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[ 6TATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2} MULTIPLE CONSTRUCTION (X4 DATE sURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING, o - COMPLETED
. L  B35090 B WWING o 02/13/2014
NAMEOF PROVIBER YR SUPPLIER ’ o a‘TRE;éTApﬁREs;s.‘mT‘Y. STATE, 2IF 6ODE
N 111 LANE 12 .
NEW HORIZONS GARE CENTER ' LOVELL, WY 8243
o S SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION . . [ xp
%ﬁé& (EACH n’sﬂnmﬁﬁt_whﬁustﬁé PRECEDED BY FULL PREFIX {EacH crgﬂhﬁgﬂvaﬁ Tﬂ’gﬁﬁfl‘b ol GoMLETON
TAG REGULATORY OR'LSC IDENTIFYING iNFORMATION) TAG OROSSREFERFNCEDT g%E-APFHOPR'ﬂE{ZI:N?Eb
. _ s W-Beprebtouiir
F 000 | INITIAL COMMENTS Fao0; - ' MAR 1 0 2014
[ (- .
I
The following comman’ abbraviations are used | | : . Hoalheors Mf}@ﬂ@ihg
thiatighout this decument’ el f-;,?!l UV OYs
| ADLs- Activifiés of Daily‘Living o ! -
CAA- Garg Atea Adsesement
CNA- Gerllitad Nuise Alde
DON-  Difgdtot of NuiZing
LPN-  Ligersed Practical Nurse
I MDS- Mininiim Data Set ;
i RN~ Registeret Nirée |
CUT- Urinary Trawt Infection _
t Lass commotily uged abbreviations will be The facility \A{ill conduct - 03/30/14
! anriotated in gach deficfency. o comprehensive agsessiments on a
F 2741 483.20(b)(2)(f)) COMPREHENSIVE ASSESS F 274! resident within 14 days after the
550 | AFTER SIGNIFICANT CHANGE facility has determined that there has
A facility rhust coneuét 8 comprehefislve been a significant change in the
asspssmant of a resident within 14 days after the resident’s physical or mental
| facilty deteMigé$; or should have determiined, | condition. l
that thefe haa beeh & significant change | the - . e |
| fisident's physlcal or mental condltion, {For IA)The facility will ensure a'5|gn|f|can
{ puipose of il section, & stgnifioant change . : change MD_S assc_assment is '
- means a malar desline or lmprovemant in the |completed for resident #17 and all
i resident’s sfatus that will not nqrnt;‘dlly rrefsﬂ'\{f Iresidents.
| itsalf without fucthir intervention by staff or by [ - .
' implementing standard disease-related clirfical ,B_)Tr_“:j' facility has ":"‘Plemented ne
 Interventions, that hiag an impact on more than isignificant change in status forms | .
1 one area of the resident's health stétus, and and change of condition guidelineq to
. tequires Interdisciplinary review ot fevision of the | ensure an accurate MDS. |
| care plan, or both.} ' «C)Education will be provided to the
? . ; {interdisciplinary team and fo all staff
i This REQUIREMENT i§ nét et as evidenced lon what a significant change in
| by: - . ' ‘sondition is and
1 Hased on medical record review and staff | P ndi:to tsl’i‘ how to report a 4
"\ inteivietw, the facility-falled-to sompiste-g i signiticant change. :
: _— . L — i
‘TABORATQRY DIREGTOR'S OR PROVIQER/SURFLIER REPRESENTATIVE'® SIGNATURE TITLE {X8) DATE
) - . A . , . . . PO
LK S’?mé{,b&«.‘g- LA YL Ak 4

Ay detlelanty statsment ending with aij agterlsk (*) dendtes d defidlency which the inatifullon may he exaused fim cornscting providing its determinad that
ofer safeguards provide sufficlent prolection to the oatlenls. (See Instriictians.) Exzept for hurging hom@s, tha lindings stated abbve a!e_d!aclo?-able 90 days
follswing the date of survey whethar or not 4 plan of zormeelion Is prayided. For nurging hoinas, he above findings and plans 6f comstlion are disclosable 14
tliya follawing the data thesa documents gre nade availafile to the facilly. IF deficiencies are oifed, An approved plan of cdrrection is raglisita ta continued-

ptogran participation. :
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CENTERS FOR MEDICARE & MEDICAID 8ERVICES . . | _..OMB NC,.0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUFELIERIGLIA (%2) MULTIPLE GONSTRUCTIEN {R8) DATE SURVEY
ANG PLAN OF CORREGTION IDENEIFICATION NURBER: A BUILDING. o COMPLETEL
835080 [PMNG, e e | 0211302014
FAVIE OF PROVIDRR OR SURFLER -~~~ [ TSTRRETADWRERS, CITY, STATE, ZiF GOBE.
A RiFNS CARE CENTEE T4 LANE 92
NEW HORIZONS CARE GE.NT :-ﬁ o LOVELL, WY B2431
il SUMMARY BTATEMENT OF DEFIGIENCIES : FROVIDER'S PLAN DF CORRECTION | ‘
;5’;45’,!& (EAdl-lIJ B‘Eﬁamémusw QEFREQEDED BY FULL PRJQFM _ (EACH CORBEGTIVE AUTION SHOULD BE | ccm@iﬁﬁ’ﬂp}i
TAG REGULATORY OR LSE IDENTIFYING INFORMATICN) TAG CROBEREFERENCED 1O THE ARPROPRIATE iHATE
" DEFIGIENGY)
F 274 | Continued From page:1 7274 D)Monitoring of compliance will be | 03/30/14
slghificant bhan'gerlif‘l‘t;)s assegsment for 1 of & done by weekly random review of -
sdmple residents (#17) who required that type of the 24 hour report forms and M.D.
agsessmayit. Thafindings were: BT )
- communication list using the quality
| Review of fhig 9/19/13 Inftial MDS assesameant improvement monitoring tool by
showed resident#7 reguired limitéd dssistance . il tanti
for fransfers'and dresging, and had ho falls. A supervisors until substantial com-
;gqmpa_[igqn-_of_ghg_Eulb%%_qqgrjt‘ql‘léﬂ?gély MBS pliance has been met.
assessment, dated 12/17/13, revezlad the .
residentd g;g‘tlh ed, an d-rEquif!e 4 exiEhsive E)Results will be_r'eportec'I quarterly
assigtance In franefers and dressing. In addition, as part of the facility quality assur-
the resident fell twios sifee the prévicus ‘
assessment, DUring ar ifterview dn 2/12/14 at 3 | ance program.
FM, the MDS eodrdinatior stated the quarterly
MDS$ assessment should have been 4 significant |
change asgesément dug to the resident's declitie
in twa o more areas. According to the Long-Term
Care Fagillty Résident Agsessment Inslrument
User's Manual, MDS 3,0, Dctober 2013, a
significant change assessment is appropriate
*..with either two or more aress of decline or two
or mote areas of Improvement, This may include ¢
two changes within a particular domain {e.g., two
'| areas of AGL decline or mprovement), o
F 279 | 483.20(d), 483:20(k)(1) DEVELOQ F 279! The facility will develop a compre- |03/30/14
85=D| GOMPREHENSIVE CARE PLAN hensive care plan for each resident,
| Afacilty miyst Lgé the results of the‘agseasment that includes measurable objectives
| 16 develop, Taview and revisa the resldent's and time tables to meet a resident's
comprehenaive plan of care, . .
| o medical, nursing, mental, and
The facllity must develop a-comprehensive care psycho social needs that are identi-
plan for éach regident that includes measurable g . 4
objectives and timetables to meet a resident's ) fied in the comprehensive assess- .
medical, nursing, ahd mentat and psychosacial ment.
needs that are idettified in the comprehensive
assessment.
FORM GM5-2487(02-98) Praviou§ Veslons Obolals T Rventindmion Faghity ID: WY0019 If coritinuétion stibet Page 2 of 14

s[i¢l1d - This Ve aecypies 1ifd Ao e Changes
Letaitn CEC Lok Sehnaip m,/ Ty f/////ﬁ*/f*// Surey.

i

!

=

o



Mar. 10. 2014 11:26AM

DEFARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MED!CARE & MEDIGAID SERVICES ... ..

No. 9939 P,

3

PRINTED GZIZEIIZD’I 4
FORM, ABBROVED
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STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA ) MULTIFIE CORSTRUBTION (X3 DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETER
L 835030 T 02/1312014
NAME OF PROVIDER GR BURPLIER T T S TRER T ADDRESS, 77, GTATE, 2P COPE
NEW HORIZONS CARE GENTER 1 LANE 12
LOVELL, WY 82431,
(x4, o " ARy STATEMENT OF DEFICIENCIES | PROVIDER'S, BLAN OF CORRECTION %]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORHEGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFOAMATION; TAG {IROBE. HEFERENGED TOTHE APPROPRIATE DATE
DEFICIENCY)
F 279 | Continued From page 2 F279; A)The facility will care plan the
Thecare plan must desfibe the services that are § trigger of dehydration for resident
to be furpished to aitain or malntain the résideits #299 y
highest prasticable physical, mental, afd 4.
peychpsoolal well-belng as r;;!elwredl é‘”?ﬁr B)Care plans will be reviewed and
§483,25, and any servicss that Would cthénvige . s
be required under 5483125 but arb nat prévided  updated by the Inferdisciplinary
.dus 1o the regident's exeisise of rlghts Lndér team quarterly. Daily changes will
:Egggr1§4£ﬂﬁ'ﬁ%ﬁe right 1 fefusé redmarit - be made by the charge nurge and
C.N.A. and any other staff working
with the resident,
THis REQUIREMENT s not miet as evidented ' ) ) e
B C)Education will be provided to the
 Bésed on medios! racord review and staff interdisciplinary team and dietitian
intérview, the facility failed to develop & care plan
Kased on the compiehensive assessment for 1 of to ensure care plans and care area
15 sample residerits (#24). The findings were: | assessmenis coincide.
Review of the 9/30/13 annual MDS assessment, ' DManiloring of GomplanCQ'WIil be
for resident #24 revealed dehydration triggered done by random weskly reviews of
{roquired further assessment). Accordlng tothe two care plans by the MDS ¢ .
9/30/13 GAA, the faclity was golng to cara plan ‘ ) P ¥ o oordin
for dehydrahon fisk. However, review of the care ator using the quality improvement
plan {last updated 1/16114) showed dehytriation monitoring {ool until substantial
was not addressed. During an ihterview on I has b i
211814 at 3 PM lhe MDS coordinator ooffirmiad compliance has been mel. _
,gehydratnon was not addressed, buf sholilld have E)Results will be reported quarterly
Gen . .
F 280 | 483,20(d)(3), 485, 10(k}(2) RIGHT TO Fagy| 8t the quality meeting as part of the
55=D | PARTICIPATE PLANNING GARE-REVISE CP facility quality assurance program,
The resident has the right, unless adjudged
incampetent or: ofherwise found o be
incapacitated under the laws of the State, t&
participate In planhing care and treatriient or
changes In care and treatment, :
_i Acomprehensive.care plan muwst be devaloped '
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AND PLAN OF GORRECTION IDENTIFIGATION NUMBER; A BULDING _, _ _ COMPLETED »
535030 B WiNG . 021312014 |
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NAME OF PROVIDER OR 3UPPLIER

NEW HORIZGNS CARE CENTER

STREETADDRES@- GI‘TY. é‘iﬁ‘[E ZIF CODE

LQV_ELL WY 82431

Vs REQUIREMENT s not met s evijenced

{ inteiyisw; fhis

136f 15 (#16, 417, #79) sample residents. The
Hindings were:

| 1. Raview of the medical ratord fof resident#16

T thie iésldant's garé plah révealed & 9/
| that addfessed lgnlfidant welght lma with

|'eonfiemed fhe faoillty failed o update | B
nt 1 1o Inglude, weekiy weights,

within 7 days after the completion of the
comprehenslve -agsessrmant, prépdfed by af
interdisciplinary team, thet inoliiciés the- altendlng
physician, a reglstered nurse with responsibllity
for the realden{ and other appropriate stafflp
disciplines as deterrilned by the resident's hséds,
gnd, to the xtent practioable, the particlpatioh of
the regident; the residants family or the resldent's
legal fepresentative! and perlodically reviéwed
énd revised by a tgam of qualifted pérsoiis after
Badch Assessment,

b

Basad on piedical record review ancl staff

cihty fgu[ed 10 ensure: Ahe:written-
care plan was updé’ltﬁq to reflect current status for

sjiowed & 12/6M13 note fiom ihe registered
dietitian (RD) fof weight loss intetveritions, which
'mc!uded “record weekly wélght' and a 1206/13 |
. physmlan order for. staﬁ to obtain weekly weights,
RevIEw of the Ehiderits weidhts showed the
residgfit was weidhdd tivices Jh Depember 9043,
-twloe in January 2014, énd b Fabirlary
2074 1o the daté of sUifvey of 211014, Review 8f
13 plan

‘inteivéitions. However, thia facllity faﬂed 0
fiptiate tha Garg plarj fo Ingtude. weiskly weights.
Intérvigw with the DON ofy 242114 af

_plain for réside

residents #16, #17 and #79 and all
other residents within seven days
after the completion of the compre-

| hensive assessment prepared by
1 the interdisciplinary team.

A)Resident #16 will receive dietitiar,
evaluation to determine the need fq
continued weekly weights.

B)The current care plan for residen
#17 and #79 will be updated 1o refle

| their current urinary tract infections

C)Care plans will be reviewed by

1 the interdisciplinary team quarterly.
| Daily changes will be made and |
| followed by the primary nurse and

1 G.N.A. and any other staff working.
| with the resident. '

D)Education will be provided to all *
staff and the interdisciplinary team -

+ on the importance of ensuring care:

plans are updated dally in order to

provide cuality care.

oD | ~ SUMMARY ETATEMENT OF DEFJCIENOI$S " ID ; Eggﬁgiggg;scﬁltm Acg-‘T %ﬁ}!‘g&t}ﬂoﬂ ém?&‘ma
; EACH DEFICIENQY MUST BE PREGEDED,BY FilL, PREEIX ) ONFLET
P?ﬁj’é‘x n( B TRy hiG W SHmATIEN) TAd | GROSS. HEFEREBIgiiIIg 16 TWE pPAROPRIATE A i
] . ._f The facility will ensure a compre- 103/30414
F 280 | Gontinued From page 3 F 280 hensive care plan is developed for

=
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a‘rm‘EMENT OF DEFICHENQIES %1y PROVIGER/SURRLIERIGLIA (X2) MULTIFLE CONSTRUCTION (X3 DATE: SURVEY
AND PLAN OF CORRECTION IGENTIFIGATION NUMBER;, ABUILDING COMPLETED
53.5“3@ B WING - 02M3/2014

NAME OF PROYIDER OR SUPPLIER.

STREETADDRESS CITY,STATE: ZIF CODE
i1 LANE 12

550! HIGREST WELL BEING

NEW HORIZONS GARE CENTER LOVELL, WY B2431
A0 | SUMMARY STATEMENT OF CEFICIENGIES | LR _PROVIDER'S PLAN.OF GORREGTION. 1wy
FREFIX {EACH DEFIGIENGY MUET BE PRECEDED BY FULL . PREFIX ([EAGH CORREGTIVERCTIGN SHOULD BE QDMPLETION
TAG REGULATORY OR J.5C IDENTIFYING INFORMATIGN) TAG OROBS-REFERENCED TO THE APPROPRIATE DATE
DEFIGJﬁNGY)
F 280 { Contlnued From page 4 F 280} £ YMonitoring of compliance will be
[ N
2. Review-of the iftedical record shiowsid régident done by weekly random review of
#17 had diagndsés inoluding regiirent-UTs, two care plans by the MDS
Revigw of* physiclan ofders shawed thi. rssldent : . o L
as started ayah BRtibigtic o 2/5/14 far & LTI . coordlnatolr u:gmg the qurslllty |mprolv,
ReVigh nf hursing foted stiaed tha fesideht-algo | ment monitoring tool until substantia
Illl‘ad g LTl Dﬁgember 2043 ?ﬂd(\llﬂr{llﬂrg %0;[]4 comp"ﬂnce has been met.
owevar, reView: of thé gare plan (last update ] \ ]
2101 14);showd UTTS s Bt esaae On F)Staff not updating care plans will
2/12014 3 3 PR, the MDS Goordinator stated receive immeadiate in-service and
Intervenﬂons far'thi fesident’s frequent UTIs . . .
sHould Have been-an the care plan, bul wate not, corrective action will be taken.
G)Results will be reported quarterly
8, Réview of the iedical record showed resident as part of the facility quahty assur
-#79 was admitted 1o the facility on 4/24/13 with ance program.
diagnoses including UT. Review of the significant
change MDS assessment dated 1/28/14 showed
the resident was severely cognltivély impaired,
and wag incontinent of urine, Review of {he care
plan updated on 1/28/14 showed tié resident
required assistance with ADLs, Interventions
included staff assisting the resident with tofietinig
every 2-3 hours aiid providing perineal cgfé after
incontinent episodes. Review of thg medits!
record showéd the résident had bgeh dlagmsed
i with UTls ori 40/9/13, 11425/13, ‘E?.I'?.BI'IS and
116114, A uting cultufe dated 11 7/14 alsd Bhovied
the résiderit was infected with methicwlhn—remstant
staphylecoctus aursis (MRSA) The carg-plan
was hot updated to reflect the residsnt's recurrant
UTHs. Intérvigiv with the MDS aoordlnatar g
2112/14 &t 3,08 PM verified the pare plan-shoull
have been updated with interventicrs tha‘[
refiected hisfher recurrent UTls. o ‘
F 300! 483.25 PROVIDE CARE/SERVICES FOR, F308) A)The facility will ensure necessary 03/30/14

care and services are provided to .

FORM CNIS-2587(02-89) Previous Versions Ohsolale

Evenl 1801014
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CENTERS FOR MEDIC&RE & MEDICAID SERVICES e OWMB.NO. 0b38-0381
STATEM ENT OF DEFFO]ENEIES o) PRbVlDEh?SUPPLIERIGLlA (&é) WULTIPLE CONBTRUGTION (%3} DATE BURVEY
AND PLAN BF GORRECTION IDENTIFICATICIN NUMBER: A. BUILBING _ COMPLETED
D I B WING .. — 02113/2014
"NAME OP PROVIDER OR SUPPLER™ R SmE' ﬂﬁbness CITY, aTA'rE 2IFoohE
St A1 LANE 12
NI:W HORIZ ' § GARE GENTER LOVELL, WY 2431
GBS e oot eNGES, T WERS N ORI | ol
ERICIENCY: MW7 BE-PRECEDED.BY % ET)
Pﬁrﬁgx ' égguwgﬁltw% i TDENTIFYING INFORMATION) OROESY RE#EREN(;EDTﬁTHEAPPROPRmTE ATE,
F 808 Continued Fram page.6 F 3097 The facility will ensure necessary
Each resident.must reeeive and'ths fasility must care and services are provided to
prowde the necessary.care and $étvicés to altaih . intan the hi
| or maintain the highest practicable prysical, attain or maintain the highest
mental, and p?%omosucialweil -héing, in 0l practicable physical, mental, and
, accordance with the dofnprehehisivé sssessmant | ‘ e \
and plan of calé, ‘ psychosocial well bgmg for resi-
dent #71 and all residents.
B)Recertifications and orders for
| This REQUIREMENT is not'met ds avidenced resident #71 and all residents will
, by: . . match the electronic medical record.
Based on imedlcal record review and staff L \ \
interview, the facility failed to ensure insulin was C)Recertifications will be reviewed
adminlstered as ordered by tha physician for 1 of by the charge nurse before the
3 sample residents {#71) identified as requiring | . N
1 Inaulin for the management of diabetes. The . PhY‘fJClan visit is due and matched
findings were: ! against the orders and the electronic
Review.af the medical rocord for resident #71 medical record. .Copies will be save-
showed the rasidlent was admitted fo tha facility | ed for future review. 24 hour chart
| oh 8/7406 witli diagnoses ngluding diabetes, check will be done évery night to
Review of the MDS assessment dated 12/20/13 ry night
|-showed the resident was severely cognitively | double check all new orders or :
'lrppairﬁd andd\né?§4a1duabhetlc geﬁlmw og thet ﬁaif" recertifications to ensure consistency.
T'plan reviewe 3 showed the resigent ha ' " . ; ‘ !
“an alteration‘in endocrine fufictioh rjatsd f D)Education will be provided to
: ﬁilabetes Interventlul;s lncludded a&imln]stanng + nursing staff on the importance of
ovolog reguilar nsulin’ as ofderad, .and the goal ‘ . —_ -
was for the fesident fo. hiave "6 low BG4 [blded | aceurn ately reviewing the recertifi
glucose].” Réview of thia fnadical fecord showed a 1 cation and the 24 hour chart checks,
Phyawlan s réapltulation of afders, éntitied, " E)Monitoring of compliance will be
"Physician's Diders Disconfinug Al Previous. . _
‘Orders." Thiése prders were signed and dated by done by weekly random review of
thé résidents buriéit physiclan o 1|1F£1 3{1i3 and two recertifications agalnst the MAR
1114114 dnd tnclided Sdministering,"Regular _ . . .
insulin 3 urfits:SQ [subitaineous] if sugar »300 at F‘y supervisors Using the quality
1700 [5 PM]hand 4 uniits SQ if =300 Iat EOOIO gf-d improvement monitoring tool unti]
. PM]" The physiciain's order sheet also included & J ol o . ) ) Lt
‘renawal ddte that was signed and dated by the _ E L.llzstgnhal mepl!anae has-been ol
FORM cms-zse‘r(oz 08) Provious Verdlans Ohaalzis Event [0 36101 ‘FaififIIH 'EWY{IDW It éémiriliat_lph-éﬁéiaf»mga Gof 14
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ARt A ) ‘ FORM APF‘ROVED_
CENTERS FOR MEDICARE & MEDICAID SERVIGES I _OmMB N 0938-pd01
BTATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUGTION {3) DATE SURVEY
AND PLAN.OF CQRRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
535030 B NG, 021322014

NAME OF PFROVIDER DR SUPPLIER ~ 7

§TREET ADDRESS, CITY; STATE, ZIP GOOE
M1 LANEA2

NEW HORIZONS CARE CENTER LOVELL, WY 82431
a1l SUMMARY sTATEMFNI DF DEFIGIENGIES " " PROVIDER'S PLAN OF CORRECTION XY
PHEFIY {EACH DEFICIENGY MUST BE PREGEDED BY FUL, pnmx {EAGH COREEETIVE AGTION SHOULD BE DUMPLETION
TG REGULATORY R LSC IDENTIEYING INFORMATION) TAG GROGE:REFERENGED TO THE AFPROPRIATE DATE
' DEFEC[ENCY)
F 349 Continued Froin page 6 F 300| F)Nurses not accurately reviewing

: administering glugase g6l andfof oranda julge. .
 with added packets of sugar

2013 to. February 2014 shiowead the restdént had
| times & dely with meals if his/her klood glicpse
| recapitulation did not match the &-MAR,

| thidugh 2/12/14 showed the resident was
receiving Novolin R 3 uriits three imes & day with
1 heals If the residents biood sugar wal greater

v than 300, which was “orderad on-10/22/2013."

ieVealed medlcations were renawed munthly fora
yéar, then required 3 physmxan s grder to renew
+the prescription, The pharmacigt explained the
Tingulin was probsplv re-ordared by the physician
‘oh 10/22/13, howeyer, no physician order wa
‘provided. Interyiew further revealed'thé pharmacy

recapitulation order sheets &g tha'phéimigety did

through 216/14-showad theresident had

physician on 1714114 that ingluged the following
instructions; "pharmacy may flll prescriptlons in
context with the abdve orders, apiiinue these
orders for B0 days unless otherw“ ise gpecified.”
The physicigi's Or(jer gheet was noted and
signed by nursmg staff on 1715114, The
pharmacist review and signature dates remaired
Unsigned.on both the 44/18/13 and 1/14/14 [
physlclan oror sheets, ‘The following concerris
were ‘identifled:

a, Review of the electrohic medication
administration records {e-MARs) froni Ogtiiber

béen recelving 3 uhlts of regular insuiln threk
waig greater than 300. The physician's idned
b, Review of thé e-MARs da:ea THMA3

Interview with the pharmaciat on 271 S['I 4'at 0 A

provided the faclliy with the e<MAR kit the facility
was responsible for reviewlng the prysician's

not receaive & copy for réview:
c. Review of nuréing hbtes:dated 10/22/13

experienced 7 instances of Iow Bldod sUgars that
required medical irterveiitions including

the recertifications against the
eMAR will receive immediate in-
setvicing and corrective actions will
be taken.

G)Results will be reported quarterly
as part of the facility quality assur-
ance program.
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o

F 309

Fa12
8§=D

Gontinued From page 7

d intervisw with the DON on 2/11/14 &t 4,05
PM revealed the proces,, for reconsiling g-MARs
with current physnc1an érders was done when
nursing staff performed twanty four hour Ghart
! ahecks rewewmg phy5|cian orders, and when the
resident was dus foFrécertificiation. Interview
further reiealed thé facility did nat have a speoific
procags for reconelling e-MARs di a motith to
month basis with the physician's ﬁ\gned and
déted order shaatl,

&, nterview with the phystaian on2/12(14 at
11:48 AM verifled He, Vs this: resndents phiysician
. and & complete fist of rnedlcations wab reviswed
: when progress holés wete ipdated (or every 80
days) and as needed. The physician verified the
resident was seen for hlslher annkal history.and
| physical on 1/14/14 and medlcabtlons wele

reviewed and signed by him at that visit, mc%uding
the order for regular | nsuiln 3: unlts if blood sugar
greater than 300 at 5 and B PM. interview further

had been receiving regutar insulin 3 units threé
times a day with mesls if his/her blood sugar wig
.greaferthan 300 as listed on the e-MAR.

484, 25 a)(a) ADL CARE PROVIDED FOR
DERENDENT RESIDENTS

Aresidant who ls unabla to carry out activities of
! daily living receives the necessary Services
| mialntain gopd nuititon, grooming, afid petsoiiel

L and-oral hygjene.

;
;

i This REQUIREMENT is not mat as évidenced
by:
Rased on observalion, residahit and staff

interview, medical record revisw, and palicy angd | .

revealed the physician was unaware tha resident |

F 309

F 312

‘The facility will ensure all residents

| services to maintain good nutrition,

who are unable 1o carry out activities
of daily living receive the necessary|

grooming and personal and oral
hygiene.

03/30/14
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{ wha-werd dependent upon staff for ADL, In

1 fingemall was 1o aht had a sharp edge.

._ . staff-failed to ¢t the resident's nalls unless sfhe

pracedyre review, the fagility failed fo ensure staff
pravided nali tare for 2 of 13 sample residents
[ (#29; #70) and one nen-sarple resident #27)

aﬁdltmn, this facility falled fo ensure fadial hair
greoming for 4 non-sample resident {#21) The
firidihge were:

1. Review-af the medical record showed resideit
#21 had diagnoses which included Alzhigifmars
dementia and depression. Review of the 1/13/14
quarlerly MD5: assessment showed the residént
required lotal assistahce with parsonal hygierie
from staff. Peflodic obgervations from 2M0/14 at
8:20 PM thiough 2/13/14-a¢ 9:20 AM ravealaii the
residefit had dirty fing&rialls on oth hands. In
addition, the regidént Rad tnfrimmed/unkempt
facial heur

{2, Review of the medloal record showed resident |
#29 nad diagrioses which Ingludéd Down
Syndrome angd depressnonl R;vlew of the 12/6M13
quarterly MDS aggeasment sholwsd the, rasident .
required total a&sistance wlth peysonal hyglene
from staff, Period obssrvattons from 2/10/14 at
'6:20 PM through 2/13."14 &\t 9; ZQ AM reveaiacl the
resident had dirty fingernails on:both hands.

2 Rewew of tha medical record showed resident
#70 had diagnoses which included depression
ard alaxia (defectwa mugeular-coordination),
Review of the 12134113 guarterly MRS
assessment showed the resldent reduired total
assistance with pefsoridltigienis fiom staff.
Observation on 2112714 at 9:30 AM fevialed the
regident had lorig fingerails. The right middle

Interview.at that tirid with 1 rasident revealed,

nall care and facial grooming are
provided for residents #29 and #70
and for all residents, v
B)Education will be provided to all |
staff on the importance of providing
appropriate nail care and facial
grooming. :
C)Monitoring of compliance will be -
done by weekly random rounds
observing nail care and facial
grooming by supervisors of two

| residents using the quality improve-
- ment monlioring tool until '
| substantiat compliance has been

" met.

- D)Staff not providing appropriate
nail care and facial grooming will
receive immeadiate in-servicing and
corrective action will be taken.
E)Results will be reported quarterly,
as part of the fagility quality
assurance program.

| suaTemenT oF pEFCIENCIES (x1) PROVIDERISUPPLIERICLIA (X2) MULTIFLE GONSTRUGTION (X3} DATE SURVEY
[ AR FLAN OF EORRECTION [BENTIFIGATION HUMBER: A BLILDING ' GOMPLETED
§35030 || B WING _ L b2
HAME OF FROVIDER OR SUPPLIER s T ETREETADDHESS CITY‘ EMTE P cmnﬁ o
e ‘ 1111 LANE 12
NEW HORIZONS CARE-CENTER LOVELL, WY 2431
D _ SUNBARY STA’I'EMENT OF DEFIGiENGIE§ T PROVIDER'G PLAN 05 CORREGT!DN . (XE)
P Ele (EAGH DEFIGIENCY MUST BE PREGEDED BY.FLLL PREFIX {EAGH GORREGTIVE ACYION SHOULD BE EOWPLETION
REBULATORY OR L5C ICENTIFYING INFORMATION) TAG CROSE- HEFERENGED TO THE APPROPRIATE. DATR
‘DiF C-I[;‘I'!Gﬂ i
F 342 Continued From pags 8 F 3121 A)The facility will ensure appropriate !
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AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BULGIHG . COMPLETED
_ 535030 BWNG__ o - - (02/13/2014
MAME OF PROVIDER CR SUPPLIER STREET ARDRESS, CITY; STATE, ZIP CODE
N R 1411 LANE 12
EW HORIZONS CARE CENTE LOVELL, WY 52431
M D | SUMMARY STATEMENT OF DEFICIENGIES Io _PROVIDERS PLAN.OF CORREGTION pE
PREFX |  (EAOH DEFICIENCY MUST BE PRECEDED BY FULl, PREFIX (ERCH-CORREGTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIF¥ING INFORMATION) TAG GROSS-REFBRENGED TO THE APPROPRIATE DATE
DEFGIENGYY
F 312 | Continued Fram page 9 F 312
asked, Interview with RN #2 an 12/12/14 at 9:45
Al conflrmed nurses cut rssldant fingernails
when GNAs informet thé nurses whan a restdent:
required nall care,
4. Interview with activity aide #1 on 212114 at
3:50 PM confirmied resldent fingamails should be
eledtied and trinmed .oh Mondays gnd bath days, _
interview with the DON oh 2/42/14 at 4:20 PM ;
Gonfictned facilly staff Were requiret to keep ;
fiigeitialis bf @l tesidents, which incliided |
résidents #21, #29,&!]6[#75 cleaned and ;
tifmed, and fadja! fair-ghayed. :
5. A&%:ondmg torfhé Yacilty policy and procedure !
titiad "Nail Care" yevised 5/8713, "Nai care
Inclydes daily deaning and. regular frlmming.”
F 431( 483.80(b), {d), (&) DRUG'REGORDS, F431| The facility will store all drugs and |03/30/14
88=D| LABEL/STORE DRLIGS & B]OLDGIGAL& biclogicals in locked Compartments
The faeility must Bmplpy or obtain, the setvices of -under proper temperature control
d licensed phafmiacist Whi Batablished a system | and permit only authorized
of records of receipt and disposmon of al) : -
contralled drugs in Sufficlant'detal to enable an personnel to have access to the
acclrata raconcﬂlation, and dafermines that drug keys, in accordance with state and
records are in order and that an acecount of all federal |
controlled drugs Is maintained and periodically oral laws.
reconciled. A)The facility will ensure the first
Dhigs and biologicals used In the facility must bé and second floor medication rooms
! fabelad In accordance with currently acceptéd and all drug and biologlcal storage :
professional prindiplas, ahd Inahide the areas are locked when unsuper- _
appropriate accessory and gulidnary . ;
instructions, and the explratioh déte When vised. | ;
applicable. B)Education will be provided to all g
; In aceordance with Staté and Faderal Jews, the! |Icensec-i nurses on the importance
. Lkacility riust stoe-d driigs-afid blologinals in of keeping drugs and biologicals ... ..
! _ . . Innl( — ‘ :
" FORM cM&-EBﬂ?‘tui-eﬁj'PmuluLm Varsions Gmulel@ 'Evanl JD;SGWH‘: Folty 05, W39 I gonlistkin shigsl Rege oAt |
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| have bddess o the Keys,

: anis REQUIREMENT is ndf met.as evidenced

‘I Based on gbservation and staff Interview, the
| facility failed fo ensure that 1 of 2 medication
% roems were secured durlng - randar

lacked compattments undat propr teinparatire
controlg, and pémit oniy authorized parsanniel to

Thie facllity iust provide separate!y locked,
perman@ntly afixéd compartmgnts for storage of
dontralled drugs listed in Sohaduls il of the
Comprehéiisive, Dri ug Abuse Preventian and
Control Adt of 1878 shd oftier diuge sut:gleat o
ahuse, exgept whep the facllity uses single:] Thil;
package druy, disfribution systems In which the
guantity stored is frilniinal and & missing dose can
ba readily detected.

observation. The findlngs wére:

-Observation on 2112114 4t 2:40 PM ravéaled RN
#1 exited the 2nd Tiaor médisation redn.dnd
eniered the empldyee bredic rdom around the,
coffier fiom the medigation foarr, The door did
‘ndt cormpletely close and was easily pushﬂd
oper, During the obsenfat ah &, contused re-sident
‘s dbserved at the nursing station desk near the
:apen inedication rao, Theke ware io staff
‘preggnt at the nursing station rigar | the apen
tiiedication room untll 2:47 P, Interylew with RN
#1 it the time of the obssnvation levealed sha
Wwag unawqre the medlcailnn romm Wwas not
logked and no stalf were preser]t at the hursing
dask,

l Interview with:the DON on 2112714 at 3:30 PM

done by weekly random rounds
checking two drug and biological
storage areas using the quality
improvement moniforing tool

by supervisars until substantial
compliance has bean met. '
+DIYNurses not locking medication
rooms wilf receive immediate in-

| be taken.

| E)Results will be repoﬁed quarterly

las part of the facility quality
assurance program.

1servicing and corrective action will

; BTATEMENT OF DEFiGIENC[ES (%13 :PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {#3) DATE BURVEY
AND FLAN OF CORFECTION IDENTIFICATION NUMBER; A BUILDING "COMPLETED
) 535030 B, WiNG,_ — 02113(2014 f
NAME OF PROWDER OR SUPPLIER ' -BTREEY ADDRESS, CITY, STATE, ZIPGODE~~ ~
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NEW HORIZONS CARE CENTER LOVELL, WY 82431
(24) [n SUMMARY STATEMENT DF DEFIGIENGIES. D "' PROVIDER'SPLAN GFGORREGTION. | ol
B EFIx HEACH DEFJCIENGY MUST, BE PRECEDED.HY I'UI.L PREFIX {FAGH CORRECTIVE AGTION SHOULD BE COMPLETION
REGULATORY ORLSC IDENTIEYING, INFORMATION) TAG CROGS REFERESQEEI'E%;}]‘Y 'APPROFRIATE DATE
431 | Gontinued From page 10 F 431| G)Monitoring of compliance will be
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(kz) MULTIPLE CONSTRUGTION

85=D

SPREAD, LINENS

The facility must gstablish and maintain an
nfegtion Contral Prograr designed to provide a
safe sanitary, and camfortab[e enwronment and

of dlaease am‘l infectlon

{5) Infection Confral Program
The facilliy must estabfish an infaofior Coritrol

1 Progeam under which it -

{1) Investigates, coritrols, and firavents Infections

1 in the facility;

{29 Decides what proceduires, sl &8 isolétlon,
should be applied to af individual resident, and
(3 3) Maintains & record of incidants’ and corrective

i-actinne reldted {4 Ihfections,

ib) Preventirig Sprégd of Infection

1 (1) When the Infection Control Program
‘|-determines that a resident nesds l$0latioﬂ o
| prevent the spread of infestion, the faeility must

‘igolate the resldent,

|.€2) The facilily must prohibit employees with a

‘communicable disease or infected skin leslons
fiom direct contact \mth residents or their food, if
diraot contagt will transmit the disgase.

.(3) The facillty musk reauire staff to wash their
+hands after each direct resident coritagt for which
; hand washing is mdmated by accepled

| ‘professional practice.

(6} Linens
Parsonnel must handle, stdre, process and

Htransport linefis. 59,440, prsavent thig, SPFead of

and maintains an infection control
program designed to provide a safe
sanitary, and comfortable environ-

| ment-to help prevent the develop-

1 ment and transmission of disease

: and infection,

| A)The facllity will ensure gloves are
 wom during insulin administration

| for resident #66 and all residents,

| B)Education will be pravided to all

| ligensed nurses on the importance

of wearing gloves during insulin
administration.

C)Monitoring of compliance will be
done by weekly random rounds
observing insulin adminlstration of
two residents by supervisor using

the guality monitoring tool untit

substantial compliance has been

1| met,

STATEMENT OF DEFIGIENGIES (41} PROVIDERISUPPLIERICLIA (X3} DATE, SURVEY
AND PLAN OF CORRECTION JDENTIFIGATICN NUMBER! A, BULDING COMRLETED ;
536030 B WING ___ 02/13/2014

" NAME OF PROVIDER DR SUPFLIER STREET ADDRESS, t';'lT’?,'ETATE. ZIP CODE
CENTER 1111 LANE 42

NEW HDRIZONS GARE LOVELL, WY 82431 i
Xayfn “BUNMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF GORREGTION o
pREF]x {EACGH DEFIC[ENDY MusT BE PRECEDED BY FULL PREFIX (EACH CORREGTNE AGTION SHOULD BE COMBLETION :
TAG ‘REGULATORY OR L'SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFRORRIATE RATE
DEFIIENGY)

F 431 | Coiitinued From page 11 F 431

i vetified medication roarmns should remain locked :

| when staff were not present. , 3 ‘ _ ] _ ;

F441| 483.65 INFECTION CONTROL, PREVENT F 441| The facility will ensure it establishes03/30/14 f’
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F441 | Continued From page 12
Infection,

Thig REQUIREMENT is not met'és evidencéd
by: . . :

Based oh abservatign and staff intefvigw, the
 facility failéd to ensgre gloves were worn duting
insulin administration dutng 1 rardom,.
obseryatioh for hof-sample rasident #68, The
findings wera:

Observation of a medioation pase on 2/12/14 &
8:17 PM revealed LPN #1 prepared and

+ administered subcutaneous insulin to resident
#66, LPN #1 Injectad the resident’s Insulin with
bare hands, Interview with the LPN at the time of
the obsgrvation revealed she was unaware she
had to wear gloyes when aqf_miniataring injectable
inaulin,

 Interview with the DEN on 2/12/14 at 5:30 PM
 revealed she expeoted staff to wedr gloves when
: administering Injectable medicgtion, incliding
 Ingullin.

Accordinigto, "The Ldng Ter Gare Guide for
infctioh Controf* gopytight 2008, "Gioves seive .
ali Importaitt piifposs ininfactior;etytrol,..and are-
worn fo previde a batrier-against pathogens and
prévenit Gontarlfiation..glovés should be vom In
all sltuatiors whigre oy May gorme in contact with
Blood of by fluids (such a8 administering
fijectable mgdisatiohs), Jn Bddition, current
L'standards of pragtica from the Centgre'for
Diaease Contro] and Pravention dated May 2011,
"Standard Precaufichs are the minimum
.} prevention practices that apply to all patient
 care...2, use of personal protective equipment

1

F 441| D)Nurses observed not wearing
gloves during insulin administration |
will receive immediate in-setvicing |
| and corrective action will be taken.
E)Results will be reported quarterly
as part of the facility quality
assurance program.
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F 441! Continuad From paga 13- F 441} j
[gloveg] should be worn when there is cantact :
with blood andfor hody fiuids:™
:
.
é
i
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i i
i
FORM (,Ma-zﬁtwgoz -09) Pravious \.fersmns Otizolsle © EventID:3G101 Fciity 10: Wygoig I £ohfinuation shegt"P;:,\Iﬁg .14 of 14

b

\



