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Administration and Qperalion

Seclion 4. Administration and Operation.

(9) Tuberculosis Testing.

(a) All employees of a PCH or SPCH shall be
screened and tested for tuberculosis in
accardance with 902 KAR 20:205.

(b) Residents of a PCH or SPCH shak ba
screenad and tested in accordance with 802 KAR
20:200.

This requirement is not met as evidenced by:
Based on interview and record review, the facility
faited to ensure employees were screened and
tested for tuberculosis (T8} in accordance with
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P 000 [nitial Comments P 000 .
PO0O During the survey that was conducted
A Relicensure and Complaint Survey investigating on 9/30/25 thru 10/2/25 with these
KY00042628, KY00043570, KY00045182, deficiencies found
KY00045877, KY00045943, KY00046891, and
KY00046975 was inttiated on 09/30/2025 and
concluded on 10/02/2025 with deficient practice
Identified.
10/20
No deficient practice was cited related to /25
KY00042628, KY00043570, KY00045182,
KY00045877, KYQ0045943, and KY00046891.
Regulatory deficiencies were identified and cited
related to KY00046975.
i P 100 During the survey it was founded
P100 802 KAR 20:036 4(9)(a-b) Section 4. P 100 that employees was not in compliance with

TB screening upon hire or done yearly
requirements. Founded that CG1 TB ended
on 3/5/25 new update Tb test will be
included with survey. CG2 tb was expired
on 4/6/25 but if fact tb screening not due
until 4/6/26 for the year. CG4 is no longer
employed with Genesis. CG4 Tb screening
ended on 9/16/24 has now been updated
as of10/13/25 will send copy. CG7 tb
screening expired on 11/14/24 for the year
end its due next month for 2025-2026. CG7
had screening on 10/6/25. AA tb screening
upon hire was 7/8/24 and redone on
7/16/25. The SRNA tb screening upon hire
was not done. This has been corrected
SRNA had screening as 010/7/25

Moving forward TB screening will be
conducted upon hiring and done yearly
after for working here at Genesis Health of

902 Kentucky Administrative Regulations (KAR) Ashland.
20:205 for 8 out of 8 employees (Caregiver (CG)
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P 100 Continued From page 1 P 100

1, CG2, CG4, CG5, CG7, Assistant Administrator
(AA), and Stale Registered Nurse Aide (SRNA)
1).

The findings include:

Review of the facility's poficy titled, "Tuberculosis
Prevention and Control,” revised 10/16/2023,
revealed the facility will require the first step of
screening for TB for ali employees as part of a
comprehensive TB exposure prevention and
contrel program. The TB screening/testing will be
required of every smployee upon hire in order to
identify any employee who shows sign of a
possible TB infeclion or disease befare they
begin actual training or work hours.

Review of employes records revealed the
foltowing:

1. CG1's T8 screening and testing documeniation
rovealed the TB test expired on 03/05/2025

2. CG2's T8 screening and testing documentation
revealed the TB test expired on 04/08/2025

3. CG4's TB screening and testing documentation
revealed the TB test expired on 05/10/2025

4. CG5's TB screening and testing documentation
ravealed the TB test expired on 08/16/2024

5. CG7's TB screening and testing documentation
revealad the TB test expired on 11/14/2024

6. CG8's TB screening and tesling documentation
revealed the TB test expired on 04/28/2025

7. AA’s TB screening and testing documentation
revealad no evidence of TB screening/testing
upon hire

8. SRNA1’s TB screening and testing
documentation revealed no evidence of TB
screening/testing upon hire

During an interview with the Administrator on

P 100

All Caregivers and future Caregivers 10/20/25
will have Tb screening per policy
and will keep this policy ongoing
to ensure that each step is followed
per policy

Admin and the Assist Admin will
ensure policy is followed for every

staff and new hires.
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P 100 Continued From page 2 P 100
10/01/2025 al 1:13 PM, she slated she was
required lo have any new hiras to complete a TB
skin test before they were allowed to work at the
facility. She slated she was the onsite record
keeper, and she does {ry toO review records to
ensure they are complying with their policy and
stale reguiations. She further stated all the
expired TB lesting in the employee files will be
updated and listed on the upcoming plan of
correction. She furiher stated moving forward she
will be reorganizing the employee files and
keeping a list to slay up to date.
P 235 902 KAR 20:036 5(1)(t) Section 5. Provision of P 235 P 235

Services

Section 5. Provision of Services.

{1) Basic health and healih related services.

n

1. The administrator or staff parson designated
by the administrator shall make a written rapart of
any incident or accident involving a:

a. Resident, including & medication errar or drug
reaction;

b. Visitor; or

¢. Staff member.

2. The report shall;

a. ldentify any staff member who might have
been witnass to the incident; and

b. Be filed in an incident file.

This requirerent is not met as evidenced by:
Based on record review and interview, the facilily
failed 10 make a wrillen report of an incidertt or
accident involving 1 out of 16 sampled residents

Provision of services section 5. During
survey conducted on complaint on

conducted. On July 29 2025. Resident
15 failed to sign Out/In when leaving

the facility. During an interview with
State Guardian stated that the facility
doesn’t report in a timely if at all.

Admin always call or send tex
messages to Guardian about state

appointed residents. Admin called

guardian that admin called the local

hospitals and shelters where Resident
15 always go. Guardian said the

woman is good for calling her to let

know if client has been there cause
resident always end up at the shelter
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Policy,” effective 10/01/2023, revealed when
residents are leaving the facilily premises, they
are to go to the office and sign out. Further review
revealed the rasident is t0 put the time they are
leaving, where they are going, and estimated time
they will be gone, When the resident returns to
the facility, they are to sign back in.

Review of the facility's "Sign Out Sheet,” dated
07/29/2025, revealed R15 did nol sign out when
leaving the facility.

Review of R15's "Admission Face Sheet”
revealed the facility admitted the resident on
02/13/2022 with diagnoses of schizophrenia and
depression.

During an interview with the State Guardian {SG)
for R15 on 10/02/2025 at 11:37AM, she stated
the facilily never reports to her office in a timely
manner if at all, and she stated she has
repeatedly told the Administralor they need to
repont immediately. She stated the facility not
raposting immediately made it difficuit to locate
R15 after leaving the facility due to him having
more time to travel a far distance. She stated
fuckily, she had a relationship with the lecal
homeless shelter and they call her when a
resident shows up there. She stated residents
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P 235 Continued From page 3 P 235 continue
(Resident {R) 15).
On 07/29/2025, R15 left the facility without All employees will now report if any
explanation and it was not reported to State : : ili
Guardianship unlil 07/31/2025; additionally, there Gl s Ble s e O S 7]
was no documented evidence of a writien report in their bed staff will report to after
of the incident. hour guardianship and make a report
The findings include: to the local police station which
Review of the facilily's policy titled, "Sign Out/In the police has said many of times 10/22/25

if resident hasn't been gone 24 hrs
missing person report will be done.

But the employees will here on out
will alert the Admin and AA of any

resident not present. Staff will follow

protcol step by step to ensure this
will never happen again in the future
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P 235 Continued From page 4 P 235

from lthe facility go lo the local hometess shelter
to shower and eat. She further stated the local
homeless shelter contacled her regarding R15,
she went there to check on him there but he had
been taken to a local community mental health
center to be assessed and to be regulated on his
medications.

During an interview with the Administrator on
10/01/2025 al 2:13 PM, she stated she was
unaware of R15 leaving the facllity and not
returning until 07/30/2025, and thought the
employees on shift the night R15 did not return
reported it to the SG immediately. She stated R15 10/22/25
would forget to sign out sometimes due to not
taking his medications and would become
delusional.

During additional interview with the Administrator
on 10/02/2025 at 10:12 AM, she stated the facility
procedure was fo call the state guardianship
when they needed to report any issues with a
resident. She stated she did not follow up with the
SG for R15 or file a police report as she trusied
her staff to complets a facility incident report, call
the SG, and (ile a police report if needed. She
confirmed these was no wrilten report of the
incident and slaled she was aware the facitity had
issues with reporting in a timely manner and has
been trying to correct the issue.
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B 075 902 KAR 20:205 4{4)(a-d) SECTION 4. T8 RISK

ASSESSMENT AND TUBERCULIN

{4} TB Risk Assessments and Tuberculin Skin
Tesis or BAMTs for Haallh Care Workers upon
Initial Employment in a Health Facility.

{a) A baseline TB Risk Assessment, and a
TST or BAMT if not excluded pursuant to
subseclion (2) of this section, shall be initiated on
aach new health care worker befare or during the
first week of employment. The results shall be
documented in the health ¢are worker's medical
record or elactronic madical racord within the first
month of employment.

{b)1. ATB Risk Assessment required by
paragraph (a) of this subsection and other
sections shall be parformed by:

a. A physician;

b. An advanced praclice registered nurse;

¢. A physician assistant;

d. A ragistered nurse, or

e. A pharmacist,

2. A licensed practical nurse under the
supervision of a registered nurse may perform
the T8 Risk Assessment.

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

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

B 075 B 075

T8 Risk Assessment for Health Care

prior to employment for staffina

Health Care Facility

AA was hired 7/1/24 tb screening
was on 7/16/24 AA did not work
until results came back and another

screening was conducted on 7/16/25

and will again in the 7th month in
2026. 10/20/25

The SRNA TB screening was an over
site by the Admin not pushing SRNA

multiple of times requesting SRNA
to get it taken care of. On 10/7/25
TB screening was completed and will

each following year.
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This requirement is not met as evidenced by:
Based on interview and record review, the facilily
failed to ensure each employee raceived a
Tuberculin (T8) risk assessment and TB skin test
(TST) or blood assay for mycobaclerium
tuberculosis (BAMT) upon initial employment, in
accordance with the provisions of 902 Kentucky
Administrative Regulations (KAR) 20:205, for 2 of
2 employees (Assistant Administrator (AA) and
Slate Registered Nurse Aide (SRNA) 1,

The findings include:

Review of the facility's policy titled, "Tuberculosis
Pravention and Control,” revised 10/16/2023,
revealed TB screeningitesting will be required of
every employes upon hira in order to identify any
employee who shows sign of a possible TB
infection or disease before they begin actual
training or work hours,

Review of employee records revealed the
following:

1. No documented evidence of the AA's TB
screening and testing rasulls upon hire

2. No documented evidence of SRNA1's T8
screening and testing resulls upon hire

During an interview with the Administrator on
10/01/2025 at 1:13 PM, she stated she was
required to have any new hires to complete a TB
skin test before they were allowed to work at the
facility. She stated she was the onsite record
keeper, and she does try 1o review records to
ensure they are complying with their policy and
state regulations.
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