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E 000  Initial Comments E 000
!
A recertification survey for compliance with 42
CFR Part 485, Subpart F, Subsection 485.625,
Emergency Preparedness, requirements for
| Critical Access Hospitals, was conducted from |
| June 4, 2024 through June 5, 2024. Monument |
Health Lead-Deadwood Hospital was found not in | |
compliance. [ [
| The building will meet the requirements of the i
2012 LSC for existing health care occupancies Reviewed Drill/Event with President
upon correction of the deficiency identified at 6/21/2024, Reviewed EOP for b in 419094
E039 in conjunction with the provider's education for critical access [reeres
| commitment to continued compliance with the fire hospital requirements. ‘
| safety standards.. 2024 drills will be table top exercise |
E 039 EP Testing Requirements E 039 August 20th, 2024 will be lost hikers.

CFR(s): 485.625(d)(2)

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),

| §460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2),
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, REHs
at §485.542, OPOQ, "Organizations" under
| §485.727, CMHCs at §485.920, RHCs/FQHCs at
| §491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility]
must do all of the following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or

(A) When a community-based exercise is not
accessible, conduct a facility-based functional
| exercise every 2 years; or

l

Actual mass casualty will be
during month of October 2024.

2 exercises were completed in 2023
which were actual events EOP
supervisor did not load in HICS

for recording. Events were:

1) 9/14/2023 tour bus stopped at ED

of covid. Events were debriefed and
recorded. 60 bus riders.

2)Winter ice storm- condition show
staff plan and concern for accidents
12/25-26, 2023.

EOP Supervisor will report drills

and completion.

surge event as several showed signs

president will review for documentation

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Mark C. Schmidt

TITLE
President

(X6) DATE

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 @tsen!

following the date of survey whether or rot aplan Eo ﬁlon xs’p
days following the date these documentg g ailable thhh

I'S

program participation.

n,

or nursing homes, the findings stated above are disclosable 90 days
mes, the above findings and plans of correction are disclosable 14
re cited, an approved plan of correction is requisite to continued
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(B) If the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility] is
exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.

(il) Conduct an additional exercise at least every 2 ‘
years, opposite the year the full-scale or ‘:
functional exercise under paragraph (d)(2)(i) of [
this section is conducted, that may include, but is ‘
not limited to the following:

(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or |
(B) A mock disaster drill; or [ [
(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements, }
directed messages, or prepared questions
designed to challenge an emergency plan.
(iii) Analyze the [facility's] response to and , I
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

|
’ [
E 039 Continued From page 1 E 039 1

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct ,
exercises to test the emergency plan at least |
annually. The hospice must do the following:
(i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility based
functional exercise every 2 years; or

(B) If the hospice experiences a natural or
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man-made emergency that requires activation of
the emergency plan, the hospital is exempt from
engaging in its next required full scale
community-based exercise or individual
facility-based functional exercise following the [
onset of the emergency event. ‘
(i) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional

' exercise under paragraph (d)(2)(i) of this section

| is conducted, that may include, but is not limited !
to the following: [
(A) A second full-scale exercise that is
community-based or a facility based functional
exercise; or

' (B) Amock disaster drill; or

(C) Atabletop exercise or workshop that is led by

a facilitator and includes a group discussion using

| a narrated, clinically-relevant emergency

| scenario, and a set of problem statements, .

| directed messages, or prepared questions ;

designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice per
year. The hospice must do the following:

(i) Participate in an annual full-scale exercise that

is community-based; or

(A) When a community-based exercise is not

accessible, conduct an annual individual

facility-based functional exercise; or

(B) If the hospice experiences a natural or

man-made emergency that requires activation of

| the emergency plan, the hospice is exempt from
engaging in its next required full-scale community
based or facility-based functional exercise
following the onset of the emergency event.

| (i) Conduct an additional annual exercise that

|
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PRINTED: 06/17/2024

- DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
431320 B. WING 06/05/2024

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

" MONUMENT HEALTH LEAD-DEADWOOD HOSPITAL DEADWOOD, SD 57732

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES | D | PROVIDER'S PLAN OF CORRECTION : (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘ PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE I DATE
| DEFICIENCY)
| |
E 039 | Continued From page 3 E 039

may include, but is not limited to the following:
(A) A second full-scale exercise that is [
community-based or a facility based functional '
exercise,; or
(B) A mock disaster drill; or
' (C) Atabletop exercise or workshop led by a
facilitator that includes a group discussion using a f
narrated, clinically-relevant emergency scenario, |
and a set of problem statements, directed [
messages, or prepared questions designed to
challenge an emergency plan.
(i) Analyze the hospice's response to and |
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.

§482.15(d), CAHs at §485.625(d):] I
(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency plan
twice per year. The [PRTF, Hospital, CAH] must
do the following:
(i) Participate in an annual full-scale exercise that
is community-based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or
(B) If the [PRTF, Hospital, CAH] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
[facility] is exempt from engaging in its next
required full-scale community based or individual, 5
facility-based functional exercise following the , '
onset of the emergency event. ’ ‘
|
|
|

|
*[For PRFTs at §441.184(d), Hospitals at ‘
|

(i) Conduct an [additional] annual exercise or !
and that may include, but is not limited to the
following:
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| (A) Asecond full-scale exercise that is
community-based or individual, a facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is

| led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant

emergency scenario, and a set of problem

statements, directed messages, or prepared
| questions designed to challenge an emergency
| plan.
: (ii) Analyze the [facility's] response to and
' maintain documentation of all drills, tabletop
| exercises, and emergency events and revise the
|

\
|
E 039 | Continued From page 4 E 039 i
|
|
|

| [facility's] emergency plan, as needed.

| *[For PACE at §460.84(d):]
(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least

| annually. The PACE organization must do the

| following:

} (i) Participate in an annual full-scale exercise that ‘

} is community-based; or ‘

| (A) When a community-based exercise is not

| accessible, conduct an annual individual,

‘ facility-based functional exercise; or |

' (B) If the PACE experiences an actual natural or l ;

' man-made emergency that requires activation of

' the emergency plan, the PACE is exempt from
engaging in its next required full-scale community
based or individual, facility-based functional
exercise following the onset of the emergency
event.

(if) Conduct an additional exercise every 2
years opposite the year the full-scale or functional |
exercise under paragraph (d)(2)(i) of this section |
is conducted that may include, but is not limited to |

i the following:
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(A) Asecond full-scale exercise that is
community-based or individual, a facility based
functional exercise; or
(B) A mock disaster drill; or
(C) Atabletop exercise or workshop that is led by .
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,

- directed messages, or prepared guestions
designed to challenge an emergency plan.

| (iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]
(2) The [LTC facility] must conduct exercises to [
test the emergency plan at least twice per year,
including unannounced staff drills using the
emergency procedures. The [LTC facility,
ICF/IID] must do the following:

(i) Participate in an annual full-scale exercise that |
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or an individual, facility based
functional exercise; or

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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‘ | |
E 039 Continued From page 5 E 039
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E 039 | Continued From page 6

| (B) A mock disaster drill; or

| (C) Atabletop exercise or workshop that is led by
a facilitator includes a group discussion, using a

narrated, clinically-relevant emergency scenario,
| and a set of problem statements, directed

| messages, or prepared questions designed to
challenge an emergency plan. i
(iii) Analyze the [LTC facility] facility's response to
and maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[LTC facility] facility's emergency plan, as needed.

| *[For ICF/IIDs at §483.475(d)]:

| (2) Testing. The ICF/IID must conduct exercises
to test the emergency plan at least twice per year. |

| The ICF/IID must do the following: [
(i) Participate in an annual full-scale exercise that [

| is community-based; or

| (A) When a community-based exercise is not

| accessible, conduct an annual individual,

| facility-based functional exercise; or. '

| (B) If the ICF/IID experiences an actual natural or
man-made emergency that requires activation of

| the emergency plan, the ICF/IID is exempt from

| engaging in its next required full-scale [
community-based or individual, facility-based ‘

| functional exercise following the onset of the

| emergency event.
(i) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is

. community-based or an individual, facility-based

| functional exercise; or
(B) A mock disaster drill; or

| (C) A tabletop exercise or workshop that is led by

| a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,

E 039
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E 039 Continued From page 7

directed messages, or prepared questions
designed to challenge an emergency plan.

(i) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ICF/IID's emergency plan, as needed.

' *[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct exercises
to test the emergency plan at

least annually. The HHA must do the following:
(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise every 2 years;
or.

(B) If the HHA experiences an actual natural
or man-made emergency that requires activation
of the emergency plan, the HHA is exempt from
engaging in its next required full-scale
community-based or individual, facility based
functional exercise following the onset of the
emergency event.

(il) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or [

(B) A mock disaster drill; or {

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared

E 039
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E 039 Continued From page 8 E 039
| questions designed to challenge an emergency
plan.

| (iii) Analyze the HHA's response to and maintain ,

| documentation of all drills, tabletop exercises, and L

' emergency events, and revise the HHA's |
emergency plan, as needed.

*[For OPOs at §486.360]

! (d)(2) Testing. The OPO must conduct exercises ‘

' to test the emergency plan. The OPO must do the ;
following: ‘

' (i) Conduct a paper-based, tabletop exercise or

' workshop at least annually. A tabletop exercise is
led by a facilitator and includes a group [
discussion, using a narrated, clinically relevant

| emergency scenario, and a set of problem '
statements, directed messages, or prepared

| questions designed to challenge an emergency

| plan. If the OPO experiences an actual natural or

| man-made emergency that requires activation of

| the emergency plan, the OPO is exempt from
engaging in its next required testing exercise
following the onset of the emergency event.

‘ (i) Analyze the OPO's response to and maintain

| documentation of all tabletop exercises, and

| emergency events, and revise the [RNHCI's and
OPO's] emergency plan, as needed.

| " RNCHIs at §403.748]: 1
(d)(2) Testing. The RNHCI must conduct [

| exercises to test the emergency plan. The RNHCI

must do the following:

(i) Conduct a paper-based, tabletop exercise at

least annually. A tabletop exercise is a group

discussion led by a facilitator, using a narrated,

| clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or

| prepared questions designed to challenge an
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E 032 Continued From page 9

emergency plan.
(i) Analyze the RNHCI's response to and
maintain documentation of all tabletop exercises,
and emergency events, and revise the RNHCI's
emergency plan, as needed.
This STANDARD is not met as evidenced by:
Based on record review and interview, the
provider failed to conduct an exercise for

emergency preparedness in 2023. Findings
include:

1. Record review on 6/4/24 at 4:45 p.m. revealed
no documentation an exercise was conducted to
test the emergency plan for 2023.

Interview with the plant operations manager on
6/5/24 at 7:30 a.m. and the ambulance supervisor
on 6/5/24 at 6:57 p.m. confirmed that finding.

E 039
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| dated 6/7/24 upon
identified below.

safety standards.

2012 EXISTING
1 19.1.6.4,19.165
|

stories
|

sprinklered

2 1 (111)

K 000 | INITIAL COMMENTS

| A recertification survey for compliance with the
| Life Safety Code (LSC) (2012 existing health care
occupancy) was conducted on 6/4/24. Regional

| Health Lead-Deadwood Hospital was found not in
compliance with 42 CFR 485.623 (d)(1)
requirements for Critical Access Hospitals.

| The building will meet the requirements of the
| 2012 LSC for existing health care occupancies
| and the Fire Safety Evaluation System (FSES)

correction of the deficiencies

Please mark an "F" in the completion date
column for those deficiencies identified as

| meeting the FSES to indicate the provider's intent

| to correct the deficiencies identified at K293,

| K324, and K363 in conjunction with the provider's
commitment to continued compliance with the fire

K 161 | Building Construction Type and Height
| CFR(s): NFPA 101

i Building Construction Type and Height
| Building construction type and stories meets

| Table 19.1.6.1, unless otherwise permitted by
| 19.1.6.2 through 19.1.6.7

Construction Type
[ 1 | (442), 1 (332), Il (222) Any number of

non-sprinklered and

One story

K000/

K 161 F

Mark C. Schmidt

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

President 6/21/2024

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 instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether. qrmm_pja n.is provided. For d._For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents a:e mhdla ay ﬂab tow faEy
program participation. i ’\

ficiencies are cited, an approved plan of correction is requisite to continued
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non-sprinklered |
Maximum 3 stories ‘
sprinklered ‘

3 Il (000) Not allowed

non-sprinklered

4 1 (211) Maximum 2 stories
| sprinklered

5 IV (2HH)

6 v (111)

7 I (200) Not allowed ‘

non-sprinklered

8 V (000) Maximum 1 story

sprinklered

Sprinklered stories must be sprinklered ;

throughout by an approved, supervised automatic ‘

system in accordance with section 9.7. (See |

19.3.5) ‘ 3

Give a brief description, in REMARKS, of the -

construction, the number of stories, including ‘
basements, floors on which patients are located,
location of smoke or fire barriers and dates of
approval. Complete sketch or attach small floor
plan of the building as appropriate.

' This STANDARD is not met as evidenced by:
Based on observation, interview, and document
review, the provider failed to meet the minimum
construction standards of the 2012 Life Safety
Code (LSC) (incomplete NFPA 13 sprinkler
system installation). Findings include:

1. Observation on 6/4/24 at 9:25 a.m. revealed ‘

the building was a three-story, protected,

non-combustible, Type Il (111) structure without a ' |
complete automatic sprinkler system. Interview [ [
with the plant operations director at the time of
the observation confirmed that finding. [

| | |
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K161 | Continued From page 2 K 161
| Review of previous survey documents dated
7/8/19 confirmed the above condition.

i The facility meets the fire safety evaluation
' system (FSES). Please mark an "F" in the
completion date column to indicate the facility's
intent to correct the deficiencies identified in
| KOOO.
K 225 | Stairways and Smokeproof Enclosures K 225 F
' CFR(s): NFPA 101

| Stairways and Smokeproof Enclosures
Stairways and Smokeproof enclosures used as

| exits are in accordance with 7.2. |
18.2.2.3,18.2.2.4,19.22.3,19.224,7.2 |

This STANDARD is not met as evidenced by:
Based on observation, interview, and document
review, the provider failed to maintain conforming
| exit stairways in five randomly observed locations '
(south stairs, northwest stairs, east stairs, west
stairs, and the north stairs). Findings include: 1

1. Observation on 6/4/24 at 11:15 a.m. revealed
handrails were not provided on both sides of the
stairwell in the south stairs and at the top of the
landing of the northwest stairs. The south stairs

| were 39 inches wide. The northwest stairs were

| 80 inches wide.

} 2. Observation on 6/4/24 at 2:30 p.m. revealed
the interior landing in front of the exterior exit door
in the south stairs sloped up approximately six

| inches to the door threshold.

|

|
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K225 Continued From page 3

3. Observation on 6/4/24 between 2:30 p.m. and
3:00 p.m. revealed the following door openings
into stair enclosures reduced the landing widths
to less than 22 inches:

* The door opening into the first floor, east stairs
reduced the landing to 15 inches.

* The door opening into the first floor, west stairs
reduced the landing to 19 inches.

* The door opening into the first floor, north stairs
reduced the landing to 17 1/2 inches.

4. Interview with the director of plant operations at
the time of the above observations confirmed
those findings. Review of previous survey
documents dated 7/8/19 confirmed the above
findings.

The facility meets the fire safety evaluation
system (FSES). Please mark an "F" in the
completion date column to indicate the facility's
intent to correct the deficiencies identified in
K000.

K 293 | Exit Signage
CFR(s): NFPA 101

Exit Signage

| 2012 EXISTING
Exit and directional signs are displayed in
accordance with 7.10 with continuous illumination
also served by the emergency lighting system.
19.2.10.1
(Indicate N/A in one-story existing occupancies
with less than 30 occupants where the line of exit
travel is obvious.)
This STANDARD is not met as evidenced by:
Based on observation and interview, the provider
failed to install exit signs for one of one exit
locations in the connecting link from the hospital

K225|

K293 Eyit identified in cooridor was

reviewed and illuminated exit
sign was installed with battery

| backup along with magnetic strike

i plates were removed to deactivate
the magnetic devise. Was completed |
6/7/24 by maintenace staff and |
reviewed by supervisor for ‘
completion.

6/7/2024

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: RFM721

Facility ID: 10535 If continuation sheet Page 4 of ©




PRINTED: 06/17/2024 -

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A. BUILDING 01 - MAIN BUILDING

431320 B. WING 06/05/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

61 CHARLES STREET

DEADWOOD, SD 57732

MONUMENT HEALTH LEAD-DEADWOOD HOSPITAL

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1 (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ‘ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
DEFICIENCY) ‘
l
K 293 | Continued From page 4 K 293 \

| to the clinic. The connecting link exterior door
| was also magnetically locked. Findings include: [

1. Observation on 6/4/24 at 9:45 a.m. revealed an ‘
exterior door from the connecting link for the ‘
| hospital to the clinic. There was no marked exit 1
| for the connecting link. The exterior door was
| also magnetically locked without a delayed
| egress feature or access-controlled feature to exit
| the connecting link.

\

|

| |

| | |
| Interview with the plant operations manager at the ‘ 1
| time of the observation confirmed those findings. ‘ }
| ‘ i
[ \

| |

|

|

|

i The deficiency affected one location required to
| be provided with a marked and identifiable path of

egress. : |
B - e | R Duct work was inspected and cleaned | ‘
CFR(s): NFPA 101 = | |
| } 6/19/2024 by Steam Cleaning (6/19/2024
| Cooking Facilities Specialties. |

| Cooking equipment is protected in accordance
with NFPA 96, Standard for Ventilation Control
and Fire Protection of Commercial Cooking

| Operations, unless:

| * residential cooking equipment (i.e., small

appliances such as microwaves, hot plates,

toasters) are used for food warming or limited Completed by Maintenance Supervisor |

| cooking in accordance with 18.3.2.5.2, 19.3.2.5.2 Reviewed by Maintenance Director ‘
* cooking facilities open to the corridor in smoke \

compartments with 30 or fewer patients comply
| with the conditions under 18.3.2.5.3, 19.3.2.5.3,

or
| * cooking facilities in smoke compartments with
| 30 or fewer patients comply with conditions under } ‘
| 18.3.2.5.4,19.3.254. ‘
i Cooking facilities protected according to NFPA 96
' per 9.2.3 are not required to be enclosed as

Duct work was placed on preventive
maintenance schedule for bi-annual
inspection which will determine cleaing
need which includes at least one ‘
annual cleaning.
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K 324 Continued From page 5 K 324
hazardous areas, but shall not be open to the
corridor. [ |

18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through .
19.3.2.5.5, 9.2.3, TIA 12-2 ‘

This STANDARD is not met as evidenced by: ‘

Based on record review and interview, the , i
provider failed to conduct the required every |
six-month inspection of the facility's cooking 1
ductwork exhaust system for the range hood for
calendar year 2023. Findings include:

1. Record review revealed there was no
documentation the kitchen hood exhaust
ductwork had been inspected for cleanliness and
grease build-up in 2023.

Interview with the plant operations manager on
6/4/24 at 1:00 p.m. revealed he was unaware of
' the ductwork inspection requirements.

The deficiency affected the requirements for the

kitchen range hood and exhaust system. .‘
K 351  Sprinkler System - Installation K3561| |

CFR(s): NFPA 101 F

Spinkler System - Installation
2012 EXISTING ‘
Nursing homes, and hospitals where required by '
construction type, are protected throughout by an
approved automatic sprinkler system in

accordance with NFPA 13, Standard for the .
Installation of Sprinkler Systems. ‘
In Type | and Il construction, alternative protection |
measures are permitted to be substituted for ‘ '
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' sprinkler protection in specific areas where state
or local regulations prohibit sprinklers.

In hospitals, sprinklers are not required in clothes
 closets of patient sleeping rooms where the area
of the closet does not exceed 6 square feet and
sprinkler coverage covers the closet footprint as
required by NFPA 13, Standard for Installation of

Sprinkler Systems.

19.3.5.1, 19.3.5.2, 19.3.5.3, 19.3.5.4, 19.3.5.5,
19.4.2, 19.3.5.10, 9.7, 9.7.1.1(1)

This STANDARD is not met as evidenced by:
Based on observation, interview, and document
review, the provider failed to meet the minimum
construction standards of the 2012 Life Safety
Code (LSC) (incomplete NFPA 13 sprinkler
system installation). Findings include:

1. Observation on 6/4/24 at 12:45 p.m. revealed
the building was a three-story, protected,
non-combustible, Type Il (111) structure without a
complete automatic sprinkler system.

Interview with the plant operations director at the
| time of the observation confirmed that finding.

Review of previous survey documents dated
7/18/19 confirmed the above findings.

The facility meets the fire safety evaluation
system (FSES). Please mark an "F" in the
completion date column to indicate the facility's
intent to correct the deficiencies identified in
KO000.
Corridor - Doors

CFR(s): NFPA 101

K363

| Corridor - Doors
Doors protecting corridor openings in other than

1
1

K 363

K 351

Cooridor door identifed had chair
removed immediately along with

door closure removed which eliminates
need for hold. Will be shared at safety
committee meeting. Work completed
by maintenace staff reviewed by
superisor.

6/5/2024
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K 363 Continued From page 7 K 363 ‘

required enclosures of vertical openings, exits, or | [

hazardous areas resist the passage of smoke [ i

and are made of 1 3/4 inch solid-bonded core L 1
wood or other material capable of resisting fire for ;
at least 20 minutes. Doors in fully sprinklered
smoke compartments are only required to resist
the passage of smoke. Corridor doors and doors
to rooms containing flammable or combustible
materials have positive latching hardware. Roller
latches are prohibited by CMS regulation. These
requirements do not apply to auxiliary spaces that [

do not contain flammable or combustible material. ' ‘
Clearance between bottom of door and floor
covering is not exceeding 1 inch. Powered doors
complying with 7.2.1.9 are permissible if provided [
with a device capable of keeping the door closed
when a force of 5 Ibf is applied. There is no
impediment to the closing of the doors. Hold open
devices that release when the door is pushed or
pulled are permitted. Nonrated protective plates
of unlimited height are permitted. Dutch doors ‘
meeting 19.3.6.3.6 are permitted. Door frames ‘ 1
shall be labeled and made of steel or other
materials in compliance with 8.3, unless the
smoke compartment is sprinklered. Fixed fire
window assemblies are allowed per 8.3. In '
sprinklered compartments there are no
restrictions in area or fire resistance of glass or
frames in window assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483,
and 485
Show in REMARKS details of doors such as fire
protection ratings, automatics closing devices,
etc.

' This STANDARD is not met as evidenced by:
Based on observation and interview, the provider | ‘
failed to maintain impediment-free closing for one \ i
randomly observed corridor door (library on the i '
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second floor) as required. Findings include:

1. Observation on 6/4/24 at 9:30 a.m. revealed

the corridor door to the library on the second floor

was held open with a chair. The chair could

prevent the door from being closed in the event of |

a fire emergency.
|
|

‘ Interview with the plant operations manager at the
time of the observation confirmed that finding.

The deficiency had the potential to affect 100% of
the occupants of the smoke compartment.
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C 000 | INITIAL COMMENTS | C 000
. | ‘
| Arecertification health survey for compliance '
with 42 CFR Part 485, Subpart F, Subsections [ ‘
485.605-485.645, requirements for Critical ; !
Access Hospitals (CAH) and Long Term Care i |
Services ("swing bed"), was conducted from } 1
6/4/24 through 6/6/24. Monument Health } 1
Lead-Deadwood Hospital was found in \ ‘
| compliance. } ‘
‘ \
\
[
i |
| :
' |
| i |
|
i
|
‘ \
]
| |
i ‘
I
| [
| |
i |
|
[ |
i
\
i
| |
‘ |
]
I |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Mark C Schmidt President 6/18/2024

Any deficiency statement ending with an asterisk (*) denotes a defi mency which the institution may be excused from correcting providing it is determined that

other safeguards provide suffi §|ea 7 e, & J]Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey w p!ﬁ‘qr or le# of|gdrref] 3 nnursing homes, the above findings and plans of correction are disclosable 14

days following the date these i eerity | If eficiencies are cited, an approved plan of correction is requisite to continued

program participation. J
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' Alicensure health survey for compliance with the
' Administrative Rules of South Dakota, Article
44:75, Hospital, Specialized Hospital, and Critical
. Access Hospital Facilities, was conducted from
6/4/24 through 6/6/24. Monument Health
Lead-Deadwood Hospital was found in
' compliance.
|
|
|
|
|
|
|
|
|
|
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