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. Addendums noted with an
F 000 | INITIAL COMMENTS FOOO| Ssterisk per 8/1/13
telephone to facility
Surveyor: 28057 Emergency Permit Holder.
A recertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for CKV/SDDOH/JJ
long term care facilities, was conducted from
6/10/13 through 6/12/13. Five Counties Nursing
Home was found not in compliance with the
following requirements: F170, F252, F281, F363,
F371, F431, and F441.
F 170 483.10(i)(1) RIGHT TO PRIVACY - F 170
s8=¢ | SEND/RECEIVE UNOPENED MAIL
The resident has the right to privacy in written
communications, including the right to send and
| promptly receive mail that is unopened.
This REQUIREMENT is not met as evidenced
by:
Surveyor: 20031
Based on interview, the provider failed to deliver ["7
mail on Saturday to all residents. Findings
include: 4l
: _ 7/6/13
1. Group interview at 10:00 a.m. on 6/11/13 with 6 The activity staff will deliver|mail to
of 10 active participants revealed they had not each resident on Saturdays. The
re(;elved. r_ng;l on‘ISaturdSasgs. ;’he%f stated thley had 1 gcal postmaster confirmed that|they
Efnerece've mail on a Saturday or a very long will resume delivery of the mail
: on Saturdays to the nurse's station.
Interview at 3:00 p.m. on that same day with the ggflaglgg Staf(fi W%ll tgen' dg?“ve’—"
director of social services (DSS) and An oineos }t;eslilgan or‘llla]gur qy-
administrator revealed they were not aware the st ngmn(gi % ec 1?t.W1 ©_
mail was not received on Saturdays. The DSS implemented for a(?i.:lv.lty si;aff 1'0,
stated she would call and check with the postal record when the mail is being delivered
service. Continued interview at 3:45 p.m. on that on Saturday and will sign again when
same day revealed the DSS had contacted the act%:Lty when activity staff delivers
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

- Y 4
oard (e 7/’7,%

Any deficiency statement ending with an asterisk (*) denctes a deficiency which t tution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection ic the patients. (See instructions.) ExCept for nursing homes, the findings stated above are dgisciosable 90 days
following the date of survey whether or not a plan of correcticn is provided. Fgefiursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved pian of correction is requisite to continued

program participation. 0
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ENVIRONMENT

The facility must provide a safe, clean,
comfortable and homelike environment, allowing
the resident to use his or her personal belongings
to the extent possible.

This REQUIREMENT is not met as evidenced
by:
Surveyor: 20031

Based on observation and interview, the provider
failed to ensure the residents had an independent
choice to use and enjoy the outdoor patio.
Findings include;

1. Observation at 10:15 am. on 6/11/13 revealed
the outdoor furniture that was noted to have been
in place on the patio on the previous survey was
gone. Group interview at that same time with
approximately half of the active participants
revealed the current administrator had sold the
furniture and there was no place to sit. Two
random residents stated they had asked to go
outside to the patio on nice days and were told
“no”. They stated they saw other residents go
outside and it seemed to be a "double standard”.

Surveyor: 26632

2. Interview on 6/11/13 at 3:00 p.m. with activity
assistant H revealed:

New furniture was purchased and
in place on the deck on 6/14/13
adapted to reflect that resident

be allowed to be out on the deck

reasonable expectations by staff
or residents. Activities/Social
Services will monitor resident
-satisfaction monthly and report
to Quality Assurance.
quarterly.

See above.
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F 170 | Continued From page 1 F 170| the mail to the residents. The checklis
postal service and was told the Saturday mail audits will be completed weekly and
delivery had been canceled last Fall. Neither the frepg;tfd zt Qt::\hsqﬁ andaE berdy- mcnth]iy
DSS or administrator were aware the mail service or st 5 mox then quarterly
had been canceled. Act. Coordin.

F 252 | 483.15(h)(1) F 252

558=E | SAFE/CLEAN/COMFORTABLE/HOMELIKE (")

A

6/14/13

Policy
s will
with
and
Y|

¢
WA
\\
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Continued From page 2

*Residents like to be out on the deck when it was
nice outside.

*Residents could not be on the deck without
supervision.

*If a staff member was not able to be on the deck
with a resident, the resident could not be on the
deck alone.

Surveyor: 28057

3. Interview on 6/12/13 at 9:30 a.m. with the
administrator confirmed the patio furniture had
been disposed of as it had no longer been safe
for resident use. The plan had been to replace
the old furniture with new furniture that would be
safer for resident use. She believed at the earliest
it would be the end of June of this year before
new furniture would be purchased.

483.20(k)(3)() SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 28057

Based on observation, interview, and policy
review, the provider faiied to ensure one of ihree
observed nurses administered an accurate
amount of liquid potassium to one of two
residents who received the medication. Findings
include:

1. Observation on 6/11/13 at 7:25 a.m. revealed
registered nurse (RN) D had used a graduated
medication cup to measure 22.5 milliliters (ml} of

F 252

See above.
6/14/13.

F 281

Advinistration. Weekly adits will be

Furniture purchased

Tn-service campleted on 7/2 and makap ¢
on 7/3 for training on accuracy of Medig

canpleted
cation
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F 363
S5=C

liquid potassium to equal 30 millequivalants of
potassium chioride for resident 1 as ordered and
indicated on the June 2013 medication
administration record. That medication cup had
specifted line markers for 20 ml and 25 ml of
fluid. It had not contained a line marker for 22.5
mis of fluid.

When she had poured the potassium into the
medication cup she had filled the cup to a point
between the 20 ml and the 25 ml markers.

interview at that same time with RN B confirmed
the above observation to have been accurate
when she had measured the potassium. She
stated she would have had to use a syringe to
measure it.

Interview on 6/12/13 at 11:25 a.m. with the
director of nursing confirmed using the graduated
medication cup had not been accurate.

Review of the provider's 2007 Medication
Administration General Guidelines revealed liquid
medications that required precise measurement
were to have been measured by a device
provided by the manufacturer or from a supplier.
An oral syringe had been given as an example o
ensure accurate measurements had been used
o administer the medication.

483.35(c) MENUS MEET RES NEEDS/PREP IN
ADVANCE/FOLLOWED

Menus must meet the nutritional needs of
residents in accordance with the recommended
dietary allowances of the Food and Nutrition
Board of the National Research Council, National
Academy of Sciences; be prepared in advance,

to ensure accurate medication admindstration
is capleted. Adit results will be reported
to Quality Assurance every month tines
3 ard then quarterly thereafter until 1
year is completed.
Professional nursing staff was educated/
RN D attended. DON campletes adits. | 7/2/13
DON will report to QA.

result reviewed and new A
dosage was ordered. 100%
of residents with liquid
medicine will be included
in Audit to assure _
accuracy of medication is
completed weekly times 1
month and monthly there-
after until QA committee
recommends Audits cease.
RN D was included in
education of Proper
Medication Administration.

CKV/SDDOH/JJ

*Resident 1 did have lab ?)@ \]H\o?

F 363
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STORE/PREPARE/SERVE - SANITARY

The facility must -
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F 363 | Continued From page 4 F 363
+ and be followed.
This REQUIREMENT is not met as evidenced
by:
Surveyor: 32333
Based on observation, interview, and record
review, the-provider failed to follow the planned
menu signed by the registered dietician. Findings
include:
. fi i
1. Observation on 6/11/13 at 7:20 a.m. of cook E T-service beld on' 772715 BN E 0 ey
revealed he had served sausage links to the regarding campliance. All menus are to|be followedd
residents. unless residents request, special event) or
outage autate of item. If substitution is neaded
Review of the 6/11/13 menu revealed: cook is required only use substitutions| fram
*Fried eggs on the menu for breakfast. approved list and to document reason for change
*The menu had been signed by the registered date of change and vhat vas substituted accordu_z;g
gaetnman. _ to FOH policy and procedres. Adit will be
Sausage links had not been on the menu for done daily for 1 week starting 7/7/13-and monathly
breakfast. Xl—lgv‘ 7/28/13 and monthly for 10 months. DM or
. _ . st cook will camplete audit., (OIM will
Interview on 6/11/13 at 11:45 a.m. with cook E " B
revealed: ' port quarterly to QA Committee. 7/28/13
*Eggs had been on the menu for breakfast aimost : @
everyday. ?’0
*He had wanted to change the menu for the 17
resident’s because he thought eggs were served ’AQ*
too often. ’i{
Interview on 6/11/13 with the certified dietary
manager revealed the cook should have followed
the planned menu that had been signed by the
registered dietician.
F 371 | 483.35(1) FOOD PROCURE, F 371
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(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:
Surveyor: 32333

Based on observation, interview, and record
review, the provider failed to ensure:

*Two of two cooks followed proper hand hygiene
and glove-use techniques for two of fwo observed
meal preparations and services.

*A wall in the kitchen and the shelves in the dry
storage area were maintained in good repair.
*One of two handwashing sink faucets was in
good working order.

Findings include:

1. Observation on 6/11/13 at 7:20 a.m. of cook E
during the morning meal preparation and service
revealed:

*He had not washed his hands before donning
gloves.

*He placed one giove on his right hand and with
that gloved hand he:

-Touched plates.

-Touched ready to serve food items.

-Buttered and cut ready to serve food items.
-Touched the food cart.

-Served that food to the residents.

Observation on 6/11/13 between 11:00 a.m. and

A. BUILDING
435090 B. WING 06/12/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
405 6TH AVENUE WEST PO BOX 479
FIVE COUNTIES NURSING HOME
1 EMMON, SD 57638
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F 371 | Continued From page 5 F 371

) for all Dietary
Inservice was held on 7/2/13 to review
ard Serv Safe guidance for poroper usay
gloves when preparing foods. All food

preparation mist be as done so according to
Serv Safe Guidelines. New policy was reviewed
for storing of treads. Training will be held
quarterly to edicate staff of the proper usage
of gloves, FB-will-do-inserdecdn-Apuat.

done by OM and or FD quarterly.
Momitoring will be completed daily x
1 week starting 7/27/13 by DM or 1st
cook then will be dore monthly by
(M or 1st cook mnthly. M or 1st cox

staff
policy
e of

);/27{%?61’1

monthly. (M will report quarterly to
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Continued From page 6

11:45 a.m. of cook G during the noon meal
preparation revealed he donned gloves and with
those gloved hands he:

*Touched multiple ready-to-serve food items that
included bread, bologna, and cheese.

*Touched multiple surfaces that included the
countertop and a pair of scissors.

*Removed those gioves, did not wash his hands,
and donned new gloves. With those gloved hands
he:

-Put sandwiches into plastic baggies.

-Took multiple cheese slices out of a plastic
storage bag and rebagged them.

Observation-on 6/11/13 of cook E during the
noon meal revealed he:

*Donned one glove to his right hand and with that
gloved hand he:

-Served multiple resident plates.

-Reached into and obtained bread from a bag to
serve fo residents.

2. Random observations from 6/10/13 through
6/12/13 of the kitchen and dry storage area
revealed:

*A mound of ice was on the floor of the walk-in
freezer (photo 9) and created an uncleanable and
unsafe surface.

*An approximate four inch by two inch area of the
wall above the sanitizer for the three
compartment sink was crumbling and had
chipped paint.

*Dry food storage shelves in the food storage
room had multiple splintered and chipped wood
surfaces (photo 8).

*The handwashing sink near the walk-in cocler
had a broken knob to turn the water on and off.
That knob laid on top of the sink.

F 371

Will have IVac people check.

Freezer was defrosted and checkad daily
for: build up.

Maintenance will repair and paint wall.
Wall repaired.

Maintesare will comer with sheet _stel T

7/20/13

¢/

40
7/{2)5/13

¥, ‘gj){l

-er-alharivm-eovers,  Tnstalled niter
edee covers.

The skin will be ramoved as there is 2
sink§' v and repair wall. @f)

7/16/13

7/17/13
8t/s

kel |

N
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LABEL/STORE DRUGS & BIOLOGICALS

The facllity must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controfied drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

in accordance with State and Federal laws, the
facility must store all drugs and biclegicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separateiy locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Prevention and

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
_ 435090 B. WING 06/12/2013
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
405 6TH AVENUE WEST PO BOX 479
FIVE COUNTIES NURSING HOME
LEMMON, SD 57638
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 371 Continued From page 7 F 371
Interview on 6/11/13 at 5:20 p.m. with the
certified dietary manager revealed she:
*Would have expected employees to wash their Tnservice held an 7/2/13. 7/2/13
hands for 60 seconds or use hand sanitizer 3(7[ »
before donning gloves and after glove removal. ’ll v
*Agreed the walk-in freezer, dry storage shelves, Repairs will be campleted by 8/1/13. | 8/1/13
and handwashing sink were in disrepair and
needed repair.
F 431 | 483.60(b), {d), (e) DRUG RECORDS, F 431

RS
=
-~
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Control Act of 1876 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 28057

Based on observation, interview, and policy
review, the provider failed to maintain the security
of medications from unauthorized persannel,
residents, and visitors as evidenced by:
*Unsecured access for one of one key in the
facility for the cupboard that contained the
schedule It and 1l medications awaiting
destruction.

*Random observation of two of four nurses
leaving a medication cart unlocked in one of two
hallways.

Findings include:

1. Observation and interview on 6/11/13 at 3:30
p.m. with registered nurse (RN} D while in the
medication room revealed a locked cupboard
door with a slot cut into the door. RN D confirmed
that was where the schedule il and schedule [l
medications were stored until they were
destroyed, She further confirmed the
administrator had the only key to that cupboard.

Interview on 6/12/13 at 9:30 a.m. with the
administrator confirmed she had the only key in
the facility to the cupboard where the schedule li
and schedule Il medications were stored until
they were destroyed. She further confirmed she

Tnservice campleted on 7/2/13 and makeup
campleted on 7/3/13 for training on storage
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F 431 | Continued From page 8 F 431

of medications. The key for the Schedide 2 and 3

medications has been given to the DON.
Prarmmecist have the keys to this caphoard to

The DN ard

assure seaurity of medication from wnauthorized

daily times 1 week, weekly times 3 montls
then monthly thereafter until 1 year is

campleted.

Audit results will be reported to QA every month

times 3 and then quarterly thereafter until 1
year is completed. Nursing staff educated
ard DN conplete audits and report to QA
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Continued From page 9

was not licensed by the State of South Dakota o
administer medications to residents. She also
confirmed the key had been kept in a drawer in
her office. She admitted the office and drawer
had not always been locked when she had been
out of her office and in other areas of the faclility.

Surveyor: 26632

2. Observation on 6/10/13 at 4:55 p.m. revealed
the north medication cart was across from the
nurses station. The medication cart was unlocked
and the nurse was not present in the area. This
surveyor was able to open the medication cart
and access the medications it contained. After
approximately three minutes the RN/Minimum
Data Set coordinator came out of a resident
room, She acknowledged she had left the
medication cart uniocked and unattended. There
were other staff in the hallway during that time.

Surveyor: 32333

3. Observation on 6/11/13 at 1:15 p.m. of the
medication cart parked on the north hall revealed:
*It had been unlocked.

*No staff had been present.

*Registered nurse D had walked out of a
randomly observed resident room that had the
door closad.

Interview on 6/12/13 at 9:00 a.m. with the director
of nursing revealed she had expected the
medication cart to have been locked when staff
giving medication were not in reach or range.

Surveyor 28057
Review of the provider's 2007 Medication Storage
policy revealed only licensed nurses, pharmacy

F 431

Sare as above.

Sae as above.
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“{a) Infection Control Program

Continued From page 10

staff, and those lawfully authorized to administer
medications were allowed access {o medication
rooms, cabinets, and medication carts.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

{2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
actions reiated to infections.

{b) Preventing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens
Personnel must handle, store, process and

F 431

F 441
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Continued From page 11

transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:
Surveyor: 20031

Surveyor: 26632

A. Based on observation, interview, and policy
review, the provider failed to ensure handwashing
and glove use had been completed during
personal care for one of one resident (11)
observed. Findings include:

1. Observation on 6/11/13 at 7:40 a.m. of
certified nursing assistant (CNA) B while she
assisted resident 11 from the toilet to her
wheelchair revealed CNAB;

*Entered resident 11's room from the hallway.
*She then went into resident 11's bathroom.
*She put on gloves without washing her hands.
*She provided perineal care for resident 11.
*She did not remove her gloves and then touched
the resident's clothing, the standing-lift handles,
and resident 11's wheelchair.

*She removed her gloves and did not wash her
hands.

CNAF had heen in the room and she then
pushed resident 11 in her wheelchair to the dining
room. CNAF had not worn gloves and touched
the same surfaces that CNA B had previously
touched with her contaminated gloves.

Neither CNA B or F washed or sanitized their
hands before they continued on to assist other
residents.

F 441

Inservice campleted on 7/2/13 and makaup

capleted on 7/3/13 for Infection Contiy
measures including proper hand washing ¢
glove vsage. Weekly audits will be comy
by Charge Nurses.  Audit results will o
reported to QA every month times 3 and |
quarterly thereafter until 1 year is caj

Staff edicated. DN will carmplete adiits

ard report to QA.

ol
o
pletad

in]

then
npleted.

7/2/13
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Interview on 6/12/13 at 10:40 a.m. with the
director of nursing confirmed proper glove use
and handwashing/sanitizing had not been
completed during the above care.
Review of the provider's revised August 2009
Personal Protective Equipment - Gloves policy
revealed hands should have been washed after
removing gloves.
B. Based on observation and interview, the
provider failed to keep clean linen covered for
protection while in transit for two of two clothes
racks. Findings include:
1. Observation at 10;40 a.m. on 6/11/13 revealed Two pieces of mechine washable material| will
a clean linen clothes rack in transit in the be fit for each clothing racks with the dirensions
haliways. The clean clothes were partially of 60 x 124 inches; vhich will inclide pre
covered with an old bedspread that covered end will be secured with Velcro closure], for
about half of the clothes (photo 4). Interview at each coverd The -
that same time with the housekeeping and wll o ermemg' alde@dr)mlﬁmbe VASar to*.‘
laundry supervisor confirmed that finding. She tailv: . P -LOrTg
stated they had used the old bedspreads to cover 1(D7yé>fasa]1 culog tl:xat ;lnE lu_]ialbr;fatemati COVErs
the clean clothes for about a year. She stated she in ° it B and vt _OrehalW are
had another rack that was used in the same ,EEIIEI‘S dm.an rorth ar m‘?ﬂl‘ﬁé repahgays.
manner. Housekeeping Supervisor ppriing
QY/QT committee quarterly. The date of] this
C. Based on random observation, testing, and correction will be 8/1/13.
interview, the provider faiied io ensure sanitary
conditions were kept for:
- Two of two bathing rooms. . .
- The stopper chain for the whirlpool. Maintenance replaced with new plastic coated
- The piastic lip of the roli-in floor for the shower. cable in place of chain.
- Boxes of gloves and water cups for the
medication carts.
- Ventilation grates in the sociled and clean linen Housekeeping, to add clemning vents to
storage rooms. daily check lists.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NDCS11 Facility ID: 0063 If contination sheet Page 13 of 15
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Findings include;

1. Random cbservation from 9:00 a.m. to 3:00
p.m. on 6/12/13 revealed:

a. The approximate three foot by four foot
non-slip surfaces for the shower room and
whirlpeool room were embedded with dirt and
debris and had scratches and tears along the
edges. The original grey color was now a
grey-black color (photos 5 and 7). Interview with
CNA C at the time of the observation confirmed
that finding. She stated it had begun to look
worse every year. She revealed it was
embarrassing to show visitors and family the nice
whirlpool room with the "ugly” floor. Continued
interview with the NAs A and B aiso confirmed the
above findings. They stated they would clean and
sanitize the floor but thought it needed either a
good scrubbing or be repainted to ook nice
again, )

b. Decorative loop chain was used to keep the
rubber stopper in place for the whirlpool tub. That
chain laid in the bottom of the tub in two to three
six inch loops. Closer observation revealed that
chain was not stainless sieel and had begun to
rust. Interview with CNA C at the time of the
observation confirmed that finding. She stated the
original cord had broken a few months ago and
the maintenance man had used that chain to
access the stopper. She stated it was hard to
scrub clean and the resident feet would get
tangled in the fong loops. Continued interview
with the NAs A and B also confirmed the above
findings. They also stated the chain was hard to
clean and agreed the residents feet would get
caught in the loops.

Interview with the maintenance supervisor (MS)

*4) ID SUMMARY STATEMENT OF DEFICIENCIES D o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
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F 441 | Continued From page 13 F441

Maintenance will remove paint and install

adhesive backed nmslip strips.

Maintenance to huild a cable for tub
plug. Cable is stanless wrappad

in vinyl for easy cleaning.
Completed 7/18/13

RA543
7/%0/13

@f” Al

85713
718/13

i

9 L}b! [2”
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F 441 | Continued From page 14 F 441
at 3:00 p.m. on that same day revealed he was
aware of the chain. He stated the old cord had
broken and the new cord sent by the company
was not long enough. He stated he had not
reordered a longer cord. ) ) _
c. The plastic lip of the roll-in shower floor had an New plastic coated cable was installed | 6/18/13
approximate six inch crack on the right side
(photo 2). The crack was pliable and could harbor Maintenance to fix and repair properly | 93043
water and bacteria. Continued observation at 3:00 lidy/shover called in for estimate 8/1/13
p.m. on that same day revealed that crack had to repair shower base. p
been sealed with globs and layers of caulking that ]6 ;

would be uncleanable (photo 6). Interview the MS
at that same time revealed he had repaired the
crack.

d. Three boxes of gloves and two boxes of water
cups were stored on a piece of plywood in the
clean utility room on the west unit. Interview with
the MS at the time of the observation confirmed
the finding. He agreed those boxes of resident
care items should be stored higher off the floor to
protect from contamination.

e. The ventilation grates in the soiled linen and
clean linen storage rooms were layered with dirt,
dust, and debris (photos 1 and 3). The dirt, dust,
and debris created a fuzzy look to the grates.
Interview with the MS at the time of the
observations confirmed those findings. He stated
he was not aware those grates needed to be
cleaned. He stated he kept an "eye” on the
ventilation grates in resident rooms but had not
checked other rooms.

Have been renoved.

Cleaning was campleted by housekeeping.
Maintenance will check monthly and
reports will be given to Safety
Comittee ard a log will kept in PMS

*MS will complete Audits
of all items listed (pages
13 and 14) weekly times 1
menth and monthly there-
after. Results will be
reported to QA committee
monthly X 3 months and
guarterly thereafter until
QA committee recommends
Audits cease.

CKV/SDDOH/JJ
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Surveyor: 20031 telephone to facility

A recertification survey for compliance with the Emergency Permit Holder.

Life Safety Code (LSC) {2000 existing health care CKV/SDDOH/JJ

occupancy) was conducted from 6/10/13 through
6/12/13. Five Counties Nursing Home {building
01) was found not in compliance with 42 CFR
483.70 (a) requirements for Long Term Care
Facilities.

The building will meet the requirements of the
2000 LSC for existing health care occcupancies
and the Fire Safety Evaluation System (FSES)
dated 6/12/13 upon correction of the deficiencies
identified below.

Please mark an "F" in the completion date
column for those deficiencies identified as
meeting the FSES to indicate the provider’s intent
to correct the deficiencies identified at K029,
K033, K044, K048, K062, K076, K144, and K147
in conjunction with the provider's commitment to
continued compliance with the fire safety
standards.

K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K028
$5=C
Door openings in smoke barriers provide a
minimum clear width of 32 inches (81cm) for
swinging or horizontal doors. Vision panels are of
fire-rated glazing or wired glass panels and steel
frames. 19.3.7.5,19.3.7.7

This STANDARD is not met as evidenced by:
Surveyor: 20031
Based on observation and record review, the

L ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE / TITLE (6) DATE

— &wCMr 7/4/¢

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the jaStitution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Bfcept for nursing homes, the findings sfated above are disclosabie 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the-above findings and plans of.cotrecfion are disclosable 14
days following the date these documents are made available to the facility. If deficlencies are cited, an approved plah of correction is requisite to continued

program participation. :

st
Fiiy

JUb 1 h 2l
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Continued From page 1

provider failed to maintain clear door widths of at
least 32 inches for one smoke barrier located on
the first floor of the original building (between the
original building and the 1962 addition). Findings
include:

1. Observation on 6/11/13 revealed the
cross-corridor doors between the original building
and.the 1962 addition were only 30 inches wide
and did not provide a clear opening width of 32
inches. Review of the previous survey report
dated 4/18/12 revealed those doors were the
original doors.

The building meets the FSES. Please mark an
"F" in the completion date column.
NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction {with % hour
fire-rated doers) or an approved autormnatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted.  19.3.2.1

This STANDARD is not met as evidenced by:
Surveyor: 20031

Based on observation, testing, and interview, the
provider failed to maintain proper separation of
two of two hazardous areas (soiled linen storage

K028

K029

*Door was repaired to
soiled linen room by
Maintenance by 7/31/13.
Maintenance Supervisor
will report findings of
PMP monthly to QA committee

until QA committee recommends

aAudits cease.
CEKV/SDDOH/JJ
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Continued From page 2
room and boiler room). Findings include:

1. Observation and testing at 1:45 p.m. on
6/12/13 revealed the self-closing 90 minute rated
door to the soiled linen storage room located next
to the laundry room would not close and latch into
the frame. Interview with the maintenance
supervisor (MS) at the time of observation and
testing cenfirmed that finding. He revealed he
was just made aware that door would not close
and latch on its own. He stated he did not have a
preventative maintenance program to check for
life safety issues in the facility.

2. Observation at 1:50 p.m. on that same day
revealed the 2 hour rated self-closing boiler room
door was propped in the open position with a
broom. Interview with the MS at the time of
observation confirmed that finding. The MS was
aware that a rated door could not be propped
open, but revealed someone had probably done
s0 as the room grew very warm.

NFPA 101 LIFE SAFETY CODE STANDARD

Not less than two exits, remote from each other,
are provided for each floor or fire section of the
building. Only one of these two exits may be a
horizontai exit.  19.2.4.1, 19.24.2

This STANDARD is not met as evidenced by:
Surveyor: 20031

Based on observation and record review, the
provider failed to maintain at least fwo conforming
exits from each floor of the building. The

K 029

Maintenance will adopt state provided
Preventative Maintenance Program and
a check list for all doors will be
implemented for once a month
inspection.

P started.

Door will not be propped open and will
to (A

K 032

be monitored by MS and reported quarter

94043

gl
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K 032 ; Continued From page 3 K 032
basement had only one means of egress.
Findings include:
1. Observation at 1:30 p.m. on 6/12/13 revealed There--a--a-taader—te—the-reof-hatelr-en '
the basement was not provided with fwo means -sauth-and-of-boler—voen.
of egress. Ohe exit stairwell was the only means ‘?
of egress from the basement. Review of the \
previous survey dated 4/18/12 confirmed that 4[
finding.
The building meets the FSES. Please mark an
"F" in the completion date column.
K 033 | NFPA 101 LIFE SAFETY CODE STANDARD K033
$5=D

Exit components (such as stairways) are
enclosed with construction having a fire
resistance rating of at least one hour, are
arranged to provide a continuous path of escape,
and provide protection against fire or smoke from
other parts of the building. 8.2.5.2, 19.3.1.1

This STANDARD is not met as evidenced by:
Surveyor: 20031

Based on observation, testing, and interview, the
provider failed to maintain the one hour fire
resistive rating for one of two (southwest) exit
stair enclosures. Findings include:

1. Observation and testing at 2:156 p.m. on
6/12/13 revealed the 60 minute rated self-closing
stairwell door to the southwest stairs and loading
dock would not securely latch against the frame.
A gap of approximately 1/4 to 1/2 inch ran the
entire length of the edge of the door where

K033 Maintenance will adjust this door and
it will be under close watch with the
monthly inspection of all. doors. 9./30/43
Reapired 7/22/13. 7/22/

A4
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sunlight could be seen. Interview with the
maintenance supervisor at the time of the testing
confirmed that finding. He stated he had just
started in January of this year and was not aware
of the all the codes or preventative maintenance
for life safety measures in the facility.

NFPA 101 LIFE SAFETY CODE STANDARD

Stairways and smokeproof towers used as exits
are in accordance with 7.2.  19.2.2.3,19.2.24

This STANDARD is not met as evidenced by:
Surveyor: 20031

Based on observation, record review, and
interview, the provider failed to maintain a
minimum clear space of 22 inches between the
swing of the door and the newel post in the
southwest stair enclosure. Findings include:

1. Observation at 9:00 a.m. on 6/11/13 and record
review of the previous survey report dated
4/18/12 revealed the first floor door swung into
the southwest stair enclasure. That door in the
open position restricted the egress to 17 inches
measuring from the latch side of the door leaf to
the stair newe! post.

The building meets FSES. Please mark an "F"in
the completion date column.
NFPA 101 LIFE SAFETY CODE STANDARD

Horizontal exits, if used, are in accordance with
7.24. 19225

K033

K 034

K044

Repaired. Door will be momitored by
Maintenance monthly ard logged in
BMP took. MS will report to Safety.

*MS will report to
Safety/QA committee
menthly until QA
committee recommends
Audits cease.

CKV/SDDOH/JJ

7/22/13.

fbp\n;,\b

/](
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This STANDARD is not met as evidenced by:

Surveyor: 20031

Based on observation, testing, and interview, the

provider failed to maintain one of two sets of 90

minuie horizontal exit doors. An astragal plate

was missing for one of the doors. Findings

include:

1. Observation and testing at 2:45 p.m. on K04 %m }fnéga]ldmrsas tri?agal

6/12/13 revealed a gap of approximately 1/4 inch is on omder for Direct Supply and these

between the 20 minute rated cross-corridor doors also will be inspected on

horizontal exit doors in the north unit. Those the Preventative Maintenarce P

doors were in the two hour ﬁre—resisti\lfe wall axe a month.

between building 01 and building 02. Interview . . S0H3

with the maintenance supervisor at the time of the M5 intalled plate and doors will be 7/30/13

observation and testing confirmed that finding. He inspected by Mainterace and logged

stated he understood the need for the astragal inBMP. MS will recport to Safety

plate. He stated he was not aware of all the monthly.

codes and did not have a preventative *Maintenance Supervisor {}y

maintenance program fo check for life safety will report to Safety/ ‘”7

issues in the facility. -
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD Koss| 2 o ;tzggm‘;‘ggzgw ’]’}Lj

SS=E e

Emergency lighting of at least 1% hour duration is recommends Audlts cease.

provided in accordance with 7.9.  19.2.9.1. CKV/SDDOH/JJ

This STANDARD is not met as evidenced by:

Surveyor: 20031

Based on observation, testing, and interview, the

provider failed to maintain emergency lighting of

at least one and a half hours in duration for the

following areas: west stairwell of the third floor,

basement storage room, generator shed and

transfer switch, boiler room, and old boiler room.

Findings include:
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K 046 | Continued From page 6 K 046
1. Random observation and testing from 1:30 K6 Maintenarce to add this to preventative
p.m. to 3:00 p.m. on 6/12/13 revealed the battery maintenance plan as per state program
powered emergency lights did not illuminate when off weheite QL0443
tested at the following locations: west stairwell of Lights were replaced. Tnstalled 7/, /13
the third floor, basement storage room, generator new hatteries. l\'hmtenarx:e is ib i
shed and transfer switch, beiler room, and old for repair of lishts. H start [] a
boiler room. Interview with the maintenance BP to check Lights and batteri '
supervisor at the time of testing and observations monthly basis . s Onti l’b
confirmed those findings. He revealed he did not of y il Report willbe given r}pj?
have those emergency lights on a preventive ety monthly.
maintenance schedule. He stated he had just *MS will £
started at the facility in January of this year and MS will report to Safety/
was not aware of all the codes or preventative QA committee monthly until
maintenance needed for life safety measures in QA committee recommends
the facility. Audist cease.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 CKV/SDDOH/JJ
S8=C
Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.5 ‘
This STANDARD is not met as evidenced by:
Surveyor: 20031
Based on record review and interview, the
provider failed to ensure the automatic sprinkler
system had required quarter[y ﬂqw tesis fo_r two of| K062 Qurterly flow tests have been started Q {7
four quarters (second and third} in 2012. Findings and current up to 4th quarter. Most a)
include: tests were by done MS. " Will do quarterly testing
. L . . ad log into MPS.
1. Review of the provider's automatic sprinkler Mainténance to add to preventative
system quarterly flow test inspection reports maintenance check list quaterly 9/0/3
revealed quarterly flow tests were not conducted , ]
the second and third quarter of 2012. interview and report to Safety Committee. 7/30/13
FORM CMS-2567(02-59) Previous Versions Obsolete Event ID:NDCS2t Facility ID: 0063 If continuation sheet Page 7 of 10
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Continued From page 7

with the maintenance supervisor at the time of the
record review revealed he was aware quarterly
flow tests must be conducted on the automatic
sprinkler system. He stated he had just started in
January of this year and could not find the

records for all the preventative maintenance tests
completed in 2012.

NFPA 101 LIFE SAFETY CODE STANDARD

Medical gas storage and administration areas are
protected in accordance with NFPA 99, Standards
for Health Care Facilities.

{(a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation.

(b} Locations for supply systemns of greater than
3,000 cu ft. are vented to the outside. NFPA 99
43112, 19324

This STANDARD is not met as evidenced by:
Surveyor: 20031

Based on observation and interview, the provider
failed to restrain four of four portable oxygen
cyiinders in a secured position in the oxygen
storage room. Findings include:

1. Observation on 6/11/13 at 9:00 a.m. revealed
four E size oxygen cylinders unrestrained in the
oxygen stdrageé room. Interview at 2:50 p.m. on
6/12/13 with the maintenance supervisor
confirmed those findings. He stated staff were
aware oxygen tanks must be restrained at all

K 062

K076

K076

*MS will report to Safety/
QA committee monthly until
QA committee recommends
Audits cease.

CKV/SDDOH/JJ

Axdits will be capleted to ensure that
all oxygen cylirders are in the
appopriate storage.  Reperk—to-QA-aua

Lo g = = =

rry

MS will report to Safety quarterly. (]g

Py

7/25A42

JpH®
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*MS will complete audits
K 076 | Continued From page 8 K 076 weekly ¥ 1 month and
times in accordance with the sign posted on the monthly thereafter. MS will
wall next to the cylinders. report findings to QA
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144| committee until committee
88=C : recommends Audits cease.
Generators are inspected weekly and exercised
under load for 30 minutes per month in CKV/SDDOH/JJ
accordance with NFPA99. 3.4.4.1.
This STANDARD is not met as evidenced by:
Surveyor: 20031
Based on observation, record review, and
interview, the provider failed to document testing
of the generator under load 30 minutes each
month. Findings include:
1. Observation at 9:00 a.m. on 6/12/13 of the Kid4 Mainterance will get training as to
generator storage shed revealed a clip board with nn generator under load and will
generator maintenance notes. Review of the update check Tist for preventative
maintenance records revealed the facility kept maintenance progran W03~
track of weekly generator run times for exercising Maintenance will nun generator for 7/30/13
the generator for approximateiy 10 minutes. No 30 mirutes under load . Will repo 0,
documeniation couid be provided to show ihe to Safety Comiittee monihly by MS. ‘p{,\\ 7.
generator had been run under load for at least 30 ,)
min_utes each month: Interview \:with the *MS will report findings
maintenance supervisor at the time of the record thly to OA committ
review revealed he had no documentation mon i . ee
indicating the generator had been exercised unti 1 committee recommends
under load each month. Further interview with the audits cease.
maintenance supervisor revealed he was CKV/SDDOR/JJ
unaware of the requirement for generator testing
FORM CMS-2667(02-99) Previous Versions Chsolete Event ID: NDCS21 Facility ID; 0083 If confinuiation sheet Page 9 of 10
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K 144 | Continued From page 9 K 144
and for keeping records of the testing.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147
SS=E )
Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2
This STANDARD is not met as evidenced by:
Surveyor: 20031
Based on observation and interview, the provider
failed to furnish permanent wiring for five
randomly observed rooms. Multiple-tap adaptors
were in-use in resident rooms 10, 11, 38, 42, and
48. Findings include:
1. Observation from 9:00 a.m. to 10:30 a.m. on K147 Muintenance stated that we todk all
6/12/13 revealed multiple-tap adaptors in-use in power strips out ard told residents that
place of permanent wiring in resident rooms 10, they may provide their own adapters. M
11, 38,42, and 48. adapters will be used at all, and 9043,
interview with the maintenance supervisor at the Maint 1 . /3013
time of the observations confirmec? those findings. o 13 t i tornmr: thlm f;rd
He stated he had been told when he started in 1 m&i‘Pmmm“Madapters o Saéf’
January of this year power sirips were not OBE€ thtee thl Report ty
allowed. He stated he had replaced the power o renthly.
strips with muliiple-tap adapters. *MS will report findings }ul’r]
monthly to QA committee q
until committee recommends
audits cease.
CKV/SDDOH/JJ
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Addendums noted with an
K000 | INITIAL COMMENTS K 000

asterisk per 8/1/13
telephone to facility

Surveyor: 20031 ' _ . | Emergency Permit Holder.
Arecertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care CRV/SDDOH/JJ

occupancy) was conducted from 6/10/13 through
6/12/13. Five Counties Nursing Home (building
02) was found not in compliance with 42 CFR
483.70 (a) requirements for Long Term Care
Facilities.

The building will meet the requirements of the
2000 LSC for existing health care occupancies
upon correction of deficiencies identified at K046,
K062, K144, and K147 in conjunction with the
provider's commitment to continued compliance
with the fire safety standards.

K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046
8S=E
Emergency lighting of at least 1% hour duration is
provided in accordance with 7.9. 19.2.9.1.

This STANDARD is not met as evidenced by:
Surveyor: 20031

Based on observation, testing, and interview, the KDAe P.M.P. has boen started, lights were

replaced by MS. TInstalled new batterries.

provider failed to maintain emergency lighting of - . . -

at least one and a half hours in duration for the Muinterarce will be responsible for Q Cj
following areas: west stairwell of the third floor, of lights. P.M.P. will be logeed for \)&)
basement storage room, generator shed and light & batteries. This will be reported 'y
transfer switch, boiler rcom, and old boiler room. to Safety Committee on a monthly basis. \

Findings include:

1. Random observation and testing from 1:30

p.m. to 3:00 p.m. on 8/12/13 revealed the battery : i
powered emergency lights did not illuminate when ofwebsite 13
tesfed at the following locations: west stairwell of 5%
the third flocr, basement storage room, generator

e
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
A Chir  7-9- 1%

Any deficiency statement ending with an asterisk (*} denotes a deficiency which thedfistitution may be excused from correcting: providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions,}“Except for nursing homes, the findings siated above are disclosable 60 days
following the. date of survey whether or not a plan of correction is provided. For nurding homes, the above findings and plans of Correstion ‘are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, ah approved Dlan ‘of correction is requisite to contiriued
program participation. : Ju I 15 2013

vy o T3i%E

A% 7 \.J
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" . . .
K 046 | Continued From page 1 Kosg| “MS will report findings

monthly to QA committee
until committee recommends
audits cease.

shed and transfer switch, boiler room, and old
boiler room. Interview with the maintenance
supervisor at the time of testing and observations
confirmed those findings. He revealed he did not : CKV/SDDOH/JJ
have those emergency lights on a preventive
maintenance schedule. He stated he had just
started at the facility in January of this year and
was not aware of all the codes or preventative
maintenance needed for life safety measures in
the facility.

K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
$5=C
! Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,

975

Ke2 Report will be given to Safety Committee
This STANDARD is not met as evidenced by: on a quarterly basis. Quarterly flow p
Surveyor: 20031 tests are camplete for month of July. ﬁ)
Based on record review and interview, the Most tests were done by MS, same done ‘ I,&
provider failed to ensure the automatic sprinkler by Maintenarce Staff. Will contine ?!}
system had reguired quarterly flow tests for two of to do flow testing quarterly and record
four quarters (second and third) in 2012. Findings it in our preventative mairtenarce
include:

1. Review of the provider's automatic sprinkler e ey Ferride—eerm -2 shele
system quarteriy filow test inspection reporis 2P —reports-and-is-now-part-of-the-1ife

revealed quarterly flow tests were not conducted m&mmm
the second and third quarter of 2012. Interview edopted—From-state-website 943543

with the maintenance supervisor at the time of the
record review revealed he was aware quarterly
flow tests must be conducted on the automatic

*MS will report findings
monthly to QA committee

sprinkler system. He stated he had just started in until committee recommends
January of this year and could not find the audits cease.
records for all the preventative maintenance tests CKV/SDDOH/JJ
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K062 | Continued From page 2 K 062
completed in 2012.

K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144

SS=C
Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA99. 3.4.4.1.
This STANDARD is not met as evidenced by:
Surveyor: 20031
Based on observation, record review, and
interview, the provider failed to document testing
of the generator under load 30 minutes each
month. Findings include:
1. Observation at 9:00 a.m. on 6/12/13 of the Meintenpnee-will-sat--training as o
generator storage shed revealed a clip board with r-eererater-trder—ead-and-3d 11
generator maintenance notes. Review of the ‘tpdate-cheele Hat—for provwentative
maintenance records revealed the facility kept TR EEREREC - Presa 8/043
track of weekly generator run times for exercising
the generator for approximately 10 minutes. No | Kl44 Training will be campleted to nn
documentation could be provided to show the generator under load.  Generator test
generator had been run under load for at least 30 for 30 min. with load ard keep record
minutes each month. Interview with the in BYP log book. Maintenance will
maintenance supervisor at the time of the record report to Safety Comnittee monthly. 7/30/13
review revealed he had no documentation ) _
indicating the generator had been exercised *MS will report ‘bp )
under icad each month. Further interview with the findings monthly to ,ﬁll
maintenance supervisor revealed he was QA committee until /’
unaware of the requirement for generator testing committee recommends audits
and for keeping records of the testing. cease.
CKV/SDDOH/JJ
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K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147
SS=E
Electrical wiring and eguipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2
1 This STANDARD is not met as evidenced by:
Surveyor: 20031
Based on observation and interview, the provider
failed to furnish permanent wiring for five
randomly observed rcoms. Multiple-tap adaptors
were in-use in resident rooms 10, 11, 38, 42, and
48. Findings include:
1. Observation from 9:00 a.m. to 10:30 a.m. on Matrtenaree-wit-remove-irmproper
6/12/13 revealed multiple-tap adaptors in-use in +lEi~Eap-adapters-and-ter-ker-ar a
place of permanent wiring in resident rooms 10, eelehyr-besis-to-anmure-this-type-of
11, 38, 42, and 48. ak~Eap -adapEer Se-rot-1eed 93043
Interview with the maintenance supervisor at the Kia/ Mainterace will remove improper multi-
time of the observations confirmed those findings. tap adapters and monitor on a monthly
He stated he had been told when he started in basis to ensure this type of multi-
January of this year power strips were not tap adapter is not used. A report will
allowed. He stated he had replaced the power be lopgeed in PP book monthly.
strips with multiple-tap adapters. Maintenance will report" to Safety
Comittee on a monthly basis. 7/0/13
*MS will report findings ,)P(,/ﬂ
monthly to QA committee '
until committee recommends
audits cease. -
CKV/SDDOH/JJ
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NDCS21 Facility ID: 0063
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S 000| Initial Comments S 000

Surveyor: 28057

A licensure survey for compliance with the

Administrative Rules of South Dakota, Article

44:04, Medical Facilities, requirements for

nursing facilities, was conducted from 6/10/13

through 6/12/13. Five Counties Nursing Home

was found not in compliance with the following

requirements: 5153, 8166, 8192, and S290.

S 153 | 44:04:02:10 PLUMBING 5153

Facility plumbing systems must be designed and
installed in accordance with SDCL 36-25-15 and
36-25-15.1. Plumbing must be sized, installed,
and maintained to carry required guantities of
water to required locations throughout the facility.
Plumbing may not constitute a source of
contamination of food equipment or utensils or
create an unsanitary condition or nuisance.

This Rule is not met as evidenced by:

Surveyor: 20031

Based on observation and interview, the provider
failed to maintain the vacuum breaker on the
janitor floor sink in one of two housekeeping
closets on the north unit. Findings include:

, W\
1. Observation at 4:00 p.m. on 6/11/13 revealed S153 Staff was edicated to keep 1’0‘5@ off dra@q \'

a hose laid in the bottom of the sink of the floar. MS informed |

housekeeping closet on the west side of the Maintenarce & Dietary in meeting 6/18/1

north unit. Closer observation revealed the MS to report to Safety monthly., Will 6/18/13
vacuum breaker for that sink was broken. log in AP log.

interview with the maintenance supervisor at the . Q $

time of the observation confirmed that finding. vacuim breaker repaired Q)

He stated he was not aware the vacuum breaker e vas e ’ \%k 18/13
was broken.

(X8) DATE

_ &MA Ui 929 1
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S 166

$ 1686

Continued From Page 1

44:04:02:17(1-10) OCCUPANT PROTECTION

The facility must take at least the following
precautions:

(1) Develop and implement a written and
scheduled preventive maintenance program;

(2) Provide securely constructed and
conveniently located grab bars in all toilet rooms
and bathing areas used by patients or residents;
{3) Provide a call system for each...resident bed
and in all toilet rooms and bathing facilities
routinely used by...residents. The call system
must be capable of being easily activated by
the...resident and must register at a station
serving the unit;

{4) Provide handrails firmly attached to the walls
on both sides of all resident corridors in nursing
facilities; _

(5) Provide grounded or double-insulated
electrical equipment or protect the eguipment
with ground fault circuit interrupters. Ground fauit
circuit interrupters must be provided in wet areas
and for outlets within six feet of sinks;

(6) Install an electrically activated audible alarm
on ali unattended exit doors in nursing facilities.
Other exterior doors must be locked or alarmed.
The alarm must be audible at a designated
nurses' station and may not automatically silence
when the doaor ig closed;

{7) Portable space heaters and portable halogen
lamps may not be used in a facility,

(8) Household-type electric blankets or heating
pads may not be used in a facility;

(9) Any light fixture located over a...resident bed,
in any bathing or treatment area, in a clean
supply storage room, any laundry clean linen
storage area, or in a medication set-up area
must be equipped with a lens cover or a
shatterproof lamp; and

(10) Any clothes dryer must have a galvanized

5 166

S 166

*3153 continued...

MS will monitor plumbing
fixtures monthly to
ensure they are in good
working order. MS will
report monthly X 3 months
and guarterly theéreafter
to QA committee.

CKV/SDDOH/JJ

STATE FORM

021188

H2H31
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S 166 | Continued From Page 2 5166
metal vent pipe for exhaust.
This Rule is not met as evidenced by:
Surveyor: 20031
Based on observation, testing, and interview, the
provider failed to:
- Ensure door alarms were monitored and
maintained according to state regulations.
- Use a covered light fixture or shatterproof bulb
in.a storage room.
- Implement and maintain a preventative
maintenance {PM) program for life safety
measures and devices in the fagility.
Findings include:
1. Observation at 4:50 p.m. on 6/10/13 revealed S166 Revisad molic il ;
the surveyors entered the front doors of the policy pit p ) /03
facility. The door alarms chimed twice and then
went silent. No staff came to see who had " . .
entered or possibly exited those doors for wigviziﬁegzgraggléﬁz %uﬂ,
approximately three minutes. '
PP Y ! in place on 7/26/13. q/
Observation and testing at 9:45 a.m. on 6/11/13 All employees were re-
of the door alarm to the middle stairwell and educated by theilr
loading dock revealed the door aiarm chimed department heads on
twice and then went silent. No staff came to see revised door policy on
who had entered or possibly exited that door for 7/31/13.
approximately two minutes.
Door alarms will chime on
Random observation throug_hput the day on a continuous basis when
6/11/13 revealed staff and visitors came and staff, visitors or residenits
wmﬂmnyghmeﬁmﬁdom;mﬁemeMdomuaw enter or exit. ALl staff
nor coidor double doors M tose donrs. will respond in an
doors were not continually monitored by staff. appropriate time frame.
Interview with the maintenance supervisor (M3} MS Wi lé . monil:i;og 5 ta f]; .
at 2:30 p.m. on 6/12/13 revealed he was not respondilng to aoor a.arms
ETATE FORM 021198 HZ2H311 If continuation sheet 3 of 5

daily ¥ 1 week, weekly X 1
month and monthly therecafter.
MS will report to QA monthly
X3 months and guarterly
thereafter.
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aware how the door alarms should work. He Bavised door policy in place. 7/25/13
stated he had just started here in January of this Policy attached, all staff has been
year. The administrator provided the surveyor made aware of changes by department ?
with a undated current version of a door monitor supervisors. New Policy turmed in by 4 D
policy. The policy addressed monitoring of DCN. (],’}
residents with Wanderguards but no poticy
actually addressed the monitoring of the door
alarms.
2. Observation at 1:45 p.m. on 6/12/13 revealed Bulb has been replaced, with shatter
the housekeeping closet on the north end of the proof vynal coated hulb. 14/13
north unit had paper towels and toilet paper in e . . .
storage. Closer observation revealed the KNS v t monier "7 Wt Rixfures @ 1 !3"[ l?
unshielded bulb in that room was not foensure fhey are in good working
shatterproof. Interview with the MS at the time of brder ‘ and reportfindings 4o 6A
the observation confirmed that finding. He stated ﬁ‘\”” tly X3 menths and guarterty
he was not aware that light bulb needed a light erea fier, clevf st [ X7
shield or a shatterproof coating.

Preventative maintenance
3. Interview at 2:30 p.m. on 6/12/13 with the MS in place by 7/30/13
revealed he had started a PM program for Reported quarterly to QA.by MS 7/%0/13
repairs and general maintenance of the facility. 7
He stated he did not have a PM program for the : ‘ - ﬁ)
life safety code measures within the facility. *MS is responsible for - - &

PMP. w7

$1921 44:04:02:19 PHYSICAL PLANT CHANGES 5192 CKV/SDDOR/ JqJ lbé/ﬁ
A facility must submit any proposed change by
new censtruction, remodeling; or change of use
of an area to the department. Any change must
have the approval of the depariment before it is
made.
This Rule is not met as evidenced by:
Surveyor: 20031
Based on observation and interview, the provider
did not submit a proposed change of room use
for resident room 23. Findings include:
'STATE FORM ozi190 H2H311 If continuation shest 4 of 5
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5192 | Continued From Page 4 5192
Fositent room 23 was used 5 a therapy room. | S\%2 | D Department of talth will be motified
py room- f all prysical plant
Interview with the maintenance supervisor at o Py plant changes. %7/31 /113
3:30 p.m. on that same day confirmed that
finding. He stated that room had been changed *0on 7/24/13 DON notified CKV/SDDOH
before he started to work in January of this year. engineer at SDDOH of JJ
He was unaware if the administrator had notified current room change, by
the Department of Health before changing the phone. Administrat 01; will
room. He stated he was unaware of the be reé onsible fo io
requirement to submit plans for review before not i figat ion o.f S;Dgg o;
hangi i .
changing the use of a room future room changes prior
to change occurring.
$290| 44:04:07:02.04 FOOD SUPPLY S 290 Administrator will report
all building/room changes
to QA ' 1
An on-site supply of nonperishable foods e lQYegzmmlttee quarterly
adequate to meet the requirements of planned ) CKY/SDDOH /33
menus for three days must be maintained.
This Rule is not met as evidenced by:
Surveyor: 32333
Based on observation, interview, and record
review, the provider failed to maintain a three day
emergency menu and three day supply of
non-perishable foods. Findings inciude:
1. Random observation on 6/11/13 of the Nen-perishabte-food-sppty-aceerding-to
non-perishable fooed supply revealed an rew-erereerey-enn-ias-been-prrchased-amd-
inadequate supply to meet a three day planned statf-vms-edreated-on-serviee-#2/13:-
meny. Mertis-approved-by-dietietm.
_ 5290 S20 (M is responsible to order non-, 7/2/13
Interview on 6/11/13 at 5:20 p.m. with the perishable food supply according to new '
certified dietary manager confirmed she did not amerpency menu that has been approved by
have an adequate supply of non-perishable dietician. All Dietary staff has been
foods for a three day planned menu nor a three edicated at inservice on 7/2/13. ‘M or
day non-perishable food menu. 1st cook will reviess ly : ]-]y :
ordering from food supplier, monitoring lQﬁ Jé {9]
ill be done monthly by OM or 1st cock | V4]
STATE FORM czrise



