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A complaint health survey for compliance with 42 i 3/07/2024
| CFR Part 483, Subpart B, requirements for Long
| Term Care facilities was conducted on 3/7/24. |
The areas surveyed included mechanical lift use,
resident falls, care plans, medication use, and
appropriate posted signage for resident care.
| Avera Sister James Care Center was found in
. compliance. |
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Any deficiency sé{ement 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.insizuctions,) . Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whethér i

tai@ﬂrgﬁcoﬁﬂoﬂ:s 5 id% F '?frjb{sing homes, the above findings and plans of correction are disclosable 14
days following the date these doc,_q_meht}s argma valiable th théfacility If éﬂp ',‘ncies are cited, an approved plan of correction is requisite to continued
program participation. i i U\’ ;
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