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A recertification health survey for compliance
with 42 CFR Part 483, Subpart B, requirements
| for Long Term Care facilities was conducted from
8/14/23 through 8/17/23. Weskota Manor Inc 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
Term Care facilities was conducted from 8/14/23
through 8/17/23. Weskota Manor Inc was found
in compliance.
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K 000 | INITIAL COMMENTS K 000

| Arecertification survey for compliance with the

Life Safety Code (LSC) (2012 existing health care

occupancy) was conducted on 8/15/23. Weskota

Manor Inc 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 8/15/23.

Please mark an F in the completion date column
for K271 deficiencies identified as meeting the
FSES, in conjunction with the provider's
commitment to continued compliance with the fire
safety standards.
K 271  Discharge from Exits K271 F
88=C | CFR(s): NFPA 101

Discharge from Exits |
Exit discharge is arranged in accordance with 7.7,
provides a level walking surface meeting the
provisions of 7.1.7 with respect to changes in
elevation and shall be maintained free of |
obstructions. Additionally, the exit discharge shall |
be a hard packed all-weather travel surface. |
18.2.7, 19.2.7
' This REQUIREMENT is not met as evidenced |
| by:
Based on observation and interview, the provider |
falled to install a paved path of exit discharge to |
the public way at one of two exits from the | ‘
basement (the north exit). That exit from the |
|

basement had a landing that ended greater than
200 feet from the nearest street. Findings include:
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K271 Continued From page 1 K271

1. Observation on 8/15/23 at 10:32 a.m. revealed
the north exit from the east basement was not
paved to the public way. It had a concrete landing
that ended greater than 200 feet from the nearest
street.

The terrain from the concrete landing to a public
way would make the installation of a sidewalk
difficult.

An interview with the maintenance supervisor at |

the time of the observation indicated that the | ‘

basement area was used for storage and laundry. |

The basement was for staff use only. :

The building meets the FSES. Please mark an

"F" in the completion date column to indicate

correction of the deficiencies identified in KOOO. 3
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S 000| Compliance/Noncompliance Statement S 000
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from |
| 8/14/23 through 8/17/23. Weskota Manor Inc was |
found in compliance.
|
S 000 Compliance/Noncompliance Statement |[ S 000
A licensure survey for compliance with the |
Administrative Rules of South Dakota, Article |
44:74, Nurse Aide, requirements for nurse aide |
training programs, was conducted from 8/14/23 |
| through 8/17/23. Weskota Manor Inc was found
i in compliance. |
i
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