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A recertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73,
Emergency Preparedness, requirements for Long
Term Care facilities was conducted from 7/10/23
through 7/13/23. Good Samaritan Society Miller
was found in compliance.
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S 157,

Compliance/Noncompliance Statement

Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
7/10/23 through 7/13/23. Good Samaritan Society
Miller was found not in compliance with $157.

44:73:02:13 Ventilation

Electrically powered exhaust ventilation shall be
provided in all soiled areas, wet areas, toilet
rooms, and storage rooms. Clean storage rooms
may also be ventilated by supplying and returning
air from the building's air-handling system.

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

Based on observation, testing, and interview, the
provider failed to maintain exhaust ventilation in
one randomly observed room (room 16) in the
south wing. Findings include:

1. Observation on 7/11/23 at 11:15 a.m. revealed
room 16 had been a resident room with a
restroom and had a wheelchair washing machine
located in the room. Interview with the
maintenance supervisor at the time of the
observation revealed room 16 was being used for
washing wheelchairs. Testing of the exhaust fan
grille in the restroom with tissue paper revealed
the exhaust was not working.

Interview with the maintenance supervisor on
7/11/23 at 11:20 a.m. confirmed that finding. He
revealed he was unaware as to why the exhaust
ventilation was not working at that location.

That room was required to have exhaust
ventilation directed to the exterior of the building.

S 000

S 157

The maintenance supervisor put a new
motor in the exhaust van of the
restroom in room #16.

Exhaust vans are checked by the
maintenance supervisor monthly. Last
check was completed on 6/27/2023.
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S 000| Continued From page 1 S 000
S 000 Compliance/Noncompliance Statement S 000
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 7/10/23
through 7/13/23. Good Samaritan Society Miller
was found in compliance.
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