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INITIAL COMMENTS

A recariification health survey for compiiance with 42
CFR Part 483, Subpari B, requirements for Long Term
Care facllitles was conducled from 12/29/25 through
12131125, Sunsel Manor Avera Heallh was found not in
compliance with the followlng requirements: F641, F678,
F732, F812, and F880.

A complaint heallh survey for compliance with 42 CFR

Part 483, Subpar! B, requirements for Long Tarm Care
facliities was conducied from 12/29/25 through

42/31/25. The area surveyed involved a resldent with a
documented Do Not Resuscliate {DNR) order who received
cardiopulmenary resuscitation {CPR). Sunset Manor Avera
Health was found not In compliance with the following
requirement: F678.

Accuracy of Assessments

CFR{s): 483.20(g}{h)(H(}

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect ths resident's

stalus,

§483.20(h) Coordinatlon. A regisiered nurse mus!
conducl or coordinate each assessment with the
appropriate participallon of health professionals.

§483.20(1) Certification.

§483.20(1% 1) A registered nurse must sign and certify
that the assessment is completed.

§483,20(1)(2) Each individual who completes a porlion
of the assessment musl sign and certify the accuracy of
that portion of the assessment,

§463.20()) Penalty for Falslfication.

§483.20(j)}{1) Under Madicare and Medicald, an
indlvidual who willfully and knowingly-

FO000

F0641

F641

Addendum - Corrected to Indlvidual: Resident #2's annual
comprahensive MDS assessment was modifled and signed
by MDS Coordinator C on 1/23/26 o be coded as a YES on
item A1500 to Indicate resident #2's Level [l PASRR stalus.
Resldent #6's medical record was reviewed and accuracy of
the MDS was verified. Resident #98's medical record was
reviewed and accuracy of the MDS was verified.Resldent
#34's annual comprehensive MDS assessment was
modifled and signed by MDS Coordinator C on 1/23/26 to be
coded as a YES on item A1500 1o Indicate resident #34's
Level Il PASRR status, Resldent #39's annual
comprehensive MDS assessment was modifled and signed
by MDS Coordinator C on 1/23/26 lo be coded as YES on
ftem A1500 to Indicate resident #39's Level [l PASRR
status, Resident #40's medical record was reviewed and
accuracy of the MDS was verified. RS 1/30/26

System Changes: Admin A, DON B, MDS Coordinater C
and Social Services H all met with Emily Johnson for
PASRR sducation on 1/20/26 and Emlly has subsequently
asslsted Social Services H to ensure we have a resident
listing with the correct PASRR Levels listed.

(Continued on next page)

214/26

Any deficlency stalement ending with an asterisk (*) denotes a deficlency which the institution may be excused from correcting providing It Is determined that other
saleguards provide suffictent protection te the patients. {(See reverse for further instructions.) Except for nursing homes, the findings staled above are disclosable 90
days following the date of survey whether or not a plan of corraction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
foliowing the date these documents are made avaliable to the facility. If deficiencles are clted, an approved plan of correction is requisite to continued program

pariicipation.
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(1) Certifies a material and false statement in a Sunset Manor's PASRR Policy will be updated by 2/4/26 lo
resldent assessment is subject {0 a civil money penalty Include the education and educational materlal provided by
of not more than $1,000 for each assessment; or Emily Johnson on 1/20/26 and the proper procsdure on how
to Indlcate the correct PASRR Level on any future annual
(ii) Causes another Individual to certify a materlal comprehensive MDS assessments and any sig change
and false stalement In a resident assessmant Is subject MDSs.
to a civil money penally or not more than $6,000 for
sach assessment. Monltoring: Audits will be completed by Social Services H,
DON 8, Admin A or deslgnee wesekly x 4 weeks, then every
§483,20(j){2) Clinical disagreement does not consiitute othar week x 2 months, followed by monthly x 3 months lo
a malerial and false statement. audit proper completion of lem A1500 on all sig change and
all annual comprehensive MDS assessments in ensure
. proper documenlation of PASRR Levels. Al resuits will be
This REQUIREMENT is NOT MET as evidenced by: reported 1o monthly QAPI meetings by Soclal Services H,
Based on record review, Inferview, and pollcy revisw, DON 8, Admin A or designee.
the provider falled to ensure six of six sampled
residents’ (2, 8, 9, 34, 39, and 40) with a severe
mental heaith ltiness Minimum Data Ss!, a ool used to
evaluale a resident’s health stalus and to develop an
individualized care plan to manage the resldent's care
needs, (MDS) assessments were sccurately coded for the
area of Pre-Admission Screening and Resident Review
(PASRR).
Findings Include:
1. Review of resldeni 2's electronic medical record
(EMR) rovealed:
*He was admiited on 10/30/23.
*His diagnosss included bipolar {(mental condition
causing extrems shifts in mood, energy, and activity
iavels), and neurocognitive disorder {a group of
conditions marked by the decfine in mental function
like memory, thinking, and reasoning) and psychotlic
disorder {a loss of contact with reality characterized
by symploms like dsluslons (false bellefs) and
hallucinations (seeing, hearlng, fesling things that
are nol kue)).
*He had a leve! | {1) PASRR compleled on 8/5/25 for a
potential change In conditlon that stated.
“Your Level | scresn was submltted for a potential
status changs. it shows that you have evidence of
serious mental iliness or an intellectual/developmental
disablilty (IDD). However, your condition dogs not
require further PASRR evaluation at this time because
your serlous mental lliness or DD treatment needs have
not significantly changed since your previous PASRR
Level ! evaluation.”
FORM CMS-2567 (02/89) Previous Versions Obsolate Event ID: 1BCE7E-H1 Facility 1D: 0082 I continuation sheet Page 2 of 32
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Continued {from page 2

~*The facliity should mark yes for question A1600 on
the MDS ‘Is the resldent currenily considered by the
state level Il PASRR process to have a serious mental
liness and/or intellactual disability or related
condition?"

*Thers was Level {t PASRR in resident 2's EMR dated
1/18/23,

*Htem A1600 of his 10/8/28 comprehensive MDS assessmenl

was coded “No” to the question “Is ihe resldent
currently considered by the state tevel il PASRR
process to have serious mental iliness and/for
intellectual disabllity or a related condition?”

2. Ravlew of resident 6's EMR revealed:
*She was admitied on 4/22/24,

*Her diagnoses included depression, anxisty disorder
{anticipation of future dangser or misforiune with
feelings of distress and/or sadness and symptoms such
as restiessness or Irritabillty), and psychotle

disorder.

*She had a level | PASRR completed on 8/6/25 for a
potential change in condition that stated.

“Your Leve! | screen was submitted for a potential
status change. It shows thal you have evidence of
serlous mental lliness or an intellectual/developmental
disabliity (IDD}. Howaever, your condition does not
require further PASRR evaluation at this time because
your serious mental liness or [DD treatment needs have
not significantly changed since your previous PASRR
Level It evaluation.”

“The facllity shouid mark yes for question A1500 on
the MDS ‘Is the resident currently considered by the
state level Il PASRR process to have a serlous menlal
iiness andfor Intellectual disablily or related
condition?™

“There was no Level Il PASRR In resldent 6's EMR.

*ltem A1500 of his 6/8/26 comprehensive MDS assessment

was coded “No” {0 the question “Is the resident
currently consldered by the state level Il PASRR
process to have serlous mental lliness and/or
Intelieciual disabllity or a relaled condition?*

3. Revlew of resldent 8's EMR revealed:

F0841
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Continued from page 3
*She was admilted on 2/16/23,

*Her diagnoses included depression, anxiely disorder,
nsychotic disorder, and schlzophrenia (a severe brain
disorder causing distorted reallly perceplion,

featuring haliucinations, deluslons, disorganized
thinking, and reduced emotional expression).

*She had a level | PASRR completed on 7/24/25 for a
potential change in conditlon that siated,

-"Your Level | screen was submitted for a potential
status change. It shows that you have evidence of
serlous mental lilness or an intellectual/developmental
disability (IDD). However, your condition does not
require further PASRR evaluation at this time because
your serious mental liiness or DD freatment needs have
not significanily changed since your previous PASRR
Level Il evaluation.”

-"The facility should mark yes for question A1500 on
the MDS ‘is the resident currenlly considered by the
state level Il PASRR process to have a setious mentai
Hiness and/or Intellectual disabllily or related
condition?”

*There was a Lavel It PASRR In resident 9's EMR dated
11/14/18.

*item A1500 of his 2/28/25 comprehensive MDS assessment

was coded "No” to the question "Is the residsnt
currenily consldered by the state level I PASRR
process to have serlous mental lfiiness and/or
intellectual disability or a related conditlon?”

4. Review of resident 34's EMR revealed:
*She was admitted on 11/3/20.

*Her dlagnoses included depresslon, anxiely disorder,
and bipolar disorder.

*There was a Level I PASRR In resident 34's EMR dated
71423,

*item A1500 In of his 7/8/25 comprehensive MDS
assessment was coded "No” to the question “Is the
resldent currently considered by the state level ||
PASRR process to have serlous mental liiness and/or
intellectual disabilly or a related condition?”

FO641
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8S=E 6. Review of resident 40's EMR revealed:
*She was admitied on 2/27/24,

*Her dlagnoses Included dspression, anxiety disorder,
and psychotlc disorder.

*She had a jevel | PASRR completed on 9/6/25 for a
poiential change In conditlon that stated.,

-“Your Level | screen was submited for a polential
status change. It shows that you have evidence of
sarious mental lliness or an Intellectual/developmental
disabllity (IDD). However, your condition does not
requlre further PASRR evaluation at ihis time because
your serious mental iliness or DD treatment needs have
not significantly changed since your previous PASRR
Level 1l evaluation.”

-“The facility should mark yes for question A1500 on
the MDS 'Is the resideint currently consldered by the
state ievel Il PASRR procass te have a serlous mental
fiiness and/or intellaciual disability or related
condition?™

*There was a Level Il PASRR in resident 40's EMR dated
3/14/25.

*Hem A1600 of his 3/31/25 comprehensive MDS assessment
was coded “No” to the question “is the resident

currenlly considered by the state level 1| PASRR

process to have serlous mental illness and/or

intellectual disability or a related condition?”

6. Review of resident 39's EMR revealed:
*He was admitted on 10/3/24.

*He had dlagnoses of Parkinson's disease (a brain
dlsorder that slowly worsens over time leading to
symptoms of shaking, stiffness, slow walking, balance
lssues, and potentlal problems with sleep, mood and
thinking), dementia (a group of symptoms affecling
memory, thinking and soclal abilities), major
depressive disorder (a sarlous mood disorder where
Intense sadness, hopelessnass, and loss of interest in
life for at Ieast two weeke, making it hard to do dally
things) (MDD}, and anxiety (anticipation of future
danger or misfortune with feelings of distress andfor
sadness and symptoms such as restlessness or
irrltabliity).

*He had current physiclans orders for clozapine (an

FORM CM$-2567 (02/99) Previous Versions Obsolete Event {D: 1DCE7E-H1 Faclilty 1D: 0082 If continuatlon sheet Page 6 of 32
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Conlinued from page 5

antipsychotlc [a medication that alters the activily of
neurotransmitters in the brain to reduce symptoms of
psychosls (a stats of losing touch with reality) and
duloxetine (an antidepressant madication).

*His 3/4/25 and 6/11/25 PASRR level | screen cutcomes
indlcated he had a positive levet §, and no status
change.

-His PASRR conditions were serlous mental {iiness.
-His 6/11/26 PASRR outcome explanation stated:

-"Your Level 1 Screen was submitted for a potential
stalus change. It shows you have evidence of a serious
mental liness or an intellectual/developmental

disabllity (IDD). However, your condition does not
require furlher PASRR evaluation at this ime because
your serlous mental lliness or IDD treatment needs have
not significantly changed since your previous PASRR
Level I evaluation, If your needs change, a new Level

1 screen should be submitted by your health care
provider. Unless your neads changs, your PARR Level Il
Summary of Findings remains valld during your stay at
the nursing facllity and should transfer wilh you If

you mave to a different nursing faciily. You require

no further Level 1 screening unless you experience a
significant change in serlous mental Hiness or IDD
Ireatment needs. ™

~"Since this evaluation has determined that you have a
PASRR condition, if you admit {o a Medicald-cerlified
nursing facllily...lhe facliity will need to doecument

your PASRR condition in important Medicald nursing
facility papsrwork. The facliity should mark yes for
qguestions A1500 on the Minimum Data Set, "Is the
resident currently considered by the state level Il
PASRR process lo have a serious menial lliness and/or
Intellectual disabllity or & related condition?" Also,

your specific PASRR conditlon(s) should be checked in
quastion A1510, Level Il 'Preadmission Screening and
Resident Review (PASRR) Conditions.™

-His 10/9/25 comprehensive MDS assessment, question
A1500, "ts the resident currently considered by the

slate level Il PASRR process to have a serlous mental
#iness and/or intellectual disability or a related
condition?" was marked "No".

-item A1500 was coded *No” on his 10/25/24
and11/21/24 comprehensive MDS assessments.

7. interview on 12/31/25 at 1:18 p.m. with soclal

F0641
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Continued from page 6
service designee {SSD) H revealed she;

*Had just starled In the SSD poshtion in August.

*Was responsible for submliting the PASRR screens to
Maximus (the state coniracted agency responsible for
reviewing, making determinations, and recommendations
relaied lo residents’ PASRR screaning resuils).

*Submitied PASRR scraeens to Maximus for review on any
tesident with a mental health medication change or a
new mental health diagnosis for evaluation.

*Did not enter the PASRR Information inlo the
residents’ MDS assessments.

*erlfied residents 2, 6, 9. 34, 38, and 40 had level
1 PASRRs according to the Information provided by
Maximus.

*Agreed that If a resldent’s level Il PASRR was not
present in their EMR she would not be able to determine
if the PASRR H recommendad ssrvices were being
provided.

8. Interview on 12/31/25 at 1:42 p.m. with
administrator A revealed:

*Reglstered nurse (RNYMDS coordinator C was
responsible for coding the PASRR information In the
residonts’' MDS assessments,

-RN/MDS coordinator C was nof avallable for an
Interview during the survey,

*Administrator A expected the residents’ MDS
assessments to be coded accurately.

9. A review of the provider's 1/2026 LTC
Resident-Assessment-Instrument (RAI)-System Standard
policy regerding MDS completion revealed:

*All parsons who have completed any portion of the MDS
Resident Assesasment Form must sign the document
attesling to Its accuracy.”

**The Assessment Coordinator is rasponsible for
elaclronlcally transmitting encoded, accurate, and
complate MDS data to the CMS [Center for Medicare and
Medicaid Services]...."

Cardio-Pulmonary Resuscitation {CPR)

F0641

F0B78

2/4/26
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CFR({s): 483.24(aX3}

§483.24(2)(3) Personnel provide basle life support,
Including CPR, to a resident requiring such emergency
care prior to the arrival of emergency medical
personnal and subject to refated physician orders and
the resident's advance directives.

This REQUIREMENT is NOT MET as evidenced by:

Based on South Dakota Department of Health (SD DOH)
facility-reported incidents (FRI), record review,

interview, and policy review, the provider failed to

ensure staff followed a resident's documented do not
resuscliate {(DNR) code status wishes for one of one
closed record ssmpled restdent (52) when discovered
with no pulse or respirations by staff and was then
provided cardlopuimonary resuscitation (CPR) without
first verifying the resident’s code status.

Findings Include:

1. Review of the provider's 7/15/25 SD DOH FRI
revealed:

*On 7/15/25 at 5:20 a.m. a nurse obtained resident 52's
vitals which were stable, and her blood sugar was
reading high both times it was checked and then
asslsled resident 52 (who had agreed 1o go to the
hospital) to the resiroom.

*The nurse called the on-calf provider to report on
resideni 52's condilion and to recelve orders to
administer insulin and Zofran {(medication for nausea).

*A second nurse went to resident 52's room and found
her slumped over on the lollet and heard a gurghing
nolsa. The resldent's vitals were not able to be

obtained. Resident 52 was lransferred to the floor

where staff started CPR, and applied an AED (automated
external defibrillator).

*Three nurses performed chest compressions on resident
52,

*The director of nursing (DON) B arrlved during
resuscitation efforts In resident 62's room and
Informed staff to stop CPR due {o the resident having
no breath sounds or an apleal pulse. The resident's
time of death was reporled as 7:05 a.m. on 7/15/25 at
the facllity.

Addendum - Corrected to individuals/System: All CNAs and
nurses were re-educated on proper code status procedures
al the mandatory CNA & nurse's meetings on 1/28/26 and
for steff not able lo attend they will complete the education
by 2/4/28, Educatlon also Included advance directives,
CPR and Code slatus. RS 1/30/26

Corrective Action: Sunset Manor will begln having mock
codes 2 times per year. All CNAs and Nurses are already
required to be CPR cerilfied, and this will continue. f any
staff are unable to atlend these mandatory meetings they
will be required to recelve the education which includes
advance directives, CPR and Code stalus by thelr next shift
or no later than 2/4/26. Red stickers for DNR or green
stickers for Fult Code will be added to all resident name
plates outside of thelr rooms to assist staff with quickly
Identifying Code Status,

Monltoring: Audits wilt be completed by DON, ADON or
deslignee 1o ensure staff are carrying hall sheets which is
where resldent code status is indicated. Audils will be done
weekly x 4 weeks, every other week x 2 months and
monthly x 3 months. Audits will also be completed by DON,
ADON or designee to ensure accuracy of hall sheets and
stickers outside of resident rooms. Audits will be done
waekly x 4 weeks, every other wask x 2 months and
monthly x 3 months. All audif results will be reported at
monthly QAPI meelings by DON, ADON or designee,
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Continued from page 8
2. Review of resldent 52's closed electronlc medical
record (EMR) revealed:

*She was admitted to the facllity on 9718/24,

*She had an advance directive {a@ document that
oxpresses a person’s health care wishes if they become
unable to speak for themselves) signed by her legal
rapreseniative and physlcian on 9/18/24 indicating her
resuscitation code status was a DNR/DNI.

*There was an acllve physiclan's order on 9/18/24
Indlcating she was & DNR/DN{,

3. interview on 12/31/25 at 8:35 a.m. with DON B and
adminisirator A about the FRI regarding resident 62
revealed:

*There were three nurses (jicensed practical nurse
{LPN}) F, reglstered nurse {RN) K, and LPN DD} involved
In the above Incident on 7/16/26.

*The nurses had started CPR on resident 62, checked the
code status which was a DNR/DN, but continued
performing CPR.

*The nurses involved explained fo DON B that they
thought since they had already starled CPR they were fo
continue untii EMS had arrived.

*By the lime DON B had arrived and verlfied that
resident 52 was a DNR/DN the nurses had been
performing CPR on resident 52 for about 20 minutes.

*DON B and administretor A spoke with the medical
director who reported Lhat the staff shouid have
stopped CPR once they confirmed the code stalus of a
resident was a DNR.

*On 7/15/25 DON B conducied a nurses meeling after
resident 52's incident where she educated the staff on
advance directives and code statuses.

*She expacted her staff to call for help, grab the
crash cart, call a supervisor and the provider, and
chack the code stalus In the event a resident was
unresponsive.

“DON 8 did not expect the staff to recall a resident's
code status and expected the staff to start CPR until
they could verify the code status of the resident.

*The code statuses of residents were Identifled in

F0878
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Continued from page 9

thelr EMR and on the hall sheets (lists residents’ care
needs and interventlons) that the staff members were to
carry with them while they worked.

*“They stated they had not performed any auditing or
monltoring to ensure the residents' code statuses were
Identified or that the staff were aware of the
expectations regarding thelr processes for providing
fife sustaining measures according to a resident's code
status after resldent 52's Incident.

4. Interview on 12/31/25 at 9:45 a.m. with LPN L
revealed;

“She had started working at the facllity in November
2026,

*She had recelved general education regarding advance
directives and code status.

*She explalned she would not start CPR on a resldent
with a DNR code status if the resldent was unresponsive
with no pulse or respirations.

*Resldent code statuses were Identified in the EMR and
the hall sheeis.

5. Interview on 12/31/25 at 9:57 am. with LPN D
revealed:

*She started working at the facllity In November 2025,

*Reslident code staluses were Identified In the EMR and
the hall sheets.

*In an emergency, she would check a resident's code
status before beginning CPR,

*She recelved mandalory education about advance
directives and code statuses.

6. Interview on 12/31/25 at 10:09 a.m. with certified
nursing assistant {CNA) J revealsd:

*She had worked at the facllity for about a week.
*She was CPR certified.

*She watched orlentation training videos, bui they did

not provide education specifically regarding a
resident’s code slatus,

F0678
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*Resident’s code statuses were identified in the EMR
and the hall sheets,

7. DON B was unable to provide signed education
documentation of the nursing staff to verify who
aftended the nurses meeling on 7/15/25 after resident
52's 7/15/286 incident.

8. Review of the provider's new hire orientatlon and
annual education for staff revealed (hey provided
education on advance direclives and resldent code
staluses.

9, Review of the provider's reviewed 10/2025 LTC Code
Status/Resuscliation policy revealed:

**To provide staff with accurate information in the
ovent of cardiac and/ or resplratory asrest.”

*'a, A ‘Medical Emergency' [a health conditlon or
situatlon that needs immediate medicatl attention] Is
Initlated on any resident needing emergency
rasuscitation due to a cardlac and/ or resplratory
arrest unless there Is a ‘Do Not Resuscltate' order
documented In the resldent’s electronic medical
record,”

10. Review of the provider's 2/14/2024 Advance
Directive policy revealed:

*|t is the pollcy of this facllity wilt provide basic

fife support, including CPR — Cardlopulmonary
Resuscitation, when a resident requires such emergency
care, prior to the arrival of emergency medical

services, sublect to physiclan order and resident

cholce indicated In the resident's advance directives.
Nurses ere educated to inltiate CPR, as recommended by
the American Heart Assoclation {AHA) unless: A valld Do
Not Resuscitate order Is In place.’

FO732 Posted Nurse Staffing Information FO732 |F732 118126
SS=F System correction: 1:1 education was provided by DON 8
CFR(s): 483.35(1)(1)-(4) 10 night nurses on the new process and updated stafflng
cansug sheets on 1/6/26 — 1/8/26.

§483.35(}) Nurse Staffing Information.
System changes: Staffing census sheets thal were effective
§483.35(1)(1) Data requiraments. The facllity must post during the night shift on 1/6/26 for 1/7/26 now reflect the

the following Information on a daity basis: number of hours versus the number of staff,

(Continued on next page}
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{1} Facility name. The sheets were also updated to spiit the hours of the CBU/
T8I nurse when they are working on hoth of those units
(ity The current date. during thelr shift. RN hours were also added lo ensure that
we are accounting for all RN hours in the building, All
{it) The total number and the actuat hours worked by staffing census sheets will updated as necessary for any
the following categories of licensed and unlicensed staff changes thal may have occurred dus to stalf call-Ins.
nursing staff directly responsible for resident care All completed staffing census sheets will be kept in binders
per shift for easy access
Monitoring: Audlts will be completed by ADON, DON or
(A} Reglstered nurses. designee to ensure that census shests are being completed
and updated adequately. Audits will be completed weekly x
®) Llcenseg prac(l:cal;ur;es or' licensed vocational 4 weeks, avery other week x 2 months and monthly x 3
nurses (as defined under State faw). months. All resuits from the audits will be reported at the
monthly QAP! mestings by ADON, DON or designee.
(C) Certifled nurse aldes. v 98 By eucesgnes
{lv) Resident census.
§483.35{1)(2) Posting requirements,
(i} The facitity must post the nurse staifing data
specified In paragraph (1)(1) of this section on a
daily basls at the beglnning of each shift.
(1) Data must be posted as follows:
(A) Clear and readable format.
(B) In a prominent place readily accessible {o
residents, staff, and visltors,
§483.35(1)(3) Public access o posted nurse staffing
data, The facllity must, upon oral or wrilten request,
make nurse staffing data avallable to the public for
raview al a cost not lo excead the communily standard.
§483,35(1)(4) Facliity data retention requirements. The
facility must malntain the posted dally nurse siaffing
datla for a minimum of 18 months, or as required by
State faw, whichever is greater.
This REQUIREMENT is NOT MET as evidenced by:
Based on observation, record review, interview, and
facliity assessment review, the provider falled to post
the required nursing staffing information in a location
readlly visible to residents, staff, and visitors that
clearly reflected actual hours worked by the nursing
staff from October 2025 through December 2025 dally:
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Contlnued from page 12
*For 46 of 92 days reviewed regarding the Traumatic
Braln Injury unit {TBI).

*For 24 of 92 days reviewed regarding the Challenging
Behavlor Unit (CBU).

*For 13 of 92 days reviewed regarding the main area
where resldents resided {The Manor).

Findings include:

1. Observation on 12/29/25 at 2:34 p.m. of the
provider's posted nurse staffing hours for The Manor
and the CBU revealed:

*The Information was posted on a bulleiln board near
the nurses’ station in the Manor,

*It included the date of 12/26/25 and resldent census
for The Manor and the CBU.

*There were no registered nurse (RN) houre documented
on {hose postings.

2. Observation on 12/29/25 at 3:46 p.m, In the TBI unit
revealed there were no posied nurse siaffing hours.

3. Observation on 12/31/25 at 8:28 a.m. of the
provider's 12/31/25 posled nurse staffing hours for The
Manor and the CBU revealed there were no RN hours
decumented for that day.

4, Review of the posted nurse staffing hours from
10/1/26 through 12431/26 reveslsd there were no nurse
slaffing information forms for:

*The Manor on 10/10/25, 10/23/25, 10/24/25, 10/25/25,
10/26/25, 10/27/25, 10/28/25, 10/28/25, 10/30/25,
10/31/26, 12127125, 12/28/26, and 12/29/25.

“The T8I unlt on 10/1/26, 10/3/25, 10/7/26, 10/11/25,
10/12/26, 1013425, 10/16/25, 10/17/25, 10/21/25,
10120125, 1111/25, 1112126, 11/3/26, 1116126, 11/7125,
11711125, 11714725, 11118128, 11/20/26, 11/22125,
11/23/25, 11/24/26, 11/25/28, 11/26/25, 11/27/26,
11/28/25, 11/20/26, 11/30/25, 12/1/25, 12/2/25,
12/3/25,12/8/25, 12110425, 12/11/25, 12/13/25,
12/14125, 12115125, 12118/25, 12/18/25, 12/23/25,
12/24/25, 12/26/26, 12126/25, 1227/25, 1228125, and
12/29/25.

*The CBU on 10/23/25, 10/24/25, 1012525, 10/26/25,
10/27/26, 10/28/26, 10/29/25, 10/30/25, 10/31/25,

F0732
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Conilnued from page 13

12110125, 12111725, 12112125, 12/13/26, 12/14/25,
12116425, 12/16/26, 12117126, 12/18/25, 12/19/285,
12120125, 12/21/52, 12127125, 12128125, and 12/29/25,

§. Review of the posted nurse staffing hours from
10/1/25 through 12/31/25 revealed there were no
documented RN coverage hours for 10/7/25, 10/23/25,
10127128, 1112125, 11124/25, 11/25{25, 11/28/25,
1213725, 12/4/26, 12/8/25, 12/11/25, 12/13/25,
12114125, 12/17/25, 12118125, 12/22/25, 12/23/25,
12/26/25, 1230/25, and 12/31/25.

8. Review of the provider’s nurse staff scheduies from
12/13/25 through 12/31/25 revealed:

*On 12/13/25 RN/Minfmum Data Set (MDS) coordinator C
was scheduled to work, and those hotirs were not
represented on the posted nurse staffing hours.

*On 12/14/25 RN/assistant director of nursing (ADON) FF
was scheduled to work, and those hours were not
represented on the posted nurse staffing hours.

*On 12/18/25 RN/ADON FF was scheduled to provide
resident care from 8:00 a.m. until 11:30 a.m. and
director of nursing {(DON) B was scheduled to provide
resident care from 11:30 a.m. untll 6:00 p.m. due to an
LPN that was Identified on the nurses’ scheduls to have
called in sick,

-The posted nurse staffing hours were not updated to
reflect that change.

7. Review of the posted nurse staffing forms and
interview on 12/31/25 at 10:43 a.m. with LPN D on the
TBI unit revealed:

*The posted nurse staffing hottrs were postad on a
bulletin board behind a desk in the unil's common area.

*LPN D stated the posted nurse stafting hours were lo
be completed sach day, but she did not know who
completed them.

*She did not change the information on the posted nurse
stalfing if there were changes In tha staffing durlng
her shift,

*She verified the nurse assigned to the CBU and TBI
unit shared thelr scheduled hours between the two
units, but the TBI unit posted nurse staffing form
identified the nurse was scheduled on that unlt for the
entire 12-hour shift, which was Inaccurate.

F0732
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Continued from page 14

*LPN D agreed the locatlon of the posted nurse staffing
hours In the TBI unit was not readily visible for
residents or visitors.

8. Interview on 12/31/25 at 1:42 p.m. with
administrator A revealed:

*The night shift nurse was responsible for completing
the dally nurse staffing hours form for the next day
according to the staff schedule and resident census and
was to post them in sach unit.

*She expected that the posted nurse staffing hours
wauld be updated each shift if ihere was a staffing
change by the nurse on duty in that unit.

*She expected the hours on the posted staffing o be
accurate. She agreed {he nurse hours documented on
those forms for the T8B! unlt and the CBU were not
accurate.

8. Intervisw on 12/31/26 at 3:08 p.m, with director of
nurging (DON) 8 reveated:

*The posted nurse staffing hour forms were to be
completed by The Manor night shift nurse and posted on
each unit,

*The MDS coordinator and the DON hours were not
inciudsd on the posted nurse staffing hours forms.

*She verified that she and the MDS coordInator assisted
with resident care nseds.

*She vatlfied the MDS and DON hours were submitled as
RN coverage hours In the Payroli Based Journal (PBJ)
reporting system.

*The posted nurse staffing hours were 1o be posted
dally and were to be accurately reflect the hours
worked by each staff member.

*She agreed there were missing posted nurse staffing
hour forms for all three units,

*She agreed that the staff did not update the posted
nurse stafiing forms to represant an accurate number of
hours worked for each shift.

*She agreed the LPN and RN hours posied for the CBU and
TB! units did not accurately represent thet the nurses
split schedulad 12-hour shifis between the two uniis.

*She expecied the posted nurss staffing hours to be
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8S=F complated accuralely and posted in a locatlon that was
visible for residents, staff, and visitors,
190. Review of the provider's 4/2/25 Facliity Assessment
revealed:
*Staffing Plan
“Nursing, nulrition services and housekeeping staffing
Is evaluated at the beginning of sach sift {shift] and
adjusted as needed to mest the care needs and acuity of
the resldent poputation. See the posted nursing
staffing hours for detalls”
‘CBU:
Charge Nurse: 5:30a fa.m.}- 6p [6:00 p.m.}, 5:30p-6a
(sharsd with TBI)".
“TBI:
Charge Nurse: 5:30a [a.m.}- 6p [6:00 p.m.], 5:30p-Ba
{shared with CBUY".
**Suppori Slaff:
Director of Nursing: Monday thru Friday 7am [7:00 a.m.]
5p. [5:00 p.m.}
MDS Coordinator, RN: Monday thru Friday 8am-4:30pm”.
*Al the minimum there Is one RN/LPN in [the] factlity
at all times for 24k [24 hour] nursing coverage (8 hour
RN coverage at minimum).
Fog12 Food Procurement,Store/Prepare/Serve-Sanitary Fo812 |F812 1/16/26
SS=E
CFR(s): 483.60(I)(1)(2) Corrected to Individuals: All dlstary staff including cooks M,
P & Q, along wilh dletary aides N & O were reeducated on
§483,80(1) Food safely requirements. all dletary sanliation [ssues Indicated In F812. Education
was completed by RD EE on 1/16/28 on Handwashing &
The faciiity must - Glove Use, Food handling/Preparation, Foodborne iliness,
serving/distribution, feflovers, time/temp controls, nufrition/
hydration, sanltation and food safety.
§483.60(i)(1) - Procure food from sources approved or .
consldered salisfactory by federal, state or locat System changes: D!Vt ;2 created and implemented a triple
authoritles. sink sanilizer log, a 2™ food temperature log and a sanitizer
bucket log on 1/8/26.
L e o o Monltoring; Audits will be completed by DM R, RD EE or
locat producers, subject to applicable State and loca dasignee 2 xiweskly x 1 month, 1x/weskly x 1 month, every
laws or regulations. other week X 2 months and 1x/month x 2 months,
{it) This proviston does not prohibit or prevent {Continued on next page)
facliities from using produce grown |n facllity
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growlng and food-handling practices.

(1) This provision does notl preclude restdents from
consuming foods not procured by the facifity.

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

This REQUIREMENT Is NOT MET as evidenced by:

Based on Interview, observation, record review, and
policy review the provider falled to ensure the staff
followed slandard food safety practices regarding:

*Monltoring the food and drink temperaiures prepared
and servad were served to residents by cook M, P and Q
and dietary assistant {DA) N on one of one evening meal
gervices and one of one lunchtime meal services.

*Handwashing and glove use by DA N and O and Cooks P
and Q was followed during one of one evening meal
service and one of ona lunch time service In the

kitchen.

Findings include:

1, Interview on 12/29/26 at 3:17 p.m. with resident 48
In her room revealed:

*She stated the food was not prepared well.

*At limes the food Is overcooked and at times It is
cold.

*She stated that there were multiple resldents who did
nol eat thelr meals due to how the food was prepared
and served.

*She had reported her concerns to staff members but
they wera not the staff members who “had the authority”
fo do anything about her concerns,

2. Observation on 12/29/25 at 5:23 p.m. from of the
rasidents’ meal trays In the kilchen revealed the
resldents’ drinks were pre-poured and stored on
individual resident {rays on an open sided cart.

3. Obgervation and interview with DA N on 12/28/25 at
5:32 p.m. from the dining rcom of the residents’ during
the evening meal service revealed:

Audits that will be completed include the following;
1.,Proper handwashing/glove use by dietary siaff.

2,Food lemperalures and 2" food temperatures being
completed properly.

3.Sanltizer Bucket and Triple Sink logs belng completed
properly.

Al audit results will be reporied at monthly QAPI meetings
by BMR, RD EE or designee.
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*With only a few rosident trays left to be served, DAN
was requested to measure the temperature of the milk.

*DA N asked cook M how 10 measure the temparalure of
the milk.

*Cook M ramoved a thermometer out of the sink, put hand
sanitizer on the thermometer, wiped the thermometer off
and gave It 1o dietary assistani N,

*DA N measured the temperature of the mitk with that
thermometer and stated it was 53,6 degrees Fahrenhsit
(F).

*When asked what the temperature of the milk was
supposed (o be DA N stated he would have to refer to
diefary manager (DM} R,

*Cook M stated the milk needed 1o remaln between 38-
and 40-degrees F for safe consumption.

-*DM R dumped that glass of mik out and instructed cook

M to dump out all the remalning poured prepared of milk
on the trays to pour new glasses of milk.

4, Observation on 12/29/25 at 5:40 p.m.of DAN in the
kitchen and dining room revealed:

*He handled dirty linens from the kitchen and dinlng
room with his bare hands.

*With those same bare hands, he handled three glasses
with his fingers by the tops inside glasses, poured

milk Into those glasses and then placed them on the
resldenls’ meal trays to be served to the residents.

§. Observation on 12/30/25 at 11:07 a.m. of cook P In
the kitichen revealad:

*Cook P put on gloves without washing her hands.

*She then picked up the blender that contalnad pureed
foods, used those same gloved hands and a spatula to
pour the pureed food into the fray to be placed in the
steamer, wiped the puresd foods from the side of the
contalner with her gloved hands, and placed the
container In the steamer.

*“She removed and discarded her gloves, and did not wash
her hands. With her bare hands she removed a container
of coleslaw, and a conlainer of ham spread from the
refrigerator, pul them on the counter, and enterad the
pantry that was attached lo the kitchen. When she
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relurned to the klichen, she did not wash her hand and
then put on a pair of gloves.

*With those hands cook P poured ice Into containers for
the coleslaw container to be stored on, removed her
gloves, did not wash her hands, and gathered
thermometers and atcohol wipes to check the holding
temperatures of the prepared foods.

6. Observallon and Interview on 12/30/26 at 11:22 am.
of cook P as she checked the temperalures of the
residents' prepared food items revealed:

*She washed her hands and put on a pair of gloves.

*She checked the temperatures of all of the food that
were stored in the steam table,

“Cook P did not take the temperature of the fries under
the heat lamp or the assorted pleces of chicken in the
warmer,

*Caok P placed a chicken drummy from that on a
resident's meal tray it was served {o the resident.

*Cock P was asked 1o take the temperature of the
chicken pleces. The temperatures of the chicken
drummies were 130 degrees F.

*Cook P then placed all the chicken pleces back into
the oven.

*Cook P verified she should have chacked the
temperature of the chicken pieces prlor to serving them
1o the residents.

*Cook P verified the distary staff were supposed o
check the temperatures of the food items to be sure the
food was cooked and stored at a safe temperature before
sorving the food to the residents.

7. Observation on 12/30/25 at 11:45 of cook Q revealed:

*She did not perform hand hyglene and then began
placing covers aver the chocolate cake with whipped

topplng.

*One of the pleces of caked tipped over and the whipped
topping handed on cook Q's hand.

*Cook Q tipped the cake back up with hier bare hand, put
a cover on the cake, and washed her hands

8. Observation on 12/30/25 at 11:52 a.m. In the kitchen
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during the meal service revealed:

“Cook P had gloves on and retrieved a knife from the
magnel on the wall.

“With those same gloved hands, she held a chicken
breast with one hand as she cut the chicken breast into
pleces.

*DM R instructed Cook P to use a fork to cut up the
chicken breast.

*Cook P covered the plate of chicken with an Insulated
cover, placed it on a resldent’s meal tray,

*Cook P used those same gioved hands to grab a bowl
from the shelf by the Inside and the top of the bowi,
She dished soup Into that bowl and placed the bowl of
soup on a resldent’s meal {ray.

*At 12:00 p.m. pre-poured cold drinks were removed from
the refrigerator, placed on the individual resident
trays, and stored on an open sided carl In the kitchen,

*Cook P agaln plated a resident's meal that included
chicken breast with the same process observed above and
she prepared two more meal irays with those same gloves
on.

*Cook P louched the resident's plated mashed potatoes
with those same gloved hands while cutting another
chicken breast to serve to the resident.

*With those same gloved hands Cook P touched and moved
potato wedges fo the side of to serve to the resident

and hen touched a chicken breast while she cut itinto
pleces.

*With those same gloved hands cook P moved a chicken
plece to the side of a resldent’s piata to make room
other food items.

*With those same gloved hands Cook P picked up a plece
of breaded chicken pulled it Info pleces and served it

to the resldent. She continued to touch several other

food items with those same gloved hands as she plated
ths resldents' meals.

9. Observation and Interview on 12/30/25 at 12:25 p.m.
of lunch meal service with cook Q revealed:

*Cook Q was asked lo take the temperature of the last
milk belng served.
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*Cook Q stated the milk was 50 degrees F and dumped out
the milk and poured new glasses of milk to serve o the
residents.

10. interview on 12/31/26 at 9:33 a.m.with DA O
revealsd:

*Gloves were o be worn when handling ready to eat
foods.

*Hands should be washed entering or leaving the kitchen
and before putting on gloves and after taking gloves
off.

11, Observation on 12/31/25 at 9:51 a.m. of DA Oin the
kitchen revealed:

*With gloved hands DA O prepared lettuce salads,
handled dirly dishes, and put sandwlich meat into a
plastic container,

*She removad those gloves, did not wash her hands, and
put cheese and lettuce salads Into the refrigerator.

*With her unwashed bare hands, she handled dirly
dishes, plcked up trash off the floor, and then wiped
off the counter where she had prepared food.

12. Review of the provider's October 2026 through
December 2025s food temperature log revealed:

*There were no documented temperatures of the prepared
food items that were {0 be plated and served lo the
residents,

*There were no documented temperaturas of hot or cold
drinks to be served fo the residents.

13. interview on 12/31/25 at 2:40 p.m. with DM R
revealed:

*She expected gloves to be worn by the staff when
handling ready to eat foods.

“Gloves should be removed and discarded when they were
visibly solled, and hands should be washed before
putting on gloves and after removing gloves.

*She expected staff to use clean gloves or clean hands
to prepare and serve resident's meals.

*Staff were to wash thelr hands when they entered the
kitchen, and after using the bathroom.
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*The food temperatures were o be checked when it was
done cooking ensure It was completely cooked and then
prior lo serving to ensure it was held at a safe
temperature.

*She verified staff only documented the cooking
temperatures of food and not the holding temperatures.

*She verifled she could not be sure the holding food
temperalures had been taken or within the safe holding
temperature ranges If they were not documented.

*She verifled that the temperatures of the mitk and
chicken on 12/29/26 and 12/30/25 did not meet the safe
temperature ranges.

14. Review of the provider's 2023 Food Temperalures
polley revealed:

*The temperatures of ali food ilems will be laken and
properly recorded prior to the service of each meal.

1. All hot food items must be cooked to appropriate
internal temperatures, held and served at a temperature
of at least 135 [degrees] F”

*Hot food ltems may not fail below 135 [degrees] F
after cooking, unless it is an item which Is to be
rapidly cooled to bslow 41 [degrees]”

*Temperatures shouid be taken perlodically to assure
hot foods stay above 135 {degrees} F and cold foods
slay below 41 [degrees} F during the holding and
plaling process and uniil food leaves the service
area,

*Food preparation areas will follow these mathods:

a. Hold foods at or below 41 {degrees] F for cold foods
and at or above 135 [degreses] F for hot food (io keep
out of the temperature danger zone."

Review of the provider's 2023 Bare Hand Contact with
Food and Use of Plastic Glovas policy revealed:

*Single use gloves or olher barriers will be used when
handling food directly with hands to assure that
bacterla are not {ransferred from the food handlers'
hands to the food product being served. Barehand
contact with food is prohibited.”

*Slaff wil use clean barrlers such as single tise
gloves, longs, dsli paper and spatulas when handling
foods.”
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*“Gloved hands are consldered a food contact surface
that can becoma conlaminated or soited. If used, single
use gloves shall be used for only on task such as
working with ready-to-eat (RTE) food or with raw animal
food, used for no other purpose and discarded when
damaged or solled, or when Interruptions occur In the
operation.”
*Hands are to be washed when entering the kitchen and
before pulling on single use gloves (before beginning
work with food) and after removing single use gloves.”
“Clean glovas are to be used when:
a. Handling ready-to-eat foods. ..
f, Anylime hands would otherwlse touch food directly.”
*Gloves are Just like hands. They get solied. Anylime
a contaminated surface I touched, the gloves must be
changed and hands must be washed:
...During food preparation, as often as necessary to
remove soll and contamination and prevent cross
contamination when changing tasks...
After engaging in other activities that may possibly
contaminate the hands with bodily flulds...
Any time a contaminated surface is touched.”
**Hands should be washad after removing gloves."
F0880 Infection Pravention & Control FO880 |F880 2/4/28
8S=E Addendum - Individual Correction: CNA T was re-aducated
CFR(s): 483.80(a)(1){2){4){e)() with 1:1 education on EBP, Hand Hyglene & Glove Use,
cleaning of lifts and proper use of slings on 1/27/26. CNAW
§483.80 Infection Control had 1:1 re-education on the same toplcs on 1/28/26 and
CNA X will have 1:1 re-education of the same topics on
The facillty must establish and maintain an infection 1/31/26. We were unable lo re-educate CNAs BB & CC as
prevention and control program designed to provide a thay no longer work/pick-up shifts at our facility. CNAs AA,
safe, sanitary and comfortable environment and fo help Y &Z are only PRN temp agency staff and have no shifts
prevent the development and transmission of scheduled but wiil be educated on their next shift if they pick
communlcable diseases and infactlons. up any mare shifis In our faclilty, RS 1/30/26
System Correction: Re-education was provided to all staff
across all depariments on 1/28/26 at All Staff Mesting, CNA
§483.80(z) Infection prevention and coniro! program. and Nursing Mestings. Any staff not abls to attend these
meelings will compilete the education by 2/4/26. Education
The facility must establish an infaction prevention and includes; EBP, Hand Hygiene & Glove Use, cleaning of lifts
control program (IPCP) that must include, at a minimum, and proper use of slings. This education will confinue to be
the following elements: provided to all new staff with orientation and on an annual
basls. {Continued on next page)
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reporting, investigaling, and controlling infections

and communicable diseases for all restdents, staff,
volunteers, visltors, and other individuals providing
services under a contractual arrangement based upon the
facllily assessmeni conducted according to §483.7% and
following accepted national standards;

§483.80(a){2) Writlen standards, pollcies, and
procedures for the program, which must includs, but are
not limited to:

{1) A system of survelllance designed to identify
possible communicable diseases or

infections before they can spread fo other persons In
the facllity;

(1) When and 1o whom posslble Incidents of
communicable disease or infections should be reported;

{il) Standard and fransmisslon-based precautions fo be
followed to prevent spread of Infections;

(iv)When and how Isolation should be used for a
resident; Including but not fimited to:

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

{B) A requirement that the isolation should be the
leas! restrictive possible for the restdent under the
clrcumstances,

(v} The circumstances under which the facillty must
prohibit employees with a communicable dlsease or
infected skin Jeslons from direct contact with
residents or their food, if direct contact wiii

transmit the disease; and

{vi)The hand hyglene procedurss to be followed by staff
involved In direct resident contacl.

§483.80(a)(4) A system for recording incidents
[dentifled under the facillty’s IPCP and the corractive
actions taken by the facillty.

§483.80(e) Linens,

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

Monitoring: Audits wili be completed by IP, DON, ADON or
designee, weekly x 4 weeks, every other week x 2 months
and monthly x 3 months across varying shifis. Audits that
wlil be completed are as foliows:

1.Stand aid and Hoyer §fts across varying nursing shifls,
weekly x 4 weeks, every other week x 2 months, monthly x
3 months.

2.Hand hygiene and EBP across varying shifts and
departments, 2x week for 1 month, weekly x 2 months,
monthly x 3 months.

All audit results wili be reported at the monthly QAP
meetings by the 1P, DON, ADON or designes.
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§483.80(f) Annual review.

The faciiity wll conduct an annual review of its IPCP
and update helr program, as necessary.

This REQUIREMENT Is NOT MET as evidenced by:

Based on observation, interview, record review, and
policy review, the provider faifed to snsure infection
control practices were followed regarding:

*Cleaning of mechanical lifts and slings by thres of
three cerllffed nursing assistants (CNA} (W, Z, and AA)
observad while transferring thrae of three sampled
rastdents (9, 24, and 26).

*Hand hygiene completed by five of five CNAs (W, X, Z,
BB, and CC) observed when assisting three of three
sampled resident (17, 24, and 50) with cares.

*Hand hygiene completed by two of two CNAs (W and Y)
observed assisting flve of five sampled resident (1, 8,
186, 25, and 40) to eal.

*Use of personal protective equipment by two of two
CNAs (X and AA) while providing resident care to one of
one sampled resident (24) who was on enhanced bartier
precautions (EBP).

Findings Incfude:

4, Observation on 12/29/25 al 2:24 p.m. In the common
area of the Challenging Behavior Unit (CBU) revealed:

“There was a sling made of ¢loth material draped over
the sit-to-stand mechanical lift {a mechanical Iift

used 1o asslst from a seated to a standing position) in
the hallway.

*There were no disinfectant wipes avallable for use on
the mechanical lift,

*Certified nursing assistants (CNAs) W and Z pushed the
shi-to-stand {ift in front resident 9's recliner, put

the sling that was draped over the lift behind resident

9, and assisted her to a standing position.

-While resldent 9 was ralsed to a standing position
with the sit-to-stand Iit her shirt iifted and the
strap of the sling came In direct contact with her
skin.
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Continued from page 25

*CNAs W and Z did nol clean the lift or perform hand
hygiene {handwashing} after using the sit-to stand Hft
to assist resident 9.

*CNAs W brought the sling that was used for resident 9
fo resldent 25's recliner, As she was bringing the

sling to resident 25's recliner she dragged the strap

of the sling on the floor,

*CNAs W and Z placed that sling behind resident 25 and
asslsted him into his wheelchair while using the
sit-lo-stand Uft.

*CNA Z draped the sling back over the sit-to-stand lift
and placed the lift in the hallway and did not clean
the lift.

*Withoul having performed hand hygiene CNA W assisted
resident 9 {o a dining table.

*Without performing hand hyglene CNA W put on gloves
and gave resident 25 Oreo cookies,

*CNA W removed her cloves, did not perform hand
hygiene, and gave resident 18 a can of pop from the
refrigerator and a cookle.

*CNA W wiped her nose with the back of her bare hand,
dld not perform hand hygians. She then put on a palr of
gloves, and assisted resldeni 9 with eating a donut.

*CNA W removed har left glove, rolled the glove into
the palm of her hand, and with her right gloved hand
continued lo assist resident 8 with ealing a donut,

*While holding the soiled glove in her lsft hand, CNA'W
used her left hand o assisted resident 40 1o drink

pop.

*CNA W used her ungloved left hand with the soiled
glove in It to lift the lid on lhe garbage can fora
resldent, did not perform hand hyglene, and then
assisted resident ¢ to drink pop.

*CNA W then removed the glove from her right hand
discarded both gloves and did not perform hand hygiene.

*While CNA'Y was assisting resident 1 with eating
yogurt, she removed her gloves, and did not perform
hand hygiene, and continued asslsting residents eat
their snacks.

F0880
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resident 25's room revealed:

*There was a sign on the outside of his door that
Indicated he was on enhanced barrier precautions (EBP)
which required glove and gown use when providing
contact care.

*The EBP sign from the Centers for Disease Control and
Prevention (CDC), which hung outside of resident 28's
door revealed:

-It stated, “everyone must;

clean their hands, Including before entering and when
leaving the room.”

~“Providers and staff must also:

Wear gloves and a gown for the following high-contact
resldent care activities.

-dressing

-bathing/showering

-Transferring

-changing Linens

-providing hyglene

-changing briefs or assisting with folleting

-device care or use....

-wound care: any skin opening requiring a dressing.”

*There were gowns and glovss hanglng on his door and
available for use.

Review of resident 25's electronic medical record
revealed he was on EBP due to a recurring Infsction to
his elbow and a history of Methiclilin-resiatant
Staphylococcus aureus, a bacleria that is resistant to
several common anliblotics that spreads from direct
contact or contact with contaminated surfaces (MRSA),

3, Observation on 12/29/25 at 4:32 p.m. In The Manor
common area of CNA X revealed:

*CNA X did not wash hls hands and then put on a pair of
gloves,
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Continued from page 27

*He put foot pedals on resident 17's wheslchalr,
removed his gloves, did not perform hand hyglene, and
then went Into resident 24's room to prepare resident
24 to transfer out of his bed.

4, Observation on 12/29/25 at 4:50 p.m. of CNA s X and
AA In resident 24's room revealed:

“There was a sign on the outside of his door that
indicated he was on EBP.

*There were gowns and gloves hanging on the outside of
resideni 24's door.

*CNAs X and AA entered resldent 24's room, did not
apply gowns, used the manual full body lift (a lift and
sling used to lift a person’s full body), and transfer
resident 24 from his bed to his wheelchair.

*CNA AA did not clean the full body IIift and pushed il
into an unoccupted resident room used for storage and
left it in that room.

5. Observallon and Interview on 12/30/25 at 10:58 a.m.
wilth CNAs 88 and CC, in resldent 50's room revealed:

*Resldent 50 was sliting in his wheeichalr with a
urinary catheter (flexible tublng placed in the bladder
to drain urine} bag that hung on the side of his
wheslchalr.

*CNAs B8 and CC stated they were goling o transfer the
resldent {o his bed and then to his recliner.

*CNA CC did not wash her hands, and put on a gown and
gloves,

*CNA BB washed her hands and put on a gown and gloves.

*CNAs BB and CC transferred Resident 50 to his bed
using a lotal body lift,

*CNAs BB and CC lowered resldent 50's pants, CNA CC
removed his Incontinence brief, wiped his perineal area
and butlocks with a wel cleaning wipse, and put barrler
cream on resldent 50's perineal {genital area} and
buttocks.

“With those same gloved hands, CNA CC assisted CNA BB
to pull up resident 50's pants. *With those same gloved
hands, CNA CC then adjusted his urinary catheter

F0880
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tubing and bag, transferred him fo his recliner, held

his hands during the lransfer, placed his urinary

calheter bag on the side of the recliner, covered him

up with a blanket, moved a folding chair, and then took

off her gown and gloves, discarded them, and washed her
hands.

*CNA BB left the residents room while wearing the same
gown and gloves on, walked over to the laundry room
door, look off her gloves, did not wash her hands,

grabbed keys to open the laundry room door, took off

her gown, entered the faundry room, exlted the laundry
room, and then walked over {0 a sink in the kitchenatte
and washed her hands. Inferview with CNA's BB and CC
Immecdlately after the observations above revealed
rasident 50 was on EBP because he had a catheter and an
open skin wound, CNAs were to wash thelr hands before
and after assisting residents with their care and when
changing. CNA BB should have taken off her gown and
gloves and washed her hands before leaving the

resident’s room. CNA CC should have removed her gloves,
washed her hands, and put on a new palr of gloves efter
she put the barrier cream on the resident.

Review of Resident 50's EMR (slectronic medical record}
revealed:

*He was admitted on 2/9/23,

*He had a pressure ulcer {skin and/or underlying tissue
injury from prolonged pressure) to his right ankle.

*He had a urinary catheter.

*His 12/25/25 care plan Indicated he was on EBP because
e had 2 feeding lube (a flexible {ube that dellvers

liquld food and medicine directly to the stomach when
unable to eat or drink by mouth).

8. interview on 12/31/25 at 10:26 a,m. with CNAT
revealed:

*Each resident who used the sit-to-stand lifi had thelr
own sling.

“f a sling became solled it was to be sent to laundry
{o bae cleansd.

*The mechanical fifts ware to be cleaned with
disinfectant wipes betwesn sach residsnt use.
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in the kitchenelte.

*She sald when a resident was on EBP staff were to wear
a gown and gloves when they assisted the resident to

the tollet, changed thelr brief, or changed the

resldent's ¢lothes.

*She said gown did not need to be worn when
transferring a resident on EBF.

7. Interview on 12/31/25 at 10:43 a.m. with licensed
practicat nurse (LPN} D revealed:

*Hand hyglene was to be performed after using the
tollet, after eating, before and after and resident
cares, and before and after the use of gloves.

*Resldents on EBP were identifled by the signage and
the personal protective equipment on thelr door.

*Resldents would be on EBP if they had an Infeclion or
a urinary catheter,

8. Interview on 12/31/25 at 3:08 p.m. with director of
nursing {OON) B revealed:

*She expected hand hygiene fo be completed anytime a
staff member entered or exited a resident rocm, before
and afier providing resident contact care, and after
assisting one resident, and before assisting another.

*She expected staff to wear a gown and gloves when they
provided direct care for residenis on EBP, which
Included fransferring residents In thelr rooms.

*Each resident had their individual lit slings.

*She expecled the lifts to be cleaned between each use.
*She verifled not cleaning the lifls between resident

and sharing lift slings could risk Infecticns and allow

for cross contamination betwsen residents.

*She slated whan the sling strap was dragged on the

floor, it was solled and should have been sent lo
laundry, not used on ancther resident.

9, Review of the provider's 11/2025 LTC (long term
care)- Hand Hyglene polioy reveated:
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Continued from page 30
*"Hand hygiene {HH) continues to be the primary means
of preventing the transmisslon of infection.®

*"HR, elther with soap and water or with alcohol based
hand yub (ABHRY:

1. immediately before touching a resldent

2. befora a clean procedure or handiing an invasive
medical device

3. after contact with potenttal for body fluid or
contaminated surfaces

4. after touching a resident or the resident's
immediate environment

5. after removing gloves"

10. Review of the provider's undated LTC - Transmission
Based Precautions and Enhanced Barrler Precautions
polloy revealed:

*Purpose:

-To provide Infection preventlon and controf
recommendations for long-term-care.

-Transmission of infectious organisms within a
healthcare selting requires three elements to be
linked:

-A source {or reservoir) of Infectious organlsms
-A susceplible host
-A means of transmisslon for the organism.

-interruptions of this fink in the chair of infection

is achieved primarily by separating an individual
physlcelly (Transmission Based Precautions) or using a
barsier (Enhanced Barrler Precautions).”

*tProvider] will incorporate the use of Standard
Pracautions, Enhanced Barrler Precautions, and
addltional Transmission Based Precautions as indicated
for known, suspected or Incubaling infections or
communicable diseases, and for the proteciion of
residents, visitors, and staff from polentlal exposure

to communicable and transmissible diseases.”

**Enhanced Barrler Precautions are used during high
contact resident care activillas for the following

Fo8so
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88 =F residents:

Infection or colonization with an MDRO when contract
precautions do not otherwise apply

Wound requiring a dressing, regardless of MDRO status
{e.g. central line, urinary catheter, feeding tube,
trach)

If a, b, or ¢: gown and gloves to be worn during high
contact resident care activities, Inciuding (but not
limited to)

i. dressing

Il. Bathing or showering

i, Transferring

iv. Providing hygiene

v. changing linen

vi. Device care or use {Centrat lines, urinary
catheler, feeding tubs, trach adjustment/care)

viil. Wound care {any wound requiring a dressing)

*"Staff Is responsible for complying with precautions
and for taclfully calling observed Infractions to the
attentlon of offenders.”

*"In addltion to what Is posted on precautions signage,
follow Standard Precautions by type of exposure
anticipated and with additional tasks:

a. Work from 'clean fo dirty*

b. Limit opportunities for touch

contamination®-protect yourself, others, and the
environment. If contamination occurs, remove PPE
[personal protective equipment), complete hand hygiene
and don clean PPE

¢. Do not touch your face or adjust PPE with
contaminated gloves

d. Do not touch environmental suraces {including
privacy curfains} except as necessary during resident
cara"

*"Remove PPE appropriately and complele hand hygiene
before leaving the room"
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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 on 12/30/25. Sunset Manor
Avera Heaith was found in compliance.
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INITIAL COMMENTS

A recerlification survey was conducted on 12/30/25 for
compliance wilh 42 CFR 483.90 (a)&(b), requirements for
Loeng Term Care facliities. Sunset Manor Avera Health
{Bullding 01) was found not in compliance.

Please mark an F In the completion date column for the
K241 deflciency identlfled as mesting the FSES.

The building will meet ths requirements of the 2012 LSC
for existing health care occupancles upon correction of
the deficiencles Identified at K222, K321, and K712 in
conjunction with the providesr's commitment te continued
compltance with the fire safety standards,

Egress Doors
CFR(s) NFPA 101
Egress Doors

Doors In a required means of egress shall not be
aquipped with a latch or a lock that requires the use
of a tool or key from the egress side unless using one
of the following speclal locking arrangements:

CLINICAL NEEDS OR SECURITY THREAT LOCKING

Where spscial focking arrangements for the clinical
securlly needs of the patlent are used, only one
locking device shall be permitted on each door and
provisions shall be made for the rapld removal of
occupants by: remote control of locks; keying of all
locks or keys carrled by staff at all times; or other
such reliable means avallable to the staff at all
fimes.

18.2.2.2.5.1, 18.2.2.2.8, 19.2.2.2.6.1, 18.2.2.2.6
SPECIAL NEEDS LOCKING ARRANGEMENTS

Where spactal locking arrangements for the safety needs
of the patlent are used, all of the Clinlcal or

Security Locking requirements are being met. In
addition, the locks must be electricat locks that fail

safsly 8o as to release upon loss of power o the

K0000

K0222

K0222

Correclive Action: Sunsel Manor License was changed to 58
beds of Memory Care In order to reflect the need for the
enlire facility to be locked In order {o protect the residents
and keep them safe due to thelr medical and mental
conditions. The updated License Is effective as of
12/3112025 and wil be renewed annually to include the 58
beds of Memory Cere,

Speclalty Securlly Door Locklng System Policy was
developed for the entire facility as of 12/30/25 to include
language periaining to 2012 Life Safety Code (NFPA 101 or
LSC) and South Dakota Administrative Ruls 44:73:04:14
Memory Care Units.

Admission Packet was updaled with a sectlon for family/
resident educatlon. All residents and thelr family members/
guardians wlll be notified of the locked/controlled exit doors
upon admisslon and this will be included in the admission
packet. In the admisslon packet the wording will be as
follows: “Our facility Is considered a memory care facliity and
uses controlled exits to ensure resident safely from
wandering, with instant staff access to all areas for resident
well-being."

Alt staff, residents and fambiies will be educated by 2/4/26
that the entire facllity is now deslgnated as Memory Care and
that our license has been updaled,

2/4/26

Any deflciency statement ending with an asterisk (*) denotes a deficlency which
safeguards provide sufficient protection to the patients, {See reverss for furiher in
days following the date of survey whether or not a plan of corraction Is provided. For nursing homes, the a
foltowing the date these documents are made available to the facility. If deflclencles are clted, an approved plan of correctio

he instilution may be excused from correciing providing it Is determined that other
structions.) Except for nursing homes, the findings stated above are disclosable 90
bova findings and plans of correction are dlsclosable 14 days
n Is requisits 10 conlinued program

participation.
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Continued from page 1

device; the bullding is protected by a supervised
automatic sprinkier system and the locked space is
protected by a complete smoke detection syslem {or Is
conslantly monltored at an altended location within the
locked space); and both the sprinkier and detection
systems are arranged lo unlock the doors upon
aclivation.

18.2.2.25.2,19.2.22.5.2, TIA 12-4
DELAYED-EGRESS LOCKING ARRANGEMENTS

Approved, llsted delayed-egress locking sysiems
Installed in accordance with 7.2.1.6.1 shall be

permitted on door assemblies serving low and ordinary
hazard contents in bulldings protected throughout by an
approved, supervised automatlc fire detection sysfem or
an approved, supervised automatic sprinkler system,

18.2.2.24,16.2.2.24

ACCESS-CONTROLLED EGRESS LOCKING ARRANGEMENTS

Access-Controlled Egress Door assemblies installed in
accordance with 7.2.1.6.2 shall be permitted.

18.2,2.2.4, 19.2.2.2.4

ELEVATOR LOBBY EXIT ACCESS LOCKING ARRANGEMENTls

Elevator lobby exlt access door locking in accordance
with 7.2,1.6.3 shall be permiited on door assemblles in
bulldings protected throughout by an approved,
supervised aulomalic fire detection system and an
approved, supervised automatic sprinkler system,

18.2.2.24, 19.2.2.24
This STANDARD Is NOT MET as evidenced by:

Based on observation, testing, interview, and email
communication the provider failed to provide operable
egress doors as requlred at three randomiy observed
exit door locatlons {manor wing north and south exits,
and dinlng room exit),

Flndings include:

1. Observation and testing beginning on 12/30/25 at
12:42 p.m. revealed the egress doors for the north and
south ends of the manor wing, as well as the exit door
near (he dining room wera locked wilh electromagnets.
Those doors would not open when pushad on in the

K0222
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Continued from page 2

direction of egress. Additicnally, those doors would

not enter a delayed-egress state when tested. Further
testing that same day during the cbserved fire drill,
revegiad the eleciromagnelic locks on those exit doors
released, and those doors would open upon activallon of
the buliding's automatic fire alarm system, Continued
testing at that same tlme revealed thosse same
conditions also existed for the exit door near the

dining room.

interview wilh the malntenance director at the time of
the acbservatlons confirmed those condltions. Further
Interview with the administralor during the exit
Interview that same day revealed electronic keys were
carrled by all staff ai all imes, and those keys could
open those doors. When asked If all the residents In
the affected areas had doctors’ orders allowing them to
be In a focked unit for thelr own security, the
administrator stated at the current moment they did
not, Emall communicaiions from the administrator that
same day, afler the survey conciuded, were reviewed and
confirmed that finding.

Number of Exits - Story and Compartment
CFR(s): NFPA 101
Number of Exits - Story and Compartment

Not less than two exits, remote from each other, and
accessible from every part of every story are provided
for each story. Each smoks compartment shall likewise
be provided with two distinct egress paths to exils

that do not require the entry into the same adjacent
smoke compariment,

18.2.4.1-18.2.4.4, 19.2.4.1-18.24 4
This STANDARD is NOT MET as evidenced by:

Based on observation and record review, the provider
falled to malntain two conforming exlts on each smoke
comparlment of the bullding. One of two areas (east
basement mechanical room) had only one conforming exit,

Findings Include:

1. Observation on 12/30/25 at 1:48 p.m, revealed the

exit stalrway from the basement mechanical room
discharged Into the corridor system on the main level.
The second exit from the basement machanical room was
through a window 1o an area well equipped with a fixed
ladder. Revlew of the previous survey data dated 8/6/24

K0222

K0241
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Conllnusd from page 3
indlcated that conditlon had existed since the orlginal
construction,

The deficlency would nol affect any residents.

The bullding meels the FSES. Please mark an F in the
completion date column to indicale correclion of the
deficiency identified In K000,

Hazardous Areas - Enclosure

CFR(s): NFPA 101

Hazardous Areas - Enclosure

Hazardous areas are protected by a fire barrler having
1-hour fire resistance rating (with 3/4 hour fire rated
doors) or an automalic fire exiingulshing system in
accordance with 8.7.1 or 18.3.5.9, When the approved
automatic fire extinguishing system optlon is used, the
areas shall be separated from other spaces by smoke
reslsling parlitions and doors in accordance with 8.4,
Doors shall be self-closing or automatic-closing and
permitled to have nonrated or field-applied protective
plates that do not exceed 48 inches from the bottom of
the door.

Describe the floor and zons locations of hazardous
areas that are deficlent in REMARKS.

19.3.2.1, 19.3.5.8

Area Automatic Sprinkler Separation N/A

a. Bolier and Fuel-Fired Healer Rooms

b. Laundriss (larger than 100 square feet)

¢. Repair, Maintenance, and Paint Shops

d. Solled Linen Rooms (exceeding 64 gallons)
. Trash Collection Rooms

{oxcoeding 84 gallons)

f. Combustible Siorage Rooms/Spaces

{over 80 square feet)

¢. Laboratorles {If classified as Severe

K0241

K0321

K03a21 12130125

Corraclive Action: Malntenance Dirsctor fixed soiled linen
door the same day, 12/30/25, with no Issues noted since
that time,

Monitoring: Audits will be completed by Maintenance
Director or deslgnes to ensure doors latch properly on a
weekly basis x 4 weeks and then monthly x 5 months. All
results will be reported af the monthly QAPI meeting by
Maintenance Director or designee. Door checks wili then
remain on the Malntenance Dirsctor’s monthly checks
during safely walkthroughs to ensure continued compilance,
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K0321 Continued from page 4 K0321
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Hazard - see K322)
This STANDARD Is NOT MET as evidenced by:
Based on observation, testing, and interview, the
provider failed to malintain one randomly observed
hazardous area (solled linen room) as required.
Findings include:
1. Observatlion on 12/30/25 at 11:35 p.m. revealed the
solled linen room was a one-hour fire-rated enclosure,
That room had a three-hour fire-rated corridor door
with an automatic door closer, Testing of that door at
that same time revealed it would not close and latch
with the operation of ths closer. Further testing at
fhat same time revealad that corrldor door would not
{atch Into the frama even when it was pulled shut, The
doors strike would not engage in the stsike plate on
the door's frame. Doors In fire-rated enclosures are
tequired to close and tatch under the operation of an
automalic door closer.
Interview with the maintenance director at the same
lime of the observations and testing confirmed those
findings.
The deflclency affectad two of numerous requirements
for hazardous storage rooms.
K0792 Fire Drills Ko712 |K0712 2/4/26
§8=0 . Corrective Action: Re-education Is being provided to all
CFR(s): NFRPA 101
Bldg. 01 current staff by no later than 2/4/26. Educalion will be
Fire Drilis completed at an ali staff meeting on 1/28/26 or during the
CNA and nurses’ meetings on the same date. Any staff not
Fire drilis include the {ransmission of a fire alarm In gallendancet\;]v i b;l 4‘;;%"“:;: e ef‘:?aw‘;ﬁ" or:ilhelrlna';d
lgnal and simulation of emergency fire conditions. ahinelsiegian e oy
sig " held al a4t educated on Fire Sefety, Flre Driils and R.A.C.E during new
PGS e houial expeslsd and 0 pecied limes hire orlentation. All staff are educated on an annual basis.
under varying condltions, at least quarlerly on each
shift, The staff Is familiar with procedures and is Monltoring: Fire Drilis will be conducted weekly x 4 weeks by
aware that drlils are part of established routine. the Malntenance Dlrector or designee, then 2x/month x 1
Where drills are conducted between 9:00 PM and 6:00 AM, month and monthly x 3 months with all results reporied at
a codad announcement may be used Instead of audible the menthly QAP! meeting by the Malntenance Director or
alarms. designee for those 6 months, The Fire Drills wilf continue on
a monthly basis per regulation to ensure continued
19.7.1.4 through 18.7.1.7 compliance.
This STANDARD Is NOT MET as evidenced by:

FORM CMS-2567 (02/99) Prevlous Verslons Obsolele
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Bldg, 01

Conlinued from page 5

Based on observation and Inlerview, the provider falled
to ensure slaif were familiar with the provider's fire

drlll procedure (Closing corridor doors),

Flndings include:

1. Observation beginning on 12/30/25 at 1:57 p.m.
revealed a drill for a simulated fire In room 28 was
belng conducted. Further observation at that same lime
revealed the medical records staif person was the
Initlat parson responding to that location, That

madical records staff person did not follow each of the
facllity's R.A.C.E. (Rescue, Alarm, Confine/Contain,
and Evacuale) steps when responding. She falled to
closs the door to the affected room as part of the

Initlat response (Confine/Contaln). Continued
observation through the entirety of the fire drill
revealed that the door to that room (29) was not closed
1o confine the effects of the simulated fire,

Interview with the maintenance director Immediately
after the fire drill confirmed those findings. He

staled the medical records staff person was familiar
with the provider's fire drill procedures, but must

have forgotten that step. He agreed the door to room 28
should have been closed.

K0712
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Portable Space Heaters

Portable space heating devices shall be prohiblted In

all health care cccupancles, except, unless used in
nonsiesping staff and employes areas where the heating
elements do not exceed 212 degrees Fahrenheit (100
degrees Celsius),

18.7.8,19.7.8
This STANDARD is NOT MET as evidenced by:

Based on observation and interview, the provider failed
{0 ensure porlable space heaters used in staff areas
had healing elements that did not excesd 212 degrees
Fahrenhelt (100 degrees Celslus) as required.

Flndings include:

Observation beginning on 12/30/26 at 14:47 a.m,
revealed a “Meinstays® brand ceramic element portable
space heater was In use In the Minimum Dala Set
coordinator3s office (marked “Clean Linen”).

That space heater was not used In a prohibited area;
howaever, for porlable space heaters to be used in
nonsleepling steff and employes areas, they are required
to have heating elements that do not exceed 212 degrees
Fahrenhell (100 degrees Celslus).

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K0000 INITIAL COMMENTS K000

A recertification survey was conducted on 12/30/25 for

compliance with 42 GFR 483,80 {a)&(b), requirements for

Long Term Care facilities. Sunset Manor Avera Healih

(Building 02} was found not In compliance.

The building will meet the requirements of the 2012 L.SC

for existing health care occupancles upen correction of

the deficlencles identlfled at K781 in conjunction with

the provider's commitment to continued compliance with

the fire safely standards,
Ko781 Poriable Space Heaters K0781 (KO781 12130/26
S8=D

CFR(s}: NFPA 101 Corrective Action: Porlable space healer was removed on
Bldg. 02 12/30/26 and all staff with offices were educated that day.

Syslem change: No space heaters will be allowad In the
facilily unless they are rated and documentation Is provided
that they have heating elements that do not exceed 212
degrees Fahrenheit {100 degrees Ceisius). If an approved
space heater Is purchased for staff areas, the Malntenance
Director will be notified immadiatsly so that he can begin
monthly checks during the monthly safety walklhroughs.

Monitoring: Maintenance Director or designee wi audit
monthly X § months that space heaters that are not allowed
are being used In the facifity, All resulis will be reported at
the monthly QAPI meeting by the Maintenance Director or
dasignee.

Any deficlency statement ending with an asterisk {*) denotes a deficlency which the Institution may be excused from correcling providing it is determined that other
safeguards provide suffictent protection to the patlents. (See reverse for further insiructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whethar or not a plan of corraction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made avallable to the facliity. If deficlencles are cited, an approved plan of correction Is requisite to continued program

participation.
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Ko781 Continued from page 1 KO781
§8=0D
interview with the dlrector of maintenance at the same
Bldg. 02 time as the observatlon revealed he was unaware that
space healer was in use In that focation. Furlher
interview at that same time revealed the provider did
not have documentation indlcating thal portable space
heater’s heating elements did not exceed 212 degrees
Fahrenhelt {100 degrees Celslus).
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$ 000 Compliance/Noncompliance Statement S 000
Alicensure survey for compliance with the
Adminisirative Rules of South Dakota, Article
4473, Nursing Facilities, was conducted from
12/20/25 through 12/31/25. Sunset Manor Avera
Health was found not in compliance with the
following requirements: S$208, §210, 5253, and
$204.
S 206 44:73:04:05 Personne! Training S 208 8208 1131126
The facility shall have a formal orientation Caorrection to the Individual: RN U will be required to
program and an ongoing education program for zmﬁfgglﬂ:‘ :’f':i::llﬂgu?‘dsl:m:ﬁ op:ior to pleking up any
afl healthcare personpel. All heaithcare pergonnel CNA W wilt be required to complete all missing
must complete the orientation program within education by 1/31/28.
thirty days of hire and the ongoing education
program annually thereafter. The orientation iﬁ:{;ﬂﬂ?%fﬁ%‘;"a‘g ;‘;’)‘;t‘:'a“‘i:gea:“’g"‘?;g’u "
ngram and onggmg edycau?n program must alf required education pisces. This will be done upon
include the following subjects: hire and annually, Full compliance packels will be
(1) Fire prevention and response; requested of all agency staff that are sent 10 Sunset
(2) Emergency procedures and preparedness; Manor Including all required tralning and education.
(3) Infection controt and prevention; Information has been sent {o alf agencles as of
(4) Accident prevention and safety procedures; 1722126 which Includes all needed training and
; education.
(5) Proper use of restraints;
(6) Resident rights; Monftoring: Audits will be done by HR, DONADON or
(7) Confidentiality of resident information; deslgnee weekly x 4 waeks, every other week x 2
(8) Incldents and diseases subject to mandatory m;n‘h“& mogl?iylxl-? n;wﬂfhs;‘z:ns:‘rle 1ha:1a" i
1 Tttt t £ . education and training is rece 5 resuits witi be
reporting and itfe facmtg S regortmg mecl.'lanisms, reported at monthly QAP! meslings by HR, DON/
(9) Care of residents with unique needs;
ol X . ADON or deslgnee.
(10) Dining assistance, nutritional risks, and
hydration needs of residents;
{11) Abuse and neglect; and
{12} Advanced directives.
Any perscnnel whom the facility determines will
have no contact with residents are exempt from
training required by subdivisions (6} and (8} to
(12), inclusive, of this section,
The facliity shall provide additional personnel
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
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8 208| Continued From pags 1 § 206

education based on the facility's identified needs.

This Administrative Rula of South Dakota is not
met as evidenced by:

Based on personne! record review, employse
training record review, interview, and policy
review, the provider failed to ensure that two of
five newly hired employses (U and W) reviewed
completed the required orientation training within
30 days of their hire date.

Findings include:

1. Review of employee personne! records
revealed:

*Employee U was hired on 11/6/26 as a
contracted trave! registered nurse (RN).
*Employee W was hired on 1/2/25 as a
contracted trave! certified nursing assistant
(CNA).

2. RN U's employee training records revealed she
had not completed the required training within 30
days of her hire date regarding the topics of:
*Incidents and diseases subject to mandatory
reporting and the facility's reporting mechanisms.
*Dining assistance, nutritional risks, and hydration
needs of residents,

3. Review of CNA W's employee training records
revaaled she had not completed the required
training within 30 days of her hire date regarding
the topics of:

*Fire prevention and response.

*Emergency procedures and preparedness.
*Proper use of restraints.

*Confidentiality of resident information.
*ncidents and diseases subject to mandatory
reporting and the facility's reporting mechanisms.
*Care of residents with unique needs.
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*Abuse and neglect, misappropriation, and
mistreatment.

4, Interview on 12/31/25 at 11:30 a.m. with human
resources (HR) | revealed:

*The provider used an online fraining program for
employes-required fraining.

*HR | verified employees U and W had not
compteted all the required training within 30 days
of their hire date,

“She was responsible for ensuring all employees
had the required training complsted within 30
days of hire.

*She had not verified employees ) and W had
completed all the required trainings because they
were contracted travel staff,

*She stated CNA W had been contracted with the
provider while employed by a different travel
staffing agency prior to her current contract, but
HR | was unable to locate CNAW's training
records.

5. Interview on 12/31/25 at 1:42 p.m, with
administrator A revealed:

*The provider used an eonline training program for
new smployee-required training.

*HR | was responsible for being sure the required
training had been completed within 30 days of
hire.

*She sxpected all required training to be
completed within 30 days of being hired and
annually by all staff members.

*She expected the contracted travel agency to
provide a packet of the education that was
completed by the contracted staff member prior
to that staff members' hire date.

*Administrator A stated she did not feel they were
rasponsible for ensuring the contracted travel
staff had completed the required training.

§208
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8. Review of the provider's 3/4/25 Staff Education
- Upon Hire and Annually policy revesled:
*To ensure compliance with regulation
44:04:04:05 regarding personnel tralning by
providing formal orlentation and ongoing
education for all staff members."
*New Hire Education Requlrement:
All new hires must complete our orientation
_packet along with our Mandatory Extravaganza
training prior to beginning on-the-ob orientation.
This inlfial sducation ensures staff understand
essentlal topics before engaging in resident care
or facility operations.
Training includes:
All Staff:
Mandatory Extravaganza
-Resident Rights
-HIPPA [Health Insurance Portability and
Accountability Act] and Confidentiality
-Life Safety (fire, electrical, oxygen safety, hazard
communication)
-Emergency Preparedness
S 210 44:73:04:06 Personnel Heaith Program s210 8210 2/4/26
- Correction to the Individual: LPN D and CNA 8's
The facility sh?II have a pel:sonne! health program health es'aluaﬂons were reviewed and signed off by
for the protection of the residents. Before DON B on 1/22/26. RN U's health evaluation was
assignment to dutles or within fourteen days after racelved by the facility on 12/30/26 and was signed off
employment, a licensed health professional must by DON B on 1/22/28. CNA W's health evaluation
evaluate all psrsonnel 1o ensure no personne[ is was recelved by the facility on 8/8/25 for her contract
infected with any reportable communicable :’;’2‘ lggte of 8/12/25 and was signed off by DON B on
disease that poses a threat to others. The ’
evaluation must include an assessment of System Changes: Heaith evaluations will be
previous vaccinations and tuberculin skin tests. completed by all staff, including agency staff members
The facility may not allow anyone with a upon hire and will be reviewed by licensed medical
comimunicable isesse, during the parid of et ks stoney s i complt T8
communicability, to “,’ork in & capacity that would testing c'>r blood draw within 14'days of hire. They wlll
allow spread of the disease. Personnel absent also complete T8 educalion upan hire and annually.
from duty because of a reportable communicable (Continued on next page)
STATE FORM 6889 ZWY 911 if continuation sheet 4 of 13




__South Dakota Depariment of Health

PRINTED: 01/15/2026
FORMAPPROVED

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

10638

6. WING

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING:

COMPLETED

12/31/12028

NAME OF PROVIDER OR SUPPLIER

SUNSET MANOR AVERA HEALTH

IRENE, 8D 57037

STREET ADDRESS, CITY, STATE, ZIP CODE
128 E CLAY ST

X4) 10
PREFIX
TAG

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

(s}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION [135)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

§210

Continued From page 4

disease that may endanger the health of
residents, and feliow personnel may not return to
duty until the personnel is determined by a
physician, physician's designee, physician
assistant, nurse practitioner, or clinical nurse
specialist to no longer have the disease in a
communicable stage.

This Administrative Rule of South Dakota is not
met as evidenced by:

Based on employee record review, Interview, and
policy review, the provider failed to ensure a
health svaluation (an employee evaluation
reviewad by a licensed healthcare professlonal to
ensure no personnel is infected with any
reportable communicable disease that poses a
threat to others) was completed within fourteen
days of hire for four of five employees (D, S, U,
and W) reviewed.

Findings include:

1.Review of licensed practical nurse (LPN) D's
employee file revealed.

*She was hired on 10/31/25.

*Her health evaluation was not signed fo indicate
the health evaluation had been reviewed by a
licensed healthcare professional.

2. Review of ceriified nursing assistant (CNA) S's
employes filo revealed:

*She was hired on 11/5/25.

*Thera was no date on CNA S's heaith evaluation
to document when It had been completed.

*Her health evaluation was not signed to indicate
the health evaluation had been reviewed by a
licensed healthcare professional.

3. Review of registered nurse (RN) U's employse
file revealed:

$§210

(S 210 Continued from page 4)

TB edtication will be done with all staff by 2/4/26 at all
staff meeting on 1/28/26 or during the CNA end
nurses meetings on the same daie. Any staff not In
allendance will be provided this education on thelr
next shift, no fater than 2/4/26. T8 educatlon Is also
belng updated to add a quiz since the education was
already being completed with our current mandatory
exiravaganza with Avera Education and Staffing.

Monitoring: Audits will be done by HR, DON/ADON or
designee weekly x 4 weeks, every other weekx2
months, then monthly x 3 months to ensure all health
evaluations and TB {esting has been completed and
slgned appropriately. All resulls will be reported at the
monthly QAPI meetings by HR, DON/ADON or
designes.
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| *She was hired on 11/5/25.

*She did not have a compieted health evaluation
in her employes file.

4, Review of CNA W's employee file revealed:
*She was hired on 1/2/25.

*She did not have a compieted health evaluation
in her employes file.

5. interview on 12/31/26 at 11:00 a.m. with human
resources (HR) | revealed:

*She was responsible for making sure the
employee health evaluations were completed
upon hire.

*She verified LPN D and CNA S's health
evaluation was not signed by a licensed heaith
professional to indicate it had been reviewed.
*She verified CNA W and RN U did not have a
health evaluation in their employes files.

6. interview on 12/31/26 at 1:42 p.m. with
adminlistrator A regarding employee health
evaluations revealed:

*HR | was responsible for being sure the heaith
evaluations were completed upon hire and all
health evaluation were each staff's employee file.
*She verified the health evaluations were to be
dated and signed by a licensed heaith
professional to indicate they had been reviewed
and when,

*She expected the health evaluations to have
been completed by the contracted travel staffing
agency for the contracted travel staff and given to
the provider prior to those staff members
bsginning work at the facility.

7. Review of the provider's 3/4/25 Post-Offer
Assessment and Additional Required Physical
Exams policy revealed:

*Job applicants who are offered employment

$210
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with [the provider] must complete a post-offer
assessment, The employment offer is contingent
upon satlsfactorily completing a Medical History
and Past Occupational History Survey and a
post-offer assessment.”
“'A posi-offer assessment is required for all
individuais offered employment with {the provider]
to:
-Determine that the prospective employee is
physically capable of performing the essential job
functions of the position, with or without
reasonable accommodation ...
-Determine that the prospective employee is free
from communicable diseases as required by state
regulations.”
*'South Dakota Administrative Rule 44:75:04:06.
All personnel shall be evaluated by a licensed
health professional for freedom of a reportable
communicable disease that poses a threat to
others."
8253 44:73:04:14 Memory Care Units §253 §253
& Addendum - Corrected o individual: Physiclan orders 2/4/28
. . were obtained for ali residents in the Manor on
E?Ch facllity w!th a me.m.ory care unit shall comply 12/30/25 that slate, "l require specialized securily
with the following provisions: tocked doors for my safety to prevent efopement due
(1) Each physician's, physician assistant's, or to my clinlcal and psychlatric needs.” RS 1/30/26
nurse practitioner's order for confinement that c o TSN T
i orreciive Actlon: Sunset Manor License was
lncll;de]s medifal sympttoms :2at ;Na“am ted i changed to 58 beds of Memory Care in order to
o Sl fm Of‘ B stne ocpmen SO reflect the need for the entire facllity to be locked in
the resident's chart and must be reviewed order lo protect the residents and keep them safe due
periodically by the physician, physiclan assistant, to thelr medical and mental condltions. The updated
or nurse practitioner; License is effeciive as of 12/31/2025 and wil! be
(2) Therapeutic programming must be provided renewed annually 1o include the 58 beds of Memory
to residents of the facility and must be fare.
documented by the facllity in the overall pian of Specialty Security Door Locking System Pollcy was
care pursuant to § 44,73:06,05; developed for the entire facllity as of 12/30/25 to
{3) Confinement may notbe usedas a include language pertaining to 2012 Life Safely Code
punishment or for the convenience of the (NFPA 101 or LSC} and South Dakola Administrative
personnel; Ruls 44:73:04:14 Memory Care Units.
' {Conlinued on next page)
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(4) Confinement and its necessity must be.base'd Admisslon Packet was updated with a section for
on a comprehensive assessment of the resident’s famliy/resident education. All residents and thelr
physical and cegnifive and psychosaocial needs, family membersfguardians will be notifled of the
and the risks and benefits of this confinement locked/controfied exit doors upon admission and this
et e commurkatd o e residers ey s e e i i o how: O
(6) Locked doors must conform to Seclions:' facllity is considered a memory care facility and uses
18.2.2.2.5 and 19.2.2.2.5 of the NFPA 101 Life controlled exils to ensure resident safety from
Safety Code, 2012 edition; and wandering, with Inslant staff access to ali areas for
(8) Any personnel assigned to the memory care resident well-being.”
unit shall have spegific training regarding the
; All staff, residents and families will be educated by
unlqug needs of residents in that unit, at least one 214126 that the entire facilly Is now deslgnated as
caregiver must be on duty in the memory care Menory Care and that our license has been updated,
unit at all times.
For the purposes of this section, the term
"therapeutic programming” means any pursposeful
activity that fosters social, emotional, physical,
cognitive, and mental welibeing.
This Administrative Rule of South Dakota is not
met as evidenced by:
Based on record review, interview, and policy
review, the provider failed to accurately complete
and report the number of licensed beds for two
out of two locked units on their South Dakota
Department of Health Nursing Facllity License.
Findings include:
1. Review of the provider's South Dakota
Department of Health Nursing Facility License
revealed:
*It's effective date was 7/1/2025
“It's expiration date was 6/30/2026
*It indicated they had a memory care unit with
eight beds.
2, Interview on 12/31/25 at 8:36 a.m. with director
of nursing (DON) B and administrator A revealed:
*The traumatic brain injury (TBI} unit was cpened
STATE FORM L ZWY911 If conlinuation sheet 8 of 13
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Continued From page 8

in 2008 with eight resident beds.

*The challenging behaviors unit (CBU) was
opened in 2014 with eleven resident beds.
*Administrator A stated they had always filied out
the nursing facility license application the same
way and never thought about adding the CBU
beds or any other beds In resident-living areas
with locked doors on the license application.

*In January 2025, the facility changed from using
a key coded door locking system on the facliity's
doors to using a badge swiping system to untock
those doors. The badge cards were carried by
staff members to allow them fo enter and exit all
the doors throughout the facility. Prior to January
2025 the doors fo the resident-living areas
located outside of the CBU and TBI units were
able to be unlocked with the key code or by
pushing on the door's lock bar for a period of time
that would then uniock the door in case of an
emergency, Residents and visitors did not have
badges that would allow them {o enter and exit all
of the facility's doors at will or in case of an
emergency, other than automated lock refease
triggered by their fire alarm system.

3. Review of the providers' revised 12/30/25
Specialty Security Door Locking System Policy
revealed:

*'Due to the high number of residents with either
dementia and/or a psychiatric disorder, [facility
name] needs to provide a locked environment o
prevent elopements and subsequent injuries.”
*fFacliity name)'s Medical Director agrees that
due to the clinical and psychistric nesds of our
residents, all doors In the facility nesd to be
locked to prevent further elopements and
subssquent injurles or even death, All staff are
provided with a key card and are educated on
how to use the card to open all doors."

*"All residents in the [facllity name] will have a

§253
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Continued From page ¢

physician order.”

44:73:07.09 Written Menus

Any regular and therapeutic menu, including
therapsutic diet menu extensions for all diets
served in the facility, must be written, prepared,
and served as ordered by each resident's
physician, physiclan assistant, nurse practitioner,
or authorized distitian. Each menu must be
written at least one week in advance. A dietitian
shall annually approve, sign, and date sach
planned menu for the facility. The dietitian shall
review any menu changes from month {o month,
Each menu as served must meet the nutritional
needs of the resident in accordance with the
orders of a physician, physician assistant, nurse
practitioner, or dietitian and the Dietary
Guidelines for Americans, 2020-2025. The facifity
shal file and retain a record of each menu as
served for thirty days.

This Administrative Rule of South Dakota is not
met as evidenced by:

Based on record review, interview, and policy
review, the provider failed to ensure the menus
were signed and approved by a dietician as
required.

Findings include:

1. Record review on 12/30/25 at 1:00 p.m. of the
provider's weekly menus revealed:

*The menus were on a three-week rotation.
*The menus were labeled as "Regular/NAS {no
added salt])" and the second menu was identified
by the therapeutic diet level.

*There were no fruit servings identified on the

8253

§204

§2¢4

Correciive Action: RD EE signed updated menus on
1/6/28,

System chsnges: During monthly RD EE's
consullations, DM R will review menus with RD EE
and assure that the menus currently in use have
been signed prlor fo Implementation.

Moniloring: DM R wili audit extensfon menus &
weekly menus to ensure they have been reviewed
and signed by RD EE monthly x 6 months, All
findings will be reported at monthly QAPI meetings
by DM R or designee.

115126
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Continued From page 10

regutar/NAS meals on any day for all three
weeks,

*The therapautic diets had a fruit serving twice a
day on the menus,

*There were no signature or date on the
regular/NAS menus or the therapeutic diet
menus.

*The weekly menu extensions (therapeufic diets}
and the emergency menus were last signed by
reglstered dietician {(RD) EE on 2/13/25 and in the
previous years were signed at {east twice yearly.

2. Interview on 12/30/25 at 2:44 p.m. with dietary
manager (DM) R revealed:

*The regular/NAS menus had not been signed by
the registered dietician,

*She had not had the registered dietician sign
those menus to indicate that she had reviewed
and approved those menus in the eight years she
had been the dietary manager.

3. Interview on 12/31/25 at 11:34 a.m. with RD EE
revealed:

*The provider had spring/summer menus and
fallvinter menus.

*She was responsible for reviewing the
spring/summer and falliwinter menus before the
menus switched from one to the other.

*She had not been given the falilwinter menus to
review for nutritional adequacy and compliance.
*She verified the falliwinter menus were the
current menus being served to the residents.
*She verified the regular/NAS menu did not
identify daily servings of fruit.

*Her signature for the menu extensions and the
erergency menus on 2/13/25 were for the
spring/summer menus.

4. Interview on 12/31/25 at 2:40 p.m. with DM R
revealed.

$204
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*DM R was responsible for creating the weekly
menus.

*After she created the menus, the regular/NAS
and therapeutic menus were to be reviewed by
the dietician for nutritional adequacy.

*RD EE would adjust the menus if the menus
were not nutritionally adequate for the residents
and then would sign the menus {o indicate that
she reviewed and accepted the menus.

*DM R verified the fall/winter menus had not been
reviewed and approved by RD EE for nufritional
adequacy.

*She stated she must have forgoften to send
them to RD EE for review and approvai prior to
changing to the falliwinter menu.

5. Review of the undated Consultant Registered
Dietician (Long-Term Care) job description
reveaied;

*Revlew and approve menus for nutritional
adequacy and compliance".

*"Ensure documentation meets CMS [Centers for
Medicare and Medicaid Services} and state
regulatory requirements”.

6. Review of the provider's 2023 Menu Planning
policy revealed:

*"Regular and therapeutic menus will be written to
provide a variety of foods served on different days
of the week, adjusted for seasonal changes, and
in adequate amounts at each meal to satisfy
recommended daily allowances. If menus are
written in cycles, they are rotated.”

*"Regular and therapeutic menus will be written
by the facility's food and nutrition professional in
accordance with the facility's approved diet
manuat or purchased from an approved vendor.
The registerad distician nutritionist (RDN) or
designee will approve all menus.”

Review of the provider's 2023 Menu Checklist:
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Nutritional and Regulatery Requirements policy
revealed a resident was to be served "Fruit 2 fo 2
¥ cup equlvalents per day".
STATE FORM L

ZWY911

If continuation shest 13 of 13




