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INITIAL COMMENTS

The following citations represent the findings of a
resurvey with attached complaints (#187507 and
#187419) at the above named facility conducted

on 11/25/24.

26-41-103 (c) Staff Development on Dementia

(c) If the facility admits residents with dementia,
the administrator or operator shall ensure the
provision of staff orientation and in-service
education on the treatment and appropriate
response to persons who exhibit behaviors
associated with dementia.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-103 (c)

The facility reported a census of 21 residents.
The sample included 3 residents and review of 5
newly hired employees. Based on interview and
personnel record review, Operator/ Licensed
Nurse (LN) A failed to ensure the provision of
employee orientation and in-service education
upon hire for 4 (Certified Medication Aide (CMA)
B, CMA C, Certified Nurse Aide (CNA) D and
CNA E) of 5 sampled employees on the treatment
and appropriate response to persons who exhibit
behaviors associated with dementia and
Alzheimer's and with the potential to affect all
residents.

Findings Included:

- On 11/25/24, Operator/ LN A provided a
"Resident Roster" which revealed a total census
of 21 residents with 4 housed on the memory
care unit and 17 housed on the assisted living
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unit. Ten residents listed on the roster were
identified as having impaired cognition.

Review of CMA B's employee record revealed
they hired onto the facility on 05/28/24 and the
record lacked documentation of dementia and
Alzheimer's training upon hire.

Review of CMA C's employee record revealed
they hired onto the facility on 05/28/24 and the
record lacked documentation of dementia and
Alzheimer's training.

Review of CNA D's employee record revealed
they hired onto the facility on 12/19/23 and the
record lacked documentation of dementia and
Alzheimer's training upon hire.

Review of CNA E's employee record revealed
they hired onto the facility on 09/04/24 and the
record lacked documentation of dementia and
Alzheimer's training upon hire.

Interview on 11/25/24 with Operator/LN A
confirmed CMA B, CMA C, CNAD and CNAE's
record lacked documentation of dementia and
Alzheimer's training on hire.

Facility's "Person-Centered Dementia Care"
policy dated 10/23/24 recorded, "All employees
will be trained on dementia using evidence-based
dementia training on an annual basis and
Hand-in-Hand training as needed."

Operator/LN A failed to ensure the provision of
employee orientation and in-service education for
4 of 5 sampled employees on the treatment and
appropriate response to persons who exhibit
behaviors associated with dementia and
Alzheimer's and with the potential to affect all
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