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F 000 INITIAL COMMENTS F 000

 An unannounced onsite investigation survey 
regarding a facility reported incident 
wasconducted on June 12, 2024. During the 
report investigation the facility was found 
noncompliant with regulatory requirements.

 

F 689 Free of Accident Hazards/Supervision/Devices
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:

F 689
SS=G

 Based on record review, review of the facility 
reported incident (FRI), review of facility policy, 
and resident and staff interviews, the facility 
failed to prevent accidents for 1 of 1 sampled 
resident (Resident #1) who sustained a fall with 
fracture. Failure to utilize the whirlpool seat belt 
resulted in an avoidable fall and fracture for 
Resident #1 and placed all residents at risk for 
falls and/or injuries. This citation is considered 
past non-compliance based on review of the 
corrective actions the facility implemented 
immediately following the incident.

Findings include:

Review of the facility policy titled "Bathing 
Procedure" occured on 06/12/24. The policy, 
dated November 2023, stated, "Resident Safety - 
Safety Strap Usage Whirlpool: Transfer resident 

 Past noncompliance:  no plan of 
correction required.
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F 689 Continued From page 1 F 689
to whirlpool seat. Attach seat belt around 
resident. Ensure seat belt does not get caught in 
the door when closing the door." The facility 
failed to provide instruction on when it is safe to 
remove the bath chair seat belt. 

Review of the FRI report, submitted to the state 
agency on 06/10/24, identified Resident #1 ". . . 
slipped from tub chair onto the floor. . . ." 

Review of Resident #1's medical record occurred 
on 06/12/24. The current care plan stated, ". . . 
has an ADL [Activities of Daily Living] self-care 
performance deficit & [and] limited physical 
mobility r/t [related to] deconditioning weakness. . 
. ." A progress note, dated 06/10/24, stated, ". . . 
this nurse observed Resident on floor to side of 
tub, lateral on R [right] side, back facing tub, lying 
on R arm. Resident's head was on floor with 
blood from head. . . ." 

During an interview on 06/12/24 at 2:00 p.m., 
Resident #1 stated "she [certified nurse aide 
(CNA)] took me out of the tub and took off the 
belt while I was at least 5 feet in the air."

During an interview on 06/12/24 at 2:15 p.m., an 
administrative nurse (#1) confirmed the CNA 
should have "kept the safety belt on as shown in 
training video."   

The facility failed to keep the appropriate device 
(seat belt) on Resident (#1) after exiting the 
whirlpool bath. This resulted in a fall with a right 
humerus fracture.  

Based on the following information, 
non-compliance at F689 is considered past 

FORM CMS-2567(02-99) Previous Versions Obsolete CG9011Event ID: Facility ID: ND201 If continuation sheet Page  2 of 3



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  10/15/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

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

355128 06/12/2024
C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

4916 N WASHINGTON ST
MISSOURI SLOPE

BISMARCK, ND  58503

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)
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non-compliance. The facility implemented 
corrective actions for the resident affected by the 
deficient practice by:
* Completing investigations following fall, 
* Determining the CNA failed to ensure adequate 
supervision of resident during whirlpool bath.

The facility implemented measures to ensure the 
deficient practice does not recur by:
* Educating/re-educating bath aides starting on 
06/11/24 regarding utilizing the whirlpool chair 
seat belt while completing resident baths, 
* Adding "Whirlpool Safety Checklist" to the lead 
CNA's job duties,
* Adding Whirlpool Safety Performance Tracker" 
as a quality assurance measure. 

This surveyor determined a deficient practice 
existed on 06/12/24. The facility implemented 
corrective actions on 06/11/24 and continues with 
safety checks/re-educating all bath aides.
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