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SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION

éﬁg);?x {EACH DEFICIENCY MUST BE PRECEDED BY FULL PR‘IISFIX (EACH CORRECTIVE ACTION SHOULD BE COMLWX-SE}TION
TAG REGULATORY OR LSC ICENTIFYING INFORNMATION) TAG CROSS-REFERENGCED TQ THE APPROPRIATE DATE
DEFICIENCGY)
A Performance Improvement Projects {PIPs
F 000 | INITIAL COMMENTS 7 oog|will be developed to examine and imprave | g/7g/14
care o sefvices identified in the deficiency
report.
An extended/frecertification health survey for
comptliance with 42 CFR Part 483, Subpart B, F157 NOTIFY OF CHANGES:
faquiremenits for long term care Riciliies, was Residents #1, 4, 8, 12, 14, 13, 15, and
eonducted from 5/18414 through 5/21/14 and from 16's physrcxans and/or famrhes/respon—
5127114 threugh 5/28/14. Michael J. Fitzmaurice sibleparties were notified oft
Seuth Dakota Veterans Home was found net in Residents weight loss,
compliance with the following requirements: Changes in skin integrity
F157. F176, F241, F252, F280, F281, Fa09, Changes of condition, and
F314, F323, F328, F332, F364, F368, F3T1, Pain management
F441, F490, F493, Fa14, and F520. A new policy entitled NOTIFICATION OF
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 | PROVIDER AND/OR FAMILY has been
ss=c | (INJURY/DECLINE/ROOM, ETC) developed to ensure notification of pro-
vider and family in a timely manner,
Afagiity must immediately inform the resident; Inthe eventofan/a:
consult with the resident's physician; and if -ra':;‘gegs: with njury involving the
kriown, notify- the resident's legal representative e e . o
or aninterested family member when there is an -ilgqlfican’t cha?gg M th?] res:d.ert’s
accident involving the resident which results in physical, mental, or psychosocial status
injury and has the polential for requiring physician (deterioration in status in eath.er life
3 e e . e threastening conditions or clinical compli-
intervention; a significant change in the resident's cations),
physical, mental, or psychosodial status (Le., a sriged to alter treatment significantly (need
deterioration v Heatth, mental, or psychosocial to discontinue an existing form of treatment
status in efther life threatening conditions or because of adverse consequences, of start
clinicat complications); a need to alter treatment a new or different form of treatment), or
significantly (i.e., a riced to discontinue an sdecision to transfer or discharge the
existing form.of freatment due to adverse resident from the facility:
consequences, of to commerice a new fomt of Notification to the resident, residerit's phy
treatment); or a decision to transfer or discharge sician, and if known, the resident’s legal
the residerit from the fadiiity as specified in representative or an interested family
§483.12(g). mermber will occur immediately.
The facility must also promptly nofify the resident Expected Date of Completion: 6/28/14
and, if known, thé resident's legal representative
or interested family member when there is g Nursing staff were made aware 5/21/14
change in feom or roommate assignment as of change in the Notification of Provider
specified in §483.15(€)(2); or a change in andfor Family policy that reflects
resident rights under Federal or State.law or IMMEDIATE notification,
AT EC i RPPLIER REPRESENTATIVE'S SIGNATURE {X8) DATE
k&(.,;- i f e A A}W/;Md Al T f&f

Any def‘csency statarnbnt endmg fith ain asterisk {“) denates a deficiency whichthe institution may be excused from correcixngférowdljg itis determined that
sther safeguards provide sufficient pratection to the patients . (See instructions.) Except for nursing omes, ihe finding stated above are disclasaiie 20 days
following the date of survey whether or not a plan of comection is provided. For nursing hofnes, ihe above findings and plans of eorrection are disciosable 14
days following the date these docutnenits are made availabie to the facility. ¥ deficiencles are cifed, an approved plan of correction Is requisite to-continued
program participation.
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(X4} 1D SUMMARY STATEMENT GF DEFICIENCGES

regulations as specified in parggraph {b)1) of
this section.-

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT s riot met as evidenced
by:

Based on observation, record review, and
interview, the provider failed to ensure the
 physicians and/or families were notified in a
- timely manner in regards fo chariges in condifion

related to:

“Pressure ilcers for 5 of 16 sampled residents (1,
4,12, 13, 15, and 16),

“Weigtit loss for 1 of 18 sampled residents (1)
*Other skin issues for 1 of 16 sampled residents
{8).

*A change/dectine in condition for & of 16
sampled residents (1, 4, 8, 12, 13, 14, 15, and
16). ’

Findirigs include:

1. Review of resident 8's nurses notes reveated
he had a change in condition:

§ *On 5118114 at- .
-11:32 a.m. He was unable to eat or drink.

| -11:39 a.mi. He had symptoms of dehydration that
included a dry mouth, increased termperature, dry
skin, arid sunken/dult eves. Had an elevated
temperature of 100.3 Fahrenheit (F).

~1:41 a.m. Had decreased output from His
urinaty catheter.

*0On 5/18/14 at:

-6:39 p.m. Noted a reddened, blarichable area on
his left outer thigh,

*Gn 5121714 at:

i the QA committee directs otherwise.

. ; o PROVIDER'S PLAN OF CORRECTION P
PREFTX (EACH DEFICIENCY MUST BE PRECEDE( BY FULL PREFIX {EAGR CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE BaTE
DEFICIENCY)
F 157 | Continued From page 1 F157| F157 NOTIFY OF CHANGES continuad:

Thie DON or designee will perform a
minimum of 5 resident record audits
weekly X 4weeks, then monthly until

The auditor will be reviewing for
compliance of physician and family
notification for those residents who
may have had an accident with injury,
significant change, need to alter treat-
ment plan, or there was a decision for
transfer or discharge from the facility.
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F 157 | Continued From page 2 F157
~-8:25 d.m. He had an elevated temperature of
100.8F

-5:31 a.m. A Tylenol suppository was given for the
elevated temperature. The medication was
ineffective to reduce his temperature. A coof
wash cloth was placed on his forehead. He was
unresponsive when trying te given medications.

Observation from 5/20/14 through 5/21/14
revealed resident 8 was lying in bed. He did not
respond when spoken to.

Irterview on 5/21/14 at 10:00 a.m. with licensed

| practical hurse B revealed:

*She was aware that resideit 8 had declined.
*She was not sure if his physician or family had
beén notified of his current condition.

*She agreed there was no documentation that his
physician or family had begn notifisd-of his
current cordition.

Inferview on 5/28/14 at 1:30 p.m, with the director
of nursing (DON) revesled her extpectations were
that when a resident had a change of contlition
that the farmdly and physician should have been
notified within forty-eight hours. She also
expected families and physicians t6 be riotified

. afong with dietary; physical and occupational

i therapy, and activities if 2 resident developed a

pressure ulcer. They should have been notified

within forty-eight hours.

2. Review of resident 4's complete medical record
revealed:

*Multiple nursitg notes regarding pressure uicers
noted since admit on 3/6713,

*There had been no documentation the physician
fiad been notified.

Refer to tag F314, finding 4.

FORM CMS-2567(02-98) Previous Versions Ohsolete Event iD:8N5G11 Facility 1D: 0119 If continuation sheet Page 3 of 79
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Continued From page 3

3. Review of resident 15's complete medical
record revealed:

*Sirce December 2013 there were muitiple
nurses notes regarding pressure ulcers.

*There had been no documentation the physician
had been notified.

Refer to tag F314, finding 5.

4. Review of resident 168's complete medicsl

record revealad: )
*Since March 2014 there were multiple nursss

' notes regarding pressure ulcers.

“There had been fio documentation the physiclan
had been notified.
Referto tag F314, finding 6.

Interview on 5/28/14 a1 3:20 p.m. with the director

' of nursing confirmed the physiciah had not been

notified of pressure uicers and othier skin
conditions untl 5722754,

5. Review of resident 1's April and May 2014
medication adinistration recerds (MAR)
reveated he had refused his Tramads! {p4in
medication) that had been scheduled to be given
four times a day (QID) twenty imes during Apsil
Review of the medical record revealed no
doeumesiation that the physician had been
riofified of any refusal of medications. As of
5/28/14 he hiad refused that same medication six
times and his physicisn had not been notified.
Refer to F308.

6. Review of regident 12°s hurses notes revealed:
*4/6114 Resident had an apen area on his right
lower buttock that was described as "Excoriation
{superficial trauitatic abrasions and scratches
which remove: some of the skin) from freq

F 157
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F 157

F176

Continued From page 4

(frequent) bowel ihcontinence.”

~The family amd physician had riot been notified of
those findings.

*5/12114 He:had a "Stage one {reddensad grea) or
greater ulcer on the right lowsr buttock with

. excoriation, left mid back, right mid back, left

tower buttock and right lower butiock” described
as "Flushed, pale pink with thickened in
appearahee, and 3 fold ke erack midline."

' -Physician of family had not been updated of

thase findings,

7. Review of resident 13's nurses hotes revealed:

“4/17}14 Resldent's "Right mid calf, posterior tight
lower ieg had been weeping slightly and there
had been open areas to the left lower leg.”
*4121/14 Had noted ths measurenients of the
open areas. Family had not been hotified. The
physician had not been nofified until 4/22/14.

i 8. Review of resident ‘i4's nurses notes. revealed:

"4 Mental health nurse praciiionier had

| ordered a new medicatiorn: for agitation,

~Fammily had not been nofified of the medication
change.

Review of the provider's nurses nofes indicated
no clarification with the physician the change of
medications, the: resident’s condition, and had not
notified the family of the: chavige in medicatiofis,

9. Interview on 5/28/14 at-1:30. p.m. with the DON
confirmied she would have sxpected the sisff to
update the physician or family within forty-eight
hours. She confirmed the provider did not have
have & physician rior family notification or a
change of condition policy:

483.10{n} RESIDENT SELF-ADMINISTER

F 157

F 176

FORM CMS-2567{02-53) Previows Versions Obsolets

Event ID:6NSC11

Facity (D 0115

If continuation éheet Page 50of79




e . . PRINTED: 06/13/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0591
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3).DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: GOMPLETED
A BUILDING
43136 BWING__ — 05/28/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
o N 2500 MINNEKAHTA AVENUE
MICHAEL J FITZMAURIGE S0UT OT, T . . .
. UR] H DARKOTA VETERANS HOME HOT SPRINGS, SD 57747
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 05
PREFIX (EAGH DEFICIENCY MUST BRE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACT:ON SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
) _ £176 483.16(n) RESIDENT 6/28/14
F 176 | Confinued From page § F 176| SELF-ADMINISTER DRUGS IF DEEMED SAFE
DRUGS IF DEEMED SAFE

S8=£

An individual resident may self-administer drugs if
the mterdmcrpl:nary team, as defined by
§483.20(d)(2)(i), hais determined that this
practice is safe,

This REQUIREMENT s not rivet a8 evidenced
by:
Based on observation, record review, interview,

| &nd policy review, the provider failed to folfow

their poficy for resident self-administration of
medications for five of eight sanipled residents (6,
8, 18, 15, and 18} in the special cars unit (SCU)
and two of nine sampled residents Band4)yin
the nufsing care unit (NCU). Findings include:

1. Observation on:5/20/14 at 2:30 p.m. revezled a
small plastic medication cup on the badside table
in resident 6's room. That medication cup
contained a pink ointrment.

Review of resident &'s May 2014 medication
admiinistration recerd (MAR) revealed he was.to
have Calmogepting ointinent [protective barder
oirtmen] three times daly to his perinéal
{peri}-area [botior] for excoriation fsupericial
traumatic abrasions and scratehes which remove
some of the skin}. Thiere was no physician's order

. that medication should have been left st kis

bedside.

2. Review of resident 's May 2044 MAR revealed
an entry for "Calazime cream (protective barrier)
to peri-area BID [twice daily] PRN [as needed] et
[and] with brief changes, May keep at bedside.” A
51314 physician's order was present for that
medication to be at the bedside.

The facifity failed to follow our policy for
resident self-administration of
medications.

Residents #6, 9, 10, 15, and 16 are -

all residents on Specnai Care Unit
(Dementia). Medications were removed
from their rooms.

Residents #3 and 4 will be assessed for thei
ability to self-administer medications by
6/28/14,

All residents on NCU will be reviewed if
they are self-administrating medications by
6/28714.

The policy and procedure én self-adminis-
tration of medication has been revised to
ificlude:

a.No resident on the Special Care

Unit will be able to administer their own
medications based on their need for.a
secured environment; have poor
judgment, and decision making abilities.
Al medications for the Special Care Unit
will be maintained at the nursing station in
the secured medication room or cart,

b.Alt residents not residing on the

SCY and request to administer their
medications will have an assessment
done, Based on the assessment tool, a
provider’s order i§ required. The resident
and family representative will meet in
team care conference and criteria
discussed.

c.Abilities and assessment will be
done quarterly correlate with their team
care conference.

I

Expected Date of Completion: 6/28/14

FORM CMS-2567(02-95) Previous Versiosis Obsdlete
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F 178 | Continued From page 6 F 17g| The SCU nursing supervisor will audit |
: alt SCU resident rooms weekly x 4 weeks
3. Review of resident 10's May 2014 MAR and then monthly for the presence of
revealed and entry for "Calazime skin protectant redications. She will report these
paste topical as needad. AM, PM, and Noc findings to the DON or designee. The
(night). May have 2t bedside.” A 4/3/14 ADON will complete audits of all
physician's order was present for that medication residents on NCU who wish to
to be at the bedside. self-administer medications. ADON
will complete these monthly, and then
Review of resident 9 and 10°s medical records quarterly. ADON will report these
| revealed there had been rio asgessmenits to findings to the DON or designee, DON
determine ifthey were capable fo self admimister or designee will bring to QA on a
| medications. quarterly basis until advised otherwise,
4. Review of regident 3's complete medical record
i revedled:
*A §/5/14 physician's order for Catazime cintment
three timés a day as needed (PRN). May have at
bedside.
*Nd assessment had been completed for the
resident to setf-administer medications.
*Seff-administration of medications had not besri
oft the resident’s care plan.
5. Review of resident 4's cémplete madisal record
revealed;
“A 5/20/14 physician's order Tor Calazime skin
protectant twice a day. May have at bedside.
*No assessment-hiad been cormpleted for the
resident to seif-administer medications.
*Seif-adminisiration of medications had not been
on the resident's care plan.
6. Review of resident 15's complete medical
- record revealed:
*A 4f3/14 physician's order for Calazime ointment
to perineal arez. PRN. M3y keep at bedside,
*No assessment had been completed for the
resident to self-administer medications.
*Self-administration of medications had ot been _ _
FORM CMS-2567(02-89) Previous Versidhs Obsslste Event ID;6NECH Facility ID: 5149 if eontinuation sheet Page 7 of 79
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Continued From page 7
on the resident's care plan.
*The resident was in the SCU.

7. Review of residert 16's complete medical
record reveated:

| A 4/3/14 physician’s order for Calazime ointment

to peri-area PRN, May have at bedside.

*No @ssessment had been completed for the
resident to self-administer medications,
*Self-administration of medications had riot been
on the resident's care plan.

*Thie resident was in the SCU.

Suorveyor 26632
Interview on 5/27/14 at 3:00 p.m. with licensed
practical nurse D revealed most of the residents

i that lived in' the SCLI had Calmoseptive in their

rooms. On their bedsitie table or placed in a
drawer beside their bed. She stated it was just
more convenient for staff {o have it close by.

| Interview on 5/28/14. at 1:30 p.m. with the director

of aursing revealed skie was aware calazime and
Calmoseptine were stored in residents’ rooms in
the SCLJ. She agreed those residents did not
have assessments corfipléted fo shsure they
were capable of self-administration of medication.

Review of the provider's reviewed 5/22/14
Self-Admiriistration of Medications pélicy
revesled:

"Residents would require a physician's order to
self-administer medications.

*Residents would be able o demionstrate a

{ proper understanding of seif-adminisiration by
“being able to identify each medication and why
-and when it was to-be taken.

*The resident's care plan would be updated to
identify the self-administration,

F 178

FORM EMS-2567(02-98) Previciis Viersiong Obsalets Event {D:BNSCH

Facility I0: 0119 If cortinuation sheet Page 8of 79




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08M1372014
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO, 0838-0301
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/GLIA ' (%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFIGATION NUMBER: A BUILDING COMPLETED

] _ 438136 B, WING . 05/28/2014

NANME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

- 2560 MINNEKAHTA AVEMUE
MICHAEL J FITZMAURICE SOUTH DAKOTA VETERANS HOME HOT SPRINGS, SD 57747
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES is] PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFVING INFORMATION) TAG cRcss-REFEREgg:g ;'T;?.; E-IY;E APPROPRIATE DATE
- F241 483.15(a) DIGNITY AND RESPECT 6/28/14
F 178 | Continued From page 8 F 176 [OF INDIVIDUALITY:
*Self-administration of maditations would be Afl 52 resident rooms are private
reviewsd on a semi-annual basis oF g5 the need TOOms.
arises for an evaluation, While the facility is undergoing a new
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 Istructure building project, staff will
55=E ¢ INDIVIDUALITY provide incredsed privacy and
acknowledge dignity with use of the
The facility must promote care for residents in a toilet by the privacy curtain and close
manner and in an environmisnt that maintains or the room door.
enhances each resident's dignity and respect in
full recognition of his or her individuatity. All staff will be educated by 6/28/14,
what constitutes dignity especially
. _ . . with personal cares and toileting and
;;‘_'s REQUIREMENT is not met as evidenced the planned use of privacy curtains and
: . - N closed door,
Based on obsetvation and interview, the provider The DON or designee will monitor daily
falled to ensure dignity had besn maintained for Tor compl iance and re-educate staffin
all residents using the toilet and Handwashing h snt of non-compliat '
facilities in all fifty-two residenis’ rooms. Findings Eﬂgrﬁisgig rggﬁ;giuri? éznsc;a red with
indlude: QA committee at a minimum of a
1. Random obsarvations frorm 5/19/14 through quarter, then until the QA committee
5/21/14 of alt Hifty-two resident room toilet and |directs atherwise.
handwashing sink areas revealed those areas
could only be separated by a privacy curtain from
the remainder of the resident rootn,
interview on 5/28/14 at 1:00 p.m, with the
physicat plant manager confirmed resident rooms
had been remodeled in 1996. The closet wallg
had been removed to meke room for the addition
of a sink and {oilet in every resident room. Toilet
and sink walls were hiot rebuilt due to federal
resident room area square factage requirements.
F 252 | 483.,15{R)(1y F 252
§5=8 | SAFE/CLEAN/COMFORTABLEMHOMELIKE

ENVIRONMENT

- The fadility must provide & safe; clean,
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F 252 Continued From page 9 F 252|SAFE, CLEAN, COMFORTABLE, AND
comfortabile and fiormelfke environment, aliowing HOMELIKE ENVIRONMENT
the resident fo use His oF her personal belongings 'We récognize the need to provide a
to the extent possible, more homelike emvironment for
residents we serve, While exposed
4 o plumbing and ductwork detract from
Thils REQUIREMENT is not met as evidenced that homelike atmosphere, our
by: fesidents consider this facility as their
Based on observation and interview, the pravider home. We are very proud of that fact
failed to maintain a homelike environment for ail and do everything we can to address
residents residing i the facllity. Exposed ‘concerns relating to maintaining an
piumbing, exfaust, retum air piping, and cable older building as quickly as possible.
e b s i g To addresstis defcency, the
ﬁ-s‘e areas. l—“mdir;gs inciuea: o ' provider p’ropos_es to cqn-struct a
: SRR replacement facility which has already
1. Random observations froim 5/19f14 thiotigh ] . . R PR
5/21/14 revealed corridors, residents' fooms, and begun and is slated for completion in
resident use areds had plumbing, exhaust ang spring, 2017. Th,e a‘fchltet_:-t _has ;
r&turn air piping, and cable runs visible in the addressed the exposed piping and
ceilings and aleng the watls. ductwork by concealing these items
within walls and above ceilings. The
Interview on 5/28/14 at 1:00 p.m. with the replacement building will meet 3l
physical plant manager confirmed he was aware construction requiréments to
of the visible piping, verting, and cable rims. The participate as a Medicare/Medicaid
building had bsen in that condition before he had Certified nursing home. Project
started at the facility. At one time he Had lsoked coripletion should be approximately
into putting I & falée cefling, but then the rooms. 18-24 months from project start date
would riot have met the room height barring any unforeseen
requirements. developments. '
F 280 | 483.20{d)(3), 483.10(k}2) RIGHT TO F 280
s5=F | PARTICIPATE PLANNING CARE-REVISE CP
The resident has the right, unless adjudged
incompetent or atherwise found to be
incapacitated under the laws of the State, to
participste in planning care and freatment or
changes in care and treatment.
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SUMMARY STATEMENT OF DEFCIENCIES

iy

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prépared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility

-+ for the resident, and other appropriate sta¥ in

disciplines as deterrmined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident’s family or the resident's
tegal representative; and periodically reviewed
and revised by a tesm of qualified persons after
each assessment.

This REQUIREMENT is nat met as evidenged
by:

Based on obgervation; record review, interview,
and policy review, the providér failed t update
tha care plang to reflect the current status for 12

of 16 residents (1, 2, 3, 4, §, 7, 8, 12, 13, 14, 15,

arid '16}. Findings include:

- 1, Cbservation on 5/21/14 at 8:30 a.m. of resident

1 during personal care revealed:

*He requited extensive assistance with activities
of daily living (ADL). He had fefused the breakfast
meal. The lfems on the breakfast tray were
Ensure, milk, juice, and coffee,

Review of resigent 1's 4/4/14 updated care plan
revealed;

*Prablem area: "Potential for self care deficit
(unable to do by himself) related to history of
schizophrenia/depression/diabetes with
neuropathy (numbress)secoridary to
parfkinsonisih (disease that causes shaking)."
<Interventions for the nufsés "Per residents

. RIGHT TO PARTICIPATE PLANNING

CARE-REVISE

Residents 1,2,3,4, 6,7, 8, 12, 13,
14, 15, and 16 care plans have been
reviewed and revised as needed.
Al residents have a right to
participate in their own care plan in
which it is currerit and reflects
their actual care status.

Review of the Comprehensive Care
Planning policy has been reviewed
and renamed to Team Care
Conference and Team Care
Creation to resident and family
participation in the team care
conference. MDS Coardinators
have been tasked with doing
monthly chart audits tg ensute
compliance with this deficiency.
Staff has received and will continue
to receive education of importance
of residents/family participating in

- care planning creation and

updating the care plan as cares
change on the active document.
These audits will be monitored by

' the DON who will report to QA.

Expected Date of Completion:
6/28/14

Responsible Party: DON or
desighee will bring to QA ona
quarterly basis until advised
othérwise.

P4 1D PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
e REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPRIATE DATE
DEFIGIENEY)
F2B0 483.20(D)(3), 483.10{K)}{2 6/28/14
F 280 | Continued From page 10 F 280 48 (D)3}, (K)(2) /
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F 280

Continued From page 11

prefererice he likes to be In his room naked, doaor
wiil be kept shut to allow for privacy."
-literventions; for the CNAs "Change clothies
when they are soiléd and assist with ADLs as
needed.”

-Goat: "1 will have ne. further decling in ability to
perform ADLs. Cleanffediwell groumed.”

There was conflicting infarmation inr his care plan
as to if the resident was to be dressed or not.

*Problem area: "Potential for
hyperglycemiaftiypoglycemis related to adult
onset diabetes.”

-Interventions for dietary: "Provide ordered dist.
Meonitor nutritionfhydration. Offer substitute
fouds.”

-Interventions for activily "Provide low-calorie
foods and fluids.”

~Goal: "No symptoms of hype (low) or
hiyperglycemia {Figh).”

{ The resident had been losing weight and had net

beerr eating well. They had been providing him
foods that he wanted to encourage intake as
roted in the meal provided at breakfast on
5721114,

*Problem area; "Unintended weight foss refated to

- Gonstipation, skips meals, prefers to smoke vs

(versus). eat.”

-Interventions for nurses "Encourage (resident's
naine) to wait fo smoke after meals have ended.
Maonftor and record medl intakes per facility
profocol.”

-Goal: "Welght within ideal body-weight range.”

| Currenily the residenit's weight weé below ideal

weight at 114 pounds en 3/11/14 as documented

F 280
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Continued Front page 12
by the registered dietician,

*Problém area: "Potential-for impaired skin
integrity related to use of psychetropic
madications, diabetes, histary of céllulitis, and
dehydration.”

-Interventions for the nurses "Skin assessment
per poficy, Administer supplements as ordered.
Use pressure relieving devices: pressure relieving
mattress. Note nutrition and hydration stafus and
address sourcas of deficiency "

-Goals: "No skin breakdown. No sign.or symptom
of infection.”

Observaticn on 5/21/14 at 8:30 am. of personial
care provided to resident 1 by ceriifted nursing
assistanis (CNA) Aand B revealed: The status of
resident 1's skin had been ten open areas around
his rectal opening. CNA A then appiied calazime
cream. Review of his care plan revealed that had
not been indieated as an intervention in the care
plan, There Were actual skin issues not potential
skin issues as the care plan stated.

2. Review of resident 2's updated 4/24/14 car
plan revealed: :
*Probiem area: "Potential for impaired skin
integrity related fo imited mobility, urinary

- incontinence, pruritis (fichiness),”

~interventions for the nurses were "Skin
assessments per pelity.” For the CNAs: "Keep
skin clean and dry. Use of incontinent products.
Barrier cream to peri area as needed. (Residerit
hame) wears diabetic shoes for prevention of skin
breakdown,"

~Goal: "No skin breakdown. No sign or symptom
of infection.”

On 5/5/14 staff obtained a physician's order for

F 280
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/13/2014

calazime vintmernt to peri-area three times a day
as needed for the excoriation. The ekcoriated
area had not been fisted as & problert area and
was an atlual skin issue not a potential as the
care plan stated,

3. Review of resident 7's updated 5/9/14 cars
plan revealed:

| *Problem ates: Initiated on 1/36/14 of *Pressure
. ulcer bi-lateral heels and feft buttock with agmit

from {specific hospital)."

L -interventions for nurses; "Measure and
- documenit size of ulcer as ordered, Keep skin dry

and linens clean and dry and wrinkle free every
shift. Provide extra protein. Assist withi
repositioning. Apply dressingsfoititments as
ardered, Pressire relieving matiress,”

-Gzl of "Resident’s ticer will not Increase in size
daily."

Interview on 5/28/14 at 1:30 p.m. with the director
of nursing eonfiimed thers had been no formal
skin assessrient protocol when there had been
an open area. She would have expected the
wound to be assessed daily by the nurse, and the

| medsurements documented weekly.

4. Review of resident 12's updated 5/27/14 care
plan revealed:

*Preblem area: "Impaired skin integrity, moderate
risk for skin breakdown (Bradern [agsessment to
reveal risk for skin breakdown] 14). Widespread
pruritis. Pale/pink area to feft lower buttock, right
lower buttack, feft mid buttock, Healing stage 2

" Ulcer to right posterior thigh. Related to limited

mobility, fecal incontinence, impaired tactile
[feeling by touch] sensation, disease process,
chemotherapy, dry aging skin in 4 warm dry
environment. Marfifestéd {seen] by complaints of
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Continued From page 14

ftehing. Periodic excoriation on butiocks.”
-Gogk "Mo sign ar symptom of infection, Regzin
skin integrity.”

Review of the provider's undated Skin/Wound
Quality Indicator {Qf) log regarding resident 12
revealed mimerous enfifes of excoriation of
buttocks, a stage wa pressuré ulcer an right

- lower bultock, and a sfage two pressure ulcer on
 right lower leg. There had been no documentstion

of the other sifes listed in the problem ares of the
care plan.

5. Review of resident 18's updated 5/8/14 care
plan revealed:

*Ptoblem. area: "Potential for skin breakdown
related to peripheral vascular diseass (poor Blood
flow in the legs), diabites, and diseass pracsss
manifested (as seen) by stasis ulcef present.
Discolored area. Fragile skin.”

-interventions for the nurses: "Skin assessrment
per policy."”

-Goal: "Regain skin integrity. Decreased wound
stze. No signs or symptom: of infection.™

Review of the provider's undated Skin/Wound QI
log regarding resident 13 revealed eritries of
actual skin issues. An entry dated 5/27/14 that
had been facility acquired (had been a blister on
his tower left leg). tmeasured ane certimeter by
one cenfimeter. The tog had been left biank for
the interventions, dietary notifications, if-added to
care plan, and if family and physician had been
riotified.

6. Review of resident 14's updated 4/18/14 care
plan revealed:

*Problemn area: "Potentia! for impaired skin
integrity, high risk for heel ulcer related to

F 280
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cognitive [thinking] impairment, diabetes, CHF
[congestive heart fallurel/CAD [coronary artery
disease]; history of pressure ulcer to COTCYX,
incontinence, Alztigifriei’s, COPD [chronic
obstructive pulmenary disease], seborrhea
capltas [dry scalp}, dermatitis finflammation] scalp
and beard," :

-Ornie of thé intérventions for nurses had been to
perform, "Skin assessment per policy,”

-Goal: "No skin breakdown. No sign or symptom
of infection.”

Review of resident 14's medical record indicated

on §/3/14 he had & pressure Lilcer on his right and

lower buttocks which indicated he had an aciual
 skin issue hot a potential skin fssue.

7. Review of residerit 3's complete medical record
revezled he had a history of presstire uloers.

Review of resident 3's 5/22/14 Skin/Wound QI log
revealed he had a rash to both sides of hig groin,
upper left thigh, and lower left leg. The
intervention was documetitsd gs other.

Review of resident 3's current care plan updated
on 3719714 revesled:

| *Potential for impaired skir integrity.

} *High risk for heel ulcers,

*An approach for skin assessments pet policy.
*His care plan had not been updated to ncludes
his tufrent skin condition.

8. Review of resident 4's cotrent care plan
 updated on 5/19/14 revesled there had béen o
- mention of his continuing pressure ulcers to his
buttocks. The care plan had not been updated to
reflect his current statis. Refer to F344, finding 4.
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9. Review of restdent 15's currerit care plan
Updated on 5/27/14 revealed:

“impaired skin integrity, Stage 4 fsuperficial or
shallow break in the skin surface] at top of
buttocks crease.”

* Administer medications and trésatments as
ordeted sfd evaluate for effectiveness.”
“There had been no documentation the physician
had been notified of fHis ctifrent skin condiion.
*There had been no skin treatments ordered
stnos 473114,

 Refer to F 314, finding 5.

10. Review of resident 16%s curritit care plan
updated on 5/27/14 revealed:
*ltipgired skin integrity, Stage H to right mid
buftock and right fewer buttock..."
*Conflicting documantation i the care ptan and
the SkinfWound Gl log,
“Skin assessment daily per policy with
docurentation.
"Evaluate healing process arid revise care plan
as needed.
*Administer treatmients as ordarad,

Review of resident 16's May 2014 medication and
trealment administration records revealed:
*A522/14 physician's order for Calazime two
times a day to cotsyx,

*From 5122114 ta 5/28/14 Calazime had been
documented as applied one time on 5/23/14.
Refer to F 314, finding 5.

1. Review of resident 6's 11/22/13 care plan,
updated 4/22/14 revealsd: '
*Probler: Potential for impaired skin integrity.
Stage fwo pressure ulcer behind right esr,
*Approach: included none for the presstuire ulcer
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Continiued Froim page 17
behind his right ear.
*Goal: No skin breakdown.

Review of resident 6's quarterly Minimum Data
Sets (MDS) revealed:

| *5M16/13 quartetly Minimurm Data Sat {(MDS)

revegled he had one stage two pressire ulger.
*8/13/13 he had one stage two prossurs tlear.
*11/3/13 hie had one stage two pressisfe ulces:
*4{21{14 he had two stage two pressure ulcers.

2. Review of a resident 8's §/28/14 care plan for
irmpaired skir integrity revealed no skin
breakdawn, Review of a 5/19/44 nurses nofe at

| 6239 p.m. revealed an entry for a reddened,
i blanchable area to his left outer thigh.

Continued review of rasident 8's medical record
revealed he hiad a bowsl impaction. with resulting
treatments and a re-hospitélization on 5/7/14. He
had been hospitalized of 5M/14 and re-admitted
on 5/6/14. The care pian had nat been updated in
regards 1o his constipation and bowel impaction.

13, Review of the provider's reviewad /1444
Comprehensive Cars Planning policy revéaled:
*All goals would be meastrable, realistic, timely,
obtainable, and individualized.

*Siandardized care plans would be tilized as
soon 35 a problem daveloped.

*Care plans would be assigned and handed to the
nursing assistart staff on each unit to review,
add, or defste pertinent care issues.

“The unit supervisor was responsibte for all
changes in the treatment plan and fo ensure
information was relayed to the nursing
assessment coordinator;

Interview on 5/21/14 at 1:30 p.m. with ficensed

£ 280
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practical nurse (LPNY D tévealed; g?gg [gi%%gﬁ BET PROFESSIONAL
*She did riot update care plans in &e computer. Residents 1, 2.3.4.5. 6. 7, and 8's MARs
She was not gware of the.hard coples of the and TARs have been reviewed. All
care plans, and she also did not update those. residents that receive medications and
A s 1 treatments are at risk for missin
Interview on 5/28/14 at 1:30 p.. with the director documenitation. &
of nursing revealed: _ Review of the Medication Administration
“The cate pian was to be a working copy to policy has been reviewed and revised to
reflect all residents’ current status. include an additional checklist to ensure
Her expettation was the charge nurse, dietary, PRN medications/treatments are documen
and all other disciplines should have updated ted for effectiveness. Staff has received
each resident's care plan to reflect their current education regarding the use of this new
status. checklist and it will be continued to be used
F 281 483.20(k}(3}() SERVICES PROVIDED MEET F 281 falong with the PRN MAR already in place.
$5=F | PROFESSIONAL STANDARDS Unit supervisors will be tasked with doing

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

This REQUIREMENT ié not mit as evidencad
by:

Based on observation, record review, interview,
anhd policy réview, the provider failed fo:
*Ensure ali medication adrinistration records
(MAR) and treatment administration records
(TAR) had medication and treatment for eight of
eight sampled residents (1, 2, 3,4, 5, 6, 7, and 8).
*Ensure medications used on ah as needed
{PRN] basis had documentation of the
effectiveness for seven of eight sampled
residents (1, 2, 3, 4, 6,7, and B).

*Ensure one of tne tréatriernit ¢art and one of two
medicafion carts were focked on the nursing care
unit (NCU).

Findings include:

1.3. Review of resident 5's March 2014 and ApHl

duty and hence forward have been

rnonthly chart audits to ensure
compliance with this deficiency. These
audits will be monitored by the DON
who will report tc QA.

The medication and treatment carts
were checked to ensure that both
lacking mechanisms were in working
order and this was confirmed. Staff an

reeducated on the need to lock the

carts when not in attendance or in tse.
Continued education will be provided
and on the spot training will be
conducted if this is captured again.

DON or designee will perform. random
checks to ensure medication carts are
secured daily for 4 weeks, then 3~ 5 times
weekly for one quarter, then weekly until
the OA committes determines otherwise.
Expected Date of Completion: 6/28/14
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Corntinued From page 18

2014 MARs and TARS revealed iumerous blank
documentation boxes. Those boxes were o have
been initiated after the resident had received her
medications and tregtments.

b. Review of regident 6% March 2014, April 2014,
and May 2014 MARSs and TARS revealed
numerous blank documentation boxes, Those
boxes werg ta have beén inttisled afier the

 resident had received his medigationg aint
| freatments:

Review of resident 6's PRN medication

' documentation shiget revesled sntries from
- 3/18/14 through 5/17/14. Three of the nine érities

for PRN medicafions revealed no results had

been charted.

. Review of resident 8's Mareh 2014, April 2014,
and May 2014 MARs and TARS revealed
numerous biank documentation boxes. Those
boxes were to have been initialed affer the
resident had received his medications and:
freatments.

Review of resident 8's PRN medication
dotumentation shaet revesled entries from
3/20/14 through 5/19/14. Ten of the twenty entriés
for PRN medications revealed ne resuits had
been charted.

d. Review.of resident 3's March 2014, April 2014,
and May 2014 MARs and TARS revealed
numerous blank décuirientation boxes. THoss
boxes were to have been initisled after the
resident had received his medications and
freatments.

F 281

Responsible Party: DON or

bring te GA on a quarterly basis until

advised otherwise,

designee will
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Review of resident 3%s PRN medication
documentation sheet revealed snbries from 3/4/44
through 57184 4. Multiple entries for PRN
medications revealed undlear orno results had
been charted,

e. Review of resident 4's March 2014, April 2014,
arid May 2074 MARSs and TARs revealed
numerous blank documentation boxes. Those
boxes were to have been inilisled after the
resident had received his medications and

| treatrrients,

Review of resident 4's PRN madicsition
documentation sheet revealed enfries fror: 3/6/14
through §/7/14. Multiple entries for PRN
madications revaaled untléar of né resufts had
been chérted.

f. Review of resident 1's March, April, and May
2014 MARs and TARSs revealed numerous blank
documentation boxes. Those hoxes were to have
been inflialed affer the resident had regeived her
medicafions and treatments..

Review of resident 1's PRN madications fiom
113144 through 5/15/14 revealed five out of
seven times there had bsen no follow-up
documented.

§g. Review of resident Z's March, April, and May
2014 MARs and TARs revealed numerous blank
documentation bexes. Those boxes were fo have
been iniffaled after the resident had received Her
maedications and treatments.

Review of resident 2's PRN medications from
1413114 through 5/15/14 revealed seven out of

F 281
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Continued From page 21
elever imes there had been no follow-up
docurmentatioh.

h. Review of resident 7's March, April, and May
2014 MARs ard TARS revealed numersus blank
decumehitation boxes. Those boxes were to have
beeri initialed &fter the resident had received her
medicationg and freafmerits.

Review of resident 7's PRN medications from
4110114 through 5/9/14 revealed three of
fourteen times there had bigen rio folfow-up:

. documentation.

2. Observation on 51 /14 from 5:04 p:m. through
5:25 p.m. revedled one of the two medication

| carts on NCU'had besn unlocked with no-staff

member present. That cart hiad been parked

- ouiside of the dining room. Residents and staff

members had been passing by that cart.

Burveyor: 32333

3. Observation on 5/19/14 at 2:50 p.m. on the
NCU of the treatrtient administration cart
revealed:

*It had been in the red hallway unattended.

*It had been unlocked,

*The cart iad contained treatment suppiies such
as needlés and wound care supplies.

“Ithat remained enloeked for at least fifteen
minutes during the observation,

4, lnterview oft 52814 at 1:30 p.m. with the DON
confirmed miedicatich and treatment carts shodld
have remained locked at all times when they
were unattended.

Surveyor: 26632
Interview on 5/28/14 at 1:30 p.m, with the director

F 281
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of nursing revealed she expected all medications
and treatments to Have been signed when given
or completed. She aise expected PRN
medication resulis to have been documented.

Review of the provider's reviewed 5/22/14
Medication Administratien policy revealed:
*The individual administering the medication
must ensure fhat the 7 rights of medication
 administration aré followed before giving the
medication.” One of those rights included the
right documentafion..
- *"Professional standards required after the nurss
" administered the medication the- MAR was
completed per poligy to vesify the medication was
given as ordered.”
*"After agministering a medication the nurse
records it immediatély -on the appropriate MAR™

| Review of the: provider's teviewed 5/22M14
Charfing of Medications: policy revealed;

*All squares were to be completed with the initials
of the niirse or medication aide who gave the
medication immediately following the
administration of the prescribed madication:
*MARs were to be checked weekly by the night
charge nurse for completion of signatures.
*Refused medications were o be noted by
cireling the nurse or medicaticn sides initials and

| wrfting an explanation on the PRN shest

F 309 | 483.25 PROVIDE CARE/SERVICES FOR ; F 309
8s=G | HIGHEST WELL BEING'

Edch resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mhental, and psychosocial welt-being, in
accordance with the comprehensive assessment
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and plan of care.

iis REQUIREMENT #s not met as evideniced

A, Basedf 6n observation, interview, record
review, and policy review, the provider failed to
ertstire effective pain management for-one of two

| sarpled residerits (1) with pain during. personal

care. Findings include:

1. Observation on 5/21/14 at 8:30 a.m. of resident

{ 1's personal care provided by certified nursing

assistants (CNA)J A and B revealed:

“He had been assisted to a standing position
while CNA B physically held onto hirm and he held
onto the wilker.

*GNA A provided the personat care and during
that care he exclaimed "ouch” and physically
pulled away frem CNA Aand B.

Imterview with the resident at the above time
revealed he rated his pain as "General.” Whan
clarifying the pain further and using the 1 0. 10
pain scale he statéd it was 510 6 Which révealed
moderate pairy.

Review of resident 1's medical record revealed:
a. Medication admintstration récords (MAR) had
physician’s orders for the following maonths:
*March 2014;

~Tramadol (pain medication) 50 milligram {mg)
ane tablet four imes a day (QID) by meuth (PO)
for severe pain. On 3121114 the physician had
increased the dose to 100 mg three times a day
(TiD).

-Acetaminaphen 325 mg two tablets PO every

A Resident #1 total chart including care
plan, MAR, nurses notes, MDS, and

holicies have been reviewed and/for
revised, 1t is noted that resident #1 died

n the facility on 6/13/14. R is also noted
that resident #1 had no family for
rotification. All residents experiencing pain

bither acutely or chronically may be
affected.

Review of the Médication Administration
policy has been reviewed and revised to
nclude specifics regarding pain
medication and assessment.

Staff has received and will continue to
receive educdtion about the impoirtance of
dssessment, treatment, documentation,
and notification of provider
physician/family

for residents experiencing pain. Pain
assessments will be monitored by ADON

or designee on a weekly basis by

reviewing 5 pain assessments and
forwarded to DON or designee to report

to QAPI on a rivorithly basis.

Pain assessments will be completed on sl
residents upon admiission, quarterly,
significant change or as heeded.

t Is the nurse’s responsibility to initiste the
pain assessment scale, report to provider,
Family, MDS coordinator, and DON. The
nurse witl initiste or implement
Hori-pharmacological or phaymacslogical
nterventions as ordered.
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Conﬁnued From page ?4 _ F 309 constantloose stools. There was minimat
fever.He had received ft once on 3/18/14. documentation of provider notification
April 2014: and none for famify regarding the loose
~Tramaidal 50mg two fablets QID. He had refused stools. Resident #1 does not have any
twenty-two of the QID schéduled doses, family to contact. Policy has been
May 2014: implemented to ingludefor 2 loose stools,
~Tramadsl 50rmg two tablets QID. direct care staff are to repost o the charge
~He had refused eight of the scheduled doses hurse. The chargenurse is expected to do
from 5/1/14 through 5/18/14. an assessment todetermine the cause.
-Hydrocodone/ APAP {pain medication) 5/325 myg Following the implementation of standing
every four hours PRN. order Loperamide, provider is to be notified
e had received it on 5/9/14 and 5M8/14 as well as family for change in condition.
~Tyleriol 325 mg orie to two tabs PO for painffever Nursing is to ehsure that loese stools are
every four to six hours PRN. noted.on care plan and bowel movements
~He had recelved it on 5/10/14. are riionitored daily. o
Unit Supervisors of thelr respective unit
Review of the ntirses notes from 1/1/14 through ;'m", m‘?é"_tof dil{!‘v ‘bpwef;énovemg '}:t (8M)
5/21/14 revealed entries made on the following: ogto) entify hose ‘ées’--.ifn?s ol 2o
*2/18714 as "No symptoms of pain/denies pain.* mc;re oose sto kls in .wé' moni .O’;;‘ L:tr e
*3/19/14 as "Moderate generatized pain.” nales on a weekly basis 1o ensure that
3150714 a8 ¥ e follow-up was done. Weekly audits will
"3 as "Moderste ail over, . S
3194144 a8 "Nilld." continue x 4 and reported te DON of
1114 a5 "Mild. < y )
*3/99114 a8 "Severs.® designee who will bring to QA on a quart-
. DR - P erly basis. Expected Pate of Completion is
| “3/23/14 as "Severe and radiating. 6/28/14
No staridardized pairi rating score had been T
used. There had been one hote that indicated the The pressure ulcer policy has been
physician had been notified of his pain. There had updated and revised
been o documentation of his family having been and is addressed in:F314. Please refer to
ntified of His pain issues, POC E314.
Review of the 12/29/13 and 3/24M14 Minimum
Data Sets (MDS) described his pain as severe,
Review of the updated 4/4/14 tare plan reveated
a problem initiated on 1/3/14:
"Potential (at risk for) for chronic pain refated to
bagk gnd hip paiirt of recént onset.”
*Interventions dated on 1/3/14 for nurses had
been to "Assess physical symploms, ask about
pain regutarly, use verbal p_ain assessment t‘qof_. o
FORM CRMS-2567(02-59) Previoss Versions Obsolete Evant 10:6M5C14 Facilify ID: 0118 W contimuztion sheet Page 25 of 19
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Continued From page 25

use non-verbal pain assessment tool, investigate
other causes of pain, adminisier pgin meds and
note effectivenessiadverse effects, and notify
physician of changes.”

*lnterventions dated 1/3/14 for CNAs were fo
"Assist with repositioning as needed, assist with
ADLs [aetivitiss of daily living] as needed, report
pain indicators, and raport changes in behavior
{eq: increased agitation/aniety)."

*Interveritions dated 1/3/14 for physical therapy
{PT) were to "Evaluate and freat as indicated and
report changes in ability.”

*Interventions dated 1/3/14 for all staff were to
"Encourage fluids and report pain indicaitors.”
*The goat had been dated 4/4/14 as "Expressed
feetings of comfort or of pain relief."

-The goal §ime had been "By next review three
months.”

Interview on 521714 at 12:50 p.m. with the

assistant diréetorof hursing (ADON) confirmed
staff had not been consistent in dotumenting
residents’ pain assessments in the sanie areas
within the electronic medical record.

Interview on 52814 af 1,30 p.fn. with the director
of nursing (DON) revealed the provider did not
have a policy regarding pain management. She
wollld have expscted pain assessments to have
been completed quartery or as needed.

B. Based on observation, interview, record
review, and policy review, the provider failed 1o
intervene in a Bmely manner for one of one
sampled resident (1) with constant ipose stoals.
Findirgs include:

1. Observation on 5/21/14 at 8:30 a.m. during

F 309
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personal care revealed residem 1 had beén
incontinient of liguid fout smelling stool.

Review of resident 1's medical record from March

- 2014 through May 2014 revealed the provider

had standing efdefs for loperamide (medication
for loose stools) 2 mg PRN for diarthea QID for
two days.

Review of the following MAR revealed:

*March MAR;

-A 31314 physician's erder far loperarnide 2 mg
PO every sther day at breakfast for digrhea. That
physleiai's order had begn discditinied on
3/24M4.

- -Ancther physician’s order had been obtained on

31814 for loperamide 2 mg PO QID PRN for
diarrhea for two days.

*Apil MAR:

~-A 4116114 physician's order for loperamide 2 mg
PRN for diarrhea QID-for two days.

-He had received one dose of that medication.
*May 2014 had no indication of loose stocls.

Review of the updated 4/4/14 care plan revesled
a probleh infiated on 10/08/13 of a potenfial for
urinary incontinence related to benign prostatic
hypertrophy (enlarged prestate), diabetes, history
of urinary tract infection (UT), and history of
elevated PSA {prostate hormone). There had
been no problem for incontinence of bowel or
loose stoois.

Review of the nurses notes from 1/1/14 through
5121114 revesled entries refated to loose stools or
incontinence of bowel movements (BM) had besn
made on the foltowing number of days:

*January: two days.

“February: thiree days.
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*March: ten days.

*April: five days.

“May: fiwo days.

There had been one niote that indisated the
physician had been nofified of the loose stools.
There had not been documentsition of Tarmily
notification.

Review of the provider's cerlified nursing
assistant documentation from 4/27114 through
52714 revealed at Teast daily documentation-of
numerus foose stools.

Review of the 12/29/13 and 3/24M4 MDSs stated
the resident had not been on a toileting program.
The 12/29/13 MDS stated the resident had been
continent of stool The 3724/14 MDS stated the
resident had been fragquently incontinent of stogl,

Imtendew on 5/27/14 at 9:00 a.m. with registered
rurse G eonfifmied the résident had diavrhéa
constantly. It had been related to the Engure
supplement he drank for every meal. She could
net provide documentation that another
supplerhent had been tried to refieve the diarrthea.

Interview on 5/28/14 at 1:30 p.m. with thre DON
confirmed there had been no policy on bowel

| protocol. She confirmed shie would have
expected the physician to ave been updated on
the loose stools, and other measures should have
been attempled.

C. Based on cbservation, Interview, policy review,
and record review, the provider failed to ensure
documentation of skin issues had been
addressed for one of one sampled resident (1)
with numerous uicers. Findings include:
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ta. Observation on 5/21/14 at 8:30 a.m. of

i resident 1 during personal cares revealed:

1 *CNA. A and B had provided persoral care and
cleansed his skin.

{ "The resident's bottom had ten open ulcers

| (breaks in the skiny around his rectal openinig.
*The buttocks and Upper thighs were reddish
purple in eolor with gkin pedling off.

Review of his medital record revealed Braden
(asgessmenit to evaluate risk of skin breakdown)
scores kad beeh completed:

*On 12125713 and documented as "20-not 4t risk
for skin breakdown with additional risk factor of
disbetes.”

*Or 3/18/14 as "{7-mild risk for skin breakdown
with additional risk faciar of diabetes.”

' Review resident 1's. of thie updated 4/4/14 care
. blan revealed:

. *Problem drear *Potertial fof impaired skin
integrity" had beery infiated on 1/3/14.

| -Interventions for on 10/17/14 far nurses:
"Perform skin assessments per policy, administer
supplemarits, administer medicationsfreatments
as ordered and evaluate for effectiveness, use
pressure reducing devices; pressure relieving
matiress.”

| «nterventions for CNAs had been dated on

1 10/17/14 to:"Assist with hygiene/skin care as
needed, report changes to the nurse, and keep
skin clean and dry.”

~Interventions on 10/17/14 for dietary: "Monitor
weight, provide additional fiuids, and provide
nutritional supplements.”

-nterventions on 10/17/14 for all staff. "Report
charnges to nurse and gffer fluids frequently ”
-Goat: "No skin breakdown, no signs or
symptoms of infection.”
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«Gog! date: "By next review three mionths.®

The skin issues were described in the nurses
notes from 1/1/14 tirough 5/21/14 as:
"Excoriated from feces gontact and impioper peri
care.”

"Excatiafions left and right buttock, fleshy area.”
"Excoriations to buttocks bilaterally, mepiplex
{special dressing) dressing ordéred but

| unavailable this noc {night).”

"Rubbing his bottom to puint of making his skin
raw and fedes remain.”
*Open area,”

1 "Excoriations. from: inconinence of bowel and

bladder.”
"Diesensitized skin present.”

1 "Poor skin turger.”
| "Excorigtions o buttocks from persistent

incontinence of BM and urine.”

*Entire buttocks red and excoriated from feces
and incantinence of urifie.”

*Resident is very emacisted with miany bony
prominences. His movement is minimal. His
buttocks and perineal area are excoriated with
some open areas.”

Thiete frad been no docuirientation the physician
had bieen notified of the open areas. Also there
had been no documentation that family hed been
updated on his condition.

b, Review of the 12/30/13 dietary review for
resident 1 revealed his ideal weight range had
been 140 10 174 pounds {Ib). Hisweight had
been 127 Ibs. His BMI (measurement of body fat)
indicated he was underweight: The registered
dietician (RD} recommended his weight to be at
144 Ibs. The record also indicated "He is refusing
more meals than eating. Does drink ensure for
meal before he smoekes. No prablems with
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chewing or swalldwing. No problems with

conistipation or diarrhea. (resident name) has no

teeth, but Fas ne pain or sores with gums or
mouth.”

Review of the 3/28/14 dietary review by the
certified dietary marager{CDM} revesled he was
on palfiative care (symptom management). His
weight had been 117 Ibs. The RD recommended
ideal weight had not changed. The record also
indicated: "has not been eiting for & while. He
eats and drinks his ensures. Has riot been
smoking.”

Review of the 3/31/14 RD documentation
revesled his weight had been 114 ibs. His diat
- had been regular with ground meats and
supplements. The resident had been eating
independently. That note stated, "He has lost
- weight, 35 pourids from one year ago and 15
pounds sifice 1/3/14-%a hig disadvaniage.
Resident is very thin and emaciated in
appéarance-he has bony prominences with
muscle wasting and no fat pads. He has skin
issues on buttocks which are compromised by
incaontinent bladder and bowel arrd currently has
' diarrhea. He is at sefiously compromised
rutritional staitus.”

c. Review of the provider's 1/12/06 Charting for
Nursing Care and Speciat Care Units policy
stated:

*Morthly charting is to include but not limited to:
i *Mode of transpartation.

*Ability to perform Activities of Daily Living (ADL).
“Contiratice of boweal and bladder.

*Tolleting plan.

*Qrigntation.

*Diet.
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Continuzed From page 31
*Nutritional problems.

*Special problems or complaints.
*Pain management.

*Skin assessment.

*Mood and behaviors.®

Review of the provider's 11/5/08 Resident
Hydration palicy revealed:

*"All residents will be mionitored for rigk. of
dehydration via nursing assessment, RD
(registered diefician) constilts, and dietary
manager review."

*"Any concerns are to be address{ed) with the
dietary manager, dietician, and primary care
provider for follow-up.”

“"Any actijal or potential problems related to

dehydration (incontinence, skin breakdown,

immobifity, etc.) will [be] noted on each careplan.”

interview on 5/28/14 at 1:30 p.m. with the DON
confirmed the provider did not have policies on
skin issue protocols and nutritional assessments.
She would: have expected skin assessments to
have been completed guarterly and as needéd.

483.25(c) TREATMENT/SVCS TO
 PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of @
resident, the facifity must ensure that a residerit
whe enters the facility without pressure sores
does not develop pressure sores unless the
individual's elinical condition demmonstrates that

1 they were unavoidable; and a resident having

pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

F 309

F 314
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This REQUIREMENT I8 hot miet g5 evidenced

§'s
Based on observation; inferview, record review,

dnd policy review, the provider failed to ensure

there was an effective pressure ulcer

management program for 11 of 16 sampled

residents (1, 4, 6, 7, 8, 18, 12, 13, 14, 15, and 16}
with prassire uléers. That failure created a
situation of immediaia jécpardy that had the
patential for causing hamm to-all residents with g
- pressure uicer and those at risk for developing a
pressire ulcer.

NOTICE:
Naotice of immediate jeopardy was given verbally
1o the administrator, the assistant director of
nursing, and the director of operations on /2114
at 2:12 p.m. The adrhinistrator was asked for an
immediate plan of correction o ensure ali
residents with pressure ulcers were effectively
{ managed and for other residents with the
potential for pressure ulssr development,

PLAN:

'On 8/21/14 at 5715 p.m. the interimadministrator
and directer of nursing {DON) provided the
surveyars with the writien plan of correction
(POC). The written POC dated 5/21/14 was
accepted by the surveyors. That ilmmediate POC
included:

“Skin assessments on all residents would! be
done with next scheduted bath.

*Consult with physical therapy for pesitioning for
wheelchair and bed bound residents with active
skiiy conditions such as pressure ulcers: or Stasis
ulcers within forty-eight hours.

*Team creatéd of nurse managers, Minimum
Data Set {MDS) coordinators, and dietary to
spearhead a skin assessment and treatment

F314 483.25(c) TREATMENT/SERVICES TQ | 6/28/14
F 314/ pREVENT/HEAL PRESSURE SORES

NOTICE:

Notice of immediate Jeopardy was given
verbally to the administrator, the assistant
director of

nursing, and the director of operations on
5/21/14 at 2:12 p.mi. The adininistéator
was asked for an

immediate plan of cafrection to ensure all
residents with pressure ulcers were
effectively

managed and for other residents with the
potential for pressure ulcer development.

The foltowing plan of correction was
implemented and accepted on 5/21/14:
5721114 Braden Scale will be completed

- 1.5Kkin assessments on all residents

will be done on next scheduled bath.

2 Consutt with physical therapy for
paositicning for wheelchgir and bed bound
residents with active skin conditions {i.e.
pressure wicers or stasis ulcers) within 48
hours. _

3, Team created of Nurse Managers,

MDS coordinators and dietary to
spearhead 2 skin dsséssment and
treatment team to evaluate ulcers and
skin conditions and educate staff about
skin care,

4.Complete 3 head to toe

assessment with a change in condition of
a resident {increase in ADL assistance,
fever of over 100" fortwo shifts,
lethargy, decrease in appetite, increased
confusion and ingresse in agitation).
5.individualize plan of care for each
wound type and resitent.

6.Audit impact by monthly QAPI

report.
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team to evallate vicers and skin conditions and
edugate staff about Skin cars,

*Comiplete head-to-toe assessment with a
change in condition of 4 resident (increase’in
activities of daily living assistance, fever of over
106 degrees Fahrenhett, lethargy (sleepiness),
decrease in appetite, increased confusion, ang
increase in aghation.)

*Individualize ptan of care for each wound type
arid resident.

*Audit impiaict by menthly quality assurance
performance mproverient (QAP!) feport.

*At shift report for nursing care unit and special
care unit today at 6:00 p.m. and 6:00 a.m. on
5/22/14 shift change the DON would present a
mini in-service to all nurses on duty of Bradan
scale scoring, tuming and repositioning,
recogrition of skin conditions including
measurerments, open or clused skin, pressure
ulcers versus excoriations and docurment of
same. All other nurses and oertified nursing
assistants (CNA) would be in-serviced by 5/28/14.
*Following in-service by DON and unit nurses
would train the CNAs by demonstration of
positioning, tumihg, regognition of skin issues,
and review of policy with signature from CNAs.
*MDS coordinatiors would total scores of Braden
scores that lacked scoring toidls today.

“Notify resident's family of any skin issues.
*Physician/providers will check pressure sores
weekly with thé unit nurse.

*Utilize the weeldy pressure ulcer form which that
will be submitted to the SON o a wekly basis.
She will scan it inot American Data on & manthly
bagls for putposes of QAPL

*All oirttments and creams applied for skin issues
must have provider's order. CNAs will not
perform skin assessments or dressing changes
including Bt not limited 10 DueDerm, wetto-dry

today at six pm and six am tomorrow shift
change the DON will present a mini
in-service to all nurses on duty on Braden
scale scoring, turning and positioning,
recognition of skin conditions including
measurements, opeh or clesed skin,
pressure ulcers versus excotiation and
documentation of same. All other nurses.
and CNAs will be in-serviced by 5/28/14.
38.Following in-service by DON unit

nurses will train the CNAs by
demonstration of positioning, turning,
recognition of skin issues and review of
palicy with signature from CNAs.

9. MDS coordinators will totat scores

of all Braden scales that lack totals teday.
10Notify resident’s family of any skin
issues, -

11.Physician/provider will check

pressure sores weekly with the unit nurse.
12 *Utiiize the weekly pressure ulcer
form which will be subrmitted to DON ona
‘weekly basis who will scan into American
Data on a monthly basis for purposes of
QAPL

13_All ointments and creams applied

for skin issiigs must have a provider's
order. CNAs will not perfarm skin
assessments or dressing changes including
biut not limited to Duoderm, wet to dry
dressings or prescribed treatments.

14 Physician wili assess all current
pressurefstasis ulcers on 5/22/14.
15.Implerment skin care book for all
'wourds on each unit by 5/22/14.

All items noted above had been completed
by expected due date as evidence by
follow-up survey commencing on 5/27/14.
*Please note ftem #12, our software
cannot accommodate scanning into the
1system at this fime.
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F 314 | Continued From page 34

dressings, or prescribed treatments.

*Physician will assess all eurrent pressure/stasis
ulcers on 5/22/14.

*Implement a skirn care book for all wounds on
each uhit by 5/22/14.

During the survey on 5/21/14 &t 6:00 p.m. thé
surveyors confirmed removal of the immeadiate
jeopardy situation.

Findings inciiide:

1. Review of resident 4's complete medical record
revealed; :

*On 3/6/13 he had been admitted with a 0.5
ceniimster (om) stage I pressura uiter on his
right butiock,

| *There had been muitiple documentation from

March 2013 through WMay 2014 of conflicting
nursing notes of ruitiple préssure uicers.
*There had been no docufmentation of what
pressure ulcers hiad healed and what were new
pressure ulocers:

*There had been conflicing doctmentation of
where the pressurs Wcers had been located oh
the body.

*From the nursing documentation there was no
way to know if the resident currently had any
pressufe ulcers.

*A B/20/14 physician's order for topical Calazime
skin protestant paste twice a day. May have at
bedside.

Interview on §721/14 at 9:00 a.m. with regisiered
nurse (RN) C regarding resident 4 revealed she
was unaware if the resident currently had a

pressure ulcer,

Interview ari 5/21/14 at 9:00 a.m. with CNA E

F 314|1.Braden scores will be completed

upoh admission and guarterly thereafter
{MDS cootdinator)

2.All residents with a Braden score

of 18 or less with o skin issues will be
dssessed weekly with documentation also
weekly.

3.Al residents with & Braden score

of 18 or fess with actual skin issies will be
assessed daily with documentation also
daily.

4.All residents with a Braden score

of 1% and above without skin issues will be
assessed and documented on menthly.
5.Al residents with a Braden scare

of 19 and above with an actual skin issue
will be assessed and documented on daily.
& The MD has been visually

inspecting any skin issues on a weekly
basis sinice 5/22/14 with orders received
or riegd for follow-up.

7.Physical Therapy services have
evaluated gach resident with skin issues
for turning, positioning, or adaptive
equipnrient.

8.All nurses received immediate
In-service training an 5/21-5/22/14 by the
DON and lnterim Superintendent.

9.CNA staff has received in-service
training on turning and positioning, lifting
and transferring techniques, and
recognition of skin issues to report before
5/28/14,

10.The Medical Director has been
consilted %o include a standard of care for
treatment _of pressure glcers.

11.Dietary has been consulted for
nutritional support far pressure ulcers to
include, but not limited to:

FORM CMS-2557{02-43) Previous Versions Obsolets

Evant 10 BNECTH

Fagility 1D: 0119

If continuation sheet Page 35 of 79




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 061372074

_ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB ND, 0838-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA £42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMBLETED
43A136 B. WING 05/28/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MICHAEL J FITZMAURICE SOUTH DAKOTA VETERANS HOME 20 MINNE ARVENUE
: - I HOT SPRINGS, 5D 57747 .
X0 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORREGTION. ®5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LEC IDENTIPYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DERICIENGY)
' _ a.Fortified foods/FiS diet
F 314 Continued From page 35

revealed residérit 4 gof Up at 7:00' a.m. and his
incontinente brief was changed at that time. The
CNAs or unficensed assistive personinel (UAFP)
put on his Calazime ointment. The resident was
not on a changing schedule and would usually go
five to six hours without being chranged. She had
not changed his incontinent brief that moming but
had the day before. He had a small open area on
his buftock the day before.

Cbservation and intervisw on:5/21/14 at 320
p.m. of CNA B and RN € while providing personal
care to resident 4 revealad;

*The rasident had hot been offered personal care
sifics 7:.00 a.m.

*His incoritinence brief had bean sailed with stool.
*A AP or nurse could apply Calazime onto a
pressure ulcer,

| *The resident was paralyzed and unable to lat

staff know iF he had a soiled incantiient brief,

Review of resident 4's current care plan updated
on 5/19/14 revesled:
*He had a potential for impaired skin integrity

i {skin Breakdown).
1 *Ahigh risk for a heel tlcer.

*L imited mobility related to fecal incontinence.
“An ulcer on his left distal toe.

*Skin assessment 1 be done per policy.

*Dally skin assessments.

*Evaiuate Healing process and revise care plan
as heeded,

YA 21207414 goalfor no skin breakdown and
notnal skin turgor.

. *No mighition of pressiire ulcers to his buttocks.

Review of resident 4's repositioning, toileting, and
bedtime snack décumentation from 4/27/14
through 5/27/14 revealed:

314 |b.High Calorie/High Protein snacks
¢.High Calorie/High Protein supplement
including protein powders

d.Vitamin C source three times daily
e.Encourage food/fidid intake
f.Food/fluid intake records

.MVl with Minerais

h.Zinc, Vitamin A, L-Argiaine, Juven
supplements as deemed appropriate by
Dietitian

12.The facility has assigned a registered
nurse {RN) as wound care nurse. Her
rasponsibilities will be:

d.Identification of new and existing
wounids

b.Weekly rounds with provider
e.Recommiendations of treatment
modalities _
d.Dacumentation iricluding complete
assessment at least weekly

e.Input of finding into-electronic medicat
recard {EMR)

. Input of information into. minimum data
set (MDS).

13.Resident % died in the facility on
6/13/14.

14.Residents 4, 6, 7, 8, 10, 12, 13, 14, 15,
16’s care pians have been revised to
include: New physician orders for skin
treatments, repositioning and pressure
reducing devices, incontinence carg, skin
assessments, dietary recommendations,
SVH protocol for skin protection and
physician/fFarhily notifications. Gosls have
been set for each resident.

15.All residents dre affected.

16.The wound care nurse will report
weekly assessment findings X 4 weeks to
the DON monthly. The DON or designee
will bring those findings to QAPI on a
monthly basis until QAPI directs otherwise.
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Gontinued From page 38
*Repositionfng had niot been dotumented as-
offered or completed every two hours.

- “Toileting (personal care) had not been

documented as offered or completed on a routine

| basis,

*Bedtime snacks Had not been docuniented as
offered or given every night,

2. Review of resident 15's 5/24/14 nursing notes
revealed hie had a stage two pressure ulcer, 0.5
inch cracked open area on his coccyx (tallbone
area). There had been no documentation of
physician nitification.

Review of resident 5's 443114 physiclan's ordefs
revealed Calazime ointment to the perineal area
@5 needed and may keep at bedside, No other
wound care of treatinents hiad been prescribed
after that.

Review of the Skin/Wound Quality (ndicator (Q1)
Log for residant 15 revealed:

Y5244

-History of pressure tlcer.

-Facility acquired.

-0.5 inch leng crack on coctyx.

-The treatment was Calazime.

-No physician netification documented.
*5125/14;

~Facility aequired.

-The skinfiwound type was documentad as other.
-0.5 inch fong buttocks crack.

-The intervention was Calazime.

-No phiysician notification documented.
*5126114:

-Fadility aequired.

-The skin wound type was decumented as an
abrasion.

- 0.5 irich track on buttocks.

F314
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~The intervention was Calazime.
-No physigian notification decumented.

Review of resident 15's qurrent tare plan updated
on 5/27/14 tevealed:

*Impaired skin integrily, a stage Il pressure ulcer
to at top of buttocks crease.”

*Skin assessments daily with documentation per
protocol.

*Administer medicationsfireattients as ofdered
and evaluate for effectiveness.

Review of resident 15's bathing, repositioning,
tolleting, and bedtimes snack decumentation from
4127114 through B/27114 reveaisd:

*Bathing hiad not been doctrmented as offered or
completed two times per week,

| *Repositioning had rot been documented as

aifered or completed every twa hours.

*Toileting (personal care) had riot been
documented as offered or completed on a routine
basis.

*Bedtime snacks had not been documented as
offered or given every night.

3. Revisw of résident 16's 5/22/14 nursing notes
revealed he had a stage two pressure uléer 0.8
cm by 0.3 em open area on "right upper buttock
in crease befween both creases."

Review of resident 18's 5/22/14 physician's
orders revealed Calazime two times a day fora
*siiall ared coceyx 0.8 by 0.5cm.”

Review of resident 16's May 2014 medication and
treatment administration record revealed:
*A5{22114 physician's order for Calazime two
times a day to coceyx.

“From 5/22{14 to 5/28/14 Calazime had been

Fatd
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documented as applied one time on 5/2314.

Review of résident 18's 5/22/14 through 524114
SkinfWound QI Leg revealed:

*5i22it4;

~Btage Il prassure ulcer.

-On creases of buttocks measuring 0.8 cm by 0.3
em.

*BI23/14;

-Facilily aequired,

-Stage 1k

-"Stightly closing sphit coeti area 1 by .5 om."

- The treatment was Calazime ointment.
*5I24/14:

-"Cocci-area has split large 2 ca by 5 em.”
-Fhe treatment was Calazime oihtment.
*5la5H4:

-Facility acquired.

- -Stage [ pressure ulcer.

~The sife was "buttock.”

-Thie size was 1 cm by 1.5 cm.

-The treatment was-Calazime ointment.
*5I25/14 {setond enfry):

-Facility asquired-
~Cracksibuttocks/coccyx 1 1/3™ fong.
~The treatment was Calazime sintment.
*5126114;

| ~The site was cocoyx.

-Stage Il pressure ulcer.

-The sfze was 1.2 cm by 0.3 cmi
-Thetreatment was Calazime gintment,

Review of resident 16's 5/25/14 through 5/31/14
Skin/Wound Gt Log revealed:

*5125114:

-Facility actjuired stage ! pressure ulcer.

-Site was documented as right buttock,

-The size was 1 cm by 1.5 cm.

-The intervention was documented as Calazime.
*5/25/14 (second entry);

F 314
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-Skin/wound type was documented as other.
~"Crack buttocks/cocoyx 1 1/8 " long.
-The intervention was documented as Calazime.

Review of resident 16's current cate plan updated
on 5127114 revealed:

 *“fmpaived skin integrity, stage Il to right mid

buttock and right lower buttock...”
*Bkin assessment daily per policy with

" documeéntation.

*Evaluate healing process and revise care pian
as needed.

Review of resident 16's bathing, repositioning,
toileting, and bedtime snack documentation from
4427114 through 5/27/14 revealed:

“There had been no documeritation of bathing.
*Repositioning had not been documented as
affered or completed every two hours.

*Toileting {personal care) had net been:
docurnented as offéred of cbmpleted on a routine
basis.

*Bedtime snacks had not been documented as
offered or given every pight.

4. Dacumentation of skin issues had not been
addressed for resident 1 with NUMEFOLS Oper
areas of the skin. Réferto F308, finding C.

5. Review of resident 7's medical record ravealed
he had been admitted to the facifity on 5117113
with pressure ulceis on both heels. The care plan
had been initiated on 2/27/14, The care plan had
not been revised during that time. Thie treatment
indicated on the care plan had been distary
supptement, whitlpools, pressure réligving
roatiress, applicafion of dressing/fointments as
ordered, assist with repositioning, and report
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PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPRIATE BATE
DEFICIENCY)
F 314 | Continued From page 39 F 314

FORM CMS-2567(02-99) Previcus Versicns Obsalete

Event ID;6NSC11

Facility ID: G119

Ircontinuation shest Page 40 of 79




o

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/13/2014

- changes to primaty care provider. Wound care

haid been chdriged o Aguatel after hospitatization

i May 2014, otherwise nothing had been done to
the heel aress,

Observation on 5/20/14. at 10:00 a.m. of resident
7 revealed:
*He had been wearing Prevalon boots on hoth

| feet asa preveritstive measure, The boots had

not been indicated on the care plan.

Review of the CNA documentation regarding
resident 7 for 4/27/14 through 5/27/14 revealed
bath decumentation had occurred on the
following dates:

-5/7114 a hath oceurred.

512114 rasident refused a bath,

6. Review of resident. 12's uridated Skin/Wound
Qll log revesaled the resident had excoriation on
the butfocks since 4714114, Ha also had 4 statje
two pressure ulcar on his right lower buitock
since 5/12/14. Treatment had been Mylanta. No
othier treatment had been inifiated for the open
ares on the right lower butfock.

Review of the 5/27/14 cars plan addressed areas
of left lower buttock, right lower buttock, left mid
buttock, and healing stage tvo on right posterior
thigh.

Review of the CNA documentation regairding
resident 12 for 4/27/14 through 5/27/14 revealed
bath documentation accurred on the following
dates: 4/27/14, 5/1/14, 518114, 5i22/14, and
5/2614.

7. Review of resident t4's medical record
revealed a care plan inftiated an 11/5/13
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indicating a riskfor problems with skin. The
nurses notes on 5/14/14 indicated "very
escotiated” (excoriated). There was ro further
documentation untif the physician visit on 5/22/14.
Another entry on 5/27/14 indicated an "open
lesion on left lower buttock and vght lower
buttock.” Neither of those open areas had been
placed on the care plan. The SKin/Wourid Qf log
indicated the treatment as barrier cregm.

Interview on 5/28/14 at 1:30 p.m. with the DON
indicated the staff would initiate barrier cream as
an Initial treatment. That physician's order would
come from the stending erders.

- Review of tie CNA dotumentafion from 4/27/14
| wrough 5/27/14 revealed bathing documentation
hat occurred on 5/9F14.

| During the extended survey on 5/27/14 the survey
team received from the provider = list of residents
Braden scores and how often residents would be
charted on regarding their skin issues. The form
revealed:

*Resident 12 should have had a daily nurses
note. From 5/22714 through 5/26/14 thers had

| been thrée late entries dated on 5/24744, all of
those had been charted within seven minuies of
each other.

*Resident 13 had no plan in place on frequency of
documentation. of skin issues. He had one
docurnentation. régarding skin issies.

*Resident 14 should have had a daily nurses
note. From 5§/22{14 through 5/26/14 thers had
been two late eritries within a minte of each
other. There also had been a missing note forthe
5126/14.

Surveyor; 26632
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11. Review of resident 6's medical recoid
revegled:

*He hiad developed a stage two pressure ulger
behind boti his right and left ears.

*That had been caused by oxygen tubiig rubbing
on hig skin.

*It was unknewri as t6 wheén those pressure
ulcers had been found and wheti they had been
considered healed,

1 *His Braden score on 5/12/14 was a 15, which
meant he had been at risk for pressure ulcer.
*He had 4 low aif loss matiress:

Review of resident 8's 11/22/13 care plan which
had been updated 4/22/14 revealed:

*Probiem: Potential for impaired skin integrity.
Stage fwo pressure ileer behind right e4r, There
was no mention of the pressure uleer behind his
left ear.

*Approach: Included none for the pressure ulcers
behind his right and. left ears,

*Goal: No-skin breakdown.

Review of resident &'s following quarterly MDSs
revealed:

*5115/13 he had one stage two pressure ulcer,
*B/13/13 he had one stage two pressure ulcer.
*11/3/13 he had one stage two pressure ulcer.
*421/14 he had two stageé two pressire ulcers.

Review of a quality assurance tool for pressure
ulcers related to resident 6 revealed:

*On 5/23M14 it was listed as a history of pressure
uicers behind both his right and 1eft ear.

1t did naot list when those pressure uicers had
been healed, '

*For the cgre plan part of that teol thiere was no
treatment listed for any preveniative medsures,
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12. Review of a weekly pressure vlcer Qi log for
resident 10 revealed:

*On 5122114 he had 5 fecility asyuired area on his
{eft fower buttock listed as a rash. That area
mesasured 7.5 em by 5.2 cm.

*On 522114 he had 2 faciity acquired area on his
right lswer buttock listed as a rash and was
raddened o dark rigroon in color. That area
rmeasyred 5.6 om by 9.5 Em.

*Clortimazole was t© be applied twice daily (8iD).
*Those areas were measured again on 5/24/14
and the right butfock rash migasired 7 cm by 8
o and the left buttdck rash measured Som by 9
CITT.

“Ihosé areas were measured again on 5/27/14
and the right buttock rash measured 9.4 cm by
11.6 om and the left buttock rash measiired 3 ¢m
by 1.2 cm. There wds alst dark margon skin with
end ofink pen sized open areas to the left
butteck.

*Thase areas were belng freated with
clotrimazole BID and Maalox liquid as nesded
{PRNj.

Review of an undated guidelines for daily care
sheet used by the CNASs under skin care
revealed:

*Assist with hygiene and general skin care.
*Minimize pressure on bony prominences.
*Report changes 10 nurse.

“Keep skin clean and dry.

*Use prassure relief devices.

13. Observation an 5/20/14 of resident 8
revealed:

*AL 7:30 a.m, he was lying on his back in his bed.
‘The door to his room was clgsed, and the light
was off in his room. He-was not responsive to
questions.
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*At 10:00 &.m. he was lying on his back in his
bed. The door to his room was dlosed, and the
tight was off in his room. He was niot responsive
o questions.

*At 1:00 p.m. he was Jying on his back in his bed.

- The dbor 16 his room Was closed, and the fight

was off in his room. He was not responsive (o
questions.

*At 3:00 p.m. he was lying on his back in his bed.
The door ta his room was closed, and the light
was off in his room. He-was not responsive to
guestions.

Review of the CNA charting frorn 5/18/14 through
5722114 revesled he had been repositioned the
foliowing times:

*BI18/1M14 at 2:371 aum., 2.25 pan., and 10:39 p.m.
*5/19/14 at 225 a.m., 11:28 a.m., and 3:34 p.m,
*5/20M4 gt 2:48 gam. and 11311 am.

“BI21M14 at 12:28 @m., 1:28 p.m., and 8:08 p.m.
*5I22114 at 12:31 a.m. and 11:28 a.m.

Review of resident 8's 3/28/14 care plan included:
*Problem: Potential for impaired skin integrity
related to cognitive impairment, urinary
incontinence, and the use of psychetropic {mood
altering) medications.

“Approach: Skin assessment per policy. Pressure
refieving matiress in place.

*Goal No skin breakdown.

*Thie- care plan had not been updated for his
currgnt statis.

interview on 5/28/14 at 3:15 p.m. with licensed
practical nurse (LPN) D regarding resident 8
revesled:

*He was to have been reposifioned every two
hours.

*He was at risk for developing pressure ulcers.
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*She did not know whan he had last been
repositioned.

. *She did riot realize the door to his room was

shut,

“He had a reddened ares to his outer Teft thigh.
*She agreed repositicning was a preventative
mieasire to reduce theé risk of bressure ulcers,

. Surveyor:32333

14. Review of the provider's March 2014 Routirie
Orders For Medications revealed:
"DUOCDERM {wound drassing): PRN (as nesded)

{0 open skin area with Stage | or 11 areas. Change

avery 3 days or as directed by the provider,

{ Bocument implementation of DuoDerm in

progress notes and the MAR {medication
administrafion record). Place on docior's list to
evaluate the wound for further treatment.”

Review of the Remedy Calazime skin protectant

| paste label revealed it "Nourishes skin. Helps
ireat and pravent diaper rash, wet and cracked

skin.”

Review of the provider's 11/17/06 Whirlpool and
Showsr Bafhing on Nursiiig Units policy revesled’
*It is the responsibility of each riursing unit to
pravide whirlpoot bathing or assisted showers at
least twice a week for each resident. A resident
may request either methed.”

*"During this time, staff is to monitorfevaluate skin
for broken, red, or open sores. Areas should be
addressed by the charge nurse on duty upon
report.”

Surveyor32572

Review of the providers 11/5/08 Resident
Hydration poficy revealed:

*"All residents will be mionitared for risk of

F 314
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dehydration via riursing assessment, RD
{registered distician) corisulits, and dietary
marager review.”

*"Any concemns are o be address{ed) with the
dietary manager, diefician, and primary care
provider for follow-ip."

“"Any actual or potential problems related to
dehydration {(incontinence, skin breakdown,
immobility, etc.) wilt [be] noted on each care
plan.”

Surveyor: 26637

Review of the provider's 12/1/12 Pressure Ulcer
Preventiori and Treatment paticy revealed:

*All residents would hiave been protected from
pressure ulcers and have a protocol in place to
treat them.

*Gerieral care issues and interventions included:
-Protect skin of incontinent residents from
exposure to moisture. .

-Tum and position Bed beund residents every two
hotrs if consistent with: overall care goals. Use a
writtén scheduie for tuming and repesitioning
residents and note on care plan.

-Reposition chair of wheelchair bourid residents
avery hour.

-Use a pressure rediscing device for chair bound
resitdents,

-Manage nutritien by consulting with diefician for
correct nitritionat needs.

Prevention protocols linked to Braden risk sceres
were:

At risk: Score of 15 1o 18,

-Frequent tufning;consider every two hour
schedule; use a written schedule.

-Maxdmize residents mobility.

-Protect residents heels, Utilize lambs wool,
eggerate, or protective devices as appropriate.

FORM EMS-2567{02-98) Previous Versions Obsolete Ewvent D¢ ENSCT Faciity (D 0119 If continuation sheet Page 47 of 79




PRINTED: 06/13/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 6938-0391
STATEMENT OF DEFIGIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (33) BATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
43A136 B. WING 05/28/2014
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, Zi° CODE
MICHAEL J FITZMAURICE SOUTH DAKOTA VETERANS HO! 2505 MINNEKAHTA AVENUE
BAXOR, WE HOT SPRINGS, SD 57747
643 1D SUMMARY STATEMENT OF DEFIGIENCIES B PROVIDER'S PLAN OF CORRECTION 5
BREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EATH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 314 Contired From page 47 F 314

*Moderate risk: Score of 13 to 14.

-Same as above, but provide foam wedges for a
thirty degree laterd! position.

*High risk: Score of 1010 12,

-Same as above, and increase the tuming
frequency.

*Very high risk: Score of 8 or below:

-5Same as above but use a pressure-religving
surface in addition to sténdard pressure refleving
mattréss.

-Manage moisture, nutrition, and friction/shear,

*Pressure ulcer - evaluation and expected

oulcomes were:

-Residents skin would remain intact.

-Pressure utcers would heal.

-Nurses wouid accurately perform pressure wicer
1 risk assessment using standardized tool.
-Nurses waould implement pressure ulcer
1 prevention protocols for residents interpréted as
at risk for pressure ulcers.

i Nurses would perform a skin assessmert for
early detection of préssure ulcers on admission.

Interview on 5/28/14 at 1:30 p.m. with the director
of nursing revealed:

*Her expectations of documentation for pressure
ulcers and skin conditions were to have been
done when the area was found.

*That documentation should have included: the
type of skinfwound type or stage, the location,
measurements, interventions, netification of the
physician, famiily, physical and occupational
theraples; dietary, and activities.

*8Kin assessments were to be done monthly on
ali residents, unless they had an active skin
concern, then they were 1o hiave been dore
weekly,

*Repositianing of residerts should have been
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- The facllity must ensure thet e resident.

environment remaing as free of accident hazards
as is possible; and each resident recsives
adequate supervisioh and assistance devices to
prevent accidents.

This REQUIREMENT is net met as evidenced
by

Based ori observatian, testing, and Interview, the
provider failed to ensure:

*Chemicals had remained locked up on the
hotisekéeping carts on two of two units {(nursing
care unit (NCU) and secured care unit {SCU)).
*Two of two salled linen rooims (NCU and SCU)
that contained chemicals for cleaning had
remained locked.

Firidinigs incliide:

Responsible Discipline:

A enthly training/safety meeting is
established to educate employees on safe
handling and storage of chemicais.

First meeting will be held on 18 June 2014.

The Housekeeping Crew Leader will
maonitor the security of these areas and
Housekeeping Carts on a weekly basis and
bring to the QA monthly.

2. Random Observations and testing NCU
and SCU soiled linen rooms fevealed they
had not been locked. The soiled linen
rooms contained multiple cleaning
chemicals.

*The door handles on the NCU and SCU
soiled linen closets had sprung and needed
1o be replaced,

*If the door handle had been in a certain
position when the door was shut it would
not ock. Creating an untockable area.
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done every hour for residents with an active skin
cencemn and every iwo hours for residents with a
Braden score.under 19. _ F323 483.25(h) FREE OF ACCIDENT
She stated the increased amount of reddened ar HAZARDS/SUPERVISION/DEVICES
exceriated per{neal. areas had not been fracked o The fagility must ensure that the resident
trended. She had not realized the amount skin environment remains as free of accident
issues, until she had reviewed miaterials hazards as possible; and each resident
:eques.ted by the surveyers. & receives adequate supervision and
She did not have any eviderice based protocols assistance devices to prevent acdidénts.
for the treatment of pressure vicers, stasis ulcers,
orexcoriated/reddened areas. 1. Observation of the housekeeping cartin
*Calazime cream ahd Maalox liquid was on the the red hallway on the NCU revealed: The
standing physician’s order stieat. cart was unattended; 3 bucket with
*if the area was oben a DunDermn dressing was fo multiple cleaning chemicals including
be placed on it, bleach germicidal cleaner, Clorox, Kling,
F 323 | 483.25(h) FREE OF ACCIDENT F 323 land 23 Quat disinfectants cleaner was left
SSepy | HAZARDSISUPERVISIONIDEVICES out en the cart.
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. . _ ) Responsible Discipline:
F 323 Continued From page 49 F 323 Thepdoor latch assembly has been
repltaced at the NCU soiled finen. The door
1. Observation on:-5/20/14 at 845 am. of the latch assembly has been repaired at the
housekeeping cart in the red haliway on the NCU SCU soiled linen and new latch assembly
revealed: has been ordered. The new latch will be
*The cart was unattended. installed on Arrival, Door operation will be
*A bucket with multiple cleaning chemicals monitored on a weekly PM.
inciuding blesich germicidal cleaner, Clorox, Kiing, Locking of all sofled linen room doors will
and 23 Quat disinfectant cleaner was left out on be placed in our weekiy preventative
the cat, miaintenance program. (PM 01}
*Residents had been up and down that hallway. Respensibilities for PM will be completed
' by the Senior Building Maihtenance
Observation on 5/20/14 at 8:55 a.m. of Wprker. Thie Senior Bui!dij‘_'tg: Maintenance
housekeeper F while he was deaning the SCU W-_o_r kgr_reports to thg Bu&tdfng_ :
s . Maintenance Supervisor weekly. The
' 9:? mi?a';?on;:?‘kmfiid_‘ ultiple cleaning chemicals Building Maintenance Supervisar reports
on-?ié c:rlt_ ciet of ulliple cleaning chemicals the findings at the QA Mont_hiy.
*He had besn cleaning with his back turned to the
cart.
*Residents had been in that area.
2. Random observations and testing on 5/20/14
of the NCU and SCGU soited finen rooms revesied
they had riot been locked. The soiled linen roois
contained multiple cleaning chemicals.
Interview and walk-through on 5/28/14 from 8:30
to 8:50 with the plant operations iranager
1 eonfirrmed:
*The housekeeping cleaning chemicals should
havé remained lacked up in the housekeeping
carts when they were unattended.
*The door handles on the NCU and SCU solled
liner clasets had sprung and needed to be
replaced.
“If the door handle had been in a certain position
whern the door was shut it would not lock.
Creating an unlockable area,
F 329 483.25(]) DRUG REGIMEN IS FREE FROM F 328
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. Each resident's drug regimen must be free from

unniecegsary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitering; or without adequate
indications for its use; o in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents.
whio have not used antipsychotic drugs are not
given these drugs unless anfipsychoiic drug
therapy is nocessary to treat a specific condition

record; and residents who use antipsychotic
drugs recsive gradual dose reductions, and
behvioral interventions, unless clinically
contraindicated, in an effort to disconfinue these
drigs.

This REQUIREMENT is noet met as svidenced

by
- Based on interview, record review, and policy
| review, the provider failed to ensure;

*Antipsychotic (medications for mental disorders)
medications for twe of four sampled residents (4
and 7) had an appropriate diagriosis for use.
*One of four sampled residents (4) with an
antipsychotic medication had received a gradual
dose reduction (GDR).

Findings include:

Seroguel since admission in 4/2013
without the benefit of 3 gradual dose
reduction {(GDR). Resident #4 carries a
diagnosis of Depression and thie Seroguel
was used as adjunct therapy with his
antideprassant. The Actionable Report of
Actioris written by the RPh states:
SUPPORTIVE DIAGNOSIS: Diagnasis or
documentation of symptoms is lacking to
support the use of current medications
(explain): Patient is on SUPPORTIVE
DIAGNOSIS: Diagnesis or documentation
of syrmptoms is lacking to support the use
of current medications (explain): Patient
is on Quetiapine 25mg QHS for DX of
depression. Due to the gpuidance of CMS
£329 regarding Unnecessary Drugs. This
order lacks appropriate diagnases for
continued use because the approved
diagnoses for this medication are:
Schizophrenia, Acute bipolar mania, Acute
bipolar depression, or as an adjunct to
antidepressants in Major Depressive
Dissorder. Since this patient lacks one of
those diagnoses, this medication shouid
Ibe discontinued. If discontinuation is not
atternpted, then o well-documented
Gradual Dose Reduction should be tried
with the two-part goal of evefitual
discontinuation OR clearly documenting
‘the necessity of this medications
continued use for this patient. One last
item of note; this patient was admitted on
this medication on 3/2013 and no GDR of
guetiapine has been atternipted since that
time.
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F 328 | Continued From page 50 F 329 UNNECESSARY DRUGS
5%=D | UNNECESSARY DRUGS Resident #4 was fourd to hdve been on
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) Resident 7 returned fromn an acute care
F 329 | Contirtued From page 51 F 320 hospitalization on Haldol without an
appropriate diagnosis for justification.
1. Review of resident 4's corvipiete medical record The medication was formally discentinued
revealad: on 6/11/14. He had received zero doses
*He had been admitted on 3/6/13. of this medication since readmission.

*He was admitted with Seroquel (anfipsyschotic

medication) 25 mifligrams (mg) for a diagnosis of

depression..

*His 5/20/14 physician's orders revealed an order
for Seroguel 25 myg one tablet daily at bedime for

| depression.

*He had taken Seroquel 25 mg for over a year,

“Nu racommiendations had béeh mads for a

Alf residents with physician orders for use
of antipsychotic medications have the
notential to be affected Al current and
future residents’ medication regimens will
be reviewed for use of antipsychotic
medicationis. The review will ensure appro-
priate diagnoses for use, as well as gradual
dese reductions occur if appropriate or

gradual dose reduction. irrdicated.

interview on 528714 at 10:30 a.m. with the Monthly drug regimen reviews will be
director of nursing confirmed resident 4 had no completed with the pharmacist™s
recommendations for a gradual dose reduction recammendations forwarded to the

for the Seroquel. provide.

Interview on 5728/14 at 10:00 &.m. with the Regifmen review results will be monitored
phammacist reveated: monthly with findings brought to the

“He did not fecommend GDRs. Pharmacy and Therapeutics (P & T)

*The certified nurse practitioner (CNP) hsid been Committee guarterly. P& Tis a
responsible for recommending GDRs. subcommittee within GA.

*He could not find a cordact number for the CNP.

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

*He had diagnoses of:

-Kidney disease with dialysis {cleaning of the
blood by special machines).

-Dementia (decline in mentat ability),
-Diabetes.

-Cataract,

-Alcohol abuse.

-Hypertensian.

-Pressure tlcer,

~Depression,
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-Anxiety.
-Csteomyelitis (bone infection).
-Diabetic retinopathy {complication from diabetes
that effects the eyes).
~Congtipation.
-Aottic valve disorder (heart problem)
- *He had retumed to the provider from the hospital
on 5715114
. *He had a néw medicatiof order of halgperidol
{antipsychatic medication) 2 rig by mouth svery
eight hours as needed for agitation.

Review of the provider's 3/4/10 Physical and
Chemical Restraints policy revealed:

*t is the policy of the [facility nanie] that every
resident has the right to be free from any physicat
restraint imposed of psychoactive (moad
alternating) drug administered for purposes of
disciplineg or convenience and not required to
treat the resident’s medical symptoms.”
*"Before a resident is place(d) on a psychotropte
medication tiat ¢ould be considered a chemical
restraint, supportive docurietitation must be
noted in the muitidisciplinary notes along with
alternative measures attempted and the
resident's résponse.”

*The goal of psyehiotropic therapy should be to
reducs or eliminate the mediation {medication}
wher possible.”

Interview on 5/24/14 at 9:00 a.m. with registered
nurse C confirmed the order had not been
clarified for an appropriate diagnosis upon retum
to provider.

Interview on 5/28/14 at 3:34 a.m. with the
pharmacist confirmed agitation was not an
appropriate diagnosis. The pharmadist on 5/28/14
supplied a copy frorm the Drug Faets and
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Comparisons book (unihown year) that stated
haloperidol could be used off-label for acute
agitation.

F 3321 483.25(/m)1) FREE OF MEDICATION ERROR
$5=p | RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is niot met as evidenéed
by:

Based on obssrvation, ititerview, policy review,
and record review, the provider failed to maintain
- a medication errar rate less than {ive percent by
. one of one registered nurse (RN) (H) during one
| of two medication pass observations. Findings
include:

1. Observation on 520714 at 445 p.m. of RN H
passing medications to residents in the hallway
| ottside of the dining rotm in the hallway
revealed:
1 *She gave resident 18 the following medications
in which the medications. Those medication
labels read:
~Omeprazole (stomach medication} 20 miligram
{mg) by mouth (PO} two fimes a day (BID).
-Baclofen (pain medication) 10 mg P@ four times
a day {QID) .
-Gabapentin {selzure medication} 400 mg PO
QIb.
-Glipizide (dizbetes medication) 10 mg 2 tablets
PO BID.
-Fish Oil 1000 mg 2 capsules PO BID.
-Buspirone HCL (anxiety medication) 15 mg PO
BID.

F 328 Resident 18's provider was notified on

5/29/14 about his request to have his
HS medications given at the
suppertime medication pass. The

F 332 physician provided an order

acknowledging and permitting the
specific HS medications may be given
as per resident request,

All resident requests for alternate
medication schedules wiltbe
forwarded to the individual resident’s
provider for review.

Staff have received and will continue
to receive education about ensuring
medication administration for
residents is conducted in 2 manner
residents are free of significant
medication errors.

Wonthly drug regimen reviews will be
completed with the pharmacist’s
recommendations forwarded to the
provider. )
Monthly medication reviews will be
done by unit sta¥f to ensure
medications are given as ordered and
in a timely manner. Unit staff will
forward changes to medication times
as appropriate on a weekly basis to the
DON/Designee. MDS Coordinators
will monitor compliance quarterly
during assessment period.
DON/designee will bringto QA ena
quarterly basis.
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-Metforrhin (diabetes medication) 850 mg PO
theee times a day (TID).

1 ~Vigrlafaxine (antidepressant) ER (edended

releasae) 150 mg PO BID.

-Lorazépam (amxiety medication) 1 myg PO hour
of sfeep (HS).

-Tatisulesin (udnary retention) 0.4-rmig PO daily.
-Trazadong (antidepressant} 100 mrig PO HS
zRopenirole (Parkinson's medication) (.25 mg PG
HS

~MPAP (scetaminophen) 325 mg PO two tablets
BID

-Genieal (ubrcant) eye drops 1 drop o both eyes
Qb

Review aof the medication administration record
(MAR) revealed the labels on the medicafion
blister packs did not match the MAR. Further
invesfigation revealed the injtial physician's ofder
did not matigh the MAR, The physician had
ordered lorazepam, Trazodone, and ropenirole to
be given at HS. Siaff had placed the medicafion
initialty on the MAR to be given at HS. Review of
the MAR It had bieen noted within a few days the
time had been changed to supper. Those

! medications have the potential to increase

sleepiriess and cause falls,

Reaview of the provider's 11/3/05 Medication
Administration poficy revealed:

*"Medications miist be administered in a fimely
mannet and in accordance with the attending
PCP [primary care provider] written/verbal
orders.”

*The individual administering the medication
misst ensure that the 7 rights of medication
adhministration are followed before giving fie
medication. Right resident, right route, right dose,
right tirme and date, right medication; right form,
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Continued From page 55

right documentation.”

*Should a drug be withheld, refused, or given
other than at the scheduled time, the individuat
administering the medication must injtial and
circle the MAR space provided for that particular
drug. The reason the diug wis not given will be
placed on the PRN [as needed] medication

| shégt™

interview on 5/21/14 at 3:15 p.m. with the
pharmacist confirmed he labeled the medications
as the physician had -ordered. He was able to
show surveyor the inifial order. He confirmed
nursing had changed the time without nofifying
the physician for an order. He also stated that
4:45 p.m. had been toe early for those
midications fo be effective.

Inferview on 5/27/14 at 4:50 p.m. with RN C and
the director of nursing {DON) revealed the
resident had requested all of his medications to
be given at supper time. She agreed the
physician had het been notified of that requiest.
The DON confinmed the physician needed 1o be
notified of the resident's requast to have thoss
specific medications given at supper time.
483,35(d)(1)(2) NUTRITIVE VALUE/APPEAR,

| PALATABLE/PREFER TEMP

Each resident receives and the facility provides

food prepared by methads that conserve nutritive
value, flavor, and appearance; and food thatis
palatable, attradtive, and at the proper
temperature.

This REQUIREMENT is not metas evidenced
by:

F332

F 364
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Based on observation, interview, record review,
and palicy review, the provider failed o ensure a
tiguid with nutritive valug had been added to tin

| the pureed foods for one of one observed meal

service (supper). Firidings include:

1. Obseryalion of the supper meal preparation
and service on 5/20/14 from 4:30 p.m. through
5:45 p.m, revedled cook G;

*Placed three frozen breaded chicken strips in the
deep fryer.

*When they were cotked she piaced-them in the
food processor, added a small amount of gravy
with them, and then added hot tap water.

*She pureed these chicken sirips anid placed
them in a portable steam table for the special
care unit,

*She also pursed mived vegetables and added
only the water they had been cooked in.

Raview of the rméniu for the evening meal on
5/20/14 revealed the pureed diet was to have
been:

*Cheesy mushroom chicken pureed.

*Penne pasta pureed,

*A dinner roll pureed.

Review of the provider's 10/23/13 Altemate Menu
ltems policy revealed the following items would
be availatile as an altemnate to the menu for
residents. Those items included:

*Hamburger on a bun.

*Hot dog on a bun.

*Chicken sfrips,

*Com dog.

*Grilled cheese sandwich.

*Cottage cheese.,

“Potato saiad.

*Macaroni salad,

VALUE-APPEAR PALATABLE-PREFER
TEMP

On or before June 28, 2014, all dietary
staff will attend an in-service. The
in-service will be conducted by the
Dining Services Director, dietitian {or
designee). The in-service will cover:

) Review of faciiity diet textures,
facility digts and menu extensions.
@ Review of proper technique for

pureeing/grinding/chopping
vegetables, meais, starches, desserts
o ensure safe consumygtion by
residents requiring dysphagia diets.

° Review of recipes that provide

directions for pureeing, grinding or

chopping prepared food for texture
diets.

. Review that all residents will be
offered a choice of the main entrée as
well as the always available menu.
Residents an dysphagiaftexture diets
will receive the same meal items on the!
“regular” diet, unless contraindicated.
ttems will be prepared to meet the
dysphagia/texture guidelines,

) Review procedure for offering
all regidents entrée choices. RCU/SCU
residents will select between the main
eritrée and always available menu for
tunch and dinner at the prior meal
using tray tickets. Residents who dine
in the main dining room will make
selection between entrée and always
available at time of service.
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*French fries.
*Chef aalad.

Iriterview on 5/21/14 at 3:30 p.m. with the cerfified
dietary manager (CDMj anid the kitchen manager
(KM) revealed:

*Cook & had used the chicken strips as the
cheesy mushroom chicken had chicken with
bonesinit,

“They-agreed usirig hot water did not add any
nutritive value to the pureed food,

*Had not thought of taking the chicken off the
bones and using the cheesy mushroom gravy for
the purged main course.

[ *The KM stated cotk G had not prepared enctigh

ahead of time to use the cheesy mushroom
chicken fqr'resid'ents who received a purged diet,
*Agreed the menu for the pureed diet had not

| been followed.
 *Agreed residents who received a puresd diet
fiad not had @ choice of the entree they received.

' Lisa Eckstein and Katheryn Adams, Pocket:

Resouree for Nulritional Assessiment, 2013 Ed.,
Chicago, L., 2013, pp. 103 and 106, revealed for
a rasident with dysphagia {problems with
swallowing) can resoitin serious health
consequences-as it can interfere with adequate
nutrition and hydration. To minimize swallowing
problems, and maximize nutrition, hydration, and
quafity of ife for the resident, dietary
mudifications involve changes in food and/or
Hguid texture to help compensate for loss of
funiction, to maintain appropriate mitritional and
hydrafion status, and to reduce the risk of
aspiration. These may include temperature
changes and order of foodfliguid presentation
changes such as moisténing and providing a
totesive botus (io hold an amoetint togather) by

Beginning June 28, 2014 the Dining
Setvice Director, dietitian {or
designee] will conduct QAPI test tray
audits to ensure continued
compliance with facility policy. The
audits will be onducted weekly. The
test tray audits will review the flavor,
appesrance, termperature, texture,
palatability, and presentation of the
regular and dysphagia diets.
Expected Date of Completion:
6/28/14

The Dihing Services Director or
designee will report the result of the
gudits monthly through QAP who
will determine the need for further
menitoring

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF GORRECTICON IDENTIFICATION NUMBER: COMPLETED
A BUILDING
4354136 B, WING Q5128/2014
NAME OF PROVIDER OR SUBPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
MICHAEL J FITZMAURICE SOUTH DAKOTA VETERANS HOME 2500 MINNEKANTA AVENUE
HOT SPRINGS, 5 57747
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 364 ; Cantinued From page 57 F 384

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

Evertt [D: GNICTT

Fagilty ID; 0119

if continuetion sheet Page 58 of 70




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/13/2014
FORM AFPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULT'PLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION RUMBER;: ' A BULDING COMPLETED
434136 B.WING 052812014

NAME OF PROVIDER OR SUPPLIER

MICHAEL J FITZMAURICE SOUTH DAKOTA VETERANS HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
2500 MINNEKARTA AVENUE
HOT SPRINGS, 8D 57747

(x;j.lg SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
BREFIX (EACH DEFICIENCY MUST B PRECEDED BY FULL PREFI {EACH CORREGTIVE-ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TG THE APPROPRIATE DXTE
DEFICIENGY)
) | F368 483.35(f) FREQUENCY OF 6/28/14
F 3564 | Confinued From page 58 E 364 MEALS/SNACKS AT BEDTIME
adding gravy orsauce. The facility failed to offer, deliver, or
F 368 | 483.35(f) FREQUENCY OF MEALS/SMACKS AT F 368! provide bedtime snacks for residents
gs=¢ | BEDTIME 1-7, 9-12 during the revigw period.
) 7 N o Policy and procedure has been _
Each resident recelves and the facility provides t reviewed to ensure accuracy With this
least three rreals dally, at regular times tag. Meal percentages checklists
comparable to hormal mealtimes in the have been updated to include tha
community. offering of bedtime snacks regardless
There must bé no more than 14 hours betiveen a gthgre its a."}d'? rder ffor a ;esr'gfgf‘
substantial evening meal and breakfast the be:; - ent wi ksspefll ;:: ‘_’r ieb s with
fellowing day, except d@s provided below. € __Ume, snacks ‘f\‘!" ave a. els W_' i
' resident's name in pilace. Dietary wiil
‘The facility must offer snagks at bedtime daily. provide a minimum of 5 choices to
! offer residents on nursing care units.
When a nourishing snack is provided at bedtime, Unit Supervisor will be responsibie to
up o 16 hours may elapse between & substantial monitor offering of bedtime snacks x
everning teal and breakfast the following day ifa 4 weeks and report to DON or
resident group agrees fo this meal span, and a designee on a monthly basis. DON will
naurishing snack i$ served, bring to QA on a quarterly basis until
advised other wise,
' This REQUIREMENT is not mét 4s evidenced
by:
Based on observation, interview, record review,
and policy review, the: provider failed to ensure a
bedtime srack had been offered to 15 of 16
sampled residents (1, 2, 3,4, 5,6, 7, 9, 10, 11,
12, 13, 14, 15; and 18). Findings include:
1. Obiservation on 5/28/14 at 7:30 a.m. in the
nursing care unit {NCUY in the dining room
refrigerater revesled three plastic bags of roast
beef, two plastic bags of turkey, and three pieces
of cheese that hiad been plastic wrapped. There
was onty two eight ounce milk containers and
three containers of ice cream,
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Review of the provider's CNA documentation of

bedtime snacks for 4/27/14 through 5/27/14

revealed:

*Resident 5;

-Bocumented refusai of bedtime snacks occurred

nineteen times.

-Thete had been documentation three times of a

snack taken,

-Missing docurrentation of Bedlime snacks
occurred eight times,

*Resident 6:
| -Documented refusal of bedtime snacks oecurred
twenty-five tiies.
| -Missing documentation of bedtime snacks
oceured five times.
He was to have received: a banana on Sundays,
- Tuesdays, and Fridays and three squares of
graham crackers with skin milk on Saturdays,
Mandays, Wednesdays, and Thursdays.

*Resident 9;

-Documented refusal of badtirme shacks occumred
four times.

~Missing documentation of bedtime snacks
occurred twenty-six times.

*Resident 10:

-Documentad refusal of bedtime shacks occumed
twenty-two tinies.

-Missing documentation of bedtime snacks
occurred eight fimes.

*Resident 11:

-Documented refusal of bedtime snacks occinred
twenty-four imes.

-Missing doeuinentation of bedtime snacks
occurred six tinies,
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*Resident 3:
-Documented refusal of bedtime snacks occurred
eight imes.
-There had been documentation four mes of a
snack taken.

-Missing documentation of bedtime snacks
occurred sighteen.

*Regident 4;

-Docutnénted refusal of bedtime snacks ocourred
nire fimes. ‘

-There had been decumentation one time of a
shack taken.

-Missing documentation of bedtime snacks
oceuired twenty times.

*Resident 15;

-Documented refusal of bedtime: snacks decurred
twenty-two times.

~There tad beer né documentation of @ snack
taken. .
-Missing documentation of bedtime snacks
accurred eight times,

*Resident 16:

Documented refusal of bedtime snacks toourréd
| fwetrity-four fimes. |

-There had baen rio documerntation of a snack
taken.

-Missing documentation of bediime shacks
ocetrred six tmes,

*Resident 1:

-Documented refusal of bedtime snacks oceurred
fouir times.

~There had been no documentation of snacks
- taken.

«Missing documentation of bettirme snacks
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' occurred twenty-nine times.
*Resident 2:
~There had beerr no documentation. of snacks
taken,

-Missing documentation of bedtime snacks:
oceurred fwenty-nine times.

*Resident 7:

-Doecumented refusal of bedtime snacks oeciirred
six Hiries.

~Dotumentation of snacks taken ocourred twice.
~Missing docurmentation 6f bedfirie shacks
occurred wenty-five times.

“Resident 12:

-Documented refusal of bedtime snacks occurred
thres times,

-Documentstion of snacks taken occurred three
times.

-Missing documentatioh of bediime snacks
occurred twenty-seven fimes.

i *Resident 13:

-Docuriented refusal of bedtime snacks sccurred
six times.

~Documentation of sracks taken oceurred orice,
-Migsing decumentation of bedtime snacks:
decurred twenty-six times.

*Resident 14:

-Documented refusal of bedtime snacks occurred
five times.

“Documentation of snacks taken odécurred twice.
-Missing documentafion of bedfime snacks
aceurred twenty-eight times.

Surveyor. 26632
Review of an undated snack list revealed:
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“Residents 3, 4, 6, 7, 12 and 14 had bedtimie
sniacks prepared by the dietary department each
day.

*The NCU recsived the following iterns on
Mendays and Thursdays to be used for bedfime
snacks: three eight ounce containers of twe
percent milk, ten cookies, five high calorie
cookies, five buncas of roast beef, five ounces of
turkey; and ten siices of ctieese. The NCU had
thirty=tiwo residents.

*The special care Gnit (SCU) received the
following items on Tuesdays, Thursdays, and
Sundays to be used for bedtime smacks: fifteen
soft Gookies, seven high calore cookies, five
ounces of roast beef, five ounces of turkey,
sixteen ounces of meat salad with mayonnaise,
and ten slices of cheese. Thiere had been sixteen
residents in the SCL,

Review of the provider's reviewed 5/22114
Frequency of Medls policy revesied:

*Each resident should have received at least
three meals daily as well s an evening or
bedtime shack.

*Beditime shacks were offered routifiely to all
residents not on diets prohibiting bedtime
notirtshment.

*Snacks of nourishing quality were those that
provide substantive protein andfor nutrdents in
addition t¢ carhohydrates and calories.

*The provider had the right to choose snacks that
were served at bedfime,

interview on 5/27/14 at 5:15 p.m. with the
registered distician and the cerlified dietary
manager revealed:

*The dietary department seit the items listed
above for use in the NCU and SCU for snacks.
*There were special items that were sent to

F 368
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certain residents, either by thelr request or due 1o
their need for additional nutrients,

*The dietary department did niot mionitor if Snacks
were not given to the residents.

1 interview on 5/28/14 at 1:30 p.m. witli the difector
of fUrsing revealed:

*Bedtirhe snacks wére to be offerad to 3!
rasidents each right. .
*Documentation of those snacks offered was to
be in the electrenic medical record (EMR),

*No monitoring of the beclime snacks was done.
*Shewas not aware residents EMRs had either
refused or no documentation entered for the

| bedtime snacks.

Surveyor, 32573

Interview on 5/27/14 at 4:25 p.m. with CNA L
revealed she was unsure if every résident was
offered & bedfime: snack every evening. She
stated a ot 6f residents went io bed early. The
staff would hzve given residents a snack if they
told staff they wera hungry. They encouraged
residents that missed & meal to have a snack.

Interviewr on 5127714 &t 5:15 p.m. with CNA M

i revealed he would have axpasted residents that

were able {o ask for 3 snack o ask for one in the
everiing, Giving a bedtime snack depended on if
the resident had been gwake at the time bedtime
snacks were handed out.

F 371 483.35{1) FOOD PROCURE, F3rm
38=F | STORE/PREFPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
cansidered satisfactory by Federal, State or local
atithorities: and
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(2} Store, prépare, distribute and serve food
under sanitary conditions

' This REQUIREMENT is not met as evidencad

by

Based on observation, interview, and policy
review, the provider failed to ensure appropriate
handwashirig-and glove tse had been completad
by four of five dbserved distary staff members (G,
L, J, and K) for two of two {fuhch and stippar)
dbserved meal services in the kitchen. Findings
include:

1. Cbservation on 5/20/14 from 11:06'a.m.
thraugh 11:45 a.m. revealed:

*Dietary aide (DA} J placed & serving cart by the
| hangwashing sink in the kitchen,

*Without washing her hands she put on gioves
and refrievad the following;

-Aloaf of bread, a knife, & package of butter, a
plastic tray, and & small bowl,

~Unwrapped the bufter and placed i iy the-small
bowt,

-Touched the butter with her gloved hands.
-~Took the bowt of butter into the dining roam and
used the microwave to melt i,

@

P

On or before June 28, 2014 ali dietary
staff will attend an in-service. The
in-service will be conducted by the
Dining Services Director (or designee).
The in-service wilt cover:

use and safe food handling policies
‘practices

deficiency

correction

Beginning June 28, 2014 the Dining
Service Director, dietitian {or designee)
will conduct QAP! hand washing and
glove use audits to ensure continued
compliance with facility policy.
Random hand washing/glove use
audits will be conducted weekly within
the dining department and dining
rooms. _
Expected Date of Complétion: 6/28/14 |
The Dining Services Director or
designee will réport the result of the
audits monthly through QAPI who will
determine the need for further
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Review of hand washing, glove
Review of safe food handiing .
Review of the statement of

Review of the plan of

-Brought the melted butter back o the serving momitoring.
cart.
-Operied the oaf of Brédd and spread the bread
out on the tray.
-Buttered the bread and cut them in haif.
-Touched all the pigces of bread while buttering
them and putting them in plastic wrap.
-She did not change her gloves or wash her
hands during that entire process. _
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*DA | without waishing his hands or using gloves:
-Retrieved a large bow! from the serving line.
-Opened the door to the refrigerator and refrieved
& bag of letfuce, pieces of ham, and chesse,
 -Used his bare hands to place letfuce, ham, and
| cheese into the bowi.

| -Also dished potato salad, macaroni salad,
cottage chesse, and lefiuce into sihall bewls and
plaged thém on the shelf on the tray line.
-Touched that foud Witk his bare hands while
placing it in bowis.

*DA K withoat washing his hands:

-Placed cottage cheese in bowls using a scoop
and placed the scoop on the Iid of the container.
-Placed macaroni salad in bowis using a scoop
and placed the scoop on the iid of the cottage
cheese container.

-Thtise scoops were tauching each other,

-His fingers would touch the Inside of the bowls
and the food while dishing it up.

2. Observation on 512014 from 4:30 p.m. Hirough
545 p.m. revealed:

*Coolk A while Sefving faod fom the tray fine:
-Used one glove on her right hand 1o reffieve
frozen hamburgers, chicken sfrips, and french
fries from the freszer.

~Touched the freezer handie and packaging with
that gloved hand before touching those food
ifems.

-Repeated that process many times.

-Also used the sarie tongs to serve buns and
retrieve the chickert stips and fréench fries from
the deep fryer.

*She would wash her hands after using the one
glove, but did not wash for fifteen to twenty
seconds and would st imes turm the water off
with hér wet hands or with her elbow,

*DAs | and K alst fepeated the above process
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diring the-evening meal,

Interview on 5/21/14 3t 3:30 p.m. with the certified
| dietary mainager and the kitchen manager

1 revenbed:

“They agreed the above obsérvations were net
completed per policy,

*They had educated alt staff several fimes on
handwashing ané glove use.

*Didt mot do any audits of haridwashing or glove
use.

Review. of the provider's reviewed 3/27/14 Hand
Washing Policy for the Dietary Department
revealed:
“Hands would be washed; when carming on duty,
whenever tioving from food preparation area to
fond service area, and when ever moving from
dirty dish room o the clean enid of to food service
. area.
*Hands shotdd have been washed before ahd
after using gloves.
*The sink, faucet hahdles, and paper towsl
dispenser was considered contaminated and
should have been touchad with bare hands after
washing hands.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
S8=F | SPREAD, LINENS. '

The facility must establish and maintain an
infection Contrgl Program désigned to provide a
safe; sanitary and comfortable environment and
to heip prevent the develaprnent and transmissfon
of disease and infection.

(&} Infection Control Program
The facility must establish an Infection Control
Frogram under which it -
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{1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual residernt; and
{3} Maintsing & record of incidents' and corrective
actions related to infections.

{b} Praverting Spread of Infection

(1) When the Infection Confrol Program
determines that a resident heeds isatation to
pravent the spread of infection, the fadility must
isolaté the resident.

{2) The facility must prohibit employees with 2
communiéable disesise or infected skin lesions
from direct contact with résidetits or their food, if
direct contact will transmit the disease.

{3} The Tadility must require staff to wash their

hands after gach direct resident eontact for which
- hand washing is indicated by aecepted
- professional practice.

{c} Liners

Personne! must handle; store, process and
transport linens so as e prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, inferview, record review,
and policy review, the provider failed %o énsure:
*An effective infection control pregram had been
mairtained.

*There was a procedure for the disinfection of the
whiripool tubs.

*Appropriate handwashing and glove use by onie

of two cbserved certified nursing assistant {CNA)

{B) whilg performing personal care for ene of one

initiated for every infection regarding

| the failure of staff to follow

X4) 1D SUMMARY STATEMENT OF DEFICIENGIES [is} PROVIDER'S PLAN OF CORRECTION (x8)
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PREVENT SPREAD, LINENS

The infection control program was
inefficient and did not address
tracking and trending as it relates to
infections an the nursing care units.
Reom numbers, resident names, and
identified pathogens will be noted on
the Infection Report through
American Data. DON or designee will
contact the programmer to ensure
that this is accomplished, Causes of
infections will be tracked and trended
utilizing the simpie room number,
identified infection, and color coding
{blue for UTI, pink for eye infection,
green for pressure ulcers, etc.).
Resuits will be ¢compiled on a monthly
report and reported to QAPI by DON
or désignee. Education has and will
continue to be given to nursing staff
regarding reporting of infections and
the Infection Surveillance Log will be

of lab testing. These reports will be
maintained by DON or desigriee to
use as an audit tool for compilation of
resuits,

3. CNA B cannot return to this
observation and correct the practice
using appropriate hand hygiene and
glove use while providing personal
care for resident 4.

All residents receiving personal care
have the potential to be affected by

appropriate hand hygiene and glove
use.
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' sampled residerit (4).
| “CNA chartinig stations had been maintained in a

sanitary manner on two of two hallways (red hall
and blue hall) in the nursing care unit (NCU).
Findings irfclude:

1. Review of the provider's 1/1/14 through 5/18/14
Infection Report revealed:

*No unit or resident room number had been
docurnenied.

*No pathogen had beer identified on the report.

Initerview on 5/21/14 at 9:35 a.m. with the
assistant director of nursing {(ADON) corfirtmad
they did not trend infections. They did not tréick
the resident rootn namber or the pathogen. They
brought that informafion 1o guality assurance
meetings, but they did not establish any goals.
They did not track and trend infections to find the
possible cause of the infections,

2. Observation and intérview on 5/20/14 at 9:00
a.m. with CNA O while she verbalized how shie
would clean the whidbeo! tub revealed:

" *She put one capfut of Suhshine’s whirlpool hard

surface disinfectant into the whirlpool tub,

| *She filled the whirlpool tub up above the chair

with water.
*She scrubbied the whitlpoo! tub and let the
diluted disinfectant sit for ten to fifteen minites.

Review of the Sunshine whirlpool hard surface
disinfectant's label révealed the disinfectant
shouid have been diluted ohe ounce of
disinfectant per-one gallon of water. 1t had a ten
minute contact tife to disinfect a surfacs,

Observation and interview on 5/20/14 at 10:00
a.m. with CNA P while she verbalized how to

direct resident care have received and
will continue to receive education for
the use of appropriate hand hygiene
and glove use for the assigned task.
To ensure corapliance, DON or
designee will monitor for appropriate
hand hygiene and glove Use 3 te 5
times weekly for one month, then
weekly for one quarter, then as.
directed by the QA committee,
Monitoring results will be shared with
the QA committee at @ minimum of
guarterly, thén as directed by QA.

Whirlpoal disinfection was
inadequate, incomplete, or
inconsistent. Instructions have been
developed based on manufacturer’s
recommendation to include:
[LTO DISINFECT EACH WHIRLPGOL UNIT:
A. AFTER USING THE WHIRLPOOL UNIT,
DRAIN AND REFILL WATH FRESH WATER
TO JUST COVER THE INTAKE VALVE. B,
ADD 1 QUNCE OF SUNSHINE'S
WHIRLPOOL/HARD SURFACE
DETERGENT/DISINFECTANT FOR EACH
GALLON OF FRESH WATER ADDED,
START THE PUMP TO CIRCULATE THE
SOLUTION. WASH DOWN THE SEAT OF
THE CHAIR LIFT AND ANY RELATED
i_E_QU]PMENT AND ANY U NCOVERED
SURFACES ON THE UNIT WITH CLEAN
RAG WITH THE SOLUTION, TREATED
URFACES MUST REMAIN WET FOR 10
MINUTES. AFTER THE UNIT HAS BEEN
HOROUGHLY DISINFECTED, DRAIN
IAND RINSE SURFACES WITH FRESH
WATER. WIPE DRY WITH CLEAN RAG
OR ALLOW TO AIR DRY. C. THIS MUST
iBE DONE AFTER EVERY BATH AND
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clean the whirlpool tub revealed:

*She filled the tub up with water.

*She pouied in an unmeasured amount of
Sunstiine hard surface disinfectant into the
whirdpaiol tub.

*She let the disinfectant &itin the whirlpoof tub for
five to ten minutes.

Intenview on 5/21/14 at 9:35 a.m. with the ADON
stated there was no procedure to follow for the
disinfection of the whiripocl tubs.

Interview on 5i21/14 at 9:45 z.m. with the
secured care uniit suparvisor wht was also
responsible for CNA tralning revealed she would
have expected the whirlpoo! tubs to have been
disinfected after each use, She had no procedure
for the CNAs ta follow.

Review of the provider's 11/17/06 Whitlpool and
Shower Bathing on Mursing units policy revealed
*a, After using the whirlpaol unit, drain and refill
with fresh water o just cove the intake valve.

b. Add ons ounce of Sunshine's whiripoolfhard
surface detergent/disinfectant for each gallon of
fresh water addéd. Start the pump to circulate the
solution. Wash down thie seat of the chaivlift and
any related egquipment and any uncovered
surfacgs on the init with clean rag with the
solution. Treated surfdces most rémain wet for
ten minutes. After the unit has been thoroughly
disinfected, drain and rinse surfaces with fresh
water. Wipe dry with clean rag or allow to air dry.
¢. This must te done after every bath and
completely at the erid of the day.”

3. Observation on 5/21/44 at 3:20 p.m. of CNAR
while perforring personal care for resident 4
revealed she:

DAY,
continue
maintain

mainiain

6/28/14

clicy protocol
) Haid can of cleaner 6" away from

creen

il et

xpected Date of Compliance: 6/28/14

All nursing dssistants have and will
regardingwhirlpool disinfection to
Hesignee will be responsibie to

checklistsand education on an ongoing
pasis. Audits and checklists will be pro-
vided to the DON or designee and will
present to QA on quarterly basis,
EXPECTED DATE OF COMPLIANCE:

. The soiled CNA charting stations
vere cleaned on 6/18/14.
are and maintenance that includes
leaning of the charting stations was
laced on the cleaning schedule to be
f}!onie nightly and as needed. _
o ensure compliance, the MDS nurse
r designee will moriitor and report
indings to DON/Desighee who will
eport findings to QA. Checklist have
been developed to include:
E) Turn off screen and apply gloves per

) Spray directly onto screen

Wipe screen with minimum pressure
with Screen Shammy

5) Polish screen gently until dry

to receive education

compliance. ADON or
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*Had gloves on,
*Emptied the resident's catheter bag into a
container,

*Emptied the container of urine into the toilet.
*Removed her gloves.

*“Put on new gloves @ind did not wash her hands,
*She proceeded to change the residerit's
ineonitnence brief. :

Interview on 5/28714 at 1:30 p.m. with the director
of nursing revealed she would have expected

. staff to wash their hands for fifteen to fwenty
seconds before putting on gloves and after glove
removal.

Review of the provider's reviewed 5/22114
Handwashing policy revealed:

*"All personpel shall follow established hand
washing procedure to prevent the spread of
nfection and disease to other personnel,
fesidents, and visitors.”

*Handwashing for fifleen seconds should have
bezen performed before putting on gloves.

4. Random observations from 5/16/14 through
5/21114 of the CNA charting stations on the red
and blue hallways in the NCU revesaled they wers
been visibly soiled and had fingerprints on them.
The CNA charting station on the blue hallway had
a white smear across an area of the screen.

Interview cn 5/28/14 at §:50 a.m. with the
physical plant ranager revealed they had no
cleaning schedule for the CNA charting stations.
He agreed they had been soiled and needed to
be on a ¢leaning schedule,

F 490 | 483.75 EFFECTIVE F 490
55=t | ADMINISTRATION/RESIDENT WELL-BEING
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WELL-BEING
A facility must be administered in a manner that Audit tools are being developed with
enables it to use s resources effectively and weekly and/or monthly timelines untit
efficiently to attain or maintain the highest QAP! deems acceptable. Audits of
practioable physical, mental, and psychosodial F157, F176, F241, F252, F280, F281,
well-being of each resident F309, F314, F323, £329, 332, F364,
F368, F371, F441, F493, F514, and
This REQUIREMENT is not met as evidenced F520 will be reviewed weekly and/or
by: -m-ont_hly by Agmg-nl.st:ator or desigriee
Based on observation, interview; record review, who in turn will report to Ehe _
and policy review, the provider failed 1o enstre Secretary Of Veterans Affairs on 2
the facility was operated and administered in a quartly basis. . _ |
manner that attainied or maintained the: highest Expected Date of Compliance: 6/28/14
practicable physical, mental, and psychosocial
well-being of all 48 residents. Fifdings Include:
1. Interview on 5/21/14 at 2:30 p.m. with the
" | interim administrator confirmed the overall
operation anid admiristration of the facility was
her responsibifity.
Interviews, observations, record reviews, and
policy réviews throughott the course of the
survey reveated the administration had nof
ensured all residents attainied and/or maintained
their highest practicable physical, mental, and
psychosocial well-being. Refer to F157, F178,
F241, F252, F280, F281, F308, F314, F323,
F329, F332, F364, F368, F371, F441, F453,
F514, and F520.
F 493 483.75(d)(1 (2} GOVERNING BODY-FACILITY F 493
s8= | POLICIES/APPOINT ADMN
The facility must have a governing body; or
designated persons functionirig a5 a governing
body, that is legaliy responsible for establishing
and implementing policies regarding the
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managemerit and operation of the fadility; and the
govering body appoints the administrator who is
licensed by the State-where licensing is reqguired;

and responsible for the mianagement of the

- facility

This REQUIREMENT s not met as evidenced
by

Based an.observation, record review, interview,
gnd policy review, the governing body failed te
enstre thé facility was administered in 5 manner
that ensured:
*Physicians andfor famifles. were notified in a
tfimely marmer in regards-to changes in condition
refated to pressure ulcers, weight loss, other skin
issugis, and a chianga/dedling In condition for 8 of
16 samipled residents (1, 4, 8, 12, 13, 14, 15, and
16).
*The policy was followed for resfdent
séif-administration of medications for4 of 8
sampled residents (8, 8, 10, and 18) in the
special care unit (SCU).
“Dignity had been maintained for all residents
using the toilef and handwashing facilifies in 52 of
52 residents’ rooms.
*A homelike envirotisrent for all residents residing
in the Tacility. Exposed plumbing, exhaust, retumn

. alr piping; and cable runs were visible in the

ceilings and along the walls in corridors,
residents' raoms, and residents’ use areas.
*Care plans had been updated %o reflect the
currernt status for 15 of 16 residents (1, 2,3, 4, 8,
7,8, 9,10, 11,12, 13, 14, 15, and 16).

*All medication admiinisiration records and
freatment administration records had

documentation of medication and treatment

docurrientation for & of 8 sampled residents (1, 2,
3,4,5,6,7,and 8.

431D T SUMMARY STATEMENT OF DEFICIENCIES i3] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIERCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD RBE: COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
_ F493 483.75(d}{1)-(2) GOVERNING 6/28/14
F 493 Continued From page 72 F 493 BODY-FACILITY POLICIES/APPOINT

1. All resident care items and findings
noted in F tags F157, F176, F241, F252,
F280, F281, F308, F314, F323, F329,
F332, F364, F368, F371, F441, F493,
F514, and £520 have been addressed.
Palicies and/ar training has been
completed with any and al} staff
involved in the task.
2. Admiinstrator or designee will sit on
quarterly QA meetings.
3. Weekly and/or monthly audits will
be reviewed by administration. The
administrator or designee will report
to Secretary of Veterans Affairs
quarterly.
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*Ensure medications used on an 8s nseded bagis
had decumentation for their effectiveness for 7 of
8 sampled residents (1, 2, 3, 4, 6, 7, and 8).
*Orie of ohe treatmeént cart and 1 of 2 medication
carts (bive hall) was locked onthe nursing cars
unit.

*Effective pain management for 1 of 2 sampled
residerits (1) with pain during personal cares.

*Interventions were dohe in a timely manner for 1

: of 1 sampled resident (1) with coristant loose

stools.

“Documentation of skin issues had been

addressed for 1 of 1 sampled residents (1) with

numerous ulcers.

*An effective pressure uicsr management

program for 8 of 16 sampled residents {1, 4, 8, 7,

18, 12, 13, 14, and 15) with pressure Ulters. That

failure created a sitvation of immediate jeopardy

that had the potentiat for causing harm to all
residerts with a pressure ulcer and for those-at
risk for developing a pressure ulcer.

- *Chemicals had remained jocked on the
housekeeping carts on 2 of 2 imits (nursing care
unit and secured care unit).

' *Cleaning chemicals were locked upin 2 of 2
soiled lingn rooms (nursing care unit and secured
care unif).

*Artipsychotic medications for 2 of 4 sampled
residents (4 and 7) bad an appropriate diagnosis
for use.

“A gradual medication dose reduction foran
artipsychotic medication had bsen done for 1 of 4
sampled residents (4).

*A medication error rate fess than five percent by
1 of 1 registered rirse during 1 of 2 medication
pass cbservations.

1 *Adiquid with nutritive valua had been added to
thin the pureed foods for 1 of 1 observed meal
service {supper),
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A bedtime snack had been offered to 18 of 17
sampled residents (1, 2, 3,4, 5,6, 7, 9, 10, 11,
12, 13, 14, 15, 16, and 17).

*Appropriate handwashing and glove use had
beer completed by 4 of 5 observed staff
members (G, 1, J, and K for 2 of 2 observad
meal sérvices in the kitchen,

*An effactive infection conirol program had been
maintaingd.

*A procedure for the disinfection of 2 of 2
whirlpool fubs.

*Appropriate handwashing and giove use by 1 of
2 observed cerfified nursing assistants (B) while
. performing personal care on one of one sampled
residerit (4).

*Certified nursing assistants chafting stations had
beer maintained in a sanitary manner on 2 of 2
hallivays (red hall and biue hall) in the nursing:
care unit,

“The facility was operated and administered in a
manner that attained of maintained the highest
pratticable physical, mental, and psychosocial
welkbeing of 16 of 16 sampled residents,
“Scheduled baths were documented for 15 of 16
residents {1, 2, 3,5,6,7, 8, 9, 10, 11, 12, 13, 14,
15, and 16).

“An effective quality assurance (QA) program had
been maintained to identify concems and to
develop and implement corréctive action.
Findings include:

1. interviews, dbiservations, récord reviews, and
policy reviews throughout the course of the
survey from 519714 through 52114 and froin
5/27{14 through 5/28H4 revesied the governing
body had not ensured the safe management and
overall well-being of ali 48 residents, Refer to
F157, F178, F241, F252, F280, F281, F300,
F314, F323, F329, F332, F364, F368, F371,
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The fadility must raintain linical records on sach
resident in accordance with acoepted professional
standards and practices that are complete;
accurately documsnted: readily accessible; and
systematically organized.

The ¢linical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress hotes.

This REQUIREMENT is not mat as evidenced
by:

Based on record review, interview, and policy
revigw, the provider failed o ensure 15 of 18
residents (1, 2, 3,5, 8, 7, 8,9, 10, 11, 12, 13, 14,
15, and 16) had scheduled baths documented.

- Findings. include:

1. Review of the 4/25/14 through 5/27/14 certified
fivrsing assistant documentation for the above

| listed reisidents revealed limited to no

docurmnentation for baths given or refused during
that time period for those residents,

Interview on 5/28/14 at 1:30 p.m. with the director
of nursing corifirrried they did not hive a policy on
bathing frequency. She confirmed they
"Altemnpted to bathe the residents twice a week,
unless a resident requested a bath only once a3

bathing in the records as given,
declined, or offered. Previous record
keeping had been maintained in a
“CNA to Do” book prior to
implementation of computer
software program. Since the
implementation of the software,
nursing assistants are trained to
document bathing however, there
are several places to chart and at
best, documentation has been
inconsistent or sbhsent.

CNAs will be re-educated on correct
documentation of bathing for the
nursing care units and be monitored
on a weekly basis by the Unit
Supervisors of each respective unit x
4 weeks. The unit supervisors will
forward these audits to the DON or
designee to bringto QA on a
guarterly basis.

Expected Date of Completion:

6/28/14

e
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o . F514 483.75(1)(1) 6/28/14
F 493 | Confimuied From page 75 ’ et . o
unwiee From pag F 4931 RECORDS-COMPLETE-ACCURATE-ACC
F441 . F490, F51 4 and F520. ESS[BLE
F 514 1 483.75(1)(1) RES F 514 The acility Failed -
_ . e facility failed to document
55= | RECORDS-COMPLETE/ACCURATE/ACCESSIB ty \
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week. If a bath was skipped or missed it wonld
not be picked up the next day, the resident would
have 1o wait until the next scheduled bath day.”

Surveyor 32333

Review of the provider's 11/47/06 Whirlpoo! and
Shower Bathing on Nursing Units policy revesled:
"It is the responsibifity of each nursing unit to

| provide witidpool bathing or assisted showers at
least twite a week for each resident. A resident
may request sither method.”

Review of the provider's 1/10/08 Nursing
Philosophy and Mission Statements. revealed the
"Missien of nursing is to provide quality nursing
care 1o all residents. This care will be providad in
@ Kind, understanding manner ulilizing current
concepts of professional practice in a hammonious
environment with the resident as the center focus
of all sur activities.”

F520] 483750 1) QAA - ) F 520
5s=E | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quaslity assessment and
- assurance comimittes consisting of the director of
nursing services; a physician designated by the
faciity; ard at least 3 otfier members of the
1 fachity's staff.

The guality assessmeiit and assurance
committee meets at least quarterty to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.
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F520 483.75{0}{1) QAA 6/28/14
F 520 | Continued From page 77 F 520 COMMITTEE-MEMBERS/MEET
A State or the Secretary may not require QUARTERLY/PLANS
disclosure of the records of such committee The facility was cited for continued
except inscfar as such disclosure is related to the and ongoing issues noted as deficient
compliance of such committee with the in previous studies which should have
requirements of this section. been corrected or a plan of action put
_ in place. F241 and F252 have besn
Good faith attempts by the committee to identify granted a waiver from the State of
and correct quality deficiencies will not be used as South Dakota and will not be corrected
a basis for sanctions. unti the new facility is built. The other
tags noted on the survey are
o . _ ; s rmonitored on a quarterly basis
;;'S REQUIREMENT is not mat ag evidenced through checiftists and audits within
Baysed on observation, recoid review, interview, the QA ‘:D“.“_'“'ﬁee until tt}rgshqid; s
and policy review, the provider falled to ensure an _mEt‘ ane_ the th}r eshold is mg_t_,_ _the
effective quality assurance (QA) program had S'tu‘,jv 15 CDm-PietEd a”d no Iongeg _
beert maintained to identify concemns, to develop, reviewed. With the implernentation of
and to implemient corrective action. Findings Quality Assurance and Performance
include: Improvement (QAP!}, the facility will
be able to be more proactive in finding
1. Review of the previous survey on 4/25/13 solutions rather than reactive
revealed the following deficiencies had been following a survey. Each department
cited: F241, F252, F371, F441, and F485. will have a representative and all
departments will work together
During the-current survey the following through root cause analysis or
deficiencies had been cited andfor recited (*): Performance Improvement Prejections
| F157, F176, *F241, “F252, F280, F281, F308, {PIPs) to resolve or offset issues.
i F314, 323, F329, F332, F368, F364, 7371, Expected Date of Completion: 6/28/14
“F441, F490, F493, F514, and F520.
Interview on 5/20/14 at 3:50 p.m. with the director
of nursing (DON) confirmed she was responsible
for the QA program. She stated the current
program consisted of auditing last years survey
areas. Staff had been educated on thé quality
assurance. performance improvement (QAPYT)
process. Front line staff were not involved in the
QA committee. Staff and department managers
that attended the QA comimitiee mestings had
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been the DON, medicat director, physical plant,
housekeeping, faundry, dietary, pharmacy, and
the gdministrator. She stated that QA met
quarterly, and when the QAP! was Instituted it
would messt onthly. She confirmed the current
style of QA was a reactive style and was not
proactive and prevertative,

Interview or: 5/28/14 at 1:30 p.m. with the DON
confirmed the: currerit style of QA did not track

{ and frend issues. They had notbeen looking for
what had iniially caused an issue.

Review of the previder's 2/3/05 Quality Assurance
Committee policy reveated:

“The purpose of the Quality Assurarice
Committes is o monitor, analyze, coliect data,
and resolve problérns that would inhibit or prohibit
quality of care for its resideénits.”

*"Eagh discipline will monifor spe¢ific and on
goirg. problems withih their department®
*"Each discipline will pinpoirit specific issues and
monifor for resotition.”

Interview on 5/27/14 at 4:35 p.m. with charge
nurse O revealed she had riot been very involved
| with the QiA program:. The director of nirsing was
responsible for mest of the QA program.

| Interview on 5/28/14 at 9:30 a.m. with CNAN
revealed she thought i she had any suggastiohs
for C¥A shie would take them to-the charge nurse
working ait that time. She believed the charge
nurse would brinig it to the QA committee if it was
& good idea.
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K000 | INITIAL COMMENTS K 000
A licensing survey for compliance with the Life
Safety Code (LSC) (2000 existing health care
otcupancy) was conducted on 5/20/14. The
Michael J. Fizmaurice Sowuth Dakota Veterans
Home was found not in compliancea 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 5/27/14 upon correction of the deficiency
identified below.
Please mark an "F" in the completion date
columin for those deficiencies identified as
meeting the FSES to indicate the provider's infent
to comrect the deficiency identified at K023 in
conjunction with the provider's commitment to
continued comphiance with the fire safety
standards. )
K 033 | NFPA 101 LIFE SAFETY CODE STANDARD K 033! K033 NFPA 101 LIFE SAFETY CODE
§8=E ) STANDARD
Exit components {such as stairways) are Exit Components {such as stairways) are
enclosed with construction having a fire enclosed with construction having a
resistance rafing of af least one houw, are fire resistance rating of at least one
arranged to provide a continuous path of escape, hour, are arranged to provide a
and provide protection against fire or smoke from J .
other parts of the building. 8.2.5.2, 19.3.1.1 continuous patl') of escape, and
T provide protection against fire or
smoke from other parts of the
building. 8.2.5.2, 19.2.1.10bservation
revealed the 90 minute fire-rated
door at the northwest stair enclosure
This STANDARD is niot met as evidenced by: on the second floor would open by
Based on observation, interview, and testing, the pushing the door. It was noticed that
provider fajled to maintain two of two conforming the door was not [atched.
LABORATORY DIRECTER'S OR WIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (B} DATE

. 22T g
Any deficiency staternent ending with an asterisk (%) denotes a deficiency which the instihstion may be excused correcting providing # is determined that

other safeguards provide sufficient protection to the patlents . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dafe these documents are made available 1o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program parficipation. ’
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K033 | Continued From page 1 K033| K 033 Continued:
exit stair enclosures (northwest and southwest)
with conforming fire-rated doors on the second Responsible Discipline:
floor. Findings include: Both the northwest and southwest
stairwell doors have been locked in
1. Observation at 1:30 p.m. on 5/20/14 ravealed position so the doors latch each time.
the 90 minute fire-rated door at the northwest The capability to lock the latching

stair enclosure on the second floor would open by
pushing on the dogr. It was neticed the doorwas
not fatched. The door was equipped with a "dog”
feature that had been utilized and prevented the
panic bar fatch from engaging the door frame.
Fire-rated doors must not be prevented from

mechanism open has been
permanently disabled. All other
stairwell doars have the ability to latch
when closed, Latching of all stairwelt
doors are in our weekly preventative

o maintenance program. {(PM 01)
tatching into the door frame. . Responsibilities for PM will be
Interview with the physical plant manager at the completed by the Senior BUIIdI.ng
time of the observation confirmed that condition. Maintenance Worker. The Senior
He siated accessible door-opening controls had Buitding Maintenance Worker reports
been added to allow residents easier access to to the Building Maintenance
open the daor from bioth sides. Supervisor weekly. The Building

Maintenance Supervisor reports the

Testing of the door at the time of the chéervation findings at the QA Monthly.

with the panic bar "dog"” feature released revealed
the door worked as required both with the
accessible controls and without the controls.

Further interview with the physicat plant manager
reveaied the the southwest stair enclosure 90
minute door on the second floor was simiiarly
configured.

K 034 | NFPA 101 LIFE SAFETY CODE STANDARD K034
§5=C
Stairways and smokeproof towers used as exiis
are in accordance with 7.2.  19.2.2.3,18.2.24

This STANDARD is not met as evidenced by:
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] K034 (page 2 of 4) NFPA 101 LIFE
K 034 Continued From page 2 K 034| SAFETY CODE STANDARD
Based on measurement, observation, and Stairways and smoke proof towers
interview, the provider failed to maintain two of used as exits are in accordance with
two conforming exit stairs (northwest and 7.2.19.2.2.4 19.2.2.4.
sauthwest) with the cormect tread depths and riser ’
heights. Findings include: Observation revealed the tread F
; . height and depth for the northwest
,:,; Observation at 1:45 p.m. on 5/20/14 revaaled and southwest stair enclosures were
e tread height and depth for the northwest and nine inches for the risers and nine
southwest stair enclosures were nine inches for d half inches f h d
the risers and nine and one half inches for the and one halt inches for the treads.
treads. Thase steps were not consistent in tread These steps were not consistent in
width and viser height. Interview at the time of the tread width and riser height.
observation with the physical plant manager . .
revealed that condition had existed since the stair Requn_SIbIe :E)rsmpline:
enclosures had been constructed, Review of the {Administration to respond)
last survey conducted on 4/25/13 confirmed that
condition existed.
The building meets the FSES. Please mark an
"F" in the completion date column.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 6/28/14
§8=C F
Required automatic sprinkler systems are T"JH
continuously maintained in refiable operating J'I-\
condition and are inspected and tested {@/
periodically. 19.7.8, 4.6.12, NFPA 13, NFPA 25, ﬁ
975 d »ft
? \xlﬂl'
W
This STANDARD is not met as evidenced by:
Based on observation and record review, the
provider failed to maintain sprinklers for the main
antrance. Sprinklier coverage did not extend out
to the combustible canopy. Findings include:
1. Observation at 1:45 p.m. on 5/20/14 revealed
the automatic sprinkler protection did not extend
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:ENSC21 Facifity 10: 0119 if continuation sheet Page 3 of 4
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K 062 | Continued From page 3 K 062

irto the attached canopy at the front {main})
entrance. The canopy was approximately 15 feet
by 150 feet. It was constructed of 1 foot by 8 feet
ptanks ang heavy timber supports/beams, and
had a metal roof. Review of the previous surveys
dated 4/25/13, 2/07/12, and 1/25/11 revealed the
condition had not been cited at those times.
Interview with the physical plant manager
revealed the building had a Fire/Smoke Zone
Evaluation (FSES) Worksheet for Health Care
Facilities completed on 1/25/11 for that condition.

Interview with the physical plant manager at 3:00
p.m. on 5/20/14 revealed he thought the FSES
document exermnpted the provider from correcting
the deficiency until the new facility (under
construction and scheduled to be complated near
the end of 2015) was ready for occupancy.

Thie facility meets the FSES. Please mark an "F"
in the completion date colurnn to indicate the
facility's intent to correct the deficiencies identified
in K00O.
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S000] Initial Comments 5000 S16644:04:02:17 (1-10) )
OCCUPANT PROTECTION 8/1/14
1 Responsible Discipline:
Survéyar: 18087 . Door alamns will be installed on the 2 doors on the
I Alicensure survey for compliange wgh the west end of nursing care unit at the stair enclosures.
Administrative Rules of South Dakota, Arlicle *Secuwrity Cameras have been installed to view alt exit
44:04, Medical Facilities, requirements for doors from the NCU Nurse's Station. The Director of
nursing facifities, was conducted from 5/18/14 :‘n:r:;zge,rl)lrector of Operations, Physical Plant
g;%lj.]g: ?gg;ziafigmmifi1é {;hg:;g;ﬂs S_upen'ntendent and Charge Nurses have the ability to!
Home vras found not in éompliance with the view these cameras. -
following requirerent: $166, $199, $206, and Dl esdens e e o o
8323, or elopement risk and quarterly tht_a-reafter. Those
T residents identified at risk are required to wear a
Roam i
5168! 44:04:02:17(1-10) OCCUPANT PROTECTION | 8168 Aleri® pendant or bracelet to alert staff of attempts at
' departure from the unit. All residents on the nursing
care
| The facllity must take at least the following units have Physical Therapy assessments completed
_precautions; {upon admission and quarterly thereafter to determine |
{‘}) Develop and implement a writien ang their ambulation and mobility ability.
scheduted preventive maintenance program; “We have ? secured unit with keyed entry doors
(2} Provida 3ewreiy.®ﬂstm9§ed and ’ and an exit door a!ar‘m system. )
conveniently located grab bars in all foilet rooms. "SCU also has security cameras in place at the
| and hathing areas used by patients or residents; ? *‘Z‘;t d°;:;s‘ o on admission and
{3} Provide a call system for each...resident bed F:S efts alre assesse kon adrission a
and in al toflst rooms and bathing facilities T o wil Seordinats it the Physical Pant
routinely used by, ,,_.re.SI.denfs._ The c?'ﬁ systern Manager to ensure all above systems are operational '
must be capable of being easily activated by weekly,
. fhﬁ_. - F&Stdem a.ﬂd must register at a station The F’hg}sical Plant Manager will be bring findings fo
sarding the un, QAP monihly.
{(4) Provide handralls firmly atfached fo the walls
on both sides of alf resident corridors in nursing
| facilities;
{5) Provide grounded or doubile-insulated
| electrical squipment or protect the equipment
| with ground fault circuit interrupters, Ground fault
circuit interrupters must be provided in wet areas
and for cullets within six feet of sinks;
| {8) Install an electrically activated audible alarm
| on all unattended exit doors in nursing facilities.
Other exterior doors must be locked or alarmed,
Thé alarm must be audible at a designated .
L~ =N n_%i h3
LABORATORY DIRECTORS R PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE E U @ abode Iz D
{
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Continued Frorm Page 1

nurses” station and may not automatically silence
wheiy the door is closed;

{7) Portable spade heaters and portable halogen
lamps may not be used in 3 facilly;

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

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

{10) Any clothes dryer must have a galvanized
metal vent pipe for exhaust.

| This Rule Is hot met as evideniced by:

Surveyor: 18087

| Based on observation and interview, the provider |

failed to install electricslly activated audible
alarms for elght of eight unattended exit doors
{three on the ground floor; three on the first fioor,
and two on the second floor). Findings include:

1. Observation on 5/20/14 beginning at 10:30
a.m, revealed the northwest and southwest exit
doors on the secend floor were not equipped
with alarms that activated the required zlarm for
all residenis. Alarms were provided for residents
equipped with wandering devices. Not all
residernits were equipped with wandering devices.
Interview with the physical plant manager at the
time of the observation confirmed that finding.
He stated the remaining exit doors on the first
and second floor did net have the required alarm
either.

; 5166
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§ 199 44:04:04:04 PERSONNEL S 199
The facility must have a sufficient number of
qualifled personnel to provide effective and safe
care. Staff members an duty must be awake at
ali times. Supervisors must be 18 years of age or
oider. Written job descriptions and personnet
potlicies and protcedures must be made available
1o personnel of all departments and services.
The facility may not knowingly employ any
person with a conviction for abusing ancther
pérson. The facility must éstablish and follow
policies regarding special duty of staff members
on contrack:
| This Rule is riot met as evidericed by
Surveyor: 32573
Based on record review, récord review, and B
interview, the provider falled to screen ofie of five |
randomly reviewed staff () for convicfions of
abuse. Findings include: . 15199 44:04:04:04 PERSONNEL
_ _ , _ DA (1) is no longer employed by the 6/28/14
1. Review of dietary aide (DA) I's employee file |- past food service company (CBM).
revealed: _ _ New food service contractor hired DA
*He had been hired on 2/6/14. _ (I} and completed background checks
“A background check I,}f' fefere.nce checkto on all employees prior to hiring. New
| sereen for abuse convictions had not been food service contractor has policy in
| available. . N place to do background checks on all
“He was a contract employee from CBM Food | employees. Dietary manager will
Services, Inc. (CBM). monitor employment records
Review of the facility and outside company's ;:)nad 'I‘('ggﬂ% %ﬂgzkf;';? ;%g;sﬂz ed
contract dated through June 2014 revealed the | Thc . comp :
. g St . e Dietary Manager will report to QA
pontract company had been responsible for monthly such findings until advised to
| providing services that met state and federal ' ol t}{n " 8
requirements. . Date of Expected Completion: 6/28/14
Interview on 5/28/14 at 12,55 p.m. with the

STATE FORM n21d Kp L1 1 if continuation sheet 3 of
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S 99| Continued From Page 3 5199
digtary manager revealed all the facility dietary
staff was coritracted through CBM. CBM did not
perform batkground checks on their employees.
She had been unable to provide documentation
that DA had been screened for convictions of
abtiseé before beginning work at the facility.

The facility must have a formal prientation
program and an engeing education program for

all personnel. Ongoing education programs must |

cover the required subjects annually. These
programs must include the Tollowing subjects:

{1) Fire prevention and response. The facility
must conduct fire drills quarterly for each shift, ¥f
the facility is not operating with three shifts,

| monthly fire drills must be condicted to provide

training for all staff;

{2) Emergency procedures and preparedness;
{3} Infection control arid prevention;

' {4) Accident prevention and safety procedures;

(5) Proper use of restraints;

(6) ...Resident rights;

(7) Confidentiality of...resident information;

(8} Incidents and diseases subject to mandatory
reporting and the facility's reporfing mechanisms;
{8) Care of...residents with unigue needs; and
{10} Dining assisfance, nutrifional risks , and

- hydration needs of...residents.

.«Additional personnel education shall be based

on facility identified needs.

- This Rule is not met as evidenCed by

Surveyor: 32573 _
Based on record review and interview, the

Employees C, D, E, F, and G have
received training by 6/8/14 on the
following:

. Proper use of
restraints/information regarding
restraints

° Dining Assistance, nutritional
risk, and hydration

e Confidentiality of resident
information

Employee training files will be
monitored by the Human Resources
Specialist on a quarterly basis and
report to QA quarterly until advised to
discontinue.

Expected Date of Completion: 6/28/14
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provider failed to ensure all mandatory education
for five of five sampled staff members {C, D, E,
F, and G} had been completed and documented.
Findings include:

1. Record review on 5/28/14 of employee files of
those hired between November 2013 and Aprif
2014 révealed staff C, D, E, F, and G had not.
recelved mandatory fraining on the following
topies:

| *Proper use of resiraints; afl five sampled staff.

| *Dining assistarice, nutritional risks, and
hydration needs of residents: all five sampled
staff

*Confidentiality of patient or resident information:
staff E,

Interview on 5/28/14 at 12:55 p.m, with the

| dietary manager revealed dining assistance,
autritional risks, and hydration needs had rot
besn covered at new employee orientation or
{ during annual in-service training.

interview on 5/28/14 at 2:10 p.m. with the
director of nursing revealed proper use of )
restraint fraining had not been given o any staff,
| betause they did hot use restraints.
Corfidentiality of patient or résident information
training was only giver to nursing staff.

$3221 44:04:08:04.01 CONTROLAND s322
AGCOUNTABILITY OF MEDICATIONS

| Written authorization by the attending physician
| must be secired for the release of any
medication o a...resident upon discharge or
transfer. The release of medication must be
documented in the..resident’s recerd, indicating
guantity, drug name, and sirength,

STATE .FORM 21180 KPLO11 " #oontinuation sheet 5 of &
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ACCOUNTABILITY OF MEDICATIONS '
Facility failed to obtain discharge
orders including disposition of
medications for a resident being
transferred from Nursing Care Unit to |
This Rule is not met as evidenced by: Residential Living Services
 Surveyor: 32573 {Independent Living) at this facility.
Based on record review and interview, the Discharging unit is responsible for
provider failed to ensure a physician's order was obtaining discharge orders including
received to release medications to one of one  disposition and destination of
' samipled resident {17} upon transfer. Findings resident, procurement or disposal of
include:  medication, and independent or staff
assistance.
1. Review of resident 17's closed record revealed Discharge checklist will be generated
she had been admitted on 3/11/14 and - for each discharge. Once completed,
transferred to Residential Living Services (RLS) ‘the checkiist will be forwarded to the
- o 47714, Althe fime of fransfer her medications ADON. ADON will monitor checklists
had been sent with her, No physician's c’r;:_dei'_ was on a monthly basis and forward to
fﬂu:?af in her tecord {6 releass those medications DON for QA purposes. DON will bring
 at disoharge. to QA at least quarterly until advised
’?’fe'f‘fiew on 5128[14 at 10:30 a1t with the B i E:(geezt’velesiebate of Completion:
director of nursing confirmed there was ne order 6/28/14
in resident 17's chart for release of those
medications when she transferred to RLS. She
confirmed a physician’s order should have begni
obtained prior to her transfer.
STATE FORM agrie IFcortinuation sheet & of 6



