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Arecertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for
long term care facilities, was conducted from
8/3/15 through 8/5/15. Good Samaritan Society
Miller was found not in compliance with the
fallowing requirement(s): F166, F241, F280,
F315, F325, F360, and F371.

F 166 483.10(f)(2) RIGHT TO PROMPT EFFORTS TO F 168
$8=p | RESOLVE GRIEVANCES

Aresident has the right o prompt efforts by the
facility to resolve grievances the resident may
have, including those with respect to the behavior
of other residents.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32335
Based on interview, record review, and policy
review, the provider failed to resolve grievances
(residents' complaints, concerns) addressed in
resident council meetings from Fgbruary 2015
through July 2015. Findings include:

1. Review of the resident council minutes from
January 2015 through July 2015 revealed it had
been documented during the following meetings:
*On 2M7/15 "Waiting time is long for service staff
says they will be back and don't return as
promptiy like they said. They are tired of being
second wheal to staff breaks,”
*On 3/17/15 "They would like tasks of cares
finished before they leave, not do some part of
task, leave and return to finish tasks."
*On 4/15/15 "Also make staff aware that call
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lights should be in reach at all times in the 1.* $5D or Designee will audit the promptness of
rooms." . call lights being answered in a timely manner on
*On 5/19/15 "Call lights are not answered in each hall, 5 different rooms on each hali and on all
timely mannaer this seem to be an increasing thrae shifts by 8/28/2015.
problem and when answered states help will *Observations from the day shift on 8/26/2015
come back in few minutes and never return or and 8/27/2015, on all 3 halis revealed that call
long time until they return." fights were answered with the shortest response
*On 6/16/15 "Waiting timas remains the same for time of 24 seconds and the longest response time
call lights to be answered. Determined it takes of 10 min. 42 seconds. {Times of study for the 3
longer for lights to be answered late evening and halls were 1042 to 1200.)
during the night." *Qhsetvations from the evening shift on
*On 7/22/15 “Call lights seem to have improved 8/26/2015 and 8/27/2015, on all 3 halls revealed
but still have waiting times." that call lights were answered with the shortest
“Thers had been no documentation of when any respense time of 3 minutes and the longest time
of the above concerns had been reported to the being 6 minutes. {Titmes of study for the 3 halls
nursing staff. _ were 1700 to 2000.)
*There had been no resolution documented for *Ohservations from the night shift on 8/26/2015
any of the above concarns. and 8/28/2015, on all 3 halls revealed that call
lights were answered with the shortest time of 1
Surveyor: 35237 minute with the longest time of 7 min, (Times of
interview of residents on 8/4/15 at 10:35 a.m. study for the 3 halls were 2300-0410.)
during the confidential group meeting revealed: *The 5SD or Designee will comaile the results of
“The residents had comglained many times about the audit ending on 8/28/2015, date the form, and
call lights not having beer: answered in a timely provide the results to the DNS within 5 days of
manner. . completion of the initial audit, The DNS will review
"It was not uncommon for St_aff to come into their the audit, correct any issues found with the audit,
room and shut off their call light. educate any staff found in the audit to be out of
-They WOU!d be told the staff would be right back, compliance and tuen in the completed plan to tha
and they did not always come back, 5$SD or Designee within 5 days of receipt of the
*They did not want staff to shut the call light off audit.
and leave without helping them. * The S$D or Designee with do random audits of
“They had to_wa't many times over one half hour promptness of answering call lights on all 3 halls
ior their call light o be answergd. monthly for 3 months then quarterly for & year
Th'ey had bro",‘ght up the cali light concerns at and report findings to the DNS of immediate
resident council meefings. , . correction If needed and report all findings at
They had not felt the resident council was getting manthly QAPI meetings X 3 months, then quarterly
the call light issue resclved. for 1 year.
*The staff had not told them what they were doing _
to wark on the call light issue.
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Interview on 8/6/15 at 8:35 a.m. with the social
services designeeflicensed practical nurse (LPN)
that had attended the manthly resident council
meetings revealed:

*She was responsible for the resident council
meetings.

*The compilaints about the call lights was an
ohgoing issue,

*When she received concerns during a resident
council meeting she would have brought that
concern to the department head who would have
been involved.

~She did not necessarily do a grievance or
concern form for concerns from resident council,
*She stated they would have educated the staff of
the concern at staff meetings.

*Staff were to have left the call light on if they
could not complete what the resident had asked
for when they answered the light.

*She stated they had not done any audits related
to call lights.

*She did not know what the average wait time for
call lights to be answered would have been since
she had not audited them.

*She stated she had no formal documentation of
what they had done related to the call light
concerns from the residents.

"At the next months resident councit meeting she
would have brought up the pravious months
concerns and asked the residents about how it
was going.

-If a concern was still ongoing it wauld be carried
on to the next month,

*3he sometimes put out memos {notes) to staff
regarding concerns from resident council.

Review of the memos provided by the social
services designee/LPN revealed:
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*35D or Designee will interview 9 randomly

selected residents (3 per hall) on each shift by
9/16/2015. 55D or Designee will also time the call
lights for appropriate time to answer them.
Residents were asked 3 questions on all 3 shifts. 1)
If their call lights were being answered in a timely
manner 2}if their needs had been met when thelr
call lights were answered and 3} if the staff are
leaving the call light on after answering if they
cannot immediately meet the need of the resident
and meeting the resident’s needs in a timely
manner.

*Results of interview of are as follows:

Day Shift 7AM — 3 PM: 2 of 9 residents waited >
10 min. but <15 min. per our standard. All g
residents stated their needs were met in a timely
manner and no call lights were turned off if a staff
person could not immediately assist them.

Evening Shift 3PM-11PM: 2 of 9 residents waited
>10 min. but <15 min. for their call lights to be
answered. 2 call lights had been turned off by
staff but both residents stated their needs were
met In a timely manner & observation was that
these 2 residents’ needs were met within 15 min.
of initial cali light being on.

Night Shift: 11IPM-7AM: 9 of ¢ call lights were
answered in a timely manner. 1 resident’s needs
were nat met until just at the at 15 min. endpoint.
SUMMARY: The majority of the residents
interviewed/audited on all 3 shifts stated that the
answering of call lights were better and the walt
time was less most of the time.,
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*An undated dogument titled "Information from
resident council for FEB [February] for staff" that
included:

-"The waiting time is very long now for service.
They say | will be back in a few minutes and long
time before they return and if they return. Some
stated it has been 20 minutes or more at times."
-There was na specific education to staff of what
they should do differently.

*An undated document that she stated had been
put out to staff the week before was titled "Step to
do for grievances, complaints, or concerns”

| included:

-1 If a family or resident approaches and wants
to voice a concern, problem etc. (anything else),
you need to furnish them with a Suggestion or
Concern form (GSS #213). These are kept in a
hanging folder by the resident's telephone and at
each nurse's desk.”

-"3. 88 [social services] will review the form or
concern and direct to appropriate Dept,
[depariment] head who will then address the
concern and investigate, resolution made and
follow up will be done with the concerned party.”

Interview on 8/5/15 at 2:30 p.m. with the director
of nursing (DON) revealad:

*She had been aware the residents had call light
concerns in the past.

*She had done call light audits "awhils age" and
quality assurance had records of those.

*When she had done the audits the wait time for
a call tight to be answered was not long.

*She expected a call light to be answered in ten
to fifteen minutes.

“The staff had been educated about the cali light
concerns.

-They did not specifically tell staff to leave the call
light on or shut if off if they could not help that

* The SSO or Designee wilf compile the results of
the audit, date the form and provide the results to
the DNS within 5 days of completion of the initial
audit that was completed by 9/16/2015. The DNS
will review the audit, correct any issues found with
the audit, educate any staff found to be out of
compliance of the results and turn in the
completed pfan to the S within 5 days of receipt
of the audit.

* The $5D or Designee will report findings and
corrections done frem the initial audit at the next
QAP meeting after the form is turned in to the
SSD or Designee.

* The SSD or Designee will do random audits of
promptness of answering of call lights, meeting the
needs of the residents and if call light is kept on if
staff cannot immediately meet the residents’
needs monthly for 3 months then quarterly for 1
year and report findings at QAPI meetings. Any
non-compliance will be documentad, reported to
DNS for Immediate correction and also reparted to
QAPI meetings.

* All staff will be educated on the call light
answering process by 9/2/2015. This education will
include leaving the resident’s call light on if the
staff person answering cannot immediately meat
the neads of the resident.

2.* All concerns brought up in monthly Resident
Council will be documented on a Suggestions and
Concern form by SSD or Designee the day of
Resident Council.

* The SSD or Designee will provide the farm with
the specific concerns/suggestions written on it to
- the Department Director(s) in which the cancern{s)
have been made. The Department Director(s) will
have 5 days to correct/address the concerns and
return the completed forms with corrections
written to the 55D or Designee.
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resident right away.

*She stated they had added an additional evening
nursing assistant on one unit about five or six
months age, and that had helped with the call
light complaints.

-8he felt residents had been aware of that
additional staff.

*She thought the social services designee/LPN
woulld have brought back how they had
addressead the concerns to the next resident
council meeting.

Interview on 8/5/15 at 4:00 p.m. with the DON
and the qualily assurance performance
improvement (QAPIYstaff development nurse
revealed;

*They had done audits related to call lights in
December 2014 and January 2015 but had no
documantation of those audits.

*They had talked about call light concerns in
QAPI mestings for a few months.

*The QAPI nurse asked for any resident and
family concerns to be brought up at the monthly
QAP!| meetings and had not heard about cail
lights for several months,

*The social services designee had not brought
the concern of the call light wait times to either of
their attention.

Review of the provider's Fabruary 2013
Grievances, Complaints, or Concerns policy and
procedure revealed:

*There will be prompt efforts by the canter to
resolve resident grievances.”

*'4, If a complaint comes directly to the social
services department, then the director of social
sarvices will complete a Suggestion or Concern
{GSS #213) form upon receipt of the complaint.”
5. The social services director will route the
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*$50 or Designee will report the
concerns/suggestions with their corrections to the
next monthly Resident Council for determination
correction by the residents at that meeting, Any
further issues with the concerns/suggestions will
be documented on the form and returned to the

appropriate Department Director for continuad
correction.

*The S50 or Designee will report all findings to
monthly QAPI meetings.

*55D or Designee will place all completed farms in,
a binder for 1 year.

*All staff will be educated on this process by
9/2/2015.

3.* All other individuals bringing concerns
{families, visitors, staff) will be encouraged to
complete the “Suggestions and Concern” from and
give to the 55 or Designee. These concerns will
be addressed in the same manner as in #2 above
by the SSD or Designee with the exception that the
$SD or Designee will contact the individual(s) with
the suggestion/concern on an individual basis
within 10 days of date of the suggestion/concern,
*DSS or Designee will repert findings to QAPI
monthly.

A

Corrections
to PaC
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Suggestion or Cancern (GSS #213) form to the
appropriate department head as soon as is
reasanably possible.”

8. An investigation must be completed for all
grievances. The investigation may be informal,
but must be thorough, affording all interested
persons an opportunity to submit evidence
related to the complaint.”

7. The social services director then will report
the findings to the individuals filing the concerns
and to the center administrator.”

*8. If the grievance is not resolved, the center
social services director will channel the concern
directly to the administrator..."

483.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as svidenced
by:

Surveyor: 32335

Based on observation, record review, interview,
and policy review, the provider failed to ensure:
*A dignified dining experience had occurred for |
one of one sampled resident (2) who needed staff
assistance.

*Serving trays were removed from the table once
the meal was served for all residents who needed
assistance with eating during two of two observed
meals,

Findings Inctude:

1. Observation on 8/3/15 from 445 p.m. through

F 166

F 241
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F 241 Continued From page 6 F241) 1« Resident #2 expired on 8/19/2015.
6:30 p.m. of resident 2 revealed at: Z.*Currently, 11 residants are being assisted to
*4:45 p.m. and 5:15 p.m. she had been in her bed dine. Residents that need assistance with dining
sleeping. will be brought to the dining room and set up to
*6:00 p.m. she was in the day room. Supper was be assisted to dine by 11:30 AM and 5:00 PM.
being served in the dining room at that time, We will have 3 assist tables with 2 qualified staff
*6:10 p.m. she had been taken into the dining available to assist.
room and placed at the table for thase who *All resident tables will have table cloths for the
required assistance in a spot another resident noon meal. All meals delivered to the tables will
had just left. © be removed from the trays and set at the
-The residents who did not require assistance resident’s place at the table.
were done eati_ng. *Places will not ke cleared at each individual
-Two other residents who had been eating prior to table untit all 4 tablemates has completed their
that were still at the table. meal.
*6:15 p.m. she had been served r}er meatl..She 3.* The Facility will have 3 qualified staff
: was the last person to be served in _the d]ﬁll"lg_ assisting those residents who require assisting
room. Clean-up had already begun in the dining with dining for nocn and evening meals at all
Eoom- . times.
d(.s‘?’g p.m. Wh;:n :flhl(sj Euweyor rem;'n?d to the *Alt Nursing and Dietary staff will be educated
t;gllng rodo:‘.-glfe eb a K teehn removed from the on the new process on 9/2/2015 and updated
_Thgr:%ere n; r ac.'d ot el'rfr%quH dini with the new changes requested by DON by
esidents lefl in the dining room. 8/16/2015. Those staff not attending the
. , . . education in person will have the education
'nter.wew or‘.t 8/3/15 at 5:20 p.m. with certified malled to them on 8/16/2015, with a returned
nursing assistant (CNA) K revealed: .
" signed document to the Canter that they have
Supper started around 5:00 p.m. wad the educati
“There were three CNAs working on the north receivec the education.
4 *DNS, DM, QAPI Coorclinator and
and south halls, drmini il al bserving th
*One of those CNAs was in the dining - Administrator will alternate observing the noon
o ) , . and avening dining service for compliance 2
assisting residents with their meals.
. i . meals/week for one month, 1 meal per week for
She was getting residents up on the south hall , .
. 4 months. Any non-compliance will be
and the other CNA was getting them up on the , . N
north hatl addressed immediately. Results of all audits will
. : | meeti th :
*She had not gotten resident 2 up vet, because :qeoziﬁ(:rttﬁjntgI?:Pu;:::l'nizg?:fzr g’n); 4ear 9/2/2015,
she sat at one of the assisted tables. 4 Y year Initia) pog
*They did not have enough staff to feed the
residents who neeted assistance all at one time. 9/16
r S ‘ I /2015,
She waited to get resident 2 up until she was Correct
notified a staff member was available to assist “cled
her with her meal. Poc
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*She was the only resident left on ber hall to get
up for supper.

Interview on 8/3/15 at 6:30 p.m. with CNA J
regarding resident 2 revealed she had not eaten
much, She had taken her back to her room. She
had not offered her a second meal option. She
was the third CNA working on the north and south
halls.

Observation on 8/4/15 from 12:00 noon through -
12:35 p.m. of rastdent 2 revealed:

[ *At 12:13 p.m. she had been in the day room.

Lunch was being served in the dining room.

*At 12:35 p.m. she had been brought to the dining
room and served her meal,

*She had heen the last person served.

“The table was on the south wall, and she was
facing narth.

*She could see the whole dining room.

*There had been ten tables with residents who
had not needed assistance.

*Those residents at those ten tables had been
finished with their meai.

*Those tables were being cleared.

*Four of those ten tables were completely cleared
of dishes and table clothes had already been
removed.

*An unidentified staff person was in the middle of
the room clearing plates off the other tables.

Review of the meal times pravided per the
entrance confarence checklist revealed:
*Breakfast started at 7:15 a.m. and ended at 9:00
a.m.

*Lunch started at 11:30 a.m. and ended at 12:30
o.m.

*Supper started at 5:15 p.m. and ended at 6:00

| p.m.
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! *Residents who sat at the tables for those who

*Resident 2 had not been taken to the dining
room until after the stated end times for two of
two observed meals.

Interview on 8/5/15 at 1:30 p.m. with the director
of nursing (DON) and Minimum Data Set (MDS)
assessment coordinator reveaied:

*They had open dining (residents could choose
what time they wanted to eat).

*Resident 2 was unable to make that decision for
herself.

*They did not have enough staff to assist all the
residents that needed help with eating at one
time,

*They agreed having tables being cleared while
residents were attempting to eat could have been
distracting and was not an appropriate dining
experience for the resident.

Review of the provider's February 2013 Dignity
policy revealed they were to promote dignity by:
*Providing a quiet dining room that is well-lit."
*"8arving all residents at the table at the same
time, so residents can eat together.”

*It had not addressed residents that needed
assistance with their meals.

Surveyor: 35237

2. Observations on 8/3/15 from 5:00 p.m. through
6:00 p.m, and on 8/4/15 from 11:40 a.m. through
12:30 p.m. of the meal service revealed:

required assistance had been served their meals
with the dishes sitting on green plastic trays.
-Those trays had been left or the table for their
entire meal,

*When those residents who required assistarce
had been finished eating, the tray and dishes had
been removed by staff.
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‘| was assisting at one of the assisted tables

Continued From page 9

-Then the next resident who needed assistance
was placed at that table and served their meal in
the same manner.

Interview on 8/4/15 at 12:00 noon with the
business office manager who was serving meals
in the dining room revealed: i
"Residents were served first come first served.
*They did not have encugh staff to assist all the
residents that needed assistance at the same
time,

*The green plastic trays were used only for the
residents who needed assistance.

-Those trays were used so the staff could remove
the whole tray easily and set the next resident at -
the table who needed assistance.

Interview on 8/4/15 at 12:10 p.m. with CNA G who

revealed:

*The green plastic trays were used so that it was
easier to clean up for the next resident who
needed assistance.

*Only the residents who required assistance were
served with the green plastic trays.

Interview on 8/4/15 at 12:12 p.m. with distary
cook F revealed:

*The residents who reguired assistance were
served on the trays, because they did not always
sit at the same spot or table every time.

*Only the residents who required assistance were
served with the green plastic trays,

Surveyor: 32335

Interview on 8/6/15 at 1:30 p.m. with the DON
revealed they used the green trays because
muitinle residents required assistance at those
tables and they thought it would help with

!
F 241
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Continued From page 10

infection control. They had not considered the
residents dignity but had agreed they ware not

i treated (ke the residents who did not need

assistance with eating.

Interview on 8/6/15 at 1:35 p.m. with the dietary
manager ravealed:

*They used the green plastic trays for the
residents who required assistance for sanitafion,
because they could just pick up the whole tray
right away.

*She agreed the residents who required
assistance were served differently than the other
residents,

483.20{d)(3), 483.10(k}2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or atherwise found to be
incapacitated under the laws of the State, to
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 altending
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 periodically reviewed

and revised by a team of qualified persons after
each assessment.

F 241

F 280

F280

1.% Care Plan tor resident #5 was updated and
MDS madifications cornpleted by MDS
Coardinator as of 8/25/2015. Modifications
were done on assessments on Resident #6 for
1/26/2015 & 7/6/2015, by MDS Coordinator as
of 3/25/2015.

TResident #2 explred 8/19/2015.

*All other potentially affected residents in the
facility have had their cara plans updated by the
Care Pian Teamn by 8/27/2015.

*all future potantially affected residents will he
identified through assessments upon admission,
quarterly and at Care Plan review by the Care
Plan Team. These identified residents’ Care
Plans will be updated to reflect their current
status.

*Changes that will be made in this Provider’s
Systern will be to educate staff on policy &
procecure of updating Care Plans and to notify
nursing staff immediately of changes they are
seaing occutring in residents’ conditions.
Education will be provided to all staff by
9/2/2015.
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This REQUIREMENT is net met as evidenced
by: *Changes that will ba made in this Provider’s
Surveyor: 32335 - o _ System to ensure Care Plans are updatad in a
Based on obsgrvatlon, recqrd review, lnterY|3W, Hmely manner to reflact curient care will e that
and policy review, .the pr'owder failed to revise 2 Lare Plans will be updated with any new orders
of 12 sampled residents' (2 and 6) care plans. by HealthCare Providers, Changes of Condition,
Findings include: MD35 Reviews and Care Plan meetings,
i FCare Plans will be reviewed 1o measure
1. Random observations from 8/3/15 th!'OUgh effectiveness of the System Change. Care Plans
B/5/15 of resident 2 revealed she had either been for review will be selected at random by DNS &
in her bed or up in her wheelchair at meals. She MDS Coordinator o Dtﬂs‘ipruﬂe to determine if ’
slept in her bed in-between meals. She had not Care Plans reflect the current care rec ired of
participated in any activities. She was not able to " the residents selected .!3y the D.F\iS & I\|/IDS ’
answer questions asked by this surveyor. She - Coordinalor L{fD@ri{; ﬁee '-,-\,';,Ej Care Plans will
. : al: signee. are Plans will be
had not walked during any of the observations. selected and reviewad weekly for 4 weeks then
e n 041532401 o e e e e
nursing assistant (CNA) J regarding resident 2 compliance. Any ;IEFE‘SS"!F :rfjt'i‘ect-io.|1“£j't] il ?]
revealed she had been using the wheelchair for Care F’tans—' .r'eviewecl ‘V\.f-i“(h:‘l c-om )i@tecl”aft'h:“
the past three to four weeks'. She had been time of the audit, ‘ e _
walking a lot but had a decline in the past several "Resuits of the audits will be reported monthly
weeks, at QAP meetings by the MDS Coording taror
Designea.
Review of resident 2's 6/18/15 care plan
revealed:
*It had not been updated to include the use of the
wheelchair or that she was not walking.
“It had not addressed the decline she had
experfenced in the past three to four weeks.
*it stated she had a pressure ulcer (& sore
caused by unrelieved pressure that resulted in
damage 1o tissue) to her bottom beginning on
3/25/15.
-It had not been updated to reflect it healed in
April 2015,
2. Review of resident 6's 1/26/15 and 7/6/15 I/2/2015

Minimum Data Set (MDS) assessments revesled
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| member and returned saying they had not been

Continued From page 12
he was on a tolleting program.

Review of resident 8's 7/15/15 care plan ravealed
it had not included him being on a toileting
program. There had been no measurable goals
or interventions identified on the care plan.

3. Interview on 8/5/15 at 1:30 p.m. with the
director of nursing (DON) and the MDS
assessment coordinator revealed:

“Resident 2 had declined in the past several
weeks,

*The MDS assessment coordinator had been
debating about completing a significant change
MDS assessment but had not done so yet.
*They were unaware she had not been walking
the past few days.

*The DON left the meeting to speak with a staff

walking her as she had been very week.

*She had been using the wheelchair for at least
three weeks,

*The pressure ulcer had resolved in April.

*The care plan should have been updated to
reflect those changes.

*The MDS assessment coordinator agreed the
toileting pregram had not been addressed on
resident 6's care plan.

Review of the provider's February 2013 Care
Flan policy revealsd care plans would be
reviewed, evaluated, and updated when there
was a significant change in the resident's
condition. The plan would be madified to reflect
the care currently required or provided for the
resident. ‘
483.25(d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

F 280
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1.* Residents at the Center will are routinely
Based on the resident's comprehensive tolleted upon awakening, after breakfast, before
assessment, the facility must ensure that a lurich, mid-afternoon, before supper, after
resident who enters the facility without an supper, at bedtime, and as needed wifl no longer
indwelling catheter is not catheterized unless the be considered to be on a Toileting Program and
resident's clinical condition demonstrates that these plans will not be keyed on the MDS.
catheterization was necessary; and a resident Residents 4, 5, 6, & & 9 will be routinely toileted
who is incontinent of bladder receives appropriate upon awakening, after breakfast, before tunch,
treatment and services to prevent urinary tract mid-afternoan, hefore supper, after supper, at
infections and to restore as much normal bladder | bedtime and as needed. Care Plans for residents
function as possible, ‘ 4,5, 6, 8, & 9 have hean updated to raflect this.
Resident #2 died 8/19/2015. |
*Bladder incantinence assessments have been
This REQUIREMENT is not met as evidenced completed on all affected residents. Goai will be
oy: to keep the resident clean, dry and free of odor.
Surveyor: 32335 *All other potentially affected residents in the
Based on observation, record review, interview, facility who would benefit from routine toileting
and policy review, the provider failed to have an for urinary purposes have had their Care Plans
individualized tolleting program with assessments | updated to reflect routine toileting to keep each
and measurable goals for six of six sampled of these residents clean, dry and free of oder as
residents {2, 4, 5, 6, 8, and 9) who had been of 8/27/2015.
identified as being on a toileting program. *All potentially affected residents will be
Findings include: identified through assessments on admission
and with change of conditions.
1. Review of resident 2's 10/6/14 and 6/8/15 3.*Changes that will be made in this Provider's
Minimum Data Set (MDS) assessments revealed: Systern will be to educate the nursing staff on
*She was on a urinary toileting program. pelicy and procedure for routine toileting and on
*Both assessments stated there had been following each resident’s Care Plan for
decreased wetress, recommended routine toileting.
*She had been frequently incontinent on hoth *£ducation will be provided by 9/2/2015,
assessments. 4.*All new admissions and residents with
significant changes in condition will be audited
Review of resident 2's 6/18/15 care plan monthly by MDS Coordinator or Designea and
revealed: reported to QAPI ona monthly hasis for 1 year. 9/2/2015
*Afocus area that stated "The resident has an Any noncomplianca will be corrected Initial poé
ADL [activities of daily living including bathing, immediately when found.
eating, dressing, toileting, and grooming] self care 9/16/2015,
performance deficit [can not do] r#t [related to] Corrected
Alzheimer's disease, confusion, dementia PoC
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Continued From page 14

[forgetfulness], limited mobility e/b [evidenced by]
inability to do ADL's in an independent setting.”
“Interventions had included:

-"Resident requires assistance of 1 to wash
hands, adjust clothing, clean self, and transfer
on/off the toilet.”

-A toileting schedule of "Cue/assist to tollet upon
awakening, before and after meals, hs [bedtime],
and approx [approximately] ¢ [every] 4 hours or
prn [as needed] during night." .
*There had been no measurable goals or other
interventions identified on the care plan.

Review of resident 2's medical record revealed
there had been no bladder assessments
completed.

2. Review of resident 6's 1/26/15 MDS
assessment revealed:

*He was on a urinary toileting program.
*There had been decreased welness.
*He had been frequently incontinent.

Review of resident 6's 7/6/15 MDS assessmeant
revealed:

"He was on a urinary toileting program.

*There had been decreased wetness.

*He had been occaslonally incontinent.

Review of resident 8's 7/15/15 care plan revealed
it had not included him being on a toileting
program. There had been no measurable goals
or interventions identified on the care plan.

Review of resident 8's medical record reveated
there had been no bladder assessments
completed.

F 315
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Surveyor: 35237

3. Observation and interview on 8/4/15 at 12:35
p.m. with certified nursing assistant (CNA) H
during resident 4's personal care revealed:

*She had assisted her to use the toilet after lunch.
*The resident had been incontinent at the time
and also urinated in the toilet.

*She assisted her with personal care and placed
a new disposable undergarment an her,

*She stated resident 4 was usually incantinent but
alsa used the toilet appropriately when assisted.
*When asked about resident 4's toileting program
she stated staff assiated her to the toilet about
every two hours.

*Sometimes the resident would take hersalf to the
toilat as well,

Review of resident 4's 41/5/14 annual MDS
assessment ravealed she:

*Was on a current toileting program.

*Had no improvement in her incontinence {unable
to control urine) related to the program.

“Was fraquently incontinent.

Review of resident 4's 4/15/15 and 7/6/15
quarterly MDS assaessments revealed she:

*Was on a current toileting program.

"Had decreased wetness related to the program.
“Was frequently incontinent.

Review of resident 4's current care plan revealed:
*A goal with a 9/30/16 target date that stated
“resident will maintain current level of function in
bed mobility, transfers, eating, dressing, toilet use
and personal hygiene through the next quarter.”
*Approaches for that goal had been:

-"Toilet use: Resident requires one staff
participation to use toilet.”

| -“Tolleting schedule bladder incontinence:

Fa15
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cue/assist to toilet upon awakening, before and
after meals, hs [bedtime} and prn [as needed].”

Review of resident 4's medical record revealed
no assessments related to her bladder
incontinence.

Interview on 8/5/15 at 8:05 a.m. with the MDS
assessment nurse regarding rasident 4 revealed:
*Her toileting program would have been to toilet in
the morning, before and after meals, at bedtime,
and as needed.

| *She agreed that was "kind of standard.”

| *She felt the program was effective for her,
because she did not have skin issues and was
less incontinant.

Surveyor: 35121

4. Review of resident 5's 11/6/14 significant
change MDS assessment revealed:

*She was on a current tolleting program.
*Unable to determine response 1o toileting
program.

*She was frequently incontinent.

Review of resident &'s 7/6/15 quarterly MDS
assessment revealed she:

“Was on a current toileting program.

“Had decreased wetness.

“Was frequently incontinent.

Review of resident 5's current care plan revealed:
*"ADL needs will be met in a timely manner with
res participation.”

“Tollet use: Resident requires 1-2 assist with
using toilet.”

*"Tolleting schedule: cue/assist to toilet upon

| awakening, before and after meals, hs and prn."
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5. Review of resident 8's 1/16/15 admit and
6/24/185 quarterly MDS assessments revealed
she:

*Was on a current toileting program.

*Had decreased wetness.

*Was occasionally incontinent.

Review of resident 8's current care plan revealed: |

*"Resident will improve current level of function
in...tailet use."

*"Toilet use: Resident requires 1-2 staff
parlicipation to use toilet."”

*Toileting schedule: Cuefassist to toilet upon
awakening, before and after meals, hs, and prn."

8. Review of resident 9's 12/22/14 annual and

6/1/15 quarterly MDS assessments revealed she:

*Was on a current ioileting program.
*Had decreased wetness.
“Was frequently incontinent.

Review of resident 9's current care plan reveaied:

*Resident will maintain current leve! of function
in...toilet use."

*"Assist with toileting in AM, before and after
meals, HS and PRN."

"Toileting schedule: Cue/assist to tailet upon
awakenirg, before and after meals, hs, approx q
[every] 4 hours throughout the night and prn."

Surveyor: 32335

7. Interview on 8/56/15 at 1:30 p.m. with the
diractar of nursing (DON) and MDS assessment
coordinator revealed they:

*Felt the toileting program had been
individualized. -

*Had only completed the bladder assessments
upon admission.

i

|
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*Had not used those continued assessments to
determine Individual needs.

*Had not identified the type of incontinence
experienced by resident 2 or 6.

*Added every 4 hours at night for resident 2

! because the night nurse stated otherwise she
would be very wet,

*Felt if they did not have those schedules for the
residents they would not get assisted to the
bathroom.

*Stated the standard of practice would be CNAs
were to assist residents to the bathroom if they
needed help.

Review of the provider's September 2012
Toileting Programs policy revealed:

*The probable type of incontinence should be
identified based on information obtained and
evaluated through the use of the Bladder
Incontinence Data Collection Too! UDA, Bladder
Assessment UDA and the Care Area Assessment
{CAA)"

*An appropriate toileting program should be
implemented based on the type of incontinence
and information obtained and evaluated through
the use of the Bladder Assessment UDA and
completion of the Care Area Assessment (CAA).
These toileting programs include: Scheduled
toileting, habit training, prompted voiding, and
bladder training."

*"Note: Check and change every two hours would
not be considered a scheduled toileting program
on the MDS."

*The care plan sheuld include measurable goals
to maintain or restore the highest level of

. continence possible for a resident. it is
recomrnended that the geals be progressive and
that at least initially be focused on continence
during waking hours."
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resident -
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Surveyor: 35237

Findings include:

revealed:

Continued From page 19

*Establishment of a continence management
program typically may take 12 to 16 weeks or, in
50me cases, longer.”

*Documentation should have been done at least
quarterly in the Toileting Program Assessment
UDA one a successful toileting program had been

483.25(i) MAINTAIN NUTRITION STATUS
UNLESS UNAVOIDABLE :

Based on a resident's comprehensive
assessment, the facility must ensure that a

(1} Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible; and

(2) Receives a therapeutic diet when there is a
nutritional problem.

This REQUIREMENT is not met as evidenced

Based on observation, interview, record review,
and policy review, the provider failed to
implement additional interventions to prevent
unplanned weight loss for one of thres sampled
residents (7) who had a significant weight loss.

. Review of resident 7's medical record
*He was originally admitted on 3/26/15.

"He had been hospitalized twice in June and his
1 most recent re-admission date was 6/17/15.

F 315

F 325
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*His diagnoses included cerebrovascular disease F 325
| {affects circulation of blood in the brain), diabetes L% Resident #7 was started on 240cc Glucerna
(affects sugar leveis in the blood), dysphasia TiD {3 times daily) for weight loss on 8/6/2015,
(difficulty swallowing), epilepsy {(seizure disorder), Resident #7 has a schaduled snack of choice
high bleod pressure, anemia {low iron in the from the snack cart as of 8/6/2015, Resident 47
bload}, hypothyroidism (lack of thyreid hormone), is on NIP and diet has been changed to NDD4 as
constipation, depression (sadness), anxiety of 8/24/2015.
{anxiousness), 2*Rasidents will be weighed weekiy and
recarcied as per policy.
Observations on 8/3/15 from 5:50 p.m. through 3 ¥ Nursing staff will notify DRS and resident’s
6:15 p.m. and an 8/4/15 from 11:40 a.m. through health care provider for any and all residents
12:30 p.m. of resident 7 in the dining room when there ks a sigmficant weight change of 5%
revealed: in the past 20 days; 7.5% in the past 90 days or
*He sat at a tahle for those who required 10% in the last 180 days and document.
assistance with eating in a wheelchair. 4.*Dietary staff, CNA's and dining assistars will
*He was able to feed himself at times and at notify charge nurse and DDS of any decline in
other times needed assistance. caloric or fluid intake of residants at the time it
*He had cups of thickened water and mitk at both happens. DOS will notify KD and discuss with
meals. ) resident to implement a resident-specific snack
-No other liquids were served to him, program. *DDS will monitor weight s i &
*On 8/3/18 during the supper meal he was served weekly basis for effactiveness of snack
vegetable beef soup, Stoppy Joe sandwich on a intervertions. CDS will notify RD of intarvention
- bun, potato wedges, and a vegetable salad. effectiveness on a weekly basis and discuss othar
-He ate the sandwich and soup. possible interventions for residents with the
*On 8/4/15 during the lunch meal he was served above note weight loss such as NIP, supplements
wild rice with cut up chicken, cottage cheese, a o1 ather isterventions specific to resident
slice of bread with butter on it, and green jello praferance.
with fruit. *P0DS will educate nursing and dietary staff by
-He ate approximately 75 percent (%) of that 9/2/2015, on this process.
meal. *ODS or designee will monitor weights and do
*He should have gotten fortified foods but had not weekly audits for 4 weeks then manthly for 6
during those meals. Refer to F360. rmanths
Review of resident 7's diet card that the certified
dietary manager (CDM) confirmed was what the
: dietary staff used when serving the residents’
meals revealed:
*His diet was CCHO (concentrated carbohydrate 2261
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| -His current weight was 118 Ib.
 -Documentation of no weight loss.

Continuad From page 21

Program [fortified foods]).

*At breakfast, lunch, and dinner he should have
gotten one cup of milk.

*There was no mention of additional supplements
ot that he had a weight loss.

Review of resident 7's Minimum Data Set {MDS)
assessments related to swallowing and weight
loss revealed:

*On the 4/2/15 admission MDS:

-His current weight was 128 pounds (Ib).
-Documentation of no weight loss.

-He was on a therapeutic diet,

*On the 4/12/15 Medicare fourteen day MDS:
-His current weight was 129 Ib.
-Documentation of no weight loss.

-He was on a therapeutic diet.

“On the 6/2/15 and 6/12/15 discharge MDS:

-There were no checks in the diet section.
*On the 6/22/15 quarterly MDS:

-His current weight was 109 Ib. i
-Documentation of having weight loss that was
not prescribed by the physician.

-He was on a therapeutic diet,

Review of resident 7's weights in pounds from
admission through the survey included:
*3/26/15 - 128,

*4/22/15 - 125,

*BI27115 - 117 5.

*6/25/15 - 108,

Y7131H15 <« 104,

*The resident's weight loss from 3/26/15 to
7/31/15 was 24 pounds or 18.75 % in four
months,

Review of resident 7's current care plan revealed:

F 325
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*He required cues and assistance to eat.

*He sat at table for those required assistance in
the dining room.

“He had a nutrition focus problem related to his
cerebrovascular disease, intracerehral
hemorrhage (bleeding in the brain), dysphasia,
and esophageal reflux (stomach acid disease),
and neading assistance with eating.
*Interventions for the above focus area included:
-A 7/14/15 entry for "give resicdent fortified menu.”
-A 7114/15 entry "Resident requires nectar
thickened liquids.

-The other interventions had been implemented
and revised on 4/2/15 and 4/6/15,

*No further revisions, additions, or interventions
were implemented on his care plan for his weight
{oss.

*His weight loss was not mentioned on his care
plan.

Review of resident 7's food and fluid intake

| reports from 6/3/15 through 8/5/15 fram the CDM
ravealed:

*For bedtime snacks he:

-Had accapted them eighteen times.

-Had refused them twenty-six times.

-Had been sleeping thirteen times.

-Was not available five times.

*There was no documentation of what snack he
had or how much he had eaten.

"There was no documentation of morning or
afterncon snacks.

*For meals he:

-Had 76-100% intake ninety-five times,

-Had 51-75% intake twenty-eight times,

-Had 26-50% intake: fiftwen times.

-Had 0-25% intake ten timas,

[nterview on 8/3/15 at 6:15 p.m. and on B/4/15 at
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| "Dietary had him on the nulrition intervention
: program (NIP) {fortified foods) program at meals.

i “The NIP wouid have added calories to the food
| he was served,

Continued From page 23

5:20 p.m. with resident 7's family member
revealad:

*She visited him daily and helped him with supper
tmost evenings.

“He had lost quite a bit of weight since he was i
acmitted.

*His usual weight was around 130 pounds.

*She was unsure why he had fost so much weight
since he ate pretty well.

*She stated staff helped him to eat when she was
not there.

Interview on 8/5/16 at 9:05 a.m. and again at
10:10 a.m. with the CDM regarding resident 7's
weight loss revealed:

*He had a significant weight loss. -

“They had him at an table for those who required
assistance.

*She had been monitoring his weights.

*He was reviewed monthly by the registered
dietitian (RD},

*The RD's recommendations were given to
dietary and nursing staff.

*She agreed there had been no additional
interventions added other than the NIP related to
his weight ioss.

"She stated they had not tried any additional
supplemenits.

“She confirmed she had not documented much
related to his weight loss.

*He would have been offered snacks by the
CNAs in between meals but nothing specific.
*The CNAs would not wake him up for a snack ¥
he was sleeping.

*Dietary did not monitor snack intakes normally,

F 325
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Continued From page 24

*She would have asked the CNAs if she had
questions regarding snacks,

*She confirmed there was no documentation that
he had received snacks in the morning or
afternoaon.

-Bedtime snacks were documented as accepted,
sleeping, or refused. There was no percentage of
intake documented.

Interview on 8/5/15 at 10:25 a.m. with registered
nurse {RN) [ revealed:

"When a resident had a weight loss the nurse .
would give ideas to dietary or the physician as
needed,

*She was aware resident 7 had a significant
weight loss.

-She stated he sat at an table for those who
required assistance.

-She was not sure what interventions had been
implemented for his weight loss. -

-The nurses had not been giving him any
supplements.

*Snacks in between meals would have been
prepared by dietary staff and the certified nursing
assistants (CNA) would have delivered them to
the residents.

*She stated he sometimes took a snack and
gometimes did not want a snack.

*Intakes for snacks and meals would have been
documented by the CNAs and dietary.

Interview on 8/5/15 at 1:50 p.m. with the RD and
the CDM regarding resident 7 revealed:

*He had been admitted or resdmitted from the
hospital and his dietary orders had changed
multiple times.

*They were aware he had a significant weight
loss.

"The RD stated he had been changed from

F 325
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CCHO to a regular diet to be on the least
restrictive diet.

-She had recommended he start the NIP and his
Zoloft (depression medication) be changed due to
the possible side effects.

*She felf they would try to get residents to eat
food first, and then go to supplements if that was
not working.

-There was no sef time or percent of weight loss
that she would recommend to start supplements.
*She reviewed all high risk residents monthty.
-Her recommendations were emailed to the
director of nursing (DON), CDM, and the
Minimum Data Set (MDS) assessment nurse for
them to follow-up on.

-The CDM would work on the recommendations
with nursing when she received them.

Review of the RD's Significant Weight Changes
reports regarding resident 7 revealed: i
*On 5/8/15 he had a 6.2% weight loss in thirty
days.

-She suggested to consider advancing to a
regular diet.

*On 6/5/15 he had an 8.2% weight loss in ninety
days,

-She suggested to consider advancing to a
regular diet again and to start NIP.

*On 7/10/15 he had a 12.3% weight loss in thirty
days and 18.5% weight loss in ninety days.
-She suggested to consider advancing to a
regular diet and start NIP again and to discuss a
possible change from Zoloft to Remeron
(depression medication) with the physician.

Review of the RD's Residents at Nutrition Risk
Reports from June and July 2015 regarding
resident 7 revealed the same comments of
suggesting a regular diet and starting fortified
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! liquids.
| -He was not on a regular diet as recommended

: 711315 visit revealed there was no mention of

Continued From page 26
foods.

Review of his last signed physician's orders on
7/13/15 revealed:
*He was on a CCHQ diet with nectar thickened

by the RD. :

*He was on Zaloft 25 milligrams (mg) a day for
depression.

Review of the physician's progress note from the

changing resident 7 to a regular diet or changing
his Zoloft as recommended by the RD.

Review of resident 7's July and August 2015
medication and treatment administration records
revealed:

*He was not receiving any supplements for his
weight loss. i
*He was on Zoloft 25 mg a day until 7/20/15 when
it had been increased to 50 mg a day.

Interview on 8/5/15 at 2:30 p.m. with the DON
regarding resident 7 revealed:

“She was aware he had been losing weight and
had a significant weight loss.

*She felt his weight loss was dus to his diabetes
that was not controlled, and he had been ill and
hospitalized a few times recently.

*She stated he was weighed that day and was up
to 105 pounds,

*if nursing would have given supplements they
would have been listed on his physician's orders.
*She confirmed there had been no additional
interventions from nursing regarding his waight
loss.

“She stated he refused to eat and take snacks at

F 325
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F 325

™. The director of dietary services (DDS) will

Cantinued From page 27

fimes.

*She confirmed the staff only documented
bedtime snacks and not the morning and
afterngon snacks.

"She would have expected him to be woke up by
the CNAs if he had been sleeping when the
snacks were passed.

Review of the provider's February 2013 Fortified
Foods policy revealed: ,
*'Fortified foods are menu items and snacks that
are enhanced through the addition of naturally
concentrated ingredients while maintaining the
identity of the item...”

interview residents for their food preferences and
any special dining needs. Determine if fortified
foods will assist in meeting the needs of the
resident.”

*"11. The DDS will document effectiveness of
approaches..."

Review of the provider's February 2013 Medical
Nutritional Supplements policy revealed:

*The purpose indluded "to provide medical
nuiritional supplements between meals to
residents with decreased appetite, weight loss or
special medical conditions when needed.”
*When a resident has a decreased meal intake,
staff will determine why the resident is not eating
their meals and address problems to improve
intake. Every effort will be make to provide
caloric/nutrient-dense food at meals and between
meals to meet nutriticnal needs versus using a
medical nutritional supplement.”

*"Medical nutritional supplements will be provided
by physician order.” :

*Intake of medical nutritional supplements is
documented on the Medication Administration |

F 325
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Racord (MAR), Treatment Administration Record
{TAR) and evaiuated for acceptance.
Adjustments are made to optimize intake."

Review of the Pfizer Inc., Zoloft Important Safety
Information website, 2008-2014,
<http:/iwww.zoloft.com> revealed "The most
commonly observed adverse reactions in patients
treated with ZOLOFT {seen in 5% or more of
patients and at least twice as high as the contro}
group) were nausea (25%), delayed ejaculation
(14%), shakiness (8%}, increased sweating (7%),
lack of appatite (6%), and reduced sexual desire
(6%)."

F 360 | 483.35 PROVIDED DIET MEETS NEEDS OF | F 360
85=r | EACH RESIDENT

The facility must provide each resident with a
nourishing, palatable, well-balanced diet that
-meets the daily nutritional and special dietary
needs of each resident,

This REQUIREMENT is not met as evidenced
by

Surveyar: 35121

Based on observation, interview, and policy
review, the provider failed fo provide fortified
foads {foods with added calories and/or protein)
to 11 of 11 residents {2, 5, 5, 8, 14, 15, 16, 17, 18,
19, and 20) who were to receive them during 2 of
2 abserved meals, Findings include:

1. Observation and interview on 8/3/15 from 5:22
p.m. through 8:25 p.m. with dietary assistant (DA)
C revealed she:

*Did not serve fortified foods to eleven residents
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who were to have received them.

*Was to add bulter or corn syrup to the foods
served to those residents.

*Had not been adding anything to the food Iately,
because it made everything so fatty.

Interview on 8/3/15 at 6:20 p.m. with the dietary
manager (DM) revealed:

*Foods were fortified for residerts who needed
more calories and/or protein.

*They fortified foods by adding butter or corn
syrup to them.

"There were eleven residents (2, 5, 7, 8, 14, 15,
16, 17, 18, 19, and 20) on a list to receive fortified
foods.

*Residents' diet cards with NIP written on them
were 1o receive fortified foods.

*She was not aware those residents wers not
receiving fortified foads.

2. Observation on 8/4/15 from 11:30 a.m. through
12:35 p.m. with DA F revealed she:

“Did not serve fortified foods to the elaven
residents (listed above) who were to receive
them,

*Agreed she did not add anything to any food
iterns for those residents,

3. Interviews on 8/5/15 at 8:25 a.m. and at 10:40
a.mt, with the DM revealad:

*They did not have a fortified foods menu.

*They did not have recipes for fortified foods.
*She agreed they were not following their fortified
foods policy.
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1.* Residents 2, 5,7,8,14,15,17, 18, 19 & 20 all
started to recelve the NIP diets starting on
8/6/2015. Resident #2 died on 8/1/9/2015.

*The Director or Dietary Services (DDS) will
provide education to all Dietary Staff by
8/31/2015, on the importance of maintaining and

| serving alt resident diets as ordered and ensuring

that fortified diets, if crdered, are served preperly.
All new Dietary staff will receive specific training
on the impertance of maintaining and serving all
rasident diets as ordered and ensuring that
fortified diets, if ordered, are served. All staff will
continue to receive annual education.

*All Cook Assistants/Dietary Assistants will add
fortified additions required for salads/deserts prior
to serving times and are labeled properly for the
appropriate residents.

*RD provided the added NIP extensions to the
menu.

« * Reglsterad Dietician (RD} provided DDS with

recipes far fortified menu items on 8/21/2015,
Cooks will make fortified foods ordered for
residents based on the recipes provided by the RD
and ensure the fortified menu ordered for the
approgriate rasidents is being followed,

* DDS or Designhee will monitor and conduct
weekly audits for 6 weeks and then monthly for 4!
moenths to ensure residents who have fortified
foods ordered are receiving them. Any variance
from what is orderad for resident will be
addressed immediately and noted on the audit
form.

*DM or designee will report findings to QAPI

9/2/2015
Coordinator/QAPI Team monthiyg) O/rié/inal PoC
Interview on 8/5/15 at 1:55 p.m. with the NT , , i
registered dietician revealed the provider did not Y A rY\CNV\SJJrVW C“U\(L\%ﬂ\l 9/16/2015
have: ‘ .
*A specific fortified foods menu, xl\“a&ro K 6;/ SOﬂbH[ EL L:gglated
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08/05/2015

F 360 | Continued From page 30 F 360
*Recipes for fortified food items.

Review of the provider's February 2013 Fortified
Foods policy revealed:

“'Fortified foods are used when a resident's
calorie and/or protein needs are increased or
when a resident is experlencing weight loss "
*Fortified foods were menu items and snacks that
were enhanced by increasing calories and protein
through the addition of nonfat dried milk, extra
margarine, peanut butter, and chocolate.

*A fortified food menu extension could be written
by either the food vendor or the registered
dietician (RD). :
*There would be recipes for the menu extension.
F 371 | 483.35()) FOOD PROCURE, F 371
$5=D | STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or

considered satisfactory by Federal, State or logal

authorities; and

{2} Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT s not met as evidenced
by:

Surveyor: 35121

Based on abservation, policy review, and
interview, the provider failed to prepare, serve,
and store food in a sanitary manner for:

*Two of two ohserved meals.

*One of one walk-in cooler,

Findings include:
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1. Observation on 8/3/15 from 4:52 p.m. through
8:25 p.m. with dietary assistants (DA) C, D, and E
revealed:

*DAC:

-Placed a small bag over her gloved hand to
remove buns from a bag.

~Placed the small bag on top of the bun bag, a
cart, and the serving table after placing buns on
plates several times.

-Touched the buns on the plates with her gloved
hand after touching other surfaces several times.
*DAs D and E placed plates of food on top of
bowls of soup that had been on the eounter and

| defivered them to residents.
*DA E placed a glass of milk on top of a plate of

food that was on top of a bow! of soup and
delivered it to a resident.

Interview on 8/3/15 at 6:25 p.m. with DA C
ragarding touching food with the contaminated

| bag and gloves revealed she stated "I'm nat

supposed to touch food after touching stuff.”

2, Cbservation on 8/3/15 at 2:30 p.m. of the
walk-in cooler revealed containers of;
*Mushrooms dated 7/3/15.

*Chicken broth dated 7/7/15.

*Nine pleces of lunch meat dated 7/21M15.
*Colesiaw dated 7/24/15.

*Six boiled eggs dated 7/26/15.

3. Interview on 8/5/15 at 10:40 a.m. with the
dietary manager revealed she:

*Would have checked the walk-in cooler for
outdated items on Mondays,

*Agreed: year. 9/16/2015,
-There were leftover items in the walk-in cooler Corrected
for more than seventy-two hours. PoC
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F 371 | Continued From page 31 F 371

1.* The Director or Dietary Services {DDS) will
provide education to all Dietary Staff by
8/31/2015, on serving foods in a sanitary manner,
including focus on prevention of cross
contamination, proper serving of foods and
delivery of trays. All new Dietary staff will receive
specific training on serving foods properly,
including avoidance of ¢ross contamination during
orientation. All staff will cantinue to receive
annual education.

*DDS or designee will conduct 2 audits alternating
between meal times for 6 weeks, then monthly for
4 months. Any variances from proper procedure
will be addressed immediately and nated on audit
forms.

* DDS or designee will report findings to QAPI
Coerdinator/QAP| Team maonthly X 4 menths then
quarterly X 1 year.

2. * All outdated items found in the cooler were
removed and discarded by DDS on 8/5/2105,
*The DS will provide education to all Dietary Staff
by 8/31/2015, on the policy of proper handling of
left-cvers. All new Dietary staff will receive
specific trafning to the proper handiing of left
overs policy during orientation. All staff will
continue to receive annual education,

*DDS or Designee will audit the cooler on
Mondays or Thursdays and will discard any
outdated itams and document an the audit.

*The audits will he done weekly for 6 weeks and
them menthly for 4 months. Any variances from
proper procedure will be addressed immediately
and noted on the audit form. 9/2/2015,
*DSS of Designee will report findings to QAP{on a Initial POC
monthly basis X 4 months then quarterily for 1
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-They hatl not followed their policy regarding
leftovers,

~-They had not followed their policy regarding use

. of gloves.

Review of the provider's revised March 2009
Leftovers poficy revealed:

“Leftovers would be used within the appropriate
time frame to maintain food quality and safety.
“Refrigerated leftovers would be utilized within
seventy-two hours.

Review of the provider's revised March 2009
Gloves policy revealed:

*"The center will store, prepare, distribute and
serve food under sanitary conditions "

"Gloves are to protect the consurmer fram cross
contamination."

""Gloves are to be changed when coming in
cortact with something that is contaminated.”
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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 8/05/15. Good
Samaritan Society Miller 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 heaith care occupancies
and the Fire Safety Evaluation System (FSES)
dated 8/6/15.

Please mark an "F" in the completion date
column for those deficiencies identified as
meeting the FSES in conjunction with the
provider's commitment to continued compliance
with the fire safety standards.

K 032 | NFPA 1011 LIFE SAFETY CODE STANDARD K032
58=C
Not less than two exits, remote from each other,
are provided for each floor or fire section of the
building. Only one of these two exits may be a
horizontal exit.  19.2.4.1, 19.2.4.2

This STANDARD is not met as evidenced by:
Surveyor: 32334

Based on observation and record review, the
provider failed to maintain at least two conforming
exits from each floor of the building. The only
basement exit did not meet the standard for a
means of egress. Findings include:

LABCORATCRY DIRECT' B-REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

D .. .-
252, =i %Wﬂéﬁ/ 8/ 27/. Zo15

Any deficiency statement endlng W|th a slerlsk " denotes a deﬂcuency which the institution may be ekcus*ed"fm - rrseeung providing it is determined that

other safeguards provide sufficient protefttion to the patients. {See instructions.) Except for nursing horﬁes t e gndl@ st%z gbove are dmclosab!e 90 days

following the date of survey whether or not a plan of correction is provided. For nursing hemes, the abuvé fm ings-a f carrection are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an 5a prb ed plan of correction is requisite to continued
i

program participation. H; AUG 3 1 2 5

k
I
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K032 J Continued From page 1 | K032, ’j
' 1. Observation revealed the basement was not | :
| provided with an approved means of egress. The | . F
“ only exit from the basement discharged into the ‘
main lavel corridor system. Review of previous ‘
life safety code survey data confirmed that .
finding.
The building meets the FSES. Please mark an
"F" in the completion date column to indicate the
provider's intent to correct deficiencies identified
in KOOQ.
K033 | NFPA 101 LIFE SAFETY CODE STANDARD K 033 1;
s8=C | F

Exit components (such as stairways) are
enclosed with construction having a fire :
resistance rating of at least one hour, are ‘
arranged to provide a continuous path of escape,
and provide protection against fire or smoke from
other parts of the building. 8.2.5.2,19.3.1.1

This STANDARD is not met as evidenced by:
Surveyor: 32334 .
Based on observation and record review, the i
provider failed to maintain a one hour fire
resistive path of egress from the basement to the
exterior of the building. Findings include;

1. Observation revealed the only basement
stairway adjacent to the west nurses station
discharged into the main level corridor system. A
one hour fire resistive path of egress was not
provided to the exterior of the building. Review of
previous life safety code survey data confirmed
that finding.
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tin darkness. Those fixtures shall be tied to the

lllumination of means of egress, including exit
discharge, is arranged so that failure of any single
lighting fixture (bulb) will not leave the area in
darkness. (This does not refer to emergency
lighting in accordance with section 7.8.} 158.2.8

This STANDARD is not met as evidenced by
Surveyor, 32334

Based on observation and interview, the provider
failed to provide proper illumination of the means
of egress for the exit discharge at cne of eight
marked exits from the facility (south wing).
Findings include: .

1. Observation at 11:35 a.m. on 8/5/15 revealed |
an exit discharge from the south wing. Exit
discharge lighting on the exterior of that exit was
provided by a single bulb lighting fixture. Failure
of that bulb would leave the exit discharge in
darkness. Lighting of means of egress including
exit discharge shall be arranged such that failure
of a single lighting fixture does not leave the area

emergency electrical system as part of the type |l

essential electrical service required for nursing
homes.

Interview with the plant observation supervisor at

K C45

1. The lighting fixture on the external exit
discharge from the south wing was changed from a
singie bulb lighting fixture to a double lighting

fixture by a local electrician on 8/11/15.

{ Center maintenance staff will continue checking of

the condition of all exit discharge lighting on a
monthly basis per the Center’s TELS program. Any
issues will be corrected at the time they are found,

documented and reparted at the monthly QAPI
meetings,

08/05/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCDE
421 EAST 4TH ST
GOOD SAMARITAN SOCIETY MILLER MILLER, SD 57362
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K 033 | Continued From page 2 K 033
The facility meets the FSES. Please mark an "F"
in the completion date column to indicate the
facility's intent to correct the deficiencies identified
in KOOO.
K 045! NFPA 101 LIFE SAFETY CODE STANDARD K 045
S8=C |

8/11/2015
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the time of the above cbservations confirmed that

condition. He indicated he was not aware of
requirements for exit discharge lighting. He

indicated exit discharge lighting was inspected on
a regular schedule to ensure lighting was working

properly.
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$000 Initial Comments '8 000 *H&M&W\,& A
Surveyor: 32334 : with 0N OSHriCiA Pu

' Alicensure survey for compliance with the : / : ‘ ‘
Administrative Rules of South Dakota, Article C” I 1 16 +e"£ Ph vhe. i
44:04, Medical Facilities, requirements for nursing uorn {10\({,\\\\”
facilities, was conducted from 8/3/15 through
8/5/15. Good Sarnaritan Society Miller was found O\L\N\\“\b‘\'
not in compliance with the following requirements:

' 5165 and 5210. (4 ’SDDO \7\’[&\,

$ 165 44:04:02:17 OCCUPANT PROCTECTION S 165

Each licensed health care facllity coverad by this
article must be constructed, arranged, equipped,
maintained, and operated to avoid injury or
danger to the occupants. The extent and
complexity of occupant protection precautions is
determined by the services offered and the
physical needs of the...

residents admitied to the facility.

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

Surveyor: 32334

Based on observation, record review and
interview, the provider failed to maintain the
electrically activated audible alarm for nine of nine
unattended doors to the exterior of the facility.
Findings include:

1, Qbservation at 11:20 a.m. on 8/5/15 of the
main entrance in the facility revealed the door
was equipped with a door alarm that was not
activated at the time of observation. The door
was provided with a keypad that was capable of
deactivating the alarm during times when the
alarm was on. A code posted above the keypad
was displayed indicating the code to deactivate
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. S165 44:04:01:17
S 185 Continued From page 1 5165 1.* Administrator, Maintenance Assistant and
the alarm. The posted cude that was capable of engineer from Dakota Securities met on 8/27/15,
deactivating the alarm is not permitted as to discuss facility Plan of Corraction for the Facility,
residents have the potential to understand the 2.*Changes will be made to the facility’s egress
code and elope without staff knowledge. That system for 9 of the 9 unatiended doors sited in the
condition was also found at eight other doors to Plan of Correction. All 9 doors will be locked and
the exterior throughout the facility. . alarmed at all times for anyone exiting the facility.
An alarm will sound when anyone attempts to exit
Interview with the maintenance director at the any of these 2 doors.
time of the observation confirmed that condition. *Facility staff will be able to exit all 9 doors by
He indicated he was unaware the egress doors using the staff code (7720%).
were out of compliance. He indicated a new *Guest codes for visitors will be used on only these
. Watchmate wander management system had just 3 deors - front doer, deor by maintenance office
been installed to aid in preventing resident and Assisted Living south door. A keypad will be
elopements and believed the doors were in provided to the entrance to the 3 doors menticned
compliance. Interview with the administrator ahove and egress. A guest code must be entered
during the exit interview at 2:45 p.m. on 8/5/15 in the keypads on these 3 doors in order for
revealed she was also uniware the doors were not visitors to enter or egress, These 3 doors will open
in compliance. with the guest code provided there are no
residents in the vicinity of these 3 doors who are
Surveyor; 32335 wearing watch mates. If a resident is wearing a
2. Observation on 8/3/15 at 6:40 p.m. and again watch mate in the vicinity of these 3 doors for
| on 8/4/15 at 6:00 p.m. as the surveyors exited the exiting the facility, the guest code will not be able
building revealed the door had not alarmed. to be used. The door will remain locked and
There had been no staff at the nursing station to factlity staff will have to come and enter the staff
monitor the door. code to allow the visitor to egress the facility.
*All Facility staff will be educated on this new
Review of information provided by the South | process by 9/2/15.
Dakota Department of Health complaint | *Dakota Securities will make the changes to the 9
department revealed there had been an t doors, including placing the guest code keypads on
glopement out the front door on 7/21/15. ' the 3 ahove mentionad doors.
L Maintenance staft, Administrator ar Designee wil
» Interview on 8/5/15 at 2:25 p.m. with the audit all 9 doors once daily, including the 3 doors
administrator revealed they did not have anyone -with guest code keypads for proper functioning at
designated to monitor the doars. The doors were 'randomly selected times X 1 week. These 9 doors
: not alarmed until after usually 8:00 p.m. Office will then be monitored 2X weekly for 3 weeks,
staff left at 5:00 p.m. She agreed there was a then once weekly for 1 yr. Any issues or problems
potential for residents to get out the front door will be addressed at the time found.
without staff being aware. *All audit results will be brought to GAPI meetings
on a monthly basis by Maintenance staff, . 9/24/2015
Administrator or Designee. |
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Continued From page 2
44:04:04:.06 EMPLOYEE HEALTH PROGRAM

The facility must have an employee health
program for the protection of the...residents. All

: persannel must be evaluated by a licensed health

professional for freedom from reportable
communicable disease which poses a threat to
others befare assignment to duties or within 14
days after employment including an assessment
of pravious vaccinations and tuberculin skin tests.
The facility may not allow anyone with a
communicable disease, during the period of
communicability, to work in a capacity that would
allow spread of the disease. Personnal absent
from duty because of a reportable communicable
disease which may endanger the health
of...residents and fellow employees may not
return to duty until they are determined by a
physician or the physician's designee to no longer
have the disease in a communicable stage.

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

Surveyor: 35237

Based on employee file review and interview, the
provider failed to ensure two of five newly hired
sampled employees (A and B) were avaluated by
a health professional to determine they were free
from a reportable communicable disease.
Findings include: '

1. Review of employees A and B's employes flles
revealed:

*They had both become employed by the provider
since June 2015.

*They had not been evaluated by a health
professional to determine they were free from a
reportable communicable disease.

*The medical history questiennaire form had been

§210
S 210
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$210| Continued From page 3 5210 5210 44:04:04:06
signed by the employee and the human 1.* Human Resources Coordinator (HR) notified
resources (HR) designee. Good Samaritan Soclety National Campus
' Workforce Consultant for Region 32 (South
Interview on 8/5/15 at 11:30 a.m. with the HR Dakota’s Region) that South Dakota still requires
designee revesaled: all personnel ta be evaluated by Licensed
*The medical history questionnaire forms had personnel to ensure they are free of
been Changed in May 2015 by the COerrate communicahle diseases.
office, 2. *Beginning 8/5/2015, a licensed professional
. *They had been instructed by corporate staff that will conduct all new employae health scraenings
HR could have signed the forms. and sign the correct piace provided on the
*They did not have a specific policy, but they Employee Hea'th Questionnaire.
wollld follow the state requirements, 3. *HR designee will audit all Healthcare
: Questionnaires for all employees hired after
Interview on B/5/15 at 2:30 p.m. with the director 5/2015 to 8/5/2015, for licensed professional
of nursing revealed: signature on questionnaire and carrect any forms
“She had been aware of that requirement. without a licensed professional’s signature on the
*8he agreed the health evaluation was not correct place on the form by 8/27/2015. Findings
completed by a health professional in the above will be reported to the September 2015 QAP|
employees’ health records, and it should have meeting.
been. 3. * The Employee Questionnaire will be audited
*She stated the staff development nurse usually by HR or Designee an a quarterly basis for the
did the health evaluation for new emp[oyees. presence of the signature of the licensad
professicnal on all new hires. The results will be
reported to QAP on a guarterly basis for one year.
Any non-comgliance will he corrected,
documented and also reported to QAFI an
quarterly basis for 1 year,
Hof
|25
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