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5030 Complance Statement 5000
A compla.nt survey lor complianca with the
Alminisialve Rules of South Dakota, Arida
44:70, Assrsted Living Cenlers, requuements for
assisied Inng canlers, was conducted on
11723, Tha arca surveyed Induded abuso.
Judy's Assisted Living Centar was found not in
complianca with the following requirement S030.
$033 44:70:01:07 Reports $030 S030 10-05-23

Each facily shafl submlt 10 the department
through the onine reparting syslem, tho pertinent
dals necessary lo comply with the requirements
of all sppleabls statutes and acmintstrative nics.

Each feciddy ehall repert any incident of evenl
Invatving an altempled suldds of any reatonable
couse 1 suspect ebuse of negledt of any resdent
by any person wilten 24 hours of bocoming
Informad of the alleged Indldent of event. Tho
faclty shall report e3ch inodent or evenl orally or

Any alleged sexual abuse Incident
will be reported to the SD DOH with In
24 hours and a documonled
investigalion of that inddent will be
submitted lo the depariment within §
business days after the event,
Alleged incidents will monitored by
the manager and reported to the
administrator daily and as needed for
6 months and as needed.

In wrtsng to the Department of Human Servicas, rusiy
o a law enloccement officer, or 1o tha stato's Adminstrator or managers will educate \
stiomey of the county in which the facilty is ali staff regarding the process for
localed. The lacZty shall report each inddent o tdentification and notfication of repartable
ovent 1o the depariment within 24 hours, condud events On a weekly basis for 6 months
by S Jinve ion, and provide 8 and unbl substantial compliance Is achwmved,
witlen repont of the resulls o the department the Administrator will review documentation
wilten fve weriing days aller tho evenl completed by the manager for ali reportable
evenls to ensure timely nohfication was
Each tacXty shall repont Io tha department within made to appropriate individuals and Jgencies
43 hours of 1ha evenl any death resudung fiem In accordance with state regulations and a
olhor than na‘Lral causas that oddginated on thorough and bmely imvestization was
fackity property guch 83 an accident or sultade. completed of that event according to state
The (aalty shad conduct a sudsoquent lnlemad regulations
lavestigason and provido a written repor of tho
rosul’s to the depariment within five working days
ofter the evenl
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$030; Conbnued From page 2 $030 |

*A complainant had called the SD DOH on

| 8/28/23 at 925 a.m. and reported she had been

sexually abused by resident 1 on 8/27/23 while
working at the assisted living center (ALC).
-The complainant had terminaled her
employment with the ALC immediately following

i the 8/27/23 incident.

*The SD DOH had called administrator/registered
nurse (RN) A on 8/28/23 after the phone
conversation with the complalnant
Administrator/RN A

-Was made aware of the 8/27/23 alleged Incident
between the complainant and resident 1 by
another ALC staff member shortly afler il had
occurred.

-Had not yet reported thal alleged Incident to the
SD DOH.

-Was reminded during the 8/28/23 phone call with
the SD DOH she was expected o complele and
submit an on-line Event Reporting form regarding
that 8/27/23 alleged incident.

*The SD DOH had called administrator/RN Aon
8/31/23 and again reminded her on that data to
complete and submit an or-line Event Reperting
form regarding the 8/27/23 incidenl.
*Administrator/RN A's completed on-fine Event
Reporting form was not received in the Incident
reporiing portal untl 9/3/23 al 12.31 p.m.

.That was seven days afler she had become
aware of the alleged sexual abuse incident

Interview and review of the 8/28/23 SD DOH
Complaint Intake informalion repor{ with
administrator/RN A and manager B revealed they
both

*Confirmed the 8/27/23 sexual abuse allegation
had not been reported according fo requirements.

| .Had not considered the allegation credible based
' on their combined knowledge of both lhe

complainant and resident 1.
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Continued From page 3

*Confirmed a documented Investigation of that
allegation had not been submitted o tho SD DOH
according lo the requirements despile more than
one reminder from that department to complete
and submit the on-line report.

-Manager B had difficulties wilh the on-line
reporting portal bul had not confacted tho
depariment for assislancs,

"It was their shared responsibiity lo have ensured
the 8/27/23 alleged sexual abuse incident had
been reported to the SD DOH wilhin 24 hours
and a documented Investigation of that incldent
had been submitted to the depariment within five
business days afler the event.

Review of lhe undaled Incldent policy revealed:
**Any incidents involving stafi/resident will be
reported to SD DOH within 24 hours.”

*The policy made no mention of submitting
investigation findings to the SD DOH within five
! business days after an incident.
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{S 000} Compliance Statement {S 000}
A revisit survey for compliance with the \
Administrative Rules of South Dakota, Article
44:70, Assisted Living Centers, requirements for \
assisted living centers was conducted on
10/27/23 for deficiencies cited on 9/11/23. All
deficiencies have been corrected, and no new
noncompliance was found. Judy's Assisted Living .
Center is in compliance with all regulations
surveyed. . i
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