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F 221 483.13(2) PHYSICAL RESTRAINTS Fan ' )
55=0 |

The residant bag the raht tc be frea from any
physical restraints imposed for purposes of

discipline or convenlence, and not raquired to
treat the resident's mealcal symptoms, C o

[ N A S
This REQINREMENT is not imal ag evidenced
by: FER 14 2005
Based on obsarvation, steff interview, review of | .
the facility's policy for restraints, and madica! e o
record review, the Facilly faliad to assure a
physical restraint was ulliized in the least

restrictive manner for one (#£70) of one sample
resident The findings were:

Reviaw of the 11/25/04 quagerly Minimum Dala
Bel (MDS) assessment for rasident £70 revealed
| the residen! had fallen In the past 30 days and the
past 31 i 180 days. This assessmant also
reveatad the restdent dic not vse physical
restrainis. Review of the 11/04 ADL (Activity of
Dally Livingl/Resiorative Aszessment revealad
the rasidant couirt ambulate independently.
Interview with registared nurse (RN} #10 on
112605 at 315 PM revealed the resident had a
history of falls. Tha interview ravealed the
resident was capable of ambulating indepandently
and a “tap buddy" (4 cushion attached (0 a
whealchair that may prevent a rasidant from
standing) wos used to prevent tha reaident from
standing and walking independently becauss of
the residaat's fall history, Review of the faglllty's
policy titled Restraints revealed restraints would
ba used only with a writtan ordar from a physician
and would inglude the type of restraint to be usad,
The policy also documented reatraints would be
released evary two hours for fifteen minutae, ang
all restraints would ba removed whils residents

FARDRATORY DIRES FOER/SUPRLIER REFRESENTATIVE'S SIENATURE TiITLE (X6, DATE
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Any deficianey stilarmsnt and eith &an {ilﬁ?i?rk & dEnotes a daficlaney which the inalitullan may ta axeusad from gorresting providing i is d;e,[_er nad {hat
other safeguards provide sufitkant protestibn ta Ihe patinrds, (S8e Instructians.) Excapt for mursing homes, the findings stated ehave are disclasaBle 20 days
foligwing tha dats of survay whather or not @ plan of tarrsetion is provided, For nurslng homes, the slieve findings any plans of eormeetion ars disclosable 14

oays following he date %a doncimants e (mags avallabia to the faclify, if deficiensies ars ghed, an aptraved plan of correction is requisile ty coniinued
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F 221! Continued Erom page 1 . F 229]{The facility will ansure thae yesidenra
1 were under supervigion of nursing stafi. The ﬁ;ﬁiﬁzdftgnﬁzgi‘ fhetralats unlesn
follawlng concerne wers identified medieal symptama, 318/05
a. Observation cf the resident on 1724105 #e | Reaident #70 will ve evalusted by
from 8:46 PM untl) 6:30 PM durlng the evaning Recupational Therapy for the leswt -
meal revealed the rasikient was seated it reatrictive snviroament, '
wheelchalr with a lap buddy secured ta the arms Eﬁziﬂiﬁi ﬁﬂn“#ki ‘éﬁ:ﬂi dgﬁ-ﬁﬁ; # crdey
of the wheelchair, The abservation revesled thres | Realdent #70 will have tge up' hoddy
oortified nurse aides (CNA) were present In the removed Bt intervals per faetllicy
room during the meal; hawever, the lap buddy policy.
was not removed Obsarvatlon of the resident on
12505 frorm 8 AM to 8:30 AM dufing the 7| Reviines for vertraimg, udies ¥I2L he
brea:k;ast meal ravealed the resldert was agaln 6] ALL residents will be reviesed momthl
seated in a wheelchair with # [ap buddy secured N iy ' o oaaly
101 armecia our CNAa ware prsort n i A e e T
dlning room, On 1/28/05 at 8,30 AM the resident R : o
was taken to the TV area by a CNA and “a| The restraint Polloy will be Teviewed
transferred to a recliner and piaced In a a;eﬂsgrebruaw mandavery nuraing stafq
recumbent posftion. At 10:18 AM on 1/25/08 the | . o '
CNA returried to the TV area and iransfared the d. .ﬂompltngee w:ﬁ b; mggi‘uﬁred and
residant from the rectiner to a Wheelchalr. The lap réported monthly by the Nurse
buddy was again setured to the wheelchalr Qupervlsor a5 e pongin factlity
armrests. During the obsarvation, the CNA atated
the lap buddy was io keep the resident from |
standing and falling, .
b. Review of the January, 2008, physician's !
orders revealed no physicien order had been i
written for the vss of a lap buddy, Raview of the
resident's 12/03/04 care plan revealsd no plan
was In place that identified when the lap buddy
would be used or when the fap buddy would b
releasad,
) ¢. On 1£26/05 at 4:10 PM intarview with &N
#1 and the dlrecter of nursing (DON) revesisd the
[ buddy was not utilized as a positioning device,
but was utilized to prevent the resident from
standing and embulating independently, Tha
Interviaw rovaaled there waas ne medical syrmptom
for the uss of the lap buddy, and no evaluation
wal dane to agsess for the least restrictive usea of
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(RN) who was responsible for the residents
admission assessment revealed the assessment
was not completed. The RN stated the
assessiment should have been completed by
1/21/08 but was not. The RN stated the fallowing
areas were not completed: Section B, Cogritive
Paiterns; Section E Mood and Bahavior Falterns;
and Seotion F Paychosaclal Wail-Belng. The RN
stated the aforementioned seciions should have
been completed by social services. |ntarview with
(he social services desighes on 1/25/08 revealed

d.lhe MDS Coprdinator will menitor weelkly

1118 LANE 12
NEW HORIZONS CARE CE
ORIZONS CARE CENTER hOVELL, WY 82431
{¥4) ID SUMMARY STATEVENT GF DEFICIENGIES o] PROVIDER'S PLAN OF DORREGTION .
PREFRIX, SEAGH DEFIGIENGY MUST BE PRECEENED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD RE | COMPLETION
Tag BGULATORY OR LEC IDBNTIFYING INFORMATION) TAG CROSE-REFERENQED TO THE APPROFRIATE | DATE
DEFIOIENGY)
F 221 | Continued From page 2 F 221
the lap buddy.
F 273 493.20(b)(2)(i) RESIDENT ASSESSMENT FA73Ihe facility will aneure that e compre- | 3/13/05
58=0 ‘ ensive assesement of residents will be
A facility must conduct a somprehensive SapTate mithin fourtesh days aftes
assessment of a resldent within 14 calendar days
after adiission, excluding readmissions in which
there is no significant change in tha rasldent's
physical of mental condition, (Fer purposes of
thle section, "readmission” means a return to the
fanility following a temporary absence for
hospitalization or for therapeutlc leava.)
This REQUIREMENT is not met as avidenced
by
?laseq an medical record review, and staif a. %«.sident #14 assesament has been come
intarview, tha facility failed to assure an tubed,
admission assessment for ang (#74) of 16
sample sasidents was complsted within 14 days
of admission, The findings were:
Review of the medical record for resident #74
revealad the residert was admitted to the faeility
on /7108, On the date of the medical record b. plL resldonts will have their sssess-
teview an 1725105 the revlew revealed no ente compleed within the required tipe
admission Minimum Data (MDS) assessment c. The MDS Ooordinator will notify staft
was done. Intesview with registered nurse 13

ambers vegponaible for carrain seertiong
Lo have thedr sections cemplete with the
speaific date for the last day for |

I
Lompletion. i

hy part of the faciltly Qualitcy Asaunncﬁ
Frogram and repact renthly,
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she was awara the MDS was due, but just
overlooked compieting the assessment.

F 278 483.20(g) - () RESIDENT ASSESSMENT F278|The facillty will engyre that vesident | 3/15/05
S8R Fesidones starue, oY reflect the
The assessment must accurately refiect the 1

resklent's status,

A veglstered nurse must condust or coordinate
each assessment with the appropriate
participalion of health professlontls.

A raplstored nurse must sign and certify that the
assassment is completed.

€ach individual who completes a portion of the
assessment must sign and cerlify the accuragy of
that portion of the assessment.

Under Medicare and Medicaid, an indlvidual who
wilifully and knowing -

Certifies » materal and false statamant in o
resident assessment is subject to a civil money
penally of not mare than §1,000 for each
pssAgstnent; ar

Causes another individual to cartify a material
and faisa statamant in a resldent assessment is
subject to a civil money penalty or nat more than
$5,000 for each assessment,

Clinlcal disagresment doea nat constitute a
material and false statement,

This REQUIREMENT s not mat as evidencad
by:

Based on abservation, staff interview, and
medical record review, the facillty failad to assure
e Minimum Data Set (MDE) assessments and
distary assessments were acaurate for ons (#5)
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of three sample residents with swaillowing
problems. The findings wene:

Raview of the 10/29/04 annual Minimum Data Set
(MDS) aszessment showed rasidant #8 did not
have swallowing problems, In addllion, review of
the 10/26104 nuirition evalualion ehowed the
resident’s ability to swallow was "fair." The
evaluation dld not decurnent a history of
asplration. However, the faliowing examplas of
documentation in the madical record showed the
resident had swallowing problems, including a
history of aspiration;

a. The patlent transfer form frem the haspital
on 10/26/01 documantad the rezitient had a
diagnosis of aspkation preumonta, and was on
aspiration precautions,

b, A physician's note dated #/27/03
documanted *...patient Is at chronic risk for
aspiration and probabiy aspirates flequently as
speech therapy has seen with really nathing tha
can be done exyept conservative feeding,”

& An interim history and physical dated
8/18/04 revealed “.. ke patient also continues to
have significant difficulty with azpiration.”

d. Physlcian's notes dated 9/1/04, 81 0/64,
214704, 2104, D/28/04, 10/5/04, and 10/15/04
documented problems with aspiration,

e. A nursing note dated 2/13/04 showee the
resident was suclioned, znd stated "...does not
swallow,"

1. A nursing note dated 2/14/04 revaaisd tha
resident was sucioned. The note docurentad
medications were held because the residan? was
nat swallowing,

Observation during the breekfast maal on 1/25/08
at 820 AM, 8:21 AM, and 822 AM revealsd CNA
#9 cued the resident to swailow, becaugze the

8. |Residenc #6 hes heen ssgeased and the
MDS covrected.

b.|A2] resldents will be veviewsd on thefy

scheduled agresmment dates and veviawed
for mecuracy,

¢, 'The Interdieciplinacy Team will review
ashessments due waskly CO endure socurae

By,

-

d.{The MOS8 Coordinator will monitor
accuracy of the assesamentz snd réport
motithly a8 part of the facilry Quality
Asgurance Program.
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resident was pocketing food, At 9:24 AM, the
CNA fed the resident & bite. The resident
coughed, and & gurgling sound from the
residant's throat was heard,

During an intarview on 1/26/085 8t 2:45 PM, the
feglstared dietifian (RD) stated the MOS was
inacourate. In addition, tha 1D stated the nuirttion
avaluation should have addressed the resident's
swallowing problems.

483.20(k) REBIDENT ABSESSMENT

The faclity must develop a comprehensive care
plan for each residant that includes measurable
abjectives and timatabies to treat a resident's
medical, nursing, and mental snd payehosodal
needs that am identified In the comprabensive
assezsment

The care plan must describe the failowing:

The services that are tu be furnished fo attain or
maintain the regident's highest practicable
physical, mental, and psychosocial welkbeing ag
required under 8463.25; and

Any sarvices that would otherwise be required
under $483.25 but ave uot provided due to the
rasident's sxecolse of rights under 5483.10,
including the right to refise teatment under
$413,10(B)(4).

This REQUIREMENT s not et ag evidénced
by

Baaad on observation, staff inlerview, and

, medicat racord reviaw, the fagility falled to
develop & comprehensive care plap for two (8,

i[ #70) of thirtesn sample residents. The findings

F 278

F27¢

The faeilicy will sngure that esch
regident will have a comprahensive
care plan.

RBosldenta #5 snd #70 @il have thelr
eare plans wpdated to raflect current
care Includling therapy racommendatlons
to mact thelr needa.

HLs/0s
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were: b.| threugh the Patlent Core Compittes an

1. Review of the foliowing sxamples of
dogumentation in the madical record showed
rasident #9 had swallowing problems, Inciyding a
history of asplration:

a The patient transfer farm from the hospital
on 10/26/1 documented the rasident had a
diagnosis of aspiration pnesmonis, end was on
asplratlon precautions.

b. A physigian's note dated 8/27/03
documanted ", .patient I8 at chranic rsk for
aspiration and probably asplrates frequently as
speech therapy has sean with really nothing that
can be done exeep! conservative faeding.”

&. An Interim history and physical dated
8/18/04 revealed "...the patient also continues to
‘have significant difficully with aspiration.”

d, Physician's notes dated 9/1/04, $/10/04,
914104, 9121104, 9/29/04, 10/5/04, and 10/15/04
dosumented preblems with aspiration,

8. A nursing note dated 2/13/04 showed thi
resident was suctioned, and stated ...does nat
swallow,"

f. A nurging nofe daled 2/14/04 revesled the
resideént was suctioned. The note documentad
medications ware held because the resident was
not swallawing,

Observation of the evening meal on 1/24/05 from
8:04 PMuntil 6:34 PM revealed resident #6 was
sedted in & geri-chair (wheeled recliner), The
resident was nat sested upright, but the back of
the gerl-chalr was reclined to approximately 60
degrees (fully upright would be 80 degraes), The
resident’s neck was exterdad (approximately 30
degrees of neck extenslon), with the chin pointed
up towards the ceiling, Al 6:20 PM and 6:21 PM,
the resident was pocketing foed in his/her mouth,

-1 individualized neads,

updated ag needed to meet the resident’s

Staff aducation will he provided velated
to care plamning st the Fabruary
Dandatory staff meeting,

Rendom care plan review (2 per figor
per month) wiil be aezigned by the
nurae geperviser and reporked monthly
as part of the facilivy QA program,
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80 the CNA cued the resident to swallow. The
resldent's neck was still extendad. Al 6:26 PM
and &34 PM, a gurgiing sound was heard corning
from the baok of the resident's throat,

Observation of tha breakfast meal on 1/25/08
from B:06 AM until B35 AM revealed the resident
was sealed b the gar-chair, with the back
reclined to about 80 degrees. The residant's neck
was extended, with the chin poinled up. At 8:20
AM, 8:21 AM, and 8:22 AM, CNA #9 cued the
resident to swallow, bacause the resident was
pocketing food, At 8:24 AM, the CNA fad the :
resldent a bite. The resident coughed, and a |
gurgling sound from the resident's throat wag
heard. The CNA cued the resident to cough, but
did pot re-position the resident's head. When
asked if the resident had swallowing problems,
the GNA replied "l think 20." At 8:27 AM, the GNA
adjustad the back of the gerl-char to a moare
upright position (approximately 80 degrees), and
cued the resident to cough, However, the
resident's head was siili extended.

During an interview o 1/25/08 at 8:02 AM,
CNA #9 stated the resident oftan was “gurgly"
during meals, and pocketed food. The CNA
stated she was unaware of any specialized
pesitioning instructions for the resident during
meals to help with swallowing, On 1/25/06 at 0:46
AM, CNA #4 stated she was unawars of any
special positioning instructions during meals for
the resident,

Review of the current care plan, dated
1110/04, revealed lhe resldent's swallowing
problem and history of aspiration was not
includad. The care plan did not address
positioning during meals, or strategies for
swallowing. On 1/26/05 at 2:45 PM, the registered
diefitian (RT) confirmad tha care plan did not
address the swallowing problem, The RD stated
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sometime ago, she and a nurse dlscussed that
swallowing was not addressed on the care plan,

2. Dbservation of rosidant #70 on 1/24/08 from
9:45 PM to 6:30 PM, and an 1/25/06 frons 8 AM to
8:30 AM and on 1/25/05 &t 1010 AM revealed tha
regident was sealed in a wheslchair with a lap
buddy secured to tha wheelchalr armrests, A iap
buddy is a soft cushion attached to a whealchair
that may prevent a resident from standing.
Interview with RN #10 on 1/28/08 at 3:15 P
revealed the lap buddy was used to prevant this
particutar resident from standing and armbialing
independently. Review of the rasicents 12/3/04
care plan revealed ng pian was in place that
idenlified the reasan tha lap buddy was used or
when the lap buddy should be relsased.

483.25 QUALITY OF CARE

Each resldent must receive and the facility must
provide the necessary care and services to atlain
oF maintaln the highest practicable physical,
mental, and psychosecial well-being, in
ancordance with the comprehensive assessient
and plan of care,

Usi F308 for quallly of care deficlencies not
coverad by s483.26(a)(m),

This REQUIREMENT Is not met a5 avidenced
oy

Based on chsarvation, staff nerview, medica)
record review, and review of in-service

| docimantation, the facility failed to assure ane
| (#6) of ane sample dapandent resident with a
 history of aspiration and swallowing problems
|

Fard

F 209

The faeilty will ensure that reeidents
eve provided the necessary care and
gerviees to attain or mainbein the
highesn well-being.

«| Resldent #6 hae teen aszesaed by speach

therapy and eccupatienal therapy and
Intarventious ¢dre planned.

3/15/08
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raceived faeding assislance in a safe manner. b, JThe disticlan will obaerve rezident
During two of two meals wbserved, facility staff zoting in dining rooms, ore dining
did not assura the resident was positionad In a FOOD peT wask ant veport be nurse
safa manner to compensats for swaliowing supervisor sy probiems.,
difficulties, which resulted In Immeadiats jeopardy. o Manditory staff educatlon and training
i addition, the &acllity fallsd t acourately assess vegarding  positioning during weals
or care plan tha reskient's swallowing problem, and dysphagia,
i : Staff will veport on tempavatur 1
The findings werg: Sract will thza:mm Euﬁ‘;ft :;::ﬂwf:;:h mﬂl
Observation of the evening meal on 1/24/06 from SEtienteion of payiincint Soalloving
6:04 PM until 8:34 PM revealsd resident 46 was
seated n 3 ger-chair iwheeleg reclinar), Tha d. fgggggggugirggbm ‘ﬁzzﬁﬁ; ml be
resicent was not seatad ypright, but the hack of : wlE -
tha gar-chair was recilned mgappmximataly g0 7:35;maﬂﬁiﬁ“a’iﬁf‘?ﬁfﬂ&ﬁﬂ?iaﬁin
degrses (fully upright would be 90 ugrees). Tha &1 pavt of the facilify QA program
residents neck was extended (approximataly 30 and reported moathiy by the MD§
degrees of neck extension), wilh the chin pointad coordiratar.
up towards the ceiling. The residant receivad a
pureed diet, with pudding thick fiquids, and was
dependent on staff for fesding, While feeding the
resident, cerfifled nurse alde (CNA) #13 made no
- atlempts to re-position tha resident, or place the
head in a nautral or slight fiexad position, At 8:20
PM and 6§:21 PM, the resldent was packeting food
in his/her mouth, so the CNA cusd the resident to
swalicw. The resklent's neck was still extendsd.
AL 6:26 PM and €:34 PM, a gurgling sound was
heard coming fron: the back of the resident's
throgt.
QObservation of the breakfast meal on 1/25/05
from 808 AM until 8:35 AM ravealad CNA #3 fad
the resldent the meal, The resident way seatad in
the geri-chalr, with the back reclined 1o about 80
degrees. The resident's neck was extended, with |
the ehin pointed up, At 8:20 AM, 8:24 AM, and i
B2 AM the CNA tuad the resident o swallow,
becauss tha resident was pockeling food. The
CNA made no attempl to place the resident's
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head in & neutral or stight lexed position, At 624
AM, the CNA fed tha residant a bite. Tha residant
coughed, and a gurgling sound from the
resident's throal was heard. The CNA cued the
regident to cotigh, but did not re-position the
reskient's head, Whan asksd if iha rasident had
swallowing problams, the GNA repliad, 1 think
s0." At 8:27 AM, the CNA adjusted the back of
the geri-chalr to a more upright position
(approximately 80 degress), and cuad the
resident to cough. Howaver, the resident's head
was silll extended. At 8,50 AM, mglstered nurse
(RN) #5 gave the resident histhar medivations in
the thickaned julte, using & sguon. The RN made
ne attermpt to re-pasition the resident's head i a
more neutral posiion, The RN fed fhe resident
some bites of oo, with the resident’s narck In
extension,

During an Interview on 1/25005 at 9:02 AM, CNA
#9 stated the resident often was "gurgly” during
meals, and pocketed fod, The CNA staled she
Wwas unaware of any specialized positioning
instructions for the residant during meals to hetp
with swallowing,

On 1/26/05 at 9:32 AM (after the broakfast meal),
LNA 24 assisted the resident to beg. A gurgling
sound fror the back of the resident's throat was
heard, The CNA commented thit it sounded (ke
tha resident was gatiing 2 coid. On 1725105 at
9:46 AM, CNA #4 states she was unaware of any
spacial poalioning instrustions during meals for
fhe residant,

On 1725005 at 10:439 AW, al the requast of he:
surveyar, livensed practicsl nurse (LEN) #8
conducted a respiratory assesemert of the
maident, The LPN stated the resldent had
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diminished lung sounds in tha lower lobeg
bilaterally with some crackles in the mid lobes.
Review of the resplratory assssstrent
dacumented in the nurse's notas on 1/26/06
showed the bases of the lungs with decreased
breath sounds and the mid lobes with slight to
modarate wheezing, and the right upper loke with
wheezing.

Review of the medical reqord revealsd the
following dosumantation of swallowing problens,
andfor aspiration:

2 The patient transfer form from the hospltal
on 10/26/01 documented the resident had a
dingnosis of sapiration preumonia, and was on
aspiration precautions.

b. A physiclan's note dated 4/10/02 revealed
the realdent had "...probabls
aspiration....swallowing evalvation next lime able
to get one."

e. A'physician’s note dated 9/24/03 indicated
the resldent had hypoxia, *...5aems to be
probably secondary to the aspiration...”

d. A physician's note dated 8/27/03
documenied "...patient Is at chronic risk for
aspiration and probably aspimtes fraquently as
speech lherapy has seen with really nothing that
can be done except conservalive feading.”

e. An interim history and physical dated
6/18/04 revealed "...the patient aiso continues to
have significant difficutty with aspiration.”

L. Physician's notes dated 8/1/04, 9/10/04,
014404, B21/04, 8/29/04, 10/5/04, and 10/15/04
documented probleme with aspiration,

9. A nursing note cated 2/13/04 showed the
resldent was suctioned, and stated “...does not
swallow."

h. A narsing note dated 2/14/04 revealed the
resident was suctioned, The note documented

F 3089
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medications were held bacause the resident was
not swallowing,

i. A hursing nate documented on $/28/04 tha
residant wes coughing up phiegm, and rattling
¢ould be heard of the base of the throal.

Review of the 10/28/04 annual Minimum Data
Set (MDS) assezsment showed Jt Inaccirately
documented the resident did nat have swallowing
problems. In addition, review of the 10/26/04
nutrition evaluation showed the resident's ability
to swallow was "falr." The evaluation did not
docurment the resident’s higtory of aspiration. The
evaluation liated care plan concams as chewing
deficit, lactose Intolerancs, and Lompramised
protein stafus, The resident's swallowing problam
was not idenlified as a care plan eancem, Diting
an Interview on 1/26/05 at 2:45 PM, the registered
distitian (RD) stated the MDS was Inaccurate, |n
addition, the RD stated the nutrition evalyaton
should have addressed the swallowing problams,

Review of the currant care plan, dated
11/10/04, revesled ths resident's swaliowing
problem and history of asplration was not
included. The care plan did not address
positioning during meals, or strategies for
swallowing. O 1/28/05 at 2:45 PM, the RD
confirmad the care plan did not address the
swallowing problem. The RD stated sometima
ago, she and 2 nurse discussed that a swallowing
evaluation was ret in the charl, and swallowing
was not addressed on the care plan,

Review of the medical record raveatod no
occupational therapy evatuation for positioning
during meals, ner a speech therapy evaluation for
swallowing, On 1/25/05 at 1:15 PM, the direator of
nursing (DON) provided vccupational therapy
evaluations from 8/6/98 and 12/1/99 from the
purged file. Tha DON stated thare was not 3
more recant occupational therapy evaluation

i
!
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addressing pesitioning during meals. At thal
same time, the DON aupnlled apesach therapy =
screenings for dysphagis doted 828090 and
7124138, The 7124/96 evaluation indlcated the
body position should be 90 degrees of hiy flaxion,
and 45 degreas of nack flexion. During interviews
on 1/25/05 al 10:52 AM and 1/26/08 at 3:46 PM,
the DON stated she was unable to find 8 more
recent speach therapy evaluation for swatlowing.
The DON stated If a speech therapy svaluation
had been done, she was unaware of what the
racemmendefions were.

interview on 1/25/05 at 10:35 AM wilh the
staff developiment soordinator (80C) reveuled
there had not been an in-servica on positioning
during meals o swaliowing problems for at least
s8ix months, On 1/25/08 at 1:16 PM, the DON
provided documentation of the last in-service
concucted by the speech therapist on dysphagla,
which was on 1/3/03,

Interview with the DOM op 1/25/08 at 9:20 AM
revealad residents with swallowing difficultics
should be poaitioned as Lpright as possible, with
the head positioned at ieast at neulral, On
112605 at 3:45 PM, tha DON statad the faciity
did not have policles and procedures on
positioning during meals or swallowing
precautions, According to the 2004 Nursing
Agsistant, A Mursing Frocess Approach by
Hegner, Acelio and Caldwel! {9th aditlon, p 416),
the patient should be poskioned a3 upright ag
possible. The head should face forward, with the
neck fiexed forward sfightly, Special fzating
tochnlgues and positioning imprave awaliowing
and pravent aspiration, The care pian should
provide information related to pesitioning and
feeding techniques such as tucking the chin to aid
In swallowing. in addition, accarding to Nursing
intervenilons and Cliniaal Skills hy Ewkin, Farry,
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and Potter (2004, p. 182-193), the client shauld
be positloned wpright In beart or chalr with head
slightly flexed forward; this position reducss the
risk of asplration. Maintaining an upright position
to enhance the effacts of gravity is important,

On 1/26/05 at 11:20 AM, the DON was
notified of the immecdiate jeopangy (the
adrinistrator was unavaliable at inat tima). On
1125/05 at 1:43 PM, the administrator was nolified
af the Immadiate jeopardy. ©n 1/47/05 at 10:45
AM, the Immediate jenpardy was removed on-site
by tha following actions by the facility: an
assessmant by a resplratory therapist wae
conducted, a chest x-ray was done (results: no
acute cardiopulmonary abnormakities), an
accupational therapy evaluation for posttioning
during meals was complated, the care plan was
updated, a spesch therapy avaluation was
ordered, and staff wers instructed an the updatad
aare pian during report for each shift, In addition,
uhservation duting two subseduent meals
ravealed the resldent was positioned
appropriately.

483.25(m)(1) QUALITY OF CARE

The faciity enust ensure that it Is iree of
medication error ratas of five percent or greater,

This REQUIREMENT is nof riet as avidenced
by:

Rased on observation, staff interview, resident
interview, and medical record review, the facility
fajled to assure a madication arror rate of lesa
than five percent was accomplished during
observations of the medication pass. Four
nonsignificant errors aceurred during obsarvation
of B0 medications which resulled in an 8% error

F 308

F 332|e facility will ensure that the pege
icacion error xate 1s 5% or less,

a.4 Rogidenta #18 and 424 have receiveq
the correct medicatlions as ordered.

3/18/05

FORMCME-2867{02-83) Pravious Versions Oosciate

Evanl 10; NLICTY

61 4 87231 0N

Faily 1D:  Wyon19

HLTYIH 1430

If conlinuation sheet Fage 15 of 20

AGLO+6 S00E 9L e3d



LELE Vo
-DEPARTMENT OF HEALTH AND HUMAN SERVIGES b L aaaa00s
RENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, (1938-03¢1
STATEMENT OF DEFIGIENCIS (1) PROVIDER/SUPFLIERICLIA 2} MULTIPLE CONBTAUGTION X8) DATE :
AND PUAN GF GORREC TIoN OBNTIFICATION NUMSET: P MULTIPLE CONSTR o o ey
A, BUIL DN
: B, WING
. ‘ 535030 0172712005
HAME OF PROVIDER QR SUPPLIER, STREET ADDRESS, DITY, 8TATE, ZIF CODE
. 1145 LANE 14
N
HEW HORIZONS CARE CENTER LOVELL, WY 02431
(%) 40 ELMMARY STATBMENT OF DERICIERCIES it PROVIDER'S PLAN OF GORRECTION I e
PREFIX (EACH DEMCIEMGY MUST BE PRECEEDED 8% FuLL FHERX (EACH GORFECTIVE AGTIOM 3HOULD BE | coMMETON
TAG REGULAYGRY OR LSG IDENTIFYING INFORMATION TAG CROSS-REFERENCED TQ THE APPROARIATE | DATE
DEFIIENGY) |
F 332 | Cenfinued From page 16 Fass !
rate. The findings were:
1. On 1/25/05 at 8 AM observation of ioensad

pragtical nurse {(LPN) 8 revealad she prepared
and administerad medications for resident #18
thet Included vitamin C 500 milligrams (ing) one
tablel, and lbuprefen 200 mg. As the LEN
Prapared tha rasldent's medication, the residen:
stated to the LN that the night nurse dld not give
a schaduled & AM dose of iuprofen, interview
with the rasident during the obsarvation ravaaled
he/ghe always recaived ibuprofen for pain at &
AM, but the night nurse did not administer the
medization, Interview with the LPN during ihe
obsarvation confirmed the night nrse failad to
administer the schaduled dose of tbuprofen ai ©
AM, Reviaw of the madication administraiion
record with the LPN revaaled the scheduted 6 AM
dose of Ibuprofen was not signed as
administersd; therelore, the dose was
administered two hours late t the residant,
Roview of the January 2005 physician's argers
confirmed the residsnt shauld have been
administered buprofen 200 g at & AM tally. The
rhysiclan's orders also revealad the resident
should receive vitamin C 500 mg, two tablats
dally; however, the LPN administered ona tablet
instead of fwo,

2. Observation of LPN #9 on 1/26/05 2t 7:50 AM
revealad the she prepared and adiministered
medications for resident #24 that incided Tylenol
325 my btwo tablets. During the obserwvation the
LPN stated she was notifled in meming report
that the resident was complaining of discomfort
50 she planned on administering Tylenal with the
morning madications, Review of the January
2008 physician's orders rovealed Tylenol 500 mg
was ordered as needed for pain, not Tylenal 325

b: LE's #8 and 9% have been reqediated,

e Mandatory Mutse Inzarvies by the Contrac
{Pharmacist wiil be hald o sducane
WrRed on proper medicavion dispenzing,
dy Porfornance will ha menitorad by the
Pharmseist monthly as park of the
Facility Qualivy Asawrance Program,

e
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ETATEMENT OF DEFICIENGIES §01) BROVIDERSSUPSLIER/CLIA (01 MULTIPLE SONSTRUCTION (%9) PATE SURVEY
ANG BLAN QF CORREGTION ICENTIFIGATION NUMBER: GCOMPLETSD
A BLILGING
B. WIN
| 535030 9 0172702008
HAWIE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, IP CODE
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(X4 1o SUMMARY STATEMERT 0F DEFICIEMGIES I PROVIDER'S PLAN OF CORRECTION mE
PRERM (EAGH DEFICIENGY MUST BE PRECREDED BY PULL PREFIX [EAGH CORRECTIVE ACTION SHOULD §E COMPLETION
TAG REQULATORY QR 1,.5C IDENTIFVING INFCORMATION TAG CROSE-REFERENCER TA THE APPROPRIATE AT
DEFIGIENSY)
F 3321 Continued From pags 16 F 332

ng twa tablets. In addition, the physicians's
orders revealad the rasident was aise prescribecd
a vitamin B tabiet dafly. Obaervation of the
medication pass revealed the LPN did not
administer a vitamin 8 tablet to the residant.
Interview with the LPN on 1/26/05 ot 8:43 AM
reveqled shae gave Tylenal 328 mg two tablels,
but shoutd have administered Tylenel 500 mg
Instead,

F 428 | 483.60 PHARMACY SERVICES F 425 The facility will epsure phwsician pre- [ 3/15/05

GEan ‘ | :s;iﬁejztﬂzgigzts“ons sre avellable for

The facility must provide routine and emergency ! '

drugs and biolngicals to its residents, or oblain [

thermn under an agreement desaribed In '

5483.74(h) of this part. The facility may parmit J
1
1

unlicensed personnel io administer drugs If State
law permits, but only under the general
suparvision of a licenzed nurse,

|
This REQUIREMENT i5 not mat as evidenced |

by

Based on staff interview, madical record review, "a. |Resident #33 haz the approprinte medi-
and resident Intarviaw, the facilily failed to BSEUrR eation.

physician pmsc:ribed medications were avallable bo |The LPN tas been remedfaced on how tn
for administration for one (#33) of one secure medicacions fram sn alternate
hon-sample resident who utlized an inhaler, The source.

findings wera:

c. |A mandatory I.naer\fiae meeting will ba
Raview of the 7/1/04 annual Minimum Data Set Eiiiuﬁ‘éigilhEﬁriiriliélfﬁfui“?‘éii?i"g
(MDS) assessment for regldent 33 revealed the

regident had dlagnosas including chronic
obstructive pulmongry disease (respiratory
disordar), and was cognitively intact Review of
the January, 2008, physlelan's crders revealed
the regidant was prascribad Combivant
{resplralory inhalar) two puffs four times a day.
Interview with the resident on 1/25/04 at 10:50

FORM CAMER68T(02-09) Provious Varglong Obadlsls Evort 10 NLIGHT Rasiiay IDx  WYOmE I eontinualion sheel Page 17 of 20
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FORM APPROVED

OMB NO, 0038-0381

STATEMENT OF DEFICIENCIES {#1) EROVIDER/SUPPLIERICLIA
AND PLAN OF CORREGTION DENTIFICATION NUMBER;

(#3) MULTIPLE SONSTRUCTION 15 DATE SURVEY

COMPLETED

535030

A, BUSLIAMG

B, WING

01/27/2008

NAME OF PROVIDER OR SUPPLIER
NEW HORIZONS CARE CENTER

LL

STREET ADDREES, CITY, STATE, ZiP CODR
T415 LANE 12

IVELL, WY 82431

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PREGERDED BY PULL
REGULATDRY OR L5C IDENTIFYING INFORMATICN)

{41 10
PREFIX
TAG

N
PREFIX
T8G

PROVIDER'S PLAN OF GORRESTION
(EACH CORRECTIVE ACTION SHOULD B
CROSS-REFEREMCED TC THE APPROPRIATE
DEFICIENCY)

)
COMPLETION
PAYE

F 425 | Continued From page 17

AM revaaled the Comblvent was net admiristerad
since 1/23/05 because the inhaler wag amply. On
1725/05 ot 11 AM intarview with licensed practioa|
nurse (LPN) #8 revealed the residant was not
administered Combivent sinza 1/23/05 (two days)
becausa the resitant was out of the medication
The LPN also stated the medication was riot
reordersd untd 1/24/05. During the Infervisw, a
review of ta the medicatian re-order log with the
LPN corfimed the medication was not re-crdered
until 1/24/08. Tha Interview with the LPN reveale:d
no attempt was made n secure the medicalion
from an alternate source.

According ta the 2001 Medication Gulds for the
Long-Term Gare Nurse, all madications ordered
for administration to the rasidant should be
avallable on the medicine cart, and gach
medication should ba reordered hefore it rung
out

483.80(dy PHARMACY SERVICES

Drugs and bivlogicals used in the faciity mist be
labeled in aceordances with currentiy aoepted
profassionsl principles, and includs the
appropriete aouessory and sautionary
 Instructions, and the expiration date whan
applicabla,

This REQUIREMENT is not met as svidencad
by:

Besed on observation, staff interview, and review
of the facility's policy for Labaling of Medicaticns,
the facility failed to sssura medinations stored in

one of two medication refrigarators ware labaled,
The findings weare;

F 425
d;

F 431

A

Porforwancs will be monltored monkhly
by the nurse supervisor ay paxt of the
facilty (nality Assurancs Progran.

i

1
The facility will snsure a1l drugs uged
in the fasilty ave approprintely
labeied.,

al1s/os

The medication not

1abeled properly has
haan returned

to Pharmacy.

FORM GME2867(02-09) Previous Versiona Dbanfale

Evanl D MLIC

4731 0N
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o
.
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STATEMENT OF DEFIDIENCIES XN PROVIDER/SLERL ER/GLIA
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§35030

P8 MULTIPLE CONSTRUCTION (%) DATE BURVEY
PLE
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DOWING

QV/2712005

MAME OF PROVIDER GR SUPPLIER
NEW HORIZONS CARE CENTER

STREET ADDRESS, CITY, STATE, 2IF CODE
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{X4) 16y
PREFIX
TAG

SUMMARY ETATEMIENT QF DEFICIENCIES
{EAGH DEFICIENSY MUST BE PRECEEDED BY FULL
REGULATORY OR LBG IDENTIFYING INFORMATION)

in T PROVIDER'S PLAN OF CORRECTION (%5)
DREFIX (EACH CORRECTIVE AGTION SHOULD BR | COMILENGN
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFI‘-’."IENCY)

F 431

Continued From page 18

Observation of the secand fioor medication
refrigarator on 1/24/08 at 5:46 PM revealed the
refrigerator containad six unlabeled Bynnges, The
unlabeled syringes were inside a piastic bag that
was labeled Ativan (@nti-snxiety) 0.5 miligrams
10.25 milliliters, tntarview with licenzad practiesl
nurse (LPN) #8 on 1/24/05 at 6,10 PM revesled
the untabeled syringes were supplied ta the
fasility by the hospital pharmacist; howaver, the
LPN stated she was unaure what the unlabaled
syringes contained even though the plastic bag
was [abaled, Interview with the pharmacy
techniclan on 1/26/05 at 2:36 PM revealed the
unlabaled ayringes In the plastic bag should also
be labeled with the type of madiostion containgd
in the syringe. The pharmacy technician stateq if
the syringes were 10 b g&paratad from the plasie
bag. bursing statt would not know what the
syringes contained, Interview with the director of
nursing (DON) on 1/26/05 at 5:15 PM revealed
the medication was drawn up by the pharmacist
from a multidose vial, The DON stated the
syringes should at @ minimum have a label that
inentifies the lype of madication as wel as an
expiratian date,

According o the facility's paiicy number 8 5.2,22
"Labeling of Medioations,” repacked medication
for inpatients shail be labeted with the resident's
fiame, ropm number, name of the medieation,
medication strength, expiration data, lot number,
manufacturer, and pharmacist's initiats, In
addition, the American Savisty of Hospital
Pharmacists (ASPH): Minimum Standard for
Pharmacies recommends whenevar possible,
madieations shall be avallable for usa in
single-unit packages and In a ready-to-administer
form; and manipulations of madications befors
administretion such ag withdrawal of doses from

F4n ursing staff will be Instructed to chacl
. medicetions for propgr labaiing,

¢. [Pharmacy Will be instrucred that all
nedleations will ke labelsd approplately
b all timas,

d. Performance will be monitayed manthly
by the Nursing Supereiser and reporiad
4% part of the facilicy (ualicy
Basurance Progran.
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. BEPARTMENT OF HEALTH AND HUMAN SERVICES N0 R ORI ALua/2006
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0584
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN &F GORBECTION {BENTIFICATHON NUKBER: GOMPLETED
A, BUILDING
535030 B. WING - 01/27/2005
NAME OF FROVIDER CIR SUPPUER STREET ADDRESS, CITY, 5TATE, 2{P 6ODE
NEW HORIZONS CARE GENTER 1115 LANE 12
LOVELL, WY B241
(€410 BUMMARY BTATEMEN OF BEFIGIENCIES n PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENGY MUST SE FRECREDED BY FULL AREFIX (EAUH CORRECTIVE AGTION SHOULD RE SOMPLETION
TAG REGULATORY OR LEC IDEMTIFYING (N FORMATION) TAG CROSE-REFERENCED YO THE APPROPRIATE DATE
BGRIGIENGY)
F 431 Continued From page 19 | Fa !
muttidose contalners and re-labeling of containers | [
shoyld be minimized, The ASPH standards also !
recommsnd the routine inspection of medication
storage areas to ensure the sbsence of duldatad,
unugable, or mislabeled products.
FORM CM$-.2887(02-05) Praviolrs Versiany Obsolata Evani £ NLIGI Facllity I W001g
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