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participation of health professlonala,

A reqistarad nurse must sign and cedify that the
assesdment is completed,

Each Individual who completes a portion of the
assessent must sign and certify the acouracy of
that portion of the assessment.

Under Medicare and Medictld, an Individual who
wilifully and knowingly certifies 2 material and
faise statetnent in & rasident assessment is
subject to a ¢lvil money penalty of hot more than
51,000 for each assessment; or an individual who
wilifully and linowingly caugses another indlvidual
in oertify a materlal and fatse statement In &
rasident assessment is subjest to & civil money
panatly of not mons than $5,000 for each
assessment.

Clinlcel disagreamant does not constifute a

Wredy proceedng the

70500 A and B signed the day proceeding the
ART? date, Regident #33 had an Annual MDS
Asgessment dated 3/12/2011 which reflects an
acourale sysessmettt in seetions B and D

during the full assessment period.

- An audit of current MDS assessments wiis
done hy the MD3 Coordinator to determine
the dain the nssessment was signed by the

IDT. 'The audit was presented to the

Perfarmance Improvement (PI) Commitice
03/16/1 1. No cotrestive actlon was needed at

That Ume,

The MNE Assessments eompleted going

#ssczzment that includes the entire asscssmerit
of the regiclent during the agsessment reference

period,

STATEMENT OF DEFISIENCIES K1) PROVIGERSUIPPLIER/CLIA (X% MULTIPLE CONATRUCTION DOR) DATE BURVEY
AND PLAN OF CORREOTION (RENTIFIGATION NUMBER! COMPLETED
A, BUILDING
535036 5 VNG 02/25/2011
NAME QF PROVIORR OR BUPPLIER. STREEY ADDRESH, CITY, STATE, ZIP COBDE
542 18TH 3TREET
LITATION CT
SOUTH CENTRALJNYQ HEALTHCARE & REHABILITATION GTR RAWLINS, WY 82301
4 1D SUMMARY STATEMENT OF DRFICIENDIES D PROVIDER'E PLAN OF GORREGTION i)
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FLILL PHEFIX (HACH CORMEOTIVE AGTION aHOULD BE COMPLETION
TAG REGULATORY OR LACIDENTIEYING INFORMATICN) TAG OROSS-REFERENCED TO THIE AFPROPRIATE Date
DEFIGIENCY)
F 000 | INITIAL COMMENTS F 000
- . . This Plan of Correction is the conter's
1 HE‘fGIlUWthTUUanD‘ITbefEVIEI‘tIUHS‘ErE Uzt credilz allegarion of compllance,
throughout this document:
Preparation and/ev execution af this plan of
DON- Director of Nursing correction doss nol constiiuie admission op
LPN- Licensed Practical Nurse agreement by the provider of the rath of the
MDS- Minimum Data Set facis alleged or comolusiony set Jorth in the
s statement of deflolencies.  The plim of
Less commonly used abbreviations will ba eomegtion iy prepared andor executed solely
annotated i each deficiency. because it is required by the provisioms of
F 278 | 485.20(g) - (j) ASSESSMENT ¥ 278 federnl and siate law,
g8=(: | AGCURACY/COORDINATION/CERTIFIED
) F 278 ABSESSMENT 32011
Tha assesament must accurately reflect the A]ECURAC"/CODRD”‘T”'OW
resident's status, CERTIFIED
A registered nirse must soneuct or coordinate ﬁfg’i‘g‘f ﬁ;;’ ﬁg’(# ﬁ’gﬂl 5 #ﬁ“a#z%‘ #28, ; 00 St
h assessment with the appropriate g B 1 TEE AC S seT 10 40
Gan ; MD#8 Asscssments completed with Sectl o

LABORATORY RIRECTOR'S OR PROVIDERIEUPPLIER REPREBENTATIVE'S 5IGNATURE

TITLE

[ME) DATE

{ i m

AU 1

Any deflciency statement atidlng with an agterlak () cleI tas 8 dofls
egﬂﬁ«*

othet safegurrds provide aufficient prategtion (o tha pat

-4

niy wWhich the inatilution may he exoused fom outrestiny providing It 18 defermined that
tructions,) Excapt for uriding homes, he Andinge statad shove are discloesls B0 dayn

following the date of survey whather or not a plin of cotrestlon |3 provided, For numslng homes, the above findings snd plana of eorrection are diaclaable 14

days following the date thezs documents are madls avallable to the faullity, If teflclenclies are cltad, an appsoved pla ;

program participation.

T 10 raquisite t contined
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i

gmﬁ% “3.,95 CI,)RE;%?I%?}EB (o)) EFE'}!EE\TI: Elﬁ%%?u%ﬁm%%&? (%4 MULTIELE SONETRUCTION ) gg&% féJTﬂE‘éEY
A BUILOING
{' L)J B, WING
595038 41\10\‘“ 02/26/2011
NAME CF PROVIDER OR SUPPLIER ‘ STRERT ADBRESS, OITY, STATE, ZIP GOPE
SOUTH OE _ 542 16TH STREET
QUTH GENTRAL WYQ HEALTHOARE & REMABILITATION CTR RAWLINS, WY 62301
(R4} 1D BUNMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF BORRECTION )
| TR TR, | PR | EescomEmve T sioupee | aoulhon
DEFICIENCY)
F278 Gom"}”'ﬂd Fromm page 1 F278| Education is provided to the IDT regarding
material and false statemeant, the MDS process, including dating, upon hire
and-ag-peededom
This REQUIREMENT Is not met as evidenced The DNS or desigtes will audit the MDH A
by: Assessments monthly to determing i 03% W
Based on staff intarview and medical record - completion signature datesffollow the RAI ™3 OVUJ o N
review, the facilily failed fo ensure the complete Matwal guidelines, Bascd on the results of 'y
titna frame for review, based on the aseesament the audits, additional training for the D7 will 5
reference date (ARD), was met for 12 of 12 be done. These audits will be done for three
sample residents (5, #8, #12 #16, $24, #27, #28, months sad teported 1o the P Committe: for
#30, #33, #35, #£38, #49). In addition, the facilly f‘lﬂ.ll't|‘“.‘-’l‘f3ﬂﬁ“{ and commendations, The P
failed to ensurs MDS assessments were accurate Committee will daterming the froquency for
for 1 of 12 (#33) sarmple residents, The findings ongoing monitoring,
were; .
1. Review of the most recent MDS assessments
for the following twalve residents #8, #8, #12, 820011
#15, #24, 9627, $28, 430, #33, Y36, $206, anc #40 F 282 SERVICES BY QUALIFIEDR i
showed sections Z0500 A and B on all twelve PERSONS/PER CARE PLAN
assessments were signed the same day as the
ARD, Therefore, the assessment was completad LPN #1 has been educated on the nesd to
ﬁ:;g{'lt;h?ﬁ E;'}':d Og?;'lﬁaﬁ? G’Iaff, V\Fhlﬁ'o"zvﬁmﬁ gf check physician orders and resident vare
onihe 2 ate. Interview o P
MDE coondinator on 2/24M1 at 4 PM revealed | ﬂw}il}[)l%\?sojstlgge;?%gﬁ ﬁ?xﬂ?fd?z;e >
:ggtltl‘;):?llﬂd&fstﬂﬂd the dirsotions In repard to thia resident #30, ‘The Nursing staff was
” educated on 3/17/11 regarding same.
2. Review of the 2/3/11 quarterly MDS
assesament for rtans;idnan‘c‘-:1 #33 sh};wetl e was The SDC and DNS have observed
gssessed in section BO700 as "ustally W’f‘p]"t“’fn Dfdfes?'f'g c.hangcea for
understood,” and ae "vaually underetnds" In regidents in the facility (including
section BOSDO, However, review of section D0100. regident #30) to determine if physician
“Bhould Resldent Moad Intetview be Conducted ™ orders and Care Plan were followed.
revealed that section was coded as "No {regident Baged on these observations, education
= rarelyfever understond)," Interview with the was done if needed. The results of the
soclal services director on 2/24/11 at 10,87 AM observations and any corrective actions
revecled the resident usually understands and i wero reported 10 the P1 Committee at the
:f‘;'?gg,g““ffm- However, she stated she felt mesting on 3/16/11. No further
ent wouki not be able to understand the ctirective actions was recommended.
FORM GMS-2607(02-99) Pravinye Veralone Obaolete Bvant 1 K014 [Facflity 10: Wyno2n If eottinuiation sheot Pape 2 of 4
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STATEMENT OF DEFICIENCIES 1) FROVIDERISUPPLIER/GLIA 2 z ™
AND PLAN OF GORRECTION o IDENTIFIGATION NLMBEH: G2 HULTIPLZ GONSTRUGTION "‘”@é‘&'ﬁl‘f’é’q@éﬁ*
A BUILEING i
N CRT
535036 )(\‘b\'\ 02125/2011
NAME OF PROVIDER OR SUPPLIER \ BTRERT ADBRESS, GITY, STATE, ZIF GODR
842 16TH STREET
SOUTH CENTRAL WYQ HEALTHCARE & RE
REHABILITATION CTR RAWLING, WY 42301
] _(MU'?T (En_c?ﬁj M;Mﬁo?éﬁov MUST BE I;REEF‘?JIEE:?\E ?‘ULL B o e ) y e
PREFY AGH DFEF 8T B DRD BY : " “ :
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) v ORONE.REPERENGED 10 T AP R | OO e
DEFICIENCY)
F278
278 Gontinuad Frorp page 2 . F278 Dressing changes and freatment regimens
intervisw questions in secffon D. Therefore, she are ordorcd by the resident’s physician,
stated-that.she had coded-the-resident as 1 T 31
TiTe Tilirye whecks tho order and Care Plan
rarely/ever understond, and a staff assessrment o o . o
Wwas complated, prior to providing treatment. ‘The
In addition, acsording to the §/2/10 admission treatt:nn:.mt'w administered per the ‘
MDS mesessmant, the fesident welghed 180 physictan order and matching Care Flan,
pounds. Review of the "Resident Care System ) ) . i .
Welght History" showe the resident's welght wes Education regarding following physician
1481 pounds on Bf31/10. Interviaw with the VDB orders and Care Plang for treatmisnts and
coordinator on 2/24/11 at 2:40 PM confirmed obgervationa of dressing changes are
there was no documented weight of 180 pounds done for nurses upon hite and as heeded.
for the resident. On 2/24/11 at 2:48 PM the
'?Wpumte tagistared dietlflan said the 1680 pounds The SDC or designee will observe four
must have baen enferad wrong." nirsing staff during completion of wound
F 282 | 483,20(I)(3)(1) SERVICES BY QUALIFIED F282| care monthly (including regident #30) for
$8=D | PEREONS/PER CARE PLAN three months to verify the care plan and
hysician ordeys are being followed,
The 33""’”@5 pm"tmd °r| ?ﬁrrgnged by the facity pB;:ngn:: l'(l}'lc reaults of thga observations
must be provided by gualified persons in additi e ’
p A omnal {raining will be done, The
2;?; rriance with each resident's written plzin of results and any corrective actions will be
' presented to P1 Committee for review and
further recommendations. This will be
This REQUIREMENT Is not met as evidenced done monthly for thres months and the
: re-evaluated, The PECommities will
Based on observation, medical record review, detenmine the frequency of ongoing'
and slaff interview, the facllity falled to ansure menitoring,
ataff follawed the care plan for 1 of 11 sample
residents (#30), The findings were;
| Review of the 1/14/11 care plan for resident #30
showed an infervention o "Parforrn wound F 309 PROVIDE CARE/ SERVICES FOR 3720111
treatment per physiclan orders...." Refer to HIQHEST WELL BEING
Federal citation F309 for details regarding the
obsarvation on 2/23/11 ut 3 PM, which showed LPN #1 has been educated on the need to
staff did not follow the physician's orders as check physician orders and resident care
inatructed oh the care plan, plan prior to performing wound care by
F 309 | 483,26 PROVIDE CARE/BERVICES FOR F 308| the DNS/SDC on 2/25/11.
&a=n | MIGHEST WELL BEING The Nursing staff was educated on
AATIL) saparding aama .
FORM GMS-2067{02-68) Pravious Versions Obsofalo Rvent 1D: 170341 Faohity ID: WY0020 If continvation sheel Phys 3 of 4
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NAME OF FROVIDER QR BUPPLIER
BOUTH GENTRAL WYO HEALTHCARE & REHABILITATION CTR

STATEMENT OF DEFICIENGIES (X1) PROVIPER/SUPPLIBRICLIA (X2) MULTIFLE CONBTRUGTION (18 DATE BURVEY
AN PLAN OF GORREGTION IDENTIFIGATION NUMBER; COMPLETED
3 1 A BUILDING
B, WING
536038 /{/ ﬁl)/ Il 0212802011

9TREET ADDRESS, CITY, STATE, ZIF CODE

942 16TH STRERT
RAWLINS, WY #2301

Each residant mustiecele.and he faclit.must

provide the necessary care and serviess to attaln
or malhtain tha highest practioable physical,
mental, and peychosocial weil-baing, in
nocordance with the comprehenslve assesament

and plan of care,

This REQUIREMENT is not met a8 evidenced
by:

Based on observation, stalf interview, and
tnedical recard review, tha facility falied to ensure
staff provided the preseribed wolnd vare for 1 of
2 (#30) sample residents who reduired wound
care. The findings were;

Review of the physician and nursing notes for
resiclent #30 showed sthe had & wound on histher
left ankie, Obssrvation of the dressing change by
LPN #1 on 2£23/11 ot 8 PM showed she removed
the dry dressing and then placed a new dressing
oh the ankle. Review of the physiclan's orders
writtet on 2/22/11 showed directlons to cleansa
the wound with "Ses Cleanse" and appiy a dry 2
X 2 dressing dally and as needed, Qbservation
showed the LPN did not cleanse the wound as
ordered, Interview with the infection control nurse
anc DON on 2724711 at 4:20 PM and with LEN #
on 224111 at 4 PM, confirmed the wound needed
to be cleanzsd as ordered, The LPN alzo stated

she wag unaware of the change In the physlclan's

ordars, but should have known.

i

(%) D BUMMARY STATEMENT OF DEFICIENOIES I PROVIDER'S PLAN OF CORREQTION {%5)
PREF1Y, (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEX [EAGH GORREQTIVE ACTION SHOULE BR COMPLEETION
TAD REGULATORY OR LBG IDINTIFYING IMFORMATICN) TAD CROSS-REFERGNORR 1O THE APPROPRIATE oATD
DEFCIENGY)
F 309 | Continued From page 3 F 308

The 8DC and DN have observed
vompletion of dressing changes for

TegtdTn Inter ety Gio hoding——
resident #30) to detormine if physician
orders followed. Based on thege
observations, education was done if

needed, ‘The results of the observatinns

and any corrective actions were reported

to the PT Committec at the meeting on
3/16/11. No further corrective actions

was recommended.

Dressing changes and treatment regimens
are ordered by the regldent’s physician,
The nutse checks the order prior to
providing treatment to review the ordor,
The treatment i3 administered per the
physician order.

Educasion regarding following physician
orders for treatments and observations of
dressing changes are dope for nurses
upen hire and as needed.

The SDC ot designee will observe four
nursing staff during completion of wound
care (including resident #30) manthly for
threc months to verify the carc plan and
physician orders are being followed.
Based on the results ofthe observations,
additional ttaiming will bo done. The
results and any corrective actions will be
prosented to P1 Committee for review and
further recommendations. ‘This will be
done monthly for three months and the
te-evaluated. The PT Committee will
determine the frequency of ehgoing

FORM CMS-2587(02.69; Pravious Voralahe Obsalela

Event 10 Ppad 4
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monitoring,
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