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F 000] INITIAL COMMENTS F 000
Acomplaint survey was conducled by Healthcare
Licensing and Surveys on 4/24/17 through
4/26/17. The surveywas prompted by complaint
intake WY00002394.
The following common abbreviations are used
throughout this document:
Cgk Certified Nurse Alde ",
DON- Director of Nursing PN AL
MDS- Minimum Data Set fesipecv) Vs buin s K
o Yo el
Less commonly used abbreviations will be
annotated in each deficiency.

) The facility will ensure the physiclan and | 05-20-2017
ident's family members are notified
mmedialely of an accldent involving any ‘
sidents which results in Injury and have the | an“q‘&r"
otential for requiring physician intervention, {+¢~ e
) All nurees will be educated on the ?,;a'. b

mportance and procedures of immediately
otifying the physician and resident's family
ember of an accident which results in injury
nd hava the potential for requiring physician
rtervention.
) Monitoring of compliance will be done by
ekly random review of two Fall Forms by a
upervisor using the quality improvemsnt
onitoring tool untif substantial compliance
as been met,
) Nurses not notifying the physician and
esident’s family member will receive
mmediste in-sesvicing and corrective action
ill be taken,
) Results will be reported quarterly as part of]
he facility Quality Assurance Program.

F 157]483,10(g)(14) NOTIFY OF CHANGES F 167
88=E | (INJURY/DECLINE/ROOM, ETC)

(9)(14) Notification of Changes.

(1) Afacility mustimmediately inform the resident;
consultwiththeresident's physician; and notify,
consistentwith his arherauthority, the resident
representative(s) when there is-

(A) An accident involving the resident which
resultsininjury andhas the potentialforrequiring
physician intervention;

(B) A significant change In the resident's physical,
mental, or psychogocial status (that is, a
deteriorationinhealth, mental, orpsychosocial
status in either [ife-threatening conditions or
clinical complications);

(C) Aneed to alter treatment significantly (that Is,
a need to discontinue an existing form of
treatment due to adverse consequences, orto

LABORATORY DIRECTOR'S ORPROVI LPPLIERREPRESENTATIVE'SSIGNATURE TITLE {X8)anTE

; _ LAHA {12-(7
Anydeficiencystatementendingwithan asierisk {*) denoles adeficisncy whichtheinstitutionmaybe excused from correcting providing ltisdeterminedthal
othersafeguardsprovide sufficlentprotectiontothepatiants, {Seeinstructions.) Exceptfornursinghomes, thefindings stated above aredisclosable 80 days
following the date of aurvey whether or not a plan of correction ig provided For nursing homes, the above Tindings and plans of cotrection are disclosable 14
daysfollowing thedat%r:ocumem aremade availabletothefacility. |fdeficiencies are cited, anepprovad planof correctionisrequisitato continued

program participafion. tade) Al P T{ﬁqq le”;j“’t/ (MO on :’3/73}}[‘769/035‘51;»%
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commence a new form of treatment); or

(D) Adecisiontotransferordischargethe
residentfromthefacilityasspecifiedin
§483,15(c)(1)(il).

(if) When making nofification under paragraph (g)
(14)(7) ofthis section, thefacilitymustensurethat
all pertinent information specified in §483.15(c)(2)
is. avallable and provided upon request to the
physiclan.

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

(4) Achange in room or roommate assignment
as specified in§483.10(e)(6); or

(B) Achangeinresidentrights under Federal or
State law or regulations as specified in paragraph
(e)(10) of thissection.

(iv) The facility must record and periodically
update the address (mailing and emall) and
phone number of the resident representative(s).
ThisREQUIREMENT Isnotmetassvidenced
by:

Based on review of fall investigation
dogumentation, staff interview, and review of
facllity policy, the facility failed to ensure the
physician and resident's family membsr were
notifiedimmediately ofanaccidentinvolvingthe
resident which resuited in injury and had the
potential for requiring physician intervention for 3
of4sampleresidents (#1,#2, #3) who hadfalls.
The findings were:

1. Review of fall investigation documentation for
FO‘RM CMS-2567(02-99) Previous Versions Obsoleta Evant ID:TEWO11 Factity 10; WYomo If continuation sheet Page 20f 10
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F 157 Continued From page 2

resident #1 showed s/he had a fall on 4/12/17 at
7:05 AM. The resident complained of knee pain
and was "not bearing weight well.” The physician
was notnotified until 10:30 AM (the residentwas
seenbythephysicianatthattimeduring rounds)
andthe family was not notified until 10:05 AM.

2. Raview of fall Investigation documentation for
resident #3 revealed the followingconcerns:

a. The resident had afall on2/5/17 at5 AM
which resultedinalarge hematoma totheleftof
the head. The physlclan's assistant (PA) was
notifiedat5:15AM, butthe famify was notnotified
until9:32AM,

b. The resident had a fall on 2/13/17 at 1:30
AM which resulted ina bump to the forehead, in
additionto bruising onthe knee andforearm, The
documentation showed the physician was notified
on 2/13/17, but did not indicate the time. The
family was notnetified until 10;:25AM.

3. Review of fallinvestigation documentetion for
resident#2 showed s/he had afallon3/20/17 at
3 AM which rasulted in an abrasion to the
forehead above the eye with contuslon and
swelling. The nurse practitioner (NP) was not

notified until 10AM, and the family was not
notifisd until 10:05AM.

4, During aninterview on4/26/17 at11:37 AM the
' DON stated nursin? staff should call the physician

right away. She st ted that the timing of family
notification depended on the resident, because
some family members did notwanttobe called in
the middle ofthe night. During alaterinterview on
4/26/17 at 12:14 PM the DON statad that there
ware no requests to not callinthe middle of the
night for resldents #1, #2, or #3, therefore the
family should have been called sooner.

l

F 157
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5, Review of the facility's policy "Resident Falls"
(10/5/16) revealed "During the day shift (until 9
PM) when a resident fallg, the resident is fo be
checked for any apparent injuries by the nurse.
The family and physician need to be notified of
the fall. During the night, if a resident falls and
had no apparent Injury, then the nurse is to the
notify the day nurse in the morning and the day
nurse will be responsible to notify the physician
and family. If during the night the resident falls
and there ie apparent Injury requiring madical
attention, the nurse In charge will notify the
physician and family member immediately."
During an interview on 4/26/17 at 12:14 PM the
DON acknowledged the languags in their policy
differed from the language of the regulation; an
injury requiring medical attention versus an injury
with the potential 1o require physician intervention.
She also acknowledged that when a resident hit
their head during a fall, there was the potential for
physician intervention.
F 311/483.24(a)(1) TREATMENT/SERVICES TO F 311 A) The facliity will ensurs all residents 06-20-2017 |
§8=D|IMPROVE/MAINTAIN ADLS re given the appropriate treatmsnt and
ervices to maintain or improve his or her
{a)(1) A resident is given the appropriate bility to carry out the aclivities of dally living,
treatment and services to maintain or improve his neluding these specified in paragraph (b) of
or her ability to carry out the activities of daily his section. '
living, including those specified in paragraph (b) ) Resident #1 has been discharged from
of this section. e facilty. .
This REQUIREMENT is not met as evidenced ) Restorative staff will be educated on the-
by: rmportance of ensuring all restorative plans
Based on medical record review and staff e f°“°‘”°9' and docun}ented.
Interview, the facillty falled to ensure restorative ) h’flonﬁt:éng of z‘i’mm’??ﬁe wmige do'ne by
services for ambulation were conslstently ey rancom review of Iwo residents
: torative charting by the Restorative Nurse
implemented for 1 of 1 sample residents (#1) with sing the quallty t monitoring tool
torative plan. The findings were: g e qualty Improvement monitoring
ares ntil substantial compliance has been met.
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) Restorative staff not following restorative
lans and documenting will recelve
Review of the care plan dated 3/29/17 for ; "
reslden]t #1 shoysved anrsnte;rvention for faﬂ ' "?;‘“ f: igt!feit? servicing and corractive action
.prevention was "Strengthening thru restorative.” o
Review oftherestorative therapy referraldated 2@: ::é};t;w 83:“5 Tﬁaﬁ%?ég;pan
3/24/17 showed the residenthad arestorative )
plan"tomaintaln mobilityandwalking." Theplan
was for ambulation 3-5 times per week with a
front-wheeled walker (FWW) and galtbelt.
Review of restorative plan documentation for
March (after 3/24/17) and April 2017 (until
4/12/17) showed services wers only documented
on 4/3, 4/5, and 4/11. Durlng an interview on
4/26/17 at11:37 AMthe DONstated theresident _
ambulated independently at times and CNAs Gl rce,!
would also ambulate the resident, although there ot B! hag bger~ AIL=5°
was na GNA documentation to confirm. Howaver, 20 1&‘ Y )7
shestated the regident's restorative planshould | ﬁv}" '}(’*" ‘ ; ‘ ‘
have beenfollowed. ) 05.20-2017
F 323| 483.25(d)(1){2)(n)(1)-(3) FREE OF ACCIDENT F 323
- A) The facllity will ensure Interventions for fall
§8=6 | HAZARDS/SUPERVISION/DEVICES preventon wil b consiserly mplermanisd
S il be conducted
(d) Accidents. cl"\gg.\iost fal assessments wi on
i . ermine any additional interventions of
The facility must ensure that ny resident with a fall,
. , Al nurses will be educated on the
{1) The resident environment ramains as free ) X
from accldent hazards asis possible; and ?gmnﬁm:"fgagfg%m&m?g that
(2) Each resident recelves adequate supervision °sn:§mgtém;,e &egéi%g&gm g;?élrmine
and assistance devices o prevent accidents. y additional interventions of any resident
th a fall,
(n) - Bed Rails. The facility must attempt to use ) Monitoring of compliance will be done by
appropﬂale alternatives prior to installing a side or Kiy random review of two Fall Forms by &
bed rail. If a bed or side rall is used, the facihty upsrvisor using the quality improvemant
must ensure comrect installation, use, and monitoring tool until substantial compliance
maintenance ofbedrails, mcluding butnotllmlted as been met.
tothefollowing elements } Nurses not ensuring that interventions for
all prevention are consistently implemented
nd post-fall assessments are not conducted
FORM CNIS-2567(02-98) Previous Versions Obsolsle EventID:TGWO11  Faclly ID: WY0019 Hfcontinuation sheetPage 50f10
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(1) Assesstheresidentforrisk ofentrapment
from bed rails prior to installation

(2) Reviewtherisks and benefits ofbed rails with
the resident or resident representative and obtain
informed consentpriortoinstallation,

o0 determine any additional interventions will
Eecewe immediate in-servicing and corrective
ction will be taken.

) Results will be reported quarterly as patt of]
the facllity Quality Assurance Program.,

(3) Ensure that the bed's dimensions are
apprapriatefortheresident'ssizeandweight.
ThisREQUIREMENT Isnotmetasevidenced
by: L
Basedonmedicalrecordreview, staffinterview,
and review of fall investigation documentatlon.
the facility failed to ensure interventions for fall
preventionwere consistently implamented and
falled to conduct a post-fall assessment to
determine any additional interventions for 1 of4
sampleresidents (#1)withfalls. Theresidenthad
anofher fall which resulted in a fracture, The
findings were;

1. Review ofthe 3/29/17 inifial MDS assessment
for resident #1 showed sthe required limited
assistance for transfers and ambulation, and had
nothad anyfalls since admission. Reviewofthe
32717 fall risk assessment showed the resident
was atrisk for falls with a score of 18 (a score of
10orhigherisatrisk). Review of fallinvestigation
documentation showed theresidenthad afalion
312517 trying togetinto the w/c, Further review
showedtheresidenthadfalls on4/1/17 and

- | 41417, inbothfalls, the resident's feat gottangled
b inthewalkerwhileambulaﬁng ortransferring

Pe%% Bﬁé‘lﬂ%‘ﬁ?&?ns%‘é"?%ﬁﬁeg‘&%wﬁg flere

idenified:

a. Review of the care plan dated 3/28/17
showed an intervention for fall prevention was
"Strengthening thru resforative.” Review of the

FORM C43-2567(02-88) Previous Versions Obsolele Event ID: TGWO 1 Faciity iD: WY0018 if zonlinuation sheet Page & of 10
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restorative therapy referral dated 3/24/17
revealed theresidenthad arestorative plan"to
mainfainmobilityandwalking."The planwasfor
ambulation3-5times perweekwitha
front-wheeled walker (FWW) and gait belt,
Reviewofrestorative documentation forMarch
(after 3724/17) and April 2017 (until 4/12/17)
showed services were only documented on4/3,
4/5, and 4/11, During an interview on 4/26/17 at
11:37AMthe DON stated theresidentambulated
independently at times and CNAs would also
ambulate the resident, although there was no
CNA dosumentation to confirm. However, she
stated the resident's restorative plan should have
beenfollowed.

b. Review of a nursing note dated 4/10/17
revealed theresident's family membercalledthe
nurse asking aboutaresidentfall. Thenursewas
not aware of a fall. The nurse spoke to a CNA
whowitneased thefall. According tothe CNAand
resident, the walker rolled out from underneath
the resident while the resident was transferrin.g
Theresidentwas putontwice a day vital signs for
3days, and the nurseinspected thewalker. The
walker was found to be in good condition and
safeto use. Further review ofthe medical record
and review of fall documentation showed no
evidenceapost-fall assessmentwascompleted
todetermine potential causes forthe falland to
identify any new Interventions. During an
Interview on 4/26/17 at12;14 PM the DON stated
she was not aware of the fall until the family
membervoiced agrievance. Shefurtherstatedit
was the responsibility of the nurse todo the fall
report, and she confirmed there was not a fall
reportforthisfall.

c. Review of nursing notes and fall
investigafion documentation showed the resident
hadanotherfallon4/12/17, The resident stated

F 323

FORM CMS-2557(02-99) Pravious Versions Obsolels

Event ID:TGWO14 Faclifly (D: WYD019

Ifcontinuation shestPage 7 of10



May. 15. 2017 8:39AM

DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

No. 0562

P.

g

PRINTED: 05/10/2017
FORM APPROVED

OMB_NO 0838-0391

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 3(/ COMPLETED
Cc
535030 B. WING 0472612017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1114 LANE 12
NEW HORIZONS CARE CENTER LOVELL, WY 82431
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORREGTION (%
PREFIX (EACHDEFICIENCYMUSTBEPRECEDEDBY FULL PREF| {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSCIDENTIFYING INFORMATION) XTAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 7 F 323
the walker got away from him/her while walking,
The resident was taken to the hospital where
x-rays showed a left hip fracture, .
F 406 | 483.65(a)(1)(2) PROVIDE/OBTAIN F 406/A) The facliity will ensure it provides the 05-20-2017
88=F | SPECIALIZED REHAR SERVICES equired rehabilitative services from an

(a) Provision of services. If specialized
rehabilitative services such as but not limited to
physical therapy, spaech-language pathology,
occupational therapy, respiratory therapy, and
rehabllitative services for mental ilingss and
intellectual disability or services of a lesser
intensity as set forth at §483.120{c), are required
In the resident's comprehensive plan of care, the
facility must-

(1) Provide the required services; or

(2) In accordance with §483.70(8), obtain the

required services from an outside resource thatls
a provider of specialized rehabilitative services
and is not excluded from participating in any
federal or state health care programs pursuant to
section 1128 and 1158 ofthe Act,

This REQUIREMENT is not met as evidenced
by:
Based on medical record review and staff
interview, the facility failed to ensure timely
evaluations and failed to ensure services were
provided per the written plan for 4 of 6 sample
residents (#1, #2, #3, #4) who received physical
therapy (PT) or occupational therapy (OT). The
findings were:

1, Review of admission orders dated 3/17/17 for
resident #2 revealed orders for physical therapy
and occupational therapy to evsluate and {reat.
Review of the medical record showed the

utside resource that is a provider of
peclalized rehebiiitative services and s not
xciuded from participating in any federal or
tate health care programs.

) Resldent #1 has been discharged from
he facility.

provided to residents #2, #3, #4 and all other
rasidents who receive physical or
nccupational therapy,

D) Physical and Octupational Therapy staff
Il be educated on ensuring residents

eive timely services.

Monitoring of compliance will be done by
kly random review of two residents'
harting of physical therapy services by PT
ide and two residents’ charling of
cupational therapy services by nursing
upervisors using the quality improvement
onitoring tool until substantial compliance
s baern met.

Staff not ensuring timely therapy is
rovided will receive immediate in sarvicing
nd corrective action wilt be taken.

G} Results will be reportad quarterly as part
of the facllity Quality Assurance program,

C) The facility will ensure timely services are |
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occupational therapy evaluation was not done
until 4/3/17 (17 days latsr). The evaluation
showed the resident needed OT services one to
two times par week for wic positioning and sitting
tolerance.

Review of the physical therapy care
plan/recertification dated 3/21/17 showed the
residant was to recelve PT two times per week for
8 weeks for therapeutic exerclses and gait

| training. Review of physical therapy notes showed
a PT session on 4/1017. The next documented
PT session was on 4/25/17 (15 days later).

2. Review of admission orders dated 3/16/16 for
resident #1 revealed orders for PT and OT to
evaluate and treat, Review of the medical record.
showed the OT evaluation was not done unil

| 4/3/17 (17 days later), The evaluation indicated
the resident did not need OT services.

3. Review of & 3/17/17 physician's order for
resident #4 showed PT was to apply Unna Boot
dressings to the bllateral lower éxtramities every
3to 4 days. Review of PT prograss notes showed
services were provided on 4/13/17 and then on
4/19/117 (8 days later). After the 4/19/17 visit, the
next documented visit was 4/25/17 (8 days later).

4, Review of the 3/26/17 care plan/recerlification
for PT for resident #3 revealed the resident was
to receive services 2 to 3 times per week for
therapeutic exercises and gait training. Review of
PT pragress notes showed visits oh 3/28/17,
33017, 415117, 41MOM7, 411317, and 4/18/17
(the weeks of 4/2/17 and 4/18/17 only had one
visit).

5. During an interview on 4/26/17 at 11:37 AM the

FORM CMS-2567(02-98) Previeus Versiens Obsolete Event ID:TGWO1 Fackty ID: WY0018 It conlinuation sheet Page 9 of 10




May. 15. 2017 §:39AM
DEPARTMENT OF HEALTH ANDHUMAN SERVICES

CENTERS FORMEDICARE & MEDICAID SERVICES

No. 0562 P, 11
PRINTED: 05/10/2017
" FORM APPROVED

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

538030

(X2) MULTIPLE CONSTRUCTION
A, BUILDING

B WING

g g

{X3) DATE SURVEY
COMPLETED

C
04/26/2017

NAME OF PROVIDER OR SUPPLIER
NEW HORIZONS CARE CENTER

11411 LANE 12

STREET ADDRESS, GITY, STATE, ZIP CODE

LOVELL, WY 82431

(X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BEPRECEDED BY FULL

REGULATORY ORLSGC IDENTIFYING INFORMATION)

1D PROVIDER'S PLAN OF CORRECTION (X8
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

F 406

Continued From page 8

DON stated an OT evaluation taking 2weeks to
completefromtheorderdatewasnottimely, She
further stated the OT department was short
staffed. On 4/26/17 at 12:14 PM the DON
confirmed there were no additional therapy notes
for the sample residents.

6. On 6/1/17 at 8:17 AM during a telephone
interview, PT#1 stated therapy did notwork on
weekends, therefare they used Monday to Friday
for their week (to determine tha number of
sessions in a week), He further stated some
residents would refuse services, butthey didnot
document refusals.
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