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NAME OF PROVIOER OR SUFBLIER BTREET ADDRESS, CITY, ETATE, zIP CODE
. 1800 W 38TH &7
GO0D SAMARITAN $QCIET’Y LUTHER MANCR SIOUX F ALLS, 8D 57105
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDERS PLAN OF CORRECTION 148
BREFIX {EACH DEFICIENSY MUST BE PREGEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE SOMPLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROS8.REFERENCED TC THE APFROPRIATE DATE
DEFICIENGY)
BAdnauns Tt waman »
F 000 | INITIAL COMMENTS Eﬁ, ISC T i At oo Initial Comments
_-m G,Q “ y M ii‘(\ Otdm “ ﬁ« Preparation and execution
Surveyor: 168385 ?'SN)DH }mg of this response and plan
A recertfication health survey for compilance wi of correction does not

42 CFR Part 483, Subpart B, requirements for

long term cara facllities, was conducted from coustitute an admission

11/4/14 through 11/6/14. Géod Samaritan Society or agreement by the
Luthar Maner was found not in compilance with provider of the truth of
the following raquirements; F280, F281, F309, alleced
F323, F371, F431, and F441. the facts alleged or

F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280¢ conclusions set forth in

58=0 | PARTICIPATE PLANNING CARE-REVISE CP | the statement of deficiencies.
The resldent has the right, unless adjudged ' The plan of correction is
incompetent or otherwlise found to be prepared and/or executed

incapacitated undar the laws of the State, to

cause it is
participate In planning care and trestmant or solely becau

changes In eare and treatment, required by the provision
| ) A ! of Federal and State law.

Acomprahensive care plan must be deve oped

within 7 deys sfter the complation of the For the purpose of any

comprehensive assessment; prepared by an allegation that the facility

interdisciplinary team, that Includes the attending is not in substantial

physician, a registered nursa with responsibility . :
for the resldent, and other appropriate staff in compliance with Federal

disciplines as determinad by the residant's needs, requirements of participation,

and, o the extent practicabls, the participation of this response and vlan of
the residant, the resldent's femily or the resident's ! p . pt th
legel representative; and perladicatly reviswad correction constitutes the

and ravised by a team of quailflad parsons after facility’s allegation of
sech assessmant. compliance in accordance
with Section 7305 of the
State Operations Manual.

g‘hlg REQUIREMENT Is not met as evidancad
¥:

Survegyar: 28980

Based on record raview, observation, Interviaw,

LABDRATORY DIRECTOR'S OR PROVIDER/SURP REPREiENTATEVE‘S EIGNATURE TITLE {%8) DATE

: A i Cstvatve_LiRera, /- 2.5, Zi 1/
Any daficiancy statemant sndlag with an astefsk {*} denuies a deficldhey which the Instilution may ba exsused from coracling providing It Is delermingd that
alhar safeguards provids sufficlent prolsstion ta the patients, (Sepfhstructions.) Excapt for nursing hornes, tha findings stated above afe discloesbla 80 igys

following the date of survey whathar or not pian of corraction K providad. Faor nursing homes, the above findings and plans of correctian are disclosable 44

days fellewing the dsts thesa decuments ars made svallable to the facliity, If deficlencles are clted, an approved plan of corraction Ig raquisite te continuad
pregram paniclpation, )
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STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION {OENTIFICATION NUMBER:

435044
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{%2) MULTIRLE CONSTRUCTION {X3} DATE SURVEY
A SUILOING COMPLETED
8. WIN
e 11/06/2614

NAME OF PROVIDER OR SUPPLIER

GCOD SAMARITAN SOCIETY LUTHER MANOR

STREET ADDRESS; CITY, STATE, ZIP CODE
1500 W 2ETH 8T
BIQUX FALLS, 8D 57108

(X4) 1D SUMMARY STAYEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
FREFIX (EAGH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE ACTIGN SHOULD BE coubLInon
TAB REGULATCRY OR L& IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APRROPRIATE LATE
DEFICIENCY)
F 280 Continusd From page 1 F280! Resident 8's care plan was
and palicy revlew, the provider failed to ensure 1 updated to address the appropriate SIOH Y

of 17°'sampled resldent’s (8) cars plan was
revised gs changes in his care neads ogcurrad.
Findings Include:

1. Raview of ragldant &'s physiclan's crders
revealed he was admitted 7/17/44 and had the
following:

*Diagnoses of aicohal-Induced persisting -
dementla {confusion), depraasive disorder, and
insamnta {inability to sieep). .
“Recslved the following medications for mood,
behaviors, and sleep: )
-Cltalopram (for dapressien).

-Clenazgpem (for Insomnis).

-Meiatonin (for Insomnia).

-Seroquet {for dementla with behaviars).
-Trazedong (fer Insomnia),

“An ordar ta receive psychological services
affectiva 9/6/14,

Reviaw of resident 8's 10/14/14 physisian
progress holes revasled:

*8/13/14-Was pleasant but physlcian statad
"Behaviers. Very problematlc on sdmisslon.
Primarily verbal abuse. Had deluslons {thoughts
not tased on raality]. Waniad to get out [of the
nursing home] and raturn o work, Last recordad
behavior; bending silverware.”
*10/14/14-"Confused and angry about ancther
malg resldent. Staff shared concerns regarding
increesed agiiaflon, wandering into pther rooms
and vulgar language toward others. He was
evaiuated by fname of psycholegical services]
who noted patlent was able to throw punches
well, Thay all nead control of énvironment.”

Randem abservations of resldent 8 from 11/4/14

itemns by the MDS Coordinator.
All care plans will be reviewed to
ensure all items are
addressed by the care plan team.
An inservice will be conducted
by the Interim DNS to the care
plan team about using a checklist
to ensure all aspects of the care
plan are addressed.

¥

— \e}h\(mr o Nrging dervieg EODHEY
| O AANGE Moty DG

During the care plan meeting, at
least quarterly for each tesident, we
will review the care plan to ensure
all items are addressed. When
incidents occur, it will be reviewed
at the daily stand up meeting and
any changes will be updated to the
care plan.

An audit will be completed on at
least six care plans to ensure
accuracy each month for six monthg
by the Director of Nursing Services
or designee. Results will be
forwarded to the QAPI committee

o

through 11/5/14 revealed he;

l for review to ensure compliance¥”
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STATEMENT OF DEFICIENCIES (%1} PROVIDER/BUFPLIERIGLIA A2y MULTIPLE CONSTRUCTION (£3) DATE SURVEY
AND PLAN OF CORRECTION iDENTIFICATION NUMBER: A, BUILGING COMPLETED
435044 B, WING 11/08/2014
NAME OF PROVIDER OR SLIPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1500 W 3BTH 8T
GODD SAMARITAN SQCIETY LUTHER MANOR _ SIOUX FALLS, $D 57105
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES B [+ PROVIDER'S PLAN OF CORRECTION (%)
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BB COMPLETION
TAG REGULATGRY OR LEC IDENTISYING INFCRMATION) TAG CROBS-REFERENCED TQ THE APPROPRIATE QATE
DEFICIENCY)
F 280 | Continued From page 2 F 280

"Was alert (o person and sltuation.

*Could carry a conversation whan spoken to.

*Wss In 2 room by Rimself, The room was not
homellke,

*Refled on 8 wheelehalr for mobilify.

*Wes able to walk with a wheeled walker and

stand-by assistance of staff,

Intarview on 11/4/14 at 4:45 p.m, with the social
sarvicas coordlnator regarding residant 8
revaaled he:

“Exhiblted significant physical and verbal
behavlors loward others,

*Usad vary foul language at times.

“Had geatured he would threaten that he would
hit peopie when he was agitated,

*Mad shared s room with anothar male resident
but became very upset about that; so tha
roommate was moved out,

«Seemad to be more infolarant of men,
*Neadad a placement In a fagility that dealt with
diffieult behaviors, and would ba transferred as
soon &8 a facilly could be found,

-That was proving to ba & ehallenge as moat
facilltias would not take someons who threatened
others and swors the way he did. :

Review of resident 8's 7/30/14 care plan

ravaalad:

*Foous: "The resident hes a behavior symptom rit

[relatad to] damentla, new environment and naw

| ataff /B fevidencad by] threatening staff varbally,
wandering snd leaving the building.”

“Intervantions: “Intervene as necessary to protect

the rights and safaty of others. Approach/spesk In

& calm menner. Divert attantlon, Remove from

sifuatlon and take to alternats location as

ngeded.”

“The cara plan had not addresssd:

FORM CM83-2687(02-88) Previous Verslons Obaolets Evant IR VTS Faglity iD:0068 i continuation sheet Page 3 of 22
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STATEMENT OF DEFICIENGIES (X5) PROVICER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLILONG COMPLETED

435044 B. WING 11/08/2014

NANME OF PROVIDER OR SLPPLIER STREET AGDRESS, CITY, STATE, ZiP CODE

O MA SOCIETY LUTHER MANOR 1300 W 38TH ST
BOOD SAMARITAN SOC - SIOUX FALLS, SD 57108
{X4)10 EUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST SE PRECEDED 8Y FULL " EREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE BA
) DEFICIENCY)
F 280 | Continusd From page 3 F 28D

-How staff assisted with him with becoming
familiar with his anvironment.

-The medicatiens he recelved to manage the
moods and behaviors.

~The potential difficultles he had with having a
mgie roommate or mele ceregivars, .
-Any rasitent specifis interventions {o prevent the
bahaviors,

-Non-medicinal interventions to help with sleep.
«How the peychological services supportad the
steff in managing his behaviors,

-Discharge pianning.

Intarview en 11/5/14 at 2:00 p.m. with Minimum
Data Sat (MDS) coordinator/reglatered nurse G
revaalad resident 8's care plan had not been
updeted inregards to the behavlors ha exhibited,

Intarview on 11/5/14 2t 5:00 p.m, with the Interim
diractor of nursing/nurse consultant revealad the
care plans should have baen updated as care -
neads changed. She confirmed that had not bean
done for resldent 8,

Review of the provider's Saptember 2012 care
plan policy revealed "A qualifled team of persons
will review care plans at last quarterly, Care plana
also wlil be reviewed, evaluated and updated
when thera is a significant change in the
rasidant's condition andfor In accordance with
state guidelines. The pian of cara will be
meodified to rafiect the care currently
requiradfprovided for tha resident.”

F 281 483.20(k){3)(i) SERVICES PROVIDED MEET F 281
§8=E | PROFESSIONAL STANDARDS .

The services provided or arranged by the facifity
must meat professionsl standards of quality.

FORM CMS-2667{02-90) Previous Varsions Obacicte Event ID:VTaU1 Faellity 10; 0058 If continuation sheat Page 4 of 22
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STATEMENT OF DEFICIENCIES %1} PROVIDERISURRLIER/CLIA 2) MULTIPLE GONSTRUCTIQN '
AND FLAN £F CORRECTION IDENTIFICATION NUMBER: ,{: B)Uu.bms - e ) 33;%3;’% Y
438044 B. WING 11/08/2014
NAME OF PROVIDER OR BUPPLIER STREET ADDRESE. CITY, BTATE, ZIF CODE
GOOD SAMARITAN SOCIETY LUTHER MANOR 1300 W asTH 31
SIDUX FALLS, SO 57105
%41 D BUMMARY STATEMENT OF CEFICIENGIES !
gt {EACH DEFICIENCY MUST BE FRECEDED BY FILL PREFIX ts:fg: E*SES&'??@E” fgrngR?SgaﬁNss compLETIoN
TAG REGULATORY CRLST IDENTIEYING INFORMATION) TAG CROSS-AEFERENGED TO THE APPROPRIATE paTE
BEFICIENCY)
F 281 Contlnued From page 4 F 281; Licensed Nurses on staff were
immediately informed to check
This REQUIREMENT Is nof mat as evidenced the G-tube placement prior to )(—
bg: 55455 administering medications by the S
urveyor; i %
Based on obsetvation, interview, record roview, Adm.m istrator at the all staff WI }ﬁ’.
and policy raview, of ons sampled resldent's (20) '| meeting on 11/6/14.
gasé;asttcmgé ]tubel (lesad to pravide nutrition or Licensed Nurses will be inserviced |jp} jild
medication directly Into the stomach) (G-tubs) ;
was nol checked for appropriate placemant prior on the policy and procedure
to administaring medisations by two licansed medication administration via
Aurses {Aand B}, Findings includa: tube by the Staff Development
Ta. Observation and Interview on 11/4/14 at 11:50 Coordinator.
a.m. with licensad practical nurse (LPN) A while The Director of Nursing Services
?ger:;?;?‘iségfgvfggigﬁﬂﬂﬂs thraugh a G-iube or designee will be responsible to
*She gathered her supplies and medications to audit the medication
?:ffedmhnis;a?d. ned her hand ) p administration for residents with a
rane naa wasned her hands and puton 3 i
gloves she proceeded to connact a syringe to the G-tube per our policy on all shifts
G-tube, monthly for three months. Results
*She poured 30 milliliters (ml) of sterile watar Into will be forwarded to the QAPIT
the syringe. - : i Jr
*She stated “i check the G-tube with 30 m| of commitlee for review& \N DEEW|
wfrsaéar to mak; gure It's not plugged” M N\}WS\“ &U‘\/m \f
*She praceeded to administer the resident's \ Ve i
ordered medication. ¢ Q}S\Q N W\‘\’h\\} . hw@gl.mw
b. Obzervation and Interview on 11/5/14 &t 7:30
a.m, with raglstered nursa (RN) 8 while she
adminlstered medications through 8 G-tuba for
resident 20 revesled:
“Sha gathered har supplies and medications to
be adminlstered, ;
“After she had washed her hangs and put on
gG!ovebs she proceedad to connect a syringe to the
-tube.
*Sha flushed the tube withaut chacking
FORM CMS.2587(02-08) Pravious Varglons Ohasiata Evant ID:VTEUT Fagllity 1D: D038 if cantinuation sheat Paga §of22
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STATEMENT OF DERICIENCIES (k1] PROVIDER/SURPLIER/CLIA
AND PLAN CF CORRECTION IDENTIFICATION NUMBER:
438044

LHVIE NG, UdSB-Ua41
{X2) MULTIPLE CONSTRUGTION (X3) DATE BURVEY
A, BULDING COMPLETED
B. WING 11106/2014

NAME OF RROVIDER OR SURPPLIER

GOOD SAMARITAN SCCIETY LUTHER MANOR

STREET ADDRESS, GiTV, STATE, 2IF CODE
1500 W 38TH 8T
SICUX FALLS, 80 57105 -

(%4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REQULATCORY OR LEC IDENTIFYING INFORMATION)

[} PROVIDER'S PLAN GF CORRECTION (X3}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSB-REFERENCED TO THE APFROPRIATE DATE

DEFICENCY)

F 281

provider's policy. That pollcy was checking

Continued From page 5

placement with 30 ml of sterile water.

*She adminlsterad the ordered madications and
flushed the tube. ,

‘When asked what her normal practice was for
checking G-tube placement she rapiiad "l listen
for sounds In the abdomen aftar | put air in the
syringa. | did that earller this merning."

“8he wes unaware of what the provider's palicy
was rsgarding G-tube placement; ‘

Review of the medical record for resident 20
revesied:

*She had been admitted In March 2013,

*She had medlcations to be given via G-tube per
physician's order from that admission unttl the
prasent me.

Interview on 11/6/14 at 4:00 p.m. with the dlrector
of nursing regarding tha above G-tube medication
edministrations revealad it was her axpactation
that nursing staff shauld have followed the

plecemaent prior to sdminlstering medications
through a G-tube.

Review of tha provider's Novamber 2013
Medication Adminlstration Via Tube paliey
ravealed placemant should be chesked:

*Prior to adminlstering medization,

“Inject & to 10 mi of air Into the G-tubs to clear the
tube,

“Pull back on syringe and remove g small amount
of stemach contents

*Check the contants for gastric ph {test using
spacial paper that meesures the amount of acld
In the stemach).

Revigw of Donna D. Ignatavicius and M. Linda
Workman, Medical-Surgical Nursing, 7th Bd., St.

F 281
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STATEMENT OF DEFICIENCIES [X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE SONSTRUCTION (X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING | COMPLETED
435044 B. WING 11/06/2014
NAME OF PROVIGER CF SUPPLIER STREET ALDRESS, GITY, STATE, 2IP CODE
9500 W 3BTH 8T
GOOD SA 80
SAMARITAN SOCIETY LUTHER MANOR SIOUX FALLS, SD 57105
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIZE T PROVIDER'S PLAN OF CORRECTION psy
PREFiX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PRER {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENSY)
F 281 Continuad From page 8 £ 281 | Resident 12's care plan was updated
' Louis, MQ, 2013, paga 1348, revesled for B-tubs to include hospice services by the %
placement, "Chack placement before each drug MDS Cooridnator. -
administration.” ] . . m
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 509 All residents on hospice services
§8=D | HIGHEST WELL BEING will have their care plan reviewed to
hospice services on the care
Esch resldent must recelva and the facillty must crsure hospi S. il b
provide the necessary care and servicas to attain plans. The hospice care plan will be
or maintaln the highest practicable physieal, integrated with the facility's care ¥
mental, and psychosecial wail-bsing, in lan as well o
accordance with the comprehensive sszssament p A 1 m 2
and plen of cara. An inservice will be conducted by
the Interim DNS to the care plan
team about using a checklist to " @\m\w “L
This REQUIREMENT Is not met s evidencad ensure all aspects of the care plan
by:
Surveyor: 33488 are addressed. . . m—m‘{ i
Basad en observation, record review, and The MDS Coordinator will be
Entarvla\:. th?dprov(ider falled to ensure one of cne responsible to ensure the care plan
sampled residant (12) had an Integrated ; 3 i i
comprehensiva cere plan that included hosplca 18 u.pda'ted with hospl'ce‘ s‘;e'mces and
gervices. Findings include: delination of responsibilities upon
1. Interview on 11/4/14 at 7:35 a.m. during initial admission to hospice.
«imarviaw on 11/4/14 al 7:35 a.m. during initla : : i
tour of the fachity with licsnsed practlcal nurse ‘The Social Services D1ref:t0r or ]
(LPN) A revealad: designee will be responsible to audit
“Resldent 12 was currantly receiving hospice the care plan within three days of
cara. . . . \
*She had & current pressure ulear on ner coceyx admissjon to hospice servxces-&?b’{b N\‘G%«I\S
(tallbons area). Results will be forwarded to the D\{ég\\m nF
*LPN Awas unsure whether hospice or tha i fi i h
pra:.rlder would be responsible for agzaesing QAP\I _Com?légég 01;%15;1 cwk \
resident 12's uleer and providing the drassing EMG\ &0’\“ : WU/ m0 \}
changes. ‘ DEISSOHITE
Interview on 11/5/14 at 4:45 p.m, with registered
nurse (RN) B regarding resident 12's pressure
FORM CME-2587(02-88) Pravious Verslons Obsolets Evant iDVTSY Feellly iD: 0058 If eantinuation sheet Page 7 of 22
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STATEMENT OF DEFICIENCIES (%1) PROVIDERISURFLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

335044

{Re] MULTIPLE CONSTRUCTION
A, BUILDING

8. WING

(X8} DATE BURVEY
COMPLETED

11/08/2014

NAME OF PROVIDER OR SUPPLIER

GOOD SBAMARITAN SOCIETY LUTHER MANOR

1500 W 38TH 8T
SIQUX FALLS, SD 87105

STREET ADDRESS, SITY, 8TATE, 2IP COLE

(X4) IC
PREFIX
Tag

BUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY GR LSS IDENTIFYING INFORMATION}

I PROVIDER'S FLAN OF CORRECTION (x5}
" PREFIX {EACH CORREGTIVE ACTION 8HOULD BE COMPLETION
TAG CROSS-REFERENGED TO THE APPROFRIATE OATE

DEFICIENCY}

F 308

"1 while performing personal care for resident 42

Continued From pags 7

uicer cara revealed she had thought the provider
had been responsibla for wound assessmeant and
dressing changas. ‘

Observatlon and Interview on 11/8M4 at 7:50 a.m.
with hosplce certified nursing assistant (CNA) C

revealad:

*She provided parzonal care for the resldent, five
days per wesk, Monday through Friday,

“$he gave the resident a bad bath dally and then
foed her hraakfasi,

*After shs had fed har braakfest she Iaft tha
faclity,

*She stated the hospice nurse visitad onee to
twica per weak, but the days would vary,

Interview on 11/6/14 &t 8:00 a.m. with LPN D
regarcing the care plan for resident 12 revealed:
“The treatment administration record (TAR) talis
tha nursing staff hew to care for her prassure
ulcer. We {nurses) don't look gt the cara plan.”
“When asked how a naw nurse or 2 new CNA
would know how fo take care of her she repllad,
"We use word of mouth to communicale here,
Staff sheuld just know how g take care of her."
"She agreed there ware no dutles on the care
plan that delagated who was responslble to care
for the resident and what care thay would provide.

intervlew and record review on 11/6/44 with the
director of nursing regerding resident 12's care
plan revealad;

*There had been only one delegation of care to
hospice by the provider on the care plan,

“That care was for the hospice CNA to give the
resident a bad bath and the provider's CNA to
documant that |t had occurred,

*No other taske wers delagated batween the

F 3e8
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STATEMENT OF DEFICIENCIES A1} PROVIDER/SUPPLIERICLIA (2} MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: A sunnme COMPLETER

. 435044 8. WiNg 11/88/2014

NAMEZ OF FROVIDER OR SUPPLIER BTREET ADDREAS, (iTY, STATE. 2IP CODE

1500 W 38TH BT
GOOD SAMARITAN BOCIETY LUTHER MARN
GR SHOUX FALLS, 8D 57105

{X4) 10 SUMMARY ETATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN OF CORRECTION (%8}
PREEIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8EOULD BE COMPLETION

TAG REGULATGRY OR LBC IDENTIFYING INFORMATICON) TAG CROSS-REFERENCED TO THE ABPRCPRIATE QATE

DEFICIENGY)
F 308 | Continued From page & F 308 Bacility had locks for the soiled utility

provider's staff and hosplce staff,
“She agresd the care plan hag not been

integratad with hospica care, installed by maintenance. X
*She further agraad staff would not know what An inservice will be conducted by the YJSROHMNF

care was to have bean provided by facllity staff . : : ;
and what care was to hava baen provided by Director of Nursing Services/designee

rooms on order and the locks were

hospice staff, and the Environmental Services

F 323 | 483.25(h) FREE OF ACCIDENT F 323{ Director/designee for the licensed

§8=E HAZARDSISUPERVISEON/DEV!QES nurses, housekeeping, laundry and
The facllity must ensura that the rasident maintenance employees on the safe {
envlironment remalns as frés of accldent hazards storage and hazardous material anda:\@\!’am)h;»
8s Is possible; and each resident raceives . .
adaquate suparvigien and assistance devicas o chemicals policy. i
pravent accldents. The Environmental Services Director W I

will audit the storage of hazardous
materials and chemicals for the soiled
utility rooms monthly for three

'il)';ls REQUIREMENT is not mat as evidenced months. Results will be forwarded to
Surveyor: 20354 ' the QAPI committee for review m

Based on observation, interview, and poilcy EYWW{)HWM\ G(W Q%S

revisw, the provider failed to store hazerdous ; . Y
materials and chamicals in a safe mannar to B\W(ZH\IV mgﬂsfh\\} . MWH\N
protact all residenta In two of two infectious wasts
solled utility rooms, Findings include:

AL

1. Obsarvation on 11/5/14 fram 2:55 p.m. through
4:00 p.m, In tha 300 wing haliwey revealed:

*An unlacked door with a sign that read
"Infectious Waste,” On tha wall to the right of the
door was a sign that read "Selled Utility Room.”
“Inside the room were two red garbage cans with
rad liners Inside them.

*Inslde cns of the garbage cans ware savers!
containars with usad syringes and other
matarials,

FORM CMS-2557(02-02} Previous Verslons Obsclsts - Evant ID:VTEUS Faclity JO: 0058 if continuation sheet Page 9 of 22
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COMPLETEN

11/88/2014

NAME OF PROVIDER OR SUFFLIER

QOO0 EAMARITAN SOCIETY LUTHER MANOR

STREET ADDRESSE, CITY, STATE, 2IP CQOE
1500 W 3BTH ST
SIOUX FALLS, 8D 37108

[X4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFIGIENCY MUST BE PREGEDED BY FULL
REGULATORY OR L3C IDENTIFYING INFORMATION}

" PREFIX

=] PROVIDER'S PLAN OF CORRECTION {%8)
(EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSE-REFERENCED TO THE ARPROFRIATE harg

DERCIENTY)

F323

Continued From page 8

“The room was across tha hall from the beaity
shop.

“There were rasldents who walked past the room
turing the above time frams.

Intarview on 11/5/14 at 4:05 p.m. with the interim
administrator ravaslag:

*She confirmad thera had not been a lock on the
door.

*Har expectations were for the door to have g
lock on it

2. Obsarvation on 11/6/14 at 7:45 a.m. In ths
focusad rehabilitation unit revesied:

¥An unlocked door with a sign that read
"Infactious Wasta.” On the wall to the righit of the
daor was a sign thet read “Soilad Utility Room."
“Inslde the room were three red barrels with rad
finers Inside them. Ona of the barrele was fillsd to
the top with containers of used syringes. Inslds
another barrel were red lined garbage bags that
contalned some type of usad materlal,

intervlew on 11/8/14 2t 8:00 a.m. with licensed
practical nurse F ravaaled:

*The shove door was not logked,.

*She had placed used syringe contalners and
dralnage bags that contalned drainage from a
wound vac In one of those barrele.

*The garbage cans had bsen usad for drainage
from residents who had elestridlum difficlle (c-dif)
(infecilous dlarrhea) or mathiclllin resistant
staphylococeus auraus (MRSA) (staph resistant
bacterla Infaction) drainage. ‘

*She had discarded used Duragesic patches
(pain patehes applied to the skin) In the sherps
contalners that were in the red garbage cans.

3. inlarvisw on 11/5/14 at 8:35 a.m. with tha

F 323
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435044 8, WING 11/06/2014
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(X4)iD SUMMARY STATEMENT OF DEFICIENCIES 1D FROVIDER'S PLAN OF CORRECTION (%8}
PREFIX {EACH DEFICIENCY MUST 8E PRECECED BY ELLL BREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC {DENTIFYING INFORMAYION) TAG CROESS-REFERENCED TO THE APPROFRIATE bare
DEFICIENCY)
Dietary and maintenance staft
F 323 Continued From pege 10 F 323| cleaned the kitchen to ensure
interim sdministrator revealed: : i3
*She conflrmed theré had not been 2 lock on tha .sanltary Cor}dmons' Some food ¥
doors. items and pots and pans were IS
“Her expectations wara for the doors to have a moved to more appropriate areas fo M
lecks on them, . ‘s
ensure sanitary conditions and safe
Review of the provider's revised September 2012 food storage.
Blohszard Waste or Infectious Waste policy The Director of Dietary Services
revaaled "All bishazard or infectious waste must .
be storad In 8 jocked area not accessible to 1mplem§nted a system 1o cover
rar Z%sudarti?." food while transporting to the
3.35(i) FOQDR PROCURE, F 371 ini
s5eF | STORE/PREPARE/SERVE « SANITARY Rehab dining room.

The facllity must -

(1) Procure food fram sources spproved or
eonsidered satlsfactory by Federal, State or local
authorlfles; and

{2) Store, prepara, dlstribute and serve food
under senitary condiflons

;his REQUIREMENT I not met as evidanced
y:

Surveyor: 32331

Based on gbservalion, Interview, and pollcy
review, the provider falled to ensure sanitary
condltions wers maintained:

*For the Klichen:

Walls,

-Ning ot of sleven vants,

-Cendult {s plpe for protecting slectrical wiras)
located betwsen a food storage area and the
stova.

=Four of faur hood panels above the stova,

The resident care items under the
sink were removed immediately. "
A zip tie will be placed to ensure no
items are.placed under the sink by
maintenance.

A contract service will be utilized
for detailed cleaning in hard to
reach areas. The cleaning
responsibilities for staff will be
adjusted. An inservice will be
conducted by the Director of
Dietary Services for dietary staff to
review the policy and procedures
for safe and sanitary conditions,
specifically related to the new
procedure for transporting food,
food storage and the cleaning
schedule.
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STATEMENT OF DEFICIENCIES (Xt} PROVIDER/SURPLIER/CLIA {¥2] MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRESTION (DENTIFICATION NUMBER: A BUILOING GOMPLETED
4356844 B. WING 1106712014
NAME OF PROVIDER R SUPFLIER STREET ADDRESS, CITY, STATE, £ CODE
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(%4 ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION ()
PREFIX [EACH DEFICIENCY MUST BE PRECEDZD BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAS CROSS-REFERENCED TO THE ARPROPRIATE DATE
" DEFICIENCY)
F 371 | Continued Frem pags 11 = a71| Maintenance will add the fan and
-Thrae of three fans in tha walk-in refrigeration vent cleaning to the monthly
unlts. preventative maintenance schedule.
<All of the calling ilghts,
-Afood sterage rack {cart) bahlnd the stave. ) )
-Aclaan dishes storags cart In the dishroom, ‘The Director of Dietary Services or
A stainless stesl shelf bahind the stove. designee will audit the cleanliness
*To adaquataly cover food whils balng £ the kitchen. including £ d
transported from the Terrace Lane dining room to ol the kitchen, including fan an
the Foouszd dining room for fwe of two observed vent cleaning, and monitor to
mesls for all regldents sarved thera. : i i
. | *For storage of food sarvice supplles (Btraws, enSI.n-e the Zp tles ar.e o place on
Styrofoam cups, and water plichars) for resident cabinets under the sink monthly for
use undernéath the pipes of wo of two hand six months.
:!rrékas. iocated In the Terrace Lana dining raom The Director of Dietary Services or
Findings Include; designee will audit to ensure
compliance with covering food
1. Qbservation an {1/4/44 In ths kitchan from
7:40 a.m. through 8:15 a.m. revesled: from the Terrace Cafe to the Rehab
*An aceumulstion of dust on randomly located dining room weekly for four weeks
g{g:s on alf the walls Including the dighroom for all meals, then monthly for threg
*Nina out of sleven vents had a large bulld-up of months. Results of the audits will
dust and lint, be forwarded to the QAPI
“The condult located between a food storage committee for reviewk \g\’ e
area and the stove contained & mederata build-up . : :
of dust and lint, WREDY 6t ey {nics
*Four heod filters above the stava had a 0y 0\ S\C “u M \
moderata aceumulation of grease with multipie ¢ 5 ; \hm’\ P
brown and biack spots. Q\d&b \m
“Three fana In the walk-in refrigaration units
(freczer and refrigerator) contalned & madarate
bulld-up of brown and black spots.
-In the walk-In refrigerator one of those fans was
blawing directly over a rack containing:
A tray of uncovered cake,
=A tray of fruit, .
"All of the celling Hghts had an accumulation of
dust and iint along the sldes of the light fixtures.
FORM £M3-2887102-89) Previous Yersions Obsolals Evanl ID:VT5U11 Feslilly 1D: 0088 If continualion sheat Page 12 of 22
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(%8} 1D BUMMARY BTATEMENT OF DEFICIENTIES ) PROVIDER'S PLAN OF CORRECTION (x8)
PREFiX {EACH DEFICIENGY MUST BE PRECECED BY FULL, EREFiX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY CRLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APFROFRIATE
BEFICIENGY)
F 371 | Continued From paga 12 : F 371

*Afood starage cart bshind tha stove and a clsan
dish storege cart in the dishroom eaniaineda -
modsrate bulld-up of dust.

-Thet cert behind tha stove had four shelvas of
crackers, canned goods, bananas, cookles, and
clean pots a2nd pans,

-That cart In the dishroom had four shelves of
claan dishes on tham,

"Astainless stes! counter hehlnd 1ha stove
conimined an accumuiation of dust and lint,

Interviaw on 11/4/14 at 10:560 a.m, with the -
ceriifled distary manager (CDM) end the
maintenance supervisor regerding the abovs
listed aress In the Kitchen revealsd!

“The maintenance supervisar stated his
department wes responsible for cleaning the
reftigeration unit fans and tha vents on an a8
neagded basls,

"Ha did not have the fan and vent cleaning en a
cleaning schedula.

*The CDM etated his departmant was regponsible
for cleaning the rest of the kifchen.

*He stated ha had 2 cleaning schedule for some
of the ltems ths! had naedad cleaning.

Reviaw of the kltchen cleaning schedules for
October 2014 through July 2014 revealed:
*Hoad filters wera to have been tledned waskly
by the a.m. praduction leade?.

*Fans wers to have been cleaned every Menday
by the p.m. production leader,

*Dishraom walis ware to have been cleaned
evary Friday by the west p.m. alde,

*None of tha other areas were on the cleaning
schadula inciuding the:

-Rest of tha Kitchan srea walls,

-Cailing,

~Condult.
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11/06/2014

NAME OF PROVIDER OR SUPPLIER
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{R4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH QEFICIENGY MUST BE PRECEDED BY FULL
REGULATCRY OR LEC IDENTIFYING INFORMATION)

D
PREFIX
TAG
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(X8}
COMPLETION
DATE

CEFICIENCY}

F 371

Continued From pags 13

-Foed storage cari behind tha stove,
-The clean dishes storage rack In tha dlshreom.
=The stafnlsss stasl shelf behind the stova,

Ravlaw of the providet's ravissd March 2003
Claaning-Sanitatlon of Non«Food Contaet
Burfaces polley revealed:

*The provider wouid hava store, prapare,
distribute, and serve foad under sanitary
conditions at all imas,

“Walls wars to have been spot cleaned on an “as
needed" basis and washed at a minimum of
annually.

*Callings were to have baen spot clasned on an
"as nesded” basls and thoroughly washad at g
minimum of once per yaar,

*Light fixtures and fans were to have beésnon g
claaning scheduls, .

“Scheduled weekly cleaning of ihe hood flltars In
the dishwasher ar other mathod,

*Scheduled cleaning of the fans weekly or a3
neesded. '
"Walls and vents were fo havé bean scheduled
for cleaning about every six months or at 2
minimum annuslly.

*Carts were to have bean clesned and sanitizad
at the baginning of the a.m. shift and at least
svery four hours throughout the day,

“Counter teps were to have been claanaed and
ganitized betwaen use and at the end of the day,

Revisw of ihe provider's revised September 2012
Dietary Departmant Safety Ruleg pollcy reveaied:
“A cleaning checklist was to have been developad
80 all squipment was cleaned on a ragular basls.
*Remova accumulations of dirt and grease from
the range hoods regularly (waekly at a minimum),
*Hood filters shotld havs been cleanad waakly,

Fa3m
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(X4y D SUMMARY STATEMENT QF DEFICIENCIES B FROVIDER'S PLAN OF CORRECTION (%5}
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’ DEFICIENCY)
F 371 Continued From page 14 F3m

Review of the providar's revised Decembar 2013
Food Storage polley revealed food was to have
been stored under sanitery conditions,

2. Obsarvation on 11/4/14 at 11:58 &.m. and on
114114 et 5:40 p.m. In the Terrace Lane dining
raom from the steam table arga revealsd;
“Unidentifled dlatary and nursing staff were
iransportlng feod and baveragas to the Focuasd
dining raom for all the rasldents eating there.
*Thosa staff were transporting ell food and
beverages uncoverad lo that area.

*During the transport of those rasidents’ foad and
beveragas the staff had needed to go down a
resident haliway that Included;

-An infection cantral supply room.

-One ogcupled resident room,

Interviaw on 11/5/14 at 4116 p.m, with the
sdministrator, direcior of nursing, reglstered
distitlan {RD), and COM in the Focused dining
roam raégerding the ahove reveslsd:

“They all agreed thars was a potantial for
cantamination of the uncovared foods and
beverages from the Terrace Lans dining room to
the Focused dining roem,

*They ali agread the food naaded o hava been
covarad,

Revisw of the provider's February 2013 Food
Transport policy revealed:

“Safe practlcas wers to have been ensured when
transporting foed and fluids.

*Al} food itams wers to have been covared.

3a. Observatlon on 11/4/14 at 8:20 a.m. in the
Terrace Laneg dining room underneath the hang
glnk iccated naxt to tha staam table ravealed:
A bex of openad flaxible straws,

FORM CM3~2587(02-99) Pravious Veraions Obsalela Evant ID:VTEUN Fagilify ID: 0065 If cantnuation shes! Page 15 of 22
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A, BUILDING
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GOOD SAMARITAN SOCIETY LUTHER MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
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(%4) D SUMMARY STATEMENT GF DEFICIENGIES

PREFIX [EACH DEFICIENGY MUST BE FRECEDED BY £ULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o) PROVIGER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE

X8)
COMPLETION

TAG CROSS-REFERENCED TO THE ARPROPRIATE CAYE

DEFICIENCY}

F 371 | Contlnued From psge 15
*Twa plastic pilchers,

dining room revealed:
"A box of upaned flexible straws.

of closad Styrofoam cups,

gining rcom area reveslsd:

were residant care lilems.

room.
ltams,

not have been stored under the sinks,

items storad {here.

policy regarding that.
F 431 483,60(5), (d}, (8) DRUG RECORDS,

of recerds of recslpt and disposition of all

b. Observation on 11/4/14 et 8:22 a.m. in the
Terrace Lane dining room undernsath the hend
sink logated In the kitchaensits area nex! io the

“Five apaned Styrofoam cups and ons package

g, interview on 11/5/14 et 10:30 a.m. with tha
CDM and the RD regarding the sbove belng
stored Under hand sinks in ihe Tefrace Lane
“The COM stated the straws and Styrefesm cups

“The plastlc pltchers had besn used o fill the
steam tabie wells in the Terrace Lane dining

*Thay toth agreed those were resident care
“They conflrmed the resldent care items should
*Tha pipes could leak and there céuid be a
possible confamination of those resldent care

Intarview on 11/05/14 at 10:30 a.m. with the COM
and the RD regarging food supplies usad for
rasident care being storad under the hand slnks
ravesled tha provider dig not have a apacific

ss=£ | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtein the sarvices of
2 licansed pharmacist who establishes a system

F 37

F 431
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a0 SUMMARY STATEMENT OF DEFICIENCES io PROVIDER'S PLAN OF CORRECTION 1x8)
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CEFICIENCY)
F 431| Continued From page 18 F 4a1| The Interim DNS had already
controlled drugs In sufflciant detall to snabla an ordered the Drug buster for
accurate reconclilation; and determinas that drug fentanyl patches and other
racords are in order and that an account of all
contralled drugs Is malntained and periadically controlled substances so that
raconclled. those items would not be placed
b 4 bloloalcal d In the facilty must & in the sharps containers for
rugs and blologleals used In the facllity must be . : .
labsled In aceordance with eurrently accepted disposal. The'contamer W.lth
profeasional principles, and include the drug buster will be stored in the ¥
sppropriale accesaary and cautfonary ed room. . "
ingtructions, and the explration date when o , T 0y
applicebie, The Licensed Nurses on staff were
informed by the Administrators
in accordance with State and Faderal laws, tha : i
facility must store all drugs and biologicals In to have both th.e mcommg frse
lecked compartments undar proper temperature and the departing nurse sign the
controls, and permit only authorized personnal to controlled substance count sheet, * 6 ; iﬁ F
have accass to the keye. The Director of Nursing Services VI
The facllity must provide saparately lockad, will be inserviced on the policy
permanently affixed compariments for storege of for bidhazard/infectious waste
controllad drugs llated In Scheduls Il of the _ dure for saf:
Comprehensive Drug Abuse Prevention and and the procedure for safe
Cantrol Act of 1976 and other drugs sublact to disposal of patches and controlled
abuse, excapt when the facliity uses single unit ces and procedure for
package drug distribution systams in which the fc'UbStaI.l P .
quantity stored Is minimal and a missing doss can incoming and departing nursesto | )
be readlly detected. sign the controlled substance ¢ \ﬁ\‘ﬁ\lﬁ\ﬂ-
count sheet. —
N
This REQUIREMENT is not mat as evidenced
by
Surveyor; 33488
Based on observation, Interview, and policy
raview, the provider fallag to:
*Ensdre limlted access by unauthorized staff io
discerded Fantanyl patehes (narcotic pain
medication) that had been stered In two of two
FORM CMS-2567(02-80) Previcus Versions Obsolets Evanl ID:VTEU11 Facliity iD; 058 If continuation sheet Page 17 of 22
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AND FLAN OF CORRECTION I IDENTIFICATION NUMBER: A SULDING COMPLETED
[ 435044 B. WING 11/06/2014
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1800 W I8TH 8T
GOOD SAMARITAN SOCIETY LUTHER MANOR SIOUX EALLS, 8D 57105
{¥a) 12 SUMMARY STATEMENT OF DEFICIENCIES 153 PROVIDER'E PLAN CF CORRECTION (X&)
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFiX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L§C IDENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE faTe
DERICIENGY)
, The Director of Nursing Services
F 431 CTZ““:; From page 17 F431) or designee will audit weekly for
solled ulilty rooms,
“Ensure nursing staff were signing tha changa of four weeks then monthly for three
shift controllad substances count shaet in ane of months to ensure controlled
two medication rooms as raquired from the nurse substances are disposed of properly
arriving on and tha nurse departing frem duly. that both i . d
Flndings Include: and that both incoming an
. ‘ departing nurses sign the
1. Review of the medication carte and the
eet.
medication reems, iocated on the wast wihg and controlled count I?Ed ?h
tha rehab wing, on 11/5/14 from 1:50 p.m, Results of the audits will be
through 2:30 p.m. revesied Fentany! patches had forwarded to the QAPT Committee
been discarded into the sharps containers {used . ; " .
needles contalnera) that were affixed ta the for reylew}f'gw ANE DGOV of
medication carte, Onea the sharps containers N\M’&\ﬂ% SUVIUS bY E&l@r\{b
wara full, they were stored In two of two soiled mﬂ\ ' H\ F
utllty roorms, MONN. W@U) m
Interview with registered nurse (RN) B during the |
abovs madicatlon carts and rooms review
regarding used Fantanyl patches revsaled:
*When an old patch [Fantanyi] had basn rameved
it wag placad In the sharps container on the
medication cart by the nurse.
*The carts commonly sat guislde the madication
room when not in-use or in dirsct sight by nursing
staff,
*When the contalners ware full they ware
ramoved from the cart end stored In ane of the
sciled utliity rooms awalting destruction,
"There were no locks on aither soiled utllity room
door.
*All staff and residents had accass to the
provider's two solled utllify rooms.
Interview on 11/8/14 at 4:00 p.m. with the diracter
of nursing regarding the above sterage of used
Fentany! patches raveaied:
*She was unawere tha FPanlanyl patchas were
stored unsacurad In the two sclled utility raoms
FORM CL43-2567(02-88) Pravious Verslana Dbsolots Evant ID:VTEU1S Facllity 10: 0058 If cantinuatlon sheat Page 18 of 22
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STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA [X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION {DENTIFICATION NUMBER: A BUILOING COMPLETED

435044 8. WING - 11/08/2014

NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE

! 1500 W S8TH 8T

GOOD SAMARITAN SOCIETY LUTHER MANOR

SlOUX FALLS, 8D 57108

(X410 SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTION {5}
BREFIX {EALH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIN (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATCRY OR L3C IDENTIFYING INFORMATION) TAG CROSS.-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENGY}
F 431 | Continuad From page 128 F 431
after use.

“She agreed unautharizad personnel had access
to the used patches.

*Ehe pgreed there was a polentlal for drug
diversicn by not having the Fentanyl patehes
secured away frem residents and unautharized
personnet,

Revlew of the provider's Juns 2044 Controlisd
Substances policy ravealed it had not addrassed
the proper disposal of narcetlc madleation
patches.

2. Ohaervatlon of the two medication rooms on
11/6114 fram 1:50 p.m. through 2:30 p.m. and
review of two randamly selected Change of Shiff
Conlroiled Substancas Count Sheats revesled
they wars missing feurteen of sighteen signatures
requirad of the nurse arriving on duty.

interview with RN B during the above medication
cert and room ohservailon reviaw regarding the
sbova count shests revealsd:

*Tha Cheznge of Shift Controlled Substances
Count Sheets were to heve bean signed by both
the oncoming and off golng nurees when a dusl
count had besn made,

*Both nurses were requirad to sign the sheets,
*She was unsure why the nurses had not besn
glgning them.

“She agraad it looked 25 If only one nurge had
performed the count for the unslgned days.

Interview on 11/5/14 at 4:00 p.m. with the director
of nursing regarding the above unslgnad
Controlied Substances Count Shaats reveslad:
*It had been her expeciation il staff were to-
foliow facillty policy in having dual signoff of drug
counts, .
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STATEMENT OF DEFICIENCIES ](X‘I) FROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONETRUCTION }(Xﬂ) DATE SURVEY
AND PLAN DF CORRECTION | IRENTIFICATION NUMBER: A BUN QNG COMRLETED
‘ 435044 B, WING 1110872014

NAME OF FROVIDER OR SUPRPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
1500 W 36TH 8T

GOOD SAMARITAN SOCIETY LUTHER MANOR SIOUX FALLS, SD 57108

(%4)10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL BREFIX {EACH CORRECTIVE ACTION SHOULD BE COMBLETIGN
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAQ CROBS-REFERENCED TO THE APPRORPRIATE QATE
_ BEFICIENCY)
F 431 . Laundry staff were informed immedj
Continued Fram pags 18 . F a3l ately of the policy to cover linens
*Sha was unsure why the nursss had net signed .
them, and personal clothing by the
“The sheets were {o bs audited for compliance Administrator and Laundry ¥
regularly but "obvicusly they had not.” Supervisor.
Reviaw of the providar's June 2014 Controliad The policy to cover linens and
Suhstagces policy revealed one nurse countad personal clothing was reviewed at
the medication and the other nurse was : :
rasponaible to varlfy that count, the al'l S_taff meeting by the ¥
F 441 | 483,85 INFECTION CONTROL, PREVENT F 441| Administrator on 11/6/14.
§8=£ | SPREAD, LINENS The Laundry/Housekeeping

The facliity must estabileh and msintain an
Infaction Centrol Program designed to provide a
safs, senitary and comforiable environment and
to help pravant the development and iranzmisslon
of dlsezae and infection.

(a) Infaction Centrol Program

Tha facility must astablish an Infection Contral
Frogram under which It -

(1) Invastigates, contrals, and prevants infections
In the facility;

(2) Decides what proceduras, such as Isolation,
should be appifed to an Individual rasidant: and
(3) Maintains a racord of Ingidents and carrective
actlons related o infections.

(b) Preventing Spraad af infectlon

(1) When the Infection Control Program
determines that & resldent neads isolatlon to
prevent tha spresd of infectlon, the facillty must
isolate the resident,

(2) The facility must prohiblt employees with a
communicabla diseass or infected skin leslons
from dlrect contact with restients ar thalr food, if
dlrect contact will transmit the disesse,

{3) The facllity must raquire staff to wash their

Supervisor will audit to ensure the
linens and personal clothing are
appropriately covered weekly for
four weeks then monthly for three
months. Results will be forwarded
to the QAPI Committee for reviews

DN \pundry| Houseeeping
JpUvIOY .mm\i\%\gw -
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STATEMERIT OF DEFICIENCIES {X1} PROVIDER/BUPPLIER/ICLIA (X2} MULTIFLE CONSTRUCTION {%3) QA'_TE SURVYEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
435044 8 WING 11/08/2014
NAME DF PROVIDER OR SUFFLIER STREET ADDRESS, CITY. STAYE, ZiP CODE
|a] ARITAN SCCIETY LUTHER MANOR 1500 W 3BTH ST
GOOD SAM S10UX PALLS, SD 87108
(X&) il SUMMARY BTATEMENT F DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {XE)
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATGRY OR L3 [{CENTIFYING INFORMATIOM) TAG CROSS'REFERESIEEEIE?JJ\%E APPROPRIATE DATE
F 441 | Continued From paga 20 F 441

hands aftar aach direct resident contact for which
hand washing is indlcated by accaptad
professional practice,

{c} Linans

Parsonnel must handle, store, process and
trangport linens 50 as to prevent tha spreed of
Infastion.

This REQUIREMENT is not met as evidenced
by

Surveyer: 28354

Based on cbservatlon, Interview, and policy
raview, the provider falled to enzure claan laundry
was covered when stored and fransported to
prevent possible contamination, Findings include:

1. Qbservations from 11/4/14 through 11/6/14
revegisd:

On11/4/14 st

-7:43 a.m. outside room 515 was a cart that
contained uncovered rasident hand towels and
wash cloths.

-10:10 a.m. ouiside room 304 was a cart that
containad uncovered resident persanal clathing.
“On 11/6M14 at: .

=7:40 a.m. in the 400 wing hallway was a cart that
contained uncovered residant Rand towels and
wash cloths.

-8:25 a.m. in the 300 wing hellway was a cart that
contalnad uncovered resident hand towels and
wash cloths, :

-1:45 p.m. {aundty alds E was fransporting a cart
on whaels that contalned residant wash cloths,
towels, and hand towels, Thera wasg a2 drapa over
the top of the iaundry, but the sides of the cart

wareg exposad,

FORM CMS-2567{02-98} Pravious Varsicns Obsolale Event ID:VTSL11
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435044

STATEMENT OF DEFRICIENGIES {X1) PROVIDER/SUPFLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

{X2) MULTIPLE CONSTRUGTION
A BUILDING

(X3} DATE BURVEY
COMPLETED

B. WING

11/08/2014

NAME QF PROVIDER OR SUPPLIER
GOCH BAMARITAN SOCIETY LUTHER MANOR

1500 W RETH 8T

SIOUX FALLS, 8D 57105

ETREET ADDRESS, CITY, BTATE, 2IP CODE

(%4} tR © SUMMARY 8TATEMENT OF DEFICIENGIES

PREFIX [EACH DEFICIENCY MUST SE PRECEDED BY FlLL
TAG REGULATORY OR | 5C IDENTIFYING INFORMATION)

PROVIDER'S PLAN DF CORRECTION

D (RE)
FREFIX {EACH CORRECTIVE ACTION 8HOLLD BE COMPLETION
TAG CROSE-REFERENCED TC THE APPROPRIATE DATE

DEFICIENGY)

F 441 | Continued From page 21
*On 11/6/14 af;

wash cloths.

wash cloths,

confirmed;
clean Jaundry,

{o the residents.

transported or stored down the hallways.

halways.

other arsas.”

-7:10 a.m, in the 400 wing hallway was 3 cart that
containad uncoverad resldent hand towels and

=7:25 a.m. outslde room 601 was a cart ket
cantalnad uncoverad restdent hand towels snd

[nterview on 11/5/14 at 1:45 p.m. with laundry
alde & regarding that cbeanvation of iaundry

*This was fhe way she had always dellvered

“Laundry was naver fully covered when delivered

Intarview on 11/5/14 frem 2:00 p.m. through 2:40
p-m. with the Interlm directer of nuraing and
Minimum Data Set reglstered nurse H revaalad
they agreed linan was 1o be covared when

Interview on 11/6/14 at 2:45 p.m. with the Interlm
adminlstrator revesled she agreed linen was to
be coverad when transpored or atored down the

Review of the provider's ravised November 2008
Laundry/Linan Distribution policy revealed "Cover
clean linen. Keep coverad during transporiation ko

F 441
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CENTERS FOR MEDICARE & MEDICAID SERVIUES

STATEMENT OF DEFICIENCIES 1) PROVIDERIBUPPLIER/CLIA
AND PLAN OF CORRECTION IRENTIFICATION NUMBER:

Xz)

A BUILDING

[1hi~]

435044 B. WING

ULTIPLE CONSTRUCTION

(FBA)EUL/ £ 3006 £ ¥, 0287035

\o el tvars
(X3) DATE BURVEY
COMPLETED

04 - MAIN BUILDING 01

11/08/2014

NAME OF PROVIDER OR SUPPLIER

GO0D SAMARITAN SOCIETY LUTHER MANOR

~ STREETADDRESS, CITY, 6TATE ZIP CODE
1500 W 38TH 8T
T SIQUX FALLS, 8D &T1048

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR L8C iDENTIFYING INFORMATION)

(R4} ID
PREFIX
TAG

iD
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SEOULD BE
CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENGY)

1%
COMPLETION
pATE

K 000 INITIAL COMMENTS K 000

Surveyor: 14180
A raceriificatlon survay for compliance with the
Life Safaly Coda (LSC) (2000 existing heaith cars
cccupancy) was conducted on 11/5/14. Good
Samaritan Sccisty Luthar Manor (Buliding 1)} was
found in complianca with 42 CFR 483.7C ()
requirements for Leng Term Care Facilities.

| The bullding will meet the requiremenis of the
2000 LEC for Existing Health Care Occupancies
in conjuriction with the provider's commitment to
continuad compliance with the fire safaty -
standards,

{ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE] SiGNATL%
/-

TITLE X8} DATE

y

Any deficlency slatement anding with an asteriak (") denctes 8 deflclency which 18 Inetitution may be excused from correcting providing i is determinog that
Exsent far nursing homes, tha findings stated sbove pra disclosabls 20 days

othar safeguasds provide sufficient protection to the patients. {Sas Instructions.)

following the dats of survey whether or not o plan of carrection Is providsd, For nutslng homes, the abave findings and plena of correction are disclogables 14
days following the dste thase documants arg mada avallsble to the faciity. I daficlencies ars ciad, an approved plan of correction {5 raguiaite tc coatlnued

pragram participation.
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_CENTERS FOR MEDICARE & MEDICAID SERVIUEY ‘B8 U5 RRL AINID PN, WP 1
STATEMENT OF DERICIENCIES {X1) PROVIDER/SUPPLIERICLIA (%23 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BLILDING 22 - BUILDING 02 : COMPLETED
438044 8. WING 11/05/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
e 4600 W 33TH 8T
GOOD SAMARITAN SOCIETY LUTHER MANOR SIOUX PALLS, §D 57105
(%) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
BREF {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX . [EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY GR LEC IDENTIFYING INFORMATION) - TAG CROSE-REFERENCED TO THE APPROPRIATE asTE
DEFICIENCY] :
K 000 ¢ INITIAL COMMENTS K 000
Surveyor 14180
A receriificatlon survey for compliances with the
LIfa Safaty Code (LSC) (2000 existing health care
occupancy) was conducted on 11/5/14, Goed
Samaritan Soclety Luther Manor (Buliding 2) waes
found in compliznce with 42 CFR 483.70 (&)
requirements for Long Term Care Facliitlas.
H
Tha building wili maat the requiremants of the
2000 LSC for Existing Health Care Qceupancies
in conjunction with the provider's commitment to
, | continued compliance with the fire aafaty
standarda.
i
LABOHATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE S ENATLRE TTHLE — {xe) DATE
A/ < /».Si ;QJM b [ARerle J.28 204 %

Any deficiency slatemant ending with an aaterisk (%) denolas a deficlency which the IngitGitan may be excusead from corracting providing it i3 determinad that
uther safeguards provide sufficient protection 1o {he patlents. (See Instructions.) Ex€apt for nursing hames, the findings stated sbove are dlsclaezble 90 days
following the date of survey whathar or not a plan of correction ia pravided. For nurelng homes, the above findings and plans of corraction are disciosable 14
dzya followlng tha date thess dacumants are made available to tha fachilty, If deficiencles are clted, an appraved olan of carrection is requisita (o cantinded
program participation.
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South Dakota Degartment of Heaith _ ;
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIERICLIA %2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILCING: COMPLETED
10881 B, WING 14/06/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, GITY, $TATE, ZIP CODE
. 41800 W 3BTH BT
GOoOD SAMARITAN SOSIETY LUTHER MANQER SIOUX FALLS, SD 57105
%4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION x5
PREFIX (EACH DEFICIENCY MUST SE PRECEDED BY FULL .| erEFx (EACH CORRECTIVE ACTION SHQULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | | TAG CROSS-REFERENCED TO THE APFROPRIATE biTE
a ! : DEFICIENCY)
- { v
8000 initlal Comments, W aum& lem WHA & 000 oitial C?mments .
Q‘&Rﬂ& WK \ X \%W@Egﬂ( e Preparation and execution
Surveyor 16385 {0 T} A \ Y K’S“ajg: of this response and plan
Alicensure survey for compliance with the 'mj)H of correction does r
Administrative Rules of South Dakota, Artlcle m . ! oes.nc.'t
44:04, Madical Fachitles, requirements for nuraing constitute an admission
facilities, was conducted from 11/4/14 through or agreement by the
11/8/14. Good f’a‘amantqn Socigty Luther Maner provider of the truth of
was found not in compliance with the followlng
requirement; S130. the facts alleged or
conclusions set forth in
8130, 44:04:02:08 FOOD SERVICE 5130 the statement of deficiencies.
The plan of correction is
Food service must be provided by a licensed prepared and/or executed
1‘as-§:!lilyi ortfotcd sa;aglisr}ment‘thatgﬁ Enfapﬁ;;ed byt solely because it is
z fogal, state, or federal agency. The facliity mus . L.
meat the safsty and sanitation procadures for required by the provision
focd service in chapters 44:02:07:01, of Federal and State law.
44:02:07:02, and 44:02:07:04 to 44:02:07:85, For the purpose of any
inclusive, the Foed Service Code. in addltlon, a allegation that the facili
machanjcal dishwashsr must be provided in al allegation that the facility
faclities of 20 beds or more. The facllity must is not in substantial
have the space, equipment, gupphes, and compliance with Federal
meachenlcal gystems for sfficient, safe, and : P A
sanitery food preparation If any part of the food requirements of participation,
service is provided by tha facility, this response and plan of
- correction constitutes the
_ facility's allegation of
This Administrative Rules of South Dakota is not compliance in accordance
g‘ﬁ;ﬁi:ﬁiggggﬁd by: with Section 7305 of the
Based on observation and intervisw, the providar State Operations Manual.
failed to ensure the food preparation
two-compartment sink in the kitchen with a
physical air break on the drain line. Findings
Include:
i 4, Observation on 11/4/14 at 7:40 a.m. reveeled
| tha two compartment sink in the kitchen was not
LABORATCRY DIRSCTOR'S CR PROVIDERISUPPLIER REPRESENTATIVES SIGNATURE, TITLE {6) CATE
ﬁd, A= An inisivtor /). 28wt

STATE FORM

e /) WENotT 7 et om
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South Dakela Dapartment af Health .
STATEMENT OF DEFICIENCIES (X1} PROVIDER/EUFPLIERICLIA (x2) MULTIPLE CONSTRUCTION {%3) DATE 8U R:JEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 3 COMPLETED
A, BUILDING;
40681 B. WING 11/06/2014

NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN SQCIETY LUTHER MANOER

4500 W 38TH 8¥

SIOUX FALLS, 8D §7106

STREET ADDRESS. CITY, STATE, 2IP COQE

SLMMARY STATEMENT OF DEFICIENCIES

PREOVIDER'S PLAN OF CORRECTICN

drzin lina,

Interview on 11/4/14 at 4:00 p.m. in the Kitechen
with the cartified distary manager {CDM),
maintenanca supervisor, and the reglatered
distitian (RD) regarding the two compartment sink
revealed:

*The malntensnce supervisor agread there was

: not @ one-ingh physical alr break in the drain line,

“The COM and tha RD ggreed that sink had been
uzed for cleaning frult and other food praparation.
*The malntgnance suparvisor stated he was
unaware of any policy for the physlcal &ir break
on tha drain lina.

intarview on 11/5M4 at 3:28 p.m. with the COM
and the RD regarding the two compartment sink

! In the Kitehen revealed they confifmad the

provider had ne policy for the physlca! air break
on tha drain iina.

!

%4) 1D 1 X&)
AREPI {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETE
TAG REGULATORY OR L&C !DENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
§ 13¢| Continued From page 1 8130 The Di D 5
e Director of Dietary Services i
proviged with & oneg Inch physical alr braak in ) the . . T W ?\Wl]
immediately stopped the use of the %

two compartment sink.
The Environmental Services
Director will ensure that there is a

for the two-compartment sink.
The Environmental Services
Director will notify the QAPI
Committee upon completion of it.

physical air break on the drain line.

STATE FORM
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