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P 300 Intial Comments P 00h !
A Relicensure Survey and a Comptaint Survey RE‘ EIVED
mvestigating KY00043833 and KY00045039 was
ndiated on 02/26/2025 and concluded on
02/28/2025.
There was no deficient practice identified with MAR 28 2025
KY00043933 and KY00045039
Survey Dales. 02/26/2025 through 02/28/2025 CHFS Office of tnspector General
Care - WB
Facility consus: 28 Division of Health .
’ = — LAY Roceived by
Sample size' 8
P00 902 KAR 20.038 4{9)%a-b) Section 4 P 100 )
Administration ang Operation All residents and staff will have TB
testing/chest XRAY's and risk
Section 4. Administrat assessment forms completed by
O WL IS L L 04/15/2025. For future employees,
(8) Tuberculosis Testing. leted TB skin test with a risk
{a) All employees of a PCH or SPCH shall be e S LS WS
i assessment will be required upon
screened and tested for luberculosis in ; ;
tire. An annual TB skin test wili be
accordance with 602 KAR 20.205. | completed for each staff member
(b) Residents of 2 PCH or SPCH shall be : on or before the anniversary of their
screened and tested in accordance with 902 KAR | last test,
20:200 [
POC completion date 4/16/2025
This requirement is nol mel as evidenced by
Based on observation, interview, record review.
and facility pelicy reviews, it was determinad the
facilly failed to ensure the requirad Tuberculosis
{TB} skin test and assessmaent for residents on
admission, and staff members on hinng and lor
buth annually were provided per Keitucky
Revised Statutes (KRS) reguiation 800 KAR
LABOHATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TME TXAJDATE
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P 100 Continued From page 1 pio |
20 205 for 2 out of 7 samplad residents (R} (R3
and R8). |

Tha findings include’

Review of tha facility's undated policy titted, !
"Tubercuiosis (TB) Tealing”, revealed facility TR
lestng should be done in accordance and in
compliance with Kentucky law, including
regulation, 902 KAR 20; 200, “tuberculosis testing
1 long-lerm care facilities™ and all staff must be
skin tasled annualiy on or before the anniversary
of their last skin test

Review of the medical records for seven sampled i
residants, ravealed none had a 2-step |
Tuberculosis Skin Test (TST) at admission and
no risk assessmeant camplealed.

1 Review of RY's medical recard revealed the
rosident was admitted on 03/21/2024 with but the
onty documanted TST was on 08/30/2024.

2 Review of R6's medical record revealed the
last documented TST was 05/04/2023, and
revealed no admisgion 2-step TST and rnisk
assessmenl had been completed.

In an inferview with the Adminisirator. on
02/28/2025 at 2:45 PM, she stated  the facility
had nol followed the TB Skin testing and
assessment guidelines for residents on
admission and annually there was tha polantial
for an outbreak within the faciity Further she
stateed the residents were valnerabie ard o
postive for the disease could potentially cause
deterorated health. Adddionally, residents were
able lo leave tha facilily and had the potenval to
be exposed to or spread the disease ta uthers.
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£ 100 Contrwed From page 2

During a further inlerview with the Administrator,
on 02/28/2025 al 2:55 PM, she stated TB Skin
lesting and nsk assessments could affect statf in
lhe same way if the facility had not followed the
state guidelines. Further, she stated staff work
with a papulation In the facility that could expose
them to the disease. She staled stafl had the
patential to expose their famities if the disease
was contracted in the facility, Additionally, siaff
had the potential to bring the disease into the
facility and could affect the residents.

Furtharmore, she stated expectalions wers that
the facility had followed the Kentucky Revised
Statutes (KRS} Regulations, ensuring on initial
employment that the 2-step TB skin lest and nsk
assessmerd was conducted and completed
annually ta prevent staff to resident exposure
Additionally, the same expeclations applied to
residents on admission and annually, a 2-step
TBT and rigk assessmeni was required and that
wouki be implemented immediately, and all
resident charts and staff personne! files would be
updated.

F 135 902 KAR 20:036 4(11}b)t Section 4.

Administration and Operation

Sectron 4. Administration and Operation.
{11) Medical records

(b} Each record shall include

1. Identification information, including'

a Resident’s name,

b Social Security. Medicare ang Madical
Assistance identification number (if appropeiate |
¢ Marital status:

d Birthdate;

o Age.

f Sex,

I
1
i
1

P00

P 135

Al monthly weights are up to date,
as of 03/04/25. As of 04/01/25,
Administrator will ensure monthly
weights are done. In the event, that
a resident refuses to have histher
weight taken, the administrator will
ensure it is properly documented.

POC completion date 3/05/25
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g Hoirwe address,

h Religion and personal clergyman, if any (with
consent of tha resident),

i. Attending physician, heafth caere practitioner
acting within the practitioner's scope of practice
QMHP, dentist, and podiatrist, if any and address
and phone number for each,

} Next of kin or responsibie person, address, and
lelsphone number;

k. Date of adimission and discharge.

t If the resident is discherged. translesred, or
Iransitioned to a community Iiving arrangement, a
copy of the summary of resident's records. and
m_ Monthly recording of the resident's weght,

This requirement is not met as evidenced by:
Based on obsarvation, interviaw, record review,
and facility policy reviews, il was determined the
facility failed to ensure monthly weights were
compleled, documentad, and kepl in the
residents medical records for 7 oul of 7 sampled
residents (R}1, R2, R3, R4, RS, R6, RT)

Review of Medical racords for seven residents
{Rt, R2 R3, R4, R5, R6, R7), revealed there was
na documented monthly weights in ther medical
records.

The findings include.

Per Kentucky Ravised Slatutes (KRS) 902 KAR
20 036 4{11 }(b)itm), sach resident medical
record would mclhude monthly recording of
resigent’'s weight.

Roview of the facility's undated polcy titted,
"Regarding Residont Body Weight', revealou
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residents weighls would be recorded once every
thirty days

on 0642172018 with diagnoses which included
Psychosis-NOS, Post Traumatic Siress Disorder
{PTSD), Hyperipidemia, and Esophogeal Reflux

Further record review revealed there was an
admission weight of 128, howsver, thare was no
documented evidence the faciiity obtamned
monthly weights except on 06/21/2019. In
addition_ there was no decumantation the
resigent refused

2. Racaord review revealed the facidiy agmitted R2
on 02/07/2023 with diagnoses whuch included
Schizoaffective Disorder, Gaslroesaphagea!
reflux Disease (GERD), BiPolar, and History of
Cerebral Vascular Accident (CVA).

Further record review revealed thare was an
admigsion weight of 150; however, there was no
documentad evidence (he {acility obtained
monthty waights excapt on 02/07/2023. in
addition, there was no documentation the
regidant refused.

3. Record review revealed tha facility admitied R3
on 03/21/2024 with diagnoses which included
Schizophrenia, BiPolar, Anxiety Disorder, and
Gastroesaphageal reflux Disease (GERD).

Further record review revealed there was an
admission weight of 195.8 however, lhere wis
no documentad evidence the faciiity obtained
monthly weights except on 83/21/2024. In
addition, there was no documentalion the
asident refused.

1 Record review revealed the facility adnilted R1 ¢
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4 Record review revealed the facility admitted R4

on 03/20/2023 with diagnoses which included
Psychosis, Insomnia, Intellectual and
Devalopmental Disabiity, and Gastroesaphageal
fefiux Disease (GERD),

Further record review revealed there was an
admission weight of 114.6; howsver, there was nou
documented evidence the facility obtained
monthly weights except on 03/20/2023 In
addition, thera was no documaentalion the
reswdent refused.

5 Record review revealed the facility admitted R5
on 12/07/2024 with diegnosas which Included
Anxiety, Cognitive impairment, Hypertension, and
History of Brain Aneurysm

Further record review revealed there was an
admission weight of 167, however, there was no
documented evidence the facilty obtained
monthly weights except on 12/07/2024 iIn
addition, there was no documentation the
resident refused

6. Record review reveaied tha facility admittad R6&
on 02/05/2020 with diagnoses which included
Psychosis, Cogritive Disorder, Disruptive
Behaviors, and History of Traumatic Bram Injury
(T8N

Further record review ravealed there was an
admission waight of 174 2, however, there was
na documented evidence the facility obtained
munihly weights excepl on 02/05/2020 In
addition, there wdas no documentation the
resident relused.

G Record review revealad the faciily admitted R7
on D3/08/2024 with diagnoses wiich inciuded
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Depression. and Learning Disability

Further record review revealed there was an
admission weight of 174 8, however, there was
no documernted evidence the faciity obtaned
monthly weighls except on 05/08/2024 In
addiion there was no documentation the
resident refused

On 02/27/2025, a scale was was observed
outside the Administrator's office/nurse station to
record resident’s weights

In an interview with Administrator, on 02/27/2025
at 200 PM, she stated regarding monthly weights
indrcated no weights ware recorded monthly since
she had become Adminisirator. She stated she
had no documentation to venfy that monthly
waights were taken at ali. She siated il the faciity
had not taken and documented the resident’s
weighls, the facility and staff would not be aware
of any weight concerns. She stated she
understood the impartance of resident's weights
and how failing to monitor those weights could
have a negalive outcome in providing care She
stalad she was new in the Administrator rofe and
was still learning her position. She further stated
monthly weights would be put into practice
immadiately and a documented hist would be
placed in the resident's charts.

P 355

P 355 902 KAR 20:036 5(3)cH Seclion 5 Prowision of

Sarvices

Section 9 Provision of Services

(4) APCH or SPCH shall meet the following
requirements ralating 1o the provisions of
residential care services

{c} Dietary services

The cook will ensure all foad is labeled and
dated upon delivery, prior to putting the items
in their proper storage location or upon taking
out of manufacterers packaging to place in
secondary containers,

The cook will make sure all food items are
properly sealed and dated when opened.

An in-service will be had with all kitchen staff
regarding proper protocol on 04/01/25.

Administrator will perform
weekly audits starting on 04/01/2025
through 07/01/2025,

POC completion dale 7/02/2025
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STATE §ORLA

4. Food preparation and storage

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
any indmdual dietary requirement

¢ Modfied diets, nutnent concentrates, and
supplements shall be given only on the written
order of a physician,

d. Atleast three {3) meals per day shall be served
with not more than a fifteen {15) hour span
between the evening meal and breakfasl

e Between-meal snacks, including an evening
snack before bedlime, shall be offered (o all
residents

. Adjustments shall be made f medically
contraindicated

9. Food shall be:

(i) Prepared by methads that conserve nuintve
value, flavor, and appearance, and

(i} Served at the proper lemmperature and in a
form to meet individual needs.

h Afile of lesled recipes, adjusted to appropriate
yeld, shali be maintained

1. Food shall be cut. chopped, or groumnxd 1o ineet
individual needs.

! I & resident refuses food served, subshitutes
shall be offered

k All opened containers or leftover food tems
shalt be covered and dated when refrigerated

I Ice waler shall be readily available to the
residents at all bmes,

m Food services shall be provided in accordance
with 8902 KAR 45.005

¢ eantnuaiion stee! B of 31
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This requiremeant 13 not mel as svidenced by.
Based on observation, intarview, record review
and faciity policy reviews, & was delerinined the
facility falled to ansure food preparation and
storage was followed for resident safaty with the
potential to affect 36 of 36 residents residing in
the facility

The findings mclude .

Review of faciiity policy tited, "Dry Food Storage”,
revision dated 03/01/2022, revealed all fgod items
should be dated Further review revealed food
tems removed from their original containers were
placed in a different contaner, the new container
should be labeted and daled

Review of undated facility pohcy titled. "Position
Deseriplion; Cook”, revealed duties includzad
receiving and examine food ilems and supplies
tor guality and quantity, place food items and
supplies in dry storage, refrigerator, cooler,
and/or freszer to ensure food safety Continued
review revealed duties included utilizing proper
slorage containers and properly labeling and
daling those containers. Furthermore, to avoid
cross-contamination and maintain a safe and
clean kitchen

Obsearvalign of the ktunen. on 12026/2025 al 300
PM. reveaiec Freezer1 conlained bisculs with a
lear on the packaging expasing conlents to air
Cantinued abservation revealed Freszerd in the
paniry had a bag of french fries 1wrn open
exposing the food to air cortaminants. Continued
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! o

observation revealed Refrigerator2 contaned a
package of bacon, two packages of shredded
pizza cheese blend, and a package of letfuce that
had been opened and uncovered and had
axposed the contents to air Further ohserved of
Refrigerator2 revealed a large bottle of 88Q
sauce with an expiration date of 12/2023
Continued observation of the dry goods pantry
revealed a 20-pound bag of carn meal uniabeled,
undated, and uncovered exposing products ta air
and other contaminants. Continued vbservation
revealed a bag of flour that was opened but not
covered, a bag of potato powder with an
expiration date of 01/2015, and a bag of macaron
noodies In 3 clear package but was not covered
to prevent contamination Additionally, there were
two bags of cake mix, one was opened and

uncovered. and the other was unopened but was .

not dated. Furthar observation revealed
Refngerators contained a galion jug of ranch
dressing thal had been apened but had no use by
date, and a boftle of mustard that had expired
according lo the use by date on the bottle

In an interview with Cook1, on 02/26/2025 al 3:45
PM, she stated food items were to ba dated when
received, and any opened food Hems should be
labeled and dated if stored out of the origina!
container. She further staled outdated food tems
should be discarded by the expiration dates
{ocaled on the package. She stated residants
could get sick if served foods that were outdated
or contaminated

0 ar eterview with the Admunestr ator oo
02/28/20¢45 at 3:15 PM. she slaled she expecied
dietary staff 1o ensure the food items were
properly stored, labeled, and dated for safety
She further stated stafl were 1o fullow the
guidahing for rolating old aidd new producls o
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ensure freshness and to prevent serving outdated
tood items. The Administrator further stated all
new food items were (0 be daled when received
and stored She stated whan a food item had
been opened and was stored on the shelfor in a
refrigerator or freezer, the product should be
covered to prevent air conlaminants and had
required an opemnyg date and use by date The
Adminstrator staled these practicas would
prevent food borne liness and other sickness
Addiionally, staff were expecled to follow all
guidelines related to food safely as that would
ensure residents ware provided the best quality of
care
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