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Rules and Regulaﬁd::)s utilized for this survey are:

Rules and Regulations for Program
Administration of Assisted Living Facllities,
Chaipter 12, effective (12/12/2007

Lk Rules and Regulations for Licensure of Assisted
b i Living Faoilitiés, Chapter 4, effective 06/28/2001

A complaint survey was condugted by Healthoare

| Licerising and Sutveys on 8/19/20 through
8/25/20. The survey \.L*a_s prompted by complaint

Intake LIC-20-033. '

In addition, a COVID+19 focused infestion
prevention survey was condugted, It was
determined, based upon the firidings of the
survey téam, that no deficiericies were [dentified
pertaining to the infection control survey.

‘| The following common abbreviations are used
throughout this document.

CNA: Gertified Nursing Assistant
ED: Executive Director -
DON: Diréctor of Nursing

Less commonly used abbréviations will be
annotated in each deficiency.

55054 Ch 12 Sec 7 (e)(i)(AK) Assisted Living Facilty | 55064

(ALF) Cote Services -

;s (e), Resident.Records and Reports. Each

S résident's records shall be current, organized and
maintainéd in individual foldérs which ghall be
ok made avajlable to thel resident, the Licensing

o Divislon, o designated representative upon
~|request I | I ' | A
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e 55084| Gontitiued From page 1

(i) Each folder shall include the following:

(A) Information from the referring agent, if
applicable;

(B) Histary and physical performed by a
physician or physicl‘a extender; '

. (G). Individual admissjon form. The form
shall, at a minimum, contain the following
Information: '

(1) Full name of resident and fornier
address; '

() Date of admission;

(1) Sex, race, date of birth, social
securfty number, and| forther occupation;

(Iv) Name, home address, and
teleptione nurmber of jrelative, friend, Power of
Attorney, or guardian

(V) Name, address, and telephone
number of resident's bersonal physician, dentist,
ophthalmologist or optometrist;

(Vl)- Medicdre number of other médical
insurance identifying data;

(v AWri'tteh. inventory of all personal
possesslonis; hoWevar, thisinventory need not
include personal clothing. -

(D) All accldents, injuriés, incidents,

ilinasses, and allegations of abuse, neglect or
exploitation shall be eported to the resldent's

- \\ygiog DapF o Fleal, Aging DVISon! Fesihcars Lisareing and Surveys
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family or responsible &jarty and be documented in
thé individual résident records, All such
oceurrences shall alsp be reported to the
appropriate entity for follow up gnd résolution.
Reports of all incidents affecting the héalth,
welfare or saféty of a|resident shall bé 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 shall be reported to the Licensing
Divislon.and the Long Term Gare Qfnbydsman
withir five. () working days. -Pocumentation to
support the facility reporting the situation and
follow up mist alsd be préserit in the resident
records; '

(E) An.accourfing of il personal funds
deposited with and disbursed by the facility;

(1) Upon written authorization of a
client, the fagility must held, safeguard, managé

| ahd acecournt for the pérsonal funds of the dllent.

(1.). Thelfacllity must deposit any
personal funds in excess of $100 inan interest
bearing account. * | ‘

(2.) Thefacllity must establish and

‘maintain a systém that gssures a full and

complete and Separale accounting according to
generally accepted accounting principles of each
résident’s personal funds entrusted to the faclity.

(3,) Upti the death of a resident with
a personal fund deposited with the failty, the -
facllity must convey, within 30 days, the resident’
s funds & final accounting of those funds, to the
individual or probate jurisdiction administeting the
resident ' 5 estate, X
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(&) The facility must not impose a
charge against the personal funds of a resident
for-any item or service for which payment is made
under Medicald or-Medicare exoept for applicable

deductible and colnsyrance gniounts.

(F) Asig"'hgd sdpy of the résident's rights;

. (G) The résidet's assessment and, S | R
individualized assistances plan; ' . v o

{H) Copies of all applicable resident
assistance contracts, sighed by both paries;

() Written acknowledginent o the receipt
anid explanation of all faciity policies Including
admisslon/dischiarge policies;

(J) Copy of &ll ALF 102's; and

(K) Copy-of outside contractual
responsibllties, if applicable.

This State Rule and Regulation is not met as
gvidenced by, L
Baised on review of facility conplaint/grievance
reports; staff Interview, review of the Licensing
‘Division Inclderit téparting log,.and policy and
procadiife review, the faciify falled 1o report 4.of 5 . i
allegations of theft fo the Licénsing Bivision within | - : - o
the required timeframe, These incldents jnvolved Lo

: The findirigs were:

residents #1,#2, #3, #4
1. Review of a fatility|complalntigievance report
dated 7/1/20 showed rasident #4's Gaughter had -
| reported approxifately $100was missinafrom | | o
s "\Wyoming Dept of Health, Aging'D IsTon; Healthcare Licensiig and Surveys g -
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an envelope kept in tiie resident's apertment.
Review of the Licensing Division incident
reporting log showed|the date the incldent was

reported was 7/8/20 (7 days after the incident).

2, Review of a facility| complaint/grievance report
dated 7/3/20 showed résident #1 had reported an
envelope of money was missing froth his/her
apartment that contalned approximately $100.

‘Review of the Licefising Divislon ingident
reporting log shiowedthe date the incident was
répoited was 7/8/20 (5 days after the Inéident).

Reviéw of complaint/grievance repoit
dated 7/6/20 showed|residént #2 was missing
approximately $150. Review of the licensing

Division incident reparting log showed the date

3, Reviéw,of a facill

the incident).

4, Re‘viéwc‘)?f a facllity| complaint/grievance report
dated 7/1 ZD.Sh'Qweif resident #3 was missing:
approximately $600 from hig/her dresser drawer.
Réviéw of the Licensing Division incident
reporting log showad|the ddte the incldent was

repoited Was 7/23120 (13 days after the Incident).

5, Iinferview with.the DON on 8/19/20 at 12:25 PM
‘revealed she was neW to the position at the time
of the theft allggations and was unaware of the
requiremerit to report to the Licénsing Division.

8. Review of the policy arid procedure titled
Abuse/Neglec/Explaitation |ast revised 12/31/18
showed " ...8. Upon instrugtion from your - '
Executive Director, follow your state Spacific
reporting requirement ..." - T

fhe ineident was repdited Wwas 7/8/20 (2 days after

55064
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| in progress.

(ALF) Core Services
{i) Aduit Protection.

(i) The facility s

responsible to ensure all

allegations of abuse are investigated expediently

and that the resident(s

5) are protected from

further, potential abuge while the investigation ls

(A) Instances c;:f abuse, neglect, or
exploitation of disabled adults shall be reported to
the sheriff's department, the local police

department, or to the|

department of family

services in accordance with W.S. 356-20-103.

(B) The facility

must ensure that, if

necessary, addiﬁunj:uthmiﬁas are contaoted if

there ig an allegation
exploitation. These

include the Wyoring
Office of Healthcare |
the State Long Term |

This State Rule and F
gvidenced by:

f abuse, neglect, or
dditional authorities may
State Board of Nursing,
icensing and Survey, and
Care Ombudsman,

degulation s not met as

Based on review of facility complaint/grievance

reperts, staff and resi

and procedure review, the facility failed to ensure

ent interviews, and policy

a thorough investigation of allegations of
misappropriation of resident property was
conducted for 4 of 5 Incidents identified, These

incldents involved re
findings were:

1, Intetview with resi
AM revealed s/he he
menths ago" but was

Idents (#1, #2, #3, #4). The

ent#1 on 8/19/20 at 10:22
lost some money "a couple
unsyre if it had been
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misplaced or stolen, Further the resident stated
malnténance or housekeeping now only came

: into the apartment wlabn, s/hé was present. The
followlrig concerns were identified:

ab a, Réview of the facliity complaint/grievance,
report form stiowed the incident was reported to
the facillty on 7/3/20 and the Firidings of

ik Irivestigation” showéd the allegation was reported

. to the police department. The "Plan to resolve
i R complaintgrievance” section of the form shiowed

"éncouraged-oeked box." The results of the
&ction taken section, #he résojution gection, and
to whom the investigation results and regolution
stéps were reported to were left blank. In
agddition, the area of the report designated for .
sighatures was left blank. There was no evidénce
a thorough Investigation had been completed by
the faclity.

2. Interview with resident #2 on 8/19/20 at 11:50
AM revezled ¢/he had losta money clip. The.
resident was-unsure fow mugch money was In it,
but thouight it was between "200 and 300 doliars,”
Furiher, the resident statéd s/he was not awdre
that anything had been done abodt the lost
frioney. The following| concerns were identified:
a, Review, of the facility complaint/grievance
report form showed the incident was reported fo
thie fatility on 7/6/2Q and the "Findings of
wA - Investigation" section| of the form showed the
- allegatioh was reported fo the pelice department.
Thie "Plari to résolve complaint/grieyarice! section
shiowad "encouragéd|lagk box for valables and
i money." The results of action taken gection; the
A resolution section, and to whori the investigation
results and resolutior steps weré reported to
4 wers left blank. In &dition, thé rea of the report
i asighiated for signatlres was left blank, There
horough investigation had

been completed by the facilty.

sl

was 1o avidence a t
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E 3, Interview with resident #3 on 8/19/20 &t 12:45
e PM revealed s/he had reported to the facllity the
X b loss of $600 from hisiher dresser drawer. The
monéy had riot been found, however, s/he now

had a locked box in the @partment. The following
concerns were identified:

a, Review of the facllity complaint/grievance
report form showed the incident was reported fo
the facility on 7/10/20|and the "Findings of
IRvestigétion" section|of the repért:showed the
allegation was reported to thé police department.

_The plan toresolve the complaint/grievance.
séction, the results of action taken section, the

resolution section, angd to whom the investigation
results and regolution steps were réported {o
wera left blarik. in addition, the area of the report
designated for signatlires was [eft blank, There
was no evidence & thorough irvestigation had =
been completed by the facility. sl
4, interview with resident #4 on 8/18/20 at 11:45

AM revealed sihe always kept hisfher money in

thee same place and $100 camne up missing.
Furthér, the resident now only kepta small
amourit of money in fis/her apartment, The
follawing concerns were identified;

&, Réview of the facility complaint/grievance
report form showed the incident was reported to
the facility on 7/1/20.and the. "Findings of the
Investigation" section of the form showed the
alisgation was reported to the police, department,
‘The plar to resolve'the cormplaint/grievance
i i séction, the results of action takert section, the
] resolution section, and to whom the investigation
g results and resolution steps were reported to
were left blank. In adgition, the area of the report
desighated for signatures was left blank. There
was fio evidence a thiorsugh investigation had
o Been completed by the facilty. o : Lo I S I s FryNr T 0
. +\{Nyoming Dept of Hedlth, Aging Division} Healthcare Licansing and Surveys - ' ' ) ' T
" /STATE FORM . ¥ ' » e IPKO11 I contimugtion sheét € of 10




ETE CR R bl ok (L e A R T LR VN WY e T W Boew B

PRINTED: 08/08/2020
R S - SO IO NP S T _FORMAPPROVED .
s“., Wps Vs sas s ssis -.... 3 . . “« e P H .-." 4 T .‘ P 8 . i ,‘. . : ¥ Ty
1) PROVIDER/SUPPLIERICLIA - (X2) MULTIPLE CONSTRUCTION | (Xs) DATE SURVEY
- IDENTIFICATION NUMBER: '| A BUILDING: _ e e COMPLETED

1 Hesitheare Licénsing and
[ STATEMENT OF DEFICIENGIES
~ [+*AND PLAN OF CORRECTION

5

; ° v C
_ 1.1 auFoos o mwwee e o | 08/25130%0.
e v e L E ¥ s e d oA . v WL e WAE . L. B i % _.-"':'_'1'3' i
| NAME OF FROVIDER OR §UPPLIER  * - " STREET ADDRESS, CITY, STATE, ZIP CODE ' B
' ' 1865 SQ BEVERLY STREET" =
 CASPER, WY 82801 '

BRIMROSE RETIREMENT commlum‘fv Ok CA -

™ SUWARY STATENENT OF DEFIGENCIES |- 1B “PROVIDER'S PLAN OF GORRECTION
(EACH DEFICIENCY MUST BE PRECEDED BY FULL * PREFIX (EAGH GORREGTIVE ACTION:SHOULD BE
REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CRO§&REE§BE§§§IIC}; 115.21 ér\i-%e APPROPRIATE -

| Continued From pagels $5071

5, Interview with résident #5 op 8/19/20 at 9:15
AM revealed s/ie‘had not béen Interviewed about
the allegéd thefts, however the CNAS Iriformed
him/her when they began entering the apartment
in peEirs. .

8. Interview on 8!19_!?;; at 1:10 PM with CNA#1
| and COVID alde #1 revealed they had not been e
intervigwed in ragard ta the allegations of theft i - ’ U S EIEE 0 Seg p eew
the facility. - :

7. Interview on 8/49/20 at 1:20 PM with CNA #2
revealed the facility had a staff meeting following
the.discovery of tHé missing irioney. The GNA
stated she did not have an “officlal interview" put
was asked if she knew anything about the thefts
as she was walking dewn the hall. Further, It was
her [dea to have th“‘,e,‘_fzcj.ilit‘y séarch the staff
rember's lockers and bags. -

8. Interview.on 8/4 9/20 at 12:25 PM with the ED
and thie DON statéd the facilly initiated a *buddy
system" when they became awars of the

residents’ missing money. The DON stited she
did'not Intetview other residents or their families
biegeitigé she did riot waiit to "start them thinking",
Staff were interviewed and their lockers and bags
wére searched, An additiorial interview at 1:30
PM révealed the facillty had scroliéd through
"houts" of camera foctage, howeyer, thiey were
unable'to identify a syspect. The DON stated the
facility had Investigated the complalnt, howaver,
xi the Investigation had not beer documented. The
B ED stated she was aware of the need for

o | documentatiori, '

9, ReView of the policy and:procedure titled -
| Abuse/Neglect/Exploitation, last revised 12/31/18, . - RS
o] 7| stiowsd" .7, Initiate an investigation, All staffon | A U0 NPP, e S
 \Wygming Dapt 6f g Division, Healtricare Licensing and Surveys I T

_ “STATE FORM i Rt
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Primrose Retirement|Community of Casper Date of Survey 08/25/2020 Tag # S5054 and Tag #55071

Tag # S5054

POC

Director of Nursing and Executive Director completed the complaint and grievances reports on theft,
Grievance report wasrg:)mpleted signed with each resident. Results of Action completed on each Resident
with Grievance. These are filed in the ED office with resident files. Residents #1,2 ,3 ,4

As for Resident #5 indicated they have not lost money and if they have more than $100 they will place in
a lock box for extra security.

Executive Director arnd DON will review any Grievances and state reportable for compliance every week
and report findings o Quality Assurance meeting monthly. Ongoing review for compliance will be
complete by the Quality Assurance/Safety Comumittes at their regular meetings.

Resident #1, #2, #3, #4

DON/ED completed Grievance form. Plan to resolve Thefts, encouraged residents to have a lock box for
secure purposes, Management implemented & buddy/staff system as well as Door to remain open if not
providing daily cares if staff ratio does not allow for buddy system. Staff trained on
Abuse/Neglect/Explojtation and our reporting policy. Police Department was notified Case Number #20-
041-357.

Grievance form signed and noted money not recovered. Resident’s did sign form on 08/26/2020 as follow-
up completed.

DON upon notification of grievance regarding Money missing or stolen will follow with up all residents in
Assisted Living Facility (ALF) to determine if they have identified money missing or stole. Family and or
responsible party will be notified; Grievance form will be initiated to reflect investigation progress.

DON followed with }p all ALF residents to indicate the need to have more than $100 in their possession
needed to be disclosed so the ED can facilitate an interest-bearing account for residents on 10/09/20. At
this time residents denied having more than $100 in their possession, no need for account at this time.
Residents during visit indicated they have not had money lost, missing or stolen from their possession
except noted Residents #1, 2, 3, 4,

ED & Regional Nursle Manager educated and trained the Director of Nursing on state requirements for
timely reporting for | incident/grievance reports to be completed within 1 business day to the State
Department of Licensing website. Completion of all Documentation indicating follow-up regarding said
grievances completed with investigation findings, will be signed by DON, Resident and or Family and
Executive Director.

DON will report grievances to the state licensing office within 1 business day. Per Policy In the absence
of Primrose Retirement Community Executive Director, a “Staff Member” or “designee” will be
designated. This individual must be an employee of the community and will assume responsibility for
notification of residerit changes of condition or reportable events. The order of delegation of responsibility
at the community) is as follows: Executive Director, Director of Nursing (DON). If the management
personnel indicated above are not present in the community, the following positions are delegated to assume
the “Responsible Staff Member” designation: Charge Nurse (Licensed Nurse), Sales Director, or
Administrative Assistant
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Tag #85071

Director of Nursing

Grievance report was|completed signed with each resident. Result:
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Community of Casper Date of Survey 08/25/2020 Tag # 55054 and Tag #S5071
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visit indicated they haye not had money lost, missing or stolen from their possession except noted Residents
#1,2,3, 4. As Residents #5 indicated she/he has not lost money and if she/he has more than $100 they will
place in lock box for extra security.

DON will report grievances to the state licensing office within 1 business day. Per Policy In the absence
of Primrose Retirement Community Executive Director, a “Staff Member™ or “designee” will be
designated, This indiyidual must be an employee of the community and will assume responsibility for
notification of resident changes of condition or reportable events. The order of delegation of responsibility



NrepmYs e roemosa s

Primrose Retirement Commuhity of Casper Date of Survey 08/25/2020 Tag # 55054 and Tag #S5071

at the community) i$ as follows: Executive Director, Director of Nursing (DON), If the management
personnel indicated above are not present in the community, the following positions are delegated to assume
the “Responsible itaff Member” designation: Charge Nurse (Licensed Nurse) Sales Director,
Administrative Assistant

Executive Director and DON will review any Grievances and state reportable for compliance every week
and report findings fo Quality Assurance meeting monthly. Ongoing review for compliance will be
complete by the Quality Assurance/Safety Committee at their regular meetings.

Resident #1, #2, #3, 74

DON/ED completed Grievance form. Plan to resolve Thefis, encouraged resident to have a lock box for
secure purposes, Management implemented a buddy/staff system as well as Door to remain open if not
providing daily cates if staff ratio does not allow for buddy system. Staff trained on
Abuse/Neglect/Explojtation and our reporting policy.

Police Department was notifted Case Number #20-041-357.

All staff received education on Abuse and Neglect, and reporting within the reportable timeline of 1
business day.

Date of Compliance 10/09/2020




