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| A recertification health survey for compliance with A —Hf\ .G ¥
42 CFR Part 483, Subpart B, requirements for P(\/’K £ W &Cl I ‘J\
long term care facilities, was conducted from
11/30/15 through 12/2/15. South Dakota Human \ ﬁ-\'ﬁ?{‘lw
Services Center - Geriafric Program was found

not in compliance with the following requirements: E BD%-ﬁ-/g L
F221, F248, F252, F323, F431, and F441.
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F 221 483.13(a) RIGHT TO BE FREE FROM F 221|221
$s=E | PHYSICAL RESTRAINTS Program Director and Nurse Manager
reviewed policy and procedure related
The resident has the right to be free from any to clothing which restricts access to the
physical restraints imposed for purposes of body. An assessment for the use of
discipline or convenience, and not required to clothing which restricts access to the

treat the resident's medical symptoms. body was created. This form assesses

the resident’s medical symptoms,

This REQUIREMENT is not met as evidenced potential risks of using restrictive
by: clothing, potential risks of not using
Surveyor. 32335 clothing, all interventions attempted

Based on record review, interview, and policy
review, the provider failed {o assess three of
three sampled residents (1, 3, and 10) for the use

and their effectiveness prior to use of
clothing which restricts access to the

of a back closing one-piece outfit. Findings body. The assessment also includes a 3

include; day evaluation of behaviors observed
when not using the clothing which

1. Review of resident 3's medical record restricts access to the body.

revealed:

*Diagnoses of major neurocognitive disorder

{decline in thinking ability) due to Parkinson's In-service training will be provided to

disease (progressive disorder affecting all staff regarding the Nursing policy
movement), post traumatic stress disorder, major “Clothing Which Restricts Access to
depressive disorder, and urinary incontinence the Body” and the Clinical Assessment
(loss of bladder control). ; tive Clothing f by 12-31-
*A 10/8/15 physician's order for a one-piece outfit T;Protec ve Lothing form By

as needed. g '

*His 11/12/15 care plan had an intervention of
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F 221 Continued From page 1 F 221

"May wear one-piece outfit pm [as needed] due to
disrobing and voiding in inappropriate places.”
*The November personal care record revealed he
wore the one-piece outfit twenty-nine out of ninety
times.

*There was no initial or quarterly assessments for
the use of the one-piece oulffit.

2. Review of resident 10's medical record
revealed:

*Diagnoses of unspecified neurocognitive
disorder and unspecified urinary incontinence.
*His 10/20/15 care plan had an intervention of

| "One piece outfit all shifts. [Resident name]

responds better if you call the one-piece outfit a
coverall."

*The November personal care record revealed he
wore the one-piece outfit eighty-nine out of
gighty-nine times.

*There was no initial or quarterly assessments for
the use of the one-piece outfit.

Surveyor: 16385

3. Review of resident 1's medical record
revealed:

*A diagnosis of Alzheimer's disease, dementia,
and manic depression.

*A current signed physician's order dated
11/25/15 for a "One-piece outfit AM and PM for
dignity." ,
*Current care plan intervention dated 4/30/15
"May use one-piece outfit for dignity AM and PM -
shifts. Night shift may put on at 4:30 am."

*No initial or quarterly assessments for use of the
one-piece outfit for dignity.

Interview on 12/2/15 at 1:30 p.m. with registered
nurse (RN} J confirmed the night shift staff had
dressed resident 1 in the one-piece outfit at 4:30
a.m. during final rounds. Day shift staff had

F221 continued:

The use of clothing which restricts
access ta the body for residents #1,3,
and 10 will be assessed by the unit
Charge Nurse using the assessment
form noted above and the residents’
treatment plan will be updated.

Charge Nurses (3) will complete chart
audits for all residents who are using
clothing that restricts access to the
body. These audits will review the
compietion of the initial and/or
quarterly assessments, informed
consent, physician’s orders, and
treatment plan interventions.

These audits will be completed
monthly for residents using clothing
which restricts access and results will
be reported to the Nurse Manager.
The Nurse Manager will report the
findings of these audits to the QAPI
committee at the next schedule QAPI
meeting and quarterly thereafter until
the QAP! committee advises to
modify or discontinue.
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F 246
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Continued From page 2

removed the one-piece outfit on rounds about
6:30 a.m. when he had dressed for the day. The
use in the early morning was to maintain his
dignity and had kept him from getting bowel
movement all over himself and his room.

Surveyor 32335

4. Interview on 12/1/15 at 2:15 p.m. with the
director of nursing revealed they had not
completed initial or quarterly assessments for the
use of the one-piece outfits.

Review of the provider's 6/1/15 Clothing Which
Restricts Access to the Body policy reveaied:
*'Clothing which restricts access to the body may
be used if comprehensive individualized
assessment determines it is in the patient's best
interests and will protect the patient's privacy and
dignity."

*"A physician or registered nurse (RN) shall
conduct a clinical assessment of the patient.”
483.15(e)(1) REASONABLE ACCOMMODATION
OF NEEDS/PREFERENCES

A resident has the right to reside and receive
services in the facility with reasonable
accommodations of individual needs and
preferences, except when the health or safety of
the individual or other residents would be
enhdangered.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 32335

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

F 221

F246:

Resident #10's care plan has been
reviewed by the treatment team and
updated to ensure proper footwear
which accommodates the resident’s
needs and preferences. All resident
treatment plans will be reviewed by
the unit Charge Nurse for interventions
which ensure the accommodation of
the resident’s needs/preferences.

F 246
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one of one sampled resident {(10) had access to
proper footwear. Findings include:

1. Random observations from 11/30/15 through
12/1/15 regarding resident 10 revealed he was
not wearing socks or shoes. In the afternoons he
wandered in the hall. The lower half of his legs
were red and swollen. His feet were also swollen.

Review of resident 10's medical record revealed:
*Diagnoses of unspecified heurocognitive
disorder {decline in thinking ability), edema (fluid
build-up) and unspecified urinary incontinence
(loss of bladder control).

*He was at high risk for falls.

*There was no documentation to reflect his
choice of not wearing socks or shoes.

*On 10/29/15 the physician's assistant had seen
him and tried an oral antibiotic for the weeping in
his legs.

*On 11/10/15 the physician's assistant had

|-examined his legs.

*On 11/20/15 the physician had seen him for the
possibility of cellulitis (infection) in his legs and
had determined it was not cellulitis.

interview on 11/30/15 at 4:30 p.m. with registered
nurse (RN) G regarding resident 10 revealed:
*He had worn shoes, hut his feet had become so
swollen the shoes left imprints on his feet.

*His family bought him ancther pair of shoes, but
they were not large enough.

*The staff would sometimes put gripper socks on
his feet, .

*8She was not sure why he was not wearing them
that day.

*She thought it had been about a month since his
feet had become so swollen his shoes would no
longer fit.
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F 246 | Continued From page 3 F 246

F246 continued:

The Geriatric Hourly
Patient/Environment Checklist was
revised to include a check by each shift
for resident dignity including
appropriate footwear, clothing, and
hygiene. CNA staff will report any
issues to the nurse in charge of the
unit.

All staff will be provided in-service
training on resident dignity and respect
of the resident’s needs and
preferences by 12-31-15.

Charge Nurses (3) will each complete
audits using a random observation
form for Homelike
Environment/Dignity. These audits
will be completed 3 times per week
by each Charge Nurse on each unit for
one month. After the first month, one
audit per unit will be completed
weekly by the Charge Nurses. Results
of the audits will be reported to the
Nurse Manager who will compile the

the next scheduled QAPI Committee
Meeting then quarterly thereafter
until the QAPI Committee advises to
modify or discontinue.

information and report the findings EWE,ISD DOW il)
Xl
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*He had a history of open areas on his legs, but
there was no open area currently.

Interview on 12/2/15 at 1:35 p.m. with RN A
regarding resident 10 revealed:

*His shoes had become too tight for him to wear
due to the swelling in his feet.

*The doctor had seen him for the swelling.

*The social worker (SW) had contacted his family
about getting different shoes, but she was
unaware of what had happened with that.

Interview and record review on 12/2/15 at 1:35
p.m. with SW B regarding resident 10 revealed:
*She had documented on 10/13/15 that his shoes
had been washed and dried by the staff.

-That had made them unwearable.

*She had informed the sister that they would
purchase a new pair for him, but the sister stated
she would take care of it.

*There was no other documentation regarding
discussions about his swollen feet and needing
different shoes.

Interview on 12/2/15 at 2:30 p.m. with the director
of nursing regarding resident 10 revealed she
thought they had gotten him different shoes and
that he chose not to wear them. She was
unaware they had not followed up on getting him
shoes. She agreed wearing no shoes or socks
could increase his risk for fails and increase the
potential for open areas. They had not looked into
getting him special shoes for the swelling, but
they could do that.

Review of the provider's undated admission
packet information revealed the resident's
individual needs and preferences should have
been accommodated.
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ENVIRONMENT

The facility must provide a safe, clean,
comfortable and homelike environment, allowing
the resident to use his or her personal belongings
to the extent possible.

This REQUIREMENT is not met as evidenced
by: '

Surveyor: 32335 _
Based on observation and interview, the provider
failed to ensure glassware was provided for
meals in three of three residents’ units (Spruce
One, Spruce Two, and Willow Cne). Findings
include:

1. Observations on 11/30/15 at 5:10 p.m. and
again on 12/1/15 at 11:30 a.m. in Spruce One
revealed thirteen out of fifteen residents had
styrofoam cups for their beverages.

Interview on 12/1/15 at 2:15 p.m. with the director
of nursing (DON) revealed they should not have
been using styrofoam cups for meals. They
should have been using glassware.

Surveyor: 29354 _

2. Observations on 11/30/15 on Sruce Two during
evening meal, 12/1/15 on Willow One and Spruce
Two during noon meal, and on 12/2/15 on Spruce
Two during breakfast revealed several residents
using styrofoam drinking cups.

Interview on 12/2/15 at 8:10 a.m. on Spruce Two
with certified nursing assistant (CNA) C and
recreationai specialist D revealed:

*They had used styrofoam drinking cups on

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 2582 | 483.15(h)(1) F 252 F252:
$$=E | SAFE/CLEAN/COMFORTABLE/HOMELIKE ;

The Program Director and Nurse -
Manager reviewed and revised the
Meal Service policy to include the use
of glassware at meals unless specified
in the resident’s treatment plan. The
Geriatric Hourly Patient/Environment
Checklist was revised to include a
check by each shift for

appropriate glassware/dinnerware at
each meal and snack. The amount of
glassware/dinnerware provided by the
food service contractor was increased
to accommodate the units’ need for
meals and snacks.

All staff will be provided in-service
training on policy revision and changes
to environmental checklist as well as
re-education on creating a homelike

environment,?ﬁb\] \le”lb

Charge Nurses will co%ﬁ’e‘ém&yﬁ—

a week per unit for one month using a
random observation form to monitor
for appropriate glassware/ _
dinnerware during meals and snacks.
After the first month, Charge Nurses
will complete one audit per week.
Findings of the audits will be reported
to the Nurse Manager who will
compile the information and report
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Continued From page 6

Spruce Two for all three meals.
*They had requested the kitchen "send plastic
drinking cups" to their unit.

Interview on 12/2/15 at 9:35 a.m. with interim
food service director E and registered dietitian
(RD) F revealed:

*RD F thought the food service director had
ordered more drinking cups about a month ago.
*The plastic drinking cups had been sent to the
three geriatric units, but they had not always
returned to the kitchen.

*They both agreed the syrofoam drinking cups
were not homelike, and the residents should have
had regular drinking cups.

A policy had been requested regarding a
homelike environment from the DON but they did
not have a policy.

Review of the provider's undated Geriatric
Program Guidelines revealed "As a part of the
National Nursing Home Advancing Excellence
campaign, we are striving to provide as much of a
home-like environment as possible."

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is hot met as evidenced

F 252 F252 continued:

the findings at the next scheduled
QAPI Committee Meeting then
quarterly thereafter until the QAPI
committee advises to modify or
discontinue.

F 323

K|
Tiepiifl

[ Y
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bgﬁrveyor: 39335 An Qccupational Therapy referral was

Based on record review, interview, and policy made and complet.ed foran )

review, the provider failed to thoroughly assessment of Resident s #3 and 6's

investigate falls that had resulted in injuries for living environment for potential fall

two of two sampled residents (3 and 6). Findings risks. The treatment plans for residents

nclude: #3 and 6 were updated by the

1. Review of resident 3's medical record treatment team.

revealed;

*Diagnoses of major neurocognitive disorder A template for a fall progress note was

(decline in thinking ability) due to Parkinson's created and implemented into the

disease (progressive disorder affecting _ electronic medical record to assess,

movement), post traumatic stress disorder, major investigate, and document findings of

depressive disorder, and urinary incontinence . S

(loss of bladder control). falls for all residents.

*He was at high risk for falls.

*He had an unwitnessed fall on 10/14/15. All RN staff will be in serviced on

-He had hit his head and was bleeding. investigation and documentation of a

"The registered nurse (RN) on duty had resident fall and the template in the

documented the fall in the progress notes. EMRL b ?’LI 5“']5

*She had not documented the time of the fall, N q '

what had been occurring at the time of the fall, ;{'Yilléq)(’)m(_r

who had been working with him, when he had Charge Nurses‘will cormplete a 4]

been assisted to the bathroom last, or if the care all falls occurring on their unit for one

plan had been followed. month. After one month, Charge

"A certified nursing assistant (CNA) had Nurses will complete audits on 5 falls

documented the fall in the progress notes. h unit (i less than 5 falls h

*She had not documented what had been on each unit (if less than 5 falls have

occurring at the time of the fall, who had been occurred the total number of falls will

working with him, when he had been assisted to be audited).

the bathroom last, or if the care plan had been :

iﬂ'O‘;]Veg-f s after th Findings of the audits will be reported

11;?]0’3' 5 Z:da,] 1?,5;/,?gjate on 10/23/15, to the. Nurse_Manage!‘ who will
compile the information and report

Review of resident 3's 10/14/15 occurrence report the findings at the next scheduled

revealed there had been no other documentation

to support an investigation had been conducted _
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Continued From page 8
regarding the above fall.

2. Review of resident 6's medical record
revealed:

*Diagnoses of major neurocognitive disorder with
behavioral disturbances, Lewy body type .
dementia, and generalized anxiety disorder.

*He was at risk for falls.

*He had an unwitnessed fall on 9/22/15.

-He hit his head.

*The RN on duty had documented the fall in the
progress notes.

*During the assessments his head, arms, and
legs began to jerk and twitch.

*She had not documented the time of the fall,
what had been occurring at the time of the faii,
who had been working with him, when he had
been assisted to the bathroom last, or if the care
plan had heen followed.

3. Interview on 12/2/15 at 10:45 a.m. with the
director of nursing, RN K, RN L, and the Minimum
Data Set (MDS) cocrdinator regarding the falls for
residents 3 and 6 revealed: '

*They had not thoroughly investigated the above
mentioned falls.

*Without a thorough investigation they were
unable to identify, evaluate, and analyze the
hazard and risk; implement interventions to
reduce the hazard and risk; monitor for
effectiveness and modify the interventions.

Review of the provider's 6/1/15 Fall Assessment
and Prevention Protocol policy revealed:

*With a fall occurrence the RN should have
documented the following:

-Location of the fall.

-Behavior prior to the fall.

-Observations related to the fall.

F323 F323 Continued:

QAPI Committee Meeting then
guarterly thereafter until the QAPI
committee advises to modify or
discontinue.
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-Physical assessment of resident's condition. Program Director, Nurse Manager, and
-Interventions/precautions taken to care for the o .
resident and prevent further falls. Pharmacist reviewed policy and
F 431 483.60(b), (d), (¢) DRUG RECORDS, F 431 | procedure regarding medication
ss=F | LABEL/STORE DRUGS & BIOLOGICALS disposal.
A chemical disposal system for
The facility must employ or obtain the services of medications was acquired for each of
a licensed pharmgmst who establishes a system the medication rooms. The policies
of records of receipt and disposition of all . . e
controlled drugs in sufficient detail to enable an regarding disposal of medications were
accurate reconciliation; and determines that drug revised to include a charcoal activated
records are in order and that an account of all medication disposal system for all
controlled drugs is maintained and periodically residents using Fentanyl patches or
reconciled. wasted narcotic pain medications.
Drugs and biclogicals used in the facility must be \
labeled in accordance with currently accepted Education for all RN staff on the
professional principles, and include the chemical disposal system and the
appropriate accessory and cautionary changes to policy and procedure will
instructions, and the expiration date when be provided by 12-31-15.
applicable.
In accordance with State and Federal laws, the Cha-rge Nurse‘s _W'" review MAR of all
facility must store all drugs and biclogicals in patients receiving Fentanyl patches
locked compartments under proper temperature and narcotic pain medications to
controls, and permit only authorized personnel to ensure that the nurse disposing of the
have access to the keys. medication and the nurse observing
The facility must provide separately locked, the disposal have both documented.
permanently affixed compartments for storage of .
controlled drugs listed in Schedule Il of the Charge Nurses will complete audits for
Comprehensive Drug Abuse Prevention and all disposed fentanyl patches and
Control Act of 1976 and other drugs subject to . wasted narcotic pain medications to
abuse, except when the facility uses single unit assess proper documentation and
package drug distribution systems in which the . ft s at the time of
quantity stored is minimal and a missing dose can mgnature oFtwo nurse
be readily detected. ' disposal.
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This REQUIREMENT is not met as evidenced
by:

Surveyor; 33488

Based on interview, observation, and policy
review, the provider failed to maintain limited
access to used Fentanyl (narcotic pain medicine)
patch destruction and wasted narcotic pain
medication in three of three geriatric (elderly)
resident units (Spruce One, Spruce Two, and
Willow One). Findings include:

1. Observation and Interview on 12/1/15 at 10:51
a.m. with registered nurse (RN} A in'the Spruce
One geriatric unit medication room regarding
used Fentanyl patch destruction revealed:

*The on-campus pharmacy gave the option to
either place the patches in a locked box to be
returned to pharmacy for destruction, or they
could place them in the sharp’s box (used to put
needles and syringes in).

*Those sharp's containers were taken to the
admissions department by the unit secretary or
the nurse.

*Any other narcotic medications that would need
to be wasted, for example, if it had been dropped
on the floor it would also be placed into the
sharps box. o

Observation and interview on 12/1/15 at 11:10
a.m. with patient services representative M
revealed:

*Sharps boxes were brought from the units to the
admissions office.

*There, they were stored under the counter in an
unlocked cupboard labeled "sharps" until they
were picked up weekly and taken to the chicken

coop (an old chicken coop converted into storage |

“jAudits will be completedﬁn a"(y%
residents with disposed Fentanyl /&\

patches and wasted narcotic
medications weekly for one month

After one month, audits will be
completed on all Fentanyl patches and
wasted n ifcotlc pain medications

monthiy Dy +7e d’mqe.mvs&
Findings of the adg—ts Wi @%’m d}\?

to the Nurse Manager who will Q,h
compile the information and report the
findings to the QAP| Committee at the
next scheduled QAPI Meeting then
guarterly thereafter until the QAPI
committee advises to modify or
discontinue.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION | (x5)
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F 431 | Continued From page 10 F 431 \\9#
F431 continued: X g
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on the property).
*To the best of her knowledge that building was
not locked or secured.

Observation and interview on 12/1/15 at 11:15
a.m. with RN N in the Willow One geriatric unit
revealed:

*They used the black pharmacy tackle box to
return medications back to the pharmacy.

*When a used Fentanyl patch was discarded they
would place it in that box.

*That box was supposed to be returned to the
pharmacy that same day if a narcotic medication
was known to be in if.

*One used Fentanyl patch with a placed-on date
of 11/25 was found inside. o

| *That medication was to have been removed
after seventy-two hours, so it would have been
placed there on 11/28/15. It had not been taken to
pharmacy according to their policy.

Interview on 12/1/15 at 1:30 p.m. with the
on-campus pharmacist O revealed she:

*Had been aware the pharmacy gave nursing
staff both of the above options to dispose of used
or wasted medication.

*Was unsure where the full sharps containers
were stored off the unit.

*Was unsure what the nursing protocol was for -
the storage of used sharps containers.

Iinterview on 12/1M15 at 2:23 p.m. with RN P
regarding narcotic drug disposal on Spruce Two
geriatric unit revealed:

*The nurses on that unit placed the used Fentanyl
patches in the black pharmacy box, and wasted
medications in the sharps box.

*She agreed the medications would not be
secured if they were not taken to pharmacy right

FORM CMS-2567(02-99) Previous Versions Obsclete Event ID:07B711 Facility ID: 0118 If continuation sheet Page 12 of 16
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away in the pharmacy box or taken to the
admission office in the sharps container.

Interview on 12/1/15 at 5:15 p.m. with the director
of nursing regarding the above narcotic
medication disposal revealed she agreed the
Fentanyl patches and other wasted narcotic
medication were nof secured from unauthorized
individuals.

Review of the provider's 6/1/15 Returning
Medication policy revealed:
*Controlied (narcotic) medication might have

.| heen disposed of in the sharps box but must

have been witnessed by anocther nurse.
*Fentanyl patches were to be placed in the
pharmacy box and locked, and returned fo
pharmacy.

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility; '

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3} Maintains a record of incidents and corrective
actions related to infections.

{b} Preventing Spread of Infection

F 431

F 441
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{1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.
(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will fransmit the disease.
(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.
(c) Linens F441:
Personnel must handle, store, process and
transport linens so as to prevent the spread of Nurse Manager, Program Director, and
|nfect|on. Infection Control RN reviewed and
revised protocol for Donning, Doffing,
and Handwashing to include creating
This REQUIREMENT is not met as evidenced and maintaining a clean field during
by: personal cares for all residents.
Surveyor. 33488 _
review, the provider e t Lse appropriate In-service training for all staff on the
infection control technigue during one of two appro.prlate mfec.tlon co.ntr.ol
bathroom observations while toileting one of two technique for caring/ toileting a
residents (16) on contact isolation (specific resident using transmission- based
precautions used when providing care). Findings precautions, policy, and procedures
include: will be provided by 12-31-15.
1. Observation and interview on 11/30/15 during
initial tour at the nurses station with registered
nurse P confirmed resident 16 was known to
have a bacterial infection called ESBL( a bacteria
resistant io most antibiotics ) found in his urine.
That information had been posted in the nursing
station on a whiteboard.
FORM CMS-2567(02-99) Pravious Versions Obsolete © . Event ID: 07B711 Facility ID; 0418 If continuation sheet Page 14 of 16
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sanitizing their hands and proceeded to change
resident 16's disposable brief that had become
soiled with urine and bowel movement.

*CNA | assisted the resident fo a standing
positien from his wheeichair.

*CNA H placed a disposable pad on the bed
beside the resident, removed his soiled brief, and
placed it on that pad.

*She got a package of disposable wipes from the

| cupboard and cleaned his bottom with them.

*Her gloves were soiled with bowel movement
and urine.

*She repeatedly reached into the wipes package
and touched the outside of the package each
time.

*After cleaning the resident she:

-Removed her gloves and she:

-Reached underneath her protective gown and
got the hand sanitizer from her pocket.

-Used the hand sanitizer and touched her gown
with her hands and placed it back into her pocket.
-Put on clean gloves and pulled the resident's
pants back up.

*With her bare hands she removed her soiled
gloves and gown and she:

-Washed her hands in the sink, walked to the
bed, picking up the soiled brief and pad with her
bare hands and placed it in the garbage. -
*She turned the soiled disposable wipe container
to the cupboard.

*She reached into her uniform pocket, retrieved
her hand sanitizer, used it on her hands and
placed it back into. her pocket and left the. room.

Interview with CNA H immediately after the above

064) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY) '
F 441 | Continued From page 14 . F 441
Observation on 11/30/15 at 3:10 p.m. of certified '
nursing assistants (CNA) H and [ toileting
resident 16 revealed:
*Both CNAs had gowned and gloved after F441 continued:

Charge Nurses will complete 3 audits a
week per unit for one month using a
random observation form to monitor
staffs’ use of appropriate infection
control precaution techniques for
care/toileting of residents with and
without transmission based
precautions. After the first month,
Charge Nurses will complete one audit
per unit weekly. Findings of the audits
will be reported to the Nurse Manager
who will compile the information and
report the findings at the next
scheduled QAP| Committee Meeting
then quarterly thereafter until the
QAPI committee advises to modify or
discontinue.
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observation revealed she agreed she should not
have:

*Reached into her pocket for her hand sanitizer
while wearing a protective gown.

*Removed her gown before disposing of the
soiled brief.

*Touched the soiled brief with her bare hands.
*Touched the disposable wipes with her soiled
gloves and later her bare hands.

Interview on 12/2/15 at 1:30 with the director of
nursing revealed she agreed appropriate infection
control technigue had not been maintained by
CNAH.

Review of the provider's 10/26/15
Transmission-Based Precautions policy revealed:
*'Change gloves after having contact with
infective material..."

*'After glove removal and handwashing, ensure
hands do not touch potentially contaminated
environmental surfaces or item's in the patient's
[resident] room..."

F 441
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K 000 | INITIAL COMMENTS K 000
Surveyor: 14180
A recertification survey for compliance with the
Life Safety Code {L.SC) (2000 existing health care
occupancy) was conducted on 12/2/15. South
Dakota Human Services Center - Gerfatric
Program (Building 01, Spruce | and Il) was found
in compliance with 42 CFR 483.70 (a)
requirements for Long Term Care Facilities.
The building will meet the requirements of the
2000 LSC for Existing Health Care Occupancies
in conjunction with the provider's commitment to
continued compliance with the fire safety
standards.
LABOKZI;RECTQR‘ OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {(X6) DATE
L oo L Wil Dorerce, 12 /25 o
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oth&r safeguards prowde sufficient protection to the patients. (See instructions.) Except for nursing horfjes; 'Lédlngs ststetjrb Ve a e ‘d aagble 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the abgyé tindi and plé(ﬁs covl erct én a i |étlosab|e 14
days following the date these documents are made available to the facility. If deficiencies are cited, an Ved BIan Br EaTTection s Tequis(t qs:ontmued
program participation. i i
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Surveyor: 14180
A recertification survey for compliance with the
Life Safety Code (LSC) {2000 existing health care
occupancy) was conducted on 12/2/15. South
Dakota Human Services Center - Geriatric
Program {Building 02, Willow 1) was found in
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Faclilities.
The building will meet the requirements of the
2000 LSC for Existing Health Care Occupancies
in conjunction with the provider's commitment to
continued compliance with the fire safety
standards.
@:‘.;RY ;?Tcm S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE y (X6) DATE
‘ Liv: of Boica? orwrces [ Moy Ders

AR defiofency s

ement ending with an asterisk (*) denotes a deficiency which the ifstitution may be excused from correcting providing it is determirfed that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

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

Event ID; 07B721

Facility ID: 0118 If continu

ation sheet Page 1 of 1




. ; [ PRINTED: 12/15/2015
. 1% FORM APPROVED
South Dakota Department of Health -
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
10719SD B. WING 12/02/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3515 BROADWAY AVE POST OFFICE BOX 7600

SD HUMAN SERVICES CENTER - GERIATRIG |

YANKTON, SD 57078

044y ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE - DATE
DEFICIENCY)
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Surveyor: 29354 | ‘ Ckn O\B&Y (biﬁ L’ / ) w
Alicensure survey for compliance with the ,
Administrative Rules of South Dakota, Article Qr R\Q’Ph I’i’ 1Cl lﬁ\
44:73, Nursing Facilities, requirements for R 9{ "
nursing facilities, was conducted from 11/30/15 \
through 12/2/15. South Dakota Human Services CAC m\n\ vm Qf,
Center - Geriatric Program was found not in : '
compliance with the following requirement: $296. J V((.i I:)PDOﬁlgL
S 296| 44:73:07:11 Director of Dietetic Services $ 296

‘Professionals, shall enroll in a course within 80

A full time dietary manager who is responsible to
the administrator shall direct the dietetic services.
Any dietary manager that has not completed a
Dietary Manager's course, approved by the
Association of Nutrition & Foodservice

days of the hire date and complete the course
within 18 months. The dietary manager and at
least one cook must shall successfully complete
and possess a current certificate from a ServSafe
Food Protection Program offered by various
retailers or the Certified Food Protection
Professional's Sanitation Course offered by the
Association of Nutrition & Foodservice
Professionals, or successfully complated
equivalent training as determined by the
depariment. Individuals seeking ServSafe
recertification are only required to take the
national examination. The dietary manager shall
monitor the dietetic service to ensure that the
nutritional and therapeutic dietary needs for each
resident are met. If the dietary manager is not a
dietitian, the facility shall schedule dietitian
consultations onsite at least monthly. The dietitian
shall approve all menus, assess the nutritional
status of residents with problems identified in the
assessment, and review and revise dietetic

policies and procedures during scheduled visits.
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Adequate staff whose working hours are
scheduled to meet the dietetic needs of the
residents shall be on duty daily over a period of
12 or more hours in facilities. 5296:
. - . i The food service contractor reports
Thlf Admllrélstrah;ebR.u]e of South Dakota is not their Dietetic Technician has
Q§W2§;Y|ZSQEE y: completed the coursework and
Based on interview, record review, and policy received the certifica\.tiPn ofa C'e"'ﬁEd
review, the provider failed to ensure the director Dietary Manager. This is a full time
of food services had: member of the management team that
*Enrolled_tirr:.an apstayr%ved di;%;ary mﬁ,nagef's monitors the dietary and nutritional
course within ninety days of being hired. il residents.
*Completed the course within eighteen months of needs for all resi
being hired. L. .
Findings include: The Food Service Director remains
enrolled in a dietary manager’s course.
1. Interview and personnel record review on His expected completion date is June
12/2/15 at 9:30 a.m. with interim food sevices 2016.
director E regarding the director of food services
revealed: . . il ¢
*The dietary department was a contracted The Food Service Director will repor
company. progress on the course work in the
*She had been employed with the company and dietary manager’s coursework monthly
had _been filling in for a few we_eks while the food to the Program Director. The Program
services director was on vacation. . Director will report the progress to the
*She had been the interim food services director . h «t scheduled
while he had been gone. QAPI Committee at the next schedu
*She confirmed the food services director had not QAPI Meeting jchen quarterly '
been a certified dietary manager. thereafter until the QAPI committee
*She confirmed the food service director had advises to modify or discontinue. /Kl / 7/\ I I w
been hired on 11/11/13. o
*The food services director had been in that ) Wj‘&\
position since that date. /)*C('XD :
Interview and personnel record review on 12/2/15
at 11:30 a.m. with interim food services director E
confirmed:
*She had spoken with the director of dietary
services on the telephone and he stated he had
STATE FORM 6699 if cantinuation sheet 2 of 3
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been enrolled in a dietary manager's course. He
had not started any of the course work yet.
*Review of the notification of payment revealed
the director of dietary services had enrolled in the
dietary manager's course on 3/16/15.

*The food services director had nof enrolled in the
dietary manager's course until 3/16/15.

*Her expectations would have been for the food
services director to have completed the dietary
manager's course within eighteen months of
having been hired.

Review of the provider's undated contracted Food
Services Supervision policy revealed "The Food
Service Director meets all state specific
qualifications for Food Services Director,
including education level and training."
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