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Good Samaritan Society - St Martin Village 4825 Jericho Way
Rapid City, SD 57702

F 0609

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

Based on South Dakota Department of Health (SD DOH) complaint review, record review, interview, and 
policy review, the provider failed to follow their policy for reporting to the SD DOH and one of one sampled 
resident's (1) representative of the resident's injury of bruising to her left arm and hand with unknown cause 
(origin).Findings include:1 Review of a 7/16/25 SD DOH complaint intake revealed that during the weekend 
of 7/4/25, resident 1 was visited by her family. The resident's left hand and arm had shown no signs of injury 
at that time. The resident's family had returned a few days later to visit and noticed extreme bruising and 
swelling of her [the resident's] left hand and forearm. Digital photographs of resident 1's hand taken by the 
family during that visit showed the underside of the resident's hand had purple and black bruising of her 
fingers and palm that extended upwards to her forearm. The entire top of the resident's left hand was 
similarly bruised. The resident's family had not been notified that resident 1 had been injured.Interview on 
9/4/25 at 9:00 a.m. and review of resident 1's electronic medical record (EMR) with infection preventionist 
(IP)/clinical care leader (CCL) B revealed the progress note she entered in resident 1's chart on 7/1/25 stated 
received and returned her [the resident's daughter] call to discuss the bruise noted on the resident's arm. 
Explained that according to PCC [EMR] notes, the mark was most likely caused by a recent lab draw on 
7/7/25. IP/CCL B confirmed resident 1's 7/7/25 blood draw was taken from the resident's right arm. She 
confirmed the cause of resident 1's left hand and arm injury was not the result of a lab draw.IP/CCL B 
confirmed that resident 1's left hand and arm injury was first documented in her medical provider's 7/11/25 
Nursing Home Attending Physician Visit note, which indicated there was no definitive cause that was found 
for resident 1's left hand and arm injury. A 7/11/25 nurse progress note completed by licensed practical 
nurse (LPN) E after the above visit: indicated [Medical provider's name] visited. The medical provider and a 
nurse wrapped resident 1's L [left] forearm, which is bruised and has a large hematoma [a raised bruised 
area] on the top of [her] L hand.IP/CCL B stated it was LPN E's responsibility to have notified resident 1's 
family of the left hand and arm injury. Because the cause of that injury was unknown, LPN E should also 
have notified a nurse supervisor or administrator A. Injuries of unknown origins were expected to have been 
documented, investigated, and reported to the SD DOH, but that had not occurred. Interview on 9/4/25 at 
10:15 a.m. with administrator A confirmed the staff had not followed the provider's procedure for notifying 
families, and the SD DOH regarding resident injuries of unknown cause.Review of the provider's revised 
4/7/25 Abuse and Neglect policy revealed:Procedure: 4.c. Designated agencies will be notified in accordance 
with state law, including the State Survey and Certification Agency [SD DOH].4.g. Notify the physician and 
family regarding the facts of the situation. If there is alleged or suspected abuse/neglect or in an injury of 
unknown origin, inform them that an investigation is in progress. That notification was expected to have been 
recorded.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

(continued on next page)
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Good Samaritan Society - St Martin Village 4825 Jericho Way
Rapid City, SD 57702

F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on South Dakota Department of Health (SD DOH) complaint review, observation, record review, 
interview, and policy review, the provider failed to ensure an investigation was completed and documented 
for one of one sampled resident (1) with an injury of bruising to the resident's left arm and hand with 
unknown cause (origin).Findings include:1 Review of a 7/16/25 SD DOH complaint intake revealed that 
during the weekend of 7/4/25, resident 1 was visited by her family. The resident's left hand and arm had 
shown no signs of injury at that time. The resident's family had returned a few days later to visit and noticed 
extreme bruising and swelling of her [the resident's] left hand and forearm. Digital photographs of resident 1's 
hand taken during that visit showed the underside of the resident's hand had purple and black bruising of her 
fingers and palm that extended upwards to her forearm. The entire top of the resident's left hand was 
similarly bruised. Observations 9/3/25 at 10:10 a.m. of resident 1's room revealed there were bilateral 1/4 
siderails on her bed, and it was positioned low towards the floor. She had a cylindrical-shaped call light with 
a red button at one end to alert staff for assistance.Continued observation on 9/3/25 at 10:15 a.m. of resident 
1 in an activity room revealed she was participating in a game of Jeopardy with other residents. She sat in a 
wheelchair that tilted slightly back and had been customized with things like a left arm trough (a device 
attached to the wheelchair armrest for positioning comfort and posture support) that accommodated her 
left-sided weakness. Her hands had no visible bruising. Review of resident 1's electronic medical record 
(EMR) revealed that her admission date was 5/9/25. Her diagnoses included hemiplegia (muscle weakness 
or partial paralysis on one side of the body) due to a stroke affecting her left side, dysphagia (difficulty 
swallowing), congestive heart failure, anxiety, and insomnia. She had fallen multiple times after she had 
been admitted , but she had no documented falling incidents since the beginning of July 2025.Resident 1 
had episodes of restlessness, anxiousness, and calling out. At times when staff had responded to her calling 
out, resident 1 was not able to identify what she had needed. Her ability to functionally use her call light was 
infrequent. Redirecting the resident was not always successful. Changes to her anti-depressant and 
anti-anxiety medications had been made by her medical provider in May 2025 and June 2025.Interview on 
9/3/25 at 2:20 p.m. with physical therapist (PT) F revealed that resident 1 was receiving therapy services. PT 
F had seen resident 1's left hand and arm injury after the 4th of July weekend. It was black and blue and 
puffy. She stated that resident 1 was unable to provide any insight into the cause of her injury. PT F stated 
there was no known cause for the injury that she remembered, but she thought the resident's hand could 
have been injured when she was transferred. Staff had used an Easy Stand lift (a type of mechanical lift 
used for transferring from one position to another) for transferring her. PT F also stated that resident 1's 
previous wheelchair did not have a left arm trough that kept her weakened left arm stable and safely 
positioned, like her current customized wheelchair had. Resident 1 had started using that wheelchair in early 
August 2025.Resident 1's left hand and arm injury was first documented by the resident's medical provider in 
her 7/11/25 Nursing Home Attending Physician Visit note. This patient [resident] developed swelling and 
bruising of her left hand on July 7 or 8. Her family had visited on the weekend, and the [resident's] hand 
appeared normal, although she has left arm weakness because of a stroke. Yesterday they visited and found 
the left hand very swollen with bruising extending from the fingertips to up the forearm. [Resident 1] thinks 
she might have rolled out of bed (staff says that has not happened this week) or bumped it on a door [she] 
but does not really know how it happened. Staff thought it might have been related to a blood draw on July 7 
but [resident 1] says the blood draw was from the other arm. [resident 1] is on aspirin and apixaban 
[anticoagulant] for history of stroke and DVT [deep vein thrombosis] with PE [pulmonary embolism].A 7/11/25 
progress note completed by licensed practical nurse (LPN) E after the above medical provider's visit 
indicated [Medical provider] visited. We wrapped the L [left] forearm which is bruised and has a large 
hematoma [a raised bruised area] on the top of [her] L hand. There was no documentation to support that an 
investigation had been initiated to identify a cause for resident 1's injury, any factors that might have 
contributed to that injury occurring, or what actions had been implemented to decrease the likelihood of that 
injury reoccurring. Interview on 9/4/25 at 10:10 a.m. with LPN E revealed she stated, I don't recall knowing it 
[resident 1's left hand and arm injury] was there earlier that day [on 7/11/25 before the medical provider's 
visit]. LPN E stated the cause of that injury might have been related to the resident's 7/7/25 blood draw. LPN 
E had not known that a blood draw was taken from resident 1's right hand and not her left hand, so it could 
not have caused that injury.LPN E confirmed that after the left hand and arm bruise was identified on 
7/11/25, she had not reported that injury of unknown cause to a nurse supervisor. As a result, an 
investigation was not initiated to identify the cause or possible cause for that injury. Without having identified 
a cause for resident 1's left arm and hand bruising, LPN E agreed that nothing different had been done to 
prevent a similar injury from recurring. Interview on 9/4/25 at 9:00 a.m. with infection preventionist 
(IP)/Clinical Care Leader (CCL) B revealed it was LPN E's responsibility to have notified a nurse supervisor 
or administrator A of resident 1's injury of unknown origin. Injuries of unknown origin were expected to have 
a thorough investigation completed and documented, but that had not occurred. Interview on 9/4/25 at 10:15 
a.m. with administrator A confirmed that the staff had not followed the provider's procedure for documenting 
and investigating resident injuries of unknown cause. Review of the provider's revised 4/7/25 Abuse and 
Neglect policy revealed:Purpose: To ensure that all identified events of alleged or suspected abuse/neglect, 
including injuries of unknown origin, are promptly reported and investigated. To ensure a complete review by 
the investigation team to identify events, such as suspicious bruising of residents/clients, occurrences, 
patterns and trends that may constitute abuse to determine the direction of the investigation.
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F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, record review, and policy review, the provider failed to follow nursing professional standards of 
practice for implementing and documenting neurological checks according to the provider's policy for one of 
one sampled resident (2) who had fallen and sustained a head injury. Findings include:1. Record review of 
resident 2's electronic health record (EHR) revealed:*She was admitted to the facility on [DATE].*Her 
diagnoses included blindness, cerebral infarction (stroke), hearing loss, rheumatoid arthritis (an auto-immune 
disease affecting small joints in the hands and feet, and can damage other body systems), repeated falls, 
major depressive disorder, dementia (a group of symptoms affecting memory, thinking, and social abilities) 
without behavioral, psychotic, and mood disturbance, anxiety disorder, and traumatic subdural hemorrhage 
(fall with head injury that caused bleeding inside the skull).*She had been taking Aspirin (an anticoagulant or 
blood thinner medication) since 2021.*Her fall risk assessments (an assessment of a resident's risk for 
falling) indicated her risk for falling was:-High (score of 20) after she fell on 2/21/25.-Low (score of 11) after 
she fell on 3/4/25 and 3/20/25.-Medium (score of 14) after she fell on 5/21/25 and 6/15/25.-High (score of 20) 
after she fell and sustained an injury on 7/22/25.*She had seven falls in the last six months (between April 
2025 and September 2025).*She had a fall in her room on 7/22/25 and sustained a head injury with bleeding.
-She was found lying on the floor, next to her bed at 6:52 a.m. in a pool of blood under her left face/head.
-The pool of blood was partially coagulated (thickened) and was approximately 10 by 14 inches in diameter. 
*Resident 2 was talking and stated, I fell and hit my head and my hips hurt and Get me up.*A head-to-toe 
assessment had been completed and her vital signs (measurements of the body's basic functions, such as 
temperature, blood pressure, pulse, and respiration rate) were checked by registered nurse (RN) G.-RN G 
did not perform a neurological assessment (an evaluation of mental status, cranial nerve function, motor 
strength, reflexes, sensation, and coordination) of resident 2.*Resident 2 was transferred to the emergency 
room and admitted to the hospital for treatment of a subdural hemorrhage (a collection of blood between the 
brain and the inner layer of the skull).-Neurological assessments were not performed of resident 2 upon her 
return to the facility from the hospital. 2. Interview with administrator A on 9/4/25 at 1:50 p.m. 
revealed:*Nurses were expected to follow the fall prevention policy and protocols.*She verified that 
neurological exams should be completed for all residents who fell and hit their head during that fall.-She 
agreed that no neurological exam had been completed for resident 2 after she fell and hit her head on 
7/22/25. 3. Review of the facility's 2/17/25 Neurological Evaluation Policy revealed:*The policy is used 
following:- a witnessed fall when a resident has hit his/her head.-an unwitnessed fall.-a resident event that 
results in known or suspected head injury.*The policy procedure includes:- After the completion of initial 
neurological evaluation with vital signs, continue with evaluations every 30 min [minutes] x4 [times four], then 
every eight hours [times three] days or as directed by the provider.-Notify responsible party of event, resident 
condition, and findings and document.-If after completing one or more Neurological Evaluations the resident 
goes to the hospital for a few hours or is admitted to the hospital and returns to the center, documentation 
should resume using the existing schedule. 4. Review of the provider's 4/8/25 Fall Prevention and 
Management Policy revealed:*The purpose of the policy is to give prompt treatment after a fall occurs and to 
provide guidance for documentation.*Procedure:-1. Do not move resident.-2. Remain calm and reassure and 
comfort the resident.-3. Stay with the resident and summon the licensed nurse or other help. If able, observe 
the fall scene.-5. For a fall WITH injury, do the following:--a. If the resident is bleeding, locate the injured area 
and apply continuous, form pressure to the area.--b. Do not remove any blood-soaked dressings or clothing 
but instead add more layers to absorb the blood.-6. A nurse must observe the resident and perform a 
full-body exam to determine if there may be suspected injury and direct whether to move the resident.--b. If 
the fall was not witnessed, neurological checks are required and must be documented in the medical record.
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