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FOOOO INITIAL COMMENTS FOOOO 

A recertification health survey for compliance with F0686- Treatment/Services lo Prevent Pressure Ulcers 

42 CFR Part 483, Subpart B, requirements for Long Resident #11 'scare plan, physician orders, treatment 

Term Care facilities was conducted from 7/14126 documentation, and interventions related to pressure ulcer 

through 7/16/26. Good Samaritan Society Tyndall 
was found not in compliance with the following 
requirements: F584, F684, F686, and F695. 

prevention and skin integrity will be reviewed by the Dire<>tor of 
Nursing (DON) or designee and corrected as indicated. The care 
plan will be revised to ensure interventions related to pressure ulcer 
prevention, wound management, posmoning, brace use, skin 
monitoring. nutrition and hydration, moisture management. and 
other identified risk factors are individualized, current, and clearly 

A complaint health survey for compliance with 42 communicated to the interdisciplinary team. 

CFR Part 483, Subpart B, requirements for Long Resident #11 currently does not have any existing pressure ulcers. 
Term Care facilities was conducted from 7114/26 If resident#11 develops or is idenldied with any pressure ulcer, it 
through 7/16/26. The areas swveyed were the will be staged, measured, lfeated according to physician orders, 

quality of care and a safe, clean homelike assessed for signs of infection, and documented in the wound 

environment related to cluttered hallways. Good record and care plan so healing progression is tracked consistently. 

Samaritan Society fyndall was found in compliance. A root cause analysis, including anavoidable versus unavoidable 
determination, will be completed for any pressure ulcer identified for 

F0686 Treatment/Svcs 10 Prevent/Heal Pressure Ulcer F0686 
resident #11. Findings will be used to guide care plan revisions. 

SS=G 
CFR(s): 483.25(b)(1}(0(ii) 

August 14th, 2026 

§483.25(b) Skin Integrity 

§483.25(b)(1) Pressure ulcers. 

Based on the comprehensive assessment of a 
resident, the facility must ensure that-

(i) A resident receives care, consistent with 
professional standards of practice, to prevent 
pressure ulcers and does not develop pressure 
ulcers unless the individual's clinical condition 
demonstrates that they were unavoidable; and 

(ii) A resident with pressure ulcers receives 
necessary treatment and services, consistent with 
professional standards of practice, to promote 
healing, prevent infection and prevent new ulcers 
from developing. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, interview, record review, and 
policy review, the provider failed to implement 
pressure ulcer (skin and/or underlying tissue injury 
from prolonged pressure) prevention interventions 
for one of one sampled resident (11) who was 

Any deficiency statement ending with an asterisk(*) denotes a deficiency which the in 
safeguards provide sufficient protection to the patients. (See reverse for further instruc 
90 days following the date of survey whether or not a plan of correction is provided. Fe 
14 days following the date these documents are made available to the facility. If deficiE 
program partic1pat1on. 

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

08/09/2026Shalee Pitman Administrator 
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F0686 Continued from page 1 F06B6 
SS=G identified as having a mild risk for developing a 

pressure ulcer and developed a stage IV (4; open 
Resident #11 's nutritional and hydration needs related to pressure 
ulcer prevention and healing will be verified and incorporated into 

wound with full-thickness skin and tissue loss. the care plan. Moisture management and incontinence care needs,
Bone, tendon, or muscle may be visible) pressure including barrier cream use and scheduled toileting when indicated, 
ulcer to her right antecubital space (the shallow will be assessed and ensured. 
triangular depression directly in front of the elbow 
joint). 

Device-related risks, including pressure, friction, and shear 
associated with braces, splints, positioning devices, or other medical 
equipment, will be specifically assessed and monitored. 

Findings include: 
Resident #11 's brace management plan will be reviewed with 

1. Observation on 7115/26 at 2:19 p.m. revealed 
nursing and therapy staff to ensure the brace is applied and 
removed according to physician/therapy orders, skin is assessed for 

resident 11 was sitting in her recliner in her room. pressure or breakdown associated with the devioe, and required 
She wore an arm brace that started just above her monitoring and interventions are documented. 
right wrist and stopped at her elbow, and there were 
no visible wounds on her right arm. 

2. Interview on 7/15/26 at 3:25 p.m. with resident 11 
revealed that she did not have any current wounds, 
but had an orien wound on her right arm a month 
ago: that wound had healed. She was unable to August 14th, 2026 

move her right arm and had worn an arm brace that 
had caused the wound on her right arm a month 
ago. She now wore a different arm brace on her 
right arm that provided more padding. 

3. Review of resident ll's electronic medical record 
(EMR) revealed that she admitted to the facility on 
711124. Her Briel Interview for Mental Status (BlMS) 
assessment score was 15, which indicated her 
cognition was intact. 

Her diagnoses included spastic hemiplegia (a 
neuromuscular condition causing muscle stiffness 
on one side of the body) affecting her right dominant 
side, peripheral vascular disease, contracture (the 
permanent tightening or shortening of muscles, 
tendons, ligaments, or skin that prevents normal 
joint movement) on her right side, and a 
non-pressure chronic ulcer on the right upper arm 
with the fat layer exposed. 

Her 313126 Braden scale (a tool used to assess the 
risk of developing pressure ulcers) assessment 
score was 15, which indicated she had a mild risk of 
developing a pressure ulcer. 

Resident ll's 4/28/26 weekly skin assessment 
revealed that she had developed a 
moisture-associated skin damage (MASD) open area 
in the right antecubital space of her right arm. The 
wound measurements were 1.2 centimeters (cm) in 
length x 0.8 cm in width x 0.2 cm in depth. A 
non-stick Telfa dressing (a sterile, non-adherent 
wound dressing designed to protect wounds without 
sticking to the healing tissue) was placed over the 
area for protection. The CCL E requested a 
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physician's order to continue with the Telfa 
dressing at that time. 

Resident ll's medication administration record 
(MAR) included a 4/29/26 physician's order for a 
"Brace to be ordered for extension and contracture·, 
and a 5/5/26 physician's order for "Resident brace 
to right elbow to be placed on in the AM and 
removed at HS". There was no documentation on 
resident ll's treatment MAR to support when her 
old brace was placed or when it was removed. 

On 5/12/26, resident 11 was referred to and seen in 
the wound clinic, and her initial wound 
measurements on her right arm were 0.5 cm in 
length x 0.7 cm in width x 0.2 cm in depth. The fat 
connective tissue was exposed, and there was a 
moderate amount of serosanguineous (a thin, watery 
wound drainage that is light pink or pale red in 
color) drainage. 

The wound clinic staff indicated the wound was a 
stage Ill {3: open wound with full-thickness skin 
loss. Fatty tissue may be visible) pressure injury. 
The wound clinic physician's orders were to change 
the dressing on resident ll's right arm every other 
and to have her arm brace on during the day and off 
at night 

A 5/19/26 wound clinic note imlicated that her right 
arm wound measured 0.4 cm in length x 0.5 cm in 
width x 0.2 cm in depth. 

A 5/26/26 wound clinic note indicated that her right 
arm wound measured 0.4 cm in length x 0.4 cm in 
width x 0.1 cm in depth. Wound clinic staff indicated 
the wound was a stage IV pressure injury. 

A 6/9/26 wound clinic note indicated that resident 
ll's right arm wound was completely healed and 
resident 11 would be discharged from wound clinic 
care. 

Review of resident 1.l's 7/15/26 care plan 
(personalized plan that addresses a resident's care 
needs, goals, and interventions) indicated she had 
"an actual and potential risk lor pressure ulcer 
development due to increased need for assistance 
and a right arm contracture." The goal was to 
maintain her intact skin without redness or 
discoloration. The interventions included providing a 
right arm brace, which was initiated on 6/8/26, and 
a goal for the staff to immediately notify the nursing 
department of any new skin issues such as redness, 
blisters, bruising, or discoloration during bathing or 
daily care that was initiated 7/1124. The care plan 
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The DON or designee will conduct a facility-wide review of residents 
who have current or previous pressure ulcers/wounds, are at risk for 
impaired skin integrtty, or utilize braces, splints, positioning devices, 
or other medical equipment that may contribute to skin breakdown. 
The review will include care plans, physician orders, treatment 
records, skin and risk assessments, positioning interventions, 
nutr~ion and hydration needs, moisture management and 
incontinence care, and device-related skin monitoring. 

Moisture management and incontinence care, including barrier 
cream use and scheduled toileting when indicated, will be assessed 
and ensured tor all at-ri 

led immediately. 

August 14th, 2026 
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F0686 Continued from page 3 F0686 
SS =G contained no evidence of implemented interventions 

to prevent resident ll's antecuoital stage Ill 
pressure injury at the right arm brace site before 

The fadltty will implement a standardized Skin Integrity and Medical 
Device Review Process and checklist. The review will verify current 
orders; individualized pressure inJury prevantion interventions: 

was identified on 4/28/26. device instructions and application/removal schedules: skin 
monitoring: nutrition and hydration support; moistura management: 

4. lnteiview on 7/15/26 at 4:11 p.rn. with licensed device-related friction and shear risks; completion of preventive . 
practical nurse (LPN) F revealed that the resident's intarventions: and timely reassessm9nt and care plan revision when 

dressing changes were completed l:Jased on the ccndition changes. 

physician's order in the resident's medication Licansad nursas and certified nursing assistants will bare-educated 
administration record (MARJ. The nurses tried to on pressure ulcer prevention, early identification of skin concerns, 
change the residents' dressings in the morning individualized care plan interventions, skin integrity monitoring 

when the staff members were helping the residents 
get up and dressed for the day. 

related to braces/splints/devices, nutrition and hydration support. 
moisture management including incontinence care. recognition of 
signs of infection and wound deterioration. timely provider 
notification, and required documentation. 

5. Phone interview on 7/16/26 at 2:34 p.rn. with 
clinical care leader (CCL) E regarding the process to 
prevent and monitor the resident's skin for 
breakdown revealed that the weekly skin 
assessments were completed on the residents to 
monitor for skin breakdown. Resident ll's pressure August 14th, 20$ 

ulcer to her antecubital space on her right arm was 
found during a weekly skin assessment. CCL E 
stated she had called resident ll's primary care 
provider (PCP) to provide an update and request an 
order for wound care. Initially, resident 11·s wound 
was identified as a moisture-associated skin damage 
(MASO) wound. Resident 11 received a physician's 
order on for a foam dressing to be placed on the 
antecubital space of her right arm daily and for 
continued monitoring of the pressure ulcer. 

CCL E discussed with the care team the possibility 
of a different arm brace for resident 11 to help 
manage her contracture and to prevent further skin 
breakdown in that area. CCL E had contacted the 
physical therapy department, who suggested 
obtaining an order from resident ll's physician for 
what brace to use, and a new brace was purchased 
for resident ll's rigtlt arm. When resident ll's right 
arm wound did not improve, she was referred to the 
wound clinic for further treatment. 

6. Interview on 7/16/26 at 6:00 p.m. with cerUfied 
nursing assistant (CNA) G regarding resident 11's 
right arm wound revealed that she did not notice a 
wound on resident 11while providing her care. CNA 
G stated that if she were to notice a skin issue, she 
would report it to the nurse on duty. 

7. Interview on 7/16/26 at 6:07 p.rn., with the 
director of nursing (DON) B and administrator A 
revealed the facility utilized the Braden Scale as its 
standardized skin risk assessment tool. DON B 
explained that the Braden Scale assessments were 
documented in the resident's EM R and that the 
nursing staff members were expected to complete an 
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Continued from page 4 
additional nursing note. DON B stated that CNAs 
were trained to report any skin concerns such as 
redness or bruising to a nurse on duty at that time. 
The staff members were educated on care-plan 
interventions for residents identified as having a 
high risk of developing pressure ulcers, including 
specialized mattresses, heel floating, repositioning, 
and·other preventive strategies. 

DON B expected the nursing staff 10 notify the 
resident's primary care provider of any skin 
changes and follow the provider's recommendations 
and orders. Regarding resident ll's right arm wound 
and brace, DON B reported that the new arm brace 
was ordered after consulting with resident 11's 
physician, aml the physical therapy (PT) department 
educated the nursing staff on how to apply the 
brace. The nurseswere responsible for applying the 
brace and were to document its removal, 

DON B was unaware of any documentation that 
resident ll's old right arm brace was put on and 
removed during April or May 2026 and was unsure 
who was responsible for putting on and removing 
the brace. Resident 11 received restorative services, 
as listed in her care-plan. DON B did not recall any 
differences between the two arm braces that resident 
11 used. DON B was unsure whether the nurses had 
received any education regarding brace 
management. 

DON B stated there was no documented education 
provided by the PT department specific to resident 
ll's old arm brace, and they were not involved in 
establishing a schedule for when to put on and 
remove resident ll's brace. There was no 
documented education that any staff members were 
trained in putting on and removing resident ll's old 
arm brace. 

DON B stated CCL E initially identified resident ll's 
pressure ulcer during a weekly skin assessment on 
4/28/26. Resident 11 was referred promptly to the 
wound care clinic, and the clinic routinely sent their 
visit notes back to the facility. The resident's 
antecubital area on her right arm was initially treated 
at the facility for MASO. DON B stated there was no 
documentation indicating resident ll's old arm 
brace caused her rig ht arm wound. 

DON B was unsure what interventions were in place 
for resident ll's old right arm brace to prevent her 
from acquiring a pressure ulcer. DON B believed the 
old brace was intended to prevent further 
contracture of the resident's right arm. 

ID 
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Education will be completed during the mandatory all-staff meeting 
on August 11, 2026, by the clinical care lead, Nicole DeFries, and 
the clinical leaming and development specialist, Rosemary Sender. 
Staff unable to attend on August 11, 2026 will complete make-up 
education prior to their next worked shift. Newly hired staff will 
receive education during orientation. 

The DON or designee will complete -klyaudits of five residents 
identified as being at risk for impa;red skin integrity, including 
resident #11 when applicable, for four weeks; every otherweek for 
four weeks; and monthly for two add~ional months until substantial 
compliance is achieved and sustained. Concerns will be corrected 
immediately. 

Audit results and trends will be reported monthly to QAPI. Results of 
any root cause analysis will also be reviewed by QAPI to identify 
facility-wide trends and guide system-level improvements. 

(X5) 
COMPLETION 

DATE 

August 14th, 2026 

Compliance Date: August 14th, 2026 
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Continued from page 5 
8. Review of the provider's 3/2/26 Pressure Ulcer 
policy revealed the facility was required to provide 
appropriate assessment and prevention of pressure 
ulcers, as well as treatment when necessary. 

9. Review of the provider's updated 6/30126 Wound 
and Pressure Ulcer Management policy revealed the 
facility was to provide current and consistent 
standards of practice in wound care management. 
"Wound care management may include the 
management and treatment of surgical wounds, 
pressure ulcers, diabetic ulcers, skin conditions, as 
well as arterial and venous ulcers. These are the 
most common types of wounds that occur. 
[Redacted provider's name] wound care programs, 
pressure ulcer guidelines, and protocols have been 
developed and implemented to provide quality 
service to residents. Promotion of healing, pain 
management, and prevention of complications is 
extremely important, as well as accurate assessment 
and documentation." 

Safe/Clean/Comfortable/Homelike Environment 

CFR{s): 483.lO(i){l)-{7) 

§483. lO(i) Safe Environment. 

The resident has a right to a sale, clean. comfortable 
and homelike environment, including but not limited 
to receiving treatment and supports for daily living 
safely. 

The facility must provide-

§483.lO(i)(l) A sale, clean, comfortable, anci homelike 
environment, allowing the resident to use his or her 
personal belongings to the extent possible. 

(i) This includes ensuring that the resident can 
receive care and services safely and that the 
physical layout of the facility maximizes resident 
independence and does not pose a safety risk. 

(ii) The facility shall exercise reasonable care for the 
protection of the resident's property from loss or 
theft. 

§483.10(i)(2) Housekeeping and maintenance services 
necessary to maintain a sanitary, orderly, and 
comfortable interior; 

§483.10(i)(3) Clean bed and bath linens that are in 
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F0584 • Safe, Clean, Comfortable, and Homelike Environment 

Environmental concerns identified during the survey, including 
damaged drywall, peeling paint, resident room repairs, and 
bathroom privacy concerns, were addressed through the facility 
maintenanoe process. The batliroom door for residents #18 and #32 
was repaired and reinstalled by July 16, 2026. 

The facility will ensure all damaged drywall areas identified during 
the survey are repaired to restore a safe, clean, and homelike 
environment. Areas of peeling paint identified during the survey will 
be repainted to maintain a sanitary and well-kept physical 
environment. 

August 14th, 2026 
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F0584 Continued from page 6 F0584 
SS = E good condition; 

All resident room repairs identified by surveyors, including structural 
or cosmetic damage, will be completed to ensure resident rooms 
remain clean, comfortable, and homelike. 

§483.10(i)(4) Private closet space in each resident 
room, as specified in §483.90 (e)(2)(iv); Bathroom privacy concerns, including missing or improperly 

functioning doors, locks, or barriers, wW be corrected prompUy to 
protect resident dignity and privacy. 

§483.l0(i)(S) Adequate and comfortable lighting levels The Administrator and Maintenance Director completed a 
in all areas; facility-wide environmental assessment of resident rooms, 

bathrooms, hallways, and common areas. Identified concerns were 
entered into the maintenance tracking process for repair. 

§483.10(i)(6) Comfortable and safe temperature levels. 
Facilities initially cenified after October 1, 1990 must 
maintain a temperature range of 71 to 81°F; and 

§483.10(i)(7) For the maintenance of comfortable 
sound levels. 

August 14th, 2026This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, interview, record review, and 
policy review, the provider failed to ensure a 
homelike environment was maintained for two of 
fourteen sampled residents (18 and 32) who did not 
have a bathroom door and four of fourteen sampled 
residents (10, 24, 35, and 44) whose walls in their 
rooms had exposed drywall and peeling paint. 

Findings include: 

1. Observation on 7/14/26 at 9:28 a.m. in resident 
24's room revealed an approximately ten-inch area 
between her end table and stationary chair with 
peeling l)aint, mare than five gouges in the drywall, 
and two three-to-four-inch areas where the drywall 
was exposed. 

2. Observation and interview on 7114/26 at 11:19 
a.m. with residents 18 and 32 in their shared room 
revealed that they did not have a bathroom door. 
The bathroom was directly across from where 
resident 18 sat in her recliner and resident 32 sat in 
her wheelchair. 

Resident 18 stated that the door was removed a few 
days ago to be repaired. She was unsure if the door 
was removed before or after the weekend. She went 
across the hallway into the emflty resident room's 
bathroom to use the bathroom if she wanted to 
close the door. She felt that going across the hall to 
use the bathroom gave her the privacy that she 
needed but wondered when their bathroom door 
would be rel)aired. She often got up one to two 
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F0584 Continued from page 7 F0584 
SS = E times during the night to use the bathroom and 

hoped that their bathroom door would be repaired 
All staff will be re-a<lucated by the Administrator, Shalee Pitman, on 
prompt reporting of environmental concerns. completion or 

soon so she could use their bathroom. maintenanoe work requests, protecting resident privacy while 
repairs are pending, and reporting unresolved maintenance 

Resident 32 stated that when she used the conoems to facility leadership. 
bathroom, if resident 18 was in their room. the staff Staff unable to al!end the initial education will complete make-up
members would try to remember to pull the cunain education prior to their next worked shift. 
around resident 18 and her bed, and the staff 
members closed the bedroom door to the hallway. 

3. Observation and interview on 7/14/26 at 12:51 
p.m. with resident 10 in her room that she shared 
with resident 35 revealed there was a large area 
behind her recliner between her bed and resident 
35's bed where there were more than five 
three-to-lour-inch gouges in the wall with exposed 
drywall and peeling paint. She pointed at the area 
behind the recliner and stated it was "like that" 
when she moved from another room in the facility August 14th, 2026 

into that room a couple of weeks ago. She thought 
that the staff members were aware of the area 
because it was visible from anywhere in the room. 

4. Observation and interview on 7115/26 at 8:28 a.m. 
with resident 44 in her room revealed that she sat in 
a chair between her bed and the window. and she 
did not share the room with another resident. There 
were several areas behind resident 44's recliner 
where the paint was peeling, and the drywall was 
exposed. On the side of the room closest to the 
window, there were more than five eight-inch-long 
areas on the heat register where the paint was 
peeling, and the metal was exposed. There were 
more than ten scratches on the wall by the window, 
with deep scratches, peeling paint, and exposed 
drywall. 

Resident 44 did not know how long the areas on her 
wall or on the heat register were damaged. 

5. Observation and interview on 7/15/26 at 8:30 a.m. 
with maintenance mechanic J regarding residents 10, 
18, 24, 32, 35, and 44's rooms revealed that he was 
unaware of the areas of exposed drywall and peeling 
paint He stated that the facility's management team 
conducted "angel rounds" {a process of going room 
to room to observe for resident and environmental 
concerns). He expected that when the staff members 
observed environmental concerns like peeling paint 
or exposed drywall, they would document the need 
for repairs on the Maintenance Request Sheets. 

Maintenance mechanic J reviewed the Maintenance 
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F0584 Continued from page B F0584 
SS = E Request Sheets on the maintenance clipboard and 

stated that there were no requests marle for those 
Leadership will continue documenting weekly Angel Rounds utilizing 
an environmental audit tool to identifyand track needed repairs until 

areas to be repaired. If those areas were reported to completed. 
him, he would "fix" them. He thought that there were 
several resident rooms with damaged sheetrock and 
peeling paint. He thought the damaged areas on the 

The Administrator or designee will conductweekly environmental 
audits of the entire facility far lour weeks, bi-weekly for four weeks, 
and monthly for two months until substantial compliance is 

walls were caused by the resident recliners being achieved. Audits will include resident room condition: walls, paint, 
pushed up against the wall, and when he fixed those flooring, and furnishings; bathroom privacy; and completion of 
areas, they just happened again. He confirmed that maintenance requests within established timeframes. 
the area of drywall damage and peeling paint in 
resident 24's room was not behind a recliner and 
thought that there was once a recliner in that spot in 
her room. He thought that the peeling paint and 
drywall damage in resident 44's room was caused 
by a resident's bed being placed too close to the 
heat register and the wall. He stated there was not a 
current plan in to repair those areas. 

Maintenance mechanic J was aware that residents 18 
and 32 did not have a bathroom door because he August 14th, 2026 

removed it so that he could repair it. The repair was 
not finished, and he was unsure when the door 
would be rehung. 

6. Observation and interview on 7/16/26 at 9:19 a.m. 
with certified nursing assistant (CNA} H revealed 
that when the surveyor knocked on the bedroom 
door to resident 18 and 32's shared bedroom, CNA 
H informed them that resident 32 was seated on the 
toilet and then entered that room. Resident 32 was 
seen seated on the toilet in the shared bathroom 
from the doorway when CNA H entered the room. 

CNA H thought that it was a few days since 
residents 18 and 32 had a bathroom door. CNA H 
tried to make sure to pull the curtain around resident 
18's bed and close the bedroom door to the hallway 
when residents 18 and 32 were both in the room. 
The curtain was not pul!ed because resident 18 was 
not in the room at that time. CNA H stated that 
resident 32 preferred to use the bathroom in the 
empty resident room across the hall from her room, 
because she wanted to use a bathroom with a door. 

There was a clipboard located in an office near the 
nurses' station where she would document when 
there was a problem that maintenance needed to fix. 

She was aware of the areas of exposed drywall and 
peeling paint in residents 10, 24, 35, and 44's 
bedrooms but did not report them lo the 
maintenance department because she thought that 
administrator A and maintenance mechanic J already 
knew about those areas, as the management staff 
members took turns checking the rooms each week. 
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F0584 Continued from page 9 F0584 
SS= E She did not doi::ument when she noticed that 

residents 18 and 32 did not have a bathroom door 
Audit findings will be documented and reviewed monthly during 
OAPI. The Adminislrator will report compliance rates, identified 

because the residents told her that maintenance trends. and corrective actions to QAPI for review and follow-up. 
mechanic J removed the door. 

7. Observation and interview on 7/16/26 at 4:13 p.m. 
with administrator A revealed she was aware of the 
damaged drywall and peeling paint in residents 10, 
24, 35, and 44's rooms and that residents 18 and 32 
did not have a bathroom door. 

Management level staff members completed Angel 
Rounds weekly to look at the residents' rooms and 
the environment for damage or other concerns. She 
expected the staff members who completed those 
rounds to document environmental areas of concern 
on the Maintenance Request Sheet. 

August 14th. 2026 

to complete the repairs to the walls in residents 10, 
24, 35, and 44's rooms due to the extent of the 
damage and felt that it was difficult to schedule 
those repairs due to •,ime constraints" and the 
contractor's schedule, Those repairs were not 
scheduled to occur. 

She thought that an external contractor would need 

Administrator A expected the staff members to pull 
the curtain around residents 18 and 32's beds and 
to shut residents 18 and 32's hallway door when 
they needed to use the bathroom in their shared 
room. Administrator A acknowledged that pulling the 
curtain did not provide privacy if someone entered 
the room from the hallway while resident 18 or 32 
were seated on the toilet, as the curtain extended 
around the residents' beds and did not provide 
privacy from the hallway door. 

Administrator A confirmed that a new resident 
moved into the previously empty resident room 
across the hall from residents 18 and 32 on 7116126 
and was unsure which bathroom resident 32 would 
have to use if she wanted to use a bathroom with a 
door. She stated that the repair to residents 18 and 
32's bathroom door was scheduled to take several 
days, was not completed, and that it was a 
"challenge." 

8. Review of the provider's 3/26/26 through 7/15/26 
Maintenance Request Sheet revealed that no 
documentation indicated that there was drywall 
damage in residents 10, 24, 35, and 44's rooms. On Compliance Date: August 14th, 2026 
7/7/26, it was reported that residents 18 and 32's 
"Bathroom door is really bad [and) falling apart 
Safety Hazard." The Maintenance Comments 
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Continued from page 10 
indicated "Have [a] new one coming." 

9. Review of the provider's 5/22126 through 6126/26 
Angel Room Rounds documentation revealed that on 
5/22/26 the walls in residents 10, 35, and 44's 
rooms contained damage. On 6/26126, the walls in 
residents 10, 35, and 44's rooms did not contain 
damage. There was no documentation of the 
condition of resident 24's bedroom walls. 

10. Review ot the provider's revised 12/29/25 
Resident Environment policy revealed "the center 
will provide a safe, clean, comfortable homelike 
environment ... " 

Quality of Care 

CFR(s): 483.25 

§ 483.25 Quality of care 

Quality of care is a fundamental principle that 
applies to all treatment and care provided to facility 
residents, Based on the comprehensive assessment 
of a resident, the facility must ensure that residents 
receive treatment and care in accordance with 
professional standards of practice, the 
comprehensive person-centered care plan, and the 
residents' choices. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on interview, record review, and policy 
reviews, the provider failed to ensure staff members 
responded to call lights promptly for two of two 
sampled residents {2 and 4) who reported concerns 
regarding extended call light wait times. 

Findings include: 

1. Interview on 7/14/26 at 3:41 p.m. with resident 4 
revealed she felt her call lights were often answered 
slowly, especially due to her room being located at 
the lar encl of the hallway. She had two instances of 
incontinence due to a delayecl response from the 
staff. 

2. Review of resident 4's electronic medical record 
{EMR) revealed she was admitted on 2127/25. Her 
615126 Brief Interview for Mental Status {Bl MS) 
assessment score was 15, which indicated her 
cognition was intact. Her 6/3/26 care plan 

{X3) DATE SURVEY COMPLETED (X2) MULTIPLE CONSTRUCTION 

07/16/2026A. BUILDING 

B.WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 
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F0684 - Quality of Care (Call Light Response) 

Residents identified during the survey as having concerns related to 
call light response will be followed up with to clarify concerns, 
address unmet needs, and revise indlvidualize<l interventions as 
indicated. 

Call light devices in resident areas will be checked to ensure tl1ey 
are fully functional and within easy reach for each resident. Any 
malfunctioning or inaccessible call light will be corrected promptly 
and interim measures implemented as needed. 

(XS) 
COMPLETION 

DATE 

August 14th, 2026 
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FD684 Continued from page 11 F0684 
SS = E (personalized plan that addresses a residenrs care 

needs, goals, and inteiventions) indicated she to ensure ongoing operability, proper signal transmission to staffed 
required one stall member to assist her and a locations. and prompt identification of malfunctioning equipment.
front-wheeled walker and gait belt (a waist strap 

All nursing staff will be re-educated on prompt call light response:gripped as support for safe mobility and transfers) to 
prioriti~ing resident safety and urgent needs; requesting assistance

be transferred to the toilet. when unable to respond immediately: communicatingw~h residents 
when additional time is needed; purposeful rounding: and reporting 
recurring or unresolved concerns to the charge nurse or nurse 

3. Review of resident 4's 6117/26 through 7116126 leader. Staff unable to attend the initial education will complete 
call-light report (a data report that measures how make-up education prior to their next worked shift. 
long it takes nursing home staff io answer a The DON or designee wiII mon~or call I ight response and device 
patient's call button) revealed 15 call-light response functionality through routine audits and resident follow-up. Results 
times exceeded 20 minutes, and the longest and trends will be reviewed through OAPI. 
call-light response time was 44 minutes. 

4. Interview on 7115/26 at 9:46 a.m. with resident 2 
revealed that he experienced delays when he 
requested the staff assistance, which included 
requesting medication for pain. He stated the facility August 14th, 2026 

often appeared short-staffed to him. 

5. Review of resident 2's EMR revealed he was 
admitted on 5/18/26. His 5/22/26 BIMS assessment 
score was 14, which indicatecl his cognition was 
intact. His 5/18/26 care plan indicated that he 
required one staff member to assist him with a 
non-mechanical stand aid (a caregiver-assisted 
transfer device that relies on the resident's own 
strength to move from a seated to a standing 
position) and a gait belt for toilet transfers and 
assistance with dressing and bathing. 

6. Review of resident 2's 6/17/26 through 7/16/26 
call-light report revealed 10 call-light response times 
that exceeded 20 minutes, and the longest call-light 
response time was 27 minutes. 

7. Interview on 7/16/26 at 2:22 p.m. with certified 
nursing assistant (CNA) I revealed that resident call 
lights were expected to be answered "as soon as 
they can," but acknowledged the staff were delayed 
when caring for other residents. 

8. Interview on 7/16/26 at 3:54 p.m. with resident 4 
revealed that her longest wait time for the staft to 
respond to her call light during the past month was 
approximately one hour. She stated that was 
embarrassing for her. Compliance Date: August 14th, 2026 

9. Interview on 7/16/26 at 4:06 p.m. with director of 
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F0684 
SS = E 

Continued from page 12 
nursing (DON) B revealed all staff were responsible 
for answering the residents' call lights and should 
notify specific staff members depending on the 
residents' needs. 

F0684 

10. Interview on 7/16/26 at 5:36 p.m. with 
administrator A revealed that she expected resident 
call lights to be answered as soon as possible, 
depending on the resident's needs. She reviewed 
the call-light reports weekly and conducted random 
audits of call light response times. 

11. Review of the provider's revised 7/8125 Call 
Light policy revealed tl1e facility was required to 
ensure residents always had a method to call for 
assistance and that call lights were to be answered 
promptly. 

F0695 
SS = D 

Respiratory/Tracheostomy Care and Suctioning 

CFR(s): 483.25(i) 

F0695 

§ 483.25{i) Respiratory care, including tracheostomy 
care and tracheal suctioning. 

The facility must ensure that a resident who needs 
respiratory care, including tracheostomy care and 
tracheal suctioning, is provided such care, 
consistent with professional standards of practice, 
the comprehensive person-centered care plan, the 
residents' goals and preferences, and 483.65 of this 
subpan. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on interview, observation, record review, 
policy review, and manufacturer user guide review, 
the provider failed to ensure respiratory care was 
provided one of one sampled resident (18) who had 
a physician's order for Continuous Positive Airway 
Pressure (CPAP) therapy (a treatment for obstructive 
sleep apnea by delivering a steady, gentle stream of 
pressurized air through a tube and mask) when she 
slept, and could not use it due to the mask 
unsnapping during the night. 

Findings include: 

1. Interview and observation on 7/14126 at 11:19 
a.m. with resident 18 in her room revealed that she 
was supposed to wear a CPAP mask at night when 
she slept. For the past couple of months, she was 
unable to wear that CPAP mask because the strap 

F0695 - Respiratory Care/ CPAP Management 

Resident #18's CPAP &quipmen~ physician orders, care plan, and 
documentation will be reviewed by the DON or dasignee. Equipment 
condition. required supplies, resident tolerance, and current 
respiratory-care interventions will be verified and corrected as 
indicated. 

The DON or designee will complete a facility-wide review of 
residents receiving respiratory care. including CPAP, BiPAP, 
oxygen therapy, nebulizer treatments, and other respiratory devices. 

August t 4th, 2026 
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F0695 Continued from page 13 F0695 
SS = D that held the CPAP mask on came "unsnapped" at 

night while she tried to sleep, and she could not 
All lioensed nursing staff who perform respiratory care, including 
CPAP, BiPAP, oxygen therapy, or nebulizer treatment, will complete

tolerate wearing it. She felt that the mask coming and document a competency validation to demonstrate proper 
unhooked and having to sleep without her CPAP technique, equipment handling, infection-control practices, and 
therapy disrupted her sleep. She did not have a adherence to professional standards of practice. 
good night's sleep for the past couple of months. 
She could not remember which nurse she had 

The Director of Nursing will develop and post a respiratory-care 
training schedule to ensure all licensed nursing staffcomplete !Me 

informed that her CPAP mask came unsnapped and required competency validation by August 14. 2026. 
fell oft when she slept. She had told them that she 
needed a new CPAP mask, but they said, "it's not 
time yet." 

2. Review of resident 18's electronic medical record 
(EMR) revealed she admitted to the facility on 
7/23/25. Her 6/30/26 Brief Interview for Mental 
Status (BIMS) assessment score was 15, which 
indicated her cognition was intact. Her diagnoses 
included sleep apnea (a common, potentially serious 
disorder where breathing repeatedly stops and starts August 14th, 2026 

during sleep), chronic obstructive pulmonary disease 
(COPD) (a group of lung diseases that block airflow 
and make it difficult to breathe), and coronary artery 
disease (CAD) (narrowing of the blood vessels of the 
heart that causes inadequate oxygen flow to the 
heart). She had a 7/23/25 physician's order to wear 
her CPAP mask, "on at HS [bedtime], off in AM," for 
her sleep apnea. 

A 5/11126 nurse's progress note indicated 
"...resident's CPAP nasal mask has a tear in it and 
we are needing a replacement mask/head piece. 
Resident has a ResMed AirFit nasal mask (N20) size 
small. The head piece (headpiece] is attached to the 
nasal mask. Got the "after hours" answering service. 
They will message the office tomorrow and someone 
will be calling us back." Her CPAP mask was unable 
to be worn as ordered by the physician. 

A 6118/26 nurse's progress note indicated that 
resident 18was refusing to wear her CPAP mask. 
"Mask and tubing [were] hanging in [the] bathroom. 
Resident (18]'s roommate is [on] contact precautions 
(infection control measures used to prevent the 
spread of diseases that transmit through direct or 
indirect contact with an infected person or 
contaminated surfaces] and resident (18] states that 
[her] mask should not be hanging in [the] bathroom 
clue to cross contamination. Resident verbally upse1 
and wants to know which staff placed (her] mask 
and tubing in the bathroom. Mask removed from 
resident's room at this time. DON [director of 
nursing B was) updated on (the]incident. 

A 7 /11126 nurse's progress note indicated 
"Resident [18] states that her CPAP mask is not 
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F0695 Continued from page 14 F0695 
SS=- D staying connected by the clips and velcro. It got 

"stuck" to her neck when staff put tape on it to supplies, including spare CPAP masks, tubing, filters, oxygen
keep it together and left a mark on her neck. delivery components, and other resident-specific supplies as 
Resident does have 2 [two] visible purplish marks to applicable. are available. 
[the] left side of neck behind [her] ear. Resident [18] Stall will follow required infection-control practices, including
states that she cannot wear it, if it will continue to cleaning, disinfection, appropriate storage, and hand hygiene when 
not stay on with the hardware. Writer addressed handling respiratory equipment. 
concern with Admin [administrator], DON via text to 

Licensed nursing staff will be re-educateel on routine inspection ofmake aware of equipment." 
respiratory equipment: reporting damaged or malfunctioning 
equipment: timely provider/vendor notification; monitoring resident 

Resident 18's care plan (personalized plan that tolerance; documentation; infection-control practices: and following 
addresses a resident's care needs, goals, and current physician orders and individualized care plan interventions. 
interventions) indicated she had a goal to be free 
from signs and symptoms of complications of 
cardiac problems and wore a CPAP at night while 
she slept due to her altered cardiovascular status. 
She "has enhanced psychosocial well-being R/T 
[related to] individualized daily routine and honoring 
personal preferences: stating they had a good 

August 14th, 2026night's sleep, improved mood, expression of 
contentment, comfort and/or satisfaction, positive 
facial expressions, maintains activity interests, 
maintains positive relationships." 

3. Interview and review of resident 18's progress 
notes on 7/16/26 at 12:13 p.m. with DON B revealed 
that she thought that resident lB's CPAP mask was 
replaced. She was not aware of the 5/11/26 
documentation that indicated resident 18's CPAP 
mask was torn, and asked for time to follow up to 
find out what transpired after 5/11/26. 

4. lnteTView on 7/16/26 at 4:13 p.m. with 
administrator A revealed that she thought clinical 
care leader (CCL) E had provided resident 18 with a 
new CPAP mask but was unable to find 
documentation of that. She expected that resident 18 
would have been provided with a new CPAP mask 
when her CPAP mask was torn or would not stay 
on, so that she could wear her CPAP at night when 
she slept. Administrator A expected that when 
resident 18's mask was replaced, it would have 
been documented in her EMR 

5. Interview on 7/16/26 al 5:04 p.m. with DON B, 
registered nurse (RN)/Minimum Data Set {MDS) D 
and CCL E who participated by phone revealed CCL 
E was aware that resident 18 was having issues with 
her CPAP mask. She could not recall when she was 
first told about the CPAP mask being torn and 
coming unsnapped. 

RN/MOS D stated she had documented that she 
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F0695 Continued from page 15 
SS =D contacted the oxygen supply company regarding 

resident 18's CPAP. She recalled the oxygen supply 
company sent nose pieces for the CPAP, and that 
she replaced the nose piece, but was unaware that 
the mask was coming unsnapped and that resident 
18 was refusing to wear her CPAP at night because 
it disrupted her sleep. 

CCL Estated that she contacted the oxygen supply 
company on 7/13/26 about resident 18's CPAP but 
was unable to locate documentation of that call and 
did not receive confirmation that the replacement 
parts were ordered. 

6. Review of the provider's reviewed 10/31/25 
Non-Invasive Respiratory Support policy revealed 
"Inspect the device and be sure the enclosure is not 
broken, and all components are secure." 

7. Review of the ResMedAir Sense 11 manufacturers 
undated user guide revealed that it referred to the 
mask's user guide for detailed information. That 
user guide was not provided before the survey exit. 

A. BUILDING 07/16/2026 

8.WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

2304 LAUREL STREET , TYNDALL, South Dakota, 57066 

ID 
PREFIX 

TAG 

F0695 

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

COMPLETIONCROSS-REFERENCED TO THE 
DATEAPPROPRIATE DEFICIENCY) 

Education and competency validation will be completed according to 
the posted respiratory-care training schedule. Staff unable to attend 
the initial training will complete make-up training and required 
competency validation prior to their next worked shift, with all 
required licensed nursing staff completing competency validation by 
August 14,2026 

The DON or designee will conduct ongoing audits of respiratory 
equipment. supplies, orders, care plans, documentation, resident 
tolerance, infection-control practices, and competency completion. 
Identified concerns will be corrected promptly. Audit results and 
trends will be reviewed through OAPI. 

August 14th, 2026 

Compliance Date: August 14th, 2026 
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(X4) ID 
PREFIX 

TAG 

K0000 
Bldg. 01 

K0200 
SS=:D 
Bldg. 01 

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

INITIAL COMMENTS 

A recertification survey was conducted on 7116/26 
for compliance with 42 CFR 483.90 (a)&(b), 
requirements for Long Term Care facilities. Good 
Samaritan Society Tyndall was found not in 
compliance. 

The building will meet the requirements of the 2012 
LSC for existing health care occupancies upon 
correction of deficiencies identified at K200 and 
K321 in conjunction with the provider's commitment 
to continued compliance with the fire safety 
standards. 

Means of Egress Requirements - Other 

CFR(s): NFPA 101 

Means of Egress Requirements - Other 

List in the REMARKS section any LSC Section 18.2 
and 19.2 Means of Egress requirements that are not 
addressed by the provided K-tags, but are deficient. 
This information, along with the applicable Life 
Safety Code or NFPA standard citation, should be 
included on Form CMS-2567. 

18.2, 19.2 

This STANDARD is NOT MET as evidenced by: 

Based on observation, testing, and interview, the 
provider failed to provide egress doors as required 
at one of one location (north EXIT door). 

Findings include: 

1. Observation on 7/16/26 at 10:39 a.m. revealed the 
exterior north marked EXIT door adjacent to the 
dietary area was equipped with a magnetic lock that 
prevented egress. The door was not labeled as a 
delayed egress locked door. The door was equipped 
with a keypad to release the magnet (not compliant 
for a required EXIT door). The door was not 
equipped with a 'Push to Exit' button to release the 
magnet to comply with an access-controlled 

ID 
PREFIX 

TAG 

K0000 

K0200 

Any deficiency statement ending with an asterisk(*} denotes a deficiency which the ins 
safeguards provide sufficient protection to the patients. (See reverse for further instruct 
90 days following the date of survey whether or not a plan of correction is provided. Fo 
14 days following the date these documents are made available to the facility. If deficie 
program participation. 

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

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY) 

Tl1I! r;,,i:li[,y ~m11i.lhl~Plan~ COrIB{:llvr-<1s.in ..iilr.,g~i,.,ncfcmnJim1re. Pt~l)€lra.:bn sM s~brn~~irr1 ~LJ-is P~~ of 
C,orredian&I~ M!Gtt'l~lllt.'.~ 9"I &:1nll6S!Oi 1:1"1.l:1h<": r..di~ ru:iesmn'i'lr"'d~U~I~ 11185'1M:/81<~<=r lh..111~b:il11y :,;in:l 

Wll.ll'lnelllr'/e'f~ClflQI 

Toe fadllty submits lhis Plan of Correction aB an alkigatlon of compliance. PrepereUon 
and submission of itlis Plan of Correction doee; not COflSlilute: an admi~slon ttiat the 
deficiencies identified during lhe surv.a-y enst or lhat the 1acilily agrees with the survey 
findings. t<0200 - Means of Egress Requi rernents - othBr The nonh exit door adjacent 
to the dietary department was i mmecliate!y evaluated by lhe Maintenance Director. The 
magnetic lockirig !ystem was revfewed and oorrected to ensure the e:xit door complies 
wllh applicable Life Safety Code requirements. RequIred exit -signage and release 
mechanie;ms, lncludLng the "Push to Exit" de'!ilce and emergency release functions, 
were verified and corrected as necessary. The door was tested to ensure appropriate 
release during normal operation, PQWer failure. and fire alarm aclWation.. To ldenlify 
other potentiaUy affected areas, th!i? Maintenance Director oompleted a 100% audit of 
all facility exit doors equl pped 'With magnetic locking systems. Each door wa.s inspected 
to verify: Proper labalirig. Required release devices. Emerge11cy release functions. Fire 
alarm interfac.e. Power failure release. Compliance with applicable Life Sailety Code 
requirsments. Any identil'ied deficiencies were COITected immediately. The facility
revised i~ pwJentive meinlenance program to inclOOe inspection end functional testing 
of all ac:oes.a-oontrolled exit doors. The Maintenance Dlre<::tor was r&-l!!lducat..ed 
regarding Life Safety Cede requ irc:ments for magnetically locked Egress doora, 
Including: Required "Push lo Exit• release devl096. Required emergency eignage, Fire 
ill arm ref ease requiremen~. Power failure ~l!!lase require~ents, Docu_m~ntatlo~ of 
inspections and tesllng. Timely oorrection af identified deficiencies. ThJs education was 
completed by the admlni strater on Au gust 5th, 2026. A Life Safety Ooor I nspeclion 
Checklist was implc;ime:::nted to ensure all n,agneHcaJly locked exit doors a re inspected 
according to 1he preventive malntaoance &ehedule. The Maint~nance Director or 
designee will inspect and test 100% of magnetically locked exit doors monttily for four 
consecutive montM. The inspection will verify: Proper door aperat.on. Function of 
"Pu$h to Exir- release devices. Emergency releas9 upon fire alarm activation. 
Emergency release upon PQW81'" fallure. Appropriate slgnage. Proper dowmenta_tion of 
t~ting. R~ults will be documer\100 an the Life Sarety Doorinftpectton L:o~-Audit 
results will be reported monthly by the Maintemmce Dfre<:tor tothe Ad minIstral.or and 
QA.Pl Committee for four consecutive months. The- QA.Pl Committee will review 
comp!ia11e& ratl!!ls, idE1ntify tre1lds1 and d lrect additional corrective action if deficienciBE 
are identified. 

Compliance Date: August 14th, 2026 

(X5) 
COMPLETION 

DATE 

08/1412026 

ined that other 
e disclosable 
re disc losable 
ontinued 

(X6) DATE TITLELABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 
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K0200 
SS= D 
Bldg. 01 

Continued from page 1 
magnetically locked door. The door could not be 
tested due to the magnetic locking system being out 
of service the day of the survey. 

K0200 

Interview with the maintenance director at the time 
of the observation confirmed that condition. Failure 
to provide egress doors as required increases the 
risk of death or injury due to fire or other 
emergencies. 

The deficiency affected one of three marked EXIT 
doors with magnetic locks. 

Ref: 2012 NFPA 101 Section 19.2.2.2.4(3), 7.2.1.6.1(3) 

K0321 
SS= D 
Bldg. 01 

Hazardous Areas - Enclosure 

CFR(s): NFPA 101 

K0321 

Hazardous Areas - Enclosure 

Hazardous areas are protected by a fire barrier 
having 1-hour lire resistance rating {with 3/4 hour 
fire rated doors) or an automatic fire extinguishing 
system in accordance with 8.7.1 or 19.3.5.9. When 
the approved automatic fire extinguishing system 
option is used, the areas shall be separated from 
other spaces by smoke resisting partitions and 
doors in accordance with 8.4. Doors shall be 
self-closing or automatic-closing and permitted to 
have nonrated or field-applied protective plates that 
do not exceed 48 inches from the bottom of the 
door. 

Describe the floor and zone locations of haz:ardous 
areas that are deficient in REMARKS. 

19.3.2.1, 19.3.5.9 

AreaAutomatic Sprinkler Separation NIA 

a. Boiler and Fuel-Fired Heater Rooms 

The facility submits this Plan of Correction a$ a11 arlegation of compliance. Preparation 
and submis.:sion of this Plan of Correctio11 does not c:on'9tilute an admission that tho 
defi~iendes identified during Ute survey axist or that the facility agrees wilh the survey 
findings. K0321 - HazanJous Areas~ Enc[osurB Tho kitchen pantry storage room 
corridor door was repaired and adjusted to ensuro the door self~loses and positively 
latches upon closing in a.ocorda11ce wilh applicable Life Safety Code requlret11ents. To 
identify other potentially affected areas. !he Maintenance Direclor completed a 100% 
in$pection of hazardous area doors throughout th~ facility, Including storage rooms, 
lauhdry rooms. utility rooms, housekeeping rooms, oolled 11tility rooms. mechanical 
rooms, and other identified hazardous areas. Each door was tested to veriry proper 
seJf-closing and pc,sitive latching. Any deficiencies identified during Eh~ inspection were 
cooected immediately._ The facili!y revised ils preventive main,lcnance program ro 
include routine i nspechon and functlona I le-sting of aII hazardous area doors. Tho 
Mal ntenance Director was re-educated regarding Lita Safety Code requirements 
related to hazardous area enclosures by the administrator, Shalee Pitman, on 
Wednesday, Aug1Jst 5th, 2026, inch.rding: Self-closiflg door operation. Poslnve latching 
requirements. lcfantification of hazardous areas. Documentation of inspeclions. and 
repairs. Prompt correction af ide-rtllfie-d deficiencies. A Hazardous Area Door Inspection 
Checklist was implemented to ensure all hazardous ar-P.a doo,s are in-spected according 
JO the p~venlil/e mal11temmce schedule. The Maintenancll Director or designee will 
inspect 100% of hazardous area doors monthly for four consQcU1iV9 months. The 
inspection will verify: Proper self-closing func:non. Positive latching. Door integrity. 
Hardware functionality. Absence of obstructions. preventing closure. Fir1dh,gs will be 
documented on the Hazaroous Area Door lnspoctian Log. Audit flt1dings will be 
rllportgd monthly by the Mal l"ltenance Director to the Administra[Of" and QAPI 
Committee for four consecutive months. The OAPI Committee will review compliance 
rate-s, iden,lify trends, and direct addHional correctivo action if de-tlclencles c.1re identified. 08/14/2026 

b. Laundries (larger than 100 square feet) Compliance Date: August 14th, 2026 

c. Repair, Maintenance, and Paint Shops 

d. Soiled Linen Rooms (exceeding 64 gallons) 

e. Trash Collection Rooms 

(exceeding 64 gallons) 

f. Combustible Storage Rooms/Spaces 
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ID 
PREFIX 

TAG 
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(XS) 
COMPLETION 

DATE 

K0321 Continued from page 2 K0321 
SS :;; D ( over 50 square feet) 
Bldg. 01 

g. Laboratories (if classified as Severe 

Hazard - see K322) 

This STANDARD is NOT MET as evidenced by: 

Based on observation, testing, and interview, the 
provider failed to maintain the kitchen pantry storage 
room corridor door (woold not self-close and latch} 
for the Harbor wing. 

Findings include: 

1. Observation on 7/16/26 at 10:45 a.m. revealed the 
corridor door for the kitchen pantry storage room 
WBIS standing ajar. Testing of the door at the time of 
the observation revealed the door would not 
self-close and latch. Interview with the maintenance 
director at the time of the observation conlirme<J that 
finding. 

The deficiency affected one of numerous 
requirements for hazardous rooms. 
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Initial Comments 

ID 
PREFIX 

TAG 

EOOOO 

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE DATE , 
APPROPRIATE DEFICIENCY) 

A recertification survey for compliance with 42 CFR 
Part 482, Subpart B, Subsection 483.73, Emergency 
Preparedness, requirements for Long Term Care 
facilities was conducled on 7/16/26. Goocl Samaritan 
Society Tyndall was found not in compliance with 
the following requirements: E004, E013, and E030. 

l1ll 11dlt1y JUbin~:~i~ Pl.riafCcm:c~tn lS.::ir,11li!-j,Sll-::n of<Xlrn,llaro;,. f'ICf"',,1~ ;::f"ld 5,1.1b~i~s"on 01'~1~Pllfl o1 
C~IOl'l(l~Snoree,n~lih.Jlr,;,n.icmi~:·an'.hit: Itri dl!ntlll"ldM l.18111ffl..:l tlur.r..J :h<'l ~,.,...c::ye~,~L 0·1'12.'. lh9 rat:lltt~ 
'Mtllh~flrv;I~ 

The fac:iuty submi~ 'lhls Plan of Corre(:1ioo as an aUegalion of compliance. Preparatioo 
and ~11bmls~on of this Plan cf Correction. does not constitute an admisston that the 
deflclencJgs iclentified clurillQ the survey exist C)I" that the facility agrees with the survey 
fillding:!:. ED004. Emergency Plan De\"elop Emergency Prepared11ess Plan, Review 
and Update Annually The Emerg0ncy Preparedness (EP) Plan and Emergency 
Preparedness. Blnd0r were immediately reviewed to en,sure all required cornporumts 
wa,e present and cu!Ttlnt. The Emergency Preparedn86s Plan was revised to illclude 

E0004 Develop EP Plan, Review and Update Annually E0004 all required reg.ilatory elements and documentation oftile annual review. The updated 

SS=D 
CFR(s): 483.73(a) 

§403.748(a), §416.54(a), §418.113(a), §441.184(a), 
§460.84(a), §482.15(a), §483.73(a), §483.475(a), 
§484.102(a), §485.68(a), §485.542(a), §485.625(a), 
§485.727(a), §485.920(a}, §486.360(a), §491.12(a}, 
§494.62(a). 

The [facility] must comply with all applicable Federal, 
State and local emergency preparedness 

plan was plaoed in the E.margency Preparedness Binder maintained in 1tle 
Admini5b'ator's: o~ce. To identify othgr areas potentially atf~c,ad by the deficient 
praclloo, 1heAdministrator completed a comprehensive review of the Eme~ency 
Preparedness Program. including the Emergency Preparedness Plan, Hazard 
Vulnerability Ass.essment1 Emergen.c.y Operations Plan, Communicafon Plan, 
supporting doOJmentation, and an11ual review requirements. Any lderHlfied d.aficienciss 
were correded Immediately. The Administrator complet&cl a comprehensive: review uf 
lhe tacmty's Emergency Preparedness Progrvn to determfne whether other areas were 
potentially affected by the deficient prac1ice. Th& revle-w lnduded: Emergency 
Preparadri•s Ptan. Hazard Vulnerability A&SeHmorrt. Emergency Operation~ Plan. 
Commun~tion Plan. Emergency Preparedness Binder. Supporting Emergency 
Prepilredn~s documentalion. Anriual ~view and updl!ilte requirernente. Any ldentlfl9d 
deficiencies were corrected as applicable. The Adminisiu-atorwas r,e....educalecl by 
Senior Director, A!e:x Dysthe, regarding CMS Emergency Preparedness regulations, 
lndudlng annual niview requirements, documentation eJ<pectations, required 
compOflQnts ofthe Emerge11cy Prepare<lness Plari, and maintenance of lhe -Emergency 
Prepareclness Binder. The facltlty implemented an Emergency Preparedness Annual 
Compliance Calendar and Checklist re-qutring rBView cl the Emergency Prepare,dn,e,ss 

:~::~1~i~~7!ii~;,~r~rr;~~j:~ 
0::.rre;,m~ii::v~~~~:~;~BU:~~:~

requirements. The [facility] must develop establish 
and maintain a comprehensive emergency 
prepareclness program that meets the requirements 
of this section. The emergency preparedness 
program must include, but not be limited to, the 
following elements: 

(a) Emergency Plan. The [facility] must develop and 
maintain an emergency preparedness plan that must 

ccmpleUon of revisions, amt verification that the updated documents. are mai ntai 11ed in 
the Emergancy Preparndness Binder. TheAdmln'6trato< or designee will complete a 
100% review of the Emergency Preparedna-ss Binder monthly for four consee-utlva 
m.on1tls to verify that all required document,; are pni-sent1 current, and con-&lstent with 
the facil&y's Emergency Preparedn85s Plan. Tho aud II will sertty: Completion of the 
Emergency Preparedness Pl8n review. Current Hazard Vuln&rability Assessment. 
Required annuail documentation, Aocu racy and currency of supporting Emergency 
Pr-!lparaclness documents. Complemon of the Eml!!l'l}8ncy Preparednesis Annual 
Complience Checklist. Results wlll be documented on the emergency Prsp8redness 
Audi! Tool. Audit results will be reported monthly by the Admlnislrator to tile Duality 
As.gurance and Perfomlance Improvement (OAPI} Committee for four consec:utlve 
months. The OAPI Comm!Uoo wlll review com~iance rates, iden tlfy t~nds, ar.d di~ct 
additional educal.ion or oorrective actron when deficiencies are ld8fltified 0811412026 

Compliance Date: August 14th, 2026 

be (reviewed], and upclated at least every 2 years. 
The plan must do all of the following: 

+ [For hospitals at §482.15 and CAHs at §485.625(a):] 
Emergency Plan. The [hospital or CAH] must comply 
with all applicable Federal, State, and local 
emergency preparedness requirements. The [hospital 
or CAH] must develop and maintain a 
comprehensive emergency preparedness program 
that meets the requirements of this section, utilizing 
an all-hazards approach. 

* [For LTC Facilities at §483.73(a):) Emergency Plan. 
The LTC facility must develop and maintain an 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the ins 
safeguards provide sufficient protection to the patients. (See reverse for further instruct 
90 days following the date of sun,ey whether or not a plan of correction is provided. Fo 
14 days following the date these documents are made available to the facility. If deficie 
program participation. 

ined that other 
e disclosable 
re disclosable 
ontinued 

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

08/09/2026AdministratorShalee Pitman 
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Continued from page 1 
emergency preparedness plan that must be 
reviewed, and updated at least annually 

E0004 

• [For ESRD Facilities at §494.62(a):] Emergency 
Plan. The ESRD facility must develop and maintain 
an emergency preparedness plan that must be 
[evaluated], and updated at least every 2 years. 

This REQUIREMENT is NOT MET as evidenced by: 

Findings include: 

1. Record review revealed that the facility's 
Emergency Preparedness binder located in the 
administrator's office was not updated annually in 
2024 and 2025. Interview with the administrator at 
the time of the record review confirmed that 
finding, The deficiency could affect 100% of the 
building occupants. 

E0013 
SS= D 

Development of EP Policies and Procedures 

CFR(s): 483.73(b) 

§403.748(b), §416.54(b), §418.113(b), §441.184(b), 
§460.84(b), §482.15(b), §483.73(b), §483.475(b), 
§484.102(b), §485.68(b), §485.542(b), §485.625(b), 
§485.727(b), §485.920(b), §486.360(b), §491.12(b), 
§494.62(b). 

(b) Policies and procedures. [Facilities] must develop 
and implement emergency preparedness policies and 
procedures, based on the emergency plan set forth 
in paragraph (a) of this section, risk assessment at 
paragraph (a)(l) of this section, and the 
communication plan at paragraph (c) of this section. 
The policies and procedures must be reviewed and 
updated at least every 2 years. 

*[For LTC facilities at §483.73(b):] Policies and 
procedures. The LTC facility must develop and 
implement emergency preparedness policies and 
procedures, based on the emergency plan set forth 
in paragraph (a) of this section, risk assessment at 
paragraph (a)(l) of this section, and the 
communication plan at paragraph (c) of this section. 
The policies and procedures must be reviewed and 
updated at least annually. 

E0013 

The facility submits this Plan of Ccrrectlo11 as afl allegalion of compliance:. Proparatio11 
and stJbmfs.:sion ofthis Plan of Correction does not constitute an admission that Iha 
~eflo~el'l<:ies identified during the survey exist or that th:e faclllty agrees wUh the survey 
findings. E0013 - Emergericy Preparedness Policies and Procedum~ Development of 
Emergency Prepamdness Policles and Prooedtires The Emergency Preparedness 
polici~ and proc:edures were reviewed to ensure consl-stericy wilh the facility's 
Em0rgency Prap"'redoess Plan, Hazard Vulnerability AssGssment, and Communication 
Plan. The Emergency Preparedness Binder was l'eY1ewed, and missing or outdated 
documen fatioo was updated. The Memorandum ofUnderstanding (MOU} for 
emergency waler supply was reviewi?d and updated to etistire current emergency 
re~ourGas were avalla ble. To identrfy other potentially mfected a rgas, the Administrator 
completed a comprehensive audit of all Emergency Preparedness policies, emergency 
agreements, vendor contracts, MOUs.and supporting doc.t1mentation to verjfy 
compliance wittl CMS Emergency Preparedness reqtiirements. The review indudcd 
verificafon that emergency agreemonts and supporting documentation were current 
arid available tor tJ"9e du ring an emergency. Any identified deflclen cles were c01TeCte<f 
immed_iately. Tl1e Adml11lstrator was re-educ.e.ted by Sertio~ ~ireclo~, Alex Dysthe, 
regarding: Annual re"Vtew of Emergency Preparedn-ess. pol1c1e'3. Maintaining CLJrrent 
emergenr:y agreements and Memoranda ofUnder::iti:mding. Verification ofamorgen~ 
re::.ources and vendor agreements. DocumQntatiori requlremerits far Emergency 
Preparednes9 compliance. Maintaining consistency be-tween Emergency Preparedness 
policies and the Emergency Preparedness Plan. An Annual Emergency Pteparedness 
Review SchGdule and Tracking Tool was implemented requiring verification of an 
EmE:rgency Preparedne-s$ poltcles, ag,eem~nts, MOUs, and supporting documentation 
each August and following any significant operation al cllanges. The Administrator or 
desriinee will complete a 100% audit of1tte Emergency Prepare<Jness Brnderquarterly 
for four coASecutive quarters. The audit will verify: Current Emergency Preparedness 
pollcles . .N:~ve and current emergency agreemortts and MOUs. Currel'lt emergency 
resour~:; and ve-n,dor a.greem~nts. DocumentaUon supporting E.mergency 
Preµaredness requirements. Conslstoocy between Emergency Preparedness policies 
and the Emergency Preparedness Plan. Completiun of required annual revigws and 
upddtes. Audit findings will be documented using the E1nergen0j Preparedness Policy 
Audit Tool. Results will be reported quartefiy by the Administrator to the QAPI 
Committee for tour consecunve quarters. The QAPI Committee will rcvi0W compliance 
rates, identify trends, and direct additional edu'3tlon or corrective action when 
daficlencies are ideotined. 08/14/2026 

Compliance D8te: August 141h, 2026 
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SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued from page 2 
*Additional Requirements for PACE and ESRD 
Facilities: 

*[For PACE at §460.84(b):] Policies and procedures. 
The PACE organization must develop and implement 
emergency preparedness policies and procedures, 
based on the emergency plan set forth in paragraph 
{a) of this section, risk assessment at paragraph 
{a)(l) of this section, and the communication plan at 
paragraph (c) of this section. The policies and 
procedures must address management of medical 
and nonmedical emergencies, including, but not 
limited to: Fire: equipment, power, or water failure; 
care-related emergencies; and naturaJ disasters 
likely to threaten the health or safety of the 
participants, staff, or the public. The policies and 
procedures must be reviewed and updated at least 
every 2 years. 

*[For ESRD Facilities at §494.62(b):] Policies and 
procedures. The dialysis facility must develop and 
implement emergency preparedness policies and 
procedures, based on the emergency plan set forth 
in paragraph (a) of this section, risk assessment at 
paragraph (a)(l) of this section, and the 
communication plan at paragraph (c) of this section. 
The policies and procedures must be reviewed and 
updated at least every 2 years. These emergencies 
include, but are not limited to, lire, equipment or 
power failures, care-related emergencies, water 
supply interruption, and natural disasters likely to 
occur in the facility's geographic area. 

This REQUIREMENT is NOT MET as evidenced by: 

Findings include: 

1. Record review revealed that the facility's 
Emergency Preparedness binder located in the 
administrator's office did not contain an updated 
Memorandum of Understanding (MOU) for an 
emergency water supply. The last updated MOU for 
water supply was dated 3/17/22. 

Interview with the administrator at the time of the 
record review confirmed that finding. 

The deficiency could affect 100% of the building 
occupants. 

Names and Contact Information 

CFR(s): 483.73(c)(l) 

PROVIDER'S PLAN OF CORRECTION (XS)ID (EACH CORRECTIVE ACTION SHOULD BE COMPLETIONPREFIX CROSS-REFERENCED TO THE DATETAG APPROPRIATE DEFICIENCY) 

E0013 

win m•a.uM1111Min;s. I 
The facility submits this FIian 01 Correction as an allegation of c::ompllance. Preparation 
and submission of lhls Plan of Correction does not constitule an admission that lhe 
defl,c;lencle-s identiflBd during th.e survey exist or that the facility agrnes with the survey 
findings. E□a30 - Emergency Preparedness Communication Plan Names and COtltact 
Information The Emergency Prepa,edoass Communication Plan was immediately 
reviewed and updated to Include curreflt e::mplcyee contact information. The revised 
employee contact list was placed in the Emergency Preparedness Binder maintained in 
!he Administrator's office. To ideritify other pot-entialty affecied areas, the Adminlstralor 
completed a comprehensive audit of the Emergency Preparedness Communi<:atlon 
Plan to verify current oon1act Information for: Facility employees. Physician~. 
Conrracted service providers. Emergency management agencies. Other required 
emergency contacts. Any outdated ormissing contact information was corrected. The 
Adrrinistratarwas re-educated by Senior Director, Alex ~sthe, regarding Emergency 
Preparednasa oommun!catlol'\ requirements, including maintaining cur<ent employee: 
contact Information, updaling contact lists following 9tafflng charig86, annual review of 
Emergency Prsparedness communication documents, and maintaining reQuired 
cammunicstion information within the Emer'98ncy Preparedness Binder. A &tandardlzed 
EmployBe Cootact Ver~ cation Log was lmplem•nl•d requiring review of conlact 
informalion monthly and fotlow1ng staffing changes. The Admlri 1s.trator or designee will 
compkUe a 100% audit of the Emergency Preparedness Communication Plan monthly 
for four c011secutive months. The audit will verily: Current employee contact 
information. Current physfcian contact informaUoo, Current contracted 5ervice pro,vlder 
information. Required emergency agency contacts. Required oomrnunl<:ation 
documentation. Complelion of requ.lred updateg follawlng staffing changes. Results will 
be documented on the Emergency Preparedness Communication Audit Tool. Rssults 
wlU be reported monthly by Ole Administrator to the QAPI Committee for four 
coos.0cutiv0 month.s. The OAPI Comm1ttoo !MIi review compliance rates, identrfy trend 
and implem4::nt additional cCHTedve adons whoo Indicated. 08114/2026 

Compliance Date: August 14th. 2026 
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E0030 Continued from page 3 E0030 
SS= D §403.748(c)(1), §416.54(c)(1), §418.113(c)(l), 

§441.184(c)(l), §460.84(c)(l), §482.15{c)(l). §483.73(c) 
(1), 
§483.475(c)(l), §484.102(c)(l), §485.68(c)(1). 
§485.542(c)(1). §485.625(c)(1), §485.727(c)(1), 
§485.920(c)(1), §486.36D(c)(l), §491.12(c)(1), 
§494.62(c)(l). 

[(c) The [facility must develop and maintain an 
emergency preparedness communication plan that 
complies with Federal, State and local laws and must 
be reviewed and updated at least every 2 years 
[annually for LTC facilities]. The communication plan 
must include all of the following:] 

(1) Names and contact information for the following: 

(i) Staff. 

(ii) Entities providing services under arrangement. 

(iii) Patients' physicians 

(iv) Other [facilities]. 

(v) Volunteers. 

*[For Hospitals at §482.15(c) and CAHs at 
§485.625(c)] The communication plan must include all 
of the following: 

{1) Names and contact information for the following: 

(i) Staff. 

(ii) Entities providing seivices under arrangement. 

(iii) Patients' physicians 

(iv) other [hospitals ancl CAHs]. 

(v) Volunteers. 

•[For RNHCls at §403.748(c):] The communication 
plan must include all of the following: 

{1) Names and contact information for the following: 

(i) Staff. 

(ii) Entities providing services under arrangement. 

(iii) Next of kin, guardian, or custodian. 
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(iv) Other RNHCIS. 

(v) Volunteers, 

*[For ASCs at §416.45(c):] The communication plan 
must include all of the following: 

(1) Names and contact information for the following: 

(i) Staff. 

(ii) Entities providing se1Vices under arrangement. 

(iii) Patients' physicians. 

(iv) Volunteers. 

*[For Hospices at §418.113(c):] The communication 
plan must include all of the following: 

(1) Names and contact Information for the following: 

(i) Hospice employees. 

(ii) Entities providing services under arrangement. 

(iii) Patients' physicians. 

(iv) Other hospices. 

*[For HHAs at §484.102(c):] The communication plan 
must include all of the following: 

(1) Names and contact information for the following: 

(i) Staff. 

(ii) Entities providing services under arrangement. 

(iii) Patients' physicians. 

(iv) Volunteers. 

*(For OPOs at §486.360(c):] The communication plan 
must include all of the following: 

(2) Names and contact information for the following: 

(i) Staff. 

(ii) Entities providing services under arrangement. 
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(iii) Volunteers. 

(iv) Other OPOs. 

(v) Transplant and donor hospitals in the OPO's 
Donation service Area (DSA). 

This REQUIREMENT is NOT MET as evidenced by: 

Findings include: 

1. Observation and record review revealed that the 
facility's Emergency Preparedness binder located in 
the administrator's office did not contain a list of 
the employees' contact information. A list was 
found to be located with other documentation at the 
nurses· station. An interview with the administrator 
at the time of the record review confirmed that 
finding. 

The deficiency could affect 100% of the building 
occupants. 
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