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A complaint survey was conducted by Healthcare
Licensing and Surveys from 11/12/24 through
11/14/24. The survey was prompted by complaint
intakes WY00003848, WY00003994,
WY00004032, WY00004033, WY00004035,
WY00004036, and WY00004037.

The following common abbreviations are used
throughout this document:

BIMS: Brief Interview for Mental Status
CNA: Certified Nurse Aide

DON: Director of Nursing

MDS: Minimum Data Set

RN: Registered Nurse

Less commonly used abbreviations will be
annotated in each deficiency.

F 600 Free from Abuse and Neglect F 600 12/11/24
SS=D  CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;

This REQUIREMENT is not met as evidenced

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 12/09/2024

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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by:

Based on medical record review, staff interview,
and review of facility investigation and education
documentation, the facility failed to ensure
residents were free from physical abuse by other
residents for 1 of 4 residents (#10) reviewed for
allegations of abuse. The findings were:

1. Review of the 11/4/24 quarterly MDS
assessment showed resident #11 (perpetrator)
had a BIMS score of 6, indicating severe
cognitive impairment. The resident exhibited
physical behavioral symptoms 1-3 days during
the assessment period. Review of a progress
note dated 10/28/24 showed the resident was
ambulating to his/her room and encountered
another resident. Resident #11 reached over and
pinched the other resident in the arm. Review of
the care plan showed on 10/28/24 the care plan
was updated to reflect the resident to resident
altercation. The resident was placed on a 1:1 for
supervision following the incident.

2. Review of the 9/6/24 quarterly MDS
assessment showed resident #10 (victim) had a
BIMS score of 3, indicating severe cognitive
impairment. A progress note dated 10/28/24
showed the resident was pinched in the arm by
another resident. The resident's arm had bruising
and a slight scrape. A 10/28/24 note by the social
services director showed the resident had scratch
marks with dried blood on his/her arm. Review of
an interdisciplinary team (IDT) note dated
10/28/24 showed "...Resident has small scrape to
right lower extremity as result of altercation, area
is being monitored." Social services notes dated
10/28/24, 10/29/24 and 10/30/24 showed the
resident was at baseline and no psychological
harm was noted.
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1)Resident #10 has no memory of the
incident described in the 2567 and feels
safe in the Center. Identified resident, #11,
was placed on 1 on 1 monitoring. Both
residents have returned to psychosocial
baselines per progress notes and feel
safe in the center.

2)Initial random audits completed via
ECR, (Empres Care Rounds) and Safe
Surveys, to assess for other residents
who may have experienced or are fearful
of an abuse situation.

3)Abuse observation, intervention, and
timely reporting, as well as post incident
monitoring, and audit completion and
education has been completed to current
staff. Onboarding abuse education is
being provided to new staff members and
ongoing educations are being provided to
all staff per company policy. Ongoing
audits will be completed by ECR staff
members for 15 residents per week, and
audited weekly, for at least three months
to assess for resident with abuse
concerns.

4)Results of initial and ongoing audits will
be reviewed via the QAPI process
monthly times at least three months for
further recommendations.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:QOTG11

Facility ID: WY0037

If continuation sheet Page 2 of 11



PRINTED: 12/13/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
535031 B. WING 11/14/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1002 FOREST DRIVE

WIND RIVER REHABILITATION AND WELLNESS RIVERTON, WY 82501

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 600 Continued From page 2 F 600

3. Review of the facility's investigation
documentation showed on 10/28/24 resident #11
was witnessed by staff pinching the arm of
resident #10. Resident #11 was placed on a 1:1.
Resident #10 had a "small bruise” to the arm.
Right after the incident, resident #11 told the CNA
that resident #10 "was in [his/her] way, " but later
did not recall the incident.

4. Documentation to show steps taken after the
incident was requested, including education to
staff, any audits/monitoring, and quality
assurance. On 11/14/24 at 1:19 PM the
administrator stated the last education on abuse
to staff was 8/5/24 (prior to the incident). Review
of the provided abuse education confirmed it was
8/5/24. No other documentation was provided.

F 684 Quality of Care F 684 12/11/24
SS=D CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT is not met as evidenced

by:

Based on medical record review and staff and 1)ResidentJs #14 and # 16 do not
physician interview, the facility failed to ensure currently reside in our facility.

monitoring in accordance with physician's orders 2)Initial audit completed by DNS/Designee
for 2 of 2 sample residents (#14, #16) with to assess for other resident concerns
edema. The findings were: related to timely documentation of weights

including timely interventions of acute
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1. Review of the 10/31/24 admission MDS
assessment showed resident #16 had diagnoses
including heart failure, renal insufficiency,
pulmonary hypertension and localized edema.
Review of a 10/29/24 progress note by physician
#1 showed the resident had 2+ lower extremity
edema up to the thighs. Review of physician
orders showed on 10/29/24 daily weights were
ordered. The following concerns were identified:

a. Review of the medical record showed daily
weights were not documented on 10/29, 10/30,
11/4, 11/7, 11/8 and 11/10 (the resident was
discharged on 11/11/24).

b. On 11/14/24 at 1:19 PM the administrator
stated she was unable to locate any additional
weights and confirmed the weights were not done
per physician orders. During another interview on
11/14/24 at 3:08 PM the administrator stated the
facility did not have a policy, but stated it was
standard of practice for nurses to follow physician
orders.

c. During an interview on 11/14/24 at 4:08 PM
physician #1 stated he ordered daily weights to
monitor for edema. He stated the daily weights
were not done in accordance with orders.

2. Review of the 11/4/24 timed at 11:26 PM
progress note revealed resident #14 was crying
and stating s/he was worried about his/her
swollen legs. Documentation quoted the resident
as saying "Oh my gosh, | am so worried. My legs
are so swollen that | cannot bend them."
Documentation by RN #1 indicated trace edema
to bilateral lower legs.

Review of the 11/4/24 physician progress note
revealed documentation of lower leg swelling and
weight gain. The note further indicated that the
resident gained weight, from his/her admission
weight of 254.8 pounds to a weight of 261.8
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changes of condition. Corrective actions
provided if needed.

3)Education provided by DNS/Designee
related to timely documentation of weights
and timely identification of acute changes
of condition with timely and appropriate
interventions provided. Ongoing audits will
be completed by DNS/Designee five days
per week, for at least three months, during
the morning clinical meeting using the
24-hour and/or 72-hour report to identify
timely documentation of weights and
timely identification of acute changes of
condition and provided timely
interventions with physician consult.
4)Results of initial and ongoing audits will
be monitored via the QAPI process
monthly times three months for further
recommendations.
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pounds on 11/4/24. The note further indicated the
need to start diuresis and daily weights. Review
of the medical record confirmed an order dated
11/4/24 for daily weights for 5 days and to notify
the physician if 3 pound gain in 24 hours. The
following concerns were identified:

a. Review of the treatment administration
record for November revealed one weight
documented on 11/5/24.

b. Review of the vital signs log revealed an
admission weight and one weight on 11/5/24.

c. Interview with the administrator on
11/14/24 at 1:20 PM confirmed there was an
order for daily weights for five days, and stated
"they were either not done or not documented, |
don't know."

d. Interview with physician #1 on 11/14/24 at
4 PM confirmed daily weights were not done.
Treatment/Svcs to Prevent/Heal Pressure Ulcer
CFR(s): 483.25(b)(1)(i)(ii)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.

Based on the comprehensive assessment of a
resident, the facility must ensure that-

(i) Aresident receives care, consistent with
professional standards of practice, to prevent
pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
(ii) A resident with pressure ulcers receives
necessary treatment and services, consistent
with professional standards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, staff and

F 684

F 686

12/11/24

1)Resident(Is #7 and #8 do not currently
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physician interview, and review of policies, the
facility failed to provide care in accordance with
physician's orders and professional standards of
practice for 2 of 2 sample residents (#7, #8) with
pressure ulcers. The findings were:

1. Review of the 10/7/24 annual MDS
assessment showed resident #8 had one stage 3
and two stage 4 pressure ulcers. The 11/4/24
discharge MDS assessment showed the resident
had 3 stage 4 pressure ulcers. Review of the
10/9/24 physician progress note showed the
resident was bedbound due to myelopathy of the
lower extremities and "...recurring sacral pressure
sores. despite best efforts to heal [his/her]
wounds and work with pressure relief, the
pressure sores keep recurring." Review of a
progress note by the wound care nurse on
10/29/24 showed "...Resident stage 3 on sacrum
has developed into stage 4 pressure injury with
coccyx palpable and visible. Large amount of
drainage observed with slight odor; measuring
12x12x0.8 cm [centimeters] with undermining
from 12 to 2 measuring 2.5cm Call made to MD
making him aware of current situation. MD also
made aware of refusals to be rotated or turned off
buttocks; made request for [infectious disease]
referral and MD agreed stating that was what
family wanted at well. No new dressing order at
this time. Staff continue to try to encourage
resident to be repositioned throughout day and
night. Resident frequently refuses." Review of the
10/29/24 weekly skin assessment for the sacrum
wound showed the pressure sore measured 12 x
12 x 0.8 cm with undermining and was a stage 4.
Review of the 10/31/24 weekly skin assessment
for the right buttock wounds showed two stage 4
wounds, one measured 0.4 x 0.4 x 1.5 cm and
the other measured 1.5 x 1.5 x 0.5 cm. Review
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reside in our facility.

2)Initial audits completed by
DNS/Designee to assess others who may
have been affected by deficient practices.
Concerns identified corrected as needed.
3)Education provided to licensed nurses
by DNS/Designee related to providing
treatments as ordered including treatment
frequency with appropriate
documentation. Education provided to
licensed nurses by DNS/Designee related
to inputting orders accurately and timely,
as well as following these orders with
appropriate documentation. Ongoing
audits will be completed DNS/Designee
five days per week, for at least three
months, during the morning clinical
meeting using the 24-hour and/or 72-hour
report to assess for timely treatment
completion with appropriate
documentation.

4)Results of initial and ongoing audits will
be monitored via the QAPI process
monthly for at least three months for
further recommendations.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:QOTG11

Facility ID: WY0037

If continuation sheet Page 6 of 11



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

PRINTED: 12/13/2024

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

535031

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

C
11/14/2024

NAME OF PROVIDER OR SUPPLIER

WIND RIVER REHABILITATION AND WELLNESS

STREET ADDRESS, CITY, STATE, ZIP CODE
1002 FOREST DRIVE
RIVERTON, WY 82501

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION

(X5)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 686

Continued From page 6

of a 11/4/24 progress note by the wound care
nurse showed [infectious disease] still had not
received the referral, and so she encouraged the
resident and spouse to allow the resident to go
the emergency room to be fully evaluated,
including a wound culture swab. The resident
was transferred to the ER. During an interview on
11/14/24 at 2:17 PM physician #2 stated the
resident has had chronic recurring pressure
ulcers and 4 years ago was on comfort care due
to wounds. He stated the resident was on an air
mattress, had good nutrition and had diabetes
control. However, he stated the resident would
refuse to allow staff to rotate (reposition)
[him/her]. He stated multiple staff told him the
resident would refuse repositioning. The following
concerns were identified:

a. Review of physician orders showed from
10/4/24 to 10/21/24 the sacrum wound dressing
was ordered to be changed every shift (twice per
day). Review of the October 2024 medication
administration record (MAR) showed wound care
documentation was lacking on 10/10 day shift,
10/15 day shift, 10/16 day shift, and 10/20 night
shift.

b. Review of physician orders showed
starting 10/22/24 the sacrum wound dressing was
ordered to be changed once per day. Review of
the October 2024 MAR showed no
documentation on 10/25 or 10/30.

c. Review of physician orders showed the
dressings on the two wounds on the right buttock
were ordered to be changed every shift (twice per
day) from 10/4 to 10/23. Review of the October
2024 MAR showed no documentation for 10/5
day, 10/10 day, 10/15 day, 10/16 day, 10/20 night,
and 10/21 day.

d. Review of progress notes for the days of
missing documentation showed no evidence the

F 686
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wound care was done.

e. During an interview on 11/14/24 at 3:08 PM
the administrator stated the facility did not have a
wound care policy, but stated it was standard of
practice that nurses follow physician orders.

f. On 11/14/24 at 4:08 PM the administrator
stated nursing staff should document when
dressings are changed. She further stated they
looked at the wound care documentation for
resident #8 and found 22 out of 174 times where
the documentation was missing.

2. Review of the 10/28/24 admission MDS
assessment showed resident #7 with diagnosis of
cellulitis of groin, multi-drug resistant organism
(MDRO) and encounter for surgical aftercare
following surgery on the skin. The following
concerns were identified:

a. Interview with the wound care nurse on
11/14/24 at 8:50 AM revealed the resident was
supposed to have a wound vac placed upon
admission to the facility (10/28/24), but the wound
vac did not arrive until 10/29/24. The wound care
nurse stated she did a dressing change on
10/28/24 with verbal orders from the provider, but
did not enter them into the computer.

b. Record review revealed only admit orders
for the wound vac to be changed Monday,
Wednesday and Friday. There lacked orders for
wound care until the wound vac was received.

c. Review of a progress note dated 10/28/24
at 9:30 AM confirmed the wound was cleansed
with wound cleanser, packed with calcium
alginate and covered with Optilock and ABD
dressing. No other dressing changes were
documented in the treatment administration
record or progress notes until the wound vac was
applied on 10/29/24.

d. Review of the facility policy titled,
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"Physician Order Recaps" updated April 2024,
confirmed that the licensed nursing staff was
responsible for inputting admission, telephone
and verbal physician's orders into the electronic
health record immediately upon receipt from the
provider.

e. Interview with physician #1 on 11/14/24 at
4 PM revealed he gave the nurse an order for
wound care prior to the wound vac arrival and
placement as the wound was very wet with a lot
of drainage.
F 755 Pharmacy Srvcs/Procedures/Pharmacist/Records F 755 12/11/24
SS=D CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described in
§483.70(f). The facility may permit unlicensed
personnel to administer drugs if State law
permits, but only under the general supervision of
a licensed nurse.

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation. The facility
must employ or obtain the services of a licensed
pharmacist who-

§483.45(b)(1) Provides consultation on all
aspects of the provision of pharmacy services in
the facility.

§483.45(b)(2) Establishes a system of records of
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receipt and disposition of all controlled drugs in
sufficient detail to enable an accurate
reconciliation; and

§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs
is maintained and periodically reconciled.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed to provide medications
to meet the needs of the resident for 1 of 11
sample residents (#13). The findings were:

1. Review of the 9/3/24 admission MDS
assessment showed resident #13 had diagnoses
including abscess liver, CAD [coronary artery
disease], hypertension, and diabetes mellitus.
Review of a progress note by physician #1 dated
9/26/24 showed the physician documented the
following medication changes:

a. Start aspirin 81 milligrams (mg) every day
for CAD.

b. Start Ursodiol 300 mg, three times per day,
for pericholecystic abscess.

c. For primary hypertension, will stop
Furosemide while we monitor volume status.

d. For diabetes mellitus, will stop Glipizide
and start Empagliflozin 25 mg once per day.

The following concerns were identified:

a. Review of the medication administration
record (MAR) from 9/26/24 until discharge on
11/5/24 showed the medication changes from the
9/26/24 progress note were never implemented.

b. On 11/14/24 at 10:23 AM the DON stated
the nurses reviewed physician progress notes,
and then she did too. She stated the 9/26/24
progress note was during the transition (she was
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1)Resident #13 no longer resides at our
facility.

2)Initial audits completed by
DNS/Designee to assess other who may
have been affected by deficient practices.
Concerns identified corrected as needed.
3)Education provided to licensed nurses
by DNS/Designee related to inputting and
noting new medications and treatment
orders. Medical records will request
physician notes after physician visits to
assist in correcting stated deficiencies.
Ongoing audits will be completed by
DNS/Designee five days per week, for at
least three months, during the morning
clinical meeting using 24-hour and/or
72-hour report to identify new medication
and treatment orders.
4)Results of initial and ongoing audits will
be monitored via the QAPI process
monthly times three months for further
recommendations.
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new to the DON role).

c. During an interview on 11/14/24 at 4:10 PM
physician #1 confirmed the facility did not
implement the medication changes from his
9/26/24 progress note.

d. On 11/14/24 at 6 PM the administrator
stated the facility received the medications (new
medications from the 9/26/24 progress note) from
the pharmacy, but they did not get put into the
system and the resident did not receive the
medications. She stated she spoke to the nurse
who signed for the medications and was told the
nurse thought they were refills. She did not
realize they were new medications.
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