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INITIAL COMMENTS

The following citations represent the findings of a
Re-Licensure Survey for the above named Home
Plus Facility conducted on 09/04/25 and
09/08/25.

26-42-101 (1) Survey Report

I) Survey report and plan of correction. Each
administrator or operator shall ensure that a
copy of the most recent survey report and plan of
correction is available in a common area to
residents and any other individuals wishing to
examine survey results.

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-101(1)

The facility reported a census of eight residents.
Based on observation and interview the operator
failed to have the most recent survey report and
plan of correction available in a common area for
residents and others to review upon their
discretion.

Findings included:

- Observations during initial tour on 09/04/25 at
08:30 AM lacked a notice of availability of most
recent survey results for review. During tour
surveyor observed survey results were not
available for residents or others to review at their
own discretion.

Interview on 09/04/25 at 02:11 PM
Operator/CMA A confirmed she had not had the
last survey available for residents or others to
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review.

The operator failed to ensure the most recent
survey and plan of correction was available in a
common area for people to review at their
discretion.

26-42-201 (a) (b) Functional Capacity Screen on
Admission

(a) On or before each individual ' s admission to
a home plus, a licensed nurse, a licensed social
worker, or the administrator or operator shall
conduct a screening to determine the individual '
s functional capacity and shall record all findings
on a screening form specified by the department.
The administrator or operator may integrate the
department ' s screening form into a form
developed by the home, which shall include each
element and definition specified by the
department.

(b) Alicensed nurse shall assess any resident
whose functional capacity screening indicates
the need for health care services.

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-201(a)

The facility reported a census of eight residents
(R). The sample included three residents. Based
on record review for one (R3) of three sampled
residents the operator failed to ensure
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designated staff completed R3's "Functional
Capacity Screen" on or before admission to the
home plus.

Findings included:

- Review of R3's medical record revealed she
moved into the facility on 07/22/25 with a
diagnosis of bipolar disorder.

R3's admission "Functional Capacity Screen"
(FCS) was dated and signed 07/31/25, nine days
after moving into the facility.

Interview on 09/08/25 at 03:00 PM Operator A
reported that she and the nurse complete the

FCS together if only one can go and assess a
new resident, then just one does it.

Electronic interview on 09/08/25 at 03:26 PM
Administrative Nurse B reported she completes
the FCS herself and aims to complete it as soon
as possible after the admission note.
Administrative Nurse B reported she completed
the FCS as soon as she is able to accurately
assess the resident for each section of the FCS.

The operator failed to ensure designated staff
completed R3's FCS on or before admission to
the facility.

26-42-201 (c) Functional Capacity Screen
Reassessment

(c) Designated staff shall conduct a screening to
determine each resident ' s functional capacity
according to the following requirements:

(1) Atleast once every 365 days;
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(2) following any significant change in condition
as defined in K.A.R. 26-39-100; and

(3) at least quarterly if the resident receives
assistance with eating from a paid nutrition
assistant.

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-201 (c)(2)

The facility reported a census of eight
residents(R). The sample included three
residents. Based on observation, interview, and
record review the operator failed to ensure
designated staff completed a resident
"Functional Capacity Screen" for two (R4, R5) of
three sampled residents following a significant
change in condition as defined in KAR
26-39-100.

Findings Included:

- Review of R4's medical record revealed she
moved into the facility on 04/01/24 with a
diagnosis of chronic obstructive pulmonary
disease.

R4's only "Functional Capacity Screen" (FCS)
dated 10/29/24 identified she was unable to
participate in any part of dressing, toileting,
transfers, walk/mobility, or management of her
medications and medical treatments. She
needed physical assistance with bathing and
used a wheelchair and mechanical lift.

R4's only "Negotiated Service Agreement/Health
Care Service Plan" (NSA/HCSP) dated 03/20/25
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identified the following improvements in R4's
functional ability:

Physical assistance of one with verbal cueing for
dressing. Physical ssistance of two for transfers
onto toilet. Sit to stand for transfers, uses a
wheelchair for mobility.

Interview on 09/08/25 at 06:57 AM Certified
Medication Aide (CMA) C reported she uses the
sit to stand for all transfers. For dressing she
helps and will put on her nightgown at night but
staff still have to help her with getting dressed.
She can tell us when she needs to use the
restroom and we use the sit-to-stand lift to help
her onto the toilet. CMA C reported R4 also has
an electric scooter she uses to get around once
she is up and out of bed.

Interview on 09/08/25 at 03:28 PM Operator A
confirmed R4 has been helping staff with cares
and has improved in her ability to participate in
daily activities. She confirmed a new FCS should
have been completed when R4 had an
improvement in functional ability.

The operator failed to ensure designated staff
completed a FCS for R4 when she had an
improvement in functional ability and was able to
start participating in daily activities.

- R5's record revealed he moved into the facility
on 04/01/24 with diagnosis of osteoarthritis and a
right below the knee amputation.

R5's current "Functional capacity Screen" dated
10/31/24 identified he was unable to participate
in mobility and had bladder incontinence.
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R5's nursing documentation include he went to
the hospital and returned on 03/31/25 with an
indwelling urinary catheter.

Observation / Interview on 09/04/25 at 11:55 AM
resident lay in bed watching TV. He had an
indwelling catheter bag hanging on the side of
the bed with clear yellow urine draining. He
stated he uses his power scooter when he goes
out of the facility and staff get him up using the
lift to help him take his showers.

Interview on 09/08/25 at 06:58 AM Certified
Medication Aide (CMA) C reported R5 stays in
bed a lot but gets up for his showers and if going
out and will use his electric scooter. She
confirmed he did have a catheter and Home
Health changes it when needed.

Interview on 09/08/25 at 03:50 PM Operator A
confirmed R5 did get out of bed for showers and
appointments so he is mobile and uses his
electric scooter when up. R5 also has an
indwelling catheter and confirmed staff should
have completed a new FCS when he got his
catheter in March.

The operator failed to ensure designated staff
completed R5's FCS when he had a significant
change related to having an indwelling catheter.

S5115 26-42-202 (c) Admission Negotiated Service S5115
SS=D | Agreement

(c) Each administrator or operator shall ensure
the development of an initial negotiated service
agreement at admission.
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This REQUIREMENT is not met as evidenced
by:
KAR 26-42-202 (c)

The facility reported a census of eight residents
(R). The sample included three residents. Based
on interview and record review the operator
failed to ensure the development of an initial
"Negotiated Service Agreement" for one (R3) of
three residents upon admission to the facility.

Findings included:

- Review of R3's medical record revealed she
moved into the facility on 07/22/25 with a
diagnosis of bipolar disorder.

R3's admission "Functional Capacity Screen"
(FCS) dated and signed 07/31/25 identified R3
could not participate in any activities of daily
living and was totally dependent on staff to
complete bathing, dressing, toileting, transfers,
mobility, and eating.

R3's admission "Negotiated Service
Agreement/Health Care Service Plan was dated
and signed on 07/31/25, nine days after moving
into the facility.

Interview on 09/08/25 at 03:18 PM Operator A
reported the NSA/HCSP should be completed
when a resident moved into the facility.

Electronic interview on 09/08/25 at 03:26 PM
Administrative Nurse B reported she completes
the NSA/HCSP herself and aims to complete
them as soon as possible after the admission
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note. Administrative Nurse B reported she
completes the NSA/HCSP as soon as she is
able to accurately assess the resident.

The operator failed to ensure R3's "Negotiated
Service Agreement/Health Care Service Plan"
was completed upon day of admission.

26-42-202 (d) NSA revisions

(d) Each administrator or operator shall ensure
the review and, if necessary, revision of each
negotiated service agreement according to the
following requirements:

(1) At least once every 365 days;(2) following
any significant change in condition, as defined in
K.A.R. 26-39-100;

(3) at least quarterly if the resident receives
assistance with eating from a paid nutrition
assistant; and

(4) if requested by the resident or the resident ' s
legal representative, staff, the case manager, or,
if agreed to by the resident or the resident ' s
legal representative, the resident ' s family.

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-202(d)(2)

The facility reported a census of eight
residents(R). The sample included three
residents. Based on observation, interview and
record review, the operator failed to ensure the
review and if necessary, the revision of one (R5)
of three sampled resident's negotiated service
agreement when the resident had a significant
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change in condition, as defined in KAR
26-39-100.

Findings Included:

- R5 moved into the facility on 04/01/25 with
diagnoses of diabetes mellitus type Il, chronic
kidney disease, and had a right below the knee
amputee.

R5's "Functional Capacity Screen dated 10/31/24
identified he was unable to participate in
activities of daily living including transfers and
mobility and identified as lacking control of his
bladder and having multiple episodes of urinary
incontinence per day.

R5's "Negotiated Service Agreement/Health Care
Service Plan" dated 10/31/24 included
interventions directing staff to help resident with
transfers and mobility. It also identified he was
incontinent an needed physical assistance of two
staff with toileting. It did not identify if he wore
any type of incontinent products.

Review of R5's nursing notes revealed he had
returned from the hospital on 03/31/25 with an
indwelling urinary catheter.

R5's record lacked a revised NSA/HCSP to
identify he had an indwelling urinary catheter and
services needed to properly maintain the
catheter.

Interview on 09/08/25 at 04:28 PM with Operator
A, she confirmed the NSA/HCSP should have
been revised when he got his catheter.
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The operator failed to ensure designated staff
reviewed and revised R5's NSA/HCSP when he
returned from the hospital with an indwelling
urinary catheter.

26-42-202 (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 resident or the resident's legal
representative.

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-202 (h)

The facility reported a census of eight residents
(R). The sample included three resident. Based
on record review and interview for one (R3) of
three sampled residents the operator failed to
ensure that everyone involved in the
development of the "Negotiated Service
Agreement" signed the agreement.

Findings included:

- Review of R3's medical record revealed she
moved into the facility on 07/22/25 with a
diagnosis diabetes mellitus type Il with
neuropathy (nerve damage).

R3's "Functional Capacity Screen" (FCS) dated
07/31/25 identified she was unable to participate
in all of her activities of daily living, had bladder
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incontinence and impaired decision making. It
also identified she was unable to manage her
medications or medical treatments.

R3's Negotiated Service Agreement/Health Care
Service Plan (NSA/HCSP) dated 07/31/25
directed staff to provide physical assistance with
activities of daily living with two staff to assist
with incontinence and check and change every
two hours as needed, and assistance of two staff
with mechanical lift. It identified she was
wheelchair bound and unable to bear weight. It
identified Certified Medication Aide (CMA) and
Licensed Nurse would administer medications
and medical treatments. It also identified Home
Health would check her blood sugars and
administer her insulin.

R3's NSA/HCSP included the signature of the
facility Nurse but failed to include the signature
of R3's legal representative.

Review of R3's record lacked documentation that
her NSA/HCSP had been reviewed with her legal
representative and mailed for signatures.

Interview on 09/08/25 at 03:01 PM Operator A
reported she had sent the NSA/HCSP to R3's
legal representative for her signature.

The operator failed to ensure each person

involved in the development of R3's NSA/HCSP
signed it.

26-42-204 (a) Health Care Services

(a) The administrator or operator in each home
plus shall ensure that a licensed nurse provides
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or coordinates the provision of necessary health
care services that meet the needs of each
resident and are in accordance with the
functional capacity screening and the negotiated
service agreement.

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-204(a)

The facility reported a census of eight residents
(R). The sample included three residents. Based
on interview, and record review the operator
failed to ensure a licensed nurse provided or
coordinated the provision of necessary health
care services to meet the needs of two (R3, R5)
of three sampled residents related to monitoring
of skin and implementation of measures to
reduce risk/prevent pressure ulcers.

Findings included:

-- Review of R3's medical record revealed she
moved into the facility on 07/22/25 with a
diagnosis diabetes mellitus type Il with
neuropathy (nerve damage).

R3's "Functional Capacity Screen" (FCS) dated
07/31/25 identified she was unable to participate
in all of her activities of daily living, had bladder
incontinence and impaired decision making. It
also identified she was unable to manage her
medications or medical treatments.
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R3's Negotiated Service Agreement/Health Care
Service Plan (NSA/HCSP) dated 07/31/25
directed staff to provide physical assistance with
activities of daily living with two staff to assist
with incontinence, check and change every two
hours as needed, and assistance of two staff with
mechanical lift. It identified she was wheelchair
bound and unable to bear weight. R3's
NSA/HCSP lacked intervnetions to promote the
healing of R3's current coccyx wound and
interventions to reduce the risk for development
of additional skin wounds related to pressure.

R3's Nursing Notes revealed the following
documentation:

07/22/25 revealed upon admission she had two
superficial skin openings noted to coccyx area
and left butocks.

07/28/25 - one superficial skin opening remains
near the coccyx with the one on her left buttock
had healed.

08/19/25 - open area remains near coccyx and
continues to receive wound care from skilled
nursing.

Interview on 09/08/25 at 05:00 PM Administrative
CMA/Operator A confirmed R3 had a couple
open areas when she moved in and the
NSA/HCSP should have included interventions
related to management R3's coccyx wound and
reducing the risk of additional skin damage.

The operator failed to ensure the licensed nurse
coordinated services related to promoting
healing of coccyx and buttock wound for R3.

- R5 moved into the facility on 04/01/25 with
diganoses of diabetes melitus type Il, chronic

S§5155

STATE FORM

6899 WE3N11 If continuation sheet 13 of 34




Kansas Department on Aging

PRINTED: 09/10/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

B087262

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED

B. WING 09/08/2025

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3506 W DONNA AVE
WICHITA, KS 67203

DORIS FAYE HOMES

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

S§5155

Continued From page 13

kidney disease, and had a right below the knee
amputee.

R5's "Functional Capacity Screen dated 10/31/24
identified he was unable to participate in
activities of daily living including transfers and
mobility, had bladder incontinence and impaired
decision making ability. It also identified he could
not manage his medications or medical
treatments.

R5's "Negotiated Service Agreement/Health Care
Service Plan" dated 10/31/24 included
interventions directing staff to help resident with
transfers and mobility. It also identified he was
wheelchair boung related to his right below the
knee amputee and left foot amputee.

Review of R5's "Skin Monitoring..." sheet dated
on 05/11/24 and signed by Registered Nurse
(RN) I revealed R5 had an open area to his left
ankle. It had 90% dead tissue and 10% pink
tissue in the wound bed. The wound edges were
bright red. RN | staged the wound a stage Il (full
thickness of skin loss exposing underlying fatty
tissue) that measuerd 0.9 centimeter (cm) x 1.0
cmx 0.1 cm.

The record included continued Nurse
assessments of wound and currently receiving
treatment from Home Health skilled nursing and
primary care porvider. It included the wound
physician documentation that due to continued
infections and inability to heal, the physician has
discussed possibilty of amputation of R5's left

leg.

Observation on 09/08/25 at 02:05 PM Home

S§5155
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Health Nurse arrived to change dressing to Left
leg/foot. When she uncovered R5's legs
revealed below the knee right amputee, his left
leg was contracted and bent at the knee. He had
on a blue "bunny boot" on his left foot, ace wrap
on from his left knee down covering his whole
foot, and pillow under his knees. He had an
abrasion on the top of his shin that measured
approximately 4.0 inches long, dark, purplish, red
area on the top of his left foot and open area
where toes were amputated. He also had an
open area on his left outer ankle that had dark
brownish drainage on the ace wrap when
removed.

Interview on 09/08/25 at 06:58 AM Certified
Medication Aide (CMA) C reported R5 usually
stays in his bed and will sit on the side of his bed
when he eats. CMA C reported Home Health
came in and managed wound on his left leg.

Interview on 09/08/25 at 04:28 PM Operator A
confirmed the NSA/HCSP lacked interventions to
promote healing and reduce risk for further
development of pressure ulcers.

The operator failed to ensure a Licensed Nurse
implemented measures to promote healing and
reduce the risk of additional pressure ulcers.

26-42-104 (d) Disaster and Emergency
Preparedness Education

(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 home ' s emergency

S§5155
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management plan;

(2) education of each resident upon
admission to the home regarding emergency
procedures;

(3) quarterly review of the home ' 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:
KAR 26-42-104 (d)(3)

The facility reported a census of eight residents.
Based on record review and interview the
operator failed to ensure disaster and emergency
preparedness by the failure to ensure designated
staff conducted quarterly reviews of the home's
emergency management plan with all residents
and employees.

Findings included:

- Review of information notebook provided by
Administrative CMA/Operator A on 09/04/25
included two pages titled "Quarterly Review of
the Disaster Plan' with the eight required
possible disasters, a place for the date,
residents, staff and staff signatures.

The pages were dated January 2025 and June
2025. The June 2025 review lacked evidence it
was reviewed with residents.

Surveyor requested the reviews for 2024 which
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revealed designated staff reviewed the disaster
plan in March 2024 but lacked any additional
reviews of the disaster plan.

On 09/08/25 at 02:55 PM Operator A confirmed
facility documents lacked reviews for the third
and fourth quarter of 2024.

The operator failed to ensure disaster and
emergency preparedness by the failure to
conduct quarterly reviews of the emergency
management plan with all residents and staff.

26-42-207 (a) (b) (1)(2)(3)(4) Infection Control

a) The administrator or operator of each home
plus shall ensure the provision of a safe,
sanitary, and comfortable environment for
residents.

(b) Each administrator or operator shall ensure
the development of policies and implementation

of procedures to prevent the spread of infections.

These policies and procedures shall include the
following requirements:

(1) Using universal precautions to prevent the
spread of blood-borne pathogens;

(2) techniques to ensure that hand hygiene
meets professional health care standards;

(3) techniques to ensure that the laundering and
handling of soiled and clean linens meet
professional health care standards;

(4) providing sanitary conditions for food service;

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-207(b)(1)
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The facility reported a census of eight residents.
The sample included three residents. Based on
observation, interview and record review the
operator failed to ensure certified staff followed
proper infection control measures related to
management of an indwelling catheter for one
(R5) of three sampled residents.

Findings included:

- Review of R5's medical record revealed he
moved into the facility on 04/01/24 with
diagnoses of diabetes mellitus type two and
dementia.

R5's current "Functional Capacity Screen dated
10/31/24 revealed he required was unable to
participate in the task of toileting ad was
incontinent.

R5's current "Negotiated Service
Agreement/Health Care Service PLan" dated
10/31/24 did not identify R5 had an indwelling
catheter.

Observation on 09/04/25 at 08:59 AM resident
lay in bed and his indwelling catheter bag lay on
the floor under his bed.

Observation on 09/04/25 at 11:55 AM residents
indwelling catheter bag hung on the side of his
bed.

Observation on 09/08/25 at 07:04 AM resident's
indwelling catheter bag lay on the floor under his
bed.

§5225
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Interview on 09/08/25 at 07:10 AM Certified
Medication Aide (CMA) C reported the catheter
bag was on the floor because it did not have a
cliponit. CMA C picked it up and laid it across
the bed frame.

Interview on 09/08/25 at 07:12 AM Operator A
reported the catheter bag was not supposed to
be on the floor.

Review of CDC (Centers for Disease Control)
"Indwelling Urinary Catheter Insertion and
Maintenance" education revealed maintenance
of an indwelling urinary catheter bag included
keeping the bag below the level of the bladder
and keeping the urine bag off the floor.

The operator failed to ensure certified staff
followed proper infection control measure related
to management of R5's indwelling catheter bag.

26-42-207 (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
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;

(c) Each administrator or operator shall ensure
the home ' s compliance with the department ' s
tuberculosis guidelines for adult care homes
adopted by reference in K.A.R. 26-39-105.
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This REQUIREMENT is not met as evidenced

by:
K.A.R 26-42-207(c)

The facility reported a census of eight
residents(R). The sample included three
residents and five newly hired staff. Based on
interview and record review for four of five newly
hired staff and three (R3, R4, R5) of three
sampled residents the operator failed to ensure
the facility remained in compliance with the
department's tuberculosis (TB) guidelines for
adult care homes adopted by reference in K. A.R.
26-39-105.

Findings included:

- Review of five newly hired employee records
revealed the following:

Maintenance staff D hired on 03/10/25 lacked
evidence of having a TB symptom screen or a
two-step TB skin test completed.

Certified Medication Aide E hired on 07/18/25 did
not have her TB symptom screen or TB skin test
initiated until 18 days after her hire date.

Certified Nurse Aide F hired on 04/07/25 did not
have a TB symptom screen completed until 43
days after she was hired and did not have a
second TB skin test completed.

Certified Medication Aide G hired on 08/02/25
did not have a TB symptom screen completed or
a second TB skin test completed.
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Interview on 09/04/25 at 02:22 PM Administrative
CMA/Operator reported TB symptom screening
for employees is done yearly and confirmed staff
were supposed to have a two-step TB skin test
upon hire.

- Review of three sampled resident records
revealed the following:

- R3 moved into the facility on 07/22/25 records
lacked an initial TB symptom screen and
two-step TB skin test initiated until 16 days after
moving into the facility.

- R4 moved into the facility on 04/01/24. Record
lacked an annual TB symptom screen.

- R5 moved into the facility on 04/01/24 record
lacked an admission TB symptom screen and an
annual TB symptom screen.

Interview on 09/08/25 at 03:21 PM Administrative
Nurse B confirmed employees and residents
were to have a TB symptom screen completed
and a two-step skin test completed when they
move into the facility or start working.

Review of the "Tuberculosis (TB) Guidelines for
Adult Care Homes" June 2013 revealed each
new resident, and new employee shall have an
initial TB symptom screen that includes the
components of the TB symptom screen
questionnaire within seven days of residency or
employment. Each new resident and new
employee shall receive a two-step skin test or
alternate testing within seven days of residency
or employment. The guidelines also direct that
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each resident and employee shall have an
annual TB symptom screen review completed.

The operator failed to ensure four of five newly
hired staff, and three of three sampled residents
had a TB symptom screen completed and a
two-step TB skin tests or equivalent completed
according to TB guidelines.

26-42-105 (c) Resident Record Safeguards

(c) Each administrator or operator shall ensure
the safeguarding of resident records against the
following: (1) Loss;

(2) destruction;

(3) fire;

(4) theft; and

(5) unauthorized use.

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-105(c)(1)

The facility reported a census of eight residents.
The sample include three residents. Based on
observation, interview for all residents, and
record review the operator failed to ensure all
facility resident's medical records were
safeguarded against loss.

Findings included:

-- Review of R3's medical record revealed she
moved into the facility on 07/22/25 with a
diagnosis diabetes mellitus type Il with
neuropathy (nerve damage).
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Review of R3's paper chart lacked an admission
agreement, resident notification of resident
rights, their right to formulate advanced
directives and nursing progress notes.

Interview on 09/04/25 at 10:31 AM Administrative
Certified Medication Aide/Operator A reported
she did not keep the admission agreements in
the resident charts and would look for them.
Operator A looked for Nurses Notes in an
expandable folder for notes and stated
sometimes they are kept in the folder for
communication purposes.

Interview on 09/04/25 at 12:13 PM Administrative
Nurse B reported she documents nursing notes
on her personal computer when she is at the
facility and then prints them off at the end of the
month. She reported she had gotten a little
behind on getting them printed off and in the
charts but would get that done this weekend.

Interview on 09/08/25 at 03:00 PM Operator A
reported she could not find the admission
agreement.

The operator failed to ensure all information in

R3's record was kept safe from loss.

- R4 moved into the facility on 04//01/24 with a
diagnosis of chronic obstructive pulmonary
disease.

R4's record included one "Functional Capacity
Screen" (FCS) dated 10/29/24.

R4's record included one "Negotiated Service
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Agreement / Health Care Service Plan"
(NSA/HCSP) dated 03/20/25.

On 09/04/25 at 03:35 PM Surveyor requested
R4's admission FCS and NSA/HCSP for review.
Operator A reported she would have to look in
the overflow record for it.

On 09/08/25 at 10:30 AM Operator A reported
she could not find the admission FCS or
NSA/HCSP or an NSA/HCSP to match the FCS
dated 10/29/24 and stated she thought a nurse
may have shredded them when she asked her to
clean out the charts.

The operator failed to ensure staff kept records
for R4 safe from loss.

- R5 moved into the facility on 04/01/25 with a
diagnosis of diabetes mellitus type II.

R5's record did not include an admission
agreement, resident notification of resident
rights, and their right to formulate advanced
directives.

R5's record included one "Functional Capacity
Screen" (FCS) dated 10/31/24, and one
"Negotiated Service Agreement/Health Care
Service Plan" (NSA/HCSP) dated 10/31/24. It
lacked an admission FCS, an admission
NSA/HCSP, and any revisions necessary related
to changes in service needs such as receiving
physical therapy services.

On 09/08/25 at 12:35 PM Surveyor requested to
review R5's admission FCS and admission
NSA/HCSP. Operator A reported she would have
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to look for them.
On 09/08/25 at 04:35 PM Operator A looked
through the overflow bin and reported the
admission agreement, FCS, and his admission
NSA/HCSP were not in the overflow so she did
not know what had happened to them.
The operator failed to ensure staff kept the
records for R5 free from loss.
$5251| 26-42-105 (f) (11) Resident Records $5251

SS=E| 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.

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-105(f)(11)

The facility reported a census of eight
residents(R). The sample included three
residents. Based on interview, and record review
the operator failed to ensure the medical record
contained documentation of all incidents,
symptoms, and other indications of illness or
injury including the date and time, action taken,
and results of the action for one (R4) of three
sampled residents.

Findings included:
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- Review of R4's medical record revealed she
moved into the facility on04/01/24 with a

diagnosis chronic obstructive pulmonary disease.

R4's only "Functional Capacity Screen" (FCS)
dated 10/29/24 identified she was unable to
participate in any part of dressing, toileting,
transfers, walk/mobility, or management of her
medications and medical treatments. She
needed physical assistance with bathing and
used a wheelchair and mechanical lift.

R4's only "Negotiated Service Agreement/Health
Care Service Plan" (NSA/HCSP) dated 03/20/25
identified staff would provide physical assistance
with activities of daily living, us a sit to stand lift
or full body lift for transfers depending on need,
and would administer her medications.

R4's record included the following physician
orders:

06/03/24 - order for Hydrocodone (narcotic pain
medication) 10 milligrams (mg) 1 tab four times a
day - hold for signs of sedation

The record lacked documentation of symptoms
as to why medication was initiated and follow up
if the medication was effective.

06/25/24 - take Doxycycline (antibiotic) twice a
day until out.

The record lacked documentation that new
medication was initiated and follow up on
effectiveness of medication.

08/19/24 - Doxycycline Monohydrate (antibiotic)
100 mg for one month - Mupirocin (antibiotic
ointment) 2% topical ointment apply thin layer to
affected area up to three times per day.

The record lacked documentation of the
symptoms of need for antibiotic medications and

§5251
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results of treatment.

09/25/24 - Pramipexole (for restless leg) .125mg
at bedtime for 30 days

The record lacked documentation of symptoms
the resident had to initiated need for medication
and follow up on results of medication.

09/25/24 - Temazepam (benzodiazepine -for
insomnia) 7.5 mg one cap at bedtime for 30
days.

The record lacked documentation of symptoms
for medication and results of medication.
09/30/34 - Doxycycline (antibiotic) 100 milligrams
(mg) one capsule daily

The record lacked documentation of symptoms
for need for antibiotic and results of treatment.
06/13/25 - Advair Diskus (combination inhaler)
250 mcg one puff twice a day

The record lacked documentation if starting new
medication helped in improving her breathing.

Review of Nursing Progress Notes revealed the
following documentation:

07/10/24 - resident fell out of wheelchair and
wanted to go to hospital for shoulder pain.

The record lacked documentation of her
returning to the facility and nurse follow up post
fall.

The record included multiple handwritten Nursing
Progress Notes that did not include the full date,
time, or signature of the person documenting in
the record.

Electronic interview on 09/08/25 at 03:20 PM
Administrative Nurse B reported she expected
documentation to provide a clear clinical picture
of the resident, including any changes from
baseline. For new medications, she assumed

§5251
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the ordering provider and their staff documented
the indication and effectiveness of medications in
their notes. She confirmed she did not
independently document the initiation, indication,
or effectiveness of medications unless she
needed to follow-up.

Interview on 09/08/25 at 03:35 PM Administrative
Certified Medication Aide/Operator A reported
she expected the staff to document pain, any
skin issues, behaviors or concerns the resident
may have.

The operator failed to ensure R4's record
included documentation of all incidents,
symptoms, and indications of illness or injury
including the date, time of occurrence, action
taken, and the results of the action.

26-42-102 (d) Staff Qualifications Employee
Records

(d) The employee records and agency staff
records shall contain the following information:
(1) Evidence of licensure, registration,
certification, or a certificate of successful
completion of a training course for each
employee performing a function that requires
specialized education or training;

(2) supporting documentation for criminal
background checks of facility staff and contract
staff, excluding any staff licensed or registered
by a state agency, pursuant to K.S.A. 39-970
and amendments thereto;

(3) supporting documentation from the Kansas
nurse aide registry that the individual does not
have a finding of having abused, neglected, or
exploited a resident in an adult carehome; and

§5251
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(4) supporting documentation that the individual
does not have a finding of having abused,
neglected, or exploited any resident in an adult
care home, from the nurse aide registry in each
state in which the individual has been known to
work as a certified nurse aide.

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-102(d)(1)

The facility reported a census of eight residents.
Based on record review and interview for one of
four newly hired certified staff, the operator failed
to ensure certified employee records contained
evidence of registration/certification for staff
which require specialized education and training.

Findings included:

- Review of Certified Nurse Aide (CNA) F's
employee record revealed it lacked evidence the
operator checked the Kansas Nurse Aide registry
to ensure CNA F had an active certification.

Interview on 09/04/25 at 02:30 PM Operator A
reported she would look more to see if she might
have just misplaced.

On 09/08/25 at 07:59 AM Operator A provided
employee files again for review. Review of CNA
F's record still lacked evidence of the Kansas
Nurse Aide Registry for certification.

Interview on 09/08/25 at 05:35 PM Operator A
confirmed the registry was not in her record.

§5258

STATE FORM

6899 WE3N11 If continuation sheet 29 of 34




Kansas Department on Aging

PRINTED: 09/10/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

B087262

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

09/08/2025

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3506 W DONNA AVE
WICHITA, KS 67203

DORIS FAYE HOMES

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

(X5)

§5258

S5327
SS=E

Continued From page 29

The operator failed to ensure newly hired
employee records contained evidence
designated staff completed Kansas Registry
Check upon hire for CNAF.

26-42-205 (1) (2) Medication Regimen Review
Variance Report

() (2) The licensed pharmacist or licensed nurse
shall notify the medical care provider upon
discovery of any variance identified in the
medication regimen review that requires
immediate action by the medical care provider.
The licensed pharmacist shall notify a licensed
nurse within 48 hours of any variance identified
in the resident ' s regimen review that does not
require immediate action by the medical care
provider and specify a time within which the
licensed nurse must notify the resident ' s
medical care provider. The licensed nurse shall
seek a response from the medical care provider
within five working days of the medical care
provider ' s notification of a variance.

This REQUIREMENT is not met as evidenced
by:
KAR 26-42-205 (1)(2)

The facility reported a census of eight residents.
The sample included three residents. Based on
interview and record review the operator failed to
ensure the licensed nurse notified the medical
provider and attempted to get a response from
the medical provider for pharmacy
recommendations for two (R4 and R5) of three
sampled residents within five days.

§5258
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Findings included:

- Review of R4's medical record revealed she
moved into the facility on 04/01/24 with diagnosis
of chronic obstructive pulmonary disease.

R4's "Functional Capacity Screen dated 10/29/24
identified she was unable to participate in
management of her medications of medical
treatments.

R4's "Negotiated Service Agreement/Health Care
Service Plan dated 03/20/25 identified Certified
Medication Aides and Licensed Nurse would
administer and manage R4's medications and
medical treatments.

R4's record included medication regimen review
log from a local pharmacist with physician and
nurse recommendations identified on 10/30/24
and 04/17/25. These recommendations included
need to either get lab results or obtain labs, and
medications without appropriate diagnoses.

R4's record lacked evidence the pharmacist
recommendations were sent to the physician and
the nurse attempted to obtain a response.

- Review of R5's medical record revealed he
moved into the facility on 04/01/24 with
diagnoses of diabetes mellitus type two and
dementia.

R5's current "Functional Capacity Screen dated
10/31/24 revealed he was unable to participate
in management of his medications or medical
treatments.

§5327
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R5's current "Negotiated Service
Agreement/Health Care Service Plan" dated
10/31/24 identified Certified Medication Aide or
Licensed Nurse would manage his medications
and medical treatments.

R5's record included medication regimen review
log which identified the pharmacist made
physician recommendations on 10/30/24,
04/17/25 and 07/11/25. These recommendations
included obtaining labs related to medications,
appropriate indications/diagnosis for medications
and questioned need to discontinue antibiotics.

R5's record lacked evidence that the pharmacist
recommendations had been sent to the physician
and the nurse attempted to obtain a response.

Review of the pharmacy report notebook
provided by Administrative CMA/Operator A on
09/08/25 included the 2025 pharmacy
recommendations but none had been reviewed
or signed by the physician.

Interview on 09/08/25 at 03:45 PM Administrative
CMA/Operator A reported the pharmacist
provided the recommendation and she put them
in a notebook for the physician to review the next
time they are in the facility.

The operator failed to ensure a licensed nurse
notified the physician and attempted to seek a
response from the medical provider within five
working days of notification of pharmacy
recommendations for R4 and R5.
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Continued From page 32
28-39-437 Construction

(a) Each home-plus facility shall be designed,
constructed, equipped, and maintained to protect
the health and safety of residents, personnel,
and the public.

(b) All new construction, renovation, remodeling,
and changes in building use in existing buildings
shall comply with building and fire codes,
ordinances, and regulations enforced by city,
county, and state jurisdictions, including the state
fire marshal.

This REQUIREMENT is not met as evidenced
by:

KAR 28-39-437 (a)

The facility reported a census of eight residents.
Based on observation and interview the operator
failed to ensure staff-maintained chemicals in
secured areas to maintain the safety of all
residents and the public.

Findings included:

- Observation during initial tour on 09/04/25 at
08:44 AM the double door closet with notice on it
identified "storage closet to be kept locked at all
times. Surveyor opened unlocked left door which
revealed the following cleaning supplies: a squirt
bottle of toilet bowl cleaner, 2 spray bottles of
bathroom cleaner, spray bottle of mold and
mildew remover, plastic containers of disinfectant
wipes and plastic container of antibacterial
wipes. It also contained a bottle of Fabuloso
multipurpose cleanser, a bottle of Mr. Clean,
toilet bowl spray, and pet odor eliminator spray.
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All chemicals had different types of warning
related to ingestion, eyes, and skin, along with a
"keep out of reach of children" warning.
Interview on 09/04/25 at 08:51 AM Certified
Nurse Aide H confirmed the door was supposed
to be kept locked.
The operator failed to ensure staff kept
chemicals safely secured to maintain safety for
all residents and the public.
STATE FORM 6899 WE3N11 If continuation sheet 34 of 34




