JEPARTMENT OF HEALTH AND HUMAN SERVICES
SENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVEC
OMB NO. 09368-0301

{X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS 185478 A_BUILDING 01 - FOREST SPRINGS 1. 01/30/2026
B WING
NAME OF PROVIOER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
Forest Springs Health Campus 4120 Wocded Acre Lane , Loulsville, Kentucky, 40245
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IENTIFYING INFORMATION)} TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
K0000 INITiIAL COMMENTS K000

Based on the accaptable Plan of Comeclion (PQC) and
Bidg. 01 the onsite revisit survey initiated and concluded on
01/30/20286, it was determined the facifity had achieved
substanlial compliance with Life Salety Code on
01/02/2026.

Any deficiency stalement ending with an astarisk ("} denotes a deficlency which the institution may be excused from comecting providing it is determinad thal other
afeguards provide sufficient pratection to the palienis. (See reverse for further instructions.) Excepl for nursing homas, the findings stated above are disclosable 80
jays following the date of survey whelher or not a plan of corraciion is provided For nursing homes, the above findings and plans of comrection are disclosable 14 days
‘ollowing the date these docurnents are made avallable to the facllity. I deficiencies are cited, an approved plan of correction is requisite to continued program

sarlicipation.

ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE | TITLE (%8) DATE

*ORM CMS-2567 ((:2/99) Previous Versions Obsolete Event ID: 1DDABF-L2 Facility |D: 101222 if continuation sheet Page 1 of 1



JEPARTMENT OF HEALTH AND HUMAN SERVICES
SENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVEL
OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES }gé Lﬁ?gg:\l?rfg;lsxszlélgsmul\ {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 185478 ’ A BUILDING o1 - FOREST SPRINGS J. 12/10/2025

B.WING

NAME OF PROVIDER OR SUPPLIER
Forest Springs Heatth Campus

STREET ADDRESS, CITY, STATE, ZIP CODE
4120 Woodod Acra Lans , Loulsville, Kentucky, 40245

{x4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5})
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
K0000 INITIAL COMMENTS K0000 01/19/2026
42 CFR 483.90({a)
K3 BUILDING: 0101
K6 PLAN APPROVAL: 2015
K7 SURVEY UNDER: 2012 Exisling
K8 SNF/NF
Typa of Stiucture: One (1) story (2015), Type V {111),
protected combustible construction with six (6) smoke
compariments and a complete aulomatic wel sprinkler
system.
A Life Safety Code Recerlification Survey was Iniliated
on 12/10/2025 and concluded on 12/10/2025, in
accordance with 42 Code of Federel Regulations (CFR),
Subparl 483:90({a) Requirements for Long Term Care
Facilities. During this Recertilication Survey, Forest
Springs Heatth Campus was found not 1o be in compliance
wilh the Requirements for Participation in Medicare and
Madicaid.
The requiremenl at 42 CFR, Subpart 483.90(a) is NOT MET
as evidenced by:
K0920 Electrical Equipment - Power Cords and Extens K0920 | The submission of {his plan of correciion does not 01/02/2026
SS=E indicate an admission by Forest Springs Health Campus
CFR(s): NFPA 101 that the findings and allagations contained harein are
Bidg. 01 accurate, true representation of the quality of care
Electrical Equipment - Power Cords and Extension Cords provided and the living envircnmant provided to the
residents of Forast Springs Health Campus. The facility
Power sirips in a patient care vicinity are only used racognizeas its obligation to provide legally and
for components of movable patisnt-care-related medically necessary care and services lo ils residents
electrical equipment (PCREE) assembles thal have baen in an aconomic and efficient mannar. The facility
assembled by qualified personnel and meat the heraby maintains it is in substantial compliance with
conditions of 10.2.3.6. Power sirips in (he patient all state and federal requirements governing the
care vicinity may not be used for non-PCREE {e.g., managemant of this facility. It is thus submitted as a
parsonal electronics), except in long-tarm care mafter of statute only. If thera are any questions,
rasident rooms that do not use PCREE. Powar strips for please contact me at (502) 243-1643.
PCREE meset UL 1363A or UL 60601-1. Power strips for
non-PCREE in the palient care rooms (oulside of Sincarely,-- Mark Adkins
vicinily) meet UL 1363. In non-patien! care rooms,
power sirips meet other UL standands. All powaer strips

Sny deficiancy statemenl anding with an asterisk (*) denotes a deficiancy which the inslitulion may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further insiructions.) Except for nursing homes, the findings stated above are disclosable 80
Jays following the date of survey whather or not a plan of corraction is provided. For nursing homas, the above findings and plans of correction are disclosable 14 days
‘ollowing the date these documents are made avallable to the facility. if deficiencles are cited, an approved plan of correction is requisite to conlinued program

)aﬂicigatlon.

-ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE | TITLE (X6) DATE
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JEPARTMENT OF HEALTH AND HUMAN SERVICES
SENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVEL
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
185478

(X1) PROVIDER/SUPPLIER/CLIA

{X2) MULTIPLE CONSTRUCTION
A BUILDING 01 - FOREST SPRINGS J.
B WING

12110/2025

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
Forast Springs Health Campus

STREET ADDRESS, CITY, STATE, ZIP CODE
4120 Wooded Acre Lane , Loulsville, Kentucky, 40245

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN QF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
K0920 Continued from page 1 |K0920 { Continued from page 1
8S=E are used wilh general precautions. Extension cords are K920
not used as a substilute for fixed wiring of a
Bidg. 01 slructure. Extension cords used temporarily ara removed 1. Address what corrective action will be accomplished

immediately upon completion of the purpose for which it
was installed and meets the conditions of 10.2.4.

10.2.3.6 (NFPA 89), 10.2.4 (NFPA 99), 400-8 (NFPA 70),
590.3(D) (NFPA 70), TIA 12-5

This STANDARD is NOT MET as evidenced by:

Based on observation and interview, the facility fated
to maintain power strips, extension cords and multiplug
adaplers In accardance with Nalional Fire Protection
Associalion (NFPA} Standards. Tha deficient praclice
had the potential to affect four (4) rooms, staf, and

six (6) residents. The facllity had the capacity for 58
beds with a cansus of 54 on the day of the survey.

The findings inciude;

1). Observation, during the building inspection tour on
121012025 at 1:08 PM, revealed an unrated power strip
being used for personal electronics inside tha patient
care vicinity of Resident Room 215 by bed B. Interview,
on 12/10/2025 at 1:09 PM with the Director of Plant
Oparations, revealed the facility was not aware of the
unraled power strip inside the patient care vicinity,

2). Gbservation, during the building inspection tour on
12/10/2025 at 1:22 PM, revealed an ungrounded extension
cord being usad as a substilute for the fixad wiring of

the structura in Resident Room 309. Furlher observation
ravealed an unrated multiplug adapter in use behind a
bench in Resident Room 309. Interview, on 12/10/2025 at
1:23 PM with the Director of Plant Operations, revaaled
the facility was not aware of the extension cord or the
mulliplug adapter in the resident room.

3). Obsetvation, during ihe bullding inspaction tour on
1271012025 at 1:39 PM, revealed a coffee maker plugged
into an extension cord being used as a substilute for

the fixed wiring of lha structure, tha extension cord

was also plugged into a powsr strip overioading the
rating located in the Employee Lounge. Interview, on
12/10/2025 at 1:40 PM wilh the Director of Plant
Operations, revealed the facility was not awars of the
colfee maker belng plugged into the extansion cord, and
was also not aware of the extenslon cord being plugged
into a power strip.

4}. Observalion, during the buitding inspection tour on
12/10/2025 et 1:45 PM, revealed an ungrounded extension
cord in use being used as a subslitute for the fixed

for those residents found to have bean affacted by the
deficient praclice

On 12-10-2025 , the Director of Plant Operations (DPO)
immediately addressed the following issues

Raom 215 one non UL listed power sirip was removed from
tha facility Cords were rearranged to accommodate
residant electrical needs without any need for further

power strips devices.

Room 309 one ungrounded exiension cord and one mult
plug adapter ware removed from the facility. DPO
reamanged plugs to accommodate patient needs.

In {he Employee lounge ane extansion cord was removed
from tha building and 1 coffea maker was relocated to
plug directly to a wall receptacle.

Room 205 One extension cord was removed from the
facility. DPO rearranged cords lo appropriate plugs to
meel resident neads without further need of power
strips or extension devices.

2. Addrass how the facility will identify other
fresidants having the polential to be affected by the
same deficient praclice.

On 12-11-2025, the Director of Plant Operations (DPO)
inspectad all office spaces, common areas, and resident
rooms for impropar use of powar sirips, extension

cords, or mulliplug adapters. No further issues
identified.

3. Addrass what measure will bs put into place or
systamic changes made lo ensure that tha deficient
practice will not recur,

Beginning on 1-2-2026, the Facility management support
educated the DPO on tha appropriate use of power sirips
and thal extension cords are strictly prohibited in all
areas, including resident rcoms.

4. Indicate how tha facility plans to monitor its
parfermancs to ensure thal solutions are sustained,

Baginning on 1-5-2026, the Director of Plant Operations
or will conduct an audit of all resident rooms and all
office spacaes o ensure proper use of power strips, and

ZORM CMS-2587 {02/99} Previous Versions Obsolele

Event ID: 1DDABF-L1

Facility ID: 101222

If continuation sheet Page 2 of 4



JEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVEL
SENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES g;ék??ggﬁfg{fgg;ggngUA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 185473 ' A.BUILDING 01 - FOREST SPRINGS J. 12/10/2025
B. WING

NAME COF PROVIDER OR SUPPLIER
Forest Springs Health Campus

STREET ADDRESS, CITY, STATE, ZIP CODE
4120 Wooded Acre Lane , Loulsvlile, Kentucky, 40245

(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
K0920 Continuad from page 2 JK0520 | Continued from page 2
8SS=E wiring of {he structure locatad in Resident Room 205. no extension cords are in usae, weekly for 4 wagks,
Interview, on 12/10/2025 at 1:46 PM with the Director every other week for 4 wesks and monthly for 3 months.
Bldg. 01 of Ptant Operations, revealed the facility was not

aware of the extenslon cord In the rasident room,

The (indings ware verified by the Director of Plant
Operalions at the time of abservations and the
Exacutive Direclor at the exit confarence on
12110/2025,

Actual NFPA Standard: NFPA 99 Health Care Facilities
Code, {2012)

10.2.4 Adapters and Extension Cords.

10.2.4.1 Thres-prang to two-prong adapters shall not be
permitied. 10.2.4.2 Adapters and extension cords
measeting the requirements of 10.2.4.2.1 through
10.2.4.2.3 shall be permitied.

10.2.4.2.1 All adapters shall be listed for the
purpose.

10.2.4.2.2 Attachment plugs and fitiings shall be
listed tor the purpose.

10.2.4.2.3 The cabling shall comply with 10,2.3
10.2.3.2 Grounding Conductor.

10.2.3.2.1 Each slactric appliance shall be provided
with a grounding conductor in its power cord.

Acluat NFPA Standard: NFPA 70 National Eleclrical Code,
(2011)

400.8 Usas Not Parmitted. Urdess specifically parmitted
in 400.7, Nexible cards and cables shall not be used
for the following:

{1} As a subslitute for the fixed wiring of a structure
{2) Where run through holes in walls, structural
cellings, suspanded ceilings, dropped ceallings, or

floors

(3) Where run through doorways, windows, or similar
openings

4) Whare attached to building surfaces
Excaption to (4): Flexible cord and cable shall be

permitied to be atlached to building surfaces in
accordance with the provisions of 368.56(B)

Tha Executive Director will present the findings from

tha audits to the monthly QAPI Committes consisling of
the Executive Diractor, Director of Health Sarvicas,
Assistant Director of Health Services, Medical

Diractor, Social Services Director, MDS Coordinator and
Infection Preventionist. The QA Committee will
determine the ongoing frequency as to the frequency of
the monitoring plan based on the findings from the
above-mentioned, ongoing audits. The Administrator has
the oversight to ensure an effactive plan is in place

to mesl the residents’ wellbeing as well as an

effective plan to identify facility concerns and

implament a plan of correction.

Facility alleges compliance 12-11-2025

~ORM CMS-2567 (02/09) Previous Versions Qbsolete
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JEPARTMENT OF HEALTH AND HUMAN SERVICES
ZENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVEL
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES %é m_l:&gg:gfg;‘f#gzgsglm 1A (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 185478 ’ A BUILDING 01 - FOREST SPRINGS 1. 12/10/2025
B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCDE
Forast Springs Health Campus 4120 Wooded Acre Lane , Louisvllle, Kantucky, 40245
{(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [»] PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE DATE
APPROPRIATE DEFICIENCY)
K920 Continued from page 3 0920
S8=E
(5) Where concealed by walls, floors, or ceflings or
Bldg. 01 located above suspanded or droppad caiiings (6) Where
inslalled in raceways, except as otherwise permitied in
this Code
(7) Where subject ta physical damage
=0ORM CMS-2567 {(02/99) Pravious Varsions Obsolate Evenl |D: 1DDASF-L1 Facitity 1D: 101222 If continuation shest Page 4 of 4



JEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENCIES :gékﬁ_?gggf&SSS;ggRRICLlA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 185478 ’ A BUILDING 12/10/2025
B.WING

NAME OF PROVIDER OR SUPPLIER
Forast Springs Health Campus

STREET ADDRESS, CITY, STATE, ZIP CODE

4120 Wooded Acre Lane , Loulaville, Kentucky, 40245

(X4} 10 SUMMARY STATEMENT QF DEFICIENCIES ([} PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL JPREFIX] (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE OEFICIENCY)
EQ000 Intial Comments fECO00 01/19/2026

42 CFR 483.73

Type of Structura: One (1} story (2015), Typa V (111),
protected combustible conslruction with six (6) smoke
compartments and a complele automatic wet sprinkler
syslem.

An Emergency Preparednoss Recertificalion Survey was
conducted on 12/10/2025, in accordance with 42 Code of
Federal Regulations, Subpart 483,73 (a)(3): {emsrgency
preparadnass) Requirements for Long Term Cara
Facllilies. During this Recerlification Survey, Forest
Springs Health Campus was found 1o ba in compliance
with the Requiremaents for Participation in Medicare and
Madicaid.

Any deficiency statement anding with an aslerisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determinad that other
safeguards provide sufficlent protection to the patients. (See revarse for furthers instructions.) Except for nursing homes, tha findings stated above are disclosable 90
Jays following Ihe date of survey whather or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
‘oliowing the date these documenls are made available Lo the facility. If deficiencias are ciled, an approved plan of comection is requisile to continued program

sarticipation.

-ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE | TITLE

{(%6) DATE

~ORM CMS-2567 (02/99) Previous Versions Obsolele

Event ID- 1DDABF-L1 Faciiity |D: 101222

If continuation sheat Page 1 of 1



Kentucky State Depariment of Heallh

PRINTED: 02/109/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIERJCLIA
IDENTIFICATION NUMBER:
101222

(X2) MULTIPLE CONSTRUCTION
A BUILDING
B WING

{X3) DATE SURVEY COMPLETED
12111/2025

NAME OF PROVIDER OR SUPPLIER
Forest Springs Health Campus

STREET ADDRESS, CITY, STATE, ZIP CODE
4120 Wocded Acre Lane , Louisvilie, Kentucky, 40245

A Relicensure Survey, in conjunction with a Comglaint

Survey for KY715489, KY715492, KY7154B81, KY7154903,
KY715494, KY715498, KY715499, KY715501, KY2638659, and
KY2866116, was concluded on 12/11/2025. The facility

was found notl to be in substantial compliance with

State regulalory requirements.

Survey Dales: 12/09/2025 - 12/11/2025

Survey Census: 54

Sample Size: 26

Supplermenial Residents: 7

No deficiencies were issued related to KY7 15489,

KY715402, KY715481, KY715493, KY715494, KY7 15498,
KY 715400, KY715501. KY2638859, KY2866116,

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
NOGOO Initial Comments N0O0OO

Office of Primary Care and Health Systems Management

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE | TITLE

{X5) DATE

STATE FORM

Event ID: 1DDASF-H1 Faciity |D: 101222

If continuation sheet Page 1 of 1



JEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEC
SENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0938-0391
STATEMENT OF DEFICIENCIES %15 Lﬁ?ﬁ?ﬂF&SSSSSESICLIA {X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 185478 ' A.BUILDING 02/08/2026
B. WING
NAME OF PROVIDER OR SUFPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Forest Springs Heaith Campus 4120 Wooded Acre Lane , Louisville, Kentucky, 40245
{X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
FO0D0 INITIAL COMMENTS FO000

A Dask Review Revisil Survey was inilialed on
021/04/2026 and concluded on 02/06/2026. It was
determined the facility had achieved substantial
compliance on 01/02/2026 a5 alleged.

tny deficlency statement ending with an astarisk (°} denctes a deficlency which the inslitution may be excused from correcting providing it is determined that other
safeguards provids sufficient protection lo the patients. (See reverse for further Instructions.) Except for nursing homes, the findings stated above are disclosable 90
Jays following the date of survey whether or not a plan of correction is provided. For nursing homas, the above findings and plans of correction are disclosable 14 days
ollowing the date thase documenis are made available 1o the facllity. If deficiencies are cited, an approved plan of correction Is requisite to conlinued program

Jarﬂclgalion.

-ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE | TITLE {X6) DATE

ORM CMS-2567 (02/99) Previous Versions Obsolete Event ID 1DDASBF-H2 Facility 1D; 101222 If continuation sheet Page 1 of 1



PRINTED: 02/09/2026
FORM APPROVED
OME NOC. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
185478

(X2) MULTIPLE CONSTRUCTION
A BUILDING
B.WING

{X3) DATE SURVEY COMPLETED
1211172026

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER
Forest Springs Health Campus

STREET ADDRESS, CITY, STATE, ZiP CODE
4120 Wooded Acre Lane , Loulsville, Kentucky, 40245

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 10
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORRECTION {X85)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TC THE DATE
APPROPRIATE DEFICIENCY)

Fo0oo INITIAL COMMENTS FQOO00

A Recertificalion Survey and Abbrevialed Survey,
investigating KY7 15489, KY715492, KY715481, KY715493,
KY715494, KY 715408, KY715499, KY715501, KY2638859, and|
KY2866116 was concluded on 12/11/2025. The facility was
found not to be in substantial compliance with 42 CFR

483 subpart 8.

No deficiencies were issued relaled to K'Y7 15489,
KY715492, KY715481, KY715493, KY715494, KY715408,
KY715499, KY715501, KY26308859, KY2866116.

Survey Dates: 12/09/2025 - 12/11/2025

Survey Census: 54

Sample Size; 16

Supplemental Residents: 7

FOB81 Antibiolic Stewardship Program F0881
SS§=0D

This pian of correction is to serve as Fosest Springs
Heallh Campus credible allegation of compliance.
Submission of this plan of comection does not

conslitute an admission by Forest Springs Health Campus
or its managemenl company {hat the allegations
centained in the survey report are a lrue and accurate
porirayal of the provision of nursing care and other
services in this facility, nor does this submission
conslitule an agreement or admission of the survey
allegations Attached you will find the plan of

correction for Forest Springs Health Campus apnual
survey that was completed on 12/11/25. The plan of
cormeclion and specific correclion actions are prepared
andior executed in compliance with Slate and Federal
Laws. The campus’ dale of alleged compliance is 1/6/26.

01/02/2026
CFR(s): 483.80(a){3)

§483.80(a) Infection prevention and control program.

The facility must eslablish an infection prevention and
control pregram (IPCP) that must include, at a minimum,
the flollowing elements:

§482.80(a)(3) An anlibiotic stewardship program that
includes antibiolic use protocols and a system to
moenitor anlibiotic use.

This REQUIREMENT is NOT MET as evidenced by:
Based on inlerview, record review, and review of he
facility policy it was determined that the facility
failed o establish an anlibiotic stewardship program
that included a system to monitor antibiolic use,
The findings include:

Reviaw of the facility policy litled, “Anlibiotic

We initiated immedate interventions when concerns were
identified on ihis date. The facility respectfully

requesis from the departmen! a desk review for
subslantial compliance.

For information or paperwork, call (502) 243-5744,
Sincerely,

Mark Adkins

Any deficisncy statement ending with an aslerisk {*) denoles a deficiency which the inslitulion may be excused from cofrecling providing it is determinep {hat other
saleguards provide sufficient protection {o the patients. (See reverse for furiher insiructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the dalte of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days

following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correclion is requisile to continued program

participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

FORM CMS-2567 (02/99) Previous Versions Obsalete Eveni ID: 1DDASF-H1

Facility 1D: 101222

Hf continuation sheet Page 1 of 7



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/09/2026

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTIONS 185478

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2} MULTIPLE CONSTRUCTION
A BUILDING
B. WING

1211112025

{X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
Forest Springs Heaith Campus

STREET ADDRESS, CITY, STATE, ZIP CODE
4120 Wooded Acre Lans , Louisville, Kentuchy, 40245

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL IPREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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$5=D Stewardship Guideline”, reviewed 11/19/2025, revealed
the purpose of the policy was to optimize the trealment Executive Director
of infections ensuring that residenls who required an
antiblotic were prescribed the appropriate antibiolic,
fo reduce the risk of adverse event, including the F881 — Anlibiotic Stewardship Program
devetopment of antibiotic resistant organisms from
unnecessary or inappropriate anlibiolic use encompass
of (acility wide system o monitor the use of (Carreclive actions for identified residenl(s) affected
antibiotica. by the deficient practice)
Review of the facility's surveillance tracking for
antibiotics revealed there was no surveillance of There were no tesidenls identified as being adversely
infections or antibiolic information available for affected by the deficient practice
review for November 2025. Furiher, the only information
avallable for December was a list of prescribed 0On 12131125, Trilogy's Campus Clinical Support Nurse
antibictics. reviewed Forest Springs's Intection Prevention and
Control program from January 2026 - December 2025 lo
The Executive Director verified the facifity used verify the presence of an antibiolic stewardship
MeGreer's Criteria for prescribing antibiotics. An system The review found no designated infection
internel search revealed a chatt listed under "McGreer Preventionist as required by CFR 483.80{b){1)-(4}. and
el al infection surveillance chan,” dated March, 2025, the campus did not complale antibiotic surveillance
which listed various types of human body systems and {racking for November and December 2025,
possible infeclions for each system, The chart further
listed various symploms {o observe prior to initiating On 12/12/2025, the Director of Health Services
antibiotic treatment, appointed an tntection Preventionist /Admission Nurse.
The Infection Preventionist provided education on CFR
Further record review of facility provided printed 483.80(b)(1)-(4), outlining her responsibilities, which
documenis revealed informatlon was net provided as to include oversight of ihe campus's infectien prevention
if the prescribed antibiotic met the McGreer's and control program and the antibiotic stewardship
eslablished criteria. Additionally, there was no program. This slewardship system is designed lo
informalion documented on the organism/pathogen for an optimize infection treatmenis, ensuring residents who
ordered culture and sensitivity. need antibiolics receive the appropriale medication,
minimizing the risk of adverse events such as the
I an inlerview with the Director of Health Services development of antibiotic-resistant organisms due to
{DHS) on 12/11/2025 al 6:25 PM, she stated the unnecessary Or inappropriate antibiotic use. This was
Asaistant Director {AD) was previously the Infection compleled on 1/6/25.
Preventionist, but that person left the posilion in
Oclober. She slated currently Ihere was na AD and that The infection Preventionist/Admission Nurse completed
she (DHS) was responsible for infection surveillance in CDC Infection Freventionist training modules assigned
the facility. She staled infeclion tracking was behind on 12131425 by 1/9/26. The Directar of Health Services
for November and December, also finished the program by 1/9/25 as a backup.
Interviaw wilh the Administrator on 12/11/2025 al 7:04 The Director of Health Services, Infection
PM, she slated she expecied the facility to follow the Preventionist, and Trilogy's Campus Clinical Support
Infecilon Control Policy and Lo follow up with clinical compleled anlibiotic surveillance tracking for November
suppaort if they had questions. She stated the clinlcal and December 2025 thal was initiated on 12/31/25 and
leam mel each morning, and anlibiotics were discussed. completed on 1/6/26. Findings and intervantions ware
She stated ultimately the DHS would be responsible for discussed with the IDT team and Medical Director at the
ensuring infection contre! measures were in place. She Ad Hoc meeling on 1/6/2026 1o help reduce unnecessary
slated she was not aware infection surveillance for andibiolic use and resistant organisms,
antibiotics for November was nol completed until this
date. The Administrator stated that the surveillance of
infections was important to identify trends and make (ldentification of other residents who may be affected
any changes to help decrease infections. by the deficienl praclice and cormective actions that
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85=D will be put in place 10 ensure the deficient praclice

does nol recur.

All residents have the potential lo be affected by the
deflicient practice.

A one-time audi at Farest Springs Heailth Campus
reviewed antibiotic use for residents wilh aclive

infeclions from December 1, 2025 to December 314, 2025,
ensuring compliance wilh McGeer Criteria. Conducted
between 12/31/25 and 1/6/26, findings were discussed
wilh the 10T team and Medical Direclor on 1/6/2026 to
address unnecessary antibiolic use and resistance.

(Measures pul in place and systemic changes you will
make to ensure thal the deficient praclice does not
recur.)

On 12/31/2025, Trilogy's Campus Clinical Support Nurse
re-educated the Executive Direclor, Direclor of Health
Services, Infection Preventionist/Admission Nurse, and
Weekend Supervisor on McGeert's criteria, Antibiotic
Stewardship, Infection Preventionist CFR
483.30(b}{1)-(4}, and the Infaction Control and
Prevenlion Survelllance Program.

After {he Executive Director, Director of Health

Services, Infaction Preventionisli/Admission Nurse, and
Weekend Supervisor received training, all licensed
nurses began the same program starting on 12/31/2025.
The training was completed by 1/9/2026, and all
post-tests were firushed by that date as well. Every
licensed nurse was required to achieve a 100% pass rale
to confirm their understanding.

Slarling 01/09/20286, any licensed nurse who hasn't
completed lraining will be educated before their shift,
New hires receive orientation from DHS or the Infeclion
Prevenlionist during onboarding. The campus does nol
employ agency stafl

{Describe the Quality Assurance and Process Improvement
Program

An Ad Hoc Quality Assurance meeling was held on
12131125 wilh the following, Medical Director,
Execulive Director (ED), Secial Services (SS0), MDS
Couordinalor, Infection Preventionist (1P}, and Director
of Health Services (DHS), regarding the above
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Infection Preventionist Qualifications/Role

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

§483.80(b) infection preventionist

The facility must designale one or more individual(s}

as the infection preveniionist(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 lechnology, microbiology,
epidemiology, or other relaled field;

Foas1

FOB82

Conlinued from page 3

referenced deficiencies related to FAB1 Andibiotic
Stewardship and F882 infeclion Praventionist
Qualifications Role to review the plan and comeclive
actions implemented.

Audit #1 - Begiming 12/31/25, the IP/Admission Nusse
or Birector of Heatth Services will review residenis
wilh infections on anlibiotics using the Facility

Aclivity Report during daily Clinica! Care Meetings
(Monday-Friday). ensuring proper antibiotic use and
reducing adverse evenls, Reviews will occur daily X 4
weeks, weekly X the nex! 4 weeks, then monthly X 5
months

Audit #2 — The Campus Clinical Supporl Nurse will
verily that lhe campus has both a designated Infection
Prevenlionisi and a backup, ensuring compliance with
CFR 483.80{b)(1)-(4) when the primary is unavailable.
Reviews will ocour daily X 4 weeks, weekly X the next 4
weeks, then monthly X 5 months.

The second Ad Hoc Meeting on (insert Dale) reviewed
audit and education compliance with the Medical
Director, ED, SSD, MDS Ceordinator, IP. and DHS
present. No new issues were found.

The Findings of this audit wilt be presented to the
Quality Assurance and Performance Improvement Committeg
{QAPI) consisling of Executive Director, Director of
Health Services, and Medical Director monthly, The QAPI
meetings will determine when compliance Is achieved or
if ongoing monitoring is required.

§) Alleged Compliance Dale: 1/9/26

POC was put in attachments on 1/2/2026 at 4:24 PM on
EPOC

This plan of correction is lo serve as Forest Springs
Health Campus credible allegalion of compliance.
Submission of this plan of correction does not

conslilute an admission by Forest Springs Health Campus
or its management company thal the allegations
confained in the survey report are a lrue and accurale
partrayal of the provision of nursing care and other
services in this facility, nor does this submission
conslitule an agreement or admission of the survay
allegalions. Allached you will find the plan of

correction for Forest Springs Health Campus annual
survey that was completed on 12/11/25. The plan of
correction and specific correction actions are prepared
andlor executed in compliance with State and Federat
Laws. The campus’ date of alleged compliance is 1/6/26.

01/02/2026
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§483.80(b)(2) Be qualified by educstion, training,
experience or certification;

§483.80(b)(3) Work al least part-time at the facillty:
and

§483.80(b){4) Have compleled specialized Iraining in
infeclion prevention and control,

This REQUIREMENT is NOT MET as evidenced by:

Based on inlerview and record review it was determined
the facility failed to designale one or more

individual(s}, wilh he certification as the infeclion
preventionisi(s) (IP)(s) responsible for he facility's
infeclion prevention and control program,

The findings include;

Review of the facility policy filled, “Infection

Prevenlion and Control Program,” reviewad 12/17/2024,
revealed the purpose of the policy established and
maintained an infection prevention and control program
designed 1o provide a sale sanitary and comlforiable
environment and to help prevent the development and
transmission of communicable diseases and infeclions.
Conlinued review revealed the campus would designate a
member of the ¢linical tearn 10 monitor the campus's
infection prevention and conlrol program, to perform
surveillance to idenlify, invesligale, control, and

prevenl the spread of infection, and reporting for the
infection prevention and control program.

In review of facility documents provided to the State
Survey Agency (SSA) at the entrance conference, no
stafl person was listed for the Infection Preventionist
(1P} nor were Iraining cerlificate(s) provided.

Interview with the Executive Director (ED) on

12/09/2025 at 4,45 PM, he stated (he previous IP was no
longer working at the facility and the Direcior of

Heallh Sarvices {DHS) was completing those duties of
the Infection Preventionist; however, she {DHS) had not
received the specialized training, The regional nurse
consuitant was present and slaled she oversaw the
facility's Infection Control Program (iCP} but she was

nol at the facility daily.

At approximately 5:00 PM on 12/09/2025. the ED provided
a cerlificate and stated that the facility's Minimum
Data Sel (MDS) nurse had received the lraining,
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88:=D We initiated immediate inlerventions when concerns were

identified on this date. The facility respectfully
requests from the depariment a desk review for
substantal compliance

For information or paperwork, call (502} 243-5744
Sinceraly,

Mark Adkins

Executive Director

FB82 - Infection Preventionist Qualifications/Rale

{Comective aclions for identified resident(s) affected
by the deficient practice)

There were no residents identified as being adversely
affected by the deficient praclice

On 12/12/2025, the Director of Health Services
appoinled an Infection Preventionist /Admission Nurse.
The Infecticn Preventionist provided education on CFR
483.80(b} 1)-(4), outlining her respansibilities, which
include oversight of Ihe campus's infection prevention
and contrel program and the anhibiotic stewardship
program, This stewardship system is designed to
optimize infection treatments, ensuring residents who
need antibiolics receive the appropriate medication,
minimizing the risk of adverse evenis such as the
developmeni of antibiotic-resistant organisms due to
unnecessary or inappropriale antibiotic use. This was
completed en 1

The Infection Preventionist/Admission Nurse compleled
CDC Inkeclion Preventionist training modules assigned

on 12/31/25 by 1/9/26. The Director of Health Services

also finished the program by 1/8/26 as a backup.

{Corrective actions for identified resident(s) affected
by the deficient practice),

There were no residents identified as being adversely
affected by the deficient practice.

©n 12131425, Trilogy's Campus Clinical Support Nurse
reviewed Forest Springs’s Infection Prevention and
Conirol program from January 2025 — December 2025 to
verify the presence of an anlibiotic stewardship
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ICP he stated that she did.

The SSA requested a facility job description for the
role of Infection Preventionist; however, the ED stated
the facility did not have a job description as il was a
designated position.

in inlerview with the Director of Health Services (DHS)
on 12/11/2025 at 6:25 PM, she slaled she had been the
DHC for six (6) months. The DHS slated the previous
Assistant Director {AD) was the Infection

Preventionisl. but she had left the position in

Octaber. She staled she did not have an AD and that she
was responsible for infection surveillance in the

facility. She staled infection iracking was behind for
November and December.

Intesview with ihe Execulive Direclor on 12/11/2025 at
6:56 PM, he stated he expected staff to follow palicies
and procedures relaled to infections. He stated the
facility did notl have a job description for the

Infection Prevenlionlist, as it was a designation. He
slated the Cenlers for Medicare and Medicaid Services
{CMS) slated facilities have to have an IP not a
particular posilion. He further stated the IP did not
have a specific job lisi of dulles,
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§5=D However, when asked if she (the MDS nurse) aversaw the system. The review found no designated Infection

Preventionist as required by CFR 483.80(b)(1)-(4). and
the campus did net complete antibiolic surveillance
tracking for November and December 2025

The Direclor of Health Services, Infeclion

Preventionist, and Trilegy’s Campus Cénical Support
completed antibiolic surveillance tracking for November
and December 2025 that was initiated on 12/31/25 and
completed on 1/6/26. Findings and interventions were
discussed with the IDT team and Medical Girector at the
Ad Hoc meeling on 1/6/2026 to help reduce unnecessary
antibiotic use and resistant organisms.

(Measures pul in place and systemic changes you wili
make to ensure that the deficlent practice does not
recur.)

On 1213172025, Tritogy's Campus Clinical Support Nurse
re-aducated the Execulive Oirector, Director of Heallh
Services, Infeclion PreventionisVAdmission Nurse, and
Weekend Supervisor on McGeer's criteria, Antibiotic
Stewardship, Infeclion Preventionist CFR
483.80(b){1)-(4), and the Infection Conlrol and
Prevention Survelllance Program.

After the Execulive Director, Director of Health
Setvices. Infection Preventionist’Admission Nurse, and
Weekend Supervisor received training, il licensed
nurses were trained regarding the above-mentioned
education starting on 12/31/2025. The iraining was
completed by 1/9/2026, and all post-tesis were finished
by that date as well. Every licensed nurse was required
o achieve a 100% pass rate 1o confirm their
understanding

Starting 010972026, any licensed nurse who hasn't
completed {raining will be educated before their shift,
tNew hires receive orientation from BHS or the tnfection
Preventionist during onbearding. The campus does not
employ agency slaff.

{Describe the Quality Assurance and Process Improvement
Program

An Ad Hoc Quality Assurance meeting was held on
1231125 with the folfowing, Medical Director,
Executive Director (ED), Social Services (SSD). MDS
Coordinator, Infection Preventionist (IP), and Director
of Heallh Services (DHS), regarding the above
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Stewardship and F882 Infeclion Preventionist
Qualifications Role lo review the plan and corrective
aclions implemenied

Audit #2 -~ The Campus Clinical Support Nurse will
verify thal the campus has both a designated Infection
Preventionist and a backup, ensuring compliance with
CFR 483 80{b}(1)-(4) when the primary is unavailable.
Reviews will occur daily X 4 weeks, weekly X the next 4
weeks, then monthly X § months,

A second Ad Hoc Meeling on 1/6/26 reviewed audit and
education compliance with the Medical Director, ED,
SSD, MDS Coordinator, [P, and DHS present. No new
issues were found.

The Findings of this audit will be presented Lo the

Quality Assurance and Performance improvement Committe:
(QAPY) consisting of Executive Director, Direclor of

Health Services, and Medical Director monthly The QAPI
mestings will determine when compliance is achieved or

if ongaing moniloring is required.

5) Alleged Compliance Date: 1/9/26

POC was added to attachmenls on 1/2/2026 at
4:34PM-Please check attachments.,
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