1
i

Apr. 200 2015 10 10AM

No. 3433 P15
PRINTED: D&/09f2i5

DEPARTMENT OF HEALYT AND HUMAN SERVICES FORM ARPROVED
:GENTERS FOR MEDICARE & MEDICAID SERVICES . ME NO. 08380301
SIATERENT OF DERGIENGIES {X¢) PROVIDERIBUPPLIERICLIA D] AULTIPLE CONSTRICTHIN {63} DATE BURVEY
AND PR OF CORRESTION IDESTIRICATION NUMBER; A BUIRING COMPLIEYED

G
BABOs _ D WING : DBIREFAS
[ HAME OF PROVIR OR SUPPLIER STREKY ADDRESS, CITY, BTATE, ZIP CODE '
g . . : PO BUX 1925
THERMOPOLIS REHABILITATION AND CARE CENTER THERMOPOLIS, WY 82443 . |
o) I SUMMARY STATEMENT OF DEFIGENCGIES D PROVIDER'S PLAN OF CORRECTION da |
PREFIX SACH DEFICIENGY MUST BE PRECEDED AY FULL PREFIX {BACH CORREGTIVE AOTION SHOULY 0B GOMPLETION
TAG LLATORY OR LEC IDENTIFYING INFORMATIIN) B e CROGI-REFERENIED TO THEAPPROPRIANTE TATR
pEeENDY] |
| | Breparation and execution of this plan of conectioh
F G0g ] INITIAL COMMENTS F O doy yot constitate r admisslon o agreesnent
tho provider of the truth of the fasts aflaged
| ; cofclusions 8% forlh In Statemment of e
' :.imgg}xlﬁ;ggmmg broviations are tsed : doficlancies. The plax of correction b prepar
{andlor solely becmuse It Iy roquired by
ision d law. C i
On 323/16-3126715 & recertficabion and g;;:smz?: ?)frof\??degl ;::f epfﬁmm c;;:gg; \
gomplalut survey was conducted by Healthcan purpased and corrslats with the most Tecently
Llcerieing and Surveys. Tho compleint was vontemplated ‘of accomplished vosroelive aetich
prompted by intake #WY0000 1884, and de not necessarily correspoud clronaloglo]
' w0 date, The fcility Is of the opinion it was fa
ADL - Activilles of Datly Living complience with requireients of parficipation or
CAA - Gare Aroa Assessiment that corrective action waa taken,
ONA - Gortified Nurse Alde
DON-  Direstor of Nursing
MAR - Hedication Administration Record
MDG.  Minimum Data Set
PRN~-  Pro re Nata (gs nasdad)
RN = Registorad Nurse
Lass commonly used-abbreviations will be
annotated In each deficiency. 7
B 184 ] 483.10(g), 483.76(1)(4) PERSONAL ¥ 164]
88=D | PRIVACY/CONFIDENTIALITY OF REGORDS
The resident has the rght to persenai privacy and
goniidentiality of his or her personal and olinleal .
| records, 5/10/15
Porgonal privacy Includes accommodations, 1. Resident #10 will be provided personaj
medical treatment, wiitten snd tefephone privacy during personal cares.
_mmmunlcaufghs, parsgnal care, visits, and
' eatings of famlly and resident groups, but this _—_— .
toss riot require the faclity to provide a private | 2. All vesidents are affootod.
foom for each resident. -
3. The facility ensures that personal
Except as provided In paragraph ()(3) of this privacy will be provided to all residenis
section, tha J;t may approve orrefuso the | during persopal cares, The CNA staff wifl
. rere_ad ] persond] and olinical records to any be in-Serviced on providing personal
wmﬁ Racilfly privacy duying personal CaLes,
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| The taclity raust keep confidentlat all information
the torm or storags methods, except when

- fisalthoare insfitution; low: third party payment
| vontract; or the resident.

| Review of the 2/8/15 quarterly MOS asasssmont
showwd residenit (410 roquired axtonsive

Contued From page 4

The rosident's right to refuse rulease of persons!
and clinleal recortis dees not apply whan the
fasldent is fransterred to another health care
Instilution; or recordl release is required by faw,

sontalned In the resldent's recondy, regardloas of

telease ls required by transfer to apother

This REQUIREMENT 15 not met as evidenced

Bused on obzervation, staff interview, and pofcy
review, the fecliity fellad to ensure privacy was
mainteined diring personai care for 4 of 8 sample
residents (#10) observed for personsi cara. The
findings were:

sssistance with toileting and parsonal hyglens,
and Hiad moderate connitive impelrment, The
fallowing conoemns were dantified:

1, Observation oh 3/24/15 at 11:22 AM showed
GHAES antered reaident #40'% room and assisted
with personel cares, Tha resident was in ved,
dresaed in only a hrief and shirt. The GNA
assisted-the resldent to pull his/er pants on and
-smptied the resident's Folay catheter collection
heg, At no time during this observation did CNA
#4 closed the door to the room, or pull the privacy |
eurtan closed, leaving the reshient exposed to
persons In the haliway. ’

4. DNS or designes will conduct three
random care observations weakly 1o

| ensure that personal privacy is provided
during personal cages x 9 days. Audit
findings will be reviewed at monthly QA
meetings,

F 164

3. Complinnce date: May 10, 2015

FUHN CIABEFIT{02:-00) Frevious Varsiona Dhaglete
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Ao 200 15 f: 1 1AM

Ro. 3433 b 17

PRINTED; 04/00/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APEROVIED
. CENTERS FOR MEDICARE & MEDICAID SERVICES N OMB NO. 0838.0301
STATENENT OF DEFIGIENGIES (RiF PROVIDHRISUPPLIERIGLIA £42) MULTIPLE CONSTRUGTION (X(""f {%3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFIOATION NUMBER: A BUILDING COVPLATED

G
7 £35a51 D, WiNG §3126/2015
NAME OF PROVIDER OR SUPPLIER STREET ANDRESS, GITY, STATR, ZIF CODG _
PO BOX 1888

TIHERMOPOLIS REHABILITATION AND GARE CENTER

THERMOPOLIS, WY 82443
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PREVIX (FACH DEFIGIENGY MUST BE PRECEDED BY FULL PRGAX
TAG REGULATORY OR LET IDENTIFYING INPORMATION) TAG

FROVIDER'S PLAN Cit CORRECQTION

{EACK CORRECTIVE AGTION SHQULD BE GUMPLETION

4/ROES-REFERENCED TO THEAPPROFRIATE
DEFICIENGY}

{X5}
DATE

F 184 Cantfaued From page 2 F 184

2. Intarview on 3/25/15 at 5:60 PM with GNA #4
revealed sha felt the talavisionon the shelf In the
residant's room had provided enough privaoy (b
blocking the view), however she said sha shoul
have tloged the doar,

4 Interview on 3/26/16 at 6:50 PM with the DON
veerifled the privacy curlaln should have been
pulled as well as the door closad to provide for
resldent shivacy,

4, Roview of the facllity policy tited® Qualliy of Life
- Dignlty" revised August 2000 showed ™., Staff

| shell promote, malntaln and protect reskiont
privacy, incllding badily privaey difting assistanos
 with personal care.and during treatment
procadures..*

F 250 | 483.18(g)(1) PROVISION OF MEDICGALLY F250
Bs=D | RELATED B0OCIAL SERVICE

The faollity must provide medloally-related soclal
senvicos to attain or malntaln the highest
practicable physical, mental, and psyahosocial
wall-béing of each resident,

This REQUIREMENT Ia sot et s evidancac
by:

Based on observation, rosldent nterview, staft
Mtarview, and medical record raview the faallity

[ Hailed to provide suclal services rafated to
dischurge planning for 2 of 2 (#19, #2B} sample
tasldents with exprassed deslrs o Yransfer to

.| snother facllity, andt falled to provide bersavemeant
| services for  of 1.4#28) sample res)dents
expeniancing loss of a roommate. The rtdllngs
werey

- medioally related psychosocial services.

| documenting discharge planning servioe

YN

1. Residents #19 and #28 will receivelt

2. All residents of the facllity are affeoted,

3. Boolal Bervices Manager hay beeh
iverviced on  the requirements for

53

provided 1o iesidents. Soolal Servic
Managee has been  inserviced o?
|

! implementation  of  fasility protoed

{ussessment and care planning) for {hi
Provision of bereavement/grief servic
and the requirement to document thosa
setvices provided 1o residents. i

+

ot

5/18/15

FORM CRIS-2007(02:00) Mavious Virstons Obsolele Evark IR RADGH ' Foefty JD: Wonoa
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SUNMARY STATEMENT OF DEFIGIENGTES

BTATEMENT OF DERGIENCIZS (Xt} PROVIDER/BUPPLIGRIGUA {42) MULTIPLE CONSTRUGTION ' (X4} BATE BURVEY
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NAME OF PROVIDER OR SUFPLIER YIRBETADGRESS, CIVY, STATE, ZJF GODE

1. Review of tha 31815 quarterly MDS
higaegsment showed resident #28 was cognltivaly
intact. Raview of o soolal service note dated

1 9/25/14 revealad the resident wanted to move to
1o different faclity I & ity that was dloser to

histher faunlly. The followlng concetms ware
Idantified: N _

o Raview of & 10M%5114 social servicas rote
showad the "reskdent is requesting aliemate
plecement after belng denfed by e facllity and
Boclal Services fa to look for alternats
placement " No firther daaumentation was noted
Ieluted to altemate placement.

b. Intervisw on 3/24/16 at 9:09 AM revealec

| the revident stil wanted to transfer to nnother
| fachity,

¢ Intarview with the Social Services Director

| Oh 3126718 at 11:40 AM revealed the resident was

algo denied by anothor faallity, however, the.
donial wag not docuriented, Further, the Socal
Gevices Director statad, *| have It all in my hoad,
but} didn't hink to weils it down. "

| 2. Review of the 311416 quartstly MDS

assessinent showed resident #1¢ was cogniively
Intact and theye was no active-discharge
planning; The following concems wera Identifled:

&. Rovisw of 4 soclal servioe nofe dated
81814 rsvealad the resident wanted to neturn
home independently or rnove to a group home,
Further, the note Indieated the resldsnt would
need 1o “get stronger and will have to get back on
8 waiver” In order to facllitate sush o rigve,

b, Review of a physician consult dated
2116715 sirowed the resident wanted to be placed
In & more Independent fiving & alion. ]

¢. Interview with the resident en 3/2615 at
.07 PM confinmed the rosident would stil like fo

ronthly.
. Corapletion by 5/10/2015

P N

dooumentation for residents requesti
discharge for 90 days and report findi
0 the QA Committes monthly, DNS wi
review all assessment and care plans f)
residents with recent loss for 90 days

report  findings to QA Committs

F2go| 4 DNS will reviow al] discharge pIsrm:i

(4 10 b PRO\FDBR'S FLAN OF QORREGTION emg‘s’
PREFK (FAGH DEPISIENTY MUST BE PRECECED BY UL PREFIX (EAOH CORRECTIVE AGYION SHOULD BE LETIoN
AR REGULATGRY OR LEG IDENTIFYING INFORMAYION) 1 le) GROB8-REFERENGED 10 THE APPROPRINTE DATE
DEFIGIENGY)
F 280 | Gontlnued From page 3

& L oo |

FORM CMS-2857{02-09) Pravious Varsiong: (lisslets

Event ID:DQ0EM

Faciity e Wgo0d ir sontisustion shast Pags 4 of 19
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\ B350 B. WiNG ‘ _ 03/20/2018
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19“ i {EACH DEFICIENGY MUST HE PREGIOED BY FULL FRERX EACH CORRFCTIVE AGTION SHOULE BE ORPLETION
e AEGULATCRY 0R LEG IDENTIFYING INFORMATION) T ADEE-REFERENGED TO THE APBROPRIATE DATE
DEFICIENGY)
F 280 | Conflnued From page 4 ' F 280/

v to “be oloser to family.”

d. Inlerview wih the Soclal- Servicas Director
on 3266 &t 1140 AM revealad that ]
| "paperwork” liad been sent to- two faciliies.-
| Further interview at that time revealed ohe of e
facflities had the resident on a “walling st
hawaver, thare was no dacumentation to support
{his 85 the Sociel Services diractor statad, ")
dldn't think to write It down.”

4. Roview of the 1/18/16 querterly MDS
agsesement showed rasident #£28 had dlagnoses
that Included deprassion, Eurther review showet
the resltont recaived dally madication to manage
depression synploms. The followdng concerns
wite fenfified: .

8. Intervisw with the resident on AR4115 at
4:48 PM rovealad the residents roommate hid
tecently "passad.”

b. Review of resident's medical record and
care plan fallad ta show regular monitoring,
assessment, or follow up for cesidents potential
1 for grief relaied {0 inss,

0, Infatview with the Socla) Services Director
on 3/28/15 at 11:40 AM confitined the resident _
had fost & rosmmate reasntiy and Soclal Barvices
friad to vislt the resident dally o “chack on”
Wimiher. Continued ihierview confirmed there was
r dooumentetion or care planning done for
resident griof related to the recent loss,

F 263 1 483, 16(1)(2) HOUSEKEEPING & F 253
8p=E | MAINTENANCE SERVICES

The faclity must provide housekeeping and
maltitenance servives necessary o fnalniain g .
seriitary, orderly, and comfariable intarior, H10A158

L. The {acility will provide housskeepin

: - . L-and —msintenance  servipag
ELIRIT OMERENT102:09) Pravious Varelona Ossuiots fEvenl 10: DQOGN Farmg Yt o santitary, i SRNRYFHpn shagiPage A of 19
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DEPARTWIENT OF HEALTH AND HUMAN SERVICES o Apoaganit
_ _‘"QENTERS FOR MEDICARE & MEDICAID SERVICES QOMB.NO. 0938-0301
BTATEMENT OF DEFICIENCIES {Xf) PROVIDERIBUPFLIGRICIA 48 MULTIPLE CONBTRUCTION ¢ . |ot Dave sunvey
AND FLAN OF CORRECTION IRHENTIFICATICIN NUMBER: A BUILDING | cowRLETED
” ¢
B358G51 B, WiNG 03128/2046
" WAME OF PROVIGER OR SUFPLIER WFREET ADDRESA, GITY, STATE, ZIP CODR
PO BOX 1325
THERMOPOLIS REHABJLITATION.AI\I.D CARE OENTER THERMOPOLIS, WY 82443 '
a0 BUMMARY STATEMENT OF DEFICIENGIES 0 PROMIDER'S AN OF CORREGTION W2
PREFI {EAGH DEFICIENGY MUST A PREGEDED BY FULL FREFIX {EACH CORREQTIVE AGTION SHOULD SR GOMPHE O
TAG BEGULATDRY OR |.8C [DENTIFYING INFORKATION) TAG CROSE-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
F 253 | Confinued From page 5 F 2pg| vomfortable interior. All residents are
This REQUIREMENT I riest et ng avidenced | affocted.
by 2. All residents are affected,
Hawed on-observation and staff interview, the
+facllly fallad 1o wasuire the facllity was clean and 3. TPhysical plant manager anld
well malntalned for 7 randomly observed araas. administrator  developed  replacoment
The findinga were: plan: All chipped and cracked Foor 8]
1, Obsorvation of fhe floor on G-Hall on 326/46 at vited will be replaced. Kitohen end d
$:40 AM revealed 2 (12 inch by 12 inch) tles nesc’ dlorage woer will be completed Yy
the "draln clean out" were chippet or cracked and 5/10/15. Dish room will be completed ife
viglbly dirly with en uncleanabls sutfacs. Tollowing week snd hall areas completdd
. { I weokly succession due to [ogistioh!
2. Obgervation of the floor near the secura unlt ixzsu:fs Aﬂ material and supplies &,ﬁ? He
| axygen storage on 3/26/15 gt 8:43 AM showed 5 . Housekeon df’ Mot
1 {12 Inch by 12 inch) fHies were chipped or cracked vi stte, Housekesping and Maintenangs
and vislb]y dhrty with an uno[ea”able Surf\am' ﬂtaff will ba i{l“ser\"lced on hOW tg ancht
and record tile replacement needs,
3. Observation of hall fioor near roem 19 on :
26715 al 8:47 AM showed § (52 Inch by 12 inch) 4, Monthly audits will be performed x 40
Ul that were-chipped of ctacked and visibly diny days to enswe that any chipped ald
with én uncleaneble surfae, eracked floor tile be replaced, Findings {o
-4. Obsstvation of the floor outside of the Soclal QA monthly.
Bewvices office on 3/26/15 at B:48 AM showed § _
{12inch by 12 Inch) thes thal were chipped or 5, Completed by 5/10/13,
oratked and visibly dirly with a4 uncleanable
irfacs,
B, Obsarvation of the floor In the dish room on
JI2615 at 3150 A ehowed 10 (4 Irich by 4 inoh)
Hlles that ware chipped or cracked and visibly dirty
with a0 unclsanable surfase, '
8. Qbssrvation under the nursse’ stalion, near tha
soclal services office, on 3/26/15 at 8:63 A
- showed 2 (12.inch by 12 lnoh) tles that were
Ghippoad-or cracked and vieibly diry with an
wheleanable stirtace,
FORM éﬁs&wf{u&w}-mﬁoé Vetsions Obsoliter faveml IN:DRDGH Fucilty 162 WYDDO3 IFeontipiplion cheat Payn & oﬁ‘é‘
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ERMOFOLIS RE T .
THERMOROLIS REHABILITA lorjl AND CARE CENTER THERMIOPOLIS, WY 82443
X4 1D SUMMARY BTATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORREGTION 5
FREFIX {EAOH DEFIOIENCY MUST BE PRECEDED BY FuL., PREFIY EACH CORRECTIVEACTION BHOULD Bl COMPLETION
TAG REGULATURY OR LSC IDENTIFYING [NFORMAYICH) TG CROSE-REPERENGED TO THE APPROPRIATE DATE
DEFICIENCY])
F 263 | Gontinued From page 8 F ¥83
7. Observailon of the floor In the kitohen on
326115 at 8:68 AM showad 50 (12 inet by 12
Inch) tiles Lrat werg ohirped or cracked and
Fvistily dity with en uncloanable surface.
| 8. Observation of the dry storage area of the
flichen on 26/15 at 9 AM showed 43 {12 inch
by 12 Inch) tles that were ohipped or cracked and .
visibly ditty with an uriléanable surfaoe.
19. Interview with the Maintenanse Olrestor on
3/26/15 at 9 AM confinmiad the chilpped or
cracked lles. He turthér aoknowledged {ha faoilily
dld rot have a specifie plan with 4 imeframe 1o
aomplets those repairs.
F 278 | 483.20(g) - (j) ASSESSMENT F 278
882D | ACCURAGY/COORDINATIONICERTIRIED
The assessment myst accurately reflost the
| msidents status.
51015
- Aregistered nurse must conduct or coordinate
| uch assessment with the appropriate Tt -
pariicipation of health professionajs, éﬂﬁ‘:jﬁfg‘ﬁ #46 MDS was corrocted and
Aregistered nurse must sign and ostify that the
agsessmsant Is completed. 2. All residonts identified with MDS for
mcontinatice are affectad, ;
Each Individusl who completes a portlan of the ;
#asessment must sign and cortify the accuracy of 3. The MDS Coardiriator will be in
bt partian of the assessment serviced on the importance of completing
_ e
Linder Medioare and Medloaid, en individual who | MDS ngsessments acourately.
willfully epd knowingly certifies 8 matertal and .
false statement In & resident assessment is 4TINS or designee will audit all MDXS
gubjeot T 2 cvil money panally of not more than sompleted each week to ensure that the
| $1,000 for each ansessment; o an individual whe residents bowel and bladder function is
witfully and knowingly cauises antther Individuel acourately completed x 90 days. Audit
v Andings-will-bo roviewed-at-monthiy-QA :

FORIAGME-2567(02.00) Provius Verskons Obalias

Event lhgpatt
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parlo | ~ GUMMARY STATEMENT OF DEFIGIENGIER i PRGVIDERS PLAN OF CORREUTION x5}
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tollowing ooncsms were ldentifiag:

 foilat,

| PM revealed the resident was not Intontinent ana

{ the realdent waa wodified to check and chenge
| for toileting In Janugry 2015 Interview with the

{ resldent was not ablw to €it on the tollet.and the

to carlify & material and false staterment In a
resident assesement is sublact to n oivil maney
penally of nof mone than $5,000 for eagh
Hstessment,

Clinleal disagraement does not constifute a
metarial end {alss statement,

This- REQUIREMENT s not mat as evidenced
by '

Rased on observation, staff Intarview, and
medical racord review, the facility faiad o
accuretely cods continente for 1 of 11 (#46)
sample rasidants, The findings were:

Review of the 3/811& quartary MDS assassment
showod rasidont #46 had dlagnosea that Inoluded
HunBington's shorsa and other alterstions of
vonsclovsnest, Further reviaw showsd the
resident was ocoasionally [ntontinent of hladder,
nhways contingnt of bowsl, and required the total
assistande of one pereon for tilsting, The

a, Observatlon on 3/25M4 at 8:35 PM
showed the resident was agsisied to-bed and
provided pericare. Gonfihued obserwvation
showed the resident was not offered fo use the

b. inferview with GNA #4-on 3/25/16 at 6147
vonfirmed tha GNA, Raited to ask If the resirent

heeded or wanted {a ait on the toilest,
¢ Review of the resident's bare plan showed

DON un 82616 at 11:09 AM revealed tha

MDS assessment was in stror.

5. Complinnce date: May 18, 2015

PORK OM5-2587(02-08} Previous Versiphs Olsalalp Evenl |D:00DGT

Facllly ID) WYOUGS
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Atacilly must use tha resulls of the assessment

to develop, review and ravilse the msldanta
gomprehensive plan of care,

The facdlity must develop a comprehensive care

1 plan for each rasidant that includes measurable

objectives and timetahles fo meet 8 realdend's
medioal, nrsing, and mental and psyehosoclal

freeds that are ferntified In the comprehehaive
fegessment,

The care plan must desuribe the servicss that are
to ba furhighed to attain or meintaln the residents
highest practicable physical, meatal, and
peychosontal well-keing as requlred under
§48326; and any senvices that would otherwise
be required uhder §483.26 but are not provided
due lothe resident’s exaicise of rights under
§483.10, Including the right to refise treatment

Vinder 4483, 10{b)(4).

This REQUIREMENT s sict st s avidencsd
by,

| Based on wmedisal record reviev and staff

Intandew, the facliity fetfad to develop 8
aomprehenalve care fan for 1 of 11 sample

| regldents (#21). The findings ware:

Review of the 3/1/18 annual MD3 assessmeant
showed resident #4 triggered for further
aspeasment in the areas of communlaation and
dentel care. Review of the cornmunlcation apd
dental care CAAs shinwed [he decision was made
to care plan both of thewe arvas, However, review
of the resldent's cara plan, last updated
Scptember 20114, showed neither of these areas

g Y STATEMENT OF GEFICIENCIES PROVICER'S PLAN OF CORRECTION 4
5’;@;& EACH DEFCIEON s L PoEEDED B FULL FREIX (1ACH CONRETVE ACTION SHOUD bE | 0oNFLaTaN
FBULATORY OR LSC IPENTIFYING INFORMATION) At CROS3-REFERENCED TO THE APPROPRIATE PRATE
DEFICENGY)
F 278 483.20(d), 483 20(k)(1} DEVELOP F 279 | S10Hs ]
Biap | COMPREHENSIVE CARE PLANS

1 1. Resident #4 care plan-was cotrected o
} include communication and dental care

| The fagility ensures that comprehensive
care plans are doveloped to describe the
services that aye to be furnished to attain
-or maintain the resident's highest

1 practicable physical, mental, and
payehosocial well-bsing.

2. All residents are affected.

3. Licenyed staff will be in serviced on the
Tmportaice of developing u
comprehensive care plan that include |
measurable objectives and tmetables to
meet a resident’s medical, nursing, menta)
aid psychosocial needs that ate identified
in the comprehensive assessment,

4. IDN3 or desighes will audit 3 care plang
wich week to onsure that the care plans
are in aocotdance with friggered CAAds
Audit findings will be reviewed at
fmonthly QA meatings.

15, Compliance date: May 10, 2015

FORM GH5-2581002-99) Provious Verdons Qbsoiele

Tvent i NOBGY

Faciity 1 WY 0003 t-epntirgiation sheat Pags 9 of 1%
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F 27971 Gontinusd From page § F @7
was care-plannad, _
Interview with the DON on %/26/14 af 10:45 AM K 115
| tonfirmed the failily had not davelopsd a sare
plan for either of thase ureas for this resident, | 1. Resident #21 will have pain assessed at
$8=0 | HIGHEST WELL BEING #21 will receive adequate and timely
| . : | jini i ibeld
 Each restdent must reaelve and the faality must sdministration — of proseri
‘wovkde the necesaaty care and services to altaln soheulot/PRN  pain  medications  and
of matntain the highest praclicable physical, timely pain management intorvention.
mehtal, and psychosoclal well-haing, in
wecordance with tho comprehsnsive assessmeant 2. All residents are affected.

and plen of cara,

3. The facility ensnres that resident's
1 wecelve timely paitt managsment

This REQUIREMENT  is hot met a5 evidenced intervention. Licensed nursing staff will
by: be in servicad on the importance of
Based on obrarvation, medical record review, - accurate pain assesament and timely pain
and slaff interview, the faclily falled to adequatsly ~ management intervention. Licenssd

se8sssed a3 having pain. The laok of fimely paln

intarventlon resulted In harm for the resident. The importanoo of timely reporting of

{ uncontrolled paln o primary care

findings were: physician and the timely initiation of ey
Reviow of the 1/25M8 admisslon MBS pain minagement interventions.
astossment for resident 4249 showed the resident

was severely cognitively Impairet With & Brief | 4, PNS or designee will conduct three
interview for Mental Status scors of zerg, end had randon andits each week of residenit's

Wagnosas that included Alzheimer's disease,

rion-Alzholiner's isaase, anxiety disorder and Jrecewving pain management intervention)

dﬂpl’ﬁﬁﬂi{)n The ﬁ)“owmg ounGcHINs wWere Audit ﬂndings VVH.I be reviewed at
1 Kentified: nionthly QA meetings.
1. Roview of hurse shaning deted 3/22/15, thned 5. Complismue date: May 10, 2015

12 M, showed resident #21 was oomplaining of
paln with ADLg with "Obvious paln noted

bett W,

FEMRM CME-256{02-00) Provious Yersions Ohenleln Hvenl I DADGH Hyeilly {0 wyoon3 ¥ vontiniatlon eheat Paga 10 of 18
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F 309 | Continued From page 10 | Fag

wuepecially to Jowsr back/lp area." The note
further shawed the nuree Would “request pain
intervention fror MD fmedical doctor)" Review of
 physiclan orders showsd en order datdd 1/18/16
fr paln check three Smee gally. Raview of tha
March 2016 MAR showed the resident was
recortied as having paln of "I on all shifls on
3/22115. Thars was no avidence the physfclan
was contacted-on 3/22/15 about the resldents
pain. Furthar raview of the March 2015 MAR
showed the resident had ho orders for
palvelleving medication on 3/29/15, atherthana |
Fegutar order for low-dose aspirin 81 mg sihe
ressived every moming.

2, Review of fha Marih 2018 MAR showed the
resident sxperisnced s paln leval of 0" (on a

j scale of 1.10-with 10 belng the worst pain) on the
| /23716 AM shift. Review of the medioal recor
showed no evidencs the resideit’s physiclan was
gontacted aboul thia kigit paln leval,

3. Review of the 3/26/15 Physician's Record of
Vislt showed the resident had experienced a’
dachine In condifon and & mental etalus change,

| was somplaining of pain, and had & swollen and
 palnfyl right ankie. Furilior review showed new
physlotan orders inciuding the follawing: Alleve (&
'roneateroidal ant-inflammatery drug often used to
treat pain) 220 mg twice dally 8 needed for pain,
1 and Tylenol {ah angigesie medlcation) 500 mg
every 8 hours as haaded fop pain.

4. Roview of the March 2015 MAR showed the

1 regident expatianced & palh lavel of 6" {on &
scake of 1-10 with 10 being the worst pain) on the
H26/16 AM shift, Further review showad no

| Alleve or Tylendl was administered 16 the resident
to treat pain durdng the AM shift. '

BORM G2 2557(02-98) Previous Virsions Obusdity Evont 1D BOOGH Faclky i0: Wynos i ertifinuation ahoot Page 11 of 19
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309 { Cuntinusd From page 41

{ 5. Obsorvation of the resident an 3/25/15
| baginning at 5:18 PM showad the fellowing:

. ALE1E PM the resident was seated in a
wheelehalt In the dining room of the sectirs unit.
The rasident sald, "Owl” saveral times and was
grieriacing and rubbing the srea at the top of
fser right thigh.

b. At 5:22 PM, RN #1 asked {ha resident ¥
s/he wae okay. The resldent did net respond to
{he quastion,

¢. AL §:23 PM, the residant agaln sald, *Owi®
and GNA#1 walked over to the resident and
vhecked to evaure the resident's feet wore not
- belng bulnped,

0. At 5:28 PM the resident ggain sald, “Owi*
ared 1N 1 told CNA#2 that she thought
somaohe wag going te noed to fead the resldant,

©. At 8:30 PM, CNA#1 and CNA#2
{repositioned the resident In her wheslichair, At
547 PM the rosident stated s/he ngaded o go o
11he tollet, and CNART and GNAW2 took the
| resldent from the dinlng room to histher room
| whare the aldes transferred the resident from tho
whealchal o the toflet. During the (rensher, the
resldent repentedty statad, "OwI" and CNA#2
staled the rayklent had been “saying that an awful
ilot fatefy”

f. The tesident was returned 1 the dinling
om at 6:02 PM, whers s/Mis would not sat
dinner. At6:08 PM, CNAW2 asked the msident
1 "hre yaur in-any Kind of pain?* The resident did
not respond verbally but oontinued to fidgst,
grimaca and and perlodioally say, "Owi®

9. Dbeenvation at 6:38 PM showad RN #1
was ending her shifl, and 1N ¥2 was her

Feplacainunl, _
1 b Intervtew with RN #2 at 7:30 PM revesled
he had reeivad repolt from RN # the roafdent

F 308

FORM Gins-2507{u2-51) Previous Vierstons Qbagiote Bvent Ib: 0GDG$
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PREFIX
TAG
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TAG
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DEFIGENGY)

F a0y

F 348

.

| paln medioation.
| Imtarviaw with RN #2 gt thiat tine revaaled the
Hreskiant was tuken to his/har roorn and preparad

said, "Owl and "usoh-oh-ohl" with trangfer from

L whian s/he was volled from slde to side in the bed

| resident’s clininal condition dernonstrates that

Contiued From page 12 _
was complaining of palh and had new orders for

| Observation at T:42 PM showed RN #2
administarad medications to the reskisnt,

riedivations adrminlstered did aot Include
hedieation for pain.
j- Observaiion at T:46 PV showgd the

for bed, The resident moaned, grimaced and
wheelchair to bad, and grimeced ar;d_moane'd

for Incontinance care. CNA¥ stated, "l think
[e/ha] juet hurls all over.”

. Further review of the Msroh 2015 MAR
ghowed the resident was not rdministerad any
Allave or Tytenol at any timé on 3/25/16.

I, [nterview with the DON-on 3726716 al 10:46
AM confirme the resident should have been”
treafed for patn. ,

483.25(d) NO CATHETER, PREVENT UT],
RESTORE BLADDER

Basad on the raskiant's comprahensive
agsesament, the faclity must ensuce Mpta
resklent who enfars the facilify withoutan
indwelling rathater s ndt cathaterzed unless (he

patieterization was neoessaty; and a resident
who Is incontinent of biadder vecsives appropriaté®
treatment und servicas to pravent usinary teact
Itfections and to restore as mugh normal Madde?
function as possible,

This REGUIREMENT g not mef as evidenced
by:

¥ 309

F&16

L, -
BTN CMASETIY) Pravious Varlons Olsctets Bvpnl 1D:pD&4y

L0115

L. Residents #18 will receive services in
aecordance with individualized plan of
are,

. All residents at risk for incontBnence
re affectod,

- The nuesing staff will be in serviced on
the importance of adhering to i
dividualized cire plans and utilizing

noility caje pl an S_]]ggﬁcj}nu formu-for

Fusilty 1D WY D003 ' irconﬁnuallun sheot Page 130818
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£ 315 | Continued From page 13 F 316 recommendations regarding anticipated

Based on ohservation, madioal recond reviow
and staff Intarview, tha facillty fallsd to provide
appropriate ssivices to mainteln normal bladder
tunction for 1 of 8 residents (#18) asseased 48

| having (ncontinence. The firkdings ware:

' Review of the 21 6018 quarterly M5 assessment

showed resident #18 was seversly cognitively

Impaired, and was dependent an staif assistance

for follet #ge. Further review showed the resldent

was frequently incontinent, and wea ol a tolleling

plan, Raview of the prassure uicer CAAfrom the -
41914 significant change MDS assessment
showed the reeidant was "olieted upon risirg,
Bafore and after maals atHE [bediima] and PRN

- | during the day, resisted to toflod ot rolada ind

chenged PRN at NOC (night]...[s/ha} ia-mostly
wwere of [hiefher] owa tolleting needs, however, s
generally oo late.n volcing them, thatetore siaff

must antiolpate [his/her] neads.” Review of the

rasident’s care plar far urinary incontnence, last
ypdated September 2014, showext the resident
had a gosl of "..will maintaln current lavel of
bladder function through next review.”

Interventions includect "Asslst to tollet upon rising,

bafore and/or after meals st HS ahd FRN during

{ the dayfeve." Tha following coneerms were
fdanliio:

4, Obsarvation on 3£24/15 baginning at 5:18 AM
showed the resident was lying s bed in hiesher
faom and continued o ba go untll 11:46 AM when
ENARS anterad the room to get the resident up
for [unch, Before getting the restdent up from the
bed, the. CNA checked the resldent’s Incontinence
belef, and stated It was not wet, bucause the
stripas on the brief werae colored yellow, and the
stripes U blue when the briaf la wet The GNA
then franafarred the resident from bed lo

changes to care plan,

4, NS or designee will conduot thres
random care observations weekly to
ensuro that cares ar¢ provided according
| to individualized care plans x 90 days.
Audit findings will be reviewerd at

{ monthty QA meetings.

|3 Complisuce date: May 18, 2015

FORM TlaganrD2-89) Praous Varsions Qbsolele
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The faallity must ensure that the rosident
eovirohment remealns ag free of accident hezards
s la poasible; and each resident receives

| adequata supejvision and Asslstanca devioss fo

prevant aceldents.

gﬂs REQUIREMENT ia ot met a8 evidenced

| Bésed on observatlon, stalf interview, and
| maadinal recard review, the Taciiity feiled to ehsure

Falf slds relfs were assessed for safety for 2 of 3
semple residents (#28, 428) who used side rails.
Thie findinga ware;

1. Review of the 1/18/15 quartatly MDS
asaessment showad regident #26 was severely
- cognitively impalred with 4 brief nterview for

STATEMENT OF DEPIGRINCIES X!} PROVAER/SUPPLIERIGLE, (X2) MULTIPLE GONSTRUCTION ! [%8) DATE SURYEY
AND PLAN OF CORREGTION IENTIFIGAT|ON HUNMBER! A BULDING - QOMPLETER
0
o 530001 B. NG . 0312612015
NAME OF PROVIER OR SUPPLIGH BTREET ADDRERS, LY, RYATE, ZIP DOLE
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1 HERMOPous RERABILITATION AND CAREE CENTER THERMOFOLIS, WY 62449
) BUMMARY STATRMENT OF GEFICIENGIES o PROVIDER'S FLAN OF CORREQTION o)
REFIY IAGH DEFGIENCY MUSYT BE PRECEOED: BY FULL PREE (EAGH CORRECTVE ACTION SHOULD BE COMPLETION
Al MGULATORY OR L8 IDENTIFVING INFORMATION) ™a ROBS-REARENCED TU THEAPPAOPRIATE ATE
DEFIGENCT)
F 318 | Continued From paga 14 F31b
'wheslchalr, and ook the resident to the dining
:room for lunch withoul offaring to lake the
reskdani to the toilet, or gsking fhe resldent if s/he
needed to Use the tollet,
2, Dufing Inferview on 3/24/15 at 11:52 AM, CNA
#3 steted the rasidant did not uese the follet aven
[ when sfhe was continant, adding “The whole time
{ve worcad hare {s/he) hasn't used the follet 1
don't know why
3, Interview with the DON o 32615 at 10:46 AN
revesled the resklent way able to use the toilet,
ghd should have haen tolletad ais per the care
plan. _
¥ 323 | 483.25(h) FREE OF AGCIDENT F 423
55=p | HAZARDS/SUPERVIQION/DEVICES

5115

1. Resident #26 oare plan correoted to
indicate need for 172 bed mobility rails for
chieving the highest level of
independenoe. Bed Safety Fvaluation
completed for Resident #26. Bed Safety
Evaluation updated and cwrent for
Raogident #28. The fucility updared the
"Bed Safery Bvaluation” to inclyde
potontial for limb entrapment,

2, All residents with mobility devioes are
ffected.

13 The fucility will perform e "Bed Safsty
JEvaluation'(t be included i fnservlce)

T QM 2587{02-95) Provinun Vinsions Qbalele

Bvent i DALSI
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F 323 | Continued From pags 15

mental status score of 8/18, and diagnaoses thal
Inciuded muscle woakness gnd unspecified fll
Observallon on 3/2515 at 3:55 AM showed 2 half
&k ralt was atiached to the open side of the
resldant’s bad and the other slde was against th
wall Tha davics wes deslgned t have gaps
balween the bars. Tha gaps were measired, and
there was 1 gap belween the bars that measured
8 Inéhas by 7 % Inches und 2 gaps halween the
bars that maasured 7 % inches by 7 % inchas In
size. Review of (he resldents medioal record
 revealed that a safely agsgessment was nof
completed. The foolily falled to address the
gafely of alda rall use or potential for fimb
anirapment. Additlonally, the usa of the side rall
vras ot addraseed In the resldent's oarg plan.

2. Review of the 3718115 quarterly MDS
aegessrnent showed resldent#28 was cognltively
Inteict, and had diagnoses that included multiple

| nalerosls, Onservation on 323015 at 4:20 P
ghowad the regident had half side ralls eltached
and in use to both upper sides of the bed, Further
obssrvation =it that fime showed fie bad had hall
8ld¢ rails to the lower slde of the bed that weie
ot in use at thel time. The davice was designad
fo have gaps between the bars. The gaps were
measurad, and there was 1 gep betwaen the bas
1that measurad 8 Inthas by 7 % inches and 2 gaps
batwean the bars that messured 7 % nehas by 7
¥ Inohas-In skza, literview with the resident on
[26M6 at 9:50 AM revesled she uasd the side
ralls-to elt up. Ohaervation on 32515 at 14:44
AM ghowed that guring ADL care CNA #6 lowerad
the side rali and asalsted the resident lo o sitting
position on the slde of tha bed ta prepare for
Lanster. Reviow of the "Bed Safely Evaluaton”
revaaled fl was complated on 8810, The.

assessment sliowed the resldent expressed o

F aga] Assessments will be complated for re-
evaluation of safety and neosgsity, for
those resident's with care planned bed
mobility rail intervertions. The initiation
Of 1/2 bed rails for bed mobility and
achieving highest level of independence
will be care planned actordingly.

4. DNS or designes will conduot audits od
sll current vesidents with care planned 1/
bed mobility rails to ensure Bed Safety
Evaluation is complete. DNS or designes
will conduct quarterly audit on a)l current
| tesidents with care planned 1/2 bed
robility rails x one quarter.

5. Compliance date: May 10, 2015

FOHRM DME-E87{02-00) Previons Varelons Dbralote

Event 100006

N -
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F 423 | Gontinued From page 18

gasira to have sldg refls raised on bad related fo
"MS (muliple solerosls] anu difficulty with bed
mobliity.” The asgessment falled to address the
potantial for limb entrapment. Additionally, the
tiza of the slde rali was addrassed on the care
plan t6 "asslst with hed mobility end achieve the
higheat fevédl of independenca with bed mobllity.*

3. Interview with tha DON 26115 at 11:4D AM
verified the gaps batwean the ralls posed s safely
risk-and the facilily had not avaluated the sids
ralls redated to safety.

F- 371 [ 483.35(1) FOOD PROGURE,

59=E | STORE/PREPARE/SERVE - BANITARY

Tha facifity must -

(1) Procure food from sourees approved of
consldered satistactory by Federal, State or lovsal
autharifies; and

(2} Store, prepare, dlatribuie and serve food
Hndsr sanitary sonditions

« [ This REQUIREMENT i not met as évidenoed

by
| E)!'raead on observation and ataff interview the
| facillty falied to enaure & sanitary enviropinent
wag mainianed In 1 of 2 dinlng areas (maln
flining room), The findings were:

4, Chasrvation on 3/25/15 at 11:13 AM showed
1o (one-time use) Nesquiok cohtainers located
in the-dining room with band written labals of
“reguiar and "No-sugar addad on the lida,

§ Furthar review showed the fagtory fabel of one

Faus

FaH

enviromment  is maintained in 2 of 2
{ dining sreas.

1 2. All residents are affected.

3, The facility will employ containers tha
meet the materials, durability, strangth
ayd  cleanability  specifications  fo

“sugar” and “non-sugar” fnstant T
isingle-use containors wepe replaced, Al
defective waler carafes were roplaced,
Dietary staff will be in-serviced op 4-
10111, 4-201.11 and 4-202.11 that the
facility wwust maintein 2 Sanitary
environment it all dining areas.

1. The facility will enswe g sanita::r'

muitinse utensils. For the storage of botl].

05/10/15

FORM CHG-2507 {0200} Prasons Vireions Obisolete Evem IRADGIY

4. Mpnthly sudits will be-peraty
Futyy Wi ensure  that mﬂufyaﬁﬂwgl’age 17 of 19

A
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| Public Health Service definttions: (2) “Single-use

| 2, Observation on 3726115 af 5:38 PM showed 14

110 have fissyres and cracks hroughout the plasio

| nomiel uee conditions shall ke;
 {8) Durable, CORROSION-RESISTANT, and

BTATEMENT OF DEFICIENGIES 1) PROVIDERISUPFLIER/CLIA (X MULTIPLE GONSTRICTION (S (48) DATE SURVEY
AN PLAN OF GORRECTION 17 IDENTIFICATION NUMRRR: A BUALDING COMFLETED
| C
525081 BWING . - 0312612018
JE OF PROVIDER (R SUPFLIER WIREEY ADDKEBE, CIYY, STATE, ZIP CODR
. FO BOX 1325
EC
THERMOPOLIS REHARILITATION AND GARE CENTER THERMOPOLIS, WY 2443
441D BUMMARY STATEMENT QF DHFICIENGIES o FROVIDER'S PLAM Gif CORRECTION 25y
REFIX (FAGH DEFICIENCY MUST BE PRECEDED BY FULL, BRERIX {EACH CORRECTIVE ACTION BHOULD BE CORPLEITN
TAG FEGULATORY OR LS IDENTIFYING INFORMATION) e amss—nwmagg’%g Jo CTF]EAPPHOPRb\TE sl
F871| Contnued From page 17 : pgpq| S0ploying  containers that meet i

hiad "No-sugar* croased out and "regular wiitten
oty the label and the use by dale hod worn off,
Interviaw with the dletary manager on 3/26/15 at
440 PM carfirmed the facility refilied the
coniginers with bags of cocoa that the facility
received. Acoording to Food Code 2013, U,8.

anticles” includes ttems such as wax papar,
hutcher paper, plustic wrap, formed aluminuim
FOQD conteiners, Jare, plastic tubs or buckets,
broad wrappers, pickla bamels, ketohup bottles,
and number 10 gans which do not meel the
matetlals, durabiity, strenglh, and tleanabiitty
spedifications undar §§ 4-101. 1, 4-201.11, anc
42021 for multiusa UTENSILY,

welor coerafas on resident tables thet were noted

which would prevent effective cleaning and
sanitlzing. All 11 of the water carafes were used
by the residents during the evening meal.
According o Fead Cotde 2013, U.S, Publlc Heallh
Bervice 4-101.11 "Matérigls that are usad In
construction of UTENSILS and FOQOD-CONTAGT
SURFACES of EQUIPMENT may not be allowed
the migration of dsleterious substances or imparnt
solors, adors, or tastes to FOOD and under

{A) Bafe

penabaochbent

13} Sufficient In welght and thizliness to withstand
mpaated WAREWASHING;

{12} Finished to heve g SMOOTH, EASILY
CGLEANABLE surface; and

(€) Reslstant lo piling, chipping, erazing,
scratching, seoring, distortion, and
decompasition”

materials, durability, strength ay
gleanability speoifications for multiu
uteasils and replacements will be made 4
needed, Findngs to QA monthly. '

o LD

5. Comploted by $/10/15.

FIRL OMB-2607{02:84) Pitvious Versiones Obsoluty Evani [D:PADGH

Faciély 10 WYD003 W continustion shsel Paga 15 of 19
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