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F 0686 Provide appropriate pressure ulcer care and prevent new ulcers from developing.
Level of Harm - Actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49238
Residents Affected - Few Based on South Dakota Department of Health (SD DOH) complaint online report, observation, interview, and

policy review, the provider failed to implement pressure ulcer prevention interventions to prevent the
development of pressure ulcers for one of one sampled resident (3).

Findings include:

1. Record review of the SD DOH complaint revealed:

*Resident 3 was coded that she did not have skin issues.

-She had a pressure ulcer that had worsened.

-She had no wound interventions in place to ensure her wound healed.

-She did not have documentation in her electronic medical record of her refusing repositioning.

-She did no have documentation of her being educated to why repositioning would be beneficial to her
wound healing.

2. Observation on 8/19/24 at 4:45 p.m. revealed resident 3 was sleeping in bed on her back, with her call
light within reach.

3. Observation on 8/20/24 at 4:45 p.m. revealed resident 3 was again sleeping in bed on her back with her
call light within reach.

4. Observation and interview on 8/20/24 at 8:53 a.m. with resident 3 with certified medication aide (CMA) P
and certified nursing assistant (CNA) Q revealed:

*They were repositioning her in bed because she had shifted down her mattress.
*CMA P stated resident 3 does have pain because her legs are stiff.

*Resident 3 asked CMA P why they were moving her and told her it was because she said she was
uncomfortable when she got her medications.

(continued on next page)
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F 0686 *She had bilateral heel boots on, and refused to have a pillow placed between her legs and said Maybe later.
Level of Harm - Actual harm *Resident said when she was at home her husband had taken care of her wounds but could no longer care
for her.

Residents Affected - Few
*She had a carton of Boost supplement, drank a few sips and said that was enough.

5. Interview on 8/20/24 at 11:53 a.m. with resident 3's family revealed:
*Resident 3 accepted repositioning if she was comfortable and without pain.

*He stated resident 3 had three pressure ulcers and the one on her sacrum (tailbone) was down to the bone
and was the size of a half dollar.

She had been cared for at home for 7 years and the wounds had healed, but would open easily with any
movement.

-The family used foam surgical tape and rolled towels for repositioning.
-Pillows were kept under her feet to prevent heel wounds.

-She would refuse to move from her recliner, which was brought from home, to bed because it was
uncomfortable.

- They could have stood her up and adjusted the cushion for repositioning.
*Family stated she laid in a crappy diaper for half an hour, and they were short on help.

*She had been placed on hospice care last week and they were readjusting her oxycodone (pain medication)
so she doesn't sleep as much.

*Call light staff response had taken an hour at times, and she would call her family and they would call the
facility and ask someone to go help her.

*They had talked to social service director N and she would file grievances.

*She didn't get the heel boots until after the right heel wound had already started. Before that, she had been
wearing regular nursing home slippers.

6. Interview on 8/20/24 at 9:14 am. with Registered Nurse (RN) D regarding resident 3 revealed:
*She had a history of wounds at home and had come back but were getting better.

*The heel wound was newer, and she had an order for heel protector boots.

*Resident 3 had refused to wear the boots, and her refusals were documented.

(continued on next page)
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F 0686 - She would wear them now because of the heel wound.
Level of Harm - Actual harm *RN D said the wounds could have been prevented if she would have worn the Previon heel boots.
Residents Affected - Few *She would refuse repositioning because she couldn't see the TV while lying on her side.

*She had refused physical therapy.

7. Interview 8/21/24 at 9:08 with CNA R regarding resident 3 revealed:

*She would get repositioned every 2 hours but would refuse at times.

*When she complained of pain it would have been reported and the nurse would get pain medication for her.

8. Record review of call lights response from 6/1/24 to 8/20/24 for resident 3 revealed on multiple occasions
it had been on for 20-38 minutes.

9. Review of resident 3's care plan dated 3/13/24 revealed:

*The skin ulcer prevention interventions did not include repositioning

*She had heel protectors ordered but didn't care to wear them as she preferred socks.

*Prevalon boots were not included in her care plan but were ordered on 8/2/24.

10. Review of resident 3's skin/wound note on 6/27/24 at 4:44 p.m. revealed Reviewed resident's
sacrum/bilateral buttocks. When resident first admitted to facility resident resident had a stage 3 pressure, it
healed and resident developed a rash. Rash has healed and resident's sacrum/bilateral buttocks has
re-opened. Due to previously having a stage 3, it is classified as a stage 3 with re-opening. Current
measurement: 13x13.0.01 cm. writer applied triad and border foam to area. Faxed provider update and for
new orders. Updated family.

11. Review of resident 3's skin/wound care orders revealed:

*On 5/28/24 Following facility standing wound orders. Cleanse with normal saline, pat dry, cover with
collagen gel, apply bordered foam.

*On 5/31/24 Reviewed resident's sacrum/buttocks. Current measurement: 10 x 8.5 cm. Applied current
orders: Cleanse with normal saline, pat dry cover with collagen gel, apply bordered foam. Applied barrier
cram to erythema.

*On 6/20/24 Clean wound, apply medihoney and cover with bordered foam dressing daily until resolved.

*On 6/28/24 PCP-ok to apply collagen particles mixed with triad daily and as needed with incontinence
episodes to sacrum/bilateral buttocks ok to discontinue medihoney/borderfoam.

(continued on next page)
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F 0686 *On 7/19/24 Updated orders: 1. Sacrum: cleans with wound cleanser, apply skin prep, apply collagen
particles, and cover with hydrocolloid. 2. Bilateral buttocks: apply triad mixed with collagen particles.
Level of Harm - Actual harm

*On 8/19/24 Ok for [NAME] hopice to eval and treat.
Residents Affected - Few

*On 8/19/24 Received fax from hospice . New orders: right heel-cover with optifoam dressing every other
day. Coccyx-apply therahoney, then calcium alginate and cover with optifoam dressing every day.

12. Review of resident 3's wound assessments details report for her sacrum/buttocks and right heel revealed:
*The reports were signed and completed by a licensed practical nurse (LPN).

-There was no collaboration between a registered nurse (RN) and he LPN for skin assessments.

*The wound was on the bilateral buttocks/sacrum.

*The wound was facility-acquired 7/4/24

*The status, type, classification, clinical stage and measurement size in centimeters in Length (L) x width (W)
x depth (D) of that wound was documented as follows:

-On 6/6/24 active, rash, erythema (redness) and measured 10.00 x 8.50 x 0.01.

-On 6/13/24 active, rash, erythema and measured, 9.00 x 6.50 x 0.01.

-On 6/20/24 active, rash, erythema and measured, 9.00 x 7.00 x 0.01.

-On 6/27/24 healed, rash, erythema and measured, 0.00 x 0.00 x 0.00.

-On 7/4/24 active, pressure ulceration, stage 3, and measured 13.00 x 11.00 x 0.01.
-On 7/11/24 active, pressure ulceration stage 3 and measured 13.50 x 12.0 x 0.01.
-On 7/18/24 active, pressure ulceration, stage 3 and measured 15.00 x 12.50 x 0.01.
-On 7/25/24 active, pressure ulceration, stage 3 and measured 12.50 x 12 x 0.01.
-On 8/8/24 active, pressure ulceration, stage 3 and measured 13.00 x 12.50 x 0.10.
-On 8/1/24 active, pressure ulceration, stage 3 and measured 12.50 x 12.0 x 0.01.
-On 8/12/24 active, pressure ulceration, stage 3 and measured 3.20 x 4.50 x unknown.
-On 8/19/24 active, pressure ulceration, stage 3 and measured 3.40 x 4.00 x 1.10.

(continued on next page)
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F 0686 *On 8/1/24 active, pressure blister, deep tissue pressure injury and measured 2.0 x 3.50 x unknown.
Level of Harm - Actual harm -On 8/8/24 active, pressure blister, deep tissue pressure injury and measured 2.0 x 3.50 x unknown.
Residents Affected - Few -On 8/12/24 active, pressure blister, deep tissue pressure injury and measured 2.70 x 2.20 x unknown.

-On 8/19/24 active, pressure blister, deep tissue pressure injury and measured 4.10 x 2.90 x unknown.

Summary

Resident 3's Sacrum and buttocks wounds were healed 6/27/24 and a facility acquired pressure injury that
measured 13.00 x 11.00 x 0.01 on 7/4/24 as a stage 3 and had worsened and measured 3.40 x 4.00 x 1.10.
Her right heel wound was a facility acquired deep tissue pressure injury that measured 2.0 x 3.50 on 8/1/24
and had worsened to 4.10 x 2.90.

13. Record review of the providers skin and pressure injury prevention program policy dated March 23, 23
revealed:

*To provide care and services to prevent pressure injury development to promote the healing pressure
injuries/wounds that are present.

14. Grievances were reviewed, but none were found from resident 3.
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F 0760 Ensure that residents are free from significant medication errors.
Level of Harm - Minimal harm or 49238

potential for actual harm
A. Based on South Dakota Department of Health (SD DOH) complaint online report, observation, interview,
Residents Affected - Some and policy review, the provider failed to administer medications ordered by the physician for 2 of 2 sampled
residents (1 and 2).

Findings include:

1. Review of SD DOH 8/14/24 complaint revealed:

*Resident 2 had a lung transplant and had not been getting her immunosuppressant medication.

*The medication had not been ordered timely and received at the facility.

2.Interview on 8/20/24 at 10:17 a.m. with registered nurse (RN) unit manager O regarding missed doses of
resident 2's medication Everolimus (an immunosuppressant medication for her lung transplant) revealed:

*He was aware that she had not received a dose on 8/18/24.
*Her 2.5 mg tablet supply of Everolimus did not come in.

* He notified director of nursing (DON) B and he had emailed the pharmacy and expected it to be delivered
today 8/20/24.

*He agreed the doctor should have been notified.
3. Interview on 8/20/24 at 12:38 p.m. with resident 2 revealed:
*She had a lung transplant on March 20, 2023.

*She stated her medications were sometimes difficult to get while living a home she would order them in
plenty of time to prevent running out.

*She had no problems with her medications being available since living at the nursing home.
*She was not aware that she had ever missed any doses while at the nursing home.

4. Interview on 8/21/24 at 10:09 a.m. with DON B and observation of the Everolimus medication package on
the medication cart revealed:

*There were two boxes of 1 milligram (mg) tablets (tabs) of Everolimus labeled with instructions to give 3
tabs (3 mg) two times daily.

*The box contained individual foil - backed bubble packages that indicated each bubble contained a 1 mg
tablet.

(continued on next page)
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F 0760 *He stated there were no 2.5 mg or .5 mg tabs available on the cart because the order was for was 3 mg
dose which had changed from the 2.5 mg dose.

Level of Harm - Minimal harm or
potential for actual harm 5. Interview on 8/21/24 at 12:40 p.m. with DON B and nurse consultant C regarding resident 2's Everolimus
medication order revealed:

Residents Affected - Some
*The order had changed from 2.5 mg to 3.0 mg.

*There was possibly a transcription error in the electronic medical record (EMR) and they would start an
investigation.

*The pharmacy would fax the current order.

*The lab would come in and obtain a specimen to get the resident's current trough (lowest concentration of
medication in a person's system) level of that medication in her system.

6. Review of resident 1's EMR revealed:
*She had an order for Lorazepam injection solution 2 MG/ML, inject 0.5 ml intramuscularly every 6 hours as
needed for violent muscle twitching, muscle jerking greater that 5 minutes related to conversion disorder with

seizures or convulsions dated 4/11/24.

*On 7/14 the nurse progress noted she had a second episode that lasted 6 minutes with more thrashing but
there was no documentation that the medication was administered.

*On 7/28/24 the nurse noted she had convulsions during the episode but there was no documentation that
the medication was given.

7. Interview on 8/21/24 at 11:39 a.m. with DON B regarding resident 1's medication revealed:
*He confirmed she had an order for Lorazepam injection solution 2 MG/ML, inject 0.5 ml intramuscularly
every 6 hours as needed for violent muscle twitching, muscle jerking greater that 5 minutes related to

conversion disorder with seizures or convulsions dated 4/11/24.

*He stated the nurses would assess her during an episode and decide if she should get that medication at
that time.

*He stated if the nurses charted the term convulsion or thrashing that he would have expected the
medication to be given.

8. Review of resident 2's medication administration record (MAR) notes regarding Everolimus revealed:
*On 8/13/24 partial administration, no 0.5 mg tabs.

*On 8/7/24 medication was not given.

*On 8/8/24 There was a duplicate order.

(continued on next page)
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F 0760

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

*On 8/9/24 a partial dose of 2 mg had been given, and the pharmacy was called to order the 0.5 mg tabs.
*On 7/29/24 a new order was put in, and the new order was received for Everolimus. Take 6 (3 mg) PO BID.
*On 8/14/24 the medication was on order.

*On 8/18/24 The medication was not given due to there was no 0.5 mg tabs available.

9. Review of resident 2's medication administration orders and administration documentation for July and
August 2024 revealed:

*A 5/29/24 order to start Everolimus Immunosuppressant give 3 mg by mouth one time a day every
Wednesday for lung transplant that discontinued on 7/2/24.

*A 7/10/24 order to start Everolimus Immunosuppressant give 3 mg by mouth one time a day every
Wednesday and no discontinue date.

-There was no documentation as given on 7/3/24 and there was no reason documented as why it was not
given.

*A 5/28/24 order to start Everolimus Immunosuppressant give 2.5 mg by mouth at bedtime every Mon, Tue,
Wed, Thurs, Fri, Sat, Sun related to lung transplant that discontinued 7/2/24.

-There was no documentation that dose was given on 7/2/24

*A 7/3/24 order to start Everolimus Immunosuppressant give 2.5 mg by mouth at bedtime every Mon, Tue,
Wed, Thu, Fri, Sat, Sun related to lung transplant status.

-Medication was documented as not given and to see progress note
-There was no documentation that a dose was given and indicated to see nurse note which was not viewed.
*In August the orders were as follows:

*A 7/3/24 to start Everolimus Immunosuppressant give 2.5 mg by mouth at bedtime every Mon, Tue, Wed,
Thu, Fri, Sat, Sun related to lung transplant status there was no discontinue date.

-There was no documentation that a dose was given on August 7 and August 18 and indicated to see nurse
note which noted 8/7/24 medication not given and no reason of why and on 8/18/24 noted not given due to
no .05 mg dose.

*A 7/4/24 order to start Everolimus Immunosuppressant give 3 mg by mouth one time a day every Mon, Tue,
Thu, Fri, Sat, Sun related to lung transplant and there was no discontinue date.

-This was not reviewed after the 19th.

(continued on next page)
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F 0760 *A 7/10/24 order to Everolimus Immunosuppressant give 3 mg by mouth one time a day every Wed for lung
transplant status there was no discontinue date.

Level of Harm - Minimal harm or
potential for actual harm -This record was not reviewed after the 19th.

Residents Affected - Some *A 7/20/24 order to start Everolimus Immunosuppressant give 3 mg by mouth every morning and at bedtime
related to lung transplant status and there was no discontinue date.

-Documented as see nurse note for 8/7/24 which noted medication not given and on 8/14/24 noted
medication on order.

10. Review of a physician's order faxed to the facility from the pharmacy on 8/21/24 at 3:57 p.m. revealed:
*Resident 2 had an order to increase her Everolimus dose to 3 mg twice daily as of 7/29/24.

*A 12 -hour trough was to be obtained one week after dose changes.

101. The provider's undated medication administration general guidelines revealed:

*The facility has sufficient staff and a medication distribution system to ensure safe administration of
medications without unnecessary interruptions.

*Procedure, A. 4. FIVE RIGHTS-Right resident, right drug, right dose, right route and right time, are applied
for each medication being administered .

*B. Administration 6. Medications are administered without unnecessary interruptions.

*D. Documentation (including electronic) 6. If a dose of regularly scheduled medication is withheld, refused,
not available, or given at a time other than the scheduled time (e.g., the resident is not in the facility at
scheduled dose time, or a started dose of antibiotic is needed), the space provided on the front of the MAR
for that dosage administration is [initialed and circled]. If electronic MAR is used, documentation of the
unadministered dose is done as instructed by the procedures for use of the eMAR system. An explanatory
note is entered on the reverse side of the record. If [XX consecutive doses] of a vital medication are withheld,
refused, or not available the physician notified. Nursing documents the notification and physician response.

50915

B. Based on the South Dakota Department of Health (SD DOH) complaint online report, observation,
interview, record review, and policy review, the provider failed to ensure that one of one sampled resident (5)
received medications as prescribed by a physician. Findings include:

1. Review of SD DOH complaint online report on 8/19/24 at 10:00 a.m. revealed:

*An anonymous complainant reported that resident 5 had not received his ordered insulin.

(continued on next page)
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F 0760

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

*The anonymous source reported a nurse assigned to another unit was asked to administer medications to
resident 5 at 1:00 a.m. by his licensed practical nurse (LPN) S.

*The anonymous source reported that nurse was not comfortable giving resident 5's insulin past the
prescribed time and not being able to adequately monitor him from their assigned wing.

*The anonymous source reported that on another shift that same nurse had been asked to administer
resident 5's medications.

2. Observation and interview on 8/19/24 at 3:10 p.m. with resident 5 revealed:

*Resident 5 had lived at the facility for two years.

*He described staff and said, there's good people, and there are not so good people.
*Resident 5 stated there were times when he did not get his medications, including his insulin.
*Resident 5 stated he was told, a high sugar is better than a low sugar.

*He stated he had blood sugars higher than 250 [milligrams per deciliter (mg/dl)] and there were nurses who
would not give him his insulin.

*He said there was a nurse that he did not like, and that he did not let her in his room.
3. Review of resident 5's medication (med) administration record (MAR) revealed:

*Ordered bedtime blood glucose checks were not obtained on 7/5, 7/10, 7/12, 7/23, 7/24, 7/30, 7/31, 8/4, and
8/6.

*Ordered bedtime long-acting insulin was not administered on those dates or on 8/11 and 8/12.

*Ordered 8:00 p.m. Latanoprost eye drops were not administered on 7/5, 7/10, 7/12, 7/24, 7/30, 7/31, and
8/6.

*Ordered 8:00 p.m. Propranolol (blood pressure med) capsule was not administered on 7/12, 7/24, 7/30,
7/31, and 8/6.

*Ordered 8:00 p.m. Topiramate (seizure/headache med) tablet was not administered on 7/5, 7/10, 7/12, 7/24,
7/30, 7/31, and 8/6.

*Ordered 8:00 p.m. Brimonidine Tartrate eye drops were not administered on 7/5, 7/10, 7/12, 7/24, 7/30,
7/31, and 8/6.

*Ordered 8:00 p.m. Carboxymethylcellulose Sodium eye drops were not administered on 7/5, 7/10, 7/12,
7/24,7/30, 7/31, 8/6, and 8/13.

*Ordered 8:00 p.m. Dorzolamide HCL eye drops were not administered on 7/5, 7/10, 7/12, 7/24, 7/30, 7/31,
8/6, and 8/13.
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F 0760 *Ordered 8:00 p.m. Methenamine Hippurate (antiseptic med) tablet was not administered on 7/5, 7/10, 7/12,
7/24,7/30, 7/31, and 8/6.
Level of Harm - Minimal harm or

potential for actual harm *Ordered 8:00 p.m. Polyethylene Glycol (laxative )powder was not administered on 7/5, 7/10, 7/12, 7/24,
7130, 7/31, and 8/6.

Residents Affected - Some
*Ordered 8:00 p.m. Saline Nasal Solution was not administered on 7/5, 7/10, 7/12, 7/24, 7/30, 7/31, and 8/6.
*Ordered 8:00 p.m. Vitamin C tablet was not administered on 7/5, 7/10, 7/12, 7/24, 7/30, 7/31, and 8/6.
*LPN S was the charge nurse on those night shifts and was assigned to the wing resident 5 resided on.

4. Review of resident 5's progress notes revealed:

*Progress notes in resident 5's chart written by agency registered nurse (RN) L indicated that on the night of
7/26, she was pulled from her unit to give medications on LPN S's unit because LPN S was not allowed in
resident 5's room.

-Agency RN L agreed to administer resident 5's medications.

-Agency RN L obtained resident 5's blood glucose and it was 357mg/dI.

-After collecting insulin syringe for administration, LPN S said, resident 5's BS (blood glucose) is known to fall
quickly and if patient's BS crashed it would be on me.

-Agency RN L then called the on-call RN and was advised to recheck blood glucose and then administer if
she was comfortable administering the insulin.

-Agency RN L did not administer the insulin out of caution. She faxed the resident's primary care physician
and left a note for the director of nursing describing the incident.

5. Interview on 8/20/24 at 8:45 a.m. with agency RN V revealed:

*She stated resident 5 was different than most diabetics.

-She said he would skip a lot of meals and his blood glucose would drop fast if he were not eating.
-She said she would make sure he has been eating before she would give him his insulin.

*When asked if there was a reason that the resident did not receive his insulin on the dates previously listed,
she said she would have to talk to the nurse who was working that shift.

*She said there was a nurse resident 5 would not allow to provide cares for him. She did not want to provide
a name.
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F 0760 6. Interview on 8/20/24 at 9:25 a.m. with LPN E revealed:

Level of Harm - Minimal harm or *When asked if she had ever worked with LPN S, she said that she had only met her during the change of
potential for actual harm shift because she worked the day shift.

Residents Affected - Some *She also said she would describe LPN S as abrasive, but not rude.

*When asked if there was a nurse that resident 5 would not allow in his room, she said yes, but that nurse no
longer works here, and identified her as LPN S.

7. Follow up interview on 8/20/24 at 12:30 p.m. with resident 5 revealed:
*He was asked if he was able to feel when his blood glucose went low, he said sometimes.
*Resident said I'm a brittle diabetic. He stated that his blood glucose would go up and down frequently.

*He stated that he could sometimes tell when his blood glucose gets low because he would get hungry or
feel tired. But he could not always tell when his blood glucose was getting low.

*He said that he wanted to get a Dexcom device that would give him constant blood glucose monitoring.

8. Interview on 8/20/24 at 2:20 p.m. with director of nursing (DON) B regarding resident 5 revealed:

*He can be a difficult resident.

*He felt LPN S and resident 5 had never been able to get along but was not aware of a specific reason why.

*He stated resident 5's blood glucose was known to range widely from high to low, and resident 5 would go
unresponsive if his blood glucose got too low.

*Resident 5's evening blood glucose on 8/11/24 was 301mg/dl and on 8/12/24 it was 366mg/dl, ordered
insulin was not administered.

-LPN S was the charge nurse both of those nights and was assigned to resident 5's wing.
-Resident 5's ordered insulin was not given those evenings.

*DON B stated it was not acceptable that insulin was not given unless there was a reason, it should have
been documented.

*When asked if he agreed with the progress note from 7/26, he stated even if agency nurse L administered
the insulin, resident 5 would still have been the responsibility of LPN S.

(continued on next page)
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F 0760 *LPN S had resigned on 8/14/24, and DON B stated he was not able to speak to LPN S about the insulin.

Level of Harm - Minimal harm or 9. Review of a grievance filed by resident 5 revealed:
potential for actual harm
*On 7/25/24, a grievance report was filed by resident 5 and collected by social service designee F.
Residents Affected - Some
*In the grievance form, it stated, Resident stated he did not get his medication and insulin last night.

*Resolution of grievance stated, Nurse verbalized medication was given. Notified provider. Resident
verbalizes it was not given. EMAR doesn't show meds given 7/24/24. Education provided to nurse.

10. Interview on 8/21/24 at 10:25 a.m. with DON B and regional nurse consultant (RNC) C revealed:

*Reviewed July dates in which evening medications were not administered to resident 5 (July 5, 10, 12, 23,
24, 30, and 31).

*It was DON B's expectation that resident 5's medications should have been administered, and if they were
not administered, it should have been document in resident's chart and the provider should have been
notified.

*When asked if management received any type of notification when medication administrations were missed,
DON B stated he would only receive a notification if a medication was documented as not given, but not if
the medication was just not given and not documented.

*It was DON B's expectation that even if resident 5's medication administration needed to be delegated to
another nurse, that resident 5 should have received his mediations.

11. Review of the provider's Medication Administration-General Guidelines revealed:

*Section B. Administration stated, 2. Medications are administered in accordance with written orders of the
prescriber.

*Section D. Documentation stated, 1. The individual who administers the medication dose records the
administration on the resident's MAR/eMAR directly after the medication is given. At the end of each
medication pass, the person administering the medications reviews the MAR/eMAR to ensure necessary
doses were administered and documented. In no case should the individual who administered the
medication report off-duty without first recording the administration of any medications.
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F 0804 Ensure food and drink is palatable, attractive, and at a safe and appetizing temperature.
Level of Harm - Minimal harm or 45683

potential for actual harm
Based on South Dakota Department of Health (SD DOH) complaint online report, observation, interview,
Residents Affected - Some resident council meeting minutes review, and policy review the provider failed to ensure room trays were
served at a satisfactory temperature for two of three sampled residents (4 and 6). Findings include:

1. Review of the 8/2/24 DOH complaint online report revealed:

*Alternate menu items were:

-Warmed up.

-Wrapped in plastic.

-Set on the counter until served.

*The food had sat on the counter for an hour before being served.

*Hamburgers, chicken strips, and fried eggs were examples of foods left on the counter.

2. Observation and interview on 8/19/24 at 4:30 p.m. with resident 4 in his room regarding food temperatures
revealed:

*He was sitting up in his bed.

*He preferred to eat in his room.

*Breakfast was the only meal he ate.

*His menu consisted of two fried eggs and a hamburger patty.

*His breakfast had been delivered to his room cold several times.

*He had discussed his issue with the food temperature with the dietary manager.

Observation and interview with cook U on 8/20/24 from 7:50 a.m. through 8:38 a.m. in the east dining room
kitchenette revealed:

*At 7:50 a.m. there were three Styrofoam plates with two fried eggs on each plate on the back kitchenette
counter.

*Another Styrofoam plate had a cheeseburger on it.
*All the plates were covered in plastic wrap.

(continued on next page)
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F 0804 *Cook U was serving breakfast from the steam table to the residents in the dining area.
Level of Harm - Minimal harm or *At 8:22 a.m. cook U reheated two of the plates of fried eggs in the microwave for 45 seconds.

potential for actual harm
*He put two eggs each on two new plates and covered them with an insulated cover.

Residents Affected - Some
*The eggs were put on a cart and were delivered to resident rooms.
*Cook U did not check the temperature of the eggs.

*At 8:32 a.m. cook U reheated the last plate of two eggs and the plate with the cheeseburger for 45 seconds
each.

*He was asked by this surveyor to get a current temperature of the eggs and cheeseburger.
*The eggs had a temperature of 122 degrees (Fahrenheit).

*The cheeseburger had a temperature of 132 degrees.

*Cook U stated the eggs and cheeseburger had not gotten hot enough.

*He put the eggs in the microwave for another 45 seconds and took the temperature again.
*The eggs were then at 183 degrees.

*He put the cheeseburger in the microwave for another 45 seconds and took the temperature.
*The cheeseburger was then at 182 degrees.

*He covered the eggs and cheeseburger with an insulated cover and an unidentified certified nursing
assistant took the room tray to resident 4.

*Cook U stated the preferred temperature for reheated eggs was a minimum of 145 degrees and the
cheeseburger should have been at least 165 degrees.

*He confirmed he had not temped the first two plates of fried eggs before they were sent to resident rooms.

*He agreed the reheated items had to be microwaved for more than 45 seconds to reach appropriate
temperatures.

Observation and interview on 8/20/24 at 8:44 a.m. with resident 4 in his room regarding his breakfast
revealed:

*He was sitting upright in his bed with his breakfast on an over-bed table in front of him.
*One of the fried eggs and the cheeseburger were on the over-bed table.
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F 0804 *He confirmed that his breakfast was hot when it came to his room today.
Level of Harm - Minimal harm or Interview on 8/20/24 at 10:20 a.m. with dietary manager T regarding food temperatures revealed:

potential for actual harm
*She was aware room tray food temperatures had been an issue.

Residents Affected - Some
*They had tried different methods to ensure food was kept warm.

*Dietary staff were educated on proper food temperatures during general orientation and annually.
*It was a trial and error process.

*She had done some food audits to monitor the room tray food temperatures.

*She expected the dietary staff to reheat food items to the appropriate temperatures.

3. Observation and interview on 8/20/24 at 1:45 p.m. with resident 6 in his room regarding his breakfast room
tray revealed:

*He was sitting in his wheelchair.

*He eats most of his meals in his room.

*He stated the food could be hotter when it was delivered.
*His eggs were cold that morning.

*He thought the food was cold because the room trays were served after other residents were served in the
dining room.

4. Review of the May, June, July, and August resident council meeting minutes regarding food temperatures
revealed:

*Food temperature issues were documented in the May and June meeting minutes.

*There was no follow up documentation for food temperatures in the July meeting minutes.

*The August meeting minutes indicated food was at acceptable temperatures for the last couple of days.

5. Interview on 8/21/24 at 12:20 p.m. with social services designee F regarding food temperatures revealed:
*Food issues were a topic at almost all resident council meetings.

*The dietary department had implemented several changes to try to address food temperatures.

(continued on next page)
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F 0804 *The dietary manager would address concerns that were brought up at resident council with the residents.
Level of Harm - Minimal harm or *The administrator had done several audits on food temperatures and food services.

potential for actual harm
Interview on 8/21/24 at 1:10 p.m. with administrator A regarding food temperatures revealed:

Residents Affected - Some
*She knew food temperatures were an issue.

*Dietary manager T had educated staff on proper food temperatures.

*She had conducted audits and tested sample food trays personally.

*Her expectation was dietary staff would follow the food service policies.

6. Review of the provider's revised 3/19/2020 Food Temperatures policy revealed:

*Food should be served at proper temperature to insure food safety and palatability.

*9. Reheating food for hot holding either in the oven or microwave must reach 165 (degrees) F and hold for

15 seconds. Reheating should be done within a 2-hour period. Reference Food Code Temperatures (DOC
401).
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