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{P 000} Initial Comments {P 000}

Based upon implementation of the acceptable

plan of correction, an on-site revisit survey was

conducted on 06/16/2025 - 06/17/2025. It was

determined the deficiencies were deemed

corrected as of 05/29/2025 as alleged in the

acceptable plan of correction.
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A relicensure and abbreviated survey d o, \"Cl!
investigating complaints KY00045383 and eliciences + OGS |
KY00045471 was initiated on 03/31/2025 and . 0L ’ l :
 concluded on 04/03/2025 with deficiencies cited. iaikioded on 03]31{2025
The Complaints KY 00045383 and KY00045471 i\,\r\rgu%\ﬂ ou[o3[2025 Thﬂ
- were not in compliance with the regulatory 5
- requirements and deficient practice was cited. CE O do ne N i
' The Census was 47
ba c,kcaroor\d Checks on
P 105 902 KAR 20:036 4{10)(a-e) Section 4. P 105

Administration and Operation

' Section 4. Administration and Operation.
' (10} Personnel.
~ (a) In accordance with KRS 216,532, a PCH or

SPCH shall not employ or be operated by an
individual who is listed on the nurse aide and
home health aide abuse registry established by

| 906 KAR 1:100.
© (b} In accordance with KRS 209.032, a PCH or

SPCH shall not employ or be operated by an
individual who is listed on the caregiver
misconduct registry established by 922 KAR
5:120.

" (¢} A PCH or SPCH shall obtain a criminal record
- check on each applicant for initiat employment in

accordance with KRS 216.789 and 216.793.
{(d) Current employee records shati be

. maintained on each staff member and contain:

1. Name and address;

- 2. Verification of all training and experience,
- including evidence of current licensure,
| registration, or certification, if applicable;

3. Employee health records;

" 4. Annual performance evaluations; and
- 5. Documentation of compliance with the
' background check requirements of paragraphs

all employees on
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Administrodor, Asst. Rdain,
: Thi i t is not met id d by: :
Based on record review and interview. f was ond CEO 0SSure 40 yyhen

. determined the facility failed to maintain current

employee records containing evidence of do oll checks Neechod) ’yi\g“q
4

background checks, including the nurse aide
weed

abuse registry and caregiver misconduct registry,

for 3 of 4 employee records reviewed. ;bdo\* ¢ h.i\ri T\LS C\,u Oy |
The findings include: Nw Q,W\Q\D\‘ 0e. .. :

- In an interview with the Administrator on
: 04/03/2025 at 11:15 AM, she stated that there
- was no policy regarding employee records.

Review of the Assistant Administrator employee
file revealed a hire date of 09/12/2024. There
- was no evidence of a criminal background check,
a caregiver misconduct registry, or a nurse aide
abuse registry on file,

- Review of the Medication Aide (MA) 1's

i employee file revealed a hire date of 03/26/2025.

' There was no evidence of a caregiver
misconduct registry or proof of a nurse aide
abuse registry check on file.

Areview of Medication Aide {MA) 2's employee
' file revealed a hire date of 03/27/2025. There

STATE FORM 6849 YQR3M If continuation shast 2 of 38



10:35:30 20.25-06-05 Kpastern

Office of Inspector General

PRINTED: 04/30/2025
FORM AFPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

£X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

100413

B. WING

(X2} MULTIPLE CONSTRUCTION
A. BUILDING:

{X3) DATE SURVEY
COMPLETED

c

04/02/2025

DISHMAN

NAME OF PROVIDER OR SUPPLIER

PERSONAL CARE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

220 WORSHAM LANE
MONTICELLO, KY 42633

(X&) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION i (X5)
{(EACH CORRECTIVE ACTION SHOULD BE i COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE i DATE
DEFICIENCY) i

P 105"

P120

Continued From page 2

“was no evidence of a completed caregiver

misconduct registry or a nurse aide abuse
registry check on file.

In an interview with the Administrator on

. 04/03/2025 at 11:15 AM, the Administrator stated
' she had only been in the administrator role for

. one week. The Administrator indicated that it was
' the Chief Executive Officer's job to obtain all new
. employee's criminal background checks,

- caregiver misconduct registry, and a nurse aide

; abuse registry when the employee was hired.

- The Administrator stated that she expected every
- new hire to have a background check, a

: caregiver misconduct registry, and a nurse aide

i abuse registry to be completed before

. employment to ensure they were eligible for

' employment at the facility.

902 KAR 20:036 4(10)(h) Section 4.

Administration and Operation

© (h} In-service training.

1. Each PCH or SPCH employee shall receive
- orientation and annual in-service training that

' corresponds with the staff member's job duties.

2. Documentation of orientation and in-service
training shall be maintained in the employee's

_record and shall include:

. a. Name of the individual or individuals who

. provided the training;

. b. Date and number of hours the training was

i given; and

- ¢. Asummary of the fraining program'’s content.
_ 3. In-service training shall include:

- a. Policies regarding the responsibilities of

specific job duties;

- b. Services provided by the facility;
' ¢. Recordkeeping procedures;

P 105

P 120
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- d. Procedures for the reporting of cases of adult
» abuse, neglect, or exploitation pursuant to KRS
1 209.030;

. e. Resident rights established by KRS 218.510

! through 216.525;

' {. Aduit learning principles and methods for

assisting residents to achieve maximum abilities
in ADLs and IADLs;

- g. Procedures for the proper application of

. emergency manual restraints;

- h. Procedures for maintaining a clean, healthful,
- and pleasant environment;

- i. The aging process;

- J. The emotional problems of iliness;

k. Use of medication; and
I, Therapeutic diets.

- 4. Each SPCH shall ensure that at least one (1)
- direct care staff member in addition to the

- administrator completes the menta iliness or

" intellectual disability training workshop

established by 921 KAR 2:015, Section 14, within
six (6) months of hire and every two (2) years

" thereafter. An SPCH shall employ at least one (1)
+ direct care staff member who has received the
 training,

This LEVEL A is not met as evidenced by:
' Based on Observation, Interview, and review of
- the facility policy, it was determined the facility

failed to ensure that all dietary staff maintained a

: food handier card and one staff member was a
: certified food protection manager, per county

DISHMAN PERSONAL CARE HOME MONTICELLO, KY 42633
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revealed the facility will follow all refevant local,
' state, and federal laws, regulations and
standards.

: Review of the county's health department

. website revealed, as per Health Department and

: the FDA Food Code 2013 requirements, each
establishment shall have a certified food
protection manager who is able to direct and
control feod preparation and service.

- The focal health department requires all food
handlers to become certified food employees.

- In an interview, on 04/01/2024 at 9:28 AM, Health

- Environmentalist stated that one staff member
from the facility had to take the "Food Managers
Class” and any staff member who prepared or
cooked food needed to have a food handler card.

In an interview, on 04/01/2025 at 9:45 AM, Cook
1 stated that both she and Cook 2 were
managers of the kitchen but that she had not

* taken any course for management certification

+ and did not currently hold a food handler card.

In an interview, on 04/01/2025 at 9:45 AM, Cook
2 stated that he was a manager of the kitchen but
did not hold any certifications or a food handler

' card. Additionally, Cook 2 stated that it had been

' "a fong time" since he or Cook 1 had any of their
certifications updated.

. In an interview, on 04/03/2025 at 3:31 PM, the
- Administrator stated no current staff member had
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i Administration and Operation

: Section 4. Administration and Operation.
- (11} Medicat records.

{b) Each record shall include:

5. Physician, health care practitioner, or QMHP
. progress notes indicating any changes in the
' resident’s condition, documented at the time of
- each visit by the physician, health care
* practitioner, QMHP, or consultant;

~ This requirement is not met as evidenced by:
Based on record review and interview, it was

- determined that the facility failed to maintain

: current resident medical records containing
physician or health care practitioner notes
indicating any changes in the resident's

- condition, documented at the time of each visit

- for one Resident (R) (Resident 1) of 26 sampled

- residents records reviewed.

The findings include:

. During an interview on 04/01/2025 at 1157 AM,
- the Administrator stated, “The facility does not

- have a policy that describes what documents

: must be the resident’s medical record."

Areview of R1's "Admission Face Sheet"
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P 155!
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Continued From page 6

| revealed that the facility admitted the resident on
1 01/30/2025 with a diagnosis of schizophrenia and
: depression.

. Areview of R1's medical record revealed that he
| was admitted under Nurse Practitioner 1's

- services. The review further revealed that R1's

- medical record contained no notes from a

healthcare practitioner since his admission on

- 01/30/25,

During an intetview on 03/31/2025 at 3:30 PM,
- R1 stated, "l have seen the nurse practitioner a
- couple of times since | have been at the facility.”

' During a further interview on 04/03/2025 at 11

- AM, the Administrator stated, "Nurse Practitioner
1 had seen R1 a couple of times but uses her

_ company's laptop with their system, and we do

- hot have access to the records. We have

- requested the records of the residents in the
 facility that Nurse Practitioner 1 cares for but

. have never received the visit notes or lab results
- ordered on residents." The Administrator stated,

"This has been an ongoing issue with Nurse
Practitioner 1, and the facility is in the process of

- discontinuing services.”

802 KAR 20:036 4(11)(b)9 Section 4.

© Administration And Operation

- Section 4. Administration and Operation.
- {11) Medical records.

{b) Each record shall include:

. 8. Documentation of social services, dental,

. laboratory, x-ray, or reports from consultants or
 therapists if the resident receives any of these

| services;

P 155

P 175
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: This requirement is not met as evidenced by:
. Based on record review and interview, it was
. determined that the facility failed to maintain

* current resident medical records containing

~ documentation of laboratory results for one

- Resident (R) (Resident 1) of 26 sampled

- residents records reviewed.

- The findings include:

: During an interview on 04/01/2025 at 11:57 AM,
. the Administrator stated, "The facility does not

i have a policy that describes what documents

: must be the resident's medical record.”

Areview of R1's "Admission Face Sheet"
. revealed that the facility admitted the resident on
- 01/30/2025 with a diagnosis of schizophrenia and
| depression.

. R1's medical record review revealed that Nurse
Practitioner 1 admitted R1 under her care. The
 review further revealed that R1 had the following
! labs: CMP, Lipids, A1C, UA, Hep C, and Lithium
levels on admission and monthly lithium levels.

However, R1's medical record contained no
- laboratory results since admission on 01/30/25.

- During an interview on 03/31/2025 at 3:30 PM,
- R1 stated, "No one has ever discussed any of my
lab results since my admission to the facility."

- During an interview on 04/03/2025 at 3:05 PM,
. Nurse Practitioner 1 stated, " | don't have R1's
' lab results."
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' During a further interview on 04/03/2025 at 11 LO“\') ootk Laill bQ
- AM, the Administrator stated, "Nurse Practitioner
© 1 had seen R1 a couple of times but uses her do QS
company's laptop with their system, and we do M @)ﬂ S“—Q.
. not have access to the records. We have b
' requested the records of the residents in the Qd D[-\-
: facility that Nurse Practitioner 1 cares for but O‘"dﬁf \\
- have never received the visit notes or lab results
: ordered on residents.” The Administrator stated,
"“This has been an ongoing issue with Nurse
- Practitioner 1, and the facility is in the process of
» discontinuing services.”
P 195 902 KAR 20:036 4{11)(b)13 Section 4, P 195 .
- Administration and Operation {AO\N\\ (\(3\\“&\0" (Y\LLQ.‘.Q_
Section 4. Administration and Operation. UL Q_\\ W‘\S
{11} Medical records.
{b) Each record shall include: on U
13. Copy of a completed SMI Screening Form for W v !
- each PCH or SPCH resident; and ounch CQNQ\M 6—‘[0 ql2425
SME 1 Gl resdent>
| Clrorks . This Laas (5‘“@'
- This requirement is not met as evidenced by: oU I o9 \ 2_025
Based on the interview and record review, it was O(\ 1 OQ’ZO LQ
determined that the facility failed to ensure the . !
' completion of the Serious Mental {liness (SMI) MM‘NS* rodor pot G ol
- Screening Form for 10 of 26 sampled residents: 25 :
Residents (R) R1, R2, R4, R5, R6, R7, R8, R10, CQQ\-\ n ol A
R17, and R22. intols M o
The findings include:
; g VwSSum Hhad T SN(E
- On 4/03/2025 at 11 AM, the State Survey Agent Q\Q:“'-d odnen CQW@’
SSA) requested the facility's policy for ensuri ! . 0
{ }req acility's policy for ensuring i \_‘_\\. |
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P 195: Continued From page 9 P 196

the SMI Screening Form was completed:
i however, the facility had no policy for completing
i that form.

- 1. Record review revealed the facility admitted

: R1 on 01/30/2025, with diagnoses that included

" schizophrenia and depression. Further record
review revealed no documented evidence of an
SMI Screening form in R1's record as required.

- 2. Record review revealed the facility admitted

- R2 on 05/17/2017 with the following diagnoses:
- acute renal failure. A continued record review
revealed no documented evidence of the

' required SMI screening form in R2's medical

' record.

. 3. Record review revealed the facility admitted

: R4 on 01/16/2024, with diagnoses that included
schizophrenic affective disorder, hypertension,

. and diabetes, Continued review revealed no

- documented evidence of the required SMI

' Screening form,

- 4. Record review revealed the facility admitted

' R5 on 06/27/2022, with diagnoses which
included dementia and pacemaker. Further
record review revealed no documented evidence

. of the required SMI Screening form in the

- medical record.

. 5. Record review revealed the facility admitted

. R6 on 11/01/2024, with diagnoses to include

- epilepsy, schizophrenia, and major depressive
disorder. Further record review revealed no
documented evidence of the required SMI

- Screening form.

6. Record review revealed the facility admitted

Administroler poeny
tarough +Hhe
follovairey Sampled]
resdents plos all

Hhe Ofurs o Make
Surld ol AL Correet

SMT fermg baas
oUW residants Onhacis.

: 0‘4’ 24D
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P 195! Continued From page 10

1 R7 on 12/22/2023, with no admitting diagnoses
' listed. Further record review revealed no

* documented evidence of the required SMI

. Screening form.

7. Record review revealed the facility admitted
" R8 on 12/05/2024, with diagnoses to include

obsessive-compuisive disorder and

- schizophrenia. Further record review revealed no
. documented evidence of the required SMI
- Screening form.

- 8. Record review revealed the facility admitted

- R10 on 11/12/2024, with diagnoses which

| Included Anemia, morbid obesity, schizophrenia
: affective disorder, and anxiety. Further record

review revealed no documented evidence of the

_required SMI Screening form in the medical
- record for this resident.

9. Record review revealed the facility admitted
' R17 on 11/01/2024, with no admitting diagnoses
. listed. Further record review revealed no

documented evidence of the required SMI
Screening form in the medical record.

10, Record review revealed the facility admitted

' R22 on 10/30/2015, with diagnoses that included
- paranoid schizophrenia, hyperlipidemia,
~hypertension, and non-insufin-dependent

- diabetes. However, further review revealed no

~ documented evidence of the required SMI

- Screening form in the resident's medical record.

- During an interview with Administrator 1 on April

- 2, 2025, at 11:13 AM, she stated that the

. previous Administrator had neglected to complete
| the SMI Screening form before the admission of

new residents to the facility. The Administrator

P 195
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°d From, | Doring in serutce. held
emphasized the importance of completing the i 4
SMI form for prospective residents before their On Oy ll(D,‘ 20 6 | \U\T"
admission, stating "that it is essential to ensure ) 1 \
they meet the eligibility requirements for a Ooniaasiador Lot oser @A
Personal Care Home." M ‘ d i
P 210 902 KAR 2(:036 5(1){a) Section 5. Provision of P 210 -
Section 5. Provision of Services. . \\{QQ& (.OQM mc‘p
1 (1) Basic health and health related services., ) .
' (a) APCH or SPCH shall provide basic health Stoodions L ¢ eSidents
. and health related services, including: :
1. Supervision and monitoring of the resident to ﬂQQdS "'f) bQ M m
ensure that the resident's health care needs are .
met; l5 mMinute C)('\)ZLkS .
2. Supervision of self-administration of
medications; Mm‘\ i S.& r&-\or &‘SQ
- 3. Storage and control of medications; and . |
- 4. Arranging for therapeutic services ordered by \MW Ouex 5\5 i(_\doJ 5
the resident's health care practitioner, if the & . g_ M
| services are not available in the facility. Q‘Q.S.\ OO &N ¢ :
OsQ Yol B\ € esgw
oy Os€ O
horoan themselues or
| Ofaxs Hagm ol
' This requirement is not met as evidenced by: 30 e
' Based on record review, facility policy review, "'O \(J*QQ QQ’%L&
- and interview, it was determined that the facility LY
" failed to provide supervision of a resident to \"{ \(\ SMI\ Q‘*
' ensure that the residents health care needs were :
met for one Resident (R) (Resident 1) of 26 o\l At Mg O )
- sampled residents,
The findings include: C{\,—\- %
STATE FORM €899
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P 210. Continued From page 12

: A review of facility policy, "Policy 4.11 Suicidality

- and Risk Assessment Policy" {undated), revealed
- that a resident with suicidal ideation must be
- continuousty engaged and not left alone.

A review of R1's "Admission Face Sheet"

revealed that the facility admitted the resident on
01/30/2025 with a diagnosis of schizephrenia and

. depression,

- Areview of R1's medical record revealed a

. progress note entry on 02/07/2025 at 10:15 AM

: when R1 heard voices telling him to walk out into
: traffic. The staff tatked to the resident and

1 advised R1 to stay in the facility for the time

| being and talk to the staff about the voices. The

. Administrator notified Nurse Practitioner 1 and

' the resident was placed on 15-minute checks.

' However, a review of R1's medical record

revealed that the resident never received

~15-minute checks and was just instructed to stay
inside the facility.”

During an interview on 03/31/2025 at 3:30 PM,
' R1 stated, "l don't remember any situations when
" the staff stayed with me one-on-one.”

During an interview on 04/03/2025 at 3:05 PM,
. Nurse Practitioner 1 stated she ordered Rt to be
- on 15-minute checks due to suicide ideations.
. Nurse Practitioner 1 further said, "We always do
' 15-minute checks for any resident experiencing
: suicidal ideation. | expect Dishman staff to follow
| supervision orders due to the seriousness of
: threats that can lead to suicide in vulnerable
| unsupervised residents.”

- During an interview on 04/03/2025 at 11 AM,

P20 1 Eme Arrves 4o mSU‘Qg

Hate Soledy-
Amis gt A3 Qoes |
@\SQ( sucidol (E’,\{cmra(\%
": |
Q\Lﬁ(u &“}% ) r\\’5ur€,
e Vil O doeS

s -

Wi .

¢ ol rues§
g?d O(%W\Q,M“é‘(\s
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- Administrator 1 stated, "One-on-one supervision i Q i
- would be ideal for suicidat ideation to prevent m %(S‘OM m
- residents from committing suicide, but we don't
1 have enough staff to do this, especially during the A 0N Q M\\L ’W\(‘(_\%\f\ ;
» evening and nighttime hours due to only having O |
- one staff member in the building." Administrator 1 +O ;
further stated that she had reviewed the 0( 200N OO .
| supervision logs, and R1 never had 15-minute ensLTL P N !('OGV\M ;
. checks on 02/07/2025."
| Cesidents Nadk Lohed
P 315, 902 KAR 20:036 5(3)(a) Section 5. Provision of P 315 ‘

. Services

Section 5. Provision of Services,

1 {3) APCH or SPCH shall meet the following

. requirements relating to the provisions of

| residential care services:

- (a) Room accommodations.

. 1. APCH or SPCH shall provide each resident
with:
a. A bed that is at least thirty-six (38) inches

- wide;

. b. A clean, comfortable mattress with a support

- ¢. A mattress cover;

d. Two (2) sheets and a pillow; and

- e. Bed covering to keep the resident comfortable.

- 2, Each bed shall be placed so that a resident

- does not experience discomfort because of

- proximity to a radiator, heat outlet, or exposure to

! a draft,

' 3. Except for married couples or domestic
partners, there shall be separate sleeping
quarters for males and females.

: 4. APCH or SPCH shall provide:

. a. Window coverings;

. b. Bedside tables with reading famps, if

© appropriate;
¢. Comfortable chairs;

W
- mechanism; ‘:DTQBSQ,\'% 0{@ \\%h-\g 0{\& O’\\ﬁ\

wns Neecled and |
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P 315 Continued From page 14 P 315 Q\Q,C.\Q_\]@_(\ ,l,m d\fQSSQXSI ;

d. A chest or dresser with a mirror for each
resident; and

' e. Anight light.

- 5. Aresident shall not be housed in a room,

- detached building, or other enclosure that has

' not previously been inspected and approved for
: residential use by the Office of Inspector Generat
+ and the Department of Housing, Buildings and

1 Construction.

' 6. Basement rooms shall not be used for

' sleeping rooms for residents.

- 7. Residents may have personal items and

: furniture, if feasible.

'~ This requirement is not met as evidenced by:
~Based on observation, interview, and facility

: policy review, the facility failed to provide each

: resident with two sheets, and/or a dresser/chest
+ with a mirror. In addition, residents were being

housed in a new enclosure that had not been
inspected and approved by OIG or the

- Department of Housing, Buildings and
- Construction for 12 of 26 sampled residents

"The findings include:

. Observation on 03/31/2025 at 3:53 PM of Room
2, revealed no sheets on the residents bed.

' Resident (R} 21 stated he liked sheets on his bed
and had asked for sheets but none were given to
: him.

- Observation on 03/31/2025 at 3:15 PM of Room

Na-Stand, on
05/ol|2026.
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: 11 revealed one bed with no sheets, R13 stated
. he liked having sheets, and sometimes they had
sheets and sometimes they did not.

" Observation on 03/31/2025 at 4:45 PM revealed

" two resident rooms had been added in an area
that was a prior break room. Two beds were
noted in one reom and one bed in the other
room. One resident was observed in each room

. during observation, Further observation revealed

- each room had conduit running from the light

fixture, down the wall to a light switch and an

- electrical outlet in each room.

' During an interview on 04/03/2025 at 3:00 PM
with R10, R10 stated she could not put her
. lipstick on due to no mirror in her room.

. During an interview on 04/03/2025 at 3:23 PM

. R17 stated she kept all her personal belongings
: on the floor in boxes due to no closet or chest

- available in her room.

During an interview on 04/03/2025 at 3:37 PM
with R6 she stated { do not have a dresser or
- closet and | keep my clothes in bags on the floor.
- R6 further stated "This is my home and | only
. have this bed".

- During an interview on 04/02/2025 at 11:15 AM
Maintenance 2 stated the building owner
instructed him to close in the two rooms. He
further stated he used the existing light fixtures
and electrical outlets in the two new resident

" rooms. Continued interview revealed he was not

. aware of an inspection completed after the work

. or that the work needed to be inspected.

' During an interview on 04/03/2025 at 4:15 PM
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Section 5. Provision of Services.

- (3) APCH or SPCH shall meet the following

. requirements relating to the provisions of

' residential care services:

i (b) Housekeeping and maintenance services.

1. APCH or SPCH shall:

. & Maintain a clean and safe facility free of
unpleasant odors; and

" b. Ensure that odors are eliminated at their

. source by prompt and thorough cleaning of

- commodes, urinals, bedpans, and other sources.

This requirement is not met as evidenced by:
Based on observation, interview, record review,

. review of the facility's job descriptions, and

. review of the facility's policy, the facility failed to

- maintain a clean and safe facility and ensure that

+ odors were eliminated at their source by prompt
and thorough cleaning of commodes and other
sSources.
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P 315 Continued From page 16 P 315 \V\ -‘~>2 M‘f\ WGD
: with the Administrator, she stated the rooms were O\ \g- ‘\'6 ﬂ’\gbk( e
- cregted in December 2024 or Janugry 2025 by ( ‘85“\ V\"\’S .e\[e‘( krn\\(}g
. maintenance and she did not know if any
- inspection of the new resident rooms was S
- conducted prior to putting residents in the rooms.
. Continued interview revealed the facility had I"U-( N Nfe’ O+ V\Qrﬁ 3,25
. plenty of sheets and bed covers. She stated the . W\\ {\ 5’
residents only had to ask for them when they \(\
needed them. The Administrator further stated () \’\d
she was expecting a delivery today with some \\/\Q +\{\(m h a(\
| furniture, possibly dressers, \R0- r,
| 0508 Jord
P 320, 902 KAR 20:036 5(3)(b)1 Section 5. Provision of | P320 |
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P 320: Continued From page 17 P 320

. The findings include: BU( \ \'\Q) MO(\)(V\M

Observation on 03/31/2025 at 3:20 PM revealed ‘\ N Se_(\fl(/e I ri’kﬁhﬂ(

a str|ong odor of feces outside the door'of the
oftwo dﬂfﬁudf:“;hl} Oztﬁ‘l’d:f ook vsos (amglel-ed
+ commode full of brown liquid, and toilet paper.

| Revie:w pf the "Nurse Aide and Orde'rly“ job O‘(\ O-s\ Q‘-] ' 2026 |
e e e ™ and on | lel2025

- housekeeping duties in all parts of the building,

'~ and to thoroughly clean resident rooms when ; O‘dmu\‘SWUJ'OY W

. hecessary.

. Review of the "Medical Assistant” job description, D\ oY ‘)D\‘) C&OJ\'\ QS |
- undated, revealed they were responsible for i
. maintaining a safe, clean and healthy .
1 environment through light housekeeping S;()( W\ SY\\Q*
" including changing bed linens, dusting,
sweeping, mopping and laundry. The Medical ~
Assistant was also responsible to keep restrooms af\d N\\L\'} ‘S.
clean and mopped hourly. .(; h
el OF ead
- Review of the facility document titled "Training e’xp ;
- Packet" revealed 2nd shift duties included, ’ 1
- checking bathrooms to keep them cleaned up, e.mptﬁq é’_Q Dﬂ Wl r

helping with supper and cleaning up the kitchen

and doing laundry., .
- Further review of the training packet revealed 3rd Sh\%'\'s .

: shift duties included checking bathrooms and

. laundry baskets, doing laundry if needed, dust,

. sweep, mop and emptying the trash in the office.

* And 2nd shift staff were responsible to ensure

- the bathrooms were clean before 1st shift
arrrived.

]

\\u\?’q

. Continued review of the training packet revealed

STATE FORM 6899 YQR311 If continuation sheet 18 of 38
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. staff were required to clean floors, check the

- bathrooms, sweep the hallways from end to end

and all of the resident rooms, sweep and mop the

- breezeways, wipe the walis down, and the
bathroom doors, re-mop if the floor had marks,

- clean windows and doors, do laundry and

- passing it out to the residents, heip with cleaning

: the kitchen, sweeping the floors, mopping, wiping

. the tables, and rechecking the bathrooms before

i going home. However the training packet failed

. to identify the staff responsible to complete those

 tasks.

©In an interview on 04/01/2025 at 2:00 AM with the
. Administrator, she stated there was no set

- cleaning schedule. She stated each shift should

: be cleaning, sweeping and mopping the

| bathrooms. She stated she was responsible for ] .
 oversight but had not had any issues. CA &E)J\U\KS ond k‘ epng
' During an interview on 04/01/2025 at 3:17 PM R C\ £L0N ‘Q‘U\C\.\‘\\’\\ O‘NJ

. with the Administrator she stated each shift was

" required to sweep the hall and bathrooms. She
further stated maintenance had unstopped the

. commode in the men's bathroom but the

' residents put items in the commode that stopped
| it back up again.

- During an interview on 04/02/2025 at 10:20 AM
with the housekeeper she stated the commaode

" had been stopped up for a leng time and
maintenance had attempted to unstop the

. commode.

. During an interview on 04/02/2025 at 11:15 AM

. with Maintenance 2 he stated he was not aware

. until today the commode was stopped up. He

" further stated if anyone had worked on the
commode it would have been him but he had not
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. attempted to unstop it. He further stated he
. planned to pull the commode tomorrow morning.
- During an interview on 04/03/2025 at 4:15 PM
. with the Administrator, she stated education had
. been provided for cleaning and that staff would
: be getiing more training on cleaning.
P 330, 902 KAR 20:036 5(3)(b)3 Section 5. Provision of | P 330 r \
" Services 1614 s C)k.\n C\)
| : Y
I Section 5. Provision of Services. ’QQ\\ C\.Q C\(\d L

. (3) APCH or SPCH shall meet the foliowing

| requirements relating to the provisions of

| residential care services:

' (b} Housekeeping and maintenance services.

. 3. Safety. The condition of the overall

- environment shall be maintained to ensure the
. safety and well-being of residents, personnel,

. and visitors.

- This requirement is not met as evidenced by:

. Based on Observation, Interview, and review of
 the facility policy, it was determined the facility

i failed to maintain a clean and safe environment
. to ensure the safety and well-being of residents,
: personnel, and visitors . Observations, on

1 04/03/2025 revealed multiple residents smoking

inside the facility.

- The findings include:

W50
Hazoxd £LOSONS o3

Naningstrader Collecdhek
UM Cj\r\LuS Leom
Ao f&‘\dﬂi\‘(g-
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P 330? Continued From page 20

. Review of the facility's policy titled "Resident

- Smoking Policy," undated, revealed smoking is
. restricted to the outside of the facility. Residents
| may not have lighters or matches in their

. possession. No smoking is allowed in patient's
rooms or anywhere inside the facility.

Interview, on 04/02/2025 at 10:03 AM, Resident
. Family (RF)2 stated that when she would visit her
: family in the facility, she would see residents
- smoking in their rooms and her family member
- had "burn holes" in their cover and bed when
' they would drop lit cigarettes on their bedding.

. Interview, on 04/02/2025 at 11:37 AM, RF3

1 stated that when they would come to visit their

| family member in the facility, they would walk up

' the halls and see several residents smoking in
their rooms with no staff intervention.

. Observation, on 04/02/2025 at 2:53 PM, revealed

. the Administrator walking down the main hall and
turning around and asking staff to open a
resident’s door because she could "smell

. smoke". The Administrator stated, "I know they

| smoke in their rooms."

Observation, on 04/03/2025 at 10:00 AM,

- revealed a resident smoking in the hallway the

- lead to the smoking area. The smoking area was

. closed and had sandbags preventing the door

- from being open and a blanket laid in front of it.
There was a handwritten sign taped to the door
stating "Don't go out here. Smoke out back or

- front because of flooding.”

Observation, on 04/03/2025 at 10:12 AM,
“revealed Resident (R)6 lighting a cigarette in the

el Snmokn
e Wik o

|

Paso  AdmnisTrarel wend

When & 55 domoy
praives Wi wolk
odmi Poges e
: MN\! o \gmolci 9
el
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P 330: Continued From page 21 P 330 /\' {Y\b“'\)n S etvich f
. common area and then proceeding outside. w\ 5-\-0_ O\Amts\-m;b(
 Observation, on 04/03/2025 at 10:14 AM, W &q\\’ el Swmorwg
i revealed a resident sitting in the vestibule of the :
' building on a milk crate smoking a cigarette. Pb\‘ Of C%-'(\d wt M i d
| Ao Lol 4 .o
- Interview, on 04/03/2025 at 10:15 AM, e DL‘ 16
: Housekeeper 1 stated that some staff wouid let d M :
- residents smoke in the vestibule area but she did L’G OJ\'\[ 8 'G
. not because it wasn't safe. Housekeeper 1 was LS
i observed telling the resident that she needed fo S@-@S O < b(
: go outside and finish her cigarette. Wi 4 \t% Wwes
 Observation, on 04/03/2025 at 10:32 AM, N*(/\“QS \{'
- revealed two residents sitting in vestibule sitting (p(\.c\s az:\-&
- on mifk crates smoking cigarettes. 3L O
- Observation, on 04/03/2025 at 10:40 AM, {)\/\Q_,m
. reveated three residents smoking in the hal
! leading to the outside smoking area.
- e (e eMQ\WCﬁS&r
Interview, on 04/03/2025 at 10:40 AM, R6 stated @A f‘CS‘ M\'
- that she thought it was okay to smoke there gt \'\
» because she saw several of the male residents N QD\T \' \
~ smoking there "all the time". S(Y\Dp q) .
- Interview, on 04/03/2025 at 10:46 AM, the %
. Administrator stated that she was not sure if OJ-Md
 residents were able to smoke in the vestibule \Oﬁ \ (\S AL
area, she knew residents would smoke there but
- she was not sure if they were allowed to. In
: confinued interview, the Administrator stated that
' she didn't know how she was supposed to keep
' residents from having lighters or matches
because they could “just go buy more” if she took
the ones that they already had. Additionally, the
1 Administrator stated that smoking inside could be
. a safety hazard to residents as it could lead to a
“fire in the building
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_ Services

" Section 5. Provision of Services,

. (3) APCH or SPCH shall meet the following

: requirements relating to the provisions of

. residential care services:

! (b) Housekeeping and maintenance services.

! 4. Maintenance. The premises shali be well kept

: and in good repair as established in clauses a.

: through d. of this subparagraph.

» a. The facility shall ensure that the grounds are

- well kept and the exterior of the building,

' including the sidewalk, steps, porches, ramps,

; and fences, are in good repair.

" b. The interior of the building, including walls,

* ceilings, floors, windows, window coverings,

- doors, plumbing, and electrical fixtures, shall be

+ in good repair. Windows and doors shall be

' screened.

» . Garbage and trash shall be stored in areas

- separate from those used for the preparation and
storage of food and shall be removed from the

. premises regularly. Containers shall be cleaned

' regularly.

. d. A pest control program shall be in operation in
the facility. Pest controi services shall be
provided by maintenance personnel of the facility
or by contract with a pest control company. Care
shall be taken to use the least toxic and least

- flammable insecticides and rodenticides. The

. compounds shall be stored under lock if stored

by the facility.
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P 335 Continued From page 23

: This requirement is not met as evidenced by:
' Based on observation, interview, and facility

. policy review, the facility failed to maintain a

- clean environment and provide maintenance
' services for 26 of 26 sampled residents.

Review of the job description titled "
. Housekeeping Assistant/Health Assistant Floor"
! not dated revealed the duties included
: performing housekeeping and cleaning within the
» facility,

_ Review of the document titled "Job

. functions/Duties, for the medical assistant

; included maintaining a safe, clean and healthy
- environment through light housekeeping

+ including changing bed linens, dusting,

. sweeping, mopping and laundry of clients.

Further review of the policy revealed a job duty

. was to keep restrooms clean and mopped hourly.

- Observations on 03/31/2025 at 3:35 PM included

one of two commodes in the men's common
shower/bath room was backed up and full of a

- dark brown liguid substance. One of two sinks

: were stopped up and holding water. Additionally
 tites were missing from the bottom of the inside
. wall next to the door of the men's common

bathroom.

- Further observation of the men's common

- shower area revealed no liner or bag in the trash
' can.

| Continued observation revealed a small closet
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03] 212025
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! i acility ousnNy has
: near the shower where the hot water heater was . _\
 located with papers and trash observed around O CO(\-\\(‘Q_(;\ L W
| the water tank. Q (,CC_\ ?/6
: FO-HC IO Q—h‘t | \
| Observation on 03/31/2025 at 4:35 PM in the Q\@\‘C ' e D‘)\d
 kitchen area revealed the kitchen sink leaking el S |
- into the floor and a blanket placed in the floor to (..\.j oNns an 4
- catch the water. Cbm L 0ON MO 3 \S :
~ Observation on 03/31/2025 at 4:00 PM revealed G
- the single women's shower room with dirty 202. :
- clothes noted lying in the fioor. ; e M Wa L
. -Se{VeL! |
s Interview on 04/02/2025 at 10:20 AM with w\‘f\,‘:\ W SC‘W -3 ;
- Housekeeper 1, she stated the commode in the W o\ el Ph\f Si
 men's commoen shower room had been stopped Wl Cd O\f()—'\'s O 5
: up for a long time. She estimated longer than two 1)) (dAf . ?_f’S ;
; weeks. The housekeeper stated she cleaned the S o g (\55 Si .
: bathrooms daily. d'(’)rid A Cogm.f., 05/0} /ZE
. 11 -
' During an interview with the Administrator on UQWU\ S ?DY'e' Lot ‘\’\’\
1 03/31/2025 at 4:20 PM, she stated the resident ou/\d S*O’Q:' O\
- rooms were cleaned daily, and deep cleaned - ‘\{/ AN 4
- weekly which included sheets to be changed. K«‘ 1 &5 Sha Wfé\‘
- She further stated the haliways and bathrooms p¢/bl/r00- ot areX
- were to be cleaned each shift, OV {?ij‘ ™ Si
| Pols |
P 345 902 KAR 20:036 5(3)(¢)2 Section 5. Provision of | P 345 0\-‘\-‘} S
. Services YA mol\:"l’\M 1h-5ed N 04/27/?5
| A Tprg o RO
. Section 5. Provision of Services. ? M\r\ i
' (3) APCH or SPCH shall meet the following { WQ_Q )
' requirements relating to the provisions of S
" residential care services: ‘
(c) Dietary services. i
- 2. Therapeutic diets. If the facility provides 3
» therapeutic diets and the staff member }
- responsible for food services is not a licensed !
. dietitian or certified nutritionist, the responsible 1
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staff person shall consult with a licensed dietician
» or certified nutritionist.

- This requirement is not met as evidenced by:

' Based on observation, interview, record review

" and review of the facility policy it was determined

. the facility failed to provide therapeutic diets to

. residents and failed to have staff members

: responsible for food services, who were a

- licensed dieticians or a certified nutritionist. In
addition, the facility failed to consult with a
licensed dietictan or certified nutritionist for three

- of six sampled residents, Resident (R) 24, 25,

rand 26,

The findings include:

" Review of the facility policy titled, "Dishman PCH
. Policies & Procedures Manual® revealed the

+ facility did not have a policy regarding a licensed
 dietician or certified nutritionist.

Observation and interview with R24, on
04/01/2025 at 12:10 PM, revealed R24 was
eating goulash, garlic bread, and mandarin

'~ oranges. The resident acknowledged that they

i were enjoying their meal. Additionally, the

! resident stated that they did not receive meals
that were different than what the other residents
were eating. Continued observation revealed the

X$HID | SUMMARY STATEMENT OF DEFICIENCIES D SROVISER'S PLAN OF CORRECTION po
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P 345 Continued From page 26 P 345 .
ecdont P Ig o diot K\\CNK\ Stedf has
' resident was on a "low carb” diet. ; ‘ ;
i Ob tion intervi 04/01/2025 at 2:46 ; \ (A \” E 5
. Observation interview, on at2: E \ng :
' PM, R25 and R26 stated that they were not given NeNus on A Jr 09\0\\7’
' meals that were different from the other & ! S
residents, they ate what they were given. cOX '{}0 X v QS(C\Q(\ ;
- Observation of R25's chart revealed the resident
~ should be on a "reduced carb” diet. Ao bQ o\ o ATV
. Observation of R25's chart revealed the resident . 1oy d oeS i
: should be on a "cardiac diet". Ten enswé i ol
! pot (e Ol
» Interview with Registered Dietician (RD)1, on _ \(}%Q(
+ 04/02/2025 at 9:56 AM, stated she had not had a '/\7‘ )Tc\f\.@v'\ (o ‘(:-(—
- contract with the personal care home since ) Ca  rew Stos
: . W o+
- 12/31/2024, when her contract expired. RD1 i
. stated that the personal care home had 05
. contacted her on 04/01/2025 to negotiate a new "\ oy e NDM’M\\{
‘ contract. gaMiﬂ‘U-)' (e—?(eghl’s w\-
‘ - (V1R
in an interview, on 04/03/2025 at 3:31 PM, the N el
Admini |G D
. Administrator stated that she was unaware that OL\\ 'Id&,\‘
. the Registered Dietician was no ionger 0 S '(M{ &_\\ = T Lt
i contracted with the facility. Continued interview | _‘(\% f;@'\\b\/‘f{d 06/7/
' revealed, not having a dietician or nutritionist GL('Q 29 . UL.
could cause harm to residents because the \ E \ Oér\' ) nSe (i ;
facility did not have anyone on staff to oversee {M——\'&Q (_‘X’
 the special diets for residents. The administrator E¥y XN Ny o
- stated that if the residents were not following the
 diets they needed it could cause them healith
" issues and potentially cause them to have to be
hospitalized.
P 350° 902 KAR 20:036 5(3)(c)3 Section 5. Provision of | P 350
- Services
Section 5. Provision of Services.
(3) APCH or SPCH shaif meet the following
reguirements relating to the provisions of
. residential care services:
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P 350! Continued From page 27 P 350 :/\(\ k
N ' P29 e Kildhen N\m\u%ﬁf A
. (c) Dietary services. ‘ \
! 3. Menu planning. ! \S (‘QSQO(\S(\O\Q $0( Qb\
i a. Menus shall be planned in writing and rotated
| to avoid repetition. \{QQ_&)\{\C\ G
| b. APCH or SPCH shall meet the nutrition needs ().OO‘(
i of residents in accordance with physician's mo_nu 91V ’W\L
» orders.
c. Except as established in clause e. of this MW\\“\S!('(U‘-\O‘ U\\\\\ bQ,
. subparagraph, meals shall correspond with the
posted menu. 'H’\Q Clmb(s
d. Menus shall be planned and posted one (1) C\‘\%\("‘r\% v
week in advance.
e. If changes in the menu are necessary: '\'0 ek SLWQ 'W\Q}( '\N
{i) Substitutions shall provide equal nutritive
value; MQX\\)S e QQM
if) The changes shall b ded on the menu;
(g changes shall e recorde ‘ The ersistant Admindilr oW
j gi()))l\’;?;;gs shall be kept on file for at least thirty mﬁ dQ O b\ r\d Y ,(—0( 6)
| W\ Kidchen PP ie: \¢ -
Th(,\L 15 done Cic»{Li___,___..__
oL Wl Conkinul. our ‘
f \Jisit again Lot Yhe Q)\Slt\l;\
This requirement is not met as evidenced by: \ . \
Based on observation, interview, and review of ‘)'\OJ\\'C}.QV\ ofey pur Sty s
the facility's policy, it was determined the facility S -
failed to post planned menus one week in MQ"‘ Menu | U?
advance. The facility had not replaced the “Fall” TO Koo twis Scom O(r_un“S
menu with the most current "Winter” menu that k,
was posted in the dining area for residents, W el ConiinLe Yo QQP
- guests, and staff to view. The facility census was < \)\. Qd m
47, N On O
. The findings include: VA0 Sy wid kS.
' Review of the facility's policy, titled "Kitchen :
STATE FORM 6899 YQR31 If continuation sheet 28 of 38



10:35:30 20.25-06-05 Kpastern

PRINTED: 04/30/2025

FORM APPROVED
Office of Inspector General
STATEMENT OF DEFICIENCIES (X1) PRGVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A, BUILDING:
C
1004143 B, WING 04/02/2025

NAME OF PROVIDER OR SUPPLIER

DISHMAN PERSONAL CARE HOME 220 WORSHAM LANE

STREET ADDRESS, CITY, STATE, ZIP CODE

MONTICELLC, KY 42633

Policies,” not dated, reveated the facility did not
have a policy for updating the menu and placing
it in a public space.

Observation, on 04/01/2025 at 10:50 AM, in the
- dining room revealed a Fall menu posted on the
- entrance deor with no updated or current menu
» available.,

» Interview with the Administrator, on 04/01/2025 at

- 2:45 PM, stated it was the responsibility of the
kitchen staff to hang the menus in the dining
room. Additicnally, the Administrator stated that
she didn't think having the menu posted was

. necessary because residents didn't look at it.

+ Interview with Resident (6), on 04/01/2025 at

! 3:37 PM, stated it would be nice to be able to

" look at the menu and not have to ask staff what
meals would be served.

- During an interview with Registered Dietician

- (RD)1, on 04/02/2025 at 9:56 AM, RD 1 stated

- she had not had a contract with the personal care

" home since 12/31/2024, when her contract
expired. RD 1 stated that there should be a
spring menu released around March or April of

. the year.

» Interview with Cook 1, on 04/02/2025 at 10:20

: AM, stated it was important to post updated and

1 correct menus so residents would be aware what
| was being served.

- Observation, on 04/02/2025 at 10:35 AM,
revealed Cook 1 changed the fall menu posted
on the entrance door to the dining room with the

- winter menu.

Focilidy hos a cotrect
Wit diekitian Lsndh
wos Stoped on 0
oulou {2025 onel She
(ome Yo he Seaility
on os]or|202s.
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P 3555 Continued From page 29
P 355? 902 KAR 20:036 5(3)(c}4 Section 5. Provision of

" Services

. Section 5. Provision of Services.

; (3) APCH or SPCH shall meet the following

| requirements relating to the provisions of

| residential care services:

- (¢} Dietary services.

' 4. Food preparation and storage.

~a. There shall be at least a three (3) day supply
. of food to prepare well-balanced, palatable

: meals,

i b. Food shall be prepared with consideration for
- any individuat dietary requirement.

c. Modified diets, nutrient concentrates, and

- supplements shall be given only on the written
» order of a physician.

d. At least three (3) meals per day shall be
served with not more than a fifteen (15) hour
span between the evening meal and breakfast.

- €. Between-meal snacks, including an evening
- snack before bedtime, shall be offered to all

residents,
f. Adjustments shall be made if medically

. contraindicated.

' g. Food shall be:

. {i) Prepared by methods that conserve nutritive
» value, flavor, and appearance: and

(i) Served at the proper temperature and in a

" form to meet individual needs.

h. Afile of tested recipes, adjusted to appropriate

- yield, shall be maintained.

- i. Food shallf be cut, chopped, or ground to meet
» individual needs.

'} If a resident refuses food served, substitutes

shall be offered.

k. All opened containers or leftover food items
: shall be covered and dated when refrigerated.
. | lce water shall be readity available to the

rsss [E0ch log) Creoked for
Kilchen has to be ool
done daily by e
kitdnen Stodh .
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' residents at all times,
~m. Food services shall be provided in [].,\l [(_ol 20725 Lot woant
accordance with 902 KAR 45:005.

OVEC Oy, ©OPN Contaiaes ot/\\\wv/6
ort fo howe Corvreck
doles on Paam oncd
food hos do be Cooked
Proges'y before P\C’Md
oo e Steom telde.

- This requirement is not met as evidenced by: \((\(,\'\U\ M}J\U%U N\O»Qli

- Based on observation, interview, record review Vg

- and review of the facility policy it was determined SU“L -\'0 Yeach e Nt &06
the facility failed to maintain temperature logs,

provide ice water to residents, cover and date k_\w S“'OL'Q ‘\’ ‘/()5\ \{OU

open drink items in the refrigerator, and cock

: Qﬁ
: food properly before placing on the steam table hC\UO- _\.0 COOk QUQ‘\(W\\M) 0‘_)\&\

+ for 47 of 47 residents.

W e
~ The Findings Include: bQ&OM‘ Q‘a ’{- o{y?a_d.Q ;

1. Review of the policy titled, "Kitchen Policies, 3‘_\_\0- YO
undated, revealed no requirements to maintain SurL -\—0 SMN 3

temperature logs for refrigerators, freezers, or

 foods being served to residents, \akenen S}o:@-@ M+

| Observation on, 03/31/2025 at 4:35 PM, revealed Hrwngs neecl 46 be
- that the facility had not recorded temperature \ Qd
logs for the refrigerators that stored food and (,(Lb@ .

 drinks for residents since 02/04/2025. Continued ;
- observation revealed the facility had not recorded {
- temperatures for breakfast, funch, or dinner for ‘
- 03/02/2025 thru 03/14/2025 and from 03/18/2025

STATE FORM 6899 YQR311 i continuation sheet 31 of 38
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P 355! Continued From page 31 PIss | Qpncq He lost Olsty M
| thru 03/31/2025.
| The CEO Rxoughw
In an interview, on 03/31/2025 at 4:38 PM, Cook »
2 stated that the dietary staff had not been Losder con fadners QO('
keeping up with temperature logs for a while, but
he had recorded the food temperatures for e kﬂ‘(.hQ\'\ 3\—0&{
dinner, on this day. Continued interview revealed ¢
that it was important to record refrigerator and O(\ 1-3{' Sh\gk ’\'O re"('lu
' freezer temperatures to ensure the equipment a
- was working properly and was holding the foods -\fN \CQ LsOHY In 4he
" at correct temperatures. Additionally, Cook 2 . i %)
 stated that it was important to record the C’bt\\o&nm . P(\\ k—l‘\{\f\m \0\’)'
' temperatures of the foods being served to 6’\
residents to ensure they were safe to eat. 5,\_&.@& 13 -\-Q ILQ P an
In an interview, on 03/31/2025 at 4:45 PM, the SNURGI ™ 2a '8 CoNesanNe s,
- Administrator stated that all logs regarding i
. temperature were kept in the kitchen, and it was H _l,[ mesS ‘H\L\.\ \‘\C\\N.
| e : Or @ !
: the responsibility of the kitchen staff to complete a ey
' the fogs. Continued interview with the _;_0 \‘Q-Q,Q ‘UL uuodr LEAY \\ .l
. Administrator revealed that it was important to '
- check the temperature of food before serving to O(\Q CQ(\-\-Q\[\QI’ US0S
residents to ensure that they don't get sick or get d 0
a foodborne iliness. Ploe ed N the O ng
I an interview, on 04/01/2025 at 8:45 AM, Cook Qe X e Q.f\d one
- 1 stated that the previous administrator had ‘ -
- thrown away the first half of Marches C,Q’(\-\ﬂ[\w s Plﬂc n
temperature log and and had just not completed ‘ w,
the second half of the temperature logs. H
Continued interview with Cook 1 revealed that .‘W \'N ( “Q room ared
- she was going to create a new log sheet for the :
- month of March and fill the information back in. |
. Cook 1 stated that she did not know the correct 5
. temperatures, but she was going to guess and do |
. her best, i
| 2. Review of the policy titled, "Kitchen Policies," :
- undated, revealed no requirements to provide ice
STATE FORM 8698 it continuation sheet 32 of 38
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water to residents, at all times.

Observation and interview on 03/31/2025 at 4:25
- revealed a wet floor around the ice machine.
- Interview with Cook 2 revealed the ice machine
. had developed a leak "at some point." Continued
. observation revealed the ice machine was turned
' on and producing ice.

" Interview, on 04/02/2025 at 10:46 AM, with

- contracted maintenance worker 1 stated he had

" instructed the dietary staff to turn the ice machine
off "at some point" yesterday, 04/01/2025. In
continued interview contracted maintenance
worker 1 stated that he had been made aware of

' the leaking ice machine yesterday and had it

' turned off to prevent more leaking and causing a

. possible injury to staff. Additionally, contracted

. maintenance worker 1 stated that he would have

. to make the repair at night because he would

' have to be able to turn the water off to the kitchen
and he was unable to do that during day hours.
Contracted maintenance worker 1 stated he did

" not have an estimate on when the repairs to the

© ice machine would be completed, electrical and

' plumbing issues were the priority.

" interview, on 04/02/2024 at 10:55 AM, with

" contracted maintenance wotker 2 stated he had
been the primary maintenance worker for the
building since the Summer of 2024 but was just
made aware of the leaking ice machine the

: morning of 04/02/2025. In continued interview

. contracted maintenance worker 2 stated that the

- repairs would have to be made at night when the

. water could be turned off to the kitchen.

- Additionally, contracted maintenance worker 2

* stated that he did not have a timeframe for when
the repairs to the ice machine would be

XD . SUMMARY STATEMENT OF DEFICIENCIES , 1D PROVIDER'S PLAN OF CORRECTION ! (X8)
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)
P 355 Continued From page 32 P 355
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P 355 Continued From page 33 P 355 D‘dmmas’rr O(Jr(}r ponk outf" ——] ,‘5
- completed. labQ,\(ﬂG, ond putting Coreech d'\\\(’
- Observation, on 04/02/2025 at 2:58 PM, revealed : in Hae 1
. Les on oll (tems | |
' Resident (R) 4 asking Cook 2 for ice water. Cook i ‘" ;
' 2 advised R 4 that the machine wasn't working , \ our \ -~
- and she couldn't have ice water but could have k\k'hm dUﬁ(\ \ Weth 2026, |
; just water instead. SUFU{CQ On p\Q(\ ﬂ,
- During an interview, on 04/02/2025 at 3:02 PM, Adeninistriotor and fsSisiend |
. R4 stated that she enjoyed being able to drink ice Y -
. water, and that the colder it was the better it Pemintstrator NE
; tasted. . :
| with adl St in .W\%D o
Interview, on 04/03/2025 at 3:09 PM, with Cook 2 itonen Ihok Sood 6
' stated that the ice machine was still not working. v d |
'~ Continued interview with cook 2 revealed that (,O()'CQ(/' od CO\‘\'QO'K (a2 ‘ f
- residents were receiving "regular tap water". AN\ :
- Additionally, Cook 2 stated that residents love ice “‘Q-(\“QS' %Q%‘Q © G(? 8“ :
- in their water and they love to eat it too. On -H(\,Q_ hot bor 5
. Interview, on 04/03/2025 at 3:31, with AoonesS.
. Administrator, stated that that the residents do i Shoko ane) Assk i
 like to have ice available to them, Continued lkdm“‘\ﬁ (o \’ ‘ "
- interview with Administrator, stated that she was \niskrator also L\ ' Q
» unsure on when the ice machine would be Q()\m { legtenen S’:CL-Y’& : \“0
working. Additionally, Administrator stated that Ol w'\‘\'\(\ (‘A o G)‘
' she was unaware that she had to have ice have To be OIO\W;
. available to provide to residents. -H\a} -H’\L\A o o M ) .ij ‘
| Lo 1
- 3. Review of the policy titled, "Kitchen Policies,” all ‘H'mp cji s{- m_d olco'“l
undated, revealed no requirements to cover and S\H‘Q- -W\ﬂ-l or % .
* date all open containers when refrigerated. o f‘d I ' ! Mm(m&nﬂﬂf .
 Observation, on 03/31/2025 at 4:23 PM revealed nd Bssistant Acnninishradol
- two one-gallon jugs of orange juice and one O Lol f m
. container of lemon juice opened and undated in W\ Do NONYeX '\3 \ !
- . bt .
i the refrigerator. |
oyt d.O“.Q,.

Interview, on 04/03/2025 at 3:09 PM, Cook 2

STATE FORM 6699 YOR311 If continuation sheet 34 of 38
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P 355? Continued From page 34 P 355

- stated that it was important to label items when

: you open them, so you know when they expire.

- Additionally, Cook 2 stated that it was important

' to not serve anything past its expiration date

. because you could make the residents sick, give
them an upset stomach, or hospitalize them.

Interview, on 04/03/2025 at 3:31 PM, the
Administrator stated that she depended on the

. dietary staff to follow all appropriate rules and

- guidelines, as she was not very familiar with the
 kitchen,

4. Review of the policy titled, "Kitchen Policies,”
- undated, revealed no requirements to serve

i foods at a proper temperature and in a form to

. meet individual needs.

Observation, on 03/31/2025 at 3:47 PM, revealed
- Cook 2 opened a can of baked beans and put
i them directly on the hot bar to warm.

Interview, on 04/03/2025 at 3:09 PM, Cook 2
stated that he would open canned corn, green
beans, baked beans, and other canned items

- and put them directly on the hot bar without

+ cooking the food items to an appropriate internal
temperature necessary to eliminate potential

- bacterial contamination. In continued interview

- Cook 2 stated he was trained by previous dietary

- staff to warm items this way and Cook 2 stated

i he felt it was safe to prepare foods in this

: manner. Additionally, Cook 2 stated that if food
wasn't cooked and held at a safe internal

- temperature it could cause residents to get food

© poisoning.

' Interview, on 04/03/2025 at 3:31 PM, the
Administrator stated that there were health

DAminiskrokor ond |
Nesistant Adeninidrader
Wil be Asing reheeshirs N{&M
Sodh Ouring e 3
N= SernCes.
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P 355

Continued From page 35

concerns regarding not cooking food to a correct
temperature and it could cause residents to get a
foodborne illness.

902 KAR 20:036 5(5)b Section 5. Provision of
Services

Section 5. Provision of Services.
(5) Activity services.

. {b) All PCHs and SPCHs shall meet the

. requirements established in subparagraphs 1.

. through 8. of this paragraph relating to the

. provision of activity services.

' 1. Staff. The administrator:

. a. Shall designate a staff member to be

| responsible for the activity program; and

| b. May accept services from a volunteer group to
: assist with carrying out the activity program.

1 2. There shall be a planned activity period each
i day.

. 3. The schedule shall be current and posted.

. 4. The activity program shall be planned for

. group and individual activities, both within and

- outside of the factlity.

. 5. The staff member responsible 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.
6. A living or recreation room and outdoor

* recreational space shall be provided for residents

and their guests.

. 7. The facility shall provide suppties and

+ equipment for the activity program,

' 8. Reading materials, radios, games, and TV sets
+ shall be provided for the residents.

P 355

P 370
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P 370

Continued From page 36

This requirement is not met as evidenced by:

i Based on observations, facility policy and

L interviews, it was determined the facility failed to
- ensure the resident(s) were provided with an

activity program or a planned activity period each
day to assist with their social needs.

The findings include:

- Areview of the "Policy 5.5 Recreation Policy"

{undated) revealed the facility should have a
designated staff member to plan, coordinate, and

. offer a daily recreational activity.

. Observations from 03/31/2025 through
- 04/03/2025 revealed that the facility did not

provide an activity program or a planned activity
period each day to assist with the social needs of

. the residents.

An interview with R6 on 04/03/2025 at 10:15 AM
' revealed there were no activities or scheduled

events offered in the facility. Further, R6 stated

. that she and other residents were bored because
; they had nothing to do but smoke.

: During an interview with R10 on 03/31/2025 at
1 4:01 PM, R10 stated the facility provided no

- activities for the residents. R10 further stated

~ having something to do during the day would

help with her depression.

. An interview with the Administrator on
- 04/03/2025 at 11:00 AM revealed the facility did

P 370

ord ol alse
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