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{S 000} INITIAL COMMENTS {S 000}

An offsite revisit survey was conducted on 

05/11/23 for all previous deficiencies cited on 

04/19/23. All deficiencies have been corrected 

as of the compliance date of 05/08/23 and no 

new noncompliance was found. The facility is in 

compliance with all regulations surveyed.

 

{S3015}

SS=F
26-41-101 (c) Administration Position Description

(c) Administrator and operator position 

description.  Each licensee shall adopt a written 

position description for the administrator or 

operator that includes responsibilities for the 

following:

(1) Planning, organizing, and directing the 

facility;

(2) implementing operational policies and 

procedures for the facility; and(3) authorizing, in 

writing, a responsible employee who is 18 years 

old or older to act on the administrator ' s or 

operator's behalf in the absence of the 

administrator or operator.

This REQUIREMENT  is not met as evidenced 

by:

{S3015}

 

{S3028}

SS=D
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 

{S3028}
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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.

This REQUIREMENT  is not met as evidenced 

by:

 

{S3261}

SS=D
26-41-105 (f) (11) Resident Record 

Documentation of Incidents

(f) (11) documentation of all incidents, symptoms, 

and other indications of illness or injury including 

the date, time of occurrence, action taken, and 

results of the action

{S3261}
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This REQUIREMENT  is not met as evidenced 

by:

 

{S3280}

SS=F
26-41-104 (d) Disaster and Emergency 

Preparedness

(d) Each administrator or operator shall ensure 

disaster and emergency preparedness by 

ensuring the performance of the following:

(1) Orientation of new employees at the time of 

employment to the facility ' s emergency 

management plan;

(2) education of each resident upon 

admission to the facility regarding emergency 

procedures;

(3) quarterly review of the facility ' s emergency 

management plan with employees and residents; 

and 

(4) an emergency drill, which shall be conducted 

at least annually with staff and residents.   This 

drill shall include evacuation of the residents to a 

secure location.

This REQUIREMENT  is not met as evidenced 

by:

{S3280}

 

{S3310}

SS=D
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 

{S3310}
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{S3310}Continued From page 3{S3310}

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:
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