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The fallowing common abbreviations are used
throughout fhis document:

DOM- Direetar of Nurging

BN - Reglstersd Nuise

MAR- Medication adminfstration racard
RD - Reglsterad Diatiian

Lass communly Ueed abkreviations wilt e
annotated In ensh defleiency where used.
483.20(k)(3X]) BERVICES PROVIDED MEET
PROFESSIONAL STANDARDE

The services provided or arranged by the Tacility
ruat meet professional standards of quallty.

This REQUIREMENT s not mat as avldencad

by

Braged on ohservation, staff intervisw, and
medical record review, the facllity failac to enstre
nhysician's orders were follawas for 1
non-sample resident (#48) during 1 of2
medlication pass observations. The findings werg;

According to the Wyoming Nurse Practice Act,
revisad July 2010, Section 3, pages 3-8 of the
Wyaming State Board of Nursing's Adminisirailve
Riles and Regulations, huraing staif must
futellan Under the direttion of a lleensad
physlclan, Refer fo Fadera! citation F30% for
details regarding RN #1 not following physiclan's
orders regarding the administration of blood
pressure medications fo residant #48

AB3.28 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Eoch resident must recalve and the facility must

F 284

F 309

) IO 0.
I£‘R4E—').FI!X [EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX, (FAQH GORRECTIVE ACTION SHOULD BE
TAL REGULATORY OR LBG IDENTIFYING INFORMATION) OROBS-REFERENCED TO THE APPRUFRIATE
,DEFGIENGY)
£ 000 | INITIAL COMMENTS FO00| This Plan of Correction 1s the Center's

cradible allegation compliance. Preparation
and/or execution of this Plan of Correction
does 1ot constitute admission of agreement by
the provider of the truth of the fucts alleged or
conclusions set forth in the statement of
deficiencies. The Plan of Correction is
prepared and/or executed solely because it is
| required by the provision of Federal and Stute
Taw.

F281
This will be met a8 evidenced by

. *Residont #48 will be placed on the vital
' sign daily list by the charge nurse for the
. CNA to take vital signs routinely priot to
administration  of  anti-hyperiensive
medications, Medication will be beld if
indicated, per physician’s order. ¥ Unit
munager (or designee) will complete andit
of all MAR’s to assuye vital signg are
being taken on all indicated residents and
physician orders are being followed for all
resident on antihypertensive medication.
#QIC will in-service $N#1 regarding
profesgjonyl standards 28 related to
administration  of  antihypertensive
ynedications and following of physician
orders related to same. SDC will in-
service all licensed nurses fo assute
awareness of need for compliance with

carrect protocols related to administration
of anti-hypertension medications. Unit
manager (or designec) will complete
routine  random  audits to  assure
compHance with taking of vital signs prior
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F 809 Continued From page 4 Fad This Plan of Correction is the Cemter’s

provide the necessary pareand services to attaln
of maintain the higheat prasticable phystesl,
mental, and psychosocial weall-baing, In

and plan of care.

This REQUIREMENT I not met as evidanced
by, . ‘

Bléaed on ohsarvation, staff interview and mediozl
racond review, the facility failed to ansure staff
appropiiately sssassed the vital sighg for1
non-sample residert (#48) prior to administering
anti-hypertensive medications. The findings were:

Raview of the April 2041 physician's recapltulation
of orders far non-sample resident #48 showed the

 resident had diagnoses inoluding hypertansion,

syhoope and collapse, and paroxysmal ventricUtar
kachycardia. Further review of this document
showed & 4/25/09 ordar for Metoprolol Terrate 23
milligram (mg) and Enalapil Maleate 10 mg (both
used ta ireat fith Blood pressore) cally, In
adition, the physician catabllshed the following

arameaters for both medicafions: Ifthe resident's
Elood pressure (E/IP) was lase than 90/50 of the
pulse was less than 60, the medicafions shauld
not be administerad. The following concams were
identified:

2. Observation on 413411 at 1140 AM
showed RN i administered both Metoprolnl end
Enalapl o the resident without sirat measuring
hisfher B/ ar taking & pulse. [nterview with the
RN an 413111 at 12:22 PM revesled she did net
take vital slgns prior o passing madications,
rather she checked tha vital signs ol pboard,
However, review of the vital slgns alioboayd
showed the resident had hot had any vital signs

accordance with the cormprehensive assessment

credible allegation complionce. * Preparation
and/or exccution of this Flan of Correation
does not constitute admission of agreement by
the provider of the truth of the facts alleged or
conclusions set forth 'in the statement of
deficiancies,  The Plan of Cortection is
prepared and/or executed solely because 1t is
reguired by the provision af Federal and State
law.,
F281 (Cont.)
to administration of anti-hypertensive and
compliance with physician orders.
*DINS will review any areas of conoern at
P meeting for further cortective action,
F309 :
| This will be met as evidenced by:
*Resident #48 will be placed on the vital
sign daily st by the charge nurse for the
CNA to take vital signs routinely prior to
administtation of  anti-hypertensive
medications. Medication will be held if
indleated, per physician’s order. * Unit
mavager (or designee) will complete audit
of all MAR’s to assuee vital signs are
being taken on all indicated residents and
physiciai orders are being followed for all
resident on antibypertensive medication.
*4DC will in-gervice $N#1 regarding
professional  standards  as  related  to
administration.  of  antthypertensive
medications and following of physician
orders related to same. SDC will in-
service all licensed nurses to assure
awareness of need for compliance with

correct protocols related to administration

ORM CMR-2567(2-88) Provious Varsions Obndlate

Eveht I0: OFTJ11

Fac . - s :
of anti-hypertension medications. Unit

PAGE BB/14

5/25/2011



-86/16/2011

Bd: 508 3878561749

' DEFARTMENT OF HEALTH AND HUMAN SERVICES

. CENTERS FOR MEDICARE & MEDIGAID S8ERYICES
4} BROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION {%2) DATE SURVEY
I Cod fmeMNglpgglfngg'ﬁ%ﬂEs o IDENTIFICATION NUMBER! A BUILOING . COMPLETED
535031 B WiNG 04p14/2011

WINDRIVERHEAL THCAREA

PRINTED: 04/258/2011
FORM APFROVED

OME NO, 0938-0381

TNAME OF FROVIDER OR SUPPLIER |
WIND RIVER HEALTHCARE & REHARILITATION CENTER

STREET ADDRESS, CITY, §TATE, ZIP CODE
1002 FOREST DRIVE
RIVERTON, WY 82301

AMaM 1 at 4:45 PM showed the hafflas in the

~ random audits of cleaning schedules and

EDRM CME-258T(D7.A8} Fravious Varsions Obealeln

[Bvant |D: OF7J11

F
cleaning areas to agsure thorough cleaning

o I SUMMARY ETATEMENT OF DEFIGIENCIES 1 _ PROVIDER'S PLAN OF CORRECTION. .
5| eormteACRmma | RN | BRI o | O
This Plan of Correction Is the Center's
F 809 | Continued From page 2 F 399 eredible a!le;;:timz compliance. Freparalion
takan on that day, Frrthermore, tha resident was o ttian of this Plan of Corvection
P;éﬁgrtggsnizt to have vie igns aken e & does not constitute admission of agreement by
“b. Review of the March 2011 and Aprll 2011 the provider af the iruth of the facts alleged or
MARs showed no avidenos staff checked the _ c:oncllu.sw'm sel forth in the statement o
reaidents B/P or pulse prior to administration of deficiencies.  The Plan of Correglion Is
thase medications which wera administered daily, prapared and/or execwied solely hecause it Is
0. Raview of the vital sign flow sheet history reguired by the provision of Federal and State
showad the resldent's B/F and pulse wera Iawi
meaisurecl onee on 3!&7‘/11 sgnd the d;asctl?]i[é 0 F309 (Cont.) ! 1
| remding was 58 (lass than 60 @s required), Bo . . _
B mgdluations(wﬂre administered anyway. img:’r ::; do?limgr;?ﬂimmut complete
Reviaw of the Aprll 20711 vital sigh flow shest i com - .y 0 assure
showed no BIP or pulsé readings wers recorded compliance with taking of vital signs prior
a8 measuted as of 411241, to administration of anti-hypertensive and
', 1371 | 483.35() FOOD PROCURE, F 371 compliance with physician orders, 5/25/2011
agar | STORE/PREPARE/SERVE - SAN ITARY *DNS will review any areas of concern at
Pl meeting for futther corrective action.
f The facllty must -
(1) Pracure food from solirces apntoved of Fa71
conaldered safisfactory by Federal, Stats o local [ . _
authoiilies; ahd , This will be met as evidenced by: 5/15/2011
(2) Stors, prepere, diskibute and serve food *a.  Hood system baffles will be
Lrder sanitary conditions thoroughly cleaved by assigned dictary
ataff,
b All food tramsport carts will be
thoroughly cleaned by assigned dietary
staff prior to further use,
This REQUIREMENT s net met 88 evideniged *IM will place hood system baffle
by cleaping on weekly oleaning list for
 Basad on observetion, sttf nferview and review completion by assigned dictary staff.
of the cleaning schaduls, he Facllriy_fa;led to DSM will place transport cetts on daily
anayre food storage caris #nd the kitchen eani S iule § )
ventiatlon haod were maintained in a sanitary cleaning schedule for complefion by
mannar. The findings wera: assigned dietary staff. Drinks will be
poured from iced cart in dining room to
1. Ohsarvation on 411411 af 3120 PM and an reduce spillage in carts,
*DEM/designee will complete routine 5/25/2011
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PREFX
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ORQBE.REFERENCED TQ THR APPROPRIATE
DEFICIENCY)

¢
COMPLETION
[2ATE

=37t

F 425
B8=D

Coniinued Frorm page 3
hood gystemn located above the rangs had a

visible accumulation of graase, Interview with the

sorparate RD an 4/13/1 1 at 12:50 AM revealed
the hoad gystem was claaned every six months
by an outside service. Review of the April 2011
cleaning schedule showed the hood system was
last cleanad on 4/10/11. Howsver, ased on
ohservation this may haeve baen Inaccurate.
I3utly the Interview the RD verifled thai the
haffies were greasy and needed to be cleaned

more fraquently. Actording to Fued Coda 2008,

U.8, Public Health Service: 4-801.11"... (C} .
Nanfood-contact surfaces of gulpment shall be
kept free of an accumtiation of dust, dirt, food
resfdue, and other dubris.” "

2. Qbservation on 4/114141 at 3:20 PM and on
4112011 gk 5:28 PM, tevealzd the four carts used
to store and transport food §rays to the resident
dining areas were not olean, The Interlor of tha
garte had spillad food and splatfers of food on the
sldas and the fioor of the oarts, On 412411 at

-1 5:28 PM observation showed the amall cart that

remained unclesnad was loaded with resldent -
food trays far he-avening maal. At that ime, the
dietary manager revealed thay wers to be
cleaned dally aceording o the dleainihg schedule.
Review of the vleaning schadule far April 2611
showed e faod carts ware nat cleaned on
4/10/11 or 411711, Accarding fo Food Code
2008, U,S, Public Haakh Service: 4-801,11".. (C)
Nonfoed-contact surfaces of sauipment shall be
kept free of an accumulation of dust, dirl, food
residue, and other debria.”

483.60(a),(b) PHARMAGEUTICAL 8YC -
ACCURATE PROCEDURES, RFH

The facility mtist provide routine and emergancy
driigs and biologicals to its residents, or oblain

E 371

F AR

This Plan of Correction iz the Center's
aredible allegation compliance. Preparation
and/or exechlion of thiy Plan of Correction
does not constiiule admission qf ugreement by
the provider of the truth of the facts alleged or
conclusions set forth in the statement of
daficiencies.  The Plan of Correction is
prepaved and/or exeonted solely because i is
reguired Dy the provision of Faderal and State
law,

i F371 (Cont.)
- has been completed. Deficient areas wil]
~be toted and correct cleaning will be
completed,
"Repeat areas of concern noted in audit
process will be presented to the PI
commpittee by the DSM  for
~implementation  of further cortrective
action if indicated.

F425 oo
This roquivernent will be met as evidenced hy:

Naurses will be sdueated on dating vials when
opened, Monitoring vial dates and discarding
after 30 days, They will be provided a list of

RI GM5-2567(02-00) Proviout Yerslons Ohanisle

Event 10:0F7.11

Fawility | B WYD037
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. F 425 | Continued From page 4

them under an agreement described in
§483.75(h) of this part. The faollity nay permit
Linlicansed personnel i administer drugs If Btate
law permits, but only under the genersl
supérvision of a licensed Mrss.

A faclity must provide pharmaceutioal services
{inclucling procedures that aasure the acouraie
acyulring, recelving, digpensing, and
administering of all drugs and blologicals) ko meet
the heeds of each resldent.

“The facility must amploy or phtain the services of
a llcensed phanmacist who provides oonsulation
on all aspeats of the provision of phafmacy
sarvies in the facility, '

'g?"n‘s REQUIREMENT Is not metas svidenced
s

Based on observation and stat interviaw, the
faciltly falied o enslre medications ware dated
when they were opened &nd used prior t0
axplration on 1 of 1 medicatian oarts (front hall).
The findings wers:

Observation on 414111 et 8:40 AM of fhe
medication cart on the frohk hadl showad the
followlng medications were available for
adminfstration:

2. Novalin R, a stook insullt, had hesh on
opaned 3/10/11 and was past the thirty day
expiration window.

b. Novolog Insulin for sample rasident #4 hat
been opened on 376111, which was past the thirty
day expiration window.

o, Lantus Insulin for sample resldent ¥4 was

F 425 This Plan of Correction iz the Canter's
- credible allegaiion complicnce. Preparation
and/or execution of this Plan of Correction
does not constitile admission of agreement by
the provider of the teuth of the facts alleged or
conclusions sat forth in the statement  of
defictencies.  The Plan of Correction. s
prepared andior executed solely because it is
required by the provision of Federal and State

Lenw.

F425 (Cont)

yeds md length they can be ysed, Ramlom
 andits will be completed by DNS or designee.
Any disorepancics  will be treviewed end

. discagsed at PL 512511

FORM CAIB-2687(02499) Previous Verglane Obsaleta Fyvont iR:LF7T
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F 425 | Cantinued From page 5
unciated 2= to when it was ppensd 80 the
axplration window was UKnown,

d. Interview with the DON en aM4M1 at 840
AM confiymed all the above metlicaticns should
have heen dissarded. ‘ .
= 4286 | 483.80(c) DRUG REGIMEN REVIEW, REPCORT
an=t | IRREGULAR, ACGT ON

The drug regimen of each resldent must be
reviewed at least once & moith by a licensed
pharmaeist.

The pharmacist must report any lregulariies to
thes sttending physician, and the ditector of
nursing, end these reports must be actad upon.

This REQUIREMENT s not met es avidenced

v
RBased on medioal recard review and staff
intarview, the facilty fallad to ensure jrregularities
identifieddurihg the pharmacist’s menthly
metlication review wera acted upon by the
physictan for 1 of 14 sample residents (#39). The

findinge were:

Raview of the 1/6/11 physician's orders for

resident 49 revesled an order for Ditropan 8

milligrame (mg) for the diagnosts of urinary

.| Irngontinence. Revlew af the 242141, 3r2/11 and

Afaf1 pharmacist's drug raglmen reviaws

ahowed the pharimacist racommended the

physiclan consider diacontinuing the Diropan

| because of the residents diagnpsss including
urinary retentjon and benign prostatic ‘

hypertrophy. Review ofthe physiclai's oroers and

F 4251 This Plan of Correction is the Center's

credible allegation compliance. Preporation
andior execution of this Plan ¢f Correction
does not constilute admission of agreement by
the provider of the truth of the facts alleged or
conclusions set forth in the statement af

Fd28| deficiencies. The Plan of Correction 18

prepared andior axecuted solely because it Is
required by the provision of Federal and Slate
law.

F428
The requirement will be met as evideneed

by:

pharmacy consult will provide DNS =
witten, copy of anything that requires
atiention. Nurse om duty will wiite a
progress poted 10 the same. If consult
notifies physician a copy is to be provided
to purse for follow up. I po responss
from physician within 3 days N8 will be
notified, DNS will ensurs responsé is

given.

Slzgl|
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The faciity must astabllsh and malntain an
Infection Carrirol Program desighed fo provide a
gaite, sanitary and somfortable gnvironiment end

to help prevent the development and transmisgion
of disease and infection. Z

(a} Infeotion Contral Program
The facilty must establish an
Program under which It -

(1) investigates, cantrols, and prevents infactions
in the facility,

(2) Pecides whal proedutes, such as isolation,
shoutd be applied to an individual feeldent, and
{3) Maintains 2 recerd of Inciclents and corfactive
actions related to infections,

Infection Gandral

{b) Preventing Spraad of Infection
(1) When the Infection Contro! Program
detarmines that @ resident heeds isolafion to
prevent the spread of Infection, the faoility must
[aclaie the resldati

(2) The facility must prohibit employees with 8
commuhlcable diseass or infestad siIn leslons
from direct oontact with residents or thefr food, If
direct contast will iransimit the discase.

(3) The facilty must rad uire stadf to wash their
hands afler sach diract ranident contact for which
hand washing is indlcated by accepted
professional practice,

B4:50 '
3B78561749 WINDRIVERHEAL THCAREA
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() 1D SUMMARY STATEMENT OF DEFICIENCIES (o PROVIDER'S PLAN OF GORRECTION 6y
FREF|X {BACH DEFICIENCY MUBT BR PREOEDER BY FULL PREFIX (EACH CORREGTIVE ACTIDN BHOLULD BE GUM}’LEI'IDN
TA% REGULATORY OR LSC [DIENTIFYING INFC RMATION) TAG CROES-REFERENCED TQ THE APPROPRIATE UATE
DEFICIENCY)
F 428 | Continued From pagé 6 F 428 This Plan of Correction s the Cenier’s
progress nates showed no evidence the physician credible allegation compliance. Preparation
had evar responded fo the pharmacist's and/or execution of this Plan of Correction
recommendation. Interview with ths DON on does not constitute admission of agreement by
414/41 gt 10:50 AM confirmed there was ho the provider of the iruth of the facts alieged or
written response to the pharmaaist's ' pomclusions sel forth in the siatement of
recommendation by the physlcian, ' deficiencies, The Plan of Correction I
F 441 | 483,55 INFECTION CONTROL, BREVENT F a1 ppepared andfor executed solely because it is
go=E | SPREAD, LINENS reguitred by the provision of Federal and State

law.

Fa41

Requirements will be met by:-

Education of fhe muse was completed
imrediately by the 8DC:

1) Appropriate hand-hygiene

2) Not to punch tnedication out jito her
hand, but i cup

3) Not to remove coating from medication
with fingernails _

4) Importanos of timely medigation
passes

Random audits will be completed by DG
or designec to ensure compliates.
Concorns will be addressed and taken 10
fhe P1 comtnittes.

All nurses will be educated by 8DC or
designee on appropriate Nurse

prosedures.

Complete 05/25/2011

]

FORM GMS-2657(02-08) Previous Verslons Chasioln

Evant ID; OF7TM

Faclily 10: Wy0037
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\TEMENT OF DEFICIENCIES (%7) PROVIDRRISUPPLER/CLIA (42} MULTIPLE CONSTRUGTION (X8) DATE SURVEY
4D PLAN OF DORRECTION " IDENTIFGATION NUMRER A BUILDING OLMPLETED
5agost R WG 041142011

RANE OF FROVIDER OR SUPPLIER
WIND RIVER HEALTHCARE 8 REHARILITATION GENTER

ETREET ANDRESS, QITY, STATE, ZIF CODE
1002 FOREST DRIVE '
RIVERTON, WY 82501

F 441

(o) Linens
Parsohingl must handle, store, Progaks ahd
sransport ingns 0 as i prevent the spread of

infection.

This REQUIREMENT is not met a5 svidancad
by:

Based on observation and staff Interview, the
tacllity falled fo ensure staff complied with
recognized guldelines for hand-hygiene whila
prepering and administering medisations during 9
of 2 medioetion pass obsarvations. The findings

ware:

The following GONCEms were |danfliied during
obsarvation of the medication pass on 4181
from 11:20 AM through 14:58 AM;

u, RN 2 naed hand sanitizer on har hands
then touched the drawer handles, bubble packs,
medication bottlas, MARS, the tap ofthe
medication cart, and foushed her per prior o
hirging pilie In the madloation sup with her bare

| hands. The RN punched fhe pills out of the

bubhle packs iniw her hara handa of pouracl the
pille out of a botle ko her bare hands than
placed the pills int 2 medication cup for
sdministration, This process oceurred for 4
non-saimple resldants #48, #45, 60, and #62
with & total pumber of pills touched belng 34
Aceording o Elkin, Perry, & Potter in "Nuralng
Interventions and Clinical Sidlia,” Fourth Ecitien,
2004, page 374: "Use good hatd-hyglens
teahnigue for nonparerteral medicatlons, Aveld
touahing tablets and capsutes.’

b, RN (#1) did not clsanse her hards at =l
between non-sample residents #48 ancl #50,

o, Intarview with RN 31 on 413/11 at 11.68

o) 1D SLIMMARY STATEMENT OF DEFIGIENCIES I PROVIDR'S PLAN &F CORREGTION £45)
PREFIX (BACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EADH CORRECTIVE ACTION SHOULD BR COMPLETION
ThE REGULATORY OR LSC IDENTIFYING INFORMATICN) AT OROSS-REFERENCED TD THE APPROPRIATE oATE
BEFICIENEY)
Confinted From page 7 F 4471 This Plan of Correction is the Center's

oredible allegation compliance. Proparation
and/or execution of this Plan of Correction
does not constitute admission of agreemant by
the provider of the truth of the facts alleged or
conclusions set forth in the statement of
deficiencies.  The Plan of Correction Is
prepared and/or executed solely because it is
;‘equired by the provision of Federal and State
aw.

Fa4]

To ensure Med Pass compliance random
audits on residents #46, #48,.%0] and #52
will be completed to enswe appropriate

guidelines are followed.

FORY CMS-25E7(22-5) Pravious Versiana Obsolels

Evahl I 0F7 11

Fcllly [ WY0037
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DEPARTMENT OF HEALTH AND HUMAN SERVICES P R APLROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OME NO, 0938-0391

ATRMENT OF DEFICIENCIES {0 PROVISERBUPPLIER/CLEA {t2) MULTIPLE GONSTRUGTIIN (%3] DATE SURVEY
WM PLAN OF BORRECTION |DENTIFICATICN NUMBER: COMPLETED
A BUILDING
53501 B WING 04/141201"

" NAME OF PROVIDER OR SUPPLIER
WIND RIVER HEALTHCARE & REHABILITATION CENTER

51REET ADDRESS, OITY, STATE, ZIP CODE
1002 FOREST DRIVE
RIVERTON, WY 82501

FROVIDER'S PLAN OF CORREGTION

The facility must have adequate oulslde
ventilation by means of windows, of mechanical
yeplilation, of a comblnstion of the twa.

This REQUIREMENT s not met as evidenced '

by:

Hased on observation and staff inferview, the:
faclllty failed o provide outslda ventilatlon in 3 ¢f
3 intarior resldent bathrooms and 2 of 2 publle
restroorns on the front unit, The indings weral

During the fagility tour on 4/13/11 between 11:30
AM and 2110 PM, observations showed tha
hathrooms in reskdent raoms 18, 26 and 29 as

well &s fhe men and wornen's public restrootns

acrosa from the front nurse's station did nof have
nperafing oelling air vent fans, Al restrogms wera
in the front haliway and all wera Interlor rooms
and, therefors, lacked extarior windows.

Interview with the maintenenge manager on
413111 at 1:48 PM revealed he did nof know why

tesident rooms #16, 26, and 29 as well as
the men and women’s public restrooms
(across from front nurse’s station) will be
regiored by Maintenance Director.

¥Majptenance Director/designes  will
check all bathrooms to zssure vemtilation
system is working,

*Maintepance  Director/designee  will

complels routine random andits to asautre
ongoing adequate ventilation is. provided
to all restrauioy.

*Any ismmes needing repair will be
addressed by the MD and concerms wilt
be forward to the I committee for further
correstive action as indicated.

(%) ID SUMMARY ETATEMENT OF DEFICIENCIES I pot
PREFIX (RAGH DEFOIENGY MUST BE PREDEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULR BE COMFLETION
TAG REGULATORY QR 1.80 IDENTIFYING IMFQRMATION) TAG CROS8-REFERENCED TO THE APFROFRIATE AT
DEFIGIENGY)
F 444 | Continued From page 8 F 44| This Plan of Correction is the Centers
AM revealed she always Used her bare hands o credible ollegation compliance. Preparation
place medications In the pll] cuts, She further and/or execution of this Plan of Correction
slated she was unaware using her bare hands to does ot qonstitute admission qf agreement by
prepare medications was hot appropriate, the provider of the truth of the fasts alleged or
d. Qbeervation on 4/13/11 at 11:68 AM conclusions sel forth in the statement of
showed RN usad her fingernall to ramove the deficiencies.  The Plan of Correction 1S
ooating on & Flercon tablet for nonssample prepared andfor executed solely beeause it Is
resldant £52, Interview at the tivie revealsd she required by the provision of Federal and State
ramovad the coeting beoause it had to be derw,
crushad and the resident did not like the flecks of
aoating, Tha RN ¢ld not cleanse cr sanitiza her
hands before or after ramoving the coating with
har fingernall, nor did she wear gloves.
F 457 | 483,70(h)(2) ADEQUATE OUTSIDE: | F 4g7| F467 _
8- | VENTILATION-WINDOW/MECHANIC This will be as evidenced by: 5/25/2011
*Ventilation system to bathrooms' in

FORM GMS-2567([02-50) Previots Verslons Qbgolele

Evant Dy aF7a1
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‘ PRINTED:
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CENTERS FOR MEDICARE DICAID SERVICES OMB ND. 0938-0391
NTEMENT B DEFIOIERGIES (X3) FROVIDERISUPPLIEIOLIA (X2) MULTIPLE CONSTRUCTION (X8) DATE SURVEY
J PLAN OF GORREGTION IDENTIFIEATION HUMBER: COMPLETEL
A BILDING
B.
. 535081 wiNG DAr1472011
Newals OF FROVIDER OR SUPRLIER STREET ADDRESS, CITY, STATE, ZIP CODE
~ 1002 FOREST DRIVE
WIND RIVER HEALTHCARE & REHABILITATION CENTER RIVERTON, WY 82601
) 1D BUMMARY ETATEMENT OF DEFIGIENGIES o PROVIUER'S PLAN OF CORRECTION (st
PRERIX {EAGH DEFICIENCY MUST b PRECEDED BY FULL FREMX (EACH GORREDTIVIE ACTION BHOULD BE oM ETioN
TAG REBULATORY OR LSC IDENTIFYING INFORMATION) TAG GRDBS»REFEHEN%E;'E?' [w)F APPROPRIATE DATE
I 487 | Quntintied Erom page B F 487

the vantliation system $id not work, but he
suspected "a felephone mainteranoe man muet
have causead a ahort in the veniilation system
white recemtly workling In the attic”

L

ORM OMS-2667(02-09) Praviouy Yerslons Obisolel
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