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F 000 | INITIAL COMMENTS F 000
asderisk par 7[13/15 felphine
Surveyor; 32335 o foe Hiky Qdy inistector and '
A recertification health survey for compliance with o s |3 !
42 CER Part 483, Subpart B, requirements for b sel s
long term care facilities, was conducted from
6/8/15 through 6/11/15 and 6/16/15 through
6/17/15. Southridge Health Care Center was
found not in compiiance with the following
requirement(s): F151, F159, F168, F176, F223,
E224, F226, F241, F248, F252, F253, F278, L
F280, F281, F309, F311, F314, F323, F325, ;
F353, F366, F367, F368, F371, F441, F480, |
F493, F514, and F520. ;
F 151 483.10(2)(1)&(2) RIGHT TO EXERCISE RIGHTS F 1511 The Code Status was identified and
ss=F | - FREE OF REPRISAL documented in the chart for residents #10

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States,

The resident has the right to be free of
interference, coercion, discrimination, and reprisal
from the facility in exercising his or her rights.

“This REQUIREMENT is not met as evidenced

by

! Surveyor: 33488

Surveyor. 32333
Surveyor; 14477

Surveyor: 33265

A. Based on observation, interview, record
review, and policy review, the provider failed to
consistently identify residents' choice for code
status (CPR [cardiopulmonary resuscitation]) for
3 of 16 sampled residents (10, 16, and 22).

and #22. Resident #16 was discharged on A (
6-24-15, All residents were audited for
their Code Status by the Social Services
Department by July 8, 2015 and any
conflicling issues were resolved i
immediately by Social Services. The facility
policy and procedure on Code Status
(CPR) was revised on 7-08-15. L
The DON educated all facility staff on the ;
new Code Status policy and procedure on
between July 14-15, 2015. The blue band
system has been discontinued.

LABORATORY DI CT('?‘S 0 ROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE = (XB) DATE
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Any deficiency statement ending with an asterisk

program participation.

{*) denotes a deficiency which the institution may be excused &

other safeguards provide sufficlent protection {o the patients. {See instructions.) Except for nursing homes, the o
foilowing the date of survey whethert or not a pian of correction is provided, For nursing homes, the above findi T8, L6=)
days following the date these documents are made available to the facility. If deficiencies are cited, an approve F,L of correction is requisite to co

idingit.is.detamningd.that
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F 151 Continued From page 1 F 181{ The Social Services department audited
Findings inciude: all current residents fo ensure the
. following match per resident: proper code
1. Observation on 6/9/15 at 9:30 a.m. in resident status, advanced directives, physician
10's room revealed the rgsident was not wearing arder and care plan, Pocket Care Plan.
@ bius armband on his wrist. The blue band system is discontinued.
Interview on 6/9/15 at 11:20 a.m. with licensed Residents with a FULL CODE status wil
practical nurse (LPN) KK revealed a resident who be identified as a red sticker on the
was a full code (initiate CPR) should have been outside of their chart spine and a red
wearing a blue armband on their wrist. sheet of card stock on inside of resident
) ! . chart labeled FULL CODE. All staff will
Interview on 6/0/15 at 11:23 a.m. with certified be in-serviced regarding the procedure 7/ i 1 5
nursing assistant/ medication technician U between July 14-15, 2015
revealed the way to find the resident's code Social Servi .“' dit . dents #10
choice was to look at the page in the medication ociat Services will audit resioents #1¢,
administration record (MAR) notebook by their #22 each week for one month and then
photograph, or in the medical record. manthly for 3 months on residents #10,
#22 along with 10 random resident charts
Review of the resident 10's complete medical audits to ensure proper code status is
record revealed: identifiad.
“There was a "No Code" (CPR) sticker next to his The DON and/or designee will be
picture on the page in tf'le MAR notebook. responsible for conducting audits and for
*There was no information about code status on X
the MAR. overall compliance. The DON and/or
*There was a physician's order signed on 5/22/15 designee will report audit findings at the
for the resident to have beeen a full code. monthly QAP meeting for 1 year and then
“The 2/23/15 care plan for resident 10 regarding as deemed necessary by the QAPI
the code status dated 2/23/15 originally had "Do committee.
Not Resuscitate” (DNR) identified. That was The facility meal/menu policy & procedure
crossed off and "Full Code” written in without a was reviewed on July 6, 2015. Al facility
date or identification of who made the change. staff was educated on this new policy/
2. Observation on 6/16/15 at 8:50 a.m. in East procedure by the Administrator and DON
dining room revealed resident 22 did not have a between July 13-15, 2015.
blug armband on either wrist.
Review of resident 22's complete medical record
revealed:
*The admitting orders dated 5/22/15 had not
FORM CMS-2567(02-99) Previous Versions Obsolete Event I10: 3GTM11 Facility 1D: 0074 If continuation sheel Page 2 of 158
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included any order for code status.

*The physician summary sheets for medication
and treatment orders for May 2015 and June
2015 both listed the resident as a fuli code.
Neither form was signed by a physician.

*The Chart Order form in the front of the medical
record has a "No Code” sticker attached to it.
*The Pocket care plan sheet for East wing dated
6/15/15 identified her as a "DNR" (do not
resuscitate). This sheet was utilized by certified
nursing assistants as a quick reference,

3. Interview and record review including surveyor
32331 on 6/16/15 at 5:00 p.m. with the director of
nursing (DON) and administrator revealed:

*The DON stated they would treaf residents as a
full code until a code status was ordered.

*“The DON stated she believed the code status
should be identified and signed by the physician
within the first day after admissicn.

*The administrator requested an audit of code
status for all residents be completed that evening.

Surveyor 14477

4. Random observation on 6/10/15 in the
afterncon of resident 16 revealed she had no biue
wrist band on either wrist.

Review of resident 18's medical record revealed
full code status was documented and a full code
sticker was on the inside cover of the medical
record. Review of the medication administration
record (MAR) revealed a no code status sticker
on resident's 16's MAR. Interview with registered
nurse (RN) D indicated the sticker must have
been left over from another resident and she
removed it.

Interview at the above time with resident 16 and

A new 16 tray insulated dietary cart was
purchased on July 6, 2015 to transport food
to Memory Care community.

An insulated pan carrier was purchased to
transfer food to East Hall and Warren
Rehabilitation Hall. The tentative delivery
date of both items is 1-2 weeks from the
date of purchase.

All residents in the facility were interviewed
by the Dietary Manager on food preferences.
Food preferences will be kept in a binder in
the CDM office and on their diet card.
Family members were interviewed by the
Dietary Manager for residents that are not
interviewable to obtain food preferences by
July 10, 2015.

The Kitchen will ensure that enough food

of the posted main enirée and the alternative
food list is available for each meal in order
to maintain resident choice. Memory Care
unit residents and/or their families will be
asked to determine food likes or dislikes by
July 10, 2015. Alternative menu items will
be available if the resident desires a change
in the menu item. Dietary cards with
resident names will be on the trays and
include likes and dislikes.
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RN D in attendance revealed her desire to be a
full code status. She stated she did want fo wear
the biue wrist band to indicate that status. RN D
then applied the blue band to resident 16's left
wrist.

5. Interview on 6/17/15 in the morning with the
DON and administrator revealed they confirmed
the blue band system to identify full code status
was flawed. They agreed some residents wanted
to be full code and didn't have the blue wrist band
applied in a consistent manner.

Surveyor. 33265

6. Review of the provider's 10/28/13 Advanced
Diractives {code status and other resident
choices) policy revealed:

“Information concerning resident wishes
concerning advanced directives would be
displayed in plain view in the medical record.
*There was no information that a resident wearing
a blue armband was to have been considered as
a full code.

B. Based on observation, interview, record
raview, and policy review, the provider failed o
ask residents' preference for meal chaoice in three
of four dining rcoms (Memory Lane, Center Wing,
and East Wing). Findings include:

1. Observation on 6/9/15 at the noon meal in the
East Wing dining room revealed:

“Those residents' needing assistance with eating
were not offered a choice for the meal service.
*Dietary Aide F was dishing up food and directing
who the plate went to at the assisted tables.

Surveyor: 33488
Observation on 6/8/15 during the noon meal

conducted weekly for 1 month and then
monthly for 3 months to ensure residents
are being offered appropriate meal
choices. These audits will be conducted
by the Dietary Manager and/or designee

who is responsible for overall compliance.

The Dietary Manager and/or designee
will report the audit findings to the
monthly QAP meeting for 1 year and
then as deemed necessary by the QAPI
committee.
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Continued From page 4

service revealed:

*The east dining room dietary aide F ran out of au
gratin potatoes to serve.

*Cook J entered the East dining room and told
dietary aide F "No more au gratin potatoes. Give
them mashed.”

Surveyor: 32333

Observation and interview on 6/9/15 at 11:52 am,
during the noon meal service in the Center dining
room with resident 45 revealed:

*Some days they would bring dessert and some
days they would not.

*The dessert on the menu that day for the noon
meal was lime parfait squares.

*The dessert served that day was apple sauce,
*Some tables were served the apple sauce and
some were not.

Surveyar: 32335

Observation on 6/9/15 at 11:50 a.m. in the
Memory Lane unit revealed:

*Food had been brought to the unit in a silver
portable enclosed rack on wheels.

*The rack had not been insulated.

*There were twelve trays in the rack.

*There were no diet cards or names on the trays.
*Staff passed the trays without asking residents
what they wanted.

*Certified nursing assistant (CNA) L left the unit to
go the Warren dining room to obtain another
breaded pork for a resident that required finger
foods.

-She could not eat the liver and onions.

*The dietary manager (DM) and registered
dietician (RD) had not been present during any
part of the meal observation.

Interview on 6/9/15 at 12:00 p.m. with CNA MM

F151

21615

FORM CMS-2567{02-89) Previous Versions Obsolete Event 1D: 3G7M11

Facility iD: 0074 if continuation shee! Page 5 of 158



PRINTED: 07/01/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, £938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
435039 8. WING 06/17/12015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

3600 SOUTH NORTON AVENUE

SQUTHRIDGE HEALTH CARE CENTER SIOUX FALLS, SD 57105

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 151 Continued From page 5 F 151
revealed:

“The Warren dining room staff served up the
trays for Memory Lane.

*They would get six trays of one entree and six
trays of the other entree being served for that
meal.

*There were no diet cards or names on the trays.
“There had been six trays of liver and onions with
mashed potatoes and six trays of breaded pork,
green beans, and twice baked potatoes.

*“They passed out the trays based on what they _ / é’/§
thought the residents wouid fike. 7

*A resident could not get one item from the first
entree offered and a another item from the
second entree.

Surveyor. 32333

Group interview on 6/9/15 at 3:15 p.m. with fifteen
residents in attendance revealed it was a group
CONSensus:

*The food was "hit or miss [Some days its good
and they receive what was listed on the menu
and some days they had not].”

*If staff ran out of the main course the aiternative
was served. i
“The residents did not have a choice if the kitchen |
ran out of the main course,

Surveyor; 33488

Observation and interview on 6/9/15 at 5:25 p.m.
with dietary aide H as she dished up food in the
Warren Dining room to be taken fo the Memory
Care unit revealed:

*She dished six meals of the first choice meal
and six meals of the second choice meat on o
plates, covered them, and placed them in a
transport cart to be taken into memory lane.
*She had not reviewed any meal cards prior to
dishing the meals up for the residents.
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*The cook would prepare half of the scheduled
meal and half of the alternate meal in the kitchen
and would send them daily to the Warren and
Memory Care units.

*She dished up a cold bright green pureed
substance.

Observation and interview on 6/9/15 at 6:00 p.m.
with the DM regarding the bright green pureed
food revealed:

*That was pureed green bean salad.

*It had not been the three bean salad that was on
the menu and served fo the other residents. It
consisted of only green beans.

Surveyor: 32335

Observation on 6/9/15 at 5:50 p.m. of the meal
service in Memory Lane revealed:

“There were six trays of hamburger and fries and
six frays of soup with a cheese sandwich.

*Fhere had been no 3-bean salad as written on
the menu to go with the soup and sandwich.
*There were no names or diet cards on the trays
to know which resident was to get which tray.
*Staff passed the trays without asking the
residents what they wanted.

*Staff had passed the six trays that had the
hamburger and fries before realizing the resident
with the diet order of finger foods had not
received that entree.

*Staff cut up the cheese sandwich for her and
stated they would have to go find something else
as the soup was in a bowl.

*The DM and RD had not been present during
any patt of the meal observation.

Review of the dining room audits completed by
the RD revealed:
*No alternative options had been offered to the
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residents on;

-10/16/14 in the Center, Memory lane, and
Warren dining rooms.

-10/21/14 in the Memory Lane dining room.
*On 10/31/14 the audit form had changed to
include "choices are offered for the meal.”

*On 11/4/14 choices were not offered in the
Warren dining room. For Memeory Lane she had
checked no and wrote "didn't observe this, staff
don't give choice.”

*On 11/10/14 choices were not offered in the
Warren and Memory Lane dining rooms.

*On 11/17/14 choices were not offered in the East
dining room.

*On 11/18/14 choices were not offered in the
Center dining room.

*On 11/24/14 choices were not offered in the East
dining room.

*On 11/25/14 choices were not offered in the
Memory Lane dining room.

*On 12/1/14 choices were not offered in the
Memory Lane dining room.

*On 12/314 choices were not offered in the
Warren dining room. She had written "another
complaint of residents.”

*On 12/8/14 choices were not offered in the
Memory Lane dining room.

*There were no other audits o review past
12110414,

*There had been ne corrective action
documented on any of the above audits.

Review of the dietary cards for Warren and
Memory Lane revealed there weare no resident
preferences listed.

Interview on 6/10/15 at 9:35 a.m. with the DM and
RD revealed:
*They had not prepared enough of one entree for
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all residents to have if that was what they had
wanted.

*They were comfortable with six trays of each
entree being delivered to Memory Lane.

*If residents wanted something else staff were to
have called the kitchen and requested the item.
*They were unaware choices were not being
offered to the residents.

*Not all of the residents in Memory Lane or the
other dining rooms could make a choice but
some could and those residents should have had
the opportunity to choose.

Review of the provider's undated Open Style
Dining policy revealed dietary staff were to have
offered food and beverage choices to the
individual at the point of service.
483.10(c)(2)-(5) FACILITY MANAGEMENT OF
PERSONAL FUNDS

Upan written authorization of a resident, the
facility must hold, safeguard, manage, and
account for the personal funds of the resident
deposited with the facility, as specified in
paragraphs (c)(3)-(8) of this section.

The facility must deposit any resident's personal
funds in excess of $50 in an interest bearing
account (or accounts) that is separate from any of
the facility's operating accounts, and that credits
ail interest earned on resident's funds to that
account. {In pooled accounts, there must be a
separate accounting for each resident's share,)

The facility must maintain a resident's personal
funds that do not exceed $50 in a non-interest
bearing account, interest-bearing account, or
petty cash fund.

F 151

F 159

5

This deficient practice could affect all
residents. Resident #10 will have another
Automatic Payment Authorization Form
filled out with the resident and Duly
Authorized representative completed if
both individuals agree. The facility will
reimburse the overdraft charges. The
Accounts Receivable employee will audit
all current resident financial folders to
ensure a current Automatic Payment .
Authorization Form is present by
July 14, 2015,

FORM CMS-2567(02-9%) Previous Versions Obsolete

Event 1D: 3G7M11

Facility 1D; 0074

if continuation sheet Page 9 of 158



PRINTED: 07/01/2015
FORM APPROVED
OMB NO. 0938-0391

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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
435039 B. WING 06/17/2015
NAME OF PROVIDER OR SUPELIER STREET ADDRESS, CITY, STATE, ZIP CODE
3600 SOUTH NORTON AVENUE
SOUTHRIDGE HEALTH CARE CENTER
SIOUX FALLS, SD 57105
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIGER'S PLAN OF CORRECTION (¥3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 159 Continued From page 9 F 158! The facility reported the missing items to

The facility must establish and maintain a system
that assures a full and complete and separate
accounting, according to generally accepted
accounting principles, of each resident's personal
funds entrusted to the facility on the resident's
behalf,

The system must preclude any commingling of
resident funds with facility funds or with the funds
of any persan ofher than another resident.

The individual financial record must be available
through quarterly statements and on request to
the resident or his or her legal representative.

The facility must notify each resident that receives
Medicaid benefits when the amount in the
resident's account reaches $200 less than the
S8l resource limit for one person, specified in
section 1611(a)(3)(B) of the Act; and that, if the
amount in the account, in addition to the value of
the resident's other nonexempt resources,
reaches the SSi resource limit for one person, the
resident may lose eligibifity for Medicaid or SSI.

This REQUIREMENT is not met as evidenced
by:
Surveyor: 32331

Surveyor: 33265

Based on interview, and record review, the
provider failed to track the management of
resident's funds for one of three sampied
residents (10). Findings include:

Survayor 32331
1. Interview and observation on 6/10/15 at 3:45

the Dept of Health and the Sioux Falls
Police Department on 6-16-15. The cell
phone was found, is in operable condition
and given to the family. Social worker
and maintenance searched the room of
resident #10 and located the hearing
aide, 2 checkbooks and a signature
stamper. All items were turned over to the
family. Family advised that there was
only 1 hearing aide (left ear) so that was
given fo the charge nurse to place in the
locked medication room for Resident #10
to use. The family reported that the
debit card was canceled months ago.

The Social Services department will ask
every resident or resident representative
by July 14, 2015 the questions listed on
the Quality of Care rounds sheet which
asks if the resident is missing any stolen
property. Responses that indicate a
problem will be entered as a grievance or
reported to the Department of Health if the
criteria are met.

The CFO and or designee provided an
in-service on July 13, 2015 regarding the
Trust Fund Policy with the Administrator,
Accounts Receivable, Accounts Payable
and the receptionists present.

A
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p.m. with the accounts receivable employee in
the finance office regarding resident 10's resident
trust account revealed:

*He had opened a resident trust account on
5/1/15 with a balance of $175.00.

*He had used the account once since the above
time on 5/4/15 for barber services with a
withdrawal of $15.00.

*His current resident trust fund balance on
8/10/15 was $160.00.

*She showed this surveyor cne legal-sized
envelope that had been stored in the business
office Seniry safe compartment that contained
the following:

-One signed check blank by resident 10,

*On the outside of that same above envelope
there were handwritten notes with the following:
-The amount of $184.00 had been underlined and
scribbled out, and the amount of $175.00 was
wiitten next o it.

-"2 [two] check blanks."

- An asterisk (*) with "took 1 chx (check) biank on
4/3115" and initials of the accounts receivable
employee,

-Resident 10's name.

-Twe more sets of initials.

*She stated he had used one of the check blanks
for a purchase on 4/3/15,

*She stated when the envelope had been given o
her to put in the business office's safe it had
contained:

~-Two blank checks.

-A total of $175.00 in cash.

*She stated there had not been a debit card in the
above envelope when it had been given to her to
putin the safe,

*That above $175.00 in cash had been placed in
a resident trust account on 5/1/15,
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F 159 Continued From page 10 F 159

The facility Trust Fund Policy meets the
requirements of F159. The CFO and/or
designee will audit 10 random Resident
Trust accounts on a monthly basis to
ensure that the Trust Fund Policy is
being followed. Noticed deviations from
the Trust Fund Policy will result in
properly correcting the issue and
educating the staff member that did not
follow the Trust Fund Policy.

The CFO and/or designee will report the
audit findings to the monthly QAPI
meeting for 1 year and then as deemed
necessary by the QAP committee.

'7»/64(
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2. Review of resident 10's complete medical
record and financial documentation revealed:
*The Inventory of Personal Effects included the
following;

-One wallet with $184.00, two blank checks, and
a debit card.

“One shest of paper in the medical record had
the following written on it; "when [name]
discharges - he has money in the finance office.” fal/al 9
it was signed by social services designee (35D)
T, but there was no date.

*Automatic Payment Authorization Form had the
following:

-The information for ane bank account was filled
in, then crossed off, and a second bank account
information at another bank was filled in. There
was no date when the change was made or
initials of who made the change. There were no
initials or signature by the resident giving
permission for that change.

-Date for each months invoice with a starting date
of 4/5/15.

-The only information in the resident section was
the resident's sighature and 3/30/15 date.

-No information the other section for Duly
Authorized Representative. it did not state on the
form that this was a shared account with the son,
-No sighature or date in the provider's section at
the bottom.

*Authorization for provider's trust fund was signed
by the resident and dated 4/29/15,

interview on 6/16/15 at 10:55 a.m. with the son of
resident 10 revealed:

*He believed his father was transferred from the
previous facility with the following belongings:
-Wallet,

“Watch.
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-Two blank checks.

-One cell phone.

-One shirt,

-One pair of pajamas.

*His father had been moved to this facility while
he had been on a two week vacation. Upon his
return he brought his father the following items:
-Twao check books from different facilities.
-Signature stamper for his use.

Further interview on 6/16/15 at 1:15 p.m. with the
son revealed:

*The next time he had visited his father, he could 7 /(’_ﬁ/
not find the check books or the stamper.

*At that time nothing was missing from either of
the accounts.

“The provider had used a joint bank account
{father and son) to withdraw money from, and the
account was overdrawn. He stated that was on
4/7M5.

*The provider called him and explained what
happened and asked for the routing number for
the other bank account.

“He stated he had to pay overdraft charges and
was not reimbursed by the provider.

*He said there could have been a debit card, but
he was not sure which financial institution it would
have been from.

*He had no idea if the provider reported missing
iterns to the State Department of Health.

interview and record review on 8/16/15 at 2:15
p.m. with social worker designees (SSD) S and T
concerning missing items revealed:

*35D S had only recently become resident 10's
SSD.

*SSD S had two cell phones that had been
washed in the laundry siiting on his desk. He had
no idea who they belonged to.
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Continued From page 13

*Neither one had known of resident 10's missing
items,

*SSD T remembered after reviewing records that
she had left eight or nine dollars in resident 10's
walllet and then put the rest in the safe. She was
not sure about the debit card.

“Both SSDs agreed when personal property was
missing the routine was:

-They would write a grievance.,

-If money was involved the police would have
been notified and the State Department of Health
would have been notified.

-If a cell phone was missing a grievance would
have been written and the administrator would
have been notified.

*There were no grievances written for any
missing items for resident 10.

interview on 6/16/15 at 2:20 p.m. with the
accounts receivable employee regarding resident
10's account revealed:

*She remembered cash and two blank checks
when he was admitted in February 2015,

*The cash was left in the safe until 5/1/15 when it
was fransferred into the resident trust fund.

*One check had been used. The one remaining
blank check was still in the safe.

483.10(f{2) RIGHT TO PROMPT EFFORTS TO
RESOLVE GRIEVANCES

A resident has the right to 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

F 159

F 166

AT

This deficient practice could affect all
residents. The Department of Medical
Records informs residents and family for
regularly scheduled appointments by mail.
Charge nurses will notify residents and/or
family about upcoming appointments by
each Friday for the following week.
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Surveyor: 33265

Surveyor: 32333

Based on observation, interview, record review,
and policy review, the provider failed to ensure
one of cne randomly observed resident (44) and
a random group of fifteen residents had been
notified of doctors’ appointments in a timely
manner.

Findings include:

Surveyor; 33265

1. Observation on 6/9/15 at 12:09 p.m. in the East
wing dining room revealed:

*Licensed practical nurse (LPN) KK told resident
44 she needed to go o see the physician right
away.

*The resident stated she knew nothing about
having a doctor's appointment.

*She had not received her meal.

*Her meal was quickly brought to her, and she
was told to hurry and eat,

*She finished most of her meal and was whesled
out before dessert was served.

Surveyor: 32333

2. Group interview on 6/9/15 at 3:15 p.m. with
fifteen residents in attendance revealed it was the
group consensus:

“They were not being notified of doctor's
appointments n a timely manner.

*A staff member would notify them of a doctor's
appointment minutes before they were
scheduled.

*They had brought that to the provider's attention
several times in the past.

*That grievance was not being followed-up on nor
resolved.

{Interdisciplinary Progress Note) note in
the EMR about the notification

of the upcoming medical appointment.
The Social Services department will ask
every resident or resident representative
by July 13, 2015 the questions listed on
the Quality of Care rounds sheet which
asks if the resident is receiving enough
notice for their medical appointments.
Responses that indicate a problem will be
entered as a grievance or reported to the

Department of Health if the criteria are met.

All staff will be inserviced between

July 13-15, 2015 about the medical
appointment process. The charge nurses
will review the transportation log daily to
review if there are medical appointments
for the day and remind the resident of the
appointment 1/2 sheet of paper. All
grievances mentioned in the Resident
Council will be entered in a Resident
Grievance Complaint Log by the Activities
Director and the Grievance given to the
appropriate department in accordance with
the Grievance Policy and Procedure. The
Clinical Coordinators will choose 5 random
residents that had medical appointments
for the calendar month.

s
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F 166 | Continued From page 15 F 166| The Clinical Coordinators wilt ask the
Review of the resident council meeting minutes resident or Responsible party if they were
from January 2015 through June 2015 revealed: notified timely of the appointment
*1/5/15 New business "Some residents _ Y . PP N
expressed concern in not receiving appointment The Social Services Department wil
reminder sheets. follow-up with all grievances brought forth
! H (13 H .
i 2!2/15 Old business ReSIden‘ts are not gettlng in resident council using the grievance
their announcements of doctor's appointments.
*3/2/15 Old business "Residents are not getting procedure.
their announcements of doctor's appointments.” The Clinical Coordinators will report the
t:t/a 1 ;’é Li gzg@;"igﬁgeiﬁgow‘”p mentioned for findings of the Medical Appointment audit 7,/&——[59,
*5/13/15 There was no follow-up mentioned for and Social Workers will report results of
the above stated concemns, any grievances for the month to the QAP!
*6/1l1 5 NEW bUSlneSS “[Resident name} Said they committee for a period of 1 year and then
are not being notified about appointments. as deemed necessary by the QAP]
Interview on 6/16/15 at 2:25 p.m. with the committee. f
administrator and director of nursing revealed
they would have expected follow-up and ;
resolution with resident council grievances. !
Surveyor: 33265
Review of provider's 11/8/12
Grievance/Complaints Policy and Procedure
revealed anyone who complained had a right to
request and receive a writien response to the
complaint within a reasonable period of time.
F 176 483.10(n) RESIDENT SELF-ADMINISTER F 176} The facility policy and procedure on
s8=p | DRUGS IF DEEMED SAFE self-administration of medications was
revised on 7-08-15. All nursing staff will be
An individual resident may self-administer drugs if educated on this procedure bg the DON
the interdisciplinary team, as defined by on Julv 13-15 2015. . Resident #10 and
§483.20(d){2)(ii}, has determined that this y , . o
practice is safe. all other residents in the facility were
assessed on 7-08-15 to determine their
ability to self-administer drugs by the DON
This REQUIREMENT is not met as evidenced and/for designee.
by:
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F 176 | Continued From page 16 F 176| Assessment determinations will be

Surveyor; 34030

Surveyor: 33265

Based on observation, interview, record review,
and guideline review, the provider failed to
appropriately assess one of one sampled
residents (10} on nebulizer (machine that turns
quid medication into aerosol that is inhaled)
treatment for self-administration of medication
after set-up. Findings include:

Surveyor: 34030

1. Observation and interview on 6/9/15 at 11:30
a.m. of a nebulizer treatment for resident 10 by
medication aide U revealed:

*She stayed with the resident during the entire
treatment.

*She stated "l need to stay with him as he can't
do this [nebulizer] on his own."

Surveyor 33265

Review of resident 10's complete medical record
revealed:

*Nurses notes from 3/28/15 by licensed practical
nurse (LPN) QQ stated "does neb {nebulizer]
after set up well."

*The resident had an Assessment for
Self-Administration of Medications completed on
5715,

~The assessment stated the resident was fully
capabie of administering inhaled medications
after it was set-up.

-Two nurses: LPN KK and registered nurse (RN)
RR had signed under the interdisciplinary team
section.

-There was no physician's signature.

Review of the provider's 12/08/08 Assessment for
Self-Administration of Medications form revealed

documented in each of the resident’'s EMR
and included on each MAR/TAR after the
physician orders are obtained.
Self-administration of medication
assessment will occur quarterly,
Audits will be conducted weekly for 1
month and monthiy for the next 3 months
on resident #10 and five other residents
on a nebulizer treatment to ensure
self administration orders are in place or
that trained nurses or med techs are
assisting the residents without
self administration of drug orders with their
nebulizer treatments. The audits will be 744,—/9/
canducted by the DON and/or designee
who will also be respongible for overall
compliance. Audit findings will be reported
to the monthly QAPI meetings for 1 year by
the DON and/or designee and then as i
deemed necessary by the QAP committee.
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Continued From page 17

an evaluation was required before
self-administration of medications and at least
every three months thereafter,

Review of the provider's undated
Self-Administration of Drugs guidelines revealed
residents were not permitted to administer any
medication in their rooms untess the attending
physician had written an order for the
self-administration of the medication.

Interview and record review including surveyor
32331 on B/16/15 at 5:00 p.m. with the director of
nursing and administrator revealed the DON was
not aware resident 10 was self-administering the
nebulizer after set-up.

483.13(b}, 483.13(c)(1){)) FREE FROM
ABUSE/NVOLUNTARY SECLUSION

The resident has the right to be free from verbal,
saxual, physical, and mental abuse, corporal
punishment, and involuntary seclusion.

The facility must not use verbal, mental, sexual,
or physical abuse, corporal punishment, or
involuntary seclusion.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 33265

Based on observation, interview, record review,
and policy review, the provider failed to ensure
freedom of movemaent for one of one sampled
residents (10). Findings include:

1. Observation and interview on 6/10/15 from
12:40 p.m. to 1:00 p.m. in the East wing, far East

F176

F 223

S
The door of resident #10 was adjusted

and operates properly. Maintenance
audited all doors of the facility on

July 10, 2015 to ensure proper operation
and ensure that the door doesn't stick to
the frame. All doors are now open and
close properly.

Inveluntary seclusion could affect all
residents. All staff will be educated on the
facility’s abuse and neglect policy
including the different types of abuse
including involuntary seclusion between
July 14-15, 2015, The Sccial Services
department will ask every resident or
resident representative by July 13, 2015
the questions listed on the Quality of Care
rounds sheet which asks if the resident has
ever experienced involuntary seclusion. i
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F 223 | Continued From page 18 F 223 Responses that indicate a problem will be

hallway revealed:

*At 12:40 p.m. resident 10 was seated in his
wheelchair, his knees were up against the bed,
his head was down.

*At 12:45 p.m. resident 10 put his call light on. It
stayed on for several minutes, and then went into
a faster beeping and flashing mode. The resident
made his way into the hall with his wheelchair and
stayed just outside of his doorway.

*At 12:53 p.m. three certified nursing assistants
{CNA} came to answer the call light. The resident
was pushed back into his room, the television
was turned on, and cne CNA asked him if the
channel was okay. | heard no response from the
resident,

*At 12:55 p.m. the resident turned his light on
again and went out into the hallway in his
wheglchair.

*Two of the above three CNAs returned to his
room, CNAs | and JJ pushed him backwards into
his room. CNA i told him he needed to wait ten
more minutes then they would move him into his
recliner, then they closed the door to his room,
*When the two CNAs were asked why the
resident had to wait ten minutes. CNAI
responded he wanted to know his weight, and
they had not had time to get it.

*This surveyor had previously identified the door
to his room stuck and was difficult to open.

*On previous random observations whan the
resident had been in his recliner and watching
television, the door had been left open a few
inches and the resident could have been seen in
the recliner.

After the CNAs had closed the resident's door
and left the following occurred:
*The resident was heard trying to open the door.

entered as a grievance or reported to the
Department of Health if the criteria are met.
The social services department will audit
10 random residents per month and ask if
a staff member has involuntarily secluded
them:.

Audit findings will be reported to the
monthly QAP] meeting for 1 year by the
Social Work Department and then as
deemed necessary by the QAP| committee
if no further patterns persist.
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*The door knob was moving, but it was not
opening.

*After knocking on the door, this surveyor opened
it slowly to find the resident was right in front of
the door.

*He motioned with his hands he wanied to move
to the recliner.

-His calt light was not seen.

*At 1:00 p.m. the resident's light was back on.
*The two CNAs returned with an EZ Stand
{device to assist in lifting a person into the
standing position) to move the resident.

interview and record review including surveyor
32331 on 6/16/15 at 5:00 p.m. with the director of
nursing (DON) and the administrator, revealed
they were;

*Unaware of the event.

*Wanting to know if the event needed fo be
reported to the Department of Health office in
Pierre at this time.

Review of the provider's June 2014 Reporting
Apuse to Facility Management policy revealed:
*Involuntary seclusion was listed as a type of
abuse.

*The definition for involuntary seclusion included
a resident being confined to his room against his
will,

*Employees, facility consuitants, and or attending
physicians were to report abuse or suspected
abuse to the administrator or DON.

483.13(c) PRORIBIT
MISTREATMENT/NEGLECT/MISAPPROPRIATN

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

F 223

F 224
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and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by
Surveyor: 32331

Surveyor: 33265

Based on obhservation, interview, record raview,
and policy review, the provider failed to identify,
frack, and investigate the loss of one of one
sampled resident's (1G) personal property.
Findings include:

1. Observation on 6/8/15 at 12:00 noon meal and
at the evening meal on east wing in the dining
room revealed resident 10 had not worn his
dentures or hearing aides for either meal,

Review of resident 10's complete medical record
revealed:

*The Inventory of Personal Effects form listed the
following:

-One pair of dentures, upper, and lower.

-One pair of giasses - gold framed/brown in color,
-One cell phone, black Samsung flip type.

-One wallet with $184.00, two blank checks, and
a debit card.

-One gold Timex watch,

The Activities Evaluation form dated 2/12/15
revealed:

*"Hearing aides needed from."

*The check box for hearing aides was checked.
-Further clarification of which side or sides the

for resident #10 to the Dept of Heaith and
the Sioux Falls Police Department on
6-16-15. The cell phone was found, is in

operable condition and given to the family.

Social worker and maintenance searched
the room of resident #10 and located the
hearing aide, 2 checkbooks and a
signature stamper. All items were turned
over to the family. Family advised that
there was only 1 hearing aide (left ear)
so that was given to the charge nurse to
place in the locked medication room for
resident #10 to use. The family reported
that the debit card was canceled months
ago. Social Services asked the resident
and his son if any other items are missing
on July 9, 2015. The Social Services
department will ask every resident or
resident representative by July 13, 2015
the questions listed on the Quality of Care
rounds sheet which asks if the resident
has any missing property. Responses
that indicate a problem will be entered as
a grievance or reported to the Depariment
of Health if the criteria is met. The social
services department will continue to
maintain a Grievance Log in the Sccial
Work office and follow the facility
Grievance Policy and Procedure.
All staff will be in-serviced on the
Grievance Policy Procedure between
July 14-15, 2015.

a3

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

Event 1D: 3G7M11

Facility |D: 0074

if continuation sheet Page 21 of 158




PRINTED: 07/01/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
B. WING 06/17/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3600 SOUTH NORTON AVENUE
SOUTHRIDGE HEALTH CARE CENTER SIOUX FALLS, SD 57105 |
(X4} ID 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
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

F 224 | Continued From page 21

"dentures” written in.

revealed:

aides.

fid.

ear.

revealed she:

hearing aide,

date was not known.

hearing aides were for was not checked,
*Under adaptive equipment nothing was checked:
no hearing aides, no glasses, and no dentures.

The 2/12/15 Cral/Dental Status form stated "left
dentures at (former facility).”

The 5/6/15 Oral/Dental Status form had

Interview on 6/10/15 at 8:15 a.m. with certified
nursing assistant (CNA) LL regarding resident 10

*She did not know about the resident's hearing

*She thought one had worked.

*She usually worked evenings and had never
seen a hearing aide belonging to him.

*She searched for his dentures and iocated both
upper and lower dentures in a dry cup without a

*When she offered him his dentures he declined.
Further interview on 6/10/15 at 8:30 a.m. with
CNA LL regarding resident 10's hearing aide

revealed she had asked her ¢colleagues and they
said there had been one hearing aide for the left

Further interview on 6/10/15 at 8:15 a.m. with
CNA LL regarding resident 10's hearing aide
*Had asked other staff members about the
*Was told the hearing aide was not working and

had been given to the family to take home. That

Interview on 6/16/15 at 1:15 p.m. with the son of

F 2241 The social services department wi