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Opening Comments
Rules and Regulations utilized for this survey are:

Rules and Regulations for Program
Administration of Assisted Living Facillities,
Chapter 12, effective 12/12/2007

Rules and Regulations for Licensure of Assisted
Living Facilities, Chapter 4, effective 06/268/2001

A licensure survey was conducted by Healtheare
Licensing and Surveys on 4/10/17 through
4/11/17_Alsoreviewed inthe course ofthesurvey
was complaintintake LIC-17-025,

The following common abbreviations are used
throughout the document:

ALF-  Assisted Living Facility
RN-  Registered Nurse
CNA- Certified Nursing Assistant

Less commonly used abbreviations will be
annotated in each deficiency.

Ch 12 Sec8(b)(lii) Personnel And Staffing
Requirements

(b) Staffing.

() The assistedivingfaclilty shalinotemploy
an individual as a nurse assistant who ig not
currently certifiled by the Wyoming State Board of
Nursing. Certification must be verified by the
maneager of the assisted living faclity.
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, A. All deficiencies in the smployee files have 5/12/17
$8003 | Continued From page 1 $5003 been brought into compnfncg as of 5/12/17
This State Rule and Regulation Isnotmetas 1. All current employec files have current
evidenced by: CZN/-\ Imf:nsure verlﬁciatmn. Including
Based on employee record review and staff "e“fg"am“s on C:‘A $#2 and #4 ¢
interview, thefacility failedtoverify certification of 213' The manager of Beehjve Homes o
. uilalo hes completed an audit of the
current CNA licensure for 2 of 4 employee remaining employee files and determined
records reviewed (CNA#2, CNA#4). Thefindings that all cmployee files are complete and up
were. 1o date.
3. The manager of Bechive of Buffalo will
1. Review of the employee record for CNA#2 complete an employce checklist on cach
showedadateofhireof2/27/17. Further review employce to ensure that all employee files
showed no evidence of verification of current arc accuratc and complete and will
CNA licensurs. periedically eudit all employee files to
ensure that all employee files are complete.
2. Review of the employee record for CNA #4 4 ﬁxrp"m‘e.gdmi“is“.";t'.k’" “:f“ form a ‘
showed adate ofhireof11/2014, Furtherreview ffmw,“;:g"{;,jf;;“;;&;‘iﬁ o intomnally
showed no evidence of verification of current audit all employee files as part of our
CNA licenstre. Quality and Assurance program 1o improve
: the quality of the care provided in our
3. Interviewwiththe manageron4/11/17 at1:35 homes. The audil will be conducted on &
PMconfirmed therewasnoavidence oflicensure semi-annual basis and documnented in the
verification. In addition, she stated "no, they QA binder.
[licenses) were not printed.”
s5006] Ch 12 Sec6(c) Persannel and Staffing $5006
Requirements
(c) Background checks. All staff of the assisted
living facility shall successfully complete, at a
minimum, a State of Wyoming Division of
Criminal Investigation (DCI) fingerprint
background check and a Department of Family
Services Central Registry Screening befors direct
resident contact.
Thig State Rule and Regulation is notmetas
evidencedby:
Based on employee record review and staff
Interview, the facliity failed to ensure a Central
Wyoming Dept of Heaith, Aging Division, Healtheare Licensing and Surveys
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55008 | Gontinued From page 2 85006 B. It is standard aperating pmcc_durc for Bechive (51217
Homes that all employees are required to complete a
Registfy screening was comp|eted for1ofd criminal t?ackgrnund investigation through th(? state
employees reviewed (CNA#1). Inaddition, the of Wyoming DCI and the Department of Family
facility failed to ensure criminal background Services central registry, . -
checks were completed for 2 of 4 employees ééggem‘;‘z 2%‘::’;??::;’; f“‘gc' lpr int " imingl p
reviewed (CNA#2, CNA#3). The findings were: $/12/17, Background checks have been pompleted
and placed in employee files for CNA's #1,#2,#3.
1 .Reviewofthe employee record for CNA#1 2. All current Staff files have been reviewed,
showed a date of hire of June 2011. Further updated and documented with DI'S screcning and as
review showed na evidence a Central Registry mentioned mbove the finger printing has been
screening was completed attime ofhire. completed on $/12/17.
3. The manager of Beehive Homes of Bulfalo has
2 Review ofthe employee record for CNA#2 becen educated an standard operating pracedures and
showed a date of hire of 2/27/17. Further review to periodicaily review each employee file lo ensure
showed no evidence a criminal background ;ha(t)"" b;f;‘\gr"““d.ch"“ksn?re °°lm"l°‘°d .
checkwas complatedattime of hire. ceciround cheok 0 ke sve v e oo
. manager is in compliance with all policies and
d ReviewoftheemployesracordforCNA#3 procedures as outlined by the compeny as well as
Shqwed dateofhire OfJanuaW‘ 291 7.Further stutc guidelines regarding background checks,
review showed no evidence a criminal
backgroundcheckwascompleted attimeofhire.
4.Interviewwiththe manageron4/11/17at1:35
PMverifiedtherewasnoevidenceto showthe
Central Registry screening and criminal
background checks had besn completed.
95008 Ch 12 Sec6 (d)(ii)(A-F)Personnel and Staffing | 85008 | C. All current stafT TB tosting hus boen completed,|'2"
Requiremants documented and brought up to date in the cmployee
ploy
filcs, including CNA #4 as of 5/12/17.
(d) Infection Control. Written policies shallbein 1. The manager has reviewed all employee files 10
effect to ensure that newly hired and current prsure that il employces have ben tested or retested
employees do not spread a communicable b The mananer of Beehive |1 FIufTal
diseasethatcould batransmitted through usual ducated o aolicy and brccedurcs on T8 mt
Job duties. These shallnotbelimited to; ommunicabie di-enses and e hecessaty (£8ting and
. , retesting, also on proper documentation that will be
(Ify Tuberculin Testing. malntained in all current employee files and will
. perindically review all TB documentation to ensure
(A) Tuberculin testing must be continucd compliance.
accomplished for each employee prior to
mmlng Dept of Health, Aging D1vison, Healhcaré Licansing and Survays
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$5008| Gontinued From page 3 S5008 3. The manager will hiold in-service meetings

employment and annually thereafter,

(B) Employees having known positive skin
tests shall provids a certificate of
noninfectioushess, recommendations, if any, for
treatment, and evidence they have complied with
suoh recommendations.

(C) Individuais providedocumentation of
negative skin testadministered withinthe last
twelve (12) months donotrequire afollow-up

(D) Individuals who have not had a gkin
test or who do not have written proof of skin test
results, shallhaveanintradermal Mantoux using
S5TUPPD. This shallbeaccomplished viathetwo
(2) step procedure. Ifthefirsttestis negative and
the employee is asymptomatic, the employee
may engage In resident contact prior to the
results ofthesecond skin test.

(I} Anegative reaction requires no
follow-up.

() A positive reaction (10mm in
durationsuing 5TU PPD)requires areferraltoa
physician for x-ray and certification of
noninfectiousness and appropriate treatment if
needed. Follow up shall comply with the
recommendations of the attending physician.

(E) lfsymptoms ocour, anewcertificate of
noninfectiousnessis required.

(F) No person with an airborne, contagious
or Infectious disease shall be employed until a
work release isobtained.

() The facility shall prohibit employees

periodically to educate the staff on TB and
communicable diseascs and the testing and retesting
that needs to be done annually and why it is
Necessary,

4, The Q&A commitiee will semi-annually sudit all
paperwork with regard to 113 and the continued
education of the stalf and the manager on TB and
communicable diseases,
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55008 | Continued From page 4 §5008
with a communicable disease or infected skin
lesions from direct contact with residents and
thelrfood, Ifdirectcontactwilltransmitadisease.
(I The facility shall require staff to
follow universal precautions when performing
directresidentcare,
This State Rule and Regulation isnotmetas
evidenced by,
Based on employee record revisw and staff
interview, the facility failed to ensure staff
members were free from communicable dissass,
including TB (tuberculosis) for 1 of 5 employee
records reviewed (CNA#4). The findings were:
Review of the employee record for CNA #4
showedadateofhireof11/2014, Furtherreview
showed noevidence acommunicable disease
screening or TBtesthadbeehcompleted.
Interviewwiththe manageron4/11/17at1:35PM
confirmed there was no evidence a TBtesthad
bean completed.
§5009; Ch128ecs (e)(i) Personnel And Staffing 85009 , . i
Requirements C.Beehive Homes policies require complete staff  [5/12/17
orientation and education regarding resident
-~ rights, evacuation and emergency procedures,
() Personnel Policies and Records. 1. A form exists and has been put into place that
. I will be completed und signed by both the
() Management shall provide new smployee manager and employee acknowledging that the
o_nentatwn anq education regarding resident cmployce hus completed their oricntation
nghts. evacuation, and emergency procedures, regarding resident rights, evacuation and
aswell as training and supervision designedto emergency proceduares. This form will be
improve resident care. maintained in all employee's file and has been
completed and placed in CNA's #2,#3 44 and
ALT manager's files,
2. The manager reviewed all current employee
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orientatian.
This State Rule and Regulation isnotmetas 3, The managey will complete n checklist to ensure
evidenced by: that orientation has been done and signed off an by
Based on employee record review and staff the employee and the manager acknowledging that it

interview, the facility failed to provide new
employee orientation and education regarding
resident rights, evacuation, and emergency
proceduresfordof Semployesrecordsreviewed

showed adate of hire of 2/27/17. Further review
showed na evidence of new employee orlentation
oreducation.

2. Raview ofthe employee record for CNA#3
showed adateofhireof January 2017, Further
revlew showed noevidence ofnewemployee
orientation or education.

3. Review of the employee record for CNA #4
showed adate ofhire of 11/2014. Furtherreview
showed no evidence of naw employes orientation
areducation.

4, Review of the employee record for the ALF
manager showed adate of hire of January 2017.
Further evidence showed no evidence of new
employss orientation or education,

8. Interview with the manager on 4/11/17 at 10:45

AM verified the facility did not have a record of
newemployee education.

55010 Ch 12 Sec 6(e)(ii)(A-L) Personnel And Staffing 85010
Requirements

(e) Personnel Policies and Records.

has been completed.

4. The manager will periodically review employee
files to maintain compliance and will periodically
provide continued in-service education regarding
resident's rights, evacuation and cmergency

(CNA#2, CNA#S CNA#4, ALF manager). The procedurcs.

findings were: 5. Our Q& A committec will scmi-annually audit all
employee files to ensure that orientation and

1. Review of the employee racord for CNA#2 continuod education is being completed.
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88010 Continued From page 6 $5010

(i) A record for the manager and each
employee shall be maintained and contain at a
minimum thefollowing Information:

(A} Name, current address and telephone
number,

(B) SocialSecurity Numbar;
(€) Education;

(D) Waork experlence, documentation of
refarence checks;

(E) Date ofemployment

(F) Position in the assisted living facility
Uob description);

{G) Decumentation oftubarculin testing;
(H) Orientationchecklist;
(1) 1-8, (Employment Eligibility Verification);

(J) W-4 (Employee's Withholding
Allowance Certificate);

(K} Licensure, Certification, or Credantials;
(e.g., RN, LPN, CNA; and

(L) Documentation of all completed
background and Central Registry background
check with nooffenses.

This State Rule and Regulation Is not met as
evidenced hy:
Based on employes record review and staff

E. Eidercare has an employee file checklist
that addreases gil lemas on the detalled llat at
§5010. Tha list ia {0 ba in each emplayee's file,
properly marked and signed off with all related
documentation, and maintained in the
smployee's file. Annually new w-4's are 10 be
completed, unless there Is a change In status I-
£'s are only to be done every 5 years.

1. All employee files are compete as of 5/12/17
and the manager of Beehive Homes was
aducated on policles and procedures regarding
employee files as to what ls supposed to be in
them and maintaining complateneas of them by
updating as needed, This included CNA #1.
2. The manager has reviewad the current
amployes files 10 ansure that thay are all
complete and the employea checklist is
complete and up {o date.
3. The manager will be glven In-service hours

- for continued education regarding employss
files and what needs to be done (o properly
maintaln them,
4. The manager will periodicelly review
employea files and chacklista 1o ensure they
are complete and up to date,
5. Our QBA commities will semi-annually audit
all  employea files to assura that all
components of the file are complete, accurate
and up to date,
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$5010| Continued From page 7
interview, thefacility failed to ensure employee
personnel records contalned all of the required
components including 1-9 (employment eligibility
verification) for 1 of 4 employees reviewad (CNA
#1). The findings were;
Review of the employee record for CNA #1
showed a date of hire of June 2011, Further
reviewshowed noevidence 1-8verification had
been completed. Interview withthe manager on
4/11/17 at 1:35 PM confirmed 1-9 verification was
notin the employee record.
55018 Ch128ec7(a)(ix)(A) Assisted Living Facility
(ALF} Core Services
(8) The assisted living facllity core services F. Bechive Homos of Buffalo has a contractual
include thefollqwing; apreement with an RN to provide nursing services to
comply with any end &l nursing core services of an
(IX) Assessments completed by a Registered assisted living facility. This includes resident
Nurse Bssessments, medication reviews as required by stale
) rules and regulations.
. N . |. We changed our nursing contract to address the  [5/19/17
(A) Registered Nur.se medication review deficlencies noled and have brought everything into
every two (2) months orsixty-two (62) days or compliance as of 5/19/17.
whgnever newme_dlcgtlon isprescribed orthe 2. Medication reviews on all current residents have
resident's medication ischanged; been completed and properly documented in the 5/19/17
resident files on 5/19/17 including everything for
This State Rule and Regulation isnotmetas rcsidonts #3 and #4.
evidenced by; 3. The RN reviewed all current resident's
Based on medical record review and staff medications and was reminded that medications on
interview, the facility failed to ensure a Registered “d"/ “‘deli“s “eeg 1o be "ev’zwed every two months
Nurse reviewed resident medications every two ““m‘;’ :a:g diguf'c':}ggrisM“L‘;‘.zmun coviews, MARS
(2) months, when a new medication was and notations what is completed and when it is
prescribed, or when there was achange inthe completcd.
resident's medications for2 of6 (#3,#4) sample 5. The manager will every two months roview all
residents. The findings were: nursing paperwork and notes to ensure that
imedication reviews are being completed or when 2
1.Medicalrecordreviewshowed resldent#3was resident’s physician makes a change.
admitted on 10/3/16 with a diagnosis of diabetes. 6. Our Q& A committee will semi-annually audit
resident files, MARS, and nursing notes to ensure
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" $5018 | Continued From page 8 85018  |Uhat medication reviews ore being completed.
Review of the April 2017 medication
adminlstration record (MAR) showed the resident
received medications; however there, was no
indication & RN had reviewed those medications.
2. Medicalrecordreviewshowedresident#4 was
admitted on 12/7/16 with a diagnosis of
paroxysimal dyskinesias (episodic movement
disorders in which abnormal movements are
presentonlyduring attacks), Reviewofthe March
and April 2017 MAR showed the resident
recaived madications; however, thare was no
\ indioation a RN had reviewed those medications.
J 3. Interview with the manageron4/11/17 at12:45
PM confirmed medication reviews had notbaen
completed every 60 days. Ih addition, she
revealed the facility had anurse oncontract and
the nurse was only at the facility five hours per
week.,
85020 Ch12 Sec7 (b)(i)(A) Assisted Living Facility 85020
(ALF) Core Services
' (. New ALF 102 forms were completed on 5/19/17(5/19/17
(b) Resident Assessment and Services. The on all current sesidents including residents #s
staff/contract Registered Nurse (RN) shall 1,2,4,5.and 6.
condupt initial and, at a minimum annually, an 1.The RN reviewed all residents ALF 102 forms to
accurate, standardized, reproducible assessment ensure that they were complete and up to date,
of each resident's functional capacity, physical 2. The RN was cducated on policy and procedures
assessment and medication raview. regarding the ALF waiver and that all residents that
were new needed an evaluation and all residents
(i) Thecomplsetion ofthe ALF102. g:fg z‘: Slgangzzser;fwamam“ on tho anniversary
. ) 3. The manager will continually review all AL 102
(A) Thecurrent version ofthe ALF 102 is forms to ensgre that they are cglmplete and up to dale.
the deslgnated screening tool. Theformmay be 4. Our Q&A committee will semi-annually audit all
updated and/or revised periodically by the ALF 102 forms to cnsurc that we are in compliance.
Program Division. Providers will be notified of
changes In the form. The following guidelines
apply tothe ALF 102;
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(I) The ALF 102 is only valid if
completed within fordy-five (45) days prior to
admission and there ig no changs in the
regldent's condition.

(Il) The ALF 102 mustbecompleted
andsignedbyanRN.

(Il}y The ALF 102 may be completed
telephonically; however, itmustbe verified in
personbyanRN.

(IV) AnewALF 102 shall be completed
atleastannually, and whenthereis a changein
theresidant's condition.

Thig State Rule and Regulation is notmetas
evidenced by:

Based on medical record review and staff
Interview, the faclilty failed to ensure ALF 102
agsessments ware completed upon admission
and annually for 5 of 6 sample residents (#1, %2,
#4, #5, #6). The findings were;

1. Review of the medlcal record showed resident
#1 was admitied on 9/1 0/13, Further review
showedanALF 102 assessmentwascompleted
11/2015. Continued reviewshowedtherewasno
ALF 102 assessment with amore recent date,

2. Review of the medical record showed resident
#2 was admitted on 2/15/17 , Further review
showed no evidence an ALF 102 assessment
was completed.

3. Review of the medical record showed resident
#4 was admitled on 12/7/16. Further review
showednoevidence anALF 102 assessment
was completed.
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§5020| Continued From page 10 86020
4, Review of the medical record showed resident
#5 was admitted on 2/27/17. Further review
showed no evidence an ALF 102 assessment
was completed.
5. Raview of the medical record showed resident
#6 was admitted on 4/7/17. Further reviaw
showed no evidence an ALF 102 assessment
was completed.
6. Interview with the manageron4/11/17 at 1.24
PM confirmed the documentation inthe medical
records was notcurrent. Inaddition, sherevealed
the facility has anurse oncontractthatonlyworks
five hours perweek.
55064 Ch12Sec7(g)(ii) Assisted LivingFacility (ALF) | $5064
Cora Services . . .
H. Eldercare has a grievance policy that is in place
. : : i licy and procedures and also in the
(9) Grievance Procedure. The written grievance h our po ¢ ;
Tl L resideny's rights document that is included in our new
prolcec_iure shall alstbhsh asystamofracsiving, rosident move fn packets,
reviewing, E,md allev a,tmg ancemsv Co_mplamts 1. All gricvances have been reviewed and resolved
andallegations ofresidentrights violations, and by the manager and resolution forms have been
poorservice provided toinclude, butnhotlimited completed and attached to the gricvance forms and
to: filed. Including grievancoes 1-11.
2. The Buffalo manager is being given in-service time
(i) Documentation of the provider's response to come to corporate and re-read and review the full
to verbal and written resldent grlevances; resident packet for admissions, forms, nnd the
malntenance of those forms, was completed on
i 5/12/17.
Z\'}iﬁesnfetg l!;{ygle andRegulation isnotmetas . In-service staff mandatory meetings will be held  [5/31/17
‘ wnd documcnled Lo review the grigvancs policy,
Based on St%ff |ntEI'c\’JIEW, re.vlew”c]: f ?r!?\t/a?cle%, accident/incident reports, policies, house rules and
and policy and procedure review, the facility faile whatever other arcas warrant current staff in-service
toensure 110f11 grievances reviewed (#1,#2, meetings. these meetings for the Buffalo facility were
:.#3, #4~ #5, #6, #7, #8, #9, #10, .#1 1) were completed on 5/31/17.
invastigated or resclved. The findings wers: 3. A formal grlevance form is now in place and part
of the form is the disposition and resolution of the
gricvence and requires that it be slgned by all pariies
||o the grievance and the facilily manager,
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85064 Continued From page 11 85064 |4. The manager will review the grievance file

I Review of facliity grlevances showed 10

: grievances dated 2/13/17 t0 3/12/17, and 1
griavance #11 that was not dated. These 11
grievances were varlously ralatad to resldent care
issues, staff interactions with residents, and staff
responsibliities/duties not being completed. Each
form showed the issue was reported to a staf!
member. The form used included an area for the
name of the complainan, date and time the
oomplaint was received, person receiving the
complaint, and the nature of the complaint.
Further review showed the manager had signed
the forms, but there was no evidance the

fgrievances were resolvac:| or that an Investigation

had oeen completed,

| interview with the manager on 4/11/17 at 1:35 PM
confirmed the grievances had not been resolvad.

Review of the policy titl d "Resldants’ Rights, not
dated, showed "...Resldents abiding in Bee Hive
Homes are entltled to the following:...R. The right
to present grievances on his/her own behalf or on
behalf to othars to the staff...without justifiable

fear of reprisal. ...Bee Hive Homes has written

iprocedures for receiving handiing, and informing
the resident ...of the cutcome of any grievance

1 prasentad...". Review of the policy fitled, "Sectian
7. Bee Hive Homes/Assgisted Living Facilities
{(ALF) CORE Services," not dated, showed, ...(9)
Grievance Procadure. The written grievance
procadure shall establish a system of receiving,
reviewing, and allevlating concerns, complaints,
and allegations of resident rights violations, and
poor service provided to include, but not limited
to: ...(i)) Documentation of the provider's
response to verbal and written resident
grievances; ...".

attachad and signed.

been documented.

manthly to ensure all grievances have been
resolved and that the resolution form is

5. Our Q&A committes will semi-annually auth
the grievance file lo engure that all grievance
have been resolved and the rasolution has
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55087 | Continued From page 12
s5087| Ch 12 Sec 7 (g) Assisted Living Facility (ALF)
Cora Services
(¢) Grievance Procedure. Thewrlttengrievance 1. The grievance procedure is now formally d_etai]ed
d hallb tedi " 8 in writing and Is posted In a conspicuous spot in the
procedure shallbe posted inaconspicuous place facility for casc in accoss by all.
withinthe faollity. 1.the manager has educated all stafT and current
) o residents an where the griovance procedurc is located
This State Rule and Regulation isnotmetas and where the gricvance forms arc located.
evidenced by: 2. An in-service meeting was conducted on 5/31/17 |5/31/17
Based on observation and policy and procedure educating the staff on the gricvancc policy and
review, the facility failed to ensure the grievance foflns- . .
procedure was posted in a conspicuous place Sy posed and ot st avalll, and p oy
' \ A iQ
within the facility. The findings were: ask residents if they have any grievances that that
they have not filled out o form on,
. 4. Out QR A committee will semi-annually audit
Observation on4/10/17 at6:15 PM showed the cnsuring thet the procedure is posted and the forms
facility d|d' nqt have a vyr_ntten grievance proced'ure are readily available.
posted within the facility. Review of the policy
titled "Grievance Procedure,” notdated, showed
- (V) The written grievance procedure shall be
posted in a conspicuous place within the facility”,
55076| Ch128ec7 U)(v)Asslsted Living Facility (ALF)

Core Services
U) Food Service and Nutrition.

(v) Individuals with food preparation
responsibilitiesshallbeingoodhealth and shall
practice safe food handling techniques in
accordance withthe current edition ofthe Food
Code published by the U.S. Public Health
Service, Food and Drug Administration.

This State Rule and Regulation Is notmet as
avidencedby:

Based on observation and staffinterview, the
facility failed to ensure a sanitary environment
was maintained in 1 of 1food preparation areas
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$5076| Continued From page 13 55076
(kitchen). The findings were:
1. Observation on4/10/17 at2:27 PM showed the J. We have Immediately implemented and put in
kitchen had 2 refrigerators for food storage. The lace welllen und ch o ﬁir ements that ;’"
following concerns were identified: P GG Wr L en N pus.er e S
: consumable foods and liquids that have been opened
a. Qbservatlon of the "emger‘?tor closest to (or residenl consumplion and placed in reftlgerated
t_he 'dmmg ta_blas showed a container of purple storage as "loft-ovors” arc properly dated and marked
liguid that did not have a label or date. Further for identification.
observation showed apackage of meat labeled 1. The manager has inventoricd refrigerators and
"hologna,” a bottle of "apple juics," a bottle of freezers to ensure that ail food is dated, identified
“cranberry juice," acontainer of "cottage cheese,” and disposed of any food item that is out of date or
a container of "sour cream,” and a container of g“k‘]‘;“ed& b ible for monitoring 15/19/17
"yogurt" thatwere opened and were notlabeled + A Stall members are responsible for monitoring

with the opened date or expiration date.

b. Observation of the refrigerator that was
furthest from the dining tables showed aplastic
bag of cooked bacon dated 4/1/17, 2 single
containers of "applesauce" that were not in the
manufacturer's conteiner, and a bowl of
"chocolate pudding" that ware undated, a
package of "ham" dated 3/27/17, 2 hot dogs
storedinan open package dated 3/8, 1 hotdogin
an open package dated 3/25, and 3 hot dogs in
an opened package dated 4/3/17. Further, the
eggs available in tha refrigerator wers
non-pasteurized.

c. Interview with the facility manageron
4/11/17 revealed all the items stored In the
refrigerator are available for resident
consumption and the facility cooked eggs to
order, whichincluded styles thathaverunny
yolks. Further, she confirmed thattherewers
items inthe refrigerator that were notdated
and/orlabeled.

2. According to Food Code 2013, U.S. Public
Health Service: 3-501.17 "(A)...refrigerated,
READY-TO-EAT, POTENTIALLY HAZARDQUS
FOQOD (TIME/TEMPERATURE CONTROL FOR
SAFETY FOOD) prepared and held in a FOOD

oming Lispt of Health, Aging D1vislon, Healthcare Licensing and SUrveys
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the dates of disposilion and an in-service stafl
meeting to discuss the adherence tq the policy and
procedure and the monitoring of the “lef-over" food
or consumables was completed and documented on
5/17/17.

3. the manager will weekly Inventory the
refrigonators und freczers to ensure thut wll food is
dated, identified and that out dated food has been
disposed of.

4, Qur Q&A committee will semi-annually inventory
refrigerators and/ar freczors to cnsure food is dated,
identified and that there is no outdated food.
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SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION

ESTABLISHMENT formorethan24 hoursshall
be clearly marked to indicate the date or day by
which the FOOD shall be consumed on the
PREMISES, sold, or discarded when held at a
temperature of5°C (41°F) orlegs foramaximum
of 7days."

3.Accordingto Food Code 2013, U.8. Public
Health Service: 3-401.11 "(D) Arawanimal
FOODsuchasrawEGG, rawFISH,
raw-marinated FISH, raw MOLLUSCAN
SHELLFISH, or steak tartare; or a partially
cooked FOOD such aslightly cooked FISH, soft
cooked EGGS, or rare MEAT other than
WHOLE-MUSCLE, INTACT BEEF steaksas
specifiedin,F(C)ofthissection, maybeserved
orofferedforsale upon CONSUMER raquestor
selection in a READY-TO-EAT form if: (1) As
specified underffll 3-801.11(C)(1)and (2), the
FOODESTABLISHMENT serves apopulation
that is not a HIGHLY SUSCEPTIBLE
POPULATION;"

According to Food Code 2013, U.S. Public Health
Service definitions; "Highly susceptible
population” means PERSONS who are more
likelythan other people inthe general population
toexperience foodborne disease because they
are:

(1) Immunocompromised; preschool age
children, or alder adults; and

(2) Obtaining FOOD at a facility that provides
services such as custodial care, health cars, or
assisted living, such as a child or adultday care
center, kidney dlalysis center, hospltal ornursing
home, or nutritional or socialization services such
asaseniorcenter,

X4)ID D X8
F('RE)FIK (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCORRECTIVEACTION SHOULDBE COlgIIPL)ETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAC CRO8S-REFERENCED TQ THE APPROPRIATE DATF.

DEFICIENCY)
s5076 | Continued From page 14 85076
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65088 | Continued From page 15 56088
§5088| Ch 12 Sec 7 ()(1I){A-D) Asslsted Living Facllity 1100

(ALF) Core Services
() Quality Improvement.

(i) The facilily shall have an active quality
improverment program to ensure effective
utliization and delivery of resident care services.

(A) A member of the facility's staff shallbe
designated to coordinate the quality Improvement
program,

(B) The guality improvement program shall
encompasgs a review of all services and programs
provided for all residents. The program shall
have:

{I) Awritten description;

(I} Problem areas identified,

(HlY Monitor identification;

(IV) Freguency ofmonitoring;

(V) Aprovision requiring the faclilty to
complete annually e self assessment survey of
compliance with regulations; and

(V) A satisfaction survey shall be
provided to the resident, resident's family, or
resident's responsible party at least annually.

(C) Problems ldentifled during the annual
survey or the quality improvement process shall

be addressed with appropriate written corrective
actions,
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$5088| Continued From page 16 55088
(D) ThequalityiImprovement program shall
be re-avaluated atleastannually.
K. Eldercarc has and adheres to promoting
“Quality Impravement” praclices Lo assure
. effective delivery of resident care services.
This State Rule and Regulation Isnotmetas 1. We will require monthly staff meetings that arc
evidencedby: . . ) ] fully atlended and documented to detail those in
Based onstaffinterview and reviewofpolicy and attendance, the items of discussion for the
procedures, the facllity falled to have an active meeting, oue of which will be & quality assurance
quality improvement program to ensure effactive item for review and discussion.
utilization and delivery of resident care services. 2. The manger has reviewed policy and
The findings were: procedures regarding quality improvement and
whal needs to be done, where we are deficient
Review of the policy titied, "Quality Improvement”, zgfrg;i?“plmmmcd the necessary sieps to
,nOt dated, showed "...(B) The quality 3. The B{Iﬁ'alo manager has been educated on this
improvement program shall encompass a review requirement and has posted a celendar with the
of qll services and programs provided for all scheduled in-service meetings and topics. The
residents. The program shall have; (1) A written manager will designate an employec to take
description; (II) Problem areas identified: {Ilf) meeting notes and minutes that witl be filed in a
Monitor identification; (IV) Frequency QA/Meeling book. 1t is also the manager's
monitering;... (D) The quality improvement responsibility to insure that this occurs and is
program shall be re-avaluated at least annually." properly documented, .
4, the manager will continually review
Interview withthemanageron4/11/17 at2:33 PM he QA/Meeting book to make sure that areas thet
4 : | 1531117
confitmed the facllty had ot established an rnorand oty srom ot s mot tmproving |
actlvequallt}'lmprovemantprog ram. Im}dd_'t'on- and what strategy needs to be changed, modified,
'She qtated' 'We are currently not monitoring or replaced to achicve improvement.
identified concerns, [we] mostly talk about 3. Qur Q&A committee will semi-annually
education needs during meetings." review the Q&A mecting book to cnsurc (hal our
quality iinprovement practices are being met by
85100| Ch12 SecB (a)(vi) ServicesWhich CannotBe | S5100 | e haaser socesstlly and o also ook for any
Provided By Level| '
Serviceswhichcannotbeprovidedbythe L evell
Assisted Living Facility staff.
(a) The following services cannot be provided:
(vl) Care of resident whose wandering
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thoughts that, "they are coming to get ms.
They're gonnashootmeinthe headIfl don'tget
out of here." Res. has left the facility multiple
times [with] CNA having to go after [him/her]to
bring [him/her] back inside...”

2. Reviewofa"nurses note"forresident#1 dated
1/29/17 and timed 12 PM showed "Res. cont
[continues] [with] confusion and behaviors as
above."

3. Reviewofa"nurses note"forresident#1 dated
4/8/17 and timed 10:45 AM showed "Resident
gitting in shower room sleeping - very confused,
refusing assistance..."

4. Interview with the facility manager on4/11/17
at 1:25 PM revealed resident #1 had confusion,
required total care with medication administration,
andhadleftthe building"multiple times." Further,
she confirmed the residentwas notappropriate
for the facility because of the level of care s/he
raquired.

(x4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION (xe)
PREFIX (EACHDEFICIENCY MUSTBEPRECEDER EY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY ORLSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATR
DEFICIENGY)
$5100| Continued From page 17 £5100
jeopardizes the health and safely of the resident;
This State Rule and Regulation isnotmetas
evidencedby: _
Basad on medical record review and staff L. Eldercare has 4 strict poliey and procedure
interview, thefacllity falledtoensure appropriate regarding rppropriate levels of care as it pertains 10
level of care foran asgisted living facility for 1 of 1 ity residents (o maintain salely, quality of care and
sample residents (#1) where wandering and/or quality of life.
elopement potentially jeopardized the health and 1. "I'hc manager has reviewed the risks (hat render a
safety of the resident. The findings ware: resident “beyond our licensed level of care” and
grees that resident #1 remains appropriate for our
1. Reviewofa "nurses note" forresident#1 dated };vgJ °r?ﬁ"ei had the N et "
11917 and timed 4:30 FM showed "Res. aéseszl‘:;ntaczﬁc:rrin; with?l::‘lgszt;::g:t z?tlle
[resident] has beenincreasingly confused. Has situation, which was completed and filed on 5/1/17. |5/1717

3. The manager will ensure that any questions about
the fitness ol a resident to remain in our facility is
investigated and confirmed with the RN, the family
and anyone necessary (0 make sure the facility is in
compliance.

4. The manager with the help ol the RN will
continually monitor all residents to make sure that
they remain appropriale for our level of care,

5. Our QA commiltee will semi-annually audit all
assessments, notes and all documentation pertaining
o the residents and question both the manager and
RN about the fitness of all residents.
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