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Rules and Regulations utilized for this survey are.
Rules end Regulations far Program

85014
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STATE FORM

F1r

Administration of Assisted Living Facilites,
Chapter 12, effective 12/12/2007

Rules end Ragulations for Licensure of Assleted
Living Facilitles, Chaptef 4, effective 06/28/2001 .
Acomplaint survey wWas cohdutted by Healtheare:
Licensing and Suiveys on 3)22/24:10 3/24/21. The

survey was prompted by complaint intake
LIC-20-010.

In addition, COoVID-19 focused Infection control

survey was conducted by Healthcare {icensing
and Surveys on 3/22/2110 3/24/21. ltwas
determined, based upon the findings of the
survey team, that no deficiencies were |dentified
pertalning to the infection control survey.

Ch12 Sec 7 (a)v) Assisted Living Fagility (ALF) 55014

Core Services

(a) The asslsted lving facllity core services
include the following:

(iv) Assistance with obtaining medical, dental,

and optometeic care, in addltion to saclal
services,

Thls State Rule and Regulation s not met as
evidenced by

Based on resident record review, staff and family
interview, review of hospital records, and review

of posted wiitten procedures, N8 2
assist In-obtaining timely tegical are for 1 of 1

sample resident (#5) who had a significant
change in condition. The findInge were.
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1, Review of a progress note written on 3/12/21
for the 7 AM to 7 PM shift revealed resident #6
didn't eat anything and no medications werea
glven. The note showed "...Hes thrown
(himsel/herself] on floor, started filp flopping
around, pulled oxygen off. When trying fo putit
back on [him/her] would lake If off agaln. When,
talking to (him/her] s/he) wouldn't acknowledge
me...[s/he] Just kept wanting to gleep." Review.of
an incldent report dated 3142121 ghowed at 6:60

PM an embulance was called, The lncldent report

howed the resident’s breathing was "ragged”
and s/he wouldn't keep the oxygen on. The
resident was taken to the hosplital. The following

concerns were identified:

a, A famlly Intarview on 3/23/21 at 7:24 PM
revecled s/he called the facliity on 3/12/21 to talk
to the residant. She wes told by certifled nurse

alde (CNA) #1 thet the resident was
"unresponsive and on the floor all day." Sthe sald
s/hs told the CNA to cell an ambulance. 8/he sald

(he resldent want to the local hospltal end then
was lransferred to another hospltal In Utah.

b. During an Interview on 3/24/21 at 1:08 PM

CNA#1 stated on 3/12/21 the resldent threw
himselt/herself to the ground and wouldn't kesp
his/her oxygen on. The CNA stated the resldent
"pasged out...then woulld wake up." The CNA sal
the resldant wouldn't respond fo her. When aske
how long the resident was llke that, the CNA
repliad "most of the day." The CNA sald the
resident’s famlly member called to talk to the
resldent and she told the farnily member what

was golng on. Tha famlly member told the CNA to

call 811, The CNA stated there was no on-call
nurse to call In emargencles. She statad I

probably should have called 911 earller."

c. Review of the hospitel discherge report

dated 3/13/21 showed the regldent was admiltted
bn 3/12/21 for "syncops.”" The feport showed

d
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Continued From page 2
highest susplelon for hypoxiavilth possible

hypoxic braln damage (ptdips to 40s fare while'

off 02) that:appears 10 be secondary ta.neglect

onthe ]:_a_rt‘c,i_f he care gtaff at (his/er ALF,who
_ ng to the sister, gllowed her to lay:on the
| ground unresponsive &ll day befors the sister was

accord

able to convince thém treall 911." The report

| further showed tne final dlagnoses includéd acute
non-ST segment elevation myocardial infarction,

syficope, schizophiania, and rieglectful

| chrsteking. The patient was transfarred to

another hospital for cardlology.

d. Review of a posted written procedure for
incidants located In the CNA/nurse room on
3/24/21 at 1:30 PM showed it read "ASSeSS
person. Check Vitals. Call the op-call nurse. I

‘dnergency.oall 911. After situation i under
control notify family.” On 3/24/21 21 2;10 PM CNA

#i1 stated she did ot take vital gigns-during the
Incident on 3/12/21. During &n interview on

/23/21 at 1:41 PM the manager stated the facility

no longer had an .on-call nrsa to cell for

incldents, so staff wold rieed to just call 811,

ch 12 Sec 7 (d)(IV)(A) Assisted Living Facilily
(ALF) Core Services

(d) Medications.

(Iv) Medication assistance.

(A) The staff shall be responsible for
providing necessary assistance lo resldents
deemed capable of self-medicating, but are

unable to do so becayse of 2 functional disability,

in 1aking oral medications. Nog:-lcarsed staff ¢
only asslst with oral miedlcations. :Medication
asslstance may Include:

565014

55062
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(I) Reminding resident to take
medications;

(1) Removing medication containers

| from storage;

(Ul) Assisting with removal of ¢ap;

(IV) Asslsting with the removal of a
medication from a container for resldents with a

disabliity which prevents independence in this ect,

(V) Observing the resldent take the
medication; and

(V) Documentation of cbservation.

This State Rule and Regulation Is not metas
evidenced by:

‘Based on observatlon, resident record review,
.and staff, famlly and resident interviews, the
facllity falled to ensure medlcatlon assistance was
provided, Including documenting the observation

| of medicatlons taken, for 6 of 6 sample residents

(i1, #2, #3, #4, #5, #8) who were reviewed for
medications. The findings were:

4. Review of progress notes showed on 3/19/21

resident #6 went to the hosplial. The resident had

not returned fo the facility by the ims of the

survey. The following concerns were identified:
a. Review of the March 2021 medication

adminlstration record (MAR) on 3/22/21 at 4:20

PM revealsd many entries that were not Inltialed
by st (whloh Would show isdiggllons were
faken), Sofme sxamples included Divalproex DR

fcontains Valproic Acld and used to teat seizures)

500 milligrams (mg) every evening, which was
blank for 3/5 through 3/11; Benztropine 1 mg
(enti-tremor medication) was blank forthe

T
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the morning was blank

322121,

had been changgd since 3/22121 when
surveyor asked for a COpY-
c. Observatlon on

‘3/9/21, and 3/16/21.

and Thursdsy) of the bubble pack date

gliltin'the bubble packs. He stafed the

‘March2024 MAR only

31, 3/2, 313, 3/4,
3110, 311, 312 (although documented
_ | were given), 3/17, and 3/19.

: i e. During an interview on

evetiing dose on 3/5, 3/8, 3/2 and 3/10; and
Cltalopram 20 mg (entl-depressant madication) In
Jank 8/7 through:3/10. Acapy
of the March 2021 MAR was requested on

b. The manager provided a Copy of the March
2021 MAR on 3/23/21, bul the blank entries were
now filled out, and contalned initlals. During an
inlerview on 3/23/21 et 5:17 PM lhe manager
slated he hed a talk with staff the day before
about fllilng out MARs and gorifirmed the MAR

Obser: a/23/21 at 1:15 PM showed
the resident's medlcations were stiflin the
medication cart. The medications were packaged
1In puﬁbl{e‘pgcks!-}with ¢ach:day’s madications
‘packaged together by time-of administration (AM,
PM, and noon). Thers were: thrae bubkile packs
for the ‘resldent (eath oné confalngd 8 wesk's
“worth of medications); they were dated 3/1/21,
Further review of the bubble
‘pactks shiowed the onlg-days that had megicallons:
P richisd out wera the first two doys (Wednesday

Al of the restof the medications fof the-month
were still In the bubble packs. This was confirmed
by GNA#1 atthe time:of ihe observation.

" " d. During,an Interview on'3/24/21 at 1:41 PM
the manager-was asked ab out tie. medioations

: ave baan in the

Hosgltal on those days." However, ‘tavlew of the
only showed dooumented

refusals on 3/12 and 3/16. Revlew of progress

notes showed the resident was In the facility on
3/5, 3/6, 317, 3/8 In the moriing,

3/23/21 at 7:24 PM

$5052

the

d 8lija1.

rosldfit

no meds

- /“"’ YN 7/2/
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medicalions.
range 60 to 100).

for 14.days, ObsaValian B
‘medicplions on 3/24/21.8t 1:15 P

were two nights tn

concerns were identlfied:

requested on 3/22/21.

a famlly member stated the resident would
sometimes teil himi/ier that s/he hadn't received

f Review of a laboratory report dated 3/8/21
while the resldent was In the hospital showed
Valprolc Acld was low at 28.5 ug/mL (reference

a.Review of dissharge summary dated

3/9/21 from the hospital showed the resldent was .
suppoged to take Prednisong (sterold med fcation)
Observation of he residént's

M did show 3
hotile-containing Prednisone 2 mg dated 3/9/21. .
Howsver, review of the March 2021 MAR showed
the Prednisone was not included. During an ;
Interview on 3/24/21 at 1:41 the manager '
confirmed the Prednlsone was not added to the -
MAR and stated “that ls my fault.” .

2.0n 3/22/21 at 8:59 PM resident #5 stated there
a row he dldn't get his
Naproxen (nonstéroidal anfl-Inflammatory .
médlcation) or “anxiety medication.* The following

a. Revlew of the March 2021 MAR on
3j22/24 at 4:20 PM revealed many entries that
wera not initialed by staff (which would show
medications were taken). Some examples
included Naproxen not documente
thirough 8/19 and Trazadons (antl:depressant
meédicalion) not documenled as given 3/16 fo
3/19. A copy of the March 2021 MAR was

b. The maneger provided a copy of the March
2021 MAR on 3/23/21, but some of the blank
entrles were now filled out, and contained inltials.
Duting aninterview on 3/23/21 at5:17 PM fhe
manager-steld ho had a talk with glaf o dey
bifore about filling out WMARs.and.confirmed the

d as given 3/16

§5052
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Continued From page 6

surveyor asked for a copy. During an jnterview on
3J24/21 at 1:41 PM the manager staled the
resident needad to get a refill, and therefore s/he
dld not recelve the Naproxen 3/18 to 3/22. He
stated he didn't get a refill before the medication
ran out for the resident.

3. Review of the March 2021 MARS on 3/22/21
at4:20 PM revealed many entries that were not
Inflialed by staff. (wtiich would shew médications
were taken) for residents#1, #2, #3; and#4. A
copy of the March 2021 MARs-weré requested on
3l2z121. '
b. The manager provided a copy of the March

12021 MARs on 3/23/21, but the blank entries

‘were now filled out, and contained initlals. During
+'an Interview on 3/23/21 at 5:17 PM the manager
stated he had a talk with staff the day hefore
about filllng out MARs and confirmed the MAR
had been changed sincé 3/22(21 when the

surveyor asked for 8 cOpy.

4 Ch 12 Sec 7 (a)(A-K) Assisted Living Facility
(ALF) Core Services

(¢) Resldent Records and Reports: Each
resident's records ghall be cu rrent; orgaiilzed and

malntalned in indlvidual folders which shall be

mada available to the resident, the Licensing

Divislon, or designated representative upon
request.

(I) Each folder shall include the followlng:

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

(B) History and physical performed by a
physician or physician extender,

§5052

55054
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| appropriate entity

| Rep he

‘w,ef[are or safetyof & resident shall e provided to
the Licensing Divislon immediately (within one
‘business day). Reportng shall be done by ;

(©) Individual admission form. The form
shall, at @ minlmum, contaln the following
information:

() Full name of residenit and former
address:

(1) Date of admission;

. (1) Sex, race, date of birth, social
gacurlty number, and farmer ocoupation;

(V) ‘Nams, home address, end
telephone number-of relative, friend, Power of
Attorney, or guardian; )

(V) Nenis, address, and telephone
number of resident's parsonal physiglan, dentist,
ophthalmologist or optometrist;

(Vl) Medicare number of other medical
insurance identifying data;

(VIl) A wrlitten Inventory of all personal
possesslons; however, thlg Inventory need not
Include personal clothing.

(D) Al accidents, injuries, Incldents,
linesses, and allegations of:ahg:s;e,;n'e;'glg'qt or
exploilation shall be-reported to the resldefit's
family.or responsible party aiid be documerited in

tfie ldjvidual resident (ecords; Alguch
ocourrences shall also be reported fo the

for follow Up and regolution.
snorts-of all Inclderits affecting {he'health,
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‘bsaring account.

| resident ' & estate.

or fax. The facliity's investigation of
shall be reported to the Licensing
Divislon and the Long Term Care Ombudsman
within five (5) working days. Documentation 1o
support the facility reporting the situation and
follow up must also be presentin the resldent

records;

telephone
the Incident

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

() Upon written authorizetion of @
client, the facility must hold, safeguard, manage
and account for the personal funds of the cllent.

(1.) The facility must deposit any
personal funds in excess of $100 (n an interast

(2.) The facility must establish and
maintain a system that assures a full and
complete and separate accountng according to
generally accepted accounting principles of each
resident's personal funds entrusted to the facillty.

(3.) Upon the death of a resident with
a personal fund deposited with the facilly, the
facility must convey, within 30 days, the resident’
s funds 2 final accounting of those funds, to the
individual or probate jurisdiction administering the.

(4.) The fagliity must notimpose &
charge-agalnst the personal funds of 2 185 dent

far gy Item or serylce for which-payment ig made

under Medicald or Medicare except.for applicable
daductible and coinsUrance amounts.

(F) A signed copy of the rasident's rights;
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Toéident (#6) vith & change In‘condition. The

| via emergency medical sefvices'(EMS). Further

| review of the Inclident reports for "Family

| Notification:" showed "NJAY was written In. Both
Incldent reports showed certilied nurss alde

| (CNA) #4 wwas the CNAOR duly atthe tine, and

| the.manager-had been-cottacted. Dujrg an

(G) The resident's assessment and
Individualized assistance plan;

(H) Coples of ell applicable resident
agsistance contracts, signed by both parties,

(1) Wri}ten__acknowledgment of the receipt
and explenatlon of all facllity policles including
admisslon/discharge palicles;

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

(K) Gopy of outside confractual

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

Based on medical record review and staff and
famlly interview, the faailily falled to-ensure the
famlly vies notified of Iriiderits for 1 of 1 sample

findings weré:

1. Review of incident reports dated 3/8/21 and
3/17/21 showed resident #6 went to the hospital

intervlew on 3/23/21 gt 742 PM @ farilly mefmber
stated s/he was co-guardian for the resident, and
had not been notified of some of the emargency

room visits for the resident. On 3/24/21 at 1:08

PM CNA#1 stated she did not contact family for
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the incldents, but let the manager know. Durlng
an interview on 3/24/21 at 1:41 PM the manager
confirmed there was not documentation to show
the famlly was nofified on 3/8/21 or 3/17/21. He
stated normally itwias sither the CNA or himself
who would call family.
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Survey Date: March 24, 2021

Corporate office Submission of this response and Plan of Correction is NOT a legal admission
that a deficiency exlsts or, that this Statement of Deficiencies was correctly cited, and is also
NOT to be construed as an admlssion against interest by Willow Creek Community, or any
employees, agents, or other individuals who drafted or may be discussed in the response or Plan
of Correction, In addltlon, preparation and submlssion 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 ot the correctness of any conclustons set forth in this allegation by the survey
agency.

Prefix Tag
$5014 Ch 12 Sec 7 (a) (iv) Assisted Living Facility (ALF) Core Services

1. Staff will continue to assist residents in scheduling appointments, services, and timely
medical care.

2. All residents will update their existing Residential Agreements, identifying an emergency
contact person if they so choose. A release form will need to be signed by the resident
authorizing us to speak with their chosen representative regarding any, of all, of their
needs.

3. Any resident that has a POA, or designee, needs to have their representative provide
signed documentation from a judge proving their legal POA to make any medical or
financial decisions for them in their file. Without having proper documentation, the
facility will not be able to grant decision making authority, or share confidential
information, regarding the resident’s private infoxmation.

4. Ifany resident declines services or recommendations by staff or RN, resident will be
required to sign a new decline of services form, acknowledging they are declining
services that are recommended for their health or safety. If resident has a designated
representative and both parties have signed HIPAA release forms, we will contact their
designee to inform of the current concem at the resident’s request.

5. Emergency Health Process will follow, any easily identifiable health emergency (eX.
heart attack, stroke, serious falls) will immediately require calling 911. All other issues
will require residents to consult with their health care provider, family or guardian as our
facility can’t make healthcare choices, make recommendations or diagnoses. If a resident
needs assistance with healthcare choices/decisions and has designated an advocate,
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family member or guardian to assist. Staff on duty will contact the resident’s designated
representative as soon as possible and notify the manager.

Manage and corporate officer will have a meeting with the staff and RN regarding
training and policies for contacting family, resident’s rights-respecting the residents
rights regarding how to advocate and make choices for themselves, how 10 identify a
change in conditions.

Topics of discussion and trainings will be discussed in upcoming QA meeting. (See
Advanced Health Directives Policy, Incidental Medical and Dental Care Policy, and
Emergent Care Policies)

Resident #6 discharged from facility on 03/23/2021, needing higher level of care services
discussed by corporate with family, weeks prior to discharge.

. Date of compliance 5/30/21

$5052 Ch 12 Sec 7 (d) (iv) (A) Assisted Living Facility (ALF) Core Services

1. Each resident has and shall have a new medication self-assessment completed by
contract RN every 62-days, anytime there is a medication change, anytime there is a
new medication ordered, or anytime there is a change in condition.

2 Resident #1, #2, #3, #4, #5, #6, shall have a cuirent, completed self-medication
assessments with DON on or before 05/30/2021

3. Resident #6 discharged from facility on 03/23/2021, needing higher level of care
services discussed by corporate with family, weeks prior to discharge.

4. Manager will review and sign MAR daily. Contract RN will review MAR weekly for
one month with manager to validate accuracy & completion of MAR. Manager will
send weekly reports ta corporate for an additional month, validating accurate and
completed MAR’s.

5 Resident MAR, medication orders, changes, and change of conditions will be
discussed in upcoming QA meetings with manager, contract RN, staff & corporate
officer.

6. Corporate officer and manager will review MAR quarterly.

7. Date of compliance 05/30/2021.
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€5054 Ch 12 Sec 7 ()(i)(A-K) Assisted Living Facility (ALF) Core Services

1. Residents will update their existing agreement forms identifying their preferred
emergency contact in case of accidents, injuries, incidents, illness, allegations of abuse,
neglect or exploitation. Their appointed designee shall have a new HIPAA release form
authorizing the facility to contact their POA regarding their private information or
concermns.

2. Any POA designated, needs to provide a legal signed document showing their POA over
medical or financial authorization in their file accompanied by the residents signed
HIPAA release for staff to contact and discuss their private matters.

a. Manage and cooperate officer will have a training with staff and RN regarding
who can be contacted, regarding:
i. residents private matters and what can be shared,

i, identifying if residents have authorized staff to share their private
privileged information

iii. how to respect a residents freedom of ¢hoice and independence

jv. when to contact their chosen emergency contact, if they have one
designee.

3. Resident medication orders, changes, and change of conditions will be discussed in QA
meetings with manager, contract RN, or DON.

4. Resident #6 discharged from facility on 03/23/2021, needing higher level of care services
discussed by corporate with family, weeks prior to discharge.

5. Date of compliance 05/30/2021.

([y. D _5/ay/as

Eric McMillan, President Date




