


DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVJOER/SUPPI.IER/CLIA 
IDENTIFICATION NUMBER: 

43A137 

NAME OF PROVIDER OR SUPPLIER 

AVERA BORMANN MANOR 

(X4)1D 
PREFIX 

TAG 

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

F 600 Continued From page 1 
-The warm pack was a heated wet hand towel
wrapped in Chux {disposable waterproof-under
pad).
-Resident 20's cognition score was a 4.

Observation and interview on 1/30/24 at 12:22 
p.m. resident 22 in his room revealed:
*He was seated in a Broda [a specialized
wheelchair] chair.
"He made no eye contact, and was unable to
respond coherently to questions.

Review of resident 20's electronic medical record 
revealed his: 
*12/27/23 Brief Interview of Mental Status score
was a 4, meaning he was cognitively impaired.
*Diagnoses Included Alzheimer's Disease and
Lewy Body dementia with behavioral disturbance,
and anxiety.
*Medication administration record included a
1/20/24 physician order for Silver Sulfadiazine
(Silvadene 1%) to the right side of the neck for a
burn.
*Care plan Included the following:
-"Resident blank stares and is verbally
unresponsive to family and staff."
-"Staff will anticipate needs."
-"Chronic Pain-as evidenced by: hx [history] of
headaches, GERO [gastroesophageal reflux
disease], monitor for facial grimacing and
nonverbal s/s [signs and symptoms] of pain."
-He required the assistance of two staff members
for most activities or daily living.

Interview on 1/30/24 at 10:44 a.m. with restorative 
aide (RA) F regarding the above-referenced 
report revealed: 
*Her employment began in March, 2023, and she:
-Had transferred from a sister facility.
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F eoo 1. All nursing and restorative
nursing staff were notified on 
1 /24/24 to discontinue use of 
any warm packs on resident 20 
and also on all residents who 
are cognitively incapable of 
communicating needs. 
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2. The warm pack policy and
procedure in use at the time of
the incident has been
discontinued.

3. The nursing staff and restorative
staff wHI now apply blankets or
towels warmed in a commercial
warmer (set to 130 degrees F
per manufacturer guidelines for
injury prevention) to residents
requesting heat application.

4. The policy and procedure for •
heat therapy has been changed
to reflect warm blanket/towel
use. This policy and procedure
will be followed by the nursing
and restorative nursing care
staff. All nursing and restorative
care staff will be trained on the
new policy by 2/21/24.
All nursing and restorative care
staff will also be trained on the
preparation and application of the          
warm blankets/towels. This
training will be given by the DON
and/or designee. This training
will also be completed by 2/21/24.
The charge nurse will be
responsible for checking and
documenting the temperature of
the towel warmer once per shift.
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