Kansas Department on Aging

PRINTED: 05/30/2021
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

N046050

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

Cc
05/12/2021

NAME OF PROVIDER OR SUPPLIER

10665 BARKLEY
OVERLAND PARK, KS 66212

BICKFORD OF OVERLAND PARK

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

S 000

S3080
SS=E

INITIAL COMMENTS

The following citations represent the findings of a
resurvey with complaint investigations #137805,
#155231, and #156745 at the above named
assisted living facility conducted on 5/4,5,6,10,
11, and 12/2021.

26-41-201 (a) (b) Functional Capacity Screen on
Admission

a) On or before each individual ' s admission to
an assisted living facility or residential health care
facility, a licensed nurse, a licensed social worker,
or the administrator or operator shall conduct a
screening to determine the individual ' s
functional capacity and shall record all findings on
a screening form specified by the department.
The administrator or operator may integrate the
department ' s screening form into a form
developed by the facility, which shall include each
element and definition specified by the
department.

(b) A licensed nurse shall assess any resident
whose functional capacity screening indicates the
need for health care services.

This REQUIREMENT is not met as evidenced
by:
K.A.R.26-41-201(a)

The facility reported a census of 60 residents.
The sample included 6 residents and 2 focused
record reviews. Based on interview and record
review the director failed to ensure 2 (#541 and
#543) of 6 sampled residents and 1 (#548) of 2
sampled were screened on or before admission
to the assisted living facility.

Findings included:
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-- Review of resident #541's medical record
revealed she moved into the facility on 3-1-19
with diagnoses of depressive disorder, dysphasia,
hypothyroidism, insomnia, low back pain and
repeated falls

Review of the residents record included a
functional capacity screen completed on 3-4-19, 3
days after admission.

On 5-5-21 at 3:39 PM licensed nurse J confirmed
the functional capacity screen was not completed
on or before admission to the facility.

- Review of resident #543's medical record
revealed he moved into the facility on 3-17-21
with diagnoses of pressure ulcer, dementia,
coronary artery disease, hypertension, congestive
heart failure, diabetes mellitus type 2 and chronic
obstructive pulmonary disease.

Review of the residents medical record included a
paper functional capacity screen with a date of
3-17-21 but the rest of the screening tool was
blank, including signature of the licensed nurse.

On 5-6-21 at 3:57 PM licensed nurse J stated the
residents functional capacity screens were
supposed to be one on admission and then
annually or with a significant change and
confirmed that resident #543's functional capacity
screen had not been done.

- Review of resident #548's medical record
revealed she moved into the facility on 7-25-19
with diagnoses of depression, anxiety, congestive
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Continued From page 2

heart failure and atrial fibrillation.

Surveyor looked through the resident's record
and could not find a functional capacity screen
that had been completed on or before admission
to the facility.

On 5-6-21 at 2:08 PM licensed nurse | looked
through the residents chart and through her
overflow record and reported she could not find a
functional capacity screen completed for the
resident. Nurse | stated the functional capacity
screens were supposed to be completed on
admission, annually, and if the resident had a
significant change in status.

The director failed to ensure designated staff
completed the functional capacity screen on or
before admission to the facility and included all
functional findings in the screening.

26-41-201 (c) Functional Capacity Screen
Reassessment

(c) Designated facility staff shall conduct a
screening to determine each resident ' s
functional capacity according to the following
requirements:

(1) At least once every 365 days;

(2) following any significant change in condition
as defined in K.A.R. 26-39-100; and

(3) at least quarterly if the resident receives
assistance with eating from a paid nutrition
assistant.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-201 (c) (1)
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The facility reported a census of 60 residents.
The sample included 6 residents and 2 focused
record reviews. Based on record review and
interview, the Administrator failed to ensure that
designated facility staff conducted a screening to
determine the functional capacity for 2 (#540 and
#545) of 6 sampled residents.

Findings included:

- Review of resident #540's medical record
revealed the resident moved into the facility on
2-1-21 with diagnoses of dementia, anxiety, pain,
edema, and protein-calorie malnutrition.

Review of the residents record included a
functional capacity screen (FCS) dated 2-1-20
which revealed the resident was unable to
perform any of her activities of daily living, had
bladder incontinence and impaired cognition and
communication.

Review of the resident's record lacked evidence
of the completion of at least an annual FCS.

During an interview on 5-5-21 at 3:10 PM
licensed nurse J reported the FCS should be
done annually, upon admission and if the resident
had a significant change. Nurse J reviewed the
resident record and did not find a FCS completed
since 2-1-20.

- Review of resident #545's medical record
revealed she moved into the facility on 10-17-18
with diagnoses of vascular dementia,
hyperlipidemia, low back pain, osteoarthritis and
hypertension.
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Review of the resident's record included a
functional capacity screen (FCS) completed on
10-18-19 which indicated the resident was
independent of all activities of daily living, could
not manage her own medications and had
impaired cognition.

Review of the resident's record lacked evidence
of the completion of at least an annual FCS.

On 5-10-21 at 3:50 PM licensed nurse | reported
the resident should have had another FCS
completed at least annually. Nurse | looked
through the resident's chart and through the
overflow record and did not find a FCS completed
after 10-18-19.

The director failed to ensure designated staff
completed resident #540 and #545's functional
capacity screen at least annually, every 365 days.

Review of the undated FCS policy revealed
designated facility staff shall conduct a screening
to determine each resident's functional capacity
at least once every 365 days.

The Administrator failed to ensure that designated
facility staff conduct a screening to determine
resident's functional capacity at least every 365
days.
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(a) The administrator or operator of each assisted
living facility or residential health care facility shall
ensure the development of a written negotiated
service agreement for each resident, based on
the resident ' s functional capacity screening,
service needs, and preferences, in collaboration
with the resident or the resident ' s legal
representative, the case manager, and, if agreed
to by the resident or the resident ' s legal
representative, the resident ' s family. The
negotiated service agreement shall provide the
following information:

(1) A description of the services the resident will
receive;

(2) identification of the provider of each service;
and

(3) identification of each party responsible for
payment if outside resources provide a service.

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-202 (a)(1)(2)(3)

The facility reported a census of 60 residents.
The sample included 6 residents and 2 focused
record reviews, 1 of which was a closed record.
Based on observation, interview, and record
review the director failed to ensure the
development of the Negotiated Service
Agreement/Health Service Plan (NSA/HSP) for 5
(#540, #541,#542, #543, #545) of 6 sampled
residents and 1 (#547) focused record review
which identified the services the resident
received, identification of the provider of each
service and the party responsible for payment of
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any outside resource providing a service.

Findings included:

- Review of resident #540's medical record
revealed the resident moved into the facility on
2-1-21 with diagnoses of dementia, anxiety, pain,
edema, and protein-calorie malnutrition.

Review of the residents record included a
functional capacity screen (FCS) dated 2-1-20
which revealed the resident was unable to
perform any of her activities of daily living, had
bladder incontinence and impaired cognition and
communication.

Review of the resident's negotiated service
agreement/health care service plan (NSA/HCSP)
dated 4-9-21 failed to include the resident
received services from the facility beauty shop
and podiatry services. For both of these services
the NSA/HCSP failed to identify who provided the
service and who was responsible for the payment
of the service. The NSA/HCSP also failed to
identify the resident had an electronic monitoring
device in the resident's room.

Review of the residents medical record included
podiatry notes from a local podiatrist and an
agreement to have her hair fixed in the facilities
beauty shop.

Observation on 5-5-21 at 9:09 AM with licensed
nurse J revealed the resident had a video
recording device on her dresser.

On 5-5-21 at 6:28 PM licensed nurse J confirmed
the resident's NSA/HCSP did not include podiatry
services, beauty shop services or that the
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resident had a video recording device in her
room.

- Review of resident #541's medical record
revealed she moved into the facility on 3-1-19
with diagnoses of depressive disorder, dysphasia,
hypothyroidism, insomnia, low back pain and
repeated falls

Review of the residents functional capacity
screen (FCS) dated 12-31-20 revealed the
resident required physical assistance with
bathing, dressing, toileting, and transfers. The
FCS identified the resident as unable to
walk/perform mobility, manager hew own
medications, and had impaired cognition. It also
identified the resident at risk for or had current
problems with falls/unsteadiness, impaired vision
and hearing and impaired decision making ability.

Review of the resident's negotiated service
agreement dated 2-18-21 failed to include the
resident had hand cane on her bed and had fall
mats to be placed by the bed when the resident is
in it.

Observation on 5-5-21 at 9:11 AM with licensed
nurse J revealed the resident had a hospital bed
with a hand cane on the right side of the bed.
There were also 2 folding mats on the floor
beside the bed.

During an interview on 5-5-21 at 6:25 PM
licensed nurse J confirmed the resident's
NSA/HCSP did not include the resident had a
hand cane on the bed

- Review of resident #542's medical record
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Continued From page 8

revealed the resident moved into the facility on
3-25-21 with diagnoses of Parkinsonism,
hypertension, hypothyroidism, history of falls,
bipolar disorder, insomnia, and muscle
weakness.

Review of the resident's functional capacity
screen dated 3-25-21 revealed the resident
required physical assistance with activities of
daily living except for eating in which she needed
supervision. | identified the resident could not
manage her medications or medical treatments,
had bladder incontinent and impaired cognition.

Review of the resident's negotiated service
agreement/health care service plan (NSA/HCSP)
dated 4-29-21 identified the resident needed
extra assistance with AM and PM care, toileting,
and bathing, but did not identify who or what type
of care the resident needed. It identified the
resident used an assistive device for mobility but
did not identify what type of assistive device the
resident used. The NSA/HCSP identified the
resident needed administration of medication
during non-routine times or consistently in
apartment including 'Supervision or
self-administration' but only identified she took
her medications whole. It did not identify if the
resident self -administered her medications or if
staff administered her medications. The
NSA/HCSP also failed to include the resident
used a bedside hand cane or who was
responsible for payment for outside services for
physical therapy.

Observation on 5-4-21 at 3:08 PM the resident
told the surveyor she used the rail on the side of
her bed to help her roll over in bed and to get in
and out of bed.
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Observation on 5-6-21 at 12:36 PM the resident
had a different hand cane on her bed that fit more
secure and no movement when pulled or pushed.

During interview on 5-6-21 at 1:30 PM licensed
nurse | confirmed the resident's NSA/HCSP did
not include specifics about the services the
resident received and did not include the
resident's use of a hand cane.

- Review of resident #543's medical record
revealed he moved into the facility on 3-17-21
with diagnoses of pressure ulcer, dementia,
coronary artery disease, hypertension, congestive
heart failure, diabetes mellitus type 2 and chronic
obstructive pulmonary disease.

Review of the residents medical record lacked a
functional capacity screen.

Review of the resident's negotiated service
agreement/health care service plan (NSA/HCSP)
dated 3-18-21 revealed the resident required
assistance with showered, cueing with dressing,
and toileting. It identified the resident used a
wheelchair for primary assistive device and
received physical therapy for walker evaluation.
The NSA/HCSP failed to identify who provided
physical therapy service and who was
responsible for payment of the service. It failed to
identify the resident received podiatry services
and received services from an outside agency for
pressure ulcer management.

During an interview on 5-6-21 at 3:59 PM
licensed nurse J confirmed the resident's
NSA/HCSP did not include all the service the
resident received, who provided those services
and payment source for those services.
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- Review of resident # 545's medical record

revealed she admitted to the facility on 10-17-18

with diagnoses of hypertension, vascular

dementia, and osteoarthritis.

Review of the residents most current functional

capacity screen dated 10-18-19 revealed the

resident was independent with her activities of

daily living, was unable to manage his

medications, had problems with

falls/lunsteadiness, impaired vision and hearing.

Review of the resident's current negotiated

service agrdated 1-14-21 failed to include the

resident used a bed cane, had podietry services

or who was responsible for payment of podietry

services.

- Review of resident #547's medical record

revealed she moved into the facility on 8-12-20

with diagnoses of allergic rhinitis, dementia,

cerebrovascular accident, and hypertension.

Review of the resident's functional capacity

screen dated 8-12-20 revealed the resident

needed physical assistance with all activities of

daily living except for eating in which she is

independent. It also identified the resident could

not manage his own medications and had

impaired cognition.

Review of the resident's negotiated service

agreement/health care service plan dated

3-20-21 lacked information regarding the

resident's use of hand rails or having a video

monitoring device in her room.
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On 5-6-21 at 12:25 PM licensed nurse J
confirmed the resident's NSA/HCSP did not
include the use of hand rail or the use of a video
monitoring device in the resident's room.
The director failed to ensure the development of
the Negotiated Service Agreement/Health Service
Plan for 4 (#540, #542, #543, #545) of 6 sampled
residents and 1 (#547) focused record review
which identified the services the resident
received, identification of the provider of each
service and the party responsible for payment of
any outside resource providing a service.
83090| 26-41-202 (c) Admission Negotiated Service S3090

SS=D| Agreement

by:
KAR 26-41-202 (c)

sampled residents.

Findings included:

(c) Each administrator or operator shall ensure
the development of an initial negotiated service
agreement at admission.

This REQUIREMENT is not met as evidenced

The facility reported a census of 60 resident's.
The sample included 6 residents and 2 focused
record reviews. Based on record and interview
the director failed to ensure designated staff
developed an initial negotiated service agreement
at admission to the facility for 1 ( #543) of 6
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- Review of resident #543's medical record
revealed he moved into the facility on 3-17-21
with diagnoses of pressure ulcer, dementia,
coronary artery disease, hypertension, congestive
heart failure, diabetes mellitus type 2 and chronic
obstructive pulmonary disease.

Review of the residents medical record included a
paper functional capacity screen with a date of
3-17-21 but the rest of the screening tool was
blank, including signature of the licensed nurse.

The resident's record included a negotiated
service agreement dated 3-18-21, the day after
admission.

On 5-4-21 at 3:31 PM director A reported the
forms titled service plan is what they consider to
be the residents negotiated service
agreement/health care service plan.

On 5-5-21 at 3:41 PM licensed nurse J confirmed
the negotiated service agreement was completed
the day after admission.

On 5-6-21 at 3:59 PM licensed nurse J stated the
resident's NSA/HCSP should be done on the day
of admission

Review of the service planning and agreement
policy dated 11-2015 revealed a service plan
would be developed for each resident prior to
moving into the facility.

The director failed to ensure designated staff
completed a NSA/HCSP upon admission to the
facility.
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Continued From page 13

26-41-204 (e) Delegation of Duties

(e) Alicensed nurse may delegate nursing
procedures not included in the nurse aide or
medication aide curriculums to nurse aides or
medication aides, respectively, under the Kansas
nurse practice act, K.S.A. 65-1124 and
amendments thereto.

This REQUIREMENT is not met as evidenced
by:
KAR-26-41-204 (e)

The facility reported a census of 60 residents.
Based on interview and record review of 2 newly
hired certified medication aides the director failed
to ensure the delegation of the nursing procedure
of blood sugar monitoring to each certified
medication aide under the Kansas nurse practice
act, K.S.A.65-1124 and amendments thereto.
This had the potential to effect all residents who
had their blood sugar checked by certified
medication aides.

Findings included:

- Review of employee records revealed certified
medication aides staff D and E did not have
evidence of licensed nurse delegation for blood
glucose testing which is not part of the certified
medication aide curriculum.

On 5-5-21 at 10:11 AM licensed nurse J stated
the certified medication aides monitored
resident's blood sugar checks but nurse aides did
not.
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Continued From page 14

On 5-5-21 at 11:06 AM director A reported she
was unable to find any delegation/competency
testing for the medication aides to be checking
resident's blood sugar.

The director failed to ensure the delegation of the
nursing procedure of blood sugar monitoring to
each certified medication aide under the Kansas
nurse practice act, K.S.A.65-1124 and
amendments thereto. The failure had the
potential to effect all residents who had blood
sugar checks monitored by certified medication
aides.

26-41-205 (a) (1) Self Administration of
Medication

(a) Self-administration of medication. Any
resident may self-administer and manage
medications independently or by using a
medication container or syringe prefilled by a
licensed nurse or pharmacist or by a family
member or friend providing this service
gratuitously, if a licensed nurse has performed an
assessment and determined that the resident can
perform this function safely and accurately
without staff assistance.

(1) An assessment shall be completed before the
resident initially begins self-administration of
medication, if the resident experiences a
significant change of condition, and annually.

This REQUIREMENT is not met as evidenced
by:
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Continued From page 15

KAR 26-41-205(a)

The facility reported a census of 60 residents.
The sample included 6 residents and 2 focused
record reviews. Based on observation, record
review, and interview the director failed to ensure
designated staff completed a self-administration
medication assessment for 1 (#544) of 6 sampled
residents and 1(#548) of 2 focused record review
who self-administered their own medications.

Findings included:

- Review of the resident roster provided by
director A revealed resident #544 and #548
administered their own medications.

- Review of resident #544's medical record
revealed she moved into the facility on 7-21-16
with diagnoses of Guillian barre syndrome.

Review of her functional capacity screen dated
5-25-20 revealed she was independent with
management of her medications and medical
treatments.

Review of her negotiated service plan revealed
the resident self-administered her medications
according to physicians orders.

Review of the residents record included a
self-administration of medication assessment
dated 12-8-16.

On 5-10-21 at 3:47 PM licensed nurse | looked
through the residents current chart and her
overflow record and confirmed the resident didn't
have a self-administration assessment done
since 12-8-16. Nurse | stated the
self-administration assessments were supposed
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Continued From page 16

to be done on admission and annually

- Review of resident #548's record revealed she
moved into the facility on 7-25-19 with diagnoses
of depression and congestive heart failure.

The resident's record lacked the completion of a
functional capacity screen.

Review of the residents negotiated service
agreement dated 2-26-21 revealed the resident
administered her own medications.

Interview/Observation on 5-6-21 at 1:45 PM the
resident stated she did all of her won medications
and kept them in the bottles they came in. She
stated she had a list in the tray with the
medications that she used. Observation revealed
a plastic tray that included multiple bottles of
medications with a list and directions in the tray.

On 5-6-21 at 2:08 PM nurse | looked through the
resident's chart and through her overflow record
and could not find evidence of completion of a
self-administration assessment when the resident
first started to self administer her medications or
annually thereafter.

Review of the Medication policy dated 1-21
revealed a resident who chose to self-administer
their medications would require a physician's
order and need to be assessed by a nurse using
the self-medication administration assessment
per state regulations.

The director failed to ensure designated staff
completed a self-administration medication
assessment for residents #544 and #548 who self
administered their own medications.
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26-41-205 (g) (3) OVER THE COUNTER
DRUGS

(3) Alicensed nurse or medication aide may
accept over-the-counter medication only in its
original, unbroken manufacturer ' s package. A
licensed pharmacist or licensed nurse shall place
the full name of the resident on the package. If
the original manufacturer ' s package of an
over-the-counter medication contains a
medication in a container, bottle, or tube that can
be removed from the original package, the
licensed pharmacist or a licensed nurse shall
place the full name of the resident on both the
original manufacturer ' s medication package and
the medication container.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-205 (g)(3)

The facility reported a census of 60 residents.
Based on observation and interview director A
failed to ensure all over the counter medications
were labeled with the resident's full name. The
resident's full name also needed to be on the
original manufacturer's medication package and
the medication container.

Findings included:

- Observation on 5-4-21 at 12:18 PM with
certified staff C of the memory unit medication
cart revealed the following over the counter
medications and a prescription medication; B-12,
vitamin D, Bayer aspirin, calcium 600 milligrams
(mg), baggie of pradaxa 150 mg. and a bottle of
pradaxa.(prescription medications) without a
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residents name on them. The treatment cabinet
included a tube of mupirocin cream, 2 tubes of
diclofenac sodium topical gel without a resident's
name on them.

On 5-4-21 at 12:19 PM certified staff C reported
most resident's family bring in these medications
and we just put a room number on the bottles or
boxes. She confirmed the above listed over the
counter medications did not have the resident's
full name on the containers.

Review of the facilities policy dated 1-2021
revealed if over the counter medications belong
to a resident the medication shall be identified
with the resident's name.

The director failed to ensure all over the counter
medications included the full name of the resident
they belonged to and included the name on the
original manufacturer's medication package and
the medication container.

8$3261| 26-41-105 (f) (11) Resident Record S3261
SS=E| Documentation of Incidents

(f) (11) documentation of all incidents, symptoms,
and other indications of illness or injury including
the date, time of occurrence, action taken, and
results of the action

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-105(f)(11)
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The facility reported a census of 60 residents

The sample included 6 residents and 2 focused
record reviews which included 1 closed record.
Based on interview and record review the director
failed to ensure 3 (#541, #543 and #545) of 6
sampled residents record contained
documentation of all incidents, symptoms, and
other indications of iliness or injury.

Findings included:

- Review of resident #541's medical record
revealed she moved into the facility on 3-1-19
with diagnoses of depressive disorder, dysphasia,
hypothyroidism, insomnia, low back pain and
repeated falls

Review of the residents functional capacity
screen (FCS) dated 12-31-20 revealed the
resident required physical assistance with
bathing, dressing, toileting, and transfers. The
FCS identified the resident as unable to
walk/perform mobility, manager hew own
medications, and had impaired cognition. It also
identified the resident at risk for or had current
problems with falls/unsteadiness, impaired vision
and hearing and impaired decision making ability.

Review of the resident's negotiated service
agreement dated 2-18-21 identified the staff
provided the resident assistance with activities of
daily living of bathing, dressing, toileting, transfers
and mobility. The staff also administered the
resident her medications and provided cueing
and reminders throughout the day.

Review of the resident's progress notes revealed
the following:

9-29-20 the resident had a non-injury fall and had
edema to her bilateral lower extremities which the

S§3261
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resident received medications for.

The record lacked follow up assessment of the
resident's status post fall and edema to bilateral
lower legs until 10-1-20 at 10:00 AM.

10-1-20 at 10:00 AM the resident had 3+ pitting
edema in bilateral lower extremities. Nurse
contacted physician and received new orders for
extra Lasix for 3 days.

1-1-21 staff observed the resident on the floor
next to her bed. The record lacked follow up
related to the fall or any subsequent injuries.
The next progress note entered by staff was on
1-13-21 which was a fall in her bathroom with no
apparent injuries.

On 1-14-21 staff documented the resident was
found on the floor again in her bathroom and the
resident said she hit her head on the wall. The
record indicated the resident had a "bump" on the
back of her heat. The record lacked follow up
related to the resident's fall in the bathroom or
any nurse assessment related to possible head
injury.

1-22-21 the staff found the resident again in the
bathroom and she complained of back pain and
had an abrasion on her left elbow. The record
had no follow up until 1-25-21 when the nurse
documented on the fall and the resident's
complain of back pain. The progress note
included that on 1-25-21 the resident called for
help complaining of severe leg pain. It also
identified the resident complained of left hip pain
after her fall on 1-14-21 and had an X-ray at that
time. no obvious fracture.

The next entry is on 1-27-21 when the resident's
pain medication was not effective and received
new orders which included another X-ray on
1-29-21.

1-28-21 the resident with uncontrolled pain,
decreased appetite and increased lethargy.
DPOA requested the resident be sent to the local

S§3261
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hospital for evaluation.

The resident returned to the facility on 2-18-21
with a significant decline in status and used a
wheelchair for mobility.

On 4-15-21 the resident had 2 falls. The record
lacked follow up after the last for for any signs,
symptoms of injury.

The resident's record indicated the resident had
multiple falls without follow up the next day or
shift with a nurses assessment as to any possible
injuries or action to take to help reduce the
resident's falls.

On 5-5-21 at 6:40 PM director A reported she
would expect for the nurse to follow-up after a
resident had a fall the next day to further assess
for any injuries.

- Review of resident #543's medical record
revealed he moved into the facility on 3-17-21
with diagnoses of pressure ulcer, dementia,
coronary artery disease, hypertension, congestive
heart failure, diabetes mellitus type 2 and chronic
obstructive pulmonary disease.

Review of the residents medical record lacked a
functional capacity screen.

Review of the resident's negotiated service
agreement/health care service plan (NSA/HCSP)
dated 3-18-21 revealed the resident required
assistance with showered, cueing with dressing,
and toileting. It identified the resident used a
wheelchair for primary assistive device and
received physical therapy for walker evaluation.
The NSA/HCSP failed to identify who provided
physical therapy service and who was
responsible for payment of the service. It failed to
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identify the resident received services from an
outside agency for pressure ulcer management.

Review of the resident's medical record lacked
any documentation related to the residents
pressure ulcer, current treatments and
effectiveness of the treatment. It lacked
description of the residents wound and if it was
healing or getting worse.

On 5-6-21 at 4:05 PM licensed nurse J reported
the resident had the wound when he admitted to
the facility and he is seen by the home health
nurse daily for wound care. Nurse J stated
sometimes she goes in with the nurse or the
nurse practioner to observe the wound. Nurse J
stated she kept a weekly long on her Pdrive on
the computer. Nurse J and Director A both
confirmed the Pdrive was not a part of the
resident's record.

- Review of resident # 545's medical record
revealed she admitted to the facility on 10-17-18
with diagnoses of hypertension, vascular
dementia, and osteoarthritis.

Review of the residents most current functional
capacity screen dated 10-18-19 revealed the
resident was independent with her activities of
daily living, was unable to manage his
medications, had problems with
falls/lunsteadiness, impaired vision and hearing.

Review of the resident's current negotiated
service agreement dated 1-14-21 revealed the
resident needed set up help at times for bathing,
needed guidance and reminders as to daily
activities.
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Review of the resident's progress notes revealed
the following:

8-24-19 the resident complained of itching on her
face. Her lips are swollen and the right side of her
face breaking into hives. Medical provider notified
and new order for Benadryl 1 time for swelling.
The next documentation in the record is
10-22-19. It lacked follow up with an assessment
by a nurse to ensure the swelling and itching
resolved.

On 6-8-20 the resident had foul smelling urine,
increased incontinence and urgency. The
medical provider ordered a UA. The record
lacked follow up if the resident was treated for a
UTI and if the symptoms resolved.

On 5-10-21 at 3:56 PM licensed nurse | stated
they only chart by exception if a resident had a
major incident or illness and follow up on new
orders. Nurse | confirmed the nurse should have
followed up on the resident's swelling/hives and if
the benadryl worked as well as follow up on the
residents symptoms of urinary tract infection.

Review of the documentation policy dated 8-2013
directed staff to document things that were out of
the ordinary such as resident illness, complaints,
incidents, behavior/mentation changes,
something you observe with the resident that you
have not see before. These need to be
documented on the resident's progress notes.

The director failed to ensure designated staff
included documentation of all incidents,
symptoms and other indications of illness of
injury including the date, time of occurrence,
action taken, and results of the action.
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Continued From page 24

26-41-104 (d) Disaster and Emergency
Preparedness

(d) Each administrator or operator shall ensure
disaster and emergency preparedness by
ensuring the performance of the following:

(1) Orientation of new employees at the time of
employment to the facility ' s emergency
management plan;

(2) education of each resident upon
admission to the facility regarding emergency
procedures;

(3) quarterly review of the facility ' s emergency
management plan with employees and residents;
and

(4) an emergency drill, which shall be conducted
at least annually with staff and residents. This
drill shall include evacuation of the residents to a
secure location.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-104(d)(3)(4)

The facility reported a census of 60 residents.
Based on record review and interview for all
residents and all facility employees, the director
failed to ensure disaster and emergency
preparedness by ensuring performance of
quarterly review of the facility's emergency
management plan with employees and residents.

Findings included:
On 5-4-21 at 2:10 PM director A provided the

surveyor with the annual evacuations for disaster
preparedness. At this time she stated she knew
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they had not reviewed all of the
disaster/emergency areas quarterly for staff via
the computer training. Stated they review fire
preparedness every other month. Director A also
reported she could only find 1 review of the
emergency management plan for residents.

The director failed to ensure disaster
preparedness by reviewing the emergency
management plan quarterly with resident's and
staff.

26-41-206 (d) Food Preparation

(d) Food preparation. Food shall be prepared
using safe methods that conserve the nutritive
value, flavor, and appearance and shall be
served at the proper temperature.

(1) Food used by facility staff to serve to the
residents, including donated food, shall meet all
applicable federal, state, and local laws and
regulations.

(2) Food in cans that have significant defects,
including swelling, leakage, punctures, holes,
fractures, pitted rust, or denting severe enough to
prevent normal stacking or opening with a
manual, wheel-type can opener, shall not be
used.

(3) Food provided by a resident ' s family or
friends for individual residents shall not be
required to meet federal, state, and local laws
and regulations.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-206(d)
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The facility reported a census of 60 residents.
The director failed to ensure staff prepared food
using safe methods that conserve the nutritive
value, flavor and appearance and ensure staff
served it at the proper temperature as evidenced
by record review and interview for all residents in
the facility.

Findings included:

- During initial tour of the kitchen areas in the
memory care unit and the main dining room the
surveyor did not see a temperature food log or a
notebook that would include temperature logs.

Observation on 5-4-21 at 12:08 PM direct care
staff M proceeded to take the temperature of the
noodle salad and it read 56 degrees. Director A
was in the kitchen and asked staff M if the kitchen
staff sent up the log sheet for the day and they
had not. Director A went to the kitchen and
brought back the log sheet.

On 5-4-21 at 12:22 PM the meal was delivered
and direct care staff M put the food in the steam
table and then tempted all the food.
Temperatures included: fish - 160 --- steak 165 --
rice - 160 - green beans 174--and carrots 148.
All temperatures were within proper range.

On 5-4-21 at 1:38 PM administrative dietary staff
L stated he came to help the facility to help get
the kitchen in order. He also stated the
refrigerator temperatures were from February and
they were behind on all of their paperwork.

On 5-10-21 at 4:30 PM surveyor visited with
director A about concerns identified and
discussed food temperature and staff ensuring
food is cooked to the proper temp and held at the

S$3298

STATE FORM

6899 FOX811 If continuation sheet 27 of 40




Kansas Department on Aging

PRINTED: 05/30/2021
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

N046050

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

Cc
05/12/2021

NAME OF PROVIDER OR SUPPLIER

10665 BARKLEY
OVERLAND PARK, KS 66212

BICKFORD OF OVERLAND PARK

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

PROVIDER'S PLAN OF CORRECTION (X5)
COMPLETE

DEFICIENCY)

S$3298

Continued From page 27

proper temp during service of the meal.

On 5-10-21 at 5:40 PM director A reported, via
email, that she found the food production
notebook in the kitchen area on a shelf and
surveyor then requested February, March and
April of this year and July and August of 2020.

5-11-21 at 10:05 AM director A emailed
productions sheets for July and August of 2020
as well as February and March of 2021.

Review of the temperature logs (production
sheets) for July and August of 2020 revealed only
1 day for a log for the memory care unit and there
were no temperature logs for the main dining
room. There were temperature logs that included
the final cooked temperature of the foods which is
the temperature before it is put into the steam
tables in memory care and the main kitchen.

That log lacked temperature logs for 19 days in
July and 5 days in August. The logs included
days were different types of turkey were served
that did not have a final cooked temperature or
beginning temperature from the steam table.

The logs for February 2021 lacked 9 full days for
the memory care unit with other days only
partially completed. The Main dining room lacked
13 full days and also had days that were only
partially completed.

For March 2021 the memory care food
temperature log lacked lacked 21 full days and
the main dining room lacked 24 full days of
monitoring the food temperature logs.

On 5-11-21 at 10:05 AM director A confirmed via
email the record keeping was not perfect and that
it looked as if monitoring of temperatures had
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fallen off since the kitchen manager and cook had
been out of the facility in April.

Review of the adherence to correct food
temperatures policy dated 10-2016 revealed that
routine food temperature checks are done by the
dietary manager and/or cook on duty.

The director failed to ensure staff prepared food
using safe methods that conserve the nutritive
value, flavor and appearance and ensure staff
served it at the proper temperature as evidenced
by record review and interview for all residents in
the facility.

26-41-206 (e) (1) Facility Food Storage

(e) Food storage. Facility staff shall store all food
under safe and sanitary conditions.

(1) Containers of poisonous compounds and
cleaning supplies shall not be stored in the areas
used for food storage, preparation, or serving.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-206(e)

The facility reported a census of 60 residents.

Based on observation and interview the facility
failed to store all food under safe and sanitary

conditions.

Findings included:

- During initial tour of the facility on 5-4-21 at
from 11-13 to 11:30 AM revealed the memory
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care kitchen area with the following observations:
The ice machine had the scoop inside of the
machine and the handle was partially covered
with ice.

The freezer area of the fridge/freezer did not have
anything in it but had brown spillage over 1/4 of
the bottom as if something brown had melted.
The refrigerator included a bag from a local
Mexican restraint without a label or date onit, a
small bowl of fruit covered by another bowl
without a date, a pitcher of red liquid and ice
without a date or label on it, and a foil tray half
empty, that had an employee's name on it but did
not have a date or label on it.

The freezer had 3 thermometers in it and the
refrigerator did not have one.

On 5-4-21 at 11:27 AM certified staff C stated she
did not know what was in the restraint bag or the
foil tray.

- Observation of the main kitchen in the assisted
living area revealed the following:

The walk-in refrigerator lead directly into the
walk-in freezer. Surveyor did not find
thermometer in the walk-in refrigerator.

On a rolling cart in the refrigerator on a tray were
2 chubs wrapped in saran wrap and appeared to
be sausage. The item did not have a label or
date on it.

A bag of some type of beef thawed in a pan that
did not have a date or label on it.

On one tray there 2 bags of what appeared to be
chicken. On bag was sitting open and not sealed.
Neither one of the bags had a label or date on
them.

There were 2 cups of red jello uncovered on a
shelf and a steam table pan with sauerkraut
dated 4-25 (10 days old).
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On 5-4-21 at 1:34 PM dietary staff K and surveyor
reviewed concerns listed above and he confirmed
the food items should have all been covered,
dated, and labeled. He took the open bag of
chicken and threw it away stating it should not be
served to the residents.

Observation of the walk-in freezer revealed a
temp of 32 degrees and there were 8 boxes of
frozen foods in 3 different piles stacked on the
floor.

On 5-4-21 at 1:38 PM administrative dietary staff
L stated he came to help the facility get their
kitchen in order. He stated the boxes in the
freezer were from last week when the order came
he did not have time to put the order away when
he left.

Surveyor proceeded to make observations in the
kitchen. The small refrigerator had a
thermometer in it which read 50 degrees.
Administrative dietary staff L stated if it didn't
have a working thermometer he would get some
ordered. the refrigerator temperature log on the
refrigerator was for February 2021. Staff L stated
"they were behind on all their paper work, have a
lot of cleaning to do and just had a long way to

go".

Review of the food storage - labeling and dating
policy dated 3-2017 revealed all foods needed to
be stored temperatures. All dates needed to be
written on the container and represent the date it
was opened or prepared. All foods prepared at
the facility must be discarded at the end of the
third day.

The administrator failed to ensure designated
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staff stored all food under safe and sanitary
conditions.

26-41-207 (b) (5-6) (c) Infection Control Policies

(b) (5) prohibiting any employee with a
communicable disease or any infected skin
lesions from coming in direct contact with any
resident, any resident ' s food, or resident care
equipment until the condition is no longer
infectious;

(6) providing orientation to new employees and
employee in-service education at least annually
on the control of infections in a health care
setting; and

(c) Each administrator or operator shall ensure
the facility ' s compliance with the department ' s
tuberculosis guidelines for adult care homes
adopted by reference in K.A.R. 26-39-105

This REQUIREMENT is not met as evidenced
by:
K.A.R 26-41-207(c)

The facility reported a census of 60 residents.
The sample included 6 residents, 3 focused
record reviews and 5 newly hired employees.
Based on interview and record review for 6 (#540,
#541, #542, #543, #544, and #548) of 9 resident
records reviewed and for 4 of 5 newly hired
employees, the director failed to ensure the
facility remained in compliance with the
department's tuberculosis guidelines for adult
care homes adopted by reference in K.A.R.
26-39-105. This failure effected all residents who
lived in the assisted living/memory care facility.
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Findings included:

- Review of resident #540's medical record
revealed she moved into the facility on 2-1-20
with diagnoses of dementia, anxiety, and
malnutrition.

Review of the resident's medical record lacked
evidence of having a TB screening questionnaire
or 2 step TB skin test completed when she
moved into the facility.

On 5-5-21 at 6:18 PM licensed nurse J reported
she looked through the residents chart and
overflow record and was not able to find evidence
of TB screening or TB skin testing for resident
#540.

- Review of resident #541's medical record
revealed she moved into the facility on 3-1-19
with diagnoses of depressive disorder, dysphasia,
low back pain and repeated falls.

Review of the residents record lacked evidence
the resident had received TB skin testing /
screening upon admission and annually
thereafter.

On 5-5-21 at 6:18 PM licensed nurse J reported
she looked through the residents chart and
overflow record and was not able to find evidence
of TB screening or TB skin testing for resident
#541.

- Review of resident #542's medical record
revealed she moved into the facility on 3-25-21
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with diagnoses of hypertension, bipolar disorder
and parkinsonism.

Review of the resident's medical record lacked
evidence the resident received TB screening
when she moved into the facility.

On 5-5-21 at 7:15 AM licensed nurse | stated the
TB testing would be in the resident's chart if it
was done. At 1:30 PM licensed nurse J
confirmed the resident did not have any TB
screening or testing completed.

- Review of resident #543's medical record
revealed he moved into the facility on 3-17-21
with diagnoses of congestive heart disease,
diabetes mellitus, pressure ulcer, and dementia.

Review of the residents medical record lacked
evidence he received TB screening or TB skin
testing after he moved into the facility.

On 5-5-21 at 6:18 PM licensed nurse J reported
she looked through the residents chart and
confirmed he had not received TB skin testing or
had a screening completed.

- Review of resident #544's medical record
revealed she moved into the facility on 7-21-2016
with diagnosis of Guillian barre syndrome.

Review of the resident's record lacked evidence
the resident had an annual TB skin test or TB
screening completed.

On 5-10-21 at 3:47 PM licensed nurse |
confirmed the resident's record lacked evidence
of completion of TB testing or screening.
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- Review of resident #548's medical record
revealed she moved into the facility on 7-25-19
with diagnoses of congestive heart failure.

Review of the resident's record lacked evidence
the resident received an annual TB skin test or
TB screening.

On 5-6-21 at 2:08 PM licensed nursing staff |
looked through the residents chart and overflow
record and confirmed the resident did not have
evidence of receiving an annual TB skin test or
TB screen.

- Review of the following employee records
revealed the following:

Certified staff D hired on 8-24-20 had a TB
screen completed on 2-10-21, more than 4
months after she was hired and did not receive a
second TB skin test.

Certified staff E hired on 4-15-20 and had a TB
screen completed on 6-25-20, 71 days later and
did not receive any TB skin tests.

Housekeeping staff F hired on 3-30-20 did not
have a TB screen completed and had his TB skin
test completed on 7-22-20, more than 7 days
after hire date.

Licensed nurse H hired on 4-28-20 did not have a
TB screen completed or any TB skin testing
done.

On 5-5-21 at 11:06 Director A provided the TB
policy and stated she was unable to locate any
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evidence of TB testing/screening in the
employees other filed.

Review of the TB policy dated 12-2015 revealed
all employees will receive a 2-step skin test upon
hire and a 1 step annually. The policy did not
include information regarding testing residents for
TB.

The director failed to ensure the facility remained
in compliance with the states TB guidelines.

28-39-254 CONSTRUCTION

(a) The assisted living facility or residential health
care facility shall be designed, constructed,
equipped and maintained to protect the health
and safety of residents, personnel and the public.

(b) All new construction, renovation,
remodeling and changes in building use in
existing buildings shall comply with building and
fire codes, ordinances and regulations enforced
by city, county, and state jurisdictions, including
the state fire marshal.

(c) New construction, modifications and
equipment shall conform to the following codes
and standards:

(1) Title Il of the Americans with disabilities
act, 42 U.S.C. 12181, effective as of January 26,
1992; and

(2) "Food Service Sanitation Manual," health,
education, and welfare (HEW) publication no.
FDA 78-2081, as in effect on July 1, 1981.
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This REQUIREMENT is not met as evidenced
by:
KAR 28-39-254 (a)

The facility reported a census of 60 residents.
Based on observation and interview the
administrator failed to ensure staff secured all
chemicals to maintain the safety of all residents.

Findings included:

- Observation on 5-4-21 at 10:56 AM the beauty
shop was unlocked. On a shelf sat a plastic
container with blue liquid in it and combs in it. The
liquid appeared to be the chemical barbicide used
to disinfect brushes and combs.

Observation on 5-4-21 at 11:25 AM the
whirlpool/spa room on memory care was
unlocked and in the bottom drawer of the cabinet
was a spray bottle of eco lab odor concentrate, a
bottle of eco lab peroxide glass cleaner, 2 spray
bottles of peroxide multi surface cleaner and a
spray bottle of radiance furniture polish. All of the
listed items included a warning label to keep out
of reach of children.

At 11:37 AM on 5-4-21 the exercise room on the
memory care unit was unlocked. In an unlocked
metal cabinet was a spray bottle of Clorox fuzion
cleaner disinfectant, bottle of transeptic cleansing
solution, and a large pump bottle of bio freeze
gel. Each item had a warning label on it.

At 11:41 AM on 5-4-21 certified staff M stated she
thought the exercise room was supposed to be
locked when the home health staff were not using
it.

On 5-4-21 at 12:00 PM director A stated all
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chemicals were supposed to be locked up and
secured.

The director failed to ensure delegated staff kept
chemicals locked for resident safety.

Final Observations

Kansas Statute 39-981. Authorized electronic
monitoring; reasonable accommodations; notice;
consent; use as

evidence; prohibitions.

(d) Aresident, or such resident's guardian or legal
representative, who wishes to conduct authorized
electronic monitoring shall notify the adult care
home on a form prescribed by the secretary for
aging and disability

services.

(i) Each adult care home shall post a
conspicuous notice at the entrance to the adult
care home and each

resident's room stating that the rooms of some
residents may be monitored electronically by or
on behalf of the

room's resident or residents.

This Requirement is not met as evidenced by:
Scope and Severity of F.

The facility reported a census of 60 residents.
Based on observation, record review, and
interview, the facility failed to ensure the proper
paperwork was completed for the use of a
recording camera in 2 resident rooms, resident
#540 and #547, and failed to post required
notification to all residents, staff, and visitors at
the entrance to the facility and outside each
resident's room concerning video surveillance
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was in use within the facility.
Findings included:

- During initial tour on 5-4-21 which began at
9:51 AM in the main assisted living building. At
11:48 AM observation revealed residents #540
and #547 had an 8 x 10 piece of paper on the
wall by their room that said video recording
device in use. Observations of the rest of the
resident rooms in memory care during initial tour
did not have any type of notice regarding the use
of video recordings.

Observations of the main assisted living floors
and the front entrance during initial tour on
5-4-21 lacked notices at each resident room and
the front entrance of video recording.

Observation on 5-5-21 at 9:09 AM with licensed
nurse J revealed resident #540 had a video
recorder in plane site on her dresser pointing
toward the resident's bed.

Observation on 5-6-21 at 12:25 PM with licensed
nurse J revealed the resident had a video camera
on a shelf in her window.

On 5-5-21 at 6:16 PM director A provided forms
the facility used for AEM (authorized electronic
monitoring) authorization. Review of the forms
revealed they were not the required forms as
required by the state.

At 6:17 PM on 5-5-21 director A stated she put a
notice at the front entrance that some resident
rooms may have video monitoring.

Review of the policy regarding video recording
dated 10-2016 revealed if a resident used video
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recording device in his/her apartment the facility
would complete a video recording device
agreement and a recording notification sign will
be posted on the resident's apartment door.

The facility failed to ensure the proper paperwork
was completed for the use of a recording camera
in the resident's room and failed to post required
notification to all residents, staff, and visitors at
the entrance to the facility and outside all resident
rooms concerning video surveillance was in use
within the facility..
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