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INITIAL COMMENTS

The following citations represent the findings of
the licensure resurvey for the above named
facility conducted on 01/11/23.

26-41-204 (d) Health Care Services

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

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

The facility reported a census of 16 residents.
The sample included 3 residents. Based on
record review and interview for 3 Residents (R)1,
R2 and R3, with the potential to affect all
residents, Administrator A failed to ensure the
negotiated service agreement contained the
name of the licensed nurse responsible for the
implementation and supervision of the health
service plan.

Findings included:

- R1's "Medical Record" revealed she admitted
to the facility on 03/22/22 with diagnoses of
Alzheimer's, hypertension, osteoarthritis and
hypothyroidism.

The "Resident Functional Capacity Screen"
(FCS) dated 03/22/22 recorded the resident as
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independent with bathing, dressing, toileting,
transfers, walk/mobility, and eating, unable to
perform management of medications and
treatments. R1 was usually continent, had short
term memory impairment and impaired vision.

The "Negotiated Service Agreement" (NSA)/
Health Care Service Plan (HCSP) dated
03/22/22 recorded medications and treatments to
be administered by staff. R1 required redirection
and orientation from staff.

The NSA lacked the name of the licensed nurse
responsible for the implementation of the health
care service plan.

- R2's "Medical Record" revealed she admitted
to the facility on 09/09/21 with diagnoses of
hypokalemia and rheumatoid arthritis.

The "Resident Functional Capacity Screen”
(FCS) dated 09/22/22 recorded the resident as
independent with toileting, transfers,
walk/mobility, and eating, physical assistance
required for bathing and dressing, and was
unable to manage her medications and
treatments. R2 was usually continent, had short
term memory impairment and was at risk for falls.

The "Negotiated Service Agreement" (NSA)/
Health Care Service Plan (HCSP) dated
09/21/22 recorded staff provided meal reminders,
physical assistance for bathing and dressing,

and administered medications and treatments.
R2 required redirection and orientation from staff.

The NSA lacked the name of the licensed nurse
responsible for the implementation of the health
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care service plan.

- R3's "Medical Record" revealed she admitted
to the facility on 03/08/21 with diagnoses of
major depressive disorder, generalized anxiety
and hyperlipidemia.

The "Resident Functional Capacity Screen"
(FCS) dated 02/07/22 recorded the resident as
independent with transfer, walk/mobility, and
eating, supervision required for bathing, dressing
and toileting, and was unable to manage her
medications and treatments. R3 was
occasionally incontinent, had short term memory
impairment and impaired memory/recall.

The "Negotiated Service Agreement" (NSA)/
Health Care Service Plan (HCSP) dated
02/04/22 recorded staff provided meal reminders,
stand by assistance for bathing,
reminders/cueing for dressing, and administered
medications and treatments. R2 required
redirection and orientation from staff.

The NSA lacked the name of the licensed nurse
responsible for the implementation of the health
care service plan.

Interview on 01/11/23 at 01:44 PM with Operator
A confirmed the NSA documents lacked the
licensed nurse responsible for the
implementation of the health care service plan on
all residents in the facility.

Administrator A failed to ensure the negotiated
service agreement contained the name of the
licensed nurse responsible for the
implementation and supervision of the health
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