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F 000 INITIAL COMMENTS F 000
For the standard Medicare/Medicaid F tag 156
recertification survey and complaint investigation,
started on 10/26/09 and completed on 10/28/08, : . N
the sample included 2 residents for complete I. At the time that tl?en Medicare
review, 7 residents for focused review, and 1 coverage ended, Residents #6, #11
closed record for review. The sample included 2 and #12 were given the option to
add_1t|0nal residents to verify specific concerns appeal the decision to end coverage
Aubng Hie gurvey: on the SNF Determination on )
F 156 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F 156 S =
ss=C RIGHTS AND SERVICES Continued Stay notice and they all
chose not to appeal. However, :
The faC||Ity must inform the resident both Orally thcsc rcsidcn[s were not gi\rcn the i
and in writing in a language that the resident CMS-10123 notice at that time.
understands of his or her rights and all rules and . ; . 9
regulations governing resident conduct and Since that time Resident #11 has
responsibilities during the stay in the facility. The died. We will meet this
facility ('Tf\USt %;ls? Erogde thde re?ider;l wifjh the requirement by informing Residents
notice (if any) of the State developed under i #12. I P
§1919(e)(6) of the Act. Such notification must be Al 1.2, el logal
made prior to or upon admission and during the | representative, of the facility’s error '
resident's stay. Receipt of such information, and | in not also giving the Medicare |
any amendments to it, must be acknowledged in notice CMS-10123.
writing.
The facility must inform each resident who is 2. A.ny lCSid.t.‘ll[ that q.uallfu::a ‘tf)r
entitled to Medicaid benefits, in writing, at the time Medicare skilled services is affected
of admission to the nursing facility or, when the by this notification process.
resident becomes eligible for Medicaid of the
items and services that are included in nursing o S o e o SR S L
facility services under the State plan and for 3. CMS 101-11110123 19 ‘l,v‘“l‘lbl{'_lm
which the resident may not be charged; those use on Garrison Memorial Hospital
other items and services that the facility offers letterhead paper. This form will be
and for which the resident may be charged, and given to residents or their legal
the amount of charges for those services; and WO ¢
inform each resident when changes are made to i s S 1e same time as
the items and services specified in paragraphs (5) the SNF Determination on .
()(A) and (B) of this section. Continued Stay notice, informing |
(X6) DATE

LABOR TORY IRECTOR'S OR PROVIDER/SUPELIER REPRESENTATIVE'S SIGNATURE TITLE
‘/% @zﬁf W‘ﬂ E // Io/ p) 2

Any Ueficiency slatemenl endlng with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determmec{thal
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. |f deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 166 | Continued From page 1 F 156
The facility must inform each resident before, or
at the time of admissfion. and periodically during them that their Medicare coverage is
the resident’s stay, of services available in the . .
facility and of charges for those services, endfng, the reas.on.for their coverage
including any charges for services not covered ending, and their rights to appeal.
under Medicare or by the facility’s per diem rate. These notices will be given by the
. ) ) o facility’s Utilization Review

The fa_cullty must ft_.lrnlsh a Wntten description of Coordinator or by the facility’s

i legal rights which includes: . .

* A description of the manner of protecting social worker in her absence.
personal funds, under paragraph (c) of this
section; 4. Nursing facility charts will be

LA description of the requirements and procedures rev;ewed at The weekly utilization
for establishing eligibility for Medicaid, including review meeting to ensure these
the right to request an assessment under section notices are given to the residents as
1924(c) which determines the extent of a couple's needed. Asof 11-01-09 a monthly
non-exempt resources at the time of QA monitor of NF charts will be
institutionalization and attributes to the community d by the facility’ al K
spouse an equitable share of resources which one by the tacility’s social worker
cannot be considered available for payment to check for the presence of CMS-
toward the cost of the institutionalized spouse's 10123 notice for those residents
medical care in his or her process of spending whose Medicare skilled services
down to Medicaid eligibility levels. have ended.
A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy 11/1/09
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.
The facility must comply with the requirements
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specified in subpart | of part 489 of this chapter
related to maintaining written policies and
procedures regarding advance directives. These
requirements include provisions to inform and
provide written information to all adult residents
concerning the right to accept or refuse medical
or surgical treatment and, at the individual's
option, formulate an advance directive. This
includes a written description of the facility's
policies to implement advance directives and
applicable State law.

The facility must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
written information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidenced
by:

Based on review of Medicare billing records and
staff interview, the facility failed to provide
required notices for potential liability of payment
for 3 of 3 Medicare billing records reviewed for °
Resident #6, #11, and #12. The facility must
provide the beneficiary with a "Generic
Notice/Notice of Medicare Provider
Non-Coverage" (CMS- 10123) form, which
informs the resident or their legal representative
in writing why Medicare may not cover specific
services, the right to appeal the decision, and the
beneficiary's potential liability for payment of the
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F 156 | Continued From page 3 F 156
non-covered services. Failure to provide the
correct notices of non-coverage of Medicare
benefits is an infringement of resident rights. F Tag 226
Findings include: 1. The Abuse policy will be updated
Review of Medicare records for Resident #6, and v.vntl} cofx:r ect phor}e nu;nbers andd
supplemental Resident #11 and #12, occurred on timing tor reporting of suspecte
the afternoon of 10/27/09. These reviews abuse.
revealed the residents no longer received
Medicare benefits as of the following dates: 2. All residents in the Hospital and
Resident #6: 09/26/09 Numsi re:,‘ e:;‘. ts n l(:i b“‘;'fta tag
Resident #11: 09/08/09 ursing racility could be attected.
Resident #12: 01/22/09
o . . 3. The policy will be updated with
g;:sfi%'g:ﬁ"ed tt° P"l‘l’;'r',de the (?jq“'t’ed hen th the correct phone number and timing
orm to all three residents when the . . .
facility determined their Medicare coverage would for reporting a,b l,’se' ln.mal training
cease. and annual training will be held for
employees regarding the abuse
An interview with an administrative staff member policy.
(#1) occurred on 10/27/09 at 4:00 p.m. This_ staff The deficiency will be corrected by
member confirmed these three residents failed to Nov. 30" 2009
receive the form CMS-10123 when their Medicare ov. ’ :
coverage ended.
F 226 | 483.13(c) STAFF TREATMENT OF RESIDENTS F 226 4. See attached updated policy and
§s=C The faciity ¢ devel 4 imol twritte monitor. This policy will be
e facility must develop and implemen n . T
policies and procedures that prohibit reviewed and rc:vnsed if needed, each
mistreatment, neglect, and abuse of residents year by the Social Worker. The result
and misappropriation of resident property. of this monitor will be presented to
the QA committee.
This REQUIREMENT is not met as evidenced
by: 11/30/09
Based on review of facility policy and staff
interview, the facility abuse policy lacked 1 of 7
required components (reporting requirements).
Failure to adequately address all required
FORM CMS-2567(02-89) Previous Versions Obsolete Event ID: XSC411 Facifity ID: ND135 If continuation sheet Page 4 of 9



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/02/2009
FORM APPROVED
OMB NO. 0938-0391_

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

355116

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

10/28/2009

NAME OF PROVIDER OR SUPPLIER

GARRISON MEM HOSP NSG FAC

STREET ADDRESS, CITY, STATE, ZiP CODE
407 3RD AVE SE

GARRISON, ND 58540

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 226 | Continued From page 4

unaware of how to properily address incidents of
abuse and neglect.

Findings include:

or Misappropriation of Property” occurred on the
morming of 10/27/09. This policy, revised 10/08,
stated, ”. . . V. Investigation: ... 8.... The
Admumstratorldesngnee by the fifth working day
will notify the State Department of Health of the
investigative results if allegations substantiated .

business hours] followed by the report. .
The facility policy conflicts with regulatory
allegations to the State survey and certification

outcome of the investigation (both substantiated
and unsubstantiated) within five working days.

(CMS) has outlined the standards of practice
regarding reporting of allegations. CMS has
identified "Immediately” to mean as soon as
possible, but ought not exceed 24 hours after
discovery of the incident. Conformance with this

collect reports, even on off-duty hours [e.g.,
answering machine, voice mail, fax].

During an interview on 10/27/09 at 1:20 p.m., an
administrative staff member (#3) confirmed the
facility’s abuse policy conflicted with regulatory
requirements.

F 323 | 483.25(h) ACCIDENTS AND SUPERVISION

components increases the risk of staff to become

Review of the facility policy titled "Abuse, Neglect

.VIL...5.... Al allegations must be reported to

the department immediately by telephone [dunng

requirements regarding immediate reporting of all

agency. Requirements also include reporting the

The Centers for Medicare and Medicaid Services

definition requires that each State has a means to

F 226

F 323
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SS=E
The facility must ensure that the resident F Tag 323
environment remains as free of accident hazards g
as is possible; and each resident receives . ) .
adequate supervision and assistance devices to 1. Corrective action will be
prevent accidents. completed to protect residents from
access to hazardous chemicals.
2. All residents in the Hospital and
This REQUIREMENT is not met as evidenced Nursing Facility could be affected.
by:
Based on observation, review of facility policy, . :
and staff interview, the facility failed to provide an 3. Hazardops chemnf:al pOh.c Y (see
environment free of accident hazards by failing to attached) will be revised to include
store hazardous chemicals in locked storage child safety locks as another method
areas in 1 of 1 Iong_term care unit during 3 of 3 of securing chemicals. The facility
days of survey. Failing to properly store will keep all hazardous chemicals
hazardous chemicals has the potential to cause d/locked h d d
harm to cognitively impaired residents who may secured/locked, so the residents do
gain access to them. not have access to them. Child safety
o locks or locks will be put on all
Findings include: cupboards or areas where hazardous
Review of the facility policy titled "Hazardous chemicals are stored. Chemicals will
Materials” occurred on the moming of 10/28/09 at be removed from areas that are not
10:20 a.m. This policy, revised 10/03, stated, ". . . secured. Staff education, including
che"m:cals will be stored in a locked storage area . nursing, activities, maintenance, anc
beauty shop employees, will also be
During an initial tour of the environment on a part of the process. This will be
10/26/09 at 8:20 p.m., observation in the Activity completed by Nov. 30™, 2009.
room identified two spray bottles of "Spic & Span"
disinfectant all-purpose spray, two bottles of ) ) ;
"Clean Erase" markerboard cleaner, and one 4. A monitor will be PU} in place
bottle of "Woolite" fine fabric wash, located (proper storage of chemicals), that
underneath the kitchen sink in an unlocked will include the date, initials of
cupboard. The "Spic & Span” and "Woolite"
FORM CMS-2567(02-99) Previous Versions Obsalete Event ID:XSC411 Facility ID: ND135 If continuation sheet Page 6 of 9
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F 323

Continued From page 6

bottles contained the waming: "Keep out of reach
of children", and the "Clean Erase” bottle
contained the warning: "May be harmful if
swallowed.”

On 10/27/09 at 7:40 a.m., random observation
identified an unlocked storage room at the end of
one of two hallways in the long term care unit.
Observation of the unlocked storage room
identified a pair of scissors and a spray bottle of
“Space Age Spray Buff' maintenance and
restorer. The "Space Age Spray Buff' bottle
contained the warning: "Keep out of reach of
children." In addition, observation of the Activity
room identified chemicals found on 10/26/09
remained in the unlocked cupboard below the
kitchen sink.

During the environmental tour on 10/28/09 at 7:50
a.m. with an administrative maintenance staff
member (#4), observation identified the
chemicals found in the Activity room on 10/26/09
and 10/27/09 remained in the unlocked cupboard
below the kitchen sink. Observation also showed
the Barber Shop door unlocked and opened, and
lights on in the room. A spray bottle of "Spic and
Span” sat on the counter in the Barber Shop.
Observation also identified an unlocked and
opened Nursing Service room containing an
unlocked housekeeping cart. The housekeeping
cart contained the following chemicals: a
container of "Comet" disinfectant cleaner with the
warning: "keep out of reach of children", three
spray bottles of "Crew Neutral NA" disinfectant
cleaner with the warning: "keep out of reach of
children”, a spray bottle of “Vani-Sol" disinfectant
cleaner with the warning: "avoid contact with
eyes, may be harmful if swallowed", an unlabeled
spray bottle containing a blue colored solution, a

F 323

done by the housekeeping
supervisor.

person doing the monitor, area
inspected, findings and actions taken
This monitor will be done on a
weekly basis for 1 year. Findings will
be reported to the QA committee at
the quarterly meetings. This will be

11/30/09
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container of “Ta-Poff" liquid tape remover
containing the warning: "Danger Poison: may be
harmful or fatal if swallowed", a container of
“"Super Odor Neutralizer" containing the warning:
“caution: eye imritant”, and a container of "Sursan
256" disinfectant with the warning: "keep out of
reach of children, may irritate eyes, concentrated
product may cause chemical burns."

On 10/28/09 at 12:15 p.m., random observation
identified the spray bottle of "Spic & Span” in the
Barber Shop, and the previously identified bottles
in the unlocked cupboard in the Activity room,
remained accessible to residents.

When asked, at the time of the environmental
tour on 10/28/09 at 7:50 a.m., the administrative
maintenance staff member (#4) did not disagree
the chemicals are to be stored in locked storage
areas.

483.75(0)(1) QUALITY ASSESSMENT AND
ASSURANCE

F 520
§8=C

A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee

F 323

F 520
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except insofar as such disclosure is related to the
compliance of such committee with the F tag 520
requirements of this section. g
Good faith attempts by the committee to identify 1. A provider will be present during
and c_orrect quality deficiencies will not be used as the QA committee meetings either in|
a basis for sanctions. person or by teleconference.
This REQUIREMENT is not met as evidenced 2. All residents of Garrison
gyi g 4 reui o staff interview. th Memorial Hospital and Nursing
ased on record review and staff interview, the ili .
facility failed to ensure the designated physician Eac! ity could.Ze a ecteci gy l.mt th
actively participated as a member of the Quality aving a provider present during the
Assurance (QA) Committee during 4 of 4 meetings.
quarterly meetings held from October 2008
through July 2009. 3. A monitor will be put in place to
Findings include: ensure that a provider will be present
either in person or by teleconference
During the entrance conference, on 10/26/09 at at the QA committee meetings. This
7:15 p.m., an administrative nurse (#2) stated the will be accomplished by Nov. 30th,
physician attends quality assurance meetings "if 2009
he can.” The nurse stated the physician is )
“always invited, but it doesn't always work out. ) .
The minutes are sent to him." 4. A monitor will be done every
™ ity 4 quarter to make sure a provider is
e quality assessment and assurance review :
took place on 10/28/09 at 8:20 a.m. with an present atbthehQ‘g g?qm'g'“ele .
administrative nurse (#2). Review of QA meeting, by the - Results wi
Committee Meeting attendance rosters also be reported at the quarterly QA
occurred the moming of 10/28/09. These rosters, committee meeting. See attached
dated 10/21/08, 01/20/09, 04/21/09, and monitor.
07/21/09, confirmed the physician did not attend 11/30/09
any of the meetings held between 10/21/08 -
07/21/09.
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