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INITIAL COMMENTS

The following citations represent the findings of a
Health Resurvey and complaint investigations
#KS00096689 and #KS00096149.

28-39-234(c) QUALITY OF CARE

(c) There shall be written policies and procedures
concerning crisis intervention. These policies and
procedures shall be:

(1) Directed to maximizing the growth and
development of the resident by listing a hierarchy
of available alternative methods that emphasize
positive approaches;

(2) available in each program area and living unit;
(3) available to residents and their families; and
(4) developed with the participation, as
appropriate, of residents served. (Authorized by
and implementing K.S.A. 39-932, effective May
16, 1994.

This REQUIREMENT is not met as evidenced
by:

The facility had a census of 59 residents. Based
on interview and record review, the facility failed
to ensure the written policy and procedure for
crisis intervention was available to residents and
their families.

Findings included:

- During an interview on 2/22/16 at 9:00 a.m.,
administrative staff A confirmed the facility had a
crisis intervention policy and stated the policy was
not accessible to residents or visitors. Staff A
further stated the facility used the BERT
(Behavior Evaluation Response Training)
program to train staff.
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The facility's 7/21/15 policy for Workplace
Violence addressed methods for dealing with
various violent situations that arise and how to
maintain a non-violent, productive workplace for
all employees. The policy also failed to address
alternative methods for dealing with residents
with violent behaviors or identify a hierarchy of
available positive approaches.

The facility failed to ensure the written policy and
procedure for crisis intervention was available to
residents and their families.

28-39-235(a) NURSING SERVICES

Nursing services.

(a) Each nursing facility for mental health shall
employ or have on contract a psychiatric nurse
who shall perform a monthly written evaluation of
each resident's response to the mental health
plan of care.

This REQUIREMENT is not met as evidenced
by:

The facility had a census of 59 residents with 17
sampled for review. Based on interview and
record review, the facility failed to ensure the
contracted psychiatric nurse or a qualified
psychiatric nurse performed a monthly written
evaluation of each resident's response to the
mental health plan of care for all residents living
in the facility.

Findings included:

- Review of the clinical records of residents of 17
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sampled residents revealed the contracted
psychiatric ARNP (advanced registered nurse
practitioner) that assisted in mental health care
management of the residents in the facility or a
psychiatric nurse failed to perform monthly written
evaluations regarding the resident's response to
their mental health care plan.

During an interview on 2/22/16 at 9:00 a.m.,
administrative nurse D confirmed Psychiatric
Nurse Practitioner | assessed residents in the
facility on a regular basis, but did not complete
monthly evaluations of each resident's response
to their mental health plan of care, for all of the
residents in the facility.

The facility failed to ensure a psychiatric nurse
performed monthly evaluations of each resident's
response to their mental health plan of care.
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