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Addendums noted with an
F 000 | INITIAL. COMMENTS FO000| asterisk per 2/24/14
| telephone to facility
Surveyor; 18560 administrator and DON.
A recertification health survey for comphance with PE/SDDOR/JJ -
42 CFR Part 483, Subpart B, requirements for -
long term care facilities, was conducted from
1/14/14 through 1/15/14. Avera Mother Joseph
Marior Retirement Community was found not in
compliance with the following requirements:
F221, F281, F309, F323, F325, and F387. _
F 221 | 483.13(a) RIGHT TO BE FREE FROM F 221 . o . 3/6/14
5ok | PHYSICAL RESTRAINTS Ph}__fsmal Restram_ts (I"oh;y L-19) was
reviewed and revised to include
The resident has the right to be free from any quarterly review of each resident with
physical restraints imposed for purposes of - restraints by the resident care
discipline _or'con_\.:enienc.e, and not required to supervisor and documentation for
treat the residerit's medical symptoms. . _ .
, continued use of restraint.
This REQUIREMENT is not met as evidenced Accidents, Falls, and Safety (Policy
by: ' N-559) was reviewed and revised to
Surveyor: 18560 o remove bedrail procedure.
Based on observation, record review, interview,
and policy review, the provider failed to: _ ) )
*Remove the lap buddy (a flat cushion that fits A new bed rail policy (Policy L-18)
over a person's lap and under the arm rests of a was developed to include one-half
wheelchair) restraint during meal observations for bed rail use.
one of one sampled resident (10) with a lap
buddy. ; .
*Assess the use of side rails for three of three Resident #10 cardex care plan was
sampled residents (1, 3, and 6) observed with updated on 1/15/14 to include
side rails. removal of lap buddy at mealtime.
Findings include: -
1. Observation on 1/14/14 at 12:06 p.m., on Care plans were reviewed for each
1/14/14 at 5:54 p.m., and on 1/15/14 at 7:59 a.m. resident with a restraint to assure
revealed resident 10 was seated at the dining
room table with her fap buddy on. Her lap buddy
remiained on throughout all of the meal services
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, appropriate documentation in place.
F 221 | Continued From page 1 F 221 _
listed. Reviewed all resident’s medical
4 ,u,d'b\ - 1 . e
Review of the provider's Physical Restraint ’;‘; A ‘ﬁl 5 record,\vylth /2 side rails for
Consent form signed on 8/23/13 by resident 10's ’ 6 appropriate _assessment and . .
power of attorney revealed the duration of use of J;3 and € | documentation of need for side rails
the lap buddy restraint was for when she was in  p&{s000H [3F | for bed mobility/ positioning.
her wheelchair. It was o have been removed at
meals. Need for side rails to meet the
Review of resident 10's care plan dated 12/23/13 resid:ent’s needs will be assessed on
revealed no documentation to remove her lap admission, quarterly, and with change
buddy during meals. of condition by Resident Care
Interview on 1/14/14 at 5:20 p.m. with resident SuperYlsor. Doclgl-lentatlon Wﬂl b‘e
care coordinator A revealed resident 10's lap noted in the mobility assessment in
buddy should have been removed at meal times resident’s EMR.
while she was being fed by a staff member.
Interview on 1/15/14 at 3:30 with the director Education will be provided to all
nferview on :30 p.m. .
of nursing (DON) confirmed resident 10's lap -nursu'lg staff by DON a.nd_ AD ON on
buddy should have been removed at meal times restraints and bed rail policies prior to
while she was being fed by a staff member. 2-13-14.
2. Observation on 1/15/14 at 8:40 a.m. revealed thl :
audits
resident 3 was in bed with half side rails up on MO.E. ty th of care Pla"FﬁS lfor
both sides of her bed. She appeared asleep. residents with restraints will be
completed by ADON or designee to -
Review of resident 3's medical record revealed assure documentation is on the care
no quarterly asse?sr_nents.lhad been done for the plan for physical restraints (bed
appropriate use of side rails. mobility).
Surveyor: 32332 , ) )
3. Observation on 1/14/14 at 9:45 a.m. of resident Monthly audits of Mobility
1's room revealed she had two half side rails on Assessment will be completed by
her bed. ADON or desigriee for restraint
Review of resident 1's 10/31/13 care plan ' '
revealed "1/2 side rail for bed mobility.”
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: : necessity documentation in resident’s
F 221! Continued From page 2 F 221 EMR.

Interview on 1/15/14 at 8:55 a.m. with resident
care coordinator B regarding resident 1 revealed:

*There were two half side rails on her bed. Monthly audlts will be completed by

*She used them for repositioning. ADON or designee of staff
*She would have been assessed upon admission compliance with appropriate use of
to see if she would need them for repositioning. ' bed rails (bed mobility) and any

| *They had not completed any written
assessments on side rails as they were not
considered a restraint.

physical restraints currently in use.

. Audits will be reported quarterly to
Interview on 1/15/14 at 3:15 p.m. with the DON the QA Committee by ADON until

i%eale%: e _ 4 uson admiss! advised to discontinue reporting by
residents had been assessed upon admission the QA Co Hee.

to determine if they needed the side rails for
reposntlonlng

*Resident 1's side rail use had not been
reassessed periodically, because the provider
had not considered half side rails a restraint.

Surveyor: 32335

4. Observation on 1/14/14 at 7:45 a.m. of reS|dent
6's room revealed.she had two half side rails on
her bed. ‘

Review of resident 6's 12/24/13 care plan
revealed no mention of half side rails on her bed.

Review of resident 6's undated cardex care plan
revealed she had two half side rails on her bed
that she used. There was no mention of why she
had needed them. '

Interview on 1/15/14 at 8:15 a.m. with resident
care coordinator B regarding resident 6 revealed:
*There were two half side rails on her bed.

*She used them for repositioning.

*She would have been assessed upon admission
to see if she would need them for repositioning.

| *They would have requested a physician's order

FORM CMS- 2567(02 -99) Previoiis Versions Qbsolste Event ID:8F0O311 Facility iD: 0059 . If confinuation sheet Page 3 of 18
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Continued From page 3 .

at that time,

*They had not completed any assessments on
side rails as they did not think they were a
restraint,

5. Interview on 1/15/14 at 3:00 p.m. with the DON
and resident care coordinator A regarding bed
side rails revealed:

*They had residents that had half side rails on
their beds for repositioning.

*Residents would have been assessed upon
admission to determine if they needed the side
rails for repositioning while in bed.

*Resident 6 had been admitted in 2008 but had
been discharged to the hospital a few times.
*Resident 6 would have been reassessed for bed
side rails at those times of readmission but nct on
a quarterly basis.

*No residents had béen assessed on a quarterly
basis as they did not think side rails were a
restraint. '

*They agreed half side rails could prevent
residents from getting out of bed if they had
reduced mobility.

Review of the provider's May 2013 Accidents,
Falls, and Safety policy revealed bedrails would
be used only if necessary to meet resident's
needs. Full and three-fourths side rails on both
sides of ihe bed were considered restraints and
required a physician order. There had been no
mention of assessing residents for any type of
side rails.

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

The services provided or arranged by the facility
must meet professional standards of quality.

F 221

F 281

Physician’s Orders (Paolicy# 1514)
was reviewed and revised to include

3/6/14
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and MARs revealed an order for an antibiotic.
There had been no date identified when the

- antibiotic medication order had been copied onto

the MAR.

2. Review of resident 18's physician’s order forms
and MARs for December 2013 revealed:

*A sliding scale insulin order for 6:00 a.m. had
been written by the physician. The computer
generated physician order printed on the MAR
had been dated 8/26/10.

*Handwritten changes to the physician's order
appeared on the November 2013 and the
December 2013 physician's order forms changing
the dose from six to twenty-three units.

*No date or initials were included on the MAR to
identify who changed the order or when the order
had been changed.
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initialing and dating transcribed
F 281 | Continued From page 4 F 281| grders . :
| ' ol 05
& ¥ If and ao's fE
This REQUIREMENT is not met as evidenced Resident 1, 6, - orders were
by: clarified with primary care physician
Surveyor: 33265 and clarified orders correctly written
Preceptor: 32332 on MAR. o
Based on observation, interview, record review, 7 an L pelsooodbr
and policy review, the provider failed to ensure Resid 19°s Feb MAR
professional standards were followed for: 6_3'9:1 eniy157s February R ,.Was
*Transcription (copying of information) of reviewed to assure physician’s order
physician's medication orders for 4 of 16 sampled entries were complete and accurate.
residents {7, 18, 19, and 20).
*Updating medication administration records N hvsici d 11
(MAR) to reflect current orders for 10of 16 cw p. ysiclan o1 §r§ Wl ©
sampled residents (1). transcribed, dated, initialed and
*Clarification of physician's orders for 10f 16 - |, 1 /| &verified o @/IPOC)& MAR per policy
| sampled resrdents (6). olan © and procedure and updated in
Findings included: care computer. prior to next printing.
1. Review of resident 7's physician's order forms.  pg/sami|?] Person responsible for printing

MPOC & MAR will verify
transcribed orders are on computer
printout and any discontinued orders
from previous month have been
removed.

Education will be provided to nurses
and consultant pharmacist by 3/6/14
regarding Physician’s Order (Policy#
1514) correct transcription of orders,
date of order, order initialed and
verified by another nurse or med aide
will be reviewed during education.
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3. Review of resident 19's physician's order forms
and MARs for November 2013 revealed: Seven
vitamin D entries had been written on the MAR.

‘| None of those seven entries included the initials

of the person copying the crders or the dates the
orders had been written,

4, Review of resident 20's physician's order forms
and MARs for November 2013 and December
2013 revealed: '

*The same computer generated physician's order
dated 5/31/11 for differing amounts of Novclin
insulin to be given in the a.m. and p.m. had been
present on the MARs for both months.

*The p.m. dose was crossed off both months by
hand. The order for the p.m. dose was then
rewritten on the MAR without the date the order
was written or the initials of the person who
copied the order.

*Two physician's orders for Ativan (muscle
relaxart medication) were handwritten on the
November 2013 physician's orders sheet and
dated 11/12/13. The two orders were then copied
onto the November 2013 MAR without identifying
who had copied the information onto the MAR.

5. Interview on 1/15/14 at 3:30 p.m. with the
director of nursing (DON) revealed:

*She agreed without initials or dates included on
handwritien eniries there was no way io irack
who had written the entry or when.

*She agreed repeated changing of the same
orders month after month should not be
continued, but should be entered into the
computer system for clarity and to prevent errors,

"1 "She stated there was no policy on transcripfion

(copying) of physician's medication orders when

orders had been changed or added.

F 281] Monthly audits of 50 physician orders

to ensure new orders arc dated
initialed and transcription verified by
another nurse or med aide will be
conducted by ADON or designee.

Audits will be reported quarterly to
the QA Committee meeting by
ADON until advised to discontinue
reporting by QA Committee.

FORM CMS-2567(02-99) Prévicus Versions Obsoléte Event-iD:8F0311

Facility iD: 0059 If continuation sheet Page 6 of 18




PRINTED: 01/28/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: A, BUILDING COMPLETED
435042 B. WING 01/15/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1002 NORTH JAY STREET

AVERA MOTHER JOSEPH MANOR RETIREMENT COMMUNITY ABERDEEN, SD 57401

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 ; Continued From page 6 F 281

Interview on 1/15/14 at 2:25 p.m. with the
pharmacist revealed:

*He could not identify when the handwritten
twenty-three units of insulin order for resident 18
had started.

*He could not identify who had made the
handwritten changes to the physician's order
forms and MARs each month.

Surveyor: 32332

6. Review of resident 1's January 2014 MAR and
the updated (11/22/13) physician's orders sheet
revealed several discrepancies:

*Phenaseptic liquid { for sore throat) with a
prescription (Rx) number:

-Had been discontinued 10/21/13 on the
physician's order sheet.

-Remained on the MAR as an active order.
*Guaifenesin DM Syrup (for coughing) with a Rx
number: '

-Had been discontinued 10/21/13 on the
physician's order sheet.

-Remained on the MAR as an active order.
*Herbal supplements at bedside without a Rx
number:

-Remained on the physician's order sheet as an
active order.

-Had been crossed off the MAR as discontinued
with no date.

*Qptifoam dressing (for pressure uicers) io right
heel without 2 Rx number:

-Remained on the physician's order sheet as an
active order.

-Had been crossed off the MAR as discontinued
with no date.

*Betadine (antiseptic) swab to right heel without a
Rx number:

-Remained on the physician's order sheet as a
active order. '
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-Had been crossed off the MAR as discontinued
with no date.

interview on 1/15/14 at 2:15 p.m. with the
pharmacist and the DON revealed:

*The computer generated physicians' orders
sheets and the monthly MARs had not been
updated to reflect the current orders.

*If the order had an Rx number the pharmacist
had been responsible for updating the MAR.

*If the order had no Rx number registered nurse
{(RN) ! had been responsible for updating the
MAR.

*RN | was new to updating the MARs and the
pharmacist and DON were unsure if she knew
how to make changes on the computer.

*There had been no policy to indicate whose job it
had been to update the MARs,

Surveyor: 32335

7. Review of resident 6's physician's order dated
1/11/14 revealed the physician had written
"Moved to palliative care [treatment that
specialized in relieving pain, symptoms, and
stress of serious illness] meds [medications]
stopped. Sugars stopped along with insulin." The
physician had signed the order, and it had been
acknowledged on 1/11/14 by staff.

Review of resident 6's January 2014 MAR
revealed:
*The MAR had not been changed to reflect the

1/11/14 physician's order to stop her medications. |

*On 1/12/14 she had been given one
antidepressant medication and one sedative
medication.

*On 1/13/14 she had been given one
antidepressant medication and one sedative

F 281
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medication.

*On 1/14/14 she had been given one
antidepressant medication and one pain
medication.

Interview on 1/15/14 at 8:15 a.m. with resident
care coordinator B regarding resident 6 revealed:
*Prior to 1/11/14 the physician had discontinued .
all of her medications except an antidepressant, a
sedative medication, and a pain medication.
*She had not known the physician had come in
on 1/11/14.

*Staff should have clarified with the physician
regarding his note on 1/11/14 to verify if he
wanted the antidepressant, sedative, and pain
medications stopped.

Interview on 1/15/14 at 2:50 p.m. with the DON
regarding resident 6 révealed staff should have
clarified the 1/11/14 physician's order regarding
the antidepressant, sedative, and pain
medications.

8. Review of the provider's September 2012
Physician's Orders policy revealed:

*All new orders would be written on the
physician's order form and on the MAR.

*Correct transcription of all new orders should
have been verified and initialed on the physician’s
order form and the MAR Dy anoiher nurse or
certified medication aide.

Review of Patricia A. Potter and Anne Griffin
Perry, Fundamentals of Nursing, 6th Ed., St.-
Louis, Mo., 2005, p. 419, revealed:

*The physician was responsible for directing
medical treatment.

*Nurses were obligated to follow the physician's
orders unless they believed the orders were in

F 281
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and plan of care.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32335

Based on record review, interview, and policy
review, the provider failed to have a coordinated
plan of care for one of one sampled resident (11)
receiving hospice services. Findings include:

1. Review of resident 11's 12/6/13 care plan
revealed one problem area that was addressed
had been "end of life concern.” The interventions
for that area had been "hospice consult - LTC
[long term care] seen by hospice staff.” The care
plan had several problem areas identified but had
not addressed who was responsible for the
interventions she had received. The care plan
had not included pain management.

Interview on 1/15/14 at 11:15 a.m. with registered
nurse C regarding resident 11 revealed:
*She worked for the hospice provider who was

Pain management was addressed and
documented by Resident Care
Supervisors per Hospice
recommendation. Resident Care
Supervisors will be responsible for
initiating and updating and educating
staff on integrated hospice care plan.
Care plan will be developed with
collaboration with Hospice nurse.

Audits will be completed on Hospice
care plans by ADON or designee to
assure Hospice care plan integrated
and identifies responsible parties for
listed interventions.

Audit will be reported quarterly to the
QA Committee by ADON until
advised to discontinue reporting by

SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 281 | Continued From page 9 F 281
error or would harm the resident.
*All orders were to have béen assessed.
*If one had been found to be erroneous or
harmful, further clarification from the physician
was necessary.
F309 | 483.25 PROVIDE CARE/SERVICES FOR F 309| Hospice Services (Policy N-255) was | 3/6/14
ss=p | HIGHEST WELL BEING reviewed. Resident #11°s care plan
Each resident must receive and the facility must was rovised 911 2/10./1'4 b__y Resident
provide the necessary care and services to attain Care Supetvisor to 1denjt1fy
or maintain the highest practicable physical, responsible parties for listed
mental, and psychosocial well-being, in interventions, § Res1dent I\ i s+he
accordance with the comprehensive assessment only hospi ce resi deat at s ﬁﬁﬁwm} ¥
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caring for the resident.

*They had completed a care plan and had given it
to the provider.

*The provider should have useditto complete a
coordlnated care plan of their own.

Interview:-and record review on 1/15/14 at 3:00
p.m. with the director of nursing and resident care
coordinator A regarding resident 11 revealed:
*The plan of care should have identified the

responsible parties for the interventions listed.

*The 12/6/13 care plan was not a coordinated
plan of care. s

Review of the provider's July 2013 Hospice
Services policy revealed:

*Hospice and the provider would integrate the
current plan of care at their first meeting.

*The irtegrated plan of care would be updated

“and revised as necessary to reflect the residént’s

current status.

*The plan of care would have included directives
for managing pain and other uncomfortable
symptoms.

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and ass'.lstance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by: '

F 309! the QA Committee.

F323) Disinfectant wipes have been

removed from resident care areas
and were placed in locked closets by
2-11-14.

Accidents, Falls and Safety (Policy
N-559) was reviewed and revised to
include locking disinfectant wipes in
cupboard or closet.

3/6/14
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Based on observation, interview, record review,
and policy review, the provider failed fo ensure:
*Disinfectant wipes were stored appropriately in
three of four hallways (A, B, and C).

*Safety tabs were in place for five of eight EZ lifts

{mechanical equipment used to transfer an
individual from one surface area to another).
Findings include:

1. Random gbservations from 1/14/14 through
1/15/14 revealed: '
*CaviWipes XL containers had been in resident
rooms A1, A3, A4, A12, and C4.
*Those wipes had also been in over the door
isolation caddys in resident rooms AA and A3 and
in hallways A, B, and C in the lift alcove areas.
*Residents with visual and cognitive (the ability to
understand) impairments resuded in those
hallways.
*Those containers had green stickers that stated
“disinfectant not for patient use."

*The label stated:

-"Hazards to humans.
-Caution; harmful if absorbed through the skin.
-Avoid contact with eyes, skin, or clothing.

-Wash hands before eating, drinking, chewing
gum, using tobacco, or using the toilet.

-First aid if oh skin: Take off contaminated
clothing. Rinse skin immediately with ptenty of
water for 15-20 minutes. Call a poison control
center or doctor for treatment advice.”

Interview on 1/15/14 at 3:15 p.m. with the
assistant director of nursing revealed the
CaviWipes XL were a disinfectant. They were
used on resident equipment and should not have
been left in residents’ rcoms.

{(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX * {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
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F 323 | Continued From page 11 F 323

All Nursing, Activities, Nutrition
and Food Service, and
Environmental Services staff will be
educated on Policy N-559 Accidents,
Falls, and Safety by 2-11-14
regarding hazards/supervision/
devices.

Monthly audits will be completed by
ADON or designee to assure all
disinfectant wipes are locked in a
closet or cupboard when not in direct
use by staff.

Audits will be reported quarterly to
the QA Committee by ADON until
advised to discontinue by the QA
Committee.

EZ Stand Lift (Policy N-325) was
reviewed and revised to include
checking that the safety tabs are in
place prior to life use. Staff will be
educated on verifying safety tabs are
in place and replacing safety tabs
prior to use. Education will be
provided by DON and ADON by
2/11/14. Supply of safety tabs
placed in nursing supply closet.
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Review of the provider's May 2013 Accidents, Plant operations informed they must
Falls, and Safety policy revealed cleaning use the manufactar tati
supplies and chemicals should have been stored se. © 1 c e_r preventa _Ve
in a locked cupboard when not in direct use or maintenance checklist for the lifts.
observed by staff.
3 Monthly audits will be completed by
2. Random qbservatlons from 1/14/14 through ADON or designee to monitor
1/15/14 revealed: ; . .
*In hallway A: compliance with safe‘Fy tabs being
-The first resident lift had no safety tabs. present on EZ stand lifts and that
-The second resident lift had one out of two quarterly preventative maintenance
safety tabs. checklists are completed.
*In hallway B:
-The two residént lifis had no safety tabs. i .
*In hallway C: Audits will be reported quarterly to
-One of the two lifts had no safety tabs. the QA Committee by ADON until
: advised to discontinue reporting by
S{jfety tabs were used to pr_event the ha‘rne§s or the Q A Committee.
sling from slipping out of the hook and causing .
injury to the residents.
interview on 1/15/14 at 2:00 p.m. with
maintenance technician G revealed:
*There were two lifts on each haliway for a total of
eight.
*The safety tabs wefe an ongoing problem,
*The safety tabs either broke off or staff had been
taking them off, because they had not liked them.
*He had not been notified by anyone recently that
the safety tabs had been broken.
*The lifts were on a quarterly maintenance
schedule.
Review of the 2013 resident lift maintenance logs
revealed:
*Safety tabs were not on the list to be inspected.
*The lifts had been checked on a quarterly basis.
*Entries had been made for when items were
_ replaced such as batteries. T _
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Based on a resident's comprehensive

- assessment, the facility must ensure that a '
 resident -

(1) Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible; and

{2) Receives a therapeutic diet when there is a
nutritional problem.

This REQUIREMENT is not met as evidenced
by

Surveyor: 32332

Based on observation, interview, and record
review, the provider failed t¢ address the nutrition
needs for one of two sampled residents (1) with
pressure ulcers. Findings include:

1. Review of resident 1's medical record
revealed:

*A history of pressure ulcers fo her butfocks and
right heel.

*A low albumin level {to indicate if the body was
absorbing protein) of 2.8 (normal level would
range from 3.8 - 5) on 10/2/12.

*A low total protein level of 5.6 (normal level
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*There had been no eniries that stated the safety :
tabs had been replaced on any of the lifts.
Review of the manufacturer’s maintenance
checklist revealed safety tabs were to be checked
to make sure they were not torn or broken.
F 325 48 25() MANTAIN NUTRITION STATUS F325| Resident#1: Staff Dietician 36714
§8=D reviewed EMR (Electronic ’

Medical Record} and visited with
resident to educate on nutritional
needs to promote healing and
obtained her preferences for
intervention options. Nutrition-
related labs and addition of a
multivitamin with iron were
requested from physician;
approval received and orders
carried out. Nutrition assessment
and EMR documentation was
completed. Resident agreed to
additional nutrition interventions
to promote healing. Plan of Care
was updated. These tasks were
completed by Staff Dietician
2/6/14.

Reviewed Plans of Care, nutrition
interventions in place, and -
documentation for other residents
with pressure ulcers present in
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F 325 | Continued From page 14 F325| facility. Visited with residents to
would range from 5.9 - 8.4) on 6/19/12. educate on nutritional needs and
;I;l?a\i‘ﬁsgler albumin or protein levels had been reviewed theilf planned
*Both ulcer areas had been treated in November interventions of choice which will
2012 with Juven (a dietary protein supplement for promote healing of skin concems
wound healing). : ' These tasks were completed by/l +he 54-.«,-(—9
*Both areas were documented as healed in 2/6/1 4 dretiiki s Y
January 2013. t’é'lf""“”‘-ﬂ
*Juven had been discontinued on 1/24/13.
Steps for improving management
Review of resident 1's physician's orders of residents at high risk for
indicated treatment on: _ pressure ulcers:
*9/20/13 for an open ulcer to her right heel.
*10/16/13 for a right heel blister. - .
*11/13/13 further treatment for the right heel. Wound Care Specialist will be
*12/4/13 open left buttocks. included in the monthly
*12/30/13 reopened left buttocks. Interdisciplinary Team Summary
*1/13/14 the buttocks were healed. email for “Residents at High Risk
Review of the registered dietitian’s (RD) for Skin Breakdown” in facility.
documentation regarding resident 1 revealed:
*On 2/5/13 she had talked with her regarding a Staff dietician will continue
protein supplement. Resident 1 agreed to try to nutrition interventions, resident
eat more meat and milk. .
*No further discussion or education with the education, and EMR
resident regarding protein concerns after ] documentation until follow-up
February 2013. nutrition-related labs or improved
*On 5/7/13 she removed resident 1 from her health condition indicates the
high-risk charting list, because her pressure resident no longer has a risk of
ulcers had healed. She had documented the: Iin breakd
resident's Braden score had been a 13 (mdlcatlng SK111 Breakcowi.
she was at risk for pressure ulcers). )
*On 11/5/13 she had documented the residents Residents with repeated
albumin level from 10/20/12 had been "severely occurrence of pressure ulcers will
depleted.” The resident's nufritional health had e 1o .
been mildly compromised due to her continued be kept on the_: monthly high risk
weight loss, chronic edema (fluid retention), and
leaving part of her meals uneaten.
“Dietary assessments from 1/24/13 through
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F 325 | Continued From page 15 - F325 chartlist? by the st diekition.
12/12/13 indicated goals to return the resident's 4 PE)zaH Jry

faboratory test resuits to within normal limits and

" Auditgwill Hl
for her to have gradual weight loss. Au ItSAWl be completed monthly

by Certified Dietary Manager, or
Observation on 1/14/14 and on 1/15/14 during the designee, and reported at quarterly -

noon meal revealed resident 1 received only

water for a beverage. Quality Assurance Committee

Interview on 1/14/14 at 5:20 p.m. with the RD meetings by ADON until advised:
regarding resident 1 revealed: ' to discontinue by the Quality

*The resident had received a protein supplement Assurance Committee.

last January 2013. :

“The protein supplement had been stopped, X[

because her pressure ulcer had healed. .

*The resident had stated she had not wanted to ol the do Cmmhlm ot .
gain weight. < dent s nuctri o e ducation
*The resident had not received additional protein e aer .

in her dit. and inderventions

*She had not discussed other protein options with 'oglsom}{’jj'

the resident.
*She had not been supportive of the resident's
weight loss.

Interview on 1/15/14 at 11:20 a.m. with
occupational therapist/wound nurse H revealed:
*She lefi the dietary recommendations to the
dietitian.

*She was not aware Juven had been
discontinued, and resident 1 was not receiving
proiein suppiemenis. "Thai was an oversight."
*She agreed the resident's heel and buttocks
scarring would be an ongoing issue, and the
resident "Wouid remain hi-risk forever."

Review of Patricia A. Potter and Ann Griffin Perry,
Fundamentals of Nursing, 6th Edition, Mosby, St.
Louis, Mo, 2005, revealed on page 1526:
*'Clients with potential for or actual decreased
serum albumin levels or poor protein intake need
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a nutritional evaluation to ensure proper caloric
intake.”
**A client can lose as much as fifty g [grams] of
protein per day from an open, weeping pressure
ulcer.” '
*Increased protein intake helps rebuild epidermal
tissue. Increased calaric intake helps replace
subcutaneous tissue.”
e ey ENCY & TIMELINESS F387  physician Visits (Policy# 1511) 306714
- , reviewed. Residents’ #7 and #10
The resident must be seen by a physician at least physician visits are current.
| ohce every 30 days for the first 90 days after _
admissiqn, and at least once every 60 days The Medical Director will complete
thereafter. . R ;
the required visits if the attending
A physician visit is considered timely if it occurs physician has not made the visits
not later than 10 days after the date the visit was within the required timeframe. A
required. letter will be sent to all physicians
who regularly admit to the facility
This REQUIREMENT is not met as evidenced reminding them of the requirements
by: and of the Medical Director’s
Surveyor: 33265 | obligation to see residents when the
Preceptor: 32332 _ attending physician fails to meet
Based on record review, interview, and policy required visit imeframes.
review, the provider faiied to ensure a physician's q i & ohysician visiYS
visit had been completed on residents every sixty ofallresides F 7> JP-':' oo} T
days for 2 of 13 sampled residents (7 and 10) Audits,will be compiete by they,
reviewed. Findings include:  ADON or designee to track p"’";) : fy
' & 4/33‘
1. Review of resident 7's complete medical record physician visit compliance.
revealed: . . ‘ )
*Physician assessments had been completed on Audits will be reported quarterly to
7/20/13, 10/3/M13, and 12/30/13. the QA Committee by the ADON
*There had been seventy-five days between the
7/20/13 and 10/13/13 assessments.
-This assessment had been fifteen days late.
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Continued From page 17

*There had been eighty-eight days between the
10/13/13 and 12/30/13 assessments.

-This assessment had been twenty—elght days
late.

Interview on 1/15/14 at 3:30 p.m. with the director

L of nursing revealed:

*The physician should have seen the resident at
least every sixty days.

*She had not been aware there were periods of
time longer than sixty days during which the
resident had not had a physician visit.

Review of the provider's revised September 2012
Physician's Orders policy revealed "physician's
orders must be reviewed every sixty days with
physician visit."

Surveyor: 18560

2. Review of resident 10's medical record
revealed her physician had visited her on 8/11/13
and 11/12/13,

Interview on 1/14/14 at 5:30 p.m. with resident
care coordinator A confirmed resident 10's
physician had not visited her within the sixty day
required time frame.

F 387
QA Committee.

until advised to discontinue by the

FORM CMS-ZSST(UZ—QQ) Previous Versions Obsclete

Event 1D: 8FO311

Facility 1D; 0059

if continuation shest Page 18 of 18




PRINTED: 01/28/2014
FORM APPROVED
OMB.NO. 0938-0391

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

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2’) MULTIPLE CONSTRUCTION {X3) DATE SUR_VEY'
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
435042 B. WING 01/1512014
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1002 NORTH JAY STREET

AVERA MOTHER JOSEPH MANOR RETIREMENT COMMUNITY ABERDEEN, SD 57401

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
K 000 | INITIAL COMMENTS K 000 F

Surveyor. 14180

A recertificationh survey for compliance with the
Life Safety Code (LSC) (2000 existing heaith care
occupancy) was conducted on 1/13/14. Avera
Mother Joseph Manor Retirement Community
(building 01) 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 1/15/14 upon correction of the deficiencies
identified below.

Please mark an "F" in the completion date
column for those deficiencies identified as
meeting the FSES to indicate the provider's
commitment to continued compliance with the fire
safety standards.

K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K 028 ‘ F
$5=C
Door operiings in smoke barriers provide a
minimum clear width of 32 inches {81cmj for
swinging or horizontal doors. Vision panels are of
fire-rated glazing or wired glass panels and steel
frames. 19.3.7.5,19.3.77

This STANDARD is not met as evidenced by:
Surveyor: 14180

Based on observation, measurement, and record
review, the provider failed to maintain at least 32
inches of clear width for one set of randomly
observed smoke barrier doors (between the 1961
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AVERA MOTHER JOSEPH MANOR RETIREMENT COMMUNITY

K 028 | Continued From page 1 K028
original building and the 1980 addition) opening.
Findings include:

1. Observation at 9:00 a.m. on 1/15/14 revealed
 the cross-corridor doors from the 1961 original
building and the 1980 addition measured 30
inches in clear width. Review of the previous
survey report revealed those doors were part of
the original construction.

The building meets the FSES. Please mark an
"E" in thie completion date column to indicate the
provider's intent to correct deficiencies identified
in K0O0O.

K 032 | NFPA 101 LIFE SAFETY CODE STANDARD K 032 F
55=C
Not less than two exits, remote from each other,
are provided for each floor or fire section of the
building. Only one of these two exits may be a
hotrizontal exit  19.2.4.1,19.2.4.2

This STANDARD is not met as evidenced by:
Surveyor: 14180

Based on observation and record review, the !
provider failed to maintain at least two exits from |
the second levei. Findings include:

1. Observation at 10:30 a.m. on 1/15/14 revealed
the second level was not equipped with a
conforming exit. The east and west stair
enclosures discharged into the main level corridor
system. Review of previous life safety code :
surveys confirmed those findings. i

1
I
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Continued From page 2

The building meets the FSES. Please mark an
"EF" in the completion date column to indicate
correction of the deficiencies identified in KOOO.
NFPA 101 LIFE SAFETY CODE STANDARD

Exit components (such as stairways) are
erclosed with construction having a fire
resistance rating of at least one hour, are
arranged to provide a continuous path of escape,
and provide protection against fire or smoke from
other parts of the building.  8.2.5.2, 19.3.1.1

This STANDARD is not met as evidenced by:
Surveyor. 14180

Based on observation and record review, the
provider failed to maintain a one-hour
fire-resistive path of egress from the second level
to the exterior of the building. Two randomly
observed stair enclosures discharged into the
main leve! corridor system. Findings include:

1. Observation at 11:00 a.m. on 1/15/14 revealed
the east and west sécond level stair enclosures
discharged into the main level corridor system. A
one-hour fire-resistive path of egress was not
provided to the exterior of the building. Review of
the previous life safety code survey confirmed
that finding.

The building meets the FSES. Please mark an
"F" in the completion date column to indicate
correction of the deficiencies identified in K000.

K032

K033
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Surveyor. 14180

A recertification survey for co*qphance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted on 1/15/14. Avera
Mother Joseph Manor Retirement Community
(building 02) was found 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
in conjunction with the provider's commitment to
continued compliance with the fire safety
standards.
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K 000

INITIAL COMMENTS

Surveyor: 14180
A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing heatth care
occupancy) was conducted on 1/15/14. Avera
Mother Joseph Manor Retirement Community
(Building 03) was found 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

in conjunction with the provider's commitment to

continued compliance with the fire safety
standards.

1

K 000

LABORATORY DIRECTOR S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

)ﬁ/\_‘

(X6) DATE

Any deficiency statement end:ng with an asterisk
other safequams Dl’o‘llﬁe summicient protecHon o g hie patiens.

(9 den F%‘a‘*ef.c

cy which the

following the date of survey whether or not & plan of correction is provided. |
days following the date these documents are made available to the facility.
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event 1D: 8FO321

gf‘ cg%ni&atu

age 1

Og ?j\met

L b




e =3 R AT PRINTED: 01/28/2014
. . ¢ E:k § éﬁ g Rﬁ e FORM APPROVED
SOUTH DAKOTA DEPARTMENT OF HEALTH bt | B ke b ks
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA X2) MULTIPLE GONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IMENTIFICATIGN NUMBER: @) ( )COMPLETED
A. BUILDING
B. WING
10590 01/15/2014
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
AVERA MOTHER JOSEPH MANOR RETIREMENT C| 1002 NORTH JAY STREET
_ . ) ABERDEEN, SD 57401
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENCY)
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asterisk per 2/24/14
telephone to facility
Surveyor: 18560 administrator and DON.
Alicensure survey for compliance with the PE/SDDOH/JJ
Administrative Rules of South Dakota, Article _
44:04, Medical Facilities, requirements for
nursing facilities, was conducted from 1/14/14
through 1/15/14. Avera Mother Joseph Manor
Retirement Commniunity was found not in
-| compliance with the following requirements:
$236 and S314.
S 236 | 44:04:04:08.01 TUBERCULIN SCREENING S 236 o
REQUIREMENTS The Pre-employment Physical 3/6/14

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

(1) Each new healthcare worker or resident shall
receive the two-step method of Mantoux skin test
to establish a baseline within 14 days of
employment or admission to a facility. Any two
documented Mantoux skin tests completed
within a 12 month period prior to the date of
admission or employment shall be considered a
two-step. Skin testing is not necessary if
documentation is provided of a prévious positive
reaction of ten mm induration or greater. Any
new healthcare worker or resident who has a
newly recognized positive reaction to the skin
test shall have & medical evaluation and a chest

(Policy E#10) has been revised to

all new hires. ¥ The pelic
wi %&myﬁy&o heal

All new employees for Avera

the facility.

employees hired will be auditedaon

state the two step tuberculin skin test
will be completed within 14 days of
employment. This policy was put in
place effective January 16, 2014 for -

was reviewed
nuirses. PE[sapor ]S

Mother Joseph Manor will have their
first tuberculin skin test administered
before their arrival for orientation in

The charts of the next 6 new  y by el
hedl+h nwses

vy o A—

A g

TITLE

; : ) . = 5005 HITF
X-ray to determine the presence or absence of day 14 following hire dates to assure /s

the active disease; that the policy is being followed. If

there is-an exception, it will be

This Rule is not met as evidenced by:

Surveyor: 32331

Based on record review, interview, and policy

review, the provider failed to ensure two of five

sampled staff members (E and F) received a
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$ 2361 Continued From Pége 1 S 236
. ' documented as to why and steps

two—stgp Ma.nt(_)ux tuberculin (TB) skin test or TB taken to give second step within

screening within fourteen days of employment. ble & fi £14d

Findings include: reasonable time Irame 0 ays.

1. Review of staff member E's complete Following initial 6 new hires, we

employment record revealed: will audit one new employee per

*The date of hire was 8/15/13. month

*The TB skin test done had been completed
twenty-nine days after being hired. o
Audits will be reported by the

2. Review of staff member F's complete ADON to the gquarterly QA
employment record revesled: Committee until advised to

*The date of hire was 8/2/13. . . by the OA C m
“The TB skin test done had been completed discontinue by the QA Commuttce.

twenty-seven days after being hired.

3. Interview on 1/15/14 &t 11:05 a.m. with
registered nurse D revealed:

*The date of employment was the same date as
the date of hire for the above employees.

*The TB skin tests were to have been given for
those employees:

-On the first day of employment for the one-step
TB skin test. _ '
-Within fourteen days of employment for the
two-step TB skin test.

*She did not know why those employees had not
been given their TB skin tests in a timely
manner.

Interview on 1/15/14 at 4:05 p.m. with the
director of nursing revealed she expected the
policy for the TB screenings for the new
employees to have been followed.

Review of the provider's revised March 2010
Exposure Control Plan Tuberculosis Control
Program for Employees and Residents policy
revealed each new healthcare worker should
have received the two-step method of Mantoux
skin testing within fourteen days of employment.
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S 236 | Continued From Page 2 S 236
S 314/ 44:04;08:03.01 -Drug Therapy Reviewed S 314 Pharmacist Consultant — 3/6/14
Monthly Consultation and Education (Policy#
1903) was reviewed and revised to
Thie pharmaceutical service must be under the include pharmacist writing
supervision of a licensed pharmacist who is recommendation or no
rcespgpsigle to "h; adm_ir:{s;@;egor f%r'éjaii\:)eloﬂ:?r’ol recommendation next to pharmacist
oordinating, and supervising medi nc . . .
The pharmacist must review the drug regimen of signature Ons‘il;l; Phﬁmcmn S Oi?f;
each nursing facility resident...at least monthly. Sheet;f Revk fo :/ was '; "5 P e
The pharmacist must review, at a minimum, < with the Conml-!u Prarmecis?:
the...resident's diagnosis, the drug regimen, and ofall Monthly audits ,,Wlll be completed by
any pertinent laboratory findings and dietary physiaen’s ADON or designee of compliance
considerations. The pharmacist must report prher ith C ltant Ph <t
potential drug therapy irregularities and make cheeks with Lonsullant Fiarmacts
recommendations for improving the drug therapy JEI sl documentation on Physician Order
of the residents...to the attending physician and sheet.
the administrator. The pharmacist must '
document the review by preparing a monthly . -
report of the potential irregularities and Audits will be _reported quarterly t.o
recommendations. The administrator must retain the _QA Con}mlttet_a by ADON until
the report in the nursing facility... advised to discontinue by the
Committee.
This Rule is not met as evidenced by:
Surveyor: 32332
Suweyor: 33265
Preceptor: 32332
Based on interview, the provider failed fo ensure
the pharmacist completed and documented the
results of monthly reviews for all residents.
Findings include:
1. Interview on 1/15/14 at 2:25 p.m. with the
pharmacist and the director of nursing revealed
the pharmacist: _
*Signed the physician's order sheet under the
space tiled "Complete Entries Checked™ monthly
STATE FORM . XG9511 If continuation sheet 3 of 4
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S 314 | Continued From Page 3 S 314

to indicate he had completed his monthly review.
*Had no policy that stated his signature in the
space titled "Complete Entries Checked” on the
physician’s order sheet signified he had
completed a monthly review.

*Had not documented in the resident’s chart
when there were no concerns found during his
monthly review.

*Had not thought he needed to document in the
resident's chart when there were no concerns
found during his monthly review.
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