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F000O INITIAL COMMENTS 

A recertification health survey for compliance with 
42 CFR Part 483, Subpart B, requirements for Long 
Term Care facilities was conducted from 5/12/26 
through 5/14/26. Avera Sister James Care Center 
was found not in compliance with the following 
requirements: F641, F695, and F812. 

F0000 

A complaint health survey for compliance with 42 
CFR Part 483, Subpart B, requirements for Long 
Term Care facilities was conducted from 
5/12/26 through 5/14/26. Areas surveyed included 
the quality of care/treatment of residents related to 
catheter care and treatment of urinary tract 
infections, notification to physician and chronic pain 
treatment. Avera Sister James Care Center was 
found in compliance . 

F0641 
SS= E 

Accuracy of Assessments 

CFR(s): 483.20(g)(h)(i)G) 

§483.20(g) Accuracy of Assessments. 

The assessment must accurately reflect the 
resident's status. 

§483.20(h) Coordination. A registered nurse must 
conduct or coordinate each assessment with the 
appropriate participation of health professionals. 

§483.20(i) Certification. 

§483.20(i)(l) A registered nurse must sign and certify 
that the assessment is completed. 

§483.20(i)(2) Each individual who completes a portion 
of the assessment must sign and certify the 
accuracy of that portion of the assessment. 

F0641 F0641 
Facility reviewed the current MOS Policy. The 
identified residents from the survey had 
corrections completed to the identified residents. 
Random Audits (to include residents #3, 34, 107, 
& 151) for the MOS sections A 1500 & 
A1510-PASSR, N0415b & N0415d -Antianxiety 
& Hypnotic, & 0011 Oj 1 - Dialysis . Audit process 
will be completed by RN Household Coordinators 
weekly x4 weeks, then monthly x3 months, then 
quarterly x3 quarters. RN Household 
Coordinators will report findings to Director of 
Quality to compile results and submit to facility 
QAPI Committee for review and 
recommendations during routine QAPI meetings. 

06/21/2026 

§483.200) Penalty for Falsification . 

§483.20(j)(l) Under Medicare and Medicaid, an 

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. 

(X6) DATETITLE~R REPRESENTATIVE'S SIGNATURE 

Vice President Senior Services 06/04/2026 
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F0641 Continued from page 1 F0641 
SS = E individual who willfully and knowingly-

(i) Certifies a material and false statement in a 
resident assessment is subject to a civil money 
penalty of not more than $1,000 for each 
assessment; or 

(ii) Causes another individual to certify a material 
and false statement in a resident assessment is 
subject to a civil money penalty or not more than 
$5,000 for each assessment. 

§483.20(j)(2) Clinical disagreement does not 
constitute a material and false statement. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review, interview and Centers for 
Medicare and Medicaid Services (CMS) Long-Term 
Care Facility Resident Assessment Instrument (RAI) 
3.0 User's Manual review, the provider failed to 
ensure four of six sampled residents' (3, 34, 107, 
and 151) Minimum Data Set (MOS) (a tool used to 
evaluate a resident's health status and to develop 
and individualized care plan to manage the 
resident's care needs) assessments were accurately 
coded for the areas of diagnosis, Pre-Admission 
Screening and Resident Review (PASRR) or dialysis. 

Findings include: 

1. Review of resident 34's EMR revealed he was 
admitted to the facility on 1/30/23. His 2/24/26 
BIMS assessment score was 15 which indicated his 
cognition was intact. He had a diagnosis of Chronic 
Bipolar Affective Disorder (a mental health condition 
that causes extreme, cyclical shifts in mood, energy 
and activity levels) dated 2/2/15. 

Resident 34 had a 11/20/23 Maximus notice of 
PASRR Level 1 screen outcome that indicated if a 
resident was currently in a Medicaid-certified 
nursing facility, the facility would need to document 
your PASRR condition in important Medicaid nursing 
facility paperwork. The facility should mark yes for 
question AlS00 on the MOS assessment. "Is the 
resident currently considered by the state level II 
PASRR process to have a serious mental illness 
and/or intellectual disability or a related condition?" 
Also, your specific PASRR condition(s) should be 
checked in question A1510, "Level II Preadmission 
Screening and Resident Review (PASRR) 
Conditions." 

Resident 34's 2/24/26 annual MOS Assessment, 
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F0641 Continued from page 2 F0641 
SS=E Level II PASRR at question A1500 was marked no. 

There was no ability to answer A1510 and list the 
resident's diagnosis. 

2. Interview and EMR review on 5/13/26 at 4:26 p.m. 
with SSD E confirmed she completed resident 34's 
2/24/26 annual MOS section A on 2/24/26. She 
agreed based on the PASRR level I Screen Outcome 
question A1500 should have been marked yes . That 
would have made question A1510 available to put in 
resident 34's current diagnosis. She used CMS 
Long-Term Care Facility RAI 3.0 User's Manual 
Version 1.20.1 October 2025 to complete the 
resident's MOS assessments. She refers to the 
resident's PASRR level Maximus letters to complete 
section A, the resident's diagnoses, and admission 
orders. 

3. Review of resident 107's EMR revealed she was 
admitted to the facility on 3/10/26. Her diagnoses 
included bipolar II (mental condition causing extreme 
shifts in mood, energy, and activity levels), 
depression, and anxiety (anticipation of future 
danger or misfortune with feelings of distress 
and/or sadness and symptoms such as restlessness 
or irritability). 

Interview and EMR review on 5/14/26 at 1:37 p.m. 
with SSD P regarding resident 107's PASRR form 
and her MDS admission assessment coding at Al500 
revealed that resident 107's Level I PASRR was 
completed by the hospital staff, where she was a 
patient before she was admitted to the nursing 
home. The hospital did not indicate on her Level I 
PASRR that she had a diagnosis of Bipolar II, and 
she was not referred for a Level II PASRR review. 

Resident 107's 3/25/25 psychiatric provider's note 
indicated she had the diagnosis of Bipolar II since 
1/14/13. SSD P indicated she should have reviewed 
resident 107's diagnoses when she admitted to the 
nursing home, identified that she had a diagnosis of 
Bipolar II, completed a new Level I PASRR, and 
referred resident 107 for a Level II PASRR review for 
that diagnosis. 

4. Interview on 5/12/26 at 1:51 p.m. with resident 
151 in his room revealed he "just" returned from his 
dialysis treatment at a dialysis facility. His dialysis 
treatments were completed on Tuesdays, Thursdays, 
and Saturdays, and he received them for "quite a 
while". 

5. Review of resident 151's EMR revealed he was 
admitted to the facility on 4/27/26. His admission 
5/1/26 MOS assessment did not indicate that 

JRM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 230B87-Hl Facility ID: 0027 If continuation sheet Page 3 of 9 



PRINTED: 06/18/2026 

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 

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

(Xl) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED 
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER: 
AND PLAN OF CORRECTIONS A. BUILDING 05114/2026 

435070 
B. WING 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

AVERA SISTER JAMES CARE CENTER 2111 WEST 11TH STREET , YANKTON, South Dakota, 57078 

PROVIDER'S PLAN OF CORRECTION 
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (XS)

(EACH CORRECTIVE ACTION SHOULD BE 
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX COMPLETION

CROSS-REFERENCED TO THE 
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DATE

APPROPRIATE DEFICIENCY) 

F0641 Continued from page 3 F0641 
SS = E resident 151 received dialysis treatments. 

6. Interview on 5/14/26 at 2:20 p.m. with RN 
supervisor D revealed resident 151 was receiving 
dialysis treatments. She acknowledged she did not 
document on his 5/1/26 admission MDS that he was 
receiving dialysis treatments. She indicated dialysis 
should have been documented. She was responsible 
for completing the nursing components of resident 
151's MDS, which included the resident's dialysis 
treatments. 

7. Review of resident 3's EMR revealed he was 
admitted to the facility on 4/1/25. His diagnoses 
included paranoid delusional disorder (a mental 
illness where a person holds strong, false beliefs 
despite evidence to the contrary). A 4/3/25 Level I 
PASRR screen was completed, and he was referred 
to a Level II PASRR review. The Level II PASRR 
review indicated he had a mental health diagnosis. 
His comprehensive 3/11/26 MDS assessment was 
coded as "no" at question A1500 for having a 
mental health diagnosis. 

Interview on 5/14/26 at 2:05 p.m. with SSD P 
revealed she was responsible for completing the 
resident's MDS assessments, question A1500, for all 
residents in the Cabin neighborhood. Resident 3's 
3/11/26 MDS assessment at question A1500 should 
have been coded as ''yes" for resident 3 having a 
Level II PASRR. 

8. Review of the CMS Long-Term Care Facility RAI 
3.0 User's Manual Version 1.20.1 October 2025 
revealed review of the CMS Long-Term Care Facility 
RAI 3.0 User's Manual Version 1.20.1 October 2025 
revealed section A, item A1500 indicated to "Code 1, 
yes if PASRR Level II screening determined that the 
resident has a serious mental illness and/or ID/DD 
[intellectual disabil ity/developmental disability] or 
related condition". 

Section I, Page 11 and 12, "Steps for Assessment: 1. 
Indicate the resident's primary medical condition 
category that best describes the primary reason for 
the Medicare Part A stay. Medical record sources for 
physician diagnoses include the most recent history 
and physical, transfer documents, discharge 
summaries, progress notes, and other resources as 
available." 

Section N, Page N6 and N7, "Steps for Assessment: 
-1. Review the resident's medical record for 
documentation that any of these medications were 
received by the residents and for the indication of 
their use during the 7-day look-back period (or 
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F0641 
SS=E 

Continued from page 4 
since admission/entry or reentry if less than 7 days) . 
2. Review documentation from other health care 
settings where the resident may have received any 
of these medications while a resident of the nursing 
home (e.g., valium given in the emergency room)." 

F0641 

F0812 
SS=E 

Food Procurement.Store/Prepare/Serve-Sanitary 

CFR(s): 483.60(i)(1){2) 

§483.60(i) Food safety requirements. 

The facility must -

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

F0812 F0812 
Facility reviewed & updated the comprehensive 
cleaning schedules to include Hand Sinks & 
comprehensive instructions for cleaning & 
deliming the Dishwashers. lnservice's 
concerning the updated cleaning schedules will 
be completed by the Director of Support 
Services or designee for all Nutrition Staff by 
June 21, 2026. Monitoring will be done by the 
Director of Support Services & Audits of the 
Cleaning schedules will be done weekly x4 
weeks, monthly x2 months, then Quarterly x3 

06/21/2026 

(i) This may include food items obtained directly 
from local producers, subject to applicable State and 
local laws or regulations. 

(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable safe 
growing and food-handling practices. 

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

Quarters. Findings will be reported to the 
Director of Quality for compiling and submitting 
to the QAPI Committee for review and 
recommendations 

§483.60(i)(2) - Store, prepare, distribute and serve 
food in accordance with professional standards for 
food service safety. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, interview, and document 
review, the provider failed to follow food safety 
standards to ensure that equipment in food service 
and preparation areas was maintained in a sanitary 
condition for two of six pantry dishwashers, one of 
five wall-mounted fans, and one of fifteen 
handwashing sinks. This deficient practice had the 
potential to affect the safety of food served to 
residents. 

Findings include: 

1. Observation on 5/14/26 at 7:58 a.m. in the 
Country neighborhood pantry revealed that there 
was a thick layer of biofilm (a sticky film with germs) 
and food particle buildup on the inner surface of the 
dishwasher doors, which could result in dishes not 
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F0812 Continued from page 5 F0812 
SS=E being properly cleaned and sanitized, which could 

place residents at risk for foodborne illness. 

Across the room from the dishwasher, a fan was 
mounted to the wall. A layer of visible dust buildup 
was on the fan blades and the fan cage. The fan was 
blowing air across the room to where the 
hot-holding steam tables used to serve residents' 
food was located. That had the potential to blow 
contaminants onto food-contact surfaces and the 
food itself, which created potential for foodborne 
illness risk. 

2. Observation on 5/14/26 at 11:39 a.m. in the 
Chalkstone neighborhood pantry revealed there was 
an unidentified layer of grayish buildup in one of the 
handwashing sinks. The dishwasher had a thick 
layer of biofilm and food particle buildup on the 
inner surface of the dishwasher doors. 

3. Interview on 5/14/26 at 11:51 a.m. with food 
service worker-feeding assistant (FSW-FA) M and 
certified dietary manager (CDM) I revealed that the 
staff were supposed to clean the sinks and 
dishwasher daily. To clean the dishwasher, she 
would turn the machine off, drain all the water, spray 
down the inside parts and wash arms with plain 
water, and remove the catch screens to spray them 
off in the sink. Neither FSW-FA M or CDM I was 
aware of the buildup on the inner surface of the 
dishwasher doors in the Chalkstone pantry. 

5. Interview on 5/14/26 at 3:42 p.m. with director of 
support services (DSS) L revealed that the staff had 
standard kitchen and neighborhood pantry cleaning 
task lists, but there were no checklists to show 
when those tasks were last completed. He expected 
the staff to inspect and clean the wall-mounted fans 
regularly. He was not aware of the buildup on the 
inner surface of the dishwasher doors in both 
observed pantries. 

6. Review of the provider's August 2022 revised 
Cleaning Schedule for the "main kitchen" adapted 
from the 2005 Becky Dorner &Associates, Inc. Policy 
and Procedure Manual revealed that kitchen 
appliances, sinks, and faucets should be cleaned 
daily. The walls, sinks, floors, and shelves in the 
"Pot & Pan Room" should be cleaned weekly. "Dust 
Back of Appliances" should be cleaned monthly. 

7. Review of the provider's undated Pantry Cleaning 
Lists revealed that there were columns for daily, 
weekly, and monthly cleaning. 

For the dishwashers, the daily cleaning included 
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F0812 Continued from page 6 F0812 
SS=E "clean drain screens/remove food particles" and 

"wipe off front & sides of cabinet." The weekly 
cleaning included "wipe off tops." The monthly 
cleaning included "deep clean {edges, gaskets, 
etc.)." 

There was a note on the second page that read, 
'Wall Fan!!!!!!! (Check daily)." 

The Pantry Cleaning Lists did not include the 
handwashing sinks. 

F0695 Respiratory/Tracheostomy Care and Suctioning F0695 F0695 06/21/2026 
SS=D 

CFR(s): 483.25(i) 

§ 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 

Facility reviewed the current Respiratory 
Equipment Care Policy. All Nurses & Medicatior 
Aides will be inserviced to follow the Respiratory 
Equipment Care Policy by RN Nurse Educator 
by June 21, 2026. Identified Resident #22 had 
nebulizer equipment changed on 5/14/26. All 
other residents with nebulizers were changed 
according to facility policy. Random Audits 
(to include Resident #22) of nebulizer cleaning 
& equipment process will be completed by RN 
Household Coordinators weekly x4 weeks, 

subpart. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, record review, interview, and 
policy review the provider failed to ensure infection 
control practices were followed for one of two 
sampled residents (22) who used a nebulizer (a 
device that converts liquid medication into an 
inhalable mist) machine that was not cleaned after 
each use by the nursing staff and according to the 
provider's policy. 

Findings include: 

1. Observation on 5/12/26 at 10:35 a.m. of resident 
22 in his room revealed, he placed his handheld 
nebulizer tube in the holder on the nebulizer 
machine after completing his treatment tubing was 
dated 4/2/26. 

2. Observation on 5/12/26 at 1:45 p.m. in resident 
22's room revealed the handheld nebulizer tube was 
in the holder on the nebulizer machine, the nebulizer 
tube is dated 4/2/26 and had a small amount of 
clear liquid remaining in the chamber. 

3. Observation on 5/13/26 at 9:48 a.m. in resident 
22's room revealed his handheld nebulizer tube was 
in the holder on the nebulizer machine with a clear 
liquid half-filled the medication chamber. 

monthly x3 months, then quarterly x3 quarters. 
RN Houshold Coordinators will report findings to 
Director of Quality for compiling results & 
submitting to QAPI Committee for review & 
recommendations during routine QAPI meetings 

=ORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 230B87-Hl Facility ID: 0027 If continuation sheet Page 7 of 9 



PRINTED: 06/18/2026 

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/CLIA 
IDENTIFICATION NUMBER: 

435070 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

B. WING 

(X3) DATE SURVEY COMPLETED 

05/14/2026 

NAME OF PROVIDER OR SUPPLIER 

AVERA SISTER JAMES CARE CENTER 

STREET ADDRESS, CITY, STATE, ZIP CODE 

2111 WEST 11TH STREET, YANKTON, South Dakota, 57078 

(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) 

(X5) 
COMPLETION 

DATE 

F0695 Continued from page 7 F0695 
SS = D 

4. Observation on 5/13/26 at 11:17 a.m. of resident 
22's room revealed that the medication chamber on 
the handheld nebulizer tube had residual clear liquid 
in the bottom of the medication chamber. 

5. Observation on 5/14/26 at 9:04 a.m. of resident 
22's room revealed the handheld nebulizer tube was 
in the holder on the nebulizer machine, which had a 
clear liquid that half-filled the medication chamber. 

6. Observation and interview on 5/14/26 at 11:11 
a.m. of resident 22's room revealed , he completed 
his nebulizer treatment and placed the nebulizer tube 
on the holder on the nebulizer machine. He stated, 
"It's been more than a week" since the staff 
changed his nebulizer tube. 

7. Review of resident 22's electronic medical record 
(EMR) revealed his 3/24/26 Brief Interview for 
Mental Status (BIMS) assessment score was 14 
indicated he was cognitively intact. He had a 
1/22/25 physician's order for Albuterol (a 
prescribed medication used to treat wheezing, 
shortness of breath) 0.083 % (percent) 2.5 milligrams 
(mg) inhaled every four hours as needed (PRN) by 
nebulizer. He had a 4/1/25 physician's order for 
Albuterol/lpratropium (a prescription medication 
used to treat airway narrowing in the lungs) 3 
milliliters (ml) every six hours PRN by nebulizer. He 
had a 5/14/25 physician 's order for 
Albuterol/lpratropium 3 milliliters (ml) inhaled twice 
daily (BID) by nebulizer. He had a 2/25/25 
physician's order to self-administer his nebulizer 
treatments after set-up assistance was provided by 
the staff. 

He had a 1/21/25 physician's order for his nebulizer 
tubing to be changed (replaced) weekly on 
Wednesdays at 7:00 p.m. with an intervention note 
that stated, "Do not chart if you did not do." 

8. Interview on 5/14/26 at 11:17 a.m. with licensed 
practical nurse (LPN) G revealed that nebulizer 
tubing was to be changed weekly on the night shift. 
Tubing was to be dated when it was changed. If the 
tube was dated 4/2/26, then it was not changed 
since that date. It was the nurse's responsibility to 
rinse the nebulizer tube and attachments after the 
residents used them. She did not rinse resident 22's 
nebulizer tube and attachments on 5/12/26, or 
5/14/26 when she completed the set-up of resident 
22's nebulizer medications. 

9. Interview on 5/14/26 at 11:25 a.m. with registered 
nurse (RN) supervisor C revealed that nebulizer tube 
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SS = D and attachments were to be changed daily and that 

the nebulizer oxygen tubing was to be changed 
weekly on Wednesday night. If a nebulizer 
medication chamber was labeled 4/02/26, she would 
assume that it was not changed since April 2, 2026. 
She expected the nurse to rinse the nebulizer 
medication chamber after each use and leave it to 
air-dry for the next use. She confirmed there was no 
task in the medication administration record (MAR) 
to remind nurses to go back and rinse them after 
the residents completed their nebulizer treatment. 

10. Review of the provider's February 2026 
Respiratory Equipment Care policy revealed "Clean 
according to [the] manufacturer's instructions for 
use (MIFU) if available. If no MIFU is available: a. 
After every treatment: Empty excess fluid. Rinse 
[the] nebulizer with sterile (preferred) or distilled 
water. Shake off excess moisture. Store: place on a 
clean, dry paper towel (change the paper towel after 
each treatment) and store in a clean, dry location in 
the resident's room to air dry for the next treatment 
or in a designated vented respiratory bag that is 
changed weekly. Weekly: replace nebulizer." 
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44:73:07:05 Food Supply 

The facility shall maintain an on-site supply of 
perishable and nonperishable foods to meet 
planned menus for three days. A facility shall 
maintain an additional supply of nonperishable 
foods as part of the facility's emergency 
preparedness plan. A facility may use military 
meals ready to eat and dried milk in an 
emergency event according to the facility's 
emergency response plan. 

This Administrative Rule of South Dakota is not 
met as evidenced by: 
Based on observation, interview, and document 
review, the provider failed to maintain an 
additional on-site supply of nonperishable food for 
emergency purposes. This had the potential to 
affect all residents, staff, and visitors in the 
building in the event of an emergency. 

Findings include: 

1. Observation on 5/12/26 at 8:15 a.m. during the 
initial kitchen tour revealed that there was no 
additional supply of nonperishable foods 
designated for emergency purposes. The 
nonperishable foods in the dry storage appeared 
to have been part of the normal planned menu. 

2. Interview on 5/14/26 at 9:49 a.m. with lead 
cook H revealed that he confirmed they did not 
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non-perishable foods. The plan allows a 3-day 

meal plan and supports enough supplies 
to feed residents at facility capacity 

in addition to others per Facility 
Emergency plan. Facility will maintain 
inventory to meet the requirements 
of said regulation, by referring to a USDA 
Food buying guide for purchases, conduct 

weekly inventory audits during the 
facility ordering procedures and 
designating foods/location for emergency 

supplies. Education concerning 
Emergency supply Plan will be completed 
for Nutrition service Staff by June 21, 2026. 
Monitoring will be completed by the 
Director of Support services and Kitchen Manager 
weekly X 4 weeks, Monthly x 2 Months, and 
quarterly x 2 quarters. Findings reported to the 
Director of Quality services for compiling 
and submitting to the QAPI Committee 
for review and recommendation 
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have a separate supply of food on-site for 
emergency purposes, nor an emergency menu 
plan. He explained that he ordered a supply of 
food for four days of the current menu. The food 
order was delivered twice a week. He felt they 
had enough food on hand to provide three days 
or more of their current planned menu. 

3. Interview and document review on 5/14/26 at 
10:35 a.m. with the director of support services 
(DSS) L revealed that he stated that a previous 
surveyor had once helped him develop an 
emergency menu plan. The plan included an 
outdated reference to the Administrative Rules of 
South Dakota (ARSD), and a formula to calculate 
how much food was needed based on the 
resident census. That formula did not take into 
account any staff or visitors present in the 
building during an emergency. He confirmed that 
document was not an official policy. He said that 
in an emergency they would use their current 
food supply available on-site. 

4. Interview on 5/14/26 at 3:43 p.m. with DSS L 
revealed that he was unaware that the ARSD 
required there to be a separate food supply for 
emergency preparedness. 
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