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$ 0000 Compliance Statement S 000
A licensure survey for compiiance with the
Administrative Rules of South Dakota, Article
44:70, Assisted Living Centers, requirements for
assisted living centers, was conducted from
7127126 through 7/28/26. Silver Threads inc was
found not in compliance with the following
requirements: $169, $201, $295, §506, S640,
and S685,
A complaint survey for compliance with the
Adnmiinistrattive Rules of South Dakota, Article
44:70, Assisted Lhing Centers, requirernents for
assisted living centers, was conducted from
7/27/26 through 7/28/26. The area surveyed
included a resident who had two unwitnessed
falls. Sliver Threads Inc was found in compliance.
s 1691 44:70:02:17(5) Occupant Protection 5169 gﬁ% 3; Correction — 44:70:02:05 Door Alarm Requirertents
The facility shalt: The faciiity submits the following Plan of Correction In 9/10/26
- responge to the citation re?anjlng fallure to Instail and
tain an elactrically eclivated alarm system that is
(5) Install an electrically activated audible alarm, Eoutinous, scble 8L & destarted alf stallon. and doas nct
if required by other sections of this article, on any
. T identifi f Other
unattended exit door. Any other exterior door ;o&%rﬁ:?yw :&3 %eimﬁ. nifieation o
must be locked or alarmed, The alarm must be Following the suvey on 7/26/26, the facility immediately
audible at a designated staff station and may not &d'g!am m:laﬂlgeng gﬂuﬂem on ;[Ibiﬁggq.]:m. ;:m met
automatically sllence if the door is closed; three times and then s . nead, resulting in Staft not
respon to door openln?%vm faclifty has purchased slx
new door ltters that have a chaln Included to ensure
the connection s prior to resetting.
All residents were considered rotan!laﬂy affected due to
ool e o, L,
This Administrative Rule of South Dakota is not to maintain he'lqhten:d obeervation il the new alarm
met as evidenced by: transmitters are fully insialled and tested.
Based on observation, testing, and interview, the 2. Systemle Changes to Achleve Sustained Complance
provider failed to install a door alarm system that The door alarm tranamitiers wil be replaced with mmu
was continuous and did not sel-silence. m%mgwwzmnﬁm il
to ensure aclivation of the tranamitter.
Findings inciude:
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5169 Continued From page 1 8169 3. Monftaring to Identlfy Fulure Noncompfance
1. Observation and testing on 7/28/26 from 10:00 Data 1o be Manitored:
a.m, to 2:00 p.m. revealed that all care staff wore —Monthly exterior door alamm testing logs
pagers. Testing of the alarms on each door —Meintenace work orders related (o alarm systems.
revealed an alarm triggered on the pagers when Who wiil Parfom the Monltoring:
the doors were opened. The staff did not respond _Egadg ca(Malrﬂenance will conduct and document mumhlJ
i rm eating.
to the door alarms. They continued with their sl S RS —"
lasks. maintenance records.
2. Interview on 7/28/26 at 1:00 p.m, with staff Frequency end Buraton:
. Interview on :00 p.m.
members C, D, E, F, and the administrator A - o oot Rises Wi ba fexted wanthiy for shomontts.
revealed the door alarms chimed on the pagers Integration Into the QA System:
three times, then went silant. ~The Director of Maintsnance will submil monthly
alarm tasling results to the Administrator.
~The Administrator will report findings to the Crualtty
3. Interview and testing on 7/28/26 at 1:15 p.m. of #&%mge Commiliee at the monthly QA mesting
the front door alarm with administrator A revealed ~Any identifad defidendles will result in Immediste corractive)
the door alarm chimed three times on his pager, » rotraining, and documentation in the QA minutes.
then went silent. He had started working at the 4. Amticipated Dele of Comection:
facllity on 4/1/26, as part of new ownership. The Saptember 10, 2028
door alarms were self-silencing prior to him
becoming administrator. They had identifled that
the staff wera not responding to door alarms and
were in the process of retraining the staff. He
agreed that the doors were sel-silencing.
$201) 44:70:03:02 General Fire Safety S 201 Plan of Corvection - 44:70:03:02 General Fire Safely
- The facllity submits the following Plan of Correction in 9/1/26
Each facility must be constructed, arranged, response to the citation regarding failure to malntain
equipped, maintained, and operated to avold one (::l thgt (r:iur enéergencyiglxles ma?ked.
unobstructed,, and accessible to residents in
undue danger to the lives and safety of o_ccup{:nts accordance With fire safoly rsquirements,
from fire, smoke, fumes, or resulting panic during
the period of time reasonably necessary for 1. Correction Action Taken & Identification of Other
escape from the structure in case of fire or other Potontially Affectod Residents.
emergency. The facliity shall conduct fire drills ;ouowirttg ttlng ::dr;wy tgnﬂ;e‘ziaaze. th: fﬁ‘cﬁky eveluneged
i @ east ex ndependent apartme
quarterly for each shift. If the faclli!y is not Sl pareoe. The A was found to be Jooked,
operating with three shifts, the facility must ﬂ:"‘a{:w% ’igawessiblg without knowlad'ge ofda
; ypa . garage door ar was locate:
conduct monthly drills to proviie training for ait abave the door frars, unmar eg?:f"l 0 1% sentty
personnel. reachable. The axterior walk-through door between
the apartments and garage was aiso kocked and
This Administrative Rule of South Dakota Is not required a code,
STATE FORM b DBKT11 Il continuation shest 2 of 11



PRINTED: 08/05/2026

FORM APPROVED
South Dakota Department of Health
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUER/CLIA {¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
Cc
41868 B. WING 07/28/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
210 E 12TH ST
SILVER THREADS INC GREGORY, SD 57333
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LEC IDENTFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
S 201| Continued From page 2 S 201 Corrective actions inciuded:
—The east exit door was unlocked from the inside to
met as evidenced by: allow free egress for assisted living residents during
' emergencies.
Based on cbeervatlon, testing, and Interview, the —Proper exlt signage was installad above the exterlor
provider falled to malntaln one of four smergency walk-through door.
N ~Staff were instructed on the corrected exit route and
exits (east exit by the independent apartments) the importance of maintaining all exits unobstructad
clearly marked and free from obstruction, and accessible.
All residants were consldered potentially affected due
Findings include: to the possibility of delayed evacuation. As a result,
all 1fta.c'l(lité' fe»(lts gerie lr]:pe&tadrlm enzt‘lrg thag \ivera ‘
uniocked from the insida, clearly marked, and free o
1. Observation and testing on 7/28/26 at 2:.00 obstruction, No additional exit issuss ware identified.
p.m. revealed the east exit to the independent )
apariments was Jocked. Assisted living residents %},ﬁﬂ*’;ﬁ:’,{‘;‘; Cibgen 5 Aohieve Sustaiund
could not exit into the independent apartments % ained fiance with fire safety
0 ensure sustained compiiance re sa
without k.nowln the exit door's code. There was reoulations, the facilty |m$:amama d the following
an exit sign posted on the walk-through door systemic changes: 4R "
i —Updated the Emergency Exlt and Fire Safaty Policy
leeding into the garage. The only way to exit from to require that all emergency exits were updated and
the garage was to Open the garage door. as thel’ﬁ marked ap opﬂa(e]y_
was no exterior walk-through door. The button to ~Cé>ndt:ct mva‘{nlglg ff]or ail staff on:
open the garage door was located above the door Fropas use of oxt routes.
frame and was not easily accessible or marked. —Immediate reporting of any blocked, locked, or
malfunctioning exit
B ) --Administrator orientation procedures were updated
Between the door leading into the independent to ensure new eadership recelves a full walkthrough
aparlments and the garage door was an exterlor of all exit routas and smergency egrass pathways.
walk-through door. That door was alsoc locked 3. Manitoring to Identify Future Noncompliance
and could not be opened without knowledge of
h r d . ¢ Date to be monitored:
the door's code. —Fire drll documentation, which Is completed monthw.
; . Who Wil Perform the Moniloring:
2. In?ar\new on 7/28/26 at 2:00 p.m. with ~Director of Maintenance will complete and documen
administrator A revealed he had become monthly exil ins acll?n.s. Lexit ] ;
i —Adminstrator will review all exit Inspectlon logs, fire
admlnfstfator on 4/1/26, as part of a chgnge in il s, 3 Trainienance repiis,
ownership. He was not aware of the exit into the
garage, as he did not use that exit since he had Frequency and Duration:
. —Fire drlls and exit iInspections will be conducted
started working at the facility. The staff used the during the monthly drilis that are completed by the
extarior walk-through door to come and go from Diractor of Maintenance.
the facllity. He agreed the exteror walk-through Integrafion into the QA System:
door should be marked as an exit and unlocked ~The Administrator will present findings to the Quality
from the inside so the residents could leave in the gsfsl:'v":s:""%%f{'hf:meﬂ at the monthly QA meeting
event of an emergency. —Any identified deficiencies will result in immediate
corraclive actlen, relaining, end documentation In
QA minutes.
4. Anticpated Date of Comrection: 8eptember 1, 2026
STATE FORM an D8KT11 If confinustion shest 3 of 11
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$ 296} Continued From page 3 S 286 Plan of Correction - 44:70:04:04 Personnel Treining | 8/31/26
Requirements
529§ 44:70:04:04(1-11) Personnel Training S286 | e facility submits the following Plan of Correctian in
response to the citatton regarding falture to ensure
These programs must be completed within thirty c’mz ggegaemg'bh{_e: D rebeived personnei trainlng
days of hire for all healthcare personnel and must ve )
include the foll : 1. Corrective Action Taken & Idenlification of Other
¢ the following subjects Potantally Afl Sontt
{1) Fire prevention and responss; dea; nig%nttlgrcm 931; ;5 deﬁv-;teewncz on 7f2a126b1he
mi a re sd employee D's
(2) Emergency procedures and preparedness, bersonnel fie and Sorfioned that recplrgd aining
Including responding to resident emergencies modules - including infection control, accident
and information regarding advanced directives; prevention and safety procedures, confidentiallty,
mandatory reporting, and a lect/
(3) Infection control and prevention; misappropriation - had not been assigned or
{4) Accident prevention and safety procadures; completed within 30 days of hire date (12/28/25).
(5) Resldent rights; Corrective alions includsd:
(6) Confldentiality of resident information; —Empl?ytgg Duwai: ;'mngiaﬁly :%gred and
completed all m n ules.
{(7) Incidents and dlseasles subject to mandatory e et o ot e'?mpleﬂorgw wos eadad 1o her
reporting and the facility's reporting mechanisms; nel ?le. "
i i --The administralor conducted a fulf audk of all
(8)_ Nutnt.fonal risks and hydration needs of personnol flles for employees hired within the past
residents; 12 montha to identify any other potentlally affected
(%) Abuse and neglect, grtaﬂ'addm al employees were Identified as havin
(10) Problem solving and communication T e B o ton: bt w0
techniques related to Individuals with cognitive assigned and completed all required modules, and
impalrment or challenging behavlors if admitted their fles were u accordingly.
and retained in the facility; and 2. Systamic Changes to Achleve Sustalned
{11) Any additional healthcare personnel Compliance
education necessary based on the Individualized To ensure sustained compliance with personnel
resident care needs provided by the healthcare }r?'i:;zg my‘:im"c?;a the facility implemented the
a systamic es:
pers.onnel to the m§idents who are accepted and _Um;& the New Hire ralnlng Assignment
retained in the facility. Procedure to ensure that alf required modules be
?sign?d and gompletod prior to employee's first day
Any personnel whom the facility determines will .5,,‘1'3&3’4?;"&.9 New Hire Training Checklist was
have no contact with residents are exempt from being utilized.
the training required by subdivision (8). 3. Monitoring to Kdentify Future Noncompliance
Deto to be monitored:
—Educare tralning status will be manitored for
complstion priar to official start date.
Who will Perform the Monltoring:
—Administrator will reviewe tralning completion
reports prior to schaduling any new empioyees.
This Administrative Rule of South Dakota is not
met ag evidenced by:
STATE FORM sess DBKT11 If continuation sheet 4 of 11
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$ 296 Continued From page 4 S 295 Frequency and Duration:
—~New hire education status will be monitored by
Based on employse personnel file review and administration for completion. No employee
intarview, the provider falled to ensure one of five ﬂ?gg:ﬁ?&f ﬁt:s"ggg{: gé“ng"?gggm on the
newly hired employeses (D) reviewed had recelved 9 P !
training in the areas of infection contro! and Integration into the QA System:
prevention, accident prevention and safety —tTh_e ‘Admin|&",tl;a:°ftr\:fm6“°fl1it‘°kﬂnd report
o raining results to the Quality Assurance
p{ocadures, confidentiality, incldents fand Committee at the monthly meetings.
diseases subject to mandatory reporting and the —Any Identifed deficiencies will resuit in
facility’s reporting mechanism, and abuse, Immediate corrective action, retraining, and
neglect, and misappropriation of resident property documentation in QA minutes.
and funds within 30 days of her hire date. 4. Anticlpated Date of Correction:
Findings include: August 31, 2026
1. Review of the personnel flie for employee D
revealed she was hired as a cook on 12/29/25,
There was no documentation to support that she
had completed training in the areas of infection
control and prevention, accident prevention and
safety procedures, confidentiality, incidents and
diseases subject to mandatory reporting and the
facility's reporting mechanism, and abuse,
neglect, and misappropriation of resident property
and funds.
2. Interview on 7/28/26 at 10:42 a.m. with
administrator A regarding staff education revealed
that employee D was not asslgned the training
courses upon her hire date, He was responsible
for ensuring the training was completed.
S 337) 44:70:04:11 Care Policles S 337 Plan of Comrecilon - 44:70:04:11 Care Poiicies
; The faciiity submits the following Plan of Correclion
Each facllity shall establish and maintain policies, in rzsponsye to the citation regg.-gging (ailure to 8/20/26
procedures, and practices that follow accepted ?ﬁﬁ;ﬁ'ﬁ;ﬁ%mﬁﬁyﬂd'ﬁgggﬂws
standards of professional practice to govem care, accepted standards of professional practice and
and related medical or other services necessary faci(i& policy.
to mest the residents’ needs.
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S 337 i S$337 1. Corrective Action Taken & Identification of
Contried From page 3 Other Potentiaily Affected Residents
This Administrative Rule of South Dakota is not
met as evidenced by: Following the identification of the deficiency on
. 7/28/26, the Director of Nursing (DON)
Based on care record review, interview, and immediately reviewed resident 1's medication
policy review, the provider failed to ensure one of orders and bubble packs. it was confirmed that
one samplad resident (1) received medication ?Otagdmlgggoiplmg 'togggtgg ;:,2',:‘: prior
that was tablet-split by the pharmacist. specifying that the pharmacy was to spiit the
medication and provide it in two halves,
Findings include:
Corractive agﬁons included:
1. Review of resident 1's care record revealed her ":f::,%eegtfsmLﬁggﬁzeg?f:e%agﬁ?: S
admission date was 6/15/23. Her diagnoses harmacy.
included a cerebrovascular accident and chronic ll &harmacy pravided a new bubble pack
diastolic congestive heart faiture. with tablets pre-split according to the
physician's order.
) --Staff were instructed that tablet-splitting is not
Resident 1's physician's orders included a permitted and is outside the scope of practice
6/15/23 order for 100 milligrams (mg) of Losartan m goth nutllrses and UAPs in an Assisted
. . g setting,
Potassium, to take one tablet by mouth daily at —Rosidert 1OEMAR was reviewed to ensure
8:00 a.m. The on:der mcludef! a note fo the the correct order was active and clearly
pharmacy to split the tablet in half and put the two documented.
halves in each medication siot. =All pill-splitters were removed from the facllity.
-—Pharmacy was contacted and updated on
Review of resident 1's nursing notes indicated ﬁ})s: E,t,?lgung' "’,’ ;3&'3,%83!1°'°5 In regards to
that on 6/22/25, "Resident has been complaining To ldentlty oth tentally affscted resid
of having difficulty swallowing her med 0 identily otner potentally aite residents,
g difficulty g lcation the DON conducted a full audit of all residents
Losartan. Phammaclst, [redacted name], called ;
. A recelving medications that may require
and visited with [the] resident to inform her that lablet-splitting. No additionla residents were
this medication does not come in a coated form, found to have medlcations being split by staff.
it was decided that [the] resident would be able to Ar': bubble packs were verifled to be
take the medication if the pill was cut in half. pharmacy-prepared and compiiant with
; ) e physician orders,
Pharmacist approved this and [the] medication
with [will] be in two halves In [the] next bubble 2. Systemic Changes to Achleve Sustained
pack. For the remainder of this month, UAPs Compliance
[unllgensed assistive personnel] may split the To ensure sustained compliance with medication
medication In half so [the] resident is able to take administration standards, the facility
fit). This was relayed to [redacted name}, UAP on implemented the fokowing systemic changes:
duty today.” —Updated the Medication Administration
Palicy to explicitly prohlbit tablet-splitting by
nurses or UAPs,
2. Interview on 7/28/26 at 1:10 p.m. with UAP C —~Added a section requiring that any medication
revealed that when a resident received a requiring Sp"tﬁfég must be prepared bg the
physician's order for a medication, the order pqhaamnnas cy and delived in a compliant bubble
STATE FORM o DBKT11 If continuation sheet 6 of 11
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administration record (EMAR). She indicated that
resident 1's Losartan medication order was
changed sometime in June 2026 and that the
staff were tablet-splitting that medication before
administering it to resident 1.

3. Interview on 7/28/26 at 2:29 p.m. with director
of nursing (DON) B regarding tablet-splifting
residents medications revealed that when a
physician ordered a change In resident's
medication and the medication in the residents'
bubble pack was the wrong, the new physician's
order would be sent to the pharmacy. The new
physician's order would be placed In the residents
EMAR, and the resldent's inaccurate bubble pack
of medication would be pulled out of the
medication cart and placed in the medication
destruction box. The pharmacy would then send
a new hubble pack with the comect medication.

DON B approved all physician's orders in the
resldant's EMAR before the medications were
administered to the residents. DON B was aware
resident 1 was having trouble swallowing and
stated that she was not aware the staff were
tabiet-splitting resldent 1's Losartan medication
order when It was changed. She stated that was
not in the scope of practice for nurses or UAPs,
DON B indicated that the uncut Losartan tablets
should have been sent back to the pharmacy and
a new bubble pack with tablets precut by the
pharmacist should have been provided.

4, Review of the provider's undated Medication
Administration policy revealed there was no
directions for the splitting of medications by a
UAP.

—~Documentation and removal and destruction
-Verification of new bubble packs upon
amrival
~RN approval of all medication changes beforg
administration
—~Educated all nursing and UAP staf on:
~Scope of practice

3. Monitoring to Identify Future Noncompliance

Date to Be Monitared:

—Monthly medication cart audits

—Monthly audits of any "Medication
Administration Exceptions”

~Incident reports related to medication
administration

Who Will Perform the Monitoring:
—RN will perfom monthly audits and report date
to DON for modifications if necessary

Frequency and Duration:
-rhignmly audits, indefinitely

Integration into the QA System:

--The DON will present monthly audit findings
to the Administrator.

~The Administrator will report results to the
Quality Assurance Committee at the monthly
QA meeting, indefinitely

~Any discrepancies will result in immediate
correciive actlion, retraining, and decumentation
(n QA minutes.

4. Anticipated Date of Correction:
August 20, 2026
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S 337 | Continued From page 6 $337 -Implle!'nented a Medication Change Procedure
requiring:
showed up in the resident's electronic medication -lml'ff late removal of inaccurate bubble
packs
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S 506 | Continued From page 7
S 506 44:70:06:17 Required Dietary inservice Training

The person in charge of dietary services or the
dietitian shall provide ongoling inservice training
for all healthcare personnel providing dietary and
food-handling services. Training must be
completed within thirty days of hire and annually
for any dietary or food-handling personnel and
must include the following subjects:

(1} Food safety;

(2) Handwashing;

{3) Food handling and preparation technigues;
{4) Food-bome ilinesses;

(5) Serving and distribution procedures;

(6} Leftover food handling polictes;

(7) Time and temperature controls for food
preparation and service;

(8) Nutrition and hydration; and

(9) Sanitation requirements.

This Administrative Rule of South Dakota is not
met as evidenced by:

Based on employee personnel file review and
interview the provider failed to ensure four of four
newly hired employees (D, E, F, and G) reviewed
had received training in the areas of food safety,
handwashing, food handling and preparation
techniques, food-bome fiinesses, serving and
distribution procedures, leftover food handling
policies, tme and temperature controls for food
preperation and service, and sanitation
requirements within 30 days of their hire date.

Findings include:

1. Review of the persannel file for employee D

S 508 Plan of Correction - 44:70:06:17 Required
Dietary in-Service Training (S506)

The facility submits the following Plan of
Correctlon in response to the citation regarding
failure to ensure newly hired dietary and
food-handling personnel received required
dietary in-service training within 30 days of
hire and annually therafter.

S 506

1. Corrective Action Taken and Identification of
Other Potentially Affected Staff

Following identlfication of the deficiency on
7/28/26, the Administrator reviewed personnel
fites for em'gloyees D,E,F, and G. It was
conflrmed that none had documentation of
required dietary [n-service h’aining within 30
days of hire, and one employee (F) also lacked
annual tralning documentation.

Corrective actions included:

~All four employees (D, E, F, and G) were
immedisately assigned and completed the
required dietary in-service training modules
covering:
~Food safe
~Handwashing
—~Food handling and preperation techniques
~Food-bome illnesses
~Serving and disfribution procedures
~-Leftover food hendling policies
~Time and tempearature controls
—Nultrition and hydration
~Sanitation requirements

~Documentation of completion was added to
each personnel file.

To identify other potentially affected staff, the
Administrator conducted a full audit of all
personnel files for employees hire within the
past 12 months. Two additional staff members
woere Identifled as n'lisslngoannual dietary
training documentation. Both were assigned
and completed the required modules, and
their files were updated accordingly.

All staff who may handle food - including cooks,
UAPs, RNs, end any personel assisting with
meal service - were considered potentially
affected.

8/20/26
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8 508 | Continued From page B S 508 2, Systemic Changes to Achleve Sustained
Compiiance
revealad she was hired as a cook on 12/29/25, T tained compli it diete
Th i o ensure sustained compliance with dietary
e was 6 documentslion la suppark that ha in-gervice training requirements, the facility
had complated the distary In-service training implemented the following systemic changes:
within 30 days of her hire date. ~-Updated the Dletary In-Service Tralning
Palicy to té[%?ar}yiout:lnei:
: ~Require ning topics
2. Review of the personnel fife for employss E ~Completlon deadiines {within 30 days of hire
revealed she was hired as a UAP on 1/8/26. and annually)
There was no documentation to support that he —gocumenta?on ﬂ?‘nd;rdt: o
had completed the dletary In-service training —Responsibility of the dletary manager/
- dietitian for providing and verifying training
within 30 days of her hire date. ~implemented a Newnlg-lire Training Thockiist
that must be completed and signed by the
3. Raview of the personnel file for employee F emp‘l:}lee and initialed by office staff.
revealed she was hired as a UAP on 5/29/25. "tﬁd:oﬂf atlﬁgrp\zaitrﬁ?n ia;t?'a{ttsoirnatr':g érlgitging{rﬂ%t;om
There was no documentation to suppoit that she when: y i 9
had completed tha dietary in-service training ~Tralning is not completed within 15 days
within 30 days of her hire date or annually. ~Training is approaching the 30-day deadiine
—-Annus;ij training rgs due w:}t&njn 30 days
- i ing procedures to ensure
4. Review of the personnel file for RN | revaaled 5,‘* ,‘,‘;‘;5 staofP \?v%% nlmag 'r)aandle foodtg,e
she was hired as a registered nurse (RN) on automatically enrolled in dietary in-service
12/8/25. There was no documentation to support g‘?g]‘{ée:dﬁgtgm:gséda% Administrator and
that she had compiated the dietary In-service dietary manager proper assignment, fracking,
training within 30 days of her hire data. and documentation of dietary training.
5. Interview on 7/28/26 at 10:38 a.m. with 3. Monitor to Identify Future Noncompliance
administrator A revealed he expacted all Date to Be Monitored:
employees to complete the required dietary --New hire dietary training assignment logs
training within 30 days of their hire date and —ggetary tnisglm% gganrgéent lg? orr?pons
annually. He was aware of the distary in-service ~-reraannsl 1ie s A
- es
requirements, and confirmed that all of the stalf Annual training compliance summa
members may handle food and should have had Who Wili Perform the Monitoring:
th sduton. AdmisirsorAves unabe t e s o afthow i
locate that any of tha training for employees D, E, ~Administrator will cor?duct monthly personnel
F, and G was completed. file audits.
—Director of Nurs!rllg m]’c[g rfi-..vIew alnnuatlhtgi‘;l(ijng
compliance for all staff who assist wi
s Gaﬂ 44:70:07:09 Self-Administration of Medications 5685 service.
Aresident with the cognitive ability to safely Frequency and Duratlon: )
: ; —-Weekly monitoring of naw hire dietary training
perform self-administration, may self-administer complation for six months.
medications. At [east every three months, a ~Monthly perosnnel file audits twelve months.
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i S 685 5506 continued
S 685 Continued From page 9 (—Quartedy ravie\)n of annual dietary training
registered nurse, or the resident's physician, comphance erafier,
physician assistant, or nurse practitioner shall Integration Into the QA System: |
-~The Diatary Manager will submit weekly and monthly
detenmine and record the gontinued' " monltoring'yrasults to the Administrator.
appropriateness of the resident’s ability to - The Administrator will present findings to the Quality
self-administer medications. ﬁﬁmm %ommlttee at the manthly QA meeting for
L e manths.
The determination must state whether the --Any identified deficiencies will result in immediate
resident or healthcare personnel is responsible &rrec.ﬂ‘v?e actlon, retraining, and documentation in
N minutes,
for storage of the r:nedmahon and inciude QA will track trends and ensure sustained complianc&
documentation of its administration in accordance through cngoing review of dletery training completion
with this chapter. date.
Any resident who stores a medication in the 4. Anticipated Data of Comection:
resident’s room or self-administers a medication,
must have an order from & physician, physkcian st 20, 2026
assistant, or nurse practitioner allowing
salf-administration. (S885)
Pm 93;[ C%rrection - 44;70:07:09 Self-Administration
O catons
8/15/26
The fadifty submiis the following Plan of Correction In
This Administrative Rule of South Dakota is not responss 1o the citation regarding failure to ensure
met as evidenced by: resident 1 had & physiclan’s order authorizing
Y self-adminisirstion of OCUSOFT eye wipes prior to
Based on care record review, interview, and beginning seff-administration.
policy review, the provider failed to ensure one of
. " 1. ve Actio dentifi
one resident (1) who self-administered pomi"n{} Aeﬂgc(edn FI:;‘:’;.?.; entification of Other
physiclan-ordered eye wipes had a physician
" Foliowing Identificatian of the deficiency on 7/28/28,
order to self-administer those wipes. the Director of Nursing (DON) immedicaely reviewsd
dn::}sidenl 1';sﬁmed’ltcatlon orc}iars e%nga s?if ; mlnls1[r|';:|I0n
; . cumantation. it was confirn &t resident 1 began
Findings Include: seif-administering OCUSOFT wipes on 7/16/26,
the physiclan's order authorizing self-adminiatration
1. Review of resident 1's care record progress as not obtained unil 7/27/26, eleven days later.
notes re.vealed that on 7/16/26 a nurse indicated Corrective actions included:
"Did visit with resident regarding using OCUSOFT —R%sld'g%'? sr?g-adm!?dhtraﬁon ordar was verified
and pl n her recard.
[pre-molstened pads to clgan the eyelids and --The DON campleted a new self-administration
eyelashes] wipes and resident retum{ed) demo gstﬁmient l:g fonﬁrm continued appropriateness of
that eye dr [doctor ministration.
N tg ust; [thoc ] tc?l!:\jm[hert]) al?d::‘owed (her] --Staff were instructed that no resident may
em an y she is doing it and [she] self-administer any medication without a physiclan's
does it at night, noted [she] has [a] notebook at ggse]:, exlt)ljlqﬂly l}u&doﬁ[zlgg ste;lf-ag‘r)ngnlstragaot?.
. o | o 139 self-aagmin umen
[her] bedside to chart he_rseif whgn she does it, notebook was reviewed torgngﬂre proper o
On 7/16/27, resident 1 signed "Rights and tracking and compllance.
Respongsibilities Associated With the
Self-Administration of Medications”. The
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document included, "RN [registered nurse] and
Physician and has besn [have] determined that
the practice is safe to both the Resident and
others in the facllity."

Resident 1's 10/8/25 physiclan's order was for
"OCUSOFT lid scrub pads to scrub both aye lids
[eyelids] scheduled once each day" at 6:00 p.m,
Her physician's order to self-administer
medications was obtained on 7/27/26. This was
11 days after she had started to administer the
OCUSOFT wipes herseif.

2, Interview on 7/28/26 at 2:25 p.m. with dlrecior
of nursing {DON) B regarding the resident's
self-administration of medications revealed that
the resident was required to have a physician's
order before self-adminlstering any medication.
Tha physician's order should include which
medications may be seif-administered by the
resident, The provider's nurse would complete an
initial medication self-administration assessment
to determine the resident's ability to safely
sell-administer medications and then obtain a
physiclan's order for the resident to do so. DON B
stated that resldent 1 was supervised during her
self-administration of the OCUSOFT wipes for
eye washing and agreed a physiclan's order
shouid have been obtained before allowing
resident 1 to self-administer the OCUSOFT
wipes.

3. Revlew of the provider's undated
Seif-Administration of Drugs (medications) policy
revealed, "A Resident may self-administer
medications if tha registered nurse and physician
have determined the practice to be safe.”
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S 866 | Continued From page 10 S 885 To klantify other polentially affected residents, the DON

conducled a full audil of all residents who self-administer
any medication or store medication in thelr rooms. No other
residens were found to be sell-administering medications
without a valid physician's order. All salf-administration
assessments and orders were verified as current and
compliant,

2. Systemic Changos to Achleve Sustained Complance

To ensure sustainad compliance with seff-administration
requirements, the facliity implemented the following
temic changes:
nincl lg:g that'the Self-Administration of Medication Policy
uded:
--A requirement thal a physican, PA, or NP order must
be obtained peior 1o any self-administration.
-A raquirement thal a registered nurss muat complete the
:‘i;lzlm seif-administration assessmant before obtaining
or.
--A requiramant for quarterly reassessment of all residenis
who self-administer medications.
~Clear documentation standards for storage responsibility
administration tracking, and reassassment.

3. Monltaring to Identify Future Noncompliance

Data to Ba Monitered:

~Self-administration assessments

m&n orders authorlzing self-administration
documentiation/setf documentation

—Quarterty reassessment logs

—Incident reports ralated to medication administration

Who Will Pesfom the Monitoring:
RN will conduct monthly audits of alf self~administering
rasidents.

Frequency and Duration:
—Monthly audits of all sel-administratlon documentedon
~Quarierly reassesaments

{niegration inte lhe QA Syatem:

~The DON will prasent manthly audit findings to the
Administrater.

~The Adminisirator will raport reauits 10 the Quaity
Assurance Committes at the monthly QA moaling for
twalve months. i

—Anr)gisaupancfes will result in immediata corrective
actlon, retralning, and documentation In QA minutes.

4, Antizipated Dale of Correcllon:
Augusl 15, 2026
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