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Surveyor: 26632

A recertification health survey for compliance with

42 CFR Part 483, Subpart B, requirements for

Long Term Care facilities, was conducted from

1/19/22 through 1/20/22. Avera Bormann Manor

was found not in compliance with the following

requirement: F700.
F 700 Bedrails F 700
SS=E CFR(s): 483.25(n)(1)-(4)

§483.25(n) Bed Rails.

The facility must attempt to use appropriate
alternatives prior to installing a side or bed rail. If
a bed or side rail is used, the facility must ensure
correct installation, use, and maintenance of bed
raits, including but not limited to the following
elements.

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

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

§483.25(n)(3) Ensure that the bed's dimensions
are appropriate for the resident’s size and weight.

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

This REQUIREMENT is not met as evidenced
by:

Surveyor: 45383

Surveyor: 26632

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Wary Aminan LTC Administrator 2/13122

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

other safeguards provide sufficient protection to the patients . {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

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

program participation.

S } I
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VSL511 Facility 1D: OOBBJTF% 1 202’) If continuation sheet Page 1 of 4
i g !




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

PRINTED: 01/31/2022
FORM APPROVED
OMB NO. 0938-0391

two quarter length side rails in the up position on
resident 13's bed. The resident was in bed
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F 700 Continued From page 1 F 700 3/11/22
Surveyor: 16385
Based on observation, interview, record review,
and policy review, the provider failed to ensure 8
of 37 residents (1, 13, 14, 17, 18, 21, 32, and 35)
who had side rails on their beds had been
assessed for use when applied and on a quarterly
basis. Findings include:
1. Observation on 1/19/22 at 8:42 a.m. of resident F700-1 A restraint evaluation assessment has been
1 revealed: completed on resident #1.
n ) . . A physical restraint consent form has been
She was seated in her wheelchair. sent to her daughter that explains the pros and cons
*A quarter length side rail near the head of the of the use of side rails.
q g Addendum: This consent form has not been returned
bed was elevated. to the facility as of 2/12/22
Review of resident 1's medical record revealed
side rail assessments had not been completed.
2. Observation on 1/19/22 at 8:52 a.m. of resident F700-2 A restraint evaluation assessment has been
18 revealed: completed on resident #18.
. Lo A physical restraint consent form has been given to
She was laying in bed. her sister that explains the pros and cons of the
*A quarter length side rail near the head of the use of side rails. )
bed levated Addendum: The form has been signed and
ed was elevated. returned to the facility.
Review of resident 18's medical record revealed
side rail assessments had not been completed.
3. Observation on 1/19/22 at 11:23 a.m. revealed F700-3 The side rail has been taken down on #35's bed.
resident 35 had a one-half length side rail on her Addenicum: HinS ril o Seen Zipalisd IemEnt
bed. The side rail was on the side of the bed by g ’
the wall. She was seated in her wheelchair at the
time of the observation.
Review of resident 35's medical record revealed
side rail assessments had not been completed.
4. Observation on 1/20/22 at 7:45 a.m. revealed F700-4 A restraint evaluation assessment has been

completed on resident #13. He has been given the
information on side rails and a consent form to sign.
Addendum: Resident #13 has signed the form.
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p.m. revealed she:

*Had one-half side rails on her bed.

*Was seated in her recliner at this time.
*Stated she did use the side rails to assist her
with repositioning.

Review of resident 32's medical record revealed
side rail assessments had not been completed.

completed on resident #32.

A consent form has been given to her to sign.

Addendum: Resident #32 has signed the
consent form.
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F 700 Continued From page 2 F 700
sleeping at this time.
Review of resident 13's medical record revealed
side rail assessments had not been completed.
5 Observation on 1/20/22 at 7:46 a.m. revealed F700-5 A restraint evaluation assessment has been
) . o . completed on resident #14.
one quarter length side rail in the up position on A consent form with information about side rails
resident 14's bed. The resident was not in bed at has been sent to his wife.
this ti Addendum: She has not returnedthe form to the
IS ime. facility as of 2/12/22.
Review of resident 14's medical record revealed
side rail assessments had not been completed.
6. Observation on 1/20/22 at 7:47 a.m. revealed F700-6 A restraint assessment has been completed
\ [ - on resident #17.
two quarter length side rails in the up position on A consent form has been explained and
resident 17's bed. The resident was not in bed at given to him to sign. )
this time Addendum: Residenbt #17 has signed the
: consent form.
Review of resident 17's medical record revealed
side rail assessments had not been completed.
7. Observation on 1/20/22 at 1:31 p.m. a quarter F700-7 The side rails have been put down
i il iti | i on resident #21's bed.
length- side ral'l in the up pos t on on the. eft side Addendum: The side rails have been
of resident 21's bed. The resident was in bed zip-tied to prevent staff from utilizing
sleeping at this time. them.
Review of resident 21's medical record revealed
side rail assessments had not been completed.
8. Observation and interview on 1/20/22 at 2:30 F700-8 A restraint evaluation assessment has been
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9, Interview on 1/20/22 at 1:30 p.m. with licensed
practical nurse/Minimum Data Set coordinator C
revealed an assessment for the use of side rails
had not been completed for residents who used
side rails.

10. Review of the provider's last revised April
2019 Restraint policy for side rails revealed:
*Staff would have completed the side rail
intervention and activities of daily living form prior

*Results of the resident's bed mobility needs
would have been reviewed by the interdisciplinary
team, resident/family, and resident's physician.
*Designated interdisciplinary team member would
have assisted in evaluating the resident's
cognitive status
*The interdisciplinary team would have
determined the resident's full ability to make a

i safe decision regarding side rail usage.
*Use of the device should have been reviewed
quarterly by the interdisciplinary team, resident,
and family at their care conference.

to siderail utilization to assess bed mobility needs.
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F 700 Continued From page 3 F 700 Care plans have been updated an resident's

#1, 18, 35, 13, 14, 17, 21, and 32

Bed safety assessments are due to be completed again
by the QA nurses by the end of Feb of 2022, These will
be comptleted on all of the beds in our facility.

Restraint evaluation assessments will be completed
on the remaining residents that utilize side rails.
Cansent forms will be presented to the residents/
representatives for these side rails. Care plans wilt
also be updated on these residents.

To assure any future resident that utilizes siderails will

have the proper restraint assessments completed,

The interdisiplinary team will report to the QA nurse

each week for 2 months, then every other week

for 2 months and then once a manth for 2 months. These
reports will include which residents reviewed each week utilize
side rails, have the appropriate assessments and

consent forms in place and included in the residents’
careplans.

Addendum: Siderails will be assessed on a quarterly basis
or as needed.

Addendum: For resident's 35, 21, and any other resident

who may have their side rails zip tied to avoid useage, the

quality coordinator will check these bed rails on her daily rounds.
She will then include the results of these daily checks in her monthly
QA report.
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E 000 Initial Comments E 000

Surveyor: 26632

A recertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73,
Emergency Preparedness, requirements for Long
Term Care Fagilities, was conducted from 1/19/22
through 1/20/22. Avera Bormann Manor was
found in compliance.
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Any deficiency slater{ént ending with an asterisk () denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

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

program participation.
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1

Surveyor: 40506

A recertification survey for compliance with the

Life Safety Code (LSC) (2012 existing health care

occupancy) was conducted on 1/19/22. Avera !
Bormann Manor was found in compliance with 42 ‘
CFR 483.70 (a) requirements for Long Term Care

Facilities.
|
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5000 Compliance/Noncompliance Statement S 000
Surveyor: 26632
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from '
1/19/22 through 1/20/22. Avera Bormann Manor
was found in compliance.
S 000 Compliance/Noncompliance Statement S 000
Surveyor: 26632
A licensure survey for compliance with the |
Administrative Rules of South Dakota, Article |
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 1/19/22
through 1/20/22. Avera Bormann Manor was
found in compliance.
|
|
| |
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