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FOO00 INITIAL COMMENTS FOO00 

A recHtiflcatJOn i"ealth survey for comphanrn wrlh 
42 CFR Part 483, Subpart B, requirements for Long 
Term Care facilities was conducted from 5/19126 
through 5121/26. Jenkins Living Cenrer was found 
not in compliance with the Foliowing requirements: 
F684, F761, FB12, and F880. 

A complaint health survey for compl:ance w,th 42 
CFR Par t 483, Subpart B. requrremf:nts for Long 
Term Care facililles was conducted from 
5119121 through 5121/26. The area survEyed was 
regarding resident elopement. Jpnkins Ltvinq Center 
was found in comphance, 

F0761 
SS =E 

Label/Store Drugs a.nd BiolO[JlCals 

CFR{s): 483.45(g)(h)(1)(2) 

§483.45(g) Lcbeling of Drugs and B,01og1c.a1s 

Drugs and b/olog1cals used 1n the facility mus! be 
labeled m accordance with currently accepted 
professional pr,nciples, and include the appropriare 
accessory and cautionary instructions, and the 
expiration date when applicable. 

F0761 1 Upon idl'ntifiution of the dcfrdent practlcE>, 
the medK~t1on Catts uwolv<?d we1e immediately 
secured. Licensed mu sing staff involved in the 
observations wer<' counseled dnd re--e dutated rewm.Jing 
facility expe,tatiorY- and the :vlf'dicatton Admirnstration 
Policy requiling nwdiution carts to uimain locked 
whE-never not under tho, direct supervision of the 
licensed nurse administem,a me.dicatiom-. A facihty-
v./ide inspection of ,;II medication carts w•s rnmpl<-ted 
on Mdy 2 l, 2026, to verify that c.1rts were functioning 
properly and capable of being S('Cured. No concerns 

06/U/2026 

§483.45(h) Storage of Drugs and B1c,iog icals 

§483.45(t,J(1) In accordar:ce with State and Federal 
iaVvS, the facility must store ail arugs and b,ologicals 
1n locked compartments under proper temperature 
controls, and permit only authorized pE:rsonnel to 
have access to the keys. 

§4B3.45(h)(2) The facility must pro~ide separately 
locked, permanently affixed cornpartments lor 
storage or controlled drugs ltsteci in Schedule II of 
the Comprehensive Drug Abuse Prevention and 
Control Act of 1976 and other drugs subject to 
abuse. except when the facility uses single unit 
package drug distribution systems in which the 
quantity stored ts minimal and a missing dose can 
be readily detected. 

were identified. 1',;o 1~,i.dents we,e noted to have 
~xpenenced negative outcomes relatt:d to the rleficicnt 
µ,a<tice. 
2.AII residents receiving medications from facility 
_medication carts have the pot,mtial to bi, Jffected by 
the deficient practk~. 
The Director of Nursing (DON), AOON, Unit Managers, 
and Nursmg Supervisors completP.d ohsi'rvat1ons of 
medi(ation administration priK·t1<'es on all nursing units 
to verify compliance with m!'dication cart security 
,;;iquirements. Any identified concerns were addres~J 
immediaMy through staff coaching and education. 

Any deficiency statement ending witn an asterisk (•) den oms a deficiency which me institutior, may he excused rrom conectir,g providing it 1s determined thal other 
safeguards provide sufficient protection to the paue111s. (See reverse ror further instrucrions.j Except for nursing homes. the findings stated above are disclosabie 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above finding~ and plans of correction are disclosable 
14 days following the date these documents are made available ta the radlity. If deficiencies are cited , an approved plan of correction is requi:;ite to continued 
program participation. 
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This REQUIREMENT is NOT MCT as.ev1drmced by: 

Based on observation, interv1ev . and policy rev,ew. 
the provider failed to 1msu1e thut re sident 
medications were secured by l11ree of three licensed 
nurses, contracted travel licenso:d practical nur$e 
(LPN) I LPN M. and regis.tered nurse (RN) nurse 
manager H . who left medication carts unlocked and 
unattended Findings include. 

L Observation on 5/19i26 at 1.t:01 a.m. revealed 
re9istered nurse (RN) nurse manager H left rhe 
medication cart unlo,:,kP.d. in the nursi>'s station by 
the elevator and storage room marked room 311 , 
during the fire drill . 

2. Ohservat•on and interview on 5120126 at fl:19 a,rn 
outside of 1esiden: 9';; room with contracted travei 
LPN I rtlvcaled there was a medication cart tl1at was 
unioc~ect and no stall member was present At 8:20 
a.m .. contracted travel LPN I returned to the 
medication cart and confirmed it was unlocked. She 
left tt:e cart unlocked and went into the dining room 
to give a resident their medication. She stated that 1t 
was not her normal practice to leave the medication 
cttrt unloc~ed, had forgotten 10 lock it, arid was 
away from it for a few minutes. 

3. 0bservat10n on 5/20126 at 8:53 run. revealed LPN 
I loft the medication cart unlocked, in the nurse's 
smtio,i by the elevator and storage room marked 
room 311, until 9·10 a.m. when she returned to the 
cart, 

4. Observation on 5120/26 at 11:02 a.m. revealed 
LPN I left the medication cart unlocked. in the 
nurse's station by the elevator and storage room 
ma.rked room 31J.. LPN I then rC>turned 10 the 
medication cart at 11:04 a.m. 

5. Interview r;n 5/20/26 at 2:43 p.m. witli LPN I 
revealed she knew sre had left the meclicalion cart 
unlocked and that it should be locked wt1en she 
walkaci away from it 

6. Observation on 5/20/26 at 6:58 p.!11. in the oak 
center unit r'evealed the .rnedicatib'l can was 
unlocked and unattended by any staff. There was 
two unidentified certified nursing assistants (CNAs) 
who walked past the medication cart during the 
observruion There were also [our unidentified 
residents sitting four feet away fmrn the medication 
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3.lhe facility reviewed and reinforced its MNlication 
Administration Policy with all licens.-d nursing staff, 
including facility employed and agency nursing personnel. 
Education was provided to all licensed nurses regarding: 
• Medication carts must remain locked whenever 
unattended. 
• Medicationtarts must remain se<ured during 
e.merqenc1es, including fire dri!ls. 
• Medication carts may only remain lllllO<:kM when und,!r 
the direc.t ol>servation and control of the licensed nurs<' 
adr.-,inistcring medications. 
• Nws;,s ftfe responsible for maintaining po<i~e,s.ion of 
medication cart keys at all times. 
Educ.1t1on is provided to nursing staff thro\lgh in-serv1Ce 
training on 6/il f26 and ~/9t2<i or the Paycorn po,tal 
platform. Confirmation of completion will h<' id1mtifi(Xf 
through a\ign,off sheet from the i!ViNVi<;e or the 
am,station staff sianing in the Paycom PortaL 
Agency nu1smg l'>'-'t!>onnel will rec,:,ive edueati,,n on 
medication cart.security r<'quir;,ments during orientation 
and priOf to independently administering medkations. 
4.The DON, ADON, Unit M,magers, or designee will conduct 
m"<lication cart sec1.1nty audits as follows: 
• Two audits per week for .) weeks. 
• We~kly observations for two additional WPeks, 
Any identified c.oncern~ w!II result in re-education, 
Audit results will be reviewed thrO\igh the fadlity Quality 
Assurance and Performance Improvement (QAPI) 
Committee monthly for three months. The QAPI Committee 
willdetmninE' if additional monitoring or interventioos are 
necessa1y to ensure sustained compliance, 
Respon~ible Person: 
Director of Nursing, ADON, Unit Managers. and 
Administ1 ator 

DATE 
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Continued from page 2 
cart in the television area. 

7. Interview on 5/20/26 at 7:03 p.rn. with LPN M 
revealed she had worked for rhe fad lity sinre 
December of 2025. She was the nurse !n charge of 
the oak center unit for her scheduled shift which 
started al 6:00 p.m. She had Just come from a 
msident's room and she confirmed the medication 
cart was left unlocked and that she had the 
medication cart keys. She acknowledged that !he 
medication cart should always be locked when 
unattended. 

8. Interview on 5/20/26 at 7:10 p.m. with RN G 
revealed she expected the medication cart 10 be 
locked whenever it was not attended by tne nurse. 

9. Review of the provider's revised July 20:?5 
Medication Administration policy revealed "15. The 
medication t.arl ~hould always be locked unless it 1s 
in direct view of the nurse/UAP funiicensed assisted 
personnel] • 

F0761 

F0880 
SS ::-E 

Infection Prevention & Control 

CFR(s): 483.80(a)(l)(2)(4)(e)(f) 

§483.80 Infection Control 

The facility must estabilsn and maintain an infer.t•on 
prevention and control program designed to provide 
a safe, sanitary anj comfortable environment and to 
help prevent the deveiopment and transmis.;;ion of 
communicable diseases and infect;ons 

§483 80(a) Infection prevention and control program. 

The facility must estaolish an infection pr.ivention 
and control program (IPCP) that must inciude, at a 
minimum, the following elements: 

F0880 l.Upcn identification of thE- dcfirnmt I"actic<' rn,,., tivl' 
ac.tion w.is taken. 
Resident 44's care practices were reviewed with the 
involved staff member~. Rf'sident 6's catheter cart' and 
infoctioo cont1 ol practices were reviewed with the 
involved staff. Resident l 's catheter care observahon was 
reviewed with the involv.;d 1eg1~te1ed nurse. No adverse 
outcomes rdated to tho; 1dent1fil'd deficient practice-s 
were noted. 
All mechanical lifts identified during survey observations 
were de3nP.d and disinf<"cted, Mechanical lifts identified 
with d~maged or uncleanable su,faces were repaired. 
Missing safety clips and damaged ~urfaces were 1eported 
to m.ilntenance and corrected or 1eplac:ed as 
.1ppropriate. 
2.The Dilector of Nu,s1n9, ADON, Unit Managers, or 
designef' conducted facility-wide observatiom of: 
• Hand hygiene pr l ( tie<'s 

6/12/2026 

§483.80(a)(l) A system for preventing, identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents. staff. 
volunteers. visitors, and other individuals providing 
services under a contractual arrangement based 
upon !he facility assessment conducted according to 
§483.71 and following acceplP.d national standards: 

• GIO\le use and glov(, ch,on9es bt>tween tasks 
• Enhanced Barrier Prec;,utron compliance 
• Foley catheter ca,e ptocedure~ 
• Cleanmg and disinfection of shared resident care 
~quipment 
• Mechanical 11ft condition and cleanliness 
Any Identified concerns were couected through ~uff 
coaching and re education. 

§483.BO(a)(2) Written standards, policies, and 
procedures for the program, which must include, but 
are not limited to: 
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Continued from page 3 
(i) Asystem of surveillance designed to identify 
possible communicable disec1ses or 

infections before they can spread :0 ether persons 
in the f1,cil1ty 

(i1) When and t::i whom poss1t,1e ,ncidonts of 
communicahle disease or inf Pc\ions should be 
reported. 

(1i1) Standard and transmission-bas!.ld precautions to 
be follower! to prevent spread of infections; 

(iv)When and liow isolation should be userl for a 
r;JSident: including but not limited to: 

(Al The 1yp1• and duration i:t thr> isolill,rin, dependmy 
upon the infectious agent or crganism involved, anq 

(B) A requirement that the isolat.on should h11thr-: 
least restricLive p0ssible for the re:,;,d•mt under the 
circurnstarces. 

F0880 
3.[ducation is provided to nurs.ing _staff thr◊\1gh in -
seivicetrnining on 61 8/26 and 5/9/26 or the Paycom 
portal platform. t onfomatlon of completion will be 
id,mtified through asi911-off sheet from the i,;-servke or 
the attetation staff signiM m thf' Pay<om Portal. 
, Standard PreGtrtlons 
• Anpropliate hand hygiene practices 
• rroper glove use and glove changes between tasks 
•Foley t:athete1 care pr<X:edu1es 
• Cleaning and disinfection of re.sident care equipment 
• Reporting damaged equipment requiring repair or 
replarnment 
The facility reviewed <1nd reinforced th<' I nfoction 
Prevention and Cont1ol P1ogram, Glove Technique 
Policy, Standard Precautions Policy, Foley Catheter 
Management Policy, and Cleaning and Disinfection of 
Equipms,rit PolKy. 
All mech,nKal lifts wen•_ mspe<.te<l to ensur,;; 
• fquiprmmt wa~ cle,m imd disinfe<ted 
• Sah>ty dips were pre,ent and fum1ioning 
• Footboards and surfac<"s were intact and deanabll' 
• Disinfectant wipe,; WPHi' readily available on units 

(v) The circumstances under which the facility 1,1usl 
prohihit employees with a communicable disease or 
infected skin lesions from direct contact with 

4.The DON, ADON, lJnit Managers, or designee will 
conduct ~udits as foll0ws: 
Hand Hygiene I PPE Audits 

residents or their food, if direct contact will transmit 
the disease; and 

(vi)The hand hygiene procedures to be followed hy 
staff involved in direct resident comact. 

f;4S3.80(a)(4) A system f!Jr reco1di11g incidents 
identified under the facility's IPCP and the 
corrective actions taken by the facility. 

§483.80(e) Linens. 

Personnel rnusr handle. stwe, p1ocess. and transport 
linens so as to prevent the spread of infection. 

• Two audits per week for 3 weeks. 
• Weeklv observations for two additional weeks. 
Mechanical lift Cl1,>aning Audits 
Two audits p,:r W<'ei< tor 3weeks. 
• Weekly observatiot't1> for two additional weeks. 
Any 1dentif1ed concN1 ,s will he corrected ,md staff re­
educated, 
Audit findings will be reviewed monthly by the Quality 
Assurance and Performance Improvement (QAPI) 
Committee for a minimum of three months. Additional 
monitoring will b<' implemented as necessary to ensurf! 
sustained compliance, 
R,;spons1ble Persons: 
Administrator, Directo,- of Nursing, ADON, Unil 
Mandgers, Nursing Supervisors, Maintenance Dirl'CtOJ, 
~nd Therapy Dilettor 

§483.80(1) Annual review. 

The facility will conduct an annual revie\'11 of its IPCP 
and update their program, as nece1%a.ry. 

This REQUIREMENT is NOT MET as evidenced by: 

A. Based on ob,-ervation, intervirw. and policy 
review. the provider failed to ensure infection control 
practices were followed by three or three observed 
certified nursing ass,stants (CNA) (D and E) and one 
of one registered f\urse (RN) G when assisting t11ree 
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FOSSO Continued from page 4 F0880 
SS=E of four sampled residents (2, 6. and 44) with 

personal care. 

Findings include: 

1. Observation on 5120/26 at 8:45 a.m. of CNA o 
assisting resident -l4 in his room reveaied there was 
a sign on the resident's door that indicated he was 
on enhancea barrier precau11ons (EBP) (the 
implementation of personal prottctive equipment 
(PPE) wh,ch included the use of glove<J , gowns, and 
masks to prevent the spreading of organisms). AU 
staff had to wear a gown and gloves when assisting 
the resident Without washing or sanitizing her 
hands, CNA D put on a gown and a pair of glove,;; 
before entering the resident's room. 

With those gioved hands, CNA D opened the 
resident's closet door, gathered clean clothes, and 
laid them on the resident's bed . She mov6d the 
resident's bed and the bedside table to make more 
room to assist him. She tore a garbage bag off a 
garbage bag roll that was lying on a dresser, opened 
it up, and placed it on the bed. She raised the 
resident's bed higher and removed the blanket 
covering the resident She opened the bedside stand 
and took out a pac~age of wet w,pes. opened it, and 
laid il on the resident's bed, 

With those same gloved hands. CNA D opened the 
resident's incontinent brief ( an absorbent, 
disposable undergarment worn to help with urine 
and bowei leakage), grabbed wet wipes , provided 
personal care. and assisted the reside11t to tum onto 
his left side. She grabbed more wet wipei. and 
cleansed his rectal area and buttocks. She removed 
a bottle of cream from the bedside stanc.J. opened ir, 
put some on her right gloved hand , and app:ied it to 
his rectal area and buttocks. 

While wearing those same gloves, CNA D put a 
clean incontinence brief on resident 44 and placed 
Hoyer lift (device used to assist with transferring 
from one surface to another) sling underneath him 
with assistance from RN nurse manager H. CNA D 
moved the Hoyer lift over to the resident':; bed, 
attached thti sling to it and used the Hoyer iilt 
remote to lift resident 44 off his bed an transfer him 
into his recliner. CNA D removed the sling from the 
lift, opened the resident's door, and pushed the 
Hoyer lrlt into the hallway. 
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F0880 Continued from page 5 FP880 
SS =E CNA D changed the resident'5 shirt. cover(>d him 

with a blanket, and mu·,ed the bed$ide table closer 
to him. CNA D removed and discarded her gloves in 
a trash can, removed her gown, and washed her 
hands for the first time. 

2. Observation on 5/20/26 at 12:30 p. m. of CNAs D 
and F w,th resident 44 1n his room revealed that 
without washing or sanitizing their hands, both 
CNAs pui on a gown and a pair of gloves. 

Both CNAs D and i:: moved the Hoye, lift closer to 
resident 44, repositioned the siing undlirneath the 
resid1:mt, and ;it1ad1ed it to the Hoyer lilt. CNA D 
removed the blanket that was covering the resident. 
She then u~ed tt1e Hoyer lift remote to hft the 
resident out of the recliner and ass,sted CNA F ,\·ith 
trnnsfemng him onto his bed. After they had 
r:omplcted the trar.sfcr. they unhooked the sling 
from the hit and removed it from underneath the 
res;dent by roiling him back and forth in bed. 

CNA D opened resident 44's bi>dslde stand drawer. 
took out a package of wet wipes, laid it on his bed 
cove rs. opened it, and pulled c,ut several wipes. She 
tore a garbage bag off a garbng.e bag roll that was 
lying on a bedside. dresser. opened il. placed ;t vn 
:he bed, and raised the bed hiQher to assist the 
resident more eas i'y. 

With t!1ose same gloved hands. bolh CNAs D al"d F 
lowered resident 44's pants to check his Incontinent 
brief. He was int.ontinent with both urine and bowel. 
CNA D openf'd the resident's incontinent brief. 
removed S0!'lle wer wipes. cleansed his front area, 
and then a<;S1sted lhe resident to turn on to llis left 
side. She removed more wet wipes and cleansed his 
rectal area and buttocks. She retrieved a bottle of 
cream frorn the bedside stand, ope11ed 1t. put some 
on her gloved right hand. and applied 11 to his rectal 
area and buttocks 

While wearing the same gloves, CNA D put a clean 
incontinence brief on resident 44 and assisted CNA 
F with pulling up his pants. positioning him higher 
in his bed, covering him with a blanket, and 
attac'11ng his call hght to the side rail on h1s bed. 
CNA D moved the mtravenO ,JS (IV) pole and IV 
tubing so that it was closer to the resident and his 
bed, and used the bed remote to adJust its height, 
She opened the resident's door and pushed the 
Hoyer lift out into the hallway. 
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F0880 Continued from page 6 F0880 
SS=E 

CNA D and F removed and discarded their gloves in 
the trash can, removed their gowns, and washed 
meir hands for the first urne. 

3. Interview on 5/20126 at 12:50 p.m. with CNA D 
regarding the above personal care observations with 
resident 44 revealed tha1 rt was her usual process. 
After reviewing the observed uni.a111tary processes 
with resident 44. she .acknowledgea 1hat she should 
have changed her gloves and sani11ze-d her hands 
when they were dirty. She further acknowledged that 
her process had the potential to create an infection 
for the resident. 

4. Interview on 5/2 l/26 at 1:45 p.m. wir.h director of 
nursing (DON) B regarding the observations of CNA 
D completing personal care with resident 44 revealed 
she expected hand hygiene (HH, washing and 
sanitizing hands) and glove changing to be done 
berween each new task. Tasks included galhering 
supp:ies and touching items in the unvirnnment. 
which were dirty. Same with personaiiperineal care, 
gloves should be changed after the completion of 
that task and sanitizing of hands prior to touching 
more ,terns in the environment. She ackno\·11edged 
that CNA D's process created thP. p0t!'11tR1I im an 
,nfection to occur for resident 44. 

5. Observation on 5121/26 at 11:18 a.m. of CNAE 
and contracted travel licensed practical nurse (LPN) 
I providing personal care to resident 6 ,n her room 
revealed resident 6 had a sign on his door indicating 
he was on ESP. CNA E and LPN I used 
alcohol-based sanitizer, put on a gown and a pair of 
gloves before entering resident G's room . 

CNA E prepared wet washcloths, placed a yellow 
bag on the bedside table, and put u,e wet 
washcloths on top of the yellow bag. Resioent 6 had 
personal items, which includect (call light, open 
Gatorade container, blue water mug, and remote 
control) on top of his bedside table. 

Resident 6 was incontinent of bowel a,1d ha.d a 
urinary catheter (flexible tubing placed in the bladder 
to drain urine). After CNA E cleaned resid,mt 6's 
rectal area with lhe wet washcloths, she put them in 
the yellow bag with the clean wet washcloths. 

CNA E placed resident G's soiled inconlfnent bnef 
on the bedside tab1e on top of the clean washcloths. 
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F0860 Continued from page 7 F0880 
SS =E CNA E placed a soiled clothing protector that was 

on the msident·s bed from th<;J morning meal service 
over the yellow wg, us well as over the resident's 
drinking straw and mun w•th a drinhng straw. 

With thosr, ,'lme glnved hands, she touched the 
resident's Glean in<:ontin'-lnt supplie;;,, blankets, the 
msident's bedsidB tah!H, and the tops ot resIdfl.rrt 
6'$ op;in Gatorade bottle. water mug, bed remote, 
rv remote, and call li(Jbt. 

6. Interview on 5/201:?6 at 11:45 a.m. with CNA E 
revealed that she did not clean the urinary catheter 
at all during residimt 6'spQrsonal carE-s. She would 
normally clean that but did not do it that time. 

7. Interview on 5/'20/26 at 2:43 p.rn. with contracted 
travel LPN 1revealed that she expected the staff to 
change their gloves aheI cleaning the resident 
before c1e,1r11ng othr:r items. She expected tbe 
urinary catheter tubing to be cl,,aned during lhF: 
re,ident's personal care 

8. Obsorvat,on on 5/20126 at 7 21 p.111. of RN G 
assistinq wtth resident 2·s urinary catheter care 
revealed that RN G put on a pair of gloves from the 
right-side pocket of lier uniform. She removed and 
discard1>d those gklvt!s aft<'r re!"idP.t'd ?'s cares w<>.re 
completed. Withmit washing her hands RN G 
touched two washcloths and two userl alcohol pads 
that were po:sit1om1d under the restdt·nrs catheter 
tubing used during the carrieter cares and then 
touched tlie resident's bi>dsicfo table, 

9. Interview on 5/21/l.6 at 12..35 p.m. with 
LPN/infection preventionist (IP) P revealed she 
expected the staff to change their gloves alter 
providing resident's perinea! carf\ and to wash their 
hands? before doing anything ,, se. She stat<:d, "It is 
very inappropriate" to touch ttm resident's p,,rsonal 
itenis or drinking ::up;; with the same gloves used 
during their perinea.I care She would prefer that tM 
dirty linen bays to be pla,:ed on tht side of the bed, 
and not on the reside m's [J(>dside tabli'!. II the 
bedside t,1ble was used during the resident's 
personal care, there should be no personal items on 
the table at the S(ll'flC tImc.(adct line space) LPN/IP P 
expected the staft to not touch, with bare hands, 
soiled wru;h cloth,;, or used alcohol pads bP.fore 
touching additional personal items. She expected 
hand hygiene to be completed in between tasks. 

10. Review of tho provide-r's r1>,·iewod June 2023 
lnfeclion Prevention und Control Ma11uni Glove 
Te-chnique (Non-Stt?ri11;>} policy 1eve/i\led ·'Apply clean 
non-sterile gloves when touching blood, body fluids, 

FORM CMS-2567 (02/99) Previous Ver;;ions Obsolete Event ID: 231924-Hl Facility ID: 0013 If continua hon sheet Page 8 of 1 S 



PRINTED: 06/03/2026 

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 

CENTERS FOR MEDICARE & MEDICAID SERVICES 0MB NO. 093!l-039J 

STATEMENT OF DEFICIENCIES 
ANO PLAN OF CORRECTIONS 

(Xl) PROVIDER/SUPPLIER/CUA 
IDENTIFICATiON NUMBER: 

435036 

(X2) MULTIPLE CONSTR UCTION 

A. BUILDING 

8 . WING 

(X3) DATE SURVEY COMPLHED 

05/21/2026 

NAME OF PROVIDER OR SUPPLIER 

JENKIN'S LIVING CENTER 

STREET ADDRESS. CITY, STATE, ZIP CODE 

215 SOUTH MAPLE STREET , WATERTOWN, South Dakota, 57201 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT Oi=" DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRE:CTIVf: ACflON SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY) 

(:X5) 
COMPLETION 

DATE 

F0880 Continued from page 8 F0880 
SS:::::E secretions. excretions, contaminated items, mucous 

membranes, and non-intact sKin. Don clean gloves 
between tasks and procedures on the same resident 
after contact with blood , body fluids, secretions, 
excretions. Remove gloves promptly after use, 
before touching non-contaminated items and 
environmental surfaces. Perform hand t1ygiene after 
t.he. removal of gloves. Key point: Do not carry 
gloves in the pocket of uniform or lab coat· 

11. Review of the provider's reviewed September 
2022 Infection Prevention and Control Manual 
Standard Precautions-Gloves policy revealed "it is 
the policy of Jenkln's Living Center that gloves will 
be worn by employees when it is reasonably 
anticipated that their hands will come in contact with 
blood, other potentially infectious materials, mueuus 
membranes, non-intact skin. contam ,nated 
equipment or surfaces." 

12. Reviow of the provider's reviewed November 
2025 Foley Catheter Management policy revealed 
··10. Clean the c;athotor tubing ii . Hold the catheter 
securely to avoid pulling. B. Wipe away from the 
body down the catheter tubing appro,cimately 4-6 
inches using smooth strokes. C. Do not tug or place 
tension on the catheter. 13. Remove gloves and 
perform hand hygiene .· 

8. Based on obser,ation interview, and poiicy 
review u,e provider falled to ensure two of two Sara 
Steely (non-powered sit-to-stand mechanical lift 
used to assist from a seated to a standing position) 
mechanical lift devices, and three of four 
sit-to-stand (a battery powered mechanicai iifl used 
to assist from a s~ated to a standing position) 
mechanical lifts were disinfected betv'leen resident 
use. 

Findings include: 

1. Observation on 5/19/26 at 10:25 a.m. revealed a 
Sara Stedy mechanical lift dated "12·2024" was 
sitting in east hallway from oak center nursing 
station had food debris on the foot board, no 
Sani-wipes (disinfection wipes) were attached to the 
device. 

2. Observation on 5/19i26 at 10:25 a.m. reve,a)ed 
outside resident 2's room there was a sit-to-stand 
numbered 412020 with food debris on the foot board, 
and was missing a safety clip on the right side of 
the latching hook. 

3. Observation on 5/19/26 at 10:36 a.m. revealed 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event 10: 231923-Hl Facility ID: 0013 If con11nuation sheet Page 9 of 15 



PRINTED: 06/03/2026 

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 

CENTERS FOR MEDICARE & MEDICAID SERVICES 0MB NO. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS 

(Xl) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

435036 

(X2) MULTIPLE CON$ TRUCTION 

A BUILDING 

B.WING 

(Xi) DATE SURVEY COMPI.FTEI) 

05/21/2026 

NAME OF PROVIDER OR SUPPLIER 

JENKIN'S LIVING CENTER 

STREET ADDRESS, CITY, STATE, ZIP CODE 

215 SOUTH MAPLE STREET , WATERTOWN, South Dakota, 57201 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRE(;TIVE ACTIOr-.i SHOULD BE 

CROSS·REFERENCED TO THE 
APPROPRIATE DEFICIENCY) 

(X5) 
COMPLETION 

DATE 

FO!J80 Continued from page 9 F0880 
SS " E there was a Sara Stl;ldy mechanical lifl numbered .25 

outside resident B's room with food debris on the 
root board with no disinfectant wipes for cleaning on 
the machine. 

4. Observation on 5/19/26 at 4:10 p.m. revealed 
there was a Sara Steady mechanical Ifft in the 
hallway with torn areas on the black footboard. 
There was debris in these torn areas, making it an 
uncleanable surface. 

5. Observation on 5/20126 at 8:43 a.m. revealed 
there was a sit-to-stand in the hallway numbered 
25, v.tHch had rood debris on the footboard. 

6. Observation on 5/20/20 vt 9:05 am. revealed 
tilere was a sit-to-stand numbered 412020 with no 
clip on the ngtll side of the latching hook and hact 
with food debris and a white powdery suhstance on 
the lout board. 

7. Observation on 5/20/26 at 9:08 a.m revealed 
there was a numbered 25 sit-to-stand mechanical 
lift sitting outside resi~nt 2's room which had food 
debris on the foot board and a white colored residue 
on the black grip pads on the footboard. 

8. Observation on 5/20126 at 9:11 a.rn. revealer) 
there was a numbered 19 sit-to-stand mechanical ilft 
missing grip tape on left side of the foot board, and 
a brownish colored substance on the lower right 
corner of the foot board. 

9. Observation on 5/20/26 at 9:1.4 a.in. revealed 
there was a Sara Stedy mechanical lift device in the 
hallway outside resident S's room that had a white 
powder substance on the foot board. There were 
torn areas on the left and right sides of the black 
loot board. rood debris was in ltlose torn areas and 
made 11 an uncleanable surface. 

10. Observation on 5/20/26 at 11:44 a.m, revealed 
that after observing msident S's person,11 cares, 
CNA E did not clean the sit-to stand used and 
placed it back into the hallway. 

11 Observation on 5/20/26 at 7:06 p.rn. revealud 
there was a Sara Steady mechanical htt dated 
·5. 26'' that had a blue creamy substance on the 
footboard. 
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F0880 Conunued from page lO F0880 
SS=E 12. Observauon on 5/21/26 at 7:50 a.m. revealed 

fnere was a sit-to-stand numbered 412020 with 
green tape on It numbered 124 in the hdllway with 
food debns on the footboard. 

13. Interview on 5/21/26 at 10: 17 a.m. with CNA F 
revealed that mechanical lifts should be cleaned 
after each resident use. She cleaneo any part of the 
iift that the resident touches. She agreed food debr.s 
on the foot boards should be cleaned otf as well 
after a resident used the mecharncal lilt. 

14. Interview on 5/21/26 at 11:22 a.m. w,th CNA Q 
revealed she used Sani-w1pes 10 clean rhe 
mechanical lifts. When she was done with a 
mechanical lift transfer for a resident she would 
clean any surfacP. that the resident touched, so 11 

was ready to use on the next resident. She included 
the footboard as a space needing to be cleaned. She 
would notify maintenance by cal li ng them or filling 
out a maintenance slip on the computer to notify 
them of needed repairs 10 the mechanical hits. 

15. Interview on 5/21/26 at 11:30 a.m. with LPN o 
revealed she expected the mechanical lifts 10 be 
sanitized with the Sani cloth wipes between reside11t 
use. If something needed to be fixed on the 
mecharncal lift!>, she would call for maintenance on 
the walkie or put in a work order. 

16. Interview on 5/21/26 at 11:44 a.m. With 
contracted travel LPN I revealed she expected the 
mechanical hits to be wiped down with lhE> Sam 
cloths that were available on L'1e lifts or at the 
nurse's station. If th,m; was something that needed 
to be fixed, she would use the walkie to call for 
maintenance or fill out a work order. 

17.lnterview on 5/2112.6 at 12:35 r.m . with LPN/IP P 
revealed that she expected the mechanical lifts to be 
wiped down with Sani cloths that were located on 
the lifts or at the nurse's station . The cleaning 
should be from top to bottom, including the 
footboards. The lilts were to be cleaned after each 
resident use before being placed back into the 
hallway. once they were in th!! hallway, they were 
considered clean. 

18.lnterview on 5/21/'?.6 at 2:30 p.m. with DON B 
revealed she e:,cpected the mechanical lifts to be 
wiped down with the Sani cloths after each use. 

19. Review of the provider's reviewed August 2023 
Infection Preven110n and Control Manual Cleaning 
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F0880 Connnued from page 11 F'0880 
SS=E and Disinfection or Equiprnent/Dl!'!vices policy 

revealed "7. Reusable equipment will not be- used for 
the care of anothPr resident until it has been 
appropriately cleaned and disinfected. anct 
sinl)le-U!x, items ,ue properly discarded •• 

F0684 
SSccD 

Qual,ty of Care 

CFR(s): 483.25 

!1 483.25 Quality of care 

Quality of care is a fundamental principle that 
appliPs to all trPaimenr and c,ire pri:ividP.d to facility 
rns1dents. Based on the comorehe:isive assessment 
of a resident, the facility must ensure that residents 
receive treatment and care in accordance with 
prntessi0!1al standards of practice. the 
comprehensive per:,on-centered car.:: plan, and tile 
resid<1nts' choices. 

F0684 1.Resident 2 was inte,viewed regarding cone'?! ns with call 
fight response times and care needs, The res,dent's care 
plan was reviewed to ensure staff were awar(' cl her 
transfe1 assistance requirements, contine,nce status, and 
need for prompt response to toilE'ting request~. 
Lkensed nursing staff and , ertified nursing ,1s~i~tants 
assigned to Resident 2 were educated rega1ding the 
importance of timely call light response, re~ident dignity, 
and compliance with facility c.ill light response 
e~ p,':'ctalion,. 
No additional concerns regarding resident care wl:/:rif 
i<fontified during review. 
2..AII residents requiring staff ass1sunce for to1letinq, 
transfers, activities of daily living, 01 other care nt>e<Js h.lve 

6/1212026 

This HEQUlqEMENT is NOT MET as evidenced by: 

Based on the interview, call light log docunientation 
revmw, and policy review, the provider tailed to 
ensure the staff responded promptly to one oftwo 
sampleo residents (2) who reported being incontment 
{ir.voluntary ttnne or bowel leakage} wh;:e wa1t, ng for 
her cal: light to be answered. 

!. Interview or: 5119126 at 10:39 arn w•th resident 2 
revealed she had concerns that when the fac,lity was 
short on staff, her call hght was not answe;ed 
quickly enough. Sh,.;; stated, ·we wait 1orever to get 
the call light ansv,ernd • This caus8d hN to be 
mcontinent of boweL She stated, she feels 
"embarrassed and frustrated when this happens• 

2. Re51dent 2 admitted into the fac:lity on 2/l/2021. 
Review of resident 2's electronic medical record 
(EMR) revealed her 417126 Brief Interview for Mental 
StattJs (BIMS) assessment score was 14, which 
indicated her cognition was intact. 

th" potential to be affected by delayed call light r':'~ponse 
times. 
The Director. of Nursing, ADON. Unit Managers, and Nursing 
SupNv1sors reviewed call light response leports id•mt1tying 
iltlY possible trends. Times identified for longer call light 
response times related to ':'arly morning get up time<,, 
me.its and evening times relJted to residents wanting to go 
tc,bed. 
3.Erlueatrrn, is pr,wided to nur;ing staff through h•se•vi<::e 
training on 61$176 and 6/Q/26 m the Paycom portal 
platform. Confirmation of mmpletion will be idc·ntifa!d 
through a sign-off sheet for the service Of the attestation 
staff sign in Paycom Portal. 
• Facility Call Light Response Policy 
, Rrsident dignity and quality of care 
• Communication between staff during busy periods 
• Escalation proct>ss when staffare unable to immediately 
respond 
Nursing l~adership reinforced facility expe,tations that st<1ff 
r<"spond promptly to attivated call lights and c<>mmunicate 
resident need, to other team members when ~;~1stance is 
df'layed. 
Call light response reports will be reviewed routinely by 
nursing lel!dership to identify trends and opportunities for 

She had diagnoses of Hemiplegia (the inabiltty to 
move or control the muscles) and hemiparesis (one 
sid11 of a person's body is weak) a1fecting her left 
side, contracture /the rnuscles, tendons or skin 
ber.oming tight or stiff aml permanently shortene(J. 
making it difficult to move a Joint) of the left lower 
leg, ;md left foot drop (weakness or nerve damage 
makes it hard 10 lift the front part of the foot). 

int':'rvention. 

Resider1t 2's care plan on 4/13126 revealed she 
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F0684 Continued from page 12 F0684 4.Education is r,rov1d<'d to r111r$ing staff through m-s,;f\lice 
SS.;;0 required suostant:al/max/mum asbistance flam the 

staff with transfers. Staff were to monitor and 
document bowel sounds and frequency of bowel 
movements. Resident 2 was continent of bowel and 
Md a suprapubic catheter (flexible tubing inserted 1n 
the lower abdomen placed directiy in the bladder to 
drain urine) in place. 

training on 6!&1~6 and 6/9 /215 or the Paycom portal 
platform. (onfo mation cfcompletion will be 1dentifo,d 
through asign-off she.-tf01 the S<!rvice or the attestation 
staff sign m Paycom Pmtal. 
• h,dhty Coll Light Resronse Policy 
• Rf'~idenrdignity a11d quality of care 

3. Review of resident 2's call light response time 
report (a summary of resident call-hght activity and 
the staff time responses) from 515/26 through 
S/20126 revealed she nad eleven call light responsti 
times over 20 minutes long and three call light 
response times over 30 minutes long . 

4. Interview on S/2l126 at 9:02 a.m. with certified 
nursing assistant (CNA) revealed rha! she e·~pected 
the resident's call lights to be answered within to 
within S minutes. 

5. Interview on 5/21/26 at 11.30 a.m v,ith liC'ensect 
practical nurse (LPN) 0 revealed the facility's goal 
was tu have call lights answered within 6 minutes. 
unless the staff were already helping someone else, 
then the expected call light response time was 15 
minutes. 

6. Interview on 5/21/26 at 11:44 a.m. with LPN I 
revealed that she expected the call lights to be 
answered within 3-5 minutes. 

• Communiwt1on bf.tween staff during busy period~ 
• El><'al~tion process when staff are unable to immediately 
r~pond 
Nursing leade1ship reinfotced facility expectations that 
staff rc~spond p1ornptly to activated call lights and 
communicate resident needs to other team memlwrs 
when 1.t&sist.;.nce is delayed. 
C,11 light l!:'!>ponse reports will be reViewed routinely by 
nmslnq le.idership to identify trends and opportunities for 
inte1 Vf'ntion. 
4. Monitor irig and Quality Assurance 
The Directrn of Nursing, ADON, Unrt Manag<'rs, or 
desrgne,:, will review call light response reports as follows: 
• Wet,kly for fot•r weeks 
• Br-weekly fo1 four we!'k~ 
• Ulonthly for one month 
Auctrts will include: 
• Numbe, of call light~ exceeding facility response 
expcct.itions or trends 
• Resident interviews regarding timeliness of assistance 
• Follow up with staff regarding identified concerns 
Any identified coneems w,11,esult in immediate follow• up, 
staff coachi119, and re-edm ation as indicated. 

7. Interview on 5/21/26 at 2:30 p.m with director of 
nursmg (DON) 8 revealed that she expected the call 
lights to be answered within 12 to 15 minutes. 

8. Review of the provider's undated C,tll Light 
Response policy revealed "to ;,nsure resid.mts 
receive timely assistance. rnaintan1 r<e'lident safety, 
uphold resident rights, and support quality care 
through prompt and appropriate response ro all 
activated call lights. It 1s the policy of Jenkins Living 
Center that all res,dent call lights and assistance 
alarms will be answered promptly, court 

Results of audits will b,,, reviewed through the Quality 
Assurante and Performance Improvement (QAPI) 
Committee monthly for a minnnum of three months. 
Addrtional monrtrning will he nnplemented as 11ecessa1y 
to ensu1 eongoing tornpli~rKt', 
Responsiblt> P1:1s011s: 
Admrnisllat01, O,re,t<l! of Nm sing, ADON, Unit rvldn..gers, 
Nursing Supervisors 

F0812 rood Procurement.Store/Prepare/Serve-Sanitary F0812 ;..Upon identific.:,,tion of the deficient practice, dietary staft 
6112/2026 

SS =D 
CFR(s): 483.60(i)(1}(2) 

§483.60(1) Food safety requirements. 

The facility must -

§483.60(i)(l) - Procure food from sources approved 
or considered satisfactory by federal, state or iocal 
aumorities. 

reviewed dish machine operating procedures and 
manufacturer temperature r,;,quirements. 
Thf' dish mac.hines were tested to verify proper aperation 
and ability to,1ehiev1> the 1equired wash .and rinse 
temperatures. Mainteriarxe reviewed the equipment and 
confirmed propE'r operation. 
Dietary staff were re-educ,lted regarding manufacturer 
instrus1:ions, facility policy, and required tempe1<,ture 
verification proredures before processing dishes. 
No resident adve1se outcom<'s related to the deficient 
practice were identified. 
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SS .a D 

Continued from par,e 13 F0812 2.AII resi~l<mts rec:e111ing me.ils and fo0d service support 
have the potentiitl to b.;, affe<tl'<:! by improper dish 

(1) This may include food it,,ms obtained directly 
from local producers, suhject to arplicable State and 
local laws or regulations, 

machine saniti1iltion pradKes, 
The Dietary Manager ,ind Administl~tot reviewed dish 
machitlf' l€'mperature logs and operating proredw"'s for 

(ii) Tt11s provision does not prohihit ur pwvent 
facilities Imm usir.g produce grown in facility 
gardens, subject to compliance with applicable sale 
,irowing and food-handling practicPs, 

(iii) This provision does not preclude residents from 
consuming foods not procured by the facility. 

§483.60(i)(2) • Store, prepare, distribute and serve 
food in accordance with professional standards for 
food se,vice s4fety. 

Tl'1l5 REQUIR EMENT is NOT MET as evidenced by: 

Based on observat,on. interview, manut11cture 
instruction review. and policy review, \he provider 
railed to ensure that two ot three dish machines 
reached the minimum temperatures for the wash a:id 
rinse tyclns before washing the di~h,}s. 

Findings i•1c11,oe: 

1 Observation and lnterv:e-.v on 5/19/?6 at 9:3? a.m, 
in the main k1tche11 w,th cool< K I evealed a sign on 
1t.e ,',immercial dish l"lachine that read ' When taking 
r,~mps jtemperat11res] rm Ule d,sh machines, please 

all di<:tary Mea~ to ensrne proper teml)€rdtute monitonng 
and cornµliante with f.inhty rmlicy 
All di~tary emrloyees utdinng dish macbinc; we,e 
a%essed for unrlerstandrng of proper drsh machine 
startup procedures and temperature verification 
requirements. 
3.Education is provided to dietary staff th1ou9h the 
Payc¢tn portal platfonn, Confirmation of completion will 
be documt"nted through an attestiltionm the Paycom 
Portal. 
• Manufacturier dish machine requil.-,ments 
• Minimum wash kmpt•rJttue of 150-F 
• Min•mrnn rins¢ tellrp.,.r..ture of rn:rF 
• flequired startup pmn,dwes 
• VNilkation of twnp€'r;itu,ei prim to w«shrng ,Jithes 
• DocumPntahon requuf'ments 
• Repmting equi1>ment concerns immediately 
• Infection conttol and food safety principles related to 
dish sanitization 
The fadhty rE'vised its monitoring process to 1eqwre 
documentation that dish ITTJ chines hct111/ achi,eved prnpw 
temperatures prior to tr~e. 
Temf)E'tclture logs will be reviewed rotrtinflly hy tlietary 
leadership to t'muri' cornplranc, .. 
M.:iir1tenance and dieta,y d.-part,ne>nts will commumcate 
,egarding any dish machine ,;,:,r,cems t(I <'rlSut e prompt 

make sure yo u are running the dish machine at least 
3 lime~tor getting to 1he correct temp before 
recording a temp a$ some or them have ,at without 
being ran so they need tr, qet up to temp hefortl 
usinq.", signed by food sorv,ce supervisor L, Cook K 
ran the first tray of dishes througt, the dish machine, 
and tile wash temrerature reached l.42 degrees and 
the rinse temperature reached 164 degrees. For the 
second load of dishes that cook K ran through the 
dish machine the wash temperature reached 154 
degrees, and the rinse ternre:rature reached 186 
deg mes. 

When asked about the dish machine temperature 
cook K stated, that she needed to run the dish 
machine a couple of times to get to the minimum 
temperature, She confirmed she did not run the dish 
machine before she started to wash the dishes, and 
the dish machine did not reach the minimum 
ternperat\Jre for the first load, 

corre-cttve action. 
4.The Dietary Manager, Adrnlnistrato,, or <lt>sigrwE' will 
conductaudrts as follows: • 
, Two audits per week foi :, weeks. 
• Weekly observations for two ~dditional week.~, 
Audits will include, 
• Verification of app1 opmite temperatures 
• Cm1firmation temperatrnes are obtained prior to 
p, ocessing dishes 
• Review of compl<' tt-d tl:'rnfn•ratur<' logs 
• Verification staff are following startup procedu,es 
• Follow-up on any identifi<i'd equipment concerns 
Any identifisld con,~em~ will result in corrective action and 
staff re-education. 
Audit te5ults will be reviewed through the Quality 
Assurar,c" and Performanc" Improvement (QAl'll 
C<:>mmittee monthly for a minimum of three months. 
Additional monitorrng will be implem~lltE'<l a, n><( -:ssary 
to en>\llE' ongoing compliance, 
Re,porisibl.- Persons: 

2, Observation and interview on ti/20/26 at 8:40 
a.111, in the second-Naur kitchen w,tt, cook J 
revealed cook J ran a tray of dishes through the 

Dietary Manager, Ad,nir1b1r ,,tor, Maint<:'n,incE' Dir•'<lor 
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F0812 Cominued from page 14 F0812 
SS = D dish machine. The wash temperat,1re reached 147 

degrees, and the rinse temperature reached 1.77 
degrees. Cook J stated the d,sh machine 
temperatures should reach a minimum of 150 
tiegrees for the wash cycle and a minimum of 1130 
degrees for the rmse cycle. She dtd not usually run 
the dish machine, out the facility let an employee go 
and did not replace them , so now she cooks and 
he1ps with the dishes. 

3. Interview on 5120126 at 8:52 a.rn. w,th k,,1d 
service supervisor L regarding the dish rr,ach111e 
temperatures revealed that the staff was edur.att'!d on 
how to run the dish machines, The staH knew to run 
the dish machines a couple of times before running 
dishes through them, because water sits m the lines 
and they needed to run them to get the water up to 
the correct temperatures. There was a sign posted 
on the dish machine u1 the main kftchen to rermnd 
the staff to run it. She expected the staff to run thtl 
dish machines before washing the dishes. 

4. interview on 5i2l 126 at 10:07 am w,th 
mainte11ance worker N regarding the dish machine 
temperatures revealed that maintenance was aware 
there was an issue with the temperatures for the 
dish machine in the main kitchen. He thought 11 was 
fixed when the heating element was replaced in that 
dish machine, The dietary staff did notify 
maintenance if there was an issue with kitchen 
equipment. 

5. Interview on 5/21126 at 12:48 p.m, with 
administrator A regarding dish machine temperatures 
revealed that he confirmed the wash temperature 
needed to be 150 degrees or above and the rinse 
temperature needed to be 180 degrees or above. He 
expected the dietary staff to follow the 
manufacturer's instructions for the dish machines. 
He agreed the staff should have run the dish 
machines to get the temperature up before washing 
dishes. 

6. Review of the manufacturer's dish machine 
instruction revealed the hot water sanitizing wash 
temperature should be150 degrees Fahrenheit 
minimum, and a rinse temperature of 180 degrees 
Fahrenheit minimum. 

7. Review of the provider's 2021 Ck,aning 
Dishes/Dish Machine policy revealed "All flatware, 
serving dishes, and cookware will be cleaned, 
rinsed, and sanitized after each use. The dish 
machines will be checked prior to meals to assure 
proper functioning and appropriate temperatures for 
cleaning and sanitizing.• 

FORM CMS-2567 (02199) Previous Versions Obsolete Event ID: 231923-Hl Facility ID: 0013 If continuation sheet Page 15 of 15 



PRINTED: 06/03/2026 

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 

CENTERS FOR MEDICARE & MEDICAID SERVICES 0MB NO. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS 

(Xl) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

435036 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

B. WING 

(X3) DATE SURVEY COMPLETED 

05/19/2026 

NAME OF PROVIDER OR SUPPLIER 

JENKIN'S LIVING CENTER 

STREET ADDRESS, CITY, STATE, ZIP CODE 

215 SOUTH MAPLE STREET, WATERTOWN, South Dakota, 57201 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY) 

(XS) 
COMPLETION 

DATE 

E0000 Initial Comments 

A recertification survey for compliance with 42 CFR 
Part 482, Subpart B, Subsection 483.73, Emergency 
Preparedness, requirements for Long Term Care 
facilities was conducted on 5/19/26. Jenkins Living 
Center was found in compliance. 

E0000 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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INITIAL COMMENTS KOOOO K0OOO 
Bldg.01 

A recertification survey was conducted on 5/19126 
for compliance with 42 CFR 403.90 (a)&(b}, 
requirements for Long Term Care facllities. Jenkins 
Living Center (bwlding l) was found not in 
compliance. 

Please mark an "F' in the completion da.te column 
for the K225 deficiency identified as meE\ting the 
FSES. 

K0225 Stairways and Smokeproof Enclosures K0225 
SS=C F 
Bldg. 01 CFR{s): NFPA 101 

Strurways and Smokeproof Enclosures 

Stairways and Smokeproor enclosures used as exits 
are in accordance '.Vith 7.?. 

18.2.2.3, 18.2.2.4, 19.2.2.3. l 9.2.2.4, 7.2 

This STANDARD IS NOT MET as evidenced by: 

Based on observation and record review, the 
provider failed to maintain conforming exit stairs for 
one of three exits (west stair) that deid not have a 
landing. 

Findings include: 

1 Observation on 5/19126 at 9:30 a.m. revealed that 
the west stair connecting the first and second level 
was not equipped with a landing at the second level. 

later review of the pre111ous survey report dated 
1/28/25 and communication with the facil11y 
administrator on 5119/26 at 11:41 a.m. confirmed the 
continued finding. 

The building meets the FSES. Please mark an "F" in 
the completion date column. 

Any deficiency statement ending wiu, an asterisk (•) denotes a deficiency which the insntution may be excused rrom correcting prollid1ng it 1s determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the fmdmgs stated above are disclosable 
90 days following the date of survey whether or not a plan of correcllOn is provided For nursing homes, the above findings and plans of correc11on are disclosable 
14 days following the date these documents are made available to the faciiity. It deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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INITIAL COMMENTS KOOOO KOOOO 
Bldg. 02 

A recertification sut'Vey was cond;;cted on 5i19/26 
for compliance with 42 CFR 483.90 (a)&(b), 
requirements for Long Term Care facilities. Jenkins 
livi,ig Center (building 2) was found not in 
compliance. 

Th<) building will meet the requJremerits of the 2012. 
LSC for existi11g health care or.c:upancies upon 
correction of aefic1encies identified at K 222 In 
con1unc1Ion with the proviaer's cornm,tment 10 
continued compliance wiih the fire safety standards. 

PltJase mark an "F' in the completion date column 
for the K2?5 deficien.::y identified as meflUng the 
FSES. 

Y,0222 Egress Door~ K022?. On 6 •&/2026, the requir t~J delayed-egress siqnage wasSS"-C 6/8.126
installed on the third-f1001 Wf.'St stair enclosure door in Bldg. 02 CFR(s): NFPA 101 
Building 2. The signage. was placed in at'cordonce with 
NFPA 101 requirements and verified hy the Director of Egress Doors 
Fnvironmental Services. 
2.The Director of Environmental Services conducted an 

equipped with a latch or a lock that requires the use 
Doors in a required means or egress shall riot be 

audit of all delayed-egress doors throughout the facility to 
of a tool or key from the egress side unless using verify the presence of rP.quirt-d signagt- and compliance 
one of the following special locking arrangernenrs: with Life Safety Code requirements. No other 

noncompliance issues were identified. 
CLINICAL NEEDS OR SECURITY THREAT LOCKING :;.The facility revised its Lif P Safety inspection process to 

indude verification of required signage on all delayed-
Where special locking arrangements for the cl,n•c;;li eg,ess doors. The Director of Environmental Servtct>s and 
security needs of the patient are used, only one maintenance staff were educated rt-9a1ding NFPA 101 
locking dev,ce shall be permitted on each door and requirements for delayed-e91 ess locking systems, including 
provisions shall be made for the rapid removal of required signagE'. 
occupants by· remote control of lock.s; keying of all 4.The Oire<tor of Environmental Seivices ordesigne;: will 
locks or keys carried by staff at all limes; or other complett- monthly audits of all delayed-egress doors for 
such reliable means available to the staff at all three months to verify the presence and condition of 
times. required signagf'. Audit findings will be reviewed through 

the facility'5 QAPI process. Any ~oncerns identified will be
18.2.2.2.5.1, 18.2.2.2.6, 19.2.2.2 5.1, 19.2.2.2.6 corI ected imm11diately. 

SPECIAL NEEDS LOCKING Af,f<ANGEMENTS 

Where special locking arrangements tor the safety 
needs of the patient are used, all of the Clinical or 
Security Locking requirements are being met. In 
addition, the locks must be electrical locks that fail 

Any deficiency statement ending with an asterisk (') denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficu;>nt protection to the patients. (See reverse for furtMr instructions.) Ell.ceptfor nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether ur riot a plan of co'rrec11on is provi<Jed For nursiny homes, tile above findmgs and plans of correction are disclosable 
14 days following the dale these documents are made available to the faci li ty. 11 deficiencies are cited. an approved plan of correction 1s requisite to continued 
program participation. 
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K0222 Continued from page 1 K0222 
SS=C safely so as 10 release upon loss ot power to the 
Bldg.0? device; the building is protected by a supervised 

automatic sprinkler sysrem and the lockea spa.-:e is 
protected by a complete smoke detection system (or 
is constantly monitored at an attended location 
within the locked space); and both the sprinkler and 
detection systems are arranged to unlock the doors 
upon activation 

18.2.2.2.5.2, 19.2.2.2.5.2, TIA 12-4 

DELAYED-EGRESS LOCKING ARRANGEMENTS 

Approved. listed delayed-egress locking systems 
installed in accordance with 7.2.1.6.l shall be 
permitted on door assemblies serving tow and 
ordinary hazard contents in buildings protected 
throughout by an approved, supervised automatic 
fire detecuon system or an approved, supervised 
automatic sprinkler system. 

18.2.2.2.4, 19.2.2 2.4 

ACCESS-CONTROLLED EGRESS LOCKING 
ARRANGEMENTS 

Access-Controlled Egress Door assemblies installed 
1n accordance with 7.2 .1 6.2 shall be permitted. 

18.2.2 2.4, 19.2.2.2.4 

ELEVATOR LOBBY EXIT ACCESS LOCKING 
ARRANGEMENTS 

Elevator lobby exn access door locking in 
accordance with 7.2.1.6.3 shall be permitted on door 
assemblies in buildings protected throughout by an 
approved, supervised automatic fire detection 
system and an. approved, supervised automatic 
sprinkler system. 

18.2.2.2.4. 19.2.2.2.4 

This STANDARD l~ NOT MET as evidenced by: 

Based on observation, interview. and testing. the 
provider failed to maintain exit locked exit doors in 
accordance with Section 7.2.1.6.1. The magnehcally 
locked door for the ltlird floor of building 2 to the 
west stair enclosure was not equipped with delayed 
egress signage. 

Findings include: 

1. Observation on 5/19/26 at 11:07 a.m. revealed a 
magnetically locked exit door to the west stair 
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K0222 Continued from page 2 K02.22 
SS-=C enclosure on the third floor. lr'lterview with the 
Bldg. 02 director of environmental services revealed the 

door's magnet was a delayed egress lock. Testing 
of the door at the time of the c.,bservation with the 
lock engaged confirmed that ih,; lock was a delayed 
egress lock. ·rhe donr was not equipped with 
deiayeo egre::.s s1gnage Interview with :he uiret.:tor 
of env,ronmen!al service!, al thft ume ol 1.he 
observation confirmed that finding . 

K0225 
ss ,- c 

Stairways and Smokeproof Enclosu1es K0225 F 

Bldg. 02 CFR(!,c): NFPA 101 

Stairways and smokeproof Enclosures 

Stairways and Smokeproot endosures 1.,sed as exits 
are ir accordance witn 7.2 . 

18.2.2.3, 18.2.2.4, 19.2.2.3, 19.2.2.4, 7.2 

This STANDARD is NOT MET as evidenced by: 

Based on observation and record review, the 
prov,der failed to maintain a minimum c!ear space of 
22 inches betwcer. the swing of the door and the 
newel post in one of the three stairwells (southwest 
stair enclosure). 

f'ir.dings include: 

l. Observation on 5/19/26 at 10:30 a.m. revealed 
that the door swinging into the second-floor west 
stair enclosure reduced the landing to 21 inches. 

2. Observation on 5/19/26 at 10:37 a rn . also 
revealed that the Cloer swinging into the 
secorid-floor west stair enclosure reduced the 
landing to 11 inches. 

Later review of the previous survey repm1 dated 
1/28.'25 and communication witt1 the facility 
administrator on 5/19/26 at 11·44 a . .m. confirmed the 
continued finding . 

The building meets the f-SES. 0 iease mark an ''F'' in 
the comp,etion date colurnn. 
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K0OO0 
Bldg. 03 

INITIAL COMMENTS 

A recert.1f1cat10n survey was conducted on 5119/26 
for compliance with 42. CFR 483.90 (a}&(b), 
requirements for Long Term Care facilities. Jenkins 
Living Center (building 3) was found in compliance. 

KOO00 

Any deficiency statement ending with an asterisk{') denotes a deficiency wh1cn the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.} Except for nursing homes. the findings stated above are disclosable 
90 days followin(J the date of sun,ey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited. an approved plan of correction is requisite to continued 
program participation. 
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INITIAL COMMENTS 

A re,certification 5:urvey was conducted on 5/19/26 
for compliance with 42 CFR 483.90 (a)&{b), 
requirements for Long Term Cl!rn fadhlies. Jenkins 
Livirig Center (building 4) was found in comp1,.,nce. 
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K0OOO 
Bldg. 05 

INITIAL COMMENTS 

A recertification survey was conducted on 5/19126 
for compliance with 42 CFR 483.90 (a)&(b), 
requirements for Long Term Care facilities. JP.nkins 
Living Center (building 5) was found not in 
compliance. 

The building will meet the requirements of the 2012 
LSC for existing health care occupancies upon 
correction of deficu:mcies identified at K222 in 
conjunction with the provider's commitment to 
continued compliance with the fire safety standards. 

KOOOO 

K0222 
SS=C 
Bldg.OS 

Egress Doors 

CFR(s): NFPA 101 

K0222 
1.On 6/8/26, the m.ignetic locking device; on tht> 
east a,ld west exit doors of Building 5 were 

6/8/26 

Egress Doors 

Doors in a required means of egress shall not be 
equipped with a latch or a lock that requ,res tile use 
of a tool or key from the egress side unless using 
one of the following special locking arrangements: 

CLINICAL NEEDS OR SECURITY THREAT LOCKING 

Where special locking arrangements for the clinical 
security needs of the patient are used, only one 
lockrng device shati be permitted on each Cloor and 
provisions shall be made for the rapid removal at 
occupants by: remote control of locks: keying of all 
locks or keys earned by staff at all times: or other 
such reliable means available to the staff at all 
times. 

18.2.2.2 5.1, 18.2.2.2.6, 19.2.2.2.5.1, 19.2 2.2 6 

SPECIAL NEEDS LOCKING ARRANGEMENTS 

Where special locking arrangements for the safety 
needs of the patient are used, all of the Clinical or 
Security Locking requirements are being met. In 
addition, the locks must be electrrcal locks that fail 
safely so as to release upon loss of power to the 
device; the building is protected by a supervised 
automatic sprinkler system and the locked space is 
protected by a complete smoke detection system (or 

removed from servtc'", and the do01s were , etumed 
to free egress operation. The focility ve,ified that 
occupants can exit through both doors without the 
use of a keypad, key, tool, or special knowledge-
2.The DrrectOI ot Envuonmental Services conducted 
an audit of all exit door, throughout the facility to 
verify compliance with NF-PA 101 requirements fo, 
egress doors and sped ~! locking arrangement~. No 
additional non·compliant locking mechanisms were 
identified. 
3.The facility upd~ted its Ufe Safety ;;nd 
Environmental Services inspection process to 
include review oi all locking devices on egres~ doors 
whenever a unit's function 01 resident population 
changes. The Director of Environmental Services 
and Administrator we,e educated on NFPA 101 
Section 7 .2.1.6 1 equirements regarding special 
locking arrangements and egress door cOITlpliance. 
4.The Director of Environmental Servi~s or 
design~ will r.omplete monthly autl1ts of all Pxit 
door~ for three months to verify pioper operation 
and.compliance with Life Safety Code requirements. 
Audit results will be reported through the facility's 
Quality Assurance and Performance lrnp10vement 
(QAPI) process. Any identified conC<'tllS will be 
corrected imm<;>d1atd y. 

Any def1c1ency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is dt:terrnined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes. the findings stated above are oisclosable 
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14 days following the date these documents are made available to the facility. If defrcienc,es are cited, an approved plan of correctmn 1s requistte to continued 
program participation. 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE 

flre5,;,{,,//4,.50 -/ol-.., H 
Event ID: 231923-Ll Facility ID. 0013 If continuation sheet Page 1 of 3 



PRINTED: 06/03/2026 

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 

CENTERS FOR MEDICARE & MEDICAID SERVICES 0MB NO. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS 

(XJ j PROVIDER/SUPPLIER/CUA 
IDE:NTIFICATION NUMHER: 

435036 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 05 • BUILDING 0.,. 

8.WING 

(X3) DATE SURVEY COMPLETED 

0511.9/2026 

NAME OF PROVIDER OR SUPPLIER 

JENKIN'S LIVING CENTER 

STREET ADDRESS, CITY, STATE. ZlP CODE 

215 SOUTH MAPLE STREET , WATERTOWN, South Dakota, 57201 

(X4)1D 
PREFIX 

TAG 

SUMMARY STATEMENT Or- DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED EIY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATiON) 

ID 
PRE;f'.IX 

TAG 

PROVIDER'S F'LAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY) 

(X5) 
COMPLETION 

DATE 

1<022? Continued from page l K0:?22 
SS=C is constanlly monitored at an attended location 
Bldg. 05 within the locked space): arid hoth the sprinkler and 

detection systems are arranged to unlock the doors 
upon activation. 

18.2.2.2.5.2, 19.2.2.2.5 2, TIA 12-4 

DELAYED-EGRESS LOGKING ARRANGEMENTS 

Approved, listed delayed-egress lockmg systems 
installed in accordance with 7.2.1.6.1 shall be 
permitted on door assemblies seN111g low and 
ordinary hazard contents in buildinos protected 
throughout by an approved, supeNised automatic 
fire detection system or an approved, supervised 
automat!:: sprirkler system. 

18.2.2.2.4. 19. 2.2.2.4 

ACCESS-CONTROLLED EGRESS LOCKING 
ARRANGEMENTS 

Access-Controlled Egress Door assembhes inslolled 
in accordance with 7.2.1.6.2 shall be permitted. 

18.2.2.2.4, .19.2.2.2.4 

ELEVATOR LOBBY EXIT ACCESS LOCKING 
ARRANGEMENTS 

Elevator lobby exit access door locking in 
accordance with 7.2.1.6,3 shall be permitted on door 
assemblies in buildings protec:ted throughout by an 
approved, supervised automatic fire detection 
system arid an approved. supervised automatic 
sprinkler system. 

18.2.2.2.4, 19.2.2.2.4 

This STANDARD is NOT MET as evidenced by: 

Based on observauon and intervit:w, the provider 
!a,led to rnaintaifl exit locked exit doors in 
accordance with Section 7 .2.1.6 lor ttie east and 
west e><it doors on the first floor of building 5. 

Findings include: 

1. Observation on 5/19126 at 11:22 a.m. revealed 
triat the magnetically locked doors for the east and 
west exits were equipped with keypads to release 
the magnet locks. 

2. Interview on 5119/26 at 11:25 a.m. with the 
director of environmental services revealed tl\at the 
door's magnets were not delayed egress locks. He 
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K0222 Continued from page 2 K0222 
SS=-C stated that the floor had previously been part of a 
Slag. 05 secure wing. The exit door magnetic locks did nut 

meet the requirements of Section 7.2.1.6 Special 
Locking Arrangements. 
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