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F 554 Continued From page 5 

••self-administration of medications will be
evaluated at least quarterly in conjunction with the
MDS [minimum data set) assessment for nursing
home residents."
"'Indicate on eMAR in "Administration Notes" that
medications are self-administered by the resident.
Monthly checks will be done on all
self-administered medications."

F 600 Free from Abuse and Neglect 
SS=G CFR(s): 483.12(a)(1) 

§483.12 Freedom from Abuse, Neglect. and 
Exploitation
The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12{a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;
This REQUIREMENT Is not met as evidenced
by:
Based on the South Dakota Department of

Health (SD DOH) Facility Reported Incident
(FRI), observations, inteiviews, and record
review, the provider failed to ensure:
•one of one sampled resident (10) who was
mentally incapable of identifying safety risks was
free from the potential of abuse and neglect by
one of one sampled resident (37).
*One of one sampled resident (1) received
necessary care related to pressure ulcers.
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F 600 This deficiency has the potential to impact all 06/22/2024 
residents. 

DON/Administrator reviewed and updated 
policy on Abuse and Neglect. 

Resident 37 has been moved to another unit 
away from Resident 1 O's known areas of 
wandering. 

Residents with known behaviors have been 
assessed for their risk to affect other 
residents, care plans updated accordingly. 
Behavior charting has been added to the 
nurses to TAR every shift to chart episodes 
of wandering and lnteiventions taken to alert 
the IDT team of care plan changes needed. 
Residents risk for behaviors to affect other 
resident had been added to the quarterly 
behavior assessment. DON/MDS coordinator 
to review notes daily for behaviors that have 
the potential to affect other residents and 
update care plan accordingly. 

Addendum 

Wandering/Behavior charting every 
shift was added to resident 10. This is 
being reviewed/audited daily for new 
or increased behaviors or wandering 
by DON. Results of audits will be 
reported at QAPI. 
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