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A recertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for
long term care facilities, was conducted from
6/10/14 through 6/11/14. Weskota Manor was
found not in compliance with the following
requirements: F221, F241, F280, F281, F364,
and F441.

F 221 483.13(a) RIGHT TO BE FREE FROM F 221
$5=E | PHYSICAL RESTRAINTS

The resident has the right to be free from any
. physical restraints imposed for purposes of

discipline or convenience, and not required to
treat the resident's medical symptoms. i

This REQUIREMENT is not met as evidenced
by: i
Surveyor: 33488 |
Based on observation, interview, record review,
and policy review, the provider failed to:
*Ensure wheelchair brakes were not applied
without the consent of the resident for three of
three random observations of unidentified
residents in the dining room.

*Ensure side rail assessments had been
appropriately completed for five of five sampled
residents (1, 4, 6, 7 and 9) to ensure proper use
and safety.

Findings include:

1. Random observation on 6/10/14 at 5:35 p.m. of
resident 9 while she had been pushed up to her
table by feeding assistant (FA) B revealed:

*The resident had been wheeled to the dining
room by unidentified staff.
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*The resident was cognitively impaired '

(decreased mental status) and unable to unlock
her brakes on the wheelchair.

Random observations on 6/11/14 during the noon
meal service of two unidentified certified nursing
assistants (CNA) regarding the application of
wheelchair brakes for two unidentified residents
in wheelchairs revealed:

*Residents had been wheeled into the dining
room and brought to their assigned seating.
*Brakes had been applied to the wheelchairs of
the residents by the CNAs without the residents
consent.

*It was unknown if the residents would have been
able to release the brakes if they desired.

*The residents had been observed throughout the
course of their meal with the brakes applied on
their wheelchairs.

2. Observation and interview on 6/10/14 at 2:00
p.m. with resident 6 in her room while she laid in

bed revealed:
*Her right side of the bed had been along the

wall. - i

*The left side had a half upper side rail in the up
position.

*She stated she "sometimes" used the side rail
for assistance in positioning while in bed.
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05 *FA B then pushed resident 9 in her wheelchair to m
her table. L% am ﬂg\deﬂﬁ [ﬂd\,{ﬂh ﬂsg ‘ﬁf 4
*Resident 9 began to back up using her feet in (’J&
her wheelchair away from the table,
*FA B proceeded to again push her back to the
fable.
*Resident 9 stated "You are rough.”
*FA B replied fo resident 9 "Well you need to sit
still." She then locked the wheelchair brakes on
the resident's wheelchair. — X }}Q_ \(a &ht’ﬂg
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1. Staff member FA B was counseled and

.5‘ :
(Wﬁi(:onsent and ability to unlock them. Stafif

“educated to not Jock Tthe brakes on A
wheelchairs without the residants

merber FA B was counseled and educated to
talk appropriately and respectfully to |
the residents and treat them with dignity.
The Director of Resident Care reviewed
and updated the Restraint Use Policy. Alll
staff was educated on July 7, 2014 regarding
criteria for Tocking brakes on residnets
wheelchairs. The Director of Resident Care

brakes are not Tocked without:: the residents
consent and their ability to unlock them.

The Divector of Resident Care will repo

compl iance rates to the Risk Management/Ql 7-31-2
comrittee quarterly. The review will corftinue

D14
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Review of resident 8's medical record revealed: A new Side Rail Use Assessrent fO*.‘“ was
*Her care plan and current Minimum Data Set inplemented and (_:OHDT eted for resi deni;s
(MDS) had not included the use of side rails for 6,4,1 and 7. Family for ali these residents
positioning. were notified of the risks and benefits of -
*She had no formal assessment documented on side rail usage. The Care Plans for these
side rail use in her chart. residents have been updated 1o reflect
side rail usage. The MDS Assessments will
be updated for side rail usage on these
Surveyor: 32331 residents next assessment period. The
3. Observation on 6/10/14 at 10:30 a.m. of Director of Resident Care Services reviewed
resident 4's room revealed two quarter side rails and updated the Restraint Use Policy. Al
attached to her bed in the down position. One staff was educated on July 7, 2014 regarding
1 was on the top half of her bed and one on the restraints. and side rail use. The Side
| bottom half of her bed. Rail Use Assessment Form will be completed
upon resident admit, quarterly MOS
Review of resident 4's medical record revealed: assessment and with any significant chande
| "She had a history of falls. of the resident. The risks and benefits
*No ass_essm_ent had been completed for the use will be reviewed with the resident and/or
ofthe side rails. . their family and the resident or their
T_here were no physician's orders for the side family will sign off on the use of side
rails. rails. The Director of Resident Care o
Review of resident 4's revised 5/29/14 care plan "Q'][I’S %Oord‘ rmo? will complete a tcﬁ“fém"t
revealed the upper side rail had been assgss(;ggi ?g?ngr?eeég?g]sgg?{gm g dmits
documented on the care plan for positioning. and MDS assessments. The Di o of
Review of resident 4's 5/22/14 MDS assessment, Resident Care Services will report compliance
section P, under physical restraints revealed a rates to the Risk Management/Ql commi ties
side rail was used daily. quarterly. The review will continue until
the Risk Management/QI committee advises
Observation on 6/11/14 at 7:45 a.m. of resident 4 to discontinue. 7-31-2014
in her bed revealed a quarter side rail up on the
top half of her bed. a
Interview on 6/11/14 at 10:20 a.m. with the
directar of nursing (DON) regarding the side rails
on resident 4's bed revealed:
*She used the upper side rail for positioning.
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F 221

Continued From page 3

*Side rails were being reviewed quarterly,
however, they were not being completed
thoroughly.

*She agreed side rails needed to have been
completely assessed for their continued use.

Surveyor: 32332

4, Random observation on 6/10/14 and 6/11/14 of
resident 1's bed revealed one half side rail on the
top half of her bed.

Review of resident 1's medical record revealed:
*The 5/22/14 care plan indicated she:

: ‘Had required extensive assistance of one or two

staff for bed mobility.

-Used one side rail to the upper half of the bed for

positioning.

{*A 514/14 MDS 3.0 Coordinator Assessment had

indicated:

-Restraints in bed: One side rail every day (QD)
for positioning.

*A 5/21/14 Annual assessment by the MDS
coordinator stating "Uses one upper SR [side raii]
every day [QD] for positioning, not as restraint.”
*No side rail consent form had been located in
her medical record.

5. Random observations on 6/11/14 of resident
7's bed revealed one half side rail on the top half
of her bed. Interview on 6/11/14 at 11:30 a.m. with
resident 7 revealed she used the side rail daily to
assist with repositioning.

Review of resident 7's medical record revealed:
*The 5/20/14 care plan indicated she:

-Used one side rail to the upper half of her bed to
reposition herself.

-Used one side rail to stand and transfer onto the

F 221
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commode.

*A 4/15/14 MDS Coordinator's admissjon
assessment indicated she used:

-One upper side rail for positioning.

-Held the side rail to stand for transfers.

*No restraint consent form had been located in
her medical record.

8. Interview on 6/11/14 at 3:00 p.m. with the MDS
coordinator revealed;

*The side rails had been discussed at each care
conference, however:

-Residents or families had not signed consents
indicating they had been instructed of possible
risks of side rail use.

-She had not used the provider's Physical
Restraint Elimination Assessment to determine
the appropriateness of the side rail.

Review of the provider's February 2010 Restraint
Use Policy revealed:

*Prior to use of a restraint there must have been
documentation in the medical record of:

-The resident or resident representative
notification as to the benefits and risks associated
with the use of the restraints.

-The resident or resident representative was to
have made informed consent for use of the
restraint quarterly.

-The intended outcome for use of a restraint.

F 241 483.15(a) DIGNITY AND RESPECT OF F 241
ss=g | INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.
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F 241 Continued From page 5 F241|1.72. 3.
Staff member FA B was counseled and educated
This REQUIREMENT s not met as evidenced to ot lock the brakes on residents
by: wheelchairs withouth the residents consent
Surveyor: 33488 and ability to unlock them; to talk
Based on observation and interview, and resident appropriately and respectrui 1yt
: Dprop Y - urs
rights brochure, the provider failed fo ensure the and treat them with dignity; to
dignity of residents was maintained in the dining be in control of wheelchairs and geri-chairs
room during random observations by: at all times until the chair is in a
*Locking the breaks on a résident's wheelchair stopped position; and that the proper
(9) and telling her to "sit sfill." way to push ger-chairs and wheelchairs
*Releasing the handles on the wheelchair of is in the forward position. The Director
resident (11), allowing the resident's wheelchair to of Resident Care Services reviewed and
move another five feet unassisted. updated the Restraint Use Policy and
*Pulling a resident (3} in a Geri-chair (special Residents Rights Policy. All staff was
reclining ¢hair on wheels) backwards through the educated on July 7 o4 regarding proper
dining room. i e v Vit (o
s ; , , processes for locking brakes on fesidents
i fetants el s togter uher MeIcairs, speaing ith respec o
*Not providing or respecting resident's privacy d}g::;]ty fg ?he ‘{‘egl dentsr,‘ I_Jemgt}:] %021-‘ 1
during resident council or group meeting. 0 q eeh(E alr‘s an hgt?r—c aér's d Tchai Tes
*Not assisting dependent residents to eat in an dnd PUSRTFGTgert-Chairs and wheeichairs|
appropriate amount of time after setting up their 24| in the forward position. The Director of
trays. J Resident Care will camlete
Findings include:
g &\W _ _ brakes are not locked
1. Random observation on 6/10/14 at 5:35 p.m. of withoul the residents consent and their
feeding assistant B with resident 9 revealed: ability to un}oc]g them, speakmg with
*The resident had been wheeled to the dining respect and dignity to the residents,
room by unidentified staff. being in control of wheelchairs and geri-
*Feeding assistant B then pushed resident 9 in chairs at all times and pushing geri-chairs
her wheeichair to her table at the opposite end of and wheelchairs in the forward position|
the dining room from this surveyor. The Director of Resident Care will report
*The resident began to back away from the table compliance rates to the Risk Management.
in her wheelchair using her feet. QI committee quarterly. The réview will
*She proceeded to again push the resident back continue until the Risk Management/QI E
to her table. committee advises to discontinue. 1 7-31-2014
*The resident stated "You are rough." L il Y&m ; M\)&d‘ bq i m\mF
*Feeding assistant B replied "Well you need to sit : \ n@ i !
stiil.” i
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F 241 Continued From page 6 F 241
*She then locked the wheelchair brakes on the
resident's wheelchair. 4.
All staff was educated on July 7, 2014 that .
2. Random observation at 5:40 p.m. on 6/10/14 in meal trays need to be served to residents
the dining room, regarding feeding assistant B when'aH tab](?mates are at the tab?e..
and resident 11 revealed: Nursing and dietary staff will comumnicate
“She wheeled the resident into the dining room to ensure that all residents at a table are
towards her table. present_before meal trays are served The
*She proceeded to release the handles on the Food Service Manager: will Coinete
wheelchair prior to stopping.
*The resident continued to move forward in her that meal trays are being served when
wheelchair approximately ancther five feet before all residents are present at their tablel
coming to a stop. The Food Service Manager will report
] campliance rates to the Risk Management/{I
3. Random observation later that same day at camittee quarterly. The review will continue
6:00 p.m. in the dining room regarding resident 3 until the Ri sk Management/QI comittee
in her Geri-chair revealed feeding assistant B: advises to disconti hue ' 7-31-2014
*Grabbed the handle on the back of the resident's ’ '
chair.
*Had not turned the resident to face the direction d )
of travel through the dining room. *L@ﬁﬂﬂu ﬁ’ﬁm w WQ
“Proceeded to pull the resident one handed \ JE. }}’u’ Hz‘. S@I\{ 0
backwards through the dining hall to her spot at @ 0

the assistive table. nd moﬁm mejﬂy Q] U
4. Random observations on 6/10/14 in the dining &aﬂd H\Wﬂmg mﬁnﬁﬂﬂﬁ@

room regarding residents that had to wait for their ﬁ\ﬁ’( N“{(}, {ﬁﬂ& Q%\m@u\m\:

trays to be delivered revealed:
*Multiple unidentified residents had to wait to be

ts}:eeri\:e;du’:)hp(-:'eilrﬁlmeals while their table mates ate - V\‘M &\ 0% ?J 4 rﬂmo &)ﬂ

*Some residents were not served until after their amwﬁ“
tabl tes had finished eating. .
*??aﬁdrg?neusnic?entli:‘]igd ?es?;ertgcomments were (}HD ) o QY)S{NC}(Y\W “M

heard by this surveyor about their frustration Cﬂm\,\\m\-
having not been served at the same time as their

table mates.

Surveyor: 26180
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5. Observation of resident 3 on 6/10/14 during the g

supper meal service revealed: :

*She received her covered meal tray at 6:04 p.m. A;é staff was educated on July 7, 2014

*She was unable to feed herself. _a 1 ursing staff was educated on -t

*There was not & staff person to assist her with June 26, 2014 that dependant vesidents |

eating until 6:22 p.m., eighteen minutes after she W;_’;}:fb? sewg(]i E?eTEO"Eﬂ ‘tga)ésﬂ\%he%nursmg

had received her tray. 5 15 avaliabie w0 assis - 1nesq

meal trays will remain in the kitchen area

Random observations in the dining room at the until staff is available to assist the

above time revealed a table of seven dependent dependant residents with their meal. The

residents were served their meals at 6:05 p.m.. tharge nurse on duty will make sure that

Staff had not started to feed them until 6:25 p.m. meal trays are not brought out of the

kitchen prior to staff assisting the

6. Observation and interview on 6/10/14 at 2:00 residents are present. The Food Service

p.m. with the resident council revealed: Manager will compiete,

*A group of seven residents representing the _

resident council met with thé surveyors in the dependant residents are not served until

dining room. o staff is available to assist them. The

“All doors in to the dining room were closed for Food Service Manager will report compliance

the meeting. . rates to the Risk Management/Ql committee

During the one hour meeting at least ten quarterly. The review will continue until

interruptions occurred with staff walking through the Risk Management/QI ccmmt’tee advises

the meeting room. L o di Scontmu 1 _31-2014

Review of the provider's resident rights in long \N&k \ I 5 % () mg

term care facilities brochure which was given to IH gm %@L’ %

residents in their admission packet revealed }

"When you enter a long-term care facility, you

must be treated as an individual with respect, E’Z—' Eg]st]jd?ntthcguacaﬂ ITIIE:IEU?Q En JuneRg)z:n 2014

dignity and consideration.” eld m i nor Fam ty Living RC

F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 Providing ﬁg‘ vacy. The Activity Coordingtor
gg=p | PARTICIPATE PLANNING CARE-REVISE CP reviewed and updated the Resident/Family

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

Council policy to reflect resident counci

meetings will be held in the Family
Living Room for privacy. All staff was
educated on July 7, 2014 on the location
change to the Family Living Room for Res
Council meetings for more privacy. The

ident

hallway double doors will be closed
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F241 #6 continued:
F 280 | Continued From page 8 F 280| and notices will be posted when Resident
Council is in Session so there are no
A comprehensive care plan must be developed interruptions. The Activity Coordinator
within 7 days after the completion of the will vreport the number of Resident Council
comprehensive assessment; prepared by an meetings and Tocation of the meetings tq
interdisciplinary team, that includes the attending the Risk Managament/Ql committee quartenly.
physician, a registered nurse with responsibility The review will continue until the Risk
for the resident, and other appropriate staff in Management/Q1 commitiee advises to
disciplines as determined by the resident's needs, discontinue. 7-31-2014
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.
' This REQUIREMENT is not met as evidenced
by:
Surveyor, 33488
Based on observation, interview, record review,
and policy review, the provider failed to ensure
the care plan had been revised with a complete
and accurate guideline for one of one sampled
resident (6) with regard to repositioning and Ace
wrap application. Findings include:
1. Observation and interview on 6/10/14 at 12:30
p.m. with resident 6 revealed she:
*Had been lying in bed on her side.
*Stated she would be repositioned in bed only
when she asked.
*Had an Ace wrap applied to her right arm to
"help keep the swelling down" from a recent
infection in her arm.
*Stated "sometimes they put my Ace wrap on,
sometimes they don't. Depends on if they
rernember.”
FORM CMS-2557{02-99) Previous Versions Obsolete Event 1D:3B2111 Facility ID: 0093 If continuation sheet Page 9 of 25
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Observation of resident 6 at supper fime that . ReS]den‘t 6 f Care PTa_n_wa§ updated July 8, 2014
same day revealed her Ace wrap had large gaps to include the repositioning schedule,
in the wrapping and most of the Ace had moved ace wrap is applied to the right arm and
towards her wrist. addresses open sore area. A notice has been
given to all nurses that they mist
Observation and interview on 6/11/14 at 12:15 document all eares and treatments on the
p.m. of resident 6 revealed she had no Ace wrap residents Care Plan. This information will
applied that day. be reviewed again at the nurses meeting
by July 31, 2014. The night charge nurse
Review of the medical record for resident 6 will follow up and ensure cares aré
revealed: documented on the Care Plan per the Dail}
*She was non ambulatory (does not walk). Resident Change form. The Director of
*She had an apen pressure ulcer in the crease Resident Care or other designated staff
between her buttocks. will monitor weekly to ensure all new
| *'Reposition per protocol" had not been check orders, falls and skin conditions are
marked on the care plan. on the residnets Care Plan. The Director
Try to avo_ld h':ar sitting up for more than two of Resident Care Services will report
' hours at a time" had been hand written on 6/3/14 conpliance rates to the Risk Management/Ql
gﬂetrie?rirglglr?rrhade no mention of the Ace wrap cormn:ttee quqrter]y - .The review will
how long it weuld remain on or off, or nursing ’ cont‘!%ligewrgﬂ_ the Ri Sk Management/ aI _
interventions to check for circulation in her arm comm advises to discontinue. 7-31-2014
when the Ace had been applied.
*The treatment record dated 6/5/14 had "Ace
 wrap to right arm if she can tolerate it" written in.
*No documentation had been found in the
medical record that assessed the resident to see
if the Ace had been tolerable.
Interview with the director of nursing (DON)
regarding resident 6 revealed:
*The resident was on a turn schedule that she
had "created for repositioning” that noted when
the resident was in bed or out of bed.
*Staff were to note the time when the resident's
location had been changed [from bed to chair].
*She agreed:
-Proper repositioning should be more than "time
up or time down."
FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D: 8BZI11 Facility 1D: 0093 If continuation sheet Page 10 of 25
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-If the resident remained in the same position for
more than an hour [with an open pressure ulcer]
she needed to be repositioned in her current
location [bed or ¢hair].

-The care plan had no interventions or goals
related to the Ace wrap.

-Staff would have no way to know how to correctly
care for the resident without an accurate or
complete care plan.

Review of the provider's July 2013 Resident Care
Plan Policy revealed a care plan would identify
areas that needed to be addressed, contain a
goal, and specific interventions.

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

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

This REQUIREMENT is not met as evidenced
by:
Surveyor: 32332

Based on record review, interview, and policy
review, the provider failed to ensure fluids were
menitored for two of two sampled residents (1
and 7) with fluid restrictions. Findings include:

1. Review of resident 1's medical record revealed
a 1/10/14 physician's order for 1800 cubic
centimeter [cc] fluid/24 hour restriction.

Review of resident 1's food services diet card
(used by the dietary department to prepare her
food trays) revealed she was to have received
450 cc at every meal for a total of 1350 cc in

| twenty-four hours.

F 281
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R . | ;
Review of a breakdown of her fluids developed by \E?ihﬂf}]ﬁ? d]?gig“igi gﬁ 6511{2; ggg;]dﬁgg of
the dietary manager for the dietary staff had breakfast. dirner and supper. The dietar
revealed she was to have received: taff .H’ bmit thi _p];ge s hy
*Breakfast 450 cc. S will submit This information to the

*Dinner 350 cc.

*Supper 350 cc.

*The twenty-four hour total for the dietary
department was to have equaled 1150 cc without
her afterncon or bedtime shack.

Review of the dietitian's 5/8/14 Medical Nutrition
Therapy Assessment revealed resident 1 was to
have received an 1800 cc fluid restriction. The
assessment had stated the resident's meal intake
had been 50 to 100 percent. It had not indicated
how much fluid the resident had been taking.

Review of her medical record revealed a 5/15/14
note from the dietary manager stating "Nursing
gives 550 cc and dietary 450 cc per twenty-four
hours. We allow the rest of the fluids at lunch
time and other intakes."

Review of resident 1's 5/22/14 care plan revealed
she was to have been given:

“With every meal 450 cc.

*By the nursing department 550 cc of fluids every
24 hours.

Review of resident 1's 6/7/14 through 6/10/14
intake record revealed:

*Breakfast and lunch intakes had been
documented.

*The supper intake had been documented one of

it in the Treatment Medication Record.
Nursing staff will document intake on thi
Intake form that is placed in the reside
room. The charge nurse will document the
nursing total from a 24 howrsperiod in il
Treatment. Medication Record. The might
charge nurse will then document the tota
of dietary and nursing cc's on the
Treatment Medication Record at the end 0
the 24 hour period to ensure fluid restr
is met. Documentation will be on the res
Care Plan as to how much fluid each

This process was communicated to dietary
and nursing staff by July 8, 2014. The F
Restriction policies were reviewed and
updated. The Food Service Manager or dés
will monitor and document daily for two
weeks then weekly for two months and
monthly thereafter that dietary staff

in the Treatment Medication Record. The
Food Service Manager and Director of Res

night charge nurse who will then document

reported intake to nursing for each medl.
The Director of Resident Care or designes
will monitor and document daily for two |
weeks then weekly for two months and monthly
thereafter that daily totals were documented

Care will each report compliance rates tp

p

ns
he

1
£

iction
ndents

department is allowed to give the resident.

tuid

ignee

ident

four days. the Risk Management/QI committee quarterly.

*Extra fluids given by nursing staff from 6:00 a.m. The review will continue until the Risk

through 6:00 p.m. had been documented. Management/QI comittee advises to

*Extra fluids given by nursing staff from 6:00 p.m. discontinue. 7-3-2014
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through 6:00 a.m. had not been documented.
*Twenty-four hour totals had not been done to
ensure the required restrictions were being met.

2. Review of resident 7's medical record revealed
a 5127114 physician's order for 2000 cc fluid
restriction.

Review of her diet card revealed she was to have
received 490 cc per meal for a total of 1470 ccin
twenty-four hours.

Review of a breakdown of her fluids developed by
the dietary manager for the dietary staff revealed:
*Breakfast 475 cc.

*Dinner 500 cc.

*Supper 500 cc.

*The twenty-four hour total for the dietary
department was to have equaled 1475 cc without
her afternoon or evening snack.

Review of the dietitian's 5/8/14 Medical Nutrition

Therapy Assessment revealed resident 7's meal

intake was between 50 to 100 percent. It had not
included the resident's fluid intake.

Review of resident 7's 5/28/14 care pian revealed
she was to have been given 2000 cc. It did not
state who was fo have given the fluid.

Review of resident 7's 6/6/14 through 6/10/14
fluid intake record revealed:

“Breakfast and lunch intakes had been
documented.

*The supper intake had not been documented
three of five days,

*Extra fluids given by nursing staff from 6:00 a.m.
through 6:00 p.m. had been documented.

*Extra fluids given by nursing staff from 6:00 p.m.

m&uw, &inPrﬁ Ay

i rmcem mx&gﬁ

'\Y\U\AL LIRQ am& | and 7.
(300K
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through 6:00 a.m. had not been documented.
*Twenty-four hour tofals had not been done.

Interview on 6/11/14 at 2:15 p.m. with certified
nursing assistant (CNA) A revealed when asked
how much fluid she was to have given each
resident she stated:

*She was not sure how much fluid residents 1
and 7 were to have received during her shift.
*One nurse would place a glass of water at each
resident’s bedside. She was to have let that nurse
know when that fluid was gone.

*She was not sure what the other nurses did to
measure the residents’ fluid intakes.

interview on 6/11/14 at 2:20 p.m. with CNAD
revealed:

*She would have given residents 1 and 7 fluids in
little glasses and then charted how much they
drank.

*The nurse documented the fluid infake.

*She could document the infake but she did not
think they kept intake records in the residents'
rooms.

Interview on 6/11/14 at 3:00 p.m. with CNAC
revealed: _

*She was not sure of the amount of fluid the
above residents received.

*She told the nurse when the resident wanted a
drink.

*The nurse filled the glass.

Interview on 6/11/14 at 2:45 p.m. with registered
nurse (RN) G revealed:

*The nursing department was responsible for
documenting fluid intakes.

*The intake totals had not been done at the end
of each day.

F 281
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Interview on 6/11/14 at 4:00 p.m. with the dietary
manager revealed:

*Nursing was to have docurmented all fluid intake
for residents 1 and 7.

*There had been no total fluid intakes
documented for the residents.

*Neither she nor the dietitian would have been
able to know how much fluid the residents had
been taking in.

Interview on 6/11/14 at 3:15 p.m. with the director
of nursing revealed the nursing department had
not documented residents 1 and 7's fluid intake
totals.

Review of the provider's July 2009 Fluid

| Restriction policy revealed:

*Nursing was responsible for recording the intake
of fluid each shift.

*Dietary would follow the provider's medical
centers policy on fluid restriction.

Review of the provider's medical centers June
2000 Fluid Restriction policy revealed:

*Post 'fluid restriction' on patient information
board in (patient's) room."

*“If the restriction had been 1200 cc or less dietary
would take 480 cc of the total amount.

*|f the restriction had been more than 1200 cc
dietary would take 600 cc of the total amount.
*Nursing would take the remainder and divide it
between hoth shifts.

483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR,
PALATABLE/PREFER TEMP

Each resident receives and the facility provides
food prepared by methods that conserve nutritive

F 281

F 364
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F 364 : Continued From page 15 F 364 The Food Service Manager reviewed and
value, flavor, and appearance; and food that is _updated the Food Preparation PolicyX
palatable, attractive, and at the proper AlT dietary staff was educated on
temperature. June 30, 2014 on the proper preess to
puree foods. The Food Service Manager will
. _ _ monitor weekly for one month and monthl)
This REQUIREMENT is not met as evidenced | | thereafter to ensure dietary staff are
by: following proper preess when pureeing foods.
Surveyor: 32331 _ _ The Food Service Manager will report
Based on observation, interview, and policy compliance rates to the Risk Management
raview, the provider failed to ensure nutritional QI comnittee quarterly. The review will
value was maintained for one of three meal ; : =y —
preparations for five of five sampled resident (8, g?nmmtmﬁeuggu sggetg (SjI;mMgrr:?:?nue t/0l 7-31-2014
12, 13, 14, and 15) on pureed diets. Findings : h
include: { ‘d \“\ m

;}gg;?é\é?ti_on on 6/'1-0114 at 11:50 a.m.'with cook @(g \ﬂ(, a n ﬂ,& W % ;(h i@
She placed five servings of the broccoli and ilp [’ir‘d DD@H {m‘—

caulifiower vegetables from a half-sized steam
table pan located in the steam table into a
blender container.

*She then placed the blender containing the
vegetables under the faucet on the
two-compartment sink and placed tap water into
the blender.

*She placed the blender container on the
blender's base to puree the vegetables.

*She removed the pureed vegetables from the
blender with a spatula into a quarter-sized steam
table pan,

*She placed the pureed vegetables into the
steam table next to the pureed augratin potatoes.

Interview on 6/11/14 at 11:51 a.m. with cook |
revealed:

*She had pureed the augratin potatoes using hot
tap water from the sink.

*There were five residents 8, 12, 13, 14, and 15
on pureed diets.
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Observation on 6/11/14 from 11:53 a.m. through
12:25 p.m. in the kitchen revealed cook | served
the meals to the residents in the dining room
including residents 8, 12, 13, 14, and 15 on
pureed diets.

Interview on 6/11/14 at 3:00 p.m. with the certified
dietary manager revealed:

*Pureed foods needed to have been prepared
with extra nutritious foods such as broth, gravies,
milk, and juices in the pureed process as
appropriate for the food item.

*Adding tap water to the blending process of the
pureed foods was inappropriate.

*The nutritive content of the vegetables and the
augratin potatoes had been compromised by
using tap water for blending into a pureed
consistency.

Review of the provider's August 2013 Food
Preparation policy revealed:

*Cooks used food preparation and cooking
techniques that provided quality food in
appearance, taste, and nutrients.

*Pureed foods were to have been blended with
liquids that added further nuirients (vegetable
juices, fruit juices, and mitk) rather than water.
*In all areas of food preparation a maximum effort
was made to have retained the nutrient value of
the food.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission

F 364

F 441
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of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied fo an individual resident; and
{3) Maintains a record of incidents and corrective
actions related to infections.

{b) Preventing Spread of Infection

{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their foed, if
direct contact will transmit the disease.

(3} The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Surveyor. 33488

Based on observation, interview, record review,
and policy review, the provider failed to ensure
appropriate infection control practices were

Staff mamber CNA A was educated on
July 8, 2014 on the proper cleaning and

disinfecting process of the whiripooi tub.

Instructions for cleaning and disinfecti
the whirlpool tubs were updated and revi
with staff who bathe residents. The
updated instructions were placed in each
whirlpool room for easy reference. All
staff was educated on July 7, 2014. The

Director of Resident Care or charge nurse

will compietehweekly observations on the
days baths are given for one month. Then
wonthly, 8-10 random observations will
be made to ensure proper cleaning and
disinfecting if completed. The Director
of Resident Care will report compliance

rates to the Risk Management/QI comittee
guarterly. The review will continue until

the Risk Management/QI camittee advises
to discontinue.

ng of
vied

7-31-2014
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followed for:

*The cleaning and sanitizing one of one observed
whirlpool tub (north hall).

*The cleaning and disinfecting of multi-use
curlers between residents' use in the beauty
shop.

*Hand washing and glove use during the care of
two of nine sampled residents (6 and 3).

*Proper hand hygiene and appropriate handling of
food between residents for one of one
unidentified resident and one of one sampled
resident (2}.

Findings include:

1. Observation and interview on 6/10/14 at 10:20
a.m. of certified nursing assistant (CNA) A while
she cleaned the whirlpool tub without gloves
revealed she:

*Started the water in the whirlpool tub.

=pregsed the disinfectant button, held it for five
seconds, then released it.

*Filled the tub about "half way" and scrubbed the
tub with a brush.

“Was not sure how long to press the disinfectant
button to get the appropriate amount of
disinfectant in the tub jets.

*Agreed she should have worn gloves when'
touching contaminated equipment.

Interview on 6:10 p.m. at 2:45 p.m. with the
maintenance supervisor regarding the cleaning of
the north hali whirlpoo! tub revealed he agreed:
*Not enough sanitizer had been used in the
whirlpool tub to disinfect it.

*The provider's instructions needed to be updated
to match manufacturer’s guidelines.

Review of the May 2008 whirlpooal cleaning
| instructions revealed:

F 441
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the solution coming out of all the air jets."
“Tyy to let the disinfectant set 10 minutes.”

Review of the manufacturer's guidelines for the
whirlpool tub revealed:

»Release the button [disinfectant] after you see
solution coming out of the jets and you have 1-¥2
gallons of disinfectant solution in the foot well of
the tub.”

o Random observation on 6/10/14 of the beauty

shop revealed:

*Two plastic tubs. One contained perm rods

(used to give hair curl in the perming process),

" and the other tub contained plastic curlers.

| *Both tubs had large amounts of hair and debris

| around the curlers and rods and in the bottom of

wl the container.

\ Interview on 6/11/14 at 8:00 a.m. with the
licensed beautician E regarding the curlers and

perm rods revealed:

| *She had been "doing hair” for thirty years.

| *Her practice was to take the curlers and rods
home at the end of the week and clean and

sanitize them.

*She had never heard of disinfecting the above

itemns between use but it "makes sense | guess."

i *She was unaware of the rules governing her

license regarding good infection control practices.

|

Interview on 6/11/14 at 1:50 p.m. with the director
of nursing (DON) regarding the cleaning of
beauty shop items revealed it had been her
expectation multi-use items were cleaned
between resident use.

i Review of the South Dakota Department of Labor

1

and new ones purchased. The Director of
Resident Care discussed with beautician
on July 7, 2014 quidelines for cleaning
of cosmetology supplies such as peym rog
and curlers. The Director of Resident (3
developed a Personal Care Room policy.
It is posted in the Personal Care Room
as well as placed in the General Policy
and Procedures Manual. Al staff were
educated on July 7, 2014. Each beauty
operator will be informed that they are
responsible for cleaning of ‘their suppl 1
properly. If families are using the pers
care room, they are instructed to provig

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PLA *5)
PREFLX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. DEFIGIENCY) :
F 441 | Continued From page 19 F 441 5 i
«Release the button [disinfectant] after you see The {)] astic curlers were disposed of

FBW

as
0na |
o

the curlers, etc. for the reSident. Fam

will be informed in the next facility

Ties

newsletter and upon adwission. The Business
Office Staff will complete weekly rronitdfr

for two weeks and then monthly QI

monitors 1o assure no curlers/perm rods
are left in the personal care room. The
Director of Finance will report complidn

rates to the Risk Management/Ql committee
quarterly. The review will continue until

the Risk Management/QI committee advises
o discontinue.

e

7-31-2014
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and Regulation, South Dakota Cosmetology Staff members CNA A, C, D and H were
Commission, Consumer Information, bullet #2, educated individually on July 8, 2014
<http:/ldIr.sd.govlbdcommlcosmet!ccconsumerinf on the proper hand washing, infection -
o.aspxitiicense> stated all multi-use items must control and glove use practices¥ The
be cleaned and sanitized before use. Director of Resident Care reviewed and
_ updated the Hand Hygiene Policy. All
Review of the 2013 South Dakota Cosmetology staff was educated on July 7, 2014
G S S be oo o regndig infcticn ol ond vt
free from hair and debris." and_pr‘oper glove use. The Director (.)1:
. Resident Care or désignated staff wili

complete weekly monitoring for two
months:and monthly monitoring thereafter
of 8-10 random observations to ensure
proper glove use, hand washing techniques
and infection control practices are beirg
done. The Director of Resident Care Services

3 Observation on 8/10/14 at 1:50 p.m. of CNAA
providing personal care to resident & revealed:
*The resident had finished using the commode
and was lifted up by the stand lift (a mechanical
aide to help the resident stand) to clean her
private area.

*CNAA used personal wipes to cleanse her | wiTl report corpliance rates to the Risk
orivate area Managerent/Q1 conmittee quarterly. The review
*Once compieted CNA A while holding the soiled will continue until the Risk Management/{l

wipe proceeded to pull off her soiled gloves committee advises to discontinue. 7-31-2014
leaving the contaminated wipe inside the giove as

she pulled it off. L tﬂuﬂ (B\WS \N}\)ﬂ &“ R&lﬂ{ﬁﬂ
*She then tossed the dirty glove onto a blanket in ‘\“U\id‘ _ R&\dm a\)’}j &m w

the resident's recliner.

*Only after she laid the resident down in bed had Q&‘&W\W\F
she gone back to the chair to get the soiled glove

and dispose of it in the waste receptacie.

T "

Interview in 6/11/14 with the infection control
coordinator regarding hand washing and disposal
of contaminated materials revealed:

*It was her expectation dirty gloves were to have
been put in the waste receptacie immediately
after use.

*She agreed the above was an infection control
hazard.

L
i
]
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Preventing the Spread of Multiple Drug Resistant
Organisms Gloving policy revealed:

*'Remave gloves promptly:

-After use,

-Before touching non-contaminated items,
-Before going to another patient,

_And perform hand hygiene immediately to avoid
transfer of germs.”

Surveyor. 26180

4a. Observation on 6/10/14 at 11:45 a.m. with
CNAs A and C while they were getting resident 3
up from bed for lunch revealed:

*They entered the room and puton a pair of
gloves. They had not washed their hands upon
entering the resident's room.

*“With gloved hands they removed her soiled
incontinence brief, rolled it into a ball, and laid it
on the corner of her bed.

*With her soiled gloves CNA C went to the
resident's closet and removed a clean article of
clothing.

-She gave that clothing item to CNAAto puton
the resident. CNAA still had her soiled gloves on.
*CNA A took the Hoyer (a mechanical device to
lift the resident) sling and positioned it under the
resident.

“When the resident had been lifted off the bed
CNAA placed her soiled gloved hand in front of
the resident's face to prevent the resident from
hitting her head on the Hoyer bar.

*CNA A folded the resident's blanket and tucked a
pitlow between the resident's knees.

*CNA picked up the soiled items from the bed
and put them in a plastic bag.

*Neither of the CNAs had washed their hands
during the entire process.

*CNA C then pushed the resident out of the room
and took her to the dining rcom.

F 441
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Interview on 6/10/14 at 11:58 a.m. of CNAA
revealed:

*It was not her usual procedure to lay soiled
incontinence briefs and other soiled items on a
resident's bed.

-They should have bagged those items
immediately.

*She confirmed she shouid not have held her
sailed hand in front of the resident’s face.

*Her gloves should have been removed and her
hands washed prior to that.

*She confirmed CNA C had not washed her
hands while she was still in the room but had
used hand sanitizer out in the hallway.

Interview on.6/10/14 at 12:02 p.m. of CNAC
revealed she had used the hand sanitizer in the
hallway outside of resident 3's room.

b. Observation on 6/10/14 at 5:35 p.m. of resident
3 when CNAs D and H were getting her up from
bed for the supper meal revealed:

“With gloved hands they removed the soiled
incontinence pad and laid it in a pile on the bed.
*They immediately got her out of the bed using
the Hoyer lift. They continued to have the soiied
gloves on as they placed her on the commode.
*After she was on the commode they bagged the
soiled items that had been on her bed.

*CNA D removed her soiled gloves and put a new
pair on. She had not washed her hands prior to
applying new gloves.

_She then warmed a washcloth in the bottom of
the sink and wiped the resident's eyes.

-When she was finished with the wet washcloth
she laid it in the resident's rocker recliner.

“CNA H had the same gloves on throughout the

| process removing them before she left the room.

F 441
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Staff merber FA B was counseled and
5. Interview on 6/11/14 at 2:30 p.m. with the educated to not touch residents food
director of nursing revealed the expectation was: with bare hands and to sanitize/wash
*No soiled linens should have been placed on a hands before touching residents utensils
resident's bed or in a chair. or cups and inbetween feeding residents|if
*Glove's_lsr;ould have been changed when they she touches anything else. The Food Service
were soiled. Manager reviewed and revised the Ready
;‘t‘éavf;is\'j:i%ug:lz‘\:zdbeen washed when the To Eat Foods Policy. All staff was educated
: on July 7, 2014 regarding proper food
*Hands should have been washed when the staff handﬁ%g ‘techniqsgg and grgperp‘e hand
?Qtergd thgt‘roomh anlcclI whEenhthey l:I,eft the rogmf-;t washjrg and_saniti zing of hands when
et ol cry e e usedafer fodg rsicrts. el rags were placd
. on the assisted tables at meal times for
staff 1o use when handing food to residents.
Hand sanitizer is on the assisted tables
Surveyor: 32331 . e
6. Observation on 6/10/14 from 12:12 p.m. during meals for staff to use when assisting
) \ . - residents. The Food Service Manager or
through 12:15 p.m. of feeding assistant B . ;
revealed she: designated staff will complete weekly
“Was assisting an unidentified resident eating at observations for two months and monthly
an assisted table in the dining room. thereafter to ensure proper handling of
*Picked up a one-half slice of buttered bread from residents food. The Food Service Manager
the resident's plate with her bare hands. will report complaince rates to the Risk
*Used the resident's spoon to place ground meat Manqgmen}:]/ QI committee quarterly. The
on the bread. review will continue until the Risk
*Folded the slice of bread in half with her bare Management/QI committee advises to
hands and placed it in the resident's hand. discontinue. 7-31-2014
*Proceeded to resident 2's table and started
cutting up his food with his fork and knife.
* ifted resident 2's right hand and placed his
hand on a curved-handled spoon.
*Touched her glasses and wiped her hands on
her apron.
*Obtained a chair, touched her face, and started
assisting resident 2 with eating.
*Had not washed her hands or used a hand
sanitizer during the above listed observations.
Review of the provider's 2008 Ready-To-Eat
FORM CMS-2567(02-99) Previous Versions Obsoleta Event 1D:9BZI11 Facilify 1D: 0093 If continuation sheet Page 24 of 25
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Foods policy revealed employees were 1o
*Have used the required utensils when serving
ready to eat foods.

*Not have had any contact with ready-to-eat
foods with their bare hands.

Review of the provider's August 2008 General
Food Preparation and Handling policy revealed:
*Handle utensils, cups, and glasses {o aveid
touching surfaces that food or drink may have
come in contact with.

*Use tongs or other serving utensils to serve
breads or other items.

*Never touch food directly with bare hands.

Review of the provider's October 2008
Handwashing policy revealed when fo have
washed hands:

*After touching bare human body parts other than
clean hands.

*After handling soiled eguipment ot utensils.
*Puring food preparations, as often as necessary
to remove soil and contamination, and to prevent
cross contamination when changing tasks.
*When working with ready-to-eat food.

*After engaging in other activities that
contaminate the hands.
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Surveyor: 18087

A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted on 08/11/14, Weskota
Manor 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 08/16/14 upon correction of the
deficiencies identified below.

Please mark an "F" in the compietion date
column for the deficiency identified as meeting 5
the FSES to indicate the provider's intent to
correct the deficiencies identified at K062 and
K130 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards.

K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038
SS=C
Exit access is arranged so that exits are readily
accessible at all times in accordance with section
7.1 19.2.1

This STANDARD is not met as evidenced by: i
Surveyor: 18087

Based on observation and interview, the provider
failed to install a paved path of exit discharge to
the public way at one exit. The north exit from the
basement had a landing that ended greater than

LABORATOBY,DIRECTOR'S OR PROVIDER/SUPPLIER R RESENTATlVES SIGNATURE TITLE (X8) DATE
M £ 00 07/ 0 ?/5?0/}’

Any deflmency statement endlng with an astertsk ™ denotes a defcxency whlch the institution may be excused from corredlng prowdmg |t is determlned that

following the date of survey whether or not a plan of correctlon is provided. For nursing homes, the above fmdmg
days following the date these documents are made available to the facility, If deficiencies are cited, an approved!
program participation.
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Continued From page 1
200 feet from the nearest street. Findings include:

1. Observation at 10.00 a.m. on 06/11/14
revealed the north exit from the east basement
was not paved to the public way. It had a
concrete janding that ended greater than 200 feet
from the nearest street. The terrain from the
concrete landing to a public way would make the
installation of a sidewalk difficult. Interview with
the maintenance supetrvisor at the time of the
observation indicated that basement area was
used for storage and laundry. Only staff had
access io that basement with a purported
maximum of two staff members in the basement
at a time.

The building meets the FSES. Please mark an
"F" in the completion date column 1o indicate
correction of the deficiencies identified in KOO0,
NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkier systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically. 198.7.8, 4.6.12, NFPA 13, NFFA 25,
975

This STANDARD is not met as evidenced by:
Surveyor: 18087

Based on record review and interview, the
provider failed to verify the required maintenance
of the sprinkler system (backflow preventer and 5
year internal inspection) had been performed.
The provider also did not have a copy of the
National Fire Protection Association (NFPA) 25
Standard for the Inspection, Testing, and

K038

K 062

FORM CMS-2567(G2-98) Previous Versions Obsolete Event ID: 9BZI21

Facility 1D: 0083

If continuation sheet Page 2 of4




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

PRINTED: 06/23/2014
FORM APPROVED
OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

43A005

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BUILDING 01 - MAIN BUILDING 01 COMPLETED
B. WING 06/11/2014

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
608 1ST STREET NE

WESKOTA MANOR WESSINGTON SPRINGS, SD 57382

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION I

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 APPROFPRIATE DATE

DEFICIENCY)

K 062 | Continued From page 2 K 062 | The Maintenance Supervisor contacted
Maintenance of Water-Based Fire Protection Building Sprinklers Co. on June 13, 2014
Systems. Findings include: to perform both the 5 year Internal

Inspection and the yearly Check Valve

1. Review of the provider's sprinkfer maintenance Inspection. Building Sprinklers Co. will
records on 6/11/14 revealed no documentation be on-site on July 14, 2014 to complete
the required annual testing of the backflow these inspections. These inspections have
preventer had been performed. Interview with the been added to the scheduled inspections
maintenance supervisor at the time of the record by Building Sprinklers Co. The Maintenance
review confirmed that finding. Supervisor ordered a copy of the NFPA

2. Review of the provider's sprinkler mainter)ance ggdsﬁh??g?:zgaggg g;ewi?égfé;gg’g?:m g
e o o ravealed e cocumentation Protection Systems to have on File. The

e required 5 year internal obstruction inspection Mafritenance Supervisor-will report. 1o

of the sprinkler system had been performed. D3 o .

| . i . ) the Risk Managment/QI commitiee when

nterview with the maintenance supervisor at the these ins ; lote

time of the record review confirmed that finding. . .peCtTon§ are comlete. 111e

He revealed the provider did not have a copy of review w”] conti nue untit the Risk

the NFPA 25 Standard for the Inspection, Testing, Managenent/QT committee advises to
and Maintenance of Water-Based Fire Protection discontinue. 7-31-2014
| Systems.

The deficiencies affected multiple components of

the building's automatic fire sprinkler system

required annual maintenance.

Ref: 2000 NFPA 101 Section 19.3.5.1, 9.7

K 130 | NFPA 101 MISCELLANEQUS K130

88=D
OTHER LSC DEFICIENCY NOT ON 2786
This STANDARD is not met as evidenced by:

Surveyor. 18087
Based on observation, testing, and interview, the
provider failed to ensure exits were readily
accessible at all times for one randomly observed
FORM CMS-2587{02-99) Previous Versions Obsolete Event 1D: 8BZ121 Facility ID: 0093 If continuation sheet Page 3 of 4
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K130 Continued From page 3 K130 | Maintenance staff will adjust the ‘door
exit door {(southeast corner of the dining room in the SE corner of the dining room by
was difficult to open). Findings include: July 31, 2014. The maintenance staff will
. . ) complete monthly maintenance 10gs
1. Observation and testing on 6/11/14 at 10:00 monitoring that all exit doors are veadily
a.m. of the exit door at the southeast corner of accessible. The Mairtenance Supervisor
th_e dining room revealed the door would not open will report campliance to the Ri <k
without using abnormal force. The door was Mara QI ittee quarterly. The
dragging on the sill plate and would not close and .ga!e‘.'n :T,O!'” e ntq] the R)i/ék
latch into the frame unless it was pulled shut. Eg‘”ew Wi y (ion nie u 1d - o
| After being pulled shut and latched the door anagement/Q1 comnitiee advises 231208
would not easily open. Interview with the discontinue. —3l=
maintenance supervisor at 11:00 am. on 6/11/14
revealed he was aware the door was not opening
and closing properly. He stated the door
experienced seasonal periods of tightness due to
heaving soil conditions.
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$000| Initial Comments | S 000 mg m’m Weth) 4N (Rensk
M kT iy B
Surveyor: 18087 ESDDDHWF

A licensure survey.for compliance with the
Administrative Rules of South Dakota, Article p [ -
44:04, Medical Facilities, requirements for "‘)Q—“(, b\( O&‘ N\M \Mm

nursing facilities was conducted from 6/10/14 % Q’m? \Jeﬁg \\ K L
N

Py

through 6/11/14. Weskota Manor was found not
| in compliance with the following requirements:

$210, $301, and S376. | mm\m%ﬁ S%m ng;m,\im},

5210 | 44:04:04:.06 EMPLOYEE HEALTH PROGRAM | 5210

1

The statement "as of the date of this
physical, this new hire of Weskota Manor

The facility must have an employee health Avera did not have any signs or synptomg
program for the protection of the...residents. All of comunicable diseases." was added
personnel must be evaluated by a licensed to the Physical Examination form

health proféssional for freedom from reportable completed and signed by a Ticensed . |
communicable disease which poses a threat to healthcare professional on all new hires. A
others before assignment to duties or within 14 The Ticensed healthcare professional will
days after employment including an assessment sign off on this statement if such is

of previous vaccinations and tuberculin skin correct. Once the Physical Examination form
tests. The facility may not allow anyone with a is comleted on new hires it is reviewed
communicable disease, during the period of by the Infection Control Practitioner

communicability, to w_fork in a capacity that would veri fying the comunicable diseases
ailow spread of the disease. Personnel absent

from duty because of a reportable communicable Mt ifcation is Lﬁ] ete. ‘m& \ 7-31-2014
disease which may endanger the health

of...residents and fellow employees may not \
return to dufy untif they are determined by a W\J QJ\N aj “E'W a%u am
physician or the physician's designee to no r()p“

isot;g:r have the disease in a communicable W H{ TD
o PP YN INBOHW

This Rule is not met as evidenced by:

Surveyor: 26180

Based on employee file review and interview, the
provider failed to ensure five of five sampled new
employees (J, K, L, M, and N) were evaluated by
a health professional for freedom from
communicable diseases. Findings include:

H[ARECTOR'S OR PROVIDER!SUPPLIER REPRESENTATIVE'S SIGNATURE THLE (%8} DATE

_ £« QES

STATE Fd a 021199 095Y11
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$ 210 | Continued From Page 1 S210

1. Review of employee files J, K, L, M, and N
revealed:

*They had all been employed in the past year.
*They had a health evaluation completed at the
time of being hired.

*Those health evaluations had not addressed
freedom from communicable diseases.

| Interview on 6/11/14 at 1:30 p.m. with the chief
financial officer revealed:

*She was responsible for employee files.
*Their current health evaluations had not
addressed communicable diseases.

S$301| 44:04:07:16 Required dietary insevice training $ 301 The Food Service Manager will educate all
staff qualified to assist residents with
. e , eating and that handle food on July 23, 2014
The dietary manager or the dietitian in ...nursing in the areas of Food Safety, Handwashing
facilities...shall provide ongoing inservice training : 2?2 ; 7
for all dietary and food-handling E%_Eg?gy?% ggsempaszgt@on Teghmques,
employees... Topics shall include: food safety, Distribution Pre ocedS’ {1 ann Food

handwashing, food handling and preparation ian dh'n; ;’g?icies %J'Er?é’ang Ten\ggrétlm_e

techniques, food-bome illnesses, serving and . .
distribution procedures, leftover food handling Controls for Food Preparation and Service

policies, time and temperature controls for food Nutrition and Hydration, and Sanitation
preparation and service, nutrition and hydration, Requirements. This education will be
and sanitation requirements. conducted annually for all staff qualified

to assist residents with eating and that
handle food by the Food Service Manager
or Consulting Dietician. The Food Service

This Rule is not met as evidenced by: Manager- will®*report to the Risk Management/QI
Surveyor: 32331 committee when the ediCATIoh 1S COTPIGtad¥

Based on record review, interview, and policy The review will continue until the Risk

review, the provider failed to ensure six of nine Management/Ql committee advises to

required annual inservice training sessions (food discontinue. 7-31-2n4
safety, food handling and preparation g )emmﬁer _ﬁ\% a)ﬁ % &%,m{

techniques, food-borne illness, serving and
distribution procedures, leftover food-handling ‘hmv\\
policies, and time and temperature controls for me

(4 nlmr
\::\» Quitrty TrYEnry. upAmE
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food preparation and service) were offered yearly
for food-handling staff. Findings include:

1. Record review of the required inservice
training sessions for 2013 and 2014 for all food
handling staff revealed those staff had received
no training on food safety, food handling and
preparation techniques, food-borne iliness,
serving and distribution procedures, leftover
food-handling policies, and time and temperature
controls for food preparation and service.

Interview on 6/11/14 at 10:15 a.m. with the
director of riursing revealed:

*Food handling staff were identified as dietary,
nursing, and activities staff.

*She confirmed all food handling staff had not
received annual inservice training on the above
listed areas.

Interview on 6/11/14 at 11:12 a.m. with the
certified dietary manager revealed:

*Food handling staff were identified as the
dietary, nursing, and activities staff.

*She confirmed all food handling staff had not
received annual inservice training on the above
listed areas.

Review of the provider's May 2014 Inservices
policy revealed: .

*Annually, staff should have received training on
the following topics:

-Food safety.

-Handwashing.

-Food handling and preparation technigues.
-Food-bome illnesses.

-Serving and distribution procedures.
-Leftover food-handling policies.

-Time and temperature controls for food
preparation and service.

-Nutrition and hydration.

5 301
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Continued From Page 3

-Sanitation requirements.

44:04:13:16 Flre Extinguisher Equipment

Fire extinguisher equipment must be installed
and maintained by the following minimum
standards:

{1) Portable fire extinguishers must have a
minimum rating of 2-A:10-B:C;

(2) Fire extinguier eugipment must be ispected
monthly and mainteaied yearly,

(3) Approved ifre extinguisher cabinets must be
provided thorughout the buoiling with one cabinet
for each 3000 square feet (278.7 square meters)
of floor space or fraction thereof, The fire
resistance rating of corridor walls must be
maintained at recessed fire extinguisher
cabinets. The glazing in doors of the fire
extinguisher cabinets must be wire glass or other
safety glazing material. Fire extinguisher
cabinets must be identified iwth a sign mounted
perpendicular to the wall surface above the
cabinet: and .

{4) Halon chemical extinguihses may be installed
and used only in those remote areas that do not
present a hazard to staff...or residents.

This Rule is not met as evidenced by:

Surveyor: 18087

Based on observation and interview, the provider
failed to mark the locations for two randomly
observed fire extinguishers mounted in recessed
wall cabinets in two of two resident corridors.
Findings include:

1. Random observation at 8:45 a.m. on 6/11/14
revealed the location of two fire extinguishers
located in recessed cabinets in the resident room
corridor walls were not marked with a sign

S 301

5376

The Maintenance Supervisor ordered the
wall mounted perpendicular signs for
the recessed fire extinguisher cabinets.
These signs will be installed to the wal
surface above the fire extinguisher cabi
by duly 3t, 2014. The Maintenance Supery
will report to the Risk Management?QI
committee when these signs have been
installed.

1
nets
isor

7-31-2014
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mounted perpendicular to the wall surface above
the cabinet. Interview with the maintenance
supervisor at the time of the observations
confirmed that finding. He stated he was
unaware of the requirement.
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