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S 000| INITIAL COMMENTS S 000

The following citations are the result of a
Licensure Resurvey at the above named Assisted
Living Facility in Wichita, Kansas on 10/09/17,
10/10/17, 10/11/17, 10/12/17, 10/16/17, 10/17/17,
and 10/18/17.

S 110] 26-39-103 (c) NOTICE OF RIGHTS AND S 110
SS=F| SERVICES

(c) Notice of rights and services.

(1) Before admission, the administrator or
operator shall ensure that each resident or the
resident's legal representative is informed, both
orally and in writing, of the following in a language
the resident or the resident ' s legal
representative understands:

(A) The rights of the resident;

(B) the rules governing resident conduct and
responsibility;

(C) the current rate for the level of care and
services to be provided; and

(D) if applicable, any additional fees that will be
charged for optional services.

(2) The administrator or operator shall ensure
that each resident or the resident ' s legal
representative is notified in writing of any
changes in charges or services that occur after
admission and at least 30 days before the
effective date of the change. The changes shall
not take place until notice is given, unless the
change is due to a change in level of care.

This STANDARD is not met as evidenced by:
KAR 26-39-103(c)(2)

The census equalled 57 the sample included
three Residents, and one focused review
completed. Based on interviews and reviews of
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records, for three of three sampled (#189, #187,
and #185) and all non-sampled Residents, the
Administrator failed to ensure each Resident or
Resident representative informed in writing of any
changes in charges or services that occurred
after admission, at least 30 days before the
effective date of the change.

Findings included:

- Review of record revealed #185 admitted
8/17/17 with diagnoses of Diabetes, Nerve pain,
Gastroesophageal reflux disease, Hypertension,
Congestive heart failure, Hypothyroidism, and
Chronic obstructive pulmonary disease. This
Resident did not have a signed Admission
Agreement until 10/10/17.

- Review of record revealed #187 admitted
01/02/17 with diagnoses of Hypertension,
Osteoarthritis, Anxiety, Hypothyroid, and Muscle
weakness. This Resident had an Admission
Agreement developed prior to June 2017.

- Review of record revealed #189 admitted
4/28/16 with diagnoses of Hypertension,
Glaucoma, Abnormalities of gait and mobility,
Lack of mobility. This Resident had an Admission
Agreement developed prior to June 2017.

These medical records indicated the use of
"concierge personnel" to provide assistance with
health care services such as bathing.

By review, previous Admission Agreements, and
most recent facility Admission Agreements dated
"June 2017" lacked a description of concierge
services, lacked criteria for the implementation of
concierge services, and lacked a fee schedule for
these services.
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By interview on 10/10/17 at 2:15pm, Administrator
#N and Administrative assistant #M confirmed
concierge services initiated recently, in the
summer of 2017... provided a blank "master
copy" of a letter sent to Resident families to
inform of implementation of concierge services.
The master copy lacked the name of recipient,
date, and signature of facility representative.

On 10/10/17 at 5:38pm Administrator #N stated in
July hands on assistance changed to concierge
for bathing and dressing... medication
management stayed the same.

Administrator #N and Administrative assistant #M
provided a copy of the letter sent to family of
Resident #187.

"June 5, 2017... Dear #187... After careful
consideration, facility will provide assistance that
is more involved through our
concierge/supportive health services effective
July 1st, 2017..."

This letter signed by the previous Operator #K.
This letter failed to meet the requirement for
written notice of changes occurring after
admission at least 30 days before the effective
date.

The Administrator failed to ensure each Resident
or Resident representative informed in writing of
any changes in charges or services that occurred
after admission, at least 30 days before the
effective date of the change.

- By interview on 10/09/17 at 3:25pm Facility
nurse #G stated "we use (company pharmacy
name) as our pharmacy... we ask at admit what
they used at home... strongly encourage
(company pharmacy name)... they have "E Kits"
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etc... they deliver a day's supply... facility changed
pharmacy companies sometime this summer...

By review, the most recent facility Admission
Agreement dated "June 2017" and included the
name of the "new facility pharmacy."

On 10/10/17 at 12:10pm Administrator #N stated
generally when they move in agree to ours... we
can help them find others if needed...

On 10/10/17 at 5:38pm Administrator #N stated
the pharmacy company used by facility changed
before | started... maybe a couple months ago...

On 10/12/17 at 2:15pm Administrative assistant
#M provided a requested copy of the notice sent
to Residents to inform of the change in pharmacy
companies.

"July 3, 2017... Dear (name of facility) Resident...
As we are though our pharmacy transition, |
wanted to remind everyone that the medications
are being dispensed in a different manner. The
medications are delivered one day at a time from
(company pharmacy name). If you are leaving
town, please notify staff at least 48 hours in
advance of your trip so we can receive and pack
your medications accordingly. Notifying staff
accordingly is imperative to having your
medications ready for your trip..."

This letter signed by the previous Operator #K.
This letter indicated the change had already
taken place, and failed to meet the requirement
for written notice of changes occurring after
admission at least 30 days before the effective
date.

The Administrator failed to ensure each Resident
or Resident representative informed in writing of
any changes in services that occurred after
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admission, at least 30 days before the effective
date of the change.

S 125/ 26-39-103 (f) Resident Right Free Choice S 125
SS=F
(f) Free choice. The administrator or operator
shall ensure that each resident, or resident ' s
legal representative on behalf of the resident, is
afforded the right to perform the following:

(1) Choose a personal attending physician;

(2) participate in the development of an individual
care plan or negotiated service agreement;

(3) refuse treatment;

(4) refuse to participate in experimental research;
and

(5) choose the pharmacy where prescribed
medications are purchased. If the adult care
home uses a unit-dose or similar medication
distribution system, the resident shall have the
right to choose among pharmacies that offer or
are willing to offer the same or a compatible
system.

This STANDARD is not met as evidenced by:
KAR 26-39-103(f)

The census equalled 57 the sample included
three Residents, and one focused review
completed. The Resident roster identified 44
Residents with facility managed medications, and
13 Residents who self administered one or more
medications. Based on interviews and reviews of
records, for three of three sampled (#189, #187,
and #185) and all non-sampled Residents, the
Administrator failed to ensure each Resident or
Resident representative afforded the right to
choose the pharmacy where prescribed
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medications were purchased.
Findings included:

- Review of record revealed #185 admitted
8/17/17 with diagnoses of Diabetes, Nerve pain,
Gastroesophageal reflux disease, Hypertension,
Congestive heart failure, Hypothyroidism, and
Chronic obstructive pulmonary disease. This
Resident did not have a signed Admission
Agreement until 10/10/17.

The current 7/21/17 functional capacity screen
(FCS) 8/25/17 negotiated service agreement
(NSA) and 8/25/17 health service plan (HSP)
documented #185 needed and received
medication and treatment management.

- Review of record revealed #187 admitted
01/02/17 with diagnoses of Hypertension,
Osteoarthritis, Anxiety, Hypothyroid, and Muscle
weakness. This Resident had an Admission
Agreement developed prior to June 2017.

The current 10/06/17 FCS, NSA, and HSP
documented #187 needed and received
medication and treatment management.

- Review of record revealed #189 admitted
4/28/16 with diagnoses of Hypertension,
Glaucoma, Abnormalities of gait and mobility,
Lack of mobility. This Resident had an Admission
Agreement developed prior to June 2017.

The current 10/02/17 FCS, NSA, and HSP
documented #189 needed and received
medication and treatment management.

The medical records lacked evidence of
pharmacy choice inquiry or personal selection of

a pharmacy.

- By interview on 10/09/17 at 3:25pm Facility
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nurse #G stated "we use (company pharmacy
name) as our pharmacy... we ask at admit what
they used at home... strongly encourage
(company pharmacy name)... they have "E Kits"
etc... they deliver a day's supply... facility changed
pharmacy companies sometime this summer...

By review, the most recent facility Admission
Agreement dated "June 2017" included the name
of the "new facility pharmacy."

On 10/10/17 at 12:10pm Administrator #N stated
generally when they move in agree to ours... we
can help them find others if needed... At 5:38pm
Administrator #N stated the pharmacy company
used by facility changed before | started... maybe
a couple months ago...

On 10/12/17 at 2:15pm Administrative assistant
#M provided a requested copy of the notice sent
to Residents to inform of the change in pharmacy
companies.

"July 3, 2017... Dear (name of facility) Resident...
As we are though our pharmacy transition, |
wanted to remind everyone that the medications
are being dispensed in a different manner. The
medications are delivered one day at a time from
(company pharmacy name). If you are leaving
town, please notify staff at least 48 hours in
advance of your trip so we can receive and pack
your medications accordingly. Notifying staff
accordingly is imperative to having your
medications ready for your trip..."

This letter signed by the previous Operator #K.
This letter indicated the change had already
taken place, and failed to include an option for
Resident choice or selection of a preferred
pharmacy.

The Administrator failed to ensure each Resident
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or Resident representative afforded the right to
choose the pharmacy where prescribed
medications were purchased.

S 225| 26-39-102 (a) Admission Policy S 225
SS=D
(a) Each licensee, administrator, or operator
shall develop written admission policies regarding
the admission of residents. The admission policy
shall meet the following requirements:

(1) The administrator or operator shall ensure the
admission of only those individuals whose
physical, mental, and psychosocial needs can be
met within the accommodations and services
available in the adult care home.

(A) Each resident in a nursing facility or nursing
facility for mental health shall be admitted under
the care of a physician licensed to practice in
Kansas.

(B) The administrator or operator shall ensure
that no children under the age of 16 are admitted
to the adult care home.

(C) The administrator or operator shall allow the
admission of an individual in need of specialized
services for mental iliness to the adult care home
only if accommodations and treatment that will
assist that individual to achieve and maintain the
highest practicable level of physical, mental, and
psychosocial functioning are available.

(2) Before admission, the administrator or
operator, or the designee, shall inform the
prospective resident or the resident ' s legal
representative in writing of the rates and charges
for the adult care home's services and of the
resident's obligations regarding payment. This
information shall include the refund policy of the
adult care home.(3) At the time of admission, the
administrator or operator, or the designee, shall
execute with the resident or the resident ' s legal
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S 225 Continued From page 8 S 225

representative a written agreement that describes
in detail the services and goods the resident will
receive and specifies the obligations that the
resident has toward the adult care home.

(4) An admission agreement shall not include a
general waiver of liability for the health and safety
of residents.

(5) Each admission agreement shall be written in
clear and unambiguous language and printed
clearly in black type that is 12-point type or larger.

This REQUIREMENT is not met as evidenced
by:
KAR 26-39-102(a)(1)(C)(2)(3)

The census equalled 57 the sample included
three Residents, and one focused review
completed. Based on interviews and record
review, for one of three sampled, (#185), the
Administrator failed to execute a written
agreement at the time of admission that
described in detail the services and goods the
Resident to receive and specified obligations of
the Resident to the facility.

Findings included:

- Review of record revealed #185 admitted to
facility 8/17/17 with diagnoses of Diabetes, Nerve
pain, Gastroesophageal reflux disease,
Hypertension, Congestive heart failure,
Hypothyroidism, Pain, Insomnia, and Chronic
obstructive pulmonary disease.

The current functional capacity screen (FCS)
completed 7/21/17, assessed #185 independent
with bathing, toileting, transfers, mobility, and
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eating; incontinent of bladder at times; the
remainder of FCS remained blank in regard to
dressing, medication and treatment management,
problems and risks, and assistive devices.

The negotiated service agreement (NSA) signed
8/25/17, documented facility staff to provide
medication and treatment management.

The NSA completed 8/25/17, eight days after
#185 admitted to facility.

The medical record lacked evidence any written
information given to Resident prior to admission
or at time of admission, to inform of rates,
charges, services offered, and Resident payment
obligations.

No admission agreement signed on or before
date of admission, 8/17/17.

On 10/10/17 at 12:16pm, Administrator #N stated
no admission agreement completed at time of
admit... in review | didn't have one in office and
#185 did not have one... | just had him/her sign
an admission agreement today.

The Administrator failed to notify in writing or
obtain a written agreement with Resident or
resident representative detailing rates and
charges and payment obligations of #185, on or
before their admission to the facility.

83010| 28-39-240(c) ADMINISTRATION S3010
SS=F
(c) Afacility may request approval from the
department for an administrator or operator to
supervise more than one assisted living or
residential health care facility. Each request shall
be submitted, in writing, by the governing bodies
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of the facilities on a form approved by the
department.

(1) An administrator may supervise more
than one assisted living or residential health care
facility, if all of the following conditions are met:

(A) Each facility is located within a proximate
geographical location.

(B) The combined resident capacity does not
exceed 120 residents.

(C) The administrator assures that the lack of
full-time, on-site supervision of the facility will not
adversely affect the health and welfare of
residents.

(2) Each operator may supervise more than
one assisted living or residential health care
facility, if all of the following conditions are met:

(A) Each facility is located within a proximate
geographical location.

(B) The combined resident capacity does not
exceed 60 residents.

(C) The operator assures that the lack of
full-time, on-site supervision of the facility will not
adversely affect the health and welfare of
residents.

(3) Before a change in administrator or
operator occurs, the facilities shall submit the
credentials of the proposed new administrator or
operator for approval by the department.
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83010 | Continued From page 11 S3010

This REQUIREMENT is not met as evidenced
by:
KAR 28-39-240(c)

The census equalled 57 the sample included
three Residents, and one focused review
completed. Based on interviews and review of
record, for all Residents of facility, before a
change in Administrator or Operator occurred, the
licensee failed to submit the credentials of the
proposed new administrator or operator for
approval by the Department.

Findings included:

- Department assignment information prepared
for the Licensure Resurvey beginning on 10/09/17
documented Administrator #N as the current
Administrator of facility.

At time of entrance on 10/09/17 staff on duty
explained operator per Department record
(Operator #K) no longer at facility... Administrator
#N serving as the current Administrator.

By interview on 10/09/17 at 12:20pm,
Administrative assistant #M stated Administrator
#N began position in August 2017. Upon arrival at
1:00pm, Administrator #N confirmed self as the
new Administrator for facility.

By interview of Department staff on 10/10/17,
Department records still reflected Operator #K in
charge of facility, no documented notice of
change.

The Licensee failed to submit the credentials of
the proposed new administrator or operator for
approval by the Department after the Operator of
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record departed in August of 2017.

83080| 26-41-201 (a) (b) Functional Capacity Screen on S3080
SS=E | 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:
KAR 26-41-201(a)(b)

The facility census equalled 57 the sample
included three Residents, and one focused
review completed. Based on interviews and
review of record, for one of three sampled
(#185), and at least three non-sampled (#186,
#184, and #182), the Administrator failed to
ensure the Functional Capacity Screen (FCS)
completed for a Resident who required health
care services was conducted/signed by a
licensed nurse.

Findings included:
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- Review of record revealed #185 admitted to
facility 8/17/17 with diagnoses of Diabetes, Nerve
pain, Gastroesophageal reflux disease,
Hypertension, Congestive heart failure,
Hypothyroidism, Pain, Insomnia, and Chronic
obstructive pulmonary disease.

The current functional capacity screen (FCS)
completed 7/21/17, assessed #185 independent
with bathing, toileting, transfers, mobility, and
eating; incontinent of bladder at times.

The rest of the FCS remained blank in regard to
dressing, medication and treatment management,
problems and risks, and assistive devices.

The signature of person completing FCS
recorded as Operator #K (previous
operator/certified medication aide of facility).

The negotiated service agreement (NSA) signed
8/25/17, documented facility staff to provide
medication and treatment management.

An amendment to NSA of 9/04/17 recorded
"assistance with dressing every morning.

An amendment to NSA of 9/21/17 recorded
"assist with bathing and support stockings."

The NSA indicated a need for health care
services in the areas left blank on the FCS.

On 10/10/17 at 12:35pm, Facility Nurse #G stated
#K (previous operator) was a certified medication
aide... had been doing FCS's prior to my arrival in
July.

On 10/10/17 at 2:02pm, Administrator #N stated
facility interpretation of the regulation was
"anyone" (nurse, social worker, operator,
administrator) could do the FCS... | came in
August 2017, but has been the practice here for
last several years... | as the Administrator (not a
licensed nurse) have been doing some since |
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came...

A brief review of recent admissions revealed:
#182 - FCS of 8/22/17 completed by
Operator/CMA #K; FCS identified the need for
health care services (medication and treatment
management)

#184 - FCS of 7/21/17 - completed by
Operator/CMA #K; FCS identified the need for
health care services (dressing, bladder
incontinence)

#186 - FCS of 7/12/17 - completed by
Operator/CMA #K; FCS identified the need for
health care services (medication and treatment
management, dressing)

The Administrator failed to ensure the FCS,
completed for #185 and for Residents who
required health care services, conducted/signed
by a licensed nurse.

S$3090| 26-41-202 (c) Admission Negotiated Service S3090
S8=D| Agreement

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

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

The census equalled 57 the sample included
three Residents, and one focused review
completed. Based on interviews and record
review, for one of three sampled, (#185), the

STATE FORM 6899 QBUL11 If continuation sheet 15 of 41



PRINTED: 10/23/2017

FORM APPROVED
Kansas Department on Aging
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
N087077 B. WING 10/18/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2727 N ROCK ROAD
LARKSFIELD PLACE ASSISTED LIVING
WICHITA, KS 67226
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

S3090 | Continued From page 15 S3090

Administrator failed to ensure the development of
an initial negotiated service agreement at
admission.

Findings included:

- Review of record revealed #185 admitted to
facility 8/17/17 with diagnoses of Diabetes, Nerve
pain, Gastroesophageal reflux disease,
Hypertension, Congestive heart failure,
Hypothyroidism, Pain, Insomnia, and Chronic
obstructive pulmonary disease.

The current functional capacity screen (FCS)
completed 7/21/17, assessed #185 independent
with bathing, toileting, transfers, mobility, and
eating; incontinent of bladder at times; the
remainder of FCS remained blank in regard to
dressing, medication and treatment management,
problems and risks, and assistive devices.

The negotiated service agreement (NSA) signed
8/25/17, documented facility staff to provide
medication and treatment management.

The NSA completed 8/25/17, eight days after
#185 admitted to facility.

The medical record lacked evidence an NSA
developed at admission.

On 10/10/17 at 12:35pm, Facility nurse #G
confirmed #185 admitted 8/17/17, NSA not
completed and signed until 8/25/17.

The Administrator failed to ensure the
development of an initial negotiated service
agreement with #185 at admission.
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83105 26-41-202 (j) Negotiated Service Agreement S3105

SS=F | Outside Resource

(j) If a resident's negotiated service agreement
includes the use of outside resources, the
designated facility staff shall perform the
following:

(1) Provide the resident, 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, with a list of
providers available to provide needed services;
(2) assist the resident, if requested, in contacting
outside resources for services; and

(3) monitor the services provided by outside
resources and act as an advocate for the resident
if services do not meet professional standards of
practice

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

The census equalled 57 the sample included
three Residents, and one focused review
completed. The facility identified 24 Residents
with outside provider services. Based on
interviews and reviews of record,

For three of three sampled with outside provider
services (#189, #187, and #185), the
Administrator failed to ensure designated facility
staff monitored the services provided by outside
resources and acted as an advocate for the
Resident if necessary; and,

For three of three sampled and for all
non-sampled, the Administrator failed to provide
the Resident or their representative with a list of
available outside providers.
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Findings included:

- Review of record revealed #185 admitted to
facility 8/17/17 with diagnoses of Diabetes, Nerve
pain, Gastroesophageal reflux disease,
Hypertension, Congestive heart failure,
Hypothyroidism, and Chronic obstructive
pulmonary disease.

The current functional capacity screen (FCS)
completed 7/21/17, assessed #185 independent
with bathing, toileting, transfers, mobility, and
eating; incontinent of bladder at times.

The rest of the FCS remained blank in regard to
dressing, medication and treatment management,
problems and risks, and assistive devices.

The negotiated service agreement (NSA) signed
8/25/17, documented facility staff to provide
medication and treatment management.
Amendments of 9/04/17 and 9/21/17 recorded
the additions of assistance with morning dressing,
bathing and support stockings."

The medical record contained an 8/17/17
physician's order for "Oxygen 2 liters via nasal
cannula every bedtime." This outside service not
recorded on the negotiated service agreement
(NSA) or health service plan (HSP).

A listing of concierge service recipients
documented #185 received bathing assistance
beginning 9/28/17. This outside service not
recorded on the NSA or HSP.

The medical record lacked evidence of any
monitoring of these services.

The medical record lacked evidence a list of
available providers given to Resident or his/her
representative.

On 10/10/17 at 12:45pm Facility nurse #G
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confirmed the use of concierge and oxygen
services... confirmed no monitoring of the outside
providers in the record... supplied bathing lists
with initials on dates bathing assistance
received... initials on these lists not identified...
#G stated if for some reason the concierge staff
doesn't complete bathing, then our staff does it.

- Review of record revealed #187 admitted to
facility 01/02/17 with diagnoses of Hypertension,
Osteoarthritis, Anxiety, Hypothyroid, and Muscle
weakness.

The current functional capacity screen (FCS)
completed 10/06/17 assessed #187 in need of
physical assistance with bathing, dressing,
toileting; unable to perform medication and
treatment management; rarely incontinent, with
short term memory, long term memory, decision
making, and memory recall impairments; with
falls/unsteadiness, and used a walker.

The negotiated service agreement (NSA) and
health service plan (HSP) of 10/06/17
documented facility staff to provide services to
meet these identified needs.

The NSA documented #187 received concierge
services. A listing of concierge service recipients
documented #187 started receiving concierge
services 7/07/17.

The medical record documented SN/OT/PT
(skilled nursing/occupational therapy/physical
therapy) services beginning 8/03/17 according to
a home health certification and plan of care.
The medical record lacked evidence of any
monitoring of these services.

The medical record lacked evidence a list of
available providers for these services given to
Resident or his/her representative.
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On 10/10/17 at 4:00pm Facility nurse #G
confirmed the use of concierge, SN/PT/OT
services.

- Review of record revealed #189 admitted
facility 4/28/16 with diagnoses of Hypertension,
Glaucoma, Abnormalities of gait and mobility,
Lack of mobility.

The current functional capacity screen (FCS) of
7/125/17 assessed #189 in need of supervision
with bathing and dressing; unable to perform
medication and treatment management; with
short term memory, memory recall, and decision
making impairments; with falls/unsteadiness, and
used a walker.

The negotiated service agreement (NSA) and
health service plan (HSP) of 10/02/17
documented either facility staff or concierge
services to assist with bathing and dressing.
A listing of concierge service recipients
documented #189 started receiving concierge
services 7/07/17.

The medical record lacked evidence of
monitoring of concierge services.

The medical record lacked evidence a list of
available providers for these services given to
Resident or his/her representative.

On 10/10/17 at 12:05pm, Facility nurse #G stated
we primarily use our company home health...
have never had anyone request an outside
provider (not affiliated with facility)...

On 10/10/17 at 12:10pm Administrator #N stated
"generally when they move in they agree to ours,
knowing that we have our home health and
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contract with hospice...if we had a request of
another company we would look at on an
individual basis... no list right now (of available
providers)... we would just work with them to find
someone from Internet or yellow pages..."

On 10/10/17 at 2:02pm, Administrator #N stated
for therapies they communicate in a notebook, a
log... not individual Residents... what we have
would be under therapy in the records... after
review, confirmed no documentation in the
medical records...

At 2:37pm, Administrator stated Nurse #l who
oversees the Medicare services (PT/OT/SN,
hospice, etc) confirmed no printed visit notes or
progress notes provided because very
extensive... is on his/her way over

On 10/10/17 Nurse #l confirmed log of visits the
only documented communication at this point...
stated one visit by PT/OT/SN, etc. resulted in a
copious number of pages... would review process
and consider ways to meet requirement for
Facility nurse to monitor these outside services.

On 10/11/17 at 3:15pm and on 10/12/17 at
12:50pm Facility nurse #G confirmed no visit
notes or progress notes received from
SN/PT/OT, oxygen... monitoring consisted of
verbal conversations between facility staff and
outside provider... Facility nurse #G stated to
monitor concierge bathing, we look at "bathing
sheets" (untitled pages with "September 17" at
the top, scattered initials over the page, no
identification of initials)... #G stated they
communicate with us... if they don't provide the
bathing our staff does it... outside providers log
their visits, write down when here and give verbal
reports, put the log in the home health binder...
we track who is in the building and when...
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confirmed the logs contained all Residents' visits
on one page... confirmed the logs lacked service
provided details and progress notes to allow
monitoring of the Resident's response to the
outside services received.

For all Residents with need for outside provider
services, the Administrator failed to provide the
Resident or their representative with a list of
available outside providers.

The Administrator failed to ensure designated
facility staff monitored the services provided, to
act as an advocate if needed, for #185, #187,
#189, and all non-sampled who received services
by an outside resource.

83165 26-41-204 (d) Health Care Services S3165
SS=F
(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 census equalled 57 the sample included
three Residents, and one focused review
completed. Based on observations, interviews,
and reviews of records, for three of three
sampled (#189, #187, and #185) and one
focused (#180), the Administrator failed to ensure
the negotiated service agreement (NSA)
contained a description of the health care
services to be provided and the name of the
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licensed nurse responsible for the implementation
and supervision of the health service plan (HSP).

Findings included:

- Review of record revealed #180 admitted to
facility 10/12/12 with diagnoses of Mild cognitive
impairment, Hypertension, Dementia, and Atrial
fibrillation.

The current functional capacity screen (FCS) of
7/19/17 assessed #180 in need of supervision
with bathing, dressing, toileting, eating; unable to
perform medication and treatment management;
with short term memory, long term memory,
memory recall, and decision making impairments;
with falls/unsteadiness and wandering.

The 7/11/17 NSA and 10/06/17 HSP lacked
interventions or services to address the
combination of cognitive impairment and
wandering for #180.

On 10/11/17 at 6:35pm and on 10/12/17 at
10:00am #180 observed to walk in foyer area and
Southeast hallway of facility, and ask passers by
"what am | to do." Certified staff intervened and
escorted to an easy chair at entrance to
Southeast hall.

On 10/11/17 at 10:10am certified staff #D stated
#180 does wander at times... wears a wander
guard and we try to keep a close eye on
him/her... have never known #180 to try and
leave the building...

On 10/12/17 at 12:48pm Facility nurse #G stated
#180 has a wander guard... we have talked with
family about increased needs and the plan is to
transition to the long term nursing facility...
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confirmed the NSA and HSP lacked wandering,
exit seeking (progress note of 7/19/17) and use of
wander guard.

The Administrator failed to ensure the NSA for
#180 contained a description of the health care
services to be provided.

- Review of record revealed #185 admitted to
facility 8/17/17 with diagnoses of Diabetes, Nerve
pain, Gastroesophageal reflux disease,
Hypertension, Congestive heart failure, and
Chronic obstructive pulmonary disease.

The current functional capacity screen (FCS)
completed 7/21/17, assessed #185 independent
with bathing, toileting, transfers, mobility, and
eating; incontinent of bladder at times.

The rest of the FCS remained blank in regard to
dressing, medication and treatment management,
problems and risks, and assistive devices.

The negotiated service agreement (NSA) signed
8/25/17, documented facility staff to provide
medication and treatment management.
Amendments of 9/04/17 and 9/21/17 recorded
the additions of assistance with morning dressing,
bathing and support stockings."

The medical record contained an 8/17/17
physician's order for "Oxygen 2 liters via nasal
cannula every bedtime."

This health care service not on the NSA or HSP.
A listing of concierge service recipients
documented #185 received bathing assistance
beginning 9/28/17.

This health care service not recorded on the NSA
or HSP.

STATE FORM 6899 QBUL11 If continuation sheet 24 of 41



PRINTED: 10/23/2017

FORM APPROVED
Kansas Department on Aging
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
N087077 B. WING 10/18/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2727 N ROCK ROAD
LARKSFIELD PLACE ASSISTED LIVING
WICHITA, KS 67226
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

S3165| Continued From page 24 S3165

On 10/10/17 at 12:45pm Facility nurse #G
confirmed the use of concierge and oxygen
services... confirmed these not on the NSA or
HSP...

The Administrator failed to ensure the NSA for
#185 contained a description of the health care
services to be provided.

- Review of record revealed #187 admitted to
facility 01/02/17 with diagnoses of Hypertension,
Osteoarthritis, Anxiety, Hypothyroid, and Muscle
weakness.

The current functional capacity screen (FCS) of
10/06/17 assessed #187 in need of physical
assistance with bathing, dressing, toileting;
unable to perform medication and treatment
management; rarely incontinent, with short term
memory, long term memory, decision making,
and memory recall impairments; with
falls/unsteadiness, and used a walker.

The NSA and HSP of 10/06/17 documented
facility staff to provide services to meet these
identified needs.

The 10/06/17 NSA recorded #187 received
concierge services, but a listing of concierge
service recipients documented #187 started
receiving concierge services 7/07/17. The service
not added until 10/06/17.

The medical record documented SN/OT/PT
(skilled nursing/occupational therapy/physical
therapy) services beginning 8/03/17 according to
a home health certification and plan of care.

The NSA and HSP lacked these health care
services.

On 10/10/17 at 4:00pm Facility nurse #G
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confirmed the use of concierge, SN/PT/OT
services... confirmed not on the NSA or HSP...

The Administrator failed to ensure the NSA for
#187 contained a description of the health care
services to be provided.

- Review of record revealed #189 admitted
facility 4/28/16 with diagnoses of Hypertension,
Glaucoma, Abnormalities of gait and mobility,
Lack of mobility.

The current functional capacity screen (FCS) of
7/125/17 assessed #189 in need of supervision
with bathing and dressing; unable to perform
medication and treatment management; with
short term memory, memory recall, and decision
making impairments; with falls/unsteadiness, and
used a walker.

The NSA and HSP of 10/02/17 documented
either facility staff or concierge services to assist
with bathing and dressing.

A listing of concierge service recipients
documented #189 started receiving concierge
services 7/07/17 but not added to NSA until
10/02/17.

On 10/10/17 at 1:00pm, Facility nurse #G
confirmed these health care services added to
NSA 10/03/17, but not on NSA when initiated
7/07/17.

The Administrator failed to ensure the NSA for
#189 contained a description of the health care
services to be provided.
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S3170| 26-41-204 (g) (h) Health Care Services S3170
SS=E

(g) Skilled nursing care shall be provided in
accordance with K.S.A. 39-923 and amendments
thereto.

(1) The health care service plan shall include the
skilled nursing care to be provided and the name
of the licensed nurse or agency responsible for
providing each service.

(2) The licensed nurse providing the skilled
nursing care shall document the service and the
outcome of the service in the resident ' s record.
(3) A medical care provider ' s order for skilled
nursing care shall be documented in the resident '
s record in the facility. A copy of the medical care
provider ' s order from a home health agency or
hospice may be used. Medical care provider
orders in the clinical records of a home health
agency located in the same building as the facility
may also be used if the clinical records are
available to licensed nurses and direct care staff
of the facility.

(4) The administrator or operator shall ensure
that a licensed nurse is available to meet each
resident ' s unscheduled needs related to skilled
nursing services.

(h) Alicensed nurse may provide wellness and
health monitoring as specified in the resident's
negotiated service agreement.

(i) All health care services shall be provided to
residents by qualified staff in accordance with
acceptable standards of practice

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

The census equalled 57 the sample included
three Residents, and one focused review
completed. Based on interviews and reviews of
record for one of three sampled (#187), the
Administrator failed to ensure the health care
service plan included the skilled nursing care to
be provided and the name of licensed nurse or
agency responsible for providing each service;
and failed to ensure the licensed nurse providing
the skilled care documented the service and the
outcome of the service in the Resident's record.

Findings included:

- Review of record revealed #187 admitted to
facility 01/02/17 with diagnoses of Hypertension,
Osteoarthritis, Anxiety, Hypothyroid, and Muscle
weakness.

The current functional capacity screen (FCS)
completed 10/06/17 assessed #187 in need of
physical assistance with bathing, dressing,
toileting; unable to perform medication and
treatment management; rarely incontinent, with
short term memory, long term memory, decision
making, and memory recall impairments; with
falls/unsteadiness, and used a walker.

The negotiated service agreement (NSA) and
health service plan (HSP) of 10/06/17
documented facility staff and concierge staff to
provide services to meet these identified needs,
but lacked SN/OT/PT (skilled
nursing/occupational therapy/physical therapy)
services.

The medical record contained an 8/03/17 home
health certification and plan of care that recorded
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SN/OT/PT services from 8/03/17 to 10/01/17.
The medical record lacked a physician's order for
these services.

The NSA and HSP lacked the name of the
licensed nurse or agency responsible for
providing each service.

The medical record lacked documentation of the
skilled nursing care provided.

The medical record lacked documentation of the
outcome of the service.

On 10/10/17 at 4:00pm Facility nurse #G
confirmed the use of SN/PT/OT services...
confirmed these not reflected on the NSA or
HSP... confirmed no physician's order and no
documentation available from the home health
agency who provided the services.

On 10/10/17 at 2:02pm, Administrator #N stated
for therapies they communicate in a notebook, a
log... not individual Resident records... At
2:37pm, Administrator #N stated Nurse #l who
oversees the Medicare services (PT/OT/SN,
hospice, etc) confirmed no printed visit notes or
progress notes provided because very
extensive...

On 10/10/17 Nurse #l confirmed log of visits the
only documented communication at this point...
stated one visit by PT/OT/SN, etc. resulted in a
copious number of pages... would review process
and consider ways to meet requirement for
Facility nurse to monitor these outside services.

The Administrator failed to ensure the NSA and
HSP for #187 included the skilled nursing care to
be provided, the physician's order for the service,
the name of licensed nurse or agency responsible
for providing each service; and, failed to ensure
the licensed nurse providing the skilled care
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documented the service and the outcome of the
service in the Resident's record.

S§3171| 26-41-204 (i) Health Care Services Standards of S3171
SS=E | Practice

(i) All health care services shall be provided to
residents by qualified staff in accordance with
acceptable standards of practice.

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

The census equalled 57 the sample included
three Residents, and one focused review
completed. The facility identified all Residents as
receiving health care services. The facility
identified 24 Residents with outside provider
services. Based on interviews and reviews of
record, for one of three sampled with outside
provider services (#187), the Administrator failed
to ensure health services related to the use of
standing orders provided by qualified staff in
accordance with acceptable standards of
practice.

Findings included:

- Review of record revealed #187 admitted to
facility 01/02/17 with diagnoses of Hypertension,
Osteoarthritis, Anxiety, Hypothyroid, and Muscle
weakness.

The current functional capacity screen (FCS)
completed 10/06/17 assessed #187 in need of
physical assistance with bathing, dressing,
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toileting; unable to perform medication and
treatment management; rarely incontinent, with
short term memory, long term memory, decision
making, and memory recall impairments; with
falls/unsteadiness, and used a walker.

The negotiated service agreement (NSA) and
health service plan (HSP) of 10/06/17
documented facility staff and concierge staff to
provide services to meet these identified needs.

The medical record contained an 8/03/17 home
health certification and plan of care that recorded
SN/OT/PT (skilled nursing, occupational therapy,
physical therapy) services from 8/03/17 to
10/01/17.

The medical record lacked a physician's order for
these services.

On 10/10/17 at 4:00pm Facility nurse #G
confirmed Resident received SN/PT/OT
services... confirmed these not reflected on the
NSA or HSP... confirmed no physician's order for
8/03/17... stated we have "standing orders" for
that.

An undated page titled "Approved Standing
Orders" included the statement "PT/OT/ST
(physical therapy, occupational therapy, speech
therapy) Evaluation/Treatment if indicated." This
page contained an upside down "V" later
identified as the physician's signature with no
date.

Medical record interdisciplinary progress notes
lacked an assessment indicating the need for
PT/OT/ST.

These notes lacked evidence of contact with the
physician for directions to initiate therapy
services.
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The printed standing order for therapy failed to
identify the circumstances and parameters of
specific conditions that would warrant the
implementation of therapy orders.

This failed to meet the standard of practice for the
use of and implementation of standing orders.

The Administrator failed to ensure health services
for #187 related to the use of standing orders,
provided by qualified staff in accordance with
acceptable standards of practice.

$3211 26-41-205 (g) (3) OVER THE COUNTER $3211
Ss=F | 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 census equalled 57 the sample included
three Residents, and one focused review
completed. The Resident roster identified 44
Residents with facility managed medications, and
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13 Residents who self administered one or more
medications. Based on observations, interviews,
and reviews of record, for three of three sampled
(#189, #187, and #185), and for all non sampled,
the Administrator failed to ensure a licensed
nurse or licensed pharmacist placed the full name
of the Resident on each accepted original,
unbroken manufacturer's package of
over-the-counter (OTC) medication for Resident
administration.

Findings included:

On 10/09/17 at 1:15pm, in the locked medication
room behind the nurses' desk of Southeast hall,
observed large shelving unit with multiple bins of
OTC medications. The bins contained moderate
supplies (two to three containers of each
substance) of OTC medications. The OTC's
lacked Resident names. Observed items
included:

Acidophilus, Acetaminophen, Aspirin, Calcium,
Vitamins, Bisacodyl, Magnesium, Ear wax
removal, Stool softeners, Cranberry, Iron,
Glucose gel, Ibuprofen, Lutein, CQ10,
Anti-diarrheal, Laxatives, Eye drops, Nasal spray,
Melatonin, Milk of magnesia, and Glucosamine.

On 10/10/17 at 1:15pm, certified medication aide
(CMA) #H stated these bottles of stock meds do
not have Resident names... bottles are put in the
cart from medication room for everybody to use.
On 10/10/17 at 2:05pm, observed portable cart
medication administration cart with three drawers
and computer on top. The middle drawer
contained a variety of opened, partially full,
containers of the above OTC's, with no Resident
names on the containers. CMA #H confirmed
these as "stock" meds... taken from med room
supply bins, placed on cart for use by any
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Residents who used the substances. At 2:35pm,
CMA #H reported just talked with facility nurse
#G... says we use stock for "some... are
transitioning from using same bottles for
everyone to each Resident with own bottle in
room."

On 10/10/17 at 5:45pm, facility nurse #G
confirmed we do use bottles and packages of
stock meds for all Residents... transitioning..."

For all Residents with facility managed
medications, the Administrator failed to ensure
the license nurse or licensed pharmacist placed
the full name of the Resident on each accepted,
original, unbroken manufacturer's package of
OTC medication for Resident administration.

83212 26-41-205 (g) (1) Medication Ordering S3212
SS=F
(g) Ordering, labeling, and identifying. All
medications and biologicals administered by
licensed nurses or medication aides shall be
ordered from a pharmacy pursuant to a medical
care provider ' s written order.

(1) Any resident who self-administers and
manages personal medications may request that
a licensed nurse or medication aide reorder the
resident ' s medication from a pharmacy of the
resident ' s choice.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-205(g)(1)

The census equalled 57 the sample included
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three Residents, and one focused review
completed. The Resident roster identified 44
Residents with facility managed medications, and
13 Residents who self administered one or more
medications. Based on observations, interviews,
and reviews of record, for three of three sampled
(#189, #187, and #185), and for all non sampled,
the Administrator failed to ensure all medications
and biologicals administerd by licensed nurses or
medication aides were ordered from a pharmacy
pursuant to a medical care provider's written
order.

Findings included:

- Review of record revealed #185 admitted
8/17/17 with diagnoses of Diabetes, Nerve pain,
Gastroesophageal reflux disease, Hypertension,
Congestive heart failure, Hypothyroidism, and
Chronic obstructive pulmonary disease.

The current 7/21/17 functional capacity screen
(FCS) 8/25/17 negotiated service agreement
(NSA) and health service plan (HSP) documented
#185 needed and received medication and
treatment management.

- Review of record revealed #187 admitted
01/02/17 with diagnoses of Hypertension,
Osteoarthritis, Anxiety, Hypothyroid, and Muscle
weakness.

The current 10/06/17 FCS, NSA, and HSP
documented #187 needed and received
medication and treatment management.

- Review of record revealed #189 admitted
4/28/16 with diagnoses of Hypertension,
Glaucoma, Abnormalities of gait and mobility,
Lack of mobility.

The current 10/02/17 FCS, NSA, and HSP
documented #189 needed and received
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medication and treatment management.

- By interview on 10/09/17 at 3:25pm Facility
nurse #G stated "we use (company pharmacy
name) as our pharmacy... we ask at admit what
they used at home... strongly encourage
(company pharmacy name)... they have "E Kits"
etc... they deliver a day's supply... facility changed
pharmacy companies sometime this summer...

Observation in the medication room revealed
multiple plastic containers of separate medication
doses sealed with multiple zip ties. Facility nurse
#G stated when we need something, we open the
"E Kit" and remove the medication, then notify the
pharmacist to replace the medication used and
he/she re-seals the box... the (company
pharmacy name) checks the boxes every two
weeks... we do not have a policy and procedure
for the "E Kit" process... | will contact the health
center (long term care nursing home on campus)
to see if they have a policy and procedure... not
aware we were not to use E Kit in this facility...

The Administrator failed to ensure, for all
Residents, all medications and biologicals
administerd by licensed nurses or medication
aides were ordered from a pharmacy pursuant to
a medical care provider's written order.

83250, 26-41-105 (a) Resident Records S3250
SS=F
a) The administrator or operator of each assisted
living facility or residential health care facility shall
ensure the maintenance of a record for each
resident in accordance with accepted
professional standards and practices.

(1) Designated staff shall maintain the record of
each discharged resident who is 18 years of age
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or older for at least five years after the discharge
of the resident.

(2) Designated staff shall maintain the record of
each discharged resident who is less than 18
years of age for at least five years after the
resident reaches 18 years of age or at least five
years after the date of discharge, whichever time
period is longer.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-105(a)

The facility census equalled 57 the sample
included three Residents, and one focused
review completed. The Resident roster identified
44 Residents with facility managed medications,
and 13 Residents who self administered one or
more medications. Based on observation,
interviews and reviews of record, for three of
three sampled (#189, #187, and #185) and all
non-sampled, the Administrator failed to ensure
the maintenance of a record for each Resident in
accordance with accepted professional standards
and practices, in regard to the inability to produce
a printed MAR (medication administration record)
equal to the electronic MAR, to include clock time
of medication administration.

Findings included:

- Review of record revealed #185 admitted
8/17/17 with diagnoses of Diabetes, Nerve pain,
Gastroesophageal reflux disease, Hypertension,
Congestive heart failure, Hypothyroidism, and
Chronic obstructive pulmonary disease.

The current 7/21/17 functional capacity screen
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(FCS) 8/25/17 negotiated service agreement
(NSA) and health service plan (HSP) documented
#185 needed and received medication and
treatment management.

- Review of record revealed #187 admitted
01/02/17 with diagnoses of Hypertension,
Osteoarthritis, Anxiety, Hypothyroid, and Muscle
weakness.

The current 10/06/17 FCS, NSA, and HSP
documented #187 needed and received
medication and treatment management.

- Review of record revealed #189 admitted
4/28/16 with diagnoses of Hypertension,
Glaucoma, Abnormalities of gait and mobility,
Lack of mobility.

The current 10/02/17 FCS, NSA, and HSP
documented #189 needed and received
medication and treatment management.

On 10/09/17 Facility nurse #G confirmed facility
utilized an electronic MAR system for
documentation of medications administered.
On 10/10/17 Facility nurse #G provided printed
October 2017 MAR's for #189, #187, and #185.

By review, the MARs contained medication
blocks of time for administration. The facility
policy and procedure for "Medication
administration/Medication schedules specified:
"AM" for once a day medications,

"AM/PM" for twice per day medications,
"AM/AM/PM" for three times per day, and
"AM/AM/PM/HS" four times per day.

Printed MAR's contained the initials of the person
administering the medication, but lacked the
actual clock time of administration.
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On 10/11/17 at 3:15pm Facility nurse #G
confirmed the printed MAR lacked time of
administration... stated we can hover over the
initials with the mouse and see the time on the
electronic MAR... stated unaware of how to print
with the times... will check with Registered
Nurse/Director of Nursing at long term nursing
facility on campus. Facility nurse #G reported the
system does not allow us to print a MAR with the
administration times... if we send someone to the
hospital or discharge them with record, the nurse
would hand write the times or give an oral report
of the times medications last administered.

For all Residents with facility managed
medications, the Administrator failed to ensure
the maintenance of a medical record with a
printed MAR equal to the electronic MAR record
in accordance with accepted professional
standards and practices.

S3280| 26-41-104 (d) Disaster and Emergency S$3280
SS=F | 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
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secure location.

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

The facility census equalled 57. The sample
included three Residents, and one focused
review completed. The facility identified 64
employees hired since the last Resurvey. Based
on interviews and review of records, the
Administrator failed to ensure disaster and
emergency preparedness by completing a
quarterly review of the facility's emergency
management plan with employees and
Residents.

Findings included:

- On 10/10/17 at 9:25am, Administrator #N
stated | began employment at this facility in
August 2017. Administrator stated this is the
documentation | have since the last resurvey...
he/she provided documentation of reviews of the
facility emergency plan with staff and Residents
since the last resurvey... stated Residents and
employees completed reviews on same day.
Review of these dates indicated an approximate
annual review of each emergency topic as
opposed to the required quarterly review:

2015 -

01/28/15 - Earthquake

6/25/15 - Tornados

9/16/15 - Elopement

10/14/15 - Complete Evacuation

2016 -
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3/22/16 - Earthquakes

6/3/16 - Disaster Preparedness

9/21/16 - Active Shooter

Fire Drills recorded January, March, April, May,
July, August, October, November, December

2017 -

02/23/17 - Severe Weather

5/25/17 - Tornados

7/19/17 - Fire

10/2017 - Complete Evacuation

11/09/17 - Gas leaks, Electrical outage, Water
shut-off, Missing Resident

By review on 10/10/17, facility policy and
procedure for disaster and emergency
preparedness directed quarterly reviews of the
plan with employees and Residents.

On 10/12/17 at 10:10am, certified staff #D stated
here for several months... we reviewed entire
emergency plan through orientation... have
completed fire drills since then but not recalling
other emergency plan reviews...

On 10/12/17 at 11:11am, certified staff #F stated
we review a topic every two months... review one
topic at a time... review fire drills as well...
Residents attend... not whole plan reviewed every
two months...

For all Residents and employees, the
Administrator failed to ensure a quarterly review
of the facility's emergency management plan with
employees and Residents.
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