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ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32335

Based on record review, interview, and policy
review, the provider failed to thoroughly
investigate three of five reviewed resident's (9,
12, and 13) grievances to determine there had
been no abuse or neglect. Findings include:

1. Review of a grievance form completed on
1/15/15 regarding resident 12 revealed:

*His brother had heen concerned about how
certified nursing assistant (CNA) E had treated
him.

*The action plan had heen "[Resident name] does

not want to move wings. Education on
communication with elderly to be reviewed with
CNA."

*The nature of the resolution was "CNA was

1. No immediate corrective action to be
taken as events have concluded

2. Residents residing in the facility have the
potential to be affected by this practice.

3. Policies and procedures on investigation
and documentation process for resident
and family grievances were reviewed. ¥\ “
Directed in-service will be provided to staff
on their role in the procedures for
investigafing and documenting resident and
family grievances by 6/09/15.
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‘on communicating with elderly."

disciplined accordingly and educated
*There had been no documentation of when the
incident occurred nor what had happened.

Review of CNA E's employee file revealed:

*On 1/16/15 there had been a disciplinary action
taken against her.

*The description of the violation was "Rude or
disrespectful behavior or conduct towards a
resident, patient, or family member."

*The section where they were to have described
the incident in detail stated "see attached
grievance."

*The corrective action had been "Education given

*The employee comments were "Resident does
not want TV - asks to have iton."

There had been no further documentation on the
actual incident or investigation.

2. Review of a grievance form completed on
3/8/15 regarding resident 9 revealed:

*Visitors had reported when they had come to
visit between 4:30 p.m. and 5:00 p.m. they had
found the resident in bed with feces on him, on
his clothing, and on the floor all the way into the
bathroom.

*The CNA had been in the hall "speaking with
someone."

*The action plan was "Speak with employees on
floor at this time."

*The resolution had been "Spoke with employees
on the floor at that time about the importance of
checking on residents regularly. Also spoke with
family about communicating needs to staff when
necessary."

*There had been no further investigation into how
long he might have been in his bed, when the last
fime he had been assisted fo the toilet, or past
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incidents that might have occurred with the
resident.

3. Review of a grievance form completed on
5/11/15 regarding resident 13 revealed:

*The daughter had informed staff her mother had
stated CNAs had complained about her weight,
and that it was hard on their backs to move her.
The resident had stated "they complain about my
weight a lot."

*The resolution was "spoke with CNAs all
express understanding. Staff meeting on 5/21/15
- ED [executive director] spoke with resident -
resident thankful for addressing issues. ED also
reinforced resident right to bring forth grievances
as resident was mildly concerned of retribution
[getting even] from staff. ED reassured and
confirmed retribution was not tolerated here and
would be dealt with appropriately if it were to
occur,"

*There had been no investigation into who had
made the comments about the resident's weight
to determine that verbal abuse had not occurred
by one or more of the CNAs.

4. Interview on 5/14/15 at 8:20 a.m. with the
administrator revealed they had not tharoughly
investigated the above incidents to determine if
abuse or neglect had occurred.

Review of the provider's 1/15/15 Reporting
Alleged Abuse Violation policy revealed:

*The center should have investigated any alleged
violation which involved mistreatment, neglect,
abuse, injuries of unknown origin, and
‘misappropriation of property thoroughly.

*The investigation should have included
interviews of employees, visitors, or residents
who might have had knowledge of the incident.
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INTERESTS/NEEDS OF EACH RES

The facility must provide for an ongeing program
of activities designed to meet, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosocial well-being
of each resident.

This REQUIREMENT is not met as evidenced
by:
Surveyor: 32331

Based on observation, record review, interview,
and policy review, the provider failed to ensure an
effective individualized activities program had
been implemented and documented for one of
one sampled dependent resident (7}. Findings
include:

1. Random observations of resident 7 from
5/13/15 at 11:15 a.m. through &/14/15 at 8:10
a.m, revealed:

*He utilized a reclining high-back wheelchair
when he was not in his bed.

*He had severe contractures {tightening of his
muscles and joints} to both arms and legs.
*Staff assisted him with wheeling the wheelchair,
*He was assisted to eat and drink.

*He had a radio in his room that had not been on
during any of the above observation periods.

Review of resident 7's 1/24/15 Recreation

each resident

1. Activity program for residen?was
reviewed and ensured effective
individualized program was in place.

2. Dependent residents have the potential
| to be affected by this practice. Activity
programs fof residents who receive 1:1
have been reviewed and revised as
appropriate to ensure effective
individualized programs are in place.

3. Policies and procedures about the
provision of activities in the facility were
reviewed. Directed in-service was provided
on 6/09/15 to activities staff to ensure
interaction/activities done with dependent
resident and that documentation occurred
when interacting and implementing
activities program.
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*The medical record should have been reviewed
to determine the resident's past history.
*The verificatian of investigation form should have
been filled out after the investigation was
completed.
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*His program preferences included:

-One-to-one visits.

-Visits with friends/family.

-Going outside.

*The above information was indicated as received
by staff.

Review of resident 7's revised 4/13/15 care plan
revealed:

*He had poor memory and severely impaired
decision making ability.

*He was rarely understood and rarely understood
others,

*He was dependent on staff for ADLs due to his
cognitive and physical deficits.

*Qne-to-one activities had been an intervention
related to cognitive deficits.

-There had been no specific mention of how often
one-to-one activities should have been done.
*Qther interventions related to his poor response
to others due to brain damage included:

-Read mail to him.

-He enjoyed going outdoors when the weather
was nice.
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-He enjoyed when his family and friends visited.
-There had been no mention of how often those
interventions should have been done.

Review of resident 7's February, March, April,
and May 2015 one-to-one documentation forms
revealed he had received:

*Four visits in February that totaled 50 minutes,
*Ten visits in March that totaled 110 minutes,
*Nine visits in April that totaled 120 minutes.
*Four visits in May that totaled 45 minutes, prior
fo survey.

Interview on 5/13/15 at 1:30 p.m. with the
activities director revealed:

*She would be the one who did the one-to-one
activities with resident 7.

*He did not come out to group activities or
anything else.

*She took him outside sometimes when it was
nice,

*He used the radio all the time in his room.
*She talked to him about music and his son's art
work at times.

*She did not document all her interactions with
him.

Interview on 5/13/15 at 1:20 p.m. with certified
nursing assistant E regarding resident 7 revealed:
*He used a total lift for transfers.

*He did not talk much but would say a word or
two at times.

Interview on 5/13/15 at 2:35 p.m. with
housekeeper F regarding resident 7 revealed he
sometimes attended music activities. He would
go outside with the activity coordinator when it
was nice.

F 248
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Interview on 5/13/15 at 4:40 p.m. with licensed
practical nurse G regarding resident 7 revealed:
*He normally listened to country music on his
radic in his room.

*Sometimes he attended group activities like
music,

Further interview on 5/14/15 at 8:15 a.m. with the
activity coordinator regarding resident 7 revealed:
*She agreed his radio had not been on during the
above observations until she had turned it on
yesterday afternoon.

-She agreed that if he liked the radio o be on that
it should have been on the care plan for all staff
to be aware of.

*She agreed the care plan did not mention how
often one-to-one visits should have been done.
*She stated the resident's family had been visiting
less lately.

*She agreed the documentation on the
one-to-one forms was all she had for his activity
participation for those months.

*She stated she had many interactions with the
resident that had not been documented, but
agreed there was ho documentation to support
those interactions.

*She was the primary activity staff for the
provider,

-There were a few casual staff that filled in when
she was on vacation.

*She was unsure of who covered for activities
when she took off time unexpectedly the week
before,

*She worked closely with the dietary staff and
sometimes they would cover for activities if
needed.

*The fotal activity hours and therefore the hours
she worked were based on resident census,
-Recently census had been lower, and she had
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heen working less hours,

Interview on 5/14/15 at 9:00 a.m. with the
executive director revealed:

*The activity coordinator was the primary activity
staff.

-They also had a few cross trained staff to assist
in activities if needed.

*Activities staff hours were based on resident
Census.

-For the current week, activities staff would have
had thirty-three total hours available.

Interview on 5/14/15 at 9:10 a.m. with the director
of nursing revealed:

*She agreed there would be no way to know if
activities had been offered or completed if they
had not been documented.

*She agreed resident 7 was dependent on staff
and would have had interactions with nursing staff
related to ADLs.

*“Activities would have been done by the activity
staff.

Review of the provider's 8/30/11 Activity
Specialist job description revealed:

*The general purpose was to "plan, crganize, and
direct a program of activities that provides
opportunity for entertainment, exercise,
relaxation, and expression and fulfills basic
psychelogical, social, and spiritual needs, which
will be available to all residents of the facility.”
*Essential job duties included:

-"Initiate and promote activities both within facility
and outside facility and stimulate resident
interests and well-being.

-Regulate programs in accordance with residents'
capabilities, needs and interests,

-Prepare progress reports for medical staff

F 248
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reflecting resident's reactions and evidence of
progress or regression.

-Maintain all activity related records required by
the regulations and Medical Records
Department.”

Review of the provider's 2009 Recreation
Services Guide: Individual Programming policy
revealed: .

*The purpose was that individual programming
ensured that all residents who were unable to or
chose not to participate in group programs would
have consistent, goal-oriented and individualized
recreation opportunities.

*The process included:

-"Structured individual interventions will be
developed based on each resident's history and
assessed needs and preferences.

-Each resident’s individual program will inciude
interventions which meet the resident's assessed
social, emotional, physical, and cognitive
functioning needs.

-The length, duration, and content of specific
one-to-one activities are determined by the
specific needs of the individual resident, such as
several short interventions (rather than a few
longer activities}) if someocne has extremely low
tolerance, or if there are behavioral issues."

-It is important to remember that activities can
take place at anytime and in anyplace.
-Examples of individualized activities include;
sensory stimulation or cognitive therapy, social
engagement, spiritual support, nurturing, creative,
task oriented activities, and support of self
directed activity." :

Surveyor: 35237
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1. Dentist appointment made for residen{\to
see if dentures fit properly, however
resident in conversation with DNS on 6/4/15
refused appointment saying her dentures fit
This REQUIREMENT is not met as evidenced fine and she does not want to go to the

by: dentist.

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

Surveyor: 29354

A. Based on observation, interview, record
review, and policy review, the provider failed to
ensure professional standards were followed for
one of one sampled resident (5) who had a
coughing episode in the dining room. Findings

__|response to potential

2. Residents residing in the facility have the
potential to be affected by this practice.

3. Policies and procedures surrounding staff
ident episode or
event that may be life threateningMDirected
in-service was provided on staff response to

include: resident episode or event that may be life
threatening and Insulin administration by
6/09/15.

4. An evaluation of staff response will be
compieted if a resident episode or event
that maybe life threatening occurs will be
completed to ensure appropriate actions
'were taken by staff. This will be monitored
imonthly for 3 months during QAPI monthly
meetings to ensure staff actions were
carried out appropriately.

Ly ovioned. WVEIDIHImE

1. Observation on 5/12/15 from 5:50 p.m. through
6:04 p.m. of resident 5 in the dining room
revealed:

*At 5:50 p.m. she was at the dining room table
with her evening meal in front of her.

*At 5:55 p.m. she began to cough.

*From 5:56 p.m. through 6:01 p.m.:

-She continued to cough.

-Registered nurse (RN) A was administering
medications to different residents throughout the
dining room.

-RN A had never approached the resident to
check con her.

-The administrator continued to pass trays to
several residents and had not stopped to check
on her.

-Several certified nursing assistants and dietary
assistants continued to pass trays and had not
stopped to check on the resident.

-She took her lower dentures out of her mouth
during the coughing episode.

-Her table mates told her to take a drink of water.

Event ID: 8EDS11

FORM CMS-2567(02-99) Previous Versions Obsolete Facility ID; 0036 If continuation sheet Page 10 of 24



PRINTED: 05/27/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ANMD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
435050 B. WING 05/14/2015
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE

120 CARE CENTER ROAD POST OFFICE BOX 280

GOLDEN LIVINGCENTER - ARLINGTON ARLINGTON, SD 57212

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
F 281 | Continued From page 10 F 281

*At 6:02 p.m. she pushed her wheslchair (w/c)
away from the fable.

*At6:03 p.m.;

-She self-propelled her wic to the dining room exit
door.

-She waved her hand at RN A who was at a table
next to her.

-RN A had not noticed resident 5.

*At 8:04 p.m. the surveyor informed the DON of
the above events,

*At 6:05 p.m. the DON removed the resident from
the dining room. .
*QObservation at 6:07 p.m. of her plate revealed a
half eaten hamburger and bun.

*Interview at 5;10 p.m. with the DON regarding
resident 5 revealed:

-She had told her she had fwo coughing episodes
today.

-She felt her lower denture was too big.

Inferview on 5/12/15 at 6:20 p.m. with the DON
and RN A regarding resident 5 revealed:

*RN A had been unaware of the resident's
coughing episode.

*RN A stated she had a problem with swallowing
and was suppose to take small bites.

*The DON's expectations were for the staff to
have intervened if aware of a resident having a
coughing or choking episode.

Interview on 5/12/15 at 6:25 p.m. with the
administrator regarding resident 5's coughing
episode revealed she had been unaware of the
incident during the meal service.

Review of resident 5's medical record revealed:
*An admissicn date of 3/10/14,

*She had been on a regular diet.

*There was no diagnosis or supporting

FORM CMS.2567(02-99) Previous Versions Obsolete Event {0+ 8ED511 Facility ID: 0038 If continuation sheet Page 11 of 24



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

PRINTED: 05/27/2015

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATICN NUMBER:

435050

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

05/14/2015

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - ARLINGTON

STREET ADDRESS, CITY, STATE, ZIP CODE

ARLINGTON, 8D 57212

120 CARE CENTER ROAD POST OFFICE BOX 280

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CCRRECTION
PREFIX

TAG
DEFICIENGY)

{EACH CORRECTIVE ACTION SHCULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(X3)
COMPLETION
DATE

F 281

Continued From page 11

documentation for a swallowing or choking
problem.

*The 3/10/15 annual Minimum Data Set (MDS)
assessment revealed:

-The Brief Interview for Mental Status exam
revealed a score of 10. {A score of 15 was alert
and criented).

-There were no signs or symptoms of possible
swallowing disorder identified.

-Oral/Dental status was marked as "no natural

teeth or tooth fragment(s) (edentulous) [no teeth].

*There was no documentation on the 3/26/14
care plan of a swallowing or choking problem:.
*There was no documentation of any dental

+ examinations.

Interview on 5/13/15 at 9:00 a.m. with the DON
regarding resident 5 revealed: -

*She was not sure when resident 5 had her last
dental exam.

*Dental exams were scheduled by the social
worker or the charge nurses.

*She had spoken with resident 5's daughter last
evening about a dental exam.

*The family had indicated the resident had
refused to have her dentures "checked out.”

Observation and interview on 5/13/15 at 10:30
a.m. with resident 5 and the DON revealed:
*Resident 5:

-Had removed her bottom dentures.

-Felt her boftom dentures were loose when she
ate.

-Put denture adhesive cream on the bottom
dentures and placed them back into her mouth.
-Confirmed she had not been to a dentist lately.

Review of the provider's 1/26/15 Emergency
Care, General Guidelines policy revealed:

F 281
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*Procedure purpose:

-"To provide emergency care to a resident in need
of urgent service.

-To prevent complications."

*'Provide emergency care as necessary.”

Review of the provider's undated Nursing
Responsibilities at Meal Service policy revealed:
*'Staff from the Nursing and Dining Services
departments work cooperatively to ensure that
each patient [resident] has a pleasant dining
experience and is served according to
reguiations.”

“'Nursing staff should accommodate individual
patient's needs and preferences.”

*"Assure personally that the dining experience is
enhanced through observation and conversation
with the patients.”

Review of the provider's "Welcome to our Living
Center" handbook revealed "Dental care: We will
help you arrange to see a dentist when needed.
The dentist may conduct his or her checkups in
the LivingCenter or a mobile van nearby, or you
may go to their office.”

Request for a Dental policy was not received from
the provider.

B. Based on observation, interview, record
review, and policy review, the provider failed to
ensure physician's orders were followed for one
of one sampled resident (11) who was

\\
administered insulin by one of one registered N‘qﬁﬁ)ﬂl

nurse (RN) (A). Findings include:

1. Observation and interview on 5/12/15 at 6:30
p.m. with RN A regarding resident 11 revealed:

*She checked the medication administration
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F281: Services provided meet professional
standards--B

1. Order was changed to 8am, 12pm, and
| 8pm administration to allow for meeting

i TesidentsVindividual needs.

2. Diabetic residents residing in the facility
who receive insulin treatment have the
potential to be affected by this practice. All
orders for residents receiving insulin have
been reviewed in order to ensure proper
administration. ‘
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record (MAR) for the resident.

*She confirmed the MAR order was to administer
Novolog 5 units subcutaneous before meals.
*She stated "l never give the insulin before meals.
| want to see how much the resident ate first."
*The resident had finished eating supper by 6:30
p.m.

NEDOMIMF
*Shga wept to resident 11’s room and administered
the insulin. X% pD \C QS am p\(o(/gdw{«@g 0ﬂ

Revi f resident 11' dical d led:
ot eirer- R VAT IR G

100 unit/ml {milliliter). Inject 5 units subcutaneous \DT’WH \ﬂ &QN\% \! n)YO

bef Is.
*‘?h%r?\ﬂgye 2515 MAR schedule for Novolog ULY\& &C\W OY\
solution 100 units/ml. Inject 5 units subcutaneous ﬂ(/\\j QN . (X\'\ r\

before meals. q \ \M N ao\mw\\&'w

Interview on 5/13/15 at 9:05 a.m. with the director \N“\ {, W\Dﬂ\’m
of nursing (DON) revealed:
*Her expectations were for physician's orders to

PI? tfr?slzlzwh?fgi-cian‘s order said to give insulin before E%%J WL{JR&YJ\%{ Y&g\ ng

meals then she would have expected the nurse to

have followed the order. U f\’O @ R(ﬂ n Y\S\M
Review of the undated and untitled piece of paper ’\T eag m&n‘k ‘\U\(/\\’h d

received from the DON and intervi ith the Y)
DON on 5/13/15 at 10:30 am. revealed: \)O P\D TOY)E {/ \)
*The provider did not have a policy for physician's “& oy d@&\@jh{{ \Wg)@m},\lm‘;
orders.

*The undated and untitied piece of paper
revealed "44:04:05:02. Medical orders in
hospitals and nursing facilities. All medical orders
must be in writing and signed by the physician or
physician extender.”

*She confirmed the facility used the above as the
policy for following physician's orders.
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provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT is not met as evidenced

by:
Surveyor: 32331

Surveyor: 35237

Based on interview, record review, and guideline
review, the pravider failed to ensure they had an
agreement with the dialysis provider for one of
one sampled resident (8) receiving dialysis.
Findings include:

1. Review of resident 6's medicai record
revealed:

*He was admitted on 8/7/14.

*He had been receiving dialysis three times a
week at the dialysis provider in another town
since admission.

Review of the provider's revised May 2008 Health
Care Services Agreement for Dialysis Services -

wiﬁ,@h‘b

never ceased.

3. New contract was initiated between
Avera McKennan d/b/a Avera Dialysis
Brookings and GGNSC Artington LLC, d/b/a

en LivingCenter-Arlington

010, SNEORITE

X G, b\c\\ QS HGAeNES Wi hod
W\\/ﬂc \a\o WS O N &VW\
Eé?{ 0 M efm HiR
m\ﬁ U4
mr

N

)
M)FL\I(&E\N?{\ m (OVeY

{YW\ESV\.JC O\PQ DPOK(M
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Review of the provider's May 2012 Specific
Medication Administration Procedures Injectable
Medication Administration policy revealed to
"Check arder on the medication administration
record to see that an injection is currently ordered
and due.” o+ \9\\’3\\\2
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309|F309: Provide Care/Services for highest *\IEKWH\W
s$5=p | HIGHEST WELL BEING weli being A
Each resident must receive and the facility must ?grrectlve action in regards to the
patient was necessary as dialysis services

=1
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F 309 | Continued From page 15 F 309
OQutpatient revealed: o IS Y\(UCSS&( (S wm Q(/{' \& N
*The agreement had been between five different u& \n
Golden Living Centers including Arlington and Nﬂ \O“
:trahirig e oon on March 1 9600 and expired Com n L O
Febmans 3o 0 it s iy mc 0 i
-After that time if would have automatically u\“ﬂ Lea\)[m dn uD?{:d 6\

renewed for successive terms of one year unless

either party gave written notice of non-renewal. O\C(Dr \ )(O ﬁ

Interview with the executive director (ED) on 'llﬂe [,O[\‘\T C\, OVEl&bmH,mF

51315 at 8:45 a.m. revealed:

*The ED would have received an email every
year to renew the agreement.

*She stated resident 6's current dialysis provider
was part of the Prairie Lakes Health System.

Interviews with the director of nursing (DON) on
5/13/15 at 9:50 a.m. and on 5/14/15 at 9:55 a.m.
regarding resident 6's dialysis revealed:

*He had been receiving dialysis three times a
week in another town,

“The dialysis provider had been owned by Prairie
Lakes Health System but had changed to another
owner.

-That above change of ownership had been one
to two years ago.

*She agreed the provider should have had an
agreement with the current dialysis provider who
was now under new ownership.

Further interview with the ED on 5/14/15 at 2:45
p.m. regarding resident 6's dialysis revealed:
*She confirmed the agreement had been with
Prairie Lakes Health System.

*She agreed they did not have an agreement with
the current dialysis provider.

*She agreed it should have been updated when
the dialysis provider had changed ownership.
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Review of the provider's 2013 Dialysis Guideline
revealed:

*'Care interventions required when a resident is
on hemodialysis may exceed the usual identified
problems and interventions provided to residents
in long-term care setting.

*Residents receiving hemodialysis are
transported routinely out of the center.
*Communication is essential for continuity of

care."

F 329 | 483.25(]) DRUG REGIMEN 1S FREE FROM F 329|F329: Drug Regimen free from \W‘\\@
55=G | UNNECESSARY DRUGS unnecessary drugs ]%U N
Each resident's drug regimen must be free from 1. Resident 1's comprehensive plan of care\ \M@

unnecessary drugs. An unnecessary drug is any has been reviewed and discussed with
drug when used in excessive dose (including resident's physician and consulting
duplicate therapy); or for excessive duration; or pharmacist.
without adequate monitoring; or without adequate 2. Residents recsiving a psychotropic
indications for its use; or in the presence of medication have the poteniial to be affected
adverse consequences which indicate the dose by this practice. All residents receiving
should be reduced or discontinued; or any psychotropic medications care plans have
combinations of the reasons above. been reviewed to ensure proper monitoring
of side effects/symptoms.
Based on a comprehensive assessment of a 3. Policy and procedure about the use of
resident, the facility must ensure that residents psychotropic medications and pharmacy
who have not used antipsychotic drugs are not and physician duties in the process was
given these drugs unless antipsychotic drug reviewed. Licensed nursing staff will bein

therapy is necessary to treat a specific condition . |serviced on 6/09/15.
as diagnosed and documented in the clinical
record; and residents who use antipsychotic

drugs receive gradual dose reductions, and

behavioral interventions, unless clinically §QQ ¢ \Q)
contraindicated, in an effort to discontinue these -
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e o
'g;is REQUIREMENT is not met as evidenced mo MH\ Y ?) mO 0’%

S;sr;ey:r::oszs?a?sa ion, record review, interview '\’“(/3 &/ OY
gnd p%licy rzview, Eche'prowid(tjar failed Ito :nonitor' EQ}Y&%%\YO\Q%, }2‘ UW COMP Mml .

medication side effects, individualized behaviors,
and effectiveness of medications and notify the J\l\},\@%@’r\\mf
physician in a timely manner for one of one
sampled resident (1) who had developed a tremor
(shaking) in her right hand and began to drool
excessively resulting in her not participating in
activities, becoming mere anxious, and had
become uncomfortable and restiess. Findings

| include:

1. Observation on 5/12/15 from 11:45 a.m.
through 12:15 p.m. of resident 1 in the dining
rcom revealed her right hand was shaking. She
ate independently and had eaten 100 percent (%)
of her food.

Random observations from 5/12/15 through
5/14/15 of resident 1 revealed she sat in the main
area by the nurses station in a recliner. She
would occasionally get up and walk. She had
fallen asleep in the recliner on 5/13/15 and
5/14{15. She was friendly and talkative. She
participated in the special nurses week activities,
and the music activity heid on 5/13/15. She had
drooled a small ameunt when she was
interviewed by this surveyor.

Review of resident 1's 2/20/15 Minimurmn Data Set
{MDS) assessment revealed;

*Her Brief Interview for Mental Status score was
fifteen. Her thinking ability was not impaired.
*She had moderately severe deprassion.
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*She had been taking an antipsychotic (mood
altering medication), antidepressant {for
sadness), and antianxiety (for nervousness)
medication during the seven day look back period
for the assessment.

Interview on 5/13/15 at 1:25 p.m. with resident 1
revealed:

*She had developed the tremaor in her right hand
after being admitted into the facility.

*She had also begun to drool excessively after
being admitted into the facility.

*She stated both of those issues were due to
medications she had been taking.

Review of resident 1's May 2015 medication
administration record (MAR) revealed she was
taking the following psychotropic medications
{mood altering}:

*Amitriptyline (antidepressant) HCI tablet 10
milligram (mg) give one tablet by mouth at
bedtime for excessive drooling.

*Haloperidol (antipsychotic) tablet 2 mg give one
and a half tablet by mouth at bedtime related to
agoraphobia {an anxiety disorder related to an
environment's openness or crowdedness) with
panic disorder.

*Remeron {antidepressant) tablet 30 mg give one
tablet by mouth at bedtime related to depressive
disorder not elsewhere specified.

*“Lorazepam (antianxiety) tablet 0.5 mg give one
tablet by mouth two fimes a day and as needed
related to anxiety state, unspecified.

*Side effacts of those medications had not been
monitored on the MAR.

Review of resident 1's medical record revealed:
*She had been admitted on 11/21/14 from a
behavioral health agency.
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*The admission paperwork into the behavioral
health agency included the following information:
-She had been admitted on 11/3/14 for
depression and anxiety.

-She was unable fo eat and had been
compulsively washing her hands to the point of
damaging her skin.

-She had been anemic (decrease in red blood
cells in the blood) and very tired.

-She denied any symptoms of psychosis
{symptom of mental illness that changes a
person's personality).

-She had no hallucinations, illusions, delusions or
paranoia (perception of something not present).
*The psychotropic medications upon admission
into the behavioral health agency had been:
-Effexor XR (antidepressant) 150 mqg orally two
times per day.

-Klonopin {antianxiety} 0.5 mg orally two times
per day.

-Zyprexa {antipsychotic) 5 mg orally at bedtime.
-Ativan (antianxiety) 0.5 mg orally every 4 hours
as needed for anxiety/agitation.

*There had not been a discharge summary of her
stay at the hehavioral health agency in the
resident's record.

*The medications upon admission into the facility
included the following psychotropic medications:
-Haloperido! 3 mg two times a day for psychiatric
disorder.

-Lorazepam 0.5 mg three times per day for
amdety.

-Remeron 15 mg at bedtime for mood.

Interview on 5/12/15 at 5:15 p.m. with the director
of nursing (DON) revealed the tremor and
excessive drooling started shortly after the
resident had arrived in the facility. She was
unable to provide the onset date. Those
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symptoms could have been side effects of the
medications she had been taking. She was
uncertain what specific behaviors or symptoms
the psychotropic medications were ordered for,
They had not been documenting individualized
behaviors. The resident had not had any
behaviors since her admission according to her,
The physician had been changing her
psychotropic medications.

Review of resident 1's behavioral documentation
revealed they had not been monitoring
individualized behaviors that the psychotropic
medications required. The behaviors listed were
wandering, verbal behavior towards others,
physical behavior towards others, behaviors not
directed towards others, and rejection of care.

Review of resident 1's current care plan revealed
a handwritten note dated 12/23/14 that stated
"Decreasing Lyrica [pain medication] due fo
increase in droeling and tremors.”

Review of resident 1's interdisciplinary progress
notes from 11/21/14 through 5/4/15 revealed:
*The first documentation regarding the drooling
had been on 1/20/15,

*That note had been from a quality care meeting,
*It stated "Activity participation - Observes unable
to participate due to drooling."

*On 1/25/15 the note stated "Resident ate nothing
for dinner. She is continually drooling. Resident's
rt [right] hand had increased tremor today.
Resident has paced all day between her room
and the nurses station. Will continue to monitor.”
“That had been the first note regarding the
tremor.

*0n 1/26/15 they wrote "Faxed Dr, [physician's

name] regarding increase in wandering and

F 329
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pacing. Asked if we needed to change any orders
regarding resident's current orders on Remeron,
Haloperidol, and Ativan [Lorazepam)]. Orders
changed to increase Remeron to 30 mg at HS
[bedtime]."

*On 1/28/15 and 1/29/15 the resident had
complained about the tremor and drooling
causing her to be anxious, uncomfortable, and
unable to sleep.

*There had been no notification to the physician
on either of those days as he was coming to the
facility on 1/30/15.

*On 2/5/15 "Res [resident] continues to have
some drooling and hand shaking noted. Currently
receiving decreasing dose of Lyrica."

*On 2/7/15 "Resident has been extremely restless
all shift. Became more and more anxious after
supper d/t [due to] continual shaking in R [right]
hand. Resident given a prn [as needed] Ativan,
but it did not take effect until a few hours after
taking it. She was very frustrated at not being
able to control the shaking of her hand, and was
unable to settle into bed to sleep.”

*On 2/18/15 there had been a change of
condition note stating the following:

-"Situation: Restless esp [especially] in evening."
-"Continues to drool excess amts [amounts] of
time."

-"Background: Remeron was increased to 30 mg
on 1/26 for increase in wandering and pacing.”
-"Response; 1. Would you like labs checked? 2.
Could we have something to slow up her
drooling? 3. ? [question] side effects from haldol.
4. 7 fluid restriction.”

*The physician faxed back with the following
change in orders:

-Decrease Haldol to 5 mg orally at bedtime.
-Lorazepam 0.5 mg orally two times per day and
as needed.
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-Amitriptyline 10 mg orally at bedtime.

*The documentation had not accurately reflected
when the drooling and tremor had started. The
care plan indicated prior to 12/23/14.

*“The physician was notified on 2/18/15 in regards
to questioning the drooling and tremors as
potential side effects of the Haldol.

*That had been approximately two months after
the first documentation of the dreoling and
tremors,

Review of resident 1's MARs from 12/1/14
through 3/31/15 revealed there was no
documentation or monitoring for the potential side
effects for the psychotropic medications she had
received.

Interview on 5/13/15 at 3:00 p.m. with the DON
and MDS coordinator regarding resident 1
revealed they had not:

*Documented the onset of the drooling or tremors
but both had stated they began "shortly after she
had been admitted.”

*Monitored for;

-Individualized behaviors.

-The effectiveness of the medication changes.
-Potential side effects for the medications she
had received.

interview on 5/13/15 at 5:00 p.m. with the
activities coordinator regarding resident 1
revealed she had stopped participating in the
food activities due to the excessive droocling.

Interview on 5/14/15 at 9:30 a.m. with licensed
practical nurse G revealed she was unaware of
the side effects for Amitriptyline. She stated low
blood pressure was a side effect of Haldol but
was unsure of any others. She stated "l will have
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to get back to you." She was not sure where they
would document side effects,

Interview on 5/14/15 at 9:35 a.m. with registered
nurse | reveaied the side effects of Amitriptyline
were dry mouth and sleepiness. The side effects
for Haldol would be extra movements and
drooling. They would have documented side
effects in the progress notes.

Interview on 5/14/14 at 9:40 a.m. with the DON
revealed they had not been completing the
psychoactive medication informed consent form
prior to starting any psychotropic medication.

Review of the provider's 5/4/15 Antipsychotic
Medication Review policy revealed staff should
have reviewed:

*The care plan for the following;

-Antipsychotic medication.

-Reason for the medication.

-Side effects.

-Behaviors.

-Suggested interventions.

*That hehaviors were being monitored and
documented on the care tracker and/or on the
behavioral sheet.

*Nursing notes for documentation of daily side
effect monitoring and follow-up on side effects.
*That a consent form or documentation noting the
risks and benefits for the use of antipsychotic
medication had been discussed with the resident
or responsible party.

*That psychiatric consultations were in the
medical record and they contained
documentation, that supported the therapeutic
benefit for the antipsychotic medication without
serious side effects,

F 329
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Surveyor: 32334

A recertification survey for compliance with the
Life Safety Code (LSC) {2000 existing health care
occupancy) was conducted on 5/12/15. Golden
LivingCenter-Arlington was found in compliance
with 42 CFR 483.70 (a) requirements for Long
Term Care Facilities.

The building will meet the requirements of the
2000 LSC for Existing Health Care Occupancies
in conjunction with the provider's commitment to
continued compliance with the fire safety
standards.
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REQUIREMENTS

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

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

This Administrative Rules of South Dakota is not
met as evidenced by.

Surveyor: 32335

Based on employee file review, interview, and
policy review, the provider failed to ensure three
of four sampled newly hired employees (B, C,

!
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Surveyor: 32334
A licensure survey for compliance with the m[m&ﬂmr \NE}&ND\'\} MF
Administrative Rules of South Dakota, Article
44:04, Medical Facilities, requirements for nursing
facilities, was conducted from 5/12/15 through
5/14/15. Golden LivingCenter - Arlington was
found nof in compliance with the following
requirement: S238.
S 236| 44:04:04:08.01 TUBERCULIN SCREENING 8236 $236-TB Screening ’MW)\\Y

1. TB Screenings had been completed on
employees (3) prior to survey entering so no
immediate action taken an those employees
2. Going forward TB Screening to be

completed within 14 days of hire in

accordance with SD Administrative Rule.

3. New hire employee files will be audited
by DNS for the next 4 months going forwar
to ensure TB Screening is done within 14
days of hire. The audits will be reported by
DNS and discussed monthly by IDT team at

QAP meeting. J\}E LSU])H [ mg_
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and D) received the two-step Tuberculin (T8)
screening within two weeks of being empioyed.
Findings include:

1. Review of dietary aide B's employee file
revealed she had been hired on 10/21/14. She
had received the second step of the TB testing on
11/12/14. That had exceeded the two week
requirement.

2. Review of certified nursing assistant (CNA) C's
employee file revealed she had been hired on
12/12/14. She had received the second step of
the TB testing on 1/7/15. That had exceeded the
two week requirement. ,

3. Review of certified nursing assistant (CNA) D's
employee file revealed she had been hired on
2/12{15. She had received the second step of the
TB testing on 3/1/15. That had exceeded the two
week requirement.

4. Interview on 5/13/15 at 5:15 p.m. with the
director of clinical education revealed they had
not provided the two-step TB screening within two
weeks of being hired for the above mentioned
staff members.

Review of the provider's 12/1/14 Tuberculosis
Screening - Administration and Interpretation of
Tuberculin Skin Tests policy revealed they had
not identified the skin test needed to be
completed within fourteen days of employment or
admission into the facility.
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