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Medicalodges Kinsley 620 Winchester Avenue
Kinsley, KS 67547

F 0600

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

The facility reported a census of 24 residents, with four residents reviewed for abuse. Based on
observation, interview, and record review, the facility failed to ensure Resident (R) 1 remained free from
verbal abuse and mistreatment. This deficient practice placed the resident at risk for fear and decreased
quality of life.Findings included:- R1's Electronic Health Record (EHR) documented diagnoses that included
unspecified dementia (a progressive mental disorder characterized by failing memory and confusion).R1's
12/13/24 Significant Change Minimum Data Set (MDS) documented a Brief Interview of Mental Status
(BIMS) score of seven, which indicated severely impaired cognition. The assessment documented R1
utilized a wheelchair for locomotion and was dependent on staff for shower/bathing and toileting hygiene.
R1 required substantial/maximal assistance for all other cares except eating, which was performed
independently. The assessment documented R1 was frequently incontinent of bowel and bladder.The
12/13/24 Delirium CAA documented R1 was unable to focus attention and had disorganized thoughts.The
12/13/24 ADL Functional / Rehabilitation Potential CAA documented R1 needed assistance from staff.R1's
03/14/25 Quarterly MDS documented a BIMS score of 99 which indicated the assessment could not be
completed. Staff assessed R1 to have memory problems with moderately impaired cognition. The
assessment documented R1 was dependent on staff for shower/bathing and toileting hygiene. R1 required
substantial/maximal assistance for all other cares except eating, which required setup/cleanup assistance.
R1 was frequently incontinent of bowel and bladder.The EHR Progress Notes tab reviewed from 06/04/25
to 07/02/25 lacked documentation of the incident on 06/08/25.The facility's investigation documented on
06/08/25 at approximately 01:30 AM, Certified Nurse Aide (CNA) M and CNA O provided incontinence care
to R1. R1 had feces on one hand, and when CNA O attempted to clean R1's hand, R1 reached for CNA M.
CNA O reported that CNA M threatened R1 with physical violence if he touched her. CNA O informed CNA
M that the speech was inappropriate and asked CNA M to leave the room.CNA O's undated and
unnotarized Witness Statement documented on (the night of) 06/07/25, R1 had a loose bowel movement in
bed, and CNA M and CNA O went into R1's room to clean him up. CNA O documented that CNA M was
assisting R1 with standing so CNA O could clean the bed and the resident. CNA O documented CNA M
said, If you touch me with that hand, I will head butt you to R1. CNA O documented that she informed CNA
M that she could not say that to a resident.The facility did not obtain a witness statement from CNA
M.During an observation on 07/02/25 at 11:40 AM, R1 self-propelled in his wheelchair in the front lobby of
the building without an apparent destination.During an interview on 07/02/25 at 11:40 AM, R1 was unable
to answer questions, responding with rambling speech. He indicated he wanted to go fishing after attending
religious services.On 07/02/25 at 11:00 AM, CNA O was unavailable for interview, and no contact
information was provided by the facility.During an interview on 07/02/25 at 11:30, CNA N revealed if she
observed another staff member saying or doing anything inappropriate to a resident, she would intervene
and ensure resident was safe then immediately report to the charge nurse, Administrative Staff A or
Administrative Nurse D.
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175275 07/02/2025

Medicalodges Kinsley 620 Winchester Avenue
Kinsley, KS 67547

F 0600

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

CNA N confirmed education was provided by leadership staff since the incident that occurred on
06/08/25.During an interview on 07/02/25 at 11:42 AM, Certified Medication Aide (CMA) R revealed if they
observed another staff saying or doing anything inappropriate to a resident, they would intervene and
ensure the resident remained safe and then immediately report to the charge nurse, Administrative Nurse D
or Administrative Staff A. CMA R confirmed education was provided by leadership since the incident that
occurred 06/08/25.During an interview on 07/02/25 at 11:45 AM, Maintenance U revealed if another staff
member was observed saying or doing anything inappropriate to a resident, he would intervene and ensure
the resident was safe, then immediately report to Administrative Staff A. Maintenance U confirmed
education had been provided by leadership since the incident that occurred on 06/08/25.During an
interview on 07/02/25 at 11:50 AM, Dietary BB revealed if another staff was observed saying or doing
anything inappropriate to a resident, their immediate reaction depended on what happened and would
report the concern immediately to her supervisor and/or Administrative Staff A. Dietary BB revealed that no
education had been provided by leadership since the incident on 06/08/25.During an interview on 07/02/25
at 11:55 AM, Dietary CC revealed if she witnessed anything she suspected was inappropriate, she would
immediately report the situation to her supervisor and/or Administrative Staff A. Dietary CC revealed no
education had been provided by leadership since the incident on 06/08/25.During an interview on 07/02/25
at 11:56 AM, Laundry W revealed if she saw or heard anything that she thought was inappropriate towards
a resident, she would immediately report the situation to her supervisor or Administrative Staff A. Laundry
W revealed no education was provided by leadership since the incident on 06/08/25During an interview on
07/02/25 at 12:00 PM, Administrative Staff A revealed on 06/11/25 at approximately 02:00 PM,
Administrative Nurse D and a group of CNA staff had a meeting where CNA O revealed the statements
made by CNA M to R1 on 06/08/25. Administrative Nurse D immediately notified Administrative Staff A,
who initiated an investigation. Administrative Staff A revealed CNA M was telephoned and informed not to
return to the facility as her employment was terminated due to the result of the investigation, as well as
other concerns. Administrative Staff A reported that staff education was only provided to direct care staff, as
the allegation of abuse was a nursing matter.The facility's 10/2022 Abuse, Neglect and Exploitation policy
documented that the resident has the right to be free from verbal, sexual, physical, and mental abuse and
involuntary seclusion. The policy defined verbal abuse as oral language and provided an example of threats
of harm.
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Medicalodges Kinsley 620 Winchester Avenue
Kinsley, KS 67547

F 0609

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

The facility reported a census of 24 residents, with four residents reviewed for abuse. Based on
observation, interview and record review, the facility failed to report an allegation of abuse for one resident,
Resident (R) 1 when on 06/08/24 at approximately 01:30 AM, Certified Nurse Aide (CNA) M verbally
threatened R1 with physical violence was witnessed by CNA O, however the incident was not reported to
Administrative Nurse D until 06/11/25 at approximately 02:00 PM. This deficient practice allowed CNA M to
work an additional three shifts, which had the potential to have a negative psychosocial impact for the
residents in the facility.Findings included:- R1's Electronic Health Record (EHR) documented diagnoses
that included unspecified dementia (a progressive mental disorder characterized by failing memory and
confusion).R1's 12/13/24 Significant Change Minimum Data Set (MDS) documented a Brief Interview of
Mental Status (BIMS) score of seven, which indicated severely impaired cognition. The assessment
documented R1 utilized a wheelchair for locomotion and was dependent on staff for shower/bathing and
toileting hygiene. R1 required substantial/maximal assistance for all other cares except eating, which was
performed independently. The assessment documented R1 was frequently incontinent of bowel and
bladder. The 12/13/24 Delirium CAA documented R1 was unable to focus attention and had disorganized
thoughts.The 12/13/24 ADL Functional / Rehabilitation Potential CAA documented R1 needed assistance
from staff.R1's 03/14/25 Quarterly MDS documented a BIMS score of 99, which indicated the assessment
could not be completed. Staff assessed R1 to have memory problems with moderately impaired cognition.
The assessment documented R1 was dependent on staff for shower/bathing and toileting hygiene. R1
required substantial/maximal assistance for all other cares except eating, which required setup/cleanup
assistance. R1 was frequently incontinent of bowel and bladder. The EHR Progress Notes tab reviewed
from 06/04/25 to 07/02/25 lacked documentation of the incident on 06/08/25.The facility's investigation
documented on 06/08/25 at approximately 01:30 AM, Certified Nurse Aide (CNA) M and CNA O provided
incontinence care to R1. R1 had feces on one hand, and when CNA O attempted to clean R1's hand, R1
reached for CNA M. CNA O reported that CNA M threatened R1 with physical violence if he touched her.
CNA O informed CNA M the speech was inappropriate and asked CNA M to leave the room. CNA O's
undated and unnotarized Witness Statement documented on (the night of) 06/07/25, R1 had a loose bowel
movement in bed, and CNA M and CNA O went into R1's room to clean him up. CNA O documented that
CNA M was assisting R1 with standing so CNA O could clean the bed and the resident. CNA O
documented CNA M said, If you touch me with that hand, I will head butt you to R1. CNA O documented
she informed CNA M that she could not say that to a resident. The facility did not obtain a witness
statement from CNA M.Review of the facility's staffing schedule revealed CNA M worked 06/07/25,
06/08/25, 06/09/25, and 06/10/25. During an observation on 07/02/25 at 11:40 AM, R1 self-propelled in his
wheelchair in the front lobby of the building without an apparent destination.During an interview on
07/02/25 at 11:40 AM, R1 was unable to answer questions, responding with rambling speech. He indicated
he wanted to go fishing after attending religious services. On 07/02/25 at 11:00 AM, CNA O was
unavailable for interview, and no contact information was provided by the facility.During an interview on
07/02/25 at 11:30 AM, CNA N revealed if she observed another staff member saying or doing anything
inappropriate to a resident, she would intervene and ensure resident was safe then immediately report to
the charge nurse, Administrative Staff A or Administrative Nurse D. CNA N confirmed education was
provided by leadership staff since the incident that occurred on 06/08/25.During an interview on 07/02/25 at
11:42 AM, Certified Medication Aide (CMA) R revealed if they observed another staff saying or doing
anything inappropriate to a resident, they would intervene and ensure the resident remained safe and then
immediately report to the charge nurse,
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Medicalodges Kinsley 620 Winchester Avenue
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F 0609

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Administrative Nurse D or Administrative Staff A. CMA R confirmed education was provided by leadership
since the incident that occurred 06/08/25.During an interview on 07/02/25 at 11:45 AM, Maintenance U
revealed if another staff member was observed saying or doing anything inappropriate to a resident, he
would intervene and ensure the resident was safe, then immediately report to Administrative Staff A.
Maintenance U confirmed education had been provided by leadership since the incident that occurred on
06/08/25.During an interview on 07/02/25 at 11:50 AM, Dietary BB revealed if another staff was observed
saying or doing anything that is inappropriate to a resident, their immediate reaction depended on what
happened and would report the concern immediately to her supervisor and/or Administrative Staff A.
Dietary BB revealed no education had been provided by leadership since the incident on 06/08/25.During
an interview on 07/02/25 at 11:55 AM, Dietary CC revealed if she witnessed anything she suspected was
inappropriate, she would immediately report the situation to her supervisor and/or Administrative Staff A.
Dietary CC revealed no education had been provided by leadership since the incident on 06/08/25.During
an interview on 07/02/25 at 11:56 AM, Laundry W revealed if she saw or heard anything that she thought
was inappropriate towards a resident, she would immediately report the situation to her supervisor or
Administrative Staff A. Laundry W revealed no education was provided by leadership since the incident on
06/08/25During an interview on 07/02/25 at 12:00 PM, Administrative Staff A revealed on 06/11/25 at
approximately 02:00 PM, Administrative Nurse D and a group of CNA staff had a meeting where CNA O
revealed the statements made by CNA M to R1 on 06/08/25. Administrative Nurse D immediately notified
Administrative Staff A, who initiated an investigation. Administrative Staff A revealed CNA M was
telephoned and informed not to return to the facility as her employment was terminated due to the result of
the investigation, as well as other concerns. Administrative Staff A reported CNA O said the concern was
not immediately reported to the nurse on duty because CNA O did not think it was abuse since nothing
physical happened. Administrative Staff A reported that staff education was only provided to direct care
staff, as the allegation of abuse was a nursing matter.The facility's 10/2022 Abuse, Neglect and Exploitation
policy documented that the resident has the right to be free from verbal, sexual, physical, and mental abuse
and involuntary seclusion. Additionally, the policy documented that every employee of the facility was
responsible to report any abuse or allegations of abuse to the facility's administrator and/or the
administrator's designee, the appropriate State Agency (SA), and, when applicable, law enforcement (LE).
All allegations should be reported within two hours after the allegation is made if the allegation involves
abuse or resulted in serious bodily injury.
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