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F 000 | INITIAL COMMENTS F 000
A recertification health survey for compliance
. with 42 CFR Part 483, Subpart B, requirements
far Long Tarm Care facilities was conducted from
4/3/23 through 4/5/23. Bethesda of Beresfard was
found not in compliance with the follkowing
requirements: F700, F761, F&01, and F812.
F 700 | Bedrails F700| A physician order and bed rail assessment | 5/20/23
§8=D | CFR({s): 483.25(n)(1)-(4)

§483.25(n} Bed Rails.

The facility must attempt to use appropriate
altemnatives prior 1o installing a slde or bed rail. If
a bed or slde rail is used, the facility must ensure
carrect installation, use, and maintenance of bed
rajls, including but not limited to the following

© glements.

§483.25(n}(1} Assess the residant for risk of
entrapment from bed rails prior to installation.

- §183.25(n)(2) Review the risks and benefits of
bed rails with the resident or resident
reprosentative and obtain informed consent prior
to msiallatlon

§483. 25(n)(3) Ensure that the bed's dimensions
are appropriate for the resident's size and weight.

§483.25(n)(4) Follow the manufacturers’
recommendations and specifications for |nstall|nq
and faintaining bed ralls. -

This REQUIREMENT is not met as svidanced
by:

Based on observation, interview, medica! record
review, and policy review, the provider fatled to
assass for the need for bed ralls for one of five
sampled residents (36). Findings include:

rails.

review.

was completed on 4/7/23 for resident 36.
All other residents’ medical records were
reviewed and revised to ensure a bed rail
assessment was cempleted, signed
consent, and a physlclan order were
obtained pricr to instaliation of any bed

DON, Administrator and interdisciplinary
team reviewed and revised as necessary
the policy and procedure for Bed
Inspection and Bed Rail on 4/20/23.

DON or designee will audit completed
assessments, signed consent forms, and
verification of a physician crder for three
resldents weckly for four weeks and
monthly for two more months.

DON or designes will preseni the audit
findings at the monthly QAPI meetings for

“Administrator or designee will reeducate all
nurses in charge of assessments,
maintenance personne! responsible for
installation and all ather staff respensibla
for bed rail related tasks on 5/10/23.

LABORATORY ZIRECTOR'S OR PROVIDCR/SUPPLIER REPRESENTATIVE'S SIGNATURE

AR AN Y

TITLE

Administrator

(XB) DATE

4/26/2023

Any deficiency statement ending with an aslorisk {*) denotes a deficloncy which *he institutlon may ba axcused frem correcling providing It is dotorminad that

other safeguards provide suffictent proteclion o the patients . {Soe instructions.) Except for nursing homas, the findings siated above are disclosabis 90 days
following the dals of survey whether or no! & plar of correction Is providnd, For nursing homes, the above findings and plans of correction are disclosatlo 14

days following Lhe date thesa documents are made available to the facillly. If doficloncies are ciled, an approved plan of correction Is raqulsite to continued

program partic

ipation.
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1. Observation and interview on 4/3/23 at 4:30 .
p.m. with resident 36 in her recom revealed she: ‘
*Was admiited about one month ago.

*Had bilateral quarter bed rails on her bed, ‘ _
-She said the bed rails were on the bed when she . '
was admitted.

*Used the bed rails to reposition herself.

of nursing B about bed ralls revealed:

*When a resident was discharged, she would

submit a work order for maintenance to remove

the bed ralls in preparation for a new resident.

*Before they would install bed ralis, they would

submit a request to the resident's physician to

order a bed rall assessment.

*If the bed rail assossment revealed the resident

would bensfit from bed rails, they would have

compieted the following steps:

-Educated the resident and their representatives : ; S

" about bed rail use and safety. '

i -Obtained signed consent forms for the use of ‘

- bed rails. |

-Submitted a request for maintenance to Install ‘
|
\

2. Interview on 4/5/23 at 10:23 a.m, with director ‘ |
|
|
|

the bed raiis.

*She confimed they had not abtained a . '

physiclan's order, educated the resident, or had a | !

signod consent form for resident 36 to use bed ’

rails. | |

*She had forgotten she had aiready added bed : '

rails to resident 36's care plan, ’
|

|
3. Interview on 4/5/23 at 4:07 p.m. with ‘ : |
administrator A regarding resident 36's bed rails P | . .
rovealed: l { ) S R
*There was a breakdown in communication P R
between tha nursing and maintenance i : \
departments about which bed needed the bed

L |
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F 700, Continued From page 2

. rails removed before resident 36 had meved into
| the facility,

‘ 4. Revlew of resident 36's medical record

i revealed:

- *She was admitted on 3/3/23.

| "There was no record of a bed rali assessment,
" *3he had a Brief Interview for Mental Status

- score of 14, indicating she was cognitively Intact,

i *Under the activities of dally llving portlon of her
. care plan, there was an intervention that read,

‘[ "BED MOBILITY- 1 assist. | have bilateral 1/4

; side rails for bed mobility.”

f -The intervention was initiated on 4/3/23,

5. Review of the provider's 6/23/17 "Bed
Inspection and Bed Rall" policy and procedure
revealed:

*Under the procedure section:

-"1. Resident wiil be assessed upon admlsswon
quarterly and [as needed)] for heed of side rails."
-"2. Upen determination of need for side rails
physician order will be obtained along with
resident and/or family consont."

-"3. Resldent and/or family will have risks and
benefits explained including the risk of significant
injury If a fall occurs.”

-"4. Side rail assessment will be comploted
guarterly and [as necded)”

-'5. Bed Rall safety assessment wilt be completed
Annually per maintenance department fo Include
each zone on attached assessment.”

Labei/Store Drugs and B|olog|cals

CFR{s}): -‘55(75)(1)(2)

§483.45(g) Labeiing of Drugs and Biologicals
Drugs and biojogicals used in-the facility must be

labeled in accordance with currently accepted -

F 700

- F 761

|
|

The schedule (V contrelled medications for 5/20/23
resident 1, 5, 19, and 36 were removed from _
the single ok carl Ihto the ddal locked
controlled substarce comparmont on

4/6/23. All othor rosidents with schedule IV
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professional principles, and include the

" appropriate accessory and cautionary
Instructicns, and the expiration date when
appllcable.

§483.45{h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access {o the keys.

. §483.45(h}{2) The facility must provide separately
locked, permanently affixed compartments for

. storage of controlled drugs listed In Schedule 11 of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.
This REQUIREMENT is not met as evidenced
by:
Based on cbservation, interview, record review,
and policy review, the provider failed to ensure:

" *Four of four sampled residents (1, 5, 19, and 36)
scheduled IV controlled medications had been

. counted and secured under a double lock system.

*One of one medication refrigerator had the

proper interventions documented for out of range

temperatures.

Findings include:;

1, Observation and intervlew on 4/5/23 2:30 p.m.
with director of nursing {DON) B revealed:
*Schedule IV controlled medications In two of two
medication carts (100/400 and 200/300) included:
-Alprazolam 0.5 milligram (mg) 17 tablets for
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controlled medications were placed inte the
dual locked centrolled substance compartment
on 4/6/23.

DCN, Administrator and [nlerdisciplinary team
reviewed and revised as necessary the policy
and procedure for Controlled Substances to
include Schedule 'V medications are locked In
tho controlled substance compartment in the
medication cari on 4/20/23. Medication Room
Refrigerator Temperature policy and procedure
was reviewed and revised or 4/20/23 fo include
proper fridge range temps and a process if
temperatures fall out of the range.

OOCN or designee will recducate all staff
responsible for ensuring Scheduie IV
medications are properly secure, fridge ‘
temperatures are within range and the process

to follow if temperatures fall oul of the range on
5/10423. ‘

DON or designeo will audit proper storage of
controlled substances and fridge temperatures
waokly for four was'ks and monthly for iwo
more manths. - Co

CON our daslgnee will present the audit findings
at the monthly QAPI meotings for roview.,
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resident 19.

-Clonazapam C.5 mg 4 tablets for resident 36,
-Lorazepam 0.5 mg 31 tablets for resldent 5.
~Temazepam 30 mg 9 capsules resident 1,
*DON B confirmed thase schaduled [V controlled
medications were hot kept in the locked |
controlled substance compartment in the |
madication carts. Those medications had not

been included in the nurses- controlled |
" medlcation counts. i

Review of the provider's 3/3/15 Controlled
' Substanees policy requirements for storage and
- documentation only applied to schedule It and
other controlled substances. The policy had not
listed what the othar controfled substances had
included, '

2. Observation on 4/5/23 at 3:00 p.m. of the
locked medication storage room revealed a )
medication refrigerator. It contalned medications . S
that included several types of insulin pong,
suppositories, influenza vaceine, and tuberculin
purified proteln derivative.

interview on 4/5/23 at 3:10 p.m. with DON B
revealed the temperature of tho refrigerator was
" recorded on a daily basis. The refrigerator
| temperature should have been maintained !
between 36 and 46 degress F. \

Review of the provider's Medication Room
RefrigeratorTemperature Manitoring fog revealed:
*February 2023: 26 out of the 28 days the . o
temperature had been recorded below 36 P
degrees F. There were no acticns decumented by e T
staff if the temperature was out of range,

*March 2023: 25 out of the 31 days the
temperature had been recorded below 36
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E degrees F, There were no actions documented by
staff if the temperature was out of range.
*April 1st through the 4th, 2023: 3 out of the 4
days the refrigerator temperature had been
recarded below 36 degrees F. There were no
aclions documented by staff if the temperature
was out of range.
Interview on 4{5/23 at 4:00 p.m, with DON B ‘
revegled: |
*She received the medication room refrigerator ; :
temperature logs after the end of each month, | |
*She had not reviewed those logs to ensure the | “
temperatures had stayed In the correct range or [f : :
there had been any documentation of carrective | i
action taken by staff. ' i
*Staff had not informed her the refrigerator 1
temperatures had been out of the correct range. . *
*They had no policy for the medication ‘ | - £sM QO\)TS? } o
;.refrigerator temperatures, . .
. F 801 1‘ Qualifled Dietary Staff ‘ | Fgo1l Administrator or designee will enr’oliﬁg staff
S5 | GIR(s): 463.60(a)(1)2) i | 5720123, Onacing rerts oo o e =~
; . : gpen dletary manager Include, but hot limfted %D-Dil
i §483.60(a) Staffing ' |‘ to, Increasing starting wage for the pcsition, .
The facility must empioy sufficient staff with the | . expanding advertisements for the position, or
appropriate competencies and skills sets to carry } P E:;?h”]":g?g fzgl'ﬁ-"ly qualifiec staff member
out the functions of the food and nutrition service, 1 i Allresidonts haz"e the potential to be affscled
{aking into consideration resident assessments, : | by this deficient practice.
indlvidual lans of care and the number, acully | l » o
and diagnoses of the facllity's resident population — i %ﬁgwggn;:dsﬁgﬁ;g;i *rf]‘;:‘jsli‘gpli?#;y Ie”:;m
in actordance with the facility assessment ‘ and procedure for Qualified Dietarrz Slafrf).o ¥
required 2! §483.70(0) ‘ | _ _
BCRE CE - ; Adminlstrator or designee will audit the efferls
Thus |nclud- oz :__ T \ ‘ of the vacangy of the position and review
§483.60(a) (1}AQUallﬁed dietitian or other | | o g;;"gnEecmfg;m”;;fggvgmﬁgkg Jg{hfsour .
clinically qualified nutrition professional either
full-time, part-time, or on a consultant basis. A ‘ \
qualified dietitian or other clinlcally quallfied ‘ ‘
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£ 801 Continued From page 6 ' F 801 ] Adminlstrator or designee will present the
nutrition professlonal Is ona who- ! audit findings at the monthly QAP| meetings
(i) Holds a bachelor's or higher degree granted by for review.
a reglonally accredited college or university in the
United Stales (or an equivalent foreign degree)
with completion of the academic requirements of
a program in nutrition or dietstics accredited by
an appropriate national accreditation organization
recognized for this purpose.
(i} Has completed at least 900 hours of
supervised dietetics practice under the
supervision of a registersd distitian or nutrition
professional.
(ifi}) Is licensed or certifled as a dietitian or ‘
nutritlon professional by the State in which the i
servicas are performed. In a State that does not ‘ :
provide for licensure or certification, the individual ‘ !
will be deemed to have met this requirement if he
or she Is recognized as a "registered dietitian” by
the CGommission on Dietetic Registration or its
successor organization, or mests the
requirements of paragraphs (a)(1)(i) and (il of
this section.
(iv) For dietftians hired or contracted with prior to
November 28, 2018, meets these requiremants
no later than 5 years after November 28, 2016 or
as required by state jaw,

§483.60(a)}2) If a qualified diettian or other

clinically qualified nutrition professicnal is not

employed full-time, the facility must designate a

" person to serve as the director of food and
nutrition services.

" () The director of foed and nutrition services
must at & minimum meet cne of the following

" qualifications-

. (A) A certified dietary manager; or

(B) A certlfied food service manager; or

{C) Has similar national certification for food
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F 801 Continued From page 7 : F 801

service management and safety from a national |

cortifying body; or 5
D} Has an assoclate's ar higher degree In food |

! servica managemant or in hospitality, if the '

\ course siudy includes food service or restaurant ‘

" management, from an accredited Institution of
higher learning; or

' (E) Has 2 or more years of experlence in the

| position of director of food and nutrition services

I in a nursing facility setting and has compisted a

 course of study in food safety and management,

I by no iater than Octcber 1, 2023, that includes

. topics integral to managing dietary operations

i Including, but net limlted to, foodborne iliness,

: sanitation procadures, and food

‘ purchasing/racelving; and
{ii) In States that have established standards for

food service managers or dietary managers,

“ meets State requirements for food service

" managets or dletary managers, and

(i) Recsives fraquently scheduled consultations

from a qualified dietitian or other clinically

qualified nutrition professional.

i This REQUIREMENT is not met as evidenced .
by: : . ———
Based on Interview, and job description review,

the provider failed to employ a qualified nutritional ‘

. professional to serve as the dietary manager. ] \

 Findings Include:

! 1. Interview on 4/3/23 at 3:00 p.m. with Cook F. ‘ |
during the initial kitchen tour reveaied: !
*They currently had no dietary manager. |
*The administrater had been fliling the position

* until someone could be hired.

, "It had been many months since they had a

dietary manager on staff.

Interview on 4/4/23 at 4:16 p.m. with
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F 801 | Continued From page 8 F 801

administrator A revealed:

*The last dietary manager had left in early
Ogctober 2022,

~She had worked as the CDM a few months, left
for maternlty leave, and put in har notice when
she returned after her maternity leave ended.
*They had recrulted for the open dietary manager
posilion but were not succeassful in getting
someone hired.

*She confirmed awareness tha! she had been
requirad to have education and trafning if sha
served In the dietary manager position,

"She had not enrclled in or started a dietary
manager tralning program.

*She was not Serv Safe certified.

*None of the cooks or dietary staff had been Sarv
Safe certified.

A registered dietician (RD) was contracted to
complete nutritional assessments and take care
of any dletary needs of the residents.

“The RD came to the facllity at least every two - e
weeks,

Review of the provider's dletary menager job
description revealed: ‘
*Qualifications:

-Dletary manager's certificate.

*If not certified upon hire, must enroll in a course :
within 90 days of hire.

Review of the provider's administrator job :
description revealed: |
*Recommends and develops palicies and
procedures for aspects of the care center S e - |
according to state and federal regulations. . e e e i

F 812 Food Procurement,Store/Prepare/Serve-Sanitary F812| Al residents have the potantlal o be affected by |{ 5123123 )
88=F CFR(s) 483, Ei() J)“ )2} : this deficient practice.
. 's{10| 22
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§483.60(i) Food safety requirements,
The facility must -

§483.60()(1) - Procure food from sources
approved or considered satisfactory by federal,

' state or focal authoritles,

i (i) This may include food items obtalned directly
from local producers, sublect to appiicable State
and local laws or regulations.

(ii} This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with appiicabie
safe growing and food-handling practices.

() This provision does not preciude residentis

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

This. REQUIREMENT Is not met as evidenced
by:

Basod on cbsorvation, Interview and pelicy
reviaw, the provider failed to:

*Ensure appropriate glove use during the meal
preparation and feod service by one of ona cook
{F) during one of bne observed moal service,
“Maintain the cleaniiness of the exhaust fans in
cne of one walk-in cooler.

1. Observation on 4/3/23 at 4:15 p.m. through
5:15 p.m. during food preparation and meai
service with cook F revealed:
*She washed her hands with soap and water,

. dried them, and put on & pair of gloves,
*Foods were taken out of the oven and placed on
the steam table for the meal service.

i *Grilled cheese had been on the menu.
*There had been a stack of buttered slices of -
bread on a wooden cutling board on the food

from consuming foods not precured by the facility.

F812|
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| i
F 812 | Continued From page 9 !

Cook F will be reeducated cn proper glove
usage and hand hyglene on 5/10/23. All other
ceoks responsible for food praparation
regarding glove usage and handg hygisne will
be reeducated on $/10/23.

The walk-in cooler exhaust fans were ¢leaned
of ali dust and debris from the cover on i
412412023, All other exhaust fans covers in the |
kitchen were cleaned from any dust and debrls
on 4/24/2023. Kltchen Cleaning checkilst was
updated an 4/24/2023 to ensure all exhaust
fan covers get cleaned monthly.

Administrator or designee will audit the cooks
for praper glove usage and hand hygisng
weekly for four weeks and monthly for two
more months. Administrator or designee wili
audit the exhaust fans to ensure cleanliness
weekiy for four weeks and monthly for two
more months.

Administrator or designee will present the
audit findings al the monthly QAP| meelings
for review.

o
]
|

FORM CMS-2567(02-83) Previous Verstons Obsaleto

Evenl I 4JR11

Facliity |7; 0022

If continuation sheet Page 10 of 13




PRINTED:
BEPARTMENT OF HEALTH AND HUMAN SERVICES INTED: 0411812023

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A COMPLETED
L BUILDING
435080 B.'WING 04/05/2023
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CORE
BETHESDA OF BERESFORD B08 W CEDAR
BERESFORD, 3D 57004
(X4) [0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S P._AN OF CORRECTION (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 812 | Continued From page 10 F8i2

preparation {able.
*A plastic container with slices of cheese was
next 1o the cutting board.
*She bagan to assembls the grilled cheese and
placed them on the hot cooktop grill. |
*The cheese container was returned to the : ]
cooler. : j
*At 4:39 p.m. she walked over to a kitchan drawer
and openad it with her gloved hands to retrieve a ‘
serving tool, |
-She went to the cooktop grill, removed one of the ‘

|

grilled cheese sandwiches and placed It on the
cutting board.

- “With the same gloved hands touched the top of
the sandwich with the palm of her gloved right

, hand, cut it in half and placed the halves into a
serving container using her gloved hands.

-She removed and discarded her gloves and
placed new gloves on her hands without washing
or sanitizing her hands, |
*At 4:53 p.m. she walked to the cooler and

retrioved the plastic container with slices of |
chaese with her gloved hands.

-With the same gloved hands fook two butlered _
slces of bread, a slice of cheese out of the plastic . | -
container, assembled the sandwich, and placed it ’
onto the cooktep grill, |
*Buring the meal service she used serving
utensils for placing food onto plates for the

| residents.

*At 5:03 p.m. she went to the cooler with her
gloved hands and got a plastic container of 5
shredded cheese and placed it next to the service !
counter. e e e o i
*With those same gloved hands she was - - . e e e
observed placing foods inte small dishes for soup
or side dishes.

-When food had spilled onto the surface of the
dish, she look her gleved right index finger and
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moved the spilled food back into the serving
conlainer.

-She was observed to used her gloved right index
finger to move food back Into a serving dish on 3

: mora occasions during the meal service.

interview on 4/3/23 at 5:20 p.m. with cook F
revealed:

: *She agreed she had missed opportunities for
- hand hygiene and glove changes during meal
preparation and the food service.

*Her education and training was up to date on
proper hand hygiene and giove usage.

Review of the provider's March 2023 revised
Glove Use policy revealed:

**Hands are 1o be washed thoroughly before
putting gloves on and after taking gloves off,
*Glaves are to be changed:

-Before handling ready to cat foods, )
“When coming In contact with something that is
contaminated such as opening a trash can or ‘
touching a door knob or faucets.” ‘ i

2. Observation and interview on 4/3/23 at 3:18
p.m. with Cock F revealed,

*The walk-in cooler exhaust fans had tendrils of a
dark, thick, fuzzy layer of debris that was blowing
out from the fan covers.

*She had not been sure who had been |
responsible lo ensure the fans were cleaned but ‘
thought maintenance was. {

{ Observation on 4/4/23 at 5:10 p.m. of the walk-in ! \
cooler exhaust fans revealed they were in the l e eemim e B
same condition as above. '

Interview on 4/4/23 at 4:37 p.m. with ‘ - ‘
administrator A revealed: - l : |
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*Her expectation would have been for the staff fo
follow proper procedures for hand hygiene and
glove use while working in the kitchen.

*Cook F had received training on hand hygiene
and glove use and had not followed the provider's
policy.

*3he should have included the walk-in cooler

exhaust fans on a cleaning list.
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E {00 | initial Comments E 000
A racertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73,
Emergency Preparedness, requirements for Long
Term Care facilities was conducted from 4/3/23
through 4/5/23. Bethesda of Beresford was found
in compliance,
|
|
|
, b
1 .
‘ |
| |
|
| i
| !
1 .
i ,
1
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE - (X6} DATE

AR WA e Administrator 4/26/2023

Any doﬁdency\élalemonl anding with an asta}lsﬁ {") denoles a deficiency which the Institution may be excused from correcting providing it Is determined that
other safoguards provide sufficlent protection fo the patients . (See instructlons.) Excepl for nursing homes, the findings slatod abovs are disciosable 90 days .
following the dato of survey whsther or nat a plar: of correction is provided. For nursing homes, the above findirgs and plans of correctlon are disclosable 14
days following the date these documents aro made avallaklo to the facillty. If deficlencles are cited, an approved plan of correction is requisite 1o continued
program particlpation.
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. Any dietary manager that has not completed a
Dietary Manager's course, approved by the
. Association of Nutrition & Foodservice
Professianals, shall enroll in a course within 90
days of the hire date and complete the course
within 18 months. The dietary manager and at
least one cook must shall successfully complete
and possess a current certificate from a ServSafe
Food Protection Program offered by various
relailers or the Certified Food Profecticn
Professional's Sanitation Course offered by the
Association of Nuirition & Foodservice
Professionals, or successfully completed
equivalent training as determined by the
department. Individuals seeking ServSafe
recertification are only required to take the
national examinalion. The distary manager shall
menitor the dietetic service to ensure that the
nutritional and therapeutic dietary needs for each
resident are met. If the distary manager is not a
dietitian, the facility shall schedule dietitian
consultations onsite at least monthly, The dietitian
shalt approve all menus, assess the nutritional
status of residents with problems identified in the
assessment, and review and revise dietetic
policies and procedures during scheduled visits.
Adequate staff whose working hours are
scheduled to meet the dietetic needs of the
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|
5000 Compliance/Noncompliance Staterment 5000
" A licensure survey for compliance with the
! Administrative Rules of South Dakota, Article
| 44:73, Nursing Facilities, was conducted from
, 4/3/23 through 4/5/23. Bethesda of Beresford was
| found not in compliance with the following
reguirement: 3296,
I
S 296 44:73:07:11 Director of Dietetic Services 5295 Administrator or designee will enroll two 5/20/23
: o _ staff members into the Serv Save¥iragram
i Afull time dietary manager who is responsible to by 5/20/23. On-going efforts to recruit for
the administrator shall direct the dietetic services, the open dietary manager include, but not

limited to, increasing starting wage for the
position, expanding advertisements for the
pesition, or prometing a highly gualified staff
member within the facility.

All residents have the potential to be
affected by this deficient practice.

DON, Administrator and interdisciplinary
team reviewed and revised as necessary
the policy and procedure for Qualified
Digtary Staff.

Administrator or designee will audil the
efforts of the vacancy of the position and
review on-going racruitment efforts weekly
for four weeks and monthly for two more
months.

Administraior or designee will present the !
audit findings at the monthly QAPI meetings !
for review. :

|
v "
|
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BERESFORD, 5B 57004
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5296

Continued From page 1

residents shalt be on duty daily aver a pericd of
12 or more hours in faclilities.

This Adminlstrative Rule of South Daketa is not
met as evidenced by:
Based on interviews, and job description review,

; the provider failed to ensure the acting dietary

manager and at least one cook had been Serv
Safe certified.
Findings include:

1. Interview on 4/3/23 at 3:00 p.m. with Cook F.
during initial kitchen tour revealed:

*They currently had no dietary manager.

*The administrator had been filling the position
until semeone could be hired.

*It had been many months since thoy had a
dletary manager on staff.

*She had not bean Serv Safe certified and was
nat aware of any dletary staff that had been
cerified.

Interview on 4/4/23 at 4:16 p.m. with
adminlstrator A revealed:
*The last certified dietary manager (COM) had left

" in early October 2022.

-She had worked as the CDM a few months, laft
for maternity leave, and put in her notice when
she retumed after her maternity leave ended.
*Thay had recruited for the open dictary manager
position but were not successful in gelting
semecne hired.

*She confirmed awarcness that she had been
required to have education and training if she
served in the dietary manager posiltion.

*She had not enrolled in or started a dletary
rmanager training program,

*She was not Serv Safe cerlifled,

*Nong of the cooks or dietary staff had been Serv
Safe certifiad.
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: Review of the provider's administrator job
i descripiion revealed:
"Reccmmends and develops policles and
procedures for aspects of the care center
according to state and federal regulaticns.
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