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A recertification survey was conducted by
Healthcare Licensing and Surveys on 4/3/17
through 4/6/17.

The following common abbreviations are used
throughout this document:

ADLs- Activities of daily living

CAAsg- Care area assessments

CNA- Certified nurse aide

DON- Director of nursing services

LPN- Licensed practical nurse

MDS- Minimum Data Set

MAR- Medication administration record

RN-  Registered Nurse

LDS- The Church of Jesus Christ of Latter-day
Saints

Less commonly used abbreviations will be
annotated in each deficiency.
F 156 | 483.10(d){(3)(g)(1)(4)(5)(13)(16)~(18) NOTICE OF F 156/A)The facility will ensure information regarding 05-15-17

88=B | RIGHTS, RULES, SERVICES, CHARGES resident's rights is posted on each floor.
B)Contact information for the State Survey Agency
(d)(3) Thefacilitymustensure thateach resident Home and community based programs, Adult

Protective Services and the Medicaid Fraud Unit will
|Also be posted,

C)Statements have been given 10 every curment
resident on residents rights.

reimainsinformed ofthename, specialty, andway
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 herrights and of all rules and regulations
governing resident conduct andresponsibilities
during hisorherstayinthe facility.

(9)(4) The resident has the right to receive

notices orally (meaning spoken) and inwriting
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB)DATE

: (LA £22-(1
A, nydeficiency statementending withan asterisk (*)denotes adeficiency whichthenstitution maybeexcused from corresting providingitisdetermined that
othersafeguards provide sufficientprotectioniothepatients. (Seainstructions.) Excapt fornursinghomes, the findings stated above aredisclosable 90days
following the date of survey whetherornotaplan ofcorrectionis provided, Fornursing homes, the abova findings and plans of correction are disclosable 14
days following the date these documents aremade available tothe facility, f deficiencies arecited, an approved plan ofcorraction Isrequisite to continued
program participation.
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F 156 Contmued From pagg ! - F 1561‘))A statement will also be posted to inform residents
or she understands, inctuding: of how to filc a complaint with the State Survey
Agency.
(iYRequired notices as specified inthis section. Efwﬂém notice of how to apply for Medicare and
Thefacility mustfurnishtoeachresidentawritten IMedicaid benefits will be provided to cach resident
description oflegal rights which includes - on admission,
F)Quality monitoring of postings and written natices
(A) Adescription ofthe mannerof protecting will be done weekly by the Social Services Director
personal funds, under paragraph (f)(10) of this sing the quality improvement monitoring tool until
section: substantial compliance has been met.
! (HResults will be reported quarterly as part of the
(B} A description of the requirements and i Snelity Assurance Program by the Sock!
procedures for establishing eligibility for Medicaid, '
including the right to request an assessment of
resources under section 1924(c) of the Social
Security Act,
(C) A list of names, addresses (maifing 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 statelawprovides forjurisdiction
in long-term care facilities, the local contact
agency for information about retumning to the
community andthe 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 regutations, including but
not limited to resident abuse, neglect,
exploitation, misappropriation of resident property
inthefacility, non-compliancewiththe advance
directives requirements and requests for
information regarding returning to the community.
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Continued From page 2

(li) Information and contact information for State
andlocal advocacy organizations including but
notlimitedtothe State SurveyAgency, the State
Long-Term Care Ombudsman program
(established under section 712 of the Older
AmericansActof 1965, asamended2016(42
U.8.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.)
[§483.10(g){4)(ii) will be implemented beginning
November 28, 2017 (Phase 2)]

(iiiy Information regarding Medicare andMedicaid
eligibility and coverage;

[§483.10(g)(4)(fi) 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)(BYiii) of the Older Americans
Act); or other No Wrong Door Program;
[§483.10(9)(4)(iv) will be implemented beginning
November 28, 2017 (Phase2)]

(v) Contact information for the Medicaid Fraud
Control Unit; and
[§483.10(g){4}(v)willbeimplementedbeginning
November 28, 2017 (Phase?2)]

(vi) Information and contact information for filing
grievances or complaints conceming any
suspected violation of state orfederal nursing
facility regulations, including but notlimited to
resident abuse, neglect, exploitation,
misappropriation of resident property in the

F 156

FORM CMS-2567(02-69) Previous Versions Qbsulete Event ID: 6GLZ11

Facillty ID: wy0o12 If continuation sheet Page 3 of 44

5| 27// ,



May. 22. 2017 11:20AM

DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 0668 P 5

PRINTED: 04/20/2017
FORM APPROVED

OMB NO 0938-0391

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

535030

{X2) MULTIPLE CONSTRUCTION
A.BUILDING

B.WING

(X3) DATE SURVEY
COMPLETED

04/06/2017

NAME OF PROVIDER OR SUPPLIER

NEW HORIZONS CARE CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
1111 LANE 12
LOVELL, WY 82431

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED 8Y fULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

P
PREFIX
TAG

DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION (X5)
(FACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

F 156

Continued From page 3

facility, non-compliance with the advance
directives requiraments and requests for
information regarding returning to the community.

(9)(5) The facility must post, inaform and
manner accessible and understandable fo
residents, residentrepresentatives:

(iy Alistofnames, addresses (mailing andemail),
and telephone numbers of all pertinent State
agencies and advocacy groups, such as the State
Survey Agency, the State licensure office, adult
protective services where statelaw provides for
jurisdictionin fong-term care facilities, the Offica
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
compiaint 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
ta the community.

(9)(13) The facility must display in the facility
writteninformation, and provide toresidents and
applicants for admission, oral and written
infarmation about how to apply for and use
Medicare and Medicaid benefits, and how fo
receive refunds for previous payments covered by
suchbenefits.

F 156
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| and services to the resident prior to or upon

Continued From page 4
(9)(16) The facility must provide a notice of rights

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.

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

(iij) Receipt of such information, and any
amendments toit, must be acknowledged in
writing;

(6)(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 notbe 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

(i)} 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.

F 156
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(g)(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
Medicaid State plan, the facility must provide
notice to residents of the change as soon as is
reasonably possible.

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

(iiiy 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
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TO RESOLVE GRIEVANCES

with thisparagraph.

resident.

ThisREQUIREMENT isnotmetasevidenced

Based onobservation andstaffinterview, the
facility failed to ensure information regarding
resident right was posted as required. The
gensuswas70. Thefindingswere:

Observation on 4/5/17 at 3:32 PM revealed the
facility had contact information posted for the
regional ombudsman; however, there was no
evidence of contact information posted for the
State Survey Agency, home and community
based programs, adultprotective services,orthe
Medicaid fraud controlunit. Further, therewasno
evidence of a posted statement informing
residents ofthe process forfiling a complaintwith
the State Survey Agency. Finally, therewasno
evidence ofwritten information regarding howto
apply for Medicare and Medicaid benefits.

Interview with the DON on 4/6/17 at 11:05 AM
revealed the facility had painted the walls "several
months” earlier, and she believed the postings
were taken down at that time and nof replaced.

g 483,100)(2)-(4) RIGHT TO PROMPT EFFORTS

U)2) Theresident has the rightto and the facility
mustmake promptefforts bythefacility toresolve
grievancestheresidentmayhave,inaccordance

0)(3) Thefacility mustmake information onhow
fofile agrievance orcomplaint available tothe

0)(4) Thefacility mustestablishagrievance policy

F 156

F 166 [The facility will ensute an effective process is in 05-15-17
place to resolve gricvances.

A)Resident #41 will be educated on her right to
prompt efforts to resolve grievances. Resident #46
will be educated on his right to prompt efforts to
resolve prievances, Resident #47 will be educated on)
her right to prompt cfforts to resolve grievances. All
other residents will be educated on their right to
prompt efforts to resolve grievances.
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to ensure the promptresoiution ofallgrievances

regarding the residents' rights contained in this
paragraph. Uponrequest, the providermustgive
acopy ofthe grievance policy totheresident. The
grievance policy mustinclude:

(i) Notifying resident individually or through
postings in prominentlocations throughoutthe
facility of the right to file grievances orally
(meaning spoken) or in writing; the right to file
grievances anonymous;lythe contactinformation
of the grievance official with whom agrievance
can be filed, that is, his or her name, husiness
address (mailing and email) and business phone
number; areasonable expected time framefor
completing the review ofthe grievance; theright
to obtain awritten decision regarding his orher
grievance; and the contact information of
independent entitles with whom grievances may
be filed, that is, the pertinent State agency,
Quality Improvement Organization, State Survey
Agency and State Long-Term Care Ombudsman
program or protection and advocacy system;

(ii) Identifying a Grievance Qfficial who is
responsible for overseeing the grievance process,
receiving and tracking grievances through to their
conciusions; leading any necessary investigations
bythefacility; maintaining the confidentiality of all
information associated with grievances, for
example, the identity of the resident for those
grievances submitted anonymously, issuing
written grievance degcisions to the resident; and
coordinating with state andfederal agencies as
necessary in light of specific allegations;

(iiiy As necessary, taking immediate action to
preventfurtherpotential violations of any resident

have been resolved.

C)Residents and staff will be educated on revisions
made to the facility grievance policy and procedure
by the Social Services Director.

D)Menitoring of compliance will be done by weekly
Review of the facility's grisvance log by the Social
Services Director weekly using the quality
(tnprovement monitoring tool until substantial
compliance has been met periodically afier that,
BYResults will be reported quarterly as part of the
facility Qualily Assurance Program by the Sociel
Services Director indefinitely.
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Continued From page 8

rightwhiletheallegedviolationisbeing
investigated;

(iv) Consistentwith §483.12(c)(1),immediately
reporting all alleged violations involving neglect,
abuse, including Injuties of unknown source,
and/ormisappropriationofresidentproperty, by
anyone furnishing services on behalf of the
provider, tothe administrator ofthe provider, and
asrequiredby Statelaw;

(v) Ensuring thatallwritten grievance decisions
include the date the grievance was received, a
summary statementofthe resident's grievance,
the steps taken to investigate the grievance, a
summary ofthe pertinentfindings or conclusions
regarding the resident's concerns(s), a statement
astowhetherthegrievance was confirmed ornot
confirmed, any corrective action taken or to be
taken by the facility as aresult of the grievance,
and the date the written decision was issued;

(vi) Taking appropriate corrective action in
accordance with State law if the alleged violation
oftheresidents' rightsis confirmed bythefacility
orifan outside entity havingjurisdiction, suchas
the State SurveyAgency, QualityImprovement
Organization, orlocallawenforcementagency
confirms aviolation for any of these residents’
rightswithinits areaofresponsibility; and

(vii) Maintaining evidence demonstrating the
resultofallgrievances for aperiod of nolessthan
3 years from the issuance of the grievance
decision.
ThisREQUIREMENT isnotmetasevidenced
by

Based on review of grievances, resident
interview, review of policy and procedure, and

F 166
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staffinterview, the facility failed to ensure an
effective processwasinplacetoresolve 3 of4
grievances reviewed {involving residents#41,
#46, #47). The findings were;

1. Review of the 3/13/17 grievance involving
resident #47 showed a college student had
concerns regarding treatment provided {o the
resident by a CNA. The grievance showed the
studentreported withessing the CNA"yelling" at
the resident. The concern documentation was
completed bythe activity directorwho talked with
theresidentandthe CNA. However, therewasno
evidence of a thorough investigation to resolve
theissue, orevidence the facility administration
was aware ofthe allegation, which had additional
reporting requirements.

2. Review of the 3/21/17 grievance involving
resident#41showed aconcem theresidenthad
regarding aCNA. The note showedthe CNAwas
"rough” and had hurt the resident's legs that
morning. Theresidentalso stated concerns with
the CNAnotbeingresponsive totoileting needs.
The concern documentation showed it was
completed by the social service director. The
director's note failed to show a thorough
investigation andfailedtoshowtheconcernwas
resolved withtheresident. [n addition, therewas
no evidence the facility administration was aware
oftheallegation, whichhad additional reporting
requirements,

3. Interview with resident#46 on 4/4/17 at4:40
PMrevealed aconcern related to transportation
to and from medical appointments. TheTesident
was concerned aboutpaying formeals andbeing
required to eatinthefacility van. According tothe
resident sthehad made staff aware ofthe
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Continued From page 10

concerns, but "it didn't go anywhere" and no
resolution was achieved. Review of the facility
grievances for February and Marett 2017 failed to
show any grievance related to this resident.

4. Interviewwiththe DON, nursing supervisorf1,
and activity directoron4/6/17 at 9 AMverified the
grievance process was notwell-developed and
thefacility had notidentified a grievance officialto
ensureappropriate actionsweretakenrelatedto
grievances. The DON verified she was made
aware afterresident#46'slastappointmentofthe
concerns related to the transportation. She stated
there had been discussions abouttheissue, but
nothing formal had been completed. Review of
the appointment schedule showed the
appointmentwas on 2/20/17.

5. Review ofthefacility's "Resident's Complaint
Procedure” showed itwas revised/reviewed on
7/6/16. The procedure did not designate or
appoint an official who would ensure the
complaint was followed through to resolution.
There were various titles of staff shown that
residents could presentcomplaintsto, and"ifthe
resident chooses, the complaint may be
presented to the administrator of the facility or
his/her designhee or'staff, who shall resolve the
complaint within four working days." Further
review showed, "All complaints of resident abuse,
neglect, and/orviolation ofresidentrights shallbe
reported to the Department of Health and to the
Ombudsman."

F b/ 4838, TU@JCTURUT) RIGH T 1U SURVEY
S8=B RESULTS- READILY ACCESSIBLE

(g)(10) The resident has the right to-

F 166

F 167]|A)The facility will ensure it posts in a readily

accessible location to residents, family members and
legal representatives of residents, the results of the
most recent survey of the facility as well as reports
with respect to any surveys, certifications , and
compliant investigations made during the three

05-15-17
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(i) Examine the resuits ofthe mostrecentsurvey
of the facility conducted by Federa! or State
surveyors and anyplan ofcorrectionin effectwith
respecttothefacility;and

(g)(11) The facility must-

(i) Postin aplace readily accessible to residents,
and family members and legal representatives of
residents, theresults ofthe mostrecent survey of
the facility.

(i) Have reports with respect to any surveys,
certifications, and complaint investigations made
respecting the facility during the 3 preceding
years, and any plan of correction in effect with
respecttothefacility, availableforanyindividual
to review upon request; and

(it Postnotice ofthe avallability of such reportsin
areas of the facility that are prominent and
accessible to the public.

(iv) The facility shall not make available identifying
information about complainants or residents.
ThisREQUIREMENT isnotmetasevidenced
by:

Based onobservation and staffinterview, the
facility failed to ensure anotice of the availability
ofsurveysforthe preceding 3yearswas posted
asrequired. Theresident censuswas70. The
findings were;

Observation on 4/5/17 at 3:32 PM showed the
results from the most recent survey were
available in afolder nextto the main entrance to
thefacility. Furtherobservation showedtherewas
nonotice posted toletindividuals know surveys
from the preceding 3 years were available for

NEW HORIZONS CARE GENTER LOVELL. WY 82431
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES ID P QVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCORREQTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQSS—REFER%I‘JEGFEI&E% EH\% APPROPRIATE DATE
F 167 | Continued From page 11 £ 1g7 Freceding years along with the plans of corrections.

B)Residents, family members and legal
reprosentatives of residents and staff will be
educated on location and availability of surveys.
C)The availability of the previous three years State
urveys has been added to the notice of State survey
ults.

YMonitoring of compliance will be done by weekly
checks on posting to ensure it is present by
pervisors uging the quality improvement
monitoring tool until substantial compliance has
been met,

[E)At any time posting is found not to be posted,
immediate corrective action will be taken.
F)Results will be reported quatterly as part of the
facility Quality Assurance Program.
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review upon reguest.
Interview with the DON on 4/6/17 at 11:05 AM
revealed she was unaware of this requirement.
F 225| 483.12(a)(3)(4)(c)(1)-(4)INVESTIGATE/REPORT F 225/A)The facility will ensure that all alleged notations | 05-15-17
S5=D | ALLEGATIONS/INDIVIDUALS involving abuse, neglect, exploitation or

483.12(a) The facility must-

(3) Notemploy or otherwise engage individuals
who-

(i) Have been found guilty of abuse, neglect,
exploitation, misappropriation of property, or
mistreatmentbyacourtoflaw;

(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

(iily Have adisciplinary actionineffectagainsthis
orher professional license by astatelicensure
body as a result of a finding of abuse, neglect,
exploitation, mistreatment of residents or
misappropriation of resident property.

{4) Reporttothe State nurse aide registry or
licensing authorities any knowledge ithas of
actionsbyacourtoflawagainstanemployee,
whichwouldindicateunfithessforserviceasa
nurse aide or other facility staff.

(¢) Inresponse to allagations of abuse, neglect,
exploitation, or mistreatment, the facility must;

(1) Ensure thatall alleged violations involving
abuse, neglect, exploitation or mistreatment,

mislreatment, including injuries of unknown source
and misappropriation of resident property are
reported immediately, but not Jater than two hours
aficr the allegation is made, if the ¢vents that cause
the allegation invoive abuse or result in serious
bodily injury, or not later than 24 hours if the events
that causc the allegation do not invelve abuse and do
not result in serious bodily injury, to the
administrator of the facility and to other officials
(including to the State Survey Agency and adult
protective services where state law provides for
jurisdiction in long-term care facilities) in
accordance with State law through established
procedures and documented on the grievance log.
B)All staff will be educated regarding appropriate
abuse compliant procedures,

C)Monitoring of compliance will be done by weckly
review of grievance log by Social Services Director
until substantial compliance has been met and
periodically.

D)Results will be reported Quarterly as part of the
facility Quality Assurance Program by the Social
Services Director.
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including injuries of unknown source and
misappropriation of resident property, are
reported immediately, butnotlaterthan 2 hours
after the allegation is made, if the events that
cause the allegation involve abuse or resulf in
serious bodily Injury, or notlater than 24 hoursif
the eventsthatcausethe allegation donotinvolve
abuse and do notresultin serious bodily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

(2) Have evidence that all alleged violations are
thoroughly investigated.

(3) Prevent further potential abuse, neglect,
exploitation, or mistreatment while the
investigation is in progress.

(4) Reportthe results of all investigations to the
administrator or his or her designated
representative and to other officials in accordance
with State law, including to the State Survey
Agency, within 5working daysoftheincident, and
if the alleged violation is verified appropriate
corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on review of grievances, policy and
procedure review, and staff interview, the facility
failed to ensure 2 of 3 abuse allegations
(involving residents #41, #47) were reported and
investigated as required. The findings were;

1. Reviewofthe 3/13/17grievanceinvolving
resident #47 showed a college student had
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concerns regarding treatment provided to the
resident by a CNA. The grievance showed the
studentreported witnessing the CNA"yelling" at
the resident. The concern documentation was
completed by the activity directorwhotalked with
theresidentandthe CNA. However, therewasno
gvidence of a thorough Investigation, or evidence
the facility administration was aware of the
allegation which required a report to the State
Survey Agency.

2. Review of the 3/21/17 grievance involving
resident#41 showed a concernthe resident had
regardingaCNA. Thenoteshowed the CNAwas
"rough” and had hurt the resident's legs that
morning. Theresidentalso stated concerns with
the CNAnotheing responsive totoileting needs.
The concern documentation showed it was
completed by the social service director. The
director's note failed to show a thorough
investigation andfailed toshowthe concernwas
resolvedwiththeresident. Inaddition, therewas
no evidence the facility administration was aware
of the allegation which required a report to the
State SurveyAgency.

3. Interviewwiththe DON, nursing supervisor#1,
and activity director on4/6/17 at9 AM concerns
should have been considered allegations of
abuse, andwere notreporied orinvestigated as
required.

4. Reviewofthe"AbusePrevention PlanforCare
Center and Swing Bed" showed it was
revised/reviewed on 12/2/16, The plan included
"All alleged violations including Injuries of
unknown source will be investigated as quickly
and thoroughly as possible... The incident will also
bereportedimmediatelytothe CEO, theState

FORM CMS-2667(02-89) Previous Versions Obsolete Event 1D:BGLZ11 Facilily 1D: Wy0018 If continuation sheet Page 150f44

4|V



May. 22. 2017 11:24AM
DERPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA
AND PLAN QF GORRECTION {DENTIFICATION NUMBER
535030

No. 0668 P

17

PRINTED 04/20/2017
FORM APPRQVED

0

(X2) MULTIPLE CONSTRUGTION
A BUILDING

B WING

{x3) DATE SURVEY
COMPLETED

04/06/2017

NAME OF PROVIDER OR SUPPLIER

NEW HORIZONS CARE CENTER

STREET ADDﬁESS, CITY, STATE, ZIP CODE
1111 LANE 12
LOVELL, WY 82431

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORREGTION 8)
PREFIX (EACHDEFICIENCYMUSTBEPRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 225; Continyed From page 15 F 225
Ombudsman, the appropriate law enforcement
officials or DFS [Department of Family Services],
as well as the State Survey and Licensing
Agency."
F 248| 483.24(c)(1) ACTIVITIES MEET F248 [A)The facility will ensure thas resident #46 is 03-15-17
SS=E | INTERESTS/NEEDS OF EACH RES provided activities that are designed to meet the

(c) Activities.

(1) The facility must provide, based on the
comprehensive assessment and care planand
the preferences of each resident, an ongoing
program to support residents in their choice of
activities, both facility-sponsored group and
individual activities and independent activities,
designed tomeettheinterests ofand supportthe
physical, mental, and psychosacial well-being of
eachresident, encouragingbothindepsndence
and interaction in the community.
ThisREQUIREMENT isnotmetasevidenced
by:

Based onreview of activity calendars, staff and
residentinterviews, andmedicalrecord review,
the facility failed to provide an ongoing activity
programtomeettheinterests ofresidents during
4 of 4 months reviewed (January, February,
March, April 2017). The census was 70. The
findings were:

Review of the activities calendar for January 2017
through April 2017 showed the scheduled
activities duringtheweekendslackedvarietyand
enough scheduled, activities throughouttheday
to maintain residents' interests. Scheduled
weekend activities included LDS religious
services, amovie, nail clipping and music, while
unscheduled activities included beauty shop and
mallpass. For 120f 17 Saturdays during thistime

interests of and support the physical, mental and
sychosocial well being, The facility will ensure that
resident #68 is provided activities that are designed to
eet the interests of and support the physical, mental
nd psychosocial well being. The facility will engure
at all residents are provided activities that are
esipned to meet the interests of and support the
hysical, mental and psychesocial well being of each
sident.
YActivity staff will be cducated on having resident
pecific activities seven days a week,
C)Monitoring of compliance will be done by weekly

on their one to one preference sheet using the quality
improvement monitoring tool until substantial
compliance has been met and periodically.
D)Results will be reported as part of the facility
Quality Assurance Program by the Activity Director.

4 ;
random review of twa residents activity preferences & /Hy{ 7 ¢ )I/J ‘iy”)

wniH [ )

FORM CM5-2567(02-99) Previous Verslons Ohsolata

Event ID:BGLZ11

Facility 1D: WY0019

Ifcontinuation sheetPage 16 of44

G\V”}\ }%



May. 22. 2017 11:24AM No. 0668 P 18

PRINTED 0412012017
DEPARTMENT OF HEALTH AND HUMAN SERVICES LA Cyil
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0391

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUFFLIER/ICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION INENTIFICATION NUMBER: A.BUILDING COMPLEYED
BWING
535030  — 04/06/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z|P CODE
NEW HO NS CARE CENTER 1111 LANE 12
RIZO LOVELL, WY 82431
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION (X5)
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 248 | Continued From page 16 F248

frame the only scheduled activity was "mail pass.”
The following concemns were identified:

a. Review of the 11/3/16 annual MOS
assessment showed resident #46 had diagnhoses
thatincluded Parkinson'sdisease, anxiety, and
depression, Further review showed the resident
indicated reading, music, keeping up with the
news, doing favorite activities, and going outside
were"veryimportant”to him. Interview on4/4/17
at 3 PM with the resident revealed a concern
relatedtolackofactivitiesonweekends. The
re sident stated "It's pretty dead around here," and
added the only activities usually scheduled on
weekends were movies. Later that day at 4:35
PMtheresidentaddedtohis/herinterviewsaying
when sthewas younger sthe made leatheritems
and s/he would like to be able to have activities
that included leather crafting, Further interview
with the resident on 4/5/17 at 4:35 PM revealed
additional concerns with the activities program,
stating the activities schedule was for women,
and there was not much for men to do. The
residentfurtherrevealed s/hehad gainedweight
while atthe facility “from lack of something todo."

b. Interview with resident #68 on 4/5/17 at
9:00 AM revealed h/she did not usually attend
scheduled group activities and stated "l have
gone ._get frustrated with my
communication...others can't understand me."
Further, theresidentrevealed thefacility didnot
offer enough choices for activities thats/he would
enjoy.

¢. Interview on 4/5/17 at 3:40 PM with the
activities director revealed that the staff member
thathad been doingweekend activities priorto
January, 2017 had been scheduled as a bath
aideand there wasn't sufficient staffto perform
weekend activities from January through April.
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F 253 | 483.10(j)(2) HOUSEKEEPING & MAINTENANCE [ F253 [5yTpe acility will cnsurc all areas of the Care 05-15-17
88=E | SERVICES Center are kept clean and in good repair.
B)Repairs have been made (0 room #320. Repairs
()(2) Housekeeping and maintenance services have been made to room #313. Repairs have been
necessarytomaintainasanitary, orderly, and made to room #311. Repaits have been made to
comfortable interior; room #307, Repairs have been made t0 room #308.
ThisREQUIREMENT isnotmetas evidenced gacgjmﬂga‘ﬁg ﬁ;ﬁ;‘e ;(‘)Zrl‘;omRtZ&llgs ﬁ:g:i;s
by: . . made to room ;5#224r RI: airs l;avc lIjx:cn made tzen
Based on observationand staffinterview, the room #229. Repairs have been made to room £230.
facility failed to ensure 3 of 4 resident areas Repairs have been made to room #240. Repairs
(Pods 1/2, 3/4, and 5/6) were clean andin good have been made 10 room #241. Repairs have made
repair. Thefindings were: to all other facility areas.
C)Education will be given to care center staff as well
Observationon4/5/17 at11:32AMshowedthe as housckeeping staff on placing work orders for
fouowing areas of damaged walls and maintenance to repair arcas in rooms that need
countertops in residentrooms: maintained by supervisors.
a. The wall tothe left ofthe armchair in room D)Monitoring of compliance will be done by weekly| .
320hadanareaofpeelingwallpapermeasuring random r°“1“dsb°“ one pod a“ld Ch""l‘:a‘;“; needed .
15 inches by 10 Inches, with the wallpaper el e complience has bes) ;’ }[ ar: 4 ”7
hanging down the\A(all. o F)Any areas in rooms with nceded rcpaxrs il be
b. The wall behind the toiletin the bathroom placed on a work order for maintenance to resolve.
of room 313 was gouged, exposing the drywall f)Results will be reported quarterly as part of the
and creating an uncleanable surface. Additionally, Facility Quality Assurance Program by a supervisor.
there was a metal bracket sticking fromthe wall
‘ at approximately 40 inches from the floor, with
exposed drywall behind,
¢. Thewalltothe left ofthe doortoroom 311
had peeling wallpaper along the comer strip.
Additionally, there wasametal bracket sticking
outfrom the bathroom wallat approximately 40
inches from the flaor, with exposed drywall
behind,
d. The shared bathroom forrooms 307 and
308had anapproximately4inchstrip oflaminate
peeling from the countertop, creating an
uncleanablesurface. Additionally, thewalltothe
left of the toilet had an area of chipped paint
exposing the metal cormner edging from the
basehoard up approximately 12 inches,
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e, The shared bathroom for rooms 218 and
219 had areas of chipped and peeling paint
aroundthetoilet. Further, the countertophada 14
inch long strip of laminate peeling and hanging
loose from the counter and an area of missing
laminate 3inches long, exposing rawwood and
creating an uncleanable surface.

f The bathroomwallinroom 224 had anarea
of chipped laminate onthe bottom corner of the
countertop, exposing rawwood and creating an
uncleanable surface. Additionally, the wall behind
the towel rack had an area of chipped paintand
drywall.

¢. Theshared bathroomforrooms 229 and
230 had multiple areas of chipped paint and
gouges onthewalls. Additionally, the caulking
along the toilet and wallwas cracked and had
missingareas, creatingagapanduncleanable
surface.

h. Theshared bathroomforrooms 240and
241 had various areas of chipped and peeling
paintbehind the toilet.

Interview on 4/6/17 at 8:14 AM with the facility
services director and DON confirmed the
identified areas needed repair. They further
revealed thenurses and CNAswereresponsible
for notifying maintenance of issues that needed to
be fixed in resident rooms, and they were
unaware of the identified areas of concern.

F 279| 483.20(d);483.21(b)(1) DEVELOP F 279
§5=D | COMPREHENSIVE CARE PLANS

483.20

{d) Use. A facility must maintain all resident
assessments completed within the previous 15
monthsintheresident's activerecord andusethe
results of the asgessments to develop, review
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Pag The facility will develop a comprehensive person 05-15-17

and revise the resident's comprehensive care
plan.

483.21
{b) Comprehensive CarePlans

(1) The facility must develop and implement a

comprehensive person-centered care plan for
eachresident, consistentwiththe residentrights
set forth at §483.10(c)(2)and §483.10(c)(3), that
includes measurable objectives and timeframes

tomeetaresident'smedical, nursing, andmental
and psychosocial needs thatareidentifiedinthe
comprehensive assessment. The comprehensive
careplanmustdescribethefollowing -

(i} The services that are to be furnished to attain
or maintain the resident's highest practicable

physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and

(i) Any services that would otherwise be required
under §483.24, §483.250r §483.40 butare not
provided duetotheresident's exercise ofrights
under §483.10, including the right to refuse
treatment under§483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

(iv) Inconsultationwiththeresident
andthe resident's representative (s)-

centered care plan for cach resident, consistent with
residents rights that includes measurezble objectives
|and timeframes to meet that residents medical,
pursing, mental and psychosocial needs as identified
in the comprehensive assessment.
A)The facility will develop a comprehensive care
plan for resident #55. The facility will develop a
comprehensive care plan for all other residents.
B)AIl nursing staff and MDS team will be educated
on the importance of updating care plans
appropriately with new information to keep the plan
current.
C)Monitoring of compliance will be done by weekly
random review of two care plans affected by a
change on disorders for that week by the MDS
Caordinator using the quality improvement tool
sessing for accuracy of current individualized
oals, approaches and interventions for those
residents until substantial compliance hag been met
d periodically.
D)Results will be reported quarterly as part of the
facility Quality Assurance Program by the MDS
Coordinator.
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(A) The resident's goals for adrnissionand
desired outcomes.

(B) Theresident's preference andpotentiaifor
future discharge. Facilities must document
whether the resident's desire to return to the
community wasassessed and anyreferralsto
local contact agencies and/or other appropriate
entities, for this purpose,

(C) Discharge plans in the comprehensivecare
plan, as appropriate, in accordance with the
requirements setforthin paragraph (c) of this
section.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed to ensure care plans
includedindividualized and measurablegoals,
approaches andinterventionsfor1 of 13 sample
residents (#55). Thefindingswere:

Review of a physician's order dated 3/21/17 for
resident#55 showed an orderto discontinue the
Foley catheter s/he had in place. On the
resident’s care plan, a note stated "3/21/17- d/c
[discontinue] FoleyperDr. Hoffman." However,
the care plan continued to have instructions for
the catheter, including "1. Cathtogravity drain. 2.
Cath cares every shift. 3. Flush to cath - see
emar [elecironic medication administration
record)]. 4. Residentplacescatheterbagonfioor.”
There were no changes made to the care planto
address resident urinary care needs after the
catheterwasdiscontinued.

Interview on 4/4/17 at 5:25 PM with the MOS
coordinator and DON revealed the process for

updatingthe care planwhentherewasanorder

F279
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change affecting cares was for the nurse who
took the order to change the care plan and
implement appropriate actions based on the
orderchange. TheDON confirmedtheresident's
careplandidnotaddress the currenturinarycare
needs of theresident.
F280 | 483.10(c)(2)(i-ii,iv,v)(3),483.21(b)(2) RIGHT TO F280 The facility will develo )
p 4 comprehensive care plan
sg=D | PARTICIPATE PLANNING CARE-REVISE CP within sezn days of completion of comprchcns?vc
lassessment, prepared by our Interdisciplinary Team
483.10 . L. ) to include a physician, a registered nurse with
(¢)(2) Therightto participate inthe development responsibility for the resident, a nurse aide with
and implementation of his or her person-centered responsibility for the resident, 2 member of food and
planofcare, including butnotlimited to: nuirition services, and to the extent practicable the
resident and or the residents representative and
() Therightto participate inthe planning process, periodically reviewed and revised by a team of
including therighttoidentifyindividuals orrolesto qualified persons with each assessment.
beincluded In the planning process, therightto A)The facility will develop a care plan based on
request meetings and the right to request resident needs 1de1_1t1ﬁcd thru the con'fp‘rchex‘nswe
revisions to the person-centered plan of care ssessment £0r residert #68. ‘The facility will
' develop a care plan based on resident needs
(i) Jhe right to participate in establishing the deatiled Hrough the comprehionsive sssessment for
expected goals and outcomes of care, the type, B)The MDS Team will be cducated by the MDS
amount, frequency, and duration of care, and any Coordinator on the importance of care plan
other factors related tothe effectiveness of the development based up on the comprehensive
planofcare. assessment to meet resident needs. :
C)Monitoring of compliance will be done by weekly
(iv} Therighttoreceivetheservices and/oritems random review of two care plans coinciding with the
includedinthe plan ofcare. appropriate and mgg.ered CAAs_for. that week by the
MDS Coordinator using the quality improvement
. . . 00} assessing for continuity between the CAA's and
(V) The r!ghtto see th? care plan, including the caré plans fo% those two rets);dents until substantial
righttosign after significantchangestotheplan compliance has béen met and periodically.
ofcare. D)Results will be reparted quarterly as part of the
facility Quality Assurance Program by the MDS
(¢)(3) Thefacility shallinformthe resident ofthe Coordinator.
right to participate in his or her treatment and
shall support the resident in this right. The
planning process must-
FORM CMS-2567(02-89) Previous Versions Obsolete Event ID: BGLZ11 Faclilty ID: WYG019 if continuation sheet Page 22 of 44

@\AK



May. 22. 2017 11:26AM No. 0668 P 24
PRINTED: 04/20/2017
DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FORMEDICARE & MEDICAID SERVICES OMB NO 0938-0391
STATEMENT OF DEFICIENCIES (X1) FROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMFLETED
535030 BWNG 04/06/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1ZONS CARE CENTER 1111 LANE 12
NEW HORIZON LOVELL, WY 82431
4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACHDEFICIENCY MUSTBE PREGEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY OR LSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 280| Continued From page 22 F 280

(i) Facilitate the inclusion of the resident and/or
resident representative,

(ii) Include an assessment of the resident's
strengths andneeds.

{iii) Incorporate the resident's personal and
cultural preferences in developing goals of care.

483.21
{(b) Comprehensive Care Plans

(2) Acomprehensive care plan must be-

(iy Developed within 7 days after completion of
the comprehensive assessment,

(iy Prepared by an interdisciplinary team, that
includesbutis notlimitedto-

(A) Theattending physician.

(B) Aregistered nurse with responsibility for the
resident.

(C) Anurse aidewithresponsibilityforthe
resident.

{D) Amember of food and nutrition services staff.

(E) Tathe extent practicable, the participation of
the resident and the resident's representative(s).
Anexplanation mustbeincludedinaresident's
medical recordifthe participation oftheresident
andtheirresidentrepresentativeis determined
not practicable for the development of the
resident's care plan.
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(F) Other appropriate staff or professionals in
disciplines as determined hy the resident's needs
or as requested by the resident.

-(iii) Reviewed and revised-by the-interdiscipling- 1

team after each assessment, including both the|
comprehensive and quarterly review
assessments. '

ThisREQUIREMENT isnotmetasevidenced

by:
Based on observation, resident interview, staff
interview, and medicalrecord review, thefacility
falledtoensureacareplanwasdeveloped based
on resident needs ldentified through the
comprehensive assessment for 1 of 13 sample
residents (#68). The findings were:

Review of the 6/30/16 admission MDS
assessment showed resident #68 haq diagnoses
that included Parkinson's disease, was usually
understood, and triggered for additional
assessment in the area of communication.
Review of the CAAfor communication showed
the re ident had "difficulty finishing words or
thoughts butis abletoifprompted and giventime
to answer. [S/he] has unclear speech such as
slurred or mumbled words. [S/he] has
Parkinson's and that is the cause of [his/her]
communication impairment. [S/he] is at risk for
not being able to express [his/her] needs.”
Further review showed the facility determined the
area of communication would be care-planne.d
The following concerns were noted:

a. Observation throughoutthe surveyfrom
4/3/17 through 4/6/17 showed the resident spoke
with very low volume or atawhisper, having io
repeat him/herself to ensure the listener
understood.

b. Interviewwiththeresidentond/6/17 at9
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AMrevealed sthedidnotusually participate in
scheduled activities. The resident stated itwas
due to getting frustrated because people could
notunderstand him/her.

¢. Review oftheresident's comprehensive
careplan, dated2/16/17, showednoevidenceof
a communication care plan.

d. Interview with the activities director on
4/6/17 at 10:52 AM revealed it was her
responsibility to complete the communication
section ofthe care plan. She confirmed there was
no communication care plan, addingthatsection
should have been developed for the resident. She
revealed communication strategies which worked
well for the resident included speaking at the
resident's eye level, allowing time for him/her to
respond, and talking slowly.
483.21(b)(3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

(i) Mest professional standards of quality.
ThisREQUIREMENT isnotmetasevidenced
by:

Based on observation, staff interview, medical
record review, and review of facility policy and
procedures, thefacility failed to ensure services
provided by the facility met professional
standards ofpracticefor2 of 13sample residents
(#34,#47) and 1 non-sample resident (#50). The
failures related to indwelling urinary catheter care
and documentation of PRN (as needed)
medications. The findingswere:

Event ID:BGLZ11

F280

F 281

[A)The facility will meot professional standards of
quality for resident #34. The facility will meet
professional standards of quality for resident#47.
The facility will meet professional standards of
quality for resident #50. The facility will meet
professional standards of quality for all other
residents.

B)The facility will implement a quality monitoring
tool to ensure urinary catheter bags are not placed on
the floor.

C)Education will be provided to all nursing staff by
the Infection Control Nurse on the importance of
effectively implementing measures to prevent the
development and transmission of infection.
D)Monitoring of compliance will be done by 2
weekly randem review of two residents who have
catheter drainage bags by the Infection Control nurse
using the quality improvement monitoring tool until
substantial compliance has been met and
periodically.

E)Results will be reported quarterly as part of the
facility Quality Assurance Program by the Infection
Control Nurse.

Fagility I0: WY0019
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1. The following concerns regarding catheter care
wereidentified:

a. Observationon4/4/17 at11:37 AM showed
resident#34 was sitting in a recliner chairinthe
resident common area onthesecond floor. The
resident had a urinary catheter bag, placed inside
aclothbag, whichwaslayingonthefloor. CNA
#3 used asit-to-stand liftto transfer the resident
to a wheelchair. While using the lift, the CNA
used the catheter bag hangertohang thebagon
the hydraulic arm ofthe lift, placed at shoulder
heighttothe resident. The bag remained onthe
arm ofthe liftthroughout the transfer. The CNA
did not don gloves during the handling of the
catheterbagandtubing.

b. Observatiornon4/4/17at11:41 AM showed
resident #50 was sitting in arecliner chairinthe
resident common areaonthe sacond floor. The
resident had a urir,ary catheter bag, whichwas
placed inside a cloth bag atthe side ofthe chair.
CNA #3 used a sit-to-stand lift to transfer the
resident to awheslchair. Whileusing the lift, the
CNA used the catheter bag hangerto hang the
bag on the hydraulic arm of the lift, placed at
shoulder height to the resident. The bag
remained on the arm of the lift throughout the
transfer. The CNA did notdon gloves during the
handling of the catheter bag and fubing.

¢. Interview on 4/6/17 at 8:38 AM with the
infection control nurse revealed that the
expectation for urinary catheter care was the
catheter bag and tubing should not be on the
floor, and should notberaisedabovethebladder.
Further, handwashing should have occurred after
touching the catheter bag and fubing.

d. Review ofthe policy and procedure titlad
"urinary catheter care", last revised 12/5/16,
statedinthegeneralguidelines"4. Theurinary

F 281
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drai b pag held itioned | A)Resident #47 will have follow-up evaluations with
rainage bag mustbe held or positioned lower PRN pain or hypnatic medications to determine
than the bladder at alltimes to preventthe urine effectiveness of the medication. All other residents
inthe tubing and drainage bagfrom flowingback recciving PRN pain or hypnotic medication will have
into the urinary bladder" and "11. Be sure the ollow-up evaluations to determine effectiveness of
cathetertubing anddrainage bagarekeptoffthe the medication,
floor™ )Education will be provided to all nursing staff on
¢ importance of evaluating and documenting
2. Review of the 3/16/17 quarterly MOS cffectivencss of PRN medications by the CNO.
assessment showed resident #47 had diagnoses C)Monitoring of compliance will be done by weekly

random review of two PRN pain medications and

thatinclucled chronic pain. Further review showed two PRN hypnotic medication using the quality

theresidentreported pain, withahighestintensity improvement monitoring tool until substantial
of8/10, and alsoreceived a hypnotic medication. compliance has been met and periodically.
Review of the 3/9/17 pain assessment showed YResults will be reported quarterly as past of the
the resident reported severe pain and received acility Quality Assurance Program by a Supervisor.
both echeduled and PRN pain medications.
Review of the physician's orders showed the
resident was prescribed hydromorphone 2 mg
"take one to two tablets four times daily as
needed,” and temazepam (hypnotic) 7.5 mg at
bedfime as needed. Review of the care plan,
dated 3/16/17, showed the patientwas at risk for
alteration in comfort related to leg and shoulder
pain, and had a goal of "Reports pain level of 6
when assessed bid [two times a day] over the
next 90 days." Interventions included medications
as ordered, rice packs, elevate feet, repositioning,
and assessing pain two times a day. The
following concerns were identified:

a. Review of the MAR for March 2017
showed the resident received PRN
hydromorphone61times. Reviewofthe MAR for
4/1/17 through 4/5/17 showed the resident
received PRN hydromorphone 12times. There
was ho evidence of a pain level being assessed
prior to administration, or follow up on the
effectiveness of the medication. Review of the
nursing notes forMarch and April 2017 showed
the resident frequently requested pain
medications related to shoulder pain and pain
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framacoceyx wound. There was no evidence of
a pain level being assessed, or follow up to
assess the effectiveness of the pain medications.

b, Review of the MAR for March 2017
showedtheresidentreceived PRNtamazepam
on 28 days. Review of the MAR for 4/1/17
through 4/5/17 showed the resident received
PRN tamazepam on 5 days. Review of the
nursing notes forMarchand April 2017 revealed
a note dated 3/29/17, timed 10:07 PM, that
showed "resident requesting sleaping aide atthis
time, tamazepam 7.5 mg capsule given." There
was ho additional documented evidence fo
supportthe administration oftamazepam, oran
assessment of its effectiveness,

c. Interviewwith the DONon 4/6/17 at11:15
AM confirmed the documentation did not show
the resident's pain was being assessed prior to
administering PRN pain medications, or that there
was follow upto assess the effectiveness ofthe
medications. She further revealed her expectation
was for the nurse to follow up on the
effectiveness of PRN medications as a way of
monitoring theirnecessity.

d. Review of the policy and procedure titled
"Medication Administration- General Guidelines,"
notdated, showed: "Documentation... 5)When
PRN medications are administered, the following
documentation Is provided ... b. Complaints or
symptoms for which the medication was given. ¢.
Results achieved from giving the dose and the
time results were noted..."

e. According to "Lippincott Nursing
Procedures," Seventh Edition, 2013: "Safe
Medication Administration Practices, General...
Monitor and documenttheeffectiveness ofall
medications administered..."

483.24, 483.25(k)(l) PROVIDE CARE/SERVICES

F 281

F 309
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483 .24 Quality oflife

Quality of life is a fundamental principle that
appliestoallcare and services provided tofacility
residents. Each resident must receive and the
facility must provide the necessary care and
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being, consistent with the resident's
comprehensive assessment and plan of care.

483.25 Quality ofcare

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessmentofaresident, thefacilitymustensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, andtheresidents' choiges, including
butnotlimitedtothefollowing:

(k) Pain Management.
Thefacilitymustensurethatpainmanagementis
provided toresidents who require such services,
consistent with professional standards of practice,
the comprehensive person-centered care plan,
and the residents' goals and preferences.

(1) Dialysis. The facility must ensure that
residents who require dialysis receive such
services, consistent with professional standards
of practice, thecomprehensive person-centered
care plan, and the residents' goals and
preferences.
This REQUIREMENT is not met as evidenced
by:

Based on medical record review, staff interview,
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highest well being of resident #47. The facility will
provide care and services for the highest well being
of all other residents.

B)Resident #47 and all other residents will receive a
pain level assessment before medication
administration and as a follow-up to pain medication
administration,

C)Education will be provided to all nursing staff on
the importance of evaluating and decumenting
effectiveness of PRN pain medications by the CNO.
D)Monitoring of compliance will be done by weekly
random review of two PRN pain medications for
documentation using the quality improvement
monitoring toolArtil gy izl compliance has been
met and periodically.

P)Results will be reported quarterly as part ofthe A
[facility Quality Assurance Program by a supervisor.
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and review of professional standards, the facility
failed to ensure effective pain management
consistentwith professional standards andthe
resident's care planfor 1 of 8 sample residents
(#47) with pain. The findings were;

Review of the 3/16/17 quarterly MOS assessment
showed resident#47 had diagnoses thatincluded
chronic pain. Further review showed the resident
reported frequently occurring pain with a highest
intensity of 8/10 which affected sleep and
participation in daily activities. Additionally, the
resident received scheduled, PRN, and
non-medication interventions for pain. Review of
the physician's orders showedthe residentwas
prescribed hydromorphone 2mg"take onetotwo
tabletsfourtimes dailyasneeded." Reviewofthe
care plan, dated 3/16/17, showed the patientwas
atrisk for alteration in comfort related to leg and
shoulder pain, andhadagoal of "Reports pain
level of 6 when assessed bid [two times a day]
over the next 90 days." Interventions included
medicationsasordered, rice packs, elevatefeet,
repositioning, and assessing pain two times a
day. The following concerns were ldentified:

a, Review of the MAR for March 2017
showed the resident received PRN
hydromorphone1{imes. ReviewoftheMAR for
4/1/17 through 4/5/17 showed the resident
received PRN hydromorphone 12times. There
was no evidence ofapain level being assessed
prior to administration or follow up on the
effectiveness of the medication.

b. Review ofthe nursing notesfor Marchand
April 2017 showed the resident frequently
requested pain medication related to shoulder
pain and pain from a coccyx wound. Therewas
no evidence of a pain level being assessed or

followuptoassesstheeffectiveness ofthe pain

F 308
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medications.

¢. Furtherreviewofthe MarchandApril 2017
MARs and nursing notes showed no
documentation of attempts at the
non-pharmacological interventions for pain
ldentified on the resident's care plan, including
repositioning or rice packs.

d. Interviewwith the DON on 4/6/17 at11:15
AM confirmed the documentation did not show

administering PRN pain medications, or that there
was follow upto assess the effectiveness ofthe
medications. She further revealed her expectation
was for a pain (evel and follow up to be
completed anddocumented.

e. According to "Lippincott Nursing
Procedures,” Seventh Edition, 2013: "Pain
Management... Reassess painin atimely manner
according to the onset of the prescribed
medications. Ensure that your assessment is
comprehensive and appropriate to the
circumstances (typeofpain, levelofintervention,
and care setting) to ensure the safety and
efficacy of care... Describe the subjective
informationyouelicited fromthe patient, using his
own words. Note the location, quality, and
duration of the pain as well as precipitating
factors. Record thepain-relief method selected
and the patient's rating of the pain before and
after pain management interventions...”
483.25(d)(1)(2)(n)(1)«(3)FREEOFACCIDENT
HAZARDS/SUPERVISION/DEVICES

F 323
88=D

(d) Accidents.
The facility must ensure that -

(1) The resident environment remains asfree
from accident hazards as is possible; and

the resident's pain was being assessed prior to

F 309

F 323

A)Supervisors will ensure the resident environment
remains as free from accident hazards ag is possible
and each resident receives adequate supervision and
assistance devices 10 prevent accidemts,

B)The facility will develop a quality monitoring teol
0 ensure oxygen cylinders are not Jefi free-standing
in an upright position.

C)Education will be provided to all staff on the
danger of leaving oxygen cylinders free-standing in

05-15-17
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random monitering of the facility for oxygen

) ! - cylinder placement using the quality monitoring tool
and assistance devices to prevent accidents. until substantial compliance has been met and

D)Monitoring of compliance will be done by weekly , %
(2) Each resident receives adequate supervision 2{7‘/1

periodically, 9 1/ - N
(n} - Bed Rails. The facility must attempt to use [E)Results will be reported quarterly as part of the
appropriate alternatives prior to installing a side or facility Quality Assurance Program by supervisors.

bed rail. If a bed or side rail is used, the facility
must ensure correct installation, use, and
maintenance ofbed rails, including butnotlimited
to the following elements.

(1) Assesstheresidentforrisk ofentrapment
from bed rails prior to installation,

(2) Review the risks and benefits of bed rails with
the resident or resident representative and obtain
informed consent prior to installation.

(3) Ensure that the bed's dimensions are
appropriatefortheresident's sizeandweight.
This REQUIREMENT isnotmetasevidenced
by:

Based on observation, staff interview and policy
and procedure review, the facility failed to ensure
aportable oxygen cylinderwas maintainedina
safe and secure manher during one random
observation. Thefindings were:

Observation on 4/3/17 at 5:42 PM in the pod 7/8
dining area revealed RN #2 changing the oxygen

cylinder for a resident. While removing the empty
| oxygen cylinder, the full eylinder was
free-standing in an upright position directly on the
floor behind a resident's wheelchair, The dining
‘area had 14 residents and 4 staff members in it
while the cylinder was unsecured.

Interview on4/6/17 at8:38 AM with the DON
revealed itwas the expectation for oxygen
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cylinders to be transported using a wheeled cart
and not be standing unsecured directly on the
floor.
Review of the facility's policy and procedure for
cardiopulmonary services and oxygen, last
revised 7/6/16, stated in the precautions section
"All oxygen cylinders must be placed in a
transport cylinder cart or securely fastened to a
surface by a chain to prevent the cylinder(s} from
falling over and becoming a projectile, which
could cause injury/death to residents or staff."
F 356 483.35(g}(1)-(4) POSTED NURSE STAFFING F 356 |A)The facility will post nurse staffing information | 05-15-17

55=B INFORMATION

483.35

(g} Nurse Staffing Information

(1} Data requirements. The facility must post
the following information an a daily basis:

(i} Facility name.

(i} The current date.

(iii} The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:

{A} Registered nurses,

(B} Licensed practical nurses or licensed
vocational nurses (as defined under State law}

(C} Certified nurse aides.

(iv} Resident census.

containing all of the appropriate requirements
specified in paragraph (g) (1) on g daily basisina
prominent place readily accessible to residents and
visitors.

R)ALl staff will be educated on the importance of
posting all required staffing information by
isupervisors.

C)Monitoring of compliance will be done by weekly
random review of two At-A-Glapges using the |
facility quality monitoring tool‘{rml’m
compliance has been met end periodically.
D)Results will be reported quarterly as part of the
facility Quality Assurance Program by supervisors.

)
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(2) Posting requirements.

(i) Thefacility must postthenurse staffing data
specified inparagraph (g)(1) ofthis sectionona
dailybasis atthe beginning ofeach shift.

(iiy Datamustbe posted asfollows:
(A) Clear and readableformat.

(B) Inaprominentplacereadily accessibleto
residents and visitors.

(3) Public access toposted nurse staffing data.
Thefacility must, upon oral orwritten request,
make nurse staffing data available to the public
forreview atacostnotto exceed the community
standard.

(4) Facility data retention requirements. The
facility must maintain the posted daily nurse
staffing data fora minimum of 18 months, oras
required by State law, whichever is greater.
ThisREQUIREMENT isnotmetasevidenced
by:

Based onobservation and staffinterview, the
facility failed to ensure that nurse staffing
information was posted inamannerthatmetall
requirements for 5 of 5 days (April 1-5,2017)
reviewed. Thefindings were;

Review of the posted nurse staffing information
sheetsforApril 1-5,2017 revealed staffnames
and positions (RNs, LPNs and CNAs) were
shownforeachshift; however, thetotalnumber
of hours foreach position were not posted for
each shift. Further, the name ofthefacilitywas
notlisted on the staffing information sheet.
Interview with the DON on 4/6/17 at 9:00 AM

F 356
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revealedthefacilitywas notaware ofthese
requirements. '
F 371 483.60(i)(1)-(3) FOOD PROCLRE, F 371[A)The facility will cnsure a sanitary environment in
S5=F | STORE/PREPARE/SERVE - SANITARY main kitchen, pod 2 kitchen, East dining room and atl
' other foad prep/storage areas in accordance with
(1 )(1) -Pracurefoodfromsources approved or standards established in the current edition of FDA

considered satisfactory by federal, state orlocal
authorities.

(i) Thismay includefooditems obtained directly
from local producers, subject to applicable State
and local laws or regulations.

(i) This provision does notprohibitor prevent
facilities from using produce growninfacility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iii) This provision does not preclude residents
from consuming foods not procured by the facility.

()(2)- Store, prepare, distribute and servefoodin
accordance with professional standards forfood
service safety.

(i3} Haveapolicy regarding use and storage of
foods brought to residents by family and other
visitors to ensure safe and sanitary storage,
handling, andcansumption.
ThisREQUIREMENT isnotmetasevidenced
by:
Based on observation and staff interview, the
facilityfailedto ensure a sanitary environmentin
3 of 3 food preparation/storage areas (main
kitchen, pod2kitchen, andthe Eastdining room).
These failures related to hand washing,
monitoring dish machines, condition of food
equipment, and prevention of contamination of

appropriate.

B)ALI dietary staff will be educated on the

importance of utilizing hand hygiene to ensure a

sanitary environment i3 maintained in the main

kitchen by the Dietary Manager.

C)Pans in main kitchen have been cleaned and will

be placed on a cleaning schedule. Plastic blenders

have been replaced.

D)Monitoring of compliance will be done by weekly

by the Dietary Manager rounding to ensure kitchen

and equipment are sanitary and maintained and hand
ygiene is performed as nceded using the quality

improvement monitoring tool until substantial

compliance has heen met.

E)Equipment in poor condition will be replaced.
YResults will be reported quarterly as part of the

facility Qualily Assurance Program by the Dietary

anager.

(3)Staff will be educated on the importance of

ensuring the dining/kitchen arcas are kept cleen and

sanitary by supervisors.

H)Monitoring of compliance will be done by weekly

counds checking facility food preparation areas for

cleanliness as well as dishwasher sanitizing level

checks by Assisted Living Manager.

[Results will be reported quarterly as part of the

facility Quality Assurance Progtam by supervisors.

{{ood code and that dishwasher sanitizing levels are

FORM CMS-2587(02-98) Pravious Versions Obsolele

Event I0:BGLZ11

Facility ID: WY0019

Ifcontinuation sheet Page 350f44




May. 22. 2017 11:31AM

DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 0668  P. 37

PRINTED: 04/20/2017
FORM APPROVED

OMB NO 0938-0391

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

535030

B. WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING

P

(X3) DATE SURVEY
COMPLETED

04/06/2017

NAME OF PROVIDER OR SUPFLIER

NEW HORIZONS CARE CENTER

STREET ADDRESS, GITY, STATE, ZIP CODE

1111 LANE 12
LOVELL, WY 82431

X410
REFIX
TAG

SUMMARY STATEMENT OF DEFIGENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY ORLSCIDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION xS
(EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 371

Continued From page 35
clean articles. The findings were;

1. Observation in the main kitchen showed the
following concemns:

a. On4/5/17 at5:20 PM dietary aide #1 was
placing items onto resident mealfrays. Withina 3
minute time frame the aide handled the door to
thewalk-inrefrigeratorandthewalk-infreezeron
3oceasionsandwithnohand hygiene continued
to handle the food and equipment for resident
meals.

b. On 4/3/17 at 4:38 PM and on 4/5/17 at
4:30 PM, 2 fans were observed to be blowing on
clean dishes. One was located near the
three-compartment sink and the other in the
clean side ofthe dishraom. The fans were soiled
withathick build-up of dustandlint.

¢. On4/3/17 at4:38 PM observation showed
2plasticblenders with cracks andfissuresinthe
plastic. Observation of a bin containing clean
bowls showed atleast6 were inpoor condition
with damage to the plastic on theinteriors ofthe
bowls.

d. Interview with the certified dietary manager
on4/6/17 at8:30 AM confirmed the need for hand
washing after handling the refrigerator/freezer
doors. She also verified the equipment was old
and needed to be replaced. Further, she
confirmed the fans were in need of cleaning

2. Sanitation concerns in the East dining room
kitchen:

a. Observation on4/3/17 at4:36 PM showed
a dishwasher was located in the area and
contained dishes. Interview with the registered
dietitian (RD) and the activity directoron4/5/17 at
9:14 AM verified there was no monitoring to
ensurethedishmachine was achieving alevel of
sanitation. The two staff members also revealed

F 371
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the machine was not used frequently, maybe
once per week. The machine was tested on
4/5/17 andreview ofthethermolabel showedthe
machine had reached 160 degrees Fahrenheit at
the plate surface.

b.Observationon4/3/17 at4.36 PMshowed
the microwave ovenlocatedinthe Eastdining
room Kitchen was soiled with dried onfood. The
microwave remained in the same condition when
observed on4/5/17 at9:14AM. Atthis timethe
RD verified it was in need of cleaning

3. Sanitation concerns in the pod 2 kitchen:

a. Observationon4/5/17 at2:09 PM showed
this kitchen also contained a dishmachine. The
dish machine was ouf of service during the
survey. However, interviewwiththeRD and the
activity director on 4/5/17 at 9:14 AM verified
there was no monitoring to ensure the dish
machine was achieving a level of sanitation, They
reported the dish machine had been out of
service for approximately 3 weeks.

b. Observation on 4/5/17 at2:09 PM showed
the microwave oven in this kitchen was soiled
with dried onfood. Atthattimethe RD also saw
the condition and confirmed the microwave
needed to be cleaned.

4. According to Food Code 2013, U.S. Public
Health Service, 2-301.14 When to Wash: FOOD
EMPLOYEES shall clean their hands and
exposed portions of thelr arms... "(E) After
handling soiled EQUIPMENT or UTENSILS...(H)
Before donning gloves forworkingwithFOOD;
and (1) After engaging in other activities that
contaminate thehands."

5. According to Food Code 2013, LS. Public
Health Service:4-501.112 "The temperature of
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hotwater delivered from a warewasher ganitizing
rinse manifold mustbe maintained according to
the equipment manufacturer's specifications and
temperature limits specified in this section to
ensure surfaces of multiuse utensils such as
kitchenware andtableware accumulate enough
heat to destroy pathogens that may remain on
such surfaces after cleaning. The surface
temperaturemustreachatleast71°C(160°F) as
measured by an irreversible registering
temperature measuring device to affect
sanitization. When the sanitizing rinse
temperature exceeds 90°C (184°F) at the
manifold, thewater becomesvolatileand begins
to vaporize reducing its ability to convey sufficient
heatto utensil surfaces. The lowertemperature
limits of 74°C (185°F) fora stationaryrack, single
temperature machine, and 82°C (180°F) for other
machines are based on the sanitizing rinse
contact time required to achieve the 71°C (160°F)
utensil surfacetemperature "

6. According to Food Code 2013, U.S. Public
Health Service, 4-903.11 "(A) Except as specified
in (D) ofthis section, cleaned EQUIPMENT and
UTENSILS, laundered LINENS, and
SINGLE-SERVICE and SINGLE-USE ARTICLES
shall be stored: _ ~

(1) Inaclean, drylocation;

(2) Wheretheyarenotexposedtosplash, dust,
or other contamination;and

(3) Atleast 15cm (6inches) abovethefloor.
483.80(a)(1)(2)(4)(e)(f) INFECTION CONTROL,
PREVENT SPREAD, LINENS

(a) Infection prevention and control program.

The facility must establish an infection prevention

F 371

F 441

A)The facility will ensure Infection Control
standards including a systera for preventing,
identifying, reporting, investigating, and controlling
infcctions and communicable diseases and written
standards, policies and procedures for resident #34
are followed. The facility will ensure Infection
Control standards including a system for preventing,
identilying, reporting, investigation, and controlling
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and control program (JPCP) that must include, at
a mintmum, the following elements :

(1) A system for preventing, identifying, reporting,
investigating, and controlling infections and
communicable diseases for all residents, staff,
volunteers, visitars, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards (facility assessment
implernentationis Phase 2),

(2) Wiritten standards, policies, and procedures
for the program, which must include, but are not
limited to:

(i) Asystem of surveillance designed toidentify
possible communicable diseases ot infections
before they can spread to other persons in the
facility; '

(i) When and to whom possible incidents of
communicable disease or infactions shouldbe
reported;

(i) Standard and transmission-hased precautions
to be followed to prevent spread of infections;

(iv) When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(8} A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.
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infections aad communicable diseases and written
tandards, policics, and procedures for resident #50 are
followed. The facility will ensure Infection Control
standards including a system for preventing, identifying,
reporting, investigaling, and controlling infections and
communicable disoases and written standards, policies, and
procedures for resident #17 are followed. The facility will
ensurs Infection Control standards including a system for
preventing, identifying, reporting, investigating, and
controlling infections and communicable diseases and
written standards, policics, and procedures for all other
residents are followed,
B)AIl nurses and Cerlified Nursing Assistants will be
educated on the importance of following infection control
standards by the Infection Control Nurse.
CYMonitoring of compliance will be done by weekly
random review of two residents being transferred with & lift
that have indwelling urinary catheters, two residents
recciving inhalers, two residents requiring oxygen therapy,
and two residents during meal observationg by a supervisor
tlsing the quality improvement monitoring tool until
ubstantial compliance has been met and periodically.
D)Results will be reported quasterly as part of the facility
Quality Assurance Program by supervisors,
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(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or Infected skin lesions from direct
contact with residents or their food, if direct
contact will transmif the disease, and

{vi) The hand hygiene procedures to be followed
by staff involved in direct resident contact.

(4)Asystemforrecordingincidentsidentified
under the facility's [PCP and the corrective
actions taken by the faility.

(e) Linens. Personnel must handle, store,
process, andtransportiinenssaoastopreventthe
spread ofinfection.

(f Annualreview. Thefagility willconductan
annual review of its IPCP and update their
prograrm, asnecessary.
ThisREQUIREMENT isnotmetasevidenced
by ‘

Based on observation, staffinterview, and review
offacility policy and procedure, the facility failed
to ensure infection control standards were
followed for 2 of 2 residents (#34, #50) with
indwelling urinary catheters, during 1of1random
medication pass observations, 1 of 1 random
oxygentherapy observations @#17), and during 1
of 2 meal observations. This deficient practice
created a risk of cross contamination and
transmission ofinfection. The findings were:

1. Observation on 4/4/17 at 11:37 AM showed
resident#34 was sitting in arecliner chairin the
resident comrnon area on the second floor. The
resident had a urinary catheter bag, which was
placedinsideaclothbag, whichwaslayingonthe

X4)D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION XS
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floor. CNA#3 used asit-to-stand liftto transfer
the residentto awheelchair. While using the lift,
the CNA used the catheter bag hanger to hang
the bag onthe hydraulic arm of the lift, placed at
shoulder height to the resident. The bag
remained on the arm of the lift throughout the
transfer. The CNA did notdon gloves during the
handling ofthe catheterbag andtubing, andwas
observed coughing into her right hand and
touching the resident and catheter bag and
tubing. Further, the CNAproceededtoassistthe
next resident without sanitizing her hands
between residents or cleaning the sit-to-stand lift.

2. Observation on 4/4/17 at 11:41 AM showed
resident#50 was sitting in arecliner chairinthe
resident common area on the secondfloor, The
resident had a catheter bag, which was placed
inside a cloth bag atthe side ofthe chair. CNA#3
used asit-to-stand lift o transfertheresidenttoa
wheelchair. While using thelift, the CNAusedthe
catheter bag hanger to hang the bag on the
hydraulic arm ofthe lift, placed at shoulder height
to the resident. The bag remained onthe arm of
theliftthroughout thetransfer. The CNA did not
don gloves during the handling of the catheter
bag andtubing. Once the residentwasinhisther
wheelchair, the CNA pushed the resident in
his/herwheelchairtothediningtable, and placed
aclothing protector around the resident's neck.
Therewasnohand sanitation betweenthetasks
oftransferring theresident, handling the catheter
bag, and placement of the clothing protector.
Further, thesit-to-standliftwasnotsanitized after
itsuse.

3. Observationon4/4/17at9:36 PMshowed RN
#1was administering medicationstoaresidentin

aresidentroom. Apurpleinhalerdevicewason

F 441
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the fallmat beside the bed. The RN picked the
inhaler up offthe fall pad, exited the room, and
firstlaid the device ontop ofthe medication cart,
then placed it into a drawer in the cart. The
inhaler was not cleaned after being on the fall
mat. Interviewwiththe RN atthattimeidentified
the medication as an Advair Diskus inhaler.

4, Qbservation on 4/4/17 atfrom 9:43 AM showed
a resident #17 had a nasal cannula (oxygen
delivery tubing) with the nasal prongs faced
downward lying on afallmatin his/her room. At
10:17 AM CNA#4 entered the room, picked the
nasal cannula offthe floor and placed the nasal
prongsintotheresidents nostrils and securedthe
tubing in place behind his/her ears. The tubing
was notcleaned or replaced afterlying onthe fall
mat.

5. Observation on 4/3/17 at 5:30 PM showed CNA
#1and CNA#2were selving evening mealtrays
to multiple residents without using proper
hygiene. At5:40 CNA#1washed herhands, but
then scratched hernose and puther hair behind
her ear on 3 occasions while she continued to
passresident mealtrays. Duringthe serviceshe
handled theresident'strays, and openeddrinks
and salad dressing packets. Observation of CNA
#2 at 5:47 PM showed she openad adrink box
with her thumb without wearing gloves. Her
thumb pierced through the container and made
contactwiththe contents. Shethenpouredthe
drink into theresident's glass.

6. Interview on 4/5/17 with CNA#3 revealed, she
wiped the sit-to-stand lifts down "whenever it
starts to get dirty," such as when the lift had
"spots, pooonitorwassmelly."

F 441
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7. Interview on 4/6/17 at 8:38 AM with the
infection control nurse confirmed it was the
expectation ofthe facility that the Advair Diskus
inhaler should have been cleaned with a

| sanitizing wipe afterithad been on the fallmat.

She canfirmed the nasal cannula tubing thathad
been on the fall mat should have been thrown
away and replaced with a hew one. She
confirmedthesit-to-stand liftswouldfallunderthe
patient care equipment category of "common
equipment” which should be cleaned and
disinfected between residents. Further, she
confirmed the expectation for Foley catheter care
was the catheter bag and tubing should notbeon
the floor, and should not be raised above the
bladder. '

8. Review of the policy and procedure titled
"standard precautions,” last revised 12/17/16,
stated under the category of patient care
equipment "If common equipment is used, clean
and disinfect between patients." Under the
category ofwhentowashhandandweargloves,
the policy stated "Wear gloves when touching
bload, body fluids, secretions, excretions, and
contaminated items. Wash immediately after
removing gloves andbetween patienUresident
contacts. Avoid transfer of microorganisms to
other patients or environments."

9. Review of the palicy and procedure titled
"urinary catheter care,” last revised 12/5/16,
stated in the generalguidelines "4. The urinary
drainage bag mustbe held or positioned lower
than the bladder at alitimesto preventthe urine
inthetubing anddrainage bag fromflowing back
into the urinary bladder” and "11. Be sure the
cathetertubinganddrainage bagarekeptoffthe
floor.™
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EENVIRON
(i) Other Environmental Conditions

Thefacility mustprovide asafe, functional,
sanitary, and comfortable environment for
residents, staff andthe public.

(5) Establish policies, in accordance with
applicable Federal, State, andlocal laws and
regutations, regarding smoking, smoking areas,
and smoking safety thatalsotake into account
non-smoking residents.

ThisREQUIREMENT isnotmetasevidenced
by:

Based on observation and staff interview, the
facility failed to ensure a comfortable and sanitary
environment in 1 of 1 dish rooms. The findings
were:

Observation on4/3/17 at4:38 PM and 4/5/17 at
4:30PM ofthe dish room showed the entire wall
under the counter on the dity side was soiled
with accumnulated dried food and debris. Thewall
adjacenttothis counterwas also soiled with the
same type of debris. Additionally, there was a
large ventlocated abovethedish machinewhich
was soiled with a thick accumulation of gray
dust/lint. Thegray dust/lintwasalsovisibleonthe
walls and the ceiling Inthe dirty side ofthe dish
room. Interview with the certified dietary manager
on 4/6/17 at 8:30 AM revealed the ¢leaning
required assistance from the maintenance
department, She alsorevealedwhenshe asked
the maintenance director the last time the vent
wassetviced, hetold heritwas6/20/16.

sanitary and comfortable environment for residents,
staff and the public.

B)The dish room walls, ceiling and vent above the
dish machine will be cleaned monthly by the Dietary
Manager.

(C)Dietary staff will be educated on ensuring dish
room is kept clean according to schedule,
DYMonitoting of compliance will be donc by weekly
random rounds to check dish room by Dictary
Supervisor using the quality improvement
monitoring tool uatil substantial compliance has
been met and periodically.

E)Results will be reported quarterly as part of the
facility Quality Assurance Progrem by the Dictary

rManager.

FORM CMS-2567(02-99) Previous Verslons Obsolete

EventID:8GLZ11

Facilily ID; WY0018 Ifcontinuation sheetPage 44 of 44

6\7)“1\



