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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 03/19/14.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk (*) denoles a deficiency which the institution may be excused from correcting providing it is determined that
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
pregram participation. .
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F0C0 ' INITIAL COMMENTS ' Fooo! ;
i ; \Stat labs were ordered for both Res. #4 and

' ‘Res. #16. Res. #4 was on 02/12/14 and | 2/22/14
. A Recertiflcation Survey was inltiated on 02/11/14 ; {an O :
} N ! ton 02/13/14 for Res. #16 as these were the;
and concluded on 0213114, Deficiencies were -days the errors were noted. Both Res. #4 -

cited with the hi it :
; Sl wit highest Scope and Severlly of 2 and #16 lab results are current and up to

H "E:)". . i
F 281 ; 483.20(k)(3)(i) SERVICES PROVIDED MEET | f 2g4idate. All Statlabs were within normal range
s8=0 PROFESSIONAL STANDARDS - and zero adverse reactions were noted,

i ‘ The medical director reviewed Res. #4 and,

 The services provided or atranged by the facifity : #16 lab resulis no orders were noted based

; must meet professional standards of quality, : . on lab results. A building wide audit was

* completed by the Resident Care Managers,
b ) ! on each unit, (Susan Kempf, RN, Brian
. This REQUIREMENT Is not met as evidenced . Neely, RN, Violet Stewart, RN, and Pam

fby: . , . . ! Willis, RN) as well as the Quality Assurance
Based on interview, record review and review of i Depanment nurses, (Christie Penick, RN, -
| the facility's palicy, it was determined the facility ' Robin Davis, LPN) on il labs ordered for
i falled lo ensure services provided mat H | . ! ,

all residents on 2/14/14 and all labs were |

' professional standards of quallty for two (2} of
 twenly-four {24) sampled resldents (Residents #4 |
“and #1686} as evidenced by the facility's failura to

i draw laboratory specimens (labs} as ordered,

: current. ,
! The facility has implemented the process |
| of enlering all lab orders in the Elsclronic |
Medical Records to flag that a lab is due to
be drawn.. Thig will be entered by the LPN:

i Resident #4 had standing orders for a weekly IS
" Comprehensive Metabolic Panel (CMP) Iabs; ,or RN caring for the individual resident that-
however review of the labs performed revealed ‘% ihe léﬁ’}iﬁé’}orderéd for. All new orders are
" no documented avidence of CMP labs obtained & - - verified by an LPN or RN on midnight shift:
j during January and February of 2014 as ordered. * - * for accuracy and to folfow through on all
? ; orders. A transfer report form was

: " implemented for any resident that transfers
i from one unitto another and any resident

that transitions from short-term care to |
* long- term care. This audit will be ;
: completed by the Resident Care Manager
. ; i on each unit, i
" Review of the facllity's policy titad, "Bhysisian : . .
i Order/ Transcribing New and Re-Admitted )
* Residents”, effective date December 2001, i

; Resident #16 had an order to have routine labs
* performed every three months; however there

i was no documented evidence the labs were

" obialned as ordered.

i The findings include:

i

i Y - - i : i

LABORATORY nmﬂ%w&mﬁt? BEP,‘RESENTATNE‘S SIGNATURE THLE (XB) DAYE

. . D S TONTDE 2| wa
Any deficlency statement ending with an asterisk ('Ta'é'r'}oies 2 defigiency which tha institution may be excused from correcting providing it ig determined (hat
other safeguards provide sufficlent protection ta the patients, (See instructions.) Except for nursing homes, e findings siated abova &rs disclosable 80 days
foliowing tha date of survey whether or nol a plan of correciion is provided. For nursihg homes, the adove findings and plans of cotrection are disclosable 14
days fellowing the date these documents are mada availabie to the facilty. Wdeficlencies are ciled, an approved plan of correcton is requisite to continuad
program pariicipation.
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|
F 281 Continued From page 1

i ravested all residents admitted to the facitity ware ;

* to have Physician Orders in order to provide

, immediate and essential care to residsnis

| consistent with each resident's mental and
physical status. Further review of the policy

j revealed Physiclan’s Orders were to be

- accurately transcribed and carrfed out.

| Review of the facillty's policy titled, "Medical

Record Change Qver Policy”, dated August 2009, |

: revealed "change over” was conducted once the
' new manthly records were obfained from

_ pharmacy by the nurse to compare the current

! Physician Orders to the new month's recards.

i Interview, on 02/13/14 at 4:46 PM, with the
" Director of Nursing (DON) revealed her
expectation was siaff ware to transcribe
| Physician orders accurately when changling over
" orders and ensure Physician's Orders wers
i i followad,
1. Review of the medical record of Resident #4
i reuea!ad tha facility admitted the resident on
' 02/20/13, with diagnoses which included
. Congestive Heart Failure, Chronic Kidney

f
i

| Disease, Hypertension, and Demantia. Review of ; :

the Significant Changa Minimal Data Set
. assessment, datad 02/03/2014 revealed the
 facility assessed Resident #4 to have a Brief

_Interview for Mental Status {BIMS) score of f:fteen

(1 5} which indicated the resident was cognitively
*intach,

; Review of the Physictan's Orders revealed an
arder dated 0773172013, for Resident #4 to have

. a CMP (a lab to check far condilions such as

i diabetes, liver disease, and kidney disease) lab

drawn every Wednesday. Howavar, review of the |

E 281 iAssurance nurses Angie Cisco LPN, and

‘All Tabs will be audited by the Cualty

‘Rita Kirk, LPN during monthly changeover. ;

:An education was completed on 2/21/14, b)g
'Christie Penick, RN, Quality Assurance and:

'Robin Davis, LPN, and Tom Canlrell, LPN, :

ion how ta scheduls lab orders in Point Click

"Care for the labs to auto-populate into the |

:EMAR. Al audits will be monitored through

“the monthly QAPI meeting for a period of |

;one year or longer if needed. The monthly

"QAP] meeting is made up of: I

i Keith Moore {Administrator), Phillip Fioret -

'{Medical Director), Arlene Massie (DEreclor%

j of Nursing), Lisa Queen (Asst. Adminisiratar),

" Pam Bryan {Asst Director of Nursing), i

i Teria Maynard {MDS Coordinatcr}, i

* Christie Penick (infection Control/QA), !

] Adam Rucker (Resident Services Director)|
Glenna Greenslade {Social Services),

i Curtis Metzler (Cardiac Manager), Randy |
! Payne {Environmental Services), !
Anthony Crance {Maintenance), Susan
" Kempf (RCM), Brian Neely {RCM}, Pam

1 Willis {RCM]), Violet Stewart (RCM),

. Kayleigh Ticknor (Dietician), Gail

I Cunningham {Dietary Manager), Katie |

. Davis {Finance Coordinator), Keith
Carter {Risk Management),

Arrin McKnight (Admissions), Chatlie
Pack {Activities), Annie Bishop (Therapy |
Manager), Robin Vanderpool (Trealment :

: Nurse}, Josie Armstrong (Restorative i

" Coordinator), Jennifer McFariin (Human

Resources), Vicki Bailey (Medical Records),

and Kathy Schaffer (Pharmacist}.

i
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F 281! Continued From page 2

: lah reparts revealed no documented evidence of 4 ! [
* the weekly CMP having been obtalned as crdered ; : =
: since 12/30/13. * !
| . H
. Interview, on 02/12/14 at 2:36 P, with Licensed 1 !
| Practical Nurse (1PN} # 2, who cared for ,
Resident #4, revealed the CMP lab had been
| ordered related to Resident #4's diagnosis of i
Congestive Heart Failure. The LPN stated :
i ordered labs would "pap up” on the computer | : ;
" system; however Resident #4's lab had not that :
: day, which was a Wednesday., She stated the i 1
* resident's CMP lab should have however, LPN
; #2 reviewed Resident #4's medical record and
: stated there wera no CMP lab reports for January | :
_and February 2014 In the record. She indicated ; i
i the last CMP [ab reportin the resident's medical ! : ;
“record had been obtalned on 12/30/201 3. ; } !

i .
i !

* Interview, on 0211214 at 4:30 PM and 02113114 |
i at 1:22 PM, with Regislered Murse (RN) #2 / ! ; ] i
: Resident Care Manager {RCM) Gardenside Unit i | =
. revealed she had overlooked the order when : :
| doing the "change over” of orders. She stated i i H

she should have checked to see if the weekly ! ; |
i CMP was still an active order when parforming - i !
" the "change over” and the lab should have bean | : ! i
| carried through into 2014. : i i o

Interview, on 02/13114 at 2:35 PM, vith RN
#3/Quallty Assurance (QA}) Nurse revealed labs ! :
were reviewed daily to see which Jabs were to be . l
. obtalned. The RN#3/QA Nurse stated when staff | i
f did the yearly “change cver” of 2013 lab orders . , :
- into the lab computer system for 2014, Resident | :
: #4's CMP Iab order had not been transcribed and | . 5
. was dropped. She further stated the facilily's
| RGMs were responsible for ensuring lab orders - . o
: were carrled forward and Resident #4's had been ! : i e
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F 281 Coniinued From page 3

Interview with the DOM on 02/12/14 at 3:01 PM,
: revealed when the RCM performed the *change
over” of fab orders from 2013 and inputted the
. orders inlo the camputerized lab system for 2014, .
" she should have checked with the Physician to
see if Resident #4's weekly CMP order was to :
* pontinue; and if so the fab should have continued
o be obtained as ordered. She stated the facility .
: had not roticed Resident #4's weskly CMP lab
had not besn done in 2014,

* 2. Review of the medical record for Resident #16
tevealad the facility admilted the resident on

| 09/09/12, vith diagnoses which included
Congestive Heart Falture, Chronic Kidney

. Disease, Dlabetes, Hypertension, Dacublius
{Pressure) Ulcer, Depression, and Dementla.

* Review of the Physician's Orders revealed the
resident had Physician Lab Orders dated
07/28/13, for a Hemoglehin A1C (HGBAIC), a
soreening toal to evaluate blocd sugar levels, and |
. for Potassium Levels to be obtained avary three
" {3) months beginning on 10/18/13. Review of the
lab reporis revealed no documertied evidence of !
a HGBA1C and Polassium obtained since

" Continted review of the Physiciar's Orders
revealed an order for a Basic Metabolic Panel

{ {BMP} lab; a basle screening lab to check for ;
cenditions such as diabetes and kidnay functlon;

.and a B-Type Natriuretic Peptid {BNP), a

: screening lab for heart failure, Further review of
the order revealed the BMP and the BNP were ta |

: have hean collected very six (6) months starting
on 01/18/14. Review of the lab reports revealed

Fo281
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|
F 281 Continued From page 4 ! F281

i no documented evidence these labs were ;
. obtainsd as ordered on $1/18/M4. i : i

U T

Further review of the Physician’s Orders revea[ed : i
i an order for a Microalbuimin, a urine test to ; I ;
screen for kidney damage In diabetics, was to be | i
: obtained every twelva {12} months starting on : i :
01/18/14. Review of the jab reporls revealed no ;
i documsnted avidence the Microalbumin lab was )
" obtalned on 01/18/14 as ordersd.

*interview, on 0211314 at 3:00 PM, with RN #4 1 ; i
j revealed Resident #18 was moved from the . :
' Forest Helghts Unit on the second floor ta the | | !
; Shoreline Unit on the first floor on 10/01/13. RN f : I
* #4 stated somehow duilng Resfdent #18's {
- transition and the facility's new computer system ] i
! the orders for the labs were not followed as !

ordered. RN #4 Indicated the labs should have | |
i been obtained. i ;

| Interview, on 02A13/14 at 3115 PM, with RN #5 | ;
“ RCM for the Shoreline Unit, revealed shie was l |
; responsible to ensure labs were coilected as i :

! ordered by the Physiclan. RN #58/RCM revealed i

. Resident #16's labs had not been obtained as ! § | _

| ardered; however should have been, RN : : Cd b
#5/RCM stated the labs would have indicated | | 1 5

: whather the resident’s insulln andfor other '

" medications might have neaded adjusting, i | i

F i i

“Interview with RN #3/QA Nurse on 02/13/14at ¢ : i

. 325 PM, revealed the RCM's ware responsibla i :

i for ensuring lah orders were carried forward; ,
, however the RCM had somehow missed i :

i Resident #16's lahs. RN #3/QA Nurse stated she :
_recognized this was an issus and was goinglo | i ;
order “stat” labs for Resident #16. : ! '

i ' i
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1X4) 10 SUMMARY STATEMENT OF DEFICIENCIES . o PROVICER'S PLAN OF CORREGTION (x5
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i 1 i
' i E
F 441 | Continued From page 5 : F 441" No residents were found to be affected by the defictent 3M19/14
F 441 483.65 INFECTION CONTROL, PREVENT I F 441] practice atthls time. The fadility sanitizad the spas
55=0 | SPREAD, LINENS - : including all fixtures and equipment within ths spa

. areas. Tho other two spas in the facllity were free |
Thefacly must esablh an mainainan | ion e Zoo s v st by b
Infection F:Onlrof Program des@neg to provide a ! were sanilized immediately upon nefification of findings.
. safe, sanitary and comfortable environment and The facility has implemented a two hour spa check |
“ 10 help prevent the development and transmission| system for alt nurse atds In the building an every shift.
. of disease and infection. i The nurse alds wiil clean and sanltize the spa after
i : avary use to ansure propar infection controt safety.
" (a) infectlan Control Program 1\ i g?aeb!’;%ki‘:g:;eg;ntg aclgzzrt::jn;sg:fﬁ;;ﬂ aspas at ; :
: The facility must establish an infection Control : ! sanitation fog for each spa lo bo checked off by the
: Program gnderwhach it - . 3 housekeeper assigned to each unit, Education fer the ;
! (1) InVeS(IgatSS, COHIF{)IS, antl pre‘f&ﬂts [nfﬁctlons * " housekeeping staff was complsted on 02-17-14, by
in the facillty; : Rarndy Payne (Environmentat Services Manager. i
i (2) Decides what procedures, such as fsolatlon, !} Education for the nurse aids was completed on .
* should be appliad {o an individual resident; and ¢ i D2-21-t4, complated by the QA Infection contidl |
1 {3) Malntains a record of incldents and corrective department, both nurse aids and housekeepers were!
actlons related to infections. ; educated on proper cieaning and infection control ang'i
how to properdy {ill out the nurse aid logs and
! : housekeeping logs.(Christie Penick, RN, and Robin I
Davis, LPN.) A building wide education for all staff ;
: (1) When the Infection Control Program was completed on the facility infection coniret :
! determines that a resident needs isolation to ' program and policy for compliance with the entire |
pravent the spread of infection, the facillty must : regulafion was compleled on 3-18-14, by the Quality
| isalate the resident. Assurancefinfaction Contiol Deparimant. ]
" (2) The facility must prohibit employees with a (Robin Davis, LPN) Spot checks will be completed

. : . . . . randomly three times per week by the QA/Infeclion | I
; comminicable disease or infected skin lesions Control Department {Robin Davis)or

! (b} Preventing Spread of Infacticn

! frpm direct Cont.aCt with residents or thelr food, if nursing supetvisor to cover alt shifts, and will be l

| direct Conta?t WIII t[ansml‘t the d'sease. i } checked during direct care limes and non care ﬁmeg

i {3) The facllity must roquire staif to wash their | . The nursing logs are check shests for nurse aids to ;

" hands after each direct resident contact for which : i slgn off on thal they have checked 2nd cleaned the

i hand washing is indicated by accepted ! ! spa. These are filled cut every two hours by fhe :

" professional pracﬂce. . nurse alds on the unit and housekeapling logs will ba’_ .

. : i monitered through QAP for a pariod of ene year or | i

! - longer if neaded. i
(¢} Linens , i All resulls vl be reported in the faclities monthly :

. Personnel must handle, store, process and | ' QAPImeeting. Ifa problem regarding infection

i transport linens so as to prevent the spread of ! . control is observed, the individual staff vill be

~infection, i i re-educated at that tlme and shown proper lnfecﬂon

} ‘ . control techniques. %
i f :
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| The Facility QAPI members include:
F 441}

F 441 I Continued From page 8

4 This REQUIREMENT fs not maet as evidenced
" by:

. Based on observation, interview and review of
lhe facility’s policy, it was determined the facility
faited to ensure the Infection Controtl Program
: was maintained to provide a safe, sanitary

transmission of disease and infection as

! Unit Spas (bathroomishower room) ravéaled a

. shower chair bucket in the the Forest Helghts
| Unit Spa was observed to contain a brownish

* substance floating In cloudy water; and the tollet
+ bowl In the Shoreline Unit Spa was smeared with
| a brownish substance.

; The findings include:
i

Review of the facility's policy titled, "Infaction
: Controf Program”, undated revealed the goals of
: the facllity's Infection Control Program were to
decrease the risk of infections for residents,
i monitor for the occurrence of infection and

and correct problems retated to infection controf,
i and Insure compliance with regulations.

" Review of the facility's policy tiled, "Safety
Management Pelicy: Bathroom/Spa Cleaning”,
i | effective date of 02/11/14, revealed it was the

maintained in a clean and sanitary manner; and
{ were to be cleaned on a daily basls by
: housekeeping and nursing staff. Cenlinued
review revealed showsr equipment and supplies
i weré to be cleaned after each use; and blood,
' secrations and debris were to be removed after

t implement appropriate control measures, identify |

1

i snvironment to help pravent the development and | l

i evidenced by observation of two {2} of the four {4):

* facility's policy the Bathroom/Spa areas would be

i

H
1

Keith Moore (Administrator), Phillip Fioret i
{Medical Director), Arlene Massie (Direciorg
i of Nursing), Lisa Queen (Asst. Administrator),
' Pam Bryan (Asst. Director of Nursing}, l
i Teria Maynard (MDS Coordinator), Adam
Rucker {Resident Services Director),
' Christie Penick (QA/Infaction Control), |
1 Glenna Greenstade (Social Services),

‘ ! Curtis Metzler {Cardiac Managar), Susan
| Kempf (RCM), Brian Neely (RCM), Pam |
Willis {RCM), Violet Stewart (RCM), '
! Kayleigh Ticknor (Dietician), Gall %

Cunningham (Dietary Manager), Katie |

Davls {Finance Coordlnator}, Keith

Carter (Risk Management},

- Arin McKnight (Admissions), Charlis i

Pack {Activities), Annie Bishop {Therapy !

Manager), Robin Vanderpool (Treatment :

Nurse), Josie Armstrong (Restorative

Coordinator), Jennifer McFarlin {(Human |

Resources), Vicki Bailey (Medical Reoordg;),

and Kathy Schaffer (Pharmacist). -[
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NG. 0938-039%1
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFLIER/CLIA {¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF CORRECTION IBENTIFICATION NULBER: 4. BUILDING COMPLETED
185449 B, WING , 02/13/2014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQDE
2500 STATE ROUTE 5
KINGSBROOK LIFECARE CENTER ASHLAND, KY 41102
XD SUMWJARY STATEMENT OF DEFICIENGIES om PROVIDER'S FLAR OF CORRECTION P
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX | {EACH CORRECGTIVE AGTION SHOULD BE : COMPLETION
TAG | REGULATORY OR LESC IDENTIFYING INFORMATION) i TAG : CROSS-REFERENGED TO THE APPROPRIATE i DATE
. % DEFICIENCY) :
! ‘ i i
F 441, Continued From page 7 | Fa41: :
| shower was given. : |
11, Observation on 02/12/15 at 4:00 PM and 5:00 !

" PM, of the Forest Heights Unit's Spa Roomn .

| revealed a shower chair bucket half full of cloudy >

! water willt a brownish substance floating in the l i

, water, : i

| :

" Interview on 02/12/14 at 5:10 PM with State :

| Registered Nursing Assistant (SRNA) #5 revealad l

' the shower chair bucket in the Forest Heights !

; Unit's Spa Room appeared to have bowst : : i

imovement (BM) in it and it was supposed tobe 7 . i : i
cleaned after every shower. ; : ‘

! Interview with License Practical Nurse {LPNY}#1 | : | i
.on 02/12/14 at 5:15 PM, a nurse on the Forest | g ‘ i
1 Helghts Unit, revealsd he would have the shower | : B
. chair and the bucket cleaned immediately. He i ;
i stated shower chairs and buckets were always | _
i supposed to be cleaned and sanitized after each | i
i use. ;
! I : ;
' 2. Observation on 02/12/14 at 415 PM and 5:05 ° !
t PM, of the Shoretine Unit's Spa Room revealed a | 5
i brownish smear approximaiely one (1} inch by ! i
; fiva (5) inches on the exterlor of the tollet bowl, : :
!

* Interview with SRNA #6 on 02/12/14 at 5:30 PM, - ;
i an SRNA on the Shoreline Unit, reveated the :
i brown smear on the exterior of the toilet bowt : : ;
should have baen cleanad up after the totet had | :
i been used. SRNA #5 stated the SRNAs were to ! ; :
: clean up the Spa Rooms first; and then call ; _ .
Housekeeping to come clean the area, : X '
1 According to SRNA#6, the brown smear looked | i i R
" ltke BM and somehow It had been missed. i i

| interview with Registerad Nurse (RN) #3/Quality | i B
FORM GMS-2567{02-99) Pravious Versions Obsolele Evanl ID:HOWS 1 Fadily ID; 100028 If gontinualion sheel Page 8of9 l
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ COMB NO. §938-03891
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA {X27 MULTIPLE CONS TRUCTICN (X3) DATE SURVEY
AND PLAM OF CORRECTION IDENFIFICATION NUMBER: A BULDING GCOMPLETED
185448 BWIG 0213/2014 :
MAWE OF FROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
’ 2500 STATE ROUTE 5
KINGSBROOK LIFECARE CENTER i
S ASHLAND, KY 41102
(Xay1p | SUMHARY STATEMENT OF DEFIGIENGIES . o i PROVIGER'S PLAN OF CORRECT:ON C ) ;
PREFIX {EAGH DEFICIENGY }UST BE PRECEDED BY FULL I PREFIX ° (EAGH CORRECTIVE ACTION SHOULD BE | COMPLETION
T4G REGULATORY OR LSC IDENTIFYING INFORMATION) oTa | CROSS-REFERENGED T0 THE APPROPRIATE  ;  DATE :
g H DEFICIENGY) i i
z z ! 't
F 441 Continued From page 8 L F 44t ;
: i

" Assurance {QA)Infection Controf (IC) Manager | : :
j on 02/12/14 at 5:45 PM, revealed SRNAs were - i i
“supposed to ¢lean the Spa Rooms first after each i )
j use; and then call Housekeeping if needed. RN

" #3IQN/IC Manager stated teaving the Spa Rooms

j with BM in shower buckets or on toilets was H : .
_ unacceptable as this could spread disease. ’ ; : ,

i ¥
i i

i : i
T % g 1 ‘
! ! : i
]’ ' !
i ! f
: : i I i
i | ! i i
: : | |
E ; !
: | l i :
i f , !
f % !
H : ’ .
* |
| i
i ! i
H H : i s
B : H 5 E
! . ;
i ! :
i | | ‘
; i |
i ; i i
: | : :

FORN CHIS-2687(02-99) Previous Versicns Chsokle Evenl M HAWS1S Facily I1D; 1060628 I confinuatien sheel Page 9of §




PRINTED: 02/27/2014
DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE COMNSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - BUILDING COMPLETED

185449 B.WING 02/12/2014
STREET ADDRESS, CITY, STATE, ZIP CODE

2500 STATE ROUTE 5
KINGSBROOK LIFECARE GENTER ASHLAND, KY 41102

NAKE OF PROVIDER OR SUPPLIER

SUMMARY STATEMENT OF DEFICIENCIES : [ i PROVIDER'S PLAN OF CORRECTION %5}
H {EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION

o
OATE

PREEIX | (FACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX
TAG |  REGULATORYORLSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCEDIEgCTHEAPPROPRLATE
' ; DEFICIENGY)

H i i

i
K ooo J INITIAL COMMENTS i K 000: ;

' CFR: 42 CFR§483.70 (a)

! BUILDING: 01 ?

j PLAN APPROVAL: Construction Date 05/1 8/0z

SURVEY UNDER: 2000 Existing ; [ A

i .
"FACILITY TYPE: SNF/NF

{ TYPE OF STRUCTURE: Two (2} Story, Type i
(222) Protected i b P

i SMOKE COMPARTMENTS: Six {6) smoke i : _ '
, compariments. : .

| ;
" COMPLETE SUPERVISED AUTOMATIC FIRE i ;
; ALARM SYSTEM originally installed in 4-02 | i
i upgraded in 7-2011 i

f FULLY SPRINKLED, SUPERVISED {Wet ;
1 SYSTEM) original in 4/02 ; ;

| EMERGENCY POWER: Type Il Diesel i _ R
: Generator. Original in 4/02 i )

" Allife safely code survey was conducted on .
: 02/12/2014.The facllity was found ta be in .
| substantial compllance with Title 42, Code of
Federal Regulations, 483.70 (a) et seq (Life
i Safety from Fire) the Requirements for | :
l Participation for Medicare and Medicaid. The ) : :
facility is licensed for one hundred forty-three i
{143) beds and the census was one hundred : :
- thirty eight (138} the day of the survey. : ) i
. 1 t
| ; ;
| ABORATORY DIRECTOR'S OR PROVIDER/SUPPLER REPRESENTATIVE'S SIGNATURE nn {%5) DATE
i pf B Al 15 7 AR D=3 1Y
an asterisk (*) denoles a deficiensy which tha institution may be excused from correcting providing it is determined that

Any déficlency stalement endi
othier safeguards provide sufficlent protection to the patients. (Ses Instructions.) Except for nursing homes, the findings stated above ara disclosable 90 days

fallowdng the date of survey whether or not a plan of correction is provided. For nursing homes, 1he above findings and plans of correction are disclosable t4
days following the date these documents are made available to the facliity. if deficiencies are cited, an approved plan of cofrection is requisite to continued

program participation.
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