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A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:04, Medical Facilities, requirements for
nursing facilities, was conducted from 6/10/14
through 6/12/14. Morningside Manorwas found
not in compliance with the following
requirements: S253 and 5437.
S 253 44:04:04:11.01 SECURED UNITS 5253

Each facility with secured units must comply with
the following provisions:

(1) A physician's orders for confinement that
includes medical symptoms that warrant
seclusion or placement must be documented in
the...resident's chart and must be reviewed
periodically by the physician,

(2) Therapeutic programming must be provided
and must be documented in the overall plan of
care;

(3) Confinement may not be used as a
punishment or for the convenience of the staff,
(4) Confinement and its necessity must be based
on a comprehensive assessment of
the.. resident's physical and cognitive and
psychosocial needs, and the risks and benefits of
this confinement must be communicated to
the...resident's family;

(5) Locked doors must conform to Sections
18.2.22.4 and 19.2.2.2 4 of NFPA 101 Life

‘i Safety Code, 2000 edition; and
(6) Staff assigned to the secured unit must have

specific training regarding the unique needs
of...residents in that unit. At least one caregiver
must be on duty on the secured nursing unit at
all times.

(1)Nurse Aide D, along with all stafl
will attend an All Staff In-service on
07/16/4. The in-service will be
“Understanding the World of
Dementia/The Person and Disease.”
This is Module I in the Hand-in-Hand
Series.

(2)All new hires will watch Module 1
of the Hand-in-Hand Series as part of
their orientation.

(3)The secretary will review the
orientation check list for all new
employees to make sure they watch
Module I of the Hand-in-Hand Series.
The secretary will complete an audit
monthly for 12 months. She will give
the audit report to the Administrator
who will report monthly to the QA
Committee. After 12 months, the QA
Committee will determine if auditg
need to continue.
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; This Rule is not met as evidenced by:
, Surveyor: 33265

: ! A Based on record review, interview, and policy
~ review, the provider failed to ensure there were
phys:czan s orders for admission and continued

i

i gtay in the memory support unit for one of twelve

: . residents {8). Findings include:

" 1. Review of resident 8's complete medical
| record revealed:
! *The resident was admitted into the memory
; support unit on 11/8/13 and remained in the

. memory support unit.

. “Written orders signed by the physician on

i 11/8/13 at admission had not inciuded an order
: for admission to the memory support unit.
. *Physician’s orders signed on 11/27/13 included
' a handwritten order for being in the memory
© support unit.
| *Physician’s orders signed on 11/29/13 had not
5 included an order for being in the memory

| support unit.
: *Physmian s orders signed on 12/12/13 included
© a handwritten order for being in the memory
: support unit.

. Interview with the director of nursing on 6/11/14
- at 1:00 p.m. revealed she agreed:

| *There had been no admissicn order for the

| memory support unit.

. *There had not been consistent physician's

| orders for resident 6 to remain in the memory

f support unit.

Rewew of the provider's 8/22/12 spegcial
! carefsecured unit admission criteria policy
: revealed:
| *A physician's order shouid have been obtained
" that stated the individuai required care in the
! memory support unit.

4

. (1)Resident 6 now has an order for
. admission to the Special Care Unit |
i (SCU) (memory care unit)) on j
i 01/24/14. The original order did

- include a hand written order for

. admission to the SCU. This was not

} transcribed to Ommicare. The order

. was included on Omnicare physician
order, medication and treatment sheet |
| on 12/12/13. The order is now on the |
. physician order, medication and
| treatment sheet.

[ (2)There was an in-service on

- 07/02/14 to review transcription _
E orders, admit orders, signing of
- doctor’s orders and clarification of ;
. doctor orders for admission to the

i Special Care Unit (SCU) (memory

| care unit) along with medical reasons

. documented why placement in the

- SCU is necessary. 'There will be 72

. hour checks for admission orders.

. (3) The DON will audit the 72 hour
: checks for admission. This will be
i done weekly for four weeks and then
-monthly for 11 months. The DON
- will bring the audit results to the QA !
| Committee monthly, After 11, rnonths
' the QA Committee will determine if |
 the audits need to continue. | 93 /Di / ﬁf

0&%&@

. *The physician should have provided
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documentation upon visits to the resident of
continued need for residing in the memory
support unit.

B. Based on record review, interview, and policy
review, the provider failed to train each staff
member before being assigned to work in the
memory support unit on the special needs of the
twelve residents residing in the memory support
unit. Findings include:

1. Review of nursing aid D's orientation file
revealed she had:

*Been hired on 4/4/14.

“Not had training on the special needs of the
residents in the memory support unit.
*Worked on the memory support unit.

interview with the administrator on 6/11/14 at
2:30 p.m. revealed they had not been providing
education on the special needs of the residents
in the memory support unit to new employees
during orientation or before being assigned to
work in the memory support unit.

Review of the provider's 8/22/12 special
carefsecured unit admission criteria policy
revealed nine specific characteristics and needs
identified as belonging to residents in the
memory support unit.

44:04:17.068 Right To Manage Financial Affairs

A resident may manage personal financial

affairs. A facility may not require residents to
deposit their personal funds with the facility. If the
resident chooses to deposit funds with the facility
and gives written authorization, the facility must

hold the funds in accordance with SDCL

S 253

S 437

(N There is no specific resident
identified on the CMS2567.
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Based on record review and interview, the
provider failed to have proper insurance
coverage for the resident trust account. Findings
include:

1. Review of the current resident trust fund
surety bond dated 7/10/03 revealed coverage in
the sum of $10,000.

Review of the resident trust fund bank
reconciliation records revealed from 8/31/14
through 4/30/14 the resident trust fund amount
had ranged from $10,830.84 to $13,804.14.

Interview on 6/12/14 at 9:00 a.m. with the
administrator confirmed they had more money in
the resident trust fund than they had coverage
for. They would have to increase the surety
bond.

HCIS/Vaaler Insurance, Inc. on
06/12/14. They contacted Nationwide
who insures Morningside Care
Center's Surety Bond. Effective
06/12/14 the Surety Bond was
ncreased to $20,000.00.

(3)The Secretary in charge of the
Resident Trust Accounts will print off
the bank reconciliation at the end of
every month. She will use this to
complete an audit monthly for 12
months. She will give the audit report
to the administrator monthly who will
bring the audit to the QA Committee
monthly meeting, After 12 months,
the QA Committee will decide if the
audits need to continue.
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34-12-15.1 to 34-12-15.10, inclusive.
This Rule is not met as evidenced by:
Surveyor. 32335 (2)Administrator contacted
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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: 32335

A. Based on observation and interview, the
provider failed to maintain a homelike
environment by not controlling a strong urine odor
in the memory support unit. Findings include:

1. Observation on 6/10/14 at 8:50 a.m. in the
memory support unit revealed:

*A very offensive urine odor when the main unit
entrance door was opened.

*The odor continued in the hallway fo the sitting
area before the kitchen.

Observation on 6/10/14 at 11:15 a.m. in the
memory support unit revealed the offensive urine

odor was still present.
3

Observation and interview on 6/11/14 at 3:15 p.m.
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Surveyor: 32335 %\ mm\@’m ) K(T!&DBM W
A recertification health survey for compliance with :
42 CFR Part 483, Subpart B, requirements for i ‘k'
long term care facilities, was conducted from (Residents in room 139 have the {@)‘0\‘1
6/10/14 through 6/12/14. Morningside Manor was following plan of correction. The Mm@;
found not in compliance with the following cloth chair has been removed. Staff
requirement(s): F252, F271, F281, and F371. ; hen th d .
F 252 | 483.15(h)(1) F o5p| DOW supervise when the rest ent 18
SS=E | SAFE/CLEAN/COMFORTABLE/HOMELIKE using the bathroom. A bathroom door

alarm will be installed so that staff are
alerted each time one of the resident's
enter the bathroom. Staff will
encourage the resident to sit down to
urinate to keep the floor free of urine.
A bleach tablet will be placed in the
back of the toilet to help eliminate
odors each time the toilet is flushed.
Staff will cue the residents about the
need to go to the bathroom every two

hours. If needed, staff can use the new

spray product for use on urine areas.
The staff started using a hospital gradg
disinfectant to mop the floors in room
139 on 06/20/14. On 06/20/14, stafl
started using a hospital grade

disinfectant to mop all the floors in the

nursing home, including room
numbers 127, 129, 130,134, 139,145
and 146.

(2)  If a room becomes the source
of an offensive urine odor, the
resident’s toileting needs will be

evaluated to see if a bathroom door

porde st
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days following the date these documents are made available to the facility. If defidi

program participation.

igs are cited, an approved Plaf_‘

5

1N

exting.providing-itis-determined-thrat f
dtbd above areidiselosable 90 days
of comection:are.disciosable 14,

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

Event 1D EMD&11

E acility 1D: 0028 P

JUL 31 20 |

SD DOH L&C |

if continuation sheet Page 1 of 8

SRS | [

s



PRINTED: 06/23/2014
FORMAPPROVED
OMB NO. 0938-0391

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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
435062 B. WING 06/12/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
101 CHURCH STREET POST OFFICE BOX 500
MORNINGSIDE MANOR
ALCESTER, SD 57001
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFEX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 252 | Continued From page 1 F 252

with certified nursing assistant A revealed:

*The offensive urine odor was present.

*She had smelled the odor at 2:00 p.m. when she
entered the memory support unit to begin her
shift.

*In room 139 there had been urine in the toilet
and on the floor around the toilet bowl.

*She had not attempted to mop the floor and had
not flushed the toilet.

Interview on 6/11/14 at 3:40 p.m. with the
administrator, director of nursing, and
maintenance supervisor regarding the urine odor
in the memoty support unit revealed:

*The hallway smelied like urine.

*Room 139 still had urine in the toilet bowf and on
the floor.

*All agreed the smell had been offensive.
*Housekeeping was responsible for mopping the
floors one time per day.

*The nursing staff shouid have mopped up any
urine on the floors and flushed toilets as needed.

B. Based on product review and interview, the
provider failed to use a cleaning disinfectant on
the floors in seven of seven shared residents'
rooms (127, 129, 130, 134, 139, 145, and 1486).
Findings include:

1. Interview and product review on 6/12/14 at
8:20 a.m. with the housekeeping and laundry
supervisor revealed she used 3M Neutral Cleaner
Concentrate on all the floors including rooms that
had two residents in them (127, 129, 130, 134,
139, 145, and 146). She did not know if the
product was a disinfectant.

Phone interview on 6/12/14 at 9:00 a.m. with the
account manager at the product distributor's

alarm would be appropriate. Staff wilj
cue residents about the need to go to
the bathroom every two hours. Staff’
will encourage the resident to sit down
to urninate to keep the floor free of
urine. if needed, the
nursing/housekeeping staff will use
the new spray product for use on uring
areas. The staff now use a hospital
grade disinfectant to mop in the
Special Care Unit (SCU). Nursing
staff know they are to mop the floors
as needed throughout the day to keep
the unit free Staff know they are to
flush stools and mop up urine around
the stools immediately. All the above
items in number 1 and 2 above were
presented at a nurse aide in-service in
06/26/14. A demonstration was given
by the Special Care Unit Coordinator
about the proper way to use the new
mop system and the new 3M
disinfectant that is a hospital grade
disinfectant. (Facility has been using
the new disinfectant since 06/20/14).
Nursing Staff are to mop as needed.
Housekeepers will continue to mop
the Special Care Unit one time a day.
More mop handles are being ordered
to make sure there are enough for the
nurse aides to use in all areas of the
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with certified nursing assistant A revealed: .

*18_29 EﬁZ”S'Ve"Ug“tE Odzr watsngzsent. hen sh R (3) An audit specific to the presence or #

“She had smelled the odor at 2:00 p.m. when she absence of odor will be completed b

entered the memory support unit to begin her . . p Y

Shift y supp g the Special Care Unit Coordinator and

*In room 139 there had been urine in the toilet brought to the QA Committee

and on the floor around the toilet bowl. monthly. The audits will be done

*She had not attempted to mop the floor and had weekly times four weeks and then

not flushed the toilet. monthly times eleven months. The
interview on 6/11/14 at 3:40 p.m. with the Spemal Care. Unit Coorflinator will
administrator, director of nursing, and give the audits to the Director of
maintenance supervisor regarding the urine odor Nurses, who will report to the QA

In the memory support unit revealed: Committee monthly. At that time the
The hallway smelled like urine. QA Committ i1l determine if th

*Room 139 still had urine in the toilet bow! and on Lommittee will determine 1f the

the floor. audits need to continue.

*All agreed the smell had been offensive. e ol ‘
*Housekeeping was responsible for mopping the %{W\W\F

floors one time per day. ' '

*The nursing staff should have mopped up any

urine on the floors and flushed toilets as needed.

B. Based on product review and interview, the

provider failed to use a cleaning disinfectant on

the floors in seven of seven shared residents’

rooms (127, 129, 130, 134, 139, 145, and 146).

Findings include:

1. Interview and product review on 6/12/14 at

8:20 a.m. with the housekeeping and laundry

supervisor revealed she used 3M Neutral Cleaner

Concentrate on all the floors including rooms that

had two residents in them (127, 129, 130, 134,

139, 145, and 146). She did not know if the

product was a disinfectant.

Phone interview on 6/12/14 at 9:00 a.m. with the

account manager at the produci distributor's
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F 252 | Continued From page 1 F252| Thenewmop system uses a handle
with certified nursing assistant A revealed: with a flat base that sticks to a pad on |
*The offensive urine odor was present. the flat base and handle. The flat mop \
*She had smelled the odor at 2:00 p.m. _When she system was purchased from Heartland
zrr:itf?red the memory support unit to begin her Paper Company on 01/22/14. When
“In room 139 there had been urine in the toilet the Center began using the new flat
and on the floor around the toilet bowl. mop system, The Account Manager |
*She had not attempted to mop the floor and had for Heartland Paper Company came to j
not flushed the toilet. the center and trained/demonstrated L
i the use of the new
Interview on 6/11/14 at 3:40 p.m. with the e Hosekons fﬁat mop SSY stem to
administrator, director of nursing, and | t1e House eeplpg/ aundry Supervisor. }
maintenance supervisor regarding the urine odor .The Housekeeping/Laundry
in the memory support unit revealed: Supervisor trained all the department
“The haliway smelled like urine. director’s whose staff needed to use
Room 139 still had urine in the toilet bowl and on the new system. The department
the floor. di . ined their staff. Th
*All agreed the smell had been offensive. rector’s trained therr statl. The
*Housekeeping was responsible for mopping the Housekeeping/Laundry Supervisor
floors one time per day. trained the Special Care Unit
*The nursing staff should have mopped up any Coordinator how to use the new mop
urine on the floors and flushed toilets as needed. system and the new 3M disinfectant
B. Based on product review and interview, the that is hospital grade. According to
provider failed to use a cleaning disinfectant on 3M, product manufacturer, the
the floors in seven of seven shared residents’ directions for cleaning, disinfecting
reoms (127, 129, 130, 134, 139, 145, and 146). and deordorizing is as follows: ;
Findings include: R . . ‘
emove heavy soil deposits from
1. Interview and product review on 6/12/14 at Su‘rface. Then thoroughly wet surface
8:20 a.m. with the housekeeping and laundry with a use-solution of % ounce of
supervisor revealed she used 3M Neutral Cleaner concentrate per gallon of water or
Concentrate on all the floors including rooms that equivalent. Let solutio :
had two residents in them (127, 129, 130, 134, grf . n;ellgam. Ori
139, 145, and 148). She did not know if the surlace Ior a mimmum O 14 mInutcs.
product was a disinfectant, Staff uses a premixed dispenser that
mixes the appropriate amount of :
Phone interview on 6/12/14 at 9:00 a.m. with the - ;
account manager at the product distributor's ‘E V&\&B‘:@e\\ﬂ\?
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with certified nursing assistant A revealed:

*The offensive urine odor was present.

*She had smelled the odor at 2:00 p.m. when she
entered the memory support unit to begin her
shift.

“In room 139 there had been urine in the toilet
and on the floor around the toilet bowl.

*She had not attempted to mop the floor and had
not flushed the toilet.

Interview on 6/11/14 at 3:40 p.m. with the
administrator, director of nursing, and
maintenance supervisor regarding the urine odor
in the memory support unit revealed:

*The hallway smelled like urine.

*Room 139 still had urine in the toilet bowl and on
the floor.

*All agreed the smell had been offensive.
*Housekeeping was responsible for mopping the
floors one time per day.

*The nursing staff should have mopped up any
urine on the floors and flushed toilets as needed.

B. Based on product review and interview, the
provider failed to use a cleaning disinfectant on
the floors in seven of seven shared residents’
rooms (127, 129, 130, 134, 139, 145, and 146}.
Findings include:

1. Interview and product review on 6/12/14 at
8:20 a.m. with the housekeeping and laundry
supervisor revealed she used 3M Neutrat Cleaner
Concentrate on all the floors including rooms that
had two residents in them (127, 129, 130, 134,
139, 145, and 146). She did not know if the
product was a disinfectant.

Phone interview on 6/12/14 at 9:00 a.m. with the
account manager at the product distributor's

concentrate per gallon of water. Staff
has been trained on the use of the
premixed dispensergé
Housekeeping/Laundry Supervisor
learned the proper procedure from the

3M disinfectant directions on the
container. On 06/26/14, at a nurse \
aide in-service, a demonstration was',
provided how to use the new mop |
system and the new 3M disinfectant.
The same demonstration and
education was provided at the All-
Staff In-service on 07/16/14. The
Housekeeping/Laundry Supervisor
will continue to make sure that the
prermxed dispenser is Workmg

appropriatel
ppropriately}tY{ | %ﬂ’%@“ e

Lol ‘mttmns form \L\ﬁ@
A Sk Wik b ecned onn
DOOAEL.  Yoiidbboriv

E

directions on the container of the new.
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company with the administrator present revealed
the 3M Neutral Cleaner Concentrate was nota
disinfectant or sanitizer.
F 271 483.20(a) ADMISSION PHYSICIAN ORDERS F271 xb@im“{\,
ss=p | FOR IMMEDIATE CARE (1)Resident 6 had the standing orders

At the time each resident is admitted, the facility
must have physician orders for the resident's
immediate care.

This REQUIREMENT is not met as evidenced
by:
Surveyor: 33265

Based on record review, interview, and policy
review, the provider failed to obtain a signed
physicians' orders for two of two residents (6 and
10) upon admission. Findings include:

1. Review of resident 6's complete medical record
revealed:

*He had been admitted on 11/8/13.

*He had admission orders to the facility that were
not signed by a physician on or since admission.
*The unsigned orders located in the medical
record included the:

-Standing orders sheet.

-Provider general admission orders sheet.

2. Review of resident 10's complete medical
record revealed:

*Resident 10 had been admitted on 5/6/14.

*He had admission orders to the facility that were
not signed by a physician on or since admission.
*The unsigned orders located in the medical
record included the:

-Hand written admission orders sheet.

-Do not resuscitate (DNR) order form.

"‘\

signed by the physician on 06/11/14. %{@%H\m
Resident 6's physician signed the
admit to SCU on 01/24/14. In future,
will have orders faxed to physician for
signature on day of admission.. The
center will check in 72 hours to make
sure that physician signed the orders,
Provider general admission order
sheet will be faxed to Omnicare on the
date of admission. Resident 10s
physician signed his admission orders
on 06/11/14. The physician signed the
Do Not Resuscitate (DNR) order on
06/13/14. The standing orders were
signed by physician on 07/01/14. In
future, will have orders faxed to
physician for signature on day of
admission. The center will check in
72 hours to make sure that physician
signed the orders. Provider general
admission order sheet will be faxed to
Omnicare on the date of admission.
(2)DON reviewed and revised as
necessary the policy and procedure
about receipt of orders. An in-service
on 07/02/14 for all RNs and LPNs
reviewed all policies and procedures
for admission orders, standing orders,
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company with the administrator present revealed :
the 3M Neutral Cleaner Concentrate was not a % orders and provider general admission \
disinfectant or sanitizer. der sheet. Al S £ doct ‘5
F 271 | 483.20(a) ADMISSION PHYSICIAN ORDERS Fo7q| OrderSheel. AS0, Signidg of Cociot |
ss=p  FOR IMMEDIATE CARE f)rder sheets. Anew system willbe |
implemented 07/02/14 for 72 hour |
At the time each resident is admitted, the facility physician order checks by two nurses
must have physician orders for the resident's to double check everything for orders
immediate care. ; )
(3)The DON will complete a weekly
audit times four weeks and then a
This REQUIREMENT is not met as evidenced monthly audit for 11 months. The
by: audit will include admit orders,
Surveyor: 33265 . signing of doctor's orders timely, hand
Based on record review, interview, and policy i dmmissi der sheet. DNR
review, the provider failed to obtain a signed WITHE 2dmiss10n Oraer sheet,
physicians' orders for two of two residents (6 and order form, standing admission order
10) upon admission. Findings include: sheet, standing order sheet and l{
_ ) . provider general admit sheet. The [
1. Review of resident 6's complete medical record DON will bring the results of the
revealed: . .
*He had been admitted on 11/8/13, audits to the QA Committee monthly.
*He had admission orders to the facility that were At that time the QA Committee will
not signed by a physician on or since admission. determine if the audits need to f
*The unsigned orders located in the medical continue.
record included the:
-Standing orders sheet.
-Provider general admission orders sheet. . % '
The o vl brirg e
2. Review of resident 10's complete medical . - :
record revealed: avdits 4 w+}llj y
*Resident 10 had been admitted on 5/6/14. Onmmitee
*He had admission orders to the facility that were . ‘f'fl{
not signed by a physician on or since admission. "ﬁr‘ Il WonTiS.
*The unsigned orders located in the medical & m
record included the: ’#‘3 j /
-Hand written admission orders sheet. & W"
-Do not resuscitate (DNR) order form. ﬂﬂ%ﬁm\k‘\&m\:
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The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT s not met as evidenced
by:

Surveyor: 33265

Based on record review, interview, and policy
review, the provider failed to clarify physicians
orders for one of ten sampled residents (5).
Findings include:

1. Review of resident 8's complete medical record
revealed:

*A do not resuscitate (ONR) order form was
signed by the physician on admission on 11/8/13.
_The resident's choice was to not be resuscitated.
_There had been no order for DNR included on
any order summary sheet following admission to
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-Standing admission order sheet.
-Standing orders sheet.
-Provider genera! admission orders sheet.
3. Interview on 6/11/14 at 1:00 p.m. with the
director of nursing revealed she agreed there
were unsigned physicians' admission orders in
both resident 8 and 10's medical record.
Review of the provider's 12/27/10 Physician
Orders policy revealed admission orders were
required at the time of admission to the facility.
Review of the provider's 12/29/10 Physician
Services policy revealed physicians were to have
signed and dated all orders.
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281
ss=E | PROFESSIONAL STANDARDS ¥QQ{B\\\1¥

(1)  Resident 6 had a signed Do
Not Resucitate (DNR) order but it was
not transcribed correctly to the
Omnicare physician orders,
medication and treatment sheet. The
(DNR) is now on the Omnicare's
physician orders, medications and
treatment sheet. Order for mole skin t¢
Resident 6's ear was on the treatment
sheet. On 06/06/14 a physician
ordered a non- stick dressing PRN to
right ear. Even during the survey, this
order replaced the order for mole skin.
This order is on the treatment sheet.
(2)Discontinuation of orders and
clarification of orders were reviewed
at an RN/LPN in-service on 07/02/14.

Also clarified protocol if the resident

Yo

e
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time of survey.

Interview regarding resident 6 on 6/11/14 at 1:00
p.m. with the director of nursing (DON) revealed
she agreed the DNR order had not been carried
through and was not on the present order sheet
dated 5/13/14.

Review of resident 6's complete medical record
also revealed:

*An open area on both ears was identified on
A/8/14. A physicians' order for mole skin
(protective fabric) to be applied to the ears every
evening at bed time had been written on 4/9/14
and added to the treatment record.

-The application of mole skin to the ears had not
been done.

-The treatment record for the mole skin
application had not been signed during the month
of April 2014.

Interview regarding resident 6 on 6/12/14 at 9:12
a.m. with the DON revealed:

*The resident would not allow anyone to touch his
ears.

*They had never attempted to place the mole skin
on his ears.

*They should have notified the physician of the
inability to use the mole skin and gotten the order
discontinued.

Review of the providers' 12/27/10 Physician's
Orders policy revealed:

*Physician's orders should have been reviewed
for completeness and accuracy, and clarified if
necessary.

*All orders were to have been reviewed for
accuracy.

*The physician was to have reviewed the medical

orders. Reviewed policy for taking
doctor orders, review for compeleten
ess of orders, clarified orders if
necessary and review for accuracy,
and treatment records. Continue with
the 24 hour checks.

(3)The DON will pull four medical
records and review them weekly for
four weeks and then monthly for 11
months. Records will be reviewed for
completeness, clarification and
accuracy. The DON will report to the
QA Committee monthly. After 11
months, the QA Committee will
determine if the audits need to

continue.

and treatment sheet
3 er is now on the
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time of survey.

interview regarding resident 6 on 6/11/14 at 1:00
p.m. with the director of nursing (DON) reveaied
she agreed the DNR order had not been carried
through and was not on the present order sheet
dated 5/13/14.

Review of resident 6's complete medical record
also reveated:

*An open area on both ears was identified on
4{8/14. A physicians' order for mole skin
{protective fabric) to be applied to the ears every
evening at bed time had been written on 4/6/14
and added to the treatment record.

-The application of mole skin to the ears had not
been done.

-The freatment record for the mole skin
application had not been signed during the month
of April 2014,

Interview regarding resident 6 on 6/12/14 at 9:12
a.m. with the DON revealed:

*The resident would not allow anyone to touch his
ears.

*They had never attempted to place the mole skin
on his ears.

*They should have notified the physician of the
inability to use the mole skin and gotten the order
discontinued.

Review of the providers' 12/27/10 Physician's
Orders policy revealed:

*Physician's orders should have been rev;ewed
for completeness and accuracy, and clarified if
necessary.

*All orders were to have been reviewed for
ACCUTECY.

*The physician was to have reviewed the medical

(X4 1D R SUMMARY STATEMENT CF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5}
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Momingside Care Center’s Policy and
Procedure for 24 Hour Chart Checks.
Purpose: (1) To ensure that
Physician’s orders are transcribed
correctly. (2) To ensure resident’s
charts, MAR’s or TAR’s reflect the
correct physician order-in a timely
fashion.

Procedure: (1) After receiving a
physician’s order, transeribe to tri-
sheets located in resident’s chart, Flag
top copy for the physician to sign. (2),
Pout yellow copy in bin for Resource
Nurse, as well as a copy of the original
order (if faxed or writien by physician.
(3) Finish transcribing and
implementing orders per transcribing
policy. (4) Resource nurse will
follow up on these orders left in their
bin within 24 hours, Monday-Friday.
(5) If it is the weekend, Charge Nurse
is responsible for doing their own 24
hour chart check.

This policy and procedure will be on-

going.
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review, the provider failed to:

*Maintain serving temperatures at 140 degrees
Fahrenheit (F) for ground meat during one of two
meal services for residents.

*Maintain sanitary conditions for multiple storage,
prep, and sink surfaces in the kitchen.

Findings include:

1. Observation and interview on 8/10/14 from
5:05 p.m. through 5:55 p.m. of cook C revealed:
*Temperatures for the following:

-Ham 160 degrees F.

-Ground meat 140 degrees F.

-Pancakes 150 degrees F.

-Strawberries 43 degrees F.

*She had not taken the temperatures of the
sandwiches.

*At 5:30 p.m. this surveyor asked her to temp the
last ground meat being served.

X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
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record and plan of care.
F 371 | 483.35(i) FOOD PROCURE, F 371
55=p | STORE/PREPARE/SERVE - SANITARY
The facility must - (1) There is no specific resident
(1) Procure food from sources approved or identified on the CMS2567.
Zloj?scl)ci;;:g :?lgsfactory by Federal, State or local (2)The food temperatures will be
(2) Store, prepare, distribute and serve food mon.ltored and recorded prior to
under sanitary conditions service of all meals. If food
temperatures are not 140 degrees or
above prior to meal service the food ;o
item will be reheated to bring up to {)& \’jv
this temperature range. The éﬁ" i(;)
This REQUIREMENT is not met as evidenced temperature ranges were reviewed at a 3 (@ 3°
by: dietary in-service on#06/17/14 and /] ,9.‘}’“ {\“ Ak 7
Surveyor. 32335 _ this information will be reinforced on ﬁé\‘g\
Based on observation, interview, and policy th 3 A
e temperature record. ¢

(3)The temperature records will be
reviewed wecekly by the Dietary
Manager to ensure dietary stafl is
completing the food temperature
record. A monthiy audit will be done
by the Dietary Manager to check the
maintenance of food temperatures
throughout meal service. The review
of temperature records and monthl;y
audit will be reported to the QA
Committee monthly by the Dietary
Manager for 11 months. At that time
the QA Committee will determine if
the am .need 1o cnﬁm;;m%ﬂ

Wn Was pyov e
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*That had been her normal process.
*She would not have reheated the item in the
microwave.

Interview on 6/11/14 at 10:15 a.m. with the
registered dietician revealed cook C should have
reheated the ground meat.

Review of the provider's 2000 Food Temperature
policy revealed:

*All hot food items must be served to the
resident at the temperature of at least 140
degrees F at the time the resident received the
food.

*Normally hot foods will be 165 degrees F to 180

| degrees F or higher when removed from the

cooking heat source. If held at 160 degrees F to
180 degrees F this will ensure serving to the
residents at 140 degrees F or above."

2. Random observations from 6/10/14 through
6/12/14 revealed:

*The hand sink in the kitchen had dirt on the
edges and inside the sink.

*The walk-in cooler and walk-in freezer doors
were sticky to the fouch.

*Two of two white three drawer organizers had
visible dirt and crumbs on the outside of them.
*The cook’s table had crumbs and debris on the
bottom sheif scattered all over.

*|n the dining room the cabinet doors under the
juice and water machines were sticky to the
touch.

*All of the above areas were used during the
random observations.

Interview and review of the cleaning schedute on

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
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i jf C wald present af X
F 371 Continued From page 6 F 371 f;ﬁi/ _ 70 caon O] iy % !J?TF
*That temperature had been 95.7 degrees F, mﬁ -+ xOm 0‘7/';36//5,& ~
*She served that meat without reheating it. /

(1)There is no specific resident
identitied on the CMS2567.
(2)The maintenance of sanitary
conditions in the dictary department
was addressed through a dietary in-
service on 06/17/14. The cleaning
schedules were reviewed at in-service
and up dated to include areas cited by
surveyor. Cleaning duties and
expectation of all positions are on
cleaning job duty log. Dictary staff is
to sign when jobs are completed.
(3)The Dietary Manager will review
signed cleaning schedules weekly for
completion. Monthly, each staff
member's cleaning will be reviewed
by dietary manager to ensure it meets
standards. A sanitation audit will be
completed monthly by the consultant
dietitian for 6 months and as needed
thereafter. The sanitation audit and
cleaning schedule reviews will be
reported to the QA Committee by the
Dietary Manager. These audits will be
completed for 11 months. At that
time, the QA Committee will
determine if the audits need to
continue.
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Continued From page 7

6/11/14 at 10:15 a.m. with the registered dietician
and cook B revealed the hand sink, walk-in
cooler, walk-in freezer, and the cabinets in the
dining room were not on the cleaning schedule.
Cook B stated she cleaned the cook's table shelf
on the weekends, but she had not worked the
past weekend. The cleaning schedule had
indicated it was to have been cleaned on Fridays.

F 371
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K 000 | INITIAL COMMENTS K 000
Surveyor: 14180
A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted on 6/11/14. Morning
Side Manor was found 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
in conjunction with the provider's commitment to
continued compliance with the fire safety
standards.
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