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S 000 Compliance Statement S 000
A licensure survey for compliance with the Clarkson Health Care operates in
Administrative Rules of South Dakota, Article comp"ance with all relevant
44:70, Assisted Living Centers, requirements for regu'atlons and profeSS|0na|
assisted living centers, was conducted from standards in a manner that
7122125 througra 7!24!2?. Clarkf.son Assnsted_Lmng ensures safe and appropriate
was f0und no‘t in compliance with the following care with an emph asis on
requirements: $S296 and S352. residents’ rights for all
residents we serve.
S 296 44:70:04:04(1-11) Personnel Training S 296
These programs must be completed within thirty .
days of hire for all healthcare personnel and must In reference to S296 — This was an
include the following subjects: isolated situation —Advance
Directive Training was implemented
(1) Fire prevention and response; immediately for all employees. An
(2) Emergency procedures and preparedness, all-staff meeting will be held 08/21/2025
including responding to resident emergencies 08/21/2025 to review re-certification.
and information regarding advanced directives; Education will be provided as
(3) Infection control and prevention; deems necessary.
(4) Accident prevention and safety procedures;
(5) Resident rights;
(6) Confidentiality of resident information;
(7) Incidents and diseases subject to mandatory
reporting and the facility's reporting mechanisms;
(8) Nutritional risks and hydration needs of
residents;
(9) Abuse and neglect,
(10) Problem solving and communication
techniques related to individuals with cognitive
impairment or challenging behaviors if admitted
and retained in the facility; and
(11) Any additional healthcare personnel
education necessary based on the individualized
resident care needs provided by the healthcare
personnel to the residents who are accepted and
retained in the facility.
Any personnel whom the facility determines will
have no contact with residents are exempt from
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$296| Continued From page 1 $296
the training required by subdivision (8).
This Administrative Rule of South Dakota is not
met as evidenced by:
Based on employee personnel records, training
transcript review, and interview, the provider
failed to ensure training was completed on all the
required topics for advance directives for five of
five sampled employees (F, G, J, M, and N)
within 30 days of hire, and annually.
Findings include:
1. Review of employee personnel records
revealed:
*Employee F was hired on 12/2/24.
*Employee G was hired on 9/17/24.
*Employee J was hired on 7/9/24.
*Employee M was hired on 6/16/25.
*Employee N was hired on 12/9/24.
2. Review of employee training records and
online training transcripts revealed, there was no
documentation that employees F, G, J, M and N
had received training on advanced directives.
3. Interview on 7/24/25 at 9:00 a.m. with human
resources D revealed:
*The provider used an online training program for
employee-required training.
*Human resources D verified employees F, G, J,
M, and N had not received training on advanced
directives within 30 days of their hire or annually.
*She was responsible for assigning the employee
training topics.
*She had not assigned advanced directives as a
STATE FORM 6650 WXRS11 If continuation sheet 2 of 4
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training topic to any staff member.
*She was not aware advanced directives was a
required training topic.

4. Interview on 7/2425 at 12:45 p.m. with director
of nursing (DON) B and administrator A revealed:
*The provider used an online training program for
employee-required training.

*DON B confirmed employees F, G, J, M, and N
had not completed training on advanced
directives.

*DON B verified advanced directives had not
been assigned to any staff member to complete
upon hire or annually.

*Administrator A and DON B were not aware that
advanced directives was a required training.

44:70:04:13 Resident Admissions

The facility shall evaluate and document each
resident's care needs at the time of admission,
thirty days after admission, and annually
thereafter, to determine if the facility can meet the
needs for each resident.

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

Based on record review, interview, and policy
review, the provider failed to ensure a 30-day
evaluation of care needs was completed for one
of two sampled residents (1). Findings include:

1. Review of resident 1's care record revealed:
*Her admission date was 6/4/25.

*Her admission evaluation of care needs was
completed on 6/3/25, prior to her admission.
*There was no documentation that her 30-day

S 29

S 352

In reference to S352 - 30 Day
Admissions. The Administrator,
Social Services or designee will
conduct audits on all Assisted Living
residents monthly for 3 month? to
ensure a 30 day evaluation of care
needs is completed timely. An all-staff 8/21/2025
meeting will be held 08/21/2025 to
review re-certification. Education will
be provided as deems necessary.
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evaluation of care needs was completed.

Interview with director of nursing B on 7/24/25 at
7:41 a.m. regarding resident 1's evaluation of
care needs revealed:

*She was responsible to complete the evaluation
of care needs for residents.

*She stated the 30-day evaluation of care needs

for resident 1 was due to be completed on 7/4/25.

*She verified the 30-day evaluation of care needs
for resident 1 had not been completed.

Review of the provider's 11/2/09 Resident
Handbook revealed "Resident evaluations
determine the level of services needed and are
completed at the time of admission, 30 days after
admission and at least annually or when change
occurs in the resident's condition."”

S 352
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