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i
Rules and Reguiations utifized for this survey are; |

Rules and Reguiations for Program
Administration of Aasisted Living Facilitles,
Chapter 12, effective 08/24/2020.

Rules and Regulations for Licensure of Assisted
Living Facilities, Chaptar 4, effective 06/28/2001.
A licensure survey was conducted by Healthcare
. Licensing and Surveys from 5/27/28 to 5/28/25,
; Also reviewad In the course of the survey were
complaint intakes LIC-23-043, LIC-24-019,
LIC-24-035, and LIC-24-039.

The following common abbreviatlons are usad
throughout this document;

BOD: Business Office Director

CNA: Certified Nursing Asslstant

psD: Dining Service Director

ED: Executive Diractor )

LPN: Licensed Practical Nurse j
"RCD: Residant Care Director 1

Less commonly used abbreviationg will be
annotated in each deficlency.

55002 Ch 12 Sec 8 (¢) Personnel and Staffing $6002
Requirements

(6) Background checks. Al staff of the assisted |
living facility shall successfully complate, at l
minimum, a State of Wyoming Division of |
Criminal Investigation (DCI) fingerprint |
- background check and a Department of Family
Servicas Central Reglstry Screening before direct
rasident contact.

- This State Rule and Regulation Is not metas |
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§5003

Ch 12 Sec 6 (d) Personnel and Staffing
Requiraments

(d) Infectlon Control. Written policies must be in
affect to ensure thal newly hired and current
employees do not spread a communicable
digease that could be transmilted through usual
job duties, These written polices must, at a
minimum:

(Xa) I0 SUNMARY STATEMENT QF NEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X5)
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86002 Continued From page 1 55002

evidenced by: Action Step: Background Checks and DFS

Based on revlew of parsonnel records, staff Verification for New Hircs

(ntervisw, and pollcy and procedure review, the

facility failed to ensure the reqtlimd background 1. Couduet comprehensive background checl

checks werg C?m PthEC{ prior to direct resident and Deparunent of Fawmily Servicrs (INFS) screenings

et or ISyl eoessen .l ol Ml e e

1. Raview of the personnel fils for server #1 : 2:T|m DFS Cout.mlﬁegistry Screening will e complelod

showed she was hired on 12/7/23, Thera was no for server #1 and CNA #2 ,

evidence a Department of Famlly Services (DFS) 3. Maintain re:uur(lﬂ of all completed cheeks in

Central Registry Scresning had been completed, accordance with QMPI dacumentation standards

and confidontiality protecola,

2. Review of the personnel file for CNA #1 4.7 ull Employee chart Audit for DES check

showad sheé was hired on 1/30/23. There was no 5. BOD provided education on cequired

evidence a OFS Central Regiﬂtry Scrﬂaning had | bnckgmund checks on all elnployecg

been complated. ' 6.30 Days of weckly moniloring QMPI,

monthly monitoring for the next 90 days
3. Interview with the BOD on §/28/25 at 12:55 FM
ﬁggftmebdag‘nac%;S Igfa r&tr:; T:gif;[gj Screening Target Date 7/27/26 and ongoing
P q ' Indivilusl Responsible: ED HCD and appointe designeo

4, Review of the "Hiring/Post-Qifer Process"

palicy and procedure showed " .. All candidates

who are made a conditlonal offer of emplayment

are subjact to successfully passing the following i

steps. Fallure to pass any step will resultin a '

withdrawal of the conditional offar of employment !

..B. Fingarprinting/State Background check ..."

55003
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85000 Continued From page 2 8003 A ition Stups: Chart Audits and TB Testing
Compliancee
(i) Ensure a safe and sanitary environment 1. Chart Audits
for residents and personnel; L. The RCD and/or ED or designee conductad a
. . ] ) comprchansive audit of all employee and resident
(I} Require tuberculin testing, or screening charts to ensure documentation aceuvacy and regulatory]
a8 appropriate; and compliance,
(lify Prohibit any person with an airborne, doc 2 m“f“'ﬁm.l"dl“‘mGll:“mm:l "r_n"“"]lg
cnntagious, or Infectious disease from being c?(,umcman.on wi ! 0 ndarosse pmmpt Y.
smployad until a work relgase Is obtalnad, with correetive actions
documented und bracked.
{(A) Tha facility shall prohibit empiloyees 2. Tuberculozis (TB) Testing Compliauce
with a communicable diseasge or infectad skin n.A TB clinic is sachedulid throughout Lthe
lesionsa from direct contact with residents and month of June, with a designated clinic day on
thelr food, if direct contact will transmit a digeage, June 27th for employees requiring:
i. Annuul TB resting
. (B) The faclity shal require staff to follow i, Firat or second stop 'T13 tosts (as applicable)
universal pracgutions when performing direct ' . The RCIVED will easura all requiced staff are
resident care. notified and schedulid for testing,.
This State Rufe and Regulation is not mat a& _ c.Dncquwnl:ution of TD 1ost rezulta will be
evidenced by’ ruvllcwc‘d and fll:.:(l in unllploycu health records to
Based on personnel file revisw, policy and mointain complianee wilh state health
procedure review, and staff Interview, the facility regulations and QMP1 standarde.
failad to ensure 4 of 5 sampla employees (sarver 3. Education provided to RCD and
+ #1, DSD, LPN #1, CNA #2) ravlewed wera tested BOD on TB requirements
! for tubarculosis (TB) upon hire ag required, and 2 4. New sssociates who have been made a conditional
out of 5 sample employees (server #1, CNA #1) offer of employment will receive the st step TTS tost
raviewad weare tested or screened annually. The prior to orientation and 2nd step TB Lent 2 weeks later,
findings were: 5. RCD and BOD will track TB testing and due dates
. . i 5. 30 Days of woekly monitoring QMPL, monthly
1. Review of the peraannel fila for server #1 " monitoring for the next 90
showed she was hired on 12/7/23. Further review . Date of Correction: 7/27/2025 and on going
showed the server completed step one of the Indivdaal R ibles ED RCD. BOD and inted
two-step tubereulin testing process with a norvdunt esponsible: . and appointe
negative result on 12/8/23 and was administered designee
step two on 9/8/24; however, thera were np
results recordad for the second test. There was
no further documentation of TB tasting availabis,
I
Wyeming Dapi of Heallh, Aging Divieion, Healihcare Licensing &ng Suveys
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55003 Centinued From page 3 85003

2. Raview of the parsonnai file for the DSD
showad he was hired on 4/23/24, The DSD
completed stap one of the two-step tubarcuiin
tesling process with @ negalive result on 4/19/23,
There was no evidence step two had been
administarad.

3. Raview of the personnel file for LPN #1
showed she was hirad on 2/26/28. LPN #1
completed step one of the two-step tubarculin
testing process oh 2/19/25. There was no
svidance step two had baen administered,

4, Review of the personnel flle for CNA #2
showed she was hired on 3/22/25. Thare was no
evidance she had been testad for TB prior to
resident contact.

5. Review of the parsennel file for CNA #1
showsad she was hired on 1/30/23 and had
provided the facllity with proof of TE Lesting dated
7/13/22. Thera was no avidence the CNA had
racelved an annua| test and/or was screened as
appropriate for TB In 2024.

4, Interview with the BOD on 5/28/25 at 12:58 PM
confirmed the TH testing had nat been completed
as required,

5. Revlew of the "Tuberculogle (TB) Screening for
Assoclates" pollcy showed " .. .All gggociates are
screenad for Tuberculasis (T8) at (slc) upon hlre,
annually and when exposed to infacted |
individuals ...1. New assaciatas who have been :
made a conditional offer of employment will be !
screened for the presence of infection with M.

Tuberculasis using the Mantoux PPD skin test.

Skin testing will employ the two-step procedura.

(If regction to the first tast Is iess than 10 mm in

duratlon, a sacond test will be glven 1-3 waeke

Wyoming Dapl of Heallh, Aglng Division, Heglincere Licensing end Survaya
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' 55003 Continued From page 4 55003
later) ...Annual Assceiate Screening Unless stale
guidelines specify otherwise, assoclates with a l
nagative skin test history will have, at a minimum,
an annual PPD skin test and depending on test .
results, will b followed as above .."
55004; Ch 12 Sec 6 (8) Personnel and Steffing s5004  Action Steps: Enplayco Orientation and

Requlrements
(e) Perzonne! Policles and Records.

() Management shall provida new employea
orientation and education regarding resident
fights, evacuation, and emergency procedures,
as well 88 training and supervision deslgned to
improve rasident care.

() A record for the manager and each
employee shall be maintained and conlain at &
minimurn, the following Information:

(A) Namea, current address and
telaphone number;

(B) Social Security Number,

(C) Education;

' (D) Work experience, documantation of
: reference checks;

(E) Date of employment;

(F) Position in the asaisted living facility
{job description);

(@) Documentation of tuberculin testing;

(H) Crientation checklist;

Documentution Compliance
1. Chart Audit for Orientation Complation

1. The IExecutive Dirgetor (EDD) or designee
conducted a full audir of all employcs files Lo verify
completion of oricntalion and ensure all regquired
documentation ia properly filed.

2. Any misging or inconplete paperwork was
identified and flagged for immediate follow-up.

2, Cortective Oxientation Session

1,A make-up ovicutation seszion it scheduled
for June 10, 2025, in collaborution wilh LIR, to
address any outstanding documentation or teaining
requirements.

2, All emploayeos with incomplete orientation
files are required to attend to ensure full compliance,
3. Ongoing Ovientation Procors

a.The ED und HR have implementod a
standing procedure to sehedule and conduet
orientation for all new hires moving forward.

b, Orientation completion and documentation
will be verified and filed before Lh omployee beging
active duty, supporting ongoing compliznce with
QMPI and regulatory standards.

4, Education provided to BOID on

oricniation protocol Lo ¢nsure state complianco
5. 30 Days of weekly monitoring QMPL,
monthly monitoring for the next 90 days

Date of Correction: 7/27/2025 and on going
Indivdual Responsible: B[} RCD, BOD

and appointed designe

Wyoming Oept of Health. Aging Divialon, Healthcare Llcanging and Survays
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85004 . Continued From page §

(1) 1-9, (Employment Eligibllity
Verifieation);

() W-4, (Employes's Withhoiding
Allowance Certificate);

(K) Licensure, Certification, or-
Credentialg; (@.g., RN, LPN, CNA, etc.);

{L) Documentation of all complatad
hackground and Centra! Registry background
chack with no offenses.

This State Rule and Regulatlon is not met as
avidenced by:
Based on raview of parsonnel files and staff
. interview, the facility falled to ensure personnel
: records contained all of the required
documentation for 1 of § sample amployees
(CNA #1) raviewed. The findings were:

1, Review of the parsonna! file for CNA #1
showed the fagillly fallad to Include a sighad copy
of the orentation checklist which Included
education regarding rasldent rights, evyacuation,
and emergency procedures,

2. Interview with the BOD on 5/28/2% at 12:58 PM
ravealed she was unabla to locate tha orlentation
checkllat for CNA#1.

58008 Ch 12 Sec 7 (b)(l) Assisted Living Facllity (ALF)
Core Services

(b) Resldent Assessment and Services, The
staff/contract Registered Nurse (RN) shall
conduct initlal and, at the minimum annually, and
accurete, standardized, reproducible assessment

S6004

85008

i:\ction Stepe: 5006:

. Resident file audit to ensure ull rosidenta

have 102

2.Tngervice education provided 1CD on

the policy and procedure for 102

3. 30 Daye of weekly monitoring QMPL, manthly
monitoring for the next 90 dayy

Date of Corroetion: 7/27/2025 and ot going
Tndivdual Responsible: ED RCD,und appointed
designee

'ALF 102 for resident #2 and resident #3 wore updated
"10 reflect the corrcel information.

Wyoming Dept of Heallh, Aging Divialon, Healthcare Licensing and Surveya
STATE FORM
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of each rasident's functional capscity, physical
aszessment and medication review.

() The completion of the ALF 102.

(A) Tha current version of the ALF 102 is
tha designated screening tool, The form may ba
Updeted and /or revised perlodically by the
Program Divislon. Providers wiit be notiflad of
changse in the form. The fellowing guidelines
apply to the ALF 102;

() TheALF 102 is only valld If
completed within forty-five (45) days prior to
admission and there ls no change In the
resident's condltion.

(It) The ALF 102 must be completed
and slgnead by an RN.

(Il) The ALF 102 may be completad
telephonically; howaver, It must be verified in
person by ah RN.

{IV) A new ALF 102 ghall be
completed at lagst annually, and when there is a I
change Iin the resident's candition.

This Stata Rule and Reguletian ig not met as
evidenced by:

Basad on raview of resident records and staff

Interview, the facility failed to ensure the

ssaessment of the resident's funstional capacity,

physical agseesment, and madication review

(ALF 102) was completed accurately for 2 of 6 !
sample residents (#2, #3) reviewad. The findings i

ware.
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S6008 Continued From page 7 ss5006 |

1, Revisw of the record for resident #2 showed a -
physician order for 1-to-2 liters of oxygen per
hasal cannwia, as needed, for shortnass of breath
with a atart dats of 3/20/25. In addition, the
resident's record shoewed documentation the
resident had recelved hosplica 3arvices since
3/19/25. Revlew the ALF 102, dated 4/24/25,
showed the "Services bayond Assisted Living |
authority" section was left blapk.

2. Raview of the record for resident #3 showed
the resident was admitted to the facility on

, 2/26/25 with hospice services, Raview of the ALF
102, dated 3/10/25, showed the "Services beyond

. Assisted Living authority" section was not
includad. n addlition, section 8 (continence),
gection @ (mability), saction 10
(behavior/motivation), and eection 12 (madical
care requirements) were left blank.

3. Interviaw with the RCD on &/28/25 at 3:33 PM
confirmed tha ALF 102 forma for rasident #2 and
residant #3 were incorract,

58007 Ch 12 Sec 7 (b)(n) Asslaled Living Facillty (ALF) 55007
Core Servicas

{b) (i) Admission orders, A regident shall be i
admitted only if accompanled by a history and |
physical completed by a physician or physician

axtender within ninety (80) days prior to

admisalon. The facility shall confirm the resldent's

madication regimen and speclal treatment orders

at the time of admission,

(A) Admisslon orders ghall Include an I
order far TB screening, influenza and |
pneumacaceal immunization stetus and orders ;
for Immunization if required, unless

\Wyoming Geni of Fiealth, Aging DIvialon, Fealthoare LIcaRsINg and Surveys
STATE FORM e VKN 11 if conlinualion Eneal & of 23
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contraindicated. The facility must develop and
implement pollcles and procedures to ensure the

following:

() Residants, or their legal
reprosantative are aducated regarding the riaks
and banefits of these immunizationa.

{ll) The immunizations are offered
unlees medically contraindicated or the resident is
currently immunizad.

(I} If the residant Is not vaccinated,
the medical racord must reflect the reason, such
as medical contraindigation or refusal.

Thie $tate Rule and Regulation is not met as
avidenced by.

Based on resident record review, staff interview,
and policy and procedure review, the facliity failed
to implement thelr influenza and pneumacoccal
immunization pollcy and, thelr Assisted Llving
Residancy Agreemaent related to tuberoulasis
testing for 3 of & residents (#2, #3, #8) sample
residenis reviawad, The findings were.

1. Review of the "Influenze (Fiu) Vaccine,
Pneumocaccal Vaccine and Flu Outhreak
Management" policy and procedure showed
"Procadure-Influsnza Vaccine 1. Starting in
October (unless another month is recommended
by the Department of Public Haaith) and
extending to Mareh 31 (or check with local Health
Department), resldents are offered the influenza
vaccine, Educatlon is provided to the resident
and/or representatlve regarding benefits and side
effects or risks ...8. Education, agsessment
findings, administration, and monitering are
documentad In the resident’s medical record

(x4) 1D BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [%8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BC COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED 10 THE AFPPROPRIATE DATE

DEFICIENCY)
85007 Continued From page 8 85007 ] _
i Action Steps: 25007: New Resident Admission

Complianee —

Vaceinations, Health Sereaning, and Documentation

1. Resident Admission Packet Diatribulion
A.The Resident Care Dirccior (RCD) or

designee will provide all new Assisted Living (AL}

residents with the following upon admission:

1. Vaccina information and congent/declination
forms

IL.CPR status documentation

I11. Tubereulosis {TB) Lesting forms

TV. Personal belongings inventory checklist
2.Vaceinnlion Administration

A. Vaceines will be reviewed, iu accordance
with fu¢ility policy and state health regulations.

B. All vaceine-related decumentation will be
filud in the resident’s medical record Lo ansure
compliance.

3.1 Testing Requirement

A. TB testing iz mandatory prior to move-in, 1f
a resident refuses a T akin test, n chest X-ray will
bhe rerquired and documented before ndmission is
approved.

B. The RCD will ensure all TB-related
ducumentation is complete and compliant with
regulatory standards.
4.Education provided to RCD on refusal of TH
! testing by resident will result in x-ray or blood test
| o verily no active TB.

5.30 Duys of weekly moniloring QMEL,
monthly monitoring for the next 90 days

Date of Correelion: 7/27/2025 and on going
Tndivdual Responsible: ED RCD,und appointed
designee

Tuberenlin testing/sereening will completed for
remdent #2, #3, and #6 by 6/18/25

Viyoming Dept of Heallh, Aging DIVision, Healthcare Licensing and Surveys
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$5007 | Continyed From page © 85007
i ... Procedure-Pneumeococeal Vaccoing 1, On
" admission to the community, both PCV13 and
' PPSV23 should be routinely administered in
serles to all adults 65 years or older, The two
pnaumpcoccal vaceines arg hot administered at
the zams time ...On admissicn to the community,
the pneumococeal vaccine ia affered if the
resident hag not received it or If his/her prior
vaccination status Is unknown. Residenis 85
years of age or older who have not recelvad the
vacelng Within 5 years (and were less than 65
years of age at the time of vacclnation) should
recelva anpther dose of vaccine ... Education,
assessment findings, administration, and
maonitoring are documented in the resldent's
medical record ..." Review of the "Assisted Living
Residency Agreement” gshowed " ...B. MOVE-IN
ASBESSMENT, Prior to move-in, the general
physical and mental state of each Resldent will be
avaluated and documented in Resldent's file
.-.The physiclan shall document a Move-in
Assessment, which much Include docimentation
of a physical examination that includes screening
for iWberculosis, and specifies that Resldant 18
free fram tubarculosis or other communicable
dlaeages that can be transmitied to other
residents or ataff ..." The following concarns wers
Jdentifled:
a. Ravlew of the record for resldent #2
, showed s/he was admitted to the facility on
10/15/24, Review of the residenl's Immunization
racord showed the resident had received a
pneumococeal vaccine (type wae not spacifled) -,
on 8/5/20. There was no evldencs the resident's |
Immunlization status had been assessed or an [
influenza vaccine had been offered.

b. Review of the record for resident #3
showed s/he was admitted to the facllity on
2/18/25. Review aof the residant's immunization
record showed consent for the influenza vaecelne

Wyoming Dap! of Health, Aging Divielon, Heallhcare Licénaing and Survaya
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§5007 Gontinued From page 10 85007
was glgned on 2/10/25. In addition, the residant's
record showed Information regarding the
pneumacoceal vaccination was signed on
2/18/25; hawaver, nejther the consent or the
daclination box was chacked. There was no
avidence the resldent roceived elther vaccinatian,
¢. Review of the record for resident #6
showed s/he was admiited on 1/22/25. Review of
the residant's immunization record showed no
documentation the residant had been offerad the
vaccines. In additlon, the resident's racard
showed s/he had refused the tubarculin skin test.
There was no avigence an alternative mathod to
screan the resident for tuberouiosls was
impiemantad.
2. Interview with the RCD on 5/28/26 at 3:43 PM Action Step: 5020 Rorident Inventory Ducumontation
confirmed no further documentation was A, Upon admission, the Residont Care
available. Dircetor (RCD) will provide each new residont with
a personal belongings inventory list to ensure
$6020 Ch 12 Sec 7 (8) Assistad Living Facility (ALF) senzp  completion. ,
Core Servicas 13, The inventory will be completed in
collaboration with the resident, fumily manbevs,
(e) Resident Records and Reports. Each * and/or nursing slalf Lo ensure accuracy.
resident's records shall be current, organized and , G Once completed, the inventory list will be
malntained in Individual folders which shall be filed in the yvezidenl's chart as part of their
mada available to tha resldent, tha Licensing admiszion docwnentalion, mapporting compliance
PP g p
Divislon, or designated representative upan with regulatory and facility slandards
request, D. RCD provided ¢ducation on importance of
. . inventory list for all new residents
() Each foider shall include the following:; E. 30 Days of weekly monitoring QMPI, manthly
monitoring for the next 90 days
if applic a(a)e_lnformaﬂm from the referring agent, Date of Coxrection: 7/27/2025 und on going
' Iudividual Responsible: ED RCD,and appointad
(B) History and physical performed by a , designee ' o
physician or physician extender; . Ao inventory of resident personal bolongings will be
completed for resident #1, #3, #4, #5, und #6.
(C) Individual admission form. This form An audit of all vesident reenrds will he completed and a
— inventory list will be completed if vequired.
Wyoming Depl of Health, Aging Divislon, Healincare |igensing &nd Survays
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§5020 Conlinuad From page 11 55020

shall, at 2 minimum, contaln the following
information:

(1) Full name of resident and former
address;

() Date of admission;

(1) Sex, race, dale of birth, soclal
sacurity number, and former ocoupation,

(IV) Names, home address, and
talaphone number of relative, friand, Power of
Attornay, or guardlan,

(V) Name, address, and tslaphone
number of resldent's personal physician, dentist,
aphthalmologist or optornetrist;

(Vi) MadIcare number or other
medical Ingurance identifying data;

(Vi) Awritten Inventory of all
personal possessions; however, this inventory
need not include personal clothing,

(D) All accidents, Injurlss, Incldents,
ilnesses, and allagations of abuse, neglect or
exploliation shall be reported to the resident's
family or responsible party and be documented In
the individual resident records. All such
occurrences shall also be reported to the
appropriate entity for follow up and regalution.
Reports of all Incldente affecting the health,
welfare of safety of a resldent shall be provided to
the Llcensing Divislon immedlataly (within ane
business day). Reporting shall bs done by
telephone or fax. The facllily's investlgation of the "
Incident shall be reportad to the Licensing

ybming Dapl of Heallh. Aging Divieion, Healncare Licansing and Surveys
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86020 Continued From page 12 55020

Division and the Long Term Care Ombudeman

within five (5) working days. Documentation to
* support the facllity reporting the situation and

follow up must also be present in the resident
! records;

(E) An accounting of all personal funds
deposited with and disbursed by the facillty;

! (1) Upon written authorization of a |
! glient, the facility must hold, safeguard, manage
" and sccount for the persanal funds of the cilant, [

(1.) The facllity must deposit any |
personal funds in the excess of $100 in an '
interest bearing account.

(2.) The facllity must establish
and maintaln a system that assures a full and
complete and separate accounting according to
generally accepted accounting princlples of each
resident’s personal funds entrusted to the facllity.

{3.) Upon the death of a resident
with personal funds deposited with the facliity, the .
+ facility must convey, within 30 days, the resident’s : ,
funds a final accounting of those funds, te the
individual er probate Jurladiction administering the
residant's estate.

(4.) The facllity must not Impose
a charge against the parsonal funds of a rasident
for any ftem or servica for which payment Is made
under Madicaid of Medicare except for applicable
deductible and colnsurance armounts. |

(F) Aelgred copy of the rasident’s rights,

(G) The resldent's assessmant and

Wyaming Dapl of Health, Aging DIvision. HeBlInce(e Licenaing and Survays
STATE FORM o IWKN11
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$5020 Continued From page 13

individualized asgistancea plan;

(H) Coples of al applicable resident
asgistance contracts, signed by both parties;

() Written acknowledgment of the
recelpt and explanatian of all facility policies
including admisslon/discharge policies;

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

(K) Copy of outslde contractual
responzibliitles, if applicable.

() The resident shall be assured of
confidential treatment of all information ir the
racord, and the resident's writtan consant (or the
consent of the guardian) shall be required for the
releage of Informatlon to persons nat otherwise
authorized for receive It.

(Iliy Al resldents' records shall be retained In
a physlcally secure area for @ minimum of six (6)
yaars after tha resident has left the faclilty and
may be disposed. of, by shredding or burning,
after that lime.

(Iv) In the event of diasolution of the faciiity,
the manager shall notify the Licensing Divieion 2
ta the location of all residents' records.

(v) All records shall ba protected from
damage by fire, water and other hazards.

(vl) All antries In each resident's record shail
i be made in ink, slgned and dated.

86020
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85020 Continued From page 14

This State Rule and Regulation I8 nol met as

evidenced by:
Basad on review of resldent recorda and staff

Interview, the facllity failed to ensure the
residents' record included a written Inventory of
the resldents' pereanal possessions with the
exception of persanal clothing for & of 8 sample
residentsa (#1, #3, #4, #5, #6) reviewed, The
findings were:

1. Raview of the resident record for resldent #1,

tnventory of the residents' belongings had beeh
obtained.

goanfirmead no further documantation was
available.

88041 Ch 12 Sec 7 (I) Assistad Living Faclity (ALF)
Core Sarvicas

() Quallly Improvament,

(1) The facility shall have an active quallty
improvement program to ensure effective
utilization and delivery of rasldant care services,

{A) Amember of tha facility's staff shall
be designated to coordinate the quality
Impravement program.

(8) The quality Improvement program
shall encompass a review of all services and

ahall have:

{I} Awrltten description;

#3, #4, #5, and #8 showed no avidence a written

2. Interview with the RCD on 5/28/28 at 3:47 PM

pragrams provided for ali resldents. the program

55020

86041

Action Stepa for 55041:

L Sell-Asscasment porformed from

5 2.2025-6.11.2025 auditing all employee/resident charls
'10 ensure compliance with state regulations,

2, Survey roadiness bindor updated with current
requirements/regulations
3. Annual self-assessments surveys will be

|pcrl'ormed in complinnce with regulations

4. Insorvice provided to EI) to onsure undorstanding/
lcompliance with state requirments

‘Date of Correction: 6/11/2025 and will he

pcrformcll ugnin in June 2026

'Indwduul Responsible: ED

'RCD,and appointed designee

Wyaming DEpt of Heaiih, Aging Divisian, Halihcars Licensing ond Surveys
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S5041 Continued From page 15 86041

(Il) Problem areas ldentified,
(i) Menitor identification; |
(IV) Freguency of monitoring; I

(V) A provigion raguiring the facliity
to complete annually a self-agssssment survey of
complianca with tha regulations; and

(V1) A satisfaciion survey shall be
providad to the resident, resident's family, or
rasldent's responslbla party at laast annually.

(C) Problemns identified during the annual
survey or the quallty Improvament procesé shall
be addressed with appropriate written corrective
actions,

(D) The guallty impravement program
shall be re-gvaluated at least annually.

This Stste Rule and Regulation is not met as

avidanced by:

Based on reviaw of facillty documentation and
 staff Interview, the facllity falled to complete a :
i self-assessment survay of compliance with the

ragulations on an anrual basis. The cengus was

44, The findings ware:

1. Review of the facility's documentation showed |
na evidence a self-assessmeant survey of f
compliance with the regulatlona had been :
completad.

2. interview with the ED on 6/28/25 at 3:23 PM
revealad the quallty assurance committee met an
. & monthly basis and dlacussed varlous topice and

Nyoring Dopt of Fealth, Aging DIVislon, Healhcare Licansing end SUrveys
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55041 Continued From page 16 55041
developed a performance improvement plan if
needed; howaver, the ED was unable to lccate
documentation a self-asseasment survay of
compliance with the state rules had been
complated. i
85042 Ch 12 Sec 7 (m) Assisted Living Facility (ALF) S5042 ' Action Stepe fo, $5042; \ pre Ly
‘ fu and Prececie .
Core Senvices LRequested l!olg:'vﬂ.)'tﬁ%llgh cooperate the coapoﬂttdre)
o . office regarding requived ngroementa: contracts roquived
{m) Facilty Policias and Procedures to bo signed by deadline: Email sent 5/29/25
. 2.Education parformed with RCD on
‘ (i) Management shall davalap policies and N ervrrived with 3 .
 procedures that are available ta residents and f;"';;“’m ’.e;’“'md‘,w"h Sxdp ‘“_;y V“:l']"" ‘
staff, including but not limited to: 3. u}\:r :'lﬂﬁl( ent oricniation porformed monthly: PP
attache

3,30 Days of weekly monitoring QMI1,

onthly monitoring for Iihf noxt 90 days
T'arget Date: 8442026 and angiﬁg
Indivdual Responsible: KD KCD,and appointed

designee . j
~ (C) Admission, transfer, bad hold days, agreed upee coanges
and discharge of residents;, L wds the €D o @ [ 23l2s

(D) Medioation management; ttached Eomplier-process By

(E) Emergency care of resldents [
(including missing rasident, blizzard, water
outage, elc.);

(A) Resldent rights,

(B) Disciplinary procedures surroundlng
substantiated cases of resldent abuse;

(F) Fire/disaster plan;
{G) Departure and return;
(H) 8moking;

() WVisiting hours. :
|
|

b IWKNN i conllnustion sheet 17 of 23
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85042 Continued From page 17 S5042

(K) Management of resident trust
accounts,

(L) Parsonnel policies;
{M) Grievance procadure,

(N) Per Dlam rate/charges/fees, o
include a listing of what I8 Included in the
eatablished charges;

{O) Incident reports;

(P) Notification of change in established
per diem rate/charges/feas; :

(Q) Outslde conttactual responsibilities;
and

(R) Identification and nofification of
change in resident's condition.

This Stata Rule and Reguiation (s not méat as
: evidenced by:

Based on review of policles and procedures and ’

staff Intarview, the facillty failed to develop 1 of 18

required policles and procedures. The findings

warea:

1. Raview of the facillty's policy and procedures
falled to Include a pollcy for contractual care
services provided by third party antitiea.

2. intarview with the ED on 6/28/25 at 3:23 PM
ravealed the policy could not be located.

85048 Ch 12 Sac 7 (o)(lll) Assisted Living Facility (ALF) ~ §5046
Core Sarvices

ming Dapt of Haallh, Aging Division, Heellncare Licansing and Burveye
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$5048 ; Contlnued From page 18 56048
. Cont heg Action Stepa for $5046:
' (o) (W) Fire Safety.
. (A) Portable fire extingulshers shall be 1. Full chart audit performed on all residents
installed, Ingpected, and maintained according Lo ensure required documents are reviewed with a1l
with NFPA 10, Standard for Portable Fire residonts
Extinguishers. 2 30 Days of weekly monitoring QMPL,
() State of Wyoming certified : Euonthly monitoring fox t‘he next (_JO days .
Individuals hall inspect and service the : 3. Inservice education provided Lo nursing
extinguishers. All extinguishers shall have a tag ! stal:f on 1‘eq‘uired documenLation needed to be
or label securely attached that indicate the month reviewod with all new moves on DAY ONE.
and year the maintenance was performed and [ Date of Correction: 7/27/2025 and on going
that identifias the person performing the sarvice. Indivdual Responsible: ED RCID,and appuinted
designee
(8) Readlly avallsble and clearly
readable telephone numbers for emergency Rosident #1, #3, #4, #5, and #6 were educated on
contacts shall be located near all telaphones. the fire emergency plan, Resident #2 expirad.
(C) Clearly readable floor dlagrams :
reflecting the actual floor arrangement showing
tha exit locations and evacuation routes shall be '-
posted In consplouous places. Each residant
shall be Instructed with its use on tha first day of
admisslon.
(P) Residents training for the flre
amergeney plan shall be in accordance with tha
Life Safsty Code Qperating Features sections.
(1) On the firat day of admission, '
each resldent shall be Instructed in the preper
actlon of the fire emargency plan, Including the
location of all the exits. A record of this Instruction
shall be in @ach resident flle.
(E) Fire exit drills shall be conducted in '
accordance Lo the Life Safety Code Operating
Faatures sections. The minimum number of drllls,
as amended, shall be held at laast twelve (12)
Wyoming opt of Heallh, Aging Dlvision, Healthcars Lloensing and Surveya
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times par year on @ monthly basis with a )
minlmum of one drill conducted each quarter on |
sach shift, Fire exit drill records over a two-year

pericd shall be available upon request at the

faqility,

() The facility shall be rasponsible
for recording fire exit drills on an evaiuation form

that include at least the following: _
(1.) Date of drilf;

(2.) Time of day;

(3.) Type of drlll {Practice,
Announced, Surprise);

: (4.) Regidents who participated
- Including staff and family members;

(8.) The reguired (minutes and
seoonds) to evacuate all residents (including
staff) from the accupied areas to a point of
assembly as defined in the Life Safety Code;

(8.) List of anyone, including staff
and family members, who did not evacuate in the
required time allowed by the evacuation capabllity
rating of the fecllity. Evacuatian capability rating
for each facility shall be listed on tha farm;

(7.) Commenta on the factors
that contributed to each Individual's inabliity to
gvacuate succeasfully and any carrective actions
recommended; and

1

(8.) Signature and date of the
person complsting the form.

Thie State Rule and Regulation is not met as
evidenced by: _
Wyoming Dept of Healih, Aging Division, Heslthcare Licensing and Surveys
STATE FORM
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Baged on raview of resident records and staff
interview, the facllity falled to Instruct 8 of 6
sample resldants (1, #2, #3, #4, #5, #6)
reviewad on the fire emergency plan on the first
day of eccupancy. The findings were:

1, Review of the resldent record for resident #1
showad s/he wae admittad to the faclity on
1/18/23. Thare was no avidence the resident had
been instructed in the proper action of the fire
emergency plen, including the location of all the
exits.

|

2. Review of the rosident racord for resident #2
showed s/he was admitted Lo the faqllity on
10/16/24. Thera wag ho evidence the rasident

had been Instructed in the proper action of the flra
emergency plan, including the location of all the
exits.

3, Review of the rasidant record for resident #3

showad s/he was admitted to the facility on |
2/18/26. There was no evidence the resident had '
been Instructed in the proper action of the fire

emergency plan, including the location of all the

axita.

4. Reviaw of the resldant racord for resident #4 X
showed e/he was admitted to the faclllly on

/12/25. There was no avidence the resident had

baen instructed in the proper action of the fire

emergency plan, including the location of all the

exlts. |

showead s/ha was admitted to the facility on
10/25/24, There was ho svidance the resldent
had been Instructed In the proper action of tha fire
amergancy plan, Including the location of all the

exits.
WWyoming Dapt of Healh, Aging Division, Healihcare Licanging and Surveys
STATE FORM
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8, Review of the resldent record for resident #6
ahowed s/he was admitted to the faciiity on
1/22/25, There was no avidenca the regldent had
baan Instructed In the proper actlon of the fira
amergancy plan, Including the location of all the
exlta. '
7. Intarview with the ED on 5/28/25 at 3:60 PM
' revealed upon Igase signing residents were
i agkad to read the General Disaster Policy;
" howaver, the facility did not provide education to
the residents on the first day of accupancy on lhe
proper action of the fire emergency plan and the
location of all the exlts,
85048] Ch 12 Sec 9 (a)(l) Contractual Svcs Provided 55048
Outalde ALF Auth Action Steps S5048:

(a) Residants in an assisted living facility may
recelve services from an outside entily for care
beyond that provided for or specified in the
Assleted Living Program Adminlatration Rutes.
These services must be arranged by the
appropriate professional and be Incorporated Into
the resident's asslstance plan, The resident's
choice of providers must be honorad.

{ii Components of tha outside service(s)
coniract:

{A) Who will pravide servica(s).
(B) What gervice(s) will be provided;
(C) When the service(s) will be provided,

(D) Where the service(s) will ba
provided,

1.Requested contracts through cooperate affice
regurding required contracts

2.Education pexformed with RCD on contracts
requiredwith 3rd party vendors

. %.Outside care aervice contracts were obtained

for resident #) and resident #3. Resident #2 expired.
3.30 Days of weckly monitoring QMFI,

monthly manitoring for the next 90 days

4, Audit of all resident records who is receiving outside
services by RCD

1Date of Correction: 7/27/2025 and on going
Tadivdual Responsible: ED RCD,and appointed

deasipnee

Wyaming Depl of Haalth, Aging Divislon, HeRINcars Licansing and Surveys
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(E) How the service(s) will be provided;
and

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

Based on review of resident recorde and staff
interview, the facillty failed to ensure a eervice

. contract was developed which Included all
requirad components for 3 of 3 sample residents
(#1, #2, #3) reviewsd who recelvad services from
an outside entlty. The findings were:

1. Revlew of resident records showed resident #1

recalved physical therapy services; resident #2

recelved hospice and oxygen services; and

resldent #3 received hospice services. Further

review of the residents' records showed no

avidence a contract had been developed between |
the outslde care entity and the facllity.

2. Interview with the ED on 5/28/25 at 3:23 PM
confirmed no further documentation was

avaliable.
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