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i (v) Staffing. "

Requirements
&

(i) The staffing level shall be sufficient to
- meal the'heeds of all residents of the facility, and
! insure the appropriate level of care I8 provided.

_ (i) !hara sShall be parsonne) on auty
maintain orger, safety, and cleaniiness of the
premises, o prepare and serve meals, to keep
and adequate supply of clean linens, (o assist the
resdents in personal needs and recrestonal
activibes, and to meet the gther operationa
needs of the facility. :

(m) The assisted living faciity shall not
urﬁwmnﬁvnudasamasﬂmmwois
, not curently certified by the Wyoming State
: Board of Nursing. Certification must be vetified by
g e manages of the assistad living fatidy.

tn; There shali be at ieast one (1) RN, LPN,
of CNAon outy every siilt. There shadl be at least
sne i 1) parson on daty and asake a1 all tmes.

i
3

. StaFf #1 and #2 will not be on duty

duty in facility RN to perform the CNA

“course available in community and be -
“certified as'a CNA through the

__‘.Licensufgs' and Certifications for all
- staff will be verified by the manager
on hire and with each specific .-
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- 7 Staffing will be sufficient to meet the .
Ruses and Reguiabions utilized for this survey 8ret | needs of all residents and insure :
ana R R 2 st ¥ mbyiewoisn PR L
- appropriate level of care is provide
m& EWL = LMngn Eacilities, at Legacy Homes Assisted Living
Chagpter 12, effective 08/24/2020. Facility. v
' Rules and Regulations for Licensure of Assisted The owner will insure that at all times:
} z&%g;fﬁﬁwg?iﬁgéﬁﬁgime there shall be at lease (1) RN, LPN, or
| Licensing and Surveys from 11/28/22 to 11/30/22. CNA on duty every shift. All CNA's
! The survey was promplad Dy complaint intake employed will be certified by the
% LiC-23-004. Wyoming Board of Nursing and
! Gh 12 Sec 6 (b) Parsonnel and Statfing S8001 verified by the manager at Legacy

Homes.

withoiit another CNA, LPN or RN on

duties as required effective
immediately:

Staff #1 and #2 will take the next CNA

Wyomi'ng Board of Nursing prior to
being on duty without a CNA, LPN or
RN, } Sl
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{a) Thiers shail be at least one {1) RN, LPN,
or CNA on auly every snift. There shall be at least )
e § 1; PRS0 ON guly S0 awake at off mes. |
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Rudes ulations wilized for this survey sre: ot 2 £ ok
i e - s i §5001 The owner / Manager of Legacy Home  1/29/22
Rules and Regulations for Program — Assisted Living Facility will keep up
W d%ﬂ% Facilities, = with notification from the state of any.
e ' waivers to regulations as weil as when
" Rules and Reguiations for Licensure mg? the waivers are lifted in an attempt to!
. Living Facilities, Chapier 4, aftactive 12001, : i . | 3
A int survey was conducted by Heatthcare prevent non-compliance in thg future -
, [ Licensing and Surveys from 11/28/22 to 11/30/22. due to lack of knowledge of changes. :
i | The survey was prompted by complaint intake ke Ty
! { LIC-23-004, : This will be done by ensuring that all :
| L - S emails from the state are read and not
| 85001 Ch 12 Sec 6 (b) Parsonnel and Staifing S8001 filtered to the facility’s email spam. . !
1 , Requirements .~ . - S The facility may request all regulatory s
| [ (b) Staffing. : changes be mailed to the facility - * '
! : address if available to further insure
i i (i) The staffing level shall be sufficientto et : v S
i " meet tha needs of all residents of the facillty, and notification of compliance changes.
! insure the appropriate level of care is provided.
(i} )here shall De PETSOARE) ON ALY T
i - maintawn arder, safety, and cleantiness of the
: premises, 10 prepare and serve meals, to keep
i . and adequate supply of clean linens, to assist he
: ' resxents in persona! needs and recrestional
acuvibes, and to mee! the other operational
neads of the faciity.
(=) The assisted livirg faciity shall not
emgioy an odividual 8¢ 8 fuTSe $58iK1aNI Who IS
E not cusTently cecified by the Wyoming State
H Soard of Nursing. Certification must be verified by
Fre manager of the assisied fving faculy.
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(v) If the assisted living facility does not
" employ an RN, the facility shall Contract with an
RN to provide the initial assessment, periodic
reviews, assistance plans, as well as the periodic
updates of resident assessment, reviews,
assistance plans, and medication management.

' This State Rule and Regulation is not met as
evidenced by:

Based on review of staffing schedules, staff
interview, and verification of licensure on the
Wyoming Board of Nursing (WBON) website, the
facility failed to ensure there was at least one
registered nurse (RN), licensed practical nurse

- (LPN), or certified nurse aide (CNA) on duty every

| shift. The census was 11. The findings were:

|

| 1. Review of the staffing schedules for October
and November 2022 showed six employees (#1,
#2, #3, #4, #5, #6) were on the schedules. The
 following concerns were identified:

¥

the manager stated not all of the staff working
| were CNAs. She stated the facility was

stated there was not going to be a CNA class
available until January.

b. Verification of licensure on the WBON
website on 11/29/22 at 3:20 PM showed

license.

c. Further review of the schedules showed
employee #1 worked shifts by herself on 12 of 31
| days in October 2022 and 6 days in November
' 2022.

d. Further review of the schedules showed

| employee #2 worked shifts by herself on 12 of 31
days in October 2022 and 13 days in November

| 2022.

a. During an interview on 11/29/22 at 2:22 PM

short-staffed and she couldn't find any CNAs. She

employees #1 and #2 did not have at ieast a CNA
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