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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to provide a functional and comfortable 
environment for residents by not maintaining inside resident room temperatures within acceptable 
parameters (71 to 81 degrees [ ] Fahrenheit [F] year-round) during outdoor temperature extremes in the 
event of a power outage and/or HVAC (heating, ventilation, and air conditioning) failure during those 
extremes; failed to develop a facility-specific, comprehensive climate control system outage policy and 
procedure; and failed to notify the proper agencies and entities of a failure in a timely manner, in accordance 
with State of Missouri rules and federal regulations. These deficient practices had the potential to affect all 
residents, visitors, volunteers, and staff who resided, visited, used, or worked in the facility. The facility 
census was 109 residents at the time of the investigation.Review of past Kansas City, Missouri outdoor 
temperatures on the Weather History website https://www.wunderground.
com/history/daily/us/mo/kansas-city, showed the following:-Weather temperatures for Friday, 11/28/25, 
between 12:00 A.M. and 11:59 P.M. fluctuated from 26 F to 36 F.-On Saturday, 11/29/25, between 12:00 A.
M. and 11.59 P.M., they were anywhere from 45 F to 25 F.-Sunday, 11/30/25 between12:00 A.M. and 11.59 
P.M., temperatures ranged from 18 F to 28 F.-On Monday, 12/1/25, between 12:00 A.M. and 11.59 P.M., 
they were anywhere from 23 F to 25 F.-Tuesday, 12/2/25, between 12:00 A.M. and 11.59 P.M., they were 
from 15 F to 40 F.Review of the facility's 9-page indoor air temperature documentation, dated from 11/29/25 
through 12/1/25 and provided by the Administrator, showed the following:-The documentation consisted of 
copies of handwritten blank paper and preprinted Air Temperature Log forms that were filled out by night 
nurses, CNA's (Certified Nursing Assistant), and the Maintenance Department.-The overnight temperatures 
from 11/29/25 at 7:00 P.M. to 11/30/25 at 7:00 A.M. were recorded as having been as low as 67.1 F in 
resident room [ROOM NUMBER], 67.0 F in room [ROOM NUMBER], and 64.0 F in room [ROOM NUMBER].
-The temperatures on 11/30/25 between 8:00 A.M. to 10:00 A.M. were recorded as having been as low as 65.
4 F in room [ROOM NUMBER], 60.7 F in room [ROOM NUMBER], 63.7 F in #204, 65.2 F in #208, 63.7 F in 
room [ROOM NUMBER], and 66.2 F in #211.-On 11/30/25 at 4:00 P.M. the temperature was logged at 62.1 
F in room [ROOM NUMBER], 63.6 F in #202, 64.2 F in room [ROOM NUMBER], and 66.0 F in room [ROOM 
NUMBER].-The overnight temperatures from 11/30/25 at 8:00 P.M. to 12/01/25 at 4:00 A.M. were recorded 
as having been as low as 66.7 F in room [ROOM NUMBER], 66.7 F in #202, 65.8 F in #203, and 66.5 F in 
#204.-Most of the pages had no names or signatures, only two had initials, and three were undated.1. During 
an interview on 12/1/25 at 7:00 A.M., the Administrator said:-One of the residents noticed the QR (Quick 
Response) code, which went to the Maintain-X website for maintenance work order requests, located on 
their door's header and scanned it to notify them that their individual heating unit was not working. -The 
affected rooms found afterward were #201, 202, 203, and 210.-room [ROOM NUMBER] was fixed on 
11/28/25 but he/she found out on 11/30/25 it was still malfunctioning.Observations on 12/1/25 from 7:40 A.M. 
to 8:13 A.M., showed:-The temperature in room [ROOM NUMBER] was 68.6 F.-The temperature in room 
[ROOM NUMBER] was 69.0 F.-The temperature in room [ROOM NUMBER] was 70.5 F.-The temperature in 
room [ROOM NUMBER] was 70.1 F.During an interview on 12/1/25 at 8:44 A.M., the Maintenance Director 
said:-On Friday night, 11/28/25, he/she was notified via a QR maintenance request that resident room 
[ROOM NUMBER] had an issue with the individual heating unit. -The software sent him/her a work order 
saying their room was cold at 6:13 P.M.-He/She called the heating company, and a technician came to the 
facility.-The technician said the unit was airlocked with sediment at 8:42 PM. -There was no indication to take 
temperatures in other rooms that night.-Parts were not available that evening and the resident room temp 
was still above 72 -73 F; the radiant heat was working, but the fan motor was not moving.-They started 
taking room temps on Saturday 11/29/25 as there was no other heat related complaints at that time.-Friday 
night room [ROOM NUMBER]'s heat was working.-On Saturday morning he/she took the air temperature in 
room [ROOM NUMBER] and it was over 72 and the unit was off.-That day he/she was notified other rooms 
were also having heating unit issues.-At 10:36 A.M. Saturday morning 11/29/25 he/she started checking all 
resident rooms, no other issues were indicated.-He/She started hourly room temps on Sunday morning 
11/30/25 at approximately 10:30 A.M. to 11:00 A.M.-He/She was not aware of any cold rooms or individual 
heaters issues between Saturday and Sunday.-He/She found out Sunday morning there were three other 
rooms that were below 70 degrees #201, 203, and 210.-Staff were given thermometers and they kept 
temperature logs.Review of Resident #6's quarterly Minimum Data Set (MDS, dated [DATE], showed the 
resident was moderately cognitively impaired.During an interview on 12/1/25 at 10:11 A.M., the resident 
said:-He/She thought his/her room was chilly over the weekend.-He/She covered up and dressed warm.
-He/She told two CNA's and the Maintenance Director.Review of Resident #8's quarterly MDS, dated 
[DATE], showed the resident was cognitively intact.Interview attempted on 12/1/25 at 10:16 A.M., but he/she 
refused to be interviewed.During an interview on 12/1/25 at 10:20 A.M., Resident #8's Guardian C said: 
-There was an afterhours emergency phone number but felt this situation rose to the level of being an 
emergency.-He/She expected the facility staff to offer to move the resident to a different room.-In that case 
she expected the staff to offer more blankets and warm clothing.During an interview on 12/2/25 at 6:20 A.M., 
Assistant Director of Nursing (ADON) A, said:-The heat started acting up in resident room [ROOM NUMBER] 
on Friday, 11/28/25.-The heating repair company came and looked at it that evening, but they did not have 
the parts and could not fix the unit.-Four units in four rooms were not functioning well #201, 202, 203, and 
210.-Their unit were heating up, but no hot air was coming out. -They were taking hourly temps in residents' 
rooms on that unit.-On Saturday the same issues continued. During an interview on 12/2/25 at 1:07 P.M., the 
Administrator said:-Any time a person needed to be moved due to a utility being out would be the time to 
notify state.-He/She felt it was necessary to contact the regional state office on Sunday due to falling outside 
temperatures, but Friday was not as cold.-He/She was not aware they were supposed to contact the DHSS 
(Department of Health and Senior Services) disaster line for those four individual PTAC (Packaged Terminal 
Air Conditioners are a type of ductless cooling and heating unit) units as several units is not a complete utility 
outage, like a boiler outage.-They have no policy addressing when to contact the disaster line.-Their utility 
failure policy does not mention calling the state.-The disaster policy should have a time frame for when to 
start steps for notification and making a resident(s) more comfortable. Review of the facility's binder entitled 
Emergency Disaster Manual - Administrator's Copy, showed the following:-At Annex G: Utility Failure, under 
II. Emergency Response Procedures - Overview, a. Utility Failure, at point i.5. HVAC was listed.-Under g. 
HVAC, at ii. it read, In cases of extreme heat or cold, resident comfort and safety shall be top priority.--4. In 
cold weather interior temperatures will not fall below 71 F.--5. In the emergency of temperatures below 71 F, 
the facility will offer more blankets and even a room move if necessary.--8. In addition to current daily 
temperature checks, during HVAC outages staff shall perform hourly facility temperature checks and 
document for tracking.
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