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INITIAL COMMENTS

Surveyor, 32331

A recertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for
long term care facilities, was conducted from
7/11/16 through 7/13/16. Bethesda Home was
found not in compliance with the following
requirements: F323 and F441.

Surveyor; 33488

A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for long
term care facilities, was conducted from 7/11/16
through 7/13/16. Areas surveyed included nursing
services. Bethesda Home was found in
compliance.

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

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

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

Surveyor: 34030

Based on chservation, interview, and palicy
review, the provider failed to maintain an
environment free from potential accident hazards .
on the concrete in one of one resident courtyard
and at one of one front entrance. Findings
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ude HAZARDS/SUPERVISION/ DEVICES
1. Observation on 7/12/16 at 3:00 p.m. of the ‘
residents' courtyard concrete pad revealed: f Action Plan:
*An uneven area of three-fourth inch deep by a
foot and a half long. 1. The Maintenance Director is
*Two outdoor chairs beyond the uneven arga. -~ '
obt
*Residents would have had to cross the uneven aIning quo.tes to fix the
area to get to the chairs, creating a potential for concrete pad in the front and

falls. back of the building, When this

Observation on 7/13/16 at 1:00 p.m. of the front Is obtained the work will be

entrance concrete pad revealed a section of completed. The company is

concrete that appeared to have been replaced. It scheduled to see if they can
had sunk lower than the rest of the concrete complete th f work
creating an uneven surface of one inch deep. P © scope ot wor On%egif?b
the week of 8/1/16. i
gtgrveyort‘.. 323317/12/16 (920 ¢ resident 2. Aliresidents who go outside lJ 1o
servation on at 2:20 p.m. of residen iy
15 in the residents’ courtyard revealed: could be affected. J\]meﬁﬁ/l

*She was seated in a wheelchair. 3. All maintenance staff were re-
“Her wheelchair was close to an uneven and educated by the Administrator
cracked cement pad area. on the importance of

20

Interview on 7/12/16 at 2:25 p.m. with the maintaining an accident free
administrative assistant regarding resident 15 in enviranment
the residents’ courtyard revealed she went out . o

4. Audits monitoring the concrete

often to the above area by herself.
will be performed by the

Surveyor: 34030 Mai .
Interview on 7/13/16 at 8:10 a.m. with the aintenance Director/

maintenance director revealed: Maintenance Director Designee

*He agreed the above concrete surfaces had monthly x6 then brought to the
uneven areas. . )

*He stated he had been unaware those areas Quality Assurance Committe
were a fall hazard. for further recommendations.

*Checking outside sidewalks and concrete were
not on his regular maintenance schedule. % MO\\W\'EXQY\(‘_Q,
Awe %r Ordodignes. STDOOHEL.

*He agreed the uneven areas were a hazard for
Facility tD; 0014 if contmuatwn sheet Page 20of6
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Continued From page 2
potential falls.

Interview on 7/13/16 at 10:45 a.m. with the
director of nursing revealed:

*She was unaware of the uneven concrete areas.
*She agreed the uneven areas were a hazard for
potential falls and should have been fixed.

Review of the provider's 1/19/16 Environmental
Maintenance policy revealed:

*"isually inspect the area for unsafe or abnormal
conditions or those that detract from the aesthetic
appearance of the area such as cracks,
unprotected pits or holes, burned-out lights and
other safety hazards. Such inspections should
include walkways and lighting.”

*"Make minor repairs as needed and report
unsafe conditions that cannot be readily corrected
or which are outside the scope of the
maintenance department."

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

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

{a) Infection Control Program

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

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

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

F 323

F 441
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(b} Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
comimunicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens
Personnel must handle, store, process and
transport linens so as to prevent the spread of

infection.

This REQUIREMENT is not met as evidenced
by

Surveyor: 35121

Based on observation, interview, manufacturer's
instruction review, and policy review, the provider
failed to foliow manufacturer's instructions for

cleaning observations by two of two certified )F\\(
nursing assistants (CNA) (A and B). Findings
include:

disinfecting two of two whirlpool tubs during &}&\Q@g E sanitizing compliance will be

1. Observation and interview on 7/12/16 at 1Q%O\Q
a.m. with CNA A during disinfection of the B wmg

whirlpool tub revealed: O\ G\
*After she had scrubbed the whirlpool surfaces .,\\) ,{Q\ Committee for further

with the disinfectant mixture she: Q
; o \ (\‘ recommendations.

-Let the disinfectant mixture remain in the foot

QO i pussiag staff on 8/9/167)

F441 INFECTION CONTROL, PREVENT
SPREAD, LINENS

Action Plan;

1. On7/28/16 the policy for
sanitizing the whirlpool tubs
was revised to meet the
manufactures
recommendations.

2. All residents who use the
whiripool tub could be affected.

3. All nursing staff was re- ahlt)lu
educated by the Director of
Nursing/Director of Nursing
designee on 7/28/16 regarding |

the Bethesda Policy and
Procedure for disinfecting the
whirlpooi tubs. Further
education will be provided to

Avgust

Audits monitoring whirlpool

completed by the Director of
Nursing/ Director of Nursing

\&Q\S} \Bgtsdeslgnee weekly x4, bi-weekly

x2, monthly x3 then brought to

the Quality Assurance
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well of the whirlpool tub for ten minutes.

-Did not monitor the whirlpool tub or whirlpool
chair for dried surfaces.

-Would routinely leave the whirlpool room after
the disinfectant had been applied.

-Agreed there were surfaces of the whirlpool tub
and whirlpool chair that had dried.

-Did not know the whirlpool tub surfaces were to
have remained wet for ten minutes.

-Had been trained by another CNA.

-Had not had any additional training regarding
disinfection of the whirlpool tub.

-Confirmed the disinfection directions on the
disinfectant container indicated surfaces were to
have remained wet for ten minutes.

2. Observation and interview on 7/12/16 at 12:15
p.m. with CNA B during disinfection of the C wing
whirlpool revealed:

*After she had scrubbed the whirlpool tub
surfaces with the disinfectant mixture she:

-Did not monitor the whirlpool tub or whirlpool
chair for dried surfaces.

-Would routinely leave the whirlpool room after
the disinfectant had been applied.

-Agreed some of the surfaces of the whirlpool tub
and chair had dried in less than ten minutes.

-Did not know the whirlpool tub surfaces were to
have remained wet for ten minutes.

-Had been trained by another CNA.

-Had not had any additional training regarding
disinfection of the whirlpool fub.

-Confirmed the disinfection directions on the
disinfectant container indicated surfaces were fo
have remained wet for ten minutes.

Interview on 7/13/18 at 10:10 a.m. with the
director of nursing, Minimum Data Set
coardinator, and the infection control nurse
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confirmed the above CNAs had not followed:
*The provider's whirlpool disinfecting policy.
*The manufacturers' instructions for disinfecting
the whirlpoois.

Review of the provider's 1/4/16 Whirlpool
Disinfecting policy revealed they were to follow
the manufacturer's instructions for disinfecting the
whirlpool tubs.

Review of the undated Superior Sit-Bath System
6300 cleaning instructions revealed to "Let
disinfectant stay on surface for 10 minutes. (Or,
as recommended by the instructions on the
disinfectant concentrate container).”

Review of the undated Apollo Advantage seated
bathing system disinfecting process revealed
after scrubbing surfaces with the disinfectant
solution to "Leave wet for 10 minutes."

Review of the Penner Patient Care whirlpool
disinfectant cleaner instructions revealed fo "Wet
all surfaces thoroughly. Allow to remain wet for 10
minutes.”

Review of the Cid-A-L Il disinfectant instructions
revealed to "Wet all surfaces thoroughly. Allow to
remain wet for 10 minutes."

F 441
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Surveyor. 14180

A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted on 7/12/16. Bethesda
Home was found in compliance with 42 CFR
483.70 (a) requirements for Long Term Care
Facilities.

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

Surveyor. 32331

A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, requirements for
nursing facilities, was conducted from 7/11/16
through 7/13/16. Bethesda Home was found in
compliance.

Compliance/Noncompliance Statement

Surveyor: 32331

A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse Aide, reguirements for nurse aide
training programs, was conducted from 7/11/16
through 7/13/16. Bethesda Home was found in
compliance.
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