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Post-Certification Revisit Report

Publlc reporting for this collection of information Is estimated to average 1C minutes per response, Including time for reviewing instructions, searching existing date sources, gathering and
maintaining data needed, and completing and reviewing the collsction of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggastions for reducing the burden, to CMS, Office of Financial Management, P.C. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503,

(Y1) Provider/ Supplier / CLIA / (Y2) Multiple Construction {Y3) Date of Revisit
Identification Number A. Building
535051 B. Wing 7172014
Name of Facility Street Address, City, State, Zip Code
THERMOPOLIS REHABILITATION AND CARE CENTER PO BOX 1325
THERMOPOLIS, WY 82443

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correcticn that have been corrected and the date such corrective action was accomplished. Each deficlency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2667 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4)  item {Y5) Date (Y4) Item (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
D Prefix F0241 06/01/2014 ID Prefix F0278 06/01/2014 ID Prefix F0279 06/01/2014
Reg. # 483.15(a) Reg. # 483.20({q} - {i) Reg. # 483.20(d), 483.20{k)}{1)
LsC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F02B1 06/01/2014 ID Prefix  F0282 06/01/2014 ID Prefix  FO312 06/01/2014
Reg.# 483.20(k)3%1) Reg. # 483.20(kM3)ii} Reg. # 483.25(aN3)
LSC LsC LSC
Correction Correction Correction
Completed Completed Cempletad
ID Prefix F0323 06/01/2014 ID Prefix _F0328 _06/01/2014 ID Prefix  F0431 06/01/2014
Reg. # 483.25(h) Reg. # 483.25(k} Reg. # 483.60(b), (d), (e)
LSC LsSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix ID Prefix
Reg. # Reg. # ) Reg. #
LSC LSC LSC -
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix ] I Prefix L
Rag. # Reg. # Reg. #
LSC B LsC LSC
ReviewedBy Re\ﬁ%?d %}‘ 2} Date: Signature of Surveyor: Date:
State Agency \ , | [IL[ ] %@Lﬁ% Lty ?//Z‘/?%
Reviewed By - | Reviewed By Date: Signature of Surveyor: Data:
CMS RO
Followup to Survey Completed on: o Check for any Uncorrected Deficiencies. Was a Summary of
4/17/2014 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO
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F 000! INITIAL COMMENTS F Q00| preparation and exeqution of this plan of correcti '
does not constitute an admission or agresinont
the provider of the truth of the facts alleged gr
tIro?z foét‘ﬂgﬁsvggncwgr; l?tt:'pbrewattons ars used R ons act forth i sigtement of (e
9 deficiencies. The plan of correction is prepared
: - andfor solely because it s required by the
DON - E.“recmr of Nur_smg provisiong of federal state and law. Complen
LPN - L'%Osad Practthi Nurse dates are provided for procedural processing
CNA - Gertified Nurse Alde purposed and correlate with the most recently
-~ , contemplated or accomplished corrective action
Less commionly used abbreviaticns will be and do not necessarily correspond chronologically
anngtated in each deficiency. 1o date.
{F 225} | 483.13{e)(1)()-(iil), (€)(2) - () {F 225}
&5=E | INVESTIGATE/REPCRT -
ALLEGATIONS/INDIVIDUALS:
7/16/14

The facility must not emplay individuals wiio have
been found guilty of abusing, naglectng, or
mistreating residents by a court of law; or have

| had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actions bya |
court of faw against 2n employee, whizh would
indlicate unfitness for service as a nurse aide or
other faciity staff to the State nurse aide registry
or ficensing authorlties.

The facility must ensure that all alleged viclations
invalving mistreatment, neglect, or abuse,
including Injuries of unknown satrce and
misapprapriation of resident property are reported
immediately to the adminlstrator of the facllity ard
to other afficials in accordance with State law
through established procedures (including o the
State survey and certffication agency).

The faciity must have evidence that all alleged
violations are thoraughly investigated, and must
/@t further potential abuse while the

Background Checks:

1. The corrective action cannet b
jimplemented as CNA #3 no longer work
here,

[T ¢

2. All residents are affected. All new hirg
will be reviewed in accordance wif
corporate policy.

=29

3. We have revised our abuse polidy
further defining employee backgroutd
sereening. We have developed a poligy
and procedure for criminal background
checks that defines fitness determinations
for employment. The new policy includes
permanent disqualifying convictions and
disqualifying criminal history. 11
managers were in-serviced on abuje
policy revmwn backgrouncl screening arld

LABRERATORY. BARECTOR'S OR PRQVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

WA A

servicod  on  backeround  check )

‘- L
checks on' 7R/14, All staff were 1ﬁ"ﬁ> RATE

259/

Any deflclency statement ending with an estarisk (") denclss a deficiency which the tistitutlen may be excused from comscting providing it is detarmined that

othar safeguards provide sufficient protection to the patiants: {Ses instructions.) Exc:ept for nursing homas, the findings stated above are disclosable 90 days
follawing the date of suney whethier of not a plan of correction ig provided. For nursing homas, the above findings and plans of carmection are disclosabla 14
days following the date thesa documents are mada available to the facillty, If dafcrencxas are cltad, an appreved plan of correction Is requisits to continuad

program participalion.
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{F 225}| Continued From pags ! {F 225} requitements on 7/8/14. The facility will

investigation I8 Iiv progress.

The rasulte of all investigations must be reportad
to the administrator or his daatgnated
representative and o other officlals in accortance
with State law (including to the State survey and
certification agency) within § working days of the
incident, and If the sllsged vialation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by

Based on staff Intervisw, and review. of personnel
files and incident reports, It was detsrmibied the
facility fafled to eornplete a thorough soreening
and follow-up when hiring CNA#5, The facllity
failed to make reasonable efforts to uncaver
information about the CNA's prior employment
and past court acfions. This CNA was alleged to
have assaulted a resident in the facility. The
findings were:

Review of a 6/12/14 incident report sent to the
State Survey Agency (S3A) shawed CNA #5 was
allenad to have assaulted a residsnt on 6/11/14.
Review of the personnel file for this CNA revealzd
ne applied for a position at the facllity on 8/22/13.
Review of the 8/23/1% ¢lectronic IntelliCorp
"Background Report', also In the CNA's
personnel flle, revealed he had misdemeanor
chargss of "violation protective order" and
“ageault on famale”, The following concarns wera
identified: : ' :
a. Interviaw with LPN #1 on 7/1/14 at 918 AM
revealed she was responsible for hiring CNA#S
and was awarg of the results of his background
check at the time of hire. The LPN verified she

perform refersnce checks in accordancg
with corporate policy.

3a, The administrator received 2 i
services: 1) Intellicorp Basic User
Training on July 3, 2014 by Intellicorp
Corporate Training Speoialist and 251)
Intellicorp Report Analysis and Be
Practices Training on July 7, 2014 b
Intellicotp ~ Manager  of  Cliey
Implementations. Certificates J
completion on file.

-

o

4, All new hires or other reasons fo
criminal background checks that fly
questionable crimingl history will b
reviewed and signed by the administratd
and corporate representative. All ney
hires will be audited for one year. Audi
reported to QA monthly.

w2 et 0 Jd =

Abuse Reporting:

=]

1. The failed practice for resident #
canhot be comrected. The failed practic
for the 4/16/14 abuse allegation cannot |:
corrected.

l'DGl

@

2. All residents are affected. All abus
allegations will be reported in accordan
with state and federal regulations.

o

3. All management staff wers in-servicad
on the pohcy for reporting imjuries of

FORM CMS-2667(02-98) Pravials Varslons Opsclets Event D! RTXG12
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made no attempt to 2ttain additienal factual
information regarding the misdemeaner charges.

b, Interview with the adminfsirator on 711/14
at 4:05 PM revealed he was transitioning into the
position of administrator at the time CNA#G was
hired. He said he was also aware of the
information on the background check prier fo -
hiring CNA#5. The administrator further stated
he also accepied the CNA's explanation of the
charges without validating the facts.

¢. Further review of the 8/22/13 application

for CNA #5 showed he had been employed.on

four diffsrent occasions as @ CNA. Howaver,
review of the "Referance Verification” form in his
personngl file revealed only one reference check
was cotiductad by the facility prior to hire,
Interview with the business office manager on
741/14 at 7:40 AM ravealed she was respongible
for coordinating the hiring process for hew
employess, The business office manager stated
she thought the facility policy was to have three
referance checks, or 2t least twa, since the form
was dasigned for two reference checks. Intenview
with LPN #1 on 7/1/14 at 9:15 AM verified that
she had done only one refersnce check.

Based on observation, staff intarviaw, and review
of incident reports, fall reports, and medical
records, the facllity failad to report and to
investigate a suspicious injury of unknown arigin
for resident (#9) in a timely mannar. Finally, the
facility failad to report 1 of 1 allagetion of neglect
according to state law and t& repart the
investigative findings within the required
timeframe, The findings were:

1, Qbservation on 6/30/14 at 11:06 AM revealed
there was & bruise and open skin tzar on the right
arm of resident #9, The bruise was approximatsly

| chapter 20 35-20-101 thru 116 of

(%) I SUMMARY STATEMENT OF DEFICIENGIES o | FROVIDER'S PLAN OF CORREGTION {5)
PREFIX {BAGH DEFICIENCY MLJST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE £ OMPLETION
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TaG | DBROSS-REFERENCED TO THE APPRORRIATE DATE
DEFIGIENSY)
{F 225} | Continued From page 2 {F 228} .

Charge Nurses and CNAs were in
gerviced on injuries of unknown origm
and the reporting process on 7/8/14.
Management staff were in-serviced by
Adult Protective Serviees on 7/15/14 ¢n

[+

Adult Pratective Services Act.

4. The administrator will audit all abuge
reports to mmsure timely submission.
Results of audits will be reported to QA
monthly to nsure continued compliangs
for 1 year.
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Continued From page 3

gix inches long and circled the resident's forearm.
interview with CNA#1 at the time of the
abservation revealed she was unsure how the
resident sustained the bruise and skin tear but
that she had reportad it to the nurse. The
following concems were identified:

4. Interview with LPN #2 and the DON on
6/30/14 at 11:27 AM revealed they were unawarg
of how the resident sustained the injury to the
right arm. They sald the résident had fallen on
6/24714 but had sustained no injury from that fall.
Review of that fall report alse verified thare was
no injury on /21/14, Review of the medical
record showed no documentation regarding the
bruise and skin tear af the time.

b. Observation with LPN #1 on 7/1/14 at
10:15 AM showed the wound measured 2 1/2
millimeters in length, 0.5 millimeters in width, was
maoon shaped, and was a yellow green color. The
bruise measured 12 miliimeters i length and &
milliliters at it's widest point. Inferview with the
LPN at the time of the observation ravegled she
was unsure how the resident sustained the bruise
and skin tear. Tha LPN further verified this
resident's injury of unknown origin had not been
identified on an incident report and wasa not
Investigated. Review of facility incidant reports
showed no evidence this suspicious injury of
unknown arigin was investigated or reporied to
lthe 5SA and otheragenciss a3 reguired by slate

W,

2. On 4/1614 the facility reported an allegation of
resident neglect to the SSA; however, the results
of the investigation were not reported to the SSA
until 6/20/14 (almost 2 months later). There was
also ho evidence the allegation was reported to
the Department of Family Services or a law
enforcement agency as raquirad by state law,

{F 225}
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{F 225} | Continuad From page 4 {F 228}
Interview with the adminisirator on 7/1/14 st 4:06
M varified the allegation had not been reported
to other officials in accordance with state law. The
administrator further verified the five-day
investigative report was [ate because he was
unaware of the requirernents for the
investigations.
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