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S 000 Compliance/Noncompliance Statement S 000
|
A licensure survey for compliance with the
' Administrative Rules of South Dakota, Article
| 44:73, Nursing Facilities, was conducted from
‘ 8/7/23 through 8/10/23. Sanford Chamberlain
Care Center was found not in compliance with the
| following requirement: S206.
S 206 44:73:04:05 Personnel Training S 206
Beginning 9/1/23, all education will be
' The facility shall have a formal orientation Comple-md g - A sraarzs
‘ : : education was sent to employees P, Q and S as
‘ program and an ongoing education program for well as all staff stating modules must be
all personnel. Ongoing education programs shall completed by 9/1/23 and cannot work the floor
cover the required subjects annually. These until completed. Education was also added on
programs shall include the following subjects: the staff daily sheet and will be reiterated during
(1) Fire prevention and response. The facility the all staff meeting on 8/30/23. Auditing of due
: ; learning modules and scheduling staff to
shall conduct fire drills quarterly for each shift. If complete education will be completed by the
the facility is not operating with three shifts, DON or designee by 9/1/23. Audits will occur
monthly fire drills shall be conducted to provide weekly x 4 weeks the monthly x 2 months and
training for all staff; reported to the monthly QAP meeting x 3
(2) Emergency procedures and preparedness; months or until the committee deems
(3) Infection control and prevention; flecassa:
| (4) Accident prevention and safety procedures;
(5) Proper use of restraints;
(6) Resident rights;
| (7) Confidentiality of resident information;
(8) Incidents and diseases subject to mandatory
reporting and the facility's reporting mechanisms; j
(9) Care of residents with unique needs;
(10) Dining assistance, nutritional risks, and
 hydration needs of residents; and.
| (11) Abuse, neglect, misappropriation of resident
" property and funds, and mistreatment.
| Any personnel whom the facility determines will
| have no contact with residents are exempt from .
| training required by subdivisions (5), (9), and (10) 5
: of this section. |
| Additional personnel education shall be based on
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 facility identified needs.

This Administrative Rule of South Dakota is not
met as evidenced by:
Based on record review, interview, and policy
review, the provider failed to ensure annual
 training was completed for three out of five
| sampled employees (P, Q, and S). Findings
included:

1. Review of employee P's personnel file
revealed:
*Employee P was hired on 4/13/20 and had not
completed annual training on the following topics:
-Emergency procedures/preparedness.
-Accident prevention, and safety procedures.
-Incidents/disease reporting.

| -Dining assistance, nutritional risk, and hydration.

2. Review of employee Q's personnel file
revealed:

| *Employee Q was hired on 5/25/22 and had not
completed annual training on the following topics:
-Fire prevention/response.

| -Infection control and prevention.
-Proper restraint use.
-Resident rights.
-Dining assistance, nutritional risk, and hydration.

3. Review of employee S's personnel file
revealed:
*Employee S was hired on 7/19/22 and had not
completed annual training on the following topics:
-Fire prevention/response.
-Accident prevention, and safety procedures.

| -Confidentiality of resident information.
-Abuse, neglect, misappropriation, and
mistreatment.

4. Interview on 8/10/23 at 10:15 a.m. with director
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of nursing (DON) B regarding annual training
revealed:

| *Employee mandatory education was assigned
and was to have been completed through the
Sandford Success Center.

-There was an issue with overdue training for
staff or the training not correctly assigned to the
staff.

-Sandford Success Center program would send
out reminders to the staff and DON on late or
overdue training for the staff.

-She was responsible to ensure staff had their
training completed before working the floor.

‘ 5. Review of provider's revised May 22, 2023

- Competency and Mandatory Education

‘ Requirements policy revealed:

' *Ongoing mandatory education:

‘ -"Every department/clinic is expected to ensure

| ongoing competencies and mandatory education
| requirements that apply to their employees are

! completed within the designated timeframe and

| documented."

|
S 000 Compliance/Noncompliance Statement

' Alicensure survey for compliance with the

| Administrative Rules of South Dakota, Article
44:74, Nurse Aide, requirements for nurse aide

| training programs, was conducted from 8/7/23

! through 8/10/23. Sanford Chamberlain Care

| Center was found in compliance.
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A recertification health survey for compliance
with 42 CFR Part 483, Subpart B, requirements

| for Long Term Care facilities was conducted from
8/7/23 through 8/10/23. Sanford Chamberlain ‘
Care Center was found in compliance. 3

LABORATORY DIRECTOR': "R FROVINCR:GHFFI ICR RCFRESENTATIVE'S SIGNATURE TITLE ‘(XGJ DATE
f)&'—’@g Sr. Director 8-22-23

Any deficiency statemen! enrling willr an a"le1 "—‘F ) EEI |o!es a.de e e institution may be excused from correcting providing it is determined that
other safeguards provide ziillicies e g ‘ xcept for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whet ® rsing homes, the above findings and plans of correction are disclosable 14
days following the date these doc defidiencies are cited, an approved plan of correction is requisite to continued
program participation.
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A recertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73, 1
Emergency Preparedness, requirements for Long
| Term Care facilities was conducted from 8/7/23 '
through 8/10/23. Sanford Chamberlain Care
Center was found in compliance.
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“Except for nursing homes, the findings stated above are disclosable 90 days
g homes, the above findings and plans of correction are disclosable 14

days following the date these docu ies are cited, an approved plan of correction is requisite to continued

program participation.
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A recertification survey for compliance with the
Life Safety Code (LSC) (2012 existing health care
| occupancy) was conducted on 8/10/23. Sanford I |
Chamberlain Care Center was found in '
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Facilities.
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