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F 000 | INITIAL COMMENTS F 000
An initial certification health survey for
compliance with 42 CFR Part 483, Subpart B,
requirements for Long Term Care facilities was
conducted from 2/27/24 through 2/28/24. Custer
Care and Rehab Center was found in
compliance.
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An initial certification survey for compliance with
the life safety code (LSC) (2012 existing health
care occupancy) was conducted on 2/27/24.
Custer Care and Rehab Center was found not in
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Facilities.
The building will meet the requirements of the
2012 LSC for existing health care occupancies
upon correction of deficiencies identified at K321,
K325, and K712 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards.
K 712 | Fire Drills K 712|K 712 3/29/24
SS=C | CFR(s): NFPA 101 -

Fire Drills

Fire drills include the transmission of a fire alarm
signal and simulation of emergency fire
conditions. Fire drills are held at expected and
unexpected times under varying conditions, at
least quarterly on each shift. The staff is familiar
with procedures and is aware that drills are part of
established routine. Where drills are conducted
between 9:00 PM and 6:00 AM, a coded
announcement may be used instead of audible
alarms.

19.7.1.4 through 19.7.1.7

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the provider
failed to ensure staff were familiar with the
provider’s fire drill procedures (alarm
announcement, activating the fire alarm system,
checking the door for the fire location, and
bringing fire extinguishers to the fire location).
Findings include:

Maintenance director or designee will
educate all staff on proper fire drill
procedure by 3/29/24.

Maintenance Director or designee will
audit staff for proper education on fire drill
procedure weekly for four weeks and
monthly for two additional months

Maintenance director or designee will
report findings at monthly QAPI meetings
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1. Observation on 2/27/24 at 2:45 p.m. revealed a
fire drill was initiated in resident room 104. The
first staff person responding to the simulated fire
location removed the resident to a safe location.
The alarm was not initially activated or
announced until prompted to do so. The second
staff person responding to the simulated fire
location did not perform an acceptable closed
door check for heat. No fire extinguishers were
brought to the fire drill.

Interview with the maintenance supervisor at the
time of the above observations confirmed those
findings. He stated the fire drill was the first one
for the provider at that location.

The deficiency had the potential to affect 100% of
the occupants.
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An initial survey for compliance with 42 CFR Part
482, Subpart B, Subsection 483.73, Emergency
Preparedness, requirements for Long Term Care
facilities was conducted from 2/27/24 through
2/28/24. Custer Care and Rehab Center was
found in compliance.
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| An initial ficensure survey for compliance with the |
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
| 2/27/24 through 2/28/24. Custer Care and Rehab
Center was found in compliance.
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