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F253 483.16(h)(2) ENVIRONMENT 2 met as 7118106
$8=D 483.15(h){2} ENVIRONMENT FR63 svidenced by:

The facllity must provide housekeeping and
maintenance services necegsary o maintain a
sanitary, orderly, and comfortable Interior,

This REQUIREMENT iz not met as evidenced by.

Based on staff interview, facility observations, and
review of facility policies and procedures, the facility
falled to assure atequate housekeeping and
sanitation measures regarding cleanliness of walls,
heater and room air circulation fans, and window
screen coverings, In addition, the factity failed to
assure a whirlpool tub was ¢leaned and sanitized
according to the manufacturers specifications. The
findings were;

Observation of the laundry rooms on 6/1/05 at 3 PM
and again on 6/3/05 at 8:45AM revealed a dirty
ceiling heater in the clothes dryer room. Dirt and lint
had accumulated on both the inside and outside of
the unit, The heater was situated over clean and
folded blankets and residert gowns. In addition,
abservation of the air intake window screen in the
waghing machine room revealed an accumulation of
leaves and other organic matter on the outside of the
screen, Finally, the grate covering the exhaust fan in
this same room was coverad with dirt and lint,

Observation of the oxygen tank storage room on
6/2/05 at 1150 AM revealed there wag wall tile
extending four feet up from the floor. Observation
revealed approximately one eighth inch of
accumulated dirt and grime on the floor as well as on
the top edge of the tile.

On 6/1/05 at 10:05 AM in the front tub room,
ohservation showed & dust build-up on the (iR

The ceiling henter In the dryer room will be
cleaned as well as the exhaust fan grate.
The air intake window has been cleaned
of organic debris, The ESD'WI make
weokly rounds to assure these ilems
continue to be cleaned on a routine basie.
Any concerns will be addrassed on
discovery and forwarded to the Pl
Committea for any needed action,

The oxygen tank storage room has heen
thoroughly cleaned, The oxygen storage
reom has been added to the monthly
howsekaeeping cleaning schedule to asaure
ongaing cleantiness, The information will
be sharad with housekeeping staff at the
departmental meeting. Regular rounds
witl be compieted by the housekeeplng
supervisor, Results of these rounds will
be included in the housekeeping P
reviaw,

The front tub room area has been
tharoughly cleaned by the housekeeping
and nursing staff. The pink plastic
container cited hag been discarded. The
housekeeplng staff and CNAa responsible
for teatdent bathing will be inzerviced on
daparimental cleaning responsibilities and
expeciations for the bathing area(s). The
housekeeping supervisor will complote
weoakly rountdu of thess areag. Any aress
of non- compliance will ba adtiressed with
the appropriate staff members and
concems reviswed a the Pl meeting as
needed.

Thiz Plan of Comection fe prepared and subaiiited as
roquire by law, By aupmititing ihis Plan of Comeciion,
Wind Rivor Haaslthcam #nrl Rehabifitatian dows nat somit
that ihe dollckoncies leled an tha HCEA 2607 oxist, ner
oo the Raclity edmil to any statements, findings, fagte
or conclesiany that krm the besls for the alfeged
dadiciancisg, The Facity reseney fhm Aght lo chdlionge
in Inga! proceedings ali deficencles, stalementy, fndings,
Faele and conclusiony tot-farm tho basisfor tha
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F 253 Continued From page 1
inue m page 1
F253 Continued From pag , F283 | ) vt aides wi bs Insrvied reled o the
platform, base board, Rubber Maiq cabinet, heat proper dlslnfecting procedura for the whiripool
{amps and glove dispanser. In addition, there was a tui?:.mleasurino gﬁw:?sxlwu :%gpmdadlm usa
build-up of hair and soap scum residue bstween the wih the cleaning chentcas. 1he b sanibzing
profocol will he poated in the lub rooms, The DNS
it platform and the tub. Furthermore, there was or deaignes will perform random raview of use of
rust coiqred build-up in a pink p!as!rc container comact sanllizing procedures.
located in the Rubber Maid cabinet.
On 6/1/05 at 10:30 AM certified nurse aide (CNA) | #1
was observed cleaning and sanitizing the Century
whirlpoot tub. CNA#1 used a chemical called TB.
Phene, She poured an unmeasured amount of the
liquid into the tub, filled the tub with water, and then
ran the tub for 10 minutes before rinsing. During an
interview al this same time, CNA #1 stated that she
used the TB Phene for cleaning the tub after two
residents {one who wae thought to have shingles, and
one who had Methicillin Resistant Staph Aureus) used
the tub. CNA #1 slso stated she felt this was a batter
chemical to use to ensure sanitization afier potentially
infectious residents used the tub, Review of the
facilities policy for use of the T8 Phene revealed that
one oince of the solution was 10 be used. Interview
with the infection control coordinator on 6/3/05 af 8:45
AM revealed the amount of TB Phene should have
been measured to ensure sanitation,
F279 483.20(k) RESIDENT ASSESSMENT F279 718108
8S=D k) SM Fa79 483.20{k) RgsmENTbASSESSMENT will
The facility must develop a comprehensive care be met ae svidenced by:
pian for each resident that includes measurable Residant 53 Js deceasad.
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial Thio Plan of Carreation i propansl and subimitied a5
needs that are identified in the comprehensive required by law, By wubmitling (hia Pian of Correciion,
; t Wind Rives Hoattticare and Rehabiitation doas nol edmil
assesgsment. inat the doflolenciey ik on the HOFA 2567 exisl, nor
Y e e e
The care plan must describe (he following: The Thio Facllly roosrvas tho rght o chslienga n bgel
services that are 1o be furnished to attain or e o a i ot fcings, et
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. F 279 Continued From paga 2
F 279 Contivied From page 2 F279

maintain the resident's highest practicable physical,
mental, and psychogocial well-being as required
under s483.25; and

Any services that would otherwise be required under
5483.25 but are not provided due to the resident's
exercise of rights under 848310, inciuding the right
fo refuse treatment under 8483.10(b){(4).

This REQUIREMENT is not met as evidenced by:

Basged on observation, staff interview, and medical
record review, the facility failed to ensure care plans
were updated to reflect current care needs
periaining to oxygen, falls, and anti-anxlety
medication for 2 (#53, #42) of 13 sample residents,
The findings were:

Medical record review for restdent #53 showed that
on 6/1/05, the physician ordered oxygen. 1to 2 liters
by nasal cannula, when necessary to keep the
resident's oxygen saturation level above 90%, In
addition, on 6/1/05 at 7.05 AM a fall protection mat
was observed on the floor next to the resident's bed,
However, medical record review showed the current
care plan did not reflect the use of the oxygen or the
mat next to the resident's bed.

Review of the June 2005 physician's orders for
resident #42 showed the resident's Xanax {(antl-
anxiety medicatlon) was discontinued on 5/16/05.
Howaever, madical record review showed the May
2005 care plan was not updated to reflect this
change,

During an interview on 6/1/05 at 4:30 PM with the
restorative nurse, it was confirmed that the care

Care Plan for Residant #42 will be correcied to
reflact changes in medlications,

Livensed nurses wiil be ingerviced related to
proper documentetion and the importance of the
Care Plan refisciing the currant care needs of the
reaidonts Tha DNS or designee will perform
ronthly audits of random charta 1o ascertain that
Care Plaps comrectly reflect the needs of the
residentS Any noted discrepancles will be .
reviewed ot iha monthly Parformance % -
improvament mesiing with corrective action

completed as nesded,

Thix Fon of Correciion 18 prepared wd snbmivicd as reprivor?
oy lawe, By sidlinitringg thix 'hom of Qorrectton, Wind River
Heclthoare aad Rukobilitation dacs nuf odmft ihat e
deficlenclos fisted on e HCUA 2087 axist, wor thowy the Pactlity
admN i ey swatements, Sulige, fuctt oF conelrious thid forn
the bands Jor Whe effagud chyffohsnelis, The Puacilily rasprves iby
vight i chalfonpe In Jegal provecdings ail defichmetuy,
Stemerniy, fndings, fircts and sonchilons ti foees the dete fr
the defloloniy,

FORM CMS-2667(02-00) Provious Versions Obsolete EventiD: PL1114
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F279 Continued From page 3 F279
plans of resident #53 and #42 were not updated to
reflect their current care needs.
ESSMENT F281 F281 718105
ggg E) 483.20(K)(3)() RESIDENT ASSESSME I 3_20(?&] (3 RESIDENT -
. i : ASSESSMENT will ba met as svidance:
The services provided or arranged by the favility by:

must meet professional standards of quality.

This REQUIREMENT Is not met as evidenced

*by;

. Based on observation, staff interview, review of
facility policies, and medical record review, the
facility failed to obtain or follow physician's orders for
3 of 18 (#80, #21, #38) sample residents. The
findings were:

Review of the cloaed medical record for resident
#30 revealed he/she was in the final stages of end
stage renal disease, Further review showed the
facility sent a fax to the physician stating the family
had askad to discontinue dialysis and had signed a
comfort care sheet. The facllity requested an order
from the physician to discontinue the diatysis and o
provide comfort care only, Although the physloian
signed the fax, he neither agreed to nor rejected the
facitity's requests, ,

Review of Juna 2005 physician's orders for resident
#36 revealed he/she had a chewing problem,
malalse (vague discomfort), and fatigue. Further
review revealad an order was written on 5/17/05 for
speach therapy threa timos a week for twi weeks
for dysphagia rdifﬁculty swallowing) and for diet
management., Review of the entire medical record
ravealed no evidence speech therapy was provided.
Interview on 6/3/05 at 10:45 AM with the director of
nursing (DON), who

e

Resldent #80 la decaased and the
record |s cloged,

The physiclan has clarified the order for
speach therapy for resident #36,
Resident #38 does nel have a need for
speech therapy, This was a transcription
error, The physiclan orders will be
verifiad by charge nurees for corfectness
aach month, The ficenzed nursing staff
will be inserviced related to accuracy of
physician ofders. The DNS or designsije.
will review random-numbars-afmenthi
physician orders each month, Any
discrepancies will be reviswed at the
monthly Performance improvement
meeting and follow completed prier lo
next Performance improvement meeting,

The physician has written an order for
TED hooa for resident #21. Licensed
nurelng staff will be Insarviced related to
ebtaining physiclan onders for all O S
troatmants, The or designee will
raview physiclan orders for accuracy
monthly. The results of the roview will
be inoluded in monthly Porformance
improvement meetings and fellow up will
be complated as needed.

Thia Pan of Gomeation js.prparad and subimitled ss
roquired by iaw, By aubmiiting tiifs Flan of Comecrian,
Wind River Healihbare and Rehabifiation choes not
admit the! the detizlencios fiaked on the HOFA 2667
oxigl, nor dood the Faclity sdavit fo any stetemanis,
findings, facts or conchisiona that farm Ihe basia for the:
alidtrod niaficisniciny, The Faoilly rassrves the right to
challenge In lsgal proveadings &l defichcles,
sintements, frdinga, lects and conelusions that form

FORM CM§-2607(02-69) Previous Versions Obsolets  Evont 1D PLII 1
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F281
F281 Continued From page 4 F281 Continued From page 4
had cansulted with the speech therapist, revealed the T e o AR s bt
resident had not been treated by the speech The blood glucose chack aquipment log wilk be
therapist. The DoN further stated the speech therapist updated daity. The licansad nurses will recelve
had not been informed of the order. irgining pertaining to equipment checka. Tha
completion of testing and nwumriyh of |oﬂss will be
. ly basis b N
Observation on 6/1/05 from 9 AM through 11 AM, on e e b
6/2/05 at 8 AM and 3 PM, and on 6/3/05 at 9 AM inciuded In the fonthly Parformarice Improvement
revealed resident #21 was wearing TED hose (anti- meating minules nd follow up will be completsd as
embolitic stockings). Review of the May and June needed,
2005 physician's orders revealed there was no order
for the TED hoze. Interview with the DON on 6/3/08
at 10:45 AM confirmed there was no physician's
crder for the TED hose.
Review of the faclity's policy litled: "Blood Glucose
Equipment Check," showed blood glucose equipment
chacks were to be performed in order to clean,
calibrate and validate proper functioning prior to
obtaining blood glucose levels from residents.
However, review of the front nurses' station
Glucometer (a machine to check a resident's blaod
sugar level) Quality Control (QC) log, revealed staff
failed to perform the required QC from May 13, 2005
to May 23, 2005, May 24, 2005 to May 29, 2006 and
May 31, 2005, Interview with the DON on 8/3/056 at 9
AM revealed two residents on the front nurses' wing
required daily blood glucose testing.
F312  483,25(a)(3) QUALITY OF CARE F312 Fa12 TH8I05
£8=D ' 483.26(a)(3) QUALITY OF CARE will be
A resident who s unable o carry out activities of daily mot as evidenced by: '
living receives the necessary services 10 maintain This Pian of Comsollon is proparod and submired as
good nutrition, grooming, and personal and oral s P ot o e oo ot
hygiana ' that the defitlencies iistad on e HOFA 2587 walel, rior
‘ : 1000 (he Factilly achnll to any statomenis, fdhgs, faors or
. oonciuaions that form the basis fr the alnged doficiances,
This REQUIREMENT is not et as evidenced by: oo Sl oo 0t and
congivziony that fomn e basio for he dafichaney.
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. F 312 Continued From page 5

Based on observation, staff intarviaw, medical
record review, and review of facility pelicies and
procedures, the facility failed to ensure 1 (#53)
sample and 1 non-sample (#85) of 19-rasidents -
seatad in the Purple S8age dining room received the
necessary services to maintain good nutrition. The
findings were:

Review of the 4/19/05 annual Minimum Data Set
{MDS) assessment for resident #53 revealed
he/ehe had sovere cognitive impalrment and
required extensive staff assistance with eating.
Observation of the evening meal op 5/31/08
revealed the resident received his/her dinner tray at
5:45 PM. Continued observation from 5:45 PM until
6:25 PM revealed the resident was aslesp and
slumpsd over in histher wheelchair, Observation
revealed no staff assisted the resident with his/her
megl durlng that fime (40 minutes). Observation of
the breakfast meat on 6/1/05 revealed the resident
roceived hisfher tray at 8:25 AM. Continued
observation revealed the resident received no staff
asslstance from 8;25 AM until 9 AM (35 minutes).
Interview with CNA #4 on 6/1/05 at 9:15 AM

confirmed this resident required feeding assistance,

Review of the 5/27/05 annual MDS assessment for
resident #65 revealed he/she hed severe cognitive
Impairment and required extensive staff assistance
with eating. Observation of the evening meal on
5/31105 revealed the resident received hisfher
dinner tray at 5:35 PM. Continued observation from
5:35 PM untll 6:35 PM revealed the resident was
asleep and slumped over in his/her wheelchair.
Observation revealed no staff assisted the resident
with histher meal during that time (60 minutes).

F 312 Confinued From page 5

Wa{ e

F3t12 i
The SLP will re-evaluate resident ws3forany P15

intarventions 1 be utifized during maalime.

Appropriste number of staff wil bo availabls fo 2244 R ES

~garve residents in a limely manner. Alinursing
staff will bs Inserviced related to approprinte
assiatance of impairad resldents, DNE or designes
wlll obsarve meal servica aach week, Any further
aducalion noads dartified will be provided on an
as-npadod bagls, The resulls of the meal
ohservations will be prasanted at monthly
Parformancs Improvament medlings. All follow up
will be completed as neatled,

Thia Pleet-of Carreciion le praguersd and sibmitied av raguirod 8y
Jerw, Ry suelimittinige i Pliod af Correvtive, Wind Rivey
Heaieteore amd Relablilion does vt admit fel s
deflofencioy Hited oi the HCFA 1587 exint, nor does the Fociliyy
ol 10 GHY sedemants, fndings, facts OF coliclietons that form
ha hawls for i clinped deflchmeien. The Fucliin pesirves the
right by ehallenge Iis legal procusdings all difielenclos,
wtatemonty, findings, focir ond canchistons i form Ihe boxis hr
ihe dRfictency.
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F 312 Continued From page 6 F312
Review of the facillty's poficy on dining standards
#608-05 dated 4/9/04 revealed trays ware to be
gserved to resldents who required assistance of
feeding only when a staff member was avaitable to
provide assistance,
F324 483.25(0)(2) QUALITY OF CARE F324 | F324 483.25(h}2) QUALITY OF CARE wil 7/18/05

58=E
The facility must ensure that each resident receives
adequate supervigion and assistance devices to
prevent accidents,

This REQUIREMENT is not mel as evidenced by.

Based on observation, medical record review, and
staff interview, the facility failed to provide a safe
environment in two of threa dining rooms, The
findings were; ‘

Ohaervation of the Speclai Care Unit (SCU) dining
room on 8/1/05 at 8:20AM revealed 13 residents
eating breakfast at three dining tables. Two staff
members were assisting rasidents at two of the
three tables, The following concems were identified:

a, Review of the 3/17/05 Minimum Data Set
(MDS) assgasment for resident #45 revealed hefghe
was cognitively impaired and had a diagnosis of
Alzheimer's Disease, The resident was seated at
the third table with no staff present.

b, The resldent was observed chewihg on and
attempting to eat a small individual plastic serving.
tray of jelly, Neither of the two staif at the other two
dining tables observed the resident chewing on the
container,

c. After approximately three minutes of
chewing on the plastic, the resident splf the plastic
out, Observation of the plastic jelly tray at

be met as evidenced by:

Restdent #45 will be agsessed for appropriate
seating during meals related 1o level of
sypervision required for safety, Staff wili
provide asslistance as needed,

;Z'he cupboard in the main dining reomm will
have tha lock teplaced. The chemicals whl be
removed, The Environmental Seyvices
Director will make weekly rounds of the
buliding to insure that safely measures am in
place, Any discrepancies will be presanted ot
the monthly Performance Improvernant
meeling and corrective sctloh completed as

needed, _

| Ruotnabine Stefy willasaspar
Ced  Peetdiats Wwpamﬁ;j
V‘]J‘L’é'/mj 0W pundeids Pl

/7 aggie .

Thin Pl af Corrveiion 1 prapared aml satarilied ae requlred by
fw, By submitthay thix Pan of Correction, Wimi River Healthoors
o ReratiNiertion does e acult B the deficlonciox tintéd on the
HOEA 2302 extsl, nor doss the Facllity admil to anp stakemonts,
firnflngs, fevnid oF ponclinduns (R forn the hods for- th: ettegud
dafialovnse, Tin Factilty révdrves e right io chisthere it Yogal
provediinpe all dofleiencies, ok i Jirndins, faots el
conciuslang ot forme the bsis for the defielomg,
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that time rovealed the hard plasfic to be mangled and
almost chewed In half,
Observation in the main dining room on 8/2/05 at
12:30 PM and again on 6/3/05 at 10 AM revealed a
cuphoard in a comer. The cupboard lock hed been
removed. Inslide the cupboard were four containers
¢ontaining caustic chemicals Including one bottle of
Windex, one bottle of industrial strength window
cleaner which was labeled "Do Not Drink," one bottle
of generic glass cleaner containing ammonia, and
one bottle of a cleaning product labeled "Krud
Kleaner" which was labeled as an "sye and skin
Imitant.” interview with the maintenance director on
6/3/05 at 10:35 PM revealed the facility was in the
process of painting the oupboards. As & result, the
lock had been removed for approximately one week,
F371 483.35(h)(2) DIETARY SERVICES F371 Eﬁl aﬂ’tiﬁ(‘g}_ﬁgﬂgﬂﬂ" SERVICES will 7H8/05
S8=k :
The facility must store, prepare, distribute, and The cited bag of frozen pees has been
serve food under sanitary conditions. removed from the freezer, Food scoops have
" been cleaned. The dietary steff will be e
= “NIT i i . inserviced in fha areqs of proper food storage .
This REQUIREMENT is not met as awdanceq by and fosd cloanlineas. The DSM will meke é‘?\ W‘Wﬂ
Based on staff Interview, and random observations, weekly rounds to assura ongoing compllance-—| {4
. tﬂe facliity falled to ensure sanitary - conditions for :lthw "f,i‘;’,"“&“i“{ﬁ, BA:’v deﬂg:encl%a nﬁm“wm
the storage of cooking utensils, In | addition, the ed at 1 founcing. L-ontinking
facliity falled to close open food ; containerg and to {?.Z”S?Sf,mm“ﬂﬁ“rﬁﬁ?‘ﬁi“?éﬂ: rarded (o
t;_)r%\fent cross contamination of food items, The recommendations.
indings were:
ObSBrvatiDnS in me ffeezer 0@5’31/05 at 3:30 PM, iz Plam of Corveatiom kn proprsd aned subpttied as rogrired by
on 8/1/05 at 4:50 PM, and again on 6/2/08 at 6:15 I P o vt ey
PM revealed an opened 30 pound sack of frozen A 2567 vt o doos the Tl oty oy i,
pfg:. ﬁln:lamwlewﬂwith ctihgw kitchen manager on 6/3/06 gg;ggz%{;?mﬁ%;7;v;;;${m%mm o,
aLy. contirme e Gontalner 't."mm‘mllo;a' ;;»(ar,ﬂ.'{rm the bam‘ﬁ;rm;,:@g‘:‘ﬂ:ﬁ;fmf"wd
FORM CMB-2667(02-59) Pravious Varalons Obsolte Event IO PLYH 1 Faciity 1D " Wa0S? If continuation eheet Pags 8 of 12
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,‘.’é‘g‘!& DEFI&%%\?%SE‘?E P'EECEEDED BYFF;ULL TI(ON Pag.-m gié\gg sc.ﬁgﬁfﬁﬁcﬁgﬁé°¥fs"fé’$ﬁ§fnm i CIOMPLD%;ON
F371  Continued From page 8 F371 | Fo7% Continied From page &
ilei The *Tin Cat’ has been placed on the floor, These
should be closed while in storage. e et by :pw mmmLfDmpW BR"
' location Will b checked on their weakly rounds, Any
Observation on 6/31/06 at 3:35 PM revealed two misplacement wil be reporied to the DSM for further
preparation/cooking utensils {food scoops) with neaded review with dietary stalf. Any emironmental
several small spots of crusty food debris on them, concetns wil be forwarded by the OSM 1o the PI
Interview with the cook af that time revealed the Commities for any needed acon.
utensils had not been cleaned properly.
Observations on 5/31/05 at 3;34 PM and again on
6/2/05 a1 5:20 PM revealed a mechanical mouse trap
in the food storage area, The manufacturer's label
identified the device as & <),Tin Cat.-.. The trap was
located on the third shelf of a four shelf storage unit.
Directly next to this unit was another four shelf unit.
On the bottom shelf of this unit with an open box of
potatoes,
' | F431 483.60(d) PHARMACY SERVICES wil 71806
F431 483.60(d) PHARMACY SERVICES | o FA | e :
$5=D . % s
= T, D Travadom, < Ohsossyaion actt d| ol loeeht

Drugs and biologicalg used in the facliity must be
labeled in accordance with currently accepted
professional principles, and Include the appropriate
accessory and cautionary instructions, and the
expiration date when applicable.

This REQUIREMENT Is not met as evidenced by:

Based on ohservation and staff interview, the facillty
failed to ensure expired medications were not
avallable for resident use. One of two madication
refrigerators contained expired medications, The
findings were:

DObsarvation of the back nurses' station
medication refrigerator on 6/2/05 at 3 PM
revealed the following expired medications: a,
Humulin N insulin for resident #0,

Any enplred drugs wilk be removed from the
refrigarator. The Staff Davelopment
Coordinator will Inservice the nurses
responafble for madication review. The charge
nurses will raview the drugs in the refrigerator
and the medication carta for explralion dates on
& monthly basis. All sxplred drugs will be
removed from the medicatlon cants and
refrigerators. The DNS or designee Wil review
and preacht any discrepandiey to tha
Performance Improvement committes with a
comective plan a5 neadad,

okreny

hix Man of Carrgotton Is prapared omd submitied v roquitved by ko,
By swbmitling e Plan of Coreection, Wind River Heolifsoire
RefeahiMtailon dioed hot crsit that the daficlencies isted na the HOEA
2867 avixl, war dova the Fciliey admit io any sinements, findigs,
iy e aeviefusions et form the asis fir the afloged dafictancies,
The Favitily reservey tha right fo cholfengs In lagol provecdings all
dutfedancien, stotentents, fdings, frois amd vonetusions ol form e
havie fior the difictoncy,

FORM CMS-2667{02-80) Provicus Verslons Dbzolete Evenil 0 PL1H 1

Faclity 10:  WYD0S7 If continuation sheet Page 8 of 12



FAX NO, 13978561749

FROM Jun. 27 2005 98:28PM F12/14

Ry

PRINTED: 068/17/2005

]
DEPARTMENT OF HEALTH AND HUMAN SERVICES Fo;g ggpgg%\gg?
CENTERS FOR MEDICARE & MEDICAID SERVICES OEA?E SUF.WE:I -
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION O e L ETeD
AND PLAN OF GORREQTION IDENTIFICATION NUMBER: A, BUILDING
8. Wig 06/03/2008

53503}

WIND RIVER HEALTHCARE & REHABI

NAME OF PROVIOER OR SUPPLIER }

STREET ADDRESS, CITY, STATE, ZIP CODE
4002 FOREST DRIVE RIVERTON, WY
82501

(X4)ID
PREFIX
TAG

I SUMMARY STATEMENT OF DEFIGIENCIES
1 {EACH DEFIOIENCY MUST BE PRECEEDED BY FULL
i REQULATORY DR LEC IDENTIEYING INFORMATION)

D
PREFIX
I TAQ

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROS3-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

X8
COMPLETION
DATE

F431

"F492
$8=0

Continued From page 8

expiration May 1, 2003.

b. Travatan (antiglaucoma) ophthalmic solution
for resident #16, expiration February 2005.

¢. Phenergan (anti-nausea) 25 mg
suppositories, expiration March 2005,

d. Two boxes of Phenergan 25mg suppositories
for resident #17, expiration May 2005,

e. Emergency stock of Phenergan 25mg
suppositories, expiration March 2006, interview with
the consultant pharmacist on 6/2/05 at 3 PM
revealed nursing staff were responsible for checking
on explred medications.

483.75(b) ADMINISTRATION

The facility must operate and provide services in
compliance with all applicable Federal, State, and
local lawe, regulations, and codes, and with
accepted professional standards and principles that
apply to professionals providing services in such a
facility.

This REQUIREMENT is hot met as evidenced by:

Baged on observation and staff interview, the facility
failed to ensure certified nurse aides (CNAg) did not
perform dutles that were outside their scope of
practice. Throughout days of the survey, CNAs were
observed adjusting the rate of oxygen liter flow for 3
(#53, #48, #70) of 13 sample resldents. The
findings were:

Review of the 6/1/05 physician's orders for resident
#63 revealed he/she was to racelve oxygen when
necessary to keep his/her oxygen saturation (a
method to determing a resident's

F431

F492

F402 403.75(b) ADMINISTRATION will ba
ovidenced by:

Rasident #53 is deceased,

Resident #48 and resident #70 will have the
oxygen liter flow posted on his/her concentrator
and on the regulator of the e-tank.

The Staff Development Coordinatal will ingervice
CNA's on the related scope of practice of a
certified nursing nasistant and adjusiment of
oxygen liter fiow. Each resident that has orders
for oxygen will have the current liter flow postad
on the concentrator and the ragulater for their e-
tank. The charge nurse will monitor the posted
Itar flow for aceuracy.

Thix Pl af Coereciiom 18 prepored aund sbmttied 43 tguered by law.
Hy sutmiving tits Phen of Goroeottan, Wind River Hoalthoaes and
Tehabittction dors ot G i tive sifTefeotir linted wi the JEYA
1567 axisl, Dot divgs e Freilily odmit i any stvements, Prdigs, favis
nr enmalskons thet form the bosls for i floged deflatonclys, T
i reservos the right o ofvilienge tn Jogal proceredige olf
deficianciey, siatements, fitntings, facte o canchisious il farm the
v fir the dafietancy.

——— ..

718/06

FORM CMS-2667(02.90) Previous Versions Obsolele

Event i0; PL1114

Facliny 1D

WY0O3?

If continuation sheet Page 10 of 12



FROM : FAY% NO,

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

STA’II'EMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERIGLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

335031

113878361749

Tun.

27 2085 @8:21PM P13-14

PRINTED: 08/17/20086
FORM APPROVED
OMB NO. 0938-0381

(€2) MULTIPLE CONSTRUGTION

A, BUILDING
B, WING

(X3) DATE SURVEY
COMPLETED

06/03/2005

NAME OF PROVIDER DR BUPPLIER '
WIND RIVER HEALTHCARE & REHABI

STREET ADDRESS, CITY, STATE, ZIP CODE
1002 FOREST DRIVE RIVERTON.WY
82601

x$Ho SUMMARY ETATEMENT QF DEFICIENCIES
PREFIX ! {EACH DEFICIENGY MUST BE PREGEEDED BY FULL
TaG !

REGLLATORY OR LBC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TD THE APPROPRIATE
DEFICIENCY)

D
PREFIX
TAG
i

F492 Continued From page 10

gas exchange and oxygenalion transport ability, and
is normally over 80%) Jevel at 80%. On 6/1/05 at
7:06 AM, CNA #2 was observed placing an oxygen
cannula on the resident, Without knowing the
resident's oxygen saturation level, CNA #2 adjuated
the meter flow to two liters.

‘On 6/1/05 at 10 AM, CNA #3 wes observed placing
an oxygen cannula on resident #48, CNA #3
adjusted the meter flow to four. Interview with
CNA#1 revealod there was nothing in the resident's
room or on the oxygen equipment that informed stalf
of what liter flow the resident required.

On 6/2/05 at 12 noon, CNA #4 was observed
changing an empty oxygen cylinder for a full cylinder
for resident #70, CNA #4 adjusted the oxygen rate to
two liters.

F314

483.75(1)(1) ADMINISTRATION
§5=D

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

This REQUIREMENT is not met ag evidenced by:

Based on record review and staff intérview, the
facility failed {o ensure phyaician orders ware
transcribed accurately on the monthly computer
printouts, and the medication administration records
{MARs) for 1 (#70) of 16 sample residents, The
findings were:

Review of the 10/27/04 original physician's order

F492

FB14 483.75(0(1) ADMINISTRATION will be met
F514) 98 evidenced by: '

The record fot resident #70 has been thoroughly
reviewsd and the physician has clarified the otder
for Alivan. Monthly physician orders and MAR's
will be cross-checked 1o assure accuracy, |, a Al
Licensed nursing staff will be Ingerviced related to
dogumenlation and the necessity of vorifying
coreect orders, Random charts will be pudited for
accuracy and the results presented at the
menthly Performance Improvement meeding. Any
corrective actions will be comgpleted.

Thi8 Finn of Crrreation I prepuced and subinilied as regpilfrod by kav,

Ny mihmitting thie Plo af Correcrion, Winid River Healtheare and
Rewvabilitmtion door sl infmil et the defickencler Wslad vre the HCFA
2307 onisl, twrr cvew tha Faavility aoaiii to ony stataments, firling, focty
rr conofisinmd then Jorw tha hosis for i wlleygod difielevelon, The

Basiltyy reserven il pljpin 1o chellenge i Jagal proceeding all
duffoidinla; &l s, findlingy, Jety and J that fisrm 1hl
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for resident #70 revealed the resident was
prescribed Ativan (antianxiety) 0.25mg when
necessary for an anxiety attack. In addltion, the
resident was notto be giveh a second dose of
Ativan within six hours of the previous dose.
However, review of the April 2005 and May 2005
computer physiclan's orders printouts and the Aptll
2005 and May 2005 MARs, showed the Ativan
order was transcribed as 0.25 mg by mouth
everyday related to anxlety secondary to
physiologicai decline exhibiled by shortness of
breath, fear and anxiety, Interview with the director
of hursing on 6/3/05 at 08 AM confirmed the
phygician's orders and MARs were transcribed
incorrectly.
Thip Plir of Coreditnn 18 peaparod wovd submisied av rogudved by ko,
A subamtizing this Plon of Corventing, Wimd Rivor Meatthesas ond
Redivisitiseriton dois st ofeit that iha daftclaneies isted s the HOEA
1567 exly, moor tiovs o Factlity odhrt i any sivedrtits, fudings, foct
oF coneiyinne thm forar i hods for i elleged JeﬁaJvm-mv it
TacHity rosorvays thie ight to ahallenge In eyl procesdinga ol
dufleleneten, stoicmonls, flvlings, Facta ond canchslont hat ftrm the
Beacds, firr it dgflelenen
- ORM CMS-2607{02-29) Previaun Varsictie Obsolete Event [: LAY Faclly ib;  Wy00a7 ., Heonlinuslion sheet Page 12 of 12



