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s ooa Compliance Statement S000 

A licensure survey for compliance with the 
Administrative Rules of South Dakota, Article 
44:70, Assisted Living Centers, requirements for 
assisted living centers, was conducted from 
8/4/26 through 8/6/26. Johnson Center Of Sun 
Dial Manor was found not in compliance with the 
following requirement: S330. 

S 33C 44:70:04:10 Tuberculin Screening ... 
Requirements 

Each facility shall develop criteria to screen 
healthcare personnel and residents for 

S 330 The facility's annual Tuberculosis (TB) 8-12-26 
risk assessment was completed 
immediately in accordance with the 
CDC/National Tuberculosis Controllers 
Association 2019 guidelines. 

Mycobacterium tuberculosis (TB) based on the 
Tuberculosis Screening, Testing, and Treatment 
of U.S. Health Care Personnel: 
Recommendations from the National 
Tuberculosis Controllers Association and CDC, 
2019. Each facility shall establish policies and 
procedures for conducting TB risk assessment 

The Director of Nursing has reviewed 
and updated the Tuberculosis policies 
and procedures to include the addition 
of the annual TB risk assessment. 

The facility has determined that all have 
the ability to be affected by this deficiency. 

that include the key components of responsibility, 
surveillance, and containment. The frequency of 
repeat screening depends upon annual facility 
risk assessment results. Any resident identified 
as asymptomatic upon admission as short stay or 
anticipated stay of thirty days or less is not 
required to have a tuberculin skin test or a TB 
blood assay test. 

This Administrative Rule of South Dakota is not 
met as evidenced by: 
Based on interview, record review, and policy 
review, the provider failed to ensure the annual 
tuberculosis (TB) risk assessment was completed 

The Director of Nursing provided educa­
tion to the Administrator and Assistant 
Administrator on 8-12-26. The education 
included the revised policy and review of 
the current annual assessment. 

The Director of Nursing or designee will 
be responsible for ensuring the TB risk 
Assessment is completed annually, 
documented appropriately, and used to 
guide ongoing TB screening, surveillance, 
and infection control practices. 

The Director of Nursing or designee will 
verify completion of the annual TB risk 
assessment each January and document 

for the facility. 

Findings include: 

1. On 8/4/26 at 10:05 a.m. this surveyor 

the review for the next 23 months and 
continue audits annually until the facility 
demonstrates sustained compliance as 
determined by the QAPI committee. 
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S 330 Continued From page 1 

presented administrator A with a list of requested 
documents which included the facility's annual TB 
risk assessment. 

2. Interview and record review on 8/4/26 at 3:10 
p.m. with director of nursing (DON) B revealed 
she had started as the DON about a month ago. 
She was not aware of the requirement for the 
completion of an annual TB risk assessment. She 
had a binder in her office labeled TB . Inside the 
binder was a completed South Dakota 
Department of Health TB Risk Assessment dated 
8/2/23. She confirmed that was the most recent 
completed TB risk assessment. 

3. Interview on 8/5/26 at 3:15 p.m. with 
administrator A revealed that she was not aware 
the annual TB Risk Assessment was not 
completed. She expected the TB Risk 
Assessment to be completed on an annual basis. 

4. Review of the provider's October 2024 
Tuberculosis policy revealed , "Purpose: To 
establish a standardized procedure for the 
screening, identification, and management of 
tuberculosis (TB) in residents and staff [at] Sun 
Dial Manor, ensuring compliance with public 
health regulations and guidelines." 

S 330 
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