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Rules and Reguiations utinzed for this suevey ara:

Rulss and Regulations for Pragram
Administration of Assisted Living Facilities,
Chapter 12, effective 08/24/2020

" Rules and Regulations for L icensyre of Assisted
Living Facilities. Chapter 4, effective 06/28/2001

Survey were complaint intakes LIC-25.048,
LIC-25-087. LIC-26-002, LIC-26-004. LIC-28-005 '
#nd LIC.26-008 {

|

The Fallowing common abbreviations are uged i
throughout this documant. J
I

CNA Ceriifiag Nursing Assistant
DsD Dining Services Director
ED Executive Diractor

LPN Licensed Practical Nurse
RN Registered Nyrse

Less Commonly used abbreviations will be
annatated in eaeh deficiency

83003 Ch 12 Sec g {d) Persannel ang Staffing ! $5003
Requiremants |

I
(d) Infection Contrer Written policies muyst be i | :
effect to ensure thgt newly hired and current i '
employees do not spread a communicable
disease that could pe transmitted through usual
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ccgoa Continued From page 1 \ ‘ _ 12/03/2025
. | $5003-CNA g1 will participate In the TB
for residents and personnel - rinic. scheduled for 12/3/2023. Al staff
() Require wberculin testing. of sereening '. , members identified as not being up 0 date on
a5 appropriale: and : + TBtesting wi_li also participate 10 th}s clinic.
1 Beginning this yean, the facility will conduct
(ni) Prohibit any person with an airbome. an annual TB clinic every November to ensure i
contagious. of infectious disease from being ! compliance with  yearly TB  testing
employed untl 2 work release i obtained. ' requirements. This clinic will be organized by
) : the Assistant Executive Director (AED) and
" (A}mT he f:;;"z 52323"?‘?2'; :&F’gﬁ“ ] the Clinical Services Director (CSD)-
with & communic jseasge of in e : ;
ions from direc! 6O it residents and__ 'tl_‘he }::ED will be rgspons‘tjble ;'pr TdB testing
their food, if direct contact will iransmit a disease | for all new hires. On on oarding day. each
: i new hire will receive the first step of the two-

(8) The tacility shall require staff 10 fallow , step TB lest The AED will follow up 1O
urversal precautions when performing drect . ensure the first step 15 read and that the
resident care. i . “employee receives the second step within two

b weeks of the first. Calendar reminders will be
This State Rule and Regulaton 15 not met as l r added o both the AED and Executive
evidanced by: . . : | Director calendars to support timely follow-
Based an personnel file re;xev:, paeiliy tindfa - i C up,
cocedure review. and staff intervievt. e facs : . )
Do ensure 1 of 5 newly e employees | The CSD will oversee T8 testing for all new
reviewed (CNA#Y) was tested fof wberculosis ! admissions. The CSD will use the Fac:lug‘s
(TB) upan hire as required. The findings were. : - Admissions Checklist, complete their portion,
1_ : and then forward the checklist to the AED.
4 Review of the personnel file for CNA#1 ) - who will complete their section, The checklist
showed she was hired on 3/26/25. Review of the : . will then be reviewed by the Executive
 "Mantoux (TB) Consent Form"” showed "{ consent ' Director for final verification to ensure the
to have & two-step tuberculin §kln test to be : admission process is fully completed.
ffcgr::?ﬁi:: “‘.‘.eaggmgnsugi';;gn; agsg a1 | \ Allnew hires and new admissions will also be
. - | s . .
Further review of the consent form showed the ‘1 rf:wewed weekly times 3 mo}'lths. monthly
first-step of the two-step whberculin test was ‘ - ume 3 months then quarterly Hmes 6 months
administered on 4/06/25; hawever. tnere were no | \ during the Quality ~Assurance review
results documented of the test and there was no conducted by the Executive Director and the
evidence the sacond injection of purified protein : Clinical Services Director. Any miss\ng
derivative (PPD) was administered . | testing will be reported o the QA commitiee
| \ immediately. QA committee will track results
2 \ntervigw 0N 10/8/25 at 2:28 FM with the i and update compliance log.
g Dision. Hesincare Lcensing and suvays
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83003 Continued Erom page 2 §5003
asaistant execytive directar confirmed no further
information was avalable >
3 Review of the "TB Screening
Wyaming-Resident and Employee” policy showed
". Al residents and amployees should have a
patient TB risk assessment, symptorn evaluation,
and TB test performad prior to admission tg the {
community or prior lo the employee's first day of
work "
53004 Ch 12 Sec & (e) Personnal and Staffing 55004 12/08/2025

Requirements
{®) Personnel Pahicies ang Records.

I
I
(7} Management sha| provide new employee ‘
onentation and education regarding resident !
nghts, evacuation, and emergency procedures,
as well as training and Supervision designed to
'Mmprove resident care

(n) Arecord for the manager and each
employee shall be maintained and contain at 3
Mminmum, the follawing information

(A) Name. current address and
telephone number,

(B) Socig| Security Number:
(C) Education,

(D) Work ex
reference checks,

penence, documentation of

(E) Date of employment

(F) Pasitan in the assisted hving facility

55004- Orientation dates for CNA #[, CNA
#2, RN #1, and LPN #] have been scheduled
and  will be completed by 12/8/2025
Employee chart audit has been performed, and
other employees who were missing the New
Hire Orientation training have alsa been
scheduled to complete the training by
12/8/2025. Assistant Executive Director will
I be responsible for tracking and preforming all
employee trainings moving forward. All new
hires will not start Job specific training until
completing new hire orientation with the
Assistant Executive Director, EVS Director
and the Clinical Services Director. All new
hires trainings will also be reviewed weekly
limes 3 months, monthly times 3 months then
Quarterly times 6 months during the Quality
Assurance review conducted by the Executive
Director and the Clinical Services Director.
ANy missing new hire training will be
. reported to the QA committee immediately,
i QA committee will track results and update
I compliance log.
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55004 continued From page 3 [
{job dascrption). \
(@) Documentation of tuberculin testing.
(H) (nentation checkhst:

i
(y 1-8. (Employrent Eligiility \ ‘ ‘
i

yenficatian). l
y W4 (Emp\oyee's withholding .
Allowance Certificate). i1 |
(K) Licensure. Cerufication. of 1 \
Credentials: (89 RN, LPN, CNA, etc ). :
(L) Documentation of all completed \ I
) : wackground and Central Registry packaround \

check with na offenses

This State Rule and Regulation is not met as

nel files, staff

nd procedure raview the

facility failed to ensure personnel records :
|| of the required documentatian for 4 |

of 5 sample employees (CNA#1, CNA#2, RN #1, l

LeN #1) raviewed. The findings were. ‘
|

1. Review of the personnel files for CNAF1. CNA \
_#2.RN #1, and LPN #1 failed 10 incluge 3 signed 1
copy of the arientation checklist which included \ '

education reqarding resident nghts, 8Y gcuation.

and emergency procedures.
l
ol file for RN #1 failed 10

e

i m——

2. Review of the personn

include & copy of the nurse's license. \
3. Interview with the assistant exacutive dirastor : l
on 10/B725 & 2:28 PM confirmed the personnel \

files were incomplete.
YWy oming Dapt of Health, AQiNG Division, Heal
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35004 Continued From page 4 | S5004
4 Review of the ‘Delegated Nursing Services” |
policy showed "A. Otientation for New Employees |
(Direct Care Staff) { Orientation consisling of i
classroom (online or in "Person) and on-the-ob |
training. Is provided to new employaes prior to job | '
Placement. .4 An onentation chackiist is !'
developed and includes arientation and I !
educational topics discussed with the employee. | !
fTfhis 's retained in the employee's personnel ! ' (172002025
e .” |
li ~ S5005-A RN will complete a medication
85005 Ch 12 Sac 7 (8} Assisted Living Facility (ALF) ¢ 85005 review for residents 41, #2. B3, #4, #5, #6.
Core Sarvices : . #7, B8 by 1120/25. Aq audit will be
! , pref i i
{a) The asgisted hving Tacility core services ! | preformed of -all residents w!ll .be
Include the following ! conducted by an RN and a medication
; review will be completed for any resident
() Meals housekeeping, personal ang other ! that is overdye. Executive Director and
laundry sarvices g Clinical Services Director were educated
\A) Pravision of mechanically altered | i by ‘Re.glonal _ N“’S’”_g E?arccmr.. A
diets and dielary supplements, f required : medication review log is being built by
room number and will be performed every
{n) A safe and clean environment, i 60 days. The log will be monitored by the
(i) Assistance with local transportation ' Execu!we Director for completion weekly
; times 3 months and month ly times 3
(iv) Assistance with obtaining medica!, ' { months then Quarterly times 6 months.
dental, and optometric care in addition to sogjal , | Any missed or late reviews will be
services. ; | reported immediately to the QA
! 4 . .
(v) Assistance in adjusting to groyp living | committee. QA committee  will track
actvites, | results and update compliance log.
(vi) Maintemance of 2 personal fund aceount, ,
if requested by the resident or resident's
responsible party. showing any and all deposits, ;
withdrawals, and transactions of the accaunt, !
oming Depl of Mealth, Aging Divizion. Healthcare Licensing and Survays I
e BvHUTI If continuzhion sheat 3 of 3g
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S6005 Continued From page 3

PREF!L
TAQ
1
| ss008 i
l

(v} Provision of apprapriaté recreational
sctivities infout of the assisted living facility: |
i

i~ Care of individuals who reguire any l
or all of the following S€VICes’

(A) pPartal assistance with personal care.
e g bathing. shampaos.

(8 Limited asgistance with dressing. ) |
(C) Minof non-sterie dressing changes.

(D) Stage | skin gare - gkin infegrity \
= intact,

(C) Infrequent assistance with mobdity
The resident may use an assistive device, 8.9 i
wheel chaif walker, cane ;
I
I

(F) Cuing guidance with ADLs for the
visually impaired resident, or the mtermmenliy
canfused and/of agitated resident reauiring !
occasional reminders to tims. place and person. |

(G) Care of the resident who can \

. independently manage his own catheler ot
pstamy. €.9. resident who can ¢hange his own
catheter bags. able to clean and care for his :

gstomy.

M) Care of e resident incontinent of
pawel of bladder if the condition can pe managed |
independenuy; i

(1%} Assgssments compleied by 2 Registered '
Nuree,

Orvision. Heallncare Licensina and Surveys
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55005 Continued From page 6 ' 55008

(A) Registered Nurse medication review |
every two (2) manths or sixty-two (62) days or '
whenever new medication is prescribed or the |
residents’ medication 1s changed:

(x) Twenty-four (24) hayr menitoning of each '
regident.

This State Rule and Regulation s not met as
evidenced by

Based on resident record review, staff nerview,
and pclicy and procedure review. the factlity failed .
to have a systern in place for documenting the
RN's medication review for 8 of 8 sample )
residents (#1, #2, #3. #4, #5. #6 #7. #8) reviewed
for medicatians The findings were

1 Review of the records for resident #1. #2 #3.

#4.#5. #6 #7 and #8 snowed no evidence a RN

had conducted a medication review every 62 I
days ar whenever new medication was prescribed L
or the residents medication was chang=d '

2 Interview with the D on 10/9/25 at 12:07 Pp, |

after consuilling with the district consultant, .

revealed medication reconciliation was done with i

the "cycle check-in" ance a month The ED \
provided a medication administration summary
which showad when a resident's medication was
administered and by whom; however. there wgs I
no documentation a registered nurse had . :
performed a medication review as required ! I
3 Review of the "Medic¢ation Adrministration”
policy and procedure showed * B. When
medication management Is provided by the :
Community' 1 The resident's medication regimen |

is reviewed at least annually by a licensed health

. care professional (more frequentiy if required by |

Nysming Dept of Health. Aging Uision, Healthears Licensing and Surveys

3TATE FORM s BvHU11 I tonunuatigr sneet 7 of 30
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55005 Continued From page 7

state regulation) . "

S5007

Core Services

(oy () Admission orders A regident shall be

admitted anly ‘
hysical completed by @ physician of physicia
sxlender within ninety (90) days priar 16
admission The facility shall confirm
medicabion regqimnen an
at the time of adrmission

order for T8 screening, influenza and
pneumoccccal \mmunization satu
for immunization \f required. unlas
conira:ndmaled
implement policies and procedure

following

g to ensure

" Regidents. Of their legal

regresentatwe are
and banefits of these immunizaugns

() The mmunizations are
unless medically cantraindtcated or the
currently \mmunized.

" the medical record must reflect the f
as medical contramdicauun or refusal

This 5tate Rule and Re

evidenced by’

Based on rasident cacord review.

and palicy and procedurs review,

{0 implernent theiw iaflugnza and
Wwyorming Dept of Health, Agng {
STATE FORM

Ch12 Sec’ (by() agsisted Living Facility (ALF)

if accormpanied by 2 pistory and i

the resiasnt's
d special rreatment orders
1

(A) Admission arders shall include an l .
! |

g and orders

s
The faciiity must develop and

gducaled regarding the nsks

offered
resident 15’

(1) 1f the resident s not vaconated. |
gason. such

gulation is nol met &5

the facility laled
pneumncoccal l
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|
55007 §5007- Resident #1, resident #2, resident #3,
' resident #4, resident #3, resident #6, resident
| 47 and resident #§ all received updated TB
tests on 11/17/25. These have all been
checked with in the 48-72-hour period and
' ; Etploaded into their electronic health chart and
i ¢ into _their paper chart s well. The Clinical
Services Director will complete a chart audit
of all residents and their vaccination status.
They will request vaccination records from
resident’s PCPs. If the resident is missing any
| vaccinations per the palicy and state
regulations for admission, Aspen Wind will
make arrangements for the resident to receive
these vaccines. If the vesident refuses or
pannot receive the vaccine due 1o health
‘; issues, they will be educated, and it will be
' charted in their EMR with the reason they
li cannot rec?eive the vaccine. The Clinical
l Services Director has also requested access 10
i Wyoming [mmunization Registry (WyIR).
i The facility will continue fo offer yearly
vaccine clini¢ to residents offering Flu, Covid
| © and RSV.

n !

et

\ "

staff inteniew, |

B
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83007 Continued From page 8 55007

immunization policy for 8 of 8 sample residents
(1. %2, #3, #4, #5, #6. #7 #8) reviewed. The
facility failed to implement their tubereulosis (TB) :
screening palicy for 6 of 8 sampie residents (#1,
#2_ 83, #5. #7 #8) reviewad. In addition, the _,
facility failed to have a health eare provider .
hislory and physical completed within 90 days
prior to admission for 1 of B sample residents (#7)
reviewed The findings were .

1 Raview of the record for resident #1 showed
2/he was admitted to the facility on 7117/25
Review of the resident's 7/17/25 admission |
@ssessment and 8/21/25 30-day assessment
showed the resident's vaccination status was
unkaown There was no evidence 2 tubercuhn

lest had been performed.

2. Review of the record for resident #2 showed
s/he was admittad to the faciity on 10/17/24
Review of the resident's 10/18/24 admission
a=sessment and 11/29/24 30-day assessment
showed the resident's vaccination status was
unknown Atuberculin fest was performed on
10/25/24 (B days post admission). No furher
documentation was avaiable E
|
3 Review of the record for resident #3 shawed
5/he was admutted to the facility on 3/19/24 '
Review of the resident's 7/31/25 master care plan
Showed a tuberculin test was performed on i
6/9/25; hoawever, the residents record failed to ]
Show a T8 test had been performed prior 1o |
admission. Review of the resident's 32024
admission assessment, 4/30/24 30-day ’
asgsessment, and 5/5/25 annual assessmant
showed the resident's vaccination stalus was I
| unknown ,

| 4 Review of the racord for resident #4 showed

Resident #7’s admit orders, history and prior
| to admission assessment were located in a
paper file the former ACSD had. The
paperwork was uploaded into residents EMR
on 12/1/2025 Moving forward, the CSD will
use the facility’s Admissions Checklist,
complete their portion, and then forward the
. checklist to the AED, who will complete their
' section, The checklist will then be reviewed
' by the Executive Director for final verification
! to ensure the admission process is fully
5 completed.

All new admissions will also be reviewed
i weekly times 3 months, monthly times 3

months then quarterly times 6 months during

the Quality Assurance review conducted by

the Executive Director and the Clinical

Services Director. Any missing prior 1o
admissions pieces will be reported to the QA
committee immediately, QA committee will
track results and update compliance log. ED,
AED and CSD have been educated on this
process by regional nursing director.

I‘i
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s/he was admitted to the facility on B/12M19.
Review of the resident's vaccination history ;
L showed NO evidence the rasident had received Of
been offered an influenza yaccing in 2022 of in
2024 There was no evidence the rgsident had |
peen offered of recewed a pneumcccccal
yaccine since admission

_—
in
o
=]
(=]
]
—— -

5. Review af the record for resident #5 showed l
s/he was admitted ta the tacility on 12/30/24 and )

was adrninlstered the tuberculin skin test on

12/30/24 Review of the resident’s 12130124

sdmission assessmenl and
aesessment showed the resident’s vacaination

status was unknown. ;
i

) 6 Review of the record for resident {5 showed ;
/lve was admufted to the facility on 5/19/23. | l
discnarged to the nospital on 6/1 3125, e '
(eadmited 10 the facility on g/24125. Review of |
the 5/15/23 admission assessment and tha
a/24/25 admisson assessment shawed the ! '
| cesident’s vaccination atus was unknown : ’

7. Review of the recard fof cesidant #7 showed
s/he was admitted to the lacility on 373125
Review of the resident's 7131722 master care plan |
showed @ wberculin test was performed on )
6/9/25, however. the residents record failed 10
snowa 1B test had been performed priof to
admission Review of the resident’s 315125 'i
admission assessment and the 4/23128 chmeal i
' ypdate assessment showed the resident’s :
yaceination status was unknown 1n additon, the :
resident’s record failed @ include a heaith care ! !
; provider tistory and physical i '

t ———

8. Review of the record for resident #8 showad
s/he was admitted to the facility o0 116125 i_ i

Review of the §/16/25 master care plan ghowed 8|
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Wberculin test was performed on 6/9/25 !
however, the resident's record failed to show a !
TB lest had been performed prior to admission |
" Review of the 2/20/25 clinical update assessment I , '
1
|

Showed lhe resident's vacelnation slatus was
unknown

9 Interview with the ED on 10/110/25 at 127 P - ’
confirmed no further information was available | )

10. Review of facility palicy and procedyres ;

" showed the following : i

a8 Review of the "Admission Palicy-Assistad

Living/independent Liw ng" policy and procedure
showed" ¢ Admission Process 1 Upon i
admission. the resident and ar responsibie party
cornplete. sign. and/or review the following ¢
Other consants/autharizatians/releases, |
Immunization *

b Raview ofthe “T8 Screening Wyaorning
Resident and Employment” palicy and procedura
showed " All residents ang employees should
have 3 patent TB risk assessment. symptom
evaluaton, and TB test performed prior tg
admissign Ia the community , " A

¢ Review of the "Immunization” policy I
showed “With Ihe licensed Nurse or Executive
Director (if applicable), heaith services staffig
responsible to establish and manage pracesses
In the Communtty for infection control according
to 2l regulations that apply Staff and residents
must meet designated testing and immunization
requirements related to infectious diseases
Execuytive Directors and/or Clinical Services
Directors are responsible for arranging
vaceination clinics for their cammunity. The
Cammunity shall identify and fulfill the regulations
that apply for resident and staff infectious disease
vaccinations As regulations require, the
community shall offer or coordinate with an [

{yoming Gapt of Healh. Aging Dwision, Mealifcare Licensing and Survays
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55007 Continued Frorn page 1

outside provider for resident vaccinations and

shall maintain related documentation in the
alectranic heafth record, the community shall
determine resident’s vaccination status at ime of
admission ARer admission, the commumty shall
coordinate for residents t0 receive vaccinalions
as required of requested Appropnate consenl
(andlor refusal if required) must be obtained from

resident. resident's rapresentalve. or staff
member "

cn 12 Sec? (&) Assisted LiVing Facility (ALF) £5020

Core Services

55020

e) Resident Records and Raparts Each i
resident’s records shall b& current, arganized and

maintained in individual folders which shall be :
made available tu the residant the Licensing :
Division. of designated representative upon i

requesk
(iy Each folder shall include the fallowing

(A) Information from the referring agent.
if applicable.

(8) History and physical parformed by a \
physician of physician extender’ :

(C) Ingividual dmission farm This form
shall at 2 munimuyr, contain the followang
information.

]
4

(1) Full name of resident and former
address. \

(i Date of admisston.

\
(1 Sex. race, date of pirth, secial ll
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v
§5020- The Executive Director will work
closely with the Clinical Services Director
to make Sure all investigations are
reported (o state in allotted tme. The
Executive Director will perform audits on
all investigations [0 make sure it contains
all the appropriate information and was
submitted on tme. A binder will be
created by 12/10/25 on abuse reporting
with a flow char ot how to report abuse
and neglect, all staff will trained on how
io use this binder. All staff were trained
on abuse and neglect reporting on
9/10/25. The binder will be monitored and
updated with new information by the
Executive Director.
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‘7 35020 Continued From page 12 85020

secunty number, and former accupation,

(IV)Name. home address. ang
telephore number of relative, friend, Fower of
Altorney, or guardian

(V) Name, address, and telaphone
number of resident's personal physician dentist,
ophthalmalogist or optametrist,

(V1) Medicare number or otner
medical Insurange dentifying data,

(V) Awritten inventory of all
personal possessions, however. this inyentary
need nat include personal clothing

(D) All accidents, injunies. incidents. '
linesses, and allegauons of abuse. neglect ar '
exploitation shall be reported to the resident's i
family or responsible party and be documentsd in
the individual resident records All such
occurrances shall also be reported 1o the :
appropriaie enlity for follow up and resolutian ;
Reports of all incidents affecting the heali, I
welfare of safety of a resident shall be provided to
the Licensing Division immediately (within one
business day). Reporting shall be done by
telephone or fax, The facility's Investigation of the
incident shalf be reportad ta the Licensing
Duvision and the Long Term Care Ombudsman
within five (5) working days Documentation to
Support the facility reporting the sityation and
follow up must alsa be present in he resident
records,

(E) An accounting of all personal funds
deposited with and disbursed by the facility, i
' I

,‘

fyoming Cept of Meallh Aging Division, Realthcarg Licensing and Sunveys
TATE FORM 19

BVHU11

If contnuation sneet 13 of g



%1 FRO\HOEQ!SUPPUENCU#

STATEMENT OF OEFICIENCIES
IDENTWICJ\TION NUMBER

AND PLAN QF CQRRECTION

ALF006
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(%) 10 SUNMARY STATEMENT OF DEFICIENCIES
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Fram page 13

(1) Ueon written authonzation of
ciient, the facity must hold. safeguard. manageé
and account for the persanal funds of the chient

55020 Continued

(1) The facility must deposit any

parsonal funds in the excess of 2400 1 an
interest beanng account.

12 ) The [acility must establish
and mainian 2 system that assures @ jull and
complete and sgparale accounting according 10
generauy accepted accounung principles of gach
rosident’s personal funds entrusted to the

(3) Upon tne death ol 3 resident
funds depasited with the facility. e
within 30 days. the rasident’s
nng of those funds, to Ine
administenng the

with personal
facility must canvey.
funds a final accaun
individual or probale jurisdiction
resident's estate.

3!

a chargs against the parsonal funds of 3 resident
fgr any item ar service far which payment 13 made
under Medicaid oF pMedicare except for apphicable
deductible and consurance amounts.

(F} A signed copY of the resident's nghts,

(G) The resident's assessment and
indivldualized assistance plan

(H) Copies of &l applicable resident
gssistance contracts, signed by poth paries.

(1) Written acxnowiedgmen{ of the
recaipt and axplanatian of all facility policies
mehading admissicn!discharge golicies,

=ion, Healhcare Licgnsing

yoming Dept oFHeann, Aging D
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{1) Copy of all ALF 102's. and

(K) Copy of cuiside contractual i
respansibilites, if applicable

(if) The resident shall be assured of
confidental treatment of all information in the
record, and the resident's wntten cansent (or the '
consent of the guardian) shall be required for the | ,
release of information to persons not otherwise
autharized for recaive it. i

(i) All residents’ records shall be retained in
@ physically secure area for a minimum of six (6)
years after the resident has left the facility ang
may be disposed of. by shredding or buming
after that hme,

(iv) In the event of dissolution of the faciiity
the manager shall noty the Licensing Divisian as
to the location of all residents’ records

{v) Al records shall be protected from
damage by fire, water and other hazards !

(v} All entries in each resident's record shall i
De made n ink signed ang dated

|
! ]
i

This State Rule and Regulation 1 not met as
evidenced by i
Based on review of the faciity's abuse s
investigation farms, State Survey Agency incident |
database review, palicy and procedure review l
and staff interview. the facility failed to implement
their policy and procedure for ensunng the
investigation fellowing an allegation of abuse or
neglect was reported to the Licensing Division in
a timely manner for 2 of 4 allegations of

Uyaming Dept of Heailn, Aglng Division Heallhcare Licensing and Surers
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55020 Continued From page 15

gbuse/neglect reviewed The findings were:

1 Review of the "Abuse Preveniion, |nlervenhon.
Reporing and |nvestigation” policy showed " .D-

the Executive pirector (of design=e)
and others 85 may be required bY stale and local
1aws within (ne required time frame " The

reportad \o the state suvey agency an g/18i25 at
2.44 PM: however, the results of the investigation
were not reporied to the state agency until
923/25

p Review of the facility's investigation report
showed an allegation of remdent-ta—resldant
saxudl abuse was reported 10 nave accurred on
arp1/25 at 3 pPM and was reported t© the siate
survey agency on gr22/25 at 2.44 PM, however.
the results of the \avestigation were not reportad
to the state agency untd 8129123

¢ Interview witn the ED on 1pri0res at 120
p confirmed the investigations were nol
reponed within 5 business days as required.

!
{

ch 12 Sec 7 (1 Assisted Living Facity (ALF)
Core Services

55024

m Adult Protecton.

iy The Facility must assure that all residents
are protected from abuse This includes the
resigent's Aght ta be free from verpal, physmal_
mental. of sexual abuse in acgordance with the
defimtion of abuse a8 stated in Section 4(a) of

these rutes

Wyamng Deptof Heaih, Aging Dwisan. Heath

STATEF oRrRM

Investigation- 10 Investigative findings should be |

care Licansing and Survays
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- employees befare hiring, ongoing ir-servicing of

95024
i

(0} The facility must adnere to writlen
policies and procedures that prohibit the apuse of !
any resident These policies and pracedures
must identify how the facility will screen

abuse topics with employees. and a pratocol that
Specifies how allegations of abuse will be !
investigated Each staff member must be
accountable to report any suspicion or knowlgdge
of abuse to the appropriate facility personnel
immediately i

(ifi) The facilty g respunsibie 1o ensure a)!
allzgations of abuse ars vestigatad expedigntly
and that the resident(s) are protected from ,
turther. potenbal abuse while the investigation g
N progress ) l

(A) instances of abuse neglect or
explaitation of disabled aduits shal be reported to
the shenff's depariment. the local pulice '
department, or to the department of family
services in agccordance with W § 35-20-103

{B) The facihty must ensure that, if
Necessary, additioral authortes are contacted if
there is an allegation of abuse neglect, or |
exploitation These additonal authanties may
nclude the Wyoming State Board of Nursing
Office of Healthcare Licensing and Survey. and
the State Long Term Care Ombudsman ‘ |

This State Rule and Regulation s not met as
evidenced by

Based on resident recard reviaw, slaff ang

resident representative interview, policy ang :

procedure review, and review of the stale .
Ilcensing division incident report farms and the

facility's investigation documentation, the facility

faled to pratect the residant's nght to be frae from;

aming Dept of Haallh, Aging Division, Healthcare Licensing and Surveys
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5024 Continued From page 17 55024
| abuse b Pngthe esident for 1 0f 2 | 11 §5024-Resdient #10 was transferred 1O 12/20/2025
sexual abuse bY 20 e b : another facill that ca rovide a higher leve
residents reviewed for abuse (#2) and free from l " of care Resgema#‘) rl;op lo::ger re;';ﬁde: herel l
lect for 1 of 1 7€ Ident reviewed for neglect % A A '
?:9) Thfg ;'\nd?ngsrwsefe < . . Currently, 00 other residents exhibit sexually
| inappropriate behavior. More in-depth Abuse

and neglect education was provided o staff in
September, and 30-minute checks were
initiated. The staff receive abuse and neglect

1 Review of the facinty's imvestgation rglaled @
the allegation of sexual abu3€ of resident #2 BY

rasident #10
a Review of the tacility's investigation + aining every January. All room checks are
dacumeﬁtahlc]an slrénwed re;iderxzﬂ‘-iwzs walking signed off on 1o 2 pinder orsanized by
down the ha nolding resident 's hand ON ; 5
5/21125 @t 6 40 PM  NA#4 and LPN #2 called “;f‘de":' RpER "“"f;"""' and dﬂe' Each room
for rasident #2 to returt 1o the dining room, ' check is signed © by the CNA preforming
however. resigent #10 had him/her blocked ' . the 30-minute cheqk. All staff are required 10
against tne wall CNA #4 ran down 1O where they | i wear a care predict tempo that track their
were at the end of the hall near (resident #4108 moyement within the building. All staff have
) ' room]' and noted resident #10°S nands were ; _ been trained o0 (he 30-minute room check and
under resident #2's shitt QNA#d separated the | i the tempo system 85 well, Clinical Services
';S'\g:";l: ﬂaf‘i _‘;—'a“;‘”’;‘o":_ fe:fdzfv%z's safety ONA 'I { Director and Assistant Executive Director will
navailable for & interview. work together 10 put logether 2 “yeporting
b. Intarview with fesident #2's represenia e abuse and neglect” binder tor stafl, containing
an 10/10/25 3t 8 43 AM canfirmed the resident . G A =
had been involved 10 an ncident whare another l . step by step instruction on what steps (0 1ake
resident had placed his/her nands up the ll when reporting abuse and neglect. This binder
‘esident's shirt, The cesident's representative . will be completed b 12/20/25, All 30-minute
stalad if the resident had been cagnitively ntact . checks and tempo usage will also be reviewed
sihe swould never have let it happen.” I | weekly times 3 months, monthly times 3
¢ Interview with LPN #2 on 10/10/25 21 8:40 | ,  months then quarterly times 6 months during
AM revealed he observed resident #10walkng ! . (he Quality Assurance review conducted by
down the hallway with residant #2 when resident the Executive Director and the Clinical
#10 ened resident 42 towards the wall, LPN #2 . Services Director. An discrepancies will Gi
" \sted he hurried dawn e hall and found : P orted o th oA Y s medintel
resident #10 kissing resident #2 with hisMer 1 o o the QA comm! e immediately-
hands up resident 2's shirt. Further. LPN #2 : QA C‘?m‘“m‘e will track results and update
compliance log.

stated the Facility was aware of rasident #10'S
inappropriate saxuval pehaviars upan admission
and had instigated behavioral eharting

d Review of the 4/18/125 admission
assessmeant for resident #10 showed the resident l '.

was admitied 1o the memery care unit, was

Wyoming Dept af & 3ith. Aging Dision, Healthcare Licensing and Surveys
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55024 Continued From page 1A . 35024

prescribed 25 milligrams of Seroquel
(antipsychotic medication) at bedtime; and 2
milligrams of Haldal (@ntipsychaotic medication),
as needed, 3 times per day; had a diagnosis of
frontoternporal dementia, was “currently addicted
o online Pornography and has bean having
Inappropriate relations with individuals for
maney " The residanpt's representative |
confiscated residenl #10's phone upon
admission Review of the resident's recard
shawed the facility began manttaring the resident
for sexually Inapprepriate behavior on 7/9/25.

d. Interview with the €0 on 10/10/25 at g-45
AM revealed the facility was aware of resident
#10's inappropriate sexual tendencies upon
adrmussion, howaver. Seroquel {antipsychotic
medication) was added ta histher drug regimen '
upon admission and they thought they could i
handle the situation. After the incident the facility
had nitialed 30-minute room checks ncreasad
Supervision provided education to staff ,
members, and kept the resident’s doors jlockeq at |
all times Resident #10 was discharged to a :
higher level of care on 10/6/25. i

—— e

2 Reyiew of the facinty's invastigation reiated to
the allegation of neglect of resident #4
3 Review of an 8/16/25 nurse note entered |
by RN #2 showed "Nurse was notified at |
approximately 0720 that resident had sustained a ,
fall in [hisiher] aparment CMA (certified !
medication aide) went inlo resident's apartment to .
give ..morning medications and found (himther)
siting on the floor in the daorway of the bedroom
and living room, Resident was wearing a t-shirt
and brief Bnef was completely saturated with
urine and feces with BM on the carpet as well |
Resident stated 'I've been down here since 10 i
|
1

" O'clock last night"” Staff assisted resident up off

the floar Residant cemipigined of dizziness but
feming Oapt of Health, Aging Division. HegRhcare Llcansing and Surveys
ATE FORM b GVHU11 ¥ conlinuation shasr 19 ef ap
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denied pain. headache, of vision
{range of mation)
helped resident o pathroom and ass!
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shower.
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and blood pressure’s trending
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post fall vitals
down. Resident also has a small ared of
preakdown on inner left butiocks- Mo tleeding

noted.

intake" At 1115 A
called the

sent o

facil
the em

Advised staff 10 encourage increased fluid :
M the resident's representative

ity and requested the resident be

ergency

departmenl [or further

dent left the

{acility with

evalualion. The resi

11 36 AM,

emergency

sl

ervices at

! did not detect

p. Review of an 8/16/25 0

0715 Tempo (8 tracking and monitorng device)
fall, setling o
“yery high” Unclear if [resident} is
gnderstand use of Tempo

demonstrale use when asked
your watch” and (srhel stated

-Ih!gh\l’

d that [th

yrse note entered

floor 3

able lo

Was able to

*how do you U

" ghould have U
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the
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35024 Continued From page 20
I
check form stating the resident was in histher
roQm fram 10 PM on Fnday untl 6 AM on
Saturday, however the facility was upabia to
verfy the wharaabouts of the CNA thraugh the
Tempo staff monitonng system :
c, Ihterview with the regident's representatve
on 10/10/25 at B:55 AM revealed she was not
notfied of the resident's fall yne approximately 11
AM when the facility called 1o ask for Imodium
because tha resident had loose bowels The
facility told her the facility had Aot called
immadialely because they wanled o investigate
the incident to determine what actually had
happened before informing her Further. the
resident's reprasentative revealed she hag
requested the rasident be sen| to the emergency
department because the resident's blocd
pressure was dropping The resident was
admitted to the hospital and ther was discharged
to a long-term care faciity The residents
represeniative stated she falt the (i ang lachk of
care had caused an “immense” decine in the
resident’s cogrition and the resident's amouiation .
was now ‘non-existent " )
d Interview with the EQ on 10/10/25 at 945 |
AM revealed it was the facihty's expectation :
I

residents be checked on every 30 minutes |n
additian, the EO slateqd CNA #3 signed off an the
30-minute log sheet ax to where the resident was
however, CNA #3 was not wearing her Tempg

. device so the facility was not able to verify her

 localion in the facility Yhe ED terminated CNA ;
#1. provided education ta staff through mandatory
in-services, and ingreased supervision of lhe !
secure units to ensyre the 30-minutes checks
wefe baing completad

T e e ——s

3 Review of the “Abuse Pravention. Intervention, |
Reporting and Investigation” policy showed i
"Residents are to be free fram verbal, sexual, \

i

——
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55024 Cantinued From page 21 | 5024 |
i !
hystcal, emotonamental abuse. neglect. ! i
5elf—abusefsell-neglec!. medical neglect, ] l
misappropriation of resident property | ;
explotation, and valuntary seclusion at all | ¥
times. -Sexua abuse s defineéd as. but is not ,
limited to, sexual harassment, sexual coercion, of ;
sexual assault, Neglect is defined as failure o )
provida goods and cervices necessary 10 avoid i
ph-,fsmal harm mental anguish of mental |
iness " '. [ 1/25/202
' ; §8026- The ice machine filter was
53026 Ch 12 9€¢ 7 (Y Assisted LIving Facitity (ALF) | 55028 cleaned; Ecolab was salled out to perform
Core Services : l;nalnmnance on  the dishwasher o
) {n) There must be an organized dietetic _ [?/”,"25‘ According (o the manufacturer,
service \hat meets the daily nutritonal needs of Lis dishwasher located in the kitchen area
residents and ensures that food is stored. is a low temp dishwasher that sanitizes at
preparedA distributed, and serredin @ manner i g temp of 100 degree e
inat is safe, wholesome and sanuary In : additiO{; to the Chemg‘ ‘5 Fahljﬁl'lhgt in
accordance with the rules The dietetic service dishwash icals running in the
must ensure that food prepared nutnitonatly , Ishwasher cycles. The other
adeguata n accordance with the Dietary | i lhf:rmcmeters were calibrated by the
Reference Intakes (DRI1) for adults ' ] Dining Services Director: they perform
this .task weekly. Staff education was
; P\'_D\:'ldf:d to kitchen personal from the
Trhis State Rulé and Regulation 1% notmetas | Df“lﬂg Services Director and Executive
evidenced by’ 1 Director related to proper hand hygiene
pased of observalion, review of facility l and usage and atlowing dishware 10 air
documentation. staff interview. and review of te " dry. The Dining Servi Di
2022 FOA Food Code, the faciity failed to ensure Executive Di 2 ces Directar, the
a3 sanitary anvironment in 1 of 1 kitchen The _ bxecd Ive }fECEOI‘ and/or the Assistant
census was 61. The findings were’ i E_xecutwe Director will perform weelkly
_ ] kitchen walk-throughs ~ checking for
1 Opservation of the kitchen on 10/8/26 at 10.33 cleanliness, maintenance issues and food
AM showed the foliowing cONGEmMs. code compliance starting 1 1/25/2
2. A maintgnance sticker on the side of the . E e Di tng 1 25/25. The
ice machine showed the ice machine had last ! 1 Executive irector will audit the kitchen
 been serviced on 6/10/25. A sign on the ice 1I | walk through forms every quarter.
heace Licensing and Surveys : -
W continyauan gheel 22 8f 20
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33026 Continued From page 22

machine stated "clean air fitér-twice = month” |
Furnther observation showed the extenor ar vents
and the screen filter behind the arr vents were
cavared with grease and debns. Interview with
the DED on 10/8/25 at 10,48 AM confirmed the
ice machine's clean air filter required cleaning

b Dbservation of the automatic dishwasher |
showed a data plate which stated the minimum

. temperature of the water for both rinsing and

washing was 120 dagreas Fahrenhett Raview of |
the dish machine sanitizaton and temperature log
sheat for Oclober 2025 showed no lemperature
was logged for 10/1/25 and ihe lemperature of
the water was recorded as being 100 degreas
Fahrenneit fram 10/2/25 through 10/7/25 on each
of the breakfast, lunch, and dinner entrigs
Review of the sanitation and temperature log
sheets for September 2025 showed the
temperature of the water was not recorded an
9/30/25. and was gqacumented as being belaw
120 degrees Fahrenheit from 9/1/25 through
9/29/25 for each of the breakfast entrigs
Interview with the DSD on 10/8/25 at 10 53 AM
confirmed the temperatures recarded were not
within range

2 Observation on 10/9/25 at 841 AM showed
cook #1 was weanng gloves and cleaning the '
counter with a samiizing clalh and gathering ,
needed supplies for the noon meal. The cook :
doffed his gloves and without perfarming hand |
hygiene donned new gloves and performed
various {asks throughout the kitchen belore
placing sfices of bread on a pan to prepare
sandwiches Without doffing his gloves, the cook
left the preparation of sandwiches and again
performed tasks throughoult the kitchen, With the |
same gloved hands, the cook returned to the '
gandwiches and added cheese, raast baef, and
onions to the bread The cook continued in this |

55026
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55026 Gontinued From page 23

sarne mannel preparing 4 pans af sandwiches I
until 10:17 AM when he doffed his gloves. : '
emptied the garbage, and washed his hands | '
Interview with thé cook at this time revealed he !
was expected te wash his hands every 15 iV
minutes \nterview with (he DSD at this Wime i
. revealed twas NS expectation gloves be doffed
and hands washed when changing lasks |
: I l

3 Observation on 10/9/25 at 10°17 AM showed - .
e OSD was arying plates with @ cloth towe! after i
e dighes came out of the Aishwagher and was
s1acking them on @ cart. Internview with the DS
3t tus time revealed he dried the piales pecause
he did not want to stack the d.shes while they
were stit wet 10 prevent pacterial growth

4. Accardmg 1o the 2022 FDA Faod Code showed

v3.301 14 When to Wwash FOOD EMPLOYEES ’

ehall clean ther hands and exposed portions of i
thaif arms 8s specified under §2-301 12
immediately before angaging 1 FOOD

preparation \ncluding working with exposed |
FOQOD clean EQUIPMENT and UTENSILS and |
unwrapped SINGLE-SERVICE and SINGLE-USE |
ARTICLES and: (A) ARer touching bare human
pody parts other than clean nands and clean. i
axposed partions of arms; (B) Afier using the l
|ailet OO, {C) After canng for of wandling .

SERVICE ANIMALS of aquatic animals s '\

specified In 5.403 11(8), (D) Except 23 specified
n 2-401 11,8). after coughing. sneezing, using 2 i
nandkerchief of dispasable lissue. using i !
TOBACCO PRODUCTS. eating, ar \
Eorking. (E) Atier handiing SGileS EQUIPMENT \
or UTENSILS, (F) Dunng FO0D preparalion. as
often as necessary o remove soil and !
contamination and 10 pravent cross "
) contaminaltion when changing tasks. (G) When |
! switching betwesn warking with raw FOOD and §
Wyoming Dept ofHealth, Aging Dwison, Haalihcae Ticensing and Sunveys
W continuabn shast 24 ot 30
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35028 Conbnued From page 24 . 85026 |

working with READY-TO-EAT FOOD: (H) Befure i
donning gloves to nitiate a task thal nvolves :
working with FOOD. and (1) After engaging in

other aclivities Ihat contaminate the hands )

5 According to the 2022 FDA Foog Cade showed
"4-703 11 Hot Water and Chemical Efficacious
sanitization depends on warewashing being ; i
conducted within certain parametars Time is 2
Parameter applicable ta both chemical and hat
water sanitization. The time hot water or

chermicals contact utensils or food -contact
surfaces must be sufficient to destroy pathogens
that may remamn on surfaces affer cleaning Other
parameters, such as rnnse pressuyra, lemperature,
and chemical concentration are used in
combination with time to achieve

Eambzalon The actuai temperatures and nnse
pressure should be consistent with the machine
manufacturer's operating instructions and within
limits specified in §§ 4-501 112 and ¢-501 113 If .
either the temperature or pressure of the final
nnse spray is higher than the specifiad upper

hmit spray droplets may disperse and beginto |
vaporize resuiting In less heat delivery to utensi| !
surfaces Temperatures below the specified imjt
will not convey the needed heat to surfaces I
Pressures below the specified limit will result in
incomplete coverage of the heal-conveying
sanitizing rinse across utensil surfacas *

6 Accarding to the 2022 FDA Food Code showed
“4-602.11 Equipment Food-Contact Surfaces and i
Uensils  Surfaces of utensils and equpment | !
contacting food that is nat time/temperature :
control for safety food such as iced tea i [
dispensers, carbonated beverage dispensar i
nozzles, beverage dispansing crreuits or lines, ,
waler vending equipment, coffee bean grinders, ' i
ice makers, and ice bins must be cleaned on 4 !

‘yoming Dent of Haallh, Aging Division. Mealiheare Licensing and Surveys
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coutine basis 1o prevent the deueioprnenmf shme. |
mold, of soil residues that may =ontribut to @n
organisms Some
equnpment rs and ndusty
assoc‘ratiuns. eqg. within the tea indusiry develop !
guidelines for regular cleaning and sanitizing of :
gquipment f the manufacture? does not provide
cleaning apecificanns for food-contact cyrfaces
¢ that are not readily visible. the

[ e should develop 2 cleaning
ragimen that1s hased on the soil that may
accumu\ale in those particular iterns of

equiprment.”’

7. Accarding (© the 2022 FDA Food Code showed '
4901 11 Equipment and Utansils, Air-0r/ing !
ms must be allowed to draif and 0
slacked of Stored Stacking
wel tams such as pans pravents tinern from
dryin@ and may Avironment wneré
microorgan'.srns can begin 0 grow Clath drying
ot equipment and utensils 15 prombited @ prevent
the possible transfer of microorgantsms (]
aqunpment or utensils ”

[

chi25ecT Assisted Lving acility (ALF)

Core Services

{h Quality lmprovement.

all nave an actve quahty
Lo ensure pffecve
of ragiient care $BOCES

y The facility sh
|mpfovemenl program
utiigahon and delivefy

(A) A member of e taciity's staff shall
be gecignated to coordinateé the quality ! .
irnprcwernent pragrarm. \

(8) The quality ymprovement pragram \ ‘
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§5041-QA self-assessment was
completed on 11/18/2025 and will be
wroed 0 annually hereafter. The
Executive Director Was educated 0N
Quality Improve [ ream will bé
put into place by | . The QAPL
eam will be headed by the Executive
Director and they will monitor all gystems

put in place.
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shall encompass a review of all servicas and
pragrams provided for ali residents the pragram
shall have

(Il Awritten descnpnon,

() Probiem areas identiied

(1) Monitor identfication, 1
(IV) Frequency of monitaring.

(V) A provision requinng the facility
to complele annually a self-assessrent survey of
compliance with the regulanans, and

(V1 A satisfaction survey shai ba
Pravidea o the resident, resigant's farndy ar
resdent's respongible party al leas! anrually

{C) Prablems identfiag durning the annual
survey or the quality improvernent process sha
be addreszed with appropriate written corective
actions

(D} The quaiity mprovement pragram
shall be re-evaluated at least annually

This State Rule and Regulation s nat met as
evidenced by ;
Based on review of facility documentation and )
staff interview, the facifity failed to complele a i
self-assessment survey of compliance with the
regulations on an annual basis The census was
81 The findings were:

t Raview of the faciity's docurmentation shawed

i
No evidence a seli-assessment survey of {

STATEMENT OF DEFICIENCIES (X') PROVIDER/SUPFLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
aND PLAN OF CORRECTION ‘DENTIFICATION NUMBER. A BUILDING COMRLETED
ALF00& 8 wing 10/10/2028
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cornphiance with the requlat
completed.

25041

2 Interview with 1he EO on 101
revealed the quallty
5 monthly ba

documenlalion a self-asses gmant
compliance with t
completed

55048
Quiside ALF Auth
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55048~ An outside services agreement was
obtained for resident #4. A resident chart audit
for all residents who are 07 outside services
will be completed by 12/15/23. Any residents
who are missing outside services agreements
will be reported 10 the Clinical Services
Director and the agreements will be obrained.
Gioing forward the Clinical Services Director
and all Licensed Staff will be monitoring
when a resident starts with a new outside
service provider, at which point an outside
services agreement will be obtained. All
residents who utilize outside services, their
charts will be reviewed weekly times 3
months. monthly times 3 months then
quarterly times 6 months during the Quality
Assurance review conducted by the Executive
Director and the Clinical Services Director.
Any discrepancies will be reported to the QA
committee immediately. QA committee will
track results and update compliance 10g:
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This State Rule and Regulation is not met as

evidenced by

Based on observation, feaident record review,
staff interview. and policy and procedure review.

the faeiiity failed o ensyra a 5rvice conlract was
developed which included al required

cormponents for 1 of 3 sarnple residents (#4)
raviewed who receved services from an ouisida
entity The findings were

1 Observation an 10/8725 at 11 43 AM showed a ,
SIgn posted in the room of resident #4 with
instructions for the faciity from a hospice

pravider

2 Review of nursing notes daled 6/14/25
7121/25. 8/18/25. and 9/10/25 showed the
hospice provider had been notified of dysuria, an
unwitnessed fall, and medication changes

3 Interview with the

ED on 10/10/25 at 1.27 pM

confirmed a confract with the haspice provide had

not been completed

4, Review of the "Qutside Health Care Agency"
palicy and pracedure showed “To meet rasdent

needs, Clinical Services should coordinate with ;

health care agencies oulside the Community
including those related to hame health (physical

therapy, occupational harapy, mental health, ;

Speech therapy. etc.), hospice care and private
duty attendants The Community can suppart use *
of providers only if they meet the palicy ¢

- fequirements stated below 3 Before any service

begias, complete and secyre signatures for the

form Qutside Mealth Care Agency Service

Acknowledgment According o instruction on the
form, the Cammunity representative who signs
¢an be only the Executive Director, Registered
Nurse. or Nurse Consultant
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§5060-The 2025 survey pinder was
(E) The Assisted Living Facility shall post the placed in the lipracy area which 18
;\;r:’ey results in @ manner conducive for public accessibie 1o resident, staff and visitors on
11711725, The Executive Director and/ or
This State Rule and Regulation iz not met &3 . the Assistant Executive Director will be
evidenced by’ : the ones monitoring and keeping this
Based On abservation and Staff Interview. the ‘ l binder up to date. Staff education will be
facilily failed 0 post the stale censure survey ! covided durin e
results 1n @ MANNEr canducive for public view. P rng “?"‘ statt meetng
The census was 61. The findings were 1 1/24/25 about keeping e binder in &
public place.

1 Observation of the facility 00 10/8125 at 10 AM
showed no evidence the state licansure SUrvey :
results were available for pubhc view. ‘ !

£O on 10/10/25 81943 | ,

) ’ 2 |mterview with the
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revealed ghe was un
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