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STATEMENT OF LICENSURE VIOLATIONS:
300.670 Disaster Preparedness

c¢) Fire drills shall be held at least quarterly for
each shift of facility personnel. Disaster drills for
other that fire shall be held twice annually for
each shift of facility personnel.

This requirement was not met as evidenced by
the following:

Based on record review and interview, the facility
failed to ensure that least two disaster drills were
conducted on night shift. These failures have the
potential to affect all 71 residents.

Findings include:

The facility's fire and disaster drills records were
reviewed for the past 12 months. Disaster drills
were not documented for the night shift (10:00
P.M. to 6:00 AM). E5, Maintenance Director
stated on 8-4-15 at 3:20 P.M. that he conducts
fire and disaster drills. ES5 stated at that time, he
does not recall or have evidence that disaster
drills were conducted on the night shift in the past
year.

The facility's Resident Census and Conditions of
Resident form dated 8-3-15, documents 71
residents reside at the facility.

(B)

300.2010 Director of Food Services

a) Afull-time person, qualified by training and
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experience, shall be responsible for the total food
and nutrition services of the facility. This person
shall be on duty a minimum of 40 hours each
week.

1) This person shall be either a dietitian or a
dietetic service supervisor.

300.330 Definitions: Dietetic Service Supervisor -
a persaon who is a dietitian; or is a graduate of a
dietetic technician or dietetic assistant training
program, corresponding or classroom, approved
by the American Dietetic Association; or is a
graduate, prior to July 1, 1990, of a Department
approved course that provided 90 or more hours
of classroom instruction in food service
supervision and has had experience as a
supervisor in a health care institution which
included consultation from a dietitian; or has
successfully completed a Dietary Manager's
Association approved dietary managers course;
or is certified as a dietary manager by the Dietary
Manager's Association; or has training and
experience in food service supervision and
management in a military service equivalent in
content to the programs in the second, third, or
fourth paragraph of this definition.

These requirements are not met as evidenced by
the following:

Based on interview and record review, the facility
failed to have a qualified Dietetic Services
Supervisor who has completed the required
training and works 40 hours per week in the
dietary department. This has the potential to
effect all 71 residents.

Findings include:
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E4, Dietary Manager stated on 8-3-15 at 12:36
P.M. that she became the Dietary Manager in
August 2014. E4 stated she is enrolled in the
University of North Dakota correspondence
Dietary Manager course. E4 stated she has
completed four of the 14 lessons. E4 stated she
enrolled in the correspondence course in
November of 2014.

E4's personnel file, E4 began as Dietary Manager
on 7-28-14. E2, Administrator in Training verified
on 8-5-15 at 12:10 P.M. that E4 began as Dietary
Manager on 7-28-14 and enrolled into the
University of North Dakota on 11-17-14.

The facility's Resident Census and Conditions of
Resident dated 8-3-15, documents 71 residents
reside at the facility.
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