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F 000 | INITIAL COMMENTS F Qo0
Surveyor: 41088 )
A recertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for
Long Term Care facilities, was conducted from
3M10/20 through 3/12/20. Good Samaritan Society
Howard was found in compliance.
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E 000 | Initial Comments E 000
Surveyor: 41088
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 3/10/20
through 3/12/20. Goed Samaritan Society Howard
was found not in compliance with the following
requirement: EQ01.
E 001 | Establishment of the Emergency Program (EP) E 001| All residents have the potential to be affected by the | May 1, 2020
ss=E | CFR(s): 483.73 facility's incomplete emergency preparedness plan.
The facility will ensure Emergency Management
Plan addresses Chain of Command including
The [facility, except for Transplant Programs] %SSlgnment tc?f dutlles in l|h?1 event of emeggenc%r t
. . ommunicaton plan including names and contac
must comply with all applicable Federal, ?otate information for staff, residents, and physicians,
and local emergency preparedness requirements. Othle:j !adc:il;‘_giesi t?/nd Nc&lunt?er information will be
. } . included. Facility will develop tracking system for
The [facility] must establish and maintain a staff and residents in the event of a relocation.
[comprehensive] emergency preparedness Facility will ensure plan includes alternate way of
program that meets the requirements of this communication if the phone lines and cell towers
. are not functioning. Facility Emergency Management
section.* The emergency preparedness program team will review Emergency Management
must include, but not be fimited to, the following Plan monthly x4 months to ensure adequate and up to
lements: date policies are in place.
e : Audits will be completed and taken to QA Committee
for further recormmendations.
*[For hospitals at §482.15:] The hospital must
comply with all applicable Federal, State, and
local emergency preparedneass requirements.
The hospital must develop and maintain a
comprehensive emergency preparedness
program that meets the requirements of this
section, utitizing an ali-hazards approach. The
emergency preparedness program must include,
but not be limited to, the following elements:
*{For CAHSs at §485.625:] The CAH must comply
with all applicable Federal, State, and local
emergency preparedness requirements. The
CAH must develop and maintain a
comprehensive emergency preparedness
program, utilizing an ali-hazards approach. The
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emergency preparedness program must include,
but not be limited to, the following elements:
This REQUIREMENT is not met as evidenced
by:

Surveyor: 41088

Based on intervew, record review, and policy
review, the provider failed to develop and
establish a comprehensive emergency
preparedness program. Findings include:

1. Interview on 3/12/20 at 1:34 p.m. and review of
the provider's emergency preparedness program
documentation with administrator A revealed:
*They did not have a complete emergency
preparedness program.

*They had not;

-Developed a chain of command with contact
information and list of duties.

-Developed and maintained a clear
communication plan that had included names and
contact information for staff, residents,
physicians, other long term care facilities, and
voluntears.

-Developed a tracking system for staff and
residents if relocated from the facility.

-Developed an alternate way of communication if
the phone lines and cell towers had not
functioned.

Administrator A admitted they had work to do to
get the plan better developed. She agreed the
plan should be well organized in the event of an
emergency so their staff would know what o do
and could use the plan for guidance.

Review of revised 7/1/19 provider Emergency
Management Plan policy and procedure revealed:
*'Good Samaritain Society policy and procedure
requires that all locations have a comprehensive
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place for all service lines provided at a locations."
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K000 | INITIAL COMMENTS K 000
Surveyor: 18087
A recertification survey for compliance with the
Life Safety Code (LSC) (2012 existing health care
occupancy) was conducted on 3/10/20. Good
Samaritan Society Howard was found not in
compliance with 42 CFR 483.70 (a) requirements
for Long Term Care Facilities.
The building will meet the requirements of the
2012 LSC for existing health care cccupancies
upon correction of deficiencies identified at K281,
K216, and K923 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards.
K 281 ] llumination of Means of Egress K281, All residents have the potential to be May 1, 2020
85=D | CFR(s): NFPA 101 affected by facility failing to provide

llumination of Means of Egress

Hlumination of means of egress, including exit
discharge, is arranged in accordance with 7.8 and
shall be either continuously in operation or
capable of automatic operation without manual
intervention.

18.2.8, 19.2.8

This REQUIREMENT is not met as evidenced
by:

Surveyor: 18087

Based on cbservation and interview, the provider
failed to ensure adequate illumination of means
of egress was provided at two randomly observed
locations (boiler room and exit stair enclosure).
Findings include:

1. Observation at 1:05 a.m. on 3/10/20 revealed
the stair enclosure from the basement boiler
room had a double lamp fixture that was not lit.
Interview with the mainfenance supervisor

so it was not able to be turned off
March 17, 2020. Environmental S

tamp fixture is working.

adequate illumination of means of egress.
An electrician hard wired the lamp fixture

or designee to audit monthly x1 to ensure

on
ervices
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revealed the two compact flucrescent lights in the
fixture were burned out and needed replacement.
He further stated the entire building was run by
the generator, but the lights in the stair enclosure
and the basement boiler room were run by a
switch in the main corridor. Lighting for
emergency egress can neot be switched. Lighting
shall be provided such that minimum lighting is
still provided in the event a single lighting source
is lost, That lighting shall alse be capable of
providing one and one-half hours of emergency
lighting upon loss of normal power.

Interview with the maintenance supervisor at the
time of the above observation confirmed that
condition. He was not aware that egress lighting
was not in compliance with the minimum lighting
requirements.

This deficiency affected two of numerous
requirements for emergency lighting.

Gas Equipment - Cylinder and Container Storag
CFR(s): NFPA 101

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet

Storage locations are designed, constructed, and
ventilated in accordance with 5.1,3.3.2 and
5.1.3.33.

>300 but <3,000 cubic feet

Storage locations are outdoors in an enclosure or
within an enclosed interior space of non- or
limited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammables, and are
separated from combustibles by 20 feet (5 feet if
sprinklered) or enclosed in a cabinet of
noncombustible construction having a minimum

K281

K 923 | All residents have the potential to be affected by

the facility falling to protect medical gas storage in
oxygen cylinder storage room. Oxygen concentrators
were removed from the room immediately and a
self-closing hinge was placed on the door as of
3/19/2020. Environmental Services to audit Oxygen
room weekly x4 and monthly x3 to ensure proper
oxygen storage.

May 1, 2020
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Continued From page 2

1/2 hr. fire protection rating.

Less than or equal to 300 cubic feet

In a single smoke compartment, individual
cylinders available for immediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be
stored in an enclosure. Cylinders must he
handled with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING."

Storage is planned so cylinders are used in order
of which they are received from the supplier.
Empty cylinders are segregated from full
cylinders. When facility employs cylinders with
integral pressure gauge, a threshold pressure
considered empty is established. Empty cyfinders
are marked to avoid confusion. Cylinders stored
in the open are protected from weather.

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 {NFPA 99)
This REQUIREMENT is not met as evidenced
by:

Surveyor: 18087

Based on observation and interview, the provider
failed to protect medical gas storage in one of
one oxygen cylinder storage room (combustible
storage and concentrators). Findings include:

1. Cbservation at 1:25 p.m. on 3/10/20 revealed
combustible materials were found stored within
five feet of oxygen cylinders in the oxygen
cylinder storage room. The minimum five feet of
separation between combustibles and oxygen
storage was not maintained. The room also
contained seven oxygen concentrators which
cannot be stored with oxygen cylinders. Interview
with the maintenance supervisor at the time of the

K923
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K 823 | Continued From page 3 K923
observation confirmed those findings.
Ref: 2012 NFPA 98 Section 11.3.2.3
The deficiency affected one of four smoke
compartments.
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K916 Electrical Systems - Essential Electric Syste

CFR(s): NFPA 101

Elecirical Systems - Essential Electric System Alarm Annunciator

A remote annunciator that is storage battery powered is provided to operate outside of the penerating 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 substituted 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:

Surveyor: 18087

Based on observation, interview, and record review, the provider failed to perform preventive maintenance
for the remote annunciator at one of one location (nurses station). Findings include:

1. Observation at 1:25 p.m. on 3/10/20 revealed the annunciator for the generator was mounted in the corridor
outside the nurses station. Interview with the maintenance supervisor at the time of the ebservation revealed
the Onan diesel generator provided emergency power to 100 percent of the nursing home, Record review
revealed there was no documentation showing the alarm functions on the annunciator had been tested. Further
interview with the maintenance supervisor revealed there was no documentation availabie to show the
annunciator could be tested to function as required.

This deficiency has the potential to affect 100% of the occupants of the building.

All residents have the potential to be affected by facility failing to perform preventative maintenance for the remote annunciator at facility,
The facllity has contacted Butler Cat to provide preventative maintenance {o remote annunciator along with annual generator inspection.
Environmental Services or designee wili audit completion of preventative maintenance annually x1 and bring findings to the

QA Committee for further Recommendations.

Date of Completion: May 1, 2020
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S 000 Compliance/Noncompliance Statement S 000
Surveyor: 41088
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
4473, Nursing Facilities, was conducted from
3/10/20 through 3/12/20. Good Samaritan Society
Howard was found in compliance.
S 000[ Compliance/Noncompliance Statement S 00¢
Surveyor: 41088
Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 3/10/20
through 3/12/20. Good Samaritan Society Howard
was found in compliance.
LABQRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%6) DATE
Arcitzn Swwebecls  Administrator 3/26/2020 _
STATE FORM a8 o '\ If continuation sheat 1 of 1
5o

= SSRGS 1 ]
U Mg 26 200 \Ui

sn DoH-0L0




