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Surveyar: 26180 _
A recertification health survey for compliance with ﬁ TGL {/Sj&bbm/l ‘m}:
42 CFR Part 483, Subpart B, requirements for
| long term care facilities, was conducted from
1 12/16/13 through 12/18/13. SunQuest Healthcare
Center was found not in compliance with the
following requirements: F176, £241, F281, and
F323. . . . .
F 176 | 483.10(n) RESIDENT SELF-ADMINISTER F 176 T?e facility p°"'°"_f|‘_’g self ad'_‘"'g"s"at"’." | 01-15-14
ss=g | DRUGS IF DEEMED SAFE o .medlcgtl.ons will be upgate to specify
that no réesident will receive a self
An individual resident may self-administer drugs if administration of medications order for
the interdisciplinary team, as defined by medications they receive in the dining
-§483.20(d)(2)(ii), has determined that this room.
practice is safe.
All resident rooms were checked and
medications were removed from all
This REQUIREMENT is not met as evidenced residents without self administration of
by: drugs by bedside orders.
Surveyor 32572
Based on obsgrvation, recc_;rd re\{iew, interview, Resident #7 observed having a
anc_l pohpy reVIew,.the provider f‘f“[.ed to. follow medication at her bedside during survey
thelrlpol_!cy for rgsnden_t self-administration of had that medication removed from her
n;?\?;:ft '§§S£°s§aems (1,15, 25, 26, and 27) bedside the day of the survey o
observed during two of two meal observations. X1, |F Bﬁ 16 aﬂﬁ o CS'&E)WH\W\F
*One of twenty-one sampled residents (7) who Those remdent!\that had medication left
had medications at the bedside. at the mea! table to self administer
Findings include: during survey did nat have self
administration orders and will not
1. Observation on 12/16/13 at 6:20 p.m. during receive self administration orders for
the evening meal revealed registered nurse (RN) these areas. Nurses D, E, F & G will be
D: audited weekly times 4 weeks and
*Prepare_éd medications and placed them in a v monthly times 2 months to énsure
:ne‘dlca_tlon CUp. . . *% i complianceh 5 random audits per month
Piaced_ the cup in front of.reSIdent 1 vyhlle seated ﬁu %‘iﬁ will be completed on all other nursing
at the dining room tabie/wa%h other residents at @\@W“aﬁ passing medications in the dining
LABORA{OFLBIRECTOR'S OR P ER/SUPBLIER REPRESENTATIVE'S SIGNATURE 750> for Smppths: (X6) DATE
Yats (/s 7/50
Al icien

other safe ards provide sufficient protection to the patients. (See instructions.) Ex

u.-l-}n{har arnota nian of corractinn ic r\rf\\nrinr'l_ For nurslnn homae fhe ahn\ra ﬂnﬂlhnq‘
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that table.

*Returned to the medication cart and charted the
medications as administered.

*Left the medications without observing the
resident taking them.

2. Observation on 12/17/13 at 8:30 a.m. during
the breakfast meal revealed RN E:

*Prepared the medications and placed them in a
medication cup.

*Placed the cup in front of resident 25 while

| seated at the dining room table with other

residents. )

*Returned to the medication cart and charted the
medications as administered.

*Left the medications without ocbserving the
resident taking them.

*Repeated the same process for resident 26.

3. Observation on 12/17/13 at 8:45a.m. of RN F
revealed:
*Prepared the medications and placed them in &

-| medication cup.

*Placed the cup in front of resident 15 while
seated at the dining room table with other
residents.

*Returned to the medication cart and charted the
medications as administered.

*Left the medications without observing the
resident taking them.

4. Observation on 12/17/13 at .00 a.m. of RN G
revealed:

*Prepared the medications and placed them in a
medication cup.

*Placed the cup in front of resident 27 while
seated at the dining room table with other
residents at that table.

*Returned to the medication cart and charted the

F 176 Resident #7's room will be audited

' weekly times 4 weeks and monthly times
2 months to ensure there are no
medications in her room.

5 random audits will be conducted in all
other resident rooms monthly for 3
months.

The facility’s updated Self Administration
of Medications policy was reviewed on
January 15, 2014 with all nursing staff.

The Director of Nursing and for Designee
will be responsible for compliance and
will report audit findings at monthly
Client Care and CQl meetings for 3
months.
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medications as administered.
*.eft the medications without observing the
resident taking them.

5. Review of the medical records for residents 1,
15, 25, and 26 revealed: '

*There had been no self-administration of
medications assessments completed.

*There had been no physician's orders to
self-administer medications.

*There had been no documentation on the care
plans revealing the residents’ wishes to
self-administer medications.

6. Review of the medical record for resident 27
revealed:

*There had been a self-administration
assessment completed on 6/11/13 stating she "is
not able to do due to cognitive deficits.”

*There had been no physician's orders to
self-administer medications.

*There had been no documentation on the care
plan revealing the resident's wishes to
self-administer medications.

7. Interview on 12/17/13 at 3:00 p.m. with the
director of nursing (DON) revealed she had
understood that medications left in the dining
room while the nurse continued to be in the dining
rocm within line of sight was not considered
self-administration of medications.

Interview on 12/18/13 at 1:45 p.m. with the DON
revealed:

*This surveyor showed her the definition of
self-administration from Center for Medicare and
Medicaid Services (CMS) website
[www.cms.gov/Regulation-and-Guidance/Transmi
ttals/downloads/R91BP .pdf] defined administered
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as "the physical process by which the drug enters
the patient's body.”

*She was in agreement that leaving medications
in front of the resident and the nurse not
observing the process of consuming the
medication was in fact self-administration.

Surveyor: 26180

8. Observation on 12/17/13 from 9:45 a.m. unfil
11:20 a.m. revealed in resident 7's room on her
bedside table was a bottle of Sarna cream (an
anti-itch cream) with a prescription label on it.

Review of resident 7's physician's orders
revealed:
*An order that originated on 11/1/12 that read

1 "May self administer all po (oral} medication after

set-up by nurse.” This order had been renewed
by the physician on 12/1/13.

*A 12/10/13 physician's order that read "Apply
Sarna BID [twice a day] to arms and chest."
*There was not an order to seflf-administer the
topical (lotion) cream.

Review of resident 7's 11/23/13 Assessment for
Self-Administration of Medications revealed when
asked "Can the resident apply topical ointments,
creams, or transdermal patches (placed on skin)
according to proper procedure?" The answer was
"Not applicable.”

Interview on 12/17/13 at 11:20 a.m. with RN G
revealed the bottle of Sarna cream should not
have been left in resident 7's rcom. It should have
been on the nurses medication cart.

Surveyor: 32572
9. Review of the provider's undated Administering

F 176
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Medications policy revealed "Residents may
self-administer their own medications only if the
attending physician, in conjunction with the
interdisciplinary care planning team, has
determined that they have the decision-making
capacity to do so safely."

Review of the provider's undated
Self-Administration of Medications policy
revealed:

*"As part of their overall evaluation, the staff and
practitioner will assess each resident’s mental
and physical abilities, to determine whether a
resident is capable of self-administering
medications.”

*'In addition to the general evaluation of
decision-making capacity, the staff or practitioner
will perform a more specific skill assessment,
including the resident's:"

-"Ability to read and understand medication
labels.”

-"Comprehension of the purpose and proper
dosage and administration time for his or her
medications.”

-"Apility to remove medications from a coniainer
and to ingest and swallow them.”

-"Ability to recognize risks and major adverse
consequences of medications.”

*"The staff and practitioner will periodically (for
example, during quarterly minimum data set
[MDS] reviews) reevaluate a resident's ability to
continue to self-administer medications.”

' 483.15(a) DIGNITY AND RESPECT OF

INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in

F 176

F 241
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full recognition of his or her individuality. All facility staff was educated on 1-15- - 01-15-14
2014 to ensure that residents 6, 8, 29, 30
N . . & 31 {resident #28 expired 12-21-2013)
Th_ls REQUIREMENT is not met as evidenced receive dignified assistance with their
by: ) meals at all times. All other facility
Surveyor: 32335 . . ; -
Based on observation, record review, interview, residents who need assistance with
and Resident Rights Handbook review, the mzal§ WE’IFE ref"fWEd t‘i elrl]'styre d'g"'ﬁel‘]j
rovider failed to ensure two of four sampled and timely assistance at all times as well. .
fpeSidents (6 and 8) and four of four randomly A T0e DON OF (Mﬂﬂﬂ(’i Wi W epmpitte CSI&%DDHBMF
observed residents (28, 29, 30, and 31) who Audits on residents 6, 8, 29, 30 & 31 will
needed assistance with eating were assisted in a be conducted weekly for 4 weeks and
timely and dignified manner during meals ih two then monthly for 2 months to ensure
of four dining rooms (Nixon and Independence). dignified dining.
Findings include:
_ ) 5 random audits on ali other residents
1a.'0bser\{atlon on 12/16/13 at 650_0 p.m. of receiving meal assistance will be
resident 8 in the Independence dining room conducted weekly for 4 weeks and
Zgﬁia:;dd been served her food. g’f_o.nthly for 2 months to ensure digniﬁedr
*At 6:10 p.m. nurse aide (NA) J sat down to assist MINE.
her with her meal. . i _ .
*At 6:13 NA J had gotten up and had not returned The Director of Nursing and/or Designee
to help resident 8 until 6:19 p.m. will be responsible for compliance and
*NA N had assisted resident 8 one time while NA will report audit findings at monthly
J was gone from the table. Client Care and CQl meetings for 3
*At 6:23 p.m. NA J had gotten up and walked months.
away from the table.
b. Observation on 12/17/13 at 7:50 a.m. of
resident 8 in the Independence dining room
revealed:
*She had been brought to the table for breakfast.
*Chocelate milk and orange juice were on the
iable in front of her.
*Staff walked away after pushing her up to the
table.
*She had been tilted back in her chair and had
been reaching for the drinks.
FORM CMS-2567(02-69) Previcus Versions Obsolete Event |D; 13E711 Facility ID: 0073 i continuation sheet Page &of 15
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*She could not reach them from the tilted
position. 7

*At 7:55 a.m. she continued to reach for the
drinks.

*No staff had noticed her reaching.

*At 7:56 a.m. she had raised her arm to get staff
attention, and no one had noticed.

*At 7:58 a.m. she raised her arm again.

*At 7:59 a.m. she raised her arm and stated "How
can you get service?"

| *At 8:00 a.m. she had been served breakfast.
*Restorative aide L sat down to assist her with
her meal.

*At B:02 a.m. restorative aide L had gotten up
from assisting her and walked away.

*She returned at 8:05 a.m. At 8:07 a.m. she had
gotten up again.

*At 8:09 certified nursing assistant (CNA) K sat
down to assist resident 8 with her meal.

*At 8:11 a.m. restorative aide L had retumned to
assist her.

c. Review of resident 8's 10/15/13 Minimum Data
Set (MDS) assessment revealed she had needed
total assistance from one staff person to eat.

2. Observation on 12/16/13 at 6:10 p.m. of
résident 31 in the Independence dining room
revealed:

*She had been served her dessert.

*She reached for it and started to eat it with her
fingers.

*Her silverware were out of reach.

*No staff person stopped to assist her until they
delivered her meal at 6:21 p.m.

Review of resident 31's 10/28/13 MDS
assessment revealed she had needed exiensive
assistance from one staff person to eat.
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3. Observation on 12/16/13 at 6:20 p.m. of
resident 28 in the Independence dining roocm
revealed:

*He had been served his food with no one around
to assist him.

*At 6:30 p.m. CNA | sat down to assist him with
eating.

‘ *She had to feed him as he was not able tc do so.

Review of resident 28's 10/8/13 MDS assessment
revealed he had needed extensive assistance
from one staff person to eat.

4. Interview on 12/18/13 at 1:45 p.m. with the
director of nursing (DON) regarding the dining
experience in the Independence dining room
revealed:

*Staff should not have placed resident 8 at the
table for breakfast until staff were able to assist
her.

*The staff should have assisted her with reaching
the drinks in front of her.

*The food should not have been served until staff
were available to assist the residents.

*She thought it was okay for staff to get up while
assisting residents with their meals if the resident
needed something.

*Staff should not have left the residents for other
reasens or as frequently as stated above.

Surveyor: 26180

5. Observation on 12/16/13 at the supper meal in
the Nixon dining room revealed:

*CNA C assisted resident 29 with eating from
6:00 p.m. until 6:15 p.m. at which time she lefi the

F 241
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Continued From page 8

tabie and the dining room

*At 6:28 p.m, an unidentified CNA sat with
resident 29 and asked him if he wanted to keep
eating. That CNA began feeding the resident his
soup, and he proceeded to finish feeding him
most of his soup.

Interview on 12/16/13 at 6:40 p.m. with CNAC
revealed:

*She had been told by a supervising nurse that if
a particular resident needed help she had to stop
what she had been doing o go help the other
resident.

*That was why she had stopped feeding resident
29.

6. Observation on 12/17/13 at the noon meal in
thé Nixon dining room revealed;

*Residents 6, 29, and 30 were seated at the
same table.

*Resident 30 was quite sleepy.

*CNA C was attempting to assist and feed alt
three residents. .
*Throughout the meal she stood up multiple times
and walked from one comer of the table to the
other corner. She tried to assist/feed each of the
three residents seated there.

7. Review of the provider's Resident Rights
Handbook given at admission revealed "Quality of
Life Dignity: The facility must promote care for
residents in a manner and in an environment that
maintains or enhances each resident's dignity
and respect in full recognition of his or her
individuality.”

483.20(k)(3)i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

F 241

F 281
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This REQUIREMENT is not met as evidenced
by:

Surveyor: 26180

Based on record review, interview; and policy
review, the provider failed to ensure physician's
orders were followed for one of two sampled
residents (16) on dialysis. Findings include:

1. Review of resident 16's 12/4/13 admission
physician's orders revealed he:

*Had an order for a renal diet.

*Was on a 1500 cubic centimeter {cc) fluid
restriction.

Observation on 12/18/13 at 7:45 a.m. of resident
16's room revealed he had a full water pitcher on
his bedside table.

Interview on 12/18/13 at 9:00 a.m. with registered
nurse (RN) M regarding resident 16 revealed:
*The nurses had not documented fluids offered
during his medication passes.

*The resident had not documented the fluids he
drank.

Review of resident 16’s fluid intake records
revealed:

*Fluids had not been recorded on 12/7113,
12/8/13, and 12/9/13.

*On 12/14/13 his fluid intake had been recorded
three times including:

-Af 4:17 a.m. he had 220.

-At 1:50 p.m. he had 600.

-At 10:34 p.m. he had 1500.

*None of those recordings reflected what unit of

)(m &&‘t be cond ucte
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F 281 Continued From page 9 F 281
The services provided or arranged by the facility The revised facility Fluid Restriction 12-30-13
must meet professional standards of quality. Policy was reviewed with all nursing staff
12-30-2013.

There are currently no residents in the

fac:|I| on flu ‘\%rei?)tncu;g:j? ¢ %ﬂ&fg}l ;%t&

n re5|dents
receiving fluid restrictions weekly for 4
weeks and monthly for 2 months for the
next 3 months.

The Director of Nursing and/or Designee
will be responsible for compliance and
will report audit findings at monthly
Client Care and CQl meetings for 3
|mionths.
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Continued From page 10
measure was used {(ccs or milliliters).

Interview on 12/18/13 at 9:30 a.m. with RN/Care
coordinator B and review of the fluid
documentation revealed:

*She acknowledged they had not consistently
kept track of his fluid intake.

*They should have had an accurate
documentation of fluid intake when there was a
physician's order.

-The physician would have expected that.

*The dialysis unit monitored his weight.

*The resident had not recorded his fluid intake.
*She thought there had been an error in
documentation on 12/14/13 when they had
recorded 1500, because then he would have had

“more than the 1500.

Interview on 12/18/13 at 1:05 p.m. with the
director of nursing revealed they should have
been decumenting fluids for a resident on fluid
restriction.

Review of the provider's 10/20/12 Restricting
Fluids policy revealed:

*"The purpose of this procedure is to provide the
resident with the amount of fluids necessary to
maintain optimum health.”

*General Guidelines included:

-"Be accurate wheh recording fluid intake."

-"Be sure an intake record is maintained."
*"Record the amount of fluid consumed each
shift. Record fluid intake in mls [milliliters].”

Review of the provider's undated Care of
Resident Receiving Dialysis Services policy
revealed "Nursing staff shall work to maintain
fluid an dietary restrictions as ordered by the
physician.”

F 281
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The facility must ensure that the resident
environment remains as free of accident hazards -
as is possible; and each resident receives
adequate supervision and assistance devices to

 prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32331

Based on observation, interview, and policy
review, the provider failed to provide an
environment free from potential accident hazards
for one of one stove located in a resident area
{Rushmore dining room). Findings include:

1. Observation on 12/16/13 at 5:45 p.m. in the
Rushmore dining room revealed:

*A stove's shut off switch had not been tumed off.
*The indicator light on the stove's front panel had
become red when this surveyor turned the dials
to the "HI" setting and each burner had become
hot to the touch.

*There were fourteen residents and one staff

person in the dining room at that time.

Interview on 12/16/13 at the above time with
registered nurse (RN) B and RN H regarding the
stove revealed:

*The Rushmore dining room was available to
residents at all times.

*It was not a locked area.

*The stove's shut off switch was to have been
turned off when not in use and not atfended by
staff.

The facility Electrical Safety for
Residerits Policy was reviewed with all
facility staff on 01-15-2014.

The Dietary Department will check and
log the breaker which is located in
dietary departmant every day to ensure
the bréaker remains off at all times
unless the stove located in Rushmore
diring room is being used under the
direction of facility staff.

The Dietary Manager will be responsible
for compliance and will report log results
at monthly Safety and CQI meetings for 3
months.
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Centinued From page 12

*The activity department used the stove for
activities.

*The therapy depariment used the stove with
residents to train on stove safety prior to
discharge. '

*They were unsure of the location of the shut off
switch.

*The maintenance director or the administrator
would need to have been contacted regarding the
location of the shut off switch.

Interview on 12/17/13 at 7:40 a.m. with the
maintenance director in the Rushmore dining
room regarding the stove revealed:

*It was the only stove located in a resident area in
the facility.

*The shut off switch was located in the kitchen's
dish area inside a gray electrical panel hox
attached to the wall with a handwritten label
"Stove Breaker” located next to the switch.
*The shut off switch was to have been put in the
off position when it was unattended by staff.

*it was only used by the activity and therapy
departments.

*Access to the shut off switch was only through
the kitchen,

*The kitchen doors were locked at 8 p.m. and
opened at 4 a.m. each day.

*He usually checked the stove each morning
when he was on duty.

*He agreed the shut off switch needed to have
been turned off.

*He agreed it could have been a hazard to
residents and/or visitors if the burners had been

turned on and had not been monitored by staff.

Interview on 12/17/13 at 11:45 a.m. with the
activity director regarding the stove in the
Rushmore dining room revealed:

F 323
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Continued From page 13

*The activity department used the stove one to
two times per month for the cooking club with
residents.

*The therapy department used the stove with
residents for teaching safe stove usage prior {o
home visits or discharge.

*She agreed the stove's shut off switch needed to
have been turned off when not in use.

Interview on 12/17/13 at 4:07 p.m. with the
occupationai therapist regarding the stove in the
Rushmore dining room revealed:

*The therapy department had used the stove with.

residents as part of a safety assessment.

*It had been at least one year since she or her
two occupational therapy assistanis had used the
stove with residents.

*She agreed the stove's shut off switch needed to
have been turned off when not in use.

Review of the provider's 10/12/12 Electrical
Safety for Residents policy regarding the electric
stove in the Rushmore dining room revealed:

*It was permitted o be used to teach safety and
promate meaningful activities to the residents.

*It was permitted to be used under the direction of
occupational therapy staff for resident
training/teaching purposes. ‘

*It was permitted fo be used under the direction of
facility staff for special events with approval of the
administrator, directer of nursing, or designee.
*The electrical panel and breaker for the stove
was located in the dish area of the dietary
department.

*It was to have remained in the off position when
not in use by appropriate staff.

Review of the provider's 10/11/12 Safety and
Supervision of Residents policy revealed resident

F 323
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safety, supervision, and assistance to prevent
accidents were facility-wide priorities.
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Surveyor: 32334 'm {TML\{ m Utdm\ﬂ

A recertification survey for compliance with the

Life Safety Code (LSg) {2000 ep;isting healih care LHSN) DH m‘F
occupancy) was conducted on 12/17/13.
SunQuest Healthcare Center was found not in
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Facilities.

| The building will meet the requirements of the
2000 LSC for existing health care occupancies
and the Fire Safety Evaluation System (FSES)
dated 12/19/13 upon correction of the
deficiencies identified below.

Please mark an "F" in the completion date
column for thosé deficiencies identified as
meeting the FSES to indicate the provider's intent
to correct the deficiencies identified at K046,
K062, and K064 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards. ] .
K 033 | NFPA 101 LIFE SAFETY CODE STANDARD K 033 ‘ ' F
S8=C ‘
Exit components (such as stairways) are
enclosed with construction having a fire
résistance rating of at least one hour, are
arranged to provide a continuous path of escape,
and provide protection against fire or smoke from
cther parts of the building. 8.2.5.2, 19.3.1.1

This STANDARD is not met as evidenced by:
Surveyor: 32334
Based on observation and document review, the

] . TITLE (X8) DATE
'IL AL Q;//’) - __//_/7/

othar safeffuards provide sufficient protection to the patients. (See instructions.) Excephfor nurs-ng homes, the fin
|0H0v'\r|i"|g tha date of sGn vey whéther ornot 2 plan cf corraction is nrn\‘nderl Eor aursing hgmnq tha ahove ©i --mng:zhpn n;-mt: i
days foliowing the daie these documenis are made available to the facility. I deficiencies are cited, an approved i "iﬂq: 00""90?;'0“ s requisiie 1o Cuntm‘uﬁ f

program participation. j}i;"‘g z i EE%& E j

]

migicil
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Continued From page 1

provider failed to maintain a one hour fire
resistive protected path of egress from the
basement to the exterior of the building. One
randomiy observed basement stair enclosure
(east) discharged onto the main level corridor
system. Findings include:

1. Observation at 10:30 a.m. on 12/17/13
revealed the east basement stair enclosure
discharged onto the main level corridor near the
Rushmore dining room. A continuous one hour
enclosure was not provided to the exterior of the
building. Review of previous survey reports
confirmed that condition.

The building meets the FSES. Please mark an
“£" in the completion date column to indicate
correction of the deficiency identified in K000,
NFPA 101 LIFE SAFETY CODE STANDARD

Emergency lighting of at least 1% hour duration is
provided in accordance with 7.8.  19.2.9.1.

This STANDARD is not met as evidenced by:
Surveyor: 32334

Based on observation and interview, the provider
failed to provide emergency lighting of at least
one hour duration. There was not an emergency
light with battery backup at the transfer switch for
the generator. Findings include:

i 1. Observation at 11:35 a.m. on 12/17/113

! revealed there was an emergency light installed
! at the emergency power transfer switch for the

i generator. Testing of that emergency light

revealed it was not working. Review of the

K033

K 046 The emergency light located at the
emergency power transfer switch was
light was added to the monthly
preventative maintenance check list to
ensure that is working properly each
month.

The Plant Operations Supervisor and/or
Designee will report monthly findings at
monthly Safety and CQ! meetings for 6
months.

repaired on 12-17-2013. The emergency

12-17-13
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K 046 | Continued From page 2 K 046
preventative maintenance checklist revealed that
light was not being checked. Interview with the
plant opérations superintendent at the time of the
observation confirmed that finding. s g \ }
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 ?Q \'ﬂ W Hl e 01-31-14
§S=C
Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested _
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.5
The Plant Operations Supervisor and/or
Designee will be responsible for
This STANDARD is not met as evidenced by: compliance and will report findings from
Surveyor; 32334 quarterly checks at monthly Safety and
Based on record review and interview, the CQI meetings for 6 months.
provider failed to ensure the autornatic sprinkler
system had the required quarterly flow testing _} 3
performed and documénted during the previous ‘*dnﬁ \AQH{\, %‘HDW (ﬁh g@éj:\%ﬁ
twelve months. Findings include: ?éﬁ\d Y \i{, M f‘jﬂ
| | 3544 i
1. Record review at 11:00 a.m. on 12/17/13 of the \Q Dm" q/_fe G’% %
provider's automatic sprinkler system inspection S PN,
- reports revealed quarterly flow testing % &‘f { -\’m & ﬂ %U
documentation was not available. Interview with ’H SQ/ﬂSW( W“\ Otuﬂm{d
the maintenance director at the time of the record SU M&
review indicated he was unaware of the quarterly m H[} N &h&{’f \Nﬂ\(/ﬂ
flow testing requirements. Review of previous CW Gn %\ i},@'{) q,
survey report also indicated that had been an ‘ D H W‘F
issue last survey and had not been corrected. k l b 0
K 064 | NFPA 101 LIFE SAFETY CODE STANDARD K 064
58=C
Portable fire extinguishers are provided in all
health care occupancies in accordance with
9.74.1. 19.3.5.6, NFPA10
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K 064 | Continued From nage 3 K064
' All fire extinguishers have been listed by 01-31-14
location and put on a monthly checklist.
Maintenance personnel will continue to
This STANDARD is not met as evidenced by: do the monthly checks.
Surveyor: 32334
Bgsed on observation and interview, the provider The Plant Operation Supervisor and/or
failed to perform monthly checks of one randomly Desi ; e
- . Lo . . esignee will be responsible for
observed fire extinguisher (in the staff lounge) in i d will + on monthl
accordance with NFPA 10. Findings include: co.mp lance ana willreport o nthly
: checks at monthly Safety and CQl
1. Random observation at 2:35 p.m. on 12/17/13 meetings for 6 months.
revealed one fire extinguisher did not have a
monthly maintenance chieck written on the fire
extinguisher tag for November 2013 in
accordance with NFPA 10. Interview with the
plant operations superintendent at the time of the
observation confirmed that finding.
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$000]| Initial Comments S 000 \d’mﬂhf{ mg Nﬁm \NHﬂ i
Surveyor. 26180 %’L H’&
A licensure survey for compliance with the CS'SBDDHIW}F
Administrative Rules of Socuth Dakota, Aricle
| 44:04, Medical Facilities, requirements for
nursing facilities, was ¢onducted from 12/16/13
through 12/18/13. SunQuest Healthcare Center
was found not in compliance with the following
requirement: 5206.
S206| 44:04:04:05 PERSONNEL-TRAINING S 206
The facility policy Attendance at In- 01-15-14
The facility must have a formal orientation Service Training Meetings was reviewed
program and an ongeing education program for with all facility staff on 1-15-2014.
all personnel. Ongoing education programs must
cover the required subjects annually. These Facility staff members will either attend
programs mus_t ]nc_:lu_de the following SUbJe_‘?ts: the 10 required in-services or within 2
(1) Fire preven_tlon ?”d response. The facﬂtty weeks from the date of the in-service will
must conduct fire drills quarterly for each shift. If be expécted to do the make-u
the facility is not operating with three shifts, P ts for th P
monthly fire drills must be conducted to provide %?T?ﬁu\l)r{)e£1§gﬁg?ém {fsié?&mi?{%
training for all staff;
(2) Emergency procedures and preparedness P, il maintain documentation
(3) Infection control and prevention; of employees who received the in-service
(4) Accident prevention and safety procedures; information if they were unable to
{5} Proper use of restraints; attend. X -'H'\fz Pont or
(6) ...Resident rights; HEGIEC (,i!@)mﬂm?
{7) Confidentiality of...resident information; Audits will be conductecbn
{(8) Incidents and diseases subject to mandatory documentation of staff attendance of
reporting and the facility's reporting mechanisms; required in-services monthly for 3
(9) Care of...residents with unique needs; and months to ensure compliance. The
g %) D!nlng asc?lst?nce, 'r:jutrlz;lonal risks , and Director of Nursing and Staff
ydration needs of...residents. Development Coordinator will be
_Additional personnel education shall be based responsible for compliance and will
on facility identified needs. report on audit findings at monthly Client
Care and CQJ meetings for 3 months.
/ 4 / i
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This Rule is not met as evidenced by:

Surveyor: 32331

Based on record review, interview, and policy
review, the provider failed to ensure ail
employees attended ten of ten annual topics for
staff education inservices. Findings include;

1. Record review of the staff education inservice
attendance records for infection control revealed:

" *It had been held on 1/09/13.

*The make-up inservice for staff that had not
been in attendance needed to have been
completed by 2/15/13.

*Fifty-one percent (%) of the required staff had
attended that staff education inservice.

Interview on 12/18/13 at 1:20 p.m. with the
director of nursing regarding the staff education
inservice atiendance records for the infection
control inservice revealed:

*There should have been a better turnout for the
required inservice meeting.

*There needed to have been documentation of
employees receiving the inservice information
that were unable to attend.

| *There needed to be an improvement in

attendance at all required inservice meétings.

Surveyor. 26180

2. Interview on 12/18/13 at 8:00 a.m. with the
staff development coordinator and review of the
provider's required annual inservice fraining
revealed:

*All required training had been offered during the
last year.

*Approximately 50% of staff had not attended the
required frainhing.

-She confirmed that a lot of staff had not come to
the inservices.

*When staff missed an inservice they sent a
copy of the information covered to the employee.
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*There was no follow-up with the staff to verify
they reviewed the information.

*There was no tracking of who never came to
inservices.

*They had not reviewed when care jssues arose
if that staff person had attended the pertinent
inservice.

*She was unaware if there were any
consequences for missing an inservice,

Review of the provider's 12/12/12 Attendance at
Inservice Training Meetings policy revealed:
*All personnel were required to attend their
scheduled training classes.

*If an employee was to be absent from a
scheduled training class approval was to have
been obtained from the employee's supervisor.
*Records were to have been maintained of
absences, so that make-up classes could be
scheduled.

*Failure of an employee to attend a schaduled
training class would be grounds for disciplinary
acfion.
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