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Adminlistration of Asslsted Living Faclilties,

primary pharmacy;

Cpening Comments ‘

Rules end Regulations utilized for this survey are:
Rules and Regulations for Program

Chapter 12, effactive 12/12/2007

Rules and Regulations for Licensure of Assisled
Living Faailities, Chapter 4, effeclive 06/268/2001

A complaint survey was conducted by Healthcare
Licensing and Surveys on 3/11/16 - 3/12/16. The

survey was prompted by complaint Intakes
LIC-15-020 and LIC-15-021.

Ch 12 Sec 7 (d)}(){A-K) Assisted Living Facility
(ALF) Core Services

(d) Medications.

() An individual record shall be kept for each
resident, recording any prescription drugs
administered by the facllity This record shall
include:

(A) Name of resident,

{B) Name and telephone number of
primary physlolan;

(C} Name and telephone number of the
(D)} Name and description of the

* medication, Including prescribed dosage;
(E} Dosage administerad;

{F) Quantity;
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g (G) Times and dates administersd;
{H) Method of administration;
! {I) Any advarse reactions to the 5/1/15
| medication; A. Do to our current electronic records
{J) Signature of licensed staff syst.em consistently havmg_ P ro’blctps
| administering medication; and saving our data, as well as issues with
Iy login verification, we will detennine
| {(K) RN review cdate and signature, on or before April 25, 2015, whether |
i we are poing to abandon the electroni
I This State Rule and Regulation s nol mel as going ¢

ystem and revert back to a manual
gper system. We will implement the
ual paper system by May 1, 2015,
if attempts with software support staff
o not meet our needs.

| evidenced by:

| Based on staff interview and medical record
review the facility fsiled 1o ensure a licansed staft
administered medlcations for 4 of 4 sample (#1,

. #2, #3, #4) resldents who required the facllity to -
administer medications. The findings were:

. CNA's do not perform med passes
d will be reviewed during a staff in-
ice scheduled for April 10, 2015.

1 1. Review of the December 2014 Madication
Administration Record (MAR) revealed resldent
#1 had no documentation to show 2 scheduled
medications were givan on 12/4/14, Reviaw of the
January 2015 MAR showed the resident had no -
documentation that 11 echeduled medications
were given on 1/7/15. Further review showed a
CNA had Inltisled adminisiration of 10 -
medications on 1/19/15, 8 madications on
1/26/15, and 11 meadications on 1/26/16. Review
of the service plan for medication assistance
starfed on 11/01/14 showed the resident required
« total assistance with medications.

1 2, Review of the January 20156 MAR showed

l resident #2 had no daocumentation to show 2

l schadulad medications were glven on 1/7/15,

i Further review showed a CNA had Inifialed

i administration of 2 madications on 1/18/15,

i 1728/15, and 1/20/15. Review of the service plan
Wyoming Dept of Health, Aging Divislon, HeBhaare Licansing end SUrvoys
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. All current resident files will be |
udited by April 30, 2015 to review
tate requirements for documentation
to verify that all active files are

Facility standard operating
cedures will be gimultaneously

plemented to assure full compliance |
n a go forward basis. [
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 for medication asslstance atarted on 10/9/14

' showad the resldent raquired moderete

. agetstance with medications and nursea were to
; perform all medication passes,

" 3. Review of the January 2015 MAR showed

! resident #3 had no documentation to how 4

| scheduled medications were given on 1/7/15.

! Further review ehowed a CNA had inltialed

. administration for § medications on 1/18/15, 7

' medioations on 1/26/15, and 8 medications on

. 1/28115. Review of the service plan for
medication assistanca started on 4/27/14 showed
the resldent required total essistance with
medlcations.

: 4. Review of the January 2015 MAR.showed

i resident #4 had no documentation to show 1
scheduled medication was glven on 1/7/15.

Furiher revisw showed a CNA inltialed

administration of 1 medication on 1/19/15,

1/28/16, and 1/28/15. Review of the service plan

! for medication assistance started on 10/30/14

, showed the resident required moderate

, asslstance with medications.

i §. Interview with CNA manager on 3/11/16 at 2:48
. PM revealed the facllity contracted with nurses
: and they are not at the facliity 24 hours per day.

Ch 12 Sec 7 (a)(i)(A-K) Assisted Living Facllity $5054

(ALF) Core Services

| (e) Resident Records and Reports. Each
resident's records shall be current, arganized and

| maintained In individual folders which shall be

| made avallable to the resident, the Licensing

; Division, or designeted reprassntative upon

. request.

E'\Lc. manasgt il be

QCfco{mihcs aundifs 0+ ‘H/«Z.
residend $iles manthy and
0S necded. The managef

will repoct Gindinggto QR |

i
!
|
|
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{i) Each folder shall include the following:

I
!
i
! {A) Information from the referring agent If
! appHcable

(B) Hisiory end physical performed by a
| physician or physician extender,

(C) Individual admission form. The form
. shall, at a minimum, contain the following
Informaﬂon

{I) Full name of resident and former

! (I) Date of admisslon;

() Sex, race, date of birth, saclal
securlty number, and former eccupation;

E (i) Name, home address, and
telephonse number of relative, frisnd, Power of
Altorney, or guardian;

(V) Name, address, and telaphone
number of resident’s personal physiclan, dentist,
ophthalmologist or optomatrist;

(Vi) Medicare number of other medical
| insuranca identifylng data;

(VIl) Awritten Inventory of all personal
possesslons. howaver, this inventory need not
include parsonal clothing.

! (D) Allaceidsnts, injurles, incidents,

' linegses, and aliegations of abusa, neglect or
. exploitation shall be reported o the realdent’a

NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, OITY. STATE, 2IP CODE
1 NORTH KLONDIKE
BEEHIVE HOME OF BUFFALO BUFFALO, WY B2834
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%
I
: family or responsible party and be documented in !
! the individual resident records. All such |
* occurrences shall also be raported to the !
" appropriate entity for foliow up and resolution. i

' Reports of all incidents affacting the heslth,
. welfara or safety of a resident shall be provided to ;
the Licansing Division Immaediataly (within one !
business day). Reporting shall be done by
, telephone or fax. The facllity's investigation of !
| | the incldent shall be reported to the Litensing '
| Divislon and the Long Term Gare Ombudsman ;
within five (8) working days. Documentation to !
: support the facility reperting the situation and !
i follow up must alsc be present in the resident i
' records; {
{E} Anaccounting of ail personal funds 4
:  deposited with and disbursed by the facility; !
' (1) Upon written authorization ofa i
| cliant, the facllity must hold, safaguard, manage '
, &nd aocount for the parsonal funds of the olient. -

' (1.) The facllity must deposlt any '
| personal funds In excess of $100 in an interest. i

| bearing account.

(2.) The facliity must establlsh and

: maintain a system that assureg a fulland

complete and separate accounting according to |
. generally accepted accounting principles of each 1
. resident's personel funds entrusted to the facillty. }
: (3.) Upon the death of a resident with
' a personal fund deposited with the faclilty, the :
faclllty must convey, within 30 days, the resident’ '
s funds a final accounting of those funds, to the
| Individual or probate jurisdiction administering the

' rasident ' & estate.

B _ |
Wyaming Dept of Health, Aging Division, Haalthcare Licansing and Surveys
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{4.) The facility must not impose a-
cherge against the parsonal funds of a resident
for eny item or service for which payment [s made
under Medicald or Medicare excepl for applicable
. deductible and coinsurance amounts,
| (F) Asigned copy of the resident's rights;
' (G) The resident's sssessment and
' Individualized assistance plan;
: (H) Coples of all applicable resident
| asslstance contracts, signed by both parties;
(1) Written acknowledgment of the receipt
and explanation of all fagllily policles including 3/24/15
i admission/discharge policies; A. Protocol for reporting and
_ documenting incidences that occur in
J) Copy of all ALF 102's; "
(1) Copy otaseME1025:i8n3 the facility has been updated and an
(K) Copy of outside contractual in-service staff meeting is set for April
+ regponsibilities, if applicable, 20, 2015, to review these procedures,
B. A posting of the procedural
This State Rule and Regulation Is not met as requirements  is  posted in the
evidenced by: pffice/staff room  end  strict

| Based on medical record review, Incident report

| review, staff Interview, and policy review the
facility falled lo record and/or report incidents or

accidents to the appropriate individuals and/or

agencies for 2 of 2 (#1,#2) rasidente with

| oceurrences affecting their health, welfare, or

3 safely. The findings were:

i 1. Medicel record review showed resident #1 was
unstable and required a walker for ambulation,

. had a diegnosis that Included dementia and poor
vislon, and had verbal and physical behavlors

compliance, including full and proper |
documentation, has immediately been |
implemented. i
|
I

C. If an incident takes place, the staff
pn shift will immediately notify the
home -manager and document the
details of the incident. All witnesses
will be required to complete a report

Jetailing the facts and circumstances .
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! Inaluding combativeness and agitation requiring
Ativan two times per dey. Further review showed
the resident had a decline In acllvities of dally

i living function reaulting in a change of condition

assessment on 12/8/14. Additionally, the resident

had a decline In mentation and vision which

i resulled in a change of condilion assessment

| dated 3/4116. The following concerns were

Identified with documenting, reporting, and

investigating Incidents:

a. Review of an Incident report dated
12/12/14 and timed 12 PM showed the resident
was yelling because she had something stuck In
her rectum. The nurse assisted the resident back
to her room where a brush was discaoveraed to be
. covered In feces. The nurse assisted the resldent

to remove a "large impaction of etool." The

i Incident report also showed the nurse noted

i blood due to traumma, hemorrholds, or digital

: ramoval of stool, Further review of the Incident

| report and nurse's notes for that time failed to

| show evidence that the facility had notified the

| physician and famlly.

! b. Review of nurse's note dated 2/21/15 and
timed 1,23 PM showed the resident was at the
dining room table eating lunoh when staff

| observed his/her face turn "deep red.” Further

I review showaed the resident did nol cough or

| respond 10 the slaff member. The nurse's nole

| Indlcated the Heimlich maneuver was performed

 with success. The nurse's nole falled to indicate

 that the physiclan and family were notified,

l Revlew of facility incident reports showed that an
incident rapori was not completed.

i ©. Review of an incident report dsted 12/6/14

i and timed 10:45 AM showed the rasident was
found on the floor lylng partially on her knees and
side, Further review of the Incldent report and

) nurse's notas.for thet time failed lo show

1 evidence that the facillty had contacted the family

IVE HOME OF BUFFALO
BEEH BUFFALO, WY 82834
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]
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that occurred as they saw them.
Nursing staff will determine the need
for an agsessment of all residents
jnvolved in the incident, complete the

" the Licensing Division. Having an

sessments including documentation, |
d call or report to the home manager |
ho in tum will notify the family and
hysicians,. We will document this |

. Incidents required to be reported to
c state licensing authorities will
ceur within the required one day time
ame and the details of the
nvestigation of the incident will be
eported in writing to the state
icensing division and the long term
¢ Ombudsmen within the five day
eporting rcquirement.

. Staff has been informed of what is
xpected of them during incidents and
educated on what is required from

informed staff will help prevent
further incidents like this one from
pceurring in the future,

Fofhe Don will aundit e
feforts wedkly 1o ensure Pe
Procedince, Findings will be
i
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| or physiclan of tha Incident.
i d. Review of an incident report dated
| 12/08/14 end timed 12:00 PM showed the
' resident "began {0 get agitated dus to the sound
- of the vacuum " and s/he threw e glass of water
" on another resident. The Incident report then
" Indicated that after being remaved from the
- setiing, the resident returned 1o the dining area
" ahd "threw a fork at the other residents still in the
. dining room.” The Incident repori did not indlcate
" if any other resident was struck with the fork.
! When removing ihe resident from the dining area,
j It was documented that the resident grabbed a
stafi members wrist and would nol let go. Further
| review of the incldent report and nurse's notes for
i that time failed to show evidence that the facility
* had notified the physiclan or famlly of the Incident.
! Review of fadility incident reports revealed there
Il was not an incident report complated on any
i other residents involved in the Incident. Interview
i with CNA manager on 3/12/15 at 11 AM revesled
o incident reporis were completed for the other
" residents involved In the Incident and there was - .
. no documentation to confirm the physiclan or |
: family was notified,
. €. Review of nurse's note dated 12/20/14 and
timed 11:31 AM showed the resident became
. "angry" when & visitor refused to go to her room
with her. Staff unsucoassfully attempted to
redirect the resident from the stimull. The resident
 then "buckled his/her knees and threw
i [him/herself} on the ficor.” Further review showed
" the facllity notified the physician of the Incident,
, but there was no documentation to show the
famlly was notifled. Review of tha facility incident
' reports showed that an Incident report was not
‘ completed.
' f. Review of an Incident report dated 12/25/14
* and timed 1:65 PM showed the resldent was
. "agltated thls morning* and had bsen banging on :
Wyeming Dept of Health, Aging Divislon, Healthcars Licansing and §umys
STATE FORM L CUBG11 It conVualion shaat & of 18
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' the door, screaming, and wanted to get out. The

| ataff redirecled the resident during this episode

i by eesisting the resident to hisiher room. The
resident returned 1o the dining area where sthe
picked up ancther rasident's granddaughter's loy
and threw |t acroes the room. Further review of

' the incident report and nuree's notes for that time

' failed to show evidenca that the factlity notified

- tha physician and family.

f g. Review of an incident report dated 3/10/15
and timed 10:00 AM showed the resident was

. ambulating without the uee of histher walker. The
resident lost hig/her balance and fell Info a
recliner. Continued review showsd the resident
"bumped hig/her head before jthe resident] hit the
floor." Further review of the Incldent and nurse's

i notas for that time failed to show evidence that

| the fecillty had notified the physician and famlly.

|
! 2. Medical record review showed resldent #2
| requirad bathing set-up before a shower, utilized
" & shower chair to sit In during bathing, had @
- diagnosls that Included dementia, and utiized
| glasees for decreased vieion. Review of an
[ncldent report dated 12/21/14 and timed 8 PM
| showed the residant attempted to stand from the
. shower chair and fell. A small brulse was noted to
! the resldent's left hip. Review of the incident
report and nurse's notss for that time failed to
- show evidence that the facility had notified the
. physician and family. Review of nurse's note
' dated 12/26/14 and timed 7:16 PM revealad the
' resident had indicated to his/her granddaughtier
" that the resident was having tallbone paln,
Further revisw showed the resident's
daughter-In-law called sfter seeing a post on
. soclel media mads by tha granddaughter
- indicating the rasident was having pain. The
nurse's notss showed the daughter-in-law felt the
. facility had a "communication problem.” Intarview

Wyoming Dept of Heaiih, Aging Division, Heathcars Licensing and Survays
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; with the CNA manager on 3/12/15 at 11 AM
verlfled the family wes not notified at the time of
“ the fall.

3. Interview with the CNA manager on 3/12/15 st

, 11 AM revealed an incident "around October” In

i which twa residents angaged in aaxual activity in
an unoccupled rcom. The residents involved In

' the incident had demantia, The incldent occurred
on a weekend when the facility hed less staff. The

| facliity did nol complete Incidant reparts and there

i was ho documentation thal the physician and

' family hed been notified. The facillty had no

. decumentation the Incldent was Investigsted or

' reported {o the State Licensing Agency,

" 4, Review of the facillty "incident and Complalnt

| Pollcy” showed “all Incldents and/or complaints
will be brought Lo Lhe attention of the

" Operator/Administrator. All probleme will be
dooumentied In writing." Further review showed
the faclifty will investigate Incldents and

. complaints. Review of facility’s Incidents revealed

. the facliity had no avidence that incidents were

- investigeted or reported to the State Licensing

: Agency when necessary,

55088 Ch 12 Sec 7 (I)(1){A-D) Assisted Living Faclllty
' (ALF) Cora Sewvicas

t{l) Quallty Improvement.

(i) The facility shall have an activa quality
" Improvement program to ensure effective
 utilization and delivery of resident care services.

' (A) A membar of the facllity’s staff shall be
| designated to coordinate the quallty Improvemant
; program.

$5084

55088
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(B) The quality lmprbvement program shall
ancompass a review of all services and programs
. provided for all residents. The program shall
have:

(I} Awrltten description,

(1) Problem areas ldantified;

(IM) Moniter Identification;

{IV) Frequency of monitering;

(V) A provislon requiring the facliity to
complets annuzlly 2 self assassment survey of
| compllance with reguletions; and

i

| (Vl) Asaligfaction survey shall be

! provided to the resident, resident's family, or

| resident’s responsibis party at least annually.
(C) Problems identified during the annual

' , survey or the quality Improvement process shall

ba addressed with appropriate written correclive

actions,

-' (D) The quality improvement program shall

be re-avaluatad at least annually,

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

Based on record review and staif Interviel, the

; facility falled to develop snd implement 8 Quallty
Improvement Program. The findings were;

! 1. Review of facllity incident reports revealed the

A, Implementation of a Quality |
Improvement Program, coordinated by I'
the manager, will be in place and ful]y
|functional by May 31, 2015,

[B. As part of the QI program quarterly l
meetings will be conducted and all .
members, including nurses, will -
¢ in attendance. The meetings will be |
eld during the first month of each
endar quarter, and minutes will be
epared and maintained. Areas of
concern and problem areas identified
during the previous quarter will be the
topics, of discussion, with resolution
ong with corrective ection to remedy
d eliminate the reoccurrence going
rward.

We bave just completed a
ident/family satisfaction survey in
e fourth quarter of 2014, This
cess will continue to be undertaken
in the fourth quarter of each year, with
summary report including the
disposition of issues or remedies if
any are deemed necessary.,

D. u)\\\ i) owts “Niﬂ

(SR Gmdng 0k Guartery Q”“
W\&dmﬂ.

é

 facliity did not have a tracking method that
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| allowed for trends to be Identified related to
i incidents and accidents that occurred In the |

facillty. The facllity falled to identify other
| residents at rigk, a plan of cotrection, or incident '
i trends.

* 2. Revlew of facllity environment showed the

| facllity falled lo ldentify hazarde that could result

| in resident or staff injury.

! 3. Review of the facility staffing showed the ’
 facllity falied to Identify concerns that resulled in .

: n'llssed medlcation administration, non-icensed i
 6tatf adminlsiering medications, and fallure 1o ]
" perform neurological sesesement for residenls '

: that may have sustalned a head injury from a fall,

. 4, Inferview with CNA manager on 3/12/15 at 11
| AM verified the facility did not have a Quality
+ Improvement Program.

$6081! Ch 12 Sec 7 (n)(I){A-AA) Asslstad Living Faclllty | 85081
" (ALF) Core Sarvices

- (n) Furnishings, Bulldings, Physical Plant.
I
(i) Sleeping rooms shall be homelike, well
lighted, vantilated and aquipped in compliance
with the requirements.below:

{A) All windows ahall have drapes,
_ curtains, shades or blinds to assurance privacy;

(B) Beds {If provided by the facllity) shall
' be &t least standard siza in width (38"), end shall
' be equipped with comfortabie, clean matirasses
- and pliiows. Mattresses shall ba professionally
renovated or replaved as needed. Extra long
- beds shall be used to accommodate tall i

Wyoming Dapt of Health, Aging Diviaion, Healthcara LIoansing and Surveys
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residents, Rollaway-type bede, cots, and falding
| beds shell not be used unless the resident brings
! these items from home for personal use;
. {I) Two residents may, by consent of
both parties; or by approval of the eppropriate
responsible party, be permitted lo use one bed no
smaller than doubie size, and occupy a
single-bed sleeping ragm.

{G) Cabinet or bedside table;
(D) Non-combustible wastebasket;
{E} Chalr; and

' (F) If common closets are utilized by two

: (2) or mors residents, dlylders shalf ba provided

. for separation of each resldent's clothing, All

| closets shall be equipped with doors.

E Free-standing closats shall be deducted from the
square footage In the sleeping room.

. (G) The size and arrangement of the

_ rasidents’ beds, furnishings, possessions or

, equipment shall allow the resident to galn fire

| emergency acoess fo windows and doors, and

| access io toilet room Multiple-bed rooms shall

* have at least three (3} feet between beds.

{H) Resldents shall be encouraged to
" bring personal ltems and furniture to thalr fooms,
g (e.g., beds, chalrs, and pictures);
i (1) There shall be at laast one (1) bedsde
. screen par double room available to provide
" resident privacy when needsd;

(J) There shall be an adequate supply of

S6081
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hot and cold-water avaliable at each lavatory,
bathtub/shower, kitchen sink, dishwasher, and

- laundry equipment. Hot water for bathing, and

- resldent handwashing, and laundry should be no
 hotter than one hundred and twenty (120°)

" degrees Fahrenhelt.

(K) Al plumbing shall be maintelned in
, good repair and according to the requirements of
' the Uniform Plumbing Gode;
() Private water systems shall be safe,
polable, and have an adequate supply. Testing

- shall be dane moenthly and records of tests ahall

be relained et the facllity.
() Private water syatems shall be

| tested and found safe and potable hefore
Licansure is granted.

(L) Fireplaces shall be sacurely screenad
. and glessed In;

(M) Tha facllity shall be matintained so that
it Is free of hazarde, such as loose or broken

window gless, loose or cracked floors or floor

coverings, or cracked or loose plaster on wall or
cellings;
{N) Atleast ohe primary grade level

- entrance to the building shall be freely accessible
, for wheslchalrs;

(O} Each rasident shall have his individual

; comb, toothbrugh, towels, and wash cloths;

(P} Clean drinking plasses shall be

. Bvallable for the residents. Common drinking
1 cups are prohibltad;

(Q) Bethrooms shall have scap and tollet

, paper. The facillty shall provide paper towels or a
! blow dryer for hands, or rack space adequate for

: sach ragident using the bathroom to hang his/her
' personal towel. Uss of a common towel Is

| prohibited.

(R} Provislons shall be made for privacy in

! all bath and toliet ropms;
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56081 Continued From page 14

{S) Automatic deodorizers or aerosol
fresheners shall not be used except In
. bathrooms; and
{T) Residents shall not use a common bar
of soap. The facility shall provide etther soap
dispensers or individual bars of soap for each
. resident,
{(U) Housekeeping.
| (1) Houssokeeping practices and
" procedures shall be employed to keap the home
tree from offensive odors, sccumulations of din,
- and dus,
(Il) Floors shall be maimeined and
. clean.
{ll1) Polish of fioors shall provide a
non-slip finish,
' {(IV) Throw or scatter rugs shall not be
; Usad. Non-slip mats may be used.
: (V} Coverad contalners with tight lids shall
, ba used for garbage storage
‘ (W) The facility ehall be maintained free of
insects and rodents. All windows shall be
- screened. All exii doors opening inward shalll
have a screen door.
' (X) Linens and laundry.

; (1) Laundry sesvice for linen and
. regidents' parsonal clothing shall be provided.
The manager shall take measures to ensure thal
residents' clothing la not lost or misplaced while
laundering.
' (1) All linen shali be bagped or placed
- In @ hamper before belng transported to the
 laundry arsa.
(I!l) Bed linen ehall be changed as
nenessarv but at lesat waekly, Additional
| blankets or plliows shall be provided. Rubber or
| water protective sheets shall be used if indlcated.
! (v} Two (2) complete changes of clean
| bed linen shall be on hand for each licensed bed.

§5081
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85081 | Conlinued From page 15

| {1.) Torn, worn, or unclean bad linen
! ahall not be used.

| (V) All bleaches, detergents,

- disinfectants, and other cleaning agents shall be

, separated from medicines and foods.

1 (V1) Solled linen shall not be

! transporied through, sorted, processed, or slored,
! In kitchens, food preparation areas, or food

1 storage areas,

{Y) The heating system shall be Inspected
yearly, before the hesting season, and '
maintainad according to manufacturer's
instructions,

(2} Portable space heaters shall not be
used {e.g. electric or kerosene)

(AA) Equipment Maintsnance and Testing.
‘ () The devices, equipment, systems,
conditlons, arangements, levels of protection, or
any other features that are required for
I compliance with the provislons of the Life Safety
Code shall be parmanently maintained for the
building housing the facllity.

This State Rule and Regulation is not met ag
avidenced by.

; Based on obeervation and staff interview, the

| facliity failed to ensure 1 of 1 dining/kitchen area
| was free of hazards that created an unsafe
environment. The findings were.

| 1. Observation on 3/11/15 at 1:41 PM showed an
' area In the kitchen where the flooring was

- damaged and raised creating a trip hazard for
 staff and residents. The area was located in front
 of the refrigerator that was closest to the dining

| area. The kitchen area had two entrances and

| hothing restricting entrance to the area. The

S0

B,

Dasis.

§a_fgv.

A, The kitchen floor area identified as
p hazard will be fully repaired and
pliminated as a trip hazard by April
20, 2015.

carefilly observe their surroundings
for any possible hazards on a daily

member is to report it to the manager. |
Repairs will be completed in a timely
manner to protect regident’s health and

fﬁlzofls

Staff has been informed to

If a hazard is Jocated the staff !
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ralsed area was 3 feet in length and 4 inches ahé eclujpmén‘" au_dd- ComP]

wide. Food preparation, including hot items, was
| completed near the area that was raised.

' 2. Interview with CNA #1 on 3/11/45 at 1.42 PM W Mh}‘{ W‘“ﬁ“‘ Pod

confirmed the ralsed area in front of the will b e Yae "3’
! refrigerator had been there “for a while." ¢ N«PO \&i o | \7
' QP yweeting

monthy and as needtd by

- 3. Observation on 3/12/15 st 11:20 PM showed a

i confused resident was ambulating near the ralsed

i prea during mdal preparation, while the oven was
hot.

85118} Ch 12 Sec 10 (b)()(A) Secure Demeniia Units 85118

. Secure Dementis Units, Level 2 assisted living

! {acilities requirs adharence to ali Lavel |

. requiremants with the following additlonal criteria
i for a Level 2 Asslated Living Facliity License.

{b) Level 2 Staffing Requiremente
i () Nursing Statf

{(A) A licensed nurse must be on duty
: onh all ghifts.

- (1) May be an LPN if an RN [a
availlable on premises or by telephons.

(2.} To adminleter P.R.N.
: medications.

——— A A — T — e o e i -

: {3.) To petform ongoing resident
| avaluations in order to ensure appropriats, timely
i Interventions.

! This State Rule and Regulation ig not met es
1 svidenced by:
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Based on record raview and staff interview, the

i facllity failed 1o provide & nurse on all shifts for 4

v of 4 (#1, #2, #3, #4) sample residents requiring
medication administration and 1 of 2 (#1) sample
residents with incldents requiring routine

; assessment for injury. The findings were:

1. Review of the Medlcation Administration
i Record {MAR) for resident #1 for December 2014
! showed the resldent had no documentation for 2
1 medicatlons on 12/4/14. Review of the MAR for
' January 2015 showed the resident had no
i documentation of administration for 11
| medications on 1/715. Further revlew showed &
| CNA had Inltialed administration of 10
i medications on 1/19/15, ® medications on
' 126115, and 11 medications on 1/26/16.

2, Review of the MAR for resident #2 for January
2016 showed the resident had no documentation
of 2 madications on 1/7/15. Further review
' ghowed & CNA hed Initialed administration of 2
» medications on 4/19/18, 1/28/15, and 1/29/15

3. Review of the MAR for resident #3 for January
| 2015 showed the resident had no documentation
i for 4 medications on 1/7/16. Further review
| showed & CNA had Initialed administration for &

t medications on 1/19/15, 7 medications on
| 1/26115, and 6 medications on 1/29/15.

|

| 4. Review of the MAR for resident #4 for January -

| 2015 showed the resident had no documentation

| for 1 medication on 1/7/15. Further review

- ghowed a8 CNA initialed adminlstration of 1
medicatian-on 1/19/15, 1/26/15, and 1/28/15.

5. Review of an Ingldant report deted 3/10/16 and
timad 10 AM showed resident #1 was ambulaling
without the uee of his/her walker. The resident

. It has been determined that we no
onger quality as a Level 11 Assisted
iving Faeility due to the absence of a
ll-time nursing staff.

. Our current nursing services
ualify vs at a Level I Assisted Living
acility. Our nursing services will
ntinue at that level,

urses and the other nursing staff on
oard we have on site coverage that
verages anywhere from 30 to S0
ours per week, The nurses do all med
asses, all medical assessments at
east annually or specifically related to
esident medical changes, or specific
incidences that occur such as falls,
octor’s orders, etc.

. Application to convert to a Level 1
sisted Facility was submitted on
une 11, 2015,

. Our fall protocol, if there is concern
f possible physical damage including
ead trauma, is to first call 911 and
quest an ambulance to assist in
oving the resident, checking wvital
ign, etc. At the same time we would
otify our on call nurse.

BEEHIVE HOME OF BUFFALO BUFFALO, WY 82034
x| SUMMARY STATEMENT OF DEFICIENGIES © L PROVIDER'S PLAN OF CORREGTION T o
BREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENGED TO THE APPROPRIATE J DATE

i | DEFICIENGY) '

i ' T

" §5118' Continued From page 17 S5118 |
v 6/10/15

. Currently between our Director of

o ————
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35113" Continusd From page 18

, lost his/her balance and fell into a recliner.

" Continuved review showad the rasident "bumped
. hisiher head before [the resideni] hit tha floor."

i Further review of the Incldenl report end nurse's
. notes for thet time falled to show evidence that

, the facliity had conducted 8 neurologlical

" agsesament.

| 8. Review of an incident report dated 12/6/2014

and timed 10:45 AM for resident #1 showed athe

. was found on the floor lying parlially on his/her
knees and slde. Further review of the incldent
repori and nurse's note for that time felled to

. show evidence thal the facllity had conducied a

- neurological assegsment.

. 7. Intarview with CNA manager on 3/11/16 al 2:48

1 PM revealed Lhe faclity contracted with nurses
i and they are not at the facillly 24 hours per dey.

! 8, Interview with RN #1 3/11/15 at 4 PM

, confirmed that nurses are not In the facility 24
! hours per day and the nurses do not conduct
i neurologlcal assessments after a fall.

55118

loe auAiBAVnofW

g fhe resident Gles sod) |

o~

nezded Yo ensure avamklkz
Placed ond -Qn\dw‘\.@ WM

T Quadely Qn w\w}fﬂgi
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