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INITIAL COMMENTS

The following citations represent the findings of
an abbreviated survey for complaints #185388 of
the above named facility conducted on 05/17/24.

26-39-103 (h) Resident Right Notification of
Changes

(h) Notification of changes.

(1) The administrator or operator shall ensure
that designated facility staff inform the resident,
consult with the resident's physician, and notify
the resident's legal representative or designated
family member, if known, upon occurrence of any
of the following:

(A) An accident involving the resident that results
in injury and has the potential for requiring a
physician's intervention;

(B) a significant change in the resident's physical,
mental, or psychosocial status;

(C) a need to alter treatment significantly; or

(D) a decision to transfer or discharge the
resident from the adult care home.

(2) The administrator or operator shall ensure
that a designated staff member informs the
resident, the resident's legal representative, or
authorized family members whenever the
designated staff member learns that the resident
will have a change in room or roommate
assignment.

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

The facility reported a census of 39 residents with
one resident included in the sample. Based on
interview and record review the operator failed to
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ensure licensed staff notified the legal
representative or designated family members
when Resident (R) 1 was administered the wrong
medications.

Findings included:

- Record review for R1 revealed an admission
date of 09/16/22 with a diagnosis of dementia.

The 01/09/23 "Functional Capacity Screen" (FCS)
identified R1 was unable to manage medications
had short term memory, memory/recall, and
decision-making difficulties; and was marked for
impaired decision-making.

The 06/21/23 combined "Negotiated Service
Agreement/Healthcare Service Plan" (NSA/HSP)
identified facility staff provided management of
medications; occasional reminders and
redirection for cognitive difficulties; and reminders
and encouragement to attend activities for
impaired decision-making.

The 10/13/23 at 06:04 PM "Resident Note" by
Licensed Nurse C documented a Certified
Medication Aide (CMA) reported she gave R1
another resident's medications by mistake.
Advanced Registered Nurse Practitioner (ARNP)
D and the corporate nurse were notified. ARNP
stated R1 should be okay, but she would probably
be sedated.

The 10/13/23 at 06:52 PM "Resident Note" by
Licensed Nurse C documented a CMA reported
that R1 was not feeling well. Nurse's assessment
revealed R1 had weakness and congestion and
tested positive for COVID. ARNP D, the corporate
nurse and R1's unidentified family member were
notified. New orders to treat signs and symptoms
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of COVID were received.

The 10/14/23 at 09:05 AM by Licensed Nurse C
documented R1 was breathing but unresponsive.
She was sent to the hospital.

The 10/14/23 handwritten "Progress Note" by
Licensed Nurse B documented R1 was
unresponsive with vital signs within normal limits.
R1 had received another resident's medications
by accident. R1's provider was notified with no
new orders. R1's unidentified family member was
notified that R1 was transferred to the hospital.

Review of "Resident Notes" from 10/13/23 and
10/14/23 lacked evidence of documentation R1's
designated family member was notified R1
received another resident's medication.

The 09/01/23 "Significant Change of Condition"
policy documented a change of condition is
identified as a condition of an illness or incident
and would be reported to the Health Service
Director (HSD). The HSD would notify the
physician and responsible party and document
notifications.

The operator failed to ensure licensed staff
notified the legal representative or designated
family members when R1 was administered the
wrong medications.

26-41-202 (h) NSA Signatures

(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
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resident or the resident's legal representative.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-202(h)

The facility reported a census of 39 residents with
one resident included in the sample. Based on
interview and record review the operator failed to
ensure that each individual involved in the
development of the "Negotiated Service
Agreement" (NSA) signed the agreement for
Resident (R) 1.

Findings included:

- Record review for R1 revealed an admission
date of 09/16/22 with a diagnosis of dementia.

The 01/09/23 "Functional Capacity Screen" (FCS)
identified R1 was unable to manage medications
had short term memory, memory/recall, and
decision-making difficulties; and was marked for
impaired decision-making.

The 06/21/23 "Negotiated Service Agreement"
NSA identified facility staff provided management
of medications; occasional reminders and
redirection for cognitive difficulties; and reminders
and encouragement to attend activities for
impaired decision-making.

The 06/21/23 "NSA" was signed by the resident
and the operator but lacked a nurse signature.
On 05/07/24 at 03:07 PM Administrative Staff A
confirmed R1's "NSA" was not signed by the
nurse involved.
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The facility's 12/01/23 "Care Plan" policy provided

by the facility failed to address who was required

to sign the agreement.

The operator failed to ensure that each individual

involved in the development of the "NSA" signed

the agreement for R1.
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