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F 000 INITIAL COMMENTS ; F o000 This plan of comection is the Confer’s
) _ : credible  allegation  of  compliance.

The foflowing common abbraviations are used - Preparation and/or exceution of this Plan

throughout this docurtient: : ©of  Comection  does  not  constitute

i admission of agrecment by the grovider of
the truth of the facts alicged or conclusions
set forth in the statement of deficiencies.
The Plan of Correction is propared and/or
1 exocuted solely because it is required by

“RN: Reglstered Nurse

AP Infaction Preventionist
“ADLs:  Activities of dally living
TONAD Cerlified Nurse Alda
CGAA Care Area Assessment

MBS Minlmum Data Set + the provision of Federal and State luw.
. Less commonly ugsed abbreviations will be o
annolated in each deficlency where used. ' r2al
F 241 483.15(a) DIGNITY AND RESPECT OF - Fa41 1. Family member of Resident #76
g&=i . [NDIVIDUALITY ; will be shown to a private location for
- any discussion of health care
+ The facitity must promote care for residenis ina _ information relating to Resident #76.

. manner asid in ap environment that maintains or
i enliances aach resident's dignity and respectin |
; full recognition of his or her individualily.

‘

All newly adinitied Residents and/or
family members will be advised
vegarding the issue of private locations
DThis REQUIREMENT is nof met as evidenced - for discussions relating to health eare,
ﬂbgi 4 on observalion. staff interyiew, and - All Resident family members will be |
. Based on obsar , staff ir W, a . cvate loenbion For :
 mediaal record review, the facility failed to shown Lo a private location for mny |
- conduct end-of-ife discussions in a dignified and discussion of any healh care -

“confidential environment for { non-sample , information.
“residert [#76). Further, the facllity failed to ensue

1 non-sample residant @51, and 1 of 13 sample Staff will be inserviced relating 1o
- resldants (£37) had a corfortable and digaifled privacy of health care information and -

environment during routine observations of
_rasldents’ rooms, in addition, the faciiity failed fo
honor the request of 1 non-sampla restdents

the need to conduct discussion in a
private location. RN #1 will be

" (#48) and 1 sample resident (#48) t© close a ; ; instructed regarding, holding
! bathroom window and prevent cold alr from : discussions rolated to health carc
entering their rcom. The findings wera: 1 informntion with Residents and/or
(ABORATORY DIRECTOR'S OR PROVIE/SUBRLIER REPIESEN TATIVE'S BIGNATURE TLE (R0 BATE
WAy O o
el W I Y O (o /SR

Any q{eﬁciency statemant snding with an szissdsk (°) denotes & deficlency wileh the instiutisn may be axcusad oy correcling providing i Is datennined hat
olher safaguards provide sufficlant proloction to the palionts. (See nelrugtions.) Excopt for nursing homes, the findings statod above we distlosable 80 days
tollowing Bie date of survay whaether or iot 8 plar of corraction 1s provided. For mwslig homes, the abova fimdings aid plans of corcection sie dlsciesable 14

days following the date (iase decunmends ar mads yatiabio to the faciity. )f deficienciss are ciled, an appegved plan 0f coprection Is renuisite o continued
progrem parilcipation. _ - ! _ C b
b Pr phun Apictn | Ot Fron f7hy & 5
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F2dt Centinued From pags 1
"4, Observatlon at the frort nurses' station on
| 5122042 at 2:40 PM revealed RN #1 was In
-+ diseussion with a family member of rasident #78.

e rasident wais pewly adimitted acd the family

. member was baing ruestioned about advanced

! diragives and end-of-ife decislons,; the family

, member was clearly nol understanding histher

; rofa In the process and repealedly made’

- reference to *. death,..morphine, pain.. Iife
support..dransfer to the bospilal.." Tas localion

: of the verbal exchange was adjagent to the lobby

by the front ertrance and during the 30 minute

. ohservation 2 non-ciinical stall and 4 non-stad
visitors passed by the nurses' station, well within
a digtance that the discussion might have baen
averheard. AL 310 PM the same day, the soofal
services direclor intervened and completed the
advanced directives procass with the family
momber,

The adminlstrator siated in Interview on 5722412
al 2:25 PM the faclity lacked speciie pollcies and
procedures for comducting Interviows with famiy

" members and e need for privacy. She further

- alaled the family miamber deolined the oplien io

» move the discussians ks & mare private location
and, par the adrministralor's interview with the RN,
was not being particularly cooperative,

The agministrator further ackhowledged the
. location of the oheerved dlscussion did not afford
privacy or canfidentiality for the information baing
exchanged; ¥ was also notad by the administralor
- it he soclal services dirsctor was "probably
belter able to handle the situation than the chargs
*purse” in this specific instance. The administralor
sated the malstenance director had dissussed
_the mcident with har, clacifying the discussion was -

J

[ 24 . F241 continued:

tegal  representatives  in private
location,

Staff Development Coordinator (SOC)
and/or designee will audit concerning |
approprisie locations of convorsations:
relating to personal health care one’
time per weck lor three weeks then
randomly thereafter, DBased on the
»results of the observations, additional
training with staff wili be done as
noeded, Audit results will be taken 1o
the Quality Assurance Commitlee at
least guarterly.

¢ 2. Window in room of Resident #51
will be olosed when the generator Is
rutHing,

Tn all Resident recns located near the
generator, windows  will be closed
when (he generator ig tunning either
chgring routine iesting or when needed
for psver outage,

Maintenanee Supervisor will inform
all staff caring for Resideptz in the
rooms located near the generator when
' the generator test will be. starting
Seaff will be inscrviced to ensure the
windows are closed prior 10 generator
test being initiated.

FORR GHE-2507{02-95) Previoun Verslons Qusolee Evant Hx ZKHIY
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overheard by noreclinical staff that played na rele
in the deslslon progess or outcome of the '
sovanced directives,

2. 00 52312 at 1250 PM a surveyor was
altracted to a resident room by a loud noise; the
nolse was simitay 1o that of a large engine. Upon
approaching the room, the odor of diesel exhaust
pecame distingt, Further observation revealed

; resident #51 was in histher bed adjacont to a

window. The wirdow was opened § 172 Inches

: and immediately outside the window was the

. facity's emergency powar generater, The
generaor was running and was identified by the

- surveyor as the source of the noise and exhaust

“smell in the resident's room and adjacent hallway.

I The closest svallable stafl inember, e aclivities
« director, was asked by the surveyor lo idervene

[ At .05 PM the same day he glosed the window.

1 4& this tme he slated he was Unaware the

I window was opened, acknowledged the

; yanarator was Joud, andd was the likely source of
" exhaust fumes entoring the room,

: Subsequisnl intarviaw with tha activites director
on B23H2 at 1:10 P revealed residant #51
“ .had a selzure..." the morning of 523412 and

wais it his/haer room 1o rest. The activities diresior

acknowledgad the noise aad smell would make

resting porrdortably diffiowit in the resident's room, -

A second staff member, PN #1 confirmed in

interview on 823112 &) 115 PM that resident #51

had a seizure sarlier in the day and was in ber
room to rest and recover,

1

. Inderviaw with hospice nurse, RN #2 on 524712 és*i

11:25 AM revealed resident #61 was a hospios

F oA

A BUILDYRG
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BOWING i
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£ 241 Continued From page 2

F241 continued:

ED  and/or designee  will  conduet.
rounds of Resident rooms to determine:
if windows are open/closed per
Resident requests and if closed during
generator {esting. Rounds will be done
weekly for three weeks and -then ve-
evaluated,  Results of rounds will be
fuken to  the Quality Assurance
Committee at least quarterly.

3. The bathroom window in Residents
#48 and #49 will be closed unless
Residents wish it to be open.

The bathroom windows in all Resident
room will be ¢losed unless Residents
wish them o be open.

Staft’ will be inserviced regarding:
closing bathroom windows unless the
Residents wish them to bo open.

Audit results will be conducted to
cnsate bathroom windows are closed
upless Residents wish them to be open
by SDC and/or designec threc times
per wovk for three weeks  and
randomly thereafler,  Aadite will be
taken to the Quality Assurance
Clopmittes al Jeast quasterly.

FOFN CRAS-ZHGTIZ-HE) Fravious Vorsiang Qbsolals
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patiant, The RN stated the resident’s care

, contered on creating a comfortable enviranment
to minlmize agitatlon, The RN stated i Ter
opition loud nolsas, such as rioning a diesel
generstor, was hot likely fo be pongidered - ]
cornfortable ar reduce the potential for agitation |
ang Concern. '

The mainlenance director stated in Interview on
51241172 al 150 AM that he tested the emergency
power geneator svery Wednesday, a teisk thet
. required the generator be startad and run. He
i was nof aware he windows closest o the
 generator were opened on 523/42, nor did he
i routinely check If windows were opaned durng
, testing. :

. None of the stalf mentored above, who were
terviewen on 522012 through 5/24/12 were
aware that windows were opsnad in resident
room adjecent to the emargency genera.or.
Neitivar did any of the interviewsd stal know {f he
windows were opencd at resdents’ request,

5 interview on 522412 at 9 AM with residents
S #46 and #40 revealed staff left the bathroom
“window opan all night and day, The rastdents
statad the room was too cold, nolsy and
sometimes the air that comes fhrough the open
window was ..ot geod to breatha. B [the
incoming alr) makes you cough.” Thé residenis
further stated they psked staff to cluse the
“window, but they have not done so. These two
, rasidents fvad In the room next o residant #59
¢ and their opened bathroom window was also
Jotated in close proximity to the facility s
-emaTgency power genarator,

o 4, Resident #37 will be assisted 1o bed
E after lunch,

All Residents will be mssisted to bed
! pertheir wishes and/or care plans.

All Staff will be inserviced relating to’
agsisting Residenls to bed concerning
piher stall being svailable to help,

Audit resuits of Residents wishing to
po to bed after funch will be completed
by the NS andlor designee thres
times per week for three weeks then
randomly therenfter.  Audits will be
tken o the Quality  Assurance
Committee at least quarterly,

7.06.13

F253

1a. 'The nail/screw holes in the walls
of the dininp room will be filled and
aren repainted.

b, Observed floor tley in dining
room will be replaced.

SORM CMS -2537{02-38) Provices Vargons Olsciaie Evant 1D ZKHIY

Faslity 1T WY0037 IF gomtinuation sheet Page 4 af 24



DEPARTMENT OF HEALTH AND HUMAN SERVIGES

\{« PRINTED: 06/07/2092
/ FORM APPROVED

GENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0591
STATEMENT OF DEFICIENCIES 41 PROVIDERISUPRLIERICLIA (X2 MULNPLE CONSTRUGTION (4 DATE BURVEY
AMD PLAN OF CORBECTION IDENTIFICATION NUMBSR: GOMPLETED
A, BUILDING
C
BoWINGS oo e merrereeeamanmiens
535031 062412012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §IATE, AP COBE
" . 1002 FOREST DRIVE
WIND RIVER HEALTHCARE & RERAGILI TATION CENTER
RIVERTON, WY 52601
(X4) 1) SLAAMARY STATEMENT OF DEFICIENCIES [1v] PROVIDERS PLAN OF GORRECTION Teay
PREFIX - {EACH DEFCIENCY MUST BE PRECEDED BY FULL PREFIX {FACH GORRECTIVE ACTION BHOULD RE SOMPLETION
TagG - ALGULATORY OR LG DENTIFYING INFORMATION) TAG CROGS-REFERENCED TO THE APPFROPRIATE BATY

DEFICIENGY)

F2ai: Continted From poge 4

-4 Review of the 3/31/12 quarerly MDS

" assassment for residant #37 showed the resident
required staff asslstance with repositioring and

* transfers due to limited functional abllity. Review

" of the care plan, updated 2/22/12, showed the

resident had pain and discomfort dua to

neuropathy, contractures, and hemiparesis

_{weakness oh one side of the body). The
interventions for this problem Included using

- poattioning devices, medication, and

_non-pharmacologleal paln relleving tterventions.

. Further review of this care plan showed staff were

o encourage activity parficipation In the morming
hours basalise the resldent wanted {0 go to bed
“strafght pfter lunch.” On 5/23/12 at 2:44 PM tha
resident was obeerved i hisgther rpom sitling in

" histher whoelchair. Al that ime s/he slated s/he
was having "a lot of pain” and discomfort from

- silting up for over four hours. The resident gtated

. sfhoe had reporled this paln and discomfort to

CNA B3 at 2 PM, whe told the resident s/he could

not be transferred to bed util the secend CNA

returned from a break. Interview with the resident

gl &05 PM revealed s/ hadd also falked with RN
21 about wanting fo be laid down, and the muacle
pain that s/he experienced due to silting for the

“prolonged fime pertod. Observation at 320 PM

- {phe hour and twenty minutes after ihe rasident's

raquest) revealed two CNAs and RN# used &

mechanloal 1t ta fransfor tha resident to bod.

]
During an interview on 5/23/12 at 245 PM CMA i
#3 verified the resigant was not transferred fo bad
al 2 PM dus lo staff taking breaks and efforts o !
avoid overtime.
F 253 483.16(h)(2) HOUSEKEEPING &
aaek MAINTENANGE SERVICES

I 241
F253 continued:

le.  The observed overhcad light
fixtures in the dining room will be
o clemed.

i 1d.  The three observed sprinklor
i heads will be cleaned.

le, The observed painied wall surface
on the east wall will be repaired.

28, The observed pail holes in the

north and east walls in the Purple Sage
" dinping room will be filled and
- painted.

4, The observed six areas with debris
“on tho ceiling in the Purple Sage
- dinning room will be cleaned,

All mail/screw holes will be filled and
arca painted; all fleor tiles thal are
oracked, split, or broken will be
replaced,  all overhead light fixturcs
will be cleaned; all sprinkler heads
will be free of dust and cobwebs; all
. painted walls with paper underneath
~will be repaived 50 wall paper
F 253| undemeath is not away {rom the wall

FORM CHE-258702-503 Pravious Vorsions Ghstiels fyant 10 ZIKHTE

Facility [ WY G037 1f gontinuation shest Page 5 of 24
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s The faclity must provide housexeeping and '
1 maintenance services necassary o maintaina
: sanltary, ordery, and comfortable inteflor,

- This REQUIREMENT ls not mot 2s svidenced
by
Based on observation and staff interviow, the
 facility failed to reasonably maintain the
Eappearance of 2 of 4 dining rooms. Further, the
i Facility failed (o repair drawers and doars in & of
13 sample residenl roorms. The Indings were:

- 1. Muitiple observations on 522112 from 7:10 AM |
through 118 BM In the fackity's main dining room |
. ravealed the followlng: i

a. Tha walls of the dining room exhibited 7 |

! oles In the wall wihere nalls or screws had béen E
i removed, ‘The majority of the holes were
L nlustered on the cast wall of the dining room,

b, Elghtesn floor tles in the dining room werg
cimeked, split, or broken, The effect was both
unsightly as well as creating & suface thel was
o lonhger cleanable, i

¢, Of 16 overhead light fixtures in the dining 1

“room, b contained dust, debris, and insects. ‘

d. OF 12 veiing-nounted sprinkler heads, 3
tack accwmulations of dust and cobwebs, these 2
sprinkler heads were located over rasident dining
tables.

2. Tha painted wall surfaca I two areas on

f

appeared as though 3 previous layer of wal
. paper had been painted over and the underlying
| paper was separating at the seams,
1

2. Obsarvations on 52212 at 1145 P in the
- assisted, Purpie Sage Dining Roorm, vevealed the

the east wall was peeling away from the wall it 1.

STATEMENT 06 DEFICIENCIES {X1) PROVIDERISUMPLIERICLIA {62} MULTYPLE COMETRUGTION (%35 DATE BURVEY
AND FLAN OF CORREGTION IDENTEICATION SUMDIR: COMPLETED
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. i
. B, WiNG
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’ RIVERTON, WY B2501
DA 1D SUMMARY BTATEMENT OF OEFICIENCGES oo PROVIDER'S PLAN OF CORRECTION T
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F 283 Continued From page § ! F253 continucd;

F 253

. and/or replaced. The bathroom: door

aurface; all ceilings will be free of
small deposits of dried material.. -

All staff will be inserviced relating
being aware gf nail/screw holes in
walls, any oracked, split or broken
floor tiles, any light lixtures needing to
be cgleaned, any sprinkler heads
needing to be gleaned, any debris on
ceittogs.  All staff will be inserviced
relating ko advising Maintenance

Supervisor  and/or  Housckeeping:
Manager for sy of the above
observed items in order for ftems to be
cleaned and/or repaired.

Maintenance Supervisor  andfor
Housekeoping  Manager awd/or
desipnec will complete audils relating
to the above observed jterns one time
per week for four weeks and randomly -
thevealter, Audit results will be taken
o the Gaality Assuranco Commmitice at
loast quartorly, '

3. The broken door and drawer fronts
ot built-in storage areas observed in
rooms 39 and 44 will be repaired’

fp— el

FORM SIMS-256742. 00" Previous Versions Dbsaloln Bvortd [ ZIHAT
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|
F 254 Corfinued Frompags §
- following:

a. The north and east walls contained nail
holes.

b. Six areas on the celling exhibited small
deposits, 1 to 1.6 inches in diamater, of diied
material. The malsrial varied in color and was

- pealed off in flakes when scrapped with a
i thurmbnail; the material appearad to b dried
" food.

- 8. Routing observalion in 13 open sarvnie )

. resident rooms showed 2 Fooms (%9 and 44) had
broken door and drawer frongs on bulitn storage
atems. in Doth ropms, the broken matarial was a
_pomposite particle board and wag broken aiang

; deep gouge on the bathroom door, exposing the
' undarlying strictural matarial,

at 2:50 PM and the maintenance diractor on
BE4HZ ot 1040 A confirmed the ghservations.,
: The lead hotisekeeper acknowledged the
| material removed from the ceiling of the assisted
t dining room was prebably food splattar that had
been overlooked by the housekeeping staff,

. one or mare corers. In addition, Reom A2 hada

4, Interview with the lead housekeeper an 52312 :

F 253% F253 continued:

observed in room 42 will be repaired
and/or replaced.

Stalf will be inserviced related fo
notifying Mainlcnaitce Supervisor for
any similar cbservations in  other;
roums in the facility.

Mainicnance  Supervisor will audit

yooms  weekly, The  Muaintenanee
i Divector will discuss the findings of
| the audits with the TI). Hens able o
! he eorrected promptly  will  he
| addressed; items thal ay need
© extensive work or if there are a
number of issucs, the Mainlenance
Direction snd BD will develop aclion
plans to addross. Audit results and any
action plans will be faken to the
Quality Assurance Committec at least
fuarter]y.

¥ 272 | 483.20(b)(1) COMPREHENSIVE 27 7.06.13
goer | ASSESSMENTS [
bR
“The facility must conduct initially and periadically '
a comprehensive, acourate, slandardized The CAAs for Residents #6, #8, #9,
reproducible assessmant of sach resldent's #13, #14, #18, #29, #32, #37, #49,
functional cepacly. #60, #6dand #69 will b updated to
A facilily must make & comprenensive m’;’li{de in the i“ml}"ﬂib‘_”fl the ﬁn_dmgs
assassment of @ resident's neads, using tro to include o description of the
reslident essessment Instrument (RAD apecified problem, causes und conributing
by the State The assgssment must include at
FORRM (‘.MS-:!&?{G%W} Previnis \;e;s:ona Cusclale Fvant 1D ZKH: 11 Fallly 1 WYDDIY I sonliniation shael Page 7 of 24
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CENTERS FOR MEDICARE & MEDICAID SERVICES , QME N, 0838030

BYATEMENT OF DEFICIENCHS 1} PROVINERGUPPLIGRICLA 02 MULTIPLE CONSTRIETION {53} DATE SURVEY
ANE FLAN OF CORREOTION {DENTIFICATION NUMBER: COMPLETED
. A BUILBING .
¢
535031 A NG 05124/2012

HAME OF PROVIBER OR SUPPLIER
VNG RIVER HEALTHCARE 8 REHARILITATION CEMTER

STREET ADDRESS, CITY, STATE, 21P CUDE
HO2 FOREST DRIVE
RIVERTON, WY 82601

ey SUMMARY STATEMENT OF DEFICIENCIES m PROVIDER'S PLAN GF GORRECTHIN 15
FREFEX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIZ {EACH CORREGTIVIE ACTION SHOULD 8E COMPLE TION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GR(}SS&R&PE‘RE&?E%‘;E g\l}i,hi APPROPRIATE DATE
'F 272, Continuex) From page 7 Fer2i F272 continued:
| least the following: i .
; leentification and damographis information; factors and risk factors to the carc
Customary routine; area.
Cognilive patterns;
S&gmunmtbn, CA:@S for all Res‘itlen.ts. wi‘ll be
Wood and behavior pallems: , reviewed to cpsure inclusion in the
{ Peychosocial welk-being, i Analysis of the findings fo include a
! Physical functioning and structural problems; ! deseription of the problem, causes and
; Cortinence; N i contributing factors and 1isk factors 1o
; E_}isagse tiagnosis and heaitlh sendilions, ; | the care arca, Corrections will be’
 Dental and nutrilicnal status; - tnade on the next comprehensive
! Skin conditions; ; e s
i Activily pursut asscssments for Residents,
| Medications; : ‘
| Spectal treatments and procodures; : Case Manager and toembers of the
| Discharge potential; ’ _ i Interdisciplinary  Team  will  he
{ Docurentalion of summary Information regarding ! imserviced r@lgting ta the use of
1 the additional assessment performed on the care comprehensive method of completing
1areas triggered by the completion of the Mirimum : Hie CAAS
; ‘Data Sat (MOSY, fand imation | . T
. wonta : i ssinent,
Bosumentation of participation In sssessment The Health Information Manager or
. designee will audit the CAAs monthly
' - for three months then re-evaluated.
§ Audit resulis will be taken io the
! i Quality Assurance Cormmitice at lenst
; quarterly,
| This REGQLHREMENT is not met as evidenced
1hy: 7.06.13
¥ Based on medical record review and staill
{ interview, the facility falled to ensurs :
comprehensive assassments were completed for |
'13 of 13 sample residents (86, #8, #¢, #13, 14, .
18, 929, #32, #37, 448, £60, #64, 269), The ’
 findings were:
FORM CRE.2587102-90) Praviom Vorkinns Obsoli Fygnt 10, 70N Faciity 15 WHaD3? IF continuation sheal Pepe 8 of 24



BEPARTMENT OF HEALTH AND HUMAN SERVICES

BRINTED: 06077202
FORM APPROVED
OMB NO). 0838-0481

¥

LCENTERS FOR MEDICARE & MEDICAID S8ERVICES

1. [Review of the various CAAS for the most

. current full (gither initial, annual or sigriticant
changs) MDS assessments compleled for
residents #6, #8, #9, #13, #14, #18, 428, #32,
147, #49, #60, 484, #69 showed they were ol

“an analysis of the findings was lacking a
 description of the probler, gauses and

! confributing fectors and risk faclors to the carg
areas. intetview with the case managor/MDS

j coordinator on 523112 at 143 PM revealed ho
{ wae not aware of the jevel of analysis thal was
| reeded o complete the GAAs. In addition, he
 slated each of the individuals of tho

+apecific CAAs were using this same

- pon-comprehensive method.
F 274 . 483.20(bY 2NN COMPREHENSIVE ASSESS
g s AFTER SIGNIFICANT CHANGE

Afadllity must conducl a comprehensive

fachity determines, o should have catarimined,
: that here as been a significant thangs i the
_resident's physical or mentat condities. {For
| purpose of this section, a significant change
| mgans a major decling or irmprovearnant in the
. rasident's status that will not nortnally rastlva
; itself without further intervention by staff or by
_ implementing standad disease-related clinical
finterventons, that has an mpact on mors than
ome area of the resldent's nealth siatus, ard

care plan, of both.)

This REQUIREMENT is nof mel as evidenced
by

- comprehensive, The area of the CAAs 1o provide

! interdisciplinary team were responslbie to perform

assessment of a resident within 14 days after the

requires interdisciplinary roview or revision uf the

| STATEMENT OF NEAGIENGIES {#1) PFROVIBERSUPPLIERICLU A (X2 MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION WM TIFIGATION NUMEBRR: COMPLETED
A BUILDING
‘l B, WING c .
! | 5asedt IS 05/24/2012
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY. STATL, 2P CODE
: . - 1502 FOREST DRIVE
WIND BIVER HEALTHCARE & REHABILITA FON CERNTER .
. RIVERTON, YWY 92501
X410 SUMMARY STATEMFNT OF DEFIGIENGIES i PROVIDER'S FLAN OF GORREGTION (X%)
PREF EACH DERIGIENGY MUST BE PRECEDED Y EULL PREFY {EAGH CORRZCYIVE ATTION $¥OULD BE SOMPLETICH
T OTAG REGULATORY OR LBG IDENTIFYING INFORIMATIUN) TAG GROES-REEERENCED TG THE APPROPRIATE DATE
OLFICIERCY)
1 i F
F 272 Contlnued From page 8 | Fort 14

A2
HeME assessnent Thr Resident #13

‘
!
£
'

F E‘r’ﬁié

J;'i Cant (f/{“iﬁ ‘

";,'(
X

was updated—to-a-signifieant--change
statos ﬂ%ﬁ%,}‘e }eﬁq ;
A review of all MDS asscsstoents will
be conducted to eusurc the status of
the Residents dees not teguire a
significant ehange of status MDS.

Casc Manager will be inserviced
relating  to  capturing the MDS:
significant change of status.

DINS or designee will audit the clinical
status of Residents woekly for ome’
wonth and ther re-evaluated to ensure
the mignificant change of status is
being complcied where appropriate.
Audit results will be taken to ihe
Quality Assurance Committee at least
toartctly. :

70612
T2

1. The care plan will boe updated for
Resident #13 1o reflect the changes to ’
the Restdent’s ropbility and
interventions put into  place for
preventing future falls,

FORNM GRS EST{I2-08) Pravious Vergiors Obsolale

it 1 2CHI L

| Eatilly ¥ WO

If continuation sheel Page 9 of 2*‘1‘



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: DBQOT2052
FORM APPROVED
OMB NO, 0838-0391

%

STATEMENT OF DEFICIENGIES X1} PROVIDERISUPFLIBRICLIA {(42) MULTIPLE COMBTRUCTION (X3 DAYE SURVEY
AND PLAKM OF CORRECTION IBENTIFICATION MUMDER: COMPLETED
A BUILDING
B, WING G
535031 ) e 512412012

WARE 1F PROVIOER OR SUPPLIER

WIKD RIVER HEALTHCARE & REHABILITATION CENTER

STREET AUDRESS, CITY, STATE, ZIF CODE
1002 FOREST DRIVE
RIVERTON, WY 82501

(44) )0 SUMMARY STATEMENT OF DEFICIERCIES m PROVIDER'S BLAN OF CORRECTIOR )
[ZEL b (EAGH DE EGIENGY MUST BE PREC EOED BY FULL PREFES [EALE CORRECTIVE ACTION SHOULD BE TRMPLETION
TAG REGULATORY OR LSG SOENTIEYING INEORMATION) TAG CROSS-ACTIHERENGES TO THE APPROPRIATE oATE
DEFICHINCY)
F 274 Contrued From page 8 274 B9 continued:
. Based on ohservation, staff interview and ]
radical record review, the faciity falied o emsure 2a. The carc plan for Resident #37
i a significart change M assessmant was will be updated relating to indwelling
gompleted for one of one sample fesidents #13) wrinary catheter iz}tezwﬁtinm
who required this type of assessmant. The TINALY CALIEEE L AT _
findings were: .
: - . 2Zb. The care plan will bo updated to
 Réview of the 4/4/12 odmission MDS assessment | | reffect the Resident’s (#37) wishes o
for re‘.-sidant#m showad s/he was independent of | be in the main dining room for vofles
, requirad anly supervision for ADLs including provided by the laca) restanrant.
: transfer, walking, and dressing. On 523112 at
! 310 PM CNAs #4 and #2 wora observed - .
¢ : A ) | 1 Eare 3 2
i { providing ncontinent and tolleting Sare for this 3. The earo plan for Residont #64 will
: | resident. During this gbservetion of ransferring, -, be updated to reflect the need for
; i parforming personal hygiene Gare, dressing and ! intervention Jor the safbty alarm.
| undressing, the resident required exlensive and
| total assistance of the o GNAs. Review of 8 MDS Coordinator will audit 10% of*
L 4T post fall evaluation showed the resldent care \ . .
; ) plans wach month for lhwee
i ad fallen while mbdating and sustained a . oalrate te determi
| fractura to his/her left upper arm. The resident f?o?m‘k” ‘m? r%cval.u:atcj o “stt,n.nma
now used 1 wheelehair and no longer ambiiatod, o If 1t acourately refiects the Resident
- also e tesident's arm was in o plaster cast ; slalus.
finiting ADLs such as dressing. lterviow with the H .
case maragerMDS epordinator on 6i24112 at ! Audit results will be taken to the
6:35 AM revenled the resident showod o i Quality Assurance Comnittce at least
significant change i condition due {o the fraclure | quarterl
and riow having to be Iy a whoslchalr, Fe then i s , )
varified a significart ehange MDS assessmert " g2 'Ff%fi{
. ;

. had not been Initiated, but was needed.
483.20cl), 483.20{k)H DEVELOP
COMPREHMENSIVE CARE PLANS

F 279
S5=1
Adacility st use the resuls of Ihe assassment

{u develop, review and revise the resident's
_comprehensive wlan of care.

" The facility must develop a comprehensive care
. plan for sach resident that [petudes measurabie

F 279
The pressute selieving cushion for
Resident #59 will be placed in the
wheelchair whon Resident is sitting in
the whecichair according to the care
plan,

FORM CMS-2067(02-99) Previous Varsions Obsclote Evapd 22001

Facilly 1 WY0037 If contiovalian shpot Page 10 of 24



BEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDIGARE & MERICAID SERVICES

PRINTED: OBQ7/2012
FORM APPROVEDR

QOMB NO, 09360391

STATEMENT OF DEFICIENCHES (%1) PROVIDERYSUPPLGRICLIA {X2) MULTIPLE CONSTRUCTION {X3) BATE SURVEY
AT PLAN OF GORREGTION IDERTIFICATION NUMBER; COMPLETED
- A BURLBING .
B. WIRG
535031 05/24/2012

NAKE OF PROVIDER OR SUPPLIER |

WINDG FIVER HEALTHGARE & REMABILITATION CENTER

STREET ADDRESS, OITY, STATF, 7P CGOE
1002 FOREST DRIVE
RIVERTON, WY 82501

!

!
+
v
s
|

"o refiect the changas to the resident's mability

] EROMIDER'S PLAN OF CORRECTION
PREFIX [FACH SURRBECTIVE ACTION SHOULD BE
TAG CROSS-REFERENGED 7O THE APPROPRIATE
DEFIGIENGY}

(X0}
COMPLEYION
QATE

a1 SUMMARY STATEMENT CF DEFICIENCIES
PREFM (EACH GEFICIENCY MUST BE PREGEDED BY FULL
TAG ¢ REGULATORY OR LEC IDENTIFYING INFORMATION)
: i
F 276" ConBnued From page 10

* phiectives and timetabies to maet a rasident's
medlcal, nursing, and mentat and psychosocta
neads that are identified in the comprahenslve
assessiment.

i The care plan must describa the services that are
i to b furnished o attaln or maintain tha resldent's
] highest practicable physlcal, mental, and

I psychosoctal well-being as raquired under

1 §483.25; and any services that would otherwise

{ be required under §483.25 but are not provided

. due to the resident's exercise of fights under

" §483,10, including the right to refuse treatment
“under §483,10(b)4).

this REQUIREMENT Is not met as avidenced

! Based on medical record review ard ataff
nterview, the facility falled To ensure the care plan
was upcated to refiect the current needs Jor 3 of ;

i 13 sample rastdents {(#13, #37, #84), The findings i

L e, '

P {. Review of the fats care plan for resident #13

i shewed It was initiated on 418/12, Thare was Mo

* update shown fo reflact the 4/27/12 fall the

_jesident had while ambulating In the secure e

« which resultad in a broken arm, The cars pian

_shower the resident was at rigk for falis and
ambulated with 8 canefwalier, Observation

. pariodicatly from 621112 - 24712 showe the

- rgsident did not ambulate, sihe wis na

" wheelchair and had a plaster sast on hisfhier lefl

- arm. Interview wiih the DON an 6724/12 st 8128 |

. A verifiod the care plan needed to be updatad (

" and the interventions put into place Tor preveating ©

F279  pags continued:

DNE  andfor designee will comduct
rounds  to  visualize the
cquipment,  including  wheelchair
cushions.  Following the rounds, the
NS and/or designee will review the

_ care plans and update as needed. This,
| infotmation will be communicated to;

the nursing staff,

T3NS will conduct rounds fo visualize -

the wse of equipment, including
wheelchair  cushions to ensure gl
pressure  telieving  devices andfor
cquipment listed in any care plan are
in place. Rounds will be done weekly

for four weeks and the re-evaluated, lo.
including’

ensure equipment,
wheelchair cushious, is being used per
the gare plan, Rosults of rounds will
be faken to the Quality Assurance
Comumitiee at least quarterly,

308

Resident #37 will be assisted to bed
after lunch in & gmcly manner, when
requested, to promote comfort.

Residents will be assisted
repositioning and/or transfers due lo
- timited functional  ability = when
. requesicd.

usc of

with |

7.06.14

i

'
!
5

|

b
i
1

FORM IME-GEH02- 98] Pravious 'Uﬂrsio;m Ohsedels

Event 1D ZRHIT

Faniity 10 Wyoms?
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES

PRINTER: 0BR7/R012
4 FORMARPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES : QMB NO. 09380391
BTATEMENT DF DEFICIENGIES {61) PROVIDERIBUPPLIE RICLIA {43 MULTIPLE GONSTRUCTHON (R DATE SURVEY
AHD PLAY OF GDRREGTION IDENTIFICATION NUMBER: COMPLIETED
A‘ BUILSENG T
G
535034 B NG 05(24/2012
NAME DF PROVIDER TR BUPPLIER ETREET ADDRESEY, CITY, STATE, ZIP CODE
. . 1002 FOREST DRIVE
WIND RIVE H {CARE & REHABILITATION CENT
NDO RIVER HEALTHCAR REHABILITATION ER RIVERTON, WY 82501
1Keh 100 SUMMARY STATEMENT OF DEFICIBNCIES m BROVIDER'S PLAN OF CORRECTION 16)
FREF (EACH DEFCIENGY MUST BE ERECEDED BY FLLL PREFIN - {(EACH CORRECTIVE AGTHAN SHOULD BE COMPLETION
TG REQULATORY OR LSG IZERTIFYING (MFORMATIN TAG . CROBS-REFEREMGED TC THEAPPROPRIATE HATE
. DEFICIENG'Y)
F 278 1 Continued From page 41 ; F 278
f future falls, ¥308 ontinucd:
2. Review of the care glen for resident 437 o e ] .
ahowad the following areas thal were not N?Yﬁm‘g staff  will _ be inscrviced
addressed: relating  to - assisting Rgmden@ Lo
a, Porlodic observations of resident #37 on | reposilion and/or {ransfer im a fimely-
5134712~ 124012 rovealed the resident had an ! magmer to promote semfore. i
indwalling urinary cathater. Interview with the ; 1 : -
. administrator on 6/1/12 varified the catheler was | ' DNS andior desi ; b
P e , ; signee  will  audit
| inltiated on 2/18/12, However, Interventions L Vo R ) P
] ragatding the care and monitoring of the urinary {h.sxdpzlt rlc,p()mtmmng ﬁ_’idml: trf“mfel
' cathicter were Jacking in the sare plan. ' 8 ii{nc y manner three tmes per:
b, interview with the resident on /23112 a1~ week for four wecks and then roo
*1+40 Al revealed a/he fked o get ug early anc . ovaloate.  Audit resulfs will be taken
come to the main dinfhyg reom, The resident ‘ ! to the Quality Assurance Comuitice at;
; explained that prior to breakfast being served, 2 least quarterly, .
; local restaurant brought In coffee for rasidents in | | TO6.1
s the dining reem and this activity was Important to - 3 g
" hirhar, The resident commanled that ;
" spmetimes the staff forgets to wake me up end | P4 '
| 1 miss tha early aaffee...” The rasldent closed the &
' Interview by reltorating {hat the coffee activity was * The pressure relieving cushion for
' one of histher favorite things to do at the facility. ' Resident #69 will be placed in the
+ This Inda‘wduahzed Information regarding the wheelchair when Resident is sitting in
rasident's preferences was lacking in the care ) . \
plan ~ the wheelchair according o the care
i plan.
13, Review of frre 4/16/12 admisslon assessment §
“for resldent 464 showad tha resident had severa | Resident care plans will be reviewed
" rognitive impalrment and reguired staff to ensure all pressure relieving
assistance with transfers o and from the ! devices . . _ ;
wheelchair and bod. Review of the 4//12 e e ,tlg‘*‘:i’f’ﬁ"_lg Wlhe'“f‘flf“.’_‘r
 safety evaluation showed the resident had fallen cusilons. Hsied in ay care plan are tn
within the past sixty days, was racoveting from & place.
fractured hip, and needed & safoly alarm attached ;
to wheelchair and bed. Review of the care plan Stalf will be inserviced relatng to
showed the safety alarm had not been added to ensuring presaure relieving devices,
intarvertions for maintaining safety. bierview en
SR CIAS-2IBT(02.09) Provicus v‘arzshns.()i:snlciu Evond 11K Feitlly 12 WAYQLE? i sonfinealion sheof Poge 12 0f 24



PRINTED: 0B/07/2012

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID BERVICES . .. OMB NO. 0838-0591
STATEIENT OF DEFICIENCIES [5:43] PROVIDERISUSPLIERICH A (R FAULTI#LE CONSTRUGTION 4m DATE SURVEY
AND PLAN OF CORRESTION IDENTIFICATION NUMBER, COMPLETED
A BUILTHNG e
C
SR B NG, 08/24/2012

NAE OF PROVIDER OR SUPPLIER

WIND RIVER HEALTHCARE & REHABILITATION CENTER

STREET ADDRESS, CITY. BYATE, 2IF GORE
1042 FOREST DRIVE
RIVERTON, WY 82601

- by

t Based on observalion, medical record rendow
and stall nferviow, the facllity failed 1o ensure
care plan interventions for preventive skin ¢care
were gonsistently followed for 1 of 13 gample

I residents (#69). The findings were:

- Reviaw of the 4/23/12 annual MDS assassmen
and CAA for resident #69, showed sfhe was al
Hsk for developing pressure weers dus ©

. decreased mobility, ingontinence arid crgnitive
impairment, Review of the corrasponding care

. plan showed interventions o peevent the

- gevelopment of pressure ulcer's inchsded a

: pressure velieving cushion ir the wheelchair. :

Interview with a family member on 5/22/12 &l 2:35!
[, revealed she visited daily and had noficed |

' the pressure relieving cushlon nad not been in

; the whaelchair for at least two woeks. Ferlodic

. pbservations on 5/24/12 and 522112 revealed the

i resident sat i hisfher wheelchair without the

i pressurs refigving cushion. When the resident

L. was observed in the wheslchalr without the

(X4 10 FUMMAIY STATEMENT OF DEFICIENCIES o PROVIDER'S PLA OF GORRECTION Py
FRENX [EACH DEFCIENGY MUST BE PREGEGED BY FULL PREFIX [ CORRFCTIVE AGTIEON SHOULL BE CULPLETIDN
TAG ARGULATORY OR LSS IDENTIEYING IN FORMATON) AL CROLS-REFER i;gg’;g IE‘::. ('r:?;; APRPROMRIATE SRTE
F 279 | Contaved From page 12 F278  F324 continued: U
CEIAMS at 4140 AM with the MDS coordinator : . :
‘variﬁed this Intervention needed o e addedto ! imcluding wheelchair cushions, are in
the care plan because the resident needed & place ‘
safety atarm to alert staff to assist pilrrvhier with ’
transfers, . . . )
F 287 AB3.2000)(3)H) SERVICES BY QUALIFIED B2 Audit of care plans which list pressure
65=0 | PERSONSIPER GARE PLAN relicving devicos will be completed
. : weekly for four weeks and thon re-
“The services provided ur arranged by the facllity l cvaluated to ensure Residents are
- must be pravided by gualified persons in : using the listed devices, Audit results
: 2:$§rdanoe with each resident's wrilten plan of ; L will be taken to the Qualily Assurance :
: | Commiltee at least quarterly.
. This REQUIREMENT Is not met as evidenced '
7.06.13

T323

18,b,0. Resident #064 will have safely
alarm attached {0 wheclchair and bed
when Resident is in wheelchair or bed.

7. Safety alarm will be- located and
attached to wheelchair mnd bod when
Resident is in wheelchair or bed,

DNS andfor designee will conduct

i pounds of Residents identified at risk
for falling to determine if’ appropriate
safely measures are in place.

NS or desipnee will audit all
: Resident safety atarins to ensure the

FOHM (";MS-2567{02:¥!§] Pravicis Verslons Chaolale Buan R 7IKHITY

Fracilily 10 WY 0037 Il corrtiruston sheot Page 13 of 24



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

. PRINTED: 08/07/2042
)‘/ FORM ARPROVED
. OB NO, 0838-0381

| provide the necessary care and services o atlain

STATEMERT GF DEF [SENCIES ) PROVYI’?!%WS'UP!"LTER!GLM ) _{.}(2) HULTIFLE GOMSTRUGTION {%8) DATE SURVEY
AR PLAN DF CORRBGTION FOERTIF GATION NUMBER: COMPLETED
A, BUILDNG R
B VNG ©
£36031 I e bgl2412042
NAKE OF PROVIDER OR SURFPLIER FTREEY ADDRESS, CITY. STATE, 2P GOUE
WIND RIVER HEALTHCARE & REHABILITATION GENTER 1302 FOREST DRIVE
RIVERTON, WY 82801
0 STMMARY STATEMENT OF DEFICIENCIES o FROVIJER'S PLAN OF CORRECTION T
PREFI% (EACH DEFICIENGY MUET BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD SE SOMPLETION
! TAG REGULATORY OF LEG IDENTIFYING INEGRMATICH) TG CROSE-REFERENCED TO THE ARPROPRIATE DATE
{ ' DEFIGIENGY) _
i E ! ] g
£ o2 Continued From page 13 tF 282} 1323 continued: :
! pressura relieving cushion on 522 at 1030 i L ‘
A e DO e o B not know alarsus ose in placo for each Resioot
. she daily . WO i .
why or haw long the cushion hag been removed, £ lycfor mf’:ﬂsﬁk’ Oﬁe mm_fi I{‘“ .W('ek
hut it should have been replaced as soon as i or three weeks, then re-gvaluate,
| : was removed. ~ Audit results will be taken to fthe
| #309;483.25 PROVIDE CAREISERVICES FOR raoo, Quality Assurance Commiltee at least
" ggep | HIGHEST WELL BEING § i quarterly.
i} . ‘ , ; | 106.12
Each resident must receiva and the facilly must . ] 329 ‘
1

| P ar maintain the highest practicable physical,

. mental, and psychosoctal welkbeing, In

" assordance with the somprehensive assessment
! and plan of care.

]

This REQUIREMENT s nof rol as evidenced

¢ DY
Based on observation, medical recartd raview,
and staff Inlerview, the facility falled to ensuwo

* pon-pharmacologital interventions for pain were
implemented in a tmely manner for 1 of 0 sample i

' jesidents (H37) who had pain. The findings were: |

i {
Review of he 3131712 quarierly MDS assessment |
foor resident #37 showad the resident required

: ptalf assistance with repositioning and fransfers

] due o tmited functional ability. Raview of the

: grare phan, updated 20712, showed the resident

“had pain and dlacomfort due o nauropathy,
gontractures, and hendparesis (weakness on one

side af the hody). The interventions for this
probigm includad using pusitioning davices.
medication, and non-pharnacological pair

. relisving interventions. Further review of this care -

_plan showed staff were (0 encourage activity

1. The physician for Resident #8 will
he oontacted o requesl & response to
the QIR or a confraindication request.
for Scroguel dated 5/3/12. :

! 2. The physician for Resident #29 will
* be contacted Lo request a response to
the GDR or a contraindication request
for Abilify dated 5/8/12.

1.The physician for Resident #69 will-

be contacted to request B response o i

the GIIR or » contraindication request

! for Trazadove 235 milligrams dated
S/

Social Services and mursing staff will
bo inserviced relaling to  tmely
requests/responses  to the GDR or
contraindication  for  antipsychotic
medications.

PO CME-EGT(02.89) yovious Viepins Qsieia Coverd 163 2RI

Faeility 10 WYIRIAT i continuation shaet Pago 14 of 24
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PRINTED: 08/07/2012
FORMAFPROVED
OMB NO, 02380397

\(/

participation in the morning hours because te i
resldent wanted to go to bed *straight aftar Tuneh®,

O B2 at 2:45 PN the resident was chserved ;

_in hisfher room sitting in his/her wheelchair. At

' that lime s/he stated s/he was having “a lot of
pain” and discomfort from sitting up Tor gver foun

“hours, The resident stafed s/he had reparted this

 pain and discomfort to CNA #3 at 2 PM, who fold

| the resident s/he could not be iransforred (0 bed

* yntll the second CNA returned trom & preak,
Interview with the resldent at 3:08 PM rsvealed

' s/he had @lso talked with RN #1 about wanling o

"be laid down, end tha muscle pain that s/he ;

s axperienced fue fo sitting for the orotonged ime

: period, Observation at 2:20 PM {one hour and

* pwenly minutes nfter the resident’s raquest)

' revealed two CNAs and RN i1 used

. mechanical It to transior the resident to bed. At
9:30 PM the Huee slalf reposifioned the resident
in bed and s/he stated the pain and discomfort
were baginning to dissipate.

Duwring an interview on 8/23/12 at 3145 PM CNA

43 verified the resident was not transferred o hed 1

_at 7 PM dus to staff faking breaks and efforis to

* avoid evertine, i
B34 483.25(¢) TREATMENTI/SVES TG X
sg=0: PREVENT/MHEAL PRESSURE BSORES b
i

' Based on the cormprehensive assessmoent ofa

- rasident, the faciiity must ensure thal a resident
“whe snters the fadility without pressuie Sores

; does not develop pessule s0Mes unless the
lindividual's shiical condiflan demonsirales that
| they were unavoldeble; and a ragidort having

i prossurs sares receivas hecessary faatment and
" sarviges to promote healing, pravent infection and

STATEMENT OF REFICIENCIES R4y PROM BERISUPPHICR/CLIA X3 MULTIALE CONETRUCTION {13) DATIE SURVEY
AND PLAN OF SORRECTION OENTIFICATION NUMBER, ) COMPLETED
A BUILLING
536031 8. WING °
. 5 | 05/2412042
MANE G PROVIBER OR SUPPLIER % STREET ADDRESS, GI'TY, STATE, Z¥ CODE
 pen e
| WIND RIVER HEALTHCARE & REHABILITATION CENTER | 1002 FOREST DRIVE
: | RIVERTON, WY 8250t
w0 SUMMARY BTATEMENT OF DEFICIENCIES w - PROVIDER'S PLAN OF GORREGTION ———
PREFE {BAGH DEFICIENGY MUST BE PREGEDED B FULL PREFIX {EACH CORRECTIVE AGTION 8HOULD BE CORAH ETIOR
TG REFULATORY OR 180 HIENTIFYING INEORMAT N TAG i GROSE-REPERENCED TO THE APPROPRIATE PATE
; DEFICIEMCY)
- ot ! :
F 300 Continuext Frorm page 14 300, F129 continued:

U gaeial Services andlor designec will
audit  all Residents who receive.
psychoactive medications tn ensure
timely GDR  or  contraindication’
I request nre made (o the physician and
i physician responds timely, Audits will
- be completed monthly for two months:
i and then re-evaluated. Audit resulls
© will be taken to the Quality Assurance
Committee at least quarterly.
7.406.1]
F441

1. Resident #69 will have proper hand
washing prior to mealts

2. Cups filled with stail boverages
will be removed from the back nurses
station near the hand washing sink and
sharpes container,

38, ONA’s #4 and #5 will perform
hand hygiene between glove changes
when performing cleaning of disthea
as well as perform band hypiene for
the Imvolved Resident.

Fal4)

b, CNA's #4 and #5 will porform
appropriate cleansing of the cffocted
wheelchair  prior 1o (ransferring
¢ Resident, perform appropriate
i cleansing of the gait belt prior {o next
)

FORM GMS-2567[02-09) Provioys Marsiont {Chsolpta bvanl T ZRMT

Foulity 1% WYOET i conlinuation sheet Page 15 of 24
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1
!

F 314 Continued From page *5 i
| prevent new sores from developlng.

F3id B4 continued:

use; petform appropriaie hand hygiene

| This REQUIREMENT s nct met as evidenced between  glove  changes;  perform
by ~ appropriate hand thygiene for the
i Resident.

Based on obaervation, medical record review
and stalf interview, e facility falled fe ensure
preventive skin care inlerventions were

. conglstently implemented for 1 of & sample
 residents (#69) who were &l tisk for developing
i pressure sores, The finding watre:

"Review of the 4/23/12 annual MDS assessment
and CAA for resident #6569, showed s/he was at
risk for develaping pressure ulsars die to

. decreased mobillty, Incontinence and coghilive

. Impairmant. Reviaw of the corresponding care

i plan showed interventions to provent the i

| development of pressure ulzors Included A )

| pressure relleving sushion In the whoalchalr, :

| Interview with a famlly member oh 5/22/12 at 235

| PM, revealed she vistied daily and had noticed |

the pressure religving cushion had not been in
the wheelchair for at lsust (wo weoks, Perlodic
chservations on 8/Z1/ 12 and SI22M2 reverled the

- resident sat In hisfher wheeslchair witheut the

- pressure relieving cushion. Gbservation on

1 8/22112 at 2:35 PM showed the restdent's skin

| was Intact, When the resident was obscrved In
the wheelchair withoul the pressure relieving :
cushion on 823712 at 10:30 AM, the DON was
interviewed regarding this lssuo. At that ime ghe

. statad she did not know why or how fong the
cusiion had besn removad, bul it shouid have

_boen replaced @s soon us & was removed.

Fa2d . 483.25(h) FREE OF ACCIDENT
ag=0) - HAZARDSISUPERVISIONDEVICES

3o, CHA’s #4 and #35 will inform the
Licensed Nurse on duty of episodes ofi
diarhea, . ;

e, ONA #2 is no longer employed ut
he facility,

All CNA stafl will be inserviced
relating Lo appropriale hand hygiene.
when providing care as well as’
providing appropriate hand hygicne
for sach Resident prior {o meals, after
meels and afler direct care,

IP will audit for proper hand hygicne
for stall as well as Residents Bree
times per week for three weeks, one
; time per weed for two weeks and then
' oreegvaluate,  Audit results will be
laken o the Quality Assurance
Committes at least guarterly,

4, Clture results relating to the urine
analysis for Resident #37 will be
documented in the medioal record and
infection surveillance log.

F 323
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E 323 Continued From page 16 F 323y F44] continued:

' The facility must ensure that the resident

f anvironment remiaing as free of acoldent hazards
! ms is possible; and gach resident receives '
; adequate supsrvision and pasistanco devicesto |
: prevent accidents. :

| This REQUIREMENT is not met as evidenced

| by:

: Based on observation, record mview and staff
| Interview, the facility failed to ensure iall safely

{ measures were implemented for 1 of 13 sample
" residents {#84), The findings were!

1. Review of the 4/16/12 admisslon assassment
' for resident #64 showed the resident had severe
~ eognitive impairment and required staff :
! psslstance with ansfor to and from the !
- wheglchalr and bed. Review of a 5A6H 2 resident
progress note showed physical therapy wrnd
" pocupational therapy continued to work willithe
resident. Review of the 4/9/12 bed safely i
avaluation showed the resident had fallan wihin
i the past sixty days, was recovering from a !
! fractured hip, and needed 8 safely alarm altached
in whasichair and bed A safety alarm was ot
i attached to resident's wheelcheir or bed, no were!
1 staff present to assist the resident during the :
i following observations:
i a, On 6122/12 at 7:55 AM {he resident
: wheeled himéhersalf from the dining feom t©
" histher room and transfaerrad himself/hersolf from
* the wheslchalr o the bed. During the transfer e
resident did not lock the wheelchair snd il moved
when the rosident roved, causing him/hear to
grab the bedside stand to prevent falling.

Culture reselis for all urine analysis
will be documented in the medical
record  and  cinfection  control
surveillance log,

Staff will be insorviced relating to”
~ ensuring the luboratory test results are
i documented and IP is notified.

1P will audic all laboratory tests for.
infections performed 0 ensure results .
are received, documented in medical,
record  and  infection  control
surveillance log.  Audit results will be
faken  to  the Quality Assuranco
Commitlee at least quarterly.

1.06.1

3
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F 323 Contlinued From pagea 17 : Faza
I b Onb/2212 at 1:06 PM, the residant :
- wheeled himmerself from Ihe dining reom o
. histher room. The resldent made sevearal
- unsuccessful atlempts to rise from the uniocked
. wheelchair bafore sihe suicgeeded In moving
; he bed. Tha rasident had an unsteady gail and
« remained in a sitling position as s/he completed
i ths transfer.

o, On 52312 at 1:30 PM, in his/her room,
{ e resident again transferred tsing the furniture
D and watis to prevant falling.

L2 interview on 524712 at 11:40 AM wilh the case
1 manager/MDS coordinator reveated staff checked:
ton the resident routinely and ine resident needed
i a satety alarm to alort staff lo assist Mm/her with
| gransfers, At that time, the sase manager/MDS
T enordinator echecked the resident, bed and
i wheelchair and was unable to locale the safely
1 alarm.
320 | 483.25() DRUG REGIMEN I8 FREE FROM 1 328
88=0 UNNEGESSARY DIRUGE .
i
i Each residens drug regimen must be (ree fom
| unnecessary drugs. Ap unnecessary drug is any !
i drug when used In excessive dose {including
! duplicale therapy); or for excessive durafion; or |
i without adequate rohltoring; orwithout adequate -
s Ingleations for its use; or in the presence of : , '
- adversa consequences which indicate lhe dose
chotdd ba reduced or discontinued, or any
combirations of the reasons above, . i

Based on 2 comprehantive assessment of a
resident, the facliity musl ensure that residents
who have not used antipgycholic drugs ase net
givor thesa druges uniess aatipsychotic drug
tharapy is necessary 1o treata specific condition

i
i

SO CMS- 2550200 Pravious Verslens Cbaalstn Byl I IEHIY Fradiity Y WD

if sandinuallon sheet Pags 16 of 24



SEPARTVENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDIGAIL SERVIGES

PRINTED: 06/I07/2012

STATEMENT (F DEFICIENCIES (A% PROVIDERISUPPLIERICUA
AN PLAH OF GORREGTION WIENTIFIGATION PLBBER;

536031

NAME OF PROVIDER OR BUPPLIER

WIND FIVER HEALTHCARE & REFMABILITATION GENTER

N PRy

% FORM APPROVED

| 7 { OMB NO. §938-0331

(M8 MLLTIRLE CONBTRUGTION {X3 DATE BURVEY

A BULDING GOMPLETED

B. WING et A wrre L e ©
0512412012

STREET ADDRESS, GITY, STATL, ZIP CODE
1002 FORERT DRIVE
RIVERTON, WY 82501

PROVIDER'S PLAN OF CORRECTION

o
d

Ry o SUMMARY STATEMENT OF OEFICIENGIES 1] (x5 )
EREFIX [Eatt DEFIGIENGY MUST BE PRECEDED BY FULL PREFI% {EAGH CORREGTIVE AGTION B IOULD BT LOMPLETION |
TAG REGULATORY OB LBG OEMTIFYING INPFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE oNrE
NEFEIENGY)
P ; T ]
F 329 Continued Fram page 18 300

_ue diagnased and documented In the dlinical
regord: and residents who use antlpsychotie
drugs recalve gracual dose radustions, aid
“penavioral Interventions, Unlkess olinicually
contrandicated, in an effort e discontinue these
. drugs.

1
1

| Thls REQUAREMENT s not met as evidenced

1 Based on madical record review and staff
inlerview, the facility fafled to ensure the diug

 regimen was free of unecessary madications ‘or
49 of 43 sample residents {#18, #29, #89). The

§ findings were:

E{ Raview of the physician's recapidation ot

| prders for May 2012 showed rasident #18 was

" grdered @ foutine dose of the antipsyehotlc
medication Seroquel started on arsit, Fusther
roview of the record failed to show ety atiempt o

- gradually reduce tho dose of this medication in

" the year since it was inltlated. Additionaily there

“was no cergraindication by the physiclan to not

- atlempt o gradual dose raduction {GOR).
Interview/with the DON o 523017 at 2135 PM
verlfied the required GDR for some medtcations
were not being done. he then staled a new

. prot:ess was being rplemented and they woe
trying b catch up. Review of a fax 10 the

physician showod a GDR was requestod on
B13717 for this resident's Seroguet, however, &
had not yel been rasponded to.

1 pPeview of the physiclan's recapiulation of

]

1

FORM TV 52867(02-99) Previows Yersions Olsolele

Byen) 1D ZEHI
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N

£ 32¢  Continued From page 18
orders for May 2012 showed tesident #29 was
ordered a routine dose of the antipsychatic
medication Abilify. The madication was starled on -
511 when the resident was admilted to the
; facility, Review of the medicat racord fafled fo
| show any documentation related to a possivle |
| GDR or contraindication by the physician Lo a '
| GOR. nterview with the DON on §/23/12 at 2:36
£ht verfied the reguired GDR for some
| madications had not been done or wace ratup to |
date. She then staled a new process was being
“implemented and they were trying to catchup.
. Review of a physlotan compmnication form dated
- &/8717 showed the facility was requasting the
‘ _physician to adarass the use arud possible X
: ! raduction of this madication; however, the :
physician had not yet respondod. :

1. According to the medical regord for rosidert
#63, Trazgadone 25 miligrame was ordered daily
“an B/1AHT for demantia with pehaviors, yolling
. out, and repetltive behaviors. Further raview of
he medical record failed to show any
| gocumentation related to a possible GDR or
- contraindication by the physlclan to a GDR. ;
i Review of a physiclan communication o dated
511742 showed the Tacilily was requesting e
- physician o address the wse and possible
reduciion of this medicatton; howavar, the
physician had not yel regponded,
E 241! 483,65 INFECTION OONTROL, PREVENT
g5=i SPREAD, LINENS

* The facility musl establish and maintain an
infaction Control Program designed 1o orovide @

: safe, sanitary ang comfortabie anvirenment and
to hatp prevant the development and ransmession

i of disease and Infection. ‘

I 441

UM ChS. 2667 {02-08) Pravious Vergluns Cosolale - Busal ExARHITE
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F 444 l Continued From page 20 (I O 2 50

- {8} Infectlon Control Program
The facility must establist an Infection Control
Program under which it -

i1 the facility;
{2 Decices what procedurss, such ag isolation,
should be applied to an imtividual residert; anid

' actions related to Inféctions,

() Preventing Spread of Infection
{1y Whin the Infection Oonirol Program
determines that a resident needs isolation o
, prevent the spread of infection, the facility must
sisolate the rasldent.
1 (2) The faciity mus! prohibit employees with a
: communicable theease oF infacted skin lesions
rom direct contact with residents or their foud, if
' direct sontact will fransmit the disease,
(3} The faclity must require staff to wash thelr

 hand washing is Indlcated by accepted
) professlonal practice.

‘ , {c) Lingns

! " personnel must handie, store, process and

! transport inens 8o as to prevent he spread of
infaclion.

This REQUIREMENT s rot met as avidanond

(8

Based on observation and sialf interview, the

- facliity falied to ghsuro residants received hand
hyglane prior i eating duting 2 of 2 maal
abservations. The facility further failed to ensure

{1} lovestigates, corirols, and pravants infectlens

: (3) Maintains a record of incldents and corrective

hands after each direct resident sontacl for which

t

EOHRM CME 2580299 Prodms waraling Qbwoleta

Evant I ZEEFEN
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F 441 Continued From page 2%

- gtaft comolled with accepted mand hygiene
practices and policies hat prevented food and

“drink In areas with potential for contarmingtion
with blood-borne pathogens. in addition, the

, facility falled to verily culture results for 1 of 7

.~ sample residents {#37) with cullures otdersd
- within the fast 30 days. The findings ware:

and 523112 at 11:45 AM falled to show that staff |

 naslsted residents with hand hyglene prior to

 eating, A rnix of open sample and non-sample |

resldents were observed. The 6231172 :

: ghservation included & fosus on resident #59; this |
resident had expertenced a two-day bout of
diarthea and aie in the assisted dining room. Staff!
ware not obasved 1o assist the resident to wash

- Hsfher hands, The 1P stated In interview on

. 62312 at 2:45 PM that resident fand hygiona

: prior to meals was a facility's policy ana her

- pxpectation of staff members, She did not ave

s monlioring data to show staff complianse with tha

. potiy.

| | 2. Ohservation on §/23/12 at 1015 AM showed 2
[ _ 1 urooverad plastic drink oups lovaled next fo the
| hand washing sink on the back nurses' station at
! the Qw! Greek unft, One cup was 143 full with an
L arange drink and the other was fillad with a cloar ¢
liguict, Bath cups were pushed up to, and .
“touchitg, & sharps disposa! centalrer bearg 8
sishazard label The sharps container was Tralf
tull znd contained, among other s, used
needies and lancets. Infarview with LPh 4 on
523012 ot #0H AM revealad his oplnion Gl the
drink cups belonged 1© staff membears, He stated
diinks shotld not be placed next to the hand
washing sink of a shars disposal containes,

|
P4, Obselvation of meals on 5/22/12 at 0 AM %

F 441

;

T

|
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F 441 Contlnued From page 22 . Fadl
{ Subsequent interview with the IP on 623112 at
" 240 PM confirmed that food or drink should not
! be loated in an area with the potentlal for i
| i contamination. :
: 1
3. Multiple observations of rasldent cares !
performed by facility staff revealed the fellowing i
tapses in acceptable hand hiyglena praclices!
a. On 5/22/12 at 2:35 PM CNA 14 and #5
were observed as they provided parsons! hygiene
- and tofleting assistance for resident #69 due W an
episode of diarthea. The resident's fnmily
membei cleaned the wheelahalr while the CNAs
_cleaned the rasident, the fioor, bathraom
: commode, ang wall ixtures contaminated by
feces. During this lask lhe GNAS did pot perform |
hand hygiene between glove changos and they
compleled the task without providing fand '
_hygiene for the resident. ‘
&, On 5232 at 9:35 AM CNAs #4 and 46
s wern observed providing the same care for the
- resident dua to another eplsode of arrhea. ] )
" During this observation staff did not claanse the | !
 resident's wheelchalr before they transfarred : i
. himéer from the bathroom to e whealchair, :
| After they transferred the resident from tho :
1wheelchair 10 bisd GHNA #6 placed the gail beltin i
Hthe seat of the wheelohair, washed har hands, :
b | then securad the unwashed galt belt around her
f S waist aned loft the room, Tha GNAs did nat
: periorm hand hygiene Between glove changes:
i not dld they provide hand hygiene for the
resident,
e Intarviews on 5/24/12 at 10 AM with LPN
#1 and at 10:30 AM with the DON verified they
had not recelved any information from the CNAs
f _about *he resident's diarhea eplsodes. Both ,
staled this was the type of lssue the CNAwere .
. 1 .
FORM SME-2507 (02-593 1ovious Versions Chaolute Bt 123 ZRIAEE Fauillly 10, Wy oD 1 notinustion shest Pago 33 of 24




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: ge/rizing
FORM APPROVER
OMB NO. 0938.0301

! expecied to repart fo the charde hurss.
© 0 d.0n 8R23M2 at 3110 PM GRAs #1 and #2
i were observed providing persanal hygiene and
toliating care for resident #13 due to urine and
fecal incontinence. Both CNAB wote gloves
guring the provislon of care; however, CNA#2
- performed the followlng tasks without removing
his gloves and without hand hyglene: removed |
_solled clothing, washed tha resident's legs, ‘
*drassad the tesident In olean clolhes, groome:d
the mesident, and washed the resident's hands.
@. The P stated in intervlew on 5/23/12 at ;
: 1:40 M her expectation that staff wash their i
' hands ar Use and sanitizer when appropriale,
! She acknowledyed toiteting as an example when |
' hand washing would be expectad. :

I

| 4. Record review for resident #37 showed a .

i physician's order dated 52712 for & wring analysls

" and eutture. There was no furthar documenlation
to show il & aulture was performed and, if 50,
what rasults were reported by the laboratory, Ths

. residert had o history of urinary fract Infections
and antibiotic therapy: the rasident was started on
an antibiolic prophylactically pending eulturs

_corfirmation and antimicrobial sensitivities.

| Interview with the IP on 6/22/12. 8t 4:06 PM

 revealed she was not aware a culturs was

| psnding for resident #37. On 6/22/12 at §:20 PM

i sha provided a report frum the laboratory staling

' the resident's culture included »100,000 colony
forming uhits (CFUs} of Klehsielta praUmanias
per mifiiliter of urine. She acknowledged the
laboratary culture report was absent fram (e
medical racord and should have been part of her
Infection surveillancea log.
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