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(X4) SUMMARY STATEMENT OF DEFICIENGIES D PROVIDE®'S PLAN OF| CORRECTION (X8)
EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE N SHOULD BE COMPLETE
g~ Ix REGULATORY OR 150 IDENTIFYING IEORMARION) Pe i 1 i
8 ?00 OPENING COMMENTS $ 000
] Rules and Regulations utilized for this survey are:
| | Rules and Regulations for Program
|| Administration of Asslsted Living Facilfties, ,
| | Chapter 12, effective 08/24/2020. |
I! Rules and Regulations for Licensure of Assisted
| | Living Facilities, Chapter 4, effactive 06/28/2001,
|| Alicensure survey was conducted by Healthcare
|| Licensing and Surveys from 6/47/23 to 5/18/23.
35@7 5007 The facility wil] assure vacelnation 71412023 |

Ch 12 Sec 7 (b)(il) Assisted Living Fagility (ALF)
Core Services

(b) (i) Admission orders. A resident ghall be
admitted only If accompanied by a history and
physical completad by a physician or physician

25 ROl Qca;!r}ccl
NOabReol OF—“}'P/@

an 6/2883 __ ———

extender within ninety (90) days prior to A) The managgment team will revise 7/14/23
admission. The facllity shall confirm the reskient's admisslon ordprs to Include TB acreening,
madication regimen and special treatment orders ;| Influenza and prneumocqdccal Immunization
at the time of admission. * ::fl:;;nd orders for Immuntzation, If
(A) Admission orders shall include an |
order for TB screening, influenza and B& The ‘I’dm'“' piouroe WAl raviaw
pneumococcal Immunization status and orders i yuion orgpIe L ¥mey of influsnza
for immunization if required, unless and $B°:cr:a:°a r::;:-n i d lmt.elmmml
contraindicated. The facllity must develop and ("9 P ACImianion,
implement policles and procedures to ensure the C) The admittifig nurse Will:
following: 1. Review Immunizhtion status with
() Residents, or their legal ::;,'::;f,':m: dfor thellegal
and benefits of these immunizations. pneumococeal Immunizhtions which are
not up to data|
(Il) The immunizations are offared 3. Providp educatign to the rlsks and
unless medically contraindicated or the resident is benefits of thelse Immurizations.
currently Immunized, 4. Schedjle TB scieening and
Immunizationg with Pubjic Health upon
| he resident is not vaccinated, admisslon to Assisted Living.
Wyoming Dopt oje T nalihcare Licensing and Surveys
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FORM APPROVED

[~ STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION %3 gg;’dap Eg}%ﬁ\'g‘r 7
AND PLAN OF CORRECT“JN ‘DEN.HHCAT‘ON NUMBER: A BUILDING:
ALF019 B. WING - 05/18/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
108 ABBY LANE
WYOMING ASSISTED LIVING LLC SUNDANCE, WY 82729
(X410 SUMMARY STATEMENT OF DEFICtENcIES 1o ' E:gg\é'lgg 8 '?%GE' fg : &Rgﬁgfjgh'ﬁ o -
i (A RN T AT PRETK | O REPERENCED TO THE APPROPRIATE | OAT:
DEFICIENGY)
85007 | Continued From page 1 86007 5. Documeht reason (for immunization
refusals In reslgenta chart.
the medical record must reflect the reason, such .
as medical contraindication or refusal. D) Managemeng team wi revise policles
and procedureg to meet requirements of
Ch 12 Sec 7 (b)]il)
This State Rule and Regulation is not met as
evidenced by: E) Annual visith will be scheduled for all 7/14/23
Based on resident record review and staff currant residergs who have not seen their
interview, the agency falled to ensure admission PCP In the last 12 month§, H&P and
orders included an order for fuberculosis (TB) immunization status will pe requested
screening, influenza and pneumococcal trom PCP and/dr publlc Heaith. ALF
immunization status and orders for immunization Nurse will revigw and take corrective
if required, for 3 of 6 sample residents (#3, #5, actions to Inclygde:
#8). The findings were:
1 Revlewf Immunjzation atatus
1. Review of the resident record for resident #3 with the resideft and/or thelr legal
showed an admission date of 2/6/23. Further representatived, If applicable.
review showed admisslon orders did not Include - 2. Any ‘ dent not up to date on
an ordar for T8 screening, influenza vaccine or l“mmuzzf:a‘t’";n pliea i I
the resident’s pneumococcal immunization status. Immunization :l d providad education to
2. Review of the resident record for resident #5 | :&::ﬁ::;::dn: ?ﬂ;i ! h:::t from th
showed an admission date of 3/3/22. Furher T o racdive the Injmunization ®
review showed admission orders did not include primary physiclan will bel contacted Yor
the resident's pneumococeal immunization status. | orders
- 3. Schedujing of Infjuenza and
3, Review of the resident record for resident #6 pnwm;ocm m?nun,z tlons w“"h Publlc
ghowed an admission date of 4/7/22. Further Health with corfsent of the resident and
review showed admission orders did not Include orders from thdir physician.
the resident's pneumococcal immunization statue. 4. Refusa( of Immurizationa wiil be
documented Injresldents chart
4. Interview with the chief operating officer on
5/18/23 at 8:44 AM verified the admission orders F) Quality assufance ind|cator for 7/14/23
for those residents did not Include orders for TB admission orddrs will be|developed end
screening, influenza and pheumocaccal QA'd quarterly
immunization status, and immunization if
required.
5027 Ch 12 Sec 7 (j)(1i) Assisted Living Facllity (ALF) | S5027
Core Seyvices
Wyoming Diept of Heallh, Aging Division, Healthcara Licensing and Surveys
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STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORREGTION [DENTIFICATION NUMBER: A BUILDING: COMPLETED
ALF018 B. WING 06/18/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
108 ABBY LANE
WYOMING ASSISTED LIVING LLC SUNDANCE, WY 82729 |
SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECYION (X8)
,5’;‘2,!& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACION SHOULD BE COMPLEYS
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENGY)
§6027 | Continuat From page 2 §5027 The facility will assure dgy-to-day
responsibilitles{for feod production and
. . . management ofjthe dletaty services is
() () Food service supervision: assigned to a pprson with experlence
. aquivalant to thpt of a Ceptifled Dletary
production and management of the dletary
services shall be assigned to a person with A) Staff will bejoffered the position for 6-26-23
hutrition and foqd garvice managaman_t CDM at a team Mmeeting 6120-23 and those
experlence equivalent to that of a Certified interestad will e enrolled to taka the
Dietary Manager. Detary Manager Progran through
Based on observation, review of parsonnel flias Unlversity of Ngrth Dakota to hacome a
and staff intarview, the facility failed to ensure day Certifled Dietary Managef.
to day responsibilities for food production and
dletary services management was aseigned to an B) A managing nember will also take the
employee with nutrition and food service course to assure the requirement will
management experience equivalent to that of a always be fulfilfed.
Certifled Dietary Manager (CDM). The facility
census was 16.. The findings were: C) QA team wlll check progress of staff
1 anvolled in CDM prograrrIquarterly to
i| assure deadlings are belng met.

1. Observation of employee #4 on 5/17/23 at
hoon showed her cooking and serving the lunch
meal. An additional observation on 5/18/23 at 8
AM showed employaee #5 making breakfast.

2. Review of parsonnel file for employee #4
showed a hire date of 1/1/23 (with a change of
ownership) as a C.N.A and activities manager but
the employee did not have educatior or
expearience equivalent to a COM.

3. Review of personnel file for employae #5
showed a hire date of 1/1/23 (with a change of
ownership) as a cook. Further review showed the
employee had a certificate for safe food handling
but did not have the education or experience
equivalent to a CDM.

4. Interview with the chief operating officer on
5/18/23 at 8:23 AM verified the facllity did not
have a certlfied dietary manager or any personnel
with education and experierice equal to that
Wyoming Dept of Heallh, Aging Division, Healthcare Licensing and Surveys ‘
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Healthcare Licensing and Surveys
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
ALF018 B. WING — 05/18/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
108 ABBY LANE
WYQO
MING ASSISTED LIVING LLC SUNDANCE, WY 82720
(X4) 10 T SUMMARY STATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN OF |CORRECTION 6)
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 DATE
DEFICIENGY)
s5027 | Continued From page 3 §5027
cartification,
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