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|cFRs): 483.25(d)1)(2)
15483.25(d) Accidents.

The facility must ensure that -

treg of accident hazards as is possible; and

accidents,

friew from accident hazards for seventeen of

decline, that is secured to minimize unsafe

axit door key.

§483.25(d)(1) The resident environinent remains as

§483. 25(d)(2}Each rasident receives adequate
supervision and assistance devices to prevent

This REQUIREMENT is NOT MET as evidenced by:

A.-Based on observation, interview, and record
review, the provider failed to ensure an enwvironment

seventeen sampled residents (3, 22, 23, 24,29, 43, 48,
70,74, 78, B3, 84, 86, 92, 102, 106, and 110) who
resided within & memory care unit (an area where
specialized care is provided in a structured, safe and
supportive environrment to meet the unique needs of
residents with significant mernory and cognitive

warwfering) and had access to the memory care unit

regarding security of access badges and
the requirement that badges rernain on the
employee's })erson at ali times was
completed 8/3/26. Residents residing in
the Memory Care Unit were assessed for
any adverse outcomes refated to potential
exit access. No adverse outcomes were
identified.
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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 7/28/26
through 7/30/26. Firesteal Healthcare Center was
found not in compliance with the following
|reqguirements: F561, F565, F644, FE84, F6B9, F695,
F732, F812, FB80, and FB83.
A compiaint heaith survey for compliance with 42
CFR Part 483, Subpart 8, requirements for Long
Term Care facilities was conducted from
7128/26 through7/20/26. The area surveyed was
abuse and neglect related to a fall fram a bath chair,
Firesteel Healthcare Center was found not in 1. Corrective Action The unsecured access
compliance with the following requiremant: FG89. badge located on top of the Memory Care
refrigerator was removed immediately on
FO689 Free of Accident Hazards/Supervision/Devices FO68S
S 7/28/26. All staff weare re-educated

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from cocrecting providing it is determined that other
safequards provide sufficient protection to the patients. {See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
20 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of cotrection are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of cofrection is requisite 10 continued
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Findings include:

1. Observation on 7/2B/26 at 11;57 a.m. in the
mernory care unit kitchenette revealed resident 86
and her visitor were standing by the refrigerator,
which was Jocated by the exit door of the memory
care unit. That door exited into one of the main
hallways in the facility. Resident 86's visitor stated
ta resident B85, “it's still up here.” Resident 86's
visitor grabbed a staff member's badge from the top
of the refrigerator, touched the badge to the badge
reader an the memory car unit's exit doar and
uniocked the door. Resident 86's visitor placed the
badge back on top of the refrigerator, said
"goodhbye” to resident 86, and exitad the unit. There
were no staff members present.

2. Observation on 7/28/26 at 12:10 p.m. revealed
that medical memory care unit director W grabbed
the badge from the top of the refrigerator and put it
on her shirt.

3. Interview on 7/28/26 at 2:31 p.m, with resident 86
revealed that she did not have concerns about baing
able to leave the unit, She said "1 just need the key
the staff wear."

4. Observation an 7/2B/26 at 4:32 p.m, revealed that
cerified medication aide (CMA) X's badge was
sitting on top of the refrigerator and there were no
staff members in that area.

5. Interview on 7/29/26 at 2:21 p.m. with memory
care unil director W revealed that i there was a
visitor wha visited a resident in the memory care
unit eften, the staff would give the visitor a badge to
uniock the memory care unit door and instruct them
to place it on top of the refrigerator 50 they could
leave the unit and not have to wait for the staff to Jet
them out. She left her badge on top of the
refrigerator on 7/28/26 so resident B6's visitor

could leave the unit without waiting for her . She
was nut supposed 1o do that because a memory
care resident could get cut of the unit without the
staff knowing.

6. Interview on 7/30/26 at 10:42 a.m. with
administrator A revealed that all the residents who:
resided in the memory care unit had a physician's
order to be on a locked unit for their safety. The

| for review and further action as 1_ dicated..

residing in the Memory Care Unit had the
potential to be affected. The Administrator
and Director of Mursing conducted a
review of Memory Care security practices
anc verified badges were secured and
inaccessible to residents.

Information posted for family to request
assistance for entrance/exit.

3. Systemic Changes Staff, including
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FOB82 Contnued from page 1 FC683 2. Other Residents at Risk All residents

agency personnel, received education pm‘ar 2. W%

regardingy
Secure handling of access badges
Resident elopement prevention

Memory Care Unit visitor access
pracedures

[}

Visitars will no langer be provided
unattended badge access.

4. Monitoring The Administrator/designee

s i

will complete audits of badge security and VIS
weelkly

Memory Care exit pi .
weekly for 3 weeks, then menthly for 3
months. Results will be reportadito QAPE

8/20/26
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Continued from page 2

resigents who resided in that unit were either at risk
for elopement or had behavicrs related to their
coghitive impairment. She expected that the staif
members wauld not leave their badges on op of the
refrigerator because the residents could access
them, and [eave the unit. The facility did not have a
policy refated to the memory care or the Jocked
doars.

T. Review of resident 86's electronic medical record
{EMR) revealed that she admitted to the facility on
2/10/26. Her 5111426 Brief Interview for Mental
Status (BIMS) assessment score was 5, which
indicated her cogniticn was severely impaired. She
had diagnoses of psychotic disorder with
hallucinations (& mental health condition where a
person loses touch with reality and experiences
thirrgs through their senses that are not actually
there), severe major depressive disorder with
psychatic symptoms (& mental health condition
where a person has extreme, debilitating sadness
atongside a total loss of touch with reality), dementia
with behavioral disturbance (& brain condition

|causing memary loss paired with extrerme,
|unexpected shifts in mood and actions like agitation,
wandering, and aggression), and anxiety disorder (a

mental health condition defined by persistent worry,
extreme fear, and physical tension that do not go
away and interfere with daily life).

Her 3/6/26 care plan {personalized plan that
addresses a resident's care needs, goals, and
interventions) indicated she was in the memeory care
urnit, walked around the unit as desired, and would
wander, looking for a family member.

B. Based on South Dakota Department of Health (SD
DCH) facility reported incident {FRI}, record review,
interview, chservation, and policy review, the
provider failed 1o ensure the staff provided accident
prevention interventions and device use according to
the manufacturer guidelines for one of one sampled
resident (96) who needed ta be secured into the
whirlpool bath chair {a special seat used o lower
and support a person during a whiripool bath safely),
by a safety belt, and sustained a laceration {cut or
torn skin) above his left eye when he fell from the
whirlpool bath chair onto the floor after certified
nursing assistant (CNA) (Z) gave him a whirlpool
bath without the safety belt on. The resident was
subseguently transferred to the emergency room for
evaluation and laceration repair with sutures. This
citation is considered past non-compliance based on

F0689
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55=06 a review of the provider's corrective actions

immediately following the incident,
Findings include:

1. Review of the provider's 6/26/26 SD DOH FRI
revealed that on /26126 at 3:26 p.m., resident 96
was transferred from the whirlpeol tub via the
whiripowl bath chair. CNA Z moved the whiripool
bath chair backwards, the resident grabbed onto the
side of the tub and felt farward onto the floor. CNA Z
reported that resident 96 had put his hands cut to
try to catch himself; however, he hit his face on the
flogr. CNA Z then called for help from licensed
practical nurse (LPN) | and certified medication aide
{CMA) V.

LPN | completed a head-te-ioe assessment (an
assessment she completed that lookad aver his
body to see if he had any open areas of redness,
checked his range of motion in his extremities,
checked neurological vitals, and checked for signs
of hip fractures) on resident 96, She identified one
bruise on his feft knee and left side of his face, with
a bleeding laceration: above his left eye. There was
swelling and bruising toa the left side of his face andg
eve. Resident 96 was able to move all his extremities
as per his usual movement. He was alert and
criented to person, place, time, and event. He had
no complaints of pain at that time. His neurological
evaluation (assessment of nerve function, reflexes,
coordination, motor skil's, sensation, and mental
status) (neuras) was within normal limits.

Resident 96 was assisted off the floar by LPN |,
CMAV, and CNA Z, who used the total body Iift {a
mechanical ift and sling used to lift a persen’s full
bedy) ta transfer him into his wheelchair.

|His emergency contact was natified of his fali and
transfer ta the emergency department (ED). Resident
-196 had a Cemputed Tomagraphy (CT) scan of his
head and facial bones, with no fractures. He received
‘{four sutures to the laceration abeve his left eye.
sjUpan his retumn to the facility, he denied having

CNA Z was suspended from working at the facility
pending the investigation of the incident and
diseiplinany action. Prior to her return to the facility,
1she was provided education on the use of the safety
|belt when assisting a resident in the bath.

2. Review of resident 96's electronic medical record
(EMR) revealed he admitted to the facility on
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Status (BIMS} assessment score was 6, which
indicated his cognition was severely impaired. His
diagnoses included unspecified dementia (a group of
symptoms affecting memory, thinking, and social
abilities) and frontotemporal neurocognitive disarder
{a brain condition where the frant and side parts of
the brain siowly break down, causing early changes
in behavior, personality, or language rather than
memory). His 7/25/26 Morse Fall Scale (a
nurse-administered tool used o assess a patient's
risk of falling based an history of falling, diagnoses.
use of ambulatory aids, presence of intravenous
[into or within a vein] equipment, pait quality ithe

way a person walks], and mental status) assessment
score was 40, which indicated he had a moderate
tisk for falling.

His undated care plan indicated he had an activities
of daily living {ADL) seli-care performance deficit
due to his dementiz, hemiplegia {a condition in
which a person experiences paralysis an one side of

_|the boady), and limited mobility. He transferred with
‘|the assistance of two staff members and a

sit-to-stand lift (a mechanical lift used ta assist from
a seated to a standing position). He wes assisted by
ane staff member when in the bathtub.

His 6/26/26 ED notes indicated that there was a
facial laceration with mild bleeding, and mild blurry
vision during the ED examination. Radiotogy read
the head and facial bone CT, and there were no
fractures. Resident 96's vital signs (measurements
of the body's basic functions, such as temperature,
hlocd pressure, puise, and respiration rate) remained
stable, His mental status did not change, and he was
awake and alert. His left upper eyelid was repaired
with four sutures.

3. Review of the pravider's whirlpool bathing
education revealed that the four bath aides received
direct education regarding the use of the whirlpool
bath chair and the safety bek.

4, Interview an 7/28/26 at 2:44 p.m. with resident 96
revealed he thought he fell out of a tractor scoop
and that is how he received the purple and red
bruising and swelling to the ekt side of his cheek.
There was no longer a laceration present above his
left eye. He was unable ta recall the fall at the
facility.

5. Interview on 7/28/26 at 4:37 p.m. with resident
96's family member revealed they were informed
‘about his falf from the whidpool bath chair and had
N0 concems.
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6. Observations from 7/28/26 through 7/3026 of
four, of faur tub rooms revealed they had the
‘Penner Bath System Bed to Bath Transfer
Procedures” posted for the staff to use during
resident baths. This procedure included when staff
weare to apply the safety belt and remove the safaty
pelt from the resident.

7. Review of the 6/26/26 Quality Assurance and
Performance Improvement (QAPI) meeting minutes
regarding resident 96's fall revealed the
interdisciplinary team evaluated the resident after his
fa¥f . interviewed the staff rnembers involved, and an
initial audit was completed. The facllity’s correction
actions for the deficient practice (not using the
safety belt in the whirlpoaol bath) included providing
education to the bath aides and then demonstrating
the placement and use of the safety belt, and
providing education to all staff who have the
patential to use the bath chair before they assist a
resident with a bath. Audits were to be complated by

‘| director of nursing (DON) or designee daily, with
Htizee o five observations each day for one week,

“Trien weekly for three weeks. Then maonthly for 2

|months. The QAPI meeting determined this will be a
| performance improvement plan (PiP) and would he
‘[omgeing:with a goal of 100% compliance.

5. Review of the whirlpool tub daily audits completed:

|Hrem.6/29/26 through 7/3/26 revealed that each tub
room was audited and in compliance with the safety

peit being used when a resident was in the tub
chak. There were nineteen individual audits
toinpieted of residents with the safety belt on.

9. Review af the whirtpoot tub weekly audits
completed from 7/6/26 through 7/24/26 revealed
that sixteen individual audits were completed and in
campliance with the safety beit being used when a
resident was in the tub chair.

10. Interview on 7/30/26 at 13:58 a.m. with CNA Z
regarding resident 96's fall revealed that resident 96
fell as he grabbed onto the side of the whirlpool tub
as she putled the whirlpoo! kath chair backward. She
immediately cpened the tub room doors and hollered
for help. CMA V and LPN | came to assist the
resident. After LPN | said it was safe to get him off
the floor, the three staff members used the tatal
bady lift and transferred him inta his wheelchair.
They then took him to his room to get him dressed
before taking him to the ED. CNA Z was suspended
pending ihe facility's investigation until further

notica, She was given verbal education on how to
use the whirlpool bath chair and the safety belt after

Foesg
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Continued from page 6
resident 96's fall. CNA Z said, “This was 100% my

fauls. ! was rushing and trying to get as many baths

done as possible, and ) missed that step. | have
learned to be extra cautious. Now | take my time,
and everyone gets the {safety] belt in the whirpool
[bath] chair.”

11. interview on 7/30/26 at 11:09 a.m. with LPN !
regarding resident 96's fall revealed that she was
alerted to the tub room by CNA Z because resident
36 was on the bathroom floor. He was bleeding from
the left side of his face, so she put a cloth over it to
help clean it up. After it was cleaned up, we placed
ice aver the bleeding area. She completed her
head-to-toe assessment and then helped transfer
him inte kis wheelchalr with a total body Iift. She
notffied contracted travel LPN J, who was the
assigned nurse for resident 96 that day.

12. Interview on 7/30/26 at 11,56 a.m. with
contracted ravel LPN J revealed that she was the
nurse for resident 96 on 6/26/26. She assessed the
resident, noiified the director of nursing {DON) B,
catled the resident’s physician, and received an
arder to send the resident to the ED for further
evaluation. When he returned, she continued his
neurological checks.

13. DON B was unavaifable during the survey and
could not be interviewed.

14. Review of the Penner Bathtub System
Preparation manufacturer's instructions manual
revealed, “9. All residents must always be securely
safety belted at the waist when using any of the
Penner Lift Systems. Ensure that the safety belt is
routed through the loose buckle end.”

15. Based on the above Information, non-compliance
at F68¢ occurred on 6/26/26, and based an the
provider's cormective action plans that were initiated
on 6/26/26 and implemented for the deficient
practice, the non-compliance is considered past
non-compliance.

Resident/Family Group and Response

CFR(s): 483.L0(N{S){D-(iv)(6)(7)

§4B83.10(f)(5) The resident has a right to organize and
participate in resident groups in the facility.

{i) The facility must provide a resident or famity
group, if one exists, with private space; and take
reasonable steps, with the approval of the group, to
make residents and family members aware of

F0689

FO565
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family groups.

the facility with the families or resident

grievance resolution.

Findings inciude:

§483.10(f}(6) The resident has a right to participate in

§483.10(R(7) The resident has a right o have family
member(s} or ather resident representative(s) meet in

representative(s) of other residents in the facility.
This REQUIREMENT Is NQT MET as evidenced by

Based on interview, document review, and policy
review, the provider failed to ensure that the
resident's grievances were addressed, and
documentation reflecting the staff's efforts to
resolve those grievances was communicated to the
residents and approved as effective resolutions for
eight of eight sampled residents (16, 30, 31, 63, 79,
81, 108, and 109) who attended the resident councit
meeting on 7/29/26 that reported concerns in

1. Interview with residents 18, 30, 31, 63, 79, 81, 108,
and 109 during the resident council mesting on
7129726 revealed that they have not had grievances
resolved, and the staff had not come to discuss with
the council or any members the resolution of
grievances brought from the resident council.
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(i) Staff, visitors, ot other guests may attend the 7/15/26 Resident's Council will be
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respective group's invitation. Council on 8/19/28.
{ii} The facility must provide a designated staff ] ) . s
person wha is approved by the resident or family 2. Other Residents at Risk alf residents
group and the facility and who is responsible for nad the potaniial {0 be affected.
providing assistance ang responding to written A = ;
heieSta that result Tromm graup meslings. Agmm:atrdlor’ce{zd,gcted a review of the
grisvance policyiprocedure.
{iv) The facility must consider the views of a resident
g:' Lir:;:geg;:;% T;goa"f:n gﬁg;l;tglgg?r; Ltlr;ﬁ — 3. Bystemic Changes Administratar was
concerning issues of resident care and life in the educated to ;omplete the goeRaling form
facility. thoroughly with documentation and
notiication of resolutior.
{A) The facility must be able to demonstrate their
response end rationale for nse. s : ¢
P Bi:sichitesponse 4. Monitoring 85 Directer or designes
{B) This shouid not be construed 1o mean that the will audit grievances that follow up was
facility must implement as recommended every completed and form is fudly compieted
reRuesy ol heireaidanyoc Tamily grodp. weekly x3 and monthly x 3. Administrator
.3)"@3515}?&& will report to &—em'r'n“t‘*u B20/26

v COAVL montial j

s
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2. Review of resident 16's electronic medical record
|{EMR) indicated she admitied to the facility on
13/21/25. Her 6/4/26 Brief Interview for Mental Status
1(BIMS) assessment score was 15, which indicated
dher cognition was imtact.

3. Review of resident 30's EMR indicated she
admitted ta the facility on 11/7/23. Her 6/29/26
1BIMS assessment score was 11, which indicated her
cognition was moderately impaired.

4. Review of resident 31's EMR indicated she
admitted ta the facility on 10/4/24. Her 7/17/26

BEMS assessment 5core was 15, which indicated her
cognition was intact. :

5. Review of resident 63's EMR indicated he
admitted to the facility on 1/30/23. His 7/7/26 BIMS
assessment score was 14, which indicated his
cognition was intact.

6. Review of resident 79's EMR indicated he
admitted to the facility on 2/13/26. His 6/5/26 BIMS
assessment score was 15, which indicated his
cogrition was intact.

7. Review of resident 81's EMR indicated she
admitted to the facility on 7/6/22. Her 7/258/26 BIMS
assessment score was 13, which indicated her
cognition was intact.

8. Review of resident 108's EMR indicated she
admitted to the facility on 1/10/24. Her 7/10/26

BIMS assessment score was 15, which indicated her
cognition was intact.

9. Review of resident 109's EMR indicated she
admitted to the facility on 3/22/18, Her 4/3/26 BIMS
assessment score was 15, which indicated her
cognition was intact.

10. Review of grievances from May 2026 through
July 2026 revealed 37 of 77 grievances have not had
the grievance resolution documented, with the
complainant notified and by what method they were
communicated with.

11. Interview on 7/30/26 at 12:45 p.m. with
Administrator A revealed that she was the grievance
official in charge of reviewing and ensuiing the
completion of the grievances. She expecied the
grievances to he resolved, completed, and followed
up with the complainant in 5 days. The grievance
resolution, person notified, date and time of
notification, and method of communication she

L
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would expect to have filled in with the appropriate
information.

12. Review of the pravider's updated March 2025
Grievance Procedura Policy revesled "The
administrator oversees the grievance procedure and
coordinates the center system for collecting,
tracking, and responding to grievances. The
administrator is designated as the Grisvance Official
for tha center. Their contact information is posted
with the paliey in prominent areas throughout the
center. The Administratar/designees routes the
‘Grievance Form to the apprapriate dapartment
manager, who reviews the grievance, responds
within five business days, and returns the Grievance
Form to the Administrator. The person with the
grievance has the right to a written decision
regarding hisfher grievance.”

Quality of Care
CFR(s): 483.25
§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to facility
residents. Based on the comprahensive assessment
of a resitent, the facility must ensure that residents
receive treatment and care in accordance with
professional standards of practice, the
comprehensive person-centered care plan, and the
residents’ choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on interviews, record review, and policy
review, the provider failed to ensure the staff
responded promptly to four of five sampled
residents (31, 46, 105, and 108) who reported
concarns about extended call light times.

Findings include:

1. Interview on 7/28/26 at 5:06 a.m. with resident 46
revealed he had waited a long time, up to two hours,
for the staff to answer his call lights. He said that it
he had to go to the bathroom, it "really hurt"

waiting, and that he was incontinent {invofuntary
urine or bowe! leakage) if he had to wait too long.

2. Review of resident 46s EMR indicated he
admitted to the facility on 4/19/24. His 6/10/26 Brief
Interview for Mental Status (BIMS) assessment score
was 10, which indicated his cognition was
moderately impaired, His diagnoses included

FO565

FO684

1. Corrective Action Mo additional
correciive action taken for Resident
#105 as she s no langer in the facilisy.
Call light reports were run for Resident
#31, #46 and #108 for 8/10-13 and
incidents in the "needs improvernent”
category investigated.

2. Other Residents at Risk all
residents had the potential 'c be
affected. Verified that call lights were
aperational and working

3. Systemic Changes Department
Directors are being assigned call light
smart phone to help monitor call light
resphnse times and will be assigned to
o folldw dodaiien & call g tnqgers !
o s rmpmvement Gy
¢ Flf -:im e Addltlomal
stand aide was obtained for 200 hall to
reduce waiting times for residents.

- e
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toileting hygiene, dressing his upper body, personal
hygiene, and transfers between surfaces. He required
substantial/maximum assistance with dressing his
lower bady and putting on and taking off his

footwear, He was dependent on the staff for
showering/bathing.

3. Review of resident 46's call light log (a structured
record used in healthcare settings to track patient
call button usage and staff responses) from 7/1/26
to 7/29/26 revealed that there were sixteen call light
wait times longer than 15 minutes, eight call light
walit times longer than 30 minutes, seven call fight
walit times langer than 40 minutes, and one call light
walt time was 1 hour ang & minutes.

4. Interview an 7/28/26 at 10:31 a.m. with resident
31 revealed that she had to walt up to 45 minutes for
the: staif to assist her to the commode (& portable
chair with a built-in toilet seat and removable

bucket, used for toiteting). She felt Iike she had Jost
her independence because she was incontinent of
howel while waiting for the staff.

5, Review of resident 31's EMR indicated she
admitted to the facility on 10/4/24. Her 7/17/26
BIMS assessment score was 15, which indicated her
cognition was intact. Her diagnoses included
parkinsen's disease without dyskinesia (a
progressive disorder of the nervous system that
gradually damages dopamine-producing cells in the
brain, leading 1o sympioms like tremars (shaking),
muscle stiffness, slowed movement, and balance
problems), rheumatoid arthritis {an autoimmune,
chronic disease where the body's immune system
attacks the lining of the joints), neuromuscular
dysfunction of the bladder {a condition where nerve
or muscle issues disrupt the signals between the
bladder and the brain/spinal cord), type 2 diabetes,
major depressive disorder, morbid {severe) obesity
(excessive weight that significantly impacts health

X4) 1D 1D x5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX e L OLLnBE L
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENGY) DATE
FOG84 Continued from page 10 FoB84
SS=E myeiodysplastic syndrome (a type of bload and bone
marrow disorder where the hone marrow produces 4. Monitoring Calt light reports will be
Jmo Tew heslthy blood cella and some shnormal run by the Administrator or designee to
cells), type 2 diabetes mellitus (& condition involving ideniify ras fi i . o
disruptions in how the bedy regulates blood sugar), I" entity ';e.,ponse 'm:‘es riggering in the
benign prostatic hyperplasia (an enlargement of the needs improvement” 3x waekly for 3
prostate gland) without lower urinary tract ) weeks, weekly x 3 months 2nd will
syrggtﬁms. and dorsopathy (disorders of the spine intarview any residernt in the "needs
or back). . : S ;
! irmprovament” if needs .'-ve!r%iﬂmd
His 6/10/26 MDS assessment (a tool used o tran renorter [0 G- e migiithly
evaluate a resident's hezlth status and to develop and decide if zudits nead to continue,
an individualized care plan to manage the resident's
care needs), section GG, indicated he required . s s i
partialmoderate assistance with oral hygiene, The Administrater o designee will B0/

report to QI Comimiltee manthly.
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gfuture danger or misfortune with feelings of distress
and/or sadness and symptoms such as restlessness
or irritability).

Her undated care plan (personalized plan that
addresses a resident's care needs, goals, and
interventions) indicated she was dependent on ane
to two staft members when repasitioning in bed and
getting dressed. She transferred using a sit-to-stand
lift {a mechanical lift used to assist from a seated 1o
a standing position} with two staff members. She
used the sit-to-stand tc get into her wheelchair,
bathe, and use the restroom.

6. Review of resident 31's call fight log from 7/1/26
1D:7/28/26 revealed that there were fifteen call ight
wait times longer than 1% minutes, and one call fight
wiait time of 33 minutes.

7. Interview on 7728126 at 3:54 p.m. with resident
105 revealed she was incontinent when she had to
wiit 15-20 minutes for the staff to assist her to the
bathroom. That made her feé! humifiated. She knew
whigit.she had to use the restroom but could not get
thera on time because she had to wait for the staff.

8. Review of resident 105's electranic medical
record {EMR) revealed she admitted 10 the facility on
6/20/26. Her 7/9/26 BIMS assessment score was 15,
whigh indicated her cognition was intact. Her
diagnoses included anxiety disorder, and
depression.

Her undated care plan revealed she had an activities
of daily living (ADL} self-care performance defgcit
due to an impaired balance, limited mobility, and
limited range of motion. The 7/15/26 added
interventions for her bathing/showering indicated
she was to have two baths per week and as needed
{prn).

9. Review of resident 105's call light log from 7/1/26
to 7/29/26 revealed there were seven call light wait
times longer than 15 minutes, four call light wait
times longer than 30 minutes, one call light wait time
langer than 40 minutes, and two call light wait times
longer than 50 minutes.

10. Interview on 7/28/26 at 9:25 a.m. with resident
108 revealed that she has had her call light on for
up to one hour. That made her mad because the
staff knew she had put the call light on because she
needed their help.

11. Review of resident 108's EMR indicated she

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX AR e Lo e DRE COMPLETION
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SS=E and well-being}, and anmxiety disorder (anticipation of
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admitted to the facility an 1/10/24. Her 7/10/26

BIMS assessment score was 15, which indicated her
cognition was intact. Her dlagnoses included chronic
kidney disease stage 3b {a moderate to severe
decline in kidney function) and major depressive
disorder.

Her undated case plan indicated resident 108 is at
nisk for falls related to gait (walking} and balance
problems. The interventions added on 4/10/25
indicated anticipating and meeting the resident's
needs. Ensure the call light is within reach, and the
staff was fo encaurage the resident to use it for
assistance when needed. The resident needed
prompt response to all requests for assistance.

12. Review of resident 108's call light log fromt
7/1/26 to 7/28/26 revealed there were twenty-one
call light wait imes longer than 15 minutes, and one
call light wait time of 33 minutes.

13. Interview on 7/30/26 at 7:55 a.m. with contracted
iravel ligensed: prectical nurse (LPN) K revealed that
the residents shotdd not walt more than & minutes
for their call light to be answered. Any nursg or
certified nursing assistant {CNA} can answer a call
light to assist the resident. She said they know the
call lights are alarming by using a phone that the
facility provided. She had a facility phone with her at
the time of the interview.

14. Interview on 7/30/26 at 8:00 a.m. with contracted
travel CNA AA revealed the resident's call lights
should be answered within 15 minutes. She did not
hawve a phone device on her to indicate who had a
call light on at the time of the interview.

15. Interview on 7730426 at 1:15 p.rm. with staff
development registered nurse {RN) D revealed the
facility had a phone system that alerted the staff
visually and auditorily when a resident's call ight
was activated, Each nurse's staticn had a screen
that would show the calf lights in each area. She
expected each staff member to have a phone with
them during their scheduled shift to answer the calf
lights. She expected the staff to answer the call
lights within 15 minutes.

16. Review of the provider's 6/1/26 Call Light
Education and Expeclations revealed “although
anyone can answer a call light, the care staff
assigned to the residents are responsible for
ensuring cail lights are available, answered, and
addressed promptly. The cali light system is
arranged to notify us as the call light escalates
through Excellent, acceptable, needs improvement.

FOG84
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FoB12 Food Procurement,Store/Prepare/Serve-Sanitary FO812 1. Corrective Action Feod service staff re-
8S=E educated on the need to documerit
CFR): A83.B0B(E) temperature and sanitization iogs on
§483.60(i) Food safety requirements. 7130126,
The facility must - 2. Other Residents at Risk All residents
have the potential to be affected Audited
§483.50{i)(1) - Procure food from saurces approved logs for freezer and facility refrigerators
or considered satisfactory by federal, state or local and identified pattern of missing temps

authorities.

3. bystemic Changes Feod service staff

{i) This may include food items obiained directly : 3 o
re-educate¢ oiptagumsnting sanitizer

from local producers, subject to applicable State and

local laws or regulations. ] logs. réiaderater ant freezer logs day

ER ) ni hifts 8/3/26.
{ii) This provision does not prohibit or prevent _l.e‘s*"'ﬁ Andinights BRI
facilities from using produce grown in facility wn i 5 3 ;
gardens, subject to compliance with applicable safe W 4. Monitoring Administrator or designee
growing and food-handling practices. \155 will audhitiogs. Audits will then be weekly

,~"X 3 and then monthly x 3, Food Service

(iiiy This provisior does not preclude residents from . 4
consuming foods not procured by the facllity. / Manag_et;glll rqu:’t results to€ar Qﬂ@i 8/20/26
Gearmprtitae monthly,
‘uftﬁj a UjS
§483.60()}(2) - Store, prepare, distribute and serve e g i A 1
food in accordance with professional standards for “'ﬂ'ﬁ"\gwj Lo 4&@3 iaﬁe’i"
food service safety. S "'Lf:'-

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review, and
palicy review the provider failed to ensure sanitizer
solutions were tested and documented for one of
one main kitchen. Findings include:

2. Observation, interview, and July sanitizer log
review on 7/28/26 at 9:37 a.m. in the main kitchen
with dietary aide EE revealed a bucket of sanitizer
solution with 2 wash rag inside of it was on one of
the food prep tabies. Dietary aide EE used the rag o
wipe down the food prep table after she put cockies
into Ziplock bags for shacks. She confirmed the
sanitizer solution was changed three tirmes a day or
if the water was dirty. the July sanitizer log was
hanging on a wal! in the kitchen next to the dish
roam, and dietary aide EE confirmed that was where
the dietary staff ducumented the sanitizer tests for
the bucket of sanitizer solution. The July sanitizer
log was missing 4 of 28 sanitizer test results for
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Continued from page 14
breakfast, 4 of 28 sanitlzer test results for lunch, and
26 of 28 sanitlzer test results far dinner.

2. Interview and April sanitizer log review an
7/29/26 at 4:30 p.m. with registered dietitian L,
dietary supernvisor M, senior certified dietary
manager (CDM) GG, and senior CDM HH revealed
they expected the dietary staff to test the sanitizer
solution three times a day at each meal time. They
agreed that was not being completed. Review of the
April sanifizer log revealed 11 of the 30 breakfast
sanitizer test results were missing, and 11 of the 30
lunch sanitizer test results were missing. Dietary
supervisor M was unable to locate the sanitizer logs
for May and June.

3. Interview on 7/30/26 at 1:43 p.m, with .
administrator A revealed she expected the dietary

staff to follow the provider's policy for testing the
sanitizer in the kitchen. She agreed that was not

being done.

4. Review of the provider's updated November 2020
Sanitizer Solution policy revealed that, "Poifcy
Statement: A sanitizing solution is used In the
Dietary Department for sanitizing work suffaces, "
"2. New solution is tested three times daily for
proper concentration by using Sink and Sanitizer
cleaner test strips or the visual compliance indicator
test strips.”

Influeriza and Pneumococeal Immunizations
CFR(s): 483.80(d)(1)(2)

§483.80(d) Inflvenza and pneumoccoccal
immunizations

§483.80(d)(1) Influenza. The facility must develop
policies and procedures to ensure that-

{} Before offering the influenza immunization, each
resident or the restdent's representative receives
education regarding the benefits and potential side
effects af the immunization;

(i) Each resident is offered an influenza
immunization Qctober 1 through March 31 annually,
untess the immunization is medically contraindicated
of the resident has already been immunized during
this time period;

{iii) The resident or the resident's repraesentative has
the opportunity to refuse immunization; and

(iWYThe resident's medical record includes

FGB12

FoB83

1 Corrective Action Rasident #35, #56
and #E80 were offered the prawsovax o
adrministrationgr e lusal Joa
2. Other Residants at Risk A complete
sudit of all residents’ pneurmovax was
campieted. All residents who wers
identifiad as needing the updated
prieumovax were offered and vaccing
given 1o those wit wattid 0y 820628
Bdrinistraton arrefugals
were dacumenteel, 1S

B
rqm%.df,
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58=E documentation that indicates, at a minimum, the
following:

3. Systemic Changes 100% of residents
(A) That the resident or resident's representative will be offered upon admission and then
w4 provided education regarding the benefits and per ODC vaccine schedule. The

ti d o S ) :
potential side effects of influenza immunization; an admission checklist was updated to

(B) That the resident either received the influenza irnclude offerirg the most recent required
immunization or did not receive the influenza vaccings per CDC vaccine schadule.
immunizatian due to medical contraindications or

Admission Ceordinator and admission

Pl team members were educated on the
impartance of offering required vaccines

§483.80(d)(2) Pneumococeal disease. The facility on admissiorn, The ICP Nurge will.

m:zt develop paolicies and procedures to ensure _TTIRue 16 .ack any vaccine schedule
changes and update the admission team

(i) Before offering the pneurnococcal immunization, as needed.

each resident or the resident’s represantative
receives education regarding the henefits and

SPRIALSIde SFEGHS Srhie Iz 4. Monitoring DNS or designee will audit

admissions that pneumovax was pffered
weekly x 3 and then monthly x 2. DNS or
designee will report to G-Sewreibmontily | 3720728

G vas

{ii) Each resident /s offered a pneumacoccal
immunization, unless the immunization is rmedically
contraindicated or the resident has already been
immunized;

{iii) The resident or the resident's representative has
the oppertunity to refuse immunization; and

{iv)The resident's medical record includes
documentation that indicates, at a minimum, the
following:

Sand.are resfonsi ble (o
Caring ond dm@\@aq
G‘Amm& raNon ot t‘t_&sﬁk

{,f\

(A) That the resident or resident’s representative
was provided education regarding the benefits and
potentiat side effects of pneumococcal
immunization; and

{B) That the resident either received the
preumpceccal immunization ar did not receive the
pneumocoecal immunization due to medical
contraindication or refusal,

This REQUIREMENT is NOT MET as evidenced by:

Based an record review, interview, and policy
review, the provider failed to minimize the risk of
residents acquiring and transmitting pneumocoecal
disease by ensuring that three of five sampled
residents (35, 56, and 60) wevre offered the
pneumocaceal vaccination.

Findings include:

1. Review of resident 35's electronic medical record
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{EMR) revealed that he admitted to the facility on
10/17/24. He had received the PCV 13 (an
immunization that protects against thirteen types of
streptococells pneumoniae bacteria} vaccination on
8/21/20. There was no documentation that he was
offered and received or declined the additional
recommended pneumococcal vaccine.

2. Review of resident 56's EMR revealed that he
admitted to the facility on 8/25/25. He had received
the PCV 13 vaccination on 11/21/19. Thete was no
documentation that he was offered and recsived or
declined the addltional recommended preumococeal
vaceine.

3. Review of resident 60's EMR revealed that he
admitted to the facility on 5/26/26, He received the
PPV 23 (a vaccine that protects against 23 types of
streptococcus pneumeniae bacteria) vaccine on
11412/10. There was no documentation that he was
offered and received ar declined the additionat
recommended pneumococcal vaccine.

4. interview on 7/30/28 at 1:06 p.m. with reglstered
nurse (RN) unit manager/infection preventionist {IP)
C revealed she started using a new computer system
on 6/1426 for monitoring resident immunizations.
When a resident admitted to the facility, they were
offered immunizations that were needed according to
the new computer system and the state
immunization records. She stated, "It's a work in
progress.” She agreed that resident's 35, 56, and 60
were not oifered the recommended pneumococcal
vaccines, and that they did naot decline or refuse the
vaccines, She expected new admit immunization
records 1o be reviewed on admission, and that
residents were offered the needed immunizations
after admission.

5. Review of the updated 6/19/25 Pneumococcal
Vaccination of Residents policy reveated "The facifity
offers the Pneurnococcal vaccination to facility
residents among facility residents in accordance
with Centers for Disease Contral (CDC)
recammendations and Federal requirements. Each
resident’s pneumococcal Immunization status is
determined upon admission or soon afterwords and
is documented in the resident's EHR [efectronic
health record] medical record.™

Self-Determination
CFR(s): 483.10(N{1)-(3)(8)

§483.10(f} Seff-determination.

FOB83

FO561
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58 =D The resident has the right to and the facility must 1. Corrective Action No additional action
promote and faciltate resident self.determination taksn for Residant #195 as she is no
thraugh support of resident choice, including but not lorasr in tre Facii
fimited {o the rights specified in paragraphs (f(1) 2 e IAnLEY,
through {11) of this section. .
2. Other Residents at Risk all residents
had the patential to be affected. Audited
£5483.10(f{1) The resident has a right to choase : . R . ; 7
activities, schedules (including sleeping and waking ba@:;g_}_%%mr eI rasidents {0
timas), health care and providers of health care “Ensurg fhat orders are properly care
services consistent with his or her interests, ¥ planned and bath sheeis updated
assessments, and plan of care and other applicable & :xcmrdmg Y. Y :I-S
provisions of this part. M‘i ﬂi‘i}t égg«&% Path ng pm?gﬁmwﬂ
a ¢ 3. S8ystemic Changes Audit of all
§483.10(f)(2) The resident has a right to make choices residents raceiving baths completed to
about aspects of his or her life in the facllity that are ensure all baths are per CMS guidetines
significant 1o the resicent. or residant preference. Third bath aide
added 3x weskly and will evaluate the
§483.10(9(3) The resident has a right to interact with nged for increasad hours based on audits
members t;'f the ppmgw;;ngy E{gd Pagif-‘lpt&st_g i and resident preference. Every resident
community activities inside and outside the ; S e
Facilly. care pls;n Wi“ he ze\f:ewed on admission,
re-admission and with each scheduled
_ care conference to ensure they zre up o
§4h33-1°(_f}_(§) The fleﬁident hasla filgm to ﬂaf;:flpme in date with resident preferense, Admission
other activities, including social, religious, a : A
community activities that do not interfere with the Coordinator and a’dm|55|on s ,
rights of ather residents in the facility. et_:lucated to EFIISUIE care plan updated
- with each admission and re-admissian
This REQUIREMENT is NOT MET as evidenced by:
Based on interview, record revisw, and policy 4. [\z?omtonng DON or designed wili audit
review, the provider failed 1o ensure resident bathing bath weekly X 4 then monthiy x 3 (or until
choices were being followed for one of one sampled QAP determines compliance), to ensure
residents (105). that each resident receives a bath per
T AN s i) ey I ey s ipd
Findings include: M guidenesor indivigual resifn! 8720126
-otanded dreforsnce. VTS -
1. Interview on 7/28/26 at 3:54 p.m. with resident b s -
105 revealed that she requested two baths per week
since her admission to the facility. That request was
not fulfilled. She then requested her physician to
write an order for two baths per week. She said she
felt uncomfortable and unclean, not being able to
shower two times per week.
2. Review of resident 105's electronic medical
record (EMR) revealed she admitted to the facility on
6/20/26, Her 7/9/26 Brief Interview for Mental Status
(BiMS) assessment score was 15, which indicated
her cognition was intact. Her diagnoses inciuded
anxiety disorder {anticipalion of future danger ar
misfortune with feelings of distress andfor sadness
and symptoms such as restlessness or irritability),
L
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85=D and depression.

Her undated care plan {personalized plan that
addresses a resident’s care needs, goals, and
interventions) revealed she had an activities of daily
living (ADL) self-care performance deficit due to an
impaired balance, limited mobility, and limited range
of motion. The 7/15/26 added interventions for her
bathing/showering indicated she was to have two
baths per week and as needed (prn).

Her 6f26/26 Minimum Data Set {MDS) assessment {a
tool used ta evaluate a resident’s health status and

to develop an individualized care pian to manage the
Tesident’s care needs) section GG functional abilies
and goals indicated that resident 105's self-care
assessment for bathing was that she needed partial
staff assistance.

Her physician's order dated 7/14/26 indicated she
was o have two baths weekly.

3. Review of the 400 hallway daily bath schedule
revealed resident 105's bath was schaduled on
Monday. There was not a second baith day
scheduled for resident 105 that week,

4. Interview and 400 hallway daily bath schedule
review on 7/30/126 at 1:15 p.m. with staff
development registered nursing (RN) D revealed the
staff had daily bath sheets that identified who was to
get a bath each day. The bath sheets were kept in
the tub rooms. These sheets were updated weekly
by medical recards S. If she was not available, then
dirgctor of nursing {(DON) B updated them. Stalf
development RN [ expected that if there was a
doctor's order for a resident to receive twao baths
weekly, the facility would follow that order,

Staiff development RN D reviewed resident 105's
bath schedule and confirmed the resident was
scheduled to receive a bath on Mondays, despite her
physician's order far two baths per week.

5. Interview on 7/30/26 at 1:35 p.m. with medical
records S revealed that she updated the bath
schedule two times per week. She received updates
on the physician's orders from staff development
RN B or DON B and would foltow those physician's
orders if they regarded the resident's bath schedule.
She said that RN D just fixed a bath schedule for
resident 105 earlier after she found a physician's
order. Medical records 5 was not aware of the order
for resident 105,

6, The survey team requested the bathing policy on
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7120/26 ab 9:40 aum.

7. The facility did nat provide a bathing policy. When
administratar A returned the requested documents to
the team, she sajd the facility follows the Resident
Assessment Instrument {RAN) (an official guide
published by the Centers for Medicare & Medicaid
Services (CMS) that provides instructions for the
Resident Assessment Instrument) for bathing
guidelines,

8. Review of the provider's updated April 2024

|Physician Order Recaps policy revealed “the
|licensed nursing staff is responsible for inputting
_|admission, telephone, and verbat physician's orders

into the EHR [a digital electronic health record of a
medical chart that stores heslth information]
immediately upon receipt from the provider. The
Directar of Nursing establishes the licensed clinician
responstble for recap and reconciliation of New,
Discontinued, or Completed orders in the EHR daily
and initiates cerrections daily."

"|Coordination of PASARR and Assessments

CFR{s): 483.20{e)(1){2)
?5483.20(53] Coordination.

A facility must coordinate assessments with the
pre-admission screening and resident review
{PASARR) program under Medicaid in subpart C of
this part to the maximum extent practicable to avoid
duplicative testing and effort. Coordination includes:

§433.20(e){1}Incorporating the recommendations from
the PASARR level Il determination and the PASARR
evaluation report into a resident's assessment, care
planning, and transitions of care.

8483.20(e){2) Referring all tevel Il residents and all
residents with newly evident or possible serious
mental disorder, inteltectual disability, or a refated
condition for levet Il resident review upon a
significant change in status assessment.

This REQUIREMENT is NOT MET as avidenced by:

Based an record review, interview, and policy
review, the provider failed to ensure that two of five
sampled residents (65 and 73) had a Preadmission
Screening and Resident Review (PASRR] level Il {a
too! used to evaluate a resident’s health status and
ta develop an individualized care plan to manage the

fFos61

FD6a4

. Correclive Action For resident #85 and
#73 85 assessed residents under current
rilesfguidelines, would quality and
submitted for PSARR

2. Gther Residents st Risk Social Services
audited rasidents under current
rutesiguidelines and submitted identified
for PSARR review.

3. Systemic Changes When doing a new
MOS8 will reviaw sach resident for new
diagnosis that may trigger a new PSARK,

4, Monitoring MDS Coordinator or
designee will compiete weekly audit of
admissions and significant diagnosis
changes for 3 moenths and report to-@+
Gommides monthly. 8/20/26
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Continued from page 20
resident’s care needs) completed.

Findings include:

1.Review of resident 85's EMR revealed she
admitted to the facility on 5/25/22 and had
diagnoses that included depressive disorder,
hallucinations, and hoarding disorder, She had a
5f25{23 PASRR Level 1 completed. Her 9/11/23
PASRRE Level Il screening form determined resident
65 was exempt from a Level Il revlew as the
diagnosis of a mental ilness was unsubstantiated.

On 9/5/24, resident 65 received a new diagnosis of
delusional disorders. Social Services director (SSD}
N's notes documented on 10/24/24 indicated that
tha "PASRR Is appropriate-we do monitor to update.
Resident currently has a psychiatric diagnosls.
PASRR i screen is not indicated.”

Resident 65's 11/8/24 quarterly Minimum Data Set
{MDS) assessment {a tool used to evaluate a
resident’s health status and to develop an
individualized care plan to manage the resident's
care needs) completed by SSD N did not identify
delusions. The 5/68/26 MDS assessment completed
by SSD N did not identify delusions.

Resident 65's November 2024 care plan
{personalized plan that addresses a resident's care
needs, goals, and interventions) indicated "Resident
is exhibiting delusien thoughts.” Her £/2/25 care
plan identified she had behaviors including:
delusions, hallucinations, hoarding, and neglecting
the doctor’'s orders.

SSD N indicated in a 1/24/25 progress note that
“Resident thought process and decisions are based
on her percelved perceptions and beliefs. These are
not always realistic and can often be delusional in
nature. These do get in the way of her thinking and
ability to manage her own needs. Resident does like
to take her time with things so that she can sort the
details out. These details turn from real to some
delusional. Safety awareness is goor at times."
Diagnoses were major depressive disorder, single
episode, mild and delusicnal diserders. "Continue to
see thoughts on delusional side. We have seen
resident not making good decisions surrounding her
healthcare choices. She has certain beliefs that she
follows regardless if they are true or pot.”

2. Interview and EMR review on 7/29/26 at 4:14 p.m,
with SSD N regarding the Level 1 and Level )|
PASRR provided by the facility for resident 65
revealed that the PASRRS provided by the facllity

FOB44
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were from 2023, SSD N stated there were no
additional PASRRs completed on resident 65. She
expected a PASRR to be done if there was a new
diagnosis of delusional disorders present. She
confirmed in resident 65's EMR that the diagnosis
of delusional disorders was added during her stay at
the facility and that ne PASRR was completed.

3. Review of resident 73's EMR revealed he admitted
to the facility on 10/27/23, His 6/16/26 Briet

interview for Mental Status (BIMS) assessment score
was 0, which indicated his cognition was severely
impaired.

His diagnoses included unspecified dementia (a
group of symptoms affecting memory, thinking, and
social abilities) and unspecified psychosis (a
diagnostic category used when a parson experiences
clear psychotic symptoms) not due to a substance

or known physiological cendition, diagnosed on
8/27i24.

A PASRR level 1 screen was completed on 10/26/23
with Maximus {a clinical service that evaluates
individuals applying for or residing in
Medicaid-certified nursing facilities). The level |
screen indicated that resident 73 “did not show that
you have a serlous mental illness or an
intellectualidevelopmental disability (IDD). You do
not need more screening unless you have or may
have a serious menta illness or an 1DD and
experience a significant change in treatment needs.”

His 8/11/2025 pharmacy medicaticn review had a
signed order acknowledging he was prescribed the
antipsychotic medication Olanzapine 2.5 milligrams
(mg) twice a day (8ID) for the treatment of
unspecified psychosis since July 2024,

4. Interview and EMR review on 7/30/26 at 10:35
a.m. with SSD N revealed that she would submita

1PASRR level Il for a resident who had a sericus

mental iiness diagnosis. She reviewed resident 73's
EMR and confirmed he had a serious mental illness.
S50 N was not notified if a resident received a new
diagnasis. No additichal mental health authorities
were notified of resident 73's psychosis diagnosis.

5, Review of the provider's revised 1/1/25 PASRR
Process Policy and Procedure revealed *4. I there is
a significant change of condition that affects their
diagnesed need for a PASRR 2, staff refer for a NEW
PASRR Level 2. a. The Level 2 evalualor determines
if the resident's current care needs are able to be
met at the NF {nursing facility]. b. If the resident

FOB44
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CFR(s): 483.25()

§ 483.25(1) Respiratory care, including frachepstomy
care and tracheal suctioning.

The facility must ensure that a resident who needs
respiratary care, including tracheostomy care and
tracheal suclioning, is provided such care,
consistent with professional standards of practice,
the comprehensive person-centered care plan, the
residents’ goals and preferences, and 483.65 of this
subpart.

This REQUIREMENT is NOT MET as evidenced by:
Based on observatian, interview, record review, and

puolicy review, the provider failed to ensure che of
one portable oxygen cyfinder (a pressurized

.[container that stores and transports compressed or
“|liquid oxygen) was securely transported,

Findings include:

1. Observation on 7/30/26 at 10:23 a.m. in haliway
400, putside the nurse’s station, revealed contracted

|travel licensed practical nurse (LPN} K removed an
|oxygen cylinder from the back of a resident’s
: [wheelchair and carried it down the hallway towards

the 100 hallway.

2. Dbservation on 7/3026 at 10:28 a.m. revealed
contracted travel LPN K carried an oxyogen cylinder
from the direction of the 100 haflway tc the 400
hallway, outside the nurse's statlon and placed the
oxygen cylinder on the back of the same resident's
wheelchair as the observation above,

3. Observation on 7/30/26 at 11.28 a.m. of the
oxygen storage raom revealed there were five
wheeled carts avallable to transport oxygen tanks.
Three of those wheeled carts had oxygen cylinders
in them. There was an orange sign posted on the
wall in the oxygen storage room, which stated "Do
not feave oxygen tanks standing along! They must
be in a holder at all timesi"

campleted on safa oxygen handling and
transport when utilizing oxvgen gylinders
7/30/26 and again via directed [nsarvice.

2. Cther Residents at Risk all residents
could be affacted,

3. Bystemic Changes : iransport carts
available in oxygen room as wall as in
ciean utility rcoms on each hall to ensure
they ara avallable whan needed o
fransplrt oxygen cylindars.

4. Monitoring DNS or designee will
randomiy audif transoot of OZ canisters
waekly X3 and monthiy x 3. DNS ar
designee will report 1 SEGeeasng
maonthly.

(X4 1D SUMMARY STATEMENT COF DEFICIENCIES s} (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX A Lo IO HILRRE COMPLETION
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FOG44 Continued from page 22 FOB44
85=D remains appropriate for the nursing facility (NF3,
there may be new recommendatians to be placed on
the care plan. c. If the resident is o longer deemed
appropriate for the NF setting, the evaluator will
discuss with the Administrator andfor the social
services Director. B8, Follow up as needed per federal
PASRR rules.”
0695 Respiratory/Tracheostomy Care and Sucticnin FO695 ; ; ;
SS=D phatory Y ¢ 1. Corrective Adtion Education was

oflrT VIS

8/20/26
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‘I not provide specific education on switching out the

4, Imerview on 7/30/26 at 10:25 a.m. with registered
nurse (RN} medlcation nurse H, who witnessed LPN
¥ remove and replace tha resident’s oxygen
cylinder, revealed that the exygen cylinder should
have been in a wheeled cart for both the empty and
full exygen cylinders during transport.

5. Interview on 7/30/26 at 10.32 a.m. with contracted
travet LPN K, regarding the oxygen cylinders
revealed the oxygen cylinder she removed from the
resident’s wheelchair was empty and that she
retrieved a full oxygen cylinder from the oxygen
storage room. She carried the full oxygen cylinder
down the-hallway and placed it on the resident's
wheelchair. She confirned there were wheeled carts
available in the oxygen room for transport, but “they
are way down the hallway so | just camry them.” She
would normally carry the oxygen cyfinders back and
forth from the oxygen storage room when she
needed to change out a resident's empty exygen
cylinder.

6. Interview on 7/30/26 at 11:40 a.m. with RN unit
managesfinfection preventionist C and staff
development RN D revealed, staff development RN D
would get a wheeled cart from the oxygen storage
room or bring the resident to the oxygen storage
room to switch out the oxygen cylinders. RN unit
manager/infection preventionist £ agreed with that
process. Staff development RN D stated she had told
the staff to put the axygen cylinders in a cart and
wheel them down to the resident; however, she did

oxygen cylinders.

7. Interview on 7/30/26 at 12:14 p.m. with contracted
travel certified nursing assistant (CNA} CC revealed
she had seen someane drap an oxygen cylinder
before and it *made a big hole in the wall." She
changed out oxygen cylinders by bringing the
resigents to their room and using & wheeled cart to
fransport the oxygen cylinders. She has seen other
staff members carrying the oxygen cylinders instead
of using the wheeled carts for transportation.

8. Interview on 7/30/26 a1 12;21 p.m. with RN
medication nurse G revealed, she used the "oxygen
cart" to ransport the empty and full oxygen
cylinders back and forth from the oxygen storage
room. She identified the oxygen carts as the
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9. Interview and staff education review on 7/30/26 at
2:28 p.m. with staff development RN D revealed she
provided the staff members with a five-minute video
regarding oxygen use and safety and had them take
& test. She confirmed that the printed content of the
video identified that the oxygen cylinders should
always be kept upright and be in a carrier. She
stated that she does not do training with the
coniracted travel staff as they have their
competencies through their agency.

10. Review of LPN K's employee file revealed she
was provided, fire safety training through Relias {the
provider's education training system} on 6/13/25:
however, nothing specific related to oxygen safety.

11. Review of the provider's December 2017
Respiratory Care policy revealed "Safety precautions
and care of oxygen delivery equipment are
performed according to State and Federal regulation
and manufacturer guidance. The Center observes
precautions to prevent explosions, fire, etc. that are
associated with oxygen use and storage. All oxygen
tanks are secured |n apprapriate storage
cantainers/stands or secured to a wall with a chain
or heavy cable. Center personnel receive training
regarding oxygen administration and safety.

Fo732 Posted Nurse Staffing Information Fo732 1 Corrective Action  Licansed nurses
S5=D ‘ b gden ] : A FF
waie educated that daily census/slafiing
FR(s): §483.35(g)(1)-(4 > . i
P @Ere posfing must be updated before the start
5483.35(g) Nurse Staffing Information, of 2ach shifl.

2. Cther Residants at Rizk All residents
have the potentia to ke impacted due to
staffing. Licensed nurzes were educaisd
W ihat daily census/ztsffing posting must be
() Facility name. updaiad before the start of each shift,

-§483.35(g)(1) Data requirements. The facility must
post the following information on a daily basis:

{i#} The currant date.

{ii{} The total-number and the actual hours warked by
the following categories of licensed and uniicensed
nursing staff directly responsible for resident care
per shift:

{A) Registered nurses.
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{B) Licensed practical nurses or licensed vocational 3, Systemic Changes ‘.:Llcensed f rs—e 3
nuirses (as defined under State law). were educated that daily census/staffing
oosting must be updated before the start
= : of each shifl.

{C) Certifted nurse aides.
4. Monitoring Administrator or designee

{iv] Resident census. will audit that daily postings are updated
prier to each shift weekly x 3 anc then
monthly x3. Administrator will report o 4=
@e’r‘mﬂiﬂ?&*monthly 800496

CAPL (TS

8483.35(g)(2) Posting requirements.

{i) The facility must post the nurse staffing data
specified in paragraph (g}{1) of this section on a
daily basis at the beginning of each shift.

{ii) Data must be posted as follows: ;

{A) Clear and readable format.

{B) In: a prominent place readily accessible to
residents, staff, and visitors.

§483.35(g)3) Public access to posted nurse staffing
data. The facility must, upon oral or written request,
make nurse staffing data avaitable to the public for
review at a cost not to exceed the community
standard.

$483.35(g)(4) Facility data retention requirements. The
facility must maintain the posted daily nurse staffing
data for & minimum of 18 months, or as required by
State law, whichever is greater.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, document review, and
interview, the provider failed to ensure the daily
posted nurse staffing information reftected the actual
resident census and hours worked by registered
nurses (RNs), llicensed practical nurses (LPNs),
certified medication aides (CMAs), and certified
nursing assistants {CNAs} per shift, and was posted
in a location visible and accessible to the residents,
staff, and visftors.

Findings include:

1. Cbservation on 7/28/26 at.8:30 a.m. revealed the

I
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information was posted in the window of the

work for that day.

scheduled for 7f14/26 and 7122126,

staffing information for 7/14/26 and 7/22/26

[shift.

4. Interview on 7/30/26 at 9:00 a.m. with RN

on duty provided a call-in sheet o director of

or hours worked in each staffing category.

L

facility's main entrance. The infermation included
the date, resident census, and the number of
nursing perscnnel and their total hours scheduled to

2. Review of the provider's nursing staff schedule
far July 2026 revealad that no registered nurse was

3. Review of the provider's daily posted nurse

revealed thai on both days, one registered nurse
was scheduled for a 12-hour day shift and one
registered nurse was scheduled for a 12-hour night

medication nurse H revealed that when the staff
called in or missed their scheduled shift, the nurse

nursing (DON) 8, staff development RN D, or
administrator A. RN medication nurse H expected the
cali-in informatlon to be relayed to receptionist U,
wha posted the dally nurse staffing information in

the window of the main entrance. RN medication
nurse H was not involved with completing the dsily
nurse staffing information and did not know if the
posted information was updated throughout the day.

5. Interview on 7/30/26 at 9:15 a.m. with receptionist
U revealed that she prepared and posted the daily
resident census and nurse staffing information when
she arived at work each morning. She referenced
the nursing sehedule to obtain the number of CNAS
and CMAs scheduled on each shift, but she did not
know which nurses were RNs or LPNs. When she
was hired in December 2025, receptionist T trained
her to always write that one RN and two LPNs were
scheduled for the day and night shifis. She did not
post updates throughout the day as the census or
nursing schedule changed. She agreed the posted
information did not reflect the actual resident census

6. Interview an 7/30/26 at 9:48 a.m. with staff
development RN D revealed that DON B and staffing
coordinator P coordinated shift coverage to ensure
that enough nursing staff were working to meet the
residents’ needs. Staff development RN D said three
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five CMAS and five CNAS for the day and evening
shifts and four to six CNAs for the night shift.

If staff cafled in for their scheduled shift, five nurse

managers were expected to help cover the shift
vacancies. The two scheduled bath sides and
non-licensed staff activities and restorative therapy
staff were also pulled to help where needed. "We all
iust pitch in where we can,"

7. Interview on 7/30/26 at 10:32 a.m. with
adminlstrator A revealed that she did not update the
Facility Assessment since she was hired in
November 2025. She expected to see at least three
nurses working the day shift and three nurses
working the night shift. The nurse managers
primarily worked in their offices and were not
included in the hours raflected in the Facility
Assessment, but she expected them to cover vacant
nursing shifts and help the direct care staff as
ineeded. She said that a registered nurse is
scheduted to work at least eight hours a day, and if
an RN was not on the schedute for 7/14/26 and
712226, then the nurse managers were considered
the RN for that day.

Administrator A was not aware that the daily posted
nurse staffing information should reflect the resident
census and the nurse staffing updates throughout
the day. She said none of the nurses completed the
daily resident census and nurse staffing information,
just the receptionists. She expected that
receptionists T and U would accurately list the
number of LPNs and RNs working each day.

'18. The provider did not have a policy on posting the
-{daily resident census and the nurse staffing posting

|infarmation.

9. Review of the provider's 7/11/25 Facility
Assessment, Staffing Plan, revealed that the staffing
was evaluated and adjusted based on the resident
census and residents' care needs. For a census of
125 residents, the Facility Assessment indicated that
each day would include direct care hours performed
by RNs {three or more per shift), LPNs (one or more
|per shift), and CNAs {three or more per shift).

(X4 1D ID (s
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SS=D ; 1. Corrective Acticin Re-sducated
1CFR(s): 483.80{a)(1)(2)(4)(e)(N employee #BRB regarding the enhanced

barrier instructions on the resident door

HESG Iniectian Contiol before her naxt shift, 8/5/26.

The facility must establish and maintain an infection
prevention and control program designed to provide 2. Other Residernts st Risk All residants
a safe, sanitary and comfortablie environment and to had the petantial to be affected. Re-

help prevent the development and transmission of alf ot e f o : L y
communicable diseases and infections, educated _uli staff via on-line training on
EBP on 8/3/28.

§483.80(a) Infection prevention and control pregrarm, ; 3. Bystemic Cha nges Re-sducated 21!

The facility must establish an infection prevention stalf via an-line training on £8P on
and control program (IPCP) that must include, ata 8/3/28.

'minimuam, the foltowing elements:
4. Monitoring DNS or designee wifl

|8483.80(8)(2) A system far preventing, identifying, randonmily audit cares in rooms with ZBP

Teporting, investigating, and controlling infections weekly x 3 and than montily x 3. DNS or -
and communicable diseases for all residents, staff, designee wiil report results to-S- PR | V3§
volunteers, visitors, and other individuals providing Bemwnittee monthly. 8120426

services under & contractual arrangement based
upon the facility assessment conducted according to
§483.71 and following accepted national standards;

§483.80(a)(2)} Written standards, policies, and
procedures for the program, which must include, but
are not limited to:

(i) A system of survelliance designed to identify
possible communicable diseases or

infecticns before they can spread to other persons
in the facility;

{ii} When and to whom possible incidents of
communicable disease or infections should be
reporied;

(i) Standard and fransmission-based precautions to
be followed 1o prevent spread of infections:

{ivYwhen and how isolation should be used for a
resident; including but not limited to:

{A) The type and duration of the isolation, depending
upon the infectious agent or organism involved, and

(B} A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

{v) The circumstances under which the facility must
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prohibit employees with a communicable disease or
infected skin lesions from direct contact with
residents of their food, if direct contact will transmit
the disease; anc

{vi)The hand hygiene procedures to be followed by
staff involved in direct resident contact,

§483.80(a)4) A system for recording incidents
Identified under the facility's IPCP and the

corfective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and transport
linens so as to prevent the spread of infection.
5483.80(f) Annual review.

The fagility will conduct an annual review of its IPCP
and update their program, as necessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review, and

policy review, the provider failed to ensure the staff
fallowed standard infection prevention practices
regarding enhanced barrier precautions (EBP) (gawn
and glove use when providing contact care) by one
of one contracted trave| centified nursing assistant
(CNA) (BB} while she changed bed linens for one of
one sampled resident (28) who required EBP.

Findings include:

1. Observation on 7/28/26 at 1104 am. revealed
that contracted travel CNA BB made resident 28's
bed. Resident 28 had a sign on his door indicating
he required EBP. Contracted travel CNA BB was not
wearing gloves or a gown, and the sofled bed shest
was lying on resident 28's floor, Contracted travel
CNA BB picked up the soiled bed sheet with her
bare hands, putitin a garbage bag, put that garbage
bag on the floor, washet her hands in the resident’s
sink, picked up the garbage and linen bag, and
brought them to the soiled utility room.

2. Review of resident 28's eiectronic medical record
{(EMR) revealed he admiited to the facility on 6/3/26.
He had diagnoses of end stage renal disease
(permanent kidney failure where the kidneys no
longer clean waste or remove extra fluid from the
biood}. His July 2026 treaiment administration record

Foas80
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{TAR) indicated he had a dialysis tunneled catheter
(a device used for a treatment that removes waste
products and excess fluid from the blood when the
kidneys are unable ta), to right chest. On 7/29/26,
his TAR indicated he had a wound to both of his
shins and his right foot that the nurse completed
treatments for.

3. Interview on 7/28/26 at 1108 a.m. with contracted
travel CNA BB revealed that she removed resident
28's soiled bed sheet and made his bed without
wearing a gown. She verified he was on EBP, She
did rtat need to wear a gown when changing or
making his bed, but she would have warn a gown if
she was providing personal care to resident 28 or if
he was in the room when she changed his bedding.

4. Interview on 7/30/26 at 11:07 a.m. with contracted
travel licensed practical nurse (LPN) K revealed that
resident 28 required EBP because he had a dialysis
tunneled catheter and his legs sometimes were
severely swollen that they wept (body fluid oozes
directly through the skin}, and he had open areas on
his legs. When a resident required EBP, the staff
were to wear a gown and gloves when changing the
resident's bed linen because of the possibility of
infectious material baing an the sheets.

5. Interview and EBP policy review on 7/30/26 at
11:12 a.m. with registered nurse (RN} unit
managerfinfection preventionist C revealed that if &
resident required EBP, she expected the staff to
wear a gawn and gloves when handling the
residents bedding. She had educated the staff
regarding EBP and had educated contracted travel
CNA BB regarding EBP before.

_|6. Review of the providers 3/26/24 EBP policy

revealed that if a resident required EBP, the staff

|were to follow EBP when changing the resident's

linens.

Fos80
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Healthcare Center was found in compliance.
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Bidg. 01 CFR(s): NFPA 101

Hazardous Areas - Enclosure

Hazardous areas are protected by a fire barrier
having 1-hour fire resistance rating (with 3/4 hour
fire rated doors) or an automatic fire extinguishing
|system in accordance with 8.7.1 or 19.3.5.9. When
‘[the approved automatic fire extinguishing systemn
option is used, the areas shall be separated from
other spaces by smoke resisting partitions and
doors in accordance with 8.4, Doots shall be
self-ciosing or automatic-closing and permitted to
have nonrated or field-applied protective plates that
do not exceed 48 inches from the bottom of the
door.

Desciibe the floor and zone locations of hazardous
areas that are deficient in REMARKS.

19.3.21, 18.3.5.9

Area Automatic Sprinkler Separation N/A
a. Boiler and Fuel-Fired Heater Rooms

b. Laundries (larger than 100 square feet)
¢. Repair, Maintenance, and Paint Shops

d. Sviled Linen Rooms (exceeding 64 gailons)
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0000 INITIAL COMMENTS Koooo
Bldyg. 01
A recertification survey was conducted on 7/28/26
for compliance with 42 CFR 483.90 (a)&(b),
requiremants for Long Term Care facilities. Firesteal
Healthcare Center was found not in compliance.
The building will meet the requirements of the 2012
LSC for existing health care accupancies upon
correction of the deficiencies identified at K211,
K321, K353, K355, K363 and K761 in conjunction
with the: provider's commitment to continued
compliance with the fire safety standards.
K321 Heazardous Areas - Enclosure KD321

i Correchive Action

kick diowen was ramoved from
maintenance office/storage room door

Adjusted the door in 500 wing
megchanical sterage room so that door
latched Cans of paint remaved sa that
door was no longer propped apen.

Door to the boiler room was acjusted so
thai door wou d latch.

2. Other Residents at Risk Mainterance
slaff did a walk through of facility and
tested sach door for kick stops and door
staps removad, and doors that did nol
taich were sdjusted,

3. Bystemic Changas Maintenance
Director or designee will audit gach doar
monthly to ensure that doors latch
properly and are rot prapped open. Al
staff educatad to repart doors observed
not ta latch via TELs.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing i is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
S0 days following the date of survey whether or not a plan of correction is provided. For nursing hemes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are ¢ited, an approved plan of correction is requisite 1o continued

~rogram participation.
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(over 50 square feet)

g. Laboratories (if classified as Severe

Hazard - see K322)

“This STANDARD is NOT MET as evidenced by:

Based on abservation, testing, and interview, the
provider failed to maintain two separate hazardous
areas (maintenance cffice and 500 wing mechanical
raom} as required.

Findings include:

1. Chservation and testing on 7/28/26 at 11:15 a.m.
revealed the maintenance office/storage foom was
:over 100 square feet and contained combustible
ftems. The corridor door to that room was equipped
with a kick down device which was holding the door
open. That kick-down prevented that door from
automatically clesing and latching under the
operation of the door closer.

Interview with the maintenance manager at the time
of the observation confirmed that finding.

2. Observation and testing on 7/28/26 at 12:21 p.m.
revealed the 500-wing mechanical/starage room was
‘provided with a one-hour fire rated doar. That door
was being propped open by several cans of paint.
That hazardous area had an anteroom between it
and the corridor, however the door 1o that reom was
not latching into its frame.

Interview with the maintenance manager at the time
«of the observation confirmed that finding.

3. Observation and testing on 7/28/26 at 4:18 p.m.
revealed the door to the boiler room in the service
wing would not close and latch inte the door frame.
That door would strike the frame when dosing
preventing it from closing and latching under the
power of jts automatic doar closer.

Interview with the maintenance manager at the time

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D {X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACT:gggg_i%ﬂggéﬁg%”%”%“;n BE  lcompLETION
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KD321 Cantinued from page 1 KD321
SS=E 5 . .
Bldg. 01 e. Trash Coliection Rooms 4. I\:Iiomtormlg Malntenance Director or
designee will audit each door manthly to
{exceeding 64 gallons) enstre that doars iatch preperly and are
f. Combustible Storage Roorms/Spaces i prqpped open and repott to Ql
Committee monthly 8120126

FORM CMS-2567 (D2/93) Previous Versionhs Obsolete

Event ID: 284EE4-]

Facility ID: 0039

If continuation sheet Page 2 of §



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/12/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTIONS
435109

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - MAIN BUILD...
B. WING

0712812026

{X3) DATE SURVEY COMPLETED

NAME QOF PROVIDER OR SUPPLIER
FIRESTEEL HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1120 EAST 7TH AVENUE , MITCHELL, South Dakata, 57301

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD WSkt Ll x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CROSS-REEERENCED TO THE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iINFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
KO321 Continued from page 2 KO321
8S=E of the observation confirmed that finding. He stated
Bldg. 01 he had recently started his position and was not yet
fully trained on alf the requirements for hazardous
areas.
K0355 Fortable Fire Extinguishers K0355 1. Correciive Aclion Extinguishers outside
SS=E the 400 wing. near the janitor's raom,
Bldg. 01 RER( NeRvatl outside near the smoking area and
Portahte Fire Extinguishers exterior exit by boiler room were tagged
and dated.
Portable fire extinguishers are selected, instailed,
inspected, and maintained /n accardance with NFPA - s i et
10, Standard for Portable Fire Extinguishers. 2. Othet Resade'nt_u at Risk Mamtgnance
compietad & butlding wafk through to
18.3.5.12, 19.3.5.12, NFPA 10 identify if any others had baan missed Mo
other concerns idantified.
This STANDARD is NOT MET as evidenced by: ne
Based on observation and interview, the provider 3. SyStem ic Chaﬂges Maintenance team
Tajled to perform monthly checks of fire will inveatory and put extinguishers o g
extinguishers in accordance with NFPA 10 for four map for better tracking. Checking for
randomly checked fire extinguishers (by the400-wing % 7 e
exit, service wing, front smoking area, and the boiler dates ha:’ been added to quqrierl}, ) )
|room exit). ' safety/infection contral rounding which will
) : o .
review for compiiance and place a TELs if
any are out of compliance
Findings include: i 2 SR
i Obsarvatian on 7/28126 at 1:12 p.m. revealed the 4. Monttoring Maintenance will audit all
fire extinguisher on the outside of the building (at fire extinguishers for menthly checks and
thei400-w1ng Eﬁ‘t} ::"d Bachave a:”fm“"‘”y - dating of tag menthly and ongoing.
maintenance checks written un the fire extinguisher LT I et
tag Since the annual INSpection on 1/16/26. !\*1amte‘namce Dirsctor will report to the Q| L
Commit:ee monthly 870026
Interview with the maintenance manager at the time
af the observation confirmed that finding, He stated
he had recenty startad his position and was still
iearning about the building. He further revesled he
was unawsare there was a fire extinguisher in that
location.
2. Observation on 7/28/25 at 3.21 p.m. revealed the
fire extinguisher in the comridor in the service wing
(by the janitors room) did not have monthly
maintenance chacks writter on the fire extinguisher
tag since March 2026.
Interview with the maintenance manager at the time
of the ohservation revealed he was unaware of that
condition. He stated they must have missed that
device during the monthly checks since that time.
3. Qbservation on 7/28/26 at 3:45 p.m. revealed the
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Continued from page 3

fire exttinguisher on the outside of the building near
the front doar {for the front smoking area) did not
have manthly maintenance checks wrilten on the fire
extinguisher tag since the annual inspection on
1/16/26.

Intervigw with the maintenance manager at the time
of the observatien Confirmed that finding. He went
on to state he was unaware there was a fire
extinguisher in that location,

4. Observation on 7/28/26 at 3:49 p.m. revealed the
fire extinguisher at the exterior exit of the boller
room did not have monthly maintenance checks
written on the fire extinguisher tag since the annual
inspection on 1/16/286.

Interview with the maintenance manager at the time
of the observation Confirmed that finding. He stated
he was also unaware there was a fire extinguisher in
that lacation.

Means of Egress - General
CFR(s): NFPA 101
Means of Egress - General

Aisles, passageways, corridors, exit discharges, exit
locations, and accesses are in accordance with
Chapter 7, and the means of egress is continuously
maintained free of all obstructions to full use in case
of emergency, unless modified by 18/19.2.2 through
18f19.2.11.

18.2.1,19.2.1, 7.1.10.1
This STANDARD is NOT MET as evidenced by:

Based on observation, testing, and interview, the
provider failed to provide egress doors free of ll
obstructions to full use as required at one randomly
observed exit door location (east 400 wing).

Findings include.

1. Observation and testing on 7/28/26 at 12:53 p.m.
revealed the south leaf of the east facing double
doors for the 400-wing exit (near tha rehab dining
raom) was unable to be easily opened. Testing of
that door revealad it would not open without
applying greater than fitty pounds of foree in the
direction of the path of egress. Further observation
at that same time revealed a metal backed door seal

K0355

K0211

1 Corrective Action seal removed from
400 exit and door tested for propey
opening.

2. Other Residents at Risk no other risks
identified

3. Systemic Changes Maintenance
Director or designee will audit each exit
doer monthly to ensure that doors open
properly,

4. Monitoring Maintenance Director or
designee will audit each door monthly to
ensure that doors open and report to QI
Committee monthiy

8/20/26
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" PROVIDER'S PLAN OF CORRECTION

c) Water system supply source

Provide in REMARKS information an coverage for
any non-required or partial automatic spriniier
system.

9.7.5, 9.7.7, 8.7.8, and NFPA 25
This STANDARD is NOT MET as evidenced by:

Based on observation, measurement, and interview,
the provider failed to maintain the required minimum
af 18 inches of unobstructed space under sprinkler
head defiectors far two randomly observed Iocations
{electrical claset and therapy room).

Findings include:

1. Observation and measurement on 7/28/26 at
11:52 a.m. revealed a sprinkler head in the electrical
closet {adjacent to the cross-comidor doors Just
southwest of the therapy wing) was obstructed by an
amplifier for the public addressing (PA) system on a

{(x4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D {X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX ‘“C*éggggg%E‘E’s;ﬁg’E%NTgH%%w BE COMPLETION
TAG REGLULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENGY) DATE
K0211 Continued from page 4 KO211
ss=D along the vertical edge of the south leaf would strike
Bidg. 01 the north leaf preventing it from opening.
Interview with the maintenance manager at the tme
of the ebservation confirmed that finding. He stated
he was unaware that door was unable to he opened.
He also beligved the door seal which was striking
the other door leaf could be moved lo the exterior of
that door leaf and it would no longer prevent that
leaf from opening.
gga_s% Sprinkler System - Maintenance and Testing K0353 1. Corrective Actier, arplifier was
Bldg 01 CFR{s): NFPA 101 mioved in the electrical closet as weare
the closets in the therapy room,
Sprinkler System - Maintenance and Testing
: ale; sidar sk )
Automatic sprinkler and standpipe systems are 2 E”. ) ! R?,btgeqts at Risk o othes
inspected, tested, and maintained [n accordance with risks identifie
NFPA 25, Standard for the Inspection, Testing, and
I";‘Iaint;jnin? o;stvgatec;'-bgsed Fi(elProtQCﬁO_rl Systﬁm& 3. Syslemic Changes Al staff educated
ecords of system design, maintenance, inspection bl - L St R _
and testing are maintained in a secure location and that no fgpisean bEf within 18 inches of
readily available. ceiling/sprinkler sysiam,
a) Date sprinkler system last checked 4. Monitoring Alt shelves/closats will be
monitored weekly x 3 then maonthly x
b} who provided system test thiea for compliance Quarterfy avdits
Wwill be completed with safety/infection 8I0/95

control gudils.
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Continued from page 5

shelf. That PA amplifier was approximately only 8
inches below the bottomn of the sprinkler head
deflector. That shelf and that amplifier would
interrupt the proper discharge and operation of the
sprinder head.

Interdew with the maintenance manager at the time
of the observation revealed he was not aware of thal
obstructed sprinkier head. He went on to state he
had recently started his position and was stll
{earning ahout the building.

2. Ohservation and measurement on 7/28/26 at
11:58 a.m. revealed two sprinkler heads along the
northwest wall in the therapy rooms were both
obstructed by a set of large wardrobe closets, Those
wardrobes were 11 inches below the bottom of the
sprinkler head deflectors. Those wardrobes would
interrupt the proper discharge and cperation of
those sprinkler heads.

Interview with the maintenance manager at the time
of the observation revealed he was not aware of
those obstructed sprinkler heads. He went on to
state he had recenily started his positicn and was

still learning about the building.

Corridor - Doors
CFR(s): NFPA 101
Corridor - Doors

Doors protecting corridor apenings in other than
required enclosures of vertical apenings, exits, or
hazardaus areas resist the passage of smoke and
are made of 1 3/4 inch solid-bonded core wood or
other material capable of resisting fire for at least 20
minutes. Doors in fully spriniklered smoke
compartments are only requirad to resist the
passage of smoke. Corridor doors and doors ta
roams containing flammable or combustible
materials have positive latching hardware. Roller
latches are prohibited by CMS regulation. These
requirements do not apply to auxiliary spaces that
do not contain flammatble or combustible material.

Clearance between boftom of door and floor
covering is not exceeding 1 inch. Powered doors
compiying with 7.2.1.9 are permissible if provided
with a tevice capable of keeping the door closed
when a force of 5 Ibf is applied. There | no
impediment to the ¢losing of the doors. Hold apen
devices that release when the deor is pushed or
pulled are permitted. Nonrated protective plates of
unlimited height are permitted. Dutch doars meeting

K0353

K0363

1 Corrective Action corridor daor {o
small storage roor and to soiled utlity
room were adjusted so they will laten into
its door frame

7 Other Residents at Risk no additional
doors were idenbified.

3. Bystemic Changes All staff educated
to report to Maintenance when observing
doors not latching. Maintenance Qirsctor
or designee will audit each fire door
manthly to ensure that doors latch
properly.

4. Maonitoring Maintenance Director or
desighee will audit each door monthly ta
ensure that doors latch properly.
Maintenance Director will report to QI
Committes manthly.

820286
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|the passage of smoke for one randomly ohserved

19.3.6.3.6 are permitted. Door frames shall be labeled
and made of steel or other materials in compliance
with 8.3, unless the smoke compartment is
sprinklered. Fixed fire window assemblies are
gllowed per 8.3. In sprinklered compartments there
are no restrictions in area or fire resistance of glass

or frames in window assemblies.

19.3.6.3, 42 CFR Paris 403, 418, 460, 482, 483, and
485

Show in REMARKS details of doors such as fire
pretection ratings, automatics closing devices, eic.

This STANDARD is NOT MET as evidenced by

Based an observation, testing, and interview, the
provider failed to ensure carridor doors would resist

location (500 wing storage room and soiled utility
room).

Findings include:

1. Observaiion and testing on 7/28/26 at 12:22 p.m.
revealed the cormidor door to the small storage room
at the southeast end of the 500-wing did not close
and lateh into its deor frame, To maintain & smoke
tight rating to the egress corridor that doer is
required to fatch.

Interview with the maintenance manager at the time
of the observation confirmed that finding.

The deficiency had the potential to affect 100% of the
occupants of that smoke companment

2. Observation and testing on 7{28/26 at 12;53 p.m.
revealed the cormrider door to the 500-wing soiled
utllity room (did not close and laich inte its door
frarme. To maintain a smoke tight rating to the
egress corridor that door is required to be latching.

Interview with the maintanance manager at the time
af the observalion confirmed that finding, He stated
he had recently started his position and was not yet
fully trained on all the requirements for coridor
doors.

The deficiency had the potential to affect 100% of the
occupants of that smoke compartment.

Continued from page 6 Ka363
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Aannually in accordance with NFPA 80, Standard for
‘| Fire Doors and Other Opening Protectives.

'Written records of inspection and testing are

Maintenance, Inspection & Testing - Doars

Fire doors assemblies are inspected and tested

Non-rated doors, in¢luding corridor doors to patient
raoms and smoke barrier doors, are rautingly
inspected as pan of the facility maintenance
program.

Individuals performing the door inspectians and
testing possess knowledge, training or experience
that demonsirates ability.

:lfnaintained and are available for review.

;:;LQ.?.G‘ 8.3.3.1 (LSC)

5.2, 5.2.3 (2010 NFFA 80)

This STANDARD is NOT MET as evidenced by:

Based on observation, testing, and interview, the
provider failed to maintain fire doors ta ensure
proper operation far two randomly observed
locations (outside room 113 and the beauty shop).

Findings include:

1. Observation and testing on 7/28/26 at 2:28 p.m.
revealed the north leaf of the fire-rated

cross-corridor doors outside room 113 did not
automatically close and latch when released from the
magretic hold-aopen device. Fire-rated

cross-comidar doors must automatically close and
latch to maintain their fire rating.

Interview with the maintenance manager at the time
of the obsenvation confirmed that finding.

The deficiency had the potential to affect 100% of the
accupants of that smoke compartment.

2. Observation and testing on 7/28/26 at 3:16 p.m.
revealed the 90-min fire-rated door to the beauty
shop would not automatically close and latch whern
released fram the magnetic hold-open device.
Fire-rated doors must automatically close and latch
to maintain their fire rating.

X4 D SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (ac%ggggi%ggsgr?&%ﬂ%ﬂ%%m RE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG APPROPRIATE DEFICIENCY) DATE
KO761 Maintenarice, Inspection & Testing - Doors K761 : o o
SS=D SR 1 Corrective Action fire door outside 113
Bldg. 01 CFR(s): NFPA 101 and beauty shop were adjusted so they

will latch into its door frame

2. Other Residents at Risk no adcitional
doors were identified.

3. Systemic Changes Maintenance
Director or designee will audit each fire
door monthly to ensure that doors lateh

properly.

4 Monitoring Maintenance Director or
designee will audit each door monthly to
ensure that doors latch properly.
Matntanance Director will report to Q!
Cammittes monthly
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Bldg. 01 Interview with the maintenance manager at the time

of the observalion confirmed that finding. He stated
he had recently started his position and was not yet
fully trained on all the requirements for corridor
doors.

The deficiency had the potential to affect 100% of the
oceupants of that smoke compartment
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5 000

S157

Compliance/Noncompliance Statement

A licensure survey for compliance with the

. Administrative Rules of South Dakota, Aricle
* 44:73, Nursing Facilities, was conducted from

7128126 through 7/30/26. Firestesl Healthcare

. Center was found not in compliance with the

following requirements: 5157, 5206, and S301.

44:73;02:13 Ventilation

Afacibity shall provide electrically powered
exhaust ventilation in all soiled areas, wet areas,
toilet rooms, and storage rooms. Clean storage
rooms may also be ventitated by supplying and
returning air from the building's air-handling
systam.

This Administrative Rule of South Dakota is not
met as evidenced by:

Based on observation, testing, and interview, the
provider failed to maintain exhaust ventilation for
the east half of the one-hundred corridor
{whirlpoal room, 114, 116, 118, and 120).

Findings include:

1. Observation and testing on 7/28/26 at 2:35
p.m. revealed the exhaust ventilation in the 100
wing whirlpool reom was not functioning. Testing
of the grille with tissus paper at the time of the
observation confinmed that finding.

Interview with the maintenance manager at the
time of the above observation confirmed that
finding. He revealed he was unaware why the
exhaust ventilation was not working at that
location. He had recently started his position and
was not yet fully familiar with the building's
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2. Observation and testing on 7/28/26 at 2:39
p-m. reveated the exhaust ventilation in the
bathroom shared by resident rooms 118 and 120
was not functioning. Testing of the grille with
tissue paper at the time of the observation
confirmed that finding.

Interview with the maintenance manager at the
tima of the above observation confirmed that
finding. He revealed he was unaware why the
exhaust ventilation was not working at that
location.

3. Observation and testing on 7/28/26 at 2:40
p.m. revealed the exhaust ventilation in the
bathroom shared by resident rooms 114 and 116
was not functioning. Testing of the grille with
fissue paper at the time of the observation
confirmed that finding.

Intervigsw with the maintenance manager at the
time of the above observation confirmed that
finding. He was unaware why the exhaust
ventilation was not working at that location. He
believed the entire east side of the 100 wing was
not functioning correctly.

5 206 44:73:04:05 Personnel Training S 206

The facitity shall have a formal orientation
program and an ongeoing education program for
all heslthcare perscnnel. All heaithcare personnal
must complete the orientation program within i
thirty days of hire and the ongoing education §
i

program annually thereafter. The orientation
program and cngoing education program must
include the following subjects:

{1} Fire prevention and response;

STATE FORM BBRG FIGE1 If continuation shast 2 of &
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(2} Emergency procedures and preparedness;
(3} Infection control and pravention;

{4} Accident prevention and safety procedures;
{5} Proper use of restraints;

{6) Resident rights;

{7} Confidentiality of resident information;

(8} Incidents and diseases subject to mandatory
reperting and the facility's reporting mechanisms;
{9) Care of residents with unique needs;

{10} Dining assistance, nutritional risks, and
hydration needs of residents;

{11} Abuse and neglect; and

{12) Advanced directives.

Any personnel whom the facility determines will
have no contact with residents are exempt from
fraining required by subdivisions {5) and {8) to
{12), inclusive, of this section.

The facility shali provide additional personnel
education based on the facility's identified neads.

This Administrative Rule of South Dakota is not
met as evidenced by:

Based on record review and Interview, the
provider failed to ensure one of six employees
reviewed (F) had completed the required annual
personnel trainings regarding dining assistance,
nutrition risks, and hydration.

Findings include:

1. Review of employee F's personnel record
revealed she was hired on 6/8/09 as a registered
nurse (RN) medication nurse. She did not receive
ongoing annual training on dining assistance,
nutrition risks, and hydration.

2. Interview on 7/29/26 at 3:28 p.m. with staff
developmeni RN [ revealed that initial staff
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theraafter.

subjects:
{1) Food safely;
{2) Handwashing;

{4) Food-borng illnesses;

preparation and service;

arientation iraining was assigned in SNF (Skilled
Nursing Facility) Clinic, the facility's education
portal. She provided ongoing annual fraining at
manthly staff meetings and then assigned the
educaticn topics in the SNF Clinic to the staff who
! missed the maetings. She said the SNF Clinic
assignments were expected to be completed

, within their assigned due dats, generally 30 days.

RN D stated that RN med nurse F did not
compfete her ongoing annual education regarding
dining assistance, nutriticnal risks, and hydration.

3. Interview on 7/29/26 at 3.20 p.m. with
administrator A revealed she expected the staff to
complete their required training within their first
30 days of being hired at the facility and annually

S 301 44:73;07:16 Required Dietary Inservice Training §30

The dietary manager or the digtitian shall provids
ongoing inservice training for all personnel
providing dietary and food-handling services.
Training must be completad within thirty days of
hire and annually for all dietary or food-handling
personnel. The training must include the following

{3) Food handling and preparation techniques;

{5) Serving and distribution procedures;
{(6) Leftover food handling policies;
{7) Time and temperature controls for food

{8) Nutrition and hydration; and
{3) Sanitation requirements.

i
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This Administrative Rule of South Dakota is not
met as evidenced by:
Based on recard review and interview, the

* previder failed to ensure one of twa dietary
- empleyees (EE) reviewed had coampleted the

raquired dietary trainings on food handling and
preparation techniques, serving and distribution
procedures, time anhd temperature controls for
focd preparation and service, nutrition and
hydration, and sanitation requirements annually,

Findings include:

1. Review of the employee EE's personnel
records revealed that she was hired on 1/21/25
as a dietary aide (DA}. She did not receive
ongeing annual training on food handling and
preparation techniques, serving and distribution
procedures, time and temperature controls for
food preparation and service, nutrition and
hydration, and sanitation requirements.

2. Interview on 7/29/26 at 3:28 p.m. with staff
development registered nurse (RN) D revealed
that initia! staff orientation training was assigned
in the SNF (Skilled Nursing Facility) Clinic, the
facility's education portat. Dietary supenvsor {DS)
M was responsible for providing ongoing annual
training for the dietary staff.

3. Interview on 7/30/26 at 1:24 p.m. with DS M
and senior certified dietary manager (CDM) HH
revealed that DS M began working as the
supervisor in April 2026 and was still training with
senfar COM HH. Neither of them was aware that
DA EE did not complete her required ongeing
annual educalion. DS M expected the staff to
camplete their training by the deadline specified
in the SNF Clinic, which was typically 30 days
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after the education was assigned..

3. Interview on 7/29/26 at 3:20 p.m. with
administrator A revealed that DS M and
registered dietitian L conducted monthly staff
meetings to provide the dietary staff education to i
satisfy the ongoing annual training requirements.

All dietary staff received "make-up review i
packets" that covered the required topics. She

expected the staff to complete their required 4
training within their first 30 days of being hired at
the facility and annually thereafter.
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