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F 000 | INITIAL COMMENTS F 000
The initial Medicare/Medicaid certification survey
was completed on 10/04/22.
F 727 | RN 8 Hrs/7 days/WKk, Full Time DON F 727 -
8S=E | CFR(s): 483.35(b)(1)-(3)
£483.35(b) Registered nurse
§483.35(b)(1) Except when waived under Itis the policy oF Fargo Elim Iy with
. N . e policy of Fargo Elim 1o comply wi
paragraph (e)or (f) of this sec?on' the facility providing RN services at feast 8 consecutive
must use the services of a registered nurse for at hours 3 day, 7 days a week, F-727.
least 8 consecutive hours a day, 7 days a week.
Although no residents were directly affected
. by this deficient practice, all residents do have
§483.35(p)(2) Except when waived under the potential to be affected.
paragraph {e) or (f) of this section, the facility
must designate a registered nurse to serve as the IollaSS_ure clcmti;ue: Compliance,t‘he
. " . N ollowing plan has been putinto place:
director of nursing on a full time basis. Actions taken to identify other potential
residents having similar occurrences:
§483.35(b)(3) The director of nursing may serve On 10/5/2022, the working schedule was
as a charge nurse only when the facility has an reviewed and updated to ensure there is RN
g X coverage 8 consecutive hours 7 days a week.
average daily occupancy of 60 or fewer residents. On 10/7/2022, an audit was completed to
This REQUIREMENT is not met as evidenced ensure there was 8 consecutive hours 7 days
by: aweek RN coverage. The audit showed that
Based on review of the facility's nursing staff there was coverage.
schedule and staff interview, the facility failed to Measures put in place to ensure deficient
provide the services of a registered nurse (RN) proctice does not recurs
for eight consecutive hours a day, seven days a I:;Ey‘i;;“‘xas': e ie"'i;f;sj;gu
eviewed on
we‘ek1 for 4 of 27 days from 09/0_8/22 to 1(_)/04/22. Written and verbal education regarding the -
Failure to ensure sufficient, qualified nursing staff need to provide RN services at least 8
are available daily has the potential to affect all consecutive hours a day, 7 days 3 week was
the residents residing in the facility. provided to all nursing leadership staff and
scheduling staff on 10/5/2022. The education
Findings Include: was provided by the Director of Nursing.
The facility provided a copy of the nurses’
schedule from 09/08/22 to 10/04/22. A review of
the schedules showed the facility lacked the
required RN coverage on 09/17/22, 09/18/22,
10/01/22 and 10/02/22.
LABORAT ym OR PROVIDW REPRESENTATIVES SIGNATURE TITLE (X6) DATE
= oA D AN € /002D
Any deﬁdenc{/ ement ending with an asterigk () denotes a deficiency which the institution may be excused from comecting providing it is determined that

other safeguards provide sufficient protection

days following the date these documents are
program participation.

the patients . (See instructions.) Except for nursing homes,

following the date of survey whether or nota glan of correction is provided. For nursing homes, the above fin
de available to the facility. If defidencies are cited, an approved plan of correction is requisite t

the findings stated above are disclosable 90 days
dings and plans of correction are disclosable 14
o continued
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During an interview on 10/04/22 at 4115 p.m., an
administrative nurse (#1) confirmed the facility
lacked eight consecutive hours of RN coverage
on the days in question.

Effective implementation of actions will be
monttored by:
The Director of Nursing, or designee, will

complete random weakly audits of the
schedule to ensure there is 8 consecutive
hours of RN services 7 days a week. Weekly
audits will be completed weekly for 4 weeks,
then bl-weekly for 8 weeks, then as needed
thereafter. The audits will be reviewed by the
Quality Assurance Committee or designee
until substantial comptiance has been
achieved as determined by the committee.

Those responsible to maintain compliance will
be:

The Director of Nursing or designee is
responsible for malntalning compliance,

Completion date for certification purposes
onlyis: 10/5/2022
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