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DEFICIENGY)
F 000 | INITIAL COM ENTS FOOO0!| misial CMTIMants
‘ - Preparation and axecution of this Response and plan
The foliowing ¢ommon -ab'brewaﬂons are used of correction does nut constitute an admission or
throughout this document: agraemant by the provider of the truth of the faats
alleged or conelusions set forth In the statement of
CNA-Certified Nurse Aide deficiencles. The plan of vorraction s prepared
LPN-Licensed| Practical Nurse ant/or exacutod solely because It |5 requirad by the
MDS-Minimu St provisions of Fedural and State law. For the pueposas
ROM-Ran ' f_Mbtion ot any allepation that the facllity 1% not in substantial
“NANge g . tompliance with Federal Regulrements of
DDN-Dlregtor. of N urging participution thlg respetise and plan of correction
MAR-Medication Administration Recard ronstitites the faellity's allegation of compilarice |
mg-milligrams 7 acetrdance with section 42 C.E.R. Par 498,19 and
COTA-Certified Qccupational Therapy Assistant sactlon 78174 of the State Opamtions Manual.
Less commonly used abbreviations will be
annotated in gach deficiency. )
F 157 | AB3.10(b)(11)INOTIFY OF CHANGES F187| F157

=0 | (INJURY/DECLINE/ROOM, ETC) 48310 (5)[43) NOTIFY OF CHANGES

{MNJURY/DECLINE/ROOM, ETC)

[

A facility mustiimmediately inform the residant:
consult with the resident's physician; and if
known, notify the resident's legal representative Tha facility wilt ensure that natification of chamses to
or an Interested family member when there iz an the resident, the physictan, and the famity and/or
accident involying the resident which resutts in representative of the residlent. This wil be

ab ; I8 o accomplishad by:
injury and hagthe potential for requirng p hysmran A} All nueses will recalve ahother In-service related to

intarvention; 4 significant Cha”ge' in the rLTSIdEHt'S the titnely congsultation with the resident, physiclan,
physical, mental, or psychosonial status (I.E.,. 8 and family of any significant thange In the holistic i
deterioration ih health, mental, or psychosasial status of resldents. Ih-services on documentation of all |
status in either life threatening conditions or physiclan, faily and resident contacts have baan, and :
elinical complisations); a need to alter treatment o ominue fo be, aetamplifed, An i servics was
L N iscontinue a condugted on March 4, 2014, (6 assure actlity
5|qn;ﬁca?tly (i ?"I': a r;eagi E:O dz;’ o ;{l'jversen compliancs with the noted insufficlency in the State |
exisling rorm of treaimen Survey, The noted ipsufficlensy in documentation
consequences, or 1o commence a new fprm of related to Reskient #39 was sddresset with the
treabrmnent); ora decision 1o transfer or dischayge Nursing Staff at that time, [Mareh 2010).
1 - . L
the resident fiom the fElGIllty as specified in Rocumentation continues 1o be a routingly
§483.12(2) amphagied subject st regular monthly Nursing
" ' Department meetings.
N . . B) DON or designes will recetve report fram charge
The facility m ust also .prnn"lptly notify the fes'qem nurses, Taviewing potential status changes angd the
and, If known| the regident's legal represantative RON or designee will Instruct Charge Nurse to eonsult
or inferested family maember when there is a with the resident's physician and discuss the converns |
ABORATORY DIREGTOR'S OR PROVIDERISUPPLIER REPRESENTATIVES SIGNATURE 7 7 TTTLE %) DATE
ot Correcthin  zz5/ S g0 75  BdwpsIrapr 52 Z/f/ /
Anv Aelancy statenent ending with an asterisk (%) denotes a deficlency whish the jfietitition may be excused from comeeting providing it is determinad that

th . feguards provide suffigient protection to the patients. {Ses Instructions)) Exaopt for nursing homes, the findings stated above are disclosable H0 days
oliowig the date of survey whether ar net a plan of currection is provided. For nursing homes, the above Fndings ang lsns of correction are disclosable 14 (

iays following the date these documents are made available to the facility. If deficiencies are clted, an Wﬁ ] i ' mls ragtislte to eontinued
wrogram participation, . @f

FORM GMS-2661(02-95) Froviaus Marsions Obsolste Event [: GCQ0TY Facitty IL: Wygoos |2 A% 3 ?E_thntin_i_lat[on sheet Pags 1 0f 10
o ye -

Thic PUC appied with 45vee] Jy cf sine fbafmeos veinf Services | N
,pwgdf/cwéjf 7 Frm /éﬁﬁ/‘? gﬂ ?f/zy‘ 7 OfiloeclHoalthcare 3\4)\“\

Licenaingand Suveva




PAGE BS/15

©3/23/2011 ©8:55 3078642847 THERMOPOLIS REHAB
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: Jalaarzort
CENTERS FOR MERDICARE & MERICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFIGIENCIES X1) PROVIDER/BUFPLIER/CLIA %) MULTIPLE CONET '
AND PLAN OF GORREGTION ) ERTIFIGATION RN o RUCTION 68 LETE BLRVRY
A, BUILDING
C
B, WING
- 535041 021072011
NAME OF PROVIDER 0OR SUPPLIER STREE{‘ADDREES, CITY, SIATE, ZIP CODE
1210 CANYON HILLS ROAD
THERMOPOLIS REHABHLITATION AND CARE CENTER
o THERMOPOLIS, WY 82443
o4 1D SUMMARY STATEMENT OF DEFIGIENGIES ID PROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREF]; EACH OO TIVE ACH! : y
TAG REGULATORY OR LSG IDENTIFYING INFORMATION, TAGX choss-REFgggﬁcED T Tﬁ‘EN fPﬁ%%lﬁnhﬁ?E R
| DEFICIENCY)
F 157 | Continued Frd page 1 F 157 | with the rasident and his/her famiiv/rep. If ap ik

change in roofn or roommate assignment as
specified in §483,15(e)(2); or a change in
resident nghté under Federal or State law or
regufations as speoified in paragraph (b)(1) of
this section, j

The faciiity mL st record and periodically update
fha acldn d_phone niumbar of the rosident's

C) In ah effert to improve communleation betwed
staff, reskdents and family members, & rasidenty |
rammunication farm was developed and implemgnted
In Qcroher of 2010, This form continues to be wifized

and has been suctasstul In mproving the

ERngernts,

D} Palicy was rviewed for the facility's nght

Committee and datarmined to need updating. T
ﬁ

mmzﬁﬁ‘u ST [ R

rasident wazj

legal mpmsenﬁ%atnva or intarested family rnem-ber

This REQU]R‘ EMENT is net met as evidenced
by: '
Based on record review and staff inlerview, the
facility fafled to immediately inform the resident’s
physician and{family of a signifieant change for ?
of 3 sample residents (#39) who had a signjficant

physical clecll 2. The findings ware:

Review of the nurse's. notes from 3/20/10 showed
the resident had become "very lethargic” and ha
poor meal intgke. During a seven day period, the
oted to have slapt for lohg periods
during the day rnd was found slumped over, any
refused to hold his/her head up on severa!
occasions, Diring meals the resident would hold
food in his/her mauth and then spit it out or woulkd
not eat at all| Review of the physician's orders
showead sta id net contact the resident's doctor
urtil 3/28M O[, witlch tirme the. physician orderéq
a urinalysis ahd antibiotics. A family mamber was
also contaoted at that time. On 3/30/10 the
nurse's notes|showed the resident was
responsiva fo painful stimuli only. A family
member wab contactad and s/he raquested an
ambulance o take the resident f¢ the local
amargency rdom (ER), The physician way also
notified, and fhe resident was transported to the
ER. Review of the weekly woight record showed

I
l L

Atminlstrator are belng conducted ta review. welzhts,
#kin Issuas, and nutritional status. Infarmatioh )
regarding resident concyrns [dentifed at this mapting
is veported to the physician, the resident and thf
resident reprosenitative as appropriate. Welghtskin,
and nutritional issucs were heiivg monitored by the
Registared Digtician, the Wound Care Nursa annﬁthe
DT team on an as huadad basis, prior o the sdtution
of the re-written policy, The Weekly Weight mé&trngq
were Impletentad in January 2001,

F} Wedght Meating minutes will be reviewad, a-s#s
ptotocol, at each monthly QGA/OCH committoe rriheﬂng
This review will remain on-going,
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DEFICIENGY)
F 157 | Continued From page 2 167
the resident's weight on 3/23/10 was 178.8
pounds, and on 3/30/10 was 7165.4 pounds, a
10.4 pound welight loss. Interview with the DON
on 2/17/11 at 4 PM revealed there was no further
documentation showing the nursing staff had
contacted the physician and/or family member of
the resident's gignificant change during the seven
tay_nerdod e | omn e
F 241 | 483.15(a) DIGNITY AND RESPECT OF F241| reat 3/77/11
58=E | INDIVIDUALIT)Y ly
483.15 [3) DIGNITY AND RESPECT OF INDIVIDIALITY
Tha faciity mugt promote care for residents in a . . .
manner &nd injan environment that meintains or 1. Dignity 1/t Dining Experience :
enhances each resident's dignity and respect in The facility will ensure that the dining experiznes wil
full racagnition| of his or her individuality, preserve the mdividual and collective resident's|ehts
to dignity and personl ghoice, This wil be j’
accomplished by:
. . A} All nureing and diatary staff wiil recetve In-sefvice 3
o This REQLIREMENT s nat met as evidenced to the Impartanee of maintaining.and enhancin
by. C resifent dignity, This will be previded on Marchi 4,9
Bazed onh ohsénvation, medical record réaview, 10, 5nd 25, 2014,
and staff interview, the facility falled to promote B) :}bcial Tactr\g;tlgs alr: pfovided‘nrlort;.; all r:ea b_::ng
Ao O S e o fE. 1o eniranment, Actiidas i be mplamorted OJring
#42) and 3 nofi-sample residents (#4, #5, #20) thedining experlent.

wha required assistance with dining. In addition,
the facility failed fo promote dignity for 1 of 10
sample residents (#11) who required assistance
with toileting, and 1 of 12 sample residents (#42)
who required assistance with dressing. The
facility aleo failed to answar a call light in a timely
manner for one non-sample resident (#40). The
findings were:

1, Review of the 11/8/10 quarterly MD3
assassment for resident #42 revealed the
residant had. cpgnitive impairment and required
dining. Observation in the main
dining room on 2/8/11 at 7 AM revealed staff
hefped the resident with cotfee, juice, and water

priot to sarving the breakfast trays, Observation
|

C} Rasidents vequlring assistance with nutritibnal
inteke will not be seatert at 4 dining table withot staff
assistance, Restdent numbers 13, 32, 42, 4, 5 o 10,
and all residents with assistad dining needs, arg now
segted In the dining roar no st Hhan 15 minures
pritr to dining time. This will assure that the right to 2
dighifled and pleasant dining akperience wilf by
abserved for thdividuals who require asslstahce,
B} Waekly monftoring of the dining room protigeal will
be conducted by DON, Dletary Managér of thefr
deglgnee, The weekly manitoring will be reported to
the OA/QC) committee on 2 monthly basis,

E} If there are ho identifiad issues this will be
considered rasolved by QA/QCE at July GA/QC
megting,

2. Dignity t/t tolleting assistance

The facillty wiil ensure that the residents will rbeelve
timiely assistanice with personal needs while pieserving
the individual and coflactive resident’s rights tp dignity

SORM CMS-2567(02-09) Pravioud \1arsi|:ms Obsoleta
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F 241 | Contiiued From page 3 IF 244 | und pefsonal cholce. Thi will be accomplish&d Byl

at 7:18 AM reviealed the resident was directed to
sit at the assisted dining table. Within half an
hour, five additional rasidents (4, #5, #11, #20,
#32) were posjtioned at the same table with
residént #42. The six residents did not receive
food er fluids, They stared at the table and

A) All prreing staff wil raceive ih-service related to
alternak arens In the facility where resldents may be
assistos! with tolleting needs.  This will be provided on
March i, 8, 10 and 25, 2011, o

B} The first bathroom located on the right hand side of
Hall £ has hean designated for uso as alternative
testrogm for residents.

€) At thie tima of the noted Insufficiency, Rasident 110
was aqeompunied tt another restroom in the faciliby,

response either time and left the room. Several

(fifty-five minules had elapsed since resident #42
was brought tg the table), Interview with the DON
on 2F10M 1 at 2:15 PM revealed the residents who
required dining assistance should not have to wait
fifty-five minutes for staff to assist them.

2. During an observation on 2/8/11 at 7:30 AM,
CNA i1 agelated resident #27 to the tofiet in
hisfer bathropm, At that time, resident #11
msked the aidg for help to go to the bathroom.
When the aide stated that resident #27 was In the
bathrbomn, resident #11 stated, "I'm going to pe&
on myself.” The aide then stated, "I don't know
whatto do," aid left the room. During the
following 30 minutes, the aide came in and
checked residant #27 twice and left. Each {ime
the aide entergd the room, resident #1171 shauted,
“Ym doing to fee on myself.” The aide gave no
firmas over the next 30 minutes, resident#11
shouted at resident #27 to get out of the
bathroom. At 8:05 AM, the aide came back to the
rootrl and the urvayor asked if there was an
alternative way to toilet regident#11, The aide left
the rhom and momentarily came back with the
DON. The DON statad that resident #11 would be

tofleted in the hallway restroom, and the aide fook |

rasidant #11 t the haliway toilet at that time (35
minutes after the resident’s initial request for
toileting assisjance).

ity will ehsure individue! and collective
t's rights ko ignity and personal chaice. This

clothihg choices for residents, This will be providid en

tt, ease of use, ete. The rasidant and their
seiitatives ora alfowad the latitude of personat
cholee for their prefarred mode of dress,

(W] 11?15 Faciliyy will recommend appropriate clotbing
for residents, and will utilize those clothing item
pravided ty the resident apd their i
famiitas/representatives.

D) Resident #42"s responsible family member has baen
contacted and asked to remove the artlels of tlothing,
to sdsure that the Resident #42 does not have gheess

to that partievlar clotiing item,

4, Dignity o/t call ight time frame

Perdnsufficiency ldentiflcd with Resldent #40, the
facllity wiH ensura thar, Residant #40 and all resldents
will resaive timely assistance with personal negts
while preserving the individual and collective
resident’s rights 14 dighity and pecsonal choiced This
will be accomplished by:
A} Staff will be in-setvicad on answering call Hghts In s
timely manngr. Timely manner is dafined as ng longer
than 3 minutes from on-set, per notation by sulvey
team. This will be provided on March 4, €, 10, dnd 25,
2011,
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During an in

after the obsarvation, she stated that resident #27

usually did not
50 she just wa
DON on 2110¢
had baen edy
bathroom far
uhavailghle,

ferview with the aide immediately

take that long fo use the bathroom,
ted. During an intarview with the

1 at 2 PM, she stated that staff
atad to utilize the hallway

resident if his/her bathroom was

BTN ight Siriing WAl ba ripnitghed by BiSfef
tlesignee 3 imes per waek for a 80 day time franje.
Thosa individual staff members nok responding t Mely
will e imm ediately th-servicad at the timea of Incident.
G} Results of those audits will e reviewpd at tiue
monthly GA/QCI meeting. If there are no trenis b
issues, the OA/QL team will tetninate the revied:
requirement at the July quarterly meeting,

F 241

F233
S5=E

3. Review of th
assessment fo
residant was o

@ 11/6/10 guarterly MDS
F resident #42 revealed the
bahitively impaired and required

extensive assi
onh 2/6/11 from
the resident's
the thin fabric
was clearly vi
the halls pr wi

4. Observatio
resident #40
did not respon
Interview with
revealad she
light in a timel
performing ot
the resident o
that waiting fo
while it the ba
Interview with
revealed the &
would be ans
483.15(h)(2)
MAINTENAN

The facility m
maintenance
sanitaty, orde

stance with dressing. Qbservation
7215 AM until 1:20 PM revesiod
isposable brief was visible through
f the resident's slacks, The brief
ible when the resident wallked in

t to activities znd meals,

on 2/8/M1 at 11 AM ravealed

rmed hister call lght on and staf
until 11:15 AM (fifteen minutes).
A¥2 on 2/9/11 at 1:50 PM

as unabie to respond to the call
manner because she was

r duties. During an interview with
20110111 at 1:15 PM, s/he stated
staff to respond to his/her call light

hroom is "very frustrating,”

he DON on 21011 &t 2:15 PM
pactation was that call lights

erad within three minutes.

OUSEKEEPING &

E SERVICES.

st provide housekeeping and
ervices necassaly 1o maintain &
ly, and somfortable interior.

F 253 !

ORM CMS-2567(02-49) Previsus v{araionr. Ohesiete
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This REQUIREMENT s not met as evidenced A83.15 (h}2) HOUSEKEERING AND MAINTENMJCF.
by: SERVICES P
Rased on observation and staff interview, the b

facility failed to provide maintenance to ensure
the doors and walls in 16 of 36 reaident roams

1, Done frames and doors ’

The facifity will ensure thet casmetic repairs are
eonducted and maintained throughout the faciiity,
Thlswdll be accomplishod by:

and_one halbyay wers in good repair. The findings
were:;

1, Observation during & tour of the faciity from
9:30 AM throygh 10:15 AM showed the following
doors and dapr framas had noticeable damage:

a. Ih room #1 the bathroom door frame
had paint scraped off from the floor to & height of
97 inches on [ohe side and 18 inchas on the other,

b, In foom #3, the insice bathroom door
had a gash 3linches up from the floor that was 23
inches across.

¢ In room #5, the inside bathroom door
kick plate was loose from the door on the inner
side from thejbottom to 11 inches high.

d. In rpotm #7, the inside bathroom door
had a gash that was 3 ihohes above the floor and
35 inches in langth.

& In rhom #8, the inside bathroom door
had a 23-inch gash located 3 inches above the
floar.

§ 1n room #9, the inside bathroom door
had three gashes that wera 23 inches. in length.
g. in rhom #11, the inner side front door

kick plate had a 19 inch by 1 inch chip.
h. In room #17, the inner bathroom door

kick plate had a 3 inch by 2 inch chip.
i In riom # 20, the inner front doar kick
plate had a sgraped area from the floorfo 2 faet

up.

j. In rgom #26, the inner front door had a
floor to 22 inch area that had a "chewed”
appearance,

A) tterns 2, through n. will be repaired, painted, br
replaced by March 27, 2011, by the Malntenance
Manager, Al doors have been cleaned thoroughly and
thogs that required repair have been/will be attended
to. Specifically, the following actions have beenjwill b
talen for :

1z) Reom W1, —seratehag th the paintonh the |
bathroom doors have been repainted with the same
paint color as the current paint, "

L) Raom #8 = a wooden kick plate has been ¢
Instaligd an that door and stainad with walhut \gmud
ataln, and sealed, !

1.t) Koorm #6 = tha ick plate will be or has beelﬁ glued
and tacked into place with approved products, L

1.d.) Reom 47 —a wooden kick plate has been installed
on that door and stained with walnut woed stain, and
sealed. I
1..) Roam #1 - 1 wooden kick plate has been istalled
an that door and stained with wainut waod staln, and

on that door and stained with walnut wood staln, and
sealed. ‘

1.2} Room #11, - » wooden kick plate has been!
lnstalled on that deor and stained with waltiut Wood
stain, and sealed, i

1.h.} Reom #17 - a-waoden kick plate has heen|
instlied on that dosr and staied with naturaliwend
staln, and sealed, i

1,0} Room #20 - 2 new door has been lnstalln_-dl.

1) Room 1126 « et aspect of the door inta the
roat has been sanded and staingd ko match. This is
the only 4rea that was identified on that door fhat

sealad. i
1.£.) Room #9 - o weistlan kick plate has been I#stalled

FORM CMS-2067(02+87) Praviaus

araignz Qbsolate

Event ID: 320014

Facilly I0: WY0003
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k. In room #33, the inner hathroom door
frama had @ gash and chipped paint from the
floar to 7 inches.

Linro
platé had @ 3 |
m. In g
kick plate was

addition, thers|
door frame.

. In e
inner side was

2. Observatior
9:30 AM throu
wall and ceilin

a Inrg
was scraped g
bed.

b. In rcl

c.lnr

m #34, the inner front door kick
neh by 1 inch chip.

hom £35, the innar bathroom door
chipped 6 inches by 1 inch. In

was repalred, !
LK) Room #33—a new door has bear installed,|
1L} Room #34~a new kKiek plate has bean in2 talled.
1.m.) Room #36= a new kick plate has been installed,
) A walk through by Administrator or Deslgnr;q;will ha
ronductad afiar expected completion date o assvre
compllance kas baan met.

anpearad to be “chewed", thus it Is the pcr‘ciln fhat

el elingErangs

Was @ 2 100k gastt or 1 it

nm #36, the front door kick plate
chipped 2.6 inches by 3 inches.

during a tour of the facility from
hh 10:15 AM showed the following
) damage:

lom #2, a 5 x 2 inch area of paint
ff of the wall at the foot of the first

om #3, the distant bathroom wall

o #6, the bedroom window had 3

had a 24 inch 0Er:r.@.zpe-where pairt was damaged,

curtain rod hol
peinted,
d. Inrd

g that had been patched, but not

om #7, the hathroom front wali to

the back wall Ead an args whera paint was

scraped off th
inches squane

t was approximately 12 x 18

e Inrg
the back wall

o #8, the heat vent attached to
gar the floor was detached behind

the first bad and was laying or the flocr on the:

right side.

f. In ropm #30, the second bed had a 9 x
4 inch area o the wall at the headboard that had
heen repaired] but not painted.

g. In the haliway outside of room #30,
thate was a noticeabla crack across the entire
cailing that started down both walls.

h. In raom #35, there was @ S-inch wall
repair above the head of the second bed that had

A) Items g, through h. will be rapaired, painted, br
replaced by March 27, 2011 by the Malitenahcd
Menager:

2.a.) Rooin 42 - repainted

2.b.) Room #3 - rapainted

2.¢.) Room 46 — painted

Z.4.) Roor #7 - repainted )
2.6.) Room # = hantar vent covar was re-ottactied
2.5} Rpam #30 - repalnted T

2.} Hoom #30 hallwey = ceiling and walt caul
paintyble caulking, and repainted. :
2h.) Room # 35 —repainied. 4

ked with

B} A wa'k through by Administrator or Resignes will be
conducted sfter pxpected cornpletion date ta adsure
compHance has been mat. i

) After camplation of iram #'5 1 & 2 the Adrl’ﬂnlstratur
or designee wil] conduct a weekly walk -throligh
idantifying naeded aress of repair, palnting, pr
replacement. Wirk arders will be completed and
Maimtenance Manager will be respansible fol

.complotion of natssary repalrs and/or repléceimnts.

Any newly identfled repair issuas noted duringjwalk-
thraugh will be completed within 2 one week time
frame, ‘

D) K the weakly walk-through Identifies no afeds of
requirad repaly, the weekly watk through will h_h
rectuced to monthly after 90 days. L i

£} 0A/QC will recalve monthly report of accomplished
taeks for 3 80 day tme frame. IF tasks are & ﬂ)leted
on a timely basls the repatt reguiremant will bb
terminated at the July quarterly QA/QC meétimg.

SORM GMEW2567(02-99) Previous \19rsions Qbaolets

Bvent 1D, GCQO11

i
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!
|
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not been painted.
Interview with the maintenance director on
2110/11 at 10:30 AM, revealed that he was aware
of the issues with doors and missing paint, the
e further
a=he dule-ot
to repair the | — — 1 . =
[ 274 | 483.20(b)2)(i) COMPREHENSIVE ASSESS Far4| rem B/27/14
= ANGE
$8=0 | AFTER SIGNIFICANT CHANG £63.20(5){2)(i1) COMPREHENSIVE ASSESSMENT AFTER
A facility must|conduct a comprahensive SIGNIFICANT CHANGE
assesament of a resident within 14 days after the The facillty will ansure that upon natice of significant
facility determines, or shauld have determined, thange in condltion in one er more aress of -?ma
that thera has been a significant change in the tasident health stotus, 2 14-dey comprehonsh/
resident's physical or mentat condition. (For assessment will be condueted, This will be
accomplished by:

purpose of this section, a significent change
means a majof decling or improvement in the
resident's statlis that will not normally resolve
itself without frther intervention by staff or by
implementing standard disease-relatad elinical
interventions, that has an impact on mare than
one area of the resident's heaith status, and
requires iterdisciplinary review or revision of the
care plan, ot both.)

This REQUIREMENT is not met 23 evidenced
by:

Rased on medical record raview and stafi
interview, the facility faifed to identify 4 significant
change in physical condition for 1 of 2 sample
residents (#39) who experienced a significant
change in phygical status, The findihgs were:

Review of the [3/11/10 admission MDS
assessment showed resident #39 weighed 191
pounds, was 86 inches tall, and was noton a
planned weight change program. In addition, the

A) Al staff will recefve in-service refated to reP2iting
slgnifieant ehanges for Resident #38 and all gTier
residents to the interdisciplinary Team, Thi Wil be
completed on Margh 4,9, 10 and 25, 2013

B) DON or deslgnee do/wl recsive raport frpr™ charge
nurses, tevicwing potentil status changes 2 d the
DON or deslgnae will Instruct Charge Nurse 1¢ Consult
with the appropriate Interdisciplinacy Team Ermbsar
and dlicuss the cancerns with the residerit 2nd his/her
famlly/rep, If apphcable. |

¢J Inan effort Yo improve communication bljat‘”een

—etaff. oslslents and family members, a residg®

commuhication farm was developed and Imp!®hantad
In Octobar of 2010, This farm continues to I Utiilzed
and has baen succassful in lmpraving the
commuhication and follow-up of noted resldent status
CONEETRS,

1) A polloy was developed January 2011 ad réssing
welght changes bnd actions to be taken with)! the
parameaters ghan.

E} Weekly meetings invelving DON, Blatary M&hager,
MDS Coordinator, Wound Care Nurse, and th*
Adninisteator are befng conducted to raview “oights,
elein izsues, and nutritonal statys, Informat)o”
regarding resident concatns Identified at thid Meeting

1

e

“ORM CMS-2567(02-09) Previous \ersiona Ubsoleta

‘Bvent 1D RCQADMT
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F 274 | Continued Fram page 8 F 2745 eartad to 6 Inferdisciplinaty Tear, FRYSicin, the

resident wag npted to have edema, and na
pressure ulcers were present, Review of the
nurses' notes fevealed the following concerns
with the resideht's physical status and nutritional
intalke:
a. On 3/20/10 the resident was lathargi: and
pat.aating

resident and the residant vepresentative as
apwrapriate,

F) The Weight Moeting results wlil be reviewed gt aach
imonthly QA/OC! meeting. This 1s standard pradiica for
the facility and will retgin on-geing. T

b. On 3/23710 the resitent connued 1o De
lathargic and refusad to hold his/her head up.

&. On 3/26/10 the resident was slouching in
hisfhet chair and was very confused. The rasident
would hold foott in his/her mouth and then spit it
put when the nursing staff attempted to provide
assiatance with eating,

d. On 3/27/10 the resident confinued not fo
el

. On 3/30/10 the resident was rasponsive
only to painful stimuli and was hospitalized.

Review af the hurses' notes showed the resident
returnad to thel facitity on 4/8/10, following & nine
day hospitalization. The following significant
changes in the regident's physical condition were
noted:

a. According to the 4/9/10 nurses’ notes and
the 418110 "Skin Breakdown Report” the resident
had four pressura ulcers: one Stage )i pressure
ulcer on the cdoeyx, two Stage [l pressure ulcers
one on each right and left buttock, and one
unstageable ulcer o the Jeft heel, Review of the
"Residant Weekly Skin Check Sheet"” showed
there were no skin issues from 3/8/10-3/29/10
prior to the resjdent's hospitalization on 330110,

b, Review bf the weekly weight chart showed
the resident weighed 186.9 pounds on 3/16/10.
However, fallowing readmission to the facility the
resident weighed 174,1 pounds on 4/14/40 (a
8.8% weight Icjss in.30 days).

Review of|the medical record showed no

TR CMS-2567(02-09) Provious Vbrsions Chsvlote

Event [D: G004 4

Facility 152 WY0003
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Gontinued From page 9

evidence the interdisciplinary tesin had assessed
the changes in the resident's conditfon to
datermine whether or not a significant change
MDS assess
with the MD$ goordinator on 2/8/11 at 5:20 PM
confirmed the facility had not completed a

signifieantchanga-MDS. affer the resident's return

nt should be conducted. Interview

F 274

F 281
§5=D

from the hospital, Interview with the MDS
coordinator on|2/16/11 at 1:45 PM revealed the
tacility thought/ the weight Joss was due "In part” to
the residents adema, Review of the "Daily Skilled
Nursa's Notes! showed the rasident had 2+
adema prior to his/her hospitalization, Edema was
noted an 4/14 and 4/15 but not rated. In addition,
the MDS coordinator stated the resident was
"overweight" a# the time of har admission;
therefore, the facility was not concerned ebout the
significant weight loss.

According to the Centers for Medicare and
Medicald Services: Lang-term Care Faclity
Resident Assessment Instrument User's Manual,

 December 2002, ravised December 2008; A

"significant chéinge" is a decline or improvement
in a resident's |status that: 1) WIll not normally
ragolve itself without intervention by staff or by
implementing standard disease-related clinical
intervention, is not "self-imiting" 2) Impacts more
than one arealof the resident's health status; and,
3) Requires interdisciplinary review and/or
revision of the|care plan.

483.20(K)(2)(7) SERVICES PROVIDED MEET
FROFESSIONAL STANDARDS

“I'he services provided ot arranged by the facilify
must meet professional standards of quality,

This REOUIREMENT is nat met as evidenced
by:

F 281

“ORM CMS-2567(0;2-98) Previous Viersions Qbsolets * Ewvent ID: GOQ0Y
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Refar o F315

The services provided or arranged by the facility
must be provided by qualified persons in
aceardance with each resident's written plan of

care,

This REQUIREMENT s not met as evidenced
by:
Based on observation, medical record review,
and staff interview, the facility falled to provide
care in acgordance with the written plan of care
for 1 of 13 sample residents (#3), The findings

wera:

fot details regarding the facillty's
failure to check resident #3 for incontinence
aceording to the care plan.

283.20{K)[2){H) SERVICES BY QUALIFIED PE
CARE PLAN

The facllity will ensure that tolleting schedut
Residant 2 are conslstent throughnut. This will slso

with seheduled tolleting programs.
€} These interventions will be reviewed at regident
guarterly MDS assessment and Care Plan m

X&) 1D SUMVARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTICN 5
PREFIX (EAGH DEFICIENGY MUST BE PREGERED BY FULL PREFX (EACH.CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROBRIATS . "DATE
DEFICIENCY) o
F 287 { Continued Fltm page 10 - £ 281 [z | 3/2im
Based on ohservation, staff inferview and review
of the facility's policies and procedures, the Facility iiiﬁé‘é’;’.ﬁh‘ﬁf:i‘;’&fi:&?“‘”“ MEET
fafled to ensure 1 of 3 medication carts was
gecurad to prevent unauthorized entry. The The facifity will meet professional standards of|quality.
findings were: ]
A) The identified isofated incldent was Immadigtely
__ | Durifig_an observation on 218111 at 5:50 PM addressed with the responsible party.
medication cart #2 was feund Unatendes and "Ler%aﬁess : e an.-semLca;:ﬂiM cled gt i,
i : 1 s : the scheduled nurses magting on February 21,[201F,
unlugkied at the “"'“"‘.“"”" Stahon_' interview with the €) kandom atdits will be conchcted and raported at
administratoriat the time of the observation the QY\/616] mesting on a quarterly basis.
revealed the medication cart should have been
locked. He was observed o lock the cart. The
administratorlalso stated he would talk with the
nurse responsible for leaving the cart unlocked
and unattended, Review of the facility's policy and
procedure enfitled, "Security of Medication Cart,"
documented, ["When the medication cart is not
— being used, i must be locked and parked at the R
nurses' statio} or inside the medigation room." | | .——. U -/ £
F 282 | 433.20(K)(3)(1) SERVICES BY QUALIFIED F282| r282
55=0 | PERSONS/PER CARE PLAN

FORM GMS-2567(02-08) Previoys

praiong Obsglete Evant 1D: GCOO1Y

Facillty 1D; WYD003
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A ¥ DEFICIENCIES D " PROVIDER'S PLAN OF GORREGTION )
fah | pRRReLCEReRte | | | GBESIETERURE. | ou
TAG RECULATORY OR LSC IBENTIFYING INFORMATION) TAG i L N
inued F age 11 F 282 “The fatility wil ensure shat Restorstive program willbe
282 | Continued "rom pag . ina the facility' dblivered 28 recornmendad by facliity Therapist for
Refer to 7318 for details regarding the facility's Aksident #3 and | residents. This will be
failure to provide passive ROM exercises to the adcomplished by:
bilataral upPerjand lowsr extremities for resident A) A weeldy review of restorative programsiwith RNA,
#3 according tp the care plan. Therapy and Norsing fera 4 wezk time frame, )
: in the 4 week tim& periad,
F 300 | 483,25 PROVIDE CARE/SERVICES FOR [ 306| B} iFconcerns arg mat within ¢
the review will i conductad manthly for a 2 month
55=D | HIGHEST WELL BEING e
—= = - : &) Continund-review-after-suzeassful 3-manths, will-ha
Each r egi0ent must receive and ﬂ'ﬁf_écn!ty tTILIB‘[I dono at quarterly Care Plan review,
provide the necessaty care and servicas 10 attain
or maintain the: highest practicable physical, R PO
mental, and pgychosocial well-baing, in _ . | 3faz/11
acoordance with the comprehensive assessment I .
and plan of cafe. 483,25 PROVIDE CARE/SERVICE FOR HIGHEST WELL
p 1
BEING
| The facility will ensure that residants exhlhlﬂig sfs of
, . : pain when In active therapies will recaive a paln
Th'IE REQUIR MENT i not met as evidenced Assessment from Charge Nhrse and medlcatlém It
— by: 3 . . s | Indieated by physictan’s arder, This will be
Based on Phservation, medica! racord review, accornplished by:
and staff Merview, the facility failed to assess A) Residgnt #37 has baen praseribed routine pain
and address potential pain associated with ROM medieation 30 minutes prior to placemsnt ofl‘the atti-
exercises for 1 non- sample resident (#37) who ;Untrar:ture device. This was requested ardefad by the
. " . H . Jhysiclan on February 11, 2011, .
recaived rPstorative ROM. The findings were: B) Weekly review of RNA program wil be conlucter by
; Restorative Nurse. :
ObgzelVation on 2/7/11 at 3:58 PM ravealed ) Restorative Nurse will Identify concems 1%\:1 h the
rasident #37 had his/her left hand covered with an BON on a weelly basts for o 30 day tima frinje.
ace wrap Tesking, At that ime, RN #1 stated the ) If situation 15 resolved within that 4 week fime
resident’s ’th and was contracted, and the tame, the review will be done monthly fora 3 month
tme frame,
tlerichad fhgers caused a sora on the palm of d o
. 1 Upon the success of the monthly reviews, this will
hlS/h.Er hany, he RN further stated that statf !\ad then be done quarterly and reparted quarterly to the
applied a 90ft spiint and wrapped the resident's QA0 committes,
hand to pPvant salf removal. Interview on F) Restorative Nursing Program Review form Wil be
210111 2t 10 AM with CNA #2 revealed the | used to provide tformation to DON and OA/DC!
resident YGally pulled hisher hand away and commitine. |
physically Tesisted when staff attempted ROM
axercizes Or tied to apply the hand cone. The
aide also Slatdd that staff wrapped the resident's
hand to P8vent him/her from removing the hand
cone.
s, : :
“ORM GMAE-2687(02:98) proviilg Versions Obsolete Event L SCC011 Fagiity I WYO0003 If cotitination shaet Page 13 of 19
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F 309

Continuad From page 12

Reaview of the 10/24/10 quartaly MDS
assessment for the resident revealed s/he had
coghitiva impajrment, resistive behaviors, and
functional limitstion in ROM In one upper
extremity, Raview of the current care plan for the
resident showed s/he was at risk for altered
‘comfort/pain, and the intetventions for this risk

F 309

 hand is very contracted”..."has lesion aras fo left

included; administer medication as orderad,
position for comfort and monitor far signs and
sytmptoms of contracture formation. Review of the.
Octaber 2010 through February 2011 Restorative
Care Flow Regords showad staff were to apply a
splint to the resident's left hand at least every fwe
hours daily and perform passive ROM twenty
times a month] Review of the restorative care
prograss noteg showed the following
documentatiot]: On 10/4/10 thé resident refused,
... "hand contracture seems {o be getting worse
and worse, vely hard to ged brace on hand” On
10/4/10 the resident still refusing, cocperatas
"until fingers have to be" pulled "more than an
inch from palm of hand states pain is foo much
and hecomes pon-cempliant.” Further review of
the documentation in the restorative prograss
notas showad ftha resident "refused” the passive
ROM and/or spiint twelve times in November
2010, fourteen times in December and twelve
timas in January 2011, Review of documentation
in the 2/7/11 physician's order form showed "left

palm",..treatment started "cleanse with Bacitricin
and cover with & dressing every day",..until
healed, Review of the 10/11/10 rehabilitation
soreening conplated by COTA #1 showed the
resident had discomfort with ROM. However,
review of the 1/13/11 screening by the same
COTA showed the resident's discomfort with
ROM had progressed to "extreme.”

Inferview \rvith the DON on 2M0/1T &t 2:16 PM
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Continued Fro
revealed that,

m page 13
due to cognitive impairment, it was
rmine the cause of the resident's

factor, She st

aff had not considered pain as a
ted the pain assessments for the

resident showed sfhe did not have pain, but these
assessments did not inchude a thorough
assessment of pain as it related fo ROM

F 308

F 3156

TR CIRES, SNg L

have any pafn
gtaff had not
staff about mo
Interview on 2

riherstatedtheresidentdid ot
medications ordered and hursing
lked with the occtpational therapy
alities for paln prior 1 exersise.
16111 at 9:26 AM with COTA #1

revealed, dua [0 eagnhitive impairment, it
sometimes appeared that the ROM caused the
resident pain; and olher timas i did not,
483.25(d) NO EATHE’TER, PREVENT UTI,
RESTORE BLADDER

Basad on the resident's comprahensive
assessment, the faciity must ensure that a
resident who gnters the facilly without an
indwelling catheter js not catheterized unfess the
rasident's clinigal condition demanstrates that
catheterization was nacassary; and a resident
who is incontinent of bladder recelves apprapriate
treatment and services to pravent urinary fract
infections and o restors as much normat bladder
function as possible,

"l;‘his REQUIREMENT i nut met as evidencad
V:

Based on obsarvation, medical record raview,
and staff interview, the facility fafled to provide
services to keep residents as dry as possible for
1 of 10 samplg residents (#3) whi ware
incontinent. The findings were:

Review of the 12/27110 quarterly MDS

F a5

Fi15
493.25(d) NO CATHETER, PREVENT UTI, RESTORE
BLADDER

The facility wiil ensure thet toileting schedules are
ohservad for Resident £5 and all resldents, This will be
accomplished by:
A} In-service will be provided to buzsing staiﬁ on March
9, 10, and 25, 2011 for schedied toilating programs,
E} Care plan revision a5 needed far Individual residents
with sthedulad tolleting programs.
£) Thesa interventions will be' reviewed at rasident
yuarterly MBS assesamant and Care Plan meeting.
D} QA/QC! team wilf be kept apprised of thieprograss
of these reviews on @ monthiy basiz at theimonthly

QASOCH meeting,

3/27/14 |

ORM CMS-2867(02-98) Pravioua Varsions Dbsalets

Evant ID; GOQO11

Facility ID: WY o003
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assessmant g
incontinent of
plan showed
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o page 14

howed resident #3 was complately
bladder. Review of the 1/11 care
staff were o check and change the
F two hours during the day, During
hon 2/8/11 from 7 AM through 9:55

#1-changad-t

AM (2 hours and 55 minutes), the resident was

hot checked

F 315

o

318
55=D

safurated with urine at that time, and the cloth
pad beneath the rasident was saturatad with urine
and had a noticeable brown stain ring. The odor
of stale urine was apparent at the time. The adult
brief was marked as 2/8/11 at 4:50 AM for the last
change (& hours and 5 minutes).

During anlinterview with the aide immadiately
aftar the chsepvation, she stated she checked the
resident befo;F breakfast and bacame busy with
other tasks afterward and just forgot.
483.26(e)(2) INCREASE/PREVENT DECREASE
IN RANGE OF MOTION

Based on the comprehangive assessment of a
regident, the facility must ensure that & resident
with & limited range of motion receives
appropriate trgafment and services to increasa
range of motian and/or to pravent further
decrease in rahge of motion.

This REQUIREMENT is not met as evidenced
by:
Based on medjeal record review and staff
interview, the facility failed to ensure 1 of 7
sample residents (#3) with a decline in ROM
recaived adequate restorative services. The
findings were:

Review of the [12/27/10 quarterly MDS

F318| "

F318

A83.25(2)(2) INCREASE/PREVENT DECREASE (N RANGE
OF MOTION

The facility wili ensure that Restorative program will he
delivered as recommencied by facllity Theraplst for
Resfdent #3 and all resldents, This will be
arcomplished by;

A) A waeldy review of rastorative programs wl
Therapy and Nursing far a 4 week thne frame,
B} If concerns are met within the 4 week time poriod,
the raview will be conducted monthly for & 3 mionth
time frame. '

) Continited review, after successful 8 motiths, will ha
done at quarterly Care Plan review,

0} QA/QC feam will be kept apprised of the progress
of these reviews om & monthly basls at the monthly
QAL meeting.

RNa,

i

o

ORM CMS-2567(02.89) Pravious Vi

reicng Ohsolete Bvent.|D: Goan
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Gontinued Frdm page 156

assessment showed rasident #3 had ROM
impairment to|upper and lower extremities on
both sides, Further review of the medical record
showed the resident had decorticate posturing of
all extremities|(involuniary flexion of upper
extramitios, ingoluntary extension of lower

F 318

extremities) as a result of 2 severe head [njury

and was in a chronic vegefative stale. Review of 2
712810 physigian's order showed the resident
was to recelve passive ROM exercises from the
restorative program five times a week for passive
ROM to ankies, forefeet, and toes bilaterally.
Review of the [Restorative Care Fiow Records
revealed the

a. Reviaw!of the August 2010 Restorativa
Care Flow Record showed the rasident received
passive ROM three titmes from the 8th through
the 14dth, four fimes from the 15ith through the
21st, three times from the 22nd through the 28th,
and onca on the 30th.

b. Raview|of the Septembar 2010 Restorative |
Care Flow Regord showed the resident receivad
pagsive ROM four times from the 1st through the
7th, three times from the 8th through the 14th,
one time from fthe 15th through the 21st, three
times from the) 22nd thraugh the 28th, and on the
29th and 230thH.

. Review|of the October 2010 Restorative
Cuara Flow Regord showed the resident received
passive ROM four times from the 15th through
the 21st, and three times from the 22nd through
the 28th,

d. Review jof the November 2010 Restorative
Cara Flow Record showed the resident received
passive ROM three times from the 1st through
the 7th, four times from the 8th through the 14th,
four times from the 15th through the 21st, three
times from the!22nd thraugh the 28th, and o the

'ORM CMS-2587(0209) Pravious Vbrslons Gbsalete Event 0: 5aC011
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28th.
e. Raview pf the Dacember 2010 Restorative
Care Flow Reqgord showed the resident did not
receive passivie ROM from the 12/1/10 through
the 12/7110, twio times from the 12/8/10 through
the 12/14!10 trree times from the 12/22/10
through the 12 2810, and did not reosived
= s RO Hﬁﬁﬂ’ﬂﬂzﬁ FHEGT —
12/30/’1 0.
Interview with the restorative coordinator on
219111 at 9:35 AM, revealed the resident did not
always gef pagsive ROM exarcises as ordered
because the one person contracted to perform
passive ROM was not always available five tirmes
aweek, “ - . .
~ 329 | 483.25()) DRUB REGIMEN 18 FREE FROM F 329 “pang ! LY eyl
_4=0 | UNNECESSARY DRUGS '

| drug when us

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
d in excessive dose (ncluding

py); or for exoessive duration; or
without adeguate monitoring; or without adequate
indications for jts use; ot in the presence of
adverse conseguences which indicate the dose
should be rediced or discontinued; or any
nambinations of the reasons above.

duplicate the

Based on a camprehensive assessment of &
resident, the facility must ensure that residents
who have not Yged antipsychotic drugs are not
given these driigs unless antipsychotic drug
therapy s necessary to trast & spectic condition
as diaghosed and documentad in the clinical
record; and ragidents who use antipsychotic
drugs receive gradual dose reductions, and
entions, uhless clinically

, in an effort ta discontinue thase

483.25(1) PRUG REGIMEN IS EREE FROM
UNNECESSATIY DIRUGS [’
This facility will ensure that eech resident's med na!:lon
reglme will be frea from unngcessany medlcsttlo

A} Nursing staff will be In-zerviced on appfopnatje
interventions prior to administeation of hypnntiés This
will be tfompleted by March 25, 2011. i

B) Compilance will be auditad by DON or designee
weekly for 8 4 waek time frame.

) i rompliance Is suacessful, the audit will be done
monthly for 2 mohths.

D} If compllance is sucesssful, the audit will be
compieted guarterly with Care Plan raview.

E} Per MDS requitement, 8 sleep assessment is
tompleted upsn adimission and at qmrterly review of
Mbs,

F) Resident #45 has had the sieep pssessment
completed as par the MDS requirement, Gurratitly a
sleep pattern reviéw Is being done for all residents
(Incluslve of #45} who are preseribed a hypnotic for

geep‘;zt/bances ‘?’fﬂtt’&[ PWN h ,((f J‘

%?‘ﬁ H P AP

ORM CME-2587(02-89) Pravious V!

rslons Obsatata Event ID:GCQ011
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drugs.

| This REQUIR

EMENT is not met as evidenced

F 329

F 468
55=E

by:

Based un madical racord raview and staff
interview, the facility falled to ensure the drug
regimen was free of unrnecessary drugs for 1 of

12 sample re:

Review of the

showed s/ha had a 12/14/10 physician's order for

temazepam 7

sieap, Review; of tha resident's Dacember 2010,

January 2011
s/he received
terview showe
sleap assess
the resident's
that ather non
ware triad, Int
12:30 BM revi
assessmant f

According to
Drug Informat
temazeparn i
insomnia,

483.70(h)(3)
SECURED H

The facility m
secured hand|

This REQUIR

idents (f#45). The findings weare:
medical record for resident #45
5 mg {hypnotic) each night for

and February 2011 MARs showed
the medication eagh night. Further
no evidence @ cotmprehansive
ent was completed o determina
usuzl sleep pattern/disturbance, or
pharmacological interventions.
rview with the DON on 2/9/11 at
alad tha resident dit not have an
r sleap issuas.

e 11th edition of Lexi-Comp's 2010
on Handbook fior Nursing,
for short-term treatment of

ORRIDORS HAVE FIRMLY
NDRAILS

st equip cotridors with firmly
ails on each side.

EMENT is not met as evidenced

F 468
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by :
Based an observation and stsff interview, the ;ﬁ;’:{;{g’ CORRIDORS HAVE FIRMLY SECLIRED
facility faile: to securely attach a seven%eight
inch handralll to the wall In 1 of 4 rasiden Thafa .
I : cility will ensuee that al !
accassible hallways. The findings were: fastondl ovall handrsi sare ie"“’ew
) ) A) Repalr of the hantral hus been aetomplished as of
|.Buring an opbservation on 211011 at A&16AM, | | —B/21/2011.. This weis dotie Ly reint ol =
handrail thatwas 78-inches n lengih and located "hf'"g"“" ”"_7‘ rebalting to the wall to insure sfrengi of
in the securs unit outside of room #21 w".als rioted tB)‘j‘ dm::::'r'mran dfor desianes wil con Lth
: i ; Ignge nehuet Hangs-
EJ be loosely atiache to th?tw_a”- The r?h o nspection of hindralls on 2 weekly basis for 2.4
ecame defschad on the left side upon the waaktime fraine, T
application of slight pressure. Immediately after ) This will, If no concems are noted withln the 4 wask
the observation, the maintenance director wag tme frame, then be: done on tie monthly maintenance
shown the hiadndrail, During an interview at that g’“ﬂ:"f' '
time, the maiptenance director stated that the w’m o 'L*ft“:t“ﬂ ”ﬂ::ﬁ:tleeniﬂﬂ Department Managers
handrail attaghment was broken an the Uhder part Wéﬁkl\':/mdnthly mmspewgmﬁﬂsmeeﬂng e
of the left side. He further stated that the handrail it '
— should suppart the weight of an adult without
difficulty. :
§
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