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

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building
535053 v1 |B. Wing v |6/1412016
NAME OF FACILITY STREETADDRESS, CITY, STATE, ZIP CODE
PLATTE COUNTY LEGACY HOME 100 19TH ST

WHEATLAND, WY 82201

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments
program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on
the survey report form).
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Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix F0157 Correction ID Prefix F0274 Correction ID Prefix F0280 Correction
483.10(b)}(11 483.20(b)(2)(ii 483.20(d)(3), 483.10(k

Reg. # (0)t1) Completed |[Reg.# (b)(2)(i) Completed | Reg. # @) (@) ) Completed
LSC 05/26/2016 LSC 05/26/2016 LSC 05/26/2016
ID Prefix F0281 Correction ID Prefix F0309 Correction ID Prefix F0311 Correction

483.20(k)(3)(i 483.25 483.25(a)(2
Reg. # ot Completed |{Reg.# Completed | Reg.# (@) Completed
LSC 05/26/2016 LSC 05/26/2016 LSC 05/26/2016
ID Prefix F0312 Correction ID Prefix F0325 Correction ID Prefix F0441 Correction

483.25(a)(3 483.25(i 483.65
Reg. # (@)3) Completed |Reg.# L Completed | Reg. # Completed
L.SC 05/26/2016 LSC 05/26/2016 LSC 05/26/2016
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |[Reg.# Completed | Reg.# Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

L

REVIEWED BY REVIEWED DATE SIGNATURE QF SURVEYOR DATE
STATEAGENCY [T (INITI 7/0 \\0 MO b' \b\ b
REVIEWED BY REVIEWEDBY | DATE TITLE DATE
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+* DERARTMENT OF HEALTH AND HUMAN SERVICES P D, Aven/aime
_CE I ' QMB NO. 0938-0381
{X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN MENTIFICATION NUMBER: A BUILDING . COMPLETED
R
835053 B.WiNG 08/1412016
NAME OF PROVIDER OR SUPPLIER ) STREETADDRESS, CTY, STATE, ZIP CODE R
PLATTE GOUNTY LEGACY HOME 100 19TH ST
WHEATLAND, WY 82201
X4 10 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION is)
P | HEGULATORY OR LoE IENTEY NG MEoREN "6 | cAOBSAEPERENGED 1o TR ALDES | CoumuEpon
: DEFICIENCY)
F DOD | INITIAL COMMENTS FO0D| Thig plan of correction is
On 6/13/16 - 6/14/16 a follow-up to a Centers fo submitted as ired under State
n - a a r .
Medicare and Medicald Services comparative and Fedefal law. Tlns p lan does
survey was conducted by Healthcara Licensing not constitute admission of
and Surveys. . liability on the part of the facility
{F 241} | 483.16(n) DIGNITY AND RESPECT OF {F241}] and such liability is hereby
§8=D | INDIMDUALITY specifically denied. The
The facility must promote care for residents In a submission of this plan does not
manner and In an environment that maintains or constitute agreement by the
enhances each resident's dignity and respect in facility that the surveyors
full recognition of his or her individuallty. findings or conclusions are
accurate, that the findings
This REQUIREMENT s not met as evidenced constitute a deficiency or that they
bg: et on observalion, reskient inerview, sl scope or severity regarding the
ased on obsarval ent interview, s iencies of
interview, and medical racord review, the facilty d"ﬁl‘:‘:i“m cited are correctly
falled to promots the dignity of 1 non-sample applied,
resident (#17) during 1 of 2 mesl observalions.
The findings were: :

1. Review of the 6/18/2018 quarterly MDS
assessmant showad resident #17 had diagnoses
that Included Alzhelmer's disease, dementia, and
macular degeneration. In addition, it showed the
resident had a BIMS (Brisf Intarview far Mental
Status) score of 3/16 (indicating severe cognitive
Impalrment), and required set up essistance for
eating. Review of the resident'a care plan
updated on 2/18/2016 showerl the resident was
able to feed harselffhimself. The foliowing
concems were ldentifiad:

a, Observation of the dinner mea) on 6/13/2018
at6:19 PM showed the resident was served a
meal of tater tot casserole, mixed vegetables,
and a bow! of pudding. Continued observed
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 CENTERSFORMEDICAREAMEDICADSERVICES
J e i
7 535053 B.WING , — 06/14/2016
NAME OF PROVIDER QR SUPPLIER i " STREET ADDRESS, CITY, STATE, 2IP GODE T
PLATTE GOUNTY LEGAGY HOME m;mb,m _—
A o SURNARY STATEMENT OF DEFIGIENGESS o PROVIDER'S PLAN OF CORRECTION |~
‘ M ORRECTIVE
| | GESRRMRRN | W | CSRemmmeemeir | i
{F 241} Continued From page 1 {F 241} F241- The facility will ensure that NINE
showed the resident was eating the pudding with ] i ; i
a tabls knife, The residents utensils were ‘;11 residents l.n‘:}“d.’lng ms‘detfa#u
enfokled In a napkin on the table next to the ave appropriate silverware that is
plate, At8:20 PM, the resident was chserved visible and accessible. Staff was
:naﬁng ﬁ'l/;a\t ceal;:{:ug: ?h.n? g:ﬁg?ahib!l:s with hlsli:)ar educated on 6/21/16 to ensure
ngere, At8; A atary manage ; :
approsched the table and conversed wih the r?f‘d”“ts hgi"fppr.”’.’lgm :
resident's tablemats, but not with the resldant, stiverware hat 15 visible anc
and falléd to offér assistance. At8:28 PM ths DM accessible. Utilizing an audit tool,
approached tggs re‘sldgnt ‘a‘ré% aagﬁagqualmdoaar audits will be conducted of the
ssgistance. Observation at 6! 8 e i ;
redident had eaten apptoximataly 75% of the di“m.glmm tp;‘lmredpmw ?;Itmg
mieal. The utenslis remained folded in the napkin. ufenslis are visible and accessible
to the residents by the DON or
b, interview with the resident on 8/14/2018 at designee. Audits will be conducted
9:30 AM rBVBaled hie/she did riot want to eat with week]_y for 4 weeks and monthly
d his/er fingers. thereafter for one year, All results
c. Intarvisw with the DON on 6/14/2016 gt 2:19 will be taken to QA&A monthly
PM verified, that for the meal served, sating with until compliance is determined
a table knife or fingers was not appropriate. during the QA&A process and
quarterly thereafter for one year for
further review and analysis.
T ————— Event ID: (GFCY2 Facity I0: WD0z2
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