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INITIAL COMMENTS

The following citations represent the findings of a
resurvey with a complaint #176351 at the above
named Assisted Living conducted on 04/18/23 -
04/19/23.

26-39-103 (c) NOTICE OF RIGHTS AND
SERVICES

(c) Notice of rights and services.

(1) Before admission, the administrator or
operator shall ensure that each resident or the
resident's legal representative is informed, both
orally and in writing, of the following in a
language the resident or the resident ' s legal
representative understands:

(A) The rights of the resident;

(B) the rules governing resident conduct and
responsibility;

(C) the current rate for the level of care and
services to be provided; and

(D) if applicable, any additional fees that will be
charged for optional services.

(2) The administrator or operator shall ensure
that each resident or the resident ' s legal
representative is notified in writing of any
changes in charges or services that occur after
admission and at least 30 days before the
effective date of the change. The changes shall
not take place until notice is given, unless the
change is due to a change in level of care.

This STANDARD is not met as evidenced by:
KAR 26-39-103(c)(1)(C)

The facility reported a census of 28 residents.
Based on interview and record review the
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Continued From page 1

operator failed to ensure resident (R)102 was
informed, both orally and in writing of the current
rate for the level of care and services to be
provided.

Findings included:

- R102 was admitted to the facility on 08/11/21
with a diagnosis of diabetes mellitus type two.

Review of R102's medical records failed to locate
documentation that he was informed of the rate
he would be charged for the level of care and
services to be provided by the facility.

On 04/19/23 at 12:28 PM Administrative Staff A
stated they did not have any documentation of

how much R102 would be charged for services
provided by the facility.

The operator failed to ensure R102 was informed
both orally and in writing of the current rate for
the level of care and services to be provided to
him by the facility.

26-41-205 (b) Administration of Selected
Medications

(b) Administration of select medications. Any
resident who self-administers medication may
select some medications to be administered by a
licensed nurse or medication aide. The
negotiated service agreement shall reflect this
service and identify who is responsible for the
administration and management of selected
medications.
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This REQUIREMENT is not met as evidenced
by:
KAR 26-41-205(b)

The facility reported a census of 28 residents.
The sample included three residents. Based on
interview, and record review the operator failed
to ensure the "Negotiated Service Agreement"
(NSA) for resident (R)104 identified who was
responsible for the administration and
management of selected medications.

Findings included:

-R104's medical record revealed she moved into
the facility on 11/03/22 with a diagnosis of chest
congestion.

The 11/03/22 NSA documented staff
administered, managed ordering and changing of
medications. The NSA did not identify that R104
self-administered her cough medication and eye
drops.

Order dated 11/15/22 for Tussin DM Liquid Syrup
10 milliliters (ml), by mouth, every four hours as
needed for chest congestion. May keep at bed
side.

Order dated 04/11/23 for Soothe XP Ophthalmic
Solution [Light mineral oil-mineral oil], 1-4.5
percent, both eyes as needed. May
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self-administer/leave at bed side per physician
order for dry eyes.

On 04/19/23 at 02:20 PM an observation was
made of several bottles of eyedrops located on a
lamp table next to the recliner in R104's living
room.

On 04/19/23 at 02:20 PM R104 stated she had
some eye drops that she kept and took as
needed.

On 04/19/23 at 02:51 PM Licensed Nurse C
stated R104 had some eyedrops the doctor
prescribed and stated R104 could have it at
bedside.

On 04/19/23 at 04:00 PM Administrative Nurse B
stated R104 was able to self-administer cough
syrup but acknowledged this was not identified
on her NSA. Administrative Nurse B also
acknowledged eyedrops were not included on
the NSA for R104 to self-administer.

The operator failed to ensure the NSA identified
the responsible person for administration and
management of selected medications R104
self-administered.
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