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F 000 INITIAL COMMENTS F 000

 For the standard Medicare/Medicaid 
recertification survey started on 08/17/15 and 
completed on 08/20/15, the sample included 2 
residents for complete review, 7 residents for 
focused review, and 1 closed record for review. 
The sample included 4 additional residents to 
verify specific concerns during the survey.

 

F 160 483.10(c)(6) CONVEYANCE OF PERSONAL 
FUNDS UPON DEATH

Upon the death of a resident with a personal fund 
deposited with the facility, the facility must 
convey within 30 days the resident's funds, and a 
final accounting of those funds, to the individual 
or probate jurisdiction administering the 
resident's estate.

This REQUIREMENT  is not met as evidenced 
by:

F 160 9/24/15

 Based on staff interview, record review, and 
policy review, the facility failed to ensure 
personal funds deposited with the facility were 
conveyed to the residents' responsible 
parties/designees for 3 of 4 supplemental 
residents (#11, #12 and #13). 

Findings include:

Review of the facility policy titled "Resident Trust 
Account" occurred on 08/19/15. This undated 
policy stated, ". . . The Resident's Trust Account 
will be closed within five (5) business days for 
Self-Pay residents. Resident's on Medicaid, the 
balance in the RTA [Resident Trust Account] will 
be issued to the Social Services office (due to 
Medicaid regulations upon receiving an affidavit 

 1.)Although late, resident #12's RTA was 
closed 6/1/2015.  Resident #11 was 
issued a check for $65.66 on 8/31/2015.  
Check number # 1427.  Resident #13 was 
issued a check for $100.00 on 8/31/2015. 
Check number # 1428.  
2.)All residents with RTA accounts 
discharging or deceased have the 
potential to be affected.  
3.)The facility's Refund and Resident 
Trust Account Policies have been 
updated to reflect the 30 day conveyance 
period.  The business office will also 
begin generating a weekly RTA Account 
Balance Report from Point Click Care to 
monitor resident accounts and initiate 
refunds within that 30 day conveyance 
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F 160 Continued From page 1 F 160
requesting those funds. . . ."

Review of the Resident Trust Accounts on 
08/19/15 at 10:45 a.m. identified the following:
*Resident #11 expired on 05/29/15, however a 
balance of $65.66 still remained in the resident's 
trust account (83 days later).

*Resident #12 expired on 03/31/15. The facility 
did not issue a check for the remaining balance 
until 06/01/15 (62 days later).

*Resident #13 expired on 06/27/15, however a 
balance of $100.00 still remained in the resident's 
trust account (54 days later).

During an interview on 08/19/15 at 10:57 a.m., an 
administrative staff member (#2) stated the 
account records did not include documentation to 
show why the residents' funds were not returned 
within 30 days of death. The staff member stated 
she expected staff to attempt to provide a refund 
of the residents' trust account balance within 5 
days of passing away if the resident was not 
receiving Medicaid services. The staff member 
confirmed Resident #11, #12, and #13 did not 
receive Medicaid services.

period.  This weekly RTA Account 
Balance Report will be filed in a binder 
with the Resident Trust Account Journals 
which reflect when accounts are closed. 
4.)The Facility Manager will complete an 
audit of open RTA accounts and will 
report at monthly Quality Assurance 
meetings on the compliance regarding 
this issue. Audit will be completed weekly 
x 1 month, biweekly x 1 month, then 
monthly x 1 year.

F 241 483.15(a) DIGNITY AND RESPECT OF 
INDIVIDUALITY

The facility must promote care for residents in a 
manner and in an environment that maintains or 
enhances each resident's dignity and respect in 
full recognition of his or her individuality.

This REQUIREMENT  is not met as evidenced 
by:

F 241 9/24/15
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F 241 Continued From page 2 F 241
 Based on observation, review of facility policy, 
and staff interview, the facility failed to provide 
care in a manner that maintained or enhanced 
resident dignity for 3 of 9 sampled residents 
(Resident #2, #3, and #4). Failure to knock on 
doors prior to entering residents' rooms 
(Resident #2 and #4) and ensure privacy during 
personal cares (Resident #3) does not promote 
the residents' dignity and/or enhance their quality 
of life. 

Findings include:

Review of the facility policy "Resident Rights" 
occurred on 08/20/15. The policy, undated, 
stated, "Employees shall treat all residents with . 
. . dignity. . . . These rights include . . . Privacy 
and confidentiality; . . ."

- During observation of cares on the morning of 
08/18/15, an unidentified staff member failed to 
knock before entering Resident #2's closed room 
door while two other staff members provided 
personal cares. 

- During observation of medication pass on 
08/18/15 at 10:00 a.m., a nursing staff member 
(#4) walked into Resident #4's room without 
knocking or asking permission before entering. 

During interview on the morning of 08/20/15, a 
supervisory staff member (#1) stated she would 
expect staff to knock before entering a resident's 
room. 

- Observation on 08/18/15 at 5:25 p.m. showed 
two nurse aides (#3 and #4) entered Resident 
#3's room and asked the resident how they could 

 1.)At the monthly resident council 
meeting that took place on 8/24/2015, 
Facility Manager and DON discussed Tag 
241 and reviewed the resident¿s right to 
privacy and confidentiality.  All 2015 
survey tags were discussed and 
opportunity for questions and answers 
followed.  Resident #2 was present at this 
meeting.  Resident #3 and #4 were visited 
with individually on 9/1/2015 by Social 
Services Designee.  Resident #4 is 
unable to comprehend due to cognitive 
deficits, however, resident #3 signed a 
copy of the policy proving review and 
voiced understanding.  
2.)All residents within the facility have the 
potential to be affected by this deficient 
practice.
3.)Staff education will consist of the 
Resident Rights policy being reviewed 
and electronically signed in Healthstream 
(our online education system).  Every 
employee of the center will be required to 
review and acknowledge.  DON will 
specifically re-educate and review with 
nursing department during their monthly 
meeting 9/11/2015. 
4.)Staff Development Nurse will complete 
an audit and will report at monthly Quality 
Assurance meetings. She will question 5 
random residents and ask if staff are 
knocking before entering resident rooms 
and providing privacy with cares.  If 
resident in random pool is non-interview 
able, nurse will personally view encounter 
to document if policy is being followed. 
Audit will be completed 2x/week x 1 
month, weekly x 1 month, biweekly x 1 
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F 241 Continued From page 3 F 241
assist him. Resident #3 sat in a wheelchair with 
his pants down by his knees and his shirt 
unbuttoned, and stated he needed assistance 
with his clothes. With the window blinds open to 
the front parking area, the nurse aides (#3 and 
#4) assisted the resident to take off his outer shirt 
and then stand, with his undergarment showing, 
and pull up his pants.

month, then monthly x 1 year.

F 278 483.20(g) - (j) ASSESSMENT 
ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the 
resident's status.

A registered nurse must conduct or coordinate 
each assessment with the appropriate 
participation of health professionals.

A registered nurse must sign and certify that the 
assessment is completed.

Each individual who completes a portion of the 
assessment must sign and certify the accuracy of 
that portion of the assessment.

Under Medicare and Medicaid, an individual who 
willfully and knowingly certifies a material and 
false statement in a resident assessment is 
subject to a civil money penalty of not more than 
$1,000 for each assessment; or an individual who 
willfully and knowingly causes another individual 
to certify a material and false statement in a 
resident assessment is subject to a civil money 
penalty of not more than $5,000 for each 
assessment.

Clinical disagreement does not constitute a 
material and false statement.

F 278 9/24/15
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F 278 Continued From page 4 F 278

This REQUIREMENT  is not met as evidenced 
by:
 Based on record review, review of the 
Long-Term Care Facility Resident Assessment 
Instrument (RAI) User's Manual (Version 3.0) and 
staff interview, the facility failed to ensure the 
Minimum Data Set (MDS) accurately reflected 
the resident's status for 2 of 9 sampled residents 
(Resident #3 and #4) and 1 closed record 
(Resident #10) regarding significant weight 
changes, difficulty swallowing, and delusions.

Findings include:

The Long-Term Care Facility RAI User's Manual, 
October 2014,  Page E-1 stated, ". . . SECTION 
E: BEHAVIOR  Intent: The items in this section 
identify behavioral symptoms in the last seven 
days that may cause distress to the resident, or 
may be distressing or disruptive to facility 
residents, staff members or the care 
environment. . . . If a belief cannot be objectively 
shown to be false, or it is not possible to 
determine wither it is false, do not code it as a 
delusion. . . ." Page K-1 stated, ". . . SECTION K: 
SWALLOWING/NUTRITIONAL STATUS Intent: 
The items in this section are intended to assess 
the many conditions that could affect the 
resident's ability to maintain adequate nutrition 
and hydration. . . .Coding Tips . . . Code even if 
the symptom occurred only once in the 7-day 
look-back period. . . ." Page K-5 stated, ". . . 
K0300: Weight Loss (cont.) . . . Code 2, yes, not 
on physician-prescribed weight-loss regiment: if 
the resident has experienced a weight loss of 5% 
or more in the past 30 days or 10% or more in 

 1.)MDS corrections will be made for 
resident #3, 4, and 10 (sections E and K). 
Corrections will indicate significant weight 
loss for resident #3 and resident #10, 
significant weight gain and lack of 
delusions in the appropriate look back 
window for resident #4.
2.)All residents within the facility have the 
potential to be affected by this deficient 
practice.
3.)Sections E and K will be entered by 
MDS RN until Dietary Manager and 
Social Service new hire can attend MDS 
education/re-education.  
4.)MDS RN will complete an audit and will 
report at monthly Quality Assurance 
meetings. She will review 4 random 
resident MDS's and assess for accuracy.  
Audit will be completed weekly x 1 month, 
biweekly x 1 month, then monthly x 1 
year.
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F 278 Continued From page 5 F 278
the last 180 days, and the weight loss was not 
planned and prescribed by the physician. . . ."

- Review of Resident #4's medical record 
occurred on all days of the survey. The resident's 
Annual MDS assessment, dated 01/16/15, 
identified the resident experienced delusions 
(fixed, false beliefs not shared by others that the 
resident holds even in the face of evidence to the 
contrary) during the assessment period and had 
a weight of 159 pounds (lbs). The quarterly MDS 
assessment, dated 07/16/15, identified the 
resident had experienced no weight loss or gain 
of 5% or more in the last month or a loss or gain 
of 10% or more in the last 6 months, and had a 
weight of 175 pounds. 

Review of the resident's progress notes did not 
include any evidence of the resident experiencing 
delusions during the assessment period. 

Review of the Weights and Vitals Summary 
identified, on 07/13/15, the resident weighed 
174.8 pounds  "+10.0% change [Comparison 
Weight 01/16/2015, 158.6 lbs, +10.2 %, +16.2 
lbs]"

During interview on 08/19/15 at 5:50 p.m., an 
administrative staff member (#2) stated the MDS 
needed to reflect the resident's weight gain 
experienced during the 07/16/15 assessment 
period.  The staff member did not provide any 
evidence to show the resident experienced 
delusions during the 01/16/15 assessment 
period.

- Review of Resident #3's medical record 
occurred on all days of the survey. The resident's 
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F 278 Continued From page 6 F 278
diagnoses on the Order Summary Report 
included dysphagia (difficulty or discomfort in 
swallowing), and edema of larynx. The resident's 
significant change MDS dated 01/26/15 identified 
the resident had no swallowing issues, had a 
weight of 148 pounds, and experienced no 
weight loss or gain of 5% or more in the last 
month or a loss or gain of 10% or more in the last 
6 months.

Review of the Weights and Vitals Summary 
identified, on 01/22/14, the resident weighed 
147.9 pounds, and stated, "-7.5% change 
[Comparison Weight 10/24/2014, 176.1 lbs, 
-16%, -28.2 lbs]."

Review of a progress note dated 01/19/15 at 
11:36 a.m. showed, "Current wt: 149.5#, down 
15.5# (9%) x [in] 30 days. . . . Res [resident] has 
been sick, having problems swallowing - intake 
decreased to 44%. . . .

Review of a progress note, dated 01/20/15 at 
1:32 p.m., showed, "Seen by [physician], c/o 
[complains of] "throat symptoms" difficulty 
swallowing, breathing, hoarse voice etc. . . 
.Schedule with ENT [ear, nose and throat 
physician] ASAP [as soon as possible]. . . ."

During an interview on 08/19/15 at 5:50 p.m., an 
administrative staff member (#2) verified the 
resident did experience swallowing issues and 
weight loss during the assessment period.

- Review of Resident #10's record occurred on 
08/20/15. Review of an admission MDS, dated 
04/28/15, identified Resident #10's weight as 158 
pounds. A significant change MDS, dated 
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F 278 Continued From page 7 F 278
06/11/15, identified the resident weighed 125 
pounds, a 20% decrease in less than three 
months. The 06/11/15 significant change MDS 
failed to identify the resident experienced severe 
weight loss.

F 279 483.20(d), 483.20(k)(1) DEVELOP 
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment 
to develop, review and revise the resident's 
comprehensive plan of care.

The facility must develop a comprehensive care 
plan for each resident that includes measurable 
objectives and timetables to meet a resident's 
medical, nursing, and mental and psychosocial 
needs that are identified in the comprehensive 
assessment.  

The care plan must describe the services that are 
to be furnished to attain or maintain the resident's 
highest practicable physical, mental, and 
psychosocial well-being as required under 
§483.25; and any services that would otherwise 
be required under §483.25 but are not provided 
due to the resident's exercise of rights under 
§483.10, including the right to refuse treatment 
under §483.10(b)(4).

This REQUIREMENT  is not met as evidenced 
by:

F 279 9/24/15

 Based on observation, record review, review of 
facility policy, and staff interview, the facility failed 
to develop a comprehensive care plan for 3 of 9 
sampled residents (Resident #1, #3, and #5) that 
included measurable objectives and interventions 
to meet the resident's medical and nursing needs 

 1.)Resident #1 and #5 will have their 
constipation care planned. Residents #1 
will have their oxygen orders reviewed by 
rounding provider 9/4/2015 and have their 
care plan updated to reflect the clarified 
order, and resident #3 had their fall risk 
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F 279 Continued From page 8 F 279
related to constipation (Resident #1 and #5), 
oxygen use (Resident #1), and falls (Resident 
#3). Failure to develop a comprehensive care 
plan based on resident specific needs does not 
allow staff to communicate care needs and 
ensure continuity of care for each resident.

Findings include:

Review of the facility policy titled "Care Planning - 
Interdisciplinary Team" occurred on 08/20/15. 
This undated policy stated, "Our facility's Care 
Planning/Interdisciplinary Team is responsible for 
the development of an individualized 
comprehensive care plan for each resident. . . ."

CONSTIPATION

- Review of Resident #1's medical record 
occurred on all days of survey. The physician 
order summary identified an order, dated 
08/04/15, for Milk of Magnesia 30 cubic 
centimeters (cc) by mouth as needed (PRN) for 
constipation. The bowel movement (BM) reports 
for June, July, and August 2015 identified eight 
times Resident #1 had no BM ranging from 4 to 7 
days with no PRN laxative administered. The 
current care plan indicated, ". . . able to call for 
help as needed to use toilet. has been continent. 
. . ." The care plan failed to identify constipation 
or the need for a PRN laxative administration 
order.  

- Review of Resident #5's medical record 
occurred on all days of survey. The physician 
order summary identified an order, dated 
06/02/15, for Milk of Magnesia 30 cc by mouth 
PRN for constipation. The BM reports for June, 

care planned on 9/1/2015. The Care 
Planning - Interdisciplinary Team will use 
the results of the assessment to review 
and revise the resident's comprehensive 
plan of care.   
2.)All residents within the facility have the 
potential to be affected by this deficient 
practice.
3.)The internal weekly MDS scheduling 
form will be modified to include a 
documented area that each residents 
care plan is being reviewed, discussed, 
and care planned appropriately based on 
the resident's most recent captured look 
back period. 
4.)MDS RN will complete an audit and will 
report at monthly Quality Assurance 
meetings.   She will review 5 random 
resident care plans and assess accuracy 
and applicable interventions. Audit will be 
completed weekly x 1 month, biweekly x 1 
month, then monthly x 1 year.
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July, and August 2015 identified five times 
Resident #5 had no BM ranging from 4 to 11 
days with no PRN laxative administered. The 
current care plan stated, ". . . able to identify 
need to use toilet at some times. needs 
assistance finding toilet and getting positioned 
on. anticipate needs and help as needed. . . ." 
The care plan failed to identify constipation or the 
need for PRN laxative administration.  

During an interview on 08/19/15 at 5:30 p.m., a 
nurse supervisor (#1) verified staff failed to care 
plan the constipation and laxative issues.

OXYGEN

- Random observations during all days of survey 
showed Resident #1 in her room with oxygen per 
nasal cannula (O2/NC) at 2.5 liters. 

Review of Resident #1's medical record occurred 
on all days of survey. Diagnoses included 
congestive heart failure and atrial fibrillation. The 
quarterly Minimum Data Set (MDS), dated 
07/02/15, identified the use of oxygen. The 
current physician's order summary identified an 
order, dated 04/14/15, for, "O2/NC to keep sats 
[saturations] > [greater than] 88 [percent] as 
needed for SOB [shortness of breath]/coughing," 
dated 04/14/15. The current care plan failed to 
identify Resident #1's oxygen usage.

During an interview on 08/20/15 at 9:15 a.m., a 
nurse supervisor (#1) verified staff failed to care 
plan the resident's oxygen need and usage.

FALL
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- Review of Resident #3's medical record 
occurred on all days of the survey. Review of the 
resident's quarterly MDS assessment, dated 
07/16/15, identified the resident needed 
supervision with one person's assistance for 
transfers, and experienced one fall with injury 
since the prior assessment. Review of the 
resident's Falls Data Collection Tool, dated 
07/09/15, identified the resident at high risk for 
falls. 

Observation on 08/18/15 at 5:25 p.m. showed 
Resident #3 in a wheelchair in the middle of his 
room. The resident had his pants down by his 
knees and his shirt unbuttoned. The resident 
stated he needed help. When asked if the 
resident could push his call light to call for 
assistance, the resident shrugged, and asked, 
"Where is it?"  Observation at that time showed 
the call light wedged into the cushion of his 
recliner and covered with paper towels and not 
within the resident's reach. Once handed the call 
light, the resident pushed it and stated staff would 
come to help him. 

Review of the resident's comprehensive care 
plan failed to include the resident's high risk for 
falls, the recent fall, or any interventions to 
reduce the resident's risk for falls.

During an interview on 08/19/15 at 3:55 p.m., an 
administrative staff member (#2) stated the 
resident had 3 falls in 2015, and should have a 
fall risk care plan. The staff member (#2) 
reviewed the care plan and confirmed it did not 
include the resident's risk for falls.

F 309 483.25 PROVIDE CARE/SERVICES FOR 
HIGHEST WELL BEING

F 309 9/24/15
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Each resident must receive and the facility must 
provide the necessary care and services to attain 
or maintain the highest practicable physical, 
mental, and psychosocial well-being, in 
accordance with the comprehensive assessment 
and plan of care.

This REQUIREMENT  is not met as evidenced 
by:
 Based on record review, review of facility policy, 
and staff interview, the facility failed to provide 
the necessary care and services to manage 
constipation for 4 of 9 sampled residents 
(Resident #1, #3, #5, and #8) who lacked timely 
interventions for constipation. Failure to assess, 
identify a continued pattern, and provide 
interventions for constipation may cause 
increased constipation and discomfort.   

Findings include:

Review of the facility's policy titled "Bowel 
Management (Retraining) Program" occurred on 
08/19/15. This undated policy stated, ". . . 
PURPOSE . . . * To avoid constipation . . . * To 
restore the resident's dignity and self-respect. * 
To restore the optimum level of bowel function . . 
. 2. Assure the resident is well hydrated and 
constipation has been addressed by dietary 
interventions or a stool softener . . . 4. Document 
per facility procedure whether or not resident had 
bowel movement . . . 6. After third day, if resident 
has not had a bowel movement, assess 
hydration and consider a laxative as ordered by 
the physician . . . 9. a daily bowel movement is 

 1.)Resident # 1 will have constipation 
care planned.  Constipation is a new 
diagnosis for this resident and the Milk of 
Magnesia was only recently ordered on 
8/4/2015.  No previous issues or 
documented constipation exists for this 
resident and she does toilet 
independently so her regular bowel 
pattern will not be captured on electronic 
or paper tracking of BM's.  Review of 
June and July MAR for this resident 
would not have included a PRN laxative 
either.  
Resident # 3, 5, 8 will have constipation 
care planned. Director of Nursing will 
meet with residents # 1, 3, 5, and 8 and 
explain that CNA staff will be asking 
residents that independently toilet 
themselves if they have stooled and 
documenting Q shift.  Their verbal Q shift 
answers will be charted in the CNA 
charting in Point Click Care. 
2.)All residents with a current diagnosis of 
constipation will have their care plans 
reviewed and modified as needed.  
3.)A daily electronic BM report will be 
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not necessary, but a resident should not be 
allowed to go for more than three days without a 
bowel movement. . . ."

- Review of Resident #1's medical record 
occurred on all days of survey. The quarterly 
Minimum Data Set (MDS), dated 07/02/15, 
identified cognition intact, supervision of one 
person assist for toileting, and continent of bowel. 
The physician order summary identified an order, 
dated 08/04/15, for Milk of Magnesia 30 cubic 
centimeters (cc) by mouth as needed for 
constipation. Review of the resident's medication 
administration record (MAR) for June, July, and 
August 2015 showed no as needed (PRN) 
laxatives administered. The current care plan 
indicated, "uses walker for short walking. 
independent to SBA [stand-by-assist] as needed . 
. . able to call for help as needed to use toilet. 
has been continent. . . ." The care plan failed to 
identify constipation or the need for a PRN 
laxative administration order.  

Review of the bowel movement (BM) reports 
(computerized and hand written) for June, July, 
and August 2015 identified eight times Resident 
#1 had no BMs ranging from 4 to 7 days each 
time with no PRN laxative administered. 

- Review of Resident #5's medical record 
occurred on all days of survey. The annual MDS, 
dated 07/16/15, identified moderately impaired 
decision making, limited assist of one for 
toileting, and continent of bowel. The physician's 
order summary identified an order, dated 
06/02/15, for Milk of Magnesia 30 cc by mouth as 
needed for constipation. Review of the resident's 
MAR for June, July, and August 2015 showed no 

printed by nursing staff to initiate proper 
laxative administration.  This report will be 
constructed through our Point Click Care 
system.  A nursing meeting will take place 
9/11/2015 to instruct nursing staff on the 
new report.  A notification to CNA's will be 
uploaded into Healthstream for electronic 
verification of review for the new charting 
requirements on verbal Q shift stooling 
documentation.  
4.)Staff Development Nurse will complete 
an audit and will report at monthly Quality 
Assurance meetings.   She will review 5 
random resident records and assess 
appropriateness of resident's bowel 
patterns and prn laxative usage.  Audit 
will be completed weekly x 1 month, 
biweekly x 1 month, then monthly x 1 
year.
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PRN laxatives administered. The current care 
plan stated, ". . . able to identify need to use toilet 
at some times. needs assistance finding toilet 
and getting positioned on. anticipate needs and 
help as needed . . . FWW [front-wheeled walker] 
with assist of one for walking . . . limited assisted 
by 1 staff for locomotion using W/C [wheelchair]. . 
. ." The care plan failed to identify constipation or 
the need for PRN laxative administration.  

Review of the BM reports for June, July, and 
August 2015 identified five times Resident #5 
had no BMs ranging from 4 to 11 days each time 
with no PRN laxative administered. 

- Review of Resident #3's medical record 
occurred on all days of the survey. Diagnoses 
included constipation. The Order Summary 
Report stated, "Ex-Lax Tablet (Sennosides) Give 
2 tablet by mouth as needed for constipation (q.d 
[every day])" started on 05/05/15, and "Fleet 
Enema, Ready-to-Use Saline Enema Insert 1 
application rectally every 72 hours as needed for 
no bowel movement/discomfort. Can be used 
every 72-96 hrs [hours]. PRN . . ."

Review of Resident #3's MAR for July and 
August 2015 showed no PRN laxatives 
administered.

Review of the BM reports (computerized and 
hand written) for June, July, and August 2015 
identified six times Resident #3 had no BMs 
ranging from 4 to 7 days each time with no PRN 
laxative administered. 

- Review of Resident #8's medical record 
occurred on August 19-20, 2015. Diagnoses 
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included constipation. Current medications 
included Milk of Magnesia (MOM) every 24 hours 
as needed for constipation. 

Review of Resident #3's MAR for July 2015 
showed nursing staff administered MOM once, 
and for August 2015 showed no PRN laxatives 
administered.

Review of the bowel movement (BM) 
(computerized and hand written reports) for June, 
July, and August 2015 identified seven times 
Resident #8 had no BMs ranging from 4 to 7 
days each time with no PRN laxative 
administered. 

During an interview on 08/19/15 at 5:30 p.m., a 
nurse supervisor (#1) stated staff documented 
BMs on the paper and/or computer report. After 
three days without a BM, the nurse should 
administer a PRN laxative. If a resident refused 
the laxative, staff should document the refusal in 
the progress notes. If the resident is able to take 
themselves to the bathroom, then staff should 
ask the resident if any BMs occurred and 
document the response in the progress notes.

F 328 483.25(k) TREATMENT/CARE FOR SPECIAL 
NEEDS

The facility must ensure that residents receive 
proper treatment and care for the following 
special services:
Injections;
Parenteral and enteral fluids;
Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care;
Tracheal suctioning;
Respiratory care;

F 328 9/24/15
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Foot care; and
Prostheses.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, record review, review of 
facility policy, review of professional reference, 
and staff interview, the facility failed to provide 
the necessary care and services for 2 of 3 
sampled residents (Resident #1, and #3) with 
orders for as needed (PRN) oxygen. Failure to 
provide oxygen as ordered has the potential for 
residents to experience complications and/or 
hospitalization related to oxygen saturation 
levels.

Findings include:

Review of the facility's policy titled "Oxygen 
Administration" occurred on 08/19/15. This 
undated policy stated, ". . . PROCEDURE 1. 
Check physician's order for liter flow and method 
of administration . . . 13. At regular intervals, 
check liter flow . . . 16. Monitor resident's 
response to therapy with pulse oximetry as 
necessary . . . Documentation may include: 
*Date, time, method of administration and liter 
flow as ordered. . . ."

Berman, A.T., and Snyder, S. (2012). "Kozier & 
Erb's Fundamentals of Nursing: Concepts, 
Process, and Practice," (9th ed).
*Page 1397 stated, "OXYGEN THERAPY . . . 
Like any medication, oxygen is not completely 
harmless to the client. Clients can receive an 
inadequate amount or an excessive amount of 
oxygen and both can lead to a decline in the 

 1.)Residents #1 & 3 will have their 
oxygen orders reviewed by rounding 
provider 9/4/2015 and have their care 
plans updated to reflect the clarified 
order.  
2.)All residents with a current O2 order 
are at risk for this deficient practice and 
will have their oxygen orders reviewed 
and clarified by rounding provider as well 
by 9/24/2015.
3.)Electronic MARS will be updated to 
require nursing to document the following 
Q shift:  spO2, O2 use, hour amount, and 
liter flow. Nurses and CNA's will be 
re-educated on 9/11/2015 of the 
requirement to capture spO2 every time 
vitals are taken and documented.
4.)Staff Nurse will complete an audit and 
will report at monthly Quality Assurance 
meetings.   She will audit 5 random skilled 
residents requiring oxygen use 
continuously or prn and review the 
oxygen order, the concentrator settings, 
and the nursing EMAR documentation to 
verify that the residents order and 
administration are appropriate.  Audit will 
be completed weekly x 1 month, biweekly 
x 1 month, then monthly x 1 year.
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client's condition. An inadequate amount of 
oxygen (hypoxia) will lead to cell death, and if left 
untreated can ultimately lead to death. Excessive 
amounts of oxygen can lead to pulmonary 
oxygen toxicity . . ."

- Random observations during all days of survey 
showed Resident #1 in her room with oxygen per 
nasal cannula (O2/NC) at 2.5 liters. 

Review of Resident #1's medical record occurred 
on all days of survey. Diagnoses included 
congestive heart failure and atrial fibrillation. The 
quarterly Minimum Data Set (MDS), dated 
07/02/15, identified the use of oxygen. The 
(physician's) Order Summary Report identified an 
order, dated 04/14/15, "O2/NC to keep sats 
[saturations] > [greater than] 88 [percent] as 
needed for SOB [shortness of breath]/coughing." 
The current care plan failed to identify Resident 
#1's oxygen usage.

Review of Resident #1's June, July, and August 
2015 medication administration record (MAR) 
showed staff failed to document the resident's 
daily hours of oxygen usage, liters per minute 
(LPM), and oxygen saturation level.

- Review of Resident #3's medical record 
occurred on all days of the survey. Review of the 
(physician's) Order Summary Report identified an 
order to apply oxygen per nasal cannula at 2 
liters per minute (LPM) as needed for shortness 
of breath. The quarterly MDS assessment, dated 
07/16/15, identified the resident used 
supplemental oxygen in the previous 14 days.  
The comprehensive care plan stated, . . . "The 
resident has oxygen therapy r/t [related to] 

FORM CMS-2567(02-99) Previous Versions Obsolete 4WGC11Event ID: Facility ID: ND118 If continuation sheet Page  17 of 28



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/27/2015
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

355111 08/20/2015
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

705 SE 4TH ST
ST LUKES SUNRISE CARE CENTER

CROSBY, ND  58730

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 328 Continued From page 17 F 328
Ineffective gas exchange, need for occasional 
O2, respiratory stridor . . . monitor vitals; BP 
[blood pressure], P [pulse], R [Respirations], T [ 
temperature], along with SPo2 [peripheral 
capillary oxygen] weekly and prn . . . OXYGEN 
SETTINGS: O2 via nasal prongs @ [at] 2l [2 
liters] prn. . . ."

Review of the Weights and Vitals Summary from 
07/01/15 to 08/19/15 identified only two 
occurrences of staff measuring Resident #13's 
oxygen saturation. The June, July, and August 
2015 MAR showed staff failed to document the 
resident's daily hours of oxygen usage, liters per 
minute, and oxygen saturation level. 

Observation on 08/18/15 at 9:28 a.m. showed 
Resident #3 received oxygen via nasal cannula, 
supplied by a concentrator in the resident's room. 
Two certified nurse aides (CNAs) (#16 and #14) 
transferred the resident from his wheelchair to a 
recliner, and then reapplied the oxygen. After 
providing cares, the CNA (#14) stated the 
resident received oxygen at 2.5L per minute. This 
conflicts with the physician's order for 2 LPM.

Observation on 08/18/15 at 2:46 p.m. showed 
two CNAs (#14 and #15) assisted the resident 
from the toilet to his wheelchair, and applied his 
oxygen.  Observation of the concentrator showed 
it set between 3 and 3.5L per minute. 

Observation on 08/19/15 at 8:41 a.m. revealed 
the resident's oxygen concentrator on, and set to 
flow between 3 and 3.5L per minute while the 
resident ate breakfast in his room.  

Observation on 08/19/15 at 2:35 p.m., showed a 
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licensed nurse (#17) entered the resident's room 
while the resident sat in a wheelchair with his 
oxygen applied, looked at the concentrator 
setting and stated the oxygen concentrator was 
set above 2L per minute, and turned the setting 
down. 

During an interview on 08/20/15 at 9:15 a.m., a 
nurse supervisor (#1) verified nurses failed to 
document daily on Resident #1 and #3's MARs 
the LPM and hours the residents received 
oxygen.

F 371 483.35(i) FOOD PROCURE, 
STORE/PREPARE/SERVE - SANITARY

The facility must -
(1) Procure food from sources approved or 
considered satisfactory by Federal, State or local 
authorities; and
(2) Store, prepare, distribute and serve food 
under sanitary conditions

This REQUIREMENT  is not met as evidenced 
by:

F 371 9/24/15

 Based on observation, staff interview, and policy 
review, the facility failed to properly store frozen 
food to prevent alteration in the food's quality, 
failed to properly handle ready to eat foods, 
ensure the proper temperature of foods prior to 
serving, restrain hair to prevent it from falling into 
the food, and ensure staff changed gloves when 
soiled, and complete proper hand hygiene in 1 of 
1 kitchen. These issues created the potential for 
contamination and food-borne illness, and had 

 1.) At the monthly resident council 
meeting that took place on 8/24/2015, 
Facility Manager and DON discussed Tag 
371 and areas of concern.  All 2015 
survey tags were discussed and 
opportunity for questions and answers 
followed.  The box of pork chops with 
covered ice condensation and frozen 
chicken have been disposed of, frozen 
items have been removed from that side 
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the potential to affect all residents in the facility.

Findings include:

Review of the facility policy titled "Personnel and 
Communication - Dress Code" occurred on 
08/19/15. This undated policy stated, "Purpose . . 
. *To promote safety and sanitation . . . 3. 
Hairnets (or hair and beard restraints) will be in 
place while in the food preparation or food 
storage area. See specific state guidelines. Hair 
is to be covered completely. . . ."

Review of the facility policy titled "Food / Food 
Preparation - Food Temperatures" occurred on 
08/19/15. This undated policy stated, " . . . Food 
temperatures will be taken and recorded prior to 
each meal service. Food will be cooked, 
reheated or cooled to ensure proper serving 
temperatures prior to each meal service. . . . 
Procedure 1. Prior to meal services, the 
cook/designee will take the "cook-to" and "serve" 
temperatures of all menu items and record on the 
Food Temperature Record . . . "

Review of the facility policy titled "Sanitation - 
Gloves" occurred on 08/19/15. This undated 
policy stated, "The center will store, prepare, 
distribute and serve food under sanitary 
conditions. The center will also limit the potential 
for cross-contamination by using gloves when 
appropriate. . . . Procedure . . . Note: The use of 
gloves does not eliminate the need for proper 
hand washing or good hygiene.  1. Hands are to 
be washed thoroughly (use nail brush as 
indicated) before putting gloves on and after 
taking gloves off. 2. Gloves are to be worn when 
the employee: a. Is handling "ready to eat" foods. 

of the freezer, and a service technician 
from Polar Refrigeration will be at the 
facility 9/2/2015 for evaluation and repair.  
2.)All residents within the facility have the 
potential to be affected by this deficient 
practice.
3.)A dietary staff meeting will be held 
9/11/2015 to discuss proper 
handwashing, glove & hair net use, 
temperature logs, food storage, and 
reporting of equipment repair needs 
including further monitoring and reporting 
of condensation issues with the walk in 
freezer. The DON will also discuss 
handwashing and glove use during meal 
set up and feeding at a CNA meeting 
9/11/2015.  A Kitchen Equipment and 
Supplies Policy will be developed and 
uploaded to Healthstream for Dietary 
Staff to log in and electronically veriy that 
they have read the new policy.  
4.)The Dietary Manager will complete a 
weekly audit and will report at monthly 
Quality Assurance meetings.  She will 
observe two meals/week and observe 
CNA feeders (checking glove use, 
temperatures of soups being taken, hair 
net coverage, handwashing, and food 
storage).
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. . . 3. Gloves are to be changed as follows: a. 
Before handling "ready to eat" foods. b. When 
coming in contact with something that is 
contaminated such as opening the trash can or 
touching a door knob or faucet. c. After sneezing, 
coughing, or touching the face or hair. . . ."

Observation on 08/18/15 at 8:15 a.m. showed a 
certified nursing assistant (CNA) (#9) assisting a 
resident at the dining room table during 
breakfast. With bare hands, the CNA picked up 
the resident's toast, spread jam on the toast, 
placed the toast back onto the resident's plate, 
and then the resident picked up the toast and 
began to eat it.

Observation on 08/18/15 at 11:32 a.m. (the 
beginning of the noon meal service) showed a 
dietary staff member (#19) applied gloves and 
started to place food on plates for the noon meal 
service. The staff member pushed her glasses up 
on her face with the gloved hand, and picked up 
a sandwich from the warmer bin and placed it on 
a plate. The staff member walked over and used 
her gloved hands to push a cart over by the 
serving line, then continued to place sandwiches 
and potato wedges onto plates for residents with 
the same gloved hands. The staff member used 
tongs to pick up the potato wedges, then used 
her gloved hand to push the wedges into piles on 
the plates. She picked up and looked at a dietary 
card (used at every meal to tell staff information 
about each resident's diet) then walked over and 
opened a drawer to get a utensil.  With those 
same gloved hands, the staff member picked up 
another sandwich and placed it on a plate for a 
resident to eat. During that same service, a 
dietary staff member (#18) walked from the 
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dining room with gloved hands, picked up an item 
from the floor, then with those same gloves, 
handled dietary cards and plates of food for 
residents, and placed packaged condiments onto 
food plates. The staff member (#18) had long 
pieces of hair hanging from the front and sides of 
her hairnet, and hung her head over the plates of 
the residents' food. During the service, the 
dietary staff member (#18) heated two bowls of 
soup in the microwave, but failed to take the 
temperatures of the soup prior to providing it to 
residents.  Toward the end of the meal service, 
the staff member (#18) took off her gloves, held 
them in her hand, removed a slice of bread from 
a bag, and put it into a toaster.  The staff member 
opened the trash can by picking up the lid, threw 
her gloves away, opened the walk-in refrigerator 
and retrieved packets of butter. Without washing 
her hands, the staff member (#18) applied new 
gloves, pushed up her glasses with the gloved 
hands, then buttered the toast and provided it to 
a resident.   

During an interview on 08/19/15 at 3:40 p.m., an 
administrative dietary staff member (#11) stated 
she expected hairnets to restrain hair throughout 
the whole shift of working in the kitchen, 
expected staff to take the temperature of the 
soup prior to serving to residents, and expected 
staff to replace gloves after touching faces, 
picking up things from the floor, or when soiled. 

Observation on 08/19/15 at 4:45 p.m. showed a 
box of pork chops and a bag of raw chicken in 
the walk-in freezer covered with frozen 
condensation from the freezer fan.

F 441 483.65 INFECTION CONTROL, PREVENT 
SPREAD, LINENS

F 441 9/24/15
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The facility must establish and maintain an 
Infection Control Program designed to provide a 
safe, sanitary and comfortable environment and 
to help prevent the development and 
transmission of disease and infection. 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it - 
(1) Investigates, controls, and prevents infections 
in the facility; 
(2) Decides what procedures, such as isolation, 
should be applied to an individual resident; and 
(3) Maintains a record of incidents and corrective 
actions related to infections. 

(b) Preventing Spread of Infection 
(1) When the Infection Control Program 
determines that a resident needs isolation to 
prevent the spread of infection, the facility must 
isolate the resident. 
(2) The facility must prohibit employees with a 
communicable disease or infected skin lesions 
from direct contact with residents or their food, if 
direct contact will transmit the disease. 
(3) The facility must require staff to wash their 
hands after each direct resident contact for which 
hand washing is indicated by accepted 
professional practice. 

(c) Linens 
Personnel must handle, store, process and 
transport linens so as to prevent the spread of 
infection. 
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This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, review of facility policy, 
review of an Internet reference, and staff 
interview, the facility failed to ensure staff 
followed appropriate infection control practices 
for 3 of 9 sampled residents (Resident #1, #2, 
and #7) observed when assisted with cares. 
Failure to follow established infection control 
practices may result in the spread of infection 
within the facility.

Findings include:

Review of the facility policy "Cleaning and 
Disinfection of Resident-Care Items and 
Equipment" occurred on 08/20/15. The policy, 
undated, stated, ". . . Resident-care equipment, 
including reusable items and durable medical 
equipment will be cleaned and disinfected . . . 
Durable medical equipment (DME) must be 
cleaned and disinfected before reuse by another 
resident." 

Review of the facility policy "Hand Washing" 
occurred on 08/20/15. The policy dated 2006, 
stated, ". . . Purpose . . . To reduce transmission 
of organisms from resident to resident. . . . Wash 
hands before and after resident contact. . . ."

An Internet website 
"http://www.oxygenconcentratorstore.com/oxyge
n-filters/" stated oxygen concentrator filters ". . . 
should be changed every 3 months to a year, 
depending on how often you use the unit, the 
model specifications, and according to the 
operation manual that came with your oxygen 
concentrator. The filters are all easy to access 

 1.)Staff will be re-educated on the need 
to sanitize lifts between resident use and 
appropriate sanitizing wipes will be 
available for this.  Re-education will also 
include handwashing procedures.  CNA 
and nursing department meetings for 
re-education will take place 9/11/2015.  
All oxygen concentrators will have filter 
replacements placed and a maintenance 
schedule initiated that will consist of 
cleaning filters monthly and replacing with 
new filters quarterly.
2.)All residents within the facility have the 
potential to be affected by this deficient 
practice.
3.)An Oxygen Concentrator Monthly 
Cleaning spreadsheet has been created 
and Staff Infection Control Nurse will be 
responsible for initiating the complete 
change out of filters and the continued 
cleaning and replacements moving 
forward.  Once a resident has 
discontinued oxygen therapy or upon 
death and discharge, the concentrator will 
be removed from the floor and the 
Maintenance Dept. will service, sanitize 
and replace filter to return to the floor for 
new resident use. The Oxygen 
Concentrator Policy has been updated to 
reflect this cleaning and maintenance 
schedule.
4.)The Oxygen Concentrator Monthly 
Cleaning spreadsheet will be reviewed at 
each months Quality Assurance meetings 
and pending issues will be documented in 
the maintenance report of these QA 
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via a cabinet compartment." Depending of the 
specific filter within the unit, "The filters can be 
cleaned in warm water and left at home to dry." 

- Review of Resident #2's care plan occurred on 
08/18/15. The care plan included an intervention 
to use MRSA (Methicillin Resistant Staph Aureus) 
standard precautions when caring for Resident 
#2.  Observation during all days of survey 
showed a sign posted in the room identifying the 
resident on contact precautions. 

During observation of cares on the morning of 
08/18/15, two certified nursing assistants (CNAs 
#5 and #6) provided Resident #2 personal cares 
including transferring assistance with a stand lift. 
Following the use of the stand lift, the CNA (#6) 
removed the lift from the room and failed to clean 
or disinfect the lift prior to placing it into a storage 
area. 

On the afternoon of 08/19/15, after providing 
transferring assistance with a stand lift for 
Resident #2, two CNAs (#7 and #8) removed the 
lift from the room and failed to clean or disinfect 
the lift prior to or after removing it from the room. 

During interview on the morning of 08/20/15, a 
supervisory staff member (#1) stated she would 
expect staff to sanitize lifts between patient use. 

- Observation on the afternoon of 08/17/15 
identified Resident #1 utilized an oxygen 
concentrator within the room. The oxygen 
concentrator lacked a particle filter on the side of 
the unit. During interview on the afternoon of 
08/19/15, a facility operations manager (#10) 
stated the filters are not on a cleaning schedule 

minutes. Staff Development Nurse will 
complete an audit on handwashing and 
clean lifts and report at monthly Quality 
Assurance meetings.  She will observe 
handwashing procedures on 5 staff 
members and observe 5 lift transfer to 
ensure compliance and lift sanitation.  
Audit will be completed weekly x 1 month, 
biweekly x 1 month, then monthly x 1 
year.
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and that the units are returned to the 
maintenance department for cleaning when 
discontinued for use. During interview on the 
afternoon of 08/19/15, two administrative staff 
members (#1 and #2) stated no 
cleaning/replacement of air filters occurs by 
nursing service staff and also stated 
maintenance cleans the oxygen filters when 
taken out of service.

- Observation on 08/19/15 at 2:55 p.m. showed 
two CNAs (#12 and #13) entered Resident #7's 
room to assist the resident out of bed. The two 
staff members applied gloves, and checked the 
resident for incontinence. The CNA (#13) 
removed the resident's soiled brief, provided 
pericare, and applied a new brief. With the same 
contaminated gloves, the staff member (#13) 
removed the package of wipes from the bed, 
adjusted the resident's clothing, buttoned the 
resident's shirt, applied the resident's shoes, 
touched the bed controls, assisted the resident 
into the sit-to-stand lift, into the wheelchair, 
touched the resident's hands and the wheelchair 
handles, adjusted the blankets on the bed, and 
shifted the wheelchair brakes. The CNA (#13) 
removed her gloves, picked up a bag of trash 
and walked out of the room without performing 
hand hygiene.  Outside of the room, the CNA 
(#13) confirmed the resident was incontinent of 
bowel.

F 456 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE 
OPERATING CONDITION

The facility must maintain all essential 
mechanical, electrical, and patient care 
equipment in safe operating condition.

F 456 9/24/15
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This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, staff interview, policy 
review, and record review, the facility failed to 
properly maintain a walk-in freezer in 1 of 1 
kitchen. Failure to ensure a walk-in freezer is 
properly maintained has the potential to affect 
food quality. All residents in the facility are 
prepared food from the affected freezer. 

Findings include:

Review of the facility policy titled "Nursing Care 
Equipment and Supplies" occurred on 08/20/15. 
This undated policy stated, ". . .1. Equipment to 
carry out nursing duties will be readily available, 
in good working order, and kept in good repair. 
Regular cleaning and maintenance will be 
completed according to written procedures and 
schedules and according to suggested 
manufacturer's instructions and guidelines. 2. 
Written records will be kept of all allocated 
equipment, using serial numbers as a means of 
identification. Manufacturer's instructions of 
operation and maintenance will be kept in a 
designated place as specified by the facility. . . ." 
An administrative dietary staff member (#11) 
stated the facility also used this policy for kitchen 
equipment.

Observation of the kitchen tour occured on 
08/17/15 at 2:45 p.m. Observation in the walk-in 
freezer showed a large amount of frozen 
condensation attached to the fan unit on the 
ceiling. A roaster pan on a shelf below the unit 
held a large amount of frozen condensation, a 
box of pork chops on the second shelf down had 

 1.)The box of pork chops with covered 
ice condensation and frozen chicken have 
been disposed of.  All food contents on 
that side of the freezer have been 
removed and a service technician from 
Polar Refrigeration from Williston, ND (an 
alternate service company than we had 
previously had here) will be at the facility 
9/2/2015 to evaluate and service the 
walk-in freezer.  
2.)All residents within the facility have the 
potential to be affected by this deficient 
practice.
3.)A dietary staff meeting will be held 
9/11/2015 to discuss temperature logs 
and reporting of equipment issues (ex. ice 
build up).  Staff will continue to use the 
temperature logs that are in place.  An 
Equipment Service Request form has 
been generated that staff will be required 
to fill out when functional issues arise.  
This form will be turned into the 
department supervisor and 
maintenance/repair will be initiated.  
These service requests (along with 
service invoices, quotes, ect.) will be filed 
in an Equipment Maintenance binder in 
the Dietary Manager's Office.
4.)The Equipment Maintenance binder 
will be reviewed at each months Quality 
Assurance meetings and pending issues 
will be documented in the maintenance 
report of these QA minutes.  Dietary 
Manager will monitor freezer function on 
an Audit Spreadsheet weekly x 1 month, 
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ice covering the top of the box, and the floor 
below those items had a large build-up of frozen 
condensation.  At that time, an administrative 
dietary staff member (#11) confirmed a large area 
of the floor had at least a 1/2 inch thick build up 
of ice and stated the unit was old and needed to 
be replaced. The staff member stated the freezer 
had been fixed multiple times in the past, but still 
had issues with ice build-up.  

Observation of the walk-in freezer on the 
afternoon of 08/19/15 showed the roaster pan 
remained on the shelf, filled with frozen 
condensation, the box of pork chops, a bag of 
frozen chicken and the area of the floor under the 
unit remained covered with frozen condensation. 

Review of the Refrigerator/Freezer Temperature 
Logs identified, "Refrigerators must be 41 F 
[Fahrenheit] or below, Freezers 0 F or below." 
The log for July 2015 showed staff failed to 
document the temperature of the freezer on 11 of 
the 31 days, and the freezer had a temperature 
of 18 degrees on 07/03/15, and a temperature of 
10 degrees on 07/18/15. The 
Refrigerator/Freezer Temperature Log for August 
2015 identified staff failed to document the 
temperatures of the freezer on two days. 

Facility maintenance records failed to show when 
staff identified the freezer issues, 
attempts/reattempts to fix the issue, or any 
preventative maintenance to ensure the freezer 
functioned properly.

biweekly x 1 month, then monthly x 1 
year.  Audit will also be reported at 
monthly Quality Assurance meetings.

FORM CMS-2567(02-99) Previous Versions Obsolete 4WGC11Event ID: Facility ID: ND118 If continuation sheet Page  28 of 28


