
C.L. "BUTCH~ OTIER - GOVERNOR 
RICHARD M. ARMSTRONG- DIRECTOR 

May9,2014 

Timmothy Pape, Administrator 
Bee Hive Homes ofKemnere 
2321 Kemnere Place 
Meridian, Idaho 83646 

License#: RC-1073 

Mr. Pape: 

I DA H 0 DEPARTMENT OF 

HEALTH & WELFARE 
TAMARA PRISOCl<-AOMIN!STRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON - PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-364-1962 

FAX: 208-364-1888 

On February 26, 2014, an initial licensure survey was conducted at Bee Hive Homes ofKemnere - Golden 
Years Iuc. As a result of that survey, deficient practices were found. The deficiencies were cited at the 
following level(s): 

• Non-core issues, which are described on the Punch List, and for which you have submitted evidence of 
resolution. 

Your submitted evidence ofresolution is being accepted by this office. Please ensure the corrections you 
identified are implemented for all residents and situations, and implement a monitoring system to make certain 
the deficient practices do not recur. 

Thank you for your work to cmrect these deficiencies. Should you have questions, please contact Karen 
Anderson, RN, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962. 

Sincerely, 

.\<\'~ F\n ck<SC>Y\ , \2- w 
KAREN ANDERSON, RN 
Team Leader 
Health Facility Surveyor 

KNsc 

cc: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program 



I DA H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.l. "BUTCH" OTIER - GOVERNOR 

RICHARD M. ARMSTRONG - DIRECTOR 

February 28, 2014 

Timmothy Pape, Administrator 
Bee Hive Homes ofKemnere 
2321 Kenmere Place 
Meridian, Idaho 83646 

Provider ID: RC-1073 

Dear Mr. Pape: 

TAMARA PRISOCK- ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON - PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-364-1962 

FAX: 208-364-1888 

An initial licensure survey was conducted at Bee Hive Homes of Kemnere between Februa1y 25, 2014 
and February 26, 2014. The facility was found to be in substantial compliance with the rules for 
Residential Care or Assisted Living Facilities in Idaho. No core issue deficiencies were identified. The 
enclosed survey document is for your records and does not need to be returned to the Department. 

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which 
was reviewed and left with you during the exit conference, on February 26, 2014. The completed 
punch list form and accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are 
to be submitted to this office within thirty (30) days from the exit date. 

Our staff is available to answer questions and to assist you in identifying appropriate corrections. 
Should you require assistance or have any questions about our visit, please contact us at (208) 364-1962. 
Thank you for your continued participation in the Idaho Residential Care Assisted Living Facility 
program. 

Sincerely, 

I!~ . Pln;)o-v~ I R \~ 
KAkEN ANDERSON, RN 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

KA/sc 



Bureau of Facilitv Standards 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

13R1073 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: ________ _ 

B. WING 

PRINTED: 02/27/2014 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

02/26/2014 

NAME OF PROVIDER OR SUPPLIER 

BEE HIVE HOMES OF KENMERE 

STREET ADDRESS, CITY, STATE, ZIP CODE 

2321 KENMERE PLACE 
MERIDIAN, ID 83646 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

R ooo Initial Comments 

The residential care/assisted living facility was 
found to be in substantial compliance with the 
Rules for Residential Care or Assisted Living 
Facilities in Idaho. No core deficiencies were 
cited during the initial licensure survey conducted 
on 2/25/14 through 2/26/14 at your facility. The 
surveyors conducting the survey were: 

Karen Anderson, RN 
Team Coordinator 
Health Facility Surveyor 

Rachel Corey, RN 
Health Facility Surveyor 

Bureau of Facility Standards 

ID 
PREFIX 

TAG 

R 000 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 

STATE FORM 6899 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

TITLE 

(XS) 
COMPLETE 

DATE 

(X6)DATE 

32PK11 If continuation sheet 1 of 1 
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lU-AHO D-E.P'.,.A.iRT.ME'N-1' :p_F 

HEALTH.& WELFARE 

F~,;. i.·;\(..e., \-le:>~ s - lLen~-e.<e...-
Adritinistrator ' ,' .·,, 

DIVISION OF LICENSING & CERTIFICATION 
P.O. Box 83720 

Boise, ID 83720-0036 
(208) 364-1962 Fax: (208) 364-1888 

Li\sq~ -I Physicai'-Addi-esS .. . 
~(;\A.Vy\, City 

ASSISTED LIVING 
Non-Core Issues Punch List 

Pag_e 1 of __ 

Phone:NUmber 

SurveY:Dafe'· 

Tim Pape '.:J-i..;;;i I Ye.''····· 
" - ....... ~ ~<-_c n 

l~ode .\...i t. February 26, 2014 
s·urvey Team-LeaO~(- --" Survey Type ' •·' .•.•..• ',;.' ' <' ' · · RESPONSE DUE: 
Karen Anderson Initial Licensure March 28, 2014 
A din inistrator-si g riattire ..--j Date Signed __ .· ,, ; ' •'' .,·,. ' •· '· .. 

', .,. ' '>. :·. ':.':': .: -' 

/ ..---- 14~ ' d/;;)_(_, 1 !L( 

NON-COREISS'!JES .. > .•.... ·· ·. .. ..·· .. < .·.· .. < > .• 

; .Rule.#•. • 'i,t· ;;; , ', )"i'' , .·; · .. ; I' . .> .EOR '• ' · "{ :
1
: I 

•""••• · 16c03:22;; •>. ' • '' , .. , •.,•.·.··· ,.,,,. i: · } '~"']"•~··?"· ··... 'i·< · · > • i / ; /' ) . J .Acceoted•. •·•'· X.''3c ~. 
1 009.06.c Five of 5 staff did not have completed state only background checks. 1 lf/'=/:(/l..i >;> 1'.Zt4 
2 210 .• The facility did not have an activity program which met state rules. L:f l"i/14''.',''',' IC..il 
3 220.02 The facility did implement an admission agreement that met state rules after a change of ownership. Lj '"/·<ti ' ,~ fj ' YA 
4 225.01 a The facility did not evaluate Resident #1 and Resident #4's behaviors. ''-fl'ft /11 +•• I k:A 
5 225.02 al The facility did not develop interventions for Resident #1 and Resident #4's specific behaviors. H/7-Itf.t·••". /4'...(I 
6 300.01 The facility RN did not delegate to a caregiver before she assisted residents with medications. .Wl''f,t < ' [t:,(\ ',' 
7 300.02 The facility RN did not ensure Resident #3's insulin order was implemented appropriately. 'J/.'f t. . ..'.'L J ... <" !GA 
8 305.03 The facility RN did not conduct a nursing assessment when Resident #1 had changes in his health condition. Additionally, 4"•' ···.:. . ___ " __ ,. 

1· CA the RN did not assess the status of Resident #1 's skin tear. . /f:f,rf:t· 
9 305.04 The facility RN did not make recommendations when Resident #1 had changes in condition. ':f• I '+/fli{ ' _- - : "-:-- :;,;, ___ -:'. k~ 

10 305.06 The facility RN did not assess Resident #1 and Resident #3's ability to manage their insulin. ·111 .... I 
', ... 10.·cr jC:,f\. 

11 305.07 The facility RN did not review Resident #3 use of sliding scale insulin. •l.J'f'J I l '-! i Ki'\ 
12 320.01 Resident #1 's NSA was not updated to describe his current needs, nor did Resident #3's NSA describe the management of 

9·····.·.· .. / <i ~f\ her insulin. • 1_.:;... / "t/J t..i .. ··• .... • . 
13 320.03 Resident#1's NSAwaslsigned by all appropriate parties. IJ.)'"'- ~>-{/,.,--(',-- v~ .. 

~ '7 -- ,,_, ' •','. 

14 630.01 a~ There was no documented evidence dementia training, to include all required areas, was provided to 4 of 4 caregivers. 
I i .... .ff'B.. 1,f<, "3:'· 111".J\ 

15 630.02 a- There was no documented evidence mental illness training, to include all required areas, was provided to 4 of 4 caregivers. '41 ,q;i !k~ h '-fl' 
16 630.03 a-i The was no documented evidence developmental disability training, to include all required areas, was provided to 4 of 4 ''rl' ·/'• j!' tJ&•· careaivers. .... '.':J-Iltr ·. ' ·t;i':'I· ·. 
17 711.08 .e The facility staff did not document when they notified the RN when Resident #1 had changes in his health status. Lj l'=l /JL.(> ·Vo•-• 
18 I < .. .. ·· .•. ·.· ·'" ' L:; :'--'.:':~-_(' 

19 1·· 1-:- ------ - -"- - '. > 
/{' 
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Page _j_ oJ-" 

ID AH 0 DEPARTMENT OF 

HEALTH & WELFAREFood Establishment Inspection Report 
Residential Assisted Living Facility Program, Medicaid L & C 
3232 W. Elder Street, Boise, Idaho 83705 
208-334-6626 . 

&tahlishmcnl Nam~,,. Operator n 
(L :.>,, 1,.11 ,'! \,~ 7A - ,, r·-Q. -~ 'fl ('I\ \'LD(.,_ 

County Estab # EHS/SUR# Insi}ection iime: Travel time: 
h~i\ I \·.u,) f\1\'> 
InSpection Type: Risk Category: Follow-Up RepOrt: OR On-Site Follo\v-Up: 

\ 
Date: Date: ___ _ s\c,o.1.\'c/ \,," ~~~-

Items marked are violations oi)Idaho'sFood Code, ID APA 16.02.19; and require correction as noted. 

l\Y' N 
1. Certification by Accredited Program; or Approved O O 

Course- or.~orrect resoonses: or com li[;an~c~e~w~il~h~CiodleU::!:j 
,,,' ,. '.i .·,,,. .. 

2. Exclusion, restricµon and reporting D 0 \'{ N , 

·y{ N NIO NIA 
w N NIO NIA 
Y ;I( NIO NIA 
)'( N NIO NIA 

fr N 3. Eating, tasting, drinking, or tobacco use (2-401) D D 
,y N 4. Discharge from eyes, nose and mouth (2~401} 0 0 

w N NIO NIA 
'f( N NIO NIA 

Critical Violations 

#ofRisk Factor 
Violations 

#ofRepeat 
Violations 

Score 

L 

-L 
·A· score greater thmi 3 Med 
or 5 .. Hi,gh-TiSk =·irial}datory 
on~site reinspect_i()n --· 

. . 

Noncritical Violations 

#of Retail Practice (1\ 
Violations ~ 

#ofRepeat 
Violations 

Score 

_!i: ,store ~~ea,tef tha~ {)Jvf_e_d 
or 8 _Hi~1,,:d~ ~ matidatofy 
9n-site iein~peCfron. -

. 

15. Proper cooking, time and temperature {3-401) D O 

16. Reheating for hot holding (3-403) CJ CJ 
17. Cooling (3-501) CJ CJ 
18. Hot holding (3-501) 0 CJ 
19. Cold Holding (3-501) CJ CJ 
20. Date marking and disposition (3:-501) 0 D 
21. Time as a public health control {procedures/records} n n 
(3-501\ u u 

5. Clean hands, properly washed (2-301) CJ 
6. Bare hand contactwilh ready-to-eat foods/exemption O 
13-301) 

CJ 

'/f. N NIA 

c·•X•.>•• •·• ~""!-""!---I 
22. Consumer advisory for raw or undercooked food D n 'f N 

'f N 
11' 

"/( N 
\y N 

Y N ij!A 
' 

fr N NIA 

')f N 

7. Handwashing facilities (5-203 &.6-301) 
1 · :·,'.'_:' .. ·· ·::\ <'.'):)\'> ,>/,· > 

CJ 

6. Food obtained from approved source (3-101 & 3-201) 0 
9. Receiving temperature J condiHon (3-202) O 
10. Records: shellstock tags, parasite destruction, 

required HACCP olan (3-202 & 3-2031 

11. Food segregated,· .separated and protected (3-302) 
12. Food contact surfaces clean and sanitized 
(4-5, 4-6 4-71 
13. Returned I reservice of food (3-306 & 3-601) 
14. Discarding I reconditioning unsafe food (3-701) 

CJ 

CJ 

CJ 

CJ 
CJ 

CJ 

CJ 

CJ 
CJ 

CJ 

CJ 

CJ 

CJ 
CJ 

Y N NIO rf~ 

y N NJ• 

!( N 

Y N N/A 

(3-6031 u 

23. Pasteurized foods used, avoidance of 
orohlbifed foods (3-801 CJ CJ 

~~=I-= "'+=-i 
24. Additives I approved, unapproved (3-.-207) D D 
25. Toxic substances properly identified, stored, used ri n 
17 -101\hrouoh 7-301\l u u 

26. Compliance with variance and HACCP plan (8-201} D CJ 

Y =yes, in compliance N =no, not in compliance 
N/O =not obse1ved NIA= not applicable 
COS= Corrected on-site R= Repeal violation 

[81 =COS orR 

/<17 

v // 

. "O '. •Y•:'C ,,,.,,,ch/):)~'·:•;·:;, +fii.®QQi~AJkce!iJl:ttl)~~~. 

0 27. Use of ice a(Jd paslet.rized eggs 

0 28. Waler source and q..1anlity 

0 29. lnsecis/roderlslanimals 

CJ 30. Food and non-food oontacl surfaces: conslrucled, 
cleanable, use 

[J 31. Ph.ml::ing Installed; cross-<::onneclion; ba::k flow 
orevertion 

0 32. Sewage and was!e waler dsposal 

0 33. Sirks coolaminaled from cleaning main!enaroe f9ofs 

cos 

CJ 

CJ 

CJ 

CJ 

CJ 

CJ 
CJ 

(Print) 

R 

0 0 34. Food corfaminalion 

CJ CJ 

CJ CJ 

CJ CJ 

CJ CJ 

35. Equipment for lemp. 
conlrol 

36. Personal cleanliness 

37. Food !abeled.lcond!ion 

28. PIM! food cooking 

0 D 39, Thawing 

0 [J 40. Toilet facirnies 

;,J,. 
. 

cos R 

CJ 0 0 42. Foodulensilslin·Use 

CJ 0 0 43. Thermometers/Tes! strips 

CJ 0 0 44. Warewashing facility 

CJ 0 0 45. Wiping cloths 

CJ 0 0 46. U!ensil & single·service storage 

CJ 0 0 47. Phys~al fac,ililies 

CJ [J 0 48. Specialized processing methods 

I Follow-up: 
· · (Circle One) 

cos 

CJ 

CJ 

CJ 

CJ 

CJ 

CJ 
CJ 

CJ 

Yes_ 
·'No.' 

R 

CJ 

CJ 

CJ 

CJ 

CJ 

CJ 
CJ 



lDAHO DEPARTMENT OF 

HEALTH & WELFARE Food Establishment InspectioJJ Report 
Page_Lor,_2b-~-H.esidential Assisted Living Facility Program, Medicaid L & C 

3232 W. Elder Street, Boise, Idaho 83705 
208-334-6626 

08tabli~hment Name_. Operator,,. 

ti· \,, L·-C !,.·-- · Al"" r·f2 .. .,, . . Di, i>il 
Add .. fss J;, TI ' 
·-i .-,-, en1v1r'e.. Phw:., 

t 

County 7\tab·# EHS/SUR.# License Permit# 

f\OI -· ·- . 
I ·1, °T:/tu){ I bra·1 5o'- ff) /!-If, j (_J __ ,~( ) 

J f:J -, ( LI\,/ t -. /'" / J t<:_ _/)_,, ']''
1 

' 1 11·f' ./ ' .. 

Date -" .:l ·p 1 t~ 

Ii/; I~~,( /, fltl!E! "" ,, 

! ),. __ I//) 0 /[_. t?' r> (//_/I '/ \ ... 

() I Ii {;, /\f/n /;/; / . /. 
/f/(',- ! 0 

/ ... i)/ '! I 
'•)/ 1-,;/) 

I (., .. . , / (;/ f(. (i ',/,, I // 5.:>:' f~j /i'J I • 
/ . .• c. I 

(~, I 
I .· ,t::•' ' 

i /1- iJ, -0 ) I 
(_,/;)I , •,') • ,- (I// ( ( (JI_) { ! •I . '/} '{/()( //// /-r , 

{) 
•' .. .. , 

(.' F 

/ 
/ 

Pen;on_~!!--~Char:ge 7.~ I D~te.; l I 1n'Peet7 i ' ID"'~ ·/ . / I ··; ,.---" /.. (I •l (/ .. / .. ,--

T , '/ / 

CFP00-02-02 

---- ---1 

I 



Technical Assistance List 

Facility: Beehive Homes ofKerunere Exit Date: 2/26/14 

Item# Technical Assistance Provided: 

1 Elopement waivers do not exclude the facility from being cited for a deficiency per state rule 

2 Be more specific on psychotropic medication reviews. 

3 Ensure parameters for vital signs are written for caregivers. 

4 The facility's abuse policy needs to be updated. 

5 Include date and time on complaint form. 

6 Make sure MAR specifies dosage for Resident #3 's N aproxen. 

7 Outside agency notes and care plans, (PSR services) must be in the record and should be reviewed by 
staff for issues that require follow up. 

8 When a resident request staff to call 911, staff should comply or the nurse should come and assess. 

9 Snacks must be offered and not just be available upon request. 

10 All OTCs must be available as ordered. 

11 Ensure all training is signed and dated. 

12 Delegation should be dated. 

. 

U:/F onus/Survey Forms/Exit Forms/Technical assistance list (3/31/09) 


