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Surveyor: 12218

| Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44.04, Medical Facilities, requirements for
nursing facilities, was conducted from 3/24/14
through 3/26/14. Lake Andes Health Care Center
was found in compliance.
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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: 32332

Based on observation, interview, record review,
and policy review, the provider failed to have a
program in place to supervise ten of fen residents
(7,11, 12, 13, 14, 15, 16, 17, 18, and 19)
receiving active range of motion exercises in one
of one restorative room. Findings inciude:

1. Observation on 3/26/14 at 8:10 a.m. of resident
12 on the NuStep exercise bike in the restorative
room revealed there had been no staff person
present to supervise the exercise activity.
Interview with resident 12 at that time revealed:
*She stated "} do the exercises myself, { do it all
myself."
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HICS00H | IV
A recertification health survey for compliance with F323 m
42 CFR Part 483, Subpart B, requirements for
long term care facilities, was conducted from ]
3/24/14 through 3/26/14. Lakes Andes Health 1. Residents 7, 11, 12, 13, 14, 15,
Care Center was found not in compliance \xxith the 16,17, 18 and 19 have been
following requirements: F323, F371, and F441.
F 323 | 483.25(h) FREE OF ACCIDENT F 323 ”’m‘“’ed from the ac“,q’ it MW ey o
ss=E | HAZARDS/SUPERVISION/DEVICES program ¥V ay 9, 2014
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2. Individual residents w%,}m (LY
continue to be assessed"pnor to usm
of equipment for safe and
independent use for exercise, with
a change of condition and
quarterly. Care plans will be

reviewed and revised® -H\% RN’S !
Y%

3. Clinical staff will be re-
educated to this process by the
DNS on April 21, 2014.

e

4. DNS and/or her designee will
monitor independent resident use
of exercise equipment three times
per week for 2 months and then
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*She put herself on the exercise bike.
*She transferred herself off the bike when she
was done.

Random observations from 3/24/14 through
3/26/14 revealed there was not a staff person
who was stationed in the restorative room. There
was no staff monitoring the exercise and safety of
residents that were exercising in there,

Review of the provider's personnel list revealed
the director of nursing (DON) was also the
restorative nurse. Review of the provider's
3/26/14 daily staff assignment sheet revealed a
restorative staff member had not been assigned
to supervise the exercise activity.

Review of the individual March 2014 restorative
recerds for residents 7, 11, 12, 13, 14, 15, 16, 17,
18, and 19 revealed staff members had
documented the number of minutes each resident
had exercised and signed each record.

Interview on 3/26/14 at 2:00 p.m. with the DON
revealed:

*There had been no restorative aide since
September 2013 due to staff cuts.

*The residents performed the active range of
motion exercises (including the exercise bicycle
and wall pulleys) ihemseives In the therapy room.
*The restorative responsibilities had been given
fo the certified nurse aides (CNA).

*The CNA would instruct each resident when it
was time to do their exercises.

*The residént wolild go to the restorative room
and perform exercises on their own.

*Only one resident received assistance on and off
the the exercise equipment.

*Resident 14 exercised during the night. He

weekly thereafter. DNS and/or her
designee will audit three residents
records for completed assessments
and care plan updates for
independent use of exercise
equipment three times per week
for two months and then one
resident weekly thereafter. DNS
and/or her designee will report the
data to the quarterly Quality
Improvement Committee for
review and further
recommendations.
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would leave a note on the DON's door informing
her how long he had exercised.

*The CNAs were unable to remain in the room to
supervise the resident exereising because they
had duties on the floor.

Review of the provider's undated Restorative
Nursing Care Policy and Procedures had no
mention of staff supervision or resident safety.
483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

{1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Surveyor: 12218
Based on observation, interview, and policy
review the provider failed to develop a system for
monitoring:

*“Who was responsibie for checking temperatures
in two of two resident supply refrigerators and
three of four individual resident (2, 4, 15, and 22)
room refrigerators.

*When and how often refrigerator temperatures
for the above were chéecked and documerited by
the designated staff member.

Findings include:

F 323

F 371

¥371

1. Facility guidance was
reviewed/revised for system

changes regarding
monitoring daily
temperatures of resident
use refrigerators, individual
resident refrigerator
temperatures and cleaning
of refrigerators.
Designated staff position
responsible is assigned.
Resident use refrigerators
will have daily temperature
checks documented on the
individual temperature log
for that refrigerator
including cleaning daily by

May 9, 2014
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1. Observation on 3/25/14 at 12:25 p.m. of the
resident food supply refrigerators in the Haven
dining room and in the beauty shop room
revealed:

*Undated food items and beverages.

*No temperture log record at either refrigerator.

Interview and observation on 3/25/14 at 2:00 p.m.
with the certified dietary manager regarding the
above two resident supply refrigerators revealed:
*Only juice and milk was supplied by dietary to
the Haven refrigerator.

*After the secured unit had been discontinued
she had not stored any supplies other than milk
and juice in that refrigerator.

*She did not think she was responsible for
checking or cleaning that refrigerator.

*She did not know where the termperature log was
kept or if one had been maintained.

*She supplied the r efrigeratoi"“k"é“}j’f"ﬁtﬁé“b”eral‘i‘tr"'"' T

shop room with the morning, afternoom, and
evening snack trays. Those snack trays were
supposed to have been labeled with the date and
nouishment time.

2. Observation throughout the survey from
3/24114 to 3/26/14 of the small refrigerators in
four resident (2, 4, 15, and 22) rooms revealed
there were no temperature logs on any of those
refrigerators.

interview with the director of nursing (DON) at
1:30 p.m. on 3/26/14 revealed the activity director
was supposed to have been checking the
resident's refrigerators. She staigd one resident
kept her own daily refirgerator temperature log.

Interview at that time with resident 22 revealed
she had kept a daily log and showed it to the

the Dietary Manager or her
designee.

2. Individual resident
refrigerators located in
resident rooms will have
daily temperature checks
documented on the
individual temperature log
for that refrigerator
including daily cleaning by
the Charge Nurse. Logs
will include checking for
dating and rotating of

—— —foodiquid-items as needed. | -

DNS and Administrator
will train staff to the
updated gunidance and
system changes on April 21,
2014,

Administrator and/or his
designee will audit all
refrigerators both personal
and supply three times per
week for two months for
cleanliiness, documented
temperatures and
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F 371 Continued From page 4 F 371 labeled/dated food/liquid
surveyor. The DON found seven pages of her it dth K
temperature-logs. She also found four other Hems an on weekly
pages of "resident Fridge temperature™ thereafter. Administrator
logs.There was no i_dentiﬁcation on those sheets and/or his designee will
as to whom the refrigerator or refrigerators
belonged. report the data to the
quarterly Quality
Interview with the activity direector at 1:50 p.m. 1 tC it
on 3/26/14 revealed she did not know she was mprovement Lommittee
supposed to have checked refrigerator for review and further
temperature_s daily and kept a record. She had recommendations.
not been doing that.
Review of the provider's November 2006
policy/procedure for cleaning/temping resident
fridges revealed:
“Tempting of fridges:"
~Temperature sheet will be put out on each fridge
by Activity personel each month.”
-"Temperatures of each fridge will be documented
daily on sheet by activity personel. Temperature
will be at 38 - 41 degrees Fahrenheit or will be
adjusted as needed.”
-"Independent residents will be aliowed to
document their own on sheet if, they would like."
“"Maintenance supervisore will be notified if
problems oceur with the fridge.”
-"Temperature sheets that are removed will be
brought to dietary manager when removed.” F441
*'Cleaning fridges:"
~"Activity personel will wipe out fridge as needed 1. Disinfection of the
when documenting temps.” :
-"Activity personel will check for dates on food Whl_rlp001 pr?cedures were
and get rid of any out dated items when doing reviewed/revised for
temps." compliance with
-"Housekeeping will clean fridges every month fact
along with room sanitation.” mapulacturer
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 recommendations and
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§S=& | S8PREAD, LINENS all bath aides were re- a9, 2014
Y 7,
The facility must establish and maintain an educated to manufacturer
infection Control Program designed to provide a recommendations and
safe, sanitary and comfortable environment and d .. .
to help prevent the development and transmission procedures for disinfection
of disease and infection. of the whirlpool tub. All
(a) Infection Control Program clm'lcal staff and .
The facility must establish an Infection Control maintenance staff will be
Program under which it - re-educated to the
(1) Investigates, controls, and prevents infections . - .
in the facillty; whirlpool disinfection
(2) Decides what procedures, such as isolation, procedures and
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective manufacturer.
actions related to infections. recommendations and
rocedure on April 21
(b) Preventing Spread of Infection sﬂ 14. DNS d/p b ’
(1) When the Infection Gontrol Program . andg/or her
determines that a resident needs isolation to designee will monitor three
;)Sr;el\;lta:i r’i!;er:;rde:i of infection, the facility must staff three times per week
(2) The facility must prohibit employees with a for proper disinfection of
communicable disease or infected skin lesions the whirlpool tub for two
from direct contact with residents or their food, if h d th Kl
direct contact will transmit the disease. months and then weekly
(3) The facility must require staff to wash their thereafter.
hand_s aﬁtlar. eaf:h_dir_ect. res.'fdent conta?t for which The data will be presented
hand washing is indicaied by accepted )
professional practice. to the quarterly Quality
- Improvement Committee
¢} Linens .
Personnel must handle, store, process and for review and further
transport linens so as to prevent the spread of direction.
infection.
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This REQUIREMENT is not met as evidenced
by:

Surveyor: 32332

Based on observation, interview, and policy
review, the provider failed to:

*Follow the manufacturer's recommendation for
disinfection of one of one whirlpool bathing tub.
*Ensure aseptic {clean) technigue was used for
two of three residents (20 and 21} receiving
dressing changes by one of one nurse performing
dressing changes.

*Ensure clean resident use supplies were stored
in a sanitary environment.

*Maintain proper storage for resident's personal
care supplies for all residents receiving baths.
Findings include:

1. Observation on 3/25/14 at 11:00 a.m. of CNAB
disinfecting a whirlpool tub revealed she:

*Turned the tub selector to fill the jets with the
pre-cleaner. She stated she allowed it to remain
on for "a couple minutes."

*Then turned the switch o apply the disinfectant.
*Brushed the tub down with a scrub brush,
*Siated she allowed the disinfectant to remain in
the tub "a minute or so" befare she rinsed the tub
with water.

Review of the provider's Apoiio Air Spa Bath
Disinfecting Process located on the side of the
tub revealed the disinfectant solution was to
remain on the tub surface and chair for ten
minutes for proper disinfection.

2. Ohservation on 3/26/14 at 2;35 p.m. of a
dressing change for resident 20 revealed RN A
*Placed the resident's dressing supplies including
scissors, tape, and gauze on a quilt resting on the
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F 441| Continued From page 6 F 441 2. Nurse was observed

placing resident dressing
supplies identified on the
arm of the recliner with no
clean barrier under the
supplies. The identified
nurse was re-educated by
the DNS on 3-26 regarding
proper clean wound care
and infection control
procedures. All nurses will
be educated on proper
wound care procedures on
April 21, 2614. The DNS
and/or her designee will
monitor two nurses weekly
for clean wound dressing
and infection control
procedures for two months
and then one nurse weekly
thereafter. The data will be
presented to the quarterly
Quality Improvement
Committee for review and
further direction.

3. Soiled utility room across
from the nurse’s station
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F 441/ Confinued From page 7 F 441 revealed clean nursing
arm of her recliner. . . .
*Had not placed a clean barrier under the supphes stored fn soiled
supplies. utility room which also
*Then used the supplies to dress the wound. contained a soiled laundry
Observation on 3/26/14 at 3:30 p.m. of a dressing chute. All clean items
change for resident 21 revealed RN A: identified were removed
hzlfrc::rflii rt]lf; bandage scissors on the footrest of from the soiled utility room
*Removed the gauze dressing from the package on April 21, 2014 and
and placed it directly on the resident's bedside placed in a new clean
table. .
*Then placed the gauze dressing on the wound storage room. All staff will
site. _ be in serviced on the proper
V\iﬁj the scissors to cut tape to apply fo the storage on soiled and clean
There had been no clean barrier between the items in the proper utility
supplies and the furniture. room on April 21, 2014.
Review of the provider's undated Clean Wound Soiled utility rooms will
Care Policy and Procedure revealed the nurse only be used for soiled
was to gather and set-up supplies in the . o3s
resident's care area, and establish a clean field m?ms and clean utility room
using either linen or plastic. ~ will only be used for clean

) _ 3 items. The ED*ill monitor
3. Observation on 3/26/14 of the soiled utility . .
room across from the nurses’ station revealed the compliance with the clean
following nursing supplies were in the room Y d{g\%ﬂﬁ, N\)’r\\mm my
inclu_dmgi L and soiled utility room for
Oxygen tanKks. )
*Oxygen concentrators. proper storage two time per
*Suction machines. day three times per week
*Nebuiizer machines.
*Syction tubing. for two months and then
*Oxygen tubing. two times per week there
*Clean urine col]'ectlon hats. after. The data will be
Clean bath basins.
*Two gallons of distilled water stored under the
sink that was to have been used with oxygen
FORM CMS-2567(02-99) Previous Versions Obsolefe Event ID: PM5Q1 Facility ID: 0062 If continuation sheet Page 8 of 9
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F 441 | Continued From page 8 F 441 presented to the quarterly

equipment.
That soiled utility room also contained a soiled
laundry chute. :

4. Observation on 3/26/14 of the medication room
revealed residents’ personal care supplies were
being stored under the sink that included:

*Hair conditioner.

*Razors.

*Mouthwash.

*Deodorant.

*“Two gallons of distilled water.

5. Interview on 3/26/14 at 11:00 a.m. with the
director of nursing revealed:

*Her expectation would have been the
disinfectant would have remained on the whirlpool
tub for at least ten minutes.

*Her expectation would have been for dressing
supplies to have been placed on a barrier to
prevent cross-contamination.

*She agreed clean supplies should not have been
stored in a soiled utility room.

*She agreed resident's personal care items
should not have been stored under the sinks.

Quality Improvement
committee for review and
further directionX \Cf\} “ﬂ\( bNS -
W}%WJ
4. Medication Room revealed
residents personal supplies.
Items identified in the
medication room were
immediately removed and
have been placed in the
clean storage room. The
distilled water was also
immediately disposed of.
No personal items will be
stored in the medication
room and all nurses have
been educated on the
proper storage of resident
personal items on April 21,
2014. The data will be
presented to the quarterly
Quality Imprevement
Committee for review and

further directiond (N7 INS.
B ME
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K 000 | INITIAL COMMENTS K 000
Surveyor. 14180
A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care K020
occupancy) was conducted on 3/25/14. Lake
Andes Health Care Center was found not in 2. The identified laundry chute
compliance with 42 CFR 483.70 (a) requirements .
for Long Term Care Facilities. door will be removed and replaced
with a new UL fire resistive
The building will meet the requirements of the : 1
2000 LSC for existing health care occupancies ass?m-bly d(.)c?r with a 1 % fire
and the Fire Safety Evaluation System (FSES) resistive ability. The UL fire
dated 3/25/14 upon correction of the deficiency resistive rated chute door is
‘identified below, .
currently on order and will be
Please mark an "F" in the completion date installed upon arrival.
column for those deficiencies identified as
meeting the FSES to indicate the provider's intent
to correct fhe deficiencies identified at K038 and
K062 in conjunction with the provider's - . .
commitment to continued compliance with the fire 3. Administrator will monitor for
- | safety standards. completion and compliance with
K 020 | NFPA 101 LIFE SAFETY CODE STANDARD K020 gtandards. Data will be presented
35=C .
Stairways, elevator shafts, light and ventilation to the quarterly Quality May 9, 2014
shafts, chutes, and other vertical openings Improvement Committee for
between floors are enclosed with construction review and further direction
having a fire resistance rating of at least one
hour. An atrium may be used in accordance with
8256. 19.3.1.1.
This STANDARD is not met as evidenced by:
Surveyor. 14180
Based on record review and interview, the
provider failed to ensure two of two vertical
openings (stair enclosure and laundry chute)
TFTLE (X6) DATE

L &~01Y
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (5)
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K 020 | Continued From page 1 KGz20
were protected with one hour fire resistive LF
construction. Findings include:
1. Review of the previous survey report revealed K038
the stair enclosure walls were constructed with
gypsum poard sheathing anly on thg corridor side 1. Bids have been obtained
of the stair enclosure above the tay-in ceiling on
 the ground floor. Interview at 11:30 a.m. on and confractors are
i 3/25/14 with the maintenance supervisor revealed approved for completion of
that condition still existed. This deficiency identified d vath
affected one smoke compartments. ldentihied paved paths
required within 30 days
2. Review of the previous survey report revealed endin ather an
the taundry chute door did not contain a label P gwe d
identifying the chute door was a 80 minute fire temperature.
resistive assembly. Interview at 11:30 a.m. on i
3/25/14 with the maintenance supervisor revealed
that condition still existed. This deficiency
affected one smoke compartments. 2. Administrator will monitor
for completion and
The building meets the FSES. Please mark an compliance with standards.
"F" in the completion date column to indicate . . .
correction of the deficiencies identified in K000, Administrator Data will be
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 presented to the quarterly 0. 2014
SS=E ) Quality Improvement May 2,
Exit access is arranged so that exits are readily C ittee f . d |
accessible at all imes in accordance with section ommitiee for review and
71, 1821 further direction. -
This STANDARD is not met as evidenced by:
Surveyor, 14180
Based on observation and interview, the provider
failed to install a paved path of exit discharge to
FORM CMS-2587(02-99} Previcus Versions Obsolete Event ID: PM&Q21 Facility |D; 0062 I continuation sheat Page 20of3
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This STANDARD is not met as evidenced by:
Surveyor: 14180

Based on record review and interview, the
provider failed to ensure the automatic sprinkler
system had required quarterly flow testing
performed during the previous twelve months.
Findings include:

1. Review of the provider's automatic sprinkier
system inspection reports at 10:30 am. on
3/25114 revealed quarterly flow testing
documentation was not available. Interview with
the maintenance supervisor at the time of the
record review indicated he was aware of the
quarterly flow testing requirements but had failed
to complete the quarterly inspections.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 0 - MAIN BUILDING 01 COMPLETED
435097 B. WING 03/25/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
740 EAST LAKE ST POST OFFICE BOX 130
LAKE ANDES HEALTH CARE CENTER
TE LAKE ANDES, SI 57356
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGUIATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 038 Continued From page 2 K 038
the public way at two of three exits (east exit and
the south exit). Findings include:
1. Observation at 11:00 a.m. on 3/25/14 revealed K062
the east exit and the south exit at the nursing
station were not paved to the public way. . N
Interview with the maintenance supervisor at the 1. The Maintenance Director
time of the interview confirmed those findings. has been re-educated to the
ngizz NFPA 101 LIFE SAFETY CODE STANDARD K062 requirements of the flow
Required automatic sprinkler systems are test on the fire sprinkler
continuously maintained in reliable operating system. This flow test has May 9, 2014 |
condition and are inspected and tested ’
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, been added to the
9.7.5 preventative maintenance

log for each third shift fire '
drill. ’

2. Administrator will menitor

. monthly for completion of

preventative maintenance
Jogs including the required :
flow test. Data will be '
presented to the quarterly
Quality Improvement
Committee for review and
further direction.
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