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F 000 | INITIAL COMMENTS F 000 |

A recertification health survey for compliance
with 42 CFR Part 483, Subpart B, requirements
for Long Term Care facilities, was conducted from
9/20/22 through 9/22/22. Jenkin's Living Center

was found not in compliance with the following . !
requirements: F812 and F908.

F 812 | Food Procurement, Store/Prepare/Serve-Sanitary i F 812 All ventliation ducts are scheduled to be cleaned by a|

= : B0(i professional duct cleaning company on 11/3/22. The|
SS=E | CFR(s): 483.80(3(1)(2) dietary manager updatedgtheclean?‘ng schedule for ‘ \Hittzs

I

' duct cleaning on 9/22/22.
§483.60(i) Food safety requirements.
|

The facility must - All residents could potentially be affected by these

findings.

Dietary staff will be re-educated regarding cleaning
procedure by 10/16/22 and the importance of storage,
preparaticn and distribution of food according to
professional standards for food service safety.

§483.60(i)(1) - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities. :

(i) This may include food items obtained directly ; The Registered Digtitian or designee will perform
from local producers, subject to applicable State - [ Wl'eeklly auditSf ?r{ fh: geanlngklschfdulg and .
. | | cleanliness of the ducts weekly x4 and monthly x3.
and focal laws or regulations. _ | Results of these audits will be presented by the RD o
(i) This provision does not prohibit or prevent designee to the monthly QAPI committee for review
and recommendations.

facilities from using produce grown in facility
gardens, subject to compliance with applicable

| safe growing and food-handling practices.

{iii) This provision does not preclude residents
from consuming foods not procured by the facility.

The vending machine was taken out of service on
9/22/22. The vending machine was cleaned on
10/4/22 and returned to service on 10/5/22.

All residents could potentially be affected by these

| §483.60(i)(2) - Store, prepare, distribute and findings.

serve food in accordance with professional

standards for food service safety. _
This REQUIREMENT is not met as evidenced |
by:

Based on cbservation, interview, document

review, and policy review, the provider failed to

Dietary staff were re-educated regarding the
cleaning pracedure and the importance

of storage, preparation and distribution of food in
accordance with professional standards for food |
service safety on 9/25/22.

The Registered Dietitian or designee will perform
audits of the cleaning schedule and cleanliness of

[
|
|
|
ensure; i A )
. - f the vending machine weekly x4 and monthly x3.
*Two of three dishwasher ventilation ducts were i Results will be reported by t};we RD or desigr¥ee to
maintained in a clean manner. the monthl% QlAPl meeting for review and
*One of one food vending machine was cleaned. S COMMBRTEIES:
Findings include:
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (6) DATE
Administrator 10/14/22

Scott Gloe

Any deficiency statement ending with en asterisk (*) denotes a deficiency which the institution may be excused from corracting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, ihe above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation. }
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F 812 | Continued From page 1 F 812

| 1. Observation on 9/21/22 frorn 2:44 p.m. through
| 3:12 p.m. in the dietary department revealed the

i ventilation ducts above the dishwashers on the

| first and third floor kitchens were covered with
dust and an unidentified black substance, which
had the potential to fall from the duct onto clean
dishes.

Interview on 9/22/22 at 11:43 a.m. with
maintenance supervisor C regarding the
dishwasher ventilation ducts revealed:

*He was not aware of the condition of the
dishwasher ventilation ducts.

*All the ventilation ducts throughout the building
were cleaned on an annual basis.

*A contracted ventilation duct cleaning service
had cleaned the ventilation ducts on 2/6/22.
*He agreed that the dishwasher ventilation ducts
| needed to be cleaned.

2. Observation on 9/21/22 at 3:.02 p.m. of the
rotating vending machine on "Main Street" of the
facility revealed:

*There were spots of white-colored fuzzy mold
and black-colored mold and/or mildew throughout
the inside and outside of the rotating vending
machine.

*Two plastic containers of hard boiled eggs were
on the bottom shelf.

-Both cortainers were broken due to being teo
large for the shelf space.

-One of the hard boiled eggs was cracked and
sitting directly on the shelf.

*On the top shelf, there was a container of yogurt
with spots of mold in the shelf space to the right
of the yogurt.

Interview on 9/21/22 at 3:12 p.m. with food
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service supervisor D and assistant cook E
regarding the rotating vending machine on Main
Street revealed:

*The morning shift employess were responsible
for cleaning the rotating vending machine and
rotating the food items in it.

*The dietary department staff had not cleaned the
rotating vending machine often because it took
oo long.

*The rotating vending machine was mostly used
by staff, but residents also had access fo
purchase food from it.

*They did not:

-Know when it had been cleaned last.

-Have a cleaning schedule for the rotating
vending machine.

-Have documentation when it had been cleaned
last.

Review of the provider's undated Sanitation of
Dietary Department policy revealed:

*'Procedurs:

-1, The Dietary Manager shall record all cleaning
and sanitation tasks for the department.

-2. Tasks shall be designated to be the
responsibility of specific positions in the
department.

-3. All tasks shall be addressed as to the
frequency of cleaning.

-4. The method of procedures to be used and
agents used for cleaning shall be developed for
each task or piece of eguipment to be cleaned.
-5. A cleaning schedule shall be posted weekly for
all cleaning tasks, and employees will initial tasks
as completed.”

Review of the distary department's weekly
Cleaning List revealed there was no task item to
clean the rotating vending machine.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
435038 B. WING 09/22/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
215 SOUTH MAPLE STREET
JENKIN'S LIVING CENTER
WATERTOWN, SD 57201
(%4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC iDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
F 812 | Continued From page 2 F 812

FORM CMS-2567(02-99) Pravious Versions Obsolste Evant ID: 068MF11

Facility 1D: 0013

If continuation sheet Page 3 of 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/04/2022
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/ICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
435036

{X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
A. BUILDING COMPLETED
B. WING 09122/2022

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
218 SOUTH MAPLE STREET

SS=E | CFR(s): 483.90(d)(3)

§483.90(d)(3) Conduct Regular inspection of all
bed frames, mattresses, and bed rails, if any, as
part of a regular maintenance program {0 identify
areas of possible entrapment. When bed rails
and mattresses are used and purchased
separately from the bed frame, the facility must
ensure that the bed rails, mattress, and bed
frame are compatible.

This REQUIREMENT is not met as evidenced
by:

Based on observafion, interview, and policy
review, the provider failed to ensure positioning
devices had a safety assessment completed for
two of four sampled residents (1 and 10).
Findings include:

| 1. Observation and interview with resident 10 on
9/20/22 at 4:41 p.m. in her room revealed she:
*Had positioning rails on the top half of her bed
on both the left and right sides.

*Had asked for them to be installed.

*\Used them to reposition herself in bed.

3. Observation and interview with resident 1 on
9/21/22 at 9:04 a.m. in her room revealed she
had:

“Positioning rails on the top half of her bed on
both the left and right sides.

*The positioning rails as long as she could

| remember.

*Used them all the time to reposition herself in
bed.

Interview on 9/21/22 at 2:41 p.m. with
maintenance supervisor C regarding repositioning
| devices revealed:

*Nursing staff would create a work order for

JENKIN'S LIVING CENTER
WATERTOWN, SD 567201
X4 ID SUMMARY STATEMENT OF DEFICIENCIES ' D PROVIDER'S PLAN OF CORRECTION (x5)
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F 900 | Resident Bed Fopg| The Assistive Device Assessment used by Jenkins| 4g/6/22

Living Center was re-written fo include a safe
assessment. A safely assessment was completed
for residents 1 and 10 on 10/6/22.

All residents who use assitive devices on thelr bed
could potentially be affected by these findings.

The MDS nurses were educated on 10/6/22
regarding the need to perform a safety assessme
for residents who use assistive devices on their bed.

DON or dasignee will audit residents who use
assistive devices on their bed to ensure the
Assistive Device Assessment includes a safety
assessment. Audits will be compieted weekly x4,
then monthly 3. Results of these audits will be
presented to the monthly QAPI commiitee for review
and recommendations.
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maintenance to put a positioning rail on a resident
bed.

*The nursing department completed the quarterly
assessments for the positioning rails.

*The assistive devices were ordered from the
same company that manufactured the bed.

*He was not aware a safety assessment needed
to be completed for positioning rails.

Interview on 9/21/22 at 3:43 p.m. with director of
nursing B regarding repositioning devices
revealed:

*if a resident needed/requested an assistive
device a maintenance requisition was filled out.
*The nursing department completed an assistive
device assessment/evaluation quarterly for
residents who used them.

*She was not aware of any safety assessment

that needed to be completed.

[
| Interviews on 9/22/22 at 8:36 a.m. and at 10:40

a.m. with administrator A regarding repositioning
devices revealed;

*He would check with the therapy department
about a safety assessment.

*The nursing department completed a quarterly
assessment for the positioning rails.

*Hs agread the quarteriy nursing assessment
was different from the safety assessment that
should have been completed by maintenance.

Review of the provider's April 2016 Assist Bar
policy revealed:

*"Assist bar(s) may be utilized to assist residents
with bed mabliity and positioning if certain
parameters are followed.

...Responsibility: RN/LPN/NA

-Instructions:

--1. An assessment on the resident must be done
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F 909 | Continued From page 5 F 908

prior to installing assist bars.

a. Assess for safety use and need for
positioning and bed mobility assistance.
--2. Notify the resident and/or family of the risk of
entrapment, as indicated.
-3 If the resident is assessed to be safe, the
need for assistance exists and the resident/family
has been informed of the risk(s), call the
attending physician for an order."
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E 000 | Initial Comments E GCO
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 9/20/22 |
through 9/22/22. Jenkin's Living Center was .
found in compliance.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
Administrator 1014/22

Scott Gloe

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficlent protection to the patients . (See Ingtructions.) Except for nursing homes, the findings stated above are disclosable $0 days
following the date of survey \‘g\(hether or not a plan of correction is provided, For nursing homes, the above findings and plans of cemection are disclosable 14
days following the date these documents-are mads available to the facllity. If deficlencies are clted, an approved plan of correction is requisite o continued

program participation. i
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(X5)
COMPLETION
DATE

K 000

K223
$8=D

INITIAL COMMENTS

A recertification survey for compliance with the
Life Safety Code (LSC) (2012 existing health care
occupancy) was conducted on 9/21/22. Jenkin's
Living Center (building 02) was found not in
compliance with 42 CFR 483.90 (a) requirements
for Long Term Care Facilities.

The building will meet the requirements of the
2012 LSC for existing health care occupancies
and the Fire Safety Evaluation System (FSES)
dated 9/22/22.

Please mark an F in the completion date column
for K225 deficiencies identified as mesting the
FSES.

The building will meet the requirements of the
2012 LSC for existing health care occupancies
upon correction of the deficiencies identified at
K223, K345, and K916 in conjunction with the
provider's commitment to continued compliance
with the fire safety standards.

Doors with Self-Closing Devices

CFR(s): NFPA 101

Doors with Self-Closing Devices

Doors in an exit passageway, stairway enclosure,
or horizontal exit, smoke barrier, or hazardous
area enclosure are self-closing and kept in the
closed position, unless hsld open by a release
device complying with 7.2.1.8.2 that automatically
tloses all such deors throughout the smoke
compartment or entire facility upon activation of:
* Required manual fire alarm system; and

*1 ocal smoke detectors designed to defect
smoke passing through the opening or a required
smoke detection system; and

K 000

K223

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Scoft Gloe

TITLE

Administrator

(X6) DATE
10/14/22

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is'provided. For nureing homes, the above findings and plans of correction are disclosable 14

days following the date these documeénts are made available to the facility. If deficiencies are cited, an approved plan of corection is requisite to continued

program participation.

b
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[ The lost and found/linen room has been equipped 10/12/22
K 223 | Continued From page 1 | K 223 with a door closure on 10/6/22
| % : ; e . Facility residents were not impacted by the findings of
; Automatic sprinkler system, if installed; and s deficiency Y
| * Loss of power.
182227, 18.2.2.2.8,19.2.227,19.222.8 The Diractor of Maintenance #rovided education to thg
: Ihis REQUIREMENT is not met as evidenced malntenance and laundry stalf on 10112122 1o be 819
Y.
: ; : ; The Director of Maintenance or designee will audit the
Bgsed il qbse_rvaﬂon a“f’ interview, the provider door weekly x4 and monthly x3 to er?sure the
| failed to maintain one of six hazardous areas (lost dogr is worki Iproperly. Zte Director of Maintgganoe
P ; ildi or designee will report audit results at the mon
amd foundlpevy llne_n room) in bullding one s QAPI rgeetings for review and recc.zmmendatiansy
required. Findings include:
|
1. Observation on 9/21/22 at 9:00 a.m. revealed
the lost and found/new linen room in the
basement was greater than 100 square feet and
contained combustible items. The corridor doors
were not equipped with a closers, and were
biocked open by two carts.
Interview with the maintenance director at the
fime of the observation confirmed that finding. He
was not aware these doors protected a
hazardous areaa.
The deficiency had the potential to affect 100% of
the occupants of that smoke compartment.
K 225 | Stairways and Smokeproof Enclosures K225
§S=D | CFR(s): NFPA 101
Stairways and Smokeproof Enclosures | F
Stairways and Smokeproof enclosures used as
exits are in accordance with 7.2.
18.2.2.3, 18.2.2.4,19.2.2.3,19.2.24,7.2 i |
This REQUIREMENT is not met as evidenced i
by:
Based on cbservation and record review, the l
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. | |
K225 | Continued From page 2 K225
provider failed to provide conforming exit stairs |
for one of three exits (west stair) that did not have |
a landing. Findings include: |
1. Observation on 9/21/22 at 9:30 a.m. revealed
the west stair connecting the first and second
tevel was not provided with a landing at the
second level. Record review of previous survey
data confirmed the landing was not provided at
the second [evel.
| The building meets the FSES. Please mark an
"F" in the completion date column to indicate the
provider's intent to correct the deficiency
identified in K0QO.
K 345 | Fire Alarm System - Testing and Maintenance K 345

S$S=F | CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance
A fire alarm system is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.
0.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
This REQUIREMENT is not met as evidenced |
by:

Based on observation and interview, the provider
failed to test the fire alarm system as required
(listing of devices with locations and test results)
for calender year 2022. Findings include:

1. Document review on 9/21/22 at 3:00 p.m.
revealed device test results (alarm initiating,
supervisory alarm initiating, and notification} did
not provide an itemized list with the following
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K 345 ' Fire alarm test was conducted on 10/7/22. Some | 11/11/22
lCOﬂtIl‘lU?d From.page 3 . K348 strobes and alarms were not working property.
information, device type, address, location, and gzire AI:JT s?oé ‘\;vill .tesi alarm &nnuau ang pro\gge

a itemiz ist of device type, address, iocation a
test result .as requn'.ed. There was c‘mly.a 3 fost results as required of Fire alarm testing
summary list of notification and activation devices requirements. New strobes and alarms have been
provided for test results. The maintenance ordered and will be installed upon arrival.
supervisor was present when the deficiency was Al facility residents are impacted by the findings of
identified. this deficiency.

- i The director of maintenance provided education to

2. Included within the annual testing report was maintenance staff on monitoring the strobes and

the comment "some horns and strobes aren't alarms on 10/7/22

warking”, however no specific devices were noted The Director of Maintenance or designee will audit

as reguired. fire alarm sirobes and alarms for a periad of 3
months to ensure strobes and alarms are working
properly. The Director of Maintenance or designee

Failure to test the fire alarm system as required will rte,Portfaudlt results gt the monthi ‘IQAPI

increases the risk of death or injury due to fire. metings for review and recammencations.

The defigiency all notification and detection

devices of the fire alarm system.

Ref: 2012 NFPA 101 Section 19.3.4.1, 9.6.1.5;

2010 NFPA 72 Section 14.6.2.4, Figure 14.8.2.4

Section 7.12-7.14 and page 11 of 11) .

; R ; i The Cummins generator annunciator panel that is 1012122

K 916 | Electrical Systems - Essential Electric Syste K918| 1= ~ed on second floor building 2 nurses station

$8=F | CFR(s): NFPA 101 will be moved to building 2 third floor nurses station

on 10/12/22 where it can be monitored at all times.
Electrical Systems - Essential Electric System Al facility residents are impacted by the findings of
Alarm Annunciator this deficiency
A remote annunciator that is storage battery The director of maintenance provided education to
powered is provided to operate outside of the nursing and maintenance staff on 10/12/22 regardin?
generating room in a location readily observed by the new location of the annunciator panei.
operating personnel. The annunciator is 'ﬂle Director of Mainttlapance or designee will audil
; i A i the annunciator panel for proper working order
hard-wired {o indicate alarm conquns of the WeoKly x4 and monthly x3. The Director of
emergency power source. A centralized computer Maintenance or designes will report audit results at
system (e.g., building information system) is not monthly QGZ{I' committee meetings for review and
to be substituted for the alarm annunciator. [ECOMMATIGeSors
6.4.1.1.17, 6.4.1.1.17.5 (NFPA 99)
This REQUIREMENT is not met as evidenced
by:
Based on cbservation, record review, and
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K 916 | Continued From page 4 K916

interview the provider failed fo maintain a remote
alarm in a continuously occupied location
{Cummins generator annunciator). Findings
include:

1. Observation on /21/22 at 10:00 a.m. revealed

the Cummins generator annunciator was |
mounted in the building 2 second floor patient |
nurses' station. The second floor patient wing
was unoccupied as staff and residents have been
moved to third floor.

Interview with the maintenance technician at the
time of the observation confirmed those findings.

This deficiency has the potential to affect 100% of
the occupants of the building.
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K 000 | INITIAL COMMENTS K 000
A recertification survey for compliance with the
Life Safety Code (LSC) (2012 existing health care
occupancy) was conducted on 9/21/22. Jenkin's
Living Center (building 2) was found not in
compliance with 42 CFR 483.90 {a) requirements
for Long Term Care Facilities.
The building will meet the requirements of the
2012 LSC for existing health care occupancies
and the Fire Safety Evaiuation System {FSES)
dated 9/22/22.
Please mark an F in the completion date column
for K225 deficiencies identified as meeting the .
FSES. 5
The building will meet the requirements of the
2012 LSC for existing health care occupancies
upon correction of the deficiencies identified at
K345, and K916 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards. .
K 226 | Horizontal Exits K 226
§S=E | CFR(s): NFPA 101
Horizontal Exits
Horizontal exits, if used, are in accordance with
7.2.4 and the provisions of 18.2.2.5.1 through
18.2.2.5.7, or 19.2.2.5.1 through 19.2.2.5.4.
18.2.2.5,19.225
This REQUIREMENT is not met as evidenced
by:
Based on ohservation and interview, the provider
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XE) DATE
Scott Gloe Administrator 10/14/22
Any deficiancy staternent ending with an astarisk (*) denotes a deficiency which the institution may be excused from corrscting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated ahove are disclosable 90 days
following the date of survey whether ornot a plan of correction is provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these documents are made available to the facility. 'If deficiencies are cited, an approved plan of correction is requisite to continued
program participation., { g, =
bt _ ;
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S§8=F

Continued From page 1

failed to maintain the fire-resistive design of one
of one horizontal exit and building separation wall
(between the building four and building two).
Findings include:

1. Observation on 9/21/22 at 10;50 a.m. revealed
the two-hour, fire-rated separation wall between
the building four and building two on first floor had
a ninety-minute, fire-rated matal door did not
have a latch. The latching mechanism had been
removed.

Interview at the time of observation with the
maintenance supervisor confirmed that condition.
He did not know what had happened to the

| latching mechanism.,

The deficiency could affect 100% of the
occupants Qf the smoke comparntments.

Fire Alarm System - Testing and Maintenance
CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance
A fire alarm system is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available. - :
96.1.3, 9.6.1.5, NFPA70, NFPAT2
This REQUIREMENT is not met as evidenced
by

Based on observation and interview, the provider
failed to test the fire alarm system as required
(listing of devices with locations and test resuilts)
for calender year 2022, Findings include:

K226

K 345

The latch on the two hour, fire-rated seperation wall
between building four and building two was replaced
on 10/6/22.

Al facllity residents could be impacted by this
deficiency.

The Director of Maintenance provided education to
maintenance staff on 10/6/22 to be sure the laich
remalns in place

The Director of Maintenance or designee will audit the
latch weekly x4 and monthly x3 to ensure the

tatch is in place. The Director of Maintenance or
designee will report audit resuls at the monthly QAP
meetings for review and recommendations

Fire alarm test was conducted on 10/7/22. Some
strobes and alarms were not working properly.
Fire Alarm Co. will test alarm annually and provide
Jtemized list of device type, address, location and
test results as required of fire alarm testing
requirements. New strobes and atarms have been
ordered and will be installed upon arrival.

All facility residents are impacted by the findings of
this deficiency.

The director of maintenance provided education to
maintenance staff on monitoring the strobes and
alarms on 10/7/22

‘The director of maintenance or designee will audit
fire alarm strobes and alarms for a period of 3
months o ensure strobes and alarms are working
properly. The director of maintenance or designee
will report audit results at the monthly QAP] meetings
for review and recommendations.

10/6/22

1111722
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K 345 Continued From page 2 K 345
1. Document review on 9/21/22 at 3:00 p.m. !
revealed device test results (alarm initiating, ;
supervisory alarm initiating, and notification) did
not provide an itemized fist with the foliowing
information, device type, address, location, and
test result as required. There was only a
summary list of notification and activation devices :
| provided for test results. The maintenance
supervisor was present when the deficiency was
identified. .
2. Included within the annual testing report was |
the comment "some horns and strobes aren't
working", however no specific devices were noted
as required.
Failure to test the fire alarm system as required
increases the risk of death or injury due to fire.
The deficiency all notification and detection
devices of the fire alarm system.
Ref: 2012 NFPA 101 Section 19.3.4.1, 9.6.1.5;
2010 NFPA 72 Ssction 14.8.2.4, Figure 14.6.2.4
Section 7.12-7.14 and page 11 of 11)
K 916 | Electrical Systems - Essential Electric Syste K916| The Cummins generator annunciator panel that is 10112122
388=F | CFR(s): NFPA 101 mounted on second floor bullding 2 nurses station
will be moved to building 2 third floor nurses station
. . . on 10/12/22 where it can be monitored at alt timas. |
Electrical Systems - Essential Electric System
Alarm Annunciator mI' sf%«g%t& erﬁgiydenles are impacted by the findings of
A remote annunciator that is storage battery
powered is provided to operate outside of the The director of maintenance provided education to
- ] : " ursing and I ce staff on 10/12/22
generating room in a location readily observed by USAng i oot pa,?é" regarding
operating personnel. The annunciater is The direstor of maink 4 i —
3 =D HY e director of mainlenance or designee will audi
hard-wired to indicate alarm conditions of the the annunciaior panel for prop erwo?king o der
emergency power source. A centralized computer weektly x4 and n'gmtihly x3. 'I;?e directord of l
Hefing | i i maintenance or designee will report audit results at
SYSIEM (e.g., building information systgm) is not the monthly QAP] committee meetings for relvew
to be substituted for the alarm annunciator. and recommendations.
|
|
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K 916 | Continued From page 3 K916

6.4.1.1.17, 6.4.1,1.17.5 (NFPA 89)

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and
interview the provider failed to maintain a remote
alarm in a continuously occupied location
(Cummins generator annunciator). Findings
include:

1. Observation on 9/21/22 at 10:00 a.m. revealed
the Cummins generator annunciator was
mounted in the building 2 second floor patient
nurses' station. The second floor patient wing
was unoccupied as staff and residents have been
moved to third floor.

Interview with the maintenance technician at the
time of the observation canfirmed those findings.

This deficiency has the potential to affect 100% of
the occupants of the building.
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K 000 | INITIAL COMMENTS K 000
A recertification survey for compliance with the
Life Safety Cade (LSC) (2012 existing health care ‘
oceupancy) was conducted on 9/21/22. Jenkin's
Living Center was found not in compliance with
42 CFR 483.90 (a) requirements for Long Term
Care Facilities.
The building will meet the requirements of the
2012 LSC for existing health care occupancies
| upon correction of deficiencies identified at K223,
K345 and K816 in conjunction with the providers
commitment to continued compliance with the fire
safety standards.
K 223 | Doors with Self-Closing Devices K223| The recei;ingltrash n;\oon;J has bgen equipped ‘2,""“ a
- . closer and room 87 has been adjusted $o the door
§8=E | CFR(s): NFPA 101 closes and latches properly. Both doors were 1012122
properly fixed on 10/6/22.
Doors with Self-Closing Devices . . i
Doors in an exit passageway, stainvay enclosure, Efﬁ',}gydfﬂsé?:,?g_were not impacted by e findings
or harizontal exit, smoke barrier, or hazardous B Brestor ofikieind Aoyt
2 : & Director aintenance provided education (O
area enclosure are self-closing and kept In the the maintenance staff on 10/12/22 to be sure doors
closed posifion, uniess held open by a release close and latch properly.
device complying with 7.2.1.8.2 that automatically The Director of Maintenance or designee will audit
closes all such doors throughout the smoke , | the doors weekly x4 and monthly X3 to ensure the
compartment or entire facility upon activation of: g?g‘; gﬁst{{geasgelaégpin I\Ta@:&%rgg?e!gedvggrkgge
. X ) r of Mai r desig
* Required manual fire alarm system; and , will report audit results at the monthly QAP! meetings
* Local smoke detectors designed to detect - for review and recommendations.

smoke passing through the opening or a reguired
smoke detection system; and

* Automatic sprinkler system, if installed; and

* Loss of power.
18.22.2.7,18.2.2.2.8,19.2227,19.222.8

| This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the provider
failed to maintain two of four hazardous areas in
building three {receiving/trash room and storage
room number 87) as required. Findings include:

LABORATORY DIRECTOR’S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) DATE
Scott Gloe Administrator 10/14/22

Any deficlency staternent ending with an asterisk (%) denotes a deficiency which the institution may be excused from carrecting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Excapt for nursing homes, the findings stated above are disclosable 80 days
foltowing the date of survey whether or nota plan of carrection Is provided. For nursing homes, the above findings and plans of correction are diaclosable 14
days following the date these documnents are made available to the-facility. If deficiencies are cited, an approved plan of comection is requisite o continued
program participation. .
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K 223 | Continued From page 1 K223

1. Observation on 9/21/22 at 11:05 a.m. revealed
the receivingftrash room was greater than 100
square feet and contained combustible items.
The corridor door was not equipped with a closer
as required.

2. Observation on §/21/22 at 11:20 a.m. revealed
the storage room numbered 87 was greater than
100 square fest and contained combustible
ftems. The door would not close and laich as
required.

Interview with the maintenance director at the
time of the observation confirmed that finding.

The deficiency had the potential to affect 100% of
the occupants of that smoke compartment.

K 345 | Fire Alarm System - Testing and Maintenance K 345 ngbalarm éeslt was conductstad onki1 0/7122. Slome 1111122
= : strobes and alanms were not working properly.
§8=F | CFR(s): NFPA 101 Fire Alarm Co. will test alarm annuall¥pand provide
itamized list of device type, address, location and

test results as required of Fire alarm testing

i m tem - i inten |
Fire Alarm System - Testing and Maintenance requirements. New strobes and alarms have been

A fire alarm system is tested and maintained in ordered and will be installed upon arrival.
accordance with an approved program complying Allfacil i impacted by the find! ;
with the requirements of NFPA 70, National lhisgﬂ;f;gggg'y ents are impacted by the findings o
Electric Code, and NFPA 72, National Fire Alarm The Direstor of Maint ided effuestiond
ot e Director of Maintenance provided education to
and Signaling Code. Records of system ] maintenance staff on moniloring the strabes and
acceptance, maintenance and testing are readily alarms on 10/7/22.
available. . .
The Director of Maintenance or designee will audit
9.6.1.3, 8.6.1.5, NFPA 70, NFPA 72 fire alarm strobes and alarms for a period of 3
This REQUIREMENT is not met as evidenced moenths to ensure strobes and alarms are working
by properly. The Director of Maintenance or designee
Y. ] S i will report audit results at the monthly QAP
Based on observation and interview, the provider meatings for review and recommendations.

failed to test the fire alarm system as required
(listing of devices with locations and test results)
for calender year 2022, Findings include:

1. Document review on 9/21/22 at 3:00 p.m.
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|
K 345 | Continued From page 2 K 345
| revealed device test results (alarm inifiating,
supervisory alarm initiating, and notification) did
not provide an itemized list with the following
information, device type, address, location, and
test resuit as required. There was only a
summary list of notification and activation devices
provided for test results. The maintenance
supervisor was present when the deficiency was
identified.
2. Included within the annusa! testing report was
the comment "some horns and strobes aren't
working"”, however no specific devices were noted
as required.
Failure to test the fire alarm systemn as required
increases the risk of death or injury due to fire.
The deficiency all notification and detection
devices of the fire alarm system.
Ref: 2012 NFPA 101 Section 18.3.4.1,9.6.1.5;
2010 NFPA 72 Section 14.6.2.4, Figure 14.6.2.4
Section 7.12-7.14 and page 11 of 11}
K 916 | Electrical Systems - Essential Electric Syste K 916 | The Cummins generator annunciator panel thatis | 1p/12/22
§S=F | CFR(s): NFPA 101 mounted on second fioor building 2 nurses station
will be moved to bufiding 2 third floor nurses stafion
on 10/12/22 whera it can be monitored at all times.
Electrical Systems - Essential Electric System Ak tacil dent rnacted by the finds ;
Alarm Annunciator this?i%fli%’ierﬁgy.en s are mpacted by the fncings @
A remote annunciator that is storage battery e Difector of Maink e adegiont
H i H e Director of Maintenance provided education 1o
powered is provided to operate outside ofthe nursing and maintenance staff on 10/12/22 regarding
generating room in a location readily observed by the new location of the annunciator panel.
operating personnel. The annunciator is . : ) .
. ™ ", The Director of Maintenance or designes wilt audit
hard-wired to indicate alarm conditions of the the annunclator pane! for proper working order
emergency power source. A centralized computer meagrlftlgn ?nggté mr?enstihly XSWTIII‘E Dirgcamfj lrt:f )
o1 2ae . . . 1 r nee [¢] results
system (e.g., building information system) is not at monthly QAPI corgm?ttee‘m':gtings?or review and
to be substituted for the alarm annunciator. recommendations.
8.4.1.1.17, 6.4.1.1.17.5 (NFPA 99)
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K 916 | Continued From page 3 K916
This REQUIREMENT is not met as evidenced
by: _
Based on abservation, record review, and |
interview the provider failed to maintain a remote |
alarm in a continuously occupied location
(Cummins generator annunciator). Findings

include:

1. Observation on 9/21/22 at 10:00 a.m. revealed
the Cummins generator annunciator was
mounted in the building 2 second floor patient
nurses' station. The second ficor patient wing
was unoccupied as staff and residents have been
moved to third floor.

Interview with the maintenance technician at the [
time of the observation confirmed those findings.

This deficiency has the potential to affect 100% of
the occupants of the building.
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K 000 | INITIAL COMMENTS ‘ K 000
A recertification survey for compliance with the
Life Safety Code (LSC) (2012 existing health care
occupancy) was conducted on 9/21/22. Jenkin's
Living Center was found not in compliance with
42 CFR 483.90 (a) requirements for Long Term
Care Faclilities.
The building will meet the requirements of the
2012 LSC for existing health care occupancies
upon correction of deficiencies identified at K225,
K345 and K816 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards.
K 226 | Horizontal Exits K 226, The latch on the two hour, fire rated seperation wall
$3=E | CFR(s): NFPA 101 between building four ana building two was replaced| 10/6/22
' on 10/6/22. .
Horizontal Exits All faciliiyfrqsidents could be impacted by the ﬂndingT'
Horizontal exits, if used, are in accordance with _ ot this deniclency.
7.2.4 and the provisions of 18.2.2.5.1 through Thgnl?lrector nft N}faint%?glczez ptro;ided edtgcaltl?nhto
Y maintenance stan on 0 be sure the laicl
18.2.2.5.7, or 19.2.2.5.1 through 18.2.2.5.4. remains in place.
18.2.2.5, 19.2.2.5 '
Tha Director of Malntenance or designes will audlt
the latch weekly x4 and monthly x3 to ensure the
lateh is in place. The Director of Maintenance or
designee will report audit results at the monthly QAP
| meetings for review and recommendations,
This REQUIREMENT is not met as evidenced |
by:
Based on observation and interview, the provider
failed to maintain the fire-resistive design of one
of one horizontal exit and building separation wall
{between ths building four and building two).
Findings include:
1. Observation on 9/21/22 at 10:50 a.m. revealed
the two-hour, fire-rated separation wall between
the building four and building two on first fioor had
a ninety-minute, fire-rated metal door did not

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
Scott Gloe Administrator 10/14/22

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from carrecting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
fallowing the date of survey whether or not & plan of comection is provided. Far nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation. i
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§S=F | CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance
Afire alarm system is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.

0.6.1.3, 9.6.1.5, NFPA 70, NFPA 72

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the provider
failed to test the fire alarm system as required
(listing of devices with locations and test results)
for calender year 2022. Findings includs:

1. Document review on 9/21/22 at 3:00 p.m.
revealed device test results (alarm initiating,
supervisory alarm initiating, and notification) did
not provide an itemized list with the following
information, device type, address, location, and
test result as required. There was only a
summary list of notification and activation devices
' provided for test results. The maintenance
supervisor was present when the deficiency was

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 04 - BUILDING 04 COMPLETED
436036 B. WING 09/214/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
215 SOUTH MAPLE STREET
JENKIN'S LIVING CENTER
WATERTOWN, SD 57201
04) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ‘| o)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CCMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 226 | Continued From page 1 K226
| have a [atch. The latching mechanism had been
| removed. :
Interview at the time of observation with the
maintenance supervisor confirmed that condition.
He did not know what had happened to the
latching mechanism. : |
The deficiency could affect 100% of the
occupants of the smoke compartments.
K 345 | Fire Alarm System - Testing and Maintenance K 345

Fire alarm test was conducted on 10/7/22, Some
strobes and alarms were not working properly.

| Fire Alarm Co. will test alarm annually and provide
itemized list of device type, address, location and
test results as required of Fire alarm testing
reﬂuirements. New strobes and alarms have been
ordered and will be installed upon arrival.

111122

All facifity residents are impacted by the findings of
this deficiency.

The Director of Maintenance provided education to
maintenance staff on monitoring strobes and alarms
on 10/7/22.

The Directar of Maintenance or designee will audit
fire alarm strobes and alarms for a period of 3
months {0 ensure strobes and alarms are working
properly. The Director of Maintenance or designee
will report audit results at the monthly QAPt meetings
for review and recommendations.
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K 345 | Continued From page 2 K 345
identified.

2. Included within the annual testing report was
the comment "some horns and strobes aren't
working", however no specific devices were noted
as required.

Failure to test the fire alarm system as required i
increases the risk of death or injury due to fire.

The deficiency all natification and detection
devices of the fire alarm system.

Ref: 2012 NFPA 101 Section 19.3.4.1, 8.6.1.5;
2010 NFPA 72 Section 14.6.2.4, Figure 14.6.2.4
Section 7.12-7.14 and page 11 of 11)

K 916 | Electrical Systems - Essential Electric Syste K916 The Curnmins generator annunclator panel thatis | 10/12/22

§S=F | CFR(s): NFPA 101 mounted on second floor building 2 nurses station
will be moved to building 2 third floor nurses station |

. . . on 10/12f22 where it be monitor imes.
Electrical Systems - Essential Electric System 2 18 ican bemagfioredatal ime

Alarm Annunciator All facility residents could be impacted by this
A remote annunciator that is storage battery deficiency.
powered is provided to operate outside of the The plrectgr of Mtaintenanc;e groviggﬁg;izuzcaﬁon rao

- H : H nursing and maintenance stafi on rega ing
genergt1ng room in a focation reasjlly opserved by the new location of the annunciator.
operating personnel. The annunciator is ) )
hard-wired to indicate alarm conditions of the The Director of Maintenanice or designee will audit

I the annunciator panel for proper working order

emergency power source. A centralized computer weekly x4 and monthly x3. The Director of
system (e.g., building information system) is not Maintenance or designee will report audit results at

the monthly QAPI committee meetings for review

to be substituted for the alarm annunciator. and recommendations.

6.4.1.1.17, 6.4.1.1.17.5 (NFPA 99}

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, record review, and
interview the provider failed to maintain a remote
alarm in a continucusly accupied Iocation
{Cummins generator annunciator}. Findings
include:
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K 345 | Fire Alarm System - Testing and Maintenance K 345| Fire alarm test was conducted on 10/7/22. Some 1111722

S8=F | CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance
Afire alarm system is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, Natiohal Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.

0.6.1.3, 9.6.1.5, NFPA 70, NFPA 72

This REQUIREMENT is not met as evidenced
by:

Based on cbservation and interview, the provider
failed to test the fire alarm system as required
(listing of devices with locations and test resuits)
for calender year 2022, Findings include:

1. Document review on 9/21/22 at 3:00 p.m.
revesled device test results (alam initiating,
supervisory alarm initiating, and notification} did
not provide an itemized list with the following
information, device type, address, location, and
test result as required. There was only a
summary list of notification and activation devices
provided for test results. The maintenance
supervisor was present when the deficiency was
identified.

2. Included within the annual testing report was
the comment "some horns and strobes aren't
working", however no specific devices were noted
as required.

Eailure to test the fire alarm system as required

strobes and alarms were not working properiy.
Fire Alarm Co. will test alarm annually and provide
itemized list of device type, address, location and
test results as required of Fire alarm tlesting
reguirements. New strobes and alarms have been
ordared and will be installed upon arrival.

Al facllity res|dents are iImpacted by the findings of
this deficiency.

The Director of Maintenance provided education to
maintenance staff on monitoring strobes and alarms
on 10/7/22

The Director of Maintenance or designee will audit
fire alarm strobes and atarms for a period of 3
months to ensure strobes and alarms are working
properly. The Director of Maintenance or designee
will report audit results at the monthly QAPI meetingp
for review and recommendations.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
Scott Gloe

TITLE (xe) DATE
Administrator 10/14/22

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from carrecting providing it is determined that

other safeguards provide sufficient protection to the patients . {See insiructions.) Except far nur.
following the date of survey whether or nota plan of correction is-provided: “For nursing homes,

sing homas, the findings stated above are disclosable 90 days
the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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K 916 | Continued From page 3 K916
1. Observation on 9/21/22 at 10:00 a.m. revealed
the Cummins generator annunciator was
mounted in the building 2 second floor pafient
nurses' station. The second fioor patient wing
was unoccupied as staff and residents have been
moved to third floor.
Interview with the maintenance technician at the [
fime of the observation confirmed those findings. |
This deficiency has the potential to affect 100% of
the occupants of the building.
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K 345 | Continued From page 1 K 345
increases the risk of death or injury due to fire.
The deficiency all notification and detection
devices of the fire alarm system.
Ref: 2012 NFPA 101 Section 12.3.4.1, 9.6.1.5;
2010 NFPA 72 Section 14.6.2.4, Figure 14.6.2.4
Section 7.12-7.14 and page 11 of 11) |
K 916 | Electrical Systems - Essential Electric Syste [ K916
S§8=F | CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Alarm Annunciator

Aremote annunciator that is storage battery
powered is provided to operate outside of the

| generating room in a location readily observed by
| operating personnel. The annunciator is

| hard-wired to indicate alarm conditions of the
emergency power source. A centralized computer
system (e.g., building information system) is not
to be supstituted for the alarm annunciator.
6.4.1.1.17, 6.4.1.1.17.5 (NFPA 99)

This REQUIREMENT is not met as evidenced
by

Based on observation, record review, and
interview the provider failed to maintain a remote
alarm in a continuously occupied location
(Cummings generator annunciator). Findings
include:

1. Observation on 9/21/22 at 10:00 a.m. revealed
the Cummins generator annunciator was
mounted in the building 2 second fioor patient
nurses' station. The second floor patient wing
was unoccupied as staff and residents have been
moved to third floor.

Interview with the maintenarnce technician at the
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time of the observation confirmed those findings.
This deficiency has the potential to affect 100% of
the occupants of the building.
|
|
|
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S 000| Compliance/Noncompliance Statement S000
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
9/20/22 through 9/22/22. Jerkin's Living Center
was found in compliance.
S 000 Compliance/Noncompliance Statement S 000
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
4474, Nurse Aide, requirements for nurse aide
training programs, was conducted from 9/20/22
through 9/22/22. Jenkin's Living Center was
found in compliance.
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