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‘that assures a full and complete and separate

‘| funds entrusted to the facility on the resident's

Upon 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
all 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 persona_f
funds that do not exceed $50 in a non-interest

bearing account, interest-bearing account, or
petty cash fund.

The facility must establish and maintain a system

accounting, according to generally accepted
accounting principles, of each resident's personal

behalf.

The system must preclude any commingling of

" F158

All resident money has been put into the
resident trust account, which will be interest
bearing. Any withdrawals will be taken from
the facilities petty cash fund, or by using a
resident trust fund check. Subsequently the

“residents individual amount in our QuickBooks

system will be lowered by that amount as well
as the resident trust fund account. Quarterly
statements of the resident’s individual
amaounts will be printed out from our
QuickBooks system and delivered to each
resident.

The Administrator, Business Office Manager,
and Sacial Service Designee have worked to
alter the admission policy agreement forms to
reflect the correct information regarding
personal fund handling while residing in our
facility.

Education of our policies and laws regarding
residents funds has been passed on to the
Administrator, Business Office Manager, and
our Billing Specialist.

The Administrator or designee will audit these
changes weekly for 4 weeks and monthly for 2

~ more months by checking on deposit slips, the
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resident fund bank account, the individual

resident funds with facility funds or with the funds
of any person other than another resident.

the individual financial record must be available .
through quarterly statements and on request o

accounts in QuickBooks, and verifying
quarterly statements have been sent out. In
addition those that receive Medicaid henefits
will be notified when their account reaches
5200 less than the S5l resource limit for one

perscn .The Administrator or designae will
present the findings of the audit at the
monthly QAPI meetings with further follow-up
as recommended by the committee.

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
S5l resource limit for one person, specified in
section 1611(a)(3)(B) of the Act;and that, if the
amount in the account, in additicn to the valug of
the resident's other nonexempt resources,
reaches the SSI resource limit for one person, the
resident may lose eligibility for Medicaid or SSI.

This REQUIREMENT is not met as evidenced

by

Surveyor. 33265

Based on interview, record review, admission
agreement review, and policy review, the provider
failed to ensure one of one residents' trust fund
was in an interest bearing financial account.
Findings include:

1. Interview, record review, and policy review on
7/27/16 from 1:00 p.m. to 1:15 p.m. with the
administrator revealed:

*He believed the residents’ trust fund had been in
an interest bearing account as required. ’
*He found the account was not interest bearing
and had not been since 5/9/14,

*There was ohe of two randomly reviewed
residents (12) with more than $50 in his trust fund
account.

*Four other residents:had funds in the resident
trust fund account. The total amounts these
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‘residents had in their accounts was requested of
the administrator on 7/27/16 at 1:00 p.m., but not
received before the end of the survey.
Review of the undated provider's Resident Policy
Manual in the Personal Funds section revealed:
*"We prefer not to handle any resident funds.”
*'By law we can hold onto $50 for Medicaid '
residents and $100 for Medicare residents. Any
additional funds would have to be putinto a
resident frust account.”
Review of the undated Admission Agreement in
the Resident Funds section revealed:
*If the resident chose to have the facility manage
their finances the funds would be kept in
accordance with government regulations and
were to have been disbursed from a Resident
Trust Account. )
*Accurate records were to have been kept. :
*A resident was limited to leaving a maxdmum of D‘Mbmﬁ(g-(-
50 in a personal resident account in the nursin .
ome, : sncuding e
*The business office was to have been sending 2 nudjn;b l’\’h
quarterly statement of resident funds. Who this F226
was fo have been sent to was not identified. All incident report havefg i rev,ewed by the
*All personal funds were to have been given io Director of Nursing to ensure guestiens such
the resident, their family, or to the estate as as, "was there a possibility of abuse" was not
required by state law or regulation in the event of answered with "unknown", but has an
- | the resident's discharge or death. absolute,
F 226 | 483.13(c) DEVELOP/AMPLMENT F 226 9
s8=p | ABUSE/NEGLECT, ETC POLICIES All policies and procedures involving neglect, /5//6
] abuse, mistreatment, and misappropriation of
The facility must develop and implement written resident property have been examined and
policies and procedures that prohibit revised if n'eeded. It is the policy of Aurora
mistreatment, neglect, and abuse of residents Brule Nursing Home inc. for a staff member
and misappropriation of resident property. who witnesses or finds any incident to
complete an incident report. This is given to
the charge nurse on duty and [ater the final
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investigation will be done by the Director of

This REQUIREMENT is not met as evidenced
by
Surveyor: 26180

Surveyor. 37545

Based on record review, interview, and pollcy
review, the provider failed to ensure one of five
sampled residents (13) incident investigations
was thoroughly completed. Findings include:

1. Review of resident 13's 3/3/16 Required
Healthcare Facility Event reporting document
revealed the form was completed as foliows:
*The type of event being reported was answered
"Unsure."

*The event to have been investigated was:
"Physical harmfinjury.”

~The resident had a skin fear.

*A brief explanation of the event included "CNA
Icertified nursing assistant] noted dry bicod on the
bed when getting resident up for the day, RN .
[registered nurse] assessed note a 1 x4 cm
Jcentimster] skin tear to lef [as written] leg-upper
calf, RN cleansed, was able to roll skin together,
applied steri strips and a non adhesive dressing.:
Family, physician, and DON [director of nursing]
aware.”

*They answered if abuse/neglect was
substantiated "Unknown."

*They answered if a resident was suspected of
abuse/neglect was it a wiliful act "Unknown.”
*There was no documentation fo support the
cause of the skin tear nor had they rufed out
suspicion of ablse or neglect.

*There was no investigation completed.

Interview on 7/27/16 at 10:36 a.m. with the DON

Nursing. All investigations will have relevant
employee schedules, interviews, and
additional information if applicable stapled to
the incident report, Al state notifications will
he sent by the Director ofJNursing or designee
within 24 hours while serious injury will be
reported within 2 hours.

The Administrator, Director of Nursing, Nurses,
and Nurse Aides are aware of policies and
procedures regarding the investigating and
submitting of Incidents witnessed or found.

The Director of Nursing will audit this system
weekly for 4 weeks and monthly for 2 more
months to ensure all reports are being filled
out, the state is notified if applicable, and that
proper paperwork and information is being
included in the report.

The Director of Nursing or designee will
present the findings of the audit at the
monthly QAPI meetings with further follow-up
as recommended by the committee.
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and review of the above event reporting form
confirmed the investigation had not been
thoroughly completed or documented.

Interview on 7/27/16 at 1:10 p.m. with the
administrator and review of the event reporting
form revealed:

*He confirmed the investigation had not been
thoroughly completed.

-There were a lot of blanks on the form.

*There was no other documented information on

that incident.

Review of the provider's 7/15/13 Abuse Policy
and Procedure revealed

*The facility will identify and investigate all
suspicions or allegations of abuse (such as
suspicious bruising of residents, neglect or
misappropriation of resident property);, reviewing
the ogeurrence, patterns and trends that may
constitute abuse. This information will be used to
determine the direction of the investigation.
“Investigation to include exact timeline of events,
interviews, and statements with all staff
scheduled during time of incident.

*Investigation timeline, interviews, statements,
copies of schedules, and investigation checklist
will be kept with incident report.”

F226
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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 7/26/16. Aurora
Brule Nursing Home Inc was found in compliance
with 42 CFR 483.70 (a) requirements for Long
Term Care Facilities.

The building will meet the requirements of the
2000 LSC for Existing Health Care Occupancies
in conjunction with the provider's commitment to
continued compliance with the fire safety
standards.
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Compliance/Noncompliance Statement

Surveyor. 16385

A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
7/25/16 through 7/27/16. Aurcra Brule Nursing
Home Inc was found in compliance.

Compliance/Noncompliance Statement

Surveyor: 16385

A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 7/25/16
through 7/27/16. Aurora Brule Nursing Home Inc
was found in compliance.
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