Printed: 02/11/2025
Form Approved OMB
No. 0938-0391

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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
175151 B. Wing 10/14/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Lawrence Memorial Hospital Snf 325 Maine Street
Lawrence, KS 66044

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

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0575 Post a list of names, addresses, and telephone numbers of all pertinent State agencies and advocacy groups
and a statement that the resident may file a complaint with the State Survey Agency.

Level of Harm - Minimal harm
or potential for actual harm 42966

Residents Affected - Many The facility identified a census of nine residents. The sample included eight residents. Based on observation,
record review, and interviews, the facility failed to post the required information including a list of names,
addresses (mailing and e-mail), and telephone numbers of all pertinent State Agencies and advocacy
groups. This deficient practice placed all residents at risk for impaired resident rights.

Findings included:

- On 10/14/24 at 01:48 PM, an empty resident room had a posting that directed if a resident had a concern,
the resident could call the facility's patient advocate and listed the phone number.

On 10/14/24 at 02:29 PM, a bulletin board in the hallway displayed thank you cards from residents and
families over most of the board. Towards the bottom of the board, a laminated posting of Important Phone
Numbers revealed phone numbers for various State Agency (SA) departments and the State Long-Term
Care Ombudsman (LTCO) but did not contain the addresses (mailing and e-mail) for the agencies. A
laminated posting of Questions/Concerns/Complaints revealed the LTCO and SA phone numbers but no
addresses (mailing or e-mail). The tour of the unit lacked the required posting with the required information,
accessible to residents and their representatives.

On 10/14/24 at 02:49 PM, Administrative Nurse D stated risk management cleared information for the whole
hospital and that was the information that was available in the skilled nursing unit.

On 10/14/24 at 03:51 PM, Administrative Nurse D stated residents received the LTCO and SA's phone
numbers in their admission packet. She stated residents have internet and most know how to use a phone.

The facility did not provide a policy on required postings.
The facility failed to post the required information of a list of names, addresses (mailing and e-mail), and

telephone numbers of all pertinent State agencies and advocacy groups. This deficient practice placed all
residents at risk for miscommunication of their resident rights and impaired resident rights.

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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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0577 Allow residents to easily view the nursing home's survey results and communicate with advocate agencies.

Level of Harm - Potential for 42966
minimal harm
The facility identified a census of nine residents. The sample included eight residents. Based on observation,
Residents Affected - Many record review, and interviews, the facility failed to post, in a place readily accessible to residents, family
members, or legal representatives, the results of the most recent survey of the facility; failed to have the last
three years of survey results available; and failed to post a notice of the availability of such reports in areas
of the facility that were prominent and accessible to the public. This deficient practice placed the residents at
risk for impaired resident rights.

Findings included:

- On 10/14/24 at 01:48 PM, a tour of the skilled nursing facility (SNF) lacked survey results from the most
recent survey, three years of survey reports, and/or a posted sign directing where to find survey results.

On 10/14/24 at 04:27 PM, Administrative Nurse D showed the surveyor a binder in the dining room area, on
the railing of the other unit, not the SNF unit, that had survey results in it. The last survey results in the binder
were dated 2020.

On 10/14/24 at 02:36 PM, Resident (R) 1 stated she did not know how to find the survey results in the facility.

On 10/14/24 at 01:48 PM, Licensed Nurse (LN) G stated survey results were on a website, probably the
state's website.

On 10/14/24 at 03:51 PM, Administrative Nurse D stated if a resident wanted to see the last survey results,
she directed them to go online.

On 10/14/24 at 04:27 PM, Administrative Nurse D stated she did not print out the survey results and update
the binder because the results were located online.

The facility did not provide a policy on survey results.

The facility failed to post, in a place readily accessible to residents, family members, or legal representatives,
the results of the most recent survey of the facility; failed to have the last three years of survey results
available; and failed to post a notice of the availability of such reports in areas of the facility that were
prominent and accessible to the public. This deficient practice placed the residents at risk for impaired
resident rights.
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(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0585

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Many

Honor the resident's right to voice grievances without discrimination or reprisal and the facility must establish
a grievance policy and make prompt efforts to resolve grievances.

47834

The facility identified a census of nine residents. The sample included eight residents. Based on observation,
record review, and interviews, the facility failed to implement a system to allow residents and/or their
representatives to file grievances anonymously. This deficient practice placed the residents at risk for
decreased psychosocial well-being.

Findings Included:

- On 10/14/24 at 01:48 PM an inspection of the facility revealed a posting in an empty resident room that
directed if a resident had a concern, they were to call the facility's patient advocate. A Resident Rights poster
was located near the nurse's station; however, it did not have directions on how to file anonymous
grievances. The inspection revealed there was no submission box or method for filing anonymous
grievances.

On 10/14/24 at 02:36 PM Resident (R)1 stated they had not been told how to file a grievance and did not
know how to file a grievance anonymously.

On 10/14/24 at 02:44 PM Licensed Nurse (LN) G stated there was a booklet with patient rights in it, how to
file a complaint, and the facility had a patient advocate. LN G stated information was also posted in the
dining room and outside the nurse's station. LN G stated residents could probably file a grievance
anonymously through the phone number listed or on the website.

On 10/14/24 at 03:51 PM Administrative Nurse D stated generally residents would call the patient advocate
number to report a grievance. Administrative Nurse D stated most of the time if there was an issue, the
resident would report it on the spot. Administrative Nurse D stated usually, after a grievance was reported,
the advocate brought the information to someone such as the Director of Nursing (DON) then they may need
to gather more information. Administrative Nurse D stated information on how to report grievances was in the
admission information and on the website. Administrative Nurse D stated she believed residents knew there
was a website and she believed residents could probably file grievances online anonymously.

The facility's Customer Complaints and Grievances policy, with an approval date of 05/03/22, documented
patients, their families, patient representatives, physicians, and community members have the right to
express concerns about care and services without fear of reprisal and have hospital staff respond to them in
a confidential, professional, and timely manner. It is the responsibility of every staff member to identify and
document concerns as they arise. Staff members are empowered to resolve concerns as they occur or,
when that is not possible, to refer them to the appropriate department leader for resolution. Complaints and
grievances received by anyone in the organization will be documented and forwarded to the Risk
Management Department where it will be logged for trending along with the follow-up and maintained in a
central database.

The facility failed to implement a system to allow residents and/or their representatives, to file grievances
anonymously. This deficient practice placed the residents at risk for decreased psychosocial well-being.
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(X4) ID PREFIX TAG
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F 0620

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Many

Not require residents to give up Medicare or Medicaid benefits, or pay privately as a condition of admission;
and must tell residents what care they do not provide.

47834

The facility identified a census of nine residents. The sample included eight 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. This deficient practice had the risk of loss of personal property,
including property of monetary and/or sentimental value, and loss of dignity and personal right to property for
residents admitted to the facility.

Findings included:

- A review of the facility's Consent to Treatment Authorizations/Agreements/Insurance assignments revealed
under the section titled Personal Belongings documented the facility maintained a safe for the storage of
patient valuables and recommends that residents place any valuables in the safe during their stay. All
personal belongings not placed in the safe were solely the resident's responsibility and the facility would not
be liable for any resulting loss or damage of such property.

On 10/14/24 at 03:51 PM Administrative Nurse D stated the Health Information Management department
reviewed admission agreements. She stated the facility completed an admission log with the resident's
belongings on admission and the resident signed the log. She stated if belongings went missing that were
not on the log, the resident reported it to the nurse who reported it electronically. Administrative Nurse D
stated risk management worked with the resident on resolving the missing belongings. Administrative Nurse
D declined to address the admission agreement waiving facility liability for resident belongings and stated
she would need to check with risk management.

The facility did not provide a policy related to admission agreements upon request.

The facility failed to establish and implement an admissions agreement that protected the residents’ right to
personal property. This deficient practice had the risk of loss of personal property, including property of
monetary and, or sentimental value, and loss of dignity and personal right to property for residents admitted
to the facility.
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0623 Provide timely notification to the resident, and if applicable to the resident representative and ombudsman,
before transfer or discharge, including appeal rights.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42966

Residents Affected - Few The facility identified a census of nine residents. The sample included eight residents with one resident
reviewed for hospitalization . Based on record review and interviews, the facility failed to provide written
notification within a practicable timeframe of a facility-initiated transfer to Resident (R) 3 or his representative.
The facility further failed to notify the State Long Term Care Ombudsman (LTCO) of facility-initiated
transfers/discharges for R3. This deficient practice had the risk of miscommunication between the facility and
resident/representative and possible missed opportunities for healthcare services for R3, and placed R3 at
risk for impaired rights.

Findings included:
- R3 admitted to the facility on [DATE] and discharged to the hospital on 07/30/24.

R3's Electronic Medical Record (EMR) documented diagnoses of impaired mobility, impaired cognition, and
atrial fibrillation (rapid, irregular heartbeat).

The Admission Minimum Data Set (MDS) dated [DATE], documented R3 had a Brief Interview for Mental
Status (BIMS) score of nine which indicated moderate cognitive impairment.

The Functional Ability Care Area Assessment (CAA) dated 07/26/24, documented R3 had a significant
decline in mobility and daily function from post-hospital admission due to multiple medical issues.

R3's Care Plan dated 07/30/24, documented R3 had activity intolerance, impaired functional mobility,
activities of daily living (ADL) deficit, impaired swallowing, and impaired communication. The plan directed
staff to ensure the usage of assistive devices, planned rest periods to maximize energy, and increased ADL
independence as tolerated.

R3's EMR revealed the following:

A Nursing Clinical Note on 07/30/24 at 06:49 PM, documented R3 transferred to hospital inpatient care. Staff
contacted Consultant GG earlier in the morning discussing R3's increased respiratory rate and increased
fatigue. Staff continued to monitor R3 through the afternoon and Consultant GG made the decision to admit
R3 to a higher level of care due to the new onset of atrial fibrillation.

A Skilled Nursing Facility (SNF) Final Case Summary on 07/30/24 at 08:42 PM, documented R3 repeated an
aspiration event in the morning and despite supportive care, R3's respiratory rate continued consistently high
in the 30's to 40's and R3 was uncomfortable. Consultant GG documented he discussed with R3's
representative and palliative care and planned to admit R3 and monitor for atrial fibrillation.

R3's medical record lacked evidence the facility sent a written notification of transfer to R3 or his
representative for his transfer on 07/30/24.

Upon request, the facility did not provide a written notification of transfer for R3.

(continued on next page)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 175151 Page 5 of 12



Department of Health & Human Services Printed: 02/11/2025

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
175151 B. Wing 10/14/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Lawrence Memorial Hospital Snf 325 Maine Street
Lawrence, KS 66044

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

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0623 Upon request, the facility did not provide documentation of LTCO notification of R3's transfer on 07/30/24.
Level of Harm - Minimal harm or On 10/14/24 at 11:02 AM, Administrative Nurse D stated the facility did not notify the LTCO of discharges or
potential for actual harm transfers and she did not think the facility sent a written notification of transfer to the resident or family.
Residents Affected - Few On 10/14/24 at 02:44 PM, Licensed Nurse (LN) G stated when a resident transferred to the hospital, she

notified the provider involved, the resident's family, and Administrative Nurse D. She stated she did not send
a written notification of transfer to the resident or their representative.

On 10/14/24 at 03:40 PM, Social Services X stated she did not send a written notification of transfer to the
resident or their representative with facility-initiated transfers. She stated she did not send any notifications to
the LTCO.

On 10/14/24 at 03:44 PM, Administrative Nurse E stated she did not send any notifications to the LTCO.
The facility did not provide a policy on transfer notifications.

The facility failed to provide a written notification of transfer to R3 or his representative. The facility further
failed to notify the State LTCO of transfers/discharges for R3. This deficient practice had the risk of

miscommunication between the facility and resident/representative and possible missed opportunities for
healthcare services for R3, and placed R3 at risk for impaired rights.
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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** 42966

The facility identified a census of nine residents. The sample included eight residents with one resident
reviewed for hospitalization . Based on record review and interviews, the facility failed to establish a bed hold
policy and provide written notification of the bed hold policy to Resident (R) 3 or his representative. This
deficient practice had the risk of impaired ability to return to the facility and to the previous room for R3.

Findings included:
- R3 admitted to the facility on [DATE] and discharged to the hospital on 07/30/24.

R3's Electronic Medical Record (EMR) documented diagnoses of impaired mobility, impaired cognition, and
atrial fibrillation (rapid, irregular heart beat).

The Admission Minimum Data Set (MDS) dated [DATE], documented R3 had a Brief Interview for Mental
Status (BIMS) score of nine which indicated moderate cognitive impairment.

The Functional Ability Care Area Assessment (CAA) dated 07/26/24, documented R3 had a significant
decline in mobility and daily function from post-hospital admission due to multiple medical issues.

R3's Care Plan dated 07/30/24, documented R3 had activity intolerance, impaired functional mobility,
activities of daily living (ADL) deficit, impaired swallowing, and impaired communication. The plan directed
staff to ensure the usage of assistive devices, planned rest periods to maximize energy, and increased ADL
independence as tolerated.

R3's EMR revealed the following:

A Nursing Clinical Note on 07/30/24 at 06:49 PM, documented R3 transferred to the hospital inpatient care.
Staff contacted Consultant GG earlier in the morning discussing R3's increased respiratory rate and
increased fatigue. Staff continued to monitor R3 through the afternoon and Consultant GG made the decision
to admit R3 to a higher level of care treatment due to the new onset of atrial fibrillation.

A Skilled Nursing Facility (SNF) Final Case Summary on 07/30/24 at 08:42 PM, documented R3 repeated an
aspiration event in the morning and despite supportive care, R3's respiratory rate continued consistently high
in the 30's to 40's and R3 was uncomfortable. Consultant GG documented he discussed with R3's
representative and palliative care and planned to admit R3 and monitor for atrial fibrillation with morphine
given for air hunger.

R3's medical record lacked evidence the facility sent a written notification of transfer to R3 or his
representative for his transfer on 07/30/24.

Upon request, the facility did not provide written notification of the bed hold policy for R3's transfer on
07/30/24.

(continued on next page)
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F 0625 On 10/14/24 at 11:02 AM, Administrative Nurse D stated she did not think the facility sent a written

notification of the bed hold policy to the resident or representative.
Level of Harm - Minimal harm or

potential for actual harm On 10/14/24 at 02:44 PM, Licensed Nurse (LN) G stated when a resident transferred to the hospital, she
notified the provider involved, the resident's family, and Administrative Nurse D. She stated she did not send
Residents Affected - Few a written bed hold policy to the resident or their representative.

On 10/14/24 at 03:40 PM, Social Services X stated the facility did not have a bed hold policy.

On 10/15/24 at 01:13 PM, Administrative Nurse D stated because the facility was not licensed with Medicaid
a bed hold policy had never been brought up. She said the facility did not have a bed hold policy.

The facility did not provide a policy on the bed hold notifications.
The facility failed to establish a bed hold policy and provide written notification of the bed hold policy to R3 or

his representative. This deficient practice had the risk of impaired ability to return to the facility and to the
previous room for R3.
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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0838 Conduct and document a facility-wide assessment to determine what resources are necessary to care for
residents competently during both day-to-day operations and emergencies.

Level of Harm - Minimal harm or
potential for actual harm 47834

Residents Affected - Many The facility identified a census of nine residents. The sample included eight residents. Based on record
review and interviews, the facility failed to develop a facility assessment that accurately reflected the required
sections of a facility assessment including services provided, staff required, staff competencies, and religious
practices. This deficient practice placed the residents at risk for unidentified care needs and inadequate care
and services.

Findings included:

A review of the facility-provided Facility Assessment revealed an undated, half-page document, titled
Transitional Care Unit Facility Assessment provided by the facility on 10/14/24. The document contained the
following items in its entirety:

Transitional Care Unit

Facility Assessment

Capacity: 14

Avg daily census: 10-14

Average LOS: 14 days

Common diagnosis: orthopedic, infection, respiratory, CHF, HTN dysrhythmia, CVA, HOH, Diabetes
Also: CPAP, 02, IV, TPN, PEG, Trach, radiation, transfusion

Activity level: CGA-dependent

Staffing: Evaluation of the overall number of facility staff needed to ensure a sufficient number of qualified
staff are available to meet each resident's needs and CMS regulation. Refer: see matrix

The facility assessment lacked the following required sections: staff competencies necessary to provide the
level and types of care needed for the resident population, the physical environment, equipment, services,
and other physical plant considerations necessary to care for the resident population; and any ethnic,
cultural, or religious factors that may potentially affect the care provided by the facility, including, but not
limited to, activities and food and nutrition services. The facility's resources, equipment, services provided,
contracts, memorandums of understanding, or other agreements with third parties to provide services or
equipment to the facility during both normal operations and emergencies; and health information technology
resources, such as systems for electronically managing patient records and electronically sharing information
with other organizations.

The facility provided a TCU Eligibility Requirements Policy with an original date of January 2007 and a
Skilled Nursing Facility Structure Standards policy with a revised date of July 2009.

(continued on next page)
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0838 On 10/14/24 at 03:51 PM Administrative Nurse D stated their facility assessment was updated at least
annually. Administrative Nurse D stated the facility was always adequately staffed to care for the patients
Level of Harm - Minimal harm or they admitted . Administrative Nurse D stated the residents the facility can provide care for, were addressed
potential for actual harm in the two policies that were provided, and one of those policies contained the diagnoses the facility was
allowed to admit. Administrative Nurse D stated the staff competencies required to care for the residents the
Residents Affected - Many facility admitted and to provide the type of care required, would have been checked by the facility and the

required education would have been provided by the facility. Administrative Nurse D stated any education
related to ethical, cultural, or religious factors that may impact care would have been provided by the facility
as well and was part of the facility's annual education. Administrative Nurse D stated she believed the
discussed areas were not covered in the facility assessment as they would have been covered in the policies
and therefore were not encompassed in the facility assessment.

The facility did not provide a policy related to facility assessment upon request.
The facility failed to develop a facility assessment that accurately reflected the required sections of a facility

assessment including services provided, staff required, staff competencies, and religious practices. This
deficient practice placed the residents at risk for unidentified care needs and inadequate care and services.
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(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0883

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Develop and implement policies and procedures for flu and pneumonia vaccinations.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42966

The facility identified a census of nine residents. The sample included eight 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 observations, record review, and interviews, the facility
failed to administer a pneumococcal vaccination to Resident (R) 107 after he consented to receive it on
09/26/24. This deficient practice placed R107 at risk of acquiring, spreading, and experiencing complications
from pneumococcal disease.

Findings included:
- R107 admitted to the facility on [DATE] and discharged from the facility on 10/11/24.
R107 consented to receive the pneumococcal vaccination on 09/26/24.

A review of R107's Medication Administration Record (MAR) during his stay revealed that R107 did not
receive the pneumococcal vaccination before he was discharged from the facility.

On 10/14/24 at 08:09 AM, Administrative Nurse D stated the nurse asked every resident who was admitted if
they wanted immunizations during the admission process then the pharmacist talked to the resident.

On 10/14/24 at 09:36 AM, Administrative Nurse D stated the facility made sure the resident received the
immunization before they were discharged .

On 10/14/24 at 02:52 PM, Licensed Nurse (LN) G stated during the admission process, she asked residents
what immunizations they received and if they wanted immunizations, including pneumococcal. She stated if
the resident wanted the pneumococcal vaccination, she clicked they were interested in the EMR, and the
notification went to the pharmacy to signal a resident wanted a vaccination. LN G stated she gave the
immunization and documented it in the MAR.

On 10/14/24 at 02:59 PM, Consultant HH stated if staff indicated a resident wanted a vaccination, it flagged
for the pharmacist as a task. She stated the pharmacist reviewed the resident and based on the review, if the
resident wanted the vaccination and qualified for it, staff usually gave vaccinations in the morning. Consultant
HH stated she spoke to R107's representative who stated he received the pneumococcal vaccination at a
previous facility, and she told Consultant HH she would get the information from the previous facility before
R107 was discharged and if she did not, then R107's representative would follow-up with the previous facility
after his discharge. Consultant HH stated she did not document the conversation with R107's representative
or why the facility did not give R107 the pneumococcal vaccination before his discharge.

The facility's Inpatient Immunizations policy, approval date of 07/20/23, directed if a resident met clinical
criteria per Centers for Disease Control (CDC) guidelines, the pharmacist ordered and dispensed the
appropriate vaccines.

(continued on next page)
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