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. FORM AFRROVED
re Licensing and Survevs
GTATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSYRUCTION {X3) DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: A BULBING: COMPLETED
I [o}
ALF020 B, WNG - : 021072019
NANE OF PROVIDER OR SUPPLIER STREETADDRESS, CTY, STATE, ZPCODE.
2391 MUDDY STRING RD 117
|
LEGACY HOMES ASSISTED LIVING THAYNE, WY 83127 .
(X910 SUMMARY STATEMENT OF DEFICIENCIES ) FROVIDER'S PLAN OF CORRECTION wy !
PREEFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE 3
MG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
+ DEFICIENCY)
S000 QOpening Comments 5000
Ruies and Regulations utilized for this survey are:
Rules and Regulations for Program i
Administration of Assisted Living Facilities,
Chapter 12, effactive 12/12/2007 :
Rules and Regulations for Licensure of Assistad ;
Living Facilities, Chaptar 4, effective 06/28/2001
Alicensure survey was conducled by Heaalthcare :
Licansing and Surveys on 2/6/19 through 2/7/18. ’ :
Also reviewed in tha catirse of the survey was - i
complaint intake LIC-19-017,
S5006 Ch 12 Sec 6 (c) Parsonne) and Staffing $5008

Reaquirements

(c) Background checks, All staff of the assisted
living facility shall successtully complete, at a
minimum. a State of Wyoming Division of
Criminal Investigation (DCI) fingerprint
background chack and a Dapariment of Family
Services Central Registry Screening befora direct
resigent contact,

This State Rule and Regulation is not met as
avidehced by:

Based on personnel file review, staff interview,
and review of schedules, the facility failed to
ensure a Division of Criminal Investigation {OC1)
background check and & Department of Family
Sesvices (DFS) central registry screen was
completed prior to resident contact for 3 of 4
employees reviewed {employees #1, #3, #4). The
findings were:

1. Review of the personnel file showed employee
# was a cerlified nurse aide (CNA) who was

Management will update current Orientation Checkiist,
to state that it is a No Resident Contact Orientation.
It will also state that it Is completed during busingss
hours in unoccupled rooms and employee only spaces.
There will also be added an extra signature spage for
date of completed orientation with no contact and one
for when they have completed DC) and DFS chacks
and can start working with residents. To be completed
by March 15,2019 And will be continually monitored
through our quality assurance program, i
A check list will be created that will ;
go into every employee file. With the requirement
that are to be in each employee file in order for them
to work. Management will insure for futyre employees
that this check (ist is completed before resident
contact is allowed. The ALF will ensure that all new
staff will have the DCI finger prints and background
check prior to resident contact upon hire.
To Be completed by March 15,2019, And will be
continually monitored thraugh our quality assurance
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. FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPRLIER/CUA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:

ALFD20

(12 MULTIPLE CONSTRUCTION

A BUILDING:

B.WING

{%2) DATE SURVEY
COMPLETED

c

T 02/07/2019

NAME OF PROVIDER OR SUPPLEER

LEGACY HOMES ASSIBTED LIVING

STREET ADDRESS. CITY, STATE, ZIP CODE

2391 MUDDY STRING RD 117
THAYNE, WY 83127

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAL REGULATORY OR LEC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN QF CORRECTION {X8) :
(EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE OATE

DEFICIENCY)

86006 Continued From page 1

hired 7/9/18. Raview of the staffing schedule
showed employee #1 started working on 8/2/18.
Howaver, review of the DCI background chack
showed the results were dated 9/5/18.

2. Review of the personnel file revaaled employee
#3 was a CNA who was hired 5/11/18. Further
review of the personnel file showed no evidence a
DOl background chack was completed.

3, Review of the personnet file showed employee
#4 was hired 6/14/18 as a cook, and then started
working 85 8 CNA on 9/12/18. Review of the
staffing schedules showed employee #4 starled
working on 7/18/18. However, review of the DFS
central registry screen showed it was not
completed until 7/19/18, and the DC! background
check was not completed until 7/27/18.

4. During an interview on 2/7/19 at 12:34 PM the
manager stated she thought the employee could
start working prior to the DGl and DFS checks
being completed if they were shadawing another
employee,

£5008 Gh 12 Sec 6 (d)(ii)(A-F) Personne! and Staffing
Requirementa

{d) Infection Control, Written policies shall be in
effact to ensure that nawly hired and curremt
employees do not spread a communicable
disease that could be transmitted through usual
job dutles. These shall not be limited to:

(i) Tubarculin Testing,
(A} Tuberculin testing must ba

accomplished for each emplayee prior fo
employment and annually thereafter,

§5008

_ Ss008

Employees # 3 will be temporarily suspended |
from patient contact untit the DCI fingerprints

are done again and returned if that want to continue

to work for our facility. All employees will
continually be monitored through our quality
assurance program, :

-y

Wyoming Dept of Haalth, Aging Division, Hesltheare Liconsing and Surveys
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(}L PRINTED: 0212212019}
FORM APPROVED

Healthcare Licensing and Surveys H
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA 1X2) MLATIPLE CONSTRUCTION (X3} DATE SURVEY ;
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED :
. c i

ALF020 2, WING 02!0712019 i

NAME QF PROVIDER OR SUPPLIER A STREET ADDRESS, CITY, STATE, 2IP CODE ‘
2381 MUDDY STRING RD 117

LEBACY HOMES ASSISTED LIVING THAYNE, WY 83127 5
(x4 13 SUMMARY STATEMENT OF DEFIGIENCIES n PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAE
DEFICIENGY) :

|

55008 Continued From page 2 55008 1 :

(B} Employees having known positive akin
tests shall provide a certificate of
noninfectiousness, recommendations, if any, for
treatment, and evidence they havs complied with
such recommendations.

{C) Individuals provide documentation of
niegative skin test administered within the last
twelve (12) months do not require a follow-up

(D} Individuals who have not hed a skin
test or who do not have writtan praof of skin test
results, shall have an intradarmal Mantoux using
§TU PPD. This shall be accomplished via the wo
(2) step procedure. if the first test is negative and
the employee is symptomatic, tha-employee
may engage in resident contast prior to the
results of the sacond skin lest.

(1) A negstive reaction raquiras no
follow-up.

(1) A positive reaction (10mm in
duration suing 5TU PPD) requires a referral to a
physician for ¥-ray and certification of
noninfactiousness and approprate treatment if
needed. Foliow up shall comply with the
recommendations of the attending physician.

(E) If symptoms accur, 2 new cerlificata of
noninfectiousness is required.

(F} No person with an sirborne, contagious
or infectious disease shall be employed until a
work release is obtained.

(1) Tha facility shall prohibit employees
with a communicable disease or infected skin

The facility manager will address employee #1, #2

# 3 about gefting their TB test / verification ,
T8 testing or verification will be done by 3/1 5/2015{

or employees # 1, 2, 3 will have'suspended resident
contact. Management will also add TB test verificafion
to New Personnel/ New hire check list. By 3/15/20*19
And will be continually monitored through our ~ }
_Quality assurance program i

STATE FORM

Wyeming Dept of Health, Aging Division, Healthcare Licensing and Surveys
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5(/ PRINTED: 0212272019,

. - FORM APPROVED
Health i ng and Surveys ;
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SURPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY i
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: , GOMPLETED ;
- c H
ALF020 B, Wi — 0207/2018 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 24P CODE
23131 MUDDY STRING RD 117 i
S ASSISTED L) -
LEGACY HOMES AS VING THAYNE, WY 83127 x
%4} 1D SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION [
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPHIATE e |
DEFICIENCY) :
N L3
08 l The faclity manager will address employaa # 1, # 2, )
$5008 Continusd From pege 3 $5008 #éi‘abz‘w_ut gemn%ﬁm; o v};ﬁ ’l',é ‘éeﬁﬁ% “‘m3,§5,2019 ,:
1 H gsting or venficalion one
lasions from direct contact with residents and or erplogers & 1. 5. 3 will have suppened rewdent
their food, if direct contact will transmit a disease, contact, Managemant will also add TB teat verification

to New Personal/ New hire check list. By 3/15/2049.

(1) The facility shall require staff to
follow universal precautions when performing
direct rasident care.

This State Rula and Regulation ishot met as o
evidenced by: . H
Based on revisw of personnel files and staff !
Interview, the facility falled 1o ensure tuberculin A !
testing was completed prior to employment for 3
of 4 employees reviawed (employses #1, #2, and :
#3). The findings were: ..

1. Review of the personne! file for employse #1
revealed she was a certified nurse aide (CNA)
hired 7/9/18. There lacked evidence of tuberculin
testing. *

2. Review of the personnel file for employee #2
revealed sha was a CNA hired 4/10M8, There
lacked evidence of tubsrculin teating.

3, Review of the personnel file for employee #3
revealed she was 8 CNA hired 5/11/18. There
lacked evidence of tubereulin testing.

4. During an interview on 2/7/19 at 11 AM the

assistant manager confirmed the lack of
documentation related to tuberculin testing.

85052 Ch 12 Sec 7 (d)(iv)(A) Assisted Living Facility $5052
(ALF) Cora Services T

(d) Medications,

Wyoming Dept of Health, Aging Division, Healthcare Licensing and Surveys
STATE FORM um
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aJL PRINTED: 02/22/2018

FORM APPROVED
1

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERJCLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

ALF020

{X2) MULTIPLE CONSTRUCTION

A. BUILDING:

() DATE suRvEY |
COMPLETEQ

c

B.WiNG - 0210712019

NAME OF PROVIDER DR SUPPLIER

LEGACY HOMES ASSISTED LIVING

STREET ADDRESS, CITY, STATE, ZIP COOE

2381 MUDDY STRING RD 117
THAYNE, WY 83127

x4 10 SUMMARY BTATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

.

D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)

§5052 Continued From page 4

(iv) Medication assistance,

(A) The staff ghall be responsible for
providing necessary gssistance lo residents
deemed capabla of self-medicating, but are
unable to do sa because of a functional disability,
in taking oral medications. Non-licensed staff can
only assist with oral medications. Medication
assistance may Include:

(1) Reminding resident to take
medications;

{I) Removing medication containars
from storage;

(1) Assisting with removal of cap;

(IV) Assisting with the removal of a
medication from 8 container for résidents with a
disability which prevents independance in this act;

{V) Observing the resident tske the
medicstion; and

(V1) Documentation of observation.

This State Rule and Regulation s not met as
evidenced by:

Based on observation, resident record review,
and staff interview, the facility failad 10 ensure
certified nurse aides (CNAs) only provided
medication assistance to residents who wera
deemed capable of self-medicating for 2 of 4
sample residents (#2, #4), The findings were;

1. Observation on 2/6/18 at 1,16 PM ravealed
GNA #1 brought bubble packs of madications for
resiklent #2 to the resident, and punched the pills

55052

Wyaming DeRt of Healih, Aging Divisian, Healthcara Licensing and Surveys
STATE FORM
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: Jé/ PRINTED: 02122/2019:
FORM APPROVED
Healthcare Licansing and Surveys t
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY !
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING; COMPLETED :
ALFO2g" 8, WiNG 02072019,
NAME OF PROVIDER OR BURPLIER STREET ADDRESS, CITY, STATE., 2P CODE §
2301 MUDDY STRING RD 417
LEGACY HOMES ASSISTED LIVING THAYNE, WY 83427 ‘ :
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIRER'S PLAN OF CORRECTION O
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B2 COMPLETE |
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFIGIENCY)
§5082 Continued From paga 5 ssos2  Management will hold a meeting with facilities RN by
outinto the resident's open hand, The residant 31512019 to go over and review medication
then took tha pills. Review of the resident record admm@trat:on form for each resident, includingiresider
showed a “medical assessment and consent” #4. To insure that there aren't/are changes thatneed
{undated by ppysieian, but review?d by the nurse to be addressed. RN will sign and date bottom of
3:%?:1;2’;2%;:‘;‘:;3?&; n"z‘l'fy@,’\‘i‘n‘:’/::rss" medication evaluation paper of each resident |
Further review of the resident record showed m; annually 'OI' as needed when ol:\anges occur W'tb
assessment to show the resident was capable of sach resident. Management will be sending a new
self-medicating, but needed asslistanca dua to Medication Assistance Evaluation form for all !
functional limitations, - rasidents including #4 to their physicians to be I
re-evaluated with clarifications on self administration of
3&";? szf;h?gfégggp:;::ffn“;drii:;i?: for medications by 3/30/2019. At which time our facility
resident #4 1o the resident, and punched tha pills RN will review gnqually or wl"\en changes wvt_h r?sident
outinto the resident's hand, The residant then occur to stay with in state guide lines. And will be
took the pille. Review of the resident record continually monitored through our quality assurance
showed admission physician orders dated 6/3/15 program. :
which indicated the resident wes unable to “I : —_—— .I
administer medications by himferself. Further Per Survevor's i 3 : 7
review of the resident record showed no evidence an avaiiab{e rg,\;gfarm:?? stating about i
; bl of sel-medicating, but 3 icense-sure, management
the resident was capable of self-m g, bu s find CNAI \
needed assistance due to funclional limitations. ts O"g tg"g A ll MAC courses for our current CNA's
0 in.
3. During an interviaw on 2/6/9 at 3:20 PM the T -
assistant manager confirned a lack of
documentation to show the residents weare
deemed capable of self-medicaling. She stated
the facility devaloped an sssessment fopm after
the last survey, but did not implement the
asgessment for all current residents?
$6084 Ch 12 Sec 7 (e)(i{A-K) Asaisted Living Facllity 85054
(ALF) Core Services
(e) Resident Records and Reports, Each
rasident’s records shall be current, organized and
maintained in individual folders which shall be
made available to the resident, the Licensing »
Division, or designated representative upon

Wyoming Dept of Health, Aging Division, Healthcare Licsnsing and Surveys
STATE FORM

HCSY 1Y I continuation shagt 60712 .
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.

M .

' )'{/“” PRINTED: 02/22/2018 |

‘ FORM APPROVED

Healthcare Licensing and Surveys . . , i
STATEMENT OF DEFICIENCIES {x1) PROVIDER/SUPPLIER/ICLIA (X2) MULTIPLE CONSTRUCTION . {X3) DATE SURVEY '

ANO PLAN OF CORRECTION IDENTIRICATION NUMBER: A BUILDING: ; COMPLETED ;

: c
ALF020 B WING 02/07/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 23P CODE ' '

2391 MUDDY STRING RD 417

LEGACY HOM§§ ASSISTED LIVING THAYNE, WY 83127

X410 SUMMARY STAYEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION IR
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMBLETE |
a5 REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oATE |
DEFICIENCY) H

55054 Confinued From page & 55054
request. :

{i) Each folder shall include the fallowing: ‘ i

{A) Information from the referring agent, if ; ;
applicable; . i

(B) History and physical paiformsd by a
physician or physician extander;

{C) Individual admission form, The form
shall, at a minimum, contain the foljowing
information:

{1y Full name of resident and former
address:

(ily Date of admission:

(1) Sex, race, date of birth, sacial ' .
security number, and former cocupation; '

{IV) Name, home sddrass, and
telephone number of ralative, friend, Power of '
Attorney, or guardian;

(V) Name, address, and talephone
number of residant’s personal physician, dentist,
ophthalmologist or optometrist;

{Vl) Medicare number of other medical
insuranca identifying data;

(Vi1) Awritten inventory of all personal
possessions: howavar, this inventory need not
include parsonal clothing,

(D) All accidents, injuries, incidents,
illnesses, and allegations of abusea, neglect or

VWyoming Dept of Haalih, Aging Division, Healtheare Licensing and Surveys
STATE FORM e HOSY11 # congnualion shaat 7 of 12
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f\’/ © PRINTED: 0212212019

FORM APPROVED

STATEMENT OF DEFICiENCIES (K1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:

ALFD20

(X2) MULTIPLE CONSTRUCTION

A BUILDING:

(X3} DATE SURVEY
COMPLETED

8. WING

G

0214712018

NAME QF PROVIDER OR SUPPLIER

LEGACY HOMES ASSISTED LIVING

ETREET ADDRESS, CITY, TATE, ZIP CODE
2391 MUDDY STRING RD 117
THAYNE, WY 83127

(%4)10 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED RY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
FREFIX

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

PROVIDER'S PLAN OF CORRECTION
(EAGH GORRECTIVE ACTION SHQULD BE

DEFICIENGY) '

§6054 Continued From page 7
exploitation shall be reported 1o the resident's

the individual resident racords. All such
occurrences shall also be reported ta tha
appropriate entity for follow up and resolution.
Reparts of all incidents affecting the haaith,

the Licensing Division immedialely {(within one
business day). Reporting shall ba done by
telephione or fax. Tha facility’s investigation of
the incidant shall be reporied to the Licensing
Division snd the Long Term Care Ombuydsman
within five (5) working days. Documentation to
support the facility reporting the siluation and
follow up must also be presant in the resident
records; )

(E} An accounting of all personal funds
deposited with and disbursed by the facility;

(1) Upon written suthorization of a
client, the facility must hold, safeguard, manage
and account for the personal funds of the client.

(1.) The facility must deposit any
personal funds in excess of $100 in an interest
bearing account.

(2.) The facility must astablish and
maintain a system that assures & full and
complete and separate accounting according to
generally aceepted accounting principles of each
resident's personal funds entrusted to the facility.

{3.) Upon the death of a resident with
a personal fund deposited with the facility, the
facility must convey, within 30 days, the resident*
s funds a final accounting of those funds, to the
individial of probate jurisdiction administering the

family or responsible party and be documented in

welfare or safety of a resident shall be provided to

$5054

Wyeming Dspt of Health, Aging Division, Heelthcars Licensing and Surveys
STATE FORM
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/k/ © PRINTED: 0222/2019
I/ FORM APPRDVEQ

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

.

ALF020

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

B, WING

{53) DATE SURVEY
COMPLETED i

C

LEGACY HOMES ASSISTED LIVING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE

2391 MUDDY STRING RD 147
THAYNE, WY 83127

ozio72049 i

(X410 SUMMARY STATEMENT OF DEFIGIENGIES
PREEIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSG IDENTIFYING INFORMATION)

] PROVIDER'S PUAN OF CORRECTION o8
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE |
TAG CROSS-REFERENCED TO THE APPROPRIATE OATE 1

DEFICIENGY)

$5054 Continued From page 8

resident ' s estate.

(4.) The facility must not impose a
charge against tha personal funds of a resident
for any item or service for which payment is made
under Medicald or Medicare except for applicabla
deductible and colnsurance amounts,

(F) A signed copy of the resident's rights;

{G) The resident's assessment and
individualized assistanca plan;

(H) Copies of all applicable resident
assistance contracts, signed by both parties;

(1) written acknowladgment of the receipt
and explanation of all facility policies including
admissjon/discharge policias;

()} Copy of all ALF 102's; and

(K) Copy of outside contractual
responsibilities, if applicable.

This State Rule and Regulation is not met a5
evidenced by:

Based on reviaw of the Healthcare Licansing and
Surveys (HLS) incident databsse, staff interview,
and reviaw of incident reports, the facility failed to
report incidents affecting the health, welfare, or
safety of a resident to HLS for 3 of 3 incidents
reviawed. The findings were:

1. Review of the HLS database prior to survay on
2/5/19 at 11:37 AM revesled the faciiity had not

55054

Wyeming Dept of Health, Aging Divisicn, Healthcaro Licensing and Surveys
STATE FORM
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PRINTED: 02/22/2019

. FORM APPROVED
Health nsing and Surveys :
STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCYION 053) DATE SURVEY H
AND PLAN OF CORRECTION WENTIFICATION NUMBER: A BUKLDING: COMPLETED
st i S, . :
c :
ALF020 B.WiNG 0210712019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, GTATE, ZIP COUE :
2391 MUDDY STRING RD 117 .
LEGACY HOMES ASSISTED LIVING THAYNE, WY 83127 ’ E
X&) 10 SUMMARY STATEMENT OF DEFICIENCIES 13} PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION SHOULD BE CONPLETE |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-nmngouéc;g 'g:' nmc APPROPRIATE pare |

§50584 Continued From page 9
reportad any incidents in the past year,

2. On 2/6/19 at 3 PM the facility provided the
surveyor with incident reports since October 1,
2018, Review of the incidents showad the
following incldents should have been reported to
HLS; -
a. On 10/19/18 resident #5 was taken to the
emergency room by ambulance for blesding.

b. On 10/24/18 resident #5 allegsdly eloped
a&nd was by the road in front of tha facility,

¢. On 12127118 resident #3 fell in his room
and staff were unable to assist him up. Ha was
transportad to the emargancy room via
ambulence.

3. During an interview on 2/6/19 at 1:39 PM the
assistant manager confirmed the incidents were
not submittad to HLS. She stated there was
problem with the computer and thay were having
preblams submitting to the electronic incident
database.

5088 Ch 12 S=c 7 (1)(i)(A-D) Assisted Living Facility
{ALF) Core Services

() Quaiity Jmprovernent,

()} The facility shall have an active quality
improvement program o ensure effactive
utllizetion and delivery of resident care services,

(A) Amember of the faciiity's staff shall be
designated to ¢coordinaie the quality improvement
prograrm,

{B) The qualily improvément program shall
Encompass a review of all services and programs
provided for all residents. The program shall

$505¢  Management will submit incident forms on 3/9/2(19
for residents #6, #5, #3. Management will contact
data base on 3/15/2019 to see if there were any
further electronic issues and that they did or didn't
receive incident forms. Management will insure that
the incident reports will be submitted and will follow
up with the data base after the next incident occurs
to insure that the issues are/were resolved. And will .
be continually monitored through our quality ass\rance
program. . :

§5088 .
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION 143} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

c
___ALF020 B, VNG : 02/07/2018
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
2391 MUDDY STRING RO 117 i
LEGACY Hi G : i
ACY HOMES ASSISTED LIvIN . THAYNE, WY 83127 . :
41D SUMMARY STATEMENT OF DEFICIENCIES ™ FROVIDER'S PLAN OF CORRECTION w5
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY PULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE '
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE oatE
CEFICIENCY) ;
] -

55088 Continued From page 10 . 55088 | .. i
have: . : :

{I) Awritten description;

(I} Problem araas identified;
() Monitor identification;
(V) Fraquency of monitoring; E

(V) Aprovision requiring the faciiity to
complete annually a self assessment survey of ! :
compliance with reguiations; snd .

(V) Asatisfaction survey shali be
provided to the resident, resident's family, or
resident’s responsible party at least anhually.

(C) Problems identified during {te annual " :
survey or the quality improvemant process shall '
be addressed with appropriate written correctiva ' i
actions.

(D) The quaslity improvement pragram shall
bs re-evaluated at {east annually,

This State Rule and Regulation is not met as
avidenced by; ,

Based on review of quality improvement
documentation and staff interview, the facility
falled to complete an annual seif assessment
survey of compliance with the regutations, The
findings were: :

1. Review of the quallly improvement binder
showed no evidence the facllity had conducled a
self assessinent survey of compliance with the
regulations In the past year. The bindar did
Wyoming Dept of Health. Aging Division, Healtheare Licensing and Surveys
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8.WN ) : G ;
ALF020 - WING. 02/07/2019 !
NAME UF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZP GODE . i
~ : 2381 MUDDY STRING RD 147 .
LEGACY HOMES ASVSISTED LIVING THAYNE, WY 83127
M40 SUMMARY STATEMENT DF DEFICIENGIES I} PROMDER'S PLAN OF CORRECTION X
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE *
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
S5088 Continued From page 11 55088 Management will hold a meeting on 3/20/2018 for our
contain an "Assisted Living Self Assessment* Anhual Self Survey and then a yearly meeting to follow
form, but it was blank. L in December to conduct Our Annual Self Survey to

. o make surg that they stay in compliance per state:
f;' ﬂ?“;g';f :t“at':g’gg“;‘:g ﬁg’gr:;; f;?apxéhe regulations. It will be put in with the facilities Quality
assessment survey 1o determine compliance with Assurance Survey. And will be continually monnt?red
tha ragutations, . througp_ our quality assurance program. !

— —. e g e
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