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Preparatlon subrmission and implemﬂ'hmon.of

Surveyor: 32572 '  this Plan of Correction does not constitue an.
A recertification health survey for compliance with * admission of or agreement with the factsand
42 CFR Part 483, Subpart B, requirements for ?ﬁ?ﬁ'&'ﬁ:ﬁ; forth on t:;:durveg reportledOur :
oi1 is pre and executed as a

long term care facilities, was conducted from - means fo contintously improve the quality of care

1/27/15 through 1/28/15. Golden LivingCenter - ~ and to comply with all applicable state and federal

Groton was found not in compliance with the regulato:y requirements.

following reguirements: F281, F323, and F371. :
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281 FI81 8 Provided M 3" !
55-D | PROFESSIONAL STANDARDS £281 Services Provided Mect Professiomt 5 O IF

The services provided or arranged by the facility L. Stalf murse #B was not re-educafed due to her L

separation from Golden Living Centers prior to
survey completion. All other nursing staff will be
educated on 2/24/15 on un-witnessed falls in
residents with cognitive inipainvent and

must meet professional standards of quality.

This REQUIREMENT is not met as evidenced neurological/vital sign follow-up. Aﬂremdems
by : have potential to be effected. -

Suweyor:, 3233,1 . ' ) : Resident #5's physmlan was comtacted on 1/27/15
_Based on interview, record review, and policy with request for clarification of order for
review, the provider failed to ensure professional -| - . medicated cream in question, Physicias clanﬁed
standards were followed for: and signed said order, * ‘
* n " . H A

(ﬁor?(plt?tton of feurologlcat |(bc;am fgnc:nog) " Al nursing staff will be educated on palicy and
checks for one of one sampled residen (2) wi procedure regarding clarification of orders on -
documentation of a head injury. 2/24/15. Al 1esidents have potenhalto be
*Clarification of physician's orders for a effected,

medication for one of nine sampled residents (5).

| Findings include: 2. The Interdisciplinary Team will review falls

every weekday during momibg stand-up meefing,
to ensure that proper follow up has been

1. Review of resident 2's medical record mmpleted

revealed: Al nuring staffwil bo educated on paliy aad
*She had been admitted on 8/23/12. nusing s Wil be educaicd on poicy an
*She had a history of fals. proseduwo regarding clarificaion of arders an
*She had an unwitnessed fall on 6/29/14 at 7:55 e : ,

p.m. in her room. 3. Audits will be performed by the Director of
*She had been found laying on her right side Nursing or her designee to ensure appropriate

nenrelogical/vital sign follow-up of falls for 12

between the foot of her bed and the TV stand.
weeks,

*Registered nurse (RN) B had been on duty at the
time of the fall and had filled out & Change in

LABORATORY DIRECTOR'S OR PROVIDWL!ER REPRESENTATIVES SIGNATURE TITLE (X5 DATE
9 / 2
m 2 ,- 02/// 7. //é/

Any deficiency sfatement ending with an “adterisk {*) denofes a def iciency which the institution may‘Ee excused from cor(rgctmg prowdmg lt |s determmed that
cther safeguards provide sufficient protection to the patients. (See instructions. } Except for nursing homes, the findinggSlalks A Tt 1) s TS
foilowing the date of survey whether or not a plan of coection is provided. For nursing homes, the above findings andgblan, : a ; 2

days following the date these documents are made available to the facility. If deficiencies are cited, an approved pian g

program participation.
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Condition Report. Audits will be performed by the Director of
Nursing ot her designee on physician orders on 5
Review of the 6/29/14 Change in Condition report charts/week for 4 woeks; 5 charts/week for 8
filled out by RN B revealed: Z‘;;?ﬁﬂy‘:’%g;mmcd orders have been
*pt [patient] is confused and has had falls in the
past.” _ 4, Results of these audits will be presented by the
**_.not oriented to place or time." Director of Nursitig to the monthly QAPI
*"Pt pleasantly confused, usual self." commiitee for review and recommendation.

Substantial compliance will be in piace by March

*"Hematoma [a collection of blood outside of a 19. 2015

blood vessel] to right forehead, large bruise to
right shoulder blade, small skin tear on right
etbow, 2 larger skin tears above right elbow.”
*The resident refused to have been seen in the
emergency room (ER}.

*Family had been called and had not wanted her
to go the ER. ‘

*Physician had been notified.

Review on the 6/30/14 Post Fall Analysis/Plan for
resident 2 revealed:

*Vitals taken at the time of the fall had included:
-Blood pressure: 173/85 millimeters of mercury
(mm/Hg)(normal range is 90/60 mm/Hg to 120/80
mm/Hag).

*She had impaired safety awareness and
judgment.

*No neuroiogical (neuro) checks (assessment of
mental status) had been documented following
the fall.

*That above assessment of mental status would
have included:

-Date and time of assessment.

-Eye opening.

-Verbal response.

-Motor response.

-Pupillary {of or affecting the eye pupils)
response.

-Limb response.

-Vital signs (a measurement of the body's basic
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functions including body temperature, blood
pressure, pulse, and respiratory or breathing
rate).

Interview and record review on 1/28/15 at 11:15
a.m. with the director of nursing regarding
resident 2's fall on 6/29/14 revealed:

*The resident had not had any neuro checks after
the fall.

*She would have expected neuro checks after a
fall with a head injury.

*She stated neuro checks should have been done
on a Neurological Assessment form.

*There had not been a thorough assessment at
the time of the fall to have included neuro checks.
*She was not aware nurses had not performed
neuro checks or continued to assess and monitor
the resident after she had an unwitnessed fall.

Review of the provider's 12/18/14 Neurologicai
Checks policy revealed:

*Neurological checks on residents were to have
been completed as clinically appropriate, which
had included a head injury.

*Neurclogical checks would have been performed
per physician order.

-"Conduct neurological checks as follows:

-Every 15 minutes for the first hour;

-Every 30 minutes X 4;

-Every 60 minutes times 2; then

-Every shift for 72 hours.™

-There was no physician order for neurological
checks.

*Neurological assessment and documentation on
the flow sheet should have included:

-Date and time of assessment.

-Eye opening.

-Verbal response.

-Motor response.
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-Pupillary response.
-Limb response.
-Vital signs.

Review of the provider's 1/22/15 Falls
Management Guideline revealed:

*Following a resident’s fall the licensed nurse was
to have assessed the resident for injuries.

*That assessment had included neuro checks if
indicated.

Review of the provider's 11/13/14 Falls Change of
Condition Guidelines for Completion revealed the
licensed nurse should have documented ongoing
assessments which had included neurological
documentation per the provider's policy.

Surveyor: 23059

2. Review of resident 5's January medication
administration record (MAR) revealed there was
an entry for clotrimazole-betamethasone cream
(for redness and itching) to have been applied
topically (to the skin) on her hands at bedtime on
odd days. That cream was started on January 15,
2015.

Review of that same MAR revealed an entry for
betamethasone-dipropionate cream {for redness
and itching) to have been applied to her hands at
bedtime every two days. That entry had been
discontinued on January 14, 2015.

Review of resident 5's January 2015 physician's
orders signed on 1/6/15 revealed an order for
betamethasone-dipropionate cream to have been
applied to the hands at bedtime every two days.
No order was found on the chart to discontinue
that cream and start the
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clotrimazole-betamethasone.
Interview on 1/27/15 at 2:45 p.m. with licensed
practical nurse (LPN) A revealed the pharmacist
had changed the order back to the
clotrimazole-betamethasone. That order had
been on resident 5's original 12/22/14 admission
orders. LPN A confirmed at that time no one had
clarified the arder with the physician to ensure
specifically what cream he had intended to use
for the resident.
Interview on 1/28/15 at 1:35 p.m. with the director
of nursing (DON) revealed the nurses should
have clarified the order with the physician. She
confirmed no order was found to discontinue the
dipropionate and restart the clotrimazole.
Review of the provider's revised 11/12/14
Medication Recongiliation Guideline reveated the
admitting nurse would contact the physician to
clarify any discrepancies.
F 323 | 483.25(h) FREE OF ACCIDENT F 323
ss=D | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident hazards i
as is possible; and each resident receives F323 FREE OF ACCIDENT A 5\\@!%
adequate supervision and assistance devices to HAZARDS/SUPERVISION/DEVICES 3 \
prevent accidents. Jﬁﬁw mF
1. Grab bax/safety assessment was completed for
Resident #5 on 2/3/15 and resident #9 on 2/2/15
to assess appropriatc use of gb bars.
Assessment revealed that grab bars/side rails
i i ; were appropriate for resident #5. Assessment
Th_IS REQUIREMENT is not met as ewdencgd revealod that grab bars/side rails warc not
by: necessary for resident #9. Grab bars were
Surveyor: 32331 removed from resident #9's bed on 2/3/15. Staff
will be educated re: need for initial and quarterly
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A. Based on observation, record review,
interview, and policy review, the provider failed to
ensure safety assessments had been completed
prior to resident use of grab bars for two of five
sampled residents (5 and 9) with grab bars.
Findings include:

1. Observation on 1/28/15 at 12:30 p.m. of
resident @'s bed revealed he had grab bars at the
top third head of his bed on both sides.

Review of his medical record reveaied:
*He had been admitted on 12/23/14.
*His diagnoses were:

A. BUILDING
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grab bar assessments for all residents who staff
are considering use of grab bars on 2/24/15,
All residents kave potential to be effected.

2. Staff will be educated regarding need for initial
and quarterly grab bar assessments for afl
residents who staff are considering use of grab
bars on 2/24/15.

3. Audits will be performed by the Director of
Nursing or her designee on 5 charts/weck for 4
weeks, 5 charts/week for 8 weeks to ensure
assessment process is completed.

4. Results of these sudits will be presented by the
Director of Nursing to the monthly QAPI
committee for review and recommendation.
Substantial compliance will be in place by March

-Alzheimer's disease (decline in thought 19, 2013

processes).

-Dementia {decline in thought processes).

-Psychosis (mental illness).

-Anxiety.

-Depression.

-Nervousness.

-Wandering.

-Hypertension (high blood pressure).

*There had been no safety assessment for the

use of grab bars.

*The care plan indicated:

-He wandered at night.

-He had been at risk for falls.

-No mention grab bars were to have been used.

*His most current 12/30/14 Minimum Data Set

assessment (MDS) indicated a cognitive (thought

processes) testing score to be 0. That indicated

severe cognitive impairment.

Interview on 1/28/15 at 2:20 p.m. with the director

of nursing (DON) regarding resident 9 confirmed

he did have grab bars on his bed. There had

been no safety assessment completed prior to
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application of those bars. He had a severe
decline in his thought process and did not have
safety awareness. The DON confirmed the
provider did not have a policy on safety
assessments for grab bars, but did have a policy
for side rails. The provider also did have a Side
Rail Assessment Screen which reviewed the
safety.

Surveyor: 23059

2. Observation on 1/27/15 at 9:12 a.m. revealed
there were grab bars on both sides of resident 5's
bed.

Review of the resident's 12/22/14 side rail
assessment revealed she was able to turn from
side to side unassisted. That assessment stated
side rails would not be utilized at that time. No
further assessment was found in her medical
record.

Interview on 1/27/15 at 10:55 a.m. with resident 5
revealed she used the grab bars routinely to
assist with turning in bed. She stated she had
used something similar on her bed at home,

Interview on 1/28/15 at 1:30 p.m. with the DON
confirmed the completed assessment stated the
resident would not use side rails. She stated a
reassessment should have been done at the time
the grab bars were added to resident 5's bed.

Review of the provider's revised 2013 Side Rails
Guideline policy revealed:

*The purpose of the Side Rail Utilization may be
to:

-Remind resident not to get out of bed when
medically contraindicated and/or medical
equipment is attached to the patient.
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-Aid in turning and repositioning while in be. F323 FREE OF ACCIDENT
-Providing a hand-hold for getting in or out of bed. HAZARDS/SUPERVISION/DEVICES
*Assessment and Documentation: _ 1-B. The four full sharps containers were
-Assessment is completed to identify potential temoved from the soiled utility room on 1/28/15.
benefits from utilizing side rails and minimize New nursing staff were educated on the proper
risks. stnrage of full sharps containers in a secure
-If side rails are being considered assessment will |- ocation on 1/29/15.
be completed at that time with ongoing 2-B. Nursing staff will keep full sharps
reassessment (at least quarterly). containers in the locked med room awaiting
-Care plan interventions are implemented when ﬂﬁ’”" disposal. They will notify maintenance
side rails are utilized and reviewed at least e need to remove the sharps containers from
N med room for disposal,
guarterly.
3-B. Andits will be completed by the Director of
B. Based on observation and interview, the Narsing or her designee on a weekly basis x 4,
provider failed to ensure four of four used sharps 3:“ ;"“""h‘.y ’?m:" ensure the proper storage
(a device used to puncture the skin) containers sposal of full sharps containers.
were secured and unacgessible to resider)ts 'in 4-B. Results of these andits will be presented by
one of one observed soiled utility room. Findings the Director of Nursing to the monthly QAPI
include: committee for review and recommendation,
Snbstantial compliance wilt be in place by March
. . : 19, 2015.
1. Cbservation beginning on 1/27/15 at 8:00 a.m.
and continuing through 1/28/15 at 12:30 p.m. in
the soited utility room on the 200 hall revealed:
*The door to the room was unlocked.
*There were four full discarded sharps containers
on the counter.
Interview at that time with the maintenance
supervisor revealed they were unsure as to why
those sharps containers were in an unlocked
room. They stated those containers previously
had been locked in the medication room while
awaiting disposal.
Interview on 1/28/15 at 1:30 p.m. with the DON
revealed those sharps containers used to have
been locked in the medication room. She stated
when the facility received a larger medication
distribution system the soiled utility room became
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 5F6011 Facility ID: 0042  If continuation sheet Page 8 of 12




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

PRINTED: 02/11/2015
FORM APPROVED
OMB NO. 0938-0391-

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETER
435048 B. WING 01/28/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1106 NORTH SECOND STREET
GOLDEN LIVINGCENTER - GROTON
GROTON, SD 57445
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 8 F 323
the "default area” to store them. She confirmed
those containers should have been kept locked
up and away from the potential of residents
getting to them.
The provider did not have a policy regarding the
security of the sharps containers awaiting
disposal. Review of the provider's undated
Accident Prevention policy revealed the safety
committee would inspect all areas of the building
at least twice yearly. The committee would look at
unsafe work practices.
F 371 | 483.35(i) FOOD PROCURE, F 371
55=E | STORE/PREPARE/SERVE - SANITARY
The facility must - ;
{1) Procure food from sources approved or e b‘ Mh@
considered satisfactory by Federal, State or local F371 FOOD PROCURE,
e STORE/PREPARE/SERVE - SANITARY ‘
authorities; and }P{\W !
{2) Store, prepare, distribute and serve food 1. Shetving units will be replaced by stainless
under sanitary conditions steel wire shelving. Walk-in cooler threshold
crevice will be filled and sealed. Walk-in cooler
walls and ceiling were cleaned of grease and dust
1/27/15. All residents have potential to be
effected.
2. Shelving units will be replaced by stainless -
This REQUIREMENT is not met as evidenced stee] wire shelving. Walk-in cooler threshold
by: crevice will be filled and sealed. Education to the
) . Dietary Manager regarding the policy on walk-in
Surveyor: 32331 o ] ) cooler cleaning schedule on 246715, 2[4} yyulH
Based on observation, interview, record review, )
and policy review, the provider failed to ensure 3. 0nct; ﬂ]f; stainless steelm“iﬁ shelves ate in
. aye . . ]J]aDG, e iemy Ensure i
se:mtary qoniltl?(ps r\:ver_e maintained for the P eanable mM‘m“g‘“o nihly for 12 woeks, Onos the
following in the kitchen: walk-in cooler threshold is repaired, Dictary
*Ten of ten shelving units in the dry feod Manager will ensure a cleanable surface monthly
storeroom had uncleanable surfaces. for 12 weeks. The Dictary Manager will audit the
*One of one cooler threshold had a one-half inch cooler cleaning schedule and :::]113 agl ceiling to
wide crevice (an opening) in the floor filled with ensurc cleaned and documented for 12 weks.
debris.
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*One of one walk-in cooler’s walls and ceiling had
a moderate accumulation of grease with dust on
it. :
Findings include:

1. Observation on 1/27/15 in the kitchen from
7:35 a.m. through 7:53 a.m. revealed:

*Ten painted shelving units in the dry food
storeroom contained resident foed and supplies
that had a moderate amount of chipped and
peeling paint on them.

-Those shelving units were no longer cleanable
surfaces.

*One of one walk-in cooler threshold had a
one-half inch wide crevice in the floor filled with
debris.

-That cooler threshold was no longer a cleanable
surface.

*One of one walk-in cooler had a moderate
accumulation of dust on randomly located areas
on all the walls and the ceiling.

-The above cooler was used for storage of
residents' foed.

Interview on 1/27/15 at 3:40 p.m. with the
administrator and the maintenance supervisor
regarding the above areas in the kitchen revealed
they agreed:

*The shelving units in the dry food storeroom had
a moderate amount of chipped and peeling paint
and needed to have been replaced.

*The walk-in cooler threshold had a crevice in the
floor that was filled with debris, and it needed to
be cleaned out and filled in.

interview on 1/28/15 at 7:30 a.m. with the dietary
manager regarding the above areas in the kitchen
revealed she agreed:

*The shelving units in the dry food storeroom had
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4. Results of these audits will be presented by the
Dietary Manager to the monthly QAPI committee
for review and recommendation. Substantial
compliance will be in place by March 19, 2015.
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a moderate amount of chipped and peeling paint
and needed to have been replaced.

*The walk-in cooler threshold had a crevice in the
floor that was filied with debris and that it needed
to be a cleanable surface.

*The walk-in cooler was on a monthly cleaning
schedule.

-That cooler had last been cleaned in November
2014.

-It needed to have been cleaned each month or
more often if needed.

Review of the kitchen cleaning schedules for
2014 through January 27, 2015 revealed:

*The walk-in cooler shelves were to have been
wiped down monthly.

-Those shelves had last been cleaned in
November 2014,

*None of the other areas in the walk-in cooler
were on the cleaning schedule including the:
-Ceiling.

-Walls.

Review of the provider's 2011 Floor Safety policy
revealed the floors were to have been kept clean,
free of grease, and build-up.

Review of the provider's 2011 Storing Dry Food
policy revealed the shelving should have been
clean and free of chipped or peeling paint.

Review of the provider's 2011 Cleaning Walk-in
Refrigerators and Freezers policy revealed:
*The walk-in refrigerator was to have been
cleaned monthly with the following steps:
-Remove food items and shelving from the unit.
-Store food items in another refrigerator during
cleaning.

-Remove the shelves, then wash and sanitize
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using a brush if necessary.

-Wash the inside thoroughly with warm water and
detergent.

-Rinse with a sanitizing solution following
manufacturer's directions for the proper strength.
-Cool unit to proper temperature and replace the
food items.

Review of the provider's 2011 Storage of
Refrigerated Foods reveaied food was to have
been properly stored according to guidelines.
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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 1/28/15. Golden
LivingCenter - Groton 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
upon correction of the deficiency identified at
K038 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards.

NFPA 101 LIFE SAFETY CODE STANDARD

Exit access is arranged so that éxits are readily
accessible at all imes in accordance with section
7.1, 19.21

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

Based on observation, testing, and interview, the
provider failed to ensure one of five exits (north
exit) was readily accessible at ali times. Findings
include:

1. Observation beginning at 9:45 a.m. on 1/28/15
revealed the exterior door at the north exit was
equipped with a magnetic lock. The sign at the
door location indicated the lock was a delayed
egress style operating mechanism. Testing of the
door by pushing on the crossbar revealed the

K038

K038 NFPA 101 LIFE SAFETY CODE
STANDARD

have potential to be affected.

maggetic lock for proper operation.

4. Results of these audits will be presented

'(}\’I\\\'O/W 0 \“\Dﬂ&ﬂ) %au\

1. On 1/2%/15 United Technologies adjusted
magnetic lock for proper operation, All residents

2. On 1/29/15 United Technologies adjusted

3. Maintenance Director ér his designee will
andit all egress doors on a weekly basis 12 weeks.

by the

Maintepance Director to the monthly QAPI committee and
Safety Committee for review and recommendation.
Substantial compliance will be in place by March 15,2015.
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Any aeﬁcrenéy statement ending with ah as
other safeguards provide sufficient protection
following the date of survey whether or not a p
days following the date these documents are ma
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de available to the facility. If deficiencies are cited, an approved plan 4

ctlong{?;:]

t{sjlsk {(*) denotes a deficiency which the institution may be axcused from correctm yrovidi ; g e |

to the patients. (See instructions.} Except for nursing homes, the findings isi?rt L Shocmamme e TS HTE 1

lan of correction is provided. For nursing homes, the above findings and Y. of COITBC‘thn are dssclosable H
€
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magnetic lock would not activate the release !
process. Further testing by the maintenance j
supervisor revealed the lock would release if tried
several times. 1t was noted the magnet and plate
on the door and frame pivoted with the testing of
the door. Interview with the maintenance
supervisor at the time of the testing revealed the
service provider was to be in the building that
'day, and he would have the device checked that
day,
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44:04, Medical Facilities, requirements for nursing conclusions set forth on the survey report. Our
facilities, was conducted from 1/27/15 through Plan of Correction is propared and executed as a
1/28/15. Golden LivingCenter - Groton was found means to continuously improve the q“am{‘(ff e
not in compliance with the following requirements: f;mmﬁmym;“ﬂ:”‘mbh state an
5166 and S301. !
S 166 44:04:02:17(1-10) OCCUPANT PROTECTION | S 166 $166 OCCUPANT PROTECTION in bm;‘@
1. On 1/29/15 United Technologies installed an JRW‘HPF
. ) audible alarm at the nurses station. All residents
The facility must take at least the following have potential o be affected.
precadtions: _ _ 2. On 1/29/15 United Technologics installed an
(1) Develop and implement a written and andible alarm at the nurses station.
scheduled preventive maintenance program;
(2) Provide securely constructed and 3. Maintenance Director ot his designee wili
conveniently located grab bars in all toilet rooms audit all egress doors on a weekly basis 12 weeks.
and bathing areas used by patients or residents;
(3) Provide a call systeni for each...resident bed 4. Results of these audits will be presented by the
- : . e Maintenance Director to the monthiy GAPI committee and
and in all toilet rooms and bathing facilities Safety Committee for review and recommendation.
routinely used by...residents. The call system Substantial compliance will be in place by March 19, 2015.
must be capable of being easily activated by
the...resident and must register at a station
setving the unit;
(4) Provide handrails firmly attached to the walls
on both sides of all resident corridors in nursing
facilities;
(5) Provide grounded or double-insulated
electrical equipment or protect the equipment
with ground fault circuit interrupters. Ground fault
circuit interrupters must be provided in wet areas
and for outlets within six feet of sinks;
(6) Instalt an electrically activated audible alarm
on all unattended exit doors in nursing facilities.
Other exterior doors must be locked or alarmed.
The alarm must be audible at a designated
nurses' station and may not automatically silence
when the door is closed;
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(7) Portable space heaters and portable halogen
lamps may not be used in a facility;

(8) Household-type electric blankets or heating
pads may not be used in a facility;

(9} Any light fixture located over a...resident bed,
in any bathing or treatment area, in a clean
supply storage room, any laundry clean liren
storage area, or in a medication set-up area must
be equipped with a lens cover or a shatterproof
lamp; and

(10} Any clothes dryer must have a galvanized
mietal vent pipe for exhaust.

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

Surveyor: 18087

Based on observation, testing, and interview, the
provider falled to maintain the electrically
activated audible alarm for unattended doors in
an active condition. The exit door at the service
entrance (west exit) had a push button bypass.
Findings include:

1. Observation and testing beginning at .30 a.m.
on 1/28/15 revealed the exterior door at the
service entrancefexit had a red push button
mounted on the door frame on both the intetior
and exterior of the door. The interior door of the
vestibule for the exit had a delayed egress
magnetic lock installed.

Testing of the delayed egress magnetic lock
revealed it alarmed at the door location but was
not audible to the surveyor. Interview with the
maintenance supervisor at the time of the
observation revealed the alarm did not sound at
the nurses station. He stated that alarm was on

S 166
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the exterior door of the vestibule.

Testing of the extetior door revealed the alarm did
sound at the nurses station. Testing of the red
push button (labeled 'push to exit') and then
opening the exterior door revealed the alarm was
silenced. Further inferview with the maintenance
supervisor revealed the push button was in place
to allow staff and deliveries to enter the vestibule
without setting off the alarm. A keypad was
installed in the vestibule to allow staff to release
the magnetic lock and enter the building.

Interview with the maintenance supervisor at the
time of the observations confirmed those findings.

44:04:07:16 Required dietary insevice training

The dietary manager or the dietitian in ...nursing
facilities...shall provide ongoing inservice training
for all dietary and food-handling

employees... Topics shall include: food safety,
handwashing, food handling and preparation
techniques, food-borne illnesses, serving and
distribution procedures, leftover food handling
policies, time and temperature controls for food
preparation and service, nutrition and hydration,
and sanitation requirements.

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

Surveyor: 32331

Based on record review, interview, and policy
review, the provider failed to ensure six of nine
required annual in-service training sessions (food
safety, food handling and preparation technigues,

S 166

S 301

X QJM 1]
§301 REQUIRED DIETARY INSERVICE E%Wlm

1. Dictary Consultant will provide directed in-service to all
staff that handie food: to inciude; food saféty, band washing,
food handling and proparation techniques, food-borde
fllnesses, serving and distribution procedures, leftover food
handling policies, time and temperature controls for food
preparation and service, nutrition and hydration, and
sanitation requirements.

2. All crarent and newly hired staff that will be handling
food will receive the above training upon hire and o an
annual basis.

3. The Director of Nursing or her designee will complete an
annual audit of the in-service roster to ensure that all food-
handling staff have received the required training.

4, Results of these audits will be presented by the Director of
Nursing to the monthly QAPI committee for review and
recommendation. Substantial compliance will be in place by
March 19, 2015.
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food-borne illness, serving and distribution
procedures, leftover food handling policies, and
time and temperature controls for food
preparation and service} were offered for all
food-handling staff yearly. Findings include:

1. Record review of the required in-service

! training sessions from November 2013 through
January 2014 for all food. handling staff revealed:
*Those staff had received no annual training on
the following:

-Food safety.

-Food handling and preparation technigues.

i -Food-borne ilness.

-Serving and distribution procedures.

- eftover food handling policies.

-Time and temperature controls for food
preparation and service.

tnterview on 1/28/15 at 8:30 a.m. with the dietary
manager and at 10:20 a.m. with the director of
nursing regarding required annual in-service
training sessions for all food handlers revealed:
*Food handling staff were identified as dietary,
nursing, and activities.

*There had not béen an in-service on food safety,
food handling and preparation technigues,
food-borne illnesses, serving and distribution
procedures, leftover food handling policies, and
time and temperature controls for food
preparation and service for nursing and activities
staff.

*They had not known that all food handling staff
were o have received that annual in-seyvice
training.

Interview on 1/28/15 at 2:20 p.m. with the
administrator and the director of nursing revealed
they confirmed the required annual in-serving
training sessions for all food handlers had not
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occurred.
Review of the provider's 2011 In-Service
Education policy revealed an ongoing education
program would have been planned and
implemented for the development and
improvement of skills.
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