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A recertification health survey for compliance
| with 42 CFR Part 485, Subpart F, Subsections
485.605-485.645, requirements for Critical I
Access Hospitals (CAH) and Long Term Care {
Services ("swing bed"), was conducted from |
9/3/24 through 9/5/24. Pioneer Memorial Hospital 3 ‘ ‘
|

was found not in compliance with the following
requirement: C1024. { f

C1024 | PATIENT SERVICES | 1024 e anermiyorecior of Laboratory o o
CFR(s): 485.635(b)(1)() | N Hod catechon wbes wers ecaivea o eace ne a\

expired blood collection tubes on 9/4/2024. |
| 2. No adverse patient oulcomes were noled
| for patients due o the bloed collection tubes |
| 3. Director of Lab ordered new lots of the blood callection ’
| tubes on 9/3/2024. The new bload collection tubes were ‘
) . . ) | received on 9/4/2024 1o replace the expired tubes. Director
(i) The CAH provides those diagnostic | of Laboratony Dirsiclor of Laboralory designes wil monkar [

(1) General

. 4 : | biood coflection tubes monihiy to ensure i are no cutdated
| and therapeutic services and supplies that are | tubes. Al Laborstocy Siaffware re-ecucaled by e Dirsciorof
| commonly furnished in a physician's office or at £ Begnﬁh;wwm\:ilm Diractor of Laboratory/Director of
| " N = ugi! biood
| ancther entry point into the health care delivery o sac i homs 'o:mmm::" completed weekly fn’fmweek:jm

il P . £ ensur dated biood ]

| system, such as a low intensity hospital outpatient gy oy by e a:t'.'::wl at I::w"g;?nfmm: b ropesiea |
| department or emergency department. These = b b b el crictsknbsog Al
| CAH services include medical history, physical | st Lebormiaey for furihecinscominendations

| examination, specimen collection, assessment of ;
| health status, and treatment for a variety of . \
medical conditions. |
This STANDARD is not met as evidenced by:
| Based on observation, policy review, and i
| interview, the provider failed to monitor expiration [
dates of laboratory supplies used for the safe ‘

collection of patient specimens in one of one
| specimen collection area. Findings include:

| 1. Observation on 9/3/24 at 4:00 p.m. in the ‘
laboratory specimen collection area revealed:
*There had been 33 eight milliliter (ml) BD
Vacutainer lithium heparin (anticoagulant) blood
collection tubes with an expiration date of
8/30/24, stored on the counter with other patient
blood collection supplies.
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| *There had been an additional 50 eight mi BD

| Vacutainer lithium heparin blood collection tubes

| with an expiration of 8/30/24, stored in the

| storage cabinet in this area.
*There had been four 8.5 ml BD Vacutainer
ACD-A (anticoagulant/preservative) blood

‘ collection tubes with an expiration date of
7/31/24, stored on the counter with other blood

: collection supplies.

| *The expired vacutainer tubes had been available

| for use to collect patient specimens.
*There had been no additional, unexpired lithium
heparin or ACD-A vacutainer tubes available for
patient specimen collection.

| Review of the provider's 7/30/24 Supplies Quality
| Program policy revealed:
*Supplies should have been inspected ata
minimum of a monthly basis to remove outdated
or defective supply products from the supply
inventory.
| *The laboratory department had not been
included in the provider's areas for a monthly
inspection.

| Interview on 9/3/24 at 4:15 p.m. with laboratory

| supervisor A revealed:
*The laboratory did not have a policy for checking
laboratory supplies for expiration dates.
*“The laboratory had not documented when
supplies had been checked for expiration, but it
should have been done monthly.
*He confirmed the expired 8 ml lithium heparin
tubes had been used for collection of patient
specimens for blood chemistry testing.
*He confirmed the expired 8.5 m|l ACD-A tubes
had been used for collection of patient specimens
that were sent out for testing.

| *He confirmed the laboratory did not have any of
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| the lithium heparin 8 ml tubes or the ACD-A 8.5
| ml tubes available that were not expired.

} Interview on 9/5/24 at 10:00 a.m. with director of
| nursing B confirmed that the laboratory was not

| policy.

| included in the hospital Supplies Quality Program
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A recertification survey for compliance with 42 ;
CFR Part 485, Subpart F, Subsection 485.625, |
Emergency Preparedness, requirements for ‘
Critical Access Hospitals, was conducted on
9/4/24. Pioneer Memorial Hospital was found in
compliance.
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A recertification survey was conducted on 9/4/24
for compliance with 42CFR 485.623(d)(1),
requirements for critical access hospitals (and
swing bed). Pioneer Memorial Hospital, Building 1
was found in compliance.
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| Arecertification survey was conducted on 9/4/24 |
| for compliance with 42CFR 485.623(d)(1), |
| requirements for critical access hospitals (and 1‘
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' Alicensure health survey for compliance with the i
| Administrative Rules of South Dakota, Article |
| 44:75, Hospital, Specialized Hospital, and Critical |
Access Hospital Facilities, was conducted from i
9/3/24 through 9/5/24. Pioneer Memorial Hospital
was found in compliance.
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