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A recertification heaith survey for compliance with

42 CFR Part 483, Subpart B, requirements for Ocim intrador ana DON,

long term care facilities, was conducted from G,
10/27/15 through 10/28/15. Good Samaritan o’ )
Society Scotland was found not in compliance h / EDDO b\_l el
with the following requirement(s): F226, F281,
F360, and F431.

F 226 | 483.13(c) DEVELOP/IMPLMENT F 226
ss=E | ABUSE/NEGLECT, ETC POLICIES

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

This. REQUIREMENT is not met as evidenced
by:

Surveyor: 32335

| Based on record review, interview, and policy
review, the provider failed to thoroughly
investigate two of three reviewed incident reports
for one of one sampled resident (1} and one of
two random residents (12) to verify no abuse or
neglect had occurred. Findings include:

1. Review of resident 12's 9/2/15 incident report
revealed:

*The incident description had been;

-"Nurse summoned to room by housekeeping via
[by] radio.

-Resident laying face down on floor in front of
recliner, head turned towards the left.

-Legs outstretched towards the door.

-Blood observed on the floor from forehead gash
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- *The predisposing environmental factor section

and nose bleed.

-| forgot | couldn't walk."

*The immediate action taken had been:

-"ROM [range of motion, moving arms and legs].
-Resident denies pain to extremities [arms and
legs].

-Resident was rolled onto back and assisted to
her wheelchair with sling lift [mechanical device
used to move resident from place to place] x
[times] 2.

-lcepack applied to forehead.

-Skin tear was noted to left knee, kling [Soft
dressing] applied.

-Dr. [doctor] ambulance and family notified."
*Her mental status had been oriented to person
[knows herself when spoken to).

had "not applicable" checked.

*The predisposing physiological [mental] factors
section had "confused" checked.

*The predisposing situation factors section had
"not applicable" checked.

*"No witnesses found" had been typed in under
the witness section.

*There had been no other documentation
regarding what had occurred prior to the fall, who
had been working with the resident, or when she
had last been assisted with any personal care.

2. Review of resident 1's 7/24/15 incident report
revealed:

*The incident description had been:

-"This RN [registered nurse] was called to
resident's room by [certified nursing assistant
{CNA) name].

-CNA states resident's roommate was looking for
money to go shopping.

-Apparently res [resident] roommate took
resident's piggybank off of the shelf.

| investigation related to the fall. The W ‘
broken coin bank for resident il has

FF-226

Unable to amend the incident report for '

residentfilto include areas checked not
applicable or documentation of the

*#1@

£

|
been repaired and the money has been ]\)\
replaced back into the coin bank as }\
requested by the resident. ;
All resident incidents will be reviewed
and investigated thoroughly to assure no |
abuse/neglect was involved by the
administrator, DNS, and social services on
the following working day. The
investigation will be done using the GSS
#415 and is not a part of the G5S Medical
Record; this investigation will be kapt

within the social service office.
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-Roommate broke the bank trying to get the
money out.

-Money was noted on the dresser and on
roommate bedside table."

*The immediate action taken had been:

-[CNA name] picked up all the money and noted
there was $14.95. ' .

-Money was put into a white foam cup along with
the broken bank into the med room.

-Will keep it in med [medication] room until social
services returns on Monday.

-Floor was swept to clean up any broken glass.
-Resident's roommate has a history of dementia
[unable to think well enough to do normal
activities] and Alzheimer's [disease, loss of
mental functioning]."

*There had been no follow-up documentation
regarding what social services had done and
what had happened with the money after it went
into the med room.

3. Interview on 10/28/15 at 2:10 p.m. with the
director of nursing (DON) revealed:

*They had an internal investigation form they
used but per the administrator it was not a part of
the resident's medical record.

*There had not been a form for resident 1's
incident.

*There was no additional information on resident
12's form that documented a thorough
investigation had been completed.

Review of the provider's June 2014 Abuse and
Neglect policy revealed:

*The investigation team should have reviewed alll
incidents no later than the next working day
following the incident.

*They should have determined whether further
investigation was needed.

GSS National Campus consuitant
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provided education to the administrator,
DNS, and social service to review the GSS

policy/procedure regarding investigations

of all incidents on 11/19/2015.

N

The QAP coordinator will review incident

reports weekly X4 and then monthly X4
to assure all incident reports have been
fully investigated with the use of the GSS
#415. The QAPI coordinator will report
these findings monthly to the QAPI
committee, the committee will
determine if further auditing is needed.
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Continued From page 3
*Investigations might have included interviewing

staff, residents, or other withesses to the incident.

*If possible they should have gotten signed and
dated statements from any withesses.
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 not met as evidenced
by:
Surveyor. 32335

Based on observation, interview, record review,
and procedure review, the provider failed to
ensure:

*A UAP (unlicensed assistive personnel) had
notified and consulted with the licensed nurse
prior to administering a PRN (as needed) pain
medication for one of one sampled resident (1)
having pain.

*A physician's order had been obtained to
self-administer a nebulizer treatment for one of
one sampled resident (6) and one of one
rancdomly observed resident (12).

Findings include:

1. Observation and interview on 10/27/15 from
5:10 p.m. through 5:25 p.m. with resident 1
revealed:

*She had difficulty speaking due to several past
strokes (blood clots in the brain).

*She had winced a few times at the end of the
interview.

*She grabbed at her right arm with her left while
grimacing.

*When asked if she was okay she stated no.

F 226

F 281
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“When asked if her arm hurt she stated yes.
“When asked if she wanted me to get a nurse ) . .
she stated no, and instead she loudly hollered F 281: Services Provided Meet Professional
"hey" to the certified nursing assistant (CNA} in Standards
the hallway. )
*At 5:20 p.m. CNA D came into the room. Unable to amend the circumstances regarding pain
*She had asked the resident what she needed. medication and nurse assessment for resident 1.
*The resident was having difficulty expressing her On 11/4/2015 the Interdisciplinary Team {I1D7)
pain. completed the Resident Self-Administration of
“The CNA asked if she needed something to Medication's User Defined Assessment (UDA) for
grink. residents 6 and 12 in order to determine if they
*/?\?te Stafted no_. " f st . ith h could self-administer nebulizer treatments. The
eraiew mm.u es of struggling with her speech determination of the IDT team was shared with
she was asked if she wanted to tell the CNA ] . .
about her arm. She stated yes. resident 6 and 12 medical Prowder anfi a
*GNA D then asked if she was in pain and she physician’s order was obtained for resident 12 on
stated yes. 11/5/15, and for resident 6 on 11/6/15, allowing
*CNA D asked her what number of pain based on them to self-administer nebulized medicatians.
a scale of one to ten with ten being the worst. Facility failure to provide opportunity for nurse
*She stated her pain was ata 10. assessment before delegating an “as needed”
*CNA D stated she would go tell the nurse. medication puts all residents at risk. Facility failure
"At 5:25_ p.m. U.AP{CNA E went into resident 1's to have the IDT assess a resident’s safety for self-
room with medication. . : administration of medications, and failure to
*A licensed nurse had not gone into the resident's ) o, )
room to assess her pain prior to the medication obtain a physician’s order before allowing the
being administered. practice of self-administration, puts each resident
: choosing to self-administer mediations at risk.
Interview ot 10/27/15 at 5:25 p.m. with UAP/CNA
E regarding resident 1 revealed she had been All residents needing an “as needed” or PRN
told by CNA D the resident was having pain in her medication will be assessed by a nurse prior to the
arm. CNA D had fold her the pain level was at a administration of that medication by a UAP. All
ten. She had given the resident Tylenol since she residents who wish to self-administer medication
had a PRN order for it. She gave the Tylenol wili be assessed for ability to safely to so by the
instead of Sor_nEthing else, because the resident IDT, using the Resident Seff-Administration of
would be getting scheduled pain pills at bedtime. Medication’s UDA. If the IDT deems it appropriate,
Review of resident 1's medical record revealed 8 phvsm?an’s orde,r allowing self-administration to
UAP/CNA E had documented registered nurse occur will be obtained.
(RN) F had approved the Tylenol given at 5:25
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p.m. on 10/27/15. There had been no
assessment or documentation completed by RN
F regarding resident 1's pain. Resident 1 had four
different PRN pain medications that could have
been administered.

Interview on 10/28/15 at 9:40 a.m. with the
director of nursing (DON) regarding resident 1
revealed a licensed nurse should have completed
an assessment on her pain. The licensed nurse
should have decided which medication to
administer.

Interview on 10/28/15 at 1:10 p.m. with the DON
revealed she had called RN F and asked about
resident 1's pain the night before. RN F was not
aware of the pain issue from 10/27/15. She had
not been consulted by UAP/CNA E. The DON had
also called UAP/CNA E regarding the situation.
She had not consulted RN F regarding resident
1's pain prior to administering the PRN pain
medication. '

Review of the provider's September 2012
Medication Administration and Scheduling policy
revealed:

*"Medication administration is a nursing task.
*Nursing assessment is a function of the
registered nurse.

*When the center utilizes medication aides, the
delegating nurse is accountable for assessing a
situation and making the final decision to
delegate.

*Prior to delegating medication administration, the
nurse assesses the resident's nursing care
neads."

Surveyor. 33265

2. Observation and interview on 10/27/15 at 11:44
a.m. with licensed practical nurse (LPN) C while

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID
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The Director of Nursing Services {DNS) and Staff
Development Coordinator (SDC} will provide
aducation on November 24, 2015 to all nurses,
UAP's and IDT members related to the
administration of a PRN medication by a UAP, with
emphasis placed on the need for assessment by a
aurse prior to the UAP giving a PRN medication,

(%5)
COMPLETICN
DATE

and on the need for IDT assessment followed by a -

physician’s order before allowing a rasident to self-

administer medications. This education will review*\\ “q ‘\(

the facilities policy and procedures for Medication
Administration and Scheduling, and Resident Self-
Administration of Medication. It will also include
review of the South Dakota Nurse Practice Act,
ARSD 20:48:04.01:01 Criteria for Delegation.

The Quality Assurance Performance Improvement
{QAPI) Coordinator, or designee, will observe one

evening medication pass (UAP's are only scheduled
on the PM shift) weekly x4, then one evening med
pass monthly x4 to assure the UAP informs the

nurse of a need for a PRN medication and that the

nurse does an assessment of the resident prior to
the UAP administering a PRN medication. This will
be reflected by the nurse doing the follow up
documentation of the effectiveness of the PRN
medication. The QAPI coordinator, or designee,

self-administration weekly x4, then monthly x4, to
assure the IDT has done proper assessment and a
physician order is in place to allow for self-
administration of medications. The QAPI
coordinator, or designee, will report all audit
findings to the QAPI committee monthly and the
committee wilt determine if further auditing is
needed.

) !!HEISDDOM'EL

a i%Wb“ |

will review medical records for residents choosing '
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she was administering a nebulizer (device to
administer medicine as a mist into lungs)
treatment to resident 12 revealed she:

*Took the medication to the room.

*Set-up the nebulizer for use and assisted the
resident with preparing for the treatment.
*Started the nebulizer machine, said she would
be back, and left the room.

*Retumed at 11:59 a.m. and discontinued the
nebulizer treatment.

*Stated that was her normal procedure for
administering a nebulizer treatment.

Review of resident 12's complete medical record
revealed there was no physician's order for self
administration of nebulizer medication.

3. Observation and interview on 10/27/15 at 4:23
p.m. with LPN C while she was administering a
hebulizer treatment to resident 6 revealed she:
*Took the medication to the room.

*Set-up the nebulizer for use and assisted the
resident with preparing for the treatment.
*Started the nebulizer machine, said she would
be back, and left the room.

Review of resident 6's complete medical record
revealed there was no physician's order for self-
administration of nebulizer medication.

4. Interview on 10/28/15 at 4:00 p.m. with the
DON and administrator regarding the above two
nebulizer administration observations revealed
the DON agreed there were no physicians' orders
for residents 6 and 12's self-administration of the
nebulizer medication.

Review of the provider's July 2014 Resident
Self-Administration of Medication procedure
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needs of each resident.

by:
Surveyor; 35121

observed meals. Findings include:

p.m. with cook A revealed:
were to have received fortified foods.

the food.

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

This REQUIREMENT is not met as evidenced

Based on observation, interview, and procedure
review, the provider failed to offer fortified foods
(have added calories and/for protein) to 22 of 22
residents who were to receive them during 1 of 2
1. Observation and interview on 10/27/15 at 5:35

*Residents’ diet cards with an "F" written on them

*Foods were fortified by adding butter or gravy to
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revealed;
*'A physician's order must be obtained prior to the
resident self-administering medications."
*"The order must be specific fo the medication
being self-administered."
Review of the provider's July 2015 Seif
Consumption of Medications procedure revealed:
*'Self consumption of medications may not begin
until the physician has been involved and signed
an order for such.”
*'The order must state which medications a
resident may self consume."
F 360 | 483.35 PROVIDED DIET MEETS NEEDS OF F 360
ss=g | EACH RESIDENT
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“Whole milk was to have been served.

*The food items offered were:

-Crispy fish fillet,

-Hamburger on a bun.

-Oven french fries.

-Corn

-Dinner roll

-Tomato slice on lettuce.

-Peach crisp.

*She did not serve fortified foods to twenty-two
residents who were to have received them.
*She stated there was not much she could have
added to the food items for that meal.

Interview on 10/28/15 at 2:15 p.m. with the dietary
manager revealed:

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

*Residents' diet cards with an "F" written on them
were to have received fortified foods.

*There were twenty-two residents on a list to
receive fortified foods.

*They:

-Fortified foods by adding butter, gravy, sour
cream, cream, or whole milk fo them.

-Served whole milk with meals for residents who
were to receive fortified foods.

-Did not have a fortified foods menu or recipes for
fortified foods.

-Used the February 2013 Procedure for Fortified
Foods as their fortified foods policy.

-Were not following their fortified foods policy.
*She expected the cook to have added cheese or
butter to the foods or to have served a larger
dessert to those residents needing fortified foods.

Interview on 10/28/15 at 3:25 p.m. with the
registered dietician revealed;
*The provider did not have:
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F 360 | Continued From page 9

-A fortified foods menu.

-Recipes for fortified food items.

*Some meals would not be able to be fortified.
*She did not expect to have fortified foods at
every meal.

interview on 10/28/15 at 3:50 p.m. with dietary
consultant B revealed she stated the provider's:
*Fortified foods policy was under review.
*Fortified food menus were not effective.
*Process was to address that issue on the
residents' care plans and to update their diet
cards.

*Dietary staff could have written their own fortified
foods menu. .

=Diet manual could have been referred to for
recipes for fortified foods.

Interview on 10/28/15 at 428 p.m. with the
director of nursing revealed:

*Foods were fortified to provide additional
calories and/or protein to promote wound healing
or weight management.

*There were residents with weight ioss or facility
acquired pressure ulcers (injury to skin usually
from pressure and frequently over a bony area).
-She had expected fortified foods would have
been provided to those residents during meals
and at snack times.

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

“Eortified foods are used when a resident's
calorie andfor protein needs are increased or
when a resident is experiencing 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.

£360 Provided Diet Meets Needs Of Each
F 380 Resident

The Certified Dietary Manager (CDM) and
Registered Dietitian (RD) discussed the
fortified foods procedure on November 17,
2015. Addendum revised on 11/18/15to
Procedure to eliminate paragraph 7 and add

paragraph 7a. L
7a. In this facility when the word forlified Q{)K w

or “F" appears on the care plan and
diet card the following will be added
to foods as appropriate to promote
wound healing and weight
maintenance. Super Cereal, Extra
Margarine/Butter, Extra Gravy, Sour
cream, half and half cream, whole
milk and/or chocolate milk per
resident preference. Health Shake
will be sérved between meals if extra
calories are needed. Extra protein
will be added when appropriate of

extra egg at breakfast and 4-5 oz. of *\f}/\\,\ \\(:7

meat at Noon and Supper meal.

Dietary Staff will serve fortified foods to
residents with fortified or “F" on care plan and
diet card. This process will be audited at meal
times weekly for 4 weeks and then monthly for
4 months by the CDM or designee. All staff.
will be in serviced on November 24 2015.
CODM or designee will provide Quality .
! Assurance Performance Improvement {QAPT)
Coordinator or designee with audits monthly.
The QAPI coordinator or designee, will report
all audit findings to the QAP1 committee
monthly and the committee will determine if

further auditing is needed. ;1,0 (f/g(_,
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*A fortified food menu extension could have been
written by either the food vendor or the registered
dietician.

*There would be recipes for the menu extension.
483.60(h}, (d), (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate recongiliation; and determines that drug
records are in order and that an account of all
controfled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
insfructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
contrals, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1978 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

F 360

F 431
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This REQUIREMENT is not met as evidenced
by
Surveyor: 33265

Based on observation, interview, and record
review, the provider failed to maintain control of
scheduled (government controlled} medications
within one of one medication cart. Findings
include:

1. Observation on 10/28/15 at 4:30 p.m. with
registered nurse (RN) G and the medication cart
revealed: ,

*Resident 13's container of liquid morphine
sulfate {controlled medication given for pain) one
hundred milligrams (mg) per five milliliters (m!l)
solution had one drop of fluid in it.

-There should have been 8.5 ml left in the
container according to the narcotic {scheduled
pain medication) record.

*Resident 14's container of liquid oxycodone
hydrochloride (medication given for pain) one
hundred mg per five ml solution had fourteen ml
init.

-There should have been twenty-two ml
according to the narcotic record.

*Resident 15's container of liquid
promethazine-codeine syrup (medication given
for coughing) had forty miinit.

-There should have been forty-eight ml of syrup in
it.

Observation of the above medication containers,
review of the narcotic records, and interview with
the director of nursing (DON) and RN G on
10/28/15 at 5:25 p.m. revealed:

*There was no explanation for the above missing
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F 431 | Continued From page 11 F 431

F 431 Drug Records, Labels/Store Drugs and
Biologicals i

Investigations were conducted related to the
medication discrepancies cited for residents 13, 14
and 15, Unable to account for these stated
discrepancies. The day charge nurse who signad
the reconciliation to the medications counts the
morning of 10/28/15, and the medication nurse
who had access to the controlled medications on
10/28/15 were drug tested before leaving their
shifts on 10/28/15. These drug tests came back
negative. All residents living here have the
potential to be affected by the facilities failure to
maintain control of scheduled {government
controlled) medications.

All controlled medications will be accounted for. If
a controlled medication does not reconcile with
the medication count sheet, the nurse will
immediately search for that medication. If the
medication cannot be immediately located, the
Director of Nursing Services (DNS) wilf immediately
be notified. The off-going nurse will not leave tha
facility until the DNS gives permission for such, An
incident report will be filed and an investigation
will begin immediately. Human Resources will be
consulted as to the need for drug testing,
suspension, and the involvement of law
enforcement.
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scheduled medications.
*The DON had not been notified of any missing
medications.

A copy of the procedure for dealing with missing
scheduled medications was requested of the
DON. That procedure was not received before
the end of the survey.

W :

The Human Resources and Regional/Skilled Nurse
consultants reviewed the policy and procedures

for Controlled Substances, Missing/Diversion of
Medication, and Acquisition, Receiving, Dispensing
and Medication Storage with the DNS. All nursing
staff will receive education review from the DNS of
these stated policies and procedures on November :
24", 2015.

The DNS, or designee, will audit the medication
reconciliation sheets for controlled medications
weekly x4, then monthly x4, to assure controlled
medications are counted correctly and well

managed per procedures. Audit findings will be
reported by the DNS, or designee, ta the Quality
Assurance Performance Improvement {QAPI)
Committee at their monthly meetings. The QAPI
committee will determine if further auditing is
needed.

WG [SDDOH(EL
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Surveyor: 14180
A racertification survey for compliance with the
Life Safety Code (LSC) (2000 exlsting health care
ocoupancy) was conducted on 10/28/15. Goed
Samarlian Soclety Scotland was found notIIn
compliance with 42 CFR 483.70 (s) raquiraments
for Long Term Care Facllities.

The bullding will meet the requirements of the

2000 LSC for existing health care occupanmas
and the Fire Safety Evaluation System (FSES)
dated 10/28/18 upon correstion of the
deficiencies identified below.

Please mark an "F" in the completion date
eolumn for those deficiencies identified ss
meeting the FSES to Indlcate the provider's intent
to correct the deficlencles identified at KOSO,
K082, and K144 in conjunction with the proVlders
commitment to continued compliance with the fire
safety standards.
K 033 | NFFA 101 LIFE SAFETY CODE STANDARD
§8=C
| Exit componente (such as stairways) are |
encloged with construction having a fire
resistance rating of at least one hour, are
arranged to provide a continuous path of escaps,
and provide protection agalnat fire or smoke from
other parts of tha bullding. 8.2.5.2, 19.3.1.1

This STANDARD is not met ss evidenced by.
Surveyor: 14180 +
Based on observation and record review, IIIE

K000

K033

CTOR'S OR P.Rovmjzfﬁﬂ?men REPRESENTATIVE%)

[X8) DATE

//}/é?/owz

TITLE

Any daficlency #fatement ending with an asterlsk (*) danotes %eﬂclancy which the institution may be excused from corracting providing It is datarmlnad that
other safeguards provide sufficlant protection to the patients, (See Iqstruc!luns ) Except for nuraing homes, tha findings stated ahoua ars disclosabls 80 days

following the date of survey whether ar not & plan of corraction la provided. Fer nuraing homed 1@, b \[b‘ﬂ “gi B FaNY, T entraegisn, %a disclogable 14
daya foltowing the date lhess documants are made availabla to the faclllly If deficlenclea are Ite )aniaﬁpr gd plin I{réct s fegquisita to continued
program paricipation, 1 g I II {]
i \\ I
- h 1 N I |1 1] 1
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K 033 | Continued From page 4 ! K 033 K /:’
provider failad to maintain a protectad path of ' ' 0 52
egrass from the basemant to the exterior of the '
building for one of two basement stairways
{=outh) that discharged onto the main level,
Findings include:
1. Observation at 11:45 a.m. on 10/28/15
revealsd tha south basement stairway discharged
onio the maln level adjacent fo the staff lounga
cerridor, A continuous one hour fire resustlvp
enclosure was not provided to the axtarlor of the
bullding. Revlew of previous survey data
idantifiad the stalrway was part of the orlginal
facility construction, ]
The facility meets the FSES, Please mark an “F"
in the complation date column to indicate |
correction of the deficiencies identified in K00C.
K 050 NFPA 101 LIFE SAFETY CODE STANDARD K050 x050 Fire Drills
88=F . - '
Fire drilts argﬂ?e'd .tt‘-;“e"fect': tflma’ u"dzr it . Maintenance staff will begin conducting and
varying conditions, at Isast quarterly on each s . . . .
The staff I familiar with procedures and is awars tra.cll(mg all required fire drills for afl sh[st | th.e
that drills are part of sstablished routine. facility management software system. Fire drill
Responalbillty for planning and conducting drills |s was performed 10/29/15 and the remaining
azelgned only to competent persons who afe required fire drills for the 4™ quarter of 2015 will
qualified to exerciga leadsrship. Whare drl{ls are he conducted in the months of November and
:?'\:::Elt::r::r‘l\l”;aan i:uMsggfnitgdZ?Zﬁﬁfbla December. Prior to next fire drill, an all staff in-
¥ B service will be conducted to provide staff with
alarms. 19.7.1.2
training on fire drill process and responsibilities. At
the conclusion of the drills, an evaluation and
This STANDARD | t met i d feedback will occur with staff to address any
13 s not met as evidenced by: ,
Surveyor: 14180 concems |
Based on record review and Intarview, the . )
provider fallad to conduct quarterly fire drills each All residents have the potentiat to be affected by
quarter for the three shifts during four of the four this deficient practice.
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Maintenance staff will conduct and track all
K 050} Continued From page 2 K 050

K 062
§§=F

previous quarters for the twelve month peri
beglinning Octobar 2014. Findings Includa;

1. Fire drill racord review at 11:30 a.m, on
10/28/15 reveaied no'documentation indicating a
fire drlll was conducted for: the first shift (7]a.m.

to 2 p.m.) or tha third shift (10 p.m. to 7 a. m.}
during the fourth quarter 2014 (October through
December), the sacond shift (2 p.m. to 10 p m.)
or third shift during the first quarter 1015 (January
through March), the third shift during-tha second
quarter 2015 (April through Jung), and no f]re
drills were complatad duting the third quartar
2015 {July through October), Interview witq the
malntenance director in charge of conducting the
drills at the tima of tha racord review conﬂrmed
he had not conducted a fire drlil sinca the second
shift In June 2015.

This deflctency would affect resident safetyjin alt
parts of the building.
NFPA 101 LIFE SAFETY CODE STANDAR D

Raquired automatic sprinkler systems are |
continuously maintalnad In reliable aperatlng
condition snd are (hapected and {ested
periodically,.  18.7.8, 4.6.12, NFPA 13, NFFA 26,
8.7.5

‘This STANDARD s not met as evidencad
Surveyor: 14180

Based on record review and Interview, tha
provider failed to ensure the automatic sprinkler
system had the required quarterly flow testing
performed since the installation of the sprinkier
aystem on 4/23/13. Additional record review could

by:

LY

K 082

required quarterly fire drills for all shifts in the
facility management software system on an
ongoing basis. The administrator will receive and
review an exceptions report from the software the
will identify incomplete and overdue tasks.

A summary of fire drill procedures will occur K\
monthly as the fire drill accur for 3 months and \
then quarterly for three quarters and will be ‘\\j
reported to the facility's Quality Assurance
Performance Committee {QAPI), Additionally, as
indicated previously, the administrator will receive
and review an exceptions report from the software
that will identify incomplete and overdue tasks.

In service training for existing staff will be .
conducted by 11/25/15 regarding fire drill process
and responsibilities. All required quarterly fire
drills for the 4™ quarter of 2015 will be completed
by 12/31/15, Fire drill tasks have been entered in
the facility management software.
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K 082 | Continued From page 3 K 062 K062 Sprinkler Flow Test
not confirm the raquirad annual back-flow , . N
L . Flow test! d back-f
Ingpaction had bean completed. Findings include: ow testing and back-flow Inspection will be
) . completed by an external service provider certified .
1. Reviaw of the pravider's automatlc sprinkler to perform the service.
system Inspection reports at 11:00 a.m. en
10/28/15 since the 4/23/13 installation ravealed All residents have the potential to be affected by
quarterly flow testing documentation was not the deficient practice. 1
avallahle. Interview with the maintanance diractor _ . \r)
at the time of the record review mfmated he was Quarterly fire testing and inspection tasks will be \
unawara of the quarterly flow testing incorporated into the Facility management L
requitements. . ) . AN
software system. The administrator will receive :
2. Revisw of tha provider'a automatic sprinkler and review exceptions report from the software
syslem Inspectlon reports at 11:00 a.m. on " ¥ that will identify incomplete and overdue tasks. \‘\
10/28/15 since the 4/23/13 Installation revealad \
annual back-flow inspections have not besy A copy of the quarterly fire system inspection and -
documentsd as complated. Intarview with the testing service reports will be submitted by
diractor of maintenance at the time of the record maintenance to the Quality Assurance
review indicated he was unawars of the anpul o ¥ _
back-flow pravention testing requirement, Performance Improvement (QAPI) committee for
four (4} quarters. Additionally, as indicated
This could affect the safaty of all residants and previously, the administrator will receive and
staff within tha facility. review an exceptions report from the software
K 144 [ NFPA 101 LIFE SAFETY CODE STANDARD K144 that will identify incomplete and overdue tasks.
§8=F - .
Generators ara Inspected weekly and exercised . i ) )
. R d
under foad for 30 minutes ‘per month in equfi‘re testing and mspectlon.by a contractor .
accordance with NEPA99.  3.4.4.1, certified to perform the work will be completed by
11/20/2015.
|
K144 Generators
Maonthly and annual operating test shali be
performed according to regulatory requirements
on the facility’s generator. Documentation of these
' . ' ) tests wilt be retained for review by authorities with .
This STANDARD. Is not met as evidenced by: jurisdiction.
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K 144 | Continued From page 4 K144

Survayor. 14180

Based on recard review and interview, tha
provider fallad to documant monthly exercising of
the natural gas powered generator under |oad for
thirty minutes each month for the past twelve
months, Test times and length of runs alsolwere
not documented in & log book with the dates of
testing and hour meter readings. Flndlngs
Include:

1. Interview with the malntenance director gt
10:15 a.m. on 10/28/15 revealad there was not a
log book with documentation indicating the
generator hed been sxarcised under load ea:h
month for the past iwelve months. Documentatlon
was not avallable to indicate the generator was
even started without testing it under load.
Interview with the maintenance director at the
time of the record review confirmed he was not
documenting generator tasting and could not
confirm tha last tima the ganerator had been
started.

Thia could affecled the safaty of all rezidents
within the fagiity.

Om\;t.

All residents have potentlal to be affected by this
deficient practice.

Monthily and annual generator testing and
inspaction tasks will be Incorporated into the
facility's management software system. The
administrator will receive and review exception
reports from the software that will identify
incomplete and overdue tasks.

Documentation recording the results of the testing
and inspection will be submitted by maintenance

to the Quality Assurance Performance
Improvement committee for three (3) months and
then quarterly for three {3} quarters. Additionally,
as indicated previously, the administrator wil
receive and review an exceptions report from the
software that will identify incomplete and overdue
tasks.

//~/7—/5

Testing and inspection tasks have been entered
onto the facility management software system. A :
required monthly 30 minute test load will occur !
and be documented into the software system by
11/27/2015 by maintenance. Ongoing monthly

test loads will be performed and documented by
maintenance. Annual inspection occurred on
9/14/2015 and has now been entered into the
facility software system.
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S 000] Compliance/Noncompliance Statement 5000

A Rcensure survey for compliance with the
Administrative Rules of South Dakota, Article
44,74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 10/27/15
| through 10/28/15. Good Samaritan Society

| Scotland was found in compliance.
|

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY ~
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
10675 B. WING 10/28/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
130 6TH ST
GOOD SAMARITAN SOCIETY SCOTLAND
SCOTLAND, SD 57059
{X4yID SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORRECTION ; (X&)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE . DATE
DEFICIENCY) :
I
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