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The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

| A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an

| interdisciplinary team, that includes the attending
i physician, a registered nurse with responsibility

i for the resident, and other appropriate staff in

! disciplines as determined by the resident's needs,
1 and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced

by:
Surveyor: 32355
Based on observation, interview, record review,
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Surveyor: 32355 —f'tfe,;olfw”\L fo falili +y ootV
A recertification health survey for compliance with H /gj"
42 CFR Part 483, Subpart B, requirements for T/Z/jﬁw
long term care facilities, was conducted from
7127115 through 7/29/15. Good Samaritan Society
Canistota was found not in compliance with the
following requirements; F280, F281, F371, and
F441.
F 280 | 483.20(d)3), 483.10(k)(2) RIGHT TO F 280
55=p | PARTICIPATE PLANNING CARE-REVISE CP
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Any deficiency statement ending with an@’sterlsk ™ i

days following the date these documents are made available to the facility. If deficiencies are cited, an aﬁ

d¢ihotes a deficiency which the institution may be exg u eg from correchpg prqwdmg it I% deterfﬁlned that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes xthe{ fmdangs stated-above- are dlsclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above gmdmgs and pfans of correction are; disglot ab!e 14

program participation.
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-F 000 | INITIAL COMMENTS Fo00] Initial Comments
Preparation and execution of
_ Suwa?jt?ﬂn 3535_,’;1 h uey f ollanbe with ' this response and plan of
A raceriification ‘health aurvey ior compllanee Wiln. : . .
42 CFR Part 483, Subpsrt B; retuiremnents|for COffectl_On. does not constitute
Inng term cara facilties, was conducted from an admission or agreement by
7127145 through 7/29/15. Good Samarktan Soglety the provider of the truth of the
Canistota was found not In compliance wiih the | £ lleced usi
following requirements: F280, F281, Fa71,jand acts alleged or conclusions set
F441. o5 forth in the statement of
E 280 | 483.20{d}(3), 483.10(k){2)} RIGHT TO 280 ficiencies.
ss=D | PARTIGIPATE PLANNING GARE-REVISE CP deficiencies. The plan of
correction is prepared and/or
The resident has thmght.fglnlzsts ag]udga_ executed solely because it is
iheompetent or otherwige found to be , -
Ingapacitated under the lawa of the Stats, required by the provision of
participata In planning cara and treatment 4r Federal and State law. For the
changes In care and treatment, purpose of any allegation that
A comprahenalve care plan must be devaloped the facility is not in substantial
“within 7 days sftsr the complatien of the compliance with Federal
comprahensive assessment; prapared by @ : e
Interdisciplinary team, that Includes the attehding {-requirements of participation,
physician, a registerad nurse with rezponsillity this response and plan of
;Ur'tht’i"realdenél ?nd Cl'tht;r‘ ;Rtphr_oprialtg 5.tlaff n 4 correction constitutes the
isciplinas as determinad by the resident's feeds, R .
and, to the extent practicabie, the participation of fac1l1ty. § a.llegatmn of
the resident, the residant's family or the resident's compliance in accordance with
{lngal representative; and periodically reviewed :
and revised by s team of quallfled parsons after Section 7305 of the State
each_asaessmant' Operatlons Manual.
, ’ F 280
Th'is REQUIREMENT | not met as svidenced 1. As of 8/17/15, residents 2, 3,
bsyﬂrvaycr: 32355 . _ & 8's care plans were reviewed
Based on obsarvation, Interview, recordre\r\aw, and appropriate revisions
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follawing the date-af survey whether er.not @ plan of curreclion s pre
days following tha date these documenis ore mads-avaieble tivihe
pregram -paricipation,

ney which the Insliution may be excissd from eotvacting providing it 1s determinad that
tructiona.): Except for Auraing homok, the findings stated sbove.are disclosabla 90 days
liad. For huraing homés, the abovs findings and plans of comrestion am.dissiosable 14
oility. |f deficlancias ara cited, an approvad plan of erréction i requisite o cuntinued:
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aid policy review, the pravider falled to engure &

had besn reviewad and revisad to refigct those 3

.| bony srea) to her feft heal,

of 12 sampled residents’ (2, 3, and B) cars plans
residents eeds, Findings include:

1. Raview of ragldent 3's medical racord
ravoaled:

*An gdmiseion dale.of 14/11/09.
*Diagnoses of personally disorder (diffioulty |
dealing with others), depresslon (;ad:)ggg), vialal :
loss, dementia {forgattulness), and faiivre 1o
thrive (uneble to gain walght). 1
*Sha had been on comfort care (end of fife) with
hosplca cara, . 7
*She had requirad statf asslstanca for tran fers
and bed mobillty (moving from-place to plage and
repositioning in bed), personal hypiene, an
dressing, . o

*Sha had a history of pressure ulcers (injul to
skln usuially from pressure and frequently oyer a

Observation on 7/28/18 from 8:05 a.m, through
#:45 a.m. revaalsd:

*She had been resting In bed.
*Certified nursing assistants (CNA) C and M had
astisted har with moming care and getting put of
bed.

*Sha had baen laying on 4 Tabs monitor %
{alarming device o alert the gtaff whan a ragldent
atlemnpted to tranafer themagives).
*8ha had not been able to asgist the CNAs with
maoving in bed, personal hyglens, dressing, and
transferring from the bad to her wheelchalr {w/c).
*The CNAg had used a mechanicsl device
transfer har from the bed to harwie, |
*That mechanical davice;

- Had a &ling that she-sat in,

[=]

JLifted her antira body off of the bed and pigeed

MEDICARE & nVILED, e e 3y OATE BURVEY
¢ [ STATEMENT OF DEFICIENCIES iX1} PROVIDEREUPPLIBRICYIA (4% MULTIPLE GONSTRUCTION o CBLETED
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GOOD SAMARITAN SOGIETY GANISTOTA CANISTOTA, 80 87012
_ _ - _— . ER'S PLAN:GF GDRRECTION o 80
T pay o IMARY STATEMENT OF GEFICIEREEE o Enn COERECTVEACTION SHOULD BE | CoMFLETION
K410 SUMMARY BTA T SE PREREDED BY FULL FREFIX {EAGH CORRECTIVEACTION & : oNE .
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v R ATORY OR LSC IDENTIFYING INFORMATIO 3 GOS8 R CENTY)
_ made to reflect current care and
F 280/ Continued From pags 1 F280! {reatment required.

Resident 3's care plan reviewed

_ and updated. TABS monitor was
removed from resident's bed, bed
mobility was changed to reflect
total dependence and total lift
was added to be used with bed
mobility and transfers, ambulate
to meals was removed, and
resident was placed on a
repositioning program and
pillow placement between legs

- with care plan and POC updated
to reflect this.

Resident 2's care plan was
reviewed and updated on 8/18/15
to reflect current care and
condition. Orthostatic blood
pressures added to be done with
falls or if Ativan added in the
future. ,

Resident 8's care plan was
reviewed and updated on 8/17/15
to refleci resident’s behavior of
inappropriate sexual behavior.

2. For all other potential residents
. {care plans were reviewed and
updated as indicated on 8/17/15
to reflect their current condition.
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X4y 1D GUMMARY sm'EMsNT GF QaﬂclaNclEs : n PROVIDERE PLAN oF CORREQTION . REy
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F 280 | Continuad From page 2 Fgsp| 3. IN-SERVICE: Education will
her in‘tha wie. ' | beprovided by the DNS/Staff ~ [8/25/15
*She had not been obssrved standtng ar walk]ng Development Nurse to include
at anylima during her morning cares orto .| i
GSS policy and procedure for
F:Je\ﬁgﬁ g,f1 aasfdant #'s cufrent cars plan reyealed: care planning including
*On . .
JFogus; "Tha resldent has an ADL (activities of Teviewing, evaluating .and
dally-iving) self care performance deficit with self updating care plans with a
g:t’: ﬁned::;;?.t'a E/B [evidenced by} rieeds significant change in resident’s
nsivi o\
-Intervention; "Bed Mobility: Resldent requites 1 condition.
eaff participation extenslye assist ta reposition 4. AUDITS: The DNS/QAPI
and furm in bed. Dressing: Res:dsnt raguirep 1 Nurse/designee will complete
staff participation to dress.” P -
“On 12/914; on5 Aaudlts weekly times 4 weeks,
-FQGL;S "*The resldentd hfaa?l had an actua: hfai N | care monthly times 2 months and
=The-Intarventions had falled to identify the use o s
a Tabs monltor {peraonal alarm toalert stafi i a ‘o[mﬁ quar_tel.'ly‘tu.nes 3 quarter. S
residant iries {0 get up without assistance] Audits will include ensuring

the regident was resting [n bed,

*On 1/6/15: _

-Focus; "Tha resldent has polentlal for
constipation RIT [ralated to]decreased mobliity,
ritervantion: *Endourags to ambulate to m}a!s
with FWW [frant wheeled walksr] and 1 asgjst.”
*On 224/15
«Forus: “The resident has potential Impalrmeant to
skin Integrity RIT Braden Scale {special typs of
skin assassment] below 18, diabates
Juncontroliable blood sugar levels), and
decreased mobillty,”

-The intarventions had falled to identify &
repositioning progiam for the resldent.
‘On 8i18M15:

-Fogys: "The resldent has limited physical
mokility R/T waakness.”

-Goal: "Residant will demonstrata the apprnpriata

uee of adaptive devica(s) to Increase mobillly by
the revisw date, Device: Wheelchalr and limftad

that each resident has an
individualized care plan and
that the interdisciplinary team
is meeting to review care plans
regularly. The DNS/QAPI
Nurse/designee is responsible
to submit the audit findings to
the QAPI committee for
further recommendations and
identifying root cause.
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dntervention: “Ambulation: Bﬁ&!d&nﬁ.rﬁquir%s
/ e
trangfers.”

Interview on 7/28/16 at 8:60 &m, with the d

™

welght bearing support te ambulate, galt b

_ rector
of nursing revaaled:

*The Interdisciplinary cara tasm and nursin
had baen rasponslble for the reviewing-and
revising .of the tare plans. '
*She agreed all of tha ahove argas of ¢ORC
ragldent 3 should have been updatsd.
*Rasident 3's care plan had not reflected th
currantieval of carg that she required,

m for

L1

Surveyor: 35237 ,

2. Revisw of raaident 2's medical record
ravealed: .

“He-was admitted on 5/8/15.

*Ha had a Brief Intarview for Mental Statua
{BIMS) (memory test) score of 14 that indle
he did not have:a memory Jasue,

*Hig diagnoses included Schizophrenta (sarous:
brain disordar that effacts haw.a person thinks,
fesls, and aols), disbetes (disease that affects
sugjar levels In the blgod), snxisly (anxiousress),
fnsomnia {troubla slaaping); erihostatio
hypotanaian (a drop In blcod pressure whait
changing positiona), ahemia {low Iron In blogd),
hypertenslon (high blood pregaure), paranci

ted

statg (suaplelousnase), and {obacco use disorder |

{smaker).

*He had falls on: _
G/11115 &t 2:00 a.m. irying to get into bed by
himself, o o
8113715 at 10:10 a.m. trylng to fix hly bed,
*B/43/16 gt 12;30 pim. he was found knesling on
the floor next fo his bed,

ataff |
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*Oq;urrenue teporis from the abova fa%ls
recurrenca of fa[ls mcludec;i

-On 8114715 it was resldent education. That
sduication was "reiminded the resident to fopk
behind him befors laying down fo-ensure hé is on
thebed."
-On B/137115 at 10 10 a.m itwas employee nd
resident sducatlon, and'to manlter his bloo
prassuras and updste’ thi physisian, The back of
the repart also stated the rasident had seer the
shysician and medisations wera on hold,
-On 813115 at 12:30 p.m. it was employae gnd
regldent education, and he would aee the
physician on 8/15/15. The baek of the report also
atated he was hypatensive (low biood press,ure)
and his medications were on hold,

*Faxas to the physiclan ragarding the falis
81116 and 8/13/15 revealed ha slso had
lshoratary (blood and uring) tests thet wera
ordered by an on-call physigian,

*A clinle referral shegtfrom his'physiclan visit on
B/158/15 revealed hg-had changed blded prea‘ssure
snd anxlety medications and had an EKG (heart
momtorlng test-done.

g

Random observations of residant 2 during the
survey from 7/27M5 hrough 7/28/15 revealpd
was independent with-ambuiation with o ste
geit {gond Balance) throughout the bullding,

he
dy

Reviaw of resident 2's cutrent care plan requed to
falis revealed:

*Hig last fall was on 8/13/15.
“The interventions had not been revised sfn ha hig
admission date of 5/8/15.

Intervisw on 7/28/15 at-1:30 p.m. with the ditactor

of nursing (DON) regarding:residant 2 revedlad; -
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*She was aware he had the above Talls,
*They hed mada changes in his cars relateq 1o
thoss falis: N

*She agraed those changes i hia care hadinot
been updated and reviaed on his care plan

3, Review of resident &3 tedicat record
revealad:
*She was admitied on 7/4 8114,
“Herdizgnoses included delifum (4 guick change |
betwasn mental atates, alsrinaas 1o gonfuslon), .
daprassive disorder (sadiness), breast CANcEN,
dementia with bahaviors (memory probtemc;;.
serille damentia with deluslans {memary
+ | problams with false beliafa), and peychosle
{severe mental disorder whera thought and
emotiona are impaired).
“She had a histery of sexual behaviors towards
| male residents Including helding hands, 3iting
tlosaly to them, touching, kigsing, and rubblnig
| thelr arms.
*Sha had an Ingiderit on 7/5/5 with residenf 10
that was more than the above sexual behaviors,
«Staff had separated tha reskients and notifled
‘thei famniliss.
“*Her:physiclan inoreasad her Seroqusl
. | tantypeychoiic medicatlon) dose on 7/8/15 que 10
thedncrease in har sexual behaviors,
WHer behaviors had Impraved since the dosg
IncreRsa. _

‘Random absarvation

'{hsfﬁuah Tlﬁg;"’ﬁt _mv__e:l::l :resldent,s from ‘1’127115
*She was sble to ambulsate indepanden
four-wheelad wailker, pendently wih ®
*Bha waa pleassntand spoke to other residents
and staft

*During. mesl ohaervations gha sat et hsr o
takle sometimes and at resident 10' table
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touched his shoulder or hand.

& | BTATEMENT OF DEFIDIENGIES {X1) FROVIDER/SUPPLIERICLIA. (%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
TAND PLAN OF CORREETION 1 IDENTIFICATION NUMbER! A BULONG COMPLETED
' . 435087 Biwing . orr28i2048 |-
:.NAME'OF'_PRQWDEH-ORSUF'F!.I_ER B i j 1 -STARETADDRESS, CITY, BTATE, 2IF CODE ' i
- y . : | TobWESTMAIN 8T
aoob EAMARITA.N S;OGIE_TY-_CAIHISWTA. ; | ‘canistoTa 8D 87012 o
. (X4 SUNMARY-STATEMEN GF DEFIGIENGIES B[ . PROVIOSRS PLAN OF CORRECTION )
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280 Contlnust! From paga 8 : F 280
' sometiniag. v : :
"When talking to resident 10 she occasionally

Review of residant 8' current cara plan revesled:
*A focus areafor behavior symptoms relatdd to

{ har dementia that incttided targst bahaviord 6
-Wandering,

-Klssing mals residants, :
-Hailicinations (false or distorted SaNGory.
experiencas),

"interventions for that fosus area Ingluded: i
-"Remove from situstion and take to aitam te
location as needed.”
-"Re-diract if In athers room.”
-8 riot to be elone In male resident rooms
-and to be separsted If kissing othar regldents.”
"There had been no updates or revisions tolthat
foous arem since 3/27/45.

Intarview on 7/28/15 at 2:50 p.m. with the g&dial
gervices desighes regarding rasldant 8 revdalad:
"Staff trlad ta keep a close aye on residant 8 i
general and radlract her as neaded.
*8he was awara of the Incldent on 7/5/16
between resident 8 and regldant 10, .
*Sha stated resident 8's behaviors had golten
worse prior to the incident and had goften bbtter
sinca her Seroguel had baen increased,

interviaw on 7/29/15 &t 8:10 a.m, with the etaf?
davelspmant/infaction control/quality assurance
hurse ra?arding resident 8 revealzd: _
*Thea resident iked 1o have mals fiiehds an
especially liked resident 10,

*8he tonfirmed ragident 8 was cagnitively
Impalred (memory issues and Jack of inslgit) and
had & history of sexual type banaviors.

*She had been aware of the Incloent on 7/545

FORM CMB.2567(02-05) Pravioua Verslons Dbavjets ' Evant {D:VSLBH Facilty'1D: 0103 if continuation sheet Fage 7 of 24
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with residents B and 10,

"Both resldent's tamilies had bsn-_-awgrép the

regldent's history of behaviors and wWers ok

 them belng In public areas holding hande:shd
1alking. N "
| "She stated tha tamilies felt the 7/8/15 ncide

want too far,

*She assistad with care plang attimes, butthe

diractor of nuirsing and social gerviess Wl
done the care plan for the bahavipr sestion,

Inferview on 7/25/15 at 10:05 a.m, with the
administrator regarding res|dent 8 ravealsd|

“She spent 2 ot of time:in hig‘office with hirh,

*She was usually the Instigator when it ca 18
behaviora towards male residants.

*He slated usually residant 8's bahaviors el

rasldent 10 were holding Hands, fouching his

shoulder, and aitting by hifm in the dining ropm,

*On 7/515 the bahavior want farther than
usyai behaviors,

*Ha stated he did not know what elgs they ¢ould

vhange relatad to her behavior,

*Biaff walched her cloaaly and redirected heras

needed. _ :
*She spent a lot of time in his offica-while h
working.

*She had a short attantion Bpan.and had
eognition {memory and insight} issues,
*Bhe usually did not ik activities;

*He'was aware the physiclan had increaged
Seroquel dose dus to the increase In behay

Intarview on 7/26/15 at 10:30 a,m, with the
Minimurm Data Set (MDS) sagezament nu
revealad: '

*She worked on rasidant care plans related |t
their MDS asssssments and as neadad.
"The charga nurees would make raviglons ¢

fer
1l

gnd

with
nt

havg

o

was

0

'DEPARTMENT OF HEALTH AND HUMAN SERVIGES "FORMAPPROVED
CEN_TERS FDRMEDIC:ARE'& MEDI AID SERVIG =) . — i OB NO, 0828-0351
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLA {X2) MULTIPLE CONSTRUGTION o {%9).0ATE SURVEY
AND PLAN OF OORRECTION IDENTIFIGATIGN NUMBER: {4 BUIDING . ©COMPLEYED
— 438087 B WING — | 07/28/2045
. NAME'OF FROVIDER QR 8UPPLIER | /STREETADDREES, CITY, BTATE, ZIP COOE . ;
PP B — " - TOO'WEST MAIN BT
BOOD BAMARITAN SQGIEW GAN!STDT&I CANISTOTA, 5D 57012 |
(X410 ., SUMMARY STATEMENT OF DEFICIENGIES D _ PROVIDER'S RLAN OF CORREGTION o
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FU PREFIX + {EAGH CORREGTIVE ADTION SHOULD BE. GOMPLETION
Y REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO.THE APFROPRIATE DATE
BEFIGIENDYY -
F 280| Continued. From pege 7 F280[

FORM GM5-2587{02-00) Pravioua Veralans Obsolste

Event |D:V5LEH
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*DEPARTMENT OF HEALTH AND HUMAN:SERV!L’%S : FORM APPROVED
_GENTERS FOR MEDICARE & MEDIC, D SERVICES B . OMB.NO, 0838-0399 -

* | STATEMENT-OF DERIOIENDIES (K1) PROVIDER/SUPPLIER/E]ta {X2) MULTIFLE CONSTRUETION {X8) DATE SURVEY
AND PLAN OF GORRECTION  |DENTIFICATION NUMBER: A BULDING ' GOMPLETED
I 438087 BWING__ — 07/25/2045
« NAME OF RROVIGER'OR SUPPLIER ' STREET ADIRESS, OITY, STATE, 2IF CODE.
- _ TV BANIETAT 700 WEST MAIN 5T
felelols] SAMARE,?;N spcrET‘f CANIsTQTA CANISTOTA, 5D 87012
(D | ., BUMMARY STATEMENT OF DEFIGIENCIES 1 _PROVIBER'S PLAN OF CORRECTION wy
PREFIX. | (FACH DEFICIENCY MUST BE PREGEDED BY FuL), PREFIX - (EACH CORRECT/VE AGTION SHOULD BE BOMPLETION -
TAS REGULATORY DR LSG IDENTIFYING NFORMATION) TAG CROBS.REFERENGED TO THE APRROPRIATE DATE
. : DEFICIENEY)
F 280 | Gontinuad Froi page 8 | F 280

| updates to cate pians.in betwean MDS
{ gssessments with help from the Interdisciphnary
‘t8am as needed, L

“She agteed updates on care plans somet)

did notgat completad, _
*She agreed the 7/5/15 Incldant for reaitent 8
‘was more than tha sexual bshaviors fisted on her
care plan, .

*She Was aware they had changed resident g'
-Seroquel dase with the inorease in her behéviars,
{"She canfirmed thers had baen no ravisions to
‘resident 8's care plan folfowing the 7/5/15
incldgnit,

&5

Interviw on 7/20/15 ai 11:20 &.m. with regibtered
hurse (RN) N regarding resident 8 revealed:
*She had been working on 7/5M15 when the

incidant-batwean resident 8.and 10 had ecdurrad,

“She had updated both raaldent's families dnd the
edministrator right away,

*8lalt had moved resident 10 to.4 different foom
that night, incs resident 8 woutd mayba
tried to go back to hig room again,
*Resldent 8's famlly had not heen surpriged but
asked If thara wa & midication that could take
away her “gex drive.

“She was aware resident 85 Seraquel dosd was
Increased by the physiéian, and her behavidrs
had Improved sinca thet ima,

*She agreed there should have besn chandes is]
resident &'z care plan following the 11815 idsidant
sines it was more than her past sexual behaviors,
*She stafed the provider had recently starts
training {he nurseson care plans but usuaily the

nurses did not revise care plans.

L4 My

4. Ravlew of the provider's September 2014 Care
Plan policy revealad:
*"Bach realdent will have an indvidualizad

FORM CME2867{02:09) Previous Versioris Obasials Evana (p:vaLB1Y Faclity k20103 If santinuation sheet Page @ of 24
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(3) while she had-baen
Flivdings includa:

logs, dementia
thrive (unabla ta gain welght),
*She had:

£ara,

Based on obsarvation, interview, record review,
and polley review, the provider falled to snsfife

proper positioning for 1 of 12 sampled residents
resting In her bad,

dealing with athers), depression (sadness),
(forgetfulniaas), and failurs te

-Baan on comiort care (end of lifa) with hosplce

<Requirad staff aselstance for transfers ang

1. Raview of rasidant 3 I‘HEdIGEI racord Prevent Skin.b:reakdown.

givea&ed} ' 2. For all other potential
n-admission date of 11/11/09. : - X ' be at

"Diagnoses of personallty disorder (dificulty residents identified to be

visug!

bad

skin breakdown. POC has
been updated to reflect
repositioning program and
repositioning device to

risk, by utilizing the Braden
Scale were evaluated for
repositioning programs.

« . : FORM APPROVED
CENTERS FOR M DIC/ EDICAID SERVICES . ‘ _ OME NO. 09350381
*- | STATEMENT OF DEFIGIENGIES {X1} PROVIDER/SUPALIERIGLIA |-z MULTIPLE GONSTRUGTION {X3) BATE URVEY |
AND:PLAN OF CORRECTION IDENTIFICATION NUAIBER: A BUILONG. _ COMPLETHD
| _ 435087 WS 0712512015
NAMEOF PROVIDER OR SUFPLIER ' "| STREET ARDRESS, GITY, 8TATE, ZIP CODE ,
| GOOD SAMARITAN & A5 ks~ - T80 WEST MAIN'ST
_ _goon SAMARITAN gac:ETf CAMST_O_TA | _GANISTOTA, 8D 87012 |
4o SUMMARY:STATEMENT OF DEFICIGNCIES o " PROVIDERS TLAN OF CORREGTION (38
PREFIX ! (EAGH DEFICIENGY MUST 3 PRECEDED BY FUI), PREFIX . ABACH CORRECTIVE AGTION 6HOULD 5 COMPLETION
TAG REGULATORY OR L3¢ IDENTIFYING INFORMATION) TAG  |°  CROSS:REPERENCEDTO THEAFFROFRIATE paTR
n ,_ : © DERCIENGY) '
F 280 Continued Froin page & ' F280
comprehensive .'?la'n of care that will includ _
measurable goale and tmetabies diractad foward
achieving and Maintaining the residents opfimal
medical, nursing, physical, functional, spirt Bl
| emational, psyshosocial ahid edugationsl ndeds,”
"Care plang also will be reviawad: avaliated and
updated when thers'is a &lgnificant changaiin the :
resldent's conditton andfor in mecordance dh
state guidallnes. This plan of care will be-m difled
1 1o reflact the care currently requlred/providad for
the regldent * _ '
F 281, 483.20(k)(3){y SERVICES PROVIDED MEET F 281 .
§5=D | PROFESSIONAL STANDARDS ' F28l . _ ‘
. 1. As of 8/17/15 resident 3's
‘The aervites provided or arranged by the faellity . 1 iewed and
L " ” . care plan was review
..rnust mest professional standards of tuality. updated to reflect a
' _ repositioning program and
This REQUIREMENT Is notmatas avidented to utilize a pillow between
by: . ,
: guweyor:.azass resident 3's legs to prevent

FORM CM8.2507{02-08) Pravious Versions Gbacieto

Evan i:v8LB1 Facliity 10: 844
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| Observation-on 7/27/15 st 4:30 p.m, of resiiant 3
-baen facing: the wall with her hack partislly bn the

-biad:
“Thare had not baen any reposiiioning devicas resi st

Obaarvation 6 7/28115 2t 11:30 a,m. of reeldant

mobllity(miaving fram one location or changing
position), parsonal hyglene, and dresaing,
-Dacreased range-okmotion in her iags.
-A histary of praseure ulcats (njury to skin from
_Frgisura:apd frequently over a bony area) fo her
oft heal. " '

revealed:
"She had bean resting i har bed,
“The top part of har body from the walst uplhad

bed,
*Har bottam and legs had'been layitg fiat dn the

such as pillows or wadges sbserved behind her
back or betwaen her legs, Thosa devices

knees,

Obesrvatfon on 7/28/15 at 7:80 a.m. of resident 3

revealey:

*She hiad been resting In her bed,

*She had bean faying Tn the same posifion as

observed sbova, "

“The top part of her body from the walst up had

gegn facing the wall with-hai back partialy o the
ed;

;ng bottom and legs had been laying flat oh the
[« K

“Therg had not been any rapesitioning davie

ebserved in hier bad to prevent praasure,

]

3 ravealed she had-been resting In her bed In the

‘same position gs observad above,

o i ; ould 13 and

ave ensured she was laying on her right slda

and fres from skin-to-skin pressure on botH of her f ;“"'l“"e
' ¢ wfcl

"Both of har fest were in preasure rellevingboots. |pys; fusds

Braden scale.

will be provided by the DNS/  {8/25/15
Staff Development Nurse to
include GSS policy and
procedure on Mobility
Support & Repositioning,
skin breakdown prevention,
interventions, and use of

4. AUDITS: The DNS/QAPI
Nurse/designee will complete
on %—ﬁdi’tgﬁweekly times 4 weeks,
monthly times 2 months and
quarterly times 3 quarters.
Audits will include residents
having an individualized
repositioning program. The
¥ DNS/QAPI Nurse/designee
‘ﬂ'w)j is responsible to submit the
audit findings to the QAPI.
committee for further
recommendations and
identifying root cause.

! {EALT N _ FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STAYEMENT OF DEFICIENGIES (X1}, PROVIDER/SUPFLIZRIGLA. MULTIPLE GERSTAU o $ DATE,
AND PEAN OE SORRECTIGN ’ IDENTIFIGATION. NUMBER:. ﬁ’mm‘},‘ze CONSTRUGTION : "‘*’é”.ﬁ‘lg%fé’é"u“
: 1. 435087 | B Wiks. — 07/20/2015
: NAME OF PROVIDER OR SUPPLER R STREET ADDRESS, CITY, STATE, ZIP CODE
| GOOD SAMARITAR SOCIETY CANISTOTA TOOWESTMANET
: L _ CANISTOTA, 50 67012 _
[ SUMMARY STATEMENT OF DEFICIENGIES | Joo | . PROVIDER'S HLAN OF CORRECTID
. PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIY (E&GH.GDRgEcTWEch}'?DNiSREOULDNBE combtenan
TAB REGULATORY DR LBG [DENTIFYING MNFORMATION): TAG GROSS-REFERENCED 10 THE ARPROPRIATY “DATE
; o DEFICIENGY)
F 281 Gontinued From page 10 "F281] 3.IN-SERVICE: Education
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FORMAPPROVED

-CENTERS FOR MEDICARE & MEDICAID SERVICES - | s OMB NO. 08380307
* |STATEMENTOF DEFIGIENGIEE |(x1) PROVIDER/SURALIERIGUA  { (X2) MULTIPLE GONETRUGTION X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: I ALBULBING COMPLETED
435087 8. wing 0712812045

. NAME OF PROVIDER OR SUPPLIER
{ GOOD SAMARITAN SOEIETY CANISTOTA

"STREET ADDREGS, CITY, STATE, ZF CO0%
760 WEST MAINET
CANISTOTA, $D §7013

SUMMARY BTATEMENT OF DEFICIENCIES

thait o be repositioning,

‘| *Ghe'was not aware the staf:

(%4} 10 VIMARY BT/ T | g _ PROVIDER'S PLAN OF CORRECTICN pE
| PREENX (EACH DEFIGIENCY MUST BE PREGEDED BY FLIl), “PREFIX {EATH CORRECTIVE ACTION SHOULD bR COMPLETION
T TAG: REGULATORY OR LSC IDENTIFYING INFORMATID } AL CROSB-MEFERENGED TO THE APPROPHIATE DATE ;
‘ - : * DEFICIENGY)
F 281 [ Continued From paga 11 F:289

Random ohservations on 7/28/15 from 130 pum.
throtigh 5:30 p.mi. of rasldent 3 revealed sHe had
been resting In her bed In the same posifioh s
‘nhzarved above, Shethad not bean obesrv din
any other posilion during that time frame,

*She had been at risk for skin breakdown,
*It fafled to idantiy any repositioning progr

Review of resldant 3's current care plan rj:al_ed:
hsr..

for

Interview on 7/28/15 at 2:08 p.m, with centifiad
nursing assistant (CNA) C fegarding ragideht 3

ravealad:

““Tha resident had not baen fesling well and had
refused to get out of bad for the noon mast
*8ha had been instructad to lether rest, sh
steted "She Is on comfort care and if she wh
rest we ars {0 it har.” .
*Bhe had gona Intg the resldent's room evely twe
hours ta check her incontinent brief and ohanged
the brief whan |t was soflad. She had consldered

“She was not ware If the resldent should hhve
bean movad to a different position,

Interview on 7/28/15 at 10:10 a.m. with the
diractor of nursing regarding residant 3 rovdslad:

-Hed not been raposttioning her from gide-td-side
and {0 her back every two hours,
<Wera not using any rapositioning davices when
the resldent was ragting in bed,

*8he agrasd there should have baen
repositioning devices used to;

-Ratiuce the risk of prasaura ulears,

| ~Assist tha reaident with proper bacy align rnfnt.

{ "Sha statad "Propar rgpositioning was = sta

dard

FORM CM8izs
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{1y FROVIDERYIUPPLIERIALIA

OF CORRECTION IDENTIFICATION NUMDER;

435087

: B.WiNg

| @) MULTIPLE coNaTRUGTION
A BUILDING

NAME OF PROVIDER OR SUPPLIER.
| GO0DBAMARITAN SOCIETY CANISTOTA

STREETADDRESS, (I BTRE ST GODE
700 WESTMAIN ST
CANISTOTA, 8D 57012

FORM
OMB N

(X3 DATE SUKVEY
COMPLETED

APPROVED
Q. 0938-0381

‘PREFX
T TAG

Fyo |

_ . SUMMARY ETATEMENT OF DEFICIENGIES
{EACH DEFISIENGY MUST BE PRECEDED BY FUIlL
REGULATORY

QR LEC IDENTIFYING INPQHMATFO\}% i

~TAG

B
FREFIC

.. PROVIDER'S PLAN OF BORRECTION

(RAGH CORREGTIVE ACTION SHOULD B
CROSE:-REFERENCED TO THE ABPROBRIATE
DEFICIENCY)

Fan

" F2st

88<D

‘Continued From pags 12
‘of practica,”

| &repositioning: program for the resident.
Ravlew of the providar's November 2013 Mob
-Support:and Psitioning poiicy reveslad;
“Purposa:

-"To stpport the rasident's avility to chang
posltion which promotes comfort, aupportand
| Préper body allgnment.”

slde to eide, up
 edge of bed." .
=To assiat the residant who has &
imited/decreasad functional ability to ehange
-posltian,”

“"To reduca the Hak of pressure uleers, skj
shearing [skin rubbed off)."

~"Ta-sustain [malntain] and improve the reside
haalth with fraquent mabilization.”

-'Ta position those residants unable fo
‘posltionfrapssition independently in a mannkr
which prevents farmation of contractures,
provides comfort, and maintalis skin Integrity,
**Devsloping an Individualized rapositionin
schedula I recommandad based on an

the resident's skin ovar a period of tima,*
483.95() FOOD PROCURE,
‘STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Prooura fo0d from sourees approved of
sonsidered satiafactory by Federal, Sfate or
authorities; and ) _
{2} Stara, prepars, dlatribute and sarve food
under aanitaty.conditions .

o

| *She agread the pare planshould 'héve Helc] tified

-"To support the rasident's abiity to move fiom
in bed, supine o seated on tha

tears,

avaluation of risk factors and on nbsemtiu/l. of

™

ity

nt's

cal

F2a1

Far

F 371 _
1. Cooks A and B were
immediately educated by
Administrator on 7/27/15
regérding the proper use of
gloves and handling of ready-
to-eat foods.

FORM OMS-2587(02-451- Pravious Verstons Qsclate
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* DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 08/11/2015
_GENTERS FOR MEDICARE & MEDICAID SERVIGES & -om’;"ﬁé"’%ii'é%”&?
STATEMENTOF DEFICIENGIES X1} PROVIDERISURP - . T B ot il
AND PLAN OF CORREGTION ( )IDE'_NTIFIGATIgN?ﬁ%I'.IEN% r{‘? Sﬂéﬁ;pg_musmumu "‘“’-335%?‘;‘#1‘?"
. 435087 | BL WING, A ini
T GF ROV GR SRR e ACoRees G TATE 7 o AALIE
GOOD SAMARITAN BOCIETY CANISTOTA 700 WESTMAIN 87
e i CANISTOYA, SD 57012
. Kam . SUMMARY STATEMENT OF DEFIGIENGIES | Tl 2 T T — - -
PREFIX | (EACH DEFIGIENCY NUSYBE PRECEDSR b Ful PREFiIX | RO e eatl OF CORRECTION N B
TAG REBULATORY OR L& IDENTIFYING INFORMATION) i c.{E%%f‘;;ﬁg&g&;gj;‘&‘ggfg}.ﬁ*g@gﬁg GoMPLERDN
R APEROPRIATE
F 871 Continued From paga 13 Fari| 2. For all potential residents

Si:rvéyar: 32355
Based on observation,

glove use and handiing
had been done by twa:
-and BY whila.pre

paring and sarving.o
meals (suppar), '

Findings Include;

revaaled;

*She had set-up to
*She had washed
gloves, With thuss claan gloves sha'h
truck had delivered to
had cantalned severs! slicae of bread.
savaral glices of bread.

braad bay that ha

d contalned bread.
-Continued to by

tier-gahd s
gloves,

2. Observation on /27115
8:00 p.m. of-cooks Aand
*Both cooks had
mesl,

*Cook B had washed her hats.
glavez, With thase ¢l
performed the foliowing tasks:

B ragvaalad;

several glass bawis for the spup.

This REQUIREMENT is not met as viden
[y

_ interview, and policy
raview, the provider falled {o-ehsurs approy
of ready-to-eat foog
of two shserved ctio

ne-of

1. Obaarvation ori 7/27115 at 5:00 p.m. of &

prepare butterad hread,
her hands snd put o of

ad;

-Retrigved a plastic bag off of a rack that s food
the facility. Thae plastis bag

~Opened that plastic bread bag ang ‘removdd

-Placed those slices of brsed on topofaner

v

lice those.placas pf
raady-to-eat buttered bregd with thasa ail
from 5:20 p.m, through
prepared fo serve the supger

and putan glean
BN gloves she hag . | °

-Openad two cupboard doors and refriaved

cad

Hate

ez
kS (A
Wo -

ok A

n

ol

the cooks will use gloves

properly and handle ready-.

to-eat foods in a safe and
sanitary manner according
to GSS.policy and
procedure.

3. IN-SERVICE: Education
will be provided by Dietary
Manager/Staff Development
Nurse to'include GSS policy
and procedure regarding
Infection Control, proper

. glove use and proper hand

washing.
4. AUDITS: The Dietary
Manager/QAPI Nurse/
designee will complete

ply ond K auditg:weekly times 4 weeks,
Tt monthly fimes 5 months
St and quarterly times 2
o, wel quarters. Audits will

include sanitary prep and
service of food. The Dietary
Manager/QAPI Nurse/
designee is responsible to
submit the audit findings to
the QAPI committee for
further recommendations
—.and identifying root cause.

8/25/15
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1 | i DEFICIENCY)
F 371 Continued From paga 14

F 371,
| -Pufled a cart over by ths staatii fable, On the cart .
wafe:zeveral slises of lettuce gitting on tinfd)l with
tomatoss on lop of them,
~=Removed several steam wall llds and staripd to
gsrve sUppher, | ‘
-Handled multple diet sards; Some of those diet
cards had small pisces of yellaw paper attached
to them, o
~Removad asveral of those yallow pleces.o
paperfrom the dist cargs: ' '
-Ralrisved a potholder and unsd it to remova 8
coffee oup from Inside of a'stesm wall, Tha
Goffes cup contalned gravy, '
-Touched ready-to-eat food ffams (leftuce she
tomata) with her solled glovas. i
*Sha had not besn obssrvad washing hier hinds
or changing her gloves priar fo hendling the
ready-to-eal food, _
*Cook A had washed her hands and pukon Elean
gloves. With thosa clean glovas she had :
performed tha fallowing tasks: -
-Removad the plastic off of a ontsinar halding
agg salad sandwiches,
-Handled multiple dist cardg handed fo her
cook B, Some of those digt cards had the smaf
pisces of paper stil attached to them. ‘
-Removed saveral of those yellow pleces o
paper fram the diet cards. _
-Touched a ready-to-eat food item {egg saldd
sandwich) savera] times with her sollad gloves,
Bhe had removed them from the container and
cut them in half prior to being served,;

Interview on 7/28/15 at 8:40 a.m, with tha digtary
manager wha was giso cook Agonflrmed;

“Cook B.and herself should not hava handldd
ready-ts-eat foods after handing and taugh 9
uncisan surfaces,
*Bhe should have:
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F 371} Continued Fromn ‘page 15 F 371
-Remaved her gloves and washad her hantis 1
: afferopen:ing'the-brgad bags;
-Not placed the brsed slices on 8. diffarent goiled
brogd bmg. _
-Used a ¢lean cutting board to prapare the
builterad bread slices. L ,
“The above obsarvations gnd tasks had not basn

performed In & sanitary mannar,

Review of the provider's Fabruary 2013 Fodd
Preparation poliey revealed:

*Purpase; "o ensura foad Is kept free of
contarningtion.”

*Pollcy: "Staff will practics techniques In foo
preparation that protect against food-harns.
finess.”

[&

Review of tha provider's Fabruary 2013 Fodd
Handling policy revesfad;
*Purpose: “To limit contamination of food served
to ahighly Bus‘berﬁ_ble popuiation.”
*Pollcy: "Food will be.handied in 2 manner fhat
: minimized tha dak of cantamination.” :

F 441/ 483,65 INFECTION CONTROL, PREVENT F 441 1 i

S8=E | SPREAD, LINENS Fad

. 1. CNA C & CNA F were

;ﬂ;e ft?cmg‘_’ musg gstablish -gncl’ maintain an verbally educated by DNS on
niaction Gontrol Program des!gned to provitle g . e
gafe, sanltary and comfortable environmentland ‘ 8/17/15 regard.mg glove ui
o help prevent the develapment and tr_aﬂsnﬂ!’ssion while performing persona
of disease end infaction, _ hygiene, catheter care,

(2).Infection Contro! Program changing of leg bag, donn ng
Tha facility must sstablish an Infaction Conlrol TED hose and hand washing.
Program under which it - -

(1) Invastigates, controle, and pravents Infadtlons
in the fagillty;
(2) Decides what procédures, such as izolatlon,

|
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F 441 Continued Ffom page 18 L F441! CNA D was educated on
sb.ahtj,]id 1;; applied to,ar:'inﬂh;_f;mai- residspt:iand cleaning and disinfecting of
1 (3) Maintaing a record of ingldaiita and corectiva . 15b
actlons relaled to Infections, whirlpool tub on 8/12/15 by
( - DNS. . '
b) Preventing Spread of Infétion. . On 8/13/15, 5 disposable
(1) When the infestion Cantrol Progtam - | = in 3 drawer cart in
datermines-that s residant nesds isolation th | razorsin . ¢
fre]v?gtm the sp__fraac: of nfestion; the facility riyst tub room were disposed o
Isolate the resident, : : b iner, a sharps
(2) Tha facility rust prohibit employrss with a n sha-rp s contal 1 turlls
communicabla disease or infscted skin Jagibns container was placed in
from direct ¢ontact with residents.or thair fabd, If room by maintenance
direct coritact will transmit the digeaca, isor, a supply of
(8) Tha facllty must requira ataff t wash thir SUPETVISOL, & Sup
!gahqs"aﬂi}f"éafch direct resident contact for which disposable one time use
and waghing Ia Intilcated by aceepted _ laced in 3
profdsalons!-practice, . razors were plac g
drawer cart and bdth aides
g:): Linens ] were verbally educated on
-Farasnnel must handle, store, process and . d disposal
transport linens so.as to pravent Ihe spread|of single use razc_>r an P
infactich. of used razor into sharps
container. _
Baskets were placed in 3
This REQUIREMENT Is not met as evidanded drawer cart to separate P"-Ic113=
oo highlighters, and qtips, an
. Sunveyor; 36237 personal care items.
Burvayor; 32355 . Razors found in oxygen
| Baged on-obssrvatlon, interviaw, racord raview, were cleaned,
and policy ravlew, the provider falled to Bneyre st.orage soom d placed in
sanllary condlfions wara malntained for; - disinfected, and place
“Two of bwo sarmpled residents (3 and 4) wh : proper resident's rooms on
recalved persansl care by two of four cartifed : Ausust 13, 2015. All CNAs
nursing assistants (CNAJ (C and ), ugust 12, S0 1b
“Tha disinfecting procses of a whirlpool (wip) tub : were verbally instructed by
by one of one CNA (D), DNS at that time to store all
"Two of {ive cbserved dizposable (throw awdy)
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_  DEFIGIENGY)
1. Fa4r Cantinued From page 17 Fa41| electric razors in resident’s
E%ur's, in the wip tib faom. - | rooms. .
i naslorage and-cleaning for four of 8ix persansl all other potential
‘electric razors observed In the oxygen storige 2. Forall other p ‘e wi
roam,. _ o *Ygen storpg residents the CNA’s will
Findings Includa;, * appropriately clean and
1. Obsgrvation on 7/28M5 from 8:05 a,m, rotigh disinfect the whirlpool tub
3145 3&1 nf‘re?¥genl 35 personal cara with' CNAs according to manufacturer
and M revealad: ; ot S polic
“The resldent was laying.in her bed,. _ . directions and GSS p Ym
"CNAC washed hor hands and.applisd globes to and procedure. Razorsw
hlj.r hands.aﬁth th‘o]g'e clean gloves &he hag: be cleaned disinfected and
~-hcovared the resident to-start personal care, ; idents’
"Opened g packaga of cleansing wipes sitthg on placed in proper rest 1
her bedslda table, . : rooms. CNA’s will follow
“Retrleved several cleansing wipss, appropriate hand hygiene
~Cleaned thg rasidents bottom with those ‘pp P
cleansing wipes, and glove use per GS8S
-R‘emove;i'? foderate amount of bowal policy and procedure.
movement from the residant's bottom, - VICE:
*CNAC hag notremoved hergloves and wishad 3. IN S.ER ided b 8/25/15
her hands after cleaning tha resident’s bottam, Education provided by -
*V\Jmh t;\?ﬁe_ _s_an?‘a soilad glom;s CNAC had: DNS/Staff Development
-Closed the package of sisang ng wipes an i
opened a drawerin the bedside tgabre; Nurse to include GSS
~Placed the package of eleansing wipes inslde of policy and procedure
that drawar and ciosed it, : regarding infection control
-Remaved her gloves and washed her hap s, . : alove use
*With those claan hands CNA G hag! ~ as it pertains to glo )
:z_ini!shed dreseing tha resident, ~ hand washing, storage of
sisted CNAM with transferring the resident i i
into her whesichalr, - g _ supplies, cleanll}g &
*Re-ap%ne;glb'la gollad bedside table drawen and storage of electric ;azo’-’s’
retrleved g tubs of chapstick. use and disposal o
=Openad the tube of chapstick and = lled goms . ;
to the resident’s lps, PP . disposable razors, afld
. whirlpool tub cleaning and
Interview on 7/20/45 at 10:25 a.m. wih ths disinfection.
Infection contrel nurse and diractor f hursing -
FORM CMB-2887(0z:00} Puvlél_:s Vehiidna Obsolate Event Irr:VSLBﬂ Fagity 1D: 5508 Weontinuation shest Page 18 of 24
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-Put on glavas,

carel

bladder to draln uring) care,

clothes),

swelling) to-the resident's right lag.
~Removed his glaves,

~Washed his hands,

above caras,

the above ware for the resident.

(DON} ¢anfirmed tha sbove procese g pravids:
personal eare for residant 3 had not basn done in
& sanitary mariner, They agread GNA C-shhuld
have removed her gloves and washed her hands
after cleansing tha resident's bottorn, :

2..Observation and Intarview on 7/28/15 ai 45
am. of residant 4'5 personal care with certifiad
nursing assistints (CNA) F ang L rovealad] -
';h‘; r‘ez_sidentiwss lying In bad on-hia back,
*GNAF:

-Uncavered the regident to start the persons|
-Performed private area care for him with ajwash
cloth, . .

=Performed cathater (tube inssriad Into the
used to-collect uring) to 5 Iag bag (smaliar Bag
usad o collect uring that can ba hidden un

-Applied TED hose (specis! atocking used f

-Proceatled with personal care for the resident,
*ONAF had ysed the sama gloves during e

-He had not performed hand hyglane in betwean

Infarview on'7/20/15 at 10,30 a.m, with tha
Minimum Data Set (MD'S) assessment
nuree/aasistant DON confirmed Infection captrof
fiad not been maintained in the above
ohsarvation. Sha agreed there was 8 patentlal for
gross-contamination when CNAF used the

-Changed the egthetar drainage bag (large bag 1#««\

ar the

o

ame

- QAPI Nurse/deg;‘ gnee will
on ] < complete audit Aweekly

times 4 weeks, monthly
s-hg' times 5 months and then
rasber quarterly times 2 quarters.
Parvesk Audits will include proper
dmv_‘j glove use and hand
hirf] washing as it pertains to
b | personal cares, ensuring
szn{"wl-w razors are maintiamed .
and properly, the wh1r1po'ol is
pursone| disinfected properly and
Cares resident items are kept

separate from facility
items. The DNS/QAPI
Nurse/designee is
responsible to submit the

committee for further
recommendations and
identifying root cause.

audit findings to the QAPI
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Fa44

Surveyor; 52358

abova,

*Bhe dld not know the correst amounts of

Continued From page 18
gloves for the-above care,

9:00 a.m, of GNA D
fevealed: . ‘4
*She-hag: o T .
-Praparad to disinfeot the wip tub after a resldant
had been glven s bath, i
*Preggad on 8 knob attached to the tub, That
knab had allowad the disinfectant tp automatically
fill the tub through the air jets.
*Filed the tub with the disinfectant Justpast the
wip tub plug (kesps the solution or water Inglda)
and into the-foot wall,
"After sha had put the disinfactant i the t
turnad on the water and alr jats,
*She had: . .
+Fllled the tub half full of water,
~Scrubbed afl of the surfaces with a brush
the surfaces remiain wet for ten minutea be
dralning the tubr and rinsing with water,

b she

md Jet
of'e

Interview on 7/28/15 with CNAD at the thn
obsarvation reveslad;
*She had always cleaned the wip tub as obBsrved

of tha

*The representstive for the wip tub had kraibed
her on how to ¢lean it.

*She had bean told tha Penner disinfectant{that
auttomaﬂcaliy filled the tub was not mixed with
water,

disinfectant and water'to be used to slceessfi
dieinfect the wip tub, She hed assumed tihg
process she used wes correct.

Review of the Pener Whirlpool Disirfectarg
Cleaner Instructions reveslad for proper cleaning

with -

tha staff should uss 2 ounces of the Cleans

F4a1
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F 441

Continued From paga 20
114:gallon

‘Cleaning diractions for the i/p tub revealed:
*'0n the Agua-Alrg” :
disinfeot button focated on.tha left slde of the .ty

“Asthe

cieaning solution'is runping thraugh the ar.
injaction system and out all of the alr jets.
"'Release the bulton:after vy e solution
coming outofall the air Jets:and you hava 4 to 1|
1/2 gsilan’i of disinfectant golution in the fog

ofthe fu

interviaw 0n 7126/15 at 10:40 a,m, with tha
Infection
"Thay had natobserved or done
staff cleaning the wip tub,

wers unsware CNA D had not been
cleaning the wip tub atcording to the
manufacturers recommendations,

“They

4. Observation on 7/28/15 at B:50 a.m, In the wip
tub room reveaied:

*Athrae
w/p tub,

*In the top
use itams,
"Thase items had besn; -
-Five disposable sharp razore, Two of those

pad

razors h
-An opa

applicators).
-A box of aleohol wipas,
~Equipment fo clear and trim the
fingernalls and toenallg,

ofwater,

ubs, prass and hold tHa

button Is-held down, the Propary rixed

b,

cantrol nurse and DON revesled:

any audits|of the

drawer plastie caddy sitting next folthe

drawer uf’tha:carfdg hati-baen resident

ad been used and were full of ka,
h packege of claan Q:tipa (cotton tidps

resident's

Fd41,

-Bevéral pens and yailow highlightars,

Interview on 7/28/15 with CNAD at the timel

of the
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" |observation revealed:

*The disposable shirp razors had been ugedto
'shave some of the tasidents, o8

“She had besn restsing tha two-opened ai d dirty’
Tazors. per-rasidant request, 1
“Sheagresd:

-Ttia used ragors should have besn throwi away
Into the sharpe. container,

~Sha should not have re-used-them,
~Tha:dirty rezors and peris and ‘highlighter
should not have begn so-mingled with the dther
-| resldent uss llams, ,

*Bha had cenfirmed the above obsarvation|had
not bean sanitary and crested the potentisllof
cross-contamingtion (transfer of bacteris from

" { tha person i another) for the rasidants,

Interview on 7/20/E at 10:40 a.m. with the:
infection control nurss-and DON ravsalad:
"They Had basn: .
~Aware tha staff kag bean uaing disposabt sharp
tazors ta ghave-aome of the rasidents,

*Unswara the afaff had bean $aving those razers
and re-Uising them:.
“The staff shatld have disposed of the razdrs na
sharps container arer using them onga,

*The pens and highlightsrs should rot have bieen
stored with the resident use ftems abuve,

"They agraed tha above observation was not
sanltary and created tha potantial for
Eross-contamination to the residants,

Observation on 7/28/16 at 11:20 a.m. of the
Oxygen storage reom revealed:

*There had been a shall aftached to one of the
vills, '
*On that shelf had baen six elactric razora,
“Thosd raxors had besn:

-Storad all togsther;

FORM CMS-987(02-09) Brevious Varslons Obaciais Eventitivslan Faiily i0: 0403 ' If continuation shaet Page 22 of 24
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‘shavings,

unaware of any other
process for tha rasident's razors;
*She rgread:

have been Cleanad,
Al gl of the
fogather,

Review of the provider's undated ang
Claaning policy revealeq:

“Take apart rezor?

*'Cloan with aleohol wipas,”

*AlF ry.”

1 "'Putrazor back fogethar.

*They had

“The razofs should have been stored

résidents’ room,

together. Those razors
in 8ach of the rasldant's rooma,

ralbean done In & sanitary manner,

~Four of the razors had baen dirty and she

“'Brush the witlskers out with 5 tooth brush,

Interviaw on 7/29/15 st 10:30 a.m. with tha
Infeetion control rurse and DON revesled:
notbean aware of any regident razora
being atored In the OXygen supply rogm,

*The razors should not have been storag -
should have bgen pi

“Theyagreed tha slorage of those six razors

“Ths poficy above was an Bxpeotafion not ar

Interview on 7728115 at 1 1:25 a.m, with CNA D
tegarding the abave observation ravealag:
| “The razors had net been stored-in the rasifiants’
rooms, bacause thay would {ake them apa
have used s brush {p glgg aut
ir shavings after the rasidents used them,

claan

typed

in the

fd

razors should not have beean Stored

Razor

g

cad

had
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED

DEPARTMENT OF HEALTH AND HUMAN SERVICES OREG!NAL PR R 272015

435087 B. WING 07/29/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

700 WEST MAIN ST
CANISTOTA, SD 57012

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CGOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

GOOD SAMARITAN SOCIETY CANISTOTA

K 000 | INITIAL COMMENTS K 000

Surveyor, 25107

A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted on 7/29/15. Good
Samaritan Society Canistota was found not in
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Facilities.

The building will meet the requirements of the
2000 LSC for existing health care occupancies
and the Fire Safety Evaluation System (FSES)
dated 7/29/15 upon correction of the deficiencies
identified below.

Please mark an "F" in the completion date |
column of those deficiencies identified as meeting |
the FSES to indicate the provider's commitment S
to continued compliance with the fire safety
standards. ~

K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K028
S$8=C
Door openings in smoke barriers provide a
minimum clear width of 32 inches (81cm) for
swinging or horizontal doors. Vision panels are of
 fire-rated glazing or wired glass panels and steel
frames. 19.3.7.5,19.3.7.7

This STANDARD is not met as evidenced by:
Surveyor: 25107

Based on measurement and document review,
the provider failed to maintain at least 32 inches
of clear width for smoke barrier doors in the 100
and 200 wings. Findings include:

LABORATORY DIRECTCOR'S OR PROVIDER/SUPHLIER REPRESENTATIVE'S SIGNATURE TITLE V(XG) DATE

Adening Sttder g /20 /)5

Any deficiency statement ending with an Béterisk {*} denotes a deficiency which the institution may be excysed-from-gorrecting providing it is 'deter'rrj\i'rjed that
other safeguards provide sufficient protection to the pafients. (See instructions.) Except for nursing homes; the incqipgs(stgte;ci above are disclosablg 90 days
following the date of survey whether or not a ptan of correction is provided. For nursing homes, the above ‘f‘ip}kﬁp’gts__ah‘daplans.‘ofr cor?rection-a‘ré-dig;lbé?ble 14
days following the date these documents are made available fo the facility. If deficiencies are cited, an approved plan aof correction is requisite to 'co;rit,inued

T aus 24 205

program participation. 2l
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t -} STATEMENT OF DEFIGIENCIES 1) PROVIDER/SUPPLIER/ICLIA X3) DATE 8U
AND PLAN OF GORRECTION IDENTIFICATIGN NUMBER; [ DA BuRvEy

(X2 MULTIPLE CONSTRUGTION
A BUILDING 81 - MAIN:BUILDING 01

_ L 435087 | 8.WING i
NAME OF PROVIDER OR SUPPLIER . §TREETADDRESS, CITY, STATE, ZIF CODR
R R B EL ST— TOD WEBT MAIN ST
' GOOD SAMARITAN SOCIETY CANISTOTA g
TSR : _ _| CANISTOTA, SD 67012
X410 SUMMARY STATEMENT OF DEFIQIENGIES | | 1 PROVIDER'S FLAN OF CORRECTION,

| PREFIX | (EACH DEFICIENQY MUST BE PREGEDED BY FULL PREFIX | (EACHCORRECTVEAGTIONSHOULDBE | cOMbamon
TAG ‘REGULATORY QR LSO IDENTIFYING. INFORMATION). TA® .| CROS$-AEFERENCEDTO THEAPPROFRIATE -BATE

N7/2812018

=

DEFICIENCY)

K 000 | INITIAL COMMENTS: e K000

1 Surveyon 25107 '

1 Aracertification survay for compliance with the
Life Safaty Code (LSC) (2000 exlsting health care
occupancy) was conducted on 7/26/15, Gopd
| Samariten-Socisly Canlatots was found nof in
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Facilitles.

The bullding will maet the regulrements of the
2000 1.5C for existing health cara occupancles
and tha Flra. Safety Evaluation Syetem (FS 3).
dated 7/28/15 upon correction of the daficldnclas
dantiflad balow, :

Please mark-an "F* in the completion date
celumn of those daflclencles identified as mesting
the FSES to indicate the providers commitent
to continued sompliance with the fire safely
) standards. - a _ )
K 028 NFFA 101 LIFE 8AFETY CODE STANDARD K023 F

88=C F
Door openings In smoks barrlers provide a
minimum clear width of 32 Inches.(81cm) &t
swiniging or horlzontal doors. Vision ganels|are of
firesrated glazing or wired glass panels andlstesl
frames. 19.8.7.5,19.3.7.7 .

i

This STANDARD is not itiet 55 evidericad
Surveyor. 25107 :
Based on measyrement and dooumant ravisw,
the provider failad to malntain at Jasat 32 Indhes
of clear width for smoke barrar doors Iy thel 100
and 200 winga. Findings inglude:

b
LABORATORY DIRECTOR'E OR.PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE ] TITLE (%6) DATE

other safiguarda provide sufidient protactian to the palients, (See hstructions.) Except for nuralng homes, ihe findings atated sbove are disclagsble B0 days

followiny the date of Suivey-whatheror nat a plan of correction s prdyidsd. For auralng homas, the above findinga and plans.of comaction are disclosabla 14

days Mlow(nF_ the-date these dosuments ars made svaiteble ta the cilty. |f defielariclas are clfed, an approvad plan of correciion.is raquisite to-continiad
Q) . ; .

pragram partioipation. ; ‘\
N l A

Any deficlenay statement ending with an osterisk () danotss a daﬂ}r’%nny which the Instilution may be exerlsnd from eomracting providing Itls gstermined that

FORM GMS-2587(225) Pravious Varsions Obaciate EventiD:V8LEZ1 - Facllty 10: 0103 Wcontinuatian shaet Pakal f of 3
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—~CENTERS FOR MEDICARE & MEDICAID SERVICES .. OMB NO. 0938-0351
+-{ STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA %3 MU FRUGTION X3} DATE SURV]
1AND PLAN OF 0ORRECTION ‘ ’msrmmcar_lon NUMBER: ﬂmgﬁﬁfﬁﬁmﬁjﬁgﬂam nggﬁféi‘f"

é __ PRINTED:: 0811212015

: L i 438087 | BowiNg —
NAME OF FROVIDER OR SUFPLIER BTREEY ADDRESS, CITY. BTATE, ZIF CODE

‘G00D SBAMARITAN SOCIETY GANISTSTA | CANISTU b Frota

%4 1o | BUMMARY STAYEMENT OF DEFICIGNCIZS | | 1D " _PROVIDER'S PLAN OF CORRECTION 1wy

PREFIX (RACH-DEFIGIENCY MUST BE PRECEDED BY FULL " PREFX (EACH DORRECTIVE AGTION 8HOULDBE | COMPLETION

©TAG REGULATORY (R LSC IDENTIFYING 'NFOR!‘M'!?_OTJ TAG GHOSE-.REFEREgQE&Fgo.y%E_AFPﬂngmTE OATE
EFIGIENCY)

__i2mr2015

K028 Continued From page 1 K028
1. Measurement at 1:00 tm: on 7/20/15 tel ealed
tha cross-corridor doors ta the 100 wing '
measured 31 Inchias of clear width, Further
measurement revealed the cross-carrldor diors:
to the 200 wing adJacent to the nurssa atatidn
measursd 30 inches of clear width, Review bf the
previous life safety code survey confirmed thosa
findings, ‘ o :

' The bullding mesta theFSES. Pleass mark &n
" In the complation date column to indicatd the
providar's Intent to correot deficlencles identifled
: in KOOO. .

K 032} NFPA 101 LIFE SAFETY-CODE STANDAR
© §8=C

K 032 :
| 2
Not fess than two exits, remote from each of er,
ars providad for each fioor-or fire section of the
bullding, Only ane.of these two exits may bé a
horizontal exit.  19.2.4.1, 19.24.2

This STANDARD I8 not met a8 evidencsd by:
Survayor 26107

Basad on observatlon and-record review, the
provider falled to maintein st ieast fwo conformi
exits from each floor of the building. One of two
fioors (basement) did not have two conforml g
exits, Findings. Include;

1. Obaarvalion at 12:30 p.m. on 7/20/15 revekled
there was no conforming exit provided from the

bassment mechanical raom. The only axlt wds &
atalr enclosura that discharged into the vestiula
corridor systam on the main Javel, Reviaw of
previous survey data also identified that condltion,

FORM CM$:2687102-98) Pravious Versions Qbaclste: Bvant ID:/ELE21 Facliy |0 0105 R I conlinuation shewt Page 2 of 3
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DEPARTMENT OF HEALTH AND HUAN SERVICES T RORM APPROUG
CENTERS FOR MEDICARE & MEDICAID SERVIC |

— _ SERVICES — _ OMB NO, 0938-0381
5’| STATEMENT OF DERICIENCIES 1) PROVIDERISUPPLIER/GYIA {2 MULTIPLE CONSTRUCTION " li%) DATE SURVEY 7
AND PLAN OF CORRECTION IDENTIFIOATION NUMBER: A BULDING 0F - MAIN BUILDING o1 COMPLETED
e 438087 (| BVING, — — 07/29/2015
.NAME GF PROVIDER QR SUPPLIER L STRERT-AQDRES6, CITY, STATE, ZIP CODE ' '
L _ | 700 WEST MAIN ST
CIETY: o o
soob sAwA_stTAN.s_qq:FTchmﬁ‘r..TA ] - [ “cANISTOTA, 8D s7012 B
YR | . SUMMARY STATEMENT OF DEFICIENGIES | P PROVIDER'S PLAN OF GORRECTION T s
PREFIX {EACH DEFIGIENGY MUST-BE FRECEDED BY-F(LL PREFIR (EACH CORREGTIVE ACTION SHOLLD e GOMPLETION
TAG REGULATGRY.OR LSC IDENTIFYING INFORMATION) 1 TAG CROES-REFERENCED T0 THE APPROPRIATE pArg |
. DEFICIENGY)
: K 032 Continued From pega 2 K 032,
The bullding meets the FSES, Flease marklan
"F"In the completion date column to indicath the
providarss Intent to-carract deficlencies-idenfified ,
in. K000,
FORM GM3-2567(02-49) Pravious Varslons Otiaolete Event IDJV3LEZ1 Facllty i 0109 if continuation shast Page 3 of 3
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
10603 B. WING 07/29/2015
NAME OF PROVIDER OR SUFPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
700 W MAIN STREET
GOOD SAMARITAN SOCIETY CANISTOTA
CANISTOTA, SD 57012
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
S 000 Initial Comments S 000

Surveyor: 32355

A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:04, Medical Facilities, requirements for nursing
facilities, was conducted from 7/27/15 through
7/29/15. Good Samaritan Society Canistota was
found not in compliance with the following
requirements; $210 and S236.

5210 44:04:04:06 EMPLOYEE HEALTH PROGRAM | S210

The facility must have an employee health
program for the protection of the...residents. All
personnel must be evaluated by a licensed health
professional for freedom from reportable
communicable disease which poses a threat to
others before assignment to duties or within 14
days after employment including an assessment
of previous vaccinations and tuberculin skin tests.
The facility may not allow anyone with a
communicable disease, during the period of
communicability, to work in & capacity that would
allow spread of the disease. Personnel absent
from duty because of a reportable communicable
disease which may endanger the health
of...residents and fellow employees may not
return to duty until they are determined by a
physician or the physician's designee to no longer
have the disease in a communicable stage.

This Administrative Rules of South Dakota is not
met as evidenced by:

Surveyor; 35237

Based on employee file review and interview, the
provider failed to ensure four of five newly hired
sampled employees (G, H, |, and K) were
evaluated by a health professional to determine
they were free from a reportable communicable

LABORATORY DIRECTOR'S CR PROVIDERISUF'PLIE R WWE S SIGNATURE TITLE (X57TE
ﬂdmmmﬁ?")br

STATE FORM 6893 12LU11 % If cﬁntlnuatlgﬁ sheet 10f4
Vs




Tha facllity must have an employee health
program for the protection of ths...reslderits. All
parsonnel must be avaluated by a llcansed health
professional for freedom from reportable
communioable disease which poses a threat to
others before assignment to diities orwithln 14
days aftar empioyment including sn sgzasiment
of previcus vaccinationa and tubarepiin ekin tests,
The facility may not allow ahyone with & '
communicabia disease, during the pariad-of
communleablilty, to work In a capacity thatiwould
allow.spread of the disessa, Personnel abiant
from duty because of a raportabié commubicable

$210 ‘
1. For staff members G, H, 1,

go back and correct the
unsigned Medical History
Questionnaire form.

a licensed professional.
3. IN-SERVICE: Education

and K - the facility is unable to

2. All other new staff' members
will have the Medical History
Questionnaire form signed by

0841272015  15:41SD Health LAB (FAR}B057736667 P.O35.040
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_ 10803 . | BYNG : ._ 07/28/2018
MAWE OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, §TATE, 2IP GODE
R — 00 W MAIN STREET
‘ OD_,ﬁAMARITAN SOCIE_,TYGAMISTOTA. ___GANISTOTA, 8D $7012
Xayip | 'BUMMARY STATEMENT OF DEFICIENCIES | T m PROVIDERS PLAN QF CORREGTIDN o
FRI {BACH DEFICIENCY MUST BE PREGEDED BY RULL i EAEH, N o
g aseuwcmv-_nn‘_tsc.|u5ru‘ru=.vma-;_nro|3_mg*r_%m P | CROBSREPERENGRD OIS oULDEE | CopriEme
. . _ o DEFICIENOY). I
5000 Initial Commerits 8000 | Addeadyms mi<d with an
'ﬁ;;imgyor:':azass ,, : nsdert sk pet” j/ ’//5—7 tlphnt
A ficensura survey for compliance with the) . < p 7 .
Adminlstfative Rules of South Dakota, Artlela * ‘F'-‘c' I'H oo »;/_Wﬂ;{/ﬂ’
44;04, Medical Faclltes, requlrements forlnursing v
| facliitles, was sonducted from 7/27/15 thraugh '
7/20/15, Good Samaritan Scdlety Canistots was
.| fouind not in complfance with the:foliowing
requirements: 5210-and §238, '
8210 44:04:04:06 EMPLOYEE HEALTH PROGRAM | §210

disease which may endanger tha health will be provided by the DNS/  18/25/15
nfi..restidzntt; anct!“ftahllaw. emglotgegs may npt Staff Development Nurse to
retum to duty untll they are determined by . ;
physiclan of the physician's dedignes to nd longer include GSS P ohcy and
have the dissase Ina communicable stagd. procedure regarding the
al orientation check list.

This Administrative Rules of South Dak . genet

| et s oiononss ules of South Dakota s not 4. AUDITS: The DNS/QAPI
Surveyor. 352%7 C Al Nurse/designee will complete
Based on employas fila review and Intarvigw, the | on all : imes 4 weeks
providar fallad to ansurs four of five nawly hirad  [new au ltéﬁveffkly times Tlee d
sampled employses (G, H, |, and K) warg hires monthly times 2 months an
evaluated by a heaith professionsi to datarmine Tx st quarterly times 3 quarters. '
Ihey were fres from a raportable communiéable _
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. o FORMAPPROVED
South Dakota Depa -of Health N MEREVEL
STATEMENT OF OEFICIENGIEE | (X1) PROVIDER/SUPPLIERIGLIA (X2 MULTIPLE GONSTRUGTION. (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBEH:. A BUILDING: COMPLETED'
i BoWING _ e
. 10603 ]l _ ' 07/29/2015
MAME OF PROVIDER OR'BUPPLIER 'BTREET ADDRESE, BITY, 8YATE, 2iP.CODE

GOOD SAMARITAN SOCIETY CANISTOTA.

7H0 W MAIN STREET

o SUMMARY STATEMENT OF DEFICIENGIES I

CANISTOTA, 80" 57012

FROVIDER'S PLAN OF CORREETION

1. Review of employese G, H, |; and Ky
employee flles revealed: .
"They had all become-employsd by the pravider
since May 2015. _
*They hiad not been evaluated by a health
-professional to determine they were free fibrm a _
reportable communicabie diseass,

Interview on 7/20/15 at 1:00 p,m, with the dtaff
development coordlnator revealed:

*She had been awars of that requirermnt,
*She agreed the heajth evaluation was: not '
completed in any of the above employees' health
records. . :
“The comorate forms for madics) history i
smployess had changed In May 2018.
-Ehe had signad the last paga of that formfor ona.
employee but not for the four listed above.
*Thelr policy would hava besri to follow the state
requiremants, : :

-1

Interview on 7120115 at 1:20 p.m. with the director
of nursing revealed: ‘ -
*She agreed the haalth-evaluation was not
complated In any of the above emnployeds health
records, )
*Thair policy would have besn to fallow thelstate
raguirameants. :

$236 44:04:04:08.01 TUBERCULIN SCREENING 8288
REQUIREMENTS

Tuberculin sorasning requirernents for healthaare
workers or resldents are as follows:

(1) Each naw healthcare worker or resident shali

Po}_g'¢ FIX | {EACH DEFICIENCY MUST BE PREGESED.BY FuLL PREFIX (BACH CORRECTIVE AGTION BHOULD BE coleiaTe
TAG REGULATORY GR LSC IRENTIFYING INFORMATIGN) CTAG -GROSE-REFERENDED.TO THE APPROPRIATE DATE:
_ e i ' OEFICIENCY)
8210/ o m pa L — '
cq;.wmd Frqm pag:a' 1 , i 8810 Audits will include making
disease. Findings inciude; sure the GSS #834 Medical

History Questionnaire Form
has been signed by a licensed
professional. The DNS/QAPI
Nurse/designee is responsible
to submit the audit findings to
the QAPI committee for
further recommendations and
identifying root cause.

5236

the facility initiated a new
Tuberculin screening.

1. For staff members ] and G -,

STATE FORM . , e

jeLus ¥ contipizaton sheal 2 of 4
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AND PLAN QF CORRECTION ) IDENTIFIGATION NUMBER: ﬁmd}ﬁf cqumlmm _\'_X&)ggt_;gfgi%av
. 0803 B WING —— 1 orzar201s
NAME OF PROVIDER OR SUPPLIER : anémquéEss. CITY, STATE, 2IPCODE
S B A b 700 W MAIN STREET
GO0b8AM ; e it .
OD BAMARITAN SOCIETY c;\ms*rorg_ | JANISTOTA, SO 87012 N
o . .BUMMARY BTATEMENT OF DEFICIENGIES ' 2] ‘PROVIDEA'S PLAN OF CORRECTION 5
PREFI - {UACH DEFICIENCY MUST BE PRECEDED BY FULL F al AGHCCH EACTION BHE i
TAS R(.E_GULATORYDR LG sggunmm INFORMATIGN) F?ﬁg‘" g,é_%%sf‘ﬁ%’éﬁégé’éﬁ?g?ﬁé‘ é%%%fnfm o
‘ R _ B DEFICIENCY) '
8236 Continued From paya 2 S 828 | 5 A1 other new staff
receive the two-stap methed of Mantoux skin test members will have their
fo sstablish g bascline within 14 days of Tuberculin screening done
empgleyment or admisslon to 8 faclity. Anyltwo { tuberciiin screening
documented Mantoux skin tests complated Within within the required time
& 12 month perlod prior to the date of argﬂssion frame.
or employment shall ba consldered & two-gtep,

Bkin tasting s not necessary If documentalion is 3. IN-SERVICE: Education

provided 'o'fia pravious posltive reaction of fen will be provided by DNS/Staff | 8/25/15
mm induratiof or greater. Any new healthoire

worker or residant whio has a newly recogniized : pevelopment N].u:se t?l

positive resction ta the skin test shell havela include GSS policy an

medical evaluation and a chiest X-ray o L procedure regarding

detarmine the presence or absence of the botlve -

Tuberculin screening per
state agency regulations.

L . 4. AUDITS: The DNS/QAPI
QJ? :Sd miggfﬁi”m ©f South Dakota s not ll Nurse/designee will complete
Surveysr: 35237 _ ?123 K auaiti’;weekly times 4 weeks,
Based.on racord review, interview, and polfg . d
reviaw, the provider fafled to ansure two of ge hives monthly times 2 months an
aampled employeas (@ and J) had a two-gfep —r]:lsﬁﬁfﬂfr quarterly times 3 quarters.
tuberculin {TB} soreening done within fourtéen © 4 ’ Audits will include ensuring
days of thelt employmant. Findings include that 2 Tuberculin screening

disease;

1, Review of cartifled nursing essiatant (CNA) J's has been done timely for new
gﬁpj%e?_l ﬂlz fgvtﬁa!;d ha had been hired dn employees. The DNS/QAPI

4/15, He had the first part of his two-stap TB : : ;
8Kin test givan on /1116, and It had heen Jesd ‘ Nurse/designee is responsible
02 8{1 3/15. His next step had not been to submit the audit findings
administered untl 7/24/15, and it had beanfread i '
on 72616 . ' to the .QAPI committ?e for

‘ further recommendations
2. Review of reglatered nurse (RN) G's employee . and identifying root cause.
fiia revealad: - _
*She had baen hired on §/30/15.
*8he hed.no docutnented TB skin est giva by
the provider,
~There Vore faxeg fiom ancther facliity thaf
ndicated:
* BTATE FORM " v 121011 Il oaniinuation shest 3.5t 4
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-Aone-stap kin test hiad heen-given on 11815
and readon 141215, : '
=A ona-stap ekin test had been given on 10/20/14
ahd read on 10/27/14. '
| 8. Intarview on 7/28/15 at 1:00 p.m. with tHs staff '

| develgpment nurse confirmed the T5 skinjtests
for the sbova amplayees had not been complated | -
within fourteen days of thelr smployment.

| Interview on 7/29/15 at 1:25 p.m, with the diractor

-of nursing revasled TR skin tests should have
teen completed within the fourteen days aftar
having been hirad, 8he-agresd GNA J and|RN
G's had not been complated within fourtesh days
of thair employment. She stated RN G should
bave had a two-step TB skin test given by the
provider,

Review of the provider's August 2014 Tubdreulin
- BKIn Testing (TST) polley revealed:

*Naw employees will havs bassilna tuberdulosis
{TB)sereening using the TST two-step mathod.
This involvas administering the Initia! TST {o be
re=d In-48 t 72 hours.by a nuraing professional
or phiysician. The second tast is adminlstated |n
one'to two weeks and Ie read 48 to 72 houts after
{ administration by a nursing professionat ar
phyaitian."

*'New emplovees with varified TST results|not
more than 30 daya old will not be ra-teste!”
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