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P D SUMMARY ETATEMENT OF DEFICIENOIES i PROVIDER'S PLAN OF CORREGTION *5)
PREFIX {FACH DEFICIENOY MUSY BE PRECEDED BY FULL PREFIX {EAGH CORREOTIVE AGTION SHOULD BE COMFLETION
TAG REGLLATORY OR L8G IDENTIFYING INFGRMATION) TAG GROSE-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
ooo
F000] INITIAL COMMENTS F Preparation and exeoution of this plan of
) correction does not constitute on admission or
The fol!owlnq cormmon akbreviations are ysed agreemont by the provider of the truth of fhe
throughout this document: . facts alleged or conciusions set forth in
ADL - Activities of Daily Living statemont of deficienvies. The plan of cotroction
CAA - Care Ares Assessment fs prepared snd/gr exeouted solely hecause it is
DON - Diractor of Nursing required by the provisions of federal state and
P~ Infaction Prevertionist aw, Completion dates are provided for
LPN - Licensed Practica) Nurse procedural provessing purposed and corrolate
MAR - Medication Administration Reocord with the most recomtly contemplated or
MDS - Minimum Data Set accomplished corective action and do not
mg-  mililgram necessarily comespond cironologically o dage,
pm-  As needed The facllity is of the opinion it was in
RN- Registared Nurse vomplianee with requirements of partieipation
F 164 | 482.10(e), 483.75()(4) PERSONAL F 1641 or that corrective ac!:mt.i was necsssary,
§8=D | PRIVACYICONFIDENTIALITY OF RECORDS F164 Personal Privacy 5.12-13
' The resident has the right to personal privacy and Resident #8 is to have physical
confidentiality of his or her personat and clinical examinations  performed by  the
records. physician in the privacy of own room.
Personal privacy Includes sscommodations, . .
medical treatment, written and telephone The facility ensures that fesident
commmutications, peraonal ears, vislts, and privacy is maintained during physician
rneetings of famfly and resident groups, but this visits.
dows hot require the facllity fo provide a private
oo for each resident The physician will be in-serviced on
Except as provided in paragraph (e)(3) of this the rmuportance of condueting physical
section, the resident may approve or refuse the { exammations in a manner that will
release of persona) and clinival records to any maintain resident privacy. To be
Individual outside the facility. completed by the DNS/designes,
The rasident's right to refuse release of persona| o .
and clinical records does not apply wheh the Three random audits of physicians
resident s transferred 10 another health care conducting physical examinations will
ingtitution; or record release is required by law, be completed each week to ensure
The facllity must keep confidentlal ail information

LABORATORY Duﬁsc?fo % OR Pno:%;%;w ﬁF‘REﬁENTATNE'S SIGNATURE TITLE e AT
- -L’E@" L 4 Aelwmin Cstractnge 4/&% 13

Any deficlancy statement onding with an asterisk ("} denoten & deficlency which tha Instiiution may b excused from aormacling providing it 1s dbterminb that
ottior safeguarde provide suffislent prateciion ta tho pationts. (See instructions, } Excapt for nursing homes, the helings stated above am disclosabla 5o dayg
following ihe date of survay whether or not & plan of corvection la provided, For fltzing homa, the above fdinga and plans of eamaction are disslosapls 14
days following tha dale thase doctmants ars fado svalable to tha facilty. I deficlenciar ars eltad, an approved plan of eartection fe requisita to cominuad
program participation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES APR 96 P ao5i201
CENTERS FOR MEDICARE 8 MEDICAID SERVICES R 26 2013 OMB NO), 00380391
STATEMENT OF DRFIGIENCIES K1) PROVIDER/ISUPELIER/OLIA %2) MULTIRLE CONSTRUGTION . 3 DATE 1)y
ANR PLAN OF C.ORRECTION w0 IPENTIFIGATION NUMBER: L Jmmgﬁf%ﬁhiﬂu Licsenaing " }aomm.gﬁa\{: Y
535084 B, WING s : 03/28/2013
NAME OF FROVIDER OR SUPPUER STRERT ALDRIEGE, OITY, STATE, ZIF CODE
PO BOX 1326
THERMOPODLIS REHAR DN AND GARE CEN
DLIS REHABILITAT A TER THERMOPOLIS, WY 52443
XA I SUMMARY STATEMENT OF DEFIGIENGIES P PROVIDER'S PLAN OF CORRECTION oy
PREF{X (EACH DEFICIENCY MUST BE PRECZDED 8Y FULL PREFIX {BACH CORRECTIVE ACTION SHOULD BE OOMPLETION
TAG REGULATORY Ot LEC IDENTIFYING INFORMATION] AG CROSH-REFERENCED TO THE AFPROPRIATE DATHE

DEFIGIENCY)

F 164 | Gontinued From page 1

contained in the regident's records, regardlags of
the form o storage mathods, excapt when
release iz required by transfer to another
heaithcare Institution; law; third party payment
cantract; or the resident,

This REQUIREMENT is not met a8 evidenced
b .

v
Bazad on observatlon and siaff Interview, fhe
facllity fallad to ensure privacy was maintained
during & physfcian visit for one non-sample
resident (#8), The findings ware:

Cbservation on 3/27/13 at 11:50 AM showed
physician #1 exarnined and Interviewad resigent
#8 in the Aspen dining room, At this same time
there were seven other residents in the d Ining
rook walling for lunsh to be served. The
physician assessed the resident's heart and lung
saunds and also sxamined the skin on the
resident's forehsad, The physloian was also
heard asking the resident about hls/her
elimination habite/function.

Intatview on 2/27/13 ot 3:10 PM with CNA #4
verifled this was oustomarty practice for the
physician {o interview and examine residents in
public arets with ather realdents present.

F 164 | fesident privacy is maintained x 90
|days. To be completed by the
DINS/designes.

Andit findings will be roviewed at CQI.

F 248 | 483 15{N(1) ACTMITIES MEET F 248| F248 Activities 5-12-13
£3=p | INTERESTS/NEEDS OF EAGCH RES
The facility must provids for an ongolng program 'Res.jdel.]t # 9. i3 a?tencling activities of
of activities designed to mest in accordance with choice including binge.
the somprehenslve assessment, the Interests and
the physfoaj, mental, and psychosocial well-baing The facility ensures that resident’s
of each resident. attend activities of their choice.
FORM CM8-2687(0:268) Pravioun Vorstans Obnolate Evenl (D XB4819 Emelity 10; WyQnoa If continuation ehoot Page 2 of 17
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PREPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MERICARE 8 MEDICAID SERVICES OMB NO, 0638-0881
STATEMENT OF DEFICIENCIES {®1) PROVIDER/SUPPLIER/GLIA (%2) MULTIPLE CONSTRUCTION . (X3) DATE SURVEY
AND PLAN QF CORREOTION - IZENTIFICATION NUMBER: A, BUILING COMPLETED
G
535051 B. WING 04/2812013
NAME OF PROVIDER OR SUBPLIER ETREET ADDRESS, CITY, STATE, 2IP CODE
PO BOX 1326
AND CARE CEN'
THERMOQPOLIS REHABILITATION AND ENTER THERMOPOLIS, WY 82443
ooty o BUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION {8) _
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL. FREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETICN
TAG REGULATORY OR L&Q IDENTIFYING INFORMATTON} TAG CROEE-REFERENCED T¢ THE APPROPRIATE DATE
REFICIENGY)
‘F 248 | Continued From page 2 F 248

| showe the resident required assistance to attend

| was able to maka neads known, The following

This REQUIREMENT & not met a5 svidanoedy

Based on staff and regifont Interview, and
medical recard review, the facility fallad to ansure
the aictivity Interests for 1 of 11 sample residents
(#6) were met, The findings were:

Review of the 5/11/12 initial activity assessment
showed resident #2 enjoyed playing Bingo.
Review of the 1/26/13 activity assessment further

gctivities, had mppropriate behaviors in activities,
preferrad to be out of histher room, enjoyed lerge
and small groups, communleated verbslly and

cancerns were Identifad:

a, Interview with the resldent on 3/27/13 at
8:15 AM revealad sthe was not able to attand the
evening Bmgo games held every week on
Tuesdays and Thursdays at 7:15 FM. The
resident stated s/te required etaff assistance o
transfar and most avenings the staff were unable
ta assist himther, The resident further stated s/ihe
was told by & GNA there was nof enough staff
and that was the reasan they could not ass/st
himfher to get to the Bingo games,

b. Review of the March 5-28, 201% Bingo
activity racord showed the resident was in
aftendance 1 out of 7 fimes,

<. Interview with CMA#2 op 3/27/15 at 848
PM verfled once the resident was laid down after
dinner, sthe was not gotten up agair uptll the
morning. The GNA further expialnad the night
shift had not baan trained on how to transfer the
resident. She ={ated the resident had a.hip
surgery and thare were special pracautions that
neaded {0 be followad,

The nursing staff will be in serviced gn
the importance of ensuring that
residents are out of bed so that may
attend the activity of their choice. To
be completed by the DNS/designee,

The certified nursing staff will be in|.
serviced on fthe proper transfer
technique for those residents with hip
precautions to ensure a safe transfer.
To be completed by the DN8/designee,

Three random resident audits will be
completed each week to ensure that the
residents have been out of hed and
available to attend the activity of their
choice x 90 days. To be completed by
the DNS/designee.

Three random audits will be completed
each week on those residents with hip
precautions to ensure that proper
trangfer techniques have been utilized x
90 day. To be completed by the
DNS/designee.

Audit findings will be reviewed at CQL |

FORM GMS-2687(02:00) Pravioys Verglong Qbsolets Evenl ID: XBA241
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DEPARTMENT GF HEALTH AND HUMAN $ERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391
HTATEMENT OF DEFICIENCIES 1) PROVIDEBR/SUPPLIERASLIA X2} MULTIRP [) £}
ANE FLAN OF OORREQTION wh IPENTIFICATION NUMBER; f,“ m LDL,TNG"E CONSTRUETION *3 33;‘;,%3;#"@3“
c
NANME OF PROVIDER OR SUPPLIER ' ) STHEET ADDRESS, CITY, 8TATE, ZIP QODR
PO BOX 1325
RMOPOLIS REHARBILITATION CARE CENTE
THE l AB ON AND CARR GENTER THERMOPOLIS, WY 82443
M| oINS | i || ooy
TAG REGULATORY OR 1.SC IDENTIFYING INFORMATION) mr.ax cénss-nsgmaucgg 143%5 APFIL??%LF:‘;‘R%!‘E CoMr;k'rEér N
DEFICIENGY)
F 248 | Confinusd From pags 3 F 248
d. Review of ihe physical tharapy notes dated
2/26/13 at 9:61 PM showed the therapist "helped
tralned CNAs aind pt [patient] soncarning transfer
from bed to chair maintaining hip prevattians.” In
additlon, review of & physician order dafed
3/13/13 showed the hip flexion restrictions had
haan discontinued.
& Interview with LPN #1 on 3/28/15 at 8:43
AM verified sl the ONAs should have been
trained and the resident should have baen
transfarred so sfhe could attend the Bingo
activitles,
F 263 | 483.15(h)(2) HOUSEKEEPING & F 253
88=F | MAINTENANCE SERVICES F253 ~ Bousekeeping and 51213
Muintenance
The facillty must proviie housekeaping end
maintenance services necessaty to maintain a fl ;
sanitary, orderly, angd comfortable interlor. ggf]g U,I?:f 2‘;};‘:05“1?‘3;03;?121£i$ dﬂf
cottiers, behind doors and around the flogr-
This REQUIREMENT 12 not mat as evidenoed motnted heaters have been clemned
Based on obeervation and staff Interview, the The corners and edges of the walls in the D

facllity failed to maintzin a clean and orderly
environment for tesidents on 3 of 4 units (G, D,
and E Hallg), The finclings were:

Ohsetvations during the survey showed the
following housekeeping and malntenanoe
concerna;

1. Flaors in the entry foyer, D and E Malls, and TV
contimon area had accumulated dit and debris
built-up In corners, behind doors, and around
protrusions from floor-mounted heaters,

2, Corners and edges of walls in hoth the D and E
Halis were golged, marmed, anyl exposed pésling

and E Halls have been repaited and
painted,

The wooden trim on the counter top of the
primary nurse's station, adjacent to the
main dining room was repaired,

The floor-mounted heater near room 30
was cleaned,

The windows at the end of the C Hall were
cleaned of aceumulated inseots.

FORM ClS-2667(02-25) Praviaun Varslons Chanloe Evortl (D XBgg44
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FORM APPROVED
OMB NG. 0938-038

STATEMENT OF DEFICIENGIES (1) PROVIVERIBUPPLIERICLIA (%) MULTIPLE CONBTRYGTION {X4) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMMLETED
c
faB0a1 B, WING 03/28/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 7 GODE
PO BOX 1325
THERMQPOLIE REHABILITATION ANE CARE GENTE
@ R THERMOPOLIS, WY 82443
{%4)10 SUMMARY STATEMENT OF DEFICIENGIRS i PROVIDER'S PLAN DF CORREGTION x5)
PREFD (EACH DEFICIENCY MUST BE PREGEDED BY PULL PREFIX {EACH CORRECTIVR ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE

DEFICIENGY)

F 253 | Continved From hage 4
or-chipped paint,

3, The wooden trim balow the counter top at the
primary nursing station, adjacent to the main
dining room, was gouged and discolored over
approximately 15% of lts exposed surface.

4, Afloor-mounted heater in the vicinity of room
30 contained paper trash and a heaivy
accumulation of dust and debrig. The heeviest
accumtletion within the heater was the ares
obscured by a fire door,

8. Twa windows at the end of the C Hall adjacent
to a staif break area contalned significant
acoumuyizations of ingects.

8. Plastic covered htandrails wera used in several
areas of the faciiity. Several sactlons of theas
ralls In the G Hall were separating at conhecting
surfaces and had holes penetrating the: olter
sovanng, presenting a non-cleanable sutface.

The housekeeping supervisor acknowledged the
above deficlenicles In Interview on 3/28/13 at
10:10 AM,

F 253| The handrails in the C Hall were tepaired
and/or replaced with a cleanable surface,

The facility ensvres that the interior is
maintained in a sanitary, orderly and
comfortable manner,

The Housekeeping supervisor,
Maintenance  Supervisor, Housekeening
3taff and Maintenance staff will be jn
serviced on the importatice of maintain a
sanitaty,  orderly and  comfortable
environment for the residents. To be
completed by the Administrator,

Five random environmontal observation
andits will be conducted weekly o ensure
that the facility is maintained in a santtary,
orderly and comfortable manner x 90 days.
To be completed by the
Administrator/designee.

Audit findings to CQI.

F 273 | 483.20(b)2)() COMPREHENSIVE F 273

$S=h ASSEs{s?\SlE)t(\J)T 14 DAYS AFTER ADMIT F273 — Comprehonsive Assessments | 5.12-13
Afacility must conduat & comprehensive Resident #47 MDS’s are current,
Assessment of a resident within 14 calendar days
after sdmission, excluding readmissions In whigh . , _ .
there ia no significant change In the resident's ﬂ}gg?clllty engures that (rj;omp E' chlenswe
physical or mental condltion, (For purposas of 3 ar cum.pletg . within 14 _
this section, "readmission” maans & returm to the calendar days after admisgion,
faaliity following e temporary absance for
haspltalization or for therapouto (eave,)

FORM GMS-2667{02-80) Previous Varslons Otrtolaty Bvand IM: XB4811 Fortifly 10: Wy tioa I continuation sheet Pagn 8 of 47
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PRINTED; 04/06/2013
FORM APPROVED
OME NO, 0938-0391

This REQUIREMENT s not met as evidenced
by:

Based on record review and staff intarview, tha
facility failed to complate a comprehensive MDS
assessment of a newly admitted residant in g
timaly manner for 1 non-sample resident adm/ttad
on 3413, The findings were:

Residant #47 was admlited to the facllity on
3/413 with diagnoses to Inciude Alzheimer's
diseaige and chronic obstructive pulmonary
disease, The fallowing cancerns with timaly
ssseasmeant wore identified:

a, Review of the resident's medieal record
on 32713 showed the admission MDS
wssossment had not been complated,

b, Review of the admission MDS
Assassment signad 3/27/13 showad the
Hesessment was completed on that day, 23 days
after admission; 9 days after it was due.

¢, Interview with the MDE& coordinator on
3127113 at 4 PM revealed she was "fust finishing"
the admission MDS assessmen{, and that she
was "behind" on the assessment for this reslgent,

83=£ | PROFESSIONAL STANDARDS

The services provided or arrangert by the facllity
must mest professlonal standards of quality,

Thiz REQUIREMENT 15 hot mat a¢ avidenced
by:

Based on medical record review, and staff and
resident interviews, the facility falled to enaure
aERessmants wens completed in actordance with
professloial standards for 11 of 11 sample

STATEMENT OF DEFIGIENG|ES (1) PROVIDER/SUPRLIER/GLIA (X2) MULTIPLE (:ONSTRUGTIGN X&) DATE SURV
AND FLAN OF CORRECTION IDENTIFIGATION NUMBRR: A, BUILDING ( )GOMFFEUTEDEY
- c
| £35051 BoWING 037282013
HAME OF PROVIDER OR 8UPRLIER STREET ADDRESS, CITY, BTATE, ZIP CODR
PO BOX 1528
THERMOROLIS REHABILITATION AND CARE CENTER
THERMOPQLIS, Wy 82443
(X4) ID SUMMARY STATEMENT OF DEFIGIENTIES P PRUVIDER'S PLAN OF CORRECTION {8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FI)LL PREFIX (EACH DORREGTIVE ACTION SHOULD BE GOMPLETION
TG REGULATORY OF LEC MENTIFYING INFORMATIGN) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 273 | Continued From page 5 F273| The MDS coordinator will be in

F 281 483, 20(k)(3)(1) SERVICES PROVIDED MEET E 261

serviced on the importance on the
timely completion of MDS assessments
within =~ 14 calendar days  after
admigsion. To be completed by the
DNS/designee,

All new Admission MDS8s, will be
sudited each week to enstre thejr
completion within 14 cajendar days of
the admission x 90 days. To be
completed by DNS/designee,

Audit findings to CQI.

F281- Professional Standards 5-12-13

Resident #28 s receiving  all
medications as per physician orders,

Regident # 17°s physician was notifjed
of resident’s refusal to be cathed for a
urinalysis.

FORM CMS-2567{02-59) Pravipys Vioralohg Olbsolate Event J0; XB4811
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CENTERS FOR MEDICARE & MEDICAID SERVIGES _
STATEMENT OF DEFIOIRNGIES 1) PROVIDER/SUR PLIER/CLIA ; ;
AND FLAN OF CORREGTION an IENTIFICATION NUMBER ﬁun?f;‘;:;m FONSTRUGTION "“"’Eé;’,.%ﬁé’%;f"
: c
535081 B, WING 03/28/2013
NAME OF PROVIDER OR SUPPLIER $TREET ADDRKSS, GITY, STATR, ZIP GODE
THERMOPOLIS REHABILITATION AND CARE CENTE PO BOX 1226
HERMOPOLIS REHABILITATIO CRNTER THERMOPOLIS, WY 52443
| SUMMARY STATEMENT OF DEFICIENGIES PROVIBER'S PLAN OF CORREGT
éﬁ?ﬁﬁ( {EAGH DEFICIENCY MUST BE PRECEDED BY FULL 'PREFIX {EACH OURREGTWEACEHDN ngE&NaE cam faﬁ’-non
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG cnosa-nEFERﬁNcElg To T\l;;E APPROFRIATE DATR
DEFICIENG
e kg
F 281 | Continued From page 6 Fogt| The facility ensures that all CAA
reSlidents (2, #5, %9, #11, #17, #20, 2T, #28, Jassesstnents are completed by an RN.
#34, #41, #448), In addifion, the Tacifity failed to
enisura physiclan orders ware followad for 2 of 11 The facility ensures that g)] physician
Bample residents (#17, 128), The finciinga were: orders are followed as written,
1. Review of the follawing MDS assessments . _ . .
réVesied the CAAS wera completed ay an LPN, bicensod staff will be in servioed on
&t not an RN: the importance of informing the
a. The 7/30/12 annusl MDS assessment for physician if medications are not
m'?,e"fh#zgh R A VDS available for adminigtration and if a
. The significant change sident refi if iei
BSResement or resldont for :-dere" retuses a specific physicians
¢. The 10/16/12 annual MDS assassment for .
resjdant #5. , .
d. The /2612 admission MDS assessment The MDS coordinator and DNS will be
fof resident#9. _ inserviced on the importance of ‘having
" e, The 1?1“3%9"5?;?{ thange MD8 an RN complete the CAA to comply
85%egsment for resident #27. with the Wyoming Nurse Practice Act
f. The 2/26/13 admission MDS assessmen: : ' \ L '
for r@sic?ent #255 m To be completed by the Administrator.
g. The 7/30/12 annual MDS assessmant for . .
reSidant #11. RN will compiete the nursing
h. The 1/14£13 annual MDS assessment for assessment portion of the CAA's.
régident #48. .
. (3’.@'111"{:3 22/16!13 annual MDE assassment for RN will sign for completion of CAA’s
J. The 8/18/12 ennual MDS assessment for Process.
réSident W17, ‘ i
k. The 4/18/12 annual MDS assessment for Three random MDS audits will be
resident #41, - completed weekly to ensure that an RN
] . _ i signing off on the CAA x 90 days,
Dufing an interview on 3/28M3 at 8:40 AM, LPN . \
#1 vonfirmes she completed and signed the fo be completed by the DNS/designee.
€A, She furiher stated "nobody ever old me _
LPNg san't do,” Three random Medicatjon
A N t Administration Record {(MAR) audits
ording to the Wyoming Nurse Fractice Act of will be conducted each’ week to
Jull 2005 and the Administrative Rules and
Y
FORM CMe-2007(?%.09) Previous Verstons Ohsotets Evonl. ID: XE4e11 Faciilly 183 Wyatos If continuation shent Page 7 of 17
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORN APPROVED
CENTERS FOR MED!CARE_&_,I\LEQICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDERISUPPLIGRIGLIA %2) MLLTIP, ; |
ANR PLAN OF GORREGTION ) IDENTIFIGATION NUMBER: f\ .I;lTLDJI\:GLE AONBTRUGTION (xa)ggglgfé#ﬁﬁ\éw

C
535051 B, 'INING 0812812013
NAME OF PROVIDIER OR SUPPLIER STREET ADDREES, GITY, STATE, 21R COPE
THERMOPOLIS REHABILITATION AND CARE CENTER PO BOX 1025
THERMOPOLIS, WY 82443
D2 I EUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION k51
PREFIX EAGH DEFICIENGY MUST BE PREGEDED BY FUL) PREE(X EAGH CORREQTIVE ACTION BHOULD RE ¢
TAG éﬁGUMTORY GR L8C IDENTIFYING INFORMATICN) TAG céoss'jﬂgpﬁggrmﬁn TOTHE JSQI:’RDPHMETE OM{;{}TEJW'
DEFICIENGY)
F 281 Continued From page 7 F281| determine, if any residents have not

‘golng to prescribe. Review of g 3/13/13

Regulations. of November 2003, page 3-8, N The
reglstered professlonal nurse;

(A) Conducts a comprehensive health
asseesment that js an extensive data collection
(Inttial and ongoing) regarding individuals,
famliles, groups, and communities,

(Im "Valldating, refining, and radifying the data.,.”
(B) Establishes and documents the nursing
diagnosis which serves as he bagis for the plan
of cara,

According to the Wyominy Nurse Practice Act of
July 2005 and the Administrativa Rules and
Regulations of November 2003, page 36, (3)
Standards related to the llcensed practice nurse's
coniribution ko the nursing practice:

(i) The licensed practical nurae shall:

(A) Contyibute to the nursing assessment by:

{1} Collgcting, reporting, and recording objective
and subjective data in ah ancurate and timealy
manner. Data colleation includes obeervation
about the condition or change ‘n candltion of the
clisnt.

2, During an inteiview on 8/26/18 at 4:45 PM,
resident #28 stated s/ha was not retelving
medication that his/mher physlcian said he wes

physlcian's progress note shiowed three pew
medications were ordered: Naltraxone
Mydrochloride 3 mg once per day, Niacin 100 mg
one half hour before breajsfast and bedtime, and
Benfotiamine 800 mg dally. However, review of
the Maroh 2013 MAR showse the resident had
hot received any doses of the Bantotlamine or the
Nallrexone Hydrochloride. During interviews on
2713 at 3:34 PM and 3:44 PM, LLPN #1 statac
the facllity had not been able to obtain aithar
mediication from the pharmany. She stated the

received an ordered medication, and if
tiot, whether the physician was notified
x 90 days,

Three random chart audits will be
completed each week to determine if
the resident refused any  specific
physician orders and whether the
physician was notified x 9¢ days.

[

Audit findings to CQJ.
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F 281 Continued From page 8

pharmaoy could not find a supplier for the
Benfotiamine and the resident'a insyrance would
not pay for the Nalirexone Hydrochioride.
Furthermore, she stated the physlcian had not
baen sohtrcted regarding the fallity's fallure to
follow ordeys,

Review of medical racords for resident #17
showed an order for g uringlysia dated 1/25/13.
Ne urinalyals rasults were found In the record,
Nursing notes dated 1/28/13 and 1/29/13 showed
the resident refirsad to alfow a urine sample ta be
obtalned via straight catheler. Interview with DON
#1 on 3/27113 at 2:20 PM confirmed the uringlysis
was not completed as ordered and the physiclan
was not notified of the resident's refusal,

According to ths Wyoming Nursa Practics Act of
July 2005 and the Administrative Rules and
Reguiations of Noverber 2003, page 3-8,
nursing must function under the direction of a
licansed physician.

483.20(k)(3)(li) SERVICES 3Y QUALIFIED
PERSONS/PER CARE PLAN

282
85D

The setvices provided or arranged by the faclifty
must be provided by qualtfied parsons in
accordance with each resident's written plan of
Gara,

This REQUIREMENT is not met o4 avidenced
by:

Based on resldent ang staff interview, and
medical record review, the facility failed to ensure

F 281

F 282
F282 - Care Planning

choice including bingo.

Resident # 9 s attending activities of}

5-12-13

the care plan was followad for 1 of 19 gample
residents (#8). The findings were:

The facility ensures that resident’s
attend activities of their choice.

The nursing staff wiil be in serviced on
the importance of ensuring  that,
residents are out of bed so that may

FORM CMS.2687 (07-04) Previeus Versions Obaofelg Event I XB4611
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F 282 | Continued From page 9 F282| attend the activity of their choice. To
Review of the 2/24/13 case plan for be completed by the DNS/designee,
functlonal/ADI. decline for tesident #9 showed
s/ha required extensive to toial assistance for

transfers. The level of asslstance was dependent
on the resident'a staming and weight bearlng
abillty, The care plan firther showed If needad,
stalf may use either a sl-to-stand or tover lift,

'| The fallawing concerns were identifiad with stafe
following the care plan;

a, Interview with the resident on 3/27/13 at
816 AM revesled sthe was not able to sitend the
gvening Bingo games held evary weaic on
Tuesdays and Thursdays et 7:15 PM. The
resident stated s/he required staff assistance to
transfer and most evenings the staff were Unable
to asslst him/er.

b, Review of the March 5-26, 2013 Blngo
activity record showed the resident was In
attendance 1 out of 7 tirmes for the avening Ringo
games,

¢. Interview with CNA#2 on 3/27/13 at 8:45
PM verified onos the resident was Jaid down zftar
dinner, a/he was not gotten up again untl the
moming. The CNA further explained the hight
shift had not been trained on how lo transter the
rasident. She stated the resident hag hip
surgery and there were special precautions that
nesded to be followsd,

d. Review of the physical therapy notes dated
2126113 at 9:61 PM showad the therapist "helped
trained CNAe and pt [patient] concerming transfar
from bed to chair maintaining hip precautions.” in
addition, review of a physician order dated
8/13/13 showed the hip flexion restrictions had
been discontinued.

e, Interview with LPN #1 on 3/28/13 at 8:43
AM verifled the staff should have transferred the
resident so afhe could attend the Bingo aogvities,

The certified nursing staff wif] be in
serviced on  the proper transfer
technique for those residents with hip|
precautions to ensure a safe transfer,
To be completed by the DNB8/designee,

Three random resident avdits will bel
completed each week to snaure that the
residents have been out of bed and
available to attend the activity of their
choice x 90 days. To be completed by
the DNS/designee. :

Three random audits will be completed
each week on those residents with hipy
precaytions to. ensure that proper
transfer techniques have been utilized x
90 day, To be cotripleted by the
DNB/designee,

Audit findings will be reviewed at Cql.
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The facility must -~

(1) Procure food from sources approved ar
considered satisfactory by Federal, Stete or locg|
authotities; and

(2) Btore, prepare, distribute and setve foog
under sanitary conditions

This REQUIREMENT is nof met as evidencad
by
Basad on observation and staff Intarvew, the
facility falled to serve food under sanitary
oonditions for 2 of 13 (#5, #38) resldents in the
sacurg ynit, The findings were:

1. Observation of the evening meal on 3/25/13 at
5:10 PM reveslet resldent #5 was seated at the
front table In the secure unlt dining room, Dutring
the observation, tha resident was served a
cheess sandwich, and 2 peanut butter and Jefly
sandwich. Both sandwiches ware placed directly
on the table in front of kim/er, rather than on g
plate, napkin or placemat. The table was
observed to be viglbly soilad with smears of
unknown substances. Additionally the waodan
irim around the side of the table was made of
unfinished, unsealed wood.

2. Ohservation of the mid-day maal on 8/27/13 at
12:10 PM revealed the food for resident #5,
conslsting of a ham and chease sandwish and g
pernut butter and jelly sandwich, was again
phaced diractly on the tabls top In frant of him/her.

Resident #5 and #38 are being served
food oni either a plate, napkin or
placemat, :

The facility ensures that food is served
under sanitary condgitions,

The nursing staff and dietary staff will
be in serviced on the proper policy and |
procedure of serving food to ensure
that it is not placed directly on the
table. rather on a plate, napkin or
placemat. To be completed by the
Food Service Director.

Three random meal and snack offering
observations wili be completed each
week to ensure that the resident are
served food that is not placed directly
on the table x 99 days, To be
completed by  Food  Serviee
Director/designee.

Audit findings to CQI,

(%4} ID SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER!'S PLAN OF SORREGTION ey
PREFIX {EACH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD B COMFLETION
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DEFICIERCY)
F 371! 483,35() FOOD PROCURE, F 37 3
$5-D | STORE/PREPARE/GERVE ~ SANITARY F371 - Food Procurement 5-12-13
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F 371 Continued Froth page 71 F a7
The table top was obsarved to be vislbly sollad
with crumbs and smears of unknown substsnces,
In gedition, this meal ohservaticn showed
resident #38, who was also asated at the fron:
table, placed hisfer fond diractly on the table top
before eafing it.
3. During an Intetview with the IP on 32713 at
1:365 P, she confirmed that the front table in the
8&cUre unii was visfbly soiled, and stated Barving
resldents’ food directly on the table wag not
acceptable, She further aenfirmed that the
unfinished wood edge of the table could not be
effectively sanitizad,
According to Food Code 2008, U.S, Public Haalth
1 Senvice 4-702,11; "UTENSILE and
FOOD-GONTACT SURFACES of EQUIPMENT
shall be SANITIZED before use after cleaning.”
F 441 | 483,85 INFECTION CONTROL, PREVENT F 444
$8=0 | SPREAD, LINENS F441 — Infection Control 512411
The facllity must establish and maintaln an AT
Infaction Gontrol Pragram designed to provids a Tche f:gfhty cnsu.rii:s that a complete ’?d .
safe, sanitary and comfortable environtment and poourate surveillance program for
1o help prevent the development aind transmission infections and antibiotics is fn place,
of tisease and infection, that a safe and sanitary environment is
) maintained  duting  meals, that
#) Infection Control Program appropriate  antibiotic  usage s
The facilty must astablish an Infaction Control Pp P 5
Program under which It - : determined  based upon  submitted
(1) Investigates, controls, and pravents infections cul_tures and sensitivities and ‘that
fn the facility; residents are offered hand hygiene
(2) Decldes what praceduras, such as lsalation, prior to meals.
should be applied to an indivigual resident; and
gaigﬂr?s":-t:fm g t’:m’gg%;‘g"dems Hhd comective The administrative nutsing team will
: be in-service on the importance of
o i
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(R} Preventing Spread of Infection

(1) When tha Infection Control Program
totermines that a resident needs Isolation to
prevent the spresad of infection, the faility must
Isolate the resident.

(2) The faollity must prohibit employess with a
communicable diseass or Infectad skin lesions
from direct comtact with residents or their foad, if
direct contact will iranemit the disease,

{3) The facility must requira staff to wash thelr

.| hands after each direct reskient contact for which

hand washing is indicated by acoepted
prafessional praciics,

{c) Linens

Personnel must handle, store, process and
transport finens so as to prevent the spread of
Infaction,

This REQUIREMENT s not met as evidenced
b )

‘ Bésed on obsarvation, staff interview and review

of the infeation surveillance program, the facility
falled to Implement 4 complets and acourate
surveillance program for infactions and antiblotic
therapy and falled to malivain # safe and sanitary
anvirahiment for residents during meals. The
faeliity aiso falled to determing appropriate
antiblofic therapy based on submitted culture and
sensitivities results for 2 non-sample residepts
(#12, #50}. In addition, the facifty failed to
practice accaptable hand hyglehe for residents in
2 of 2 dining rooms, The findings ware;

complete Infection control Program
that includes infection surveillance,
antibiotic use as well as the antibiotic
determination based upon cultures and
sensitivities,, providing a sanitary
environment during meals, and the
need to offer hand hygiene to residents
prior to meals. To be completed by
DNS/designee.

The McGeer's criteria will be utilized
to track facility infections and
antibiotio usage, as woll as the cultures
and  sensitivities when they are
obtained.

Thres  Random  audits will be
completed each week on those
residents that have had sighs and
symptoms  of infection or had
antibiotics ordered, to ensure that the
infection and antibiotic use ig being
tracked and iz beiny appropriataly used
a5 per the culture and sensitivity x 90
days,

Three random meal audits will be
performed each week to ensure that
food s served in a safe and sanitary
environment and that the residents are
offered hand hygiene prior to the meal

1, The Infection surveillance program was % 90 days,
reviewad with the IP on 3/27/13 at 1138 PW.
FORM EM5-2667(12-48) Pravious Vereltny Obpolsta Event 10: XB4sH Faclily ID: Wyoo0s If continuation sheet Page {8 nf 17
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Confinued From page 13

Durlng this interviaw the IP salf-identifled
deficiencles In acquiring complets and timely
data, and revealed the program was principally
hased on passive data collection. The IP
expreased frusiration that only select staff
membere responalble for reparting information

were diligant In deing sa.

Review of the Infeation contral loga for January
2013 and February 2013 revealed that bactariu|
cuitures were performed for residents #12 and
#60; hawever, no isolate was recorded leading to
uncertainty as to whether appropriate antibiotio
therapy waa ordered gnd compisted based on
laboratory confirmation.

2. Obseyvation during the $/25/13 evening meai

and 327113 mid-day meal revealed that none of
the 13 residents in the secure unit were offered
an opportunity or agsisted to praciles hang
hyglena, Two of these residents wers noted to eat
primarily with their hands. The IP stated during an
interview on 3/27/13 ut 1:35 PM "the expectation
is that resident's hands will be washed pefore
meals." Similarly, obsarvations of the 3/25/13
evening meal and 3/26/13 breakfast meal in the
maln dining roem showed facility staf failed to
offer or assist residents with hand hyglene pria ko
eating. Staff were observed during these meals to
perfarm hand hygiene, hut falied to recogriza the
need for this same sanitary prectica among
residents,

483.75()(1)(i-iv) LAB SVCE ~ FAC PROVIDED,
REFERRED, AGREEMENT

I the facility provides its own faboratory services,
the services must meet tha applicable

requirements for laboratorles specified in patt 493

P Audit findings to CQL

F 503/ 1503 - Labs

5-12-13
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F 603 | Continued From paga 14
of this chsptar,

If the facility provides blood bank and transfusion
services, it must meet the applicable
requirements for laboratories specified in Part
493 of this chapter,

If the laboratory chooses to refer specimens for
tasting to enother laboratory, the raferral
{aboratory must be oeriified In the agpropriate
specialtles and subspecialtles of servioas in
acoordence with the requirements of part 493 of
thls chapter.

If the facility does not provide taboratory eervioes
on site, ft must have an agreement to obtain
these selvices from a taboratory that meets the
applioable requirements of part 463 of this
chapter,

This REQUIREMENT s not met as evidencead
by:

Baged on observation, staff interview and review
of product label information, the facllity falled to
remave expired faboratory test strips from use
and, further, fatled fo acevrately monjtor
kaboratory testing referred to enother facifity for
completion. The findings were:

1. Obsarvation on 3/27/13 at 10:50 AM revesied a
botfle of urine dipsticks (Roche Chemstrip 10 5G)
in the nurses' station containing 52 of the origine
100 test strips. Review of the label showed the
test stripe expired In Febtuary 2013, The unit
nurse at that time, LEN#2 confirmed in Interview
on H27/13 at 10:56 AM the observed test strips
were explred, She further acknowledged this was

Feoa| All lab strips wtilized in fthe facility are
current.  All expired strips have been
disposed of,

The facility ensures that current
laboratory test strips are wtilized and
that a tracking method has been
established  that identifies when
laboratory specimens have been picked

up.

Licensed nursing staff will be in
serviced on the importance of utilizing
curtent luboratory test strips and on the
laboratory specimen tracking method
thus ensuring the accurate and timely
completion of laboratory tests and
accurate  treatment of  resident
conditions,

All laboratory test strips will be audited
weekly to ensure they are current and
| not outdated, Al laboratory tracking
sheets will be audited weekly to ensure
that they are complete and that there is
an  accurate account of laboratory
speciinen test statug x 90 days. To be
completed by the DNS/designee.

Audit findings to CQI.
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Gontinued From page 16

the only container of urine teat strips avaliable for
staff and, after checking with the supply room,
discovered there were no other replacements In
the fagility,

2. The faciifty's logsheets used 1o track Inboratory
gpecimens submitted to an offsite leboratory for
testing were reviewad with the IP on 3/27/13 &t
1:60 PM, These documants were incomplete in
that 8 of 26 entries fatled to nclude the status of .
the laboratary report, to Include test requests
submitted betwean 2/18/13 and 314/1%. The |p
confirmed the laboratory tracking system was
Incomplete and she further stated that she lacked
confidence the logsheets reflectad the current
status of residant specimens submitted for
testing, The IP stated she was not aware of the
status of laboralory rasulls for those residents
with Incormplete Information on the laboratory
tracking logsheets. She acknowledged the only
way for staff to accurately determine if

laboratory specimen had baen sent for outside
tesling and results wete received was ta
Indivicuaily raview resident madival recards.
483.75())(1) RES

RECOR D8-COMPLETE/ACCURATE/ACCESSIB
LE

The faclly must malrtain elinical records on each
resident in accordance with accepted professional
standards and practices that ars complete;
aocUrately documented; rasadily accesslbie: and
systematically organized,

The clinlcal record must contaln sufficient
information to identhy the resident; 2 record of the-

resident's assessmeants: the plan of eare and
services provided; the resulis of any

F 8§03

F 514

F514 - Records

Resident  #9°s  pain  medication
effectiveness was recorded 2 out of 4
times on audit and nurging staff was in-
serviced,

Resident# 20 was discharged from the
facility.
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DEFICIENCY) -
F 614 | Gontinusd From page 16 F514| The facility ensures that resident pain
preadmission screening conducted by the State; medication effectiveness 18
and prograss hotes, documented.

. , ‘ Licensed nursing staff will be in

|1:;h-ls REQUIREMENT & riot met ax evidenced serviced on the importance of

y: documenting the effectiveness of prn

Based on medical record review and steff

Interview, the facility failed to ensume the pain medications. To be completed by

eflectiveness of prm medications were DNS/designee.

dogumentad for 2 of 4 sample residents (48, #20)

wha received pim pain medieations, The findings Five rendom sudits of medication
were: administration  records  will  he
1. Review of the March 1- 24, 2013 MAR for completed woekly to ensure that the
resldent #20 showed e/he recelved prn effectiveness of the pm medications
hydrocodone-acolaminophen 10-325, 48 times has been recorded x 90 days. To be
for back paln. Further review of this MAR showed completed by the DNS/designee.

the effectiveness of the pain treatment was .

documented 9 out of those 48 administrations, Audit Findings to CQL

2. Raview of tha March 1~ 24, 2013 MAR for
resident #9 showad s/he received prn
ydrocodone-aretaminophen 10-325, 11 tmes for
hipflag pain. Further review of the MAR showsd
the effectiveness of the pain medication was not
documented for any of theze 11 administratians,

3. interview with LPN ¥ on 3/27/13 at 9:45 AM
verified thers were problems with the electronic
medical record and although nursing wag
conducting the pain assessments, some of the
ehifies wers missing.
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