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T The following comrnon abbrevielions are used i T 280 i i .
throughout this document: : { Correetlon (or eited residentss . OB |
. _ Residont ¥4 '
Ag}lis-éui[wﬂes DL dally IIVIQ gt ' Resident’s ocondithn  was  powseessed -on”
gN } Caﬁfiéﬁ?\luff f\?c'jn f 08/07/14. Asgessmnent revoaled no uect for’
'Dbﬁ'—bﬁ-ectu- fN?Jrs‘r- 8 ! floar mats or aterms.  Side reil assosement
‘ i g ; cowpleted on 0R/07/14, Low elr loss mrtiress i

- MDS Minimum Data Set

IRN- ‘Reglatorad Nurse with side mils wes in plaos due

rangetorery reoprmmnendstion.  Carg plan

[ Lesa commonly used abbraviations will be g;;f;dntg ‘ff:fm curront tieeds 08/7/14. " oaetd ‘
- annotaled in etch daficlenay, Care plan was updated on 08/07/14 to reflect :
F 260 1 483.20(d)(3), 483.10(K)(2) RIGHT TO F 280 u;: ofbed cane: "‘gr bed mebi}@ .
58=0 { PARTICIPATE PLANNING CARE-REVISE &P : ' : i
".T“f‘e rasident hs the right, unless adjudged Idontifiention of ather residents will aceur. ) ;
e : : 3L |
+ Inoompetent or otherwlse found to be by e :
 Incapacliated undar the laws of the State, to ﬁgswﬁ.ﬂiﬁf ]}:s;" . f‘“gm“ﬁ‘ m;‘;t ?;;‘: ! '
! participata in planning care and treatment or umicts eods. ; |
thanges In care and traaiment, . 4 ' . .
Asomprehensiva care plan must ba developed | ﬁjgm:m]lg CO'{'{"."““;'E Agtion: T S AR
wlthin 7 days after the complation of the i 1.Doeve op and implement weekly nursing . ‘“i/’c)t/l:/
i comprehenslive assessment; preparad by an ; founds to inclde u review of each resident's ; */ /1
{Interdisciplinary team, that Includes the stending plﬂr_' of ¢are, :
 piyslelen, a registered nurse with responsibllity 2 Conduct staff education 1o all ollnlcal stoff

tor the restdant, and other appropriate staff In . L
| discizlines ag éetermined byytl?“;a _eesldent"s needs, | (Aotivitios, CNA, Nursing, Theripy) rolnted to,

and, to the extent practioabls, the pariicipation of ] ’;Vi.‘"w °fg‘d!§mu§}md s&m‘gmﬁhmobitity .
the resident, the resident's famlly or the resident's f uvices and side rall wsage with evidence of
| legal representative; and peslodically raviewed j competency,
: ‘ : '
and ravised by a team of qualified persons after  3.Revlse printed raport on closet care plans fo °
! )
|

Bach assassmant.
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F 2801

+have a floor mat pinced at the bedside. Further, g

Continuad Fram page 1

| This REQUIREMENT s not mat as evidencad
byr

Based on ohservation, medical record review

and slaff Interviaw, the facility fellad to ensure the

vare Mans were revised to reflect the current

needs for 2 of 20 sample residents (#13, #14).

: The findings wers:

3 1. Observalion on 8/5/14 at 9:16 AM shawed

 resident #14 used full iength stde ralls while In

t bed and fad an alr matlress. There was no fall

Lmat en the floor naxt to the bed or glarms, An

Uinterviaw with CNA#H on 8/8/14 at 9:30 AM

 revealad tha resident was unable to turn In bed
Independently, and staff turnedfrepasitionad the :
‘restdant every 2 hours, Review of the undatad |

i cara plan for safely showed the resldent was to

Htabs alarm was (6 be used to alert staff If the
+resident attempted to get up from the bed without
jasslstancy, The care plan also indlcated side ralls
were bileled due to the use of an alr mattress as
recommended by the masufacturar, Dilng sn
[nterviaw with the DON on 8/7/14 at 8213 AM, she X
Jrevesled the resident no longer aitempted to get
f_»up from the bed without assistunce. The alarms i
und floor mat hed been remavsd dus o hisiher H
H

{ change in status. Furthsr, she acknowledged the
tha care plan neaded to ba updeled to reflect
thase changes.

2. Random obsarvations on 8/6/14 through B/B/14 i
showed resident #13 had 2 bar allached to H
: hls/her bad. Review of the undated care plan for i
; Physical meblity failed to show the resident had
rany type of device ettached to hisfher bed. The

. eare plan only showed tha resldont used a cane
; of wheslohalr for mabllity. During an interview

i with the DON on 82714, she Indicaled ths

It 280 cont.

Fagar GELE

1 ysoge and side yafl usage

DON ur designss will collact data fom nurse
rounding reports monthly. Data will be
aggregatad and reported quarterly at long term
cme quality mootings with “discrepsncles
hivestigated and vosolvad,
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F 280 Continued From page 2 F 200§ 3,0, P
<r yagldent used tha bar for mobllity and l Carrection for eited residents: o
! repositioning whils In bed, Further, she M—Mﬁdeng 103
*acknowledged the uss of the device needad to be PT staff cducatfon completed and wound vag .
updated on the care plan. 1 documentation comploted reflecting number :
F 281 | 483.20(k)(3)() SERVICES PROVIDED MEET | F281 ofspongas and dressing changs. Nirsing } Yo / ¥
88=0 | PROFESSIONAL STANDARDE i staff edueatlon regarding troubleshocting

wound vecuim and resouvess,

The services provided or errengad by the facllity

must meat profeasional standards of qusiily, Resldent 100
‘ PT seroen post fall completed 08728714

1 This REQUIREMENT Is nol met as avidenced Identfication of ather residents will occur

jeyr A ] by
Basad on ebservatian, staff interview, and LAl residents have the potential to ba
medical racord review, the facliity falled to ensure | affected by incomplets dosumentationand
; slaff followad standards for clinicst practice for 1 trafing related to wourd vacuum devices :
E pon-sample resldent (#103) who utilized negative | .
: pressure wound therapy Mwound vacuumy) for 2.All residents have the poteutial o be
wound heallng. In addtlon, the faclllty falled (o aftectod by delayed or incomplete orders and
ensure orders were followed far 1 of 20 sampls implamentation of polcics
Jesidents (#100). The findIngs wars: : )
' , Systemnje Corpective Action: . :
“I. Review of the madioal record showed resident yeteinje Corrective Action _'W
#103 was re-admitted to the faciity on 6/24/14 1, Wound Vi dooumentation will be rovised
with dlagrioses Including aftercare/healing of a and fruplemented in the EMR to inoluds -
traumatlc fracture, wound Infectlon, and righ! hip sponge counts, actions and Anctionel stalus of L
hematomae (blood filled bruise), Review of & wound VaG..
hosplial discharga summary dated 6/21/14
I'tavaaled the resident developed an Infection and : _
thematoma In hlsther fight bip Inclslon thet | g o thorepy stuffefvcation
i required & surgleal procedura to open and drain wgun d \fm with demonstrated competenc . ;
she wound and wound, Wound vecuurm tharapy ; ' Yoo !-
+was Inliated at that time, and the resldent was — :
 ra-admitted to the facility with the wound vacuum %}E&?d[ég%t% JU‘: m?:ifl‘;'?ﬁ;g&f" attend - |

In usn, Revlew of an undeated cara plan ldentifled
the resident as having impalred skin integrily, ! d : :
nterventions Included monltoring the Inclsion end ! : ;‘;1:?3‘&?:‘,::;3“dr?;l:i:f;:i;g;%ﬁggy;ﬁmm *
‘usa of the wound vacuuim to be changed and ; ' gbritam. __l
i ' £
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FHEFIX I [EACH DEFICIENCY MUBT BE FRECEDRED BY FULL FREFIX, {EACH CORRECTIVE ACTION SHOULD BE H ‘COMPLETION
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F 28+ Continued From page 3 Fogf: 1281 cont, )
i 3. Post fall PT sersening education to

§ anaged by physleal therapy (PT). The following

concarms were identified;

| a Observations on 8/4/14 at 4 PM and 8/8/14
ot 4:10 PM revaaled tha resident had.a wound

i vacuum In place, Observation with physical

 therapy assistant (PTA) #1 on 8/6/14 at 4:10 PM

talso showod the resident's wound vacuum was

| functioning at 126 mm/hg (milimeters mercury)

ieontinuous suction and the number of Jressing

!;-pleces In the wound bed wers not Indicated.
Intarview with the PTA at the me of the

1 nbservatlen verlited PT was responsibla for

i performing wound vacuum dressing changes,

1 Shé also revesled she was not awars that she

i heeded to document the lype or number of

{ dressing pleces removed from the wound or

: packed Into the wound. The Interview additionally

{ reveated If the wound vacuum stopped working

j during the nlght, ar Umes when PT was not

|
|
f
f
|

the wound vacuum and caver the wound with a
+ surgical pad until physical therapy could re-apply _
the wound vacuum.

b, Review of wound dogumentation from
8/30114 through 8/2/14 showed no documentalion
| of the lype or number of dressing pleces remmoved
4 from the woupd or packed Into the wound.

[+ c Interview with RN #1 an 8/7/14 at 9:20 AM

; revealed If a wound vacuum malfunctions nursing ,
j Staff could take it off and-cantact the facllity i
Bupervisor (o notlfy physlcal therapy, RN #1 also
verbalized she had never had any Galning related
lo wound vacuum therapy, except applylhg extra |
dressing around the wound, and had never ]
+ dooumented the number of draesing places that

!

{ware removad, Interview with RN #2 on 8/7/14 at !,

: 8:25 PM revealed sha had never had a resident |
j with & wouhnd vacuum and she was unsure what |
to-do If the wound vacuum unlt malfunctionad. |

e

avallabls, nursing staff had an order o remove ;.

i Therapy and nursing staff to be completed
wilh documented compatency,

§
1
1
f
| 6. Review and ravige.fel! policy co nclude
' purametera for timeftames for PT post fhll
i mereoning.

I

i

]

)

7. Revise Therapy post fall sorsen
: docwmentation in the ¥MR to include reason
. for sereen, assessment detall and ¥
! reconmmendations, .

8. Review and revise prooess for completion
of PT gereens and arders to assure timely
completion of orders.

Quteome: LB
100% of nursing mad PT steff will complets o
compotencies raiated to Wound Vacs, :
100% of woupd vac documentetion will
» Include dresshig placement and removal, .

95% of PT screens will ba completed in 72 -~
{ hours, - .
Therapy Manager or designee will collect data |
| utflizing audit tool monthly, Date will be
aggregated and reported quarterly at long term .
care  quality meetings with discrepansiss -
tnvestigated and resolved, '

e i
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TAG

PREFIX ;

! BUMMARY STATEMENT OF DEFICIENG
(EACH DEFICIENGY MUST BE PRECEDZD BY FULL
HEGULATORY OF LSC IDENTIEYING INFORMATION)

" PROVIDER'S PLAN OF CORREQTION Dome
{EACH GONREGTIVE ACTION SHOULD B, “GomPLETON
CROSS-REFERENCED YO THIE APPROFRIATE  + DATE

DEFICIENGY) \

F 281

"wFebruary 24, 2011 and entitled, "Updale on

-'E piacaes nd foem adharing to tissues or Imbadded

Continued From page 4

d. iInterview with unit manager #1 on 8714 at-
1 10:40 AM revealed saveral of the facllily's nursing :
s &laff had been tralned related to trouble shooting !
when the wound vacuur alarmed or wasn't
‘Tworking prapary, Howavar, not alf the staff had
1 altanded the tralning, and nene-of the facllity's
nursing stalf had been educatad on changlng tha
wound vasuum drassing.

i According te Faderal Drug Adminjsiration (F‘.DA)
|"Medlcal Device Safety Alert Publle Notice datad

! Berlous Complications Assoclatad with Negative
 Wound Therapy Systems”, the following reports
wera racelvad by tha FDA, "inthe last two yaars, |
| FDA raceivad six death and 77 injury reports

1 assootated with NPWT systems..27 reporta

rindigated infectlon from retentlon of dressing

places In the wound, Retention of foam dressing

! In the wound were noted [n 32 Injury reports, The

rnajority of thase patlents required surgical
« proceduras for the removal of retained pleces,
lwound debridernent, and treatmant of wolthd

dehlstrnce, a5 well es addltional hospitallzation
and anilblotle tharapy.” The following
Frecommendations weres listed, "Wound infections
imay davelop If pleces of dressing are retained [n
4he walind, To pravent thls complicatlon, device
*inslructlans racommend counting he total
‘number of drassing pleces used In the wound znd
documenting that number on the outer adhasive
[fim draselng and In the patlent's medical racord,
Sfegch the caregiver to count the number of
'dressing pletes removed to make sure that all
places are actounkad for." In‘additian, the FDA
recammended “Healtheare providers using

' NPWT davices should Undergo appropriate
i training on device use, lncluding indicatlons and

i
1
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v

NAME OF PROVIDER QR SUPPLIER

(X4} 1D : " BUMIMARY BTATEMENT OF QEFICIENGIES
PREFIX (EACH DEFIGIENCY MUSY UE PREGEDED BY FULL
TAG REGULATORY QR LSG IDENTIFYING INFOAMATION)

[
r
1

F 281 ‘Ct}ntinued From page & _
| contralndications, and recognition and

£
F 261
‘iE managament of potantial compilcations.” '

SLT T ———
B —

i 2. Raview of the madleal ratord showed an order |
rdaled 5/6/14 for resldent #100 to have a physical |
Ltharapy (PT) screaning aftar an occurrence of a
Ltak, Review of the medical racard falled to show

this PT-screening was completed. Interview on .
{ 8/16/14 at 3:16 PM with RN #1 revealod sha was | ’ ' b
Furable o locate PT noles ar nursing notes to
"show the sureening was completed, intarviaw
Lwith nurse managar #1 on 86714 ot 14:66 AM |
verified the PT depariment was contacted and
“they had not completed the screenlng orderad on
BG4, ;
: Accarding to the Wyoming Nursing Practice Act | . ' :
of July 2005 and the Administralive Rules and | : . . |
Regulstions of November 2003, nurslng must i .
Funcilon Under the direction of a licensed

| physlcian,

F 312 ;:483,26(a)(3) ADL CARE PROVIDED FOR
55=n ; DEPENDENT RESIDENTS

I{ A rasfdent who Is unable to carry cut astivitios of
Yally living receives the necessary services to
malnkain good nutritlon, grooming, and personal
' and oral hygiena. .

F3’§2'

L
.
P

e e et b e

This REQUIREMENT s not mat as evidenced
hy: .
; Based on observaton, madical record raviaw, '
 slaff Interview, and review of facility policy, the |
[ facliity falled fo ensure | of 8 sample residenls .
H{#33) wha requirad extensive assistanca . ’ i
performing ADLs recolved acsistance with

i —— s

*
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T , It
F 3121 Continuet From page 6 Fat2 ¥z ,
“hygiena. The findings wera: Corveetlon for clited residents: B8 |
Regident #33 _ ~
Resident received hair cul and beovd trimming
1'%#33 was admitted to the faclilty on 10/6/12 with
on 08/09/14

Fdlagroses fncluding Alzhelmer's diseass. Roview |
of the duarlerly MDS assessmentdaled 712114
‘revealed the resldent was savarely cognitively
-impajied and raquired axtensive assistance from !
: slaff 1o complete ADLs including bathing and
hygiene. Review of the undated cere plan
"identlfled the resldent as being at risk for a self
t care deficlt related to cagnliive Impalrment,
! decrersed mobility, and difficully with ADLs,
Intervantlons included assiatance with shaving,
hair end nall care, The followlng concerns wera
identifled:
. 8, Observalion on 8/4/14 at 3:40 PM revealed :
+tha resldent was seated In tha mialn dining roem. ;
“The resident had long, Jagged fingernalls and the ; .
‘nailbeds were encrustad with thick, brown matier, 2.Develop atd Imploment weelly nursing
-The restdent's beard and halr ware untrimmad, rounds to Include a raview of ewch resident’s
“long, and unkempt, Subseguent observations on ~ plan of care, ,
BIoM 4 at 8:30 AM and 877114 at 9:35 AM showed :
dhe resldent continued 1o hava long, Jagged A Nursing staff oducation related to ADL
',flngarnans encrustad with thick, brewn matter and '} astlstance of residents at new ancntauon and
‘histher beard and hair remalned unlfimimed, Jong, ongoing.
- and unkempt.
" b, [nterview with clinlcal supervisor #1 on
8/7/14 at 9:36 AM verified staff were supposed to
} tim and clean residents fingernails a5 needed,
'IThe Interview further conflirmed the residanl liked o .
{0 have a full beard, however, the residents halr © . 5. Resldent and guest coordivator to develop ©
and beard should have beon tHinmad, and his/her propess to assist with personal prooming
fingarmells should hava been tlimmed and appointments for residents neoding nssistence. <
- glesned. ) . . '
¢. Review of facilty policy and procadure ) 1
*daled 82712, and enlitied, "ADL and Personal i R
| Cere”, showed, “All activiles related to personal !
{ Garg ane hyglena will be completed aceording to ! ! D i
Evant IDIMBGA1I Foely 10t wypnas if continuatlon shust Page 7 of 10

Idunti{icg;]g of othe) residenfs will acom'

All residents have the potential to be affected
by Inability to provide self care and ADL
resulting in inrdequate personal hygieag,

Systemic Corregtive Aetton: 1;49—#311 !
1.Bnclal servicss will develep list of resident *

with minimal funily support for persanal: €} /’}L
hygiene vpkeep and rsview quarterly during .
care  planning mestings for changes and
additlons.

!
;
{
!E
! . |
FReview of the med|cal record showsad resident |
f on 08/22/14. Naila_were trlmmed and cleaned
|
|
i

[

4. Review snd revision of ADL peolicy to
roflect MIDS and essistance with persrmal
groomwing needs,

FORM cus-asenoz.ns; Previops Vansions Obuvtaty

1w vk BE B By e e e b E o
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DEPARTMENT OF HEALYH AND HUMAN SERVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO, 0038-0397
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICUA {¥4) MULTIPLE CONSTRUCTION (%3 DATE SURYEY
AHO PLAN OF CCRRECTION JDENTIFIGATION NUMBER: A BULDING '5( COMPLETED
> >
) G
. 535032 B, WING . QBIOF2014
WAME GF PROVIDEN OR BUPPLIER STREET ADDRESS, GITY, BYATE. ZP CODB .
o 500 W BTH ST
PIONEER MANOR NURSING HOME GILLETTE, WY 82716
oAl | BUMMARY STATEMENT OF DEFICIENOIES 1 PROVIDER'S PLAN OF CORREGTION T
PRaFX | (EACH DEFICIENCY MUST BE PAEGEDED BY FULL PREFX {EAGH CORREGTIVE ACHION SHOULD BE COMPLETICN
© REGULATORY OR L6G JDENTIFYING INFORMATION) TAG CROBS.REFERENCED 70 THE APPROPRIATE DATE
TG
DRFICIENGY)
2 * \
F 312 | Gonlinued From paga 7 F & ;gg F312 cont. . :
nursing and CNA standards of eara,..Nall Care 1, Quigome R
Propar nall care can akd In the prevention of skin 100% mﬁd‘g‘t‘i w ]";C tamh}t}ﬁawdl have a l
problems, 2. Nall cate Includes daily eleaning and nesg\lgmn:‘na P mmﬁl apgnn:ndm o ' 1
ragular trimming.,.4, Trimmed and srmoolh nalls i P d°' usighies W c":mw E‘J:tu mﬂ?“"gﬂ'
praven! tha residsn frorm sccidentally scratching i vounding reports monthly Wil e l
and Injuring his or ker skin..." aperoguiad ml l‘ﬁpﬁ{‘t&d quﬁ?;:mgat long term. ]
F 352 | 488,25(m){1) FREE OF MEDICATION ERROR Fagp| gwe quilly mootings with disciopmeles :
5e=D | RATES OF 6% OR MORE imvesiigtod and resolves ,
L33 {
The facllity must erisure that It |s free of Qmmmnn m clfed rey iﬂt‘!ltﬁ ) D8
i ! madication aror rates of flva percent or greatar, Resident #£72
Im.lmduali?cd staff adpcation  regurding

.'. ' medication sdminiseation prestices complsted |

‘T‘hls REQJIR:MENT Is not met as evideagead lﬂﬂ'ﬁﬂ‘é&‘fl‘)—u’- pther restdents will sopuy -
i LiRIRRES T
' Based on madleal record roview, nbsarvation A“ esidents have the potontial to b affscted
I"and staff interview, tho famllty falied.to mahtain o by medication erors aud medisation practices. i
‘medication aror rate Under 5. percant (%), Two g !
¥ (2) madication errars warg observed oul of 31 Systemic Co EEQQLEE Actlons vz |
-oppertunities for amor, which rasultsd in an error 1.Medication adminlstation compstencies for
* rato of 6.45%. The findings wera! all purses ant medication aidos will bo / e l’ "
' L {id .
i Observation or: 8/8/14 at 10 AM showed _ . zompleted ‘ | |
, medlcath:m aide #1 give resident#72 arilfclal 2. Nurse mavagers tp camplels monthly | |
| tears, 1:drop ineach eye. in additlon, the alde andom madication pass audlts utlizing
B e spray gash conslstent andit tool with followup formny i
{ nostddl. Review of the physlolan orders dated s K !
!

|'7i22114 showed the raskdent was ip receiva 2-3
.drops In each eye of the meadlcation, Furthar, the
slde was to adminisiar 2 sprays in each nostrl

s onee daily, Durdng an Interview with the

l medleation alde at 4:35 M that same day, aba

; confirmed the medicallons were not administered

ritydne éﬁﬂm !

Madicetfon error rate will be maintajned ot or
Tnas than J%, )
DON or dogignes will collect data from

I as ordered, medioation andit reports monthly, Date will be
F 371 483.86()) FOOD PROCURE, F371 agpregated snd reported quarterly at long torm
S=Fl STORE/PREPAREISERVE - BANITARY : vars quality mcetings with diserepancles ;

hvestipaied and rosolved. ;
¢ H

Wittt v ot
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID) SERVICES " OMB NO, D838-0381
STATEMENT OF UEFICIENCIES (%1) PROVIDER/GUPPLIERICLIA {X2) MULTIPLE GONSTRUSTION v [N DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMSER: A BUILOING &(/’ COMPLETED
G
536022 B WiNG ' 08/07/2014
MAME OF PROVIDER OR SUPPLIER: ' STREET ADDRESS, CITY, STATE, 4P CODE
‘ 000 W 0TH 87
P!ONEEB MANOR NURSING HOME HLLETTE, WY 82715
xno | SUMMARY BTATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORRECTION )
BREFX & {EACH DEFICIENCY MUST BE PAEGEDED BY FULL + PREFIX (EACH SORRECTIVE ACTION SHOULD 8E COVPLETION
TWG |  REQULATORY OR LSG IDENTIYING INFORMATION) T TAG CROBS-REFERENCED TO THE APPROPRIATE DAY
: ! X : DEFICIENEY)
{
& 371 | Continued From page 8 771 5371 J :
The facliity must - | Correctign for elted rosidents: 08
(1) Procure food from sources approved or | ! Three celling vents cleaned on 08/06/14, Fans ; :
‘consldered salisfactory by Federal, State or focal E | md condensers in the- freezer clsaned on li
| uthorties; and | © 08/31/14. Covers purchased and In place by [
j (2) Store, prepars, distribute and serva food 08/15/14 for food racks In refigerntars, - !
| under sanllary conditions ! : : |
i * Identification of ather resjdents will poouy ;
by B8M1714 ;
I All rosldents have the potential {o be affected :
. by unsanitary food condltions. N !
'g;rs-ﬂEQU}REMENT lg°not met as evidenced ! Systemte Corrective Action; ET o
: N i . ey N {
 Based on observetion and staff Interview, the gﬁi{sx&wc?;i ir]?;x;;?lg dc:!t;;:e;kg;::ge g })’lff'/
'i;_i?:g'g"a‘;ﬁ't':g tOT:gm?i;gi &J?r!;?n anvirenment venV/fans and food stornge Ingpections. ¥
Observation on 8/4/14 5t 3:40 PM and on 8/6/14 e b o amce T o
at 4:30 PM showed thres ceilfng vents localed coolexs with documented sonpetancy
+ above the steam tables and food preparation ’
| araas wera in need of sleaning. These vents and i . :
the celling tiles around them had a bulldup of § . i&iﬁﬂgﬁﬂoﬁ%ﬁ? ;i':’ to be completed
‘dark-celored dust and grease, Interview with the : HEE
.dletary pnanager on 8/6/14 al 4146 PM verifiad the T . ,
N I Ouicoma: L1
celing yants angd fles needed to be cleanad, 100% completion of all cleaning dufics
‘Observation an 8/6/14 at 4:30 PM showed the oy oot i the iion
 walk-h refrigerator oelling had a thlok bulidup of . ™ . .
dust around the aren.of the condenser fans. At - | g,?;:‘;:‘gig; ig;if;f; :&tiif:ixézﬁm
1 that {ime, there were uncoverad oups of gelsally Diaca will b eggregated nd reporte d-y‘ ’
for the évening meal oh rays In the walk-In ' querterly & long tem core lmﬂw s
refrigerator. IMterview with the dietery manager on mectings with dis;re ﬂnciag nvestleated
Bl6/14 at 4:45 B verified the area needed to be | mepting? with clscrapmoloa invesilg
Epleaned and tha feod shoul! have baen covared, Y ' )
i H
{ Acsording to Food Code 2013, U.S. Publlo Mealth; |
; Servica: 44601, 11 "(A) Equlpment food-contast 3 : :
: surfeces and uteneile shall be claan to sightand l :
! louch...(C) Nonfood-contact surfaces of ! L
Svnt 10: 666011 Facllly 10:Wyaoz ] # zonfinuatlan sheol Page B of 10
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DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0838-0301
STATEMEGNT OF OEFIGIENCIES [X1)- PROVIDERISUPPLIEA/CLIA | 1%2) MULTIPLE CONSTRUCTION (K3} DAVE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING % |- OMPLETED
' C
_ 436022 B, WING RRIO7I2014
WAME OF PROVIDER DR SUPPLIER STREHT ADDRESS, CITY, BTATE, 2P GOUE .
! 900 W ATH 8T :
PIOWEER MANDOR NURSING HOME ) GILLETTE, WY 82718
A0 | SUMMARY STATEMENT OF DEFICIENCIES i ) PROVIOER'S FLAN OF GORRECTION o
PREFX | (EAGH.DEFICIENCY MUST & PRECEDED BY FULL ,  PREFIX (EAGH CORRECTIVE ACTICN SHOULD HE GOMPLATION
TAG 1 REGULATORY OR L8C IDENTIFYING INFORMATION) PoTAG ! cnoss-nspeaegg}gﬁ% Eﬁ J\t‘f APPROPRIATE oATa
; . .
!
[ 371! Continusd From page § ' Fart
; sgulpment shall be kapt frae of an acoumulation
 of dust, dirt, feod resldue, and other dabrls.”
. ! 13
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