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The following citations represent the findings of Past noncompliance: no plan of
complaint investigation #KS00185836 and correction required.
KS00185691.

On 02/20/24 at 04:18 PM the facility received a
copy of the "Immediate Jeopardy [IJ] Template"
and was informed of the IJ for Resident (R) 1.

On 02/09/24 between 10:30 PM to 11:00 PM,
Certified Nurse Aide (CNA) N and CNA M
provided peri-care to Resident (R)1, a severely
cognitively impaired resident who was dependent
on staff for assistance with activities of daily living
(ADL). As staff rolled R1 towards CNA M, R1 hit
CNA M. CNA M allegedly became upset and
smacked R1 on the hand. CNA N attempted to
report the abuse to Licensed Nurse (LN) G, but
CNA M approached, so CNA N ended the
conversation and walked away. CNA N
mentioned it later to another CNA on shift but did
not report it to the Administrator. On 02/12/24,
over three days later, CNA N wrote a "Report of
Concern" and left it in Administrative Staff A's
box. On 02/13/24 at 07:45 AM, Administrative
Staff A received the "Report of Concern" and was
informed of the allegation of abuse. The facility
failed to ensure staff identified a situation of
physical abuse and/or mistreatment and reported
it immediately to the Administrator. CNAM
worked in the facility again on 02/12/24. This
placed R1 in immediate jeopardy.

The facility completed the following corrective
actions by 02/19/24:

CNA M was suspended via text message on
02/13/24 at 12:29 PM.

All staff received Abuse, Neglect, and Exploitation

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
02/29/2024

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
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training that started on 02/13/24, completed on
02/19/24.
CNA N's employment was terminated on
02/19/24.
The corrective actions were completed before the
onsite survey therefore the citation was issued as
past noncompliance at the scope and severity of
llJ .ll
The 2567 was sent electronically on 02/29/24
F 609 | Reporting of Alleged Violations F 609
SS=J | CFR(s): 483.12(b)(5)(i)(A)(B)(c)(1)(4)
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accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 36 residents
with three residents reviewed for abuse and
neglect. Based on record review, observation,
and interview the facility failed to ensure staff
identified and reported an allegation of physical
abuse immediately to the Administrator as
required. On 02/09/24 between 10:30 PM to
11:00 PM, Certified Nurse Aide (CNA) N and CNA
M provided peri-care to Resident (R)1, a severely
cognitively impaired resident who was dependent
on staff for assistance with activities of daily living
(ADL). As staff rolled R1 towards CNA M, R1 hit
CNA M. CNA M allegedly became upset and
smacked R1 on the hand. CNA N attempted to
report the abuse to Licensed Nurse (LN) G, but
CNA M approached, so CNA N ended the
conversation and walked away. CNA N
mentioned it later to another CNA on shift but did
not report it to the Administrator. On 02/12/24,
over three days later, CNA N wrote a "Report of
Concern" and left it in Administrative Staff A's
box. On 02/13/24 at 07:45 AM, Administrative
Staff A received the "Report of Concern" and was
informed of the allegation of abuse. The facility
failed to ensure staff identified a situation of
physical abuse and/or mistreatment and reported
it immediately to the Administrator. CNA M
worked in the facility again on 02/12/24. This
placed R1 in immediate jeopardy.

Findings included:

- R1's Electronic Medical Record (EMR), under

Past noncompliance: no plan of
correction required.
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the "Diagnosis" tab recorded diagnoses of
dysphagia (swallowing difficulty), abnormal
posture, and hemiplegia (paralysis of one side of
the body) affecting the left nondominant side.

The "Significant Change Minimum Data Set"
(MDS) dated 02/01/24 documented per staff
interview that R1 had short and long-term
memory problems but was able to recall staff
names and faces.

The "Cognitive Loss Care Area Assessment"
(CAA) dated 02/01/24 documented R1 used
gestures and noise to make needs known to staff.
Staff anticipated R1's routine and understood
R1's wants when R1 pointed or made gestures.

The "Communication CAA" dated 02/01/24
documented R1 was deaf but communicated with
gestures and noises and focused on staff facial
areas. R1 understood information by reading the
staff's lips.

The "Behavioral CAA" dated 02/01/24
documented R1 was non-verbal and deaf, but
communicated her likes and dislikes through
slapping, pinching, and verbal noises.

R1's "Care Plan" dated 12/07/22 directed staff to
tell R1 before starting a task of what was going to
happen and to look at R1's facial expressions and
eye movements and observe what R1 pointed at
during interactions. R1's "Care Plan" directed
staff to report any changes noted in R1's
behaviors, or cognitive status. Interventions dated
07/10/23 directed staff to make eye contact and
explained what was going to be done to R1
before beginning care. Interventions dated
01/19/24 documented R1 communicated mostly

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
175135 B. WING 02/20/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6500 GREELEY AVENUE
MEDICALODGES POST ACUTE CARE CENTER
KANSAS CITY, KS 66104
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 609 | Continued From page 3 F 609

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: FC7011

Facility ID: N105008

If continuation sheet Page 4 of 9




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/29/2024
FORM APPROVED
OMB NO. 0938-0391

with hand gestures, facial expressions, hitting,
scratching, or pinching and directed staff to
approach slowly, smiling, gently, and calmly.

The "Report of Concern" dated 02/12/24
documented CNA N arrived at work early on
02/09/24 and proceeded to take over R1's hall.
CNA N documented she checked on R1 with CNA
M. R1 hit CNA M and CNA M "popped" R1 on the
hand.

CNA N's undated "Witness Statement,"
documented on 02/09/24 CNA N came in early
and rounded with CNA M. CNA N entered R1's
room to help CNA M with care. CNA N stood on
one side of the bed, with CNA M on the other
side. They rolled R1 towards CNA M and R1
started to hit CNA M. CNA M got upset and
"smacked" R1's hand. CNA N started to report
the incident to LN G, but CNA M walked up, so
CNA N stopped talking and walked away. CNA N
documented she also mentioned it to CNA O.
CNA O told CNA N she needed to report it.

LN G's undated "Witness Statement,"
documented on 02/09/24, no incidents were
reported to him.

CNA O's undated "Witness Statement,"
documented on 02/09/24 CNA O worked on R1's
hall but did not witness abuse.

The "Nurse's Note" dated 02/14/24 at 12:49 PM
documented R1 had a skin assessment
completed related to a staff-to-resident
interaction. R1 showed no anxiety or unwanted
behaviors towards current staff.

R1's EMR lacked further documentation of the
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event which included any follow-up assessments
to monitor R1's ongoing psychosocial wellbeing
after the alleged abuse.

A review of the facility's "Investigation" dated
02/19/24 documented Administrative Staff A was
informed on 02/13/24 at 07:45 AM by a "Report of
Concern" written by CNA N that CNA M hit R1 on
the hand after R1 hit CNA M. The incident
occurred on 02/09/24 between the hours of 10:30
PM and 11:00 PM. CNA N claimed she informed
CNA O and LN G, but the witness statements
written by CNA O and LN G documented they did
not know about the event. CNA M was
suspended pending investigation, and CNA N
received a write-up for not reporting timely. The
"Investigation" documented cognitive residents on
R1's hall would be interviewed to rule out other
possible abuse, neglect, or exploitation, and
immediate abuse, neglect, and exploitation
training for staff which would be completed by the
end of day on 02/19/24. The "Investigation"
lacked evidence the facility attempted to obtain a
statement of events from the alleged perpetrator,
CNA M.

CNA O's notarized "Witness Statement" dated
02/20/24 documented CNA M offered to change
R1's incontinence brief on the evening of
02/09/24. CNA O documented she was doing
other rounds (providing care to other residents) at
10:00 PM when CNA M offered to help with R1.

On 02/20/24 at 11:10 AM R1 laid in bed on her
left side with a blanket pulled up to her chest. Her
leg was out with her right hand cupping her right
thigh although, in that position, visualization of the
resident's hands for bruising was not possible. R1
did not respond to her name being called and her
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eyes were barely open.

On 02/20/24 at 11:15 AM CNA P stated if she
witnessed abuse towards any resident, she would
report the concern as quickly as possible to
Administrative Staff A and/or Administrative Nurse
D. CNA P stated she would keep the resident
safe.

On 02/20/24 at 11:25 AM LN H stated if he saw or
heard of any abuse, he would immediately report

the abuse and remove the individual who was the
source of the abuse.

On 02/20/24 at 02:15 PM Administrative Staff A
stated he arrived at work on 02/13/24 and found
the "Report of Concern" from CNA N in the box
by his office door.

On 02/20/24 at 02:18 PM, CNA M said CNAN
came in for the overnight shift and CNA M gave
her report on what tasks were already completed
on the assigned hall and that was all. CNA M
went on to say she rarely worked on R1's hall and
would not be the main person over there. CNA M
stated she never gave a witness statement
regarding the event and the facility never asked
her to. CNA M stated the facility called her and
told her she was suspended while the facility
investigated an abuse allegation and once it was
completed CNA M would be contacted and told if
CNA M could come back to work. CNA M stated
on 02/09/24 she was not assigned to R1's hall
and went on to say she could not remember
when she last worked with R1. CNA M said
Administrative Staff A was aware on 02/09/24 but
would not say who had reported something had
happened. CNA M stated she worked with CNA N
before 02/09/24 and she felt CNA N did not like
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her. CNA M talked about a night she had a
headache and went home early and went on to
say that CNA N "went and reported to
Administration about everything." CNA M said she
knew staff were double briefing the residents and
she told CNA N not to do that. CNA M said she
never had to "be physical" with R1. CNA M stated
other staff said that R1 hit and bit people, but R1
was never mean to her. CNA M stated she
received a text from Administrative Staff A that
stated she was cleared and scheduled to come
back to work on 02/17/24. CNA M said she told
Administrative Staff A that she already made
plans and could not work on 02/17/24.

On 02/20/23 at 02:23 PM CNA N was unavailable
for interview.

On 02/20/24 at 02:43 PM Administrative Nurse D
stated she received text messages from CNA N
on 02/09/24 throughout CNA N's shift, but CNA N
never reported any concerns with R1 or abuse.

On 02/20/24 at 04:18 PM Administrative Staff A
stated he wondered about the delay in reporting
being a concern because it was several days.

The facility's policy "Abuse, Neglect and
Exploitation" revised 10/22 documented the
resident has the right to be free from verbal,
sexual, physical, and mental abuse and
involuntary seclusion. The policy directed that
there were steps to be followed to ensure that all
staff were knowledgeable in identifying other
residents and staff who have the situational,
recognized the potential to be abusive; as well as
what to do should an incident occur. Training
included reporting of suspected abuse, neglect,
mistreatment of residents, and/or
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misappropriation of personal property. What to
report and who to report to, and to report
immediately to the administrator and/or their
designated representative.

The facility failed to ensure staff identified a
situation of physical abuse and/or mistreatment
and reported immediately to the Administrator.
This placed R1 in immediate jeopardy.

The facility completed the following corrective
actions by 02/19/24:

CNA M was suspended via text message on
02/13/24 at 12:29 PM.

All staff received Abuse, Neglect, and Exploitation
training that started on 02/13/24, completed on
02/19/24.

CNA N's employment was terminated on
02/19/24.

The corrective actions were completed before the
onsite survey therefore the citation was issued as
past noncompliance at the scope and severity of
ny
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