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put those.” Medication Aide #6 then pointed out
another trash can with similar trash. Medication
Aide #6 stated there was no shred box or special
location for this type of trash.

During interview on 02/28/2024 at 3:48 PM, the
Administrator stated the empty, pharmacy blister
packs were normally thrown in the regular trash.

During interview with the Administrator on
03/01/2024 at 2:25 PM, she stated she had a
shred box that she used for medical record
disposal but did not use it for the empty pharmacy
blister packs with resident information on them
but probably should.
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B 025 902 KAR 20:205 2(5)(a-e) SECTION 2. TB B 025
CONTROL PROGRAM

(5) At a minimum, a health care worker shall be
included in the TB screening program if the
worker:
(a) Has duties that involve face-to-face contact
with patients with suspected or confirmed active
TB disease, including transport staff;
(b) Has the potential for exposure to M.
tuberculosis through air space shared with
persons with suspected or confirmed active TB
disease of the respiratory system;
(c) Has duties that involve the processing of
laboratory specimens for TB testing or TB
cultures;
(d) Has duties that have the potential for
exposure to the environment of care of persons
with suspected or confirmed active TB disease;
or

(e) Performs other tasks or procedures which
may generate infectious aerosol droplet nuclei in
which the worker has or may have exposure to
TB disease.

This requirement is not met as evidenced by:
Based on interview and review of the facility's
tuberculosis (TB) screening/testing records, it
was determined the facility failed to ensure all
healthcare workers that had face to face contact
with the residents were included in the
Tuberculosis (TB) screening program for nine (9)
of seventeen (17) sampled employees, Aide #4,
Aide #6, Aide #12, Aide #13, Aide #14, Cook #2, !
Cook #3, Maintenance Staff, and the '
Administrator/Manager. '

The findings include:
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The State Survey Agency (SSA) Surveyors
requested, from the Administrator/Manager on
03/01/2024, a Tuberculosis (TB) policy that
covered the requirements for the facility’s staff
members to have TB testing and/or assessment.
However, review of the policy provided by the
facility, via email on 03/04/2024 after survey exit,
titted "Tuberculosis (TB) Prevention and Control,"
revised 03/01/2022, revealed it dealt with resident
TB testing requirements and did not address staff
requirements. No policy addressing staff was
provided.

The SSA Surveyors requested, from the
Administrator on 03/01/2024 at 10:30 AM, the TB
records for Aide #4, Aide #8, Aide #12, Aide #13,
Aide #14, Cook #2, Cook #3, Maintenance Staff,
and the Administrator/Manager. However, they
were not provided.

During an interview on 03/01/2024 at 2:25 PM
with the Administrator/Manager, she stated
employee files were incomplete, and it was her
responsibility to keep employee files and staff and
resident TB tests up to date. She further stated
she was in the process of scheduling all staff to
have a chest X-ray to get them all on the same
schedule. She stated she preferred chest X-rays
because getting the two (2) step skin tests done
and read was too difficult to complete and do the
follow-up.

B 075 902 KAR 20:205 4(4)(a-d) SECTION 4. TB RISK | B 075
ASSESSMENT AND TUBERCULIN

(4) TB Risk Assessments and Tuberculin Skin
Tests or BAMTSs for Health Care Workers upon
Initial Employment in a Health Facility.
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B 075 Continued From page 2

(a) Abaseline TB Risk Assessment, and a
TST or BAMT if not excluded pursuant to
subsection (2) of this section, shall be initiated on
each new health care worker before or during the
first week of employment. The results shall be
documented in the health care worker's medical
record or electronic medical record within the first
month of employment.

(b)1. A TB Risk Assessment required by
paragraph (a) of this subsection and other
sections shall be performed by:

a. A physician,;

b. An advanced practice registered nurse;

¢. A physician assistant;

d. Aregistered nurse, or

€. A pharmacist.

2. Alicensed practical nurse under the
supervision of a registered nurse may perform
the TB Risk Assessment.

(c) An initial or first-step TST result of ten (10)
millimeters or more of induration may be
interpreted as positive for a new health care
worker.

(d) An initial or first-step TST result of five (5)
millimeters to nine (9) millimeters of induration
may be interpreted as positive for a new health
care worker who has a medical reason as
described in subsection (3) of this section for the
TST result to be interpreted as positive.

This requirement is not met as evidenced by:
Based on interview and review of the facility's
tuberculosis (TB) screening/testing records, it
was determined the facility failed to ensure a

| baseline Tuberculosis (TB) risk assessment and

B8 075
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a tuberculin skin test (TST) or blood assay for
mycobacterium tuberculosis (BAMT) was given to
staff on initial employment for nine (9) of
seventeen (17) sampled employees, Aide #4,
Aide #6, Aide #12, Aide #13, Aide #14, Cook #2,
Cook #3, Maintenance Staff, and the
Administrator/Manager.

The findings include:

The State Survey Agency (SSA) Surveyors
requested, from the Administrator/Manager on
03/01/2024, a Tuberculosis (TB) policy that
covered the requirements for the facility's staff
members to have TB testing and/or assessment.
However, review of the policy provided by the
facility, via email on 03/04/2024 after survey exit,
titted "Tuberculosis (TB) Prevention and Control,"
revised 03/01/2022, revealed it dealt with resident
TB testing requirements and did not address staff
requirements. No policy addressing staff was
provided.

The SSA Surveyors requested, from the
Administrator on 03/01/2024 at 10:30 AM, the
staff members' TB screening/testing records.
However, TB records for Aide #4, Aide #6, Aide
#12, Aide #13, Aide #14, Cook #2, Cook #3,
Maintenance Staff, and the
Administrator/Manager were not provided.

During an interview on 03/01/2024 at 2:25 PM
with the Administrator/Manager, she stated
employee files were incomplete, and it was her
responsibility to keep employee files and staff and
rasident TB tests up to date. She further stated
she was in the process of scheduling all staff to
have a chest X-ray to get them all on the same
schedule. She stated she preferred chest X-rays
because getting the two (2) step skin tests done

B8 075
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RISKASSESSMENTS & TESTS

Section 5. Annual TB Risk Assessments and
Annual Tuberculin Skin Tests or BAMTs for
Health Care Workers.

(1) A health care worker shall have an annual TB
risk assessment and annual education about the
signs and symptoms of active TB disease.

This requirement is not met as evidenced by:
Based on interview and review of the facility's
tuberculosis (TB) screening/testing records, it
was determined the facility failed to ensure staff
were provided an annual Tuberculosis (TB) risk
assessment and annual education about the
signs and symptoms of active TB disease for
eight (8) of seventeen (17) sampled employees,
Aide #1, Aide #3, Aide #5, Aide #7, Aide #9, Aide
#10, Aide #11, and Aide #15.

The findings include:

The State Survey Agency (SSA) Surveyors
requested, from the Administrator/Manager on
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and read was too difficult to complete and do the |
follow-up.
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03/01/2024, a Tuberculosis (TB) policy that
covered the requirements for the facility's staff
members to have TB testing and/or assessment.
However, review of the policy provided by the
facility, via email on 03/04/2024 after survey exit,
titted "Tuberculosis (TB) Prevention and Control,"
revised 03/01/2022, revealed it dealt with resident
TB testing requirements and did not address staff
requirements. No policy addressing staff was
provided.

The SSA Surveyors requested, from the
Administrator on 03/01/2024 at 10:30 AM,
documentation of staff members' annual TB risk
assessment and annual education about the
signs and symptoms of active TB disease.
However, the facility failed to provide this
information for Aide #1, Aide #3, Aide #5, Aide
#7, Aide #9, Aide #10, Aide #11, and Aide #15.

During an interview on 03/01/2024 at 2:25 PM
with the Administrator/Manager, she stated
employee files were incomplete, and it was her
responsibility to keep employee files and staff and
resident TB tests up to date. She further stated
she was in the process of scheduling all staff to
have a chest X-ray to get them all on the same
schedule. She stated she preferred chest X-rays
because getting the two (2) step skin tests done
and read was too difficult to complete and do the
follow-up.

902 KAR 20:205 5(2) SECTION 5. ANNUAL TB
RISK ASSESSMENTS & TESTS

(2) A health care worker included in the TB
screening program, as determined by the health
facility ' s TB infection control plan, shall also
have annual TB testing.

8 090

B8 095
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provided.

This requirement is not met as evidenced by:
Based on interview and review of the facility's
tuberculosis (TB) screening/testing records, it
was determined the facility failed to ensure staff
were provided annual TB testing for eight (8) of
seventeen (17) sampled employees, Aide #1,
Aide #3, Aide #5, Aide #7, Aide #9, Aide #10,
Aide #11, and Aide #15.

The findings include:

The State Survey Agency (SSA) Surveyors
requested, from the Administrator/Manager on
03/01/2024, a Tuberculosis (TB) policy that
covered the requirements for the facility's staff
members to have TB testing and/or assessment.
However, review of the policy provided by the
facility, via email on 03/04/2024 after survey exit,
titled "Tuberculosis (TB) Prevention and Control,"
revised 03/01/2022, revealed it dealt with resident
TB testing requirements and did not address staff
requirements. No policy addressing staff was

Review of TB records for Aide #1 revealed her
last annual chest X-ray for TB screening was
dated 02/18/2022, and there had been no

STATE FORM

e 88R111

if continuation sheet 7 of 9




PRINTED: 03/15/2024

FORM APPROVED
Office of Inspector General
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
100170 B. WING 03/01/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
108 S MILLER STREET
Y N
L CYNTHIANA, KY 41031
(X4 D | SUMMARY STATEMENT OF DEFICIENCIES ) | PROVIDER'S PLAN OF CORRECTION Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
[ DEFICIENCY)
B 095 Continued From page 7 B 095

additional TB screening/testing.

Review of TB records for Aide #3 revealed her
last annual chest X-ray for TB screening was
dated 02/28/2023, and there had been no
additional TB screening/testing.

Review of TB records for Aide #5 revealed her

| last annual chest X-ray for TB screening was
dated 01/05/2022, and there had been no
additional TB screening/testing.

Review of TB records for Aide #7 revealed her
last annual chest X-ray for TB screening was
dated 08/31/2022, and there had been no
additional TB screening/testing.

Review of TB records for Aide #9 revealed her
last annual chest X-ray for TB screening was
dated 01/26/2023, and there had been no
additional TB screening/testing.

Review of TB records for Aide #10 revealed her
last annual chest X-ray for TB screening was

| dated 07/20/2022, and there had been no
additional TB screening/testing.

Review of TB records for Aide #11 revealed her
last annual chest X-ray for TB screening was
dated 01/25/2023, and there had been no
additional TB screening/testing.

Review of TB records for Aide #15 revealed her
last annual chest X-ray for TB screening was
dated 06/10/2022, and there had been no
additional TB screening/testing.

| During an interview on 03/01/2024 at 2:25 PM
with the Administrator/Manager, she stated
| employee files were incomplete, and it was her

STATE FORM o9 88R111 if continuation sheet 8 of 9
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responsibility to keep employee files and staff and
resident TB tests up to date. She further stated
she was in the process of scheduling all staff to
have a chest X-ray to get them all on the same
schedule. She stated she preferred chest X-rays
because getting the two (2) step skin tests done
and read was too difficult to complete and do the
follow-up.
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P 000} Initla) Comments P 000
" | ARe-ticensure and Comptaint Survey
Investigating complaints KY00037665,

KYG0040808, KY00041316, KY00041705,
KY00041708, KY00041847, and KY00042008
was Inltiated on 02/27/2024 and concluded on
03/01/2024. KY00037685, KYG0040808,
KY00041788, KYU0041047, and KY00042008
Identifiod no deficient practice. KY00041316 and
KY00041795 identifiad deficlent practice related
to the complaints. The Re-licensure Survey also
{dentified deficisnt practice. The faciiity’s census
was saventy-one (71) residents.

P 135 802 KAR 20:038 3{8)(h)2a-c Section 3. P 135
Administration and Operation

(8) Persannel.
(h) in-sesvice training.

2, Dacumentation of orientation and in-service
training shall be maintained in the employee's

record and ghall include:

a " dm tﬂ n 5 | lwl II I 'Uds Who ﬁ;ﬂh&zﬂn&Mmm&%‘:@uﬁ?.ﬁﬂg%‘.ﬂ.

provided the training; New 1 wil bo educated by the Asst Mansger.

b. Date and number of houre the training was m.ﬁw.ﬁ'awmm

given; and Mﬂms o

©. Asummary of the tralning program’s conlent. Tho castan: ianoger vl comduc th anmue aanion g,
Tho M will eonduct an gudi of the files within 8 months

when the traning occured (o ensure il wes 3
The sudit will be done between the datss of 3,124 and 9.1.24.

POC Compistion Dats, asida from the sudits: 4.1.24

This requirement is not met as evidenced by:
Based on Interview, review of the facllity's
documents, and revisw of the facllity's policy, it
was delermined the facllity fafled to provide
evidence of orientation and/or annuat In-service
wnmf_ormm(ﬂ)dmm (17
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Continved From page 1

sampled employaes, Alde #1, #2, #3, #4, #S, #6,
#7, #8, #8, #10, #11, #12, #13, #14, the
Maintenance Staff, the Cook, and the
Administrator/Manager.

1. Alde#}1, #5, #7, and the Cook had evidenca of
prior inservices, but the last inservices were done
on 02/18/2022. 1

2. Alde#2, 13, #4, #6, #8, #9, 10, 11, #12,
13, 814, the Maintenance Staff, and the

Adml did not have any record or
documentation of any Inservices.

The findings include:

Review of the facility’s pollcy tited, “Staff
Training-Revised,” dated 03/01/2022, revealed at
crientation and annually, staff at the faciity would
receive an in-garvice training that included the
following topics: training and policies that
corresponded (o the staff members job duties;
services provided by the facllity; record keeping
procedures; reporting of neglect, abuse and
exploltation; resident rights: assisting residents in
schieving his/her maximum abilities in activities of
dally iving; procedures for the proper application
of emergency restraints; procedures for
maintaining a clean and pleasant environment,
the aging process; emotional prohlems of lliness;
and the use of medication and therapaulic diets.
Further review of the policy revealed In addition to
the aforementioned, an In-eervice training could
be dane at the Manager's discretion based on
oceurring events.

1. Revisw of the facility's document inservice
Materlal Summary for Alde #1 revealed the
annual in-services training which covared poficiea
of the facility, services provided by the facility,

P 138
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diets and use of medications was last
signed by Alde #1 on 02/18/2022,

During an intesview on 02/27/2024 &t 10:20 AM
with Alde #1 sho etated she could not remember
the last time annual education covering topics
such as abuse, resident rights, and facility
policies was provided to staff.

Review of the 's document Inssrvice
Matsital Summary for Alde #8 revealed the
annual In-setvice tralning which covered policies
cfﬂlom mhaspwﬂedbyﬂnhemw
record keeping procedures, procedures for
reporting abuss, patient rights, methods of
assisting patients to achleve maximum potential,.
praper epplication of physical restraints,
Mmmammmmmmmm.
the aging process, emotional prablems of iiiness,
therapeutic dlets and use of medications was last
signed by Alde #5 on 02/18/2022.

Review of the faciiity's document Inservice

Material Summary for Alde #7 revealed the

annual in-gervice training which covered policies

of the faciiity, services provided bylhatacﬂlty.
procedures

recard kee , procedures for
reporting patient rights, matheds of
asslsting patients to achleve maximum potential,
proper application of physical restraints,
wmfwadmathMnmm
the aging process, emotional problems of finess,
therapeutic diels and uss of medications was last
_signed by Alde #7 on 02/18/2022,
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P 135) Continued From page 2 P135
record keeplng pracedures, procedures for
reporting abuss, patient rights, methods of
mhmmmwmwmaﬂmug'pownw
pracedure for a clean.and healthful environment,
the aging pracess, emotional 8 of ilness,
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P 138| Continusd From page 3 P 135

Durlng an interview on 02/20/2024 at 9:30 AM
with Alde #7 he stated she could not remember
the last time annual education covering toplcs
such as abuse, resident rights, and facility
policies was provided to staff.

Review of the facfity's document inservice
Material Summary for the Cook revealed the
annuel in-sarvice training which covered policies
oﬂlwfadllty wvleespmvldedbyﬂwfacllﬂy,
record keaping procedures, procedures for
reporting abuse, patient rights, methods of
assisting to achieve maximum potential,

the aging process, amotional problems of liiness,
therapeutio diets and use of medications was last
signed by the Cook on 02/18/2022,

2. On02/28/2024 at 9:08 AM, State Surveyor
Agency (SSA) Surveyors requested
documentation of orlentation employee trainings
for staff that had been employed by the facility for
AcimiataiorAlasger (AN, iich were not

A wera no
provided. The training records not provided were
for Alde #2, #3, 4, #0, #8, #0, #10, #11, #12,
#13, #14, the Malntenance Staff, and the
Administrator/Manager.

In an interview on 03/01/2024 at 2:40 PM with the
Maintenance Staff, ke stated he had been at the
facility for three (3) months but had worked at the
sister facilly In the same town bifore that. He
statad he had never recelved any orientation or
training when he started at either facllity.

During an intesview on 02/20/2024 at 8:30 AM
WWWMNM
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P 220] 802 KAR 20:038 4(1)(h)1-8 Section 4. Provision
of Services

(1) Basic health and health related services.

(h) All resident medications shall be plalnly
i with the:

1. Resident's name;

2. Namoe of the drug;

3. Strength;

4. Name of the pharmacy,

§. Prescription number;

6. Date;

7. Praseriber's name; and

8. Caution statements and directions for use,
unfass a madifiad unit dose dnug distribution
system (s used.

This requirement s not met as evidenced by:

uridersicod the in-
POC complstion date: 33024

gnumorm X1) PROVIDER/BUPPLIER/CLIA zmmmmwc'rm (XS) DATE SURVEY
100170 e 03/01/2024
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S MGy B PRECEDEDAY FULL PRERX CORRSCTIVE ACTION SHOUAD b codAare
YAG ORLSC IDENTIFVING INFORMATION) 70 REFERENCED TO THEAPPROPRIATE CATE
_ DEFICIENGY)
P 135 Continued From page 4 P 135
Reglonal Operations Manager (ROM) they
provided a binder containing what they described
as the praposed orientation and annual tralnings
content for staff gaing forward, The A/M stated
dowmmuﬂmda&mnl(mmngtﬁdm
mmwmmnymwammum
be R .
During an interview on 03/01/2024 at 2:26 PM .
with the A/M, with the Administretor she stated as
ofomzzwhenﬂmmwmmbtskoverand
going forward, there was no decumentation of
ongoing trainings.
P220
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Based on chservation, intarview, and review of
the factiity's policy, it was determined the facility
fafled to ensure all resident medications avallable
for use in the medication cart were not expired.
Observation af the medication cart revealed nine
(9) expired medgications.

The findings Include:

Reviaw of the facllity’s policy titled, “Med!cation
Policles and Procedures,” undated, under the
Labeling and Storing Medication Section, ltem 1,
revealed all medication shall be properly labeled
and stored In a locked cabinet at the nurse's
station, Further review of the policy under the
Medication Release Section, {tem 3, revealed 8
patient’s (resident’s) outdated medication shall be
destroyed in accordance with curently approved
foderal and state regulations covering the
destruction of unused medication and the
disposition noted In the patient’s (resident’s)

Ohbservation on 02/26/2024 at 1:20 PM during
medication administration with Alde/Medication
Toch #7, reveated four (4) resident medications
for topical use that had expired ware being stored
in the medication cart. Resldent #9 had one (1)
Fluticasone Nasal Spray (e corticostercid used to
treat rhinitls or allergy symptoms) that had
expirad on 12/28/2023 and one (1) tube of
Nystatin Cream (used to treat fungal or yeast skin
infections) that had expired on 03/26/2021.
Further observation revoaled Rasldent #23 had
five (5) botties of Fluocinanide 0.6% Topical
Lotion (a corticosterold used to treat skin
infections such as dermatitis or a rash) that had
expired on 11/08/2022, 12/16/2022, 12/20/2022,
02/17/2023, and 10/02 2023. Further observation
revaated Resident #24 had one (1) Albuterol 2.8
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P220| Contimsed From page 8

milligrams/3 milliiter nebulizer treatment (used to
open alrways to help with breathing) thet had
emmdonmmmza. Further abservation
revealed Resident #32 had one (1) Fluticasene
Nasal Spray that had explred on 12/05/2023.

During an intervisw an 02/20/2024 at 1:20 PM
with AldefMedicatian Tech #7, she stated she

a pharmagist came once a month and

the carts. She statod extra medications
and expired medications were taken to the
Adminisiretor/Manager's office. She further
stated it was important for the medications to be
in date to make sure they were atill the proper
strength for the resident. She also stated explred
mmmmummudom

During an interview 03/01/2024 at 2:25 PM with
the Administrator/Manager, she stated the
phamadist came to the faclfity and checked the
medioation carts about every six (6) months. She
stated in between imes she had not tasked
anyone with chacking the medication carts for
expired medications. She etated she would be
telling the medication aides to check and remave
expirad medications from the cart going forward,
but it was ultimately her responslbiiity to double
check and make sure it was done.

P28 602 KAR 20:086 4(1)()1-2 Section 4. Provision of

(1) Baslo heaith and health related services.

(1. All medicines kept by the PCH or SPCH shall
boknmmalodwdpla.ee.

2. The edministrater or staff person designated
by the administrator shal:

P220
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a. Ba responsible for administering or Upon bel to the former Managar's atignton,
supervising the seif-administration of medication; e W e o 5.4 26, Allmol thchs
b. Enaure that all medications requiring acknowledged that thay undersiood what they wpre
refrigaration are kept (n a separate locked box In educated on, QoI e e 541 25 24
the refrigerator In the medication area; and poc?'canpaeuonoa:o: .24

. Ensure that drugs for extemal use are stored
:;pmtdyﬁommumlnbwuymoumm

This requirement (s nol met as evidenced by:
Based on cbsarvation, interview, and review of
the faciiity's policy, it was determinad the faciiity
falled to ensure ail medications were kept in &
locked place for ona (1) medioation, Resident
#19's ingutin pen.

The findings include:

Revisw of the facility’s pollcy titled, “Medication
Policles and Pracedures,” undated, under the
Labsiling and Storing Medlcation Section, item 1,
reveaied all medication shall be properly labaled
and stored In a locked cabinet at the nurse's

Observaton on 02/27/2024 at 8:30 AM revealed a
clear plastic Ziplec bag with a glucometer, alcohol
swabs, lancets, insulin pen needles, and an
insulln pen labeled with Resldent #8's name was
{eft in the hallway on the shelf of the medication
administration window unatiended.

During an interview on 02/28/2024 at 9:00 AM
with Medication Alde (MA) #3, she stated
Residant #9 took the bag with the glucometer,
insulin, swahs, neodlies, and lancets to the

STATE FORM =) SR 11 f continustion sheet 80124
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adjoining nurse's station area to check his/her

blood sugar. She stated Resident #9 then usually

retumed it to the madication alde when he/she
was done. MA#3 stated she did see a problem
with the bag being left out for any resident to get
as it was dangerous for the residants.
Additionally, MA#3 stated Resident #9 shoutd
have checked hisfher blood suger at the window
and then self-administered his/her insulin in view
of the medication alde.

During an intesview with MA #7 on 02/26/2024 at
9:30 AM, sho siated tho day Resident #9's bag
was lefl cut on the counter in front of the
medication room she was 80 busy with another
rasident that she forgot about putting it away. MA
#7 stated aho knew the bag/insulin needed to be
mbdudupmﬂwmedlcaﬁonmmforwdw

During an Interview on 02/28/2024 at 8:05 AM
with the Administrator/Manager (AM), she stated
medication alde trainees were given a packet and
then were trained by an experienced medication
alde for thres (3) to four (4) days.

During an additional intarview on 03/01/2024 at
2:26 PM, the AM stated it was her expectation all
regldent medications be locked up for resident
lnges:;:yb m&m%

the wrong
stated only trained staff who knew which
medications went to which resldents administered
medications.

P&ﬁ 802 KAR 20:038 4(3)(b)3 Section 4. Provision of
Services

(3) APCH or SPCH shall meet the following

FORMAPPROVED
Ott) PROVIDERSUPPLIER/CLIA {X%2) MULTIPLE CONSTRUCTION P03) DATE SURVEY
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100970 B.Wiko | 03/01/2024 |
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1] SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION ﬁ
TAG ORLSC [DENTIFYING INFORMATION) TAG TO THE APPROPRIATE OXTE
OEFICIENGY)
P 226 | Continued From page 8 P225
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Based

residential care services:
(b) Housekeeping and maintenance services.
3, Safety. The condition of the ovarall

envlmm&'eantt ::aﬂ bo'maalnt:’ulned insucha
manner safely and well-belng of
residents,

personnel, and visitors is assured.

This requirement Is not met as evidenced by:

on obgervation, interview, and review of
documents, it was determined the

the facility's

faciity falled to ensure the condition of the overall
environment was maintained in such @ manner
that the safety and weil-being of residents,

_| personnel, and visitors was assured. The

fire escape was deemed unsafe by

sscond-floor
thelocal Fire Marshall and was blocked off
maldlg;cn_au)ofmmmexm

(1) PROVIDER/BUPPLER/CLA 0(2) MULTIPLE CONSTRUCTION mumv
IDENTIFICATION NUMBER: A BUILDXNG: O CmETED
too170 = 03012024
STREET ADDRESS, CITV, STATE, ZIP CODE
108 8 MILLER STREET
CYNTHIANA, KY 41031
SUMMARY STRTEMENT GF [1+] FROVIDER'S PLAN OF CORRECTION [ ]
MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE COMPLETE
DEFICIENCY)
P 308 Continued From page 8 P308
requirements relating to the provisions of e o e 00 1 o ool

g%&w‘%ﬁ%ﬂﬂ&?&ad

A e e racre F U Sy ot b L3 AP 224,

» Soserenimim— et 20—

B

82
Sw
g

.24a:lum'sﬂommduhﬂmmwm\n2¢lm
evonto monmwl.m on 3
:o‘otalmmd . The Assi. Manager

.
;gé
és

sshirays octweeky.

nw‘:o%mmmcmmwmd«mdo

snything, we can only edutats tham.

mummm?uw‘.m.wwaw

Mamtensnce parsonnel will swap oul the cigarotta butt
weekly

Audits ware completed weekly from 3.20.24-4,29.24

by the asst manager to ensure

u&muammnmmmm.mmmm

POC Comgpiation Dato: 5.124
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P30S

Continued From page 10

Inacoessible, and cigarette butts were not being
disposed of properly. This affected all the current
seventy-one (74) residents.

The findings include:

Review of the facility's document Smaoking
Disclosure and Release, undated, revealed it
stated the faciiity had provided fire safely
ashtrays In outside areas for proper disposal of
butts. Further review revealed the
fallure to abide by this agreement might result in
the termination ofa resident's smoking privieges.

Ravbwowxofaeﬂuy’sdowmmmeauon
Inspection, dated 02/08/2024, from the
Depammdﬂmmg,auudmmd
Construction, Division of Fire Prevention,
revesaied the Fire Marshal had inspected the fire
escape on the second fleor. Further review
revealed the Fire Marshal deemed it unsafe to
use the fire escape unti a structural engineer was
consulted and repairs had been done or a new
structure had been buiit.

Observation on 02/27/2024 at 8:30 AM, revealed
the door at the second fioor fire escape was
locked with a hasp and keyed pad lock. Additionsl
observation from outside, and undemeath this
metal fire escape, revealed (he platform was very
thinin some areas. As resuft, the next available
exitwas a winding stairway at the beginning of
this hatl, approximately twenty (20) feet away, that
emptied into the front hall of the bullding. twas
noted that resident rooms located an the same
hall, past that fire escape, had no egress In the
event of a fire, and the facility kitchen was lcoated
directly balow.

Observation during an interview on 03/01/2024 at

P 305
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P05

Continued From page 11

2:40 PM with the Maintenance Director revealed
a rusted fire escape structure that led from the
second floor to the ground lavel. The
Malntenence Director stated the fire escape
platform from the second fisor was rusted
through and the fire chief had told him to lock it
off. He further stated someons from the state

was supposed to come and get it back to code
mmnmmeodyoummmsfm
thatarea of the u but there were two more
insido stalrwells that would be used in an

emergency.

Observation on 02/27/2024 at 9:40 AM of
residents smoking outside of the bullding on the
covered porch, located off the dinlng reom,
revealed large, rusty, food storege cans that were
used for disposal of cigareties butts. Further
observation revealed a moderate amount of
cigaretie butts in the yard,

During telephone intarview with Fire Marshal #31
on 02/20/2024 at 1:30 PM, ho stated, regarding
the recent Inspection, specifically the fire escape
an the second figor, that the Integrity of the
structure was compromised. He stated when
standing below the fire escape, he saw a big area
through it. He stated the fire escape would
°requlre an inspaction by a structural engineer
before it could be repalred and that it may be

cheaper to just replace it.” He stated it could not
be used unti] this was done.

During Interview on 02/28/2024 at 3:30 PM with
the Administrator, she stated she had contacted
everyone she could think of and was not having
success getting the contractor with the required
specific lconsure, The Regional Operations
Manager was present and stated there were
corporate teval efforts es well to address the

P 305
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P 305 Continued From page 12 P30S
geocond fioor fire escape.
P 310 602 KAR 20:038 4(3)(b)4a-d Section 4. Provision P310
of Services .
(3) APCH or SPCH shall meet the followl gmsml‘n":’ ]
oliowing . the
requirements relating to the provisions of ookt sl wire adupared on 320,24 Y I
regidential care services: cition L From 320244
(b) Housekeeping and maintenance services. %:%’%1 o
4. Maintenance. The premises shall be well kept m":m"&"'“
and in good repair as establiished In clauses a. ggum,wmeo
through d. of this subparagraph. contucied. AD stefl
a. The facility shall Insure that the grounds are relata to
well kept and the exterior of the bullding, Sufday. The
mwmﬂmdm steps, porches, ramps, wﬂe« et
fenoces are repalr. not up to par,
b. The intestor of the bulding, Including walls, 7 B e 0k o SRR LD B pei ey
doors, piumbing, and electricalfxiures, ohal be Pl s S i Gt oo wer aand
myr. w sha” be %w%%&&w :ng desned
o. Garbage and trash shall be stored in areas
O ™ B
mmasmmtyconwmm be cleaned a&vﬁm@momww-mm
regularly. ~PVC plples end hots near 115 were repatred
& hpa ot programshalb b aprson SR s
faciilty. eervices be provided i b
by mahtgmr:'noo personnal of the facillty or by ‘:;:|':;ﬂmm &:;'“
umm&mwmwﬁgm"m Eopgammmummmmwawm be addressed
tannale moctidos ndrodmicion e || o et i
oy ariog s et T T
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%m ouz 'lho us'l xaﬂqe{ ‘::wucu dally
:‘l&a mﬂeﬂcﬂ date: 8.1.24

This requirement Is not met as evidenced by:
Based on observation, interview, and review of
ﬂ\ofmﬂlyspdlcy.ﬂmmmhwdmefadmy
falled to ensure that the grounds were well kept
and tha exderior of the bullding, including the
sldewalk, steps, porches, ramps, and fences
were in good repair. Additionally, the facility fafled
fo ensure the interier of the bullding, including
walls, ceflings, floors, windows, window
coverings, doors, and plumbing fixtures were in
good repalr and windows were screened. This
affected all the cument seventy-one (71)
residents.

The findings Include:

Nevbwdmefaeﬂlmpdwymled.
*Housekaeeping Pelicy,” revised 03/01/2022,
revealed dally houseieeping would be conducted
at the faciilty to ensure the cleaniiness of the
faclily. Tasks were to inchide, but were not
limitad to, emplying the garbage and tidying up
resident rooms. Additional review revealed while
staff would encourage residents to aflow staff to
tidy up their rooms, a residant was allowed to
refuse such @ gervice. -
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Observation on 02/27/2024 at 8:30 AM, revealed
the floors in the dining room had drled dark sticky
spots in the comars and along baseboards.
Dried food particles were noled under and on the
dining reom tables and chalrs. A yeflow mop
bucket with a dark cloudy liquid and a mop In it
b e gt e Gt An s

(71 ng area. An orange
MaMMmﬂMmmnm
positioned on an wooden chalr with an crange
back and seat cushion in the resident dining area.
Per the abservation, a cracked window was
observed In the second fiear alcove ares which
faced the front of the facility. The hallway walls
waere dlrty and In need of re-painting. The curved
stalrwall near the kitchen that opened into the
dining area hed plles of dirt againat the back of
thetread. Per the abservation, the second floor
bathroom at the top of the staire that led from the
matn hall upstairs had dark spots arcund the tollet
and brown matter in the tollet. The top cement
stalr at the west end of the front of the facility
outside was cracked and crumbiing, and the
metal brace was loosa. Addifionally, the
right-hand side rail when going down the stairs
was locse and would wobble an inch In either
direction posing a fall risk for siaff, resldents,
famty members, and visttors.

During an interview on 02/27/2024 with Aide #1
she-stated she was assigned to ths sacond ficor
today and would clean and get as many beds
changed as ghe could but sometimes it was hard
to get all the work done.

Observation on 02/27/2024 at 9:40 AM, revealed
muitiple rusty food cans, used as ashtrays all -
over the porches. Also, cigarétte butte were found
on the ground.,
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Observation on 02/27/2024 at 8:45 AM, revesaled
protruding PVC pipes and holes in the wall to the
right side of Room 116. In an Intorview with
Resident#11 at this ims, he/she stated staff took
the sink out a long time ago. in an interview with
Maintenance staff on 02/27/2024 at this time the
Maintenance staff stated, “Just never capped the
PVC pipe or patched the holes.”

Observation on 02/27/2024 at 10:05 AM, revealed
regidents’ roome, hails, and day areas, had aged
flooring with a heavy layer of dirt and grime on the
-edges of the ficor and baseboards and what
appwadbbeoldompatdueonﬂwdhhgm

wooden stalrcase, and hall at the top of the
stalrs.nearmoﬂreem. Further observation
revealed areas of dried spilis cbserved
throughout the bullding. These dried spills were
roted on the wood ficoring in the dining area,
Immediately off the kitchen, muteornabwooden
stairs off the dining room to the secend floor, and
onmwmmgmmamae

Dried spils were also noted on the floors in

Resident Room 116, 204 and 218,

Observation on 02/27/2024 at 10:18 AM, revealed
walls with miscellaneous stains and splils n the
Televislon/Aciivity area and in Resident Rooms
116, 212, and 218.

Observation on 02/27/2024 at 10:20 AM, revealed
the oelling of tha bathrcom, located in the middle
ofmofmnthdl.hsddwksh!nsmmﬁgmeomer
of the celling. )
Omﬁononmmmuai’&feveded
curtaing and pillows were missing cut of Room
zo1l’orﬂm(3)dﬂm(3)bads in an Interview
with the Administrator at thet ime, she stated -
pﬂlmmwngctdued and she would look
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into getting a curtains for the room. She stated
Resident #12 especially needed ourtains because
sunfight blocked the view of his/her television
screen. The Administrator stated as scon as pest
control was complete, it was her goal to order
new curtains.

Obsaervation on 02/28/2024 at 9;10 AM, revealed
a yellow mop buckiet with a dark cloudy liquid,
and a map in R was located around the comer
from the kitchen in the haliway leading to the
dining area. An orange bucket with a dark liquid
and a used reg in it was positioned an a wooden
chair with an erange back end seat cushion in the
resident dining area. The dining rcom fioor was
dark and sticky and had the same driad food
under the table and in the comers of it as on
02/27/2024. The curved stalrcase sialr treads
lsading from the second fioor to the dining area
had been cleaned,

Observation on 02/28/2024 at 9:60 AM, revealed
cracks and holas In the windows in Room 116.
The window facing the frant of the bullding had
three (3) large cracks and no screen. The
window to the lef had a screen, but the
windowsill had large aress of chipped paint. The
resident that resided in Room 116 stated he/she
mywmdnbmmmb%m“eks

8g0.

Observation an 02/28/2024 at 9:56 AM, revealed
the window acrosa from the upstairs elevator had
a ho'e in the left lower corer of the window glass.

Observation on 02/28/2024 at 3:46 PM, rovealed
the wooden fire daoor, which had large
gaps and did not seal. Day light could be seen
between the door and the frame, and the wood
appeared rotten. In an intervisw on 02/28/2024 at

~ 7202
g Colrmin, 55
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this ime with Malntenanco staff and the
Administrator present, the Malntenance staff
stated he would follow up with these lssues.

Observation on 02/20/2024 at 8:40 AM, revealed
residents were eating in the dining room. Dried
cheerios cereal and bits of biscult were on the
floor around the chalrs, in the comers, and under
the tables. There was a mop bucket around the
comer bstween the dining room and the kitchen
with a dirty mop and standing water. Dining room
tables had a sticky liquid and crumbea/dried food
on them. Further cbservation revealed the
crange chair with ean orange bucket contalning e
dark liquld and rag remained the same as the
previous observation on 02/28/2024. The floor of
the hallway between the 100 Hall and the kiichen
had cigarette butts, a used tiasus, and crumbs
along the baseboard. in the seating area near the
televislon room, duaty Christmas decorations
were on the top shelf of the bookcase along the
wall. Per observation, the alcove with the
televisian (TV) that faced the frant of the facllity
had five (5) windows. Only one (1) of the five (6)
windows had a screen, and the window furthest to
the left was cracked. The TV alcove had two (2)
chalrs, and there were elght (8) chalrs, four (4)
along each wall in the hall leading to the alcove.
Tota! seating was 10 (ten) far the facility census
of seventy-one (71) residents.

During an Interview on 03/10/2024 at 3:00 PM
with the Administrator/Mdanager (A/M), she stated
the physical enviranment of the bullding was not
up to the standard she expected for the faciiity.
She statad If she could hire and keep consistent
staff and had mose resources, that would help.
She admilited the faciity was a work-in-progress,
mdshewnsvmldngonﬂndmgﬁeestogeuhe
wmmwwmddmw
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stated saveral months ago the Owmer and the
Reglonal Operations Manager totd her and the
Manager of a giater fecility that they planned to

fifre someons to come to the facliily. She stated
.this person was supposed to paint, work on the
floors, and "do stuff to belter the bullding,” but it
had not happened yet. The A/M stated she would
like for the faellity to be a place the residents
could be proud and happy to cail their home.

P KAR 20:038 4(3)(c)da-m Section 4. Provision | P330 conduclad an sudiiq ensure all
b ' m&mwmmw,q
weok

(3) APCH or SPCH shall meet the following for two waeks starting 3.30.24, POC Compietion Bafe : 3.8.24 |
requirements relating to the provislons of
residential care services:

(c) Dietary setvices.

4, Food preparation and starage.
a. There shall be at least a three (3) day supply of
food to prepare well-balanced, palatable meals.
b. Food shall be prepared with consideration for
individual distary requirement.

diets, nutrient concentrates, and

:'yu“pﬂmomﬂ sheil be given only on the written
a

d. Atlsast thres (3) meals per day shall be served
with not more than a fiReen (18) hour span
between the evening meal and breakfast,
. Between-meal snacks, Including an evening
mmmmummm

Adhlﬂlllenh shall be made if medically
coniraindicated.

g. Food shatl be:
(I)Mdbymsﬂndsﬂtatmmmﬂiﬂva
value, flavor, and appsarance; and

(1) Served at the proper temperature and ina
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form to meat Individual needs.

h. Afile of tested recipes, adjusted to appropriate

i -
or to

individus! needs.

} if a resident refuses food served, substitutes

ghall be offered.

i All opened containers or leflover food items

shafl be covered and dated when R

lleamdnnbewnyavauabhw&w

residents at gll times. -

ml-'oodsewbesslnllbeprovmclnaeeordame

with 802 KAR 45:005.

This requirement is not met as evidenced by:
Based on cbservation, interview, and review of
the facliliy's policy, it was determined the facllity
falled to ensure all apen contalners or leftover
food items were dated when refrigerated.

The findings Include:

Revisw of faciitly Dietary Services Policy,
undated, revealed the storing.of food service
praducts was to be In “properly labeled and dated
food storage contalners.”

Obgarvation, during the kitchen tour en
02/2072024 at 10:05 AM, reveaied an undated,
clear, plastbbagwlmﬁm(a)alleuofl\mm
mmmm.mmmmum(a)
dark spots In the middle of the top cheess sfice.
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During an Interview with Cook #1 on 02/20/2024
ot 2t oo
. She , regarding
cheese, “that should be thrown away.”
Ouring interview on 03/01/2024 at 2:20 PM, the
Administrator stated it was her expectation, when
food items were opened that they would be dated
50 staff was aware of when to throw them away.
P 348 602 KAR 20:038 4(5)(b)1-8 Section 4. Provision | P 345
of Services
(6) Activity services. T e i o e
g%%mng msidenmm meym In -
Copromenis estsbished in subparagraghs 1. Ao prhaeiton, e enagr oo i
Sraugh® of B pecagrach releting o ti ?&uub&mp%%%%gﬁam there s 8
provision of activily services. planned pertod par day, as well as ftems eet
residents The Regio
1. Staff. The administrator: ., “,’:‘:f:"‘ |- mwghﬁ&n N
a. Shall designate a staff member 1o be 23%P P mm—
responsible for the activity program; and
b. May accept services from a volunteer group to e asst conducts 8 dally activly based on the
'| assist with carrying out the activity program. oo ior e raakdercs was safp up on 4 824,
zymmmamwmmm :wmxmmémmwﬁgmw,
:.mmmmuu ﬁngtarupos?d. Spot i v it b i rmmpegond manage o 1202442024
. | 4. The ectivity program planned for :
Wmln” al aclivitles, both within and ocutside of POC Completelon: 6.1.24
the A
6. The staff member responsibie for the activity
program shall maintain a current list of residents
In which precautions are documented regarding if
a resident’s condition might restrict or modify the
resident’s participation in the program.
8. Aliving or recreation room and outdoor
recreational space shali be provided for residents
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Continued From page 21

and thelr guests.

7. The fecilily shall provide supplies and
equipment for the activity program

8. Reading materials, mdb&gamea.andTVsets
ghall be provided for theo residents.

This requirement s not met as evidenced by:
Based on obsesvation, Interview, and review of
the facllity’s pofioy, it was determined the facility
failed to provide soclal and recreational activities
o stimulate physical and mental ebifities to the
fullest extent; encourage and develop a sense of
usefulness and self-respect; prevent, inhiblt, or
comumodwdopmmofmptomsofpwdeal
and mental regression; and provide sufficlent
variety to meet the needs of each resldent. In
addition, the factlity falled to designate a staff
member to be responsible for the activity program
and provide suppiies and equipment for the
activity program, including ltems such as reading
materlals, radios, and games. This affected all
the current seventy-one (71) residents.

The findings include:

dewnyspoucyﬂﬂed.
*Activities-Poficy,” revised 03/01/2022, revealed &
staff member shall be deslignated to provide a
phnnedaeﬂvﬂyeadxday.andmefwmywﬂd
also accept services from a voluntear group to
carry out the planned activily.

P 345
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Observation on 02/20/2024 at 8:40 AM, revealed
the supplies avallable to the residents on the
bockshealf near the telaviaion (TV) reom (alcove)
on the firet fioor included one (1) magazine dated
4/2011, one (1) part of a newspaper dated
mm gix (6) valentine th(asw;ted cookie
WMMW children's
books, and one (1) Sudoku pocket stze large print
puzzie book. Three (3) puzzles were also
avallable but there was no table on which to work
them. Fusther ebservation revealed the TV room
had two (2) chalrs, and there were eight (8)
chalrs, four (4) along each wall In the hall leading
fo the alcove. Total seating was 10 (ten) for the

facifity cansus of seventy-one (71) residents.

During an interview en 02/28/2024 at 8:20 AM
with the Adminlstrator/fManager (A/M), she stated
she had no designated aotivity parson right now,
and the medication aldes did gctivities like com
hole, bingo, and tin can bowiing. She stated staff
discussed rasident (ikes from time to time and
tried to implement other activities llke musical
chalrs (which the residents did not like), tin can
bowiing, com hols, and bingo. The A/M stated
there was no activities closet with supplies
available on site, but she printed out word
searches, crosswords, and coloring sheets and
left them on the bookcase near the TV room for
rasidents. She stated all residents had been
given crayons and from the community at
Christmaat! -ghe algo tried to get supplles
for the residents to use. AnActivity binder with
records was requasted by the State Survey
Agency (S8A) Surveyors but was not provided,
the Administrator stated there was no binder

During a phone Interview on 03/01/2024 at 11:49
AM with the Owner, she stated the facllity did
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have a designated staff parson for activitles,.but
ghe was on matemity leave.

During an interview with the A/M on 03/01/2024 at
2:25 PM, she agaln stated she had no designated
activity person at the present. She stated an alde
that was on matemily leave asked to do activities
with the residents and enjoyed doing it, but she
was not the designated person.
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DERCIENCY) .
R805] KRS 216.515(6) PATIENTS’ RIGHTS R805 :
Every resident in a long-term-care facllity shall Theshffmunbemasbmwda teminated on 24.NlmJ
have at least the following rights: frastel sore WWW%&
(8) Al residents shall ba fres from mental and mwgm.,..:%ﬁ:m D elatns I abuso end
physical abuse, and free from chemica! and on date: 3.31.24.
physical restraints except in emergencies or

except as thoroughly justified in writing by a
physlcian for a apacified and {imited period of
time and documented in the resident's medical

This requirement is not met as evidenced by:

‘| Based on Interview and review of the facliity’s
policy, it was datermined the facility falled to
ensure all residents were free from verbal abuse
for ane (1) of thirty-three (33) sampled residents,
Resident #33.

N

The findings include:

Ravbwufﬂmfaemmpo!lcyww. “Abuse
WWMM&NW
not to be verbally abusive to any regldent,
meunmw.ornwmmubm
factity. Further revisw revealed all employees
must report suapected abuse of eny resident by
any saurce including staff, famiiles, and visitore.
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