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A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 cther members of the
facility's staff.

The quality assessment and assurance

committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and impiements appropriate plans of
action to correct identified guality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee

| except insofar as such disclosure is related to the

compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify

and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
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by: correction for this deficiency does not
Surveyor: 26180 constitute and should not be interpreted as
Based on interview, the provider failed to ensure ‘o o,
. L . . reement by the facilit
the physician participated in the quarterly Quality an admission nor an ag q Y Y
Assurance (QA) Committee Meetings. Findings of the truth of the facts alleged on
include: conclusions set forth in the statement of
. . deficiencies. The plan of correction prepared
1: Interview on 5/28/15 at 11:35 a.m. W|th_the for this deficiency was executed solely
director of nurses revealed the QA committee: . , .
*Met monthly, because it is required by provisions of state
*Involved all the departments at the facility. and federal law. Without waiving the
“Rotated involvement by other staff, so all the foregoing statement, the facility states that
ztoail;fgbecame aware of what the committee was with respect to:
+* ) a .
*They had. anew m.Ed'CE.” director. - Incorporate cur Medical Director into our
The previous medical director/physician had not . .
| attended the meetinos. ) quarterly QAP! meetings. The Administratar,
| -They had reviewed the minutes with the Director of Nursing, and Medical Director
physician from the meetings quarterly. scheduled future QAPI meetings to coincide
. . ith scheduled monthly rounds.
Interview on 5/28/15 at 1:15 p.m. with the with sc Y
administrator confirmed the physician had not - .
. . thi
attended the QA committee meetings. The Administrator will complete monthly
audits for three months on the QAPI program
to ensure that it meets all member
requirements.
Administrator will report findings from the
monthly audits at the monthly QAPI meetings
for review.
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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 5/26/15. Hudson
Care and Rehab Center LLC was found in
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Facilities.

The building will 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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i Surveyor: 26180

i Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:04, Medical Facilities, requirements for nursing
facilities, was conducted from 5/27/25 through
5/28/15. Hudson Care and Rehab Center was
found in compliance.
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