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mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which wouid
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that ali alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.
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The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged viclation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 23059

Based on interview, record review, and policy
review, the provider failed to ensure two of three
sampled allegations by five residents (4, 12, 13,
14, and 15) of abuse and theft of property had
been reported fo the state reporting agency
(South Dakota Department of Health [SD DOH]).
Findings include:

1. Review of the provider's file of allegations of
abuse or neglect since the previous survey on
6/12/13 revealed an 11/15/13 allegation of abuse
against a staff member by resident @That
allegation had not been reported to the SD DOH
prior to the investigation.

2. Review of the same above file revealed an
allegation of theft of money by residents 4, 13, 14,
and 15. That allegation had not been reported to
the SD DOH prior to the investigation.

3. Interview on 7/23/14 at 11:00 a.m. with the
social services designee (SSD) revealed she
stated she was not aware until the prior two
months that allegations of abuse or neglect
needed to have been reported to the SD DOH.

Resident 4, 13, 14, and 15 reported
money missing. Upon this knowledge |
completed the 5 Day Investigation report
10/18/2013. | called Local Ombudsmen
for our facility followed ter
recommendations and called local police.
Police came resident 4 and 14 money was
not found, resident 13 and resident 15 l
money was found. Investigative report \

has beenfaxed te Local Ombudsmen,
State Ombudsmen, and Department of
Health. 08/21/2014.

Staff Training for Adminisirator and

Social Worker on residents and
dignity per procedure for investigations.

Signatures of Administrator
and Social Waorker on

document included in the POC
pack in-Hoiise Trainir

1o
Social Worker, and Administrator on
08/20/2014. Administrator and Social
Services were presented abusive
investigafion policy, procedures, and
reports.
Social Services is responsible for
reviewing pursuant to policy The policy
that was sent in the packetona
weekly basis four {4} weeks then
quarterly through the QAPI process. QAPI
results will be reported to the
Administrator weekly for {4} weeks, then

guarterly for one year. The QAPI
committee will review the
resulis by the Soicial Worker
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She stated she contacted the local ombudsman Nurr;bertsR_ s andl digaity of abuse \I
\ . Resident Rights an !
(llcensed social worker employed l.)y the South ineifelstigation and reporting was reviewed
Dakota Department of Social Sen”ces) and with Social Services and Administration
assumed that individual had reported concerns to on 8/20/14. Implementation of falls
SD DOH. She stated she had recently been investigation log and Resident
educated on the need to report all concerns to SD Grievance/Complaint investigation log
DOH will be implemented immediately. Social
) services is responsible for reviewing
. . li weekly basis four
Interview on 7/23/14 at 3:15 p.m. with the SSD D ek them arterly through the
revealed she had misspoken at the earlier QAP! process. QAP results will be L
interview and was sure she had reported reported to the Administrator
everything to SD DCH. She confirmed no weekly for {4} weeks, then quarterly for
documentation was present to indicate that one year.
reporting had occurred.
poriing THE QAPI COMMITTEE WiLL \
Interview on 7/23/14 at 3:20 p.m. with the SD REVIEW THE RESULTS BY THE \ QZ
DOH complaint coordinator confirmed she had no SOCIAL WORRER. \.\ A .
record the above allegations had been reported ' ? f / /
to her. /
Review of the provider's revised 9/27/06 Resident '
Abuse policy revealed:
*Allegations of abuse or potential incidents of
neglect were to have been reported to the SD
DOH within twenty-four hours.
*Those twenty-four hours began when the staff
member first knew about the event.
Review of the provider's November 2010 Social
Services Policy Manual's policy on Reporting
Abuse to State Agencies and Other
Entities/Individuals revealed:
*Any suspected violation or substantiated incident
should promptly have been reported to the state
licensing/certification agency responsible for
surveying/licensing the facility (SD DOH).
*Those reports were to have been made within
twenty-four hours of the occurrence.
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Review of the provider's undated resident
handbook revealed any complaints of abuse or
neglect would have been reported to the
administrator. The administrator would have
investigated that complaint and reported to the
SD DOH if warranted.
F 280 483.20{d}3), 483.10(k){2) RIGHT TO F 280 Residents #1, 4, 5, 6, 8 and 10 were
33=g | PARTICIPATE PLANNING CARE-REVISE CP assessed using Grab Bar Assessment and ?9 i q /
grab bars were removed from their beds. 7
The resident has the right, unless adjudged The Grab Bar Assessment will be added to
incompetent or otherwise found to be the admission check sheet for the charge
meananit vndar the | af tha Ciata ¢ nurses to complete for all new
lnCa-p.auuatf.:.‘d under the laws of the State D rsions. The charge nurse will obtain
participate in planning care and treatment or
changes in care and treatment. the Physician’s order for a grab bar if
appropriate,
i Quarterly reassessments and care plans
A comprehensive care plan must be developed will be completed by MDS Coordinator.
within 7 days' after_ the completion of the All current residents will be assessed for |
comprehensive assessment, prepared by an " need for grab bars and appropriate }
interdisciplinary team, that includes the attending follow-up will be completed by 9-12-14. 1
physician, a registered nurse with responsibility DON or designee will be re§pf°n5Iblf_ for |
for the resident, and other appropriate staff in :Szlei‘;‘:'";i ':zgfjlgzioéﬂ::ea;ma ion
disciplines as determined by the resident’s needs, thereafter through the QAP! process.
and, to.the extent practicable, the participation of QAP! results will be reported to the
the resident, the resident's family or the resident's Administrator weekly X4 weeks then .
legal representative; and periodically reviewed Quarterly thereafter for 1 year. {
and revised by a team of qualified persons after |
each assessment,
Training to nursing staff on
grab bars will be done for all
) nursing staff by DON or
This REQUIREMENT is not met as evidenced desi ¢ : C
by: gnee on the assessment .
Surveyor: 23059 . $;°°ed”f e and safety. 7/ /%
Based on observation, interview, record review, e QAP! committee will /
and policy review, the prpvider failed tq ensure review the results by the MDs
care plans had been reviewed and revised to Case managerRN. |
reflect the current status for seven of ten sampled |
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residents (1, 4, 5, 6, 7, 8, and 10) related to:
*Use of grab bars for four of ten sampled
residents (1, 4, 5, and 8).

*Preventive skin care for one of ten sampled
residents (10).

*Use of a pacemaker for one of ten sampled
residents (10).

*CGare of current skin issues for one of ten
sampled residents (7).

*Activities needed to improve or maintain
residents' range of motion (ROM) for three of ten
sampled residents (4, 6, and 8).

Findings include:

1. Random observations from 7/22/14 at 7:45
a.m. through 7/23/14 at 5:00 p.m. revealed a grab
bar on the outside upper edge of resident 1's bed.

Review of resident 1's revised 5/8/14 care plan
revealed thére was no mention of his use of a
grab bar for positioning.

Interview on 7/24/14 at 7:55 a.m. with the
Minimum Data Set (MDS) coordinator revealed
she was not aware the use of grab bars should
have been inciuded on the care plan.

Surveyor 29162

2. Random observation of resident 4's bed from
7/22114 at 7:45 a.m. and throughout the entire
survey revealed there had been grab bars on
each side of the upper half of her bed.

Review of resident 4's last revised 6/8/14 care
plan revealed no mention of those grab bars.

3. Observation on 7/23/14 3:00 p.m. of resident 8
revealed she had a grab bar on the upper half of
her bed on the side nearest the closet.

Resident #10’'s pacemaker has been

addressed on the care plan.

Pacemakers will be added to the Nursing !
Admission checklist for identification of
residents with these devises at the time
of admission. All present residents with
pacemakers will be identified and care
plans completed by 9/12/14.

MDS Coordinator or designee will be
responsible for maintaining current list of
residents with pacemakers and Care
Plans completed. We will monitor weekly
X4 weeks then guarterly thereafter
through the QAP process. QAP results |
will be reported to the Administrator

weekly X4 weeks then Quarterly

thereafter for 1vear. The QAPI committee will

review the results by the MDS
exercises and will begin on 8/25/14,

£280 icase manager RN.
! el :
F230 {Range of Motion) /?/

for residents #4, 6, and 8. al Q¢. ?’ ﬁ /
present residents and further admissions;

Residents #4, 6 and & will be provided \
will be assessed by licensed nurse for

..

with at least 15 minutes of Restorative
Therapy 5 days a week. This will provide
these residents with Range of Motion

T

Restorative therapy programs needed. i i

A full six days a week &7{
1411

restorative program will be initiated
by 11/01/14.

DON or designee will be responsible for
reviewing Restorative Therapy
assessments and programs weekly X4
weeks then quarterly thereafter through
the QAPI process. QAP results will be
reported to the Administrator weekly X4
weeks then Quarterly thereafter for 1

year. QAP committee will

Yy
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Surveyor 28057

4, Observation from 7/22/14 at 7:30 a.m. through
7/24/14 at 8:00 a.m. revealed resident 5 had a
grab bar on the outside upper edge of his bed, He
was not observed to use the grab bar by this
surveyor as he was independent with his
transfers. He was sleeping in bed, was in his easy
chair, or was in the dining room during all
observations of his activity during this survey.

Review of his last revised 7/6/14 care plan
revealed the use of the grab bar had not been
addressed on that care plan.

Review of his current physician's orders revealed
there had been no order for the use of the grab
bar.

Review of his progress notes from 5/13/14
through 7/16/14 revealed a quarterly MDS.
assessment. That assessment had been
documented by the registered nurse (RN}
assessment coordinator/MDS nurse. She had
addressed his use of mobility devices and had
stated he was independent with transfers. She
had not documented his use of the grab bar
attached to his bed during transfers or at any
other time.

Interview on 7/23/14 at 1:30 p.m. with the MDS
nurse confirmed she had not assessed resident 5
or any other resident for their ability to safely use
the grab bars attached to their beds. She had not
care planned the use of the grab bars as she
believed they had not been a restraint. She
believed grab bars had needed to be care
planned only if they had been a restraint. She
stated there was no policy that addressed the

Resident #7's wound was previously
identified by Attending Physician as
“superficiat abrasion” in Physician’s
progress note on 2/11/14. When

Attending Physician revisited resident on |

7/08/14 he referred to the area as "Stage
2 pressure ulceration of the left mid-back
area.” The MD was contacted on 7/16 /14
for clarification of this area and
responded “That area on his back is an
ulcer.” MDS case manager RN
will ask MD for further clarification of this
area for ongoing treatment.

Care plan has been for Resident #7 has
been updated to include present
treatment ordered by MD.

MDS Coordinator or designee will be
responsible for reviewing Care plans and
medical récords information weekly X4
weeks then quarterly thereafter through
the QAP process. QAP results will be
reported to the Administrator weekly X4
weeks then Quarterky thereafter for 1

year. QAPI committee will

review the resuits by the MDS |

case manager.
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assessment and use of the grab bars.

Interview on 7/23/14 at 1:30 p.m. with the director
of nursing confirmed he had expected grab bars
to have been assessed, care planned, and a
physician's order received for the use of the grab
bars.

5. Review of resident 10's medical record
revealed she had been admitted on 6/4/14.
Review of her admission history on that day
revealed she currently had a pacemaker {device
implanted to regulate the heartbeat). That
pacemaker required routine checks with an
outside provider to ensure it was continuing to
function appropriately. Review of her 6/9/14 care
plan revealed thére was no mention of the
pacemaker or the need for routine checks.

Review of resident 10's 68/11/14 through 7/18/14
physician's progress notes revealed she had
concerns with ulcerations on the foes of her right
foot. Those ulcerations were currently healed but
required ongoing preventive skin care to prevent
further break down of those areas. Review of her
6/9/14 care plan revealed there was no mention
of the need for preventive skin care.

interview on 7/24/14 at 7:55 a.m. with the MDS
coordinator revealed she was not aware use of a
pacemaker should have been written on the care
plan. She confirmed the preventive skin care
should have been on resident 10's care plan. She
confirmed the above information was not included
on the current care plan.

Surveyor; 28057
6. interview on 7/23/14 at 7:45 a.m. with RN E
confirmed resident 7 had an open area on his
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back. She stated she had it had been skin
cancer. She further stated a facsimile had been
sent to the physician on 7/16/14 to clarify that as
the physician had recently referred to itas a
pressure ulcer.

Review of resident 7's 7/8/14 physician's
pregress notes revealed a stage i pressure
ulceration of the mid-back. It had also included
reference to a new order for the treatment of that
pressure ulcer. '

Review of the resident's medical record revealed
a "Fax Communication to Provider" that had
asked for a clarification of the nature of the open
area on resident 7's back. The response from the
physician on 7/17/14 had stated the area on the
resident's back was an "ulcer.”

Review of resident 7's last revised 7/16/14 care
plan revealed a focus "The resident has impaired
skin integrity relating to skin cancer and has an
open area on his left mid back.” The goals for that
focus had been that the resident would have no
complications related to his skin canger (not the
area on his back) and no skin injury during cares
through the review date. No goals had addressed
the open area on his back specifically. Under the
interventions there had been listed a DuoDerm
(dressing) to be placed over the open area on his
back. The physician was to be kept updated on
the healing progress of that area.

Review of resident 7's 7/8/14 physician's order
revealed an Aquacel dressing was to have been
placed on the above open area. It was to he
changed every three fo five days when it had
become saturated. The Aquacel was to have
been covered with a Tegaderm or gauze and
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paper tape. The care plan had not reflected the
change in the treatment for the open area on his
back.

Interview on 7/23/14 at 1:25 p.m. with the MDS
RN confirmed the care plan had no measurable
goal for the open area on the resident's back.
She further confirmed the interventions had not
been current,

Surveyor; 29162

7. Review of resident 4's last revised 6/8/14 care
plan revealed range of motion (ROM) (exercises
to maintain or improve joint movement) were to
have been provided with a.m. and p.m. care daily.

Interview with resident 4 on 7/22/14 at 2:00 p.m.
revealed the staff that provided morning and
bedtime care for her had not been doing the ROM
exercises for or with her.

8. Review of resident 6's last revised 7/6/14 care
plan revealed gentie ROM as tolerated was to
have been provided with daily care.

Review of resident 6's restorative therapy
documentation revealed she had received ROM
exercises for a total of thirty minutes on two days
since 6/29/14.

9. Review of resident 8's last revised 7/16/14 care
plan revealed no mention of restorative therapy.
Review of the the restorative therapy Group
Exercise sheet revealed she had been listed to
participate in ROM exercises.

Review of resident 8's restorative therapy
documentation revealed she had received fifteen

minutes or restorative therapy on ten days since
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10. Interview on 7/23/14 at 8:00 a.m. with CNAH
revealed they (CNAs) did not do the ROM
exercises for the residents. He stated
"Restorative therapy does the ROM exercises.”

11. Interview on 7/23/14 at 1:00 p.m. with the
MDS nurse and director of nursing (DON)
revealed they agreed:

*ROM exercises should have been care planned
for all residents who received i

*The care plan should have accurately stated who
was responsible for completing the ROM
exercises for the residents.

Review of the provider's last revised 2006
Assessments and Care Planning policy revealed:
*Care plans were to have been modified
according to resident results achieved and goals
established.

*Problem lists were {o have been provided by
each discipline at care planning. )
*Care plans were to be used in the resident's
daily care routines.

*Changes in resident's conditions were to have
been reported to the nurse supervisor and MDS
nurse so a review of the resident's care plan
could have been made.

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

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

This REQUIREMENT is not met as evidenced
by:
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Based on observation, interview, record review,
and policy review, the provider failed to ensure
professional standards had been followed:

*For physician's orders for a dressing change and
the technique used during that dressing change
for one of two observed residents (7) during a
dressing change by one of two nurses (registered
nurse [RN] F).

*For documentation and careé provided by nursing
staff in a consistant manner for skin breakdown
for one of two sampled residents {7) who had
skin breakdown (open wound).

*By two of three nurses (registered nurse [RN] E)
when signing for medications given during two of
three observed medication passes.

Findings include:

1. Observation on 7/23/14 at 5:00 p.m. revealed
RN F did not wash his hands before putting
gloves on. He then set-up supplies on resident 7's
bedside table for a dressing change on his back.
He cut a clean piece of Aquacel AG (a bacteria
inhibiting dressing) to be placed on the resident's
open area on his back. He had soaked the
Aquacel AG with saline. He then changed his
gloves without washing his hands. He removed
the soiled dressing from the resident’s back. He
again changed his gloves without washing his
hands. He applied the saline soaked Aquacel AG
to the open area on the resident's back and
covered it with a Tegaderm dressing. He wiped
the resident's bedside table off with a dry paper
towel when he had removed the soiled items from
the table. No barrier had been used for the soiled
items when they had been placed on the bedside
table. No disinfectant had been used to clean the
table. He removed his gloves and left the
resident's room with the resident's dressing
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" reported to the QAPI Céﬁ

Infection Contro!
A. All nursing staff shall follow the
infection control policy and procedures as
it relates to hand washing/hand hygiene
procedures as referenced in facility's
Nursing Services: Policy and Procedures -
Manual for {ong Term Care to help
prevent the spread of infections &
promote healthy safe environment while
in performance of skilled nursing care of
resident 7. Infection control policy and
procedures for all residents were
reviewed & compared against facility's
infection control policy and procedures,
and the following action is advised:
1. Plan of compliance will begin 08/25/14;
in-service of facility’s infection control
policy and procedures will be conducted,
Monitering & auditing of compliance will
adhere to the following regiment: daily
for one week, weekly for one month,
then quarterly for one year.
2. Monitoring of proper infection control
policy and procedures will be conducted
by MDS Coordinator and or designated
person(s) with appropriate written
documentation demonstrating the stated
action was performed. ’
3. Auditing of infection control policy and
procedures will be audited by DON and
MDS Coordinator and or designated
person(s) with appropriate written
documentation demonstrating the stated
action was performed,

4, Results of audit will be

action(s) to be taken; it will be !
the responsibil