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INITIAL COMMENTS

For the unannounced complaint survey
completed on 09/16/26, the sample included 3
residents for review.

Tier |l citations included B925, B1240, and
B2403.

33-03-24.1-09,2,e GOVERNING BODY

e. Prohibition of resident abuse, neglect, and
misappropriation of resident property, including
investigation, reporting, and follow-up action.

This State Licensing Rule is not met as
evidenced by:

Based on record review, review of the resident's
rights guide, review of facility policy, and staff
interview, the facility failed to ensure resident
remained free from abuse for 1 of 1 sampled
resident (Resident #2) who experienced physical
abuse from another resident. Failure to
implement appropriate and immediate
interventions resulted in continued physical abuse
to Resident #2.

Findings include:

Review of "A Guide to Your Rights as an
Individual Living in a Basic Care Facility In North
Dakota" occurred on 09/16/26. This guide, dated
August 2025, stated ". . . You should not
experience . . . physical . . . abuse. . ."

Review of the facility policy titled "Behavioral -
Expression Management" occurred on 09/16/26.
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This policy, dated April 2026, stated, ". . . The
licensed nurse or designee will . . . document and
track interventions and their outcomes with the
goal of managing behavioral expression by
identifying successful resident-specific
interventions and decreasing or eliminating
behavioral expressions by identifying and
avoiding triggers of the behavioral expressions . .

Findings include:

Review of the incident reports identified Resident
#2 was subjected to physical abuse by Resident
#3 on two occasions (09/04/26 and 09/12/26).

-Review of Resident #2's medical record occurred
on 09/16/26. Diagnosis included mild cognitive
impairment.

-Review of Resident #3's medical record occurred
on 09/16/26. Diagnosis included dementia.

Review of Resident #3's progress notes showed
the following:

*09/04/26 at 10:37 a.m., stated ". . . CNA
[certified nursing assistant] reported hearing a
loud scream and observed resident [Resident #3]
standing over his wife [Resident #2] and
repeatedly hitting her in the chest. Staff
intervened and attempted to redirect and calm the
resident; however, resident continued to display
aggressive behavior toward staff. Nurse
contacted resident's son, who came to the facility
and assisted with calming resident. CNA
administered PRN [as needed] olanzapine
[antipsychotic] 2.5 mg [milligram] as ordered for
agitation/aggressive behavior. PRN medication
was effective, and resident became calmer
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following administration . . ."

*09/04/26 at 2:04 p.m., stated, "This RN
[registered nurse] spoke with resident's [Resident
#3's] provider regarding the incident that occurred
last night. . . stated to the provider that it is very
difficult to know when the resident will need PRN
medication as he does not slowly escalate . . ."

*09/04/26 at 3: 05 p.m., stated "New orders
received per [provider's name] as follows: 1.
Increase Sertraline [antidepressant medication] to
50 mg daily 2. Give Olanzapine 2.5 mg every
evening 3. Give Olanzapine 2.5 mg PRN in the
AM Call made to resident's POA [power of
attorney] with update."

*09/12/26 at 3: 58 p.m., stated "Med Passer
called stating that resident [Resident #3] is
striking his spouse [Resident #2]. POA called to
come to community to help defuse the situation. .
. Med Passer unable to give PRN due to resident
striking out at her. Nursing informed staff that if
daughter in law unable to defuse the situation and
he continues to hit the police need to be called.
Med Passer will call nursing if they need any
help."

Observation on 09/16/26 at 11:18 a.m., showed
Resident #3 with 1 on 1 caregiver support.

During an interview on afternoon 09/16/26, an
administrative staff member (#1) confirmed the
physical abuse occurred on 09/04/26 and
09/12/26.

The facility failed to protect Resident #2 from
physical abuse on 09/04/26 and 09/12/26.
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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, review of facility policy,
and staff interview, the facility failed to ensure
care plans reflected the current status for 1 of 3
sampled residents (Resident #3). Failure to
review and revise care plans limits staff's ability to
meet residents' current care needs.

Findings include:

Review of the facility policy titled "Assessments
and Evaluations" occurred on 09/16/26. This
policy, dated April 2026, stated, "The community
will conduct assessments, observation, and
reassessments . . . to determine the services
needed by residents in an effort to support . . .
safety. . . Assessments will be thorough and
timely to support the identification of resident care
needs. .."

Review of Resident #3's medical record occurred
on 09/16/26. Diagnoses include severe dementia.
The individualized service plan (care plan) failed
to include behavioral interventions.

Review of Resident #3's progress notes showed
the following:

*09/04/26 at 10:37 a.m., ". . . CNA [certified nurse
aide] reported hearing a loud scream and
observed (Resident #3) standing over his wife
[Resident #2] and repeatedly hitting her in the
chest. Staff intervened and attempted to redirect
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and calm the resident; however, resident
continued to display aggressive behavior toward
staff. . . ."

*09/12/26 at 3:58 p.m., "Med Passer called
stating that resident [Resident #3] is striking his
spouse [Resident #2]. POA [power of attorney]
called to come to community to help defuse the
situation . . ."

*09/14/26 at 3:34 p.m., "Resident [Resident #3]
and spouse [Resident #2] were sitting at a table in
the dining room when the resident [Resident #3]
started hitting his wife [Resident #2]. When staff
tried to stop him, he turned on staff. . . ."

The facility failed to update Resident #3's current
care plan related to behaviors and interventions
to address the resident's physical behaviors.

During an interview on 09/16/26 at 5:15 p.m., an
administrative nurse (#1) confirmed she expected
staff to update residents' care plans to reflect
their current behavioral status and individualized
interventions.

33-03-24.1-24,3 Optional Alzheimer's, Demential,
Special Mem

The facility or unit licensed to provide specialized
care and services to residents under this
section shall provide:

a. Care of residents with chronic moderate to
severe memory loss or an individual who has
significant emotional, behavioral, or cognitive
impairments and needs services that may
include independent living skills, support and
training to promote and develop

relationships, participate in the social life of the
community, and develop behavioral skills

B1240
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as determined necessary based on assessment
and care plan;

b. Protective oversight and supervision in a
structured environment that is staffed with
sufficient personal care and intermittent licensed
nursing staff to monitor, evaluate, and
accommodate an individual's changing needs;
c. Service in which assistance with activities of
daily living and independent activities of

daily living, therapeutic, social, and recreational
programming is provided; and

d. Care furnished in a way that fosters the
maintenance or improvement, as appropriate, to
promote independence of the resident.

This State Licensing Rule is not met as
evidenced by:

Based on record review and review of facility
policy, the facility failed to ensure specialized care
and services including protective oversight and
supervision for 2 of 3 sampled residents
(Resident #2 and #3) in the memory care unit.
Failure to provide care and services for residents
with dementia in a manner that meets their
individual needs and promotes their safety,
dignity, and comfort resulted in physical abuse
and unmanaged behaviors.

Findings include:

Review of the facility policy titled "Behavioral
Expression Management" occurred on 09/16/26.
This policy, dated April 2026, stated, " . . .
document and track interventions and their
outcomes with the goal of managing behavioral
expression by identifying successful
resident-specific interventions and decreasing or
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eliminating behavioral expressions by identifying
and avoiding triggers of the behavioral
expressions . .."

-Review of Resident #2's individualized service
plan occurred on 09/16/26. The service plan
states, ". . . resident's husband will be in memory
care with resident. . . ." The service plan lacked
interventions for the mental and safety needs
related to the physical abuse from Resident #3.

-Review of Resident #3's individualized service
plan occurred on 09/16/26. The service plan
lacked a plan or interventions regarding the
resident's behavior/abuse towards Resident #2
and the resident's emotional needs.

The facility failed to provide appropriate protective
oversight, and supervision in a memory care
setting for Resident #2 and #3 which resulted in
continued abuse and unmanaged behaviors.

Refer to B925
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INITIAL COMMENTS

For the unannounced complaint survey
completed on 09/16/26, the sample included 3
residents for review.

Tier Il citations included B925, B1240, and
B2403.

33-03-24.1-09,2,e GOVERNING BODY

e. Prohibition of resident abuse, neglect, and
misappropriation of resident property, including
investigation, reporting, and follow-up action.

This State Licensing Rule is not met as
evidenced by:

Based on record review, review of the resident's
rights guide, review of facility policy, and staff
interview, the facility failed to ensure resident
remained free from abuse for 1 of 1 sampled
resident (Resident #2) who experienced physical
abuse from another resident. Failure to
implement appropriate and immediate
interventions resulted in continued physical abuse
to Resident #2.

Findings include:

Review of "A Guide to Your Rights as an
Individual Living in a Basic Care Facility In North
Dakota" occurred on 09/16/26. This guide, dated
August 2025, stated ". . . You should not
experience . . . physical . . . abuse. . ."

Review of the facility policy titled "Behavioral
Expression Management" occurred on 09/16/26.
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This policy, dated April 2026, stated, ". . . The
licensed nurse or designee will . . . document and
track interventions and their outcomes with the
goal of managing behavioral expression by
identifying successful resident-specific
interventions and decreasing or eliminating
behavioral expressions by identifying and
avoiding triggers of the behavioral expressions . .

Findings include:

Review of the incident reports identified Resident
#2 was subjected to physical abuse by Resident
#3 on two occasions (09/04/26 and 09/12/26).

-Review of Resident #2's medical record occurred
on 09/16/26. Diagnosis included mild cognitive
impairment.

-Review of Resident #3's medical record occurred
on 09/16/26. Diagnosis included dementia.

Review of Resident #3's progress notes showed
the following:

*09/04/26 at 10:37 a.m., stated ". . . CNA
[certified nursing assistant] reported hearing a
loud scream and observed resident [Resident #3]
standing over his wife [Resident #2] and
repeatedly hitting her in the chest. Staff
intervened and attempted to redirect and calm the
resident; however, resident continued to display
aggressive behavior toward staff. Nurse
contacted resident's son, who came to the facility
and assisted with calming resident. CNA
administered PRN [as needed] olanzapine
[antipsychotic] 2.5 mg [milligram] as ordered for
agitation/aggressive behavior. PRN medication
was effective, and resident became calmer
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following administration . . ."

*09/04/26 at 2:04 p.m., stated, "This RN
[registered nurse] spoke with resident's [Resident
#3's] provider regarding the incident that occurred
last night. . . stated to the provider that it is very
difficult to know when the resident will need PRN
medication as he does not slowly escalate . . ."

*09/04/26 at 3: 05 p.m., stated "New orders
received per [provider's name] as follows: 1.
Increase Sertraline [antidepressant medication] to
50 mg daily 2. Give Olanzapine 2.5 mg every
evening 3. Give Olanzapine 2.5 mg PRN in the
AM Call made to resident's POA [power of
attorney] with update.”

*09/12/26 at 3: 58 p.m., stated "Med Passer
called stating that resident [Resident #3] is
striking his spouse [Resident #2]. POA called to
come to community to help defuse the situation. .
. Med Passer unable to give PRN due to resident
striking out at her. Nursing informed staff that if
daughter in law unable to defuse the situation and
he continues to hit the police need to be called.
Med Passer will call nursing if they need any
help."

Observation on 09/16/26 at 11:18 a.m., showed
Resident #3 with 1 on 1 caregiver support.

During an interview on afternoon 09/16/26, an
administrative staff member (#1) confirmed the
physical abuse occurred on 09/04/26 and
09/12/26.

The facility failed to protect Resident #2 from
physical abuse on 09/04/26 and 09/12/26.
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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, review of facility policy,
and staff interview, the facility failed to ensure
care plans reflected the current status for 1 of 3
sampled residents (Resident #3). Failure to
review and revise care plans limits staff's ability to
meet residents' current care needs.

Findings include:

Review of the facility policy titled "Assessments
and Evaluations" occurred on 09/16/26. This
policy, dated April 2026, stated, "The community
will conduct assessments, observation, and
reassessments . . . to determine the services
needed by residents in an effort to support . . .
safety. . . Assessments will be thorough and
timely to support the identification of resident care
needs..."

Review of Resident #3's medical record occurred
on 09/16/26. Diagnoses include severe dementia.
The individualized service plan (care plan) failed
to include behavioral interventions.

Review of Resident #3's progress notes showed
the following:

*09/04/26 at 10:37 a.m., ". . . CNA [certified nurse
aide] reported hearing a loud scream and
observed (Resident #3) standing over his wife
[Resident #2] and repeatedly hitting her in the
chest. Staff intervened and attempted to redirect
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and calm the resident; however, resident
continued to display aggressive behavior toward
staff. .. ."

*09/12/26 at 3:58 p.m., "Med Passer called
stating that resident [Resident #3] is striking his
spouse [Resident #2]. POA [power of attorney]
called to come to community to help defuse the
situation . . ."

*09/14/26 at 3:34 p.m., "Resident [Resident #3]
and spouse [Resident #2] were sitting at a table in
the dining room when the resident [Resident #3]
started hitting his wife [Resident #2]. When staff
tried to stop him, he turned on staff. . . ."

The facility failed to update Resident #3's current
care plan related to behaviors and interventions
to address the resident's physical behaviors.

During an interview on 09/16/26 at 5:15 p.m., an
administrative nurse (#1) confirmed she expected
staff to update residents' care plans to reflect
their current behavioral status and individualized
interventions.

33-03-24.1-24,3 Optional Alzheimer's, Demential,
Special Mem

The facility or unit licensed to provide specialized
care and services to residents under this
section shall provide:

a. Care of residents with chronic moderate to
severe memory loss or an individual who has
significant emotional, behavioral, or cognitive
impairments and needs services that may
include independent living skills, support and
training to promote and develop

relationships, participate in the social life of the
community, and develop behavioral skills
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as determined necessary based on assessment
and care plan;

b. Protective oversight and supervision in a
structured environment that is staffed with
sufficient personal care and intermittent licensed
nursing staff to monitor, evaluate, and
accommodate an individual's changing needs;
c. Service in which assistance with activities of
daily living and independent activities of

daily living, therapeutic, social, and recreational
programming is provided; and

d. Care furnished in a way that fosters the
maintenance or improvement, as appropriate, to
promote independence of the resident.

This State Licensing Rule is not met as
evidenced by:

Based on record review and review of facility
policy, the facility failed to ensure specialized care
and services including protective oversight and
supervision for 2 of 3 sampled residents
(Resident #2 and #3) in the memory care unit.
Failure to provide care and services for residents
with dementia in a manner that meets their
individual needs and promotes their safety,
dignity, and comfort resulted in physical abuse
and unmanaged behaviors.

Findings include:

Review of the facility policy titled "Behavioral
Expression Management" occurred on 09/16/26.
This policy, dated April 2026, stated, " . . .
document and track interventions and their
outcomes with the goal of managing behavioral
expression by identifying successful
resident-specific interventions and decreasing or
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eliminating behavioral expressions by identifying
and avoiding triggers of the behavioral
expressions . . ."

-Review of Resident #2's individualized service
plan occurred on 09/16/26. The service plan
states, ". . . resident's husband will be in memory
care with resident. . . ." The service plan lacked
interventions for the mental and safety needs
related to the physical abuse from Resident #3.

-Review of Resident #3's individualized service
plan occurred on 09/16/26. The service plan
lacked a plan or interventions regarding the
resident's behavior/abuse towards Resident #2
and the resident's emotional needs.

The facility failed to provide appropriate protective
oversight, and supervision in a memory care
setting for Resident #2 and #3 which resulted in
continued abuse and unmanaged behaviors.

Refer to B925

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
B2403| Continued From page 6 B2403

Health Repsonse and Licensure

STATE FORM

6899

EBNG11

If continuation sheet 7 of 7



B925

The Health & Wellness Director (HWD) immediately separated Resident #2 and Resident
#3, established 1-on-1 caregiver support for Resident #3, completed a comprehensive
behavioral assessment, and updated both residents' service plans with specific risk-
minimization measures. The Regional Director of Clinical Services reviewed the records of
5 residents with cognitive impairment and a history of behavioral expressions over the past
30 days to verify that behavioral assessments and individualized risk-minimization plans
are in place, correcting any identified gaps. The HWD implemented a standardized clinical
review protocolin the electronic health record requiring an immediate vulnerable adult
assessment, primary care provider consultation, and legal representative notification
within 24 hours of any resident-to-resident physical altercation. The Regional Director of
Clinical Services educated the HWD and Executive Director (ED) on resident-to-resident
abuse prevention; the HWD then educated all Caregivers, Caregiver Med Passers, and
licensed nurses on identifying behavioral triggers, immediate separation interventions, and
mandatory reporting timelines. The HWD will review 3 resident behavioral logs and incident
reports weekly for 12 weeks to monitor intervention effectiveness; the Regional Director of
Clinical Services will audit these reviews monthly for 90 days and present findings to the
Quality Assurance (QA) process. Resident #3 has been out of the Community since
September 17, 2026. Resident #2 & Resident #3 Power of Attorney has provided written 30-
days' notice to end their Residency on November 8, 2026.

Compliance Date: October 14", 2026. Scheduled audits continue to ensure on-going
compliance is maintained

B1240

The Health & Wellness Director (HWD) updated Resident #3's service plan to include
specific behavioral interventions and redirection strategies to address physical aggression.
The HWD audited service plans for residents with documented behavioralincidents in the
past 30 days to verify that appropriate behavioral interventions were incorporated,
correcting any gaps found. The HWD implemented a daily clinical review of progress notes
to identify behavioral changes, triggering an immediate service plan update and care
conference when new behaviors occur. The Regional Director of Clinical Services re-
educated the HWD on service plan updates following behavioral changes; the HWD re-
educated all RNs and LPNs on the same, validated by a written post-test. The HWD will
audit 5 behavioralincident records weekly for 12 weeks to verify service plans are updated;
the Regional Director of Clinical Services will audit 20% of these audits monthly and review
findings in the Quality Assurance (QA) process.



Compliance Date: October 21, 2026. Scheduled audits continue to ensure on-going
compliance is maintained

B2403

The Health & Wellness Director (HWD) immediately updated the individualized service
plans for Resident #2 and Resident #3 to include specific behavioral interventions, safety
measures, and triggers, and initiated the Behavioral Expressions Monitoring Log for
Resident #3. The Regional Director of Clinical Services conducted a comprehensive audit
of memory care resident service plans and behavioral logs over the past 30 days to identify
any unmanaged behavioral expressions, updating plans and implementing monitoring logs
for any variances found. The HWD integrated a daily week-day review of the 24-Hour Shift
Log and Crossover Report into the morning leadership meeting to identify new behavioral
expressions and immediately initiate the Behavioral Expressions Monitoring Log and
clinical assessment. The Regional Director of Clinical Services re-educated the HWD on
behavioral expression management and coordination of care; the HWD then re-educated
all Caregivers and Caregiver Med Passers on identifying triggers and documenting
interventions. The HWD will audit 5 behavioral logs and observe resident interactions
weekly for 4 weeks, then monthly for 3 months; the Regional Director of Clinical Services
will review these audits monthly and report findings to the Quality Assurance (QA) process.

Compliance Date: October 23™. Scheduled audits continue to ensure on-going compliance
is maintained



