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INITIAL COMMENTS

A recertification health survey for compliance
with 42 CFR Part 483, Subpart B, requirements
for Long Term Care facilities was conducted from
12/10/24 through 12/12/24. Avantara Mountain
View was found not in compliance with the
following requirements: F657, F658, F698, F759,
F761, F880, and F881 and to have past
non-compliance at F689.

A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for Long
Term Care facilities, was conducted from
12/10/12 through 12/12/24. Areas surveyed
included elopement, resident rights, accidents
and physical environment. Avantara Mountain
View was found in compliance.

Care Plan Timing and Revision

CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans
§483.21(b){2) A comprehensive care plan must
be-

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

(i) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B) Aregistered nurse with responsibility for the
resident.

(C) Anurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) Tothe extent practicable, the participation of
the resident and the resident'srepresentative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined

F 000

F 657 1. Resident 26's care plan was updated to reflect
specific non-pharmacological interventions that
are individualized to this resident. Resident 51's
care plan was updated to reflect the correct
medication. All residents with specific behaviors
that affect others and residents with antiplatelet
for anticoagulant medications are at risk for care
plan inaccuracies or omissions. All care plans for
those with behaviors affecting others and
ntiplatelet or anticoagulant drug therapies have
been audited for accuracies and proper
intervention inclusion.
2. Administrator or designee will conduct
education to the facilities Social Services staff, to
nclude Social Services Director U, on the
facility's Care Plan policy to include
requirements for specific non-pharmacological
interventions. The 24- hour report will be
reviewed for behavior charting daily on
weekdays and the care plan will be updated at
that time. All new resident’s behavior charting
will be reviewed 30 days after admission for
trends during behavior meeting. All resident’s
behavior care plan will be reviewed and updated

1/26/2025

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Laura Karlson

TITLE
Administrator

(XB) DATE

January 06, 2025

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable S0 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 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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. condition. An order listing, summarizing all
F 857 Continued From page 1 F 657 residents’ new orders, wﬁl be reviewedgdaily on
not practicable for the development of the weekdays for any additions or changes to
resident's care plan. iantiplatelet or anticoagulant drug therapies. The
(F) Other appropriate staff or professionals in care plan will be reviewed and updated as
disciplines as determined by the resident's needs changes occur. The Director of Nursing (DON)
or as requested by the resident. or_D_esignee will edgcate all nurse managers and
(iii)Reviewed and revised by the interdisciplinary Clinical Care Coordinators on the facility's Care
team after each assessment, including both the Plan Policy and the new process of daily review
comprehensive and quarterly review ’and fSllow up expectgtlong for care plan
updates. This education will be completed by
assessments. , ) January 26, 2025. Those associates not in
This REQUIREMENT is not met as evidenced attendance at the education session due to
by: \vacation, sick leave, or casual work status will be
Based on observation, interview, record review, educated prior to their first shift worked.
and policy review, the provider failed to ensure
two of two sampled residents (26 and 51) had [3. The DON or designee will audit five residents
their care plans followed, updated, and revised Wwho are on antiplatelet or anticoagulant drug
promptly to reflect their current status and care therapies and five residents with behaviors
needs. Findings include: Iaffecfcmg others to ensure care planis accuratg
iand list the proper interventions for each. Audits
. . . will be completed weekly X 4 weeks and then
i nterview on 12/12/24 at 1046 with uplicsnsed monthly for 2 months, Résults of audits will be
medication aide L and certified nurse aide (CNA) discussed by the DON or designee at the
R regarding resident 26 revealed: monthly Quality Assessment Process
*Resident 26 was blind in one eye. Improvement (QAPI) meeting with the
*This time of year, "is hard" on resident 26. Interdisciplinary Team (IDT) and Medical
-She raised her grandchildren and wants to do Director for analysis and recommendation for
things for them that she is not able to do. COntinUation/d.iSCOn.tinUation/reViSiOn of audits
*Resident 26, at times, "gets out of line verbally”. based on audit findings.
-When that happens staff would get the nurse or
director of nursing to assist them.
-Her personal care was provided with two staff
members present.
*CNA R stated they find information in the
resident's Kardex (an electronic summary of a
resident's care needs), and the CNA's trained
each other on how to care for the residents.
| Interview and record review on 12/12/24 at 11:04
a.m. with social service director U regarding
resident 26 revealed:
*Resident 26 was "usually very kind" and there
FORM CMS-2567(02-29) Previous Versions Obsolete Event ID: IE7211 Facility ID: 0049 If continuation sheet Page 2 of 37
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are times when "she is not so kind to some staff."
*After reviewing resident 26's care plan
interventions for her behaviors she agreed the
non-pharmacological (excludes medications)
interventions were not listed.

*The process to review and update care plans
was an interdisciplinary process (involves more
than one) process.

-She was responsible for updating the behavior
area of the resident's care plans.

Interview on 12/12/24 at 11:18 a.m. with
registered nurse (RN) Q regarding resident 26's
behaviors revealed she stated the interventions
included "cares in pairs, so two staff go in [to care
for resident 26] at all times."

Review of resident 26's 12/12/24 care plan
revealed:

*She had a history of "manipulative behaviors"
and "false accusations."

*The interventions for her manipulative behaviors
and false accusations included
"Non-pharmacological interventions" but there
were no specific non-pharmacological
interventions listed.

2. Review of resident 51's medical record
revealed:

*He was admitted on 6/10/23.

*His diagnoses included vascular dementia and
stroke.

*His physician orders included:

-Eliquis (a blood thinner medication) 5 milligrams
(mg) by mouth twice daily for irregular heartrate.
-Aspirin 81 mg one time a day.

Review of resident 51's 12/11/24 care plan
included:

*A 2/6/24 revised focus area of "l am on
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Antiplatelet therapy [prevents blood platelets from
clumping together into a blood clot)/ASA (aspirin)
and Plavix related to CerebrovascularDisease.”
-A 6/21/23 intervention to
"Monitor/document/report to MD [medical doctor]
as needed signs/symptoms of antiplatelet
complications: blood tinged or frank blood in
urine, black tarry stools, dark or bright red blood
in stools, sudden severe headaches, nausea,
vomiting, , diarrhea, muscle joint pain, lethargy,
bruising , blurred vision, SOB [shortness of
breath], Loss of appetite, sudden changes in
mental status, significant or sudden changes in

| vis [vital signs]."

Interview on 12/12/24 at 11:17 a.m. with RN Q
regarding resident 51's medications revealed:
*Eliquis and Plavix were not the same
medication.

*Eliquis required more labs and blood monitoring
than Plavix would.

*Resident 51 was prescribed Eliquis and not
Plavix, his care plan indicated he was taking
Plavix.

Interview on 12/12/24 at 12:28 p.m. with director
of nursing (DON) D regarding resident 51's
medications revealed:

*Plavix is an anti-platelet medication.

*Resident 51 was taking Eliquis.

-Eliguis did not require routine lab work.

*The care plan process was for the
interdisciplinary team to work together to develop
and revise the resident's care plans.

-The Minimum Data Set nurse would initiate the
resident's care plan related to medications.
-Medications were not "typically specified" on the
care plan as medications could change.

| *Her expectation was for the resident's care plan
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Continued From page 4

to be updated as the resident's care and needs
changed.

Review of the provider's 9/30/24 Care Plan policy
revealed:

*"Individual, resident-centered care planning will
be initiated upon admission and maintained by
the interdisciplinary team throughout the
resident's stay to promote optimal quality of life
while in residence. In doing so, the following
considerations are made:”

-"Each resident is an individual. The personal
history, habits, likes and dislikes, life patterns and
routines, and personality facets must be
addressed in addition to medical/diagnosis-based
care considerations.”

-"Care planning is constantly in process; it begins
the moment the resident is admitted to the facility
and doesn't end until discharge ordeath.”
*'Interventions act as the means to meet the
individual's needs. The "recipe” for care requires
active problem solving and creative thinking to
attain, and clearly delineates who, what, where,
when, and how the individual resident goals are
being addressed and met. Assessment tools are
used to help formulate the interventions (they are
not THE intervention).”

*'Care Plans should be updated between care
conferences to reflect current care needs of the
individual resident as changes occur."

Services Provided Meet Professional Standards
CFR(s): 483.21(b)(3)(i)

§483.21(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

(i) Meet professional standards of quality.

F 657

F 658

1. Immediate action was taken for the improper
completion of the controlled medication count at
the time this error was brought to the attention of |
the DON during recertification survey. The count
was completed and verified by 2 nurses for
faccuracy. Resident 59 received a physician’s
order, and the Medication Self-Administration
Evaluation assessment was completed on
12/10/2024 and again on 01/06/2025 and proved
competent with self-administration of the

1/26/2025
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This REQUIREMENT is not met as evidenced
by:

A. Based on observation, interview, and policy
review, the provider failed to adhere to
professional standards of care practice and their
facility's process for the accountability of
controlled (risk for mental or physical
dependence) medications by one of one
registered nurse (RN) (1) and two of two licensed
practical nurses (LPN) (S and P) who had signed
the accounting of controlled medications sheet
before a physical inventory of those medications
with the oncoming nurse had occurred.

Findings include:

1. On 12/10/24, review of the second floor east
wing Shift Verification Of Controlled Substances
Count sheet at 8:22 a.m. and interview at 2:30
p.m. with LPN S revealed:

*At each change of shift, the oncoming and
offgoing nurses completed and verified an
accounting of all the controlled (risk for mental or
' physical dependence) medications in the
medication cart.

-Both nurses signed and dated the verification of
controlled substances count sheet after the
accounting process was completed.

*As the 12/10/24 oncoming nurse for the 6:00
a.m. to 6:00 p.m. shift, LPN S and the offgoing
nurse counted the controlled medications in the
medication cart together and signed the
verification sheet.

-LPN S then signed the verification sheet as the
offgoing nurse for 12/10/24 even though her shift
was not scheduled to have ended until 6:00 p.m.
and the controlled medication count with the
oncoming nurse for the next shift had not been
completed.
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F 658 | Continued From page 5 F 658 Emergency inhaler. No immediate action could

e taken for resident 18's medications signed off
s given prior to administration. The offending
nurse was verbally educated at the time of
urvey. All residents who self-administer
inhalers are at risk for not having a self-
dministration of medication evaluation
ompleted or not being able to follow the
dministration steps for their inhaler. All
residents who self-administer inhalers have been
reviewed to ensure they are able to correctly |
dminister their inhaler and have a current self-
dministration of medication evaluation and
hysician order to do so.
. The DON or designee will educate all nurses
nd medication aides (MA) on the Controlled
ubstance Storage and Controlled Substances
policy and the Medication Administration Policy
o include RN |, LPNs S and P. All nurses who
omplete self-administration of medication
valuations will be educated on the Self-
dministration of Medication policy and
ompletion of the Self-Administration of
Medication Evaluation. All education will be
ompleted by January 26, 2025. Those
ssociates not in attendance at the education
ession due to vacation, sick leave, or casual
ork status will be educated prior to their first
hift worked.
3. DON or Designee will observe 5 opportunities
uring shift change, with various nurses and
edication aides, for proper procedure during
ontrolled medication count. In addition, the
DON or Designee will observe 5 opportunities
ith various nurses and medication aides at
medication pass to audit for proper procedures
f documentation after medication
dministration. All residents who self-administer|
inhalers will be observed weekly ensure correct
procedures are followed for their type of inhaler.
udits will be completed weekly X 4 weeks and
hen monthly for 2 months. Results of audits will
be discussed by the DON or designee at the
monthly QAPI meeting with the IDT and Medical |
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2. Review of the second floor west wing Shift
Verification Of Controlled Substances Count
sheet and interview on 12/10/24 at 8:45 a.m. with
LPN P revealed:

*As the oncoming nurse for the 6:00 a.m. to 6:00
p.m. shift that day she and an offgoing nurse from
the overnight shift had signed that sheet that
confirmed they had completed the controlled
medication count.

-LPN P had signed the verification sheet as the
offgoing nurse for 12/10/24 even though her shift
was not scheduled to have ended until 6:00 p.m.
that night.

*LPN P knew she was not to have signed that
sheet as the offgoing nurse until the end of her
shift after the controlled medication count was
completed with the oncoming nurse.

3. Review of the first-floor east wing Shift
Verification Of Controlled Substances Count
sheet and interview on 12/10/24 at 10:40 a.m.
with RN | revealed she:

*Had signed the verification sheet as the offgoing
nurse for 12/10/24 even though her shift was not
scheduled to have ended until 8:00 p.m. that
night.

-Was not to have signed that sheet as the
offgoing nurse until the end of her shift after the
controlled medication count was completed with
the oncoming nurse.

Review of the provider's November 2017
Medication Storage and Controlled Medication
Storage policy revealed "6. At each shift change
or when keys are surrendered, a physical
inventory of all Schedule l1, including refrigerated
items, is conducted by two licensed nurses or per
state regulation and is documented on the
controlled substances accountability record or

based on audit findings.

continuation/discontinuation/revision of audits
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B. Based on observation, record review,
interview, and policy review the provider failed to
accurately document that assessment of the
appropriateness and safety of self-administration
of medications for one of one sampled resident
(59) who self-administered an inhaled medication.
Findings include::

*Required assessments and documentation were
completed prior to resident 59 self-administering
his Ventolin HFA inhaler. |
*One of two sampled registered nurses (RN) (1)
had administered medications prior to
documenting that those medications were
administered one of one sampled residents (18). |
Findings include:

1. Observation on 12/10/24 at 11:00 a.m. of
resident 59 while in his wheelchair in the hallway
revealed he:

*Removed a medication inhaler from his shirt
pocket,

*Inhaled twice from the inhaler.

*Returned the inhaler to his shirt pocket.

Review of resident 59's electronic medical record
(EMR) revealed:

*He was admitted on 1/12/24.

*His 11/12/24 Brief Interview for Mental Status
(BIMS) assessment score was 10, which
indicated he had moderate cognitive impairment.
*His diagnoses included lung cancer, chronic
obstructive pulmonary disease (COPD)(a group
of lung diseases that block airflow and make it
difficult to breathe), and dementia.

*On 12/10/24 at 11:30 a.m. a physician order was
entered that indicated resident 59 "May keep

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 658 | Continued From page 7 F 658
verification of controlled substances count
report.”

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: [E7211 Facility ID: 0049 If continuation sheet Page 8 of 37




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

PRINTED: 12/27/2024
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

435040

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

c
12/12/2024

NAME OF PROVIDER OR SUPPLIER

AVANTARA MOUNTAIN VIEW

STREET ADDRESS, CITY, STATE, ZIP CODE
916 MOUNTAIN VIEW ROAD
RAPID CITY, SD 567702

oD | SUMMARY STATEMENT OF DEFICIENCIES

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION | (x5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 658 | Continued From page 8

[Ventolin HFA inhaler] at bedside".

*On 4/11/24 a Ventolin HFA inhaler order was
entered into the physician orders that did not
include "May keep at bedside" in the order.
*On 12/10/24 at 11:27 a.m. a Medication
Self-Administration Evaluation assessment was
completed.

-Section four of this assessment was related to
disqualifying factors for self-administration.
-One of the listed disqualifying factors was
"Dementia or that affect their ability to
self-administer”.

-There were no previous assessments for
self-administration prior to 12/10/24.

*His care plan was updated on 12/10/24 to
include, "May keep Ventolin inhaler at bedside
and self-administer. | prefer to keep in my
pocket."

*There were no documented administrations or
self-administrations of the inhaler in resident 59's
medication administration record (MAR).

2. Observation and interview on 12/11/24 at 8:17
a.m. with resident 59 revealed:

*His inhaler was in his shirt pocket.

*He stated that he had been using an inhaler for
two to three years.

*He stated that he had had the inhaler to take on
his own since he was admitted to the facility.
*He stated that he was taught how to usethe
inhaler when he lived in a neighboring state.
*When he was asked if staff had talked to him
about how and when to use the inhaler since he
was admitted, he replied, "They might have but |
cannot remember”.

Interview and review of resident 59's EMR on
12/12/24 at 12:00 p.m. with assistant director of
nursing (ADON) E revealed:

F 658
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bedside", updated the care plan, and completed
the Medication Self-Administration Evaluation on
12/10/24 after she had witnessed resident 59
self-administer his inhaler.

*She confirmed resident 59's had a BIMS
assessment score of 10 and a diagnosis of
dementia.

*She confirmed the Medication
Self-Administration Evaluation contained a
section labeled "Disqualifying Factors" and one of
those disqualifying factors was "Dementia or
Alzheimer that affect their ability to
self-administer”.

Review of the provider's 11/19/24
Self-Administration of Medications policy
revealed:

*"If the resident has expressed a desire to
self-administer, the interdisciplinary team will
complete an evaluation of the resident's cognitive,
physical and visual ability to carry out this
responsibility. The facility may require the drugs
to be administered by the nurse until the care
planning team has the opportunity to obtain
information necessary to make a determination
on resident's ability to complete the task.”
*"Evaluations will be completed Quarterly, with
change of condition, annually and prn [as
needed].”

*"If the resident is deemed capable to
self-administer medications, then the drugs will
be stored in a locked box in the resident's room,
unless otherwise determined by the
interdisciplinary team."

*'Nursing staff will be responsible for recording
self-administration doses in the resident's
medication administration record, unless
otherwise detemmined by the interdisciplinary
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3. Observation on 12/12/24 at 8:40 a.m. of RN |
while administering resident 18's medications
revealed:

*Resident 18 had twelve oral medications and
one nasal spray scheduled to be administered.
*RN | compared the medication cards to the
resident's MAR as she prepared the medications
for administration.

*She selected the "Y [yes]” in the MAR as she
removed the medications from the cards and
botiles.

*She signed that she had administered those
medications in the MAR.

*She then took those medications to resident 18's
room and administered the medications.

Interview on 12/12/24 at 1:45 p.m. with director of
nursing (DON) D revealed she expected
medications to be administered to residents prior
to staff signing that the medications had been
administered.

Review of the provider's /18 Medication
Administration policy revealed "The individual
who administers the medication dose, records the
administration on the resident's MAR immediately
following the medication being given."

F 689 | Free of Accident Hazards/Supervision/Devices
8§S=D | CFR(s): 483.25(d){1)(2)

§483.25(d) Accidents.

The facility must ensure that -

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

§483.25(d)(2)Each resident receives adequate

F 658
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supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on South Dakota Department of Health
(SD DOH) facility-reported incidents (FRI),
interview, record review, and policy review, the
provider failed to ensure one of two facility
operated buses had functional straps to safely
secure one of one sampled resident's (26)
wheelchair while being transported from another
location. Failure to ensure the straps were
functional and the wheelchair was safely secured
potentially placed the resident at risk for harm or
injury. This citation is considered
past-non-compliance based on a review of the
corrective action the provider implemented
following the incident.

Findings include:

1. Review of the provider's submitted SD DOH
FRI regarding resident 26 revealed:

*On 10/19/24 at 1:30 p.m. resident 26 was being
transported from a dialysis appointment to the
facility on one of the provider's buses.

-During that transport, the driver of the bus had
looked in the rear-view mirror and noted the
resident to be tilted backward in her wheelchair.
-Upon his assessment of the wheelchair, he
noted one of the front clamp straps, that was
used to secure the wheelchair, was extended.

-It was explained that the tie-down system is
supposed to automatically tighten when the strap
begins to loosen from "normal” bumps of the bus.
The tie-down had not done that.

-The facility initiated a tie-down inspection to be
completed daily as a part of the daily bus
inspections to ensure proper functioning.

Past noncompliance: no plan of
correction required.
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The provider implemented actions to ensure the
deficient practice does not reoccur was confirmed
after review revealed the provider had:
*Removed the non-functioning tie-down strap.
*Purchased a new strap.
*Provided education to the bus drivers regarding
the use of the tie-down straps and how to inspect
them to ensure they were functioning properly.
*Implemented a documented daily inspection
process for the buses and functionality of the
strap.
*Assigned a bus driver to a "lead’ position to be
responsible for communicating any maintenance
requirements to the bus driver's supervisor.
*Completed audits to ensure the daily inspection
forms were being completed.
*ensured their audits were presented at the next
Quality Assurance meeting.
*Followed their quality assurance process.
Based on the above information, non-compliance
at F689 occurred on 10/19/24, and based on the
provider's implemented actions on 10/29/24 for
the deficient practice it was confirmed on
12/12/24 the non-compliance is considered past
non-compliance. 1. No immediate action could be taken for 112612025
F 698 | Dialysis F 698 fasident 26, 33, and 85. All residents who
§8=E | CFR(s): 483.25() require dialysis are at risk. All residents who
receive dialysis are at risk for not having their
§483.25(1) Dialysis. vital signs taken after their return. The nurses
The facility must ensure that residents who have been educated and the Dialysis UDA has
require dialysis receive such services, consistent been updated so that vital signs must be
with professional standards of practice, the manually entered. o
comprehensive person-centered care plan, and 2. On 12/13/24 the LGHC Dialysis (West) UDA
the residents' goals and preferences. \was updated to reflect ”.”a““a‘ entry of vital
This REQUIREMENT is not met as evidenced rslgns. The DON'or Qes1gnee e educa@e gt
nurses on the Dialysis Management policy to
by: include the Post-Dialysis Evaluation Assessment
Based on interview, record review and policy requirements and the updates to the LGHC

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: IE7211

Facility 1D: Q049

If continuation sheet Page 13 of 37




PRINTED: 12/27/2024

DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QOF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
435040 B. WING 12/12/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
916 MOUNTAIN VIEW ROAD
AVANTARA MOUNTAIN VIEW
RAPID CITY, SD 57702
(X4) ID | SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
|

F 698| Continued From page 13

review the provider failed to ensure three of three
sampled residents (26, 33, and 85) who required
dialysis treatment were monitored for
abnormalities upon returning from their dialysis
treatments. Findings include:

1. Observation and interview on 12/10/24 at 2:07
p.m. with resident 26 revealed:

*She was seated in her wheelchair in her room.
*She stated she had "just returned from dialysis"
and was waiting for a certified nurse aide (CNA)
to assist her into her bed.

*She stated there was a dialysis port in her right
arm.

Review of resident 26's electronic medical record
(EMR) revealed:

*Her admission date was 5/4/19.

*Her diagnoses included: end-stage renal
disease, dependence on renal dialysis, heart
failure, and Type Il diabetes.

*Her physician's orders included she was to
receive dialysis freatments on Tuesdays,
Thursdays, and Saturdays.

Review of resident 26's Post-Dialysis Evaluation
assessment, Section 3 vitals area documentation
revealed:

*Her 11/23/24 blood pressure (BP), temperature,
pulse, and oxygen (O2); her 11/21/24 respiration
rate (RR); and her 11/29/24 blood sugar were
documented as her post-dialysis vital on
11/30/24.

*Her 11/23/24 BP, temperature, pulse, and 02;
her 11/21/24 RR were documented as her
post-dialysis vitals on 12/2/24.

*Her 12/7/24 BP, temperature, pulse, RR, and
02; her 12/9/24 blood sugar (BS) were
documented as her post-dialysis vital on

Dialysis (West) to be completed by January 26,
2025. Those associates not in attendance at the
education session due to vacation, sick leave, or
casual work status will be educated prior to their
first shift worked.
3. DON or designee will audit 5 residents’ Post
Dialysis Evaluation Assessment for post dialysis
vital signs. Audits will be completed weekly X 4
weeks and then monthly for 2 months. Results of]
udits will be discussed by the DON or designee
t the monthly QAPI meeting with the IDT and
Medical Director for analysis and
recommendation for
continuation/discontinuation/revision of audits
based on audit findings.

F 698
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[ 12/10/24.

2. Interview on 12/10/24 at 3:52 p.m. with resident
33 revealed she stated:

*She received dialysis on Tuesdays, Thursdays,
and Saturdays.

*'Nurses sometimes" check her vital sighs when
she returned from dialysis, and at other times she
would go to dinner without them being taken.

Review of resident 33's EMR revealed:

*Her date of admission was 2/26/20.

*Her 11/6/24 Brief Interview of Mental Status
(BIMs) assessment score was a 13, which
indicated her cognition was intact.

*Her diagnoses included: chronic kidney disease
(CKD) Stage 5, other symptoms and signs
involving cognitive functions and awareness,
dementia, type 2 diabetes with hyperglycemia,
and dependence on renal dialysis.

*Her physician's orders included she was to
receive dialysis treatments on Tuesdays,
Thursdays, and Saturdays.

Review of resident 33's Post-Dialysis Evaluation
assessment, Section 3 vitals area documentation
revealed:

*Her 11/23/24 BP, temperature, pulse, and O2;
her 11/15/24 RR; and her 11/29/24 BS were
documented as her post-dialysis vitals on
11/30/24.

*Her 11/23/24 BP, temperature, pulse, and 02;
her 11/15/24 RR; and her 12/2/24 BS were
documented as her post-dialysis vitals on
12/3/24.

*Her 12/7/24 BP, temperature, pulse, RR, and
02; her 12/9/24 BS were documented as her
post-dialysis vitals on 12/10/24.

F 698
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3. Review of resident 85's EMR revealed:

*His admission date was 11/8/24.

*His diagnoses included: end stage renal
disease, dependence on renal dialysis, diabetes,
heart disease, acute and chronic heart failure,
kidney failure, and orthostatic hypotension(low

blood pressure when standing from sitting or lying
position).

*His dialysis schedule was Monday, Wednesday,
and Friday.

*His care plan included, "Report significant
changes in pulse, respirations, and BP [blood
pressure] immediately.”

Review of resident 85's Post-Dialysis Evaluation
assessment Section 3 vitals documentation
revealed:

*His 12/5/24 BP, temperature, pulse, RR, and BS;
12/5/24 02 were documented as his post-dialysis
vitals on 12/2/24.

4. Interview on 12/12/24 at 10:45 a.m. with
unlicensed medication aide (UMA) L and certified
nursing assistant (CNA) R revealed:

| *The nurse or a CNA would obtain a resident's
vitals when a resident returned from dialysis.
-When the CNA obtained the resident's vitals,
they would write the vitals on a piece of paper
and give that paper to a nurse.

Interview and record review on 12/12/24 at 11:23
a.m. with registered nurse Q revealed the
process for completion of a resident's
post-dialysis return assessment was:

*The resident's vital signs were obtained when
the resident returned from dialysis.

-A nurse or anyone was able to take the vital
signs.

! -When a CNA obtained resident's vital signs, they
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| "write it down" and "hand it to us."
*When reviewing the post-dialysis assessment in
Section 3 and the vitals for that section, she
confirmed the documented post-dialysis vitals
referred to above were not dated the day the
residents returned from dialysis and should have
been.

Interview and record review on 12/12/24 at 12:56
p.m. with director of nursing D regarding the
post-dialysis assessment for residents upon their
return from dialysis revealed:

*She agreed the post-dialysis assessment vitals
were sometimes recorded from a previous day
and not the day the resident returned from
dialysis.

*When a new assessment was started the last
documented set of vital signs were pre-populated
into that assessment.

-Whomever was completing the new assessment
were to have removed the pre-populated data
and enter that day's post-dialysis resident's vitals.
*She confirmed the removal of the pre-populated
data was not always completed.

*She stated, "l should have known about this a
long time ago."

5. Review of the provider's revised February 2024
Dialysis Management policy revealed:

*'The facility has designed and implemented
processes which strive to ensure the comfort,
safety, and appropriate management of
hemodialysis residents. The facility will ensure the
following;"

-"7. Upon return from Dialysis Center, review
information provided on Dialysis communication
form. Communicate and address as appropriate.
Complete post-dialysis information and record on
UDA [user defined assessment] in PCC [Point
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Click Care]."
F 759 | Free of Medication Error Rts 5 Prent or More
S8S=E | CFR(s): 483.45(f)(1)

§483.45(f) Medication Errors.

The facility must ensure that its-

§483.45(f)(1) Medication error rates are not 5
percent or greater;

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
policy review, and manufacturer's
recommendation review the provider failed to
ensure the following:

*A topical pain medication was applied according
to the manufacturer's recommendation for three
of three sampled residents (18, 20, 22, and 37)
by two of two staff members (RN G and UMA K.)
*A nasal spray was administered per the
physician's order to one of one sampled resident
(18) by one of one RN I.

*A nebulizer treatment was administered per the
physician's order to one of one sampled resident.
*A topical powder was applied to one of one
sampled resident (54) without a physician's order.
Those observations created a medication error
rate of 18.75%.

1. Observation and interview on 12/11/24 from
1:00 p.m. through 1:30 p.m. of RN G during
medication administration revealed:

*She administered diclofenac sodium external gel
1% (for arthritis pain and inflammation) to
resident 20's knees.

-The order on the medication administration
record (MAR) indicated she was to receive four
grams.
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F 759|1. Residents 18, 20, 22 and 37 orders have been1/26/2025
clarified by MD and changed in Point Click Care
(PCC). All residents who receive Volteran are at
risk and will have orders clarified by MD to
include dosage. No immediate action could be
taken for resident 18. All residents who receive
nasal spray are at risk. No immediate action
could be taken for resident 29. All residents who
receive nebulizer treatments are at risk. No
immediate action could be taken for resident 54.
All residents are at risk.
2. All Med aides and Nurses, to include RN G
nd UMA K, will be educated on the Topical
Medication Administration Procedure to be
ompleted by January 26, 2025. An order listing,
ummarizing all residents’ new orders, will be
reviewed daily on weekdays for new Volteran
rders to ensure order is complete to include

osage. All UMAs and Nurses, to included RN I,

ill be educated on the Following Physician

rders Policy to be completed by January 26,

025. All UMAs and Nurses, o include RN N,

ill be educated on the Medication

dministration Policy and Standing Order
Procedure. This education will be completed by

anuary 26, 2025. Those associates not in

ttendance at the education session due to |
acation, sick leave, or casual work status will be
ducated prior to their first shift worked.

. DON or Designee will observe 5 opportunities
or medication administration of Volteran gel.
DON or Designee will observe 5 opportunities for

edication administration of Flonase, nebulizer

nd Nystatin. Audits will be completed weekly X

weeks and then monthly for 2 months. Results
Ff audits will be discussed by the DON or
I

esignee at the monthly QAPI meeting with the
DT and Medical Director for analysis and
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*She identified that there was a measurement
device that was to be used to determine the
correct dose, but she did not use it.

*She dispensed an unknown amount of gel into a
medication administration cup.

*She administered diclofenac sodium external gel
1% to resident 22's knees.

-The order on the MAR indicated that the
medication was to be applied to her knee four
times a day "as directed".

-There was no dose included in the medication
order.

*She did not clarify the dose with the provider
prior to administering it.

Observation on 12/11/24 at 4:53 p.m. of the
medication pass with UMA K revealed:

*She administered diclofenac sodium 1% gel to
resident 37's lower back.

-The order on the MAR indicated four grams were
to be administered.

*She did not use the measurement device to
determine the correct dose.

*The measurement device remained secured to
the inside of the box the diclofenac was in.

*The tube of diclofenac was partially used prior to
that administration.

Observation and interview on 12/12/24 at 8:40
a.m. of a medication pass with RN | revealed:
*She administered Flonase 50mcg
{micrograms)/act two sprays in each of resident
18's nostrils.

*The order on the MAR was to administer "1
spray" in each nostril twice daily.

*She indicated that she had given more Flonase
than what was ordered to resident 18.

Interview on 12/12/24 at 11:11 a.m. with UMA L

|

icontinuation/discontinuation/revision of audits
ibalsed on audit findings.
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revealed:

*The measuring device that was included in the

| box with the diclofenac sodium 1% gel was to be

used to determine the dose of the gel to be
administered.
*He agreed the measurement device remained

| secured to the diclofenac sodium 1% gel box that

was pulled from the medication cart.

*He agreed the tube in the box was partially
empty.

*He indicated that some staff members do not
use the device when they administer the
medication.

Interview on 12/12/24 at 1:45 p.m. with director of
nursing (DON) D revealed it was her expectation:
*That the measurement device in the diclofenac
sodium 1% gel be used to determine the dose of
the medication prior to administration.

*That the correct dose of medicationbe
administered.

Review of the manufacturers' 2/22
recommendations for the diclofenac sodium 1%
gel revealed:

*Under the heading "Measuring the correct
amount using the dosing card.”

-The direction for dose measurement was
"Squeeze gel from the tube equal to the length
shown".

Review of the provider's 9/18 Medication
Administration policy revealed:

*"Medications are administered as prescribed in
accordance with manufacturer's specifications,
good nursing principles and practices”.

*"Prior to administration, review and confirm
medication orders for each individual resident on
the Medication Administration Record.
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2. Observation on 12/11/24 at 7:59 a.m. revealed
resident 29's nebulizer medicine cup was sitting
on her bedside table and contained a clear liquid.

Review of resident 29's MAR revealed her
morning nebulizer treatment was documented as
administered.

Interview on 12/11/24 at 11:20 a.m. with resident
29 revealed she:

*Had not received her morningnebulizer
treatment.

*Stated she had been busy during the morning
and when she returned to her room, she could
not reach the button to start her nebulizer
treatment.

Interview on 12/11/24 at 11:32 a.m. with director
of nursing (DON) D in resident 29's room
revealed:

*Resident 29 had told DON D she had not had
her morning nebulizer treatment.

*DON D confirmed the clear liquid in resident 29's
nebulizer medicine cup was her morning
nebulizer treatment.

Continued interview on 12/11/24 at 11:37 a.m.
with DON D revealed:

*She confirmed resident 29's morning nebulizer
treatment was documented as administered.
*Her expectations of staff were to fill the nebulizer
medication cup when the resident was ready for
the treatment and hand the nebulizer treatment to
the resident. After the resident was finished with
the nebulizer treatment, the staff were to clean
the mask and the medicine cup.

3. Observation and interview on 12/10/24 at 11:56
a.m. with resident 54 while in her room revealed:
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*She was lying in bed covered with a blanket.
*She stated she sleeps "a lot" in the mornings
and is tired.

*She stated she had a skin concern "under [her]
tummy."

Interview on 12/11/24 at 7:49 a.m. with RN N
regarding resident 54's skin revealed:

*She stated resident 54 has a "severe yeast
infection” in her groin area, under her breasts,
and her left underarm area.

Observation on 12/11/24 at 8:23 a.m. of RN N
while providing skin care to resident 54 revealed
RN N applied Nystatin powder to resident 54's
groin area and left underarm area.

Review of resident 54's electronic medical record
(EMR) revealed there was no current physician's
order for Nystatin powder.

Record review, observation, and interview on
12/11/24 at 2:11 p.m. with RN N regarding
resident 54's Nystatin powder administration
revealed:

*She was unable to locate an area in resident
54's EMR to document the administration of the
above medication.

*The label on the bottle of Nystatin said to
"Reorder after 12/9/24."

-She stated when it "gets down to here", while
pointing at the bottom quarter of the bottle, "I'li
reorderit."

Interview on 12/11/24 at 2:20 p.m. with RN N
revealed she had called resident 54's physician
and had received an order for Nystatin powder.

Interview on 12/12/24 at 12:36 p.m. with DON D
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§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be

| labeled in accordance with currently accepted
professional principles, and include the

appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

§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 to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule Hl 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 observation, record review, interview,

(emergency medication dispensing unit). The
facility was following the proper procedure for
the labeling of a muiti-use emergency
Imedication per state regulation. The resident's
name was on the bag, the bottle also open date,
hame of drug and expiration date which is
compliant with the state regulation. The expired
{Ambu bags, hypodermic safety needles, and BD
brand blood collection kits and strap tourniquets
have been discarded. Resident 50, 18 and 85
insulin pens have been discarded and replaced.
IAll other residents receiving insulin are at risk.
2. All the multi-use medications that are
dispensed from the RX Now machine will
‘continue to be labeled with the resident’s
identity, name of medication and expiration date
per policy. DON Will educate all nurses on this
;process to ensure continued compliance. The
DON or designee will educate the Wound Care
|Nurse on the Medication Storage in the Facility
Policy to include expired medical supplies. The
Wound Care nurse or designee will be
responsible for tracking and discarding of
expired medical supplies in the med rooms.
DON will educate all nurses on Medication and
Labels policy which specifies dating and labeling
of medications. In addition, education will be
provided on the PharMerica Insulin Drug Chart
regarding the duration of use of insulin once
opened. This chart will continue to be posted on
@all medication carts. Education will be
completed by January 26, 2025.
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regarding medication administration of Nystatin
powder for resident 54 revealed:
*Her expectation was for all medications to have
a current physician's order prior to administration.
*She agreed resident 54's Nystatin powder
should not have been administered without a
current physician order.
F 761 | Label/Store Drugs and Biologicals F 761 /1. The liquid Ativan was an emergency 1/26/2025
SS=E | CFR(s): 483.45(g)}(h)(1)(2) medication that was dispensed from the RX Now
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and policy review, the provider failed to ensure:
*One of one sampled resident's (74) prescription
Ativan (anti-anxiety medication) was accurately
labeled.

*Qutdated medical supplies had been removed
from two of two observed medication storage
rooms.

*One of one sampled resident (50) had a
pharmacy label on his aspart insulin pen.

*Two of two sampled residents (18 and 85)
opened aspart insulin pens were not available for
use after the expiration period.

Findings include:

1. Review of the first-floor controlled substance
binder revealed:

*An'"Individual Resident's Controlled Substance
Record" page for resident 74's liquid Ativan.

-The resident's name and "Ativan 2mg
[milligrams}mi[milliliter]" was hand-written onit.
There was no pharmacy label on thatsheet.
*That medication was administered as ordered on
11/30/24 and again on 12/8/24.

Observation and interview with registered nurse
(RN) N on 12/10/24 at 11:50 a.m. in the first-floor
medication room revealed:

*In the medication refrigerator there was a sealed
plastic bag dated "11/30" with resident 74's name
on it that contained a bottle of Ativan.

-There was no prescription label affixed to that
bottie that would have confirmed the identity of
the resident that medication was prescribed to,
medication dosage information, or the
instructions for use.

*The 11/30/24 physician's order for that Ativan
was "0.5 ml sublingually [under the tongue] every
2 hours as needed for anxiety/restiessness.”
-Without a label on that medication bottle, the

education session due to vacation, sick leave, or
casual work status will be educated prior to their
first shift worked.
3. DON or Designee will audit 5 opportunities to
review proper labeling of all multi-use
medications dispensed from the RX Now. DON
ior Designee will audit the medication storage
[rooms for expired medical supplies. In addition,
the DON or Designee will audit for proper
labeling and proper length of use of insulin from
open date. Audits will be completed weekly X 4
weeks and then monthly for 2 months. Results of
udits will be discussed by the DON or designee
t the monthly QAPI meeting with the IDT and
Medical Director for analysis and
recommendation for
continuation/discontinuation/revision of audits
based on audit findings.
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nursing staff were not able to compare it to the
physician's order on the resident's medication
administration record (MAR) to ensure the
medication matched the order before it was
administered.

2. Observation on 12/10/24 at 10:25 a.m. in the
second floor medication storage roomrevealed:
*Three Ambu (artificial manual breathing unit)
bags each in an individually sealed package.
-The expiration date on two of those packages
was 2/25/22 and the expiration date on the third
package was 10/21/22.

*One bag of hypodermic safety needles with a
use by date of 3/2020.

3. Observation on 12/10/24 at 10:45 a.m. in the
first floor medication storage room revealed:
*One opened box of BD brand blood collection
kits that was 75% full.

-The expiration date on that box was 7/31/23.
*Two boxes of strap tourniquets.

-The manufacturer date on one box was 11/2/19
and the manufacturer date on the second box
was 4/21/19. The instructions for use on each
box indicated "best [used] before 24 months from
date of manufacturing.”

4. Interview on 12/11/24 at 9:20 a.m. with central
supply manager/business office assistant O
regarding medical supply management for the
medication storage rooms revealed she:

*Was responsible for ordering, receiving, and
stocking the medical supplies in both medication
storage rooms.

-Unlicensed medication aide (UMA) L was
responsible for checking for and removing
outdated medical supplies from those rooms.
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5. Interview on 12/11/24 at 1:18 p.m. with UMA L
regarding medical supply managementrevealed:
*He checked for and removed outdated stock
medications (bulk supply of medications not
required to be labeled for an individual's use by
the pharmacy) from both medication storage
rooms on a regular basis.

-That task was not assigned to him to have
completed but it was something he had started to
do on his own.

*He had not been checking for and removing

| outdated medical supplies at the same time he
was checking for and removing outdated stock
medications.

Review of the provider's September 2018
Medication Storage and Storage of Medication
policy revealed:
*'13. Refrigerated medications should be kept in
closed and labeled containers...”
*"14, Outdated, contaminated, discontinued, or
deteriorated medications and those in containers
that are cracked, soiled, or without secure
closures are immediately removed from stock..."
-The policy made no mention regarding the
storing and disposal of outdated medical
supplies.
6. Observation on 12/12/24 at 11:27 a.m. of
residents' insulin pens revealed:
*There was a container in a medication cart with
resident 50's name on it that had an aspart insulin
penin it.
-There was no prescription label affixed to the
insulin pen that would have confirmed the identity
of whose medication it was, medication dosage
information, or the instructions for using that
| medication.

*Resident 18's Novolog insulin pen had an
| 11/13/24 date written on it.

F 761
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*Resident 85's aspart insulin pen had an 11/8/24
date written on it.

Interview on 12/12/24 at 11:27 a.m. with
registered nurse (RN) | revealed:

*There should be a pharmacy label on all insulin
pens.

*She could obtain a replacement label from
PharMerica.

*Insulin pens were to be dated with the date it
was opened.

*When she was asked what length of time insulin
was able to be used after opening, she stated "I
am sure we have a book™.

*She was unable to locate the insulin expiration
date information.

Interview on 12/12/24 at 12:00 p.m. with assistant
director of nursing (ADON) E revealed she would
have expected:

*A pharmacy label to be on all insulin pens.

*The staff to date the insulin pens at the time of
their first use and to discard the pens after the
expiration date.

Review of the provider's 7/19 Med-Pass
Medication with Shortened Expiration Dates form
indicated, Novolog (aspart) insulin "expires 28
days after first use or removal from refrigerator,
whichever comes first."

F 880 | Infection Prevention & Control

SS=E | CFR(s): 483.80(a){1)(2)(4)(e)(f)

§483.80 Infection Control
The facility must establish and maintain an

| infection prevention and control program
designed to provide a safe, sanitary and

| comfortable environment and to help prevent the
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F 880 1. No immediate action could be taken forthe  [1/26/2025
meroper whirlpool tub cleaning and the missed
opportunities for hand hygiene during medication
dministration. All residents are at risk. CNA M
as verbally educated at the time of survey.
Q The DON or designee will educate all bath
@ides, to include CNA M, on the proper cleaning |
Ef whirlpool tub. All bath aides will be observed

o reflect competence. The DON or designee will |
ducate all nurse and UMAs, to include |
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development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.71 and following
accepted national standards;

§483.80(a}(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(ii) When and to whom possible incidents of
communicable disease or infections should be
reported,

(iii) Standard and transmission-basedprecautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

ducated on the Hand Hygiene policy related to
Enedication administration. Education will be
completed by January 26, 2025. Those
jassociates not in attendance at the education
isession due to vacation, sick leave, or casual
I'work status will be educated prior to their first
shift worked.

13. DON or Designee will cbserve 5 opportunities
for cleaning of the whirlpool tub in between
resident use to ensure proper procedures are
followed. In addition, the DON or Designee will
observe 5 opportunities for hand hygiene to be
performed during medication administration.
Audits will be completed weekly X 4 weeks and |
then monthly for 2 months. Results of audits will
be discussed by the DON or designee at the
monthly QAPI meeting with the IDT and Medical
Director for analysis and recommendation for
continuation/discontinuation/revision of audits
based on audit findings.
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(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
fransport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.
The facility will conduct an annual review of its

IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and policy
review the provider failed to ensure:
*Appropriate whirlpool (WP) tub cleaning by one
of one certified nursing assistant (CNA) M in one
of two WP tub rooms after bathing residents.
*Proper hand hygiene was performed during
medication administration by four of four
observed staff members (RN N, LPN P, UMA K,
RN [} for seven of seven sampled residents (10,
18, 22, 35, 40, 54, and 69) during seven of seven
medication administrations observations.
Findings in¢luded:

1. Observation and interview on 12/11/24 at 10:43
a.m. with CNA M in the WP tub room revealed:
*She had been assisting residents with bathing
for the past two days.
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-The regular bath aide had been out sick.

*She had been employed with the facility as a
CNA since 3/26/23.

*She used the following process to clean the WP
tub:

-She sprayed water into the WP tub while she
sprayed WP disinfecting cleaner.

-She stated she would scrub the WP tub for
20-30 seconds.

-She filled the WP tub with water and scrubbed
around the tub chair and the sides of the WP tub
for approximately 30 seconds.

-She drained the WP tub and then rinsed the WP
tub with water.

-She opened the back door of the WP tub and
dried around the perimeter of the back door of the
| WP tub with a clean towel.

Follow-up interview on 12/11/24 at 10:44 a.m. and
review of the posted WP tub cleaning instructions
with CNA M revealed:

*She had known the instructions were posted on
the side of the WP tub.

*She was not aware she was to:

-Run five gallons of water into the tub and pour
10 ounces of disinfectant into the water.

-Run disinfectant through the aerator holes/jets,
let the aerator/jets run for at least 20 seconds.
While the aeratorfjets are running, use a brush or
sponge to scrub the tub insides, bottom, and
chair. Ensure that all surfaces are wetted by the
disinfectant solution.

*She was not aware that area was to stand for at
least 10 minutes.

*She was not aware she was to:

-While waiting, wipe all other contact areas such
as the outside of the bath, door seals, hand
control with a cloth soaked in disinfectant
solution.

F 880
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-After 10 minutes of contact or longer, drain the
bath of the residual disinfectant solution.
-Thoroughly rinse the insides of the tub including
the chair with water. Fill the tub with enough
water to cover the intake valve and turn on
jets/aerator and run for 20 seconds to ensure that
the disinfectant is thoroughly rinsed.

*She agreed she was not cleaning thetub
according to the posted instructions.

Interview on 12/11/24 at 11:05 a.m. with director
of nursing (DON) D revealed:

*CNA M had been assisting with baths for two
days.

-The regular bath aide had been out sick.

*She agreed CNA M had not been cleaning the
WP tub according to the posted instructions.

2. Observation and interview on 12/10/24 at 10:57
a.m. with resident (54) while in her room
revealed:

*She was lying on her right side under a blanket.
*She stated she had a skin concern "under [her]
tummy"” but the nurses were addressing that.

Interview on 12/11/24 at 7:49 a.m. with registered
nurse (RN) N revealed she stated:

*Resident 54 had a yeast infection in her groin
area, under her breasts, and her left underarm
area.

*They were treating this infection by washing and
powdering the areas two times a day.

Observation on 12/11/24 at 8:23 a.m. of resident
54's personal care and treatment of her yeast
infection while in her room revealed:

*RN N washed her hands for about five seconds
before putting on gloves and then performed
personal care for resident (54) with soap, water
and a washcloth.

]
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*RN N then put those dirty washcloths on the
floor, removed her gloves, and washed her hands
again for about five seconds before applying
clean gloves.

*With those gloved hands RN N dried that area
with a towel, removed her gloves, washed her
hands for about three seconds with water, and
applied clean gloves.

*RN N then applied Nystatin powder to the
reddened skin in resident 54's groin area.

*RN N then removed those gloves, did not wash
her hands, applied clean gloves and then washed
the resident's left underarm area with soap,
water, and a washcloth.

*RN N removed her gloves, washed her hands for
about three seconds with water, and applied
clean gloves then with those gloved hands she
dried that area with a towel and applied Nystatin
powder to the resident's left underarm area.

3. Observation on 12/10/24 between 10:14 a.m.
and 10:20 a.m. of licensed practical nurse (LPN)
P revealed she:

*Administered oral medications to residents 10,
22 and 40.

*Did not perform hand hygiene prior to the
preparation of medications for all three of those
residents.

*Did not perform hand hygiene after she
administered the medications to all three of those
| residents.

4. Observation on 12/11/24 at 4:44 p.m. of
unlicensed medication aide K during medication
administration revealed:

*She did not perform hand hygiene prior to the
preparation of medications for residents 35 and
69.
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*She did not perform hand hygiene after she
administered medications to resident 69.

5. Observation on 12/12/24 at 8:40 a.m. of
registered nurse (RN) | revealed:

*She did not perform hand hygiene prior to putting
on gloves.

*There was a sign on the door that indicated
resident 18 was on contact precautions (use of
gloves and gown when providing direct resident
care), to whom she administered medications.

8. Interview on 12/12/24 at 12:40 p.m. DON D
regarding handwashing during medication
administration revealed:

*Her expectation was for staff to follow the hand
hygiene policy.

-This included completing hand sanitizing or
washing before entering a resident room, with
donning and doffing of personal protective
equipment, between dirty and clean areas, and
before exiting a resident room.

-The hand washing should have been at least 20
seconds each time.

-Hand washing competencies were completed
with all staff at least once per year.

7. Review of RN N's 11/2/23 and 10/15/24 hand
washing competencies revealed there were no
concerns regarding her hand hygiene.

8. Review of the February 20, 2024,Hand
Hygiene policy revealed:

*'This facility considers hand hygiene the primary
means to prevent the spread of infections.”

*'All personnel shall follow the hand hygiene
procedures to help prevent the spread of
infections to other personnel, residents, and
visitors."
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§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(3) An antibiotic stewardship program
that includes antibiotic use protocols and a
system to monitor antibiotic use.

This REQUIREMENT is not met as evidenced
by:

Based on record review, interview, and policy
review, the provider failed to ensure one of one
sampled resident (68) who received an antibiotic
for a potential urinary tract infection (UTI) had met
clinical criteria for the use of that antibiotic.
Findings include:

1. Review of resident 68's electronic medical

| record revealed:

*Her diagnoses included diabetes, peripheral

| . . . .
vascular disease, depression, insomnia, and

anorexia.

*A 12/4/24 medical provider progress note. "Chief
complaint: nursing requested to see pt [patient] -
mood changes.” "Nursing note in hucu: [an
electronic communication used by facility nursing
staff to communicate with the medical provider].
Please add to schedule regarding depression...
Intakes are 0-25% and 7 refused meals poss

infection are at risk. All residents that have |
received an order for an antibiotic have
appropriate tracking in place. |
2. The PCC Order Listing Report will be |
reviewed daily on weekdays to alert the IDT of |
all new antibiotics and to ensure the required
follow up is completed per the Antibiotic
Stewardship policy. The DON or designee will
educate the Infection Prevention and Control
nurse on the Antibiotic Stewardship Program to
ensure clinical criteria for use of an antibiotic has|
been met or the need for continued antibiotic is
verified by MD. The DON or designee will
educate all nurses will receive education on the
[Physician Order policy regarding notifying the
physician if an order cannot be followed and the
reason why. This education will be completed by
January 26, 2025. Those associates not in
Ettendance at the education session due to

acation, sick leave, or casual work status will be,
ducated prior to their first shift worked.

3. DON or Designee will audit 5 residents with
new antibiotics to ensure completion of the
McGeer’s. DON or designee will audit 5
residents’ new orders to ensure they are being
followed to ensure physician has been notified if
the order cannot be followed. Audits will be
completed weekly X 4 weeks and then monthly
for 2 months. Results of audits will be discussed
by the DON or designee at the monthly QAPI
meeting with the IDT and Medical Director for
analysis and recommendation for
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*Vigorously lather hands with soap and rub them
together, creating friction to all surfaces. For at
least twenty (20) seconds under a moderate
stream of running water, at a comfortable
temperature.” _ ) )
F 881 | Antibiotic Stewardship Program F 881 :ésl\il;emggd:r?eas?ggntcw[ti be taken Iog 1/26/2025
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[possibly] d/t [due to] depression. Mirtazapine [an
anti-depressant sometimes used as an appetite
stimulant] dose increased.”

*A 12/6/2024 Health Status Note entered at 11:25
a.m.: "Bath aid told this nurse to go look at
residents floor. Nurse entered room and white
milky urine was on floor from resident. Complains
of dysuria [pain or discomfort when urinating] and
has not been acting like herself. Lowappetite.
New order obtained to collect UA [urinalysis]."
-The resident's last documented vital signs were
11/15/24. There was no description of what "not
acting like herself' had meant. A diminished
appetite, weight loss, and mood changes were
not new symptoms for the resident.

*A 12/6/24 medical provider progress note: " Visit
Type: Acute. Chief complaint: Nursing requested
to see pt - recheck weight and UA order." "History
of present illness: Nursing note in hucu: Milky
urine noted again. Complaints of dysuria. Acting
not like herself."

-The medical provider ordered:" Labs-UA with
micro; reflex to culture, can straight cath [a thin,
flexible tube used to drain urine from the bladder]
if needed, CBC [complete blood count], BMP
[basic metabolic panel].”

-"Start cefdinir {an antibiotic], 300 mg PO [by
mouth] BID [twice daily] x 7 days for potential UTI
[urinary tract infection].”

-"Recheck 12/09/24 to review labs.”

*A Medication Administration Note on 12/6/24 at
11:15 p.m. regarding the physician's order that
indicated "Unable to obtain" (the UA).

*A 12/8/24 Infection Note: "Resident continues
oral antibiotic therapy for UTI, no adverse
reaction to medication noted. UA to be collected
this evening for C & S. No ¢/o pain or discomfort.
Continue to monitor."

*A 12/9/24 provider progress note indicated the

icontinuation/discontinuation/revision of audits

F 881 ) )
based on audit findings.
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"Will DC [discontinue] UA and continue to
monitor”. The resident was stable and looked "to
be improved."

Interview on 12/11/24 at 1:20 p.m. with licensed
practical nurse (LPN) F regarding documentation
of the nurse assessment and reporting of a
suspected UTI to the medical provider revealed a
progress note such as the 12/6/24 Health Status
Note was used.

Interview on 12/11/24 at 4:15 p.m. with assistant
director of nursing (E) regarding the nurse
assessment and communication tool used by
nursing staff to report to a medical provider a
resident suspected of having a UTI revealed:
*An Agency for Healthcare Research and Quality
Suspected UTI SBAR (Situation, Background,
Assessment, and Recommendation) form was
expected to have been completed by the nurse.
-A copy of that form was found at the first floor
nurses' station but not found at the second floor
nurses' station.

Interview on 12/11/24 at 1:10 p.m. with infection
preventionist (IP)/LPN T regarding resident 68's
potential UTI revealed:

*There was no documentation to support:

-Why the medical provider's order for a UA was
unable to have been obtained.

-If any other attempts had been made to collect
the resident's urine sample.

-If the resident's medical provider was notified
regarding the inability to have obtained a UA.
-A UTI SBAR form was completed by the nurse
upon suspecting the resident had a UTI.

-The antibiotic ordered and administered to

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
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resident's UA was not obtained and an antibiotic
had already been started for a "potential UTI".
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resident 68 for a suspected UTI had met clinical
criteria for use without an appropriate clinical
assessment completed by a nurse or a UA having
been completed.

Review of the 12/7/24 McGeer Criteria for
Infection assessment and interview on 12/ 11/24
at 4:30 p.m. with IP/LPN T revealed:

*She had completed that assessment.

*Both specific signs and symptoms of a UTI and
microbiclogical criteria were required to supporta
UTI diagnosis according to that assessment. The
assessment indicated resident 68 had met both
of those criteria.

-IP/LPN T had incorrectly documented that
microbiological criteria was met.

Review of the provider's revised 2/20/24 Antibiotic
Stewardship Program policy revealed:

**It is our Mission to implement an Antibiotic
Stewardship Program (ASP) which will promote
appropriate use of antibiotics while optimizing the
treatment of infections, at the same time reducing
the possible adverse events associated with
antibiotic use."

F 881
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E 000 | Initial Comments E 000
Arecertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73,
Emergency Preparedness, requirements for Long
Term Care facilities, was conducted on 12/11/24.
Avantara Mountain View was found in
compliance.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
Laura Karlson, LNHA Administrator January 06, 2025

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 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 14

days foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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K000 | INITIAL COMMENTS K000| 1. No immediate action could be taken | January
for the air-handling unit that was not 26, 2025
A recertification survey was conducted on operating at the time the gas-fired
12/11/24 for compliance with 42 CFR 483.90 dryers were turned on.
(a)&(b), requirements for Long Term Care 2. The Maintenance Director or
facilities. Avantara Mountain View was found not designee will educate all staff
in compliance. operating the gas-fired commercial
clothes dryer on having the acceptable
The building will meet the requirements of the air-handling unit running prior to start
2012 LSC for existing health care occupancies of the dryer. Education will be
upon correction of the deficiency identified at completed by January 26, 2025.
K522 in conjunction with the provider's Those associates not in attendance at
commitment to continued compliance with the fire the education session due to vacation,
safety standards. sick leave, or casual work status will
be educated prior to their first shift
worked.
3. The Maintenance Director or
designee will audit daily during
business days that the air-handling
unit is tumed on prior to gas-fired
dryer being turned on. Audits will be
completed weekly X 4 weeks and then
monthly for 2 months. Results of audits
will be discussed by the Maintenance
Director or designee at the monthly
Quality Assessment Process
Improvement (QAP!) meeting with
the IDT recommendation for
continuation/discontinuation/
revision of audits based on audit
findings. In addition, a training policy
will be created for the operation of the
air handling unit with dryer activation.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Laura Karlson Administrator January 06, 2025

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 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 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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§ 000| Compliance/Noncompliance Statement S 000
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
12/10/24 through 12/12/24. Avantara Mountain
View was found in compliance.
S 000| Compliance/Noncompliance Statement S 000
Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 12/10/24
through 12/12/24. Avantara Mountain View was
found in compliance.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
Laura Karlson Administrator January 06, 2025
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