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This State Rules and Regulations is not me! as
evidenced by:

| Sectlon 5, Organization and Adminisiration.

| (a) Governing Bady. The Nursing Care Facility

i- shall have a governing body which has the legal
authority and responsibility to aperate the Nursing
Care Facility, The governing body shall:

() Appoint a fulltime, on premise,
administrator qualified by &ducation, training, ang
experienoe as established by the Wyoming Board
of Nursing Home Administrators.

{A} The administrator shall have a current
| license as 2 Wyoming Licensed Nursing Home
Administrator,

Baged on staff interview and licensure board staff
interview, the facility failed to ensure the
administrator was licensed by the Wyoming
Board of Nursing Home Administrators (NHA),
The findings were:

During & telephone conversation on 8/5/11 at 10
AM, the administrator stated she did nat have a
license with the Wyoming Board of NHA. During a
telephone conversation on 8/5/11 at 10:1 5 AM, a
* staff member at the Wyoming Board of NHA

{ confirmed the facility administrator was not

! licensed, She also said the process fir ficensure

| application was not complete, and the outeame of
| that process was uncartain.
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- License date of igsne: 8/18/201 1

A
“having the potential to be affeﬂggpd

The Eastern Shoshone Business Counci
(Gov Board) hired Marln Martin on
8/1/11 as Adminisirator of the MSCC of
the condition Marla obtain her Tempnra%l

Administrators license jn the 2-we
period of licensure accreditation,

Expiration date; 2/18/2012

What corrective action(s) will bd
accomplished for those residents foun

to have boen affected by the deﬁcienif
practice, ,

A resident meeting was hold on 8/4/1 1’

with the yesidents to voice their cONcerns;

tegarding past Administrators apd futyeel—""""

organizational structure at MSCC, 8 8/4/11
S

How yom will identify other reside tf‘ -

by,

the 3ame deficient practice(s) and what

correctiveaction(s) will be (ean.

Db ¢
R

~2/1/12

There 15 a schedulet-y ekly residents one
on one meeting wit)hV\ihe Administrator
perfaining to Kéﬁity conceriiyapd of aili
changes ;h/at are ocourring and assrapce
their concerns are being addeessed,
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This State Rules and Regulations is not met as
evidenced by

Section 6. Organization and Adminigtration.

: (a) Governing Bady. The Nursing Care Facility

| shall have a governing body which hag the legal
authority and responaibility to operate the Nursing
Care Facility. The goverhitig body shall:

(D) Appoint a full-time, on premise,
administrator qualified by education, training, and
experience as established by the Wyoming Board
of Nursing Home Administrators.

(A) The admiristrator shall have a current
license as & Wyoming Licensed Nursing Home
Administrator.

Based on staff interview and licensure board staff
interview, the facility failed to ensura the
administrator was licensed by the Wyaming
Board of Nursing Home Administrators (NHA).
The findings wara:

During a telephone conversation on 8/5/11 at 1 Q
AM, the administrator stated she did not have &
license with the Wyoming Board of NHA. During a
telephone conversation on 8/6/11 at 10:15 AM, a

" staff member at the Wyoming Board of NHA

{ confirmed the facility administrator was not

; licensed. She also said the process for licensure

i application wag not complete, and the oyksome of
that process was uncertain.

H

what systematic changes yon vill ma
fo enswre that the deficient practice(s)
does not vecur

Temporary licensure has been established|
Completion of Administrator In Training
program and register and ¢omplete the
NAB Exam (6-month completion datg)———7—
for Nusing Home Administratort </
License. S SLAD

A
How you will monitor the Po( 4%)‘“‘
performance to make sure tha
solutions are sustained

The Eastern Shoshone Business Counci
will meot monthly with Marla to evalua
MSCC Administrative concerns and
monitor AIT progression. The ESBC will-—
meet with preceptor while visiting (ths Cé/{(f {{ )
MSCC Administrator, ahnde=|.
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