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 S 000 INITIAL COMMENTS  S 000

The following citations represent the findings of a 

resurvey with complaint investigations #163691, 

#165986, #166177, #169100 at the above named 

assisted living facility conducted on 03/30/22, 

03/31/22, 04/05/22 and 04/06/22.

 

 S3080

SS=D
26-41-201 (a) (b) Functional Capacity Screen on 

Admission

a) On or before each individual ' s admission to 

an assisted living facility or residential health care 

facility, a licensed nurse, a licensed social worker, 

or the administrator or operator shall conduct a 

screening to determine the individual ' s 

functional capacity and shall record all findings on 

a screening form specified by the department.  

The administrator or operator may integrate the 

department ' s screening form into a form 

developed by the facility, which shall include each 

element and definition specified by the 

department.

(b) A licensed nurse shall assess any resident 

whose functional capacity screening indicates the 

need for health care services. 

This REQUIREMENT  is not met as evidenced 

by:

 S3080

KAR 26-41-201(a)

The facility reported a census of 12 residents. 

The sample included four residents and four 

focused record reviews.  Based on interview and 

record review the Administrator failed to ensure 

Resident (R) 336 had a Functional Capacity 

Screen completed by designated staff on or 

before admission to the assisted living facility in 

order to determined the residents functional 

capacity. 
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 S3080Continued From page 1 S3080

Findings included:

-  Review of R336's medical record identified the 

resident moved into the facility on 02/10/22 with a 

diagnosis of type one diabetes mellitus. 

Review of R336's "Functional Capacity Screen" 

(FCS) completed on 02/28/22 (18 days after 

admission) identified the resident required 

physical assistance with bathing and dressing, 

was independent with transfers and mobility, and 

had cognitive impairment and a current problem 

or risk for falls/unsteadiness. 

On 04/05/22 at 10:50 AM Administrative Licensed 

Nurse F reported the Licensed Nurse needed to 

complete the FCS on the day the resident moved 

into the facility. 

The Administrator failed to ensure designated 

staff completed a functional capacity screen on or 

before admission to the assisted living facility.

 S3082

SS=E
26-41-201 (d) Functional Capacity Screen 

Accurate

d) Designated facility staff shall ensure that each 

resident ' s functional capacity at the time of 

screening is accurately reflected on that resident ' 

s screening form.

This REQUIREMENT  is not met as evidenced 

by:

 S3082

K.A.R  26-41-201 (d)  

The facility reported a census of 12 residents (R). 

The sample included four residents and four 
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 S3082Continued From page 2 S3082

focused record reviews. Based on record review 

and interview the facility failed to ensure 

designated staff ensured three (R330, R332, and 

R332) of 4 sampled resident's Functional 

Capacity Screens accurately reflected the 

resident's functional abilities at the time of 

screening.

Findings included:

-   Review of  R330's medical record revealed the 

resident moved into the facility on 10/21/20 with 

diagnoses of dementia, major depression, and 

macular degeneration. 

R330's "Functional Capacity Screen" (FCS) dated 

11/29/21 identified the resident required physical 

assistance with mobility, supervision with eating, 

wandered in the facility, and did not have a 

current problem or risk for falls/unsteadiness.

R330's "Negotiated Service Agreement/Health 

Care Service Plan" (NSA/HCSP) dated 11/05/21 

identified the resident used a wheelchair for 

mobility and required staff to physically push the 

chair for mobility. Staff needed to provide 

occasional physical assistance with opening 

cartons, packets, and tasks associated with 

eating. The NSA/HCSP did not identify services 

related to falls or wandering. 

In comparing the residents FCS and NSA/HCSP 

discrepancies included that the resident required 

supervision with eating when she required 

physical assistance with different tasks 

associated with eating. The FCS identified the 

resident wandered throughout the facility, yet she 

required staff to physically push the resident in 

her wheelchair to get from place to place. 
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 S3082Continued From page 3 S3082

R330's "Progress Notes" included the following:

07/06/21 at 07:33 PM staff found the resident 

sitting on the floor in another resident's room.  

The residents FCS should have identified the 

resident had a current problem or was at risk for 

falls based on the residents history of falls. 

Observation on 03/30/22 at 11:45 AM, Certified 

Medication Aide (CMA) I and Activity Staff K put 

the recliner foot rest down on the recliner and 

with one under each arm lifted the resident up out 

of the recliner and into her wheelchair.  Staff then 

propelled the resident to the dining room table. 

The resident did not help in propelling self in 

wheelchair.  

On 03/30/22 at 11:08 AM, CMA I reported staff 

had to do pretty much everything for R330. The 

resident used a wheelchair and staff pushed her 

from place to place. 

On 03/30/22 at 01:29 PM CMA C reported the 

staff did everything for the resident except 

although the resident could feed herself once 

staff helped her get started. 

On 04/05/22 at 11:21 AM Staff confirmed the FCS 

did not accurately reflect the residents functional 

ability when completed. 

The Administrator failed to ensure designated 

facility staff completed the Functional Capacity 

Screening accurately reflected the resident's 

abilities at the time of screening regarding eating 

and falls. 

-  Review of R331's medical record revealed the 

resident moved into the facility on 06/02/21 with a 

diagnosis of frontotemporal dementia.
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 S3082Continued From page 4 S3082

R331's "Functional Capacity Screen" (FCS) dated 

06/02/21 identified the resident needed 

supervision with dressing and was independent 

with eating. 

R331's "Negotiated Service Agreement/Health 

Care Service Agreement" (NSA/HCSP) dated 

06/02/21 identified the resident needed moderate 

physical assistance with putting on and taking off 

clothing and needed assistance with zippers or 

buttons.  The NSA/HCSP also identified staff 

needed to provide supervision/cueing to the 

resident for eating. 

In comparing the FCS and the NSA/HCSP with 

the same date revealed the resident needed staff 

to provide more assistance than what the FCS 

identified. 

On 03/30/22 at 11:38 AM R331 walked out to the 

dining room independently.  She went directly to 

the kitchen window and asked for her Oatmeal. 

Activities Staff K explained to the resident that 

she needed to wait until she had some regular 

food before she could get another bowl of 

oatmeal.  The resident then sat in her chair at the 

table. 

On 03/30/22 at 11:47 AM R331 sat at the dining 

room table waiting for her lunch. She got up from 

the table and went over to the kitchen window 

and again asked for some oatmeal.  Activity staff 

K and Certified Medication Aide I explained that 

she needed to eat what the facility provided for 

the noon meal and then she could have some 

oatmeal.  The resident then sat at the table. 

Continued observations of the resident while 

waiting for her meal revealed multiple times staff 

needed to remind the resident, her family wanted 
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 S3082Continued From page 5 S3082

her to eat regular food before she had oatmeal. 

On 03/20/22 at 12:06 PM the resident was served 

sweet and sour chicken on rice.  The resident ate 

100% of her meal. 

On 04/05/22 at 11:00 AM, Administrative 

Licensed Nurse F confirmed the FCS did not did 

not reflect the residents functional capacity 

accurately at the time of screening. 

The administrator failed to ensure designated 

staff accurately reflected R331's functional status 

regarding eating and dressing when completing 

the FCS. 

-   Review of R332's record revealed she moved 

into the facility on 02/11/19 with diagnoses of 

delusional disorder, dementia, and hypertension. 

R332's "Functional Capacity Screen" dated 

02/08/22 identified the resident as independent 

with transfers, walking, eating, and the resident 

was not at risk for falls/unsteadiness. 

R332's "Negotiated Service Agreement/Health 

Care Service Plan" dated 03/08/22  identified the 

resident needed supervision/cueing and 

encouragement with transfers, supervision and 

cueing with walking/mobility, and supervision 

/cueing and occasional physical assistance 

regarding tasks with eating. 

Review of the residents "Progress Notes" dated 

11/09/21 at 10:36 AM revealed staff observed the 

resident on the floor with her back up against her 

bed. The residents FCS should have identified 

the resident had a current problem or was at risk 

for falls based on the residents history of falls. 
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 S3082Continued From page 6 S3082

Observation on 03/30/21 at 11:31 AM Certified 

Medication Aide (CMA) N went into the residents 

room to assist her with getting ready for lunch. 

CMA N helped the resident to sit up straight on 

the side of the bed and talked to her while putting 

on the residents shoes. Staff moved the walker to 

the front of the resident and then held onto the 

residents left arm as she stood up.  Staff then told 

the resident to go to the restroom first and so the 

resident started to walk to the bathroom using her 

front wheeled walker with staff standing beside 

her and her hand on the small of the resident's 

back. The resident then held onto the grab bar 

and staff helped the resident to get her positioned 

and her pants down so the resident then sat on 

the toilet. When finished in the bathroom the 

resident walked out to the dining room table with 

staff providing stand by assistance. 

On 03/30/22 at 11:08 AM CMA I reported staff 

had to help the resident with daily cares and 

depending on her mood depended on how much 

she let us help her. She will sometimes take 

herself to the bathroom, but staff have to check 

her brief to make sure she is dry. 

On 03/30/22 at 01:29 CMA C reported staff 

assisted the resident with dressing, hygiene,and 

toileting.  Stated she can sometimes do things 

with just cueing.  

On 04/05/22 at 11:00 AM Administrative Licensed 

Nurse F confirmed the FCS did not did not reflect 

the residents functional capacity accurately at the 

time of screening. 

The administrator failed to ensure designated 

staff accurately reflected R332's functional status 

regarding eating and dressing when completing 

the FCS.
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 S3090

SS=D
26-41-202 (c) Admission Negotiated Service 

Agreement

(c) Each administrator or operator shall ensure 

the development of an initial negotiated service 

agreement at admission.

This REQUIREMENT  is not met as evidenced 

by:

 S3090

KAR 26-41-202(c) 

The facility reported a census of 12 Residents 

(R).  The sample included four residents and four 

focused record reviews.  Based on interview and 

record review the Administrator failed to ensure 1 

(R336) of 3 sampled residents had an initial 

negotiated service agreement developed at 

admission to the facility. 

Findings included:

-  Review of R336's medical record identified the 

resident moved into the facility on 02/10/22 with 

diagnosis of type one diabetes mellitus. 

Review of R336's "Functional Capacity Screen" 

completed on 02/28/22 (18 days after admission) 

identified the resident required physical 

assistance with bathing and dressing, was 

independent with transfers and mobility, and had 

cognitive impairment and a current problem or 

risk for falls/unsteadiness. 

R336's "Negotiated Service Agreement/Health 

Care Service Plan" (NSA/HCSP) had an effective 

date of 02/10/22, but was not completed and 

signed by the Licensed Nurse until 02/18/22 (8 
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 S3090Continued From page 8 S3090

days after admission).

On 04/05/22 at 10:50 AM Administrative Licensed 

Nurse F reported the NSA/HCSP needed to be 

completed on the day of admission. 

The Administrator failed to ensure 1 (R336) of 3 

sampled residents had an initial negotiated 

service agreement developed at admission to the 

facility.

 S3101

SS=E
26-41-202 (h) NSA Signatures

(h) Each individual involved in the development of 

the negotiated service agreement shall sign the 

agreement.  The administrator or operator shall 

ensure that a copy of the initial agreement and 

any subsequent revisions are provided to the 

resident or the resident's legal representative.

This REQUIREMENT  is not met as evidenced 

by:

 S3101

KAR 26-41-202 (h)

The facility reported a census of 12 Residents 

(R).  The sample included four residents and four 

focused record reviews.  Based on interview and 

record review for four (R330, R331, R332, and 

R336) of four sampled residents, the 

administrator failed to ensure each individual 

involved in the development of the negotiated 

service agreement signed the agreement.  

Findings included:

- Review of  R330's medical record revealed the 

resident moved into the facility on 10/21/20 with 
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 S3101Continued From page 9 S3101

diagnoses of  dementia, major depression and 

macular degeneration. 

R330's "Functional Capacity Screen" (FCS) dated 

11/29/21 identified the resident could not perform 

any part of bathing, dressing or toileting, and 

needed physical assistance with transfers and 

mobility. She had cognitive impairment and could 

not manage her medications or medical 

treatments. 

R330's "Negotiated Service Agreement/Health 

Care Service Plan" (NSA/HCSP) dated 11/05/21 

lacked signatures of all individuals involved in the 

development of the negotiated service 

agreement. 

-    Review of R331's medical record revealed the 

resident moved into the facility on 06/02/21 with a 

diagnosis of frontotemporal dementia.

R331's "Functional Capacity Screen" (FCS) dated 

06/02/21 identified the resident needed 

supervision with bathing, dressing, toileting, and 

transfers and was independent with eating. It also 

identified the resident was unable to complete the 

task of management of her medications and 

medical treatments and had cognitive 

impairment. 

R331's "Negotiated Service Agreement/Health 

Care Service Agreement" (NSA/HCSP) dated 

06/02/21 lacked signatures of all individuals 

involved in the development of the negotiated 

service agreement. 

-    Review of R332's record revealed she moved 

into the facility on 02/11/19 with diagnoses of 

delusional disorder, dementia and hypertension. 
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 S3101Continued From page 10 S3101

R332's "Functional Capacity Screen" dated 

02/08/22 identified the resident required physical 

assistance with bathing and dressing, supervision 

with toileting and was independent with transfers 

and walking.  It identified she had cognitive 

impairment and could not manage her 

medications or medical treatments. 

R332's "Negotiated Service Agreement/Health 

Care Service Plan" dated 03/08/22 lacked 

signatures of all who participated in the 

development of the negotiated service 

agreement. 

-  Review of R336's medical record identified the 

resident moved into the facility on 02/10/22 with 

diagnosis of type one diabetes mellitus. 

Review of R336's "Functional Capacity Screen" 

completed on 02/28/22 identified the resident 

needed physical assistance with bathing and 

dressing, supervision with toileting and was 

independent with other daily activities of daily 

living.  The resident also had cognitive 

impairment and was unable to manage his 

medications or medical treatments. 

R336's "Negotiated Service Agreement/Health 

Care Service Plan" dated 02/18/22 lacked 

signatures of all who participated in the 

development of the negotiated service 

agreement.  

On 03/31/22 at 11:10 AM, Administrative 

Licensed Nurse B acknowledged that for R330, 

R331, R332, and R336 their Negotiated Service 

Agreement/Health Care Service Plan had not 

been signed by the resident's representatives 

therefore was not signed by all individuals 

involved in the development of the document. 
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 S3101Continued From page 11 S3101

For R330, R331, R332, and R336, the 

administrator failed to ensure their Negotiated 

Service Agreements/Health Care Service Plan 

included signatures of each individual that 

participated in it's development.

 S3120

SS=D
26-41-203 (b) Adult Day Care Services

(b) Adult day care services.  Any administrator or 

operator of an assisted living facility or residential 

health care facility may provide adult day care 

services to any individual who meets the facility ' 

s admission and retention criteria and receives 

services less than 24 hours a day if the 

administrator or operator ensures that all of the 

following conditions are met:

(1) Written policies are developed and 

procedures are implemented for the provision of 

adult day care services.(2) All the requirements 

for admission of a resident to an assisted living 

facility or residential health care facility are met 

for an individual admitted for adult day care 

services. 

 (3) At least 60 square feet of common use living, 

dining, and activity space is available in the 

facility for each resident of the facility and each 

resident receiving adult day care services. 

(4) The provision of adult day care services does 

not adversely affect the care and services offered 

to other residents of the facility.

This REQUIREMENT  is not met as evidenced 

by:

 S3120

KAR 26-41-203(b)(1)(2)

The facility reported a census of 12 Residents 

(R). The sample included four residents and four 
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 S3120Continued From page 12 S3120

focused record reviews.  Based on  interview and 

record review, the administrator failed to 

implement written procedures and include all 

requirements for admission to the assisted living 

facility for Resident (R) 337 who came to the 

facility for adult day care services. 

Findings included:

-  R337's medical record revealed he started 

receiving day care services on 07/07/21.  

The record include a signed "Informed and 

Acknowledged Risk Services Agreement" related 

to fall risk and a signed Pre-screen Prospective 

Resident" evaluation. It also included a signed 

Daylight Admission Contract dated 07/07/21 that 

included services to be provided, but failed to 

include the rates and charges of services 

associated with Daylight Day Care. 

R337's record lacked a "Functional Capacity 

Screen" and a "Negotiated Service 

Agreement/Health Care Service Plan".  It also 

lacked documentation of any services, including 

health care services provided by facility staff . 

Review of the facilities "Daylight Senior Day Care 

Program" undated policy included the following 

procedures:

1. "The Service agreement will be completed and 

signed by the resident/POA, Administrator and 

Physician, who documents the orders on the 

form..."  5. A licensed nurse should complete a 

full head to toe assessment at time of the first 

visit. 10. "An abbreviated chart should be kept on 

the Daylight resident inclusive of; the Service 

Agreement, face sheet, copy of insurance cards, 

a signed copy of Resident Rights, ... Advanced 

Directives, nurses' notes, and the MAR/MOR if 
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 S3120Continued From page 13 S3120

applicable." 11. "A Narrative note should be made 

each day the Daylight resident stays at the 

community..."

The Administrator failed to implement write 

procedures and include all requirements for 

admission to the assisted living facility for R337 

who received Adult Day Care services. .

 S3155

SS=G
26-41-204 (a) Health Care Services

.  (a) The administrator or operator in each 

assisted living facility or residential health care 

facility shall ensure that a licensed nurse provides 

or coordinates the provision of necessary health 

care services that meet the needs of each 

resident and are in accordance with the functional 

capacity screening and the negotiated service 

agreement.

This REQUIREMENT  is not met as evidenced 

by:

 S3155

KAR 26-41-204 (a)

The facility reported a census of 12 residents (R). 

The sample included four residents and four 

focused record reviews.  Based on observation, 

interview, and record review, the Administrator 

failed to ensure a Licensed Nurse (LN) provided 

or coordinated the provision of necessary health 

care services to meet the needs of three (R330, 

R332, R336) of four sampled residents and one 

(R334) of four focused reviews by the failure to 

investigate the root cause of falls and implement 

appropriate measures to reduce the risk for 
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 S3155Continued From page 14 S3155

further falls. For R334, who had six falls between 

06/21/21 and 08/21/21, with one fall resulting in a 

fracture of her left clavicle.  

Findings included:

-  Review of R334's medical record revealed the 

resident moved into the facility on 06/15/21 with 

diagnoses of dementia with behavioral 

disturbance, osteoarthritis, and insomnia. 

R334's "Functional Capacity Screen" dated 

06/15/21 identified the resident required physical 

assistance with bathing, dressing, toileting, 

transfers, walking/mobility, and supervision with 

eating. It also identified the resident had cognitive 

impairment, had bladder incontinence, and had a 

current problem with or at risk for 

falls/unsteadiness. 

R334's "Negotiated Service Agreement" dated 

06/15/21 lacked information that the facility staff 

would provide services for the resident related to 

falls/unsteadiness and lacked a description of any 

health care services to reduce the resident's risk 

for falls. 

Review of R334's record included the following 

"Progress Notes" related to falls: 

On 07/02/21 at 11:12 AM LN H documented she 

called and left a voice mail with resident's 

daughter regarding a fall.  

On 07/06/21 at 10:42 AM LN H documented a 

late entry for 06/21/21 that she observed the 

resident on the ground between her bathroom 

and her bed.  Staff obtained the resident's vitals 

and were within normal limits and her range of 

motion was at baseline. The resident had no 
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 S3155Continued From page 15 S3155

complaints of pain and staff assisted the resident 

into her wheelchair.

On 07/06/21 at 07:37 PM Certified Nurse Aide J 

documented staff heard the resident fall and hit 

her head. The resident's family refused to go to 

hospital via ambulance, so a mobile X-ray was 

ordered. 

On 07/07/21 LN H documented the x-ray report 

results identified no fractures. 

On 07/12/21 at 08:27 AM LN H noted she 

observed the resident attempting to self-transfer 

out of wheelchair. The chair was not locked, and 

the resident slid and fell to the floor. The progress 

note included a nurse assessment at the time of 

the fall. 

On 07/23/21 at 02:08 PM LN H documented the 

resident laid on the floor in prone position. Staff 

took the resident's vitals, and her range of motion 

which were in normal limits. 

On 08/09/21 at 03:05 PM LN G documented 

"Resident has a bulge on her left collar bone and 

is complaining of pain in that area. Resident fell a 

few days ago. Request for mobile x-ray order 

sent to [physician]."

On 08/10/22 at 11:20 AM LN G noted the X-ray 

revealed fractured clavicle on left side. Will call 

primary care physician to get plan/orders. 

On 08/10/21 at 8:26 PM LN G documentation 

noted the resident's Power of Attorney reported 

the resident had a previous fracture in the same 

area a few months ago, prior to admission. 

On 08/21/21 Certified Medication Aide (CMA) I 

If continuation sheet  16 of 466899STATE FORM 53IE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 04/11/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Kansas Department on Aging

N023023 04/06/2022

NAME OF PROVIDER OR SUPPLIER

THE ARBORS AT MONTEREY VILLAGE

STREET ADDRESS, CITY, STATE, ZIP CODE

3905 PETERSON ROAD

LAWRENCE, KS  66049

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 S3155Continued From page 16 S3155

noted dietary staff D requested CMA I to come to 

the dining room. CMA I observed the resident 

laying on the floor next to her wheelchair with a 

pool of blood coming from her head and her 

hand. 

Review of the physician "Notification of Resident 

Incident/Fall" included additional falls had 

occurred on: 

06/23/21 at 06:30 AM, resident observed on floor 

in prone position by CNA, no injuries observed.

06/26/21 at 04:30 PM resident was found lying on 

her left side in front of the recliner. 

07/02/21 at 10:15 AM resident was tangled up in 

her wheelchair and a walker and as staff tried to 

untangle her the resident tried to get up and fell 

forward;

07/26/21 at 11:35 PM, resident fell in living room 

and no known injuries, but resident said her right 

knee was sore. 

The resident's record also included a CMA fall 

report dated 07/28/21 at 11:40 PM staff witnessed 

the resident opened her door and closed it. Then 

staff heard a loud bang went in to the room and 

the resident had fallen. The resident said she 

tripped and lost her balance. 

Review of the resident's record lacked evidence 

of investigation of all the above falls to identify 

possible root cause of the fall and interventions to 

decrease the risk of further falls. 

On 04/05/22 at 12:15 PM Administrative LN E 

reported she could not find anything in the 

resident's record to identify that a LN followed up 

and investigated the residents 12 falls between 
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 S3155Continued From page 17 S3155

06/21/21 and 08/21/21. 

The administrator failed to ensure a licensed 

nurse provided or coordinated the provision of 

necessary health care services to meet the needs 

of R334 by failing to investigate all 12 falls the 

resident had, between 06/21/21 and 08/21/21 

with one fall resulting in a fractured clavicle.

-  Review of  R330's medical record revealed the 

resident moved into the facility on 10/21/20 with 

diagnoses of  dementia, major depression and 

macular degeneration. 

R330's "Functional Capacity Screen" (FCS) dated 

11/29/21 identified the resident needed physical 

assistance with transfers and mobility, had 

cognitive impairment and failed to identify the 

resident had a current problem/risk for 

falls/unsteadiness. 

R330's "Negotiated Service Agreement/Health 

Care Service Plan" (NSA/HCSP) dated 11/05/21 

identified the resident used a wheelchair for 

mobility and required staff to physically push the 

chair for mobility.  The NSA/HCSP lacked any 

health care services needed related to risk of 

falls. 

R330's "Progress Notes" revealed the following 

times staff observed the resident on the floor:

04/14/21 at 2:50 PM,  Activity Staff K found 

resident on the floor.

04/16/21 at 3:41 PM, Certified Medication Aide 

(CMA) L documented on 04/15/21 resident found 

on floor in TV area with wheelchair behind her.

04/16/21 at 7:35 PM, CMA L documented 
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 S3155Continued From page 18 S3155

resident on floor in front of the medication room.

04/22/21 at 8:30 PM, CMA L documented 

resident on floor next to recliner in her room. 

07/06/21 at 7:33 PM, CMA J documented 

resident found sitting on floor in another 

resident's room. 

01/14/22 at 09:48 AM, CMA C documented night 

shift reported the resident fell out of bed last night 

and upon entering the resident's room she was 

on the floor. The nurse on call said to leave the 

resident on the floor.  

The resident's record also included a report 

completed by Activity staff K dated 08/06/21 at 

12:29 PM, which indicated Certified Nurse Aides 

found resident on the floor. 

Review of the resident's record lacked evidence a 

Licensed Nurse investigated the above falls to 

identify possible root cause of the fall and 

interventions to decrease the risk of further falls. 

On 04/05/22 at 12:15 PM Administrative LN E 

reported she could not find anything in the 

resident's record to identify that a LN followed up 

and investigated the above 7 falls. 

The administrator failed to ensure a licensed 

nurse provided or coordinated the provision of 

necessary health care services to meet the needs 

of R330 by failing to investigate falls. 

-  Review of R332's record revealed she moved 

into the facility on 02/11/19 with diagnoses of 

delusional disorder, dementia and hypertension. 

R332's "Functional Capacity Screen" dated 
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 S3155Continued From page 19 S3155

02/08/22 identified the resident required physical 

assistance with bathing and dressing, supervision 

with toileting and was independent with transfers 

and walking.  It identified she had cognitive 

impairment and did not identify she had a risk for 

falls/unsteadiness. 

R332's "Negotiated Service Agreement/Health 

Care Service Plan" dated 03/08/22 lacked 

provision of services related to falls.

Review of R332's "Progress Note" dated 11/09/21 

at 10:36 AM Certified Medication Aide I 

documented staff observed the resident on the 

floor sitting with her back against her bed. The 

resident had a small rug burn/abrasion on her left 

knee and no other injuries. 

Review of the resident's record lacked evidence a 

Licensed Nurse investigated the above falls to 

identify possible root cause of the fall and 

interventions to decrease the risk of further falls. 

On 04/05/22 at 12:15 PM Administrative LN E 

reported she could not find anything in the 

resident's record to identify that a LN followed up 

and investigated R332's fall. 

The administrator failed to ensure a licensed 

nurse provided or coordinated the provision of 

necessary health care services to meet the needs 

of R332 by failing to investigate falls. 

-  Review of R336's medical record identified the 

resident moved into the facility on 02/10/22 with 

diagnosis of type one diabetes mellitus. 

Review of R336's "Functional Capacity Screen" 

completed on 02/28/22 identified the resident was 

independent with transfers and mobility and had 
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 S3155Continued From page 20 S3155

cognitive impairment and a current problem or 

risk for falls/unsteadiness. 

R336's "Negotiated Service Agreement/Health 

Care Service Plan" dated 02/18/22 lacked 

provision of services related to fall risk. 

Review of R336's "Progress Notes" dated 

03/22/22 at 03:16 PM, revealed Certified 

Medication Aide documented staff entered the 

residents room and observed the resident lying 

on the floor in front of his recliner and underneath 

the elevated foot rest of the recliner. no visible 

injuries noted. 

Review of the resident's record lacked evidence a 

Licensed Nurse investigated the fall to identify 

possible root cause of the fall and interventions to 

decrease the risk of further falls. 

On 04/05/22 at 12:15 PM Administrative LN E 

reported she could not find anything in the 

resident's record to identify that a LN followed up 

and investigated R336's fall.

The administrator failed to ensure a licensed 

nurse provided or coordinated the provision of 

necessary health care services to meet the needs 

of R336 by failing to investigate falls. 

Review of the facilities "Fall Follow up Protocol" 

dated 06/09/19 directed staff to complete the 

incident report in the electronic medical record 

but lacked direction for a licensed nurse to 

investigate the fall for root cause and possible 

interventions to be implemented to reduce the 

residents risk for further falls. 

For R334, R330, R332, and R336 the 

administrator failed to ensure a licensed nurse 
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 S3155Continued From page 21 S3155

provided or coordinated the provision of 

necessary health care services to meet the needs 

of of four residents related to falls.

 S3165

SS=E
26-41-204 (d) Health Care Services

(d)  The negotiated service agreement shall 

contain a description of the health care services 

to be provided and the name of the licensed 

nurse responsible for the implementation and 

supervision of the plan.

This REQUIREMENT  is not met as evidenced 

by:

 S3165

KAR 26-41-204 (d)

The facility reported a census of 12 residents (R).  

The sample included four residents and four 

focused record reviews.  Based on interview and 

record review the administrator failed to ensure 

four (R330, R331, R332, R336) of four sampled 

residents and two (R334 and R335) of 4 focused 

resident reviews included a description of the 

health care services to be provided in the 

Negotiated Service Agreement and failed to 

include the name of the current licensed nurse 

responsible for the implementation and 

supervision of the Health Care Service Plan for 

R331, R332, R335 and R336.

Findings included:

-     Review of  R330's medical record revealed 

the resident moved into the facility on 10/21/20 

with diagnoses of  dementia, major depression, 

and macular degeneration. 
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R330's "Functional Capacity Screen" (FCS) dated 

11/29/21 identified the resident could not perform 

any part of bathing, dressing or toileting, and 

needed physical assistance with transfers and 

mobility. She had cognitive impairment, trouble 

making decisions, had wandering behaviors and 

had socially inappropriate/disruptive behaviors at 

times. 

R330's "Negotiated Service Agreement/Health 

Care Service Plan" (NSA/HCSP) dated 11/05/21 

failed to describe services staff needed to provide 

due to the resident being unable to perform 

toileting and having incontinence.  The 

NSA/HCSP also failed to describe health care 

services related to trouble making decisions and 

wandering.  The NSA/HCSP failed to identify 

what type of socially inappropriate/disruptive 

behaviors the resident had and the health care 

services the staff provided to meet the needs of 

the resident.  

On 03/30/22 at 10:53 AM Administrative Licensed 

Nurse B confirmed the Negotiated Service 

Agreement and the Health Care Service Plan are 

all one document the electronic record.

On 04/05/22 at 11:21 AM Administrative Licensed 

Nurse F acknowledged that the NSA/HCSP 

lacked description of the health care services that 

staff provided for the resident. 

The administrator failed to ensure designated 

staff included a description of the health care 

services to be provided for R330 in the 

Negotiated Service Agreement. 

-    Review of R331's medical record revealed the 

resident moved into the facility on 06/02/21 with a 

diagnosis of frontotemporal dementia.
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 S3165Continued From page 23 S3165

R331's "Functional Capacity Screen" (FCS) dated 

06/02/21 identified the resident had cognitive 

impairment. 

R331's "Negotiated Service Agreement/Health 

Care Service Agreement" (NSA/HCSP) dated 

06/02/21 identified the resident had severe 

impairment of memory/recall abilities and 

orientation to time/place and person.  The 

NSA/HCSP failed to include a description of 

services staff needed to provide for severe 

cognitive impairment. It also failed to identify 

health care services related to the residents 

frequent refusals for showers and changing 

clothing. The NSA/HCSP failed to identify 

Administrative Licensed Nurse B as the nurse 

responsible for implementation and supervision of 

the HCSP. 

On 03/30/22 at 10:53 AM Administrative Licensed 

Nurse B confirmed the Negotiated Service 

Agreement and the Health Care Service Plan are 

all one document the electronic record.

On 04/05/22 at 10:55 AM Administrative Licensed 

Nurse F reported there was a place on the 

NSA/HCSP where the LN needed to type her 

name as the nurse responsible for the 

implementation and supervision of the residents 

HCSP. 

On 04/05/22 at 11:21 AM Administrative Licensed 

Nurse F acknowledged the NSA/HCSP lacked 

description of the health care services that staff 

provided for the resident. 

The administrator failed to ensure designated 

staff included a description of the health care 

services to be provided for R330 in the 
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 S3165Continued From page 24 S3165

Negotiated Service Agreement. 

-    Review of R332's record revealed she moved 

into the facility on 02/11/19 with diagnoses of 

delusional disorder, dementia and hypertension. 

R332's "Functional Capacity Screen" dated 

02/08/22 identified the resident had frequent 

bladder incontinence, wandered in the facility, 

and had socially inappropriate behaviors. It also 

identified the resident had cognitive impairment 

and trouble making decisions. 

R332's "Negotiated Service Agreement/Health 

Care Service Plan" (NSA/HCSP) dated 03/08/22 

failed to identify a description of health care 

services related to bladder incontinence, 

wandering, a description of the resident's 

inappropriate/disruptive behaviors and what 

services staff are to provide. It also failed to 

identify health care services staff were to provide 

related to the residents cognitive impairment, 

memory loss and inability to make decisions.  The 

NSA/HCSP also failed to identify Administrative 

Licensed Nurse B as the Nurse responsible for 

the implementation and supervision of the HCSP. 

On 04/05/22 at 10:55 AM Administrative Licensed 

Nurse F reported there was a place on the 

NSA/HCSP where the LN needed to type her 

name as the nurse responsible for the 

implementation and supervision of the residents 

HCSP. 

On 04/05/22 at 11:30 AM Administrative Licensed 

Nurse F acknowledged that the NSA/HCSP 

lacked description of the health care services that 

staff provided for the resident. 

The administrator failed to ensure designated 
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 S3165Continued From page 25 S3165

staff included a description of the health care 

services to be provided for R330 in the 

Negotiated Service Agreement. 

-    Review of R334's medical record revealed the 

resident moved into the facility on 06/15/21 with 

diagnoses of dementia with behavioral 

disturbance, osteoarthritis, and insomnia. 

R334's "Functional Capacity Screen" dated 

06/15/21 identified the resident had cognitive 

impairment, problem with falls/unsteadiness, 

impaired decision making and wandering. 

R334's "Negotiated Service Agreement/Health 

Care Service Plan"(NSA/HCSP) dated 06/15/21 

lacked a description of the health care services 

staff needed to provide for the resident's cognitive 

impairment/memory deficit, risk for 

falls/unsteadiness, and wandering. 

On 03/30/22 at 10:53 AM Administrative Licensed 

Nurse B confirmed the Negotiated Service 

Agreement and the Health Care Service Plan are 

all one document the electronic record. 

On 04/05/22 at 11:35 AM Administrative Licensed 

Nurse F acknowledged that the NSA/HCSP 

lacked description of the health care services that 

staff provided for the resident. 

The administrator failed to ensure designated 

staff included a description of the health care 

services to be provided for R330 in the 

Negotiated Service Agreement. 

-  Review of R335's medical record revealed the 

resident moved into the facility on 03/25/22 with 

diagnoses of chronic obstructive pulmonary 

disease, and dementia.
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 S3165Continued From page 26 S3165

R335's "Functional Capacity Screen" dated 

3/25/22 identified the resident had impaired 

cognition with memory loss and had problem/risk 

for falls. 

R332's "Negotiated Service Agreement/Health 

Care Service Plan" (NSA/HCSP) failed to identify 

health care services staff needed to provide the 

resident related to her moderate cognitive 

impairment and her risk for falls. The NSA/HCSP 

also failed to identify Administrative Licensed 

Nurse B as the Nurse responsible for the 

implementation and supervision of the HCSP. 

On 03/30/22 at 10:53 AM Administrative Licensed 

Nurse B confirmed the Negotiated Service 

Agreement and the Health Care Service Plan are 

all one document the electronic record. 

On 04/05/22 at 10:55 AM Administrative Licensed 

Nurse F reported there was a place on the 

NSA/HCSP where the LN needed to type her 

name as the nurse responsible for the 

implementation and supervision of the residents 

HCSP. 

On 04/05/22 at 11:38 AM Administrative Licensed 

Nurse F acknowledged that the NSA/HCSP 

lacked description of the health care services that 

staff provided for the resident. 

The administrator failed to ensure designated 

staff included a description of the health care 

services to be provided for R330 in the 

Negotiated Service Agreement

-  Review of R336's medical record identified the 

resident moved into the facility on 02/10/22 with 

diagnosis of type one diabetes mellitus. 
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 S3165Continued From page 27 S3165

Review of R336's "Functional Capacity 

Screen"completed on 02/28/22 identified the 

resident had cognitive impairment, at risk for 

falls/unsteadiness, and had impaired hearing.  

R336's "Negotiated Service Agreement/Health 

Care Service Plan" (NSA/HCSP) failed to include 

a description of health care services provided 

related to the resident's cognitive impairment and 

his risk for falls.  It identified the resident's right 

hearing aide was broken but failed to include 

services staff needed to provide to ensure his 

needs were met. The NSA/HCSP also failed to 

identify Administrative Licensed Nurse B as the 

Nurse responsible for the implementation and 

supervision of the HCSP. 

On 03/30/22 at 10:53 AM Administrative Licensed 

Nurse B confirmed the Negotiated Service 

Agreement and the Health Care Service Plan are 

all one document the electronic record. 

On 04/05/22 at 10:55 AM Administrative Licensed 

Nurse F reported there was a place on the 

NSA/HCSP where the LN needed to type her 

name as the nurse responsible for the 

implementation and supervision of the residents 

HCSP. 

On 04/05/22 at 11:45 AM Administrative Licensed 

Nurse F acknowledged that the NSA/HCSP 

lacked description of the health care services that 

staff provided for the resident. 

The administrator failed to ensure designated 

staff included a description of the health care 

services to be provided for R330 in the 

Negotiated Service Agreement
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 S3166Continued From page 28 S3166

 S3166

SS=D
26-41-204 (e) Delegation of Duties

(e)  A licensed nurse may delegate nursing 

procedures not included in the nurse aide or 

medication aide curriculums to nurse aides or 

medication aides, respectively, under the Kansas 

nurse practice act, K.S.A. 65-1124 and 

amendments thereto.

This REQUIREMENT  is not met as evidenced 

by:

 S3166

KAR-26-41-204 (e)

The facility reported a census of 12 residents.  

Based on interview and record review of two 

newly hired Certified Medication Aides (CMA), the 

Administrator failed to ensure the delegation of 

the nursing procedure of blood sugar monitoring 

to each certified CMA under the Kansas Nurse 

Practice Act, K.S.A.65-1124 and amendments 

thereto.  

Findings included:

-  On 03/30/22 at 10:30 AM Administrative 

Licensed Nurse B reported there was one 

resident in the facility who required the CMA's to 

check his blood sugar. 

Review of employee records revealed CMA E and 

CMA I did not have evidence of licensed nurse 

delegation for blood glucose testing which is not 

part of the certified medication aide curriculum.  

On 03/31/22 at 09:30 AM Administrative Staff M 

reported she was unable to find any 
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 S3166Continued From page 29 S3166

delegation/competency testing for the medication 

aides to be checking resident's blood sugar. 

Review of the undated "Blood Sugar 

Monitoring/Glucometer Quality Control" identified 

"Staff will have training with return demonstration 

prior to administering the blood sugar testing on a 

resident." 

The Administrator failed to ensure the delegation 

of the nursing procedure of blood sugar 

monitoring to each CMA under the Kansas nurse 

practice act, K.S.A.65-1124 and amendments 

thereto.

 S3171

SS=D
26-41-204 (i) Health Care Services Standards of 

Practice

(i) All health care services shall be provided to 

residents by qualified staff in accordance with 

acceptable standards of practice.  

This REQUIREMENT  is not met as evidenced 

by:

 S3171

KAR 26-41-204(i)

The facility reported a census of 12 residents (R).  

The sample included four residents and four 

focused record reviews.  Based on interview and 

record review the administrator failed to ensure a 

licensed nurse provided or coordinated the 

provision of necessary health care services for 

one (R336) of four sampled residents in 

accordance with acceptable standards of practice 

related to the monitoring of R336's blood sugars. 

Findings included:
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 S3171Continued From page 30 S3171

  Review of R336's medical record identified the 

resident moved into the facility on 02/10/22 with 

diagnosis of type one diabetes mellitus. 

Review of R336's "Functional Capacity 

Screen"completed on 02/28/22  identified the 

resident could not complete any part of the task 

related to management of medications or medical 

treatments. 

R336's "Negotiated Service Agreement/Health 

Care Service Plan" (NSA/HCSP) completed on 

02/18/22 revealed the resident required complete 

supervision and administration of his 

medications.  It lacked information regarding of 

staff providing services related to monitoring the 

resident's blood sugars. 

R336's physicians orders included an order dated 

03/09/22 for staff to check the resident's blood 

sugars once a week on Thursday before 

breakfast. 

R336's Medication Administration Record (MAR) 

record include the following documentation 

regarding blood sugar checks:

staff had initialed the blood sugar taken on the 

10th, 17th, 24th, AND 31st,  but lacked 

documentation of what the resident's blood sugar 

was. 

 

R336's electronic record included documentation 

for blood sugars of 438 on 03/23/22 at 02:44 PM, 

361 on 03/29/22 at 11:17 PM, and 365 at 11:00 

AM on 03/31/22 under the resident's vitals tab. 

On 03/31/22 at 10:25 AM Certified Medication 

Aide (CMA) I stated she had not taken the 

resident's blood sugar yet this morning. (Resident 

If continuation sheet  31 of 466899STATE FORM 53IE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 04/11/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Kansas Department on Aging

N023023 04/06/2022

NAME OF PROVIDER OR SUPPLIER

THE ARBORS AT MONTEREY VILLAGE

STREET ADDRESS, CITY, STATE, ZIP CODE

3905 PETERSON ROAD

LAWRENCE, KS  66049

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 S3171Continued From page 31 S3171

had already eaten breakfast) CMA I stated the 

MAR did not have a place for her to document the 

resident's blood sugars so she had been writing 

the results down on a piece of paper and giving 

them to the Administrative Licensed Nurse B.

On 03/31/22 at 10:27 AM Administrative Licensed 

Nurse B had CMA I show her in the electronic 

MAR where to Document blood sugars. CMA I 

showed Administrative Licensed Nurse B where 

to check blood sugars and  she confirmed there 

was not a place to document blood sugar checks 

on the MAR and would update the MAR.  

Administrative Licensed Nurse B also confirmed 

that the resident's blood sugar was to be checked 

in the morning prior to the resident eating 

breakfast. 

The Administrator failed to ensure designated 

staff  provided the health care service of blood 

sugar monitoring for R336 according to 

physicians orders and with acceptable standards 

of practice.

 S3211

SS=E
26-41-205 (g) (3) OVER THE COUNTER 

DRUGS

(3) A licensed nurse or medication aide may 

accept over-the-counter medication only in its 

original, unbroken manufacturer ' s package.  A 

licensed pharmacist or licensed nurse shall place 

the full name of the resident on the package. If 

the original manufacturer ' s package of an 

over-the-counter medication contains a 

medication in a container, bottle, or tube that can 

be removed from the original package, the 

licensed pharmacist or a licensed nurse shall 

place the full name of the resident on both the 

original manufacturer ' s medication package and 

 S3211
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 S3211Continued From page 32 S3211

the medication container.

This REQUIREMENT  is not met as evidenced 

by:

KAR 26-41-205 (g)(3)

The facility reported a census of 12  residents.  

Based on observation and interview the 

Administrator failed to ensure all over the counter 

medications were labeled with each resident's full 

name. 

Findings included:

-  Observation of the medication cart, during initial 

tour, on 03/30/22 at 07:55 AM with Certified 

Medication Aide I revealed the following 

over-the-counter medications without the 

residents full name on the bottle: Opened bottles 

of Vitamin D, Vitamin B12, Melatonin 5 

milligrams, and Extra Strength Pain Reliever. 

On 04/05/22 at 02:00 PM Administrative Licensed 

Nurse E acknowledged over-the-counter 

medications needed to have the residents full 

name on the bottle. 

The administrator failed to ensure all over the 

counter medications included the full name of the 

resident they belonged to.

 

 S3261

SS=E
26-41-105 (f) (11) Resident Record 

Documentation of Incidents

(f) (11) documentation of all incidents, symptoms, 

and other indications of illness or injury including 

the date, time of occurrence, action taken, and 

 S3261
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results of the action

This REQUIREMENT  is not met as evidenced 

by:

KAR 26-41-105(f)(11) 

The facility reported a census of 12 residents (R). 

The sample included four residents and four 

focused record reviews. Based on interview and 

record review the Administrator failed to ensure 

three (R330, R331, R332) of four sampled 

resident records and one (R333) of 4 focused 

record reviews contained documentation of all 

incidents, symptoms, and other indications of 

illness or injury.  

Findings included:

-     Review of  R330's medical record revealed 

the resident moved into the facility on 10/21/20 

with diagnoses of  dementia, major depression 

and macular degeneration. 

R330's "Functional Capacity Screen" (FCS) dated 

11/29/21 identified the resident could not perform 

any part of bathing, dressing or toileting and 

needed physical assistance with transfers and 

mobility. She had cognitive impairment and could 

not manage her medications or medical 

treatments. 

R330's "Negotiated Service Agreement/Health 

Care Service Plan" (NSA/HCSP) dated 11/05/21 

identified staff would provide assistance with 

bathing, dressing, transfers, mobility, and will 

administer the resident's medications. 
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R330's "Progress Notes" included the following 

documentation:

04/02/21 at 02:44 PM noted the resident had a 

significant amount of blood in her stool and 

complained of stomach pain. The record lacked 

evidence of follow as to what action was taken 

and the results of the action. 

12/20/2021 at  10:42 AM, Staff noted the resident 

more withdrawn and sleeping more within the 

past week or so and only ate about 50 percent 

(%) of meals compared to 100%, which was her 

usual. The resident required increased 

assistance during meals and  spent a significant 

amount of time sleeping in her wheelchair. The 

Director of Nursing was notified and staff would 

continue to monitor the resident for changes. The 

resident record lacked follow up regarding the 

resident's change in status and any action related 

to changes. 

01/14/22 at 09:48 AM noted the resident 

observed on the floor. The record lacked further 

documentation pf nursing assessment and if any 

action was taken status post fall.

03/13/22 at 10:58 AM noted the resident required 

full assistance of 2 staff this morning and she did 

not bear weight during transfer.  The record 

lacked further documentation of the residents 

change in status or any action taken. 

04/04/22 at 03:59 PM noted the resident's right 

eye appeared to be red and extremely blood shot. 

The resident denied pain and nurse was notified. 

The record lacked further assessment by a 

Licensed Nurse to assess the resident's eye and 

any further action needed to be taken. 

If continuation sheet  35 of 466899STATE FORM 53IE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 04/11/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Kansas Department on Aging

N023023 04/06/2022

NAME OF PROVIDER OR SUPPLIER

THE ARBORS AT MONTEREY VILLAGE

STREET ADDRESS, CITY, STATE, ZIP CODE

3905 PETERSON ROAD

LAWRENCE, KS  66049

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 S3261Continued From page 35 S3261

The resident record also included an activity fall 

report dated 08/06/21 noting that the resident was 

found on the floor by Certified Nurse Aides.  The 

residents progress notes lacked any 

documentation that the resident had fallen, what 

happened, and what if any actions were taken. 

On 04/05/22 at 11:21 AM  Licensed Nurse F 

reviewed the resident's progress notes and 

acknowledged the record lacked follow up by a 

nurse as to any action taken regarding concerns 

noted by direct care staff. 

The administrator failed to ensure R330's record 

included documentation of all incidents, 

symptoms, and other indications of illness or 

injury which included action taken and the results 

of the action. 

-    Review of R331's medical record revealed the 

resident moved into the facility on 06/02/21 with a 

diagnosis of frontotemporal dementia.

R331's "Functional Capacity Screen" (FCS) dated 

06/02/21 identified the resident needed 

supervision with bathing, dressing, toileting, and 

transfers and was independent with eating. It also 

identified the resident was unable to complete the 

task of management of her medications and 

medical treatments and had cognitive 

impairment. 

R331's "Negotiated Service Agreement/Health 

Care Service Plean" (NSA/HCSP) dated 06/02/21 

directed staff to provide physical assistance with 

preparation for bathing and dressing, to provide 

supervision with toileting and transfers and to 

provide administration of the residents 

medications and medical treatments. 
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R331's "Progress Notes" dated 07/24/21 at 02:13 

PM noted the resident left with family at 

approximately 09:00 AM and would return 

Sunday evening.  The record lacked 

documentation as to the date and time resident 

returned to the facility or the residents status 

upon return. 

The residents record included Certified 

Medication Aide documentation related to "Post 

Head Strike" dated 07/22/21 and 07/23/21, but 

the residents record lacked any documentation of 

a fall, or any other incident that would have 

required "Post Head Strike" documentation. 

On 03/31/22 at 11:00 AM Administrative Licensed 

Nurse F looked the residents record and could 

not find any documentation of a fall or other type 

of injury around the date of 7/22/21. 

On 04/05/22 at 11:10 AM  Licensed Nurse F 

reviewed the resident's progress notes and 

acknowledged the record should have included 

documentation of when the resident returned to 

the facility and done an assessment upon her 

return. 

The administrator failed to ensure R331's record 

included documentation of all incidents, 

symptoms, and other indications of illness or 

injury which included action taken and the results 

of the action.  

-    Review of R332's record revealed she moved 

into the facility on 02/11/19 with diagnoses of 

delusional disorder, dementia and hypertension. 

R332's "Functional Capacity Screen" dated 

02/08/22 identified the resident required physical 

assistance with bathing and dressing, supervision 
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with toileting and was independent with transfers 

and walking.  It identified she had cognitive 

impairment and could not manage her 

medications or medical treatments. 

R332's "Negotiated Service Agreement/Health 

Care Service Plan" dated 03/08/22 directed staff 

to provide physical assistance with dressing and 

bathing, Provided supervision and cueing with 

toileting, transfers and mobility.  Staff also 

provided complete supervision and administration 

of medications and medical treatments. 

Review of the resident's "Progress Notes" 

revealed the following:

On 07/28/21 at 02:45 the resident had an 

increased cough, was not vaccinated against 

COVID, and documented the resident was under 

COVID stop and watch. The record lacked 

information on what actions facility staff took 

related to the resident coughing or if coughing 

had resolved. 

On 10/05/21 at 10:25 AM noted while staff 

assisted the resident to get dressed the Certified 

Medication Aide noted red sores all over the 

resident's back and arms. The record lacked 

further assessment/documentation regarding the 

resident having sores that itched and/or any 

action taken. 

11/09/21 at 10:36 AM CMA noted staff observed 

the resident sitting on the floor with her back to 

the bed. She had a small abrasion on her left 

knee but no other injuries noted.  Range of 

motion performed and within usual limits.  CMA 

and coworker assisted the resident back up on 

her bed and assisted her to get dressed for the 

day. The residents record lacked follow up if a 
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nurse assessed the resident or any action was 

taken status post fall. 

On 04/05/22 at 11:28 AM  Licensed Nurse F 

reviewed the resident's progress notes and 

acknowledged the record lacked follow up by a 

nurse as to any action taken regarding concerns 

noted by direct care staff. 

The administrator failed to ensure R330's record 

included documentation of all incidents, 

symptoms, and other indications of illness or 

injury which included action taken and the results 

of the action. 

-   Review of R333's medical record revealed the 

resident moved into the facility on 01/12/22 with 

diagnoses of vascular dementia and 

hallucinations. 

R333's "Functional Capacity Screen" (FCS) dated 

01/12/22 revealed the resident walked 

independently and had a cognitive score of 4, 

indicating he had cognitive impairment. 

R333's "Negotiated Service Agreement/Health 

Care Service Plan" (NSA/HCSP) dated 01/12/22 

revealed the resident was independent with 

mobility, had severe impairment of his memory, 

had trouble making decisions, and did not know 

the difference between staff or his family. 

Review of R333's "Progress Notes" included the 

following documentation:

01/21/22 at 8:00 PM Certified Medication Aide 

(CMA) C documented "Resident was observed 

reaching through kitchen window, resident 

grabbed the red sanitizer bucket and begin 

drinking the fluid out of the bucket. Staff observed 
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this and immediately intervened and grabbed 

bucket out of resident's hands. DON (Director of 

Nursing) notified and instructed this writer to call 

PCP (Primary Care Physician). PCP instructed 

this writer to call poison control. Resident's vitals 

were BP 149/77 P 76 R 16 T 98.3 02 98%. 

Poison control was advised on the situation and 

this writer told poison control how resident was 

feeling and that this resident has no c/o 

(complaints of) pain or discomfort. This resident 

has no burning or irritation on his mouth or throat. 

This resident stated he has no stomach pains. 

Poison control advised this writer that resident will 

be okay if has not shown any signs by now. 

Poison control advised this writer this resident 

may have stomach pains and or diarrhea 

tonight/tomorrow. Poison control stated there 

were no signs for emergent care based on what 

this writer stated to poison control. DON notified 

of phone call to PCP and to poison control...  

Staff will monitor resident and will notify DON if 

resident c/o pain or discomfort." The resident 

record lacked documentation of a nurse 

assessment or any action taken regarding the 

resident drinking sanitizer solution. 

The last documentation in the residents record 

dated 01/25/22 at 07:04 AM noted the resident 

slept from 10:00 PM to 02:30 AM when he  tried 

to move his dresser, hallucinated, and talked to 

himself. He refused his antianxiety medication 

and at 06:45 AM as he was getting dressed for 

the day. The resident record lacked 

documentation of communication with physician 

or family regarding a geri-psych evaluation at a 

local hospital.  

On 03/31/22 at 10:53 AM Administrative Licensed 

Nurse B reported the resident went to geri-psych 

hospital due to having aggressive behaviors 
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toward staff.  She stated she was the one who 

took him to the hospital for evaluation. 

On 04/05/22 at 11:18 AM  Licensed Nurse F 

acknowledged there should have been follow up 

documentation after the resident drank the 

sanitizer solution and the planning and discharge 

of the resident to the hospital should have also 

been documented. 

The administrator failed to ensure R333's record 

included documentation of all incidents, 

symptoms, and other indications of illness or 

injury which included action taken and the results 

of the action.

 S3280

SS=F
26-41-104 (d) Disaster and Emergency 

Preparedness

(d) Each administrator or operator shall ensure 

disaster and emergency preparedness by 

ensuring the performance of the following:

(1) Orientation of new employees at the time of 

employment to the facility ' s emergency 

management plan;

(2) education of each resident upon 

admission to the facility regarding emergency 

procedures;

(3) quarterly review of the facility ' s emergency 

management plan with employees and residents; 

and 

(4) an emergency drill, which shall be conducted 

at least annually with staff and residents.   This 

drill shall include evacuation of the residents to a 

secure location.

 S3280
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This REQUIREMENT  is not met as evidenced 

by:

KAR 26-41-104(d)(3)(4)

The facility reported a census of 12 residents.  

Based on record review and interview for all 

residents and all facility employees, the 

administrator failed to ensure disaster and 

emergency preparedness by failing to perform 

quarterly reviews of the facility's emergency 

management plan with employees and residents. 

The administrator also failed to conduct annual 

emergency drills with staff, evacuating residents 

to a secure location.  

Findings included:

-  On 03/30/22 review of the records provided by 

Administrative staff A  revealed the only review of 

the facility emergency management plan for that 

past year that he could find was a review with the 

residents on 12/30/21. 

On 03/30/22 at 10:27 AM Administrative staff A 

acknowledged the only review he could find for 

this facility was the one dated 12/30/21.  He also 

acknowledged that he could not find evidence of 

completion of an annual emergency evacuation 

drill for 2020 or 2021. 

For all residents and all employees the 

Administrator failed to review the facilities 

emergency management plan quarterly with 

residents and employees and to ensure the 

completion of an annual emergency drill 

consisting of evacuating residents to a secure 

location.
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 S3320

SS=D
28-39-254 CONSTRUCTION

(a)  The assisted living facility or residential health 

care facility shall be designed, constructed, 

equipped and maintained to protect the health 

and safety of residents, personnel and the public. 

(b)  All new construction, renovation, 

remodeling and changes in building use in 

existing buildings shall comply with building and 

fire codes, ordinances and regulations enforced 

by city, county, and state jurisdictions, including 

the state fire marshal.

(c)  New construction, modifications and 

equipment shall conform to the following codes 

and standards:

(1)  Title III of the Americans with disabilities 

act, 42 U.S.C. 12181, effective as of  January 26, 

1992; and

(2)  "Food Service Sanitation Manual," health, 

education, and welfare (HEW) publication no. 

FDA 78-2081, as in effect on July 1, 1981.

This REQUIREMENT  is not met as evidenced 

by:

 S3320

KAR 28-39-254 (a)

The facility reported a census of 12 residents. 

Based on observation, record review, and 

interview the administrator failed to ensure 

designated staff kept the sanitizing cleaning 

solution out of reach of residents.  This failure 

resulted in Resident (R) 333 with impaired 

cognition, consuming sanitizing cleaning solution. 

Findings included:
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-  Review of R333's medical record revealed the 

resident moved into the facility on 01/12/22 with 

diagnoses of vascular dementia and 

hallucinations. 

R333's "Functional Capacity Screen" (FCS) dated 

01/12/22 revealed the resident walked 

independently and had a cognitive score of 4, 

indicating he had cognitive impairment. 

R333's Negotiated Service Agreement dated 

01/12/22 revealed the resident was independent 

with mobility, had severe impairment of his 

memory, had trouble making decisions. and did 

not know the difference between staff or his 

family. 

Review of R333's progress notes included the 

following documentation:

01/21/22 at 8:00 PM Certified Medication Aide 

(CMA) C documented "Resident was observed 

reaching through kitchen window, resident 

grabbed the red sanitizer bucket and begin 

drinking the fluid out of the bucket. Staff observed 

this and immediately intervened and grabbed 

bucket out of resident's hands. DON (Director of 

Nursing) notified and instructed this writer to call 

PCP (Primary Care Physician). PCP instructed 

this writer to call poison control. Resident's vitals 

were BP 149/77 P 76 R 16 T 98.3 02 98%. 

Poison control was advised on the situation and 

this writer told poison control how resident was 

feeling and that this resident has no c/o 

(complaints of) pain or discomfort. This resident 

has no burning or irritation on his mouth or throat. 

This resident stated he has no stomach pains. 

Poison control advised this writer that resident will 

be okay if has not shown any signs by now. 
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Poison control advised this writer this resident 

may have stomach pains and or diarrhea 

tonight/tomorrow. Poison control stated there 

were no signs for emergent care based on what 

this writer stated to poison control. DON notified 

of phone call to PCP and to poison control...  

Staff will monitor resident and will notify DON if 

resident c/o pain or discomfort."

Observation on 03/30/22 at 08:28 AM the kitchen 

window was open and just inside the window sat 

a red bucket on the left side, which was within 

reach of anyone standing on the other side of the 

window. 

On 03/30/22 at 08/29 AM Dietary Staff D stated 

the red buck had a sanitizer mixture in it. He 

confirmed that if someone wanted to reach it from 

the other side they could.  He moved the bucket 

over so that no confused resident's could reach 

the sanitizer liquids. 

Review of the "22- Mulit-Quat Sanitizer" bottle 

used for preparing the sanitizer solution included 

the following warnings: Hazardous to humans 

and domestic animals, keep out of reach of 

children.

On 03/30/22 at 04:33 PM CMA C reported she 

came from the living room area and saw R333 

reach over and grab the red bucket and put it up 

to his mouth. I ran to him so he had it up to his 

mouth a few seconds before I took it away. She 

stated she had called the nurse, physician, and 

poison control and followed their instructions. 

On 03/31/22 at 10:53 AM Administrative Nurse B 

reported staff called her the evening R333 put the 

bucket of sanitizer solution to his mouth. Staff 

were given directions from the poison control 
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center and told if the resident had any symptoms 

to send him to the emergency room.  Nurse B 

stated the resident did well  through the night and 

did not need to go to the hospital. 

The administrator failed to ensure designated 

staff kept the sanitizing cleaning solution out of 

reach of residents. This failure resulted in 

Resident (R) 333 with impaired cognition, 

consuming sanitizing cleaning solution.
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