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For the standard Medicare/Medicaid

recertification and complaint survey, started on

05/22/17 and completed on 05/24/17, the sample

included 3 residents for complete review, 9

residents for focused review, and 1 closed record

for review. The sample included an additional 5

supplemental residents to verify specific

concerns during the survey.
F 156 483.10(d)(3)(g)(1)(4)(5)(13)(16)-(18) NOTICE OF F 156 717017
ss=C RIGHTS, RULES, SERVICES, CHARGES

(d)(3) The facility must ensure that each resident
remains informed of the name, specialty, and
way of contacting the physician and other primary
care professionals responsible for his or her care.

§483.10(g) Information and Communication.
(1) The resident has the right to be informed of
his or her rights and of all rules and regulations
governing resident conduct and responsibilities
during his or her stay in the facility.

(9)(4) The resident has the right to receive
notices orally (meaning spoken) and in writing
(including Braille) in a format and a language he
or she understands, including:

(i) Required notices as specified in this section.
The facility must furnish to each resident a written
description of legal rights which includes -

(A) A description of the manner of protecting
personal funds, under paragraph (f)(10) of this
section;

(B) A description of the requirements and
procedures for establishing eligibility for

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 06/16/2017

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Medicaid, including the right to request an
assessment of resources under section 1924(c)
of the Social Security Act.

(C) Alist of names, addresses (mailing and
email), and telephone numbers of all pertinent
State regulatory and informational agencies,
resident advocacy groups such as the State
Survey Agency, the State licensure office, the
State Long-Term Care Ombudsman program, the
protection and advocacy agency, adult protective
services where state law provides for jurisdiction
in long-term care facilities, the local contact
agency for information about returning to the
community and the Medicaid Fraud Control Unit;
and

(D) A statement that the resident may file a
complaint with the State Survey Agency
concerning any suspected violation of state or
federal nursing facility regulations, including but
not limited to resident abuse, neglect,
exploitation, misappropriation of resident property
in the facility, non-compliance with the advance
directives requirements and requests for
information regarding returning to the community.

(ii) Information and contact information for State
and local advocacy organizations including but
not limited to the State Survey Agency, the State
Long-Term Care Ombudsman program
(established under section 712 of the Older
Americans Act of 1965, as amended 2016 (42
U.S.C. 3001 et seq) and the protection and
advocacy system (as designated by the state,
and as established under the Developmental
Disabilities Assistance and Bill of Rights Act of
2000 (42 U.S.C. 15001 et seq.)
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[§483.10(g)(4)(ii) will be implemented beginning
November 28, 2017 (Phase 2)]

(iii) Information regarding Medicare and Medicaid
eligibility and coverage;

[§483.10(g)(4)(iii) will be implemented beginning
November 28, 2017 (Phase 2)]

(iv) Contact information for the Aging and
Disability Resource Center (established under
Section 202(a)(20)(B)(iii) of the Older Americans
Act); or other No Wrong Door Program;
[§483.10(g)(4)(iv) will be implemented beginning
November 28, 2017 (Phase 2)]

(v) Contact information for the Medicaid Fraud
Control Unit; and

[§483.10(g)(4)(v) will be implemented beginning
November 28, 2017 (Phase 2)]

(vi) Information and contact information for filing
grievances or complaints concerning any
suspected violation of state or federal nursing
facility regulations, including but not limited to
resident abuse, neglect, exploitation,
misappropriation of resident property in the
facility, non-compliance with the advance
directives requirements and requests for
information regarding returning to the community.

(9)(5) The facility must post, in a form and
manner accessible and understandable to
residents, resident representatives:

(i) A list of names, addresses (mailing and email),
and telephone numbers of all pertinent State
agencies and advocacy groups, such as the
State Survey Agency, the State licensure office,
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adult protective services where state law
provides for jurisdiction in long-term care
facilities, the Office of the State Long-Term Care
Ombudsman program, the protection and
advocacy network, home and community based
service programs, and the Medicaid Fraud
Control Unit; and

(i) A statement that the resident may file a
complaint with the State Survey Agency
concerning any suspected violation of state or
federal nursing facility regulation, including but
not limited to resident abuse, neglect,
exploitation, misappropriation of resident property
in the facility, and non-compliance with the
advanced directives requirements (42 CFR part
489 subpart 1) and requests for information
regarding returning to the community.

(9)(13) The facility must 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.

(9)(16) The facility must provide a notice of rights
and services to the resident prior to or upon
admission and during the resident’s stay.

(i) The facility must inform the resident both orally
and in writing in a language that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilities during the stay in the facility.

(i) The facility must also provide the resident with
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the State-developed notice of Medicaid rights and
obligations, if any.

(iii) Receipt of such information, and any
amendments to it, must be acknowledged in
writing;

(9)(17) The facility must--

(i) Inform each Medicaid-eligible resident, in
writing, at the time of admission to the nursing
facility and when the resident becomes eligible
for Medicaid of-

(A) The items and services that are included in
nursing facility services under the State plan and
for which the resident may not be charged;

(B) Those other items and services that the
facility offers and for which the resident may be
charged, and the amount of charges for those
services; and

(ii) Inform each Medicaid-eligible resident when
changes are made to the items and services
specified in paragraphs (g)(17)(i)(A) and (B) of
this section.

(9)(18) The facility must inform each resident
before, or at the time of admission, and
periodically during the resident’s stay, of services
available in the facility and of charges for those
services, including any charges for services not
covered under Medicare/ Medicaid or by the
facility’s per diem rate.

(i) Where changes in coverage are made to items
and services covered by Medicare and/or by the
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Medicaid State plan, the facility must provide
notice to residents of the change as soon as is
reasonably possible.

(ii)) Where changes are made to charges for other
items and services that the facility offers, the
facility must inform the resident in writing at least
60 days prior to implementation of the change.

(iii) If a resident dies or is hospitalized or is
transferred and does not return to the facility, the
facility must refund to the resident, resident
representative, or estate, as applicable, any
deposit or charges already paid, less the facility’s
per diem rate, for the days the resident actually
resided or reserved or retained a bed in the
facility, regardless of any minimum stay or
discharge notice requirements.

(iv) The facility must refund to the resident or
resident representative any and all refunds due
the resident within 30 days from the resident’s
date of discharge from the facility.

v) The terms of an admission contract by or on

behalf of an individual seeking admission to the
facility must not conflict with the requirements of
these regulations.

This REQUIREMENT is not met as evidenced

by:

Based on review of Medicare Part A notices/files 1. This plan of correction will not affect
and staff interview, the facility failed to provide Residents #15, #16, #17, #18 as they
adequate written notices for 4 of 4 residents have been previously discharged. All
(Resident #15, #16, #17, and #18) reviewed for Medicare Part A residents upon discharge
termination of Medicare coverage. Failure of the will receive a SNF determination of
facility to provide notices that contained the Continued Stay form with the full name,
correct contact information for the Fiscal address and phone number for the Fiscal
Intermediary (Fl)/Medicare Administrative Intermediary Medicare Administrative
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(9)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident’s physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which
results in injury and has the potential for requiring
physician intervention;

(B) A significant change in the resident’s physical,
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Contractor (MAC) limits the residents' ability to Contractor.
exercise their rights related to Medicare Part A.
2. All residents with Medicare A benefits
Findings include: have the potential to be affected by this
deficient practice.
Review of Medicare Part A denial notices
occurred on 05/23/17 at 3:05 p.m. 3. The licensed Social Services Director,
was reeducated on the address
The facility's SNF (Skilled Nursing Facility) requirement on the 2-day Medicare Part A
Determination on Continued Stay (denial) form notices by the surveyor on May 23, 2017.
failed to contain the FI/MAC's (Noridian The address for Noridian Healthcare
Healthcare Solutions) address. The following Solutions is now included on all 2 day
denial forms failed to have the contact name's notices as well as the contact phone
address. number.
* Resident #15 - signed on 12/23/16
* Resident #16 - signed on 01/30/17 4. QA coordinator or designee will audit
* Resident #17 - signed on 01/16/17 denial notice forms for complete Noridian
* Resident #18 - signed on 05/10/17 contact information weekly x 4 weeks,
monthly x 2 months and quarterly x 3
During the review of the denial notices, an office quarters or as deemed necessary by
manager (#15) stated she was unaware the QAPI committee. Audit results will be
denial forms required an address for Noridian. submitted to the QAPI for review and
further recommendations.
F 157 483.10(g)(14) NOTIFY OF CHANGES F 157 71717
ss=D (INJURY/DECLINE/ROOM, ETC)
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mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment); or

(D) A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(ii).

(i) When making notification under paragraph (g)
(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician.

(iii) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

(A) A change in room or roommate assignment
as specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section.

(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident representative(s).
This REQUIREMENT is not met as evidenced

by:
Based on record review and staff interview, the 1. Resident #3 has not voiced any further
facility failed to ensure notification of a health suicidal comments since that event.
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care provider for 1 of 1 sampled resident
(Resident #3) who experienced a change in
mental health status. Failure to notify the
resident's health care provider of thoughts of
suicide may have resulted in further decline and
may affect the resident's quality of life.

Findings include:

Review of Resident #3's medical record occurred
on all days of survey. Diagnoses included
Alzheimer's disease, dementia with behaviors,
psychosis, anxiety and depression. The quarterly
Minimum Data Set (MDS), dated 07/18/16,
identified severe impaired cognition and the
mood indicators showed the resident thought she
would be better off dead on two to six days
during the 7-day look-back period.

The care plan stated, "Focus: The resident is on
antidepressant medication therapy. . . .
Interventions: Monitor for increased risk for falls
(revised 04/19/16) . . . Focus: The resident has a
mood problem R/T [related to] anxiety,
restlessness, major depression, psychosis E/B
[evidenced by] mood fluctuates. . . .
Interventions: think better dead: reassure. SW
[social worker] or nurse contact Pastor at her
request (revised 07/19/16). . . ."

Review of Resident #3's progress notes identified
the following:

*07/20/16 at 4:49 a.m.: "upon rounding on
resident. resident still awake sitting in recliner.
resident is holding scissors in her hand. when
asked what she is doing with the scissors,
resident states, 'I'm going to cut my throat.' and
held scissors up to her throat. This nurse and

2. All residents have the potential to be
affected by this deficient practice.

3. Nursing staff will be educated with the
Suicide Precaution procedure, Suicide
Risk Assessment and on Notification of
physician and to document what was told
to the physician on June 29, 2017 or
before their next schedule shift by the
Director of Nursing or designee.

4. QA coordinator or designee will audit
progress notes and other means of
communication for any residents with
suicidal comments weekly x 4 weeks,
monthly x 2 months and quarterly x 3
quarters or as deemed necessary by
QAPI committee. Audit results will be
submitted to the QAPI for review and
further recommendations.
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CNA [certified nursing assistant] was able to get
scissors out of her hands. suicide precautions
started. removed all sharp objects from room,
including all items that could cause self-injury.
resident refused to come up to nurses station
where we could monitor her. so monitoring every
10 minutes was initiated. resident is sitting in her
recliner calm in her room. will notify physician
and administration of event."

*07/20/16 at 6:26 a.m.: ". . . told [Resident #3's
daughter] about incident with scissors. . . . told
her we will be calling the doctor this morning for
further orders and instruction . . ."

A"FAX COMMUNICATION TO PHYSICIAN"
form, dated 07/20/16 at 7:20 a.m., and faxed to
the Physician Assistant (PA), stated, ". . .
Concern: Resident has been more confused,
restless & agitated in the past 48 hrs [hours].
Family would like a UA [urinalysis] done. Could
we please get an order? What do you suggest? .
. . Physician comments/non-medication orders:
UA..."

The documentation lacked evidence facility staff
notified the physician regarding Resident #3's
suicidal comments.

A progress note, dated 07/20/16 at 8:30 a.m.,
stated, ". . . Informed [Resident #3's daughter]
resident was yelling and screaming during
breakfast, daughter could hear resident yelling.
Resident wants to go home. UA obtained-UA
normal. PRN [as needed] xanax [antianxiety
medication] ordered by [psychiatrist]."

During an interview on 05/23/17 at 3:25 p.m., an
administrative nurse (#1) confirmed staff failed to
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update Resident #3's health care provider on her

suicidal comments.
F 221 483.10(e)(1), 483.12(a)(2) RIGHT TO BE FREE F 221 777117
sS=D FROM PHYSICAL RESTRAINTS

§483.10(e) Respect and Dignity.

The resident has a right to be treated with
respect and dignity, including:

§483.10(e)(1) The right to be free from any
physical or chemical restraints imposed for
purposes of discipline or convenience, and not
required to treat the resident's medical
symptoms, consistent with

§483.12(a)(2).

42 CFR §483.12, 483.12(a)(2)

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident’s symptoms.

(a) The facility must-

(1) Ensure that the resident is free from physical
or chemical restraints imposed for purposes of
discipline or convenience and that are not
required to treat the resident’s medical
symptoms. When the use of restraints is
indicated, the facility must use the least restrictive
alternative for the least amount of time and
document ongoing re-evaluation of the need for
restraints.

This REQUIREMENT is not met as evidenced
by:

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Z6PG11 Facility ID: ND170 If continuation sheet Page 11 of 68



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

PRINTED: 07/21/2017
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
355095

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

05/24/2017

NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN SOCIETY - OAKES

STREET ADDRESS, CITY, STATE, ZIP CODE
213 N9TH ST
OAKES, ND 58474

Based on observation, record review, review of
facility policy, and staff interview, the facility failed
to assess and/or obtain a physician's order for
the use of a restraint for 2 of 2 sampled
residents (Resident #6 and Resident #9)
observed with a seat belt or gait belt while in a
wheelchair. Failure to complete the necessary
assessment and/or obtain a physician's order
prior to the placement of a seat belt (Resident
#6) or leg strap (Resident #9) while seated in a
wheelchair placed the resident at risk for injury.

Findings include:

Review of the facility policy titled "Physical
Restraints" occurred on May 24th, 2017. This
policy, revised November 2016, stated, ". . .
Physical Restraints - any manual method or
mechanical device, material or equipment
attached or adjacent to the resident's body . . .
Anytime a device, material or equipment is
attached or placed adjacent to the resident's
body, a determination will be made by a licensed
nurse as to whether it is or could be a restraint
for the individual resident. . . . If the device,
material, or equipment is not a restraint for this
resident, then the steps taken to make this
decision must be documented in PN [Progress
Notes] - Psychopharmalogical Med
[medication]/Physical Restraint. If the device,
material or equipment is not a restraint, it must
be reviewed with a significant change in condition
and quarterly in conjunction with the care plan to
ensure that it continues to not be a restraint for
the resident. . . . Non-Emergency Restraint Use
1. Prior to the application of a non-emergency
physical restraint, the following must be
completed: a. There must be documentation in

1. Resident #6 has been assessed using
the Physical Restraint Assessment on
June 6, 2017 and found he no longer
needs the wheel chair seat belt alarm and
it was removed. Resident #9 received
order May use leg straps to secure legs
during use of immobility device and strap
has been identified on the mobility device
assessment.

2. All residents who utilize a seatbelt or
other positioning devices have the
potential to be affected by this deficient
practice.

3. Nursing staff will be reeducated on the
procedure Application of Physical
Restraint on June 29, 2017 or their next
schedule shift, to ensure knowledge of
the procedure before and during the use
of a seating and positioning device by the
Staff Development Coordinator or
designee.

4. QA coordinator or designee will audit
order for any residents with safety and
mobility devices, weekly x 4 weeks,
monthly x 2 months and quarterly x 3
quarters or as deemed necessary by
QAPI committee . Audit results will be
submitted to the QAPI for review and
further recommendations.
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the PN-Psychomaracological Med/Physical
response to previous interventions attempted. b.
Each location will need to designate a committee
that reviews restraint use. . . . e. There will be
documentation in the medical record of the
resident's response to these new interventions
and ongoing re-evaluation of the need for the
restraint. . . . 2. ... If . . . arestraint may be
needed, the following must be completed: a. The
registered nurse will complete the designated
portions of the Physical Device and Restraint
Assessment . . . b. The interdisciplinary care
team or the reduction committee will review the
assessment. The team may want to involve
physical and/or occupational therapy in this
process. c. Contact the physician and describe
the rationale, alternatives tried and
recommendations. d. Obtain a physician's order
for the appropriate restraint, times to be used and
the medical symptom for use. e. Obtain informed
consent using the Permission for Use of Physical
Restraints . . . . If the resident is unable to
provide consent, documentation must be
completed stating the reason. Permission will be
obtained from a person authorized to sign for the
resident. f. Update the resident care plan to
include the reason for the restraint, the required
monitoring and a measurable goal relating to the
rationale for its use. . . . h. Be certain that the
physician's order, the Physical Device and
Restraint Assessment . . ., the Permission for
Use of Physical Restraints, and the care plan all
match for type of restraint use, when it will be
used, and how often it is to be released. . . ."

- Review of Resident #9's medical record
occurred on 05/24/17. Diagnoses included
disease of spinal cord and history of polio. The
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quarterly MDS, dated 05/01/17, identified intact
cognition, extensive assistance of two or more
people required for bed mobility, transfers, and
dressing, and extensive assistance of one person
required with toilet use and personal hygiene,
and no falls or physical restraints. The current
care plan stated, "Focus: The resident has limited
physical mobility R/T Disease process (h/o
[history of] polio) EB left sided weakness . . .
Interventions: MOBILITY: Uses motorized
scooter with leg strap due to abduction (Date
Initiated: 09/24/2014). . . ."

Observation throughout the survey showed
Resident #9 seated in his electric wheelchair with
a gait belt secured around his thighs, holding his
legs together.

Review of the "Motorized Mobility Device
Assessment” dated 09/24/14 stated, ". . . 8. Level
of Assistance Needed/Comments 1. Please
indicate level of assistance with any of the above
and any additional comments: Patient requires
assitance [sic] for transfer on/off of w/c
[wheelchair]. Patient will require assistance lifting
bottom off of seat to pull down/up pants. Patient
requires assitance [sic] taking w/c in/out of gear.
Patient educatated [sic] on leaving w/c in slowest
setting. Patient does not plan to go outside of
building except for padio [sic] area with w/c.
Dressing stick hung on door to assist with
opening and closing of door for exiting of room . .
." The "Motorized Mobility Device Assessment"
failed to identify Resident #9's leg strap.

Review of the progress notes showed the
following:
*09/24/14 at 12:30 p.m.: "Name the individual(s)
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who received education and describe any
barriers to learning: [Resident #9] no barriers
Focus/topic of teaching . . . w/c management
Teaching methods . . . patient participation
Outcome of teaching . . . verbilizes [sic] and
demonstrates understanding Evaluation of
teaching . . . independent with electic [sic] w/c
use"

*09/25/14 at 1:26 p.m.: "OT [occupational
therapy] eval [evaluation] completed . . . Resident
is is [sic] appropriate to safely operate electric
W/C. See eval for more info."

The physician orders failed to identify Resident
#9's leg strap.

During an interview on 05/24/17 at 11:00 a.m. an
administrative nurse (#1) confirmed facility staff
failed to assess Resident #9's leg strap as a
restraint.

The facility failed to complete an initial
assessment and quarterly assessments of
Resident #9's leg strap and failed to continuously
monitor the use of the leg strap.

- Review of Resident #6's medical record
occurred on all days of survey. Diagnoses
included history of falls and dementia. The
quarterly Minimum Data Set (MDS), dated
03/20/17, identified moderately impaired
cognition, extensive assist of two people with bed
mobility, transfers, dressing, personal hygiene,
and toileting, one fall with no injury, and no
physical restraints. A physician order, dated
05/25/16, stated "Self releasing w/c [wheel chair]
belt with alarm when up in chair per OT
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[occupational therapy] recommendation." The
current care plan stated, ". . . The resident is at

risk for falls R/T [related to] deconditioning E/B
[evidenced by] History of falls. Fall from w/c on
03-20-17. No injury. . . . Interventions . . . Self
releasing w/c belt with alarm when up in chair per
OT recommendation. Staff to check frequently
that w/c belt is fastened. . . ."

Review of the Occupational Therapy OT
Evaluation & Plan of Treatment, dated 05/25/16,
stated ". . . Reason for Referral: Pt [patient] is a
long term resident of this facility and was referred
to OT following several falls from w/c. . . . Falls Pt
has recent fall or hx [history] of falling out of chair
= No (Nursing reports pt with recent falls from w/c
during behavioral episodes. Good posture noted
for this date, with no concerns of slipping/falling
from w/c. Pt able to reposition self independently
as needed for comfort) . . . Restraint Used = Yes
(Pt currently using w/c seatbelt. Pt is able to
open/close belt independently.) ; Restraint
restricts movement/limits = Yes; restraint release
schedule is in place = Yes. . . ."

Observation on 05/22/17 at 3:56 p.m. showed
Resident #6 seated in his wheelchair at the
nursing station with a seat belt fastened around
his waist.

Observation on 05/23/17 at 9:11 a.m. showed
Resident #6 in his room seated in his wheelchair
with a seat belt fastened around his waist.

Observation on 05/23/17 at 3:20 p.m. showed
Resident #6 seated in his wheelchair at the nurse
station with a seat belt fastened around his waist.
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During an interview on 05/23/17 at 2:00 p.m., an
administrative nurse (#1) stated the facility lacked
assessments for Resident #6's seatbelt use and
documentation to show monitoring of the seat
belt use.

The facility failed to assess and document the

continuous monitoring of the seatbelt use.
F 225 483.12(a)(3)(4)(c)(1)-(4) INVESTIGATE/REPORT F 225 777117
SS=D ALLEGATIONS/INDIVIDUALS

483.12(a) The facility must-

(3) Not employ or otherwise engage individuals
who-

(i) Have been found guilty of abuse, neglect,
exploitation, misappropriation of property, or
mistreatment by a court of law;

(i) Have had a finding entered into the State
nurse aide registry concerning abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of their property; or

(iii) Have a disciplinary action in effect against his
or her professional license by a state licensure
body as a result of a finding of abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of resident property.

(4) Report to the State nurse aide registry or
licensing authorities any knowledge it has of
a