B2/28/2009 11:47 Jg78t 149 WINDRIVERHEALTE

E, PAGE BB/16
oc f\c"ée})'i“f)‘ 2 W()cl PRINTED: 02/18/2008
DEPARTMENT OF HEALTH AND MUMAN SERVICES ¢ ‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES J{ OMB NG. 08380381
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPFLIBRICLIA (2) MULTIPAE CONSTRUGTION {X3) DATE SURVEY
AND PLAN QF CORRECTION INENTIFIGATION NUMBRER: COMPLETED
A. BUILDING o
4350341 B. WING 02/05/2009
NAME OF PROVIDER DR SUPPLIER STREET ARDRESS, OITY, STATE, ZI¥ CODE
1002 FOREST DRIVE
WINE RIVE HC,
R HEALTHCGARE & REHAR] RIVERTON, WY 82504
(%4} 1D SUMMARY STATEMENT QF DEPICIENCIES D PROVIDER'S bLAN OF CORREGTION (8
PREFIX (EACH DEFICIENCY MUST BE PRECGEDED 3Y FULL PREEIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG | REGULATURY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
! : DEFIGIENGY)
F 272 | 483,20, 483.20{b) COMPREHENSIVE F 272\ This Plan of Correction is the canter's cradible
se=g | ASSEESMENTS allagation of complionee,
. P \ Preparation andlor execution of thiz plan of oorreciion
The facility must conguct Initially and perfodically ﬂ,ﬁ‘:ﬁ'm comatitute adission or agreemen by the
a comprehensive, accurale, standardized provider af the trith of the funts alleged or concisions
reproducible assessimant of each resident's et foreh bn the statement of deficiencies, The plan of
functional capacity. correciton is prepared and/or axeonted solely beaause

it is requeired by ihe provisions of federal and siate law,

A facillty must make & comprehansive F272 Comprehensive Asseasments

asae%sngeglt ;nr;f a é"%stldent's nasds, usingc the I;W . T'his will be met as evidenced by: 3721109
spacifie e State, The assessmeant mus ,
inpclucle at Iiast the following: t. RN's will complete tho following:
identification and demographic information; . A compreheusive pain assessment on
Gustomary mufing; Resident #19. ‘
Cognitive patterns; A cg:mprehenswe delirium assesstment on
Camtnunication; Regident #6, ' - .
Vision; A cn?mprehen31ve Jelivium gssessment o6
Mood and bahavior pattemns; Resident # 70 ) o
Heychogzocial wel-being; A compreiensive psychotropic medication
Physical functioning and structural problems; assessment on Rosident #65.
Cortlnance; Appropriate assessmemts w1_ll be co.mpleted
Disease diagnosis and health conditlons; for thess resi'dlemts ori a routine basis per
Denta! and nutritional status; state and facility requirements,
Skin conditions; 2. RN's will conmplets required
Acthty pursuﬁ:,’ assessments o al) residents
Medloations; utilizing the MD3
Special treatments and procedures; Schedule and facility protocols.
Discharge potential; The MDS coordinator/Designes will
Documentation of summary Information regarding routinely audit all chatts to agsurs
the addiional assessment performed fhraugh the Required coriprehcnsive assessm:;ts are
resident assessment protoools; and completed timely, sigped and dated, both
I Documentation of participation In assessment. 3, All nuraes will be inserviced by the

SDC telated to accurate and fTmely
Completion of required comprehensive

i i aanassments. Inservices will also ba
gl;l s REQUIREMENT s not mat as evidenoed completed the SDC/Mesignes on a 111 Iaasi.s
Based an observation, staff interview and medical with any nurses ifianﬁﬁed through the audit
record review, the Tacility fallad to ensure process outlm_ed in #2 above,
comprehensiye assessments were completed In 4. Auditresults end noedad i
a variety of areas related tv the Minimum Data interventions will be presented to
LABORATORY DIRECTOR'S OR PROVIDER/GUPPLIER REPRESENTATIVE'S SIGNATURE =JJThE (X) DATE

/ 5w Nypcsbor)  D2MAE/0F

Any deflciency stekgmant ending with an asterlsk ) denutes 2 daficiency which the Institution may be exoused from correcting gmg';ge‘fj::gﬁm“gg ;23’;
other safegusrts provide sufficlent protection to the patients, (Ses tnetructlong,) Except for nursing homes, the ﬁndlng: si ) e o o disclosable 1
following the dats of survey whether or not a plan of comection s provided, For nursing homes, thg above 1231;138 3']11 QP ans ;’ on i recpisite to confinlies
days following the date these documents ars made avallable to the faclity. i deficiencies are cltad, an app plg E,".‘;t‘.g%% !
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Thix Plan of Corrattion ix the centar's credible
allegation af compliance,

3ot (MDS) assessments for 4 (#8, #19, #65, #76)
of 13 sample residents. The findings were:
Proparatton andlor execution of this plan of sorragtion

. . does hat constitute admission or agreemen by the

1. QbS@NEtIOT] on 2/ 3f 09 at 6:545 AM tevealed provider of the trath of the facts alleged or conclusions
resident #190 told sertificd nurse aide (CNA) #4 set forth in the stotement of defictencles, The plan of
that sfhe "hutt all over," Review of the #/7/08 corvection is prepared andfor extouted solehp becaise
admission Minimurr Data Sat (MDS) assezement Ut fs vequired by the provisions of foderal and state faw,

showed the resldent had moderate pain (less
than dally). Review of the medical racord revealed
the only pain assessment was an undated,
incamplete assassmaent. During an interview on

Continued from Pago 1
F 272 Comprehensive Asessments 2109
This will be met as ovidonoed by:

2/4/09 af 2:30 PM, the director of nussing (DON) » | The Performance Improvement Committee
stated there was o comptehensive assessmert for review and further interventlons if
for pain, indicated.

2. Revlew of the 3/25/08 significant changs MDS
assessment (section V) for resident #5 revealed
further assessment was requirad for deliriur,
Review of the attached Resident Assessment
Protocol (RAP) detail report for delirium showed it
was not a comprehensive assessment, nstead,
“not a problem" was written. On 2/4/08 at 2:30
PM, the DON stated thers was nota
comprehansive assesement for delirium,

3. Review of the 1/22/09 significant change MDS
assessmeant showed resident #78 needed further
assessment for delitium. Review of the delirium
RAP ravealed it was not complatad, it showed
"addressed in other areas of the care ptan.”
Inferview with the DON on 2/4/09 at €.05 PM
confinred thera had not besn an assesameant
done relsted to delirfum for this resldant,

4. Review of the 6/26/08 anhual MDS
aysessment and 12/11/08 quarterly DS’
aseessment showed resident #65 received a daily
antianxialy medication, Review of physician's
prdars showed tha rqedicatlcm was first ordered

FORM GMS-2567{02-09) Previous Versiois Obgelals Evant ID; H5NY11 Fatly 1D: WY0087 if continuation sheet Page 2 0f¢
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%4y 1D SUMMARY STATEMENT OF BEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION ga
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE GOMBLETION
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F 272 Gontinued From page 2 272
. ; . cctipn it the center's credibf
for tﬁe tesident on 5/29/08, R@Vlew_m‘f the enlire Eﬁfgﬂfp’iﬁﬁ;{;ff;ﬁ’;&*“@ genfar's erectale
medical record revealed, and interview with the
MDS coordinator on 2/5/09 at 8:.06 AM confirmed, graﬂﬂrmion andfor executlant of thls plan qf:&l‘;ecffon
i . oer ned conxiitite admisslon or agrégiionl by the |
the facilify had not completed a comprehensive provider of the il of the facts aflsgad or conclusions
assaasment for psycholrapic madicationa. sat forth in 1he stetemst of defiienvies. The plan of
F 281 | 483.20(K)(3)(1) COMPREHENSIVE CARE PLANS F281] correction is prapared and/or exocuted solely baoause

55=E

The services provided or arranged hy the facility
must maet professional standards of quality.

This REGUIREMENT ig not met as evidenced
by:

Baszed on medical record review and staff |
intarview, the facility failed fo ensure nufrition
assessments were completed by the qualified
profassional for 7 (38, #8, #148, #19, #20, #84,
#78) of 7 sample residents who requirad a
hutrition essessment, The findings were:

1. Inferview with the DON on 2/4/08 at 8:05 PM
revealed she was not aware that it was oui of the
scopa of practice for technical personnel, such s
the certified dietary manager (CDM), to complate
the nutritional assessments.

2. Interview with the CDM on 2/8/09 at 8:30 AM
revesled she had "always” completad the nutrition
RAP (Residant Assessment Protocol)
mssassments, and was not aware they needed fo
he completed by the RD.

3. Medical record review revealed the fellowing
CONCems.;

a, Review of the 7/15/08 significant change
Minimum Data Set (MDS) assessment showed
resident #15 required an additional evaluatien
related to nutrition, Review of the nutrition RAP
showed the assessment was completed, sighed

1t is required iy the provisions of federal and statg law.

F 281 Comprehensive Cate Plans

This requirement will be met as evidenced

" by

1. The registered dietician will
somplete nuiritional asscssments on
residents 46, 89, #15, #19, #20,
#a64, #76.

2. The registered dietician will be
provided lists of required nutritional
agsessments by the Health
Irtformation Directer/Deslgnes on
un ongoing basls. The registered
dietician wifl complete thoge
gasesaments in 4 timely manner get
CMS and facility requirements. The
MDS Coordinator will inservice the
registered dietisian regarding
requived nutritional agsessments
and the completion of same,

3. The NSM/Designee, ufilizing a
performance improvement review
tool, will somplete routino audits of
charts of regidents requiting
nutritions) assessments to assure all
nutritional assessments are
cotnpleted by the registerad
dietician as required,

32109
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asséssment made by the RD during this MDS
assessment timaframe.

c. Review of the 1/22/09 significant change
MDS assessiment showed resident #76 had
significant welght loss, and required ah additional
evalugation retated to nuirition. Review of the
nutrition RAP showed the assessment was
completed, sigtved and dated by the CDM.
Further resard raview showed there was no
asséssment mads by the RD during this MD3
asgessment tmeframe,

d. Review of the 3/25/08 significant change
MDS assessment for resident #6 revesied further
agsessrnent was required for nufritional status.
Review of the attached RAP for nutritional status
rﬁveéled it was completed by the CDM, and not
the RO,

2, Review of the 7/7/08 admission MDS
assessmeant for rasident #19 revealed further
assesamant for nuirtional status was required,
Review of the attached RAF for nutritiohal stetus
showed it was aompletad by the CDM, Further
review of the medical racord showead no
sarmprehensive assessment for nutrition
completed by a registered dietitian. On 2/4/09 at
5:05 PM tha DON stated there was no nuttitional
assessment complated by the registered dietitian.

f. According to the 7708 MDS agsessment

by:

(Xd) 1D SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF GORRECTION (X5)
PREFI% (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFiX (EACH CORRECTIVE AGTION SHOULD BE SOMPLETICN
TAG REGLAATORY OR LSC IDENTIFYING INFORMATION) TAG QROSS-REFERENGED TO THE APPROPRIATE DATE
DERICIENCY)
F 281 | Continued Fram page 3 F 281
and dated by the COM. Further racord review This Plaw of Correotion is the center's oredible
showed there was no assessment made by the allegatlon of compliance.
RD during t'he MDS assessme'l?t ti'mefra me. Praparation and/or exeantion of this plan of serrettion
b. Review of the 5/15/08 significant changes dloss o eonstitute admission or agreemant by the
MDS agsessment showed resident #20 had provider of the truth of the focts alleged or conchsions
significant weight loss, and required an additional if,’r{i: f,i,‘;r’: g’; :;;::’:5’“ ﬁ{;"‘fﬂc"’"‘;‘fj ?’g f;’”" o
. N 4 H ol QIR OP EXELY, SRY pebaiise
ﬁz?:i%aoiolgga;ﬁg\:fgdn ;gg“::sl eng\t{r;aavl:t?L;ga it is requirad by the previsions of federal and state law.
completed, sighed and dated by the CDM Conti
] ontinued from Page 3
Further record review showed there was no & 3/21/09

I 281 Comprehiensive Care Plans
This requivement will be met as cvidencod

4, Results of the Performance
Improvement activities and audit
tools will be presented to the
Porformance fmprovement
Committes on a quarterly basis for
raview and further Intetventions, if
indicated.
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£X4) ID SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORRECTION o0s)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY PULL PREFIX (BACH CORREGTIVE ACTION SHOULD BE GOMPLETION
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F 2871 Continued From page 4 F 281
{section V), resident #9 required &
comprehensive assessment for hubritfonial status.
The nutritional status RAP was completed by the
1 CDM,
g. Aacording to the 10/8/08 MDS
assessment (sectlon V), resident #684 required a
comprehensive assessment for nutritional status.
“éI'IDe nutritional status RAP was compistad by the
Referenca; *
According o the 2008 Standards of Practice for
Registerad Dietitians In Nutrition Care, published
by the American Distetic Assoctation, Standerd 1
Nutrition Assessment, The registersed diefitian
(RD) uges acsurate and relevant data and
information to identify nutrition-related problems,
Rationala; Nutrition Assassment i the first of fauy
staps of the Nutrition Care Process, Nutrition
Assessment is a systematic process of obtaining,
verifying, and interprating data in order to make
decisions about the nature and cause of
nutrition-refated problems, It is infiiated by refarral
andfor sereaning of Individuals ...for nuirition rigk
Tactors. ..t provides the foundation for Nutrition R
Eiagnosis., the second step of th% Nxétrition Canla T o i canter’s creail
racess. Further, the 2008 Standards of Practice '
specifically state: "The RD does not dedegate the Praparation and/or exeaution of this plan of corraction
nutifion care process, but may assion certain B e
tasks for the purpose of providing the RD with st forth In the stafement of deflelencies, The plan of
needed information (e.9., screens, gathering of correation is prapaved andfor execited solgly hecavse
data and other information) or corrmunicating it i reguired by the provisions of fideral and stale Iaw,
with and educating patients." .
F 3091 483,25 QUALITY OF CARE F308| F 309 Quality of Care 3421409
E8=D This requirement will be met as evidenced
Each resident must receive and the facility must by: _ _
provide the necessary care and services 1o attain I An RN will complete 2 comprehensive
or maintain the highept practicable physical, paln nasessment on resident #19,
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and staff terview, the Tacllity failed to provide
timely pain management for 1 (#18) of 6 sarmple
residents with pain. in addition, tha facillty fallad
to implement the facility's howel profocol for one
non-sample resident (#68) with documented
constipation, The findings were:

PAIN o

1. Review of tha 7/7/08 admiseion Mltltnum Data
Set (MDS) assessment showad resident #19 had
moderate pain less them daily, Review of the
physiclar's erders and the medication
administration record (MAR) revealed the resident
was ardered Lottab 5/500 milligrams {mg) twice
per day (at @ AM and 7 PM) for pain. In addition,
the resident was ordered Tylenoi on a PRN (a8
neaded) basis. The following concams ware
fdentified:

&, Review of the medical racord revealed the
only pain assessment was an undated,
incomplete assessment. During an ihterview on
214109 at 2;30 PM, the DON stafed there was na
comprehensive assessment for pain.

k. Obiservation in the secure care unit (SCU)
on 2/3/09 at 6:55 AM revealed the resldent was
holding hisfher hangs to the lower hack. The
resident told certified nurse aide (CNA) #4 that
&/he *hurt ali over." At 7 AM, the resident fold the
game CNA that hisfhe;r "Bt was hurting.

41D BUMMARY STATEMENT OF PEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION [XEg
PREFIX (EAGH DEFICIENGY MUST B2 PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE CQMBLETION
AL REGLLATORY DR LG IDENTIFYING [NFORMATION) TAG QROSS-REFERENGED TO THE APPROPRIATE DATE
BEFIGIENCY)
F 309 | Continued From paye § F 309\  This Plan of Corrvetion i the eenter's credfble
mental, and psychosotial well-baing, In allegatioit of compiiarice.
stcordanes with the comprehensive assessment Proparation and/or execwtion of this plan of correation
and plan of ¢ars, does not constitute adntission or agreement by the
provider gf the truth of the facts alleged or conclusions
set forth in e statament of defictencies, The plan of
correaiton Is preparad and/or execuicd soluly bocause
. it is requirod by tha provisiens of foderal and siale imw.
This REQUIREMENT s not mat as evidenced
By: ) Continued from Page 5 :
Based on obsarvation, medical record review, F 309 Quality of Care 3/21/09

This requirertient will be met 43 evidenosd
by:

Hinged on that assessment, apprapriate
interventions will be put in place to assurs
timoly pain management. C.N.A #4 will be
tngerviced by the DNB regarding timely
reporting of resident pain soncems to the
icensed chargs nurse.
A dully review of the *BM List” will be done
by the Heensed charge nurse for resident
#58, Interventions, if indicated, will be
provided per facility ‘Bowel and Laxatlve
Protocols’, C.N.A's apd nurses responsible
for the care of Resident #358 will be
ingerviced on approptiate reporting, review
and interventiong appropriate fot their
individual roles,
2. Licensed nurses will be inserviced by
the SDCY/Designee on the required
Completion of comprehensive pain
assessments, All olindeal staff will be
inserviced by the SDC/Designes on the
appropriate reporting of a resident’s
complaints of pain to the resldent’s charge
nutse in a timely manner to assure effective
pain management.
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Observation showed the CNA did not report the
resident’s complzints of pain to the nurse, At 8:25
AM (1 hour 30 minutes affer the resident stated
he/she had pain), the registered nurse (RN) #5
came back o the SCU tn adrainister routing
medications. Al that time, the resident denied
having pain. During an Interview on 2/3/09 at 2:20
PM, RN #5 stated tha CNA did not tell her the
resident somptained of pain. The RN stated the
resident was able to verbalize When hefshe was
in p&in, and the CNA should have repotted it, On
213109 at 2:35 PM, CNA #4 statad the regident did
complain of pain, and she should have reported it
to the nurse, but it was .."crazy In there today."
During an Interview on 2/4/08 st 2:30 PM, the
DON stated the CNA shouid have reported the
pain to the nurse,

BOWEL

1. Review of the factity's "Bowel and Laxative
Profocol” revealed the following intervantions;
prunes, prune juice or natural fruit laxative for
residents with no bowel moverment (BM) for two
days; Duicolax Suppository or Milk of Magnesia
for residents with no BM in three days: and Fleets
enetna for rasidents with no BM in four days. Ifno
resulis from the Flests enema, then a large warm
water etiema would be given. The following
concerns were jdentifiad:

. Review of the activities of daily living (ADL)
flowsheets showed the last BM resident #58 had
was on 1/26/09, Review of the bowel protocol in
the frant of the ADL flowsheet book on 2/4/09
showed tha resident had gone 8 days without a
BM. No interventions were listad, Review of the
medication administration records (MARS)
showed na interventions were given for

(%4} 1D l BUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN DF CORRECTION %5
PREFI% (EACH DEFICIENGY MUST BE PRECEDED BY FULL PFREFIX {EACH CORRECTIVE ACTION SMOULD BE GCOMPLETION
TAG ] REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CHROSS-REFERENCED TQ THE APPROPRIATE DATE
1 DEFIGIENGY)
F 309! Continued From page 6 [ 309 Thir Pian of Correction is the canter's credible

alfegation af compliange,

Eraparation andfor execution of his plan of correction
daes not congifeita pdirission ar agreentent by the
provider of the truth of'the factr alfeged or vonvlusions
set forth in the Statément of deficiencies. The plan of
corrattion s preparad and/or executnd olely because
it Is requirad by the provisions of federg! and state low.

Continued from Page 6 3/21/09
¥ 309 Quality of Care
This roguirement will be met a5 evidenced by:

Al CNA's will be Inservieed by the
3DC/Mesignoe on the complation of unit
*BM list’ and ADL, sheets as relates to bowel
funotion and reporting of same to the charge
nurge, All licensed nurses will be Inserviced
by the SDC/Daeaighes on the daily review of
residents’ bowel functions and the required
indicated interverstions as cutlined in the
Tacility ‘Bowsl and Laxative' protocols,
3. A performance improvement avdit too}
to assess completion of pain
Assessments and effective pain management
through MAR review will be contpleted the
DNS/Designes on a Toutine basls.
A performance improvement audit tool to
assure compliance with the facility ‘Bowel
and Laxative protocols’ will be compieted
by the DNS/Designes oh a toutine basis,
4, Onat least a quarterly basis, results of
utilization of the PI audit tools for
Pain assessment completion and pain
manapement a8 well as Complianoe with
‘Bowel and Laxative protocols will be
presented to the Petformance Iimprovement
Committes by the DINS for review and
further PT interventions, if indicated.

FORM CMS-2567(02-09) Pravipus Vamlens Obsolate
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DEPARTMENT OF HEALTH AND MHUMAN SERVICES )’(/ - ngggﬁ APPR&?ED
CENTERS FOR MEDICARE & MEDICAID SERVICES : - OME NO, 0638-0391
STATEMENT OF DEFICIENGIES [(X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION {X8) DATE SURVEY
AN PLAN QR CORBECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING o
535031 B WiNG 021052009

NAME OF PRQVIDER OR SLPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

constipation,

b. On 2/4/08 gt 2:30 PM, registared nurse
(RNY#5 (the nurse gssigned fo the rasident) was
psked when the resident last had a bowel
movermeni, The nurse replied, "He's nof on the
bowe] ligt, 20 In the lzst two days,” The RN
confirmad nothing had beean given for
constipation.

. During an interview on 2/4/09 at 6:08 PM,
the DON stated the resident was Indapendent
with toileting, and she felt |k was a documentation
arror. However, the DON stated the CNAs filled
out the bowe! shest, and they should have
repotted it to the nurse, The DON sialed staff
should he followiry the bowel protocol, The DON
further stated she assessed the resident, and
fhere was no evidencea the residont wag
constipated or had a facal mpaction,

1002 FOREST DRIVE
WIND RIVER HEALTHCARE & REHARI RIVERTON, WY 82504
(X4 ID SUMMARY STATEMENT OF DEMICIENCIES D ' PROVIDER'S PLAN OF CORREGTION x8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREOTIVEE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8G IDENTIFYING INFCRMATION) TAG CROSE.REFERENGED T THE APPROPRIATHE DAtE
DEFIGIENCY)
F 308 Continued From page 7 F 309

This Plan f Corraction is the conter's credthia
,, allegation of compliance.

Preparation and/or execution of this plan of eorraction
does not consiliuie athwission or agreemont by the
provider of the truth of the faots alleged or conclusions
gef forth In the statement of defictencies, The plan of
correction it prepaved andfor executed selely becausd
it s required by the provisions of federal apd Siate law,

F 312 483.26(2)(3) ACTIVITIES OF DAILY LIVING F312] F 312 Activities, of Daily Living 32100
5%=0
A resident who 13 unable o carry out activities of This requirement will be met as evidenced
dally living receives the nesessary services to by:
maintaft good nutrfion, grooming, and personal
and oral hyglene, 1. Resident #61 will routinely reseive
appropriate perineal care following any
incontinent epizode, His akin will be
assessed on a routine bagis to assure
This REQUIREMENT s not meat &s evidencad prophy]aclﬁc care for skin brcakdown'
by infaction and odor. C.N.A. will complote
Based on vbservation, staff interview, and review inservicing and competency testing for
; of plicies and procedurss, the facllity failed to parinoal care as provided by the 8DC.
| ensure staff provided Incontinence care for 1
| (#61) of & Incontinent residents observed during
the provision of perineat {incontinence) care, The
findings wera:
Ohservation on 2/3/00 at 7:30 AM showed
certified nurse aide (CNA) #1 assistad resident
#51 Into the bathroom and removed the resident's
FORM GMS-2367(0208) Previous Verslons Cbsolate Evant |D: HENY11 Faclity I WY0037 If continuation shest Page 8 of
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a<.

'| performad "to pravent infecflon, skin breakdown

urine saturated brief before assisting himfher to
the tollet. After the resident used the follet, the
CNA put a new brief on him/her but did not
provide petineal care. Intetview with the CNA on
213/09 at 7:50 AM ravealed the CNA did not
provide perineal care becguse the resident's
agltation made it difficutt for the ONA to provide
the care without the assistance of another staff
person, The CNA did not say why she did not ask
anothet staff person for agsistance, Interview with
the DON on 2/4/09 at 2:85 PM ravealed staff
were expected to provide perinaal care after each
insontinent episode and if the task required more
than one staff parzon, the staff had been trained
to agk for addiional staff assistance, Review of
the facility's 2007 policy and procedurs related to
permeal care revealed petineal care was 1o be

and odor."

s

FORM ARPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
| STAYEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA (¥2) MULTIPLE CONSTRUCTION (X3) DATE S8URVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: GOMPLETED
A, BUNLLENG
C
, WING
535031 B 02/05/2009
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, QITY, STATE, ZIP CODE
10072 FOREST DRIVE
WIND
RIVER HEALTHCARE & REHABI RIVERTON, WY 82501
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES " PROVIDERYS PLAN OF GORREGTION x5
PRERIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGK CORRECTIVE ACTION SHOULD BE COMPLETION
ToG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO 'THE APPROPRIATE DATR
DEFICIENGY)
F 312 Continued From page 8 E312|  This Plan of Corrention is the aenter's credible

ategation af complizitee,

Preparation imdior axecutiott af this plan of correcrion
does not constitute ednission o agreement by the
provider of the truth of the facts alleged or aunclysions
st forth In the statement of deficiencies, The plan of
correction is prepared andfer exscuted solely because
it iz reguited by the provisions of faderal und state law,

Contlnued from Page 8

F 312 Activities of Daily Living

“This requitement will be met as evidenced
by:

2. Al CNLAL s will be fnsorviced by the
SDC on the complztion of perines] caro per
facility polisies and protocols,

Weekly skin assessments will be completed
by licensed nurses as well as

daily skin review by C.N.A’g to assure
perineal cays is given to maintain

rmaximal skin health.

3/21/09

3. Performancs limprovement audit tools will
Dbe utilized on a routine basis by the
DNS/Designee to agsure skin assessments
and reviews aro completed as an indioator of
the provision of appropriate perineal care to
mealdents.

Random competency reviews of CN.A’s
providing perineal care to resiclents will be
completed by the SDC/Designee with
additional training provided if indicated.

4. Results of pevformance improvement
monitoring tools will be presented to

The Performance Truprovement Commitiee
by the DN for review and further
interventions, if indicated.

EORM CMS-2567(02:88) Previous Versions beolete

Evant [ HENY11
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