Basic Care Plan of Correction Review

Facility Da 140\[‘& H.‘(LHOUS(\/\\? ~E [g(\\V\ '~ Date of Review IO(/q/I7

Tag Number: B 970 -~ Spécchr Lleqaf v, fuuds Met | NotMet | NA
1. Address how corrective action will be accomplished for those patients affected s

by the deficient practice (if applicable);
2. Address how you will identify other patients having the potential to be affected o

by the same deficient practice (if applicable);

3. What measures will be put into place and what systemic changes the facility
will make to ensure the deficient practice does not recur. Examp!e look at
the system and determine if a change to the existing system is needed, if a
new system is necessary or if a system does not exist and must be
developed;

4. Address how the facility plans to monitor its performance to ensure solutions
are permanent. What quality assurance process will be developed to ensure
the correction is achieves and sustained. Identify when quality assurance will
be implemented, the frequency of the monitoring and the staff person(s) by
job titles {not individual names) that will monitor the corrective action.

5. Provide the date of correction which must be at no later than sixty (60) days . \
from the date of the survey. ty (60) day //0/ 7// 7 & B
Tag Number: [§ 929 - unlixens. slofl par nide
1. Address how corrective action will be accomplished for those patients affected Ve
by the deficient practice (if applicable);
2. Address how you will identify other patients having the potential to be‘éffected e

by the same deficient practice (if applicable):

3. What measures will be put into place and what systemic changes the facility
will make to ensure the deficient practice does not recur. Example look at
the system and determine if a change to the existing system is needed, if a
new system is necessary or if a system does not exist and must be
developed;

4. Address how the facility plans to monitor its performance to ensure solutions
are permanent. What quality assurance process will be developed to ensure
the correction is achieves and sustained. Identify when quality assurance will
be implemented, the frequency of the monitoring and the staff person(s) by
job titles (not individual names) that will monitor the corrective action.

5. Provide the date of correction which must be at no later than sixty (60) days v

from the date of the survey. [oﬁ{/{ 7
TagNumber: B /(0 ~ & snend decunmentnd »
1. Address how corrective action will be accomplished for those patients affected po)

by the deficient practice (if applicable); 2lo<S?

2. Address how you will identify other patients having the potentlal to be affected
by the same deficient practice (if applicable);

3. What measures will be put into place and what systemic changes the facility
will make to ensure the deficient practice does not recur. Example: look at
the system and determine if a change to the existing system is needed, if a
new system is necessary or if a system does not exist and must be
developed;

4. Address how the facility plans to monitor its performance to ensure solutions
are permanent. What quality assurance process will be developed to ensure
the correction is achieves and sustained. Identify when quality assurance will
be implemented, the frequency of the monitoring and the staff person(s) by
job titles (not individual names) that will monitor the corrective action.
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Provide the date of correction which must be at no later than sixty (60) days
from the date of the survey.
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[ Tag Number: B [ 2 yo— _ Upddtly CP

Not Met

1. Address how comective action will be accomplished for those patients affected
by the deficient practice Gf applicable);

2. Address how you will identify other patients having the potential to be affected
by the same deficient practice (if applicable);

3. What measures will be put into place and what systemic changes the facility
will make to ensure the deficient practice does not recur. Example: look at
the system and detemmiine if a change to the existing system is needed, ifa
new system is necessary or if a system does not exist and must be
developed;

4. Address how the facility plans to monitor its performance to ensure solutions
are permanent. What quality assurance process will be developed to ensure
the correction is achieves and sustained. Identify when quality assurance will
be implemented, the frequency of the monitoring and the staff person(s) by
job titles (not individual names) that will monitor the comreclive action.

5. Provide the date of correction which must be at no later than sixty (60) days
from the date of the survey.

Tag Number: 4 /300 ~ & sccivifor® gl

1. Address how comective action will be accomplished for those patients affected
by the deficient practice (if applicable),

2. Address how you will identify other patients having the potential to be affected
by the same deficient practice (if applicable);

3. What measures will be put into place and what systemic changes the facility
will make to ensure the deficient practice does not recur. Example: look at
the system and detemmine if a change to the existing system is needed, if a
new system is necessary or if a system does not exist and must be
developed;

4. Address how the facility plans to monitor its perfonmance to ensure solutions
are permanent. What quality assurance process will be developed to ensure
the correction is achieves and sustained. ldentify when quality assurance will
be implemented, the frequency of the monitoring and the staff person(s) by
job titles (not individual names) that will monitor the comective action.
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5. Provide the date of correction which must be at no later than sixty (60) days
from the date of the survey.

ety

Tag Number:

1

1. Address how carrective action will be accomplished for those patients affected
by the deficient practice (if applicable);

2. Address how you will identify other patients having the potential to be affected
by the same deficient practice (f applicable);

3. What measures will be put into place and what systemic changes the facility
will make to ensure the deficient practice does not recur. Example: look at
the system and determine if a change to the existing system is needed, if a
new system is necessary or if a system does not exist and must be
developed;

4. Address how the facility plans to monitor its performance to ensure solutions
are permanent. What quality assurance process will be developed to ensure
the correclion is achieves and sustained. Identify when quality assurance will
be implemented, the frequency of the monitoring and the staff person(s) by
job titles (not individual names) that will monitor the corrective action.

5. Provide the date of correction which must be at no later than sixty (60) days
from the date of the survey.

08/2002



PRINTED: 09/15/2017

9L00/€000@

ONISNOH TTIH vYL103¥0

RPGS11

FORM APPROVED
North Dakota Department of Health :
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
‘ 3011 R. WING 09/12/2017
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMILETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS'REFEREggﬁg.Eﬂ g’a APPROFRIATE DATE
B 000 INITIAL COMMENTS B8 000
For the unannounced licensure survey, started on
09/11/17 and completed on 09/1 2117, the sample
Included 5 residents for complete review and 1
closed record for review. In addition, the sample
included 8 supplemental residents lo verify
specific concerns during the survey.
Tier |l citations included B910, 8929, B1110,
B1240, and B1800.
B 910 33-03-24.1-09,1 GOVERNING BODY B910
1. The governing body is legally responsible ' led
for the quality of resident services; for resident M er Loorle
health, safety, and security; and o ensure the wrse Manag B
overall operation of the facllity is in compliance Hh Sy ff members A«
with all applicable federal, state, and local laws. Wy
40 S o evaluwat
Com pe ‘-mc_a. wibh medicm"wn.
. N é verb w u_)rﬂ'\th
This state licensing rule is not met as evidenced Also di erbal b & with
by: Cot -\—35-}-;“3 wH i member g
Based on observation, record review, policy doer Aahvon od Lhis.
review, and staff interview, the facility failed to b en 4
comply with the North Dakota Administrative : i acluded v
Code (NDAC), Chapter 33-43-01;"Nurse Aide Has will ke )
Training, Competency Evaluation, and Reqistry," Cyn P\ Oue .5 .Q;\.y,’ S uém.&
for 2 of 9 staff members (Certified Nurse Aide S-hb@f
[CNAJ A and unlicensed staff member B) ax\é aked, k\so
scheduled or observed administering medication member B “—‘PP\ el S M A
to the residents. Failure to 1) delégate medication . . 2011
administration only to staff on the nurse aide \ 1tense. on Se»’r 3, .
registry; 2) pravide proof of a licehsed nurse's . has been receV
verbal instruction on each specific medication for L cende . ? W cocedure.
each resident to each staff member administering and n Yile. & P
medication; 3) provide written instruction for each will contrinue with A\
specific medication for each resident, including adaff.
trade and generic name, the purpose of the ”P'.lc-"m' Ic"’"" Cont) ,} i rane
Haalth Resources Section ; L}
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURR \ TIMLE {X8) DATE
______l?ﬂk&ayéﬁ;_étégaaéyAﬁ lg;ﬁingggzﬁgz%u /o-5-17
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B 910 Continued From page 1 : B 910 Dotwumen datron alse CI,OM—
medication, common side effects and a5 4o wriflen and verbal
precautions, route and frequency of . . . s Q.
administration, and when to conact the licensed inshruchoon of speci He .
nurse/health care practitioner; 4) ensure the hrade ener ity
licensed nurse observed the staff member 5 for. and 9
administering medication to specific residents es, pur pose o-“- Me& /
until competency was demonstrated; 5) verify . ! . 4
competency by a licensed nurse, including the six ade eMfects wwi ")recnu}\on
rights of medication administration and . ..
documentation of medication administered; and Tacludi ) but n2d i vm‘-f»o\
6) update documentation of further training for Qi . 0 me
each staff member related to changes in to Lov ‘8“\*5 2 4
residents' medications may result in medication ?qsse 5.
errors, ,
Findings includs: New Poli oy hade Yo
NDAC, Section 33-43-01-16 "Nurse Aide Training, reflecy RN (Hurse M“"“’j‘v)
Competency Evaluation, and Registry: Specific - N <
delegation of medication adminitration” states, will raia wew em.P\oscb
"An individual on the department's [North Dakota . medi cat
Department of Health) nurse aide registry n oA\ @rea o ¥ on
fincludes CNAs, Nurse Aides (NAs), and 4o Intlude $esding ond
Medication Aides (MAs)) may accept the h \ : -Hn
delegation of the delivery of specific medication demendiration D'r' Compe ?‘
for a specific client by a licensed:nurse if the Y Ny .
following steps are followed: . . . 2, The individual e doua" \w' v en N
on the department's nurse aide [registry] is taught N\e .
by a licensed nurse for each specific client's 2'“?\0'@: * v
medication administration which includes verbal
and written instruction for the spécific client's . .
individual medications, including: a. The ,Dr'\ enkation Chaecklist
medication trade name and generic name; b. The . . _ S' \ d‘
purpose of the medication; . Signs and bt.\ N evi ‘3~{.A ‘re ) 5
Symptoms of common side effects, warnings, and g{ . drained
| precautions; d. Route and frequency of b)\\-b ained. (,RN
administration; and e. Instruction-under which and when eaghh areo WOS
circumstances fo contact the licensed nurse or Madicarion avens
licensed health care practitioner. 3. The individual Cover C&
. . . is observed by a licensed nurse administering Md,é %-om oHey — Cont LM_L,[ —_
Health Resources Section
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) DEFICIENCY) :

B 910| Continued From pa

. Slde effects . .. d,

medication adminis
that the individual .

delegated to them.
to read the medicat

them,...*

09/12/17, identified

the medication to the specific client until
compatency is demonstrated. 4. The individual . .
. has been verified as competent by a licensed
nurse through a variety of methods . . . in the
following areas: a. Knows the six rights for each
medication . . . b. Knows the name of the
medication and common dosag|e; ¢. Knows the. .

licensed nurse; 6. Can administ:er the medication
properly to the client; and f. Documents

related to the recelipt of specific delegation of
medication administration for eagh client must be
maintained and updated when further instruction
I8 received as necessary to implement a change.”

Review of the facillty policy titled""Nurse Duties”
occurred on 09/12/17. This policy, reviewed
September 2018, stated, “Nurse!Duties: . . . 10.
Establish and review mediation gdministration
module . . . 12, Teach, delegate and document
cares that are appropriate for the Care Aides
[unlicensed staff, NA, CNA, or MA] 1o have

Administration Record] and haw to administer

Random observations on the morning of
administering medications.

On the afternoon of 09/12/1 7, raview of
Information and interview with a licensed nurse
(#1) and an administrative staff member (#2)
revealed the following:

* The facliity schedule identified a:CNA (A)and a
staff member (B) worked in the past 30 days and

ge 2 ' B 910

Knows when to contact the

tration . . . 5.}Documentation
. . has received the training

13. Teach each care-alde how
fon orders (MAR) [Medlcation

a staif member (B)

“|areas DPM‘MnJ v he

done |o1 Nurst Monager

Documentarion of
Qon‘h'nqinj gclwca}u;n
and Swla 'Con\.p-e:l-ena,l
thb?u,aﬁfmh- wi i Conhinueg

6\»\ N Wise. V'Y\amaﬂor

) :R,_e_vdu_a}f_. b-a,SCA on ;
Cowtome. .~ = | M8y

Yl

Stagy RN weld. m:t. ,
WRY who

v e |

" twd_pass training ond

- .

educahion . Monthly

for b montha and $hen

dealth Resources Sestion
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COMPLETED

NAME OF PROVIDER OR SUPPLIER
DAKOTA HILL HOUSING

ELGIN, ND

STREET ADDRESS. CITY, STATE, 2iP Cani
606 DAKOTA ST N

58533

09/12/2017

(X4)ID
PREFIX
TAG

SUMMARY SYATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

Ib PROVIDER'S PLAN OF CORRECTION

(Xs)
PREFIX (EA (éORRECTIVE ACTION SHOULD BE COMPLETE

CH
TAG CROSS-R

FERENCED TO THE APPROPRIATE DATE

OEFICIENCY)

B910

Continued From page 3

were scheduled to work in the future, with duties
including medication administration,

* The personnel record for the staff member (B)
lacked evidence of a CNA, NA, 'or MA license.
Sees B929, )

* The facility orientation checklist for staff
providing cares covered general cares related to _
activities of dally living (ADLs), checking vital
Slgns, emergencles, infection cdntrol, etc. with
items related to medication administration
interspersed throughout. These items included
applying ointments, eye drops, and ear drops;
passing medications on all shifts; how to find/use
the Physician Drug Reference boaok, physician
orders; and use of the MAR.

* Personnel records for both staff members (A
and B) responsible for medication admlnistration
tacked evidence of verbal and written instruction
by a licensed nurse for each specific resident's
medication administration and for some of the
raquired areas of specific delegation of
medication administration. The orlentation check
list for each staff member showed some of the
areas of instruction ware completed by a CNA or
aCMA, versus a licensed nurse as required.

* No additional training for the staff members (A
and B) accurred when a resident started on a
new medication.

Failure to comply with all the rules for specific
delegation of medication administration, including
restricting delegation to CNAs and NAs, provision
of verbal and written instruction for each specific
medication for each specific resident, and
ensuring competency in all required areas may

place residents at risk for adversejhealth effects,
-ealth Resources Sechion

B 810
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: i
B 910] Continued From page 4 ’ 8910 '
contribute to medication errors,and jeopardize

the safety of all residents who reside in the
facllity.

B 929| 33-03-24.1-09,2,] GOVERNING. BODY B8 929

S e 8910 .
i. Personnel records to include job . ’
descriptions, verification of credentials where 3""4- {l,C’ i R N wi ’ | mondbor
applicable, and ' Lo & ££
records of training and education. all rew &raff

Sty wi. veriy
g‘hls state licensing rule Is not met as evidenced +hat all Staff
v: ;

; P ass
Based on observation, record review, review of ber n:) Frau M-d 4:\;) /\(A
North Dakota Administrative Code (NDAC), .

Chapler 33-43-01 "Nurse Aide Tiaining, Mmeds hos curr !

Competency Evaluation, and Registry,” and staff CNA or C ma derti fication
Interview, the facllity faited to ensure 1 of 9 staff i

members (unlicensed staff member B) employed Ww.;.uy .,Bor {r months
to administer medications to residents held

appropriate licensure to perform this function, .

Failure fo ensure staff members hold and
maintain licensure required with training In
specific delegation of medlcationiadministration
may confribute o medication errors,

Findings include:

NDAC, Section 33-43-01-16 "Nurse Aide Training,
Competency Evaluation, and Registry: Specific
delegation of medication administration® states, ;
“An Individual on the department's [North Dakota !
Department of Health] nurse aideregistry [i.e.
certified nurse aldes (CNAs), nurge aides (NAs),
or medication aides (MAs)] may accept the
delegation of the delivery of specific medication
for a specific client by a licensed nurse . . “

!
- - {
1ealth Resources Saction o
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- 1
B 929{ Continued From page 5 B 929
On the morning of 09/12/17, raidom

observations identified a staff rrjember (B)
administering medications to the residents.

On the afternoon of 09/12/17, réview of personnel
files identified staff member (B)! hired 06/27/17,
lacked evidence of a CNA, NA, br MA license.
During an interview, an adminisirative staff
member (#2) stated staff membbr (B) dropped
her CNA license years ago and planned fo “test”
for licensure again after hire at this facillty. The
administrative staff member (#2) stated she j
would apply for NA registration for staff member B ;
today. :
Review of the facility schedule revealed staff § :
member (B) worked 14 shifts in July, 13 shifts in . _

: ' N i k lists
August, and two shifts in Septemiber. e n;l'a;h on C’\.u,e)

: ¢ D
B1110 33-03-24.1-11,9 EDUCATION PROGRAMS B1110 Comp‘e*?e\ fou. Employee C

1. The facility shall design, implement, and N cw ()q'l f,n-lw\-\ on L|5+5
document educational pragrams Yo orient new

employees and develop and imptove employees’ have bq:x\ mode For
skills to carry out their job responsibilities. e s :

all Jdiskiplines. “thiy
This state licensing rule is not met as evidenced , : N
by: WUk -be i wad and 5\31\&)

Based on record review, policy review, and staff . .
interview, the facility failed to design, implement, da;\—v,r.l. cui\ C‘ P \Mt& VAV
and document educational programs to orient :

new employees to carry out their job Zm?\ 0 3-(,4.{ ‘G Ves . : 9/15 /n

responsibilities for 2 of 3 employeks' personnel ﬁ ‘
records (Employse C and D) reviéwed who were . Lu_1|
hired in the last 13 months. Fallure to develop tobe mm""‘h'c ‘
departmental specific orientation programs does . e -

not provide new employees with the skills and aa man \“.:\"’45\' \oN

information needed to carry out the job
responsibilities and may jeopardize the health

1ealth Resources Saction '
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SUMMARY
{EACH
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(X410
PREFIX
TAG

STAYEMENT OF DEFICIENCIES

DEFICIENCY MUST BE PRECEDED BY FULL
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PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD
CROS:

DEFICIENCY)

PROVIDER'S PLAN OF CORRECYION
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COMPLEYE
DATE

8E

B1110| Continued From page 6

Findings include:

reviewed Septem
Employees hired
formally orlentated '
Department Orientation. Managers are

ber 2016, stated, “. . . 1

'| @s lo the department

and procedures services

facility hired Em ployse C, a

and their respective roles,
During an interview on 09/1
proof of arientation far
days for orientation.
needed.” She added

list/documentation to
completed.

We add extra days if

81240 33-03-24.1-12,4 RESIDENT

ASSESSMENTS/CARE PLANS

4, The care plan must be updated as
needed, but no less than quarterly,

and safety of all residents and employees.

Review of the facility policy titied "Employee
Orientation” occurred on 09/1 2/17. This policy,

by Dakota Hill|Housing shall be
to the Basic care through

responsible for familiarizing the new employees
policies, procedures and
routines as well as the Basic Calre Facilities policy
avallable and the
locatlon of the departments within the facility, . . "

Review of Employee C and D's personnel records
occurred on 09/12/17. The record showed the
reglstered nurse, on
03/01/17, and Employse D, an activities staff
member, on 08/15/16. The files lacked evidence
of Employee C and D's orlentation to the facility

2117 at 9:15 a.m., an

administrative staff member (#3):when asked for
Employee!C and D stafed,
"We follow the job description and allow three

the facllity has no written
show the orientation was

81110

81240

a/[ now Em‘oloaz%

he Checked mont 1
‘b monthe

a_d_m im'éf'ﬂ"’"

for i Procf of Comp

Orientation

o°

R.Qéii:‘-e.t’]f‘" ul
Core P las
Wuas redident do re

‘ealth Resources Saction
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North Dakota Depariment of Health . .
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFIGATION NUMBER; A BUILDING: : COMPLETED
' 8011, 5. WiNg ; 09/12/2017
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZiP cang
DAKOTA HILL HOUSING gﬁgﬁﬁ%ﬁgg 5
(X4)ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORREGHION (X6
PREFIX {FAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHQORRECTWEACHONsngqgoBE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-RFFEREgSSgIEg g\l(-l’E APPROPRIATE DATE
B1240/ Continued From page 7 B1240 ? hae
! "1om pag | a,no( Cave Plon Pm%
This state licensing rule Is not met as evidenced ‘ .
by: | b.e,.e,n det{.d with 4
Based on observation, record review, policy .o .
review, and staff interview, the facility failed to sechp 3] ‘PO r vresidlents
eénsure care plans reflected residents' cusrent : ' .
status for 3 of 5 sampled residents (Resident #1, w:‘”\ lMJM(‘I !\j oids QMJ
#2, and #3). Faliure to review and revise care . :
plans limits staff's ability to meet residents’ l'p q"““ﬂ n ‘UECQ o |be q/bp/ ;7
current care needs. o ke W
Findings include; A/bu"é& 7"1} mu n.;}o r
Review of the facility policy titled “Nurse Duties" mcww.ﬁe 7
occurred on 09/12/17. This policy, reviewed
September 2018, stated, "Nurse Duyties: . . . 8. :
Develop and institute a care plan for each :
resident ., " i
- eﬁ?&uat%’**é;
- On the morning of 09/11/1 7, observation R : 6\ -U"
showed Resident #1 in his roomiwith the N‘ ew Qo_lt,-e_ P lon W AS
televislon playing loudly and the resident unable '
to hear aknock on his door, An administrative M q/\_.d M&L& ‘o
staff member (#3) stated the resident prefers to : i
take his hearing aides out when in his room. Hin Qa,"—a Plan
Review of Resident #1's medical record ocourred Oﬁ«l ress | ekl heal h ,
on 09/12/17. Diagnoses inciuded hearing loss !
and legal blindness. Quarterly progress notes M9 m'{d 4-\"&0;:" ‘r“ 5
stated the following: nacded 7\-0 ™Miintai
*10/12/16, ". . . takes part in Fire Drills - Needs to ! £ Swnodiond
be awoken R/T [related to] poor hearing when H M%La.ﬁ‘t ;\Wb\ 0 Crlon 3
£hearing] aids are out , . " ; :
08/2117,~...1s necessary to physically wake |
Ihim with five or tornado drills. Hard of hearing and ‘MU—%'& M 04\50 G‘d&‘a
egally blind. , . .»
o o\ dove plans puchels
Resident #1's current care plan included the i q
Problem/Need "Fire Safety,” but falled to identify N(,U’%L W/M—f)” +o /50
the resident had hearing aids andian intervention . 1
1o wake him and/or ensure his awarensss of an WLDMJ\'}OV"
Health Resources Section !
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PREFIX
TAG
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B1240{ Continved From page 9

which was his own idea to
aware."

licensed nurse (#1) stated

During an interview on 09/1

* 08/24/17, "Resident stated that he felt
claustrophobic In the new room across the hall,
make the move, Nurse

the facility set

2117 at 4:30 p.m., a

B1240

boundaries for Resident

#3 based on his

B1800;

hehaviors.

The facllity failed to update Resjdent #3's current
care plan with a
use of psychotropic medications, and

interventions to address the behaviors,

33-03-24.1-18 DIETARY SERVICES

33-03-24.1-18. Dietary services. The facility
must meet the dietary needs of the residents and
provide
dietary services in conformance with the North
Dakota sanitary requirements for food
establishments. Dietary services must include:.

This stats licensing rule is not miet as evidenced
by:

Based on observation and staff interview, the
facllity failed to provide dietary services in
conformance with the North Dakota Sanitary
requirements for food establishments on 2 of 2
days (September 11 and 12, 201 7) of survey.
Failure to store food securely has the potentfal to
Increase the risk of contamination and foodborne
ilness for all residents.

Findings include:

"North Dakota Requirements for Food and

Problem related to behaviors, the

B18C0
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IDENTIFICATION NUMBER:
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AND PLAN OF CORRECTION

PRINTED: 09/15/2017
FORM APPROVED

{X2) MULTIPLE CONSTRUCTjON
A. BUILDING: :

(X3) DATE SURVEY
COMPLETED

8. WING

8011.

09/12/2017

DAKOTA HILL HOUSING

NAME OF PROVIDER OR SUPPLIER

)
STREET ADDRESS, CITY, STATE, 2IP CODk

606 DAKOTA ST N
ELGIN, ND 58533

(X4} ID
PREFIX
TAG

SUMMARY STATEMENT OF OEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FuLL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROYIOER'S PLAN OF CORRE
(EACH CORRECTIVE ACTION 5HO! LD BE
CROSS-REFERENCED TO THE APPROPRIATE

ON {X5)

COMPLETE
Dave
DEFICIENCY)

81800

Continued From page 10

Beverage Establishments," addpted 04/01/12,
states, "33-33-04-04. General food protection. At
all times, including while being stored . . , food
shall be protected from potential contamination,
including dust, insects, rodents; unclean
equipment and utensilg, unnecessary handling,
coughs and sneezes, flooding, drainage,
overhead leakage, or,overhead!drippage from
condensation. Food packages shall be in good
| condition and protect the integrily of the contents
so that the food is not exposed to adulteration or
potential contaminants. . . .*
On 09/12/17 during the initial diétary tour
beginning at 9:00 a.m., observation showed the

folded over:

* one 50 pound (#) sack of flour
* one 5# sack of waffle mix

* one 5i# sack of pancake mijx

tour, a distary supervisor (#4) stated they go
through the waffle and pancake mixes quickly,
agreed they were not 8ecure, and would place
them in Ziploc bags. She stafed the flour has
always been stored in the bag and would havﬁ
get something big to put it in.

fo

On 09/13/17 at 7:35 a.m,, observation In the dty
storage area showed the following packages of

dry goads open with the top folded over:
* one 50# sack of flour- i
* one 25# sack of brown sugar !

Failure to ensure food products are stored In a
secure manner placed the residents at increased
risk of fliness related to consuming contaminated
food items,

following packages of dry goods open with the top

Buring an interview on 08/12/17 during the dietary

B1800
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