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INITIAL COMMENTS

An offsite revisit survey was conducted on
11/2/22 for all previous deficiencies cited on
10/13/22. All deficiencies have been corrected
as of the compliance date of 10/31/22, and no
new noncompliance was found. The facility is in
compliance with all regulations surveyed.

26-42-202 (a) Negotiated Service Agreement

a) The administrator or operator of each home
plus shall ensure the development of a written
negotiated service agreement for each resident,
based on the resident ' s functional capacity
screening, service needs, and preferences, in
collaboration with the resident or the resident ' s
legal representative, the case manager, and, if
agreed to by the resident or the resident ' s legal
representative, the resident ' s family. The
negotiated service agreement shall provide the
following information:

(1) A description of the services the resident will
receive;

(2) identification of the provider of each service;
and

(3) identification of each party responsible for
payment if outside resources provide a service.

This REQUIREMENT is not met as evidenced
by:

26-42-202 (c) Admission Negotiated Service
Agreement

(c) Each administrator or operator shall ensure
the development of an initial negotiated service
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agreement at admission.
This REQUIREMENT is not met as evidenced
by:
{85126} 26-42-202 (h) NSA Signatures {S5126}
SS=D
(h) Each individual involved in the development
of the negotiated service agreement shall sign
the agreement. The administrator or operator
shall ensure that a copy of the initial agreement
and any subsequent revisions are provided to
the resident or the resident's legal
representative.
This REQUIREMENT is not met as evidenced
by:
{85127} 26-42-202 (i) NSA Services Received {85127}
SS=D
(i) Each administrator or operator shall ensure
that each resident receives services according to
the provisions of that resident ' s negotiated
service agreement.
This REQUIREMENT is not met as evidenced
by:
{85195} 26-42-206 (f) (g) Facility Food Storage {S5195}
SS=D
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(f) Staff shall store all food under safe and
sanitary conditions. Containers of poisonous
compounds and cleaning supplies shall not be
stored in the areas used for food storage,
preparation, or serving.

(g9) Each home shall maintain at least a
three-day supply of food to meet the
requirements of the planned menus.

This REQUIREMENT is not met as evidenced
by:

26-42-207 (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;

(c) Each administrator or operator shall ensure
the home ' 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:
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26-42-205 (g) (3) Over the counter medication

(9) (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:

26-42-205 (h) Medication Storage

(h) Storage. Licensed nurses and medication
aides shall ensure that all medications and
biologicals are securely and properly stored in
accordance with each manufacturer's
recommendations or those of the pharmacy
provider and with federal and state laws and
regulations.

(1) Licensed nurses or medication aides shall
store non-controlled medications and biologicals
managed by the home in a locked medication
room, cabinet, or medication cart. Licensed
nurses and medication aides shall store
controlled medications managed by the home in
separately locked compartments within a locked
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medication room, cabinet, or medication cart.
Only licensed nurses and medication aides shall
have access to the stored medications and
biologicals.

(2) Each resident managing and
self-administering medication shall store
medications in a place that is accessible only to
the resident, licensed nurses, and medication
aides.

(3) Any resident who self-administers medication
and is unable to provide proper storage as
recommended by the manufacturer or pharmacy
provider may request that the medication be
stored by the home.

(4) Alicensed nurse or medication aide shall not
administer medication beyond the manufacturer '
s or pharmacy provider ' s recommended date of
expiration.

This REQUIREMENT is not met as evidenced
by:
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