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Arecertification heaith suivey for compllance
with 42 CFR Part 483, Subpart B, reguiremenis
for Long Term Care facilities was conducted from
12117424 through 12719/24. Scotchman Living
Center was found not in compliance with the
following requirements: F657, F686, F692, F695,
£812 and had past non-compliance at FE00,

A complaint heelth survey for compliance with 42
CFR Part 483, Subpart B, requirements for Long
Term Care facilitios was conducted from 12/17/24
through 12/19/24. The area surveyed was a
resident who eloped {left the facility without staff
knowledge) when he exited the front door of the
huilding after he had followed a gusst who was
leaving the facility. Scofchman Living Center was
found to have past non-compliance af F688.

F 600 | Free from Abuse and Neglect F 600
$8=G | CFR(s): 483.12(2)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and expioitation as defined in this subpart. This
includes but is nat limited to fresdom from
corperal punishment, involuntary seclusion and
any physical or chemical restraint hot raquired fo
reat the resident’s medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary saclusion;

This REQUIREMENT is not met as evidenced

by:

LABCRATORY DIREGTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Wzemnean (actove’l CEO/Administrator ~ 01/15/2025

Any deficiency staternent anding with an aslerisk (*) denoles a deficlency which the insfitution may be excused from coirecting providing it is determined that
cther safeguards provide sufficlent proteciion to the patients_ (See instructipna.) Except for nursing homes, the findings stated above are disclosable 90 days
following the data of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable 14
tays foliowing the date these documents are made available to the facllity. If deficiencles are cited, an approved plan of correction is requisite to continued

program participation.
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Based on interview, cbservation, and document Past noncompliance: no pian of
review, the provider failed to protect one of one correction required.

sampled resident's (4) right to be free friom
neglect by one of one cartified nursing assistant
{CNA) N who had not followad the resident's care
plan related to fransferring (moving from one
ptace to ancther} which resulted in an open
wound on her leg. This citation is considered past
nen-compliance based on raview of the corrective
actions the provider implemented immediatety
following the incident.

Findings include:

1. Interview on 12/17/24 at 3:42 p.m. with resident
4 raveatad:

*She was talking about her recent dermatology
appointment.

*¥vhen asked if she had any sores or wounds,
she pulled up her left pant leg.

*She said she got that wound on her leg "over a
year 8g0."

*She explained that CNA N helped her into bed
and her left leg got caught on something.

-She got a skin tear from that accident.

-CNA N transferred her using the pivot technigue
rather than with the full-body mechanicat fift.
-She said that "[CNA N] was in a hurry."

*She did not blame the CNA for the accident and
was very complimentary of the care he provided.

2. Review of resident 4's efectronic madicsi
record reveated:

"Her care plan included a fotal of seven
interventions that mentionsd the use of a Hoyer
ift (a band of fuli-body mechanicat lift) and/or a
totat iift.

~"Staff are to use Hoyer] lift with all transfers.”
initiated on 12/17/21. Revised on 8/12/23.
-"DRESSING: ...Resident needs assist with staff

FORM CMS-266T{02-89) Previous Verslons Obsolele Event ID: StFH11 Facily {x 0029

If continuation shest Page 2 of 3¢




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

PRINTED: 01/06/2025
FORM APPROVED

OMB NO. 0938-8391

STATEMENT OF DEFIGIENCIES
ANS PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIRGATION NUMBER:

43A038

(42) MLLTIPLE CONSTRUGTION

A. BUILDING

{X3} DATE SURVEY
COMPLETED

B. WING

G

1211912024

NAME OF PROVIDER OR SUPPLIER

SCOTCHMAN LIVING CENTER

STRELT ADDRESS, CITY, STATE, ZIP CODE
503 WEST PINE
PHILIP, SD 57567

o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION}

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE AGTION SHOULD BE
TAL GROSS-REFERENGED TO THE APPROPRIATE
| DEFICIENCY)

X5}
COMPLETION
OAYE

F 600

Continued From page 2

member and Hoyer lift for dressing abilities.”
Initiated on 10723717, Revised on 4/1/23.
~"TRANSFER: The rasident Is fully dependent on
staff with [Hoyer] lift for alt ransfers with two staff
at all times.” Initiaied on 10/23/17. Revised on
1116/22.

TTOILET USE: The resident ufilizes a total lift
with 2 staff for toileting needs." Initiated on
10/23/17. Revised on 11/6/22.

-"Resident utilizes Tena products {a brand of
incontinence products] to promote abiiity to tollet
with Hoyer lift." Inltiated on 6/12/18. Revised on
11/6122.

-Resident uses [Hoyer] lift for transfers, however
gt times she refuses dus to the

amount of time it takes to hook up resident and
transfer.” Initiated on 6/26/19. Revised on
2027124,

~"Tana product utilized for {incontinence] and
availability to change product while

utilizing a [Hover] lift.” Initiated on 10/23/17.
Revised on 11/6/22.

*Her 9/19/24 quarterly Minimum Data Set
assassmant indicated she had a Brief Interview
for Menta} Status score of 15, indicating she was
cognitively intact.

*There was & physician's order that read, "Wound
care to LEFT lower leg: clsan wf wound cleanser.
Apply Bacitracin ointment {an antibiotic ointment].
Gover with collagen pad. Secure with borderad
gauze. Change QOD {every other day). [One]
time a day on even days change after showering.”
“Progress note from 2/23/24 at 7:57 a.m.

~Staff was transferring resident from her bed into
herwheeichair using a pivot transfer, while
transfarring resident's left leg was cut open. A
[four to five-inch] laceration noted to left lower
extremity, gauze and paper tape applied fo
control bleading. Assessed by wound care nurse,

E 8600
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steri strips and mepilex applied.”

*8he had a diagnosis of bullous pemphigeld, an
autoimmune skin condition causing large,
fluid-filted blisters.

*At the time of the survey, the wound was still
healing due to blisters forming in the wound area
and continually opening per RN skin
assessmenis.

3. Interview on 12/18/24 at 2:33 p.m. with
registered nurse (RN} F about resident 4's skin
revealed:

*She remembered the accident where resident
4's skir on her left leg was tom due to an
inappropriate transfar by a CNA. It happened on
2/23/24.

*The resident's skin was very fragila due to a rare
skin condition.

-Her skin was a "constant cycle of open and
closed.”

-Resident 4 also had 2 habit of picking at her
skin. ’

*She confirmed that resident 4 was supposed to
have been transferrad using the full-body
mechanical lift rather than with a pivot transfer
according to her care plan.

4. Interview on 12/18/24 &t 2:59 p.m. with CNA N
about the accident with resident 4 revealed: {
"At the time of the accident, resident 4 was ot
able 1o use the toilet in her room.

*He was planning on taking resident 4 o the
shower room to use the toilet.

*He "cut corners™ and transferred her using the
pivot technigue.

-He later admitted the transfer technigue he used
was not the pivet technique as resident 4 was not
abie to put her feet on the ground.

-instead, he explained that he assisted her to the
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edge of her bed, he wrapped his arms around
her, lifted her up and transfarred her to the
wheelchair.

*Resident 4's left lower leg got caught on either
the bedframe or her wheslchair and caused &
skin tear.

*There was sighificant bleeding when that
ogourrad.

*Staff brought the resident to the neighboring
clinic for freatment of the skin {sar.

*A farge investigation was conducted after the
accident.

*Heg received verbal and written reprimands and
education about following residents’ care plans
and how fo properly fransfer residents.

*He knew what he did was wrong and that he
should have transferred her according to her care
plan.

*All staff were reeducated on the importance of
following residents’ care pians at the February
2024 all-staff meeting.

5, interview on 12/18/24 at 4:50 p.m. with director
of nursing (DON) B revealed:

*She confirmed that CNA N had not transferred
resident 4 using the full-body mechanical lift on
2/23/24 which resuited in the skin tear to her left
jower leg.

*The wound was still healing.

*Her skin condition mads it hard for wounds to
heal

*The investigation process included interviswing
resident 4 and CNA N fo get the whole story
related to the accident.

*They alzo interviewed other staff and residents
to datermine if anyone had concems with the
care that CNA N was providing.

“CNA N was resducated on safe resident

| transferring and the imporiance of
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communicating with cowerkers and following
residents’ care plans.

*DON B reeducated all staff at the monthly staff
meeting in February 2024,

~-those steff who ware not in attendance were
reeducated prior to their next working shiff on
accident hazards and folfowing residents' care
plans.

6. Random inferviews with residents during the
survey on 12/17/24, 12/18/24, and 12/19/24
revealed no other residents voiced concerns
regarding potentiat naglect.

7. Observations and interviews during the survey
on 12/17/24, 12/18f24, and 12119/24 with nursing
staff throughout the survey revealed appropriate
resident transfers according to residents’ care
plans,

8. Review of staff training records revealed staff
were educated about the above resident's
accldent and re-sducated about following
residents’ care plans on 2/26/24 and 2/28/24.

9. The provider's implemented systemic actions
to ensure the deficient practice does not reoceur
was confirmed on 12/19/24 after record review
Tevealed the facility had followed their quality
assurance process, education was provided to all
staff about accident prevention and foliowing
resident care plans, and observations and
interviews revealed staff understood the
education provided regarding those topics.

Based on the above information, non-compliance
at F600 occurrad on 2/23/24, and based on fhe
provider's implemented corrective actions for the
deficient practice confirmed on 12/1 0124, the

F 800
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non-compliance.
F 657 | Care Plan Timing and Revision F 857
nd 01/21/2025

$$=D | CFR(s): 483.24(b)(2)()-(if)}

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

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

{ii) Prepared by an interdiscipiinary team, that
includes but is not limited to--

({A) The attending physician.

{B) A registered nurse with responsibliity for the
resident.

{C) A nurse gide with responsibility for the
resident.

{D) A member of food and nutrition services staff.
(£) To the extent praciicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident’s
medicai record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's ¢care plan.

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

{ifi)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and guarterly review
assessments.

This REQUIREMENT s not met as evidenced
by:

Based on cbservation, record review, interview,
and policy review, the provider failed o ensure
four of sixteen sampled residents (4, 8, 21, and
22) had thelr care plans updated, and revised

1. The Resident Care Managst,
Direstor of Nursing,or designee will review,
revise of create necessary policies
for Care Plans to ensure resident
care plans will be updated and/or
revised to reflect their current status
and care needs per regulation
483.21 by January 21st, 2026,

2. The Resident Care Manager, |
Director of Nursing or designee |
will ensure resident 4, 8, 21, and '
22's care plans are updated and

reflect current status and care needs
by January 21st, 2025.

3. The Resident Care Managert,
Director of Nursing or designee will
educate aff nursina staff at tha

next meetingon January 20, 2025 )
on the process of the%esident Care
Plan and review the updated an/or
revised Care Plan policy to ensure
resident status' and care needs are
documented according to regulation
483.21.

4. The Director of Nursing or designee
will randomly select 3 residents and
review 3 categories of thelr care plans
to ensure they reflect the current
stafus of the resident. This will be
completed weekly for 3 (three) months,
then monthly for 3 {thres) months,

5. The Director of Nursing or designee
will report the findings to the Quaiit
Assurance Team for 8 months for further
recommendations.
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prompily to reflect their current status and care
needs. Findings inciude:

1. Cbservation on 12/17/24 at 3:.42 p.m, in
resident 4's room revealed:

*There was an oxygen concentrator machine next
fo her sink,

“She was using the portable oxygen machine at
the time.

-The flow rate wes set at 2Umin (liters per
minute) via nasal cannula,

Review of resident 4's electronic medical record
revealed:

*There were two physician's orders related (o her
supplemental oxygen:

-"Oxygen 1-10 liters to be applied PRN [as
needed] via NC [nasal cannula) or high

fiow NC to maintain SPO2 [oxygen saturation}
above 90% as needed for hypoxia." Ordered on
6/30/23.

~"Oxygen 1-10 liters to be applied PRN via NC or
high flow NC fo maintain SPO2 above 90% three
times a day.” Ordered on 6/30/23.

*Her care plan included the following intervention:
~"Apply oxygen PRN 1-5L NC to maintain oxygen
level ebove 90%." Date inftiated 2/17/20. Revissd
on 7M2/23.

2. Interview on 12/17/24 at 1:06 p.m, during
entrance conference with administrator A, director
of nursing {DON) B, and clinical care
coordinator/social service director (CCC/SSD) C
revealed the facility was a non-smoking faciilty
and there were no residents who smoked,

Review of resident 8's medical record revealed:
*Her admission date was 11/1/23.

*Her diagnosis inciuded: dementia, depression,
psychotic disturbance, mood disturbance,
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anxiety, history of urinary fract infections, history
of pulmonary embolistn, hearing ioss,
osterarthrills, wedge compression fracturs of first
lumbar vertebra, chronic obstructive pulmonary
disease and chronic bronchitis,

Review of resident 8's care plan revesled:
*"NMonitor focation every 2 hours and PRN.
Document wandeting behavior and

atternpted diversionat inferventions in behavior
note.”

~There were no specific diversional interventions
listed.

Provide resident with preferred food sources to
encourage consumption”,

~There were no specific preferrad foods listed.
*An 11/14/23 intervention of "Educate the
resident/family/caregiver about: ..., the adverse
effects of tobaceo and alcohol, .."

-The resident 8 did not use tobacce.

3. Review of resident 21's medical record
ravealed:

*He had a diagnosis of dementia.

*Mis Brief Interview of Mental Status score was 4,
which indicated he had severe cognitive
impainment.

*He resided in the memeory care unit.

*His cara plan included he was ambulatory and
had z history of wandering.

-interventions for his wandering included:
-Distract resident from wandering by offering
pleasant diversions, structured activities, food,
conversation, television, and bocks.

--There were no specifically identified pleasant
diversions, structured activities, food,
conversafion, television, books.

4. Observation on 12/17/24 at 4:01 p.m. of
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resident 22 in her room reveaied:

*She was awake and lying in bed.

*There was an oxygen concentrator in the room
that was providing her oxygen through a nasal
canntila,

Review of resident 22's care plan revealed:
*There was a revised 8/14/23 intervention that
included "Encourage resident to avoid alcohol,
smoking, ..."

*There was a revised 8/7/23 intervention that
included "Encourage residentto ... stop stoking,

5t

;:r"{esident 22 did not smoke.

5. Interview on 12/18/24 at & 11 p.m. with
Minimum Data Set nurse D, CCC/SSD C, and
DON 8, regarding the provider's care plan
process revealed:

*Care plans were reviewad each quarter and with
a significant change of condition or status by the
interdisciplinary team.

-Resident care changes couki happen daily.

-The interdisciplinary team included the resident,
thelr family or representative, CCC/SSD, DON,
dietary manager, activity director, a nurse,
therapy staff, a CNA and the resident's medical
provider,

*Any staff member with appropriate access to the
resident's medical record was able to change the
resident's care plan.

*The facility was a non-tobacco and smaoke free
facility.

*CCC/SSN C confirmed that several areas of
regident’s care plans were “genera!” and were the
same care plan interventions for multiple
residents that were not person-centered care for
each resident.

-She confirmed the resident's care plans wets not
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updated or revised in those areas.
6. Review of the provider's 8/2022
Comprehensive Care Plan policy revealed:
*The Interdisciplinary Team In conjunction with
the resident and histher family/representative
develops and implements a comprehensive,
person-centared care plan for each resident.”
*The care plan interventions are derived from 2
thorough analysis of the information gathered as
part of the comprehensive assassment.”
“(are plan interventlons are chasen only after
careful data gathering, proper sequencing of
events, and careful consideration of the
relationship between the resident's problem areas
and their causes, and relevant clinlcal dacision
making."
*The Interdisciplinary Team must review and
update the care plam:
g, When there has been a significant change in
the resident's condition
-b. When the desired outcoms is not met
-c. When the resident has been readmitied o the
facility from a hospital stay
-d. At least quarterly, in conjunction with the
required quasterly MDS assessment.”
F 886 | Treatment/Svcs to Prevent/Heal Pressure Ulcer F 686 011244207
$5=6 | CFR{s). 483.25{(b} 1)(i)ii} 1. Ths Director of Nursing or designese, i St
ot wil sowiow. ovisa o croetd
§483.25(b) Skin Integrity ?:céggaw policies for ensuring assessment
§483.25(b)(1) Pressure ulcers. and freatment for prassure injury occur with
Based on the comprehensive assessment of a phy@ician a;séva&?;&s: %?édgng fﬁﬁf agg siths
r.essdent_, e facmt_y must ensure that- N E%Tﬁepgi(rec or of Nursin'g, wgund catg nur'se, '
(i A resident receives care, consistent with or designee will ensure resident 11's skin issug
professional standards of practice, to prevent has current and updated orders with provider
pressure ulcers and does not develop pressure nofification of skin issue and prevention
ulcers unisss the individual's clinical condition measures are in place by January 21, 2025.
demonstratas that they were unavoidable; and

it T
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(i) A resident with pressitre uicers receives
necessary freatment and services, consistent
with professional standards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT is not met as avidenced
by:

Based on record review, observation, interview,
and puolicy review, the provider failed to
adequatsly treat pressure Injuries for one of one
sampled resident {11) by not following wound
care nurse recommendations, and not notifying
the resident's physician, resulting in a non-healing
pressure injury. Findings include:

1. Review of resident 11's electranic medica
record (EMR) revealed:

"He had decreased feeling in his lower lags due
to paraplegia {the inability to voluntarily move the
lower extremities) from a previous spinal cord

Hinjury.

*He alsc had diagnoses of congestive heart
failure and dementia.

*He had a pressure related injury to his feft lateral
ankle diagnosed on 9713/24,

*His wound care was being menaged by wound
care ragistered nurse (RN) G.

*RN G assessed his wound once weaekly and
placad orders for how to care for the pressure
injury,

2. Review of resident 11's care plan revealed:
*'The resident has an ADL Jactivities of daily
living] self-care parformance deficit it fretated to}
paraplegia.”

*BATHING/SHOWERING: The resident requires
extensive assist with 1 to 2 staff with bed bath 2x
fiwo times] weekly and as necessary."

“"BED MOBILITY: The resident Is abls to assist

| have current skin issuss or who are at risk of

3. The Director of Nursing, wound care nurse
or designee will provide an inservice on Januan
14, 2025 and January 16, 2025 on policies and
procedures on ensuring assessment and
treatment for pressure injuries occur with
physician awareness and resident status needs
This will include praaciive interventions for
prevention with individuals who are identified
as a risk for skin breakdown, This training will
include both licensed and unficensed sta

on thelr role and responsibilities for care with
he resident identified with pressure injury or
risk development.

4, The Director of Nursing or designee will
randomly select 3 (three) residents who

compromised skin integrity to review compliance
of prevention measures and provider notification
of skin traatment and progress. This will be
compisted weekly for 3 {three) months, then
monthly for 3 (three) months.

5. The Director of Nursing or designee wili repart
the findings to the Quality Assurance Team for
6 (six) months for further recommendations.
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with furning in bed with use of grab bars. Staff
assist of 1-2 needed for position changes.”
*Resident transferred with staff assist of 2 and
hoyer {ift {mechanical lift that usss a sling] when
getting out of bed or obtaining weights.”

*The rasidant has potentiai for pressure ulcers ot
immobliiity and paraplegia.”
~"Assess/tecordimonitor wound healing ¢ feveryl
Week. Measure length, width, depth where
possible. Assess and document status of wound
perimeter, wound bed and healing progress.
Report improvements and deciines to the MD
[physician]. Revision on: 12/31/2020."

-*Follow facility policies/protocols for the
preventionfireatment of skin breakdown, Date
initiated: 12/28/2020."

"\Wash feet daily with warm soap and water, pat
dry. Apply siticone cream. Ensure heels and
LEFT tateral ankle is floated at all times. Date
Inifiated: 04/0572021. Revision on 03/02/2023."
~"Wound care nurse to assess on Wednesdays.
Date Initiated: 07/13/2023.7

~"Heel protectors on while in bed and in

| wheelchair. Nurse to check skin and placsment

every shift. Date Initiated: 10/23/2023."

-"Ensure LEFT laterat ankie ig floated felevated to
avoid pressure} with pillow support whensver in
bed, Date Initiated: 12/17/2024."

3. Observation on 12/17/24 at 3:16 p.m. of
resident 11 reveated the resident laying in his bed
with his left ankle not floated, laying directly on a
piliow without support under his calf.

4. Observation on 12/18/24 at 2:15p.m. RN G
performing a dressing change on resident 11's
left ankle pressure injury revealed:

*“The dressing was removed, there was a smalil
amount of bloog-tinged drainage to the drassing.
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*A small circutar wound fo his left outer ankie,
*RN G measured the wound, measurements
were 0.8 cm (centimeters) x {by) 0.5 cm.

*The wound was cleansed with wound cleaner.
*New dressing was applied. .
*Resident 11 did not have complaints of pain.

5. Observation on 12/18/24 at 2:45 p.m. revealed
a sign on resident 11's closet door that read,
"Float Left Outer Ankle. Remove heef protector
and use it and a pillow under the calf area. This
should float the heel as well, preventing pressure
injury to it. Thank you! [RN G}."

8. Observations on 12/18/24 at 5:00 p.m. and
8:23 p.m. revealed the resident laying in his bed
with his {eft ankle not floated, iaying directly on a
piftow without support under his calf.

7, Observation and interview on 12119/24 at 11:43
a.m. with RN F of resident 11 iny his room
revealed:

"RN F reported that the wound care RN would
see the resident weskly on Wednesdays.

-She reported that care instructions would
frequently change after the wound care nurss
visit, and those instructions ustrally were not
verbalized to nursing staff, but were updated in
the resident's care plan,

*The resident was sitting up in his wheslichair.
"His ieft ankie was resting on a piliow with no
piliow support under his caif to Hoat it.

*RN F's definltfon of *loating" the resident's ankie
would be by ptacing main support under the
resident's calf to avoid pressure on the resident's
ankle.

-When the survayor asked if the resident's ankle
was floated, RN F replied "No".

~She agreed that a lack of circulation to the

FORM CMS-2567(02-99) Previous Viersions Obsolate Event 1D 8LFRH1T Fauillty ID: DD29 If continuetion sheet Page 14 of 34



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

PRINTED: 01/08/2025
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES {£1) PROVIDERUSUPPLIER/CLIA
AND PLAN OF GORRECTION IDENTIFICAFION NURVMBER:

434038

B, WING

(X2} MULTIPLE CONSTRUCTION
A, BUILDING

{X3) DATE SURVEY
COMPLETED

c
12/19/2024

NAME OF PROVIDER OR SUPPUER

SCOTCHMAN LiVING CENTER

STREET ADDRESS, CITY, STATE, ZIP GODE
§03 WEST PINE
PHILIP, SD 57567

(41D
PREFIX
TAG

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

[I] PROVIDER'S PLAN OF CORRECTION

%]
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE paE

DEFIGIENGY)

f 886

Continued From page 14
resident's wound could delay wound healing.

8. Interview on 12/19/24 at 11:55 a.m. with
resident 11 revealed:

*He was unsure of how long he had resided at
the facility.

*He reporied he raceived good care from the
staff,

*He was unsure of how long he had the pressure
injury to his left ankle.

*He had some sensation in his lower extremities,
but the pressure injury did not hurt,

8. Interview on 12/19/24 at 10:15 a.m. with
director of nursing {DON) B and clinical care
coordinator {CCC} C revealed:

*Resident 11 coufd be difficuit to provide care for
due to his dacreased sensation in his lower
extremities and his inability to convey his feeling
of discomfort to staff.

*DON B followed the wound care of resident 11,
*DON B expected her staff to follow the orders of
the wound care nurse.

*DON B reported that it was her impression that
resident 11 should only have had his left heel
"floated” when he was in bed.

*DCN B did not always agree with the care
recommendations of the wound care nurse,
*When asked if there had been any attermpt to
consult a physician when the DON was not in
agreement with the wound care nurse, she
responded that it was difficalt to "step on toes.”

10. Review of resident 11's progress notes
documented by wound care RN G related tc the
left anide pressure injury revealed:

*10723/24 Skin/Wound nots, "Outcoms: Not
progressing-LEFT lateral not floated upon arrival
106/23."

[
I

F 686
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*11/20/24 Skin/Wound note, "Resident resting in
bed upon arrival. Agrees to wound assessment
and cares. Ankle not floated upon arrival. Staff
education needed. Fioat instructions hanging
above bed.”, "WWound Healing % -166.867."
*11/27/24 Skin/Wound nofe, "Wound Healing %
0.

*12/4124 SkinfWound note, "Wound Healing % 0.
*12/11/24 SkinfWound note, “Wound is stagnant
with little o no progress.", "Wound Healing % 0."
*4218/24 SkinfWound note, "Wound Healing %
-33.33"

*There was no documentation that the resident's
physician was notified of the lack of healing for
the ieft ankle pressure injury.

11. Review of the providers 12/2019 Pressura
Ulcers policy revealed:

"0, Pressure uicers will be treated as ordered
by the physician and/or wound care RN and
documented in the medical record.”

*11. No change or deterioration in & pressure
ulcer over a 2-4 week period of time will warrant
physician notification for evaluation of the current
treatment plan.”

F 689 | Free of Accident Mazards/Supervision/Devices F 689
$8=0| GFR(s): 483.25(d)(14(2}

§483.25(d) Accidents.

The facility must ensure that -

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

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent

aceidents.
This REQUIREMENT is not met as evidenced
by:
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Based on South Daketa Department of Health
{SD DOH) facility-reported incident (FRI) review,
observation, interview, record review, and policy
raview, the provider failed to ensure the safety of
one of one sampled resident (21) who eloped {left
the facility without staff knowledge ) when a visitor
exited the building. This citation is considered
past-noncompliance based on review of the
corrective actions the provider implemented
following the incident. Findings include:

1. Review of the provider's submitied SD DOH
FRI regarding resident 21 revesled:

*On 10/29/24 at 2:10 p.m., resident 21 followed
an unidentified visitor out the front door of the
facility.

*The visitor had used a key fob to uniock the door
and once in the parking lot the visitor realized
resident 21 was a rasident.

*The visitor assisted the resident back info the
iobby of the facility where staff were present.
-Upon his retumn, the resident was assessed with
na injuries and was dressed appropriately for the
weather that day.

-At the time of the clopement, resident 21 was in
the main lobby of the facility attending a birthday
party.

*The facility was considerad a locked unit, alt
exterior doars of the building wers locked, and
the front door had a delay of ten seconds before
closure after it was opened.

Review of resident 21's medicai record revealed;
*He had a diagnosis of dementia

*His Brief Intenview of Mental Status score was 4,
which indicated he had severe cognitive
impairment.

*He resided in the memory care unit.

*His care plan included he was ambulatory and

F 682

Past noncornpliance: no plan of
correction requfred.
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had a history of wandering.
~Interventions for his wandering included:

-Distract resident from wandering by offering
pleasant diversions, structured activities, food,
conversation, television, book.

-Monitor the resident's location every fiffesn
minutes.

-Offer diversion activities when resident begins
talking about ieaving facility.

-Provide structured activities: foiteting, walking
inside and outside, reorientation strategies
including signs, pictures, and memory boxes.

The provider implemented systemic actions to
ensure the deficient practice does not reoccur by
having:

*Notified families in the monihly newsletter and
posted signage at the facility's exits that there are
residents who wander and not fo let residents out
of the facility without staff knowledge .

*Provided education to staff members regarding |
the elopement policy. |
*A practice slopement drill was conducted.
*Ensured their FRI's were presentad at the next
Quality Assurance mesting.

*An exit door in tha memory care unit had been
frosted, which malntains the natural light but
obscures the view of the axit,

*There have been no other elopements.

*Visitors have been monitored to ensure they are
following instructions and snsuring residents do
not follow them out,

The provider's implemented systemic actions o
ensure the deficient practice doss not reaceur
was confirmed on 12/19/24 after record
raview revealed the facility had followed their
quality assurance process, education was
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provided to all staff about the resident's
elopement, and observations and interviews
revealed staff understood the education providad
regarding those topics.

Based on the above information, non-compliance
at F689 occurred on 10/28/24, and based on the
provider's implemented corractive actions for the
deficient practice confirmed on 12/19/24, the
non-complignce ie considered
past-noncompliance,

Nutrition/Hydration Status Maintenance

CFR(s): 483.25(g}{1}-(3}

§483.25(g) Assistad nutrition and hydration.
(Includes naso-gastric and gastrostormy tubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
entera! fluids). Based on a resident's
comprehensive assessment, the facility must
ensura thai a resident-

§483.25(g)(1) Maintains acceptable parameters
of nutritional status, such as usual body weight or
desirable body weight range and electrolyte
batance, uniess the resident's clinical condition
demonstrates that this is not possible or resident
preferences indicate otharwise;

§483.25{g)(2) Is oifered sufficient fluid intake to
malntein propert hydration and health;

§483.25(g)(3) is offered a therapsutic diet when
thare is a nutritional probiem and the heaith care
provider orders a therapeutic diet.
This REQUIREMENT is not met as avidenced
by:

Based on observation, record review, interview,

F 689

F 682

1. The Director of Nurssn? or designee, in 01/21/2025%
constitation with the medical director, will

review, revise or create necessary policies
for Resident Waight, including nofifying the
Reglstered Distifian, and transcribing new
provider orders, by January 21st, 2025,

2. The Direclor of Nursing or designee will
ansure resident 34's weight is current, accurate
and the provider and Distitian have been nofifis
of weight status and confirm diet order by
January 21st, 2025.

3. The Dirsclor of Nursing or desinnes will
provide education to staff during January 20th
staff meeting, on policies and procedurss on
resident weight, inciuding provider and RD Je
nolification, and dist changes/new orders fo maet
the standards of reguiation 483.25.

4, The Director of Nursing or designee will
randomly select 3 residents on varying days
of tha wask throughout the monitoring period, i
which those specific residents are being weighed,
to ensure proper procedure and policy compliance
has been obtained within the proper tme frame.
This will include monitoring diet order changes
from outside providers. This wil occur weekl!
for 3 (three) wesks, then monthly for 3 (three
months.

5. The Diractor of Nursing or designee will report
the findings to the Quality Assurance Tgam for
5 (six) months for further recommendations,

Q.

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

Event 102 SLFHY

Facllity ID: 0026 if continuation sheet Page 19 of 3t




PRINTED: 01/06/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
G
43A038 L 1201812024
NAME OF PROVIDER OR SUPPLIER ) STREET ADORESS, CITY. STATE, ZIP CODE
503 WEST PINE
SCOTCHMAN LIVING CENTER PHILIP, SD 57587
) SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION o
s(r)gz}nx (EACH DEFICIENCY MUST SE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE cou&aém
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE
| DEFICIENCY)
F 692 | Contintied From page 19 F 602

and policy review, the provider failed to follow
thelr Resident Waight policy and notify the
registered dietitian (RD) and begin follow-up for
one of one sampled resident (34) who
experienced a significant weight loss. Findings
include:

1. Observation on 12/17/24 at 3:37 p.m. revaaled
resident 34:

“Was asleep in a group/activity room recliner with
a hat and glasses on,

*His clothes wers loose-fitling.

2. A reviow of resident 34's medical record
revealed:

*He was admitted on 10/10724.

*His 10/18/24 Brief Interview of Mental Status
(BIMS) assessment score was 99, indicating he
had riof participated or was unable to participate
in the assessment.

*His diagnoses included vascular dementia (a
type of dementia caused by reduced bicod flow to
the brain) with anxisly, cerebral infarction
{stroke), and depression.

*Revisw of the resident's weight records
revealed:

-On 10/10/24, he weighed 186.4 pounds.

-On 11/2/24, he weighed 185.4 pounds, On
11/924, he weighed 178.8 pounds.

--A loss of 6.8 pounds in one week.

-On 12/13/24, he weighed 170.6 pounds which !
was an 8.5% weight loss since his admission. i
*His care plan interventions for his weight
includexd:

-To "Monitor/document/report PRN [as needad]
any signs/symptems of dysphagia [difficulty
swallowing]: Pocketing [when someone holds
food in their mouth rather than swaliowing],
Choking, Coughing, Drooling, Molding food in
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mouth, Several attempls at swallowing, Refusing
{o eat, Appears concerned during meals" initiated
on 10/24/24.

-"RD) [registerad disticlan] to svaluate and make
diet change recommendations PRN [as needed]
initiated on 10/24/24"

*On 11/15/2024, the resident had an outpatient
dentist appointment to check his denfure fit.

-The dentist's progress note indicated:

~He had not seen any sore spots,

—The resident was not able to wear his dentures
predictably due fo dementia.

—"Plaasa use soft foods- patient is nof likely
keep denturss in”

~-The progress note was acknowledged by a
nurse in his chart, and the note was entered into
his electronic medicat record (EMR).

*On 12112124, the registered dietician (RD}
performed & significant weight change
assessment on the resident and recommended
continuing his cusrent diet order and added a
Magic Cup (a nutritional supplement) once a day.
-She did not change the resident’s regular dist fo
a soft dist.

*His dietary orders included:

-Regutar diet, regular consistency, large portions
at meais. These were ordered on 10/10/24 on
admission,

-~The diet orders had not been changed related {o
the dentist's 11/15/24 diet recommendation.
-Magic Cup one time a day at noon, ordersd on
12/13/24.

*On 12118124 at 2:10 p.m., 2 nurse's note
indicated that he had refused to wear his
dentures that morning.

3. {nterview on 12/18/24 at 3:59 p.m. with RD {M)
regarding resident 34 revealed:
*She had reviswed the resident's waight last

F 692
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week while performing a significant weight loss
assessment and started an intervention of adding
a nutritional supplsment.

-She was unawere of the dentist's 11/15/24
recommendation for a soft diet untif 12/18/24.

Inferview on 12/18/24 at 4:17 p.m. with dietary
depariment manager J regarding resident 34
revealed:

*Me was not awate resident 34 was to have a soft
diet until 12/18/24.

"He stated “the speech therapist emailed” kim on
12/18/24 of the diet change.

-He was unable to find a soft diet order in the
tesident's current orders.

4. A review of the provider's 5/15/23 Resident
Weight policy revesled:

*Weight Assassment

- 3. Any welght change of 5 Ibs more or less
sincs the last weight assessment is refaken the
next day for confirmation.

—a. If the weight is verified, nursing will
immediately notify the distician in writing.”
*Evaluation

- "1. Undeslrable weight change is evaluated by
the treatment team whether or not the ariteria for
"significant” weight change has been met. The
evaluation includes;"

~"c. the relationship between current medicat
condition or clinical situation and recent
fluctuations in weight®

- "2. The physiclan and the mufiidisciplinary team
identlfy conditions and medications that may be
causing ancrexia, weight loss or increasing risk of
welght loss.”

Respiratory/Tracheostomy Care and Suctioning
CFR(s): 483.25(i)

F 692

F 695
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§ 483.25(i) Respiratory ¢are, including
tracheostomy care and trachsal suctioning.
The facility must ensure that a resident who
neads respiratory cars, including trachaostomy
care and tracheal suctioning, is provided such
care, congistent with professional standards of
practice, tha comprehensive person-centered
care plan, the residents' goals and preferences,
and 483.65 of this subpart,

This REQUIREMENT is not mat as evidenced
by:

Based on observation, interview, record review,
and policy review, the provider failed to follow
their policy related to oxygen administration for
two of five sampled residents (4 and 12) who
received oxygen therapy:

*Resident 4's oxygen tubing was not dated.
“Resident 12's oxygen tubing was not changed
monthly per facility poticy.

*Resident 4's nasal cannula was observed on the
ficor during one of three observations.

*Resident 4's foam fitter on the back of the
oxXygen cencentrator machine had a bulldup of
dust.

Findings include:

1. Observation and interview on 12/17/24 at 3:42
p.m. with resident 4 in her room revealed:

*She was wearing a nasal cannula and using a
portable oxygen tank. That tubing was not dated.
*There was an oxygen concanfrator machine nexdt
o her sink.

-The foam filter on the back of the machine had a
buiidup of dust and fuzz

~The nasal cannula for that machine was on the
floor,

2. Observation on 12/18/24 at 8:39 a.m. in

1. The Director of Nursing or designee, in
consultation with medicai director, will review,
revise or create necessary palicies for Oxygen
Administration by January 21, 2025, -
2. The Director of Nursing or designee will enslre
resident 4 and 12's oxygen tubing has been repglaced
and dated, as well as ensuring concentrator filtor
task is current by January 5th, 2025.
3. The Director of Nursina or desinnes will provide
education during January 20th staff meeting on
olicies and procwaures on oxygen administratipn,
meluding concantrator filter cleaning and tubing
changses, to mest the standards of reguiation 453,25,
4, The Director of Nursing or designes will
randamly select 3 residents with oxygen
administration to ensure proper oxygen tubing nd
pracedurs and policy comghance has boen obtal
This will ocour weekly for 3 (three} months, ther
monthly for 3 {thrae) months.
5. The Director of Nursing or designee wil repart
the findings to the Quality Assurance Team for
8 {six) months for further recormmendations.

l

’
-

“odizr2025

FORM CMS-2567(02-89} Previcus Verslons Obsolete

Evant ID:SLFH11

Facility (D: Q0238

if continuation shest Page 23 0f 31



PRINTED: 01/08/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILBING COMPLETED

c
43A038 B, WING 12/19/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
8§03 WEST PINE

SCOTCHWMAN LIVING CENTER

PHILIP, SD §7587

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION X8
PREFIX {EACH DEFICIEENCY MUST 8E PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COM;:}E:ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAS CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY?}
F 685 | Continued From page 23 £ 695

resident 12's room revealed:

*There was a seclion of extension tubing from the
oxygen concentrator machine to the water
chamber with a handwritten date of "9/28" on it.
*The water chamber had a handwritten date of
4213724 on it

3. Interview on 12/18/24 at 2:28 p.m. with
registered nurse (RN) F revealed:

*They previously ussd plastic baggies to store the
rasidents’ oxygen tubing when not in use.
Residents did not like these baggies and would
throw them in the trash,

*Thay now used hooks that ware adhered to the
side of the concentrator machines to wrap the !
oxygen tubing around when not in use to keep it
off the floor.

*She expected staff to replace a nasal canntila if
it was found on the floor.

*The reason why resident 12's oxygen extension
tubing had not been replaced was due to supply
issues.

~They did not have that particular tubing in stock.
-The employee in charge of ordering supplies
wont on medical leave for approximately twe
months, and the backup person was not aware of
that specific type of extension tubing fo ensure it
was ordeved and availabie,

*She indicated that "sometimes cleaning the filter
each wesk does not get done like it should.”

4. Observation on 12/18/24 at 2:50 p.m. in
resident 4's room revealed:

“The nasal cannula was storad wrapped up and
tucked under the handle of the oxygen
concentrator machine. The nasal cannula was
not on the floor.

*There was no indication o note if the nass!
cannula had been replaced or not.
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*The foam filter was silli dusty.

5. Interview on 12/18/24 at 2:59 p.m. with certified
nurse assistant (CNA) N about oxygen tubing
revealed:

*The nurses changed the residents’ oxygen
tubing weekly.

*If he found a nasai cannula on the floor, he
would have wiped it off with an alcohot wipe,
wrapped the tubing up, and tucked it under the
handie of the oxygen concentrator machine.

8. interview on 12/18/24 at 4:45 p.m. and again
on 12/19/24 at 8:12 a.m. with director of nursing
(DON) B revealed:

*She expected the residents’ oxygen fubing to be
changed monthly.

*The backup supply person may not have known
about that styte of extension tubing to be able to
order if.

*She expactad the foam filfers on the oxvgen
concantrators to be cleaned weekly.

“RN F was usually responsible for ordering the
oxygen tubing supplies for residents.

-She indicated that RN F was "probably waiting
for fihe employee in charge of ordering supplies]
to get back to order that past.”

*She confimed that oxygen extension tubing was
about fwo months overdue for changing.

7. Reviow of resident 4's physician orders
revesled:

*'Change 02 [oxygen] tubing on
concantrator/tank Q month [every month)."

~That order was scheduled "ong time a day every
14 day(s)."

*"Ciean O2 concanirator filter Q week {every
week] one time a day |
every 7 day(s)." |
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*Those orders wers placed on 6/6/23,
8. Review of resident 4's Decamber Treatment
Administration Record revealed that the filter was
documented as having been cleaned on 12/5/24
and 12/12/24.
9. Review of the provider's £/23 Oxygen
Administration policy revealed:
*"Maintenance:
~1. Oxygen tubing is to be changed monthly,
-2, Concentrator filters are to be cleaned and
checked monthly,
-3. Humidifier containers are to be cleaned
weekly with 2 1:1[1 to 1] vinegariwater solution or
as per manufacturer recommendations.”
*Documentation:
~1. After completing the oxygen setup or
adjustment, the following information shouid be
decumented in PCC {PointClickCare].
--a. The date and fime the oxygen was applied ...
*Reporting:
~...2. Report other information in accordance with
facility policy and professional standards of
practice."
F 812 | Food Procurement, Store/Prepare/Serve-Sanitary F 812 ?eilwg Fo%deﬁgfﬁymat ool s 01/217202%
S8=F | CFR(s): 483.60()1)(2) the sur\?e?z:ere il pleeied as of Dotembey 2%?’5 24,
Dietary Director reviewed all areas to ensure that
§483.60(i) Food safely requirements. ’! JEPIOPIate claaning wes compisted 2 of Decembey
The facility rust - ' 2. "The items idenfied area dded to the deep cleaning
Hist. This list is broken down into two lists, a dally
§483.80(7)(1) - Procure food from sources st vl B adlusten o/add Tafion a0 gresen rape |
approved or considered satisfactory by federal, The weekiy cleaning list will be adjusted for the juice|
sta orlocal autnorfe, ey o aon erel, cafing e i e
{f) This may inciuds food ftems obtained directly the fryerty weran e
from local producers, subject to applicable State
and local laws or regulations.
{ii) This provision does not prohibit or prevent
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. ‘pag - Fa12 3. Staff education on the updatad cleaning lisls was
facilities from using produce grown in facility pro¥|ded oln Janua];y b;s. 20&5 bg gxe Dietalr;; Dir%citor.
i 3 i 7 4. These ltlems wi monioreq oy the Dietal reclor
gardens, subject to comphan_ce with gpphcabie weekly and reported to the Quality Assuranceqieam
safe growing and food-handling practices, monthly, This will be monitored for 8 months. Tracking
{iil} This provision does not preclude residents of data will begln an January 183, 2026.
from consuming foods nof procured by the facllity.
Ougillaged anegi untl%bgled tems odlFor S
. s abri 1. tems identifted were removed from on
§483.80(i)(2) - Store, prepare, distribute and December 47, 2024. Dietary Director reviewed all
serve food in accordance with professional other stock ems o ensure that any expired or unfabeled

standards for food service safely.
This REQUIREMENT is not met as evidenicad
by:

Based on observation, interview, and document
review, the provider failed to properiy label foods
and discard foods on or before the
manufaciurer's bast-by date, and failed to
maintain the following kitchan items in a clean
and sanitary manner:

*In the kifchenette:

-The flattop grill.

-The grease trap drawer beneath the flattop grill.
-The juice dispenser.

~The overhaad ventilation hood paneis,

*In the nraln kitchen:

~The ceiling and ceiling venis throughout the
kitchen.

-The grease irap drawer baneath the flatiop grill.
-The deep fat fryer and the spaces in befween the
fryer and the adjacent equipment.

FindIngs include:

1. Observation on 12/17/24 at 1:27 p.m. In the
kitchenette revealed:

*The flattop grill was stained with a burnt-on
substance.

*The grease trap drawer beneath the flattop grill
contained a thick brown sludge of burnt food and
grease.

*There was a layer of dust buildup on the
ovearhead ventilation hood panels.

iterns were removed as of December 25, 2024.
2. Policies and chatklists ware updated on January

, 2025.

3. Dietary Director will hold an inservice and educatl
1o staff on proper slorage policles on January 13, 202
4. Distary Divector wilf monitor storage for 6 momths
to ensure thal siorage policles are being followed.

This will be monitored weekly and reported to Qualily
Assurance Team monthly, Tracking of data will begin)
on January 13, 2025.

oz
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*There was an unidentified white growth inside
the grape juice dispenser.

2. Continued cbservation on 12/17/24 at 1:41
p.m. in the main kitchen revealed:

*There was a buildup of dust on the celling and
ceifing vents throughout the kitchen, Including
above food preparation areas.

“The greass trap drawer underneath the fiatiop
grill was (ilted with a yellowish olly liquid. Thers
were bits of what appeared to be eggs floating
arcund in that liquid.

*The sides of the deep fat fryer were coversd in
crumbs and grease.

-The fryer was situated in between the gas
stovetop and the ovens.

~There was a bulldup of grease and food crumbs
on the panefing of the stovetop and the oven,
which was a potential fire hazard as the gas
stovetop used an open flame to operate.

"In one of the reach-in codlars, there were two
foods past the manufacturers best by dates:
-One opened jug of lime juice with "BEST
BEFORE 2024 NOV 13."

-One opened container of pesto with "BESTIF
USED BY: 11.11.2024."

*There was a container of orange powder with a
handwritten, labal of “Tace Seasoning 6.1.23 -
6.1.24)

-A measuring scoop was stored inside that
container.

*There were two targe containers of what
appeared to have been sugar and flour, There
was na label or date on them.

3. Interview on 12/18/24 at 3:28 p.m. with cook ]
revaaled that the juice machine was stpposed to
have been taken apart and cleaned weekly.
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4. Intervisw on 12/18/24 at 3:51 p.m. with certified
digtary manager (COM) J revealed:

*The overhead ventilation hoods ware cleansd
professionally every six manths.

~The hood panels were cleaned as needad by
himself or the digtary staff.

| -He estimated the hood panels in the kitchsnette
had not been cleared in approximately a month
and a haif.

~That task was not on the cleaning checklist,
*The deep fat fryer was cleaned at least every
two weeks, but sometimes more depending on
the menu,

*Staff were cleaning the fryer that day,

*He recently put the protective guards up as
another fayer of protection between the frysr and
the gas stovetop.

5, Interview on 12/18/24 at 4:20 p.m. with cook |
revealad:

*The grease trap drawers were supposed to have
been cleaned daily.

*She was not sure why there was so much liquid
in the greass trap drawer in the main kitchen.
*The flattop grill in the kitchenette was hardly ever
used, and she was unsure about when the grill or
the grease frap drawer were last cleaned.

8. Interview on 12/18/24 at 4:30 p.m. with distary
| aide (DA} H in the kitchenetie revealed:

*The fiattop grill in the kitchenette was not used
often as it would take a long time to warm up and
clean afterwards.

-She did not know when if was iast cleaned.
*The juice machine was supposed to have been
cleaned weekly,

-She indicated the juice machine was not always
cleaned weekly as it took a fong time {o drain it,
put werm water through it, take it apart, bring it
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back to the kilchen, wash it, bring it back to the
kitcheneite area, and put it back fogether again.

7. Interview on 12/18/24 at 10:28 a.m, with CDM
J revealed:

*He expected staff to wipe down the ceilings and
vents once per week,

-He indicated the task on the checklist was 1o
wipa the walls down, but he expected staff to
wipe the ceflings as well.

~He was aware that task "does not always get
dons."

*The grease trap drawer in the main kitchen fills
up with fiquid daily as they pour farge volumes of
water and lemon juice onto the grill to clean it.
That fiquid pours down the drain into the drawer.
*He expecied the drawers to have been cleaned
daily.

*He was not aware of the unidentified white
growth or sediment in the grape juice dispenser.
-He expected the juice dispenser to have been
disassembled and cleaned weekiy.

-He explained that some staff may not take the
machine all the way apart because they did not
know how to take it apart or put i back together.
~-He confirmed there are directions to do so on
the inside of the juice dispanser door.

*He confirmed the food items that were past their
bestby dates were thrown away.

8. Review of the provider's "Daily Cook Cleaning
List” for the week of 12/8/24 through 12/14/24
revealed all iterns on the cook's list were initialed
off as having been completed.

9. Review of the provider's "Weekly Cleaning List”
from 11/17/24 through 12/14/24 revealed:
*Cleaning the deep fat fryer was not included on
the list.
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~Someone had written that the fryer was clganed
the waek of 12/1/24 o 12/7/24.

*Cleaning the overhead ventilation hoed panels
was not on the list.

*Wiping the ceiling and ceiling vents was not on
the fist.

*Cleaning the fiattop grill snd the grease trap
drawer was not on the list.

*Claaning the juice maching was a weekly task
on Fridays. That task was initialed as having besn
completed sach week,

10. Review of the provider's 8/28/23 policy that
did not have a {itle revealed:

*POLICY STATEMENT

-t is the poiicy of the Dietary Depariment that all
perishable foods are refrigerated at the
appropriate temperature and in an orderly and
sanitary manner.”

*There were no guidslines describing
expectations on labsling and storage of bulk
iterns like sugar, flour, and taco seasoning.
*There were no guidelines describing
expectations on storage of foods past the
manufacturer's best-by date.
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E 000 | Initial Comments E 000
A recertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73,
Emergency Preparedness, requirements for Long
Term Care facilities, was conducted on 12/18/24.
Scotchman Living Center was found in
compliance.
|
|
]
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Wawnaan W CEOQ/Administrator 01/10/2025

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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K 000 | INITIAL COMMENTS K 000
o A second point of latching was 01/21/202
A recertification survey was conducted on ordered on January 7, 2025 and will
12/18/24 for compliance with 42 CFR 483.90 be intalled upon receipt.
(a)&(b), requirements for Long Term Care
T:(ﬂ!trfsl.i:nc:etchman Living Center was found not Maintenance Director will report the
pliance. completion of the second point of
The building will meet the requirements of the !?tchlngtt% th? Qua“ty Asstl_Jr:ance
2012 LSC for existing health care occupancies €am at the January meeung.
upon correction of the deficiency identified at
K226 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards..
|
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
Hlacneen CEO/Administrator 01/10/2025

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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S 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
; 12/17/24 through 12/19/24. Scotchman Living
Center was found in compliance.
8000 Compliance/Noncompliance Statement S 000
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 12/17/24
through 12/19/24. Scotchman Living Center was
in compliance.
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