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The following citations represent the findings of a
health resurvey.

The 2567 was sent out electronically on 07/03/25.

F 558 | Reasonable Accommodations Needs/Preferences F 558
SS=D | CFR(s): 483.10(e)(3)

§483.10(e)(3) The right to reside and receive
services in the facility with reasonable
accommodation of resident needs and
preferences except when to do so would
endanger the health or safety of the resident or
other residents.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents. One resident
was sampled for reasonable accommodations of
needs. Based on observation, record review, and
interview, the facility failed to ensure Resident (R)
31's call light was within his reach. This deficient
practice left R31 vulnerable to unmet care needs
due to the inability to call for staff assistance.

Findings included:

- R31's Electronic Medical Record (EMR) from
the "Diagnosis" tab documented diagnoses of
diabetes mellitus (when the body cannot use
glucose, not enough insulin is made, or the body
cannot respond to the insulin), hypertension (high
blood pressure), hyperlipidemia (condition of
elevated blood lipid levels), depression (a mood
disorder that causes a persistent feeling of
sadness and loss of interest), muscle weakness,
and need for assistance with personal care.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
07/03/2025

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Continued From page 1

The "Admissions Minimum Data Set" (MDS)
dated 05/27/25 documented a Brief Interview of
Mental Status (BIMS) score of five, which
indicated severely impaired cognition. The MDS
documented R31 needed setup or clean-up
assistance with eating, was dependent on staff
for toileting, and partial/moderate assistance from
staff for bathing. The MDS documented R31 had
a history of falls and had had a fall since his
admission.

The "Functional Abilities (Self-Care Mobility)"
(CAA) dated 05/27/25 documented R31 had an
alteration in self-care/mobility related to
weakness, impaired cognition, neuropathy
(weakness, numbness, and pain from nerve
damage, usually in the hands and feet), and
required assistance from staff.

The "Urinary Incontinence and Indwelling
Catheter CAA" dated 05/27/25 documented R31
had bowel and bladder incontinence and required
assistance from staff with toileting and toileting
hygiene.

R31's "Care Plan" dated 5/21/25 documented
staff placed R31's bed should be in a low position
when occupied. R31's plan of care documented
R31 was at risk for falls related to impaired
cognition and use of psychotropic (alters mood or
thought) medication. The plan of care
documented R31 had a history of falls, and staff
were to increase rounding times while R31 was in
bed. R31's plan of care dated 06/04/2025
documented staff were to place residents' call
lights and frequently used items within his
accessible reach. The plan of care for R31
documented staff would anticipate his needs,
such as toileting.

F 558
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On 06/17/25 at 07:27 AM, R31 laid on his bed.
R31's call light laid on the floor, and the call was
not within his reach.

On 06/18/25 at 10:48 AM, Certified Nurse's Aide
(CNA) O stated residents' call lights should be
within the resident's reach.

On 06/18/25 at 11:21 AM, Licensed Nurse (LN) G
stated that call lights should always be within the
resident's reach.

On 06/18/25 at 10:48 AM, Administrative Nurse D
stated the resident's call light was to be placed
within the resident's reach.

The facility did not provide a policy for
accommodation of needs.

F 582 | Medicaid/Medicare Coverage/Liability Notice F 582
SS=D | CFR(s): 483.10(g)(17)(18)(i)-(v)

§483.10(g)(17) The facility must--

(i) Inform each Medicaid-eligible resident, in
writing, at the time of admission to the nursing
facility and when the resident becomes eligible for
Medicaid of-

(A) The items and services that are included in
nursing facility services under the State plan and
for which the resident may not be charged;

(B) Those other items and services that the
facility offers and for which the resident may be
charged, and the amount of charges for those
services; and

(ii) Inform each Medicaid-eligible resident when
changes are made to the items and services
specified in §483.10(g)(17)(i)(A) and (B) of this
section.
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§483.10(g)(18) The facility must inform each
resident before, or at the time of admission, and
periodically during the resident's stay, of services
available in the facility and of charges for those
services, including any charges for services not
covered under Medicare/ Medicaid or by the
facility's per diem rate.

(i) Where changes in coverage are made to items
and services covered by Medicare and/or by the
Medicaid State plan, the facility must provide
notice to residents of the change as soon as is
reasonably possible.

(i) Where changes are made to charges for other
items and services that the facility offers, the
facility must inform the resident in writing at least
60 days prior to implementation of the change.
(iii) If a resident dies or is hospitalized or is
transferred and does not return to the facility, the
facility must refund to the resident, resident
representative, or estate, as applicable, any
deposit or charges already paid, less the facility's
per diem rate, for the days the resident actually
resided or reserved or retained a bed in the
facility, regardless of any minimum stay or
discharge notice requirements.

(iv) The facility must refund to the resident or
resident representative any and all refunds due
the resident within 30 days from the resident's
date of discharge from the facility.

(v) The terms of an admission contract by or on
behalf of an individual seeking admission to the
facility must not conflict with the requirements of
these regulations.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with three
residents reviewed for the beneficiary notices
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review. Based on record review and interviews,
the facility failed to provide Residents (R) 86 and
R5 with an Advanced Beneficiary Notice of
Non-coverage (ABN - Form CMS-10055-
required form that identifies the potential
out-of-pocket expenses paid by the residents)
before they were discharged from Medicare Part
A services. This deficient practice placed the
resident at risk for delayed care and missed
services.

Findings Included:

- On 06/17/25, R86 and R5's Electronic Medical
Records (EMR) were reviewed in relation to their
discharge from Medicare Part A services.

R86's EMR revealed her last covered day for
Medicare Part A services was on 12/19/24. The
EMR indicated she remained within the facility
after her Medicare Part A discharge on 12/19/24.

R86's ABN Form was issued to her on 12/21/24.

R5's EMR revealed her last covered day for
Medicare Part A services was on 03/26/24. The
EMR indicated she remained within the facility
after her Medicare Part A discharge on 03/26/25.

R5's ABN form was issued to her on 03/27/25.

On 06/18/25 at 11:11 AM, Social Services Staff X
stated she usually did not issue the ABN until the
last day of services.

The facility's "Form Instructions Skilled Nursing
Facility Advanced Beneficiary Notice of
Non-coverage" policy (undated) documented the
facility was to provide notice for all resident

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 582 | Continued From page 4 F 582

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 005111

Facility ID: N046049 If continuation sheet Page 5 of 60




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/03/2025
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
175499 B. WING 06/18/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7105 MISSION ROAD
THE VILLAGE AT MISSION
PRAIRIE VILLAGE, KS 66208
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 582 | Continued From page 5

services and changes to treatments to assist
residents with knowing the services and cost of
care that may not be covered by Medicare.

F 605 | Right to be Free from Chemical Restraints
SS=D | CFR(s): 483.10(e)(1), 483.12(a)(2), 483.45(c)(3)
(d)(e)

§483.10(e) Respect and Dignity.
The resident has a right to be treated with respect
and dignity, including:

§483.10(e)(1) The right to be free from any . . .
chemical restraints

imposed for purposes of discipline or
convenience, and not required to treat the
resident's medical symptoms, consistent with
§483.12(a)(2).

§483.12

The resident has the right to be free from abuse,
neglect, misappropriation of

resident property, and exploitation as defined in
this subpart. This includes but is

not limited to freedom from corporal punishment,
involuntary seclusion and any

physical or chemical restraint not required to treat
the resident's medical

symptoms.

§483.12(a) The facility must-. . .

§483.12(a)(2) Ensure that the resident is free
from . . . chemical restraints

imposed for purposes of discipline or
convenience and that are not required to treat the
resident's medical symptoms.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,

F 582
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but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;

(i) Anti-depressant;
(iii) Anti-anxiety; and
(iv) Hypnotic.

§483.45(d) Unnecessary drugs-General. Each
resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used-

(1) In excessive dose (including duplicate drug
therapy); or

(2) For excessive duration; or

(3) Without adequate monitoring; or

(4) Without adequate indications for its use; or
(5) In the presence of adverse consequences
which indicate the dose should be reduced or
discontinued; or

(6) Any combinations of the reasons stated in
paragraphs (d)(1) through (5) of this section.

§483.45(e) Psychotropic Drugs. Based on a
comprehensive assessment of a resident, the
facility must ensure that--

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a
specific condition as diagnosed and documented
in the clinical record;

§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;
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§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with five
residents reviewed for unnecessary medications.
Based on observation, record review, and
interviews, the facility failed to ensure an
appropriate indication, or a documented physician
rationale which included the multiple
unsuccessful attempts for nonpharmacological
symptom management and risk versus benefits
for the continued use of an antipsychotic (class of
medications used to treat mental disorder
characterized by a gross impairment in reality
testing) for Resident (R) 13, who had a diagnosis
of dementia (progressive mental disorder
characterized by failing memory, confusion). This
placed the resident at risk for unnecessary
psychotropic (alters perception, mood,
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consciousness, cognition, or behavior)
medications and related complications. This
deficient practice placed R13 at risk for ineffective
treatment, unnecessary medication use, and
unwarranted side effects.

Findings included:

- R13's Electronic Medical Record (EMR) from
the "Diagnosis" tab documented diagnoses of
dementia, congestive heart failure (CHF - a
condition with low heart output and the body
becomes congested with fluid), Lewy body
dementia (a type of progressive brain disorder
that leads to a decline in thinking, reasoning, and
independent function), and Parkinson's disease
(a slowly progressive neurologic disorder
characterized by resting tremors, rolling of the
fingers, masklike faces, shuffling gait, muscle
rigidity, and weakness).

The "Annual Minimum Data Set (MDS)" dated
06/05/24 documented a Brief Interview of Mental
Status (BIMS) score of 10, which indicated
moderately impaired cognition. The MDS
documented R13 had received antipsychotic (a
class of medications used to treat major mental
conditions that cause a break from reality)
medication, antidepressant (a class of
medications used to treat mood disorders)
medication, and diuretic (a medication to promote
the formation and excretion of urine) medication
during the observation.

The "Quarterly MDS" dated 03/18/25 documented
a BIMS score of 12, which indicated moderately
impaired cognition. The MDS documented that
R13 had received anticonvulsant (a medication
that prevents or treats seizures and convulsions)
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medication, diuretic medication, antidepressant
medication, and antipsychotic medication during
the observation period.

R13's "Psychotropic Drug Use Care Area
Assessment (CAA)" dated 07/01/24 documented
he had received psychotropic medication, which
placed him at risk for complications.

R13's "Care Plan," dated 07/01/24, documented
the facility would attempt a gradual dose
reduction (GDR) for psychotropic medications
every six months or per facility protocol based on
R13's progress and stability. Unless
contraindicated, a GDR may be contraindicated
for a person with a severe mental disorder who
has not done well with reduction in the past.

R13's EMR under the "Orders" tab revealed the
following physician orders:

Nuplazid (antipsychotic) oral Capsule 34
milligram (mg), give one capsule by mouth daily
for Parkinson's associated psychosis (any major
mental disorder characterized by a gross
impairment in reality perception) dated 10/18/24.

Review of R13's clinical record lacked physician
documentation of the risk versus benefit of the
administration of antipsychotic medication with a
non-approved indication of use for R13, who had
a diagnosis of dementia. The facility was unable
to provide the physician documentation upon
request.

On 06/17/25 at 07:04 AM, R13 sat in his
wheelchair as staff pushed his wheelchair in the
activity room to be weighed.

On 06/18/25 at 11:20 AM, Licensed Nurse (LN) G
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stated that a Nurse Practitioner (NP) would
review the resident's psychotropic medications.
LN G stated the NP would review the resident's
diagnosis and duration of their medications.

On 06/18/25 at 11:53 AM, Administrative Nurse D
stated the NP comes weekly to review and
evaluate the residents on psychotropic
medications. Administrative Nurse D stated the
facility had self-identified R13's diagnosis for
Nuplazid was not an accepted indication for use
with a diagnosis of dementia.

The facility's "Psychotropic Medication Use"
policy, dated 02/2025, documented residents
would only receive psychotropic medications
when necessary to treat specific conditions for
which they are indicated and effective.

F 628 | Discharge Process

SS=D | CFR(s): 483.15(c)(2)(iii)(3)-(6)(8)(d)(1)(2);
483.21(c)(2)(i)-(iii)

§483.15(c)(2) Documentation.

When the facility transfers or discharges a
resident under any of the circumstances specified
in paragraphs (c)(1)(i)(A) through (F) of this
section, the facility must ensure that the transfer
or discharge is documented in the resident's
medical record and appropriate information is
communicated to the receiving health care
institution or provider.

(iii) Information provided to the receiving provider
must include a minimum of the following:

(A) Contact information of the practitioner
responsible for the care of the resident.

(B) Resident representative information including
contact information

(C) Advance Directive information

F 605

F 628
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(D) All special instructions or precautions for
ongoing care, as appropriate.

(E) Comprehensive care plan goals;

(F) All other necessary information, including a
copy of the resident's discharge summary,
consistent with §483.21(c)(2) as applicable, and
any other documentation, as applicable, to ensure
a safe and effective transition of care.

§483.15(c)(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and

(iii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(i) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(i)(C) of
this section;

(B) The health of individuals in the facility would
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be endangered, under paragraph (c)(1)(i)(D) of
this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

i) The reason for transfer or discharge;

ii) The effective date of transfer or discharge;
(iii) The location to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

Py
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(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70(1).

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a
nursing facility transfers a resident to a hospital or
the resident goes on therapeutic leave, the
nursing facility must provide written information to
the resident or resident representative that
specifies-

(i) The duration of the state bed-hold policy, if
any, during which the resident is permitted to
return and resume residence in the nursing
facility;
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(ii) The reserve bed payment policy in the state
plan, under § 447.40 of this chapter, if any;

(iii) The nursing facility's policies regarding
bed-hold periods, which must be consistent with
paragraph (e)(1 ) of this section, permitting a
resident to return; and

(iv) The information specified in paragraph (e)(1)
of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At
the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy
described in paragraph (d)(1) of this section.

§483.21(c)(2) Discharge Summary

When the facility anticipates discharge, a resident
must have a discharge summary that includes,
but is not limited to, the following:

(i) A recapitulation of the resident's stay that
includes, but is not limited to, diagnoses, course
of illness/treatment or therapy, and pertinent lab,
radiology, and consultation results.

(ii) A final summary of the resident's status to
include items in paragraph (b)(1) of §483.20, at
the time of the discharge that is available for
release to authorized persons and agencies, with
the consent of the resident or resident's
representative.

(iii) Reconciliation of all pre-discharge
medications with the resident's post-discharge
medications (both prescribed and
over-the-counter).

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with one
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resident reviewed for hospitalization. Based on
observation, record review, and interviews, the
facility failed to provide a written notice of
transfer/discharge as soon as practicable, and
the facility also failed to provide a bed hold notice
with the required information for Resident (R) 3.
This deficient practice placed R3 at risk of
uninformed choices and miscommunication
regarding her care needs and at risk for impaired
ability to return to the facility or her same room.

Findings included:

- R3's Electronic Medical Record (EMR) from the
"Diagnosis" tab documented diagnoses of
hypotension (low blood pressure), depression (a
mood disorder that causes a persistent feeling of
sadness and loss of interest), hemiplegia
(paralysis of one side of the body),
cerebrovascular accident (CVA-stroke- sudden
death of brain cells due to lack of oxygen caused
by impaired blood flow to the brain by blockage or
rupture of an artery to the brain), and
hemiparesis/hemiplegia (weakness and paralysis
on one side of the body).

The "Annual Minimum Data Set (MDS)" dated
02/27/25 documented a Brief Interview of Mental
(BIMS) score of 15, which indicated intact
cognition.

The "Quarterly MDS" dated 05/21/25 documented
a BIMS score of 15, which indicated intact
cognition.

R3's "Functional Abilities (Self-Care and Mobility)
Care Area Assessment (CAA)" dated 03/08/25
documented she had an alteration with her
activities of daily living (ADL) and mobility status
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post CVA with left side hemiplegia and required
staff assistance.

R3's "Care Plan," dated 03/15/23 documented
staff would monitor and document her ability to
complete her ADLs and assist as needed.

R3's EMR under the "Progress Notes" tab
revealed on 01/08/25 at 01:30 AM, a "Health
Status Note" documented R3 had a change of
condition and was transported to the hospital.

On 03/02/25 at 07:06 PM, a "Situation,
Background, Assessment, and Recommendation
(SBAR- communication tool used to share
information in a structured way. SBAR is often
used in healthcare to improve communication
between team) Note" documented R3 had a
change of condition and was transferred to the
hospital.

On 03/10/25 at 10:41 PM, a "SBAR Note"
documented she had a change of condition and
was transported to the hospital.

The facility was able to provide the bed-hold
notice for the facility-initiated transfers to the
hospital on 01/08/25, 03/02/25, and 03/10/25.
The facility was unable to provide, as requested,
evidence of the written notification to the resident
or their legal representative of the facility-initiated
transfer to the hospital on 01/08/25, 03/02/25,
and 03/10/25.

On 06/17/25 at 09:33 AM, R3 laid on her bed, the
head of her bed was slightly raised, and her call
light was in reach. R3 had yelled out that she
needed assistance from staff to scratch her right

leg.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 005111 Facility ID: N046049 If continuation sheet Page 17 of 60



PRINTED: 07/03/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
175499 B. WiNG 06/18/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

7105 MISSION ROAD
PRAIRIE VILLAGE, KS 66208

THE VILLAGE AT MISSION

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 628 | Continued From page 17 F 628

On 6/18/25 at 11:44 AM, Administrative Staff A
stated the office manager was responsible for
sending the written notification to the resident or
their legal representative of the facility-initiated
transfer to the hospital. Administrative Staff A
stated that nursing had started to provide the
bed-hold policy and written natification at the time
of the transfer to the hospital.

The facility was unable to provide a policy related
to facility-initiated transfer to the hospital.

F 684 | Quality of Care F 684
SS=D | CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with two
residents reviewed for quality of care. Based on
observation, record review, and interviews, the
facility failed to follow a physician's order for
weight monitoring for fluid overload. This deficient
practice placed Resident (R) 5 and R13 at risk for
delay in treatment related to fluid overload and
untreated illness.

Findings included:
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- R5's Electronic Medical Record (EMR) from
the "Diagnosis" tab documented diagnoses of
congestive heart failure (CHF - a condition with
low heart output and the body becomes
congested with fluid), anxiety (mental or
emotional reaction characterized by
apprehension, uncertainty, and irrational fear),
diabetes mellitus (DM - when the body cannot
use glucose, not enough insulin is made, or the
body cannot respond to the insulin),absence of
left breast and nipple, hypertension(high blood
pressure), lymphedema (swelling caused by
accumulation of lymph), anemia (an inadequate
number of healthy red blood cells to carry
adequate oxygen to body tissues), obstructive
sleep apnea (a sleep disorder where breathing
repeatedly stops and starts during sleep due to a
blockage in the upper airway), transient ischemic
attack (TIA - temporary episode of inadequate
blood supply to the brain), and cerebral infarction
(stroke - sudden death of brain cells due to lack
of oxygen caused by impaired blood flow to the
brain by blockage or rupture of an artery to the
brain).

The "Quarterly Minimum Data Set" (MDS) dated
05/21/25 documented a Brief Interview of Mental
Status (BIMS) score of 15, which indicated intact
cognition. The MDS documented R5 was
independent in eating, with partial/moderate
assistance with toileting, supervision, or touching
for bathing. The MDS documented R5 received a
diuretic during the observation period.

R5's "Cognitive Loss/Dementia Care Area
Assessment" (CAA) dated 01/02/25 documented
R5 had impaired cognitive function related to a
history of TIA and short- and long-term memory
loss, poor safety awareness, and difficulty with
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decision-making.

R5's "Care Plan" dated 04/24/25 documented R5
had altered cardiovascular status related to CHF
and hypertension. R5's plan of care documented
R5 would have no discomfort or adverse side
effects of diuretic therapy. The plan of care for R5
documented R5 utilizes a diuretic for the
management of her CHF, and nursing was to
monitor the dose. Nursing staff were to
encourage low-fat, low-salt intake, and give all
medications as ordered by the physician. Nursing
staff were to follow parameters placed on
physicians' orders. Nursing staff were to monitor
and document any signs or symptoms of
congestive heart failure, such as edema in legs
and feet, and shortness of breath.

A review of the EMR under the "Orders" tab
revealed physician orders:

Daily weights notify physician for weight gain, if
greater than (>) 2 pounds in 72 hours or > 5
pounds over 5 days for CHF, dated 02/28/25.
Fluid restriction of 2000 milliliters (ml) daily for
heart failure, dated 06/11/25.

Cardiac diet, regular texture, regular liquid
consistency, dated 06/11/25.

Torsemide (diuretic medication) table 20
milligrams (mg), give three tablets by mouth two
times a day for edema related to CHF, dated
06/11/25.

Vyndamax (cardia medication) oral capsule
61mg, give one capsule by mouth one time a day
for heart failure, dated 06/11/25.

A review of R5's EMR under the "Weights and
Vitals" tab revealed weights:

On 06/02/25, documented not available (N/A)
On 06/03/25 Refused
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On 06/04/25, weight 229.0 pounds.
06/05/25-06/11/25 Hospital, R5 returned from
Hospital on 06/11/25.

On 06/12/25, documented Hospital

On 06/13/25, documented Hospital

On 06/14/25, documented Hospital

On 06/15/25, weight 213.0 pounds

On 06/16/25 N/A

On 06/17/25 refused

On 06/18/25 refused

The clinical record lacked consistent weights for
R5. R5's medical record lacked consistent
documentation that the physician was notified of
refusal or that a daily weight was not obtained.

On 06/18/25 at 10:48 AM, Certified Nurse's Aide
(CNA) O stated there was a list of who had daily
weights at the nursing station. CNA O stated that
the CNAs give the weights to the nurse. She
stated daily weights were always obtained, or the
nurse and the aide documented the reason the
weight was not obtained.

On 06/18/25 at 11:21 AM, Licensed Nurse (LN) G
stated CNAs got the daily weights. She stated the
weights were given to the LN, and the LN nurse
followed up with the physician if needed.

On 06/18/25 at 11:53 AM, Administrative Nurse D
stated the protocol for obtaining weights was that
the CNAs would obtain weights in the mornings.
Administrative Nurse D stated she expected
weights to be obtained, and the physician called if
that was what the physician had ordered.

The facility's "Significant Condition Change and
Notification" policy, dated 12/24, documented the
purpose of the policy was to notify the resident's
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family or representative and medical practitioner
of any resident changes in weight loss or weight
gain, sudden onset of shortness of breath, and
unstable vital signs.

- R13's Electronic Medical Record (EMR) from
the "Diagnosis" tab documented diagnoses of
dementia, congestive heart failure (CHF - a
condition with low heart output and the body
becomes congested with fluid), Lewy body
dementia (a type of progressive brain disorder
that leads to a decline in thinking, reasoning, and
independent function), and Parkinson ' s disease
(a slowly progressive neurologic disorder
characterized by resting tremors, rolling of the
fingers, masklike faces, shuffling gait, muscle
rigidity, and weakness).

The "Annual Minimum Data Set (MDS)" dated
06/05/24 documented a Brief Interview of Mental
Status (BIMS) score of 10, which indicated
moderately impaired cognition. The MDS
documented R13 had received antipsychotic (a
class of medications used to treat major mental
conditions that cause a break from reality)
medication, antidepressant (a class of
medications used to treat mood disorders)
medication, and diuretic (a medication to promote
the formation and excretion of urine) medication
during the observation.

The "Quarterly MDS" dated 03/18/25 documented
a BIMS score of 12, which indicated moderately
impaired cognition. The MDS documented that
R13 had received anticonvulsant (a medication
that prevents or treats seizures and convulsions)
medication, diuretic medication, antidepressant
medication, and antipsychotic medication during
the observation period.
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R13's "Functional Abilities (Self-Care and
Mobility) Care Area Assessment (CAA)", dated
07/01/24 documented he had a self-care
performance deficit related to his impaired gait,
balance, mobility, and strength secondary to his
diagnosis.

R13's "Care Plan," dated 02/13/23, documented
he was to be weighed daily in the morning. The
physician was to be notified of a three-pound
(Ibs.) in 24 hours or a five Ibs. gain in one week.

R13's EMR under the "Orders" tab revealed the
following physician orders:

Lasix (diuretic) oral tablet 20 milligram (mg) give
three tablets (60mg) by mouth one time a day for
CHF, dated 02/22/25.

Weight: Weigh every Monday, Wednesday, and
Friday, in the morning, and notify the physician for
a weight gain greater than (>) three pounds (lbs.)
in 24 hours, dated 02/24/25.

Review of R13's EMR under the "Vital Signs" tab
reviewed from 03/21/25 to 06/09/25 (81 days)
revealed weight gain > than three pounds on the
following (8 days): 03/24/25, 04/09/25, 04/14/25,
04/28/25, 05/02/25, 05/16/25, 05/23/25, and
06/06/25. Review of R13's clinical record lacked
documentation the physician was notified of the
weight gain as ordered.

On 06/17/25 at 07:04 AM, R13 sat in his
wheelchair as staff pushed his wheelchair in the
activity room to be weighed.

On 06/18/25 at 10:48 AM, Certified Nurse's Aide
(CNA) O stated there was a list of who had daily
weights at the nursing station. CNA O stated that
the CNAs give the weights to the nurse. She
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stated daily weights were always obtained, or the
nurse and the aide documented the reason the
weight was not obtained.

On 06/18/25 at 11:21 AM, Licensed Nurse (LN) G
stated CNAs got the daily weights. She stated the
weights were given to the LN, and the LN nurse
followed up with the physician if needed.

On 06/18/25 at 11:53 AM, Administrative Nurse D
stated the protocol for obtaining weights was that
the CNAs would obtain weights in the mornings.
Administrative Nurse D stated she expected
weights to be obtained, and the physician called if
that was what the physician had ordered.

The facility's "Significant Condition Change and
Notification" policy, dated 12/24, documented the
purpose of the policy was to notify the resident's
family or representative and medical practitioner
of any resident changes of weight loss or weight
gain, sudden onset of shortness of breath, and
unstable vital signs.

F 686 | Treatment/Svcs to Prevent/Heal Pressure Ulcer
SS=D | CFR(s): 483.25(b)(1)(i)(ii)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.

Based on the comprehensive assessment of a
resident, the facility must ensure that-

(i) A resident receives care, consistent with
professional standards of practice, to prevent
pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
(i) A resident with pressure ulcers receives
necessary treatment and services, consistent
with professional standards of practice, to

F 684
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promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with three
residents reviewed for treatment/services to
prevent/heal pressure ulcers (localized injury to
the skin and/or underlying tissue usually over a
bony prominence, because of pressure, or
pressure in combination with shear and/or
friction). Based on observation, record review,
and interviews, the facility failed to ensure
Resident (R) 21's low-air-loss mattress was in
working condition to prevent pressure ulcers, and
R30's boots were applied to his heels. This
placed R21 at increased risk for worsening
pressure ulcer development.

Findings Included:

- R21's Electronic Medical Record (EMR) from
the "Diagnosis" tab documented diagnoses of
Stage 4 (a deep pressure wound that reaches the
muscles, ligaments, or even bone) of the sacral
region ,( a triangular bone at the base of the
back), hypertension (high blood pressure),
obesity (excessive body fat), anemia (an
inadequate number of healthy red blood cells to
carry adequate oxygen to body tissues), acquired
absence of right leg above the knee, colostomy
(surgical creation of an artificial opening on the
stomach wall to excrete feces from the body),
congestive heart failure (CHF - a condition with
low heart output and the body becomes
congested with fluid), and anxiety (mental or
emotional reaction characterized by
apprehension, uncertainty, and irrational fear).
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The "Quarterly Minimum Data Set" (MDS) for R21
dated 03/13/24 recorded a Brief Interview for
Mental Status (BIMS) score of 15, which
indicated intact cognition. The MDS documented
R21 was Independent for eating, dependent on
staff for toileting, and had no indication of
assistance for bathing. The MDS documented
R21 was at risk for pressure ulcers and had one
or more unhealed Stage 1 (pressure wound
which appears reddened, does not blanche, and
may be painful but is not open) pressure ulcers
and one Stage 4 pressure ulcer. The MDS
documented R21 had a pressure-reducing device
in her chair and a pressure-reducing device on
her bed.

R21's "Pressure Ulcer/Injury Care Assessment”
(CAA) dated 12/20/24 documented R21 was
admitted with a stage 4 pressure injury to her
coccyx (a small triangular bone at the base of the
spinal column), and a non-pressure injury to the
anterior aspect of her right thigh. The CAA for R4
documented she was at risk for further alterations
in skin integrity related to impaired mobility
secondary to right above-the-knee amputation
and was dependent on staff for assistance with
activities of daily living (ADL) and mobility.

R21's "Care Plan" dated 12/18/24 documented
R21 was admitted to the facility with a Stage 4
pressure injury to her coccyx. The plan of care for
R21 documented she was at risk for further
alterations in skin integrity related to impaired
mobility, and staff were to administer treatments
as ordered and monitor for effectiveness. The
plan of care documented R21 required staff
assistance to turn and reposition frequently and
as requested, staff were to use wedges to
position her on her side and off-load pressure on
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her coccyx wound. R21's plan of care, dated
12/19/24, documented R21 had a low-air-loss
mattress. Staff were to check settings and ensure
the weight was set at 280 and functioning every
shift.

R21's EMR under "Orders" revealed the following
orders:

Low air loss mattress checks every shift for Stage
4 coccyx wound, dated 05/29/25.

Low-air-loss mattress checks settings and
functioning every shift for Stage 4 pressure ulcer,
dated 06/16/25.

On 06/16/25 at 08:03 AM, R21 laid on her bed
awake. R21's low-air-loss mattress was not
working; the control panel was not on. R21 stated
she had a special mattress due to her wounds.
She stated the mattress was supposed to be set
at a specific setting.

On 06/16/25 at 08:07 AM, Licensed Nurse (LN) H
stated R21's mattress was to be set at 280
pounds. He stated the mattress was not on. LN H
checked the plug-in coming from the control
panel and the plug-in to the wall. LN H stated the
plug-in had been bumped and was not plugged
into the wall completely. LN H stated it was the
expectation of the facility that all mattresses were
checked every shift to ensure they were set at the
correct settings and in working condition.

On 06/16/25 at 10:48 AM, Certified Nursing Aide
(CNA) O stated all CNAs check to ensure the
low-air-loss mattresses are working. She stated
that if she had a problem with a mattress, she
would let a nurse know.

On 06/16/25 at 11:53 AM, Administrative Nurse D
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stated all nursing staff were to check the
mattresses to ensure they were working.
Administrative Nurse D stated that the mattresses
were checked every shift by nursing.

The facility's policy did not provide a pressure
injury or low-air-loss mattress policy.

- R30's Electronic Medical Record (EMR) from
the "Diagnosis" tab documented diagnoses of
hemiparesis (muscular weakness of one half of
the body), hemiplegia (paralysis of one side of the
body), dementia (a progressive mental disorder
characterized by failing memory and confusion),
and cerebrovascular accident (CVA-stroke-
sudden death of brain cells due to lack of oxygen
caused by impaired blood flow to the brain by
blockage or rupture of an artery to the brain).

The "Significant Change Minimum Data Set
(MDS)" dated 03/06/25 documented a Brief
Interview of Mental Status (BIMS) score of three,
which indicated severely impaired cognition. The
MDS documented R30 had received hospice
services during the observation period. The MDS
documented R30 was dependent on staff
assistance for her Activities of Daily Living (ADL).

The "Quarterly MDS" dated 05/28/25 documented
a BIMS score of six, which indicated severely
impaired cognition. The MDS documented that
R30 had received hospice services during the
observation period. The MDS documented R30
was dependent on staff assistance with her ADLs.

R30's "Pressure Ulcer Care Area Assessment
(CAA)" dated 03/15/25 documented she was at
risk for alteration of her skin integrity and
development of pressure ulcers related to
impaired mobility, incontinence, and end of life.
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R30's "Care Plan," dated 02/21/25, documented
staff would apply a pressure ankle foot orthotic
boot (PRAFO-special boot which keeps the ankle
and foot aligned to treat muscle weakness and
imbalance) or soft off-loading heel boots to be
worn daily or as tolerated.

R30's EMR under the "Orders" tab revealed the
following physician orders:

Bilateral PRAFOs or soft off-loading heel boots to
be worn daily or as tolerated, dated 11/10/24.
Apply Betadine (prevents the growth of
disease-causing microorganisms on the skin) to
the open area on the left lateral foot daily, leave
open to air, dated 06/07/25.

On 06/17/25 07:10 AM, R30 laid on her right side
on the bed in the lowest position. R30's lower
extremities rested directly on the mattress.

On 06/16/25 at 10:48 AM, Certified Nursing Aide
(CNA) O stated all CNAs are responsible for
ensuring a resident's pressure reducing devices
were in place. CNA O stated she would be able to
find that information on the Kardex (a nursing tool
that gives a brief overview of the care needs of
each resident).

On 06/16/25 at 11:53 AM, Administrative Nurse D
stated all nursing staff were to check the
residents to ensure their pressure-reducing
devices were in place. Administrative Nurse D
stated that the mattresses were checked every
shift by nursing.

The facility was unable to provide a policy related
to the prevention of pressure injuries.
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SS=D | CFR(s): 483.25(c)(1)-(3)

§483.25(c) Mobility.

§483.25(c)(1) The facility must ensure that a
resident who enters the facility without limited
range of motion does not experience reduction in
range of motion unless the resident's clinical
condition demonstrates that a reduction in range
of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of
motion receives appropriate treatment and
services to increase range of motion and/or to
prevent further decrease in range of motion.

§483.25(c)(3) A resident with limited mobility
receives appropriate services, equipment, and
assistance to maintain or improve mobility with
the maximum practicable independence unless a
reduction in mobility is demonstrably unavoidable.
This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with one
resident reviewed for positioning and mobility.
Based on observation, record review, and
interviews, the facility failed to ensure Resident
(R) 4's washcloth was applied to her hands and
further failed to place a neck pillow around R4's
neck. This deficient practice placed the resident
at risk for discomfort and decreased range of
motion (ROM- the full movement potential of a
joint, usually its range of flexion and extension).

Findings Included:

- R4's Electronic Medical Record (EMR) from the
"Diagnosis" tab documented diagnoses of
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Parkinson's disease (a slowly progressive
neurologic disorder characterized by resting
tremors, rolling of the fingers, masklike faces,
shuffling gait, muscle rigidity, and weakness),
hypertension (high blood pressure), neuropathy
(weakness, numbness, and pain from nerve
damage, usually in the hands and feet), and
hyperlipidemia (condition of elevated blood lipid
levels).

The "Quarterly Minimum Data Set" (MDS) dated
05/22/25 documented a Brief Interview of Mental
Status (BIMS) score of zero, which indicated
severely impaired cognition. The MDS
documented R4 needed substantial to maximal
assistance for eating, was dependent on staff for
toileting and bathing, and required hospice
services. The MDS documented R4 did not
receive therapy services.

R4's "Cognitive Loss/Dementia Care Area
Assessment" (CAA), dated 15/05/24,
documented CAA triggered secondary to
orientation, memory, and recall deficits noted
during the BIMS interview. Contributing factors
include dementia, change in mental status, and
short-term/long-term memory loss. Risk factors
include self-care deficits, falls and injuries,
incontinence, decreased socialization, skin
breakdown, weight loss, and fluid imbalance.
R4's plan of care would be reviewed to
improve/maintain current cognitive status,
activities of daily living (ADL) status, continence
status, mobility, encourage active participation in
facility functions, maintain communication,
decrease fall and pressure ulcer risk, and
maintain dietary intake and hydration status.

R4's "Care Plan" dated 04/02/24 documented
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staff were to ensure hand hygiene was performed
in the morning and the evening. R4's plan of care
dated 04/13/24 documented staff were to keep a
rolled washcloth in R4's hand every shift, and
staff were to ensure R4 had her neck pillow in
place when up in the Broda chair (specialized
wheelchair with the ability to tilt and recline) Chair,
to help support her head. R4's plan of care dated
08/22/24 documented staff were to recline R4
when in her Broda chair during times she was not
eating.

On 06/16/25 at 08:22 AM, R4 sat in her Broda
chair in the dining room, and staff were assisting
her with eating. R4 did not have a washcloth in
her hands. R4's right hand was closed tightly. R4
did not have a neck pillow to support her head.

On 06/17/25 at 8:12 AM, R4 sat in the dining
room. Staff were assisting R4 with eating
breakfast, and R4 did not have a washcloth in her
hands. R4's hands were both closed tightly. R4
did not have a neck pillow to support her head.

On 06/16/25 at 10:48 AM, Certified Nurse Aide
(CNA) O stated that all nursing staff have access
to the care plan for each resident. CNA O stated
she would know by the residents' EMR what each
resident needed. CNA O stated she had been
with the facility a long time, and knew the
residents, and what their needs were.

On 06/18/25 at 11:021 AM, Licensed Nurse (LN)
G stated that if a resident's care plan states there
should be a washcloth in their hand for
contracture (abnormal permanent fixation of a
joint or muscle), she would expect there to be
one. LN G stated that if the care plan states there
should be a neck pillow for positioning, there

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 005111 Facility ID: N046049 If continuation sheet Page 32 of 60



PRINTED: 07/03/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
175499 B. WiNG 06/18/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

7105 MISSION ROAD
PRAIRIE VILLAGE, KS 66208

THE VILLAGE AT MISSION

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 688 | Continued From page 32 F 688

should be one placed; she stated all nursing staff
should ensure these things were in place daily.

On 06/18/25 at 11:53 AM, Administrative Nurse D
stated that all nursing CNAs could see in the
residents' EMR and what each resident was to
have daily. She stated that if a resident needed a
washcloth or a neck pillow, nursing staff would be
responsible for ensuring each resident had what
they needed.

The facility did not provide a range of motion
policy.

F 689 | Free of Accident Hazards/Supervision/Devices F 689
SS=D | CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with two
residents reviewed for accidents. Based on
observation, record review, and interviews, the
facility failed to ensure Resident (R) 2 bed at a
safe height. This deficient practice placed R2 at
risk for further injuries from falls.

Findings included:

- R2's Electronic Medical Record (EMR) from the
"Diagnosis" tab documented diagnoses of
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fibromyalgia (condition of musculoskeletal pain,
spasms, stiffness, fatigue, and severe sleep
disturbance), hypertension (high blood pressure),
depression (a mood disorder that causes a
persistent feeling of sadness and loss of interest),
overactive bladder, respiratory failure (occurs
when the respiratory system was unable to
adequately maintain normal levels of oxygen and
carbon dioxide in the blood), anxiety (mental or
emotional reaction characterized by
apprehension, uncertainty, and irrational fear),
chronic obstructive pulmonary disease (COPD- a
progressive and irreversible condition
characterized by diminished lung capacity and
difficulty or discomfort in breathing), and fracture
of neck of the right femur.

The "Quarterly Minimum Data Set" (MDS) dated
04/18/25 documented a Brief Interview of Mental
Status (BIMS) score of zero, which indicated
severely impaired cognition. The MDS
documented R2 was independent for all activities
of daily living (ADLs). The MDS documented R2
had no falls since admission or prior assessment.

R2's "Falls Care Area Assessment (CAA)" dated
07/09/24 documented she was at risk for falls
related to her impaired mobility, weakness, and
chronic pain.

R2's "Care Plan," dated 04/29/24, documented
staff would ensure she was wearing appropriate
non-slip footwear when in the wheelchair. The
plan of care documented staff would ensure R2"
s call light was within reach and would encourage
her to use it for assistance as needed. The plan
of care documented staff would encourage R2 to
attend activities that promoted exercise and
physical activity for strengthening to improve
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mobility. The plan of care dated 02/14/25
documented R2 had a non-injury fall on 02/12/25,
which she stated she had forgotten to lock her
brakes on the wheelchair. The plan of care dated
04/03/25 documented staff would ensure R2 had
the appropriate footwear on at all times. The plan
of care dated 04/13/25 documented R2 had two
non-injury falls on 04/03/25, and R2 was sent to
the hospital after the second fall. The plan of care
documented staff would ensure R2 had
appropriate footwear on at all times and an
anti-rollback device was placed on her
wheelchair. The plan of care dated 04/22/25
documented maintenance would adjust R2 ' s
anti-lock brakes on her wheelchair. The plan of
care dated 05/2725 documented R2 had a fall on
05/24/25 with minor injury, and staff were
educated to use a two-person assist with
transfers. The plan of care with a revision date of
06/04/25, documented on 05/16/25 R2 had a
non-injury fall after she had forgotten to lock her
wheelchair brakes and fell. Staff educated R2 to
use her call light to ask for assistance with
toileting. The plan of care documented on
05/28/25 facility was notified R2 had a subacute
right femur (thigh bone) neck fracture (broken
bone).

On 06/16/25 at 08:16 AM, R2 laid on her bed. R2
' s bed was raised approximately three feet off the
floor. R2 stated she had not raised her bed to that
height, and the bed controls were located at the
foot of her bed.

On 06/18/25 at 10:48 AM, Certified Nurse Aide
(CNA) O stated a resident ' s bed should be kept

in the lowest position to prevent injuries from falls.

On 06/18/25 at 11:20 AM, Licensed Nurse (LN) G

F 689
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stated a resident ' s bed should be kept in the
lowest position for safety. LN G stated fall
interventions can be reviewed on the care plan.
LN G stated it was everyone ' s responsibility to
ensure all fall interventions were in place for each
resident.

On 06/18/25 at 11:53 AM, Administrative Nurse D
stated it was everyone ' s responsibility to ensure
fall interventions are in place to prevent falls.
Administrative Nurse D stated that some resident
liked their bed in a high position, but that would
be listed on the resident care plan.

The facility's "Fall Prevention" policy, undated,
documented the Facility would ensure that a "Fall
Management Program" would be maintained to
reduce the incidence of falls and risk of injury to
the resident and promote independence and
safety.

F 695 | Respiratory/Tracheostomy Care and Suctioning F 695
SS=D | CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including
tracheostomy care and tracheal suctioning.
The facility must ensure that a resident who
needs respiratory care, including tracheostomy
care and tracheal suctioning, is provided such
care, consistent with professional standards of
practice, the comprehensive person-centered
care plan, the residents' goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with one
resident reviewed for respiratory care. Based on
observation, record review, and interviews, the
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facility failed to ensure Resident (R) 5's
continuous positive airway pressure (CPAP- a
ventilation device that blows a gentle stream of
air into the nose to keep the airway open during
sleep) mask was stored in a sanitary manner.
This placed R5 at an increased risk for
respiratory infection and complications.

Findings included:

- R5's Electronic Medical Record (EMR) from the
"Diagnosis" tab documented diagnoses of
congestive heart failure (CHF - a condition with
low heart output and the body becomes
congested with fluid), and anxiety (mental or
emotional reaction characterized by
apprehension, uncertainty, and irrational fear),
diabetes mellitus (DM - when the body cannot
use glucose, not enough insulin is made, or the
body cannot respond to the insulin), absence of
left breast and nipple, hypertension (high blood
pressure), lymphedema (swelling caused by
accumulation of lymph), anemia (an inadequate
number of healthy red blood cells to carry
adequate oxygen to body tissues), obstructive
sleep apnea (a sleep disorder where breathing
repeatedly stops and starts during sleep due to a
blockage in the upper airway), transient ischemic
attack (TIA- temporary episode of inadequate
blood supply to the brain), and cerebral infarction
(stroke - sudden death of brain cells due to lack
of oxygen caused by impaired blood flow to the
brain by blockage or rupture of an artery to the
brain).

The "Quarterly Minimum Data Set" (MDS) dated
05/21/25 documented a Brief Interview of Mental
Status (BIMS) score of 15, which indicated intact
cognition. The MDS documented R5 was
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independent in eating, with partial to moderate
assistance with toileting, and supervision or
touching for bathing. The MDS documented R5
required a noninvasive mechanical ventilator.

R5's "Cognitive Loss/Dementia Care Area
Assessment" (CAA) dated 01/02/25 documented
R5 had impaired cognitive function related to a
history of TIA and short- and long-term memory
loss, poor safety awareness, and difficulty with
decision-making.

R5's "Care Plan" dated 03/06/25 documented R5
had altered respiratory status related to sleep
apnea, staff were to set R5's CPAP settings at
max 20 cm H20/ min 4 cm H20 every night. Staff
were to add distilled water to the humidifier as
needed. Staff were to change the CPAP filter
every night shift on the 15th. Staff were to change
the CPAP tubing and mask every 180 days. Staff
were to cleanse the mask with warm water, rinse,
and dry it daily. Staff were to monitor and
document abnormal breathing patterns to the
physician.

R5's EMR dated under the "Orders" tab revealed
the following physician orders:

Cleanse mask with warm water, rinse, and dry
daily, every night shift, dated 03/03/25.

Assist the patient with putting on CPAP every
night shift and wake the patient to put on a mask.
Even if the patient was already asleep. Fill a
humidifier with distilled water up to the fill line at
bedtime, dated 03/07/25.

Clean/soak CPAP humidifier, mask, filter, and
tubing weekly with mild soap solution in warm
water. Followed by a rinse in distilled water (do
not soak the end of the tubing if there was a
metal connector piece). Hang to dry for best
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results every day shift on Sunday, dated
03/09/25.

CPAP: Add distilled water to the humidifier as
needed, dated 03/10/25.

CPAP: Change/CPAP filter every night shift
starting on the 15th of every month, dated
03/10/25.

CPAP: Mask type full every night shift, dated
03/10/25.

CPAP: Change CPAP tubing and mask every
night shift, every 180 days, dated 03/10/25.
Assist the patient with putting on CPAP every
night shift and wake the patient to put on the
mask. Even if the patient was already asleep. Fill
humidifier with distilled water up to fill line at
bedtime dated 03/07/25.

Cleanse mask with warm water, rinse, and dry
daily every night shift, dated 03/03/25.

CPAP: Settings max 20 cmH2020/min4cmH20
every night shift for sleep apnea, dated 3/24/25.
Assist R5 with putting on CPAP every night shift,
dated 03/24/25.

On 06/16/25 at 08:10 AM, R5's CPAP mask lay
dangling over the bedside table. R5's CPAP mask
was not stored in a sanitary manner.

On 06/17/25 at 07:33 AM, R5's CPAP mask was
laid directly on her bedside table. R5's CPAP
mask was not stored in a sanitary manner.

On 06/18/25 at 10:48 AM, Certified Nurse's Aide
(CNA) O stated all residents had bags with the
date on them to store all respiratory equipment.
CNA O stated that respiratory equipment could be
placed in the residents' bags by all staff.

On 06/18/25 at 11:21 AM, Licensed Nurse (LN) G
stated the facility provided bags for the respiratory
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equipment, and after the equipment was cleaned
and dried, the mask should be placed in the bags.

On 06/18/25 at 11:53 AM, Administrative Nurse D
stated that all respiratory equipment should be
placed in a bag after the respiratory equipment
was cleaned.

The facility did not provide a respiratory
equipment storage policy.

F 755 | Pharmacy Srvcs/Procedures/Pharmacist/Records F 755
SS=E | CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described in
§483.70(f). The facility may permit unlicensed
personnel to administer drugs if State law
permits, but only under the general supervision of
a licensed nurse.

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation. The facility
must employ or obtain the services of a licensed
pharmacist who-

§483.45(b)(1) Provides consultation on all
aspects of the provision of pharmacy services in
the facility.

§483.45(b)(2) Establishes a system of records of
receipt and disposition of all controlled drugs in
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sufficient detail to enable an accurate
reconciliation; and

§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs
is maintained and periodically reconciled.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with one
medication room and three medication carts.
Based on observation, record review, and
interviews, the facility failed to ensure controlled
substances were accounted for and reconciled
between shifts. This placed the residents at risk
for misappropriation and/or diversion of controlled
substances.

Findings included:

- 06/17/25 at 07:24 AM, a review of the June
2025 "Shift Change Controlled Substance
Inventory Count Sheet" on the East Hall revealed
a missing signature for either the on-coming
nurse or the off-going nurse for the morning shift
change on 06/01/25, 06/03, and 06/07/25.

Upon request, the facility was unable to provide
April and May 2025 "Shift Change Controlled
Substance Inventory Count Sheets."

On 06/18/25 at 11:21 AM, Licensed Nurse (LN) G
stated that each nurse was to count on the
on-coming and off-going nurse daily and count
the actual narcotic cards. She stated that nursing
staff were not supposed to leave the facility until
the narcotic count was correct.

On 06/18/25 at 02:26 PM, Administrative Nurse D
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said the expectations for the facility were to count
narcotics with each nurse coming on duty and
going off duty. The Administrative Nurse D stated
the facility had identified prior to 06/18/25 that
there was an issue with the narcotic count sheet.

The facility did not provide a policy for narcotic
control.

F 756 | Drug Regimen Review, Report Irregular, Act On
SS=D | CFR(s): 483.45(c)(1)(2)(4)(5)

§483.45(c) Drug Regimen Review.
§483.45(c)(1) The drug regimen of each resident
must be reviewed at least once a month by a
licensed pharmacist.

§483.45(c)(2) This review must include a review
of the resident's medical chart.

§483.45(c)(4) The pharmacist must report any
irregularities to the attending physician and the
facility's medical director and director of nursing,
and these reports must be acted upon.

(i) Irregularities include, but are not limited to, any
drug that meets the criteria set forth in paragraph
(d) of this section for an unnecessary drug.

(i) Any irregularities noted by the pharmacist
during this review must be documented on a
separate, written report that is sent to the
attending physician and the facility's medical
director and director of nursing and lists, at a
minimum, the resident's name, the relevant drug,
and the irregularity the pharmacist identified.

(iii) The attending physician must document in the
resident's medical record that the identified
irregularity has been reviewed and what, if any,
action has been taken to address it. If there is to
be no change in the medication, the attending

F 755

F 756
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physician should document his or her rationale in
the resident's medical record.

§483.45(c)(5) The facility must develop and
maintain policies and procedures for the monthly
drug regimen review that include, but are not
limited to, time frames for the different steps in
the process and steps the pharmacist must take
when he or she identifies an irregularity that
requires urgent action to protect the resident.
This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with five
residents reviewed for unnecessary medications.
Based on observation, record review, and
interviews, the facility failed to ensure the
Consultant Pharmacist (CP) had identified and
reported irregularities regarding the lack of
physician documentation related to the rationale
which included the multiple unsuccessful
attempts for nonpharmacological symptom
management and risk versus benefits for the
continued use of a non-approved indication use
of an antipsychotic (class of medications used to
treat mental disorder characterized by a gross
impairment in reality testing) medication for
Resident (R) 13 who had a diagnosis of dementia
(progressive mental disorder characterized by
failing memory, confusion). This deficient practice
placed R13 at risk for unnecessary psychotropic
medication and related complications.

Findings included:

- R13's Electronic Medical Record (EMR) from
the "Diagnosis" tab documented diagnoses of
dementia, congestive heart failure (CHF - a
condition with low heart output and the body
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becomes congested with fluid), Lewy body
dementia (a type of progressive brain disorder
that leads to a decline in thinking, reasoning, and
independent function), and Parkinson's disease
(a slowly progressive neurologic disorder
characterized by resting tremors, rolling of the
fingers, masklike faces, shuffling gait, muscle
rigidity, and weakness).

The "Annual Minimum Data Set (MDS)" dated
06/05/24 documented a Brief Interview of Mental
Status (BIMS) score of 10, which indicated
moderately impaired cognition. The MDS
documented R13 had received antipsychotic (a
class of medications used to treat major mental
conditions that cause a break from reality)
medication, antidepressant (a class of
medications used to treat mood disorders)
medication, and diuretic (a medication to promote
the formation and excretion of urine) medication
during the observation.

The "Quarterly MDS" dated 03/18/25 documented
a BIMS score of 12, which indicated moderately
impaired cognition. The MDS documented that
R13 had received anticonvulsant (a medication
that prevents or treats seizures and convulsions)
medication, diuretic medication, antidepressant
medication, and antipsychotic medication during
the observation period.

R13's "Psychotropic Drug Use Care Area
Assessment (CAA)" dated 07/01/24 documented
he had received psychotropic medication, which
placed him at risk for complications.

R13's "Care Plan," dated 07/01/24, documented
the CP would review R13's medication monthly
and as needed.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 005111 Facility ID: N046049 If continuation sheet Page 44 of 60



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/03/2025
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
175499 B. WING 06/18/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7105 MISSION ROAD
THE VILLAGE AT MISSION
PRAIRIE VILLAGE, KS 66208
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 756 | Continued From page 44

R13's EMR under the "Orders" tab revealed the
following physician orders:

Nuplazid (antipsychotic medication) oral Capsule
34 milligrams (mg), give one capsule by mouth
daily for Parkinson associated psychosis (any
major mental disorder characterized by a gross
impairment in reality perception), dated 10/18/24.

Review of the "Monthly Medication Review"
(MMR) from May 2024 to June 2025 lacked
evidence the CP identified and reported the
non-approved indication for R13, who had
dementia.

Review of R13's clinical record lacked physician
documentation of the risk versus benefit of the
administration of antipsychotic medication with a
non-approved indication of use for R13, who had
a diagnosis of dementia. The facility was unable
to provide the physician documentation upon
request.

On 06/17/25 at 07:04 AM, R13 sat in his
wheelchair as staff pushed his wheelchair in the
activity room to be weighed.

On 06/18/25 at 11:20 AM, Licensed Nurse (LN) G
stated that a Nurse Practitioner (NP) would
review the resident's psychotropic medications.
LN G stated the NP would review the resident's
diagnosis and duration of their medications. LN G
stated she did not review the MMRs.

On 06/18/25 at 11:53 AM, Administrative Nurse D
stated the NP comes weekly to review and
evaluate the residents on psychotropic
medications. Administrative Nurse D stated the
facility had self-identified R13's diagnosis for

F 756
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Nuplazid was not an accepted indication for use
with a diagnosis of dementia. Administrative
Nurse D stated that the CP would email the
MMRs to her monthly, she would send them to
the physicians to review, make changes, and
return the MMRs to the facility. Administrative
Nurse D stated would review them and make the
changes of any new orders.

The facility was unable to provide a policy related
to CP's monthly medication reviews.

F 761 | Label/Store Drugs and Biologicals

SS=E | CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule Il of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can

F 756
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be readily detected.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with one
medication room and three medication carts.
Based on observation, record review, and
interviews, the facility failed to properly label and
store medications in the medication room, and
further failed to ensure medication carts were
locked when unattended. This placed the
residents at risk for adverse outcomes or
ineffective medication regimens.

Findings included:

- On 06/16/25 at 07:04 AM, a medication cart in
the entranceway was unlocked, and no staff were
in view of the medication cart. The medication
cart contained scheduled medications for
residents.

On 06/16/25 at 07:05 AM, a medication cart in the
West Hall was unlocked, and no staff were in
view of the medication cart. The medication cart
contained scheduled medications for residents.

On 06/17/25 at 07:14 AM, an inspection of the
medication room in the east hallway:

The medication refrigerator contained two
outdated vials of Spike Vax 50/.5 (COVID-19
(highly contagious respiratory virus) vaccine) with
an expired date of 06/14/25.

On 06/18/25 at 11:21 AM, Licensed Nurse (LN) G
stated the expectation was that the nurses ensure
their medication carts were locked if they were
not in their view. LN G stated that the nurses on
duty were expected to check the refrigerators for
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§483.70(n) Hospice services.

§483.70(n)(1) A long-term care (LTC) facility may
do either of the following:

(i) Arrange for the provision of hospice services
through an agreement with one or more
Medicare-certified hospices.

(i) Not arrange for the provision of hospice
services at the facility through an agreement with
a Medicare-certified hospice and assist the
resident in transferring to a facility that will
arrange for the provision of hospice services
when a resident requests a transfer.

§483.70(n)(2) If hospice care is furnished in an
LTC facility through an agreement as specified in
paragraph (0)(1)(i) of this section with a hospice,
the LTC facility must meet the following
requirements:

(i) Ensure that the hospice services meet
professional standards and principles that apply
to individuals providing services in the facility, and
to the timeliness of the services.

(i) Have a written agreement with the hospice
that is signed by an authorized representative of
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expired medication.
On 06/18/25 at 11:53 AM, Administrative Nurse D
stated nurses were to ensure their carts were
locked if they were out of sight of the cart. She
stated it was the expectation that nurses on duty
check the medication room refrigerator for
expired medications daily.
The facility did not provide a medication storage
policy.
F 849 | Hospice Services F 849
SS=D | CFR(s): 483.70(n)(1)-(4)
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the hospice and an authorized representative of
the LTC facility before hospice care is furnished to
any resident. The written agreement must set out
at least the following:

(A) The services the hospice will provide.

(B) The hospice's responsibilities for determining
the appropriate hospice plan of care as specified
in §418.112 (d) of this chapter.

(C) The services the LTC facility will continue to
provide based on each resident's plan of care.
(D) A communication process, including how the
communication will be documented between the
LTC facility and the hospice provider, to ensure
that the needs of the resident are addressed and
met 24 hours per day.

(E) A provision that the LTC facility immediately
notifies the hospice about the following:

(1) A significant change in the resident's physical,
mental, social, or emotional status.

(2) Clinical complications that suggest a need to
alter the plan of care.

(3) A need to transfer the resident from the facility
for any condition.

(4) The resident's death.

(F) A provision stating that the hospice assumes
responsibility for determining the appropriate
course of hospice care, including the
determination to change the level of services
provided.

(G) An agreement that it is the LTC facility's
responsibility to furnish 24-hour room and board
care, meet the resident's personal care and
nursing needs in coordination with the hospice
representative, and ensure that the level of care
provided is appropriately based on the individual
resident's needs.

(H) A delineation of the hospice's responsibilities,
including but not limited to, providing medical
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direction and management of the patient; nursing;
counseling (including spiritual, dietary, and
bereavement); social work; providing medical
supplies, durable medical equipment, and drugs
necessary for the palliation of pain and symptoms
associated with the terminal iliness and related
conditions; and all other hospice services that are
necessary for the care of the resident's terminal
illness and related conditions.

(I) A provision that when the LTC facility
personnel are responsible for the administration
of prescribed therapies, including those therapies
determined appropriate by the hospice and
delineated in the hospice plan of care, the LTC
facility personnel may administer the therapies
where permitted by State law and as specified by
the LTC facility.

(J) A provision stating that the LTC facility must
report all alleged violations involving
mistreatment, neglect, or verbal, mental, sexual,
and physical abuse, including injuries of unknown
source, and misappropriation of patient property
by hospice personnel, to the hospice
administrator immediately when the LTC facility
becomes aware of the alleged violation.

(K) A delineation of the responsibilities of the
hospice and the LTC facility to provide
bereavement services to LTC facility staff.

§483.70(n)(3) Each LTC facility arranging for the
provision of hospice care under a written
agreement must designate a member of the
facility's interdisciplinary team who is responsible
for working with hospice representatives to
coordinate care to the resident provided by the
LTC facility staff and hospice staff. The
interdisciplinary team member must have a
clinical background, function within their State
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scope of practice act, and have the ability to
assess the resident or have access to someone
that has the skills and capabilities to assess the
resident.

The designated interdisciplinary team member is
responsible for the following:

(i) Collaborating with hospice representatives
and coordinating LTC facility staff participation in
the hospice care planning process for those
residents receiving these services.

(ii) Communicating with hospice representatives
and other healthcare providers participating in the
provision of care for the terminal iliness, related
conditions, and other conditions, to ensure quality
of care for the patient and family.

(iii) Ensuring that the LTC facility communicates
with the hospice medical director, the patient's
attending physician, and other practitioners
participating in the provision of care to the patient
as needed to coordinate the hospice care with the
medical care provided by other physicians.

(iv) Obtaining the following information from the
hospice:

(A) The most recent hospice plan of care specific
to each patient.

(B) Hospice election form.

(C) Physician certification and recertification of
the terminal illness specific to each patient.

(D) Names and contact information for hospice
personnel involved in hospice care of each
patient.

(E) Instructions on how to access the hospice's
24-hour on-call system.

(F) Hospice medication information specific to
each patient.

(G) Hospice physician and attending physician (if
any) orders specific to each patient.

(v) Ensuring that the LTC facility staff provides
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orientation in the policies and procedures of the
facility, including patient rights, appropriate forms,
and record keeping requirements, to hospice staff
furnishing care to LTC residents.

§483.70(n)(4) Each LTC facility providing hospice
care under a written agreement must ensure that
each resident's written plan of care includes both
the most recent hospice plan of care and a
description of the services furnished by the LTC
facility to attain or maintain the resident's highest
practicable physical, mental, and psychosocial
well-being, as required at §483.24.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The sample included 12 residents, with three
residents reviewed for hospice services. Based
on observation, record review, and interviews, the
facility failed to provide a description of the
medication and frequency of hospice visits
provided to Resident (R) 30 by hospice. This
deficient practice created a risk for missed or
delayed services, impaired physical and
psychosocial care for R30.

Findings included:

- R30's Electronic Medical Record (EMR) from
the "Diagnosis" tab documented diagnoses of
hemiparesis (muscular weakness of one half of
the body), hemiplegia (paralysis of one side of the
body), dementia (a progressive mental disorder
characterized by failing memory and confusion),
and cerebrovascular accident (CVA-stroke-
sudden death of brain cells due to lack of oxygen
caused by impaired blood flow to the brain by
blockage or rupture of an artery to the brain).
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The "Significant Change Minimum Data Set
(MDS)" dated 03/06/25 documented a Brief
Interview of Mental Status (BIMS) score of three,
which indicated severely impaired cognition. The
MDS documented R30 had received hospice
services during the observation period. The MDS
documented R30 was dependent on staff
assistance for her Activities of Daily Living (ADL).

The "Quarterly MDS" dated 05/28/25 documented
a BIMS score of six, which indicated severely
impaired cognition. The MDS documented that
R30 had received hospice services during the
observation period. The MDS documented R30
was dependent on staff assistance with her ADLs.

R30's "Pressure Ulcer Care Area Assessment
(CAA)" dated 03/15/25 documented she was at
risk for alteration of her skin integrity and
development of pressure ulcers related to
impaired mobility, incontinence, and end of life.

R30's "Care Plan," dated 11/10/24, documented
staff would adjust the provision of ADLs to
compensate for her change in abilities to
participate. The plan of care documented to
encourage R30 to participate to the extent she
wished to participate. The plan of care
documented the staff would check food and fluid
intake and would not force food if R30 did not
desire to eat. The plan of care documented the
facility staff would collaborate with the hospice
provider to integrate services provided by the
facility and hospice. The plan of care documented
the hospice provider would be invited to the care
plan conferences. The plan of care documented
the staff would monitor closely for signs of pain,
administer pain medication as ordered, and notify
the physician immediately if there was
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breakthrough pain. The plan of care documented
staff would offer and provide additional privacy for
R30 and her family whenever possible during the
dying process. The plan of care documented the
staff could consider room options that would best
meet R30's needs. The plan of care documented
staff would provide non-paralogical interventions
for stress and pain. The plan of care documented
the nurse would inform the hospice team, family,
and the physician of any changes. The plan of
care documented the nurse would notify hospice
prior to processing orders for labs, x-rays,
hospitalizations, durable medical equipment,
supplies, new medication ordered, and new
physician consults ordered. The plan of care
documented the facility would provide two
showers per week, and hospice would
supplement as needed or as the resident
requested. The plan of care documented the
facility and the hospice provider would work
cooperatively to ensure the resident's spiritual,
emotional, intellectual, physical, and social needs
are met. The plan of care dated 02/02/25
documented a hospice care plan could be located
in a notebook at the nurses' station or scanned
into R30's EMR. The plan of care directed the
staff to refer to the hospice plan of care for the
frequency of hospice visits.

R30's EMR under the "Misc" tab revealed the
"Hospice Election Statement (NOE)" that
documented R13 was admitted to hospice
services on 02/28/25.

On 06/17/25 07:10 AM, R30 laid on her right side
on the bed in the lowest position. R30's lower
extremities rested directly on the mattress.

On 06/18/25 at 10:48 AM, Certified Nurse Aide
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(CNA) O stated she had access to the Kardex
(nursing tool that gives a brief overview of the
care needs of each resident). CNA O stated the
Kardex did not have the hospice information.
CNA O stated the nurse would inform the staff if a
resident was on hospice.

On 06/18/25 at 11:20 AM, Licensed Nurse (LN) G
stated she would know if a resident was on
hospice services by their profile, MDS, and the
hospice information should be on the resident's
care plan. LN G stated that the care plan should
include the hospice information of what was
supplied by hospice, the frequency of hospice
visits, and what medication was covered by
hospice.

On 06/18/25 at 11:53 AM, Administrative Nurse D
stated that the hospice order was located in the
resident's EMR and also on the initial face sheet
in the hospice communication binder provided by
hospice. Administrative Nurse D stated that the
MDS coordinator or the Social Service staff could
make changes and update the care plans.

The facility's undated "Hospice Services" policy
documented each resident would receive, and the
facility would provide, the necessary care and
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being in accordance with the comprehensive
assessment and plan of care. The facility
provided continuity of care to provide residents
who are terminally ill with the opportunity to
receive comprehensive, interdisciplinary care that
recognized the spiritual needs and to assist
residents, family members, and friends to live as
fully and completely as possible with meaning
and dignity. Residents and family members may

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 849 | Continued From page 54 F 849

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 005111

Facility ID: N046049 If continuation sheet Page 55 of 60




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/03/2025
FORM APPROVED
OMB NO. 0938-0391

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.71 and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;
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be offered hospice care upon request of the
resident and families and/or guardians to meet
care and service needs, which was consistent
with the expressed preferences of the residents,
their family members, and/or guardians.
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(ii)) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 32 residents.
The facility identified 7 residents on Enhanced
Barrier Precautions (EBP-infection control
interventions designed to reduce transmission of
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resistant organisms that employ targeted gown
and glove use during high contact care). Based
on record review, observations, and interviews,
the facility failed to ensure ventilator masks (a
device that provides respiratory support by
delivering air through a mask), oxygen nasal
tubing, and nebulizer (a device that changes
liquid medication into a mist easily inhaled into
the lungs) masks were stored in a sanitary
manner. The facility further failed to ensure that
bagged trash and dirty laundry were not placed
on the floor. The facility further failed to ensure
clean laundry was delivered to residents in a
sanitary manner. The facility further failed to
ensure Foley catheters (a tube inserted into the
bladder to drain urine into a collection bag) bags
were not placed on the floor, and the facility
further failed to ensure the laundry department
had gowns and goggles to sort dirty laundry.
These deficient practices placed the residents at
risk for infectious diseases.

Findings included:

- On 06/16/25 at 07:05 AM on the initial
walk-through of the facility, a bag of wipes and a
bottle of lotion were laid on the handrail in the
west hall. In Resident (R) 28's room, a clear trash
bag with a green chuck and brief lay on the floor.
R135's ventilator mask was laid on her bedside
table, and R135's ventilator mask was not stored
in a sanitary manner. R6's oxygen tubing was
wrapped around the back of her wheelchair; the
wheelchair was sitting in the entranceway to her
room. R6's ventilator mask was laid on the
bedside table, and the mask was laid directly on
the table. R6's ventilator mask and oxygen tubing
were not stored in a sanitary manner.
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On 06/16/25 at 11:28 AM, Certified Nurse's Aide
(CNA) N attempted to push R135 onto the
wheelchair scale. R135's catheter bag was
dragging on the floor. CNA N was unable to get
the wheelchair on the scale and attempted to use
a gait belt to stand R135. CNA M dropped R135's
catheter bag on the floor while standing R135 to
weigh him.

On 06/16/25 at 01:26 PM, Laundry Staff V
delivered personal clothing down the west hall;
the laundry cart was not covered. The resident's
clothing was not delivered in a sanitary manner.

On 06/17/25 at 09:22 AM, during a tour through
the laundry room. The dirty laundry area did not
have a gown, goggles, or gloves for staff to sort
dirty laundry. Laundry Staff U stated the facility
did not have gowns or goggles in the dirty sorting
room; he stated they were worn and were thrown
away. Laundry Staff U stated the facility was
ordering new ones to hang on the wall for easier
access. Laundry Staff U stated that staff could
walk into the clean area to obtain gloves. Laundry
Staff U stated that laundry should always be
covered when the laundry leaves the laundry
room to be delivered. He stated the facility had
covers for the carts.

On 06/18/25 at 10:48 AM, Certified Nursing Aide
(CNA)O stated wipes and lotion should not be
placed on the handrails. CNA O stated that all
respiratory equipment should be placed in a bag
with the resident's name and date on the bag.
CNA O stated that dirty laundry and dirty trash, in
a bag, should never be left on the floor. CNA O
stated that catheter bags should never drag the
floor or be placed on the floor. CNA O stated that
the process of delivering laundry was covered.
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On 06/18/25 at 11:21 AM, Licensed Nurse (LN) G
stated all respiratory equipment should be placed
in a bag; this could be done by nursing staff. LN
G stated that there should never be trash or dirty
laundry on the floors. LN G stated laundry was
always covered when going down the halls. LN G
stated that catheter bags should never be
dragged on the floor or placed on the floor. LN G
stated wipes and lotion should not be left in the
hall, on handrails.

On 06/18/25 at 10:48 AM, Administrative Nurse D
stated that all respiratory equipment had bags to
place the equipment in after the equipment was
cleaned. Administrative Nurse D stated that trash
and laundry should not be placed on the floor.
She stated laundry was to be covered when going
down the hall. Administrative Nurse D stated that
lotion and wipes should not be left on handrails.

The facility did not provide an infection policy
pertaining to respiratory mask, oxygen nasal
cannula, and nebulizer masks storage.

The facility did not provide a policy for urinary
catheters or transportation of laundry.
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