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A recertification health survey for compliance with

:42 C![:R Part 4613, %}bpart B, rquiretmgr;ts for ‘f(\jtu\”\} OkC\mlﬁ MYO(.
ong term care facilities, was conducted from -
7/5/16 through 7/7/16. Avera Prince of Peace was | - P&lﬁmtﬂél—
found not in compliance with the following

requirements: F176, F221, F280, F281, F309,
F323, F329, F332, F371, F386, and F441.

A complaint health survey for compliance with 42
| CFR Part 483, Subpart B, requirements for long
term care facilities, was conducted from 7/5/16
through 7/7/16. Areas surveyed included
accidents, resident/patient/client abuse, and
nursing services, Avera Prince of Peace was
found not in compliance with the following
requirements: F223, F226, and F250.

F 176 | 483.10(n) RESIDENT SELF-ADMINISTER F 176
s8=D | DRUGS IF DEEMED SAFE

An individual resident may self-administer drugs if
the interdisciplinary team, as defined by
§483.20(d){(2)(ii), has determined that this
practice is safe.

This REQUIREMENT is not met as evidenced
by:

Surveyor. 35625

Based on record review, interview, and policy
review, the provider failed to ensure one of one
sampled resident (5) who self-administered a
nebulizer medication had been assessed for her
capability to self-administer medication. Findings
include:

1. Review of the medicai record for resident
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revealed:

*She had been admitied on 6/1!15

*She received two medications via her nebulizer.
-The first medication was administered twice a
day.

-The second medication was administered three
times a day.

*On 3/21/16 her primary care physician had
ordered she could self-administer her nebulizer
medications after nurse set-up.

*There was no documentation an initial or
subsequent self-administration of medication
assessment had been completed.

*Her plan of care had not included
self-administration of her nebulizer medications.

Interview on 7/7/16 at 11:20 a.m. with registered
nurse coordinator G regarding resident 5
confirmed:

*No initial or quarterly self-administration of
medication assessments had been done at the
instruction of the former director of nursing.
*Staff allowed the resident to self-administer her
nebulizer medications after set-up.

*Staff had been educated that without a
self-administration of medication assessment the
resident could not be left alone, but it continued to
occur.

Interview on 7/7/16 at 3:20 p.m. with resident 5
revealed the staff often left the room after they
had started her nebulizer treatment.

Review of the provider's 10/27/15 Medication
policy revealed.

“'Medications will be administered by nursing
personnel until the interdisciplinary team has had
the opportunity to obtain information necessary to
make an assessment of the resident's ability to

2016 for appropriateness to be able to

self-administer her nebUIizer!} The
{process for residents self-administering

SRAR - (L PVSELr Hneie
AiCosoNnS.

Resident #5 was assessed on July 18,

medications was changed to make sure
staff stay with residents to ensure
resident completed medication process
correctly. The self-administration of
medications policy 1o include the
changed process was covered at the
mandatory all staff meetings on
7/27/16, 7/28/16, 8/1/16 and 8/2/16.
The RN coordinators will conduct
audits of 2 residents who are self-
administering medications on their
neighborhood weekly for 2 months for
compliance with the self-
administration policy. The RN
coordinators will report the audit
results to the QAPI group that meets
every other week and the RN
Coordinators will report the results to
the Pl committee that meets every
other month. The Pl committee will
direct further audits.

FNO B Vesidents

8-26-16
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safely self-administer medications.
*Self administration will be evaluated on a

quarterly basis and with any status changes. Resident #6 was assessed on 7/11/16
*This will be reflected on the plan of care.” and Resident #8 was assessed on
F 221 | 483.13(a) RIGHT TO BE FREE FROM F 221 7/6/16 for the appropriateness of their

ss=E | PHYSICAL RESTRAINTS restraint. All other residents who are

currently on a restraint will

AIERCDOHEL

The resident has the right to be free from any

physical restraints imposed for purposes of y August 5, 2016, The restraint policy
discipline or convenience, and not required to : was updated on July 26, 2016 to reflect | 8-26-16
treat the resident's medical symptoms. the need for quarterly evaluations and

documentation. The policy was

This REQUIREMENT is not met as evidenced covered at the mandatory all staff

by: meetings on 7/27/16, 7/28/16, 8/1/16
Surveyor: 32355 and 8/2/16. The RN Coordinator will
Based on observation, interview, record review, audit all residents on a restraint

and policy review, the provider failed to ensure manthly for 3 months to ensure

assistive devices that had the potential o be a
restraint for two of two sampled residents (6 and
8) had physicians' orders, were appropriately

appropriate documentation is in place
to support the rastraint. The RN

assessed, documentad on, and care planned to coordinators will report the audit

ensure appropriate use. Findings include: results to the QAPI group that meets
_ every other week and the RN

1. Random cbhservations on 7/5/16 from 4:40 p.m. Coordinators will report the results to

to 5:30 p.m., on 7/6/16 from 8:55 a.m. to 1:10

p.m., and on 7/7/16 at 10:15 a.m. of resident 8 the Pl committee that meets every

revealed he had a lap table attached to the left other month. The Pl committee will

side of his wheelchair (w/c). He had limited direct further audits.

range-of-motion with no self-directed movement

an the left side of his body. His left hand and arm *h&\(ﬁ P B\Q\O\ﬂ Ord( J{}

rested on top of the lap table whenever he was -

seated in the wic, Q%Sfiﬁbm,@nt \Nlm OO\AWUJN{OG{\W

Interview on 7/7/16 at 1:10 p.m. with resudent 8

JQQ Cove ploviue) by Prugost
Eil\;egloejd lift the lap table up on its side to ensure : | P&[ bmﬁ[&

any restraining capability had been stopped.
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*He had required the use of the lap tabie to
ensure proper positioning and support of his left
arm.

Review of resident 8's medical record revealed:
*There had been no physician's order for the use
of a lap table.

*There had been no assessment completed to
support the need and use of a lap table.

*His 6/12/15 care plan had not identified the use
of a lap table for his left arm.

*No documentation te support the medical
condition requiring the use of a potential restraint.

2. Observation on 7/6/16 at 10:00 a.m. of resident
6 with certified nursing assistants (CNA) Sand T
revealed:

*They had transferred the resident into her w/c,
*They secured a seat belt across the upper part
of her legs after she had been positioned in the
wic. ‘

-The resident did not have the capability of
unlatching the seat belt on her own.

Interview on 7/6/16 at the time of the abave
observation with CNA S regarding resident §
revealed:

*The tesident had required the use of the seat
belt in her wic to assist her with positioning.
*She had always used the seat belt when seated
in her w/c.

Review of resident 6's medical record revealed:
*There had been no physician's order for the use
of a seat belt when she was seated in her w/c,
*There had been no assessment or
documentation to support the use of a seat belt in

FORM CMS-2567(02-99) Previous Versions Cbsolete Event ID:41XC11
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a seat belt in her w/c to assist with positioning.
*No documentation to support the medical
condition requiring the use of the seat belt,

3. Interview on 7/6/16 at 4:15 p.m. with registered
nurse coordinator A revealed:

*He had been aware:

-Resident 8 used a lap tray when seated in his
wic to assist him with proper positioning of the left
arm. .

-Resident 6 used a seat belt in her w/c to assist
her with positicning.

*He had not been aware those devices had been
considered a potential restraint.

*He had not been aware those devices had
required:

-An assessment to support their usa,

-A physician's order,

*He agreed those devices should have been
documented on the residents’ care plans.

Interview on 7/7/16 at 2:45 p.m. with the director
of nursing revealed:

*The nursing staff had recently been educated on
the types and uss of restraints.

*She agreed the above devices used for
residents 6 and 8 had been considered restraints.
*She would have expected the nursing
coordinator to have completed the necessary
paperwork to support the use of those devices.

Review of the provider's 10/12/12 Restraint policy
revealed:

*'Physical restraints are defined as any manual
method or physical or mechanical device,
material, or equipment attached or adjacent to
the resident's body that the individual cannot
remove easily which restricts freedom of
movement or normal access to one's body."

F 221
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*'Prior to restraint use the facility MUST:
Understand and decument the medical condition
requiring the restraint.”

*"Physician order must be obtained that defines
specific time frames of restraint use."
“Continued use of restraints requires routine
evaluation by the interdisciplinary team and
physician."

*"Qngoing documentation must show the
continued need for the restraint.”

483.13(b}, 483.13(c)(1)(i) FREE FROM
ABUSE/INVOLUNTARY SECLUSION

The resident has the right to be free from verbal,
sexual, 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
hy:
Surveyor: 32332

Based on observation, record review, interview,
and policy review, the provider failed to ensure
resident-to-resident incidents of abuse were
prevented for:

*Six unidentified residents by one of one sampled
resident (4).

*One identified resident (3) by one of one
sampled resident (4).

*One sampled resident (4) by one of one
unidentified resident.

Findings include:

1. Review of resident 4's medical record revealed

F 221

F 223
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the folfowing resident-to-resident incidents:

a. On 1/7/16 licensed practical nurse (LPN) N had
documented: "CNA [certified nursing assistant]
[unidentified] reported that this resident attacked
another resident around 2000 [8:00 p.m.]. This
resident was redirected after she continued to be
aggressive."

-Nothing more had been documented in the
record regarding the event,

-No physician notification had been found at the
time of the event.

b. On 1/28/16 LPN N had documented at 8:00
p.m.: "Resident hit ancther resident in the nose."
-Nothing more had been documented in the
record regarding the event,

-No physician noftification had been found at the
time of the event.

¢. On 1/29/16 LPN N had documented at 9:02
p.m.: "This resident attacked a resident who was
sitting at the dining room table sleeping. The
other resident hit [resident 4] back. No injuries
noted, Both residents redirected.”

-Nothing more had been documented in the
record regarding the event.

-No physician notification had been found at the
time of the event.

d. On 3/29/16 LPN M had documented at 7:40
p.m.: "This resident had gone into another
resident's room. The occupant told this resident
that she wasn't supposed to be there. A third
resident was passing by and attempted to get this
resident out of the room. In the process, this
resident swung back and hit the helping resident
in the nose and right eye. No injuries noted at this
time. Both residents were redirected back to their
own room.,"

F 223
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af this time."

record regarding the event.
-No physician notification had been found at the
time of the event.

g. Interview on 7/7/16 at 7:30 a.m. with the
director of nursing (DON) revealed she was
unable to locate the incident reports,
investigations of the events, or the event reports.
The reports should have been sent o the South
Dakota Department of Health (SD DOH) to notify
them of the above evenis.

2. Interview on 7/5/16 at 2:30 p.m. with resident

-Nothing more had been documented in the Pg{bpwmg
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-Nothing more had been documented in the The resident identified has had no
record regarding the event. further incidents since the identified
-No physician noification had been found at the incident. The care plan was updated on
time of the event July 7, 2016 to have staff bring resident
e. On 3/31/16 LPN N had documented at 7:30 to an activity of choosing or bring her to
p.m.; "CNA [unidentified] reported this resident the dining room where she can be
was punching another resident. The other observed by staff of both
resident did hit back.” neighborhoods. A ohe to one activity
-Nothing more had been documented in the has been implemented daily for resident | $-26-16
record regarding the event #4. All other residents who had the
-No physician notification had been found at the potential for abuse have been identified
fime of the event. _ and incidents have been reported. The
f. On 6/8/16 LPN M documented at 7:30 p.m.: policy on abuse has been updated on
"[Resident 4] was seen hitling another rasident in July 26, 2016 to reflect the change of
that resident's room. The resident was lying in comipletion of incident reports on ail
bed at the time. [Resident 4] entered the room, resident to resident abuse. The policy
rolled up to the resident and began hitting her in '
the face and right thigh. During the altercation, for abuse was covered at the mandatory
the resident's nasal canula was yanked off. Staff all staff inservice on 7/27/16, 7/28/16,
immediately removed [resident 4] from the room 8/1/16 and 8/2/16. The long term care
and came to inform this writer of the altercation. social worker will conduct audits of
| No physical injuries were noted on either resident *Ql Jresident behavior charting 4 times

weekly for two months to identify any
L'instanu:es of potential abuse. The results
of those audits will be reported by the
long term care social worker to the QAPI
group that meets every other week. The
long term care social worker will report
the results of the audits to the PI
committee that meets every other
month. The Pl committee will direct
further audits.
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3's son revealed:

*His mother had been struck in the face by
resident 4 several weeks ago.

*He pulled his phone ouf to show this writer a
large approximately 3 centimeter (cm) by 4 cm
purple bruise on his mother's jawline.

*He was concerned for his mother's safety.

*The nursing station was located so the staff view
was of the dining room and fireplace. There were
no mirrors for the staff to view down the resident
hails.

*He had discussed his concerns with the staff but
nothing had changed.

Review of resident 4's medical record ravealed:
*A Bf9/16 Physician's Fax Crders sheet from
registered nurse (RN) coordinator K to resident
4's physician indicated:

"On 5/8/16 at 1935 [7:35 p.m.} CNA [unidentified]
heard a noise from another resident's room. The
other resident was sitting in a recliner when this
resident entered in her wheelchair, She was
confused and telling the other resident that they
need to get out of 'her' room. This resident was
striking the other resident in the face with her
hand, The other resident has an abrasion cn (L)
cheek and purple bruise on (L) jawline and neck
She was removed from the other resident's room.
Both families notified This resident’s daughters
suggested we come up with a plan.”

*The physician's reply to the fax revealed: "No
new meds. Ask coordinator and activities to see if
we can help distract her for periods of time."
*There was nothing in the resident's nursing
progress notes regarding the event.

Review of a 5/9/16 initial event report submitted
to the SD DOH regarding the above event
revealed:

F223
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*RN coordinator K had summarized the above
findings and added resident 3 was given a cold
pack for her cheek,

*She added when resident 4 was asked what the
trouble was she stated "She's in my room."

*No staff names were added to the initial report to
indicate who had been involved with the residents
at the time of the event.

*The department of social services had not been
contacted nor had the police.

*The abuse/neglect claim was confirmed, but it
had not been a willful act. There was no
documentation as to why it was not a willful act.

Review of resident 4's 4/5/16 Minimum Data Set
(MDS) assessment had indicated a Brief
interview of Mental Status score of 0, indicating
severely impaired cognition (mental ability).

Review of the final investigation report sent to SD
DOH on 5/13/16 by RN coordinator K revealed:
*No documentation the event had been
investigated. .

*No documentation staff, visitors, or family
members had been interviewed regarding what
had been happening with resident 3 or 4 prior to
the event, at the time of the event, or after the
event.

*The abuse/neglect claim had been confirmed.
*The summary statement indicated the
physician's notification of the event and his
response. ‘

*RN coordinator K had suggested "to staff that
whenever we see that [resident 4] become
agitated, to then have her be a one io one within
arms reach."

*The activity coordinator's response
recommended resident 4 be brought to all

scheduled activities. "She is currently on our 1:1
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list so she is receiving visits from us already. [ will
encourage staff to come and spend free time with
her but | am not sure how often it will be."
*Actions taken had included:

-Personnel education.

-Staff levels reviewed/revised.

-Facility procedures reviewed/revised. S

Interview on 7/5/16 at 5:25 p.m. and on 7/6/16 at
4:30 p.m. with RN coordinator K regarding the
above event and resident 4's aggressive
hehaviors revealed;

*She had started working in this facility in April
20186.

*She was not aware resident 4 had physically
aggressive episodes with other residents in the
past.

*An initial report and five-day report had been
sent to the SO DOH regarding the
resident-to-resident event.

*She had investigated the event,

*She had emails to show the investigation had
been done.

*She had not documented any interviews,
because she did not have all the information
regarding the staff members. That information
would have included their hire date, license
numbers, or social security numbers requested
on the event report.

*She had contacted the activity department to see
if they could do anything mere to divert resident 4
during the aggressive periods. The activity
department was already doing 1.1 activities with
her three times a week. They said they would try
to do more but had recommended the resident
attend the already scheduled group activities.
*Resident 4 did not like to be around a lot of
activity and preferred activity in her room.

*The resident's care changes had included:
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-1:1 staff during aggressive periods.

-A third CNA was placed on the day shift.
*There was no special time the aggression was
worse. It could be at any time.

*The resident was very old.

*She received a low dose antidepressant at
bedtime.

*There was no discussion of adding other
medications at other times because she was s0
old, and "she would be showed."

' *She was not sure if other medications had been
- attempted in the past.

| *Regarding social services invelvement she:
-Was not sure what involvement social worker
{SW) | had with the resident.

-Stated SW [ spent most of her time in the
Boulder Creek unit but would bring resident 4
back to her Arrowhead Trail unit if she had
wandered down that hall.

-Stated social services completed the cognitive
assessment and her part of the MDS
assessments for resident 4.

*When asked about pain symptoms she reported:
-Resident 4 did not report pain symptoms unless
she had banged into a wall.

-She had received Tylenol twice daily and as
needed, but it had been decreased several
months ago to prevent her from receiving too
much.

-She now received Tylenol daily at bedtime and
as needed.

-She had not used the as needed Tylenol and
often spit out her scheduled medications.

Review of the two emails RN coordinator K had
stated were the investigation for the event
revealed:

*A 5/9/16 email at 4:02 a.m. from RN Q stating:
-The above event had occurred and had been
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witnessed by a CNA whose full name was not
identified.

'| -She had attempted to write a quality measure

report but did not think that was the proper area
to report the event, so she had not documented
that.

-She had wanted RN coordinator K to notify
resident 3's son when he came to visit.

*A 5/10/16 email at 8:27 a.m. from the activity
coordinator replying on the physician's request for
more activity.

Review af resident 4's care plan revealed:

*The updated 5/22/15 activities care plan
revealed her activities included:

-Faith.

-TV. {Observation of resident 4's room on 7/6/16
at 9:30 a.m. and on 7/7/16 at 8:30 a.m. had
revealed there was no television in her room.)
-Music.

-Walks outside.

-"[Resident 4] will receive 3 1:1 visits per week
from activity staff."

*The updated 6/1/15 Psychological/Mood
State/BehaviorsfCoping/Depression care plan
revealed:

-"If resident is yelling, address need, redirect
behavior, bring resident outside for fresh air if she
wants."

-"Redirect behaviors PRN [as needed].”

-"If resident is safe/not harming others, leave
alone”

-"Monthly pharmacy consults, monitor for
psychotropic side effects.”

*The 6/1/15 Pain/Potential for pain care plan
revealed;

“"Monitor for verbal and nonverbal s/sx [signs and
symptoms] of discomfort."

-No further interventions.
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*There were no interventions listed for 1:1 staff
during aggressive periods.

*The Plan of Care Change flowsheet attached to
the care plan had indicated after the 5/8/16 event
the care plan had been reviewed on 6/13/185,
6/16/16, 6/30/16, and 7/5/16. On gach occasion
no changes were made.

Observation and interview on 7/6/16 at 9:22 a.m.
with unlicensed assistive personnel (UAP) O and
P while assisting resident 4 with her personal
care revealed:

*UAP O stated the staff usually used two to three
staff to provide care for resident 4 because of her
physical aggression.

*Resident 4 displayed physical aggressmn toward
hoth caregivers throughout the personal care
given, including biting, pinching, hitting, and
kicking.

*When the personal care was completed the
caregivers brought the resident to the table in the
dining room. The resident remained agitated
during the breakfast meal and was grabbing and
biting at staff and throwing her food.

*UAPs O and P had not known if the resident had
pain symptoms.

3. On 1/17/16 LPN M had docurmented an
incident had occurred at 4:42 p.m.: "A resident
was siiting at a table in the dining room when
[resident 4] approached her wheelchair. When
this nurse looked over, the resident was striking
[resident 4] with her right hand in over head
swings. She struck [resident 4] at least three
times before staff was able to intervene.
[Resident 4] was hit on the left side of her head,
arm, and shoulder. [Resident 4] was taken to her
room by this nurse and was given an assessment

for any injuries. No injuries were noted at this

F 223
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time."

-No further documentation was found in the
medical record regarding the event.

-No physician natification had been found at the
time of the event.

Interview on 7/7/16 at 7:30 a.m. with the DON
revealed she was unable to locate incident
reports, investigations of the events, or the event
reports. The event reports should have been sent
to the SD DOH to notify them of the above
events,

4. Interview on 7/7/16 at 8:50 a.m. with SW |
regarding resident 4's episodes of physica
aggression toward other residents and the
aggression by a resident toward resident 4
revealed:

*Events of aggression and resident-to-resident
abuse were reported and investigated for abuse.
*The nursing department usually did the interview
and the investigations, because they were
present at the time of those events.

*She would follow-up on them ajter they were
completed.

*She agreed the initial reports and the five-day
reports had not been completed or sent to the SD
DOH for: 4
-The six unidentified residents who were struck
by resident 4.

-The unidentified resident who had struck
resident 4.

*She agreed the SD DOH reports for residents 3
and 4 resident-to-resident aggression had not
included a full investigation and interviews with
those present at the time of the incidents.

*She had knowledge of the evenis, but she was
not present at the time of the events because

most events occurred after she went home or

F 223
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were on weekends,

*She did not feel comfortable performing
interviews or investigations when she had not
been present at the time of the event.

*| don't talk to the CNAs, | deal with the families."
“When asked who was supposed to be involved
with the investigations she stated she and the
director of nursing were supposed to perform
them.

Further interview at that time with SW | regarding

resident 4's aggression toward other residents

revesled.

*She stated the resident had received a
medication daily to assist with aggression, but
she was not sure if any other medications had
been used in the past to assist with the
aggression.

*The daughter did want something done to
prevent her mother from harming other residents.
*The resident was vary old, so more medications
would "snow her."

*A hospitalization would not have been
appropriate for her.

*She was not sure if a psychiatric consultation
had been fried to help reduce the behaviors, but
she did not think the resident would accept any
help.

Review of resident 4's physician's progress notes
revealed: '

*A 1/28/16 note indicated she had issues with
irritability in the past, and the current
antidepressant helped to reduce further
aggression.

*A 3/17/16 note indicated she was "oftentimes
physically aggressive, but she is very frail and
likelihood of hurting somebody is low."

*A 6/22/16 note indicated she had moments of

F 223
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aggressiveness with staff but had not been overly
aggressive with others.

Interview on 7/7/16 at 3:15 p.m. with the DON
regarding the above abuse events involving
resident 4 revealed she agreed:

*The above residents had been subjected to
physical abuse from resident 4.

*Resident 4 was subjected to abuse by other
residents.

*The physician should have been notified of each
event.

*Social services and nursing had not investigated
or advacated for the at-risk residents.

*Each of the above events should have been
reported to the SD DOH .

Review of the provider's 10/10/14 Social Services
Abuse Prevention and Prohibition policy revealed:
*Purpose: "Provide each resident with an
environment that is free from abuse and neglect.”
“'Jpon hire and then annually all employees will
receive education and fraining to include the
following: -Procedure to report suspected abuse.
-Supervisory staff will monitor areas where abuse
could oceur.”

“'|dentification of abuse and neglect: Injury on
unknown origin [includes bruises, skin tears, that
are unusual for that resident}]."

483.13(c) DEVELOP/IMPLMENT
ABUSE/NEGLECT, ETC POLICIES

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

F223
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and policy review, the provider failed to have
systems in place to investigate, document, and
report:

*One of one sampled resident (3) with a fracture
of unknown cause.

*Two of two falls by one of one sampled resident
(4).

*One elopement by one of one sampled resident
(4). ,
*Incidents of resident-to-resident abuse by one of
one sampled resident {4) to six unidentified
residents.

*One reported resident-to-resident abuse by one
identified resident (3) by one of one sampled
resident (4).

*|ncident of resident-to-resident abuse by one
unidentified resident to one sampled resident (4).
*One of one unidentified wound for one of one
sampled resident (6}.

*Six of six randomly reviewed computerized
incident reports for three of three sampled
residents (4, 7, and 17).

Findings include:

1. Review of a confidential complaint received by
the South Dakota Department of Health (SD
DOH) indicated resident 3 was found to have a
fractured leg. The complaint had indicated the
resident was unable to bear weight and required
total assistance with transfers.

Review of an initial event report sent-to the SD
DOH completed by registered nurse (RN)
coordinator K had indicated a suspicion/allegation

onJuly 1, 2016. Staff was educated at
the mandatory nursing meetings on
7/27/16,7/28/16, 8/1/16 and 8/2/16
that a computerized incident report
must be completed on all falls, injuries
of unknown origin, and resident to
resident abuse, All other incidents of
abuse have been reported to the
Department of Health since this
incident. The policy on documenting,
investigating and reporting of abuse
has been updated on July 26, 2016.
The updated policy on abuse was
covered at the mandatory all staff
inservice on 7/27/16, 7/28/16, 8/1/16
and 8/2/16. A post shift checklist has
been implemeanted to ensure the
charge nurses notify the Social
Workers, Director of Nursing, and
administrator of potential issues that
need to be reported during their shift.
The long term care social worker will
conduct audits of the incident reports 3
times weekly for 2 months to identify
any instances of potential abuse.” The
results of those audits will be reported
by the long term care social worker to
the QAPI group that meets every other
week. The long term care social
worker will report the results of the
audits to the Pl committee that meets
every other month. The Pt committee
will direct further audits.
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of physical harminjury. The report had indicated:
*On 6/25/16 unidentified aides had noticed
redness on resident 3's right shin.

*On 6/26/16 an unideniified nurse had contacted
eLTC (a video appointment with a certified nurse
practitioner for urgent care), and the resident had
been started on an antibiotic for a skin infection.
*On 6/27/16 an unidentified aide asked the
physical therapist to check the leg. Upon
examination the physical therapist found the foot
drooped to the side. At that time the provider
contacted the eLTC again and were awaiting an

| X-ray to establish the cause of the imjury.
*Abuse/neglect had not been determined.

*No personnel had been identified as being
involved.

A 5-day event investigation report was not
available for viewing on 7/5/16, eight days after
the fracture had been identified.

Interview on 7/5/16 at 5:55 p.m. and on 7/6/15 at
4:30 p.m. with RN coordinator K regarding
resident 3's injury event reporting revealed:

*She had filled out the initial event report on
7/1/16 after it was suspected the resident had a
fractured leg.

*She had talked 1o the staff about what might
have occurred prior to the discovery of the
fracture. She had not documented those
interviews,

*She had not completed documentation of the
interviews in a five day investigation report. Those
reports had required information about the staff
she did not have access to such as social
security numbers, license numbers, and hired
dates.

F 226
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of nursing (DON) regarding resident 3's fracture
revealed she agreed no formal investigation had
been completed at the time the fracture had been
found.

Interview on 7/7/16 at 1:40 p.m. with the DON
and social worker (SW) | regarding the
investigating and reporting process for resident 3
revealed:

*The DON stated:

-She thought the administrator and RN
coordinator K had completed the investigation.
-SW 1 had not been involved in the investigation.
*SW | stated she only got involved with events if
she was present at the time of the event and had |
witnessed them. g

2. Review of resident 4’s medical record
revealed:

*An unsigned 5/25/16 Physician's Fax Orders
sheet to her physician stated "At 1626 [4:26 p.m.]
[resident 4] was in the dining room and had been
roliing around the tables when this writer heard
another staff call out. The other staff member
witnessed [resident 4] flipping over backwards in
her wheelchair and did hit her head. "

*A 5/25/18 entry in the resident's notes from
physical therapist R had indicated a maintenance
request was placed to add anti-tip bars to her
wheel chair.

*A 6/13/16 Physician's Fax Orders sheet io her
physician stated "At 1415 [2:15 p.m.}, found
resident on floor in hallway. She was tipped
backwards in her wheelchair."

*No documentation in the resident's notes
regarding the resident had fallen backward in her
wheelchair on 6/13/16.

Interview on 7/6/16 at 8:00 a.m, with the DON
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the above resident's falls revealed:

*No SD DOH event report or five day
investigation had been completed.

complete.
*No SD DOH event report or five day
 investigation had been completed.

Surveyor: 32355

6 revealed:
*She had been resting in her bed.

{cm) by 0.5 cm,

regarding resident 6 revealed:

to assist her with all ADLs.

side of her body without staff support.

wound on the top of her right foot.

regarding fall reporting and event investigation for

*The Patient Falls by Location QM [quality
measure] report had not inciuded the 5/25/16 fal,
so no incident report had been completed.

*The Patient Fails by Location QM report had
included the 6/3/16 fall, but the report was not

Interview on 7/7/16 at 3:15 p.m. with the DON
revealed SD DOH should have been notified of
the above unusual events and investigated.

3. Observation on 7/5/16 at 4,20 p.m. of resident

*Her right foot had been exposed and revealed
an open wound on top of her right foot. The
wound had been covered with a dark black/brown
scab and measured approximately 1 centimeter

Qbservation and interview on 7/6/16 at the above
time with certified nursing assistant (CNA) S
*CNA S had been in the process of assisting the
resident with her activities of daily living (ADL).
*The resident had been dependent upon CNA S

*The resident had not been able to move the right

*She had not been aware the resident had a

*She had not been informed of the wound during

F 226
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shift report that morning.

wound.

*She had baen admitted on 1/17/08.

hemiparesis, and seizures.
*She had:

i ADLs.
-Not been able to move in bed without
assistance.

and wheelchair.
*No decumentation to support:

right foot.
completed to confirm the cause of the

the wound.

*He had not been aware of the wound
of her right foot.

informed him of the wound.
*He confirmed:

occurred.

revealed.

*She had not worked for a few days and would
have expected the staff to inform her of the

Review of resident 6's medical record revealed:

*Diagnoses of traumatic brain injury, aphasia,

! -Been dependent upon the staff to assist her with

staff

-Required two staff members and a transfer aide
to assist her with all transfers to and from her bed

-The staff had been aware of the wound to her

-An incident report and an investigation had been

wound.

-The physician and family had been informed of.

Interview on 7/6/16 at 4:20 p.m. with RN
coordinator A regarding resident 6 revealed:

fo the top

*He would have expected the staff to have

-The above medical record review of the remdent
-An incident report and investigation should have
been completed to ensure physicat abuse had not

Interview on 7/7/16 at 2:30 p m. with the DON
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*She had done daily rounds with the staff on each
unit every morning and afternoon to gather
information on the current condition of the
residents.

*She had not been aware of a wound to the top of
resident 8's right foot.

*She confirmed resident 6 had been dependent
upon the staff to assist her with all of her ADLs
including bed mobility and transfers.

*She would have expected:

-The staff to report an injury of that type to the
nursing coordinators.

' _An incident report and investigation to have been
i completed.

*She agreed an injury of unknown origin should
have been reparted to the SD DCH.

4. Review or resident 17's computerized 2/8/15
incident report revealed:

*He was "Ambulating to the bathroom with the
assistance of interim caregiver. His gait belt was
in place. Resident's legs began to shake so the
caregiver used the gait belt to lower him to the
bathroom floor. On the way down, however, his
lower left back did scrape against the small
garbage can resulting in a 3 in long abrasion.
Avera staff was then notified. VSS [vital signs] no
complaints of pain.”

*There was no documentation to support if the
resident had a change in his medications within
the past seven days or not. .

*No documentation to support what corrective
actions or safety devices had been implemented
after the fall. -

*The fall had been referred to the DON and
quality measure (QM) department.

*There was no documentation to support the
DON or QM department had reviewed the

incident to ensure no further action were required.
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5. Review of resident 4's 10/23/15 computerized
incident report revealed.

*She was "Found laying outside in fenced in
patio."

*She had been found laying outside at &:12 p.m.
*No documentation to support:

-Any witnesses had observed the fall.

-“When she had last been checked on or
observed by the staff.

-How long she had been missing.

-What safety devices had been put in place since
the fall.

-If she had a change in her medications within the
past seven days or not.

-If the door alarms had been in place or activated
at the time of the elopement.

-The staff working during that time had been
interviewed. .

-The SD DOH had been notified of the
glopement.

-An investigation had been initiated and
completed following the elopement with a fall.
*She had obtained an abrasion and bruise from
the fall.

-No documentation to support the location,
severity, and size of the bruise and abrasion.
*The physician had been notified with direction for
the staff to complete serial temperatures.

-No documentation to support the stability of her
vital signs or why the serial temperatures had
been recommended.

*The family had not been notified.

*The fall and elopement had been referred to the
DON and QA department for fuither review.
*There was no documentation to support the
DON or QA department had reviewed the incident
to ensure no further action from the staff were

required.
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Review of resident 4's 4/26/16, 5/11/16, and
6/13/16 computerized incident reporis revealed:
*She was "Found on fioor."

*No documentation to support.

-The exact location of the fall and the position the
resident had been laying on the floor.

-If any witnesses had observed the fall.

-The last time the staff had assisted the resident
or checked on her.

-What safety devices had been put in place since

! her fall.

-If she had a change in medications within the
past seven days or not.

. -If an injury had occurred.

*The fall had been referred to the DON and QA
department for further review.

*There was no documentation to support the
DON or QA department had reviewed the incident
to ensure no further action from the facility and
staff were required.

6. Interview on 7/7/16 at 2:15 p.m. .with the DON
and SW | revealed:

*They were not aware the computerized incident
reports had not been fully completed.

*They had no documentation to support any of
the above incidents had been reviewed to ensure
no further action by the staff were needed.
*They would have expected the staff to have
completed the incident reports as directed.
*They would have expected the staff to have
reported the wound to resident 6's right foot.
-Any wound or injury of unknown origin should
have been investigated and reported to the SD
DOH.

Review of the provider's 10/10/14 Social Services

Abuse Prevention and Prohibition policy revealed:
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*Purpose:; "Provide each resident with an
environment that is free from abuse and neglect.”
*'[Jpon hire and then annually all employees will
receive education and training fo include the
following:

-Procedure to report suspected abuse.
-Supervisory staff will monitor areas where abuse
could occur."

*|dentification of abuse and neglect: Injury on
unknown origin [includes bruises, skin tears, that
are unusual for that resident].”

Refer to F223 and F250.
F 250 | 483.15(g)(1) PROVISION OF MEDICALLY F 250
ss=F | RELATED SOCIAL SERVICE

The facility must provide medically-related social
services to attain or maintain the highast
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 18560

Based on record review, interview, and policy
review, the provider failed to ensure social
services were provided: .

*For one of four sampled residents (9) with
depression.

*To assist in maintaining a safe environment for
all residents. -

Findings include:

1. Review of resident 9's Minimum Data Set
(MDS) assessments for mood revealed:
*On 3/25/16 admission MDS resident mood
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interview noted: Resident #9 was referred and was
~Thoughts that you would be better off dead, or seen by counselor on July 13, 2016.
of hurting yourself in some way" she had Resident #9’s care plan has been
Iesporéded yes, and the frequency had been two updated to address potential for
o six days.
*On 6/17/16 the quarterly MDS resident mood ‘iﬁgfr‘;};?f;z ?;lh{)u}llifé f}?el 6. All
intervisw noted:
~"Thoughts that you would be better off dead, or potential for suicidal thoughts based | 8-26-16
of hurting yourseif in some way" she had on their MDS will be referred to
responded yes, and the frequency had been physician or counselor when
seven to eleven days. identified during screening process.
Review of resident 9's depression screening The policy for Compreher{sive
| assessments completed by the social workers Assessment/Care plan policy was
(SW) ancti docum?n;ation of her "better off dead updated on July 26, 2016 to include
comments” revealed: : :
ial f
“On 3/25/16: "SW asked [resident] if she has had Lhe pOte.nt.; 1 fhr re%%“;f ho may
thought of hurting herself. {Resident] asked if SW \// ave sulcica oughts= 1he
was talking about suicide. SW informed [resident aﬂd Comprehensive Assessment/Care
that she was talking about suicide or self harm. TLSW [ Plan policy was covered at the
[Resident] explained to SW that she wouldn't be-w e L mandatory all staff inservice on
able to do anything while here at Rehab but ShelY\‘JO\V{WWWD 1127/16. 7/28/16. 8/1/16 and 8/2/16
has been saving pills at home. SW asked what . mmﬁf‘»( The 1 ’ § il T '
kind of pills she has been saving but she did not YT ie Jong term care social worker
say. [Resident] said that she would take a handful {“{b\deﬂ\’s- will audit 2 resident charts weekly
of them if she was 'pushed to the edge.' SW L ehn for 2 months to identify potential
asked what would drive her to being pushed to Pé:lb\IDW resident referrals to the counselot or
the edge? [Resident] replied, ‘when she just .
couldn't take it anymore.' [Resident] did say that phy,smal_l‘ The results of those
she would never do it but was saving pills if it ever audits will be-reported by the long
came to it [Resident] also informed SW that all of term care social worker to the QAPI
her famity ig aware that she has depression and group that meets every other week.
are supportive of her. SW said that it was good The long term care social worker
that she had such a good support system and will report the results of the audits to
[resident] agreed and was thankful for her family. P .
SW informed nursing of what [resident] had said the PI committee that meets every
to her and a fax was sent off to her primary care other month. The PI committee will
physician informing him of the conversation.” - direct further audits.
*On 5/13/16: "[Resident] stated that she does
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have thoughts of harming herself. She has had

these reoccuring thoughts for many years. When
asked if she had a plan to harm herself, [resident]
stated '| could make a plan if there was someone

| to help me. 1 am in here (POP) and can not form

a plan for what | want to do." [Resident] was very
guarded with her answers. SW encouraged
[resident] to talk about her feelings with staff at
POP. SW relayed that the goal is to keep
[resmient] safe and to provide assistance with any
reoccuring thoughts she may be troubled with."
*On 6/17/16: "No."

Furiher review of resident @'s medical record
revealed no other social services documentation
related to her depression.

Interview on 7/6/16 at 4:30 p.m. with SW H
regarding resident 9 revealed:

*She had talked fo registered nurse coordinator J
about the resident's cocmments.

*She had sent a note to the resident's physician.
*She was unable to locate documentation of the
note.

*She had been seen by the chaplain.

*There was no documentation of the chaplain's
visits with her,

*About "two weeks" ago she had sent a referral to
the provider's psychologist, but she was on
vacation.

*There should have heen sorething more in
place for the resident related to her depression
and "better off dead" comments.

Interview on 7/7/16 at 3:40 p.m. with the director
of nursing confirmed something more should
have been in place for resident 9 related to her
depression and "better off dead" comments.

F 250
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Review of the provider's October 2011 Social
Worker Job Description revealed some of the
essential functions included:

*The surmmary indicated the social worker job
was:

-To assist the residents and their families to
resolve psychosacial problems related to care
heeds. :

-To assist the interdisciplinary team in the overall
care delivery system to maintain a safe,
respectful and homelike environment for all

| residents.
i *She was to have been an advocate for the

patient (resident) rights including dignity and safe
care within and outside of the facility.

*She was to have develeped policies and
procedures for social services.

*She was to take an active role in providing
education to staff on resident rights, abuse and
neglect reporting, and follow-up.

*The role required problem-solving skills, critical
thinking skiils, and the ability to multi-task.

*She was to work effectively in a team
environment, coordinating work flow with other
team members, and ensuring a productive and
efficient environment. '

Review of the provider's 11/15/13 Social Services
Palicy revealed:

*Social services was responsible to ensure each
resident was provided "The necessary care and
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well being through care planning and appropriate
referral process.”

*The resident care plan would provide direction
for staff to provide a safe and inviting

environment.
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*Social services would monitor fer changes in
anxiety, depression, and behaviors.

-Changes would have been noted in the medical
record.

-Appropriate interventions would have been
addressed on the individual plan of care.
*Referrals regarding changes in anxiety,
depression, and behaviors would be made as
needed.

Refer to F 223, F 226, and F 323.
483.20(d)(3), 483.10{k}2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

- The resident has the right, unless adjudged
' incompetent or otherwise found to be

incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and freatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending -
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

F 250

F 280
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Based on observation, record review, interview,
and policy review, the providerfailed to update
care plans to reflect the current status and needs
for 6 of 13 sampled residents (2, 3, 4, 6, 8, and
9). Findings include:

1. Random observations on 7/5/16 from 2:00 p.m.
through 5:30 p.m. of resident 3 revealed:

*She was laying in bed with oxygen running.

*She had not gotten out of bed.

*Family were at her bedside.

*She had a mechanical lift system above her bed
used to transfer her from her bed to her chair.

Interview on 7/5/16 at 4:30 p.m. with registered
nurse (RN) coordinator K regarding resident 3
revealed:

I *She had a leg fracture.
*She had received hospice services since 7/1/16
due to declines in her heailth.

oral care.

*She had not gotten out of bed.

*She had been admitted on 4/1/13. \(\
*She had a fractured leg.

indicated she required total assistance with:
-Transferting.

-Personal care.

-Toileting. -

Review of resident 3's care plan revealed:
*A 5728115 ADL (activities of daily living) care plan

*She had not taken any food or fluids other than /4

\

*She had not moved herself in bed. gk(}\\\

\K/§)§\
Review of resident 3's medical record revealetg'g} 8 \0

*Hospice services had started on 7/1/16. (QJQ\‘ 65\1 _
*A 4/26/16 Minimum Data Set assessment {\(} \%\b/plan. The resuits of those audits will be

-Bed mobility and positioning. QO\L\)

SIOUX FALLS, 8D 57103
(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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Resident #3 no longer resides in the
F 280 ; Continued From page 30 F280| facility. Resident #4°s care plan has

been updated on July 7, 2016 to include
a 1:1 staff member assigned to resident
when her behaviors escalate. Resident
#9°s care plan has been updated on July
22, 2016 to address her depression,
dehydration, fluid maintenance and
constipation. Resident #2’s care plan
has been updated on July 22, 2016 to
remove the clinical intervention for 8-26-16
adverse drug reaction. Resident #6’s
care plan was updated on July 25, 2016
to reflect the current plan of cares
related to ADL’s, transfers, therapy
needs, suctioning, nebulizer use and
feeding tube use. Resident #8’s care
plan was updated on July 25, 2016 to
address the lap tray on his wheelchair,
_QWM(& of a brace on
his left arm and hand} The
Comprehensive Assessment/Care Plan
policy was updated on July 26, 2016
and was covered at the mandatory all
staff meetings on 7/27/16, 7/28/16,
8/1/16 and 8/2/16. The RN
\ Coordinators will audit 5 care plans
)“ weekly for 2 months to make sure the

b

most current information is on the care

reported by the RN Coordinators to the
QAPI committee that meets every other
week. The Director of Nursing will
report the results to the PI committee
that meets every other month. The PI
committee will direct further audits.
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indicated:

-She was fed with extensive assistance and
set-up assistance afier cueing by staff.

-She received a pureed diet and a supplement
three times daily with her meals.

-She was toileted with extensive assistance of
one person.

-She was positioned with extensive assistance of
one person.

-She transferred with assistance of one person
using a pivot transfer with a gait belt.

2. Review of resident 4's medical record

s revesled:

i *She had been admitted on 7/26/12.

*She had multiple episodes of physical
aggressiveness and agitation.

*A B/2/16 care conference indicated she was to
be assigned a 1.1 staff person when behaviors
had escalated or she was agitated.

*She had multiple falls.

Review of resident 4's care plan revealed:
*Her 5/22/15 activity care plan indicated she was
to receive three 1:1 activities weekly from the
activity program.

*Her 6/1/15 Psychological/Mood
State/Behaviors/Coping/Depression care plan
indicated staff were to:

-"Redirect behaviors PRN [as needed]."

-"|f resident is safe/not harming others leave
alone."

*Her 6/1/15 Falls/Potential for Falls care plan
revealed:

-"Redirect back to neighborhood when
wandering. 8/24/15."

-"Remind resident to call for help.”

Resident 4's care plan had not included she was
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to have an assigned 1:1 staff member with her
when behaviors had escalated or when she was
agitated.

Surveyor; 18560

3, Review of resident 9's medical record revealed
she:

*Had been admitted on 3/18/16.

*Had a diagnosis of major depressive disorder.
*Had problems with dehydration, fluid
maintenance, and constipation.

| Review of resident 9's current care pian revealed

no interventions to address her depression,

dehydration, fluid maintenance, or constipation.

interview on 7/7/16 at 10:30 a.m. with RN

coordinator J confirmed the above concerns
should have been addressed on resident 9's care
plan.

Surveyor: 16385

4. Review of resident 2's 9/1/15 care plan
revealed a clinica! intervention for adverse drug
reaction and the use of psychoactive medication
for depression.

Review of resident 2's October 2015 medication
administration record revealed the medication
citalopram had been discontinued on 10/15/15.

Review of the physician's 10/15/15 progress note
revealed resident 2 was "on citalopram at a low
dose" and "l am going to stop it."

Interview on 7/7/16 at 9:45 a.m. with RN
coordinator A revealed any RN or nurse
coordinator could have made changes to the care

plan.

F 280

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

. Event ID: 41XC11

Facility 1D: 0080 |f continuatio

n sheet Page 33 of 65



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

PRINTED: 07/18/2016

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

435066

(X2) MULTIPLE CONSTRUCTION
A, BUILDING

B, WING

(X3) DATE SURVEY
CCOMPLETED

c
07/07/2016

NAME GF PROVIDER OR SUPPLIER

AVERA PRINCE OF PEACE

STREET ADDRESS, CITY, STATE, ZIP CODE
4513 SOUTH PRINCE OF PEACE PLACE
SIQUX FALLS, SD 57103

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

18] PROVIDER'S PLAN OF CORRECTION

{X5)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TC THE APPROPR
DEFICIENCY)

IATE DATE

F 280

Continued From page 33

Surveyor: 32355

5. Observation on 7/5/16 at 4:20 p.m. of resident
6 revealed:

*She had:

-Been laying in her bed with two repositioning
wedges located on each side of her body.

-A tracheostomy.

-A Foley catheter.

*There had been:

-A tube feeding pump, oxygen system, and
nebulizer equipment located by her bed.

-A floor mat located next to the Ieft side of her
bed.

. *Her mattress had raised edges.

Observation on 7/6/16 from 9:57 a.m. through
10:10 a.m. of resident 6 with certified nursing
assistants (CNA} S and T revealed:

*The CNAs assisted the resident with personal
care and transferred her out of bed and into a
wheelchair (w/c). The w/c had a seatbelt atfached
to it.

*After the resident had been transferred into her
w/c the CNAs secured the seat belt across the
upper part of her legs.

Interview on 7/6/16 at the time of the above
observation with CNA S revealed resident 6 had
always used the seatbelt when she was sitting in
her w/c. The seat belt had been used to help
position her better in the w/c.

Review of resident 6's medical record revealed:
*She had been admitted on 1/17/08.
*Diagnoses of traumatic brain injury, aphasia,
hemiparesis, and seizures.

*She had:

F 280
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-Been dependent upon the staff to assist her with
ADLs.

-Not been able to move in bed without staff
assistance.

-Required two staff members and a transfer aide
to assist her with all transfers to and from her bed
and wic.

-Currently been working with physical therapy to
help with better positioning in her wic.
-Frequently required suctioning from her
tracheostomy to help remove any secretions.
-Required the use of nebulizer treatments t\Nlce a
day to help keep her airways cpen.

-Required the use of a feeding tube to meat all of
her nutritional needs.

' Review of resident 8's 6/1/15 care plan revealed

no intervention, focus areas, and goals, to
address tha above observations on 7/5/16 and
7/6/16. Her care plan had not been revised since
6/1/15 to ensure the level of care she required
remained current.

6. Observation on 7/6/16 at 4:45 p.m. of resident
8 revealed:

*He had been sitting in his room in a wic.

*His left arm had baen resting on top of a lap iray
attached to the wic.

*He had been:

-Wearing a brace on his left arm and hand.
-Receiving oxygen.

Review of resident 8's medical record revealed:
*He had been admitted on 12/24/13.

*Diagnoses of chronic obstructive pulmonary
disease, history of pneumonia, history of a stroke
with left sided paralysis, and urinary retention.

Review of resident 8's 6/12/15 care plan revealed

F 280
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no interventions and focus areas to address the
above observations on 7/6/16. His care plan had
not been revised since 6/12/15 to ensure the level
of care he required remained current.

7. Interview on 7/6/16 at 4:40 p.m. with RN
coordinator A revealed the above concerns
should have been addressad on both residents 4
and 8's care plans. He confirmed the care plans
had not been reviewed and revised to ensure
they reflected the residents' current levels of care.

I Interview on 7/7/16 at 2:45 p.m. with the director

i of nursing revealed she had expected the nursing
 staff to review and revise the care plans. They

| should have been doing that with their

i assessments and as needed to ensure
appropriate care needs were being met.

Review of the provider's January 2015
Comprehensive Assessment/Care Plan policy
revealed:

*|t is the responsibility of all staff to keep care
plans current on a daily basis.”

*'Care plans will be updated on an ongoing
basis."

*“Care plans will be the guide for care that is
provided."

483.20(k)(3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:
Surveyor: 18560

F 280

F 281
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Based on record review, interview, and policy
review, the provider failed to ensure professional A stool softening medication was
nursing standards were followed for one of one ordered for resident #9 on July 26,
sgmpled Fesuden.t (8) with constipation concerns. 2016. An updated constipation
Findings include: .
management program policy was
1. Review of resident 9's 3/25/16 admission created on July 26, 2016 to address
Minimum Data Set assessment revealed her each resident’s individual need for
bowel patterns indicated constipation had been intervention. The updated policy was
present. covered at the mandatory nurse 8-26-16
Review of resident 9's 3/31/16 Care Area meetings on 7/27/16, 7/ 28_/ 16, 8/1/ _16
Assessment related to dehydration and fluid and 8/2/16. The RN coordinators wil
maintenance revealed: Gudlt the BM reportiweekly for 2
*A concemn with dehydration and fluid months to ensure the constipation
maintenance due to her recent constipation. . management policy has been initiated.
Her bowel movements would be monitored daily. The RN Coordinators will report the
Review of resident 9's bowel record revealed: results to the QAPI committee that
*For April 2016: eleven of thirty days had no meets every other week. The RN
documentation of her bowel movements. coordinators will report the results to
*For May 20186: nine of thirty-one days-had no the Pl committee that meets every
documentation of her bowel movements. other month. The P! committee will
*| . i H
For June 2018: nineteen of thirty days had no direct further audits.
documentation of her bowel movements. :
*From 7/1/16 through 7/5/16: two of six days had i
no documentation of her bowel movements. \%*CJ(\ Q\\ \(%gt:%mal—ts
Interview on 7/6/16 at 11:10 a.m. with registered P&l bDD
nurse coordinator J confirmed resident 9's bowel
movements should have been charted daily by
the certified nursing assistants. Daily bowel
movement charting would have been their
standard protocol.
Interview on 7/7/16 at 3.40 p.m. with the director
of nursing (DON) confirmed bowel movement
patterns should have been documented per their
standard protocol.
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Review of the provider's 1/2/02 Bowel/Bladder
policy revealed "Each resident/patient will be fully
informed and encouraged to take an active role in
the bowel/bladder program.”

Review of Patricia A. Potter and Anne Griffin
Perry, Fundamentais of Nursing, 8th Ed., St.
Louis, MO, 2013, p. 350, revealed "High-quality
documentation and reporting are necessary to
enhance efficient, individualized patient care.
Quality documentation and reporting have five
important characteristics: they are factual,
accurate, complete, current, and organized.”
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by

Surveyor, 16385

Based on record review and interview, the
provider failed to have an individualized and
comprehensive combined care plan for three of
three sampled residents (3, 11, and 13) on
hospice care. Findings include:

1. Review of resident 11's medical record
revealed:
*She had been admitted to hospice care on

F 281

F 309
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2. Review of resident 13's medical record

5/13/186.

*The only mention of hospice on her current
undated provider care plan was:

-"No code."

“"No hospitalization."

~'Treatment in long term care (LTC) for infection.”

Interview on 7/7/16 at 9:45 a.m. with registered
nurse (RN) coordinator A revealed.

*The hospice care plan was separate.

*All provider services had been included in the
provider care plan.

*Mospice services had been additional to the
provider services.

*The care plans had not been integrated.

Surveyor: 18560

revealed:

*She had been
4716116,

*Her current provider care plan had no
documentation related to hospice care.

admitted to hospice-care on

Interview on 7/7/16 at 3:45 p.m. with RN
coordinator K revealed:

*There was no information on resident 13's care
plan related to her receiving hospice care.
*Resident 13's hospice care plan was a separate
care plan.

*The two care plans had not been integrated.
*Hospice care staff visited with her regarding
resident 13 and any concerns,

*The hospice visit reports had been keptin a
separate file cabinet at the nurses' station.

Surveyor: 32332
3. Review of resident 3's medical record

revealed:

updated on July 7, 2016 to integrate
with the Hospice care pian. Residents
#3 and #11 no longer reside in our
facility. All other care plans for
residents currently on hospice have
been updated on July 28, 2016 to
integrate with the Hospice care plan.
The Hospice staff have been informed
of the need to have integrated care
plans for residents. The :
Comprehensive Assessment/Care plan
policy was updated on July 26, 2016 to
include the need to have Hospice care
plans integrate with the regular care
plan. The need to have integrated care
plans was covered at the mandatory all
staff meetings on 7/27/16, 7/28/16,
8/1/16 and 8/2/16. The RN
Coordinators will audit the Hospice
care plans weekly for 2 months to
ensure they are integrated. The RN
coordinators will report the results of
the audits to the QAPI committee that
meets every other week and report the
results to the Pl Committee that meets
every other month. The Pl committee
will direct further audits.

8-26-16
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*She had received hospice services from
10/29/15 to 5/9/16.

*The hospice services had been discontinued on
5/9/16, as she no longer met the requirements.
*Hospice services had been restarted on 7/1/16.
*Physician's orders dated 7/1/16 for medications
and hospice services.

*No hospice documentation had been located in
the medical record other than the physician's
arders.

*No current care plan from hospice for the current
admission.

*No record of what services the hospice staff
provided.

*Resident 3's 11/2/15 End of Life Planning section
of the provider's care plan included:

-"Hospice care start 10/30/15."

-The hospice RN was to have seen her weekly
and as needed.

-The hospice aide was to have provided perscnal
care as neaded.

-"Collaboration b/t [between] staff and hospice
staff re: resident care."

*No updated information that hospice had been
discontinued in May or restarted in July.

Interview an 7/6/16 with RN coordinator K
regarding hospice collaboration of care revealed:
*The hospice staff had their documentation in a
separate electronic medical record (EMR).

*She was not allowed access to that EMR
system. _

*The provider had not yet received
documentation of the care plan or charting from
hospice.

4, [nterview and review of the above information
on 7/7/16 at 3:15 p.m. with the director of nursing
revealed:

F 300
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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 not met as evidenced
by.

Surveyor: 32332

Based on observation, record review, interview,
and policy review, the provider failed to ensure
resident's safety had been maintained for one of
one sampled resident (4) who eloped from an
opened door and had fallen on the ground
outside in potentially hazardous weather
conditions. Findings include:

1. Review of resident 4's medical record revealed
on 10/23/15 at 11:08 p.m. licensed practical nurse
(LPN) M had documented:

*AL 2112 [9:12 p.m.] resident was found laying
outside in the grass. She was brought inside,
given a warm shower by staff, dried off
completely, dressed in long pajamas, and put into
bed with heated blankets. Vital signs WNL [within

AVERA PRINCE OF PEACE SIOUX FALLS, SD 57103
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*She was not aware the provider's staff could not
access the hospice EMR.
*She would have expected the hospice provider's
staff and her staff to collaborate what care would
have been provided by each of them.
*There was no policy avaitable for the )
collaboration of hospice and provider care. The vendor fixed the door that the
F 323 | 483.25(h) FREE OF ACCIDENT F 323| resident was able to get out of on
ss=E | HAZARDS/SUPERVISION/DEVICES 11/18/15. Maintenance will continue 8.96-16

to test the wander monitoring system
daily as part of their rounding checklist.
Nursing staff will continue to check
wander bracelets daily as part of their
daily routine. All staff were educated
on the responsibility of everyone to
respond to door alarms and the
reporting procedure for elopement at
the all staff meetings on 7/27/16,
7/28/16, 8/1/16 and 8/2/16. The long
term care social worker will conduct
audits of the bracelet checks weekly for
2 months. The long term care social
worker will report the audits to the
QAPI committee that meets every
other week. The long term care social
worker will report the results of the
audits to the Pl committee that meets
every other month. The committee
will conduct further audits.
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normal limits] except temp. eLTC furgent care
telehealth encounter] [long-term care telephone
communication with licensed medical
professionals for urgent care] was contacted and
informed this nurse to continue to moniforing the
temp. Resident did respond appropriately {o this
nurse's questions. Family will be contacted in the
morning. No new bruises or lacerations noted at
this time. Will perform another skin assessment
in the morning."

*Running temperatures post fall:

-211518:15 p.m.}, 87.3 [degrees].

-2125[8:25 p.m.}, 80.7.

-213519:35 p.m.], 91.7.

-2145 [9:45 p.m.], 92.9.

-2157 [9:57 p.m.], 94.2.

-2225[10:25 p.m.], 95.1.

-2255[10:55 p.m.], 95.8.

-2330[11:30 p.m.], 96.4."

*On 10/23/15 at 9:45 p.m.: "Provider notified:

el TC notified of fall for consult. Reason for
natification: Consult post fail for low temp."

Further review of resident 4's medical record
revealed:

“No further documentation in the nurses progress
notes regarding the event or the resident's status,
*A 10/26/15 note in her Plan of Care change fiow
sheet by registered nurse (RN} coordinator G
stated "Care plan reviewed d/t [due to] fall
10/23/15." There was a 0 with a line through it
and a friangle indicating "[No change] at this
time."

“*A 1/15/16 note in her Plan of Care change flow

sheet by social worker (SW) | stated, "Resident
unable to leave neighberhood unaccompanied.”
*Her 6/1/15 Cognitive Loss/Dementia care plan
indicated: -
-She had a diagnosis of dementia.

F 323
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-She was not to leave the neighborhood without
staff or family. '
*An 8/24/15 Falls/Potential for Falls care plan
indicated staff were to "redirect back to
neighborhood when wandering."

*Her 5/5/15 Minimum Data Set (MDS)
comprehensive assessment done to measure
each resident's cognitive, emotional, and physical
status documentation for her Brief Interview of
Mental Status (BIMS) was left blank.

*Her BIMS scores on the 1/2/16 and on 4/5/16
MDS had been marked as 0 indicating severe
brain impairment.

*Multipie falls in the past nine months.

s Interview on 7/6/16 at 5:30 p.m. with RN
coordinater K regarding resident 4's elopement
and fall outdoors on 10/23/15 revealed she had
not known ahout ihe event. She had not been
working at the facility at the time.

A copy of all of resident 4's falls noted in the
medical record and all reportable event reports
that were to have been provided to the South
Dakota Department of Health (SD DOH) were
requested on 7/6/16. On 7/7/16 at 8:00 a.m. the
director of nursing (DON) provided a Patient Falls
by Location report stating the computer
generated report had listed-all falls, events, and
reportable events that had been documented.
The list included the 10/23/15 event that
consisted of: "Resident found laying outside in
fenced in patio."

Interview at that time with the DON regarding the
above Patient Falls by Location report revealed:
*She was unable to locate any incident report or
further documentation.

*A report of the fall/felopement had not been filled
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out or sent to the SD DCH.
*She could not locate any investigation of the
event. '

Interview on 7/7/16 at 8:50
revealed:

*She recalled resident 4 had been found outdoors
on 10/23M15,

*The two courtyard doors:

-Had been left unlocked after the provider moved
into the new building in June 2015.

-They remained unlecked so residents could
freely go outdoors, hecause it was the summer
months.

*A coding system had been installed on the doors
after resident 4 had been found outdoors to
prevent residents who wanderad from going
outdocrs unassisted.

*Nurses were to have locked the docrs after a
certain hour, but she did not know what time that
was.

*She was not sure if there was a policy for locking
the doors.

a.m. with SW |

Further interview with SW | at the above time
regarding her participation in events and
investigations revealed she stated:

*Normally the nurse would fill out the
investigations, but she followed-up on the
investigations and reporting.

*Resident 4's elopement/fall on 10/23/15 should
have been investigated, but she was not present
at the facility at the time of the event.

*She was not comforiable doing the investigation
interviews with the staff, because she was not
there at the time of the event. Most events
occurred on the weekend.

*'f don't talk to the CNAs [certified nursing
assistants]. | deal with the families."
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Interview on 7/7/16 at 3:15 p.m. with the DON
and the management facility services director
revealed:

*There was no policy regarding the courtyard
doors.

*The door alarms were added on 11/18/15 after
resident 4 had heen found outdoors.

*They agreed the doors should have been locked
to prevent cognitively impaired residents from
wandering outdoors.

*The DON agreed an event report should have
been completed, and the event should have been
investigated.

' *The DON stated:

-The Patient Falls by Location report was the
same as a QI/QM report.

-The QI/QM reports were the same as an incident
report.

-She would not have a policy for those reports.

Review of the provider's 10/10/14 Social Services
Abuse Prevention and Prohibition policy revealed:
*Purpose: "Provide each resident with an
environment that is free from abuse and neglect.”
*"Upon hire and then annually all employees will
receive education and training fo include the
following: -Procedure io report suspected abuse.
-Supervisory staff will monitor areas where abuse
could occur."

*"dentification of abuse and neglect: Injury of
unknown origin [includes bruises, skin tears, that
are unusual for that resident].”

483.25(1) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resident’s drug regimen must be free from
unnecessary drugs. An unnecessary drug is any

F 323

F 329
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| record; and residents who use antipsychotic
- drugs receive gradual dose reductions, and
. behavicral interventions, unless clinically

drug when used in excessive dose {incfuding
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsycheotic drugs are not
given these drugs unless antipsychotic drug

therapy is necessary to freat a specific condition
as diagnosed and documented in the clinical

¢
&

contraindicated, in an effort fo discontinue these |
drugs.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 35625

Based on record review and interview, the %{Qﬂ}

provider failed to ensure psychotropic medication_|

use for two of four sampled residents (7 and 8)
had been monitored for effectiveness. Findings
include:

1. Review of resident 7's medical record
revealed:

*He had been admitted on 9/13/14.

*He had current diagnoses of:
-Dementia.

ﬁemoomﬁ

gl >DD€>H'

N NGt

an

-Major depressive disorder.

sident #7. ‘All other residents who
{ ’Ja_era-nedications wilt

Ok~

S
L

{

«amfs umf

harmacist wiil review all residents on
edications monthly to

Daily charting on resident behavior
was started on July 22, 2016 for
resident #8 and on July 25, 2016 for

begin daily charting on August 8, 2016,
Resident #7 saw his physician on July
20, 2016. Physician chose to continue

Zyprexa as ordered. The consultant 8-26-16

etermine if a decrease or
discontinuation is appropriate. The
medication policy has been updated on
July 26, 2016 to refiect the changes in
anti-psychotics and to include the need
for daily behavioral charting. The
medication policy was covered at the
mandatory nurse meeting on 7/27/16,
7/28/16, 8/1/16 and 8/2/16. The RN
coordinators will audit daily charting
for behavior on 3 residents on
edications weekly for 2
maonths. The RN coordinators will
report the results of the audits to the
QAP| committee that meets every
other week. The RN coordinators will
report the results of the audits to the

Pl committee that meets every ather
month. The Pl committee will direct
further audits.
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-Heart disease.

-High blood pressure.

-Constipation.

*The 4/26/16 quarterly Minimum Data Set
assessment was unable to rate his Brief Interview
for Mental Status score, since he refused to
respond to questions.

Review of resident 7's physician's orders
revealed: '

*On 2/8/16 he had been prescribed Zoloit (an
antidepressant) 25 milligrams (mg) daily and
Ativan (to reduce anxiety) 0.5 mg twice a day.
*On 4/21/16 he was prescribed Zyprexa (an
antipsychotic) 5 mg at bedtime for hallucinations.
*On 5/16/16 he was noted to have increased
behavicrs.

-Zyprexa 5 mg at bedtime was discontinued.
-Ativan 0.5 mg twice daily was discontinued.
-He was prescribed Zyprexa 2.5 mg twice a day.
*On 5/26/16 he was noted to havé increased
behaviors.

-His Remeron (antidepressant/sleep aid) was
increased to 30 mg at bedtime.

Review of the provider's interdisciplinary progress
notes for resident 7 revealed there was
documentation of his behavior:

*Qnce in January by nursing staff,

*QOnce in February by the registered nurse (RN)
coordinator.

*Na entries by staff in March.

*“Two entries in April by nursing staff.

*One entry in May by the RN coordinator.

“Two entries in June by the RN coordinator and
the social worker.

Interview on 7/7/16 at 1:15 p.m. with the director
of nursing (DON) regarding resident 7 revealed:

F 329
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*She acknowledged it was difficult to assess his
response to medications and reduction of
symptoms without charting his behaviors on a
regular basis.

*It was her expectation there would be charting
every day regarding the resident's behavior.

Surveyor: 32355

2. Review of resident 8's medicai record
revealed.

*He had been admitted on 12/24/13.

*Diagnoses of chronic cbstructive pulmonary
disease, history of pneumonia, history of a stroke
with left sided paralysis with sexual behaviors,
and urinary retention. '

' *He was alert and oriented with good memory

: recall.
i *He had required the use of a suprapubic

catheter to assist his bladder with emptying urine.
*A physician's order for Zyprexa 2.5 mg everyday
at bedtime dated 7/31/14 for inappropriate sexual
behaviors.

*On 7/21/15 the pharmacy had recommended the
physician try a dose reduction of the Zyprexa.

Review of resident 8's physician's orders
revealed:

*On 7/23/15 the physician had ordered the
Zyprexa to be discontinued.

*On 9/18/15 the staff had sent a request to the
physician for the Zyprexa to be restarted due to
inappropriate sexual behaviors.

*The physician had restarted the Zyprexa on
9/18/15 after receiving the above staff request.

Review of resident 8's progress notes from
7/23/15 through 9/18/15 revealed no
documentation to support the resident had an

increase in sexual behaviors during that time

F 329
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Interview on 7/6/16 at 4:30 p.m. with registered
hurse coordinator A confirmed there had been no
behaviors documented in resident 8's medical
record to support the restarting of the Zyprexa.

Interview on 7/7/16 at 2:40 p.m. with the DON
regarding resident 8 revealed it was her
expectation the staff had been charting every day
regarding his behaviors. The siaffs' charting
should have supported the use of the
antipsychotic medication.

The provider had no policy or procedure in place
for the staff to follow for behavioral
documentation of an antipsychotic or mood
altering medication.

483.25(m)(1) FREE OF MEDICATION ERROR
RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:
Surveyor: 35625

Based on observation, interview, and policy
review, the provider failed to ensure a less than
five percent medicaticn error rate had occurred
for 1 of 29 resident (18) during two medication
administrations for that resident. Findings include:

1. Observation on 7/6/16 at 8:00 a.m. of licensed
practical nurse C with resident 18 revealed she:
*Administered Refresh Optive eye drops with one

F 329
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different eye drops.

‘ Review of the provider's 10/27/15 Medication
| policy revealed it had not addressed the

| Review of Patricia A. Potter and Anne Griffin

drop into each eye.

*Immediately followed the above with the
administration of dorzolamide eye drops with one
drop in each eye.

“Verified that was her usual practice with eye
drops.

Interview on 7/7/16 at 1:15 p.m. with the director
of nursing regarding resident 18's eye draps
revealed it was her expectation staif wait at least
several minutes between administering two

administration of eye drops.

Perry, Fundamentals of Nursing, 8th Ed., St.
Louis, MQ, 2013, p. 817, revealed "If patient
[resident] receives more that one eye medication
to the same eye at the same time, wait at least
five minutes before administering the next
medication."

483.35(i) FOOD PRCCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

{1} Procure food from sources approved or
considered satisfaciory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

Resident #18 is currently receiving the
medication by the correct process™)

taff were educated at the mandatory
all staff inservice on 7/27/16, 7/28/16,
8/1/16 and 8/2/16 on the correct
process for delivering identified
medication. The medication policy was
covered at the mandatory nurses
meetings on 7/27/16, 7/28/16, 8/1/16
and 8/2/16. The RN coordinators will
audit medication delivery process to
include proper eye drop administration
4 times weekly for 2 months. The
results of those audits will be reported
by the RN Coordinator to the QAPI
committee that meets every other
week. The results will be reported hy
the RN coordinator to the PI
committee that meets every other
month. The Pl committee will direct
F371) | further audits.

“S%a1 prer e
reCEvin S WOP |
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This REQUIREMENT is not met as evidenced
by:
Surveyor: 32355

Based on observation and interview, the provider
failed to ensure sanitary conditions were
maintained during two of three meal services by
three of three food and nutrition workers (E, F,
and U). Findings include:

1. Observation on 7/5/16 at 5:00 p.m. of the
evening meal service in the Rehab kitchenetie
revealed food and nutrition worker U:

*Pished the thermometer through the aluminum
foil to take the temperatures of all food served
from the steam table.

*With gloved hands she:

-Handled drawer handles, cupboard handles,
food cart handle, entered key code on door,
opened door going back and forth between
nutrition service area and kitchenette four times,
handled ice cream container, used pencil off and
on to scratch off names of residents who had
been served, handled wrap over hamburger
buns, handled knife to cut RTE hamburger buns,
and filled hamburger buns throughout the serving
time.

*Had not been observed changing her gloves or
washing her hands during the entire meal service
to prevent cross-contamination when handling
RTE food.

2. Qbservation on 7/5/16 from 5:00 p.m. through
5:30 p.m. of food and nutrition worker E in the
second floor kitchenette revealed:

*He had been in the process of serving the
supper meal.

*He had gloves on and with those gloved hands
he:

-Handied drawer and cupboard handles, food cart

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
' Cc
435066 B. WING 07/07/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4513 SOUTH PRINCE OF PEACE PLACE
AVERA PRINCE OF PEACE
_ SIOUX FALLS, SD 57103
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID 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
DEFICIENCY}
- ]
. $Including SHOEF Mamb@rs
F 371 Continued From page 50 Fam =

nd’ D,
Kitchen staffewas egl%é?% me%i’

correct process for taking
temperatures of prepared food and
proper glove use an July 25 and July 26,
2016. Kitchen staff is currently using
the correct process for taking
temperatures for prepared food. The
policy for taking temperatures was
updated on July 25, 2016 to reflect the
proper process for taking the
temperature of food covered in foil.
The updated temperature policy and
the hand hygiene policy were covered
at the all staff meeting on 7/27/16,
7/28/16, 8/1/16 and 8/2/16. The
support services manager will conduct
audits of food temperatures 3 times
per week for 2 months. The support
services manager will also conduct
audits of glove use 3 times per week
for 2 months. The support services
manager will report the results of the
audits to the Pl committee that meets
every other month. The committee
will conduct further audits.

8-26-16
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handle, removed tin foil from two serving wells,
opened the refrigerator door to refrieve a
container of cottage cheese, removed the plastic
covering a salad, handled paper with resident
meal infarmation, and used a pencil to document
on residents who had been served.

-Opened and filled hamburger buns throughout
the meal service.

-Touched lettuce twice while preparing a salad for
two unidentified residents.

*He had not been observed changing his gloves
and washing/sanitizing his hands during the entire
i meal service.

-That had created the potential for
cross-contamination of bacteria when handling
RTE foods.

Surveyor: 16385

3. Observation on 7/8/16 at 11:45 a.m. of the
noon meal service in the second floor kitchenette
revealed food and nutrition worker F had pushed
the thermometer through the aluminum foil fo
take the food temperatures. He continued the
process with all the foed served from the steam
table.

Surveyor: 18560

4, Interview on 7/7/18 at 9:10 a.m. with the
cerlified dietary manager revealed:

*Gloves should have been used for one task and
changed when task completed.

*Gloves should have been used when handling
RTE foods.

*The food and nutrition workers should have only
touched the RTE food with gloved hands.

*Food temperatures should not have been taken
through the aluminum foil.

*They did not have a policy or procedure for glove
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use or for the food temperature process. . .
F 386 | 483.40(b) PHYSICIAN VISITS - REVIEW F3gg| The physician order sheet to include
35=0 | CARE/NOTES/ORDERS treatments was updated on July 26,
2016 and signed by the physician for
The physician must review the resident's total residents #6 and resident #8. On
program of care, including medications and ) 8/2/16, we will begin using the
treatments, at each visit required by paragraph (c . .
of this section; write, sign, and date progress ef.ec?:ronlc MAR. The electronic MAR 8-26-16
notes at each visit; and sign and date all orders will include the treatments as well as
with the exception of influenza and pneumococcal the medications for the physician to
polysaccharide vaccines, which may be review sign on all 60 day visits. The
administered per physician-approved facility updated policy was covered at the
policy after an assessment for contraindications. mandatory nurses meeting on 7/27/16,
7/28/16, 8/1/16 and 8/2/16. The RN
| This REQUIREMENT is not met as evidenced - coordinators will audit 2 physician
L by: order sheets weekly for 2 months to
Surveyor: 32355 ensure an updated physician signature
Based on record review and interview, the ; has been obtained. The RN
rovider failed fo ensure the physicians reviewe . . X
2 of 13 sampled residents' (6 and 8) entire plans coordlnators-wm report the audits to
of care with each visit. Findings include: the Pl committee that meets every
other month. The Pl committee will
1. Review of resident 6's medical recard conduct further audits.
revealed:
*She had been seen by the physician for a sixty
day review on 5/12/16 and 6/30/16.
*The physician had reviewed all of her
medications during these visits.
-Those medications had been signed and dated
by the physician.
*No documentation to support the physician had
taken an active role in reviewing her freatments
the staff had assisted her with on a daily and as
nesded (PRN) basis.
-Those treatments had not been attached to the
current medication list for the physician to review
on those visits.
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2. Review of resident 8's medical record
revealed: '

*He had been seen by the physician for a sixty
day review on 6/20/16.

*The physician had reviewed all of his
medications during that visit.

-Those medications had been signed and dated
by the physician.

*No decumentation to support the physician had
taken an active role in reviewing his treatments
the staff had assisted him with on a daily and
PRN basis.

-Those treatments had not been attached to the
current medication list for the physician to review
on that visit.

3. Interview on 7/6/16 at 4:20 p.m. with registerad
nurse coordinator A confirmed the above medical
record reviews. He had not been aware the
physicians had not been reviewing the resident's
entire plan of care. He agreed the above
physicians should have been reviewing the
resident's treatment plans to ensure they
remained current and appropriate for the
resident.

Interview on 7/7/16 at 2:45 p.m. with the director
of nursing revealed:
*She would have expected the physicians to have

| been reviewing the residents' entire plans of care,

including treatment plans and orders.

*The provider had no policy or procedure in place
for the staff and physicians to follow to ensure the
resident's plan of care had been completely
reviewed.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

F 386

F 441
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Resident #6's feeding supplement was
F 441 | Continued From page 54 F 441 removed and the nebulizer mask has been
dated and initialed on July 27, 2016. The
The facility must establish and maintain an oxygen tubing, suction tubing and feeding
Infection Control Program designed to provide a tube for resident number #12 was dated
safe, sanitary and comfortable environment and and initialed on July 27, 2016. The nursing
to help prevent the development and transmission staff completed an inservice on 7/27/16,
of disease and infection. 7/28/16,8/1/16 and 8/2/16 on the proper
catheter bag care, proper hand hygiene,
(a) Infection Control Prggram ] and proper perineal area cleaning
The facility must esﬁab}mh an Infection Control procedure. The policy for cleaning the
Program under which it - , , whirlpool tubs was posted in the whirlpool 8-26-16
l(r': )ﬂl\n;;s;;a?es, conirols, and prevents infections rooms on July 27, 2016. The whirlpool tub
(2) Decides ‘:lvhat procedures, such as isolation, cleaning policy was COVE_rEd at the
should be applied to an individual resident; and mandatory nurses meeting on 7/27/16,
. (3) Maintains a record of incidents and corrective 7/28/16,8/1/16 and 8/2/16. The RN
* actions related to infections. ccordinator will conduct audits of oxygen,
suctioning or feeding tubing on 3 residents
(b) Preventing Spread of Infection weekly for 2 months. The RN Coordinator
{1} When the Infection Control Program will conduct audits of the cleaning of the
determines that a resident needs isolation to whirlpoal tub 2 times weekly for two
prevent the spread of infection, the facility must months. The RN Coordinator will conduct
isolate the resident. audits of proper glove use and hand
(2) The fgci!ity m}Jst prohibit employees wit.h a hygiene 3 times weekly for two months.
commgnlcable d:sea§e or mfected skin _le3|ons. The RN Coordinator will audit proper
fr.om direct cont;ct with rgmdentls or their food, if perineal area cleaning procedure 3 times
direct contz_ar;t will transm!t the disease. . weekly for two months. The results of
(3) The facility must require staff to wash their o
hands after each direct resident contact for which those audits will be reported by the RN
hand washing is indicated by accepted Coordinator to the QAPI committee that
professional practice. meets every other week. The results will
' be reported by the RN coordinator to the
(c) Linens Pl committee that meets every other
Personnel must handle, store, process and month. The P{ committee will direct
transport linens so as to prevent the spread of further audits.
infection,
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This REQUIREMENT is not met as evidenced
by:
Surveyor: 32355

A. Based on ohservation, interview, and policy
review, the provider failed to ensure:

*Proper placement of two of two urinary catheter
bags for two of two sampled residents (6 and 8)
who had a catheter.

*Proper handwashing and glove use observed
during medication administration and persona!
care for ane of one sampled resident (6) by one
of one ficensed practical nurse (LPN) C.

*A clean technique had heen used during
personal care for one of two sampled residents
(6) who had a Foley catheter.

*Medical equipment had been dated and initialed
by the staff when changed for three of three
sampled residents (6, 8, and 12).

*Two of two tube feeding bottles had been dated,
timed, and initialed by staff upon opening for two
of two sampied residents (6 and 12) who had a
feeding tube.

*Proper placement of suctioning equipment after
use for one of two sampled residents (12).
Findings include;

1a. Observation on 7/6/16 at 7:30 a.m. of
registered nurse (RN) B with resident 6 revealed:
*The resident had been laying in her bed.
Attached fo the side of her bed was a Foley
catheter bag.

*RN B assisted the resident with multiple arsas of
personal care. :
*After RN B had completed the personal care she
lowered the resident's bed down closer fo the
floor.

*The opening to the resident's Foley catheter bag
had been touching the floor after RN B lowered
her bed.

F 441
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b. Observation on 7/6/16 at 8:55 a.m. of certified
nursing assistant (CNA) D with resident 8
revealed:

*The resident had been laying in his bed.
Attached to the side of his bed had been a Foley
catheter bag.

*He had;

-Prepared to transfer the resident from his bed to
a wheelchair {w/c).

-Removad the Foley catheter bag from the side of
the bed and laid it down on the floor during the

i transfer.

-Not placed a barrier between the Foley catheter
bag and the floor to ensure cross-contamination
of bacteria had not cccurred.

[nterview on 7/6/16 at the time of the observation

with CNA D revealed:

*That had been his usual process for transferring
the resident from his bed to the w/c.

*He agreed:

-The flocr had not been considered a clean
surface.

-He should not have laid the Foley catheter bag
directly on the floor.

-The process had created the potential for
cross-contamination of bacteria.

c. Interview on 7/6/16 at 9:30 a.m. with LPN C
confirmed the catheter bags should not have
been placed on the floor. She agreed the process
had created the potential for cross-contamination.

2. Observation on 7/6/16 at 9:10 am. of LEN C
with resident 6 revealed:

*She had prepared to assist the resident with
multiple tasks. The tasks had been to.

-Administer medications through her feeding

F 441

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:41XC11

Facility ID: 0060 If continuation sheet Page 57 of 65




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

PRINTEE: 07/18/2016

FORM APPROVED

ONMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATICN NUMBER:

435066

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

C
07/07/2016

NAME OF PROVIDER OR SUPPLIER

AVERA PRINCE OF PEACE

STREET ADDRESS, CITY, STATE, ZIF CODE
4513 SOUTH PRINCE OF PEACE PLACE
SIOUX FALLS, SD 57103

fube.

-Wash her face and apply a special cream.
-Lotion her arms and legs.

-Administer a nebulizer treatment.

1 *Sne had changed her gloves multiple times

during each of the above tasks.

*She had not been observed washing or
sanitizing her hands unti she had completed all
of the tasks above.

Interview on 7/6/16 at the time of the above
observations with LPN C revealed:

*That had been her usual process for compleiing
the ahove tasks for the resident.

*She agreed:

-She should have washed or sanitized her hands
after each glove change.

-The process had not been completed in a
sanitary manner and had created the potential for
cross-contamination of bacteria.

3. Observation on 7/6/16 at 9:10 a.m. of CNAC
with resident 6 revealed:

*She had prepared to assist the resident with
perineal care.

*With gloved hands she had washed the
resident's bottom first. The resident had been
incontinent with a large bowel movement.
“With those soiled gloves CNA C washed the
perineal area of the resident. She had washed
the area from the back to the front.

Interview on 7/6/16 at the time of the above
observation with CNA C revealed:

*That had been her usual process for assisting
the residents with perineal care.

*She had not been aware she washed the
resident's perineal area from back to front.
*She agreed:
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-Her gloves had been soiled after washing the
resident's bottom.

-She should have removed her gloves and
washed her hands prior to washing the resident's
perineal area.

-She should have washed the resident's perineal
area first.

-The above process had created the potential for
cross-contamination of bacteria.

4a. Observation on 7/5/16 at 4:10 p.m. of resident
6's room revealed:

*An open bottle of tube feeding supplement
attached to plastic tubing and a pump. The bottle
had been a fourth full.

*The pump had been turned off, and the feeding
tube supplement was not connected fo the
resident’s feeding tube.

*The tube feeding bottle had no date, time, or
initials on the label to indicate:

-The date it had been opened.

-The time of day it had been opened.

-Who had opened the bottle.

*A nebulizer machine with the mask and chamber
attached to it on her bedside table. The
equipment had not been dated or initialed to
support:

-When it had been changed.

-Who had changed it.

b. Observation on 7/5/16 at 4:30 p.m. of resident

8 and his room revealed:

*He had been:

-Sitting in his wheelchair in his room.

-Receiving oxygen through a plastic tubing placed
inside of his hose.

*The oxygen tubing had no date or initials on it to

indicate the last time it had been changed and by
whom.
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*A nebulizer machine with the mask and chamber
attached to it on his bedside table. The

“equipment had not been dated or initialed to

indicate:
-The date it had been changed.
-Who had changed it.

c. Observation on 7/6/16 at 3:50 p.m. of resident
12 and her room revealed:

*She had been laying in bed with oxygen attached
to her tracheostomy. The oxygen tubing had no
date or initials on it to support the last time it had
been changed.

*There had been a feeding tube bottle attached fo
plastic tubing and a pump. The resident had been
receiving the supplement through her feeding
tube.

*The tube feeding bottle had no date, time, or
initials on the label to support:

-The date it had been opened.

-The time of day it had been opened.

-Who had opened it.

*Further observation revealed:

-A Yankauer suction tip had been laying directly
on top of the resident's bedside table. The suction
tip had no barrier between it and the top of the
bedside table.

-Suction tubing attached to the suction unit on the
wall. The tubing had no date, time, or initials to
support the last time it had been changed.

-The end of the suction tubing had not been
covered, and the tubing had been full of thick
yellow colored phlegm.

-The phlegm had been dropping out of the end of
the open tubing onto the resident's bedside fable.

d. Interview on 7/6/16 at 4:30 p.m. with RN
coordinator A and RN B revealed:

*They confirmed:

F 441
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-The catheter bags and their openings should not
have been placed on the floor.

-LPN C shouid have washed or sanitized her
hands in-between each glove use.

-Personal care for resident 8 had not been
performed in a sanitary manner. The CNA should
have washed the perineal area first and from the
front to the back.

-All medical equipment and tube feading botfles
should have been dated, timed, and initialed by
the staff to support timeliness of changing.

-All of the suction equipment should have been
placed in a plastic bag or some type of barrier to
ensure no cross-contamination of bacteria
transferred to the resident.

*They agreed the above processes had not been
completed in a sanitary manner, and there had
been potential of cross-contamination of bacteria
ta the resident.

[nterview on 7/7/16 at 2:50 p.m. with the director
of nursing further confirmed the above interview
with RN coordinator A and RN B. She would have
expected them to have been monitoring the
above processes to ensure sanitary conditions
were maintained.

Review of the provider's August 2015 Infection
Prevention and Control Standard Precautions
policy revealed:

*Purpose:

-"Provide for protection of patients [resident] and
visitors from the spread of infectious illness and
disease.

-To reduce the risk of transmission of
rmicroorganisms from both recognized and
unrecognized sources of infection."

*'All patients are potential sources of infectious

iliness and disease. Standard precautions are to
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be used for the care of all patients."
*'Administration, department heads/managers,
and supervisors share responsibility for
monitaring compliance with standard
precautions.”

“Hand Hygiene is the single most important
method to prevent the spread of infection and will
be performed:

-Before and after glove removal.

-Between different tasks and procedures on the
same patient to prevent cross-contamination of
body sites.”

*'Patient supplies and equipment:

"Will be stored in a manner to prevent
cross-contamination and protected from the
environment.”

-Revealed no process or procedure to ensure all
medical equipment and tube feeding
supplies/bottles were dated, timed, and initialed
by the staff.

Review of the provider's 1/13/13 Cleaning/Care of
Catheter Bags policy revealed no process or
procedure in place for the staff to follow to ensure
proper placement did not occur on the floor or on
contaminated surfaces.

Surveyor; 32332 .

B. Based on observation, interview, and policy
review, the provider failed to follow their policy for
cleaning and disinfecting two of two observed
whirlpool tub cleanings. Findings include:

1a. Observation and interview on 7/6/16 at 9:00
a.m. with CNA L instructing how she cleaned a
whirlpool tub in the Boulder Creek spa room
revealed between évery resident-use she would
have:

“Placed the tub chair in the tub and closed the
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door.

*Closed the drain and turned the
disinfectant/cieansing knaob io disinfectant.
*Turned on the water and jets.

*Filled the tub "aboui half-way full" (She pointed
to an area approximately two feet off the tub
floor:)

*Used a scrub brush to scrub the entire chair and
all of the walls and the floor of the tub.

*eft the disinfectant in the tub "about ten {o
fifteen minutes."

*Turned the jets off and drained the tub.
*Rinsed the disinfectant from the fub.

Further interview with CNA L regarding:

*The 'cleaner' knob for pre-cleaning the tub
revealed she;

-Had not known the knaob turned to the cleaner.
-Had not used the pre-cleaner.

*The tub cleaning directions revealed she stated
there were no directions available in the spa room
for the cleaning of the tub.

b. Observation and interview on 7/6/16 at 10:15
a.m. with CNA D on how he cleaned the whirlpool
tub in the Bluegrass Way/Platinum Ridge spa
room revealed between every resident-use he
would have:

*Placed the tub chair in the tub and closed the
door.

*Rinsed the tub and tub chair with water, but he
would rot close the drain or fill the tub wiih water.
*Qbtained a container of Cid-A-L il quaternary
disinfectant from the spa closet and "sprinkled the
cleaner onto tub and chair and then scrubbed."
*Allowed the disinfectant to sit "a few minutes"”
before rinsing.

*Rinsed the disinfectant off the tub and chair with
water.
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Further interview with CNA D at the above time
regarding how much disinfectant he used to clean
the tub revealed he:

*Stated he knew how much he used.

*Displayed how he would shake the cleaner from
the container fwo or three times without
measuring.

*Stated there were no directions available for
cleaning the whirlpool tub.

Further observation during the above cleaning
observation by CNA D revealed he had also not:

i *Used the disinfectant/cleaner knobs on the
t whirlpool tub.

*Turned on the whirlpool jets.

c. Review of the provider's March 2008 Cleaning
and Disinfecting of Apollo Bathing Systems policy
revealed cleaning of the whirlpool tub was to have
been completed between each resident's use.
The CNA was to have:

*Placed the chair in the tub and closed the door.
*Closed the drain.

*Turned the rinse knob to cleanser.

*Turned the clean knob to the on position.
*Turned the jets on.

*Filled the tub with five inches of the water
cleaner mixture,

*Turned the jets off:

*Scrubbed the inside of the tub and the chair with
a brush and allowed the cleaner to sit for ten
minutes.

*Rinsed the tub and opened the drain.

*Opened the tub door.

Disinfection of the whirlpool tub was to have been
completed at the end of the day. The CNAwas to

have:
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*Placed the chair in the tub and closed the door.
*Closed the drain.

*Turned the rinse knob fo disinfactant.

*Turned the tlean knob to the on position.
*Turned the jets on.

*Scrubbed the inside of the tub and the chair with
a brush and allowed the cleaner to sit for ten
minutes,

*Rinsed the tub.

*Rinsed the tub and opened the drain.

*Opened the tub door.

The disinfection procedure had not included:
“Filling the tub with water or disinfectant solution.
*Turning the jets off.

i Interview on 7/7/16 at 1:15 p.m. with the infection

control nurse revealed:

*She agreed the staff had not followed their policy
for the whirlpool cleaning and disinfection.

*She had requested manufacturer's directions
and the new tub pclicy from the provider several
times after the facility had opened in June 2015,
However she had not received a copy.

*She would have expected the staff to follow the
manufacturer's directions for cleaning the
whirlpool tub.
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Surveyor: 14180

A recertification survey for compliance with the
Life Safety Code (LSC) (2000 new health care
occupancy) was conducted on 7/6/16. Avera
Prince of Peace (building 02 replacement facility)
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 New Health Care Occupancies in
conjunction with the provider's commitment to
continued compliance with the fire safety

standards.
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Surveyor: 14180

A recertification survey for compliance with the
Life Safety Code (LSC) (2000 new business
occupancy) was conducted on 7/6/16. Avera
Prince of Peace (building 03 business
occupancy) was found in compliance with 42
CFR 483.70 (a) reguirements for Long Term Care
Facilities.

The building will meet the requirements of the
2000 LSC for New Business Occupancies in
conjunction with the provider's commitment to
continued compliance with the fire safety
standards.
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Surveyor. 18560

Aficensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
7/5/16 through 7/7/16. Avera Prince of Peace was
found in compliance.

S 000 Compliance/Noncompliance Statement S 000

Surveyor, 18560

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 7/5/16
through 7/7/16. Avera Prince of Peace was found

in compliance.
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