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(f)The administrator or operator shall ensure that
all of the following requirements are met:

(1) No resident shall be subjected to any of the
following:

(A) Verbal, mental, sexual, or physical abuse,
including corporal punishment and involuntary
seclusion;

(B) neglect; or

(C) exploitation.

This REQUIREMENT is not met as evidenced
by:
K.A.R. 26-41-101 (f) (1) (A) (B)

The facility reported a census of 56 residents.
The sample included 3 "Residents™ ((R's) 1,2,3,
and 4)), and 5 (R's 5, 6, 7, 8, 9) and focused
reviews. Based on record review and interview
the operator failed to ensure facility staff ensured
the roommates of R8 were not subject to abuse
from R8, and neglect from staff when R8
exhibited behaviors of aggression towards staff
when attempts were made to assist R8's
roommates with cares.
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The following represents the findings of a
resurvey with attached complaints #179511,
#174731, #174736, #173395, #173076,
#173098, #172243, #171795, #171288,
#171039, #170990, #169448, and #167859 at
the above named assisted living facility
conducted on 05/30/23 and 05/31/23.
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Findings include:

- Record review for R8 revealed an admission
date of 03/23/22 with diagnoses of Alzheimer's
dementia, coronary artery disease, hypertension,
osteoarthritis, and coronary artery bypass graft
times two.

Record review of R8 Functional Capacity Screen
(FCS) revealed the facility only provided the 2nd
page of the 2-page document signed on
03/23/22.

Record review R8 Negotiated Service Agreement
(NSA) dated 03/23/33 revealed the following
health services to be provided by the facility:
resident was independent with walking,
transferring, and dressing self. Staff were to
provide verbal cueing for grooming. Resident
was continent of bladder, and staff were to
provide verbal cueing for bathing. Staff to
provide verbal reminders for mealtimes. Staff
were to assist R8 with putting his hearing aids
and cleaning his glasses daily.

The NSA did not identify/instruct facility staff on
resident inappropriate/aggressive behaviors.

Record review of R8 NSA updated on 06/11/22
identified the following health service for
behaviors:

R8 was identified as having obsessive/repetitive
behaviors. "Can become aggressive with staff
over roommate. He thinks he is in charge of
caring for his roommate." Staff instructed to
redirect R8 with choices of going outside,
engage in activity of choice, talk about his son,
and provide one on one attention. If redirection is
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unsuccessful staff to notify the nurse in charge.

The facility did not provide a separate Health
Service Plan (HSP).

Record review of the facility provided document
titted "House Call Medial Services" signed by the
advanced practice registered nurse on 03/31/22
revealed the following:

"Chief Complaint: Increased anxiety"

"Patient is seen today at the facility at the
request of staff for increased anxiety. Patient is
fixated on leaving the facility, and he has been
exit seeking. Patient gets agitated with staff when
he is not able to leave. Staff are able to redirect
the patient at times, but not when it begins to
escalate."

Record review of the facility provided document
titted "House Call Medial Services" signed by the
advanced practice registered nurse on 06/02/22
revealed the following:

"Chief Complaint: Follow up on behaviors"
"History of present lliness: Patient is seen today
at facility at the request of staff for follow up of
behaviors after medication change. Staff report
his is doing well".

Record review of R8 electronic "Progress Notes"
dated 07/06/22 to 11/25/22 revealed the
following entries:

07/17/22 at 05:44 PM Resident continues to be
obsessive/controlling over roommate. Staff went
to get roommate for dinner, but this resident kept
telling roommate no you don't need to go with
them, they won't help you. He then grabbed and
twisted the wrist of the certified nurse aide when
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she went to offer the roommate support to get out
of bed. The nurse came to see what the situation
was and give topical as needed medication. The
nurse explained to R8 that the roommate was not
his son, and that the aids need to help assist the
roommate. R8 continued to tell the nurse she
was wrong, and that the roommate was his son.
While the nurse was putting topical medication
on R8 wrist, R8 grabbed the nurse's wrist and
twisted it. R8 then asked what the nurse was
doing. The nurse explained she was giving a
medicated lotion to help with his behaviors. R8
then started standing up and told the nurse to get
out. The nurse propped door open to be able to
see in room. Before leaving the nurse asked
roommate if he was ok and if he wanted to leave,
roommate said no, this nurse left and called
"Resident Care Director" (RCD) to explain the
situation.

07/18/22 at 05:10 PM The nurse approached R8
roommate to complete a skin assessment. R8
continued to be very possessive and controlling
of the roommate. R8 approached the nurse trying
to "grab and hit". R8 did not want any staff
approaching or communicating with
R7/roommate. "Will continue to monitor"

The progress notes lacked any entries for
monitoring. The next entry was on 07/21/22.

07/21/22 at 05:44 PM R8 was barricading himself
and R7/roommate in room, refusing staff to help
with direct care with hospice patient. R8 was
pushing R/7/roommate down and would not let
staff in the door. When staff tried resident would
hit and grab staff wrist and twist it. R8 ordered to
be sent to behavioral health unit for evaluation.

S$3026

STATE FORM

6899 E50K11 If continuation sheet 4 of 41




Kansas Department on Aging

PRINTED: 06/01/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

N087073

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

05/31/2023

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

1433 N HAMILTON DRIVE
DERBY, KS 67037

GLEN CARR HOUSE

(X4) ID
PREFIX
TAG

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

ID PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

(X5)

S§3026

Continued From page 4

Police and emergency medical services arrived
at the facility. R8 was given as needed Haldol
and R7/roommate removed from situation. R8
was transported via emergency medical services
to hospital for evaluation. Operator notified.

07/21/22 at 23:50 PM R8 returned from hospital
via emergency medical services transport.
Discharge paperwork notes to follow up with
primary care physician. The nurse from the
hospital stated, that they tested his urine to
check for a urinary tract infection, and it was
negative, his labs looked fine and since he was
not having any behaviors while he was there,
they did not admit to the behavioral unit. Will
monitor.

07/22/22 at 04:00 AM Staff reports that when
they checked on R8 in his room, R8 was up and
sitting on his R7/roommates bed waking him up.
Staff went in to redirect R8 away from the
R7/roommates' bed and R8 started to get
agitated. He was given an as needed dose of
Haldol as directed, and redirected to his side of
the room. His door was left open to monitor
closer.

(Record review for R7 revealed he passed away
on 07/28/22.)

09/04/22 at 02:19 PM "This resident exhibit
controlling behavior towards roommate. Resident
is attempting to control resident where they go,
when they go to bathroom or walkthrough
hallways. Staff educated to report any behaviors
to nurse on duty".

The notes lacked an entry on intervention to
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protect the other residents from R8 "Controlling
Behavior"

09/09/22 at 11:04 AM Resident continues with
aggressive behaviors toward staff when staff
attempt to do any cares with roommate and
controlling behaviors towards roommate. Left
message with wife of "Durable Power of
Attorney" (DPOA) to return call to discuss plan
moving forward.

The note lacked an intervention to allow for staff
to provide care to R8 roommate.

09/11/22 at 05:00 AM Staff stated that R8 got
aggressive when she tried to go into the shared
room to assist R8 roommate to the toilet. She
stated R8 began to yell and pushed her out of
the room. Staff tried again 20minutes later and
the R8 had locked his door and barricaded his
bedroom door with all his cloths so that he could
take a shower. The nurse and staff were able to
then get in the room to toilet his roommate
without R8 trying "to attack" them. R8 was getting
out of the shower as staff finished assisting his
roommate and was not aggressive. Will monitor
behavior.

09/11/22 at 03:22 PM plans made to move R8
was moved to a different house within the facility
on 09/12/22 to a private room to deescalate his
behaviors exhibited towards his roommates.

Interview on 05/31/23 at 02:34 PM with Operator
A and Administrative staff C, they confirmed the
documentation lacked interventions on how to
provide care and assistance to R8's roommates
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when R8 was resistive to staff providing
assistance to the roommates as identified in their
Negotiated Service Agreements.

The operator failed to ensure facility staff
ensured the roommates of R8 were not subject to
abuse from R8, and neglect from staff when R8
exhibited behaviors of aggression towards staff
when attempts were made to assist R8's
roommates with cares.

$3028| 26-41-101 (f) (3) Staff Treatment of Residents S3028
SS=E | Reporting

(f) (3) Each allegation of abuse, neglect, or
exploitation shall be reported to the administrator
or operator of the facility as soon as staff is
aware of the allegation and to the department
within 24 hours. The administrator or operator
shall ensure that all of the following requirements
are met:

(A) An investigation shall be started when the
administrator or operator, or the designee,
receives notification of an alleged violation.

(B) Immediate measures shall be taken to
prevent further potential abuse, neglect, or
exploitation while the investigation is in progress.
(C) Each alleged violation shall be thoroughly
investigated within five working days of the initial
report. Results of the investigation shall be
reported to the administrator or operator.

(D) Appropriate corrective action shall be taken if
the alleged violation is verified.

(E) The department ' s complaint investigation
report shall be completed and submitted

to the department within five working days of the
initial report.

(F) A written record shall be maintained of each
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investigation of reported abuse, neglect, or
exploitation.

This REQUIREMENT is not met as evidenced
by:
K.A.R. 26-41-101 (f)(3)(B)

The facility reported a census of 56 residents.
The sample included 3 "Residents™ ((R's) 1,2,3,
and 4), and 5 (R's 5,6,7,8,and 9) focused
reviews. Based on record review and interview
the operator failed to ensure facility staff reported
a resident-to-resident incident that involved R7
and R8 to the operator as soon as the staff were
aware of the incident, the operator further failed
to report the incident to the department within 24
hours and take immediate measures to protect
R7 who was the roommate to R8, during the
course of the investigation.

Findings include:

- Record review on 05/31/23 for R7 revealed an
admission date of 02/10/22 with diagnoses of
unspecified personality and behavioral disorder
due to known physiological condition,
gastro-esophageal reflux disease, chronic pain,
and anxiety disorder due to known physiological
condition.

Record review of R7 "Functional Capacity
Screen" (FCS) dated 05/26/22 revealed R7
required physical assistance with bathing,
dressing, and toileting and eating. He was
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independent with transferring and walking. He
lacked the ability to manage his own
medications. He was incontinent of bladder, and
had impaired short-term memory, impaired
long-term memory, impaired memory recall and
impaired decision making. He was able to make
himself understood and he usually understood
others. He was marked with falls, unsteadiness,
impaired vision, impaired hearing, wandering,
socially inappropriate behavior, and impaired
decision making. He used no mobility device.

Record review of R7 "Negotiated Service
Agreement" (NSA) updated 6/19/22 revealed the
following health services to be provided by the
facility: provide assistance with frequent toileting
to prevent skin break down, speak slowly and
allow simple answers with time to process the
information, and redirect with choice of activities,
provide one on one staffing in a quiet area if he
exhibited aggressive behaviors. Staff were to
provide safety checks every 2 to 3 hours. If R7
was observed to be pacing and going to the
doors staff to take to a quiet area and provide
one on one redirection. Staff to provide
bathing/showering assistance, and assistance
with bathing. R7 was an aspiration risk and was
to be upright for 30 minutes after each meal, and
staff to monitor for coughing when eating or
drinking.

Record review of R7 "Health Service Plan"
Instructed facility staff to speak slow and allow
simple yes and no answers. Check resident
every 2 to 3 hours for safety, assist with personal
hygiene and oral care. Encourage food
consumption and fluids, assist with toileting,
dressing bathing, monitor skin and report any
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changes to the nurse, manage his medications,
and redirect / provide verbal cues to place, time,
day month, awake and sleep times and
mealtimes.

Record Review of R7 electronic "Progress
Notes" dated 06/27/22 to 07/28/22 revealed the
following entries:

06/27/22 at 12:19 PM "Resident displaying
difficulties in meals and fluids, spitting out drinks
and pocketing foods".

07/19/22 at 12:59 PM "This nurse assessed this
resident's skin due to daughter complaining of
roommate being aggressive/combative towards
her father. Upon assessment redness was found
to coccyx area. This nurse applied barrier cream
to coccyx. No open areas, skin tear to right
elbow. No open areas. Area has scab with no
redness. No signs and symptoms of infections
noted. Resident shows no signs and symptoms
of pain or discomfort. Executive and Resident
Care Director aware. Will monitor."

07/25/23 at 04:14 PM "Hospice nurse out to see
resident. New order via advanced practice
registered nurse to discontinue all routine oral
medications.

07/28/22 at 08:19 AM Attempts times three made
to contact daughter to inform of opportunity to
move resident to quiet area for end of life and for
daughter to be able to be at bedside, unable to
get ahold of daughter. Contact made with the
other daughter, and she agreed and gave
permission to move the resident.
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07/28/22 at 10:20 AM while moving R7 staff
informed the writer R7 "stopped breathing" The
writer was with R7 roommate at the time.

- Record review for R8 revealed an admission
date of 03/23/22 with diagnoses of Alzheimer's
dementia, coronary artery disease, hypertension,
osteoarthritis, and coronary artery bypass graft
times two.

Record review of R8 FCS revealed the facility
only provided the 2nd page of the 2-page
document signed on 03/23/22.

Record review R8 NSA dated 03/23/33 revealed
the following health services to be provided by
the facility: resident was independent with
walking, transferring, and dressing self. Staff
were to provide verbal cueing for grooming.
Resident was continent of bladder, and staff
were to provide verbal cueing for bathing. Staff to
provide verbal reminders for mealtimes. Staff
were to assist R8 with putting his hearing aids
and cleaning his glasses daily.

The NSA did not identify/instruct facility staff on
resident inappropriate/aggressive behaviors.

Record review of R8 NSA updated on 06/11/22
identified the following health service for
behaviors:

R8 was identified as having obsessive/repetitive
behaviors. "Can become aggressive with staff
over roommate. He thinks he is in charge of
caring for his roommate." Staff instructed to
redirect R8 with choices of going outside,
engage in activity of choice, talk about his son,
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and provide one on one attention. If redirection is
unsuccessful staff to notify the nurse in charge.

The facility did not provide a separate HSP.

Record review of the facility provided document
titted "House Call Medial Services" signed by the
advanced practice registered nurse on 03/31/22
revealed the following:

"Chief Complaint: Increased anxiety"

"Patient is seen today at the facility at the
request of staff for increased anxiety. Patient is
fixated on leaving the facility, and he has been
exit seeking. Patient gets agitated with staff when
he is not able to leave. Staff are able to redirect
the patient at times, but not when it begins to
escalate."

Record review of the facility provided document
titted "House Call Medial Services" signed by the
advanced practice registered nurse on 06/02/22
revealed the following:

"Chief Complaint: Follow up on behaviors"
"History of present lliness: Patient is seen today
at facility at the request of staff for follow up of
behaviors after medication change. Staff report
his is doing well".

Record review of R8 electronic "Progress Notes"
dated 07/06/22 to 11/25/22 revealed the
following entries:

07/17/22 at 05:44 PM Resident continues to be
obsessive/controlling over roommate. Staff went
to get roommate for dinner, but this resident kept
telling roommate no you don't need to go with
them, they won't help you. He then grabbed and
twisted the wrist of the certified nurse aide when
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she went to offer the roommate support to get out
of bed. The nurse came to see what the situation
was and give topical as needed medication. The
nurse explained to R8 that the roommate was not
his son, and that the aids need to help assist the
roommate. R8 continued to tell the nurse she
was wrong, and that the roommate was his son.
While the nurse was putting topical medication
on R8 wrist, R8 grabbed the nurse's wrist and
twisted it. R8 then asked what the nurse was
doing. The nurse explained she was giving a
medicated lotion to help with his behaviors. R8
then started standing up and told the nurse to get
out. The nurse propped door open to be able to
see in room. Before leaving the nurse asked
roommate if he was ok and if he wanted to leave,
roommate said no, this nurse left and called
"Resident Care Director" (RCD) to explain the
situation.

07/18/22 at 05:10 PM The nurse approached R8
roommate to complete a skin assessment. R8
continued to be very possessive and controlling
of the roommate. R8 approached the nurse trying
to "grab and hit". R8 did not want any staff
approaching or communicating with
R7/roommate. "Will continue to monitor"

The progress notes lacked any entries for
monitoring. The next entry was on 07/21/22.

07/21/22 at 05:44 PM R8 was barricading himself
and R7/roommate in room, refusing staff to help
with direct care with hospice patient. R8 was
pushing R/7/roommate down and would not let
staff in the door. When staff tried resident would
hit and grab staff wrist and twist it. R8 ordered to
be sent to behavioral health unit for evaluation.
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Police and emergency medical services arrived
at the facility. R8 was given as needed Haldol
and R7/roommate removed from situation. R8
was transported via emergency medical services
to hospital for evaluation. Operator notified.

07/21/22 at 23:50 PM R8 returned from hospital
via emergency medical services transport.
Discharge paperwork notes to follow up with
primary care physician. The nurse from the
hospital stated, that they tested his urine to
check for a urinary tract infection, and it was
negative, his labs looked fine and since he was
not having any behaviors while he was there
they did not admit to the behavioral unit. Will
monitor.

07/22/22 at 04:00 AM Staff reports that when
they checked on R8 in his room, R8 was up and
sitting on his R7/roommates bed waking him up.
Staff went in to redirect R8 away from the
R7/roommates' bed and R8 started to get
agitated. He was given an as needed dose of
Haldol as directed, and redirected to his side of
the room. His door was left open to monitor
closer.

(Record review for R7 revealed he passed away
on 07/28/22.)

09/04/22 at 02:19 PM "This resident exhibit
controlling behavior towards roommate. Resident
is attempting to control resident where they go,
when they go to bathroom or walkthrough
hallways. Staff educated to report any behaviors
to nurse on duty".

The notes lacked an entry on intervention to
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protect the other residents from R8 "Controlling
Behavior"

09/09/22 at 11:04 AM Resident continues with
aggressive behaviors toward staff when staff
attempt to do any cares with roommate and
controlling behaviors towards roommate. Left
message with wife of "Durable Power of
Attorney" (DPOA) to return call to discuss plan
moving forward.

The note lacked an intervention to allow for staff
to provide care to R8 roommate.

09/11/22 at 05:00 AM Staff stated that R8 got
aggressive when she tried to go into the shared
room to assist R8 roommate to the toilet. She
stated R8 began to yell and pushed her out of
the room. Staff tried again 20minutes later and
the R8 had locked his door and barricaded his
bedroom door with all his cloths so that he could
take a shower. The nurse and staff were able to
then get in the room to toilet his roommate
without R8 trying "to attack" them. R8 was getting
out of the shower as staff finished assisting his
roommate and was not aggressive. Will monitor
behavior.

09/11/22 at 03:22 PM plans made to move R8
was moved to a different house within the facility
on 09/12/22 to a private room to deescalate his
behaviors exhibited towards his roommates.

Interview on 05/31/23 at 02:34 PM with Operator
A and Administrative staff C, they confirmed there
was not a report of a resident-to-resident incident
reported to the department.
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The operator failed to ensure facility staff
reported a resident-to-resident incident that
involved R7 and R8 to the operator as soon as
the staff were aware of the incident, the operator
further failed to report the incident to the
department within 24 hours and take immediate
measures to protect R7 who was the roommate
to R8, during the course of the investigation.

26-41-202 (a) Negotiated Service Agreement

(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 26-41-202(a)

The facility reported a census of 56 residents
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with four residents included in the sample and
five closed record reviews. Based on interview
and record review the operator failed to ensure
the development of a written "Negotiated Service
Agreement" (NSA) for Resident (R) 2; and R1
and R5's "NSAs" described the services they
would receive based on their "Functional
Capacity Screens" (FCS).

Findings included:

- Record review for R2 revealed an admission
date of 06/29/21 with a diagnosis of
neurocognitive disorder with Lewy bodies.

The 02/21/23 "FCS" identified R2 required
physical assistance with bathing, dressing,
toileting, transfers, walking/mobility; supervision
with eating; was unable to perform management
of medications and treatments; was incontinent
of bladder; had short-term and long-term memory
loss, memory recall, and impaired
decision-making cognitive impairments; and was
marked for falls, impaired vision, impaired
decision-making, and inappropriate behavior.

The 02/28/23 untitled document identified facility
staff would provide R2 assistance with bathing,
dressing, toileting, walking/mobility with a
wheelchair; set up assistance with eating;
management of medications and treatments;
assistance with bladder incontinence; reminders
daily to orient to time and place, reassurance,
and redirection for cognition, impaired
decision-making, and inappropriate behavior;
clutter free floor, assistive devices in good repair,
and bed in lowest position to prevent injury from
falls; and assistance daily to clean glasses for
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impaired vision.

On 05/30/23 at 04:20 PM Administrative Staff A
confirmed the 02/28/23 untitled document was
not titled an "NSA"

- Record review for R1 revealed an admission
date of 02/10/22 with the following diagnoses:
Alzheimer's Disease, major depressive disorder,
and chronic obstructive pulmonary disease
(COPD).

The 02/16/23 "FCS" identified R1 was unable to
perform management of medications and
treatments; and was marked for falls.

The 04/21/22 (most recent) "NSA" failed to
describe the services provided for management
of medications and treatments and to prevent
injury from falls.

- Record review for R5 revealed an admission
date of 03/18/21 with the following diagnoses:
cerebral infarction and cognitive communication
deficit.

The 03/22/22 "FCS" identified R5 was marked for
falls, impaired vision, and impaired hearing.

The 03/22/22 "NSA" failed to describe the
services provided R5 to prevent injury from falls
and for impaired vision and impaired hearing.

On 05/31/23 at approximately 04:34 PM
Administrative Staff A confirmed the R1 and R5's
"NSAs" failed to describe the services they
received based on their "FCSs."
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The operator failed to ensure the development of
a written "NSA" for R2 and R1 and R5's "NSAs"
described the services they would receive based
on their "Functional Capacity Screens" (FCS).

S3092| 26-41-202 (d) Negotiated Service Agreement S3092
S8=D| Revisions

(d) Each administrator or operator shall ensure
the review and, if necessary, revision of each
negotiated service agreement 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;

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

(4) if requested by the resident or the resident ' s
legal representative, facility staff, the case
manager, or, if agreed to by the resident or the
resident ' s legal representative, the resident's
family.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-202(d)(1)(2)

The facility reported a census of 56 residents
with four residents included in the sample and
five closed record reviews. Based on interview
and record review the operator failed to ensure
facility staff completed a "Negotiated Service
Agreement" (NSA) based on a resident's
"Functional Capacity Screen" (FCS), service
needs, and preferences for Residents (R) 1
every 365 days and following a significant
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change.
Findings included:
- Record review R1 revealed an admission date
of 02/10/22 with the following diagnoses:
Alzheimer's Disease, major depressive disorder,
and chronic obstructive pulmonary disease
(COPD).
The 02/16/23 "FCS" identified R1 required
physical assistance with bathing, dressing,
toileting, transfers, walking/mobility and eating;
was unable to perform management of
medications and treatments; was incontinent of
bladder; had short-term and long-term memory
loss, memory recall, and impaired
decision-making cognitive impairments; and was
marked for falls, impaired decision-making, and
inappropriate behavior.
The 04/21/22 (most recent) "NSA" identified
facility staff would provide R1 assistance with
bathing, dressing, toileting, transfers using a
mechanical lift, walking/mobility with a
wheelchair, and eating; management of
medications and treatments; check and change
every two to three hours for bladder
incontinence; verbal cueing, redirection, and
anticipate needs for cognition; supervision and
redirection for impaired decision-making; and
comfort, reassurance, and one-to-one care for
inappropriate behavior.
The undated "Notification of Billing" from R1's
hospice provider documented she was
discharged from hospice on 02/09/23.
STATE FORM 6899 E50K11 If continuation sheet 20 of 41
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R1's record lacked evidence of documentation of
an "NSA" since 04/21/22 which was 404 days
and 39 days past due or following the significant
change of discharge from hospice on 02/09/23
which was 110 days past due.

On 05/31/23 at approximately 04:34 PM
Administrative Staff A confirmed R1's "NSA" was
not completed within 365 days or following a
significant change.

The operator failed to ensure facility staff
completed an "NSA" based on a resident's
"FCS", service needs, and preferences for R1
every 365 days and following a significant
change.

83110 26-41-203 (a) Range of Services S3110
SS=F
(a) Range of services. The administrator or
operator of each assisted living facility or
residential health care facility shall ensure the
provision or coordination of the range of services
specified in each resident ' s negotiated service
agreement. The range of services may include
the following:

(1) Daily meal service based on each resident's
needs;

(2) health care services based on an assessment
by a licensed nurse and in accordance with
K.A.R. 26-41-204;

(3) housekeeping services essential for the
health, comfort, and safety of each resident;

(4) medical, dental, and social transportation;

(5) planned group and individual activities that
meet the needs and interests of each resident;
and
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(6) other services necessary to support the
health and safety of each resident.

This REQUIREMENT is not met as evidenced
by:
K.A.R. 26-41-203 (a)(6)

The facility reported a census of 56 residents.
Based on observation, interview and record
review the operator failed to provide a working
call system or personal pendant for each
resident that interfaced with the phones or
pagers carried by caregivers, as defined in the
facility "Resident Hand Book" which was
provided to all new residents/families.

Findings include:

- Observation on 05/30/23 at 02:41 PM. In R7
room, there is a call light cord next to the toilet
on the west wall. When the cord was pulled, the
red indicator light did not turn on, and there was
no staff response. On the south wall of the
resident room inside the entrance door to the
room is a call light panel that you press the
button if you need help, the button was pressed
with no staff response.

Interview on 05/30/23 at 03:40 PM with operator
A, she confirmed the call lights in the resident
rooms do not interface with the phones, and that
they do not work. She continued that there are
two cordless phones in each house that staff
carry to call for assistance, and the homes are
set up so you can hear if someone is in need of

S3110

STATE FORM

6899 E50K11 If continuation sheet 22 of 41




Kansas Department on Aging

PRINTED: 06/01/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

N087073

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

05/31/2023

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

1433 N HAMILTON DRIVE
DERBY, KS 67037

GLEN CARR HOUSE

(X4) ID
PREFIX
TAG

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

ID PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

(X5)

S3110

S3165
SS=E

Continued From page 22

help. She also stated that the residents are
checked on every 2 hours.

Record review on 05/31/23 of the facility
provided "Resident Handbook" revealed the
following entry on page 7: "Resident Call System
- Each apartment is equipped with a resident call
system or a personal pendant for each resident
that interfaces with phones or pagers carried by
caregivers. Pulling a call cord activates the call
system, alerting staff that assistance is needed.
Staff are available at the community 24 hours
each day to respond to calls and to provide
residents with needed services".

The operator failed to provide a working call
system or personal pendant for each resident
that interfaced with the phones or pagers carried
by caregivers, as defined in the facility
"Resident Hand Book" which was provided to all
new residents/families.

26-41-204 (d) Health Care Services

(d) The negotiated service agreement shall
contain a description of the health care services
to be provided and the name of the licensed
nurse responsible for the implementation and
supervision of the plan.

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

The facility reported a census of 56 residents
with four residents included in the sample and

S3110
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five closed record reviews. Based on interview
and record review the operator failed to ensure
all sampled residents' and closed record reviews'
"Negotiated Service Agreements" (NSA) named
the licensed nurse responsible for implementing
and supervising the "Healthcare Service Plans"
(HSP).

Findings included:

- Record review R1 revealed an admission date
of 02/10/22 with the following diagnoses:
Alzheimer's Disease, major depressive disorder,
and chronic obstructive pulmonary disease
(COPD).

The 02/16/23 "Functional Capacity Screen"
(FCS) identified R1 required physical assistance
with bathing, dressing, toileting, transfers,
walking/mobility and eating; was unable to
perform management of medications and
treatments; was incontinent of bladder; had
short-term and long-term memory loss, memory
recall, and impaired decision-making cognitive
impairments; and was marked for falls, impaired
decision-making, and inappropriate behavior.

The 04/21/22 (most recent) "NSA" identified
facility staff would provide R1 assistance with
bathing, dressing, toileting, transfers using a
mechanical lift, walking/mobility with a
wheelchair, and eating; management of
medications and treatments; check and change
every two to three hours for bladder
incontinence; verbal cueing, redirection, and
anticipate needs for cognition; supervision and
redirection for impaired decision-making; and
comfort, reassurance, and one-to-one care for
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inappropriate behavior.

The "NSA" named an unidentified nurse who no
longer worked at the facility as the nurse
responsible for implementing and supervising
R1's "HSP."

- Record review for R2 revealed an admission
date of 06/29/21 with a diagnosis of
neurocognitive disorder with Lewy bodies.

The 02/21/23 "FCS" identified R2 required
physical assistance with bathing, dressing,
toileting, transfers, and walking/mobility; she was
unable to perform management of medications
and treatments; was incontinent of bladder; had
short-term and long-term memory loss, memory
recall, and impaired decision-making cognitive
impairments; and was marked for falls, impaired
vision, impaired decision-making, and
inappropriate behavior.

The 02/28/23 "NSA" identified facility staff would
provide R2 assistance with bathing, dressing,
toileting, and walking/mobility with a wheelchair;
management of medications and treatments;
check and change every two to three hours for
bladder incontinence; reminding daily orient to
orient to time and place for cognition; clutter-free
floors, repair of assistive devices, and bed in
lowest position to prevent injury from falls;
cleaning of glasses daily for impaired vision;
reassurance, supervision and redirection,
redirection, and activities for impaired
decision-making and inappropriate behavior.

R2's "NSA" failed to name the licensed nurse
responsible for implementing and supervising the
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IlHSP.II

- Record review for R3 revealed an admission
date of 03/06/23 with diagnoses of unspecified
dementia, essential primary hypertension, history
of falling, long term use of aspirin, mixed
receptive - expressive language disorder,
dysphagia, oropharyngeal phase, difficulty in
walking, muscle weakness and need for
assistance with personal care.

Review of R3 FCS dated 03/06/23 revealed R3
required physical assistance with bathing,
dressing, toileting, transferring, walking/mobility,
and eating. He lacked the ability to manage his
own medications, was incontinent of bladder, and
had impaired short-term memory, impaired
long-term memory, impaired memory recall and
impaired decision making. He was rarely able to
make himself understood. He was marked with
falls, impaired vision, and impaired decision
making, and he used a walker mobility device

Review of R3 NSA dated 03/06/23 identified the
following health care services to be provided by
the facility staff: assistance with toileting, provide
safety checks every 2 to 3 hours, anticipate
resident needs to reduce fall risk, bathing, all
aspects of the dressing process, staff assistance
of wheelchair mobility, and staff assistance for
transferring into and out of bed, chair and
changing positions.

R3's "NSA" failed to name the licensed nurse
responsible for implementing and supervising the
"HCP."
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- Record review for R4 revealed an admission
date of 01/16/21 with a diagnosis of Alzheimer's
Disease.

The 02/16/23 "FCS" identified R4 was unable to
perform bathing, dressing, transfers,
walking/mobility, and management of
medications and treatments; required physical
assistance with toileting and eating; was
incontinent of bladder; had short-term and
long-term memory loss, memory recall, and
impaired decision-making cognitive impairments;
and was marked for falls, impaired vision,
impaired decision-making, and inappropriate
behavior.

The 02/16/23 "NSA" identified facility staff would
provide assistance with bathing, dressing,
toileting, transfers with a full body mechanical lift,
walking/mobility with a wheelchair, and eating;
management of medications and treatments;
assistance for bladder incontinence; cueing on
dates and times for cognition; fall alarm and fall
mat beside bed to prevent injury from falls; she
wore glasses for impaired vision; reassurance,
supervision and redirection, redirection, and
encouragement for impaired decision-making
and inappropriate behavior.

R4's "NSA" failed to name the licensed nurse
responsible for implementing and supervising the
"HSP.“

- Record review for R5 revealed an admission
date of 03/18/21 with the following diagnoses:
cerebral infarction, cognitive communication
deficit and chronic obstructive pulmonary
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Continued From page 27
disease (COPD).

The 05/09/22 "FCS" identified R5 required
physical assistance with bathing and toileting;
was unable to perform management of
medications and treatments; was incontinent of
bladder; had short-term and long-term memory
loss, memory recall, and impaired
decision-making cognitive impairments; and was
marked for falls, impaired vision, impaired
hearing, impaired decision-making, and
inappropriate behavior.

The 03/22/22 "NSA" identified facility staff would
provide R5 assistance with bathing and toileting;
management of medications and treatments;
assistance with toileting and check and change
every two to three hours during the night for
bladder incontinence; verbal reminders of times
of day mealtimes, awake, and sleep times for
cognition; monitoring and guidance for impaired
decision-making; and redirection for
inappropriate behavior.

R5's "NSA" failed to name the licensed nurse
responsible for implementing and supervising the
IIHSP.“

- Record review for R6 revealed an admission
date of 05/09/15 with a diagnosis of dementia.

The 06/22/22 "FCS" identified R6 required
physical assistance with bathing, dressing,
toileting, transfers, walking/mobility and eating;
she was unable to perform management of
medications and treatments; was incontinent of
bladder; had short-term and long-term memory
loss, memory recall, and impaired
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decision-making cognitive impairments; was
sometimes understandable and sometimes
understood others during communication; and
was marked for falls, impaired vision, and
impaired decision-making.

The 06/23/22 "NSA" identified facility staff would
provide R6 assistance with bathing, dressing,
toileting, transfers using a mechanical lift,
walking/mobility with a wheelchair, and eating;
management of medications and treatments;
check and change for bladder incontinence;
simple choices, speak slowly, and allow time to
respond for cognition and impaired
decision-making; attention to facial expressions
to assist with determining wants and needs
during communication; and glasses placed and
monitoring of proper body alignment when in
wheelchair or bed to prevent injury from falls.

R6's "NSA" failed to name the licensed nurse
responsible for implementing and supervising the
"HSP,“

On 05/31/23 at approximately 04:34 PM
Administrative Staff A confirmed the nurse
responsible named on R1's "NSA" no longer
worked at the facility and the nurse responsible
was not named on all other residents' "NSAs."

The operator failed to ensure the residents'

"NSAs" named the licensed nurse responsible for
implementing and supervising their "HSPs."

26-41-105 (f) (11) Resident Record
Documentation of Incidents

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

The facility reported a census of 56 residents
with four residents included in the sample and
five closed record reviews. Based on
observation, interview, and record review the
operator failed to ensure licensed staff
documented all incidents, symptoms, and other
indications of iliness or injury including the date,
time of occurrence, and results of the action
taken when Resident (R) 1 and a male resident
were discovered by staff exhibiting inappropriate
behavior and for R8 when he became aggressive
with staff when they attempted to provide cares
for his roommates.

Findings included:

- Record review R1 revealed an admission date
of 02/10/22 with the following diagnoses:
Alzheimer's Disease, major depressive disorder,
and chronic obstructive pulmonary disease
(COPD).

The 02/16/23 Functional Capacity Screen "FCS"
identified R1 required physical assistance with
bathing, dressing, toileting, transfers,
walking/mobility and eating; was unable to
perform management of medications and
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treatments; was incontinent of bladder; had
short-term and long-term memory loss, memory
recall, and impaired decision-making cognitive
impairments; and was marked for falls, impaired
decision-making, and inappropriate behavior.

The 04/21/22 (most recent) Negotiated Service
Agreement "NSA" identified facility staff would
provide R1 assistance with bathing, dressing,
toileting, transfers using a mechanical lift,
walking/mobility with a wheelchair, and eating;
management of medications and treatments;
check and change every two to three hours for
bladder incontinence; verbal cueing, redirection,
and anticipate needs for cognition; supervision
and redirection for impaired decision-making;
and comfort, reassurance, and one-to-one care
for inappropriate behavior.

The 01/14/23 late entry "Incident Note"
documented staff reported to the nurse that at
approximately 09:00 PM an unnamed male
resident grabbed R1's breast underneath her
shirt. The male resident was told he couldn't do
that and the two were moved away from each
other. The staff member was called away and
when she returned R1 and the male resident
were sitting next to each other with his hand
between her legs over her clothing. The male
resident was told again it was inappropriate and
they were moved away from each other and
monitored until the staff member was called away
again. At approximately 09:30 PM a different staff
member entered the area where the two
residents and observed the male resident
grabbed R1's breast. The staff member stopped
him and moved him out of the area to his room.
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The 02/19/23 "Incident Note" documented an
unnamed Certified Medication Aide (CMA)
informed the writer that R1's left breast was
groped over and under her shirt by an unnamed
male resident. The residents were separated
more closely monitored.

The 02/20/23 "Incident Note" documented staff
informed the nurse that at approximately 07:00
PM R1 was observed kissing and holding hands
with an unnamed male resident. Staff separated
them and took R1 to her room while the male
resident followed and waited outside R1's door.
The staff member redirected the male resident to
his own room with his wife who had just arrived
for a visit. Interventions were separation and
medication review for each resident.

The 02/21/23 "Order Note" documented new
order by a nurse practitioner to add Naltrexone
50 milligrams (mg) twice daily for impulsive
behaviors related to the inappropriate behaviors
that occurred with a male resident.

R1's record lacked evidence of documentation of
increased monitoring and results of the action.

Observation 05/31/23 at 01:17 PM revealed staff
were not aware of R1's location in the facility as
she was not in the common area. They were
unable to find her in her room and found her
down a hall in a sitting area by herself.

On 05/31/23 at approximately 04:34 PM
Administrative Staff A confirmed R1's record
lacked documentation of results of the action to
separate R1 and a male resident when they
exhibited inappropriate behavior.
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- Record review for R8 revealed an admission
date of 03/23/22 with diagnoses of Alzheimer's
dementia, coronary artery disease, hypertension,
osteoarthritis, and coronary artery bypass graft
times two.

Record review of R8 FCS revealed the facility
only provided the 2nd page of the 2-page
document signed on 03/23/22.

Record review R8 NSA dated 03/23/33 revealed
the following health services to be provided by
the facility: resident was independent with
walking, transferring, and dressing self. Staff
were to provide verbal cueing for grooming.
Resident was continent of bladder, and staff
were to provide verbal cueing for bathing. Staff to
provide verbal reminders for mealtimes. Staff
were to assist R8 with putting his hearing aids
and cleaning his glasses daily.

The NSA did not identify/instruct facility staff on
resident inappropriate/aggressive behaviors.

Record review of R8 NSA updated on 06/11/22
identified the following health service for
behaviors:

R8 was identified as having obsessive/repetitive
behaviors. "Can become aggressive with staff
over roommate. He thinks he is in charge of
caring for his roommate." Staff instructed to
redirect R8 with choices of going outside,
engage in activity of choice, talk about his son,
and provide one on one attention. If redirection is
unsuccessful staff to notify the nurse in charge.
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The facility did not provide a separate HSP.

Record review of the facility provided document
titted "House Call Medial Services" signed by the
advanced practice registered nurse on 03/31/22
revealed the following:

"Chief Complaint: Increased anxiety"

"Patient is seen today at the facility at the
request of staff for increased anxiety. Patient is
fixated on leaving the facility, and he has been
exit seeking. Patient gets agitated with staff when
he is not able to leave. Staff are able to redirect
the patient at times, but not when it begins to
escalate."

Record review of the facility provided document
titled "House Call Medial Services" signed by the
advanced practice registered nurse on 06/02/22
revealed the following:

"Chief Complaint: Follow up on behaviors"
"History of present lliness: Patient is seen today
at facility at the request of staff for follow up of
behaviors after medication change. Staff report
his is doing well".

Record review of R8 electronic "Progress Notes"
dated 07/06/22 to 11/25/22 revealed the
following entries:

07/17/22 at 05:44 PM Resident continues to be
obsessive/controlling over roommate. Staff went
to get roommate for dinner, but this resident kept
telling roommate no you don't need to go with
them, they won't help you. He then grabbed and
twisted the wrist of the certified nurse aide when
she went to offer the roommate support to get out
of bed. The nurse came to see what the situation
was and give topical as needed medication. The
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nurse explained to R8 that the roommate was not
his son, and that the aids need to help assist the
roommate. R8 continued to tell the nurse she
was wrong, and that the roommate was his son.
While the nurse was putting topical medication
on R8 wrist, R8 grabbed the nurse's wrist and
twisted it. R8 then asked what the nurse was
doing. The nurse explained she was giving a
medicated lotion to help with his behaviors. R8
then started standing up and told the nurse to get
out. The nurse propped door open to be able to
see in room. Before leaving the nurse asked
roommate if he was ok and if he wanted to leave,
roommate said no, this nurse left and called
"Resident Care Director" (RCD) to explain the
situation.

07/18/22 at 05:10 PM The nurse approached R8
roommate to complete a skin assessment. R8
continued to be very possessive and controlling
of the roommate. R8 approached the nurse trying
to "grab and hit". R8 did not want any staff
approaching or communicating with
R7/roommate. "Will continue to monitor"

The progress notes lacked any entries for
monitoring. The next entry was on 07/21/22.

07/21/22 at 05:44 PM R8 was barricading himself
and R7/roommate in room, refusing staff to help
with direct care with hospice patient. R8 was
pushing R/7/roommate down and would not let
staff in the door. When staff tried resident would
hit and grab staff wrist and twist it. R8 ordered to
be sent to behavioral health unit for evaluation.
Police and emergency medical services arrived
at the facility. R8 was given as needed Haldol
and R7/roommate removed from situation. R8
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was transported via emergency medical services
to hospital for evaluation. Operator notified.

07/21/22 at 11:50 PM R8 returned from hospital
via emergency medical services transport.
Discharge paperwork notes to follow up with
primary care physician. The nurse from the
hospital stated, that they tested his urine to
check for a urinary tract infection, and it was
negative, his labs looked fine and since he was
not having any behaviors while he was there,
they did not admit to the behavioral unit. Will
monitor.

07/22/22 at 04:00 AM Staff reports that when
they checked on R8 in his room, R8 was up and
sitting on his R7/roommates bed waking him up.
Staff went in to redirect R8 away from the
R7/roommates' bed and R8 started to get
agitated. He was given an as needed dose of
Haldol as directed, and redirected to his side of
the room. His door was left open to monitor
closer.

(Record review for R7 revealed he passed away
on 07/28/22.)

09/04/22 at 02:19 PM "This resident exhibit
controlling behavior towards roommate. Resident
is attempting to control resident where they go,
when they go to bathroom or walkthrough
hallways. Staff educated to report any behaviors
to nurse on duty".

The notes lacked an entry on intervention to
protect the other residents from R8 "Controlling
Behavior"
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09/09/22 at 11:04 AM Resident continues with
aggressive behaviors toward staff when staff
attempt to do any cares with roommate and
controlling behaviors towards roommate. Left
message with wife of "Durable Power of
Attorney" (DPOA) to return call to discuss plan
moving forward.

The note lacked an intervention to allow for staff
to provide care to R8 roommate.

09/11/22 at 05:00 AM Staff stated that R8 got
aggressive when she tried to go into the shared
room to assist R8 roommate to the toilet. She
stated R8 began to yell and pushed her out of
the room. Staff tried again 20minutes later and
the R8 had locked his door and barricaded his
bedroom door with all his cloths so that he could
take a shower. The nurse and staff were able to
then get in the room to toilet his roommate
without R8 trying "to attack" them. R8 was getting
out of the shower as staff finished assisting his
roommate and was not aggressive. Will monitor
behavior.

09/11/22 at 03:22 PM plans made to move R8
was moved to a different house within the facility
on 09/12/22 to a private room to deescalate his
behaviors exhibited towards his roommates.

Interview on 05/31/23 at 02:34 PM with Operator
A and Administrative staff C, they confirmed the
documentation lacked interventions on how to
provide care and assistance to R8's roommates
when R8 was resistive to staff providing
assistance to the roommates as identified in their
Negotiated Service Agreements.
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The operator failed to ensure licensed staff
documented all incidents, symptoms, and other
indications of illness or injury including the date,
time of occurrence, and results of the action
taken when Resident (R) 1 and a male resident
were discovered by staff exhibiting inappropriate
behavior and for R8 when he became aggressive
with staff when they attempted to provide cares
for his roommates.

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:
K.A.R. 26-41-104 (d) (3)
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The facility reported a census of 56 residents.
Based on interview and record review the
operator failed to ensure that all 56 residents
received a quarterly review of the facility's
emergency management plan.

Findings include:

- Interview on 05/31/23 at 02:34 PM with
operator A and administrative staff C, they
confirmed the facility lacked the required
documentation of the review of the facility's
emergency preparedness plan with all residents.

The operator failed to ensure that all 56
residents received a quarterly review of the
facility's emergency management plan.

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
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act, 42 U.S.C. 12181, effective as of January 26,
1992; and

(2) "Food Service Sanitation Manual,"
health, education, and welfare (HEW) publication
no. FDA 78-2081, as in effect on July 1, 1981.

This REQUIREMENT is not met as evidenced
by:
KAR 28-39-254(a)

The facility reported a census of 56 residents
with 14 residents living in each of four separate
houses. Based on observation and interview the
operator failed to ensure house two was
maintained to protect the health and safety of the
residents by ensuring all chemicals were stored
within a locked area.

Findings included:

- Observation on 05/30/23 at 11:58 AM of the
kitchen in house two revealed a cabinet under
the sink was unlocked with the following
chemicals inside with labels that read "Keep out
of reach of children:"

Two gallons of disinfectant cleaner and
deodorizer

One 32-ounce spray bottle of disinfectant
cleaner and deodorizer

On 05/30/23 at approximately 11:58 AM
Administrative Staff B confirmed chemicals were
not in a locked area.

The operator failed to ensure the building was
maintained to protect the health and safety of the
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residents by ensuring all chemicals were stored
within a locked area.
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