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Surveyor: 22452 - administrator.

Alicensure survey for compliance with the i :

Administrative Rules of South Dakota, Article KR/SDDOH/JJ
.. 44:70, Assisted Living Centers, requirements for :

assisted living centers was conducted from :
~ 3/18/13 through 3/20/13. Cayrman Court Assisted |

Living Facllity was found not in compliance with -

the following requirements: 8305, 5331, §352,

5353, and 5642,

5305 44:70:04:05 Employee heaith program 3' 5 305

The facility shall have an employee health
program for the protection of the residents. Al
personnel shalt be evaluated by a licensed health |
professional for freedom from reportable
communicable disease which posas a threat to ,
others before assignment to duties or within 14 ‘
days after employment including an assessment
of previous vaccinations and tuberculin skin '
tests.

This Rule is not met as evidenced by:
Surveyor: 22452

Based on record review and interviaw, the
provider falled to ensure one of six sampled
employaes {A) had a health evaluation
completed for fremdom from communicable

disease. Findings include: | \ WHYE Q\dx{fm\id QY‘U‘M e
| Recoxds Do R ek 5]%]

rs

1. Raview of employee A's personnel file , : {W_QKU\{%. O ‘.
revealed: ' ’ ' ity PO T

- "AB/7/12 hire date. . 1 Suinw gt Q&p&m Vsot
*There was no documentation a health ; RASEE {’W\{?i&{‘ﬁ‘f—ﬂ =hil \99\ Plf
:vallg?tion had Peep co?wp.iteht‘edfbyﬂa ticecrjlsad f ; v oL Wotedh P\W\QS Cthtadt b
ealth care professional within fourteen days of i s ] . '
being hired. ; !{ﬁuuﬁ‘(t{ PUAFSE Ut CUWW'I

Saany SWAE TO Reaen coesouates
. ; 00 ol o0 epnplagee Bte will
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$305 Continued From P |
. om Page 1 $305 *Employee A's health
Intarview on 3/16/13 at 12:15 p.m. with the  evaluation has been
- administrator regarding employee A revealed: completed and is in her
*There was no documentation a health file. Both the administrator
evaluation had been completed. 'and the licensed nurse
- *She should have followed up the licensed health | ' have been educated.
evaluation had been completed. ' Administrator/Human
- Resources will monitor
5331 44:70:04:10 Tuberculin screening requirements S 331 ; compl rance health
‘ ~evaluations are completed
Tuberculin screening requirements for healthcars ~within theé fourteen day
workers or residents are as follows: time frame. The administrator
(1) Each new hesithcare worker or resident ~will report findings to QA
shall receive the two-step method of tuberculin ~on a guarterly basis.
skin ar biood assay test to establish a bassiine !
within 14 days of employment or admissiontoa ; KR/SDDOR/3J
facility. Any two documented tuberculin skin tests | | f
completed within a 12 month perlod prior to the ‘
date of admission or employment shall be
considerad a two-step. Skin testing is not
negessary if a new employee or resident
transfers from one licensed healthcare facllity to
another licensed healthcare facliity within the
state if the facility received documentation of the
last skin testing completed within the prior 12
- months. Skin testing is not nacessary if i .
documentation is provided of a previous positive : , : Gkt
reaction. Any new healthcare worker or resident : b&iumﬂj&ﬁ 00 g, Tubeytain
::I;nsms 8 E?W'é.’ recogntlzetd %oisllttl-lve nE:ac'cir::»:;ltc:»I | st ing, chep, was
r blood assay test shail have a medical ‘ LrCE
evaluation and a chest X-ray to determine tha Comnp eid b’{ The {ﬂahﬁf i
presence or absence of the active disease. o adf *Hu e o, Rives oty
el tondindag to comglett 23
 This Rule Is not met es evidenced by: r HherUslin sturnngs d,
' Surveyor; 22452 ol tes iy o NeRT
Based on record review and Interview, the d have WCLUWCU\C’V\
provider failed to ensura the two-step tuberculin C 1 i :
(TB) skin testing had been completed within Wil e U'Q* W LS
fourteen days of being hired for one of slx QOWD\M-‘K' Wobd gl C'DTY\,
sampled empioyees (A). Findings include: »H\,Qf\ g,k’\.* 40 Wﬂ‘ Q.QWCEE- \'5' "jﬁ
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NAME OF PROVIDER DR SUPPLIER
CAYMAN COURT ASSISTED LIVING FACILITY

STREET ADDRESS, CITY, STATE, ZIP CODE

4101 WEST CAYMAN STREET
SIOUX FALLS, SD 57407

(%4} ID SUMMARY STATEMENT OF DEFIGIENGIES ! D i PROVIDER'S PLAN OF CORRECTION © (s
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETE
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§331 Continued From Page 2 - §331 *Employee A's two-step
| tuberculin testing has
. . ' been completed and is in
1. Ra}nev_v of employee A's personnel file | . her employee file, The
[:Vg;z% hire date | . administrator and licensed
. ' : nurse have been educated.

‘ onheﬂf;:qué TB =creening test had been completad : | The Administrator/Human
*There was no documentation a two-step TB  Resources will monitor
screening test had been completed. - compliance tuberculin skin

| - testing is completed on
Interview on 3/19/13 at 12:15 p.m. with the : ~all new employees within
administrator regarding employee A revealed | . the fourteen day time
she: ; . frame. The adminiastrator
*Confirmed there was no documentation a | will report to QA on a
two-step TB skin screening had baen completed. | " guarterly basis.
*Should have followed up the two-step TB |
screening had been completed. ‘ KR/SDDOH/JJ
5352 44:70.04:13 Restricted admissions . 8352

The facility shall also provide a form developed,
by the department, to the resident's physician,
physician assistant, or nurse practitioner prior to
admission, yearly, and after a significant change
of condition containing the following information: ‘

{1} The facility name; ‘ v

(2) The optional services the facility is ‘ 1
licensed to provide, ;

(3) The signature of administrator or | i
authorized representative and date signed:; i

(4) The residents name;

(5) Tha physician, physician assistant, or
nurse practitioners signature and date signed;
and i

‘ (6) The physician, physician assistant, or i
nurse practitioners printed name. I

' This Rule is not met as evidenced by: |
Surveyor: 22452 . %

Basad on record review and interviaw, the : .
STATE FORM I T mem 7LBS11 - " it continuation sheet 3ot 6
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NAME OF PROVIDER OR SUPPLIER
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Each facility shall use a validated screening tool
for evaluation of a resident's cognitive status
upon admission, yearly, and after a significant
change in condition.

This Rule is not met as evidenced by:

Surveyor: 22452
Based on record review and interview, the
provider failed to ensure a validated cognitive
- screening tool (memory test) was completed |
upon admission and on an annual basis for three |
of three sampled residents (1, 2, and 3). :
- Findings include: ’
1. Review of resident 1's care record ravealed:
"A B/14/06 admigsion date,

(Xa} 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC iDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ 1 DEFICIENCY) ‘
. ) i L
, :
$352 Continued From Page 3 8 352 i - L Ty ETHE L
3 ¢ | @ - Foaldy egaagnisty m?*’ will w5113
provider failed to ensure the South Dakota ; (RNl ¥o CDW-QU-*L
Department of Health (SD DOM) optional service | ? coviecad e focon
form was complated for two of two sampled : s O o _ . MMSQ’-‘ N
residents (1 and 3) on an annual basis. Findings o (£510A0d s Lo o
include; | o oastyodec will com QUESH
: 1 . 1l ;A
- 1. Review of resident 1's care record revealed: | it apﬁm ak s /ice on all .
*A6/14/06 admission date. | vesdets annually at the finu
* H ! Loor
cﬁ?n g;-nar:::! optional service farm had not been % Huiy &h Auad 0 oo _
asseaments o gz g e/
2. Review of resident 3's care record revealed: L ) 3
“A 11/3/08 admission data. : L
*An annual optional service form had not been | *Resident 1 and 3 have had
complated. . an optional service form
. completed, The licenaed
3. Interview on 3/19/13 at 11:00 a.m. with the | nurse has been educated on:
administrator revealed she had completed the the optional service form.
gptiontﬁl ser;rlce form on admission. She had not : . The administrator will
one thgse forms on an annual basls, | report the findings to QA
. on a quarterly basis.
8353 44:70:04:13 Restrictad admissions | 5353

KR/SDDOH/JJ

021180
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s 353' Continued From Page 4

*There was no documentation an annual
cegnitive screening evaluation had been
completad,

2. Review of resident 2's care racord revealed:
*A 8126/12 admission date.
*There was no documentation a cognitive

- screening evaluation had been completed upon
admission.

3. Review of residant 3's care record revsaled:
*A $1/3/08 admisgslon date,

*There was no documentation an annual
cognitive screening avaluation had been
gompletad.

4. Interview on 3/19/13 at 10:30 a.m. with the
administrator revaaled:

"They had not completed any validated cognitive
screenings on any rasidents. ‘
“She thought the yearly psychiatric evaluations
were enough. :

5642 44:70:07.05 Control and accountability of

medications

s353 E"'C\Cik\'*\{ will L6t e Aondtudied

‘ Conieh kel sode e as
e Eting SOuening Taol on Qf;\’im\\"?
Vtnlends wpon adrission,
anual\y | omd with any sicnificant—
CohOng an EIOSRGN.L B M
| Mm\g) Lo Wt el W\”“

; om0l eSS g dagnd U ,

| ETC ¢ an U L

R e focebad (ke WW{

Cduaring Gnouad se Senvied

PN reiaws . 4R aoéggwu

I*The administrator will

repeort findings to QA on a
rquarterly basis.

KR/SDDOH/JJ

5642

Written authorization by the resident's physician,
physician assistant, or nurse practitioner shall be

secured for the release of any madication to a
resident upon discharge, transfer, or temporary
leave from the facility. The release of medication
shall be documented In the resident's record,
indlcating quantity, drug name, and strength.

This Rule is not met as evidenced by:
Surveyor: 22452

Based on record review and interview, the
provider falled to ensure:

"Written authorization had been obtained from
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the physician for the release of medications for
one of one sampled resident (4).
"Documentation had been completed for the

for one of one sampled resident {4).
Findings inciude:

1. Review of resident 4's care record revealed:
*A 11/1/12 discharge date.

"There was documentation the following
medications had been sent with him:

-Peridax solution.

-Tegretol.

-Carbamazeping.

-Divalproex.

-Flonase nasal spray.

-Invaga,

-Mirtazepine.

-Tylenol,

*There was no documentation of a physician's
order to release the medications.

“There was no documentation of the quantity of
the above medications that had been released,

Interview on 3/19/13 at 9:30 a.m. with the
administrator regarding resident 4 revealed:
*They had not documented the quantity of
medications reieased with him.

"She thought the order thay previously had from
the physician to send medications with him on
outings was enough.

quantity of medications released upon discharge
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S 642 Continued From Page 5 . 5642
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- *Education given to the

' licensed nurse on this

' requirement. The administrator
|l will report the findings

. to QA on a quarterly basis.
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5 000! Campliance Staternent ‘ 5000 Addendumz noted with an

asterisk per 10/7/13
telephone to facility
Surveyor: 29354 : administrator.

A complaint survey for compliance with the

Administrative Rules of South Dakota, Article JVE/SDDOH/JJ
44:70, Assisted Living Centers, requirements for
aasisted living centers was conducted from
B/a/13 through B/8/13. Areas surveyed included:
management, administration, raportable
incidents, optional license review, nursing and
related care service, medication administration,
discharge procedures, staff education, and
resldent rights. Cayman Court Aggigted Living
was found not In compliance with the fallowing
requirements: 8015, 8020, 8030, 5275, 5280,
5295, 5297, 5310, 5337, 8375, 8381, 5405,
5418, 3642, 8800, and 5835,

S015| 44:70:01:05(1-8) Restrictions on acceptance 5015
and retaining :

Afacility shall accept and retain residents In
accordance with the follow restrictions:

(1) Aresident accepted for care by a
licensed facility shall ba housed within the facllity
covered by the license;

(2) Alicensed facility may not accept or
retain residents who require care in excess of the
classification for which it Is licensed;

(3) Nursing and personal care perzonnel
essential to maintaining adequate staff may not '
leave a licansed facility during their tour of duty in AECEIV E =~
tha facility to provide services to persons who are [E. @
not residents of the facility with the exception of
providing emergency care on premises
contiguous to the facility's property; . SEP 17 2813

(4) Each licansed facility that accepts or
retains residents suffering from developmental :
disabilities or mental diseases shall provide L_ sD DOH L&C
facilities and programs consistent with the needs
of such residents;

LABORATORY DIRECTOR'S QR PROVIDER/3UPPLIER REPRESENTATIVE'S SIGNATLRE TITLE {XB) DATE
ﬁu&z\' I MUJC*SM Ad{hﬁ}fﬂiﬁﬂ.ﬁf 7“_,‘7"_,_ a‘?‘s
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, (ATY, 8TATE, ZIP GODE

CAYMAN COURT ASSISTED LIVING FACILITY 4101 WEST CAYMAN STREET
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{Xd) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X6)
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3015 | Continued From Page 1 3015

{5) If persons other than residents are
accepted for care or to participate in any
programs, services, or activities for the residents,
thelr numbers shall be included in the evaluation
of central use, activity, and dining spaces:
staffing of nursing, dietary, and activity programs;
and the provisions of an infaction control
program, Services provided to such individuals
may not infringe upon the needs of the inpatients
or residents,

This Rule is not met es evidenced by:

Surveyor: 29354

Baszed on Interview, record review, and license
review, the provider falled to ensure the optional
service of cognitively impaired (mental alertness)
was on thelir license to pravide care for one of
one sampled resldent (2} who was cognitively

impaired. Findings include: ‘ | ¥The Administeater of ¥he q-1-13

1. Review of resident 2's care record revealed: feeitihg Wil apPp Iy For el

*An admission date of 1/3/08, carhfloton for  coghifively
*A diagnosis of mild mental retardation, impaired ;md,“u-ldcm +o b,

*A standardized mini-mental state examination ot o ‘hi i Cided, b-1

{exam} (MMSE} completed on 4/1/13 revealed a ) cepelatl
score of 20/30. 9-27-13. Do vl “P

Intervi 8/6/13 at 12:35 ith resident 2 mudli eafion trétining 1 ineludg
nterview on at 12:35 p.m. with residen T . . "
revealed she could not recall what day it was. Loy i Fively iwpaired m“;H v
s ensurd adl Staff recidves
Interview on &/7/13 at 9:46 a.m. with tha director ¢ it pepulatrad
of nursing {DON) confirmed: edu tation an this pep ot
*Resident 2:

-Had a diagnosis of mild mantal retardation,
-Had scored 20/30 on the 4/1113 MMS3E exam.
-Was considered cognitively impaired.

*She was not aware "how licenses for optional
services worked.”

*The faclilty was not licensed for cognitively
impalred.

—

-
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§ 015 | Continued From Page 2 $015

*Administrator, Case
Manager, and SBH Nursing

Interview and MMSE document review on 8/7/13 w;lé for:‘r;uta ngmg?‘?g?titgt
at 10:45 a.m. with the DON revealed she handed QA Committee by

the surveyor a copy of the MMSE. She ‘ and meet every 3 months
confirmed: to gomplete resident
*Scores from the MMSE exam indicated: audits on all residents.
-26 to 30: Could be narmal, Each QA member will be
-20 to 25: Mild impairment. assigned &€-B resident files
-10 to 19: Moderate impairment, te review. Administrator

-0 to 9: Severe Impalrment, will report results to the
"Resident 2 was at the low end of mild agency-wide QA committee
cognitively impaired. guarterly. Quarterly
*Resident 2 was "Mare maderately cognitively audits will be completed
impaired.” consistently throughout
the year.

Interview on 8/7/13 at 1:45 p.m. with the chief
executive officar (CEQ) revealed she:

*Was unawara resident 2 had a diagnosis of mild
mental retardation and had scorad 20/30 on the
41113 MMSE axam.

*Conftrmed the facility did not have cognitively
impaired as an optional service on their assisted
living license.

JVE/SDDOH/JJ

Review of the current provider's South Dakota
Department of Health Assisted Living Center
License revealed cognitively impaired was not an
optional sarvice they had been approved for.

3020| 44:70:01:05(8) Restrictions on acceptance and | S 020
retaining

(8) An assisted living center may admit and
retain any resident who is able to:
{a) Turn =elf in bed and raise from bed or
chair independantly or with assist of ane staff;
{b) Transfer independently or with assist of
ona staff and do not require a8 mechanicai lift;
(c) Complete activities of daily living of
mobility or ambulation, dressing, toileting,

STATE FORM P OPNM 11 I comtinuation aheet 3 of 56
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PREFIX
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3 020

Continued From Page 3

parsonal hygiene, and bathing with asslst of one
staff but less than lotal assist:

(d) Feed self with set up, cuaing, and
suparvislon;

{&) Complete own ostomy or catheter cares;

{f} Display normal expected behaviors for
condition that do nof place self or others at risk;

(g) Complete own injections if scheduled or
requirad or provided by nurging staff if assisted
living staff allows,;

(h) Manage caras for his or her own feeding
tube, tracheostomy, or peritoneal dialysis;

(i) Remains frea from the need for rastraints,
except for admiasion to a secured unit;

(i} Demonstrata no nesd for skilled services
unless provided by contract with 8 Medicare
certified home health agency or assisted living
nursing staff for a limited time with a planned end
date;

(k) Be free from communicable diseases that
place other residents or staff at risk; and

(1) Maintain conditions that are stable and
controlled that do not reguire frequent nursing
care.

This Rule Is not met as evidenced by:
Survayor: 20354

Basad on interview and record review, the
provider failed to:

*Ensure the appropriate care could be
maintained for one of one sampled resident (1)
who was over level of care that could be
provided in an assisted living center.
“Implement safety measure for one of one
sampled resident (1) whose actions put him at a
high rizk for potentfal danger,

Findings Include:

1. Review of resident 1's closed care record
revealed:
*He was non-compliant with medication

5020

*Emeﬁ\'{ immeds ale spriev (9
+0 admission 1o -ehg

F Ny, DON and  Adm)ni shetor
Wil onpleje o fult Fafts
ASLsSMent on Thdividuals
o evaluaft, F dag wil
reau ré ¢ hi a_ppio pry At
lwvel of Care for an
assistd (v ClhHer
astdrding 40 ARS
rtaulaﬁm 0
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5020 | Continued From Page 4 § 020 #5 ‘:;f' eV mmediapehy .y.j e
- meaqures il D& sood [
administration, . ﬁj < ' B 1
*His actions and behaviors placed him at danger i UM e 10 alf Current
to other residents and himself. r<Sidinds [n ghe Loa | ; thj
Refar to 5838, ‘Hﬂ ﬂfu r Ft{ﬂ# of =h
indivi Quelized Safh plan
that ¢h ! .
8030 44:70:01:07 Reports 5030 | ¢ Cladls o« s4up by
SHp plan fir _siaff 4o
' Each licensed facility shall submit to the Chlttrtng. ol fic behayiers
departmant the pertinent data necessary to This ol be mp e
ggt:qgl;; ;vétl:&i;eﬂ:ggr:rements of 8DCL chapter g;@l \"‘j A M onths By Ad{h?'rni sid achos
+ Ghal Cost Spupiedist.
Each facility shall report to the department within | *Refer to S5838.
48 hours of the event any death resulting from
other tr?an nitural cat_.ldsesi origgnating onllfacility Administrator, Case Managet,
b suicide; any missing resident. and any and SBH Nursing will form
. ' " a . 3
allegation of abuse or neglect of any resident by b Cgﬁrzﬂgl‘r}lgcnur; QA Committes
any person. y and meet avery
3 monthg to complete
Each facility shall report the results of the resident audits on all
investigation within five working days after the residents. Each QA member
avent. Wlll be asﬁlgned 6"'8
resident filez to review.
Each facility shall also report to the department Administrator will report
as s00n as possible any fire with structural results to the agency-wide
damage or where injury or death occurs: any Qi committee quarterly.
partial or complete evacuation of the facility Quarterly audits will be
resulting from natural disaster; or any loss of completed ceonsistently
utllitles, such as electricity, natural gas, throughout the year.
telephone, emergency generator, fire alarm,
sprinklers, and other critical equipment JVE/EDDOH/JJ
necassary for oparation of the facility for more
than 24 hours,
This Rule is not met as evidenced by:
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$ 030 | Continued From Page 5 S 030 * Regiclen q}‘ | o ina.,aprapr’ f)
' elischercyeed From the £oi b
Surveyor: 29354 ", : g -7
Based on record review, interview, and policy en _[’ 1913 Effe +"""f- T8
review, the provider failed to investigate and iminie iatéhy the -fae G‘*’j
aDccuraztely rtepfo;t tcnI :Ee(rsst?gga?kota W id] Pllow the ARSH
epartment of Hea : : ,
“Aresident (1) found unresponsive that had m s o ::fn.rtif)m:a)z. . Plﬂnh I"'\-j.
resultad In a hospitalization. D’jt:‘-”""‘-’fﬂf-f priiey winr pe o -
*An allagation of an inappropriate interaction YIv: €L U{ Wm/hj bq
betwean two of two sampled residents (1 and 2) Adl b s ek
and one unidentifisd minor reported by the police s - #_
outside of the facility. ; i : .
*An elopament of resident 1. EET#M\PL ‘mmuraﬁ’j) the 1
Findings include: / '+‘j well Foilava A RSD
1.R f confidential inf ded m;.s o “mmrﬁ %&3{.
. Review of confidential information provided to Ay i O
the SD DOH complaint coordinator regarding celgp kf:— ‘f'_{i mx’- q-hj :I'VQWHUJ
resident 1 revealed: the ; o : refeits of
*He was found non-responsive in a motel room _ Ao i "‘Vﬁﬁjﬂdﬁfﬂm “fo SDNDoH
apparently near death on 6/20/13. W5 Mo o
*He was taken to a hospital and admitted to an aflr the puernt. K r
]c?rtiﬁr.mwe care unit (ICLI} and placed on an Insulin (‘_)LU‘ Cormg W e idans
AceielnY  Ruports mﬁ(}araﬁ,b
Raview of resident 1's closed care record 0 SBN P I aj e
revealed: ﬂdhw.iﬂ".,si- . ]
*There was no documentation to the SD DOM WICnfor wotd Swbing -
regarding the above. Ydporys rtha ir‘a:th-.f) ineideintg)
*There was no incident report or Investigation for ateiclin+y oS Vrguive A ond
the above. Y18 well B p e Al
V. (e v
2. Review of confidential information provided to nie et {7 zf by HR mﬁmm E-*‘
the SD DOH complaint coordinator regarding an o Effers . £ J "“‘LC
allegation of an inappropriate interaction resident ' ve immediade fj:- ﬂw}ﬁ
1 had towards resident 2 revealed: ‘P“’\C}lr}‘lj Lt I (e Y Stepmyl “
*There was no documentation to the SD DOH ritporr -0 S O Y ,,p y "
regarding the above. is an elo Y
*There was no repart or investigation for the Ptk of ﬂmj
above. YL ddnt of the e i;
i e y ' ;
2, Review of resident 1's closed care record This poti ‘3‘_ fbﬂﬂ ::A g""‘"‘"f e
progress notes revealed an: SNl La 2o t TVBlNH I
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8 030| Continued From Page 6 8 030 *Administrator, Case

*5/30/13 at 8:09 p.m, "Left at 8 p.m. to visit a
friend after asking a pizza dslivery man for a
ride.”

*8/31/13 at 5:39 p.m, "Hasn't returned from hig
visit yet.”

*5/31/13 at 6:40 a.m. "After notifying
administrator of (resident 1's) absencs, staff
began an attempt to locate at 6:45 a.m.”
*6/12/13 at 7:58 p.m. "Did not return by 5 p.m. so
an attempt to locate was done on him and pollce
came out as 5:30 p.m. to take a report. At6 p.m.,
staff raceivad a call from security at the
downtown library stating that there had been an
"incident” between resident and another patran
at the library. Resident returned with police at
6:30 p.m. and police informed staff that resident
had been making inappropriate advances toward
a 17 year old girl at the lbrary." :
*There was ho dosumentation to the SD DOH
ragarding the ahova,

*There was no raport or investigation for the
above.

Imterview on 8/6/13 at 11:10 a.m. with case
specisilst A revealed:

*That ne incidents had ever been reported to the
SD DOH.

*That there was no incident reports for the above
findings.

Telephone interview on B/6/13 at 2:45 p.m. with
the administrator revealed:

*The facility had never had any reportable
Incidents.

*There was no documentation that was
submitted to the SD DOH regarding any type of
reportable incldent.

Interview on 8/7/13 at 9:46 a.m. with the director
of nursing (DON) revealed she:

Manager, and SBH Nursing
will form a Cayman Court
QA Committee by 9/27/13
and meet every 3 months
to complete resident
audits on all residents.
Each QA membar will be
assigned 6-8 resident fileg
to review. Adminigtrator
will report results teo the
agency-wide QA Committee
quarterly. Quarterly audits
will be completed
ithroughout the year.

Oon 9/24/13, Administrator
provided Cayman Court StafF
with copies of the
following .policies and/or
Operaticnal Guidelines:
Transfer Dischafgeée Notice/
Planning, Counseling for
Termination of Residency.
Termination of Residency
due to Level of Care change,
Notification of Resident
Cendition Changes,
medication for Resident
Absences, Mandatory
Reporting by Facility, and
Abuse and Neglect Policy.
These are available via th
communication binder and
kept in the RA office. A
guiz is being developed by
the Administrator to verif
comprehenslon of the
policies, to include how
to complete the incident/
{continued on Page‘a)...

“Had visited by phone yesterday (8/6/13) with the
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8030 | Continued From Page 7 5030 .
| accident reports. RA's,

administrator and was informed that no Case Manager, Administrator,

information needed to be reported to the SD and SBH Nursing may complete

DQOH regarding the alleged allegation betwesn incident /accidents. SEH

residents 1 and 2. Nuraing will monitor

*Confirmed the administrator had not reported reports consistently. The

the above to the SD DOH. - quiz is regquired to be

completed by all staff.
Interview on 8/7/13 at 10:45 a.m. with case
speclallst A revealed: JVE/SDDOR/JJ
*Any staff member who witnessed an incident
was suppose to fill out an incldent report.
*She was not aware of any Incidents that had
. been reported to the 5D DOH.
. *Bhe felt there should have bean more
documentation between the alleged fhcldent on
6/19/13 of resident 1 and 2.

Intarview on 8/7/13 at 1:45 p.m. with the chief
exacutive officer ravealed she was unaware that
incidants wera to be reported to the S0 DOH.

Raview of the provider's ravised 10/6/08
Mandatory Reporting by Facility policy revealed:
*"Whenever requested by the Department of
Healih, Cayman Court will submit reports as
raquired: !

-Any missing patient or resident.

-Any allegation of abuse or neglect of any patient
or resident by any person, The facility shall also
raport the results of tha investigation to the
Department of Health within five working days
after tha avent.

-Residant to residant incidents (verbal and
physical) are reportable when the accused
resident has a history of incidenta with other
rasidents."

Raview of the provider's revised 1/21/08
Incidents/Accidents policy revealed:
*"Whenever an cccurrence or event leads {o
unintentional or consequences and an

STATE FORM o7iian OPNM11 S If c.cfantinuation sheat 8 af 58
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8030 | Continued From Page 8 5030

unfortunate happening to a resident, visitor, or
staff member on the grounds of Cayman Court
an Incldent/Accldent Report must be completed,
-The Administrator wiil submit raports regarding
incidants/accidents as required.

Raview of the 10/6/08 Southeastarn Behavioral
HaalthCara Qperational Guideline for Mandatory
Raporting by a Facility revealed "Any allegation
of abuse or neglect of any patient ar resident by
any person. The facllity shall also report the

resuits of the investigation to the Department of My aéla, the | 8-
Health within flve working days after the event.” f‘E’-PthU-L ' Céir o q-17-13

—;hc: h":-j MLL-[ “Fbud\ﬂ D

rulll am repars
38275 44:70:04:01 Goveming body 5275 el r’ltjit("-l- e DTS?.)S ' J;?H bj"’
Each facility operated by limited liability : also reéport the Yig LUJ:Q
partnership, a corporation, or political subdivision of the (nvafiigon +0
shall have an organized governing bady legally . SOO0H w qhin s w..;).rhm;)
responsible for the overall conduct of the Tacility.
If the facility Is operated by an indlvidual or G'lﬂ»gjd eofde the evirt,
partnership, the individual or partnership shall P
carry out the functions in this chapter partaining * i Hrim Admin SO
fo the governing biody, CMA-&L_SM' Losh A‘\ MV\ TVE,
[+ E h i 5’
hotfs e -
This Rule is not met as evidenced by: ERfeative "5 /5h¢ I;"Ed'f’b deghies.
Survayor: 20354 - e WMeid
Based on observation, interview, racord review, H-dfﬂiﬂtd'fnzw -f;h P o M*f&
policy review, and license review, the governing de q,bm.f Lo e 0mg
body failed to snsure the facility had been el 4D OVeriet Hﬁt. th
operated in a manner: P -
*To invastigate and accurately report to the South mhﬂ m.a.hﬂ.jt et of
© Dakota Department of health reportable .t
incidents. the fuei L.GB :
*That provided the aversight of an administrator
who was responsible for the daily management # The Adm mn t&"kn:fﬂr cﬂ‘f Yhe -
of the facility. fecilihy wit c:c-gop VE{so0aH 1D
*For one of one sampled resident (2) who CourHy s Q._-,&r; m ¢..3 ,
required care in excess of the provider's license. :Lh.ﬂﬁmftfﬂ Ch nﬂ —b b.(
| e w
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$ 275 | Continued From Page 9 §275 | REHHOAVE imreed M*k ’—
eisoha a. plmnm ha.s been fvelsmily]
*Discharge planning to have occurred for ona of ytvit i | S i
tdv]vo ﬁamplg:d (1} residents who had been anal ,,,;Lu lldm & eodh
scharged. ) W o i ;
*That a quality assurance program had been A fc{sc‘{ <S¢ e This Pa i
implemanted to identify fallures In system Vrvies) well b r 1'-’\/‘ W e annu "*J Y4
processes. il be by Adrminisiendhor
*Far care plans to address resident Identified +fud J
needs including behaviors and staff h he, B ¥ Effectve. 943715, Admini steator
interventions. n e
. is m.cm-b&r of Yhit {sanH ]
*That documentatlon of all residents needs had Mmuw' ?:w o - h pVe] /'7
been identified and addressed, c,,,-.,l ¥ dravarthag £ ha
*For correct documentation of medication "'Y oA *EJ’\SW\‘!S c-\,bl CH\QE < 5 i-rJL-L(-
ﬁdmlnis_.tratign. N ' et bt mn,:mmlij pulied Loy
Of notification to the physician during one of one EY g;,\fj Coveain 0, ,
resident (1) mental and physical changes. 3 Azf . ASTU rein Nl
*That the physiclan notification and physician's | monihs, " min WShrodt e v wietl yepard
orders were followed for one of one sampled 5z fsnau Dy APV Y 95 to CC St of
resident (1). / + tiarterly .
*Staff had not been properly trained to cara for Lyt 2 j X ol
residants with mental iliness. HCoS S e aliSh Wikl enslade
* [} ] 1 i
n‘:‘g Jioc'lélc::;np;hysmans order for mood altering Sp.mf- £ ndtyvendions v (]’UE/W __w__
*To netify physician with a changs in condition i elntifs M(ﬂh‘hﬂﬂ vy on
: d Coch residdnty Coge Seovi el
with elevated blood sugars. Faft M
Findings include: play. 5 W Be madl
aivard of wheve this
1. Review of resident t's complets closed care domwh-i— K Laceded &
record revealed: Ld'lu; 50 th( cahn
*Hc? had been dischargad without a physician's Wrevitio Vighs ﬁ na
oeen tn#wmﬁ Uns. EF m‘-.va ‘?:chj
* ad th correct dosage of
He had not receivaed tha g A CARE deam wild Mesd
medication, iiL Tb ys
*“The physician had not been notified of elevated Wee ? vevilbe obién
blood sugars. Dthavidvs  anel Trearmment
“His care plan had not included interventions for plang Cag Sevvi el I lans
his increase in behaviors, art CEvh (b—’-fﬂe e.wnj 10 uinthy
Refar io: 5015, 5020, 5030, 5275, 3280, 5295,
§207, $310, $337, $375, 8381, 8405, 5418, ’
$6842, 5800, and 8838,
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two sample rasidents who had been pro X .
discharged, scumiiivg PYOGTESs s, Cag Senied
*That a quality assurance program had besn § progeess | PLang , and ineidint/
implemented to identlfy failures in systam oh$) 5| s iy < ports b
Processas, Servict d
*Far care plans to address resident identified Gl -] e b,
needs including behaviors and staff ﬂ:fﬂ;ﬁ. o Ul{ 13 ,‘/-\dh’n 'S5 A"}o('-
intarventions. Pyl privide on "\&')
*That dacumentation of all residents needs had ! ot ‘anmi 3- o St
been |dentifled and addressed. . m being £h ilesry o £t ytar.
*For correct documentation of medication dewel F“l ) b
administration. W": Mh:: o EfLeeRve Tmmedtiedd
*Of notification ta the physician during one of one m' ol VA ety
resident (1} mental and physical changes. 9 OON wll pyvidi a
*That the physician notificatlon and physician's Aot med MaNAGEyne - Tt ¢
orders were followed for one of one sampled {;M diddy it all < AR
resident (1). f ‘_""*q « Y
*Staff had not been properly trained to care for &ﬂ”;mx dwnmmh et e
residents with mentat iliness. onquing | O wid by SBH Nusihoy
“To f_olloyv physiclans' order for mood altering mew po W THA St L o O S
madications, ") 4 é'U-fJ Ii 3'25‘
*To notify physician with a change In condition e o My Ny on WAL
with elevated blood sugars. Fhroiugh ? X
Findings include: M‘fl-"*;;_’?F Effective. Unmimedt | sle Lj 3
JW’W ‘ 1 N ] Fa) . .L
1. Review of resident 1's complete closed care P'has&.ah will BL neh ﬂ‘f# V_ﬁ‘ﬂfq" ::rf
record revealed: ef munted  and ph«a&'n Cad " Ty fsoad |1
Ovse?ad been discharged without a phys[ctan 5 CJ’ , .S of al resi A
*He had not received the correct dosage of ,{D()L,,c,ﬁ‘s WLL( ﬂwaw o
medication. by $he 84 .DL rev ¥ by 2
*The physician had not been notified of alevated Carirees ﬁ Mm} et &l? .| z“ S,
blood sugars. A policr umy;
*His care plan had not included Interventions for mmmufn, # Ef’"PfC"HVL Lim a:{-c o e
his Increase in bghaviors. ] &d‘h Sheff Wil nefi ﬁj ‘65 ‘ (., sob
ity
ol Lo p“b-csuh ar
Refer to: 5015, 5020, S030, 8275, 5280, 5206, Andtawylekd Ot "E’
£297, 5310, $337, 8375, 5381, S405, 5418, by 64 ‘ o Lo wll TS (ﬁam'ts,
5642, 5800, and S838. e ﬁ\iidﬁg% DrLiciey ak,
Ve v arhually
ue/m (7T : o
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(X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES D X8)
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§275| Continued From Page 9 8215 |#Efftctve G _auf-/3 Jw
- . . , J |
*Discharge planning to have occurred for one of Lifor mafr ot an ‘WW{T’"Q JVE by
two sampled (1) residents who had baen u'ﬁf‘fﬁ , el oot IS, cird
discharged. . . . -
*That & quality assurance program had been UAHY vty ong Wil be
Implemented to identify failures in system Mmadl curadlable 40 all
processes. <4 ; C
*For care plans to address resident identified ﬂ; Viddo @l "I:v"a.m v "“S :
needs including behaviors and staff manaed thet wclf be
Interventions. . .
*That docuraentation of afl residenis needs had L“)Q‘"""U’( wn e BA
been identified and addressad, - i .
*For correct documantation of medication i L. /:Af A nistredor
adrministration, wiLd( provie, Sy
*Of notiflcation to the physician during one of one R 4 A 2
resident (1) mental and physlcal changes. . nﬁs a
*That the physicien notiflcation and physician's Coxy? o ww“i-n.!f\_,j
orders were followed for one of one samplad - LN, VN .
resident (1), LAl als  af leasi
*Staff had not been properly trained to cars for QLW--P Y, (8 ,
residents with mental liiness. ‘
*To follow physicians' order for mood altering , . \ .
medications. ¥ BfHAAVE  irmivast afel
*Ta notlfy physician with a change in condition phgs Cain grdts wotl g /5o,
with elevated blood sugars.
Findings include: follow e v revtaed
: , . abfln o1 0a by el
1. Review of resident 1's compiete closed care ol e el
record revealed: PILicns™ ol b WM‘(W‘J
*He had besn dizcharged without a physician's Gihine. fi -’): by #he QA Comon Hee., A f
ordar. me Puly ¢ u@r&m«.d Mtie, GA resben 4
*“He had not received the correct dosage of Par, AP Complarel by GA Commtrtt Lot Imernihs, FuEt
medication. by Aﬁ £ Eddeopt trammesl e
*The physician had nat been notified of elevated T the thas'. ch e e t!
blood sugars, AL b .
*His care plan had not included interventions for }"w,'m\d?h b, M’H'p- Ld‘f of q‘_w
hig Increzse in behaviors, e BA . o
o) "éy Chw’\f,b i Corelifon
Refer ta: 8015, 2020, 5030, 8275, 5280, 52495, - id
$297, $310, 5337, $375, 3381, 5405, S418, MG‘S‘*‘* Lo ith el "M"[jf"’c b :{ cf
$642, $800, and $838. e USiancies . P CrHes We ’ X
g7 b, e Tl anhual’9p
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TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CHOES-REFEREBJE'[:EI?: Ig:j g\l;l)E APPROPRIATE DATE
5 280 | Continued From Page 10 5280
8280 44:70.04:.02 Administrator S 280
The governing body shall designate a qualified
administrator {0 reprasent the owner or
governing body and to be responsible for tha
daily overall management of the facllity. The
administrator shall designate a qualified person
to reprasent the administrator during the
administrator's absence. The governing body
shall notify the department in writing of any
change of adminigtrator,
This Rule Is not met as evidenced by: ¥ Effefve 98- 13, o T3,
Surveyor: 29354 N Adnin Shecfor S
Based on observation, interview, record review BV L2 Har da il
; ’ . 1 ) " N ﬂ.— i
and policy review, the provider falled to ensure . ' h“) “
the daily overall management of the facllity was mw et o the
maintained. Findings include: -Q l-i t\j s fJ ot
A—ﬁ( 1
1. Review of the provider's undated administrator MG\S pre vi bt p{ st y\
job description revealed: mYe £
*The Assisted Living Administrator is ot B e ob
responsible for the overall planning, developing CUJC‘ i p'l—am-\ thet
and imptemantation of Cayman Court the . : A
Assisted Living program for parsons who are guH i s -Spflo ANy
homeless and have a mental iliness. dudres that cina b Al
Essential job functions included: . hot
-Provide individual and group supervision. Af .C\I(ﬁ:lf"ﬂj" gy T
-Provida tralning. ! . & ke A
-Provida ongoing formal and informal evaluation Caxva. clenl - & )
of staff. CE O wr Mf") ﬁ\(_ﬂ{ _'U'l"-?
-Flan, develop, and implemeant initial training and . ‘
ongoing in-gervica training/aducation programs Sreit @“f LA
for staff. ’ e
-Schedule staff coverage. e iini.s %U{' ¢ ‘\“}L
-Provide structure and leadership. A h
-Provides direct education and consultation to ( Wr D~
families, agencies and Individuals concerned F-ja- 13 .
with mental iliness.
STATE FORM G
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£ 280 | Continued From Page 11 5 280
*The governing body will
-Facilltate communication between Cayman monitor the administrator
Court and all other staff to ensure all staff . to ensure compliance and
understand and support the Cayman Court in that expectations are met.|

meeting consumers needs,

| =Ensure the availability of qualified back-up staff
coverage for staff absences.

-Assisi in development of facilities policies,
gommunity planning, and purchasing of JVE/SDDOH/JJ
nacassary items for continuation of dally
programming.

-Provide amergency on-call coverage.
-Participaie in planning, development, and
implementatlon of varled case management
services program to best meet the needs and
Interests of Cayman Court residents and their
famillas.

-Ensure Cayman Court staff were providing
quality, comprehensive services,

-Provided crisis intervention services for the
severaly mentally lil/consumer.

-Assist consumers in filling out forms as needed.
-Develop and carry out an individual treatment
program for each resident,

-Write necessary reports and prepare documents
far other agencies as neaeded,

Administrator meets with
CECQ for supervision every
2 weeks, or as needed.

Interview on 8/7/13 at 8:30 a.m. with case
specialist A ravealed:

*The current administrator had gone on maternity
leave. Her last day in the facility was on 6/21/13
and would not be back to work for at "least a
manth."

*The director of nursing (DON) was going to be
the DON/administrator.

*Qn 6/24/13 case specialist A was Informed she
would have to be the administrator. Her
responsibilities would include the day-to-day
operations of the facility.

*The DON would cover the medical end as the
administrator.

STATE FORM LRET OPNM1A If contiruation sheat 12 of 58
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5 280 | Continued From Page 12 § 280

Interview on 8/7/13 at 9:46 a.m. with the DON
revealed:

*No one had [nformed her she was the
administrator.

*She was respoanslble for the medica! end of the
facliity.

*Case specialist A was the acting administrator
as Tar as she knew,

Interview on 8/7/13 at 12:02 p.m. with the chief
executive officer (CEQ) revealed:

*Case specialist A was the acting administrator.
*She was unaware case specialist A and the
DON were confused about who the acting
adminlstrator was.

*She had not notifled the South Dakota
Department of Health in writing about who the
acting administrator would be.

*She was unaware the above was required.

Review of the provider's ravised 10/06/08
Administrator policy reveslad:

*Fagility will designate a person to serve as
Administrator.”

*'"CEOQ of Southeastern Behavioral HealthCare
will designate an Administrator per ARSD
(Administrative Rules of South Dakota).

Refer to 8015, 5020, S030, 8275, 5280, 5295,
5297, 5310, S337, 8375, 8381, 5405, 5418,
5642, 5800, and 5838.

* Efkcfive G943 | the T4z

$295| 44:70:04:04 Personnel training sas | Phoiliny Lolf pmndf. o
The facility shall have a formal orientati Onaving ‘”E“C“} |
e facility shall have a formal orientation SEra [ S Iy
program and an ongoing education program for p V: "ﬁ:h‘t P4 M{
all personnel. | tA Muj p v

(.
t?"ﬂu -"\-1)"'_) "'\-ﬂ-f """'\’-

, L s oo ¢3V“\ Mg vt
This Rule is not met as evidenced by: ne sy, e oli 6aien y an?(.

STATE FORM e OPNM11 If continuation shaet 13 of 58
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(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES |} FROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cRoss-REFERENCEg ”Tig glj)e AFPROFRIATE DATE
DEFI
§ 295 | Continued From Page 13 § 295 Ty vt hding ~that
Surveyor; 29354 Wwill bt lae attd v Hhe
Based on Interview and record review, the RA affce S £r
provider failed o offer an ongoing education - T f i + o
program related to care for all residents with well b L T |
mental lliness for ane of elght sampled rasident "I?) V4 M y ﬁuﬂ'h ’FH’ 4
(1). Findings include: ) o
1. Review of th ider's on going in-service 1 dng pech \54:1 Xas
. Review o e providers [ 1T 1 . ]
training program revealed: A’d mingsleecfper L0l
*A March 2013 in-service on Residents with Sohydul 4 S—-f-cjtﬂ
unlque needs: Involuntary committal process. A 5 L
*A 5/13/13 In-service on Resldents with unique Lrenings O Ve das
needs. There was no documentation to indicate Bpics ve latcd >
what had been reviewed. ‘ P
“There were no further in-service training on how Thi Convd  fov ve 5 "éﬁd}
to care for residents with mental illness. af la e quas Jor
A telephone interview on 8/6/13 at 5:30 p.m. with ML %ra‘i hy nss ﬁ_;a,(’/
former employee resident assistant (RA) B ,
revealed: ‘ be ‘PMW SO0 StAff
*On the evening of 6/19/13 following an alleged is5 awarf .
incident between residents 1 and 2 he had a
convearsation with the chief executive officer *pAdministrator and SBH
(CEQ). Nursing will develo uizzes
The CEOQ had informed him: g wi. P quiz
-All Cayman Court staff had not parformed there Egazrgzingégeggﬁﬁi253;2;?‘!
|abs up to standard. , i
~"Staff did not know what they wera doing out and SBH Nursing to verify
thare " comprehenaion of material
-They had not received enough training. presented. All staff will
-The alleged incident between residents 1 and 2 be required to complete
had occurred because staff had not known what quizzes for their personnel
they were doing. files.
-5he was partially responsible for the staff belng JVE/SDDOH/JJ
under trained.
*RA B confirmed:
-He had received "sub par” training for mental
ilness,
-He thought residant 1's care plan was "not up
and available." i
-No pna had told him how to "work interventions
STATE FORM LT OPNM11 If continuation shesat 1;0;5—8
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5205

Continued From Page 14
with resident 1."

Interview on 8/7/13 at 9:46 a.m. with the director
of nursing confirmed the provider had talked
about staff training, and she stated they needed
to do more staff training.

Intarview on 8/7/13 at 1:45 p.m. with {he CECQ
revealed:

*Cayman Court had been built for mental illness
and homeless people,

*She had met with the administrator and case
specialist A on 6/18/13 to raview additional
fraining for the staff.

*The administrator had not come to her and
requested additional training far her staff,

*The agency had provided the required all staff
training.

*The CEQ was rezponsible to provide ongoing
staff education, but it also was the adminfstrator
of sach programs responsibillty to pursue staff
training.

Review of the provider's April 2009 Resident
Assistant job description revealed:

*Raport any resident abuse/neglect or suspected
abuse/neglect for residents immediately to the
administrator,

*RAs should have knowledge of:

-Procadure for documenting resident behavior
and progress,

-The physical and psychological needs of the
mentally ill.

*RAs would be able to:

-Deal with potentially aggressive behavior.
-Prioritize crisis situations.

‘Review of the provider's 1/21/08 Ongoing Staff

Tralning Operational Guideline revealed:
*"Notice of continuing education and training
oppertunities will be posted for all staff.”

5285
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5297

Continued From Page 15

*"Staff will be asked to identify their interests at
regular intervals and particularly at the time of
indlvidual performance appraisals,”

Raview of the provider's 1/21/08 Orlentatlon and
Training Operational Guidaline revealed:
*"Orientation and tralning will be provided to
employees before they are assigned
responsalblities.”

*The pragram will consist of tralning in tasks of
the positionfjob description.”

44:70:04:04 Personnel training

Additional parsonnel education shall be basad on
fagility identified needs.

Current professional and technical reference
books and perlodicals ghall be made available
for personnal.

This Rule is not met as evidenced by:

Surveyor: 29354

Based on obeervation and interview, the provider
failed to ensure current professional and
technical hooks and periodicals were made
available to personnel for a facility identified with
residents with mental illneas neads, Findings
include:

1. Review of reference and technical books
avallable for staff to use included:
*Diagnostic and Statistical Manual of Mental
liness.

*PDR, Famlly Gulde to Prescription Drugs.

Inferviaw on &/7/13 at 12:02 p.m. with case
specialist A confirmad the above manuals were
the only two available for personnel to use.

5283

G297

# Curvent M»Q&Sian‘f__q
Qh&{ —kﬁl”)hlcaj
reference hodks a
Pevioclcale (11 be
Mrc’d by 9-a7-13
v:Ma(‘ﬂ_”g/

by Admin\sketoc

u«f.?da
aril OON,

) 1R
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8 297! Continued From Page 16 8297
5310| 44:70:04:06 Adrmisslons or retention of 3310 s o '
residents h)F‘DI..SO.hﬁ. pla_ﬁn.- {13
ey bes vitwWded
The governing body of the facllity shall establish ' . h e . J:L/
and maintain admission, transfer, and discharge D&ﬁil’h N lS"Y‘ﬁL"‘ﬂ Sin .mr\dQ )
policies, with written evidence to assure the e ﬂﬂi . -
ragidents admitted {o and retained in the facllity . chv-e  immeoll eel
are within the licensure claasification of the Wweell be -Gjl.l.wé alt !
facility or its distinct part. The facility may admit v ‘
and retaln, on the orders of a physician, W is G"\a.r& . Pl ey
physmlan_asmatant, or nurse practitioner, anly it f b vevi iy A
those residents for whom it can provide care oy beh, (o
safely and effectively. K leal Gk C Z‘g;w
ety Ve s
, . i *A policy review will bhe
This Rule is not met ag evidanced by: included in the QA review
Surveyor: 28364 ‘ . and completed by QA
Based on record review ang interview, the ) committee every 3 months.
p:'QVlt:!er failed to |?|t|ate an clicgumgé\t dISt..;, arge The Administrator will
giar;r]'ung :‘orlnrc;e'f) one sampled resident (1}, complete the discharge
ndings inciide: paperwork and Case Manager
1. Review of resident 1's complete closed care will Eomplete d;i::arge
record revealed no documentation at the time of plan 4 © eqaugi h a .
his discharge according to their policy. resident 18 scharge ©
an appropriate place.
Refer to 5381 and 5838, JYE/SDDQH/JJ
8 337 | 44:70:04:11 Care policies § 337
Each facility shall establish and maintain policies,
procedures, and practices that follow acceptad
standards of professional practice to govern
care, and related medical or other services
necessary to meet the resldents’ needs.
This Rule Is not met as evidenced by: |
STATE FORM o - OPNMiI1 "If contingation sheet 17 of 56
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Surveyor: 20354 L T e } i
Based on closed record raview and interview, the X* H&m L . “tq'(’ ")a 43
provider falled to maintain acceptable standards The Laests f”!-') esilf Sy
of practice for ona of one sampled resident (1) to ARSD e M'a-{""l OhS (
ensure: ‘ ' -
*Physician orders were followed for mood fotlows ghasr,c\ s avelag
altering medications. v wwod  alden
*The physiclan had been notified with a change o . (/
in canditlon. dim,ﬁ $. -,DJ Lici €€ will
Findings include: b{_ Fovh twed  ann kﬂ_’” 7;
tostri Hets Anl: n.m.)ﬂ'q
1. Review of resldent 1's physician's admit t;f “f""“ leﬂl | v phe. BA n-uﬁeﬁ ‘K( o b
orders to Cayman Court transcribed on 4/15/13 LA Cafetfifie tueky 3 Maomths.  TUER —
_’ﬁf' .
E?:;vealed he(glas to recelve: (ma) po (b ¥ BV pneyctliade
lozapine {Clozaril) 100 milligrams (mg) pe (by - uy i
mouth) AM & 350 mg po HS (hour of sleep). hi Ph.a.i;ht;f&% 7 ;i‘;;l..!u, | .
*Blood sugar test (FSBS) QID (four times a day) nefs [ . _
& prn (when needed.) v £ 'U{A M Gha"'@( S?-w%/ﬂ'
*If blood sugars greater than 400 notify s i conolih o o
PAC/CNP (physician assistant certified/certifie . .
nurse practitioner). ealh  v<si Atn T .
*Review of the undated medication Calg ¢ wil e
administration record (MAR): wi"_‘c" 3
-Clozaril (medication used for schizophrenia in e v vt 4 annwall j .
severaly ill patients unresponsive to other
therapies) 100 mg tablet (tab), give 1 tab every
morning. There were circles around the 17 *A policy review will be
through the 22nd. included in the QA review
-Clozaril 100 mg tab, give three tabs po at and completed by OA
bedtime. There were circles around the 186, 17, Committee every 3 months.
and 18th. There was no documentation on the on ©/24/13, Administrator
MAR why the medication had been circled. On provided Cayman Court
the MAR dated 4/18/13 was "order rewritien to Staff with copies of the
match cards." . T
i ag and/o
Clozaril 200 mg tab. Give 1 1/2 tabs po at goiig‘giggaﬁméﬁ;el ines{ £
bedtime (total 300 mg). There were circles TP cer Discharge Notice/
around the 18, 19, and 20th. There was no ian ; Counse?in for
documenitation on the MAR why the medications 'JP?eirr;? ;g%ion of Res igency
had been circlad. - . - !
-Metformin (medication used to lower glucose Terminat ion o f Regi denig )
levels) 1000 mg, give 1 tab po at 8 a.m. and 5 (continued on Page 18a):..
STATE FORIM nzi1ee 0PN|’V‘|11 If nontinuatipn theoat 18 of 58



PRINTED: 09/03/2013

' (" [ FORM APPROVED
S0OUTH DAKOTA DEPARTMENT OF HEAL. ri
STATEMENT OF DEFICIENGIES ATE SURVEY
AND PLAN OF CORREGTION ) .E,ES‘{IE.%@’?.%R%LF&%%?‘ (X2) MULTIPLE CONSTRUCTION (xa)C?OMPLETED
A.BULDING  __
B. WING
54874 08/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE ‘
CAYMAN COURT ASSISTED LIVING FACILITY 4101 WEST CAYMAN STREET
SIOUX FALLS, SD 57107
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATIGN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
5 337 | Continued From Page 17 8337
Surveyor: 20354. due to Level of Care
Based an closed record review and interview, the Change, Notification of
orovider failed to maintain acceptable standards Resident Condition Changes,
of practice for one of ona sampled resident (1) to Medication for Resident
ensure; Absences, Mandatory
*Physician orders were followed for mood Reporting by Facility., and
“altering medications. Abuae and Neglect Policy.
*The physiclan had been notified with & change These are available via
In condition. the communication binder
Findings Include:; and kept in the RA office.
A guiz is being developed
1. Raview of resident 1's physician's admit by the Administrator to
orders to Cayman Court'transcribad on 4/15{13 verify comprehension of
:evea!ec} he was to receive: the policies, to include
Clozapina (Clozaril) 100 milligrams (mg) po (by
how to complete the
mouth) AM & 350 mg po HS (hour of sleep). . :
incident/accident reports.
*Blood sugar test (FSBS) QID (four times a day) RA's, M
& prn (when needed.) admi ', :se anageg ! SEH
*If blood sugars greater than 400 notify Nu::];;l:ls rator, a; te
PAC/CNP (physician assistant certified/certified Jursing may comp.e
nurse practitioner), inc 1dent(acc J.Qent reports.
*Review of the undated madication SBH Nursing will monitor
sdministration record (MAR): reports consistently. The
-Clozaril (medication used for schizophrenia in quiz is required to be
severely lii patisnts unresponsiva to other completed by all staff,
therapies} 100 mg tablgt (tab), give 1 tab every JVE/SDDOH/JJ
morning. There were circles around the 17 :
through the 22nd.
-Clozaril 100 mg tab, give three tabs po at
bedtime. There were circles around the 16, 17,
and 18th, Thare was no documentation on the
MAR why the medication had bean circled. On
the MAR dated 4/18/13 was "order rewritten to
match cards.” ,
-Clozaril 200 mg tab. Give 1 1/2 tabs po at
bedtime {total 300 mg). There were circies
around the 18, 19, and 20th, There was na
documentation on the MAR why the medications
had been circled.
-Metformin {meadication used to lower glucose
levels) 1000 mg, glve 1 tabpoat 8 am. and &
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$ 337 | Continued From Page 18 8 337 v
p.m. (1 tab = 1000 mg). There were circies ¥ A pol) TR
around the & a.m, dose from the 17 through the 'P q'j el oo
21st. There were circles around the 5 p.m. dose developtf —n aplefress QAY
from 17 through the 20th, at the Lo oL .
“There was no documentation on the MAR why L . M b_“) the
the medications had been circled. AAM) N1 S e angt  Yhen
Yovituied e ©
Raview of May 18 through May 30, 2013 biood . bb _ SBH
sugar log reveslad blood sugar readings over Govern'in Boadl bb}
400 had occurred twice. June 1 through June 19, ﬁ? X7 ..
2013 blood sugar readings over 400 had . Adfm ﬁuffm.:#_‘lr
vecurred three times. There was no l’\ﬂd hesn qﬂd_“{
documentation the PAC/CNP had been notified As
during the above, (Normal blood sugar readings L ey of thea
were 80 to 112.) .
O hovy Wi di QA
Interview an 8/6/13 with licensad practical nurse .
D revealed: . : - Coarmnithee, e F-13 13 .
*“The undated monthly MAR was from April 2013. _
“She did not know why the dates for the Clozaril Arelins W 3 deotor Y Pord
and Metformin were ¢lreled. =5 A @ 5 Fo skt ad
*She confirmed there was no documentation on _ o
the MAR to indicate the above. W‘ Nt ol lAj . Therel
*She confirmed when a medication was circled it % & A de
indicated the medication had mot been given. AT -b{_ a. & & ha
Raview of the paychiatrist's 5/3/13 documented madt L«.f) of A-dni n g
visit notes with resident 1 revealed: eehr ;000N ,;, and Coge
*Increase citalopram (antideprassant) 20 mg, . i . ‘
one and a half tabs every morning. Sﬁfor s 154 qy the
“Clozaril 100 mg every marning and 350 mg at L
bedtime. +ae ’t"*‘a :
*Review of the May 2013 and June 2013 MARs
revealed:

-Cltalopram had not been increased until 8/5/13.
-He had continued to receive Clozapine 25 mg
two tabs by mouth every morning for May and
Juna aven though the order had been for 100 mg
avery morning.
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Continued From Page 19

44:70:04:15 Quality assessment

Each facility shall provide for en-going evaluation
of tha quality of services provided to residents.
Components of the quality assessrment
evaluation shall include establishment of facility
standards; review of residant sarvices to identify
deviations from the standards and actions taken
to correct deviations; resident satisfaction
surveys; utilization of services provided; and
documentation of the evaluation and report {0 the
govarning body.

This Rule is not met as evidenced by:

Surveyor: 28354

Based on record review, guality assurance (QA)
plan review, interview, and policy review, the
provider failed to ensure an ongoing quality
assurance (QA) program was implementad,
Findings include:

1. Review of the provider's QA committee
information provided by the faclity revealed:
*Multiple resldent checklists that had been done
oh 8/24/08, 12/3/08, 10/4/11, 1/8/12, 5/22/12,
6/18/12, 81412, and 5/2013.

*There were no policies or procedures for a QA
program.

*There was no documentation to address who
was responsible to implement the QA program or
when and how QA meetings would be
conducted.

Intarview on 8/7/13 at 9:46 a.m. with the director
of nursing revealed:

*The QA committee was agency wide.

*She had not been part of the committas.

“The provider had nat had a QA committee.

8375

5375

e S s
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Interview on 8/7/13 at 10:45 a.m. with case
specialist A revealed:

*The administrator:

-Was the only one on the QA commities for the
facility.

-Wouid do random checklists for residents.
-Had not shared any of the information with the
staff,

-Had not done the reports quarterly,

*She knew the reports needed to be done
quarterly.

Interview on 8/7/13 at 1:45 p.m. with the chief
executive officer revealed she did not know if the
facllity had a QA committee.

Review of the provider's 10/6/08 Quality
Assessmant policy guideling revealed:
*Resident Quality Assessments:

-Rasidents would be given a satisfaction
questionnaire annually to flll out.

-Those quastionnairas would be used to complle
information from the residents regarding thelr
care and services.

-The adminlstrator would compile the results of
the annual satisfaction queastionnalre, Those
results will be made available to staff and
residents. ,
*Clinfeal Quality Assessments:

-Quarterly the adminlstrator, registered nurse,

| and care speclallst would review all residents’
charts according to the guality assessment form.
-Administrator would keep all QA documentation
forms and determine neaded changss according
to the results,

Refer to $015, 8020, 5030, 275, 5280, 5295,
5297, 8310, 5337, 5375, 5381, 8405, 5418,
5642, 5800, and 5838,
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S 381| 44:70,04:16 Discharge pianning 381
The facility shall initiate planning with applicable
agencies to meet identified needs and resldents
shall be offered assistance to obtain needed
services upon discharge. Information necessary
for coordination and continuity of care shall be
made available to whomever the resident is
discharged and to referral agencies as required
by the discharge plan.
This Rule is not met as evidenced by: 3 E‘-pF(CﬁVQ, i m M{_ﬂt’, Qﬁl‘jj 915
Surveyor: 29354 -
Basad on a closed record review and interview, all reside A i-JG"la.@C
the provider failed to provide and document il e .
appropriate coordination of care when W _ 4 l“"‘_k"e
discharged from the facliity for one of one ALC Oy 4o that
gampled resident (1). Findings include: ¢ gt
"p“tC: (1”‘-’)3 T Y ansfr / .
1. Review of resident 1's complete closed care h3Cha rat Nobee \
record and multiple staff interviews conducted AT e / p H’S
over the course of the survey revealed: et "‘) XAt wall b
The ras:c:'ient had been discharged without a i n v 4 »Ff gh s
physlclan's order. . <
“Thera was no documeantation discharge (Pc) Ly 4 F-97-13
planning had been donga according to the ? ST - U '
provider's Transfer Discharge Notice/Planning CALY L -
policy. gt v é AL LoUd hj A
Review of the provider's 10/6/08 Transfer k"\‘ 'H"""- BA Ganvniftee. JVEM‘J&\SH/CD-J
Discharge Noticae/Planning policy stated. *A policy review will be
“"The facllity will provide a resident and/or the included in the OA review
resldant's representative with a thirty (30) day and completed by QA
written notice in advance of an impending Committee every 3 months.
transfer or discharge.”
“'Eycept as specified below, a resident and/or JVE/SDDOH/JJ
hig/her representative will be given a thirty (30)
day advance notice of an Impending transfer or
discharge from the facility:
STATE FORM o1 QPNM 1 1' If sontinuation shee! 22 of 58
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-The transfer is necessary for the resident's
welfare and the rasldent's needs cannot be met
in the transfer.

-The safety of individuals in the facility is
endangerad.”

“The resident and/or representative will be
provided with the following information:

-The reasan for the transfer or discharge.

-The effective date of the transfer or discharge.
-The lacation to which tha resident is being
transferred or discharged.

-The name, address and telephone number of
the state long-term care ombudsman,

-The name, address and telephone number of
each Individual or agency responsibla for the
protection and advocacy of mentally ill or
developmentally disabled individuat.

-The name, address and talephone number of
the state health department agency that has
been designated to handle appeals of transfers
and discharge notices."

*'The administrator is responsible for discharge
planning. The discharge ptanning team shall
include the administrator, registared nurse,
residents' care specialist, and other members of
the team as appropriate.”

“The Cayman Court staff shall initiate planning
with applicable agencles to meet identified
needs. The resident shall be offered assistance
to obtain needed services upon discharge.”
*'The administrator shall provide information
necessary for coordination, and continuity of care
shall be made available to the discharge site and
referral agencies, as required by the discharge
plan.”

Refer to 5310 and 5838,

3 381
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5 405 | 44:70:05:02 Resldent care plans and programs | S 405

The nursing service of a facility shall provide safe

and effective cara from the day of admission

through the ongolng development and

implementation of written care plans for each

resldent. The care plan shall address medical,

physical, mental, and emotional needs of the

rasident,

% Cage Speviee Plans 7913

This Rule is not met as evidenced by: by (e3¢ W - el gied p 0

Surveyor: 29354 Mraget” | (Aeludl. . Auriin

Based on record review, interview, ahd polley W 5[,’H P:) 3 s)

review, the provider failed to impiement " ufﬁh”_”j A3 e vk Lin At

individualized written care plan for one of three _{0 . o

sampled residents {1). Findings include; nglwﬂbj’ Mﬁﬂ-ﬁ FATSN fae & 1 & a..f’

a b o .

1. Review of resident 1's 4/25/13 case service " F ¢ (’jd"- Cr"'{ . neest§

care plan revealed there were no objectives, eacin Vesicktin .

interventions, outcome/dispositions listed Cord S pec W ARY

regat:ding: . o ) =

*Hig inappropriate conduct toward residents, ut! eyt .,Spwnﬁa o

staff, or outside entities, - e . ﬁ! _

*Information and interventions for staff to redirect (',h ‘ n‘hm«__g

the resident during his inappropriate conduct. (_,un,-f.'; .(2, “(. he hcw i o

Intervhiaw r.;\n 816!113 ;t 10:00 a.m. with case O Lolh  (es g fi.tvuf:s

specialist A revealed: o

*She had done the case service plan with C&,g{_, "&-’N* o Plan )

resident 1 when he had been admitted. ey b AN =+ wll b moasd

*The resident drove the service plan. "‘*““*:_:5 or _ ke s

“The mental health director only wanted positive *fodudes || CT%AC L &f rQ Thos

reinforcament Itams on the service plan, nothing  ahangts " A Wn"f s Laoask &

negatlve. dus [ . )

*Staff had been informed of his behaviors Bk | L4 Lahag Notts

through meetings and talking with each other. mwrhwbg ‘ Ol Y"-t\!}' fw  Anrs

*There was no documentation on the service ,aw\ . . Jen v

plan about resident 1's behaviors and how staff Mtﬁs’r { U Ve Linterden .wn:!.‘

were to redirect him, pecd H\r.;' -7 - 1R | Cagt Seyvi et

FVefsooe p@é@: Y wg‘.euc&;{%.
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interview on 8/6/13 at 3:30 p.m. with cass
manager C revealed:

*He would add information to resident 1's service
plan at six months and yearly.

*He would not expect more [nformation an the
service plan,

*Sarvica plans were "client driven.”

*Each resident would have a bahavior plan
besides tha service plan.

Intarview on 8/8/13 at 4:00 p.m. with case
gpeacialist A confirmed resident 1 did not have a
hehavior plan.

Interview on 8/8/13 at 5:30 p.m. with former
amployee resident assistant B revealed:

*He did not think resident 1 had a care plan that
"was avallable and up and running” for staff to
use,

*He had not been informed or educated on what
interventions to use with the resident during his
inappropriate behaviors.

Intarview on 8/7/13 at 9:48 a.m. with the director
of nursing confirmed there were no interventions
listed on resident 1's sarvica plan directing staff

on how to deal with his inappropriate behavigr,

Interview an 8/7/13 at 10:45 a.m. with case
specialist A revealed;

*Information for staff should have been on
resident 1's care plan to direct tharm on how to
deal with hls Inapprapriate behavior.

*She did not know how many staff looked at
gach resldant's service plan.

Review of the provider's 10/23/08 Case Service
Plan guideline revealsd:

*'A case sarvice plan will be completed by the
Primary Cara Specialist within 30 days of moving

STATE FORM o218 OPNM11 If gontinustion sheet 25 of 58
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to Cayman Court.”

*'The Case Service Pian will addrass medical,
physical, mantal and emotiona!l needs of the
regident."

"The Primary Care Specialist will establish a
schedule for services based on the case service
plan and inform the Resident Assistants of
assistance needs.”

*'Residents will not be forced to accept a service
as long as it is evident thay are capable of
meeting that need independently.”

$418| 44:70:05:03 Resident care sa18  |H ELRetoLT Wﬂc“"‘-f'ﬁ‘ﬁ’ A 173
W b ek
The facility shall have documentation that F’Na‘g Citwny Lo fd
agsures that the individual needs of residents are ot ¢ eurg(S On e leuadtel
identified and addressed. b\ sek B for
Hs\ém-ﬂ'& ’Fv\ Cres ikl o
This Rule Is not met as evidenced by: ‘ b-L l: le %de ;}Z"\gﬁi{w
Surveyor: 29354 fﬂ E"{' A -vm#ue-w}' Aty ST APHITT
Based on record review, interview, and policy R Tarey ,a& n.sl-d.c.” X
review, the provider failed to ensure one of one Grse. Serice P\A,wg Sovr M ELvon
sampled residant (1) had follow-up Ve ele L
documentation for elevated blood sugars, Sheltndy L TLnoledl
physiclan's orders, cara planning, and discharge S-pgm,(;; ¢ Cbiventions Lo

planning. Findings include:

imﬂﬁm oA ovs o
Conh  resi Al

revealed: chanses in C3PE Wil
*The PAC (physician assistant certifled) andfor % | e Ve Vit oy Ad P Aty

CNP (certified nurse practitioner) had notbeen L 4o,
notified during episodes of elavated blood sugar CondFifon WO, Cﬂ‘-*— S ey ol

0 L]
1. Review of rasident 1's complete closed record r‘r.s‘c:xwt%

readings. " Teiset| T | ¢ ey e ooty "
, *The service care plan had not reflected the
resident's bahaviors or staff interventions. m‘l\ Y5 Mg ciubChN-&Ls ﬁ
*Discharge planning had not been completed. B oD\ ey
"-é_ B Tt g \A'i-}:.
Refer to $337 and $838, "T"“w&r* 3Chorgl, wWihey |
‘ 9\G R L YN A o I By ad-ei

G-\. (‘_u"\ e WL
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$642| 44;70:07:05 Control and accountabliity of se4s2 [Py the QA Committee. A
medications policy review will be
ineluded@ in the QA raview
Written authorization by the resident's physician, and completed by QA
physician assistant, or nurse practitionar shall be Committee every 3 months.
secured for the release of any medication to a
resident upon discharge, transfer, or temporary JVE/SDDOH/JJ
leave from the facility. The release of medication
shall ba docurmented in the resident's record,
indicating quantity, drug name, and strength.
. ' i el )
This Rule is not met as evidenced by: W E-F.-& NS W“'{":'*& o CI"‘“”LS
Surveyor: 29354 PryaiCiaim ovetrs = U
Based on record review, interview, and policy b peteiimed Tn  ovede 4o
raview, the provider falled to ensure one of one e . .
sampled resident (1) had: LS ek Co tOng du
*A physiclan's order to release medications. VeSS e At s wpovs  dischary |
*Documantation for the release of medication in . L
his closed care record. T\\-L Clog  of meditabons
Findings include: will Yhem b doctntrted
. . Uh yesidbaris ma
1. Review of resident 1's closed care record E . U :
revealed he had been taken to a motel the olCoveline 40 povi ey, ansl
avening of 6/19/13, There was no documentation Wwll pe ﬁ{,ﬂgﬂd A
in his care record: - ‘
*The physician had been notified the resident Q‘»ﬁm"( ,:i,? stnff, DoN
would be discharged from the facility. Lol U annwed
*To Indicate medications had been sent to the . .
motel with the resident. L ‘“f WS o Rl M
*For a r:jhyslclag's ohrder to send medication with Pa WL 4or paeel
the resident at discharge. e -
9 el e i St \rc@qmt I"'\.j
Telephone interview on &/6/13 at 2:45 p.m. with tha e be £
the administrator ragarding resident 1 revealed: _m o
*On 8/19/13 all of resident 1's medications were g lioe frdns o
given to case manager C. -
*She could not remember if the ingulin or insulin Y nte,
syringes had been sent with him.
*Na paper work had been given to the case
ETATE FORM ——— 21788 - OPNM11 f sontinuation sheet 27 of 66
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*Policies will be reviewed
annually by the QA

Committee. A policy review
will be included in the QA

manager or resident 1,
*Resident 1 had not been given a medication
administration sheet or a treatment

teview and completed by QA
administration sheet, ,
*Resident 1 just "knew by memaory what Committee every 3 months.
medications he had to take and when to do his JVE/SDDOH/JJ |

blood sugars.”
“The physician had not been notified of the
above on 6/12/13 nor by 6/21/13.

- Interview on 8/6/13 at 3:30 p.m. with case
manager C ravealed:

*The nursing department handed him resident
1's madications prior to leaving the facllity on
6/19/13 with the resident. The medications
inciuded insulin, insulin needies, and the facility
glucometer. There had been enough
medications for one week.

*They had given resident 1 "some type of print
out."

interview on &/7/13 with the directer of nursing
{DON) revaalad:

*She was the DON for Southeast Behavioral
HealthCare.

*She was at Cayman Court about once a waek.
*She had left the facllity prior to resident 1
leaving with case manager C on 6/18/13.

*Her expectations would have beaen;

-Far a better discharge for resident 1.

-The medication and treatment administration
records should have heen sent with regident 1.
-The primary physician and the psychiatrist
should have been notified of resident 1 Ieaving
the facility.

Review of the provider's undated Using the
Medlcation Administration Record procedure
revealed: :
* Under certaln circumstances, when the
administration of medicationftreatment is not -

STATE FORM P OPNMA1 If continuation sheel 28 of 68
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possible at the correct administration time, the
individual who administers medication/treatment
will utilize the following approved abbreviations
and circla them to record in the appropriata
space on the medication administration record:
-1. H Resident Hozpitalization.

-2. TW Resident took medication with,

-3. R Resident refused.”

Raview of the provider's revised 7/7/09
Medications for Resident Absences procedura
ravealed "The nurse, nurse/med (medication)
staff will coordinate arrangements for the
rasident's medications during the planned
absence."

Reviaw of the provider's revised 11/11/08
Notification of Resident Condition Changes
procedure revealed;

“'Progedure: To ensure notification of resident
condition changes to resident's physician and
authorized representative or interested family.
*Facility parsonnel will notify resident physician
via telephone, fax or by scheduling a physician
visit for resident when/if condition changes.
Condition changes include:

-Tha physical, mantal, or psychosocial atatus
changes significanthy.

-The individual resident treatment needs aiter
gignificantly.

-A decigion to transfer or discharge the resident
from the facility.”

44:70:09:04 Notification when...condition
changes

Afacllity shall immediately inform the resident,
consult with the resident's physician, physician
assistant, or nurse practitioner, and, if known,

notify the residant's legal represantative or

S 642

5 800
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interested famlly member when any of the
following ocours:

(1) An accident involving the resident that
results in injury or has the potential for
requiring intervention by a physician,

(2) A significant change in the resident's
physical, mental, or psychosocial status;

{3} A need to alter treatment significantly; or

(4) A decision to transfer or discharge the
resident from the facility.

- . ¢ ! .
This Rule is not met as evidenced by, * EHH f‘P'VL i mm.ﬂllﬂ# wE 4 MS
Surveyor: 29354 +ht fncili "h/) wilf filow
Based on cloged record review and interview, the y .
provider failed ta notlfy the physician with ARSY rego lafong 4o
changes in conditlon for one of one sampled ﬂb‘H"p-j oy demts and
resident (1) who had required medical ) . .
interventions. Findings Include: the iv- Ph%s 101 &y e
¥ PR v
1. Review of rasident 1's complete closed record *t:?-u,f 3 & JUH "F'C‘:"’“L
revealed: ‘ Ohangt tin tHhai res el
*The physiclan had sesn him once during his nﬁ cad esiclerts
admisslon on 4/16/13 at Cayman Court. p"Ma»S ‘ s e nted , ae
*The physiclan had not been informed of his: ) ]
-Elevated blood sugar readings. P yeho Soc el ‘ Shectng .
-Missed doses of medication for his diabetas, v elin LI be.
deprassion, and schizophrenia, Q'LS : ) +S ¢
-Antidepressant dosage had not been increased g6 he, d‘b\,..f-[ tf Ui"}'j"
from the previous physician's visit. P - gy + -
-Continued increase in inappropriate behaviors. \05 Ych iqtn e /E%
-Discharge on 6/19/13 from the facility. Qi ey l‘j i P‘) i C‘NS
Refer to 5838, wet) be rev woeak
5838 44:70:09:08(4) Quality of Life 5 838 G 4 N
MMITRL
A facilty shall provide care and an environment ﬂVEﬁO}NH b'f
that contributes to the resident's quality of life,
including:
STATE FORM arHDE O|:‘l|‘\'||\f|‘|‘|= " If continuation sheet :;:0 ot 58
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§ 800 | Continued From Page 29 5800 *2800 continued:
interested family member when any of the A policy review will be
following ocours, included in the QA review
(1) An accident Involving the resident that and completed by QA
results n injury or has the potential for Committee every 3 months.
requiring Intervention by a physiclan, on 9/24/13, aAdministrator
(2) A significant change in the resident's provided Cayman Court staff
physical, menital, or psychosocial status; with coples of the following
{3) Aneed to alter treatment signlificantly; or policies and/or Operational
. (4) A declslon to transfer or discharga the Guidelines: Transfar
resident from the facility. Discharge Notice/Planning.
Counsgeling for Termination
This Rule is not met as evidenced by: g§ ;::;gzig?dﬁzrﬂénizizg
Surveyor: 29354 . of Care Change, Notification
Basad on qlosad recgrd review aqd interview, the of Resident Condition
provider falled to potrfy the physician with Changes, Medication for
changes in condition for one of one sampled Resident Absences, Mandatory
WQdmﬂﬁ)whohgjmqmmdwmdMai Reporting by Facility, and
interventions. Findings include: Abuse and Neglect Policy.
1. Raview of resident 1's complete closed record These are available via the
revealed: commuglcatlon binder and
*The physician had seen him once during his kept in the RA offlce. A
admission on 4/16/13 at Cayman Court. quiz is being developed by
*The physician had not been informed of his: the Administrator to verify
-Elavated blond sugar raadmgs. comprehension of the POl leies,
-Missed doses of medication for his diabetes, to include how to complete
depression, and schizophrenia, the incident/accident reports
-Antidepressant dosage had not been increased RA'a, Case Manager, Adminir
from the pravious physician's visit. strator. and SBH Nursing may
-Continued incraass in inappropriate behaviors, complete incident/accident
-Discharge on 8/19/13 from the facility. reports. SBH Nursing will
monitor reportz consistently-
Refer to 5838. The quiz is required to be
' completed by all staff.
S 838| 44:70:09:09(4) Quality of Life 5838 Facility personnel are
regponaible for notifying
A facility shall provide care and an environment the physician if there is
that contributes to the resident's quality of life, a significant change in th
_Jthdmg ‘ residents's physical, ment;l
STATE FEEM - 0;;1199 OPNM-‘[*[ If cmmion shaet 0ot 5
200

or psychosocial status.
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§ 838 | Continued From Page 30 5 B38
{4) Freedom from verbal, sexual, physical,
and mental abuse and from involuntary
saclusion, naglect, or axploltation Imposed by
anyone, and theft of personal property, _
¥ EFRefve tmmesliadely, 9113
This Rule is not met as evidenced by Prior 40 ﬁt}{M&_ﬁ Yan, o
Surveyor: 29354 tht facl DOV ang
Based on observation, interview, record review, . .
policy review, license review, and pollce report, A-n{'h-x NS o il (
the provider failed to: 2 O T
*Maintain & safe and secure manner free from . < e ‘
abuse to the residents by other residents. SETE asSessrve n ik on
*Conduct and document a thorough investigation cndivi dleads 4ty N s d
Inte an alleged sexual incldent by a resident (1) " . v
to anather resident (2). o -thiy il requvg
*Ensure safety measures were carried out for A OO i
one of one resldent (1) with diabetes maellitus, t cpp P H, l"f"“
mental liness, and lacking of his self awareness ﬁ“F Caved for an
of safety. . -
Findings include: o585+ L L "“'\‘3
. . ol avely
1. Raview of confldentlal information provided to Cent A i NJ +o
the South Dakota Department of Health M.SD Y'Lgb\. Lo vy,
complaint coordinater revealed:
*Resident 1 had: A
-Been found non-responsive in a motel room F lriNe ¥ MM i«
apparently near death the night of 6/20/13. f f’ e ~R§l | 0 | X
-Been taken to a local hospital on B/20/13 and h o) ’f"-') h-"t {
“had been placed on an insulin drip in the ICU iL redo
(intensive care unit.) ARSD rults an P
-Been placed at the Human Services Center abusl and o+ ﬂ
(HSC) in Yankton following the hospltallzation. m& d_—-mf a LS\;
*An on going investigation of an alleged incident 500 and
involving a female resident being fondled by 8 SuefosddT| Lt reScedfg of ﬁu
male resident. ) _
tn\ms-)-u)miww da SOy
2. Review of resident 1's complete closed care WA B LD o ﬁ{%
racord revealed:
*An admission date of 4/16/13. ‘2;{ e £ve Q;’: o e,
*Diagnoses of schizoaffective disorder, M shachor” § ’P"” “?35’
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adjustment disorder with mixed behaviors of

emotions and conduct, borderline personality
disorder, antl soclal behaviors, and diabetes

mellitus - insulin dependant.

Review of documentation from a previous health
facility revealed:

*He had baen admitted 19 times to that facility.
*He had an extenslve psychiatric history.

*He had not followed aftercare recommendations
and had been noncompliant with medications
and monitoring of his blood sugar levels.
*Several facilities had refused to admit him
related to medical concerns and past behaviors.
*He was orlented to person, place, and time.

*He had a 10th grade education.

*He had high risk issues related to treatment and
discharge planning that had included poor follow
through with aftercare services, substance abuse
issues, noncompliance with madications, and
diabetes issuss.

Raview of Cayman Court 4/24/13 Admission
Needs Assessment regarding resident 1
revealad:

*Refarred for services to the assisted living
setting to provide structure and support resident
1 needed to increase his independence and to
prevent rehospitalization.”

*Resident 1 is a sevears diabetic. He is insulin
dependent and test his blood sugars several
times a day." _
*'Resident 1 denies any mental haalth lssues in
his family, howaver records indicate a history of
depression.”

*Rasident 1 hag a long history of misdemeanor
thefts. He has been incarcerated several times
for theft. However he is not allowed to go to
saveral stores in Sioux Falls until July of 2014 as
a rasult of his thefts."

! ""Resident 1 complated 10th grade In Rapid City

A
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riga NG Ll i

by his report.” 3

*"He has a history of suicicﬂal statements, as well Yesy @{,(Vb’_ cﬁ'f ‘—H«-\,.L

as threats towards others.

*Resident 1 is a 29 year old, naver married man C: h ﬁ : by

with an extensive mental health history." a&f‘ (’.’,ﬂ.ﬂ

Shif+.
Review of the Standardized Mini-Mental
Examination (MM3E) completed on 4/16/13 *Training on propar
notes, Ca=se Service Plang,

Revlaw of rasident 1's progress notes from and incident/accident

4/23/13 through 6/20/13 revealed on:

an X v , ' reports, and individualized
clg?rgt’::sa;gaéﬁ"p.m" Caught borrowing safety plans are | bging

*5/1/13 at 8:01 p.m.: "Staff caught him trying to developed by Administrator
get cigarettes from other resldents at least 6 and SBH Nursing, effective
times and also witnessed him try to gain access immediately. Administrator

to several vehicles parked on the street.” will provide ongoing

*5/3/13 at 7:51 p.m.: "Complained several times training to staff throughoyt
about his glucose test strips not arriving from the the year. Review of

pharmacy.” documentation is included
*5/7/13 at 7:43 p.m.: "Involuntarily committed to in QA Review every 3 months
Avera Behavioral at 4 pm." and will be completed by
*5/9/13 at 12:15 p.m.: "Transferred to HSC. the QA Committee., This
Discharged from Cayman Court." committee consista of

*5/29/13 at 9:00 p.m.: "Arrived at 4:30 p.m. and Administrator, Case Manager,
immediately asking other residents for cigarettes and SBH Nursing.

and/or money."

*5/30/13 at 7:26 p.m.: "Asking residents for JVE/SDDOH/JJ

clgarettes and rides during the shift today."
*5/30/13 at 8:08 p.m.: "Left againat 8 p.m. to
visit a friend after asking a pizza dalivary man for
aride.”

*6/1/13 at 8:50 p.m.: "Another resident reported
to staff that rasident 1 said he was golng to shoot
someone with a gun.”

*6/2/13 at 11:02 a.m.: "After lunch another
resident came to the office to notify staff that
resident 1 was bothering her for cigarsties.”
*6/5/13 at 11:15 a.m.: "Continues to be intrusive
into others conversations.”
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“8/5/13 at 7:30 p.m.: "Spent the affernoon
walking around the fagility and asking various
residents for cigarattes andfor monay. He
continually foliowad other residents outside on
their smoke breaks to ask them for cigarettes
and was In the dining area hothering several
residents.”

*6/7/13 at 2:06 p.m.: "Continues to ask visitors
and anyone In the facility for rides and
clgarettes.”

*6/9/13 at 12:00 p.m.: "Was disruptive and
argumentative amongst staff and other
residents.”

*610/13 at 8:07 p.m.: "Was picked up by the
Sioux Falls City police and faken to Minnehaha
County Correctional facllity due to the fact that he
had failed to vacate the premises of a local
business."

*8/M12/13 at 12:20 p.m.: "At 8:45 a.m. he ran into
middle of read and was trying to flag down
pacple for a ride.”

*6/12/13 at 12:42 p.m.: "Clubhouse
(Southeastern Behavioral HealthCare) staff
notified Cayman that resident 1 was kicked out of
Clubhouse an hour ago.”

*6/12/13 at 7:58 p.m,; "At 6 p.m. ataff received a
call from security at the downtown library stating
that thera had bean an “incident" hatwaean
resident 1 and another patron at the library.
Resident 1 returned with pollce at 6:30 p.m. and
police informed staff that resldent 1 had been
making inappropriate advances toward a 17 year
old girl at the library. The resident left at 7:50
p.m. and gave no notlfication of where he was
headed or when he planned to return. He did not
receive his hs (badtime) meds or insulin."
*6/13/13 at 7:34 p.m.: "Was seen at apt
{apartment in the facility) 201, Staff reminded
him that he is not allowed to ask other residents
for clgarettes or money.”

*6/14/13 2t 12:36 p.m.:

& Bas

STATE FORM - —

0PN M11 If sontinuation shaat 34 of 58



SOUTH DAKOTA DEPARTMENT OF HEALTH

e

PRINTED: 08/03/2013
FORM APPROVED

STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

54874

{(X2) MULTIPLE CONSTRUCTION
A, BLILDING

B. WING

{X3) DATE SURVEY
COMPLETED

08/08/2013

NAME QF PROVIDER OR SUPPLIER
1 CAYMAN COURT ASSISTED LIVING FACILITY

STREET ARDRESS, CITY, STATE, ZIP CQDE

4101 WEST CAYMAN STREET
SIOUX FALLS, 8D 57107

£%4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENGY MUST BE PRECECER BY FLILL
REGULATORY OR LEG IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION (XS}
BREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

3 838

Continped From Page 34

-"Staff had to follow him most of the day due to
multiple incldents. He was caught many times
harassing and pressuring other residents for
smokes, monay, etc. Thera were also many
incidents with him trying to get Into other
residents room without knocking. After realizing
that the doors were locked he would then knock
until they answered the doar than ha would try to
push his way inside the apartment, He did
however enter a female residents room without
knocking, staff saw hirm do this and want down to
the room. When staff entered the room the
farnale was in bed sleeping and resident 1 was
standing at the foot of her bed.”

-He fallowed a staff membar into the laundry
room and stated "My tongue does very special
things to girls and If they can't handle it | wont do
it." When staff Informed him that this was wrong
to gay he blocked them in the laundry room and
wouldnt et thern out.”

| *6/19/13 at 8:18 p.m.: "At 3:45 p.m. staff were

advised that inappropriate contact was taking
place between resident 1 and resident 2, Staff
want to Investigate, and saw resident 1 kneeled
in frant of the other resident, who was seated,
and was kigsing and touching her. Residant 1
loaked up at staff and said "What? He was
immediately separated from the other resident
and iooked after by staff untll police arrived.
Police and his case manager came and spoke to
him abaut the incident. He was discharged from
the fachity and left with his case managar st 5:30
p.m.” There was no physician order or
documentation that resident 1 had been
discharged.

*The following evening on 6/20/13 at §:11 p.m.
after resident 1 had be taken to a motel revealed:
"At around 5 p.m. resident 1 walked into the front
door. | gaw him right away and told him to leave
now, | walked him back out the front door and
told him to go across the street and not to come

5838
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an the property or | would call the police. He was
out thara sitting on the curb until a taxi came and
plcked him up.”

Review of tha adminisirator's progress notes
regarding resident 1 from 4/23/13 through
6/17/13 revealed;

*4/23/13: "Admitted to Cayman Court. Is able to
check his own blood sugars and administar his
own insulin safely.”

*5/2{13: "Denies events that happened
yestarday. He then want on fo threaten this writer
and stated he will aue the facility for deframation
of character, Reminded him that he did admit to
getting into someone's vehicle when we spoke
yestarday but he denies this."

*5/9/13: "Trangportad to Avera Behavioral by
officérs on an involuntary commitment this

| afternoon due to threatening behavlors towards

other clients and staff. He will not be able to
return to Cayman Court due to this behavior and
safety of others."

*5/20/13: "Arrived to Cayman Court at
approximatsly 16840 this afternoon from Sanford
hospital.”

*6/6/13; °l approached resident 1 this afternoon
after getting reports from others that he was
harassing a resident for cigarettes, Anothar
rasident who was outside smoking at the time,
told resident 1 to stay away after resident 1
forced hiz way into this residents apartment this
morning demanding cigarettes. This resident
then walked away whean resldent 1 became
verbally abusive taward the resident.”

*6/11/13: "l recalved a call on Monday, Jun 10th,
2013 at approximately 1435 from an Officer
[name of person] with the Sioux Falls Polics
Department (SFPD) stating they had resident 1
in custody because he was harrassing
businesses In the area near Madison and West."
*6/12/13: "At about 12:08 p.m., Detective [name

5 838
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of person] from the SFPD called. Detective
stated that resident 1 was located at 2200 Waest
Madison apartments when the apartmeant
manager called the police because resident 1
wouldn't stop approaching people and cars and
pounding on car doars, He had alzo been
making sexual comments towards wormen in the
vicininty. As a woman came out to get har mail,
he began harrassing her and wanted to know if
she had an apartment and insisted on going
inside the apartment to "really show her what he
can do to her."

*&/17/13; "This afternoon | recalved a visit from
Officer [name of person] with the SFPD
concerning resident 1's living arrangemants at
Cayman Court. He explained that officers
patrolling the area voiced concerns about
resident 1 living at the facility and the safety of
other clients. He presented the call log with all of
the calls involving resident 1. Within the last eight
days, the police have been out six times for
rasident 1 due to disorderly conduct.”

*8/17/13: "l received serveral phone calls aver
the weekend regarding resident 1 and his
behaviar. A famale resident called the police on
Friday evening after resident 1 continuad to
harass her. On Sunday, reskdent 1 was
redirected numerous times for harassing other
residents, mainly for clgarettes. At 9:39, | was
informed by his primary case manager, {case
manager ) that he was arrested for a failure to
vacate/trespassing.”

Review of case specialist A's progress notes
ragarding resident 1 from 4/23/13 through 6/5/13
revealad:

*4/23/13; "initiated a conversation with residant 1
about recent behavior, He has been begging
cigarettes from others, and wher challenged
about this behavior bacomaes rather threatening."
*4/24/13; "Resident 1 was actively involved in

( - FORM APPROVED
_S0OUTH DAKQTA DEPARTMENT OF HEALTH
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA %2) MULTIPLE CONSTRUCTION %3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; %2) ( )COMF'LETED
A, BUILDING
B, WING
54874 08/08/2013
NAME CIF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CAYMAN COURT ASSISTED LIVING FACILITY 4101 WEST CAYMAN STREET
SIQUX FALLS, SD 57107
(X4) 1D BUMMARY STATEMENT QF DEFICIENCIES D FROVIDER'S PLAN OF GORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROFPRIATE DATE
S 838 | Continued From Page 36 S 838 i

STATE FORM ozti0a

OPNM11

If cantinuation sheat 37 of 58



i e PRINTED: 09/03/2013
. ( FORM APPROVED
SOUTH DAKOTA DEPARTMENT OF HEALTH

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA {¥%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
. A. BULDING
B, WING
. 54874 0B/0B/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
CAYMAN COURT ASSISTED LIVING FACILITY 4101 WEST CAYMAN STREET
SIOUX FALLS, 8D 57107
(%) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROB8-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENGY)
§ 838} Continuad From Page 37 S 838

developing his CSP (care plan)."

*4/30/13: "Resident 1 and | met several time
today. Wa initially met as scheduled to focus on
some of tha concerns that have been relayed to
this writer from farnily members, peers, and othar
staff. Explained to resident 1 that there have
been reports of him asking peaple for clgarettes,
peopla faeling "scared" of him when he tell them
to let him have 1/2 of their cigarettes, famlly
members exprassing concerns because he is
calling a peer at their home, asking for money
and cigarettes. Resident 1 denies that he has
done any of these things."

*5/1/13; "At about 2:15 p.m. case speciallst and
administrator met with resident 1. Resident 1
was informed that we have had numercus
compiaints from staff, peers, and even family
mambers about his behavior. He was also given
2 weeks to change this behavior, or face the
possibiilty of eviction. He does understand the
consequences of continuing his current
behaviors,”

*5/3/13: "Resldent did meet with his doctor.”
*516/13; "It was reportad that he was taking
cigarettes from others az well as appearing to
intimidate othar clients to get cigarettes.
Attempted to engage resident 1 In a discussion
of this, and he bacame aveh angrier, stepping
close to CS (case specialist) with hands fisted.
Resident 1 continues ta be angry, threatening
and demanding.”

*5/7/13: "Resident 1 continues to be agitated and
angry. He is becoming more agitated daily as
well as more threatening. Will talk with
administrator about the possibility of filing an IVC
(involuntary commital}."

*5/7/13: "This writer was made aware that
resident 1 had gone to the Clubhouse and was
causing a good deat of problems there by a
phone call from the Bth street receptionist. She
reported to me that restdent 1 was smoking in a
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non-smoking area and had been reported for
calling another consumer in a wheelchair a
e bitch”, | discussed the situation with the
administrator and we decided to contact the
SFPD an the non emergency line to ask for
officer to maet me there and hopefully to escort
resident 1 to Behavioral Health. We decided to
contact tha sherlff's deputy again to file an IVC
(involuntary commitai).”

*5/15/13: "This writer received a phone call from
SW (social worker) at HSC. Residant 1 is baing
discharged from HSC tormorrow. He will be taken
to the mission at that tima."

“6/30/13: " then reminded resident 1 he was not
to ask anyone for cigarettes and money, since it
had already been reported to me by a peer that
he was bugging me for money last night.
“5/31/13:

="When this writer armived at Cayman thls
morning, | was infarmed that a call had been
made to SFPD because resident 1 had been
gone all night, that he had not notifled any staff
that he was leaving and had not signed out.”
-"He (rasidant 1) arrived back in the building at
about 8:10 a.m. The police officer shared with
RA (resident assistant) and myself that resident 1
was somewhal agitated and had made
statements that concerned the officer. He told us
ha was concerned for (RA) and my safety at this
time."

-"Rasident 1 asked several other staff for rides,
and again left the faciiity at about 9:20 without
slgning out, and without any medication, It should
be noted that his blood sugar this morning was
too high to register an tha meter.”

*6/6/13: " talked with resident 1 about the
concerns which Include badgering a female
rasident for cigarettes telling her "give me a
i+ cigaratte right now” and pushing his way
into another residents apartment demanding
cigarettes. The |atier incident was witnessed by

5838
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our maintenance man."

Review of case manager C's progress notes
regarding resldent 1 frorm 5/30/13 through
6/24/13 revealed:

*5/30/13: "Met with resident 1 in the hospital.
This 1s now the third time resident 1 has been in
the hospital because he ia not taking care of his
diabates. Specifically we discussed with resident
1 his only aption that can be provided through
Southeastern Behavioral HealthCare (SEBH) is
to stay at Cayman Court again under the
premise of agreeing to contract dealing with his
behavlors. Resident agreed to move into
Cayman agaln as long as it was not a move that
Is parmanent.”

*6/4/13:

-"Met with residant 1 In the communlty.
Specifically | recelved an emall from Cayman
Court stating that resident 1 s harassing fallow
residents and threatening to punch ane of the
RNIS,"

-"Plan; We will meet later in the week to discuss
how he is doing fellowing the Cayman contract
-and if he is using the anger plan we worked out
tegether.”

*6/10/13;

-"Met with resident 1 in the office where he
showed up unannounced. Reminded resident 1
that | will be maeting him at Cayman and he
doesn't need to come to Sth Street any more
because of the complaints we are receiving,”
-"Plan: We will meet |ater in the week to assess
symptoms, address noted concerns, and
evaluate progress towards goals. Resident 1 will
limit his conversations with paople if he is only
going to make sexual advances.”

*6/12/13:

-"Met with resident 1 in the office where he
showed up unannounced. | reminded resident 1
again that he doesn't need to come to the office

35838
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any more, There have been to many complaints
about him harassing other clients. | then walked
rersident 1 out the door and stressed that | will
call him at Cayman and we will meet out there as
well. Shortly after this | received a csll from the
support staff stating that a couple of clients had
unpleasant ancounter with resident 1 right after |
walked him out. Resident 1 went around to the
front of the building by the Clubhouse entrance
and was asking for cigarettes and a ride from
multiple people. Resldent 1 alzo supposedly was
making unwanted advances to a female client
propositioning her for relations. Right after that a
staff informed me that resident 1 stopped her in
the parking lot begging for a ride. | talked to
rasidant 1 as soon as he returned to Cayman
and he denisd all of the above."

-"Plan: Resident 1 will not come back down to
the office anymore trying to speed up the
process,”

“B/14/13:

-"Met with resident 1 In the community.”

-"Plan; We will meet In one week to assess
symptoms, addrass noted concerns, and
avaluate prograss towards goals. Resident 1 will
stay away from places that he doesn't have
permission to use their land."

61913

-"Arrivad to meet with resident 1 at Cayman for
our scheduled eppointment. | was natified that
resident 1 was caught in a compromising
position with anather resident In the laundry
room. | was alse Infarmed that the police were
called. Shortly after the police arrlved the head of
nursirig and the CEQ arrlved. | then was able to
have a discussaion with both of them going over
the options we had avallable for resident 1. After
looking up the state statutes the officers declded
that the mental capabilities of both individuals
are simllar and that there Is no ground to arrest
resident 1.
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-| suggested that if | could arrange a motel room
for the night would he (resident 1) be interested.
Resident 1 then informed me that he is done with
Cayman and he wants out of thera.
-l then talked with the CEQ and head of nursing
about how he was very much on edge. | did
inform the CEQ and Caymans head of nursing
about what we discussed, It was agreed upon
that SouthEastern Behavioral HealthCare wilt pay
for one night at a moteal and ha will be terminated
from Cayman.
-Finally } helped resident 1 bring his belongings
that he could fit in & backpack and picked up the
rest of his medications from the nurses station to
the motel. | helped resident 1 chack into the
motel.
-Plan: We will meet in one week to assess
symptoms, address noted concerns, and
avaluate progress towards goals, Resident 1 will
follow the rental market to heip him see what it is
costing in the market.”
*6/21/13: " raceived a call from (name of person)
who was calling from Sanford ICU about resident
1. Resldent 1 was brought in unresponsive
because of unmanaged inzulin lavels. Resident 1
was placed on a ingulin drip to attempt to
g;abilize his levals. As of the end of the day

riday resident 1 was not stable enough to leave
the ICU. { was able to plead my case to (name of
person) that resident 1 was and I a danger to
himself. | was able ta go aver his recent history
covering the last few weeks. Resident 1 is
shawing a consistent path of belng arrested or
ha is in the hospital for his dlabetes. (name of
person) agreed with me and called the
suparvising doctor who also agreed and they put
in a petition for rasident 1 to be placed at HSC."
*6/24/13: Discharga Summary.
-"He tends to have difficutty following rules and
reguiations and also becomes somewhat
threatening toward staff and others.
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-Resident 1 was offered multiple supports and he
initially agreed to use tham. However did not
follow through with the contract he signed. He
also continued to not manage his diabstes which
caused him to ba in tha hospital. Resident 1
frequently liad. Resldent 1 did not receive
support from our agency and failed at our highest
level of care and Is at this time being discharged.
-Resldent 1 [s currently hospitalized at Human
Service Center in Yankion and will stay thera .
untll they determine a more appropriate
placement. However at this time our agency is
not capable of serving this individual.”

3. Review of resident 2's care record revealed:
*She had a diagnosis of mild mental retardation.
*She had scored 20/30 on the MMSE on 4/1/13.
*8/19/13 at 7:52 p.m. progress notes revealed:
"At 3:45 pm, another resident informed staff that
a male resident was having inappropriate contact
with resident 2, Staff got to the laundry ream and
saw resident 2 seated on a chair and the mala
resident kneeling in front of her and touching and
kissing her. Tha two were immedlately separated
and police ware called. The pollce came and
spoke to resident 2 about the Incldent, and she
informed them that ha had kissed her and put hig
hands up her shirt and under her bra. The cops
asked her if this was unwanted, to which she
respondad "yes." She also told them that she
had informed the other resident that the contact
was unwantad, but he continued untll staff
arrived.”

*There was no documentation on the 5/16/13
case service plan regarding resident 2 being a
vulnerable adult,

*Review of the 6/20/13 case specialist's
progress note revealed:

-"Resident 2 shared that she believes ‘this man
fs & bad man.’ She also states he made her 'very
uncomfortable, but he didr't hurt me'."
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Interview on 8/6/13 at 12:35 p.m, with resident 2
revealed:

*She could not remember the date of the above
incidant.

*1t took awhile for her to answer the questions.
*She could not remember a recent episode
where someone had touched her inappropriately.
*Her only concern was to get more drumsticks
{lce cream) to eat.

Telephone interview on 8/6/13 at 2:45 p.m. with
the administrator confirmed:

*The day of the allaged incldent on 6/19/13
between residents 1 and 2 had revealed:

-Two staff members and she were in the
medication {med) room, A resident carme and
said resident 1 was making aut with resident 2 in
the laundry room. She went to the laundry room
and found resident 2 sitting on a chair, Resident
1 was knealing between her legs, he had his
head under resident 2's shirt and was kissing her
breasts. She told resident 1 to quitf. He stated "l
didn't do anything." The police were called. One
staff member stayed with resident 2, and one
staff member stayed with resident 1. When
resident 2 was by herself she was asked what
happened. Resident 2 stated she was in the
laundry room. | know I'm not his girlfriend,
Deanied any previous encounters had oceurred
with resident 1, Resident 1 had triad to talk to her
in har own reom. He had tried fo kiss, had kept
kissing her, and had fondled her breasts. He had
klssad her breasts. Resident 2 had told him to
stop but he had not. The police came, Everyone
was seperated, Police spoke with everyone,
-Administrator called the director of nursing
(DON). The DON had come to the facility. The
DON had called the chief exacutive officer
(CEO).

-The CEQ had spoke with the police and had
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informed the police residents 1 and 2 had the
same mental capacity. They were consenting
adults.

-The CEQ had told her "It wasn't like resident 2
was raped.”

-The police had informed her they were confused
due to the fact they (residents 1 and 2) were
mentally ill, were consenting adults, and police
did not feal comfortable arresting resident 1 due
to conflicting reports hatween upper
managermeant and Cayman Court staff,

-The police would "make out some type of
raport”, send the report off, and then determine
what steps i any would be taken,

-The administrator told the CEQ and case
manager C rasldant 1 could not stay. Extra staff
had baen called In to monitor resident 1.

-The CEO and case manager C made the
decislon to take resident 1 to a motel. Resident 1
agread to that. Money was taken from Cayman
Court petty cash to pay for the motal room.

-All of resident 1's meds were given to casa
manager C.

-She could not confirm if the insulin or ingulin
needles were sent with him. But she had given
case manager C the facilitys glucometer to take
with tham.

-No paper work had been sent with them.
-Resident 1 "knew what meds he took” but no
MAR/TAR was sent with him,

-Na discharge instructions regarding medications
or follow up care were given.

-The physician was not calied.

-A physician's order to diacharge resident 1 was
not abtalned.

-Residant 1 was given a discharge letter.

-Case manager C then left the facllity with
resident 1,

~The administrator then went home.

*Further telaphone Interview at the above time
with the administrator revealed:
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-An incident on 6/14/13 between resident 1 and 8
had oceurred. Resldent 1 was found in resident
8's room. Pollce were notified but they coutd not
do anything about the above.

-During rasident 1's stay at the facility he was
anly seen onca by the psychiatrist for med
managameant and no mad changes were dona.
The pyschiatrist did not feel it was the

i medication. Mads would not change his

behaviors.

-Resident 1 got physically close to residents,
Residents were afraid of him.

-Resident 1 threatened and Intimidated people.
-Staff had attempted redirection, positive
reinforcement when resident 1's behaviors had
escalatad.

-Resldents had been told if they falt
uncomfortatre with resident 1 to report that to
slaff.

Intarview on 8/6/13 at 3:30 p.m. with case
manager C revealed:

*He was a case specialist with Southeastern
Behavioral HealthCare (SEBH).

*Had beon assigned to resident 1's case due to
resident 1 not liking case speciallst A.

*The day of the alleged incldent beween
rasidents 1 and 2 revealed:

-He had stapped by the facility between 3:30
p.m. and 4:00 p.m. He liked to do surprise visits
at the facllity.

-Staff pulled him into the case specialist's office
and informed him resident 1 had been making
out with another female resident.

-Police had been called,

-He sat and waited for the DON and the CEO to
arriva.

-Ha suggested resident 1 go to a motel that
night, since no staff wanted him at the facility.
-The DON, CEQ, administrator, and him had
discussed the Idea of resident 1 going to 2 motel,
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-He had helped resident 1 pack up his bags.
-All the medications were given to him including
all the diabetes meds, needles, and the facility
glucometer. There was "enough for a week."
-The facllity gave resident 1 some type of print
out.

-He took resident 1 to the motel, got him
checked In, orlented him to the place, and then
tald him ta call him the next day.

-Resident 1 had forty dollars in cash.
-Conflrmed resident 1 had his insulin bafore
leaving the facility but was going fo go to the
restaraunt next door and eat. Resident 1 had not
oatan prior to that time.

-He last saw resident 1 at 7:00 p.m. when
rasident 1 told him to go.

-Ha only worked §:00 am to 5:00 pm, but
rasidant 1 "got two extra hours of his time."

-Hg& could not remember how he had found out
about resident 1 being hospitalized. But he had
been informed resident 1 had been found
unresponsive in a downtown alley and then taken
to Sanford 1CU.

-He saw resident 1 multiple times each week,
-Rasident 1 would get alcahol, not food, and
would be found passed out.

-Resident 1 was a preteen in an adult body,

-In the past he had taken other people to motels
or usually to the misslons, but resident 1 had
been kicked out of thare,

-He congiderad resident 1 responsible to take his
own meads and eat correctly.

-He did not feel he was responsible to make sure
resident 1 took his meds.

-Resident 1 had been Kicked out of SEBH
IMPACT program due to refusal to follow
protocol to take medications.

-Resident 1 had gone to a nursing home and
was kicked out, next week he had gone to HSC,
then to Cayman Court, and then to HSC. HSC
did not want to deal with him, so he was
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discharged homeless and went to the mission.
HSC sald SEBH was responsible for resident 1
slnce he was In the system and "they could deal
with him."

-He "stapped up” to help resident 1 through two
differant housing facilities, pay by the month
hotel but was kicked out due to making sexual
advances toward women,

-Resident 1 had a long history of sexual
inappropriatenass and had been kicked out of
the mission due to that behavior.

*Following all of that he had sat down with the
CEOQ, DON, and case manager to discuss
admitting resident 1 to Cayman Court.
*Regarding the alleged incldent between resident
1 and 2 he did not feei the police should have
been called. There was "No malice behind it,”

Telephone interview on §/6/13 at 5:30 p.m. with
former employee rasident assistant (RA)B
revealed:

*The day of tha alleged incident batwesn
resident 1 and 2 revealed:

-The facilify had just gotten in a new resident
(resident 1) about & month ago.

-He had been causing issues such as harrassing
the other residents and staff, tried to bully others
into glving him things, scared the residents,
wanted clgareties, and made inappropriate
sexual comments towards female residents and
female staff.

-Resident 1 |eft every day going out into the
community.

-The police had told him they wanted a meeting
with the CEOQ to inform her "they felt resident 1
was a risk towards other residents and it was just,
a matter of time befora he did something
violent/inappropriate.”

*On the day of the alleged incident the
administrator and another RA had told him to
come to the laundry area, They were upset and
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told him what they had seen. They had
seperated the two residents. He monitored
resident 1 after the alleged Incident.

-He stayed with resident 1 untll the police came,
-As officers were talking with the administrator,
the RA, and resident's 1 and 2 the CEO was
“trying to get words in edge wise." The DON then
showed up at the facility.

-The CEQ and DON were "playing it off as two
consenting adults kissing.”

-The CEO had told him the DON had told the
police that resident 1 had the mental capacity of
an 11 to 13 year old.

-After police were done with the Investigation, the
police had declded they were "not capable to
assess If indeed a sexual assault had taken
place.”

-The DON had left by that time,

-The CEOQ had told him that alf Cayman Court
staff did not know how to perform thsir jobs, and
that was why the alleged incident had occurred.
-He was not part of resident 1 being discharged.

Interview on 8/7/13 at 8:40 a.m. with
maintanance man E revealad:

*0n 6/14/13 somewhere around 8:30 a.m,
resident assistant (RA) F had come and got him
to go to resldent 8's room. Then:

-He knocked on resident 8's door,

-Resident 8 had lost her key to her room, so the
door was unlocked.

-As he stood In the doorway he saw resident 1
standing beslde her dresser where he could not
be seen,

-Resident 8 was asleep on her bed.

-He had asked resident 8 who was then
awakened if sha had invited someone Into her
room.

-Resident 1 then approachad the end of resident
8's bed, crossed his arms, and stood staring at
her, |
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-He then iold resident 1 to leave her room which
he did.

-All that morning resident 1 was pacing the halls
trying to get in other residents' rooms.

Intarview on &/7/13 at ;80 a.m. with RAF
revealad:

*On 6/14/13 around 9:00 a.m, she had noticed
resident 1 was down a hallway at different
doorways asking residents for pop, cigarettes,
and money, Then:

-Sha aaw resident 1 standing by resident 8's
doorway. He had walked into resident 8's room.
-She then went and got maintenance man E, and
they both went to resident 8's room.

-Resldent 1 was standing at the end of resident
8's bed with his arms crossed watching her
sleep,

-Maintenance man E instructed resident 1 to
leava the room,

Intarview on 8/7/13 at 9:10 a.m. with
maintenance man E revealed:

*Staff were afraid of resident 1,

*Rasident 1 would swear at female staff.
*Staff would come and get him when they
headed to Interact with resident 1.

interview on 8/7/13 at 9:46 a.m. with the director
of nursing (DON) revealed.

*The day of the alleged incldent on 6/19/13
between resident 1 and 2: F
-8he had recelved a text message from the
administrator reguesting her to come to the
facility regarding the alleged incidant.

-She had called the CEQ about the allaged
Incident,

-A police officer had asked about resident 1's
cognitive level, and she said it was that of a
teenager. She then |eft the med room.

-She then asked if she could leave and was told
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she could.

-She had left the facility bafore rasident 1 and
case manager C had left,

*Sha confirmad she was not aware of resident
1's MMSE score of 30/30,

*They had a meeting before resident 1 had
returned to the facility. She was not sure if there
was any documentation of that meeting. The
individuals at the mesting included the CEQ, the
clinical diractor of SEBH, case spacialist A, and
the development director of SEBH,

“The evening of the alleged incident her
expectations would have been:

-For a batter discharge process.

-Tha MAR and TAR should have been sent with
resident 1.

-There should have been mare physiclan
invalvernent.

-Resident 1 had an ncrease In behaviors, and
the physiclan should have been made aware of
that.

-There was not a physiclan's order to discharge
rasident 1.

-Resldent 2 had a dlagnosls of mild mental
retardatlon, had scored 20/30 on the MMSE, andg
did not believe she could consent to any type of
sexual involvement,

-3he would have considered resident 2
cognitively impaired (confused).

-She was not aware of how optional services for
coghitively impalred was obtained for an assisted
living license.

-She was unaware of the incident that had
occurred on 6/14/13 with resident 1 and 8, and
residant 8 had lost her keys. She did confirm
resident 8 had keys now for her room.

-Did not know how to answer the question
regarding what did the facility do to protect the
residents from resldent 1.

-Did agree all the residents were vulnerable
adults.
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-It was not uncommon for resident 1 to be out on
his own with his meds.

-"Took him bacgk after he had been commitad {o
HSC because there was no wheare alze for him to
go‘ll

Review of the prbvlder’s revised June 2011
Director of Nursing job description revealed:

L *Job summary: "Supervise and coordinate the

nursing, medical servicas of Southeastern
facilitles. Provide nursing/medical consultation,
education, and support to Southeastern staff as
neaded." :

*'Coordinate the ongeing education of
consumers concerning medication, self
administration of medication, and medical/health
issues.”

*Keep MAR current to changes in meds.”
*'Qvarses the documentation of medication
management and assess need for system
change/further training, etc.”

*"Coordinate closely with staff psychiatrist and
psychiatric residents to maximize paychiatric
care/coverage of consumers.”

*"Participate In the ongaing quality assurance
review systam In order to:

-Pravide effective feedback to staff and program.
-Ensure continuous quality improvement in
servica provision."

*Pravide emergency on-call coverage in rotation
with other SBH nursing staff when necessary.”

Interview on 8/7/13 at 10:45 a.m. with case
gpacialist A revealed:

*Sha had not come to the facllity the day of the
alleged incident on 6/19/13 between resident 1
and 2.

*She was unaware of resident 1's sexual
Inapprapriateness until after he had been at the
facility for several weeks. She had received
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emalls from case manager C in regards {o the
above.

*The administrator had madea the decision to
admlt resident 1 10 the facllity.

*She had gone to HSC and had done a
pre-admission assessment, and the records had
indicated resident 1 had improved.

*She felt if she had known about resident 1's
sexual inappropriateness they weould have
declinad admission for him.

*Confirmad the administrator should have
contacted physician's during resident 1's
increase in behaviors.

*Meetings wara held, and they had been
informed to redirect, and reward good behavior.
Confirmed there was no documentation refated
o that.

*The administrator had spoken with the CEO
regarding her concarns about resident 1. Tha
administrator had informed her the CEQ said we
"Need to keep the resident safe. We need to
raspect his humaness, redirect, watch him, don't
lef him leave, have him color pletures.”

*She did not feel having resident 1 color pictures
was appropriate and was demeaning.
“Confirmed:

-That incldent reports and investigations for
residents 1 and 2 should have been done.

-8he was not aware any incidents had avear bean
reported to the South Dakota Department of
Health (SD DOH).

-There should have been more documentation
regarding residents 1, 2, and 8.

Review of the provider's undated CARE
Specialist job description revealed:

*Job functions:

-"Client's rights should be ensured.

-Provide direct assistance to ensure that clients
obtain the basic necessities of daily life and are
abla to perform baslc dally living activities. This
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assistance includes, but not limited to - advocacy
and representation,

-Coordinate with hospital psychiatrist, social
workers and nursing stalf for discharge planning.
-Provides crisis intervention services for tha
severaly mantally ifl client.

-Provide linkage between G8S and psychiatric
services.

-Develop individual treatment/case service plan
for sach client and resvaluate and update every
six montha.

-Maintain accurate progress notes and casa
racords on all therapeutic contacts.

-Write necessary reports and prepare documents
for other agencies as neaded.

-Accurately document cllent's symptoms,
response to treatment and medication slde
affects.

-Attend and participate in supervision,
consultation, in-service training, staff meeting,
warkshaps and related committees as assigned.”

Interview on 8/7/13 at 1:45 p.m. with the chief
axecutive officer (CEQ) revealed:

*The day of the aileged incident on 6/19/13
between residents 1 and 2:

-She had recelved a phone call from the DON
informing her a sexual assault had taken place,
and the police had been called.

-She came to the facliity immadiataly.

-She met with the poalice.

-Palice sald nothing could be done to arrest
resident 1 since no criminal activity had taken
place due to the resident's age.

-Resident 2 did not want to file 2 complaint.
-There wers no grounds for pollce to arrest and
remove resident 1.

“The police told resident 1 he had to stay in his
raom.

-The administrator, case manager C, and she did
not feel It was appropriate to leave resident 1 in
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Continued From Page 54

| the facllity.

-Case manager C got 2 motel room for resident
1 ‘

-Residents 1 and 2 had the same mental
function level.

-Did not know if resident 2 was capable of
making declsion for zexual interaction with
residant 1.

-Dld not fea! resident 2 had been sexually
assualted,

-Was unaware resident 1 had a 10th grade high
sohool level, and that he had scored 30/30 on
the MMSE.

-Was unaware resident 2 had a diagnosis of mild
mental retardation and had scored 20/30 on the
MMSE.

-The administrator had not informed her of the
above.

-Confirmed cognitively impaired was not on the
facllity's current assisted living license.
*Confirmed:

-5he had not assigned anyone to monitor
resident 1 at the motel,

-She had tried to put resident 1 somewhere safe.
-Resident 1 when on his own, knew he needed fo
take his meds,

-Her hope wag resident 1 would have bean

. arrested.

*Did not answer the question related to should
resident 1 have been discharged with the MAR
and TAR.

*Confirmed she was at the facility when case
manager C had left with resident 1.

*Confirmed resident 1 "fell through the cracks.”
*The reason resident 1 had been taken back at
the facility after the IVC (involuntary commital)
was they had decided to do one more trial run.
*She had met with the administrator and case
specialist A who had said they could handle him.

. -Both said "No problem, We can handle him.

Staff sabataged his stay.”
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-Resident 1 had diabetas "had.”

-Cayman Gourt was buiit for the mentally ill and
the homelass,

*Resident 1:

-Was on the extreme side of being meantally ill.
-Needed more watching.

-Was developementally delayed and had the
beharioral age of saven.

-Required a lot of redirections.

-Did things as a child who required a lot of
redirection.

*Had asked the administrator if the staff neaded
additlonal training, because she did not want the
staff sabbatoging resident 1's stay,

*Had met with the administrator and the case
specialist on 6/18/13 to discuss what to do for
activities for resident 1. Activities Included to
redirect hirm, lat him draw.

“Was unaware that certain types of incidents
were reguired to ba reported to the 5D DOH.
*Confirmed there was a Quality Assurance
Committee for SEBH but not sure If the facility
had one.

*Did not agree care plans were only dene per
rezident agreament.

Review of the Sioux Falis Police Department
summary regarding the alieged incident batween
residents 1 and 2 on 6/19/13 revealed:

*At approximately 1543 (3:43 p.m.) hours on
June 19, 2013 officer was dispatched to Cayman
Court for a duress alarm.

*While en route Mstro Communications advised
there was possibly an assault that had occurred.
*On arrival the officer spoke with the
administrator regarding an incident that had
happened in the laundry room by anothar
resident, and that was why the duress alarm had
been pushed,

“Thg officer spoke with resident 2 who stated she
was In the laundry room when resident 1 came
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in. "He started to kiss her on the lipg and told her
that he loved her and that he had no other
girlfriends. He ther lifted up her shirt and bra and
put his hand on har laft breast. She said that the
two never had any sexual contact before and she
told him "no" several times. Resident 1 left then
came back and told her the same things but
didn't touch her, that ts when the staff came.”
*Tha officer was "advised by staff that resident
2's brain function fs that of 2 5-6 year old and
resident 1's Is that of a 5-13 year old."

*The officer spoke with resident 1 who told him
"that the two were consensually kissing and that
was that.”

*A supervisor was contacted about the incident.
The decision was made to docurnent the incident
with a case report and residents 1 and 2 wera
left at the facility, The officar had attempted to
make contact with resldent 2's mother/guardian
tbut had been unsuccessful,

Reviaw of tha provider's revised 1/21/08 Violsnt
Situation policy revealad staff ghall complete an
incldent report.

Review of the provider's 1/24/13 Abuse and
Neglect policy revealsd:

*Sexual Abuse: "Any non-consenting sexual act
or behavior or consenting act if age 16 or older
and/or unable to make informed consent,
Forecing sexual activity by the use of intimidation
and/or the threat of further viclence if ona's
advances are refused.”

*Saxual Contact: "Any touching, not amounting
to rape, of tha breast of a female, or the genitalia
or anus of any persan with the intent to arouse or
gratify the sexual desire of either party. (By legal
precedent this Includes contact through
clothing.)"
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