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Addendums 104 with 0N
O\btcm W per 5] 1\ Q(‘
. Surveyor: 33488

NGOG N
A recertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for O\gv \n\ W&w
long term care facilities, was conducted from )
7/18/16 through 7/20/16. Tekakwitha Living N ? N ltSDDOﬁl&L
Center was found not in compliance with the
following requirements: F225, F279, F281, F283,
F323, F371, F431, F441, and F456.
F 225 | 483.13(c)(1)(ii)-(iii), (c)}(2) - (4) F 225

SS=E INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

F 000 | INITIAL COMMENTS F 000

The facility must not employ individuals who have
! been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are repcrted
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

WORY DIREC ZORS OR PRV ERISUPPLIER REPRESENTAT]VE S SIGNATURE MW (X6) DATE

eﬂclen(y statement ending with an‘asterisk ( *) denotes a deflclency which the institution may be g_:ggmd_fmm-e - etermined that
{sdlosable 90 days

ot r safeguards provide sufficient protection to the patients. (See instructions.) Except for nursin h [\E]‘J: [er 3 stdted\dbo
following the date of survey whether or not a plan of corraction is provided. For nursing homes, th in disclosable 14
days following the date these documents are made available to the facility. If deficiencies are citec, T’w'roved plan of correction :-r’i igitg to cantinued

program participation. AUG % 5 2@15
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The results of all investigations must be reported N . . '
to the administrator or his designated All new hires will be checked 0503/

representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged viclation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 34030

Based on record review and interview, the
provider failed to ensure five of five newly hired
employees (A, B, C, D, and E) were safe to work
with the residents. Findings include:

1. Review on 7/20/16 of new employee records
revealed:

*Two of the employees (A and B) were dietary
aides.

*Three of the employees (C, D, and E) were
nursing staff.

*No information on convictions had been
obtained.

Interview on 7/20/16 at 12:35 p.m. with the
director of human resources regarding the above
employee records revealed:

*The administrator had directed her to stop doing
background checks on new employees in
September 2015 due to cost.

-The administrator was not at the facility during
the survey.

*After that date she would just ask any new
employees if they had ever been convicted of a
crime.

through the National Sex
Offender Registry and the
Office of Inspector General
Websites for abuse and/or
neglect with all new hires,

*A state background check will
be completed with the Clerk of
Courts at our local Courthouse
to check for violations.

*This will be comipleted by the
Human Resources department
during orientation process and
discussed in the employee
handhook and with checklist
included in the hiring process of
100% of employees.

*Checklist to be reviewed at QA
quarterly times 3
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ss=p | COMPREHENSIVE CARE PLANS

A facility must use the resulis of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished fo attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident’s exercise of rights under
§483.10, including the right o refuse treatment
under §483.10(b){4).

This REQUIREMENT is not met as evidenced
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F 225 | Continued From page 2 F 225
Interview on 7/20/16 at 4:20 p.m. with the director
of nursing {DON) regarding the review of new
employeas reveated:
*She was unaware background checks were not
being done.
*She agreed new employees had not been
adequately reviewed to determine if they were
safe to work with the residents.
A policy was requested from the DON but had not
been received by the time of exit.
F 2791 483.20(d), 483.20(k)(1) DEVELOP F 279
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Surveyor: 32331 5279.“ _ $-18-1o
Based on interview, record review, and policy Review care plan policy for
review, the provider failed to ensure one of five measurable objectives and
sampled residents (7) with depression had the timetables to meet the
care plan updated and revised as changes resident’s medical. nursing. and
occurred. Findings include: s P &
mental and psychosccial needs
1. Review of resident 7's medical record revealed that are to be identified in their
she had:
, . assessment.
*A diagnosis that included a major depressive L .
disorder *This will be monitored by the
*A fall on 6/9/16 resulting in a fracture and interdisciplinary team during
hospitalization. the care planning process on
Interview on 7/19/16 at 8:52 a.m. with resident 7 new admission, readmissions
revealed she had: and quarterly or when changes
*Her right arm in a sling. occur in residents status.
' *1:1\ reﬁjent fall with complaints of pain in her * Resident #7 has been updated
i shoulder. . L .
*Been feeling a "little down" since the fall. to include depression diagnosis,
problems, goals and
Review of'6l15f16 and 6/20/16 clinical approaches.
psychologist's repor@s_for resident 7 revealed: * Interdisciplinary team to audit
*She had been receiving treatment for . .
depression. resident care plans during MDS
*She had a depressed mood and signs of assessment period with
depression were present. checklist to ensure all diagnosis
Review of resident 7's 6/30/18 significant change 2re add ressed_ on the care plan.
Minimum Data Set (MDS) assessment in section DON to monitor compliance
D revealed she had increased in symptom weekly for 90 days and report
frequency of feeling down, depressed, or findings to QA. NPNIH?[Z'W,éL
nopeless Gonre cone pIons J%gg ﬁ%\\
Review of resident 7's revised 7/7/16 care plan '(Eb\d)ﬁ'&s L M S cot Ed £«
revealed: San NGl +E0M [
*She had sustained a right humerus fracture and Aone ok MNONGoy a\ stored-
right rib fracture after a fall. 003N on . |
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*There was no documentation she had
depression including any established goals and
interventions for it.

Interview on 7/20/16 at 11:00 a.m. with the
director of nursing regarding resident 7 revealed:
*Depression had not been on her care plan.

*She confirmed depression along with goals and
interventions had needed to have been on her
care plan.

*Interventions should have been on her care plan.

Interview on 7/20/16 at 2:45 p.m. with the MDS
coordinator regarding resident 7 revealed:

*She agreed her most recent MDS assessment
section D results had increased in symptom
frequency of feeling down, depressed, or
hopeless. '

*Depression had not been on her care plan.
*She agreed depression along with goals and
interventions had needed to have been on her
care plan.

*Interventions should have been on her care plan.
*It was the responsibility of the MDS coordinator
and social services to have included that on her
care plan.

Review of the provider's undated Care Plans
policy revealed:

*'The care plan must include measurable goals
and time tables to meet a resident's medical,
nursing, and psychological needs as identified in
the assessment."

It was the responsibility of alt staff to have kept it
updated with:

-Current information.

-Changes in the plan of care and goals.

F 281 | 483.20(k}(3)(i) SERVICES PROVIDED MEET F 281
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$5=D | PROFESSIONAL STANDARDS 281
The services provided or arranged by the facility _ *NPNI ‘C’DDOJW[&L-
must meet professional standards of quality. *Revise mandatory reporting 20
' policy by Administrator and §-7
This REQUIREMENT is not met as evidenced DON by 08-17-16 to provide
by: training to all staff on policy for
Surveyor: 32331 . mandatory reporting.
Baged on recorq review, interview, and pohc_y *Investigation to be completed
review, the provider failed to ensure professional .
standards were followed for submitting required by nursing staff and SSD
incident reports regarding reporting of injuries of a *New hires to watch
serious nature and an elopement to the South presentation from DOH on
Dakota Department of Health (SD DCH) for: .
*Two of two sampled residents (7 and 12) with a websut.e for :.nandator\./
fall resulting in major injury. reporting using checklist
*One of one sampled resident {4) with an through HR.
li',oz‘?mef‘t- ude: *All events will be reviewed by
ndings Include: QA as they occur.
Surveyor: 34030 *Findings brought to QA NQN{BDW%L
1. Review of resident 7's medical record revealed quarterly meetings’é‘:\ﬁ@Q}UﬂM\l.
on 6/9/18 a fall resulting in a fracture had
%Findiny brougng +0
Review of the provider's incident reports revealed G}‘P
SD DOH had not been notified of resident 7's falll \O\‘\ DCN'
on 6/9/186 resulting in major injury. N \?N lbDDOWE(
Surveyor: 32331
Review of resident 7's medical record revealed
she had a fall on 6/9/16 resulting in a fracture and
hospitalization.
Interview on 7/19/16 at §:52 a.m. with resident 7
revealed she had:
*Her right arm in a sling.
*A recent fall with complaints of pain in her
FORM CMS-2587(02-99) Previous Versions Obsolete Event ID: QP8U11 Facility ID: 0028 If continuation sheet Page 6 of 23
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Review of resident 7's 8/30/16 significant change -
Minimum Data Set (MDS8) assessment in section *Revise mandatory reporting
J revealed she had one fall with major injury since olicy by Administrator and
her 4/6/16 quarterly MDS assessment, poticy BY .
DON by 08-17-16 o provide )b
Review of resident 7's 6/9/16 Event Report training to all staff on policy for 5: 7
revealeq she had. ' . mandatory reporting.
*Fallen in the hallyvay in a witnessed fall. *Investigation to be completed
Been unresponsive after the fall. .
*Complained of severe right arm and shoulder by nursing staff and SSD
pain, *New hires to watch
. *Been taken by the ambulance to the emergency presentation from DOH on
room. website for mandatory
Review of resident 7's revised 7/7/16 care plan reporting using checklist
revealed she had sustained a right humerus through HR.
fracture and right rib fracture after a fail. *All events will be reviewed by
Interview on 7/20/16 at 11:00 a.m. with the Qﬁ_‘ as‘they oceur.
director of nursing and at 2:45 p.m. with the MDS *Findings brought to QA
coordinator regarding resident 7 revealed: guarterly meetings
*Both agreed SD DOH should have been notified
of resident 7's fall on 6/9/16 resulting in major
injury.
*A fall that involved injury of a serious nature
should have been reported to the SD DOH.
Surveyor 34030
2. Review of resident 12's 9/25/15 initial incident
report to the SD DOH revealed:
*An unwitnessed fall with injury had occcurred on
9/24/15 at 9:00 p.m.
*The time the incident was reported had not been
recorded.
| Closed record review for resident 12 revealed:
*He had dementia.
FORM CMS-2567{02-99) Previous Versions Obsolete Event ID: QP&U14 Facility ID: 0028 if continuation sheet Page 7 of 29
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: himself.

was three indicating severe mental impairment.
*He was at a high risk for falls.

*He was unable to walk on his own and used a
wheelchair. He would wheel around the facility by

*He wore a TABS alarm.

*On 9/24/15 after a fall down some stairs he was
sent to the hospital. They called at 11:17 p.m. to
report he had a broken right arm along with
bumps and bruises.

*He had died on 11/16/15.

*The provider had not notified the SD DOH in the
required time frame of two hours for a fall with a
serious injury.

3. Review of resident 4's 4/25/16 initial incident
report revealed: -

*The resident had left the building without the
staff's knowledge on 4/23/16.

*Her roommate went with her,

*SD DOH had been notified on 4/25/186.
*Notification should have been completed within
twenty-four hours.

Review of resident 4's medical record revealed:
*She was admitted on 4/22/16 the day before her
elopement.

*She had dementia with confusion.

*Her 4/28/16 MDS BIMS assessment was four
indicating severe mental impairment.

*The resident's sister called the facility to let them
know she was at her house.

*The facility was unsure of how long resident 4
and her roommate had been gone.

Interview on 7/19/16 at 11:25 a.m. with the social
service designee regarding the above incidents

%%\\%d\d
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*His 8/28/15 Minimum Data Set (MDS) Brief F281
Interview of Mental Status (BIMS) assessment

*Review elopement policy at

mandatory staff meeting by 08-

17-16

*MDS coordinator and SSD to

campile elopement risk

assessment on admission,

guarterly and resident change

of status

*Staff being alerted to the

possibility of elopement
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and care plans.

*Elopement risk assessment

added to MDS checklist > % WAl DR ¢
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revealed: 281
*Either she or the director of nursing (DON) were
responsible for reporting and investigating
incidents. *Revise mandatory reporting
*She thought all reportable incidents needed to olicy by Administrator and
be reported within twenty four hours. g Ova yog 17-16 1 i 17 /e
*She was unaware of the two hour time frame for y Us-1/-1b 1o provide
some incidents. training to all staff on policy for
| *She agreed the above incidents had not been mandatory reporting.
reported to the SD DOH in a timely manner. *Investigation to be completed
Interview on 7/20/16 at 4:30 p.m. with the DON by nursing staff and SSD
confirmed she agreed the above incidents had *New hires to watch
not been reported in a timely manner as required. presentation from DOH on
Review of the provider's undated Abuse policy web5|t.e for r.nandator\./
revealed: reporting using checklist
*'"There are two limits for reporting [to the SD through HR.
DOH] depending on the seriousness of the event. *All events will be reviewed by
If the event causes reasonable suspicion A as th
resulting in serious bodily injury to a resident, staff Q + as they oceur.
must report the suspicion immediately, but not *Findings brought to QA
later than 2 hours™. quarterly meetings
*|f the events do not result in a serious bodily ‘
injury to a resident the report must be not later
than 24 hours". *?dlC\x C\\d NOY C/\/\O& € )‘fOL‘P-Pn
Surveyor: 32331 QODCOC\&d o0 P‘QW‘“ C\%
Review of Patricia A. Potter and Anne Griffin O{‘(
Perry, Fundamentals of Nursing, 8th Ed., p. 358, %U‘I dﬂ‘\ ‘% W m
St. Louis, MO, 2013 revealed: SHOEE PR /1010 (]
*An incident or occurrence was any event that
was not consistent with the routine operation of a %J T / Ho.
health care unit or routine care of a patient. N (SDDCS&
*Examples of incidents include patient falls. N l ({
*Follow agency policy when making an incident
report.
*These reports are an important part of quality
improvement.
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*The overall goal is to identify changes needed to 583
prevent future recurrence. F . _
*File the report with the appropriate *Review discharge policy with
risk-management department of the agency." nursing at nurses meeting on
g g 9_ YR /(;.
08-15-16.
Surveyor: 34030 *Review completion process of
F 283 | 483.20(1)(1)&(2) ANTICIPATE DISCHARGE: F 283] the discharge which recaps

838=0D

RECAP STAY/FINAL STATUS

When the facility anticipates discharge a resident
must have a discharge summary that includes a
recapitulation of the resident's stay; and a final
summary of the resident's status to include items
in paragraph (b)(2) of this section, at the time of
the discharge that is available for release fo
authorized persons and agencies, with the
consent of the resident or legal representative,

This REQUIREMENT is not met as evidenced
by:

Surveyor: 33488

Based on record review, interview, and policy
review, the provider failed to have an appropriate
discharge summary that included a recapitulation
(summary statement) that included a review of
the resident's stay for one of one sampled
resident (14) who was discharged home. Findings
include:

1. Review of resident 14's 3/25/16 Discharge
Planning-Discharge Summary form revealed;
*That was the form completed upon discharge
from the fagility for the resident.

*A section in that form was labeled Recapitulation
of Stay and was filled out as follows:
*'Rehabilitation services: PT/OT"

resident stay to include
improvement information
throughout stay, where being
discharged to and with what
services if any were provided.
*DON to monitor completion
for all discharges for 90 days NPNLI
and findings to QA quarterlyﬂﬂt Y1,

% PrOwss 40 be compleied
0oy £OuSONCh N PNPSDDOYEL

% NURLSING, STOER e
Cn gis/iv A A A N
mmm%l

and PIaLes in Cnowds. (ele

INUINBDROEE C

% %emga?% cesidant | was comp%u
Ao

INPN fOpDteC

RHE

odd]
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| *She agreed the limited information that was

Continued From page 10

*'Final diagnosis/condition upon discharge:
Healing of humerus fracture."

*Significant changes in condition, outstanding
events, and hospitalizations were left blank.
*There was a progress note made by nursing
staff that dencted "resident discharged home via
private vehicle accompanied by husband, med
list, and instructions sent with. Home Health to
follow."

Interview on 7/20/16 at 9:30 a.m. with the director
of nursing regarding resident 14's discharge
summary revealed:

*There was no other documentation to show a
summary statement was made to reflect the
resident's life and care while at the facility.

*She was unaware they needed a thorough
discharge summary.

included in the above summary had not
appropriately reflected the resident's life.

Review of the current undated Discharge of a
Resident policy revealed no procedure requiring
staff to enter a summary statement describing the
resident's life while at the facility.

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.

F 283

F 323
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This REQUIREMENT s not met as evidenced F323
by: )
Surveyor: 34030 Resident #12 O-15-le
Based on observation, interview, record review, *Revise/review policy for
and policy review, the provider failed o alarmed/secure doors to

*Secure an exit door leading into a child daycare , .
area resulting in a fall with major injury for oyne of include all staff training by 08-
one (12) sampled resident. 17-16. Coded lock placed on
*Alarm two exit doors {(numbers four anq sig) and day care door with keypad
secure one of one courtyard gate resulting in an entry for parents and staff only.
elopement for one of one (4} sampled resident. . )
*Secure or alarm one of one elevator leading to a No access to this area by
basement door that lead outside to the employee residents related to code
EEarking l?t' r randomly observed resident's (16 needed to enter.

nsure fou , I
17, 18, and 19) beds were free from entrapment Maintenance to check
hazards. compliance while completing
Findings include: rounds and finding to be
1. Review of a 9/25/15 event report to the South dlscus§ed ot mon.thly Safety
Dakota Department of Health (SD DOH) commrttee meetings
regarding resident 12 revealed.
*He was missing on 9/24/15 at approximately
9.00 p.m,
*He was found with his wheelchair at the bottom
of a stairwell in the child daycare area of the
building.
*He had opened two doors to get to the stairs.
*He was taken to the hospital and found to have a
broken arm.
*'Alock has been placed on the day care door."

Closed record review for resident 12 revealed:
*He had dementia.

*His 8/28/15 Minimum Data Set (MDS) Brief
Interview of Mental Status (BIMS) assessment
was three indicating severe mental impairment.
*He was at a high risk for falls.

*He was unable to walk on his own and used a
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Continued From page 12

wheelchair. He would wheel around the facility by
himself.

*He wore a TABS alarm.

*0On 9/24/15 after a fall down some stairs he was
sent to the hospital. They called at 11:17 p.m. to
report he had a broken right arm along with
bumps and bruises,

*He had died on 11/16/15.

Observation on 7/18/16 during the initial tour of
the East wing and dining hall revealed a door
leading from the dining hall into the daycare that
had a keypad with the numbers posted on it.

Observation on 7/19/16 at 3:00 p.m. of the same
daycare door revealed.

*It opened into a child daycare after pressing the
keypad number.

*After entering the daycare a hallway to the right
ended with another door leading to a stairway to
the outside. That door currently had a bolt lock at
the top of it.

*Those were the two doors resident 12 had gone
through before falling down the stairs.

Observation on 7/19/16 at 3:40 p.m. of an
unidentified staff member revealed.

*He walked through the daycare door without
punching in the numbers into the keypad.
*There was a faint chiming noise heard as he
went through the door.

interview immediately afterward with daycare
worker H revealed both of the above doors were
unlocked during the day. They were locked at
5:30 p.m. when they left for the day.

Interview on 7/20/16 at 4:30 p.m. with the director

of nursing (DON) and the social service designee

F 323
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regarding the above doors and the event with F323 HNUN [SOROLTHE

resident 12 revealed:
*The doors had not been locked.

*The d_oors had not been alarmed at the time of *Review elopement policy at

the incident to prevent his fall with a major injury. mandatory staff meeting by 08- aaif-/b
2. Review of a 4/25/16 event report to the SD 17-16

DOH regarding resident 4 revealed: *MDS coordinatar and SSD to

*She and her roommate were missing on 4/23/16 compile elopement risk

at approximately 7:00 p.m.
*They were found at a relative's home in a
neighborhood away from the facility.

assessment on admission,
quarterly and resident change

of status
Review of resident 4's medical record revealed: *Staff being alerted to the
*She was admitted on 4/22/16 the day before her ibilitv of el
elopement. possibility of elopement
*She had dementia with confusion. through communication book
*Her 4/28/16 MDS BIMS assessment was four and care pfans.
indicating severe mental impairment. *Elopement risk assessment
Surveyor 35625 added to MDS checklist
Observation and interview on 7/18/16 at 4:20 *DON to monitor MDS checklist
p.m. at exit number four revealed: weekly through 90 days and

*The alarm to the door had been switched off.
*An unidentified staff member stated it had been
turned off when a resident went out to smoke,
and it should have been turned back on.

*The door led to a fenced courtyard with a gate at
one end.

-Testing of the gate revealed it could be unlatched
without difficulty.

report findings to QA quarterly

Surveyor 34030

Observation and interview on 7/19/16 at 9:15
a.m. with licensed practical nurse (LPN} |
revealed:

*Exit doors number four and six were in the East
wing near resident 4's room.

*Those doors were used by resident smokers to
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go outside the facility to smoke. , Gy { I
*The alarms currently went off when they left and F323 %\ QN : M)O\J(C L
when they come back in.
*Review and revise policy on S:' i/l
Interview that same day at 3:05 p.m. with LPN | alarmed/secure doors and all
regarding exit doors four and six revealed: tafftraining by 08-17-16
*She had been working the day resident 4 and stait training dy .
her roommate had eloped.
*Both doors alarms had been turned off, so the
smoekers could go in and out without setting off
the alarms.
' Interview on 7/20/16 at 3:00 p.m. with a family
member of resident 4 who did not want {o be
identified revealed:
*She was aware of resident 4's elopement. %N?N ‘SDDC) N&L
*Resident 4's current roommate had been her
et e ot s daytheresiiee] | PN\ Clurgd ©4atyior doors
e vi y the residen
was admitted she would try to elope. Wil OR Q\O\\@NLP.C\ O SR TATTAN
1S e
Interview on 7/20/16 at 4.30 p.m. with the director Uﬂm% -\’V\Q){e : C\ %
of nursing (DON) and the social service designhe&.c=i L Son OfF HNoct aoce.
regarding the above elopement revealed they ha _
been unaware exit doors 4 and 6's alarms had WUL Q\OWH O\Y\-O-}\ \5 \m_\&d JVM
been turned off, €0SF \NL\& QOO shodieh, 10
Review of the provider's undated Exterior Door N\ (\ WD& @M "(i" ¢ é;
Alarms policy revealed; oA ?O» S ON OO .
*"East door/day care door - daycare will set daily." &\&m O.\SO.\O\.Q; wran d\
*All exterior doors will be alarmed at all times
uniess there is direct supervision of that door." \’\280 Mﬁ%\%ﬂ%{ Hbt
0\0 \ -
Surveyor: 35825 \
3. Observation on 7/20/16 at 8:33 a.m. in the east D\\\%TOU(\O\S F m\ 5
dining room revealed: T0S ‘\'\1 Com
*There was a door that exited the nursing facility T O Q)er U\CWW\ ’l
into an attached childrens daycare center.
*An adult and small child used the door to enter ' \{rm«/ N ﬂ\[’ﬁ){)owé(_
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the daycare center from the nursing home.,
*No code was entered or alarm sounded when 323 XNV NI‘)Dm“’IE,L‘ N
they passed through the door. % H'Um #T.l ‘\W ‘DDPO\\IU
*Revise/review policy for
Observation on 7/20/16 at 12:10 p.m. in the east alarmed/secure doors to ?*/f‘/é?
dining room revealed: inciude all staff training by 08 %IS'-' v
*A daycare center staff member exited through incluce all statt training by Us- ‘ ‘ .
the above door. 17-16. Coded lock placed on - NYN[SDIO{EL
*It did not alarm, and no code had to be entered. day care door with keypad
fi .
On 7/20/16 at 12:15 a.m. testing of the east (:ntry or parentsj and staff only
dining room exit door revealed: No access to this area by
*The door did not alarm when this surveyor residents related to code
P_?ES%C? through the f_-*todo"- ot t needed to enter.
*The dining room exit door led to an entry way A
into the daycare center. Mam.tenance FO check . -
*There were two additional doors after passing compliance while completmgbﬂb\\
into the entry way. rounds and finding to be NENPPPOWEL,
-An unlocked and unalarmed door fed to the discussed at monthly Safety | g
outside of the building. committ ti
-At the end of the hallway there was a door that mmittee meetings.
led down a flight of stairs. i { - A0 doQ &
-A bolt latch was on the upper portion of the *C\r%‘{;tg%%l%? C\Og(‘ Of*@:\f e Q)ﬁ'\é‘%%w
basement door, but it was not in place. ;\?\mr\' EY\QL \h\.&bt TC‘ \1’\0\/0 d—Q:
:'lqta?:;ieerg:c?e?éﬁggr?/i:;? rgg:rdn:ngv :Elt:a dining dOn\i(lm—Q, d: on O\O\’\\ df) Qng“
el N
room exit door revealed: mm+0 50\{{'\‘\\ oy mnd f
*The alarm in place sounded at the door but was ¥ 3mnonthnd. D@\‘COJ@-Q« g cole
not wired into the facility alarm system. . O d i
*He acknowledged the alarm to the daycare had \,GCV'\ C\W m rEMmowmN \ \,_0' QM
been "acting up" for approximately one week. ’ COO\Q oht D.Q.. b @
*He verified it was not alarmed at this time 1) ' Wil inknonce Yo
& verifie rmed a . ] | , , S
*He was unable to supply documentation Voﬁﬁ{d OW O“n)\t %/,\\. . Moun .
regarding a work order or alert status on the door. Qdd T() PWNUHO\% N(, m\wm&
Interview on 7/20/18 at 4:45 p.m. with the director CX\W’W& - p
of nursing (DON) revealed: NP N\OD%\J\ '(/(_
*There was no wander monitoring device or wired
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safeguarding the exit doors and stated that it
would be unable to be modified.

Review of the provider's undated Exterior Door
Alarms policy revealed.

*'East door/day care door - daycare will set daily."
*All exterior doors will be alarmed at all times
unless there is direct supervision of that door.”

" 4. Observation and interview on 7/20/16 at 8:50

a.m. of the elevator and basement exit door with
the maintenance supervisor revealed:;

*The elevator was used fo travel from the first
floor to the basement.

*There was a door at the end of the hall that led
outside to the staff parking lot.

*The elevator and exit door were unfocked at this
time.

*He stated "I does get locked at night" when
referring to the exit door.

*He was unable to give specifics on the time or
duration that the door was locked. j@%ﬂ

. ; Uﬂ
Interview on 7/20/16 at 4:45 p.m. with the DON r€ U\ access
regarding the elevator and basement exit door%\ﬁ #,é’éwc,// 1 CAelAr,
revealed: Y\On\/ﬂz mw,ﬂg M/% st
*There was no wander monitoring device 05( Cl@t - b G
either door. DD\)\‘\E»\—
*She verbalized staff would sometimes lock QAO\Q x?., NQN bD i

elevator at night.
-That was based on staff preference and was not &
a consistent practice or per policy. mw

*She acknowledged there were no safeguards
place to prevent a resident from taking the
elevator to the basement and exiting out the door.,

<

B,

Review of the provider's undated Exterior Door
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alarm on the east dining room exit door, a)
*An company had been contacted regarding

*New policy for has been
established for locking of the
elevator which will be locked
when not in use.

*Policy for elevator reviewed
and presented at all staff
mandatory meeting by 08-

*Long term Is to utilize
employee badge for elevator

W\: &, ordayed forg
O&T\;gc ‘r(;\’&c*&)’r W\ \&Q.Q,b\{
uco:\«on 0 ol kaﬁ ot

,k/vaw
8\,

lofle

—

NEN [SO(EL
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Alarms policy revealed, "All exterior doors will be %KNPU\,(SD{Z)WQ (.
: " F323
alarmed at all times unless there is direct
supervision of that door."
*Revise side rail policy to
5. Observation on 7/20/16 from 3:30 p.m. to 3.45 include all side rails to be :
p.m. regarding side rails revealed: itored bef - 9’/7"/(”
*There were four residents with half side rails that monitored betore put to Use.
had three spindle-like openings with each *Bedmaker to monitor all bed
measuring 8 inches in length by 8 inches in rails meeting standard
height. h
-Resident 17,18 and 18 had one upper side rail measureme:'nt weekl\{t en
that fit the above dimensions. monthly using checklist.
-Resident 16 had both upper side rails with the *Housekeeping supervisor will
above dimensions. monitor and report finding to
Interview on 7/20/16 at 3:50 p.m. with the DON, QA for 90 days. | ik
maintenance supervisor, and environmental MW /%MM
services supervisor revealed: . .
*They were unaware those above side rails were O ff/ 7’/ é"
in place. % d \O
*They acknowledged the side rails were an . C)/LQ d ‘
entrapment hazard. a\{m} \?{ CV/UZ’ y
*They placed spacer modifications on each of the ( fe"
side rails listed above during the survey to fix the 07 / ZD/ J kQ y ]ﬂ\a\ﬁ I(SDD(M [ % L_\
issue.
. y " - /]
Reaview of the provider's November 2007 L{\ %UPCW\&SO‘ .
Accident/Incident Prevention Environmental Lbed\(mvw [N @QA’) witl
policy revealed: ) ) y .
" Accident hazards are defined as physical YYU'\{‘TQ” D?,L\W\OLV’[MA ‘F Uq(}\“rwp
features in the environment that can endanger a i~ d - ,\—O G)H— .mf O 0
resident's safety." _}\\q Yﬁ@(}t\/ L
*'The facility should undertake an environmental O\D \% \ ) C
assessment to modify the environment to v | [ { j;@ [L C
improve mobility and safety, including, but not l\“ N B W
limited to...individualizing resident room with
appropriate bed, toilst/chair height."
F 371 | 483.35(i) FOOD PROCURE, F 371
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88=E | STORE/PREPARE/SERVE - SANITARY F371
The facility must - *Review of policy and
(1) Procure food from sources approved or procedure of cleaning schedule
considered satisfactory by Federal, State or local for dietarv de artment?m\}m L
authorities; and .3 /&
(2) Store, prepare, distribute and serve food
under sanitary conditions
*Purchased cleanable drawers
for storage of utentils until
stainless steel table arrives
This REQUIREMENT is not met as evidenced *Windows have been caulked
by: .
Surveyor: 32331 and painted so now cleanabie
Based on observation, interview, record review, surface.
and policy review, the provider failed to ensure *Fiberglass reinforced panel
?;r‘witary conditions were maintained in the kitchen placed over windows with
*Three of three drawers that contained utensils. surface now cleanai'nle.
*Seven of seven window sills with uncleanable *Checklist for cleaning of
sgrfa.ces_. dietary surfaces to be
Findings include: maintained by dietary staff and
1. Observation on 7/18/18 in the kitchen from reviewed by dietary manager NeNeRbe (
4:16 p.m. through 4:50 p.m. revealed: monthly.
“Three drawers containing serving spoons, *Findings taken to QA quarteﬂy'kb\‘( ditiov
spatulas, food whips, tongs, and scoops used for -
preparing and serving resident food had: *M@MWMWQ /“ ?/&9 Manoaaey,
-Duct tape that covered the ends of each of the /«ﬂ pobigaAer &
partitioned liners inside the drawers.
-Those covered ends ranged from five inches (in) %POQ (‘Q\ﬂﬁﬁd W% M\
by four in and three in by two in wide. ’15
*Seven window sills with: 'Hl_\O\/Q, nOJf'(lD 1 U HndL S
-Three windows located behind a three-tiered b n {f@_ d{_)&u’)w
shelving unit that contained cleaned pots, pans, ’QW\% \ “OCVLQ_V
trays, bowls, lids, buckets, and baking sheets. g\/@&ﬂa\o\g (u\O\DUMO\\C COMIOK :
-Each of the above window sills had a moderate \?Nlb DDO\CHEL
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amount of built-up grease with scarred and F371
chipped surfaces. .o )
-Four windows located behind the Review of policy and
two-compartment sink that contained the procedure of cleaning sche
sanitizing bucket used for sanitizing the food for dietary department’ EL
preparation and equipment areas.
-Those above windows had a moderate amount
of peeling paint with scarred and chipped
surfaces.
*Those above windows sills had uncleanable 85/‘4‘
surfaces.
for storage of u _
Interview on 7/19/16 at 10:00 a.m. with the ' w&ﬁL
maintenance director regarding the utensi indows have been caulked
drawers partltlgned Imgrs that con'talned duct and painted 5o now cleanable
tape and the window sills revealed:
*He agreed the drawer liners needed fo have surface.
been reptaced. *Fiberglass reinforced panel
*He agreed the windows sills in the kitchen placed over windows with
needed io have been cleaned, sealed, and
repainted surface now cleanable.
*He confirmed the above areas were not *Checklist for cleaning of
cleanable surfaces. dietary surfaces to be
maintained by di taff and
Ohbservation on 7/19/16 at 11:10 a.m. by cook J . amne V_ letary stait a
revealed: reviewed by dietary manager 7 _
*She obtained a spatula from one of the drawer's monthly. NW\{DDDOH’ 6 L
partitioned liners that contained duct tape. *Findings taken to QA quarterly a}g‘o\} d\ N
-That spatula’s handle had been touching the
duct tape. mcmﬁqﬁ‘ X CLO do“\ﬁs
*She used the above spatula in the blender for
preparing residents’ pureed cornbread. k‘m(:, (@%Qd -5 ST Bw
. " AOAR N m\md VHISUS beino
Interview on 7/20/16 at 8:45 a.m. with the certified Q@ B
dietary manager regarding the drawers' &—O(Qd Lh-kw—ﬁﬁ O&ka
partitioned liners and the window sills revealed: &(
*The cook was responsible for cleaning the C\Q_&ﬂﬂb 6 ¢ L
drawers. (‘_Om’tOLkMX Bk NP(\([ BDU\S <
*She agreed the utensil drawers' liners with the
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' Review of the provider's undated cleaning

! *The above drawers were to have been cleaned

Continued From page 20

duct tape covering the ends were no longer
cleanable surfaces. :

*The window sills were not on a cleaning
schedule,

*She confirmed those sills were located above:
-Cleaned pots, pans, trays, bowls, lids, buckets,
and baking sheets.

-The sanitizing bucket used for sanitizing the food
preparation areas and equipment.

*She agreed the sills were no longer cleanable
surfaces.

schedule revealed:

every Friday.
*Window sills had not been on the cleaning
schedule.

Review of the provider's 2000 Dish, Utensil, and
Equipment Storage and Cleaning Procedures
policy revealed,

*Drawers must not be used unless the material
used was cleanable.

*All equipment, counters, tables, drawers, and
shelves must be maintained in a clean condition
at all times.

483.80(b), (d), (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate recenciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

F 371

F 431
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| medication awaiting destruction box.

DCrugs and biclogicals used in the facility must be
iabeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
guantity stored is minimal and a missing dose can
be readily detected,

This REQUIREMENT is not met as evidenced
by:
Surveyor; 33488

Based on observation, interview, record review,
and policy review, the provider failed to:
*Ensure blank physician's medication
prescriptions were not stored in one of one

*Ensure the medication awaiting destruction key
was not left unsecured hanging on the wall in one
of one medication room.

*Ensure two of two medication refrigerators were
maintained frost free to ensure critical medication
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1. Observation and interview on 7/19/16 at 9:.00
a.m. with licensed practical nurse (LPN) F in the
medication room revealed:

*A medication awaiting destruction box was
mounted on the wall.

*Beside that box were numerous Keys hanging up
on a key rack.

*LPN F was asked if the medication awaiting
destruction key was hanging on the key rack.
*LPN F replied it was, and she proceeded to
remove the key from the rack and open the
medication box.

*Inside the medication box was narcotic
medication waiting for destruction by a nurse and
the pharmacist and a large pad of blank
medication prescriptions.

*Those blank prescriptions were the property of
one of the physicians who provided cars for
residents at the facility.

*He had accidentally left them there and asked
staff to lock them up for him.

*She was unaware how many blank prescriptions
were in that pad.

*The facility had locked them up but had not
accounted for them.

*She agreed any nursing staff that had access to
the medication room would be able to access the
key, and remove a blank prescription without the
facility's knowledge.

*The above mentioned key had always been left
hanging unsecured in the medication room.

2a. Observation and interview on 7/19/16 at 9:00
a.m. with licensed practical nurse (LPN) F in the
medication room regarding the medication
refrigerator revealed two inches of frost around it.

*Review policy and procedure
for disposition and receipt of all
controlled substances for all
nursing staff and reviewed by
DON.

*Keys to be kept on charge
nurse key ring at all times.
*Prescription pads returned to
MD and all physicians notified
TLC can no lenger store
prescription pads for them

*M&nm NOLSIO
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was not frozen.
Findings include: F;Bl
1

S e
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*It was the night staffs responsibility to clean and
maintain that refrigerator.

*The refrigerator temperatures had not gone out
of the acceptable range of 36-46 degrees
Fahrenheit {F), but the temperature had to be
adjusted regularly to maintain temperatures within
that zone.

b. Observation and interview on 7/19/16 at 10:40
a.m. at the east nurses station with registered
nurse (RN) G regarding the medication
refrigerator located there revealed:

*The refrigerator temperature upon opening was
at 30 degrees F.

*That refrigerator contained numerous insulin
medications for the residents located in the east
haill.

“When asked what their policy was in regard to
insulin medications that had been frozen RN G
replied they were to destroy it per manufacturer's
recommendations,

*A large ring of frost was noted around the freezer
portion of the refrigerator.

*According to the log the last tims the refrigerator
had been cleaned and defrosted was 5/15/16.
*That was the night shift's nursing respensibility to
clean and maintain the medication refrigerators.

3. Interview on 7/20/16 at 4:30 p.m. with the
director of nursing regarding the above
observations revealed:

*She was unaware a physician had asked staff to
store his prescription pads in the medication
destruction box.

*She agreed the key needed to be kept secured
with limited access, and it would now be in the
possession of the charge nurse at all times.

*The medication refrigerators used to be cleaned
monthly, but that had changed to an as needed

F 431

F431

b

*Revise policy to include
defrosting of medication
refrigerator monthly.

*Nursing to sign off upon
completion of
cleaning/defrosting/temperatur
e control.

*DON to monitor monthly and
findings reported to QA
quarterly

Sk

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: QP8U11

Facility 1D: 0028 If continuation sheet Page 24 of 29




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

PRINTED: 08/02/2016

FORM APPROVED

OMB NO. 0938-0391

ss=¢ |

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 Pregram

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

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

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

(b) Preventing Spread of Infection

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

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
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F 431} Continued From page 24 F 431
cleaning as staff felt it was done too often.
Review of the current undated Storage of
Medications policy revealed drugs were to have
been stored in a safe and secure manner.
Review of the current undated Med Room
Refrigerator Cleaning policy revealed;
*Cleaning was to be done as needed and when
visibly soiled.
*Thawing of accumulated ice/frost was part of the
cleaning process.
F 441 483.65 INFECTION CONTROL, PREVENT F 441
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from direct contact with residents or their food, if Faa1
direct contact will transmit the disease. o i )
(3) The facility must require staff to wash their Review/Revise policy and
hands after each direct resident contact for which procedure for cleaning of
har;d wgshirrg IS IPdicated by accepted standlifts weekly and as needed ;
protessional practice. *Review at mandatory staff ?( <471k
{c) Linens meeting by 08-17-16
| Personnel must handle, store, process and *Cleaning to be done by night
' ftransport linens so as to prevent the spread of staff usmg a checkllst W|th date
infection. NN[opo £ &
and |n| (LV\MJF\S
*DON t omtor nd mdlngs NpN'ngﬁiz,L
This REQUIREMENT |  met id q to infection control quarterlyAK r:
is is not met as evidence
by: % NN &){W
Surveyor: 35625
Based on cbservation, inferview, documentation On&r ﬂ\XYLSQ, TO d@dlﬁ
review, and policy review, the provider failed to .
ensure three of three stand lifts were cleaned da‘ \J Lan O(l% Uﬂ a
when visibly soiled. Findings include:
Cuthlist Oﬂ;\ @a& 0 Dm\J/
1, Observation on 7/19/16 at 8:25 a.m. and on
7/20/16 at 2:40 p.m. revealed there was a l C/ ﬂw@ﬁ CX\, m WW.B&
significant amount of tan-colored debris at the \ {\/
base of all three stand lifts. m JI%*
Interview on 7/20/16 at 4:45 p.m. with the director NPN[W“[E L
of nursing revealed:
*The stand lifts were on a weekly schedule to be
cleaned.
*She did not offer information regarding
as-needed cleaning when they were visibly soiled.
Review of the monthly evening and weekend
cleaning schedule for July 2016 revealed:;
*The lifts were cleaned every Wednesday on the
night shift.
*On 7/6/16 and 7/13/16 that was initialed as
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Continued From page 26

completed, N
*There was no documentation provided that
as-needed cleaning was provided.

Policies concerning the cleaning of the stand lifts
was requested from the director of nursing,
however none were received by conclusion of the
survey.

Association for Professionals in Infection Control
and Epidemiology, Inc., APIC Text of Infection
Control and Epidemiology, 3rd Ed., Washington,
DC, 2009, p.100, revealed:

*The key to have cleaned and disinfected
environmental surfaces was the use of friction to
physically remove visible, dirt, organic material,
and debris,

*Routine cleaning was necessary to maintain a
standard of cleanliness.

*Procedures must have been effective,
consistent, and thorough.

483.70(c}2) ESSENTIAL EQUIPMENT, SAFE
OPERATING CONDITION

The facility must maintain all essential
mechanical, electrical, and patient care
equipment in safe operating condition.

This REQUIREMENT is not met as evidenced
by:
Surveyor. 36625

Based on observation, interview, and
documentation review, the provider failed to
ensure the facility had a thorough preventative
maintenance program. Findings include:

1. Observation and interview with the

F 441

F 456
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maintenance supervisor on 7/20/16 at 9:00 a.m. FAS6
revealed: ) ]
*He had been working for the facility since 3/1/16. *Review policy and procedure
*On exterior review of the front patio there was an of preventive maintenance oy
area of uneven slabs of concrete. checklist of rounds to include 57' A
-It was not marked thus creating a trip and fall terior of buildi
hazard to residents, staff, and visitors. exterior of buriding.
*Acknowledged he was not aware of the above *Checklist for daily, monthly,
hazard, and that area was not reviewed on a quarterly and annual have been
consistent basis. updated
Documentation review and interview on 7/20/16 *Checklist to include date,
at 9:15 a.m. with the maintenance supervisor items and initials of staff
revealed: _ completing them,
wHe followed a monthly checklist. *Exterior review of patio
There were multiple duties not marked as
completed on the checklist for May and June uneven concrete slabs clearly
20186, labeled with yellow paint as to
-May |2(:1S included eight duties that were not not be a trip hazard.
completed.
-June 2016 included four duties that were not %F‘\m\ 3 b Oy ACuAR Y
completed. ﬂ% <
-He did not offer information for the reason they b\\ SOL'GQ m&-\' X A.
were not completed. PN %D%& EC«
*The list did not include resident care items such ~
S % et e LVO
-Side rails on the beds. ¢ . )
Stand lift and full body lfts. COMMIKRCL SO v b){
-Call lights, ‘ W Ny
*The checklist did not include an exterior review YﬂO\Lﬂ/ /lmu mlso\ r
of the building and area surrounding it. N?N[ ‘ %&J
*He acknowledged there were additional items in i m T
the facility that needed to be monitored on a %P{OWUH@W& 0 M, ’mf‘
consistent basis. m HWMCQ, C/Wﬁ kgr
Puolicies concerning the preventative maintenance -‘
program were requested from the maintenance mmmk W ‘\/\fu. \‘Q,(l\f_,.
supervisor and director of nursing, however none A\t
were received by conclusion of the survey, QN’&DDOWQL
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FRAENOONS Reked Wwith 0
K 000 | INITIAL COMMENTS (3t b DRe 5110 Pf‘f K 000

\ \ Y
A recertifi.cation survey for compliance with the *Both smoke barrier walls will
Life Safety Code (LSC) (2000 existing health care be sealed correctly on the north
occupancy) was conducted on 7/19/16. wing openings above the ceiling

Tekakwitha Living Center was found not in
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Fagcilities.

in conjunction with discussion
to become compliant with fires
safety standards

The building will meet the requirements of the
2000 LSC for existing health care occupancies
and the Fire Safety Evaluation System (FSES)
dated 7/25/16 upon correction of the deficiencies
identified helow.

Please mark an "F" in the completion date
column for those deficiencies identified as
meeting the FSES to indicate the provider's intent
to correct the deficiencies identified at K025,

{ K047, and K0B2 in conjunction with the provider's |
commitment to continued compliance with the fire

safety standards. *C,H DDD EA

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 0256

Smoke barriers shall be constructed to provide at m m&\ﬂmm&

! least a one half hour fire resistance rating and . W\ L

| constructed in accordance with 8.3. Smoke 5\)??)/\1 SO W Ym
barriers shall be permitted to terminate at an

atrium wall. Windows shall be protected b 4 Com whion OF e |
: y (pOIRS 1% A The %ig/ﬂ/ﬂp

fire-rated glazing or by wired glass panels and ﬁ?u

58=D

steel frames.

'8.3,19.3.7.3, 19.3.7.5 | T\W%'\m (}\\— e SOV, CHEpOtEL

This STANDARD is not met as evidenced by:

s STAT ‘ WS Nl on
Bsasedyon';bssoear\fation and interview, the provider m&&\xa m%mbl}(&po—‘-[ O\
it sche

failed to maintain the thirty minute fire resistive
rating of smoke barrier walls. One of two smoke D\&ﬂ%\n& (lbd_,Q !

barrier walls (at the north wing) had unsealed Cﬁ‘bDDaméL ‘

'S OR PROVIDERJ’SUPPLIER REPRESENTATIVE'S SIGNATURE TILE v (X6) DATE

v A 2 SN 1 lier ﬂ//J’// %

statement ending With an”asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursia: ~emawfqg§hﬂmgﬂ$ﬁfm\bove-ﬂ-r sclosable 90 days
i

following the date of survey whether or not a plan of correction is provided. For nursing homes, @a tﬁgﬁfingl ’gsiié‘!]}d’ lans;of bﬁ;re*:ga ie disciosable 14

days following the date these documents are made available to the facility. If deficiencies are ci BE: plaR-e -eef—‘Fec‘ti&n'i; r Lii ite to continued
program participation. W iy

i
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K 025 | Continued From page 1 | K025

openings above the ceiling. Findings include:

1. Observation at 10:15 a.m. on 7/19/16 revealed
the smoke barrier wall at the north wing between
resident rooms 117/122 and resident rooms
118/121 had unsealed penetration openings
abave the lay-in ceiling on the north side of the
smoke barrier wall. Electrical conduit and piping
had an undoecumented spray-foam sealant in
place. Cther conduits had cracked an broken
plaster at the point where the conduit penetrated
the smoke barrier wall. Interview with the
maintenance supervisor at the time of the
observation confirmed those findings. He stated
he was a new employee at the facility as of March
20186,

This deficiency could potentially affect all
sixty-four residents of the facility.
NFPA 101 LIFE SAFETY CODE STANDA

Exit enclosures (such as stairways) arg enclosed

aintain a one hour fire rated
ress from a stair enclosure to

provider failed
protected path

1. Obgervation at 1:15 p.m. oi\//18/16 revealed
the forth stairway from the basexgent discharged

KCHPRHEC

’T@ Nno \‘Onjm -

a,‘o‘o\i-as.
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K\Qii

K 040
§8=C/

Continued From page 2

into a main level vestibule. The vestibulewas not
eparated by a one hour fire resistiv

NFPA 101 LIFE SAFETY CODE STANDARD

Exit access doors and exit doors used by health
care occupants are of the swinging type and are
at least 32 inches in clear width.  19.2.3.5

This STANDARD is not met as evidenced by:
Surveyor: 18087

Based on observation and record review, the
provider failed tc maintain clear door widths of at
least 32 inches for one randomly observed set of
exit access doors (double-door number 7).
Findings include:

1. Observation at 1:30 p.m. on 7/19/16 revealed
the leaves for double-door number 7 between the
stairwell and the corridor were only 30 inches
wide. They did not provide a clear opening width
of 32 inches. Review of the previous survey
report confirmed the doors were part of the
criginal construction.

The building meets the FSES. Please mark an
"F" in the completicn date column to indicate the
provider's intent to correct the deficiencies
identified in KOOO.

!

-~

rjSbbouie L

K 040
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FORM CMS-2567(02-99) Previous Versions Obsolete

Event 10: QP8U21

Facility ID: 0028 If continuation sheet Page 3 of 6




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

PRINTED: 08/03/2016
FORM APPRQOVED
OMB NO. 0938-0321

* *The exit sign over the door to the south dining

[

Exit and directional signs are displayed in
accordance with 7.10 with continuous illumination
also served by the emergency lighting system.
18.2.10.1, 19.2.10.1

(Indicate N/A in one story existing occupancies
with less than 30 occupants where the line of exit
travel is obvious.)

This STANDARD is not met as evidenced by:
Surveyor: 18087

A. Based on observation and interview, the
provider failed to provide exit signs with
continuous illumination. Three randomly observed
exit signs had lamps burned out. Findings
include:

1. Observation beginning at 10:30 a.m. on
7/19/16 revealed the following exit signs had
lamps burned out:

room from the south wing had one of two lamps
out.

*The exit sign in front of Rainbow Day Care (the
sign in the south dining room showing the egress
path for the south wing} had one of two lamps
out.

*South dining room-above the east exit door-the
exit sign had one of two lamps out.

Interview with the maintenance supervisor at the
time of the observations confirmed those
conditions existed.

The deficiency had the potential to affect 100% of
the smoke compartment’s occupants.

B. Based on observation and interview, the
provider failed to furnish lit exit signs to ensure
the path of egress to exits were identified for the
basement boiler room. Findings include:
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K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 047
$8=D

K047 !'\

*Review and revise policy and
procedure for exit signs and
maintenance of them
*Maintenance to inspect the
exit signs when completing
rounds using checklist.
*Maintenance to make
repairs/replacement of items
found while completing rounds
*Maintenance to monitor and
bring findings to safety
committee monthly.
*Replacement of bulbs to exit
sign over the door to the south
dining room from the south
wing bulb replaced 08-11-16

* Exit sign in front of the
Rainbow Day Care (sign in the
south dining room showing the
egress path for the south wing)
was replaced 08-11-16

*South Dining room above the
east exit door bulb repiaced 08-
11-16

evepies 106
o veptt -
o st

HCAY,

F T Mointilice. Superis
COMPUA
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@5

FORM CMS-2567(02-89) Previous Versions Obsolete

Event ID: QP&L21

Facility ID; 028

If continuation sheet Page 4 of 6



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

PRINTED: 08/03/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
435038 B. WING 07/19/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
6 E CHESTNUT
TEKAKWITHA LIVING CENTER SISSETON, SD 57262
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 047 ; Continued From page 4 K 047
1. Observation at 11:00 a.m. on 7/19/16 revealed K047
the basement boiler room had three fuel-fired b
boilers (Kewanee-Dresel) with 1550 million British *Adhesive exit sign tape placed
Thermal Units (Mbtuh) input each. That provided in boiler room to ensure path of
a cumulative Mbtuh input over 3100 when two for exit i £ g‘, W
boilers were in-use. The boiler room was over EXgress for exit In case of fire
500 square feet in area. For those conditions, two 08-11-16
marked exits were required. There were no exit *Revise policy to include
signs wtih emergency lighting (either generator or maintenance of exit siens in
battery backup lighting) to indicate the path of . &
egress for the required (and remotely located) boiler room
exits from the basement boiler room. Interview *Add to checklist for
with the maintenance supervisor at the time of the maintenance to be completed
observations confirmed those findings. on rounds and findings given to
The deficiency affected one of numerous safety committee on monthly
requirements for marking the paths of egress. basis,
K 062 NFPA 101 LIFE SAFETY CODE STANDARD K 062
§8=D
Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.75
This STANDARD is not met as evidenced by:
Surveyor: 18087
Based on record review and interview, the
provider failed to ensure the automatic sprinkler
system had required quarterly flow testing
performed during the previous twelve months.
Record review of the previous twelve months fire
sprinkler system inspections revealed quarterly
flow testing documentation was not available.
Findings include:
1. Review of the provider's automatic sprinkler
system inspection reports at 2:30 p.m. on 7/19/16
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: QPsU21 Facility ID: 0028 If continuation sheet Page 5 of 6
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K 062 | Continued From page 5 K 062
revealed quarterly flow testing documentation K062
was not available. Interview with the maintenance
supervisor at the time of the record review 1
indicated he was unaware of the quarterly flow *Review policy and procedure
testing requirements. He stated he was a new for automatic sprinkler system
employee at the facility in March 2016. and testing of it ?,7, I
This deficiency could potentially affect all *Test to be completed yearly by
sixty-four residents of the facility. Nova and maintenance to
K130  NFPA 101 MISCELLANEOQUS K130 complete testing quarterly.
S8=C

- Surveyor: 18087

OTHER LSC DEFICIENCY NOT ON 2786
This STANDARD is not met as evidenced by:

Based on observation, measurement, and
interview, the provider failed to maintain exit and
exit access, so a dead-end corridor did not
exceed thirty feet. Findings include:

1. Observation and measurement at 1:00 p.m. on
7/19/16 of the south corridar from the south,
east-west corridor to resident rooms 207, 208,
209, and 210 was not provided with an exit. The
dead-end corridor measured seventy-two feet in
length. Interview with the director of maintenance
at the time of the observation revealed during a
remodel of that area the exterior door had been
removed.

The building meets the FSES. Please mark an
“F" in the completion date column to indicate the
provider's intent to correct the deficiencies
identified in KOOO,

process through checklist
*Findings given to safety
committee quarterly.

K30

* Maintenance to monitor this

T
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$ 000| Compliance/Noncompliance Statement 5000

Surveyor: 33488

A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
7/18/16 through 7/20/16. Tekakwitha Living
Center was found in compliance.

S 000 Compliance/Noncompliance Statement 5000

Surveyor; 33488

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 7/18/16
through 7/20/16. Tekakwitha Living Center was
found in compliance.

I
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