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Surveyor: 26632

A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for long
term care facilities, was conducted from 1/21/14
through 1/22/14. Areas surveyed included nursing
services, injuries of unknown origin, resident
abuse and negdlect, and restraints/seclusion.
Avera Maryhouse Long Term Care was found not
in compliance with the following requirement:
F221.
F 221 | 483.13(a) RIGHT TO BE FREE FROM F 221
s5=D | PHYSICAL RESTRAINTS

The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or convenience, and not reguired to
treat the resident’s medical symptoms.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 26632

Based on observation, record review, and
interview, the provider failed to ensure:
*Arrestraint assessment was completed,
physician orders were obtained, and restraints
had been care planned prior to initiation of using
an electric recliner for one of one sampled
resident (2} that couild not operate that recliner.
*Documentation was present that all nursing staff
had been educated on what constituted a
restraint .

Findings include:

1. Observation on 1/22/14 from 1:00 p.m. through
1:30 p.m. in the third floor television area
revealed resident 2 was seated in an electric
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recliner with the foot rest up. The recliner was
electrically controlled. it was plugged into an
electrical socket, but the control for the recliner
was out of reach and sight of resident 2. The
control was in a pocket on the left lower side of
the chair. The television was on during that time.
There was a licensed nurse who would frequently
come and go from that area. There were no other
staff present during that time. Resident 2 would
frequently readjust his position while in the
recliner.

Review of resident 2's medical record revealed:
*He had diagnoses that included vascular
dementia (decreased memory and problem
solving skills) and macular degeneration
{decreased central vision).

*He did not have a physician's order for a
restraint.

*There was no restraint assessment.

Review of his 12/26/13 care plan revealed no
problems, goals, or interventions on the use of
the electric recliner as a restraint.

Review of an undated report from the provider
given to the surveyor on 1/23/14 revealed:

*On 1/9/14 resident 2 was found in an eleciric
recliner by his family. The recliner was leaned
back and unplugged. The family had been teld by
certified nursing assistant (CNA} A that he had
been put in the recliner to keep him from leaving
the facility.

*CNA A told the family resident 2 had been
restiess. She was aware he was in the recliner,
leaned back, and it had been unplugged. She did
not remember who had unplugged the recliner.
She was not aware it was a restraint.

*CNA B had been aware resident 2 was seated in
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the recliner, leaned back, and it was unplugged. yA i o ,tifié
She was aware that unplugging the recliner could 7@.» M}ﬂ ¢ RAICE
be a restraint. 7 . , s
*CNA C was aware resident 2 was in the recliner /g /f 67 &3/
and leaned back but was not aware it was . S 2
. . Vo e 7E
unplugged. She was aware that unplugging the Pecreasen / 57{ ,: W( /LZ
recliner could be a restraint. 72/@ Use- 7 psie cend]
*Registered nurse D was aware resident 2 was in
the recliner and leaned back. He was not aware it W @M Theis
was unplugged. He was aware that would be a VA éd &5 Mtweéf and
restraint. f 7 &/ - L2 / 2004,
*A restraint review had been sent by e-mail to all 12043 (
staff on Friday 1/10/14. et poriile
*That restraint review had been read at daily M /g"” A f?
line-up twice daily for the next three days. W Jot / A f ]
*There was no documentation of which staff had P /- L by mezns
been presented that information, or if all staff had f 7 7
received that information about restraints. 4% /A staes e
, dg,yzpé ID’?& £ri
Review of care notes on 1/9/14 for resident 2 W ﬁ)ﬁtm 7er 4 yortac!
revealed: mtereeartert /}
*At 10:02 p.m. "Evening meds (medications} held. buct- natr / ,.,%Ef
Resident very restless throughout evening, family M"@ P el
did come in to sit with until resident ready for 7 w'n?o /o /w-s ) 2, Cy f;
bed." " fabaar /_57 o H.
*At 11:26 p.m. "Resident awake in bed calm. & and f? é{’ / il b
melatonin {for sleep), Namenda (for dementia), /R meni?ere Apaba Wi
Norco (narcotic pain medication), and mirtazepine St f ,pf»eéf 6
(anti-depressant) given." Cor Zé
*There was no documentation of what his e @“4’//‘7}’ Jrmpravimoid
behaviors had been earlier while in the recliner.
C‘fﬂﬁ, e, P e
Interview on 1/22/14 at 10:00 a.m. with the 7%7 Lo en Fe équ,
director of nursing revealed: . ~/ 74
*She was aware of the above incident with Z /?/ ’7% y2/ e Gonin-
resident 2. ¢ irls  andil
*She did not have documentation to ensure all . .
nursing personnel had received the above @ /C .g%g(//.‘re_s 72 dﬁs N FINUE,
training on restraints. )
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She ggreed thg use of the recliner had been a é«e, . / f as N _e&fege s
restraint for resident 2. f
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