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F 000 | INITIAL COMMENTS FO00| The preparation of the foliowing plan
Of correction for this deficiency does
Arecertification health survey for compliance not constilute and should not be
with 42 CFR Part 483, Subparl B, requirements interpreted as an admission nor an
for Long Term Care faciillies was conducted from agreement by the facllity of the truth
4/23/24 through 4/25/24, Bethesda of Beresford of the facts allegad on conclustons
was found not in compliance with the folfowing set forth in the statement of
requirements: F575, F577, F578, F584, F585, deficiencies. The plan of correction
F656, F688, F725, F761, F812, FB51, F880, prepared for this deflciency was
Fg09, and F919, executed solely because it Is required
by provisions of state and federal law.
A complaint heafth survey for compliance wilh 42 Without walving the foregoing
CFR Part 483, Subpart B, requirements for Long statement, the facility states that with
Term Care facitities was conducled from 4/23/24 respect to:

through 4/25/24. Areas surveyed included
environmental cleaning and sufficient staffing.
Belhesda of Beresford was found not in
compliance with the following requirements: F584

and F725,
F 575 | Required Postings F575| Al residents have the potential fo be | 08/09/2024
85<D | CFR(s): 483.10(ghS)(1{) affected by this deficlent practice.
§483.10(g)(5) The facility must post, in a form The SD DOH contact information will
and manner accessible and understandable to be posted In a common location,
residents, resident representatives: . \
{i) A llst of names, adzresses (malling and emait), yle;t\fg?le {g at" rﬁsl'ide;?‘z’ tlnfo:'ltl'naﬂon
and telephone numbers of all pertinent Stale inecing: B no; HREO (l) i
agencies and advocacy groups, such as the State include how to file a compaint.
Survey Agency, the State licensure office, adult Resident admisslon packets will also
protective services where state law provides for be updatsd to include updated
jusisdiction in long-term care facilities, the Office Informatlon regarding contact
of Ihe State Long-Term Care Ombudsman information on 5/10/24.
program, the protection and advocacy network, .
The contact information for the local

home and community based service programs,
and the Medicaid Fraud Conlrol Unit; and

(i) A statement that the resident may file a
complaint with the State Survey Agency
concerning any suspected violation of state or
federal nursing facllity regulation, insluding but not

and State Ombudsman program will
be posted in a common's area
location, viewable (o all residents on
5/10/24.

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE {X6) DATE

BN AdMinisovne 0% e 2

Any deficiency statement ending with an asld@y(') denoles a deficlency which the nstitution may be excused from correcting providing it Is delarmined that
other safeguards provide sufficient prolection to the patisnis. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whelher of nol a plan of correclion is provided.. Eor.nurs &bgygfmqugs-and plans of correction are disclosable 14
days fotiowing the dale these documents are made availeble to the facility. If }igﬁcie{r’? ; , a;'\"gpptqyéd piian of correction (s requisite to continued

b 1 (W [l 0 i

togram participation. Pyt e W) b
program participa i) )

C REE

yelos a4 cit
7 L

;—_i_ﬁit‘io:oaasn . FacStytD: 0023 ‘Uf' if continuation shaal Page 1 of 61
| MAY 21 2024 niastogoe sl

SD DCH-0OLC

FORIM CMS-2567(02-99) Proyious Versions Obsolele




PRINTED: 05/08/2024

limited to resident abuse, neglect, exploitation,
misappropriation of resident property in the
facitity, and non-compliance with the advanced
directives requirements (42 CFR parl 489 subpart
f) and requests for information regarding returning
to the communily,

This REQUIREMENT is not met as evidenced
by:

Based on interview, observation, and review of
the resident admission packst, the provider faited
1o ensure the ombudsman and South Dakota
Department of Health (8D DOH) contacl
information had been posted in a location
accessible to all 35 current residents, visilors, and
families. Findings include:

1. Interview with the resident councit on 4/24/24
from 1:00 p.m. through 1:35 p.m. revealed the
residents were:

*Unaware where to find contact information for
the ombudsman (residant advocate).

*Not aware they could contact the SD DOH
direclly or file a8 complaint with the SD DOH.

2. Observation on 4/24/24 at 1:40 p.m. and again
on 4/25/24 al 2:16 p.m. revealed the following:
*The ombudsman contact information was posted
in the enlryway vestibule and the social worker's
ofiice.

-In the entryway vestibule, the information was
posted at standing-eye-level and required a door
code {0 access the area.

-in the sociat worker's office, there was a posler
on the wall above fhe bookshelf. it was posted
near the ceiling. The social worker's office was
not always accessible o the residents.

*There was no SD DOH conlact information
posted anywhere In the facility.

*There was no slalement posted that the resident

new admission papsrwaork {o ensure
SD DOH and ombudsman
paperwork [s included in each
packet and ensure the required
postings of each agency Is posted In
a conspicuous area weekly for 4
weeks and monthly for two months.

Adminlsirator or designee will
present findings from these audils at
the monthly QAPI commiites for
review uniil the QAP! commiitea
advises to discontinue monitoring.
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RAHD SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION ©8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 575 1
Continued From page F575  Administrator or designee will audit
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PREFIX
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F 575

F 577
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Continued From page 2

could file a complainl with the SD DOH
concernaing any suspected violation of state or
federal facility regulations.

3. Interview on 04/25/04 at 2:08 p.m, with
adminisirator A confirmed:

*The ombudsman's contacl Information was
posted only in the soctal worker's office above a
bookshelf.

*The SD DOH contact informalion was not
posted.

*A statement that the residen! could file a
complaint with the SD DOH concerning any
suspected violation of state or federal facility
regulations was not posted.

*A descriplion of how to file & complaint with the
state survey agency, SD DOH, was not posted.

4. Raview of the admission handbook revealed:
“The table of contents listed "Stale and Federal
Contacls” was on page 19.

*There was no page 18.

*The "State and Federal Contacts” starled on
page 18,

*The page after page 18 was labeled page 2.
*Page 2 had coniact information far the state
ombudsman program, but it was not the current
contact information.

*The SD DOH complaint coordinator’s phone
number was nol correct.

Right to Survey Results/Advocate Agency Info
CFR(s): 483.10(g)(10 11)

§483.10{g)(10) The resident has the right to-

(i} Examine the results of the most recenl survey
of the facilily conducted by Federal or Slate
surveyors and any plan of correction in effect with

respect to the facilily; and

F 575

F 577

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

The survey resulls binder were posted
next to the sntrance of the business
office and nurse's station on 5/10/24
for the 3 preceding years in a way
readily accessible to all residents

06/09/2024
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{ii) Receive information from agencies acting as
client advacales, and be afforded he opportunity
to contact these agencies.

§483.10{g)(11) The facility must--

(1) Post in a place readily accessible {o residents,
and family members and legal representatives of
residents, the resulls of the most recent survey of
the facility.

(i) Have reports with respect 1o any surveys,
cerlifications, and complaint investigations made
respecting lhe facility during the 3 preceding
years, and any plan of corredtion in effect with
respect to the facllily, available for any individual
to review upan request; and
(ili} Post notice of the availability of such reporis in
areas of the facility that are prominent and
accessible {o the public.

(iv) The facility shall not make avaiiable identifying
information about complainanis or residenis,

This REQUIREMENT s not met as evidenced
by:

Based on interview, abservation, and policy
review, the provider failed to make the most
recent survey results accessible (o all residents
and thelr representalives. Findings include:

1. Interview with the resident council on 4/24/24
from 1:00 p.m. through 1:35 p.m. revealed the
residenis were unaware of their right lo read the
slate survey resulls or where o find them,

Observation of the lobby and public areas on
424124 at 1:40 p.m. and agein on 4/25/24 at 2:16
p.m. revealed the survey resuits had not been
made available.

Interview on 04/25/04 at 2:08 p.m. with
adminisirator A confirmed:

(X410 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION {%5)
FREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORKATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENGY)
F 577 | Continued From page 3
pag FS77) visitors and staff.

Administralor or designee will audit the
survey results are posted at the two
focations and ensure they are readily
accesslble to anyone weekly for 4
wesks and monthly for two months.

Administrator or designee will present
findings from these audits at the
monthly QAPI committee for review
until the QAP| committee advises to
discontinue monitoring.
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F 577

£ 578
$8=D

Continued From page 4

*The survey resulls were not currently posted.
*The survey binder had been removed from the
front lobby in January 2024 afler a waler leak.

Reviaw of the facility resident rights document in
the admission packe! provided fo residents
revealed the right lo " ...examine the results of the
most recent survey of {provider's nams)
conducted by Federal or Stale surveyors and any
plan of correction in effect. Resulls are located at
the nurses’ station and next to the business
office.”

Request/Refuse/Dscntnue Trmnt;Formite Adv Dir
CFR{s): 483.10{c)(B){8)a)(12)())-(v)

§483.10(c)(6) The righl to request, refuse, and/or
discontinue trealment, to participate in or refuse
fo participate in experimental research, and to
formulate en advance directive.

§483.10(c)(8) Nothing in this parageaph should be
construed as the right of the resident to receive
ihe provision of medical irealment or medical
services deemed medically unnecessary or
inappropriate. '

§483.10(g)(12) The facility must comply with the
requiremenis spacified In 42 CFR part 489,
subpart | (Advance Direclives).

(1) These requirements include provisions fo
inform and provide written information to all adull
residents concerning the right to accept or refuse
medical or surgical freaiment and, at the
resident's option, formulate an advanca directive.
(i§) This includes a wiillen description of the
facility's poticies lo impiernent advance directives
and applicable Siale law.

{ii) Facilities are permitied to conlract with other

F 577

F 678

Resident 32's medical record was
updated to reflect the change of code
status from “full code” to "DNR" on
4124124, All other residents' medical
raecords were reviewed to ensure
correct code status is displayed on
the EMR.

Administrator, DON, and
interdisciplinary team

review and revised, as nacessary,
the policy and procedure denoting
code stalus on 5/10/24.

ADM A and any other staff
responsible for updating code status
for residents will be re-educated.”

Administrator or designee will audit
cotrect code status on all residents
weekly for 4 weeks and monthly for
fwo months.

*on the process and
completion regarding
code status updates by
the DON,

06/09/2024

*BS 5/20/24
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enlities to furnish this information but are still
legally responsible for ensuring that the
requirements of this section are met.

(iv) )f an adult individual is incapacitated at the
time of admission and is unable to recelve
information or arliculate whether or not he or she
has execuled an advance directive, the facllity
may give advance direstive information to the
individual's resldent representative in accordance
with State faw.

{v) The facility is not relieved of ils obligation to
provide this information to the individuat once he
or she is able to recelve such information.
Follow-up procedures must be in place to provide
the information {o the individual directly al the
appropriate time,

This REQUIREMENT is not met as evidenced
by:

Basead on record feview, interview, and policy
review, {he provider failed to implement a revised
advanced directive for one of sixieen sampled
residents (32) reviewed for advance directives.
Findings include:

1. Review of resident 32's paper and slectronic
medical record (EMR) revesled:

*The dashboard indicated "full code.” (Individual
desire for cardiopulmonary resuscitation [CPR]) to
be Initiated if their hearl stopped.)

“The physiclans’ order dated 11/21/23 indicated
“full code.”

*The care conference noles dated 3/7/24
indicated "Code stalus was changed from Full
Code to DNR [do not resuscifals]. Provider was
faxed."

interview on 4/24/24 a{ 11:06 a.m. with
administrator (ADM) A revealed:

*It was her expecialion {hat staff would look at the

Administrator or desighee will
present findings from these audits
at the monthly QAPI committee for
review untt the QAPI committes
advises to discontinus moniloring.

- CENTERS FOR MEDICARE & MEDICAID SERVICES
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BERESFORD, SD 57004
(X4} iD SLAMARY STATEMENT OF DEFIGIENCIES [[3] PROVIDER'S PLAN OF CORRECTION x5
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(X1} PROVIDER/SUPPLIER/CLIA

%2} MULTIPLE CONSTRUCTION

{%3) DATE SURVEY

EMR "dashbeard” to find a resident's current
code slalus,

*She recalled the power of atlorney (POA)
changed resident 32's code stalus ai the last care
conference that was held on 3/7/24.

*She siated, " should have folfowed up with a
new Expressions of Healthcare Preferences
form."

*|lt was her expectation that when a resident code
stafus changed:

-The Expression of Heallth Care Freferences farm
would have been completed with the resident or
the resident's POA.

~That form would have been sent {o the physician
for signature and uploaded to the EMR,

-The physician orders and "dashboard"” would
have been updated.

*She confirmed that she “didn’t follow up," and
that the steps above had not been completed.

interview on 4/25/24 at 11:02 a.m. with ADMA
revealed she:

*Provided an Expression of Healthcare
Preferences form for resident 32 dated 3/7/24.
*Provided a copy of a stamp that was typleally
slamped on the physicians’ order,

*Indicated that the stamp provided the sleps thal
should be followed after receiving all physician's
order.

*Indicated they did not have an "Advance
Direclives Policy" as requasted but provided a
"Deanoling Code Status" policy. .

Review of resident 32's Expression of Heallhcare
Preferences form ravealed the form:

*Indicated, "t DO NOT desire cardiopulmonary
resuscitation (CPR),"

*Was signed by the resident's POA on 3/7/24,
*Was signed by the physiclan on 3/6/24.

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
C
435080 B. WING 04/26/2024
NAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, SYATE, 2iP CODE
BETHESDA OF BERESFORD IEWGEDAR
BERESFORD, 8D 57004
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {K8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE GOMPLETION
TG REGULAYORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 578 | Continued From page 8 F 578
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F 578 | Gontinued From page 7 F 578
*Had not been stamped wilh the stamp
mentioned above.
Review of the providers'12/01/2018 Denoting
Code Status policy revealed:
*"Upon admission, and after orders for advance
directives have been received, an area by the
resident's door Is marked to denote their cade
status.”
‘The policy did not mention:
-The use of a stamp.
-The steps or expeclations Indicated above by
ADMA.
F 584 | Safe/Clean/Comfortable/Homelike Enavironment F 84|  Activity room countertops have been | ge/09/2024
SS<E | CFR(s): 483.10())(1)-(7) decluttered of any supplies. Fioors
have bean cleaned on 5/14/24.
§483.10(i) Safe Environment. Scale room carpet was replaced on
The resident has a right o a safe, clean, 5(14/24.
comfortable and homelike environment, including The scale itself, hard plastic cover,
but not limited {o receiving treatment and : .
will be repaired.
supports for dally fiving safely.
The facility must provide- é?o-ha"wayhhanc:)sanm;zer d
§483.10(1)(1) A safe, clean, comfortable, and 5 Iﬁgfgfej\s“ o?t\:gr hzenracszmiez er""
homefike environment, alfowing the residsnt fo dlspenslers have been cleafied on
use his or her personal belongings to the extent 5/14/24
possible. '
(i} This includes ensuring that the resident can \ . ,
receive care and services safely and that the Resident 22's wall will be patched
physical layout of the facllity maximizes resident ?nd painted. The pa_throom. \
independence and does not pose a safety risk. including but not limited to, sink and
(i) The facilily shall exercise reasonables care for shelving will be c_laaned. The eniry
the protection of the resident's properly from loss door will be repaired to remove any
of thedl, sharp adge.
§483.10{1)(2) Housskeaping and maintenance Resident 17's room had the cord
services necessary lo maintain a sanitary, ordesly, replaced and taken off the floor on
and comfortable Interior; 5/14/24.
Event 1D:0Q3G 1 Faciay 1D: 0022 If continuation sheet Page 8 of 61
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F 584 Continued From page 8 F584| Resident 9's entry door has been
repaired to sliminate the sharp edge.
§483.10ti}(3) Clean bed and bath linans that are P R 800
in good condilion, Resident 5's room has been
declutered fo Include the extra side
§483.10(i){4) Privale closet space in each rall removed.
resident room, as speclfied in §483.90 (e)(2)(iv):
e Reslident 1’s room had her walker
l§48?.1]()(l)|(]5) Ade_quate and comfortable fighting cleaned and new tennis balls
SISl U Srdss. installed. The room was deep
§483.10(i){6) Comfortable and safe temperalure cleaned.
ool At Rosidont 4 bassboardn enlro
81°F; and room will be replaced. Walls to be
' patched and painted. Bedside table
§483.10(i)(7) For the malntenance of comfortable will be cleaned.
sound levels. 7
This REQUIREMENT is not met as evidenced Stand Aide #5 rubber safety caps
by: will be replaced. Stand Aide #5 will
Based on observation, Interview, and record ' be cleaned to remove any 8xcess
review, the provider falled to ensure & ¢lean and resldue.
hometlike environment was maintained In the .
following areas: Stand Alde #81 will have the foot
*The aclivilies room. base cleaned and repaired to have a
*Resident rooms (1, 4, 5, 8, 13, 17, and 22). cleanable surface.
*The surfaces of the mechanical lifis.
*The hand sanilizer dispensers, 200-hallway tub room wiil have the
*The scale raom, tub chair replaced of missing,
Findings include: cracked, rusted or broken pleces.
Top of storage shelf wili be cleaned.
1. Observalion on 4/23/24 al 8:13 a.m. In the
/| aclivilies room revealed: Stand Aide 3 will have the platform
*Therse were glitter and confelli pleces on the cleaned. The rubber safety caps and
lables and on the Noor. protective covering on the wheel wiil
*The counters were clullered vith several art and be repaired.
craft supplies that had not been pul away (paper,
puzzles, games, painting supplles, potting sofl, Stand Alde 4 wiil have the foot
crayons, colored pencils, markers). platform cleaned and free of debris.
*There were dust bunnies, dead leaves, and dirt
Facisly iD: 0022 1§ continuation sheet Page 9 of 61
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F 584 | Continued From page 9 F 584| Resldent 13's floor tiles will be replaced.
parlicles on the feor throughout the room. The baseboard creating the gap will be
replaced.
2. Observation on 4/23/24 at 8:36 a.m. in the
| scale room revealed: Rm 208 hole in wall behind bed will be
*The carpet had stained spois throughout the fixed. Rm 211 bed control cord will be
room, fixad.
*There were bils of what appeared {o be lorn
paper scallered on the floor. All other resident rooms including, but
*Tha scale llself had flakes of an unidentified not limited to will be inspected for
white material and was missing pieces of the cleanliness, baseboards to be repaired,
plastic covering on the base. walls patched, mechanical lifts and
doors repaired. Ail other common use
3. Observation on 4/23/24 from 8:41 a.m, to 9:24 areas will be monitored for cleaniiness.
a.m. in lhe 100-hallway revealed:
*The hand sanitizer drp {ray outside of raom 102 Administrator, DON, and
was dirly with dust and congealed hand santlizer. interdisciplinary team reviewed and
*Resident 22's raom had: revised the maintenance work order
-Scrgtct_les on the walls near 1'he dresser. and deep cleaning policy and procedure
-A missing a chunk of wood with sharp edges on on 5/9/2024
the bathroom door. '
d'? d?;:{::zv:n'iz::lfrfgg’sogg:tg':cz"a‘ was visibly Employee J and G will be re-educated
*Resident 17's room, had a cord behveen the bed by the Administrator or designee on
and the TV taped to the floor. The tape was work order pollcy and p ro_cedure. All .
peeling away, creating a polential {ripping hazard. other employees responsible for loggmg
‘Resident 8's room had sharp edges on the edge work orders will be re-equcated.
of the entry door. Administrator or desiginee will audit

*Resident 5's room had a bed rall and several

other ftems clultered on ths floor. cleanliness and repairs nseded in

resident rooms, lifts, and common use
areas weekly for 4 weeks and monthly

4, Observation and interview on 4/23/24 al 9:19
for two months.

a.m, with resident 1 in her room revealed:

*Her walker had a layer of dust buildup on the
tennis balis on the feet of the walker.

*She stated her room was "awiul" and she wished
her room was cleaner.

Administrator or deslignee will present
findings from these audlts at the
monthly QAPI committee for review until
the QAP commiittee advises fo

5. Obsarvation on 4/23/24 from 9:35 a.m. 10 9:56 discontinue monitoring.
a.m. throughout the facllity revealed there were at

- FORM CI48-2567(02-98) Previous Verstons Obsolate Event [D: OQ36 11 Facitity 10: 0022
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i 584 | Continued From page 10

teast 10 hand sanifizer drip trays that were soiled
with congealed hand sanilizer and dust.

6. Observalion and interview on 4/23/24 at 10:28
a.m. wilh resident 4 in his room revealed:

*Long sireak marks, chunks ef pain, and
exposed drywall areas missing along the boltom
tefl edge of the wall.

-Al least three different areas where the drywall
was exposed.

-A iwo-fool missing sectlon of the baseboard.
-The remaining baseboard was peeling away
from the walls.

*He menfioned his wheelchair scrapes up against
that side of the wall.

*His bedside table was slained wilh a scatlered
clear glossy substance. It appeared to be sficky.

7. Observation on 4/23/24 at 10:52 a.m. of the
"E-Z Way" stand alde labeled “#5" revealad the
foot base was filthy with a buildup of an
unidentified crange crust, the lag brace had
specks of unidentified while flekes, and the
rubber safely caps were missing from where the
sling was hooked onfo the machine.

8. Observation on 4/23/24 al 11:05 a.m, of the
"E-Z Way" stand aide [abeled "S1" revealed the
foot base was filthy wilh dirt and food crumbs and
was missing severat areas of paint with rusty
metal exposed.

9, Observation on 4/23/24 at 12:16 p.m. in the
200-haliway tub room revesled:

*The {ub chair had several areas that were
cracked, broken, rusled, and missing plastic
pieces.

*The lop of the storage shelf was unclean.

F 584

2
* Education will include what to B3i/20/24

look for when entering resident
rooms or commen areas, where
and how to fill out a request for
cleaning or repairing.
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10. Observation on 4/23/24 at 2:52 p.m. of the
"E-Z Way" stand aide labeled "3" ravealad:
*There was a bulldup of food particles and dirt in
the foot base.

*The rubber safely caps were missing from whare
the sling was hooked onfo the machine,

*One of the wheels was missing the protective
covering.

11. Interview on 4/23/24 at 4:18 p.m. wilh resident
13's daughter revealed.

*She wished her mor's reom was kept in a
cleansr condition.

*When sha visited, the floor in reslidsent 13's room
frequenily had dust bunnies under and around the
bed.

*The bedside table was often slicky with an
unknown residue.

*The flooring lites near the window were cracked.
*The common areas, such as the activities room,
were "always messy and disorganized."

-Dirt and dust were commonly sean on the floor.

12, Observalion on 4/24/24 at 8:34 a.m. in the
activities room revealed it was in the same
condition as slated previously.

13. Observations on 4/24/24 from 8:36 a.m. to
8:50 a.m. throughaoul the facility revealed that the
hand sanitizer drip trays remained in the same
condition.

14. Observation on 4/24/24 al 10:2% a.m. In
resident 13's room reveated:

*Several floor tiles beneath her window were
cracked,

~One of the tiles had & physical bump from the

cracks.
-There was about a helf-Inch gap befween the

Even( (D:003G11 Facitly iD: 0022 If continuation sheet Page 12 of 61
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hottom of the baseboard and the floor liles.

15. Observation on 4/24/24 from 10:43 a.m. lo
10:53 a.m. {hroughout the facilily revealed the
mechanical lifts ware in the same condition as
stated previously.

18. Interview on 4/24/24 at 4:10 p.m. with
business office manager J revealed:

*He was a certified nurse aide (CNA) and helped
fill In when needed.

*If he saw something (hat needed fixing, he would
write it in the maintenance request book localed
In the CNA room.

“When he was in resident rooms, he nomally
looked for call fight placement, not necessarily for
environmental concems (hal needed to have
been fixed.

17. Interview on 4/25/24 at 9:28 a.m, with
environmental services techniclan G about her

' normal cleaning routine revealed:

*if she saw something that needed fixing, she
verbally informed maintenance director D.

*She had been the only housekeeper that week.
*She was aware of {he broken lites in resident
13's room but had nol Informed maintenance
director D,

1She was aware of the stete of resldent 4's wall,
but she explained that management knew about
that.

*She was not aware that the activity room was not
clean.

*A restdent's room was deep cleansd when they
changed rooms or if they were discharged.
*Thers was no regular dgep cleaning schedule if
a resident had been living there for & jong time.
*The nursing staff were responsible for cleaning

the resident mechanical lifts.
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Continued From page 13

18. Observalion on 4/25/24 at 9:42 a.m, of "E-Z
Way" stand aide labeled "4 revealed there were
food crumbs and pieces of cashew nuts in the
foot base.

18. Interview on 4/25/24 at 10:19 a.m, wilh
maintenance direclor D about building repairs
revealed:

*He checked the maintenance requesl book
every morning.

*He performed room checks once a month lo see
what needed lo be repaired.

‘When asked if he kep! a record of items that
needed fixing or things that had been fixed
already, he tapped his head and said he kepl a
mental note.

*Larger repairs, like patching holes in walls and
replacing the baseboard, was usually performed
when the resident moved oul or when the
resident was not in the room.

*He was aware of the needed repairs in resident
4's room.

-He recenfly reptaced a hole in that wall,
explaining that was why part of the baseboard
was missing.

*He was constanily repairing scrapes in the walls
from resident wheslchairs.

*He was not aware of the broken liles in resident
13's room.

20. Inlerview on 4/25/24 at 10:28 a.m. with CNA E
about the mechanical lifts revealed:

*Nursing staff ware responsible for cleaning the
mechanical lifts.

*Bleach wipes were used lo clean the high-touch
areas in between each resident use.

*She (hotght that the night staff were responsible

for deep cleaning the mechanical lifis.

F 584
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F 584 | Continued From page 14 F 584
*She agreed there were cleanliness concerns
with the mechanical lifts.
21. Review of the providers Maintenance
Requisition from 12/15/23 {hrough 4/22/24
revealed:
*There was a note from 2/20/24 thal read,
“Please have housekeeping check request log
dally - doas not look like things are belng followed
up on.”
*A request was submitied on 3/19/24 thal read,
"Rm. 208 hole in wall behind bed (headboard)."
-The request had not been marked as
“compleied” by the time of the survey.
*A request was submilted on 4/7/24 that read,
*Roam 211 bed confrol cord wires exposed.”
-The requast had not been marked as
“completed"” by the time of the survey.
F 585 | Grievances F 585 06/09/2024
§S8=E | CFR(s): 483.10()(1)-(4)
§483.10() Grievances This dellclency has the potential to
§483.10(j)(1) The resident has the right to voice mipect Gl resenis.
grievances to the facility or other agency or entily Grievance forms were readily made
that hears grievances without discrimination or availabls for all residents and
reprisal and without fear of discrimination or reprasentatives on 5/9/2024 at the
reprisal. Such grievances include those with front office and outslde the social
respect to care and {reatment which has been worker’s door. Both forms are
fuinished as well as that which has not been acconsible fro}n a wheslchalr height
furnished, the behavior of staff and of other )
;:zilgt?':tséfnd other concerns regarding their LTC The grievance officlal is the sodial
services designee. Nolification of
§483.10()(2) The resident has the right to and the this change was indicated outside of
facility must make prompt efforts by the facility o the container to retrieve the forms
resolve grievances ihe resident may have, in on 5/9/24.
accordance with this paragraph.
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Notification of this change will also be
re-introduced at the next resident
councli on 6/6/24 that the grievance
officlal is the social services designese.

§483.10(j}({3) The facility must make information
on how to file a grlavance or complaint avaitable
to the resident.

§483.10(j}(4) The facility must establish a
grisvance policy to ensure the prompt resolution
of all grievances regarding the residents' rights
contained in this paragraph. Upon request, the

Admin, DON, and interdisciplinary
team reviewed and revised the
Grievance Pollcy and Procedure on

provider must give a copy of the grievance policy 514724,
to the resident, The grievance policy must
include; Administrator or designee will audit
{i) Notifying resident individually or through avallability and accessibility of
postings in prominent localions throughout the grievance forms weekly for 4 weeks
facility of the right to file grigvances orally and monthly for two months.
{meaning spaken) or in writing; the right to file
grievances anonymously; the contac! Information Administrator or deslgnee will present
of the grievance officlat with whom a grievance findings from these audits at the
can be filed, that is, his or her name, business monthly QAPI committes for review
address (mailing and email) and business phone until the QAPI committes advises to
number; a reasonsble expecied ime frame for discontinue monitoring.

i completing the review of the grievance; the right

; to obtain a written decision regarding his or her
grievance; and the contag! information of
independent entities with whom gtievances may
be filed, that is, the pertinent State agency,
Quallly improvement Organization, State Survey
Agency and State Long-Term Care Ombudsman
program or proteclion and advocacy system;

(i) identifying a Grigvance Officlal who is
responsible for oversesing the grievance process,
receiving and {racking grievances through to their
conclusions; leading any necessary investigalions
by the facifity; maintaining the confidentiality of all
information assoclated with grievances, for
example, the ldentity of the residant for those
grievances submitted anonymously, issuing
written grievance decisions to the resident; and
coordinaling with siate and federal agencies as
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necessary in ligh! of specific allegalions;

(lii} As necessary, laking immediate action lo
prevent further polential violations of any resident
right while the alleged violation Is being
investigated;

{iv} Consistent with §483.12(c}(1), immediately
reporting all alfeged violations invelving neglect,
abuse, Including injuries of unknown solrce,
and/or misappropriation of resident property, by
anyone furnishing services on behalf of the
provider, {o the administralor of the provider; and
as required by Stale law;

(v} Ensuring that all written grievance decisions
include the daie the grievance was racsived, a
summary statement of the resident’s grievance,
the steps laken to investigate the grievancs, a
summary of the pertinent findings or conclusions
regarding the resident's concerns(s), a sfatement
as to whather the griezvance was confirmed or not
confirmed, any corrective action taken ot to be
taken by the facflily as a result of the grievance,
and the date ihe writlen decision was issued;

{vi} Taking appropriate corrective action in
accordance with State law if the alleged violation
of the residents’ rights is confirmed by the facilily
or if an outside entity having jurisdictfon, such as
the State Survey Agency, Quality Improvement
Organizalion, or local iaw enforcement agency
confirms a violation for any of these residents'
righls within ils area of responsibility; and

(vil) Maintaining evidence demonstrating the
result of all grievances for a period of no tess fhan
3 years from the issuance of the grievance
decision.

This REQUIREMENT is not met as evidenced
by:

Based on interview, observation, admission
packet review, policy review, and plan of

correction review, the provider failed to:
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*Make information available on how {o file &
grievance and {he location of the grievance forms
readily available to residents and their
represertatives.

“Designale who the grievance official was.
Findings Include:

1. Interview with the residenti council on 4/24/24
fram 1:00 p.m. through 1:35 p.m. revealed:
*The residents were not aware of who the
grievance official was.

*The resldents were not aware how o file a
grievanca or where to find the necessary forms.

Observation of the lobby and the public area in
the center of the facllity around the nursing ,
station on 4/24/24 al 1:40 p.m. and again on
4/25/24 af 2:16 p.m, revealed the grievance
official contact informalion, how to file a
grievancee, and the grievance forms were not in
prominent jocatlons that would be readily
avallable to anyone with a grievance.

Interview on 04/25/04 at 2:08 p.ny. with
adminisirator A revealed:

*She was the grievance official and "handles all
the paperwork.”

It was her expectation that residents "wrile it [the
grievance] on regular paper” and that she would
completa the grisvance form,

*Informalion on the grievance process was
provided {o residents at the November 2023
resident councit meeling bul she was unable to
provide those resident council minutes,
*Grievance informalion was kept in a black plastic
pocket file hung on the wall above the nurses’
station and noted the label on the file was
missing.

*The forms were kept where residents could not
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reach them or prevent one of the residents from
taking alt of them.

-8he explained one of the residents had a habit of
taking itams from ihe nurses’ stalion.

Review of the provider's 10/24/23 admission
packef revealed:

»..there are also forms by the front office you
can il out with your concsrns or thoughts.”
*The packet did nof specify who the grievance
official was.

*There was no grievance form located in the
packet.

Review of the provider's Grievance policy
effective 10/24/23 revealed:

" Jpon request, the faciiily will provide residents
or their representalive(s) information regarding
the internal grievance process including whom to
contact fo file a grievance.”

*The policy did nol specify who the grievance
official was.

Review of he provider's plan of correction for the
survey completed an 10/4/23 revealed:
*"Residen{ Council will be held on 14/1/23 to
discuss the new Grievance Policy and Procedure
and where to locate them and announcing the
Social Services Designee as the grievance
official.”

*Grievance forms will be located oulside the
nurse's station and included in the Resident
Admission Handbook as well as ...next to the
Administration office with clear signage and in
plain view."

*The provider was found in compliance with the
plan of correction at lhe time of the revisit that
was conducled on 11/7/23.
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{B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencles and/or other appropriate

for 9 residents Weekly for four weeks,
then monthiy for two more months.
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B and 5's care plan.
§483.21(b) Comprehensive Care Plans
§483.24{b)(1) The facility must develop and Physiclan orders ware obtained for PT
implement a comprehensive person-centered and OT lo evaluate and (reat residents
care plan for each resident, cansistent with the 3 and 5 for development of restorative
resident rights set forth at §483,10{c)2) and programs and individualized
§483.10{c)(3), that includes measurable restorative goals. All other residents
objectives and timeframes to meel a resident's will be reviewed for the need for a
medical, nursing, and menlal and psychosocial restorative program by the DON.
needs that are identified in the comprehensive
assessment. The comprehensive care plan must Resident 5's care plan has her nall
describe the folfowing - care added to the Treaiment
(i} The services thal are lo be furnished lo altain Administration Record (TAR) for the
or mainlain the resident's highes! practicable nurses to complete on 5/15/24. All
physical, mental, and psychosocial well-being as other resident's care plans will be
required under §483.24, §483,25 or §483.40; and reviewed and revised {o incorporate
(i) Any services that would otherwise be required documentation of nall care.
under §483.24, §483.25 or §483.40 bu! are not
provided due to the residenl's exercise of rights CNA X will be re-educated by the
under §483.10, including the right to refuse DON or designee on documentation of
treatment under §483.10{c)(6). nall care. Al other staff responsible for
{ili) Any specialized services or specialized giving baths will be re-educated to
rehabilitative services the nursing facility will include documentation of nall care, * BB 5/20/24
provide as a résult of PASARR
recommendations. if a facility disagrees with the Admin, DON and interdisciplinary
findings of the PASARR, il must indicate ils team will review and revise the Care
rationale in the resident's medical record. Planning Process policy.
{iv)in consultation wilh the resident and the
resident’s representative(s)- Admin or designee whl audit the™ B 5/20/24
(A) The resldenl's goals for admission and deve -of-ropteralive-programe
desired outcomes. BS 5/20/24
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F 656 | Continuad From page 20 F85|  administrator or designea will
entities, for this purpose. _ present findings from these audits al
{C} Discharge plans in the comprehensive care the monthly QAPI commiittee for
plan.. as appropriate, In accordance with the review until the QAP! commitiee
;Z?:‘tji:imems sel forth in paragraph (o) of this advises to discontinue monitoring.
§483.21(b)(3) The services provided or arranged
by the facilily, as outfined by the comprehensive “ DON or designee will provide BS|5/20/24
care plan, must- , .
{iil) Be culturally-competant and trauma-informed. education to all staff responsible
This REQUIREMENT is not met as evidenced for the creation, review, and
by: revision of resident care plans,
Based on obsarvalion, Interview, record review, including what topics should go
and policy review, the provider falled to devslop, into a care plan.
revise, and implement a comprehensive
person-centered care plan that addressed nail
care and range of motion for two of fourteen " BS 5/20/24
sampled residents (3 and 5). Finding include: care plans to reflect current
health conditions
1. Observation and interview on 4/23/24 al 9:19
a.m. with resident 3 revealed: BS 5/20/24
‘Thhere v:as a piclure (:‘n :he wall iwith ir:jstrucli ons % ar 95% of current residents
on haw fo put on a right-hand splint and a ; : '
schedula for (he times that the splint was to have whichever is greater,
been puf on.
*Resident 3 indicated she had not worn that splint
for a “long lime."
*She rested her right hand in her lap.
*When asked to lit her arms she was unable to
lift her righl arm.
*She slated, "No, none,” when asked about range
of motion exercises and if anyone helped herto
mova her arms.
*She indicated lhat she:
-Had baen in therapy but was nol currently.
-Wanted an exercise program for her right arm.
Interview on 4/24/24 at 2:35 p.m. with registered
nurse (RN) N revealed that resident 3 only wore
the hand splint al night, and "l don't know any
Event [0; 003G Facfily 1D: D022 [f continvalion sheef Page 21 of 61
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more about it."

~That contradicted resident 3's report that she
had not been wearing the splint.

Review of resident 3's paper and electronic
medical record (EMR) revealed:

*An admission date of 5/24/22,

*Diagnoses Included hemiplegia and hemiparesis
foltowing cerebral infarclion affecling the right
dominant side and conlraclure of muscls; right
hand.

*The most recent annuat comprehensive
Minimum Dala Set (MDS) with an assessment
reference dale of 5/2/23 thal indicated:
-"Functional Limitation in Range of Motian: Upper
extremity.”

-"Impairmant on one side.”

-"She has worked with therapy in the facility but is
currently doing restorative.”

“There was no current documentation in the EMR
of a restorative program or use of lhe right-hand
splint.

*The Occupational Therapy Discharge Summary
dated 9/26/23 indicated “Splint and Brace
Program Eslablished/Tralned: Splint on at night
off in the morning.”

Review of rasident 3's care plan with a revision
date of 5/18/23 revealed:

*A goal of, "To voice adequate pain controf and be
able fo partlcipate In therapy.”

*An intervention of, "l have a conlracture of my
left hand ol [refated to) my CVA [cerebrat vagcular
accident (stroke)). | am working with OT
[occupational therapyl.®

*The care plan had not been revised aRer
discharge {rom occupational therapy on 9/26/23.
*There were no goals or interventions relaled to

E her right-hand coniracture.
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*There were no goals or inlerventions relaled to
limited range of motion (ROM) of her right arm,

Intervisws on 04/25/24 at 11:32 a.m. and again
on 4/25/24 at 12:26 p.m. with administralor A
revealed:

*She was unable to focate documentation on the
uss of a hand splint for resident 3.

1 don't have anything on [resldent 3's] splint, that
would be OTR {registered occupational therapist)
O‘Il

*In reference to the sign hanging in resident 3's
room, she slated, "l don't think the sign should be
in her room, | will find out” She was unable to
provide confirmation.

*They do not have a policy for the restorative
nursing program.

2, Observation and inlerview on 4/23/24 al 11:34
a.m. with resident 5 revealed:

*She had long jagged, thickened fingsraalls with
dark calored residus under the tips.

-The nails were brownish yellow in color and the
growth was both upward and beyond the fingertip,
*She had a blua foam roll in her left hand.

*Both her teft and right hands were resting in her
tap with her fingers curled under.

“When asked to open her finger, she
demonsiraled minimal movement.

*She stated:

-She was "not happy” about not receiving
exercises for her hands.

<"No one moves my hand."

Observation and interview on 4/23/24 al 9:45
a.m. and again on 4/25/24 al 10:03 a.m. with
resident 5 revealed:

*She had a blue foam roll In her laft hand.

“The foam roll had an unidentifiable substance on
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i

*Her fingernails remained long and there was an
unidentified orange and brown substance under
her nails,

*She slated she liked to look nice.

*Staled she wanted to get her "nails done on
Thursday."

Review of resident 5's EMR revealed:

*An admission date of 6/24719.

*Diagnoses that included hemiplegia and
hemiparesis following cerebral infarction affecting
the left non-dominant side and weakness.

*A physician order dated 7/8/23 for "Blue palm
protector to right hand ON in AM off al HS one
time a day for skin integrity of hand due to
conlracture and remove per schedule "

*The most recent MDS significant change in
stalus with an assessmeni reference date of
7114123 revealed:

-"Funclionat Limitation in Range of Motion: Upper
extremity ... Impairment on both sides."
~"Functional Limitation in Range of Motion. Lower
extremity ...Impairment on both sides."

*There was no nail care or refusal of nail care
documentation in the nurse's notes, care fasks,
or Trealmenl Adminisiration Record.

Review of resident 6's care plan with a revision
date of 10/19/23 indicaled:

*'| have history of a CVA.”

') have residual hemlplegie/hemiparesis to my
left side.”

*'} have very limited ROM r/t my spinat stenousls
and acthrilis.”

) will maintain currend level of function.”
-There were no interventions related to limited
range of motion of her arms and legs.

*"{ like lipstick and to look nice ..."
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*She requires one person assistance with
personal hygiene.

Skin assessments were lo be compleled weekly.
*There were no goals or Interventions related lo
her nail care.

| Interview on 4/26/24 at 9:38 a.m. with certified

; nurse assistant {CNA} X revealed:

: *Nail care was provided with scheduled baths
once a week by the nursing assistants.

-Thare was no specific nail care decumentation to
complete. "it's basic care."

*Skin assessments were completed by the nurse
on bath day.

*The aclivilies depariment provided a "nail class”
on Thursdays each week,

*She provided a bath lo resident 5, but:

-CNAs did not complete resident 5's nall care.
A nurse does her nalls, both toes and fingers.”
*Resldent 5 "is nol always receptive to baths or
nail care.”

interview on 4/25/24 at 9:31 a.m. with licensed
practical nurse F revealed:

*Rasident 5 “goes 1o nall class on Thursdays with
aclivilies but sometimes refuses.”

*It was her expeciation thatl:

"CNAs can care for [resident §'s finger] nails.
-That was typically compleled on bath days.

Interview on 4/25/24 at 9:51 a.m. with activities
diractor R revealed:

*Resident 5 attended nail class "occasionally
depending on her mood."

*"We just polish or jewel her nafls.”

*We are careful about her nalls."

3. Interview on 4/25/24 at 12:26 p.m. director of
nursing (DON B) revealed:
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F 688
§8=D

*Residenls 3 and 5 had not been assessed and
was ot recaiving any restorative program.
'Care plans were updated when MDSs were
completed or when changes were identified,

Review of the provider's Care Planning Process
policy reviewed 10/27/21 and 4/25/24 revealed:
*'To insure @ comprehensive, individualized plan
of care for each resident."

* ...each resident will have an Individualized plan
of care which addressed the resident's needs and
severity of condition, impairment disability or
disease ..."

*I{ is the responsibifity of the IDT {interdisciplinary
team] members to assess the resident,
individualize the plan of care, evaluate the
effecliveness and [of] ths plan of care as a
resident's needs change ..."

Review of the "RAI {resident assessment
instrument) Version 3.0 Manval" dated October
2023 revealed:

*Good assassment is the starding point for good
clinical problem solving and decigion making snd
uitimately for the crealion of a sound care plan."
*"The care plan should be revised on an ongoing
basis to reflect changes In the resident and the
care {hal the residsnl is receiving."
Increase/Prevent Decrease in ROM/Mobilily
GFR(s); 483.25(c}{1)-(3)

§483.25(c) Mobilily.

§483.25(c)(1) The facilitly must snsure that a
resident who enters the facility without limited
range of motion does not experience reduclion in
range of motion unless the resident's clinical
condition demonstrates that a reduclion in range

F 688 Physiclan orders were obtained for

PT and

OT to evaluate and treat

residents 3 and 5 for development of
restorative programs and
Individualized restorative goals. All
other residenis will be reviewed for
the need for a restorative program by
the DON.

06/06/2024
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F 688 | Continued Fr 2
of mir:;ni R u(:: VZT::N :_ and F 688 Administrator or designee will provide
' gducafion to all staff about their roles
§483.25(c)(2) A resident with fimited range of and responsibilities for an active and
motion receives appropriate reatment and °"9°".‘9 r.esmrqﬂve pl:ogram to prevent
services o increase ranga of mollon andfor lo a decline in residents" activities of dally
prevent further decrease In range of motion. living. J
. . . = BS 5/20/2
o - DON or designee will audit
§483.25(0)(3) A resident with limited mobility
receives appropriate services, equipment, and decumentation-and-tmplementation OfBS 5120124
assistance to maintain or improve mobifity with the restorative pragrams weekly for
{he maximum praclicable independence unless a four weeks and monthly for two more
reduction in mobility is demonstrably unavoidable, manths.
This REQUIREMENT Is not mel as evidenced
by: DON or deslgnee will present the audit
Based on observation, interview, record review, findings at the monthly QAPI meetings
and policy review, the provider failed to ensure an for raview.
ongeing rastorative nursing program for fwo of
two sampled residents (3 and 5) al risk for a BS 5/20/24
deciline In range of molion. Findings include: *the development
. . . BS 5/20/24
;'n?‘f:ifgigg;‘?% ’;‘és’e‘;‘;’;_m 4123124 at 8:19 * for 9 residents, or 25% of cumrent
*There was a piciure on the wall with instructions residents, whichaver is greater,
on how lo put on a right-hand splint and &
wearing schedule for that splint.
-Resident 3 indicaled she had not worn thal splint
for a "long lime."
*She rested her right hand In her lap.
*When asked to lfl her arms she was unable lo
lift her right arm,
*She stated, "No, none,” when asked about range
of motion exercises and if anyone helped her o
mave her arms.
*She indicated that she:
-Had been in therapy but was not currently.
-Wanted an exerclse program for her right arm.
Review of resident 3's paper and efectroni¢
medical record (EMR) revealed:
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*An admisslon date of 5/24/22,

*Diagnoses included hemiplegia and hemiparesls
foltowing cerebral infarction affecling the right
dominant side and contracture of muscle; right
hand.

*The most recenl annual comprehensive
Minimum Data Set (MDS} with an assessment
referance date of 5/2/23 Indicated:

“"Funetional Limitation in Range of Motion: Upper
extremily.”

~“impairment on one side.”

-"She has worked with therapy in the facility but is
currently dofng restorative.”

--There was no documentation to support her
participation In a restoralive program.

*The care plan wilh a revision dale of 5/19/23
indicaled:

-A goal of, "To voice adequale pain control and be
able to participale in therapy."

-An indervention of, "l have a contraclure of my
teft hand 1/t {related to} my CVA [cerebral vascular
accident {stroke)}. | am working with OT
{occupational therapy)."

-No intervention related lo her right hand
conlraclure.

*The 9/26/23 Occupational Therapy Discharge
Summary dated indicated "Splint and Brace
Program Established/Tralned: Splint on at night
off in the morning.”

‘There was no documentation in the EMR of a
restoralive program or use of the right-hand
splint.

2. Observation and interview on 4/23/24 at 11:34
a.m. with resident 5 revealed:

*She had a biue foam roll in her left hand.

*Both her left and righl hands were resting In her
lap with her fingers curled under.

“When asked to open her fingers, she
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demonsirated minimal movement.

*She stated:

-She was "not happy" about not recelving
exercises for her hands.

-"No one moves my hand.”

Reaview of resident 5's EMR revealed:

*An admission date of 6/24/18.

*Diagnoses that included hemiplegia and
hemiparesis following cerebral infarction affecting
the left non-dominant side and weakness.

tA physician order dated 7/8/23 for "palm
protector to right hand... for skin integrity of hand
due to contracture...

*The most recent MDS significant change in
status with an assessment reference date of
7114123 revealed:

~"Functional Limitation in Range of Motion: Upper
extremily ...impairment on both sides.”
-Functionat Limitation in Range of Motion: Lower
exlremity ...impalrment on both sides.”

*The care plan with a revision date of 10/19/23
indicated:

="l have history of a CVA."

-] have resldual hemiplagia/hemiparasis to my
feft side.”

-4 have very limited ROM {range of motier} !t
{related lo} my spinal stenosis and arthritis.”

"1 will maintain current fevel of funclion.”

Interview on 4/25/24 at 8:48 a.m. with physical
tharapy assistant (PTA) P revealed:

*She was famillar with both resident 3 and
resident 5.

“Neither of those resident were receiving skilled
therapy.

*In regards o a restorative nursing program she
stated, "1 believe they should both {resident 3 and

resident 5] have a program.”

F 88
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-Those programs "would have been provided to
[diractor of nursing {DON B)}."

Interview on 4/25/24 at 10:50 a.m. with registered
occupational therapist (OTR) O revealed:
*Resident 3 was not currently racalving any
skilled therapy services.

*Resident 3 wore a hand splint and:

-She staled, " am not sure if she {resident 3] Is
tolerating it."

--She was uncertain if resident 3 had a reslorative
program.

*It was her expectation that if therapy
recommended a splint schedule or restorative
program when the resident was discharged from
therapy, nursing would complete it or
communicale if there was a problem.

*Resident & was not currenlly receiving any
skilled therapy services.

*She was uncertain if resident 5 had a restoralive
program,

*Restoralive exercise and splinling programs,
when wrillen by a theraplsi, were given to {DON)
B,

Interview on 04/25/24 al 11:32 a.m. and again on
4125124 at 12:28 p.m. with administrator A
revealad:

*She was unable to locale documentalion on the
use of a hand splint for resident 3.

“In reference to the slgn hanging in resident 3's
room, she stated, "l don't think the sign should be
In her room, | wilt find oul." She was unable to
provide confirmation.

‘They do not have a policy for the rastoralive
nursing prograra,

Interview on 4/25/24 at 12:26 p.m. DON B
revealed:
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*Resloralive is a nursing program she leads.
*"Therapy involvement is limited lo
recommendation. Resloralive programs will be
modified by nursing.”

* don't need to communicate wilh therapy if
change the program that they wrote.”

*She had created a restorative User-Defined
Assessment (UDA) in point click care (PCC) [the
EMR soltwara),

*Not every resident has bean assessed yet using
lhat UDA and:

-As residents would come dus for their annual
MDS, she woutd evaiuale the need for reslorative
programs and put them "back in place.”
-Residents 3 and 5 had not been assessed and
did not have resloralive programs.

F 725 | Sufficient Nursing Staff

8S=F | CFR(s): 483.35{a)}{1)(2)

§483.35(a} Sufficient Staff.

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide niursing and related services to assure
restdent safety and attain or maintain the highest
praclicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessmenis and individual plans of care
and considering the number, acuily and
dlagnoses of the facility's resident population in
accordance with the facility assessment required
at §483.70(e).

§483.35(a)(1) The facilily must provide services
by sufficien! numbers of each of the following
types of personnel on a 24-hour basis (o provide
nursing care lo all residents in accordancs with
residen! care plans:

{i} Excepl when waived under paragraph (e) of

F 888

F725( Unable to timely address resident 3, | 06/09/2024

2024.

4, 5, 13, and 21 call light records
from February, March, and Aprif of

potential to be affected by this
deficient practice.

Administrator, DON, and
interdisclplinary team reviewed and
revised as necessary the policy and
procedure for staffing and the Call
Light policy on 5/14/24 o ensure
resident call lights are answered in
a reasonable and acceptable ime.

DON or designee will provide
education to supervisory and
management staff {o ensure the
nursing depariment is sufficlent in
slaffing levels to be able to
sufficiently answer call lights in a
reasonable and acceptable time.

Al residents have the
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this section, licensed nurses; and Cong:erns related to insufficient -
{ii} Other nursing personnel, Including but not staffing are tracked through the facility
limited to nurse aides. grievance process. A report of
grievances will be communicaled by
§483.35(a)(2) Except when waived under the grievance official to the nursing
paragraph (&) of this section, the facilily must staff and proper aclion is taken place.
designale a licensed nurse to serve as a charge DON or designee will audit randomly
nurse on each tour of duty. compelent residents to ensure
This REQUIREMENT is niot met as evidenced sufficlent staffing is addressed twice
by: per week for four weeks and monthly
Based on observation, interviews, record review, for two more months, BS 5/20/24
and policy review, the provider falled to ensure
there were sufficient nuising staff to ensure call DON or designee will present the audit
lights were answered in a reasenable time for five findings at the monthly QAP meelings
of thirly-five sampled residents (3, 4, 5, 13, and for reviaw.
21).
Findings include: '
. - . ) BS 5/20/24

1. Interview on 4/23/24 at 10:29 a.m. with resident In addition, Social Services or
4 in his room revealed he: Designee will randomly audit call light
*Pointed out his pendant call fight and stafed lts walit times by triggering resident's call
function. lights and record observations twice
*Menlioned thal sometimes he had to wait 20 o per week for four weeks and monthly
30 minules for someane to answer the call light. for two more months. An analysis of
*Did not use the call fight frequently. these wait times will determine staffing

. _ . shortages which will be used to
Review of resident 4's call light audit report from implement actual changes.
2124124 to 424124 revealed:
“The report was generated from 2/24/24 to
4/24/24, bul there was no dala on the report
before 4/5/24.
*There were three cali light wall times over 15
minutes.
“The longest call light wait time was 40 minutes.
2, Inferview on 4/23/24 at 11:01 a.m. with resident
3 about call fight wait times revealed that she
noticed she had to wait longer at nighttime.
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“*The longest cal light wait Ume was 30 minutes.

Reviaw of resident 3's call fight audit report from
2124124 to 4/24/24 revealed:

*There were 19 call light wait times over 15
minutes.

3. Interview on 4/23/24 at 11:41 a.m. with resident
5 revealed that she sometimes waited for "hours”
for someone {o come help her at night when she
used her call light.

Observation on 4/23/24 at 11:48 a.m. revealed
that resident 5's call tight was not functioning.
-When the button was pressed it did not show up
on call light report.

-it was discovered that the ballery needed to
have been replaced.

Review of resident 5's call light audit report from
2{24/24 (0 4/24/24 reveaied there was one lime
on the evening of 4/22/24 where her call light wail
lime was 40 minules.

4. Interview on 4/23/24 al 2:30 p.m. with resident
21 In her room revealed she:

*Was there for therapy afier she fell at home and
broke her hip.,

*Had {o walt long periods of lime for staff to help
her, but she did not keep track of hov long she
wailed.

“Was not suppesed to stand up on her own bul
did that anyway because "when you have lo go,
you have fo go."

“Was incontinent at times because she could not
make it to the bathroom in time.

*Was able lo sense when she needed to use the
restroom.

*Wore incontinent briefs for "the occasional

accldent.”
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Review of resident 21's call light audit report from
4/8/24 o 4/24/24 sevealed:

*There were 25 call light wall times aver 15
mintes,

*The Jonges! call light wait time was 108 minutes.
*Specific long call light wail times that correlated
to her inconlinence episodes were as {ollows;
-4/11/24, call fght triggered at 12:30 p.m., slarm
cleared at 1:00 p.m. after 30 minutes.

-4/19/24, call light triggered at 4:02 a.m., alarm
cleared al 4:25 a.m, after 23 minutes.

-4120124, call fight triggered at 7.05 a.m., alarm
cleared at 7:28 a.m. afler 23 minutes.

Review of resident 21's bladdsr incontinence
records revealed she was inconlinent on the
following dates and times:

*4/11/24, 4:37 a.m,

*4113/24, 7:49 p.m.

*4{14124, 9:05 p.m.

*4147124, 5:06 a.m.

*4(16/24, 4:59 a.m,

24121124, 8:21 p.m.

Review of resident 21's bowel inconlinence
records revealed she was incontinent on the
following dales and times;

*4/10/24, 6:19 a.m.

*4/11724, 1:58 p.m.

*4i20/24, 8:56 a.m,

*4121424, 8:21 p.m.

Review of resident 21's 4/11/24 admission
Minimum Data Set assessment revealed she was
occasionally incontinent of urine and frequently
incantinent of bowel,

interview on 4/24/24 &t 3:35 p.m, with {icensed

F 725
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‘administrator A about resident 21 rovealed:

practical nurse {LPN} F about bowel and bladder
incentinence charling revealed:

*Some staff chart on a resident's continence right
away after assisling that resident, white others
c¢hart fater.

*They would wrife quick notes on the pockel care
plan to chart on later.

{nterview on 4/24/24 at 3:44 p.m. with certified
nurse aide (CNA} W about charling revealed that
she usually wrole whaiher the resident was
continent of incontinen on the pocket care plan,
and then charted later.

Interview on 4/24/24 at 4:10 p.m. with business
office manager/CNA J revealed:

*He usually assisted on the floor-during busier
times.

*“if he assisted residents to use the bathroom and
noled that they were continent or Incontinent, he
charted later.

Interview on 4/25/24 at 2:23 p.m. with resident 21
revealed she:

*Confirmed she was able o sense when she
needed to use the bathroom.

“Wore an Incontinence brief for the occasional
accident.

*Confirmed she had a few accidents where she
could not make it (o the bathroom in time
because she had to wait too long for staff to
assist her {0 the bathroom.

“Indicated some staff were quicker to respond
than others.,

interview on 4/25/24 at 3:14 p.m. wilh

*When she admitted on 4/8/24, she was more

incontinent of bowe! than she was now due fo
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adverse side effects of some medications.

*Her physician stopped thal medication and her
incontinence improved,

*She was aware of some of the longer caf] tight
wait times on resident 21's call light audit repod,
-She said, "t hope it's jusl because they [the stafi]
forgot to turn the call light off."

5. Interview on 4/23/24 at 4:18 p.m. with resident
13's daughter revealed she:

*Visited her mom f{requentiy.

*Noticed fonger call light wait times, usually
around 30 minutes.

Review of resident 13's call light audit repont from
212424 to 4124124 revealed:

*There were 19 call light wail times over 15
minutes.

*The longest call light wail time was 46 minuies.
*The resident's call light stopped functioning on
3/29/24 around 7:00 p.m.

“The resident was given a different call fight on
3131724, ‘

Interview on 4/24/24 at 10:29 am. with CNAE
about resident call lights revealed:

*There were a few different styles of call lights
used.

-A portable bullon.

-A corded bullon altached to the wall.

-A paddle bulton altached to lhe wail.

*All types of csll lights were connected {o the staff
radios.

‘When a resident pressead their call light, the
staffs radio would audibly announce which room
number needed assistance.

8. Inlerview on 4/24/24 at 1:00 p.m. with the
resident council revealed:
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*It was harder to get staff to answer the cali lights
in ths evening.

*One resident staled he often wailed in hathroom
for 30 minutes for staff to answer his call light.
-He stated that he recently waited on the loilet for
45 minules.

*Another resident stated she called the faciiity on
her cell phone when she had to wait more than
20 minutes.

*The residents stated, "We have o be palient in
the evaning or morning.”

7. inlerview on 4/25/24 at 3:15 p.m. with
administrator A about the long call tight wait tmes
revealed:

*She was aware of the long call light wait times.
*She parformed a call ight audit at the beginning
of the month and noticed longer call light wait
times in the morning around shifl change.

“She confirmed the night shift slaff consisted of
one CNA and one nurse from 10:00 p.m. lo 8:00
a.m.

*They changed the morning shift process {o get
the CNAs onto the floor sooner to assist the
rasidents with getting up for the day.

*The night shift ended al 6:15 a.m., and the
morning shift started at 5:45 a.m. which allowed
for a 30-minute overlap belween shifis to provide
{ime for the shift-fo-shift reporis.

8. Review of nursing staff schedules for March
and April 2024 confirmed lhe day-to-day staffing
pattern consisted of the following for a maximum
of 35 residents:

*From 10:00 p.m. untit about 6:45 a.m. the next
motning, there was only one nurse and one CNA
scheduled.

*One daytime charge nurse from 5:45 a.m. fo
6:16 p.m.
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*One daylime {realment nurse from 5:46 a.m, fo
6:15 p.m.

*Three daylime CNAs from 3:45 a.m. to 2:00 p.m.
*One daylime CNA from 5:45 a.m. o either 4:00
p.m. or6:15 p.m.

*Anywhere from two to four evening CNAs from
2:00 p.m. to 10:00 p.m.

*One evening medication aide from 5:45 p.m, to
10:00 p.m.

*One night CNA from 5:45 p.m. 10 6:15 a.m.
*One night nurse from 5:45 p.m. to 6:15 a.m.

Review of the provider's revised 4/24/24 Call
Light policy revealed:

““Purpose:;

-To assure that resident always has a method of
calling for assistance.

-To promptly answer the rasident's cail."
**Procedure:

~-1. When resident’s call fight is observed, go to
1esident’s room promptiy.

-2. Turn cali tight off and inquire about resident’s
request in a friendly manner and respond as soon
as possible,

-3. When leaving the room, place call light within
easy reach of resident if in bed. i oul of bad,
streteh call light cord across bed so resident is
able to reach iL"

*The policy did not define an acceplable time
frame to answer call lights.

! F 761 Label/Store Drugs and Biologicals F 761 All residents have the potential to be | 06/08/2024
: SS=E | CFR(s): 483.45(g}h)(1)(2) affected by this deficient practice.

§483.45(g) Labeling of Drugs and Biologicals Admin, DON, and interdisciplinary

Drugs and blologicals used in the facility must be team reviewed and revised the

labeled in accordance with currently accepted Storage of Medications policy and

professional principles, and include the procedure on 5/14/24.

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

§483.45(h) Storage of Drugs and Biologicals

§483.45(h){1) In accordance with State and
Federal laws, the faclity musl store all drugs and
biclogicals in locked compariments under proper
temperature conlrols, and permit only authorized
personnel lo have access lo {he keys.

§483.45(h)(2) The facility must provide separately
locked, parmanentily affixed compartments for
storage of conirolled drugs listed In Schedule )l of
the Comprahensive Drug Abuse Prevention and
Controt Act of 1976 and other drugs subject 1o
abuse, except when the (acility 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, interview, record review,
and policy review, the provider failed o ensure
expired medications were not administered to
resldents, and removed and discarded for nine of
thirly bulk medications in two of two medication
carts.

Findings include:

1. Observation on 4/25/24 at 10:20 a.m. of the
200/300 haliway medication carts with ficensed
praclical nurse (LPN) F revealed there were
several bulk medications thal were past the
manufacturer's expiration dates:

*A bottle of Senna with an open date of 8/6, and
an explry date of 1/2024.

A pollle of TUMS, there was no open date or
expiry dale noled.

DON or designee wlil re-educate RN
K, LPN F and all other staff
rasponsible for medication
administration lo ensure medications
are properly dated when opened,
check expiration date, and discard
expired medications from acfive

supply.

DON or designee will audit the
medication cart and medication room
for medicatlon that has been opened,
properly dated, checking expiration
dates of current medications, and
discarding expired medications from
active supply once per week for four

weeks and monthly for two more
months. * BS 5/20/24

DON or designee will present the
audit findings at the manthly QAPI
meetings for review.,

* Pharmacist to be included in BS 5/20/P4

reviewing expired medications and
providing input to the on-going
audils.
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*A bottle of mullivitamins with an open dale of
2/10/23 and a "Best if Used By" date of 3/2024,
*A bollle of calcium tablets with an open date of
12/28/22, and an explry date of 12/22/23.

*A botile of aspirin with an open date of 8/26/23
and an explry date of 2/2024,

2, Observation on 4/25/24 at 10:55 a,m. of the
100/400 hallway medication earl with registered
nurse K reveafed;

*An opsn boltle of TUMS, there was no open
dale, the expiry date was 6/2025.

*An opened bottle of Milk of Magnesta, there was
no open date, the expiry dale was 4/2025.

*A bollle of Tylenol with an open dale of 4/10/24
and an explry date of 3/2024.

*A bottle of Senna with an open date of 3/2024
and an expiry date of 1/2024,

3. Interview on 4/25/24 at 10:40 a.m. with LPN F
revealed,

*She confirmed the wrilten dates with a black
Sharple were the dates the boltles were opened
lo administer the medications to the residents.
-Clearly, some explred medications were missed
and left on the cart.

-The pharmacist would come info the facifity and
audit the medications in the store room and the
maedtcation carls monlhly,

-Nurses should ba checking for expiration dates
before administering medications and if the
medications were expired they should have
removed them from the cart and prepared them
for disposal.

4. Interview on 4/25/24 al 10:55 a.m. with
registered nurse (RN) K revealed:

*She confirmed the wiillen dales with black
Sharpie were the dates the botlles were opened
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and administerad to the residents,

cart.
last until iis expiration date."
administering medications to the residents.

5, Interview on 4/26/24 at 11:30 a.m. with
Administralor A revesled:

not used.

move on.”

6. Review of the provider's 4/25/24 policy and
procedure for Storage of Medications policy
revealed:

slored separately from the floor-stock -
medications.
*Qultdated medications were disposed of

or pharmacy designee.
"If drugs dispensed in the manufaclurer's

of vial would have been dated.
-The nurse would place a dale opensd on the
medication.

have been 30 days unless the manufacturer
recommends another date or

-The nurse would check lhe expiralion dale of

-Some of those medications were ouldated and
should have been removed from the medication

-"We use Mitk of Magnesia up so fast it would not

-Nurses should verify the explration date before

*The director of nursing was out with a sick child.
-Outdated medications should be disposed of and

*She thought the pharmacist had recently been
on site to do the audit, "but, § will just own it and

*Medications labeled for individual residents were

according to procedures for medication disposal.
*Medication storage conditions were monitored
on a monthly basis by the consultant pharmacist

container or vial was initially broken, the container

-The expiratlon date of the viat or container would

regulations/guidelines required different daling.
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each medicalion before administering i,
*No expired medications should have been
administered to a residant.
*All expired medications should have been
removed from the active supply and destroyed in
the facllity, regardiess of the amount remaining.
F 812 | Food Procurement,Store/Prepare/Serve-Sanitary F812| Unable to timely document the 06/09/2024
SS=F | CFR{s): 483.60()(1)(2) missing concentration measurements
in April.
§483.60{i) Food safely requirements.
The facility must - All residents have the potential to be
affected by this deficient practice.
§483.60(i}(1) - Procure food from sources
approved or considered satisfactory by federal, Admin, DON, and interdisciplinary
stale or iocal authorities. reviewed and revised the Food
{i) This may include food itams oblained directly Preparalion/Food Storage Policy on

from local producers, subject to applicable State -
and local faws or regulations,

(ii) This provislon does not prohibit or prevent
facilitles from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(ili) This provision does not preclude residenis
from consuming foods not procured by the facility.

§483.60(i)2) - Store, prepare, distribute and
serve food In accordance with professional
standards for food service safely.

This REQUIREMENT is not met as evidenced
by:

Based on observation, Interview, record review,
and policy review, the provider failed to ensire
necessary food salety guldelines were
implemented and followad for appropriate storage
and labeling of food and chemical items,
appropriate monlloring of the low-temperalure
dishwasher, and cleaning and sanitary

mainlenance of one of one Kitchen.

5/14/24 and a cleaning checklist was
created for rouline and general
cleaning tasks to eliminale areas
including, but not limited to of dust,
food particles, dirt, grime, debrls, rust
or chemical discoloration layering on
any surface,

Admin or designee will re-educate
DM C and alt cther staff responsible
for food preparation receiving and
dating of canned fruits and
vegefables, tesling sanitizer
concentration on dishwasher, usage
of hairnats, recovering measuring
cups, bottied chemicals, and a
cleaning checklist was created on
5114124 for rouline and general
cleaning tasks to eliminate areas
Including, but not limited to of dust,
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Findings include:

1. Observation on 4/23/24 at 8:26 a.m. during the
initial kitchen lour revealed;

*There were approximately 35 cans of fruils and
vegetables in the dry storage room with no
manufaciurer's date and no date when those food
lems were received.

*There were four dented cans In the dry storage
room.

*The chemical sanitizer monitoring sheel for the
low-temperature dishwasher was missing
conceniration measurements for the following
dales: 4/2/24, 416124, 417124, 4/9/24, 4/12(24,
4118124 4119124, 4120124, 4/21/24, and 4/23/24.
*The chlorine testing strips for {esling the
dishwasher chemical sanitizer concentration had
an expiration date of September 1, 2023,

*A botlle of liquid bleach disinfecting cleaner and
two spray botiles of degreaser were silting next to
the stand mixer in the kilchen preparalion area.
*The cailing vent In the dry storage room was
covered with dust and grime.

*The stand mixer had crusly food particles and
fiour on the backsplash of the mixer.

-The mixer was not covered with a proteclive
siand cover.

*There was a buckel with standing water and
unideniified food parlicies scattered beneath the
plumbing pipes of one of the prep sinks.

-The pipe was held up by a bunges cord.

*The bollam of the conveclion oven had burnt
food on the boflom of the oven surface.

*Dust was caked behind the oven and on the iop
of the stove.

*The ice dispenser in lhe dining room had a thick
layer of hard water sediment around the
dispenser spout, the catch grale beneath, and on
the counter around the ice machine,

F 8121 grime, debris, rust or chemical
discoloration layering on any surface.

Admin or designee wili re-educate DM
C and all other staff responsible for
food preparation receiving and daling
of canned fruils and vegetables,
testing sanitizer concentration on
dishwasher, usage of hairnets,
recovering measuring cups, botlied
chemicals, and a cleaning checklist
was created on 5/14/24 for routine and
general cleaning {asks to efiminate
areas Including, but not limited to of
dust, food particles, dirt, grime, debris,
rust or chemical discoloration layering
on any surface.

Admin or designee will re-educate MD
D on ice machine cleaning and
servicing will be included on the
preventative maintenance il
seml-annual checklist.” BS p/20/24
Maintenance will repair the pipe under
the prep sink.

Any food or drink item that was
undated was discarded as well as any
unused leflovers past 72 hours.

Admin or designee will audit the
recelving and daling of canned fruits
and vegetables, testing sanitizer
conceniration on dishwasher, usage of
halrnets, recovering measuring cups,
bottled chemicals, and a cleaning
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*There was food build-up on the inside of the
dishwasher doars,

*Celling vents {hroughout the kilchen were dusly
and covered with unidentified dark malter,

*Chalins above the food preparation counter that

held utensils were dusty and covered with
cobwebs. The serving ladles were placed directly
benealh those chains and were covered with 2
layer of dust and grime.

*The floor drain that was by the refrigerator had a
green discoloration.

“One measuring cup was siored Insids the flour
bag in a storage conlalner.

“The refiigerator floor under the shelves had a
build-up of an unldentified brown substance.
-Abollle of grape juice with a "best used by April
12, 2024," in the refrigerator.

-Strawberry sauce dated 3/20 was in the
refrigerator,

-Sauerkraut dated 3718 was in the refrigerator.
-Three glasses of undated tomato juice,

-Sliced cheese wrapped in plastic wrap that was
undated.

2, Observation and interview with 4/24/24 at 3:40
pm with dietary cook | revealed:;

*The sink leaks when the lid to the garbage
disposal was used.

~The bin stopped water from leaking on the floor,
*The maintenance director (MD) D was
responsible for cleaning the ice dispenser.

-She would run hol waler down the drain every
day that she worked {o clean the ice tray.

3. Interview on 4/25/24 at 9:67 a.m. with
administrator (ADM) A revealed:

*There ware no cleaning policies or consistent
schedules for cleaning the kitchen.

*There was no Ice dispenser cleaning log,
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F 812 Continued From page 43 F812  checkilst for routine and general

cleaning tasks to eliminate areas
including, but not limited to of dust,
food parlicles, dirt, grime, debris, rust
or chemical discoloration layering on
any surface once per week for four
weeks and monthly for iwo more
months.

Admin or designee will present the
audit findings at the monthly QAP!
meetings for review.
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ice machine,
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*MD D overseen the cleaning of the ice
dispenser.

4. Qbservation on 4/25/24 at 11:30 a.m. of dielary
manager {DM) C revealed that he was prepping
and handling food without waaring a beard net to
cover his facial hair.

5, Interview on 4/25/24 at 1:57 pm. with DM C
revealed;

*He usually returned dented cans to the food
suppller.

*He was ol aware that the cans of food did not
have a manufacturers expiration date.

-He had never thought to dale cans when they
were received.

*There were no cleaning schadules for the
kitchen.

*He was unaware that the chlorine testing strips
were expired.

*Scoops were not to have been left In food
starage conlainers.

*There was a policy for he use of hairnets and
hairnels were to have been worn when working In
the kilchen.

-There were hairnels and beard nets avallable.
-He thought that his beard was {immed enough
that he would not need 1o wear a beard net.

6. Interview on 4/26/24 al 2:45 p.m. with MD D
and ADM A revealed:

‘The policy was to clean the ice dispensers twice
a year.

*They confirmed the ice dispensers, had not bean
cleaned in the last six months.

-There were no cleaning logs for the ice
dispensers.

-They were aware of the hard water build-up
under the ice dispenser in the dining room.

F812
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7. Review of the provider's 4/24/24 Sanilation of
Dietary Deparimenl policy revealed the dietary
slaff should maintain the sanitalion of the distary
depariment through compliance with a wrilten
and comprehensive cleaning schedule.

Review of the provider's 4/24/24 { effovers policy
revealed:

*All leflovers should have been properly covered
and labelsd with the name of the product and the
date it was prepared.

*Refrigerated leftovers should be used within 72
hours.

*ltems that cannot be used in 72 hours should
have been placed in the freazer.

Review of the provider's 4/24/24 Food
Preparalion/Food Storage Palicy revealed:

““The principles of "first in, first out" (FIFO) will be
used on all areas of food slorags for rotation of
food items. Refer lo state regulations regarding
dating of stock. (Daling can assist in
demonstration of FIFO[first In, first out))*

*"Foods which have been opened or prepared will
be placed in an enclosed conltainer, dated, and
labeled. (See policy and procedure on leflovers),
Cover, date, and label trays of individually poured
items such as glasses of juice, milk,
sUpplements.”

*"Expiration dates will be checked on a regular
basis and food and fiulds which have expired wilt
be discarded. Polentialiy hazardous foods will be
discarded after three days in refrigeralor.”
""Chemicals will not be stored near foad jlems.”

Review of the 4/24/24 providers user manual for
low temperature dishwasher policy revealed:
*"Dishwasher for ADS {American Dish Service)
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AF-C Pollcy revealed sanifizer should be 6%
sofulion of sodium hypochlorite [a chemical
sanitizer],"
*The inillal sefting Is Scc {cubic centimeter] and
this should be checked regularly wilh a chlorine
test kit. Free chlorine in the final rinse should be
50 ppm or more. However, high concentrations
can cause deterioralion of metal.”
Review of provider's undated maintenance and
cleaning ice machine polfcy for the ice dispenser
revealed maintenance and cleaning should be
scheduled at a minimumn of twice per year.
F 851 | Payroll .Based Journal F851| Unable to limely correct past staffing | ¢5/00/2024
§8=F | CFR(s). 483.70(q){1}-(5) dala into PBJ {Payrofl Based
Journal) entries for Quarter 1, 2024
§483.70({q) Mandatory submission of staffing Quarler)3, 2023, Quarter 2, 2023, '
information based on payroll dala in a uniform
format. All residents have the potentlal to be
Long-term care facilities must elecironically affected by this deficlent practice.
submit io CMS complete and accurale direct care
staffing information, Including information for Admin or designes will re-educate
agency and conlract staff, based on payroll and new office manager J the importance
other verifiable and augitable dala in a uniform of correctly Inputting staffing records
g):ﬁ‘u;al according to specifications established by into PBJ so infractions do not trigger :J
' false alarms.™ BS 5/20/24
§483.70(q)(1) Direct Care Staff. , . .
Direct Care Staff are those individuals who, Agg':’gvg;ggs'g?:g gﬁl aur?:l%f!eteusin
through interpersonal contact with residents or teh c ASPERS Renort 1%}950 Whan “g
resident care management, provide care and b N i ?);130 e ol
services to allow residents to attaln of maintain ‘ scomes avallable once per quarter
the highest praclicable physical, mental, and or two quarters.
psychosoclal well-being. Direcl care staff does ’
not include individuals whose primary duly is Admin or designee wiil pr esent the
maintaining the physical environment of the long audit_ﬂndings at the monthly QAPI
term care facility (for example, housekeeping). meslings for review.
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*
§483.70(q){2) Submission requirements. An attempt to reach out to PBJ to

The facility must eleclconicaily submit to CMS authorize the facility to comect past
complete and accurale direct care staffing quarters staffing records to comect any

Informalion, Including the following: triggers.
{i) The category of work for each person on direct
care staff (Inciuding, bul not limited to, whether
the individual Is a registered nurse, licensed
practical nurse, licensed vacational nurse,
cerlified nursing assistant, therapist, or other type
of medical personnel as specified by CMS);

(il) Resident census data; and

{iii) information on direct care staff Wurnover and
tenure, and on the hours of care provided by each
category of staff per resident per day (including,
bui net limited to, starl date, end dale (as
applicable), and hours worked for each
individuat).

§483.70{g)(3) Distinguishing employee from
agency and conlract staff,

When reporling information aboul direct care
staff, the facllity must specify whether the
individual is an employee of the facility, or is
engaged by the facility under contract or through
an agency.

§483.70(q){4) Data format.

The facllily must submit direct care slaffing
information in the uniform format specified by
CMS.

§483.70{q)(5} Submission schedule,

The facitity must submit direct care staffing
information on the schedule spectfied by CMS,
but no less frequently than quarterly.

This REQUIREMENT Is nol met as evidenced
by:

Based on Cetificalion and Survey Provider
Enhanced Reporls {CASPER) dala review, staff
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schedule and {imecard review, and intarview, the
provider falied to ensure Payroll Based Joutnal
[(PBJ) {information of the provider's daily staffing
tiours for the care of the residents) data was
accuralely completed before submission o ths
Center for Medicare and Medicaid Services
{CMS) for three of four fedsral fiscal quarters
(Quarter 2, 2023; and Quarter 3, 2023; and
Quarter 1, 2024).

Findings include:

1. Review of the PBJ data submitled to CMS for
the thres guarters listed above revealed:

*The following items were lriggered:
-Excessively low weekend staffing (Quarer 3,
2023 only),

-Failed {0 have licensed nursing coverage 24
hours per day,

*The Infraclion dales for failing to have licensed
nursing coverage 24 hours per day was as
follows:

-Quarter 1, 2024 {October 1, 2023, to December
31, 2023); 10/7423, 10716423, 11/18/23, 11/23/23,
11727123, 1219123, 12116423, 12/19/23, 12/123(23,
12/25123, and 12/26/23.

~Quarter 3, 2023 (April 1, 2023, to June 30,
2023): 4/1/23, 4/5123, 4/6/23, 417123, 418123,
419123, 4114/23, 4118123, 122]23, 516/23, 5/29/23,
6/24/23, and 6/30/23,

-Quarter 2, 2023 {January 1, 2023, o March 31,
2023): 1/1/23, /11423, 1/13/23, 1118/23, 1/28/23,
4730423, 2/4123, 2/13123, 2118/23, 2122123,
2123123, 2128123, 3/1/23, 3/8/23, 3110123, 3111123,
3/13/283, 319123, 3123123, 3/24/23, 3125123,
3126123, 3127123, 3/28/23, 3/29/23, and 3/31/23.

2. Review of the provider's 2023 employae
staffing schedules and timecards revealed they
had licensed nursing coverage 24 houwrs per day
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on the dates listed above,
3. Interview on 4/25/24 at 4:08 p.m. wilh
administrator A regarding the PBJ stalfing data
revealed:
*She confirmed the staffing schedules were
cofrect and they had met the requirement to have
licensed nursing coverage for 24 hours per day.
“She was not aware that the slaffing data had
been inaccurately submilted to CMS.
‘The former business office manager was
respansible for submitling the slaffing data.
-That employes stoppad working for the facility in
Qclober 2023.
*She speculated that the former employee had
been submilting the slaffing dala incorrectly.
‘She was unsure why the most recent quarter's
staffing data was incorrect,
F 880 | infection Prevantion & Control F 880| All residents have the potential to be 06/09/2024
§8=F | CFR(s): 483.80(a)(1)(2}(4}(e)(f) affected by this deficient practice.
§483.80 infection Control _ Admin, DON, an interdisciplinary
The facility must establlsh and maintain an team will implement a program for
infection prevention and cantrol program prevention of legionelia and other
designed to provide a sale, sanilary and waterborne pathogens. A risk
comiortable environment and to halp prevent the assessmenl for control sources will
development and transmisslon of communlcable be identified based off the CDC
diseases and infections. {Center for Disease Control} toolkit,
. The water management team will
§483.80(a) infection prevention and control perform and doc?lmenl spacific
program, p N
The facllity must establish an infectfon prevention ;?:mgr%ﬁ[.ea\??ggﬁjwo;}?gfﬂffgiizQn
and conlrol program (IPCP) that must include, at conlrol policles will also includs the
a minimum, the following elements: Water Management — Legionella
§483.80(a)(1) A system for prevenling, identifying, A .
reporting, invesligaling, and controliing infections admm iw ill audit the efftecllvenessbof
and communicabla diseases for all residents, 8 waier management program by
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staff, volunteers, visitors, angd other individuals malintenance checks and that they are
providing services under a contractual documented per facllity protocol once
arrangement based upon the facility assessment per waek for four waeks and monthly
conducted according to §483.70(e) and following for two more months.

accepted nalional standards;
) » Admin or designee will present the
§483.80(a){2) Wrillen standards, policies, and audit findings at the monthly QAP|
procedures for‘ the program, which must include, mestings for review.

bul are nol limited to:

{i} A system of survaillance designed to identify
possible communleable diseases or

infections before they can spread {o other
peisons in the facilily;

{ii) When and to whom possible incidents of
communicable disease or infections should be
reporied;

{iil) Slandard and transmisslton-based precautions
{o ba followad o prevant spread of Infections;
{iv)When and how Isolation should he used for a
restdent; including but not iimited to:

{A) The lype and duration of the isalation,
depending upon the infeclious agent or organism
involved, and

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

{v) The circumstances under which the facilily
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 pracedures to be followed
by staff invelved in direct resident contacl.

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

Personnel mus! handle, stors, process, and
transport linens 50 as to prevent the spread of
infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCF and update thelr program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on interview and policy review, the
provider failed to ensure that Legionella
monitoring and prevention were addressed in the
infection control program, which had the potential
to affect all 35 residents within the facilily,
Findings include:

1, Review of the provider's 10/27/21 infection
prevention and contro} program revealted there
was nothing refaled to the prevention and
monitoring of Legionella.

2. Interview on 4/25/24 at 8:15 a.m. with
adminisirator A about the providar’s Legionefla
program revealed:

*She was nol aware of any waler testing for
Legionella.

*Director of nursing B was the Infection
preventionist, bul she was not present in the
facility for an intarview.

*‘Maintenance director D might know more about
the Legionefla monitoring.

Interview on 472524 ab 11:31 a.m. with
maintenance director D aboul Legionella
reveated:

*He did not perfarm any lesting on the facility's
viater supply.

*They were connected to the ¢ily's municipal
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water system.
*He contacted the cily's municipal waler
depariment and learned they did not monitor for
Legionetla.
-They only monitored the pH of {he water supply,
nol the conceniration of chlorine sanltizer
necessary lo prevent the growth of Legionella
bacteria,
*He confirmed the water had not been lested in
the three years he had besn warking at the
facility.
Interview on 4/25/24 at 3:28 p.m, with
administrator A revealed she confirmed they had
no Leglonella monitoring or prevention plan as
part of the facility's infection controt program,
Zg?g g?g?;f‘;ggdgo( ) F909|  aAdmin, DON and interdisciplinary 06/08/2024
) T team reviewed and revised the Bed
§483.90(d)(3) Conduct Regular inspection of all Inspection and Bed Rail Policy and
bed frames, matlresses, and bed ralils, If any, as creg;?g lg 4bt8d;§gjzf2§r;zsaessg?1em
part of a regular maintenarice program {o ldentify on ibl ‘0 i d t identified
areas of possible entrapment. When bed rails POSSIDIE/ORLARMENT AIS ASINIISE.
and matlresses are used and purchassd ) il d th
separalely from the bed frame, lhe facility must Admin or designee Will 16-& ucate the
ensure (hat the bed ralls, matlress, and bed malntenance supervisor on the bed
frame are compatible, inspection and bed rail policy,
This REQUIREMENT is not met as evidenced X
by: Resident 2 and 7 will have bed rail
Based on abservation, interview, record review, safely assessments pompfeled by the
and policy review, the provider failed lo ensure ma!ntenancg supervisor, All other
\he regular safely inspection of bed rails for two of residents using bed rails wilt have a
tweo sampled residents {2 and 7). safgty assessment comp!eled by the
Findings include; mainienance supervisor.
1. Observalion and interview on 4/23/24 al 8:49 Admin or designee will audit the bed
a.m. wilh resident 7 revealed: rail safely assessments are completed
*She had bed rails on the bed In the up position.
Event D:003G 11 Fachity 10: 0022 If continualion sheet Page 53 of 61

FORKS CHS-2567(02-59) Previous Versions Obsclate




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/08/2024
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BURDING COMPLETED
c
436080 B.WING 04/26/2024

NAME OF PROVIDER OR SUPPLIER

BETHESDA OF BERESFORD

STREET ADDRESS, CITY, STATE, ZiP CODE
608 W CEDAR
BERESFORD, SD 57004

-She staled she had a stroke 5 years ago and
could not use her right leg or arm.

-She said she used the bed rails somelimes for
repositioning, otherwise, they are just there.

interview with CNA X revealed:
*Resident 7 used thebed rail at nighi, but she
never observed her using them.

2. Observation and inferview on 4/23/24 at 9:24
a.m. with resident 2 revealed:

*She was sitting In her wheelchalr In her room
while CNA Y made her bed.

*Resident 2 would not respond when quastioned
about the use of tha rail,

-There was one bed-rail on her bed that was near
the wall,

-CNAY slated the resident did not use the bed
fail.

3. Interview on 4/25/24 at 10:15 a.m. with
maintenance direclor D revealad he:

*Did not assess the bedrails,

-Did not have measurements or any log with
bedrail information.

-Would put the bedrails on the bed when he
received a physician's order.

-Did not do annual checks or monitoring of those
bed rails once they are placed on the residents
bed.

4. Review of the providers undated Bed
Inspection and Bed Rall Polisy revealed:

*il was lhe policy of the facility to identify and
reduce safety risks and hazards commonly
assoclated with bed rall use. A duo-faceted
approach would be used to achleve sustainable
quality outeomes, including t) regular bed

maintenance and 2) individval bed rail

(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES i3] PROMIDER'S PLAN OF CORRECTION 5
PREFIX (EAGH DEFICIENCY MUST BE PREGEQED 8Y FULL PREFIX (EACH COCRRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY}
F 909 Continued From page 53 F 809/ for all residents using bed ralls once

per week and monthly for two more
months.

Admin or designee will present the
audit findings at the monthly QAPI
meelings for review.
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F 918
S§8=E

evaluations. In responsg to the requirement of
providing for a "safe, ctean, comfortable, and
homelike environment,” the facility's regular
maintenance program would include regular
Inspection of all bed systems {e.g. rails, frames,
and maliresses, and operalional components) to
ensure they were clean, comfortable, and safe.
The facility would slso ensure individual resident
bed rail evaluations were performed on a regular
basls. individual bed rail evalyations would
Include dala collection analysis and detarmination
of potential alternallves to bed rail use. When
bed rail(s) were desmed necessary and
appropriate, the facility would provide education
to resident or resident's representative pertaining
to the risks and benefits of bed rail use. The
facility’s priorily was to ensure safe and
appropriate bed rail use.

~The objective of the bed rall use policy is to
determine if resident use was safe and
appropriate. The Interdisciplinary team would use
dala collected from regular bed inspections and
individual bed rail evaluations to bolster care
planning and posilive resident oulcomes. The
bed rail use policy would be reviewed annually or
more frequently as needed and would be
integrated into the facilily quality assurance and
performance program.

Resident Call System

CFR(s): 483.90{g){(1){2)

§483.90(g) Resident Call System

The facilily must be adequately aquipped {0 allow
residents fo calt for staff asistance through a
communication system which refays the cail
directly to a staff member or to a centralized staff
work area from-

Fo91g| Unable fo timely address past period

call light prablems with resident 5
and 13. All residents have the
potential to be affected by this
deficient practice.

Admin, DON, and Interdisciplinary
team reviewed and revised the Cali
light policy to include the procedure
of what staff are expected to do If

06/09/2024
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F919) Gontinued From page 55 F819] the call light was maliunctioning. ©  [BS 5/20124
§483.90(g)(1) Each resident's bedside: and
§483,90(g)(2) Toilet and bathing facllities. Admin or designee wiil provide
This REQUIREMENT is not met as evidenced education fo all staff regarding call
by: light functlon and completing work
Based on observalion, resident and family orders.
interview, call light audit review, and policy
raview, the provider faited {0 ensure the resident Admin or designes will conduct
call light system was functioning for 2 of 13 random audits for call light
sar?p!ed residents (5 and 13) out of 35 total functlonallty and timeliness for @
residents. rooms per week and monthly for two
T more months,
Findings include:
1. Observation and inlerview on 4/23/24 between Admin or designee will present the
11:34 a.m. and 11:41 a.m. with resident 5 in her : .
audit findings at the monthly QAFPI
100/ feveaiad: meetings for review
*At times she waited “hours at night for someone" '
‘o assist her whan she used her call fight. . . BS 5/20/24
*The blue call butlon was pushed at 11:41 a.m. *Will work with call light vendor
-The red indicator light was not aclivated. and/or our IT department as to
-There was no indication outside tha room that what is causing the system
{he resident's cail light was on. crashes and how to mifigate this
issue.
Observation and interview on 4/23/24 at 11:48
am. wilh certified nurse assislanl (CNA) Y
revealed:
*She walked past resident 5 * s room for a second
time.
*When asked if resident 5 * s call light was
aclivated, she slated that the call light was not
currently activated on her “walkie [walkie-alkis)."
-She carriad the "walkie [walkie-talkie]" in her
pockel, and it audibly announced which room
number was calling.
-}l repeated that information until it was cleared
by pressing the orange buiton on the call light.
*Upon entering resident 5's room she altempled
lo activate the call light and stated, "It's not on my
walkie {walkie talkie)...the red light should be an.
The batteries could not be working." |
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*She staled she would not know if the call light
was not working unless someone fold her.

*She explained that there was a maintenance
book 1o let maintenance know when things were
broken.

*She assisted resident 5 out of her room.

*She {ook Lhe call light box lo mainlenance "now
and gel it fixed right away.”

Observalion and interview on 4/24/24 at 10:18
a.m. with licensed practical nurse F revealed:
*She arrived at resident 5 ' s room because the
call light had been activated.

-Had heard 1he call fight activation on her “walkie
(walkie-lalkie}"

*She confirmed thai the red tight was not lit.
-Stated that it "should be lit {indicating the calt
light was activated) because it was on her
"walkie,"

*When asked how she would know the call light
was broken, she said "Someone would have {o
say they called, and no one answered.”

*She changed (he batleries hersalf at times when
the call tighis were not working.

Review of resident 5's call light audit reporl
revealed the following:

*There was no indication that the balleries were
low.

‘There was no record of ihe cail Hight having been
aclivated when the call light bulton was pressed
on 4/23/24 al 11:.41 am

*The call light started working again at 11:69 a.m.

2. Intervisw on 4/23/24 at 4:18 p.m. with resident
13's daughter revealed:

“She was visiting resident 13 recently and {he call
light was not working.

-They pressed the bulton, but nothing happened.
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-After walling for some lime, she went to find a
staff member for halp,

“The slaff member discovered at that {ime that
resident 13's call light had stopped working.
*“They had given resident 13 a different cali light
that was functioning properly.

Interview on 4/24/24 at 10:21 a.m. with resident
13 revealed:

*She remembered when her call fight stopped
working a couple of weeks ago.

*Staff had given her a differant call light to use.

Interview on 4/24/24 at 10:29 a.m. with CNAE
regarding resident call flights revealed:

*When a resident pressed the call light, the slaffs
radio would announce which room number
needed help,

*There was an alarm in the CNA room that
alerled when a portable call light's battery was
low.

*They were not able 1o reassign the call Haht
roomn number if they had (o give a resident a new
call light.

-For example, resident 13 had {he call Hight
assigned fo room 110, even though resident 13
was not in room 110.

~The radio would announce that room 110
needed help if resident 13 pressed her cali light.
-5talf would wrile down what resident had which
cali light on a plece of paper or sticky noles
attached 1o the call light compuler in the CNA
oM.

“She agreed that the system could have been
confusing since severat residents were using call
lights that were not assigned to their room
numbers.

Inlerview on 4/24/24 at 1:12 p.m. with
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administrator A regarding resident call lights
revealed;

*She received a iext on 3/31/24 stating that
resident 13's call light was not working.

*She instrucled staff to give the call light assignad
to room 110 to rasident 13.

*Based on call light audits, reskient 13's call fight
polentially stopped working on 3/29/24.

*Resident 13 was slil using the call light assigned
fo room 110.

*She could reassign rocom numbers in the call
fight system compuler program so that each
rasident’s calf light would maich their room
number,

-Howsver, the call light system computer program
was not reflable and would crash each time she
reassigned a room number.

~That caused the entire call light syslem to
malfunction and turn off.

*She explained that if she had a list of 10 resident
call lighis (o reassign, the program would crash
and restart 10 times.

-That caused residents and staff to become upset
and siressed because lhe call light system would
be nonfunctioning for an uncertain amount of
time,

*She did not know which company provided the
call ight system computer software.

-Al one polnt, they had a computer programmer
examine their call light computer, but they were
unable to fix it.

*She confirmed there was no regular preventative
maintenance for the resident's call lighls.

*After the malfunctioning call light incident with
tesident 13, she conducted a facllity-wide audi
from 4/3124 1o 4/5/24,

-She replaced some call lights because they were
not working properly.

*Staff contacted her dirsctly if they noticed a

F 219
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resident’s call Hight bullon was broken, and she
would instruct them what to do, or she would fix i
herself.

*Somelimes, staff reported a malfunctioning calt
light button in the maintenance request book.

Intarview on 4/25/24 at 10:19 a.m. with
maintenance director D regarding the call Iights
fevealed:

*They did not have a preventative maintenance
program for the call lights.

*If a call Hght was malfunctioning, the staff
informed him verbally and he would fix it right
away.

*He replaced ths balteries in the call lights.

Review of resident 13's call light audit report from
2124724 to 4124124 revealed:

*She had been using a call fight with the "Remote
10" of "38-5-100." :

*A "Low Battery" signal was iransmilted on
3/28/24 at 5:30 p.m.

*The resident’s call light stopped funclioning on
3/29f24 around 7:00 p.m.

*The resident was given a diffarent call light with
the “Remote ID" of "38.-4-251,"

-She first used that call light on 3/31/24 at 2:24
p.m.

3. Review of the provider’s Malntenance
Requisition from 12/15/23 through 4/22/24
revealsd:

*12/15/23, "107 call tight not weorking.” That
request was not recorded as having been
completed.

*12/17123, "119 call light unhooked.” That request
was nol recordad as having been completed.
*4/19/24, "Rm [Raom] 202 BR {baihroom) call

light doesn't work.”

F 919
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Review of the providers revised 4/24/24 Call
Light policy revealed:

*There was no procedure on whalt slaff were
expected lo do if a call fight was malfunclioning.
*There was no descriplion of regular preventative
maintenance checks {or the call lights.

F 919
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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 from 4/23/24
thraugh 4/25/24. Bethesda of Beresford was
found in compliance.

LABORATORY DIRECTOR'S PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%6) DATE
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following the date of survey whether. pr r ursx ;homes, the above findings and plans of correction are disclosable 14
to e f |ty

days foltowing the date these docuf;néb}\i Jare er‘ gs are cited, an approved plan of correction is requisite to continued

program participation.
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A recertification survey for compliance with the
Life Safety Code {LSC) (2012 existing health care
occupancy) was conducted on 4/23/24. Bethesda
of Beresford was found in compliance with 42
CFR 483.70 (a) requirements for Long Term Care
Facilities.
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

(%Y W/\/?\”q AANINISTEOTOR. o2 e
Any deficiency statement endmg wrlh a f:;j risk {*) denotes a deficlency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient prot n to the patients . (Sea Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a ptan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documanls are made avauab{e to facahty If deﬁc:enctes are cited, an approved plan of correction is requisite to continued

program participation. o~ \‘ I
\uv \Y/
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§ 000 Compliance/Noncompliance Staternent 5000
A licensurs survey for compliance with the
Administralive Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
4/23124 through 4/25/24. Belhesda of Beresford
was found not in compliance with the following
requirements: $185, $208, and S301.
S 195 44:73:03:02 General Fire Safety S 195 Unable to corract the noncompliance  |06/09/2024
for the missing documentation for
Each facility covered under this arficle shall bs August and September of 2023
constructed, arranged, equipped, maintained, sounded fire drill.
and operated 1o avoid undue danger fo the fives
and safely of its accupants from fire, smoke, Fire policy and procedure will be
fumes, of resulting panic during the period of time reviewed and revised as necessary
reasonably necessary for escape from the to ensure monthly sounded drills are
structure in case of fire or other emergency. The conducted as required.
fire alarm system shall be sounded each month.
Malntenance director and all other
staff responsible for conducting fire
drills will be re-educated by the Admin
) for monthly scunding of the fire alarm
This Administrative Rule of South Dakota is not will be performed and documented.
met as evidenced by:
Based on record review and Interview, the Administrator or designes will audit
provider failed {0 sound the fire alarm monlhily for sounded fire alarms monthly for 6
cgier)dar year 2023 (August and September). months. Administrator or designee
Findings include: will present findings from these audits
. at the monthi Pl commiliee for
1. Record review at 12:45 p.m. on 4/23/24 review unti igeQC))qAPl commiltes
revealed documentation the fire alarm was not .
sounded in August and September of 2023. advises to discontinue monitoring.
Those months' fire drill sheets stated the alarm
was not sounded {Sitent Drill) and the poriion of
the form for when the alarm was sounded
anolher time during the month had been lefl
blank.
Interview with the maintenanca director at the
{ime of the record review confirmed that finding.
LABORATORY DIR R'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE (X6) DATE
CJW Adintstcoioe. 05wl
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S 185| Continued From page 1 S 195
He stated Thay must have missed those months.
$206) 44:73:04:05 Personnel Training 5206 The facility will review and revise the 06092024
o formal orlentation program and the
The facility shall have a formal orientation ongolng education program for all
program and an ongeing eduqa(ion program for employees which cover the required
all personnel. Ongoing education programs shall subjects on an annual basis and include
cover the required subjects annually. These the required toplc of incidents and
programs shall include the following subjects: disease subject to mandatory reporting
{1} Fire prevention and response. The facility Administrator and all staff responsible )
shall conduct fire drills quarlerly for each shift. If for hiring personnel will be re-sducated
the facifity is not operaling with thres shifts, on the igilil)ai orientation and ongoing
?

monthly fire drills shall be conducted to provide
training for all staff;

(2) Emergency procedures and preparedness;
{3) Infeclion control and prevention;

{4) Accident prevenlion and safely procedures;
(5) Proper use of restraints;

(6) Resident rights;

({7} Confidentialily of resident information;

(8) Incidents and diseases subject 1o mandatory
reporting and the facility’s reporting mechanisms;

{9) Care of residents with unique needs; .
(10) Dining asslstance, nutritional risks, and Administrator or designee will audit

hydration needs of residents; and. amployee files to ensure the
{11} Abuse, neglect, misappropriation of resident required {raining occurs for all staff

properly and funds, and misirealment. , payroll weekly-ford-Wwosks-and

annual program.,

Administrator or designee will provi
educalion to employees G, H, @, 8

proper completion of the annual tra
of the 11 subjacts.

Any personnel whom the facilily determines wilt

until the QAPI committee advises
Additional personnet educalion shall be based on to discontinue monitoring.
facitity identified needs.

This Administrative Rule of South Dakota is not
mel as avidenced by:

T to ensure completion of the required
annual training of the 11 subjects. All
other employees will be reeducated for

have no contacl with residenis are exempt from Administrator or designee will present
training required by subdivislons (5), (9), and {10) findings from these audits at the
of this section, monthly QAPI commlttee for review

de
, and

ining

on
BS 5/20/24

monthly for twe'months.  *gix  BS 5/00/24
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5208 | Conlinued From page 2 S 206
Based on review of empioyee, employee training
records, and inferview, the provider failed lo
ensure mandatory training was provided on all the
required lraining subjects for five of five sampled
employees (G, H, Q, 8, and T) hired batween
7/47/23 and 1/23/24. Findings include:
1. Review of the employee files and training
tecords for employees G, H, Q, S, and T revealed
they had not received training during orientation
regarding incidents and diseases subject to
mandatory reporting and the facllity's reporting
mechanisms.
Interview on 4/25/24 at 11:32 a.m. with
administrator A revealed:
“She was nol aware that incidents and diseases
subject to mandatory reporiing and the facility’s
reporting mechanisms was a required {opic.
*They had not offered iralning on those topics
during orientation nor the annual ongoing
education.
§301| 44:73:07:16 Required Dietary Insrvics Training S 301 The facility will review and revise the 06/09/2024
The dietary manager or the dielitian shall provide formal orientation program and the
ongoing Inservice training for all dietary and ongoing educa:llon program for a."
food-handling employees. Topics shall include: employees which cover the‘ regwred
food safety, handwashing, food handling and subjects Including, but not limited to
preparation techniques, food-borne illnasses, food safely, handwashing, food
serving and distribution procedures, leftover handling, and preparatlon‘techniques,
food handling policies, time and temperature food-borne llinasses, serving and
conlrols for food preparation and servics, nuliifion distribution procedures, leftover food
and hydratlon, and sanitation requirements. handling policies, time and
temperalure controls for food
This Administrative Rule of South Dakota is not preparation and service, nutrillon and
met as evidenced by: hydration, and sanitation
Based on employsa file review, dietary {raining requirements.
packet review, and Interview, the provider falled
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$301| Continued From page 3 $ 304
lo ensure all the reguired dietary Iraining topics Dietary Manager or designee will
had been pravided for two of two sampled distary provide education to employses H and
employeas {(H and U). Findings include: U o ensure completion of the required
‘ the required subjects including, but not
Review of the employee file and iraining records limited fo food safely, handwashing,
revealed: food handling, and preparation
*Dietary alde (DA) H hired on 1/18/24 had not techniques, food-borne illnesses,
completed training on food seiving and seving and distribution procédures,
distribution procedures. leftover food handling policies, time
*DAJcook U hired on 11/16/23 had not completed and temperature conlrols for food
any of the required dietary lraining. preparation and service, nutrition and
] ) . hydration, and sanitatlon requirements.
Review of the dietary lraining packe! revealed Alf other employees will be reeducated
there was no {raining specific to serving and to ensure completion of the required
distribution procedures. distary topics.
lr;xeryiiew on 4;\25/24 ?t ;'1:32 a.m. with Administrator or designee will audit
ot s"am't ot of he Specilio dietary taini employes flles to ensure the
el“'as ":’ awaie of Ina specific dietary training required training occurs for all staff on
fequirements. payroll wee&dy-fg;#weeke-and—
o
intervisw on 4/25/24 at 2:15 p.m, with dietary monthly for twe’months. six  BSp/20/24
manager C revealed: - i
*He was not aware thal the required topic related Administrator or designee will present
. . findings from these audits at the
to food serving and distribution procedures was thly QAP ittea for review
not in the dietary training packet provided to new gty commitie r
amployees until the QAP commitiee advises
*If it was not in the packel then they did not offer {o discontinue monttoring.
training on that topic.
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