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F 0550

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.

32358

The facility had a census of 151 residents. The sample included 31 residents with one reviewed for dignity. 
Based on observation, record review, and interview the facility failed to treat Resident (R) 115 with dignity in 
one of five dining rooms, during the noon meal when staff stood over R115 while assisting him to eat. This 
placed the resident at risk for an undignified experience.

Findings included:

- On 03/25/24 at 11:39 AM, observation in the 300-hall dining room revealed Certified Nurse Aide (CNA) M 
served R115 a plate of food. CNA M stood over R115 and gave the resident bites of food. CNA M left the 
table several times during the noon meal to do other tasks and then returned to R115's table, stood over him, 
and gave him bites of food. 

On 03/25/24 at 12:05 PM, Certified Dietary Manager (CDM) BB stated staff should sit in a chair next to R115 
when assisting him with eating, not stand over him.

On 03/26/24 at 04:30 PM, Administrative Nurse D stated she expected staff to sit by the resident face to face 
when assisting the resident to eat. Administrative Nurse D stated staff should try to converse with the 
resident and that staff should not leave the table to go do other tasks until the resident was finished eating.

The facility's Resident Rights Policy, undated, documented the right to be treated with dignity and respect 
was the foundation on which all other resident rights and responsibilities were based.

The facility failed to treat R115 with dignity when staff stood over him at the 300-hall dining room table during 
assisted dining. This placed the resident at risk for an undignified experience.
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F 0623

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide timely notification to the resident, and if applicable to the resident representative and ombudsman, 
before transfer or discharge, including appeal rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32358

The facility had a census of 151 residents. The sample included 31 residents with four reviewed for 
hospitalization . Based on observation, record review, and interview, the facility failed to provide written 
notice for facility-initiated transfer to Resident (R) 68, R347, and R75 or their representatives, when they 
were transferred to the hospital. This placed the residents at risk for uninformed care choices. 

Findings included:

- R68's Electronic Medical Record (EMR) documented R68 had a diagnosis of benign prostatic hyperplasia 
(BPH-non-cancerous enlargement of the prostate which can lead to interference with urine flow, urinary 
frequency, and urinary tract infections)

R68's Admission Minimum Data Set (MDS), dated [DATE], documented R68 had a Brief Interview of Mental 
Status (BIMS) score of 14, which indicated intact cognition. The MDS documented the resident required 
substantial to maximal staff assistance with toileting and personal hygiene.

The Urinary Incontinence Care Area Assessment (CAA), dated 10/18/23, documented R68 had an indwelling 
catheter (tube placed in the bladder to drain urine into a collection bag) and instructed staff to monitor R68 
for urinary tract infections (UTI-an infection in any part of the urinary system).

R68's Care Plan, revised 10/18/23, documented R68 had an indwelling catheter and instructed staff to 
provide catheter care as needed (PRN) and encourage R68 to drink fluids to reduce UTI risks.

The Progress Note, dated 03/04/2024 at 05:10 PM, documented R68 was admitted to the hospital. 

A review of R68's clinical record lacked evidence the resident or representative was provided written notice 
when he was transferred to the hospital. 

On 03/25/24 at 04:22 PM, observation revealed R68 sat quietly in a wheelchair in his room. His indwelling 
foley catheter was in a privacy bag hooked on the wheelchair and the urine in the tubing had clear yellow 
urine. 

On 03/26/24 at 10:39 AM, Administrative Staff B verified the facility lacked documentation R68 or his 
representative was provided written notice when the resident was transferred to the hospital. Administrative 
Staff B stated nursing was responsible for sending the bed hold policy with transfer papers to the hospital 
and she did not follow up on obtaining the signed notice.

On 03/26/24 at 10:45 AM, Administrative Nurse D stated verified the facility lacked documentation R68, or 
their representative was provided a written notice when the resident was transferred to the hospital. 

Upon request, the facility failed to provide a policy regarding facility-initiated transfers to the hospital.

(continued on next page)
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F 0623

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The facility failed to provide R68 or his representative written notice regarding R68's facility-initiated transfer 
to the hospital. This placed the resident and/or her representative at risk of uninformed care choices.

- R347's Electronic Medical Record (EMR) documented R347 had a diagnosis of disorders of the lungs, 

R347's Admission Minimum Data Set (MDS), dated [DATE], documented R347 had a Brief Interview of 
Mental Status score of 15, which indicated intact cognition. The MDS documented R347 was dependent on 
staff for toileting, showering, lower body dressing, putting on and taking off footwear, and transfers. R347 
required partial to moderate staff assistance with oral care and personal hygiene; R347 required substantial 
to maximal staff assistance with upper body dressing and bed mobility. 

R347's Care Plan, revised 01/05/24, instructed staff to change the oxygen tubing and water reservoir per 
facility protocol and administer oxygen as the physician ordered. Staff monitored R347's oxygen saturation 
as the physician ordered and notified the physician of abnormal readings. The care plan instructed staff to 
monitor R347 for shortness of breath during activity participation.

The Progress Note, dated 03/08/24 at 07:12 AM, documented R347 was admitted to the hospital.

A review of R347 's clinical record lacked evidence the resident or representative was provided written notice 
when R347 was transferred to the hospital. 

On 03/25/24 at 03:46 PM, observation revealed R347 sat in bed with oxygen on per nasal cannula.

On 03/26/24 at 10:39 AM, Administrative Staff B verified the facility lacked documentation R347 or his 
representative was provided written notice of the transfer to the hospital.

On 03/26/24 at 10:45 AM, Administrative Nurse D verified the facility lacked documentation R347, or the 
representative was provided a written notice when R347 was transferred to the hospital. 

Upon request, the facility failed to provide a policy for facility-initiated transfer to the hospital.

The facility failed to provide R347 or his representative written notice regarding R347's facility-initiated 
transfer to the hospital. This placed the resident and/or her representative at risk of uninformed care choices.

32360

- R75's Electronic Medical Record (EMR) documented diagnoses of diabetes mellitus (DM-when the body 
cannot use glucose, not enough sepsis made, or the body cannot respond to the insulin), heart failure, 
hypertension (high blood pressure), and iron deficiency (too little iron in the body).

The Quarterly Minimum Data Set (MDS), dated [DATE], documented R75 had severely impaired cognition 
and required substantial/maximum assistance for dressing, transfer, toileting, and partial/moderate 
assistance for personal hygiene. 

(continued on next page)
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F 0623

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

R75's Care Plan, dated 03/12/24 and initiated on 04/12/23, documented R75 had a potential for 
cardiovascular problems and directed staff to administer medications as ordered, monitor vital signs as 
ordered, and notify the physician of any abnormal readings.

The Nurse's Note, dated 08/21/23 at 09:39 PM, documented R75 was admitted to the hospital on 08/16/23.

A review of R75's clinical record lacked evidence the resident or representative was provided written notice 
when she was transferred to the hospital. 

On 03/26/24 at 08:55 AM, observation revealed R75 sat in her wheelchair and talked on the telephone in her 
room.

On 03/26/24 at 10:45 AM, Licensed Nurse (LN) G stated the nurse sent the bed hold policy with the resident 
when they went to the hospital. LN G said the staff called the resident's representative but would not send a 
written notice.

On 03/26/24 at 10:39 AM, Administrative Staff B stated the nurse sent the bed hold policy with transfer 
papers to the hospital. 

On 03/26/24 at 10:45 AM, Administrative Nurse D stated the nurse sent a bed hold with residents when they 
were transferred to the hospital; medical records were responsible for receiving it back. Administrative Nurse 
D verified the facility did not notify the resident's representative in writing regarding transfers to the hospital 
and the reason for the transfer.

The facility's Bed Hold policy, undated, documented the facility notified the resident and/or representative of 
the bed hold policy in writing at the time of admission when transferred to the hospital or during therapeutic 
leave, as well as the intent for readmission according to state and federal regulations.

The facility failed to provide R75 or her representative written notice regarding R75's facility-initiated transfer 
to the hospital. This placed the resident and/or her representative at risk for uninformed care choices.

164175122

06/27/2024



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

175122 03/27/2024

Delmar Gardens of Lenexa 9701 Monrovia Street
Lenexa, KS 66215

F 0625

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Notify the resident or the resident’s representative in writing how long the nursing home will hold the 
resident’s bed in cases of transfer to a hospital or therapeutic leave.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32358

The facility had a census of 151 residents. The sample included 31 residents. Based on observation, record 
review, and interview, the facility failed to provide Resident (R) 68, R347, and R75 or their representative 
with written information regarding the facility bed hold policy when they were transferred to the hospital. This 
placed the residents at risk of not being permitted to return and resume residence in the nursing facility. 

Findings included:

- R68's Electronic Medical Record (EMR) documented R68 had a diagnosis of benign prostatic hyperplasia 
(BPH-non-cancerous enlargement of the prostate which can lead to interference with urine flow, urinary 
frequency, and urinary tract infections)

R68's Admission Minimum Data Set (MDS), dated [DATE], documented R68 had a Brief Interview of Mental 
Status (BIMS) score of 14, which indicated intact cognition. The MDS documented the resident required 
substantial to maximal staff assistance with toileting and personal hygiene.

The Urinary Incontinence Care Area Assessment (CAA), dated 10/18/23, documented R68 had an indwelling 
catheter (tube placed in the bladder to drain urine into a collection bag) and instructed staff to monitor R68 
for urinary tract infections (UTI-an infection in any part of the urinary system).

R68's Care Plan, revised 10/18/23, documented R68 had an indwelling catheter and instructed staff to 
provide catheter care as needed (PRN) and encourage R68 to drink fluids to reduce UTI risks.

The Progress Note, dated 03/04/2024 at 05:10 PM, documented R68 was admitted to the hospital.

A review of R68's clinical record lacked evidence the resident or representative was provided the bed hold 
policy when he was transferred to the hospital. 

On 03/25/24 at 04:22 PM, observation revealed R68 sat quietly in a wheelchair in his room. His indwelling 
foley catheter was in a privacy bag hooked on the wheelchair and the urine in the tubing had clear yellow 
urine. 

On 03/26/24 at 10:39 AM, Administrative Staff B verified the facility lacked documentation R68, or his 
representative was provided the bed hold policy when R68 was transferred to the hospital. Administrative 
Staff B stated nursing was responsible for sending the bed hold policy with transfer papers to the hospital 
and she did not follow up on obtaining the signed notice.

On 03/26/24 at 10:45 AM, Administrative Nurse D verified the facility lacked documentation R68, or their 
representative was provided the bed hold policy when the resident was transferred to the hospital. 

(continued on next page)
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F 0625

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The facility's Bed Hold Policy, undated, documented the facility would inform and give a written copy of this 
policy to the resident and/or representative upon admission and if transferred to a hospital or during 
therapeutic leave. 

The facility failed to provide R68 or his representative with the bed hold policy when R68 was transferred to 
the hospital. This placed the resident and/or her representative at risk of uninformed care choices.

- R347's Electronic Medical Record (EMR) documented R347 had a diagnosis of disorders of the lungs.

R347's Admission Minimum Data Set (MDS), dated [DATE], documented R347 had a Brief Interview of 
Mental Status score of 15, which indicated intact cognition. The MDS documented R347 was dependent on 
staff for toileting, showering, lower body dressing, putting on and taking off footwear, and transfers. R347 
required partial to moderate staff assistance with oral care and personal hygiene; R347 required substantial 
to maximal staff assistance with upper body dressing and bed mobility. 

R347's Care Plan, revised 01/05/24, instructed staff to change the oxygen tubing and water reservoir per 
facility protocol and administer oxygen as the physician ordered. Staff monitored R347's oxygen saturation 
as the physician ordered and notified the physician of abnormal readings. The care plan instructed staff to 
monitor R347 for shortness of breath during activity participation.

The Progress Note, dated 03/08/24 at 07:12 AM, documented R347 was admitted to the hospital.

A review of R347s clinical record lacked evidence the resident or representative was provided the bed hold 
policy when R347 was transferred to the hospital. 

On 03/25/24 at 03:46 PM, observation revealed R347 sat in bed with oxygen on per nasal cannula.

On 03/26/24 at 10:39 AM, Administrative Staff B verified the facility lacked documentation R347, or his 
representative was provided the bed hold policy when R347 was transferred to the hospital.

On 03/26/24 at 10:45 AM, Administrative Nurse D verified the facility lacked documentation R347, or the 
representative was provided the bed hold policy when R347 was transferred to the hospital. 

The facility's Bed Hold Policy, undated, documented the facility would inform and give a written copy of this 
policy to the resident and/or representative upon admission and if transferred to a hospital or during 
therapeutic leave. 

The facility failed to provide R347 or his representative with the bed hold policy when R347 was transferred 
to the hospital. This placed the resident and/or her representative at risk of uninformed care choices.

32360

- R75's Electronic Medical Record (EMR) documented diagnoses of diabetes mellitus (DM-when the body 
cannot use glucose, not enough sepsis made, or the body cannot respond to the insulin), heart failure, 
hypertension (high blood pressure), and iron deficiency (too little iron in the body).

(continued on next page)
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F 0625

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The Quarterly Minimum Data Set (MDS), dated [DATE], documented R75 had severely impaired cognition 
and required substantial/maximum assistance for dressing, transfer, toileting, and partial/moderate 
assistance for personal hygiene. 

R75's Care Plan, dated 03/12/24 and initiated on 04/12/23, documented R75 had a potential for 
cardiovascular problems and directed staff to administer medications as ordered, monitor vital signs as 
ordered, and notify the physician of any abnormal readings.

The Nurse's Note, dated 08/21/23 at 09:39 PM, documented R75 was admitted to the hospital on 08/16/23.

A review of R75's clinical record lacked evidence the resident or representative was provided the facility's 
bed hold policy when R75 went to the hospital. 

On 03/26/24 at 08:55 AM, observation revealed R75 sat in her wheelchair and talked on the telephone in her 
room.

On 03/26/24 at 10:45 AM, Licensed Nurse (LN) G stated the nurse sent the bed hold policy with the resident 
when they went to the hospital. LN G said the staff called the resident's representative but would not send a 
written notice.

On 03/26/24 at 10:39 AM, Administrative Staff B stated the nurse sent the bed hold policy with transfer 
papers to the hospital. 

On 03/26/24 at 10:45 AM, Administrative Nurse D stated the nurse sent a bed hold with residents when they 
were transferred to the hospital; medical records were responsible for receiving it back. Administrative Nurse 
D verified the facility did not notify the resident's representative in writing regarding transfers to the hospital 
and the reason for the transfer.

The facility's Bed Hold policy, undated, documented the facility permits residents to return to the facility after 
they are hospitalized or placed on therapeutic leave and if a resident who was hospitalized exceeds the 
bed-hold period under the State plan, may return to the facility to their previous room if available or 
immediately upon the first availability of a bed in a semi-private room if the resident requires the services 
provided by the facility and was eligible for Medicare/Managed Care skilled nursing services or Medicaid.

The facility failed to provide R75 or his representatives with the bed hold policy when they were transferred 
to the hospital. This placed the resident at risk of not being permitted to return and resume residence in the 
nursing facility.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

PASARR screening for Mental disorders or Intellectual Disabilities

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 26768

The facility had a census of 151 residents. The sample included 31 residents. Based on observation, 
interview, and record review the facility failed to ensure Residents (R) 87, R68, and R110 received a 
Preadmission Screening and Resident Review (PASRR- a federal requirement to help ensure that 
individuals are not inappropriately placed in nursing homes for long term care) to identify potential care 
needs related to a mental disorder (MD) or intellectual disability (ID). This placed the residents at risk for 
unidentified needs and inadequate care.

Findings included: 

- R87's Electronic Medical Record (EMR) documented diagnoses of atrial fibrillation (rapid, irregular 
heartbeat), asthma (a disorder of narrowed airways that caused wheezing and shortness of breath), and 
bipolar disorder (a major mental illness that caused people to have episodes of severe high and low moods).

The Quarterly Minimum Data Set (MDS), dated [DATE], documented a Brief Interview for Mental Status 
(BIMS) score of 15, indicating intact cognition. The MDS documented R87 had no mood or behaviors during 
the observation period. R87 required set up for eating, verbal cues for bathing, and dressing, and moderate 
assistance for toileting, and transfers. 

R87's Care Plan, dated 3/16/24, stated he preferred to stay in his room and was most comfortable when 
around familiar people. He would occasionally attend the group setting although he tended to leave early 
related to emotional comfort as big groups made him anxious. 

R87's clinical record lacked evidence a PASRR was completed.

On 03/26/24 at 07:40 AM, observation revealed R87 independently ate hot cereal while holding the bowl in 
his lap.

On 3/26/24 at 08:20 AM, Administrative Staff A stated the resident was admitted from the Veteran's 
Administration (VA) and the VA did not perform a PASRR.

Upon request, the facility did not provide a policy. 

The facility failed to ensure a PASRR was completed for R87 before admission. This placed the residents at 
risk for unidentified needs and inadequate care.

32358

- R68's Electronic Medical Record (EMR) documented diagnoses of benign prostatic hyperplasia 
(BPH-non-cancerous enlargement of the prostate which can lead to interference with urine flow, urinary 
frequency, and urinary tract infections) and congestive heart failure (CHF-a condition with low heart output 
and the body becomes congested with fluid).

(continued on next page)

168175122

06/27/2024



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

175122 03/27/2024

Delmar Gardens of Lenexa 9701 Monrovia Street
Lenexa, KS 66215

F 0645

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

R68's Admission Minimum Data Set (MDS), dated [DATE], documented a Brief Interview for Mental Status 
(BIMS) score of 15, indicating intact cognition. The MDS documented R68 had no mood or behaviors during 
the observation period. The MDS documented R68 required substantial to maximal staff assistance with 
activities of daily living (ADLs).

R68's Care Plan, revised 09/12/23, documented R68 preferred privacy when staff provided care as well as 
when discussing personal issues and instructed staff to provide care in a calm, patient, non-judgmental 
manner. Staff were to explain what task was to be done before beginning the task.

R68's clinical record lacked evidence a PASRR was completed.

On 03/25/24 at 04:22 PM, observation revealed R68 sat quietly in a wheelchair in his room.

On 3/26/24 at 08:20 AM, Administrative Staff A stated the resident was admitted from the Veteran's 
Administration (VA) and the VA did not perform a PASRR.

Upon request, the facility did not provide a policy. 

The facility failed to ensure a PASRR was completed for R68 before admission. This placed the residents at 
risk for unidentified needs and inadequate care.

27168

- R110 was admitted to the facility on [DATE].

R110's Electronic Health Record (EHR), recorded the diagnoses of posttraumatic stress disorder (PTSD- a 
mental disorder characterized by an acute emotional response to a traumatic event or situation involving 
severe environmental stress,) and anxiety disorder (mental or emotional reaction characterized by 
apprehension, uncertainty, and irrational fear.)

R110's Quarterly Minimum Data Set (MDS), dated [DATE], recorded the resident had a Brief Interview for 
Mental Status (BIMS) score of 14, with intact cognition. The MDS documented the resident had verbal 
behaviors directed towards others.

R110's Care Plan, dated 03/21/24, indicated R110 had a history of behavioral symptoms and had a history of 
being manipulative, making statements that were exaggerated or false about events, care, and medications, 
and often wanting to manipulate staff's time.

R110's EHR lacked evidence a PASRR assessment was completed as required. 

The facility was unable to provide a PASRR screening for R110 upon request.

On 03/25/24 at 02:10 PM, observation revealed R110 sat in a recliner in his room watching TV. 

On 03/26/24 at 08:20 AM, Administrative Staff A verified R110 lacked a PASRR assessment before 
admission to the facility. Administrative Nurse D stated the resident was from the Veterans Hospital (VA) and 
the VA did not assess for PASRR upon admission.

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Upon request, the facility did not provide a policy. 

The facility failed to adequately assess the resident for placement in the facility by obtaining a PASRR 
screening as required. This placed R110 at risk for inadequate facility care and unidentified needs.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37450

The facility had a census of 151 residents. The sample included 31 residents. Based on observation, record 
review, and interview, the facility failed to revise the care plan with trauma triggers and coping strategies for 
Resident (R)50 who had post-traumatic stress disorder (PTSD- mental disorder characterized by an acute 
emotional response to a traumatic event or situation involving severe environmental stress) which placed the 
resident at risk for impaired care due to uncommunicated care needs.

Findings included:

 - Resident (R) 50's Electronic Medical Record (EMR) documented diagnoses of dementia (a progressive 
mental disorder characterized by failing memory, and confusion), anxiety (mental or emotional reaction 
characterized by apprehension, uncertainty, and irrational fear), cerebral infarction (stroke - the sudden 
death of brain cells due to lack of oxygen caused by impaired blood flow to the brain by blockage or rupture 
of an artery to the brain), aphasia (a language disorder that affects ability to communicate), post-traumatic 
stress disorder (PTSD- mental disorder characterized by an acute emotional response to a traumatic event 
or situation involving severe environmental stress), major depressive disorder (major mood disorder which 
causes persistent feelings of sadness), Wernicke's encephalopathy (impaired coordination movement and 
eye dilated veins).

R50's Quarterly Minimum Data Set (MDS), dated [DATE], documented that staff assessed R50's cognition 
as moderately impaired. R50 rejected care one to three days of the look-back period. R50 received an 
antidepressant (medication used to treat mood disorders) and was independent with most activities of daily 
living.

The Behavioral Symptoms Care Area Assessment (CAA), dated 08/21/23, documented R50 had multiple 
episodes of refusing care such as showers. R50's family was very involved and encouraged R50 to 
participate.

R50's Care Plan, dated 02/27/24, documented R50 had problems with short-term memory due to the 
diagnosis of dementia. The care plan directed staff always to tell R50 what staff were going to do before 
initiating nursing care and to encourage R50 to talk about her life, past experiences, career, and family.

R50's admission information documented R50 had a 70 percent (%) disability through the Veteran 
Administration (VA).

The facility's Social Service Quarterly Long-Term Observation, dated 11/17/22, documented a trauma 
screening which recorded R50 answered No when asked about a history of traumatic events. 

The Progress Note dated 12/27/23 at 01:49 PM, documented R50's family called the facility regarding R50 
being upset. R50 indicated that someone had spoken mean to her, and she wanted someone to pick her up 
from the facility. The note further documented R50's roommate had been using profanities toward staff and 
R50's family inquired about a private room.

(continued on next page)

1611175122

06/27/2024



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

175122 03/27/2024

Delmar Gardens of Lenexa 9701 Monrovia Street
Lenexa, KS 66215

F 0657

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 03/26/24 at 08:17 AM, observation revealed R50 remained in bed, covered with several blankets. She 
had a breakfast tray sitting on her overbed table. 

On 03/26/24 at 02:20 PM, Social Service X stated most of the facility's residents were admitted from Veteran 
Administration (VA) referrals and usually had PTSD. Social Service X had not assessed or gathered 
information related to R50's triggers of past trauma nor had she spoken to R50's family about possible 
triggers to prevent re-traumatization.

On 03/26/24 at 02:20 PM, Administrative Staff Nurse E verified that R50's Care Plan had behaviors of 
obsessive cleaning noted but did not specifically address R50's trauma issues.

On 03/26/24 at 04:29 PM, Administrative Nurse D stated residents with a diagnosis of PTSD were not 
assessed for triggers on admission, only when the residents showed some sort of symptoms such as 
depression, flashbacks, or anxiety. Administrative Nurse D said if those symptoms occurred, she expected 
her staff to conduct a PTSD assessment.

The facility's Trauma Informed Care and Behavioral Health Management policy, dated 09/2019, documented 
it is the philosophy of the facility to assist in the early identification of residents' past traumatic 
events/behaviors and to develop and implement interventions to manage or de-escalate those behaviors. 
Any actual or potential areas of concern identified by the social worker based on the interview will be 
documented and communicated with the nurse, nursing administration, behavior management committee, 
and care planned. Care Plans will be communicated to all direct caregivers to avoid triggers for the residents 
and promote their mental and psychological well-being. 

The facility failed to identify and implement interventions for R50's diagnosed PTSD, which placed the 
resident at risk of uncommunicated care needs.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate care for a resident to maintain and/or improve range of motion (ROM), limited ROM 
and/or mobility, unless a decline is for a medical reason.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 27168

The facility had a census of 151 residents. The sample included 31 residents, of which one was reviewed for 
mobility and positioning. Based on observation, record review, and interview, the facility failed to ensure 
Resident (R) 53 received appropriate treatment and services to maintain and prevent a decline in mobility 
and ambulation. This placed the resident at risk for a decline in mobility and impaired independence. 

Findings included:

- R53's Electronic Health Record (EHR), recorded the diagnosis of diabetes mellitus (DM-when the body 
cannot use glucose, not enough insulin is made, or the body cannot respond to the insulin), osteoarthritis 
(degenerative changes to one or many joints characterized by swelling and pain) and chronic obstructive 
pulmonary disease (COPD- a progressive and irreversible condition characterized by diminished lung 
capacity and difficulty or discomfort in breathing).

R53's Admission Minimum Data Set (MDS), dated [DATE], recorded the resident had a Brief Interview for 
Mental Status (BIMS) score of 15, indicating intact cognition. The assessment revealed the resident required 
partial to moderate assistance with activities of daily living (ADLs) and supervision to walk 50 to 150 feet. 

R53's Care Plan, dated 12/07/23, directed staff to assist the resident with dressing but lacked any direction 
for therapy or restorative assistance. 

R53's Restorative Therapy Plan of Care, dated 03/09/24, documented the restorative aide would assist the 
resident to walk two to three times a week using the platform walker in the therapy gym with a gait belt for 
100 feet, twice with stand-by assistance. 

A review of the Restorative Flowsheet documentation revealed the resident refused to walk on 03/26/24 and 
lacked documentation the resident was provided or asked to participate in ambulation from 03/09/24 until 
03/26/24. 

On 03/25/24 at 11:00 AM, observation revealed the resident sat in a recliner in her room. She was dressed in 
street clothes and had her feet elevated.

On 03/26/24 at 07:30 AM, Physical Therapist (PT) HH stated the resident received physical therapy from 
admission 12/05/23 until 03/09/24. PT HH stated the therapists developed a restorative program for R53 on 
03/09/24 and the restorative aide would continue the resident's restorative program 2-3 times a week. PT HH 
stated the facility had one restorative aide to complete restorative on all the residents in the facility who 
required restorative services.

(continued on next page)
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On 03/26/24 at 02:10 PM, Administrative Nurse E verified the physical therapists completed the resident's 
therapy and then the therapist developed a restorative program. Administrative Nurse E stated the 
restorative aide would document the restorative services in the EHR. Administrative Nurse E verified the 
resident had not received any of the directed restorative services since 03/09/24 when the therapist 
developed the restorative program for the resident.

The facility's Restorative Therapy Program policy, dated May 2021, documented the facility would assist 
each resident to attain and or maintain their individual highest most practicable functional level of 
independence and well-being, in accordance with State and Federal regulations. Each resident would be 
screened and evaluated by the nurse or therapist designated to oversee the restorative nursing process for 
inclusion into the appropriate facility restorative nursing program when it has been identified by the 
interdisciplinary team that the resident is in need or may benefit from such program. The facility's restorative 
nursing program would include, but not be limited to hygiene, mobility including ambulation, dining, and 
communication. The restorative program would be documented on the facility-designated restorative care 
form and tools in the resident's electronic medical record. The designated nurse would be responsible for 
obtaining orders for the resident's restorative program and documentation every month. The therapist would 
be responsible for initiating and updating restorative care plans and the designated nurse or therapist would 
continue to monitor the resident's progress. The designated nurse would evaluate the restorative 
documentation monthly to determine if there are any changes needed to the existing program and make a 
monthly progress note, in the resident's electronic medical record. The policy documented some residents 
may not wish to participate in restorative care programming which will be respected as an election of choice 
and documented accordingly.

The facility failed to ensure R53 received appropriate restorative treatment and services to increase or 
prevent further deterioration for the resident. This placed the resident at risk for a decline in mobility and 
impaired independence. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 27168

The facility had a census of 151 residents. The sample included 31 residents. The facility had six medication 
carts. Based on observation, interview, and record review, the facility failed to date Resident (R)53's insulin 
(a hormone which allows cells throughout the body to uptake glucose) flex pen when opened and failed to 
discard R15 and R346's insulin flex pen and R01's insulin vial when outdated. The facility further failed to 
discard expired stock medications. This deficient practice placed the affected residents at risk for ineffective 
medications. 

Findings included: 

- On [DATE] at 08:15 AM, observation of the facility's 500 Nurse medication cart revealed the following: 

R53's Lantus (long-acting insulin) flex pen lacked an open date and discard date. 

R15 s Lantus flex pen opened date of [DATE] and discard date of [DATE]. 

On [DATE] at 08:20 AM, observation of the facility's 600 Nurse medication cart revealed the following: 

R346's Levemir (long-acting insulin) flex pen lacked an open and discard date.

R01's Lantus vial had an opened date of [DATE], and a discard date of [DATE].

On [DATE] at 08:25 AM, observation of the facility's 600 medication cart revealed the following: 

[NAME]-Tussin DM (cold and cough medication) 16 fluid ounces expired [DATE].

On [DATE] at 10:30 AM, Administrative Nurse E verified the nurses were to date the insulin when opened 
and discard the outdated insulin, Administrative Nurse E said staff were to discard expired stock medications.

Medlineplus.gov directs open, unrefrigerated Levemir vials and pens that can be used within 42 days, but 
after that time they must be discarded. Unrefrigerated vials or pens of Lantus can be used within 28 days but 
after that time they must be discarded.

The facility's Insulin Administration policy dated [DATE], documented the staff would administer insulin via 
pen device according to the physician's orders and the facility's policy and procedures. Insulin pens should 
be clearly labeled with the person's name. The label on the pen and make sure it is the correct ordered 
insulin for the resident, check the expiration date, if the pen is being used for the first time, date the on the 
label. Refer to the chart for pen expiration dates. Verify the insulin is being given at the correct time in 
relation to meals. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

The facility's Storage of Drugs policy, dated [DATE], documented the facility would store in the original 
container in which they were received. The refrigerator, freezer, and control room would be available in the 
pharmacy medications requiring specific storage. No discontinued, outdated, or deteriorated drugs or 
medications are stored in the facility over thirty (30) days. 

The facility failed to date R53's flex pen insulin with the date opened and discard date, and failed to discard 
R01's, R15's, and R346's outdated insulin vial. The facility also failed to discard expired stock medications 
placing the residents at risk for ineffective medication.
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