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Surveyor: 29164 . 5 i
A recertification health survey for compliance with 1. Resident’s a-1 had
42 CFR Part 483, Subpart B, requirements for missing documentation of
long term care facilities, was conducted from trolled dicati
9/16/13 through 9/18/13. Good Samaritan Society controlled mecications,
Tyndall was found not in compliance with the unable to provide
following requirements: F431 and F441. d :
ocumentation of these at
F 431 | 483.60(b), (d), (e) PRUG RECORDS, F 431 L.
ss=E | LABEL/STORE DRUGS & BIOLOGICALS this time.
The facilty must empl o th _ : 2. All medications will be
e facility must employ or obtain the services o
a licensed pharmacist who establishes a system flocum?nted on the MAR
of records of receipt and disposition of all immediately after
controlled drugs.[n §uff_|ment detail tp enable an administration of the
accurate reconciliation; and determines that drug o
records are in order and that an account of ail medication. If the
controlled drugs is maintained and periodically medication is a PRN the l
reconciled. . 1
response will be W
Drugs and biologicals used in the facility must be documented.
tabeled in accordance with currently accepted . .
professional principles, and include the Nursmg staff will count all
appropriate accessory and cautionary scheduled II and IiI
ngﬁ:gggs, and the expiration date when medications at the change
' of shift following the GSS
In accordance with State and Fecjeral _Iaws,_ the Procedure- Controlled
facility must store ali drugs and biologicais in Sub
locked compartments under proper temperature ubstances.
controls, and permit only authorized personnel to If additional Schedule I1
have access to the keys. medications are delivered
The facility must provide separately locked, an initial count will be
permanently affixed compartments for storage of erified '
controlled drugs listed in Schedule il of the v )
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
LABORATORY DIREGTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE Azt THLE ) (X6) DATE
AR Sztiam Wl v Shetho” 10242
Any deficiency staternént ending with an asterisk (*) denotes a deficiency which the.institution may be excused from correc&rg_g—\pmdmgxmsndetemmed -
other safeguards provide sufficient protection to the patients. (See instructions.)- Except for. nur_smg homes the fi ndmgss d Abovésardidi sc}@satjge gagar T i"i:

following the date of survey whether or not a plan of correction is provided. For nursing h ho
days foliowing ihe daie ihese documents are made availabie to the facility. 17 def

program participation.
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F 431 Continued From page 1 F 431 ..
- abuse, except when the facility uses single unit If medications are HOI.
package drug distribution systems in which the - accounted for the DNS
quantity stored is minimal and a missing dose can  will be notified and an

be readily detected. \ .
¢ readly cefected. * Incident Report will be

done. GSS Procedure-

This REQUIREMENT is not met as evidenced . Missing/Diversion of
by: _ |, Medication will be
Surveyor: 32332 ] ' followed.
Based on observation, record review, interview, . .
and policy review, the provider failed to ensure - 3. Education will be
accountability was maintained for confrolled and | - provided by the DNS and
highly diverted (stolen) medications for 12 of 20 f he National
sampled and random résidents (2, 4, 6, 6, 9, 17, - the National Campus
18, 19, 20, 21, 22, and 23) reviewed who . Consultant, with input
received as needed (PRN) schedule (il

i medications. Findings include: | from pharmacy consultant

- ~ - to the nursing staff on

1. Observation on 9/18/13 at 9:30 a.m. of ;
schedule Il medications from three of three . _ 10/ 8/. 13. A review of
medication carts and. one medication room _ .Nursing manual

revealed:

R .-__.fb_cédurm e S — . A e i s ——
a. Resident 2 had a bllster pack {pre-formed P es; Controlled

plastic packaging) for PRN lorazepam (for Substances and
anxiety) 0.5 miliigrams (mg), one-half tablet. Missing/Diversion of
*The blister pack containing thirty tablets had ‘ s e . : .
beon issued on 4126113, v ' Medication will be shared.
*Five of the tablets had been removed from the
blister seals.

Review of resident 2's Apnl 201 3 through
September 2013 medication administration
records (MAR) revealed four tablets had been
documented as given. One tablet had not been
accounted for.

b. Resident 4 had a blister pack for PRN | .
iorazepam 0.5 mg. }
*The blister, pack containing thirty tablets had
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F 431 Continued From page 2 F 431
been issued on 5/20/13.
*Twenty-two of the tablets had been removed _ .Copies of these procedures
from the blister seals. T _ A i th
Review of resident 4's May 2013 through : ; will _be I?laced in the
Septernber 2013 MARs revealed eight tablets 'medication room. A
had been documented as given. Fourteen tablets ' review of the need to
had not been accounted for. _ .
document medications
¢. Resident 5 had a blister pack for PRN . immediately following

lorazepam 0.5 mg.

*The blister pack containing thirty tablets had administration, counting of

been issued on 8/21/13. schedule II and M1
;ﬁ:t\;e-n sg; It:ae tablets had been removed from the " me dications between shift
Review of resident 5's August and September . change with 2 nurses will

|1 2013 MARs revealed four of the tablets had been " be shared. A review of the

1.documented as given. Three tablets had not been

-accounted for. " need to report to the DNS

, and for an incident report
d. Resident 6 had a blister pack for PRN

alprazolam (for anxiety) 0.25 mg. done will missing

*The blister pack contalnlng thlrty tablets had medications will also be
e+ been-issued-on-4/6H3--- : — " “shared. e e
*Twenty-seven of the tablets had been removed . ‘

from the blister seals.

*Twenty-three tablets had been documented as
given. '
*Four tablets had not been accounted for.

There was also one bottle of alprazolam 0.5 mg
tablets.

*The bottle of ninrty tablets had been issued on
6112,

*Medication count by the d:rector of nursing
(DON) on 9/18/13 revedled one-hundred
seventy-nine half-tablets in the bottle.

*The bottle had not been accompanied by
 evidence of how much medication had been in
the bottle when it had been placed in the
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*The blister pack containing thirty tablets had
 been issued on 1/10/13.

*Two tablefs had been removed from the blister
seals.
Review of resident 9's January 2013 through
September 2013 MARSs revealed no tablets had
been documented as given. Two of the fablets
had not been accounted for.

f. Resident 17 had a blister pack for PRN
lorazepam 0.5 mg., one-half tablet.

1 *The blister pack containing thirty tablets had
{‘been issued on 7/19/13.

*Seventeen tablets had been removed from the
blister seals.

Review of resident 17's July 2013 through
September 2013 MARSs revealed thirteen tablets

not been accounted for.

g. Resident 18 had a blister pack for PRN
acetaminophen with codeine #3 (for severe pain).
*The blister pack containing thirty tablets had
been issued on 6/28/13.

*Seven tablets had been removed from the blister

—+had-been-documented-as given: Four-tablets-had

- medications are followed-

- up on, that counting of

- schedule I and I

. medications is done at
“each shift change with 2

s nurses, that the DNS is
‘notified of any missing
"documentation or
‘medication of a controlled
-substance immediately
‘upon discovery, and that
an incident report was

~ done weekly X4 and then

* report audit findings to the
" QA committee monthly
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F 431 | Continued From page 3 F 431 : _ ]
medication room. 4..Th.e DNS or designee
*One half-tablet had not been accounted for. - will audit MARs to assure
" . edicati i
e. Resident @ had a blister pack for PRN : m dlcat19ns are bemg
lorazepam 1 mg. - charted timely, that PRN

 filed. These audits will be

@

_ monthly X3. The DNS will '

10-31-13
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seals. and the QA committee will
Review of resident 18's June 2013 through determine if further
September 2013 MARSs revealed three tablets L ogere s "
had been documented as given. Four tablets had anditing is needed.
not been accounted for. { )
3ed | o

h. Resident 19 had a blister pack for PRN L ?Mﬁ ¥
lorazepam 1 mg. ‘ '
*The blister pack coniaining thirty tablets had _ _ _ _
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i. Residerit 20 had a blister pack for PRN
hydrocodone-APAP 5-326 mg, (for pain).
*The blister pack containing thirty tablets had

‘been issued on 4/3/13.

*Twenty-eight of the tablets had been removed
from the blister seals. _

- Review of resident 20's April 2013 through
September 2013 MARSs revealed eleven tablets
had been documented as given. Sevenieen
tablets had not been accounted for.

j. Resident 21 had two blister packs of
hydrocodone-APAP 5-325 mg.

*The blister packs containing a total of forty-five
tablets had been issued on 4/3/13.

-t-*Eleventablets-had-been-removedirom-the - |-

blister seals. ‘ :

Review of resident 21's April 2013 through
September 2013 MARS revealed nine tablets had
been documented as given. Two tablets had not
been accounted for.

k. Resident 22 had a blister pack for

hydrocodone-APAP 5-325 mg.

*The blister pack containing. thirty tablets had

been issued on 8/26/13.

*Six tablets had been removed from the blister

seals. - ,

Review of resident 22's August 2013 and

September 2013 MARs revealed five tablets had
' been documented as given. One tablet had not
'been accounted for. -
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been issued on 9/10/13. ; LT
*Seven tablets had been removed from the blister Thyouah ouy | 5ﬂ%ﬁ5ﬁ§z’m"w‘%} fy
seals. - } _
Review of resident 19's September 2013 MAR Aﬁﬁ ke Cenclliims were
revealed six tablets had been documented as Do | i A 1 £2164.8
given. One tablet had not been accounted for. W-MM % bﬂ: \& g’f’
. wede, mitizd Attty

ol alicatrons, o postible
Javersim - We shomgly
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|. Resident 23 had a blister pack for
hydrocodone-APAP 5-325 mg.

*The blister pack containing sixty-two tabiets had
been issued on-3/25/13.

*Ten tablets had been removed from the blister
seals.

Review of resident 23's March 2013 through
September 2013 MARSs revealed four tablets had
been dogumented as given. Six tablets had not
been accounted for.

2. Interview on 9/18/13 at 12:00 noon with the
director of nursing (DON) revealed:

*Resident 6 had brought her bottled medication
from home when she had been admifted on
5/23/13. They had planned io return it to the

—+for-any-ofthe-abeve-residents' missing-schedule -

resident's family but had not done so. They had
been storing it in the medication room.

*The stored medication had not been counted or
documented on.

*She had not been able to Iocate documentation

Iil medications.
*The provider had no method in place to account
for schedule Ill medication.

Review of the provider's revised August 2013
policy for controfled substances had not included
directions specific to providing accountability for
schedule I} medications.

Review of Patricia A. Potter and Ann Griffin Perry,
Fundamentals of Nursing, 6th Edition, Mosby, St.
Louis, Mo, 2005, revealed:

*Page 907

-"All controlled substances are handled according
to strict procedures that account for each
medication.” : '

Residoit & el loched i

MNG pree G4A Hine dé

%{Z ,mmwmfﬁw §-243,
" OBLLL b ):

7217; fw&g will #o lovige
Medsc

- frong fomer éﬁa%ﬁﬁéffﬁ{&ﬁ»
bat13p
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-"Medications should be charted immediately
after administration.”
*Page 828:

“DlscrepanCIes in narcotic counts are reported
immediately.”

-"A special inventory record is used each time a
narcolic is dispensed and provides an accurate
ongoing count of narcotics used and remaining.”
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
ss=F | SPREAD, LINENS" : '

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable-environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program ' F-441
The facility must establish an Infection Control 1. Infection mgi

Program under which it - - b
(1) Investigates, controls, and prevents infections Imeasures will be
i(; ;rlga fagility; - " _ implemented immediately
1{2)-Decides what-procedures;-such-as-isofation; |~ - = | fz oo

should be applied to an individual resident; and to prevent the Spread of

(3) Maintains a record of incidents and corrective disease and infection.
actions related to infections. : | Residents will not be
(b) Preventing Spread of Infection bathed in the whirlpool tub -
(1) When the infection Controi Program until the tub has been :

datermines that a resident needs isclation to disinf
prevent the spread of infection, the facility must isinfected per
isolate the resident. manufacturer
(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which

FORM CMS-2567(02-99) Previous Versio'r_ls Obsolete - Event ID: FBRX14 Facil"rty ID: 0077 If confinuation sheet Page 7 of 14
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F 441 | Continued From page 7 F 441 2. a) The Whlrlp ool tub
hand washing is indicated by accepted and seat will be disinfected
professional practice. between each use.
. - Residents with catheters
{c) Linens : . .
Personnel must handle, store, process and may be given a tub bath if
transport linens so as to prevent the spread of the catheter tubing has
infection.
been clamped and the
drainage bag is not placed
This REQUIREMENT is not met as evidenced in the tub. Residents with
by: : open wounds may be
Surveyor: 32331 bathed in the tub only as
Based on observation, interview, product
information, manufacture recommendations, and the last bath of the day.
policy review, the provider failed to ensure factan
appropriate sanitary practices were followed for:
 *One of one whirlpool tub and chair disinfecting instructions fm’ .
between residents’ use for sixty-six of sixty-seven dismf@cflmg the tub will be -
residents who received whirlpool tub baths. stk T atd
*Multiple use resident care equipment {nail post@d in tub rgom and
clippers, scissors, tweezers, toe clipper, hair followed by staff.
-1 picks,combs;-brush,-and-hair-curlersHn-one-of-- ﬁﬁactrresrderttml e
one whirlpool tub and shower area and one of .
' one beauty shop area. haVe thelr own C()mb,
*Cleaning of the residents’ nourishment “brush, razor, nail clippers
;%fggh(;rlftor in one of one clean utility room on the and other pers onal hygiene‘ |
Findings include: items in a personal bag for -
1. Observation and inferview on 9/17/13 at 9:45 cach resideiit.
a.m. in the whirlpool tub room with cettified
nursing assistant (CNA) C cleaning the whirlpool
tub and chair revealed: :
*She used the Apollo Power Clean
Pre-disinfectant Cleaner on the whirlpool tub
surfaces between residents.
*The chemical's label identified it as a
pre-disinfectant cleaner.
FORM CMS-2567(02-29) Previous Versions Obsciete_ Event ID: F8RX11 Fagility ID: 0077 If continuation sheet Page 8of 14
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-1 *She-used the Apolle Power-Glean

*That was the onily product used on the whiripool
tub to clean the surfaces between residents.
*She had not turned on the jets of the whirlpool
tub between residents’ whirlpool tub baths.

*She used the PDI Super Sani-Cloth germicidal
{kills germs) disposable wipes to clean the
whirlpool chair located next to the whirlpool tub.

Interview on 9/17/13 at 5:00 p.m. onh the 100 hall
with CNA D and with registered nurse (RN) B
present regarding cleaning the whirlpool tub and
chair revealed:
*She used the Apollo Power Clean
Pre-disinfectant Cleaner on the whirlpool tub
surfaces between residents,
*That was the only product used, on the whirlpool
tub to clean the surfaces between residents.
*She had not turned on the jets of the whirlpool
tub between residents' tub baths.
*She turned on the jets of the whirlpoo! tub with
the whirdpoot tub chair inside the tub at the end of
the day when baths were completed.

“multiple residents between
“each use. The licensed

“been removed. Designated

c) Staff will clean
and sanitize hair curlers,
brushes, and combs used for

cosmetologist will provide a
written sanitizing procedure
for equipment used in the
Center.
' d) The resident
‘refrigerator has been
cleaned; all non-dated or
‘labeled food/drinks have

staff will check this
refrigerator weekly for .

Pre-disinfectant Cleaner on. the whirlpool chalr
between residents’ tub baths.

*After using the cleaner on the whirlpool chair she
let the chemical sit for two to three minutes, and
then wiped it down with a dry cloth.

*She had not rinsed the chemical from the
whirlpoel chair prior to wnpmg it down with a dry
cloth.

Interview at the same time with RN B revealed
she was unsure on why a different product was
used on the whirlpool tub and chair than what the
manufacturer recommended.

- be wiped up upon discovery

outdated items. Spills will

as daily temps are checked.
All foods/drinks will be
covered, labeled, and dated
prior to storing in this
refrigerator. Cold packs W111
be stored in the freezer
section away from food

FORM CMS-2567(02-99) Previous Versions Obsolete

items.
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cleaning the whirlpool tub and chair revealed: 3. The disinfecting
*She used the Apollo Power Clean ' .
Pre-disinfectant Cleaner on the whirlpool tub pracedure for the whirlpool
surfaces between residents. tub and seat will be
“*That was the only product that was used on the . . :
whirlpool tub to clean the tub surfaces between ?eVIGWec%,- bathing specific
 residents. information related to
*She had not turned on the jets of the whirlpool , . ..
tub between residents’ tub baths. || residents with wounds,
She used the PDI Super Sani-Cloth germicidal ' infections, and foley

disposable wipes to clean the whirlpool chair

located next to the whirlpool tub. - catheters will be rev1ewed,

' the use of shared personal

Interview on 9/18/13 at 11:30 a.m. via telephone . : :
| with Apollo Power Clean Pre-disinfectant Cleaner | : ; hygl'ene items Wlll' not .
sales representative revealed the product was a ' continue, each resident will
cleaning agent designed to clean surfaces prior to ' have their own items, and

isinfestant. .
ade clean storage of these.
hterview on 9/18/13 at 12:45 p.m. with RN B
regarding the whirlpool tub and chair revealed:
*There were currently four CNAs that worked as :

*Remdents rece[ved wh[rlpool tub baths at Ieast :
once per week.
*She agreed the Apollo Power Clean
Pre-disinfectant Cleaner was not a disinfectant.
*Residents with knoewn infections, indwelling
urinary catheters, and open wounds were all
allowed in the whirlpool tub.
*All residents went into the whirlpool tub except
one resident.
*The whirlpool tub had not been disinfected.
*The manufacturer's instructions for. ‘
sanitizing/disinfecting the whirlpool tub and chair
between baths had not been foliowed.

Review of the provider's June 2009 Caécade
Premier Sit-Bath for System Cleaning (after every

FORM CMS-2567{02-89) Previous Versions Obsolete Event ID:F8RX11 Facility ID: 0077 l if continuation sheet Page 10 of 14
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_Maintenance.of the-Penner Transfer System- - -

disinfectant's manufacturer).

bath) manufacture's procedure for the whiripool
tub and swivel [ift revealed they were to have
been cleaned and disinfected after every bath.

Review of the provider's Apollo Power Clean
Pre-disinfectant Cleaner undated manufacture’s
product information revealed:

*It- was a heavy duty all-purpose cleaner and
degreaser.

*It was formulated to pre-clean heavily soiled
surfaces prlor to chemical disinfecting.

Review of the provider's June 2013 Apollo Power
Clean Pre-disinfectant Cleaner Material Safety
Data Sheet revealed effects of exposure
included: _

*Mild irritation of sensitive skin and mucus
membranes.

*Dermatitis (inflammation of the skln) and
irritation.

Review of the provider's General.Precautions and

Cleaning (After Every Bath) undated
manufaciurer's procedure for the whirlpool tub
seat pad, frame, backrest, and belts (transfer
system chair) revealed the transfer system chair
was to have been:

*Cleaned and disinfected afier every bath.
*Allowed proper disinfectant contact time {usually
ten minutes or as recommended by the

*Thoroughly rinsed after being cleaned and
disinfected:

2a. Observation on 9/16/13 at 2:30 p.m. with CNA
Ain the whirlpool tub and shower room revealed:
*In the whirlpool tub area. cupboard there were:

-A plastic box opened and multiple nail clippers

| designee will audit the tub

" residents, that residents with
" wounds, infections, or

-~ correctly. IC nurse will audit

- that each resident has their

. correctly. The IC nurse will
* audit the beauty shop to
" assure curlers, combs and

- between use and that a

4. The IC nurse or
cleaning to assure proper
disinfecting is done between

catheters are bathed

own personal hygiene items
and they are stored

brushes are disinfected

disinfecting procedure is
provided by the operator of
the beauty shop. The IC
nurse will audit that the
resident refrigerator is
cleaned weekiy by
designated staff, that all
foods/drinks are covered,
labeled, and dated, that no ’
spills are noticed, and that
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visible with multiple nail clippings and tan and
white spots in the bottomn of the box.

-A plastic container with multiple hair curlers with
visible gray and white hair on them.

*In the shower room area drawers there were:

-A plastic container with two hair picks with visible
gray and white hair on them.

-Multiple nail clippers, two scissors, two tweezers,
a toe clipper, and disposable nall files.

-There were multiple nail clippings and tan and
white spots in the bottom of the container.

-A plastic container with a brush and mulfiple
combs with visible gray and white hair on them.

Interview with: CNA A at the same time and
location confirmed resident care items including
nail clippers, scissors, tweezers, toe clipper,
brush, and combs should have been cleaned
after each use,

b. Observation on 8/17/13 at 11:45 a.m. in the
beauty shop revealed five plastic five-tiered carts

+with-pull-out-shelves-with- multiple-curlers. Fhe--- - - -

shelves were opened and muitiple plastic curlers
had gray, brown, and white hair visible on them.

¢. Interview on 9/18/13 at 8:35 a.m. with CNA A in
the whirlpoo! tub room area revealed she used
Virex 256 (a disinfectant cleaner) on the nai
clippers, scissors, tweezers, toe clippers, and
combs between residents use.

Interview on 9/17M13 at 5:00 p.m. with RN B in the
beauty shop confirmed:

*Residents’ personal care items including nail
clippers, scissors, tweezers, toe clipper, brush,
and combs were to have been cleaned with
alcohol between use.

*Curiers were not {o be shared between

“ice packs are away from

frozen food items. These

" audits will be done weekly

' X4 and then monthly X3 to
. assure compliance. The IC

‘the QA committee monthly
'and the QA committee will
determine if further auditing
-is needed.
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Continued From page 12
residents.

Review of the provider's February 2005 Nursing
Care Equipment and Supplies policy revealed
regular cieaning and maintenance would be
completed according to written procedures and
schedules and according to suggested
manufacturer's instructions and guidelines.

Review of the provider's July 2003 Center Beauty
Shops revealed:

*All equipment and items used on a resident
would be cleaned and sanmzed at the time of
use.

*All equipment used would be sanitized between
each resident use.

*The licensed cosmetologist would have a writien
sanitizing procedure for equipment used in the
center.

Review of the Association for Professionals in
Infection Control and Epidemiclogy, Inc. (APIC),
APIC Text of Infection Control and Epidemiology,

3rd Ed., APIC, Washlngton DC, 2009, p.100-2,
revealed

*The key to cleaning and dlsmfectlng
environmental surfaces was physically removing
visible dirt, organic material, and debris thereby
removing microorganisms. 7

*The cleaning of environmental surfaces needed
frequent cleaning because of the high degree of
handling and the rtsk of cross-contamination of
infection.

*Frequently touched iterns needed to be dcleaned
after each resident use.

Surveyor: 29164
3. Observation at 2:30 p.m. on 9/16/13 and at

F 441
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- *Had assumed-the night shift cleaned the

random times on 9/17/13 on the 200 hall, of the
clean utility room refrigerator used for resident
snacks, sodas and juices revealed: -
*Two uncovered, undated, glasses of a chocolate
mixture in the freezer.

*Two undated brown paper bags containing
opened ice cream treats in the freezer labeled
with resident's names.

*Cold packs on top of popsicles in the freezer.
*Refrigerator shelves sticky from spilled liquids
that had not been wiped up.

*Qutdated, individual bowls of fruit for resident
snacks.

Interview at 2: 30 p.m. on 9/1 7l13 with the
administrator and the director of nursing (DON)
revealed they:

*Had notbeen aware the refrigerator contained
uncovered, undated food items and spills that
were not cleaned.

refrigerator because they were in charge of taking
_and recording refrigerator.temperatures. - -
*Had not known who was responsible for cleaning
that refrigerator or when it was to be done.

*Did not have a poligy for storage of resident
snacks and drinks or for cleaning the refrigerator
in the clean utility room:.
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Surveyor: 14180
A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducied on 9/17/13. Good
Samaritan Society Tyndali {(Building 1) was. found
in compliance with 42 CFR 483.70 (a)
requirements for Long Term Care Facilities.
The building wil meet the requirements of the
2000 LSC for Existing Health Care Occupancies
in conjunction with the provider's commitment to
continued compliance with the fire safety
standards.
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Surveyor: 14180
A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted on 9/17/13. Good
Samaritan Society Tyndail (Building 2) was found
in compliance with 42 CFR 483.70 (a)
requirernents for Long Term Care Facilities.
The building will meet the requirements of the
2000 LSC for Existing Health Care Occupancies
in conjuniction with the provider's commitment to
continued compliance with the fire safety
standards.
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Surveyor: 29164

Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:04, Medical Facilities, requiréments for
nursing facilities, was conducted on 9/16/13
through 9/18/13. Good Samaritan Society
Tyndall was found in compliance.
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