IDAHO DEPARTMENT OF

'HEALTH &« WELFARE

C.L."BUTCH" OTTER ~ GoverNor TAMARA PRISOCK — ADMMISTRATOR
RICHARD M. ARMSTRONG - Direcror DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — PrograM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Beise, ldsho 83720-0009

PHONE: 208-364-1962

FAX: 208-364-1888

May 9, 2014

Timmothy Pape, Administrator

Bee Hive Homes of Kenmere

2321 Kenmere Place
Meridian, Idaho 83646

License #: RC-1073

Mr. Pape:

On February 26, 2014, an initial licensure survey was conducted at Bee Hive Homes of Kenmere - Golden
Years Inc. As a result of that survey, deficient practices were found. The deficiencies were cited at the

folowing level(s):

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

Your submitted evidence of resolution is being accepted by this office. Please ensure the cortections you
identified are implemented for all residents and situations, and implement a moniforing system to make certain

the deficient practices do not recur.

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

Sincerely,

Konen Rndersen | €1

KAREN ANDERSON, RN
Team Leader
Health Facility Surveyor

KA/sc

cc: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Boise, Idaho 83720-0009

PHONE: 208-364-1962

FAX; 208-364-1888

February 28, 2014

Timmothy Pape, Administrator
Bee Hive Homes of Kenmere
2321 Kenmere Place

Meridian, Idaho 83646

Provider ID: RC-1073
Dear Mr. Pape:

An initial licensure survey was conducted at Bee Hive Homes of Kenmere between February 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 identitied 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 {o 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,

Lonovr Andovson, K
KAREN ANDERSON, RN

Health Facility Surveyor
Residential Assisted Living Facility Program

KA/sc
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R 000 Initial Comments R 0co
The residential carefassisted 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
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DIVISION OF LICENSING & CERTIFICATION ASSISTED LIVING

{ DR HO DEPARINENT OF
1D : ‘E P TN & P.0. Box 83720

HEALTH «WELEAR: Boise, ID 83720-0036 Non-Core Issues Punch List
(208) 364-1962 Fax: (208) 364-1888 Page1of _____
sl license# ! : AL Lixi{Phone! N_L_J_;p__l?er {5
159%
Administrator: City. “sirvey Date:

February 26 20714': o
RESPONSE DUE:.
March 28, 2014

Tim Pape g’lia 1
SUl’Vey TeamLeader S e o R TR . e o ................... :
Karen Anderson Initial Ltcensure
Adnmiinistrator Signattre” /7 S e s T Date'Signed =

4// ~ 2la Ui =

00¢. 06 ¢ |Five of 5 staff did not have completed state only background checks.
2108 |The facility did not have an activity program which met state rules.

220.02 |The facility did implement an admission agreement that met state rules after a change of ownership.
225.01 a3 The facility did not evaluate Resident #1 and Resident #4's behaviors.
225.02 aJThe facility did not develop interventions for Resident #1 and Resident #4's specific behaviors.

300.01 |The facility RN did not delegate to a caregiver before she assisted residents with medications.

300.02 |The facility RN did not ensure Resident #3's insulin order was implemented appropriately.

305.03 |The facility RN did not conduct a nursing assessment when Resident #1 had changes in his health condition. Additicnally,
the RN did not assess the status of Resident #1's skin tear.
9 [305.04 |The facility RN did not make recommendations when Resident #1 had changes in condition.

10 |305.06 |The facility RN did not assess Resident #1 and Resident #3's ability fo manage their insulin.
11 |305.07 |The facility RN did not review Resident #3 use of sliding scale insulin.

12 |320.01 [Resident #1's NSA was not updated to describe his curreni needs, nor did Resident #3's NSA describe the management of
her insulin. ek
13 1320.03 " Resident #1's NSA wasisigned by all appropriate parties.

ol | ®f O & W N -

14 1630.01 a~| There was no documented evidence dementia training, to include all required areas, was provided to 4 of 4 caregivers.

15 1630.02 a-|There was no documented evidence mental iliness training, to include all requirad areas, was provided to 4 of 4 caregivers.
h
16 [630.03 a-i|The was no documented evidence developmental disability training, to include all required areas, was provided to 4 of 4
caregivers.

17 ) 711.08 .e|The facility staff did not document when they notified the RN when Resident #1 had changes in his health status.

18
19
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HEALTH &« WELFAREFo00d Estabhshment Inspection Report

Residential Assisted Living Facility Program, Medicaid L & C
3232 W. Elder Street, Boise, Idaho 83705

Critical Violations

Nongritical Violations

Tlems marked are violations. ofiIdaho s Food Code, IDAPA 16.02.19; and require cerrection as noted.

# f:rf RlSk Factor # of Retail Practice ,; |
]ijtablishmcnt Nnrq; Operator P Violations Violations Mt
S R 4 8 -~ [
2 el NP O in % O("“ # of Repeat # of Repeat

Address \ @ (fr 2) Viofations Viofations

dad ) Wenpngee, Qi LY - —
Couuty Hstab # EHS/SUR# Tnspection tlme Travel fime: Seor 5
ol 1100 ARy ¢ A o -
Tnspection Type: Risk Category: Follow-Up Report: OR  On-Site Follow-Up:
. /, Date: . Date:
("J‘\{__if\.)\'{"t. ll\\\m

Th_e latter to thi Teft of each item udicates that item’s status &l the inspection.
E R cos| &
Y N 1. Certification by Accredited ngmm of Approved ola ){ N NO NA| 15 Proper cooking, time and tgmpesature'(&t%m) a|a
\}f.. Course; or correct responses, or compliance with Code WY N NO NA | 16. Reheating for hot holding (3-403) ala
v { NO N | 17. Cooling (3-501) ]
\f N uld W N MO NA | 8 Hotholding (3-501) g a
: : "N NO NA| 19.C i 1
N N 3. Eating, tasting, drinking, or fobacco use {2-40%) a|a W At 0Id=HOId|rlg (3-90 _}_ — oo
N T Dotomh ot 2201 ol % N NO NA | 20, Date'inarking and disposition (3-501) dja
\)ﬂ' - Dischiargs from eyos, nose and mouth (2-401) Y N NO “NA 21. Time as a pubkic health control (pmeeduresfrecords) ala
i .
X N 5. Clean hands; properly washed {2-301) a0
! 6. Bare hand contact with ready-to-eat foodsfexemption & Z2. Consumer advisosy for raw or undercooked food
X {3:301) afa] AN ‘ -
F 7. Handwashing faciiities { a1 3a
23, Pasteurized foods used, avoidance of
z : Y N NO NA ara
W ON 8. Faod oblained from approved source (3-101 & 3200 (| O3 Dl" rohihited food's (3-801
W ON 9. Receiving temperature/ condition {3-202) a1 a . e
’ 4 | 10 Records: shellstock fags, parasite desruction, YN NA 24. Additives / approved, unapproved (3-207) Qo
Y N "( feauired HAGCP plan £3-202 &3 aja }Y/ N 25. Taxie substances properly identified, stored, used alo
7 = T : 101 hrough 7 01_
v N NA | 14. Food segregated, separated and protected (3-302) | O { O =
v N N | 12 Food contect sufaces clean and saniized ala 4 26._ Compliante with varidrice and HACCP plan (8-201) | O | O
/ (45, 46, 47)
NN 13. Returned / reservies of food (3-306.& 3-801) al|d Y = yes, in compliarcs N = no, nof in compiiance
i i : P X /O =not ebserved N/A =not applicable
\‘Y N 14. Discarding / reconditioning unsafe food {3-701) 2140 0% Cortoeted omsite R Repont vidduion
=COS ortR
b tarvew fivan Si) ' b | e, 47
-lf.m“l'(?w\y_.#w ‘” A §/f" f?'§ : /‘)m" f’/é’} ,// ol
T

cos R Q08 R 05 R

O | 27. Use of ise and padewrized egge a M| .34. Food cortanipalien - a O | Q| 42 Focd densilefin-use (] a

0 | 28 wder soure and quanlity ajl|a . anggwpmenl forlemp.- | Q | 0| 43 ThemomelersiTest rips [ |
D 28, Inseclsfraderisfanimals a (] 35. Persond oleanfinéss a 3 | & | 44 Warewashing faciity a a _

a i‘f’éai‘;ff:‘:se“‘"f°°d contacl sufaces: consirueled, ERNE 0. Foodtsteledkondtion | (3 | O | O | 45 wiphgetalrs olo

a :s:éil;fﬁng nstalled; cross-connectiory back flow ] a 38 Plat food cocking' ] £ | Q[ 46 Utenci & single-service slarage a o |

O | 32 Sewage and wasle water dsposal a (| 39, Thawing a O | O | 47 Physical faciilies 1 a

2 | 33 Sirks confaminaed from clearing mainienarce faols. d a 40. Toffel facilifes d B D T [ | 48 Spesialized prosessing methods | a

41 Garbage and refuce 0 ] D} | 49:Oter 0l o
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Technical Assistance [.ist

Facility: Bechive Homes of Kenmere

Exit Date: 2/26/14

{tem # 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 Naproxen.

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 shouid 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:/Forms/Survey Forms/Exit Forms/Technical assistance list (3/31/09)




