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{P 000} Initial Comments {P 00D}
A Revisit Survey was initiated on 11/12/2024 and
concluded on 11/15/2024. It was determined the
deficiencies were deamed corrected on
11/15/2024.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
STATE FORM 6899 PHUL12 #f continvation sheet 1 of 1




08/22/2024

12 48

14:15:40 2024-08-22. Eastern

(FAX) P.002/033

—_—— e

PRINTED: 08/05/2024

FORMAPPROVED
Office of inspector General
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING; COMPLETED
G
100413 S Wine 07/18/2024
NAMZ OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
220 WORSHAM LANE
DISHMAN PERSONAL GARE HOME MONTICELLO, KY 42833
%4) Ip [ SUMMARY STATEARINT OF DSFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACKH CORRECTIVE ACTION SNOULD BE COMPLETE
TAG REGULATORY DR L5C (DENTIFYING INFORMATION) TAG caossmnemsom m%emmmm DATE
P 004 Initial Comments Pooo  (Ro! 70 KYoo@q' 32039
A Complaint Survey investigating Compialnt . . ..
KY00043039 was Initisted on 07/18/2024 and Oetion will be ,Vibacted]
concluded on 07/19/2024, Regulatory viclationa } m mgd 4 SUARQ
were identified refated lo Complaint KY00043039. " M fgﬂ:‘z g'\E\SMw
2 o
A Type A Citation was issued to the facility on orren o rioazdinols an,
07/25/2024 relaled ta KY00043039. @g iadion Lo 20 be
Survey dstes; 07/18/2024 - 07/19/2024 ne mooed %M_ PEY ) -/’J’L?u
Survey Census: 42 Ao , MR e Aeg
Sample Size: 14 et gl . :’0/!.01) !
W 00 e i and.
P 0S5 902 KAR 20:036 3(5) Section 3. Administration | P 085 Hanidowk W be prclice
and Operation = be
- prQ
(5) Adult protection, PCHs and SPCHs shall have
written policies that assure the reporting of %@4 ANEALLASE, % abuae vedad)
allegations of abuse, neglect, or exploitation of : L sl 2 ,52
adulls pursvant to KRS m.ogob!:'\duding o1 aekitn o
evidence that all allegations of abuse, neglect, or oy e ¥ (W'M»'a .
exploitation shall be thoroughly investigated m’)m &2
internally to prevent further potentiat abuse while
the investigation is in progrese.
P o5s | Re ; pnteckion of ¥
onEnned neolirechion
mo( ’0 UJ ?
This requirement is not met as evidenced by: /_L,_ abth cake 70100.0&( e
Based on interview, record review and review of 1}/
facility policy, the acllily faled to ensure residents ed 0o w}i :
were protected from sbuse and falled to report . c(} M 94:,4 ed
allegations of abuse lo the appropriate state am a{ / / @ ~ 66
agencies f?r two of 14 sampled residents o well andl ol oblac
(Resident {R} 8, and R9). On 08/10/2024, R10 =
was cursing staff and residents and tried to pick Mzw or apprticyp
fights with other reskdents, The facllity failed to aeolanl fo negslia gg_,: Lo
TLE (x9) CATE
- 1424
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P 055! Continued From page 1 P 0SS &m{eﬂ sation Ke ?L:\'ww.
notify R10's health care practitioner of the a,dn o'y, anol
resident's behavior anrd on 06/11/2024, R10 ‘ m ULDD B
physically abused R8 resulling in a fracture to the a._Q
resident’s left humerus (bone In the upper amm). M )O}"j“
Although, the palice were notified, there wers no othen W":’m e
other dacumented actions taken by the faciflly to i g Ml
protect other residents from further abuse. On Amifati ng
06/12/2024, R10 physically abused RS by hitting .
the residant mulliple limes on the head. R, opork 4 Nistraatmanl
Additionally, the facility failed to report each of the A 5‘“3
incidents of abuse fo R8 and RO to the Cabinet lhmlinow, W f‘S
for Community Based Services (DCES) or the Qegw " Abuse o
Stale Survey Agency. «.@ he
The findings include: rq 2partig 1o o7 dom 64«4#
Review of the facility’s policy tiled “Resident Cjb“‘M o b > "‘H 1
Abuse Policy", undaled, revealed the facfity ('LM.,OLDM:’: wa
upheld resident rights to be free fram and stricily VoM w
prehibits verbal, sexual, physical, and mental - c
abuse of residents; involuntary seclusion; on WL 4
corporal punishment; mistreatment and neglect of P bhe; ﬂ ‘}Mg Lol ke
residents; and misappropriation of resident's b o
property. Further review revealed it was the palicy C,éob'e/ 0 PSer
of the facifity to report and thoroughly investigata indivi dunls A ched oL
all ailegations of mistrealment, neglect, abuse, U‘m o M O’-‘P
misappropriation of resident property, or an injury

of unknown origin. Continued review of the policy

ravealed that all incidents involving abuse would J nd. w)\gm merdsnts
be reported o the Department of Social Services é ) i W@Q -Uvé
(DCBS) and Licensing and Reguation (State W;{
Survey Agency) would be nolified immediately. 200 Sras bean cald MTW
During a Revisit at the faciily, an interview was Qb{alfvd and Moot dud Wha
conducted on 07/18/2024 at 7:00 AM, with ?
ducted on 07/18/ oo SO ML
Medication Aide (MA) 4. The State Survey Agency 40 s 9
(SSA) surveyor was made aware of an incident Qn oneidink prnf W be
that Involved R8 sustaining a fractured humerus
after the resident was attacked by R10. Luvaumy 4 at Lj Rsgun,
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Continued From page 2

1. Review of R10's admission record revealed the
facility admitted the residant on 10/18/2019 with
diagnases which included bipolar disorder and
schizoaffective disorder,

Review of R10's physician's order ravealad lhe
resident was to receive Invega (an antipsychotic
medication used o reat schizoaffective disorder)
234 milligrams (mg)/1.5 milliliters (mf) give 1.5 mi
by injection every 28 days. Further review of
R10's Medication Administration Record (MAR)
revealed the resident did not receive the Invega
every 28 days as ordered. Per the MAR, the
resident did not receive the medication in March,
April, Juna, or July 2024. Per the MAR, R10
refused the medicalion. interview with the
Administrater on 07/10/2024 at 12:22 PM
revesled R10's May 2024 MAR couid not be
located. Additionally, there was no decumentation
the resident’s physician had been notified of the
madicatian refusal,

Review of R10's progress notes dated
06/10/2024 at 8:00 PM, written by Administrator,
revealed R10 was cursing staff and other
resldents and trying to pick fights with eider
residents. Per the note, the guardian of R10 was
nolified of the incident. Continued review of the
documentation revealed no evidsnce the facllity
notified R10°s physician or health care practitioner
of tha resident’s behavior,

Review of the incident report dated 08/11/2024 at
6:0D PM, compleled by Medication Alde (MA)S
revealed R10 hag pitked up an 80-year-old
resident and threw her anlo the hallway floor and
punched her in the head then praceeded to make
threatening comments to other residents. Per the
documentation check list, the physician, pofice,
guardian and administrator were notified,

P 056
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However, there was no documentation that DCBS
or the State Survey Agency were notified.

Review of a second incident repoct dated
08/11/2024 at 7:50 PM dacumented by MAS
revesied R10 continued to make threals to other
female residents and was still trying to attack the
older residents.

Review of third incident report dated 08/11/2024
at 8:00 PM completed by MAE revealed R8 was
sent to the hospital by Emergency Managament
Systems (EMS). Per an updated note on the
incident report, R8 had sustained a fraclured
humerus.

Review of R10's progress noles dated 06/11/2024
at 7:50 PM, documented by the Administretor,
revealed R10 became aggressive. Per the
progress note, R10 hit another female resident,
pickad her up and threw her. Continue review of
the note revealed R10 punched the same elderly
female resident In the face, staling I kicked that
old tady’s ass”, and then laughed. Per the note,
the police wera called and an officer spoke with
R10. Further review of R10's record revaaled no
avidence of actions taken by the facility to protect
other resident from R10%s behavior.

Review of admission record of R8 revealed the
facility admitted the resident on 08/27/2022 with
dragosis of dementia, weakness and a
pacemaker,

Review of R8's hospital record physician note
sheet dated 06/11/2024 revealed R8 was lreated
for 2 left humerus fraclure and an Immobilizer
was placed. Review of the hospital discharge
summary revealed R8 was discharged and
returned to the facllity on 06/11/2024 at 9;37 PM.
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Continued From page 4

On 07/17/2024 at 11:45 AM, R8 was observed
siiting in her room in her whseeichalr with no sling
on her left arm. An attempt to interview the
resident was unsuccessful due to the resident's
mental status. On 07/18/2024 at 1:45 PM, the
resident was asked how her left arm was injured
and she slated she did not know but her arm hurt.
On 07/19/2024 at 9:34 AM, R8 was observed to
have a sling on the ieft arm. The resident was
noted {o partially remove the sling and lhen move
the sling back inte place.

Interview on 07/17/2024 at 1:36 PM with
Medication Aide (MA)S he stated he working as a
medication aide on the evening of 06/11/2024 but
did witness the incident between R8 and R10. He
stated after the incident happened, he did not
have 1o separata the residents because R10 had
slepped away from R8 and walked lo the frent of
the building. He further stated the ambulance was
contacted for RS and she was transported to
hospital,

During an interview on 07/17/2024 at 12:22 PM
with the Administrator, she staled on 06/11/2024
after the initial incident when R10 threw R8 on the
floor, she contacted the police. She staled the
pofice refused to take R10 to jail or for an
evaluation without an Mental inquest Warrant
(MIW) or unless R8 would prass charges. The
Administrator stated she asked R8 If she wanted
to press charges but R8 stated she did not. The
Administrator stated that she felt R8 was not
confused that day and comprehended what wae
bsing asked. Further the Administralor stated
after R8 retumed to the facifity on 08/11/2024,
she ensured R8's safely by having staff to be
near or go by R8's room every fifteen to thirty
minutes. Howsver, the Administrator stated she

P 065
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did not have a log or documentation of
monitoring. She further stated staff were to
monitor R10 more closely after the incident and

| redirected as needed. However, the Administrator
i gtated there was no documentation of the
monitoring for R10. The administrator stated that
the Incident was reported io the resident
guardian, DCBS (adult protection agency), and
the State Survey Agency. However, upon review
of the incident report and the fax confirmation
receipt, only the state guardtan of R8 was notifled
' via feo

. 2. Review of R10's progress notes dated

' 06/12/2024 at 8:00 AM, documented by the

: Administrator, revealed R10 was in her room, but
sl displaying behaviors and “believes it is funny

to hurt people.” Staff explained to resident that

cannol happen agai (referring (o the abuse of

R8).

| Raview of R10's prograss nole dated 08/12/2024
at 6:00 PM, documented by the Administrator,
| ravealed "Resident in front hall and was pacing,
! yelling, cursing, and trying to start a fight with 3

| females silting in the chairs.” R10 walked up lo

| R and began punching RS in the face and head.

l Per the note, R had not provoked R10.
Continued review of the progress note revealed
" R10 was slso yeliing that she was going 1o kill the
older residents. The police, guardian, and
admintstrator were rotified.

Review of R10's progress note dated 06/12/2025
al 9:00 PM revealed R10 was sant out for &
Mental Inquest Warrant (MIW) to a psychsatric
hospital and remains there. Additionatly, the
progress note revealed that R10 had been
refusing medications by mouth and injection.
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Review of R9's admission record revesled R9 b U i v

was admitted on 08/08/2023 with diagnosis of { S with ‘°J

schizophrenia, amxiety disorder and dependent e

personality disorder. on

Review of the facility incident report dated OQSCW helder ande

06/12/2024, no time documented, revealed RS 4),&@_@1 Ao Madizcokdn

was asgsaulted by another resident {R10). Per the

incident report, the resident "Took a beating to the feem e wall

head from hands.” Further review of the incident Ql Q

repor revesle Rt0 beat R9 i o heod wi er nejrunce 40 2/ 1514

t, numerous timas before walking away from
R9. Resident 9 declined medical treatment. Per ,Undi \Sfa”-h‘) :

the incident report, R10 was sent out far 2 MIW at
10:30 PM.

interview with RO on 07/18/2024 at 11:26 AM she
stated anaother resident baat her up about a
month ago. She siated R10 beat her in the head
and hurt her head but she was okay. She slated
the police cama and R10 was no longer at the
facility.

14:15-40 2024-08-22 Eastern

During an inlerview on 07/17/2024 at 12:22 PM,
wilh the Administrator, she stated whan agtifying
the State Survey Agency and DCBS she sent a
fax. Per the Adminlistrator, the incident with R8
and R10 was reported to the State Survey Agency
and DCBS. However, upon review of the incident
report and the fax confirmation receipt, neither
agency was notified via fax. After looking at the
faxed paperwark, she stated she thought the
incident reports had been faxed to the state
agencies but was not. She further stated she feit
thal increased checks on R10 was okay, but she
probably should have notifted the physician.

On 07/19/2024 at 2:38 PM, further interview with
Administrator revealed she had been recently
hired as the

STATE FORM L PHUL11 If contnuation sheet 70018
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Administrator in March 2024, The Administrator RIRER
stated that all sllegations or incidents of abuse
should have an incideni report completed at the

ime each incident accurred. She further stated
per policy she was required to report to the
Cabinet. However, she stated she was not awsre
she was required (o report to the State Survey

Agency. redurln

P 305 802 KAR 20:036 4(3){b)3 Section 4. Provision of | P 305
Services C LVl )a‘m 1 9 , 0 ’
3) APCH or SPCH shall t the followd .
ﬁel):luh'amenotfs refaling t: trze:rovlsiom ofng ANuntan e % 450&1149 1
residential care services:

{b) Housekeeping and maintenance sarvices,

3. Safety. The condition of the overall
environment shall be maftained in such a
manner that the safely and well-being of
residents, personnel, and visitors is assured.

14:15:40 2024-08-22 Eastern
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Szacdlika to he
OWerhould Yegnal
g1 and wdll

This requirement is not met a5 evidenced by: .
Based on observation and interview, the facility be oleny e QWW g

fafled to :gsure the overall environment was ? } Q-CQ‘Q- (S‘
maintained in a mamer that was safe and in 100 )z D

9004 repair and falled lo ensure sofled linen were Q—UUQ,

immediately replaced wilh clean linens when

solled. R ‘! ’ .}\. > \UQA
The findings Include: M
interview on 07/18/2024 at 4:17 PM with the oy Oﬁ’w'

Administrator revesled the facility did not have
policy refated to linens or the environment.

1. Observation on 07/17/2024 at 10:45 AM, on (%e dd‘\(\(}) ; Chatn hedd W
07/18/2024 at 12:05 PM, and on 07/18/2026 at )
9:34 AM in Resident 8's room ravealed the -l-t ) Sdoa
resident's bed sheet had two brown smeared ng\ MJ\% B
stains approximately four inches in length and

two inches wide on the sheet st (he edge of the :

bed. The stains were dried and looked the same | 200 71 30]

during each observation on 07/17/2024,
07/18/2024 and 07/19/2024.

14:15:40 2024-08-22 Eastern

An Interview on 07/17/2024 at 11:50 AM with
Floor Alde 1 revealed she assisted with bathing ‘7 / 30,0»
residents, cleaning, and changing bed sheets.
She slated thera no specific imes to change the ‘50 5
resldents’ sheets but staff just changed them as
needed or when the residents asked for clean
sheets. Per Floor Aide 1, she did not know when
or who changed R8's sheels last.
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2, Observation on 07/17/2024 at 10:30 AM
revealed the double dooss at the entrance of :
facility had a large hole In the glass on the right R@QJ&MJ bﬂ .M‘hcello
skie of the door and cracked glass around the

large hole, The giass section of the door was Qldﬂﬁ mrror
covered with cardboard.

71306y

Observation on 07/17/2024 at 10:30 AM revealed
the hallway between resident rooms leading

toward the back of the bullding had debris and ép(-}m [Qafnf
dirt and drled brown spilied stains on the floor. Q ,9

Further observation revealed the ':!oors in rooms Rm}p{j o ‘o QJ.O&

2, 3, 8, 15 and 17 had paper frash, loose ralfing Qeav
tobacco particles, and clothes on the floors and’or dsern o W veo
under the beds, 61,9\0 v an Aeow,

Observation on 07/17/2024 at 10:35 AM revealed .__R ceomol deone X dﬂ.lj

a puddle of waler on the floor in front of a water

fountain located in the hallway whare resident ’; Qﬁu)tU/S/ &“??:MOL 7)30/3‘#

14:15:40.2024-08-22 Eastemn

raoms are located.

Observation on 07/19/2024 at 9:14 AM of the
bathroom utifzed by residents located on the 25 Roodeds
bacl hall across from the kitchen reveaied the
rubber chalking between the tub and shower wall
was hanging loose.

During an intesview on 07A&/2024 at 10:55 AM ’R ‘epa,“—qd 7120024
with the Mainienance Supervisor, he stated he

was at this facility weekly and as needed. He
further stated when somaething was needed, the
staff filled out a work order and submitted it to
him, Per the Maintenance Supervisor, he was
working on a water (ead today near the water
fountain and men's shower which had been
repotted to him this week. He stated he did not
know how long the water had been leaking. He
further stated the glass company would be at the
facility the next day or Monday to repair the

STATE FORM L PHUL14 U continuation shoet 10 cf 15
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Continued From page 10
brokaen glass in the front door.

An interview on 07/18/2024 at 11:12 AM with the
Administrator revealed she had provided
education to the staff on deep cleaning of
resident rooms, keeaping laundry clean and off the
floors. She further staled she did the
tralning/education verbally with staff and did not
get signatures or have documentation of the
education.

Further interview with the Administrator on
0711912024 at 10:57 AM cevealed he glass
company was fo be al the facility today to repair
the giass in the front door. She stated a resident
had thrown a rock, hit the door, and broke the
glass on 07/13/2024,

902 KAR 20:038 4(3)(c)3a-e Section 4. Provision
of Setvices

{3) APCH or SPCH shali meet the following
requirements relating to the pravisions of
rasidenlial care services:

{c) Dietary services.

3. Menu planning.

8. Menus shall be planned in writing and rotated
to avoid repetition.

b. A PCH or SPCH shall meet the nutrition needs
of residents in accordance with physician's
orders.

¢. Except as astablished in clause e. of this
subparagraph, mesls shall correspond with the
posted menu,

d. Menus shalt be planned and posted one (1)
week in advance.

e. If changes in the menu are necessary:

P 305

P 326
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(i) Substitutions shall provide equal nutritive oL 4 /' ‘J g/ /‘[lg;.q
value; A GI i SHeN C'&O’( 1
{il) The changes shall be recorded on the menu; ')O )
and 10 call Jan J'é
{iti) Menus shall be kept on file for at lsast thirty d
(30) days. ML4Ae

—*— Noo\(@kwv\ < ned

... 14:15:40 2024-0R8-22 Eastern

DVt Y sk Aehiam]

wad KQ—W “Tacletr
This requirement is not met as evidenced by: Dretian s hwre
Based on observation, inlerview and reviewbgf 0”10\. ohe o ¢ o8kS 8[ }4/%
menus, the facility failed to follow the planned 3? f
menus for four of four meals observed which O/Y\d M/’Yli ni j}mliﬁ!’ amo‘.
included the lunch meals on 07/17/2024, .
07/18/2024, and 07192024, and the evening (Look Oolmiesirador
meal on 07/19/2024.
The findings include: NO rDi Q:“ o S in e 8/4-
Dietary and cies we ested from
the Adminisirator on 0711842006 ot 4117 PM Th 12483)9> *

Admintatrator stated all policles were being
revamped by administration and she did not hsve
those in the facility at this fime.

During an interview on 07/19/2024 at 9:10 AM
with Cook 1, she stated the faciity was currently
on week two of the four week menu.
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Continued From page 12

Observation on 07/17/2024 at 12:15 PM of the
lunch meal served to residents revealed each
resident received four chicken nuggets,
approximately a 1/4 cup of pees, and mandarin
orange slices and a ten ounce orange drink, milk,
or coffee.

Raview of the menu for Week 2 of the weekly
menus revesgled the lunch meal for 07/17/2024
should have been Lasagna, green beans, garfic
bread, troplcal frult, and drink of cholce.

Observation on 07/18/2024 at 12:10 PM the lunch
meal served to residents revealed each residant
was sefved 1/2 cup of chicken noodle soup, and
approximately 1/4 cup of cooked appies and a 10
ounce glass of arange drink or eoffee, or mik.

Raview of the weekly meny revealed the lunch
meal for 07/18/2024 should have been chicken
pot pie, mashed potatoes, green beans,
bulterscotch pudding and drink of cholce.

Qbservation on 07/19/2024 at 12:05 PM of the
lunch meal served to the residents ravealed the
resigent's received pork loin, a baked polato,
mixed fruil, greens and a slice of bread, a 10
ounce orange drink, coffee, or milk,

Review of the weekly menu revealed the lunch
meal for 07/19/2024 should have been pork toin,
scalloped polatoes, carrots, chocolate cake and
drink of choaice,

QObservation on 07/19/2024 at 5:10 PM of the
dinner meal served 1o the residents revaated the
residents received a slice of fried bologna,
cooked apples, scrambled sgygs, and a slice of
bread and a 10 ounce orange drink, coffee, or
miik.

P 325
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Review of the weekly menu revealed for dinner ,
on 07/19/2024 should have been vegetable beef Y3
soup, grilled cheese, tropical fruit cup and drink.

Revisw of the past monthly menus labsled weeks
1-4, not dated revealed no documented changss
noted on the menu's to indicate changes made or
advance natice of changss to the menu.
Additionally, the menus did not include the
changes to the menu for the lunch meals on
071712024, 07/18/2024, 07/19/2024 or the dinner
meal on 07/19/2024.

During an Interview on 07/19/2024 at 9;10 AM
with Cook 1, she stated the oven in the kitchen
had not been working since March 2024, She
further stated it had besn worked on but still did
nol work. She stated anytime the menu needed to
be changed she made the Administrator sware
verbally. Per Cook 1, she does not document the
change on anything, only made the Adminisirator
aware. She further stated the menu changes 8 ) /4@1{!

14:15:40 2024-08-22 Eastern

accurred if they run out of certain foods
designated on the menuy and replaced the foods
with something else. She stated sha had
prepared the meals and used what she had if the
menu itams were not avaiable. She further stated
she had never spoke with the current Dietician.

During an inferview on 07/198/2024 at 5:00 PM
with the Administratar she slated the facility had a
newly hired dietitfan. The Adminisirator slated she
had not met her and had no contact with the
dietician. The Adminisirator stated that when the
menu changed the dietary staff made her aware.
Per the Administrator, some of reasons for
change in the menu was due to lhe food delivery
running late. The Administrator stated the facility
did not have a Dietary Manager, only 8 Cook 1,
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