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A recertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for
long term care facilities, was conducted from
10/27/14 through 10/30/14. Avera Mother Joseph
Manor Retirement Community was found not in
compliance with the following requirements:
F176, F250, F279, F281, F311, F315, F323, and

Fa41, ' 12/19/14
F 176 | 483.10{n) RESIDENT SELF-ADMINISTER - F178 Policy MIL-B. “Self Administration

=p | DRUGS IF DEEMED SAFE e s
558=D ~of Medication After Set-up” was

T

practice is safe.

An individual resident may self-administer drugs if reviewed.
the interdisciplinary team, as defined by _ ,
§483.20(d)(2)(ii}, has determined that this Resident #17 was reassessed for self

administration of medications on
11/03/14. It was determined that

This REQUIREMENT is not met as evidenced resident is able to self administer
by: | nebulizer only. Physician order was
Surveyor: 33265 obtained 11/04/14 for self

Based on observation, interview, record review,
and policy review, the provider failed to follow a
resident request io not engage in

administration of nebulizer only.

self-administration of medication for one of two - Each resident with a nebulizer
randomly observed residents (17) receiving - treatment was reassessed for self
nebulizer treatments. Findings inc!uderz | administration. If reSident wWas

1. Observation on 10/28/14 at 3:10 p.m. of - appropriate for self administration of
resident 17 on Abbey Lane wing revealed nebulizer, a physician order was
registered nurse (RN) B: obtained.

*Set-up and started a nebulizer (machine that
turns liquid medication info a mist to be |nhaled)
treatment for the resident.

L *He asked what to do when the medication was
finished.

*RN B responded she would return to check on-

Education on policy MII-B, “Self

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE - (XB) DATE
p e N 3 .
\ Mm ‘&A ) : ﬁ‘ ‘fb\(q,: 5&({‘:@’ i'- ;{z,ff L AT

Any deficiency statement endmg\“th an as’ﬂmsk *) denotes a defi csency which the institution may be excused frc>rrﬂ”:cz”rrect1ng2 prmﬂdlng”’it |5;de\tenntmed that \§
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the ﬁndmgs stated@bioy:é am:dlsbiosablamdays
foliowing the date of survey whether or not a plan of correctlon is prowded For nursang homes the above findings a;r‘id;l{:lgi"s "’“‘f‘correctlon are d[sclosableS

program participation.
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: ‘ Administration of Medication After
F 176 Continued From page 1 ,- F176) Set-up” will be provided to the nurses
him and to turn the nebulizer off when the - and medication aides by 11/25/14.
medication.was finished. : .
*RN B Teft the resident's room with the nebulizer ' . ‘ .
runninig. ‘ Monthly audits of all residents self
- administering nebulizers will be
Interview and record review on'10-29-14 at 2:00 completed by ADON or designee.
p.m. with RN C regarding resident 17 revealed: - 1 11 1 . .
“The resident had dentified n the 9/10/14 Self The audits will include completion of
Administration Assessment that he had not _self-administration of medication :
wanted to self-administer any medications at his assessment and if appropriate to self *
bedside or after set-up by a nurse. " administer nebulizer; a correct -
*The physician's orders dated 9/28/414 had not physicia_ﬁ order is in.place*.. '
included an arder for the resident fo - -
self-administer medications. ] ] : ‘
*RN G had not considered a nebulizer freatment Audits will be reported quarterly to
to be self-administration of a medication. the QA Committee by ADON until
*RN C confirmed nebulizer treatments were set advised to discontinue by the
up for residents and left fo run uniil completion committee.
without a nurse being in the room. ) .
*RN C agreed resident could have removed the
Breathing mask or turned off the machine and
interrupted the medication delivery.
Review of the provider's February 2014
- | Self-Administration of Medication afier set-up
policy revealed:
“Residents interested in participating would be
assessed by the interdisciplinary team for their
ehility to self-administer medication. ‘
*A physician's order was necessary for each Policy N-250 “Care Planning” was 12/19/14
resident to self-administer medications. reviewed
F 250 | 483.15(g)(1) PROVISION OF MEDICALLY F 250 ' .
$3=D | RELATED SOCIAL SERVICE ; ) X
. o _ _ | Resident #1°s care plan was reviewed
The faciiity must provide medically-related social “1and revised by the Licensed Social
services to attain or maintain the highest '
practicable physical, mental, and psychosocial
well-being of each resident.
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Worker to include social service
F 250 | Continued From page 2 , F 250 interventions. '

To identify other residents at risk:

This REQUIREMENT is not met as evidenced The Licensed Social Worker will be
by: notified of any resident condition
Surveyor: 32335 change by resident care supervisors.
Based on record review, interview, and job

description review, the provider failed to ensure The Licensed Social Worker will
medically necessary social services had been end thiv Fall .
completed for one of one sampled resident (1) atte_n. monthiy Committee

who had dementia. Findings include: meetings.

1. Review of resident 1's 8/4/14 Care Area The Licensed Social Worker will

Assessment (CAA) revealed psychosocial g s .
well-being and communication had been attend daily line up nursing staff

identified as areas of concern. meetings.

Review of resident 1's current care plan revealed: When psychosocial well being and/or
*A problem area for "altered mood and state - communication triggers on a

evidenced by episodes of restlessness causing . 5 L oS
increased confusion - habit of picking at face and resident’s CAA it will be care

head and difficult to re-direct.” planned by the Licensed Social
*Interventions included one-to-one visits with all Worker. Licensed Social Worker will
departments and a psychological consult. document interventions in the

Review of resident 1's medical record revealed: medical record. X m“ Gﬂ&mwmp
*She had a diagnosis of dementia (the loss of

mental functions such as thinking, memory, and Monthly audits oftare plans for
reasoning that is severe enough to interfere with residents indentified at risk will be

a person's daily functioning) and had declined. completed by tﬁ”g—

*She had been identified to be at risk for falling.

*She had unwitnessed fails on 4/11/14 and to assure psychosocial and/or

4/26/14. 7 communication needs are met.
*She had a witnessed fall on 4/29/14. _ '
*She had used a walker prior to the 4/11/14 fall | Audits will be reported quarterly to ,

but was currently using a wheeichair. . g ;

*There had been no documented interventions LK P\mM of dﬁ&\éjﬁiﬂ JYJ&WHW\F
provided by the licensed social worker regarding -

the above mentioned areas of concern.
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Interview on 10/28/14 at 2:10 p.m. with the
licensed social worker revealed:

*She was involved in resident care conferences
“t and documented those interactions.

*She had not been invalved with the concerns
listed above for resident 1.

*She had been doing admissicns since
approximately January 20414 due to a coworker
resigning and not having the position filled.
*She could not locate any documentation
regarding resident 1 other then the care
conference notes.

Review of the pravider's July 2014 social worker
job description revesled:
*The main focus of the social worker is to assist
"ln meeting the psychosocial continuum of care
(gradual change from one condition to another)
needs of the resident to ensure optimum
| functioning.

*He/She is to arrange for the meeting of these
" needs through Social Service programming and
appropriate referrals to outside Social Service
agencies, communi’{y resources and profess;onal
services.
*Review and revise, as necessary, the plan for -
Social Services intervention.
*Timely documentation of assessments, Sccial
Service interventions, etc. in the resident's record.
*Promtotes, adheres to and supporfs residents’
rights."
- F2791483.20(d), 483.20(k)}(1) DEVELOP

5= | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review-and revise the re5|dent s '
comprehensive plan of care.

comrmttee

F o7g| reviewed.

until advised to discontinue by the

RN IGHIOR| S

Residents 1,2, 6, and 7 care plans
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or designee

Policy N-250 “Care Planning” was | 12/19/14
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The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident’s
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident’s exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Surveyor: 33265

Based on observation, record review, interview,
and policy review, the provider failed to revise
and update care plans for 4 of 13 sampled
residents {1, 2, 6, and 7). Findings include:

1. Random observations from 10/27/14 through
10/29/14 of resident 2 revealed she:

*Moved herself throughout the facility using a
wheelcharr.

*Spent the majority of her time outside of her
room at the dining room table.

*Preferred to keep her room door closed when
she was in the room. ) )

*Was unable to answer questions from this
surveyor. . '

Review of resident 2's compiete medicai record

psychosocial needs.
Each resident’s care plan will be

ensure physical, mental and
psychosocial needs are met. A
discontinued notation will be put next
to all discontinued interventions.
Interventions requiring
documentation will be placed on
resident status board, in the electronic
medical record (EMR).

Education on policy N-250, “Care
Planning,” will be provided to Care
Plan Team members, nurses, and
certified nurse assistants by 11/25/14.
Education will include documenting
interventions to prevent falls.

Al STISHDH| M
Monthly audits offCare Plans will be
completed by ADON or designee to
assure current interventions are in
place and documented in the EMR.

Audits will be reported quarterly by
the ADON or designee until advised
to discontinue reportmg by the QA
committee.

reviewed and updated as necessary to
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F 279

*4{8/14 at 1:45 a.m.:

"-No description of fall events documented.

Coritinued From page 5
revealed there had been six falls since April 2014,

Fall records from April 2014 through September
2014 included the following information:

-Slipped on way to bathroom, !anded on leftarm,
and hit head.

-Pain and swelling hoted.

-Neuros (assessment of nerve functioning) good.
-Vitals (heart beat, breathing, temperature)
stable.

-Recommended non-slip stockings.

-Resident sent to emergency room for left
shoulder pain where she was found to have a
fractured left humerus (upper arm bone).
*5/25M4 at 8:00 p.m.:

-Found on the floor on her leff side.

-No new injuries.

-Encourage resident to use call light and increase
menitoring of resident were recommended
changes.

*6/6/14 time not documented:

-Found flat on back on floor and was not sure
what happened.

-Complained of back pain.

-Recommended and placed sensor pads in bed.
*7/6/14 at 8:00 p.m.:

-Found on floor. Stated she was trying to put her
shoes on,

-Bed sensor alarm had not alarmed Battery not
warking.

*7M12/14 at 5:00 p.m.:

-Resident was confused.

-Recommeanded cail light within resident reach
and reminding fesident {o use call light.

-No documentation as {o sensor alarm working or
not working.

*9/8/14 at 4:02 a.m.:

-Resident found on floor. She slipped out of bed.

F 279
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-Recommended increased monitoring.
-No documentation as to sensor alarm working or
not working.

Resident 2's 10/20/14 interdisciplinary care pian
revealed:
*High risk for falls.

*Fall on 4/8/14 lists recommendation as to
“encourage to leave door open to room when she
is in the-room.” No mention of non-slip stocking
use. -

*Fall on 5/25/14 stated "interventions reviewed -
continue same." Nothing about the call light
location was included.

*Fall on 6/6/14 listed a sensor alarm to be used in
wheelchair, chair, and bed. _
*Fall on 7/6/14 stated to change battery in sensor
alarm. Noted to ensure alarm on and working
every day. No further documentation that showed
the alarm battery was checked daily was found or
provided.

*Fall on 7/12/14 stated "interventions
reviewed-continue same." Nothing about the call
light location was included.

*Fall on 9/8/14 stated "interventions
reviewed-continue same.” There was nothing
about increasing monitoring of the resident.

Review of resident 2's 4/25/14 Care Area
Assessment (CAA) revealed the following areas
were identified as concerns;

*Cognitive loss (ability to think and reason).
*Activities of daily living.

*Urinary ingontinence {unintentional loss of urine).
*Falls.

*Nutritional status.

*Diehydration/fluid maintenance.

*Pressure ulcers {inflammation, sore, open
wound that forms whenever prolonged pressure
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'is applied to skin covering a bony area of the

body).
*Pain.

Interview on 10/29/14 at 3:30 p.m. with RN D
revealed resident 2:
*Had frequent falls,

1 *Tried to remain as independent as possible.

*Wanted the door fo her room closed.

*Had declined when thickened liquids were
started and had improved since liquids were no
longer thickenad.

~She thought the decline had caontributed to
frequent falls.

Surveyor: 32331 )

2. Review of resident 7's medical record
revealed:

*He was admitted on 1/10/14.

*He had a diagnosis that had included senile
dementia {(a mental change in the thinking
pracess).

Review of resident 7's revised 1'0/13,’14

| interdis¢iplinary care plan revealed he:

*Had an impaired activities of daily living (ADL)

-function.

*Needed extensive assistance with his ADLs.
*Had a goal to maintain his ADL function.

*Was to have had "Restorative therapy Refer to
Tx [treatment] plan."

Interview on 10/29/14 at 9:35 a.m, with certified
nurse assistant/medication aide (CNA/MAY

| regarding resident 7's restorative therapy

program revealed he was not on therapy. He had
been refusing it. - :

Review on 10/29/14 of the provider's undated
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Boardwalk Restorative Therapy calendar
revealed resident 7 was not scheduled for
restorative therapy. -

Confidential interview on 10/29/14 at 11:25 a.m.
regarding resident 7 revealed he: -
“Had been refusing restorative therapy.

*Had liked to do the NuStep (a type of exercise
machine), but he had difficulty getting up on the
seat on the machine.

*Was no longer doing restorative therapy.

Interview on 10/29/14 at 1:45 p.m. with registered
nurse (RN) E regarding resident 7 revealed:

*He was not on a restorative therapy program.
*She was unaware of any treatment plan for him
to have been on restorative therapy.

Interview on 10/29/14 at 2:00 p.m. with RN
resident care coordlnator D regarding resident 7
revealed:

*He was not on a restorative therapy program.
*She agreed his care plan needed to have been
updated as changes occurred-for each resident.
*“It was the responsibility of the care plan team for
| updating the care plan as needed.

Surveyor: 32335

3. Review of resident 1's med|cai record
revealed:

*She had a diagnosis of dementia (the loss of
mental functions such as thinking, memeory, and
reasoning that is severe enough to interfere with
a person's daily functioning) and had declined.
*She had been identified to be at risk for falling.
*She had unwitnessed falls on 4/11/14 and
4/26/14.

*She had a witnessed fall on 4/29/14.

*She had used a walker prior {0 the 4/11/14 fail

FORM CMS-2587(02-99) Previous Versions Obsolete Event ID; 404111 7 Facility [D: 0059 ’ - If continuatich sheet Page 9of 38




PRINTED: 11/10/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES 7 : FORM APPROVED
CENTERS FCR MEDICARE & MEDICAID SERVICES ‘ ' OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA 1 (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A BUILDING ) COMPLETED
435042 B. WING 10/30/2014
NAME OF PROVIDER OR SUPPLIER ' ' STREET ADDRESS, CITY, STATE, ZIP CODE

1002 NORTH JAY STREET

AVERA MQTHER JOSEPH MANOR RETIREMENT COMMUNITY ABERDEEN, SD 57401

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES ' D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. ' , DEFICIENCY)-
F 279 | Continued Frompage 9 ' . F279

but was currently using a wheelchair,

Random observations from 10/27/14 through
10/29/14 of resident 1 revealed:

*She had used a wheelchair to move around the
building with staff assistance.

*Stiaff had to feed her at meals.

*She was unable to answer questiions from this
surveyor. .

*She had been in her room in front of the
television when not at meals.

Review of resident 1's 8/4/14 Care Area
Assessment (CAA) revealed:
*The following areas had been identified as
concerns:
-Cognitive loss/dementia.
-Communication.
-Urinary incontinence.
-Psychosocial well-being.
-Activities.
~Falls.
-Nutritional status.
-Pressure Ulcer.

Review of resident 1's current care plan revealed:
*Communication had not been addressed.
*The.risk for pressure utcers had not been
addressed.

*Interventions for activities included the following: -
-Having newspapers to read.

-Listen to music.

-Be around animals such as pets.

-Group activities.

~(Going outside.

-Doing her favorite activities.

-Participate in religious activities.

*Those activity preferences had not matched the
81414 CAA information.
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*There had not been a separate problem area for
falls.

*They had incorporated falls under the problem -
area of impaired activities of daily living
function/potential for injury.

*Twelve out of thirteen fall interventions had been
put into place after the resident had fallen.
-"4/30/14 - to have close supervision when in
activities, when in roem fransfer from wi/c
[wheelchair] to chair, use sensor pad in w/c and
chair, and when in easy chair in room place
walker in front of her.”

-"4/29/14 - fall follow up - anti roll back brakes on

wic."

-"4/26/14 - fall follow up - inferventions reviewed -
continue same - mobility alarm when .in w/c and in
chair in room.”

"4/11/14 - fall follow up - coniinue same
interveniions."

-"12/23/13 - fail follow up, continue sarme
interventions.”

-"$1/01/13 - fall follow up - continue to check on
frequently when she is in room."

-"/21/13 - fall follow up - assure things she
needs are in easy reach, falling leaf (dc'd
[discontinued] 3/14/13."

-"1/10/13 - fali follow up - when resident is noted
ambulating, assure walker brakes are off and
may need SBA with ambulation.”

-"9/19/12 - staff to assist her when sitting in DR
[dining room] ¢hair.™

1-"9/19/12 - post fall review, continue same.”

-"1/7112 -fall follow up - assure pathway is free
of clutter - monitor gait.” )
-"1/3/12 - fall follow up - have walker within reach

"and remind to use."

-'9/13/11 - fall follow up - have her sit on bed
when being assisted with.dressing. 1) keep

F 279
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reminders to use walker with ambulation. 3) if
noted io be restless provide disiraction activity -
enjoys reading in room, listen fo music. 4) assist
to activity and inform staff of whereabouts.”
*There had been no added inferventions from
12/23/13 to 4/11/14 when she had fallen.

*No interventions had been put into place
regarding her dementia affecting her mobility.

4. Review of resident 6's medical record .
revealed:

*She had been at I'lSk for falls. :

*She had an unwitnessed fall on 6/19/14 and was
sent fo the emergency room.

"Monitor elder safe in bed at hs [bedt;me] and
assist as needed" had been added to the initial
fall report.

-That had not been added ta the care plan.

*She had an unwitnessed fall on 8/18/14.

-"Elder reminded 1o use cal! light and ask for
assistance” had been added to the mlt;al fall
report.

-That had not been added to the care plan.
*She had five urinary tract infections (UTI) since
4/26/M14. ‘

*She had been receiving an anti-depressarnt
medication. .

Review of resident 6's 10/23/14 CAA revealed the
following areas had been identified as areas of
concerns:

*Delirtum.

*Cognitive ioss/dementia.

*Activities of daily living functionalfrehabilitation
potential. :

*Urinary incontinence.

*Falls,

*Nutritional status.

*Pressure Uicer.

FORM CMS-2567(02-99) Previous Versions Obsclete Event 1T 4Q4J11 Facflity 1D; 0059 . If continuation sheet Page 12 0f 38




. PRINTED: 11/10/2014
DEPARTMENT CF HEALTH AND HUMAN SERVICES

) FORM APPROVED
CENTERS FOR MEDICARE &MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (xz) MULTIPLE CONSTRUCTION : : {X3) DATE SURVEY
AND PLAN OF CORRECTION | IDENTIFICATION NUMBER: A. BULDING CCMPLETED
435042 . B. WING 7 10/30/2014
NAME OF PROVIDER OR SUPPLIER ) STREETADDRESS, CITY, STATE, ZIP CODE
AVERA MOTHER JOSEPH MANOR RETIREMENT COMMUNITY 1002 NORTH JAY STREET
. ) ' ABERDEEN, SD 57401
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 1 DATE
R . DEFIGIENGY)

F 279 | Continued From-page 12 ‘ F 279

*Psychotropic drug (any medlcatlon capable of
affecting the mind, emotions, and behavior) use.

Review of resident 6's current care plan revealed:
*The only intervention for urinary incontinence
had been "provide inconfinence care with all
episodes of incontinence. Provide with incontinent
products to protect her skin.”

*The five UTls had not been addressed on the
care plan.

*A goal to prevent falls WI’(h the foliowmg
interventions:

7129113 post fall review, continue same.”
-"8/27{12 post fall review, continue same. 1) w/c
for locomotion for long distance or when she
doesn't want to walk with staff. 2) uses walker
with assist to walk to and from meals and
activifies as she wishes."

~"Assure that glasses are clean and worn by
resident. Resideni has right sided neglect when
ambulating."

*There had been no fali interventlons fisted in
2014,

*Psychotropic drug use (the antl—depressant) had
not been addressed,

5. Interview and record review on 10/29/14 at
10:25 a.m. with resident care coordinator D for
the Boardwalk and Cedar halls revealed:

*She had not discontinued items on care plans,
because they wanted to have a list of
interventions attempted. .
*The care plans were hard to read with the
interventions listed since some were not
applicable even though they had not been
discontinued. ,

*The above issues for resident 1 should have
been care planned.

FORM CMS-2567(02-89) Previous Versions Obsolete Event 1D 4Q4.011 Facility ID; 0053 If continuation sheet Page 13 of 38




_ A ' - : ' : PRINTED: 14/10/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES , . . FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES | OMB NO. 0938-0391 -
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERIC_L{A : (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i A BUILDING COMPLETED
‘ 435042 B. WING ' ' - 10/30/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z!F CODE

1002 NORTH JAY STREET -

AVERA-MDTHER JOSEPH MANOR RETIREMENT COMMUNITY ABERDEEN, SD 57401

4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION

(X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE |- DATE
: DEFICIENCY) :
- 279 | Continued Frem page 13 - F279

Interview and record review on 10/29/14 at 4:00
p.m. with resident care coordinator C for the Abby
and Dakota halls revealed the care plans had not
been updated to reflect the above areas
addressed for resident 6.

Review of the provider's June 2012 Care
Planning policy revealed:

*The interdisciplinary team should Have
completed the comprehensive assessments and
evaluated the identified areas of concern.

*The care plan.should have consisted of iong and

short term problems/needs. : | ‘ - o 12/19/14
*A Kardex contained the care plan Policy 1901 “Pharmaceutical
problems/needs on the front of the care plan. Services” was reviewed and revised

*The infarmation should have been written in
‘pencil and erased as appropriate. N
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281 | medications.
$5=D | PROFESSIONAL STANDARDS

to include revision of stop orders for

] , Resident #1°s medication record was
The services provided or arranged by the facility reviewed. Tylenol #3 was
must meet professional standards of quality. * | discontinued by primary care

- provider on 05/07/14.
This REQUIREMENT is nof met as evidenced :
by: Education on policy 1901
Surveyor: 32335 “Pharmaceutical Services” and policy

A. Based on record review, interview, and policy

review, the provider failed to clarify physician's N 252 “Pain Management Protocol

orders and to obtain a stop date for 1 of 13 will be provided to nurses by
sampled residents (1) receiving a narcotic ‘ 11725/ 14
medication {drugs that dull the sense of pzain and , ‘

| cause drowsiness or sleep). Firidings include: o : Monthly audits of 15 residents on

1. Review of resident 1's medical record' ‘| marcotics will be completed by
revealed: '
*She had a diagnosis of dementia (the loss of

mental functions such as thinking, memory, and
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reasonlng that is severe enough to mterfere with
a person's daifly functioning).

*She had unwitnessed falls on 4/11/14 and
4/26/14. _

*She had a witnessed fall on 4/28/14.

*On 4{15/14 she had been sent to the emergency
room due to pain. '

*After that visit on 4/15/14 a physician's order had
been obtained for the following:
-Acetaminophen/Codeine (Tylenol #3) 300

- milligrams (mg)/30 mg tablet.

-Twelve tabiets had been dispehsed.
-One tablet orally four times per day as needed

| (PRN). .

-Zero refills were aflowed.

-There was no order when to stop the medication.

Review of resident 1's 4/1/14 through 4/30/14
medication administration record revealed:

*The Acetaminophen/Codeine had been given as
follows:

-One time on 4/15/14 and one time on 4/16/14.
-Zero time on 4/17/14,

-Two times on 4/18/14, 4/19/14, and 4/20/14.
-Zero time on 4/21/14.

-One time on 4/22/14, 4/23/14, and 4/24/14.

Review of resideht 1's medical record revealed a
refill for the Acetaminophen/Codeine had been
obtained on 4/23/14 and again on 5/5/14.

Interview and policy review on 10/29/14 at 4:50
p.m. with the director of nursing revealed they
had not followed their policy. They had nof-
obtained a stop order after three days of
administering the medication. -

Surveyor: 33265
Review of the provider's April 2013
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F 281| management assessments are -
-completed and physicians are notified
if drug regimen appears ineflective.

Audits will be reported quarterly to
the QA Committee by ADON or
designee until advised to discontinue
by the committee.

Policy N 303 “Charge Nurse
Responsibilities when a Resident
Dies™ was reviewed and revised to
include nurse notification of
physician at time of vital signs
ceasing and obtaining an order to
release the body to a mortuary.

Education will be provided to nurses
on policy N 303 “Charge Nurse
Responsibilities when a Resident
Dies” by 11/25/14.

Death records for each month will be
audited by the ADON or designee for
compliance with policy N 303.

Audits will be reported quarterly to
the QA Committee by ADON or
designee until advised to discontinue
by the committee. . '

i
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Pharmaceutical Services policy revealed:

*When narcotics (Tylenol #3) were ordered the
charge nurse was to have asked the physician fo
identify the length of time the drug was to be
used.

*A stop order for three days of use would have
gone into effect for narcotics if the physician had
not identified the length of time the drug was to
be used.

*The attending physician was to have been
notified of the stop orders by the charge nurse for
possible renewals {o provide uninterrupted
therapeutic treatment.

Surveyor: 32335

B. Based on closed record review, interview, and
policy review, the provider failed to obtain a

physician's order for three of three sampled
residents (14, 15, and 16) with a change in
condition. Findings include:

1. Review of resident 16's medical record
revealed: _ :

*On 8/30/14 at 12:00 noon it had been
documented that "all signs of life ceased, no
respirations, no heart rate.”

*At 1345 (1:45 p.m.) they had notified the funeral

home.
*At 1400 (2:00 p.m, )they had sent a faxfo the
physician that stated " [resident name]’

passed ta heaven today at 12 noon."
*There had been no physician's order to release
the body ta the mortician,

Surveyor: 32331

2. Closed record review on 10/30/14 of resndent
15's complete medical record revealed on
8/16/14:

*He had been discharged.
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*At 7°00 a.m. licensed practical nurse (LPN) L
had documented she notified his physician.

*His physician had been "informed of residents
passing at 0640 [6:40 a.m.] via a fax.”

*At 7:00 a.m. the funeral home had been notified.
*There had been no physician’ s order to release
the body to the mortlman

Interview on 10/30/14 at 4:15 p.m. with registered
nurse (RN) resident care coordinator G regardlng
resident 15 revealed:

*The charge nurse that had documented the
déath of the resident had done so without proper
diagnosis from the resident's physician.

“Making a diagnosis was not within the scope of
practice for a nurse.

*The provider had not received a physu:,lan s
order for the body to be released to the mortician.

Per |etter response dated 8/4/14 from the South

Dakota Board of Nursing, a determination of

death shall be made in accordance with accepted
medical standards.

Surveyor: 33265

3. Review of the resident 14's complete closed
medical record revealed:

*She had been found on 8/9/14 at 3:58 a.m. to be
withoui a heart beat, breathing,or blood pressure
(BP).

*Afax was sent to the physician on 8/9/14 at 4:15
a.m. that stated:

-"Elders resp (breathing) ceased, no aud:ble BP
no pulses.”

-"Elder explred "

*The legal next of kin was notified at 4: 15 a.m.
“The funeral home was notified at 4:40 a.m.

*The body+as released to the funeral home at
5:15 a.m. -
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*There had been no physician's order fo release
the body to the mortician.

*There was no documentation of a telephone call |

to the physician after 6:00 a.m. on the day of the
death.

4. Interview on 10/29/14 at 1:45 p.m. with the
DON and RN C concerning care followmg the
death of a resident revealed:

*Routinety they did not call physicians to tell them

a resident had died if the death was expected and

had occured during the night.

*Expected was defined as on hospice, comfort
care, or declining condition.

*The physician was faxed, and the body was
released to the funeral home.

*Had not been aware pronouncing death was not
under the scope of practice for nurses.

Review of the provider's July 2013 Charge Nurse
responsibilities When a Resident Dies policy
revealed the charge nurse was to have:

*Notified the physician that vital signs (heart beat,
breathing, and temperature) had ceased.

*If death had been expected and occurred during
the night the notification could have been written
and faxed to the physician at the time of death.
*The physician was to have been called in the
morning (after 6:00 a.m.) to confirm nctification of
death.

“When the death was unexpected the physician
miust be called at the time of death regardless of
the time.

483.25(a)(2) TREATMENT/SERVICES TO
IMPROVE/MAINTAIN ADLS

Aresident is given the appropriate treatment and
services to maintain or improve his or her abilities

Fos1

was reviewed.
F 311

Policy 1702 “Restorative Nursmg

Resident 2, 3, 4, 5and 13’s Care

12/19/14
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L 1. Interview on 10/28/14 at 8:30 a.m. and at 9:10

specified in paragraph (a)(1)} of this section. -

This REQUIREMENT s not met as evidenced
by:

Surveyor: 32331

Based on interview, record review, and policy
review, the provider failed 1o ensure.
recommendations from the therapy department
had been followed for 5 of 13 sampled resjdents
(2, 3, 4, 5, and 13) who were to have received a
restorative therapy program. Findings include:

a.m. with resident 4 in her room revealed she:
*Hzad not had restorative therapy that day.

*Had not been receiving restorative therapy on a
consistent basis. -

*Liked restorative therapy, because it made her
feel beiter., -

*Mad especially liked the moist heat pack that she

had been receiving at restorative therapy.
*Had not understood why she had not been
receiving restorative therapy.

Review of resident 4's interdisciplinary revised
10/21/14 care plan revealed she was to have .
received a restorative therapy program for:
*|mpaired activities of daily living (ADL.) function
related to weakness.

*Goals for the resident had included the following:
-To maintain endurance and sfrength for ADLs
and for mobility.

-To maintain mebility and independence. |

*A restorative range of motion (ROM) program
three to five times per week which had included
the following interventions:

NuStep (a type of exercise machine).

-Puileys.

sheets were reviewed and revised to
‘ensure accuracy.

DON or designee will review all
resident care plans and functional
maintenance/ROM program sheetsgto.

ensure accuracy. {% i3

DON/ADON will ensure that one
restorative aide is available in
restorative therapy 5 days per week to
complete the Restorative Nursing
program recommended by the therapy
department. ‘

Education will be provided to
Nursing and Restorative staff on

11/25/14.

20 Random auditd'will be done
monthly by ADON or designee to
assure resident restorative therapy is
completed as recommended by
therapy. ' :

Audits will be reported quarterly to
the QA Committee by ADON or
designee until advised to discontinue

X eﬁm Tunenonal § %\mmml
“ e-;m o) (01D e
R b

policy 1702 “Restorative Nursing”' by
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-Rickshaw (a type of exercise for strengthening
and developing muscles).

-Standing exercises.

-A moist heat pack o her right hip and thigh for
twenty minutes as needed for pain management.

Review of resident 4's 4/14/14 rehabilitation
screen by physical therapist (FT) J and certified
occupational therapist assistant (COTA) K
revealed she was to have continued on current
restorative therapy program.

Review on 10/28/14 of the provider's undated
Abbey Lane Restorative Therapy calendar
revealed resident 4 was scheduled for restorative
therapy five times per week. '

2. Interview on 10/28/14 at 10:10 a.m. with
residerit 13 in her room revealed she:

*Had not had restorative therapy that day.

*Was unsure of her restorative therapy schedule.
*Would have liked to walk more with her walker
as she felt weaker.

Review of resident 4's interdisciplinary revised
9/8/14 care plan revealed she was to have
received a restorative therapy program for:

Flmpaired ADL function.

*Goals for the resident had included the Tollowing:
~To improve ADL function.

-To increase independence with ADLs and to
tolerate more activity.

| -To maintain endurance for mobility w1th staff

assistance and a walker.
*A restorative program that had included NuStep
(a type of exercise machme)

Review of resident 4's 12/2/13 rehabilitation
screen by COTA K revealed she was fo have

by the comimitice.
F3n
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continued on the restorative therapy program.

Interview on 10/28/14 at 2:30 p.m. with registered
nurse (RN) resident care coordinaior D regarding
the restorative therapy program revealed:

- *The provider had been adveriising for a

restorative therapy ceordinator since August
2014,

*There were currently two working restorative
therapy aides on the schedule.

*Those aides were pulled from restorative therapy

if needed on the floor.

*There had been no restorative therapy on
10/27/14 and 10/28/14.

*There was no restorative therapy scheduied for
10/29/14.:

Interview on 10/29/14 &t 9:35 a.m. with certified
nursing assistant/medication aide (CNA/MA)
revealed: -

*Restorative therapy was scheduled from 7:00
a.m. to 3:30 p.m. during the weekdays.

*Ofien restorative therapy aides were pulled to
work on the floor instead of providing restorative
therapy.

*He had been scheduled for restorative therapy
an 16/29/14.

*He had been pulled to work the floor instead. of
providing restorative therapy.

*Me agreed restorative therapy was important for
the residents. '

interview on 10/29/14 at 1:45 p.m. with RN E
regarding resident 13's restorative therapy
program revealed the resident was to have
received restorative therapy three times per week
according to the schedule.

Review on 10/29/14 of the provider's undated
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- | restorative therapy program revealed:

‘were often pulled if needed on the floor.

Continued From page 21

Boardwalk Restorative Therapy calendar
revealed resident 13 was scheduled for
restarative therapy three times per week.

Interview on 10/29/14 at 9:50 a.m. with the
director of nursing (DON) regarding the

*The provider was currently advertising for the
restorative therapy coordinator position.
*She confirmed the resiorative therapy aides

*She agreed restorative therapy was important for
the residents scheduled for the program.

Surveyor: 33265 .

3. Review of resident 2's 10/20/14
interdisciplinary care plan revealed she was 1o
have received a restorative therapy program for:
*Impaired ADLs.

*Goals for the resident had included the following:
-Increased independence with ADLs with a
tolerable pain level.

-Maintain or increase strength in left upper
extremity along with maintairing right upper
extremity sirength.

*The restorativé program was to have included
working three to five times a week with the
following machines:

-Pulleys.

-Richshaw.

-Handgripper.

-Peg board and or stacking cones with left arm.

Review of all restorative program documentation
from May 2014 through 10/29/14 revealed:

*May 2014: 5/20/14 she received passive range
of mation (put muscles through normal motions)
for fifteen minutes. _ ‘

*No restorative program documentation was

F 311
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‘of motion, should have had'three to five times a

"-10/8/14 she refused active range of motion

| her exercises.

| Surveyor: 34030

found for the month of June 2014.
*July 2014: 7/28/14 she received no active range

week.

*August 2014: 8/26/14 she received thirty minutes
of active range of motion therapy.

*September 2014:

-9/3M14 she received twenty-nine mmutes of
active range of meotion therapy.

-9/8/14 she received twenty minutes of active
range of motion therapy.

-9/42/14 she received no active range of motion
due fo the resident's refusal. _

-9/17/114 she received fifteen minutes of active
range of motion therapy.

*October 2014:

therapy. -

-10/13/14 she completed ten minutes of active
range of motion therapy. Resident had falien
asleep.

-10/17/14 she received twenty minuies of active ~
range of motion therapy.

-10/20/14 she received sixteen minutes of actwe
range of motion therapy and refused fo fi nlsh all

-No restorative program documentatlon was
found for the time period of 10/21/14 through
10/29/14,

4. Review of resident 3's medical record
revezied: .

*An admission dale of 9/28/10.

*Diagroses that include chronic kidney disease
and rheumatoid arthritis (a condition that causes
inflammation and pain in the joints making them .
difficult to use).
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Review of resident 3's Minimum Data Set (MDS)
assessment from 8/5/14 and the care plan from
the same date revealed:

*Impaired upper extremity strength and acfivities
of daily living (ADL) function, which decreased the
ahility to maintain movement.

*A care plan goal fo maintain upper extremity
strength and improve ADL. function.

*A need for restorative therdpy (exercises to
maintain or improve body funstion).

*A care pian listing the type of restorative
activities being done.

Interview on 10/28/14 at 10:00 a.m. with resident
3 revealed she was not receiving restorative
therapy and had not for some time. She revealed
she would like to receive restorative therapy.

5. Review of resident 5's medical record
revealed: . -

*An admission date of 1/24/13.

*Diagnoses that include Parkinson's disease (a
degenerative disease of the central nervous

| system that causes a decline in movement), and

contractures (a chronic loss of joint movement

| due to tightening of muscles, ligaments, and/or

iendons) of the upper extremities.

Review of resident 5's MDS from 7/29/14 and the
care plan dated 10/27/14 revealed: '
*Impaired upper and lower extremity strength and
ADL funclion that decreased the abiity to
maintain movement.”

*A care plan goai to maintain ADL functien and
range of motion (ROM) to decrease risk of
confractures. - _

*Care plan interventions for restorative therapy
and ROM.
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Review of resident 5's ROM charting frorn _
January 2014 to October 2014 revealed ROM
had been done one io three times a month. The
rest of the charting under-ROM talked about the
resident's activities.

6. Review of a resident restorative list dated
10/28/14 that included residents 2, 3, 4, and 5 as
receiving restorative therapy. It also stated what
they were to have done.

Interview on 10/29/14 at 4:00 p.m. w1th the
administrator revealed:

*There had not been a lead restorative staiff
person since August 2014,

*They had heen advertising for staff.

*| don't know why you have to have trained staff
to do restorative therapy.”

“When shown by this writer that resident 5 had
not been receiving rastorative therapy on a
consistent basis since January 2014, he
expressed disbelief. )

Review of the provider's September 2013
restorative nursing policy revealed:

*"Restorative nursing will be provided to residents
of MJM." {facility)

*'Residents will be assessed by licensed nursing
or therapy staff. A restorative nursing plan will be
developed for the residents based on the

assessment.” _ . . .
*"Restorative nursing is a function of the MJM Re,s ident #6’s care plan was revised 12/19/14
" nursing department. Physical Therapist or to include problem area and
Occupational Therapist will be consulted as © |interventions to address urinary
needed ta eva]uate and enhance the restorative incontinence and UTEs.
nursing program." : :
F 315 | 483.25(d)NO CATHETER, PREVENT UTI, - . F 315

§8=D RESTORE BLADDER
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SUMMARY STATEMENT OF DEFICIENCIES

Based on the resident's comprehensive .
assessment, the facility must ensure that a
resident who eniers the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
reatment and services fo prevent urinary tract
infections and to restore as much normal bladder
function as possible,

This REQUIREMENT is not met as evidenced

by:
Surveyor: 32335

Based on record review and interview, the
pravider {ailed fo assess and provide
interventions for one of one sampled resident (6)
with incontinence (unintentionat loss of urine)
concerns who developed recurrent urinary fract
infections (UTI). Findings include:

1. Review of resident 6's 10/14/14 Minimum Data
Set (MDS) assessment revealed urinary .
incontinence had heen identified as a concern.

Review of resident 6's 7/15/14 and 10/14/14 MDS
assessments revealed she had gone from
frequently incontinent {o always incontinent.
Review of resident 6's current caré plan revealed
there was no problem area for urinary

-| incontinence. Instead there had been a problem

area faor impaired skin integrity. The only
intervention related to incontinence stated
"provide incontinence care with all episodes of
incontinence. Provide with incontinent products to
protect her skin." ’

for appropriate intervention.
Education will be provided to

Planning” and assessments for
UTTI’s and incontinence by
11/25/14,

10 residents with UTI’s and/or
urinary incontinence will be
completed by ADON or designee.
The audits will assure that
appropriate problem/needs are
identified and applicable
assessments are completed.

Audits will be reported quarterly to
the QA Committee by ADON or
designee until advised to
discontinue by the commitiee.

- indentified with incontinence and/or’
UTT’s, will be reviewed and revisedi%[(uaﬁm\’

nursing staff on policy N-250 “Care

Morithly care plan & EMR audits of
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Review of resident 8's medical record revealed
she had five UTIs from 4/26/14 through 10/29/14.
Those UTls had not been addressed-on the care -
plan.

| Interview on 10/29/14 at 4:00 p.m. with resident

care coordinator C revealed: .

*Incontinenee had not been identified on resident
8's care plan.

*“The UTls had been treated, but no additional
interventions had been attempted.

*The fifth UT! had jUSt been confirmed on
10/29/14.

*There was no individualized toileting program for
resident 6.

*They had no policy on urinary incontinence.

Review of the provider's June 2012 Care
Planning policy revealed: -

*The interdisciplinary team should have
completed the comprehensive assessments and
evaluated the identified areas of concern.

*The care plan should have consisted of Iong and
short term problems/needs.

*A Kardex contained the care plan
problems/needs on the front of the care plan.
*The information should have been written in

‘pencil and erased as appropriate.

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

1 The faczlrty must ensure that the resident

environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents. -

STBHImF

F 323

Policy N-559 “Accident, Falls and | 12/19/14
Safety” was revised. . |

FORM CMS-2567(02-98) Previous Versions Obsolete ' Event 1D: 404411

Facility ID; D059 ’ If continuation sheet Page 27 of 38




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEBICARE & MEDICAID SERVICES

PRINTED: 11/10/2014
FORM APFROVED
OMB NO. £538-0391

STATEMENT OF DEFCIENCIES (1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING o COMPLETED
435042 B.WING _ 10/30/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
AVERA MOTHER JOSEPH MANOR RETIREMENT COMMUNITY 1002 NORTH JAY STREET
. ABERDEEN, SD 57401
X4 1D SUMMARY STATEMENT OF DEFICIENCIES - PROVIDER'S PLAN OF CORRECTICN {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ~ (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
F 303 . , aa Residents 1, 2, 6°s care plans were
T 323 Confinued From page 27 F 323 reviewed and revised to include
interventions cutrently in use to
_ prevent falls.
This REQUIREMENT is not met as evidenced .
by: _ Each resident identified at risk for
Surveyor: 32335 . . fall at admit, with a change of
Based on observation, record review, interview, condition. at rterlv assessment. or
and policy review, the provider failed to: Lo, quar P ¥ ass e
*Ensure appropriate interventions were put in - with history of previous fa-“? will
place to prevent falls for three of eight sampled have care plan reviewed/revised to
residents (1, 2, and 6} with multiple falls. include interventions currently in use
*Qompiete‘ pain a_nd neurolggical {monitors vital to prevent falls.
signs, pupil reaction, consciousness, and :
responsiveness) assessments as needed after . 7
unwitnessed falls for two of eight sampled Review of care plans and
residents (1 and 6). mterventions will be completed at
Findings include: monthly fall committee meetings to
1. Random observations from 10/27/14 through f:ensure ap_proprlatf: fall prevention
10/29/14 of resident 1 revealed: interventions are in place.
*She had used a wheelchair with staff assistance _
to move around the building. Education will be provided to
Staff had to feed her at meals. . . nursing staff on the folldwing by ]
*She was unable to answer questions from this
surveyor. - 11/25/14.
' . 1.) Policy N-559, “Accident,
Review of resident 1's medical record revealed: Falls and Safety”
*She had a diagnosis of dementia (the loss of 2) Fall follow up process to
mental lfunction's such as thinking, memory, ar)d include pain assessments and
reasoning that is severe enough to interfere with "neurological assessments
a person's daily functioning). 7 , gleal '
. *She had been identified as being at risk for 3.) Documentation that
falling. _ appropriate fall prevention
*She had unwitnessed falls on 4/11/14 and interventions are completed.
412614, : )
-Pain assessments and neurological
assessments had not been done after those two
falls.
“She had a witnessed fall on 4/29/14. _
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*She had used a walker prior to the 4/11/14 all.
*She had x-rays done on 5/16/14 that showed
"age-indeterminate mild compression fractures.”

Review of resident 1's 1/24/14 Minimum Data Set
(MDS) assessment revealed:

*Her thinking ability had been severely impaired.
*She needed limited assistance from one staff
person to walk in the corridor.

*She needed extensive assistance from one staff
person to: ' :
-Move in bed.

-Transfer.

-Walk in her room.

SighoR

A" ADON or designee Tor'fall follow
X &\\\m\, ups to identify that pain and/or
neurological assessments were
completed, if appropriate. Audits
will also include the review of care-
plans to ensure appropriate problem
areas and interventions are in place.

Audits will be reported quarterly to
the QA Committee by ADON or
designee until advised to discontinue
| by the committee.
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F 323 Coentinued From page 28 _ F 323 oy at P by

-Dress.
-Eat.
-Bath.

Review of resident 1's 4/28/14 MDS assessment

revealed:

*There had been two changes from the above )

MDS assessment areas as follows:

-She needed extensive assistance from one staff

person to walk in the corridor.

-She needed total assistance from one staff
person to bath.

Review of resident 1's 7/25/14 MDS assessment
revealed: . ,
*There had been one change from the above
MDS assessment areas:

-She had only walked in her room and in the
corrider one or fwo times with the assistance of
one staff person.

*Falls had been identified as an area of concern.

Review of resident 1's current care plan revealed:
 *There had not been a separate problem area for
falls. :
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*They had incorporated falls under the problem
area of impaired activities of daily living
function/potential for injury.

*“Twelve out of thirteen fall interventions had been
put into place after the resident had fallen.
-"4£30/14 - to have close supervision when in
activities, when in room transfer from w/c
[wheelchair] ta chair, use sensor pad in wic and
chair, and when in easy chair in room place
walker in front of her.”

-"4/26/14 - fall follow up - anti roll back brakes on
w/c."

-"4/26/14 - fali follow up - interventions reviewed -
continue same - mobility alarm when in w/c and in
chair in room."

-"4/11/14 - fall follow up - continue same
interventions.”

-"12/23/13 - fall follow up, continue same
interventions.” ,

-"11/01/13 - {all follow up - continue to check an
frequently when she is in room."

-"1/21/13 - fall follow up - assure things she
needs are in easy reach, falling leaf (dc'd -
[discontinued] 3/14/13."

-"1/10/13 - fall follow up - when resident is noted
ambulating, assure walker brakes are off and
may need SBA with ambulation." ‘
-"9/19/12 - staff o assist her when sitting in DR
[dining room] chair."

-"9/19/12 - post fall review, continue same.”
1712 - fali follow up - assure pathway is free
of clutter - monitor gait."

1 <"1/3/12 - fall follow up - have walker within reach

and remind to use.”
-"8/13/11 - fall follow up - have her sit on bed

- when being assisted with dressing. 1} keep

pathway free of clutter and well lit. 2) needs
reminders to use walker with ambulation. 3) if’
noted to be restless provide distraction activity -

F323
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Continued From page 30

to activity and inform staff of whereabouts.”
*There had been no added interventions from
12/23/13 to 4/11/14 when she had faflen.

*No interventions had been put into place
regarding her dementia affecting her mobility.

Review of resident 1's 4/11/14 fall follow-up
computerized form revealed:

*The fall had been unwitnessed.

*They had answered yes for new onset of pain -
and stated "difficult to assess.”

Interview on 10/29/14 at 8:45 a.m. with the
director of nursing regarding resident 1 revealed:

- *She was uncomfortable answering questions

regarding the specific falls and directed this
surveyor to speak with resident care coordinator
D. ,
*Neurological assessments should have been
completed for the two unwitnessed. ‘
*Pain assessments should have been completed
for resident 1 as she was unable to explain what
had happened after the fall on 4/11/14.

Interview on 10/29/14 at 10:25 a.m. with resident
care coordinator D regarding resident 1 revealed:
*All the fall interventions had been implemented
after the falls had occurred.

*Keeping the pathway free from clutier was an
intervention they used on a daily basis for all
residents. _

*Her dementia had declined, but they had not
addregsed that on the care plan.

*They had attempted therapy after the falls had
occurred, but she was unable to comp1ete the
tasks due to her dementia.

*The neurological assessments should have
been completed after the unwitnessed falls.

F 323
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“When staff had answered yes to new onset of
pain on the fall follow-up form a pain assessment
shouid have been completed but was not.

2. Review of resident 6's medical record
revealed:

*She had been at risk for falls.

*She had an unwitnessed fall on 6/18/14 and was
sent to the emergency room.

-The 6/19/14 initial fall report had the following
intervention added "Moenitor elder safe in bed at
hs [bedtime] and assist as needed.”

-That had not been added to the care pian.
*She had an unwitnessed fail on 8/18/14.

-The 8/18/14 initial fall report had the following
intervention added "Elder reminded to use czall
light and ask for assistance."

-That had not been added to the care plan.

Review of resident 6's current care plan revealed:
*A goal to prevent falls.

*Interventions included: '
-"7/29/13 post fall review, continue same.”
-"6/27/12 post fall review, continue same. 1) w/c
for locomotion for long distance or when she
doesn't want to waik with staff. 2) uses walker
with assist to walk to and from meals and
activities as she wishes."

-"Assure that glasses are clean and worn by
resident. Resident has right sided neglect when
ambulating.”

*There had been no fa[l interventions listed in
2014,

Interview on 10/29/14 at 2:45 p.m. with resident
care coordinator C revealed:

*They had a falls committee that met and
reviewed falls that had.occurred.

*She agreed the interventions in place for

F 223
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Continued From page 32. '
resident 6 had not been preventative.

3. Further review of resident 1 and resident 6's
above falls revealed there was no evidence they
had evaluated/investigated:

*When was the last time the residents had been

{oileted.

“When was the last time the residénts had been
repositioned. - ' ’
“What medications could have contributed to the-
falls.

*Was the call light within reach since each time .
the residents had fallen. -

“Who the staff person was that was responsible
for the residents when they had fallen.

Surveyor; 33265

4. Random observations from $0/27/14 through
10/29/14 of resident 2 revealed she:

*Moved herself throughout the facility using a
wheelchair. _

*Spent the majority of her time outside of her
room at the dining room table.

*Preferred fo keep her room door closed when
she was in the room. . '
*Was unabie to answer questions from this
surveyor.

Review of resident 2's complete medical record
revealed there had been six falls since April 2014.
Fall records from April 2014 through September
2044 included the following information:
*4/8/14 at 1:.45 a.m.:

-Slipped on way to bathroom, landed on left arm,
and hit head.

-Pain and swelling noted.

-Neuros {assessment of nerve functioning} good.
-Vitals (Heart beat, breathing, temperature)
stable. ‘

F 323
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-Recommended non-siip stockings.

-Resident sent fo emergency room for left
shoulder pain where she was found to have a
fractured left humerus (upper arm bone).
*5/25/14 at 8:00 p.m.:

~Found on the floor on her left side.

-No new injuries.

-Encourage resident to use call light and increase
monitoring of resident were recommended
changes.

*6/6/14 time not documented:

-Found flat on back on floor and was not sure
what happened. -
-Complained of back pain.

-Recommended and placed sensor pads in'bed.
*7/6/14 at 8:00 p.m..

-Found on floor. Stated she was frying to put her
shoes on. '

-Bed sensor alarm had not alarmed. Battery not
working.

*T1M2/14 at 5:00 p.m.:

-No description of fall events documented.
-Resident was confused.

-Recommended call light within resident reach,

- and reminding resident to use call light.

-No documentation as to sensor alarm working or
not working.

*0/8/14 at 4:02 a.m.:

-Resident found on floor. She slipped out of bed.
-Recommended increased monitoring.

-No documentation as to sensor alarm working or
not working.

Resident 2's 10/20/14 interdisciplinary care plan .
revealed:

*High risk for falls.

*Fall on 4/8/14 iists recommendation as to
"encolrage to leave door open fo room when she

is in the room." No mention of non-slip stocking
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use. '

*Fall on 5/25/14 stated "interventions reviewed -
continue same." Nothing about the call light
tocation was included.

*Fall on 6/6/14 listed a sensor aiarm to be used in
wheelchair, chair, and bed.

*Fall on 7/6/14 stated to change battery in sensor
alarm. Noted to ensure atarm on and working
every day. No further documentation that showed
alarm battery was checked daily was found or
provided.

*Fall on 7/12/14 staied "interventions
reviewed-continue same.” Nothing about the call
light location was included.

*Fall on 9/8/14 stated “interventions
reviewed-continue same.” There was nothing
about increasing monitoring of the resident.

Review of resident 2's 4/25/14 Care Area
Assessment {CAA) revealed the following areas
were identified as concemns:

*Cognitive l0ss (ability to think and reason).
*Activities of daily living.

*Urinary incontinence (unintentional Ioss of uring).
*Falls.

*Nutritional status.

*Dehydration/fluid mainienance.

*Pressure ulcers (inflammation, sore, open
wound that forms whenever prolonged pressure
is ‘applied to skin covering a bony area of the
body).

*Pain.

Interview on 10/29/14 at 3:30 p.m. with RN D
revealed resident 2:

*Had frequent falls.

*Tried to remain as independent as pOSSIb[e
“Wanted the door to her room closed.

*Had declined when thickened liquids were

F 323
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Continued From page 35

started and had improved since I|qu|ds were no
longer thickened.

-She thought the decline had contrlbuted to the
frequent falls ’

Surveyor: 32335

5. Review of the provider's February 2014
Accidents, Falls, and Safety policy revealed:
*An individualized plan of care would be

‘developed and implemented for residents at risk

for falling.

*Staff should have documented the fall and any
intervention changes on the care plan. '

*If the resident had struck their head during the

. fall or staff had suspected the resident had struck

their head a neurological assessment should
have been completed for twenty-four hours.

“The policy had not addressed unwitnessed falls

or completing pain assessments.
483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

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

' (a) Infection Control Program

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

{1) nvestigates, controls, and prevents infections
in the faciity,

-1 (2) Decides what procedures such as isolation,

should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

F 323

F 441

12/19/14
The policy on cleaning MIM

- bathrooms (E100) was reviewed and
revised.

Education on bathroom policy (E100)
will be provided to all Environmental
Services staff by the Environmental
Services Director (ESD), on
11/19/14. Education will include
manufacturer’s product directions and
contact time. Follow-up training will
be done monthly at department
meetings and a yearly competency
will be completed by each
Environmental Services employee.
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(b) Preventing Spread of Infection -

(1) When the Infection Control Program
determines that a reésident 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 iransmit 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 handie store, process and
 transport linens so as to prevent the spread of
infectton.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 34030

Based on interview, policy review, and
manufacturer's data review, the provider failed to
ensure manufacturer's instructions were followed
for the use of Quat disinfectant cleaner in all of
the residents' bathrooms for three of four
hallways: Dakota, Cedar, and Abbey. Findings
include:

1. Interview on 10/28/14 at 9:00 a.m. with
housekeeper G on Daketa hall revealed she:
*Sprayed Quat disinfectant cleaner onto the
residents’ bathroom. surfaces.
 *Left it on those surfaces for forty-itve seconds,
then wiped it off with a clean dry cloth.

PROVIDER'S PLAN OF CORRECTION X5 -
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Monthly audits of Environmental
-F 4417 Continued From page 36 F 441 Services staff will be completed by

ESD or designee to assure
appropriatg, disinfectant contact time

i fouowemﬂ I
S IS

Audits will be reported quarterly to
the QA Comumittee by ESD or
designee until advised to discontinue
reporting by the QA Committee.
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Interview on-10/28/14 at 9:20 a.m. with
housekeeper | on Abbey hall revealed she:
*Sprayed Quat disinfectant cleaner onto the
residents’ bathroom surfaces.

*Left it on those surfaces for twenty seconds,
then wiped it off with a clean dry cloth.

Interview on 10/28/14 at 10:05 a.m. with
housekeeper H on Cedar hall revealed she:
*Sprayed Quat disinfectant cleaner onto the
residents’ bathroom surfaces.

*Lefi it on those surfaces for twenty minutas, then
wiped it off with a clean dry cloth.

Review of the provider's October 2013 policy on
cleaning, disinfection, and trash disposal under
transmission based precautions revealed "For all
cleaning,......healthcare approved disinfectants
must be used. If disinfectant cloths are used, the
area must remain wet for at least 1-2 minutes or
as noted on the disinfectant.”

Interview on 106/29/14 at 1:30 p.m. with the head
of housekeeping about the disinfection of the
residents’ bathrooms revealed she: '
*Mad given me the above policy and highlighted
the areas quoted.

*Agreed housekeeping had not used disinfectant
cloths as mentioned in the policy. -
*Agreed the contact time (time the Quiat
disinfectant was left on a surface to ensure all
bacteria, viruses, and fungi were destroyed)
should have been ten minutes.

Review of the manufacturer's January 2012
technical data sheet revealed contact time to kifl
bacteria, viruses, and fungi was ten minutes.

F 441
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Surveyor: 32334

- A recertification survey for compliance with the
Life Safety Code (LSC} (2000 existing health care
occupancy) was conducted on 10/28/14. Avera
Mother Joseph Manor Retirerment Community
{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 occupancies
and the Fire Safety Evaluation System (FSES)
dated 10/29/14 upon correction of the .
deficiencies identified below.’

Please mark an "F" in the compietion date
column for those deficiencies identified as
meeting the FSES to indicate the provider's intent
to correct the deficiency identified at K050 and
K056 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards. _
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K 028 : , _ 7
S5=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 giass panels and sieel
frames. 19.3.7.5, 18.3.7.7

This STANDARD is not met as evidenced by:
Surveyor. 32334

Based on observation, measurement, and record
review, the provider failed to maintain at least 32

LABO R'S OR PROVI EPRESENTATIVE'S SIGNATURE ) TITLE (X6) DATE .
) — .
0\-\4 - /ﬁ__ . ﬂ a?u-ﬂ = 5"(—“3 '("” X |1 rzﬁ ﬁc’, 5

vy
Any deficiency statementlending with-an.asteridk (*) denotes a deficiency which the institution may be excused frorr;;,Qo,mact-ig;g&?ggﬁi@ﬁﬁ&j’d@f@“ﬁ@ﬁaﬁEﬁT
other safeguards provide sufficient protection to the patients. {See instructions.} Except for nursing homes, the ﬁndi}‘z@s"statéi abidie aie df‘gc!oléiéblna'm@i) days
fotlowing the date of survey whether or not a plan of correctiun is provided. For nursing homes, the above findings ane pfépéfﬁi;ﬁfﬁecﬁﬁi:wé‘r-&disctcsa‘b‘l' ]
days following the date these docurnents are made avaitable {o the facility. If deficiencies are cited, an approved pl sfzarrection is requisite to continued

program pariicipation.
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" horizontal exit.

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
'19.2.41,19.24.2

This STANDARD is not met as evidenced by:
Surveyor: 32334 '

Based on observation and record review, the
provider failed to maintain at least two exits from

 the second level. Findings include:

1. Obsearvation at.10:3C a.m. on 10/28/14
revealed the second level was not equipped with
a conforming exit. The east and west stair
enclosures discharged into the main level corridor
system. Review of previous life safety code

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTICN (X3) DATE SURVEY .
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
435042 B. WING 10/28/2014
- NAME CF PROVIDER OR SUPPLIER ) ' STREET ADDRESS, CITY, STATE, ZIP CODE
: 1002 NORTH JAY STREET
AVERA MOTHER JOSEPH MANOR RETI NT C
; R REMENT COMMUNITY ABERDEEN, SD- 57401
(X4) ID -SUMMARY STATEMENT OF DEFICIENCIES o) ' PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX _ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: ' DEFICIENCY)
K 028 | Continued From page 1 K 028 F
inches of clear width for one set of randomly '
obhserved smoke barrier deors (between the 1961
original building and the 1980 addition) opening.
Findings include: ‘
1. Observation at 9:00 a.m. on 10/28/14 revealed
the cross-corridor doars frem the 1961 original
building and the 1880 addition measured 30 -
inches in clear width. Review of the previous
survey report revealed those doors were part of
the original copstruction.
The building meets the FSES. Please mark an
"F" in the completion date column to indicate the
provider's intent to correct deficiencies identified
in KOOO.
K 032 | NFPA 101 LIFE SAFETY CODE STANDARD K032 ¥
§8=C

FORM CMS-2567(02-99) Previous Versions Obsolete

Event 1D; 4G4.J21

Facility IDx 0059

If continuation sheet Page 2 of 6




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: -11/05/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OGF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

435042

(X2} MULTIPLE CONSTR
A. BUILDING 01 - MAIN

UCTION ' (X3} DATE SURVEY
BUILDING 1 - | COMPLETED

B. WING

1042812014

NAME OF PROVIDER OR SUPPLIER
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- 1002 NORT
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(X315
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D

PROVIDER'S PLAN OF CORRECTION

* PREFIX (EACH CORRECTIVE ACTION SHCULD BE

- TAG CRO

SS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)

{X5)
COMPLETION
DATE .

K032

K033
58=C

Continued From page 2
surveys confirmed those findings.

The building meets the FSES. Please mark an
"F" in the completion date column to indicate
carrection of the deficiencies identified in K000.
NFPA 101 LIFE SAFETY CODE STANDARD .

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 cf the building. 8.2.5.2, 19.3.1.1

This STANDARD is not mat as evidenced by:
Surveyor: 32334

Based on observation and record review, the
provider failed to maintain a one-hour
fire-resistive path of egress from the second level
to the exterior of the building. Two randomly
observed stair enclosures discharged into the

.| main level corridor system. Findings include:

1. Observation at 11:00 a.m. on 10/28/14
revealed the east and west second level stair
enclosures discharged into the main level corridor
system. A one-hour fire-resistive path of egress
was not provided to the exterior of the building.
Review of the previous life safety code survey
confirmed that finding. '

The building meets the FSES. Please mark an
"F" in the compietion date column fo indicate
correction of the deficiencies identified in KGOQ.

K 032].

K033
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K 050 [ NFPA 101 LIFE SAFETY CODE STANDARD | KO050] - SN
S8=C ' ‘ '
Fire drills are held at unexpected times under
varying cendiiions, at least quarterly on each shift.
The staff is familiar with procedures and is aware
that drills are patt of established routine.
Respansibility for planning and conducting drills is
assigned oniy to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used lnstead of audible o
alarms. 18.7.1.2- Policy 2702, “Code Red Plan and 12/19/14

This STANDARD is not met as evidenced hy:
Surveyor, 32334

Based on observation and |ntervzew the provider
failed to ensure siaff were familiar with fire drill
procedures. Findings include: '

1. Observation at 1:15 p.m. on 10/28/14 during a
fire drill revealed the nurse responding to the fire
drill did not foliow the R.A.C.E {Rescue, Alarm,
Contain, Extinguish} procedure adopted by the
provider. Ugon finding the simulated fire in the
resident's room the nurse exited th2 room and
went to the nurse station to call 911. He did not
rescue the residents from the room and did not
close the door to the room to contain smoke and
fire. The nurse then pulled the manual fire alarm
pull station but failed 1o announce where the fire
was located. The fire alarm summoned other
nurses o respond to.the appropriate building
wing, but they were unsure where the fire was
located. Staff began closing ali the corridor doors
to aid in containing the smoke and fire. The
responding nurse then went to the resident's
room where simulated fire was located and
removed the residents to an adjacent smoke

Drills” was reviewed.

Education on Policy 2702 will be
provided for all staff by 12/19/14.
All staff are considered part of the
fire brigade and will receive
education on R A.CE,P.AS.S. and
icode red procedure dunng
orientation and yearly.

Maonthly audits of code red drills will
be completed by ADON to assure
code red plan is followed as directed.
There will be a staff critique after
each fire drill.

Audits will be reported quarterly to
the QA committee by ADON or
designee until advised by the
committee to discontinue.
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DEFICIENCY)
K 050 Centinued From page 4 K 050
compartment. A second nurse then responded
with a fire extinguisher and pretended io
extinguish of the simulated fire. The nurse
confirmed the fire was extinguished, and a code
red all clear was called over the paging system.
Interview with the assistant director of nursing
revealed rescuing of residents was not a usual 12/19/14
problem during fire drils. She was unsure why the . . .
R.A.C.E procedure was not followed. Westem Sta‘,tes Fire Prote(-:tlc_)n will
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 | Install a sprinkler system in the walk-
$5=D in cooler and freezer by 12/12/14.
If there is an automatic sprinkler system, it is - | Western States will add these
installed in accprdance \A_nth NFPA 13, Standard sprinklers to its preventive
for the Installation of Sprinkler Systems, to maintenance check list
provide complete coverage for all portions of the ’
building. The system is properly maintained in ) . )
accordance with NFPA 25, Standard for the Verification of the completion of the
Inspection, Testing, and Maintenance of sprinkler system installation and the
Water—Based Fire Ffrotectpn Systems. [tis fully check list will be presented to the
supervised. There is a reliable, adequate water next QA oo tine b
supply for the system. Required sprinkier : commitiee meeling by
systems are equipped with water flow and tamper director of plant operations.
switches, which are electrically connected to the
building fire alarm system.  19.3.5
This STANDARD is not met as evidenced by:
Surveyor. 32334
Based on observation and interview, the provider
‘failed to ensure the facility was protected
throughout by automatic sprinklers in two
randomly observed locations (walk-in cooler and
freezer). Findings include:
1. Observation at 11:10 a.m. on 10/28/14
revealed a kitchen in the central service area.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 4Q4J21 Faciiity ID: 0059 If continuation sheet Page 5 p.f 6
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(X4) 1B
PREFIX
TAG

SUMMARY STATEMENT-OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
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PREFIX
- TAG
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DEFICIENCY)

K 058

| were not provided with sprinkler protection. All

Continued From page 5

Further observation of the walk-in coocler and
freezer within that kitchen revealed those areas-

rocms in a complete automatic fully sprinkled
NFPA 13 facility shall be provided with sprinkier
protection. Interview with the maintenance
supervisor at the time of the observation revealed
he was unaware of that requirement.

K 056
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SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

Public reporting burden for this coilection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of informaticn,
incinding suggestions for reducing the burden, to Office of Financial Management, HCFA, P.O. Box 26684, Baitimors, MDY 21207, or to the Office of Management and Budget, Paperwork
Reduction Project(0838-0583), Washington, D.C. 20503,

Provider/Supplier Number

435042

Provider/Supplier Name

AVERA MOTHER JOSEPH MANOR RETIREMENT COMMUNITY

Type of Survey (select all that apply)

[T ]

Extent of Survey (select all that apply)

al | 11|

A Complaint Investigation
B Dumping Investigation
C
D

Federal Monitoring

Follow-up Visit

M

Other

E
F
G
H

Initial Certification

Inspection of Care
Validation
Life Safety Code

A Routine/Standard Survey (all providers/suppliers)

B Extended Survey (FIHA or Long Term Care Facility)
C Partial Extended Survey (HHA)
D Other Survey

1
J
K
L

Recertification
Sanctions/Hearing
State License
CHOW

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor's identification number.

Surveyor 10 Number First Last Pre-Survey On-Site On-Site On-Site Travel Oft-Site Report
{A) Date Date Preparation Hours Hours Hours Hours Preparation
Arrived Departed Hours 12am-8am 8am-Gpm 6pm-12am Hours
(B) <) (D) (E) ® (&) (H) O

1. 32334 10/28/2014 110/28/2014 2.00 0.00 6.50 0.60 5.00 6.00
2.

3.

4.

5.

6' .

7.

8.

9.

10.

11.

12.

13.

14.

Total SA Supervisory Review Hours..... 0.00 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Entry Hours.... 0.00 Total RO Clerical/Data Entry Hours..... 0.00

Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No
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Surveyor: 32331

A licensure survey for compliance with the -
Administrative Rules of South Dakota, Arficle
44:04, Medical Facilities, requirements for nursing
facilities, was conducted from 10/27/14 through
10/30/14. Avera Mother Joseph Manor

Retirement Community was found not in ' o i i: .
compliance with the following requirement: S$236.° 2 Step B pohcy action plan for 12/19/14
' New Employees :

S 236| 44:04: 04 08. O'I TUBERCULIN SCREENING 5236 )
REQUIREMENTS Employee Health reviewed and

revised the policy for Tuberculosis
Control Program for Employees.
New employee files were reviewed
by Employee Health to ensure

Tuberculin screening requirements for healthcare
workers or residents are as follows:

(1) Each new healthcare worker or resident shall requirements for Mantoux
receive the two-step method of Mantoux skin fest completion were met. -
to establish a baseline within 14 days of :
employment or admission to a facility. Any two .
documented Mantoux skin tests completed within 1A NCR form will be deve?loped
a 12 month period prior to the date of admission that will be located at the point of TB
or employment shall be considered a two-step. plant (Employee Health or Business
Skin testing is not necessary if documentation is- ' Health). When the nurse plants the
| provided of a previous positive reaction of ten TB they will document the date and

mm induration or greater. Any new healthcare

worker or resident who has a newly recognized record the follow up date. Employee

positive reaction to the skin test shall have a will be given the NCR copy and

medical evaluation and a chest X-ray to asked to follow up in 48-72 hours

determine the presence or ahsence of the active -| with Employee Health to have it

dlSEéSB: read. The original form will be sent
to Employee Health.

This Administrative Rules of South Dakota is not
met as evidenced by: ' 2. When the employee has the TB
"| Surveyor: 32335 ' -
Based on employee file review, interview, and
nalicy review, the provider failed to ensure one of
four sampled new employees (A) received the

LABQORATORY DlRECTOR'S OR PRO(\I@_EBBUEE{,TER REPRESENTATIVE'S SIGNATURE (X6) DATE
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10590

(X2 MULTIPLE CONSTRUCTION

A, BUILDING:

B. WING
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COMPLETED'
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NAME OF PROVIDER OR SUPPLIER

AVERA MOTHER JOSEPH MANOR RETIREMEI
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o 1D SUMMARY STATEMENT GF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX _ (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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3238 i 5236 . .
- Condinued From page 1 , _ read, they will be given a date to
‘wo-slep uberculin (TB) screening within fourteen come back for the second step, this
days of being hired. Findings include: will be recorded on the form. When
: . nd
1. Review of employee A's file revealed her date the employee comes to have the 2
of having been hired was 9/30/14. The two-step step planted they will then be given a.
TB screening had not been completed until follow up date, this will be recorded
10/28/14. That was four weeks after her date of on the form and copy to the
having been hired. | employee. '
Interview on 10/29/14 at 9:30 a.m. with employee , '
health nurse M revealed: 3.Asa checl-cs and .balance, all new
*The two-step T8 screenings had not been employees hired will have a system
completed within the required fourteen days of generated alert that will be sent to
having been hired for employee A. " the Employee Health nurse and HR
TSBh: ;Pec;g[;:t they had thlrty days to complete the Officer if a TB is not completed
g , within 10 days of hire (start) date.
Review of the provider's January 2014 Employee Health will notify the
Pre-Employment Physical policy revealed: employee that they need to complete
*"Atwo step is required within fourteen days of all steps within 14 days. If all steps
hire." ’ L
“The first step must be read forty-eight to 3“’ no-tfcomplleted within 14 calendar
seventy-two hours after it was given. ays o Er'np oyee Hire Date, the TIR
*Those who had a negative reaction should have Officer will suspend employee and- -
been given the second step with the intent to be notify manager until all steps are
compleied within fourteen days of being hired. completed.
Monthly audits will be completed by
the Employee Health Nurse on new
employees for completion of 2-step -
Mantoux by Employee Health.
Audits will be reported to the QA
committee by ADON or designee
until advised to discontinue.
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