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F 000 | INITIAL COMMENTS F Q00
A recertification health survey for compliance
with 42 CFR Part 483, Subpart B, requirements
for Long Term Care facilities, was conducted from
8/23/22 through 8/25/22. Good Samaritan Society
Tyndall was found in compliance.
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E 000 | initial Comments E 000
A recertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73,
Emergency Preparedness, requirements for Long
i Term Care Facilities, was conducted from 8/23/22
through 8/25/22, Good Samaritan Society Tyndall
was found in compliance.
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K 000 | INITIAL COMMENTS K 000
A recertification survey for compliance with the
Life Safety Code (LSC) (2012 existing heailth care
occupancy) was conducted on 8/23/22. Good
Samaritan Society Tyndall was found not in
compliance with 42 CFR 483.90 (a) requirements
for Long Term Care Fagilities.
The building will meet the requirements of the
2012 LSC for existing health care occupancies
upon correction of the deficiency identified at
K361 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards.
ng’?; gg’:&‘)’TSN'F'gf‘;‘g?pe” o Carfisor K381/ |n response to K361, the facility
- ' will implement a new procedure
. i where large (60 gallon) soiled linen
Corridors - Areas Open to Corridor : . .
P ' barrels will only be available while

Spaces (other than patient sleeping rooms,
treatment rooms and hazardous areas), waiting
areas, nurse's stations, gift shops, and cooking
facilities, open to the corridor are in accordance
with the criteria under 18.3.6.1 and 19.3.6.1.
18.3.6.1, 19.36.1

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to protect resident living space from
hazardous areas (resident 100, 200, and 300
wings) as required in three of the five smoke
compartments. Findings include:

During the facility tour with the maintenance
director on 8/23/22 between the hours of 10 a.m.
and 12 p.m., excessive hazardous storage
(containers with capacity of 120 gallons) was
found in the 100 wing, the 200 wing, and the 300
wing. Storage included separate bins (three bins,

in use,

then will be stored in

soiled linen laundry room

for storage for rest of day. The
3-bin carts (20 gallon each) will
remain in hall.

Staff will be educated in staff
huddles bi-weekly thru 9-23-22.
Administrator or designee will
audit weekly for 4 weeks and
monthly for 3 months and report
to QAPI meeting monthly.

9-30-22
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K361 | Continued From page 1 K 361

each approximately 20 gallons) one bin for
resident clothing, and two bins for garbage.
Alongside these containers was a 60 gallon

| wheeled trash receptacle used for soiled linens.
Storage of more than sixty gallons of soiled linen
and garbage would create a hazardous area.

|
Failure to protect hazardous areas as required
increases the risk of death or injury due to fire.
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S 000 Compliance/Noncompliance Statement S 000
|
I Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
| 44:73, Nursing Facilities, was conducted from
8/23/22 through 8/25/22. Good Samaritan Society
| Tyndall was found in compliance.
S 000, Compliance/Noncompliance Statement S 000
Alicensure survey for compliance with the
Administrative Rules of Sauth Dakota, Article
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 8/23/22
through 8/25/22. Good Samaritan Society Tyndall
was found in compliance.
I
|
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