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The following common abbraviations are usey 42912
throughout this docurment:
- icle Preparation and execution of this plan of
GNA- Gerifiad Nuree A sorreetion does not congtitnie an admission or
DON- Direstor of Nuraing agrecment by the provider of (he (tuth of the

facts alleged or conclusions wet forth in
statement of deficiencies. The plan of cortestion
I prepaved and/or executed solely because it is
required by the provisions of federal state and
law, Completion dates are  provided for
procedural processing purposed and corrslate

LPN-Licensed Practical Nurss
RN-Reglstered Nurse

ADLe- Activities of Dally Living with the most recently contemplated or
aeaomplished  sotteotive gction and do not
MDS- Minimum Data Set neeessarily correspond chronologivally to date,
The factlity is of thc opinion it was in
Loss tg?ergﬂl'lﬂmy “Egdﬂa?ﬁ'ﬁ;"at'ons witl be ‘ compliance with requirements of participation
annc N 8ac Gancienay. ; slive aoti EEASSATY. R |
F 164 | 483.10(g), 483,75(1)4) PERSONAL F 164" that corraclive aution was hecessary

g5=0 | PRIVACY/CONFIDENTIALITY QF RECORDS

The resident has the right to persenal privaoy and .
confitientiality of his or her personal and ¢linicel F164-Personal

records. Privacy/Confidentiality of Records

Personal privacy includes accommedsafions,

meadicel treatrment, writien and telephone Resident #25 has been discharged.

communigations, personal care, vilts, and o .
meetings of faml!yFand resident gl‘oup:..’,, but this H’he facility ensures that all residents
does not require the facliity to provide a private receive privacy during personal care,

room for each resident,

Excapt as provided in paragraph (€)(3) of this feertified Nursing Assistants will be in
xeapt ag provi e , !

sactic?n, the resident may approve or refuge the Se“"f“;d on “1? "111_3'01“@1% of
release of pargonal and clinical records to any providing privacy to residents during
individual outslde the facilily. personal care,

The resident's right to refuse relasse of personal

LABORATORY DIRECTORE OR PROVIDERISUPPLIEY RiEF RESENTATIVES GIGNATURE TITLE ‘ (N DATE
Nalio ~Fawdd) . AJAL: Apei] o aor0.

; Iy dedetivltred that
staloment ending with an Asterlsk {"} dahelos & deficlensy which the Insitition may be excused from c!urructlng pm\délng it
ﬁ;’.‘,‘;ﬁ‘ﬁﬂ?a':?,‘;’r’m pfcmida auﬁ'[olgnl protecilon to the patlants. (Sea Insrictions,) Exeept for ruralng hoimes, the findingy stated above are disciosable 80 days
tolipwitg the date of eltivay whether or not a pliah of cortaotion 19 provided, For nursing hornes, the abova findinge and plans of comaction are discloaabls 14
daye following the date thase documanta aro made avaliable to the faciity. 'lf.daﬂnlanﬁ are slied, an approved plan of cottattion fs raguisite to continued

progeam patticipation, 5(/ :,14 : W m w a1, %% —1
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F 184

 ghowed sithe had diagnoses to hclude diabetss
"1 Ohgervation on 3M3/12 at 7:34 AM showed the

" diel not close the privacy ourtaln becausa the

Confinued From page 1

and dinieal racords does not apply when the
regident js transferred tn another health care
[nstitution; or record release is required by (aw.

The facility must keep confidential all Information
cortained In the resldant's records, regardiess of
the form or storage methods, exeept when
release is required by transfer to another
healtheare institution; law; third party payment
contract or the resident.

This REQUIREMENT is not met as avidenced
by
Baged on medical recond review, obsarvation
and staff interview, the facility falled to provide
privacy during persanal care for 1 of 7 sample
residents (#25). The findings were:

Review of the madical record for resident #26
and bilateral balow the knee amputations,

resident was uncoverad in the room laying In bed
with hisfher night clothes pullad up to waist lavel.
Tha bed covers wera pulled back to the foot of
the bed and & wash basin was sitting at the
bedside. The resident's bed was located directly
across from the reom's entrance doer, In
acidlition, the privacy curtain in the roem was not
pwled and when staff or vigliora entered the
raom, the resident wag fully eéxposed. Interview
with CNA#S on 313412 at 10 AM raveslad she

resident was the only person agsigned to the
room &t that time, Howaver, she seknowledgad
the resident would be exposed to anyona entering
the room when the curtalng were not pulled

F184{To be completed by the DNS or
designes.

Five random obaervations of personal
care will be completed cach week to
ensure, resident privacy s being
maintained during personal care x 90
days. To be completed by the
DNS/designee.

Audit findings will be reviewed at the

QA meeting.

FGRM GMS-2567 [02-08) Fravicus Vatslons Obanlale Event I0: TR0

Factiity ID: WY0R0S If continuation shoat Page 2 of 27
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NAME OF PROVIDER OR SUPFLIER
THERMOPOLIS REHARBILITATION AN CARE GENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
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THERMOPOLIS, WY 82443

(X9 10 BUMMARY swﬁt\d@T OF DEFICIENCIES | 0 PROVIDER'S PLAN OF CORREGTION g
E B PRECERED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
p#ﬂ;‘“ éﬁéﬁ%ﬂ?f’ﬂ%’é‘mwwa INFORMATICHN) TAR cnoaa-nﬁmanﬁggﬁgéﬁ é‘%EAPPRDPHIATE - DATE
F 184 | Continued From page 2 F 184
around the resident.
F 170 | 483.10()(1) RIGHT TO PRIVAGY - F 170
8g=¢ | BEND/RECEIVE UNOPENED MAIL
‘The regident has the right to privacy in written 422912
communications, including the right to send and
prompty recelve mall (et f2 unopened. F170-Right to send/receive unopened
mail
This REQUIREMENT Is not imet as evidencad Curren facility residents are receiving mail on -
by Saturdays, .
Based on resident and staff Interview, the faciity The facility ensures that all residents recetve
fafled to ensure mall was delivered (o residents %il.il Tisa;tu'r(:ayts. Susinoss Offics.
, The finding s were; o Administralor, Business Office Managet
on Baturdays, The finding and Dircetor of Activitics will be in-servieed on
Interview with seven residents during a group the right for residents to rocoive mail on
meeting on 31312 at 1 PM revealed residents Satrdays. To be completed by  the
did not recalve mall on Saturdays, lnterview with - | Adininistrator. ‘ . N
the DON on 3/15112 at 7.5 AM verifled mail was An audit W!.“. be cmmpln.ltbcl zach v.vcck to insure
not dellvered to residants on Saturdays bacause that the facility has delivered mail to regidents
no administrative staff was avallable to pick the ench Satyrday % 90 days. To be completed by
n‘lé:: up afé’ﬂ.‘nav pr%sj ?ﬂﬁi ;}hﬁg&f;’wﬂgﬁher sald }’l\..:ci?idl?i:?cmrga:u:v‘:lrl d[i;)ilg?::ilewcd ut the QA
mail was dellve _ cting
: Satrdays, just not to the residents. Meehng-
E 225 | 483.13{e)(1)}(N-(I), (c)(2) - (4) F 225
s88=E | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS
4.29-12
The faoflity must not employ individuals who have
been found gullty of abusing, negiecting, or F225-Nurse Aide Registry
mistreating residents by a court of law, or have z
hed a finding entered into the State nurse aide , .
registry concerning abuse, neglent, mistreatmant C'N'_A 5 #l, #2 and fﬂ have been
of residants or misappropriation of their proparty,; verified through the Nurse Aide Abuse
and report sny knowledga it has of actions by a registry.
court of law agatnst an employae, which wouid
indleate unfitness for servics a3 a nurse akle or

FORM CMS-2667(02-40) Pravigiis Varslons Dbaclote

Eurnt [ 1KIQN

Paciity 1D: \WY0008

T M e Mook
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~ CENTERS FOR MERIGARE £¥3) DATE-SURVEY
STATEMENT OF DEFICIENCIS  |(X1) PROVIDERISUPRLIER/ICLIA VXE) MULTIPLE CONSTRUGTION '
AND FLAN OF CORRECTION IBENTIFIGATION NUMEER: A, BURDING COMPLE;ED
535054 B. WING — 0352012

MAMIE OF PROVIDER QR UPPLIER
THERMOPOLIS REHARILITATION AND CARE CENTER

STREET ADDRESS, CITY, BTATE, 2P GODE
PO BOX 1328
THERMOPOLIS, WY 52443

'The results of all Investigations must be reported

other facility staff to the State nurse alde registry
ar llesnsing authorities.

The facillty must ensure that all alleged viokations
involving mistresiment, neglect, or abuse,
including infuries of unknown source and
misappropriation of resident proparty are reported
immadiately to the administrator of the faciity and
fo other officlals in accordance with State law
through established protedures (inclucing to the
State survay and certification agency).

The faciitty must have evidence that all alleged
viclations are thoroughly investigated, and must
prevent further potential abuse while the
invastigation is In progress.

to the administrator oF his deslgnated
representative and to other officials in accordance

with State faw (including to the State survey and
certification agency} within B working days of the
incklent, and If the afleged violation is verifled
approptiate correstive aclion must be taken,

This REQUIREMENT is not met as evidenced
by
E{ased on review of personns! files and staff

interview, the facliity failed to review the State
nurse aide abuse ragistry before hiring 3 of 3
CNAs {#1, #2, #3). The findings were:

Review of personnal records on 3/14/12 at 326
PM for CNAg #1, #2 and #3 failed to ahow
evidence the State nurse aide abuse regletry weas
checked for findihgs of abuse or neglect prior to

STATENENT OF DEFICIENCIBS I PROVIDER'S PLAN OF QORRECTION e
&‘2}& (EAGS#E?AE%&;{F‘ENEY M'l\fsw BE PREOEDED BY FULL PREFX (EADH GORRECTIVE AGTION SHOULD BE COMPLETION
o REGULATORY DR LBC IDENTIFYING INFORMATION) TG CROBE-REFHRENCED TO 1HiE APPROFRIATE ]
T DEFICIRNGY)
F 224 | Continued From page 3 F 225

The facility ensures that all certified
nursing assistants are verified through
the Nurse Alde Abuse Registry prior to
hire.

The Director of Nursing and the

Business Office Manager will be in-
serviced onmﬁce of verifying
all certified nursing assistants through
the Nurge Aide Abuse registry prior to
hire to ensure compliance with
Wyoming law. To be completed by the
Administrator/designee.

A weekly audit will be completed on
all  certified  nurging  assistant
employment applications to ensure they
have been verified through the Nurse
Alde Abuse registry prior. To be
completed by DN&/designes.

Audit findings will be reviewed at the
QA meeting.

o f

FORM CME-R667(02-6) Fravious Yorelons Obsclota

Evepl ID: 1KIG11
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ﬁﬁ?ﬁﬁfé" g;? ggggg:&gm& o0 IGENTIFICATION NUMBER: ﬁ s:un.mn o COMPLETED
c
535051 B. WING 02/15/2012
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIF CODE
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THERMOPOLIS REHABILITATION AND CARE CENTER THERMOFOLIS, WY 82443
ARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PIAN OF CORREGTION (%8)
Jan (e BEROIENGY TR B PRECHDRD BY FUl. AGFI (ACH CORREOTVEACTION SHOULDBE | conbLerion
™e ARGULATDRY OR L8G IDENTIFYING INFORMATICR) TAG CROSE-REFERENCED T0 THE APPRUPRIATE
DEFICIENGY)
F 225 Gontlnued From page 4 F 228
thelr hire dates. The business office manager
confirmed In an interview on 3/14/12 at 401 PM
she wag unaware the nursé aide abuse registry
wag required to be reviewed prior to hifing CNAs.
F 226 | 483,13{c) DEVELOP/IMPLMENT F 226
sesE | ABUSE/NEGLECT, BTG POLICIES 42012
The facllity must deveicp and implement written
polieles and procedurss thet probibit F226-Facility Abuse Policy
mistraatment, neglect, and abuse of residents
and misappropriation of resident property. The facility has a policy and procedurs for
verifying all ¢ertified marsing assistants through
. the Nurse Aide Abuse Registry prior 1o hirg
This REQUIREMENT is niok met as evidenced The Faclity. seeec A FFE—Bolicies Aerveloy
by: o procedutestifcinde the roquirement for checking
‘Baged on s@gff mter\{rew, review of personhel the Nurse Aide Abuse Registry prior to hiring
files and facility policies and provedures, the any certified nursing assistants,
taoilty falled fo Include In their poficias and The Director of Norsing and the Business Oftfice
procedures the requirement for chacking the Mantager will be in-sarviced on the importance
State hurse alde abuge reglstry prior to hiring 3 of of having @ hifing policy that verifies all
3 CNAs (i1, #2, #3). The findings were: eortificd purdng essistants through the Nurse
Alde Abust Registty, prier o hire, to ensure
Heview of the undated facility "Abuse Policy" compliancs with Stste snd Federal law. To be
revealed {t was not daveloped to Include the completed by the Administraior/desighee.
requirament for cheuking the nure side abuse A weekly audit will be completed on all
ragistry prior to etployment, Review of perscnnel certified  mmsing  assistan  employmont
records for CNAs #1, #2 and #3 failed to show applicaiions to ensure that the faoility polivy for
evidence the State nurze alde abuse registry was verification thmughrthe MNurse Abuse Ruoglstry
chacked for findings of abuse or neglect prior to | has tﬂkej'l place. To be completed by the
thelr hire dates, Tha business office manager DNS/dosignee, ‘
confirmed in an Interview on 3/14/12 at 4:01 PM Audit. findings will be reviewed at the CQI
she was unawars of the requirement to check the meetifig,
abuse reglstry prior to hiring CNAs.
241 | 483,16(1) DIGNITY AN RESPECT OF F 241
sa=g | INDIVIDUALITY
4-29-12
The taciity must promete care for rasidents In a
thanner and In an envirorment that maintaing or
U FORMOME-2567(02.00) Pravious Vorsions Obeolale Evort D 1510 Farity I Wyoes If continuatioh sheet Fage & of 27
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F241-Dignity and Respect
F 241 | Contihued From page & guity p

ehhances each resident's dighily and respect in
full recognition of his or her individuality,

This REQUIREMENT is not met as evidenced
by:

E!s,asad on ohservation and resident and staff
Interview, the facility falled to ensure dignity was
maintained for 6 of 10 residents (#40, #43, 345,
#46, #47, #48) who [lved In the socure unit during
3 of 3 mmal abservations. In addition, the facility
falled to Interact with 1 of 12 sampls residents
{#42] in @ respectiul mannar during a meal
observation. Finally, the facllity failed to ensure
dignified personal hygiene during 3 of 3 random
abrervations for residents #14 and #25. The

firclings wars:
In reaard to meal ohservations:

1. Ohservation oh 3/12/12 at 520 PM showed
thare was a bathroom located in ane cornar of the
dining room in the gecure unit. Obsarvation
showed six of the fen rasidents (140, #43, #45,
#48, #47, #4B) who were aating their evening
maal were seated such that they could see into
tha bathroom while eating, Obsetvation showed
the bathtoom deor was open duting this tme and
resldants aould see nylon stockings and a palr of
comprassion stockings drying on the towel rack
anhd paper towels on the floor, A second meel
observation on 3/13/12 at 7.64 AM showed the
same sitluation, Finally, a third meal observation
on 3M14/12 at 12:30 PM revealed the bathroom
door was again opanh while residants were eating.
Interview with the DON on 31512 at 7:35 AW
revesled the bathroam door should afways
remaln closed, especially during meals,

F 24 lResidents #14, 440, #42, #43, #45, 446,
#47, and #48 arefstable. Resident #25
has been discharged; ™ » ma.ﬂ.h)
Coe w cﬁ-ikwd.“)
The Facility ensures that all rosidents
are ireated with dignity and respect
during dining and personal hygiene.

The nursing staff will be in-serviced on
the importance of ensuring that
bathroom doors, which are in view of
the dining room, will be closed during
the meal to ensure that the resident’s
dignity is maintained. To.be eompleted
by the DNS/designee.

The norsing staff will be in-serviced on
the importance of obtaining appropriate
utenslls for the residents to eat with,
thus ensuring that the resident’s dignity
is maintained. To be completed by the
DNS /designee,

The certificd nursing assistants will be
in-gerviced on the proper method for
determining correct brief sizing on
regidents thus ensuring resident dignity
is maintained. To be completed by the
DN S/designes.

The C.N.A. staff will be in-serviced on
the importance of ensuring that the

FORM CME-2507(02-0%) Pravious Viersions Obaclute Evont D: R

Faglity I0; Wyoo03 If confinuation sheet Paga 8 of 27
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A, BUILDING
c
535054 B WING D362
NAME OF PROVIDER DR SUPPLIER STREET ADRRIESE, GITY, STATE, ZIP GODE
PO BOX 1326
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' X4 1D SUMMARY STATEMENT OF DEFICIENCIZS P PROVIDER'S FLAN OF CORRECTION e
BREFIX (BACH DEFICIENGY MUST B PREOEDED BY FULL PREFIX [EAGH GORIAGGTIVE ACTION SHOULD BE GAMELEHON
TG REGULATORY QR LBC [DENTIFYING INFORMATION) TAG CROSS-REFEAENCED TO THE APPROPRIATE DATE
PEFICIENGY)
residents ing is clean and fteo
1 8 residents clothing is ¢ ,
F 241 Continued From page F 241 from food debris afier each meal, thus
2, Observation on 3/43/12 af 7:58 AM showed ensuring the tegidont’s dignity s
reaidant #42 dropped hisher fork onto the floor maintained. To be completed by the
duting breakfast, Continued observation showad DNS/designee.
RN #2 said '] bet we dor't have any exirg [forke]." The nutsitg staff will be in-serviced on
Epﬂlaigl Jﬁ:gﬁ ?ﬂ?g;;ggdu;ha:: f"[ﬁ:f gﬁéﬁi&k:nto the importance of ensuring that the
gald "Oh [s/he] has a spoon” and did not obtain a Wh?‘ai"ha'm. are clean prior to the |
clean fork for the resident ta finlsh eating residents utilizing them, t]:llls ensuring,
breakfast. the resident’s dignity is maintained. To
be completed by the DN8/designee.
In regard fo personal hyglens:
Five random audits will be completed
4. Review of the March 2012 nursing renthly .
simmary sheet for realdent #25 showed s/ha was oach wesk to ensure that bathroom
oceaslonally incontinent of urine, and received doors, which are in view of the dining
diuretic therapy (used to increase uring output), room, are closed during meals x 90
Observation on 3/13/12 at 9:40 AM, while days. To be completed by the
inferviewing tha resldent i hisfher room, showed ' DNS/designee.
s/he was Incontinent of urine, Although the
resident wore an incontinence brief, the floor \ \ \ ‘
boneath the resident was poolad with urinz, The. Five random audits will be complr:fted
resigent stated s/he would need to call each week to ensure that appropriate
housekeeping to clesn the floor, At 3/13/12 at dining utensils are available to the
9:50 AM obsarvation showed CNA#S changad nursing staff and are being wtilized by
Gorde vt Hcrinon . Tho s o esdms 50 G To b |
fastansd, the fasteners would hat hold the brief completed by tho DNS/designee.
olosed. Further, she stated larger incontinence . L
briefs had been raquested for the resident, Five random audits will be completed
intarview with CNA#6 on 3/14/12 at 410 PM each week o ensure that the residents
reveaﬁ*gti ige hiﬂd regort:d tg r? rflur:;ptrh; mitgﬁnt clothing is clean and free from food
heeded latger incontinence briefs appro o aff
one month ago. During an iterview with the DON debmle: (']m]: ":_;" al 9['):159/3 d'arys-. To be
on 3/15/12 at 12:50 PM she acknowledged she completee by the esignee.
was aware the resident needed a larger size of
Ihcontinence briefs, She further sakd the proper
glze had not yet boen determined ao they had not
EORRM CMWS-2A67(02-60) Provious \Rergions Obaslolo Evsnt 1D; 1KI014 Faclity [D: WYD00S if continuation sheef Page 7 of 27
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A rebidant has the right tc reside and recelve
sarvices In the facttity with ressonable
aecommeodations of individual neads and
preferences, except when the health or safety of -
the individual or oiher residents would be
endangered,

This REQUIREMENT is nof met as evidenced
by:

Based on ohservation and staff and resident
interview, the facility falled to ensure the
necessary accommadation wes made In regard
to providing an overhaad trapeze for 1
nen-satnple resident (#14). The findings wera:

Ohearvation on 3713112 at 1 PM showed there
was no overhead trapeze on the bed of resident
14, Interview with the resident at the same time

F246-Reasonable Accommodation

Resident # 14 has an overhead trapeze
in place.

The facility ensures that residents are

provided with necessary
aceotnmodation regarding  providing
overhead trapezesor 0 (o

The nursing staff will be in-serviced on
ensuring that an assessment of mobility
and/or functionality will be performed
prior to the removal of an overhead
trapeze. To be completed by the
DNS/designee.

. PROVIDERISUPPLIERICLIA MULTIPLE CONSTRUGTION
ggﬁ?ﬂi«“&? Egr‘fﬁ":a“é’f-?'o‘ﬁ“ ) IDENTIFIGA"ﬁlCJ\‘;I MUMBER: o2 COMPLETED
A, BUILDING - e
35051 B.WiNG 03
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, BTATE, ZIP GODE
_ PO BOX 1325
THERMOPOLES REHABILITATION AND CARE GENTER THERMOPOQLIS, WY 82443
ENT OF DEFICIENCIES s PROVIDER'S FiAN OF GRORRECTION by
.9;",3,5& (EA(?I—IIJ %‘e”ﬁé?éﬁéﬁﬁh“w BE m?-aéﬁuan RY FULL PRIEFIK {EACH CORREGTIVE ACTION SBHOULD BE COMBLETION
TAQ REGULATORY OR LEC IDENTIFYING INFORMATION) T GROSS-REFEREEJgI!:_Ig!Eﬁ g;l)EAPPROFRIATE bAvE
Five random audits of will he
i F 241 | Continued From page 7 F 241\ completed each week to ensurs that
. been arclered. resident wheelchairs are clean X 90
: 2, ObSBWEﬁDn oh 31312 at 1PM showed days. ‘TD be 001np|6tﬁd by the
non-sample resfdent #14 arrived for the resident DNS/designee.
council meeting with crumbs and food debris on
higfher shirt from lunch. In addition, the seat belt Audit findings will bo reviewed at the
on the whealchair was not slean, Observatlon on QA meetings.
3/15/12 at §:20 AM reveufed the resldent again
had on & solled ehit and the seat belt In the
wheelchair remained soiled. ntarview with the
resident at this time revealed s/he was hothered
by the (agk of a clean and neat appearance. The
residert safd appearanca was Important to
imfer and sthe needed staff assistance with
personal hyglens,
F 246 | 483.15(c)(1) REASONABLE AGCOMMODATION F 248 4.99-12
s9=0 | OF NEEDS/PREFERENCES -27=

EORM CMS-2507(02-09) Provious Yeralons Odsalow

Bvent ID; 1KIQ#

faoilily ID; WYQ00S

if sontinuation sheat Paga 8 of 27
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A facility must use the results of the assessment
to develop, review and revise the resldent's
comprehenaive plan of care.

The facllity must davelop & comprehensive care
plan for each resident that includas measurable
objectives and fimetables to meet a resident's
medical, nursing, ahd mental and psychosocisl
needs that ara ideniifled in the comprehsnsive
assessmant.

The oare plan must describe the services that are
to he furnished to attain or maintaln the resident’s
highest practicaple physiesl, mental, and
paychosoalal well-being aa raquirad uhder
§483,28; and any setvices that would otherwlse
be required under §463.26 but are not provided
due to the rezldent's exargiss of rights under
§483.10, Including the right to refuse treatment

F279 —~ Care Plan

Resident #11 has had a comprehensive
care plan oompleted.

The facility ensures that all residents

have comprehensive care  plans
completed.
The MDS coordinator will be in

serviced on the importance of ensuring
all residents have a comprehensive care
plan in place. To be completed by the
DNS/designee.

i )
A, BUILDING i o
535051 B WNG — 03/152012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP COBE
MOPOLIS REHABILITATION AND CARE GENTER PO BOX 1325
THER | THERMOPOLIS, WY 82443
o) 1D SUMMARY BTATEWENT OF DEFICIENCIES D *’“"‘é‘é’ﬁ&é&’m& ngﬁgﬁgm‘%ﬁ ok
I DR G e L
A weekly audit will be completed on
F 244 i?;r;irl‘:: ?hi?r:ngg?): his/her bed was remaved P28 residents with a request for the a.aouf‘f‘MM
a few months ago. The resldent said s/he thought removat—of—an—overhead—trapeze, fo "fn-’“f‘ .
it was removed heoause [t wak broken, Tha ensute than an assessment of mobility
resident further said s/he really would like to have and/or  functionality  has  been
it back because it helped with bed mobility. performed x 90 days. To be completed
Interview with the DON on 8/16/12 at 736 AM " desi
_ by the DN/ designes,
revesled, the frapeze was not broken but was
removed because the CNA staff sald the resldent P . e
no longer used t. The overhiesd trapaze was then Audit findings will be reviewed at the
removed and placad an another resldent's bed, QA meeting.
The DON confirmed no assessment of the
regldent's mobility or functionallly was performed
ptiot to ramoving the trapeze from the bed to
detarmine if the ovarhead trapeze was needed or
not, [t was Just removed baszd on the CNAs
staternent.
F 278 483.20(d), 483,20(k)1) DEVELOP F 278
$5=0 | COMPREHENSIVE CARE PLANS 429-12

g N

FORM CME-ZE07(02-00) Provicus Vardlona Obsolele

[vent (0 41K1044

Facllily i3: Wyagod

1f continuation sheat Page 9 of 27
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PREFIX
TAG
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F 279

F 280
$5=E

Confited From page ?
under §483,10(h){4).

‘This REQUIREMENT s not met as evidenced
by!
Based on medical record review and staff
interview, the facility failed {0 ehsure 8
comprehensive care plan wes developed for 1 of
13 sample residents (#11), The findings were;

Review of ihe medical record for resident #11
revealed sfhe was admitted on 12/27/11 with
mrultiple diagnoses including hemiparesls,
dysphagia, hyperglycamia, hypentension, bllateral
below knea amputation, osteoartirilis and a
history of bladder cancer. An intetdisciplinery care
plan was dated the day of admission and
vonsisted of a single sheet check-off form, A
gomprehensive care plan was not found in the
record. Asingle sheel care plan conference
summary was found In the record dated 2/23/12.
However, none of the 16 care area categories
identifled ag problems were addressed except
activities. A line was drawn through the form
stating “continue plan of care.” Interview with tha
DON on 3/15/12 at §:48 AM verified thers wag no
other came planning documentation In the record,
483.20(d)(3), 485, 10(Kk}(2) RIGHT TQ
PARTIGIPATE PLANNING CARE-REVISE CP

The resicent has the right, unless adjudged
Incompetant or othwiwize found to be
incapacitated under the laws of the State, to
participate in planning care ehd treatment or
changes In care and treatmant,

A comprahensive care plan must be developed
wikthin 7 days afler the complation of the

F 27| Five resident care plans will be audited
each week to ensure that they are
somprehengive and complete x 90
days. To be completed by the
DNS/designee.

Andit findings will be reviewed at the
QA meeting,

F 260
4-29-12
F280 — Participate in Care Planning
Resident #5, #39 and #44 have current

-and updated cave plans. Residents #18
and #25 have been discharged.

FORM CMR-2507{02-54) Provious Vorskns Obsclata Evint 1D; 11€1G:44

Fatliy ID: WY0003 W conllquatiop sheel Prge 10 of 27
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F 280 | Continued From page 10 F 280 . _
corprehensive assessment; prapared by an The facility ensures that resident care
interdizoipiinaty team, that includas the attending plans are updated @il reflect the
physician, a registered nurae with responsibility resident’s current siatus.
5‘1;" *?t? mﬁ‘dﬂ"é’ fm:n ?;';ﬁfgypfgggggﬁﬁf ligﬁ 5 The MDS Coordinator and the licensed
sclplines as deterr - \ . . A .
and, o the axtent practioable, the participation of lim.rmr:fga ':aﬁ ::ll be in f”’md ‘1" ﬂ;e
the rasident, the rasident's family or the resident's mporianaeé o VW"“E e care plan to
legal representative; and periadically reviewed reflect the resident's current stalug,
and revised by a team of qualifled persons after ' ; b
each assessment.
. interve
This REQUIREMENT s not met as evidanced paum}
by interventions are in plate as i
Based on observation, staff Interview and To be completed by the DNS/designee.
medical record review, the faclity failed o ensure
care plans were updated to reflect the current - ‘ , o
status for & of 13 gﬂmpl& rasidants (¥, #18, #26, Five random care plans w.ll be audited
7189, #d4), The findings were: Nore. (;z_.
1. Review of the quarterly MDS nasessment ) S:&/ﬁ ::
dated 1/11/12 for residlent #3¢ showed she
| required extensive aesistance for bed mobility M
and for transfars. Review of the undated care ?*{
plan revealad the following concerns:
a. A transfer pole af the bedside was included :
as an intervention on the care plan, However, x 90 days. To be completsd by the
observation an 31342 at 8:10 AM showed there DNS/designee.
was no transfer pole at the bedsida. %ntanéle\r.]v
with CNA#1 oh 31312 at 10 AM revealed the . . , _ "
resident had not hac the transter pole by the bed 3:’:‘” ﬁ";'.d'"gs will be reviewed at the
for approximataly ona month. thiarview with the A meetng.
DON on 81442 at 1:26 PM revealed the tranafer
pole was placed by the restdent's bad but s/he did
not uge it 50 It was removed.
b. The care plan included the use of a walker;
FORM CME-2667(02-09) Proviaun Varslens Obboivte Evetif 1D: 11610071 Faglity ID: WY0ao3 If cantinuatioh sheet Page 11 of 27
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F 280 | Continued From page 11 F 280

howsver, abservation on 3/13M2 at 8:10 AM
showed CNA#4 and RN #1 transferted the
resident from the bad to histher wheelchair using
a sit-to-stand mechanieal fift. The use of &
sit-to-gtand mechanioa) iift wag not included as an
approach in the current care plan.

¢. Intsrview with the DON on 3/14/12 at 1:25
PM verified thia resident’s care plan did not
accurately refiect the cutrant plan of oarg and
needed to be updated.

2 Review of the 6/24/11 inltial and the 9112111
aned 12180711 quarterly MDES aseesaments for
resident #44 showed stha required superviglon
with one person physical assist for meals, Review
of the 21512 care plan showed ihe resident
| required set up and suparvision with only
oeoaaional IImited assistance, Howevar,
obeervation of the evening meal on 34212 at
5:20 PM, breakfast on 3M3/12 at 7:64 AM andd
{unch on 371412 at 12:30 PM showed the
resident raquired totel assistance of one far
eating. Addltionally, the physician ordered health
shakee thren times duily and finger foods as
available which were ot Included in the care plan
ats Intarventions. Interview with LPN #2 and CNA
44 on 311412 at 2:35 PM verified the care plan
was ot acourabs based on the resldent's current

heads,

3. Review of the March 2012 nursing summary
sheat for resident #25 showed s/he waa
poeasionally incantinent of urine and needed
supervision during transfers. Observadion on
3113112 at £:50 AM showed the tesident was
Incontinent of uring and Uesd at incontinence
brief. Futther oheervation showed the rasident
used a transfer board to mova from the bed o

FORM GME-2667(072-69) Provioye Verslons Obsolete Evant (D 1KIG11 Faclily I2: w0003 If continuation sheet Page 12 of 27
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F 280 Continued From page 12 Faa0

hisfher wheel chait with one staff member
assisting in the transfer. Review of the Caire plan
that was last updated on "2/2012" showed it did
not reflact these current needs of the resident,
The care plan showed the resident required two
people to transfor and with the use of a
mechanical Ift. Further, it showed the rasident
had & catheter In place fur bladder drainage.

4. Review of tha admisslon MDS asseasment
dated 2110012 for resident #18 showed s/he was
at rigk for developing pressure ulcers and needed
assistance with ADLs, The follewlng concerns
with the care plan were identified:

8. Review of the care plan showed the
resident was at rigk for pressure ulcers but there
were no preventive measures dentified.
Ohservation on 3/13/2 at 8:30 AM showet the
resident had & cushion on the seat of the
whaelchair but the cushion was not included in
thes care plan,

b, The cate plan showad the resident
received restorative services for ADL tralning.
Hawaver, inferviaw with the MD& caorginator on
81512 at 8 AM confirmed the residant was not
on & restorative program. Instead, the resident
was receiving ostcupational and physical therapy.,

5. Review of the undated care plan for resident
#5 showed It was not updated to refleaof the
current status of the resident. The following
concerns were noted:

A, Raview of the falls sasesamants for the
rasident showad s/ had fallen on 2112112 and
214712, The resident was sent to the emergency -
mom after gach incldent, Further reviaw showad
possible contributing factors Included the reslcent
would oftan farget to lock higsher wheal shale

FORM CM2-2E67(02-55) Provicus Verslons Ohuolety Evant I:{KIQN. Ty 1: WYQUUS " If contlnuation aheet Pags 13 of 27
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A

! F 280
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Confinued From page 13

during transfars, In addition the resldent had a
racenl changs In hisher medications that was
identified as a possible confribiting fagtor,
Review of the residant's care plan for falls with a
target date of "6/2012" showed 8/he was only at
risk for falls, It did not include any of the identifled
contributing factors or preventive meastres for
falls,

b, The 2/22/12 guarterly MDS assessment
showed the resldent was at rizk for developing
pressure ulcars. The skin and ulcer reatments
for the pravention of pradsure uloers included
pressure reducing devices for hisfher chalr and
ped. Raview of the undated care plan for
pressure uloers shawed 1t did nat indlude soy
preseure veducing devices to be used o pravent
the development of pressure wicers,

8. An Interview with the MDS coordihator on
3/15/12 at 9 AM revealed she was behind in
updating resident cara plans.

483,26 PROVIDE CARE/SERVICZS FOR
HIGHEST WELL BEING

Each resident must recelve and the facility must
provide the necessary care and services to attaln
or maintain the highest practicable physical,
mental, and psychosoclat well-belng, In
aceordance with tha comprahensive assessment

and plan of care,

Thig REQUIREMENT I8 not met as avidenced
by:

Based on observation, medical record raview,
and resident and staif interview, the facllity failed
to ensure 1 of 12 rasidents (#13) received

F 280

F 309

F309-Care and Services for Highest
Well-being
Resident #13 infection  has
resolvex,

The facility ensures that residents
tecelve  ongoing  assessing  and

monitoring of ongoing acute infactions.

eye

The licensed nursing staff will be in-
serviced on the importance of assessing
and then informing the primary

4-28-12

FORM OMS-26707 (32-08) Pravious Varslops Olrecloto

Cvent IN: K101

Faity IPs Wyapny
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physician of signs/symptoms of ap
F 308 | Coninued From page 14 F308lacute infectious process timely and to

ongoing assessments and monitoring as needed

info ministrative nursi taff if
for an ongolng acute infection, The findings were: | rm ad hg &

the primary physician does not respond
to the phone call/fax. To be completed

Review of a nursing note dated 2/6M2 for ]
by the DNS/designee.

resldent #13 revealed the resident complained of |
"left eye buming, dralnage.” The physlsian was

notified and conjunctivitis was diagnosed. The
resident was treated with a tabramyein eya
solution for 5 days, Further review of the record
revesied the physiclan was contacted via fax on
3412 tegarding the resident's eye. The fax from

All residents experiencing an infections
process will be audited at morning
report to ensure that the primary
physician has been contacted and that
the resident is receiving treatment % 90

the facilly showed, "resldent's eyes have
purulent, green matter, left worse than right. May
I have something for them, Complaing eyes
ltching, bothering [him/hier). Was on Tobramyein
in February for same-sigh and symptoms," The
physician yesponded five days lnter an 3/8M12 with
& communication that showed "nofed." The
| following concerns wers [dentified:
@, Obeervaiiah on tha first day of survey
(312/12) at 4:01 PM ravealed the resident was In
hisfher room. Upon approaching the resident, it
was apparent the resident's loft eye waz inflamed
with discharge, The resident stated at that time,
the eye was "painful and tehing." Additional
record review revaaled anothar faxed nurses'
gommunication to the physiolan related to the
reidents eye dated 3112/12, Review of the
communication showed, “left eya red drainage
irritation, Toonjunctivitis.” An order for an
appointment wag recalved, and the fesldent was
then seen and treated for the aya infaction the
following day (8/13/12), nine days after the 3/4/12
communication to the physiclan.

b, Intetview with the DON on 515112 at 9:48
AM revesiad the faciity should have called the:
phystcian for an aclite change of condltion to
obtaln treatment In a maore imely manner,

days. To be completed by the |
DNS/designee.

Audit findings will be reviewed at the |
QA meeting, ‘

FORM GMS-2607(02-89) Pravioua Varaions Chaolate Evang |B; 1K1 Facilly i0; Woans If confintietion ehast Pags 15 of 27
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F 312 [ 483.26(=)(3) ADL CARE PROVIDED FOR F 312
<D | DEPENDENT RESIDENTS
A F312-ADL Care
A resident who Is unzble to carry out activities of
daily IvIng recefves the nacessary services to Resident #25 has been discharged.
maintain good nufrition, grooming, and personal The facility ensures that correot
and oral hyglene. technique is utilized during resident
incontinence/perineal care.
This REQUIREMENT s not mat as evidenced The certifted nursing assistants will be
by: in-serviced on the correct technique in
?af??d tgn}medlggl r‘r:\?lz:'\fd é’?:tilﬂe\'% g:?i?;ggglm;es providing incontinence/perinsal care.
ataff interview and :
and procedures, the faclity failed to snsure To be completed by the DNS/designee,
acoeptable technigue was used during 1 of 4 . o
observationa of perineal care, which affectad Three random audits will be completed
sample resident (#25). The findings were: each week to ensure that correct
. technique of incontinence/petiheal care
Review of g,:? 1’3‘?"' ﬁ;ﬁ&“;gﬂggﬁg}g? sthe is being utilized x 90 days. To be
asessament for res _ o
needed exiansiva assistanue with personal completed by the DNS/designee.
hygiene. Observation on 3/13/12 &t 9:60 AM _ _ _
showed the resident was incontinent of urine. Audit findings will be reviewed ai the
CNA#S lennsed the resident's right buttack but QA meeting.
did not cleanse hisfher feft buttock, anterior
petineum and lower back where urine came In
aontack with the skin. During an interview with tha
CNA Immeriately following the observation, she
acknowledped she was to cleanse all aress of the
skin that came in. contact with urine. Review of
the facily's procedure for perineal care showed
the buttocks, thighs, perineum and publc areas
were to he cieansed thoroughly. 429-12
F 323 | 483.26(h) FREE OF .ﬂ\oczllzuzrq\'gl Fa23
=F | HAZARDS/SUPERVISIONDEVIGES
S3=E F323-Free from Accidents
The faciity must enaure that the resklent
environment remains ag free of aceident hazards

FORM OMB-2667 (02-60) Provious Verelons Chsaleto

Bvent 1D 11O

Facllity ID; WYonos
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")

F 823 | Continued From page 16

as s possibie; and each resident receives
adequate supervision and assistance davices to
pravant aceldents.

This REQUIREMENT i not mat as evidenged
by

Basad on obsarvation and staff Inierview, the
faollity failed to ensure a safe enviranment in 2 of
31 resident ropms (#8 and #9) and in 1 of 1
sacura care units (SCVU). The fndings were:

1, Observation on 3/14M2 batwesn 11:48 AM and
1:14 PM revealed a 6 inch by 14 inch section of
baseboard heater cover in reaident room #0 that
was pulled away from the wall exposing the metel
heater bahipd It In addition, the baseboard cover
in the bathroom of resident room #9 wag algo
coming awsy from the wall and exposed a sharp
metal edge. The baseboard cover in resident
raom #8 also had begome disiodged.

2, Perfodic ohservations from 31212 at 3:48 PM
through 3/14/42 at 3:00 PM revealed the twp
handrails on each side of the door lsading into
the activities room In the SCU had gaps at the
ends which created a pinching hazard for
residents. The facillty manager was intorviewed

| on 314112 Bt 1:48 PM and confirmed the
abaarvation,

3. Observation an 3/12/12 during tour of the 5V
from 4 PM to 4:30 PM revealed & radio cord was
hanging from a six foof high shelf In the dining
room where resldents could reach and pull the
radlo down upon themselves. The cord remained:

e

) SOMMARY STATENENT OF DEFICIENGIES T o PROVIDER'S P}AN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORREGTIVE AGTION SMOULD BE OOMPLETIEN
TAG REGULATORY OR .82 IDENTIFYING INFORMATION) TAG GROSS REFERENCED TO THE APPROPRIATE DATE
- )
ooy ¥ 70

Fa23fResident # 8§'s soom-—has had the
baseboard cover segured properly.

Wﬁ? oo _has had the

bathroom baseboard cover has been
secured properly as well as the
baseboard heating cover.

"The hand ratlings outside of the activity
room have been repaired.

Facility staff will be in-serviced on the
importance of reporting/documenting
safety concerns to the maintenance
director to ensure a safe environment is
provided for the residents. To be
| completed by the DNS/designee.

Five random resident room audits and
hallway railing will be completad each
week 10 engure that a safe environment
is being provided x 90 days. To be
completed by the DNS/designes,

Audit findings will be reviewed at the
QA meeting,

PFORM CMS-2507(02-08) Pravieus Versione Ghaslate Eivani I 1KI0T

Fanllity 1D: WYiH003 'f continuation shast Page 17 of 27
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# 323 Continued From page 17 Fa23a
there until 3714112 when it was secured in a way
whera rasidents were unable to reach I, Also in
the S activides room, a television was sittihg
on ah unstable TV stand, Obaervation on 3/13/12
at 8:15 AM revaaled resident #44 altempted to
push the telavigion off the table. Tha television
wag not secured to the table It was sitting on and
Tt was obeervad to move whan the resldant
racked it back and forth, interview with LPN #2
ard CNAT#4 on 514712 at 2:35 PM verifled the
| unsacured television was & potential safaty
hazard, Intarview with the facility manager on
3114112 at 11:52 AM reveatad he was concarned
about the above observations as they did
repregent safety hazards. 42917
F 3321 483.28(m){1) FREE OF MEDICATION ERROR I 832 e
we=p | RATES OF §% OR MORE

The facility must ensura that i is free of _
medication airor rates of flve peroent or greater.

This REGIUIREMENT is not met as evidenoed

Basad on observation, medical record review,
and staff interview, the facillty failed fo maintaln a
Imedication error rate under five percent (%),
Three erpois accurred out of 44 opporiunitles for
arror, resulting In an efror rate of 6,8%. The
findings were

1, Observation of medication pass on 3M14/12 at
7:30 AM revealed resldent #40 had '
Suironolactone (diuretic, antihypertenatve) 26
milligrams ardered for administration at 8 AM,
Dbzarvation revealed the medication was not
administerad because acoording to LPN #1, it

F332-Medication Errors

, anld
Residents # 40, #23 and #4 are stable, g1
The facility ensures that the residents
receive  madications as per the
physician’s order.

The licensed staff will be in-serviced
on the five rights of medication
administration. To be completed by the
DNS/designee.

Three random medication pass avdits
will be completed each wesk to ensure
that the residents are receiving their
medications as ordered by their
physicians, and that the five rights of

opo)

b

FORM OMB-2667(02-00) Frevious Verslons Obaciote

Evant10; KA1

Fagility 12: WY 0003
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T

F 3321 Continuad From page 18

waz "on hold for now." However, review of all the
physiclan’s prders in the medica) record revealed
no evidenca the Spironolactone should not be
administered. Interview with LPN #1 at 12:05 PM
an 3/14/12 rovealed the computer was in error
and the medication should have been
administered.

2 Observation on 3/13/12 at 8:10 AM showed RN
#3 prepared medications including Vitamin B-4
100 mg {ealligrams) for administration to
non-sample resldent #23, Review of the
residents physiolat orders and the March 2012
mudication administration record (MAR) with the
RN on 311342 at 10:40 AM verifled the order was
tor Vitamin B-1 300 mg. The RN acknowledged at
that ime that the resldant clid not recelve the
corract dose of medication.

3. Opservation on 3/44/12 at 7:30 AM showed RN
#3 prepared medications ineluding Senna
(laxative) for sample resident #4. The mgdlcation
hoitle did not Indicate the doge of the Senna
contained in the bottle, Review of the resldent's
March 2012 MAR and the 3/12/12 physician
orders with the RN at 31412 at 11:20 AM
showed the resldent was to recelve Senna 8.6
g, The RN soknowledged the dose of the
medlcation in the botfie needad to be verified by
the pharmacist. According to Semla, Beizer and

| Higbee in “Gerlatric Dosage Handbook," 12th
Edition, 2007, the medlcation Senna was
avafiable in 8.6 mg, 15 mg ang 25 mg tablels.

I 356 | 483.30(e) FOSTED NURSE STAFFING

st=g | INFORMATION

The facilly must post the following information.on
a daily basis:

: g fedioation administration are being
followed. To be completed by the
DNS/designes,

Audit findings will be reviewed at the
QA meeting.

38
| 4-29-12

F356-Nurse Staff Posting

FORM CME-POST{02-90) Praviays Verglons Obsciele Bvent i 1KIQ11
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o Facllity namea.
o The current date.
o The total number and the actual hours worked
by the following categoriss of licensed and
unlicanaed nursing staff directly responsible for
regldant care per shift
- Reglztered nurses.
- licensod practioal nurses of licensed
vocstional nurses (as defined under State law).
- Certifled nurse aides.
o Resldent census,

The facility must post the nurse staffing data
spacifiad above on a daily basls at the hagihning
of each shift. Data must be posted as follows:

o Clear and readable format.

o In & prominant place readlly aconss|ble to
residents and visitors.

The facllity must, upon orgl or wiitten request,
make nurge staffing data available to the public
for review at a cost not to exceed the community

stanclard.

The tacility musl, malntain the posted dally nurse
staffing data for @ minimim of 18 months, or as
required by State |aw, whichever is greater.

This REQUIREMENT is not met as evidenced
by:

Basad on ohservation and staif interview, the
facllity failed to post the nurse staffing data on a
dally bagls at the beginning of each shift. [
addition, the facllity failed to maintaln the posted
dally nurse staffing data for 2 minimum of 18
months. The findings were:

updated at the beginning of each shift
to ensure accuracy,

The facility ensures that the nursing
staff posting is timely and accurate,
The facility also ensures that it will
maintain a minimum of 18 months oF
nursing staff’ postings.

The Director of WNursing and
Administrator will be in-serviced on
the importance of maintaining a timely
antl accurate nursing staff posting, as
well as the federal requirement of
maintaining & minimum of 18 months
of the same posting. To be completed
by the Corparate CHnical Specialist.

A weekly audit of the nursing staff
posting will be comploted to ensure
that the charge nurse is veviewing the
sheet for accuracy, priot to the start of
histher shift x 90 days. To be
completed by the DNS/designee.

Audit findings will be reviewed at the
QA meeting.

. 4D SUMMARY BYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION [8)
PREFIX (EAGH DEFIGIENCY MUST BE. PRECEDED BY FULL PREFIX {EAGH GCRRECTIVEAGTION SHOULD BE: COMPLETION
TAG REGULATORY Oft LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENGY)
F 386 | Continued Frem page 18 F 855|The facility nursing staff posting is

FORM GMS-266% [02-09) Prayloua Vorsions Obsolote

Evani4D: 1K1
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(X3 DATE SURVEY

The faclitty must establish end maintain an

infection Control Progiam deslghed {o provide a
gafe, sanitary and comfortable environment and

to help prevent the developmeant and fransmission
of disease and Infection,

{a) Infection Control Program

The fagilily must establish an Infection Cantrol
Program under which i -

(1) Investigates, confrols, and prevents infections
In the facility;

(2) Decides what procedures, such as (solation,
should be applied to an individual resident; and
(3) Malintains a record of incidents and corrective
actions related to infecticns.

(b) Freventing Spread of Infection

(1) When the Infection Gontrol Program
determines that a resident nesds isolation o
prevent the spread of infectlon, the facillty must
|solate the resident.

(2) The facility must prohiblt arplayees with a
communicabla disease or infacted skin leaiong
from direct contact With residents or their food, if

'F441 — Infection Control — Linen

T O D X e GATION N GOMPLETED
A, BUILDING c
586051 B, WING 0311512012
NAME OF PROVIDER OR BUFPLIER STREET ALDRESS, CITY, STATE, ZIP COOE
PO BROX 1326
THERMOPDLIS REHABILITATION AND CARE CENTER THERMOPOLIS, WY 82443
) " REGTION 0
B | VT BE PREGEDED Y FULL RERX L ARTION BHOULD BE | coMpLaon
TAG REGULATORY OR LAG ICENTIFYING INFORMATION) TAR CRO38-REFERENGEI TO THE APPROPRIATE oaTe
DEFICIENCY)
F 356 | Continued From page 20 356
Raview of the facility's daly staffing and census
raports on 3/15/12 at 8:16 AM, located at the fiont
entrihct, showsd it was completed for the entlre
day to include the evening and night shifts.
Interview with the medical records director on
3115012 at 10:45 AM verifled the staffing report
was posted at the beginning of the day for the
next 24 hours. Any changes to the daily staffing
raport were made the following day, in addition,
the faciiity only had 14.6 months of the dally
nurae staffing sahedules on file.
F 441 | 483.86 INFECTION CONTROL, PREVENT F 441 4-29-12
nomE | SPREAD, LINENS

Resident #13 eye infection has
resolved.

idantF -
Resi --ta-ataleter 0"‘"@(

¢ 2 3
i%’hﬂ Faciii?y#eml’.rfg;ﬁm;{ Cgesid(g\;t'

infections are tracked by the infection
control program.

The facility ensures that proper hand
washing technique is utilized by the
staff to prevent the spread of infection,

The facility ensures that the glucometer
is disinfected between resident use to
prevent the spread of infection.

The infection control nurse will be in
serviced on the facility policy to track

o
i
ks

FORM CMB-2507(02-89) Previous Voralens Obaolets

Evont [ 1KKM1
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F 441 | Continued From page 21 I 441 resident infections to ensure that the

direcl contact will transmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident contact far which
hand washing is indicated by acceptad
piofessional practice.

(6} Linena
Personnel must handle, storg, precess and
frahaport linens so 38 10 pravent the spread of

infection,

This REQUIREMENT i not met &s evidenoed
by:
Bazed on observation, staff and rasident
interview, medical record review, review of
Infection control (bys, policy and procedures, and
review of manufacture's instructions, the fadility
failed to ensure 1 of @ sample resldents (#13)
who was Identifled with an infection was tracked
by the Infection control prograrm, in addition, there
was & lack of hand hygiehe during two tandom
observations, and failure to sifactively disinfect
glucometers (device used to test blood sugar)
during 3 of 3 observations, Finally, the program
lacked an effective monitoring system o ensure
appropriate hand hygiene and personal care was
practiced by staff, The findings were:

1, Review af the infection control surveillance
logs for February and March 2012 showed
informatlon aboui resldents with Identified
Infectiohs. ‘The information Included the onset
date, the suiture date, the site of the Infection, risk
factors, precautions, the organism, the date
olenrad, and anh area for comments where the
infestion control coordinator (1CC) listed the

resident receives fimely treatment. To
be completed by the DNS/designee.
The licensed nursing staff will be in-
serviced on the policy and procedure
for hand washing and on the proper
procedure for disinfecting glucometers
between resident use, to prevenit of the
gpread of infection. To be completed
by the DNS/designee.

All residents expetioncing an infectious
process will be audited at morning
report to ensure that the resident is
heing tracked by the infection control
program and is receiving treatment X
90 days. To be completed by the
[YNS/designee.

Three random observational audits will
be completed each week to ensure that
licensed nutsing staff is washing their
hands as per facility policy and
disinfecting  glucometers  between
resident use, ta prevent the spread of
jnfection x 90 days. To be completed

FOIRM OMB-2567 (0286} Praviaus Voralons Obaojafe Bvant I5 K101

by the DNS/designee.
Audit findings will be reviewed at the
QA meeting.
Faofllly 1D: WYDeO3 If contitiuation sheet Proo 22 of 27
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F 441 | Continued From page 22 | Fam

treatment belng used. Interview with the 1GC o
314/14 at 3:15 PM revaaled she was provided
informatian on rasidents with Infections an a daily
basit frofr the nursing staff, She tracked the
infactions to ensura the appropriate treatments
were belng providad. She stated the information
on the surveiliance fng was documented ag sha
became aware of it. The foliowlng concarns werd
identified: -

2. Reviaw of the 2912 nurses note for
residentvt1% showed s/he had an eye Infection
that was tregted with an antibictic Review of the
February 2012 Infection control log falled to
include this resldent, Intervisw with the IGC on
3M14/4 at 515 PM ravealed she was awand of the
infection and knew it was ireated, however, was
not sure why the Information was not included on
the log,

b. Review of the March 2012 infection control
log showed resident #13 was listed as having an
eye Infaction with an onset date of 3/3/12. Review
of the racord revealed the physician was
contactad via fax on 3/4/12 regarding the
resident's eys. The fax from the faclity showed,
"asident's eyes have purulent, green malter, left
worse than right. May | have something for thern.
Gomplaing eyes liching, bothering [him/her]. \Was
an Tobrarmysin In February for same sign and
symptoms,” The physlaisn responded five days
Jater (3/9/12) with 2 communication that showed
"noted." Obgervation on the first day of survey
(3/12/12)at 4:01 PM revealed the resldent was in
hig/her room. Upen approsching the resident, it
was apparert the resident’s left aye was inflamed
with dlscharge. The resident stated at that time,
his/her eye was "painful and ifching." Review of a
hursing communication dated 3/12/12 showed tha
physiciah was notified again ragarding the

I pORM CMG-2667{02408) Frevious Versions Obsolote Evant ID; 1K101 Fatility 1 WYOHS } If continuation shuet Paga 23 of 27
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[ included hand hyglene and persanel care

1 3. Review of the manufacturer's fnstructions for

resident's signs and symptoms of an gye Infentioh
The resident was seen the following day (3/13/12)
and treated by the physiclan. Interview with the
1CC on 81442 at 3:15 PM rovealed the time
between the anset of the resident's symptoms
and treatment was not timely. She further
revaaled the Taolity had not consldered the
pogsibllity of the infection belng contaglous.

2. Interview with the IGG on 31412 at 31158 PM
ravealed she pravided education to staff retated
to infection control lssues, The education

techniques, The 1CC revealed the monitoring
done to determine staff competency was to-agk
them for a demonstration. She did not, however,
perform unannounced observations to monitor
actual practice, Obsarvation on 3/13/12 betwaen
a:15 AM and 8:30 AM showed RN #3 washed her
hands then fouched her hair on wo separate
ocoasians before preparing medications for
non-sample residents #23 and #24. Duting an
interview with the RN on 3/14/12 at 6:50 AM
acknowledged she was not to touch her hair after
she had washed her hande and before she
preparad medications. Review of the fagili's
policy for hand washing showed the ateff should
wash thelr hands after handling conlaminated
ltems to prevent the spread of Infection.

cleaning and disinfecting the Guintet glucose
meter showed the mater was fo bs disinfected
with household blgach with a 1 o 10 part dilution
(bleach to water). The following conceine were
neted;

a, During an observation or 3/14/12 ot 11:40

AM showead LN # tosk the Quintet blood
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A, BUILOING
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535051 031512012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
PO BOX 1526
P REHAR TION AND CARE CENTER
THERMOPOLIS [LITA N N FHERMOPOLIS, WY B2443
o) 1D SUNMARY STATEMENT OF DEFIGIENOIES i PROVIDER'S PLAN OF CORRECTION )
PRERR (RAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EALH GHRREGTIVE AGTION BHOULD BE COMPLETION
TAG REGULATORY OR.LEC IRENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE PATE
DEFICIENCY)
F 441 | Continved Froth page 24 Fa41

30 And placed |t on hiser bedslde tabie, The
performed the glucose hlood test then
returned the glucomater to the medication cart.
She placed kt directly Into a drawer of the cart
hefore cleaning. it. intorview with the LPN at that
time revesled she waa not sure when the
glucometer was to be cleaned o how 10 clean it.
b Obsarvation on 3/14/12 at 12,056 PM
showed LPN #1 placed a glucometer In the top
drawer of the medication cart after using%‘z&ﬁm
]

/El:?se fonitor to the room of sample rezident

the blood sugar for non-sample resident ¢46, The
1PN then ook the glucomster out of the driwar
and used an aleahol wips to clean it and replaced
It in fhe medication cart drawer, She stated it was
a multiuge glucomater, Interview with the LPN at
the fime revealed this was har normal routine for
cleaning glucometers,

o, Observation on 3/14/12 at 11:65 AM
showed RN #3 took a blood glucose monitor to
the raom of noh-sample resider@é?'!. frar the
RN completed the blood glucose fest she
cleaned the glucomster with-an alcoho! wipe.

d, An intarview with the DON on 315012 i 10
AM revealed she was not aware of the
appropriate mathod fo disinfect & glucometer
after it had been used for blood glucose testing.

F 495 | 163.78(0)(5)-{7) NURSE AIDE REGISTRY F 496 4-29-12
85=F | VERIFICATION, RETRAINING
F496-Nurse Aide Registry
Before allowing an individual to serve as a nurse
tarid?,ﬂ? facllltydmulat recelvte regiatl;y verification CN.A' #1. #2 and #3 have been
at the Individual has met competency evaluation v ' y
requirements unless the individual Ja a full-time verified through the Nurse Aide Abuse
employee in & training and compatency regigtry.
evaluation program approved by the Stale; or the
indivitual can prova that he or she has recently
successiully corapletad a training ard
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competency evalustion program of competency
evaluation progtam appraved by the State and
has not yet been (neluded in the reglstry.
Facliities must follow up 1o ensure thal such an
Individusl actually becomes regtatered,

Pefore ailowing an Individual la serve as a nurse
alde, a factity must seek Information from every
State registry established under sections 1818(2)
(2)(A) or 1919(e)(2)(A) of the Act the facility
belleves will include information on the individual,

i, sinoe an Indlvidual's most recent completion of
a training and competency evaluation program,
thers hag been a contthuous period of 24
consecutive montha during nona of which the
Individual provided nursing of nursing-related
saryices for monetary nompansetion, the
individuai must cormiplete a new training and
compatancy evaluation prograrm of & hew
competency evaluaiion program.

This REQUIREMENT |3 not met as evidenced
by

Based on raview of parsonnel files and staff
interview, the facility failed to review the State
nurse aide sbysa ragletry bafare hiring 3 of 3
CNAS (1, #2, #3). The findings were;

Raview of personnel records on 3/14/12 at 3:26
PM for CNAg #4, #2 and #3 falled to show
evidence the State nurse alte abuse regialy was
checked for findings of abuse or neglect prior to
thelr hiring date, The business office manager
onfirmed in an interview on 3/14/12 at 401 PM
ahe wias uneware the nurse alde abuse registry
was required te be raviewed prior to hiring CNAs.

nursing assistants are verified through
the Nurse Alde Abuse Registry prior to
hire.

The Director of Nursing and the
Buginess Office Manager will be in-
serviced on the importance of verifying
all certified nursing assistants through
the Nurse Aide Abuse regisiry ptior to
hire to ensure complance  with
Wyoming law, To be completed by the
Administrator/designee.

A weekly audit will be completed on
all  cettified nursing  assistant
employment applications to ensure they
have heen verified through the Nurse
Aide Abuse registry prior. To be
completed by Administrator/designee.

Andit findings will be reviewed at the
QA meeting.

EMENT OF DEFIGIENGIES {X1) PROVIDER/BUPPLIERIGLIA {2) MULTIPLE BONSYRUCTION (%) DATE BURVEY
| JBNPE’I:;TP&N OF CORREQTION ) DENTIFICATION HUMBER: COMPLRTED
i A, BUILDING
! 535051 5 WING 031512012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PO BOX 1326
THERMOPOLIS REHABILITATION AND CARE GENTER THERMOPOLIS, WY 52443
BUMMARY STATEMENT OF DEFIC/ENCIES ) FROVIDEIR'S FLAK OF CORREETION (45)
F?é%?; {RACH DEHIBIENDY MUBT B PRIEGEDED BY FULL FREFIX (EACH CORRECTIVEAGTION SHOULL BE GOM[;'LETION
TAG REGULATORY OR LE0 IDENTIFYING INFORMATION) TAG GRO&MEFERESE&%.E% GT%E.P;PPROFRIATE‘ ATE
F 408 | Continued From page 26 E 496 The facility ensures that all certified
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E DEFICIENCIES %1) PRGVIDERBUPPLIERISLIA MULTIPLE CONSTRUCTION (X3) DATE SURVIEY
ﬂﬂﬂiﬂ”&? coaggégrmr b IDENTIFIGATION NURBER .ﬁmm NG OOMPLETED
' c
535051 B WING. 0411512012
NAME OF PROVIDER OR SURFLIER STREET ADDRESS, GITY, BTATE, ZIP CODH
. ‘ O BOX 1326
THERMOPOLIS REHABILITATION AND CARE CENTER THERMOPOLIS, WY 82443
e N I R« i T
P%\g X éﬁéﬁﬁ%'ﬁﬁ‘ﬁ’é%“é?&nnw.ua INF‘ORMA%ON) | a@ X cr{xoss-nﬁFﬁneggFﬁllé'Eﬁ ;IAE APPROPRIATE DATE
. 4-29-12
F 607 | 483, 76{){2)}(iv) LAB REPORTS IN RECORD - 507
sG=p | LAB NAME/ADORESS
F507-Lab Reports N
The faclity rmust file in. the resident's elfnica! gF
racord latoratory reports that are dated and Resideit #42 is stable Or~vd M% f
contaln the name and address of the testing L.DV'V‘\. ) - "'[’)-2
iaboratory. : The Tacility ensures that all physician
' ordered {ab work results are maintained
This REQUIREMENT is not mef as evigenced in the medical record.
by:
Hased on staff interview and medioat record The licensed nurses will be in-serviced
review, the faoility falled ko ensure the results of a on the insportance of maintaining all

laboratory test wera in the medical record for 1

(#42) of 12 sample residents. The findings were: physician ordered lab work results into

the medical record. To be completed

Review of the 1/19/12 physitian's order for by the DNB/designee.
resident #42 rovealad an order for a complete
blood count (CBC). Review of tha antire medical Three random charts of those residents

racord revealed the resuits of the test ware not in

the mexical recard, (ntarview with the DON on having physician ordered lab work will

311612 at 10:50 AM revealed she had to call the be audited each week to ensure the

labaratory to obialn & copy of the results. Review rogults are maintained in the medical

of the I‘EpDI’t showed abnommal laboratory values, | record x 90 days. To be comp]ete,d by
the DNS/desipnee.

Audit findings will be reviewed at the
QA meeting,

FORM CMS5-2857(02-00) Pravious Versiona Obeolate Evant IN{KIG11 Fasiity 13 WyD0Qs If continuation shewel Paga 27 of 27



