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{P 000} Initial Comments {P 000}
Based on the acceptable Plan of Correction
(POC) received on 12/01/2025, it was determined
the facility had achieved substantial compliance
on 12/31/2025, as alleged.
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; 100135 B. WiNG 11/06/2028
I NANE OF PROVIDER OR SUPPLER STREET AODRESS, CITY STATE. 2P CODE

RIV (s}

: FRASURE'S PERSONAL CAFE HOME, ING o pronpigivrsid

i xeD | SUMVARY STATEMENT OF DEFICIENCES o PROVIDER'S FLAN OF CORRECTION x50
g gCEDED BY AL PRE (EACH CORRECTIVE ACTION SHOULD BE epPLgTe
- e m%‘&%ﬁw &!mm‘;?ug INFORMATION) i CROSS-REFERENCED &;«)s APPROPRIATE Bate

P OO0 initial Comments P 000

, A Ralicensure and Complaint Survey was initiated
on 11/04/2026 anc ¢oncluded on 11/08/2025 with
regulatory violations identified. .

H

! A defieiency was kisued related to KY00044488 RECE IVE D
at P210. .

A deficlency was issued related 10 KY00046866 i
a P3%. DEC - 1 2025

: No deficiencios were issuad related to '

- KY00048290, KY(10043338, KY(Q0047199, :

* KY00047470, KY(10042038, KY00044508, ] CHFS Office of Inspector General
KY00046068, KY10045807, KY00043845, Division of Health Care - EB
KY00046928, KY00044583, KY00046429, Received by
KY00045307, KYNN0047287, KY00046929,

KY00046361, KYi0042722, KY00043702,
KY000457785, KY130042703, and KY00047525.
. Facility Census: 58
P 210, 902 KAR 20:036 5(1){a) Sectlon 6. Provisionof P20 | P210 . '
Servicea , The Charge/Medication Alde

: that administered the wrong
Section 5. Provision of Services. . medication on 12/12/2024 was
(1) Basic health and health related services. : immediately counciled by phone

_{@) APCH or SPCH shall provide basic hestth for med error and instructed (o seek;
and heallh related services, including: medical evaluation from KDMC ER.

. 1. Supervision and ‘mon!to_ﬂng of the resident to Written counciling and education on
ShsselaLte CiSsiEn umpeeRE® correct medication administration

< . . was completed on 12/13/2024.The

' ;‘:‘ esd‘fm;‘.’" of sé¥:administralion of : tacility cotrected the pracsztice prio;- ‘

¥ " inspection date of 11/6/2025.All
3. Storage end cantrol of medications; and tgiinspet ; :

: 4, Arranging for trerapeutic services ordered by me?ﬁcatl&n ta|desf\glr|\lebre r]e&ggtlg?taed
the resident's heulth care pracliioner, if the on the, pracuco o sk
services are not available in the facllity. L’é‘fg raens2flr(?£?2t0hze5m§%(;f(g%g ﬁ;ﬂ

assurance) monitor will be put in
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P210 Continued From page 1 . P20 P210

. educated on the QA mnitor by
' 12/18/2025.The QA monitor will have
- the ADM or Another Medication Aide
! witness a medication administration
i pass of every medication aide once
i a month for six months to ensure
. . 1 compliance. The ADM will monitor
x ' the QA form. Monitoring will start by
This requiremant i not met as evidenced by: i 12/31/2025, completion date12-31-2025
Based on interview, -ecord review, review of the [,
facility’s investigation, and review of the factity’s [
poticies, the facility f alied to control medication
administration for 1 nf 48 rasidents, Resident (R)
4, !

The findings include !

Review of the facility’s policy titled, “Medication
Administration-Geneval Guidelines,” dated
12/18/2012, revealed medications were
administered as prescribed In accordance with
good nursing princicles.

Review of the facility’s policy titlad, "Maintaining &
Clean and Safe Environment,"” effective date
10729/2013, revealed the factity shall take !
appropriate precautions to insure the safety of sil ;
rasidents.

Review of the facilitv's "Investigation,” dated

12/12712Q24, revealed Charge Alde/Nurse

Alde/Distary Alde/Housekeeping Aide i
{CHINA/DAIHA) 8 p aced Resident (R) 7's

donazepam (an anti-anxiety medication) on the

sheif of the medicat on room door. Per the

investigalion, CH/N/A/OA/HAS turned around, and

R4 took the medica on. Further review revealed

R4 was sent to the hospital but returned the same

day, with no treatme nt needed. Cf & - ‘ S '\A gg”] ]; ] Eé

STATE FORM ane MWEL11 it continuation theet 2 of 7
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PREFIX
TAG

SUMMARY STA1EMENT OF DEFICIENCIES
(EACH BEFICIBNCY MUST BE PRECEDED BY FULL
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D
PREFIX
TAG
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{X39)
COMPLETE
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P210 Continued Fram paye 2

: Review of the Ré's *Admission Record” revealed
* ha faciity admitted R4 on 07/01/2018 with

diagnoses to includn alcohal use, stroke, and
history of teft hip rerdacement.

' During interview wit 1 R4 on 11/04/2023 at 10:56

AM, he stated he did not remember laking
another resident's niedications. He further stated

" he received good cire in the facility.
' During telephone in:erview with CHINADA/HAS

on 11/0812025 at 10:12 AM, she stated she was
glving medications, and she placed R7's
maedication on the shelf of the medication door.
She stated she tumed around, and R4 ook R?'s
medication. She steted she was educated the
next day on medicalion administration

During Interview with CHMNA/DAHAT an
11/04/2025 at 11:44 AM, he stated he gave
medicafions

" one at a time. He siated he took the medication

cart (o the resident’s room.

During interview with CH/NA/DA/HAS on

_11/04£2025 at 2:52 ®M, she stated she gave

medication at the
resident's room. She stated she had not had a
regidert! take anothar resident’s medication.

. Duding interview with the Administrator on

11/06/2028 a8t 3:33 M, sha stated
CHNA/DA/HAS was educated after the lncident

" when R4 took R7's medication. She stated alt

staff had been educated on medication
administration. She stated she now had staff give
medications in the 1esident’s room.

P 210

.
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Ao SUMMARY STATUMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORBEGTION )
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P 330 Conlinved From paga 3 P33 i P330
£330 902 KAR 20:036 5(3)(b)3 Secton 5. Provisionof P 330 Walk-in-refrigerator .
goervices 20:036 S(3(0)3 ; The walk-in refrigerator was cleaned :

| and ice removed on 42-15-2026. )
' the walk-in-refrigerator will be

Sectian 5. Provision of Services. | cleaned per incident and monthy.

(3) APCH or SPCH shall meet the following * a QA monitor will begin by 12-18-2025. |
requirements reiating to the provisions of : the dietary supervisor will manitor .
residential care serv ces: . the QA monitor to ensure compliance. |
(b) Housekeeping arnd maintenance services. lsg:f&?élh?:emﬂmd by 12-18-2025.

3. Safety. The condi'ion of the overall ; ;
environment shali be: maintained to ensure the i ?1'.‘79‘”.26"2%f"g:g‘{‘:g:gg;rg?gsﬁwm
safely and well-being of residents, personne, and * being aimost equal to a new machine. ;
visitors Until the facility received the statement

of deficlencies on 11-21-2026 the
; (acility was unaware that the filler was
| located above the ice machine.
! the flter above the ice machine wilt  be raglaced by
12-15-2025.A QA monitor :
will be utilized to insure the filter above
the ice machine is replaced yearly.
, lce scoop and container
: the 1ce scoop and container was
cleand on 11-25-2025,as it wasnt !
mentioned in the exit interview, )
The ice scoop and container will be cleaned
weekly A QA monitor will be in place to
ensure compliiance. The dietary
. supervisor will monitor the QA form
' to ensure compliance. Staff education will
This requirement is not met as evidenced by: be completed by 12-18-2025
Based on observation, interview, review of the All ice used in the facility has been purchased bagged |
marivfacturers recommendations for uge, and ice and will be until filter is replaced.
review of the facility’s policy, the facility falled to .
ensure the conditior: of the overall snvironment
* was mainteined to ensure the safety and ) :
: wall-being of 48 of the 48 residents residing in the ! :
faciiity. ;

The findings include:

Review of the facllit’s policy litled, "Mantaining a
. Clean and Safe Emirgnment,” effective date
10/29/2013, revealed the facilily would maintain a

STATE FORM wn MWSL 1  contbwation sheet 4 of 7
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100185 B. Wing 14/06/2028
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ASHLAND, KY 41101

c.ean and safe env ronment.

1. Obsarvation of the walk-in refrigerator on
11/04/2025 at 2:18 PM revealed a rad substance
on the top middle 8 1elf. There was a build-vp of
lce on the cooling device over the middle shelf

" with food on the shalf.

During interview with the Dietary Supervisor on
11/05/2025 at 10-18 AM, she stated the shelf in
the walk-in refrigerator should have been
cleaned. She siated he was not sure whet the red
substance was on t-1@ shelf She atated they
called a lacal refrigeration contractor to clgan the
ice when it built up on the condenser above the
midd.e shelf. She fu ther stated that confractor
would be called todzy

Ouring inlerview with the Adminsstrator on
11/06/2026 at 4:11 FM, she stated the shelves n
the walk-in refrigeraios should be clesned
monthly and as needed She stated they would
be cleaned today. She stated the contractor
would be contacted (0 remove the ice on the
concantrator above the middle shelf.

2. Observalion of the ice machine on 11/05/2025
at 10.01 AM revealed! the filter was located above
the machine, and it had a patch of brown paint at
the bottom near the wall The wall was painted
gray. Also, there was a brown substance covering
the filter. Observatior: of the container hotding the

(X9)iD SUMMARY ST/ TEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION X5}
€5 CH DEFICIENG ¢ MUST BE PRECEDED BY FULL PREPIX (EACH CORRECTIVE ACTION SHOULD.BE CoMPLETY
P';Ac R(EAGWTORY OR L §C IDENTIRYING INFORMATION) TAG cnossmgp o T%E APPROPRIATE bare
P 330 Continued From pege 4 P 330 £330
1 Dishwasher Sprayer

i
>

scoop for the ice revealed a brown substance on |

the cover of the container.

During interview with the Dietary Supervisor at the
time of the observatic n, she stated the ice
machine was cleanec once a month, She stated
the machine was emptiad and cleanad with an
unecented disinfectar t. She further stated she did

f Brown substance on bottom of dishwasher
sprayer cleaned by date of Statement of deficiencies.
Dish washer to be cleaned and sanitized monthly
jand as needad. A QA monitor will be putin place to
.ersure comliance. The QA monitor will be monitored by
{ tge gieztary supervisor. All staff will be re-educated on
‘12-18-2025.

Laundry Roam

‘Cleaning of Laundry room, along with repalrs to

the dryer venting system, cleaning of sprinkler heads,
hnt on fioors, walls and ceiling, repairs to the

-ceiling , water leak at sink will be completed by

« 12-18-2025.A QA

monitor will be put in place by 12-31-2025 to

tensure compllance. The QA monitor will ba menitored
by the ADM.AIl issuas reiated to P330 will com pleted
by 12-31-2025.
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ASHLAND, KV 41101

(X4
PREFIX
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colem
DArE

p 330 Continued From page 5
not know when the filter was ¢hanged.

machine was purch ased on 01/23/2023.

\ for now.

al 10:10 AM ravealed there was a brown

the sprayar.

time of the observation, she stated the

dishwasher.

11/06/2025 at 4:11 PM, she stated the
dishwasher should be cleaned by the

Review of the many’acturer's recommendalions
for the ice rachine nodel CUO716MA-1A, senal
number 230413200 14804, stated the filter should
be changed yearly. “urther review revealed the

During interview with the Administrator on
11/06/2025 at 4:4t °M, she statad the fiker cost
$318.00, and the ice machine cost $400 27. She
stated the facifity was going to purchase a new !
machine every yaa', and they would purchase ice

P 330

3. Observation of t1@ dishwasher on 11/06/2025

substance on the bottom of the dishwashet below

During interview with the Dietary Supervigar at the

dishwasher was t be claanad once a month and I
as neadad. She slated she was not sure what the i
brown substance was On the bottom of the

During interview with the Administrator on

Housekeeping A de monthly. She stated she was
_not sure why the machine fhad not been cleared.

4. Observation cn 11/0812026 at 7:27 AM of the
{aundry room revealed water on the floor going
from the sink to the drain In the middie of the
room. The three dryer vents exited into the room
The wail hed lint from the floor to the ceiling with
. 8 heavier amount near the vents that exited into
the room. The t~o ceiling vants ahove the dryerfs

PR obedoa Lbiord Goon 130125
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were covered in plastic. An opening
approximately 2 fee! by 2 feet in the middle of the
ceiling in the laundry room was pertially covered
in plastic. The five sprinkier heads in the laundry
room were covered with dust and spider webs.

The local Fire Marshall was contacted on
11/06/2029 at 9:08 #M, and he stated he would
come to the faoiity.

During Interviaw with the Fire Marshall on
11/08/2025 at 2.55 F'M, he stated he was not
aware of the dryer vants axiting into the laundry
room. He stated it could cause & mold prablem.
He further stated the plastic over the vent In the
middle of the rgom could ¢ause a fire hazard. He
stated he was going 10 issue en order, and the
facility would have 3} deys to fix the issues in the
laundry room.

- During interview with the Administrator on

11/068/2025 at 4:11 PM, she stated she was aware
of the water on the Iz undry room floor. She stated
the facility was havin 3 difficulty with finding
workers to repair the water leak. The
Administrator slated she was not sure why the
vents on the celling ¢ bove the dryers were
covered. She stated e previous owners put the

: plastic on the vents. 3he slated she was not sure

why the diyer vanis exited Into the room.
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