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F 000 INITIAL COMMENTS F Oc":)Preparation, submission and
implementation of this Plan of Correction
Surveyor: 33488 does not constitute an admission of or
A recertification health survey for compliance with greement with the facts and conclusions
42 CFR Part 483, Subpart B, requirements for et forth on the survey report. Our Plan of
long term care facilities, was conducted from orrection is prepared and executed as a
11/2/15 through 11/4/15. Golden LivingCenter eans to continuously improve the quality
-Lake Norden was found not in compliance with f care and to comply with all applicable
the following requirements: F280, F281, F309, tate and federal regulatory requirements.
and F371.
F 280 | 483.20(d)(3), 483.10(k)(2} RIGHT TO F 280
$5=p | PARTICIPATE PLANNING CARE-REVISE CP
The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to F 280

participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periocdically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced

by
Surveyor: 32331
Based on record review, interview, and policy

Resident 3’s Care Plan was revised on
11/4/2015 and states resident is a Full
Code to match the code status on the
dvanced Directive. The code status has
een removed from the nurse report. A

ember of the care team completed an
nitial audit of ali residents to verify their
are plan code status matches the
dvanced Directive on 11/15/2015.

[l residents have the pot:en‘t_iallto be
ffected by this practice.

The care team reviewed and signed the
Advance Directive Review. This policy
states the Care Plan must match the
Advanced Directive.
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y deficiency statement ending with an asterisk f_,)/denotes a deficiency which the institution
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nurs]
following the date of survey whether or not a plan of correction is provided. For nursing homes,
days following the date these documents are made available to the facility. If deficiencies are ci
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F 280 Cor.mnued From. page ,1 . F 280The Care Team will update the care plan
review, the provider failed to accurately revise the od hen th re anv chanaes
care plan regarding advance directives (written fode status when there are any chang
instructions for health care decisions if a resident nd with a new admit. A member of the
was unable to act or respond for themselves) for are team will audit 5 random residents a
one of one sampled resident (3). Findings
include: eek for 4 weeks and then monthly for a
otal of 1 year to ensure the code status in
:évF;ZYé%w of resident 3's compiete medical record he care plan matches the Advanced
*She had been admitted on 9/6/13. irective. A member of the care team
*On 10/8/15 her physician had signed a ill bring the results of these audits to the
Resuscitation (revive) Orders form for: onthly QAPI Meetings for further review

-"In the event of a cardiac [heart] and/or
respiratory [lungs and breathing], initiate CPR
{Cardiopulmonary Resuscitation].”

*CPR means that if she had suffered a cardiac or
respiratory arrest (the heart suddenly stops
beating or breathing stops) efforts were to have
been made to resuscitate (revive) her.

nd recommendations.

(=Y

2/21/2015

Review of resident 3's revised 8/3/15 care plan
revealted:

*She had an advance directive for a full code {all
life-saving measures were to have been done).
*That had been changed to DNR {do not
resuscitate) on 9/2/14.

*CPR to have been performed as ordered had
been discontinued on 9/2/14.

*Her wishes were to have been honored as
written on the care plan.

Interview on 11/3/15 at 9:40 a.m. with registered
nurse (RN} Aand on 11/4/15 at 8:40 a.m. with RN
D regarding resident 3's advance directives
revealed:

*They would have both checked the provider's
Twenty-four Hour Report Nurse Communication
form.

-That form contained documentation she was a
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Continued From page 2
DNR.

Interview on 11/3/15 at 9:00 a.m. with the director
of nursing regarding resident 3 and her advance
directives revealed:

*She confirmed the resident had a physician's
order for CPR to have been initiated.

*The current care plan had not matched the
physician's order.

*The care plan had not been accurately revised
and updated.

*The charge nurse upon each resident's
admission and the care team after admission
were responsible for updating and revising the
care plan as needed.

Review of the provider's 2/26/15 Interdisciplinary
Care Plan policy revealed the interdisciplinary
care plan was to have been revised/updated as
necessary to address resident needs.
483.20(k)(3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS :

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

This REQUIREMENT is nof met as evidenced
by:
Surveyor: 33265

Based on observation, inferview, record review,
and guidelines review, the provider failed to:
*Verify the correct dosage of a medication {med)
prior to administration during 1 of 33 random
resident (8) medication administration
observations during 1 of 33 medication passes by
1 of 2 (RN A) nurses.

*Ensure the physician's order for continuing

F 280

F 281

Resident #8 Prevacid medication order
was clarified with physician and corrected
as soon as error was identified. Resident
#8 order for Hospice was added to the
electronic medical record and printed out
on the monthly summary sheet of
physician orders.

Residents residing in the facility who take
medications and have Hospice orders
have the potential to be affected in a
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F 281 Continued From page 3 F 281 |similar manner. Residents have had their
hospice care was added to the monthly summary medication orders reviewed and verified
sheet of physician's orders for 1 of 2 residents (8) . . . inistered
on hospice care. with medications being administered.
Findings include: Residents on Hospice have had orders
lidated in the electronic medical record
1. Observation and record review on 11/3/15 at va inted out on the
10:15 a.m. with registered nurse (RN) A during a to ensure they are printed ou i
medication administration to resident 8 revealed: monthly summary sheet of physician
*The medication administration record (MAR) in orders
the electronic medical record said to give thirty )
milligrams (mg) of Prevacid (stomach med) daily. )
*The label on the plastic bag containing the Licensed nurses and medication aides will
medication said to give one tablet every day. The be re-educated on the medication
tablets were labeled as fifteen mg. R . . .
“RN A gave resident 8 fifteen mg of Prevacid. administration policy and adding Hospice
orders to the electronic medical record to
Interview with RN A on 11/3/15 at 2:00 p.m. :
; o~ g . nted out on the
regarding the above medication administration ensure they are pri ..
revealed: monthly summary sheet of physician
*She had not noticed the difference in milligrams orders.
between the MAR and the label on the medication
container. . . .
*She had been administering only one fifteen mg Director of Nursing or designee will
tablet. complete a random audit of 5 residents
. ly for 3
Further interview with RN A on 11/3/15 at 4:00 weekly for 4 weeks then monthly
p.m. revealed: months to ensure physician orders and
“She found the hospice orders dated 9/18/15 medications administered are accurate.
were for only fifteen mg of Prevacid daily instead . . :
of the thirty mg the physician had previously And an audit to revne\.u all residents on
ordered and she notified hospice. hospice current Hospice orders are
*Hosngce had contacted the physician on 11/3/15 entered in the electronic medical record
at 3:20 p.m. .
*On 11/3/15 at 3:27 p.m. the physician ordered to ensure they are printed out on the
the resident was to be on thirty mg of Prevacid monthly summary sheet of physician
given daily. orders weekly for 4 weeks and monthly
Interview with the director of nursing on 11/4/15 at for 3 months.
11:20 a.m. revealed:
FORM CMS$-2567(02-99) Previous Versions Obsolete Event |D: 252v11 Facility ID: 0046 If continuation sheet Page 4 of 13
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*She had not been made aware of the medication
error described above.
*She agreed it was a medication error.

Review of the provider's May 2012 Medication
Administration-Preparation and General
Guidelines revealed there were four medication
checks to have been done before giving a
medication;

*First check should have been with the
medication container label and the MAR.
*Second check should have been done after the
medication was removed from the container and
checked with the MAR again.

*Third check was to have been after the
medication was prepared to administer and was
to verify the medication label with the MAR again.
*Final check of the medication dosage on the
label and in the MAR was to have happened prior
to administration.

Review of Patricia A. Potter and Anne Giriffin
Perry, Fundamentals of Nursing, 8th Ed., St.
Louis, Mo, 2013, p. 583, revealed the steps to
take to prevent medication errors included to read
labels at least three times, comparing the
medication administration record {(MAR) and the
label before administering the medication.

2. Review of resident 8's complete medical record
revealed:

*He had been placed on hospice care on 8/18/15.
*The physician's 10/13/15 summary order sheet
had not included an order to continue hospice
care.

Interview with the DON on 11/4/15 at 11:20 a.m.
revealed she agreed the physician's order to
continue hospice care was not included on the

audits to the monthly QAPI meetings for
further review and recommendations.
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2/21/2015
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F 281! Continued From page 5
most recent physician's order summary form.

Review of Patricia A. Potter and Anne Griffin
Perry, Fundamentals of Nursing, 8th Ed., St.
Louis, Mo, 2013, p. 305, revealed the nurse was
responsible for transcribing physician's orders
correctly.

F 309 | 483.25 PROVIDE CARE/SERVICES FOR

s5=E | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosogcial well-being, in

This REQUIREMENT s not met as emdencec!t ﬁ:j
by: Qﬁf

Based on observation, interview, reco %?
and hospice contract review, reveated the \
hospice and the facility for 2 of 12 sampled

residents (5 and 8). Findings include: \'\%%

1. Observation and inferview on 11/2/15 at 4.3
p.m. with registered nurse (RN} A regarding &X’i
resident 5 revealed he;

*Had a diagnosis of paranoid schlzophremm
(fearful or suspicious mental iliness losing touch

“Was placed on hospice care on 9/9/15

R

:ﬁgogganng?gg the comprehensive assessment updates to resident 5 as resident is
.~ | deceased""All residents currently
\ﬁ’ receiving hospice will have their care

provider failed to have a comblned care plan fo \ﬁ'{\(\ ‘

“%\\{\X‘\RP n policy. All members of the Care team

i *HOMY\C\b\WB DO AWEN
281 %KYLS F@F 12{ (DI (5]

LA

The, POIiCy| STOHS {rYuF
F 309 h% ('Q"V& =X

updated on 11/18/2015. The Care plan f(;r

potential to be affected by this practice

X W\ The care team created a Hospice Care

%A

0\ ve revue«ed this policy.
\zm&:\{j&ll residents admitting to hospice will

LN\ W have care plans integrated with hospice. A|} ) ‘k’
!‘G&g;?;lriyr)nain in his room unless he was | \ member of the care team will audit all \\9&\{\\& d
participating in smoking breaks. ‘ \\\ residents receiving hospice monthly for 1 20 (:Q\\&S
*Would often refuse care. \Sg‘ months to ensure the hospice,is .

\ E integrated into the care plan

e %&@a@?ﬁ@%f ‘:c\\

resident 8 was integrated with the Yl
hospice care plan on 11/18/2015. No ALY

J@&,- plans reviewed and integrated with + ,“ M\C_J__

“@ eﬂcH.ospice by 12/21/2015. All residents
Surveyor: 33488 9,, \b? receiving hospice services have the
rd review( ik ¥ (N
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Continued From page 6

Review of the current undated care plan for
resident 5 revealed no mention of what the facility
or hospice's responsibiiities were in caring for the
resident.

Interview on 11/3/15 at 4:.00 p.m. with RN A
revealed:

*When asked how anyone would know what care
to provide for resident 5 she replied "l just know."
*She agreed there was no clear delegation of
responsibilities of what care hospice provided and
what care the provider was responsible for.

Interview on 11/3/15 at 4:15 p.m. with the director
of nursing (DON) revealed she agreed there was
no clear responsibility of care assigned between
hospice or the provider.

Surveyor: 33265

2. Review of resident 8's complete medical record
revealed.

*He was placed on hospice on 8/18/15.

*The facility care plan dated 7/14/15 had
"admitted to hospice 9/18/15" handwritten under
each focus area.

*No specific information regarding when hospice
personnel were coming, which hospice personnel
were coming, or what haspice personnel would
be doing for the resident.

*The hospice care plan dated 9/18/15 stated:
-Ongoing updates would be communicated by
hospice to the long term care facility.

-The long term care facility would integrate the
changes into their care planning system.

3. Interview with the DON on 11/4/15 at 11:20
a.m. regarding the above revealed:
*She agreed the two care plans were not

F 300
of the care team will bring the results of
these audits to the monthly QAPI
meetings for further review and
recommendations.

ok

2/21/2015
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F 309 Continued From page 7 F 309
integrated.

*They had no policy or procedure on care plans.

Surveyor 33488

Review of the 9/11/15 contracted hospice
program's plan of care revealed no assigned
duties that would direct who was to provide the
care given fo resident 5 and 8 between hospice
of the provider.

Review of the 8/17/13 contract between hospice
and the provider revealed:

*Hospice was to have assigned an RN to
ccardinate care.

*'The plan of care shall be developed in full
consultation of both Hospice and the Facility. The
parties agree each shall maintain its portion of the
Plan of Care in accordance with laws and
regulations..."

F 371 | 483.35(i) FOOD PROCURE, F 371
5$s=E | STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or The tiles that are not cleanable next to the

considered satisfactory by Federal, State or local steam table will be replaced . The floor in

authorities, and the kitchen’s refrigerator and storage

g?dztoézhﬁ;?ifﬁ C;::lis;ﬂgute and serve food room will be painted by the Maintenance
director. There will be no clean dishes or
utensils on the second or third shelves of
the meal carts leaving the kitchen . Their
will be a cloth covering all clean dishes

This REQUIREMENT is not met as evidenced and utensils of the top shelf. All

bSyL:Jrveyor: 32331 residents have the potential to be

Based on observation, interview, record review, affected by these practices.

and policy review, the provider failed to ensure
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sanitary conditions were maintained for the
following:

*Two of two broken floor tiles in the kitchen next
to the steam tabie and food production table with
a moderate accumulation of black and brown
spots and grease.

*One of two floors in the kitchen (refrigeration and
storage area) had a moderate accumulation of
chipped and peeling paint.

*The dishes and silverware being transported
from the central kitchen to the memory care unit
dining room were uncovered for two of two
chserved meals for all residents served there.
Findings include:

1. Observation on 11/2/15 in the kitchen from
1:05 p.m. through 1:25 p.m. revealed:

*An accumulation of black and brown spots and
grease on two of two broken tiles located next to
an electrical outlet box in the floor.

-The above tiles had an exposed area of
approximately six inches long and one-half to one
inches deep on two sides of each of the tiles.
-Those tiles were located next to the steam table
and food preparation table that contained resident
food.

*The floor in the kitchen's refrigerator and storage
area had a moderate accumulation of chipped
and peeling paint exposing the cement.

Interview on 11/3/15 at 8:20 a.m. with the
maintenance director regarding the above broken
tiles and flooring revealed:

*He agreed the tiles were broken and no longer
were cleanable.

*He agreed the floor had a moderate amount of
peeling and chipped paint with multiple areas of
exposed cement.

-That flooring was no longer a cleanable surface.

The Maintenance Director was educated
on the Maintaining Dietary Equipment
policy.

The dietary staff to be educated on the
itchen sanitafion policy.

he maintenance director or designee will
udit the paint on the kitchen floor and
he tiles in the kitchen to ensure they are
leanable surfaces monthly for 3 months
nd then quarterly with the
environmental rounds.
The dietary manager or designee will
randomly audit 2 meal services a week for
4 weeks and 2 meals a month for 3
months {o ensure clean items are covered
properly and no clean utensils or dishes
are on the second and third shelf.
The Dietary Manager and Maintenance
Director or designee will bring the results
of these audits to the monthly QAPI
Meetings for further review and
recommendations.

[y

2/21/2015
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*He stated he was responsible for the tiles and
the fiooring in the kitchen.

*He stated he checked those areas af least
monthly.

Interview on 11/4/15 at 8:45 a.m. with the dietary
manager (DM} regarding the above broken tiles
and flooring revealed she agreed:

*The tiles were broken and no longer cieanable.
*The floor had a moderate amount of peeling and
chipped paint with multiple areas of exposed
cement.

-That floor was no longer a cleanable area.
*Dietary was responsible for sweeping and
mopping the floors daily.

*Housekeeping was responsible for floor care
quarteriy.

*Maintenance was responsible for any floor
repair.

interview on 11/4/15 at 9:45 a.m. with the
administrator regarding the above broken tiles
and flooring revealed she agreed:

*The tiles were broken and no longer cleanable.
-Those tiles had been broken for at least two
years.

*The floor had a moderate amount of peeling and
chipped paint with multiple areas of exposed
cement.

~That floor was no longer a cleanable area.

Review of the provider's November 2015
Preventative Maintenance Schedule revealed:
*Daily inferior (inside the building) rounds and
inspections were to have been completed.

*There was no specific task listed for the tiles and
floor in the kitchen on that schedule.

Review of the provider's 2011 Floor Safety policy

Far
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revealed the floors were to have been clean, free
of grease and chemical build-up, and dry at all
times.

Review of the provider's 2011 Cleaning Kitchen
Areas policy revealed the following guidelines for
quarterly maintenance of floors;

*Check floors for chipped and/or peeling paint.
*Keep in good repair.

2. Observation on 11/2/15 at 5:05 p.m. with
certified nursing assistant G revealed:

*She had left the kitchen with a three-tiered cart
with a tablecloth over the top.

*That cart had contained:

-Dishes on the second shelf and silverware on
the third shelf that had been left uncovered.

*She took the above cart down a service hallway,
through a dining room, and a resident hallway to
the memory care unit dining room.

Observation and interview on 11/2/15 at 5:45 p.m.
with dietary assistant (DA} F revealed:

*She refumed the same above cart from the
memory care unit dining room back to the
kitchen.

*That cart's second shelf contained:

-Twenty-five uncovered bowls turned upright.
-Four uncovered small plates.

-Six plastic glasses turned on their sides and two
spoons in an opened container.

*That cart's third shelf contained one dozen
knives in an opened container.

*She stated the dishes and silverware on the
second and third shelf were considered clean as
they had not been used by the residents.

*She stated the same cart containing those items
would be used at the next meal for the memory
care unit dining room.

F 371

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 252V11

Facility ID: 0046

If continuation sheet Page 11 of 13




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

PRINTED: 11/17/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

435059

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A. BUILDING COMPLETED
B. WING 11/04/2015

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - LAKE NORDEN

STREET ADDRESS, CITY, STATE, ZIP CODE
803 PARK STREET POST OFFICE BOX 139
LAKE NORDEN, SD 57248

Observation on 11/3/15 at 11:30 a.m. with both
cook E and DA F revealed:

*Cook E left the kitchen with a steam table that
had contained six uncovered plates on the
second shelf.

*DAF left the kitchen with the same cart as the
above with a tablecloth over the top.

-That cart had contained:

-Multiple uncovered bowls, plates, glasses, and
silverware.

*Cook E took the above steam table and DAF
took the above cart down a service hallway,
through a dining room, and a resident hallway to
the memory care unit dining room.

*DAF placed the cart next to an unoccupied
resident couch in the memory care unit dining
room during meal service.

Interview on 11/3/15 at 11:50 a.m. with the
director of the memory care unit revealed she
agreed:

*The above dishes and silverware had not been
covered when transported from the kitchen to the
memory care unit,

*Those items needed to have been covered
during transport due to the possibility of
contamination.

*The cart that contained uncovered and cleaned
dishes should not have been placed next to a
resident couch.

interview on 11/4/15 at 8:45 a.m. with the DM
regarding the above revealed she agreed:

*The above dishes and silverware had not being
covered when transported from the kitchen to the
memory care unit. :

*Those items needed to have been covered
during transport due to the possibility of
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contamination.

Interview on 11/4/15 at 9:45 a.m. with the
administrator reveaied she agreed:

*The above dishes and silverware had not being
covered when transported from the kitchen to the
memary care unit.

*Those items needed to have been covered
during transport due to the possibility of
contamination.

Review of the provider's 2011 Food Service
Distribution policy revealed the dining room
service silverware should have been covered, so
it had not been exposed.

Review of the provider's 2011 Handling Clean
Equipment and Utensils revealed:

*Store clean and sanitized portable (moveable)
equipment and utensils so that food contact
surfaces were protected from spfash, dust, and
other contaminants.

*Tableware should have been protected from
contamination by being covered.

*All tableware would have been removed,
washed, and sanitized between seatings even if
not used.
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Surveyor. 14180
A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted on 11/03/15. Golden
LivingCenter-Lake Norden 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 foilows:

(1) Each new healthcare worker or resident shall
receive the two-step method of tuberculin skin
test or a TB blood assay test to establish a
baseline within 14 days of employment or
admission to a facility. Any two documented
tuberculin skin tests completed within a 12 month
period prior to the date of admission or
employment can be considered a two-step or one
blood assay TB test completed within a 12 month
period prior to the date of admission or
employment can be considered an adequate
baseline test. Skin testing or TB blood assay tests
are not necessary if a new employee or resident
transfers from one licensed healthcare facility to
another licensed healthcare facility within the
state if the facility received documentation of the
last skin testing completed within the prior 12
months. Skin testing or TB blood assay test are
not necessary if documentation is provided of a
previous positive reaction to either test. Any new
healthcare worker or resident who has a newly
recognized positive reaction to the skin test or TB
blood assay test shall have a medical evaluation
and a chest X-ray to determine the presence or
absence of the active disease;

employee B and C since they are already
ate. Employees hired at Golden Living
Center Lake Norden have the potential to
be affected in a similar manner

GLC — Lake Norden will adhere to the SD
State Guidelines related to TB screenings.
Employees will receive directions when
they receive their first TB test for when
they need to return for checks and the
second test. An audit of employee files
will be completed to ensure compliance
to the State regulation

Director of Nursing Services or designee
will complete a weekly audit for 4 weeks
then monthly for 3 months on ail new
employees to ensure compliance.
'Director of Nursing will bring the results
of these audits to the monthly QAPI
meetings for further review and
recommendations.
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This Administrative Rule of South Dakota is not
met as evidenced by:

Surveyor. 32331

Based on record review, interview, and policy
review, the provider failed to ensure two of five
sampled employees (B and C) had completed the
two-step method for the Mantoux tuberculin (TB)
skin test or TB screenings within fourteen days of
employment. Findings include:

1. Review of staff member B's complete
employment record revealed:

*The date of hire was 8/27/15.

*The TB skin test had been completed twenty-two
days after being hired.

2. Review of staff member C's complete
employment record revealed:

*The date of hire was 8/20/15.

*The TB skin test had been completed fifteen
days after being hired.

3. Interview on 11/3/15 at 3:00 p.m. with the
business manager revealed:

*The date of employment was the same date as
the date of hire for the above employees.

*She had not known why those above employees
had not been given their TB skin tests in a timely
manner.

*The nursing staff was responsible for the
employees TB skin tests to have been givenin a
timely manner.

Interview on 11/4/15 at 8:25 a.m. with the
administrator regarding the TB screenings for
employees B and C revealed:

*She agreed the TB skin tests had not been given
within fourteen days of employment.
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*Those TB skin tests had not followed the state
guidelines for TB screenings for new employees.
Review of the provider's 8/14/15 Tuberculosis,
Screening Employees, and New Hires policy
revealed each newly hired employee would have
been screened for TB infection and disease after
an employment offer had been made but prior to
the employee's duty assignment.
§ 204) 44:73.07:09 Written Menus 524 Al menu changes will be discussed with
Any regular and therapeutic menu, including the RD by phone or email and will obtain
therapeutic diet menu extensions for all diets signature on the RDs next visit. All Menu
served in the facility, shall be written, prepared, .
and served as prescribed by each resident's thanges will be noted at the bottom of
physician, physician assistant, nurse practitioner, the menu and approved by the RD before
or quaiifictled glietit(ijan. %adCht pcliagmt%g rr;?rll_;_She:c” be implementation . All residents have the
approved, signed, and dated by the dietitian for . . .
each facility. Any menu changes from month to potential to be affected by this practice.
month shall be reviewed by the dietitian and each
menu shall be reviewed and approved by the The Dietary Services manager and all
dietitian at least annually if applicable. Each ks will be educated on the Menu
menu as served shall meet the nutritional needs cooks will be educated on
of the residents in accordance with the Changes and Planning policies.
physician's, physician assistant's, or nurse
practitioner's orders and the Dietary Guidelines . ices M desi
for Americans, 2010. A record of each menu as The Dietary Services Manager or desighee
served shall be filed and retained for 30 days. will audit the menus weekly for 4 weeks
. - . and then monthly for 3 months to ensure
This Administrative Rule of South Dakota is not Y
met as evidenced by: no changes have been made to the menus
Surveyor: 32331 without RD approval. The Dietary
Based on interview and policy review, the Manager or designee will bring the results
provider failed to ensure the menu changes for all .
residents on oral diets were reviewed and of these audits to the monthly QAP
approved from month-to-month by the consultant Meetings for further review and
registered dietitian (RD). Findings include: recommendations.
12/21/2015
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1. Group interview with seven random residents
on 11/2/15 at 9:30 a.m. revealed the menu had
not always matched what was posted to have
been served for the residents.

Interview on 11/3/15 at 11:20 a.m. with cook E
revealed there was at least one menu change per
week with a total of at least five menu changes
per month.

Interview on 11/4/15 at 8:45 a.m. with the dietary
manager (DM) revealed the following:

*There had been changes on the menu for the
residents.

*There was no documentation of menu
substitutions approved by the RD.

*The menu was reviewed and approved by the
RD every three months prior to the menu being
posted.

~Changes or substitutions from those above
menus after they had been posted were not being
approved by the RD.

*Menu changes were to have been documented,
reviewed, approved, and signed by the RD.

*The provider was not following their policy for
menu substitutions.

Review of the provider's 2011 Menu Changes
policy revealed:

*A change or substitution in the menu and the
reason were to have been recorded on the
bottom of the menu.

*All menu changes required the RD's review,
approval, and signature.

*The DM was to have notified the RD by phone to
discuss and obtain verbal approval for the menu
substitution.

*The DM was to have recorded the phone
approval with date and time on the menu.

*The RD was fo have reviewed and sighed the
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menu change on the menu during the next onsite
visit.
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