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The facility must ensure that all alleged-violations
involving mistreatment, neglect, or dbuse,
Including [njuries of unknow) source.ang ,
misappropriation of resldent pioperty dre reperted
immediately to the administrater of the facility and
to other officlals In actordanse with.State law
through established prosedures (Including to the
State survey and cerfifiostion agancy),

The facillty must heve evidencs thatallaleged
vialations are thorpughly investigated, .and must
prevent further potentia] abuse while the
investigation is in progress. ’

The results of all Investigations must be reported
to the administrater or his designated
representative and to vther officials |h accordance |
with State law (Including to.the Stale survey and
certifieation agenoy)-within & working days ofthe
incldent, and if the alleged violstion is verifiad
appropriate correstive action must be taken.

G| (edh OEPICIENOI A B PACERDED Ly e A o R @%ﬁgﬁ" e | confinon
"‘%ES-‘" nleeuwon‘r R LG IDENTIFYING INFORMATION) P%Eg‘x BF%(E)BB;REFERE[; Egéﬁgﬁ%ﬁ%ﬁ%ﬁe YATE
Preparation and execution of this plan of
F 226 | 483, 13(c)(1)(I)-(l), (e)(2) - (4) F 225¢orrection does not constitute an admission or
§guD | INVESTIGATE/REPORT dgresment by the provider of the truth of the
ALLEGATIONS/ANDIVIDUALS facts alleged or conclusions set forth in
_ statement of the deficlencies, The plan of
The faility must not eriploy Indlviduals who have otrection is prepared and/or solely becanse it
been found gulty of abusing, negleating, er i5 required by the provisions of federal state
mistfeating residanle Bj'a Sourt.of law; of have gnd law. Completion dates are provided for
hiad a finding exfterd it the-Blate‘nures alde procedural processing purposed and correlate
regls;ry e'onc'ernt@g: abusﬁﬁ. Nﬂgléﬂt, m!Stteairﬁ?n't' ith the most recently contemplated or
| of res-[dants °fW'WE'F?F*T{fa?m?.‘f“?{fjma“iE«?,WPB'":M geeomplished corrective action and do not
and report any:Jknowlesd‘g:a:i_i_:g.hggz.pf-‘agﬂan&_by 8 ecessarily correspond chronologically to
'fn?jt;;ta?; fg,;%ﬂ;igfggﬂgfgﬁ% nﬂ}gg ggglgr ate, The facility is of the opinion it was in
other faclity staff to the State nurse alde registry ) ?F&T: igffe::;:i ;‘gg;c";]::ifﬂ;?wt'“p ation
or licansing authorlties, : '
06/01/14

F 225 Investigations

o The facility ensures that al
allegations are reported and that
they fully investigate the
allegation of abuse,

¢  The DNS and S8 will be in
serviced on the importance of
reporting and fully investigating
all allegations of abuse.

»  Administrator will audit all
allegations of abuse to ensure

they were reported and fully
investigated K 90 days. RECEIV]

¢ Audit findings will be rgvigwed-aly
the monthly ()A meeting,
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F 225 | Continued From. page 1 F 228
This REQUIREMENT js not met as evidencad
py.

Based on facility record revievr and staff
Interview, the facllity falled te raport 2.0f 2
allegations of abuse raviewed {0 the state survay
and certiflcation agenoy; The findings wers:

Reviaw-of facility docurgentation showed the
contact perean for abuse investigations to he the
soclal sarvices direstor. Infarview with the. soclal
sarvices diractor vn A1 7/14 at 11:25 AM
conflrmed ahe was the:parson at the. faclity who
legged ellagations and reported allegations to the
appropriate autherities, Review of the soclal
sarvices director's:log of abusz allegations and
investlgations revealed no gllegations were
logged after 117413,

(nterview with. the Aurse manager on 4/17/14 at
10:15 AM.revealed.she-had condugtad two recent
Investigations, ong, dated 2/18/14, for neglect
which resulted In the teraimation of & nursg, and
another, dated 4/3714, for verbal abuse by a GNA
10 a resident thatwag Uliiately determined to be
unsubstaniiated, Thege Mvestldetions wers bot
on the fadility |difs, thiedliégatlons were not
reported to the state survey and certification
agency, and investigelion summaties were not
provided to the state survey and certificatizn
agency.

Interview with the facility sdministrator an 4/17/14
at 12:56 PM coniired he-weis, aware of the
recant investigations: and further gonfirmmed the
facility had failed to nofily the state-survey agency
of the allsgations, and.had further failed to

i providerthe stete-survey agency with investigation|
sumimarles, '
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alawva covering his right lowsr arm, around the

[ stated there should be another slesve, and it may-
{bewet because: fhe_y‘-had' torbe hand washed and
“then:hung to dr

The facility must promote care for residentsina -
maanergnd in an-environment that malnitathes or
enhances each resigent's dignity and respact in
full recognition of his ar har Individuality.

Thils REQUIREMENT is not met as evidenced
by. .

Baswd ori obasrvation, staff Interview and
radical reedid review, the facllty failed to
prothota dignity for 1 of 9 sample resldents (#11).
The findings. wate:

Reviaty af the. 32314 quarterdy MDS asseasment
shoivad fesidart #11 réguired limited.staff
asslstanoe with mestADLE includiniy draseing
and hyglene. Obsarvation on 4/16/14 at 5:06 AM
revealad the resident worg a skin pratective-

fhumbzand over-fiefop 6f the hand, The:slesve.
near fhie. resients wilst aiid thumbwag noted at
thatfime te: be-splisd with 2 large area of &
darkened brownighfed dried substance, The
followlng concerns werg-idetitifled:

a: Obseivation at 12:06 PM latar that day,
showad the solled arga remained. On 4/15/14 at
12:05:-PK CNA#1 was asked about the sletve
and when ghe pulled it away, the skin below was
Intact. At that timeds:was-gleo noted the
resiient’s fingernslls were.long and crusted with &
dark substance under the nalls; The GNA stated
the sleeve was fikely solled from fodd, The ENA

b. Al 8:45 PM on 41514 an observation of

| GARE & MEDIGALD SERVICES
BTATGMENT OF _msmt:ns QIS (%) PROVIDERSUPHLIZRICLIA (%23 MULTIPLE CONSTRUCTION
AN PLAN ©F CORREGTION IDENTIFIGATION NiMBER: A BICORNG
'G';
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NAME OF PROVIDER OR SUPPLIER BTRBET ADGRERS, CITY, GTATE, ZIP CODE
THERMOPOLIS REHABILITATION AND CARE GENTER PO RRX 101 . /()(’
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A} 1D “SONMARY STATEVENT OF DEFIGTANGIER D BROVIDER'S, FLAN OF GORRECTION X8
FREFIX (EACH DERIDIBNGY KUS'T BE PREGEDED BY FULL PREFIX (BAGH GORRECTIVE ACTION-SHOULD-BE eemmaf‘nran
TG REGULATORY OR L&G (DENTIFYING INFORMATION) TAG CROSSREFERENGED T8 THE ARFROPRIATE DA
BEFICIERCY)
D6/01/14
F 241 | Continued From page 2 F 20 _na1 gnity
F 2411 483.16{a) DIGNETY AN RESF’ELT OF F 241
gsup | INDIVIDUALITY

»

" DNS or designee will conduct

Resident #11 will receive care
and services in a dignified
manner,

The facility ensures that al)
residents are cared for in a
dignified manner.

C.N.A, staff will be in serviced
on the importance of providing
nail care and clean clothing daily
to ensure resident dignity is
maintained.

three random carc observations
weekly to ensure that resident’s
nails and clothing are clean x 90
days.

Audit findings will be reviewed at
monthly QA meetings.
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"hand remalned solled,

resldent's statys,

‘ wulifully angd knowingly causes anothar Indivigyal

| resideht asseyshiant iy subject tv w wivil- hotiEy

Continued From page 3

the residant being assisted to bad showed the
ragldent continued fo waar the same solled
sleeve,.and the resident’s fingernalls on the right

c. Observation on 4716414 at 12,35 PM
showad the.resident was.seated af the dining:
table wearlhy what appearsd fo be the same
sellad.-eladva, Theresident was observed using
higffer ight-hand ta eat. Interview with the nurse
ianagarat 4:12 PM, during that mid-day meal,
veriflsct the slseve was solled and esch hight the
sleave.should-be removed and cleaned.
483.20(g) - () ASSESSMENT
ACSURACYICOORDINATION/CERTIFIED

The assessment must accurately reﬂact the

Aregistered nurse miust conduct-or coordinate
each assesgment with. tha appropriate
particlpation of health ptofessionals,

A ragieterad hurss must slgn and certlfy that the
assesshentis completad.

Each hdividua) who cempletes a portion of the
asgessment must slgn dnd certify the-aceuracy of
that portlon of the:assessment,

Untler Madichie dnd Medisaid, an individuatwhia
willfully and Rnowingly éertifles a matetlal and
falze statemventin & resident agsassment |5
subjact tora alvil tioney pemalty-of notmiers than
$1,0008 for sach assessmeant; or an individug! who

to certify a matertal and false stafement.in a

penalty of not more than $5,000 for sach

F 241

F 278

&3 — 278 Assessment

- Resident #9°s MDS was
correeted,
The Tacility ensures that MDS are
completed accurately regarding
fall history,
The MDS Coordinator will be in
serviced on the importance of
completing MDS accurately with
regards to fall history,
DNS or designee will audit all
MDS completed each week to
ensure that the residents fall
history is accurately completed x
00 days.
Audit findings will be reviewed at
monthly QA meetings.

06/01/14
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) (3 1p sﬁmMA(w STATRMENT OF ﬁamcmnmas '§  PROVIDERS PLAN BF CORREGTION e
BREF. (EACH DEFIBIENGY MUST BE PRECEDED BY FULL PREPX (BABH cGER-BGTNEA@rI@N sHBLD BE COMBLETIGN
Ty REBULATORY O LEG [BENTIFYING INFGRMATION) TAGL GROBS-REF n&ggﬁg ;gﬁn él‘%E‘A‘E‘F’RWRMTE baTe

F 278 Confinved From page 4 278
ggeassment.

Clinieal disagresmeant doas not constitute &
materlal and false statement.

| Tiile: REQUIREMENT [e-hot met a8 evidenced

by
Baiged on madoal record raview, and staff
iitervisw, the facilty failed o ensure the accuraey
of the MIIS assessment for 4 of 11 sample
tesidents (#28). The findings ware:

Review.of the. 3/27/14 guaitery MDS assessmant
1 stidwed restdant #29 had diagnoses that Included
saliie disorder and anxisty, The MDS
| assassmant showed tha resldent had no falls
ginga the pror agsessment. Review of nurse's
notes dated 171414, imed at 4 P, and 1/26/14,
un-timed, showed the resklent had falls with
Injurles ortboth of these dates. interview with the
| nurge manager on 4117714 ak 8:55 AM veriffed
these falls were incorrestly coded for this
residaent's MOS assessmant, and a corraction
o WSS needed. . 06/01/14 |
1 279 | 485.20(d), 483.20(k)(1) DEVELOP FIM i '
HS=D GGMPREI*IEN%IV(E CARE PLANS 279 Care Planning

Afaelity must use the results of the assessment + Resident#11’s care plan was
to develop, reviewe and revise the resldent's updated.
conpirehensive plan of care, e The facility ensures that

The fac]]'!ty roust ﬂe\/_glqp o cgmp‘rg‘h@ng{ve-gare comprehensive care ]ilans are

PEJFH“"EF each cﬁlb‘fdiﬂui”lattfﬂﬁiiiﬁ?ﬁ‘ mﬁfguf?}l@‘ . developed to adchess resident’s

abjactivas and timetables to meet.a rasldents el ; .

medieal; nursing, and mental and peyehosootal | . needs for ass}sr?ma ,d uf‘mg _lm’als .

T Thepdethat are idertifed in the comprahensive -1 - and the use of adaptive: equipment
assessment, during meals

FORM GMS-2567(02:99) Previous Varstons Obaolots EvedlIDmRTXGT Fauly |0 v0oda fagnliflion shent Page o109
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F 281

F 279

| The cara plan must describe the setvices that.are

1 e raquired under §483.25 but aré:riot pitvided

| for 1 of 8 samiple residents (#11), The findings

‘Review of the 3/21714 physlcian communication
- | dectagsed abillty with "self faeding," had béen
staff asslataiios, and was baing provided.a

 respionged.on. §/26/14 showlng.the plan was

 neet for staff-agststance with eating other than
“sefup assist, or the use of any adeptive

~Fresident's varg plan.

Continued From pige &

te be furnfshed o attain or malntaln the residents:
highest practicable physical, mental, and
maychosodial well:bsing as requlred under
§488.25; and any services that would otherwlse

dua te-the resldent's exarcise of rights utdar
§483.10, Including the. fight to refuse treatmerit
under §483 TO(b)(4).

This REQUIREMENT 12 not met as avidenced
by:

Basged an medical record review-and staff,
interview, the. faciity failed to ensure the cara plan
was.Updated 1o reflect current care Interventiong

wird,

and order showead resident#11 way having &
roved to ai assisted dintp table for heressed
twirtandled cup for baverages. Tha physician
noted and he apreed, Review of the nutrfion and
activities of daily living ¢are plans showed both

foous Araas were nitiated on 6/11/13, Raview of
the care plan Intérvantions falled to show the

aquipment to be used at meals. [nterviawwlky
DON on 471714 al 8:66 AM verlfled these
approaches should have been added to the

483200k (3)()y SERVICES PROVIDED MEET

F 279

Licensed staff will be in serviced
on the importance of developing a
comprehensive care plan that
address residents need for
assistance Juring meals and the
use of adaptive equipment during
meals,

DNS or designee will audit 3 care
plans each week to ensure that the
care plan addresses the resident’s
need for assistance during meals
and the use of adaptive equipment
during meals x 90 days.

Audit findings will be reviewed at
monthly QA meetings.

F 281

06701414
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FORM APPR@VE[%}

NEME OF PROVIDER OR BUPPLIER
FHERMOPOLIS REMABILITATION AND CARE CENTER '

GTRAETADBRESS, GITY, STATE, ZIP CODE
'P.O'M?X 1326
THERMQF’OLI@}. WY 448

The serviees provided or arranged by the fagiity
st meet professional stahdards of quality,

This REQUIREMENT Is not met as evidencsd
by

Based on medical record raview and staff
Intervigw, the facllity failed to ensure. plysloian
prders were followsd for 1 of § sample residents.
{#11), The findings were:

Review of the medical record showgd-gn order
dated /25114 for “strict” fluld Intake and pufput {
& O forresident #11. The physielan's:progress
nota from 3/25/14 showed the reason for thevigit

" | was related to the resident having excesslve thifst

and fréquent wination. Further review of tha
meadical record showad the 1.& O recard from
32614 to 41514 was Incomplatd.. The: hidkes
waare fiol recorded for each shilft, afd.rmost days:
diel not clute any totals. The fluid output fur

these days failed to include any megsure of the

output becabise the resident was indontihehit. A
physiclan-communication was sent.oh 4/16/14.
with a-request to discontinue the 1 & O-ordal, As
of 4714, the physician:had not felspurdad,

Initerview with thie. DON on 41171451 848 AM

verifiod the | & O record-wag Incompléts, She
further stated tha restieittwas freguently

ficontinent and itwas dHilouit for staff o

daternilng the output volume, She then
ackmowladged this-shauld have beeh.
sommunicated 10 the physiclan earller,

Skills Basic fo Advanced Skils" by Smith; Dual,

arid Martin, 2004, if an arderTs "quest}onmbfe giv

e T SUMMARY STATEMENT OF DEFICIENCIES n PROVIGER'S PLAN OF CORRECTION. i
l&ﬁé}':-:??Tx (EAGH DEFIIENGY MUBT BE PRECEDED BY FULL, PREFI% (EACH CORRECTIVE ASTION SHDULD BE DepLENEN
e REQUEATORY OR LSG IDRNTIFYING INFORMATION) TAG CROGS-REFERENGED TO THE APPROPRIATE DA
DEFGIENGY)
F 261 | Continued From page 6 F 261 . : . /
88D | PROFESSIONAL STANDARDS Resident #11 is at baseline. & ///;.,

* | Acootding toth sixth edition of “GllnlearNursig |~

The facility ensures that
physicians orders are followed
regarding strict 1&0
documsntation,

Licensed staff will be in serviced
on the importance of completing
the records on those residents on
strict 1&0 ensuring that the
physician’s orders are heing
followed.

DNS or designee will review
those residents on strict 1&0 each
week fo ensure that the records
ate complete and in accordance
with facility policy x 90 days.
Audit findings will be reviewed at
the monthly QA meeting.
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CENTERS FOR MEDICARE & MEDICAID BERVIGES ,
| GIAYEMENT OF DEFICIENGIES X4 PROVIDER/SUPPLIBRIGLIA (%) MULTIPLE BONSTRUGTION
AND PLAN ©F GORRECTION IDENTIEICATION NUNBER; A BUILDING
548051 B, WING s
NAME OF PROVIDER OR SUPPLIER STREETAULRESS, GITY, STATE, ZIP GODE
S i o PO BOY 1325
4 THERMOPOLIS REHABILITATION AND CARE GENTER THERMOPOLIS, WY 82443
{x4) D SUMMARY STATEMENT OF DERICIENGIES 0 PROVIDRR'S PLAN OF CORREGTON x5y
PREER {EAGH DEFIGIBNGY MUST BE PREGEDED BY FULL PREFIX (EATH CORRECTIVE ACTION SHOULD BE GOMPLETIGH
TAG. REGULATORY OR LSC IDENTIFYING INFGRIMATION) TAG GROBY-REFERENGED TO THE AP PREFRIATE bATE
DEFIGIENEY)
F 281 | Conlihued From page 7 F 284
any reasan, the physician must be notifled for
1 ¢larfication.”
Acoording to the Wyoming Nursing Practice Aot
and the Administrative Rules and Regulatisns,
nursing must funclion under tha difection of a
| lleensed physician,
= 282 | 483.20{k)(3)(ll) BERVICES.BY QUALIFIED F 282 06/01/14
5= | PERSONS/PER CARE PLAN F - 282 Services per Care Plan
The services provided or arranged by the faclily , . o
must be provided by cualified persafis.in * Residents #7 and #22 will receive
aceordance with each resldent's-written blea of services in accordance with their
care., plan of care.
s The facility ensures that residents
This REQUIREMENT is not mat as svideiiced receive ordered oxygen as per
by: ician’s orders.
Based en observation, medical résord reviaw, physnc:ar} ) Ol_c e.rs . .
review of facllity poliey ant;f prosedure dpd *» The nursing staff will be in
resident and staff |nterviaw%. the, fact{ily fedled to serviced on the importance of
follow the care: plan for 1 of 9. semplé widents inistering O2 as per
{#22) and 1 nen-sample rasident (7). The adml'm.ste: "8 P
findings were; physician’s orders as well as how
to determine if Lhc 02 tank is full ¥
1. Review of the medioal receird ghowed regident and flowing, e €rlou 14, ()'LWD%
#7 was most recently re-admitted to:the Tactlty on o I t
1720113, and had dlagnoses Including aremia, * DNSor designee will complete
congestive heart fallurs any chrorlic ginvay three random observations each
abstruction. Review gf pm’i/iml;‘n 5*0; ?E?f g week to ensure the resident is
recapiulation dated 3/28/14 showed instroctions - . )
tor "Koap 2 above 89%" and "@xygeﬂ Hse; Mag recen:vzlng their oxygen as pel _
fhirate OF flow to maintaln sats [saturatiqns] physician s orders and that the O2 ) 0 LS
above 80%." Review of the care plan, Infilated tank is full and flowing x 90 days. ;‘4’ ML 64,)1 .
2/24/73, revealed the resident was at fisk for o Audit findings will be reviewed at LS
altsred stamina/endurance related to GOPD; o udit Tincings Wil be reviewed al|
1 CHF, Fypothyroidism, ahd o hfslory ofi myuancilal the monthly QA meeting,
irfarction with pacemaker placement; and {haf
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| ek reter dicated thie oxygen tank wis empty.

Continued From page 8
supplemental oxygen was required. Interventione
spetiiied "Adminlatel oxygen per nasal cannula
Hfhpm." The followlny concalns ware [denliflad;
g, Ohsarvatlon on 414114 gt 4,48 FM
révealad tha regldent seated [ 8 WhiasiBhalr, and
widting & nggal eirinula Batwag.sontidated 1o
an-oxygdn-tank on tha Wheglohalr. The oXygen

Intarview with the activity difectoratthat time
gonfirmed thetank was emply, gtid & full tank
would ba obiained immadiately. During Interviaw
at that dme, the residerit stated, "I'm not getting
arough alr, but she'll gst:another pne.”

b, Obs:ervatlan on 4116/14 at 12:15 PM
revealed LPN #1 was edministeting mhedication to
the-resideant In hisffier rotim, The résidafit was
seatad In 8 wheelchailr andl. wal wasrhg a nasal
cannyla that was connestad to.an oxXygen tank on
the whieelehalr. The oxyden tank meter registered
naarly empty, and the flow rata wag setio "0."
Meastirernant of oxygen saration tona by LPN
#1 at thet tims showed the regideni's oxygen
gaturation level was 79%.

e. On 4174 ot 12 PM the resident was
again-observed in his/her room; weating a nasaf
gannula connected to an oxygen tank. The
oxygen tank meter ndicated the tank was amply.
Measurament of axygen saturalion dene by LPN
#1 at that time showed the resident's oxygan
saturation level was 68%. During: nterview at-that
time. the rasident stated, "1 don't feel good."
Interview with LPN #1 and CNA#T at 12:06 PM
revealed the oxygen tank was, ifv fact, full but the
main valve was furned off which causad the
meter o reglster the tank as empty. They further

confirmed the resldant was notable: to turn o-he| '
i valve witholt agsistaice, N

2. Review of Lha:meciiioal recorg showsed

F 282
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F 282 { Gontinued From page 8 F 282
diagnoses for resident #22 that Included a stroke, '
and left sided weakneswparalysls, Review of the
31314 quartarly MDS- assessment showed the
rasident was independent for eating, requlring
only setup assgistanse frem staff. Additionally, the
| resident required extensive aselstance for

transfer and did notambulais, Review of the care
plan for dehydration shawed It was initiated on
8719/18 and approsches nvluded shcourage fluld
{ intake fraquently, Reviaw-ofthe revised
Deseniber 2011 faclity polley and procedure for
prevention of dahydration ghowed, "Nurse's aidas
will provide sne encourage Intake of bedstde,
stiask sind meal fiulds, oy a dally and routine
basis as part of dally care." The following
coneems wargidentified:

a, Obgervation on 4115714 at 9:08 AM shéwed
CNAs#1 and #2 transferred lhe resident from the
wheelchalr {o bad. At that {ime it was noted thers
was a watar pitcheron atable; hovwever, the {ahle
was out of the resident's redeh whils in bed, The
CHAs completed: thelr tasls and, without &ffaiing
the resident any-watar, [aff the roomi.

b. Intérview with GNAER o 4/16/14 at 1145
| AM revealed the resldent‘s togim had been
re-arranged a few months-previous and the
oxygen concentrator was placed nextto e bed
inatéad of the tehle, Thi GNA further stated dus
to left-sided wenkross ths resident ceuld not
Independently get a drink-of water from the
pitcher, She explalticd the:siyle of water pitohesr
requirad taking the cap off wiiich then sarved o
the cup. The CNA also vevified they were
expacted to offerand encgurage. flulds wher they
were providing cares, 06/01/14
¢ 3-1_32 483, QE(a)(B) ADL CARE F’ROVIDED FOR Fate

. v __Resident #11 will be provided
FORM.C1S-2567(02.09) Pravious Veraluna Gbsolale Evant I RTXC11 Facllty i0: Wyeiieded assistance Iﬁmhﬂduhﬁ%raheat Pasxe 19 oi’19
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) o » The facility ensures that residents
Fa12 gc’”ﬁ;”e‘: F‘;on?. pﬂg%;{ﬂ[ ¢ sctivitios of 312 receive assistance with meals as
resident wno.ls unable to carry out activities of iad i thetr I
dally ving recelves the heocesaary sarvices to outlined in their pl*‘f’ of c.m'
malnfan good nutrition, grovming, and parschnal »  The CN.A. staff will be in
and oral hygiene, serviced on the importance in
providing residents cueing and
assistance with their meals as
This REQUIREMENT s not meat as evidenced outlined in their plan of care.
by: R ' :
Based or ohsetvatlon, staff interview, and * DNS ordesigneo will comp I.ete
medical racard reviaw; the-faollity falled to three random meal observations
pr wi'cfed.neadad ?ﬁlsjﬁﬂ%w withi _d.igmg fgr 10f4 each week to ensure the residents
sample-residente. 4y who required such- : ool ‘
daslstance, The findings. were: arelbemg P ‘?"""T“% cueing and
assistance with their meals as
Review of the 3/21/14 physlclan communication cutline in their plan of care x 90
and ofder showed resldent #11 was heving a dayé
decraased abllity with "self feedinig,” had been , . , o
maved fo.an-dssistad dining table forIncresised * Audit findings will be reviewed af
staft assistance, and Wag belng provided a the monthly QA
two-hgndled eup. Rt beverages. The physiclan
‘reaponded on 3/25/14 SRowig the plar was
noted and He'agieed, Ths following concarns
were ldantifiad;
a. Ouservation on 4/16/14 at 12:50 PM
-ghowed the resident was seated at the assisted
dining table, had bden served histher meal, ard
was atlemipting to gl without staff gssistance. As
the resldent ate pudding from a cup, the cup
turned aver onto-ite-aide, and the regident
strugtled to scoop out the facd with the cup
rolling. Duting this: sbagrvaiticn CNAFS sat
agslstinganother rasidént aorogs this table,
however, at no time-during the. meal was resilent
#11 provided assistance or cueing.with sating.
The resident manpged to et the pudding, some
‘| applesatcd.and drank sl of the byverayes, which -
ware-In nen-hantle cups, The.resident did hot
attempt, nordld staff encourage or assist with aby \

FORM:CMA-2557 {o-16), Pravious Verslons-Qbsolete EventiD: iRy

Felitly ID; WY0003. if conflagalifa’sheetFage 4% of 18



DERARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS COR MEDICARE & MEDICAID SERVIGES

STATEMENT GF BEFIGIENGIRS (%0) PROVIOZRASUFFLIBRICLIA () MIJL;T'IPLE- CONBTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING.
2
, 520861 B, WiNa . : OAr1PIEG14
NAME OF PROVIDER OR BURPLIER STREETADDRESS, OlTY, STATE, ZIP CHDE
T " PO-RGX 1820 64,
THERMOPOLIS REHABILITATION AND CARE CENTER THERMORGLIG, WY 32443
{¥) 1B SUMMARY SBTATEMENT OF DEFIQIENGIZG i PROVIDER'S BLAK OF GORREGTION ' (#6)
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AN REGULATORY OR LEC IDENTIEYING INFGRMATION) A CROBEREFERENGED, T0 THE APPROPRIATE AT
BEFCIENCY)
F 312 Continuad From page 11 F3ai2
bites of the maln meal, which conslsted of
mechanical ground chicken-fried steak, potatoes
and. gravy, and ‘graan bean casserale. At 1:20 PM
CNA #3.askad the.resident If s/he was done and
removsd the plate of uheaten food.
b: Raview of the 4/11/14 reglstered dletitian
nofe: lndledted the resldent wes showing a
dpwnwardwelght rand, THE nate furthiar showed
“now &t asglied tatile as intsrvention-and
inprovity litaked-ara being noted."
&, Review of the nutritton and activities of
dally living care plans showed bath focus aregs
were initiated ofi 6711/13, Review of the dare plan
intarventions faileid to. shaw thia naad for glaff
assistance with gatifig other than "set-up asslst”
or the bse of ahy adaptive equipment o be used
at mesals,
. Review of the 4/18/14 rioon meal intake
record shewad tho resident ate 10%. .
8, [nterview with the DON on 4/17/14 at 8:58
AM verlfisd this nutritional appreachas should be
followed. 8he-algl verifled: th residsnt prefers.
sweel fastas ahd neads elcouragentent and
. | assiglance fo alternpi the other foods served,
F 32| 483.26(h) FREE-OF ACCIDENT F 323 06/01/14
se=0 | HAZARDS/SUPERVISION/DEVICES F - 323 Accidents
The fepility thust ensure that the residlent
amfifﬁinme[‘m remalng as fiee of sccldent hazards » Residents #4, 5, 15, 21, 31 and 34
a8 s posalble; and esoh resident repeivas M rece e
atlequats gupervision and assistance devices. fo w'_” roceive ﬂ.{?equtjltﬂ supetvision
prevent acoidents. to prevent accidents.
¢ The facility ensures that residents
are effectively supervised to
ensure their safety is maintained.
[ This REQUIREMENT 1e'not met as evidence e Thé facility ensires thaf Fesidents |
by: ‘ with barricading behaviors have
FORM ME-4807{02-00) Previous Versions Obselsts- Eehl LATNGT Koy 10 wwﬁ.t!-‘f' ft;coﬁti’ﬁuallbn sheat Page 12.0f 19
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¥
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NAME R PREVIDER GR BUPPLIER ETREET ADORESS, CITY, STATE, ZIF CODE
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effective approaches
F 323 | Contiued From page 12 F 323 implemented.
Based on abservation, review of staffing + Nursing staff will be in serviced
-gehedules, medical record raview, and rasident ; ) . 31
and ataff Interview, the factity failed to ensure the on importance of providing
affedlive supervision for 6 residents (#4, #6, #16, effective resident supervision and
A2, #81,.934). on th@I sacyrad unlt durlnigﬁ that no sleeping while on duty is
dangom observation, | ecdition, the fasiiity failed s Fanili T
to develdp ahd Implement effectlve appreaches allowed a_s per facility I.m 1cy..
] far 1 &t sample residants (#21) known to s The Admin/DNS/SS will be in
| barrizade. thef‘ns-elvms o thelr room, The serviced on the importance of
findings were: implementing effective
1. Ghservation of the sacured unit on 4/16/14 at approaches with residents
7:60 PM revedled CNAHS was lying. on the couch exhibiting barricading behaviors,
ih tha télévision foom, The CNA's syes were et 1l conduct
cloged, andthard were o other staff abservad t *  DNS or designeo will condue ]
‘be-prékent on the uriit at that time. Whan three random observations each
disturbed, CNA #5 rogs frotn the coush and weelk to ensure that the residents
| stated, "L 'am so-sémy. [ do not do this," She - affenti . ised and th
furtherstated she wes an duty, and noton & are effectively b".p ew:s]e.] T
break. Obgorvation showed while the GNA rested no staff are sleeping while on
on the ceuch, residents #4 and #34 were awake duty.
and wandering tha main hallways-of the unit. ' © dael i1l review
Residents. #8, #18 and #31 were asldep In their * DNSor q%'gnee w.l . l.e
[ rooms. Resident #21 was awake arid had those residents exhibiting
barricaced himvherself into his/her room, Review barricading behaviors to ensure
| of the staffing schsdula board.on 4/15M14 at 763 | hat the identified approaches are
PM showed 1 CNAWwas on duty In the sszure that ”Ee dentified app (
urlt, Review of the planned staffing schedule effective.
showed was the usuat pattern to have 1 ChAan| » Audit findings will be reviewed at
cuty-during the evening and night shifts. Interview y tings.
wilth LPN.4#2.0n 4115/14 at: & PM verified she wag monthly QA mesting
the riursé who had charge of the sgctire unit, 4nd
further verified the residents nesded to be
supetvisad.and it was not appropriate for staff te
rédtilia down white on duty,
-2 -Review-of the miedical record for resident w21 | )
showed.s/e was admitied o the faciiity sn 8/2/19
and had diagnoses that Included anxiaty state, . o . '
"FORM GMS-2887{02-05) Frovious Versions Obisolets Evari] 19 RTXGH ‘Faritt s Y00k [Fepntitidaton sheatFage 13.0f 19
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syndope and collapse, and fransisnt cerebral
Ischermia. Review of the care plan showesd the
resident frequently had deluglon of harmful paers
and tended to barricads him/herself In hisfher
room with the extra ked. Interventions fer this
focus area, inltfated. cn 8/8/13, included “Stop
sign to doorway-stoop for persenal etffication (sfo)
of eafety for [hisfher] beliefs that someonia ls
coming frion {himvher]! and "Offer reassurance to
[resldent] when [s/he] biscomes deluslonal
regarding other rasidents, that [s/he) Is in & safs
seodre environment and no harm will come to
ihimfhier] - offer redirection with activities; ete,”
Furthiar raview of the ¢ara plan, inltiated 8/8/13,
revealed the resident was at risk-for falls with

[ injury. The following concerng ware identiflod with

the residont's safety;

&. Cbservation on 4/16/14 at 7:50 PM,
showed rasidant #21 was in his/ner room with the
- door dlosed. Attempts tu open-the dogr wera
unsugaessiul berauss the second bed in the
raloin higd been moved to block the dogr.
Interdaw through the slightly epened doort with
the resident at 7:55 PM revealed s/he was aftald
thiat somecne would enter tiis/her rodm, su sfiive
pushed the bed in front of the docr,

AF6M4-at 210 PM revealed the room to bé
ocoupied by a single resident, however fumniture,

| including a bed, for an additional resident was

prasantin the room.

¢ Interview with. the soslal services
direstor on 4/17/14 at 11:25 AM revealsd the
factlity had not eansiderad removing extra
furniture from the resident's roam as a safety
measure. Interview with CNA#5 on 4/15/14 at

1 8:25-PM revaled-that-although the CNATalt

| confident she could "usually” gonvines the
 resldent to'move the bed blocking the.door and

b, Observation of the resident's room dn

D BUMMARY: BTATEMENT OF DEFIOIENCIES in PEOVIDER'S, PLAN OF CERREGTION {X8)
& ﬁmx (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX BAGH CORRECTIVE AGTION EHOULD BE COMPLETIGN
[ém REGULATORY OR LSC IDENTHFYING INFORMATION) TAQ GROSB-REFERENCED TCH THE APPRUPRIATE GATE
DEFICIENCY)
F 322 Confinued From page 13 F 823
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F 323 | Continued From page 14 F 323
allow staff info the room, no plan for-getting
access to the redm was in place In thy event the
resident should falf or otherwiss basomea
Incapacitated. o
T 228} 483.25(K) TREATMENT/CARE FOR SPESIAL F 328
Bg=0 | NEEDS 06/01/14
F — 328 Treatment and Care for
The faclity must ensure that residents reseive Special Needs
pi_'op?r treatment and éarg for the fellowing
special services; . ,
, !rﬁec&tens: ¢ Residents #7 and #30 will receive
Parenteral and enteral flulds; supplemental oxygen in
Golostomy, ureterostomy, or llsostemy care; accordance with physician orders.
Tracheostorny care; - .
Tracheal suctioring, e The facility ensures that residents
Respiratory cars; receive ordered oxygen as per
Foot care; and hysioian’s of
Prostheses. p1ysrua1? 5 orders. _ ‘
» The nursing staff will be in
serviced on the importance of
l?;ls REQUIREMENT Is not met as evidenced. administering O2 as per
Based on observation, medical recard ridview physician’s orders as well as how |
and rasident and stalf interview, the facillty falled to determine if the O2 tank is full §
to srsure residents with orders for sujplemantsl and flowing.
axygen reseived (tas Indicated by the:physiekt e . m I
for 2 nan-Sample rasldents (€7, #30% Tha * 'DNS or designee will complete
findings Were: A three random observations each
1. Reyiew of ths thedicel record showed realdstt week to ensure the resident is
- Review of the thedical record showad realdéiit I .
#7 was o8t recanly re-admitted toctie faciity o | receiving their oxygen as pel
172913, and had.dlagnosas. (nelding ahela, physician s orders and that the O2
GOI’IQEISttWE hear.ti failu‘;a ﬁnd chronle-albvay: tank is full and flowing x 90 days.
obstruction. Review of physician's. drders . . . .
tecapitulation dated 3/28A4 rovesled itstuctiong | »  Audit findings wil beﬁnewewed at
fo "Keap O2 above 80%" and “Oxygurt usa, May the monthly QA meeting.
[ Htrets 02 flow to-erintin sats (sathetions)” | e e ek
above 89%." Review of tha care plan, iilllated.
FORK GME-2867(02-90) Previcus Versidm: Obalata Evanit /K TREH ) Fac||'li\r-.jnf.Wﬁfmﬁs “conimyation -shsewéqgé 15 of 139'
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v DEMOIE014
AWRQVE:‘D

2{24413, revealed the resident was al risk for
alterad stamina/endurance related to COPD,
GHF  hypothyroldism, and a history of myocardial
infarction with pacernaker placement, and that
supplemental oxygen was required, ntarventlons.
speciftad "Adminlster oxyaan par nasal cannula
HiLpm." The following conceorna were Identifed:

a. Observatlon on 4/14/14 at 448 PM ‘
revegled the residsnt seated In a wheelchalf, and
wearing @ nasal cannula that was colinedted 14
ah oxygen tank-on the whealchalr, The.oxygen.
tarik meter indicated the oxygen tank was emipty.
Interview with the activity diractor at-that-tiime
confirmed the tank was empty, and a Rl fank
wauld.ba obtained iImmediately.. Durlng ihtsrview
at thal ime, the resldent stated, "I'm not.gething
enough alr, but shelll get another ane,* '

b, Obgervation on 4/16/14 at 1215 PM
revaaled LN #1 was administerthg maditation to:
the resident i) hisfher room. The fesident was
seated In & wheelchalr and was wearing a nadal
cannula that wais connected to an oxygen tank'6s
the wheelchalr. The cxygen tank irigler regfstered
nearly emply, and the flow rate was sat to "0."
Measurement of axygen saturation doneby LPN
#1 atthat fime shiowad the resident's oxygen
saturation level wag 70%.

¢. On 417H4 at12 PM the residant was
egalh observed In histhst raom, wearlng a nasal
cannula connected to an oxygen tank. The
oxyger tartk meter indicated the tank was ermgty.
Measursment of oxygien. saturation dena by LPR
# at that time showsd the resident's axygan
‘saturation level was 88%. Durlng interview at that
time the resident stated, " don't feel good.”
Interview with LPN #1 and GNA#1 at 12:05 Fiv

maln valve was turned off which caused'tha
‘meterto register the tank as ampty. They further

" | reVatod the oxgen taik was, in‘tak, full but tha 1
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confirmed the resldant was nat abla.to turn on the
main valve without asslstance.

2. Observation In the resldent's room on-4/14/14
abk4:B5 PM showed resident #30 was seated in
blsfier whealchalr wearing €6 Sxygen nasal
cannula which was attachstd s thatdmion the
bk of the ghair, Intérdew. wWith thatesidant
revealad s7he thought the-oxygen was flowlrg;
but was not certain, Qbsetvatist of 1hé dial an the
tank showed it was ih the red ares and ragistering
zare, Interview with RN #1 al-that me varified the
oxygen tank was emiply-and neededto s
chiangead,

483.80(b), (d). (8) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

F 434
S8=D

The facility must employ er obigin the services of:
a licensed pharmacist who éstablizhas a system
of records of receipt and dispositior &f all.
confrolled drugs In sufficlent detall to-gnable an.
accurate reconcliigtion; and datarmiiss. tat drug
records are In order and that an sceoliit of all
controlled drugs is malntained arid perbdlsally
reconcilad. o

Prugg.and blologicals:ysed it the facllity must be
labaled in sororderes with currently oceptad
professional princlples, ard Include the
appropriate accessory and cautionsry
instrustions, and the xpiration dete when
applicable,

In accordance with State and Faderaf laws, the
fasllity must store all drugs and biologfeals in
tockad comparfments Upder proper tamperature

have access to the keys.

‘aontrole; and permltnly-avtherized perstemslty |

Faz28

F 431
06/01/14
F - 431 Drug Storage

» The facility ensures that expired
medications are removed from
use,

e The nursing staff will be in
serviced on the importance of
reviewing for medication
expiration dates and to remove
those identified medications from
use.

+  DNS or designee will audit the
medication carts weekly to ensurg
all expired medications have beei
removed from use, e e o

s Audit findings will be reviewed at
the maonthly QA meeting,

FORM GHS-2667 (02:66) Pravious Verslons Dgolsts Ehent ID: RTEGT
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The facllity must provide separatsly locked,
permanently afflxed compartments for storage of
controlled drugs listed in Schedule 11 of the
Gomprehensive Drug Abusé Prévention and
Gonlrol Act.6f 1678 and-ofhier drugs subjsot to

| abuse, except when the fiallity uaes sihgle unit
package drug distributioh gysterns id which the
quardity stored Is tintmel and.a missing dose: can
te readily datectsd. :

This REQUIREMENT s viat imet as evidenced
by ‘

1 Based on observattan i staff infervlew, the
facllity falled to snsurg that medications that werg
open and avaflable: for use were notexplred for 2
of 3 redication carts. The: findings were:

1. Observation of medication.cart #1 en 4/17414
at 10:40 AM revesiled the following expired
madlcations that wers epsn and avallable for use:
Fexofenidine HGL 60 my tblets (expired 6/13),
ferrous sulfate 5 gram fablsts {expired 11793),
asplrin 81 my tablets (expired 1/2/13),
diphanhydramine HC. 25 mg::ér;xplreg 127114,
blsecadyl- 5 mg talilets (expired 324/143 and
lopiramide hydrochlarlde.2 mg tablets (expired
11H4). '

2, Ohservation of medication cart#2 on 4M 74
at 10:50 AM revealed the following expired

| medication thatwas epen and avallabla foruse:
Famofidine 10 my tablets: (axplred 1/14/14).

8. nterviewrwitl LPN W OfdMT/4-at-10:40-AM | - e mm e e e
verified the expirad madicadtions wére in the odrés. :
She further revedlad the faclity tad no fbrmal
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procedure for purgihg the-medication carls of
axplred medicatians, and that "sach nurse trigd to
do it." She was unawara:of when the carts had
last been:purged of expired madications.
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