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F 000 INITIAL COMMENTS F 000
The Standard Medicare/Medicaid recertification
survey started on 04/25/21 and concluded on
04/27/21.
F 641 Accuracy of Assessments F 641 5/29/21
SS=D CFR(s): 483.20(qg)
§483.20(g) Accuracy of Assessments.
The assessment must accurately reflect the
resident's status.
This REQUIREMENT is not met as evidenced
by:
Based on record review, review of the 1. Corrective Action
Long-Term Care Facility Resident Assessment Resident(1s #19, #21, #22, and #26 have
Instrument (RAI) 3.0 User's Manual (Version all had their MDS' reviewed, revised,
1.16), and staff interview, the facility failed to and corrected as indicated by the MDS
ensure the Minimum Data Set (MDS) accurately nurse by 5/21/20/21.
reflected the resident's status for 3 of 12 sampled
residents (Resident #19, #21, and #22). Failure Section J: Falls
to accurately complete the MDS does not allow Resident #190s quarterly MDS dated
each resident's assessment to reflect their 2/18/2021 was corrected on 5/21/2021.
current status/needs, and has the potential to Section J1800 was changed from yes to
affect the accurate development of a no.
comprehensive care plan and the care provided Resident #21s quarterly MDS dated
to the residents. 3/20/2021 was corrected on 5/11/2021.
Section J1800 was changed from no to
Findings include: yes.
SECTION J : FALLS Section N: Medications
Resident #22[s quarterly MDS was
The Long-Term Care Facility RAI Manual, revised corrected on 5/21/2021. Resident was
October 2019, pages J-31 and J34 states, ". .. not receiving an antithrombotic or
J1800: Any falls since admission/entry or reentry antidepressant at the time the quarterly
or prior assessment (OBRA or Scheduled PPS), MDS was completed on 02/08/2021.
whichever is more recent, . . . Code 1, yes: if the
resident has fallen since last assessment. . . . 2. ldentification of Others
Coding Instructions for J1900C, Major Injury: . . . All residents have the potential to have
Code 1, one: if the resident had one major MDS coded incorrectly.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 05/24/2021

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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injurious fall since admission/entry or reentry or
prior assessment (OBRA or Scheduled PPS).

- Review of Resident #19's medical record
occurred on all days of survey. Resident #19's
medical record identified a fall with major injury
on 08/13/20. Facility staff coded J1900C a fall
with major injury on the annual MDS dated
11/24/20 and the quarterly MDS dated 02/18/21.

The facility failed to follow the RAI manual
instructions regarding coding falls since prior
assessment.

- Review of Resident #21's medical record
occurred on all days of survey. A Quarterly MDS
dated 03/20/21 identified section J1800 coded "0,
no."

Review of nursing progress notes identified:

* 03/06/2021 10:00 p.m., "Resident was found
sitting on the floor mat next to her bed. . . ."
*03/14/21 at 6:10 p.m., "Resident was found by
Med Aide tipped over with her wheelchair. . . ."

A quarterly MDS, dated 03/20/21, identified
section J1800 coded "0, no."

During an interview on 04/27/21 at 2:45 p.m., an

administrative nurse (#1) agreed facility staff
incorrectly coded section J1800.

SECTION N: MEDICATIONS

The Long-Term Care Facility RAI Manual, revised

October 2019, pages N6-N-7 states , ". . .
NO0410C, Antidepressant: Record the number of

3. System Changes

On or before May 29, 2021, MDS nurse to
complete assigned training in Healthcare

Academy specific to MDS Sections J and

N.

Facility purchased MDS 3.0 Drug Class
Index Reference Guide for MDS
coordinator to use when completing
MDST] for all residents.

A facility wide audit was completed on
05/22/2021 by the MDS nurse, HIM, and
Social Worker Designee, looking back 90
days to review sections: J and N of the
MDS. Three of 27 residents were
identified to have been coded incorrectly
in Sections J1800 related to falls. MDS
coordinator submitted those corrections
on 5/24/2021.

4. Monitoring

DON or designee will audit to review MDS
coding accuracy related to medications
and falls. Audits will start on 05/17/2021
and will be completed weekly X 4 weeks,
then if in compliance, monthly X 3
months, then quarterly X 3 quarters.
Findings will be reported to QAPI
committee for further recommendations.

5. Correction Date
5/29/2021
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days an antidepressant medication was received
by the resident at any time during the 7-day
look-back period (or since admission/entry or
reentry if less than 7 days). . . . NO410E,
Anticoagulant (e.g., warfarin, heparin, or low-
molecular weight heparin): Record the number of
days an anticoagulant medication was received
by the resident at any time during the 7-day
look-back period (or since admission/entry or
reentry if less than 7 days). Do not code
antiplatelet medications such as aspirin/extended
release, dipyridamole, or clopidogrel here. . . ."

-Review of resident #22's medical record
occurred on all days of survey. Physician orders
identified Plavix (an antithrombotic) an lacked an
order for an antidepressant.

The quarterly MDS, dated 02/08/21, identified
section N0O410C antidepressant and section
N4010E anticoagulant coded for 7 days.

During an interview on 04/27/21 at 1:12 p.m., an

administrative nurse (#1) confirmed facility staff

incorrectly coded the quarterly MDS was

anticoagulant and antidepressant use.
F 658 Services Provided Meet Professional Standards F 658 5/29/21
SS=D CFR(s): 483.21(b)(3)(i)

§483.21(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

(i) Meet professional standards of quality.

This REQUIREMENT is not met as evidenced

by:
Based on record review, review of facility policy, 1. Corrective Action
and staff interview, the facility failed to provide Facility will no longer use paper version of
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Neurological Assessment. Facility has
enabled the electronic version of

and #21) with unwitnessed falls. Failure to

perform neurological assessments following

unwitnessed falls has the potential to delay

identification and treatment of signs/symptoms of

a head injury.

Neurologic Checks in Matrix as of
5/17/2021. These checks will be triggered
by the nurse when a fall occurs and will
present on the eTAR when it is time to

assess resident, triggering nurse to do so.

Findings Include:

Review of the facility policy titled "Neurological
Assessment" occurred on 04/27/21. This undated
policy stated, ". . . Neurological assessments are
indicated: . . . Following an unwitnessed fall . . .
Perform neurological checks with the frequency
as ordered or per falls protocol . . . Take
temperature (T), pulse (P), respirations (R), blood
pressure (B/P). . . Check pupil reactions . . .
Check eye opening, verbal, and motor responses
using the Glasgow Coma Scale. Record
observations . . . Documentation . . . The
following information should be recorded in the
resident's medical record: . . . The date and time
the procedure was performed . . . All assessment
data obtained during the procedure. . . ."

During an interview on 04/27/21 at 11:15 a.m., an
administrative nurse (#4) stated, "The fall
protocol for an unwitnessed fall is neurochecks
[neurological assessments] every 15 minutes
times 4, then every 30 minutes times 4, then
every 8 hours times 3 days."

-Review of Resident #4 medical record occurred
on all days of survey. Diagnoses included
dementia and hypertensive kidney disease.

Review of nursing notes identified:

Root cause analysis completed by DON
on 5/17/2021. Common factor with
residents(] that had been identified as
requiring a neurological assessment was
that when the fall occurred, the nurse
either entered the order for neurological
assessment to be completed initially
when fall occurs, then every 30 minutes x
4, then every 8 hours times 3 days or at
shift change when giving report to the
oncoming nurse was referencing the
neurological assessment needed to be
completed on next shift. The information
was not specific to every 8 hours. This
resulted in multiple entries of some
assessments not being completed in
every 8 hours, some were longer than 8

hours.

2. ldentification of Others

All current residents have the potential to
need a neurological assessment if a fall

occurs.

3. System Changes

DON will provide education to all nurses
at mandatory training sessions scheduled
between May 20, 2021 and May 24,

2021.

Those not in attendance must

watch recorded video within 7 days or
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*01/12/21 at 10:10 a.m., "Resident was found on
floor beside her doorway."

*01/16/21 at 11:47 a.m., "Resident was found on
floor laying on her stomach. . . . Resident denies
hitting head but will be placed on Neuro checks
and vitals BID [twice a day] for 3 days . . ."
*01/18/21 at 10:33 a.m., "Resident was found
laying [sic] on her fall matt on her back . . ."
*01/26/21 at 11:47 a.m., "Resident found on floor
at 925am. Resident was lying in front of
wheelchair . . ."

*02/08/21 at 10:37 a.m., ". . . residents alarm
could be heard, CNA went to check on resident .
. .resident found on the floor . . ."

Review of Resident #4's medical record for
unwitnessed falls showed facility staff failed to
complete the Neurological Assessment per
facility policy and procedure.

-Review of Resident #17 medical record occurred
on all days of survey. Diagnoses included
dementia with behavioral disturbances and
hypertensive kidney disease.

Review of nursing notes identified:

*02/03/21 at 4:11 p.m., "Resident found on fall
mat sitting upright . . . ROM [range of motion] per
his normal. Assisted to stand with gait belt and 2
staff. VS [vital signs] 93/55 97.1 T 78 P 18 R with
neuro checks started.”

*02/11/21 at 3:38 a.m., "Alarm sounded at 110
am and staff quickly went to answer. Resident
found on left side on floor mat with head lifted up.
Bed was in low position. No bruising or lumps.
full range of motion and assist of 2 to sit and then
to get butt back on the bed. Transferred to w/c
[wheelchair] and toilet with no altered range of

before next scheduled shift if after 7 days.
We will be reviewing order entry for
neurological assessments to trigger
documentation required on eTAR and
electronic Neurological Checks as well as
facility Neurological Check Policy.
Neurological Check Policy now dated
effective 5/14/2021. If revisions are made
in the future, the revision date will be
added to the policy.

4. Monitoring

DON or designee will audit to review
Neurological Assessment order being
triggered on eTAR and completion of
Neurological Check after falls. Audits will
start on 05/24/2021 and will be completed
weekly X 12 weeks. Findings will be
reported to QAPI committee for review
and recommendations. The need for
extending audits will be determined based
on results of audits and on QAPI
committee review and recommendations.

5. Correction Date
5/29/2021
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motion or any c/o [complaints of] pain. Unable to
clearly say if hit or did not hit his head so
neurochecks and vs started per routine. VS
stable although b/p has dropped when sleeping
in later neurochecks."

*02/21/21 at 5:19 a.m., "Resident was found on
mat on side of bed."

Review of Resident #17's medical record for
unwitnessed falls showed facility staff failed to
complete the Neurological Assessment per
facility policy and procedure.

-Review of Resident #21's medical record
occurred all days of survey. Diagnoses included
Alzheimer's disease and hypertension.

Review of nursing notes showed:

*03/06/21 at 10:00 p.m., "Resident was found
sitting on the floor mat next to her bed. Bed was
at the lowest position and half side rails were up
for positioning. Vital signs were stable, resident
was responsive and talkative. No report of pain

Resident was placed back in bed by two CNAs
[certified nursing assistants] and the nurse on
duty. Vital signs 97.3, 71, 16, 137/68, 92% pulse

her nasal cannula. . . ."

*03/14/21 at 6:10 p.m., "Resident was found by
Med Aide tipped over with her wheelchair . . . A
blood blister on her right pinky, small scratch on
left hip and reddened area mid right back were
noted on inspection for injuries. Complete neuro
checks are WNL. Resident was lifted with hoyer
[mechanical] lift by 2 CNAs and 1 Nurse to her
bed. Vitals were 145/89 BP, 111 Pulse, 22
Respirations, 94 O2 sat [oxygen saturation], and

or injury. Skin assessment appeared unchanged.

ox [oximeter] on room air. Resident had removed

F 658
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8S=G CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:
THIS IS AREPEAT DEFICIENCY FROM THE
SURVEY COMPLETED ON 07/18/19.

Based on information from complainant, record
review, review of facility policy, and staff
interview, the facility failed to provide necessary
supervision/assistance to prevent a fall with
major injury for 1 of 1 sampled resident (Resident
#2) who required total assistance with bed
mobility. Failure to lower the bed to its lowest
position resulted in Resident #2's fall with major

injury.

Findings include:

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
355081 B. WING 04/27/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ROLETTE COMMUNITY CARE CENTER 804 STATE STREET
ROLETTE, ND 58366
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 658 Continued From page 6 F 658
94.5 Temperature."
Review of Resident #21's medical record for
unwitnessed falls showed facility staff failed to
complete the Neurological Assessment per
facility policy and procedure.
During an interview on 04/27/21 at 11:15 a.m., an
administrative nurse (#4) agreed staff failed to
complete the required neurologic assessments
per facility policy.
F 689 Free of Accident Hazards/Supervision/Devices F 689 5/29/21

1. Corrective Action

DON immediately began staff interviews
and took appropriate steps to remove
alleged employee from facility.

Members of the management staff
assisted DON in fully investigating the fall
with major injury. Investigation included
interviews with all nursing department in
the facility during the shift the fall
occurred. Questions posed to the staff
were: Do you know anything about fall
with resident? Have you helped with any
cares with affected resident today? Are
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Information provided by the complainants
indicated nursing staff failed to provide adequate
supervision/assistance resulted in resident fall
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you aware that bed should be in low
position? Do you have any further
information that could help me with the
investigation? All staff interviewed

from bed resulting in fractured neck.

Review of the undated facility policy titled

"Side-Lying Position" stated, ". . . Reposition the
bed to its lowest horizontal position for the safety

of the resident. . . ."

acknowledged that residents(] bed should
be in the low position. One staff identified
that she had lowered the head of the bed
after entering resident(s room because
she knew we were going to put resident in
it. Immediate education was provided to
her about leaving the fall scenario exactly

transfers.

03/23/21.

Review of Resident #2's medical record occurred
on all days of survey. The quarterly Minimum
Data Set (MDS), dated 03/15/21, identified
severely impaired cognitive skills, contractures,
progressive neurological condition, and total
dependence for bed mobility, toileting, and

The care plan identified ". . . has knee flex
contractures . . . At risk for falls and injury from
falls . . . bed in lowest position. . . . Resident will
be turned every 2 hours when in bed . . ."

Review of the facility fall investigation report
identified Resident #2 was found on the floor by a
CNA [certified nursing assistant] at 1:30 p.m. on

Nursing progress notes from 03/23/21 identified:
* 2:26 p.m., "Resident was found facing down on
floor. . . . Resident has abrasion on left elbow;
Right facial redness; Left upper chest has circle
within a circle. . . . Resident left arm was
downward; right arm was upward. Resident legs
were as straight as they can be with knees
pointing towards left side of body. . . ."

* 3:28 p.m., "CNA called nurses to resident room.

as you found it so a thorough

investigation could be completed.

Staff education regarding reporting
abuse, following residents plan of care,
3-person log rolling technique, and
communication were started following the

incident.

Facility self-reported a deficient practice
to the ND Department of Health with initial
report of injury on 3/23/2021 and a final

report on 3/29/2021.

2. ldentification of Others

All residents have potential to be affected.

3. System Changes

All direct care givers have had a token
added to Matrix that allows them to
identify which residents are care planned
for turning and repositioning every 2
hours and to have bed left in the lowest

position.

Residents that are care planned to be
turned and repositioned every 2 hours
and/or bed left in lowest position now
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Witnessed resident laying on the floor beside his
bed. He was yelling, facing away from the door.
First 2 attempts at blood pressure unsuccessful. .
. . left arm tucked and he was rolled to his left
side. His face appears to be carpet burned, red
colored. His right elbow has open area . . . asked
to call 911. Telephone order received from
[physician] . . . send to ED [emergency
department]. . . ."

* 6:25 p.m., "Update from [ED], C1 [neck] fracture
noted and in neck collar. . . ."

The nursing progress notes identified the
following:

:*03/24/21 at 6:35 a.m., "Resident returned from
ER wth ambulance crew at 12:20 a.m. . . ."
*03/25/21 at 3:28 a.m., ". . . crying out . . .
Tylenol [pain medication] given . . ."

*03/25/21 at 1:00 p.m., ". . . Tylenol and
tramadol [pain medication] [given] at
approximately 1030 [10:30 a.m.] due to him
grimacing and moaning out."

*03/26/21 at 1:56 p.m., ". . . Resident yelling out .
. . he was pointing to his neck . . . Resident given
tylenol . . ."

*03/26/21 at 3:03 p.m., ". . . cried out during
turning movement . . . groaned loudly. PRN [as
needed] tramadol administer [sic] . . . resident
[has] signs and symptoms of discomfort."

*03/27/21 at 12:11 a.m., ". . . pointing to neck . . .
he was in pain. Given Tylenol . . ."
*03/27/21 at 2:56 a.m., ". . . still yelling . . . given

tramadol . . . for discomfort. Resident continues
to want wedge behind him. .. ."

*03/27/21 at 2:55 p.m., ". . . very agitated and
restless during the night. . . . given pain
medication . . . but it did not seem to help. . . .

have a visual aide prompting direct care
givers.

DON will provide education to all nurses,
CMAIITs, and CNATIs at mandatory
training sessions scheduled between May
20, 2021 and May 24, 2021. Those not
in attendance must watch recorded video
within 7 days or before next scheduled
shift if after 7 days. We will be reviewing
changes made in Matrix that will allow
electronic charting for residents] who are
to be turned and repositioned every 2
hours and for those residents(] who are
to have bed left in lowest position. In
addition, staff will review Side Lying
Position Policy and the visual aides that
are now found in residents(] rooms.

Side Lying Policy is now dated
05/15/2021. If revisions are made in the
future, the revision date will be added to
the policy.

4. Monitoring

DON or designee will complete audits 3
times weekly for 12 weeks for all
residents that are care planned for turning
and repositioning every 2 hours and those
that should have been left in lowest
position.

Findings of both audits will be reported to
QAPI committee for review and
recommendations. The need for
extending audits will be determined based
on results of audits and on QAPI
committee review and recommendations.

5. Correction Date
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restless this morning . . . points to his door or 5/29/2021

makes the hand gesture to get out of bed. . . .
unable to leave his bed due to recent injury to his
neck. . .. New order [Ativan] [anxiety medication]
for restlessness and agitation. . . ."

*03/27/21 at 3:28 p.m., ". . . very agitated . . .
hollering out and trying to lift his chest and head
up. . . . heard hollering out . . . administer [sic]
PRN ativan . . . see if this would help with the
resident behaviors. . . ."

*03/28/21 at 3:17 p.m., ". . . heard hollering and
moaning. . . . agitated . . . pointing to get out of
his bed. PRN ativan given . . . trying to lift his
head up. . ."

*03/29/21 at 1:51 a.m., ". . . crying . . . He was
not settling down. PRN Ativan given for agitation.
... continued to cry and yell, after one hour writer
gave PRN Tramadol for pain. . . ."

*03/29/21 at 10:00 a.m., ". . . restless . . . still
restless . . . PRN ativan for agitation."

*03/30/21 at 4:54 p.m., ". . . Increase Tramadol .
*03/31/21 at 1:09 a.m., ". . . very agitated and
screaming . . . Ativan given . . . to decrease
agitation. . . ."

*04/02/21 at 4:56 p.m., ". . . yelling and pointing
to get up. PRN anxiety and pain meds given . . ."
*04/05/21 at 11:23 a.m., ". . . hollering out . . .
given a PRN tylenol for concerns of pain . . ."
*04/06/21 at 4:33 p.m., ". . . yelling and unhappy
*04/07/21 at 8:57 a.m., ". . . very agitated . . .
hollering out . . . trying to point to get out of his
bed ... moaned . .. Ativan administered for his
increase in agitation."

*04/09/21 at 3:20 a.m., ". . . yelling . . . given
PRN for anxiety . . ."

*04/09/21 at 6:26 a.m., ". . . yelled and cried . . .
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PRN anxiety and pain medication given . . ."
*04/09/21 at 11:00 a.m., ". . . very agitated . . .

indicated . . . he was having pain. . . . given pain
med and Ativan for restlessness and agitation.
*04/11/21 at 5:12 a.m., ". . . agitated . . ."
*04/13/21 at 4:50 p.m., ". . . acting as if in pain.
PRN given . . ."

*04/16/21 at 7:59 a.m., ". . . hollering . . .

frequently hollered out and was moaning loudly. .
.. very upset . . . PRN ativan for his comfort. . . ."
*04/20/21 at 11:49 a.m., ". . . expressing
agitation . . . hollering out and upset . . . hollering
out and moaning. . . . administer PRN ativan. . . .
again expressing agitation . . . still upset and is
[sic] agitation was increasing . . . cried out. . . .
PRN tramadol administered at this time for
possible pain. . . ."

*04/25/21 at 4:19 a.m., ". . . Resident yelling and
seemed angry . . ."

The March 2021 and April 2021 medication
administrative record (MAR) identified the
following scheduled pain and anti-anxiety
medications Resident #2 received after his fall:

* Tylenol Extra Strength (acetaminophen) 500 mg
(milligrams) three times a day

* Tramadol 25 mg three times a day

* Zoloft (sertraline) (anxiety medication) 50 mg
once a day

The March 2021 and April 2021 MAR identified
the following PRN pain and anti-anxiety
medications Resident #2 received after his fall:

* Tylenol Extra Strength (acetaminophen) 500 mg
PRN three times a day

* Tramadol 25 mg PRN once a day

* Ativan (lorazepam) 0.25 mg PRN every 8 hours
for restlessness and agitation
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During an interview on 04/26/21 at 3:52 p.m., an
administrative nurse (#1) stated, "When | entered
the room to complete the investigation the bed
was not in the lowest position and the resident
was facedown and incontinent of bowel. A CNA
also self-reported that she did not turn and
reposition the resident every two hours according
to the care plan."

During an interview on 04/27/21 at 4:21 p.m., the
administrative nurse (#1) reported implementing
corrective action following Resident #2's fall.

The facility failed to ensure the necessary care
and services to promote safety for Resident #2.
The failure resulted in an avoidable fall from bed
resulting in a major injury, reduced quality of life,
and pain.

F 693 Tube Feeding Mgmt/Restore Eating Skills

SS=D CFR(s): 483.25(g)(4)(5)

§483.25(g)(4)-(5) Enteral Nutrition

(Includes naso-gastric and gastrostomy tubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
enteral fluids). Based on a resident's
comprehensive assessment, the facility must
ensure that a resident-

§483.25(g)(4) A resident who has been able to
eat enough alone or with assistance is not fed by
enteral methods unless the resident's clinical
condition demonstrates that enteral feeding was
clinically indicated and consented to by the
resident; and

§483.25(g)(5) A resident who is fed by enteral

F 689

F 693

5/29/21
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means receives the appropriate treatment and
services to restore, if possible, oral eating skills
and to prevent complications of enteral feeding
including but not limited to aspiration pneumonia,
diarrhea, vomiting, dehydration, metabolic
abnormalities, and nasal-pharyngeal ulcers.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, review of
facility policy, and staff interview, the facility failed
to ensure proper positioning to prevent
complications during enteral feeding for 1 of 1
sampled resident (Resident #2) with a history of
Pneumonitis. Failure to ensure the head of the
bed is elevated during and after feedings has the
potential to result in adverse events, such as
aspiration pneumonia.

Findings include:

Review of the facility policy titled "Enteral
Feedings - Safety Precautions" occurred on
04/27/21. This undated policy stated, ". . .
Preventing aspiration . . . Always elevate the
head of the bed (HOB) at least 30 - 45 [degrees]
during tube feeding and at least 1 hour after . . ."

Review of Resident #2's medical record occurred
on all days of survey. Diagnoses included
dysphagia, aphasia, gastrostomy, pneumonitis
due to inhalation of food and vomit, nausea with
vomiting, and diaphragmatic hernia. The
quarterly Minimum Data Set (MDS), dated
03/25/21, identified Resident #2 has severely
impaired cognitive skills, a feeding tube, and is
totally dependent for bed mobility. The
physician's orders identified, ". . . Jevity [tube
feeding formula] 1.5 cal. [calorie] (180 cc [cubic

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
355081 B. WING 04/27/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ROLETTE COMMUNITY CARE CENTER 804 STATE STREET
ROLETTE, ND 58366
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 693 Continued From page 12 F 693

1. Corrective Action

DON reviewed Enteral Feeding [ Safety
Precautions with Medical Director on
05/15/2021. Medical Director is not
editing the policy. Policy will remain as
written. Always elevate the head of the
bed (HOB) at least 304,- 45¢, during tube
feeding and at least 1 hour after.

DON updated Resident #2[1s care plan to
reflect updated Enteral Feeding [ Safety
Precautions on 05/15/2021.

Physicians order for Resident #2[s
enteral feeding has been updated on
05/15/2021: Keep upright after feedings
at least two hours after feeding has been
updated to 1 hour after feeding.

2. ldentification of Others
Resident #2 is currently the only tube fed
resident in the facility.

3. System Changes

DON will provide education to all nurses,
CMAII[s, and CNA[ls at mandatory
training sessions scheduled between May
20, 2021 and May 24, 2021. Those not
in attendance must watch recorded video
within 7 days or before next scheduled
shift if after 7 days. We will be reviewing
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SS=D CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
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F 693 Continued From page 13 F 693
centimeter]) . . . Every 4 hours . . . Keep upright Enteral Feeding [J Safety Precautions.
after feedings at least two hours after . . ."

Enteral Feedings [ Safety Precautions is
Resident #2's current care plan identified the now dated 05/15/2021. If revisions are
following: ". . . Dependent on tube feeding . . . made in the future, the revision date will
with potential for complications, side effects. be added to the policy.
Have resident in semi-fowlers [HOB elevated
30-45 degrees] position while feeding is infusing. 4. Monitoring
Have HOB elevated for at least 30 minutes DON or designee will complete direct
following feeding to prevent aspiration. . ." observation audits for compliance with
head of bed elevated 30-45 degrees

Observation on 04/26/21 at 11:23 a.m. showed during bolus feedings and medication
Resident #2 lying in bed with the head of the bed administration for at least 1 hour after
elevated to approximately 30-45 degrees. A three times weekly for 12 weeks.
medication aid (#5) administered medications Findings will be reported to QAPI
and bolus tube feeding by gravity. The committee for review and
medication aid (#5) immediately lowered the recommendations. The need for
head of the bed to the flat position. A CNA (#8), a extending audits will be determined based
nurse (#1), and the medication aid (#5) on results of audits and on QAPI
repositioned Resident #2 and performed cares. committee review and recommendations.
During this time Resident #2 heaved. Eighteen
minutes lapsed before the medication aid (#5) 5. Correction Date
elevated the head of the bed to 30 degrees. 5/29/2021
During an interview, on 04/27/21 at 4:14 p.m., an
administrative nurse (#4) stated he/she expected
staff to elevate Resident #2's bed at least 30-45
degrees during the bolus feedings and for at
least an hour after.

F 761 Label/Store Drugs and Biologicals F 761 5/29/21
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applicable.
§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.

§483.45(h)(2) The facility must provide
separately locked, permanently affixed
compartments for storage of controlled drugs
listed in Schedule Il of the Comprehensive Drug
Abuse Prevention and Control Act of 1976 and
other drugs subject to abuse, except when the
facility uses single unit package drug distribution
systems in which the quantity stored is minimal
and a missing dose can be readily detected.
This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, review of
facility policy, and staff interview, the facility failed
to correctly label, store and discared of expired
medications for 2 of 2 residents (Resident #16
and #20). Failure to correctly label medications
may increase the risk of residents receiving
inaccurate does of medications, and failure to
store all medications securely may result in
unauthorized access to medications and failure
to discard expired medications increases the risk
of residents receiving outdated medications with
reduced efficacy.

Findings include:

Review of the facility policy titled
"Self-Administration of Medications" occurred on
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F 761 Continued From page 14 F 761

1. Corrective Action
Alock box was given to Resident #20 on
4/25/2021 to keep at bedside for her
medications that she self-administers.
When DON was made aware of the
expired inhaler at Resident #20(s
bedside on 4/27/2021, pharmacy was
already closed for the day. As soon as
pharmacy opened on 4/28/2021, DON
contacted pharmacy to deliver one. New
Advair inhaler with expiration date of
10/2021 arrived at facility on 4/28/2021.

Charge Nurse was made aware on
4/27/2021 that Resident #16Js Novolog
Vial insulin pen contained a label directing
to administer 5 units of insulin. The
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by other residents.

date of 03/2021.

F 761 Continued From page 15

04/27/21. This policy, stated, ". . .
Self-administered medications must be stored in
a safe and secure place, which is not accessible
. .. The nursing staff will
rotate bedside stock and will remove expired,
discontinued, or recalled medications. . . ."

- Observation on 04/25/21 at 12:44 p.m. showed
three inhalers in an open basket at Resident
#20's bedside. One inhaler had an expiration

- Observations of medication pass on 04/27/21 at
11:39 a.m. identified a Novolog Vial insulin pen
for Resident #16 that contained a label directing
to administer 5 units insulin. The current
electronic medication administration record
(EMAR) for Resident #16 identified to administer
7 units insulin. A facility nurse (#3) stated the
dosage had been recently changed. The medical
record for Resident #16 identified the insulin
order changed on 03/31/21.

During an interview on 04/27/21 at 4:56 p.m., an
administrative nurse (#4) agreed medications
should be secured at the bedside and the nurses
should be checking the expiration dates.

The facility failed to provide a label with current
insulin dosage, provide a secure area to store
medications, and discard expired medications.

F 761

current order was to administer 7 units of
insulin. Charge nurse placed a refer to
chart sticker on the medication. Charge
nurse contacted pharmacy and a new
label with the correct order arrived

4/27/2021.

2. Identification of Others
Resident #20 is currently the only resident
that is self-administering medications at

this time.

All residents have the potential to have a
mis-label on their medications.

3. System Changes

DON will provide education directly from
State Operations Manual F761 pages 545
[1 549 as well as Self-Administration of
Medication Policy to all nurses and
CMAII[]s at mandatory training sessions
scheduled between May 20, 2021 and
May 24, 2021. Those not in attendance
must watch recorded video within 7 days
or before next scheduled shift if after 7

days.

When a new insulin order is received from
MD, the nurse will place a refer to chart
sticker on medication to acknowledge an
order change until the medication with
updated label arrives from pharmacy.

Insulin Pen Policy reviewed and updated
to reflect refer to chart sticker on

5/26/2021.

DON will provide education to all nurses
prior to next work shift as of 5/26/2021 to
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SS=E CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.
The facility must -

§483.60(i)(1) - Procure food from sources
state or local authorities.

and local laws or regulations.

(ii) This provision does not prohibit or prevent

facilities from using produce grown in facility

safe growing and food-handling practices.

F 812 Food Procurement,Store/Prepare/Serve-Sanitary

approved or considered satisfactory by federal,

(i) This may include food items obtained directly
from local producers, subject to applicable State

gardens, subject to compliance with applicable

F 761

F 812

ensure they are aware of updated Insulin
Pen Policy.

4. Monitoring

DON or designee will complete direct
observation audits for Resident #2001s
self-administered medications that are to
be locked at bedside 3 times weekly for
12 weeks.

DON or designee will complete direct
observation audits using Form
CMS-20089 (2/2017) Medication Storage
and Labeling weekly for 12 weeks.
Findings of both audits will be reported to
QAPI committee for review and
recommendations. The need for
extending audits will be determined based
on results of audits and on QAPI
committee review and recommendations.

5. Correction Date
5/29/2021
5/29/21
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(iii) This provision does not preclude residents
from consuming foods not procured by the
facility.

§483.60(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced
by:
FOOD STORAGE

1. Based on observation, review of facility policy,
and staff interview, the facility failed to store and
serve food under sanitary conditions in 1 of 1
food storage refrigerators. Failure to label food to
identify the expiration date and discard expired
food has the potential to result in foodborne
illness to residents, staff, and visitors.

Findings include:

Review of the facility's policy titled "Food
Receiving and Storage" occurred on 04/25/21.
This policy, undated, stated, " . . . dry foods . . .
label and dated . . . All foods stored in the
refrigerator or freezer will be covered, labeled
and dated ("use by" date) . . . Beverages must be
dated when opened and discarded after
twenty-four hours . . . Other opened containers
must be dated, labeled and sealed or covered
during storage . . ."

The dietary tour occurred on 04/24/21 at 12:28
p.m., with an administrative dietary staff
memeber (#13). Observations of the kitchen/walk
in cooler on 04/24/21 at 12:28 p.m., showed the
following:

* Multiple cheese slices lying on top of a plastic
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1. Corrective Action

CDM immediately disposed of multiple
cheese slices lying on top of plastic bag in
the walk-in cooler that were uncovered
and undated on 4/24/2021.

CDM immediately disposed of 2
packages of ham and turkey bologna that
were opened and undated on 4/24/2021.
CDM labeled and dated multiple snacks
and drinks that were on a tray in a cooler
that were prepared that day on 4/24/2021.

CDM immediately disposed of one bag of
lettuce that was opened and undated on
4/24/2021.

CDM immediately disposed of one bag of
Penne pasta that was on a shelf opened
and undated on 4/24/2021.

CDM immediately implemented paper
products for the supper meal scheduled
for 4/24/2021.

Environmental Service Director serviced
dishwasher, replacing element on
4/25/2021.
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bag in the walk in cooler, uncovered and
undated.

* Two packages of ham and turkey bologna,
opened and undated.

* Multiple snacks and drinks on a tray in a cooler,
unlabeled and undated.

* One bag of lettuce opened and undated.

* One bag of Penne pasta on shelf, opened and
undated.

During an interview on 04/25/21 at 1:10 p.m., an
dietary manager (#13) stated staff are to store,
and should label, and date all foods/drinks and
discard opened beverages after twenty-four
hours per policy.

DISHWASHER/SANITIZING TEST STRIPS

2. Based on observation, record review, and staff
interview, the facility failed to monitor the
sanitizing levels of the hot water dishwashing
machine in 1 of 1 kitchen dishwasher and use
updated sanitizing test strips. Failure to ensure
proper dishwashing temperatures and test strips
has the potential to result in foodborne iliness to
residents, staff, and visitors.

Findings include:

The FDA Food Code 2013, page 135, stated ". . .
(A) Except as specified in [paragraph] (B) of this
section, in a mechanical operation, the
temperature of the fresh hot water SANITIZING
rinse as it enters the manifold may not be more
than 90 degrees Celsius [C] (194 Fahrenheit [F]),
or less than . . . 82 degrees C (180 degrees F)."
Pages 145-146, stated, ". . . Sanitization of
equipment and utensils . . . Hot water mechanical

CDM ordered replacement Hydrion QT
test strips on 4/27/2021. Arrived and
implemented in facility on 4/29/2021.

2. ldentification of Others
All current residents have the potential to
be affected by this.

3. System Changes

Food Receiving and Storage Policy is
now dated 5/21/2021. If revisions are
made in the future, the revision date will
be added to the policy.

Dishwashing Machine Use Policy is now
dated 5/21/2021. If revisions are made in
the future, the revision date will be added
to the policy.

CDM will provide education to all dietary
staff by 5/29/2021. Dietary staff that have
not been educated by 5/29/2021 must be
educated within 7 days or before next
scheduled shift if after 7 days. CDM will
be reviewing Food Receiving and Storage
Policy and Dishwashing Machine Use
Policy with all dietary staff.

4. Monitoring

CDM or designee will complete food
storage audits weekly x 12 weeks. Audits
will start on 5/24/2021.

CDM or designee will complete
dishwasher temperature 2 times daily for
12 weeks. Audits started on 4/24/2021.
CDM or designee will complete audit
weekly x 12 weeks. Audit will start on
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operations . . . achieving utensil surface
temperature of 71 degrees C (160 degrees F) as
measured by an irreversible registering
temperature indicator. . . ."

Review of the facility's policy titled "Dishwashing
Machine Use" occurred on 04/27/21. This policy,
undated stated, ". . . dishwashing machines that
use hot water to sanitize must maintain the
following temperatures: . . . rinse temperatures
may not be less than 180 degrees F. . .
corrective action will be taken immediately if
sanitizer concentrations are too low . . .
inadequate temperatures will be reported to the
supervisor and corrected immediately ... using
commercial temperature test strips following
manufacturer's temperatures will be reported to
the supervisor and corrected immediately . . . if
hot water temperatures do not meet

immediately until temperatures are adjusted . . ."

The digital temperature display on the outside of
the dishwasher showed 176 degrees during the
rinse cycle.

During an interview on 04/25/21 at 12:30 p.m., a
dietary manager (#13) confirmed the dishwasher
was a hot water machine and did not use
chemical sanitizer.

records showed kitchen staff failed to record

days of the last 23 days showed temperature
readings below 180 degrees F on the manifold

requirements, cease use of dishwashing machine

- Observation on 04/25/21 at 12:28 p.m., showed
a dishwasher currently in use in the main kitchen.

Review of the April 2021 dishwasher temperature

temperatures 14 times in the last 23 days, and 15

5/24/2021.

Findings will be reported to QAPI
committee for review and
recommendations.
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The need for extending audits will be

determined based on results of aud
on QAPI committee review and
recommendations.

5. Correction Date
5/29/2021

its and
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gauge thermometer.

- Observation on 04/25/21 at 12:38 p.m., showed
three Hydrion QT 40 test strip vials used to test
the sanitizer with the following:

* Vial #1 with an expiration of September 15,
2018.

* Vial #2 with an expiration date of November
2017.

* Vial #3 with an expiration date of November
2017.

During an interview on 04/25/21 at 1:59 p.m., a
dietary manager (#13), stated she is aware of
corrective action if the reading was less than 160
degrees at plate level. She stated the facility has
been having dishwasher temperature problems
for some time and parts to fix the dishwasher
have been ordered. The dietary manager
confirmed the sanitizing test strips were out of
date.

In an interview on 04/25/21 at 2:37 p.m., a
maintenance supervisor (#9) stated ". . . the
dishwasher has issues with scaling and | had to
order a new part." The maintenance supervisor
(#9) explained the temperatures had been an
issue for ". . . two or three months and | have
been using some descaler to improve the issue. |
was hoping the descaler would work so | wouldn't
have to take the machine apart." The part was in
the facility for one month at the time of the
interview.

The facility failed to ensure staff monitor/record
dishwasher temperatures in the main kitchen,
replace the malfunctioning part once the
replacement part arrived, and ensure sanitizing
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SS=D CFR(s): 483.75(g)(1)(i)-(iii)(2)(i)

§483.75(g) Quality assessment and assurance.
§483.75(g)(1) A facility must maintain a quality
assessment and assurance committee consisting
at a minimum of:

(i) The director of nursing services;

(ii) The Medical Director or his/her designee;
(iii) At least three other members of the facility's
staff, at least one of who must be the
administrator, owner, a board member or other
individual in a leadership role;

§483.75(g)(2) The quality assessment and
assurance committee must:

(i) Meet at least quarterly and as needed to
identifying issues with respect to which quality
assessment and assurance activities are
necessary.

This REQUIREMENT is not met as evidenced
by:

Based on review of the facility's Quality
Assurance and Performance Improvement
(QAPI) program and staff interview, the facility
failed to ensure the Medical Director (physician)
actively participated on the Quality Assurance
(QA) committee for 2 of 3 quarters (October
2020-January 2021). Failure to ensure the
medical director participates in the facility's QA
activities deprived the committee of the
physician's unique contributions for analyzing
and correcting problems with identified resident
care areas.
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test strips were not outdated. Failure to ensure
proper sanitation of kitchen equipment, dishes,
and utensils may result in inadequate sanitization
and/or foodborne illness.
F 868 QAA Committee F 868 5/29/21

1. Corrective Action

Education provided to QAA coordinator
regarding State Operations Manual
(SOM) QAA, pages 670-673 on 04/29/21.

2. ldentification of Others
All residents have the potential to be
affected by this deficiency.

3. System Changes
The facility will ensure that future QAA
meetings are being completed at least
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quarterly and as needed to identify issues
Findings include: with respects to which quality assessment
and assurance activities are necessary.
Review of the facility's QAPI documentation
showed the Medical Director failed to attend the QAA coordinator to work with Medical
October 2020 and January 2021 meetings. Director regarding his availability for
mandated meeting. Going forward the
During an interview on 04/27/21 at 4:44 p.m., an plan is to schedule QAA meeting when
administrative staff member (#2) confirmed the Dr. Selland is scheduled for monthly
Medical Director failed to attend two of the three rounds. Next scheduled monthly rounds
required quarterly QAPI committee meetings. is June 8, 2021.
4. Monitoring
QAA coordinator or designee will
establish QAA meetings at a minimum of
quarterly per SOM guidelines. Audits will
start on 05/17/2021 and will be completed
weekly X 4 weeks, then if in compliance,
monthly x 3 months, then quarterly X 3
quarters. Findings will be reported to
QAPI committee for further
recommendations.
5. Correction Date
5/29/2021
F 880 Infection Prevention & Control F 880 5/29/21
SS=D CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.
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The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing,
identifying, reporting, investigating, and
controlling infections and communicable
diseases for all residents, staff, volunteers,
visitors, and other individuals providing services
under a contractual arrangement based upon the
facility assessment conducted according to
§483.70(e) and following accepted national
standards;

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

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

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

(i) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based
precautions to be followed to prevent spread of
infections;

(iv)When and how isolation should be used for a
resident; including but not limited to:

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

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

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

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

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:
HAND HYGIENE/MEDICAL EQUIPMENT

Based on observation, review of facility policy,
and staff interview, the facility failed to follow
infection control practices for 1 of 12 sampled
residents (Resident #21), and 1 of 1
observations of AM COVID-19 vital sign
monitoring. Failure to follow infection control
practices pertaining to hand hygiene and
disinfecting equipment may result in residents,
visitors and/or staff being exposed to
communicable diseases and/or infections
(including COVID-19).

Findings include:

1. Corrective Action

The facility will immediately implement an
appropriate infection prevention and
intervention plan consistent with the
requirements of 3483.80 for the affected
resident(s)/neighborhood(s) identified in
the deficiency.

The infection preventionist (IP), director of
nursing (DON), in conjunction with
applicable interdisciplinary team (IDT)
members, shall identify and implement a
consistent system for ensuring a system
for:

(1) Ensuring staff entering and exiting a

Review of the facility policy titled "Hand Hygiene"
occurred on 04/27/21. This undated policy stated,
". .. Use an alcohol-based hand rub containing at

room on droplet precautions donned,

doffed, cleaned/stored, or disposed

of

personal protective equipment (PPE), in
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least 62% alcohol; or, alternatively, soap
(antimicrobial or non-antimicrobial) and water for
the following situations: . . . Before and after
direct contact with residents . . . After handling
used dressings, contaminated equipment, etc., . .
. After contact with objects (e.g., medical
equipment) in the immediate vicinity of the
resident...."

Review of the facility policy titled "Cleaning and
Disinfection of Resident-Care ltems and
Equipment" occurred on 04/27/21. This undated
policy stated, ". . . The following categories are
used to distinguish the levels of
sterilization/disinfection necessary for items used
in resident care: . . . Semi-critical items consist of
items that may come in contact with mucous
membranes or non-intact skin (e.g., respiratory
therapy equipment) . . . Non-critical items are
those that come in contact with intact skin but not
mucous membranes . . . Non-critical
resident-care items include bedpans, blood
pressure cuffs . . . Reusable items are cleaned
and disinfected or sterilized between residents

(e.g., stethoscopes, durable medical equipment) .

. . Durable medical equipment (DME) must be
cleaned and disinfected before reuse by another
resident . . . Reusable resident care equipment
will be decontaminated and/or sterilized between
residents according to manufacturers'
instructions . . ."

Observations on 04/26/21 showed the following:
* At 8:25 a.m. showed two certified nursing
assistants (CNAs) (#7 and #10) transferred
Resident #21 from the wheelchair to the beauty
shop chair with a mechanical sit to stand lift. The
CNA (#7) removed Resident #21's oxygen from

F 880
accordance with CDC guidelines.
(2) Ensuring staff completing medication
administration following correct Infection
control protocols for preparing
medications regarding medications
dropped on the top of the medication cart.
(3) Ensuring staff disinfect shared
durable medical equipment and lifts in
accordance with CDC guidelines and
facility policies.
(4) Ensuring staff perform hand hygiene
in accordance with CDC guidelines and
facility policies.
(5) Ensuring staff store clean linen in
accordance with CDC guidelines and
facility policies.
(6) Ensuring staff follow infection control
protocols for glove change and hand
hygiene when completing wound care.

The DON, staff development coordinator
(SDC), IP or designee, in conjunction with
applicable IDT members, will:

(1) Educate all staff on selecting,
donning, doffing, and disposing of PPE
when entering a room on droplet
precaution isolation/quarantine
procedures. To verify each of these/this
staff understands the procedure, then
each will perform a successful return
demonstration of selecting, donning,
doffing, and disposing of PPE for
providing cares in a droplet precaution
room.

(2) Educate all nursing staff and CMAs
on correct infection Control protocols for
medication preparations including
dropping of medications.
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her nose during the transfer and replaced it back
in her nose after the transfer. The CNA (#7) failed
to perform hand hygiene after handling Resident
#21's oxygen tubing or upon completion of the
transfer. Both CNAs (#7 and #10) failed to
disinfect the mechanical sit to stand lift after
completing the transfer and parking it in the hall.
* At 9:10 a.m. showed CNA (#7) enter multiple
resident rooms and complete temperature and
oxygenation saturations. The CNA (#7) failed to
perform hand hygiene prior to entering or exiting
resident rooms and failed to disinfect the
thermometer and pulse oximeter between
residents.

During an interview on 04/27/21 at 12:00 p.m., an
administrative nurse (#1) confirmed staff should
perform hand hygiene and sanitize equipment
between resident encounters.

LAUNDRY

Based on observation, review of facility policy,
and staff interview, the facility failed to follow
infection control practices for 1 of 1 laundry
rooms. Failure to follow infection control practices
for clean linen storage may result in residents
and/or staff being exposed to communicable
diseases and/or infections (including COVID-19).

Findings include:

Review of the facility policy titled "Infection
Prevention and Control Program" occurred on
04/27/21. This undated policy stated, ". . . Clean
linen shall be separated from soiled linen at all
times. .. ."
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(3) Educate all staff to disinfect shared
durable medical equipment and lifts in
accordance with CDC guidelines and
facility policies.

(4) Educate all staff to perform hand
hygiene in accordance with CDC
guidelines and facility policies.

(5) Educate all staff to store clean linen in
accordance with CDC guidelines and
facility policies.

(6) Educate all nursing staff to perform
appropriate hand hygiene and glove use
when completing wound care as per
facility policies.

2. ldentification of Others

The IP and DON, in conjunction with the
applicable the interdisciplinary team (IDT)
members, will review current COVID-19
nursing facility guidelines from CDC and
CMS. The IP, DON and applicable IDT
members will evaluate the facility's
compliance with the guidelines. The
facility will develop action plans to
address any newly identified
non-compliance.

Guidelines for COVID-19 can be found at
https://www.health.nd.gov/diseases-condi
tions/coronavirus

3. System Changes

On or before 05/29/2021 the facility shall
complete the following actions:

(1) DON, IP and applicable IDT members
will conduct root-cause analysis to identify
and address the reasons for
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Observation of the soiled linen area of the
laundry room on 04/27/21 at 10:06 a.m. showed
a cart containing folded rags and mop heads, a
bag of reusable cloth gowns, clean resident shirts
hanging on a rack, a labeling machine for
resident clothing and cupboards full of donated
resident clothing.

During an interview on 04/27/21 at 10:06 a.m., a
maintenance supervisor (#9) verified the items in
the soiled linen area were clean and agreed they
were improperly stored in this area.

MEDICATION ADMINISTRATION

Based on observation, review of facility policy,
and staff interview, the facility failed to follow
infection control practices for 1 of 6 observations
of medication administration. Failure to follow
infection control practices pertaining to hand
hygiene, disinfecting equipment, and medication
administration may result in residents, and/or
staff being exposed to communicable diseases
and/or infections (including COVID-19).

Findings include:

Review of the facility policy titled "Hand Hygiene"
occurred on 04/27/21. This undated policy stated,
". .. Use an alcohol-based hand rub containing at
least 62% alcohol; or, alternatively, soap
(antimicrobial or non-antimicrobial) and water for
the following situations: . . . Before preparing or
handling medications . . . "

Observation of the 8:00 a.m. medication pass on
04/27/21 showed a certified medication assistant
(CMA) (#7) preparing medications for
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non-compliance related to:

a. Failure to select, don, utilize, label,
and store/clean the necessary PPE used
for droplet precautions
isolation/quarantine room access, in
accordance with CDC guidelines.

b. Failure of staff to complete infection
control etiquette for medication
preparation.

c. Failure of staff to disinfect shared
durable medical equipment and lifts in
accordance with CDC guidelines and
facility policies.

d. Failure of staff to perform hand
hygiene in accordance with CDC
guidelines and facility policies.

e. Failure of staff to store clean linen in
accordance with CDC guidelines and
facility policies.

f.  Failure of staff to complete hand
hygiene/changing of gloves in accordance
with CDC guidelines when completing
wound care.

(2) The DON, SDC, IP or suitable
designee will ensure the following:

a. Education appropriate staff on
expectations for dropping of medications
during preparing of medications for
administration.

b. Educate all staff on the importance of
disinfecting shared durable medical
equipment and lifts in accordance with
CDC guidelines and facility policies.

c. Educate all staff on the importance of
performing hand hygiene in accordance
with CDC guidelines and facility policies.
d. Educate all staff on the importance of
storing clean linen in accordance with
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administration. The CMA (#7) punched out
multiple medications from the medication cards,
removed bottles of medicaition from the
medication cart drawer, then dropped a pill on
top of the cart, picked it up with her bare fingers,
and placed it in a cup prior to administering it to
the resident.

The CMA #7 failed to follow hand hygiene and
infection control protocol.

RESIDENT ROOM/WOUND CARE

Based on observation, review of facility policy,
and staff interview, the facility failed to follow
infection control practices for 1 of 12 sampled
residents in transmission based precautions
(Resident #26). Failure to follow infection control
practices pertaining to hand hygiene, disinfecting
equipment, transmission based precautions, and
wound care, may result in residents, visitors
and/or staff being exposed to communicable
diseases and/or infections (including COVID-19).

Findings include:

Review of the facility policy titled "Isolation -
Transmission-Based Precautions COVID-19"
occurred on 04/27/21. This undated policy stated,
". .. When Transmission-Based Precautions are
implemented, the Infection Preventionist (or
designee) shall: . . . Ensure that protective
equipment (i.e., gloves, gowns, masks, etc.) is
maintained near the resident's room so that
everyone entering the room can access what
they need . . ."

Review of the facility policy titled "Wound Care"
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CDC guidelines and facility policies.
e. Educate all nursing staff on
importance of performing hand
hygiene/changing of gloves when
completing wound care.

(3) The facility leadership will contact the
North Dakota Quality Improvement
Organization (QIO), to inquire about the
assistance and services available from
the QIO in improving infection prevention
and control within the facility through
quality assurance process improvement
(QAPI) methods.

4. Monitoring

Weekly for no less than 12 weeks, the
DON, IP, SDC or a designee will conduct
on-going monitoring to ensure, via
observation, the approaches to correct
deficient practice related to infection
control and prevention are consistently
implemented and effective. Such
monitoring will include:

(1) Observations of all staff to ensure
correct selection, donning, use and
doffing of PPE when entering and exiting
droplet precaution isolation/quarantine
rooms.

(2) Observation of CMAs and nursing
staff during preparation of medications for
medication pass.

(3) Observe CNAs to ensure proper
disinfection of shared durable medical
equipment and lifts in accordance with
CDC guidelines and facility policies.
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occurred on 04/27/21. This undated policy stated, (4) Observe all staff to ensure proper
" ... Use no-touch technique. Use sterile tongue performance of hand hygiene in
blades and applicators to remove ointments and accordance with CDC guidelines and
creams from their containers . . . Wear sterile facility policies.
gloves when physically touching the wound . . ." (5) Observe all staff to ensure storage of
clean linen in accordance with CDC
Observations showed the following: guidelines and facility policies.
*04/25/21 at 4:41 p.m., A CNA (#11) delivered a (6) Observe all nursing staff to ensure
room tray to Resident #26 isolation room without appropriate glove use and hand hygiene
wearing a face shield and failed to shut the door when completing wound care.
after exiting the room.
*04/26/21 at 10:51 a.m., A Nurse (#3) cleaned Observations will be made across all
Resident #26's wound with a gloved hand and shifts and neighborhoods/units.
applied a treatment ointment to the wound using Observations of noncompliance with the
the same gloved hand. above will result in ad hoc education for
* 04/26/21 at 11:03 a.m., A CNA (#12) removed the involved staff. Such education will be
her unlabeled face shield, placed it on a pile of documented on monitoring forms.
other unlabeled face shields, and exited Resident
#26's isolation room. After twelve weeks of monitoring,
*04/26/21 at 11:27 a.m., A CNA (#12) entered provided that such monitoring
Resident #26's isolation room without wearing a demonstrates expectations are
face shield and exited the room to locate one. consistently met, monitoring may be
The CNA (#12) removed her gown and gloves, reduced to monthly. Monthly monitoring
placed them in the container in the hallway, and will continue for no less than three
then placed her face shield in a paper bag months. All monitoring will be reported to
without disinfecting it. the quality assurance process
improvement (QAPI) committee as part of
During an interview on 04/27/21 at 3:45 p.m., an QAP activities. Monitoring will not be
administrative nurse (#4) confirmed staff should discontinued until the facility completes
follow the facility's wound care policy and three consecutive rounds of monthly
transmission based precautions when caring for monitoring that demonstrate sustained
residents. compliance as approved by the QAPI
committee and medical director.
5. Correction Date
05/29/2021
F9999 FINAL OBSERVATIONS F9999
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A complaint investigation was conducted in
conjunction with the standard Medicare/Medicaid
recertification survey.

The complaint issues regarding Resident safety /
falls was substantiated. See F689
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