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 B 000 INITIAL COMMENTS  B 000

For the unannounced licensure and complaint 

survey, started on 11/27/23 and completed on 

11/30/23, the sample included 10 residents for 

complete review and 4 closed records for review. 

In addition, the sample included 4 supplemental 

residents to verify specific concerns during the 

survey. 

Tier II citations included B910, B923, B924, B928, 

B1000, B1110, B1210, B1240, B1320, B1410, 

B1510, B1520, B1540, B1700, B1800, B1810, 

B1830, B1840, B1860, B2000, and B2307.

 

 B 910 33-03-24.1-09,1 GOVERNING BODY

     1.   The governing body is legally responsible 

for the quality of resident services; for resident 

health, safety, and security; and to ensure the 

overall operation of the facility is in compliance 

with all applicable federal, state, and local laws.  

This State Licensing Rule  is not met as 

evidenced by:

 B 910

1. Based on observation, record review, policy 

review, and staff interview, the facility failed to 

comply with the North Dakota Administrative 

Code (NDAC), Chapter 33-43-01 "Nurse Aide 

Training, Competency Evaluation, and Registry," 

for 1 of 1 resident (Resident #15) observed 

receiving insulin. Failure to ensure only qualified 

staff administered subcutaneous insulin 

increases the risk for adverse consequences.

Findings include:
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 B 910Continued From page 1 B 910

NDAC, Section 33-43-01-17 "Routes or Types of 

Medication Administration" states, ". . . 3. 

Medication assistants I and II may administer 

medications by the following routes only when 

specifically delegated by a licensed nurse for a 

specific client: . . . Subcutaneous . . ." Section 

33-43-01-16 "Specific Delegation of Medication 

Administration" stated, ". . . 2. The individual on 

the department's nurse aide [registry] is taught by 

a licensed nurse for each specific client's 

medication administration which includes verbal 

and written instruction . . . 3. . . . is observed by a 

licensed nurse administering the medication to 

the specific client until competency is 

demonstrated. 4. . . . has been verified as 

competent by a licensed nurse . . ."

Review of the facility policy titled "Insulin Pen 

Administration System" occurred on 11/30/23. 

This policy, dated 2020, stated, "Policy . . . All 

Medication Aides providing insulin to residents will 

have first demonstrated competency with the 

licensed nurse providing direction and monitoring 

of the residents. . . ."

Review of the facility policy titled "Medication 

Administration System" occurred on 11/30/23. 

This policy, dated 02/13/20, stated, ". . . Provision 

. . . i. When specifically delegated by a licensed 

nurse to a Medication Assistant II for a specific 

resident with a stable, predictable condition 

regularly scheduled medications may be given via 

the subcutaneous route after the licensed nurse 

has determined competency. . . ."

Observation on the morning of 11/28/23 showed 

a medication assistant (MA) (#5) administered 

Resident #15's Levemir and Novolin-R insulins 

subcutaneously in the resident's abdomen. 
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 B 910Continued From page 2 B 910

Review of Resident #15's medical record 

occurred on 11/28/23. The November 2023 

Medication Administration Record (MAR) showed 

nine different medication assistants administered 

Levemir insulin 14 units daily and Novolin-R 

insulin 12 units three times daily, both 

subcutaneously, to Resident #15 between 

November 1-28.

During an interview on 11/29/23 at 4:25 p.m., an 

administrative nurse (#2) stated she was unable 

to locate the training/competency for specific 

delegation of insulin administration for the MA 

(#5) or for any of the medication assistants 

employed by the facility.

2. Based on review of employee files and staff 

interviews, the facility failed to comply with North 

Dakota Administrative Code (NDAC) Chapter 

33-43-01 "Nurse Aide Training, Competency 

Evaluation, and Registry," for 1 of 4 certified 

nurse aides (CNAs) (Staff AA) employee files 

reviewed. Failure to ensure only qualified staff 

performed hands on cares increases the risk for 

adverse consequences. 

NDAC Section 33-43-01-04 "Nurse Aide Training 

Program Requirements" states, ". . . 3. Any 

individual who is not a licensed nurse who is 

employed directly or by contract to provide 

nursing or nursing-related services by a health 

care facility or other setting that is not a nursing 

facility or a home health agency must 

successfully complete a nurse aide training 

program under the direction of a qualified 

instructor and competency evaluation or 

competency evaluation. 

a. A qualified instructor for a nurse aide training 

program is a licensed nurse.

b. The training program must, at a minimum, 

Health Repsonse and Licensure
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 B 910Continued From page 3 B 910

include the following areas: (1) Infection control; 

(2) Safety and emergency procedures; (3) 

Collection and documentation of basic subjective 

and objective client data, including vital signs; (4) 

Activities of daily living (bathing, dressing, 

personal hygiene, oral hygiene, transfer, 

ambulation, toileting, and eating) applicable to 

setting. (5) Decision making skills; (6) Client 

rights, including freedom from abuse, neglect, 

misappropriation of client property, respect, 

privacy, dignity, and confidentiality; (7) 

Communication and interpersonal skills; and (8) 

Care of the client with cognitive impairments. . . ."

Review of staff member AA's employee file 

occurred on 11/29/23. The facility staff roster 

identified the employee as a CNA. During an 

interview on 11/30/23 at 8:30 a.m., staff member 

AA stated she is not a CNA, has never taken a 

CNA course, and is employed as a caregiver. 

During an interview on the morning of 11/30/23, 

an administrative staff member (#1) stated the 

staff member AA is working as a nurse aide (NA). 

The facility failed to provide evidence the staff 

member received education to perform NA duties 

and is on the NA registry. After checking the job 

application for the staff member AA, the 

administrative staff (#1) stated the staff member 

AA is a caregiver and should not be doing NA 

duties.

 B 923 33-03-24.1-09,2,c GOVERNING BODY

c. Provisions for pharmacy and medication 

services developed in consultation with a 

registered pharmacist, including:

(1) Assisting residents in obtaining individually 

 B 923
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 B 923Continued From page 4 B 923

prescribed medications from a pharmacist of the 

resident's choice. 

(2) Disposing of medications that are no longer 

used or are outdated, consistent with applicable 

federal and state laws. 

(3) Allowing the resident to be totally responsible 

for the resident's own medication upon resident 

request and based on the assessment of the 

resident's capabilities with respect to this function 

by an appropriately licensed professional.

This State Licensing Rule  is not met as 

evidenced by:

Based on record review, review of facility policy, 

and resident and staff interview, the facility failed 

to assess and monitor the ability of residents to 

self-administer medications (SAM) for 2 of 2 

sampled residents (Resident #6, and #10). 

Failure to assess and monitor a resident's ability 

to SAM may result in unsafe medication 

administration and adverse drug effects.

Findings include:

Review of the facility policy titled 

"Self-Administration of Medication" occurred on 

11/30/23. This undated policy, stated, ". . . A Self 

Medication Assessment will be performed on 

each applicable resident to establish cognitive 

capacity and functional ability to self-administer 

medications. This assessment will be completed 

on admission, annually and with significant 

change. . . . A licensed nurse will review written 

instructions for taking medications initially, when 

changes are made and annually. . . ." 
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 B 923Continued From page 5 B 923

- Review of Resident #10's medical record 

occurred on all days of survey. The physician's 

orders, dated 05/27/23, identified Resident #10 

self-administer's Lantus (a long-acting insulin)10 

units in the morning and the evening.  

During an interview on the morning of 11/28/23, 

Resident #10 stated he administers his Lantus 

insulin himself and takes 15 units in the morning 

and 20 units in the evening. The Lantus pen label 

identified 15 units in the a.m. and 20 units in the 

p.m. with sliding scale. The resident stated he 

adjusts the insulin based on his blood sugar. 

Review of Resident #10's "Assisted Living 

Evaluation for Self-Administration of 

Medications," dated 07/27/23, stated, ". . . 

Resident will be observed 3 times in one week to 

determine competency of criteria . .  . Able with 

Assist (note assist needed)." A note at the bottom 

of the form stated, "wants medication reminders 

for now."  

Resident #10's medical record lacked 

documentation nursing staff observed the 

resident three times to determine competency or 

provided reminders. 

During an interview on 11/29/23 at 10:15 a.m., an 

administrative nurse (#2) stated she reviewed 

Resident #10's physician's orders and it identified 

the resident's dose is 10 units in the morning and 

evening with no sliding scale ordered. 

- Record review for Resident #6 occurred on all 

days of survey. The "Physician Order Sheet" 

identified Resident #6 self-administers all her 

medications. During interview on the morning of 

11/27/23, Resident #6 confirmed she takes her 

medications by herself, and staff do not 

Health Repsonse and Licensure
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 B 923Continued From page 6 B 923

administer them for her. She said she keeps her 

medications in a cabinet and pointed to a cabinet 

near the sink.

During interview on the morning of 11/29/23, an 

administrative nursing staff member (#2) failed to 

provide a self-administration of medications 

assessment for Resident #6.

 B 924 33-03-24.1-09,2,d GOVERNING BODY

d.   Infection control practices, including provision 

of a sanitary environment and an  active program 

for the prevention, investigation, management, 

and control of infections and communicable 

diseases in residents and staff members.

This State Licensing Rule  is not met as 

evidenced by:

 B 924

Based on observation, and review of facility 

policy, the facility failed to follow standard 

infection control practices for 2 of 3 sampled 

residents (Resident #2 and #9) observed in 

isolation for COVID and/or with a foley catheter. 

Failure to follow standard infection control 

practices for a COVID positive resident and 

properly clean a foley catheter drainage tube has 

the potential to spread infection to residents, staff, 

and visitors.

Findings include:

Review of the facility policy titled "Infectious 

Process Containment-Active Coronavirus" 

occurred on 11/28/23. This undated policy, stated, 
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 B 924Continued From page 7 B 924

". . . Signage will be posted at entrances notifying 

the presence of COVID-19 in the building. . . . 

Signage will be placed outside of the room to 

indicate 'isolation' d. Personal Protective 

equipment will be placed outside of the room and 

signage will be posted listing type of for PPE 

[Personal Protective Equipment] required prior to 

entering the room. A lined trash can will be placed 

near the door inside the room for PPE disposal. . 

. . Any person entering the isolation room will don 

[put on] personal protective equipment gown, 

gloves, mask, eye protection, shoe covers (sic). 

15. Prior to exiting the room, PPE will be removed 

and discarded in the room . . ."

- Review of Resident #9's medical record 

occurred on all days of survey. Diagnosis 

included COVID positive test on 11/18/23.

Observation on 11/27/23 at 11:50 a.m. showed a 

medication aide (#4) exited Resident #9's room 

with PPE on and disposed of the PPE in a trash 

can across the hall from Resident #9's room. 

Observation on 11/27/23 at 3:45 p.m. showed a 

certified nurse aide (CNA) (#6) in Resident #9's 

room with gloves and a N95 mask. The CNA 

failed to don a gown and eye protection before 

entering a COVID positive room. 

Observation during survey showed the facility 

failed to post signage at the entrance to notify 

visitors of the presence of COVID-19 in the 

building, place signage outside of the room to 

indicate isolation and type of PPE required, and 

provide trash cans inside the room to dispose of 

PPE. 

- Review of the facility competency assessment 

titled "Emptying Urinary Catheter Drainage Bag" 

Health Repsonse and Licensure
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 B 924Continued From page 8 B 924

occurred on 11/30/23. The competency 

assessment, dated February 2023, stated, 

"Desired Outcome: . . . minimizing risk of Urinary 

Tract Infection due to opening a closed drainage 

system. Performance Criteria: . . . 4. Emptying 

Drainage Bag: . . . b. Remove drain tube from 

storage holder on drainage bag, place into 

graduate container (ensure drain tube does not 

touch graduate). c. Open drain tube clamp, allow 

urine to flow into graduate container . . . d. Close 

clamp e. Clean outside of drain tube with alcohol 

swab . . ."

Observation on 11/28/23 at 4:35 p.m. showed a 

CNA (#6) emptied Resident #2's urine collection 

leg bag. The CNA performed hand hygiene, 

gloved, unclamped the urine bag's drain tube 

which did not have a storage holder or a cover 

over the end of the tube, drained the urine into a 

urinal with the drain tube coming into contact with 

the inside of the urinal, and clamped the tube 

shut. The CNA failed to wipe the end of the drain 

tube with an alcohol swab after emptying the 

urine bag.

 B 928 33-03-24.1-09,2,h GOVERNING BODY

h. Resident rights which comply with North 

Dakota Century Code chapter 50-10.2.

This State Licensing Rule  is not met as 

evidenced by:

 B 928

Based on observation, review of the North Dakota  

Health Repsonse and Licensure
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 B 928Continued From page 9 B 928

Resident's Rights Handbook, and resident and 

staff interview, the facility failed to treat residents 

with respect and dignity for 1 of 2 meals observed 

(evening meal) on 11/28/23. Failure to serve 

meals on nondisposible dishware does not 

maintain their dignity. 

Findings include:

Review of the North Dakota Resident's Rights 

Handbook titled "A Guide to Your Rights as a 

Resident of a Nursing Facility in North Dakota," 

updated 03/21/23, page 16, stated, ". . . Personal 

and Privacy Rights . . . The facility staff must treat 

you courteously, fairly and with dignity. . . ."

Observation during the evening meal on 11/28/23 

showed dietary staff serving the meal on 

styrofoam plates and bowls. During an interview 

the culinary service manager (#7) stated, 

"Working short and this will help us get done."  

During a resident group interview on 11/29/23 at 

2:30 p.m., multiple residents stated meals are 

served on paper plates a lot. They are short 

staffed so they do not have time to wash the 

dishes.

 B1000 33-03-24.1-10 Fire Safety

The fire safety provisions located in section 

33-03-24.2-08 apply to this chapter.

This State Licensing Rule  is not met as 

evidenced by:

 B1000

Based on information received from the 

complainant, review of Chapter 33-03-24.2 in the 

General Standard for Construction and 

Equipment for Basic Care Facilities, review of the 

 

Health Repsonse and Licensure

If continuation sheet  10 of 416899STATE FORM LD6911



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 12/28/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

North Dakota Health and Human Services

8054A 11/30/2023

C

NAME OF PROVIDER OR SUPPLIER

EVERGREEN

STREET ADDRESS, CITY, STATE, ZIP CODE

2143 6TH AVE W

DICKINSON, ND  58601

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 B1000Continued From page 10 B1000

Evacuation Capability Scores (E-Score), review of 

the facility schedule and staff timecards, resident 

and staff interview, the facility failed to meet the 

fire safety provisions of slow evacuation capability 

during 1 of 1 month (November 2023) reviewed 

for evacuation capability. Failure to meet the 

provisions identified for evacuation placed all 

residents at risk of harm should a fire occur. 

Findings include: 

Review of "Chapter 33-03-24.2-08 in the General 

Standard for Construction and Equipment for 

Basic Care Facilities" occurred on 11/27/23. This 

section addressed "Fire Safety" and stated, "1. 

The basic care facility shall comply with the 

national fire protection association Life Safety 

Code, 2012 edition, chapters 32 and 33, 

residential board and care occupancy, slow 

evacuation capability, or a greater level of fire 

safety."

Review of information provided by a complainant 

identified concerns with admitting residents with 

higher needs or the "facility can't meet their 

needs." Having residents who require a higher 

level of care can significantly impact a facility's 

evacuation capability score.

During an interview on the morning of 11/28/23, 

Resident B indicated the night before (11/27/23) 

only one staff person worked the overnight shift . 

A copy of the staff schedule, requested on 

11/28/23 and reviewed on the same day, showed 

two staff members scheduled to work the 

overnight of 11/27/23, but review of the timecards 

for those two staff showed only one of them 

worked. Although requested on the morning of 

11/29/23, an administrative staff member (#1) 
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 B1000Continued From page 11 B1000

provided no further evidence to show if other staff 

worked during the overnight hours of 11/27/23.    

Review of the worksheet to rate "Evacuation 

Capability Scores" occurred on 11/28/23. This 

worksheet, completed by the facility for 

November 2023, identified an E-Score of 7.16. 

The worksheet indicated anything less than 1.5 

as "Prompt", anything less than 5 as "Slow" and 

anything greater than 5.0 as "Impractical." Facility 

staff used a total of three staff in the equation to 

reach the 7.16 score. Review of the staff 

schedule, from November 19-December 2, 2023 

often showed only two staff scheduled to work the 

overnight shift, which would increase the E-Score 

to 10.75. 

On the afternoon of 11/28/23, when discussing 

the November E-Scores, an administrative staff 

member (#1) confirmed 7.16 is not an acceptable 

score.

 B1110 33-03-24.1-11,1 EDUCATION PROGRAMS

     1.   The facility shall design, implement, and 

document educational programs to orient new 

employees and develop and improve employees' 

skills to carry out their job responsibilities.  

This State Licensing Rule  is not met as 

evidenced by:

 B1110

Based on record review, review of the medication 

assistant job description, and staff interview, the 

facility failed to provide staff education and 

ensure competency for 2 of 2 medication 

assistants (MA) (BB and CC) reviewed for staff 

education. Failure of the facility to educate and 

ensure competency of medication assistants may 

lead to medication errors and affect the residents ' 
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 B1110Continued From page 12 B1110

well-being.

Findings include:

Review of the facility job description for 

"Medication Aide/Tech" occurred on 11/30/23. 

This job description, dated 05/01/23, stated, ". . . 

Essential Duties & Responsibilities . . . * 

Medication Aides/Techs will not pass medication 

independently until they have had their 

competency verified by a licensed health care 

professional * Competency will be verified 

annually. . . ."

Review of employee files for MAs BB and CC 

occurred on 11/30/23. The files lacked proof of 

skills competency verification and/or annual 

education for the medication assistants.

The employee roster provided by the facility 

during the survey listed 11 medication assistants, 

with four of them listed as contract staff.

During an interview on 11/29/23 at 4:25 p.m., an 

administrative nurse (#2) stated she was unable 

to locate skills competency verifications or annual 

training for any of the medication assistants 

employed by the facility.

Refer to B910, B1510, B1520, and B1540.

 B1210 33-03-24.1-12,1 RESIDENT 

ASSESSMENTS/CARE PLANS

     1.   An assessment is required for each 

resident within fourteen days of admission and as 

determined by an appropriately licensed 

professional thereafter, but no less frequently 

than quarterly. 

 B1210
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This State Licensing Rule  is not met as 

evidenced by:

Based on record review and staff interview, the 

facility failed to complete quarterly assessments 

for 9 of 10 sampled residents (Resident #1, #3, 

#4, #5, #6, #7, #8, #9, and #10). Failure to 

conduct an assessment within 14 days of 

admission and no less frequently than quarterly 

does not allow the facility to develop a 

comprehensive plan of care and limits the ability 

of staff to meet resident needs.

Findings include:

- Review of Resident #1's medical record on 

11/30/23 showed assessments completed on 

01/28/22 and 07/31/23. The facility failed to 

conduct quarterly assessments for 18 months 

and failed to conduct an assessment in the past 

four months.

- Review of Resident #3's medical record on 

11/29/23 showed assessments completed on 

08/26/22 and 07/31/23. The facility failed to 

conduct quarterly assessments.

- Review of Resident #4's medical record 

occurred on all days of survey. The facility 

admitted the resident on 03/01/22 and follow-up 

assessments completed on 10/28/22, 07/31/23, 

and 11/01/23. The facility failed to conduct 

quarterly assessments.

- Review of Resident #5's medical record 

occurred on all days of survey and showed 

assessments completed on 01/28/22, 08/29/22 

and 07/31/23. The facility failed to conduct 

quarterly assessments.
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- Review of Resident #6's medical record 

occurred on all days of survey and showed 

assessments completed on 03/23/22, 08/22/22 

and 07/31/23. The facility failed to conduct 

quarterly assessments.

- Review of Resident #7's medical record 

occurred on all days of survey and showed 

assessments completed on 03/01/22, 10/17/22, 

02/14/23 and 07/31/23. The facility failed to 

conduct quarterly assessments.

- Review of Resident #8's medical record 

occurred on all days of survey and showed 

assessments completed on 01/28/22 and 

07/31/23. The facility failed to conduct quarterly 

assessments.

- Review of Resident #9's medical record 

occurred on all days of survey and showed 

assessments completed on 12/27/22 and 

07/31/23. The facility failed to conduct quarterly 

assessments. 

- Review of Resident #10's medical record 

occurred on all days of survey and showed 

assessments completed on 03/28/23 and 

07/31/23. The facility failed to conduct quarterly 

assessments. 

During an interview on the afternoon of 11/29/23, 

an administrative nurse (#2) failed to provide 

additional evidence of completed quarterly 

assessments.

 B1240 33-03-24.1-12,4 RESIDENT 

ASSESSMENTS/CARE PLANS

 B1240
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 B1240Continued From page 15 B1240

     4.   The care plan must be updated as 

needed, but no less than quarterly.

This State Licensing Rule  is not met as 

evidenced by:

Based on record review, resident interview, and 

staff interview, the facility failed to update care 

plans at least quarterly for 10 of 10 sampled 

residents (Resident #1, #2, #3, #4, #5, #6, #7, #8, 

#9, and #10). Failure to review and revise the 

care plan limited staff's ability to meet the 

resident's current care needs.

Findings include: 

Record review for the sampled residents 

(Resident #1, #2, #3, #4, #5, #6, #7, #8, #9, and 

#10) occurred on all days of survey. The records 

lacked evidence staff reviewed the residents' care 

plans at least quarterly and updated them as 

needed.

On the morning of 11/29/23, Resident A indicated 

staff no longer invite residents to care meetings 

and indicated a desire to be involved in the 

process of discussing the care he/she needs. 

Following the above resident interview, an 

administrative nursing staff member (#2) said 

staff document the care conferences, including 

who attended, in observation notes.

Review of Resident A's observation notes 

occurred on the afternoon of 11/29/23. These 

notes, reviewed back to 12/01/22 showed staff 

failed to hold a care conference within the past 

year.
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 B1320 33-03-24.1-13,2 RESIDENT RECORDS

     2.   Resident records must include:

          a.   The resident's name, social security 

number, marital status, age, sex, previous 

address, religion, personal licensed health care 

practitioner, dentist, and designated 

representative or other responsible person.

          b.   The licensed health care practitioner's 

orders and report of an examination of the  

resident's current health status.

          c.   An admission note.

          d.   A copy of an initial and current 

assessment and care plan.

          e.   Documentation of  resident 

observations by authorized staff.

          f.   Documentation of death, including 

cause and disposition of the resident's personal 

effects, money, or valuables deposited with the 

facility.

          g.   A quarterly progress note documenting 

the resident's current health condition, level of

functioning, activity involvement, nutritional 

status, psychosocial interactions, and needs.

          h.   Documentation of review of prescribed 

diets.

 

          i.   Transfer forms that are completed, 

signed, and sent with the resident when 

transferred to another

facility.

 B1320
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 B1320Continued From page 17 B1320

          j.   A medication administration record 

documenting medication administration 

consistent  

with applicable state laws, rules, and practice 

acts.

          k.   Documentation of an annual medication 

regimen review.

          l.   A written report of any funds kept at a 

resident's request.   Such record shall show 

deposits to and withdrawals from the fund.

          m.   Documentation of a fire drill 

walk-through within five days of admission.

          n.   All agreements or contracts entered 

into between the facility and the resident or legal

representative.

          o.   A discharge note.

This State Licensing Rule  is not met as 

evidenced by:

Based on information received from 

complainants, record review and staff interview, 

the facility failed to ensure a complete medical 

record for 5 of 10 sampled residents (Resident 

#3, #4, #5, #6, and #10), 2 of 4 closed resident 

records (Resident #11 and #14) and 1 

supplemental sampled resident (Resident #17). 

Failure to complete quarterly progress notes, 

transfer forms, discharge notes, and a fire drill 

walk-though and include diet orders may affect 

continuity of care.

Findings include:
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 B1320Continued From page 18 B1320

Review of information provided by complainants 

identified concerns with the discharge process 

and information provided at the time of discharge.

- Medical record review occurred on all days of 

the survey and identified the following residents 

lacked quarterly progress notes from January 1 - 

November 29, 2023:

*Resident #3's medical record contained no 

quarterly progress notes for the period reviewed. 

*Resident #4's medical record contained a 

quarterly progress note dated 11/01/23, but no 

notes before that. 

*Resident #5's medical record contained a 

quarterly progress note dated 11/18/23, but no 

notes before that. 

- Review of Resident #6's medical record 

occurred on all days of survey and contained no 

quarterly progress notes for the period reviewed. 

Resident #6's care plan included a diagnoses of 

Type 2 diabetes mellitus. The medical record 

contained no diet order.

On the morning of 11/30/23, an administrative 

nurse (#2) confirmed Resident #6's medical 

record failed to include a diet order.    

- Review of Resident #10's medical record 

occurred on all days of survey. The care plan 

included a diagnoses of diabetes mellitus. Further 

review of Resident #10's record found no diet 

order. The facility transferred Resident #10 on 

10/20/23 to the emergency room with subsequent 

admission to the hospital. The record lacked 

evidence staff completed a Notice of Transfer and 

provided a copy to the resident/representative. 

- Medical record review occurred on November 

29-30, 2023 for Resident #11. The facility 
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 B1320Continued From page 19 B1320

admitted the resident on 10/05/23 and discharged 

on 10/20/23. The record contained no evidence of 

a fire drill walk-through within five days of 

admission.

During interview on the morning of 11/29/23, an 

administrative nurse (#2), when asked where 

staff would document a fire drill walk-through, 

said to speak with an administrative staff member 

(#4). During interview on the afternoon of 

11/29/23, the administrative staff member (#4) 

stated he was unaware of the requirement for a 

fire drill walk-through within five days of 

admission.   

- Medical record review occurred on November 

29-30, 2023 for Resident #14. The facility 

transferred Resident #14 to another facility on 

10/03/23. The record lacked evidence of a 

transfer form sent with the resident and also 

lacked evidence of a discharge note. 

During an interview on the morning of 11/29/23, 

an administrative nurse (#2) confirmed the facility 

does not complete transfer forms.

- Review of Resident #17's medical record 

occurred on November 29-30, 2023. The care 

plan identified, "Resident is diabetic and requires 

assistance with monitoring blood glucose. . ." 

Further review of Resident #17's record found no 

diet order.

On the morning of 11/30/23, an administrative 

nurse (#2) confirmed Resident #17's medical 

record failed to include a diet order.

 B1410 33-03-24.1-14,1 PERSONAL CARE SERVICES  B1410
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 B1410Continued From page 20 B1410

       1. Activities of daily living and instrumental 

activities of daily living and observation and  

documentation of changes in physical, mental, 

and emotional functioning, as needed.  

This State Licensing Rule  is not met as 

evidenced by:

Based on information received from the 

complainants, record review, and staff interview, 

the facility failed to provide assistance with 

activities of daily living (ADL) for 1 of 2 closed 

resident records (Resident #11) reviewed for 

bathing concerns. Failure to provide bathing 

assistance may result in unnecessary odors or 

skin issues. 

Findings include: 

Review of information provided by complainants 

identified concerns with a lack of bathing. One 

complainant stated showers were not being done 

and provided assistane with bathing for their 

family member. 

Review of Resident #11's medical record 

occurred on all days of survey. The facility 

admitted the resident on 10/05/23 and discharged 

on 10/20/23. Resident #11's care plan identified a 

bathing schedule as twice weekly and the 

resident required monitoring and cueing during 

bathing. 

During interview on the morning of 11/29/23, an 

administrative nurse (#2) said staff would 

document bathing on the treatment record. 

Review of Resident #11's treatment record found 

no evidence staff assisted with bathing during the 

stay.
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 B1510 33-03-24.1-15,1 PHARMACY/MED ADM 

SERVICES

       1. The facility shall provide assistance to the 

resident in obtaining necessary medications and  

medical supplies.

This State Licensing Rule  is not met as 

evidenced by:

 B1510

Based on information received from the 

complainant, observation, record review, review 

of facility policy, and resident and staff interview, 

the facility failed to assist with obtaining 

necessary medications for 1 of 10 sampled 

residents (Resident #8), two supplemental 

residents (Resident #15 and #17), and one 

closed record (Resident #11) reviewed. Failure to 

obtain and ensure residents received medications 

as ordered may lead to inadequate pain control or 

other adverse effects.

Findings include:

Review of information provided by a complainant 

identified concerns with missing medication and 

missed doses of medications.

Review of the facility policy titled "Medication 

Administration System" occurred on 11/30/23. 

This policy, dated 02/13/20, stated, "Policy: Each 

resident will receive his/her medications safely, 

as directed by the prescribing Licensed 

Healthcare Provider . . . Provision: . . . b. All 

medications will be provided according to the '5 

Rights' (Right resident, right drug, right 

medications, right dose, right time). . . . i. If a 

medication is not available at a scheduled 

administration time the nurse will be notified 
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immediately." 

- Observation on 11/28/23 of the morning 

medication pass showed a medication assistant 

(MA) (#5) failed to provide Resident #15 the 

spironolactone (diuretic [water pill] which treats 

hypertension [high blood pressure]) and 

metoprolol succinate (treats hypertension) as 

ordered. The MA stated the facility was out of 

these medications, the pharmacy was called, and 

she would administer the medications when they 

arrived after discussion with the nurse.

Review of Resident #15's medical record 

occurred on 11/28/23. Diagnoses included 

hypertension. The current care plan included ". . . 

WEIGHT: WEEKLY . . . current status: LE [lower 

extremity] edema . . . MED (medication) 

DISTRIBUTION . . . Resident requires assistance 

with medication management . . . Resident's 

Desired Goals & [and] Outcomes: take meds as 

ordered . . . CHRONIC ILLNESSES . . . Carry out 

and perform all treatment . . . Hx [history]: . . . 

HTN [hypertension] . . . Resident's Desired Goals 

& Outcomes: To keep chronic illness sustained 

and to receive complete care from staff. . . . 

Review of Resident # 15's November 2023 

Medication Administration Record (MAR) showed 

the facility documented the following medications 

as "unavailable." 

* Spironolactone on November 26 and 28: 

 * Metoprolol Succinate ER [extended release] on 

November 20, 21, 22, 23, 24, 25, 26, and 28

 

Resident #15's MAR failed to show the resident 

received the spironolactone and metoprolol any 

time on November 28.  

During an interview on 11/29/23 at 2:10 p.m., a 
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licensed nurse (#3) stated medications on cards 

are exchanged by pharmacy every month, as 

pharmacy takes the used cards and brings new 

medication cards. The nurse orders medications 

that are not carded seven to 10 days before the 

medication runs out by faxing or calling the 

pharmacy. The nurse is not sure why Resident 

#15's spironolactone and metoprolol did not get 

reordered on time.

The facility failed to ensure the availability of and 

provide Resident #15 with 10 doses of 

antihypertensive medications leading to potential 

adverse consequences. 

- Record review for Resident #11 occurred on 

November 29-30, 2023. The facility admitted 

Resident #11 on 10/05/23 and discharged on 

10/20/23. Review of the face sheet identified 

diagnoses including vascular dementia with 

behavioral disturbance, major depressive 

disorder with psychotic symptoms, generalized 

anxiety disorder, and hypertension. The 

physician's orders included Clonazepam (treats 

anxiety) 1 milligram (mg) twice a day and 

Propranolol Hydrochloride (treats hypertension) 

20 mg twice daily. Review of the MAR for the 16 

days the resident lived in the facility found staff 

documented the clonazepam as "unavailable" 

three times and the propranolol as "unavailable" 

seven times.

- During an interview on the afternoon of 

11/28/23, Resident #17 stated she has lived in the 

facility for three months and has not received her 

morphine several times since moving in. 

Resident #17's medical record review occurred 

on November 29-30, 2023. The care plan 

identified the resident had chronic pain and 
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received medications from staff. Review of the 

physician's orders identified Morphine Sulfate (for 

pain) 15 mg every 12 hours. Review of Resident 

#17's MAR for September 1 - November 28, 2023 

found staff documented the morphine as 

"unavailable" five times.

Resident #17's physician's orders also included 

an order for Linzess (treats constipation). Review 

of Resident #17's MAR identified staff 

documented the Linzess as "unavailable" seven 

times during the period reviewed.

- Review of Resident #8's medical record 

occurred on all days of survey. Diagnoses 

included osteoarthritis and chronic pain. The 

physician's orders included Pradaxa (blood 

thinner) twice a day and Xtampza (narcotic pain 

medication) twice a day. 

During an interview on the afternoon of 11/27/23, 

Resident #8 stated staff frequently do not have 

her pain medication and blood thinner 

medication.

Review of Resident #8's MARs for October and 

November 2023 showed staff failed to administer 

the Pradaxa on five occasions and the Xtampza 

on eight occasions. On all the occasions 

documentation identified "medication 

unavailable."

 B1520 33-03-24.1-15,2 PHARMACY/MED ADM 

SERVICES

       2. The facility shall provide a secure area for 

medication storage consistent with chapter 

61-03-02.  

 B1520
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          a.  A specific system must be identified for 

the accountability of keys issued for locked drug

storage areas.

          b.  Residents who are responsible for their 

own medication administration must be provided 

a  

secure storage place for their medications.

This State Licensing Rule  is not met as 

evidenced by:

Based on observation, policy review, and staff 

interview, the facility failed to assure safe and 

secure storage of medications for 1 of 3 

medication carts (2nd floor cart) and one 

supplemental resident (Resident #16). Failure to 

store all medications securely may result in 

unauthorized access to medications.

Findings include:

Review of the facility policy titled "Medication 

Administration System" occurred on 11/30/23. 

This policy, dated 02/13/20, stated, ". . . 

Procedure: . . . 5. Medication Cart a. All 

medications are stored in a lockable medication 

cart . . . The medication cart is kept locked when 

not in plain view of the person providing 

medications. . . ."

- Observation on the morning of 11/27/23 showed 

Resident #16's room door open and the resident 

not inside. A plastic medication cup was visible on 

the counter right inside the door. The medication 

cup contained two colored dime shaped pills and 

the room number written on the cup.  
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Review of Resident #16's medical record showed 

an order for Tums 500 milligrams every morning. 

During an interview on 11/29/23 at 10:40 a.m., an 

administrative nurse (#2) stated Resident #16 

"does not self-administer medications."

- Observation of the 2nd floor medication cart 

occurred on 11/28/23 at 10:30 a.m. and showed a 

key sticking out of the narcotic drawer, which 

prevented the drawer from sliding back into the 

cart so staff could lock it. The cart was observed 

unattended immediately prior to this observation. 

A medication assistant (MA) (#8) stated the key is 

bent and she is unable to lock the drawer, the 

lock does not always catch, it is difficult to get the 

bent key in or out of the lock, and it has been this 

way for several days or longer. An administrative 

staff member (#4) stated he fixed the problem a 

few days ago and planned to get a new key 

today.

Leaving medications unattended in a resident's 

room increased the potential for a missed or late 

dose, or for the wrong resident to take the 

medication. Failure to lock an unattended 

medication cart increased the risk for diversion of 

medication.

 B1540 33-03-24.1-15,4 PHARMACY/MED ADM 

SERVICES

       4. All medications used by residents which 

are administered or supervised by staff must be:

          a.  Properly recorded by staff at the time of 

administration.  

          b.  Kept and stored in original containers 

 B1540
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labeled consistently with state laws.

          c.  Properly administered.

This State Licensing Rule  is not met as 

evidenced by:

Based on observation, record review, review of 

facility policy, and staff interview, the facility failed 

to ensure proper administration of medications for 

1 of 1 sampled resident (Resident #10) and 1 

supplemental resident (Resident #15) observed 

receiving insulin. Failure to properly label an 

insulin pen may result in an incorrect dose and 

adverse consequences for the residents. 

Findings include: 

Review of the facility policy titled "Medication 

Administration System" occurred on 11/30/23. 

This policy, dated 02/13/20, stated, ". . . 

Procedure: . . . 3. Labeling . . . The label should 

contain the . . . drug name and strength, dosage . 

. . Facility staff should not alter labels . . ."

Review of the facility policy titled "Insulin Pen 

Administration System" occurred on 11/30/23. 

This policy, dated 2020, stated, ". . . Procedure: . 

. . 4. Safety Check as follows: . . . b. Compare the 

label with the medication administration record 

[MAR] c. Check the label and MAR for the correct 

name of the insulin, dose, route, resident and 

time. . . ."

- Observation on the morning of 11/28/23 showed 

a medication assistant (MA) (#5) administered 

Levemir 14 units to Resident #15. Observation 

showed the Levemir insulin pen label stated "8 

units Q [every] A.M."
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Review of Resident #15's medical record 

occurred on 11/28/23. A physician's order, dated 

06/01/23, stated, "Levemir 100U/ML [units per 

milliliter] 14 Units. Inject 14 units of Levemir 

Insulin sub-Q Daily."

During an interview on 11/28/23 at 11:15 a.m., a 

licensed nurse (#3) stated she can request a new 

sticker for the insulin if the label and order do not 

match. Both the nurse (#3) and an administrative 

nurse (#2) agreed the label should match the 

order.

- Review of Resident #10's medical record 

occurred on all days of survey. A physician's 

order, dated 05/27/23, identified Lantus (a 

long-acting insulin) 10 units in the morning and 

the evening.

Observation on the morning of 11/28/23, showed 

Resident #10's Lantus insulin pen label stated 15 

units in the a.m. and 20 units in the p.m. 

During an interview on the afternoon of 11/29/23, 

an administrative nurse (#2) confirmed the insulin 

pen label did not match the physician's order.

 B1700 33-03-24.1-17 NURSING SERVICES

          33-03-24.1-17.   Nursing services.  Nursing 

services must be available to meet the needs of 

the  

residents either by the facility directly or arranged 

by the facility through an appropriate individual or  

agency providing nursing services.

 B1700
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This State Licensing Rule  is not met as 

evidenced by:

1. Based on review of facility policy, record 

review, and staff interview, the facility failed to 

provide nursing services to meet diabetic 

resident's needs for 2 of 4 sampled residents 

(Resident #3 and #10). Failure to provide feet/nail 

care as needed may result in negative health 

outcomes for the residents. 

Findings include:

Review of the facility policy, titled, "Care of the 

Diabetic Resident" occurred on 11/29/23. This 

policy, dated 02/13/20, stated, "Procedure: . . . 3. 

Diabetic care assistance/management will be 

provided at the direction of the health care 

provider, the resident, and/or resident 

representative . . . 4. Diabetic care 

assistance/management may include but is not 

limited to: . . . e) Monitoring of skin integrity 

(especially feet) . . ."

On the morning of 11/29/23, when asked, an 

administrative nursing staff member (#2) stated 

staff document diabetic foot care in the 

Observation Notes.

- Review of Resident #3's medical record 

occurred on all days of survey. This resident's 

Service Plan contained a list of Active Cares and 

under Nursing, stated, "Foot Care - Provided by 

Licensed Nurse (Monthly) Instructions: Licensed 

Nurse will assess resident's feet monthly for 

redness, pressure areas, or open sores. Resident 

is high risk for complications due to Diabetes 

Mellitus [DM]. Nurse will trim and file nails as 

needed with each assessment. Status: Resident 

is considered high risk for complications following 

toenail care related to DM."
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Review of Resident #3's observation notes from 

01/01/23 through 11/29/23 identified the resident 

received toenail care on 04/17/23 and lacked 

documentation showing professional staff 

provided nail care in the last seven months. 

- Review of Resident #10's medical record 

occurred on all days of survey. This resident's 

Service Plan contained a list of Active Cares and 

under Nursing, stated, "Nail Care - Provided by 

licensed nurse Instructions: Licensed Nurse will 

provide Nail Care Status: Resident is considered 

high risk for complications following toenail care 

related to DM."

Review of Resident #10's observation notes from 

admit date 05/27/23, lack documentation of foot 

care by a licensed nurse. 

2. Based on observation, review of facility policy, 

record review, and resident and staff interview, 

the facility failed to provide nursing services to 

meet the needs for 1 of 2 sampled residents 

(Resident #8) on oxygen. Failure to administer 

oxygen according to the physician's order may 

result in complications and compromise the 

resident's respiratory status.

Findings include:

Review of the facility policy titled "Provision of 

Oxygen" occurred on 11/30/23. This undated 

policy, stated, ". . . Ensure safe administration of 

medications according to prescriber orders. . . ." 

Review of Resident #8's medical record occurred 

on all days of survey. The physician's orders 

stated, resident to wear supplemental oxygen at 1 

liters per minute via NC (nasal cannula) 
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continuously. The medication administration 

record for November 2023 showed Resident #8's 

oxygen at 1 liter per NC and signed by staff twice 

a day. 

During an interview on the afternoon of 11/27/23, 

Resident #8 stated her oxygen is always at 2 

liters. Observation showed the resident's oxygen 

set at 2 liters per NC.

During an interview on 11/30/23 at 2:58 p.m., an 

administrative nurse (#3) confirmed Resident #8's 

oxygen order is 1 liter per NC.

 B1800 33-03-24.1-18 DIETARY SERVICES

     33-03-24.1-18.  Dietary services.  The facility 

must meet the dietary needs of the residents and 

provide  

dietary services in conformance with the North 

Dakota sanitary requirements for food 

establishments.  Dietary services must include:

This State Licensing Rule  is not met as 

evidenced by:

 B1800

Based on observation, review of facility policy, 

and staff interview, the facility failed to provide 

dietary services to meet residents' needs and in 

conformance with the North Dakota sanitary 

requirements for food establishments in 1 of 1 

kitchen/dining room. Failure to wear hair 

restraints, store dishware in a sanitary 

environment and disinfect the dining room 

tables/food contact surfaces may result in 

unsanitary conditions and/or foodborne illness. 

 

Findings include:

 

Health Repsonse and Licensure

If continuation sheet  32 of 416899STATE FORM LD6911



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 12/28/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

North Dakota Health and Human Services

8054A 11/30/2023

C

NAME OF PROVIDER OR SUPPLIER

EVERGREEN

STREET ADDRESS, CITY, STATE, ZIP CODE

2143 6TH AVE W

DICKINSON, ND  58601

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 B1800Continued From page 32 B1800

Review of the "Food Service Sanitation" policy 

occurred on 11/29/23. This policy, dated 

02/13/20, stated, ". . . Employees will wear hair 

restraints when working with food and present in 

the kitchen. . . . Moist cloths used for wiping food 

spills on kitchenware and food contact surfaces 

of equipment are stored in a sanitizing solution . . 

." 

Observation in the kitchen with the culinary 

manager (#7) occurred on 11/27/23 at 9:15 a.m. 

Observation showed a fan on the floor with 

accumulated dust clumps blowing towards the 

clean dishes. When asked about the use of the 

red sanitizing buckets the culinary manager (#7) 

stated the facility is not using sanitizer at this time 

to disinfect the tables. 

Observation on 11/27/23 at 9:35 a.m. showed a 

dining aide (#9) cleaning the dining room tables. 

This dietary aide (#9) explained she washed the 

tables with dish soap and rinsed with water.  

Observation during the survey showed the 

culinary manager (#7) frequently without a hairnet 

and always without a beard covering while in the 

kitchen and/or serving area.

 B1810 33-03-24.1-18,1 DIETARY SERVICES

     1.   A minimum of three meals each day.  

Meals must be nutritious and well-balanced in 

accordance with the recommended dietary 

allowances of the food and nutrition board of the  

national research council, national academy of 

sciences.

 B1810
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This State Licensing Rule  is not met as 

evidenced by:

Based on observation, review of menus, and 

resident and staff interview, the facility failed to 

serve food according to prepared menus during 1 

of 1 observation of tray line (evening meal 

11/28/23). Failure to ensure staff serve food 

according to menus sizes may result in 

inadequate nutrition and weight loss. 

 

Findings include:

Observation of meal tray line occurred on 

11/28/23 at 4:50 p.m. with a culinary staff 

member (#10). This staff member stated each 

resident is receiving:

4 ounces (oz) of tomato soup 

a half of a grilled cheese sandwich

3 oz of vegetables 

a scoop of pasta salad (later identified as a 1/3 

cup).

Review of the facility menu for the evening meal 

on 11/28/23 identified the following portion sizes:

tomato soup 6 oz 

one grilled cheese sandwich 

one half cup of broccoli

one half cup pasta salad 

The facility staff failed to serve portion sizes as 

directed on the menu. Staff also failed to provide 

menus to the residents. 

During a resident group interview on 11/29/23 at 

2:30 p.m., several residents voiced concerns 

about the frequency the facility "runs out of food." 

They also voiced concerns about a lack of variety 

in the meals.
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 B1830 33-03-24.1-18,3 DIETARY SERVICES

     3.   Snacks between meals and in the 

evening.  These snacks must be listed on the 

daily menu.  Vending machines may not be the 

only source of snacks.

This State Licensing Rule  is not met as 

evidenced by:

 B1830

Based on observation, and resident and staff 

interviews, the facility failed to provide snacks 

between meals and in the evenings and list these 

snacks on the daily menu for 4 of 4 days of 

survey (November 27-30, 2023). Failure to 

provide regular snacks may result in unresolved 

hunger and weight loss. 

Findings include:

Observation on all days of survey showed staff 

failed to provide snacks between meals and in 

the evening. Staff also failed to post daily menus 

and list snacks on the menus. 

During an interview on the afternoon of 11/27/23 

Resident C stated, "I need some snacks, I am 

hungry." 

Observation on 11/28/23 at 1:15 p.m. showed the 

refrigerator in the kitchenette on the third floor 

contained jello, and no other snacks observed. At 

2:00 p.m., observation showed the kitchenette 

refrigerator on the first floor contained jello and 

applesauce. At 3:34 p.m., observation showed 

the refrigerator in the kitchenette on the second 

floor contained jello, no other snacks observed.

During an interview on 11/29/23 at 2:00 p.m. the 
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 B1830Continued From page 35 B1830

culinary manager (#4) stated staff stock snacks in 

the kitchenette refrigerators for the residents. 

During a resident group interview on 11/29/23 at 

2:30 p.m., several residents commented about 

the kitchenettes not being stocked, or when they 

are stocked, some residents take too much, 

leaving little to no snacks available for several 

days.

 B1840 33-03-24.1-18,4 DIETARY SERVICES

     4.   Provisions for prescribed diets, if the 

facility accepts or retains individuals in need of 

such  

diets.  

          a.   The facility shall provide for preparation 

and serving of prescribed diets. 

          b.   Menus for prescribed diets must be 

planned and reviewed as needed by a 

professional consistent with North Dakota 

Century Code chapter 43-44.    

This State Licensing Rule  is not met as 

evidenced by:

 B1840

Based on record review, review of facility menus, 

and resident and staff interview, the facility failed 

to provide provisions for prescribed diets for 2 of 

2 sampled residents (Resident #5, and #8) and 1 

supplemental resident (Resident #15) with orders 

for a carbohydrate controlled, low sodium, and 

diabetic diet. Failure to provide prescribed diets 

may result in adverse health effects. 

Findings include:
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During an interview on the afternoon of 11/27/23 

a culinary manager (#7) stated the facility does 

not provide any specialized diets, all residents 

receive a regular diet. 

Review of medical records identified the 

following:

* Record review for Resident #5 occurred on all 

days of survey and the Face Sheet identified a 

low sodium diet.

* Record review for Resident #8 occurred on all 

days of survey and the Face Sheet identified a 

diabetic diet.

* Record review for Resident #15 occurred on 

11/28/23 and the Face Sheet identified a 

carbohydrate controlled, heart healthy diet.

Review of a list of all resident's diets provided by 

the facility identified three other residents on a 

diabetic carbohydrate controlled diet. 

Review of facility menus occurred on all days of 

survey and included a "regular" menu. The facility 

lacked planned and reviewed menus which 

included provisions for low sodium, carbohydrate 

controlled and diabetic diets. 

During an interview with a group of residents on 

11/29/23 at 2:30 p.m., several residents voiced 

concerns about not receiving a specialized (i.e.: 

diabetic or gluten free) diet and not receiving 

foods/snacks that meet their dietary needs.

 B1860 33-03-24.1-18,6 DIETARY SERVICES

     6.   Preparation of food by methods that will 

conserve nutritive value and enhance flavor and  

appearance, and be served at the proper 

 B1860
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 B1860Continued From page 37 B1860

temperatures and in a form to meet individual 

needs.

This State Licensing Rule  is not met as 

evidenced by:

Based on observation, review of professional 

reference, resident and staff interview, the facility 

failed to serve food at proper temperatures and in 

a manner that enhances appearance on 1 of 1 

days of survey (November 28, 2023). Failure to 

serve foods at proper temperatures may result in 

reduced palatability and intakes. 

Findings include:

ServSafe Manager 7th Edition Chapter 7, page 

7.2 stated, "Guidelines for Holding Food . . . 

Temperature: Hold TSC [Time/Temperature 

Control] food at the correct internal temperature: 

Hold hot food at 135 F [degrees Fahrenheit] . . . 

or higher. Hold cold food at 41 F . . . or lower."

During an interview on the afternoon of 11/27/23, 

Resident A stated the food is lukewarm and the 

coffee at breakfast is cold.

During an interview on the morning of 11/28/23, 

Resident B stated the food is often cold.

Observation during the evening meal on 11/28/23 

showed a culinary staff member (#10) serving 

food from a steam table. At the conclusion of the 

meal, temperatures were obtained and identified 

the following:

* Tomato soup 119 degrees F

* Vegetables 88 degrees F

* Toasted cheese sandwich 96 degrees F 

During an interview with a group of residents on 
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 B1860Continued From page 38 B1860

11/29/23 at 2:30 p.m., several residents 

commented about cold or lukewarm food and 

cold coffee, tea and the unappetizing appearance 

of some the food.

 B2000 33-03-24.1-20 HOUSEKEEPING/LAUNDRY 

SERVICES

     33-03-24.1-20.  Housekeeping and laundry 

services.  The facility shall maintain the interior 

and exterior of the facility In a safe, clean, and 

orderly manner and provide sanitary laundry 

services, including personal laundry services, for 

residents.

This State Licensing Rule  is not met as 

evidenced by:

 B2000

Based on observation and resident and staff 

interview, the facility failed to provide 

housekeeping services to maintain a clean and 

orderly environment on 4 of 4 days of survey 

(November 27-30, 2023). Failure to ensure 

cloth-covered dining room chairs are unsoiled 

and free of stains does not promote a homelike 

atmosphere. 

Findings include:

Observation on November 27-30, 2023 showed 

nine stained and soiled cloth-covered chairs in 

the area called the library, where some of the 

residents ate meals and participated in activities.

During an interview with a group of residents on 

11/29/23 at 2:30 p.m., a resident identified 

concerns with sticky chair arms in the dining 

room and dirty, wet, and/or odorous cloth chair 

seats in the library, causing the resident to not 

want to sit on them. Other residents agreed with 
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 B2000Continued From page 39 B2000

this resident.

During an interview on 11/29/23 at 3:40 p.m., an 

administrative staff member (#4) stated the 

kitchen staff are responsible for cleaning the 

chairs in the dining room and library areas. 

During an interview on 11/30/23 at 8:25 a.m., a 

culinary staff  member (#9) stated she has wiped 

down the chairs in the dining room and library 

area, and it would be housekeeping's 

responsibility to clean the cloth seat on the chairs.

 B2307 33-03-24.1-23,7 End-of-Life Services

7.  If a facility provides end-of-life care to 

residents, the facility shall ensure training and 

competency evaluation is completed for all 

nursing and personal care staff members specific 

to the care and services necessary to meet the 

needs of the terminally ill resident. The training 

and competency evaluation must be completed 

prior to caring for a resident in need of end-of- life 

care. The facility staff must be trained by a nurse. 

Training of the other individuals may be 

completed by any of the following:

a. Facility personnel;

b. Other experts;

c. Nurse or nurse consultant; or

d. Hospice agency nurse.

If the facility utilizes family, volunteers, or the 

resident's designee to provide end-of life care, 

the facility shall ensure appropriate training for 

these individuals specific to the care and services 

provided by this person. The facility shall assure 

the competency of the individual for this task and 

address changes if the needs of the resident are 

not being met. 

 B2307
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This State Licensing Rule  is not met as 

evidenced by:

Based on review of employee files and staff 

interviews, the facility failed to ensure training and 

competency evaluation for 4 of 4 certified nurse 

aides' (CNAs) (Staff BB, CC, DD, and EE) files 

reviewed. Failure to ensure only qualified staff 

assist residents in need of end-of-life care 

increases the risk for adverse consequences. 

Findings include:

The facility identified one resident on end-of-life 

care. 

Review of staff member BB, CC, DD, and EE's 

employee files occurred on 11/29/23. The 

employee files lacked education for providing 

end-of-life care to residents. 

During a telephone interview on the morning of 

11/30/23, an administrative training coordinator 

(#11) stated CNAs are not assigned the hospice 

(end-of-life) education.
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Dickinson Evergreen Plan of Correction  

Visit 11/27-11/30/2023 

B910 –   
1. Training/Review of Insulin Administration Policy – completion by January 19, 2024. 
Competency Checks of all Medication Aids to be completed by January 19, 2024. Completion will be 
done and/or reviewed by , RN, VP of Nursing. Continued compliance will be assured 
through New Employee Onboarding for new employees – policy review and competency verification to 
be completed by the RN in building within two weeks of start date; new medication aides will only pass 
insulin with another approved medication aide or licensed nurse until competency check is completed, 
documented, and filed. Additionally, annual competency checks will be completed for all active 
medication aides. All competency checks will be uploaded to our learning management system to ensure 
electronic copies are on file.   
  
2. Review of entire staff roster was completed prior to 12/13/23 and ensured 100% of staff have the 
required NA licensure as authorized by the State of ND via the NA Registry. Continued compliance of files 
and pre-employment needs including proof of NA documentation to be completed by the HR Assistant 
or an Administrator’s delegate prior to new direct care employees handling resident cares or needs.  
Nurse delegation and competency checks will be completed on all direct care providers for ADL’s by 
January 19, 2024. New Direct care providers will only provide cares with another approved nurse aide or 
licensed nurse until competency check is completed, documented, and filed. Additionally, annual 
competency checks will be completed for all active nurse aides and caregivers. All competency checks 
will be uploaded to our learning management system to ensure electronic copies are on file.   
 
Staff “AA” was terminated on 12/07/23.  
 
A random diabetic audit will be conducted weekly by RN consultant (50% of census) to ensure 
medications and/or diabetic care needs are being observed and administered as ordered. After 4 weeks 
with no variance the audit will be done every other week.  After 2 months with no variance the audit will 
be done monthly for 6 months.  
 
 
B923 –  
1. RN will identify all residents who self-administer medications and identify those who desire to self-
administer medications by January 19, 2024. RN will conduct a competency check for these residents 
and ensure there is a physician order for each resident who self-administers medications. Additionally, 
RN will ensure care plan reflects self-care administration notation. Self-administration of medication will 
be re-assessed annually and with significant change as part of the nursing assessment for 100% of 
residents affected for the term of self-administration of medications.  
 
The previously completed Self Medication Administration Assessment forms completed and provided for 
Residents #10 and #6 were not the approved forms for use by Agemark Senior Living. The approved form 
is attached within and , or delegate, has assured this appropriate documentation is 
being utilized with a completion date of January 19, 2024.  
  
 
B924 –  



1. Training/Review of Covid Policy and Droplet Precaution Donning/Doffing Comp Check for all direct 
care employees completed by January 19, 2024. Ongoing compliance will be overseen by RN in the 
building to ensure protocols are being followed during times of covid outbreak. New employees will 
review Covid policy during new employee orientation (Week 1 of onboarding). This will be completed by 
Licensed Nurse in the building. New employees will sign off via Relias, our learning management system 
to ensure electronic records of policy sign off are on file. This updated Covid policy and the Droplet 
Precaution Donning/Doffing Comp Check included within.  
 
2. Catheter emptying competency will be completed by January 19, 2024 and will align with Agemark’s 
competency assessment. This will be completed by the RN in the building. This competency form is 
included within.  
Nurse delegation and competency checks will be completed on all direct care providers for ADL’s by 
January 19, 2024. New Direct care providers will only provide cares with another approved nurse aide or 
licensed nurse until competency check is completed, documented, and filed. Additionally, annual 
competency checks will be completed for all active nurse aides and caregivers. All competency checks 
will be uploaded to our learning management system to ensure electronic copies are on file.   
 
RN to introduce and review all Wellness Policies to new Administrator by January 19, 2024.  
 
 
B928 –  
1. Proper dishware is available and on-site. Disposable dinnerware is only to be utilized in the event of a 
room service delivery or should communal dining be disrupted due to quarantine status. This will be 
audited for compliance by the acting Culinary Services Manager, or delegate. 
 2. Prior CSM terminated employment on 12/28/2023 
 
B1000 –  
1. Education of Chapter 33-03-24.2-08 in the General Standard for Construction and Equipment for Basic 
Care Facilities will be completed with the employee responsible for staffing no later than January 19, 
2024, to ensure staffing is appropriate as indicated by Evacuation Capability Scores. This education will 
be completed by RN, . 
 
All staff schedules will be documented in OnShift, the database system that is used by Agemark Senior 
Living, to allow for prompt schedule documentation and remote oversight. Contract labor will be 
resourced to supplement Evergreen staff to ensure adequate staffing levels can be met as indicated by 
the Evacuation Score requirements.  
 
Ongoing audits will be completed by Regional Director of Operations or delegate on a weekly basis for 
the first eight weeks, then monthly thereafter. The monthly audits will be completed prior to the first of 
each month to ensure adequate staffing and adherence to the Evacuation Capability Scores.  
 
B1110 –  
1. Training/Review of Medication Administration Policy – completion by January 19, 2024.  
 
Competency Checks of all Medication Aides, including employees, “BB” and “CC” to be completed by 
January 19, 2024. Completion will be done and/or reviewed by , RN, VP of Nursing.  
Continued compliance will be assured through New Employee Onboarding for new employees – policy 
review and competency verification to be completed by the RN in building within two weeks of start 



date; new Medication Aides will only pass medications with another approved Medication Aide or 
licensed nurse until competency check is completed, documented, and filed. Prior to independent 
medication administration, Relias training will be completed and verified by HR Assistant, or delegate.  
Additionally, annual competency checks will be completed for all active Medication Aides.  
Ongoing training compliance will be verified for 100% of new and current employees by the HR Assistant, 
or delegate. All competency checks will be uploaded to our learning management system to ensure 
electronic copies are on file.   
 
B1210 –  
1.  Resident #1’s re-assessment was completed on 12/21/23 

Resident #3’s re-assessment was completed on 12/20/23 
Resident #4's re-assessment was completed on 12/05/23 
Resident #5's re-assessment was completed on 11/18/23 
Resident #6's re-assessment was completed on 12/05/23 
Resident #7's was discharged from the Evergreen building on 12/13/23 
Resident #8's re-assessment was completed on 01/05/2024 
Resident #9's re-assessment was completed on 01/05/2024 
Resident #10's re-assessment was completed on 01/05/2024 
 

A review of 100% of current resident files will be completed and any re-assessments found to be 
overdue will be completed by January 19, 2024, by , RN or her delegate. Ongoing 
compliance with quarterly assessments will be audited remotely by VP of Nursing and any in need of 
review will be communicated to the RN in the building, or licensed nurse delegate, as applicable. The 
Administrator and Regional Director of Operations will also be advised of due or overdue assessments by 
the VP of Nursing. 

 
 
B1240-  
1. Resident care plans for 100% of current census will be reviewed and updated quarterly or with 
significant change in conjunction with the nursing assessment.  
Care plan conferences with residents and/or their POA will be held with each nursing assessment and 
care plan update to review plan of care and seek resident and/or POA input to re-establish the updated 
plan of care. This review will be completed by January 19, 2024, by , RN or her 
delegate. Ongoing compliance with quarterly care plan reviews and conferences will be overseen by the 
RN in the building. 
 
Documentation of Care Plan conferences will be entered into the Electronic Health Record as they are 
completed, including participants in attendance. This will be entered by the individual conducting the 
Care Plan conference. 
 
B1320 –  
1. A complete review of medical records to be completed and updated by January 19, 2024. Any deficits 
that are found will be corrected for the following residents reviewed: 
Resident #3  
Resident #4 
Resident #5 
Resident #6  
Resident #10 



Resident #17 
Moving forward, ten resident files will be audited weekly by the Director of Nursing, or delegate, to 
ensure completion and deficits are corrected. This will continue until 100% of current resident files have 
been reviewed and corrected.  
 
Residents #11 and #14 are closed files. 
 
New residents will follow the admission process to establish a complete resident record within five days 
of admission per State Licensing Rule 33-03-24.1-13,2. The RN in the building, or delegate, will be 
responsible for ensuring continued compliance with this rule.  
 
Discharge process for residents has been developed and staff will have a mandatory in-service by 
January 19, 2024, and Notice of Transfer forms will be completed and filed as per State Licensing Rule. 
The RN in the building, or delegate, will be responsible for adherence to this process.  All staff in-services 
will use the staff in-service form and will be uploaded to our learning management system to ensure 
electronic copies are on file.    
  
A review of 100% of current resident files will be completed and any Quarterly Progress Note found to 
be overdue will be completed by January 19, 2024, by , RN or her delegate. Ongoing 
compliance with Quarterly Progress Notes will be audited remotely by VP of Nursing and any in need of 
review will be communicated to the RN in the building, or licensed nurse delegate, as applicable. The 
Administrator and Regional Director of Operations will also be advised of due or overdue progress notes 
by the VP of Nursing. 
Beginning February 1, 2024, this will be maintained to coordinate with quarterly assessments and 
quarterly care plan reviews.  
 
B1410 –  
1. Mandatory Staff Inservice to be held on January 16, 2024, for all caregivers and Medication Aids, 
documentation of cares provided will be reviewed at that time. This in-service education will be 
completed by , VP of Nursing.  All staff in-services will use the staff in-service form and 
will be uploaded to our learning management system to ensure electronic copies are on file.  
 
Nurse delegation and competency checks for all direct care providers regarding resident ADL’s to be 
completed by January 19, 2024. Annual competency checks will be completed for all active nurse aides 
and caregivers.  All competency checks will be uploaded to our learning management system to ensure 
electronic copies are on file.   
 
Residents bathing schedule will be maintained per individual Care Plans located in the Electronic Health 
Record and documented within the resident’s Daily Tasks. Daily tasks will be monitored at the end of 
every shift by the outgoing Medication Aide to ensure completion of documentation prior to assigned 
employees leaving the building at the end of shift. 
A Licensed Nurse in the building, or delegate, will complete a weekly audit of daily tasks assigned for a 
minimum of 25% of current resident census. The audit findings will be reported to the Administrator 
weekly. 
 
 
B1510 –  
1. Training/Review of Medication Administration Policy – completion by January 19, 2024.  



If medication is not available, Medication Aides will be educated and expected to contact nurse on call 
immediately. 
 
Competency Checks of all Medication Aids to be completed by January 19, 2024. Completion of 
competency will be done and/or reviewed by , RN, VP of Nursing.  
Continued compliance will be assured through annual competency checks for all active Medication 
Aides.  
Ongoing training compliance will be verified for 100% of new and current employees by the HR Assistant, 
or delegate. 
New Medication Aides will be assigned the Medication Administration Policy review as part of their 
onboarding. Relias training will be completed and verified by HR Assistant, or delegate.  Additionally, 
annual competency checks will be completed for all active Medication Aides. All competency checks will 
be uploaded to our learning management system to ensure electronic copies are on file.   
 
Pharmacy dispense practices will be reviewed by , VP of Nursing, by January 19, 2024. 
If their process of dispensing medications is found to be inconsistent with our Medication Administration 
policy and unit dose packaging and cycle fill, the Pharmacy will be contacted for alignment with Agemark 
Senior Living policies and procedures.  Failure to align with Agemark Senior Living’s policies and 
procedures, including failure to dispense medications in a timely manner will result in a 60 day notice to 
terminate this partnership. Medication Administration Policy included within.  
 
All resident medications in the building will be audited to ensure compliance with unit dose packaging. If 
medications are being provided in bottles, residents and/or POA will be given a 30-day written notice no 
later than January 19, 2024 noting the requirement to transition to unit dose packaging, per policy.  
Any new admissions will be given the expectation prior to move in that all medications administered by 
Evergreen staff will be dispensed in unit dose packaging.  

 
A random audit of the resident Medication Administration Records (25% of census) will be conducted 
remotely each week by the VP of Nursing, or delegate, to ensure medications are being administered as 
ordered. If non-compliance by any Evergreen Medication Aide is identified during this audit, appropriate 
disciplinary action will be given per employee handbook. If any non-compliance is identified as being 
committed by a contracted staff member, this will be communicated to their supervisor for appropriate 
follow-up per that contracted agency’s policies and procedures. 
However, if compliance is verified during the audits, after 4 weeks without variance, the audit will be 
completed every other week.  After 2 months without variance, the audit will be done monthly for 6 
months.  
 
B1520 –  
1. Training/Review of Medication Administration Policy – completion by January 19, 2024.  
 
Competency Checks of all Medication Aides to be completed by January 19, 2024. Completion will be 
done and/or reviewed by , RN, VP of Nursing.  
Continued compliance will be assured through New Employee Onboarding for new employees – policy 
review and competency verification to be completed by the RN in building within two weeks of start 
date; new Medication Aides will only pass medications with another approved Medication Aide or 
licensed nurse until competency check is completed, documented, and filed. Prior to independent 
Medication Administration, Relias training will be completed and verified by HR Assistant, or delegate.  
Additionally, annual competency checks will be completed for all active Medication Aides.  



Ongoing training compliance will be verified for 100% of new and current employees by the HR Assistant, 
or delegate. All competency checks will be uploaded to our learning management system to ensure 
electronic copies are on file.   
 
Medication cart key was replaced on 12/14/23; all medication carts are able to be secured.  
 
B1540 –  
1. Pharmacy dispense practices will be reviewed by , VP of Nursing, by January 19, 
2024. If their process of labeling practices is found to be inconsistent with our Medication Administration 
policy, the Pharmacy will be contacted for alignment with Agemark Senior Living policies and 
procedures.  Failure to align with Agemark Senior Living’s policies and procedures, including failure to 
provide accurate or updated labels in a timely manner will result in a 60 day notice to terminate this 
partnership. Medication Administration Policy included within. 
 
B1700 –  
1. Training/Review of Care of the Diabetic Resident Policy – completed to Licensed Nurse by January 19, 
2024. Policy located within.  
 
A schedule will be created and followed for the Licensed Nurse to provide diabetic foot care monthly and 
document the care provided on the Electronic Health Record used by the Evergreen community. This was 
implemented immediately and continued ongoing. 
 
A request for diabetic nail maintenance by a Podiatrist will be made of the Primary Care Provider, as 
allowable by the resident’s insurance. This request will be completed via fax communication as 
documentation of the request.  
 
2. Training/Review of the Oxygen Policy – completed with all Medication Aides by January 19, 2024. 
Education provided by , VP of Nursing.  
Oxygen Policy located within.  
 
Competency Checks of all Medication Aids to be completed by January 19, 2024. Completion will be 
done and/or reviewed by , RN, VP of Nursing.  
Continued compliance will be assured through New Employee Onboarding for new employees – policy 
review and competency verification to be completed by the RN in building within two weeks of start 
date; new Medication Aides will only pass medications with another approved Medication Aide or 
licensed nurse until competency check is completed, documented, and filed. Prior to independent 
Medication Administration, Relias training will be completed and verified by HR Assistant, or delegate.  
Additionally, annual competency checks will be completed for all active Medication Aides.  
Ongoing training compliance will be verified for 100% of new and current employees by the HR Assistant, 
or delegate. 
 
During competency verification, each Medication Aide will be expected to verbalize the requirement of 
verifying that oxygen is being administered per Physician orders.  
 
All competency checks will be uploaded to our learning management system to ensure electronic copies 
are on file.   
 
B1800 –  



1. Sanitation processes reviewed and corrected.  
Inservice staff: 

a. Sanitation – education completed by internal Agemark Culinary Services Manager 
and consultant for Evergreen, , was done the week of 12/4/23. All 
bottles were labeled for ongoing use and the fan cleaned 12/4/23. Audit of 
chemicals and cleaning process to be inspected again by January 19, 2024 by  

 VP of Culinary, and . Acting Culinary Services Manager to 
inspect continued use of proper equipment at each meal service daily. 

b. Hair nets – education completed by  the week of 12/4/23. Acting 
Culinary Services Manager will ensure continued compliance daily. 

c. Portion sizes - education completed by  the week of 12/4/23,  
 VP of Culinary ordered proper portion scoops, etc. The items were delivered 

and are on-site. Completion for ongoing use will be done by January 19, 2024 by 
 Acting Culinary Services Manager to inspect continued use of proper 

equipment at each meal service daily.  
d. Snacks (serve from kitchen for diabetics, care plan) New snack procedures to be 

implemented no later by January 19, 2024. Mobile Snack/Nourishment carts with an 
assortment of no less than 5 choices will be available 3 times per day and to be 
delivered by dining staff. Menu of snack selections will be clearly posted and 
provided to all residents. Acting Culinary Services Manager, or delegate, is 
responsible for continued compliance and oversight of the snack program and 
development of the menu.  

New menu templates have been created and weekly menus will be posted in a minimum of 2 locations 
across the community every Sunday evening for the upcoming week. Acting Culinary Services Manager, 
or delegate, is responsible for continued compliance and oversight of menu development and 
management of communication.  
 
Adequate food supplies have been ordered and are awaiting shipment. New coffee carafes were ordered 
from Smuckers and this was confirmed and followed up on by  on January 5, 2024.  
Education for culinary staff regarding food temperature was completed by  the week of 
12/04/23.  Further inspection of kitchen equipment, specifically, the steam table was completed and 
food temps are being done to determine if there is equipment malfunction to ensure all equipment is in 
working order. The final checks for this equipment will be conducted again on January 9, 2024 by  

 If the equipment is deemed to be malfunctioning, an order for new equipment will be placed and 
installed. Food will be temped upon delivery to residents and overseen by the acting Culinary Services 
Manager.  
 
B1840–  
1. New residents will follow the admission process to establish a complete resident record, including diet 
orders from the Physician within five days of admission per State Licensing Rule 33-03-24.1-18,4. The RN 
in the building, or delegate, will be responsible for ensuring continued compliance with this rule and 
communication of dietary needs to Culinary Services.  
 
A contract has been established with a Registered Dietician for routine, periodic reviews of all menus. 
This Registered Dietician will approve the menu cycle and confirm all meals and snack menus meet the 
dietary requirements of each resident according to Physician’s diet orders. This established partnership 
and its contract is current for the upcoming year and will be reviewed annually to ensure Dietitian 
oversight with this rule. 



 
Culinary Manager (#7) self-terminated employment on December 28, 2023. 
  
 
B1860 –  
1.  Implement and maintain process for monitoring/recording temp logs, adjusting if not within 
acceptable standards.  
 
B2000-  
1. Dietary staff will create, implement and maintain schedules to clean dining room chair seats, and this 
will be completed after each meal service. 
 a. Wipe down chair arms/seating surfaces daily after last meal  
 b. If chair is visibly soiled it will be removed from the dining area until it can be cleaned. At such 
time, a work order and communication to the Housekeeping Services supervisor, or Administrator, will 
be completed and they can assist in further cleaning needs of the chairs within the dining or library 
areas. The acting Culinary Services Manager will ensure ongoing compliance with this process.  
 
B2307 –  
1. Training/Review of End of Life Care Policy – completion by January 19, 2024. 
Competency Checks of all current employees to be completed by January 19, 2024. Completion will be 
done and/or reviewed by , RN, VP of Nursing.  
Continued compliance will be assured through New Employee Onboarding for new employees – policy 
review and competency verification to be completed by the RN in building within two weeks of start 
date. Relias training will be completed and verified by HR Assistant, or delegate.   
Ongoing training compliance will be verified for 100% of new and current employees by the HR Assistant, 
or delegate.   All competency checks will be uploaded to our learning management system to ensure 
electronic copies are on file.   
  




