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{P 000} Initiat Comments {P 000}

Based upon the implementation of the acceptable
Plan of Correction, the facitity was deemed to be
in compliance on 09/23/2025, as alleged.
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P 000 Initial Commants P 000
A Relicensure and Compia'nl Survey invesligating
KY00045381, KY00045759, and KY00045709
was concluded on 07/04/2025 E'VED
There were no dehciencies ssued relaled o
KY00045381.
There ware deficiencies issued related to
KYQ0045756 and KY00046709. A UG 1 2 2025
Survey date 08/30/2025 - 07/01/2025
Survey census 39
Sample size 8 m Ofﬂa of m
Supplemental Residents: 0 DM of m
Care - wg
P 100 902 KAR 20 036 4{9)(a-b) Secion 4 P 100 % Recelved by
Administration and Operal on
. . Facifity Administrator will review all residents
Section 4 Administration and Operation. and employer: charts to verify TB screening
{9) Tuberculosis Testing andlor tesling has baen completed
(a) Al employess of @ PCH or SPCH shall be
screened and tested for {uber.ulosis 1n For any resider t that is found to be missing T8
accordance with 902 KAR 20 205 results the agministrator will coordinate with
(b) Residents of a PCH or SP_H shall be Express Mobile 1o perform the required testing
;Srggged and tested in accordance with 902 KAR Fur any errployze tr.at is found to be missing TB
results, the administrator wiil coordinate with the
Hezalth Depaniren’ 10 perform the raquired testing
The adminis: stor nas been in-serviced by the
Regioral Marager on the importance of maintaing
compliance with the 902 KAR 20:205 and
902 KAR 20200 and will ensure all new admissions
and new hires have test resulls, or get tested within
the required t'reline per the regulations,
This requirement is not met as evidenced by quredtmeine p guia
Based on interview record review and facuity POC completion date 8/29/25
cocument and pohcy review, it was determ ned I
the factlity faited 1o conduct the required {
fuberculos:s (TB) Screening and/or Testing fa- 7 H
of 8 sampted residents and 5 of § amployees |
S 31NAIJRE . T
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The facility faited to conduct the required basehne
T8 Risk Assessment for residents and/or T8
testing upon hire for employess In addition, the
{acility failed to provide annual screening for
residents and employees

The findings include:

1. Review of the undated facility policy titted, “T8
Test Policy - Residents”, revealed the faciiy
would maintain compliance with the Personal
Care Home (PCH) Regulations as It related to T8
Testing Per review eslher before admission, or
during ihe first week after admission, a T8 fest
was 10 be completed for residents Further
review revealad therealter it was the facility's
policy that T8 tests be conducted on an annual
basis

*(a) Review of Residen! (R)6's medical record
revealed the facity admitied the resident on
07/18/2024. Further review revealed however,
the only documented T8 test was on 1011972023
received from a prev ous facihty.

1(5). Review of Rt's medical racord revealed the
facility admatted the resident on 09/27/2024
Review further reveated however, no documented
evidance of a TB test or T8 risk assessment
having ever been completed

t(c) Review of R4's medical record revealed the
facity admitted on the resident 05/29/2025
Continued raview ravealed however, no
cocumented evidence of a TB test or TB risk
assessment having ever been completed

1(d) Review of R7's medical record revealed the
facihty admitted the rasident an 12/06/2023
Furiher review revealed however, no documented

SIALE FORM o KQUT 13 decautia s stee 2ar )
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evidence of a TB test or T8 risk assessmant ever
having been completad

1(e) Review of R5's medical record revealad the

faciily admitied the resident on 12/20/2027

Continued review revealed however, no i
documented evidenre of a TB test or T8 risk

assessmanl ever having been completed

1{f} Review of R8's medical record revealed the
facility admitted the resident on 09/09/2014
Review further revealed however. the ‘ast
documented evidence of a T8 les! and T8 r sk
assessment was on 1.:28/2023

1(g) Review of R3's medical record revealed lhe
faciity admitted the resident on 01 '26/2024
Further review revealed however the fast
documented evidence of a T8 test and T8 risk
assessment was on 04/19/2023

2 Reviaw of the undated faciity polcy titled 78
Test Policy - Staff” revealed the facilily was to
mainta n comphance with the PCH Regu ations
as i relaled o TB Testing Per review the facility
vould ensure each new hirg had a T8 test
completed either be‘ors therr em. oymaent siart
date, or wihin the first week of employmen'
Continued review ravealed if a new ture had a T8
test completed within the last three months of
his/her first shift at the faciity, it was not required
10 repeat the lest  Review further revealed
therealier, it was lhe facty's policy that T8 tesls
be conducied on an annual basis

Review ol 5 of 5 employee files revealed Onada
T8 lesting al hire andfor annually

2(a) Review of Med.zation Ternn cian (MT) t's
personnel file, unknown hire date, revealed ng

$
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evidence of a TB test or T8 risk assessment
having been completed

2{b. Review of MT 2's personnet e, unknown
hire date, revealed no evidence of 3 TBtestor T8
nsk assessment having been complated.

2(c). Review of Kilcher Staff (KS) 2's perso-nel
fle, unknown hire date, revea ad 10 evidence of a
T8 lest ot TB risk assessment having been
complsted

2(d) Review of Housekeeping Stat (HSK)2s
personnel file. unknown hire Qate, revealed no
evdence of a TBies! or T8 risk assessment
having been completed

2(e} Review of the Admunistrator's personnel file,
unknown hrre date revealed no evidence of a TB
test or TB risk assessment having been
completed

Ininterview on 07/01 2025 at 10:25 AM, MT 2
Statea she had a T8 skin test the beginning of
‘last year * She stated pharmacy came in o the
{acility to do the tests She further states she
knew she was supposed to have the T8 lests
yearly but had not had t done “ths yeat."

In nterv ew on 07/01/2025 at 10 39 AM HSK 1
slaled he did not know what a T8 skin tes! was
Whan tha TB tesling was explained to him HSK
| s*ated he had not had one performed when
tired and had not had nne snce he ocegan
vorking at the faciily four to five weeks age

In 1 rerview on 072:01:2025 a1 10 50 AM, KS ¢t
slated she had not been tested for T8 “in a
while ' She said it had bean over a year since
she was tested KS 1 reported she could not do

Ty ‘P
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the T8 skin test and had 1o have a chest x-fay
performed. She explained she did know how
imporlant the T8 testing/screening was KS 1
further stated her doctor was retiring and now she
had to find someone else to order and do lhe
chest x-ray

In inlerview on 07/01/2025 at 11:40 AM. the
Administralar staled she had a T8 skin tes!
“maybe a year and a half ago* She siated she
knew the importance of gefting the T8 testing
done for staff and residents The Administrator
said she had reached out o her facdity’s
physicran to “redo” everyone's T@ testing She
additionally slated she had laiked 1o the faciny's
owners, and they were going to have someone
come i to the facility to complete the T8 testing
on all residents and staff.

P 105

902 KAR 20.036 4(10)a-e) Section 4 P 105

Administralion and Operation

Seclon 4 Administration and Operation

{10) Personnel.

{(a) In accardance with KRS 216 532, aPCHor
SPCH shall not employ or be operated by an
individual whe is fisted on the nyrse aide and
home heaith aide abuse registry estabiished by
906 KAR 1 100

{b) In accordance with KRS 209.032. a PCH or
SPCH shall not employ or be oparated by an
ndividual who s listed on the | aregiver
misconduct registry estabushed by 922 KAR
5120

(c) APCH or SPCH shall obtain a cr'minal record
check on each applicant for in tal employmeni in
accordance with KRS 216 789 and 216 793

(d) Current employee records shall be mainiained
on rach staff member and conta

Fa ilty Adminst-aior will rev ew all employee charts
1o venfy the, ave rioared the nurse alde and home
healih aide ab-ise registry the caregiver misconduct
registry and background checks in therr files.

For any employes thal is found to be missing one. or
more results the administralor will perform the neces
on-line checks and add the results 1o therr file

On 71125 T - aiministrator has been in-38rviced by t
Regonal M= iger on the ‘mportance of maintaing
compliance w™t te regulations and performing these
checks witr n .hi required timeline.

POC compiet i vate 8129/25
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P 105 Continued From page 5

1. Name and address,

2 Venification of all training and experience,
including evidence of current licensure,
registration, or certification, if applicable

3 Employes health racords

4. Annual performance evaiuations, and

5. Documentation of compliance with the
background check requirements of paragraphs
(a) through (c) of this subsection

{e) Each employee shall be of an age in
conformily with state iaws

This requirement is 1ot met as evidenced by
Based on nterview and record review, it was
determined the facility failed to oblain a cnminal
background check andfor review ine caregiver
misconduct regisiry as required upon hire for 2 of
§ sampled employees, Housexeeper (HSK) 2 anc
the Administrator

The hndings include

I Review of the personne! fi'e for HSK 2
reveaied an unknown hre date and no
documented evidence a review of the Kent icky
Adult Caregiver Misconducl Regisiry had bee
conducted as required

2 Review of the parsonnel file for the
Adnnnisizalor, with an unknow 1 b e date

P 105
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P 320

fevealed no evidence that a criminal background
search or review of the Kentucky Adult Caregiver
Misconduct Registry had been compisted

In interview with the Administrator on 07/01/2025
at 11 40 AM, she stated she did not have
background checks in her files She staled sha
brought Ihose when she was hired "a couple of
years ago,” however, did not not know why that
documentation was not i her personnel file The
Admunisteator further stated the importance of
domng the required background checks was to
make sure “you have safe peopls working in your
fagity "

902 KAR 20 036 5(3
Services

{b]1 Secton 5 Provision of

Section 5 Provision of Services

(3) APCH or SPCH shall meet the following
fequirements refating 1o the prowis ons of
residenhal care services

(b) Housekeepmg and maintenance services
1 APCH or SPCH shail

a Mamntain a clean ang safg faciny free of
unpleasan! odors and

b Ensure that adors are elimnated at the r
source by prompt and thorough ¢ eaning of
commodes. unnals bedpans and other sources

Th s requ rement 1s nol met as evidenced by
Based on observation interview, and faciity
policy review, the fac ly fa ed to mainiain 3 ¢ ean

P 320

Facity Adm:r stcato: o -seraced all housekeeping staff
On 7/122/25 reg 1:ding :he performance of their duties ang
expectations for hatnrooms soecifically, with them needif g

{0 be tnspecled mulupic: timas per shift to ensure they arp
clean and o 1cr frea.

Beginning 7 2..25 Adnunistrator 1s performing random
cheiks on sl 2atnrooms to confirm staff s maintaing
cleanlicess 15 . fugh standars for a period of 2 months,

POC cormplatic o date 9232025

AT ¥
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and safe facility free of unpleasant odors
Tne findings include

Review of the facility's policy titled,
"Housekeaping & Mamtenance Policy,” undated,
revealed the facility would maintain a clean and
safe facility

Cbservation on 06/30/2025 al 12:25 PM, of the
men’s restroom beside room revealed a strong
odor of urme upon enlering  Continued
observation revealed a black substance around
tne base of the commade, as well as on the floor
behind the commode

Observation on 06/30/2025 at 3 40 PM, revealed
the slrong urine odor was still present in the
men's restroom. and the black substance
remained on the floor around the commode base
and behind Ihe commode

Observaton on 07/01/2025 at 10:20 AM, revealed
the strong urine odor was shil present in the
men's reslroom, as well as the black substance
on the fioor

In interview on 07/01/2025 at 10.39 AM,
Housekeeping (HSK) staff 1 slated he cleaned
the men's resiroom "at isast” three limes darly
with bleach He stated he worked “very hard’ to
keep a clean eavironment. however. said it was
“extrermely difficult lo do because of the
rasidents’ habits ard lifestyle

Ininterview on 07/01/2025 at 1140 AM. the
Admunistralor stated one of her goals was
keeping 3 clean facity She stated il would he
good if the residanls he.ped with that goal The
Administralor reporied she had started
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P 320 Continued From page 8

scheduling muitiple Fousekeepers on slaggered
shifts to see if that would help maintain the
taciity She further stated cleaniiness was
important to keep residents and staff healthy ang
safe

P 330 902 KAR 20 036 5(3 (b3 Section 5 Prowisio of

Seruces

Saction $ Provision of Services

{3) APCH or SPCH shall meet the foltowing
requirements relating to the provisions of
residential care services

(b) Housekeaping and mainter ance services

3 Safely Tnhe condition of the overa |
envionment shall be maintained to ensure the
safety and well-being of residents, personnel. and
visitors

This requirement 1s not met as evidenced by
Based on observalion. nterview and fagilty pohey
review. the facilly faiied to ensure the overalt
conditon of the facdity environment was
maintained in @8 manner to assure the safely and
well-being of residents, and parsonnel

The hindings mclude

P 320

P 330 Dn 7/23/2025

fany mold. The room was painted

or & pericd of i mon:h ‘0 ensyre no

POC completio » duie 2,825

L%oom #3 has nezr cleaned of any furniture and cleanse

and will be monitor
growth s detected
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P 330 Continued From page 9

Review of the undated tacility policy titled,
'Housekeeping & Maintenance Policy."” revealed
per reguiation the facility was to maintain a clean
and safe facility. Per review, should thera be an
unscheduled maintenance or housekeaping issue
that needed allention, t was to be brought o the
"Manager,” who would ensure the issue was
addressed timely, if needed

Observalion of resident Room 3 on 06/30/2025 a
1200 PM, revealed a black substance on ail the
walls and the resident's bed matirass. Per
observation, a strong odor was presant in the
room that smelled like mold, immediately
noliceabte upon entering the room  Qbsenation
revealed Room 3 had not been locked and was
accessible to ail residents or siaff entering the
room,

In interview with Medication Tech {MT)10n
06730/2025 at 12.50 PM, she stated when the
previous Administrator discovered the condition of
Room 3, she shut and locked the door and just
leftit that way." She reported since the current
Administrator had taken over, she had been
having stafl wash the walls with bleach

in interview with the Adminisirator on 07/0 112025
at 11 35 AM sha staled there was a room t-al
had “a lol of mold i 1t * which the previous
Administrator had kept locked She sand they
Sprayed the room walh bleach before The
Adminustrator reparted (he only reason she 'eit
that room unlocked was because she dig not
think she could have ocked doors  She stated
she was going to lock Whe room buck up and
contact an outside source lo remedy the mul
sitnation

P 330
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Services

Section 5 Provision of Services

{3) APCH of SPCH shall meet the foltowing
requirements relating to the provisions of
rasidential care sarvices.

(b) Housekeeping and maintenance services.

4 Maintenance The premises shaill be well kept
and in good repair as estabhshed n clauses a
through d of this subparagraph

a The faciity shall ensure that the grounds are
well kapt and the exterior of the build ng,
including the sidawalk, steps, porches ramps
and fences, are in good repair

b The mterior of the building including walls
ceilings. floors windows, window covenngs,
doors. plumbing and electrical fixiures, shall be
In good repar Windows and doors shall be
screened

c. Garbage and trash shall be stared in areas
separate from those used for the areparation anc
storage of faod and shall be remaved from the
premises regularly Containers shall be cleaned
requiarly.

d Apest conlrol program shatl be in operation in
the facility. Past controf sarvices shall be provided
by manlenance personnet of the ‘ag ity or by
contract with a pest coniro! compdany Care shali
be taken lo use the leasl toxic and least
Nammable insechicides and rodenticides. The
compounds shall be stored under lock if stored by
the factity

On 7/9/25 a new light fixture was installed in
room 24.

Facility Administralor will perform on-going
penodic walk-thrus of the facility and speak
with staff to ask about any maintenance issue
observed.

POC comptetinns 7/10
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P 335 Continued From page 11 P 335

This requirament is not met as evidenced by
Based on observation, interview, and facthty
policy review, the facilily failed to maintain the
interior of the building in gaod reparr

The findings include

Review of the undated facilily paticy titled
"Housekeeping & Maintenance Policy”, revealed
that as per State reguiation the facility was to
maintain a clean and safe lacifity

Observation of resident Room 24 on 06/30/2025
al 12:35 PM, revealed a missing light fixtyre in
the ceiling which resulted n exposed wires
Continued observalion revealed a section of the
back wall, approximately 15 inches high and
greater than two feet in length just above (he
floor, was missing and expased a pipe and
anolhar unknown mechanical feature

Observation on 07/01/2025 at 9 30 AM revealed
resident Room 24 continued to have the * $sng
ceshing hight { xture and m:ssing part of the back

Telephonic (Phone) nterview o 1 06/30/2025
through 07/01/2025, in attempts 1 reach fa.: Ity
maintenance staff was unsuccessiuf and the
mainlenance staff were not prese it in the bur'd ng
during thal imeframe
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In interview with Admunisirator on 07/01/2025 al
11:40 AM, she staled her expaclation of her
maintenance stalf was for them (o watch closely
and keep things repaired She staled she was
unaware of the condtion of Room 24 The
Adminisirator reported currenlly the mainlenance
worker was only scheduled on an “as needed
basis," which might only be a few hours a day
She further stated she expected "nim"
{maintenance staff} to be thorough and notfy her
of supplies he needed o make any necessary
repairs. The Administralor additionally said the
maintenance stalf would be the one who woulg
repair and replace walls and light hixtures

P 355 902 KAR 20036 5(3)(c)4 Section 5 Provisionof P 355
Services

Section § Prowision of Services
(3} APCH o1 SPCH shall meet the following On 722125 Fa ity Admimistrator perfermad an
requirements relating to the provisions of inservice traniny for «itchen staff on food slorage
residential care services and labeting recuicen ents

(c) Dretary services. . ;

4. Food preparation and starage. POC completo e 72325

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

b Food shall be prepared with censderation for
any individual detary requirement

¢ Modified diels. nuinent concenirates anc
supplements shall be given only on the wnitien
order of a physicran

¢ Atleast three (3) mears oer c¢ay shalibe seve
wih not more than a fifteen (15) hour span
between the evening meal and breakfasi

¢ Belween-meal snacks, ncluding an evening
snack before bedime, shall be offered to al |
residents [
f Adjustments shall be made if meaically

3"ATE FORM } G nsavan shems 11a
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conlraindicated
g Food shail be

(1) Prepared by methods that consarve nulritive
value, flavor, and appearance, and

(n} Served at the proper lemperature and n a
form to meet individual neads

h Afile of tesled recipes, adjusted to appropriate
yeld shall be maintained

1 Food shail be cul, chopped, or ground to meet
ndividual needs

| It aresident refuses food served substitutes
shall be offered

k All opened conlainers or leflover food items
shalt be covered and dated when refrigeraled

I ice water shalf be readily available to the
residents at alt imes

m Food services shall be providad in accordance
with 902 KAR 45 005

This requirernent is not met as evidenced by
Based on observation, interview, and facility
policy reviaw. the facilily failed 10 store food in
accordance with professional standards for food
service salety, which had the potential to aftect ail
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49 of the faciity’s 39 residents who consumed
food from the kitchen

The findings include

Review of the undated facilty palicy, “Ory Food
Storage and Labeling Policy,” ravealed all lems
ware lo be kept six inches off the fioor
Continued review revealed all tems were to ba
dated and if an tem was removed from its
criginal camainer, the new container should be
labeled and dated

Observatior of the 1all freezer on 0613012025 at
11:45 AM revealed two opened bags of tater tots
and an opened bag of chicken paities Contiruert
observation revealed an openad package uf
frozen waff es and an opened package of agg
and cheese omelets Per observation none of
the opened food lems were labeled or dated
Further obsarvation revealed a partial case each
of corn dogs beaf palty fritters and shoepeg corr
which were rot closed and were not dated with al
opened date

Observation on 06/30/2025 at 11 55 AM of the
double doo- refrigerator revealed a gallon s.ze
baggie which according to ktrhe 1 siaff pruosunt
at the time of abservalion, contained “leftove
ham" which was not abeled or dated
Addikonally observaion revealad there was an
unsealed gallon baggie of shced cheese which
was nol labeled or daled

Observation of the dry storage area on
06/30/2025 at 12 00 PM revealec an 18 quart
cortainer containng a hile si:bs ance that
appearsc lo be sugar, that was not labeled a g
the lid was nol secured Per observauon there
was a partial package of hot dog buns which was |
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undated, a partiat loaf of whole wheal bread
which was undated, an unsealed bag of cereal
not dated, and an unsealed container of pretzels
which had a date of 02/17/2025 Continyed
observation revealed four cases of fresh produce
(three containing cucumbers and the other
conlaining green bell peppers) which were pnnted
with “perishable, keep refngerated” noted on
them Further observation revealed the fresh
produce was stored on the floor with no daleas on
the produce. In addilion, the green bell peppers
were very sofl to tha touch

Inintarview with Kitchen Staff {KS}1on
06/30/2025 at 12.10 PM. she stated food items
should be “closed good” befora they were placed
in the refrigerator or freezer. Sne reported
there was any unused food product after she
prepared a meal, she threw 1l out because there
would not be encugh of it left 1o use  KS 1 further
stated sha was unsure who placed ali the
uniagbeled/undaled tems in tha dry storage or the
freezer and relrigerator

In additional interview with KS 1 on 07/0112025 at !
'(.50 AM. she stated sne had never been shown
or been trained on lhe facility s policy utled, *Ory
Food Storage and Labehng Policy © Observalion
revealed KS 1 made a copy of the policy and
staled she was going to hang it in the kutchen lo
reference. She further stated that if food was not
stored under proper condilions "it could be bad
because it could spail” and maxe "people” sk

In interview with Administrator on 0710112025 at
11 35 AM. she stated she knew the tequirement
for sloring foods in the refngerator and freezer
was thal they wera 1o be labeled and dated She
reported she planned to have a slaff meetirg to
mahe sure all her staff knew what lo do The l
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Adminisirator said she had gene inlo “her”
kitchen and educated the staff on storing items
appropriately She additionally stated if *you
serve someone bad food they could gel sick "
Tyse t2xi nere
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