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F 000 INITIAL COMMENTS F 000

 The following citations represent the findings of a 

Health Resurvey and Complaint Investigations 

#KS00189484 and KS00188380. 

The 2567 was sent electronically on 08/09/24.

 

F 558 Reasonable Accommodations Needs/Preferences

CFR(s): 483.10(e)(3)

§483.10(e)(3) The right to reside and receive 

services in the facility with reasonable 

accommodation of resident needs and 

preferences except when to do so would 

endanger the health or safety of the resident or 

other residents.

This REQUIREMENT  is not met as evidenced 

by:

F 558

SS=D

 The facility identified a census of 37 residents. 

The sample included 12 residents with one 

reviewed for accommodation of needs. Based on 

record review, interviews, and observations, the 

facility failed to ensure Resident (R) 23 had a call 

light within reach to communicate his need for 

staff assistance. This deficient practice placed the 

residents at risk for preventable falls and injuries. 

Findings Including:

-  The "Medical Diagnosis" section within R23's 

Electronic Medical Records (EMR) included 

diagnoses of Parkinson's disease (a slowly 

progressive neurologic disorder characterized by 

resting tremor, rolling of the fingers, masklike 

faces, shuffling gait, muscle rigidity, and 

weakness), overactive bladder, cognitive 

communication deficit, and anxiety disorder 

(mental or emotional reaction characterized by 

apprehension, uncertainty, and irrational fear). 

 

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

08/09/2024

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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F 558 Continued From page 1 F 558

R23's "Significant Change Minimum Data Set 

(MDS)" completed 07/11/24 noted a Brief 

Interview for Mental Status (BIMS) score of zero 

indicating severe cognitive impairment. The MDS 

indicated he had functional limitations in both his 

lower extremities. The MDS indicated he required 

substantial to maximal assistance from staff for 

bed mobility, transfers, toileting, bathing, 

grooming, and dressing.  

R23's "Functional Abilities Care Area Assessment 

(CAA)" completed 07/19/24 indicated he was 

recently admitted to hospice services. The CAA 

noted he required extensive assistance from staff 

for his activities of daily living (ADLs).  The CAA 

noted R23's goal was to maintain his current 

levels of functioning. 

R23's "Care Plan" initiated on 01/25/24 indicated 

he had ADL deficits related to his medical 

diagnoses. The plan instructed staff to encourage 

him to fully participate. The plan noted he was a 

high risk for falls related to his impaired cognitive 

status and physical limitations. The plan indicated 

he had communication deficits related to not 

being able to understand others and mild hearing 

loss.  The plan instructed staff to ensure his call 

light was always within reach. The plan indicated 

he had a pancake-style call light. 

On 07/30/24 at 11:10 AM R23 sat in his room 

next to the back wall facing his television. R23 

called out "help" several times. R23's call light 

was attached to his bed and out of reach.  He 

continued to call out for help and an unidentified 

staff member came in and asked if he needed to 

use the bathroom. R23 confirmed and she called 

for assistance to toilet him at 11:21 AM. 
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F 558 Continued From page 2 F 558

On 07/31/24 at 08:15 AM Licensed Nurse (LN) H 

stated the call lights should be stored within 

reach. She stated staff were expected to ensure 

the lights were either pinned to the clothing of 

chairs to prevent them from falling. She stated 

R23 required close monitoring due to his 

cognitive impairment and used a pancake light. 

On 07/31/24 at 11:43 AM Administrative Nurse D 

stated staff were to ensure the call light remained 

within the resident's reach. She stated some of 

the residents were prone to drop the light so the 

lights should be attached to the chairs or clothing 

for easy access.

 

The facility's "Quality of Care" policy revised 

11/2017 indicated staff will ensure the necessary 

services and care were provided to the resident 

to attain the highest level of function attainable. 

The policy indicated staff was to ensure the 

residents' environment and rooms remained safe 

and functional. The policy indicated the facility 

would ensure each resident's communicated care 

needs were monitored and met. 

The facility failed to ensure R23 had a call light in 

order to communicate his need for staff 

assistance. This deficient practice placed the 

residents at risk for preventable falls and injuries.

F 582 Medicaid/Medicare Coverage/Liability Notice

CFR(s): 483.10(g)(17)(18)(i)-(v)

§483.10(g)(17) The facility must-- 

(i) Inform each Medicaid-eligible resident, in 

writing, at the time of admission to the nursing 

facility and when the resident becomes eligible for 

Medicaid of- 

F 582

SS=D
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F 582 Continued From page 3 F 582

(A) The items and services that are included in 

nursing facility services under the State plan and 

for which the resident may not be charged; 

(B) Those other items and services that the 

facility offers and for which the resident may be 

charged, and the amount of charges for those 

services; and 

(ii) Inform each Medicaid-eligible resident when 

changes are made to the items and services 

specified in §483.10(g)(17)(i)(A) and (B) of this 

section.

§483.10(g)(18) The facility must inform each 

resident before, or at the time of admission, and 

periodically during the resident's stay, of services 

available in the facility and of charges for those 

services, including any charges for services not 

covered under Medicare/ Medicaid or by the 

facility's per diem rate. 

(i) Where changes in coverage are made to items 

and services covered by Medicare and/or by the 

Medicaid State plan, the facility must provide 

notice to residents of the change as soon as is 

reasonably possible. 

(ii) Where changes are made to charges for other 

items and services that the facility offers, the 

facility must inform the resident in writing at least 

60 days prior to implementation of the change. 

(iii) If a resident dies or is hospitalized or is 

transferred and does not return to the facility, the 

facility must refund to the resident, resident 

representative, or estate, as applicable, any 

deposit or charges already paid, less the facility's 

per diem rate, for the days the resident actually 

resided or reserved or retained a bed in the 

facility, regardless of any minimum stay or 

discharge notice requirements. 

(iv) The facility must refund to the resident or 
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F 582 Continued From page 4 F 582

resident representative any and all refunds due 

the resident within 30 days from the resident's 

date of discharge from the facility. 

(v) The terms of an admission contract by or on 

behalf of an individual seeking admission to the 

facility must not conflict with the requirements of 

these regulations.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 37 residents 

with 12 residents included in the sample. Based 

on interview and record review the facility failed to 

issue the CMS (Center for Medicare/Medicaid 

Services) Notification of Medicare Non-Coverage 

(NOMNC- the form used to notify Medicare A 

participants of their rights to appeal and the last 

covered date of service) Form 10123 which 

contained the required information for Resident 

(R) 193. This failure placed the resident at risk for 

decreased autonomy and impaired right to 

appeal. 

Findings included:

-  A review of R193's Electronic Medical Record 

(EMR) documented that the Medicare Part A 

episode began on 01/13/24 and ended on 

02/01/24. R193 was discharged home from the 

facility. The facility failed to provide evidence that 

the NOMNC was given to R193.

A "Plan of Care Progress Note" dated 01/22/24 

documented that a care plan meeting was held 

with the resident, interdisciplinary team, and the 

resident's two daughters with one son present via 

speaker phone.  A date was discussed for return 

to home. The resident reported being anxious to 

go home with therapy, who was planned for the 

middle of the next week.
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F 582 Continued From page 5 F 582

On 07/30/24 at approximately 02:53 PM, Social 

Services X stated that the facility did not have a 

NOMNC for R193. Social Services X stated she 

thought if a resident initiated the discharge to 

home, a NOMNC did not need to be issued. 

Social Services X did confirm that a planned 

discharge date to home during care plan 

meetings was not a spontaneous 

resident-initiated discharge and even residents 

who discharge on their agreed-upon date have 

the right to appeal. 

The facility provided a Medicare Advance 

Beneficiary and Medicare on-Coverage notices 

policy.  The policy stated for the Notice of 

Medicare Non-Coverage that if the resident's 

Medicare-covered Part A stay or when all of Part 

B therapies are ending, a NOMNC is issued to 

the resident at least two calendar days before 

benefits end.  The NOMNC informs the resident 

of the pending termination of coverage and of his 

or her right to an expedited review by a Quality 

Improvement Organization.  The notice of 

Medicare non-coverage is not given if the 

beneficiary exhausts the SNF benefits overage 

(100 days), thus exhausting their Medicare Part A 

SNF benefit and/or the beneficiary initiates the 

discharge from the SNF.

The facility failed to provide a NOMNC to R193. 

This failure placed the resident at risk for 

decreased autonomy and impaired right to 

appeal.

F 585 Grievances

CFR(s): 483.10(j)(1)-(4)

§483.10(j) Grievances.

F 585

SS=F
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F 585 Continued From page 6 F 585

§483.10(j)(1) The resident has the right to voice 

grievances to the facility or other agency or entity 

that hears grievances without discrimination or 

reprisal and without fear of discrimination or 

reprisal. Such grievances include those with 

respect to care and treatment which has been 

furnished as well as that which has not been 

furnished, the behavior of staff and of other 

residents, and other concerns regarding their LTC 

facility stay.

§483.10(j)(2) The resident has the right to and the 

facility must make prompt efforts by the facility to 

resolve grievances the resident may have, in 

accordance with this paragraph.

§483.10(j)(3) The facility must make information 

on how to file a grievance or complaint available 

to the resident.

§483.10(j)(4) The facility must establish a 

grievance policy to ensure the prompt resolution 

of all grievances regarding the residents' rights 

contained in this paragraph. Upon request, the 

provider must give a copy of the grievance policy 

to the resident. The grievance policy must 

include:

(i) Notifying resident individually or through 

postings in prominent locations throughout the 

facility of the right to file grievances orally 

(meaning spoken) or in writing; the right to file 

grievances anonymously; the contact information 

of the grievance official with whom a grievance 

can be filed, that is, his or her name, business 

address (mailing and email) and business phone 

number; a reasonable expected time frame for 

completing the review of the grievance; the right 

to obtain a written decision regarding his or her 
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F 585 Continued From page 7 F 585

grievance; and the contact information of 

independent entities with whom grievances may 

be filed, that is, the pertinent State agency, 

Quality Improvement Organization, State Survey 

Agency and State Long-Term Care Ombudsman 

program or protection and advocacy system;

(ii) Identifying a Grievance Official who is 

responsible for overseeing the grievance process, 

receiving and tracking grievances through to their 

conclusions; leading any necessary investigations 

by the facility; maintaining the confidentiality of all 

information associated with grievances, for 

example, the identity of the resident for those 

grievances submitted anonymously, issuing 

written grievance decisions to the resident; and 

coordinating with state and federal agencies as 

necessary in light of specific allegations;

(iii) As necessary, taking immediate action to 

prevent further potential violations of any resident 

right while the alleged violation is being 

investigated;

(iv) Consistent with §483.12(c)(1), immediately 

reporting all alleged violations involving neglect, 

abuse, including injuries of unknown source, 

and/or misappropriation of resident property, by 

anyone furnishing services on behalf of the 

provider, to the administrator of the provider; and 

as required by State law;

(v) Ensuring that all written grievance decisions 

include the date the grievance was received, a 

summary statement of the resident's grievance, 

the steps taken to investigate the grievance, a 

summary of the pertinent findings or conclusions 

regarding the resident's concerns(s), a statement 

as to whether the grievance was confirmed or not 

confirmed, any corrective action taken or to be 

taken by the facility as a result of the grievance, 

and the date the written decision was issued;
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F 585 Continued From page 8 F 585

(vi) Taking appropriate corrective action in 

accordance with State law if the alleged violation 

of the residents' rights is confirmed by the facility 

or if an outside entity having jurisdiction, such as 

the State Survey Agency, Quality Improvement 

Organization, or local law enforcement agency 

confirms a violation for any of these residents' 

rights within its area of responsibility; and

(vii) Maintaining evidence demonstrating the 

result of all grievances for a period of no less than 

3 years from the issuance of the grievance 

decision.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 37 residents. 

Based on observations, record reviews, and 

interviews, the facility failed to provide a method 

for residents to submit grievances anonymously. 

This deficient practice had the risk of loss of 

resident rights, unresolved grievances, and a loss 

of dignity for the residents in the facility.

Findings included:

-  On 07/29/24 at 07:05 AM, entry into the skilled 

facility involved going through locked double 

doors from the main entrance area that Assisted 

Living shared. The double doors required a code 

to exit to the main entrance area from the skilled 

facility side.

During the initial tour of the skilled facility on 

07/29/24 at 07:30 AM, observation revealed there 

was no submission box or method for filing 

anonymous grievances.

On 07/31/24 at 09:49 AM, Social Services X 

stated if a resident wanted to file a grievance 

anonymously, the facility encouraged them to talk 
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F 585 Continued From page 9 F 585

to her. She stated if the resident wanted to 

remain anonymous, she left their name off of the 

grievance form and then distributed the grievance 

to the appropriate department to be addressed. 

Social Services X stated the facility did not have a 

box for residents to submit anonymous 

grievances. She agreed that it did not count as 

anonymous if residents submitted grievances 

through staff including herself.

On 07/31/24 at 10:20 AM, Licensed Nurse (LN) G 

stated if a resident wanted to file a grievance 

anonymously then staff notified Administrative 

Nurse D who handled it from there.

On 07/31/24 at 11:43 AM, Administrative Nurse D 

stated if a resident wanted to file a grievance 

anonymously, they told staff. She stated the 

facility did not have a method to submit 

anonymous grievances.

On 07/31/24 at 12:30 PM, Administrative Staff A 

stated if a resident wanted to file an anonymous 

grievance, they could go through staff or ask staff 

for a grievance form. He stated the Assisted 

Living side had a box for grievance forms.

The facility's "Right to Voice Grievances and 

Have Grievances Resolved" policy, revised in 

November 2017, directed if a resident or 

representative wished to remain anonymous then 

the resident or representative had the option to 

place it in a comment box.

The facility failed to provide a method for 

residents to submit grievances anonymously. 

This deficient practice had the risk of loss of 

resident rights, unresolved grievances, and a loss 

of dignity for the residents in the facility.
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F 620 Admissions Policy

CFR(s): 483.15(a)(1)-(7)

§483.15(a) Admissions policy. 

§483.15(a)(1) The facility must establish and 

implement an admissions policy.

§483.15(a)(2) The facility must-

(i) Not request or require residents or potential 

residents to waive their rights as set forth in this 

subpart and in applicable state, federal or local 

licensing or certification laws, including but not 

limited to their rights to Medicare or Medicaid; and

(ii) Not request or require oral or written 

assurance that residents or potential residents 

are not eligible for, or will not apply for, Medicare 

or Medicaid benefits.

(iii) Not request or require residents or potential 

residents to waive potential facility liability for 

losses of personal property.

§483.15(a)(3) The facility must not request or 

require a third party guarantee of payment to the 

facility as a condition of admission or expedited 

admission, or continued stay in the facility. 

However, the facility may request and require a 

resident representative who has legal access to a 

resident's income or resources available to pay 

for facility care to sign a contract, without 

incurring personal financial liability, to provide 

facility payment from the resident's income or 

resources.

§483.15(a)(4) In the case of a person eligible for 

Medicaid, a nursing facility must not charge, 

solicit, accept, or receive, in addition to any 

amount otherwise required to be paid under the 

State plan, any gift, money, donation, or other 

consideration as a precondition of admission, 

expedited admission or continued stay in the 

F 620

SS=C
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F 620 Continued From page 11 F 620

facility. However,- 

(i) A nursing facility may charge a resident who is 

eligible for Medicaid for items and services the 

resident has requested and received, and that are 

not specified in the State plan as included in the 

term ''nursing facility services'' so long as the 

facility gives proper notice of the availability and 

cost of these services to residents and does not 

condition the resident's admission or continued 

stay on the request for and receipt of such 

additional services; and

(ii) A nursing facility may solicit, accept, or receive 

a charitable, religious, or philanthropic 

contribution from an organization or from a 

person unrelated to a Medicaid eligible resident or 

potential resident, but only to the extent that the 

contribution is not a condition of admission, 

expedited admission, or continued stay in the 

facility for a Medicaid eligible resident.

§483.15(a)(5) States or political subdivisions may 

apply stricter admissions standards under State 

or local laws than are specified in this section, to 

prohibit discrimination against individuals entitled 

to Medicaid.

§483.15(a)(6) A nursing facility must disclose and 

provide to a resident or potential resident prior to 

time of admission, notice of special 

characteristics or service limitations of the facility.

§483.15(a)(7) A nursing facility that is a 

composite distinct part as defined in §483.5 must 

disclose in its admission agreement its physical 

configuration, including the various locations that 

comprise the composite distinct part, and must 

specify the policies that apply to room changes 

between its different locations under paragraph 
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F 620 Continued From page 12 F 620

(c)(9) of this section.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 37 residents. 

Based on record review and interviews, the 

facility failed to establish and implement an 

admissions agreement that protected the 

residents' right to personal property by not 

waiving the facility's liability.  

Findings included:

- The facility's "Nursing Admission and Care 

Agreement" revealed under section D "Standard 

Admission Waiver" on page four, section four, 

that residents and their families realized the 

facility could not guarantee the safety of personal 

items and the facility was not responsible for loss, 

theft, or damage to resident's personal property. 

The facility maintained a safe in which personal 

articles of a small size or limited dollar value were 

stored. It was agreed by all parties that money, 

jewelry, documents, furs, and other personal 

articles of significant monetary value that were 

brought into the facility by the resident, 

responsible party, or other guests were a violation 

of D.4. of the agreement and were not the 

responsibility of the facility.

On 07/31/24 at 12:30 PM, Administrative Staff A 

stated the facility reviewed the admission 

agreement annually and made changes. He 

stated if a resident lost an item, the facility did not 

immediately replace it but did make every effort to 

locate the item. He stated if the item was valued 

then the facility reported to the police department. 

Administrative Staff A stated if residents brought 

in items of excess value and they were lost or 

stolen, the facility did not necessarily accept 
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F 620 Continued From page 13 F 620

responsibility for that item. He stated he did not 

interpret the admission agreement as a waiver of 

the residents' rights.

The facility's "Admission Orientation" policy, 

revised in October 2012, directed nursing to 

provide newly admitted residents/family members 

with an orientation to the facility, facility programs, 

and facility services. The policy did not address 

the admission agreement.

The facility failed to establish and implement an 

admissions agreement that protected the 

residents' right to personal property aby not 

waiving the facility's liability.

F 623 Notice Requirements Before Transfer/Discharge

CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer. 

Before a facility transfers or discharges a 

resident, the facility must-

(i) Notify the resident and the resident's 

representative(s) of the transfer or discharge and 

the reasons for the move in writing and in a 

language and manner they understand. The 

facility must send a copy of the notice to a 

representative of the Office of the State 

Long-Term Care Ombudsman.

(ii) Record the reasons for the transfer or 

discharge in the resident's medical record in 

accordance with paragraph (c)(2) of this section; 

and

(iii) Include in the notice the items described in 

paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice. 

(i) Except as specified in paragraphs (c)(4)(ii) and 

(c)(8) of this section, the notice of transfer or 

F 623
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discharge required under this section must be 

made by the facility at least 30 days before the 

resident is transferred or discharged.

(ii) Notice must be made as soon as practicable 

before transfer or discharge when-

(A) The safety of individuals in the facility would 

be endangered under paragraph (c)(1)(i)(C) of 

this section;

(B) The health of individuals in the facility would 

be endangered, under paragraph (c)(1)(i)(D) of 

this section;

(C) The resident's health improves sufficiently to 

allow a more immediate transfer or discharge, 

under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is 

required by the resident's urgent medical needs, 

under paragraph (c)(1)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30 

days.

§483.15(c)(5) Contents of the notice. The written 

notice specified in paragraph (c)(3) of this section 

must include the following:

 (i) The reason for transfer or discharge;

(ii) The effective date of transfer or discharge;

(iii) The location to which the resident is 

transferred or discharged;

(iv) A statement of the resident's appeal rights, 

including the name, address (mailing and email), 

and telephone number of the entity which 

receives such requests; and information on how 

to obtain an appeal form and assistance in 

completing the form and submitting the appeal 

hearing request;

(v) The name, address (mailing and email) and 

telephone number of the Office of the State 

Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual 
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and developmental disabilities or related 

disabilities, the mailing and email address and 

telephone number of the agency responsible for 

the protection and advocacy of individuals with 

developmental disabilities established under Part 

C of the Developmental Disabilities Assistance 

and Bill of Rights Act of 2000 (Pub. L. 106-402, 

codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental 

disorder or related disabilities, the mailing and 

email address and telephone number of the 

agency responsible for the protection and 

advocacy of individuals with a mental disorder 

established under the Protection and Advocacy 

for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice. 

If the information in the notice changes prior to 

effecting the transfer or discharge, the facility 

must update the recipients of the notice as soon 

as practicable once the updated information 

becomes available.

§483.15(c)(8) Notice in advance of facility closure 

In the case of facility closure, the individual who is 

the administrator of the facility must provide 

written notification prior to the impending closure 

to the State Survey Agency, the Office of the 

State Long-Term Care Ombudsman, residents of 

the facility, and the resident representatives, as 

well as the plan for the transfer and adequate 

relocation of the residents, as required at § 

483.70(l).

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 37 residents. 

The sample included 12 residents. Two residents 

were reviewed for hospitalization. Based on 

observation, record review, and interviews, the 
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facility failed to provide written notification of 

transfer to Resident (R) 12 and R29 or their 

representatives. The facility further failed to notify 

the State Long Term Care Ombudsman of 

transfers/discharges for R29. This deficient 

practice had the risk of miscommunication 

between the facility and resident/representative 

and possible missed opportunities for healthcare 

services for R12 and R29 and placed R29 at risk 

for impaired rights.

Findings included:

-  R12 admitted to the facility on 06/13/24, 

discharged to hospital on 07/01/24, and 

readmitted to the facility on 07/05/24.

R12's Electronic Medical Record (EMR) 

documented diagnoses of a fracture of the lower 

end of the right femur (thigh bone), weakness, 

pain in the right hip, and generalized muscle 

weakness.

The "Admission Minimum Data Set (MDS)," 

dated 06/20/24, documented R12 had a Brief 

Interview for Mental Status (BIMS) score of 13 

which indicated intact cognition. 

The "Functional Abilities (Self-Care and Mobility) 

Care Area Assessment (CAA)," dated 06/26/24, 

documented R12 was dependent on staff for 

toileting, hygiene, lower body dressing, putting on 

shoes, bed mobility, standing, and transferring.

R12's "Care Plan," dated 06/26/24, documented 

R12 had an actual fall resulting in a right femur 

fracture and right fibula (one of two bones in the 

lower leg) fracture. She was at risk for further falls 

related to reduced mobility, pain, and weakness. 
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The care plan directed staff to assess R12's pain 

and administer pain medications as ordered by 

the provider; educate and remind R12 to use her 

call light for assistance; staff ensured R12 wore 

appropriate footwear prior to ambulating, 

transferring, or working with therapy.

R12's EMR revealed the following:

A "Physician Progress Note" on 07/01/24 at 12:26 

PM, documented that staff brought R12 back 

from therapy prior to lunch and R12 became 

unresponsive in her wheelchair. R12 did not 

respond to sternal rub and her respirations were 

shallow. Staff transferred R12 to bed and 

obtained vital signs. Staff placed R12 in 

Trendelenburg (a position in which the patient lies 

face upward on a tilted table or bed with the hips 

higher than the head) and her blood pressure 

improved. R12 became somewhat more 

responsive but was unable to answer questions. 

Emergency Medical Services (EMS) arrived to 

transport R12 to the Emergency Room (ER) for 

further evaluation.

A "Communication with Family/Next of Kin/Power 

of Attorney (POA- a legal document that named a 

person to make healthcare decisions when the 

resident was no longer able to)" note on 07/01/24 

at 10:52 PM, documented R12's representative 

called to update the facility on R12's health 

status. He informed the nurse that R12 was 

admitted to the hospital for observation, and the 

hospital planned to discharge her after 24 hours. 

R12's medical record lacked evidence the facility 

sent a written notification of transfer to R12 or her 

representative for her transfer on 07/01/24.
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Upon request, the facility did not provide a written 

notification of transfer for R12.

On 07/30/24 at 12:17 PM, R12 sat in her 

wheelchair at a dining room table and ate lunch 

independently.

On 07/30/24 at 12:46 PM, Administrative Nurse D 

stated the facility did not complete a written 

notification of transfer for R12's transfer to the 

hospital on 07/01/24.

On 07/31/24 at 09:49 AM, Social Services X 

stated the facility did not place her in charge of 

sending written notification of transfers.

On 07/31/24 at 10:20 AM, Licensed Nurse (LN) G 

stated when the facility transferred a resident to 

the hospital, the facility called the family and 

asked if they had a preferred hospital. She stated 

she did not do written notification of transfers.

On 07/31/24 at 11:43 AM, Administrative Nurse D 

stated when the facility transferred a resident to 

the hospital, the facility called the family, called in 

report, and notified the physician. The facility did 

not send a written notification of the transfer.

The facility's "Notice of Transfer or Discharge" 

policy, revised in November 2017, directed the 

resident and their representative to receive a 

notice of transfer or discharge and the reason for 

the move. The policy directed the notice included 

the following: the reason for the transfer or 

discharge; the effective date of transfer or 

discharge; the location to which the resident 

transferred or discharged; a statement with the 

resident's right to appeal the action to the State; 

the name, address, and telephone number of the 
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State long term care ombudsman; for residents 

with disabilities, the mailing address and 

telephone number of the agency responsible for 

the protection and advocacy of developmentally 

disabled individuals; and for mentally ill residents, 

the mailing address, email address, and 

telephone number of the agency responsible for 

the protection and advocacy of mentally ill 

individuals. 

The facility failed to send a written notification of 

transfer for R12. This deficient practice placed 

R12 at risk for miscommunication between the 

facility and resident/representative and possible 

missed opportunities for healthcare services.

- R29 admitted to the facility on 10/23/23, 

discharged to hospital on 03/30/24, and 

readmitted to the facility on 04/01/24.

The "Medical Diagnosis" section within R29's 

Electronic Medical Records (EMR) included 

diagnoses of a right femur (large leg bone) 

fracture (broken bone), left femur fracture upon 

admission, muscle weakness, 

cognitive-communication deficit, repeated falls, 

and dementia (a progressive mental disorder 

characterized by failing memory, confusion). 

R29's "Quarterly Minimum Data Set (MDS)" 

completed 04/21/24 noted a Brief Interview for 

Mental Status (BIMS) of 14 indicating intact 

cognition.

R29's "Functional Abilities Care Area Assessment 

(CAA)" completed 05/23/24 indicated she had a 

significant decline since her last MDS after a fall 

that resulted in a right pubis rami (pelvis) fracture. 

The CAA indicated she was unable to ambulate 
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and required a wheelchair for mobility. The CAA 

indicated she could propel herself for short 

distances but required staff assistance to get 

around the facility. The CAA indicated she 

required substantial to maximal assistance with 

lower body dressing, bed mobility, standing, 

transfers, and bathing. 

R29's EMR under "Progress Note" indicated on 

03/30/24, R29 was lethargic with no urine output. 

The note indicated she was sent out to an acute 

care facility for treatment. The EMR indicated she 

returned to the facility on 04/03/24. The note 

indicated her representative was notified. 

R29's EMR lacked documentation showing that 

written notification of transfer was provided to 

R29 or her representative. 

The facility was unable to provide documentation 

showing the Long Term Care Ombudsman was 

notified of R29's transfer/discharge. 

On 07/30/24 at 12:46 PM, Administrative Nurse D 

stated the facility did not complete a written 

notification of transfer for R29's transfer to the 

hospital on 03/30/24.

On 07/31/24 at 09:49 AM, Social Services X 

stated the facility did not place her in charge of 

sending written notification of transfers.

On 07/31/24 at 10:20 AM, Licensed Nurse (LN) G 

stated when the facility transferred a resident to 

the hospital, the facility called the family and 

asked if they had a preferred hospital. She stated 

she did not do written notification of transfers.

On 07/31/24 at 11:43 AM, Administrative Nurse D 
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stated when the facility transferred a resident to 

the hospital, the facility called the family, called in 

report, and notified the physician. The facility did 

not send a written notification of the transfer.

The facility's "Notice of Transfer or Discharge" 

policy, revised in November 2017, directed the 

resident and their representative to receive a 

notice of transfer or discharge and the reason for 

the move. The policy directed the notice included 

the following: the reason for the transfer or 

discharge; the effective date of transfer or 

discharge; the location to which the resident 

transferred or discharged; a statement with the 

resident's right to appeal the action to the State; 

the name, address, and telephone number of the 

State long term care ombudsman; for residents 

with disabilities, the mailing address and 

telephone number of the agency responsible for 

the protection and advocacy of developmentally 

disabled individuals; and for mentally ill residents, 

the mailing address, email address, and 

telephone number of the agency responsible for 

the protection and advocacy of mentally ill 

individuals. 

The facility failed to send a written notification of 

transfer for R29. This deficient practice placed 

R29 at risk for miscommunication between the 

facility and resident/representative and possible 

missed opportunities for healthcare services.

F 625 Notice of Bed Hold Policy Before/Upon Trnsfr

CFR(s): 483.15(d)(1)(2)

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a 

nursing facility transfers a resident to a hospital or 

F 625

SS=D
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the resident goes on therapeutic leave, the 

nursing facility must provide written information to 

the resident or resident representative that 

specifies-

(i) The duration of the state bed-hold policy, if 

any, during which the resident is permitted to 

return and resume residence in the nursing 

facility;

(ii) The reserve bed payment policy in the state 

plan, under § 447.40 of this chapter, if any;

(iii) The nursing facility's policies regarding 

bed-hold periods, which must be consistent with 

paragraph (e)(1) of this section, permitting a 

resident to return; and

(iv) The information specified in paragraph (e)(1) 

of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At 

the time of transfer of a resident for 

hospitalization or therapeutic leave, a nursing 

facility must provide to the resident and the 

resident representative written notice which 

specifies the duration of the bed-hold policy 

described in paragraph (d)(1) of this section.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 37 residents. 

The sample included 12 residents. Two residents 

were reviewed for hospitalization. Based on 

observation, record review, and interviews, the 

facility failed to provide a bed hold policy notice to 

Resident (R) 12 and R29 or their representatives 

when they transferred to the hospital. This 

deficient practice had the risk of impaired ability 

to return to the facility and to the previous room 

for R12 and R29.

Findings included:
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-  R12 admitted to the facility on 06/13/24, 

discharged to hospital on 07/01/24, and 

readmitted to the facility on 07/05/24.

R12's Electronic Medical Record (EMR) 

documented diagnoses of a fracture of the lower 

end of the right femur (thigh bone), weakness, 

pain in the right hip, and generalized muscle 

weakness.

The "Admission Minimum Data Set (MDS)," 

dated 06/20/24, documented R12 had a Brief 

Interview for Mental Status (BIMS) score of 13 

which indicated intact cognition. 

The "Functional Abilities (Self-Care and Mobility) 

Care Area Assessment (CAA)," dated 06/26/24, 

documented R12 was dependent on staff for 

toileting, hygiene, lower body dressing, putting on 

shoes, bed mobility, standing, and transferring.

R12's "Care Plan," dated 06/26/24, documented 

R12 had an actual fall resulting in a right femur 

fracture and right fibula (one of two bones in the 

lower leg) fracture. She was at risk for further falls 

related to reduced mobility, pain, and weakness. 

The care plan directed staff to assess R12's pain 

and administer pain medications as ordered by 

the provider; educate and remind R12 to use her 

call light for assistance; staff ensured R12 wore 

appropriate footwear prior to ambulating, 

transferring, or working with therapy.

R12's EMR revealed the following:

A "Physician Progress Note" on 07/01/24 at 12:26 

PM, documented that staff brought R12 back 

from therapy prior to lunch and R12 became 

unresponsive in her wheelchair. R12 did not 
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respond to sternal rub and her respirations were 

shallow. Staff transferred R12 to bed and 

obtained vital signs. Staff placed R12 in 

Trendelenburg (a position in which the patient lies 

face upward on a tilted table or bed with the hips 

higher than the head) and her blood pressure 

improved. R12 became somewhat more 

responsive but was unable to answer questions. 

Emergency Medical Services (EMS) arrived to 

transport R12 to the Emergency Room (ER) for 

further evaluation.

A "Communication with Family/Next of Kin/Power 

of Attorney (POA- a legal document that named a 

person to make healthcare decisions when the 

resident was no longer able to)" note on 07/01/24 

at 10:52 PM, documented R12's representative 

called to update the facility on R12's health 

status. He informed the nurse that R12 was 

admitted to the hospital for observation, and the 

hospital planned to discharge her after 24 hours. 

R12's medical record lacked evidence the facility 

sent a bed hold notice to R12 or her 

representative for her transfer on 07/01/24.

Upon request, the facility did not provide a bed 

hold notice for R12's transfer on 07/01/24.

On 07/30/24 at 12:17 PM, R12 sat in her 

wheelchair at a dining room table and ate lunch 

independently.

On 07/30/24 at 12:46 PM, Administrative Nurse D 

stated the facility did not send a bed hold notice 

for R12's transfer to the hospital on 07/01/24.

On 07/31/24 at 09:49 AM, Social Services X 

stated the facility did not place her in charge of 
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sending bed hold notices.

On 07/31/24 at 10:20 AM, Licensed Nurse (LN) G 

stated when the facility transferred a resident to 

the hospital, the facility called the family and 

asked if they had a preferred hospital. She stated 

she did not do bed hold notices, but the facility 

held the bed for the resident.

On 07/31/24 at 11:43 AM, Administrative Nurse D 

stated when the facility transferred a resident to 

the hospital, the facility called the family, called in 

report, and notified the physician. The facility did 

not send a bed hold notice but they kept the 

resident's belongings in their room. She stated 

rarely, the facility needed the room and called the 

resident's representative to ask if they wanted the 

bed held.

The facility's "Bed Hold and Re-Admission" policy, 

revised in November 2017, directed the facility to 

provide written information to the resident and 

their representative. The policy directed the 

facility to give two notices, the first notice on 

admission and the second notice at the time of 

transfer. 

The facility failed to provide a bed hold policy 

notice to R12 or her representative when she 

transferred to the hospital. This deficient practice 

had the risk of impaired ability to return to the 

facility and to the previous room for R12.

- R29 admitted to the facility on 10/23/23, 

discharged to hospital on 03/30/24, and 

readmitted to the facility on 04/01/24.

The "Medical Diagnosis" section within R29's 

Electronic Medical Records (EMR) included 

FORM CMS-2567(02-99) Previous Versions Obsolete 3V1U11Event ID: Facility ID: N046075 If continuation sheet Page  26 of 72



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  08/09/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

175503 07/31/2024
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

13875 W 115TH TERRACE
THE PLAZA HEALTH SERVICES AT SANTA MARTA

OLATHE, KS  66062

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 625 Continued From page 26 F 625

diagnoses of a right femur (large leg bone) 

fracture (broken bone), left femur fracture upon 

admission, muscle weakness, 

cognitive-communication deficit, repeated falls, 

and dementia (a progressive mental disorder 

characterized by failing memory, confusion). 

R29's "Quarterly Minimum Data Set (MDS)" 

completed 04/21/24 noted a Brief Interview for 

Mental Status (BIMS) of 14 indicating intact 

cognition.

R29's "Functional Abilities Care Area Assessment 

(CAA)" completed 05/23/24 indicated she had a 

significant decline since her last MDS after a fall 

that resulted in a right pubis rami (pelvis) fracture. 

The CAA indicated she was unable to ambulate 

and required a wheelchair for mobility. The CAA 

indicated she could propel herself for short 

distances but required staff assistance to get 

around the facility. The CAA indicated she 

required substantial to maximal assistance with 

lower body dressing, bed mobility, standing, 

transfers, and bathing. 

R29's EMR under "Progress Note" indicated on 

03/30/24, R29 was lethargic with no urine output. 

The note indicated she was sent out to an acute 

care facility for treatment. The EMR indicated she 

returned to the facility on 04/03/24. The note 

indicated her representative was notified. 

R12's medical record lacked evidence the facility 

sent a bed hold notice to R29 or her 

representative for her transfer on 03/30/24.

Upon request, the facility did not provide a bed 

hold notice for R29's transfer on 03/30/24.

On 07/30/24 at 12:46 PM, Administrative Nurse D 
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stated the facility did not send a bed hold notice 

for R29's transfer to the hospital on 07/01/24.

On 07/31/24 at 09:49 AM, Social Services X 

stated the facility did not place her in charge of 

sending bed hold notices.

On 07/31/24 at 10:20 AM, Licensed Nurse (LN) G 

stated when the facility transferred a resident to 

the hospital, the facility called the family and 

asked if they had a preferred hospital. She stated 

she did not do bed hold notices, but the facility 

held the bed for the resident.

On 07/31/24 at 11:43 AM, Administrative Nurse D 

stated when the facility transferred a resident to 

the hospital, the facility called the family, called in 

report, and notified the physician. The facility did 

not send a bed hold notice but they kept the 

resident's belongings in their room. She stated 

rarely, the facility needed the room and called the 

resident's representative to ask if they wanted the 

bed held.

The facility's "Bed Hold and Re-Admission" policy, 

revised in November 2017, directed the facility to 

provide written information to the resident and 

their representative. The policy directed the 

facility to give two notices, the first notice on 

admission and the second notice at the time of 

transfer. 

The facility failed to provide a bed hold policy 

notice to R29 or her representative when she 

transferred to the hospital. This deficient practice 

had the risk of impaired ability to return to the 

facility and to the previous room for R29.

F 661 Discharge Summary F 661

SS=D
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CFR(s): 483.21(c)(2)(i)-(iv)

§483.21(c)(2) Discharge Summary

When the facility anticipates discharge, a resident 

must have a discharge summary that includes, 

but is not limited to, the following:

(i) A recapitulation of the resident's stay that 

includes, but is not limited to, diagnoses, course 

of illness/treatment or therapy, and pertinent lab, 

radiology, and consultation results.

(ii) A final summary of the resident's status to 

include items in paragraph (b)(1) of §483.20, at 

the time of the discharge that is available for 

release to authorized persons and agencies, with 

the consent of the resident or resident's 

representative.

(iii) Reconciliation of all pre-discharge 

medications with the resident's post-discharge 

medications (both prescribed and 

over-the-counter).

(iv) A post-discharge plan of care that is 

developed with the participation of the resident 

and, with the resident's consent, the resident 

representative(s), which will assist the resident to 

adjust to his or her new living environment. The 

post-discharge plan of care must indicate where 

the individual plans to reside, any arrangements 

that have been made for the resident's follow up 

care and any post-discharge medical and 

non-medical services.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 37 residents. 

The sample included 12 residents. Two residents 

were reviewed for discharge. Based on record 

review and interviews, the facility failed to 

document a recapitulation of stay for Resident (R) 

38 and R39. This deficient practice placed R38 

and R39 at risk for miscommunication of services 
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received during their stay in the facility and of 

their post-discharge care needs.

Findings included:

- R38 admitted to the facility on 06/04/24 and 

discharged on 07/05/24.

R38's Electronic Medical Record (EMR) 

documented diagnoses of essential hypertension 

(high blood pressure), anxiety disorder (mental or 

emotional reaction characterized by 

apprehension, uncertainty, and irrational fear), 

and generalized muscle weakness. 

The "Admission Minimum Data Set (MDS)," 

dated 06/11/24, documented R38 had a Brief 

Interview for Mental Status (BIMS) score of 15 

which indicated intact cognition. R38 planned to 

discharge to the community and active discharge 

planning occurred in the facility.

The "Functional Abilities (Self-Care/Mobility) Care 

Area Assessment (CAA)," dated 06/17/24, 

documented R38 needed staff assistance and or 

supervision with ambulating using her walker and 

completing activities of daily living (ADLs). 

R38's "Care Plan," dated 06/13/24, documented 

R38 planned to discharge back to her apartment 

after completing rehabilitation. The care plan 

directed staff encouraged R38 to discuss her 

feelings and concerns with the impending 

discharge, staff established a pre-discharge plan 

with R38 and evaluated her progress, and staff 

made arrangements with required community 

resources to support independence after her 

discharge.
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R38's EMR revealed a "Discharge Summary" on 

07/05/24 at 11:23 AM that documented R38 

discharged home at 11:10 AM with home health 

physical therapy (PT) and occupational therapy 

(OT) services. R38 left the facility with all of her 

belongings accompanied by her daughter and 

son. Staff reviewed R38's medication list and 

discharge summary and called her medications to 

the pharmacy. The "Discharge Summary" did not 

document a recapitulation of the stay that 

included what services R38 received during her 

admission at the facility.

On 07/31/24 at 10:20 AM, Licensed Nurse (LN) G 

stated when a resident was discharged, the night 

nurse and social services prepared the discharge 

instructions. She stated she educated the 

resident on their medications before discharge. 

LN G stated the discharge summary in the EMR 

included any concerns the resident had, who the 

resident was discharged with and where they 

went, education provided to the resident on their 

medications, and a recapitulation of stay. She 

stated she completed a recapitulation of her stay 

every time a resident was discharged that 

included the services they received as a resident.

On 07/31/24 at 11:43 AM, Administrative Nurse D 

stated when a resident was discharged, staff 

reviewed medications with the resident, 

completed any needed resident education, and 

gave the discharge instructions to the resident or 

family. She stated the discharge summary note 

included when the resident left, a reconciliation of 

medications and services needed after discharge, 

and a recapitulation of stay for what services the 

resident received in the facility.

The facility's "Discharge Plan" policy, dated 
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November 2017, directed the interdisciplinary 

team (IDT) to develop and implement an effective 

discharge plan that focused on the resident's 

goals, allowed the resident to be an active 

partner, and effectively transitioned the resident 

to post-discharge care. The policy did not 

address a discharge summary including a 

recapitulation of stay.

The facility failed to document a recapitulation of 

the stay for R38. This deficient practice placed 

R38 at risk for miscommunication of services 

received during her stay in the facility and of her 

post-discharge care needs.

- R39 admitted to the facility on 03/30/24 and 

discharged 04/30/24.

R39's Electronic Medical Record (EMR) 

documented diagnoses of end-stage renal 

disease (occurs when chronic kidney disease or 

the gradual loss of kidney function reaches an 

advanced state) and generalized muscle 

weakness.

The "Admission Minimum Data Set (MDS)," 

dated 04/05/24, documented R39 had a Brief 

Interview for Mental Status (BIMS) score of 15 

which indicated intact cognition. R39 planned to 

discharge to the community and active discharge 

planning occurred in the facility.

The "Functional Abilities (Self-Care and Mobility) 

Care Area Assessment (CAA)," dated 04/08/24, 

documented R39 admitted with weakness and 

needed more assistance than she did prior to her 

illness with mobility and completion of her 

activities of daily living (ADLs).

FORM CMS-2567(02-99) Previous Versions Obsolete 3V1U11Event ID: Facility ID: N046075 If continuation sheet Page  32 of 72



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  08/09/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

175503 07/31/2024
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

13875 W 115TH TERRACE
THE PLAZA HEALTH SERVICES AT SANTA MARTA

OLATHE, KS  66062

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 661 Continued From page 32 F 661

R39's "Care Plan," dated 04/05/24, documented 

she wished to return to her apartment. The care 

plan directed staff encouraged R39 to discuss her 

feelings and concerns with the impending 

discharge, staff established a pre-discharge plan 

with R39 and evaluated her progress, and staff 

made arrangements with required community 

resources to support independence after her 

discharge.

R39's EMR revealed a "Discharge Summary" on 

04/30/24 at 11:56 AM that documented R39 

discharged at that time with her family. Staff 

faxed R39's medications to the receiving facility 

and gave a copy to R39's family. Staff reviewed 

medications with R39 who had no questions or 

concerns. The "Discharge Summary" did not 

document a recapitulation of the stay that 

included what services R39 received during her 

admission at the facility.

On 07/31/24 at 10:20 AM, Licensed Nurse (LN) G 

stated when a resident was discharged, the night 

nurse and social services prepared the discharge 

instructions. She stated she educated the 

resident on their medications before discharge. 

LN G stated the discharge summary in the EMR 

included any concerns the resident had, who the 

resident was discharged with and where they 

went, education provided to the resident on their 

medications, and a recapitulation of stay. She 

stated she completed a recapitulation of the stay 

every time a resident was discharged that 

included the services they received as a resident.

On 07/31/24 at 11:43 AM, Administrative Nurse D 

stated when a resident was discharged, staff 

reviewed medications with the resident, 
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completed any needed resident education, and 

gave the discharge instructions to the resident or 

family. She stated the discharge summary note 

included when the resident left, a reconciliation of 

medications and services needed after discharge, 

and a recapitulation of stay for what services the 

resident received in the facility.

The facility's "Discharge Plan" policy, dated 

November 2017, directed the interdisciplinary 

team (IDT) to develop and implement an effective 

discharge plan that focused on the resident's 

goals, allowed the resident to be an active 

partner, and effectively transitioned the resident 

to post-discharge care. The policy did not 

address a discharge summary including a 

recapitulation of stay.

The facility failed to document a recapitulation of 

the stay for R39. This deficient practice placed 

R39 at risk for miscommunication of services 

received during her stay in the facility and of her 

post-discharge care needs.

F 689 Free of Accident Hazards/Supervision/Devices

CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains 

as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 

supervision and assistance devices to prevent 

accidents.

This REQUIREMENT  is not met as evidenced 

by:

F 689

SS=G

 The facility identified a census of 37 residents. 

The sample included 12 residents with three 
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reviewed for accidents. Based on record review, 

interviews, and observations, the facility failed to 

ensure adequate supervision resulting in 

preventable falls for Resident (R) 29. This 

deficient practice resulted in a pelvic fracture for 

R29 and created the risk for pain and impaired 

mobility.  The facility additionally failed to safely 

secure hazardous materials, cleaning chemicals, 

and supplemental oxygen cylinders from eight 

cognitively impaired ambulatory mobile residents. 

This placed the residents at risk for preventable 

accidents and injuries. 

Findings Including:

-  The "Medical Diagnosis" section within R29's 

Electronic Medical Records (EMR) included 

diagnoses of a right femur (large leg bone) 

fracture (broken bone), left femur fracture upon 

admission, muscle weakness, 

cognitive-communication deficit, repeated falls, 

and dementia (a progressive mental disorder 

characterized by failing memory, confusion). 

R29's "Quarterly Minimum Data Set (MDS)" 

completed 04/21/24 noted a Brief Interview for 

Mental Status (BIMS) of 14, indicating intact 

cognition. The MDS indicated she had lower 

extremity functional limitations and used a 

wheelchair for mobility. The MDS indicated she 

required supervision or touch assistance for bed 

mobility and transfers. The MDS noted she 

required substantial to maximal assistance with 

bathing, dressing, and toileting. The MDS 

indicated she was dependent on staff assistance 

during ambulation but used a wheelchair for 

mobility.  The MDs indicated she had multiple 

falls since her prior assessment including one 

with a major injury.
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R29's "Significant Change MDS" completed 

05/20/24 noted a BIMS score of 11 indicating mild 

cognitive impairment. The MDS indicated she had 

lower extremity functional limitations and used a 

wheelchair for mobility. The MDS indicated she 

required substantial to maximal assistance with 

bathing, toileting dressing, personal hygiene, and 

bed mobility and was dependent on staff for 

mobility in her wheelchair. The MDS indicated 

she had multiple falls since her prior assessment 

including one with a major injury. The MDS 

indicated she was dependent on staff assistance 

during ambulation but used a wheelchair for 

mobility.  

R29's "Functional Abilities Care Area Assessment 

(CAA)" completed 05/23/24 indicated she had a 

significant decline since her last MDS after a fall 

that resulted in a right pubis rami (pelvis) fracture. 

The CAA indicated she was unable to ambulate 

and required a wheelchair for mobility. The CAA 

indicated she could propel herself for short 

distances but required staff assistance to get 

around the facility. The CAA indicated she 

required substantial to maximal assistance with 

lower body dressing, bed mobility, standing, 

transfers, and bathing. 

R29's "Fall CAA" completed 05/23/24 indicated 

she had multiple falls since her admission. The 

CAA noted she had a major injury fall on 05/02/24 

that resulted in a pelvic fracture. The CAA 

indicated she was a high fall risk due to her 

cognitive decline, medications, and medical 

diagnoses. 

R29's "Care Plan" initiated 10/21/23 indicated she 

was at risk for falls and injuries related to her 

weakness and impulsive nature. The plan 
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instructed staff to ensure she wore non-skid 

socks (10/21/23), ensure her call light was within 

reach (10/26/23), provide frequent room checks 

(10/29/23), encourage her to use common areas 

for supervision (10/29/23), and not to leave her 

unattended (01/20/24). The plan revealed that 

R29 had 21 unwitnessed falls since her 

admission. 

R29's EMR under "Progress Notes" revealed she 

was admitted to the facility following surgery for a 

left hip fracture and an open reduction internal 

fixation procedure (ORIF- a surgical procedure to 

fix broken bones).

A "Fall Investigation" report indicated R29 had an 

unwitnessed fall on 12/29/23. The report 

indicated R29 attempted to get out of her recliner 

unassisted. The report indicated she was moved 

to a closer room for better supervision. The report 

also indicated staff were educated to bring R29 

out to the common area for better supervision 

and interaction with other residents.

R29's EMR under "Progress Note" revealed on 

01/20/24 R29 was found on the floor in the 

television common area by staff. The note 

revealed R29 sat on her bottom with her legs out 

in front of her. The note revealed R29 reported 

that she slid out of her wheelchair attempting to 

pick up her pencil. 

A "Fall Investigation" report for R29's unwitnessed 

fall on 01/20/24 revealed staff were educated not 

to leave her unattended and to ensure she was 

seated at a table to prevent items from dropping. 

The report indicated she was assessed and had 

no injuries from the fall.  
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A "Fall Investigation" report for R29 indicated a 

second unwitnessed fall occurred on 02/25/24. 

The report revealed R29 attempted to get out of 

her recliner without assistance and fell. The 

report indicated a medication review was 

completed and staff were educated not to leave 

R29 unattended. 

R29's EMR under "Progress Note" revealed on 

02/25/24 staff were called to the television 

common area by R29. The note indicated R29 

knelt to pick up an object off the floor and couldn 't 

get back up. The note indicated the nurse briefly 

left the area before the fall. 

A "Fall Investigation" report for R29's unwitnessed 

fall on 02/25/24 revealed R29 was in the 

television common area and knelt on the floor to 

pick up an object but was unable to get up. The 

report indicated no injuries occurred from the 

incident.  The report indicated staff were 

educated not to leave her unattended. 

R29's EMR under "Progress Note" on 05/02/24 

revealed staff found her on the floor in the 

television common area.  The note indicated she 

was found on her right side. The note indicated 

she complained of right hip pain upon moving or 

standing. The note indicated a stat x-ray for her 

right femur and pelvis was ordered. 

R29's EMR under "Physician Progress Note" on 

05/03/24 indicated her x-ray showed no fractures 

were found but a computed tomography scan (CT 

scan - a test that used x-ray technology to make 

multiple cross-sectional views of organs, bone, 

soft tissue, and blood vessels) would be ordered 

if persistent pain continued. 

FORM CMS-2567(02-99) Previous Versions Obsolete 3V1U11Event ID: Facility ID: N046075 If continuation sheet Page  38 of 72



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  08/09/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

175503 07/31/2024
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

13875 W 115TH TERRACE
THE PLAZA HEALTH SERVICES AT SANTA MARTA

OLATHE, KS  66062

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 689 Continued From page 38 F 689

R29's EMR under "Progress Notes" on 05/09/24 

revealed a CT scan was completed due to 

persistent right hip pain. The CT scan revealed 

multiple pelvic fractures that occurred within her 

lower pelvic bone. 

On 07/30/24 at 12:50 PM, Staff pushed R29 in 

her wheelchair from the common television area 

to her room without foot pedals. R29's wore 

rubber-soled shoes. Her feet slid on the floor 

several times while being pushed. 

On 07/31/24 at 11:01 PM, R29 sat in her 

wheelchair in the television common area 

watching television. R29 was fidgeting with her 

shirt as she sat in front of the television room. 

Staff were not present in the day room or hallway 

to monitor R29. 

On 07/31/24 at 08:30 AM Certified Nurses Aid 

(CNA) (M) stated every resident's wheelchair 

should have foot pedals attached while being 

pushed. She stated the resident feet should never 

be allowed to drag during transport. She stated 

R29 was a high fall risk and required frequent 

reminders and redirections to wait for staff help. 

She stated higher fall-risk residents can be 

encouraged to use the television rooms and 

activities to prevent falls. She stated staff should 

monitor the residents while in the television room. 

On 07/31/24 at 08:15 AM Licensed Nurse (LN) H 

stated staff were expected to review the care plan 

and fall interventions for higher-risk residents. 

She stated staff were expected to provide 

frequent room checks and ask the residents to 

attend scheduled activities to provide supervision. 

She stated R29 had falls related to her impulsive 

behaviors and not knowing her limits when trying 
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to transfer or stand. 

On 07/31/24 at 11:43 AM Administrative Nurse D 

stated the facility had attempted numerous 

interventions to reduce the number of falls for 

R29. She stated R29 was impulsive and would 

often attempt to stand or move herself without 

staff assistance. She stated staff were expected 

to offer activities and encourage her to use the 

common areas. She stated staff were expected to 

anticipate her needs and provide frequent checks 

while in her room. She stated R29 was supposed 

to be supervised while out in the common areas. 

She stated staff should never attempt to push the 

residents in their wheelchairs without foot pedals. 

The facility's "Quality of Care" policy (undated) 

indicates each resident will receive adequate 

supervision and assistance to prevent accidents. 

The policy indicated staff will ensure the 

environment remains free of potential hazards 

and each resident will be comprehensively 

assessed to identify potential risks related to falls 

and accidents. The policy indicated the facility will 

ensure the correct usage of assistance devices to 

allow safe treatment and care. 

The facility failed to ensure adequate supervision 

to prevent falls for R29. This deficient practice 

resulted in a pelvic fracture for R29. The staff 

further failed to use foot pedals when propelling 

the resident in the wheelchair placing the resident 

at risk for accidents.  

 -  On 07/29/24 at 07:26 AM, the unlocked soiled 

utility room on the 1900 hall revealed a bottle of 

"Clean Power Profesco" cleaning spray under the 

sink. The label said the spray caused skin 

irritation and serious eye damage and was 
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directed to keep out of reach of children.

On 07/29/24 at 07:34 AM, the isolation cart 

outside of R192's room had a container of 

"Micro-Kill" bleach wipes on the railing above it. 

The directions are directed to keep out of reach 

of children.

On 07/29/24 at 07:56 AM, observation revealed 

five free-standing pressurized oxygen cylinders 

placed outside the oxygen storage rack in R191's 

room.

On 07/29/24 at 07:56 AM, Licensed Nurse (LN) J 

stated the oxygen cylinders did not belong in 

R191's room and she did not know why they were 

there. LN J confirmed oxygen tanks should never 

be free-standing and should always be secured in 

a rack or other appropriate device. 

On 07/31/24 at 10:20 AM, Licensed Nurse (LN) G 

stated the facility locked up hazardous chemicals 

and stored oxygen cylinders in a locked room in 

the 1800 hall.

On 07/31/24 at 11:43 AM, Administrative Nurse D 

stated the facility locked up hazardous chemicals 

and sanitation wipes. She stated the facility 

stored oxygen cylinders in the locked oxygen 

room in racks. Administrative Nurse D stated she 

heard hospice brought oxygen tanks in and 

placed them directly in the resident rooms, but 

the facility planned to address that.

The facility's "Storage Rooms" policy, not dated, 

directed the facility to store cleaning supplies and 

chemicals in areas separate from food storage 

rooms and stored as instructed on the labels of 

such products.
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The facility's "Oxygen Storage" policy, dated 

November 2017, directed the facility to store 

oxygen cylinders in a dry, well-ventilated 

designated area. The facility stored empty oxygen 

cylinders separate from the full cylinders. 

The facility failed to store pressurized oxygen 

cylinders and hazardous chemicals securely and 

safely. This deficient practice had the risk of 

accidents and injuries to affected residents.

F 690 Bowel/Bladder Incontinence, Catheter, UTI

CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that 

resident who is continent of bladder and bowel on 

admission receives services and assistance to 

maintain continence unless his or her clinical 

condition is or becomes such that continence is 

not possible to maintain.

§483.25(e)(2)For a resident with urinary 

incontinence, based on the resident's 

comprehensive assessment, the facility must 

ensure that-

(i) A resident who enters the facility without an 

indwelling catheter is not catheterized unless the 

resident's clinical condition demonstrates that 

catheterization was necessary;

(ii) A resident who enters the facility with an 

indwelling catheter or subsequently receives one 

is assessed for removal of the catheter as soon 

as possible unless the resident's clinical condition 

demonstrates that catheterization is necessary; 

and

(iii) A resident who is incontinent of bladder 

receives appropriate treatment and services to 

F 690

SS=D
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prevent urinary tract infections and to restore 

continence to the extent possible.

§483.25(e)(3) For a resident with fecal 

incontinence, based on the resident's 

comprehensive assessment, the facility must 

ensure that a resident who is incontinent of bowel 

receives appropriate treatment and services to 

restore as much normal bowel function as 

possible.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 37 residents. 

The sample included 12 residents with one 

reviewed for bowel and bladder management. 

Based on observation, record review, and 

interviews, the facility failed to implement timed 

toileting interventions as indicated in the 

assessment and failed to assess ongoing 

patterns of incontinence to establish bowel and 

bladder patterns to maintain or improve Resident 

(R)21's incontinence. This deficient practice 

placed R21 at risk for complications related to 

incontinence.

Findings Including:

-  The "Medical Diagnosis" section within R21's 

Electronic Medical Records (EMR) included 

diagnoses of congestive heart failure (CHF-a 

condition with low heart output and the body 

becomes congested with fluid), hypertension 

(high blood pressure), dementia (a progressive 

mental disorder characterized by failing memory, 

confusion), and benign prostatic hyperplasia 

(BPH-non-cancerous enlargement of the prostate 

which can lead to interference with urine flow, 

urinary frequency, and urinary tract infections). 
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R21's "Significant Change Minimum Data Set 

(MDS)" completed 05/24/24 noted a Brief 

Interview for Mental Status (BIMS) score of 13 

indicating mild cognitive impairment. The MDS 

indicated he required substantial to maximal 

assistance with bed mobility, toileting, bathing, 

transfers, and lower body dressing. The MDS 

indicated he was always incontinent of bowel and 

bladder but not on a toileting program. 

R21's "Functional Abilities Care Area Assessment 

(CAA)" completed 05/29/24 indicated he required 

assistance from two staff and a Hoyer (full body 

lift) lift for transfers. The CAA indicated he 

required substantial to extensive assistance with 

transfers, dressing, toileting, bed mobility, 

bathing, and personal hygiene.

R21's "Urinary Incontinence CAA" completed 

05/29/24 indicated he had moderate cognitive 

impairment and required assistance with his 

activities of daily living (ADLs). The CAA indicated 

he was able to make his needs known. The CAA 

indicated he was incontinent of bladder and at 

risk for skin breakdown. 

R21's "Care Plan" initiated 05/15/24 indicated 

R21 had limited physical mobility related to 

weakness and his medical diagnoses. The plan 

indicated he required extensive assistance for 

bed mobility (two staff), dressing, toileting, 

transfers, and bathing. The plan indicated he was 

at risk for skin breakdown related to his 

incontinence. The plan lacked incontinence 

management interventions to maintain or improve 

his bowel or bladder needs. The lacked 

interventions related to the assessed time 

toileting recommendation. 
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R21's EMR revealed a "Bowel and Bladder 

Program Screener" completed 05/24/24 that 

indicated he always voided appropriately without 

incontinence but was incontinent of stool one to 

three times weekly.  The assessment indicated 

he was immobile or required two-person 

assistance for bathroom transfers. The screen 

indicated he was forgetful but able to follow 

commands. The screen noted he had no 

predisposing factors or diagnoses influencing his 

incontinence. The evaluation indicated he was a 

candidate for scheduled toileting (timed toileting). 

On 07/29/24 at 07:10 AM R21 lay in his bed. R21 

reported he was incontinent of bladder and 

waiting for staff to assist him. He reported that 

he's had issues with his incontinence since 

admission but was not sure if he was on a 

toileting program. 

On 07/31/23 at 08:10 AM Certified Nurse Aide 

(CNA) M stated all residents were checked and 

changed and offered restroom breaks frequently . 

She was not sure if R21 had a specific program 

but stated that staff would often provide 

incontinence care for him. 

On 07/31/24 at 11:40 AM Administrative Nurse D 

stated all residents were screened upon 

admission and quarterly for changes related to 

incontinence. She stated the results of the 

screening should be used to implement care 

related to the resident's needs. She stated the 

care plan should include interventions related to 

incontinence management and skin preventative 

measures. 

The facility's "Quality of Care" policy revised 

11/2017 indicated the facility will implement and 

FORM CMS-2567(02-99) Previous Versions Obsolete 3V1U11Event ID: Facility ID: N046075 If continuation sheet Page  45 of 72



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  08/09/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

175503 07/31/2024
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

13875 W 115TH TERRACE
THE PLAZA HEALTH SERVICES AT SANTA MARTA

OLATHE, KS  66062

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 690 Continued From page 45 F 690

provide interventions related to maintaining or 

managing bowel and bladder incontinence care. 

The policy indicates the facility will provide the 

appropriate care to ensure the highest level of 

function. 

The facility failed to implement assessed timed 

toileting interventions and assess ongoing 

patterns of incontinence to establish bowel and 

bladder patterns to maintain or improve R21's 

incontinence. This deficient practice placed R21 

at risk for complications related to incontinence.

F 700 Bedrails

CFR(s): 483.25(n)(1)-(4)

§483.25(n) Bed Rails.  

The facility must attempt to use appropriate 

alternatives prior to installing a side or bed rail.  If 

a bed or side rail is used, the facility must ensure 

correct installation, use, and maintenance of bed 

rails, including but not limited to the following 

elements.

§483.25(n)(1) Assess the resident for risk of 

entrapment from bed rails prior to installation.

§483.25(n)(2) Review the risks and benefits of 

bed rails with the resident or resident 

representative and obtain informed consent prior 

to installation.

§483.25(n)(3) Ensure that the bed's dimensions 

are appropriate for the resident's size and weight.

§483.25(n)(4) Follow the manufacturers' 

recommendations and specifications for installing 

and maintaining bed rails.

This REQUIREMENT  is not met as evidenced 

F 700

SS=D
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by:

 The facility identified a census of 37 residents. 

The sample included 12 residents with three 

residents reviewed for accidents. Based on 

observation, record review, and interviews, the 

facility failed to ensure that Resident (R)14's bed 

rails were removed as indicated per her side rail 

assessment. This placed R14 at risk for impaired 

safety related to the risks associated with the use 

of side rails.

Findings Including:

-  The "Medical Diagnosis" section within R14's 

Electronic Medical Records (EMR) included 

diagnoses of dysphagia (difficulty swallowing), 

encephalopathy (inflammatory condition of the 

brain), muscle weakness, overactive bladder, 

depression (a mood disorder that causes a 

persistent feeling of sadness and loss of interest), 

and difficulty walking. 

R14's "Quarterly Minimum Data Set (MDS)" 

completed 05/11/24 noted a Brief Interview for 

Mental Status (BIMS) score of 13 indicating mild 

cognitive impairment. The MDS indicated she 

required substantial to maximal assistance for 

bed mobility, transfers, bathing, grooming, 

dressing, personal hygiene, and mobility.  The 

MDS indicated she used a walker for mobility. 

The MDS indicated she had no functional 

limitations for her upper or lower extremities. The 

MDS indicated she had no falls since her 

admission.  

R14's "Functional Abilities Care Area Assessment 

(CAA)" completed 12/07/23 indicated she 

required staff assistance for her activities of daily 

living (ADLs) and mobility. The CAA noted she 
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required extensive to dependent on staff 

assistance in her EMR charting. The CAA 

indicated she required a sit-to-stand lift for 

transfers. The CAA indicated her care plan will be 

revised to reflect her current level of function. 

R14's "Falls CAA" completed 12/07/23 indicated 

she was at risk for falls related to her weakness 

and limited balance. The CAA instructed staff to 

encourage to use of her call light. 

R14's "Care Plan" initiated on 12/07/23 indicated 

she had deficits related to her mobility and 

activities of daily living. The plan indicated she 

required a stand-up lift for transfers. The plan 

indicated she required assistance from staff for 

bathing, transfers, dressing, bed mobility, and 

toileting. The plan instructed staff to remind her to 

use her bed assist rails to help with bed mobility. 

R14's EMR under the "Assessments" tab 

revealed a "Bed Rail" assessment completed on 

07/24/24. The assessment indicated she was 

non-ambulatory. The assessment indicated  R14 

displayed poor bed mobility or difficulty moving to 

a sitting position on the side of the bed. The 

assessment indicated R14 had no desire to have 

bed rails. The assessment revealed side rails or 

assist bars were not indicated at the time of 

assessment for R14's bed. 

On 07/30/24 at 07:04 AM R14 slept in her bed. 

Her bed had bilateral grab bars. R14 bed was in a 

low position to the floor. Her wheelchair was 

positioned next to her bed. 

On 07/31/24 at 08:03 AM Certified Nurse Aide 

(CNA) M stated she was not sure how often the 

assistive rails on the beds were inspected or 
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checked. 

On 07/31/24 at 08:15 AM Licensed Nurse (LN) H 

stated the nurse will complete the assessments 

for the bed rails and should report the results to 

the interdisciplinary team if they need to be 

removed or added. She stated she was not sure 

how often the rails were assessed. She stated 

staff should be physically looking at the rail to 

ensure the resident's safety. 

On 07/31/24 at 11:40 AM Administrator Nurse D 

stated the side rails should be assessed 

quarterly. She stated sometimes R14 didn't need 

them, and staff would put them in the down 

position. She stated staff should be assessing the 

railing for safety each shift and ensure no gaps or 

entrapment risks occurred. 

The facility's "Quality of Care" policy revised 

11/2017 indicated the facility will ensure the safe 

utilization of treatment equipment within the 

resident's environment. The policy indicated the 

facility will ensure the resident's bed rails and 

equipment will be inspected and used according 

to the manufacturer's recommendations. 

The facility failed to ensure that R14's bed rails 

were removed per her assessed needs. This 

placed R14 at risk for impaired safety related to 

the risks associated with the use of side rails.

F 757 Drug Regimen is Free from Unnecessary Drugs

CFR(s): 483.45(d)(1)-(6)

§483.45(d) Unnecessary Drugs-General.  

Each resident's drug regimen must be free from 

unnecessary drugs.  An unnecessary drug is any 

drug when used-

F 757

SS=D
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§483.45(d)(1) In excessive dose (including 

duplicate drug therapy); or

§483.45(d)(2) For excessive duration; or

§483.45(d)(3) Without adequate monitoring; or

§483.45(d)(4) Without adequate indications for its 

use; or

§483.45(d)(5) In the presence of adverse 

consequences which indicate the dose should be 

reduced or discontinued; or

§483.45(d)(6) Any combinations of the reasons 

stated in paragraphs (d)(1) through (5) of this 

section.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 37 residents. 

The sample included 12 residents with five 

residents reviewed for unnecessary medications. 

Based on observations, record review, and 

interviews, the facility failed to notify the physician 

of elevated blood pressure as directed and failed 

to administer antihypertensive (medication used 

to treat high blood pressure) medications as 

needed for Resident (R) 26. This deficient 

practice placed R26 at risk for unnecessary 

medications and physical complications related to 

uncontrolled blood pressure. 

Findings included:

- R26 was admitted to the facility on 04/01/24.

R26's Electronic Medical Record (EMR) 

documented diagnoses of essential hypertension 
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(high blood pressure) and permanent atrial 

fibrillation (a-fib- rapid, irregular heartbeat).

The "Admission Minimum Data Set (MDS)" dated 

04/08/24, documented R26 had a Brief Interview 

for Mental Status (BIMS) score of 13 which 

indicated intact cognition. R26 received 

antidepressant (medication used to treat 

depression [abnormal emotional state 

characterized by exaggerated feelings of 

sadness, worthlessness, and emptiness]) and 

anticoagulant (medication used to prevent blood 

from thickening or clotting) medications in the 

assessment period.

The "Quarterly MDS" dated 07/09/24, 

documented R26 had a BIMS score of nine which 

indicated moderate cognitive impairment. R26 

received antidepressants, antibiotics (medications 

used to treat bacterial infections), opioids 

(medications used to treat pain), and antiplatelet 

(medication that prevented or inhibited platelets 

[component of blood involved in clotting] from 

adhering to each other and reduced the risk of 

blood clot formation) medications in the 

assessment period.

The "Functional Abilities (Self-Care and Mobility) 

Care Area Assessment (CAA)" dated 04/10/24, 

documented R26 needed partial to moderate 

assistance with one staff for bed mobility, 

dressing, transfers, toileting hygiene, and 

ambulating short distances with her walker.

R26's "Care Plan," dated 07/18/24, documented 

R26 had a diagnosis of hypertension and was at 

risk for cardiac complications. The care plan 

directed staff to administer a-fib medications as 

ordered, administer antihypertensive medications 
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as ordered, monitor for side effects; obtain blood 

pressure readings as ordered, and report 

abnormal readings to the medical doctor (MD).

R26's EMR documented an order with a start 

date of 04/01/24 for hydralazine hydrochloride 

(HCl) 10 milligrams (mg) every eight hours as 

needed (PRN) for hypertension for systolic blood 

pressure (SBP- top number, the force your heart 

exerts on the walls of your arteries each time it 

beats) greater than 160 millimeters of mercury 

(mmHg) and an order with a start date of 

04/09/24 for amlodipine besylate five mg one time 

a day for hypertension with instructions to notify 

the physician if the SBP was greater than 160 

mmHg or the diastolic blood pressure (DBP- the 

minimum level of blood pressure measured 

between contractions of the heart; the bottom 

number of a blood pressure reading). 

A review of R26's documented blood pressures 

from 04/01/24 to 07/30/24 revealed 35 SBP 

readings greater than 160 mmHg. 

A review of R26's "Medication Administration 

Record (MAR)" for 04/01/24 to 07/30/24 revealed 

R26 received PRN hydralazine four times. 

Review of R26's "MAR" for 04/09/24 to 07/30/24 

revealed R26 had documented on her amlodipine 

5 mg medication, she had SBP higher than 160 

on the following dates: 05/08/24, 05/12/24, 

05/17/24, 05/18/24, 05/19/24, 05/20/24, 05/23/24, 

06/06/24, 06/14/24, 07/11/24, 07/12/24, 07/13/24, 

07/17/24, 07/18/24, 07/20/24, 07/25/24, and 

07/28/24.

R26's clinical record lacked evidence the facility 

notified the physician as directed for her SBP 
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greater than 160 mmHg for the above dates.

On 07/30/24 at 12:15 PM, R26 sat in a chair in 

the dining room and ate lunch independently 

while conversing with the other residents at the 

table.

On 07/31/24 at 10:19 AM, Licensed Nurse (LN) F 

stated most of the standing orders had blood 

parameters and were in the directions on the 

order. She stated she notified the physician for 

blood pressure outside of the ordered parameters 

and documented the notification in a progress 

note. LN F stated she took R26's blood pressure 

and if the SBP was above 160 mmHg then she 

gave the scheduled blood pressure medication 

and the PRN hydralazine. She stated if R26 

received PRN hydralazine, the nurse noted it on 

the report sheet.

On 07/31/24 at 11:43 AM, Administrative Nurse D 

stated she expected staff to notify the physician if 

the SBP was over 160 and she expected the 

nurse to document the notification and what the 

physician said. Administrative Nurse D stated she 

expected staff to give PRN hydralazine as 

ordered if R26's SBP was greater than 160 

mmHg.

The facility's "Administering Medications" policy, 

revised in April 2019, directed staff to administer 

medications in accordance with prescriber orders, 

including any required time frame. 

The facility did not provide a policy on notifying 

the physician. 

The facility failed to notify the physician of 

elevated blood pressure as directed and failed to 
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administer antihypertensive medications as 

needed for R26. This deficient practice placed 

R26 at risk for unnecessary medications and 

physical complications related to uncontrolled 

blood pressure.

F 849 Hospice Services

CFR(s): 483.70(o)(1)-(4)

§483.70(o) Hospice services.

§483.70(o)(1) A long-term care (LTC) facility may 

do either of the following:

(i) Arrange for the provision of hospice services 

through an agreement with one or more 

Medicare-certified hospices.  

(ii) Not arrange for the provision of hospice 

services at the facility through an agreement with 

a Medicare-certified hospice and assist the 

resident in transferring to a facility that will 

arrange for the provision of hospice services 

when a resident requests a transfer.

§483.70(o)(2) If hospice care is furnished in an 

LTC facility through an agreement as specified in 

paragraph (o)(1)(i) of this section with a hospice, 

the LTC facility must meet the following 

requirements:

(i) Ensure that the hospice services meet 

professional standards and principles that apply 

to individuals providing services in the facility, and 

to the timeliness of the services.

(ii) Have a written agreement with the hospice 

that is signed by an authorized representative of 

the hospice and an authorized representative of 

the LTC facility before hospice care is furnished to 

any resident.  The written agreement must set out 

at least the following:

(A) The services the hospice will provide.

(B) The hospice's responsibilities for determining 

F 849

SS=D
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the appropriate hospice plan of care as specified 

in §418.112 (d) of this chapter.

(C) The services the LTC facility will continue to 

provide based on each resident's plan of care.

(D) A communication process, including how the 

communication will be documented between the 

LTC facility and the hospice provider, to ensure 

that the needs of the resident are addressed and 

met 24 hours per day.

(E) A provision that the LTC facility immediately 

notifies the hospice about the following: 

(1) A significant change in the resident's physical, 

mental, social, or emotional status.

(2) Clinical complications that suggest a need to 

alter the plan of care.

(3) A need to transfer the resident from the facility 

for any condition.  

(4) The resident's death.

(F) A provision stating that the hospice assumes 

responsibility for determining the appropriate 

course of hospice care, including the 

determination to change the level of services 

provided. 

(G) An agreement that it is the LTC facility's 

responsibility to furnish 24-hour room and board 

care, meet the resident's personal care and 

nursing needs in coordination with the hospice 

representative, and ensure that the level of care 

provided is appropriately based on the individual 

resident's needs. 

(H)  A delineation of the hospice's responsibilities, 

including but not limited to, providing medical 

direction and management of the patient; nursing; 

counseling (including spiritual, dietary, and 

bereavement); social work; providing medical 

supplies, durable medical equipment, and drugs 

necessary for the palliation of pain and symptoms 

associated with the terminal illness and related 
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conditions; and all other hospice services that are 

necessary for the care of the resident's terminal 

illness and related conditions. 

(I)  A provision that when the LTC facility 

personnel are responsible for the administration 

of prescribed therapies, including those therapies 

determined appropriate by the hospice and 

delineated in the hospice plan of care, the LTC 

facility personnel may administer the therapies 

where permitted by State law and as specified by 

the LTC facility. 

(J)  A provision stating that the LTC facility must 

report all alleged violations involving 

mistreatment, neglect, or verbal, mental, sexual, 

and physical abuse, including injuries of unknown 

source, and misappropriation of patient property 

by hospice personnel, to the hospice 

administrator immediately when the LTC facility 

becomes aware of the alleged violation.

(K)  A delineation of the responsibilities of the 

hospice and the LTC facility to provide 

bereavement services to LTC facility staff. 

§483.70(o)(3) Each LTC facility arranging for the 

provision of hospice care under a written 

agreement must designate a member of the 

facility's interdisciplinary team who is responsible 

for working with hospice representatives to 

coordinate care to the resident provided by the 

LTC facility staff and hospice staff.  The 

interdisciplinary team member must have a 

clinical background, function within their State 

scope of practice act, and have the ability to 

assess the resident or have access to someone 

that has the skills and capabilities to assess the 

resident.  

The designated interdisciplinary team member is 

responsible for the following: 
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(i)  Collaborating with hospice representatives 

and coordinating LTC facility staff participation in 

the hospice care planning process for those 

residents receiving these services. 

(ii) Communicating with hospice representatives 

and other healthcare providers participating in the 

provision of care for the terminal illness, related 

conditions, and other conditions, to ensure quality 

of care for the patient and family. 

(iii)  Ensuring that the LTC facility communicates 

with the hospice medical director, the patient's 

attending physician, and other practitioners 

participating in the provision of care to the patient 

as needed to coordinate the hospice care with the 

medical care provided by other physicians.  

(iv) Obtaining the following information from the 

hospice:

(A)  The most recent hospice plan of care specific 

to each patient.

(B)  Hospice election form.

(C)  Physician certification and recertification of 

the terminal illness specific to each patient.

(D)  Names and contact information for hospice 

personnel involved in hospice care of each 

patient.

(E)  Instructions on how to access the hospice's 

24-hour on-call system.

(F)  Hospice medication information specific to 

each patient. 

(G)  Hospice physician and attending physician (if 

any) orders specific to each patient.

(v) Ensuring that the LTC facility staff provides 

orientation in the policies and procedures of the 

facility, including patient rights, appropriate forms, 

and record keeping requirements, to hospice staff 

furnishing care to LTC residents.  

§483.70(o)(4) Each LTC facility providing hospice 
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care under a written agreement must ensure that 

each resident's written plan of care includes both 

the most recent hospice plan of care and a 

description of the services furnished by the LTC 

facility to attain or maintain the resident's highest 

practicable physical, mental, and psychosocial 

well-being, as required at §483.24.

This REQUIREMENT  is not met as evidenced 

by:

 The facility had a census of 37 residents. The 

sample included 12 residents with one reviewed 

for hospice (a type of health care that focuses on 

the terminally ill patient's pain and symptoms and 

attending to their emotional and spiritual needs at 

the end of life) services. Based on observation, 

record review, and interview, the facility failed to 

ensure a coordinated plan of care, which 

coordinated care and services provided by the 

facility with the care and services provided by 

hospice, was developed and available for 

Resident (R)24. This placed R24 at risk for 

inappropriate end-of-life care.  

Findings included: 

-  R24's Electronic Medical Record (EMR) 

revealed diagnoses of Parkinson's disease (a 

slowly progressive neurologic disorder 

characterized by resting tremors, rolling of the 

fingers, masklike faces, shuffling gait, muscle 

rigidity, and weakness), dementia (a progressive 

mental disorder characterized by failing memory 

and confusion), and diabetes mellitus (DM-when 

the body cannot use glucose, not enough insulin 

is made, or the body cannot respond to the 

insulin).

R24's "Quarterly Minimum Data Set" (MDS), 

dated 06/27/24, recorded R24 had a Brief 
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Interview for Mental Status (BIMS) score of nine 

that indicated moderate cognitive impairment.  

The MDS documented the resident required 

substantial/maximal staff assistance with most 

activities of daily living (ADLs). The MDS 

documented the resident received hospice 

services.

R24's "Care Plan", dated 03/29/24, recorded R24 

required substantial/maximal staff assistance with 

most ADLs.  R24's "Care Plan" documented the 

resident received hospice services due to a 

terminal diagnosis of dementia. The interventions 

included adjusting the provision of ADLs to 

compensate for the resident's changing abilities 

and to encourage participation to the extent the 

resident wished to participate. The plan directed 

staff to assess the resident's coping strategies, 

respect the resident's wishes, and consult with 

the physician and Social Services to have 

hospice care for the resident in the facility.  Staff 

were directed to encourage the resident to 

express her feelings, and listen with 

non-judgmental acceptance and compassion. 

Staff were to encourage support systems of 

family and friends and observe the resident 

closely for signs of pain administer pain 

medications as ordered and notify the physician 

immediately if there was breakthrough pain.  Staff 

were to refer the resident for 

psychiatric/psychogeriatric consult if indicated. 

The plan directed staff to review the resident 's 

living will and ensure it was followed and involve 

the family in discussion.  Staff were to work 

cooperatively with the hospice team to ensure the 

resident's spiritual, emotional, intellectual, 

physical, and social needs were met.  Staff were 

to work with nursing staff to provide maximum 

comfort for the resident.  
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R24's "Care Plan"  lacked instruction on the 

services provided by hospice including hospice 

staff visits, supplies and medical equipment 

provided by hospice, and medications covered by 

hospice.  

R24's EMR revealed the resident was admitted to 

hospice on 03/29/24 but lacked evidence of 

coordination of care between hospice and the 

facility.  The facility had received a hospice plan 

of care dated 03/29/24 located in the hospice 

provider's binder located in the nurse's station.  

The binder included a hospice plan of care, 

medications, and equipment to be provided.

On 07/30/24 at 02:07 PM Certified Nurse Aide 

(CNA) N stated the CNA staff requested items 

from their charge nurse when they needed items 

that the hospice provided. 

On 07/31/24 at 08:15 AM Licensed Nurse (LN) H 

stated specific hospice information should be 

included in the care plan. She said she was 

unsure if the facility included hospice 

medications, equipment, and treatment services 

in the facility care plan.

On 07/31/24 at 11:43 AM, Administrative Nurse D 

stated she expected the facility to have a hospice 

care plan for R24 to be able to coordinate care 

with hospice services. Administrative Nurse D 

verified the facility lacked a facility care plan that 

coordinated with the hospice care plan. 

The facility's "Standards & Guidelines" policy 

dated 11/2017 documented the coordinated plan 

of care will reflect the participation of Hospice, 

Licensed Nursing Home. The representative of 
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the resident and the resident, to the extent 

possible.  Care and services provided by nursing 

will be consistent with the Resident Assessment 

Instrument (RAI), the plan of care, and the 

Hospice plan of care.

The facility failed to coordinate care between the 

facility and the hospice provider for R24, who 

received hospice services. This deficient practice 

placed her at risk for inappropriate end-of-life 

care.

F 880 Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an 

infection prevention and control program 

designed to provide a safe, sanitary and 

comfortable environment and to help prevent the 

development and transmission of communicable 

diseases and infections.

§483.80(a) Infection prevention and control 

program. 

The facility must establish an infection prevention 

and control program (IPCP) that must include, at 

a minimum, the following elements: 

§483.80(a)(1) A system for preventing, identifying, 

reporting, investigating, and controlling infections 

and communicable diseases for all residents, 

staff, volunteers, visitors, and other individuals 

providing services under a contractual 

arrangement based upon the facility assessment 

conducted according to §483.70(e) and following 

accepted national standards;

§483.80(a)(2) Written standards, policies, and 

F 880

SS=F

FORM CMS-2567(02-99) Previous Versions Obsolete 3V1U11Event ID: Facility ID: N046075 If continuation sheet Page  61 of 72



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  08/09/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

175503 07/31/2024
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

13875 W 115TH TERRACE
THE PLAZA HEALTH SERVICES AT SANTA MARTA

OLATHE, KS  66062

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 880 Continued From page 61 F 880

procedures for the program, which must include, 

but are not limited to:

(i) A system of surveillance designed to identify 

possible communicable diseases or 

infections before they can spread to other 

persons in the facility;

(ii) When and to whom possible incidents of 

communicable disease or infections should be 

reported;

(iii) Standard and transmission-based precautions 

to be followed to prevent spread of infections;

(iv)When and how isolation should be used for a 

resident; including but not limited to:

(A) The type and duration of the isolation, 

depending upon the infectious agent or organism 

involved, and 

(B) A requirement that the isolation should be the 

least restrictive possible for the resident under the 

circumstances.  

(v) The circumstances under which the facility 

must prohibit employees with a communicable 

disease or infected skin lesions from direct 

contact with residents or their food, if direct 

contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed 

by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents 

identified under the facility's IPCP and the 

corrective actions taken by the facility. 

§483.80(e) Linens.  

Personnel must handle, store, process, and 

transport linens so as to prevent the spread of 

infection.  

§483.80(f) Annual review.  

The facility will conduct an annual review of its 
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IPCP and update their program, as necessary.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 37 residents. 

The sample included 12 residents. Based on 

observations, record review, and interviews, the 

facility failed to follow infection prevention 

standards related to disinfecting shared 

equipment and oxygen tubing storage and failed 

to place the appropriate isolation signage outside 

of Resident (R) 192's room after he tested 

positive for COVID-19 (an acute respiratory 

illness in humans caused by coronavirus, capable 

of producing severe symptoms and in some 

cases death). The facility further failed to assess, 

identify risks, and create a plan to address the 

risk for Legionella disease (Legionella is a 

bacterium that can cause pneumonia in 

vulnerable populations) or other opportunistic 

waterborne pathogens. This deficient practice 

placed the residents at risk for infectious 

diseases.   

Findings included:

- R192's EMR documented an order with a start 

date of 07/22/24 for isolation for 10 days starting 

07/21/24 for a positive COVID-19 infection.

On 07/29/24 at 07:14 AM, R14's oxygen 

concentrator had her oxygen tubing placed in the 

handle instead of a bag.

On 07/29/24 at 07:18 AM, R192's room had an 

isolation cart outside of it. There was no signage 

on the door to alert staff and visitors of the 

transmission-based precautions or the personal 

protective equipment required.  Licensed Nurse 

(LN) J confirmed R192's COVID-19 and stated 
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there should be signage posted related to the 

transmission-based precautions and isolation 

status. 

On 07/29/24 at 09:  AM, observation revealed 

three signs posted to R192's door which indicated 

the resident was on airborne, droplet, and contact 

precautions. 

On 07/30/24 at 07:30 AM, LN I obtained a 

glucometer (an instrument used to calculate 

blood glucose) from the other medication cart on 

1700 Hall and placed it on top of her medication 

cart without a clean barrier. LN I went to R92's 

room to obtain her blood glucose level. She did 

not disinfect the glucometer before use and 

placed the glucometer on R92's dresser. LN I 

washed her hands and donned (put on) gloves 

then grabbed the glucometer and placed it on 

R92's bedside table without a clean barrier. She 

obtained R92's blood glucose level and doffed 

(removed) her gloves. LN I washed her hands 

then exited R92's bathroom with the glucometer. 

She returned to her medication cart where she 

placed the glucometer in the drawer without 

disinfecting the glucometer.

On 07/30/24 at 07:26 AM, unidentified staff exited 

R8's room with the Hoyer lift (total body 

mechanical lift used to transfer residents) and 

placed it in an alcove in the hallway without 

disinfecting it.

On 07/30/24 at 07:42 AM, unidentified staff 

grabbed the Hoyer lift from the alcove and 

entered R13's room. Staff exited the room with 

the Hoyer lift and placed it back in the alcove 

without disinfecting the Hoyer lift.

FORM CMS-2567(02-99) Previous Versions Obsolete 3V1U11Event ID: Facility ID: N046075 If continuation sheet Page  64 of 72



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  08/09/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

175503 07/31/2024
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

13875 W 115TH TERRACE
THE PLAZA HEALTH SERVICES AT SANTA MARTA

OLATHE, KS  66062

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 880 Continued From page 64 F 880

Upon request, the facility was unable to provide a 

Legionella water management plan.

On 07/31/24 at 08:15 AM, LN H stated staff 

stored oxygen tubing in the mesh bag, not on the 

machine. She stated the facility posted isolation 

signs outside the resident rooms who were in 

isolation. LN H stated that R192 continued on 

isolation for COVID-19 but planned to come off 

isolation later that day with the room scheduled 

for terminal cleaning. LN H stated staff cleaned 

shared equipment.

On 07/31/24 at 09:14 AM, Administrative Staff A 

stated the facility did not have a Legionella testing 

procedure in place and they were reaching out to 

a company to set that up.

On 07/31/24 at 10:20 AM, LN G stated staff 

prevented cross-contamination during glucometer 

usage by cleaning the machine after using it and 

using a clean barrier.

On 07/31/24 at 11:28 AM, Administrative Nurse E 

stated staff prevented cross-contamination during 

glucometer usage by cleaning it after using it. 

She stated if staff took the glucometer out of 

another cart then staff cleaned it again. 

Administrative Nurse E stated staff used a clean 

barrier with glucometer usage. She stated if a 

resident needed isolation, the facility placed a 

sign denoting the type of isolation and what 

personnel protective equipment (PPE) to wear 

along with an isolation cart with PPE supplies and 

isolation trash cans outside the room. 

Administrative Nurse E stated there should have 

been an isolation sign outside R192's room 

because, without a sign, she assumed staff would 

not know of his isolation. She stated staff 
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disinfected Hoyer lifts from room to room and 

they obtained the disinfecting wipes from the 

nurses.

On 07/31/24 at 11:43 AM, Administrative Nurse D 

stated staff prevented cross-contamination during 

glucometer usage by disinfecting it before and 

after use and using a clean barrier. She stated 

staff knew what residents were in isolation 

through report and a sign should be posted on 

the door with an isolation cart outside the room. 

Administrative Nurse D stated the isolation sign 

directed the type of isolation and what PPE to 

wear. She stated R192 tested positive for 

COVID-19 on 07/21/24 and the facility planned to 

remove his isolation later that day. Administrative 

Nurse D stated R192 should have had an 

isolation sign outside his door. She stated staff 

stored oxygen tubing in a bag when not in use. 

Administrative Nurse D stated staff did not store 

disinfecting wipes in the resident rooms, and she 

expected staff to go to central supply to obtain 

wipes when needed. She stated she expected 

staff to disinfect Hoyer lifts and shared equipment 

between each use to prevent 

cross-contamination.

On 07/31/24 at 12:30 PM, Administrative Staff A 

stated he or the plant operations director would 

be responsible for the water management 

program. He stated he was under the impression 

the facility had a plan for Legionella but they did 

not.

The facility's "Oxygen Tubing Storage" policy, not 

dated, directed the facility to cover oxygen 

masks, nasal cannulas, and/or nasal catheters 

when not in use and the equipment necessary 

included a covering such as a mesh bag.
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The facility's "Coronavirus Disease (COVID-19)- 

Infection Prevention and Control Measures" 

policy, revised in May 2023, directed the facility to 

implement source control measures and 

implementing universal use of PPE for staff. 

The facility's "Isolation- Categories of 

Transmission-Based Precautions" policy, revised 

September 2022, directed when the facility placed 

a resident on transmission-based precautions, 

the facility placed an appropriate notification on 

the entrance door so that personnel and visitors 

were aware of the need for and the type of 

precaution. The policy directed the signage 

informed staff of the type of precautions, 

instructions for the use of PPE, and/or 

instructions to see the nurse before entering the 

room.

The facility's "Blood Sampling- Capillary (Finger 

Sticks)" policy, revised in September 2014, 

directed staff to always clean and disinfect blood 

glucose meters between resident uses. The 

policy directed staff to place the blood glucose 

monitoring device on a clean field.

The facility's "Cleaning and Disinfection of 

Resident-Care Items and Equipment" policy, 

revised September 2023, directed staff to clean 

and disinfect reusable items between residents 

which included durable medical equipment. 

The facility's "Legionella Water Management 

Program" policy, revised September 2022, 

directed the water management program 

included the following elements: an 

interdisciplinary team (IDT) water management 

team, a detailed description and diagram of the 

water system in the facility, the identification of 
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areas in the water system that encouraged the 

growth and spread of Legionella or other 

waterborne bacteria, the identification of 

situations that could lead to Legionella growth, 

specific measures used to control the introduction 

and/or spread of Legionella, the control limits or 

parameters that were acceptable and monitored, 

a diagram where control measures were applied, 

a system to monitor control limits and the 

effectiveness of control measures, and 

documentation of the program.

The facility failed to follow infection prevention 

standards related to disinfecting shared 

equipment and oxygen tubing storage and failed 

to place the appropriate isolation signage outside 

of R192's room after he tested positive for 

COVID-19. The facility further failed to assess, 

identify risks, and create a plan to address the 

risk for Legionella disease or other opportunistic 

waterborne pathogens. This deficient practice 

placed the residents at risk for infectious 

diseases.

F 883 Influenza and Pneumococcal Immunizations

CFR(s): 483.80(d)(1)(2)

§483.80(d) Influenza and pneumococcal 

immunizations

§483.80(d)(1) Influenza. The facility must develop 

policies and procedures to ensure that-

(i) Before offering the influenza immunization, 

each resident or the resident's representative 

receives education regarding the benefits and 

potential side effects of the immunization;

(ii) Each resident is offered an influenza 

immunization October 1 through March 31 

annually, unless the immunization is medically 

contraindicated or the resident has already been 

F 883
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immunized during this time period;

(iii) The resident or the resident's representative 

has the opportunity to refuse immunization; and

(iv)The resident's medical record includes 

documentation that indicates, at a minimum, the 

following:

(A) That the resident or resident's representative 

was provided education regarding the benefits 

and potential side effects of influenza 

immunization; and

(B) That the resident either received the influenza 

immunization or did not receive the influenza 

immunization due to medical contraindications or 

refusal.

§483.80(d)(2) Pneumococcal disease. The facility 

must develop policies and procedures to ensure 

that-

(i) Before offering the pneumococcal 

immunization, each resident or the resident's 

representative receives education regarding the 

benefits and potential side effects of the 

immunization; 

(ii) Each resident is offered a pneumococcal 

immunization, unless the immunization is 

medically contraindicated or the resident has 

already been immunized; 

(iii) The resident or the resident's representative 

has the opportunity to refuse immunization; and

(iv)The resident's medical record includes 

documentation that indicates, at a minimum, the 

following:

(A) That the resident or resident's representative 

was provided education regarding the benefits 

and potential side effects of pneumococcal 

immunization; and

(B) That the resident either received the 

pneumococcal immunization or did not receive 
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the pneumococcal immunization due to medical 

contraindication or refusal.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 37 residents. 

The sample included 12 residents with five 

residents reviewed for pneumococcal (a disease 

that refers to a range of illnesses that affect 

various parts of the body and are caused by 

infection) vaccinations. Based on record review 

and interviews, the facility failed to offer or obtain 

a signed declination for the Prevnar 20 

(pneumococcal vaccination used for the 

prevention of pneumococcal disease caused by 

20 serotypes of Streptococcus pneumoniae) 

pneumococcal vaccination for Resident (R) 23. 

This deficient practice placed R23 at risk of 

acquiring, spreading, and experiencing 

complications from pneumococcal disease.

Findings included:

- R23's clinical record documented he received 

Prevnar 13 (pneumococcal vaccination used for 

the prevention of pneumococcal disease caused 

by 13 serotypes of Streptococcus pneumoniae 

[bacteria that causes pneumonia]) on 02/25/14 

and Pneumovax 23 (pneumococcal vaccination 

used for the prevention of pneumococcal disease 

caused by 23 serotypes of Streptococcus 

pneumoniae) on 03/22/17. R23's clinical record 

lacked evidence he was offered the Prevnar 20 

vaccination.

On 07/31/24 at 10:20 AM, Licensed Nurse (LN) G 

stated when a resident was admitted to the 

facility, she obtained their immunization history 

and offered the pneumococcal vaccination. She 

stated if a resident consented to receive the 
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pneumococcal vaccination, she put the order in 

the computer.

On 07/31/24 at 11:28 AM, Administrative Nurse E 

stated the facility offered influenza (highly 

contagious viral infection that attacks the lungs, 

nose, and throat and can be deadly in high-risk 

groups) and pneumococcal vaccinations yearly 

and obtained consents from the resident or 

family. She stated on admission, the nurse asked 

about the resident's immunization history and 

documented it in the resident's Electronic Medical 

Record (EMR). Administrative Nurse E stated that 

Administrative Nurse D tracked resident 

immunizations. Administrative Nurse E stated she 

did not know the current pneumococcal 

recommendations.

On 07/31/24 at 11:43 AM, Administrative Nurse D 

stated Administrative Nurse F checked a 

resident's immunizations on admission to see if 

they were due for pneumococcal vaccination and 

asked if they wanted one. She stated they asked 

residents annually if they wanted a pneumococcal 

vaccination. She stated residents should be 

reviewed quarterly with their Minimum Data Set 

(MDS). 

The facility's "Influenza and Pneumonia 

Immunization" policy, dated 12/01/16, directed 

the facility to develop a program that assured all 

residents received education regarding 

immunization, staff offered immunization, and 

staff documented the resident's response or 

refusal of immunization. 

The facility failed to obtain a signed consent or 

declination for pneumococcal vaccination for 

R23. This deficient practice placed the residents 
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at risk of acquiring, spreading, and experiencing 

complications from pneumococcal disease.
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