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Surveyor: 33488 F 176 NKD OHH)
A recertification health survey for compliance with ot
42 CFR Part 483, Subpart B, requirements for :il:ie Mc?dtlrce:’_ﬂonP i 6/3/15
long term care facilities, was conducted from mimstraion ouUcy
05/12/15 through 05/14/15. St William's Care was updated to include the
Center was found not in compliance with the following statement: When
i following requirement(s): F176, F221, and F281. an order 1s received for a
F 176 | 483.10(n) RESIDENT SELF-ADMINISTER F 1786

ss=p | DRUGS IF DEEMED SAFE
the interdisciplinary team, as defined by

practice is safe.

by:
Surveyor. 34030

Findings include:

licensed practical nurse (LPN) A during

she had to:
*Placed the medication into the nebulizer
chamber.

face and started the machine.
*Left the resident's rcom to pass other

An individual resident may self-administer drugs if

§483.20(d)(2)(ii}, has determined that this

This REQUIREMENT is not met as evidenced

Based on observation, interview, record review,
and policy review, the provider failed to assess
and obtain a physician's order to self-administer a
medication for one of one random resident (16)
observed during medication administration.

1. Observation on 5/12/15 at 11:06 a.m. with
medication administration of a nebulizer (a device

that turns liquid medication into a mist for inhaling
into the lungs) treatment for resident 16 revealed

*Placed the inhalation mask on the resident's

nebulized medication, a
Self-Medication Assessment
will be completed\to assess
the resident’s ability to safely
follow the administration
instructions for the
medication and a physician’s
order received allowing self-
administration, if the resident
is capable of having a
nebulizer ru:nning without a
nurse/med aide present.

XDV WU TNIE NeQUE
A Self-Medication
Assessment was completed
on resident 16 on 6/2/15 and
it was determined that
resident 16 is not capable of |
self-administration of her
nebulized medication.
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T 3 ;
e | Twenty other residents were
F178, Continued From page 1 , F176 noted to have orders for
 medications. o nebulized medications. Six
! *Returned to the resident's room when the ha heduled nebulized
 treatment was done to clean the nebulizer mask | Ve_ s¢ .e
“and chamber. | medications and twelve have
. i PRN orders. 8 out the 20
- Interview with LPN A at that time revealed: ; ; residents were assessed as
. X . : i 1 >
She had not stayed with the resident during the | being capable of self-
- nebulizer administration. | = dministrati fthei
“*'This is how we usually do it, We have too many admunistration of their
(treatments) that need to be done." i nebulized medication.
; Upon review by Nursing staff
Review of resident 16's medical records revealed: | | and resident’s physician it
*A diagnosis of dementia (a decrease in the ability . sof
to think and remember). was deetned CI(III.IIC&HY.
' *“The nebulizer treatments had been done since appropriate to discontinue
1 2/26/15. : nebulized medication
' *There had not been a physician's order for § administration for 7
; Et_wridicat,ivoansselfnadministratti%rg o determine i : of the residents with PRN
t *There nc assessment done to determine i .
“the resident was capabie of being left alone orders. Orders were received.
- during the treatment.
Interview on 5/13/15 at 3:30 p.m. with the director i The EMR’s (Electronic
- of nursing revealed she was unaware staff were | Medical Record) for the 6
not staying with the residents during ‘dents with scheduled
“administration of the nebulizer treatments. Tesiaents with sche
1 nebulized medications were
Rewew of the provider's undated policy on ! reviewed for self-
Administration of Nebulizer Therapy revealed howi ! administration and
| 1o perform the treatment. Nothing was pro»:nded ; physician’s orders.
- that mentioned assessment of the resident's | t A t undated
' capability to self-administer a medication nora | | Ssessments were upda
~ policy on physician's orders to do so. ‘ and orders requested/
‘ ; received for self-
- Review of Patricia A. Potter et al., Fundamentals | administration.
- of Nursing, 8th Edition, Elsevier, St. Louis, : i
1 Mo.,2013, page 565, revealed: "In all settings, ‘ t
nurses are responsible for evaluating the effects ;
. of medications on the patient's ongoing health , i 7
FORM CMS-2567(02-98) Previcus Versions Obsolete Event |D: LisUY 11 Facility ID: 0088 If continuation sheet Page 2 of 7
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F 176 | Continued From page 1 F 178 . .
medications. The Director of Nursmg .
*Returned to the resident's room when the (DON) or her designee will
treatment was done to clean the nebulizer mask review new orders/order |
and chamber. changes weekly x 6 weeks |

| Administration of Nebulizer Therapy revealed how
| to perform the treatment. Nothing was provided

Interview with LPN A at that time revealed:

*She had not stayed with the resident during the
nebulizer administration.

*This is how we usually do it. We have too many
(treatments) that need to be done."

Review of resident 16's medical records revealed:
*Adiagnosis of dementia (a decrease in the ability
to think and remember).

*The nebulizer tfreatments had been done since
2/26/15.

*There had not been a physician's order for
medication self-administration.

*There was no assessment done o determine if
the resident was capable of being left alone
during the treatment.

Interview on 5/13/15 at 3:30 p.m. with the director
of nursing revealed she was unaware staff were
not staying with the residents during
administration of the nebulizer treatments.

Review of the provider's undated policy on

that mentioned assessment of the resident's
capability to self-administer a medication nor a
policy on physician's orders to do so.

Review of Patricia A. Potter et al., Fundamentals
of Nursing, 8th Edition, Elsevier, St. Louis,
Meo.,2013, page 565, revealed: "In alt settings,
nurses are responsible for evaluating the effects
of medications on the patient's ongoing health

and monthly x 4 months to
ensure self-medication
assessments are completed’\
and physician orders
received when appropriate.
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F 176 | Continued From page 2 F 176 F 221
status, teaching them about their medications,
and side effects, ensuring adherence to the :
; > - , nt was |
medication regimen, and evaluating the patient's A restrauzlt assess.rcrlle (46 [6/2/15
and family caregiver's ability to self-administer completed on residen o on
medications." 6/2/15 and a physician’s
F 221 483.13(a) RIGHT TO BE FREE FROM F 221 order received for resident’s
$8=D PHYSICAL RESTRAINTS use of a Merry Walker.
. ician had previousl
The resident has the right to be free from any Pilysmlezlnhiad p e it Y
physical restraints imposed for purposes of observed m using 1
1 discipline or convenience, and not required to routinely and included a
| treat the resident's medical symptoms. comment in his progress note
about the resident was using
| This REQUIREMENT is not met as evidenced a Merry Walker.
| by ) .
‘ Surveyor. 16385 A restraint assessment in the
| EMR (Electronic Medical
Surv%yor: ??62{3 i reui od boll Record) will be completed on
: Based on interview, record review, and policy . A ,
| review, the provider failed to ensure one of one . a qqarteg‘l;‘jrr bﬁalﬁ* gr\wg&&bm N
sampled resident (6) had a physician's order and &%\"h (m C Q : :
completed assessments for the use of a Merry se of the restraint was !
Watker {(a walker with four sides and a seat). reviewed with the resident’s ‘
Findings include: family at a scheduled Care ’
1. Review of resident 6's medical record revealed Confe.ren.ce.on S/13/15. !
an absence of; Interdisciplinary Team (IDT)
*A physician's order for the use of the Merry is in agreement that the l
Walker. _ Merry Walker was !
:;?;geu::rs ?rzis]zssments by staff evaluating the use appropriate for the resident. }
' This resident’s family has |
Random observations from 5/12/15 through been pleased with him having |
5/14/15 revealed resident 6 had used the Merry increased opportunity for i
Walker to ambulate in the hallways. ambulating independently. 1
Interview on 5/12/15 at 1:45 p.m. with the director ‘;
| |
FORM CMS-2567(02-99) Previous Versions Obsolete Event |D: UsUY 11 Facility |D: D088 If continuation sheet Page 3of7
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. , . He is able to locate and use
F176 Cont'mfd I;rom ;;age 2b " . FT76 the seat appropriately. He can
status, teaching them about their me ications, open the bar that closes
and side effects, ensuring adherence to the the front of the walk
medication regimen, and evaluating the patient's ; across fe_ ont ol the walker,
and family caregiver's ability to seif-administer - but cognitively may not do so
medications" . if asked to open it; therefore,
F 221 483.13(a) RIGHT TO BE FREE FROM F 221  this appliance is being
pp
§8=D | PHYSICAL RESTRAINTS considered a restraint.
The resident has the right to be free from any ‘ . b
physical restraints imposed for purposes of : Cor.ltmued use will be ’
discipline or convenience, and not required to - reviewed with the resident’s
treat the resident's medical symptoms. family and IDT on a
Quarterly basis
| .
 This REQUIREMENT is not met as evidenced during future scheduled
by: Care Conferences.
* Surveyor: 16385
| XUSL 1S AISD YeVieneA by 3’%
Suveyor 35625 I vy L e
' Based on interview, record review, and policy Qﬂ’hﬂ TO mom-mr
review, the provider failed to ensure one of one H\QO\MTQ
sampled resident (6) had a physician's order and »{lof m\\} & @n (a U,
completed assessments for the use of a Merry \m Im‘]:
i Walker (a walker with four sides and a seat).
| Findings include: ¥ DON orine YE&’\'D%“N%&S%@
1. Review of resident 6's medical record revealed \N“ mbnrmr’mm Q’ G}X&H{r
an absence of: \{)U (.Om ﬁ{ Uk
;C p”l;]ySICJan s order for the use of the Merry am \Ni H» X a\ th{ & Rﬁ“
alker
*Regular assessments by staff evaiuating the use Q/ Wf Q O
of the restraint. w\ﬁ Q'(& \p NW& OnJYW/ W
| Random observations from 5/12/15 through W&aﬁh’k& (Dl ﬁj L\O\Q}ﬂ
t 5/14/15 revealed resident 8 had used the Merry !
J\Naiker to ambulate in the hallways. TD U&Qﬁ'ﬂ?/ me‘ﬂ;\w\é\{a H\W\F :
' Interview on 5/12/15 at 1:45 p.m. with the director
|
j
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F 221 | Continued From page 3

| of nursing {DON) regarding resident 6 revealed:
*The resident was using the Merry Walker to
ambulate in the facility.

*She was unsure if resident 6 could consistently
open the bar to exit the device.

*She acknowledged there was no physician's
order in the medical record.

: *No assessments had been completed by the
nursing staff for the use of the walker.

*It was her expectation that a physician's order be
obtained and assessments completed for the use
of a restraint.

Review of the provider's undated Protective
Devices and Restraint Use policy revealed:

| *A physician's order would be obtained.
*Comprehensive assessments would be
completed to evaluate the necessity of the
restraint.

*Alternatives to the restraint would be
documented in the medical record.

F 281 : 483.20(k)(3)(i) SERVICES PROVIDED MEET
ss=F.!| PROFESSIONAL STANDARDS

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

This REQUIREMENT is not met as evidenced
by:
Surveyor: 16385

Surveyor: 35625

Based on interview, record review, and policy
review, the provider failed to obtain indications for
use on numerous physician ordered medications
for 5 of 13 sampled residents (2, 3, 5, 7, and 12).
Findings include:

F 221

F 281 F281
The physician’s orders for 7/3/15
residents 2,3,5,7, and 12 were
reviewed. Indications for use
were needed for medications
on all 5 residents.
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1. Review of resident 2's medical record
revealed:

*The indication for use with citalopram (a
medication to improve mood) was listed as
"mood.”

-No medical diagnosis was listed.

*There was no indication for use with losartan (a
medication to lower blood pressure).

A list of medications needing
indications for use/diagnosis
was taken to the resident’s

physician for review and
appropriate diagnoses were
Surveyor: 35121 . added to the resident’s
2. Review of resident 3's medical record revealed Electronic Medical Record
there was no indication for use on the physician's EMR
- orders for the following medications: ( ).
| *Xanax (for anxiety).
“*Losartan (for blood pressure). The EMR of the remaining

' *Loperamide (for diarrhea).
*Quar (for shortness of breath).

*Albuterol (for shortness of breath).
*Vitamin D3.

*Spiriva (for shortness of breath}).
*Tylenol (for pain).

*Dulcolax suppesitory (for constipation).
*Milk of Magnesia (for constipation).

3. Review of resident 7's medical record revealed
there was no indication for use on the physician's

residents will be reviewed
and physicians will be
contacted to provide
appropriate diagnosis for
the resident’s medications
where necessary.

orders for the following medications: The Director of Nursing
*Lasix (for fiuid retention). (DON) and the Consultant
*Aspirin EC. Pharmacist will monitor each
*Vitamin D3.

*Kaopectate (for diarrhea).
4. Review of resident 12's medical record

revealed there was no indication for use on the
following medications:

*Albuterol.

resident’s EMR monthly for
6 months to ensure there is a
diagnosis for each medication
listed.
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Interview on 5/13/15 at 2:45 p.m. with the DON
revealed she agreed there was no indication for
use on the physician's orders for the above .
medications for those residents. Medications for all new
admissions will be reviewed
S 23488 by the DON and
urveyor: .
5. Review of resident 5's medical record revealed by th? Consuliant Pharmacist
she had physician's orders for thirteen ongoing to ensure that there
medications that had no indication for use for the is a diagnosis for each
following: medication. The Physician/
*Milk of Magnesia (laxative) 30 milliliters (ml) by Physician extender will be
mouth daily as needed.
*Baby Aspirin: by mouth daily. con’Eacted as necessary to
*Calcium Citrate + Vitamin D: two tablets by clarify orders.
mouth twice a day.
*Nexium (acid reliever); one by mouth daily. The results of the reviews
*Warfarin Sodium (blood thinner): . will be reported to the
-Take 4 milligrams (mg) by mouth on Monday, .
Tuesday, Wednesday, Friday, and Saturday QA &A committee for
during supper. 6 monthsA YW/ D\W@Dr
-Take 0.5 mg by mouth on Monday, Tuesday,
Wednesday, Friday, and Saturday during supper. 0% M\“&\ ¥ d& éﬂ)
-Take 5 mg by mouth on Thursday and Sundays NDN H \W:
during supper.
*Sertraline (antidepressant): 100 mg by mouth
daily at breakfast. .
*Tylenol {pain reliever or fever reducer). :
-Take two tablets by mouth daily as needed. i
-Take two tablets by mouth three times per day. !
*Potassium chloride (supplement): 20
milli-equivilants (meq). Take two capsules of 10
meq by mouth twice a day at breakfast and ‘
supper.
*Gabapentin (used commaonly for nerve pain): :
600 mg by mouth three times per day. ]
*Hydrocodone-Acetaminophen (harcotic pain i
reliever) 5/325 mg. Take one tablet by mouth 1
every four hours as needed. |
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i orders when it was received.

Continued From page 6

6. Interview on 5/12/15 at 4:25 p.m. with the
director of nursing regarding indications for use
not included in the physicians' orders for the
residents listed above revealed:

*'We don't always get one (an indication for use).
| understand we do need them."

*It was her expectation nursing staff would know
why they were to be giving the medication to the
resident.

*She believed if they had one {(an indication for
use), it would have been inputted into the
electronic medical record in the physician's

The provider had no policy related to medication
indications for use as it referred to physician's
orders.

Review of the Lippincot's Nursing Center, 8 Rules
for Medication Administration, dated 5/27/11,
http:/Amww.nursingcenter.com/blog/post/2011/05/
27/8-rights-of-medication-administration.aspx,
accessed on 5/18/15, revealed rule number 7:
"Confirm the rationale for the ordered medication.
What is the patient's history? Why is he/she
taking this medication?"

F 281
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; Surveyor: 14180

? A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted on 5/12/15. St
Wililam's Care Center was found not in
compliance with 42 CFR 483.70 (a) reqmrements
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 Systern (FSES)
dated 5/12f15 upon correction of the deficiencies
identified below.

Please mark an "F" in the completion date
column for the deficiency identiflad as meeting
the FSES to indicate the provider's commitment
to continued compliance with the fire safety .
.| standards. ' -
K 033 | NFPA 101 LIFE SAFETY CODE STANDARD K033 F
85=C
Exit components (such as stalrways) are
enclosed with construction having a fire
resistance rating of at least one hour, are
arranged to provide a continuous path of ascape,
and provide protection against fire or smoke from
other parts of the building. 8.2.5.2, 18.3.1.1

This STANDARD Is not mef as evidenced by:
Surveyor: 14180 .

Based on observation and record review, the
provider failed to maintain a protected path of
egress from the basement to the exterlor of the

; LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SICNATURE TITLE {X) DATE

| QM e 01000k 0 (shobnr  8Js /aois

Any dsficlency statement snding with an asterisk (*) denotes a deficiency which the insfitution may be excused from cunectlng providing it Is determined that
| other safaguards provids sufficlant protection to the patients. (See Insfructions.) Except for nursing “’““?‘ré” Elpdable 20 days
; foltowing the date of survey whether ar not a plan of correction is provided. For nursing homes, tr|e ?1 ﬂﬂ ;{i n o arﬁ ciosable 14

days following the date these documents are made available to the facliity. If deflolencies are cited continued
! program parficipation. r D\
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Continued From page 1

building. One basement stairway discharged onto
the main ievel and was not provided with a one
hour fire resistive enclosure to the exterior of the
building. Findings include;

1. Observation at 11:30 a.m. on 5/12/15 revealed
a basement stalrway that discharged ontc the
main level corridor system of Hummingbird Lane.
That condition did not provide a confinuous
protacted exit passage to the exterior of the
building. Review of the previous life safely code
survay confirmed that condition had existed since
the original construction.

The building meets the FSES. Please mark an
"F" in the completion date column to indicate the
pravider's intent to corract deficiencies identified
in KOOO. :

K 033
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Surveyor: 33488

A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:04, Medical Facilities, requirements for nursing
facilities, was conducted from 5/12/15 through
5/14/15. St William's Care Center was found not
in compliance with the following requirement(s):
502386,

8 236 44:04:04:08.01 TUBERCULIN SCREENING S 236
REQUIREMENTS

Tuberculin screening requirements for healthcare

workers or residents are as follows: 8236
Employee B received her 1% 6/3/15

(1) Each new healthcare worker or resident shail TB test on 5/12/15 and her
receive the two-step method of Mantoux skin test 2" TR test on 05/20/15. Her
to establish a haseline within 14 days of . :
employment or admission to a facility. Any two hire date was 4/3/15.
documented Mantoux skin tests completed within
a 12 month period prior to the date of admission The TB control plan policy
or employment shall be considered a two-step. was updated to include that
Skin testing is not necessary if documentation is X
provided of a previous positive reaction of ten all new employees w1.lI
mm induration or greater. Any new healthcare receive a 2 step baseline
worker or resident who has a newly recognized screening within the first
positive reaction to the skin test shall have a two weeks of hire.
medical evaluation and & chest X-ray to
determine the presence or absence of the active
disease;
This Administrative Rules of South Dakota is not
met as evidenced by:
Surveyor: 34030
Based on record review, interview, and policy
review, the provider failed to administer
tuberculosis (TB) screening within two weeks of

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE L (X6) DATE
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1. Review of certified nursing assistant B's
employee record revealed:

*A hire date of 4/3/15.

*The first step of the two-step TB test had been
given 5/12/15.

*That was not within the required two week time
frame from having been hired.

Interview on 5/13/15 at 3:30 p.m. with the director
of nursing regarding the employee's record
revealed she agreed the above employee’s TB
test had not been done in the required time.

Review of the provider's 10/2/12 TB Control Plan
policy revealed:

*"An initial two-step baseline screening at the
time of employment for all employees in the
facility and for all new admissions unless it has
been done within the last 12 months, in which
case, they will be given a one-step test."

*No mention of a time frame to complete testing
had been given.

Health Nurse will monitor for
the next 6 months that all
new hires receive their TB
test within the first two
weeks of hire.

The results will be reported
to the QA & A committec
for the next 6 months.
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hiring one of five (B) new employees. Findings

include: . .

The Director of Nursing

(DON) and the Employee %%ﬂ){ém I
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