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F 000 INITIAL COMMENTS F 000

 A complaint health survey for compliance with 42 

CFR Part 483, Subpart B, requirements for Long 

Term Care facilities was conducted from 9/16/24 

through 9/17/24. The areas surveyed were quality 

of care related to toileting needs, sufficient 

staffing, and resident abuse. Firesteel Healthcare 

Center was found not in compliance with the 

following requirements: F725.

 

F 725 Sufficient Nursing Staff

CFR(s): 483.35(a)(1)(2)

§483.35(a) Sufficient Staff. 

The facility must have sufficient nursing staff with 

the appropriate competencies and skills sets to 

provide nursing and related services to assure 

resident safety and attain or maintain the highest 

practicable physical, mental, and psychosocial 

well-being of each resident, as determined by 

resident assessments and individual plans of care 

and considering the number, acuity and 

diagnoses of the facility's resident population in 

accordance with the facility assessment required 

at §483.71.

§483.35(a)(1) The facility must provide services 

by sufficient numbers of each of the following 

types of personnel on a 24-hour basis to provide 

nursing care to all residents in accordance with 

resident care plans:

(i) Except when waived under paragraph (e) of 

this section, licensed nurses; and

(ii) Other nursing personnel, including but not 

limited to nurse aides.

§483.35(a)(2) Except when waived under 

paragraph (e) of this section, the facility must 

designate a licensed nurse to serve as a charge 

F 725
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1. Unable to correct deficient practice noted during
survey for resident 1, 2, 3, 4, 5, 8 and 9. Resident 3 
call light was on at time of fall and call light response 
was five minutes, care plan updated. Resident 2 re-
fused psychiatric care on admit, care plan updated. 
Resident 1, 4, 5, 8 and 9 care plan was reviewed. All 
residents have the potential to be affected.

2. The ED, DNS, Medical Director and governing body
reviewed call light times expectations for staff by 10/8/
2024 the expected response is that the times fall into 
excellent (being less than ten minutes), acceptable 
(being 11 to 15 minutes), needs improvement (15 
minutes or greater). The performance improvement 
plan identifies a goal of no greater than 5% of the call 
lights fall into the needs improvement category.   The 
ED, DNS and Nurse managers frequently review resi-
dents and acuity levels and adjust staffing based on 
the residents needs and level of assistance. The ED 
and DNS are aware of staff efficiency and schedule 
them accordingly. The center currently 27 residents 
who require 2 assist with mechanical lifts, 17 who re-
quire one assist with stand aid lift, 23 that are one per-
son assist, and 29 that transfer and toilet indepen-
dently. Upon staff interviews average toileting time is 
ten minutes and assist with ADL's average is 15 to 30 
minutes. All residents were reviewed for level of assis-
tance by DNS by 10/2/2024. All residents continence/
incontinence patterns were reviewed by DNS by 10/2/
2024 no pattern was identified to support increased 
continence with more frequent toileting. All staff edu-
cated on call light expectations during all staff meeting 
on 10/9/ 2024 by ED/DNS or designee.  All staff not in 
attendance will be educated prior to their next working 
shift by ED/DNS or designee.

3.  The ED or designee will run the call light audit 3
times weekly to review timely response to call light pa-
rameters times eight weeks and bi-weekly times 6
weeks to ensure timely responses to call lights.  The
ED or designee will bring the results of these audits to
the clinical meeting weekly and the QAPI meeting
monthly for further review and recommendation to
continue or discontinue the audits.

10/12/2024

Petar Mirkovic                                          Executive Director                      10/10/2024
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F 725 Continued From page 1 F 725

nurse on each tour of duty.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, interview, record review, 

and resident rights review, the provider failed to 

ensure staff were available to promptly respond 

to call lights for seven of seven sampled 

residents (1, 2, 3, 4, 5, 8, and 9) who used call 

lights to alert staff of their assistance needs. 

Findings include:

1. Observation on 9/16/24 at 3:45 p.m. 

throughout the facility revealed there was:

*A sit-to-stand lift (mechanical lift used to assist to 

a standing position for transfers) and total lift (a 

mechanical lift with a body sling used for 

transfers) located in the hallway between rooms 

413 and 415.

*A sit-to-stand lift located in the 400 hallway 

outside of room 402.

-The lift had two safety slings stacked on top of it.

*Two sit-to-stand lifts and two total lifts located in 

the 200 hallway.

*A sit-to-stand lift located in the 100 hallway.

 

Interview on 9/16/24 at 3:50 p.m. with certified 

nursing assistant (CNA) C revealed:

*She worked as a bath aide in the "400 and 500 

hallways".

*She would have completed eight to ten baths 

during an 8-hour shift. 

*She estimated ten residents who resided in 

those hallways required a sit-to-stand lift for all 

transfers.

-Some residents required one staff to assist them 

with that lift, some required two staff to assist with 

that lift.

*She estimated five residents who resided in 

those hallways required a total lift for all transfers.
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F 725 Continued From page 2 F 725

-Residents always required two staff to assist 

them with a total lift.

*She reported that they had two sit-to-stand lifts 

and two total lifts. 

*She stated, "Residents sometimes have to wait 

for a lift to be available."

*Residents who required two staff to assist with 

the transfer "sometimes have to wait longer for 

two staff to be available."

Interview on 9/16/24 at 3:54 p.m. with resident 1's 

daughter revealed:

*She visited every day.

*Her mother required a total lift for transfers.

*It sometimes took 30 to 45 minutes or longer for 

one person to come to answer the call light and 

"It's even longer if you have to wait for a second 

person." 

-She stated, "They will come and shut off the call 

light while they wait for a second person to come 

to assist with transfers."

*She did not feel the long wait times were not 

limited to a certain time of day or a certain day of 

the week. "It varies."

 

Review of resident 1's call light audit report from 

8/29/24 to 9/3/24 revealed:

*There were two call light response wait times 

over 25 minutes.

*On 9/3/24 at 6:47 p.m. the wait time was 30 

minutes. 

 

Interview on 9/16/24 at 4:12 p.m. with resident 2 

revealed:

*She required the sit-to-stand lift for transfers.

-Sometimes one staff assisted her and 

sometimes they needed two staff to assist.

*"Sometimes they don't come for a very long 

time. I pull the string and they just don't come."

FORM CMS-2567(02-99) Previous Versions Obsolete GPWU11Event ID: Facility ID: 0039 If continuation sheet Page  3 of 11



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  09/27/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

435109 09/17/2024

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1120 EAST 7TH AVENUE
FIRESTEEL HEALTHCARE CENTER

MITCHELL, SD  57301

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 725 Continued From page 3 F 725

-She clarified she felt a long time to wait was over 

15 minutes.

-She became visibly upset when she discussed 

how long she had waited for someone to answer 

her call light. 

*She preferred her bathroom door to be open 

"just a little. If they close it [the door], I get scared 

because I have to wait so long."

Interview on 9/16/24 at 4:19 p.m. with resident 3 

revealed:

*She shared a room and bathroom with resident 

2.

*She could walk to the bathroom, "But I am 

supposed to wait for help."

-"I just can't wait that long."

*She stated she fell next to her bed "last week."

-"After putting my light on I waited 25 minutes [for 

staff assistance] then, I got up and went by 

myself."

-She reported that was when she fell.

Review of resident 3's electronic medical record 

(EMR) revealed:

*She had a Brief Interview for Mental Status 

(BIMS) score of 13 which indicated she was 

cognitively intact.

*A 9/14/24 progress note indicated "Resident was 

self-transferring from bed to recliner and lost her 

balance. Resident call light was on prior to the 

fall."

Review of residents 2 and 3's room call light audit 

report from 8/23/24 to 9/17/24 revealed:

*There were 88 call light response wait times over 

15 minutes.

-21 of those were over 30 minutes.

-6 of those were over 45 minutes.

-On 9/5/24 at 4:44 a.m. the wait time was 64 
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F 725 Continued From page 4 F 725

minutes.

*On 9/14/24 the call light was activated at:

-4:53 p.m. 

-6:55 p.m. 

-9:00 p.m. 

-9:15 p.m. 

-9:37 p.m. 

-10:17 p.m. 

Interview on 9/16/24 at 4:26 p.m. with resident 4 

revealed she said:

*"They get mad at me for pushing my call light. 

They think I am playing with it."

*She knew when she needed to use the 

bathroom, "But when they don't come I just go in 

my pants."

*"I can't hold it as long as it takes them to get 

here."

*She could not state how long it took staff to 

answer her call light in minutes.

*"They don't have enough people working here."

Review of resident 4's EMR revealed:

*She had a Brief Interview for Mental Status 

(BIMS) score of 8 which indicated she was 

moderately cognitively impaired.

*From 8/27/24 through 9/17/24 she was 

incontinent of urine 34 times.

-She had been continent 24 times in that same 

period.

* From 8/27/24 through 9/17/24 she was 

incontinent of bowel two times.

-She had been continent 11 times in that same 

period.

Review of residents 4's room call light audit report 

from 8/26/24 to 9/17/24 revealed:

*There were 45 call light response wait times over 

15 minutes.
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F 725 Continued From page 5 F 725

-Six of those were over 30 minutes.

-Two of those were over 45 minutes.

-On 9/13/24 at 7:08 p.m. the wait time was 88 

minutes.

Interview on 9/16/24 at 5:08 p.m. with resident 8 

and resident 9 revealed:

*Resident 8 and resident 9 shared a room and a 

bathroom.

*They said staff could take a long time to respond 

to their call lights.

-Resident 9  felt a long time was over 20 minutes.

*They both acknowledged the staff was "trying 

hard" but "there isn't enough of them." 

Review of residents 8 and resident 9's shared 

room call light audit report from 8/26/24 to 

9/17/24 revealed:

*There were 38 call light wait times over 15 

minutes.

-12 of those were over 30 minutes.

-6 of those were over 45 minutes.

*On 9/11/24 at 7:11 p.m. the wait time was 57 

minutes 

Interview on 9/16/24 at 5:40 p.m. with CNA D 

revealed:

*There were 40 residents who resided between 

the 400 and 500 hallways.

*There were two CNAs assigned to care for the 

residents on the 400 and 500 hallways.

-There was a third CNA there that day, but that 

was not always the case.

*Ten residents required the use of a sit-to-stand 

lift, and five residents required the use of a total 

lift.

-They had two sit-to-stand lifts and two total lifts 

available for use that day.

*There were not enough lifts or staff to assist the 
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F 725 Continued From page 6 F 725

residents.

*Residents got frustrated because they had to 

wait to be assisted with a lift or for two staff to 

help them.

Interview on 9/16/24 at 5:54 p.m. with resident 5 

revealed:

*She required the sit-to-stand lift for assistance 

with all of her transfers.

*There were only two CNAs assigned to the 400 

and 500 hallways over the weekend

*She had to wait over 30 minutes for staff to 

respond to her call light.

-"They know I only call when I need to use the 

bathroom."

-"There are not enough lifts or staff."

*"Two weeks ago, I had to wait so long that I was 

incontinent of BM [bowel] while sitting in my 

wheelchair and it leaked on the floor."

-"It's so embarrassing."

*She had not filed a grievance about the long wait 

times but was aware of the process.

*She did not attend the resident council. She 

stated, "All we do is complain and nothing gets 

done."

Review of resident 5's EMR revealed she had a 

Brief Interview for Mental Status (BIMS) score of 

15 which indicated she was cognitively intact.

Review of resident 5's room call light audit report 

from 8/23/24 to 9/17/24 revealed:

*There were 35 call light response wait times over 

15 minutes.

-Five of those were over 30 minutes.

*On 9/14/24 at 4:54 p.m. the wait time was 38 

minutes.

Interview on 9/16/24 at 4:34 p.m. director of 
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F 725 Continued From page 7 F 725

nursing (DON) B revealed:

*They do not have a lift policy or a call light policy.

*She confirmed that the call lights are not visible 

outside the resident rooms when the call lights 

are activated.

-Staff carried a "walkie-talkie" that announced 

when a call light was "on."

*There was a monitor that CNAs could look at 

that indicated which call light was active and for 

how many minutes it had been waiting for staff 

response.

Interviews on 9/17/24 between 8:00 a.m. and 

4:00 p.m. with staff members E, F, G, H, and I 

who requested anonymity for fear of retaliation 

revealed:

*Issues with insufficient staff have impacted 

residents' having to wait to be toileted, dressed, 

repositioned, and changed.

*At times one CNA may be responsible for the 

care of up to 20-33 residents.

*At night when a CNA needs to leave their 

assigned area to help another staff member there 

was no staff available to assist residents in that 

area for over 15 minutes.

-"We are doing the best we can with what we 

have."

*A bath aide was assigned 12 baths in an 8-hour 

shift.

*"We are always rushed."

*"Some of the residents require two [staff to] 

assist [them] and there is only two of us on the 

hallway so they have to wait while we help the 

others."

*"Sometimes we have to tell the resident we will 

come back as soon as we can, but then two more 

people need help."

Interview on 9/17/24 at 3:15 p.m. with activities 
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director K revealed:

*Resident council meetings are held monthly.

*Residents raised concerns about "food and call 

lights at almost all resident council meetings."

*She assisted residents individually to complete a 

grievance when needed.

-The resident group did not complete a grievance 

form when they had concerns during the resident 

council meetings. 

Interview on 9/17/24 at 3:36 p.m. with resident 6 

and resident 7 about the resident council 

meetings revealed:

*Resident 6 became the president of the resident 

council last month but had attended those 

meetings regularly before that.

*Resident 7 attended all of the resident council 

meetings.

-She confirmed the resident council met monthly.

*Residents are unhappy about the food and long 

call wait times.

*Executive director (ED) A had attended resident 

council meetings.

-Resident 6 stated, "We tell him about the food 

and call lights ...."

-Resident 7 stated, " ...but [it] doesn't do any 

good."

Interview on 9/17/24 at 5:00 p.m. with ED A and 

DON B revealed:

*Two additional sit-to-stand lifts had been ordered 

and were expected to be received the following 

week. 

*Nurse staffing is based on the facility 

assessment.

-They considered the facility adequately staffed.

*They conducted call light audits for Quality 

Assurance (QA) and had not identified a problem 

with extended call light times.
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*ED A stated he was not aware of resident 

concerns about long call light wait times.

*ED A stated there had been a problem with the 

call light system activating lights when residents 

were not in the room and staff were not able to 

turn those lights off. 

*There was no time range provided to staff on 

how quickly call lights were expected to be 

answered.

-Don stated, "As quickly as we can."

-DON B would not confirm that 15 minutes was a 

reasonable time for a call light to be answered, 

but confirmed that "30 minutes was a long time."

*They did not have a call light policy or a lift 

policy.

Review of the provider's updated November 2016 

Notice of Resident Rights under Federal Law 

handout revealed:

*"The Resident has the right to a dignified 

existence and self-determination."

*"The Resident has the right to be treated with 

respect and dignity."

*"The Resident has the right to reside and receive 

services in the Center, with reasonable 

accommodation of Resident needs, except when 

doing so endangers the health and safety of other 

Residents."

Review of the provider's The 4 R's of Resident 

Satisfaction Employee Acknowledgement form 

revealed:

*" ...the 4R's of resident satisfaction that ALL 

employees adhere to and implement."

*"Relieve- We want to relieve any and all pain!"

*"Reposition - We want our residents 

comfortable!"

*"Restroom- We want our residents dry! Assist 

the resident to the restroom, if needed or as 
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scheduled."

*"Reach- We want our residents to have what 

they need!"
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