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INITIAL COMMENTS

Arecertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for Long
Term Care facilities was caonducted from 7/14/26
through 7/16/26.

Sanford Chamberlain Care Center was found not in
compliance with the following requirements: F554,
F584, FB4b, FE57, F695, F710, F759, F760, FB12, F910.

A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirementls for Long
Term Care facilities was conductad from

7114426 through 7/16/25. The areas surveyed
included resident safety regarding the elopements of
three residents. Sanford Chamberlain Care Center
was found not in compliance with the following
requirements: F589.

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25d){1)(2)

8483.25(d) Accidents.

The facility must ensure that -

8483.25(d)(1) The resident environment remains as
free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
superyision and assistance devices to prevent
accidernits.

This REQUIREMENT is NOT MET as evidenced by:

Based on South Dakota Department of Health (SD
DCH} facility-reported incident {FRi), record review,
interview, observation, and policy review, the
provider failed to protect the safety of residents
identified as at risk for elopement (leaving the facility
without staff knowledge) when one of one sampled
resident {22} crawled out a window, and two of two
sampled residents {51 and 52) exited the facility
without the staff's supervision.

FGQO0o

FO689

The plan of correction is prepared and/on
executed solely because it is required by,
the provisions of federal and state law.

1. Resident #22 sent to ER for evaluation. Upon
return from the hospital, 15-minute checks
were implemented to ensure safety. Careplan
was updated to include to educate resident
about the hazards of leaving during severe
weather changes. To notify the police if resident
elopes and unable to find or get resident to
willingly come back to facility. Window handles
were removed on 11/27/25, slide locks and
chains were placed on the window on 12/1/25.
Resident 51 was discharged from the facility
AMA and no longer residents in the facility.
Resident #52; was brought back to the facility
assessed for injuries, none found. A
wanderguard was placed on reisdent, and
careplan was updated to indicate that resident
is at risk for elopement and should be redirected
by staff if showing wandering behaviors.
Resident #30: new smoking assessment done
on 8/3/26, and carepian updated that resident
can smoke independently.

8/7/26

\ny deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
:afeguards provide sufficient protection to the patients. {See reverse for further instructions.} Except for nursing homes, the findings stated above are disclosable
10 days following the date of survey whether or not a plan of correction is pravided. For nursing homes, the above findings and plans of correction are disclosable
.4 days following the date these documents are made available to the facility. If deficiencies are cited, an approved pian of correction is requisite to continued
rogram participatian.
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Findings include:

1. Review of the provider's 11/26/25 SD DOH FRI
repart regarding resident 22 revealed on 11/26/25
around 3:15 p.m., she was obsenved walking past
the kitchenetie window outside the building by cock
P. Cook P immediately notified licensed practical
nurse {LPN) K, who then went to verify resident 22
was not in her room.

Upon entering resident 22's room, cook P noticed
resident 22 window was open, and her window
screen was off the window lying on the floor. Cook P
went and notified long term care (LTC) activities G of
the elepement, who then notified minimum data set
{MDS) coordinator V and licensed social worker
{LSW) U. LSW U, executive assistant {EA} E, MDS
coordinator V, and LTC activities G exited the facility
to search for resident 22.

At 3:40 p.m., LTC activities G notified MDS
Coordinator V that she had found resident 22
walking past a housing development and heading
toward the Lutheran church, which was one block
fram the facility. LTC activities G remained with
resident 22 who was wearing two sweaters, with a
flannel long sleeve shirl, blue jeans, and tennis
shoes. When MDS coordinator V and LSW U arrived
at resident 22's location LTC activities G returned ta
the facility. Resident 22 became hastile towards MDS
coordinator ¥ and LSW U and resident 22 continued
walking and they continued to follow her.

The police were notified of resident 22's elopement
at 3:26 p.m., and they arrived at the apartment
complex and trfed convincing resident 22 to return
to the facility. Resident 22 refused the police
officer’s advise multiple times. MDS coordinator vV
called LPN K at 4:10 p.m. as she had a good rapport
with resident 22 and asked for her assistance with
resident 22. LPN K was able to convince resident 22
to get into her vehicle, and go to the emergency
room {ER} to get assessed since resident 22 was
outside in the cold. The gutside temperature was in
the upper 30s. While at the ER resident 22 had her
alcohol level drawn, which was within normal limits,
Farmer director of nursing {DON) C, executive
director (ED) D, and resident 22's primary physician
was notified of elopement and of the resident 22's
condition. Resident 22 returned to the facility at 6:30
p.m. with LPN K after being discharged from the ER
with no injuries or adverse side effecls. MDS

by the deficient practice if supervision and
safety systerms are not consistently
implemented. To address this the facility
assesses all new admissions for elopement risk
and with any new exit seeking behaviors, All
handles were removed from all windows to
prevent further elopements, elopement drills
occured on each shift for 5 days and then
monthly therafter following the elopement of
resident 22, and is the current process if an
elopement does occur. The main entrance door
is locked at all times, which started after
resident # 52 incident, New smoking assess-
ments completed for all current smokers and
careplans have been updated. All smokers
upon admission for safety and offered cessation
support if warranted. Facility process changed
to forbid residents that are elopement risks to
smoke outside as of January 2026,

3. To ensure that residents remain free from
accidents and hazards related to smoking and
or elopement, elopement drills have been
conducted on a monthly basis by DNS and will
continue on an ongoing basis. Administrator or
designee will conduct audits of the main
entrance door being locked by random
observations on a weekly basis x 4 weeks, and
then monthly x 3 months. any negative findings
will be brought to the QAPI committee for
further review.
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coordinator ¥V and farmer DON C initiated
fifteen-minute visual! checks on resident 22 to
ensure her safety due to the cold weather and
inability to get ahold of resident family members.
Resident 22, they were 1o notify the Tribal Police and
the facility so they could help

2. Review of resident 22's electronic medical recard
(EMR) revealed she was admitted to the facility on
9/24/21. Her diagnoses included epilepsy (a chronic
neurological disorder characterized by recurrent,
unprovoked seizures), anxiety disorder, borderline
personality disorder {severe emotional instability,
impulsive behaviors, and deeply unstable
relationships) post-traumatic stress discrder (menlal
health condition triggered by experiencing or
witnessing a terrifying or life-threatening event),
bi-polar disorder (a mental heaith condition that
causes extreme, cyclical shifts in mood, energy, and
activity levels), alcohol abuse, and weakness. Her
care plan indicated Behavioral symptoms focus of
attempts to elopement at times from facility and on
outings initiated on 8/13/25. With a goal of she will
not elope from the facility or on autings until next
review. Interventions initiated an 11/28/25 educate
abaut hazards or leaving during severe weather
changes (below 20 degrees, high heat temps,
lightning, tornado warnings/watches, etc.) and
understand risks if were to leave or elope from
facility, her care plan identifies resident is not to be
left at appointments due to her risk of leaving, and
all outings need to be approved by her family.
Educate her regarding outings with family,
appointments ete. about signing out of facility,
signing bed-hola policy, getling medications sent
with if leaving with family. Notify Chamberlain PD if
resident ejopes and unable to find or get her to
willingly come back to facility. Will become hostile at
times when approached and does not want o come
back to facility. Take to ER as needed for evaluation
if questioning inloxication, injuries, or other health
issues per police department or MD [medical doctor]
recommendations.

3. Observation and interview on 7/15/26 at 12:28
p.m, with resident 22 in her room regarding her
elopement revealed she was upset on 11/26/25
when she removed the screen from the window in
her old room, apened the window, and climbed out
of the window. The fagility had removed the windaw
handles a day or so after her elopement D prevent
her from opening the window. Her current room had
no window handles on the window, and the lock on
the window frame was not locked. The window was
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Continued from page 3
tall and could open outwards away from the
building.

4, Interview on 7/15/26 at 3:30 p.m. with cook P
regarding resident 22's elopement revealed he was
standing in the kitchenette doing dishes and he
observed resident 22 walk past the window outside
wearing a red checkered coat. He notified LPN K of
the resident being outside. LPN K did not think that
resident 22 was outside. Cook P went to the
activities room at the end of the hallway and
observed resident 22 walking on the road. ¥hen he
walked past resident 22’s room the window screen
was out of the window, and the window was cpen.

5. Interview on 7/16/26 at 7:17 a.m. with LTC
achivities G regarding resident 22's elopement
revealed wenly minutes before resident 22's
elopement, she had delivered mail to resident 22,
and she was in a good mood and had no
complaints. LPN K notified all staff in the front of
the building of resident 22's elopement an 11/26/25,
Resident 22's window and all other window handles
were removed after resident 22's elopement.

G. Interview on 7/16/26 at 7:29 a.m, with EAE
regarding resident 22's elopement revealed she and
|.SW U took vehicles out to look for resident 22
following her elopement and law enforcement was
notified. LTC activittes G had located resident 22 by
the church and resident 22 had refused to come
back to the facility. EA E returned to the facility and
asked LPN K 1o help get resident 22 ta return to the
building. EA E did not complete any education
following resident 22's elopement.

7. Interview on 7/16/26 at 7:40 a.m. with LSW U
revealed a staff member who she could not recall
had notified her of resident 22's elopement.
Resident 22 was found by the church and LSW U
whao had been out looking for her, encouraged
resident 22 to return o the facility. She remained
with resident 22 outside the church until resident 22
was taken to the ER.

She was unsure if the window handles were still on
resident 22's window when she eloped on 11/28/25.
LSW U was working on a referral for resident 22 to
be transferred to a different facility that could meet
her needs. LSW U received education regarding the
elopement policy following resident 22's elopement.
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8. interview on 7/18/26 at 9:33 a.m. with MDS
coordinator V regarding resident 22's elopement
revealed resident 22 had exited out her window on
11/26/25 and MDS coordinator V searched the
surrounding area in her vehicle for resident 22. She
received a call from LTC activities G that resident 22
was found and refused to return to the facility. LPN
K came and convinced resident 22 to go to the ER,
where she was evaluated. Following resident 22's
elopement, the facility added chains and a lock
block to resident 22's window so the window could
only open so far. She was unsure if the window
handle was on resident 22's window at the time of
her elapement. The facility started 15-minute visual
checks on resident 22 after her elopement, but MDS
coordinator V was unsure when those ended. She
thought the slaff working on 11/26/25 were educated
that day on elopements and the facility's procedures
if they occurred. She completed the elopement
education in February of 2026.

9. Interview on 7/16/26 at 10:25 a.m. with LPN X
regarding resident 22's elopement revealed she
drove to the site where resident 22 was located on
11/26/25. LPN K helped resident 22 caim down and
offered her a ride in LPN K's vehicle to the ER to be
evaluated. She remained with resident 22 until she
was discharged from the ER and back at the facility.
Resident 22 had calmed down by the time she
returned to the facility.

Resident 22 was wearing a hooded swealshirt, jeans,
a T-shirt, shoes and socks. Resident 22 never
complained of being cold that day. LPN K thaught
the facility had provided education regarding
elopements following the incident. Resident 22 was
receiving behavioral health services, Resident 22 can
be delusional at times. Resident 22 does not
understand her diagnoses and how serious they are.
Resident 22 was placed on 15-minute visual checks
after her return ta the facility for a couple days,
maybe longer. The facility put slide locks on resident
22's windows after resident 22's elopement.

10. Review of the provider's 9/5/25 SD DOH FRI
report regarding resident 51 revealed on 9/5/25 at
8:04 p.m., registered nurse {RN) W received a phone
call that an elderly person was walking with a cane
near the rocad. RN W notified the former director of
nursing (DON) C at 8:05 p.m, that resident 51 had
“nossibly” eloped when he was let out of the facility
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by a certified nursing assistant (CNA) to smoke.
Former DON C and licensed social worker {LSW) U
arrived at the facility and initiated the facility’s
elopement protocol immediately after RN W called.
The staff searched all the rooms wilhin the facility
and the surrounding area. The police were notified
that resident 51 was missing and hegan searching
within several miles of the facility.

Minimum Data Set {MDS) coordinator V contacted
resident 51's emergency contact, wha verified that
resident 51 was at a family member’s house and
was safe. The emergency contact informed MDS
coordinator V that the family member would bring
resident 51 back to the facility the following day,
8/6/25. The resident was not dropped off on 9/6/25,
and neither the family member nor the resident
cantacted the facility.

©On 9/7/25, former DON C and LSW U identified that
resident 51 was still absent, and they, along with
LPN O, altempted to call his emergency contact and
family member multiple times. After multiple failed
attempts, former CON C and LSW U advised LFN O
to call the Lower Brule Tribal police to requesta
welfare check on resident 51 at his family member's
residence. Resident 51's family member calied the
facility and informed LPN O that an 9/5/25, resident
51 bad gone outside to smoke and had left. He did
nat tell the family member where he was going, and
they did not have any way of contacting him,

Adult Protection Services {APS) and case workers
were informed on 9/8/25 of resident 51's elopement
and his last known location, and the case warkers
told the facility that if Lhey found resident 51, they
would advise him to sign an against medical advice
(AMA) form if he did not want to return to the
faciiity. Resident 51 never returned ta the facility.

The facility updated resident 51's care plan
(nersonalized plan that addresses a resident's care
needs, goals, and interventions) to reflect be was an
elopement risk and limited all residents' smoking
time ta 15 minutes while they were outside. The staff
would monitor the residents while they were outside
to smoke at designated smaking times set at 9:00
am, 2:00 p.m., and 7:00 p.m. The slaff were
educated regarding the facility changes, the
provider's policy was updated, and the facility was
going to improve the video surveillance on the
sidewalk where the residents smoked. LSW U
updated all the residents’ assessments who were an
elopement risk, and former DON C or the designee
would audit the smoking times three times a week
for six weeks.
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11. Review of resident's elecironic medical record
{EMR) revealed he was admitted to the facility on
8/14/25. His 8/20/25 BIMS assessment score was 9,
which indicated his cognition was moderately
impaired. His diagnoses inciuded nicotine
dependence and alcohol use.

His undated care plan indicatad that an 8/15/25,
resident 51 was evaluated and approved to go
outside unsupervised to smoke and agreed to follow
the facility’s safe smoking policy. He was allowed to
keep cigarettes in his room.

On 9/7425, interventions were added that he had the
potential to elope from the facility and was not to
leave the facility unattended. The staff were o
redirect him when he attempted to go out of the
facility doors and remind him that before he left with
family, he shauld inform the nurse.

His 8/14/25 physician's order indicated that he was
allowed to smoke in the early morning at 7 a.m. and
to manitor him for an elopement risk.

His 9/28/25 completed elopement assessment
indicated that he had an elopement on 9/5/25 and
did not present the resident as an eflopement risk.

12. Observation on 7/14/26 at 2:14 p.m. of the
smaking area revealed resident 30 was outside,
sitting in his wheelchair smaoking on the sidewalk by
the street. No staff were present outside of Lhe
building.

13. Observation on 7/14/26 at 2:24 p.m. resident 30
self-propelled his wheelchair to the facility door at
the end af Hamilton haliway and pressed a doorbell
to be allowed back into the facility.

There was a sign on the facility door indicating the
allowed smoking times for the residents were
9:00-2:15 a.m., 2:00-2:15 p.m., and 7:00-7:15 p.m.
The sign also said, "Please remember, residents
must be observed by a staff member at all times
while they are cutside smoking. Please remember to
ofter the smoke apron as well."

14, Observation an 7/14/26 at 2:25 p.m. revealed
that there were two video surveillance camera
images on a monitor at the nurses' station. Neither
image showed the street where the residents go to
smoke or the faciity door where resident 30 was at.
CNAM let resident 30 back into the facility through
the door. No stalf entered with the resident from
outside.
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15. Interview on 7/14/26 at 2:28 p.m. with CNA M
revealed that the process for residents wha smoke
was that they have a couple of residenls who go out
and smoke when they want to, and the residents just
iet the staff know when they are ready to come back
in by using the doorbell, The door was locked from
the outside. “The staff doces not have to watch them.
There are times the residents are supposed to go
out for a smoke, but they tell the staff when they
want to go, and we let them out.”

16. Review of resident 30's EMR revealed he was
admitted to the facility on 2/19/26. His 5/15/26 BIMS
assessment score was 10, which indicated his
cagnition was moderately impaired. His diagnoses
included cerebral palsy {a neurclogical disorder that
permanently affects a person's ability to move,
maintain balance, and sustain posture) and anxiety
disorder.

His 4/13/26 smoking assessment indicated he was
able to take himself out to the designated smoking
area. He could safely light his own cigarette and
smoke the entirety of the cigarette without causing
injury to himself. He was able to pui out the
cigarette and dispose of the cigarette butt in the
designated trash can. His care plan did not indicate
he smoked, that 2 smoking assessment was
completed, or that he was safe to smoke
independently.

17. Observation on 7/15/26 at 12:41 p.m. of the
designated smoking area revealed resident 30 was
out smoking on the sidewalk with na staff outside
maenitoring him.

18. Interview on 7/16/26 at 1:21 p.m. with DON B
revealed LSW U completed the resident’s elopement
risk assessments upon admission. If a resident
smoked, the resident was offered nicotine patches,
and a physician's order would be requested. i a
resident was identified as an elopement risk and
someone who smoked, they were not able to go
outside since January 2028.

The designated smoking times were 9:00 a.m., 2:00
p.m., and 7:00 p.m., and were to be used by the
residents wha currently reside in the facility. The
residents were allotted 15 minutes to smoke, but the
current residents who smoke did not have to be
monitored since they did not exhibit any concerns.
The staff monitored smoking residents an a
case-by-case basis, There were no cameras
installed that viewed the designated smoking area.
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19. Review of the provider's 3/9/25 smoking
education revealed that the staff was educated that
there were designated smoking times at 9:00 a.m.,
2:0¢ p.m., and 7;00 p.m., effective immediately.
These times were not optional and must be abided
by all staff and residents. The residents would be
limited to 15 minutes for each smoking session and
must be cbserved by a stalf member for the entire
15 minutes. Observation by the stalf was required.
Before a resident was allowed to go out to smoke,
they were to be screened/assessed by former DON
C or MDS coordinator V.

The residents must be offered the smoke apron
when they go out to smoke, and they were to smoke
off the facility property, near the sidewalk by the
road. When a resident was let out to smoke, the
staff were to communicate who was going to
menitor that resident.

The education included the facility’s smoking
procedure and policy. indicated that 51 put of 60
nurses, CNAs, and certified medication assistants
(CMAs) completed the education in person or by
phone,

20. Review of the provider's reviewed 1/16/25 Safe
Smaking Assessment revealed “Purpose to provide
an assessment o assess resident safety with
smoking or tobacco use, To have a protocol for
assessment and re-assessment. Each resident upon
admission wilt be asked if they wish to smoke
{including electronic cigarettes) or use tobacco
products while a resident in long-term care. If the
resident chooses to smoke, the following will occur:
an assessment for safety while using tobacco
nroducts will be completed by occupational therapy
or designated staff upon admission. Following the
assessment the interdisciplinary team (IDT) will
collaborate on the findings of the assessment and
determine the recommendations for safety use of
tobacco use. Resident and/or representative will be
notified of final recommendations. Staff will be
notified of the recommendations. A re-assessment
will be completed on a quarterly and as needed
basis {change of condition, non-compliance, safety
issues identified) for continued assessment of safety
with smoking or use of tobacco products. Ongoing
manitoring by staff will occur as to the resident's
ahility to safely [safe] handle tobacco products and
paraphernalia.”

21. Review of the provider's 2/5/26 SD DOH FRI
report regarding resident 52 revealed that on 2/5/26
at 2:12 p.m., executive director D found resident 52
outside, 75 feet from the main entrance of the
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55=E facility. The outside temperature was 60 degrees and

sunny with no wind. Resident 52 was wearing a
lang-sleeved shir, pants, socks, and shoes. He did
not have any injuries. He was not previously
identified as an elopement risk and was not
assigned a WanderGuard (a wearable door alarming
device).

Resident 52 was brought inside the facility where RN
X took his vital signs (measurements of the body’s
basic functions, such as temperature, blood
pressure, pulse, and respiration rate), which were all
within normal range, and put a WanderGuard on
him. His care plan {a personalized plan that
addresses a resident's care needs, goals, and
interventions) was updated to indicate he was at risk
for elopement and should be redirected by the staff
if they found him wandering the facility. The

facility's investigation indicated that at the time of
resident 52's elopement, the main entrance door
was unlocked and not alarmed.

Following resident 52's elopement, the main
entrance door was to be locked at all times and
would alarm when opened. Visitors could call the
nurse's station if they needed to enter the building.
The staff were reeducated about the facility's
elopement procedures and LSW W and DON B held
elopement dril's on each scheduled shift for five
days and then monthly and conducted audits for
eight weeks verifying that the facility's main
enfrance doors remained locked.

22. Observation on 7/15/26 at 8:00 a.m. revealed a
sign on the main entrance door indicating the door
was locked and that visitors should call the nurse’s
station to be let into the building.

23, Areview of resident 52's electronic medical
record (EMR) revealed he was admitted to the facility
on 12/15/25. He had a diagnosis of a neurocognitive
disorder with Lewy bodies dementia {a progressive
type of dementia affecting memory, thinking, and
sacial abilities, characterized by severe fluctuations
in alertness and visual hallucinations. His Brief
Interview far Mental Status (BIMS) assessment score
was 3, which indicated his cognition was severely
impaired. His 2/5/26 care plan indicated he

displayed confusion, forgetfulness, and restlessness.
The staff should redirect him when he displayed
wandering behaviors and remove him from other
residents’ rooms and unsafe situations. He required
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35=E the staff’s assistance with a gait belt {a waist strap

gripped as support for safe mobility and transfers)
when ambulating (walking) and supervision when he
independently used his wheelchair or walker. His
locomotion approach in the care plan read, "Needs
supervision around facility due to [being a] high fail
risk and elopement risk.”

24, Intarview on 7/16/26 at 9:30 a,m. with
administrator A confirred that when resident 52
eloped on 2/5£26, he was not wearing a
WanderGuard and was not considered an elopement
risk. "He hadn't displayed exit-seeking behavior,

and he wasn't walking up and down the hall,” she
said. She expected that for any residents displaying
exit-seeking behaviors, the resident would have
been assessed far eloping and have a wanderGuard
in place. The staff whao observed exit-seeking ar
wandering behavior should walk wilh the residants

to ensure they are sate, and redirect or distract them
by offering an activily, a snack, or a one-to-one

visit.

25, Interview on 7/16/26 at 9:38 a.m. with DON B
revedled that three of the 42 residents wore
'WanderGuards. If the residenis were observed
wandering or trying 1o leave the building, she
expected the staff tg redirect them to a purposeful
activity. She said resident 52 had worked in the
consiruction industry, “so an activity surrounding
that which he would enjoy, or something else to
capture his interest.”

26. Interview on 7/16/26 at 9:48 a.m. with cenrified
nursing assistant (CNA) | revealed that she expected
the staff to follow residents who were seen
wandering the facility, to talk to therm and to

“redirect them back o coffee or iry to engage them
in an activity, something they would enjoy.”

27. Review of the provider's elopement drill
documentation revealed that following resident 52's
elopement, 10 drills were conducted in February,
followed by five maonthly drills held from March
through July. For each drifl, the staff responded by
following elopement drill policies and procedures.
DON B documented that the front door was checked
40 times from 2/9/26 Lhrough 4/3/26, and each time
it was jound to be locked and alarmed.

28. Review of the provider's All Staff Meeting notes
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35=E from 2/17/26 and 2/18/26 indicated that 18 of the B1
staff members attended the meeting, which included
a review of the provider's elopement policy and
procedures, and that “anybody not in amendance
was mailed a copy of the elopement policy” on
2120126,
28. Review of the provider's 7/15/25 Security Alert:
Missing Person-Elopement policy revealed that after
& resident eloped from the facility, the resident's
care plan would be updated to reflect the elopement
and to include “an appropriate plan of treatment”
and an elopement prevention plan. The policy
indicated the facility’s care planning team was
responsible for preventing elopements and ensuring
the safety of all residents.
30. Review of the provider's 7/15/25 Security Alert
Missing Person-Elopement policy revealed: To
protect [a] resident from patential harm by
identifying a process to follow when a resident is
cbserved eloping from facility. To protect fa] resident
from potential harm by identifying a process to
follow when a resident has eloped from the facility.
When it is determined a resident’s whereabouts are
unknown the procedure for elopements will be
activated immediately. Any staff member observing
an identified wandering resident attempting to leave
the facility shall attempt to prevent such a departure.
Should the attempt fail, the staff member shall
obtain the assistance of other staff members in the
immediate vicinity. If nane are available, the staff
member shall immediately notify administration or
the nursing staff that the resident has left the
premises and then return quickly to the resident and
continue attempting redirect the resident safely back
into the building. Staff members are not to ieave the
resident for any reason if the resident's safety is in
immediate danger. A second staff member will assist
member is unsuccessful or may call the local law insulin, the charge nurse received education from the DNS
. on 7/16{25 regarding porper insulin administration technigue
enforcement as the situation warrants. and the requirement to notify the doctor if a complete dose
s ofaored médication dus 1o oorect Ioaing on the.
z i i I u incorrect labeling on (e
Sg?f?z Free of Medication Error Ris S Prent or More FO759 medication card, education will be provided by The DNS 1o 818028
all CMA's and nurses of the medication administration
CFR(s}: 483.45(7)(1) policy and the requirements to notify the sharmacyif
medication labeling does not match the doctor's order. For
§483.45(f) Medication Errors. resident 24 & 37 education wilt be provided by the DNS to
all ?_lurse'sl‘._ andRCMéﬁh's tog ;he the slejlf accllmcitnigkat:gn n{led- ¢
i f Icatian policy. 1gen
The facility must ensure that its- adminiSQratocy; ne?:?.llizeer aﬁerfs?gtwuep f?on'? n:r;%%m:rog %
817128 Resident 24 is not safe to self administer gral
medications. Education was provided by the DNS to all CMA
£483.45()(1) Medication error rates are not 5 percent nurses to not leave oral medications at the bedside.2.ail
or greater; residents with orders for self administration of medications
were reviewed to verily an order was active and a self admin
istration assessmant was completed.
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policy review, the provider failed to ensure a

of 14.29%4.

Findings include:

antipsychotic medication} {a drug that alters

medication.

resident 37.

her cognition was inlact.

self-administerad.

This REQUIREMENT is NOT MET as evidenced by:
Based on observation, interview, record review, and

medication error rate of less than 5 percent related
10 resident {36) no receiving her full dose of insulin,
resident {38) not recelving her calcium/vitamin
Dfvitemin K due to incorrect laheling, residents (24
and 37) self-administering a medication with no
assessment or orders from the physician. Those
cbserved errors resulied in a medication error rate

1. Observation on 7/15/25 at 11:30 a.m. cenified
medication assistant (CMA} N left Seroquel (an

neurotransmitter activity in the brain to reduce
symptams of mental health conditions}, 50 mg, 1 tab
in & medicine cup on resident 24's bedside table to
the left of her bed and did not waich her lake the

2. Observation on 7/15/26 at 11:33 a.m. CMA N put
Ipratropium-Albuterol 0.5 milligrams (mg)-3mg/3
milliliter (mL} 1 vial liquid nebulizer medication into
the nebulizer machine for resident 37 and then lefi
the room after the machine was turned on by

3. Review of resident 24's electronic medical record
{EMR) indicated she admitted to the facility on
7114120, Her 713726 Brief Interview for Mental Slatus
{BIMS) assessment score was 14, which indicated

Her medication administration record (MAR) indicated
she had a physician's order dated 6/25/24 for
Seroquet 50 mg, 1 tab by mouth once a day at 12:00
p.m. There were no special instructions noted on

this order to indicate that this medication was to be

Her diagnoses include anxiety (anticipation of future
danger or misfortune with feelings of distress

andfor sadness and symptoms such as restlessness
ar irritability), post-traumnatic stress disorder {PTSD)
{is a mental health condition that can develop after a
person experiences or witnesses a traumatic event),
epilepsy (s a chronic brain disorder characterized hy
two or more unprovoked seizures that are sudden
bursts of abnormal electrical activity in the brain that
can cause temporary changes in behavior, muscle
contral, awareness, or sensations), weakness, and

FO7589

3. The DNS will provide educatlon to all nurses and CMA's on BHE8/26 regarding
medication =dministralion procedures, insulin administration, self administration
of medication policy, and the requiremenls of a doctor's order and assessment
prigr ta any self administration. Resident's that self administer any medications
are gssessed quarerly and prn ko ensure safe to cortinue. DNS ar designee will
do medication adminisiration competencies and insulin administration
competencies an all tma's and nurses on 818126, i

4, The DNS or designes will complete medication administration audits, inclading
insulin admiristration, on 3 rasidents weekly far far weeks and monthly for 3
months o until complainge is met, Audits verifying that no oral medeaitons are
I5ft at the bedside will be complelad weskly x 4 weeka. The MOS coordinator ar
designee will audit all résidents approved for salf admintstration manthly for 3
months to ensure current doctor orders are present and assessments are curant.
any nagative findings will be brought to the QAP commities 10f review,
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Continued from page 13
chronic pain.

She had a physician's order dated 10/13/25 that
indicated that resident 24 may seif-administer
Triameinclone Acetonide Cream (TAC) (2 topical
corticosteroid used to treat skin inflammation and
itching), Lidocaine cream, TUCKS pads
(pre-moistened medicated cooling pads relieves
irritation, itching, burning and sweiling}, Estradiol
cream (a prescription topical estrogen used {o treat
vaginal and genitourinary symptoms caused by low
estrogen levels), Nystatin powder (a topical
antifungal medication used to treat skin and mucous
membrane infections caused by yeast), and Flonase
(a corticosteroid that reduces inflammation in the
nasal passages).

Her 4/23/26 self -administration of medication
assessment indicated the list of medications the
resident would like to self-administer included TAC
cream, Lidocaine cream, TUCKS pads, Estradiol
cream, Nystatin powder, and Flonase. In this
assessment, resident 24 voiced that she did not
want to administer pill forms as she might spitl,
drop, or mess up. She had some difficulties with the
use of her lefl arm dft ROM limitations and a weak
hand grip.

4. Review of resident 37's EMR indicated he
admitled to the facility on 5/10/2012, His 6/12/26
BIMS assessment score was 15, which indicated his
cognition was intact.

His MAR indicated a physician's order dated
5/11/2026 for Ipratropium-Albuterol solution for
nehulization 0.5 mg-3 mgf 3 m!, 1 unit dose inhaled
5 times per day. There were no special instructions
on this order to indicate that this medication was to
he self-administered.

His diagnoses included chronic obstructive
pulmanary disease (COPD) (& group of lung diseases
that hlock airflow and make it difficult to breathe},
hemiplegia affecting right dominant side (paralysis
affecting one side of the body), presbyopia {loss of
near vision), @mphysema {a chronic lung condition
and a form of COPD caused by gradual damage to
the alveoli, the tiny air sacs responsible for gas
exchange), dysphagia {difficulty swallowing, which
may involve trouble getting food or liguids from your
mouth to stomach), and aphasia {a language disarder
that affects the ability to speak, understand, read, or
write).

He had a physician's order dated 9/29/2015 that
indicated resident 37 may self-administer Refresh

FO759
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36=E Optive eye drops. He had a physician's order dated

10/7/2015 that indicated her may self-administer
ProAir Hydroftuoroalkane {HFA} inhaler {a
presswized canister that contains medication mixed
with liquid HFA, a propellant used in modern
metered-dose inhalers).

5. Observation on 7/15/26 at 12:03 p.m. of
registered nurse (RN) . administering Novolog
FlexPen (insulin aspart, a rapid-acting insufin in a
prefilled pen. A needle attaches to the pen for
medication administration) to resident 36. The
ordered dose was 5 unils (u). RN J injected the
insulin into the resident’s abdomen by pressing lhe
medication dial at the end of the FlexPen. One
second was counted from the start of he
administration {when the pen is placed against the
resident's stomach and the metered dose dial is
pressed down) to the time the insulin pen was
removed. She removed the pen from the resident’s
abdomen prior to the medication being fully
dispensed into the resident’s abdomen, as
evidenced by when she pulled the insulin pen away
from the resident; the insulin then expelled out of
the needle onto the resident's skin.

6. Review of resident 36's electronic medical record
{EMR) indicated she admitted to the facility an
9/3/25. Her 5/29/26 BIMS assessment score was 10,
which indicated her cognition was moderately
impaired.

Her MAR indicated a 4/15/24 physician's order for
Novolag FlexPen U-100 Insulin {insulin aspart U-100)
100uniy3mL, give 5 units subcutaneously with meals
at 8:30 a.m., 12:00 p.m., and 5:30 p.m.

Her diagnoses included type 2 diabetes mellitus with
diabetic polyneuropathy (high bloed sugar that
causes damage to muliiple peripheral nerves, usually
leading to pain, numbness, or tingling in the hands
and feet), chronic kidney disease stage 3 (moderate
kidney damage indicating reduced kidney function),
hypo-osmolality {low concentration of particles in

the bload, usually from having too much water
compared to electrolytes), and hyponatremia {sodium
levels are low in the blood), chronic sysiolic
(congestive) hean failure {a long-term candition
where the heart's left ventricle weakens and can't
pump blood effectively, leading to fluid buildup in

the body), rheumatic mitral stenosis (a narrowing of
the mitral valve caused by rheumaiic fever, which
restricts blood flow from the left atrium to the left
ventricle and can lead to breathing difficulty and
fatigue), nonrheumatic mitral insufficiency (also
called mitral regurgitation, is when the mitral valve
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35=E doesn't close properly allowing blood to leak

backward from the left ventricle into the {eft atrium),
and pulmonary hypertension (high blood pressure in
the arteries that carry blood from the right side of
the heart into the lungs, usually caused by narrowed
or blocked lung vessels),

7. Interview on 7/15/26 at 3:16 p.m. with CMAN
revealed that she did not usually leave medications
with residents, but if she did, then they should have
a self-administer order. She did not know how to tell
if a resident had a self-administer order on the MAR
of if there was another place to look. If she did not
know what to do, she looked at the previous
waorker's documentation to see what she should do.

8. Interview on 7/15/26 at 4:28 p.m. with RN J
revealed her process for insulin administration was
that she would wait three seconds befare removing
the insulin pen from the resident to ensure the
resident receives the full dose. She agreed that if the
insulin was expelled onto the resident’s skin when
removing the needle from the injection site, the
resident did not get her full ordered dose. RN J
stated that if the resident did not get her full dose,
she would tell the director of nursing (DON), manitor
the patient, and notify the provider.

9. Observation on 7/16/26 at 7:42 a.m. of CMAH
during medication pass for resident 38 revealed two
medication blister packs {a card with medications
sealed in individual plastic bubhles) for the morning
dose for LDR Vit C600+D3/MINS CHEW 60 EACH.
Generic for LDR VIT C600+D3/MINS CHEW
CENTURY, each containing one-half lab. CMAH
prepared to give the morning dose by removing
each half tab from the medication blister packs into
& separate paper cup.

10. Interview and EMR review on 7/16/26 at 7.50
a.m. with CMA H revealed a physician's order for
Calcium 500 milligram {mg)-Vitamin D3 1000 u —
Yitamin K 40 micrograms {mcg) chewable tablet 1 tab
twice a day. CMA H acknowledged that the
medication blister pack label and the physicians'’
orders in the EMR did not match, CMA H stated that
she did not know the process for reporling that type
of error, but *l can tell the nurse or the DON, When
we complete the medication card changeaver to the
new packs, the staff are supposed to double-check
they match the MAR and previous cards.”

11. Interview on 7f16/26 at 7:56 a.m. with DON B
revealed that she expected the medication cards
would match the physicians’ order on the MAR.
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12. Review of resident 38's EMR indicated she
admitted to the facility on 10/22/25. Her 4/17/26
BIMS assessment score was 12, which indicated her
cognition was moderately impaired.

Her diagnoses included weakness, age-related
osteoporosis {a condition where bones become thin,
weak, and more likely to break easily} without
current patholagical fracture, and chronic kidney
disease stage 3 moderate kidney damage (indicating
reduced kidney function).

13, Interview on 7/16/26 at 1:21 p.m. with the DON B
revealed she expected the residents to have a
seff-administration assessment completed by the
minimum data set (MDS) coordinator V and an order
from the residents’ primary care provider before
leaving the medications with the residenls to
self-administer. The orders for self-administration

for the CMA's and nurses to see would be listed
under the speciat instructions under each
medication. DON B confirmed that residents 24 and
37 did not have self-medication administration
orders for the observed Seroguel and
Ipratropium-Albuterol nebulizer medications. She
expected that the staff would stay with the residents
until the medication was taken completely. She
stated that a resident not receiving their full ordered
dose of insulin, the resident’s physician not being
notified, and the lack of increased monitoring for
resident 36 after the medication error were
considered a significant medication error.

14. Imterview on 7/16/26 at 3:15 p.m. with DON B
revealed that the labe! on the medication blister pack
was incorrect for resident 38's calcium/fvitamin
D#vitamin K order, She expected the medication to
have the correct lahel on it.

15. Observation on 7/16/26 at 3:25 p.m. the
medication blister packs for resident 38's
calciumivitamin DAvitamin K order were still in the
medication cart.

16. Review of the provider's reviewed 3/2/26
Medication Errors policy revealed “the location will
have medication error rates of five percent or less
and those residents are free of significant
medication errors. When a medication error occurs,
it will be reporled promptly to the attending
physician, resident, and or respensible party and
documented in the SAFE Event Reporling
application. Definitions from the State Operations
Manual Significant Medication Errar one which
causes the resident discomfort or jeopardizes his or
her health and safety. Wrong Dose/Amount when
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the resident receives an amount of medication that
is greater than or less than amount ordered by the
prescriber.”

17. Review of the provider’s reviewed 10/31/25
Resident Seli-Administration of Medication policy
revealed "Purpose: to determine if the resident can
safely self-administer medications. To identify which
medications may be safely self-administered.
Procedure: 1. Complete the resident
self-administration of medications UDA to determine
if the resident can safely administer medications and
to create a plan to assist the resident to be
successiul in this process. The interdisciplinary team
must determine whether each resident who
expresses a desire to self-administer medications
can do so safely. 2. The interdisciplinary team will
determine if the resident has any specific
educational needs or if he or she reguires any
accommodation fo self-administer medications(s). 3.
The interdisciplinary team will also determine where
medications will be stored. 4. The interdiscipfinary
team will determine the |location where the
medication will be self-administered. Medication
cannot be left within reach of another resident and
must be under the control of the resident who is
self-administering. 5. The interdisciplinary team wilt
determine who will document the medication
administration,”

18. Review of the provider's reviewed 3/30/26
Medication: Administration Including Scheduling and
Medication Aides revealed “The resident has the
right to self-administer medications if the
interdisciplinary team determines that this practice is
safe for the individual resident and is documented in
the care plan, An order from the provider is required
for this activity. Procedure: Follow the “Six Rights™
right medication, right dose, right resident, right
route, and right documentation. Perform three
checks: read the label on the medication container
and compare with the MAR when removing the
container from the supply drawer, when placing the
medication in an administration cup/syringe and just
before administering the medication.”

Resident Self-Admin Meds-Clinically Approp

CFR(s): 483.10(c)(7)

§483.10{c}(7) The right to self-administer medications
if the interdisciplinary team, as defined by
§483.21(b)(2)(ii}, has determined that this practice is
clinically appropriate.

This REQUIREMENT is NOT MET as evidenced by:

FO758
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Based on cbservation, interview, record review, and
policy review, the provider failed to ensure that
evaluations for self-administration of medication
were completed for two of two residenls (24 and 37)
whose medications were [eft at the bedside by CMA
N.

Findings inciude:

1. Observation on 7/15/26 at 11:30 a.m. cerified
medication assistant (CMA} N lefl Seroquel (an
antipsychatic medication} {a drug that alters
neurotransmitter activity in the brain to reduce
symptoms of mental health conditions}, 50 mg, 1 tab
in 2 medicine cup on resident 24's bedside table to
the lefi of her bed and did not watch her take the
medication.

2. Observation on 7/15/26 at 11:33 a.m. CMA N put
Ipratropium-Albuterol 0.5 milligrams {mg)-3mg/3
millliter {mL) 1 vial liguid nebulizer medication into
the nebulizer machine for resident 37 and then lefl
the room after the machine was turned on by
resident 37.

3. Review of resident 24's electronic medical record
{(EMR) indicated she admitted to the facility on
7114/20.bHer 7i3/28 Brief interview for Mental
Status (BIMS) assessment score was 14, which
indicated her cognition was intact.

Her medication administration record (MAR) indicated
she had a physician's order dated 6/25/24 for
Seroquel 50 mg, 1 tab by mouth once a day at 12:00
p.rm. There were no special instructions noted on

this order to indicate that this medication was to be
self-administered.

Her diagnoses include anxiety (anticipation of future
danger or misfortune with feelings of distress

and/or sadness and symptoms such as restlessness
or irritability), post-traumatic stress disorder {PTSD}
{(is & mental health condition that can develop after a
persan experiences or wilnesses a traumatic event),
epilepsy (s a chronic brain disorder characterized hy
iwo or more unprovoked seizures that are sudden
bursts of abnormal electrical activity in the brain that
can cause temporary changes in behavior, muscle
contral, awareness, or sensations), weakness, and
chironic pain.

She had a physician's order dated 10/13/25 that
indicated that resident 24 may seli-administer
Triamcinclone Acetonide Creamn {TAC) (a topical
corticosteroid used to treat skin inflammation and

F0O554

1. Education was provided by the DNS to CMA N on 7/29/26
to not leave any medication at the bedside of any resident.
Education was provided by the DNS to all CMA's and Nurses
on §/3/26 to not leave any medications at the bedside of
any residents. 2. MDS coordinator reviewed all residents
that are approved to self administer medications to verify an
active order was present and assessment to self administer
was up to date. 3. Education on gelf administration of med-
ication policy will be provided by the DNS on 8/18/26.

4.MDS coordinator will audit residents with self administration
of medications orders manthly for 3 months, audit will include
assessment is up to date, Doctor order is active,and medi-
cations approved for self administration are identified. any
negative findings will be reviewed by the Qapi committee.

8/18/26
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355=D itching}, Lidocaine cream, TUCKS pads

{pre-maistened medicaled cooling pads relieves
irritation, itching, buring and swelling), Estradiol
cream {a prescription topical estrogen used fo treat
vaginal and genitourinary symptoms caused by low
estrogen levels}, Nystatin powder (a topical
antifungal medication used to treat skin and mucous
membrane infections caused by yeast), and Flonase
(a coricosteroid that reduces inflammation in the
nasal passages).

Her 4/23/26 self -administration of medication
assessment indicated the list of medications the
resident would like to self-administer included TAC
cream, Lidocaine cream, TUCKS pads, Estradiol
cream, Nystatin powder, and Flonase. In this
assessiment, resident 24 voiced that she did not
want to administer pill forms as she might spill,
drop, or mess up. She had some difficulties with the
use of her left arm dft ROM limitations and a weak
hand grip.

4. Review of resident 37's EMR indicated he
admitted to the facility on 5/10/2012. His 6/12/26
BIMS assessment score was 15, which indicated his
cognition was intact.

His MAR indicated a physician's order dated
5/11/2026 for Ipratropium-Albuterol solution far
nebulization 0.5 mg-3 mg/ 3 ml, 1 unit dose inhaled
5times per day. There were no special instructions
on this order to indicate that this medication was to
be self-administered.

His diagnoses included chronic obstructive
pulmonary disease {COFPD) (a group of lung diseases
that block airflow and make it difficult to breathe),
hemiplegia affecting right dominant side {paralysis
affecting cne side of the body), presbyaopia (loss of
near vision), emphysema (a chronic lung condition
and a form of COPD caused by gradual damage to
the alveoli, the tiny air sacs responsible for gas
exchange), dysphagia {difficulty swallowing, which
may involve trouble getting food or liquids from your
mouth to stomach), and aphasia {a language disorder
that affects the ability to speak, understand, read, or
write).

He had a physician’s order dated 9/29/2015 that
indicated resident 37 may self-administer Refresh
Optive eye drops. He had a physician's order dated
10/7/2015 that indicated her may self-administer
ProAir Hydroflucroalkane (HFA) inhaler {a
pressurized canister that contains medication mixed
with liquid HFA, a propellant used in modern
metered-dose inhalers).
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5. Interview on 7/15/26 at 3:16 p.m. with CMA N
revealed that she did not usually leave medications
with residents, but if she did, then they should have
a self-administer order, She did not know how to tell
if a resident had a self-administer order on the MAR
or i there was another place to look. If she did not
know what to do, she looked at the previous
worker's documentation to see what she shouid do.

6. Interview on 7/16/26 at 1:21 p.m. with the DON B
revealed she expected the residents to have a
self-administration assessment completed by the
minimum data set (MD$) coordinator v and an order
from the residents’ primary care provider before
leaving the medications with the residents to
self-administer. The orders for self-administration
for the CMA's and nurses to see would be listed
under the special instructions under each
medication. DON B confirmed that residents 24 and
37 did not have self-medication administration
orders for the ohserved Seroquel and
Ipratropium-Albuterol nebulizer medications. She
expected that the slaff would stay with the residents
until the medication was taken completely.

7. Review of the provider's reviewed 10/31/25
Resident Self-Administration of Medication policy
revealed “Purpose o determine If the resident can
safely self-administer medications. To identify which
medications may be safely self-administered.
Procedure: 1. Complete the resident
self-administration of medications UDA to determine
if the resident can safely administer medications and
10 create a plan to assist the resident to be
successiul in this process. The interisciplinary team
must determine whether each resident who
expresses a desire to self-agdminister medications
can du so safely. 2. The interdisciplinary team will
determine if the resident has any specific
educational needs or if he or she reguires any
accommodation to self-administer medications(s). 3.
The interdisciplinary team will also determine where
medications will be stored. 4. The interdisciplinary
team will determine the location where the
medication will be self-administered. Medication
cannot be left within reach of another resident and
must be under the control of the resident who is
self-administering. 5. The interdisciplinary team will
determine who will document the medication
administration.”

8. Review of the provider's reviewed 3/30/26
Medication: Administration Including Scheduling and
Medication Aides revealed “The resident has the
right to self-administer medications if the

FO554
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interdisciplinary team determines that this practice is
safe for the individual resident and is documented in
the care plan. An order from the provider is required
for this activity. Procedure: Follow the “Six Rights™:
right medication, right dose, right resident, right
route, and right documentation, Perform three
checks: read the label on the medication conlainer
and compare with the MAR when removing the
container from the supply drawer, when placing the
medication in an administration cup/syringe, and
just before administering the medication. Do not
leave medication at Lhe bedside or at the lable
unless there is a specific physician order to do so,
and the resident has heen evaluated for
self-administration.”

SafefClean/ComfortahlefHomelike Environment
CFR(s): 483.10(}{1)}7)
§483.10(i) Safe Environment.

The resident has a right to a safe, clean, comfortable
and homelike environment, including but not limited
to receiving treatment and supponis for daily living
safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and homelike
environment, allowing the resident to use his or her
personal belongings to the extent possible.

{i} This includes ensuring that the resident can
receie care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk.

{ii) The facility shall exercise reasonable care for the
protection of the resident's property from loss or
theft.

§4B3.10(1)(2) Housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and
comforlable interiar;

§483.10(1)(3} Clean bed and bath linens that are in
good condition;

§4B3.10(i)(4} Private closet space in each resident
room, as specified in §483.90 (e)(2)(iv};

F0554

F0584

For resident 28, flooring the bathroom
was repaired on 7/21/26. 2. Audits of
all resident's rooms flooring was done
on 8/4/26 by the DNS and EVS. 1 other
room was found to be in of repairs to the|
flooring and has been scheduled for re-
pairs. 3. Education was provided to all
staff on 8/3/26 to report to their super-
visor or administrator any uncleanable
surfaces or damage to flooring. Monthly
checks of the flooring was added to the
maintanence preventive checklist.

4 EVS supervisor will audit resident
room flooring monthly for 3 months to
ensure no other flooring is damaged.
any negative finding will be reviewed by
the gapi committee.

8/18/26
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§483.10(i}(5) Adequate and comfortable lighting levels
in all areas;

§483.10(i}{6) Comforlable and safe temperature levels.
Facilities initially certified after October 1, 1990 must
maintain a temperature range of 71 to 81°F; and

§483.10(i)(7} For the maintenance of comforiable
sound levels.

This REQUIREMENT is NOT MET as evidenced by:

Based on ahservation, interview, and policy review,
the provider failed to maintain resident bathrooms in
a clean and well-kept manner, free from damage to
flooring, for one of one sampled resident {2B).

Findings include:

1. Observation on 7/14/26 at 8:46 a.m. in resident
28's bathroom revealed a gouge in the flooring near
the wall, measuring approximately 12 inches long by
ong inch wide. The flooring curled up around the
edges of the gouge causing an uneven surface.

2. Interview on 7/16/26 at 9:27 a.m. with interim
administrator A revealed that she expected the staff
to notify lhe director of nursing or maintenance staff
of any damaged flooring in resident rooms, She
considered tarn bathroom flooring to be a fall hazard
for both the residents and the stalf, which made it a
priority to repair.

3. Interview on 7/16/26 at 9:37 a.m. with director of
nursing {(ODON} B revealed that she considered the
torn flooring to be a fall hazard and an uncieanable
surface (an area heavlly damaged or corroded that
fraps bacteria in iis crevices and cannot be
adequately sanitized). She said repair of items that
pose a safety hazard should be fixed right away.

4. interview on 7/16/26 at 9:07 a.m. with plant
aperations supervisor {POS) F revealed that he did
not know the flooring was torn in resident 28's
bathroom. He agreed the torn flocring was an
uncleanable surface and a fall hazard. He expected
the housekeeping staff to natify him as they
encountered such situations during daily bathroom
cleaning. Any slaff member could request

FO584
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maintenance repairs by submitting a Microsoft
Teams “ticket,” paging or calling him, or leaving him
a handwritien note.

PQOS F said the maintenance staff address repair
requests as time allows, and resident room repairs
are typically completed after a resident moves out of
the room, before a new resident maoves in. Urgent
room repairs couid be completed when residents
were at an activity or a medical appointrment, or the
resident could temporarily relocate to a different
roam to avoid disruption of their routine.

S, Interview an 7/16/26 at 9:47 a.m. with certified
nursing assistant (CNA} | revealed that she did not
know the flooring was torn in resident 28's

bathroom. She agreed it was a fall hazard that
should have been reported to the maintenance team.
“We could catch a lift [a mechanical device used to
assgist residents during transfers to the toiletor a
wheelchair] on it, or the resident could catch their
foat on it and fall.”

6. Review of resident 28's electronic medical record
(EMR) revealed she admiited to the facility on
B/30/23. She had a diagnosis of unspecified
dementia {a group of symptoms affecting memaory,
thinking, and social abilities) and a 5/1/26 Brief
Interview for Mental Status {BIMS) assessment score
of three, indicating she had severe cognitive
impairment.

Resident 28's 5/8/26 care plan indicated she relied
on assistance from two staff members to transfer to
and from the toilet, bed, recliner, wheelchair, and
bath chair. She used her feet to independently
propel herself in her wheelchair but required staft
assistance to travel longer distances. Her care plan
revealed she had a history of falling and that the
staff should keep her environment free of clutter.

7. Review of the provider's current Assets Resource
Packet revealed that assets (capital and physical
praperties used for facility operations and resident
care, categorized as land improvements, buildings,
and fixed or movable equipment) should be repaired
or replaced if their condition did not meet code or
safety standards.

FOsB4
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CFR(s): 483.20(k)(1)-(3)

§483.20{(k) Preadmission Screening for individuals
with & mental disorder and individuals with
intellectual disability.

§483.20{k}(1) A nursing facility must not admit, on or
after January 1, 1989, any new residenls with:

{i) Mental disorder as defined in paragraph (k){3)(i) of
this section, unless the State mental health authority
has determined, based on an independent physical
and mental evaluation performed by a person or
entity other than the State mental health authority,
prior to admissian,

{A) That, because of the physical and mental
candition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of services,
whether the individual requires specialized services;
or

{ii) Intellectual disability, as defined in paragraph
{k)(3)(ii) of this section, unless the State intellectua!
disability or developmental disability authority has
determined prior to admission-

{(4) That, because of the physical and mental
condition of the individual, the individual requires
the leve| of services provided by a nursing facility;
and

(B) If the individual requires such level of services,
whether the individual requires specialized services
far intellectual disability.

§483.20(k)(2} Exceptions. For purposes of this
section-

{)The preadmission screening program under
paragraph{k){1) of this section need not pravide for
determinations in the case of the readmissionto a
nursing facility of an individual who, after being
admitted to the nursing facility, was transferred for
care in a hospital.

(i) The State may choase not ta apply the
preadmission screening program under paragraph
{k)(1) of this secticn to Lhe admission {o a nursing
facility of an individual-

submitted for review by LSW on 7/16/26.2. A
review of all resident’'s PASRR's were done by
the LSW and 2 other residents were identified
to need a PASRR review completed and was
submitted. 3. LSW has set up a process to
ensure that PASRR's are reviewed submitted
pricr to expiration dates by setting up a process
of having a reminder on a calendar to monitor
PASRR expiration dates and review
requirements. PASRR reviews will be completed
quarterly with the MDS by the LSW or designee.
4. MDS coordinator or designee will do monthly
audits of all new admissions for 3 months. any
negative findings will be brought to the qapi
committee for further review.
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(A) Wha is admitted to the facility directly from a
hespital after receiving acute inpatient care at the
hospital,

{B) Who reguires nursing facility services for the
condition for which the individual received care in
the hospital, and

{C) Whose attending physician has certified, before
admission to the facility that the individual is likely
to require less than 30 days of nursing facility
Services.

§483.20(k)(3) Definition. For purposes of this section-

{iy An individual is considered to have a mental
disorder if the individual has a serious mental
disorder defined in 483.102(b)(1).

{ii} An individual is considered to have an intellectual
disahility if the individual has an intellectual
disahility as defined in §483.102(b}(3} or is a person
with a related condition as described in 435.1010 of
this chapter.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review, interview, and policy
review, the provider failed to ensure bwo of two
sampled residents (2 and 22) had a Preadmission
Screening and Resident Review (FASRR) I
completed.

Findings Include:

1. Review of resident 22's electronic medical record
{EMR)} revealed she was admitted to the facility on
9/24/21. Her diagnoses included bipclar disorder,
post-traumatic stress disorder (PTSE) and
depression. Her 5/1/26 Brief Interview for Mental
Status (BIMS) assessment score was 14 which
indicated she was cognitively intact. She had a
Department of Sacial Services (DSS) letter dated
1f18/22 which indicated she “had been approved for
365 days for admission or continued stay to a
nursing facility eflective as of the date of this letter,
At that time, you may be appropriate for discharge
1o a lower level of care.” As a result of the review,
the following recommendations are made: Initiate
mental heaith services-this may include psychiatric
medicatian management and supportive therapy.

A PASRR resident review was completed far resident
22 by licensed social worker (LSW) U on 7/10/24 for
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the facility on the screening form it was noted the
end date of current PASRR was 1/18/23. The
screening indicated resident 22 had serious mental
iliness of bipalar disorder, PTSD, and depression.
She was referred to Maximus (a clinical service that
evaluates individuals applying for or residing in
Medicaid-certified nursing facilities) on 7/10/24 at
10:36 a.m. for resident review. Maximus nofice dated
7241224 to LSW U indicated resident 22 PASRR
Level | Review determination had expired. The lelter
stated the Level 1 screen expired because your
health care professional did not complete the Level
I screening form and/ar submit requested
documentation within the reguired timeframe,

2. Interview on 7/15/26 at 2:00 p.m. with LSW U
revealed she completed the PASRR paperwork far
the facility. She had received the PASRR expiratian
letter for resident 22 and had submitted a FASRR
Level | review on 7/10/24. Resident 22 was referred
to Maximus an 7/10/24 for a Level i review and she
never received papers back from Maximus. Typically,
Maximus sends the determination Level li letter to
the facility {or 10 her) after the required information

is sent to Maximus.

3. Fallow-up interview on 7/16/26 at 7:48 a.m. with
LSW U revealed she had heard back from Maximus
and they want her to resubmit the Level | paperwork
far resident 22 again. She is unsure why they did
not receive the paperwork far resident 22 in 2024,
She had not followed up on the letter.

4. Interview on 7/16/26 at 9:56 a.m. with director of
nursing (DON} B revealed she would expect LSW U
to complete and submit the PASRR Level | forms
and resident reviews and take care of any
recormmendations made for the residents.

5. Review of resident 2's EMR revealed she admitted
to the facility on 8/11/21. Her 6/19/26 BIMS
assessment scare was 0, which indicated her
cognition was severely impaired.

Her diagnoses included mild neurocognitive disorder
due to known physiological condition with
hehavioral disturbances (a noticeable decline in
cagnitive abilities such as memeory, attention, or
problem-salving), psychotic disorder (a serious
mental health condition characterized by a
significant loss of contact with reality), unspecitied
disorder of adult persanality and behavicr {a mental
health condition marked by enduring, inflexible
patterns of thinking, feeling, and behaving that
significantly deviate from cuitural norms, cause
distress or impair daily functioning}, unspecified

‘ORM CMS-2567 {02/99) Previous Versions Obsolete

Event ID: 25D821-H1 Facility ID: G034

If continuation sheet Page 27 of 4



IEPARTMENT OF HEALTH AND HUMAN SERVICES
‘ENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVEI
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

43A073

{(X2) MULTIPLE CONSTRUCTION

A. BUILDING 07/16/2026

B. WING

{X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER

SANFORD CHAMBERLAIN CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

300 5 BYRON BLVD , CHAMBERLAIN, South Dakota, 57325

PROVIDER'S PLAN OF CORRECTION

(X4) D SUMMARY STATEMENT OF DEFICIENCIES iD (x5)
PREFIX | (EAGH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG APPROPRIATE DEFICIENCY) DATE
=0645 Continued from page 27 FO645
35=D inteliectual disabilities (significant limitations in

inteliectual functioning).

She had a Department of Human Services (DHS}
letter dated 10/23/23, which indicated she had been
approved for continued slaff-provided services by
the facility for 120 days, effective 10/11/23. As a
result of the review, the following recommendaticns
were made: “Please continue with skilled therapy
services and/or restorative nursing services as
appropriate. Itis also recommended to obtain a
psychological evaluation with a full-scale 1Q and
adaptive testing to assist in determining the mast
appropriate services t0 meet your needs.”

6. Resident 2's PASRR level Il paperwork was
requested by the survey team on 7/15/26 at 10:11
a.m.

7. Interview on 7/16/26 at 1:56 p.m. with LSW U
revealed that she did not submit the PASRR level Il
until it was requested by the survey team on
7/15/26. She was not sure why it was not submitted
befere this date but said it should have been
completed before the approved days expired.

8. Review of the provider’s 7/15/25 Preadmission
Screening and Resident Review (PASRR) policy
revealed "It is the policy to screen all potential
admissions an an individual basis. As part of the
preadmission pracess, Sanford Care Center and
Swing Bed will participate in the Preadmission
Screening and Resident Review (PASRR) screening
pracess (prescreening and Level 1) for all new and
readmissions per requirement to determine if the
individual meets the criterion for mental discrder
{(SMI/SMD}, intellectual disability (1D) or related
condition. Based upon the Level | screen, Sanford
Care Center and Swing Bed will not admit an
individual with a mental disorder or intellectual
disability until the Level It screening process has
been completed and the recommendations allow for
a nursing facility admission and Sanford Care Center
and Swing Bed's ability to provide the specialized
services determined in the Level |l screen process,
the facility will coordinate with the South Dakola
State ASA Nurse Consultant refated to the individual
needs of the resident as indicated. Annually and
with any significant change of status, Sanford Care
Center and Swing Bed will complete the PASRR
Level | screen for those individuals identified per the
Level Il screen requiring specialized services. The
facility will reporl any changes as identified via the
screen to the state mental health authority or state
intellectual disability authority promptly.”
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MDS coordinator to reflect current diet order, 8/18/26

CFR(s): 483.21(b}{2)(i}-(ii)
§483.21(b) Comprehensive Ceare Plans
§483.21(b}(2) A comprehensive care plan musi be-

(i) Developed within 7 days after completion of the
comprehensive assessment.

(il Prepared by an interdisciplinary team, that
includes but is not imited to--

{A) The attending physician.

(B} A registered nurse with responsibility for the
resident.

{C) A nurse aide with respensibility for the resident.
(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of the
resident and the resident's representative(s). An
explanation must be included in a resident's medical
record if the participation of the resident and their
resident representative is determined not practicable
for the development of the resident's care plan.

{F) Cther appropriate staff or professionals in
disciplines as determined by the resident's needs or
as requested by the resident.

(ilReviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review assessments.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, record review, interview, and
policy review the provider failed t0 ensure resident
care pians had been revised to reflect their current
needs for two of six sampled residents (2, and 30).

Findings include:

1. Observation on 7/14/26 from 8:52 a.m. {o 2:32
p.m., resident 2 was asleep in bed.

2. Cbservation on 7/14/26 at 2:14 p.m. resident 30
was in his wheelchair outside smoking & cigarette
on the sidewalk, near the street, alona.

3. Review of resident 30's eiectronic medical record
(EMR) reveated he was admitted on 2/18/26. His
5/15/26 Brief Interview for Mental Status (BIMS)

dining preferences, weight-loss interventions,
and individualized approaches. Resident 30's
careplan was updated by MDS with a smoking
focus that included date of last assessment and
that resident is independent with smoking.

2.All resident have the potential to be affected
by the careplan inaccuracies. careplans will be
reviewed by the interdisiplinary team during
care conferences, mds reviews, and updated
as needed. Careplans of residents that currently
smoke and have weight ioss were reviewed to
ensure careplans reflected individualized care.
3. Education was provided by the administrator
tothe MDS nurse that careplans need to reflect
individualized plans for each resident on7/31/26
4.Audits of careplans will be done weekly x 4wk
during care conferences by the interdisciplinary
team, and then monthly x 3 months. any neg-
ative findings will be reviewed by the QAPI
committee.
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moderately impaired cognition. He had diagnoses of
cerebral palsy {a neurological disorder that
permanently affects a person's ability to move,
maintain balance, and sustain posture), chronic pain,
and anxiety disorder. He had a smoking assessment
completed on 4/13/28, which indicated he was able
to wheel himself out to the designated smoking area.
He could safely light his own cigarette and smake
the entirety of the cigarette without causing injury to
himself. He was able to put out the cigarette and
dispose of the cigarette butt in the designated trash
can. His care plan did not indicate he was a smoker,
or that a smoking assessment had been completed,
or that he was safe to smoke independently.

4, Interview on 7/14/26 at 2:32 p.m. with certified
nursing assistant (CNA) | regarding resident 2
revealed that she refused hreakiast and lunch. She
sleptin during the day and will wake up in the
evening,

5. Observation on 7/14/26 at 4:24 p.m., resident 2
was waking up but still lying in bed in the dark.

6. Review of resident 2's EMR revealed she admitted
to the facility on 8/11/21. Her 6/19/26 BIMS
assessment score was 0, which indicated her
cognition was severely impaired.

Her diagnoses included mild neurocognitive disorder
due to known physiological condition with
behavioral disturbances (a noticeable decline in
cagnitive abilities such as memory, attention, or
problem-seclving}, psychotic disorder (a serious
mental health condition characterized by a
significant loss of contact with reality), unspecified
disorder of adult personality and behavior (a mentai
health condition marked by enduring, inflexible
patterns of thinking, feeling, and behaving lhat
significantly deviate from culwral norms, cause
distress or impair daily functioning), unspecified
intellectual disabilities {significant limitations in
intellectual functioning), depression, non-infective
gastroenteritis and colitis (inflammation of the
stomach, intestines, or colen that is not caused by
an infection}, and gastric ulcer wilhout hemarrhage
or perforation (an open sore on the stomach lining).

Her 4/16/24 physician diet orders were for
dysphagia (difficulty or discomfort in swallowing}
diet, soft with thin liguids. There was a general
nursing order en 3/10/26 1o give 1 cup of coffee
with morning medications in lhe room before getting
the resident up for the day. Notify dietary aide to get
breakfast ready after medications were given to
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anticipate her needs, There were no further
supplemental dietary orders input into the physician
order report.

Her 6/26/26 care conference dogumentation
indicated that licensed social worker (LSW) U,
long-term care {LTC) activities G, minimum dala set
(MDS) coordinator V, and resident 2's power of
attorney {POA) {someone designated on a legal
document to act on behalf of a resident) were in
attendance. They reviewed her diet and her weight
loss and discussed options to see about getting the
resident to gain welght, as she refused her
supplements and was becoming “more picky with
what she eals.” Resident 2's POA said she could
bring resident 2 some snacks and have nursing
regulate it more so resident 2 does not eat them all
in one sitting. MDS coordinator V “will talk with the
dietician about a 'peanut butter cup’ therapy o see
if that might help some. The staff will continue to
monitor her dielfweights.”

Her 6/26/26 care plan indicated that resident 2
needed increased encauragement from the staff to
get up and come out far meals. She was weighed
weekly during her bath, and any increase or
decrease of 4 Ibs. would be reported (o the charge
nurse. Re-weights would be performed according to
policy. Stafl was ta notify the provider of significant
weight changes. Diet as ordered was a regular diet,
International Dysphagia Diet Standardization Initiative
{IDDSI) 6 soft and bite-sized, with tray set up as
needed {prn}. She was to be offered small to routine
size portions at mealtimes. Staff were to ask her if
she wanted second helpings. The second helpings
offered were to be small portions. Fluid consistency
was thin, but with a 2000 milliliter (mL} per day fluid
restriction. Resident 2's care plan did not include
information about offering supplements such as
magic cup or "peanut butter cup” therapy, as
indicated by care conference and dietary notes. 1t
did not include interventions on how staff shouid
encourage her to take part in mealitimes.

Her care plan did not indicate a dysphagia diet as
per the physician's order.

Her 6/30/26 nutritional risk progress notes indicated
that the resident has been refusing her chocolate
coffee {chocolate Ensure in coffee}; she was offered
Magic Cups ice cream supplernent at the noon meal.
Staff reports that resident 2's acceptance of this
supplement is variable and inconsistent.

7. Observation on 7/15/26 at 12:15 p.m. registered
nurse (RN} J revealed that she woke resident 2 up
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for her medications and asked her if she wanted
lunch. Resident 2 refused lunch. No additiona!
supplements were offered at that time, There was no
encouragement to attend lunch.

8. Observatian on 7/15/26 at 12:42 p.m, of resident
30 was in his wheelchair outside smoking a cigarette
on the sidewalk, near the street, alone.

9. Imterview on 7/16/26 at 9:23 a.m. with minimum
data set {(MDS) coardinator V revealed care plans
should be updated with changes as they oceur,
significant changes ar MDS guarterly assessments.
When asked if smoking would be on a resident care
plan, she stated “It depends on the resident, if we
feel like they are safe 1o independently she would
not put it on the care plan.” Staff are updated on
who can smoke by the smoking list. She would add
it to the care plan if a resident needed certain safety
precautions.

10. Interview on 7/16/26 at 10:01 a.m. with director
of nursing (DON} B revealed she expects smoking to
be on a resident care plan, Along with the smoking
assessment information and any precautions needed
for the resident would be on the resident's care

plan.

11. Interview on 7/16/26 at 1:21 p.m. with CON B
revealed that she would expect the care plan to
include interventions for the staff to try to encourage
resident 2 to get up to attend meals. She would also
expect the care plan to include the supplements the
staff should be giving her. She said the supplements
were also on the medication administration record
{MAR) or treatment administration record {TAR) so
the nurses knew to give them to the residents.

12. Review of the provider's 12/1/25 Care Plan
policy revealed: Each resident will have an
individualized, persan-centered, comprehensive plan
of care that will include measurable goals and
timetables directed toward achieving and maintaining
the resident's optimal medical, nursing, physical,
functional, spiritual, emotionai, psychosocial, and
educational needs. Any problems, needs and
concerns identified will be addressed through use of
departmental assessments, the Resident Assessment
Instrument (RAE) and review of the physician's
orders.

RespiratoryfTracheostomy Care and Suctioning

CFR(s): 483.25()

FO657
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38 =D § 483.25(i) Respiratory care, including tracheostomy 8/18/26

care and {racheal suctioning,

The fagility must ensure that a resident who needs
respiratory care, including tracheostomy care and
tracheal suctioning, is provided such care,
consistent with professional standards of practice,
the comprehensive person-centered care plan, the
residents' goals and preferences, and 483.65 of this
subpart.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and policy review,
the provider failed to ensure that bwo of two
sampled residents (21 and 37) on oxygen had their
tubing changed weekly.

Findings include:

1. Cbservation on 7/14/26 at 9:20 a.m. revealed
resident 21's oxygen tubing was dated 6/25/26.
Ohservation on 7/15/26 his oxygen tubing was
dated 7/20/26.

2. Ohservation on 7/14/26 at 9:34 a.m. revealed
resident 37's oxygen tubing was dated 6/29/26.
Observation on 7/15/26 his oxygen tubing was
dated 7f20/28 for the following Monday.

3. Observation and interview on 7/16/26 at 1:10 p.m.
with Registered Nurse (RN} J regarding the dates on
the resident's oxygen tubing revealed that resident
21 and 37's oxygen tubing were dated 7/20/26,
which was the date it would expire and need to be
changed. She stated the oxygen tubing should he
changed weekly and dated at that time, not the date
it expired.

4. Review of the electronic medical records for
resident 37 indicated that the oxygen tubing had
been changed weekly, but the dates on the tubing
did not coincide with those records. Resident 21 did
not have a physician's medical order to administer

oxygen.

5. Interview on 7/16/26 at 2:36 p.m. with director of
nursing (DON} B regarding resident weekly oxygen
tuhing change and dating revealed she expected the
tubirg to he changed weekly and dated at that time.

1For resident 21 and 37, new tubing was placed
with accurate dates on the labels 7/17/26.
labels with the start date and the discard date
was implemented. 2. All other residents that usg
oxygen was reviewed by the DNS and

provided the labels on the tubing with the start
date and discard date. 3.Education was
provided by the DNS to change oxygen tubing
weekly on Monday's and to use the the labels
with the start date and discard dates on 8/3/28
4. DNS or designee will conduct weekly audits
for 4 weeks and menthly for 3 months. any
negative findings will be reviewed by the QAPI
committee,
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6. Review of the provider's 7/30/25 oxygen
administration policy revealed that oxygen
administration is carried out only with a medical
pravider order. The disposable equipment should be
changed weekly or according fo the manufacturer's
instructions and marked with date and initials,
. . 8/18/26
0710 Resident's Care Supervised by a Physician FO710 1.For resident 2: ghysman was notified on
35=D 8/5/26by the MES nurse regarding resident’s

CFR(s): 483.30(a)(1}2}
§483.30 Physician Services

A physician must personally approve in writing a
recommendation that an individual be admitied to a
facility. Each resident must remain under the care of
a physician. A physician, physician assistant, nurse
practitioner, or clinical nurse specialist must pravide
orders for the resident's immediate care and needs.

§483.30(a) Physician Supervision.

The fagility must ensure that-

§483.30(a){1) The medical care of each resident is
supervised by a physician,

§483.30(a)(2) Another physician supervises the
medical care of residents when their aiending
physician is unavailable.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review, and
policy review, the provider failed to notify the
physician of cne of two sampled residents (2) who
had unplanned significant weight loss (a loss of 5%
(percent} of body weight in 30 days, 7.5% in 90 days,
or 10% in 180 days).

Findings include:

1. Observation on 7/14/26 from 9:52 a.m. to 2:32
p.m., resident 2 was asleep in bed.

2. Interview an 7/14/26 at 2:32 p.m. with certified
nursing assistant (CNA) | revealed that she refused
breakfast and lunch that day. Resident 2 typically
slept in during the day and will wake up in the
evening. She slept in during the day and will wake
up in the evening.

welghtloss recommendaticns were received
and documented. 2. Other resident's that have
significant weight loss were reviewed by the
MBES Nurse to ensure that the doctor was
notified, no other further issues identified.
3.The interdisciplinary team and dietifian will
review significant weight loss of residents
weekg during the interdisciplinary meeting.
The DNS or designee will ensure the doctor is
notfied of any significant weight loss.

4.The dietician or designee will complete
weekly audits for 4 weeks and monthly for 3moe
to ensure physician notification was completed.
any negative findings will be reviewed by the
QAPI committee,

ORM CMS5-2567 (02/99) Previous Versions QObsolete

Event ID: 25D0821-H1

Facility 1D: 0034

If continuation sheet Page 34 of 4



IEPARTMENT OF HEALTH AND HUMAN SERVICES
‘ENTERS FOR MEDICARE & MEDICAID SERVICES

FCRM APPROVEI
OMR NO. 0938-G39

STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:

AND PLAN OF CORRECTIONS

43A073

(X1) PROVIDER/SUPPLIER/CLIA

{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY COMPLETED
A. BUILDING 07/16/2026

B. WING

NAME OF PROVIDER OR SUPPLIER

SANFORD CHAMBERLAIN CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
300 S BYRON BLVD , CHAMBERLAIN, South Dakota, 57325

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D

PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CCRRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE
APPRCPRIATE DEFICIENCY)

(X5)
COMPLETION
DATE

=0710
35=D

Cantinued from page 34
3. Observation on 7/14/26 at 4:24 p.m., resident 2
was waking up but still lying in bed in the dark.

4. Review of resident 2's EMR revealed she admitted
to the facility on 8/11/21. Her 6/19/26 BIMS
assessment score was 0, which indicated her
coghition was severely impaired.

Her diagnoses included mild neurocognitive disorder
due to known physiological condition with
behavioral disturbances {a noticeable decline in
cagnitive abilities such as memory, atlention, or
problem-solving), psychotic disorder {a serious
mental health condition characterized by a
significant loss of contact with reality}, unspecified
disorder of adult personality and behavior (a mental
health condition marked by enduring, infiexible
patterns of thinking, feeling, and behaving that
significantly deviate from cultural norms, cause
distress or impair daily functioning}, unspecified
intellectual disakilities (significant limitations in
intellectual functioning), depression, non-infective
gastroenteritis and colitis {inflarnmation of the
stemach, intestines, or colan that is not caused by
an infection), and gastric ulcer without hemorrhage
or perforation {an open sore on the stamach lining).

Her weight on 7/12/26 was 121 Ibs. Her weight on
4{12{26 was 134.5 |bs. This was a 10.04% weight loss
in 90 days. Her weight on 7/12/26 was 121 Ibs., and
on 1f12/26 was 138.5 pounds (Ibs.). This is a 12.64%
weight loss in 180 days.

Her documented weight on 5/17/26 was 127 Ibs.
This was a weight loss of 4 Ibs. since the
documented weight of 131 Ibs. on §/13/26. Her
weight on 5/10/26 was 124.5 Ibs., and her weight on
4f27f26 was 137 |bs., showing a weight loss of 125
Ibs. Her weight on 2/11/26 was 130 Ibs., on 2/10/26
135.5 Ibs., and on 2/9/26 131.5 Ibs., indicating
weight variances of 4 ar more Ibs.

Her 4/16/24 physician diet arders are for dysphagia
{difficulty or discomfort in swallowing} diet, soft
foods and with thin liquids.

Her 6/26/26 care conference documentation
indicated that licensed social worker (LSW} U,
long-term care {LTC) aclivities G, minimum data set
{MDS) coordinator V, and resident 2's power of
attorney (PCA) (someone designated on a legal
document to act on behalf of a resident) were in
attengiance. They reviewed her diet and her weight
loss and discussed options to see about getling the
resident to gain weight, as she refused her
supplements and was becoming “more picky with

FO710
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what she eats.” Resident 2's POA said she could
tring resident 2 some snacks and have nursing
regulate it more so resident 2 does not eat thern all
in one sitting. MDS coordinator V “will talk with the
dietician about a ‘peanut butter cup' therapy to see
if that might help some. " The staff will continue to
monitor her dielfweights.”

Her 6/30{26 nutriticnal risk progress notes indicated
that the resident has been refusing her chocofate
coffee (chocolate Ensure in coffee); she is being
offered Magic Cups fce cream supplement at the
noon meal. Staff reports that the resident’s
acceptance of this supplement is variable and
inconsistent.

5. Observation on 7/15/26 at 12:15 p.m. registered
nurse {RN) J revealed that she woke resident 2 up
for her medications and asked her if she wanted
tunch. Resident 2 refused lunch.

6. On 7/15/26 at 2:45 p.m., a request was made for
documentation to resident 2's physician about
weight variances. No documentation was received.

7. Interview on 7/16/26 at 1:21 p.m. with director of
nursing (DON) B revealed that residents’ weights
were checked weekly, and if they have a 4 ib.
difference, then the nursing staff would notify a
physician. If the weight is a significant foss, then the
provider is notified by being seen directly in the
clinic or, if more urgent, in the emergency room
{ER).

8. Review of the provider's reviewed 9/30/25 Weight
and Height policy revealed “purpose to ensure that
the resident maintains acceptable parameters of
nutritional status regarding weight. To report
changes in a resident’s clinical condition {significant
weight change) to physician and family andfor
resident. To accurately measure weight and height.
To monitor weight loss or gain in a resident. Weight
pracedure: the licensed nurse should notify the
director of food and nutrition (DFN) within 24 hours
regarding any significant weight change. Significant
weight change is defined as five percent in 30 days,
7.5 percent in 90 days, and 10 percent in 180 days."

Residents are Free of Significant Med Errors
CFR(s): 483.45(f}2)
The facility must ensure that its-

£§483.45{f)(2) Residents are free of any significant
medication errors.

FO710
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35=D 1 For resident 36, education was provided to the charge | g/18/26

This REQUIREMENT is NOT MET as evidenced by:

Based on abservation, interview, record review, and
policy review, the provider failed to ensure residents
were free from significant medication errors for ane
of one sampled resident (36}, who was not
administered his physician-ordered dose of insulin
by registered nurse (RN) 3, which increased his risk
for having diabetic complications, including
hyperglycemia {(an abnormally high blood sugar
level}. Additionally, resident 38 did not receive his
calciumfvitamin D3Avitamin K medication from
cerified medication assistant (CMA) H because the
label on the medication did not match the
medication.

Findings Include:

1. Observation on 7/15/26 at 12:03 p.m. of
registered nurse (RN) J administering Novolog
FlexPen (insufin aspart, a rapid-acting insulin in a
prefilled pen. A needle attaches to the pen for
medication administration) to resident 36. The
ordered dose was 5 units {u}. RN J injected the
insulin into the resident's abdomen by pressing the
medication dial at the end of the FlexPen. One
second was counted from the start of the
administration {when the pen is placed against the
resident's stomach and the metered dose dial is
pressed down) to the time the insulin pen was
removed. She removed the pen from the resident's
ahdomen prior to the medication being fully
dispensed into the resident's abdomen, as
evidenced by when she puiled the insulin pen away
from the resident; the insulin then expelled out of
the need!e onio the resident's skin.

2. Review of resident 36's electronic medical record
{EMR) indicated she admitted to the facility on
9/3/25. Her 5/29/26 BIMS assessment score was 10,
which indicated her caognition was moderately
impaired.

Her MAR indicated a 4/15/24 physician’s order for
Novolag FlexPen U-100 Insulin {insulin aspart U-100)
100unit'3mL, give 5 unils subcutaneously with meals
at 8:30 a.m., 12:00 p.m., and 5:30 p.m.

Her diagnoses inciuded type 2 diabetes mellitus with
diabetic polyneuropathy (high hlood sugar that
causes damage to muitiple peripheral nerves, usually
leading to pain, numbness, or tingling in the hands
and feet), chronic kidney disease stage 3 {moderate
kidney damage indicating reduced kidney function),
hypo-osmetality (low concentration of particles in

nurse J by the DNS on 7/16/26. For resident 38 not re-
ceiving the medication due to incorrect labeling, education
was provided by the DNS on 7/17/26 to CMA H to notify
the charge nurse of the incorrect labeling so the pharmacy
could be notified for clarification. 2. all resident's
medication cards were cross checked with the EMAR by
the DNS and MDS nurse to ensure no other discrepencies
were found, no further issues were identified. 3. The DNS
will provide education ta all nurses and cma's of the med-
cation administration policy and do competency validation
on August 18th,

4. Insulin administration auditswill be completed weekly x
4 weeks and monthly x 2months by DNS or designee.
Medication administration audits wiil be completed by the
DNS ar designee an 2 residents weekly for 4 weeks and
monthly for 2 months. Any negative findings will be brought
the Qapi committee for further review.
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35=D the blood, usually from having too much water

compared to electrolytes), and hyponatremia {sodium
levels are low in the blood), chronic systolic
{congestive) heart failure {a iong-term condition
where the heart’s left ventricle weakens and can't
pump blood effectively, leading to fluid buildup in

the body), rtheumatic mitral stenosis (a narrowing of
the mitral valve caused by rheumatic fever, which
restricts blood flow from the left atrium to the left
ventricle and can lead to breathing difficulty and
fatigue), nonrheumatic mitral insufficiency (also
called mitral regurgitation, is when the mitral valve
doesn't close properly allowing bloaod to leak
backward from the left ventricle into the left atrium),
and pulmonary hypertension (high blood pressure in
the arteries that carry blood from the right side of
the heart into the fungs, usually caused by narrowed
or biocked lung vessels).

3. Interview on 7/15/26 at 4:28 p.m. with RN .J
revealed her process for insulin administration was
that she would wait three seconds before removing
the insulin pen from the resident to ensure the
resident receives the full dose. She agreed that if the
insulin was expelled onto the resident’s skin when
removing the needle from the injection site, the
resident did not get her full ordered dose. RN J
stated that if the resident did not get her fult dose,
she would tell the director of nursing (CON}, monitor
the patient, and notify the provider.

4. Observation on 7/18/26 at 7:42 a.m. of CMAH
during medication pass for resident 38 revealed two
medication blister packs {a card with medications
sealed in individual plastic bubbles) for the morning
dose for LDR Vit Co0C+D3/MINS CHEW 60 EACH.
Generic for LDR VIT CE00+DIMINS CHEW
CENTURY, each containing one-half tab. CMA H
prepared to give the morning dose by removing
each half tab from the medication blister packs into
a separate paper cup.

5. Interview and EMR review on 7/16/26 at 7:50 a.m.
with CMA H revealed a physician's order for
Calcium 500 milligram {mg)-Vitamin D3 1000 u —
Vitamin K 40 micrograms {mcg) chewable tablet 1 tab
twice a day. CMA H acknowledged that the
medication blister pack fabel and the physicians'
orders in the EMR did not match. CMA H stated that
she did not know the process for reporting that type
of error, but "I can tell the nurse or the DON., When
we complete the medication card changeover to the
new packs, the staff are supposed to double-check
they match the MAR and previous cards."

6. Interview on 7/16/26 at 7:56 2.m. with DON B
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Continued from page 38
revealed that she expected the medication cards
would match the physicians’ order on the MAR.

7. Review of resident 38's EMR Indicated she
admitted to the facility on 10/22/25. Her 4/17/26
BIMS assessment score was 12, which indicated her
cognition was moderately impaired. Her diagnoses
included weakness, age-related osteoporosis (a
condition where bones become thin, weak, and more
likely to break easily} without current pathological
fracture, and chronic kidney disease stage 3
moderate kKidney damage {indicating reduced kidney
functian}.

8. Interview on 7/16/26 at 1:21 p.m. with the DON B
revealed that a resident not receiving their full
ordered dose of insulin, the resident’s physician nat
heing notified, and the iack of increased monitoring
for resident 36 after the medication error were
considered a significant medication error.

9. Interview on 7/16/26 at 3:15 p.m. with DON B
reveadled that the label on the medication blister pack
was incorrect for resident 38's calcium/fvitamin
Divitamin K order. She expected the medication to
have the carrect label on it.

10. Observation on 7/16/26 at 3:25 p.m. the
medication blister packs for resident 38's
calciumivitamin Dfvitamin K order were still in the
medication cart,

11. Review of the provider's reviewed 3/2/26
Medication Errors policy revealed “the location will
have medication error rates of five percent or less
and those residents are free of significant
medication errors. When a medication efror occurs,
it will be reported promptly to the attending
physician, resident, and or responsible party and
documented in the SAFE Event Reporting
application. Definitions from the State Operations
Manual Significant Medication Error one which
causes the resident discomfort or jeopardizes his or
her health and safety. Wrong DosefAmount when
the resident receives an amount of medication that
is greater than or less than amount ordered by the
prescriber.”

12, Review of the provider's reviewed 3/30/26
Medication: Administration Including Scheduling and
Medication Aides revealed “The resident has the
right to self-administer medications if the
interdisciplinary team determines that this practice is
safe for the individual resident and is documented in
the care plan. An order from the provider is required
for this activity. Procedure; Follow the “Six Rights":
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35=D right medication, right dose, right resident, right
route, and right documentation. Perform three
checks: read the label on the medication container
and compare with the MAR when removing the
container from the supply drawer, when placing the
medication in an administration cup/syringe and just
before administering the medication,”
0812 Food Procurement, Store/Prepare/Serve-Sanitary FoB12 1. No residents identified as impacted. Education will be
55=D provided to Cook @ and all dietary staff regarding hand 8/20/26

CFR(s): 483.60((}1)(2)
§483.80(i} Food safety requirements.

The facility must -

8483.60{i}{1) - Procure food fram sources appraved
or considered satisfactory by federal, state or local
authorities.

() This may include food items obtained directly
from local producers, subject to applicable State and
local laws or regulations.

{ii) This provision does not prohibit or prevent
facilites from using produce grown in facility
gardens, subject to compliance with applicable safe
growing and faod-handling practices.

{iii} This provision does not preclude residents from
consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and serve
food in accordance with professional standards for
food service safety.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, document review,
and palicy review, the provider failed to ensure
appropriate hand hygiene was performed by one of
one observed cook (Q} to meet professianal food
cleanfiness standards.

Findings include:

1. Observation of the noon meal on 7/14/26 at 12:13
p.m. revealed cook @ plating meals for the residents
in the Hamilton Hall dining rcom. She stood between
a serving table that held the residents’ meal tickets
and trays and a counter that held steam pans
contaiing polish sausage, sauerkraut, and peas. A
bag of hot dog buns sat on the counter near the

hygieng, glove use, and meal service procedures on 8/20/26
hy the infection preventionist or designes. 2. All residents
have the potential to be impacted by failure to follow
appropriate hand hygiene from dietary staff. All dietary staff
have tha potential to be affected by the deficient practice.
3.A dietary staff meeing will be held on 8/20/28, including
education and competency validation on hand hygiene and
glove use. Annual competency validation will be done on all
dietary staff for hand hygiene and glove use for safe meal
services. 4. Infection prevention nurse or designee will con-
duct meal service observations for evidence of praper hand

committee.

hygiene twice weekly for 4weeks and monthly x 2 months.
any negative findings will be reviewed by the QAPI
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55=D paper by the residents’ meal tickets while resting

her left hand on the serving table. She set the pen
down and turned back to the serving counter, picked
up a plate, and used the 1ongs to retrieve a sausage.
She used the serving tongs to hold the sausage in
place while cutting it up with a pizza cutter, then
plated the sauerkraut and peas before handing the
plate to CNA M, who delivered it tc one of the
residents in the dining room.

Between 12:30 p.m. and 12:33 p.m., cook Q
prepared threg more plates, retrieving the hot dog
buns with her right gloved hand. Each time she
handed a plate to CNAs L and M, cook Q rested her
left hand on the serving table while using her right
hand to write on a resident meal ticket.

At 12:34 p.m., with those same gloved hands, cock
Q reached above the serving counter, opened a
cuphboard door, retrieved a napkin, and closed the
cuphoard door. She placed the napkin on a meal
tray which contained a plate of food, picked up the
tray with both hands, and handed the tray to CNAL.
She continued preparing plates without changing
gloves or performing hand hygiene.

At 12:38 p.m., wearing those same gloves, cook
picked up a glass covered with saran wrap, remove
the saran wrap, picked up the glass with fier fingers
surrounding the rim of the glass, and set the glass
on a mea! tray. She resumed the plating process,
and after handing the plate to CNA L, she rested her
left hand an the serving table and wrote on meal
tickets with her right hand.

At 12:40 p.m., with the same gloved hands, cook @
reached above the serving counter, opened &
cupboard daor, retrieved a meal tray, closed the
cuphoard door, and set the tray on the serving table.
She placed silverware on the tray and prepared a
nlate with sausage, sauerkraut, and peas, then
placed a plate cover on the plate and handed the
tray to CNA L, who delivered the tray to a resident
rocm. Cook Q then write on a meal ticket and
resumed the plating process.

Af 12:43 p.m., cook Q pulfled the serving tong and
scoops out of the steam pans and placed them all
on a single plate to take to the sink. She asked the
residents in the dining room if they wanted anything
else, and one resident asked for another sausage.
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Continued from page 43
her gloved hands, and took a tray of juice glasses
out of the refrigerator.

She put everything on the serving cart and rolled it
through the dining room to the serving table. She
opened cupboard drawers to retrieve silverware and
individual containers of jelly. She used a spoon to
stir catmeal into the two bawls of hot water, put
everything on individual meal frays and served the
trays to the residents sitting at the dining room
tabte. She retrieved silverware and another bow|
from the cupboard, picked up a conlainer of milk
from the serving table, paured milk into the bowl,
added oatmeal, stirred it, and served the howlto a
resident at the dining tahle.

Wearing those same gloves, cook Q repeated the
process for another bowi of oatmeal, dispensing
water from the coffee machine and heating it in the
microwave, resting her gloved hands on the counter
and stove handle while she waited for the microwave
to sound. She retrieved a new gallon of milk from
the refrigerator, poured milk into a glass, put the
milk back in the refrigerator, and carried the bowl of
hat water and the glass of milk with her fingers
surrounding the rim. She placed both items on a
tray on top of a serving cart, took a spoon from a
drawer and stirred oatmeal into the bow, then
wheeled the cart over to a resident at the dining
table. She took the glass of milk off the tray with her
fingers around the rim of the glass and set it on the
resident’s table.

Cook Q continued moving between the dining roam
and the kitchenette, cpening cupboards to retrieve
dishes, napkins, and silverware, which she added to
a tray on the serving cart. At 7:57 a.m. she left the
kitchenette and wheeled the cart and a meal tray to
a resident’s room. She knocked on the door,
announced herself, took the fray into the room, then
wheeled the cart back to the kitchenelte area. She
removed her gloves, put them in the trash, washed
her hands, retrieved a can of pop from the
refrigerator and took it to one of the residents in the
dining room. She proceeded to serve colffee to the
residents and take dirty dishes to the kitchenetie
sink without wearing gloves or washing her hands.

4. Observation on 7/16/26 at 8:15 a.m. in the
Hamilton Hali dining room revealed cook @ at the
sernving counter, opening a cupboard to restock
individual containers of cream cheese and jelly. She

FOgi2
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was wearing gloves. At 8:17 a.m. she closed the
cupboard door, removed her gloves, and put them in
the trash. She did not perform hand hygiene.

5. Interview on 7/16/26 at 8:20 a.m. with cook Q
revealed that she usually works in the main kitchen
and was filling in for a dietary aide who was on
vacation, “I haven't worked in this dining room for a
white.” She said she wears gloves “most of the
time” because she has a cyst on her finger that
recently ruptured. She said that when wearing
gloves, “ make sure | don’t touch the food. As long
as | don't touch the Tood, then | don't have to
change my gloves.”

6. Review of the provider's personnel file training
documentation reveated that cook Q completed hand
hygiene training and glove use education on 4/5/21,
and repeated hand hygiene training on 8/25/25. She
also successfully passed a hand hygiene and food
temperature competency assessment on 5/26/26.

7. Review of the provider's 7/14/26 Hand Washing
and Glove Use-Food Nutrition Services palicy
revealed that staff were (0 use unconlaminated,
disposable gloves for single tasks, and to wash
hands when switching tasks and after performing
any activity that could contaminate hands. The
policy read, “Employees involved in food
preparation, distribution and serving must
consistently utilize good hygienic practices and
techniques,” and that employees do not need to
wear gloves when distributing food to residents at
the dining table unfess they have a cut or sore,
which should then be double covered with a
handage and a glove. The palicy revealed that
employees should use proper utensils and
single-use gloves for food handling to reduce the
risk of cross-contamination. Hand washing should
occur afler touching any contaminated object
including dirty utensils and dirty dishes, before and
after using gloves, and between dirty and clean dish
handling. Gloves should he changed before handling
ready-to-eat foods, any time contamination is
suspected, when touching a doorknob or faucet, and
when coming in contact with something that may
have been contaminated such as pots, pans, trays,
and ulensils.

8. Review of the provider's 12/26/24 Care Center
Safe Meal Service, LTC policy revealed that when
plating and delivering resident meals, food service

F(812
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35=D staff should “pay attention to potential
contamination during delivery and complete proper
hand washing or glove change if needed.”
0919 Resident Cail System FOY19 A call light was installed and made accessible 8/18/26
35=D in Resident 17's room on 7/16/28. 2. An audit

CFR(s): 483.90(g}{1)(2)
$483.00(g} Resident Call Systemn

The facility must be adequately equipped to allow
residents to call for staff assistance through a
communication system which relays the call directly
to a staff member or to a centralized staff work area
from-

§483.90{(g)(1} Each resident's bedside; and
§483.90(g}(2) Toilet and bathing facilities.
This REQUIREMENT is NOT MET as evidenced by:

Based on chservaticn, interview, and policy review,
the provider failed to ensure that 1 of 1 sampied
resident 17 bad his call light in reach on 7/14/26,
7/15/26, and 7/16/26 after he returned from
therapedutic leave.

Findings include:

1. Observation an 7/14/26 at 9:60 a.m. revealed
resident 17 in his room in his bed. There was no call
light within reach. There was no call light plugged
into the wall cutlet. Resident 17 stated he was there
to recuperate from drinking and from fractures to
both of his hips. He stated he could get up and walk
around. He stated he did not need a call light.

2. Ohservations on 7/15/26 at 9:15 a.m. and 7/16/26
at 12:49 p.m. revealed resident 17 was not in his
room and there was no call light plugged into the
wall outlet near his bed,

3. Observation and interview on 7/16/26 at 12;50
n.m. with certified medication assistant {CMA) H
revealed that resident 17's room did not have a call
light plugged into the wall near his bed. She stated
he had been on therapeutic leave from 7/10/26 to
7/13/26, and his room had heen updated with new
flooring. She stated his room had been cleared out,
but items were hrought back into the room, and his
call light near the bed was not plugged back into the
wall. She stated resident 17 had returned from his

was conducted by the DNS on 8/1/26 of all
resident’s rooms to esnure call lights were
functioning and within reach, no further issues
were identified. 3. Staff education will be done
by the Administrator or designee on 8/18/26 on
call lights being present in all resident rooms
and within reach of the resident. 4. The DNS or
designee will complete menthly room audits for
4 menths to verify call lights are present and
accessible. Any negative findings will be
reviewed by the QAP committee.
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leave on 7/13/26 and acknowledged he must not
have had a call light since he returned to the facility
that day.

4. Interview on 7/16/26 at 1:15 p.m. with registered
nurse (RN} J revealed she was nat aware that
resident 17 had not had his call light in reach singe
returning from his leave on 7/13/26. She
acknowledged that residents should have a call light
in reach for assistance at all times.

5. Review of the provider’s 7/8/25 call light palicy
revealed that residents always had a method of
calling for assistance.

ORM CMS-2567 {02/99) Previous Versions Cbsolete

Event ID: 256D821-H1 Facility 1D: 0034

If continuation sheet Page 47 of 4









PRINTED: 07/29/2026

FORM APPROVED
South Dakota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION {¥3) DATE BURVEY
AND PLAN QF CORRECTION IDENTIFICATION HUMBER: A BUILDING: COMPLETED
10606 B.WING 07/16/2026

NAME OF PROVIDER OR SUPPLIER

300 5 BYRON BLVD
CHAMBERLAIN, 8D 57325

SANFORD CHAMBERLAIN CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

x4) I SUMMARY STATEMENT OF DEFICIENCIES 1D FROVIDER'S PLA&N OF CORRECTHIN {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
S 301 | Continued From page 1 S 301 1.FSA R cempleted the required training
by 7/17/26. 2.A review of all required 8/18/26
service assistant (FSA) R. training for dietary staff was conducted by
the administrative assistant, and 1 other
Findings include: Staﬁ membel' was |dent|ﬁed in non-
compliance and completed the _
1. Review of the provider's employee personnel gaar]lng before th_e next scheduled shift
; . dietary supervisor will ensure that the
records revealed that FSA R was hired on 2/2/26. required training for dietary staff is
As of 7/16/26, she had not received training on deployed to the staff member's success
food safety, handwashing, food handling and centers and that the required training will
preparation techniques, foodborne illnesses, be completed within 30days of employment
serving and distribution procedures, leftover food The required training has been added to
handling policies, time and temperature controls theTﬂgn:nrgilIlg?;er&?;lggrggﬁfgusgérvisor will
Lor dfor:.d prepadra"oq;nd service, "u“t't'on and audit all current dietary staff and new
ydration, anc sanitation requirements. dietary employees completion of required
trainings monthly x 4 months. Any negative
2. Interview on 7/16/26 at 12:53 p.m. with Director findings will be reviewed by the QAPI
of Nursing (DON) B revealed that she expecled committee.
employee training to be completed by its
assigned due date, typically one month after it
was assigned, If employees did not complete
training by the assigned due date, she expecled it
to be completed before they could return to work.
DON B agreed that FSA R had not completed the
required {raining on faod safety, handwashing,
food handling and preparation techniques,
foodborne illnesses, serving and distribution
procedures, leftover food handling policies, time
and temperature controls for food preparation
and service, nutrition and hydration, and
sanitation requirements within 30 days of hire.
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A recertification survey for compliance with 42 CFR
Part 482, Subpart B, Subsection 483.73, Emergency
Preparedness, requirements for Long Term Care
facilities was conducted on 7/15/26. Sanford
Chamberlain Care Center was found in compliance.

\ny deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused irom correcting providing it is determined that other
:afeguards provide sufficient protection to the patients. {See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
10 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
4 days fallowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is reguisite to continued

yrogram participation.

ABO RY IRI?OREQR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
Administrator 8/8/26
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A recerlification survey was conducted on 7/15/26
for compliance with 42 CFR 483.90 (a)&{b),
requirements for Long Term Care facilities. Sanford
Chamberlain Care Center was found in compliance.

wny deficiency statement ending with an asterisk {*} denotes a deficiency which the instifution may be excused from correcting providing it is determined that other
afeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
i) days following the date of survey whether or not a plan of correction is provided. For nursing homes, the atove findings and plans of correction are disclosable
4 days following the date these documents are made available tc the facility. if deficiencies are cited, an approved plan of correction is requisite to continued
wogram participation.
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