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CFR Part 483, Subpart B, requirements for Long
Term Care facilities was conducted from 4/15/24 :
through 4/17/24. Areas surveyed included |
| misappropriation of resident property, Medicare : ,
beneficiary notices, staffing, resident neglect and i
quality of care related to bathing, catheter care, |
hospitalizations, hydration and nutrition,
medication errors, positioning, pressure ulcers,
restorative nursing services, and restraints. Avera
Sister James Care-Center was found in
compliance. .
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