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A Standard Recertification Survey and an Abbreviated

Survey investigating KY00039881, KY00040437, KY00043353
AND KY00045679 was concluded on 07/09/2025. The

facility was found not to be in substantial compliance

with 42 CFR 483 subpart B. Regulatory violations were
cited at scope and severity of "F".

There were no deficiencies issued related to
KY00039881, KY00040437, KY00043353, and KY00045679.

Survey Dales: 07/07/2025 - 07/09/2025
Survey Census: 84
Sample Size: 22

Supplemental Residents: 2

Infection Preventionist Qualifications/Role

CFR(s): 483.80(b){1)-(4)

§483.80(b) Infection preventionist

The facility must designate one or more individual(s)

as the infection preventionist(s) (IP)(s) who are
responsible for the facility's IPCP. The IP must:

§483.80(b)(1) Have primary professional training in
nursing, medical technology, microbiology.
epidemiology, or other related field;

§483.80(b)(2) Be qualified by education, training,
experience or certification;

§483.80(b)(3) Work at least part-time at the facility;
and
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The findings include:

Infection Preventionist {IP).

infactions.”

and/or staff.

§483.80(b)(4) Have completed specialized training in
infection prevention and control.

This REQUIREMENT is NOT MET as evidenced by:

Based on interviews and review of facility poficies,
the facility failed to have a designated infection
Preventionist (IP) who was responsible for the
facility’s Infection Coniro! Program which had the
potential to affect 84 of 84 residents.

During the entrance conference on 07/07/2025 at 9:21
AM, the Administrator stated the facility had an

Review of the facility policy titled, “Infection

Prevention and Control Program” dated 04/2023,
revealed, "the Infection Prevention and Control Program
{IPCP) of the facility was designated to establish and
maintain an effective program that provided a safe,
sanitary and comfortable environment. Further review
revealed the facility’s IPCP "attempted to prevent the
development and the transmission of diseases and

Review of the facflity policy titled, “Infection

Control Preventionist™ dated 04/2023, revealed "the
facility would designate an Infection Control
Praventionist (JICP) in compliance with federal, state,
or local laws®. Continued review revealed, "the
responsibilities of the ICP were listed as follows:*
performance of surveillance for the identification,
investigation, and documentation of facility-acquired
infeclions, and reviewing and analyzing facility data.
Further review revealed the ICP’s responsibilities also
included: reporting infections to the appropriate local
or stale agency as required, and providing measures to
prevent common infection in nursing home residents

In interview with the Administrator on 07/08/2025 at

10:32 AM, he stated the facility did not currently have

a designated ICP. He stated the former ICP's spouse

died “unexpectedly”, and she resigned on 06/05/2025.
The Administrator reported the facility did not have a
designated person for the ICP at that time. He stated

he thought that the MDS nurse had taken over as she had
been the ICP previously, but just learned that the
Assistant Director of Nursing (ADON) and the Director
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said he had set the Assistant Director of Nursing
(ADON) up to take the infection control prevention
classes for specialized training. He further stated the
facility was cumently using the Infection Control {IC)
Nurse at the county health department when needed.

On 07/08/2025 at 8:40 AM, the Administrator provided
documentation dated 07/08/2025 at 8:08 AM, which showed
the ADON had been registered for ICP training.

The State Survey Agency (SSA) Surveyor requested to
review the facility’s Infection Control information on
07/08/2025 at 10:50 AM. However, the facility did not
provide that information until 07/09/2025 at
approximately 1:25 PM.

Review of the monthly "Infection Tracking Logs.,”
provided on 07/09/2025, revealed for timeframe of
April-June of 2025, no concerns with infection
monitoring on the part of the facility were identified.

In interview with the Director of Nursing (DON) on
07/09/2025 at 3:44 PM, she stated the facility did not
currently have a designated ICP. She stated the former
ICP resigned following the “sudden death” of her spouse
last month (06/05/2025). She stated she and the ABON
were doing the tracking of infections. The DON said the
facility followed guidelines, Centers for Disease and
Control (CDC) guidelines, followed facility polices and
utilized “McGreers Criteria® to determine infections.

She reported infections in the facility were reviewed
monthly and quarterly during the facility’s Quality
Assurance Performance Improvement {QAP)) meetings. The
DON further stated the ICP role was important for the
heatth of the facility's residents and staff.

In interview with the Administrator on 07/09/2025 at
4:39 PM, he stated the facility had hired nurses in the
past for its ICP role; however, those nurses did not
stay. He reported he had also “signed up” the

facility's new Staff Development Coordinator (SDC) for
the ICP classes as well so that the facility would have
a “back-up” person for the ADON. The Administrator
further stated it was “extremely” important lo have an
ICP for the health and safety of the facility’s

residents and staff.
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