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F 000 INITIAL COMMENTS F 000

 A complaint survey was conducted by Healthcare 
Licensing and Surveys from 1/10/23 to 1/13/23. 
The survey was prompted by complaint intake 
WY00003520.

The following common abbreviations are used 
throughout this document:

CNA    Certified Nurse Aide
DNS       Director of Nursing Services
DO         Doctor of Osteopathic Medicine
ED          Executive Director
IDT         Interdisciplinary Team
LPN        Licensed Practical Nurse
MD         Medical Doctor
MDS      Minimum Data Set
POA       Power of Attorney
QAPI      Quality Assurance and 
               Performance Improvement
RN          Registered Nurse

Less commonly used abbreviations will be 
annotated in each deficiency.

 

F 600 Free from Abuse and Neglect
CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and 
Exploitation
The resident has the right to be free from abuse, 
neglect, misappropriation of resident property, 
and exploitation as defined in this subpart.  This 
includes but is not limited to freedom from 
corporal punishment, involuntary seclusion and 
any physical or chemical restraint not required to 
treat the resident's medical symptoms.

§483.12(a) The facility must-

F 600 2/9/23
SS=J

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

02/06/2023Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 600 Continued From page 1 F 600

§483.12(a)(1) Not use verbal, mental, sexual, or 
physical abuse, corporal punishment, or 
involuntary seclusion;
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, medical record review, 
review of an incident timeline, family and facility 
staff interview, interview with hospital staff, policy 
and procedure review, review of an emailed 
update, and review of professional standards, the 
facility failed to protect the resident's right to be 
free from neglect. Specifically, the facility failed to 
provide timely interventions consistent with 
professional standards for 1 of 1 residents with 
significant burns (#1). This failure resulted in a 
delay in transfer to a burn center for assessment 
and intervention by qualified staff, and a 
determination of immediate jeopardy. The census 
was 45. The findings were:

1. Review of the 11/24/22 quarterly MDS 
assessment showed resident #1 had diagnoses 
which included diabetes mellitus, atrial fibrillation, 
coronary artery disease, hypertension, and 
non-Alzheimer's dementia. The assessment 
showed the resident had no pressure ulcers or 
other skin conditions at that time. The resident's 
brief interview for mental status could not be 
completed due to severe cognitive impairment, 
and s/he required the extensive assistance of one 
staff person for bed mobility (how the resident 
moves to and from lying position, turns side to 
side, and positions body while in bed). Review of 
the resident's care plan showed an 8/31/21 plan 
related to diabetes mellitus with an intervention to 
avoid exposure to extreme heat and cold.

2. Interview with CNA #4 on 1/10/23 at 6:25 PM 

 Preparation and execution of the 
response and plan of correction does not 
constitute an admission or agreement by 
the provider of the truth of the facts 
alleged or conclusions set forth in the 
statment of the deficiencies. The plan of 
correction is prepared and/or executed 
soley because it is required by the 
provisions of the state and federal law. 
For the purpose of any allegation that the 
facility is not in substantial compliance 
with the federal requirements of 
participation, this response and plan of 
correction constuitutes the facility's 
allegation of the compliance in 
accordance to the State Operations 
Manual. 

Thermopolis Rehabilitation and Wellness

Corrective Action:
Ongoing identification and assessment of 
acute changes in condition that require 
the physician to be notified in order to 
meet the resident s needs in a timely 
manner is occurring. Identified resident 
has been transferred to hospital. An 
allegation of neglect will be reported to 
HLS. 

Identification of Others:
Initial audit completed on 1/11/23 to 
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F 600 Continued From page 2 F 600
revealed she was working the morning of 1/7/23, 
and found the resident between 3:45 AM and 4 
AM with the bed pushed from the wall and the 
resident's feet on the heater unit with the vent 
cover missing, so both feet were on the fins and 
pipes (the hot elements) within the heater unit. It 
was apparent that the resident's feet were both 
burned in areas with some peeled skin and some 
blood, so she got the resident's feet away from 
the hot elements and onto the bed, and called for 
the nurse, who arrived promptly.  The CNA had 
last checked on the resident during rounds at 
around 1:45 AM.  She had no experience with 
burns, but could tell the resident's feet had burns.  
The resident did not appear to be in pain, but did 
rub the feet together, so the CNA continued to 
prevent that. When the nurse arrived she took 
over, and they placed the bed away from the wall 
and secured the bed wheel brakes, that had not 
been not locked in place. The CNA said the 
brakes should have been on, and she was not 
sure why that was not the case. 

3. Interview with LPN #1 on 1/10/23 at 6:05 PM 
revealed she came to the resident's room at 
about 4:15 AM on 1/7/23 promptly after staff 
alerted her there was an issue. CNA #4 was with 
the resident and the resident was in bed. The 
LPN noticed the resident's feet were burned 
bilaterally. She saw blood and areas on both feet 
that were obviously burned.  She said she had no 
experience with burns. She ensured the 
resident's feet were on the bed, then notified the 
ED/RN at around 4:25 AM rather than calling the 
physician or the emergency department. The 
ED/RN arrived approximately 30 minutes later, 
and the ED/RN took over.  

4. Review of a 1/7/23 nursing progress note timed 

assess for other residents who 
experienced an acute change in condition 
over the last seven days and required a 
physician notification. If needed the 
physician was notified for needed follow 
up by 1/12/23.

Systemic Changes:
DDCO or designee provided education to 
licensed nurses related to ongoing 
identification and assessment of an acute 
change in condition that requires the 
physician to be notified in order to meet 
the resident s needs in a timely manner. 
Specifically, when the attending physician 
gives an order to treat in house verses 
transferring to a higher level of care and 
that order is being carried out by the 
nursing staff. If the nursing staff observe a 
decline in status, the nurse will contact the 
attending physician to report the change 
and request a transfer to a higher level of 
care facility. If the attending physician 
refuses to provide a transfer order the 
nursing staff will contact the center s 
Medical Director to report the change in 
condition and obtain a transfer order.

Monitoring:
Ongoing audits will be completed by 
DNS/Designee during the morning clinical 
meeting five days per week for three 
months to assess for an appropriate 
response by nursing staff and 
physician s to an acute change in 
condition that required the physician to be 
notified in order to meet the resident s 
needs in a timely manner. Bring to QAPI 
meeting monthly x 3 to identify trends or 
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F 600 Continued From page 3 F 600
10:01 AM as a late entry showed, "[ED/RN] was 
called at 0430 [4:30] AM to return to the building 
due to resident burns. Resident was on [his/her] 
bed when [ED/RN] arrived. [His/her] feet 
bilaterally had 2nd degree burns ...Right 
foot-lateral aspect of the foot from toe to arch 
16x13 cm [centimeters] with the epidermis 
removed. The 5th, 4th, and 3rd toe are involved. 
4-5th from tip to base 3rd 1.5 cm. Was cleaned 
and then covered with Silvadine, telfa, abd 
[abdominal pad], kerlix, and then an ace wrap. 
Left [foot]-from medial aspect of foot 9x4cm 
including first toe with epidermis removed red in 
color. Where that end (over the arch) 2x3 blister 
filled fluid. This area too was covered in Silvadine, 
telfa, abd, kerlix, and ace wrap. POA, DNS was 
notified. MD [DO #1] was notified and orders 
given for wound care treatment, abx [antibiotics] 
and supplements to aide in healing due to the 
resident's medical condition. Resident will be 
monitored for infection, Tylenol will be given for 
pain. MD did not think the resident needed to go 
to the ER. Family agreed."

5. Interview with the ED/RN on 1/10/23 at 4:45 
PM revealed she received a call from the facility 
on 1/7/23 at around 4 AM regarding the resident 
having burned [his/her] feet on the heat vent by 
the bed. She arrived in approximately 30 minutes 
and it was apparent the resident had burned both 
feet, which she felt included some 2nd degree 
burn areas. She noticed the heat vent cover was 
off, exposing the hot pipes and fins. She cleansed 
the resident's feet with normal saline (NS) and 
wrapped them, then called the local emergency 
department and found out DO #1 was the 
physician on call (for both the facility and the 
emergency department), then made several 
attempts to contact DO #1. When she did contact 

sustainability.

Compliance Date: 02/09/23
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F 600 Continued From page 4 F 600
DO #1, she sent pictures of the resident's 
bilateral foot burns to DO #1 on her phone. DO 
#1 felt the ED/RN was best trained to care for the 
resident's burns, not the local emergency 
department. DO #1 gave orders for wound care. 

6. Review of the wound care certification 
information for ED/RN confirmed she was wound 
care certified with an expiration date of 
5/26/2026. However, interview with the ED/RN on 
1/13/23, at 1:55 PM revealed that while she was 
once certified in burn care, she had not been 
certified in burn care for the last 6 years.

7. Review of the facility policy titled, "Change of 
Condition" published May 2017, under Policy 
Statement: ...Changes in condition are 
documented in the resident's record, and the 
resident is monitored via alert charting. If it is 
determined that the resident's condition is 
unstable and/or beyond the scope of services 
provided by the community, the resident is 
transferred to the hospital for evaluation."

8. Review of a timeline of the event provided by 
the facility showed the ED/RN unsuccessfully 
attempted to speak with the physician at the local 
emergency department 5 times between 4:50 AM 
and 9 AM. At 9:42 AM (over 5 hours after the 
burns were discovered), the emergency room 
physician, DO #1, called back, and the ED/RN 
explained the resident had sustained 2nd degree 
burns to both feet. The ED/RN sent photos of the 
injuries to DO #1. Orders were received to dress 
the resident's feet and add a multivitamin, vitamin 
C, and Arginaid (a supplement intended to help 
with wound healing) to the resident's medications. 
According to the timeline, it was DO #1's opinion 
that nothing different would be done at the 
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F 600 Continued From page 5 F 600
hospital, and the resident should be kept at the 
facility to decrease the anxiety of transfer. At 
11:36 AM, the ED/RN called the facility's medical 
director regarding the resident's burns. At that 
time, the medical director provided an order for 
Keflex (an antibiotic), but did not intervene to 
send the resident to the emergency department.  

9. Review of the American Burn Association's 
"Burn Center Referral Criteria" found at 
http://ameriburn.org/wp-content/uploads/2017/05/
burncenterreferralcriteria.pdf   and retrieved on 
1/13/23 showed "Burn injuries that should be 
referred to a burn unit include: ... 2. Burns that 
involve the face, hands, feet, genitalia, perineum, 
or major joints ...3. Third degree burns in any age 
group ... 7. Burn injury in patients with preexisting 
medical disorders that could complicate 
management, prolong recovery, or affect mortality 
..."

10. Review of the nursing progress note dated 
1/8/23 and timed at 3:16 PM showed "Family had 
called early AM asking that the resident be sent to 
the ER (emergency room) for evaluation. [ED/RN] 
spoke with [emergency room doctor - DO #1] and 
she did not feel the need to have [the resident] 
taken out in the cold and disrupt [his/her] routine 
because [s/he] was getting the needed care in the 
facility. [DO #1] called the [POA] and explained all 
this to [the POA] and the appropriate care that 
[the resident] needed and that the ER would do 
nothing different for [the resident] and that it is not 
an admitting dx [diagnosis]. [The POA] then 
called ED/RN and explained they did not have 
confidence in [DO #1] and what other measures 
could be taken. ED/RN explained the medical 
director could be called ...and asked if he would 
come in and check the resident. They agreed to 
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F 600 Continued From page 6 F 600
that. Messages left for [the medical director]. 
After 2 hours of no response from [the medical 
director] ED/RN called the [POA] and asked what 
the next steps needed to be. It was explained that 
the dressings needed to be changed. The POA 
stated [s/he] would like to come in and look at the 
feet [him/herself]. ED/RN waited for family to 
arrive and then proceeded with the dressing 
change. The wounds on the feet looked a lot 
better today they are pink red in areas ... both no 
change in size other than the skin around the 
edges needed to be removed. Resident had +1 
edema in the left foot and will work on keeping 
feet elevated. The right outer foot is the largest 
with no blisters 5-4-3 toe remains unchanged. 
Left inner aspect of the foot is the affected area 
with only the 1st toe burned. All area's pink red 
and moist. Skin on the edges of the toe wound 
needed removed. Both feet were cleansed with 
NS (normal saline), Silvadine was placed on the 
burned area, followed with telfa abd ace wrap. 
Resident tolerated dressing change without crying 
out. Will continue daily dressing change."

11. Continued review of the timeline of the event 
provide by the facility showed on 1/8/23 between 
8:30 AM and 12 PM, the resident's POA texted 
the facility requesting the resident be sent to the 
emergency room for evaluation. The ED/RN 
called the POA and explained they would be glad 
to send the resident, and they would inform DO 
#1, who was the physician on call at the 
emergency room. The POA informed the facility 
they wanted the resident to be evaluated by a 
different physician, and asked about sending the 
resident to a hospital in a different town. It was 
explained to the POA that the facility could call 
emergency medical services (EMS) to transport 
the resident, however, EMS would be required to 
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F 600 Continued From page 7 F 600
take the resident to the local emergency room. 
The ED/RN told the POA she had been in contact 
with the facility's medical director, and could ask 
the medical director to come and see the 
resident. The POA agreed to this. At 12 PM, the 
RN/ED messaged the medical director to ask if 
he would stop in and see the resident. At 3:40 
PM, the medical director called and informed the 
facility he was out of town, and could come to see 
the resident after he had returned home, or 
Monday or with rounds on Tuesday. The timeline 
further showed the ED/RN called the resident's 
POA at 3:45 PM and told the POA what the 
medical director had offered. According to the 
timeline, the POA told the ED/RN the medical 
director did not need to come in that night, and 
agreed the medical director could see the 
resident on Monday or Tuesday. "Tuesday was 
decided and agreed upon by all."

12. Interview with the ED/RN on 1/11/23 at 12:10 
PM confirmed she initially thought the resident's 
bilateral burns had some 2nd degree areas as the 
most severe. She stated that on 1/8/23 the 
resident's foot color changed a bit. Some areas of 
the skin were starting to peel around the edges, 
with about 30% of the right foot having those type 
skin issues. The 5th toe on the right foot was 
100% affected by burns at that time, with skin 
peeling and encrusted. This went to between the 
3rd and 4th toe with the webbing affected. The 
third toe was peeling at the top, and there was an 
open area between the 3rd and 4th toe. There 
were no plantar burns to either foot. On the left 
foot there was an open skin area on the great toe 
at approximately 75-80% and went from pink to a 
deep red. Near the arch there was a 2 cm blister 
that was intact. There was no erythema, swelling, 
or weeping noted to either foot at that time. "It 
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F 600 Continued From page 8 F 600
look like some epidermis was sloughing off." By 
1/9/23 there was a 1 cm erythema area, and on 
the right foot there was a "thin area in the center 
that turned whitish." Overall, the left foot was a 
darker red. Because the family had agreed the 
medical director would see the resident on 
Tuesday, 1/10/23, she made no further attempts 
to send the resident to the emergency 
department.

13. Review of the American Burn Association's 
"Got Burned? When to Seek Medical Attention" 
found at 
https://ameriburn.org/wp-content/uploads/2020/03
/got-burned-1.pdf and retrieved on 1/13/23 
showed medical attention should be sought when 
the burn is located on the face, ears, eye, hands, 
feet or genital area. Additional review showed if 
the burn is red, blistered, swollen and very 
painful, it may be a second degree burn. If the 
burn is whitish, charred or translucent, or the skin 
is peeling off, with minimal sensation in the area, 
it may be a third degree burn.

14. Interview with DO #1 on 1/11/23 at 3:35 PM 
revealed she was on-call for the local emergency 
department and the facility from Friday the 6th 
through Monday the 9th of January 2023. She did 
not remember a call on 1/7/23 from the ED/RN, 
but did remember the call from the ED/RN on 
1/8/23 concerning a family request for the 
resident be transferred to the emergency 
department related to the burns. She stated that 
she believed the ED/RN, who was wound care 
certified, could handle the resident's burns better 
than the staff at the hospital. DO #1 felt the 
resident would have been seen at the local 
emergency department and just sent back to the 
facility. She did not believe the resident's burns 
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F 600 Continued From page 9 F 600
were that bad. She confirmed she called the 
resident's POA back on 1/8/23 promptly after she 
received the call from the ED/RN, and she told 
the POA the resident should not come to the local 
ED, that s/he was getting adequate care at the 
facility, and she had given physician orders 
concerning wound care. She stated that in her 
conversation with the POA, she mentioned the 
cold weather being an impediment to transfer 
related to comfort, and discussed whether the 
resident should be placed on comfort measures 
instead of aggressive treatment for the burn 
injuries. She felt the decision was professionally 
sound to have the resident remain at that facility 
instead of facilitating a transfer to the local 
emergency department.

15. Interview with the POA on 1/11/23 at 4:15 PM 
revealed [s/he] was not pleased with the 1/8/23 
conversation with DO #1. The POA stated [s/he] 
expressed to DO #1 the desire for the resident to 
be transferred to the local ED for assessment, 
and stated DO #1 was resistant to having the 
resident transferred. The POA lost confidence in 
DO #1, and afterward, when ED/RN stated the 
difficulty of transferring the resident to a hospital 
further away without being transferred to the local 
ED first, the POA felt the only option left was to 
wait for the medical director to arrive and assess 
the resident. 

16. Review of the nursing progress note dated 
1/9/23 and timed at 8:15 PM showed "Resident 
has tolerated the day with no issues. Dressings 
were changed to bilateral feet. When cleansed 
skin did slough off the toes. Tissue on both feet 
pink/red/left is a little darker around the toe. On 
the left foot it did bleed through the dressing and 
was reinforced. Resident was given tylenol 
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throughout the day."

17. Interview with the ED/RN on 1/11/23 at 10:45 
AM confirmed she had contacted DO #1 on 
1/7/23 regarding request for transfer to the ED, 
and again on 1/8/23 regarding the family request 
to send the resident to the local ED. She further 
confirmed neither she nor other facility staff made 
any additional requests to send the resident to the 
local ED, and she felt she could have been more 
assertive concerning those requests. She relayed 
information to the medical director, but did not 
ask him to intervene with DO #1 regarding 
requests to transfer the resident to the local ED. 

18. Review of the nursing progress note dated 
1/10/23 and timed at 9:30 AM showed "Late 
entry-Resident dressing bilateral had [strike] 
through bleeding noted. Dressings removed and 
a color change to discharge was noted. Burn area 
to top of I right foot is starting to turn a yellow 
color appears to look like eschar. There is with 
slight redness around the normal skin area's. The 
toes remained pink and red with skin continuing 
to slough. Right foot was cleansed with Normal 
saline and a thin cover of silvadine was placed- 
abd kerlex and then and ace wrap. The left foot 
also had a change in exudate color no odor to 
both. Burn is pink red in most places with slight 
darker area around the large toe. This foot was 
cleansed again and wrapped in the same 
manner." Further review of the medical record 
showed no evidence a physician was contacted 
about the state of the burns, and there was no 
attempt to send the resident to the emergency 
department.

19. Observation on 1/10/23 at 3:50 PM in the 
treatment room (Room #11) showed the medical 
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director, ED/RN, DNS, and POA with the resident 
for assessment of bilateral feet trauma/burns 
(first time a physician had assessed the resident's 
burns in person since the burns were sustained 
on 1/7/23). The DNS documented the wound 
measurements as the physician dictated to her at 
that time. The resident was asked about pain and 
appeared to be in no distress. The medical 
director and ED/RN removed the resident's 
dressings, and cleaned the wounds to both feet 
with saline and 4 by 4 sponges. The left foot had 
burns under and around the great toe, which had 
red, whitish, and yellowish areas. The 
measurements were 13 cm long by 5.5 cm 
across. At that time, the medical director told the 
POA he was going to contact a burn center. He 
stated that he felt the resident's feet must have 
been on the exposed heater fins and pipes "for a 
while." The resident's right foot burns were then 
measured, and the burns extended from the 4th 
and 5th toes to two-thirds of the way back toward 
the heel. The measurements were 16.3 cm length 
by 11.3 cm across, with reddened, whitish, and 
yellowish areas. The wounds on both feet had 
areas that appeared dry and areas that appeared 
moist, with no obvious infection. The medical 
director stated at that time the wounds were "high 
risk." 

20. Interview with the medical director on 1/10/23 
at 4:05 PM confirmed the resident should have 
been sent to the local emergency department on 
1/7/23 at the time the resident sustained the 
burns, that parts of the burns were at least 3rd 
degree burns, and that he would start 
immediately contacting burn centers to have the 
resident transferred as soon as possible. He 
confirmed the process regarding transferring 
residents to the local emergency department 
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F 600 Continued From page 12 F 600
would need to be reviewed and revised. 

21. Review of the American Burn Association's 
"Burn Center Referral Criteria" found at 
http://ameriburn.org/wp-content/uploads/2017/05/
burncenterreferralcriteria.pdf   and retrieved on 
1/13/23 showed second degree burns are partial 
thickness burns. The skin may be red, blistered, 
or swollen. The burns are very painful. Third 
degree burns are full thickness burns. They may 
appear whitish, charred or translucent, with no pin 
prick sensation in the burned area.

22. Review of progress notes dated 1/11/23 and 
timed 10:08 PM showed the resident was 
supposed to be transferred to a burn center in 
another state by helicopter, however, weather on 
1/11/23 caused a delay. Review of a progress 
note dated 1/12/23 and timed 8:40 AM (5 days 
after the burns were sustained) showed "Life 
flight arrived and report given to them. Resident 
was loaded on to gurney with no issues." 

23. Review of an email sent by the POA to the 
State Survey Agency on 1/22/23 at 6:22 PM 
showed the resident underwent surgery for the 
burns on 1/20/23. The surgeon performed 
"bilateral amputation of both feet.  This left a few 
toes on each side.  [The resident] is currently still 
in ICU [the intensive care unit] with both feet 
bandaged with a wound vac [vacuum] on the right 
foot and a skin graft on the left foot."

On 1/11/23 at 6:03 PM the executive director was 
informed of an immediate jeopardy situation in 
the area of neglect related to the failure to provide 
ongoing assessment and interventions for a 
resident with significant burns to the feet 
bilaterally.
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The facility submitted an action plan which 
included the following immediate changes:

a. Ongoing identification and assessment of 
acute changes in condition that require the 
physician to be notified in order to meet the 
resident's needs in a timely manner. Resident #1 
was transferred to a higher level of care.

b. The initial audit for residents who had a 
change in condition was completed on 1/11/23.

c. Education on the process was provided to 
licensed nurses on 1/12/23.

d. A change in process that, if an attending 
physician refuses to provide the required transfer 
order, nursing staff will contact the medical 
director for that transfer order.

The action plan was accepted on 1/13/23 at 
12:10 PM. 

The implementation of the action plan was 
verified and immediacy was removed on 1/13/23 
at 1:25 PM; however, deficient practice remained 
at a scope and severity of "G."

F 606 Not Employ/Engage Staff w/ Adverse Actions
CFR(s): 483.12(a)(3)(4)

§483.12(a) The facility must-

§483.12(a)(3) Not employ or otherwise engage 
individuals who-
(i) Have been found guilty of abuse, neglect, 
exploitation, misappropriation of property, or 
mistreatment by a court of law;
(ii) Have had a finding entered into the State 
nurse aide registry concerning abuse, neglect, 
exploitation, mistreatment of residents or 
misappropriation of their property; or

F 606 2/9/23
SS=D
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F 606 Continued From page 14 F 606
(iii) Have a disciplinary action in effect against his 
or her professional license by a state licensure 
body as a result of a finding of abuse, neglect, 
exploitation, mistreatment of residents or 
misappropriation of resident property.

§483.12(a)(4) Report to the State nurse aide 
registry or licensing authorities any knowledge it 
has of actions by a court of law against an 
employee, which would indicate unfitness for 
service as a nurse aide or other facility staff.
This REQUIREMENT  is not met as evidenced 
by:
 Based on employee record review and staff 
interview, the facility failed to ensure the state 
nurse aide registry was checked prior to 
employment to ensure there were no findings 
listed for 2 of 4 sample CNAs (CNA #1, CNA #4) 
reviewed. The findings were:

1. Review of the employee record for CNA #1 
showed a date of hire of 11/23/21. Review of the 
entire record showed no documentation to verify 
the State nurse aide registry was checked for 
findings.

2. Review of the employee record for CNA #4 
showed a date of hire of 12/19/22. Review of the 
entire record showed no documentation to verify 
the State nurse aide registry was checked for 
findings.

3. Interview with the business office manager on 
1/12/23 at 4:15 PM confirmed she had failed to 
ensure the State nurse aide registry was checked 
for CNA #1 and CNA #4.

 Date: 2/03/23
Thermopolis Rehabilitation and Wellness

Corrective Action:
CNA #1 and CNA #4 no longer work at 
facility.

Identification of Others:
Initial audit was completed on 1/13/23 and 
found 3 of 9 employees were not on the 
Wyoming State Nurses Aide Registry. All 
were submitted to the Wyoming State 
Nurses Aide Registry.

Systemic Changes:
The ED or designee will educate the 
Business Office Manager or designee 
regarding the reporting requirements for 
the Wyoming State Nurse Aide Registry. 
The Business Office Manager or designee 
will audit newly hired CNAs weekly for 1 
month to validate a WY Nurse Aide 
Registry check has been completed 
before direct patient care is given.

Monitoring:
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The Business Office Manager or designee 
will report results of the audit at QAPI 
monthly for 3 months to identify trends or 
sustainability.

Compliance Date: 02/09/23
F 689 Free of Accident Hazards/Supervision/Devices

CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.
The facility must ensure that -
§483.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents.
This REQUIREMENT  is not met as evidenced 
by:

F 689
SS=G

 Based on observation, medical record review, 
family and staff interview, water boiler 
temperature audits review, and review of an email 
update, the facility failed to ensure the resident 
environment remained free of accident hazards 
for 1 of 1 residents (#1) with burns received from 
the heat source in their room. This failure resulted 
in harm to resident #1, who sustained burns that 
required transport to a burn center, amputations 
and skin grafts. The facility implemented 
corrective actions prior to the survey. These 
actions were verified by the survey team and the 
facility was determined to be in compliance on 
1/8/23. The findings were:

Review of the 11/24/22 quarterly MDS 
assessment showed resident #1 had diagnoses 
which included diabetes mellitus, atrial fibrillation, 
coronary artery disease, hypertension, and 

 Past noncompliance:  no plan of 
correction required.
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non-Alzheimer's dementia. The assessment 
showed the resident had no pressure ulcer or 
other skin conditions at that time. The resident's 
brief interview for mental status could not be 
completed due to severe cognitive impairment, 
and s/he required the extensive assistance of one 
staff person for bed mobility (how the resident 
moves to and from lying position, turns side to 
side, and positions body while in bed). Review of 
the resident's care plan showed an 8/31/21 plan 
related to diabetes mellitus with an intervention to 
avoid exposure to extreme heat and cold. The 
following concerns were identified:

1. Interview with CNA #4 on 1/10/23 at 6:25 PM 
revealed she was working the morning of 1/7/23, 
and found the resident between 3:45 AM to 4 AM 
with the bed pushed from the wall and the 
resident's feet on the heater unit with the vent 
cover missing. The resident's feet were on the 
fins and pipes (the hot elements) within the 
heater unit. It was apparent that the feet were 
both burned in areas with some peeled skin and 
some blood, so she got the resident's feet away 
from the hot elements and onto the bed, and 
called for the nurse, who arrived promptly.  The 
CNA had last checked on the resident during 
rounds at around 1:45 AM.  The CNA said she 
had no experience with burns, but could tell the 
resident's feet were burned. 

2. Review of the facility-documented water boiler 
temperatures from 12/5/22 to 1/7/23 showed the 
temperatures at the boiler were consistently 160 
degrees F, and water from the boiler was utilized 
in the heating system throughout the facility. 

3. Observations on 1/10/23 from 2:30 PM to 3:20 
PM in all resident rooms and common areas, 
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showed all heat vent covers were attached.

4. Observation on 1/10/23 at 3:50 PM in the 
treatment room (Room #11) showed the medical 
director, administrator, DNS, and POA with the 
resident for assessment of bilateral feet 
trauma/burns The DNS documented the wound 
measurements as the physician dictated to her at 
that time. The resident was asked about pain and 
appeared to be in no distress. The medical 
director and administrator removed the resident's 
dressings, and cleaned the wounds to both feet 
with saline and 4 by 4 sponges. The left foot had 
burns under and around the great toe, which had 
red, whitish, and yellowish areas. The 
measurements were 13 cm long by 5.5 cm 
across. At that time, the medical director told the 
POA he was going to contact a burn center. He 
stated that he felt the resident's feet must have 
been on the exposed heater fins and pipes "for a 
while."  The resident's right foot burns were then 
measured, and the last 2 toes were involved to 
two-thirds the way back toward the heel. The 
measurements were 16.3 cm length by 11.3 cm 
across, with reddened, whitish, and yellowish 
areas. The wounds on both feet had areas that 
appeared dry and moistened, with no obvious 
infection.

5. Interview with the medical director on 1/10/23 
at 4:05 PM confirmed the resident's burns had 
areas that were at least third degree burns. 

6. Review of an email sent by the POA to the 
State Survey Agency on 1/22/23 at 6:22 PM 
showed the resident underwent surgery for the 
burns on 1/20/23. The surgeon performed 
"bilateral amputation of both feet.  This left a few 
toes on each side.  He is currently still in ICU [the 
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intensive care unit] with both feet bandaged with 
a wound vac [vacuum] on the right foot and a skin 
graft on the left foot."

Review of the facility's 1/7/23 "Self-initiated 
Immediate jeopardy...Abatement" showed the 
following:

"Concern: 84 yr [year] old [gender], admitted 
8/23/21 with dx of dementia, EPS 
[extra-pyramidal symptoms], a-fib [atrial 
fibrillation], DM [diabetes mellitus], ASHD 
[atherosclerotic heart disease], and IBS [irritable 
bowel syndrome]. Identified resident while 
sleeping in a low bed inadvertently extended [the 
resident's] legs out of the bed and displaced the 
floor board heater cover which left [the resident's] 
feet exposed to heat without the protection of the 
heater cover. Resident experienced second 
degree burns to the left great, second, and third 
toes and an area on left medial foot and blisters 
to right foot.

1. Resident assessed by RN for burns to 
bilateral feet. Physician notified and appropriate 
treatment order obtained and provided...Identified 
heater panel cover secured on 1/7/23 to prevent 
another occurrence.

2. Initial audit completed via Executive 
Director of floor heater panel covers throughout 
Center to assess for any others which may have 
the potential to be dislodged. Those that were 
identified as a concern were repaired starting on 
1/7/23 and completed on 1/8/23.

3. Education provided to IDT [interdisciplinary 
team] regarding weekly audits of heater panel 
covers for secure placement as assigned. 
Ongoing audits by IDT related to assigned rooms 
to assess for secure placement of heater panel 
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covers will be completed weekly times three 
months. Education provided to current staff to 
notify Executive Director immediately if they 
should observe an unsecured heater panel cover.

4. Initial ad-hoc QAPI held with Medical 
Director on 1/7/23 to discuss occurrence. Initial 
and ongoing audits will be reviewed via the QAPI 
process monthly times three months for further 
discussion and recommendations.

5. Correction date: 1/8/23.
F 838 Facility Assessment

CFR(s): 483.70(e)(1)-(3)

§483.70(e) Facility assessment.
The facility must conduct and document a 
facility-wide assessment to determine what 
resources are necessary to care for its residents 
competently during both day-to-day operations 
and emergencies. The facility must review and 
update that assessment, as necessary, and at 
least annually. The facility must also review and 
update this assessment whenever there is, or the 
facility plans for, any change that would require a 
substantial modification to any part of this 
assessment. The facility assessment must 
address or include: 

§483.70(e)(1) The facility's resident population, 
including, but not limited to, 
(i) Both the number of residents and the facility's 
resident capacity; 
(ii) The care required by the resident population 
considering the types of diseases, conditions, 
physical and cognitive disabilities, overall acuity, 
and other pertinent facts that are present within 
that population; 
(iii) The staff competencies that are necessary to 
provide the level and types of care needed for the 

F 838 2/9/23
SS=E
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resident population; 
(iv) The physical environment, equipment, 
services, and other physical plant considerations 
that are necessary to care for this population; and 
(v) Any ethnic, cultural, or religious factors that 
may potentially affect the care provided by the 
facility, including, but not limited to, activities and 
food and nutrition services. 

§483.70(e)(2) The facility's resources, including 
but not limited to, 
(i) All buildings and/or other physical structures 
and vehicles; 
(ii) Equipment (medical and non- medical); 
(iii) Services provided, such as physical therapy, 
pharmacy, and specific rehabilitation therapies; 
(iv) All personnel, including managers, staff (both 
employees and those who provide services under 
contract), and volunteers, as well as their 
education and/or training and any competencies 
related to resident care; 
(v) Contracts, memorandums of understanding, 
or other agreements with third parties to provide 
services or equipment to the facility during both 
normal operations and emergencies; and 
(vi) Health information technology resources, 
such as systems for electronically managing 
patient records and electronically sharing 
information with other organizations. 

§483.70(e)(3) A facility-based and 
community-based risk assessment, utilizing an 
all-hazards approach.
This REQUIREMENT  is not met as evidenced 
by:
 Based on review of the facility assessment, and 
staff interview, the facility failed to identify wound 
care services, wound care education, and wound 
care competencies in the facility assessment as 

 Date: 2/3/23
Thermopolis Rehabilitation and Wellness

Corrective Action:
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required to ensure residents with wounds 
received appropriate care. There were 2 
residents with wounds at the time of the survey. 
The findings were:

Review of the facility assessment, last updated 
March 29, 2022 showed the following concerns: 

a. The review showed the assessment failed 
to identify and address services, education and 
competencies required in the area of wound care. 

b. Interview with ED/RN on 1/12/23 at 2:00 
PM confirmed the facility assessment failed to 
identify and address wound care and she 
confirmed wound care should have been 
addressed.

Center assessment reviewed and updated 
to further expand on wound care services 
and competency/education appropriate for 
the current resident population residing in 
the center. 

Identification of Others:
No other residents were affected without 
further elaboration of wound care services 
and education in the center assessment.

Systemic Changes:
DDCO educated the ED or designee 
regarding the facility assessment 
including wound care services, 
competency and education. ED or 
designee will audit the facility assessment 
quarterly to validate the facility 
assessment includes wound care 
services, competency and education.

Monitoring:
The Executive Director or designee will 
report the tracking and trending of the 
audit to the facility monthly Quality 
Assurance Meeting for 90 days or until 
substantial compliance has been 
achieved or sustained as directed by the 
committee.

Compliance Date: 02/09/23
F 843 Transfer Agreement

CFR(s): 483.70(j)(1)(2)

§483.70(j) Transfer agreement. 
§483.70(j)(1) In accordance with section 1861(l) 
of the Act, the facility (other than a nursing facility 
which is located in a State on an Indian 

F 843 2/9/23
SS=D
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reservation) must have in effect a written transfer 
agreement with one or more hospitals approved 
for participation under the Medicare and Medicaid 
programs that reasonably assures that-
(i) Residents will be transferred from the facility to 
the hospital, and ensured of timely admission to 
the hospital when transfer is medically 
appropriate as determined by the attending 
physician or, in an emergency situation, by 
another practitioner in accordance with facility 
policy and consistent with state law; and
(ii) Medical and other information needed for care 
and treatment of residents and, when the 
transferring facility deems it appropriate, for 
determining whether such residents can receive 
appropriate services or receive services in a less 
restrictive setting than either the facility or the 
hospital, or reintegrated into the community will 
be exchanged between the providers, including 
but not limited to the information required under 
§483.15(c)(2)(iii).

§483.70(j)(2) The facility is considered to have a 
transfer agreement in effect if the facility has 
attempted in good faith to enter into an 
agreement with a hospital sufficiently close to the 
facility to make transfer feasible.
This REQUIREMENT  is not met as evidenced 
by:
 Based on review of transfer agreements and 
staff interview, the facility failed to ensure a 
written transfer agreement with at least one 
hospital was obtained. The findings were:

Review of the facility's written agreements 
showed the facility had agreements with 2 skilled 
nursing facilities, and a local laboratory. The 
review showed there were no transfer 
agreements with any hospitals. Interview with the 

 Date: 2/3/23
Thermopolis Rehabilitation and Wellness

Corrective Action:
Facility Transfer Agreement was drafted 
and submitted for legal review.

Identification of Others:
DDCO or designee educated the 
Executive Director or designee regarding 
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ED/RN on 1/17/23 at 9 AM confirmed the facility 
failed to ensure a written transfer agreement had 
been obtained with a hospital to meet the 
requirements.

the hospital transfer agreement.

Systemic Changes:
ED or designee will audit the transfer 
agreement status three times per week 
until signed by both parties. The Medical 
Director acknowledges when a patient is 
deemed medically necessary for transfer 
to the hospital for care the hospital agrees 
to accept the transferred patient, to admit 
and to provide appropriate medical care, 
subject to the availability of bed space, 
appropriate staffing and in accordance 
with the regulations governing transfers 
under the Emergency Medical Treatment 
and Active Labor Act. 

Monitoring:
The Executive Director or designee will 
report the tracking and trending of the 
audit to the facility monthly Quality 
Assurance Meeting for 90 days or until 
substantial compliance has been 
achieved or sustained as directed by the 
committee.

Compliance Date: 02/09/23
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