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Elm Crest Manor 100 Elm Ave, #396
New Salem, ND 58563

F 0609

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

31725

Based on record review, review of facility policy, review of facility investigation report, and staff interview, the 
facility failed to report an incident of potential abuse/neglect to the State Survey Agency (SSA) for 1 of 1 
sampled resident (Resident #7) who experienced a fall from the mechanical lift. Failure to report an event of 
potential abuse/neglect to the SSA places all residents at risk of potential abuse/neglect.

Findings include:

Review of the facility policy Abuse Policy occurred on 01/07/25. This policy, dated 06/10/20, stated, The 
resident has the right to be free from . negligence . Investigations must be documented and all findings 
including the initial report of allegation reported in writing to the administrator as soon as possible but no later 
than 24 hours following the incident. The Administrator or Designee will notify the State Department of Health 
of the reported incident.

Review of Resident #7's medical record occurred on all days of survey. A fall report, dated 09/20/24, 
indicated Resident #7 fell from the mechanical lift. 

Review of the Final Abuse Investigation Report stated, . On Friday September 20th at 0520 [5:20 a.m.] 
resident stretched her arms over her head and whole body stiffened during a hoyer [full-body mechanical lift] 
transfer. This movement caused the resident's body to slide out of the sling on the side. Assessment 
revealed a small open area to L [left] upper thigh and redness above the right eye.

The record lacked evidence the facility reported the above incident to the SSA as possible abuse/neglect. 

During an interview on 01/08/25 at 10:05 a.m., an administrative nurse (#1) confirmed the facility failed to 
report the above incident to the SSA. 
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Elm Crest Manor 100 Elm Ave, #396
New Salem, ND 58563

F 0801

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Employ sufficient staff with the appropriate competencies and skills sets to carry out the functions of the food 
and nutrition service, including a qualified dietician.

46964

Based on staff interview, the facility failed to ensure 1 of 1 dietary manager (#3) obtained the proper 
qualifications to serve as the director of food and nutrition services. Failure to ensure staff have the 
qualifications to carry out the functions of food and nutrition services may result in foodborne illness to 
residents, staff, and visitors. 

Findings include: 

During an interview on 01/06/25 at 11: 55 a.m., the dietary supervisor (#3) stated she is enrolled in the 
Certified Dietary Manager (CDM) course, but has not competed the training. 

During an interview on 01/07/25 at 10:40 a.m., an administrative staff member (#2) confirmed the dietary 
supervisor (#3) lacked the required training for the position. 

The facility failed to ensure the dietary manager (#3) completed the education for a certified dietary manager, 
certified food service manager, or national certification for food service management and safety from a 
national certifying body.
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