PRINTED: 05/02/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES RECEIVED FORM APPROVED
VIGES WY Deptof Heott QN8 NO. 0938-0301
X1) PROVIDER/SUPPLIER/CLIA MULTIPLE DATE SURVEY
X DENTIFICATION NUMBER; | BULDING W"?’?ﬂw O CAPLETED
lthcare Licens| ©
535028 pwdlincare Lcenging 08/20/2015
NAME OF PROVIDER OR SUPPLIER mﬁ?ﬁﬁa . BTATE, ZIF CODE
4851 BIG HORN AVE
SHERIDAN MANOR SHERIDAN, WY 82801
{X4) 10 BUMMARY STAVEMENT OF DERICIENCIES 0 PROVIDER'S PLAN OF CORRECTION ¢
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORAECTIVE ACTION SHOULD BE COMPL]
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG cnoss-nersaegggg;g c'r%smmopmrs OATE
F 000| INITIAL COMMENTS F 00D F225
On 8/17/15 through 512011: arld recaﬁﬁcallaln Corrective Action:
survey was condcuted at Sheridan Manor. In : 3ot cted by the
addllion, a complaint Investigation was dona An mvestlgatlon_ w‘:? co:’du ;tarteg on
prompled by complaint intakes WY00001891 and NHA, the investigation was
WY00001988, 2/19/15 and completed on 2/23/!5.
The completed report was submitted
The following common abbreviations are used to the State Survey Agency on 2/23/15
AOUGHOLL DR docu miat: by the NHA. The NHA failed to
DON- Director of Nursing contact the state on 2/19/15.
MAR- medication Administration Record
mg- Milligrams

An investigation was conducted by the

Fséz : fﬂgﬁ&#@,ﬁ%@ e Fa2s NHA, the investigation was started on
ALLEGATIONSANDIVIDUALS 6/10/15 it was completed and a report
The facllty must not employ individuals who h was submitted to the State Surveg'r]_h

aan e ST OF incividiars who have Agency on 6/15/15 by the NHA.The
been found guilty of abusing, neglecting, or & . e
mistreating residents by a court of law: or have NHA failed to contact the state within
had & finding entered into the Stale nurse aide the first 24 hours of the incident.
registry concemning abuse, neglact, mistraalmant
of residents or misappropriation of their property;
and report any knowledge it has of actions by a )
court of law against an employse, which would Identification of Others:
Indicale unfitness for service as & nurse aide or The NHA has reviewed all
othlat facillty staff to the Stale nurse aide reglstry investigations of legal abuse for the
er feenShg Buthoriias, past 6 months for timeliness of
The facllity must ensure that all alleged violations reporting to State Survey Agcn_cy .No
involving mistreatmant, neglect, or abuse, additional concerns were identified.

including Injuries of unknown source and
misappropriation of resident property are reported

Immedialely to the adminlstrator of the faclity and System Measure: .
to other officlals In accordance with Stale taw The SDC or designee will educate
through established procedures (including lo the staff on abuse guideline by 10/2/15

State survey and certificalion agency).

P8} OATE
Lirug b 9/ /7 Z S—’
th an asterisk (") denotes o deficlancy which the insiliution may be excused fram comeciing providing A Is delarmined that

s peovida sulficient protection to the patlenls, (See instructions.) Except for nursing homas, tha findings stated above ate disclosable 80 days
following (he dals of survey whaiher or not s plan of esrraction Is provided. For nursing homas, the above findings snd pleas of comaction are disclosabla 14

. FOrn
dsys foliowing lhe date dacuments are made avakable io tha facility. )f dsficlencies sm clled, an sppsoved plan of comrection Is requisite ko continued
program participation. qc(q};?_ Caer bnz re. QH,JM’ A oy 7/3()//(—6’ /i P ,
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XD BUMMARY BTATEMENT OF DEFICIENCIES foomw | PROVIDER'S PLAN OF CORRECTION X3y
B | EACH CORRECTIVE ACTION SHOULD BE COMPLETION
P#ﬂ“ éﬁ%ﬁﬂmﬁfﬁ%&? funfgm%uo% ! P%m i céosmnnzgﬁcﬁglggcry)e APPROPRIATE OATE
F 225 | Continved From page 1 F 225 Monitoring:
The facillty must have evidence that 2l alleged ) .
violations ara thoroughiy Investigated, and must Administrator will monitor for
ravent further potantial abuse whila the compliance. Data obtained by the way
nvestigallon is In prograss. an audit will be analyzed for pattcr'I;.s
The results of all investigations must be reported and trends reported monthly to .facx ityl
to the administrator or his designated QAPI committee. QAPI committee
representalive and to other officlatls In accordance will evaluate based on trends
with State law {including to the State survey and Jentified and interventions as needed
cerfification agancy) within § working days of the 1dent1ﬁe. an ) for 3
incident, and if the alleged violation is verified for continued compliance for
appropriale correclive actlon must be taken. months..
10/2/15
Ihls REQUIREMENT Is nol met as evidenced
¥
Based on review of facllity abuse investigation
documentalion and staif interviaw, the faciilty
failed to ensure 2 of 2 allegations of abuse or
Injuries of unknown arigin were reported
immediately to the State survey and cartificalion
agency. The findings were:
1. Review of facility Investigation documentation
revealed the following:
a. An allegation of sexua) assault involving
resldent #90 occurred on 6/1/15 but was not
reporied (o the Slale survey and certification
agency until 8/5/18,
b. An injury of unknown origin invoiving
resident #81 occurred on 1/31/15 but was not
regorted (o the State survey and cerlification
agency untll 2/3/15, J
2. During en Interview on 8/19/15 at 4:50 PM the ,
sdministrator staled he called the State survey |
and certification agency and thought he was told |
he Just nseded o send in his written invesligation l
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C
535026 8. wiNg 08/20/2015
NAME OF PRGVIOER OR SUPPLIER | STREET ADDRESS, CITY, STATE, 2IP CODE
1831 BIG HORN AVE
SHERIDAN MANOR SHERIDAN, WY 82801
o410 SUMIMARY STATEMENT OF DEFICIENCIES o ! PROVIDER'S PLAN OF CORRECTION ix9)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMALETION
"G REGURATORY OR LSC IDENTIFYING INFORMATION) TAG |,  CROSS-REFERENCED TO THEAPPROPRUATE DATE
DEFICIENCY)
F 225 | Conlinued From page 2 F 225
in 5 days, He stated he would now Immedialely
report alisgalions,
F 253 | 483,15(h)(2) HOUSEKEEPING & F253 F2s3
§8aD | MAINTENANCE SERVICES
The faclity must provide housekeeping and Corrective Action:
maintenance services necessary to maintain a Tiles on the Rock Creek Shower floor
sanitary, orderly, and comforiable Interior. are cracked and the grout between the
tiles is missing, the tile and the grout
This REQUIREMENT s not met as evidenced will be replaced. Replacing tiles will
¥ o X ; B e make the floor a cleanable surface.
ased on observation and stalf interview, the : e :
facliity fallad to ensurs 1 of 3 resident shower Theﬂ)H%wnll qul" ta '?ld for the
foom floors wera clean and in good repalr, The work by Wyoming Interiors on
findings were: September 16,2015. The work will be
1. Observalion on BHSHS 53 PM in the Rock completed as soon as it can be
. ervation on & n the Ro
Craek shower room showed the foor had over scheduled by the vendor.
700 2 x 2 Inch ceramic tiles which were cracked -
and darkened with dirt and debris which created a Identification of Others:
surface that could not be adequately cleaned. The facility Maintenance Director and
2, Interviow with tha malnlenance director on the NHA have inspected all of the
31“9"?[ a; 33301"“:{ verified lu':" shower "ﬁ"‘é was 'facility showers rooms on 9/10/15no ~ 1072/15
nead of repair. However, the facliity falled to e T
have a plan with a specific time {frame lo addrass additional concerns were identified.
these conceama,
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309 System Measures:
§8=E | HIGHEST WELL BEING An audit of the shower room floor will
Eech resident must receive and the facility must be con'ducted weekly by the Du'etflor
provide the necessary care and sarvices to attain of Maintenance and the NHA until the
or maintaln the highes! practicable physical, identified issue is corrected.
mental, and psychosocial well-baing, In i
accordence with the comprehensive assessment !
end plan of care, |
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0 SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION X
DEFICI BE BYF PREFIX H CORRECTIVE ACTION SHOULD BE COMPLETION
U elmeUmNERih | b | CSEEREERE. B
|
F 309| Continued From page 3 F 309 \
pag Monitoring:
This REQUIREMENT Is not met as evidenced Maintenance Director/designee will
by: monitor for compliance, Data obtained'
Basad on medical record review, review of £ tative '
standing ordars, and slaff interview, the faclity by fhe Ll S s
falled to ensure intsrventlons were implemented maintenance audits will be analyzed
for constipation for 3 of 15 sample residents (#35, for patterns and trends reported
#84, #85). The findings were: monthly to facility QAPI committee.
1, Review of physician's orders showed resident QAPI committee will evaluate based
#84 had an order for Peri-Colace 8.6 mg-50 mg on trends indentified and interventions
lable:l twi:a per d?y as’neaded (F;RN) for as needed 10 ensure continued
constipation. Review of the bowel movement : c 5
(BM) documentalion showed no documenied BM compliance for 3 months Szl
on 7/815-71M215 (5 days) and 7/23/115-7/28/15 (4
days). Review of the MAR and nursing notes
showed no evidence interventions were
implemented during those limeframes (o address
constipation,
2. Revisw of the BM documentation for resident
#85 revealed no BMs on 7/19/15-7/122/15 (4 days)
and 810/16-8/14/15 (5 days). Review of tha MAR
and nursing notes showed no evidence
Interventions ware implemented during those
Umelrames to address constipation.
3, Review of the August 2015 Physiclan Order
Sheet revealed resident #38 had orders for i
“Miralax 17 gram/dose Powder” and "Dulcolax 10
mg Supposiiory” as nesdsd (PRN) for
constipation, Review of the bowel tracking
documentation for the resident showed s/he did
not have a bowel movement from 8/6/15-8/10/45,
a pariod of four days. Reviaw of the August 2015
showed no evidance Intarventlons were
Implemented during that ime frame to address
conslipation.
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SUMMARY STATEMENT OF DEFICIENCIES ' :
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i DEFICIENCY)
F 309 483.25
F 225} Conlinued From pege 2 F225pROVIDE CARE/SERVICES FOR
In 5 days, He u:'l?tad he would now Immediately HIGHEST WELL BEING
report allegations. s . -
F 253 43';.15(“?{% HOUSEKEEPING & F 253 Each resident must receive and the facility.
§8s=D | MAINTENANCE SERVICES must provide the necessary care and
services to aftain or maintain the highest
m'i fg‘t:ml::l prvide housaerl;e;apmglglncll practicable  physical, mental, and
n viees necessary 10 mainlain a i T
psychosocial well-being, in accordance
sanitary, orderly, and comfortable Interior, with the comprehensive assessment and
plan of care. NS
This REQUIREMENT Is nol met as avidenced Corrective Action: ‘
I:g: P ——. Resident #64 constipation orders were
ased on observaton and staff Interview, the dated on 9/9/15. Peri 6meo-
facliity fallad to ensure 1 of 3 resident shower ggr: ctabt[,:t' gﬂ: 1 m;;;foéa;?d sagg:gz
room floors were ckan and In good rapalr. The g fablet: P
findings were: days without bowe] movement. If no BM
results after peri-colace, give dulcolax
1. Observation on ¥19/15 at 3 PMin the Rock suppository 10mg per rectum AM of 5%
_t}‘.égezk sléo::l: room sI:t:leeead tn‘e l":w had uv;;d day, if no BM results by noon Give fleets
X ceram which ware crac i i
and darkened wilh dirt and debris which created a e e
surface that could ot be adequalely cleaned, Resident #36 was discharged from the
2, Inlerview with the malntenance director on facility on 8/25/15.
8/19/16 at 3:30 PMverifiad tha shewer floor was Resident #85 constipation orders were
in need of repair, However, the facifity falled to updated on 9/9/15. Minalax order was
3‘3"3 8 plan with a specific time frame to address discontinued. Orders are as follows:
58 COncerns, : e
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 3o Peri-colace 8.6mg-50mg tablet: Give 1
sSsE | HIGHESTWELL BEING tablet po bid after 3 days without bowel
movement. [f no BM results after peri-
Each residant mustreceive and the facility must colace, give dulcolax suppository 10mg
provida the necessary care and services to atialn per rectum AM of 5 day, if no BM
or maintain the highest practicable physical, results by noon Give fleets enema per
mental, and psychesacial well-being, in tum. Notify MD if no BM from fl
accondance with tha comprehensive assessmant rectum. Notify MD if no om teets
and plan of cars, encma.
FORM CM5-2587(0249) Previws VersionaObsalete Event ID:LGXS11 Facily 10; WY0028 It continuation sheal Paga 3 of 13
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Identification of Others: '
F 309 | Continued From page 3 F 308 An audit was completed by the Director 192115

This REQUIREMENT Is nat met as evidanced

Based on medical record raview, raview of
standing orders, and staff intarview, the facliity
falled to ensurs interventions were Implemenied
for constipation for 3 of 15 semple residents (#383,
#34, ¥85). The findings were;

1. Raview of physleian's orders showed rasident
#84 had an order for Peri-Colace 8.6 mg-50 mg
tablet twice per day as needed (PRN) for
conslipation. Review of the bowel movemant
(BM) documentation showed no documented BM
on 7/8/15-7T12/15 (6 days) and 7/23/156-7/28/15 (4
days), Review of the MAR and nursing notes
showed no evidence interventions were
implamented during those timalrames to addrass
constipation.

2, Review of the BM documentation for residenl
#85 ravealed no BMs on 7/19/15-7/22/15 {4 days)
and 8/10/15-8/14/15 (5 days), Reviaw of the MAR
and nursing notes showed no evidence
Interventions were Implemented during those
time{rames to address constipation,

3, Review of the August 2015 Physiclan Ordar
Sheet revazled resident #38 had orders for
"Miralax 17 gram/dose Powder” and "Dulcolax 10
mg Supposltory” as needed (PRN) for
conslipation. Review of the bows] tracking
documentation for the rasldant showed sfhe did
not have a bowal movement from 8/8/15-8/1 01185,
a period of four days, Review of the August 2015
MAR showed no evidence Interventions were

implemented during that time frame to addrass
constipation.

of Nursing/Designee to identify any
resident'’s with constipation and ensure
constipation orders were received from
the physician and were initiated. An audit
of physician orders was completed by the
Director of Nursing Designee to ensure
that constipation orders contnined
parameters for initiation. Any orders that
did not comain parameters were clarified
with the physician and updated to reflect
initiation parameters,

The standing orders were updated and
signed by the physicians to reflect the
following bowel protocol for each
resident residing in and admitted to the
facility with constipation as follows:
Peri-colace 8.6mg-50mg tablet: Give 1
tablet po bid efter 3 days without bowel
movement. If no BM results after peri-
colace, give dulcolax suppository 10mg
per rectum AM of 5% day, if no BM
results by noon Give fleets enema per
rectum, Notify MD if no BM from fleets
enema,

Systemic Changes: '
Standing orders for the facility were
updated to reflect the following bowel
protocol:

Peri-colace 8.6mg-S0mg tablet: Give 1
tablet po bid after 3 days without bowel
movement. If no BM results after peri-
colace, give dulcolax suppasitory [0mg
per rectum AM of 5% day, if no Br:d

1072115
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(%4 10 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION 5
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|results by noon Give fleets enema per.
F 309 Cantinued From page 4 F 308 rectum. Notify MD ifno BM from fleets. 107215
enema,
4. Review of the physician's standing orders i inecaryi ;
provided by the facilly showad the following s Wil e segarding
orders for constipation: 1 ounce {cz) of monitoring bowe movernent?: 'E.l }: using
constipation cocklall twice par day for chranic the Care Alert Report and initiation of
constipation; Milk of Magnesta or equivalent 30 constipation interventions according to
miitiiters (mi); usa elther dulcolax, flsets, or TWE the updated bowel protacol after 3 days of
Lﬁiﬂwﬁﬂfﬂ"ﬂzﬂ' ne ?&ﬂfvltahuhrkgfgﬁ::hl: no bowel movement. The Unit Managers
Implement the Interventions, Le, use M.O.M. If no Wil be in-serviced regs.lrdmg manitoring
BM afier 3 days. of bowel movements using the Care Alert
Report end initiating interventions
5, During an interview on 8/19/15 a1 5:17 PM the eccording to the updated bowe] protocol.
Dﬂ‘l sla:eld the f;:l':ityIdld Mtlll“vl? a Psﬂgwfb?t \ Unit Managers will review the Care Alert
address interventions for constipation, She further : ;
staled the standing orders did not define .F;:P%r;y. da'g. d N:,O"d;y b I tFl:’:'jay
constipation, nor gave timeframes to Implement e eying resident’s who have not had a
the interventions, She further stated her BM in 3 days and follow up with the
expeclation was that after 3 days of no bowe| charge nurse to ensure the bowel prolocol
movements the nurses would Implement has been initiated per parameters on the
e o T berean, | raoq DL s T Dici ot
o] PALATBLEPRES T T e il mnier vesy
Each resident recelves and the facillly provides fcompliance. New orders will be reviewed
food prepared by methods that conserve nutritive Monday  thru  Friday by  the
value, Nlavor, and appearance; and food that Is DON/Designee in the morning IDT
palatable, altractive, end at the proper meeting, Any orders for constipation that)
lemperature. are noted to be PRN and without
parameters will be given to the Unijt
This REQUIREMENT is nol met as avidencad
by:
Based on obsarvaticn, resident and staff
interview, and review of rasident councll minutes,
the facilily failed to ensure food was malntainad
ot a temperature considered palatable. The
census was 88. The findings were;
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Each resident recelves and the facllity provides

food prepared by methads that conserve nulritive
value, flavor, and appearance; and food that Is
palatnble, etiractive, and at the proper
{emperature,

gls REQUIREMENT is not met as evidenced

Based on observation, rasident and staff
Interview, and raview of resident councli minutes,
tha facility falied to ensure food was maintained
8t @ lemperature considered palatable, The
census was 88. The findings were:
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SUMMAR! ENCIES I PROVIDER'S PLAN OF GORRECTION &8}
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F 308 | Continued From page 4 F 309
4, Review of the physician's standing orders !
provided by the facility showed the following
orders for canstipation: 1 ounce {oz) of
conslipation cocktall twice per day for chronic |
constipation; Milk of Magnesta or equivatent 30 F364
milliters (mi); use either dulcolax, flaets, or TWE
[tap waler enema] if no rellef with M.O.M. The ] ,
standing orders did not speclfy a timeframe to Comrective Action:
Implement the Interventions, .. use M.O.M. if no | The RD has met with resident #8
EM afier 3 days. regarding concerns with food
5. During an Interviaw on B19/15 at 5;17 PM the temperatures on 8/27/15
DON stated the facllity did not have a pol|1|cy ﬂl:?m :
8sddress interventions for conslipation. She ar 1 ification of Others:
stated the standing orders did not define il S
constipation, nor gava tmeframes to implement .
the Interventions. She further stated her The Dietary Manager (DM)
expectation was thet after 3 days of no bowel Registered Dietitian (RD) or other
i':l‘;‘::;fu%‘:;hl: :gg‘rzgs"g’“r{:um%‘:r’:‘am designee will review the daily service
F 384 | 483.35(d)(1}-(2) NUTRITIVE VALUE/APPEAR, F 364 checklist daily to assure temperature
SSaE { PALATABLE/PREFER TEMP are being taken and recorded properly.
|

| Systems/Measures:

' The dietary manager or designee will
educate dietary staff by 10/2/15 on
Proper serving temperatures,

Resident Council Meeting minutes
will be provided to dietary manager by
NHA monthly for review.
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F 384/ Continued From page 6 | F3g4|A plan has been implemented for
i temperature management during meal
1. Reviaw of the mldegt col.'t::cil minutes showed | services. Staff will take the food
food temperatura was brought up as a concemn
for the months of May and June 2015. During a t;mperan‘.lres o.f t!'lc prep gred food on
group Interview of 10 residents on 8/18/15 at 1:15 the tray line within 15 minutes of
PM, the residents revealed the temperalure of the serving as well as at the end of the
food served was still too cold for thelr liking, meal service to assure temperatures
2. Interview with resident #8 on 8/19/15 at B:45 |have remained appropriate and ,
AM revealed the potatoes served for brazkfast palatable, by dietary staff. T he Daily
that moming ware cold, i Service Checklist will be filled out
during and after every meal. A
3. Observation on 8/19/15 of the lunch meal mandatory in-service was conducted
preparallon and service showed the menu X
included liver and onlons and mashed potaloes. on 8/27/15 for all dietary staff to
Prior to the start of the maal service at 11:57 AM, educate them to this new process.
cook #2 was making fina! preparations before
baginning service from the maln steam table, No
focd temparalure was taken and was requested
at thet time. When measured, the Internal Monitoring;
lemperature of the liver was obsarved to be 110 | )
dagree; Fahfgﬂhegle(gz’ %ﬂd the ﬂ;:ﬂiflf_\:d polaices Dietary Manager/ designee will
were obsesved o egrass F, The : : :
temperatures from the portable sleam table were ?omtor for cf? fl:np lience. Data obta:r}ed
also taken at this time, ravaaling an Intemal y the way of food temperature audits
temperature of 130 degrees F for the liver and will be analyzed for patterns and
100 degrees ¥ for the potatoes, trends reported monthly to facility
4. Interview with the reglstered diatilian on Q:API committee, QAPI commitiee
8/2015 at 8:10 AM revasled he was unaware of will evaluate based on trends
the: resident councll complalnts regarding food indentified and interventions as
Fan :l:rg%;ra)lu;gson PROCURE F3art needed to ensure continved 10/2/]
] . $ k)
§5=F | STORE/PREPARE/SERVE - SANITARY Compliance for 3 manths, J
The facility must - z
{1) Procura food from sources approved or i
considered salisfaclory by Faderal, State or local .
{
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F 371 Conlinued From page 6 F3Mn F371
authorities; and . S
2) Stora, prepare, distribute and sarve food Cormective Action: :
sjn)dar nﬂh‘:ar; conditions serve oo I:} education has been f:onducte'd with
all cook about food being kept in the
stem table until it is ready to be
served. All food needs to be covered
once it is served or taken from stem
gls REQUIREMENT Is not met as evidenced table.
. educated by DM
Based an abservation and stalf Intervisw, the — Stgf h;lhs been of gloves a.r{d hand
facllity fallad to ensure food was malntained at | regarding Lie use ol g .
required temperatures for safety for one of one . washing while serving food. An in-
maal obsew:]d. in addition, melfacillty {alled to service was conducted on 8/24/15. All
snsure 8 sanitary environment In the kitchen taff were required to attend.
lated , §
{;,,m‘f.,',ﬁf’ A osd B ns All staff have been educated by the
DM . Grill will be cleaned after each
1, O;s:wauonarf th’a lunch preparation and meal and during meals if needed. An
service on 8/18/15 from 10:35 AM to 1 PM N ucted on 8/24 15.
showed the menu Included liver and onlons, In-service was co::::; e:rcd with all
mashed potaloes, and cake wilh strawberry The policy was re
lopping. The following concerns wera notad: dietary staff.
; a. ?\t' 10:¢|I0 Ah.;l. ;.::ok #1 placed 5 trays of
rozen liver slices In the ovens, with one tray laft in-service on
on food praparation lable uncoverad. it remained All sltagf at;ended ag ‘::lale;‘:n how
uncovered on the table untll 14:11 AM (31 | 8/24/15 and were edu
minutas fatar), when it was placed in tha aven. * and when to take food altcempef&t}“"-'fs-
Temperature will be taken within
According {o Food Code 2013, U.S. Public Health minuFt'es of serving the food. The
Service 3-305.14 Food Preparation, *During il also be taken 15
preparation, UNPACKAGED FOOD shall be temperature will also
protecied from environmental sources of | minutes after the last plate has been
contamination, I served to see if the temperature has
' intai e meal,
b, Observation beglnning at 10:47 AM been maintained throughout th
showed cook #2 dished out cake slices using
gloved hands and a spatula onto small plates,
than topping them with strawberry purea and _
FORM CM3:2567(02.99) Pravious Vierslons Obsclate Event ID:LGXS 1 Faclity t0: WY0028 i continuztion shast Page 7 of 13
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whippad lopping. Throughout this process, he
was observed louching the handles of the 3
compariment refrigerators mulllple times to
remove llems from Inside, then returned to
dishing up the cake with the same gloves and no
hand washing. He answered the telephone and
relumed to dishing up the cake with the same
gloves and no hand washing. He Hitted up the lid
to tha large trash can in the centar of the room,
then retuned lo dishing up the cake continulng to
wear the soiled gloves and no hand washing.

According to Food Code 2013, U.S. Public Health
Servica, 2-301,14 When to Wash: “FOOD
EMPLOYEES shall clean their hands and
exposed portions of their arms... “(E) After
handling soiled EQUIPMENT or UTENSILS...(H)
Belora donning gloves to Initiale a task that
Involves working with FOOD; and {1} Afler
:ng;ging in other activities that contaminate the
ands;"

According to Food Code 2013, U.S. Public Haalth
Setvice, 3-304.15 Gloves, Use Limitation "(A) If
used, SINGLE-USE gloves shall bs usad for only
one task such as working with READY-TO-EAT
FQOD or with raw animal FOOD, used for no
other purpose, and discarded when damaged or
solied, or when interruptions oceur in the
operalion...”

c. Observalion st 11:07 AM showed the
griddie top was visibly dirty with panceke pleces
and burnt pancake batler. Observalion at 11:28
AM showed cook #1 put oll and fresh onions on
the griddle without clsaning off the burnt material.
Continued observaiion showed cook #2 stirring

the onions, with blackened faod particles sticking
{0 tha onlens,

MFORM APPROVED
: -0391
STATEMENT OF DEFICIENCIES {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PULAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING \8_/ COMPLETED
c
835028 8,0 08/20/12016
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, 2iP CODE
1851 BIG HORN AVE
D.
el SHERIDAN, WY 82801
(X410 SUMIRARY ETAYEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROS5S.REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
[
F 371 Conlinued From page 7 F 371 Identification of Others:

A complete kitchen sanitation audit
was completed on 8/24/15 by the
Dietary Manager and the registered
Dietitian. Corrective action was tken.
A weekly sanitation will be conducted
o assure that sanitation conditions and
|guidelines are maintained.

Systems/Measures:

The Dietary Manager, with the ]
assistance from the Registered
Dietitian or designee will complete the
daily sanitation audit kitchen
walkthrough/ check to assure sanitary
conditions are followed, This will also
include observation of proper food
storage, glove use, temperature and
cleaning logs. Un-cleanable
equipment like plastic food containers
have been replaced Wall surfaces will
be cleaned and chipped paint will be
repaired behind the three compartment
sink. Correction actions will be taken
immediately and recorded on the log.
This will be completed by 10/2/15

A mandatory in-service for all dietary
staff was held on 8/27/15, the above
issues were discussed and addressed
with all staff,
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F 371 | Conlinued From page 8

According to Food Code 2013, U.S. Public Haalth
Service, 4-801.11 Equipment, Food-Contact
Surfaces, Nonfood- Contact Surfaces, and
Utengils, i
(A} EQUIPMENT FOOD-CONTACT SURFACES f
and UTENSILS shall be clean lo sight and louch.
(B) The FOOD-CONTACT SURFACES of
cooking EQUIPMENT and pans shall be kept free

of encrusted grease deposits and other solf
accumulations,..”

d. Prior {o the start of the meal servica at
11:57 AM, cook #2 was making final preparations
before beginning service from the main steam
table. No food temperalure was taken and was
requested at that time. When measured, the
internal temparature of the liver was chserved to
be 110 degraes Fahrenhalt {F) and the mashed
potatoes ware observad to be 90 degrees F. The
temperatures from tha portable steam table were
alsa taken at this time, revealing an intemal
lsmperature of 130 degrees F for the liver and
100 degrees F (or tha potatoes. Interview with
cook #2 at that lime ravealed he does not take
the foed temperalure before service 10 ensure It
is maintzined &t a safe lamperatura.

Interview with the registerad distitian on B/20/15
at 8:10 AM ravealed he did not have formal I
documentation of education provided 1o the
klichen staff regarding food temperalures. He
staled his expectstion for taking food
tamperatures was It needed lo be done when the
food was taken out of the aven, but did not need
to be taken again o ensure the food was
maintained at a safe lemperature,

According lo Food Cods 2013, U.S. Public Health
Sarvice: 3-501.16 “(A) Except during praparation,

F 371 Monitoring:

Dietary Manager/ Registered Dietitian
or designee will monitor for
compliance, Data obtained by the way
of the Daily Sanitation Audit will be
enalyzed for patterns and trends
reported monthly to facility QAPI
committee will evaluate based on
trends identified and interventions as
needed to ensure continued
compliance month X3.

: 10£2/15
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F 371

Continued From page 8

cooking, or cooling, or when lime Is used &s the
public health control as specified under
§3-501.18, and excepi as specifiad undar [ (B)
and In § (C ) of this section, polentially hazerdous
food timeempaerature control for safety food)
ghall bs malntalned:

{1) AL57*C (135°F) or above, except that roasts
cooked 1o 8 temperature and for a fime specified
in 9 3-401.11(B) or reheated as spacified In |
3-403.11(E) may be held at a temperatura of
§4°C (130°F) or above; or

(2) At 5°C (41°F) or less.”

2. Observatlon on 8/17/15 at 3:55 PM and
8/20/15 at 8:30 AM showed the wall behind the
three compariment sink was spiattered with food
and had chipped, peeling psint. Furthar
observation showed plastic food containers
avallable on a wire rack. Seven of these
containers were visibly solled with while, crusted
matier and a while film over the surface.

According lo Food Code 2013, U.S. Public Health
Service 4-801,11 Equipment, Food-Contact
Surfaces, Nonfood-Contact Surfaces, and
Ulensls, *...(C) NonFOOD-CONTAGT
SURFACES of EQUIPMENT shall be kept frea of
an accumulation of dust, dit, FOOD residue, and
other debris,”

3. Intarview with \he dietary manager on 8/20/15
baginning at 8:53 AM conlirmed gloves need to
bs changed when switching between tasks. He
aiso confirmed the tray of liver on the table shouid
have been covered lo prevent possible
contamination from other sources. Additionally,
ha confirmed the griddie shouid have been
cleaned after breakfast, and the onlons should
not have been cooked on a soiled cooking

F 371

FORM CMS-2567(02.09) Pravicus Versions Obsolsla Event ID'LGXSTY
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A facllity must maintain a quality assessment and
assurance cammitiea consisting of the director of
nursing sarvices; a physiclan designatad by the
facliity; and at least 3 olher members of the
facifity's staff,

The quality assessment and assurance
commitiee meets 8t least quarierly to Idantily
lssues with respact to which quality assessment
and assuranca activities ara necessary; and
develops and implements appropriate plans of
action lo correct identified quality deficiencles,

ASlale or the Secratary may nol require
disclosure of the records of such committes |
excepl Insofar as such disclosurs is relaled o the |
compliance of such committea with the !
requirements of this saction,

Good faith altempts by the commiiles to identify
and corracl quallly deficlencies will not be used as |
& basls for sanctions,

Ihls REQUIREMENT is not met as evidenced
¥
Based on observation, review of the 2567 and
resident council minules, and statf and resident
interview, the faclilty falled to have an effecliva
quslity assessmen! and assurance (QAA}

FORM APPROVED
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F 371| Continued From page 10 Fan
surface. He acknowledged the solled plastic wars
was avnaglablalbtll,t was no “}oggar appropriale for
food and would be discardad, . T
Corrective Action:
o 0| O e e MBERSIMEET P 92| The NHA will facilitate weekly QAPL
QUARTERLY/PLANS meetings re: F225, F253, F309, and

F371 to ensure progress is being made
in regards to the correction of the
current deficiencies.

Identification of Others: |

A monthly review of Resident Council
minutes and the Resident Food
Committee meeting will be conducted,
all department heads that are
mentioned will involved in the
solution of the issue.

The NHA or designee will conduct a
thorough QAPI committee meeting to
identify any additional concerns and
take corrective actions as needed.

Systems/Measures:
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program to implement corrective actions for
Identified problem areas, The findings wara;

Reviaw of the 7/10/14 CMS-2557 for the pravious
year's survay showad F371 was written relaled io
not maintaining appropriate food temperalures for
safaly. This same Issue was identified during this
survey as avidencad by:

a. Review of the rasident council minutes
showad food lemperalure was brought up as a
concem for the months of May and June 2015,

b. During a group Interview of 10 residents on
8/18/15 at 1:15 PM, the residenls ravesiad the
temperalure of the food servad was still too cold
for thelr liking,

¢. Observation on 8/19/16 of the lunch meal
preparation and service showed the menu
Included liver and onlons and mashed potaioes,
Prior (o the start of the meal service at 11:57 AM,
cook #2 was making final preparations before
beginning service from the meln steam table. No
food tamperature was taken and was requested
at that time. When measured, the Intemal
temparature of the liver was cbsarvad to be 110
degrees Fahrenhelt (F) and the mashed potaioes
were observad to be 80 degrees F, The
temperatures from the portable sieam table ware
also taken at this Ume, revealing an Internal
lemperature of 130 degrees F for the liver and
100 degrees F for the potatoes.

During an Intarviaw on 8/20/15 at 8:50 AM the
adminisirator and DON stated the issue of focd
lemperatures was looked at In QAA afler last
years survey, but acknowledged lhat the issue
was not adequately addressed, They further
staled that resident councll minutes were brought
1o QAA, and acknowledged that the Issue of food
temperatures had not been correcled.

A plan has been implemented for
temperature management during meal
services. Staff will take the food
temperatures of the prepared food on |
the tray line within 15 minutes of
serving as well as at the end of the
mea] service to assure temperatures
have remained appropriate and
palatable. by dietary staff. T he Daily
Service Checklist will be filled out
during and after every meal. A
mandatory in-service was conducted
on 8/27/15 for all dietary staff to
educate them to this new process,

they will be tummed into the
Administrator for his signature, the
Administrator will also follow up with
the Recreation Director to see if
concerns have been addressed, Once
they have been addressed they will be
filed in our concemn log.

F 520

The Dietary Manager will conduct a
monthly food meeting, This meeting is
for all residents to discuss the food
issues as well as to have a say with
food choices. There is a resident
choice mea! offered on Fridays. When
issues are discussed in this meeting
the same process as above wil[ be
followed as above.
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Monthly Resident Council Meetings
will be held. The Recreation Director
will conduct the meeting, at this time
concemns and complaints will be
addressed. The Recreation Director
will review the concemns and then pass
them on to our Customer Service
Coordinator; she will then review all
of the concerns and pass them on to
the appropriate department heads.
Once they have addressed the issues

We have a system set up for all
concerns that residents angd family
members have, Al concerns will be
turned into the Customer Service
Coordinator. She will review each

|f.'.cﬁt:em and will make sure the .
appropriate department heads receives
the concern. When concerns have
'addressed it is then given to the
administrator for review and his
signature. When this it complete the
concern is returned to the Customer
Service Coordinator to file in our

concemn log.
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} Monitoring:

Recreation Director, Dietary Manager
‘and the Customer Service Coordinator
; will monitor for compliance. Data
obtained will be analyzed for patterns
and trends reported monthly to the
facility QAPI committee. QAP]
committee will evaluate based on
trends identified and interventions as

needed to ensure compliance month
X3. 1012115
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