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5 000| OPENING COMMENTS §000

Rules and Regulations utilized for this survey are:

Rules and Regulations for Program
Adminlstration of Assisted Living Faclitles,
Chapter 12, effective 08/24/2020.

Rules and Regulations for Licensure of Asslsted
Llving Facilities, Chapter 4, offective 06/268/2001.
A complaint survey was conducted by Healthcare
Licensing and Surveys on 6/18/25. The survey
was prompted by complaint intake WY
LIC-25-044.

§5005| Gh 12 Sec 7 (a) Assisted Living Facility {(ALF) £5005
Core Services

(#) The assisted living facility core services
include the following:

(i) Meals, housekeeping, personal and other
laundry services;

(A) Provision of mechanically altered
diets and dietary supplements, if required.
!

(i) Asafeand clean environment;
(if}) Assistance with local transportation;

(iv) Asgistance with oblaining medlcal,
dental, and optomelric cars, in addition to social
Services,;

(v) Assistance in adjusting ta group living
activilies; .

(vi) Maintenance of a personal fund account,
if requested by the restdent or resident’s
responsible party, showing any and all deposits,
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withdrawals, and transactions of the account;

(vii) Provision of appropriate recreational
activities infout of the assisted living facility;

(vily  Care of individuals who require any
or all of the following services:

(A) Partlal assistance with personal care,
a.g. bathing, shampoos;

(B) Limited assistance with dressing.
(C) Minor non-sterile dressing changes;

(D) Stage | skin care - sKin integrity
intact;

(E) Infrequent assistance with mability.
The resident may use an assistive device; ¢.4.,
wheael chalr, walker, cana;

(F) Cuing guidance with ADLs for the
visually Impalred resldent, or the Intermittently
confused and/or agltated resident requiring
occasional reminders to time, place and person;

(G) Care of the resldent who can
independently manage his own catheter or
ostomy, e.g., resident who ecan change his own
catheter bags, able to clean and care for his
ostomy,

(H) Care of the resident incontinent of
{ bowel or bladder If the conditlon can be managed
Independantly;

(ix) Assessmenis campleted hy a Registered
Nurze;

55006
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(A) Registered Nurse medication review
every two (2) months or sixty-two (62) days or
whenever new medication is prescribed or the
residents' medication is changed;

(x) Twenty-four (24) hour manitoring of each
resident.

This State Rula and Regulation is not met as
evidenced by:

Based on observation, medical racord review,
and staff and resldent interview, the facility failed
to provide the core service of housekeeping and
failed to ensure a clean environment for 3 of 4
sample residents (#1, #2, #3). The findings were:

1. Interview with resident #1 and resident #3 on
6/18/25 at 2:31 PM revealed residents were
expected to clean thelr own rooms and staff did
not perform routine cleaning of the facility.

2. Observation on 6/18/25 at 2:561 FM showed
resident #2 was wearing incontinence briefs and
the resident's room smelled strongly of urine.
Interview with the resident at that time revealed
the staff were supposed to clean his/her room.

3. Review of the resident assessment for resident
#2 dated 8/268/24 and "updated" on 10/29/24
showed the resident required housekeeping
weekly and as needed.

3. Interview with the facility manager on 6/18/25
at 2:51 PM revealed staff were expected to clean
resident rooms each week.

(/284S
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Core Services

() (iv) Frequency of assessment. An
assessment must be conducted:

(A} No earlier than one (1) week prior to
admission,

(B) Immediately upon any significant
change in the resident's mental or physical
condition; or

(C) No less than once every twelve (12)
months.

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

Based on abservation, medical record review,
and staff Interview, the facliity failed to ensure
assessments were completed following a change
in resident condition for 1 of 3 sample residents
(#2). The findings were:

1. Observation on 6/18/24 at 2:61 PM showed
resident #2 was wearing incontinence briefs and
the resident's room smelled strongly of urine.

2 Interview with the factlity manager on 6/1 8125
at 2:55 PM revealed resident#2 had a stroke in
January and has had an increass in confusion.
The manager revealed she did not think the
resident had urinary sensation anymore which
resulted in urinary incontinence and staff
performed incontinence care for the resident.

2. Review of the medical record for resident #2
showed the last assessment was performed on
8/28/24 and “updated" on 10/19/24. Further
review showed the only recorded shower for June
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2025 was on 6/4/25.

4, Interview with the facllity manager on 6/18/25
at 3:04 PM revealed resident #2 refused showers
and she confirmed the last shower the resident
nad was on 6/4/25. Further Interview confirmed
an assessment should have been completed
following the resident's stroke and it wasn't
performed.

55047 Ch 12 Sec 8 (a) Services Which Cannot Be
Provided By Leve! 1

(a) The following services cannot be provided:

(i) Continuous assistance with transfer and
mobility;

(i) Care of the resident who is unable to
feed himself independently and/or; menitoring of
diet is required;

(ii}) Total assistance with bathing and
dressing;

(iv) Invasive catheter or ostomy care, such
as changing of catheter or irrigation of ostomy,

(v) Care of resident who Is on continuous
oxygen, if;

(A) Continuaus monitoring is required; or

(B) Oxygen is ordered by the physician
of physician extender to be titrated based on
oxygen saturation levels;

(vi) Care of resident whose wandering
jecpardizes the health and safety of the resident;

55009

55047
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(vii) Incontinence care by facility staff,
(vi)  Wound care requiring sterile dressing
changes;

(ix) Stage 1l skin care and beyond;

(x) Care of the resident with inappropriate
gocial behavior; e.g. fréquent aggressive,
abusive, or disruptive behavior; and

(xi) Care of resident demonstrating chemical
abuss that puts him and/or other at risk;

(xii) Monitoring of acute medical conditions.

Thig State Rule and Regulation is not met as

evidenced by:

Based on observation, medical record review,
and staff Interview, the facility falled to ensure
services which cannot be provided by the facility
were not performed for 1 of 4 sample residents
(#2) reviewed for incontinence. The findings
were: '

1. Observation on 6/18/24 at 2:51 PM showed
resident #2 was wearing incontinence briefs and
the resident's room smelled strongly of urine.

2. Interview with the facility manager on 6/18/25
at 2:55 PM revealed resident #2 had a stroke In
January and had an increase in confusion. The
manager revealed she did not think the resident
had urinary sensation anymore which resulted In
urinary incontinence and staff performed
incontinence care to clean the resident.

3. Review of the medical record for resident #2
showed the last assessment was perfarmad on

55047
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8/28/24 and "updated” on 10/19/24. F urther
review showed the resident had incontinence and
was Independent with tolleting and tollat hyglene.
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Buffalo

Survey Date: June 18, 2025

Corporate office Submission of this response and Plan of Correction is NOT a legal
admission that a deficiency exists o, that this Statement of Deficiencies was correctly
cited, and is also NOT to be construed as an admission against interest by Willow Creek
Community, or any employees, agents, of other individuals who drafted or may be
discussed in the response or Plan of Correction. The POC shall only be a required effort
to respond to the unsubstantiated and subjectively biased allegations alleged in the
survey document. In addition, preparation and submission of this Plan of Correction
does NOT constitute an admission or agreement of any kind by Willow Creek
Community of the truth of any facts alleged or the correctness of any conclusions set
forth in this allegation by the survey agency.

Tag S5005 — Chapter 12, Section 7(a) & 8(a)(H): Core Services & Incontinence Care

Regulatory Requirement:

Facilities may care for residents who are incontinent only if the condition can be
managed independently by the resident (Ch. 12 §7(a)(H)); providing incontinence care
by staff is not permitted in Level I facilities (Ch. 12 §8(a)(vii)).

Corrective Action & Plan:

Resident #2 is able to independently toilet, though occasional accidents occur. Staff
provide environmental support only (e.g., housekeeping and laundry) in accordance
with the resident's care plan. No direct incontinence care is provided. Incontinence
products are made available for the resident’s use.
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On June 20, 2025, Willow Creek implemented a room care schedule assigning each
resident a weekly deep clean/laundry/shower day. A tracking form now requires:

- Resident room number

- Date of service

- Staff signature

- House manager signature

_ Resident acknowledgment (optional, when appropriate)

Daily tasks such as trash removal, surface disinfection, and vacuuming are documented
on a Master Daily Task Schedule. This reinforces accountability and environmental

cleanliness.

Because some residents are highly independent, these forms also ensure that cleaning
services are consistently offered and accepted or declined with clear documentation.

Ongoing Monitoring:
- Weekly review of cleaning logs by (Manager)
- Monthly review of hygiene/cleanliness practices during staff meetings

- Resident feedback tracked via Resident Council Meetings, led by (Assistant Manager)
Tag 55009 — Chapter 12, Section 7(b)(iv): Resident Assessments

Regulatory Requirement:

A full assessment must be completed:
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(B) Immediately upon any significant change in the resident’s physical or mental
condition

(C) At least once every twelve (12) months

Corrective Action & Plan:

Willow Creek’s Registered Nurse completed new assessments, Care plans and
documentation for all residents. This aligns with our goal of maintaining current nursing

documentation for all residents.

She also implemented a formal Resident Assessment System including:
- Mini-Mental Status Exams (MMSE)

_ Functional Screening Tool (ALF 102) with staff guide

- Comprehensive physical assessments

_ Medication review sheets, individualized plans of care, and tracking logs

Assessment dates are now tracked centrally to ensure all are completed on time and
when significant changes occur.

Ongoing Monitoting:
~ (RN) will perform weekly resident reviews and initiate assessments whenh necessary

- (Manager) and (Assistant Manager) will help track assessment schedules and organize
care plan updates

- Staff will be retrained quarterly on identifying changes in resident condition and
triggering reassessment
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Resident #2 Support Plan

During the June 2025 Resident meeting, Resident #2 expressed feelings of depression
and a desire for more support with hygiene.

As a result:
- Staff were directed to provide regular encouragement for personal hygiene
- Resident #2 is now offered assisted showers more regularly

- (Assistant Manager) is performing weekly personal wellness check-ins to assess mood
and encourage engagement

Date of Full Compliance: All corrective actions completed by July 12, 2025.
Ongoing systems are in place to ensure full regulatory compliance.

o Monthly QAPI meetings for at least three months or until substantial
compliance is achieved.

Responsible Party: Manager or designee will be responsible for overseeing all
corrective actions, system changes,

monitoring, and QAPI involvement to ensure compliance .

- T Date: __é;/ o?é} S5
Etic McMillan, President

Submitted By: Mngr, Assistant Mngr, RN

Phone: (307) 684-8669 Email: Willowcreekofbuffalo@gmail.com



ElderCare Communities

ELDER CARE, INC
Casper, WY 82609
Phone: 307-215-0282

willowereekcommunities@gmail.com

FAX TRANSMITTAL SHEET
Date: '};/g/&f
To: Tﬁm C, Fax No.
From: Eric Fax No. 307-333-2125

Total Number of Pages (including cover sheet)

Comments: witlow  Qneek oL RS Lo

CONFIDENTIALITY NOTICE: The contents of this facsimile and any attachments are
intended solely for the addressee(s) and may contain confidential and/or privileged
information and may be legally protected from disclosure, If you are not the intended
recipient of this message or their agent, or if this message has been addressed to you in
error, please immediately alert the sender by reply email and then delete this message and
any attachments. If you are not the intended recipient, you are hereby notified that any
use, dissemination, copying, or storage of this message or its attachments is strictly

prohibited,



Buiialo
Survey Datz: June 18, 2025

Corporate office Submission of this respanse and Plan of Carrection is NOT a legzl
acimissicn that a deficiency exists or, that this.Stztement of Deficiencles was comectly
¢ited, end s also NOT to be construed &s an admission aganst interest by WWillowr Oreek
Community, ar any emplcyees, agents, or ather indwiduals who drafbed or may be
discussed in the regponse cr Plan of Correction. The FOC shell only be a requined effort
to respond to the ursubstantiated and subjectively kiased allegations alleged in the
suniey document. In addition, preparaticn and submission of this Plan of Correction
does NOT constitute an admission or agreement of iy kird by Willowr Creek
Commurity cf the truth of any fads alleged o the correctness of any oonclusions set
foith in this allegation by the sursey agency.

Teg S5005 — Chapter 12, Section 7{a) & B{a){H): Ccre Services

1. The facitity Mapsger will create a document for fhe reaicdents to gign when they
Thave received their weekly oam, hash & bathreom cleaning. This will pe to provide
2 3 party verification that scrvices have been pravided. i

2. The fasility manager will get written surveys from the resicdents asking if'tke
residents prefer the cuorent conditicn, they have kept their ioom in ee if they prefer it
1o allow staf¥ to changs their current arrzngoment.

3. 94 cegarding residents housekeeping will oveur by 6252025

4. Coporate officer and manager will verify resident housekecping has been
campleted with & all neceseary documentation for 1 meath,

5. Dale of compliaree-6252025, 7// 2/2‘5
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Tag S5009 — Chapter 12, Section ?(b)(iv): Resident Assessments

Regulatory Requirement:

& Full sssessment must be completed:

{B) Immediately upon eny sigrificant charge in the resident’s physical or mental
condition

(C) At least cnce every hveive {12} manths

Corrective Action B Plan:

Wiilow Creek’s Registered Nurse completed rew assessments; Care plans and
tocumentation for all residants, This aligns with our geal of maintaining cument nursing

Cocumentation for all residents.

She also implementad a farmal Resident Assessment Systam necluding:
- Mini-Mentzl Status Exams (MMSE)

- Furctional Screenirg Tool {ALF 102) with staff guide

- Comprehensive physical assessments

- Medication review sheats, individueikeed plans of carg, and tracking ‘ocs

Ascesermert dales are now tracked certrelly to ensure all are campleted cn time and
yvrhen significant chenges accur

Ongcing Moritaring:



- (RN} will perform weekly restdent reviews and initiate asseésmems when necessary

- [Manager) and (Assistant Menager) will kelp track assessment schedules ard organize
care p'an updates

- Staff will be retrained quarterly cn identifying changes n resident oonditicn ard
- triggering reassessment

Resident #2 Support Plan

During the June 2025 Resident meeting, Resident #2 expressed feelings of depressicn
and 2 desire for more suppaort with hygiene. -

As a result:
- Staff were directed ta provide regubar encouragement for personel hygiene
- Resident #2 i5 now offered assisted showers more regulz iy

- {Assistant Manager} is performing weekiy parscnal wellness check-ins to assess mond
znd ercourcge engagement

Date of Full Compliance: All corrective actions compleked by July 12, 2025,
Qngaing systems are In place to ensure full regutatory compliance.

o Monthly QAPI meetings for at .east three manths or urtil substantial
compliance Ts achieved

Responsible Party: Manager cr designee wil be respensible far overseeing all
corrective actions, system changes,

monitoring, and QAPL involvement to ensure compftance .

o g/ 5
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Tag S5047 — Chepter 12, Sectlon 7{a} & 8(a){H): Core Seivices & Tncontinence Care d

Regulatory ReqLirement:

Facilities may care fcr residents who are incontinent cnly if the condftion can be
mianaged independently by the residert (Ch. 12 §7@){H)]; providing inconkinence care
by staff is not permitted in Level I facilities (Ch. 12 §3¢a{vil).

Cariective Action & Plan:

Resident #2 is able to independently toilet, though cecasional accidents ocar. Staff
previde erwironmenkzl support anly (e.g., housekeeping and laundry) in acaordance

with the res'deat’s care plan. No direct incsntnence care fs provided. Incariinence
prodicis provided by family are made availab'e for the resident’s usa.

On June 20, 2025, Willow Creek imp'emented a room care schedle assigning each
resicent a weekly deep deznfleundry/shower day. Atra cking form now requires.

- Rasident room number
- Date of service
- Staff signature

- House manager signature
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- Resident acknowledgment {cptloral, when appropriate) :

Daity tasis such as trash removal, surface disinfection, ard vacuuming are dacumeried .
o a Master Daily Task Scitedule. This reinforces coountability and ermvi renmental
cleanliness.

Becalise some residents ane highly “ndependent, these forrs also ensure that dearing
services are aoasisiently offered and accected or declined with dear dooumentation.

Doc - Y1fsS

Qngeing Maonitoring:

- YWeeldy review of cleaning logs by {Menager)

- Manthly reviza of hygiene/deaniness practioes during staff meetings

- Resicent feedbadk tracked via Resident Council Meetings, led by {Assistent Manager}

)iﬂ; N s e Date:
Er(McMiIIan, Fresident
Submitted By: Mnar, Assstant Mrgr, RN

Phone: {307} 684-8660 Email: Wilicwereeknfhuffalo@email .com

—7/3013“5'\\330 LLANENE |V Plan wWes cecepted via conference Witk e Qaalol—y
owner, Ede MMillan | and Cacibily Manager, Shelby Youna, with ageed upon

Chomnes



