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FACHLITIES

Thig State Rules and Reguiations is not mat as
evidenced by:

WYOMING DEPARTMENT OF HEALTH AGING
DIVISION RLULES FOR PROGRAM _
ADMINISTRATION OF ASSISTED LIVING
FACILITES

Chapter 12

Section 6. (a)(i){(H) Pass an opan book test on the
same. The open book test shall be administered
by the Program Divigion. the passing score will be
85% or greater, Those individuals who
successfully completed the examinstion
administerad by the Licensing Division shall have
their test scores honored;

The REQUIREMENT is not met a4 evidenced by
Based on data review during off-site survey
preparation and staff interview, the facility failed
to ensure the facility manager took the required
test. The findings were:

Review of the facility file during off-site
praparation on 10/27/11 revealad the tacility
manager had not taken the reguired manager

test, Interview with tha manager on 11/1/11 at - fee
4:20 PM revealed that she had understood she H“-’- ‘3-49 MM’ o Md -

was 'grandfathered’ in, and not requirad to take w& CaAgoe QWML ld L(

the test. The manager stated that unfortunataly, | 2012
she did not have written confirmation from the : ol v
Aging Division exempting her.

Section 6, () All staff of the asaisted living facility 'ﬂwﬁ-——m&m%—ﬁr\rs—‘;\‘r\ el
shall successfully complete, at a minimum, g

State of Wyoming division of Criminal +o-Nace
Investigation (DC1) fingerprint background check

. ’ .
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Wiynraing Dapt of Health, Ofiices of Healthcare Licansing and Surveys e o
1
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . iy
oith . ¥ continuation shast 1 &f 17

STATE FORM S .
A df%@,ﬁei w/ W U eh yof'&?ngu% Ry -
Mo, Admmmastraren vt /29 fipy @8 20! 0o ) A > Qo 13012
Gﬁme@ﬂ*iéai‘ihcas‘aLQ“fQu ' P

B inesmeiome et Eapeens




NOU-28-2011 @7:16 FROM:LEGACY

assessment of each resident's functional
capacity, physical assessment and madication
raview.

The REQUIREMENT is not met as evidenced by:

Based on medical record review and staff
intarview, the facility failed to ensure an acgurate,
standardized, reproducible assesament for 3 of 3
residant records. (#2, #5, #7) reviewad, The
findings wara:

1. Review of the assesement for resident #7
showed 1t was complated .on 9/6/07 and this
assessment was documanted as “reviawad" on
4(/43/08, 1079400, 10M8M0, and 10/10/41. The
following congerme regarding the assessment
were found:

a, Review of facility documentation and ingident
notes showed the rasident had falls in Apil and
May of 2010 and then rocelved a pacemaker on

Q.QQ‘!:‘ DT\\'Q, Q\\m\%‘\
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Registry Screening bafore resident sontact, " , : .
The REQUIREMENT is not met as evidenced by: hgge— £ %
Based on record review and staff interview, the ey ‘5 ' :S F‘T \ i . ‘
fecily falled 1o eniiro o DG fingerprint, Dex Pt vl ) Loe
background ¢ on 1 of 8 employee files . H- . ~
(employes F) reviewed. The findings were: CMWQQJDLL@) 78 AN WU’}H & ‘07
q\n& y rz-‘ Ll
Review of the employee file for amployee 'F' '\aom/\ \,20 ~ ,/
showed |t contained a Central Registry Screening M (_QLW MA.U pirsy
but no RCI check, Interview with the facility . ’”E L)l )
manager by phone on 11/4/11 at 4 PM confirmed (e Fovyes g
the employea did not have the requirad fingerprint M @,.C/ts , ) . I
check. The employee's date of hire paperwork n ( *M W (J,,yt st
was dated 4/19/11, W oV da vo
ke ) +0\\ N oLty
Section 7. (b) Rasident Assessment and S mﬁ.ﬁ m wok Cva
Services. The stafffcontract Registered Nurse v | | 4L
(RN) shall condust initial and, at & minimum +o et B\-o 15 'Q-&B (.M'eme s
annuglly, an accurate, standardizad, raproducible

clatt

—
XV4VirS

Yormng et of Mealin, GHice of Healngare Liconsing Gng SUveys

STATE FORM |

HZIY 11

BRAL B 02—y Tay &V
- z_,,t#S‘fl:t—“?-

A
be cwwft
Aﬂm

W Goninuation sheet 2 of 17

T R o Q,WMJ

oo

W@f%



NEU-2B-2011 B7:17 FROM:LEGACY TO: 1387777 71ET P.6/27

\& PRINTED: 11/15/2011
@&’ G FORM APPROVED
WDH - Office of Healthcare Licansing and Surveys {3~
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPUER/CLIA MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION O D oz} ML COMPLETED
A, BUILDING
ALFO20 B e _  11/0212011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, ETATE, ZIP CODE
I
| LEGACY HOMES ASSISTED LIVING %E.%,",‘.“E{”ﬁ}’ %‘;?;-;G RR
MMARY STATEMENT OF DEFICIENCIES | PROVIDER'S PLAN OF CORREGTION (X4)
it (EAgH DEFICIENGY MUST BE PREGEDER BY FULL F'RI?FIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETE
TAG | REGULATORY QR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPRDPRIATE DATE
DEFICIENCY}
SALF.|-Continued-From-page-2 SALE
51231M0. Yet, the "reviewed" assessment on
10/16/10 did not dosument the change in the
resident's status,
b, Review of facility documentation showed the
| resident was treated for agitation approximately R\
| every two weeks during 2010 and 2011, yet N\\ Sy \s\\'\ o Q,\\M\g\t‘fa
neither assessment on 10/16/10 or 10/10/11 Y
addressed the increase in agitation from the Sor vk mv\?\& SRIn Teoxs
origina! §/6/07 assessment. e\ S Lekus wil
. Review of a home health order form showed -Q .,&,\\*s v RO
home health was initiated on 4/25/11. Yet the : sl
10/10111 assessment falled to address the Yo '*ﬁfe“‘“}’ Yo furailys
changes in the resident status or the need for \oe # Nome Weakte S
home health services. Dogto<s AW wovt ‘Dﬁ,ﬁ*'\n
. X g, e
2. Review of the assessment for resident #2 A - e b
showext It was completed on 6/26/10. Further N app oshene & “&3
review of the medical racord failed to show an O~ B} Nocuwne ‘\\& o
annual assessment. The review also showed the WA B GOCURN
resident received home health services since oS Cos
B/5HO, but there was not & re-assessment at that &ME& 1o P Qothor
time 1o addrass the resident's decline or change CONie \QE\ \:~\ @
which required the services. 05 A \; %C\‘ _Nowsse
) NS
3. Raview of the assessment for resident #5 Ao o N Q,\\m&e'
showed it was completed an 12/30/09, Further D oswenen o VO™ LY
review of the medical record failed to show an i \pe. ACYATEL
annual assessment for December 2010, At the Ay ey
bottom of the ariginal assessment on 12/30/09, S\u&% WA\ e AAN . I
the nurse documented *“Reviewed 5/23/11 k cert 3\ mﬁ’({‘ me.e\k“-'& Ly
finitials) RN [the medical symbol for "] O “R< X -
changes", | At
4. Interview with the facility manager-on 11/2/11
at 10:40 AM revealed ail available assessments
were in each resident's medical record.
Section 7, (b)(H) Admission orders, A resident
shall be admitted only if accompanied by a history
and physical completed by a physician or
\Wyoming Dept of Health, Office of Healthcana Ticensing and Survays

STATE FORM L HZIY11 It continuation ghest 3 of 17



NOU-28-2011 @r:17 FROM: LEGACY

(& TO: 13077777127 P. 727

L L. .

RS PRINTED: 11/15/2011
N\ FORM APPROVED
WDH - Office of Healthcare Licensing and Sufveys
STATEMENT OF DEFICIENCIES %7) FROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION B e A TION NUMBER. w2 COMPLETED
A BUILDING
ALF020 B, WG 14/0212011
NAME OF PROMIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2391 Y STRING RD
LEGAGY HOMES ASSISTED LIVING Ry ey
| SUMMARY STATEMENT OF DEFICIENCIES n FROVIDER'S PLAN OF CORRECTION )
p‘i‘i;’p& (EAGH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROBS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENCY)

SALE | Confinued From page.3 SALF N\ soan. f abiz.
physician extender within ninaty (80} days prior to ¢
admission....

The REQUIREMENT is not met as evidenced by: \
e iE

| When asked for the resldent's H&P on 112111 at

Based on medical record review and staff
interview, the faciity failed to ensure 2 of 3
medical records (#2, #5) reviewed had the
required history and physical (H&P), and that it
way completed prior to admission. The findings
were!

1. Raview of the medical records for resident #2
showed the resident was admitted on 4/26/10.
Review of the medical record showed no H&P,
The resident did have a form titled "Medical
Assessment and Consent' dated and signed by
the physician on 4/30/10, The form documented
admissian diagnoses, medications, and orders.

10:40 AM, the facility manager prasented the
aforementionad form as the H&P, When asked
for the resident’s medical history and the
physician's office physical, that were done by the
physician, the manager stated the only medical
histary in the record was the one filled out by the
resicdent or family and taken to the office visit by
the resident, Review of this form showed no
evidence of & phiysician's HAP.

2. Review of the medical records for resident #5
showed the resident was admitted on /1/10,
Review of the madical record showed no H&P,
fhe resident did have a form titled "Medical
Assessment and Consent” deted and signed by
the phygician on 1/5/10, four days after admission
to the faciiity. The form documented admission
diagnoses, medications, and orders. When asked.
for the resident's HEP on 1172711 at 10:40 AM,

N

the faciiity manager presented the
aforementionad form as the H&P. When asked

2N
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for tha resident’s medical history and the
physician's office physical, that were done by the
physician, the manager stated the only madical
history in the record was the ona filled out by the
resident or family and taken to the office visit by
the resident. Review of this form showed 1o
evidance of & physician's H&P,

Section 7. {g)(ii) List of agencies, with address
ancl telsphone numbers for residents to-contact if
grievances are not addrassed satisfactorily (e.9.
State Long Term Care Ombudsman and the
Department of Healith, Office of Licensing and
Surveys),...

The REQUIREMENT was not met as evidenced

by:

Based on observation, policy review, and staff
interview, the facility failed to list the address for
the state survey agenecy, The findings wer:

QObsarvation an 11/1/11 failed to show the posting
of the state survey agency's address. Review of
the grievance procedures showed i did not list
the survey agency address. Interview on 117111
at 3:46 PM with the facility managor revealed
naither the policy nor the posted information had
the required information for the state survey
agency.

Section 7. (H(ii) There must be an organizexd
dietetic service that meels the daily nufritional
neads of residents and ensures that food is
stored, prepared, distributed, and served ina
manner that is safe, wholesome and sanitary in
accordance with the rules. The dietetic service
must ensure that food prepared is nutritionally
adequate in actordance with the Dietary
Reference Intakes (DRI) for adults.

The REQUIREMENT Is not met & evidenced by: |
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.Cantinu Jag }"\cu) RO Tyt
Based on observation, and staff interview the é\" Xabion Yo Coal cusX
facility failed to ensfure: 1‘n Food was storlad ina ] 4
safe manner in 1 of 2 refrigerators; monitoring of - o e .
st?rage temperatures In2of Iz ? SEIVNER. +D Mee
refrigeratorSfreezers, monitoring of storage . Y
temperature for 1 of 1 upright freezers and 1 of 2 'H\\S WzUWE W\?x{t ¥ ]
refrigerators; safe food storage in an outside W t/vbu L:}L ‘f\'ul?{
shed; safe food storage inside the facility; and, s -
food storage In proper storage containers, 2. The @‘1' Qo yAON L
dietetic service was organized. The facility census q Y g > A
was 10 residants. The findings were: H"u' %@W . /‘Qma
1, For fallure to ensure food was stored in a safe M Wv\mvd‘/z 3 SJYW{,QJL
manner in 1 of 2 refrigevators refer to Section 7. o dae ddh sV o radolo
{i{v) regarding the interior condition of the
refrigerator housed in a shed with lood spills and
food! storage under the spills,
2. Observation on 11/1/11 at 2:32 PM of the two 4 Ef\‘t‘-uw e "“"-’""“‘-’-\“"5
Fadility refrigerators showssd the refrigerator in the . .
shed had a thermometer in the refrigerator ‘tu R\\-c'\\%' vw‘;‘ﬂ Erm\m
portion, but the kitchen refrigerator did not. The e, m_&sq, Focd T ee LR
freezer portion of each refrigeratorffreezer lacked . .
a monitoring thermometer. Interview with certified PN"\‘ e T gath 'F\"ﬂt‘zer
nurse aide #8 on 11/1/11 at 2:32 PM reveated 9 s
she was unable to find the thermometers. Further M oRein D ke
Interview revealed the daily temparatures were W"’LW& A L ‘/Q.sa P
not recorded for either refrigerator nor for the K
upright freszer housed in the shed, Obsarvation
of the upright fréezer in the shed on 11/1/11 at
2:32 PM show no monitaring thermometer. The
observiation was confirmed by GNA #5,
3. For failure to ensure safe food storage in an Y .
outside shed, refer to Section 7. (}(v), item 1.{b) Move ad\ &‘\3&% Ve
under the deficiency statement regarding food ‘ t APO rag'r r_a_
storage on the floor of a shed, which also housed  voper - D“ﬁ e
garden supplies, a pet, and litter hox, o _
) ) eus, Move—otrer
Wyoming Dept of Haalth, Office of Haalthcare Ucansing wnd Surveys
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4. For fallure to ensure safe food storage in the
facility, refer to Section 7. (j){v), item 2, under the
deficiency statement regarding food storage in a
utility room giong with equipment including
tleaning supplies, carpat cleaner, and stared
aquipment such as a bedside commode, and
walkers,

5, On 1111711 at 2:32 PM ohservation of the food

‘| storage in the facility utility room showed it

housed book cases and shelves for foed, Multiple
gallon maye jugs and gallon pickle jars were used
t6 store food items such as com meal (2 jugs
total), beans {five jars and jugs total), flour {jars
not counted), and muffin mix (2 jugs). Fusther
observation in the Kitchen revealad the same
practice which included mayo jugs used to store
(labeled as) wheat flour, a five quart vanilla ice
croam container labeled "corn meal", and a large
"Sanka" coffee cantainer, unlabeled, with white
powder and & whole in the §id, When interviewed
an 1171711, the facility manager at 3:46 FM
exprassed she was unaware that food containers
could not be: re-used for food storage. According
to the 2009 FIIA food codde 3-201.11 Compliance
with Food Law.

{©) Packaged food shall be labaled as specified
in taw, including 21 GFR 101 Food Labeling, 9
CFR 317 Labeling, Marking Devices, and
Containers, and 8 CFR 381 Subpeart N Labeling
and Containgrs, and a5 specified under §§
3-202.17 and 3-202.18. Pf

8. Intarview with the facility manager on 11/4/11
at 3:46 PM revealed the faciiity staff did not
nclude someone who was a certified dietary
manager of equivalent, nor did they empley or
contract with a registered dietitian, A second
interview with the manager on 11/2/11 at 11:28
AN, she stated that the facility did not have a
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FDA Food Gode book for refersnce.

Saction 7. (j){iii){A) Day to day rasponsibilities for
food production and management of the diatary
services shall be assigned to a parson with.
nutrition and food service management
experiénce equivalent to that of a Certifled
Diatary Manager.

The REQUIREMENT was not met as evidenced
by:

Based an staff interview, tha facility faited to
ensure it had a nutrition and food searvice
manager that was a Certified Dietary Manager or
equivalent. The facility census was 10 residents,
The findings ware:

Interview with the facility manager on 11//11 &t
46 PM revaaled the facllity staff did not include
someone who was a certified dietary manager or
equivalent, She stated she was informed of the
requirernent during the previous survey,

Section 7. (j)(v) individuals with fogd preparation
responsibilities shall be in good health and shall
praclice safe food handling techinigues in
accordance with the current edition of Food Gode
published by the U.S. Public Heaith Service, Food
and Drug Administration,

The REQUIREMENT was not met as evidenced
by:

Based on obsarvation and staff interview, the
facility failed to ensure safe food handlingfstorage
within 1 of 2 refrigerators, food stored in a shed,
and (ood storage within the interior of the facility,
which had the potentlal for infestation and
contamination. The residant census was 10. The
findlings weres:
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1. Obsarvation o the faciity's shed on on 117141 the ahom 15§ Qﬁ*\"’"‘”""‘”
at 2:32 PM revealed the following concerns . A
relat_e]:_d' to fo?ld sgogage: Aerstondia dan "'0 OO \_ Pm‘\ €.t 'S
a. The facility had a refmgerator/ireezer an . .
upright freezer in the tﬁhadr't :_ntgrvlew at _E;le (tti:mN?\ ) H\‘(\\‘ w&&lr AT C ()
of the observation with certified nurse aide ) . | -
#6 and looking at the interiar of the refrigerator S.;D“\’tcn.m~ t\cu,\c\ on 40 e o
revealed red/maroon dried liquid on the bottom %W oAl AL
ghelf of the mfﬂg$mtnr agd vg;ioua uth?r fq{?d
and liquid spills. The dried red/maroan liquid ran W _
the entire width of the shelf to the bottom ) eUANALD \,,._)\.\\\ S\'CCW’ (x4} t\/m/ t]
drawers. Under the shelf, two draws held broccoli )
and caulifiower. When asked, the CNA stated the el wWihen Paesoing
refrigerator was cieafnad ave:iy \:Vadnesd_la)g  had \
b. Observation of the shed also revealed it ha e .
a smalt animal door built within the Fentrance m, 35 profel Cocdoines
and the: pet door was not blocked. Frash pet ne :
and water was available, the observation alsa N * \S’ \ie \ “W\ e
showed a pet bed and a litter box present, AN 03 .
Interview with CNA #6 revealed th faclly cat © &0 : ‘"“M\L“‘f
used the shed and had resided at the facility a -
number of years. A ?ack of potatue?’(. a sacitchof \5\‘:’0 o R ALY
oniong, and boxes of apples ware sitting on the
dirt coverad cement floor of the shed. A shelf at AR (S P s Need bo
the back of the shed held canned goods, The
CNA statad the apples were t0.be canned by
residants, The shed also held dirt encrusied
garden tools, as wall as, the holding tanks for the
fira system., VT e i e
2. 0n 1171111 gt 2:32 PM observation of the food &leémé’%c%re e.x\\
slorage in the facility showed 2 utility room A e kwsv’ \ 3
housed book cases and shaives for food. Bet;?s of AYENS Mnoved asn
neodies and spilled noodles were found on the . .
first bo;gk type shell as one entared the utility 54’“"&% LN prodes Cotkeines
room. The bags of noodles partially sat on the \ .
floor and the bottom shelf. The utility was _lg)\\;“ P“‘?‘ﬂbet \o.\m\uﬁ ‘?br
crowded and difficult to enter very far as it housed e \.t,‘ & Q o b
a carpet cleaner, mops, brooms, and & variety of cod S Chena s nepS
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equipment including a portable commaods,
walkars, and other items and cleaning chemicals.
The hot water haater was uiso In the uility room,

3. Interview with the administrator on 2141 at
11:28 AM revealed the facility did not have a FRA
Food Code manual [n which to refer to for
questions. She stated 1o other resources were
avallable such as b registerad dietitien or a
certified dietary manager.

4. According two the 2008 FDA Food Code,
Chapter 3, 3-305.12 Food Storags, Prohibited
Areas’

Food may not be stored.

1. (A) Inlocker rooms;

2. (B) Intoilst rooms,

3. {C) In dressing rooms,

4. (D) !ngarbage rooms,

5, (&) In mechanical rooms;

6. (F)Undersewer lines that are not shislded to
intercept potential drips;

7. {(G) Under loaking water (ines, including
leaking automatic fire sprinkler heads, or under
fines on which water has condensed;

8, (H) Under open stairwells; or

(I Under other sources of contamihation.

Section 7. (j}viil) Cleaning and sanitizing of
dishes and silver ware shall be done by automatic
dishwashers.

The REQUIREMENT was not met as avidenced
by

Based on observatan and staff interviow, the
factlity afled to ensure monitoring of dish
sanitization. The facility census was 10. The
findings were:

S*H_\.m& Qe 668
i ProTEs oY D\)lmlt\{«ﬂ

a A Food (LDW

Py

A N
0% e ueR

Vo he el wit

R bbb B
caveorepaaie I Taang_
!h‘}!- !ggkﬁ‘al

-

XDQMPV\VM—»

28 2.

Wycraing Dent of Health, Office of Meaithcare Licensig and Surveys
STATE FORM L]

HZIY11

if continuation sheet 10 of 17



NOU-28-2811 B7:20 FROM:LEGRCY

STATEMENT OF DEFICIENCIES
AND PLAN OF GORRECTION

ALFD20

JERICLIA

(%1} PROVIDERASUPFL
\JMBER!

IBENTUACATION N

& TCI': 1._-‘. (Trrrier

P.14-27

PRINTED: 14/15/2011
FORM APPROVED

{%2) MULTIPLE CONSTRUCTION

A. BUILDING
B. WING

{%#) DATE SURVEY
COMPLETED

11J02/2011

NAME OF PROVIDER OR SUPPLIER
LEGAGY HOMES ASSISTER LIVING

STREET ADDRESS, CTY, STATE, ZIP CODE

2391 MUDDY STRING RD
THAYNE, WY 83127

(X4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EALH DEFICIENGY MUST BE PREGEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION}

PREFIX

TAG CROSS-REFERENCERD TO THE

DEFIGIENCY)

s} PROVIOER'SE PLAN OF CORRECTION
(EACH CORRECTIVE ACTION BHOULD BE

(A5
COMPLETE

APPROPRIATE DATE

GALF | Contiived Frampage-10

SALF

temperature.

4501111, P

| including the application of sanitiz
| by immersion, manual swabbing,

usa instructions by providing:

4-501.114(A), P

On 11/2/11 cbservation at 7:43 AM of meal prep
and cleaning showed dishes were pre~washed
and placed in the dishwasher which appeared 10
be a household under cabingt machine. No
temperature monitoring logs or chermica!
monitoring devices were viewed. Al the time of
the observation, the cook stated, "} just load and
push star." She stated it any monitoring was
done, maintenance would be dolng it, Interview
with the administrator an 117211 at 11;28 AM
revealed the dishwasher was not monitored for

According 1o the 2008 FDA Food Code, Chapter
4.703.11 Hot Water and Chemical.

After baing cieaned, equipment foud-gontact
surfaces and utensila shall bé sanitized in:

(A) Hot water manual operations by immerslon
for ot least 30 seconds and as spscified under §

(B) Hot water mechanical operations by beingy
cycled through equipment that is set up as
specified under §§ 4-501 15, 4-501,112, and
4-501.113 and achieving 2 utensil surface
temperature of 71°C (160°F) as measured by an
irreversible registering temparature indicator, P or
(C) Chemical manual or mechanical operations,
Ing chemicals
brushing, or
pressure spraying methods, using a solution 85
spocified under § 4-501.1 +14. Contact times shall
be consistant with those on EPAragistered label

1. (1) Exceptas spacified under Subparagraph
(C)(2) of this section, a contact tme of at least 10
gecands for a chioring solution apocified under §

2, (2)Acontacttime of at least 7 seconds fora
chiorine solution of 50 mgiL. that has a pH of 10
or less and a kemperature of at least 38°C
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(100°F) or a pH of 8 or less and & temperature of
ot least 24°C (75°F), P

3, (3) A contact time of at least 30 seconds for
other chemical sanitizing solutions, P or

4. (4) A contact time used in relationship with a
combination of temperatura, concentration, and
pH that, whan evaluated for efficacy, yields
sanitization as defined in Subparagraph 1-
201.10(B). P

Section 7 (1) Quality Improvement. (i) the facility
shall have an astive guality improvement pragram
to ensure effactive utilization and delivery of
resident care services....(B) The quality
improvement program shall encompass a raview
of all services and programs provided for all
residents. The program shall have: () A written

| description; (1) Problem areas identified; (I11)

Monitor identification; (IV) Frequency of
monitoring; (V) A provision raquiring the facility to
complete annually a self assessment survey of
compliance with the regulations; and (VI) A
satisfaction survay shall be provided to the
resldant, resident's family, or residents

responsible party at least annually. (C) Prablems |

identified during the annual survay or the quality
improvement process shall be addressed with
appropriate written corrective actions. (D) The
quality improvement program shall be
re-evaluated at least annually.

The REQUIREMENT is not met a4 evidences by:

Based on review of the facility's qualily assurance
book and documentation, and staff interview, the
facility failed to ensure: 1. lthad an active
on-golng program and reviewed all services; 2,
The program had all six required alaments; 3. it
addressad the previous survay problems and
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with a written description and framework for QA.
Further review revealed no problem areas
identified, and no monitoring or frequenty.
Althaugh the facility had forms for a
self-assessment, no data was found regarding
this.

3. Review of the QA book revealed no
documentition regarding the facility's last survey
on 3/3/09, the corractive action taken, and
evaluation to whether or nat the facility was able
to sustain the correction or whether it required
modification. During the survey on 3/3/09 the
facility's plan of corraction in¢luded action for
getting a Certified Dietary Managar. Yel, to date,
the Facility cantinued to operate witheut cne,
Interview with the faciiity manager on 11/1/11 at
3:46 PM revealed tha facility staff did not include
someone who was a certified dietary manager or
squivalent. She stated ot the préevious survey, the
survoyar had told her of the requirement,
Although the facility did do & resident/family
gatisfastion survay in Juna 2010, no more currant
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ensured continued mmp_lljance with previously | [/O\\ e 0d0wess These

addressed problems; 4. The program was ‘ g;

re-evaluated at least annually. The frility census isswes, \\cwe frov \5» &

was 10. The findings were; . .

¢ Copies oF these focons

1, Review of the facility's quality assurance (QA) thy .

book and documentation was done on 11/2/11. ‘&' These Ms wmd{'

There was no evidence of an on-going program Si)b\f\,t QS. .

or review of services. QOther than resident/family _ ‘ .

questionnaires dated Juna 2010, and resident MM o vaarasdralar ol 4

council minutes dated 5/25/11 and 8/8/11 there . g

were no current problems addressed, no ‘ &rw“") (he cantlin p&i’f&xl

en-going manitoring, and the mast recent MV RAN Al et Press v

teeting was dated 5/2/05. R0 - | annd B ; (,.?\ wjre

2. Review of the doqymen@ation within thg QA i @Lﬁ Ve q& TR bt ,(w

book revealed a facility palicy which provided staff d Al < (™ WW“W“ _1

& A
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satisfaction survey was not found. Negative
commants on the 2010 satisfaction survay, such
as not being informed of the loved ong's change

respunded to in an appropriate manner, were not
addressed.

4. As mentioned earlier, the facility had no
evidence of re-evaluation,

5, Interview with the facility manager on 11/4/11
at 4 PM by phone revealed satisfaction survey
comments, she thought, were addressed, She
siated the satisfaction surveys were the fagility's
current self assessmant ragarding compliance
with the reguiations,

Section 7 (0)(i}D)(1) On the first day of
ardmission, each resident shall be instructed in
the proper action of the fire emergency plan,
inchuding the location of all the exits. A record of
this ingtruction shall be in each resident file.

Basod on madical record raview, review of
policies, and staff interview, the facility failed to
ensure 3 of 3 open madical records (#2, #5, #7)
reviewad had the required instruction and it
necurred on the first day of admission. The
findings were:

Review of the medical recards for residents #2,
#5, #7 showad no documentation relatad to fire

on 11211 the facility manager st 10:40 AM

when they signed the receipt of policias and

in condition and feeling of not being listened to or

The REQUIREMENT is not met as evidenced by:

axit orientation and instruction. When interviewed

stated the residents had signed for the orientation

&
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proceduras. She further stated the orientation
was given within the first week. Review of the
palicies and procedures given to the rasidents
revealgd It did not orient residents to fire exits, but
instead, Informed residents about emaergency
drilis and the frequency. The manager stated no
other documentation was available to show
residents were instructed regarding emergency
exits within the first day of admission.
Section 8. Contractual Savvices provided Outside 1\\ \ \ &
Assisted Living Facility Authority. ade CONtalted A% one i
Residents in an assisted living facility may ,
raceive sarvices from and outside antity.. . These \\\h‘tﬂ\t \\eq\‘\\\. e '\\\e OJC e,
services must be arranged by the appropriate
professional and be incorporated into the *‘-’ b\LGL\hﬁ\ o QDV&\‘\T&L\I S}{:r‘
resident's assistance plan..,.(a) Componants of . )
the outside service(s) contract: (i) Who will Sexvicey Fhak oxe P"ﬁ\hc\ 3&
provide service(s); (i) What service(s) will be Wy ~
prowvided; (i) When the sarvica(s) will be C’é& J(\\'e- i_%‘-‘-b\\\\& foe b /.
| providad; {vi) Where the service(s) will be - v
provided; {v) How the service(s) will be 0. T'& aeg e PWQ(? (R 5N
provided;...A contract between the resident, the oD VL O oot e
ALF, and all outslde service providers in the ALF X 9" o- %’\aESE
must be in place prior to the fime of service Seeoleel indo ‘t*ng‘\)\e,w\q
delivery, This contract must identify the clear .
dalineation of sorvices. @\ SRV oﬁ\ COXe L cLSS\S* A
The REQUIREMENT is not met at avidenced by: p\c\,m;) “ﬂ,\‘.& will kt‘:’_
Based on facility documentation, medical racord C Dm,p\{.}@ + ey
review, and skaff interview, the facility failed to h \ 03
ensure an agreement for services provided by T IR AAY ‘ E.DMPLQ.M.& 207 = %
outside agencies. In addition, the facility failed to '
incorporata the services provided into the d. .
rasident's assistance pian for 2 of 2 residents (#2, Zﬁ?e@ p—'/@f# 2 # 2 hornt
#7) reviewad who raquired outside services. The a0 e, plann oL
findings wera; M : ' %
WB, 3 threw Cpare e Y be-op
Wyomning Liapl of Health, Office of Heatthcara Licensing and Surveys 3 Ay bﬁ%
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On 111217 at 8:31 AM the facllity manager
provided @ list of all residents with outside
sarvices, The list showed resident #2 received
home health services and resident #7 received
home heaith servicas and gecupational therapy.
Review of the medical records for residents #2
and #7 showed no contract or agreement with the
oulside service nor was there clear defineation of
sarvices. Review of the residents’ assistance
plana show no documentation related to the
services received, such a3 who was to provide
the servics, what service was to be provided, elc.
Interviaw with the facility manager on 11/2111 at
10:40 AM confirmed the faciity did not have a
contract or agresment with the outside agencies,
nor did the residents’ assistance plans addrass
the services.

Gecton 9. Contractual Services provided Outside
Assisted Living Facility Authority,

Residents in an assisted Jiving facility may
receive services from an outside entity.. These
services must be arranged by the appropriate
prafasslonal and be incorporated inta the
resident's assistance plan....{¢) Additional
Contractual Services Provided Qutside the
Assisted Living Authority....(v) Private Duty Care.

The REQUIREMENT is not met at evidenced by:

Baned on staff interview and medical record
review, the facility failad to ensurse that 1 of 1
resident (#7) wha received private duty care, had
an agreement for the service and the service was
incorporated into the resident's assistance plan.
The finding were:

Interview with CNA #4 on 1172111 at 7.27 AM
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revealed she did private duty services for resident
#7. Review of the medical record for resident #7
showed no evidence of an agraement for this
service, nor was the service incorporated into the
resilent's assistance plan. Interview with the
facility manager on 11/2/11 at 10:40: AM
canfirmed the GNA provided private duty
sarvices, The manager stated the facility did not
have a copy of the contract betwaen tha CNA and
the family, nor did the resident assistance plan
specify the services preformed by the private duty
CNA or the facility staff us required.
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