$04/15/2016 FRI 10:52

FAX

PRINTED; 0

@ooz2/014

3/24/2018

FORM APPROVED

{ALF) Core Bervices

(8) The assisted living facility core services
includa the foliowing:

(i) Assesements completed by a Reglistered
Nurse,

(A) Reglstered Nurse medioation review
avery two (2) monthe or sixty-two (62) days or
whenever new medication Is presaribad or the
resident's medication Is changed,

This State Rule and Regulstion ls not met as
evidenced by:

Based on medical record review and staff
Interview, the facility fallad to ensure a reglstered
nurse (RN) was avallabla to review medications
avery 62 days or with each new medication
change for 2 of 2 residents reviawed who had
medication orders (#1, #2). The findings were:

1. Medical record review showed resident #1 was

admitted to the faclity on 1/23/15 with dlagnoses
which Includad schizophrania and type i

- Medication Review prior tp
admission, every 30-60 days, annually
and if a change in condition occurs.

- Discharge Potential nssessmer
prior to admission, annually, and 4
discharge.

- Sign off on medications as needed
organize medications for the week, an
assessments afler a fall or injury
oceurs,

— e

} > v

C, Facility Manager will review al
nursing documents for complefenes
and proper signatures for qualit
agsurance and resolution of improp
and incomplete documentation.

D. A current nursing assessment, pl

of care, ALF 102, medication review
and discharge potential assessment wil
be updated on all current resident file
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A. A registered nurse iz currently
Rules and Regulations utllized for thls eurvey are. employed by our facility.
Rules and Regulations for Program . .1 .
Administration of Aeslsted Living Facllities, B. The RN duties will include:
Chapter 12, effective 12/12/2007 - Nursing  Assessment prior {o
admission, annually, and if & change in
Rules and Regulations for Liconsure of Assisted condition occurs.
Living Faailities, Chapter 4, effective 06/26/2001 - Plan of Care prior to admissioh,
A survey was conducted by Healthcare Licenging annually, and if a change in conditi
and Surveys on 3/10/18. The survey was promted occurs. ‘ o
by complaint Intake #.1C-16-022, ~ ALF 102 prior to admission,
annually, and if a change in conditiop
88018) Ch 12 Sec 7 (a)(Ix)(A) Assistad Living Facility S6018 OCCUYs.
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§b018

86020,

Continued From page 1

dlabetes, Raview of the resident'a March 2016
medicatian administration record (MAR) ehowed
tha residant recaived mediostions, Furiher review
ghowad no indlcation sn RN had reviewad thoae
medlcationa,

2. Medlcal record review showed resldent #2 was
admitted to the facility an 1/31/14 with diagnosss
which included schizophrenia, dementia, chronlc
obstructive pulmonary disease, and chranlc
kidney disease, Review of the resident's March
2016 MAR showed the reeldent recelved
medioations. Further raview showed no Indlcation
an RN had reviewed those medications.

4, Interview with licensed practical nurse (LPN)
#1 and Executive Secretary #1 on 3/10/16 at 1
PM confirmed the faclilty falled to ensure an RN
was avallahle to review resident medications, and
residents #1 and #2 had physelclan'a orders for
medications. In addition, both confirmed the
taoliity had falled to have & staff or contracted RN
singe the and of 2015,

Ch 12 Sac 7 (b)())(A) Assisted Living Facllity
(ALF) Core Services

(b) Reslident Assssement end Services. The
statf/contract Reglstered Nurse (RN) shall
conduet Inttlal and, at a minimum snnually, an
pecurata, standardized, reproducible assessment
of each rasident’s funotional capacity, physical
assasement and medication review,

() The complation of tha ALF 102.
(A) The current verslon of the ALF 102 |8

the designated scraening tool, The form may be
updated and/or revised periodically by the

86018
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§6020| Continued From page 2 86020 _ 4/30/16 |
Program Dvision. Providers wiil be notified of A A registered nurse is cumently
ehanges in the farm, The following guidelines employed by our facility.
apply to the ALF 102;
() The ALF 102 s only valld B. The RN duties will include:
he s only va - Nursing Assessment prior
completed within forty-five (46) days prior to i .
sdmisslon and there Is no changs In the admission, annually, and if a change
rasldent's condition. condition occurs.
- Plan of Care prior 10 admissio
() The ALF 102 must be completed annually, and if a changc in conditi
and signed by en RN. accurs.

- ALF 102 prior to admission,

e phm&"gy;m N-Frj?fmmu:{;fv?r{"ng}ﬁ:d annually, and if a change in conditiop
person by an RN. occwrs. .
. - Medication Review prior tp

(V) Anew ALF 102 shall be completed admission, every 30-60 days, annually,
at least snnually, and when there s & change In and if a change in condition occurs.
the resident's condition. - Discharge Poteptial assessmer(
This State Rula and Regulation s not met ee prior to admission, annually, and at
evidenced by. discharge. .
Basad on medical record review and staft - Sign off on medications as needed,
intarview, the facility failed to ensure 8 registered organize medications for the week, and
nurse (RN) was avallable to complete annual ALF assessments after a fall or injury
102 assessmanta for 2 of 2 residents reviswed OCEUTS
who required an updated ALF 102 {#1, #2), The .
findinge were: . . .

C. Facility Manager will review

1. Madical record raview showad resident #1 had nursing documents for completenes
a completed ALF 102 assessment dated 1/2316. and proper signatures for ¢ualit
FTuFPU;‘f:I‘_’elW °h°“é:‘:eﬂ1°mw“ noALF 102 assurance and resolution of improp
wiha recent dale. and incomplete documentation.
2. Madical reaord review showsd resident #2 had '
a complated ALF 102 essessment dated 1/23/15. D. A current nursing assessment, pla
Further review showed there was no ALF 102 of care, ALF 102, medication review
with & more recant date. and discharge potential assessment wil
3, |ntervisw with licensed practical nuras (LPN) Pc updatic’l‘ oflnal,l current resident file

.
by Aprit=a6 2016
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$6020| Continued From page 3 86020 4/30/16
#1 and Executive Secretary #1 on 3/10/16 at 1 A A registered nurse is currently
PM confirmed the faclity falled to ensure an RN employed by our facility.
was avallable to perform ALF 102 asgessmants,
and resldents #1 and #2 had ALFlmzddlﬂ both B. The RN duties will include:
geeesaments thet were overdus. In addjtion, bo - Nursing Asses t prior t
confirmed the fagllity had falled to heve a staff or admission agnnually ::ée?f a fhange i
contracted RN &ince the end of 2016. condition becurs.
S5063 Ch 12 Sec 7 (d)(v)(A) Asslated Living Facllity $6053 - Plan of Care prior to admissios,
(ALF) Core Servicea annually, and if a change in conditioh
OCCUrs.
(d) Medications. - ALF 102 prior to admission,
annually, and if a change in conditioh
(v) Medication Adminlstration occurs.

(A) An RN shall be responsible for the - Medication Review prior tp
supervislon snd management of all medication admission, every 30-60 days, annually,
adminlstratian ae requirad by the Wyoming Nures and if a change in condition occurs.

| Practioe Act, and the Wyoming Board of Nureing - Discharge Potential assessment

Ruies and Regulations. prior to admission, annually, and at

This State Rule and Regulation [s not met as dlSCh.a 6o -

ovidenced by: - Slgn off on n'.lcdlcanons as neaded,

Based on madical recard review and etaff organize medications for the week, an

Interview, the facility falled to ansure a replstered assessments after a fall or injun

nuree (RN) was avallable to supervise and ocenuts.

mangage medication adlmlnlatratiun aa the facmtt]y

for 2 of 2 residents raviewad who had medication " Y e

management neads (#1, #2). The findings were: C. Facility Manager will review al
nursing documents for completenes

1. Medlcal record review showad resldent #1 was end proper signatures for quality

admitted to the fa?‘llllw ohn 1231 E»d with dlllagnoses assurance and resolution of impropet

which Included schizophrania and typa and incomplete documentation.

diabetas, Review of the residents March 2016 P tation

medication administration recard (MAR) showed D. A .

the resident recelvad medicatlons, Further review - A cument nursing assessment, p

ghowed no Indication an RN had reviewed those of care, ALF 102, medication review

madioations. and discharge potential assessment wil
be updated on all current resident file
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Continued From page 4

2. Medical record raview ehowad realdent #2 was
admitted to the facllity on 1/31/14 with dlagnoses
which included echizophtenia, dementla, chronic
obstructive pulmenary disease, and chronic
kldney disesse. Review of the resldent's March
2018 MAR showed the resldent recalved
medications. Further review showed no indication
an RN had reviewad those medications,

3. Interview with licensed prectical nuree (LFN)
#1 and Executive Secretary #1 on 3/10/116 at 1
PM conflrmed the facllity falied to enaure en RN
was avaligble to supervies and manage
medlcetions, and resldenta #1 and #2 had
physician'a orders for medicatiane. In addition,
toth confirmed the tacillty had falled to have a
etaff ar cantracted RN since the end of 2016.

Ch 12 Sac 7 (s)()(A-K) Asslated Living Facillty
{ALF) Core Services

(e) Residant Records and Reports. Each
residant's racords shall be current, orgenized and
maintained In Indlvidual folders which shall bs
mede avallable to the resident, the Licensing
Divislon, or deelgnated representative upon
request,

() Each folde; shall include the falfowing:

(A} Information from the referring agent, If
appllcable;

(B) History and physical parformed by &
physlcian or physiclan axtander;

(C) Individual admission form, The form
ghall, at @ minimum, contaln the following
information:

§u063

SB064

W arming Dept of Heallh, Aging Hivislon, Henlthcars Licensing and Burveys
[

STATE FORM

e xwwa

It continuntion shuwe] 5070

\ \\)i



04/15/2016 FRI 10:53 FAX

Healthoare Licansing and Surveys

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SLIPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

@oor/01¢

PRINTED: 03/24/2018
FORM APPROVED

ALFD10

{X2) MULTIPLE CONBTRLICTION
A BUILDING:

B. WING

(X3) DATE BURVEY
COMPLETED

03/10/2018

NAME OF PROVIDER OR BUPPLIER
BEE HIVE HOMEB OF EVANSTON

STREET ADDIHEBE, CITY, BTATE, ZIF CODE

1048 WEBT UINTA BTREET

EVANSTON, WY 82930

(%) 1O
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L8C IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH CORREGTIVE ACTION BHOULD BE GOMFLETE
TAG CROS8-REFERENCED TO THE AFPROFRIATE DATE

55084

Continued From page §

{I) Full name of realdent and former
address;

(1) Date of admisslon;

(I Sex, race, dete of birh, secial
security number, and formar occupation;

(IV) Name, home address, end
telephane number of relative, friend, Power of
Attorney, or guardian;

(V) Name, address, and telephone
number of resident's personal physician, dentlst,
ophthalmaloglet or optometrist;

(V1) Medicare number of cther medical
insurance ldentifying data;

(Vi) Awritten Inventory of all parsonal
possessions; howaver, this Inventory need not
Include pereonal clothing.

(D) All eccidents, injuries, incldents,
linessas, and allegations of abuse, neglect or
exploltation shall be reported to the residents
tamily or respensible party and be documented n
the Indlvidual reeident records. Al such
ocourrences shall algo be reported to the
appropriate entity for follow up and resolution.
Reports of all Incldents affscting the health,

walfare or safety of a resident ahall be provided to

the Licensing Division Immadiately (within one
business day). Reporilng shall be done by
telephane or fax, The facility's Investigation of
the inoident shall be repartad to the Licensing
Division and the Long Term Care Ombudsman
within five (5) working days. Dosumantation to

£5054
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58054 | Continued From pege 8

support the facllity reporting the situation and
follow up must &lso be present In the resident
racords;

(E) An accounting of all personel funde
depuosited with and disbursed by the facllity;

{I) Upon written authorization of &
cllent, the facliity must hold, ssfeguard, manage
and eccount for the personal funds of the client,

{1.) The faclity must deposlt any
parsongl funds In excess of $100 (n an Interest
bearing account,

(2.). Tha faclity must establish and
malntain & system that assures a full and
complete and separate accounting acearding to
generally accepted accounting principles of each
rasident’s personal funds entrusted to the facliity.

(3.) Upon the death of a resident with
& personal fund deposited with the taclllty, the
facllity must convey, within 30 days, the resident’
& funds 8 fina accounting of those funds, to the
individua! or probate Jurisdiction administering the
resident ' s ostate.

(4.) The fecliity must not Impoee a
charge against the personal funde of a resident
for any iter or servlce for which payment Is mada
under Medicald or Medicara excapt for mpplicable
deductlble and colnsurance amounts.

(F) A sligned copy of the resldent’s rights;

(G) The resident's assessment and
Individunlized assletance plan;

56054
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85084 | Continued From page 7 86064
{H) Coples of 2l applicable resident
asslstance contracte, signed by both partiee; 3/30/16
(1) Written acknowledgment of the recelpt . I
and explanation of ell facility policles including A. ,New,ma“ag‘?" was advised that tiy
admieslon/discharge policles; resident’s guardian needs to be notifie
if the resident has any change i
(J) Copy of all ALF 102's; and condition or when care has bee
transferred to an emergency facili
; u%%ggy "’; :utﬂfaebgnntractual regardless of where the emergenc
egponelbilities, 1 &pp ) took place.
B. Manager is aware that verba
‘This State Rule and Regulation (8 not met as communication is not sufficieni. An
Eﬂgemdrﬁﬁhw racord review and staff communication with the residont”
a { i .
Interview, the facility falled to report a change of guardian or outside agency needs to b
oondltion to the resldent's guardian for 1 of 3 fully documented for quality assuranc
sample residents (#1). The findinge were: and future reference.
mﬂfﬂcﬂl mmcfhﬂl\::;‘ﬁ ::;‘t"’y;‘: ll-le:‘lzggtt:: had C. During a quality assurance meeting
agnoses . .
Further review showed the resident visited the hﬁk? 3/;‘0/16’ maélager gfsw.ssed the
local emergency room on 3/3/16 for lagues with chain of command regarcing 15sucs o;
hie/her feet, and sfhe was discherged from the emergencies relating to residents. The
emergency room the same day with diagnosss of importance of documentation and
neurodermatitis and type I diabstes mellitus with nolifying the menager were highly
foot ulcer, The instructions called for a local hame stressed.
health agency to vialt the residegt a% t?o facllltty for
dressing changes, and for & podiatrist to vislt on 77/2 D? o
3/8/18. Observation on 3/8/16 at arognd 4:30 PM £ ﬁ (i
(Burvayor was gt the faclllty untelatad to thia / / ‘
complalnt) showed the pc:emamatl t\gslted the 9 %’{ v /?/ F
resldant, who was ambulatory without any ,
asslstive devices, Observation on 3/10/16 at ﬂ(f? /W / Mj / (el - /7
11:10 AM ehowed the resident ambulated without
any assistive devices, The following concerns
waere |dentiflad:
a. Review of the entlre madice| record
Wyoring Dept of Finallk, Aging UWIson, Hieainoara Licensing and Surveys
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56084 | Continued From page 8 58054 }
revealed there was no documentation to show |
resident's guardian was notified that the resident i
had visited a looal ernergenay roam.
b, Interview with licensed practical nurae
(LPN) #1 and Exscutive Secretary #1 on 3Mone !
at 1 PM confirmed the facllity falled to notify the
resident's guardian of the emergancy reom vieit.
The interview revealed the resident was sent to
the emergeney room by staff at a local outpatient
mental health center, and the facllity was |
unawars that they were still requirad to ensure
tha guardlen was notified of the vialt.
!
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