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INITIAL COMMENTS

The following citations represent the findings of
the initial survey for the above named facility and
complaint investigations #155755, #155702,
#155598, #155617 and #156126 conducted on
09/17 09/21 09/22, 09/23, 09/24, 09/28, 09/29
and 09/30/2020.

26-41-101 (f) (3) Staff Treatment of Residents
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
investigation of reported abuse, neglect, or
exploitation.
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This REQUIREMENT is not met as evidenced
by:
KAR 26-41-101 (f)(3)(A)(B)

The facility reported a census of 13 residents.
The sample included 3 resident and 4 resident
focused reviews. Based on record review and
interview the administrator/operator failed to
ensure each allegation of abuse, neglect or
explitations was reported to the state agency
within 24 hours, failed to start an investigtion and
take measures to prevent further potential abuse
in regards to resident's #789 sexually
inappropriate behavior.

Findings included:

- Record review for resident #789 revealed an
admission date of 01/15/2020 with no diagnoses
listed in the electronic record.

The admission functional capacity screen (FCS)
dated 01/15/2020 identified the resident with
short-term memory and memory recall deficits.
He was further identified as independent with all
activities of daily living and utilized a walker for
mobility. The FCS did not identify any behaviors.

The negotiated service agreement/health care
service plan (NSA/HCSP) dated 01/15/2020 and
without revision directed staff the resident was
independent with all activities of daily living. The
NSA/HCSP indicated the resident had short-term
memory and memory recall deficit but did not
include any specific directions to staff on how to
manage the deficits. He had the capacity to
understand and be understood by others. He had
impaired vision, wore hearing aids, utilized a
walker for mobility and had no inappropriate
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behaviors indicated.

Review of the resident progress notes between
01/15/2020 at 10:34 AM and 08/28/2020 at 5:37
PM revealed the following entries: on 01/27/2020
at 8:13 AM indicated the resident displayed
inappropriate sexual behaviors, the family was
aware of this and stated it was an ongoing issue.
Licensed nurse B sent a communication to the
medical care provider and received a new order
for Cimetidine 300 milligrams twice a day. The
NSA/HCSP lacked a revision with interventions to
address the sexually inappropriate behavior. The
next entry dated 01/31/2020 at 10:59 AM only
included orders for the resident to receive
Tamiflu. The next entry dated 02/13/2020 at 8:20
AM by licensed nurse B indicated the new
medication for inappropriate sexual behavior
seemed to help the resident and she would
continue to monitor. The next entry dated
03/17/2020 at 1:25 PM indicated certified
medication aide (CMA) NN observed an
unidentified resident sitting on the couch when
resident #789 went and sat on the couch beside
the unidentified resident. CMA NN watched
resident #789 place his hand on the inner thigh of
the unidentified resident. Resident #789 began
rubbing the unidentified resident's leg. CMA NN
then asked resident #789 to please get up and
move to a different chair. Licensed nurse B
indicated she would continue to monitor. The next
entry dated 03/24/2020 at 1:07 PM indicated
unidentified dietary staff observed resident #789
go into the parlor and sit down to chat with
another resident (unidentified). Resident #789
asked the unidentified resident if he could touch
her. The unidentified resident said, "l guess".
Resident #789 replied with "Okay, open your
legs" as he began to reach towards her legs. The
unidentified dietary staff stepped into the
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conversation and asked resident #789 to move to
another seat. Licensed nurse B indicated she
would continue to monitor. The next entry dated
04/10/2020 at 1:21 PM indicated CMA OO
observed resident #789 lean across the table and
ask another (unidentified) resident if she had a
boyfriend and if she liked sex. The other resident
removed herself from the situation and CMA OO
removed resident #789 from the situation and he
went back to his room. Licensed nurse B
indicated she would continue to monitor. The next
entry dated 04/14/2020 at 1:24 PM indicated CMA
A assisted an unidentified resident to get ready
for the day when resident #789 opened the
unidentified resident's door and tried to walk in
the room. CMA A tried to redirect and educate
resident #789 that he cannot just walk into other
neighbors' rooms and he began to get upset. The
resident eventually went back to his room.
Licensed nurse B indicated she would continue to
monitor with no update to the NSA/HCSP. The
next entry dated 04/14/2020 at 1:34 PM which
indicated during lunch resident #789 sat with
another (unidentified) resident and began to ask
the unidentified resident about personal body
parts ... CMA A ask resident #789 to change the
subject. When resident #789 would not change
the subject, he was removed from the table.
Licensed nurse B indicated she would continue to
monitor. The next entry 04/15/2020 at 1:29 PM
CMA OO while doing rounds in the building found
resident #789 in another resident's (unidentified)
room on their bed. When resident #789 was
removed from the unidentified resident's room the
resident asked for their door to be closed
because resident #789 made the unidentified
resident nervous an uncomfortable. The
unidentified resident reported resident #789
asked her if she was married and if she liked sex.
Licensed nurse B indicated she would continue to
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monitor. The next entry dated 04/16/2020 at 2:17
PM indicated CMA OO heard resident #789 ask
an unidentified resident if she liked sex. The
unidentified residents started to move away from
resident #789 when he then asked another
unidentified resident an explicit sexual question ...
CMA OO removed resident #789 from the
situation and walked him to his room. Licensed
nurse B indicated she would continue to monitor.
All of the above incidents of sexually
inappropriate behavior were not addressed in the
NSA/HCSP with interventions for staff regarding
supervision, distraction and other activities for the
resident. The next entry dated 04/21/2020 at 2:21
PM licensed nurse B wrote the resident had more
frequent inappropriate sexual behaviors lately and
she sent a communication to the medical care
provider ... On 04/22/2020 at 8:55 AM the
medical care provider sent back a communication
with new orders to increase the Cimetidine to 400
milligrams twice a day. The resident progress
notes lacked any further entries related to
sexually inappropriate behavior between
04/22/2020 and 08/05/2020 when the resident
began having a health decline.

During a conversation on 09/22/2020 at 4:35 PM
with administrator/operator D, licensed nurse B
and C regarding the resident's sexually
inappropriate behavior revealed staff were
unaware of the sexually inappropriate behavior
until after admission, as family had not shared
this history. Licensed nurse C confirmed she did
not report the physical contact of a sexual nature
as an allegation of abuse since it was over the
clothes. She confirmed other than the resident
progress notes the facility had no other
investigation. Licensed nurse B confirmed she
failed to revise the NSA/HCSP after learning of
the sexually inappropriate behavior which allowed
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resident #789 to display this behavior from
03/17/2020 until 04/21/2020 when she consulted
with the medical care provider.

The administrator/operator failed to ensure each
allegation of abuse, neglect or explitations was
reported to the state agency within 24 hours, and
failed to start investigtion and take measures to
prevent further potential abuse in regards to
resident's #789 sexually inappropriate behavior.

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

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

(1) At least once every 365 days;

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

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

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-201 (c)(2)

The facility reported a census of 13 residents.
The sample included 3 residents and 4 residents
for a focused review. Based on record review
and interview the administrator/operator failed to
ensure designated facility staff conducted a
screening to determine 1 of 7 sampled resident's
(#789) functional capacity following a significant
change in condition.
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Findings included:

- Record review for resident #789 revealed an
admission date of 01/15/2020 with no diagnoses
listed in the electronic record.

The admission functional capacity screen (FCS)
dated 01/15/2020 identified the resident with
short-term memory and memory recall deficits.
He was further identified as independent with all
activities of daily living but required physical
assistance with medication and treatment
management. He had impaired vision and utilized
a walker for mobility.

The negotiated service agreement/health care
service plan (NSA/HCSP) dated 01/15/2020 and
without revision directed staff the resident was
independent with all activities of daily living. He
required physical assistance with meal
preparation, shopping, money management,
transportation, medication and treatment
management. The NSA/HCSP indicated the
resident had short-term memory and memory
recall deficit but did not include any specific
directions to staff on how to manage the deficits.
He had the capacity to understand and be
understood by others. He had impaired vision,
wore hearing aids and utilized a walker for
mobility.

Review of the resident progress notes between
01/15/2020 and 08/28/2020 revealed the resident
had a fall on 08/04/2020 at 6:32 AM while getting
out of bed to use the bathroom with no injuries
noted. On 08/05/2020 at 9:10 AM the resident
had difficulty walking on his own, not able to bear
weight on the right leg, non-responsive to
questions and with a flat affect. His grips were
equal and pupils reactive to light and equal ...
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family took the resident to the emergency room
for evaluation. On 08/05/2020 at 5:38 PM
licensed nurse C spoke with the resident's family
and he remained at the hospital with preliminary
results of having a stroke. An entry dated
08/21/2020 at 11:20 AM indicated the resident
returned to the facility on 08/21/2020 at 10:45 AM
by emergency medical services. The resident
remained unresponsive and hospice services
present to assess and write orders.

Interview on 09/22/2020 at 4:35 PM with licensed
nurse B confirmed the resident returned from the
hospital stay with total dependence on staff for all
activities of daily living and hospice services. She
confirmed this change required a significant
change FCS and she failed to conduct a
significant change FCS upon his return from the
hospital on 08/21/2020.

The administrator/operator failed to ensure
designated facility staff conducted a screening to
determine this resident's functional capacity
following a significant change in condition.

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:
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(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)(1)(2)(3)

The facility reported a census of 13 residents.
The sample included 3 residents and 4 residents
for focused reviews. Based on observation,
interview, and record review the administrator
failed to ensure the development of a written
negotiated service agreement which identified a
list of services the resident would receive,
identification of the provider of those services,
and the responsibility party for payment of those
providers for 7 of 7 sampled (#273, #348, #422,
#571, #633, #789 and #864) residents.

Findings included:

- Record review for resident #273 revealed an
admission date of 06/23/2020 with diagnoses of
hypertension, insulin dependent diabetes mellitus,
coronary artery bypass graft, history of mental
and behavioral issues and major depressive
disorder.

The admission functional capacity (FCS) dated
06/23/2020 identified the resident with short-term
and memory recall deficit. She needed physical
assistance with all activities of daily living except
eating. She required physical assistance with
medications and treatments.
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The negotiated service agreement/health care
service plan (NSA/HCSP) dated 06/23/2020
directed nursing staff to assist the resident with 1
staff for dressing, bathing, toileting, transfers,
walking and mobility using a walker. The
NSA/HCSP lacked identification of an outside
provider for diabetic management/insulin
administration.

Review of the electronic record revealed a
medical care provider order dated 06/23/2020
admitting the resident to the facility and to have
home health for insulin administration.

During a meeting on 09/22/2020 a 4:35 PM with
administrator/operator D, licensed nurse B and C,
licensed nurse C confirmed the resident received
services from an outside provider for
administration of insulin and the NSA/HCSP
lacked this information.

- Record review revealed resident #864 admitted
to the facility on 08/04/2020 with diagnoses of a
fractured right femur, acute and chronic
respiratory failure, history of trans ischemic
attacks (mini strokes), dementia without
behavioral disturbances, obstructive sleep apnea,
hypertension, heart failure, chronic obstructive
pulmonary disease and hypothyroidism.

The admission functional capacity screen dated
08/04/2020 identified the resident with short-term
and memory recall deficit. He required physical
assistance with bathing, dressing, toileting,
transfers, walking and mobility. Licensed nurse C
marked the resident as at risk for falls. He used
assistive devices of a walker and a wheelchair.
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The negotiated service agreement/health service
care plan (NSA/HCSP) dated 08/04/2020 directed
staff to provide two-person assistance with a gait
belt for bathing, dressing, toileting and transfers.
He could walk with assistance of 1 staff. He
utilized assistive devices of a walker and a
wheelchair and was at risk for falls. The
NSA/HCSP lacked identification of an outside
provider for physical therapy (PT) services.

Review of the electronic record revealed a
medical care provider order dated 08/07/2020 for
PT evaluation and treatment for weakness and
limited mobility. The electronic record lacked any
notes from the outside provider.

During a meeting on 09/22/2020 a 4:35 PM with
administrator/operator D, licensed nurse B and C,
licensed nurse C confirmed the resident received
services of PT from an outside provider in August
of 2020 and the NSA/HCSP lacked this
information.

- Record review for resident #571 revealed an
admission date of 03/23/2020 with no diagnoses
listed.

The admission functional capacity screen (FCS)
dated 03/23/2020 identified the resident's
cognition status with only a memory recall deficit.
She required physical assistance with bathing,
dressing, toileting and medication/treatment
management. She needed supervision for
transfers, walking and mobility. The FCS listed
assistive devices of a wheelchair.

The significant change negotiated service
agreement/health care service plan (NSA/HCSP)
dated 07/22/2020 and without further revision
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until 09/18/2020, directed staff to provide
assistance of 1 staff with bathing, dressing and
toileting (no specifics listed regarding toileting).
The NSA/HCSP directed staff to provide
supervision for transfers and walking/mobility with
the use of a wheelchair. Licensed nurses or
medication aides would manage the resident's
medications and medical treatments. The
NSA/HCSP lacked identification of an outside
provider for podiatry services.

Review of the electronic record revealed a
progress note by podiatrist QQ dated 04/20/2020
of an in-facility visit to assess the resident's feet
and trim toenails.

During a meeting on 09/22/2020 a 4:35 PM with
administrator/operator D, licensed nurse B and C,
licensed nurse C confirmed the resident received
services from an outside provider for podiatry and
the NSA/HCSP lacked this information.

- Record review for resident #789 revealed an
admission date of 01/15/2020 with no diagnoses
listed in the electronic record.

The admission functional capacity screen (FCS)
dated 01/15/2020 identified the resident with
short-term memory and memory recall deficits.
He was further identified as independent with all
activities of daily living but required physical
assistance with medication and treatment
management. He had impaired vision and utilized
a walker for mobility.

The negotiated service agreement/health care
service plan (NSA/HCSP) dated 01/15/2020 and
without revision directed staff the resident was
independent with all activities of daily living. He
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required physical assistance with meal
preparation, shopping, money management,
transportation, medication and treatment
management. The NSA/HCSP indicated the
resident had short-term memory and memory
recall deficit but did not include any specific
directions to staff on how to manage the deficits.
He had the capacity to understand and be
understood by others. He had impaired vision,
wore hearing aids, utilized a walker for mobility.
The NSA/HCSP lacked identification of an
outside provider for podiatry services.

Review of the electronic record revealed a
progress note by podiatrist QQ dated 02/17/2020
of an in-facility visit to assess the resident's feet
and trim toenails.

During a meeting on 09/22/2020 a 4:35 PM with
administrator/operator D, licensed nurse B and C,
licensed nurse C confirmed the resident received
services from an outside provider for podiatry and
the NSA/HCSP lacked this information.

- Review of the record for resident #633 revealed
an admission date of 06/15/2020 with no
diagnoses made available in the electronic
resident record.

The admission functional capacity screen dated
06/15/2020 identified the resident with cognitive
impairment in short-term memory and memory
recall. She required physical assistance in
bathing, dressing and medication management.
She had impaired vision and used a walker for
mobility.

The negotiated service agreement/health care
services plan (NSA/HCSP) dated 06/15/2020
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directed nursing staff to provide the resident with
assistance in bathing, dressing (daily), medication
management and supervision with toileting. The
NSA/HCSP lacked outside provider information
for the podiatry services and the oxygen supplier.

The resident electronic record review revealed
podiatrist QQ made an in-facility visit on
06/22/2020 and indicated resident lacked the
ability to treat self; related to "nature of nails".

Observation on 09/17/2020 at 10:23 AM revealed
an oxygen concentrator with attached tubing
located at the foot of the resident's bed.

Interview on 09/22/2020 at 4:35 PM with licensed
nurse C, confirmed the resident used
supplemental oxygen at night, licensed nurse C
was unable to provide the name of oxygen
provider. She confirmed resident saw a podiatrist,
and the NSA/HCSP lacked the identification of
the service providers for a podiatrist and oxygen
supplier.

- Review of the record for resident #422 revealed
an admission date of 10/14/2019 with diagnoses
of chronic atrial fibrillation, unspecified dementia,
postmenopausal bleeding, and essential primary
hypertension.

The admission functional capacity screen dated
10/14/2019 identified the resident with cognitive
impairment in short and long-term memory,
memory recall and decision making. She
required physical assistance with bathing,
toileting and used a walker for mobility.

The negotiated service agreement/health care
services plan (NSA/HCSP) dated 10/14/19
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directed nursing staff to provide the resident with
assistance in bathing, toileting, medication
management and supervision in dressing. The
NSA/HCSP lacked outside provider information
for podiatry services.

The resident electronic record review revealed
podiatrist QQ performed a foot examination and
treatment for the resident on 02/17/2020.

Interview on 09/22/2020 at 4:35 PM with licensed
nurse C, confirmed the resident received services
by a podiatrist and the NSA/HCSP lacked the
identification of service provider for podiatry.

- Review of the record for resident #348
revealed an admission date of 10/07/2019 with no
diagnoses made available in the electronic
resident record.

The admission functional capacity screen dated
10/7/2019 identified the resident with cognitive
impairment of short-term memory, memory recall
and decision making. She required physical
assistance with bathing, dressing, eating and
used a walker for mobility.

The negotiated service agreement/health care
services plan (NSA/HCSP) dated 10/07/2019
directed nursing staff to provide the resident with
assistance in bathing, dressing and used a walker
for mobility. The NSA/HCSP lacked the
identification of the outside provider for podiatry
services.

The resident electronic record review revealed
podiatrist QQ made an in-facility visit and
performed a foot examination for the resident on
02/17/2020.
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Interview on 09/22/2020 at 4:50 PM with licensed
nurse C, confirmed the resident saw a podiatrist
and the NSA/HCSP lacked outside provider
information for podiatry services.

For all of the above findings, the administrator
failed to ensure the development of a written
negotiated service agreement with identified a list
of services the resident wouldl receive,
identification of the provider of those services,
and the responsibility party for payment of those
providers for 7 of 7 sampled (#273, #348, #422,
#571, #633, #789 and #864) residents.

26-41-202 (d) Negotiated Service Agreement
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)(2)

The facility reported a census of 13 residents.
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The sample included 3 residents and 4 residents
focused reviews. Based on record review and
interview the administrator/operator failed to
ensure the review and if necessary, revision of
each negotiated service agreement for 1 of 7
sampled residents (#789) following a significant
change in condition.

Findings included:

- Record review for resident #789 revealed an
admission date of 01/15/2020 with no diagnoses
listed in the electronic record.

The admission functional capacity screen (FCS)
dated 01/15/2020 identified the resident with
short-term memory and memory recall deficits.
He was further identified as independent with all
activities of daily living but required physical
assistance with medication and treatment
management. He had impaired vision and utilized
a walker for mobility.

The negotiated service agreement/health care
service plan (NSA/HCSP) dated 01/15/2020 and
without revision directed staff the resident was
independent with all activities of daily living. He
required physical assistance with meal
preparation, shopping, money management,
transportation, medication and treatment
management. The NSA/HCSP indicated the
resident had short-term memory and memory
recall deficit but did not include any specific
directions to staff on how to manage the deficits.
He had the capacity to understand and be
understood by others. He had impaired vision,
wore hearing aids and utilized a walker for
mobility.

S§3092

STATE FORM

6009 GCYY11

If continuation sheet 17 of 66




Kansas Department on Aging

PRINTED: 10/12/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

N087087

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

Cc
09/30/2020

NAME OF PROVIDER OR SUPPLIER

DOVE ESTATES MEMORY HAVEN

STREET ADDRESS, CITY, STATE, ZIP CODE

1500 S 183RD STW
GODDARD, KS 67052

PREFIX

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

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

(X5)
COMPLETE

DEFICIENCY)

S§3092

83155
SS=H

Continued From page 17

Review of the resident progress notes between
01/15/2020 and 08/28/2020 revealed the resident
had a fall on 08/04/2020 at 6:32 AM while getting
out of bed to use the bathroom with no injuries
noted. On 08/05/2020 at 9:10 AM the resident
had difficulty walking on his own, not able to bear
weight on the right leg, non-responsive to
questions and with a flat affect. His grips were
equal and pupils reactive to light and equal ...
family took the resident to the emergency room
for evaluation. On 08/05/2020 at 5:38 PM
licensed nurse C spoke with the resident's family
and he remained at the hospital with preliminary
results of having a stroke. An entry dated
08/21/2020 at 11:20 AM indicated the resident
returned to the facility on 08/21/2020 at 10:45 AM
by emergency medical services. The resident
remained unresponsive and hospice services
present to assess and write orders.

During a meeting on 09/22/2020 at 4:35 PM with
administrator/operator D, licensed nurses B and
C a discussion took place regarding the resident's
functional abilities following a stroke and
hospitalization. Licensed nurse B confirmed the
resident returned from the hospital stay with total
dependence on staff for all activities of daily living
and hospice services. She confirmed this change
required a significant change FCS and significant
change NSA/HCSP. She confirmed neither the
FCS or NSA/HCSP was completed upon the
resident's return from the hospital on 08/21/2020.

The administrator/operator failed to ensure the

review and if necessary revision of this resident
NSA/HCSP following a significant change.

26-41-204 (a) Health Care Services
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. (a) The administrator or operator in each
assisted living facility or residential health care
facility shall ensure that a licensed nurse provides
or coordinates the provision of necessary health
care services that meet the needs of each
resident and are in accordance with the functional
capacity screening and the negotiated service
agreement.

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

The facility reported a census of 13 residents.
The sample included 3 residents and 4 focused
reviews. Based on observation, interview and
record review the administrator/operator failed to
ensure a licensed nurse provided or coordinated
the provision of necessary health care services to
meet the needs for 5 of 7 sampled residents
(#571, #864, #789, #273, and #633) in
accordance with the functional capacity screening
and the negotiated service agreement related to
skin breakdown, behaviors and bed assistive
devices; two residents (#571 #874) experienced
harm as a result of this failure. Resident #571
and #864 were both dependent on staff for
activities of daily living. Both had a respiratory
illness (COVID-19) and stayed in bed more. The
negotiated service agreement/health care service
plan (NSA/HCSP) for both residents failed to
identify the resident's skin risk or interventions to
reduce the risk of impaired skin integrity.
Resident #571 returned after a hospital stay on
09/01/2020 with an impaired area on the right
heel and reddened buttock/coccyx area. The
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resident developed 2 open areas on the buttocks
as of 09/11/2020. Resident #864 admitted to the
facility on 08/04/2020 with reddened buttocks.
The resident developed 2 open areas on the right
buttock/gluteal cleft as of 09/11/2020. Both
residents' records lacked evidence of
interventions to prevent further breakdown from
the time of admission with known potential for
impairment. Neither resident's NSA/HCSP
included a revision to reflect the skin condition or
interventions to promote healing or to reduce the
risk of further worsening or development of other
areas.

Findings included:

- Record review for resident #571 revealed an
admission date of 03/23/2020 with no diagnoses
listed.

The admission functional capacity screen (FCS)
dated 03/23/2020 identified the resident's
cognition status with only a memory recall deficit.
She required physical assistance with bathing,
dressing, toileting and medication/treatment
management. She needed supervision for
transfers, walking and mobility. The FCS listed
assistive devices of a wheelchair.

The significant change negotiated service
agreement/health care service plan (NSA/HCSP)
dated 07/22/2020 and without further revision
until 09/18/2020, directed staff to provide
assistance of 1 staff with bathing, dressing and
toileting (no specifics listed regarding toileting).
The NSA/HCSP directed staff to provide
supervision for transfers and walking/mobility with
the use of a wheelchair. Licensed nurses or
medication aides would manage the resident's
medications and medical treatments.
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The NSA/HCSP did not reflect any skin or wound
care conditions. She had incontinency of the
bladder. The fall intervention care plan indicated
the resident utilized a bed alarm device to alert
staff when she attempted to get out of bed on her
own and directed staff to answer the call light
promptly.

Review of the resident progress notes between
06/05/2020 at 6:55 PM through 09/20/2020 at
12:36 PM revealed the following entries: on
08/30/2020 at 10:27 AM the resident presented
with body aches, elevated temperature and low
oxygen saturation. She was transferred to the
emergency room by emergency medical services.
An entry at 1:27 PM indicated the resident
admitted to the hospital with a positive for
COVID-19 test. On 09/01/2020 at 4:15 PM the
resident arrived back to the facility. The note
indicated the resident had a Mepilex border
dressing on her right heel which was removed by
licensed nurse C. The nurse indicated the right
heel had no open areas but did not include what
the resident's skin looked like as far as color,
tissue consistency or other indicators of
impairment. Licensed nurse C noted resident's
buttocks and coccyx were reddened and applied
"calmo" ointment (Calmoseptine-containing zinc
oxide and menthol to treat irritated skin from
wetness). The resident progress notes lacked any
other interventions put into place to promote
healing or prevention of worsening or
development of pressure ulcer (injury to skin and
underlining tissue resulting from prolonged
pressure on the skin). The next three entries
dated 09/01/2020 at 4:27 PM, 09/04/2020 at 2:50
PM and 09/08/2020 at 3:11 PM lacked any
information about the resident's skin condition,
interventions if any put into place to promote
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healing or prevent further skin impairment. An
entry dated 09/11/2020 at 1:04 PM indicated
licensed nurse C assessed the resident's
buttocks at the request of licensed nurse B. Upon
assessment she discovered the resident's
buttocks were noted to be dark in color with areas
of sloughing and excoriation. Her left buttock
noted to have two open areas 3 centimeters (cm)
by 2 cm. Licensed nurse C notified the physician
and obtained treatment orders. She indicated
staff were to encourage the resident to remain on
bed rest unless eating for the next 48 to 72 hours.
The note lacked any information related to turning
and repositioning assistance while on bed rest.
The note indicated a gel cushion was ordered for
the wheelchair scheduled to arrive on 09/14/2020.

During a meeting with administrator/operator D,
licensed nurse C and licensed nurse B on
09/22/2020 at 4:35 PM a discussion regarding the
resident's skin condition took place. Licensed
nurse B confirmed the only intervention put into
place on 09/01/2020 when the resident returned
from the hospital with a reddened buttock was the
"calmo" ointment and she confirmed no changes
were made to the NSA/HCSP regarding the open
areas discovered on 09/11 2020 until the new
NSA/HSCP created on 09/18/2020 with changes
to the transfers and walking/mobility of physical
assistance with 1 staff, physical assistance with
meals, and addition of Hospice services. The
NSA/HCSP still lacked an indicator of skin
impairment or interventions.

The administrator/operator failed to ensure a
licensed nurse provided or coordinated the
provision of necessary health care services to
meet the needs for resident #571 following
hospitalization for respiratory illness. The resident
returned after a hospital stay on 09/01/2020 with
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dressing in place on the right heel and reddened
buttock/coccyx area. The resident developed 2
open areas on the buttocks as of 09/11/2020. The
resident's electronic and/or paper records lacked
evidence of interventions to promote healing and
prevent further breakdown from the time of
admission with a known potential for impairment.
On 09/18/2020 (post development of the open
areas) the NSA/HSCP was revised but still lacked
information about the resident's impaired skin or
interventions to promote healing and prevent
further development.

- Record review revealed resident #864 admitted
to the facility on 08/04/2020 with diagnoses of a
fractured right femur, acute and chronic
respiratory failure, history of trans ischemic
attacks (mini strokes), dementia without
behavioral disturbances, obstructive sleep apnea,
hypertension, heart failure, chronic obstructive
pulmonary disease and hypothyroidism.

The admission functional capacity screen dated
08/04/2020 identified the resident with short-term
and memory recall deficit. He required physical
assistance with bathing, dressing, toileting,
transfers, walking and mobility. He required
physical assistance with medication and
treatment management. Licensed nurse C
marked the resident as being incontinent of
bladder and at risk for falls. He used assistive
devices of a walker and a wheelchair.

The negotiated service agreement/health service
care plan (NSA/HCSP) dated 08/04/2020 directed
staff to provide two-person assistance with a gait
belt for bathing, dressing, toileting and transfers.
He could walk with assistance of 1 staff. The
NSA/HCSP indicated the resident was incontinent
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of bladder and frequently incontinent of bowel. He
required physical assistance for perineal care and
use of incontinent products. A licensed nurse or
medication aide would provide the resident's
medications and treatments. He utilized assistive
devices of a walker and a wheelchair. The
NSA/HCSP lacked any information regarding the
resident being at risk for skin impairment related
to dependency for mobility and incontinence of
bowel and bladder. The NSA/HSCP lacked a
revision following the development of skin
impairment as of 09/11/2020.

Review of the resident progress notes between
08/04/2020 at 3:47 PM through 09/16/2020 at
2:01 PM revealed the following entries: on
08/04/2020 at 3:47 PM the resident arrived at the
facility ... was given a shower to assess his skin.
Licensed nurse C noted the resident's buttocks to
be red and he was incontinent of bowel and
bladder. Staff assisted the resident to his room
and to bed per his request. The note indicated the
resident would remain on isolation precaution due
to the COVID-19 for 14 days. The next entry
dated 08/23/2020 at 5:04 PM indicated the
resident displayed behaviors at the dinner table,
yelled and threatened other residents. Staff
assisted the resident to his room. At 5:10 PM
staff heard a bang and found the resident on the
floor. At 9:47 PM the note indicated the resident's
vital signs were stable and his neurological
checks were at baseline. The next entry dated
08/24/2020 at 8:32 AM by licensed nurse B
indicated the resident complained of his bottom
being sore. The nurse assessed the area and got
an order for "calmo" twice a day to redness and
she would continue to monitor. The next four
entries dated 08/24/2020 at 9:24 AM, 08/28/2020
at 7:33 PM, 09/02/2020 at 8:51 PM and
09/02/2020 at 9:36 PM lacked any information
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about the resident's skin condition. On
09/02/2020 at 8:51 PM licensed nurse B wrote
she notified the family member of the resident
testing positive for COVID-19. The next entry
dated 09/09/2020 at 1:26 PM indicated licensed
nurse B received a phone call from certified
medication aide (CMA) FF concerning while she
and CMA A assisted the resident, they noted the
resident with bleeding coming from the coccyx.
The nurse assessed the area and noted shearing
on the top right of his coccyx and in the middle of
the cheeks. She applied "calmo" and planned to
monitor. The next entry dated 09/11/2020 at
12:31 PM by licensed nurse C indicated she
assessed the resident's buttocks at the request of
licensed nurse B. Upon assessment she noted
the resident's buttocks to be a darkened color
with areas of sloughing and excoriation. His right
buttock was noted to have an open area
measuring 8.0 centimeters (cm) by 4.5 cm and an
area to the gluteal cleft of 5.5 cm by 2.5 cm.
Licensed nurse C contacted the medical care
provider and began a treatment order of Zeasorb
powder, 50/50 mixture of Vaseline and
calmoseptine to the buttocks 4 times a day, staff
to encourage the resident to remain on bed rest
unless eating for 48 to 72 hours with no mention
of a turning/repositioning schedule or any use of
devices to reduce pressure to the area. The note
indicated the nurse notified the family, ordered a
gel cushion for the wheelchair which was
scheduled to arrive on 09/14/2020.

During a meeting on 09/22/2020 at 4:35 PM with
administrator/operator D, licensed nurse C and
licensed nurse B the nurses indicated certified
medication aides and certified nursing assistants
should check the resident's skin daily with cares
and during bathing with an expectation to report
skin issues to the nurse. Licensed nurse C
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confirmed the nurses do not have a set routine
for skin checks. Licensed nurse B confirmed the
progress notes as accurate and she had not put
any other interventions in place for the skin
impairment other than the "calmo". Licensed
nurse B also confirmed the NSA/HCSP lacked a
revision to address the resident's skin condition
with interventions to promote healing and reduce
the risk for further development.

The administrator/operator failed to ensure a
licensed nurse provided or coordinated the
provision of necessary health care services to
meet the needs for resident #864 at the time of
admission to address reddened buttocks at risk
for pressure ulcer development related to a
dependency on staff for transfers and toileting
with incontinence of bowel and bladder. The
resident reported a sore bottom on 08/24/2020
with noted redness and began a topical treatment
without any further interventions to reduce the
risk of worsening. The record lacked evidence of
routine monitoring of the area, the resident tested
positive for COVID-19 on 09/02/2020 (a
respiratory illness) with probable decreased
activities and weakness. On 09/09/2020 the
resident was noted to have bleeding from the
buttock/coccyx area with shearing (a force
generated when the skin is moved against a fixed
surface such as a bony skeleton moving in an
opposite direction to the surface of the skin)
without any additional interventions to promote
healing, prevent further tissue damage or
reduction of pressure. The resident developed 2
open areas (1 on the right buttock and 1 at the
gluteal cleft) as of 09/11/2020. The resident's
electronic and/or paper records lacked evidence
of interventions to promote healing and prevent
further breakdown from the time of admission
with a known potential for impairment and without
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any revisions post development of soreness,
shearing and open areas.

- Record review for resident #789 revealed an
admission date of 01/15/2020 with no diagnoses
listed in the electronic record.

The admission functional capacity screen (FCS)
dated 01/15/2020 identified the resident with
short-term memory and memory recall deficits.
He was further identified as independent with all
activities of daily living but required physical
assistance with medication and treatment
management. He had impaired vision and utilized
a walker for mobility. The FCS did not identify any
behaviors.

The negotiated service agreement/health care
service plan (NSA/HCSP) dated 01/15/2020 and
without revision directed staff the resident was
independent with all activities of daily living. He
required physical assistance with meal
preparation, shopping, money management,
transportation, medication and treatment
management. The NSA/HCSP indicated the
resident had short-term memory and memory
recall deficit but did not include any specific
directions to staff on how to manage the deficits.
He had the capacity to understand and be
understood by others. He had impaired vision,
wore hearing aids, utilized a walker for mobility
and had no inappropriate behaviors indicated.

Review of the resident progress notes between
01/15/2020 at 10:34 AM and 08/28/2020 at 5:37
PM revealed the following entries: on 01/27/2020
at 8:13 AM indicated the resident displayed
inappropriate sexual behaviors, the family was
aware of this and stated it was an ongoing issue.
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Licensed nurse B sent a communication to the
medical care provider and received a new order
for Cimetidine 300 milligrams twice a day. The
NSA/HCSP lacked a revision with interventions to
address the sexually inappropriate behavior. The
next entry dated 01/31/2020 at 10:59 AM only
included orders for the resident to receive
Tamiflu. The next entry dated 02/13/2020 at 8:20
AM by licensed nurse B indicated the new
medication for inappropriate sexual behavior
seemed to help the resident and she would
continue to monitor. The next entry dated
03/17/2020 at 1:25 PM indicated certified
medication aide (CMA) NN observed an
unidentified resident sitting on the couch when
resident #789 went and sat on the couch beside
the unidentified resident. CMA NN watched
resident #789 place his hand on the inner thigh of
the unidentified resident. Resident #789 began
rubbing the unidentified resident's leg. CMA NN
then asked resident #789 to please get up and
move to a different chair. Licensed nurse B
indicated she would continue to monitor. The next
entry dated 03/24/2020 at 1:07 PM indicated
unidentified dietary staff observed resident #789
go into the parlor and sit down to chat with
another resident (unidentified). Resident #789
asked the unidentified resident if he could touch
her. The unidentified resident said, "l guess".
Resident #789 replied with "Okay, open your
legs" as he began to reach towards her legs. The
unidentified dietary staff stepped into the
conversation and asked resident #789 to move to
another seat. Licensed nurse B indicated she
would continue to monitor. The next entry dated
04/10/2020 at 1:21 PM indicated CMA OO
observed resident #789 lean across the table and
ask another (unidentified) resident if she had a
boyfriend and if she liked sex. The other resident
removed herself from the situation and CMA OO
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removed resident #789 from the situation and he
went back to his room. Licensed nurse B
indicated she would continue to monitor. The next
entry dated 04/14/2020 at 1:24 PM indicated CMA
A assisted an unidentified resident to get ready
for the day when resident #789 opened the
unidentified resident's door and tried to walk in
the room. CMA A tried to redirect and educate
resident #789 that he cannot just walk into other
neighbors' rooms and he began to get upset. The
resident eventually went back to his room.
Licensed nurse B indicated she would continue to
monitor with no update to the NSA/HCSP. The
next entry dated 04/14/2020 at 1:34 PM which
indicated during lunch resident #789 sat with
another (unidentified) resident and began to ask
the unidentified resident about personal body
parts ... CMA A ask resident #789 to change the
subject. When resident #789 would not change
the subject, he was removed from the table.
Licensed nurse B indicated she would continue to
monitor. The next entry 04/15/2020 at 1:29 PM
CMA OO while doing rounds in the building found
resident #789 in another resident's (unidentified)
room on their bed. When resident #789 was
removed from the unidentified resident's room the
unidentified resident asked for their door to be
closed because resident #789 made the
unidentified resident nervous an uncomfortable.
The unidentified resident reported resident #789
asked her if she was married and if she liked sex.
Licensed nurse B indicated she would continue to
monitor. The next entry dated 04/16/2020 at 2:17
PM indicated CMA OO heard resident #789 ask
an unidentified resident if she liked sex. The
unidentified residents started to move away from
resident #789 when he then asked another
unidentified resident an explicit sexual question ...
CMA OO removed resident #789 from the
situation and walked him to his room. Licensed
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nurse B indicated she would continue to monitor.
All of the above incidents of sexually
inappropriate behavior were not addressed in the
NSA/HCSP with interventions for staff regarding
supervision, distraction and other activities for the
resident. The next entry dated 04/21/2020 at 2:21
PM licensed nurse B wrote the resident had more
frequent inappropriate sexual behaviors lately and
she sent a communication to the medical care
provider ... On 04/22/2020 at 8:55 AM the
medical care provider sent back a communication
with new orders to increase the Cimetidine to 400
milligrams twice a day. The resident progress
notes lacked any further entries related to
sexually inappropriate behavior between
04/22/2020 and 08/05/2020 when the resident
began having a health decline.

During a conversation on 09/22/2020 at 4:35 PM
with administrator/operator D, licensed nurse B
and C regarding the resident's sexually
inappropriate behavior and the lack identification
or interventions on the NSA/HSCP. Licensed
nurse C confirmed she was unaware of the
sexually inappropriate behavior until after
admission, as family had not shared this history.
Licensed nurse B confirmed she failed to revise
the NSA/HCSP after learning of the sexually
inappropriate behavior and allowed resident #789
to display this behavior from 03/17/2020 until
04/21/2020 when she consulted with the medical
care provider.

The administrator/operator failed to ensure a
licensed nurse provided and/or coordinated the
necessary services to meet the needs for
resident #789 in regards to sexually inappropriate
behavior.
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- On 09/17/2020 licensed nurse C provided the
resident roster which failed to identify any
residents having bed assist devices.

Record review for resident #273 revealed an
admission date of 06/23/2020 with diagnoses of
hypertension, insulin dependent diabetes mellitus,
coronary artery bypass graft, history of mental
and behavioral issues and major depressive
disorder.

The admission functional capacity (FCS) dated
06/23/2020 identified the resident with short-term
and memory recall deficit. She needed physical
assistance with all activities of daily living except
eating and was identified as at risk for falls. The
FCS indicated the resident used a walker and a
wheelchair with no other assistive device
indicated.

The negotiated service agreement/health care
service plan (NSA/HCSP) dated 06/23/2020
directed nursing staff to assist the resident with 1
staff for dressing, bathing, toileting, transfers,
walking and mobility using a walker with no other
assistive device identified. The NSA/HCSP
indicated the resident was at risk for falls and
directed to see the intervention care plan. No fall
intervention care plan for this resident was
provided.

Review of the electronic record revealed no
assessment for the use of a bed assist device to
ensure the device was not being used as a
restraint, the resident was safe to use the bed
assist device, the device was securely attached to
the bed and not a potential risk for entrapment.

Review of the resident progress notes between
07/04/2020 at 12:45 PM and 09/19/2020 at 4:40
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PM revealed no information regarding the use of
a bed assist device.

Observation on 09/17/2020 during the initial tour
starting at 10:23 AM revealed the resident's bed
had a small assistive device on the side towards
the room with the other side of the bed against
the wall. The assistive device had 3 horizontal
bars which appeared closely spaced.

Interview on 09/22/2020 at 4:49 PM with licensed
nurse B and C confirmed neither nurse performed
an assessment of the bed assist device and the
record lacked an assessment of the resident, the
bed assistive device and/or any possible risk for
entrapment.

The FDA (food and drug administration) Hospital
Bed System Dimensional and Assessment
Guidance to Reduce Entrapment dated 3/10/06
listed 4 zones of greatest concern with specific
measurements to reduce the risk of entrapment
as follows:

Zone 1 within the rail should measure less than 4
and 3/4 inches

Zone 2 under the rail, between the rail supports
or next to a single rail support should measure
less than 4 and % inches

Zone 3 between the rail and the mattress should
measure less than 4 and 3/4 inches

Zone 4 under the rail at the ends of the rail should
measure less than 2 and 3/8 inches.

The administrator/operator failed to ensure a
licensed nurse provided or coordinated necessary
services regarding the use of a bed assist device
for this resident.

- On 09/17/2020 licensed nurse C provided the
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resident roster which failed to identify any
residents having bed assist devices.

Record review for resident #633 revealed an
admission date of 06/15/2020 with no diagnoses
listed in the electronic resident record.

The admission functional capacity screen dated
06/15/2020 identified the resident with cognitive
impairment in short-term memory and memory
recall. She required physical assistance in
bathing, dressing and medication management.
She had impaired vision and used a walker for
mobility with no other assistive devices indicated.

The negotiated service agreement/health care
services plan (NSA/HCSP) dated 06/15/2020
directed nursing staff to provide the resident with
assistance in bathing, dressing (daily), medication
management and supervision with toileting. The
NSA/HCSP identified the resident as independent
with mobility, transfers and eating. The
NSA/HCSP lacked the use of a bed assistive
device.

Review of the electronic record revealed no
assessment for the use of a bed assist device to
ensure the device was not being used as a
restraint, the resident was safe to use the bed
assist device, the device was securely attached to
the bed and not a potential risk for entrapment.

Observation during the initial tour on 09/17/2020
which began at 10:23 AM revealed the resident's
bed positioned with 1 side against the wall and
the side outwards to the room had an
upside-down U-shaped bed assist device. The
bed assist device freely moved out from under
the mattress with pressure applied and the only
thing stopping the movement was a table beside
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the bed approximately 5 inches away. The gap
between the gap between 2 upright bars
measured approximately 18 inches and from the
top of the bed assist device to the mattress
measured approximately 17.5 inches.

Interview on 09/22/2020 at 4:49 PM with licensed
nurse C confirmed the record lacked an
assessment of the resident, the bed assistive
device and/or any possible risk for entrapment.

The FDA (food and drug administration) Hospital
Bed System Dimensional and Assessment
Guidance to Reduce Entrapment dated 3/10/06
listed 4 zones of greatest concern with specific
measurements to reduce the risk of entrapment
as follows:

Zone 1 within the rail should measure less than 4
and 3/4 inches

Zone 2 under the rail, between the rail supports
or next to a single rail support should measure
less than 4 and % inches

Zone 3 between the rail and the mattress should
measure less than 4 and 3/4 inches

Zone 4 under the rail at the ends of the rail should
measure less than 2 and 3/8 inches.

The administrator failed to ensure a licensed
nurse provided or coordinated the provision of
necessary health care services which met the
needs of this resident regarding the use of a bed
assistive device.

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
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supervision of the plan.

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

The facility reported a census of 13 residents.
The sample included 3 residents and focused
reviews of 4 residents. Based on interview and
record review the administrator/operator failed to
ensure each resident's negotiated service
agreement included the name of the licensed
nurse responsible for the implementation and
supervision of the health care service plan for 7 of
7 residents reviewed (#273, #348, #422, #571,
#633, #789 and #864). This deficient practice
affected the NSA/HCSP of all residents based on
interview with licensed nurse C.

Findings included:

- Review of the record for resident #273 revealed
an admission date of 6/23/2020.

The admission functional capacity screen
identified the resident with cognitive impairment in
short-term memory and memory recall. She
required physical assistance for all activities of
daily living except eating (bathing, dressing,
toileting, walking/mobility and transfers). She was
at risk for falls and used mobility devices of a
walker and a wheelchair.

The negotiated service agreement/health care
services plan (NSA/HCSP) dated 6/23/2020
directed nursing staff to provide the resident with
assistance in bathing, dressing (daily), toileting,
transfers, walking/mobility and medication
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management. The NSA/HCSP lacked
identification of the licensed nurse responsible for
implementation and supervision of the health care
service plan. The final page of the document only
included a signature line and listed the name of a
facility licensed nurse.

- Record review of the record for resident #633
revealed an admission date of 06/15/2020.

The admission functional capacity screen dated
06/15/2020 identified the resident with deficits in
short-term memory and memory recall. She
required physical assistance in bathing, dressing
and medication management.

The negotiated service agreement/health care
services plan (NSA/HCSP) dated 06/15/2020
directed nursing staff to provide the resident with
assistance in bathing, dressing (daily), and
medication management. The NSA/HCSP lacked
identification of the licensed nurse responsible for
implementation and supervision of the health care
service plan. The final page of the document only
included a signature line and listed the name of a
facility licensed nurse.

- Record review of the record for resident #422
revealed an admission date of 10/14/2019.

The admission functional capacity screen dated
10/14/2019 identified the resident with cognitive
impairment in all aspects. She required physical
assistance with bathing, toileting and medication
management.

The negotiated service agreement/health care
services plan (NSA/HCSP) dated 10/14/19
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directed nursing staff to provide the resident with
assistance in bathing, toileting and medication
management. The NSA/HCSP lacked
identification of the licensed nurse responsible for
implementation and supervision of the health care
service plan. The final page of the document only
included a signature line and listed the name of a
facility licensed nurse.

- Record review of the record for resident #348
revealed an admission date of 10/07/2019.

The admission functional capacity screen dated
10/07/2019 identified the resident with cognitive
impairment in all aspects except long-term
memory. She required physical assistance with
bathing, dressing, eating, and medication
management.

The negotiated service agreement/health care
services plan (NSA/HCSP) dated 10/07/2019
directed nursing staff to provide the resident with
assistance in bathing, dressing and medication
management. . The NSA/HCSP lacked
identification of the licensed nurse responsible for
implementation and supervision of the health care
service plan. The final page of the document only
included a signature line and listed the name of a
facility licensed nurse.

- Record review for resident #571 revealed an
admission date of 03/23/2020.

The admission functional capacity screen (FCS)
dated 03/23/2020 identified the resident's
cognition status with only a memory recall deficit.
She required physical assistance with bathing,
dressing, toileting and medication/treatment
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management.

The significant change negotiated service
agreement/health care service plan (NSA/HCSP)
dated 07/22/2020 and without further revision
until 09/18/2020, directed staff to provide 1 staff
assistance with bathing, dressing and toileting (no
specifics listed regarding toileting). Licensed
nurses or medication aides would manage the
resident's medications and medical treatments.
The NSA/HCSP lacked identification of the
licensed nurse responsible for implementation
and supervision of the health care service plan.
The final page of the document only included a
signature line and listed the name of a facility
licensed nurse.

- Record review revealed resident #864 admitted
to the facility on 08/04/2020.

The admission functional capacity screen dated
08/04/2020 identified the resident with short-term
and memory recall deficit. He required physical
assistance with bathing, dressing, toileting,
transfers, walking and mobility as well as
medication and treatment management. Licensed
nurse C marked the resident as being incontinent
of bladder and at risk for falls.

The negotiated service agreement/health service
care plan (NSA/HCSP) dated 08/04/2020 directed
staff to provide two-person assistance with a gait
belt for bathing, dressing, toileting and transfers.
He could walk with assistance of 1 staff. The
NSA/HCSP indicated the resident was incontinent
of bladder and frequently incontinent of bowel. He
required physical assistance for perineal care and
use of incontinent products. A licensed nurse or
medication aide would provide the resident's
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medications and treatments. The NSA/HCSP
lacked identification of the licensed nurse
responsible for implementation and supervision of
the health care service plan. The final page of the
document only included a signature line and listed
the name of a facility licensed nurse.

- Record review for resident number #789
revealed an admission date of 01/15/2020.

The admission functional capacity screen dated
01/15/2020 indicated the resident had short-term
and memory recall deficits. He required physical
assistance with medication and treatment
management.

The negotiated service agreement/health care
service plan (NSA/HCSP) dated 01/15/2020
indicated licensed nurses or certified medication
aides would administered the resident's
medications. The NSA/HCSP lacked identification
of the licensed nurse responsible for
implementation and supervision of the health care
service plan. The final page of the document only
included a signature line and listed the name of a
facility licensed nurse.

- During a conversation on 09/22/2020 at 4:50
PM with administrator/operator D, licensed nurse
C and licensed nurse B confirmed the NSA/HSCP
failed to clearly identify the licensed nurse
responsible for the implementation and
supervision of the health care service plan.
License nurse C stated, she understood the
signature to be the nurse responsible but
confirmed the document lacked the distinction.
She confirmed all residents NSA/HSCP would
lack the identification of the licensed nurse
responsible.
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For all of the above findings, the
administrator/operator failed to ensure each
resident's negotiated service agreement included
the name of the licensed nurse responsible for
the implementation and supervision of the health
care service plan for all the residents.

26-41-205 (d) (4) Delegation of Medication
Administration

(4) Any licensed nurse may delegate nursing
procedures not included in the medication aide
curriculum to medication aides under the Kansas
nurse practice act, K.S.A. 65-1124 and
amendments thereto.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-205 (d)(4)

The facility reported a census of 13 residents.
Licensed nurse C reported facility certified
medication aides (CMAs) and certified nurse
aides (CNAs) performed blood sugar testing on
residents. Based on interview and record review
the administrator failed to ensure a licensed
nurse oriented and instructed 3 of 3 sampled
CMAS/CNA (CNA P, CMA Q, and CMA N) in the
performance of blood sugar testing, and failed to
document a demonstration of the competency
signed by the nurse and the CMA/CNA in each
employee's personnel record.

Findings included:

- On 09/21/2020 at 3:45 PM Licensed nurse C
provided single page documentation for blood
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sugar testing delegation to CMAs/CNA as follows:
The blood sugar testing page dated 10/16/2019
for CMA Q listed her name in the same
handwriting as licensed nurse C. The portion
titled signature of competency verifier included a
first and last initial of licensed nurse C and not a
signature. The document lacked a signature by
the CMA to indicate the CMAs concurrence with
the competency evaluation.

The blood sugar testing page dated 01/21/2020
for CMA N listed her name in the same
handwriting as licensed nurse C. The portion
titled signature of competency verifier included a
first and last initial of licensed nurse C and not a
signature. The document lacked a signature by
the CMA to indicate the CMAs concurrence with
the competency evaluation.

The blood sugar testing page dated 08/18/2020
for CNA P listed her name in the same
handwriting as licensed nurse C. The portion
titled signature of competency verifier included a
first and last initial of licensed nurse C and not a
signature. The document lacked a signature by
the CNA to indicate the CNAs concurrence with
the competency evaluation.

Interview on 09/21/2020 at 3:45 PM with licensed
nurse C confirmed the documents for the above
CMAs/CNAs failed to include co-signatures by
the CMA/CNA and the licensed nurse who
delegated the nursing task of blood sugar testing.

The administrator failed to ensure a licensed
nurse oriented and instructed 3 of 3 sampled
certified CMAs/CNA (CNA P, CMA Q, and CMA
N) in the performance of blood sugar testing, and
failed to document a demonstration of the
competency signed by the nurse and the
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CMAJ/CNA in each employee's personnel record.

26-41-205 (g) (3) OVER THE COUNTER
DRUGS

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

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

The facility reported a census of 13 residents.
Based on observation and staff interview the
operator failed to ensure a licensed pharmacist or
licensed nurse placed the full name of the
resident on over the counter (OTC) medications
and failed to write the name on both the original
manufacture's package of OTC medication and
the container, bottle, or tube which could be
removed from the original package. This deficient
practice affected residents #348 and #633.

Findings included:

- On 09/17/2020 licensed nurse C provided a
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resident roster which identified the facility
managed medications for all 13 residents.

On 09/21/2020 at 12:39 PM licensed nurse B
opened the locked medication cabinet for
resident #348 located in the resident's room.
Observation revealed the OTC medication Ayr
nasal gel box and bottle were not labeled with the
resident's full name. She confirmed the OTC
medication and container lacked the resident's
full name.

On 09/21/2020 at 12:43 PM licensed nurse B
opened the locked medication cabinet for
resident #633 located in the resident's room.
Observation revealed the following OTC's
medication bottles of Tylenol, Vitamin D3, and a
bottle of Nasal spray, which were not labeled with
the resident full name: Licensed nurse B
confirmed the OTC bottles lacked the resident's
full name.

The operator failed to ensure a licensed
pharmacist or licensed nurse placed the full name
of the resident on OTC medications and failed to
write the name on both the original manufacture's
package of OTC medications container, bottle, or
tube which could be removed from the original
package. This deficient practice affected
residents #348 and #633.

26-41-103 (c) Staff Development on Dementia

(c) If the facility admits residents with dementia,
the administrator or operator shall ensure the
provision of staff orientation and in-service
education on the treatment and appropriate
response to persons who exhibit behaviors
associated with dementia.
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This REQUIREMENT is not met as evidenced
by:
KAR 26-41-103 (c)
The memory care facility reported a census of 13
residents and identified all with cognitive
impairment. The sample included 3 residents and
4 residents for a focused review. Based on
interview and record review the
administrator/operator failed to ensure the
provision of staff orientation and in-service
education on the treatment and appropriate
responses to persons who exhibit behaviors
associated with dementia. This deficient practice
affected 2 of 7 sampled resident (#789 and #864)
who displayed behaviors and had the potential to
affect all residents.
Findings included:
- Record review for resident #789 revealed an
admission date of 01/15/2020 with no diagnoses
listed in the electronic record.
The admission functional capacity screen
(FCS)dated 01/15/2020 identified the resident
with short-term memory and memory recall
deficits. He was further identified as independent
with all activities of daily living but required
physical assistance with medication and
treatment management. He had impaired vision
and utilized a walker for mobility. The FCS did not
identify any behaviors.
The negotiated service agreement/HCSP
(NSA/HCSP) dated 01/15/2020 and without
revision directed staff the resident was
independent with all activities of daily living. He
STATE FORM 6899 GCYY11 If continuation sheet 44 of 66
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required physical assistance with meal
preparation, shopping, money management,
transportation, medication and treatment
management. The NSA/HCSP indicated the
resident had short-term memory and memory
recall deficit but did not include any specific
directions to staff on how to manage the deficits.
He had the capacity to understand and be
understood by others. He had impaired vision,
wore hearing aids, utilized a walker for mobility
and had no inappropriate behaviors indicated.

Review of the resident progress notes between
01/15/2020 at 10:34 AM and 08/28/2020 at 5:37
PM revealed 8 different entries of socially
inappropriate sexually behavior with no revisions
to the NSA/HCSP for directions to staff on how to
manage the behaviors.

- Record review revealed resident #864 admitted
to the facility on 08/04/2020 with diagnoses of a
fractured right femur, acute and chronic
respiratory failure, history of trans ischemic
attacks (mini strokes), dementia without
behavioral disturbances, obstructive sleep apnea,
hypertension, heart failure, chronic obstructive
pulmonary disease and hypothyroidism.

The admission functional capacity screen dated
08/04/2020 identified the resident with short-term
and memory recall deficit. He required physical
assistance with bathing, dressing, toileting,
transfers, walking and mobility. He required
physical assistance with medication and
treatment management. Under current or recent
problems or risks licensed nurse C marked the
resident as at risk for falls with no other areas
marked. The FCS indicated the resident received
2 different medications for treatment of dementia.
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The negotiated service agreement/health service
care plan (NSA/HCSP) dated 08/04/2020 directed
staff to provide two-person assistance with a gait
belt for bathing, dressing, toileting and transfers.
He could walk with assistance of 1 staff. The
NSA/HCSP included the resident had short-term
memory and memory/recall issues but failed to
include any specific directions to staff on how to
manage the deficit and did not reflect any
behavioral concerns.

Review of the resident progress notes between
08/04/2020 at 3:47 PM through 09/16/2020 at
2:01 PM revealed on 08/23/2020 at 5:04 PM the
resident displayed socially inappropriate behavior
... ran over another resident's toes with his
wheelchair, yelled out and threatened to beat
another resident and staff. On 08/24/2020 at 9:24
AM the resident was restless and agitated this
morning before breakfast, yelling out "help, help"
and then when staff went to help, he stated he did
not need anything, and he threatened to hit staff.
On 09/09/2020 at 1:26 PM while certified
medication aides FF and A assisted the resident
to walk, he stated, "I'm done are you going to
catch me?" and staff had to lower the resident to
the floor.

- Review of the personnel records for 5 staff hired
(licensed nurse C, certified nurse aide P, dietary
staff O, certified medication aides N and Q) since
the facility opened on 10/04/2019 revealed only
licensed nurse C had documentation of dementia
training.

Interview on 09/21/2020 at 3:45 PM with licensed
nurse C confirmed none of the employees hired
since the facility opened on 10/04/2019 had
documentation of dementia training to know how
to handle persons exhibiting behaviors
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associated with dementia.

For all of the above findings, the
administrator/operator failed to ensure the
provision of staff orientation and in-service
education on the treatment and appropriate
responses to person who exhibit behaviors
associated with dementia. This deficient practice
affected 2 of 7 sampled resident (#789 and #864)
who displayed inappropriate behaviors and had
the potential to affect all residents.

26-41-102 (a) Staff Qualifications Sufficent Staff

(a) The administrator or operator of each assisted
living facility or residential health care facility shall
ensure the provision of a sufficient number of
qualified personnel to provide each resident with
services and care in accordance with that
resident ' s functional capacity screening, health
care service plan, and negotiated service
agreement.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-102 (a)

The facility reported a census of 13 residents.
The sample included 3 resident and 4 residents
for focused review. Based on record review and
interview the administrator/operator failed to
ensure the provision of a sufficient number of
qualified personnel to provide each resident with
services and cares in accordance with that
resident's functional capacity screening, health
care service plan and negotiated service
agreement for 1 of 7 sampled residents (#789)
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regarding the need for a 2 person assistance with
cares.

Findings included:

- Record review revealed resident #864 admitted
to the facility on 08/04/2020 with diagnoses of a
fractured right femur, acute and chronic
respiratory failure, history of trans ischemic
attacks (mini strokes), dementia without
behavioral disturbances, obstructive sleep apnea,
hypertension, heart failure, chronic obstructive
pulmonary disease and hypothyroidism.

The admission functional capacity screen dated
08/04/2020 identified the resident with short-term
and memory recall deficit. He required physical
assistance with bathing, dressing, toileting,
transfers, walking and mobility. He required
physical assistance with medication and
treatment management. Licensed nurse C
marked the resident as being incontinent of
bladder and at risk for falls. He used assistive
devices of a walker and a wheelchair.

The negotiated service agreement/health service
care plan (NSA/HCSP) dated 08/04/2020 directed
staff to provide two-person assistance with a gait
belt for bathing, dressing, toileting and transfers.
He could walk with assistance of 1 staff. The
NSA/HCSP indicated the resident was incontinent
of bladder and frequently incontinent of bowel. He
required physical assistance for perineal care and
use of incontinent products. He was at risk for
falls, utilized assistive devices of a walker and a
wheelchair.

Review of the staffing schedule between July 19,
2020 and September 26, 2020 revealed the
facility only had 1 staff on duty during the night
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shift on the following days: Sunday 07/19/2020,
Sunday 07/26/2020, Saturday and Sunday 08/08
& 09/2020, Saturday and Sunday 08/22 &
23/2020, Saturday and Sunday 09/05 & 06/2020
and Friday, Saturday and Sunday 09/18, 19 &
20/2020.

Confidential interviews with 3 direct care staff on
09/21/2020 confirmed the resident was a 2
person assist with cares.

During a meeting on 09/22/2020 at 4:35 PM with
administrator/operator D, licensed nurses B and
C, licensed nurse B confirmed resident #864
required a 2 person assist with cares because of
behaviors. Licensed nurse C confirmed on the
above dates from the schedule only 1 staff was
on duty for the night shift.

The administrator/operator failed to ensure the
provision of a sufficient number of qualified
personnel to provide each resident with services
and cares in accordance with that resident's
functional capacity screening, health care service
plan and negotiated service agreement for
sampled resident #789 regarding the need for a 2
person assistance with cares.

26-41-102 (d) Staff Qualifications Employee
Records

(d) The employee records and agency staff
records shall contain the following
documentation:

(1) Evidence of licensure, registration,
certification, or a certificate of successful
completion of a training course for each
employee performing a function that requires
specialized education or training;
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(2) supporting documentation for criminal
background checks of facility staff and contract
staff, excluding any staff licensed or registered by
a state agency, pursuant to K.S.A. 39-970 and
amendments thereto;

(3) supporting documentation from the Kansas
nurse aide registry that the individual does not
have a finding of having abused, neglected, or
exploited a resident in an adult care home; and
(4) supporting documentation that the individual
does not have a finding of having abused,
neglected, or exploited any resident in an adult
care home, from the nurse aide registry in each
state in which the individual has been known to
have worked as a certified nurse aide.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-102 (d)(3)

The facility reported a census of 13 residents.
Based on interview and record review the
administrator failed to have evidence of
verification from certified nurse aide registry for 3
of 3 certified staff reviewed (certified nurse aide
P, and certified medication aides N and Q), as
required to ensure the individual did not have a
finding of abuse/neglect/exploitation. All 3
certified staff had the potential to provide care to
all the residents.

Findings included:
- Personnel record review on 09/21/2020 at 1:50

PM revealed for certified nurse aide (CNA) P, she
began employment on 08/10/2020. The

S$3248

STATE FORM

6899 GCYYMN If continuation sheet 50 of 66




Kansas Department on Aging

PRINTED: 10/12/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

N087087

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

Cc
09/30/2020

NAME OF PROVIDER OR SUPPLIER

DOVE ESTATES MEMORY HAVEN

STREET ADDRESS, CITY, STATE, ZIP CODE

1500 S 183RD STW
GODDARD, KS 67052

PREFIX

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

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

(X5)
COMPLETE

DEFICIENCY)

S§3248

S3305
SS=L

Continued From page 50

personnel file lacked evidence the nurse aide
registry verification was conducted prior to
08/10/2020. The document in the personnel file
lacked the date stamp of when the verification
was performed.

The personnel record for certified medication aide
(CMA) N revealed she started employment on
01/20/2020, the verification with the nurse aide
registry was date stamped 09/21/2020.

The personnel record for CMA Q revealed
employment began on 07/08/2020. The
personnel file lacked evidence the nurse aide
registry verification was conducted prior to
07/08/2020. The document in the personnel file
lacked the date stamp of when the verification
was performed.

On 09/21/2020 at 1:50PM the administrator
confirmed the documents for CNA P and CMA Q
did not have the date stamp of verification, and
the administrator checked the record for CMA N it
lacked the information on verification. He
confirmed he checked the certified nurse aide
registry on 09/21/2020 for CMA N.

The administrator failed to have evidence of
verification from the certified nurse aide registry
for 3 of 3 certified staff reviewed (certified nurse
aide P, and certified medication aide's N and Q),
as required to ensure the individual did not have a
finding of abuse/neglect/exploitation. All 3
certified staff had the potential to provide care to
all the residents.

26-41-207 (a) (b) Infection Control

(a) The administrator or operator of each assisted
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living facility or residential health care facility shall
ensure the provision of a safe, sanitary, and
comfortable environment for residents.

(b) Each administrator or operator shall ensure
the development of policies and implementation
of procedures to prevent the spread of infections.
These policies and procedures shall include the
following requirements:

(1) Using universal precautions to prevent the
spread of blood-borne pathogens;

(2) techniques to ensure that hand hygiene meets
professional health care standards;

(3) techniques to ensure that the laundering and
handling of soiled and clean linens meet
professional health care standards;

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

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

(7) transferring a resident with an infectious
disease to an appropriate health care facility if the
administrator or operator is unable to provide the
isolation precautions necessary to protect the
health of other residents.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-207 (b)

The facility reported a census of 13 residents at
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the start of the initial survey on 09/17/2020 at
10:20 AM. The sample included 3 residents and 4
focused discharged record reviews. The facility
identified 7 of the current 13 residents (#422,
#571, #109, #112, #269, #409 and #432) and
discharged resident #864 had tested positive for
COVID-19. Based on record review and interview
the administrator failed to ensure staff followed
policy and procedures for infection control
regarding COVID-19 for screening, monitoring
and determining which individuals were safe to
enter the building and/or provide care or services
to the residents. This failure allowed direct care
staff Q with possible COVID-19 exposure or
symptoms to work on 08/25/2020, 08/26/2020
and 08/27/2020. Resident #571 began having
symptoms of body aches on 08/30/2020 and an
elevated temperature on 08/31/2020. Residents
#112 and #409 began having symptoms on
08/31/2020. All residents were tested by the
county health department on 09/02/2020 in which
8 of 14 residents (at that time) tested positive;
and 1 of the 8 residents required hospitalization.
The administrator further failed to implement
policies for infection control of screening,
monitoring and determining which individuals
were safe to enter the building and/or provide
care or services to the residents after 09/02/2020
which placed the health and safety of all the
residents in immediate jeopardy for contracting
COVID-19 a potentially fatal iliness for this high
risk population.

Findings included:

- On 09/17/2020 upon entrance to the facility at
10:20 AM licensed nurse C reported the facility
had a COVID-19 outbreak and identified 8 of the
14 residents (at that time on 09/02/2020) who
tested positive for COVID-19 by the county health
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department on 09/02/2020.

Review of the employee sign-in sheets for
COVID-19 screening revealed 3 questions: (1.
Am | showing any flu-like symptoms, 2. Have |
had a fever of 100.4 F. (Fahrenheit) or higher in
the past 14 days, 3. Have | had prolonged
exposure to someone who has tested positive for
COVID-19?). The sheet had columns for each of
the questions with Y/N which staff would circle to
answer the question. There was also a column
for temperature and one for oxygen saturation. At
the bottom of the sheet typed directions included:
We reserve the right to restrict access to anyone
who answered YES to any of the questions
above, if temperature is greater than 99 F. or
oxygen saturation is less than 90%.

Review of the employee sign-in sheets 14 days
before the first resident displayed symptoms of
body aches on 08/30/2020 and temperature on
08/31/2020 revealed staff failed to answer
questions, record a temperature, record an
oxygen reading or had a temperature over 99 F.
without documentation of being evaluated by a
nurse to ensure the staff member could safely
provide direct care to the residents as follows:
08/18/2020 direct care staff N recorded a
temperature of 99.4 F.

08/22/2020 direct care staff L recorded a
temperature of 99.4 F., and direct care staff AA
recorded a temperature of 99.1 F.

08/25/2020 direct care staff K & BB failed to
record a temperature and direct care staff Q
failed to sign in at all but was scheduled to work
the day shift.

08/26/2020 cook O and direct care staff Q failed
to record a temperature

08/27/2020 (6) different workers failed to record
their temperatures (FF, Q, I, GG, HH & K) and
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worker JJ (not identified as type) recorded a
temperature of 99.5 F.

08/28/2020 direct care staff P recorded a
temperature of 99.1 F. and direct care staff N
recorded a temperature of 99.6 F.

08/29/2020 (6) direct care staff failed to record an
oxygen saturation at 8 different times of entry
(BB, L, FF, K, N, and LL)

08/30/2020 direct care staff M failed to answer
questions 2 & 3

08/31/2020 licensed nurse B failed to answer any
of the questions

Interview on 09/17/2020 at 12:45 PM licensed
nurse B stated she would look at the employee
sign-in sheets when she signed in Monday
through Friday. She reported she looked for
anything which "popped up" but did not really
review the documentation. She said staff were
directed to call either herself or licensed nurse C
if they were sick, but staff did not call her. When
asked for the documentation of follow-up by a
nurse when questions, temperatures or oxygen
readings were out of the parameters licensed
nurse B stated there was no documentation of
follow-up.

In a typed statement (notarized) from licensed
nurse C she indicated prior to a request to view
documentation of the facility's investigation into a
COVID-19 outbreak she only had a mental/verbal
review, and nothing written down. In her
statement she indicated direct care staff Q sent a
text message to licensed nurse B (no date
indicated in the statement) of her being around
individuals over the weekend who were now
showing symptoms of COVID-19 and were being
tested on 08/24/2020 (results pending may take
3-5 days). Licensed nurse B advised the
employee she could continue to work if she did
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not exhibit signs/symptoms. Direct care staff Q
scheduled to work on 08/25/2020 6:00 AM to 2:30
PM and she failed to complete a COVID-19
screening. The COVID-19 screening was only
partially completed prior to scheduled shifts on
08/26/2020 and 08/27/2020. On 08/27/2020 at
approximately 2:50 PM (per interview with
licensed nurse C) direct care staff Q sent a text
message to her supervisor licensed nurse B
which informed nurse B she was being tested due
to her exposure over the weekend (08/22 &
23/2020). The nurse asked what symptoms direct
care staff Q experienced. Direct care staff Q
indicated she had a sore throat, cough, cold
sweats and muscle weakness (the employee
worked her entire shift on 08/27/2020). On
08/29/2020 direct care staff Q again texted
licensed nurse B of her positive COVID-19 test.

Record review revealed the following:

- Resident #571 on 08/30/2020 at 10:27 AM
reported having body aches, refused to sit up or
get out of bed with a temperature of 100.2
degrees F and oxygen saturation of 89% on room
air. Resident transferred to the emergency room
by emergency medical services, tested positive
for COVID-19 and admitted to the hospital.

- Resident#112 on 08/31/2020 at 9:03 AM
nursing staff noted the resident with a severe
cough and at this time the resident was afebrile
with oxygen saturation in normal limits. The
medical care provider ordered a chest X-ray. At
3:00 PM the chest X-ray report looked suspicious
for infections and the medical care provider
ordered an antibiotic. On 09/02/2020 the resident
tested positive for COVID-19.

- Resident #409 on 08/31/2020 at 9:04 AM
nursing staff observed the resident with a severe
cough. Licensed nurse C contacted the medical
care provider who ordered a chest X-ray. The
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resident was afebrile and oxygen saturation in
normal limits at that time. On 08/31/2020 at 12:27
PM licensed nurse C received verbal report the
chest X-ray showed opacities present in the left
mid and lower lobes suspicious for developing
infection and the medical care provided ordered
an antibiotic. On 09/02/2020 the resident tested
positive for COVID-19.

- Resident #422 on 09/01/2020 entered at 1:09
AM, indicated during routine rounds staff assisted
the resident to the bathroom where she began
belching and then vomited. Her oxygen saturation
fluctuated between 84-96% with no distress noted
at this time. The rested tested positive for
COVID-19 on 09/02/2020.

- Resident #109 on 09/01/2020 at 3:30 AM
licensed nurse B administered PRN (as needed)
Robitussin for a cough and indicated she would
continue to monitor. On 09/02/2020 the resident
tested positive for COVID-19.

- Residents #269, #432 and #864 had no prior
symptoms documented and tested positive on
09/02/2020.

Interview on 09/17/2020 at 3:30 PM with operator
D and licensed nurse C confirmed direct care
staff Q worked without proper screening on
08/25/2020, 08/26/2020 and 08/27/2020. They
confirmed the facility had no documentation to
show a designated individual (s) reviewed and
monitored the staff's self-screening to identify
concerns.

On 09/17/2020 at 3:45 PM a request to review the
infection control training given to all direct care
staff revealed a signature page without a date
and no signature of direct care staff Q.

Personnel record review revealed direct care staff
Q began employment on 07/08/2020 with no
evidence of training on infection control for

S3305

STATE FORM

6899

GCYY11

If continuation sheet 57 of 66




Kansas Department on Aging

PRINTED: 10/12/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

N087087

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

Cc
09/30/2020

NAME OF PROVIDER OR SUPPLIER

DOVE ESTATES MEMORY HAVEN

STREET ADDRESS, CITY, STATE, ZIP CODE

1500 S 183RD STW
GODDARD, KS 67052

PREFIX

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

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

(X5)
COMPLETE

DEFICIENCY)

S3305

Continued From page 57

COVID-19. Operator D and licensed nurse C
confirmed the lack of evidence for training of
direct care staff Q on infection control COVID-19.

After the county testing for COVID-19 on
09/02/2020 revealed 8 of the 14 residents tested
positive while 6 tested negative the operator
failed to have evidence of a thorough
investigation to determine what infection control
procedures needed revision. The employee
screening sheets continued to reflect staff
working with elevated temperature, or none
recorded, or no oxygen saturations recorded or
"YES" answers to the questions without any
evidence of a nurse evaluation to ensure the staff
were safe to provide direct cares to the at risk
residents as follows:

On 09/01/2020 (4) direct care staff (O, AA, K and
BB) failed to record an oxygen saturation and
direct care staff AA recorded a temperature of
99.6 F.

On 09/02/2020 (2) direct care staff (N and BB)
failed to record an oxygen saturation and direct
care staff N recorded a temperature of 99.2 F.
On 09/03/2020 (2) direct care staff (A and FF)
failed to record an oxygen saturation

On 09/04/2020 direct care staff AA recorded a
temperature of 99.7 F. and on 09/06/2020 she
recorded a temperature of 99.3 F.

On 09/07/2020 licensed nurse B failed to answer
question #1 and answered question #2 with both
Yes and No

On 09/11/2020 direct care staff M recorded she
had a cough and was sick but circled all the
questions with a No

On 09/12/2020 direct care staff P recorded a
temperature of 99.4 F.

On 09/13/2020 direct care staff L recorded a
temperature of 99.3 F. and on an undated entry
between 2 entries dated 09/14/2020 none of the
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questions were answered by direct care staff L.
On 09/14/2020 direct care staff M marked Yes for
question #1 having flu-like symptoms and direct
care staff JJ failed to record a temperature

On 09/17/2020 at 3:55 PM a discussion and
review of the above findings with operator D,
licensed nurse B and C confirmed the facility's
failure to routinely monitor the staff's screening
responses, temperatures and oxygen saturation
violated the facility's policy and procedures for
infection control related to COVID-19. This failure
placed the residents who tested negative on
09/02/2020 to have further risk for exposure.

Review of the visitor logs between 08/13/2020
and 09/02/2020 revealed similar findings of
missing information, temperature elevations and
questions not answered without any evidence of
monitoring or follow-up by a licensed nurse to
ensure the safety of the visitor to enter the facility.

Review of the facility's Infection Control policy and
procedures dated 09/18/2012 revealed -
infections are investigated, controlled and
prevented through implementation of the infection
control program. Employees with communicable
disease or any infected skin lesions are
prohibited from coming into direct contact with
any resident, any resident's food or resident care
equipment until the condition is no longer
infectious. Every new employee will be trained
and oriented to proper hand washing, universal
precautions and specific infection control
procedures for the job.

The facility's 04/27/2020 policy and procedures
for Respiratory Infections COVID-19 directed at
the start of each shift, all staff will use hand
sanitizer before check in process. Staff member
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will then answer three questions 1. Have you
done any international travel in last 14 days, 2.
Have any signs or symptoms of a respiratory
infection such as fever, cough and sore throat, 3.
Had any contact with someone with or under
investigation for COVID-19? A yes response to
any of these questions allows the administrator or
director of nursing to deny access to the facility.
Temperature and oxygen saturation levels are
taken on each staff member at the beginning of
each shift. Any levels outside of established
normal range is grounds to deny entrance to the
facility.

The administrator failed to ensure staff followed
policy and procedures for infection control
regarding COVID-19 for screening, monitoring
and determining which individuals were safe to
enter the building and/or provide care or services
to the residents. This failure allowed direct care
staff Q with possible COVID-19 exposure or
symptoms to work on 08/25/2020, 08/26/2020
and 08/27/2020. The facility had a COVID-19
outbreak affecting 8 out of 14 residents on
09/02/2020. The administrator further failed to
implement the policies for infection control of
screening, monitoring and determining which
individuals were safe to enter the building and/or
provide care or services to the residents after
09/02/2020 which placed the health and safety of
all the residents previously tested negative to be
in immediate jeopardy for contracting COVID-19
a potentially fatal illness for this high risk
population.

On 09/17/2020 at 4:20 PM operator D received
notification of residents being in immediate
jeopardy for a lack of staff training at time of hire,
failure to follow policy and procedures for
infection control related to COVID-19 and no
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documented evidence for monitoring and
following up on staff's self-screening prior to
being allowed to enter and provide direct care to
residents.

On 09/17/2020 at 4:50 PM operator D provided
the following plan to abate the immediate
jeopardy:

1. A notification would be sent to all staff today
09/17/2020, reminding them of the requirement to
log their temperature and oxygen saturation
levels when they come into work.

2.The nurse manager will verify the logs for staff
and residents have been completed on a daily
basis. Any holes in the daily logs will be
addressed by the nurse manager and appropriate
staff will be contacted to verify the missing
information.

3. If abnormal results obtained for staff/resident
the nurse will be notified and actions will be
taken.

4. The bottom of the daily page will be initialed
upon review.

5. Any missed information will result in
disciplinary action.

The jeopardy was removed on 9/17/2020 at 4:57
PM when the above plan was approved by the
department.

The administrator failed to ensure staff followed
the facility's policy and procedures for infection
control regarding COVID-19 for screening,
monitoring of screening documents and
determining which individuals were safe to enter
the building and/or provide care or services to the
residents. This failure placed all residents in
immediate jeopardy for contracting COVID-19, a
potentially fatal iliness for this high-risk
population.
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26-41-207 (b) (5-6) (c) Infection Control Policies

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

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

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

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-207 (c)

The facility reported a census of 13 residents.
The sample included 3 residents and 5 sampled
employees. Based on interview and record review
for 2 newly hired employees, certified nurse aide
(CNA) P, dietary staff O, and 3 of 3 sampled
residents (#348, #633, and #422) the
administrator/operator failed to ensure the facility
remained in compliance with the department's
tuberculosis guidelines for adult care homes
adopted by reference in KAR 26-39-105 with the
potential to affect all residents.

Findings included:

- Review of CNA P's personnel record revealed
she began employment on 08/10/2020. The
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employee record lacked evidence of the 2-step
tuberculin (TB) test and the TB questionnaire
performed within 7 days of employment.

Administrator/operator D identified dietary staff O
as a new hire when the facility opened on
10/04/2019 and she worked PRN (as needed)
basis at the sister facility prior to 10/04/2019. He
provided a TB testing record which included the
first step being done on 03/04/2020 at the sister
facility and no evidence of a second step. The
requirement includes acceptance of a 2-step
testing within 6 months of hire.

Interview with administrator/operator D on
09/21/2020 at 1:50 PM confirmed CNA P and
dietary staff O were not administered a TB 2-step
test and questionnaire as required.

- Record review for resident #348 revealed an
admission date of 10/07/2019 and the record
lacked evidence of tuberculin (TB) 2 step testing
within 7 days of admission. Documents found in
the record included a Tuberculosis symptom
review questionnaire dated 02/26/2020 and
identified the 1st step of the TB 2 step testing was
performed on 02/26/2020. The 2nd step was
performed on 06/15/2020 and not within the 1-3
weeks as required.

Interview on 09/22/2020 at 4:35 PM with licensed
nurse C confirmed the TB 2 step testing dates as
indicated in the resident's electronic record.

- Record review for resident #633 revealed an
admission date of 06/15/2020. The electronic
resident record lacked the Tuberculosis symptom
review questionnaire or evidence of the 2 step
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tuberculin (TB) testing

Interview on 09/22/2020 at 4:49 PM with licensed
nurse C confirmed the only record of TB testing
should be on the electronic record and "if it's not
on the computer, it's not there".

- Record review for resident #422 revealed an
admission date of 10/14/2019 the electronic
record lacked evidence of a Tuberculosis
symptom review questionnaire and/or tuberculin
(TB) 2 step testing within 7 days of admission.
The testing documentation dated 02/26/2020
indicated performance of the first step of the TB 2
step testing on 02/26/2020. The second test was
performed on 06/15/2020 and not 1-3 weeks as
required.

Interview on 09/22/2020 at 4:49 PM with licensed
nurse C confirmed the dates provided in the
resident electronic record were correct.

For all the above findings, the
administrator/operator failed to ensure the facility
remained in compliance with the department's
tuberculosis guidelines for adult care homes
adopted by reference in KAR 26-39-105 for
sampled residents #348, #633, #432, CNA P and
dietary staff O with the potential to affect all
residents.

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

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

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

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

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

The facility reported a census of 13 residents with
9 identified as cognitively impaired and
independently mobile. Based on observation,
interview and record review the
administrator/operator failed to ensure the facility
was equipped and maintained to protect the
health and safety of residents, personnel and the
public regarding unlocked chemicals.

Findings included:

- Observation during the entrance tour on
09/17/2020 at 10:23 AM revealed the door freely
opened to the spa/beauty shop directly off the
dining room and across from the kitchenette. On
the counter directly in front of the door sat a tall
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cylinder glass container which contained a
green/blue liquid labeled Barbicide (a disinfectant
solution). In the unlocked cabinet under the same
counter sat a clear plastic rectangle container
with a white plastic lid filled with the same
blue/green liquid.

Interview on 09/17/2020 at 10:23 AM with
Maintenance staff F revealed staff liked to use the
whirlpool in the spa for residents. Maintence staff
Fconfirmed the door should be locked.

On 09/23/2020 at 3:19 PM licensed nurse C
confirmed the spa/beauty shop should be locked.

The material safety data sheet dated 6/24/2019
identified Barbicide as hazardous chemical with
precautionary statement if swallowed to
immediately call a poison center or physician and
rinse out the mouth. It also cautioned to wear eye
protection and gloves when handling the
Barbicide.

The administrator/operator failed to ensure the
facility was equipped and maintained to protect
the health and safety of residents, personnel and
the public regarding unlocked chemicals with the
potential to affect 9 cognitively impaired and
independently mobile residents.
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