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A recertification health survey for compliance with 42 ] |
t CFR Part 483, Subpart B, raquirements for Long Term
Cave faciliies was conducted from 12/9/25 through ‘

| 12/11/25. Avantara Groton was found in not in |

| compliance with the following requirements: F578, F641, t !
i | F855, FE58, F700, F7681, FB03, FB12, and FEBO.
|Fos78 sﬁequestlaalulelmenme Trmnt;Formite Adv Dir ,{Fusn 0125.26
iss=D | ] i
| % CFR(s): 483.10(c)(BXB)GH 12)(IHV) |
f | §483.10(c)(6) The rightto request, refuse, and/or ’
i | discantinua lreatment, lo participate in o refuse to i
i | participate in expesimental research, and to formutate
! ! an advanca directive. |

1

, !

! 1

i | §483.10(c){(8) Nothing in this paragraph should be g
? construed as the right of the resident to receive the {
| provision of medicat restmant or medical senvices

E deemed medically unnecessary or inappropriate.

i

] §483.10(9)(12) The facility must comply with the >
1 requirements specified in 42 CFR part 489, subpart | |
i (Advanca Drectivas).

i (i) These requirements includs provisions to inform and
provide writien information to all adult residents

| concerning the right to accept or refuse medical or

| surglcal treatment and, at the residant's option,

| formulate an advanice directive.

| (ii) This inchsdes a written description of the
facilily's policies tn imptement advance directives and i {
| applicable State law, ‘ i

(illy Facilities are permitted to contract with other

entities 1o fumish this information but are still

legally responsitia for ensuring that the requirements
| of thig section are met.

! [iv) If an adult individual is incapacitated &t the
time of admiasion and is unable to receiva information !
or arlicutate whether or not he or she has executed an

Any deficiency sistement ending with an asterisk (*} denotes a deficiency which the institution may be excused frim comecting providing it is determined that other
safeguards provide sufficient protection to the patients. (Ses reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days fallowing the date of survey whetheror not a plan of corraction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date thase documents are made availabie to the facility. if deficiencies are clted, an approved plan of comeclion is requisite to continued program
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SS=0 advance directive, the facility may give advance

{

wud
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e

directive information to the individual's resident
representative in accordance with State law.

{v) The facility is not relieved of its obligation to
provide this information to the individual onca he ar
she I8 able to receive such information. Foflow-up
procedures must be in place to provide the information
to the individual direclly at lhe appropriate time,

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and policy review,
the provider failed o ensure the code status (ememgent
tr@atment a person wishes to receive if their heart or
breathing would stop) for three of three sampled
residents (1, 23, and 37) was cumently and accurately
documented in the residents’ elactronic medical
records.

Findings include:

1, Interview on 12/10/25 at 2:54 p.m. with resident 37
revealed:

*The staff had spoken with him whan he was admitled
gboul his wishes if his heart were to stop (advanced
directives or code status).

*He told them he wanted a do not rasuscitate {(DNR) (no
cardiopulmonary resuscitation [CPR] or other herolc
measures would be started if his heart or breathing
stopped) code stalus.

Review of residen) 37's elecironic medical record (EMR)
revealed:

*He was admitted an 11/14/25.

*His 8rief Interview of Mantal Status (BIMS) assessment
score was 14, which indicated his cognition was intact.

| *The advanced directives area in the EMR banner (a

resident information area on the EMR screen) was blank.

*His physician's orders did not inglude his advanced

| directives wishes.

t “His EMR documentation did not include his DNR wighes.

i

*His 14/14/26 admission progress nole did not indicate
what his resuscitation wishes were.

*Hls 12/10/25 care plan indicated on 11/18/25 his

FdRM CM§-2567 (02/99) Previous Versions Obsolete
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Fo578 |
|
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1. Resident 37-Immediate cotreclive action-resident EMR banner
was updated an 12.10.25. Physician’s order stating advance
directive was requested and received on 12.11.25.

0125.26

Racid 1-1; 1,

action , EMR Banner updated.

Racid

23-No i di action as advanced directive
document was received and uploaded on date ofadmission 03.1.24.

2. All eesidents bave the potential to be at risk. A [ull house sudit
was conducted on 12.17.25 by Regional Nurse Consultant to ensure,
every resident has a signed ad d directive, that it what|
is on tha EMR Banncr end dot color on resident's door. The DON [
| will educate nursing team and SSD on Advanced Directives Policy
|no later than 01.25.26.

{3. The DON ar designee will review all new acmits to ensure
advanced directives are noted in admission notes, EMR Banner
matches note and dot color is correct on doos. The andit will be
weekly for 4 weeks then monthly for 2 months, Resulls will be
reviewed and discussed by the Admin or designee during the
monthly QAPI meeting with the Interdisciplinary Team (IDT} and |
Mecdical Director for analysis and determination of next steps,
including continuation, revision, or discontinuation of audits based
on findings.

| B
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| wishes weretobe a ONR.

| His EMR included his signed advanced directives to
| initiate CPR, from his previaus 8/16/25 admission {o
! the faciity.
2. Review of resident 1' EMR revealed:
*He was admitted an 10717/25,
*His 10/17/25 admisaion progress notes Indicated he was
i 3 "full code {to start CPR if his heart or respiralions
slop] at this time per wife”

*On 10/18/25 resident 1's representative signed a form
thatindicated a DNR code status,

~The physician signed that form on 10/21/25.
*There was a 10/22/25 "DNR" physician's order.

3. Intesview on 12/11/25 at 2:17 p.m. with licensed
praclical nurse (LPN) | revealed:

*A rasident’s code status could be found under the
miscellaneous tab in the resident's EMR, and on the EMR
banner. Residents with full code staiuses ware to have

a red dot near their door.

*Residents usually were admitted fom the hospital with
a physician's order that indicated thelr code slatus.

*Residents are to be asked upon admission what their
code status wishes ware,

*The resident’s code status would be updated on the EMR
banner by the nurses or medical records person once the
order was recelved from the physician.

*If the code status was not documenled in the physician
| orders or on the EMR banner, it could be in the
admisslon progress notes.

4. Interview on 12/41/25 at 4:27 pn. with ragional
{ nurse consultant D revealed:

“The resident’s advancad directive was to be entered
onto the resident's EMR banner and the physician's
| orders immediately upon admission ta lhe facillty.

*She explained she would not wait for a physician’s
signature on the resident’s advanced directive before
antering them info the resident's EMR, because the
advancaddirectives were to be based on a resident’s

| N 4 e I
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FO578 Continued from page 3
8S=D wishes not the formality of a physician signature.

i *She agreed that the time lapse between the resident

; representative’s designating resident 1 as 8 ONR code
status and the physician's signature had the potential
for resident 1's advanced directive wishes to not have
been followed.

*She verified that resident 37 did not have his current
advanced directives in his EMR or on his EMR banner.

| 5.Review of resident 23's EMR revealed:

| *She was admitted to the facility on 3/1/24 from the
hospital.

*Her hospital discharge paperwork included
“resuscitalion status: fuff resuscitation” [utic
code). ¥

*Her EMR banner stated, "Advance Directives: DNR [do
not resuscitate]”.

| *There was no signed document in her EMR that stated
her code status wishes.

"Social services director/intarim administrator C
complated her admission assessments on 3/4/24. The note
stated “DNR code status remains.”

*Resident 23 confirmed wishes 1o be DNR status on
12110/25.

6. Interview on 12/10/25 at 11:10 a.m. with LPN
flicensed practical nurse) H revealed:

| *The facllity does not use paper charts. All documents
are uploaded to the rasident’s electronic chart.

7. Interview on 12/9/25 at 9:29 a.m. with certified
nursing assistant (CNA) T revealed:

[ *A rasident had a Rl code stalus if they had a red
| dot next to their name on the sign by the doar to their
| room.

| “The stafi could also Iook at the banner in the
resident’s EMR to quickly see their code status.
8. Interview on 12/10/25 at 2:55 p.m. with LPN |
| revealed:
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| *The nurses were to ask tha resident their code stalus
| wishes when the resident admitted to the facility,

| *The signed form was o be sent o medicat records
! staff 1o scan into the resident’'s EMR.
¥

? *The EMR bannsr was to be updated with the resident’s
| code status by the nurses.

2 ‘ *The nurseswars to document the rasident’s choice is
{ i for code statusin the admission progress note. i

| 9. Interview on 12/11/25 at 3:13 p.m. with registered
nurse (RN)/ minimum data set (MDS) coordinator €
revealed:

"When a resident admitted to the facility, social
| services director/interim administrator C was
i responsible for speaking with the resident about their
| code status wishes, putling their choice in the
resident's care plan, and sending the document to the
provider to sign. |

*Social services director/interim administrator C was i
not avallable for interview at the time of the survey. ;

10. Interview on 12/41/25 at 7:56 a.m. with regional

mrse consultant D revealed that she could not find any
signed document in resident 23's EMR regarding her code
status,

11. Further interview on 12/11/25 at 4:38 p.m. with
regional nurse consultant D revealed:

*She expected the resident's code status to be updated
on admission to the facility.

| *She expecied the EMR code status banner and the
i | physiclan’s order to be accurate.

*She agreed that the resident's wishes should be
! updated regardiess of having a physician’s signature on
| the document.

*She agreed 1hat there was a riek for not following the
resideni’s wishes if the code status was nol updated
immediately.

12. Review of the provider's 5/14/26 Advanced
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*Each resident was to choose thelr advance diractives
on admission.

**An advance directive form shall be completed with the
regident and/or legal representative to verify
treatment options as well as coda status.”

**If the resident is unable or chooses not to initiate
any type of advance directive, it is the policy of this
facfity for the resident to be a full code and to
receive appropriate life sustaining treatment
interventions such as CPR.”

*The resident's choice of code slatus will be added to
the physician order shest.

**The resident’s advance directive and treaiment
oplionsirefusals will be documented in the medical
record, as well as, care plannad during the admission

process.”

FOB41
SS=E

Accuracy of Assessments

CFR{s): 483.20(g)}(hX(iXj)
§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the resident's
status.

§483.20(h) Coordination. A registered nurse must
conduct or coordinate each assessment with the:
appropriate participation of health professionals.

i §483.20(1) Certification.

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

I §483.20(i)(2) Each Individual who completes a portion
of he assessment must sign and certify the accuracy of
| that portion of the assessmant.

| §483.20() Penalty for Falsification.

| §483.20(1)(1) Under Medicare and Medicaid, an
individual who willtully and knowingly- -

(i) Certifies 2 material and false statement ina
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lgg=g : residentassessment is subject to acivil money penalty
i ; of not more than $1,000 for each assessment: or

SUME S SSSUN SR |

' (i) Causes anather individual to certify a material

i and feisa statement in a resident assessment is subject
| to a civil money penalty or not mere than $5,000 for

| each assessment.

§483.20()(2) Clinical disagraament does not constitute
a material and false statemsant,

This REQUIREMENT is NOT MET as evidenced by:

| Based on obsarvation, intervisw, record revisw, Centers
| for Megicare and Medicaid Services Long-Term Care
Facility Resident Assessment Instrument (RA1) 3.0
User's Manual Version 1.20.1 October 2025 review, the
provider failed to ensure five of five sampled
residents’ (4, 7, 8, 19, and 37) Minimurn Data Set (MDS)
{a tool used o evaluate a resident's health status and
to develop an individualized care plan to manage the
resident's care neads) assessmants were accuralely
coded for the areas of weight loss, Pre-Admission
Screening and Resident Review (PASRR), insulin
administration, and pneumococcal (pneumonia)
vaccination status.

Findings include:

1.Interviow on 12/9/26 at 4:10 p.m. with resident 8
| revealed she had a history of rauma and was recelving
i counsaeling services.
| Reviewofresident 8's elactronic medical record (EMR)
| revealed:

| *She was admitted on 4/12/22.

! *Her diagnosas included delusional disorder (a mental
! liness where a person holds strong, false beliefs
despite evidence fo the contrary), anxiety disorder
| (anticipation of future danger or misfortune with
| feelings of distress andjor sadness and symptoms such
! a8 restlessness or initabilty), post-traumalic stress
| disorder (PTSD) (a disorder in which a person has
difficulty recovering after experiencing or witnessing
| a terrifying evant), and bipotar disorder (mental
condition causing exireme shifis in mood, energy. and
activity levels).

*She had a laval 1 (1) PASRR completed on 2/14/25 due
to a change in her medications.

-The Levet | PASRR stated, "Your Leve| | screen was
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submitted for @ potential status change. It shows that

SS=E
] you have evidence of serious mental illness or an
intellectusldevetopmenta) disability (IDD). However,
your condition does not require further PASRR
evaluation at this ime because your sarious mental
finess or IDD treatment needs have not significantiy
changed since your previous PASRR Level If evaluation.”

-*The facility shoutd mark yes for question A1500 on
the MDS 'Is the resident currently considered by the
statelevelll PASRR process to have 8 serious mental
Wness and/or intellectuat disability or related
condition?™

*There was no Level I PASRR in resident 8's EMR.

*itern A1500 in saction A of her 8/18/25 comprehensive

MDS assessment was coded “No™ to the question *Is tha

| resident currently considered by the state level I

| PASRR process to have serious mental iiness and/or
intellsctual disability or a related condition?”

‘ -itam A1500 in section A was coded “No" on regident 8'a
4/28122, 9/9/22, 6120/23, 10/4/23, and 9/30/24
comprehensive MDS assessments.

2. Review of resident 4's EMR ravealed:
*He was admitted an 10/11/21.

*He had a diagnosis of diabetes (a condition involving
disruptions in how the body regulates biood sugar).

*His blood sugar fevels were to ba monitored every
Monday, Wednesday, and Friday by the nursing staft,

*A 11423/24 physician's order for Tralicity
linjectable medication for treating diabetes)
Subcutaneous [under the skin in the fatty tissue layer}
Solution Pendnjector 0.75 MG [milligrams)/0,SML
[mitliliter] {Dulagiutide} Inject 3 mg subcutaneously

| | ome time a day every Sat {Saturday].”

*Iterw NO350A of section N of her 9/9/25 quarterly MDS

assessment was coded as she had received insulin
Injections one times during the seven-day look-back
period (the time period over which the residents

condilion or status is captured by tha MDS assessmen)
‘ | ofthat MDS.

| | <Trulicity's medication classification was a
glucagon-like papfide-1 (GLP-1) agonists, not an
insulin.
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1. Resident 8-Noii di ive action coutd be |

completed for MDS dates 4/28/22,9/9/22, 6/20/23, as they
are out of the 2 year window for change per CMS-MDS' for
dates 10/4/23 and 9/30/24 were updated 01.05.26 to refiect a
“Yes" for section A1500.

Resident 4 the quarterly MDS on 9/9/25 item NO350A was
comected on 12/31/25 1o reflect insulin has not been given.
Resident 37-Immediate interventi ident given D

on 12.11.25. Resident consented to the vaceine on 11.14.25
page 20 of admission paperwork. The vaccine was ordered
12.09.25 fram pharmacy, but not administered.. MDS
modified 12.31.25,

Residems 19 & 7. No immediate corrective action could be
completed Dictary Manager correctedthe MDS' on
01.07.26.

Resident 8 Level 11-No Corrective Action as her PASRR was
in the EMR uploaded on 04.12.22,

2, Al residents have the potential to be at risk. The DON will
in-service the MDS Coordinator and Dietary Managcr no
later than 1/25/26 regarding the i
assessment and coding for MDS assessmmm to ensure future

| Fiance with his defici

| 3. The Director of Nursing {DON}) or designee will complete 4

| MDS revicws por week to verify the acenracy of MDS
sections A 500, 00300A & NO3ISCA. The andit will be

| weckly for 4 weeks then monthly for 2 months, Resulis will
be seviewed and discussed by the Dircetor of Nursing (DON)
ordesignee during the monthly QAPI meeting with the
Interdisciplinary Team (IDT) and Medical Director for
analysis and detertnination of next steps, including
continuation, revision, or discontinuation of audits based on
findings,

i |
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SS=E 3. Reviaw of resident 37's EMR revealed:

*He was admitted on 11/14/25.

*He had received a PCV13 (Pneumococcal Conjugate
Vaceine) on 10/6/2020.

*There was no documentation that he had received other
pheumococcal vaccines in his EMR.

*There was no daocsmaniation that resident 37 had been
offerad or refused his next dose of a pneumococcal
vaccine.

*iem O0300A of section O of his 12/2/25 comprehensive
MDS assessment was coded as he was up to date on his
pneumococcal vaccinations.

4. Review of the Center for Disease Control and
Prevention's (CDC) Pneumococcal Vaccine Timing for
Adults revealed if somsone over the age of S0 years of
age had received a PCV 13 vaccine, it was recommended
that a PCV20 or a PCV21 vaccination be administesed
sfter one year of having received the PCVA3 for their
pneumocaccal vaccinations to be considered up to date.

5. Review of the Canters for Medicare and Medicaid
Services' October 2023 Version 1.18.1 Long-Term Care
Faclity Resident Assessment Instrument (RA1) 3.0
Usaer's Manual regarding insulin coding in section N
revealed: .

*Review the resident's medication administration
racords for the 7-day kok-back period.”

**Detarmine if the resident recelved insulin injections
during the look-back periad.”

«Enter in llom NO350A, the number of daya during the
7-day look-back period (or since admission/enlry or
reentry if less than 7 days) that insulin Injections

were received”

6. Interview on 12/10/25 at 335 p.m. with registered
nurse (RNYMDS coordinator E reveated:

*She was RAC-CT (Resident Assessmant Coordinator-
Certifiad) cradentialed, which meant she completed
courses regarding accurate coding of MDS 3.0 assessment
and care planning.

*She was responsible for ensuring all the residents’
MDS assessments were completed accurately.
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ISS=E *Alter reviewing resident 8's level | PASRR RN/MDS
. coordinator E verified resident 8 had a level )} PASRR.

-After reviawing resident 8's MDS assessments she
verified resident 8's PASRR level #§ was coded
Inaccurately on the MDS.

-She thought she may have clicked on “prior” to use the
prior MDS data instead of reviewing the resident’s EMR

for changes.

*After review of resident 4's medication orders in his
EMR, RN/MDS coordinator E verified he was not on
insulin.

-She verified his §/8/25 MDS assessment was coded
inaccurately.

*RN/MDS coordinator E stated that the residents’
immunization information in the MDS auto populates from
the resident’s EMR system (PCC), and she did not enter
the information.

*Afier review of residen! 37's MDS assessment she
stated Ihere was a triangle focated beside the “yes” to
the question regarding whether the resident was up to
date on his preumococcal vaceine.

-The triangle indicated she had manually entered the
response to the question.

*She did not racall why she manually entered that
response.

*She verified resident 37's 12/2/25 MDS assessment was
caded inaccuratety.

| 7. lnlerview on 12/11/26 at 4:33 p.m. with regianal
I nurse consultant (RNC) D revealed:

*It was her expectation that the MDS assessments were
coded accurately.

| *She varified rezident 8's MDS assessment refated to
| her PASRR was not coded correctly, resident 4 was not
oninsulin, and reskient 37's pneumococcal
| immunizations were not up to date.
8. Review of resident 19's EMR revealed:
*Her admission date was 5/26/23.

*Har 9/15/25 nurse progress weight changa note included
a weight warning that her weight was 93.4 pounds (Ibs),
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and was a 5.9 percent (%) increase in one month.

1
!
%
i | Her 11/17/25 MDS Indicated she had a significant weight
! | 1oss of 5% (percent) in 30 days or 10% in 180 days.

| *Her waight record documentation indicatad that:

i‘ -On 11/17/25 she weighed 83.2 Ibs., and on 10/17/25 she
| weighed 90.2 [bs., a weighi gain of 3 |bs., this was
| 8.3%in one month.

| -On 8/15/25 she waighed 90.8 Ibs., a welght gain of 2.4
| Ibs., a 2.65% on 11/17/25.

| -On 512125 she weighed 85.6 Ibs., a weight loss of 2.4
Ibs., & 2.51% on 11117/25.

| -The resident did not have a documented significant
weight loss of 5% (percant) in 30 days or 10% in 180
days.

|

9. Review of rasident 7's EMR revealed:
“Her admission date was 6/6/25.

*Review of her 9/12/25 MDS indicated she had a
significant weight loss.

*Har waight record documentation indicated that:

-On 8/11/25 she weighed 97.0 (bs,, on 9/6/25 she
welghed 102.4 Ibs., & weight gain of 5.4 Ibs. in one
month

-On 8/6/25 she weighed 98 |bs., and on £/8/25 she
weighed 102.4 Ibs., a welght gain of 4.4 lbs.In 3
months.

<The resident did not have a dacumented significant
| weight loss of 5% (percent) in 30 days or 10% in 180
days.

10. Review of the CMS Long-Term Care Facility RAI 3.0
User's Manual Version 1.20.1 October 2025 revealed
saction K Swallowing/Nutritional Status, page 4,
definition for weight loss induded: “DEFINITIONS 5%
WEIGHT LOSS IN 30 DAYS Start with the resident's walight
1 closest 1o 20 days ago (irom the ARD] and multipty il

by .95 (or B5%). The resutting figure represents a 5%
loss from the weight 30 days ago. If the resident’s
curfent weight is equal o or jess than the resulting
figure, the resident hes lost weight”

e femsA e

11. interview on 12/10/25 at 3:35 p.m. with RN/MDS
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SS=E

*Certified distary manager (COM) F was responsible for
completing section K of the residents’ MDS assessments.

i *She expected section K of the MDSs 10 be completed
accurately.

12. Interview and record review on 12/10/25 at 4:01
p.m. with COM F revealed:

*She completed section K of the residents’ MDS
assessments.

*She had “limited training" an how lo complete the MDS.

*She was aware there was an RAI manual but was not
aware that there were instructions on how to complete
section K of the MDS in that manual.

*After raview of resident 19's EMR and 11/17/25 MDS,
CDM F confirmad she miscoded resident 19's weight as a
significant weight loss on the MDS, and it should have
been coded as a weight gain.

-She indicated she used resident 19's weight report
information and did not use 30 days from the ARD of
11/17/25 to calculate resident 19's welght gain or
loss,

*After review of resident 7's EMR and 9/12/25 MOS, she
stated she marked the resident’s "weight loss” in arror
on the MDS, and resident 7 had a weight gain, She was
not sure why she coded that error. She confirmed 3¢
days from that MDS's ARD of 9/12/25 would have been
8/11/25, and resident 7 had weighed 97 Ibs.

FO855 . Baseline Care Plan

ss=F |

CFR{2):483.24(a){$)-(3)

§483.21 Comprehensive Person-Centered Care Planning
§483.21(a) Baseline Cere Plans

§483.21(a)(1) The facility must develop and implementa
! bassline care plan for each resident that includes the
' instructions needed to provide effective and
person-canterad care of the resident that meet
| professional standards of quality care. The baseline
4 ' care plan must- '

{i) Be developed within 48 hours of a resident's
| admission.

et .
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| (i) include the minimum healthcare information
necessary (o properly care for a resident including,
but not limited to-

‘ (A) Inifial goals based on admission arders.

¥

(B) Physician orders,

{C) Diotary orders.
| (D) Therapy services. i

(E) Social semvices.

(F) PASARR recommendation, if applicable.

§483.21(a){2) The facility may develop a comprehensive
care plan in place of the baseline care pfan if the
comprehensive care plan-

{1} is developed within 48 hours of the resident's
sdmission.
(ii) Meets the requirements set forth in paragraph (b)

of this saction {excepting paragraph (b)(2)()) of this |
section). |

§483.21(a)(3) The facillty must provide the resident
and their representative with 8 summary of the baseline
care pian that includes but is not limited to:

{i) The initial goals of the resident.

(@) A summary of the resident's medications and i I
dietary instructions.

(i) Any services and treatments to be administered by

the facility and personne! acting on behalf of the

factlity.

! {w) Any upgted information based on the details of
the comprehensive care plan, as necessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review, and ¢

policyreview, the provider falled to develop and

implement a resident-centered baseline care plan within ,

48 hours of admission for four of five sampled H i i
residents (1, 3, 20, and 37) who were racantly i i
admitted. i
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f Findings include:
f

1. Review of resident 3's electronic medicai record
(EMR) revealed:

"He was admilled on 3/28/25,

*His 11/19/25 Brief Interview of Mentsl Stalus (BIMS})
| assessment score was 13, which indicated his cognition
was intact.

*A 3131/25 progress note stated, “A copy of his
admission summary note was provided 1o [the] resident.
Baseline care plan was reviswed with [the] resident.
Resident agrees and understands the baseline care
plan’

<The basefine care plan was reviewed with rasident 3
three days after his admigsion to the facility.

Review of resident 3's baseline care plan revealed
focus areas of:

*The new admission initialinterim care plan was
initiated on 3/31/25.

~Advanced directive (a document that expresses a
persan’s health care wishes if they become unable to
speak for themselves) status initlatad on 3/31/26
identified the resident wished to be a full code.

*Discharge potential and discharge planning initated
on 3/31/25 identified resident 3's discharge goal o
return home after completion of therapy.

*“[Resident 3} requires Enhanced Barier Precautions
| [giove and gown use when providing contacl care)
related to: indwelling foley [urinary catheter]” was
inftiated on 4/1/25.

*"(Resident 3] requires assistance with ADUs
[activities of daily living) (bed mobilily, transfars,
dressing, walking, personal hygiene, eating and
| toileting)” was inltiated on 4/1/25.

-Interventions within the resident ADL focus were,
“Assist resident with showsr/bathing per schedule up to
2xfwk [two times per week). [Resident 3] is able to

voice preference of shawer or tub bath” initisted on
| 51425,

- "Assist with application of appliances if needed
(heating ald, eyeplasses, dentures)”, "Encourage

£1,No immediate corrective action could be completed for residents 01.25.26 |
$.3,20 & 37--Bascline Carc Plans for residents cannot be updatod
pnee they have been completed.. On 01.05.26 the IDT team revised |
‘he Baseline Care Plan process to ensure more detalled information |
bs included in the bascline care ptan and vis d d 10 the resid
iwithin the required 48 hour timeline.

‘ipon admission to the fecility: 1, The nurse will complete the
‘sdmission sssessment in the care plan. 2. MDS coondinator will
personalize the baseline care plan to add more detailed information
bout the resident 3. Additional depariments {dietary/activitics) will
wa roore detailed information in their Sections 4. Nursing will scan]
ic UDA and bascline care plan in one document and upload to
“P(‘l’.‘lt SSD ordesignee will review, and offer & copy of the
baselms care plan with the resident, or resident representative.
wmun the required 48 hour timeline and put a progress note in PCC

nonngdchmyw ident, or rep tative.
H

EZ.AH newly admitted residents to the facility have the potential to by
1ot risk. The Admin will in-service sll nursing staff, MDS
iCoordinator and Social Scrvices Director on the bascline carc plan
Ipedicy and timeline fos delivering once a resident admits to the
§"acili|y no later than 0.25.26.

i 3 .The Director of Nursing (DON) or designee will review all new
c»dmmxons each week to ensure it is delivered to the new admission
Nﬂun the 48 howr timeline and a pragress note is entered stating it

iun delivered. The audit will be weekly for 4 weeks then monthly |
Iot 2 months, Results will be reviewed and discussed by the Directo

|of Mursing (DON) or designee during the monthly QAP mecting |
with the nterdiseiplinary Team (IDT) and Medical Dicestor for
jsnalysis and determination of next steps. including continuation,
irevision, or discontinuation of audits based on findings.
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ig8=F participation in ADLs", "Kesp call lights within reach
when in bedroom or bathroom”, initiated on 3/28/25.

-"Provide DME [durable madical equipment] -wheelchalr
and watker” initiated on 4/1/25. i

*[Resident 3] has an ADL Self Care Periormance Deficit
and Impaired Mobility" initiated on 4/8/25.

-Intesventions within the focus areas were, ‘BED

| MOBILITY -fotal assist of 1", "TRANSFER:

| partia¥maderate”, "WALKING: parilal/moderate- very
short distances occasionally™, “DRESSING:
partialmoderate for upper body dressing. Total assist
for lower body dressingflootwear”, “TOILET USE: tofal
assistof 17, "PERSONAL HYGIENE/ORAL CARE:
partiaUmoderate assist of 1".

-All the interventions for resident 3's ADL self-care
performance deficil and impaired mobility which |
identified the assistance reguired lo safely care for | !
resident 3 were initiated on 4/8/25, 11 days after he |
was admitted.

2. interview on 12/9/25 at 2:40 p.m. with resident 37
revealad ha did not recall if a staff member talked to
him about his plan of care an hia admissian.

Review of resident 37's EMR revealed:
*He was admitied on 11/14/25,

*His 12/2/25 BIMS assessment score was 14, which |
indicated his cognition was intact,

*He did not have a progress note in his EMR that |
indicated his baseline care plan had been reviewed with i
him or a resideni representstive, i !

Review of resident 37's baseline care plan revealed
focus areas of:

*The new admission inftial/interim care plan was
| inltiated on 11/14/25.

1
i
|
|
| *Advanced directive (a document that expresses a | |
| person's health care wishes if they become unable to |
spaak for themselves) status identified resident wish
to be a full DNR that was initiated on 11/18/25.

| *Dischasge potential and discharge planning was
initiated on 11718425 that identified resident 37's
discharge goal to return home after the completion of
| therapy. i |
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8§=F |
£ **[Resident 37] require/s Enhanced Bamier Pracautions |
related t0: straight caths fcathaterizations] TID |
[three times a day] & [and] PRN [as needed]" was
initiated on 11/19/25.

{

*[Resident 37) requires assistance with ADLs

[activities of dally living] (bed mobility, transfers, |
dressing, walking, parsonal hygiene, eating and |
toileting)” was initiated on 11/14/25.

-Interventions within the resident’s ADL. focus that |
were initiated on 11/14/25: ‘

~»Asgsist [resident 37] wilh shower/bathing per schedule |
up to 2xAwk {two times per week}. [Resident 37] will
voice preference of shower or fub bath”.

-"Assist with application of appliances if needed”.
~“Encourage participation in ADLs".

~"Keep call lights within reach when in bedroom or
bathroom”™.

~Provide DME -wheelchair and walker".

~8killed Rehabilitation Therapy evaluation and
treatment as indicated” initiated on 11/14/25.

: “[Resident 37] has an ADL Self Care Performance
| Deficlt and Impaired Mobility” was initiated on
11/26/25.

|

|

-Interventions within the focus areas were, “BED |

MOBILITY -supervision/touching assistance”, "TRANSFER: |

! supenvisiontouching assistance”, “"WALKING: |

| supervision/touching assistance with FWW", “DRESSING: I
Partial/moderate assist for upper body drassing. Total | |

| assist with lower body dressingffootwear”, “TOILET USE: |

| partialmoderate assist”, "PERSONAL HYGIENE/QRAL CARE:

| partiaimoderate assist”.

| -All the interventions for resident 37's ADL seif-care |
| performance deficit and impaired mobliity which

identified the assistance raquired to safely care for

resident 1 were intiated on 11/25/25, 11 days after he |
was admitted,

*New admission care plan for the resident’s preferred
activities was initiated on 11/17/25. [

*Risk for fall was Inftiated on 11/19/25.
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sS=F | 3 Inferviewon 12/9/25 at4:00 p.m. with resident 1 i
| revaaled he:
| *Did not hava any teeth but stated he was able to eat ‘
| scft foods at home.
|

i i
! *Had trouble chewing soma foods since his admission to i !
the facility because they were tough. )

! “Would like to be involved in his discharge planning

J because he did not fee! he was kept up to date on his
7 goals and discharge information.

ﬁ

: Review of resident 1's EMR revealed:

Ha was admitted on 10/17/25. { |

| *His 10/2525 BIMS asseszment score was 13, which
! indicated his cognition was Intact.

| *His 10417725 admission summary note stated, “"He is
WRBAT [weight baring as toleraled] and wears 02 [oxygan] ;
at 2 Limin [ters per minute] via nasal cannula...No !
dentures or hearing aides [aids). No teeth. Fax sent o | ]
get orders for mech [mechanical} soft due b no teelh
or dentures.” |

*A 10/20/25 progress note stated, ‘Presented baseline
| care plan 1o resident. Educated on what a care pian s
and why itis used. No other questions at this time”

-The baseline care plan was reviewed with resident 1
three days after his admission to the facllity.

Raview of resident 1‘s baseline care pfan revealed
focus areas of:

*The new admission iniialfinterim care plan was
initiated on 10/20/25. | .

*Advanced directive (a document that expresses 2
| person’s health care wishes if they become unable to ' |
| speak for themselves) status was initiated on 10/20/25 | '
that identified the resident’s wish to be a DNR (do not
resuscitate) code status. I

| *Discharge potential and discharge planning identified !
| resident 1's discharge goal to ***** on 10/20/25.

*[Resident 1] requires assislance with ADUs
[activities of daily tiving] (bed mobility, transfars,
dressing, walking, personal hygiene, eating and
tolleting)* initiated on 10/17/25.
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| -Interventions within the resident ADL focus that were
I initlated on 10/17/25 were:

~Assist resident with shower/bathing per schedute up
to 2xpwk [two times per week], [Resident 1} is able to
voice prafarance af shower or tub bath",

~“Encourage participation in ADLs",

~*Keap call lights within reach when in bedroom or
bathroom™,

“Provide DME [durable medical equipment} -wheelchair
and walker".

~+Skillad Rehabilitation Therapy evaluation and
treatment 8s indicated” initiated on 10/17/25.

~{Resident 1] has an ADL Self Care Performance Deficit
and Impaired Mobility” initiated an 4/8/25.

-Interventions within the focus areas were, "BED
| MOBILITY -partiaVmoderate assist’, “TRANSFER:
| partiatimoderate assist”, “WALKING:
| suparvision/touching asaistance with FWW [front wheeled
| walker]", "DRESSING: substantisVmaxirnal assist for
upper body dressing. Tota! assist with lower body
dressing/footwear”, “TOILET USE: substantiamaximal

assist”,

-All the interventions for resldent 1's ADL self-care
performance deficit and impairad mobility which
identified the assistance required to safely care for
resident 1 were iniliated an 10/30/25, 13 days after he
was admitted.

**New admission care plan for the resident’s prefemred
aclivities was initiated on 10/27/25.

*Alteration in nutritional status interventions

initiated on 10/17/25 were "Monkor for signs and
symptoms of dehydration and weight loss", Obtain weight
as ordered®, Offer extra fiulds ¥ not

| contraindicated”, "Provide assistance with meals if

: indicated”, "Provide diet and supplements as ordared”,

i and "Provide good oral hyglene”.

| <The alteration in nutritional status interventions did
not identify that resident 1 did not have lzeth and an
altared diet order had been requested.

4. Review of resident 20's EMR revealed:
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Continued from page 18
*She was admitted to the facility on 11/2/26.

| *She did not have a documented intervention on her care
plan until 1114/25.

*Her interventions for activities of daily living
; (ADLs) in her cane plan inchuded:

-Assist with application of appliance if needet

' “Encourage participation in ADL'S
-Provide durable medical equipment [DME] if neadad
-Transfer: partialmoderate assist

5, interview on 12/11/25 at 2:17 p.m. with certified
nursing assistant (CNA) P revealad sha:

*Referred lo a paper care plan for new admissions or if
she did not know what cares a resident requirad.

“Was also able to access a resident's care plan in the
computar in the Kardex (a raport of the resident's care
needs and interventions),

8. Intarview on 12/11/25 at 2:37 p.m. with licensed
practical nurse (LPN) | revealed:

*The papar care plan refarred to by CNA P were printed
from each resident’s Kardex.

*The infarmation on the Kardex was baged off each
rasident's care plan.

*Tha nurse completed the basefine care plan during the
admission process on the day the resident was admitted
by selecting pre-scripted options on the admission
assassment.

*The boxes that the nusse checked on admission would
then generate tha baseline care plan.

i *Within the focus areas such as nutrition and
aclivities of daily fving (ADL) the interventions
auto-populaled to be the same for every resident.

PN [ verified that resident 1's discharge goal on his
taseline care plan was *** and did not identify what

resident 1's dischacge goal was.

7. Intenview on 12/11/25 gt 3:13 p.m. with registered
nurse [RNYminimum data set (MDS] coordinator E
revealed:
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*When a new resident amrives to the facility, the
nurses fill cut a UDA form [UDA or user-defined
assessment, a series of questions related to the

resident's care with options to choose from that apply
to the resident].

-The assessment form has the same choices for every
resident.

*After the form is filled out by the nurse, she adds
the resident’s name and any information that those
nurses ‘may have missed”

*Social services director (SSD)interim administrator C
filis in the rest of the admission form.

*She stated that to her knowledge the activities
depariment and dietary department do not document in
the basefine cana plan.

*Tha assessment seloctions generate and create the care

plan in the resident’s electronic medical record [EMR].

*She would expect that each baseline care plan is
resident-centered.

“She agreed that the certified nursing assistants

[CNAs) wouid not know how to case for a newly admitted
resident if the care plan did not spacify the type of
transfer assistance the resident requires.

“She expected base line care plans needed to be
completed within 48 hours of admission.

*SSD/interim administrator C would review the baseline
care plan and pravide a copy to the resident or
| resident representative within 72 hours of admission,

*$S0/interim administrator C would document in a
progress nole in each resident's EMR that the baseline
care plan was reviewad with the resident or the
rasident rapresentative and a copy had been offered to
them.

8. Interview on 12/11/25 at 4:04 p.m. with regional
nurse consultant D revealed:

*She agreed that the baseline care plan should be
reviewed with the resident and documented that it was
reviewed. '

| *She would expect the baseline care plan to be
| regident-cantered.
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*She expecled the baseline care plan te be completed
and reviewed with the resident or resident
reprasentative within 48 to 72 hours after the resident
was admitted to the facillty.

*She expectad the information in the baseline care plan
to be accurate and provide a hasis of infarmation that
would aliow for the stalf to provide safe
resident-centered care,

*She expected each resident to be invalvad in discharge
planning, and the baselins care plan was to idsntify
what the resident's discharge goals were.

9, Review of the providers May 2025 Care Plan palicy
revealed:

*‘individual, resident-centered care planning will be
initiated upon admission and maintained by the
interdisciplinary team throughout the residents stay”

*Egch resident is an individual. The parsonal history,
habits, likes and dislikes, lifa pattarns and routinas,

and personality facets must be addressed in addition to
medical/diagnosis-based care considerations,

. *~Care planning is constantly in process; it begins the

moment the resident is admitted to the faciity and
doesn't end until discharge or death.”

**The director of nursing [DON] will be responaible for
holding the team accountable to initiating and
completing the admission care plan within 48 hours and
the long-term care pian by day 21 and updated as
necessary thereafter.”

*"Interventions act &s the maans to meet the

individual's needs, The “recipe” for care requires

activa probilem solving and creative thinking %o atiain,
and dearly delineates who, what, where, when, and how
the individual resident goals are being addressed and
met”

~Each staff member working with the individual
resident is responsible to read, utlize and offer
inpu to improve the care plan content ongging.”

*"A baseline care plan s started by nursing staff on

the first day of admission to provide guidance to

direct care givers as soon as possible after admission
and comgleted no later than 48 hours after admission.
Nursing, diatary, activitles and social services staff
complete formal assessments, interviews and absarvation
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Continued fram page 21

and begin formulating the full care plan as soon after
admission as possible. (These departments do have areas
that need to be complsted by the 48 hour deadline).”

*The areas that must be addressed in the baseline care
plan include the minlmum healthcare information
necessary to properly cara for a resident including but
not limited to; inftial goals based on admission
{ orders, physician orders, dietery orders, therapy
services, social services, PASARR recommendation, if
applicable.”
FO658 Servicos Provided Meet Professional Standards
§§=D

CFR(s): 483.21(b)({3)(i)
§483.21(b}3) Comprehensive Care Plans

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

(i} Meet professianal standards of quality.

This REQUIREMENT is NOT MET a5 evidenced by:

Based an observation, interview, record review, and j
pollcy review, the provider failed to ensure their :
policy was followed for: ]

"Medication administration documentation for four of
four sampled residents (18, 20, 23, and 34) with
physician’s orders for antifungal powder according to
the provider's poficy.

“Implemented for one of one resident {5) who had
physician-ordered speech services.

Findings include:

1. Observation in resident 23's bathroom on 12/9/25 at
10:20 a.m. revealed:

*One open battle of Miconazale 2% powder (a medicated
powder used to prevent fungal growth on skin) on the
shelf. The bottle had resident 23's first name and last
initial handwritten on it. There was no pharmacy [abel

on that bottle.

“This bathroom was shared between 4 residents.

! 2 Observation and interview on 12/10/25 at 2:42 p.m.
1 with resident 18 in her room revealed:
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i i *She had an open botile of miconazole powder in the
: drawer of her nightstand. This did not have a resident
| name handwritien on it or a pharmacy labef on i.
“The CNA's would put that powder on her when she used .
the bathroom. H
§
i i1.Immediste corrective action for residents 18, 20, 23, &34 01.25.26
3. Interview on 12/10/25 at 2:57 p.m. with CNAM ! {Miconazole 2% Powder was removed from residents' rooms/
revealed: ; ibathrooms, A full house aadit was conducted on 01.05.26. i
f {Resident 5- Physician's order dated 4/7425 included PT-OT-ST. PT- |
*The murses get creams and powders out of the | ‘OT were completed, The Reliant Rehab therapy tcam did not reach ! E
medication room if a resident needed them. i Jout to speech therapist to conduei the speech evaluation. Immediate i
H Intcrvention-Fax was scot to doctor requesting speechorders on | {
| “They had a dally huddie meating and the CNA's were 112.10.25-received signed doctors ordes for speech on 12.11.25- »
1old o apply ereams from the nurses in those mestings. Iresident evaluated by speech on 12.16.25.
“She tried to be *proactive” and would apply creams and 2.All residents have the potential to be a1 sisk. The DONJADON
powders to the residents to prevent moisture in the will in-service nursing team members on medication administration
residant’s skin folds. jand the facility policy “Following Physician’s Orders" ra later than
01.25.26, or prior ta a team member’s next worked shift.
*She did not document that that in the residents’
o - 13.The Director of Nursing (DON) or designes will conguct room
medication administration records (MAR). andits of 8 residents’ rooms/bathrooms cach week to ensure
. - (R compliance, The Director of Nursing (DON) or designee will slso
(fr::ss:t::pt:;al;:iocrarzect::ae;st::;wsesegg:;::r:lees‘ revie\; any new therapy orders each week for residents to ensure
the CNAs will apply those items and then tell the nurse .
they applied them. {The audit will be weekly for 4 weeks then monthly for 2 months.
{Results will be reviewed and diseussed by the Director of Nursing
. i i (DON; or designce during the monthly QAPI mecting with the
i 4. Interview on 12/11/25 at 4:15 p.m. with regiona! Interdisciplinacy Team {IDT} and Medical Directos for analysis and|
| nurse consulant O revealed: determination of next steps, including cantinuation, revision, or
| discontinuation of audits based on findings.
*She agreed that the individual who applied the
medicated powder should be the individual fo document
it in the resident’s MAR.
*She agreed that having multiple bottles in the :
residents' shared bathraom created the potantial for
not using the correct individual residents’ products- i
1§
“She stated that the nurses should not be documenting |
In the MAR thatthey gave a medication if they did not b
administer it or after they instructed a CNA to apply I
it
5. Review of resident 18, 20, 23, and 34's EMR |
revealed: | |
| i
*The physician's order for the Miconazole 2% powder had | {
instructions 1o “apply ta inteririginous fareas where E
kin rubs together and the friction creates moisture {
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\FOB58 Continued from page 23
ss=D and fungal growth] areas two times per day”.

reveslad the CNAs were expected to:

medications.”

is the person who administers the dose.”

of medications.”
directly efter the medication is given.”

with resident 5 in his room revealed:

*His clothes eppeared to be too big for him.

questions.
stated, *1 don't know but think ItIs night®
{EMR}) revealed:

“He was admitted on 5/12/23.

*His 10/7/25 Brief Interview of Mental Status

FORM CMS-2567 {02199} Previous Versions Obsolete

*He was hard of hearing and did not respond to

“"Residants can seif~administer medications when
specifically authorized by the atlending physician and
in accordance with procedures for sel-administration

*He looked at his watch, said it was 9:30, and then

9. Review of resident 5's electronic medical record

"Residents 18, 29, 23, and 34 did not have physician's
arders to seff-administer the Miconazole 2% powder.

6. Review of the provider's 5/20/22 CNA job description

**performs various tasks assigned by the floor nurse”.
*"completes medical records documenting care provided”,
7. Raview of the provider's December 2019 Medication
Administration -~ General Guidelines policy revealed:

*"Medications are prepared only by licensed nursing,
medical, pharmacy, or other personnsl authorized by
state laws and regulations to prepare and administer

*"The person who prepares the dose for administration

“The individual who administers the medicafion dose
racards the administration on the resident's MAR/eMAR

8. Observalion and Interview on 12/9/25 at 9:24 a.m.

assessment score was a 4, which indicated his cognition
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|FOB58 Continued from page 24 iFo858
\8S=D was severely impaired. g

| *His diagnoses included: Alzheime:’s disease (a
progressive and irreversible brain disorder that
affects memory, thinking, social abilities, and body
functions), dysphagla (dificulty or discomfort in
swallowing faod or liquids, potentially leading lo
sarious complications ke aspiration pneumonia), |

protein-calorie malnutrition (a nudritional status in i
which reduced availability of nutrients leads to

changes in body composition and function), and need for
assistance with personat cares.

*He was hospitalized from 4/4/25 to 4/7/25 for i
aspiration pneumonia (an upper respiratory infection).

*There was a 4/7/25 physician arder for speech therapy i
| services. H

| 10. Interview on 12/10/25 at 11:36 a.m. with regional
nurse consuliant (RNC) D regarding resident §'s 4/7/25
physician-ordered speech therapy, revealed that there
were no documented speach therapy evaluations or

1 treatments forresident 5.

! 1. Follow-up interview on 12/10/2025 at 1:50 p.m. with
I RNCD regarding resident 5's 4/7/25 physician-ordered
+ speech therapy revealed that she had visited with the

provider's tharapy department, and resident S had not
{ received speech therapy services.

12. Review of the provider's 11/18/25 Fallowing i J
| Physician Ordars revealad "All physician orders should % |
| be followed as written. The prescriber should bs f '
| contacted if any order is not clearfunderstood. The }

' physician should be nolified when an ardes is not

. followed for any reason (omission, medication not in
i stock, repeated resident refusals for

| medicationftreatments, etc.).

13. Interview and review of the praviders’ above policy
regarding fotlowing the physician’s orders on 12/11/25
at 1:41 pom, with RNC D revealed that the staff did not
foltow that policy related to resident 5°s 4/7/25
physician's orders for speech therapy.
FO700 Bedrails §F07DO 01.25.26 |

8$8=D |
CFR(s): 483.26(n}1)-(4)
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ss=p | §483.25(n)Bed Rails.

altarnatives prior 1o installing a side or bed rail. If
a bed or side rail is used, the facility must ensura
comect installation, use, and maintenance of bed
rails, including but not limited to the following
elements.

|
]
i | The facility must altemp! to use appropriate | |
i

§483.25(n)(1) Assess the resident for risk of
entrapment from bed rads prior to instaflation.

§483.25(n){2) Review the risks and benefits of bed
rails with the resident or resident representative and
obtain infarmed consent prior to installation.

§483.25(n)(3) Ensure that the bed's dimenslons are
appropriate for the residents slze and weight.

§483.25(n)(4) Follow the manufaclurers’ recommendations
and specifications for instaling and maintaining bed
rails.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, intervisw, and record review, the |
provider failed 10 ensure two of two sampled resldents

(1 and 17) who used side rails (bars attached to the

bed) had documanted alternatives attempted prior to the

implementation of using those sida rails and the rigks

and benefits of using those side ralls were reviewed

with the resident or the resident's representative.

Findings includa:

1. Obszervation and interview on 12/09/25 at 9:35 am.
of resident 17's room reveated:

*There were two quarterlength side rails in the up
position at the head of her bed.

*She used the side rails to change poasition herself in
bed and to help transfer harself in and out of bed.

Review of resident 17's electronic madical record (EMR)
revealed:

*She was admitted on 10/6/25,

*Her 10{21/25 Brief Interview of Mental Status (BIMS)
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ss=D g assessment score of 15, indicated her cognition was ! i ‘
! intact. ’ i {
| |
*A 10/15/25 physictan's order far, “Enabler bars [side 3
raile] in fon] both =ides of [her] bad to halp [her] i
: { with reposltioning” i {
§ *Her 10/15/25 Side rall/Other Device Evaluation 3 ; ]
i assessment indicated she requested the side rall, "so 1 Resident 17-No Cartective action needed as the infonmed consenl 14 26 26

NAME OF PROVIDER OR SUPPLIER

i

that she is able to reposition self [hersetl] and also
[to] help staff’

-The check box in front of the “Select any/all
altematives that have been attempted" was “Other” and
{ within the “Specify ather alterative(s)”“Enabler bars

on both sides of bed” was documented as the

| Intesvention attempted prior to the installation of the

| side rails.

| “Tha assessment did not include if any alternatives
| ware attempted prior to the implementation of those
| sids rais.

-Resident 17 gava consent for the inatallation of the
| side rafls on 10/15/25 at 3:45 p.m.

-There was no documentation of what the risks and
bensfits of the side were or if the risk and benefits
were reviewed with rasident 17 prior to her consent for
the installation of the side ralls.

2, Observation on 12/9/25 at 4:00 p.m. of resident 1
room revaaled two quarter-length side ralls in the up
position at the head of his bed.

Review of resident 1's EMR revealsd:
*He was admitted on 10/17/25

*His 10/25/25 BIMS assessment score was 13, which
indicated his cognition was intact.

*A 10/20¢25 physiclan’s order for, “Bilateral enabler
bars on the bad to help with repositioning for fihe]
regident”

*His 10/17/25 Side raiifOther Devica Evaluation
sssessment indicated he requested the side i, “so
that he is able to reposition[himself] when In bed.”

-The chack box in front of the “Selact any/ail
sltemativas that have been atempted” was “Othar” and
within the “Specify other altarative(s)’ “enabler bars"
was documented as the intervention attempted prior to

FORM CMS-2567 (02/98) Previous Varsions Obsolete

E
S

Event I0: 1DCE79-H1

STREET ADDRESS, CITY, STATE, ZiP CODE
1166 NORTH SECOND STREET , GROTON, South Dakota, 57445

'and risk vs. benefits was was complated on 10.15.25 and npluded
10 gysiem.

Resident 1-No comective action needed as the informed consent and
risk vs. benefits was was completed on 10,15.25 and uploaded o |
|syslem. :

‘No immediate corrective action for altemative devices could be
icomplemd as enabler bars were already instatled on beds.

Al residents have the potential to be at risk. The DON/ADON
'will in-service all licensed nursing team members on completing
[Device UDA entirely or completely and aliematives attempted prio
'to implementing enabler bars no later than 01.25.26. {

3 The Director of Nursing {DON) or designee will review all new
Irequests for ensble bars each week. The audit will be weekly for 4
‘weeks then monthly for 2 months.Results will bo reviewedand |
discussed by the Director of Nursing (DON}) or designee during the |
monthly QAP) meeting with the Interdisciplinary Team (JDT) and
Medical Director for analysis and detesmination of next steps,
including continuation, revision, or discontinuation of sudits based
jon findings.
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FO700 Continued from page 27
'sS=D the instailation of the side rails. ;
i -The assessment did not include if any alternatives ;
were attemptad prior ta the implementation of the side i

rails.

-Resident 1's resident representative gave consent for
the installation of the side rail on 10/17/25 at 1:00

pm.

<There was no documeniation of what the risks and
benefits of the aide were or if the risks and benefits
waere reviewad with resident 1 or his representative
prior to his representative giving consent for the
installation of those side mils.

3. interview on 12/10/25 at 2:46 p.m. with licensed
practical nurse (LPN) 1 revealed:

*If a resident would request side rails, orif a staff
member would think a resident would benefit from a side
rail the nurse would request a phyelcian's order for

the use of a side mil.

*When the physician’s order for the side rail was
received the nurse would completa the Slda rail/Other
Device Evaluation assessment.

*A request would then be made for maintenance to
inatall the side rails on tha resident's bed.

*The interdisciplinary team {IDT) would discuss the
potential jor the installstion of side rails on a
resident's bed and determine if there was an
alternativa that could be attempted before the side
rails were implementad.

*Therapy was involved with some rasidents when a side
1 rali was requested or recommended,

*Not all residents who requestad a side rail or ware
suggested to vse a side rail by a staff member, had
atternatives aftempted prior to the instaliation of the

- side rail

| *LPN I stated the nurses would obtain consent from the
resident or the resident's representative when
complsting the Side rall/Other Device Evaluation
assessment.

*She verified the resident's risks and hanefits for the
use of a slde rail was not Included in the Side
raifOther Device Evaluation assessment.
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4, merview on 12/11/25 at 4:21 pm_ with regional
nurse consuftant D revealed:

*The provider did not have a policy related to the side
rails if the side rails were not determined fobe a
restraint.

*Sha stated the resident or resident's representative
would give consent for the use of the side rails and
the review of the risks versus bensfits of the side
ralls would be part of the consent process.

*She did not know if the provider attemptad any
altematives prior to the installation of the side
ralls or where that would have been documented.

Label/Store Drugs and Biologicals
CFR(8): 483.45{g)h)(1)(2)
§483.45(g) Labeling of Drugs and Biologicals

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
profassional principles, and include the appropriata
accessory and cautionary instructions, and the
expiration date when applicable.

§483.45(h) Swrage of Drugs and Bloogicals

§483.45(h){1) in accordance with State and Federal
laws, the facllity must store all drugs and blologicals

in focked compartments under proper temperature
controls, and permit only authorized personnel to have
access to the keys.

§483.45(h)(2) The facility must provide separately

| locked, permanently affixed compariments for storage of
| eontrolled drugs listed in Schedule )l of the

Comprehensive Drug Abuse Prevention and Control Act of
1976 and other drugs subject to abuse, axceptwhen the
facility uses single urit package drug distribution

systems in which the quantity stored is minimal and a
missing dose can be readlly detectad.

This REQUIREMENT is NOT MET &s avidenced by:

' Basad on observation, intesview, record review, and

poficy review, the provider failed to ensure
medications for four of four sampled residants (18, 20,
23, and 34) with physician's orders for antifungal
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FO761 Continued from page 29
SS=E powder were [abeled and stored according to the
i provider's policy.
Findings include;
1. Observation in resident 23's bathroom on 12/9/25 at

10:20 a.m. revealad:

*Gne open bottle of Miconazole 2% powder (a medicated
powder used 1o prevent fungal growth on skin) on the
shelf, The boitle had resident 23's first name and last
initial handwritten on it. There was no phammacy label

on that bottle,

“The bathroom is shared between four residents.

2. Observation and interview on 12/10/26 at 2:42 p.m.
with resident 18 in her room revealed:

*She had an open boltle of miconazole powder in the
drawer of her nightstand. This did not have a resident
name handwritten on it or a pharmacy label on it.

“The CNAs put that powder on her when she used the
bathroom.

. Interview on 12140725 at 2:57 p.m. with CNA M
revealed:

*The nurses get creams and powders out of the
medication room if a resident needed them,

*They are typically stored in the resident’s bathroom.

[ *They had a daily huddle meeting and the CNAs were told

to apply creams from the nurses in those meetings.

*She tries to be “proaciive” and would apply creams and
powders lo the residents to prevent moisture in the
resident’s skin folds.

*She did not document that in the residents’ MAR.

| *She stated that “sometimes" the nurses would ask the

| CNAs to apply topical creams and powders. “Sometimes”
the CNAs would apply those items and then telt the
nurse they applied them,

4, Interview on 12/11/25 at 4:15 p.m. with regional
nurse consultant D revealed:

FORM CMS-2567 (02/99) Previous Versions Obsolete
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1.Immediate corrective action for residents 18, 20, 23, £34
Miconazole 2% Powdcr was removed from residents’ rooms/
bathrooms. A full house audit was conducted on 01.05.26.

2.All residents have the potential to be at risk. The DON/ADON

01.25.26. or prior to a 1cam mcmber’s next worked shift.

3_The Director of ing (DON) or designee will conduct room
sudits of 8 residents’ rooms/bathrooms each week to ensure
icompliance.

The audit will be weekly for 4 weeks then monthly for 2 months.
will be reviewed snd di d by the Di of Nursing
(DON) or designee during the monthly QAPT meeting with the
Interdisciplinary Team (IDT) and Medical Director for analysis and
tdctcrmination of ncxt steps, including continuation, revision, or
discontinuation of audits based on findings.
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IFa761 Continued from page 30 Fo781 |
iSS=E ‘
*She agreed that having multiple bottles in the | 1 s
residents’ shared bathroom created the potentiat for i
nat using the correct individual residents’ products. ]

*Sha agreed that the individual that applied the
medicated powder should be the individual to document
it in the resident's MAR.

*She stated that the nurses should not be documenting
in the MAR that they gave a medication If thay did not
adminisler it or after they instructed the CNA to apply
it

§. Review of resident 18, 20, 23, and 34's EMR
revealed; ! |

*The physiclan’s order for the Miconazole 2% powder had
instructions 1o “apply to intertriginous [areas where

skin rubs logether and the friction creates meisture

and Rungal growth) areas twa times per day™.

*Resident 18, 29, 23, and 34 did not have physician’s
orders to soif-administer the Micenazole 2% powder.

Review of the pravider's January 2018 Medication i i
Storage in the Facllity policy revealed: { {

“"Only Foensed nurses, pharmacy personnel, and thase
lawfully authorized to administer medications (Such as
medication aides) [are] permiited access to
medications.”

“Medications labeled for Individus! residenis are
slorad separalely from floor stock medications when not
in the medication can.”

F0803 | Menua Mest Resident Nas/Prep in Adv/Followed 'F0803 01.25.26 g
i88=0D i
| CFR(s) 483.60(cN1HT) . i
{
|

§483.60(c) Menus and nutritional adequacy-

| Menus must-

§483.60(c)(1) Meet the nutritional needs of residents
in accardance with established national guidelines.;

h i
| §483.60(c)(2) Be prepared in advance; i i

_ I i }
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|F0803 | Continued from page 31 |F0803 .
§ss =0 §483.60(c)(3) Be followed |
.60(c e 3
{I.Residents 19 &35 no immediate corrective action could be 0125.26
ompleted. Cook Q was provided correction on the kompany

§483.60(c){4) Reflect, based on a facilily's reasonable
efforts, the religious, cultural and ethnic needs of

the resident population, as well as input received from
residenis and resident groups;

$483.60(c}(5) Be updated periodicatty;

§483.60(c)(6) Be reviewed by the facllity's dletitian
or other clinically qualified nutrtion professional
for autritional adequacy; and

§483.60(c)X7) Nothing in this paragraph should be
construed to limit the resident’s right to make
personal dietary choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and policy review, the
provider fallad to ensure two of two sampled residents
{19 and 35), who received an a'tered {exture
therapeutic diet of pureed food, received the required
nutritonal vaiua and the required amount of pureed
food served to them,

Findings include:

1. Obsaervation and inerview on 12/8/25 at 11:10 a.m,
with cook G revealed that pureed broccoli was preparad
with water. Cook Q stated the cooks were trained that

i pureeing broccoli with water was appropriate. She

{ | reported that sha often usad water to puree vegetables
and used broth as the liquid to puree other foods. Cook
Q agreed that using water to puree vegetables would

| reduce the nutritiona! value of the vegetables.

Observation on 12/9/25 at 11:43 a.m. of cook R in the
kitchen revesaled cook R dished the pureed food items by
pouring the food from @ pan without using a scoop to
measure the amounts of those foods.

Review of resideni 19's electronic medical racord (EMR)
| revealed a physiclan-ordered diet of puree texture.

FORM CMS-2567 {02/89) Previous Versions Obsolete

policy Puresd Food Preparation and Cook R was provided
Forrection on the proper way to measure pureed food when serving
kesidents on 12.9.25.

R.All residents have the potential 1o be at risk. The CDM will
in-pervice all dictary team members on the Pureed Preparation
olicy no later than 01.25.26, or prior to a dietery team member's
xt worked shif't,
.The Admin or designee will audit weekly the preparation and
ing of residents with a pureed diet. The audit will be weekly
r 4 wecks then hly for 2 hs, Results will be reviewed
discussed by the Admin or designee during the monthly QAPI
eeting with the Interdisciplinary Team (IDT) and Medical
irector for analysis and determination of next steps, including
| ontinuation, revision, or discontinuation of audits based on
lindings,
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Continued from page 32
Review of resident 35's EMR revealed a i
| physician-ordered diet of pures texiure.

Interview on 12/11/2025 at 12:14 p.m. with certified
distary manager {CDM) F regarding pureed food revealad:

*The proper senving of pureed foods included the use of
the correcl-sized scoop according to what waslisted on
the menu spreadsheet, and pureed foods wera not to be
poured from a pan without measuring.

*There was a colar-coded instruction sheel posted in
the kitchen that indicated the scoop si2e to be used
when serving foods.

*Foods were (0 be pureed with a liquid that contained
nutritiona! value.

-Water had no nutritional value and should not be used
to puree foed.

Review of the pravider's 2020 Pureed Food Praparation
policy revealed:

*Ryreed foods will be prepared using standardized
recipes to ensure quality, flavor, palatability, and
| maximum nutritive value”

~Recipes will not use water to thin puread foods. Only
i broth, milk, Juice, gravy, margasine or another

{ appropriate condiment that preserves flavor shell be
used.”

*Serve with appropriate scoop number or divide equaty
to proviie an equal number of portions. All the pureed
food must be used in order to deliver the comect
nutrient density to each resident.

Raview of the provider's 2020 Menu Diet
Spreadsheets/Portion Serving Communication Tool
revealed:

*Diet spreadsheets are based on the planned menu and
reflect serving portions for regular and therapeutic
diet orders offered in the community.”

*Diet spreadsheets are dated for each day of the menu
cycia and are reviewed and approved by the registered ‘
| dietiian.
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Interview on 12/11/25 at 2:34 p.m. with regional nurse |
consultant D regarding serving of pureed food revealed: |

*A scoop was 10 be used for measuring the amount of
pureed focd ta be provided to each residentona
therapeutic pureed diet.

*Water had no nutritional value.

*She confirmed the provider's policies regarding
Pureed Food Preparation and Menu Diet
Spreadsheets/Portion Serving Communication were not
followed by cooks Q and R.

81 | Food Procurement,StorefPrepare/Seve-Sanitary

o

0)
L

CFR(s): 483.60(i}1)(2)
§483.60(i) Food safety requirements. |

The facility must -

§483.60(i){1) - Procure food from sources approved of
considered satisfactory by faderal, state or local
authorities.

(i) This may include food items obtained directly from
local praducers, subject to applicable Stateand local
{aws or regulations.

(i) This provision does not prohibit or prevant
facilitles from using produce grown in facility

f gardens, subject to comptiance with applicable safe
growing and food-handling practices.

(iii) This pravision does not preciude resldents from
{ consuming foods not procured by the facility.

i
| §483.60(1)(2) - Store, prepare, distribute and serve

bod inaceordance with profassional standards for faod
g service safety.

; This REQUIREMENT is NOT MET as evidenced by:

| Based on observation, interview, and policy review, the
| provider failed to ensure food safety standards were

| fallowed by three of three employees (certified nursing
{ assistant (L), gues! services nide (GSA)cook R, and

: cook Q), completed proper hand hygiene during one of
pone meal service,

ORI

o o i i s R -
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! 8ased on abservation, interview, and policy review, the

| providet failed to ensure thres of three employees

| {certified nursing assistant (L), guest services aide

| (GSA)cook R, snd cook (), completed proper hand
hygiene dwring one of one meal semvice.

Findings include:

1. Observation on 12/9/25 between 11:14.a.m. and 11:58
a.m. in the provider's dining room revealed.

*Resident 7 was one of the first to arrive in the
dining room at 11:19 a.m. Sha was the second to last
resident to ba served lunch at 11.58 a.m.

*Ceniified nurse assistant [CNA] L sat down at the
dining table at 11:47 a.m. between residents 24 and 28.

-She grabbed the front handrails of resident 24’s
wheelchair. She pufied the resident closer to the
tabls.

-She tumed to resident 26 and pulled resident 26's
wheslchair closer to the table.

-She did not parform hand hyglena between touching both
residents' wheelchalrs.

Continued observation an 12/8/25 at 11:52 a.m.
revealed:

*CNA L was feeding resident 24 a bite of food.

*She tumed to resident 26 and provided that resident a
bite of food with the same hand,

*She did not perform hand hygiene between feeding the
| residents with the same hand.

2, Review of the providers® May 2025 Hand Hygiene
pokicy revealod:

»Hand hygiane” refers to a general term that applied
to hand washing, antiseptic handwash, and ABHR [alcohol
based hand qub).

*Employees must wash thelr hands for at least twenty
(20} seconds using antimicrobial or non-antimicrobial

1.No immediate corrective action could be completed for CNAL 101 25.26
sitiing with residents 24826. Cook R was provided comrectionby

surveyor on 12.9.25-Cook Q was also provided comrection by
\surveyor on12.9.25,

{2.All residents have the potential to be at risk, The CDM will
in-service all dietary and nursing team members on the facility
|Handwashing and Glove Usc Policy no later than 01.25.26, o

@n:inr to a team member’s next worked shift. All team members will
|alsn be in-serviced on this policy no later than 01.25.26, or priorto
%;heir next warked shift. i

3. The CDM or designee will audit weekly the proper use of gloves 1
{and proper hand washing technigues The audit will be weekly for 4 |
‘weeks then monthly for 2 months.Resulis will be reviewedand |
Idiscussed by the CDM or designee during the monthly QAPT

imeeting with the Interdisciplinary Team (IDT) and Medical
{Direstor for analysis and determination of next steps, including
{zontinuation, revision, or discontinuation of audits bascd on
Ifindings.

i
H
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i8S=D soap and water under the following conditions.....before

{ | and afler eating or handling food".

*The praferred mathos of hand hygiene Is with ABHR for
the folowing situations:

| ~Before and after direct contact with residents
| “ARter contact with the resident's intact skin

After contact with objects (e.g., medical equipment)
| in the immediate vicinity of the resident.”

| 3. Ohsarvation and interview on 12/9/25 at 11:30 a.m.
| of meal service revealed:

| *Guest Senvices Aide (GSA)/cook R was wearing one-use
gloves,

<With those gloves, she served chicken tariyakl, fried
rice, broceoli, and egg ralls with different utensils.

-She then picked up a slice of bread with a pair of
| tongs and placed it on the plate next to the above food
items.

With those same gloved hands, she took 8 fid off a pan
that was in the steam table, took a cheeseburger ona
tun that was wrapped in tinfoil from that pan, removed
the tinfoil, picked up the cheeseburger bun with the
same gloves on, and placed it on a plate.

-GSClcook R completed this routine two more times.

-GSC/Caok R confirmed she had used tongs for bread, but
| not for the cheeseburger in a bun,
|

? *She agreed she had potentially contaminated her
| one-uae gloves by touching utensils, tinfoll, and a pan
| lid before touching the cheeseburger bun.,

4, Observation and interview on 12/9/25 at 11:43 a.m.
with ook Gt revaaled:

*She had on a one-use glove on one hand, there was no
glove on har other hand.

*She took & bag of hot dog buns, opened it with both
hands, reached into the bag, and took outa hot dog bun
| with her gloved hand.

| *Coak Q confirned she was not aware of all the
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locations the hotdog bun bag had been before she opened i

i ~She agreed she had potentially contaminated her i
| one-use gioved hand by touching the hot dog bag, ﬁ
{ opening it with both hands, and then touching a hot dag /
| bun with her gloved hand, {

5 Review of the providers 2020 Handwashing and Glove
Use policy revealsd:

*Policy: “Guidslines for handwashing and glove use to
promote safe and sanftary conditians throughout the
Food and Nutrition Services Department must be
followed.”

*Gloves:
~Gloves may be used for one task only”

-“ltis Imporiant to remember that gloves can ofien
give & false sense of security and can carry germs the
same as our hands.”

6. Interview on 12/11/2025 at 12:14 p.m, with certified
dietary manager (CDM) F revealed:

*Ready-to-eat food, such as buns, shouid not be touched
with potentially contaminated gtoves or ungloved hands.

*The provider's process was ta use gloves for one task
only.

| *She confirmed GSA/cook R and cook Q had not followed
| the pravider's poficy for glove use.

7. Interview on 12/11/25 al 2:34 p.m. with regicnal

nurse consultant (RNC) D stated that she expscted staff
mambers to avoid touching food with gloved ar ungloved #
hands that could be potentially contaminated.

{FOBE0 | Infection Preventicn & Control
CFR(s): 483.80(a)(1)(2)(4)(e}(N

| §483.80 Infection Contro! ;

The facility mus( establish and maintain an infection

prevention and contro! program designed to provide a

safe, sanitary and comfortable enviranman! and to help
| prevant the development and transmission of
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the following slemants:

§483.80(a){1) A system for preventing, identifying,
reporting, investigating, and controfling infections

and communicable diseases for all residents, staff,
volunteers. visitors, and other individuals praviding
services under 3 contractual arrangement based upon the
facility assessment conducted according to §483.71 and
following accepted national standards;

§483.80(a){2) Written standards, policies, and
procedures for the pragram, which must include, but are
not fimited to:

(i} A system of surveiflance designed to identify
possible communicable diseases or

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

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

(iii) Standard and transmission-based precautions to be
followed to prevent spread of infections;

(iv)when and how isolation should be used for a
resident; including but nat limited to:

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

| {B) A requirement that the isolation should be the
| least restrictive possible for the resident under the
| circumsiances.

| {v) The clrcumstances under which the facifity must
prohiblt employees with 8 communicable diseasa or

| i infected skin Iesions from direct contac with

| rasidents or their food, if direct contact will

transmit the disease;and

(vijThe hand hygiene pracedures to be followed by staff
involved in direct rosident contact.
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| §483.80(a) Infection prevention and control pragram. : |
|
The facility must establish an infection prevention and f
control program {(IPCP) that must include, at a minimum, F
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| §483.80(a)(4) A system for recording incidents
| identified under the facility's IPCP and the corrective
| actions laken by the facility.

| §483.80(¢) Linens,

Personnel must handle, store, process, and transport
linens 50 as to prevent the spread of infaction.

§463.80(0) Annual review.

The facility will conduct an annusl review of its IPCP
and update their program, as nacessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and policy review, the
provider failed to ensure standard infaction control
practices ware followed by:

*One of one certified nursing assistant (CNA]J (L)
performed hand hygiene while asaisting residents during
their dining experience,

*One of one CNA (K) performed hand hyglene
({handwashing) before putting an gloves and after

I removing his gloves.

*Ona of one CNA (P) wore personal protective equipment

| {PPE) (such as a gown and gloves) while providing cares

for a residant (4) an contact precautions (a gown and
glove were o ba wom anytime thers was a risk of
contact with a resident or abjects he may have been in

| contact with).

1
i
i
t
H
i
i

*Two of two CNAs (K and P) adequalely cleaned and
disinfected the shower room with a hospital grade
disinfectant between residents’ showers in two of two

shower rooms.

Findings includs:

1. Observation on 12/9/25 between 11:14 am.and 11:58
a.m. In the provider's dining room revealed:

*Cerlified nurse assistant [CNA] L sat down at the
dining table at 11:47 a.m. between residents 24 and 26.

-She grabbed the front handrails of resident 24's
whaslchair. She pulled the resident closer to the
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i2. Al residents have the potential to be atrisk. Fabuloso cicaner has|
;m" removed from shower rooms.Laudry basket has been i
]‘ iiiainfecled.ﬂue Director of Nursing (DON) or dasignee will provide
education to all staffonthe Hand Hygiene Policy, Transmission- |
[Hased Precautions Policy, Eohanced Barvier Precantions Poicy and;
{pisinfection of Equipment Palicy no later than 01.25.26. i
{ i
13. The Director of Nursing (DON) or designee will conduct angoing
‘ughits 1o moni pliance with infection p ion practices. |
iThis includes:Completion of 5 direct obsecvations ofstaft entering |
{raoms under Transmission-Based Precautions or Enhanced Barrer |
"Precautions to ensure proper donning and doffing of approprigte |
{personal protective equipment (PPE) Completion of § hand hygienc :
isbservations to verify staffperformhand hygieno ot appropriate |
Hrimes snd inaccandance with facility |
policy.Completion of five (5) observations ofcleaning and
\disinfecting shower rooms to casure staff follow facility policy, usc:
approved disinfectants, and clean high-touch surfaces appropriately
{between resident use, Audits will be conducted weekly for four (4)
weeks. followed by monthly audits for an additional iwo (2) months.
|Results will be reviewed and discussed by the DON or designee
|during the monthly QAPI meeting with the Interdisciplinary
|Team (IDT) and Medical Director for analysis and determinatlon
of next steps, including continuation, revision, or discontinuation |
of audits based on findings. i
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-She tumed to resident 26 and pulled resident 26's
wheelkchair doser to the table.

-She did not perform hand hygiene between touching both
residents wheelchairs.

Continued observation on 12/3/25 at 11:52 a.n.
revealed:

*CNA L was feeding resldent 24 a bite of foad,

*She twmed to resident 26 and provided that other
resident a bite of food with the same hand.

*She did not perform hand hygiene belween feeding the
residents with the same hand.

2. Observation on 12/11/25 at 9:52 a.m. of the 100-hall
tub room revealed:

*In the tub room was a spray bottle of Fabuloso 2x
lavender bottle {a housshold cleanar) and a boitla of
Madiine Micro-Kilt Q3 {a hospltal grade disinfectant)
on the shelf in the shower,

-The Fabulaso was purple in color.
*On the inside of the cover of the white lBundry basket
was a brown smear, and the interior seams of the

laundry basket had a dense line of a brown substance on
It

*The buckat for under the showerchair had a purple

lquidin it.

| *The seat of the showerchair was wet,

*The surounding walls of lhe back parfion of the
shower area were dry.

3.Interview on: 12/11/25 a1 9:58 a.m. with CNA O
revealed:

*“The Fabuloso 2X was used by the night staff to clean

| the floor of the tub room.

~She used tha Micro-Kill disinfactant to spray the

| shower after she finished showering a resident She let
| tha Micro~Kill sit on the surface unill just before sha

showered another resident when she wouk rinse off the
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Continued from page 40
surfaces of (he shower.

| 4. Observation and interview on 12/11/25 at 10:32 a.m,
| with CNA J in the 300-hall shower room revealed:

“Thera were two shower rooms in the facility in the 100
and 300 hallways.

*The 10C-hall tub room had a bathub and shower in it,
but the 300-haliway shower room only had a shower.

*The 300-hail shower room did not get used often.

*There was a bottle Iabeled with the Fabuloso 2X 1abel
with a clear colored cloudy liquid.

*There was not 2 bottle of Micro-Kill in the 300-shower
room.

5. Intesview on 12/11/25 at 12:09 p.m. with nurse
consultant D revealed:

*She had spoksn with the administrator about the
Micro-Kill and the Fabuloso 2X.

*During the day the housekeeping staff were to use the
Micro-Xill 1o clean the shower room and then use the
Fabuloso 2X after, to make the room smel better.

“The Micro-Kill was to te used on the shower chalr and
all the sustaces in the shower as it was a hospital
grade disinfaciant,

*The Fabuioso was left in the shower room because at
night the CNAs cleaned the resident wheslchairs with i

and then washed the floors of the tub room after they
cleaned the wheelchairs.

6. Ohservation an 12/11/25 at 1:51 p.m.of CNA P as she
exited the 100-hall tub reom revealed:

*She was not wearing a gown or gloves.

*She pughed resident 4 on a bath chair, down the
hallway, and into his room.

*After she pushet resident 4 into his room, she exited
the room and put on a gown and gloves and reentered the
room.

*On the outside of resident 4's room was a sign that
indicated he was on contact precautions.

7. Observation and interview on 12/11/25 at 2:00 p.m.
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\F0880 Continued from page 41
SS=E with CNA K in the 100-hall tub room reveated;

*There was a pair of gloves in the trash can but no
gown.

*Resident 4's medicated shampoo and a bottle of Baby
Magic Wash labeled "stock” were on the haif wall that
divided the shower and the rest of the room.

-The botlles had water droplets on them.

*CNA K pushed the shower chair that was used by
resident 4 into the tub room.

*Ha was not wearing a gown or glaves when he entered
the tub room,

*He applied gloves without having performed hand

hygiene.

*Ha removed the bucket from under the shower chair,

| sprayed the shower chair with Fabuloso 2X and then
| rinsed it off with water.

“Sprayed the shower chair with Micro-Kill and then
rinsed it off with water.

*Hg did not spray the surrounding walls or floor of the
shower with either the Fabuloso or the Micro-Kill.

*CNA K confirmed the shower chair was the one used by
resident 4.

*He picked up a blanket that had been lying on the tub
and placed itin the hamper.

*He removed his gloves and did not perform hand

| hypiens.

*“He stated the bucket under the shower chair was

| cleaned with Fabuloso spray and then sprayed with

Micro-Kill. He would let the Micra-Kill sit for a
“tittle while” o dry and if it waa nol dry, he would
dry 1 off before it was used for anothar rasident.

*CNA K did not know if either the Fabuloso or the
Micro-Kill had a contact time the specific duration
cleaningidisinfecting product must remain visibly wet
on a surface to eflectively kil germs, dlean, or
achieve its intended chemical action).

*He picked up the bottle of resident 4's shampoo and
the Baby Magic Wash and placed it in 2 cabinet besida
other bottles of shampons and body washes without

FORM CMS-2567 (02/98) Previous Varsions Obsolete

(X2) MULTIPLE CONSTRUCTION

oy

3

i

L

PRINTED: 01/08/2026
FORM APPROVED
OMB NQ. 0938-0391

{X3) DATE SURVEY COMPLETED
12111/2025

)
b

| aBULDING
| BwiG

{ STREET ADDRESS, CITY, STATE, ZIP CODE
' 1106 NORTH SECOND STREET , GROTON, South Dakota, 57445

PROVIDER'S PLAN OF CORRECTION {X5)

e ————— T o

¢
H
|

| D
PREFIX! (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
— :
FOS80 01.25.26 |

EventID: 1DCE79-H1 Facility 1D: 0042

if continuation sheet Page 42 of 45



PRINTED: 01/08/2026
FORM APPROVED
OMB NO. 09380391

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

— ST — L i

e T T = ‘
i . (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED |
| STATEMENT OF DEFICIENCIES | |nENTIFICATION NUMBER: | :
| ANDPLANOF CORRECTIONS | 45049 | A.BUILDING 12M112025 !
i H i
L _ s BN -
NAME OF PROVIDER OR SUPPLIER ! STREET ADDRESS, CITY, STATE, ZIP CODE
AVANTARA GROTON | 1108 NORTH SECOND STREET , GROTON, South Dakota, 57445
RS- s GR e N
lgayip | SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION [ xs)
PREFIX | (EACH DEAICIENCY MUSTBE PRECEDEDBYFULL  PREFIX/ (EACH CORRECTVEACTIONSHOULDBE | COMPLETION |
: TAG ‘ REGULATORY OR LSC IDENTIFYING iINFORMATION) TAG CROSS-REFERENCED TO THE 1 DATE i
] APPROPRIATE DEFICIENCY) | |
fresmemens 4}@.:__«. — S e S | SEE———
\F0g80 | Continued fram page 42 [Fosao f 01.25.26
1

SS=E cleaning the outside of the bottles.

| *"CNA K exited the tub room and returned with resident
37 to give him a shower. |

8. interview on 12/14/25 at 2:13 p.m. with CNA P |
revaaled:

| | *Toclean the shower, ehe sprayed the purple-colored
cleanser on the shower chalr and floor and letit sit
for a couple minutes and then rinsed il oft

*She stated the purple-colored claaner had a
thrag-minute contact time.

*She did not know if the Micro-Kill had a contact time.

*She verifiad she had not wom a gown while she
showered resident 4.

*She was aware she was supposed to wear agown and
gloves for resident 4's cares because he was on contact

j precautions.

9. Interview on 12/11/25 at 4:04 p.m. with nurse
consultant D revealed:

| *She would expact all staff to perform hand hygiene per
policy. This included when thelr hands or gloves ware

i solled, when switching between a dirty procedure and a
clean procadure, between glove changes, after assisting
one resident and before assisting another resident, and
when assisting residents with eating.

*She expected PPE to be wom while providing cares if a

resident was on EBP or contact precautions.
i‘ *Sha expected the tub and shower be cieaned with proper
| disinfectant between each resident's use. I;
E»

| *She verified resident 4's medicated shampao and the

stock hottle of Baby Magic Wash should have been |
~ i cleaned prior to placing them back in the cabinet
| hecause there was the potential for those botiies to [ I
| have bean contaminated with touch or splash due to the | {
| proximity to the location in which the resident would
| have sat while he took a shower.

10, Review of the providers May 2025 Hand Hygiane
| policy revealed:

| *Hand hyglene” sefers to a genaral tarm that applied
1o hand washing, antiseptic handwash, and ABHR [alcahol |
; | based hand rub).
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*"Employees must wash their hands for at least twenty |

(20) seconds using antimicrabial or non-antimicrobial

soap and waler under the following conditions.....before

and after eating or handling food”, |

*The prefemed methos of hand hygiene is with ABHR for
the following situations:

4
| ~Baftre and afier direct contact with residents

-After contact with the resident’s intact skin |

-After contact with objects (e.g., medical equipment)
in the imvmedate vicinity of the resident” |

Review of the provider's 1/26/25 Transmission Based
| Precautions policy revealed:

| "Facility wilt use contact precautions in addition to

| slandard precautions for residents known or suspaciad
to hava a serious fliness easily ransmitted by direct
resident contact or by contact with items in the
resident's envitonment.

"Hand hygiene should be completed prior to donning
[putting on] and afler removal of gloves.

*Gloves should be wom when entering the room and while
providing care for the resident.

*Gloves should be changes when contaminatad (e.g.
handling fecal material and wound drainage).

*Gloves should be removed before leaving the resident’s
room and hand hygiene should be performed immediately.

"After glove removal and hand hygiene, hands shauld not
teuch potentially comtaminated environmental surfaces
oritems”

**A gown should be donned prior to entering the room of
resident's cubicle.

| *The gown should be removed before ieaving the
resident’s room.”

| “TRANSPORTATION FOR MEDICALLY NECESSARY REASOY|

7]

“When the resident leaves the room, precautions shauld
be maintained to minimize the risk of transmission of
| pathogens to pthers and cantamination of surfaces or

| equipment”

- B e e AR

SUUUUSRORESS |
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{FO880 | Continued from page 44 IF0880 | 01.25.26
iss=E | Review of the provider's 2126/25 Cleaning and F ‘ ;
| Disinfection of Equipment pelicy revealed: |
fi | i
: **Cleaning refers to removal of visible soil (e.g., i
I organic and inorganic material) from objects and {
] surfaces and is normally accomplished manually or | |

' mechanically using water with detergents or enzymatic
praducts.

*Disinfection: refars ta thermal ar chamical '
destruction of pathogeanic and other types of ‘
microorgenisms.”

*“Devica classification Noneritical (touches intact

skin but not mucous membranes)”.

*Davices (examples) Stethoscopes, tabletops, bedpans,
etc.”

*Spaukling process classification Low-level
disinfection”.

*Hospital disinfectant with label clair for HBV i
[hepatitis B virus] and HIV [human immunodeficiency ]
virus].”

Review of the 2022 Medline Micro-Kill Q3 manufacturer's
Instructions revealsd:

*Micso-KIll Q3 is a concentrated one-step disinfectant
formulated for general hospital cleaning and the
disinfection of hard, nonporous, nor-food surfaces.”

**Three-minute contact time for many bacteria and
viruses.”

Review of the Fabuloso manufacturer’s informalion
Indicted it was a housahold cleaner that killed most
viruses and bacteria but was not considered a hospital
grade disinfectant because it was not indicated to kill
HBV or HIV,
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was found in compliance.

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 12/10/25. Avantara Groton
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A recertification survey was conducted on 12/10/25 for
compliance with 42 CFR 483.80 (a)&(b), requirements for
Long Term Care facilities. Avantara Groton was found

not in compliance.

The building will meet the requirements of the 2012 LSC
for existing health care occupancies upon correction of

deficiencies identified at K222 and K818 in conjunction i
with the provider's commitment to continued compliance |
with the fire safety slandards. |

K0222 | Egress Doars 1K0222 01.25.26

s5=D
CFR(s): NFPA 101

Egress Doors

Doors in a required means of egress shall not be
equipped with a latch or a lock that requires the use
of a tao! or key from the egress side unless using one
of the following special locking arrangements:

CLINICAL NEEDS OR SECURITY THREAT LOCKING i

Whaere special locking arrangements for the clinical ! i
I security needs of the patient are used, only one
| locking device shall be permitted on each door and {
| provisians shall be made for the rapid removal of
| occupants by: remote control of locks; keying of all

locks or keys carried by staff at aff times; or other
‘ such reliable means available to the staff at all
|

times.

18.2.2.2.5.1, 182.2.2.6, 19.2.2.2.5.1, 19.2.228
SPECIAL NEEDS LOCKING ARRANGEMENTS

Where special locking arrangements for the safety needs |
of the patient are used, all of the Clinical or |
Security Locking requirements are being met. In

addition, the locks must be electrical Jocks that fail

safely so as to release upon loss of power to the

device; the building is pratected by a supervised §
automatic sprinkler system and the locked space is

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is pravided. For nursing homes, the above findings and plans of comection are disclosable 14 days
following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued program
participation. — . _— -
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protected by a complete smoke detection system {or is
constantly monitored at an attended location within the
tocked space); and both the sprinkler and detection
systems are arranged to unlock the doors upon
activation.

18.2.2.2.62,19.22.252 TIA 124
DELAYED-EGRESS LOCKING ARRANGEMENTS

‘Approved, listed delayed-egress locking systems
insialled in accordance with 7.2.1.6.1 shali be

permitted on door assemblies serving law and ordinary
hazard contents in buildings protected throughout by an
approved, supenised automatic fire detection system ar
an appraved, supervised automatic sprinkler system.

18.2.2.2.4,19.2.2.2.4
ACCESS-CONTROLLED EGRESS LOCKING ARRANGEMEN

Access-Controlled Egress Door assembiies installed in
accardance with 7.2.1.6.2 shall be permitied.

18.2.2.24,1922.24
ELEVATOR LOBBY EXIT ACCESS LOCKING ARRANGEMENT!

Elevator lobhy exit access door locking in accordance
with 7.2.1.6.3 shall be parmitled on door assemblies in
buildings protected throughout by an approved,
supervised aulomatic fire detection system and an
approved, supervised automatic sprinkler system.

18.2.2.2.4,19.2.2.2.4
This STANDARD is NOT MET as evidenced by:

Based on observation, testing, and interview, the
pravider failed to provide egress doors as required at
one of five locations (300 wing exterior door}.

Findings include!

1. Observation on 12/10/25 at 11.00 a.m. revealed the
exterior EXIT daor for the 300 wing was equipped with 3
magnetic lock that prevented egress.

The door was labeled as 2 delayed egress focked daor.
Testing of the door by applying force 1o the panic
hardware in the direction of the path of egress

revealed the audible signal would sound, but the
required irreversible process of unlocking the door did

(244

K0222

1. All residents are at risk. The fire EXIT door cited in the

deficiency on 12.10.25 for the 300 wing was repaired
by Automatic Door Doctor on 1.07.26.

. Administrator will in-service maintenance direcior by

01.25.26 to ensure the faciiity follows the NFPA 101
Egress Doors.

. The Administrator or designee wifl complete weekly

audits to make sure the fire EXITS labeled as delayed
egress are operating per regulations Ref: 2012 NFPA

101 Section 19.2.2,2.4(3}, 7.2.1,6.1(3) . Resulis of the

audit will be reported by Administrator or designee in
the monthly QAP Meetings for further review and
recommendation andfor continuance of audils.

01.25.26
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|K0222 Continued from page 2 ‘K0222 | |
§5=D not initiate as required after the pressure on the door s
| was stopped.

Interview with the maintenance director at the time of
the observation and testing confirmed that condition.
He revealed the magnetic lock would release in fifteen
seconds if constant pressure was applied to the door. {
Failure to provide egress doors as required increases i
the risk of death or injury due to fire or other
emergencies.

' The deficiency affected ane of five marked EXIT doors
| with delayed egress magnetic lock labelling.

Ref: 2012 NFPA 101 Section 19.2.2.2.4(3), 7.2.1.6.1(3)

|K0g18 | Electrical Systems - Essential Electric Syste ;K0918 i
§ss=D |

CFR(s): NFPA 101 |
|Bidg.01 |

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source and
associated equipment is capable of supplying service
within 10 seconds. If the 10-second criterion is not
met during the monthly test, a process shall be
provided to annuatly confirm this capability for the

life safety and critical branches. Maintenance and i
' testing of the generator and transfer switches are
. performed in accordance with NFPA 110.

Generator sets are inspected weekly, exercised under
load 30 minutes 12 times a year in 20-40 day intervals,
and exercised once every 36 months for 4 continuous ‘
hours. Scheduled test under load conditions include a
complete simulated cold start and automatic or manual

| transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of stored
energy power sources {Type 3 EES) are in accordance
with NFPA 111. Main and feeder circuit breakers are
inspected annually, and a program for periodically
exercising the components is established according to
manufacturer requirements. Written records of |
maintenance and testing are maintained and readily

available. EES electrical panels and circuits are

marked, readily identifiable, and separate from normal | [
power circuits. Minimizing the passibility of damage of
the emergency power source is a design consideration
for new installations.

6.4.4, 6.5 .4, 6.6.4 (NFPA 99). NFPA 110, NFPA 111,
700.10 (NFPA 70)

H
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Cantinued from page 3
This STANDARD is NOT MET as evidenced by:

Based on record review and interview, the provider
failed to maintain the diesel generator as reguired
(monthly load testing documentation, monthly battery
conductivity testing, and annual load banking}.
Findings include:

1. Document review on 12/10/25 at 11:30 a.m. revealed
the generator monthly required maintenance was
performed by Butler Cat Company. That maintenance
included load runs and battery conductivity testing.
The dates of service were documented as completed fram
December 2024 through December 10, 2025 on:
*12/30/24.

*1424125,

“2124/25.

*3/24/25.

*4/22/25.

*5/20/26.

*7131/25.

*9/2/25.

“10/30/25.

*11/24425.

There was no documentation for June 2025 or August
2025, with nearly a two-month gap between May 2025 and

July 2025 and between September 2025 and October 2025.

There was no documentation of load run testing and
related hour meter readings including coal-down times.
The lack of monthly 30-minute load run testing over 30
percent of the generator's nameplate value require a
load bank to be performed. The last ioad bank performed
on the generator was documented as completed on
12/6/24.

Interview with the maintenance director at the time of
the document review confirmed those findings. He
revealed he was a new empioyee to the provider in the
past year.

The deficiency affected three of numerous requirements
for diesel generator maintenance.
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1 All residents are at risk. No corrective action could be
completed.

. The Administrator will in-service the Maintenance
Director by 01.25.26 to ensure Butler Cat Company
runs the required monthly load runs and battery
conductivity testing.

. The Administrator or designee will complete manthly
audits for 4 months to ensure Butler Cat Company
performs the required monthly load runs and batter
conductivity testing per regulations 6.4.4, 6.5.4, 66.4
(NFPA 88}, NFPA 110, NFPA 111, 700.10 (NFPA
70). Results of the audit will be reported by
Administrator or designee in the monthly QAP|
Meetings for further review and recommendation
and/or continuance of audits.
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[ $000 Compliance/Noncompliance Statement S 000

A licensure survey for compliance with the
Administrative Rules af South Dakota, Article
44:73, Nursing Facilities, was conducted from
12/9/25 through 12/11/25. Avantara Groton was
found not in compliance with the following
requirements: S157 and S236.

§ 157 44:73:02:13 Ventilaticn 5157
A facility shall provide electrically powered

exhaust ventilatian in all soiled areas, wet areas,

toilet rooms, and storage rooms. Clean storage

rooms may also be ventilated by supplying and

returning air from the building’s air-handling

system.

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

Based on observation, testing, and interview, the
provider failed to ensure three of five storage
rooms (janitor's closet in front of the boiler room,
soiled linen holding room in laundry, and the
housekeeping closet in 200 wing) were equipped
with working exhaust ventilation.

Findings include:

1. Observation on 12/10/25 at 10:25 a.m. of the
janitor's closet by the boiler room revealed it was
equipped with exhaust duciwork. Testing of the
exhaust grille at the time of the observation
revealed the exhaust was not working.

Observation on 12/10/25 at 10:35 a.m. of the
main laundry soiled holding rcom revealed it was
equipped with exhaust ductwork. Testing of the
exhaust switch at the time of the abservation
revealed the exhaust fan was not working.

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

Brenda Carda

1. All residents are at risk. Immediate corrective
action. Allied Climate Professionals was
contacted on 1,02.26. 01.08.26 Allied Climate
Professionals determined a motor was out on
the ventilation system. A part has been
ordered for replacemant.

01.25.26

2. Administrator will in-service maintenance

director by 01.25.26 to snsure all five storage
rooms have working exhaust ventilation, This
would include the following: janitor's closet in
the front of the boiler room, soiled tinen halding
room in taundry, and the housekeeping closet
in 200 wing.

3. The Administrator or designea will complete
weekly audits to make sure the all rooms with
exhaust ductwork have working exhaust fans.
Results of the audit will be reported by
Administrator or designee in the monthly QAPI
Meetings for further review and
recommendation andfor cantinuance of audits.
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S 157 Cortinued From page 1 §157
3. Observation on 12/10/25 at 10:45 a.m. of the
| housekeeping closet in the 20Q wing revealed it
I was equipped with exhaust ductwork. Testing of
the exhaust grille atthe time of the observation
, revealed the exhaust was not working.
|
! 3. Interview with the maintenance director at the
times of the testing confirmed those findings.
S 236 44:73:04:12(*) Tuberculin Screening S 236
Requirements
01.25.26

STATE FORM

Tuberculin screening requirements for healthcare
personnel or residents are as follows:

{1) Each new healthcare personnel or resident
shall receive an initial individual TB risk
assessment and the two-step method of
tuberculin skin test or a TB blood assay test to
establish a baseline within twenty-one days of
employment or admission to a facility. The
qualified personnel must record the assessment
and the test in the employee's record or the
resident’s medical recard. Any two documented
tuberculin skin tests completed within a
twelve-month period prior to the date of
admission or employment is considered a
two-step test. A TB blood assay test completed
within a twelve-month period prior to the date of
admission or employment is an adequate
baseline test. Skin testing or TB blood assay tests
are not necessary if a new healthcare personnel
or resident transfers from one licensed
healthcare facility to another licensed healthcare
facility within the state if the facility received
documentation from the transferring healthcare
facility, healthcare personnel, or resident, of the
last skin testing having been completed within the
priortwelve manths. Skin testing or a TB blood

6899

1. All residents are at risk. Initial TB training is in
the West Onboarding module for new hires.

2. Immediate corrective action annual TB training
added to online curriculum beginning in January
2026.

3. The Administrator or designee will complete an
audit at the end of January to ensure all current
team members have completed the annual TB
training. Administrator or designee in the
monthly QAP! Meetings for further review and
recommendation and/ar continuance of audits.
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STATE FORM

assay test is not necessary if documentation is
provided by the transferring healthcare facility,
healthcare personnel, or resident, of a previous
positive reaction to either test. Any new
healthcare personnel or resident who has a newly
recognized positive reaction to the skintestor TB
blood assay test must have a medical evaluation
and a chest X-ray to determine the presence or
absence of the active disease:

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

Based on employee personnel training record
review, and interview, the provider failed to
ensure personnel had completed the required
annual tuberculosis (TB) (a serious infection that
primarily affects the lungs that is spread through
the air by coughs and sneezes) training for five of
five sampled employees (G, L, Q, R, and 8).
Findings include:

1. Review of employee personnel records
revealed:

*Employee G was hired on 6/17/25.
*Employee L was hired on 3/24/24.
*Employee Q was hired on 12/10/24.
*Employee R was hired on 11/11/25.
*Employee S was hired on 5/13/25.

2. Review of employee training records revealed,
there was no dacumentation that employees G, L,
0, R, and S had received annual training on TB
signs and symptoms, risk factors, and TB
infection controt policies and procedures.

3. Interview on 12/11/25 at 8:10 a.m. with regional
nurse consultant D revealed:

*The provider used an online training program for
employee-required training.

*The TB education was not included in the

Eess
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infectian control training as she had stated
previously.

*Employees G, L, Q, R, and S had not been
assigned the online TB education.

4. Continued interview on 12/11/25 at 4:38 p.m.
with regional nurse consultant D revealed:
*Persannel training could be assigned at the
corporate level or at the facility level.

*The required TB education had not been
assigned for all staff to complete.

*Regional nurse cansuitant D was not aware
annual TB education was a state required
training.
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$000 Compliance/Noncompliance Statement S 000

A licensure survey for compliance with the

Administrative Rules of South Dakota, Arlicle

44:73, Nursing Facilities, was conducted from

12/9/2S through 12/11/25. Avantara Groton was

found notin compliance with the following

requirements: S157 and S236.

S 157 44:73:02:13 Ventilation S$157

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

Brenda Carda

A facility shall provide electrically powered
exhaust ventilation in all soiled areas, wet areas,
toilet rooms, and storage rooms. Clean storage
rooms may also be ventilated by supplying and
returning air from the building's air-handling
system.

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

Based on observation, testing, and interview, the
provider failed to ensure three of five storage
rooms (janitor’s closet in front of the boiler room,
soiled linen holding room in laundry, and the
housekeeping closet in 200 wing) were equipped
with working exhaust ventilation.

Findings include:

1. Qbservation on 12/10/25 at 10:25 a.m. of the
janitor's closet by the boiler oom revealed it was
equipped with exhaust ductwork. Testing of the
exhaust grille at the time of the observation
revealed the exhaust was not working.

Observation on 12/10/25 at 10:35 a.m. of the
main laundry soiled holding room revealed it was
equipped with exhaust ductwork. Testing of the
exhaust switch at the time of the observation
revealed the exh_ayst fan was not working.

o O —

1. All residents are at risk. Inmediate cormrective

2. Administrator will in-service maintenance

3. The Administrator or designee will complete

action. Allied Climate Professionals was 01.25.26
contacted on 1,02.26. 01.08.26 Allied Climate

Professionals determined a motor was out on

the ventilation system. A part has been

ordered for replacement.

director by 01.25.26 to ensure all five storage
rooms have working exhaust ventilation. This
would include he following: janitor's closet in
the front of the boiler room, soited linen holding
room in laundry, and the housekeeping closet
in 200 wing.

weekly audits to make sure the all rooms with
exhaust ductwork have warking exhaust fans.
Results of the audit will be reported by
Administrator or designee in the monthly QAPI
Meetings for further review and
recommendation and/or continuance of audits.
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Tuberculin screening requirements for healthcare
personnel! or residents are as follows:

(1) Each new healthcare personnel or resident
shall receive an initial individual T8 risk
assessment and the two-step method of
tuberculin skin test or a TB blood assay test to
establish a baseline within twenty-one days of
employment or admission to a facility. The
qualified personne! must record the assessment
and the test in the employee's record or the
resident's medical record. Any two documented
tuberculin skin tests completed within a
twelve~-month period prior to the date of
admission or employment is considered a
two-step test. A TB blood assay test completed
within a twelve-month period prior to the date of
admission or employment is an adequate
baseline test. Skin testing or TB blood assay tests
are not necessary if a new healthcare personnel
or resident transfers from one licensed
healthcare facility to another licensed healthcare
facility within the state if the facility received
documentalion from the transferring healthcare
facility, healthcare personnel, or resident, of the
last skin testing having been completed within the
priortwelve months. Skin testing or a TB blood

STATE FORM

AVANTARA GROTON GROTON, SD 57445
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i
3. Observation on 12/10/25 at 10:45 a.m. of the
housekeeping closet in the 200 wing revealed it
was equipped with exhaust ductwork. Testing of
the exhaust grille atthe time of the observation
revealed the exhaust was not working.
1 3. interview with the maintenance director at the
times of the testing confirmed those findings.
1
S 2361 44:73:04:12(1) Tuberculin Screening 5236
Requirements
01.25.26

1. All residents are at risk. Initial TB training is in
the West Onboarding module for new hires.

2. immediate correclive action annual TB training
added to online curriculum beginning in January
2026.

3. The Administrator or designee will complete an
audit at the end of January to ensure all current
team members have completed the annual TB
training. Administrator or designee in the
monthly QAP| Meetings for further review and
recommendation and/or continuance of audits.
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assay test is not necessary if documentation is
provided by the transferring healthcare facility,
healthcare personnel, or resident, of a previous
positive reaction to either test. Any new
healthcare personnel or resident who has a newly
recognized positive reaction to the skin testor TB
blood assay test must have a medical evaluation
and a chest X-ray to determine the presence or
absence of the actlive disease;

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

Based on employee personnel training record
review, and interview, the provider failed to
ensure personnel had completed the required
annual tuberculosis (TB) (a serious infection that
primarily affects the lungs that is spread through
the air by coughs and sneezes) training for five of
five sampled employees (G, L, Q, R, and S).
Findings include:

1. Review of employee personnel records
revealed:

*Employee G was hired on 6/17/25.
*Employee L was hired on 3/24/24.
*Employee Q was hired on 12/10/24.
*Employee R was hired on 11/11/25.
*Employee S was hired on 5/13/25.

2. Review of employee training records revealed,
there was no documentation that employees G, L,
Q, R, and S had received annual training on TB
signs and symploms, risk factors, and TB
infection control policies and procedures.

3. Interview on 12/11/25 at 8:10 a.m. with regional
nurse consultant O revealed:

*The provider used an online training program for
employee-required training.

*The TB education was not included in the
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infection control training as she had stated
previously,

*Employees G, L, Q, R, and S had not been
assigned the online TB education.

4. Continued interview on 12/11/25 at 4:38 p.m.
with regional nurse consultant D revealed:
*Personnel fraining could be assigned at the
corporate level or at the facility level,

*The required T8 education had not been
assigned for all staff to complete.

*Regional nurse consultant D was not aware
annual TB education was a state required
training.
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