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accordance with esch resident's written plan of Record (TAR) for resident
carg. # 47 and all residents with a
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| providad care in accerdance with the writen plan
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Mondays by the day shift,

! tindings were: The nursing staff hag also
been instrugted to add thig

Review of the medical record for resident #47 intervention to the TAR
showed a current care plan updated by staff on any time a new skin care
5/13/14 which identified the rasident as having an guide i5 initiated. Staff was
actual stage 1Y pressure yleer located on the right instructed that the weeldy _ %@
glutenal fold (crease of the right buttock). Nursing assessment of the wound ) :}’,
interventions nciuded monitoring and must include a description ¢ §/~P
documenting the depth, width, skin color, blood of the skin problem with \\‘\'
supply, and condition ofthe skin surrounding the the location, size, wound J({J'Paé' '}
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{F 282} | Continued From page 1 ' {F 282) weakly progress notc for
(I présaure ulcer lncated on the fght glutesl fold residents with a skin care
which measured 3.2cm by 0.6cm and was 0.2¢m guide. Staff'has also been
desp. Additional review of nursing notes and educated that required
wotihd dogumentation showed no further weekly assessments for
documentation of the resident's wound unti! existing skin care guides
711114 {49 days later), have been placed on the
o) Interview with the administrator on 7/1/14 at . TAR and must be
1:3(3JPM verifled no further documentation of the gompleted on Mondays by
rasident's wound was available, The interview the day shifi. The nursing
furthier revealed she expected staff to follow the staff hag also been
care|plan, | instrugted to add dhis
d) Raview of the facility's plan of correction intervention to the TAR
dated 6/6/14 showed, “all nurging staff will be any time a new skin care
educated on the importance of followtng the guide is initiated. Staff was
reglcents plan of care and to complete an nstructed that the weckly
agsapsmant of the wound weekly and PRN Jas assessment of the wound
neaded] progress noles to Include a description must include & desctiption
of ther loation, size, wound bed appearance, and of the skin problem with
exudate [drainage).” et PO
. the Jocation, size, wonnd
bed appoarance, exudsts
and any pain. The Care
Center Nursing Directot or
designee will conduct
weekly andits fo ensure
care {s provided in
accordance with the plan of
care.
¢, The Care Center Nursing
1 Director or designec will
i aggrogate random monthly
data and report rosuits to the
Administrator, Care Center
Medical Director, and Quality
; Council quarterly. Quality
i Council will have the overall ,
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facility is in compliance. L.
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Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of Information Is estimated tc average 10 minutes per responss, Inciuding time for reviewing instructions, searching existing data sources, gatharing and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
inciuding suggestions for reducing the burden, to CMS, Office of Financlal Management, P.O. Box 26684, Baltimore, MD 21207, and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider ! Suppller / CLIA/ (Y2} Multiple Construction (Y3) Date of Revisit
Identification Number A, Building
535045 B. Wing 7/212014
Name of Facility Street Address, City, State, Zip Code
POWELL VALLEY CARE CENTER 777 AVENUE H
POWELL, WY 82435

This report is completed by a qualified State surveyor for the Medicare, Medicald andior Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Gorrection that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the Identification prefix code previously shown on the GMS-2587 {prefix codes shown to the left of each
requirement on the survey report form),

(Y4) ltem (Y5) Date (Y4) Item (Y5) Date (Y4} Item (Y5) Date
Correction Correction Corraction
Completed Completed Completed
ID Prefix FO167 06/06/2014 1D Prefix  FO2441 06/06/2014 ID Prefix  F0253 06/06/2014
Reg. # 483.10{a){(1} Reg. # 483.15(a) Reg. # 483.15(h}{2)
LSC L.SC LSC
Corraction Correction Correction
Completed Completed Completed
ID Prefix F0312 06/06/2014 ID Prefix  F0314 06/06/2014 iD Prefix F0315 06/06/2014
Reg. # 483.25(a)(3) Reg. # 483.25(c) Reg. # 483.25(d)
LSC LSC LSC
Correction Corraction Correction
Completed Completed - Completed
1D Prefix F0333 06/06/2014 ID Prefix FO371 06/06/2014 1D Prefix F0425 06/06/2014
Reg. # 483.25[m}{2) Reg. # 483.35(1) Reg. # 483.60(a).(b}
LSC LSC LSC
Correction Correction Correction
Complated Completed Completed
ID Prefix F0428 06/06/2014 ID Prefix F0441 06/06/2014 ID Prefix F0468 06/06/2014
Reg. # 483.60(c) Reg. # 483.65 Reg. # 483.70(h)(3)
LSC LSC LsC
Correction Correction Correction
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ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. # B
LSC LSC LSC
N
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