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An offsite revisit was conducted and based on
the acceptable Plan of Correction (POC) the
facility was deemed to be in compliance as

. alleged on 03/16/15.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE (X&) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients, (See instructions.} Except for nursing homes, the findings stated above are disciosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disciosabie 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved pian of correction is requisite to continued
orogram participation.
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‘Rased on e comprehensive assessment of 8
i rasident, the facllity must ensure that -

(1) A resident whe has been able to eat enough

i alone or with assistance is not fed by naso gasiric

“tube trdess the resident ' s clinicsl condition

| damonstrates that use of a naso gastric tube was

, unavoidable; and
[ {(2) Aresident who is fed by a naso-gastric of
- gastrostomy tube receives the aporopriale
| reatment and services o prevent aspirafion
. preumonia, diarthea, vormiting, dehydration,
me{abo?m abnarmalities, and nasal-pharyagsal
vlears and i restore, if possible, normat eating

' ekl

REGUIREMENT is not roet as evidenced
Based on ohsarvation, Interview, record review,
| and raview of tha faclity's polloy, it was

{ determinad the facility faited to administer enteral
1ube medications according to their policy for one |

] i {1} unsampled resident {Resident A).

H

;

i

H

.§ was completed with all nursing staff
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i A Recertification Survey was initisted on i ;
; 30315 and conciuded on 03/06/18 with :
" deficient practice ¢ited at the highest scope and
| severity of an "E." i ; :
F 322 483.25(gY42) NG TREATMENT/SERVICES - ' F 522 No residents were found to have adverse CO3-16-15
55=0 ! RESTORE EATING SKILLS i yeactions or outcomes agsociated with the '
deficient practice. A house wide education

! concerning Kingsbrook Lifecare Center’s

- {KBLC) policy on “Enteral Tube Medication |
* sdministration” and safe/proper enteral tube |
" medication administration. This education
¢ was completed on 3-6-15 by the Guality

. Asstirance Department nurses (Curtis

| Metzler, RN, BSN, Robin Dravis, LPN, and

Scott Mulhearn, LPN). The facility

i implemented a randem audit process, on

| 3.12.15, to monitor enteral
administrations. Resident Care Managers and ©
Nursing supervisor’s (Susan Kempf, RN, 1
! Sharon Queen, LPN, Pam Willis, RN, Violet

§ Stewury, RN, Sherry Blackbura, LPN, Rita
Hankins, LPN, and Pam Pennington, LENy
will audit enferal tube medication passes each |
shift every week to monitor for safefproper
| medication administration, All andits wifl be
monitared througlh the monthly QAPI
meeting for a period of one year or lenger if
. needed, to ensure complianes. The QAF! ;
! muasting is made up of: Lisa Queen
(Admiﬂisﬁmtor 1, Phillip Floret (Medical
Director), Arlene Massie (Drrector of

! Nursing), Pam Bryas {Assistant Director of

| Mursing), Curtis Metzler ({uality Assurance/ |
Infection Control}, Dave Thomas (Finance {
1 Director), Teria Maynard (MDS :

rube medication |

1X0) DATE

LABORATORY QlREGTGR CR PROVIDER/ Bﬁ?L!ER REPRESENTATIVE'S {;EGNATURE

A K7L TS

TITLE

Qi e “"!‘ED} 5

Any deficiency statement an'ding with an é’f},r;ﬂk {*} denoles a deficiency which the institution may be excused from corsacﬂng providing it is detarmibed thal
other safeguards provide sufficient protaction (o the patienis. (See Instruclions, } Excep{ for nursing homas, he findings stated sbove ara disclosabie 20 days
follawing the date of survay whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disciosabls 14
days following the date these documents are made availeble to the facility, f deficisncias are clted, an approved plan of correction is requisite io continued

program participation,
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F 322

|

. Continued From page 1
The findings include:

. Review of the facllity's policy titted "Enteral Tube
| Medications Administration”, undated, revealed

, the purpose of the policy was o assiwre the safe
"and effective administration of enteral formulas

. and medications via enteral tuhes, Continued

" review revealed steps in the procedure included
: the fnllowing: sach medication was o he

administared separalely; & warn water flush of at

least five (5) miliifliters (mi) was to be instiled
. between sach medication; and the cup from

" which the madication was administered was o be

rinsed with water o ensure the entire dose was |
adminigtered. {An entergl lube is Inserted inte the |

i stomach, through the abdoemen, for the !

. administration of nuiritional formulas and
t medications, for individuals unabie to Swaiiow

 safely.)
| Clinjcal record review reveated Resident A was

| diagnoses which included Infantile Cerabral

admitted by the Taciily on 99/24/12 with

Palsy, Convulslons, Chrobic Ghsiructive Alrway
Dissass, Dysphagia, and Siatus-Post
Gastrostomy Tube nsertion,

| Observation of the medication pags, on 03/03/15

caf £:30 PM, revealed Licensed Practical Nurse
HLPNY#2 administered three (S)liquid med;caiz{)!‘i% !
: as follows: Colace 100 milligrams {mg), a stool

: softener giver for prevention of constipation,

{ Oxyoodone 5 mg, & narcolic given for pain

- contrel, and Vialproio Acid 125 mg, given for ;
| seizure control. Confinued observation revealed |
; LPN #2 administered the medications in direct

! succession without flushing with water between

' each medication. In addition, LPN #2 did not
 rinse the cup containing the medications to !

22 ; Coordinator), Glenna Greenslade {Social

i Services), Nathan Holbrook {(Maintenance
i Manager), Charles Brwin (Bavironmental
Services/Risk Management), Arinn :
McKnight (Admissions/ Activities}, Brin :
Littleton (Dietician), Gail Cunningham
. {Hitchen), Annic Bishop {Therapy Manaper),
| Robin Davis (Qualiey} Brittany Mouore
{Treatment Nurse), fennifer McFarlin
(Fhuman Resonrces), Susan Kemp! (RCM). i
Sharon Queens (RUM), Vielet Stewart (RCM),
P opam Willis {RCM), Katie Davis {Finanee
Coordinator}, Vicki Baily (Medical Records), |
and Kathy Schatfer (Pharmacist}. :

i
i
5

i
! |
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F 322 Continued From page 2
_ensure the entire dose was administered.
f

. Interview with LPN #2, on 03/05/15 at 4:00 PM,

Creveated she was aware of the facliity's poliey for

erteral fube medication, including the

| requirement fo flush with water betwaen aach
medication and 1o add water to the cup as

| necessary o ensure alt of the meadication was

admiristered. Confinued interview revealed LPN 5

| #2 could not say why she did administer the
medications cofrgcily.

" interview with the Pharmacist, on 03/06/15 &t

L 12:45 PM, reveated the administering nurse

" should follow the written policy by administering
- each medication separately, fushing with waler
* between medications, and 7insing the cup as

i directed by the policy.

 Interview with the Directar of Nursing (BON}, on
L G3/05/15 at 3:35 PM, revealed it was her
| expectation for all nurses i the faciity to
: administer enteral medicadons according to the

facility's policy. The DON stated she racognized

| the nesd for aducation regarding enteral tubs
" care and proper medication adminisiration.
F 411 | 483.56(a) ROUTINE/EMERGENCY DENTAL
sg=F ' SERVICES IN SNFS

i Tha facility must assist residents in obtaining
- routing and 24-hour smergency dental care.

¢ A faciiity must provide or obtain from an outside
f resource, in accordance with §483.75(h) of this
' part, routine and emergency denial services ©
U mest the needs of each resident; may charge a
' Medicare resident an additional amount for

| routine and emergancy dental services; must if

i

!

é

F 411 Dental services were scheduled for Residents | 31615

]

i completad on 3-13-15 to ensure every
V 4

| #6, #7, 411, #18, and 719 (per resident choice) |
on 38-15, Immediately upon notification of
deficient practice. A facility wide audit was

! resident had recetved proper dental services,

¢ yas seheduled for dental services, assisted in |

. seeing the dentist of hisfher choice, or

¢ dechined dental services. On 3-13-15,a fonn
© was ncluded in KBLC admigsion paperwork
¢t determine resident dental preference. This |

!
i form will be completed on all new

7

i
I
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£ 411! Continued From page 3
| necessary, assist the resident in making .
' appointments; and by arranging for fransporiation
i 1o and from the dentlst's office; and promptly refer
“residants with lost or damaged dentures to 2 ,
- dentfst,

CThis REQUIREMENT is not met as gvidenced
by

© Basad on interview and record review, it was
. determined the facility failed o ensure each :
' rasident received rouline dental services, for five

| (8) of twenty-four (24) sampied residenis ;
" {Residents #6, #7, #11, #18 and #19), Reviewof |
s resident medical records revealed no i
" documented evidence residents received dental

| services in the pas! vear,

: The findings include;

; Irtsrview with the Director of Nursing (DONE on
T O3/05/15 at 318 PM, revealed no policy relatsd to
- dental nars existed; however, she siated itwas |
her expectation for every rasident lo recelve ’
. routine dental cara.

£

1. Clinfeal record raview revealed the fachity i
| admitted Resident #8 an 11/01/12 with diagnoses |
" whieh included Generalized Muscis Waakness,
| Depression, Osteoarthritis and Alzheimer's
: Disease. i
" Review of a Physician's order dated 07/01/2013

i revealed Resident #8 was (0 see a denlis! as :
i neaded. Continued record raview revealad o

{

; documented evidence Raslident #6 was seen by &

| Dentist or receivad dental care within the past |
year. :

£ 411 admissions to ensure every resident has his/

F

: her dental care needs met, Dr. Deanna

{ Tatierson DM wilt make monthly rounds at

| the facility and as needed for emergencies.

' Progress notes of each visit will be written in

the residents’ charts and exam sheets will be

scanned into the residents’ medieal record for

storage. RCM Viclet Stewurt will createa

resident lst before each visit to ensure every

resident is seen an a yearly basis and as

needed, unless denzal services arve refused. At

* this time, alf residents who have requested to

| see a personal dentist will be assisted with

" appeintments, transportation, and any othey

weeds. Bach Resident Care Marager (Susan

- Kempf, KN, Sharon Queen, LPN, Violet

© Stewart, RN, Pam Willis, RN will track the

dental preferences and visits of each resident

on her floar. Each RCM will complete a

v monthly audit to ensare that each resident
has received proper dental care according to

! histher preference and that this care is
documented. AH andit results will be

! monitored through monthiy GAPT meetings

for a period of one year or longer if necessary. |

| The QAPT meeting iz made up ofr Lisa Queen

: (Administrator}, Phillip Floret (Meidical

¢ Director), Ardene Massie {Director of

| Nursing), Pam Bryan (Assistant Director of

¢ Nursing), Curtls Metzler {Quality Assurance/ |

i Infection Control), Dave Thornas (Finance

¢ Director), Teria Maynard (MDS

| Coordinator}, Gienna Greenslade (Secial

¢ Services), Nathan Holbreok {Maintenunce |
Munager), Charles Erwin {Environmental
Services/Risk Managemient), Arinn McKnight
{ Admissions/ Activities}, Brin Littleton :
{Dietician), Gail Cuenningham (Kitchen), :

i
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F 411" Annie Bishop {Therapy Manager}, Robin s

F 411 Continued From page 4
| 2. Medical record review revealed Resident #7
. was admitted by the facility on 05/10/11 with
| diagnoses which included Depressive Disordar
. and Vitamin D Deficiency, Further review
| revesled no documented avidencs routine derstal
services weare offsrad to or received by Resident
i #7 in the past year, :

i 3. Review of the medical record revealed the
facility admitted Resident #11 on 11/13/13 with

. disgnoses which included End Siage Renagt

| Dissase, Diabetes Type I, and Deprassion.

; Continued review ravealed no documented i

| evidence Resident #11 was seen by the Dentist !

. within the last year.

4. Medical record review revealed Resident #18

[ was admitled by the facility on on 09/25/12, with

- diagneses which included Alzheimer's Dementia,
{ Vitamin B Deficlencies, Amdely, Depression, and
. Diabetes Type Il Continued review revealed no |

; documented evidence the resident was seen by

: the Dentist within the past year. ;

| 5. Clinical record review revealad the facility

- admitted Resident #16 on 12/20/12 with

| diagnoses which included Dementia, Depression,
Generalized Muscle Weakness, Spinal Stenosis |

| and Anxiely.

i

. Raview of a Physiclan's order daled 07/20/2013
| revealed Resident #1189 was (0 see a deniis! as
“needed. Confinued record review reveaied ne |
i dacurmented evidence Resident #19 had gone ot
s of the facliity fo see a Dentist; nor was the ‘
i resident seen by the Dentist that visited the
i facility on a scheduled basis.

I

| Continued interview with the DON, on 03/05/15 at |

Davis (Quality) Brittany Moore (Treatiment

Nurse), Jennifer McFurlin (Human

Resources), Susan Kempl (RCM], Sharon

- Queen {ROM), Violet Stewart {RCM), Pam

| Willis {RCM), Katie Davis (Finance :

- Coordinator}, Vicki Batly (Medical Records},
and Kathy Schaffer (Pharmacist).
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F 431, 483.60(h), (d), (&) DRUG RECORDS,
s8=0 LABEL/STORE DRUGS & BIOLOGICALS

la licensed pharmacist who establishes a system
- of records of receipt and disposition of all
- controffed drugs in sufficient detail 1o enable an

; records are in order and that an account o all
 controfted drugs is maintained and periodically
| reconciied.

! professional principles, and Incdude the

: approprate accessory and caulionary
sinstructions, and the expiration date when
i applicable. |

! In accordance with State and Federal laws, the

: facility must store afl drugs and biclogicals In

: focked compariments under proper emperature
| contrels, and permit only avthorized personnel to
;' hava access to the kevs.

. The faciity must provide separately locked,
| permanently affixed compartments for storage of |
. controfled drugs listed in Schedule 1l of the 1
: Comprehensive Drug Abuse Prevention and

{ Controt Act of 1976 and other drugs subject to

{

i

" The facifity must empiay or obtain the services of |

| accurate reconcilistion; and determines that drug

| Drugs and biologicals used in the facility must be |
labsied in accordance with currently acoepied :

7
| STATEMENT OF DEFICIENCIES im } PROVIDER/SUPPLIER/CLIA D
AN PLAN OF CORRECTION CENTIFICAT ION SUMBER; | A oG i COMPLETED
e LM A !
{ | g
| 185449 [ 8 NG, — | o3isiz01s
NAME OF PROYIDER COR SUPPUER U STREET ADDRESS, TITY, STATE, 2P COLE
2500 STATE ROUTE 5
INGSEBROOK LIFECARE CENTER
K F { ASHLAND, KY 41102
D SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S BLAN OF CORRECTION Ly
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFX ! (EACH CORRECTIVE AQTION SHOULD 8E | GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENCY)
F 4111 Continued From page 5 Fdi1!
i 3:18 PM, revealed the Dentist visited the facility
" monthly. She stated the facility, &, the :
[ Administrator and the DON, was ultimately
; responsibie for ensuring sach resident recelvad ! |
‘routing dental services, Further interview i
i ravealed she was unable to find any decumented | '
. evidence Residents #8, #7, #11, #18, and #15
| had been seen by the dentist, i ;
F 431 All opened and uniabeled medications were  3-16-13

' immediately discarded upon discovery on

! 3-3-15. No residents were determined o have !
i adverse effects from the deficient practice. A

, facifity wide audil was completed on 3-3-15 10
"ensure no additional medications were stored
improperly. A mursing education was

. compieted an 3-3-15 concerning proper

! medication storage in accerdance with the

! KBLC policy entitled “Medication Storage i
the Facility: Storage of Medications,” by the
Quality Assurance Department staff (Curtis
Metzler, RN, BN, Robin Davis, LPN, Scott
Mulhearn, LPN, and Angie (igco, LPN)L
Weekly audits were implemented on 3-13-15
on each unit to ensure comphance with
proper medication storage guidelines. Each
ROM. {Susan Kempf, &N, Sharon Queen, LPN, |
i Violet Stewart, RN, Pam Willis, RN) will audit |
her unit and report the findings in the 5
U monthly QAPT mectings for a period of one

| year or longer i needed, to ensure

¢ compliance, The QAP meeting is made up
¢ of: Lisa Queen (Administrator), Phillip Fioret
{Medical Director}, Arlene Massie (Director |
! of Nursing), Pam Bryan (Assistant Director of §
¢ Nursing), Curtls Metzler {Guality Assurance/ |
I Infection Control}, Dave Thomas {Finance E
: Director), Teria Maynard (MDS ;

'

FORM CMS-256 K02-08) Pravicus VYorslons Obsolate Ewant DIXFFL1

Fagility Ir 100028 if continuation sheet Page 8 of 12




PRIMNTED: 032072015
o FORMAPPROVED

. DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO, 88380387

CENTERS FOR MEDICARE & MEDICAID SERVICEDS
STATEMENT OF DEFICIENCES 1) PROVIDER/SUPPLIERICLIA £62) UL TIFLE CONSTRUDTION 57 OATE SURVEY
AN PLAN OF CORRECTION MEHTIFICATION NURBBER: ) ah CORMPLETED
A, BUILGING
185449 B OWING G305/2015
STREET ADDRESS, CITY, 8TATE, ZIF CODE

NAME OF PROVIDER OR SUPPLIER
2500 STATE ROUTE §

KINGSBROOK LIFECARE GENTER
E ASHLAND, KY 41102
KA SURMMARY STATEMENT OF DEFICIENCIES i ‘ PROVIDER'S PLAN OF CORRECTION S _
PREFI | EACH DERICIENCY MUST BE PRECEDED 8Y FULL . PREFI . {EACH CORRECTIVE ACTION SHOULD BE [ COMPLETION
TAG REGULATORY OR LSC DENTIFYING NFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE @ PRTE
% DEFICIENCY) :

[
¥

! . .
F 4317 Continued From page & ‘ F 431 Coordinator), Glenna Greenslade {Social
| abuse, except when the facility uses single unit : 3' Services), Nathan Holbrook {Maintenance

package drug distribution systems In which the L i Manager}, Charles Erwin (Environmental
and & missing dosg can ¢ Services/Risk Management), Arinn
i ‘ MeKmight (Admissions/Activities), Erin
i : i Littleton (Dietician), Gail Cunningham :
: :  {Kitchen), Annie Bishop (Therapy Manager),
E i i Robin Davis (Quality) Brittany Moore i
‘ [ "\ {Treatment Nursel, Jennifer McFarlin
: b (Human Resources), Susan Kempf (RCM),

¢

| quantity stored is mirimal
" be readity detected.

gh)ts REGIIREMENT is not met as evidenced | Sharon Queen (RCM), Violet Stewart (RCM),,

g o o | Pam Willis (RCM), Katie Davis (Finance

! Based on chservation, intervisw, record review | . e e o
and raview of the facility's policy, it was : . Coerdinater}, Vicki Baily {Medical Records),

! . ve L e i ¢ and Kathy Schaffer {Pharmacist}.

 determined the faclity fajled to properly store : ;
drugs and biclogicals In the faciily medicalion : :
| room refrigerator. ;

i The findings inciude:

i Raview of the facility's poficy, titled "Madication :
! Storage in the Facility: Sterage of Medications”, :

_undated, revealed medications and biologicals | ?

| were to be stored safely, seoursly, and properdy,

_foliowing manufacturer's recommendations or ;

 those of the supplier. Continued review revaaled | :
! putdated medications were 10 be immadiately ' : ’
i removad and disposed of. Further review

- revealed medication storage conditions were to i
. be monitored monthly and corrective aclions
| taken if problems were identified. ‘

i Onservation of the medication room refrigerator
- on the Garden View unit, on 03/03/15 at 4:30 PM, | ' ?
 revealed a multi-dose vial of Novolog R {insulin
! had been opened, but was not labsled with the

- date, fime or initials of the individual whe opened

Cthe visl, in addition, & multi-dose vial of Lantus | f i
i Insutin was opened, but uniabelled. :
1 i H i

1 .
i i
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F 431! Continued From page 7 ;
interview with LPN #3 and LPN #4, on 03/03/15 |
[ at 4:35 PM, revealed they did not know what to
do with the opened, unfabslled multi-dose Insuiin
medication vials. They stated they would contact
thedr niursing supervisor for further insiructions,

Interview with LPN #5, on 03/03/18 at £:48 PM, |

raveated she was & Nursing Supervisor and the

Infection Control Coordinator, She siated all

| insuilin vials should be iabeled immediately upon

. opening with the date and {ime the vial was

opened, and the inillals of the facility personne!

: who opened the vial. Contintied interview

revealed insulin vials should be discarded after

| being vpen for 28 days, and the discard dale
could not be determined f the vial was not i
iabelied correctly upon opening. :

| Interview with the Pharmacist, on 03/05/15 at

L 172:45 PM, revealed insulin vials were {0 be
 labelled immediately upon opening with the date

" and tirme, and the initials of the nurse who opened |
L the vial. Continued interview revealed :
. twenty-eight (28) days was the maximum fime the
s insulin could be open without being used. Afler
that time, the vial must ba discarded, Further

. intarview rovealed proper fabefling upon opening
! indicated the acourate use-by date. |

Interview with the Director of Nursing (DON), on
, L3/06/18 at 340 PM, revealed i was her

: expectation for alf faclity nursing staff o ;
! immediately label newiy-opened medication vials |
i with the date, fime, and initials of the nursing

s staff. Continued interview revealed the BON

| recognized a nesed for training refating o he .
- faciity's pdlicy regarding proper medication
| storage. She further stated she would need to !
. provide follow-up on the monthly monioring of |

F 431,
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{564y I SUBMMARY BTATENMENT OF DEFICIENGIES : o PROVIGER'S PLAN OF CORRECTION x5)
FREFIX (EAGH DEFICIENCY MUST BE PRECECED 8Y FULL | OPREFEC | (EACH CORRECTIVE ACTION SHOULD B8 § COMPLETICN
A | REGULATCRY OR LEC HENTIFYING INFORMATION: I YR CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICENCY)
- .
F 431 Continued From page & F 431!
' the faciiity's medication and biologicals siorage | i
: practices,
F 441, 483.65 INFECTION CONMTROL, PREVENT F 441, Residents #3 and #14 were determined tohave © 3-16-15

s8=0 SPREAD, LINENS

]
: The facliity must establish and maintaln an
! Infection Control Program designed to provide a

| safe, sanitary and comioriable anvirohment and

. to help pravent the development and ansmission:

! of disease and infaction. s

E
| (a) Infection Control Program :
‘1 he facility must establish an Infection Control
| Program under which it - !
(1) investigates, controls, and prevents infections |
in the faciity; !
| {2 Decides what procedures, such as Isolation,
| should be applied {o an individual resident; and
{3) Maintains a record of incidents and corrective
" actions related to infections, :
" (b} Preventing Spread of Infection
L{1} When the Infection Control Program
dat@rmmes that a rasident neads isolation o
. pravent the spread of infection, the faallity must
| iIsclate the resident,
i {2} The facllity must prohibil employess with a
| sommunicable disease or infected skin lesions
¢ from diract contact with residents or their food, i
| diract contact will transmit the disgase.
£ (3} The faciity must require staff 1o wash their
» hands after sach direct resident contact for which
*hand washing s Indicated by accepted
;}mfesséonai gractice.

(ﬂ} Linens
| Personnel must handle, store, process and :
; %rampart fnens so as to prevent the spread of

* nio adverse effects as a result of deficient

| practice. A facility wide nursing education

: was completed on 3-5-15 concerning

" infection control and the prevention of the

* developmentftransmission of disease and
infection including proper handwashing and
i head-to-toe assessment,  This education was
. completed by the Quality Assurance

! Department Staff (Curtis Metzler, RN, BSN,
Rohin Davis, LEN, Scott Mulhearn, LPN,
Angie Cisco, LEN). A facility wide random
audit was implemented on 3-310-15 to ensure
compliance with infection control and the
prevention of the development/transmission

i of disease and infection, including

* hagdwashing and head-to-toe assesinents,
Audits will be completed each shift every
week by the Quality Assurance Department
_ staff {Curtis Metzler RN, 88N, Robin Davis,

LN, Scott Mulhearn, LEN, and Angfe Clsco, |

¢ LPND. Al Audits will be monitorad t}awugh

- monthly QAP mectings for a period of one

. year or longer if needed, to ensure i
| compliance. The QAPI meeting is mads up

i of Lisa Queen {Administrator), Philtip Fioret
{Medical Director), Arlene Massie {Director
of Nutsing}, Pam Bryan (Assistant Director of!
Mursing), Curtis Metzler (Quality Asgarance/ i
Infecton Countral}, Dave Thomas (Finance
Director}, Teria Maynard (MI2S
Coordinator), Glenna Greenslade {Social
Services), Nathan Holhrook {Muintenance
Manager}, Charles Erwin {Environmental
Services/Risk Management},
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! infection.

!

i This REQUIREMENT s rot met as evidenced
by

! Rased on observation, interview, record raview
¢ and review of the facility's policy, I was
~determinad the facility falled 1o ensurs Hoensed
! nursing personnel washed thelr hands and

: changed gloves as required to help prevent the
_spread and transmission of disgase for two (2) of |
waenty-four {24) samplad residenis { Residents
| #3 and #14).

i

| The findings include:

! Review of the "Nursing Policy and Procedurs for
i Handwashing®, revised February 2003, revegled
| the purpese of handwashing was fo remove
! contaminants acguired by recent contact with :
, infected residents or environmenial sources.
! Continued review revaaled parsonnel who had
| contact with a resident'’s excretions, secretions, or
blood, either directly or fhrough contaminated |
 articies, could soquire contaminants, Further

. review revealed to reduce the risk of spreading
"irdection from one resldent to another, statf !
| shoufd wash their hands and change gloves when:
Cmoving from a "dirty” area 1o & “clean” area. *

i 1. Madical record review revealed Residant #3
;was admitted by the facility on 07/18/17 with

| diagnesas which included Senite Dementla,

i Congestive Heard Failure, and Coronary Artery
! Diseass.

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEPICIENCIES Sy PROVIDESURPPLUERICLIA | {1 MULTIPLE COMBTRUCTION {3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER: ! A RLILONG COMPLETED
! L LIS
185449 8. WING | 03jos/ze15
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY. STATE, ZF CUDE
2500 STATE ROUTE &
KINGSBROOK LIFECARE CENTER
® ASHLAND, KY 41102
I SUMMARY STATEMENT OF DEFICIENGIES e} E PROVIDER'S PLAN OF CORRECTION ! (X5)
PREFIX | {EACH DEFICIENDY MUST BE PRECEDED BY BULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR L3C [DENTIFYING INFORMATION} TAG CROSE-REFERENGED 1O THE APPROPRIATE DATE
; DEFIGIENGY) ;
F 441 Continued From page 9 ! Arinn McKnight (Admissions/Activities),

a4

i

Erin Litdeton {Dietician}, Gail Cunningham |
{Kitchen), Annie Bishop (Therapy Manager), |
Robin Davis (Quality) Brittany Maore i
{Treatment Nurse), lennifer McFarlin
(Hwman Resources), Susan Kempf (RCM},
Sharon Queen {RCM}, Violet Stowart
{RCM7), Pam Willis (ROCM?3, Katie Duvis
{Finance Conrdinator), Vicki Baily {Medical
Records), and Kathy Schaffer (Pharmacist),

i
H
H
i
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NAME OF PROVIDER OR SUPPLIER
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2500 STATE ROUTE &
ASHLAND, KY 41102

! Observation of a skin assessment for Resident

#b on D3iG4/15 at 10000 AM, revesled alter
iauch:r&z; the resident's perinest area and rectal

. hands prior to repositioning the resident and
f adjusting the resident’s clothes and finens.

2 Medical record review revealed Resident #14
was admiited by the facillty on 02717715 with

' Disease, Atrial Fibrillation frregular heartbeat),
( and Status Post Aortic Valve Replacerment.

t Observation of LPN #6, on 03/05/15 at 215 PM,
| revealed she performad a skin assessmeant for
‘Resident #14. LPN #5 examined and touched

' the rasident's perineal area with her glovad

" hands. Continued observation revealad LPN #6
i proceeded {o reposition Resident #14, touching
‘ the resident's arms and back, without washing

| her hands or changing her gloves.

CInterview with LPN #8, on 0305/ 5 at 3:00 PM,

| revealed she was knowledgsable regarding the

| facility's infection control polficy on prapar

" handwashing and gloving techniques o prevent
| crass- contamination when moving from a "dirty”
area o a “clean” area. She sialed she did not

t washing and gloving technique, which was har
tusual practice, during the skin assessments for
| Residents #3 and #14. She furlher stated she

| was nervous because she knaw she was being
Fwatched.

- Irterview with the Director of Nursing {DON}, on
1 03/05/15 at 3:35 PM, revealed it was her

i expectation for alf facility staff to follow the

 #3, performed by Licensed Practical Nurse (LEN}

kniow why she did not perform the proper hand |

HAe SUMMARY STATEMENT OF DEFICENCIES ; ) , PROVIDER'S PLAN OF CORRECTICN 1363
PREFIK © (EACH DEFICIENCY MUST BE PRECEDED BY FULL §OPREFIR (EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION} L TAG CRUSS-REFERENCED TO THE APPROPRIATE DATE
: : : DEFIGIENCY)
F 4411 Continued From page 10 P Fa4t,

i H

i

| area, she falfed to ramove het gloves or wash her |

! diagnoses which inciuded Chrorie ischemic Heart

:
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES K1) PROVIDERIGUPPLIERICLIA {H2y RULTIPLE CONBTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION OENTIFICATION NUMBER: - COMPLETED
AL BURLDING i
185449 8. WiNG ; G3/05/2015
' STREET ADDRESS, CITY, STATE, 7iF CODE

NAME OF PROVIDER OR SUPBLIER

KINGSBROOK LIFECARE CENTER

2500 3TATE RCUTE 5

% ASHLAND, KY 41102
-

*facility's policy related to handwashing and

! gloving techniques, in order to prevernt

. cross-contamination. She stated handwashing
Fand a change of gloves should be completed

: whan moving from a "dirty” area of the body lo a
“olean” area, Continued interview revealed the
FIDON rgcognized staff nesded re-education

. retated to the imporiance of infection controd

! measures, including proper handwashing and

| gloving.

i
t

F 441

XHm o SUMMARY STATEMENT OF DEFICIENCIES i PROVIDERS PLAN OF CORRECTION ; x5)
PREFX | (EACH DEFICIENCY MUST 8E PRECEDED BY FULL DBREFI {EACH CORRECTIVE ACTION SHOULD BE | LOMPLETION
TAG REGLLATORY OR LAC IENTIFYING iINEQRMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
: DEFICIENGY}
: é
441 . Continued From page 11
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f STREET ADERESS, CITY, 8TATE, 2P CODE

NAME OF PROVIDER OR SUPPLIER
I 2B00 STATE ROUTE 5

KINGSEBROOK LIFECARE CENTER )
G z AZSHLAND, KY 41102
A SUMMARY STATEMENT OF DEFICIENQIES e . PROVIDER'S PLAN OF CORRECTION v
frdry ! (EACH OEFICIENGY MUST BE PRECEDED §Y FULL I OPREFX {EACH CORRECTIVE ACTION SHOULD 88 . COMPLETION
TAG REGULATORY OR LEC IDENTHVING INFORMATION) DotAG CROSS-REFERENCED TO THE APPROBRIATE | DATE
; ! DEFIGIENGY)

K 000 | INITIAL COMMENTS K 000

i OFR: 42 CFR §483.70 (a)

CBUILDING: 09

|

 PLAN APPROVAL; Construction Date 05/18/02
: BURVEY UNDER; 2000 Existing

FACILITY TYPE: SNF/NF

. TYPE OF STRUCTURE: Two {2} Story, Type H
1{222} Protected i

SMOKE COMPARTMENTS:  SIx {8} smoke
' compartiments,

COMPLETE SUPERVISFD AUTOMATIC FIRE
P ALARM SYSTEM originally instalfed in April 20062
: and upgraded in July 2011 i

PRUALLY SPRINKLED, SUPERVISED {Wet ‘
 BYSTEM) original in Aprif 2002 “ :

| EMERGENCY POWER: Type 1 Djesal
. Generalor, Criginal in April 2002

. A Life Safety Code Survey was conducied on
(33/04/18. The facility was found not fo be i
' substantial compliance with the reduirements for | :
- parfleipaiion in Medicare and Medleaid, The : i
facility is licensad far one hundrad and I
Horty-saven (147} beds and the census was one | :
hundred and forty (140} the day of the survey.
i [

i Deficiencies were cited with the highest Scope 1
i and Severity of an "F"

i
. H
H

: THILE (@5} DATE

{RBORATORY DIREC TOMS. 0GR PRO\«‘%&EW{?\Q/ R FERRESENTATVES SR .
-~ . »
R . '\’
d LT N éﬁl;ﬁﬂ/‘r&fﬁ ﬁ?;?é‘qu }\/f&/‘ié;.«

Any deficiency statement e'ndinff with an aslgfisk {*) denotes a deficlency which the inaliution ma? be excused from comacting providing it is determingd thal
other safeguards provide sufficient protection o the patients. (See Fstructions. ) Except for nursing homss, ihe findings siated above are disclosabis g0 days
inflowing the date of survay whether or not a pian of aarroction is provided, For mursing hemes, the sbave findings and plans of correction are dsclosable 14
days following the date thess documents ars mads avaiiable 1o the facility, If deficiencies are clted, an approvad plan of comrection is requisits to continued

program pariicipation,

Facilyy ¥ 100029 If contfinuation sheet Page ol 4
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(X1} PROVIDER/SUPPLIERCLIA
ICENTIFICATION NUMBER:

185448

) MULTIFLE CONSTRUCTION
A BUILDING 0 - BUILDING
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COMPLETED

g 03/04/20158

NAKE OF PROVIDER OR SUPRLIER

KINGSBROOK LIFECARE CENTER
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2500 STATE ROUTE §

ASHLAND, KY 41102

SUMMARY STATEMENT OF DEFICIENGIES

iy

FROVIDER'S PLAN OF CORRECTION

)

| COMPLETION

;%ftrﬁ , IEACH DEFICIENGY MUST BE PRECEDED BY FULL, PREVIX EAGH GORRECTIVE ACTION SHOULD BE
TAG | REGULATORY OR LSC DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
i DEFCIENGY)
B !
K000, Continued From page 1 K 001
" The findings that follow demonsirate i
noncempliance with Title 42, Code of Fedearal 5
: Reguialions, 483,70 {a) et saq {Life Safety from |
Fire). .
K 0621 NFPA 101 LIFE SAFETY CODE STANDARD KUBZ1  No residents were found to he affected by | 3-18-15

SRE
. Required automatfc sprinkier systems are
- continuously maintaingd in reliable operating
| condition and are inspected and lested ;
. periodically.  19.7.6, 4.6.12, NFFA 13, NFPA 25, |

'9.7.5

' This STANDARD is not met as evidenced by;

¢ Based on interview and racord review, it was

. datermined the facllity falled to ensure the

- avtomatic sorinkier system had an internal pipe
tinspection performed, acoording to Mational Fire
. Protaction Association (NFFA). The deficiency :
“had the potential to affect six () of six (8) smoke
i compartments, ane hundrad and foriyethree {143}
- residents, staff ang visitors, '

i

| The findings include:

' Review of the atdomatic sprinkler inspsaciion
records on 0304415 at 4:14 P, with the
. Maintenance Director, revesied the faclity had
'failed to have an internal pipe Inspection
i performed within the last five {8} vears. Inferview,
with the Maintenance Director af the time of the |
‘review, ravealed the facility did not have %
: documented proof an infernal pipe inspection had
" bean performed within the fast five {8} vears.

i

The findings wers acknowledged by the 1
~ Administrator durlng the exit conference. ‘

1

deficient practice ut this time, Upon
discovery ol need for interral pipe
inspechion Heritage Hire Protection was
scheduled to complete the inspection.
The internal pipe ingpection was
completed and documented on 341715,
The maintenance department has started
a log of all fife safeiv/environmental
ingpections, due dates, and
documentation. This log will be tracked
by Mathan Holbrook (Maintenance
Manager) and will be audited monthly to
ensure no inspections are missed, and the
internad pipe lnspection will be
completed every five years, accarding to
National Fire Protection Association
{MNEPA) regulations. Results will be
monitored through monthly GAPE
meetings, The QAP meeting is made up
of: Lisa Quean {(Administrator), Phitkp

X Fioret {Medical Divector), Arlene Massie
{Director of Nursing), Pam Bryan

{ {Assistant Director of Nursing), Curtis
Metzler {Quality Assurance/Infection
Conlrel), Dave Thomas {Finanece
Prirector}, Teria Maynard (MDS
Coerdinator), Glenna Greenslade {Social
Services), Nathan Holbrook
{Maintenance Manager}, Charles Erwin
: {Bnvirenmental Services/Risk

:E Management), Arirm McKnight

: {Admissions/ Activities), Erin Littleton

E

i

i
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{ STATEMENT OF (JEFICIENCIES %(X?) PROVIDERISUPELIERICLIA (X2 MELTIPLE COMSTRUGTION (X2} DATE SURVEY
ANDY PLAN ©F CORRECTION | BENTIFICATICN NUMBER: A BULDING B - BULDING COMPLETED
,i 185449 5. WING. - 03/04/2015
NAME OF PROVIDER OR SUPPLIER ! STREET ADDRESS, CITY. STATE, 7P CODE
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pavD | SUMMARY STATEMENT OF DEFICENCIES o PROVIDERS PLAN GOF CORRECTION _ 1453
PREFIX (EACH DEFICIENGY MUST BE FPRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE §COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INECORMATIONS . TAG LCROSSFEFERENGED TO THE APPROPIIATE DATE
! BEFICIENGY)
w0821 Continued From page 2 Koss! (Dietician), Gail Cunningham (Kitchen), :
. i Anpie Bishop {Therapy Mana ger}, Robin
' Refsrance: NEPA 26 {1008 Edition) { o Davis {Quality) Brittany Moove (Treaiment
i 16-2.2% Ohstrucion Prevention, Systems shafi be | . Nurse], fenmifer McFarlfo (Human
. axamined internally for obstructions whera ' © Resources), Susan Kempf {RCM), Sharon
pondiifons exist that could cause obstructed i Queen {RCM), Violet Stewart {LRCM], Pam
. piping. If the condition has not been corrected or T OWitlis (ROM), Katie Davis (Financs
' the condftion is one that could result in ' Coordinator), Vickd Raily (Medical
i shstrucetion of piping despite any previous flushing | Records), and Kathy Schaffer (Pharmacist),
procedures that have been performed, the
: systern shall be examined indernally for
. obstructions every 5 vears. This investigation ;
! shall be accomplished by examining the interior ‘
- of a dry valve of preaction valve and by removing
' two oress main flushing connections. i
K ’Mi’ Mo residents were alfected by deficien: |3-6-13

¥ 144 T NFPA 101 LIFE SAFETY CODE STANDARD
§8=F .
' Generators ars inspanted weekly and exercised

; under load for 30 minutes per month in
“accordance with NFPA 89, 3441

: This STANDARD is not med as evidenced by
© Based on nterview and recard reviaw, it was
f determined the facilty failed o ensure smergendty |
" generator inspections ware proparly documenied |
t secording to National Fire Prolection Assogiation |
{NFPA} standards. The deficiency had the
| potential to affect six (6] of six (B} smoka
. compartiments, one hundred and forty-thrae {143}
reszdents siaff and visitors,

| practice at this ime. The facility’s nspection
. logs for the emergency generztor entitled

i 3-5-15 to include a columa for Load
" Thne,
and foad transfer tines documented monthly
. to ensvre load transfer time (Hme i takes for
. the emiergency generator to transfer the

i facility from regular power to emergency

! with regulations, The logs will be monitored
¢ by Nathan Holbrook {Maintenance :
! Manager). Resulis will be reported in

“Generator Run Report” were updated on
Transfer |
The generaior will be inspected weekly

power) is within 10 seconds, in compiiance

monthly QAPT meetings. The QAP meeting
iz made up oft Lisa Queen (Adminisirator},
Phillip Fioret (Medical Divector), Arlene
Muassie (Director of Nursing), Pam Bryan
(Assistunt Director of Nursing), Curlis
Metzer (Quality Asswrance/[nfection
Cantrol), Dave Thomas (Finance Director),
Teria Maynard (MDS Coordinator), Glenna
Creenslade (Social Services), Nathan
Holbrook {Maintenance Manager)
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K 144 | Continued From page 3
I The findings include:

. Review of the Tacility's inspection fogs for the

| emergency generator on 03/04/15 at 3:30 PM,

with the Maintenance Direclor, revesied the

faciity had failed to document the time it took for

tha emeargency generalor (0 fransfer the facility

from reguiar power to emergency power.

| Intervisw, with the Maintenance Direcior at the

ime of review, revealed the facility had an au%gzde

, contractor aducate hirm on the procedures for

¢ inspecting and maintaining the genarator. The i
Maintenance Director siated however, the '

: candractor had nat discussed the need to
docurnent ransfer limes of fhe generator,

i The findings were acknowledged by the
Adriristrator during the exit conferance.

| Reference: NFPA 99 {1999 ediion)
- 3-5.3.1 Source. The emergency system shall be |
instafled and connacted io the altsrnate source of |
powar spacified in 2-.4.1.1.2 and 3-4.1.1.3 so that |
s ait functions specified hersin for the emergency
¢ system will be automatically restored 1o operation i
. within 10 seconds after intefruption of the normai |
| source. i

i

i
14 144" Charles Erwin {Eavironmental Services/Risk
. Management), Arinn McXKuight {Admissions/
Activities), Frin Littleton (Dietician), Gail
i Cunningham (Kitchen), Annie Rishop
£ (Therapy Manager), Robir Davis {Quality}

- Brittany Moore {Treatiment Nurse), Jennifer

! McFartin (F Juman Resources), Susan Kempl ¢

{RCM), Sharon Qil(‘ﬂﬁ (RCM, Violet Stewart

! (RCM), Pam Wiklis (RCM), Katie Davis
{Finance Coordinator), Vicki Baily (Medical

Recnrda;, and Kathy Schaffer {Pharmacist),
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