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accomplished for those residents
The facility must maintain an effective pest found to have been affected by the

: control program so that the facility is free of pests

and rodents,

This REQUIREMENT fs not met as evidericed
by:

Based on observation, interview, record review,
review of a Centers' for Disease Control and
Prevention document and facitity poticy review, it
was determined the facility failed to have an
eftective system in place to ensure the facility was
pest-free far three (3) of four (4) resident living
units (Unit 1B, Unii 1C, and Unit 28} for five (5)
manths prior to the Recertification Survey.
Observations revealed a bug crawling on a
resident's wheelchair and interviews with staff
revealed sightings of mice and gnats since
12/24114; and, as recent as 06/01/15, which
affected fourteen (14) of eighty-eight (88) rooms
(rooims 118, 125, 126, 127, 128, 130, 143, 148,
225, 226, 228, 229, 235, and 249).

b

f Also affected was Unit 2B's medicaticn room,

¢lean linen room, soiled utility room and nurse’s
station; and, Unit 1C's medication room, nurse's
station, and soiled utility room. In addition, the
past control Issues of mice and gnats affected
eight (8) of thirty-two (32) sampled residents !
(Residents #2, #5, #6, #12, #16, #28, #30, and f
#32} and seventsen (17) of twenty (20)
unsampiled residents {Unsampled Residents A, 8,
FOGHJLKLMNOPQR,ST,and Ub.

Observations, and interviews revealed the

| kitchen'’s dry storage room continued to have

deficient practice?

On 6/5/15 an extensive tour, monitoring
for active pest activity, entry portals or
evidence of pests, of the entire center
including all resident rooms, office
spaces, departmental spaces, and other
norresident areas was completed to
determine if there were any sctive signs
of pest issues. This extensive tour
Included rooms,
116,125,126,127,126,130,143,148.225.2
26,228,229,235 and 249. Unit 2B's
medication room, clean linen room, soiled
utility room and nurses station, Also, Unit
1C- medication room, nurses station, and
solled utifity room and resident rooms of:
#2 #5 #6841 216,428 #30,3#32,
A,B.F,G.H,J,KKL.M,N,O.P.QRS.T‘ u
and the dry storage area in the dietary
department. No active pest infestation
was identified at that time,

There were potantia! entry points
identified during the exterior inspection
which included g thorough Inspection of
the centers complete exterior, weather
stripping at the thresholds, conduit and
pipe openings and door sweeps, were aif
addrassed immadiately,

How will the facility identify other
residents having the potential to be
affected by the same deficient
practice?

All residents are considered to have a
potential to be affected.
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; . . Technici or systemic changes made to ensure
rice droppings. Review of the Pest Technician the deficient practice will niot recur
Service Report, dated 01/06/15, revealed the To maintain continued compliance the
Pest Technician identified mice in the kitchen and Pest Control Company Setvice

i down in the kitchen area for mice.

| prior to exit on 06/18/15. The Scope and Severity
| was lowered to an "E" while the facility monitors

placed four (4) RTU (container to daliver bait ta
kill mice} baits down and five (5) glueboard traps

Review of past conirof records revealed mice of
other pests had been identified in the kitchen and
the laundry. Resident interviews revealed
sightings of mice and evidence of mice chewing
on bags cf chips and doughnuts. (Refer to F371)

The facility's faiturs to have an sftective system in
place to ensure the facility was pest-free has
caused or is fikely to cause serious injury, harm,
impairment or death 1o a resident. Immadiate
Jeopardy was identified on 08/04/15 and
determined to exist on 01/06/15.

The facility provided an acceptable Allegation of
Compliance {AQC) on 06/11/15 which alieged
removal of the Immediate Jecpardy on 06/10/45.
The State Survey Agency verified Immediate
Jeopardy was remaved on 06/10/15, as alleged

the implementation of the Plan of Correction
(POC} and the tacility's Quality Assurance
monitors the effectiveness of the systemic
changes.

The findings inciude:

Review of the facility's policy, Pest Control, dated
09/01/14, revealed the facility was to maintain an
effective pest control program. In addition, an
an-going pest control program was to be [
maintained to ensure the building was kept free of |

Tachnician will review their visit report
with the Administrator including what
interventions or freatments were
completed during that visit. The
Adrrinistrator will review the pest control
service log each business day for any
issuag and assure that appropriate timely
actions have been taken to addrass. The
Maintenance Director will continue to
maka weekly exterior rounds monitoring
for potential entry points and
implemanting interventions to prevent
entry and weekly visual checks of the
wlerlor for potential issues. Interventions
are to be implemented immediately upon
discovery,

How will the facility monitor
performance to ensure solutions are
sustalned?

i To monitor continuad compliance, the

! pest control company will continue to
make scheduled routine visits, with the
results of those visits reviewed with the
administrator and the results of the
Maintenance Directors weekly interior
and exterior rounds and interventions
implemanted will ke reviewed during the
center's monthly QAP| moeting, attended
by: Administrator, Medical Director, DNS
and two or more of the following: ADNS,
MDS Nurse, Dietary, Social Services,
Activities, Maintenance, Housekeaping or
Speclalized Rehab Therapy. Any
additional interventions. discussed during
QAP meeting, o assist in maintaining
continued cempliance will be reviewed
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X ! and implemented. The results of the pest
F 489 | Continued From page 56 F 469} contiol company's routine visits and the

insects and redents with assistance by
maintenance services, as necessaty. Review of
the pest control contract, Carefro Solutions,
dated 02/03/14, revealed the company would
provide services as needed to effectively control
cockroaches, ants, rodents, or other insect
Infestations. Further review of the pest control
contract revealed the company's treatment
process would depend on feedback from Pest
Sightings postings (documented on Pest Sighting
Logs kept at the nursing stations) or from a
primary contact person.

Review of the Centers’ for Disease Control and
Prevention Integrated Pest Management:
Conducting Urban Rodent Surveys, dated 2006,
revealed a premise was considered infested as
long as any aclive rodent signs existed. Rats and
mice could contaminate food, damage structurss,
and carry diseases that threatened the health and
quality of life, and they could cause injury
{potential for bites) and death. In addition,
whenever rodents find suitable tood, water and
harborage they become established and
reproduce rapidly in premises with poor
environmental quality.

1. During the Quality of Life Interview, on
06/0216 at 3:00 PM, with Resident #5 {Room
#228), who the facility assessed with a score of
thirteen (13} of fifteen {15) on the Brief Interview
of Mental Status (BIMS), meaning the resident
was interviewable, revealed the resident stated
about two (2) months ago while seated on the
side of the bed he/she saw a mouse in histher
room. Resident #5 stated there was & package
of doughnuts in his/her room in a drawer which
appeared to have been gnawed open, in
addition, Resident #5 stated a package of chips

Maintenance Directors weekly rounds will
be standard agenda item during the .
centar's monthly QAP] meeling, ‘7 "‘Z Z ! 5
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delivered on a meal tray appeared to be gnawed
open by a mouse. Resident #5 siated hefshe had

- seen mice in his/her room on several occasions i
'in the past few months; however, he/she did not '
| report this lo anyone. Review of the Pest Coniral
' report, dated 04/23/15, revealed glue boards
| were not placed in room #228 until 04/23/15.

Interview with Licensed Practical Nurse {LPN)
#10, on 06/03/15 at 3:14 PM, revealed he had |
observed a mouse in Resident #5's room (Room
#228 Unit 2B) on 04/13/15 after the resident
alerted him about the mouse. He stated the |
Maintenance Depariment had been contacted
and Iindicated they would look into it the next day.
He also stated a maintenance staff personhad :
done something about the mouss in Resident i i
#5's room (Room #228 Unit 2B) before the Pest
Control Technician came to the facility on
05/05/15. However, interview with the

! Maintenance Director, on 06/03/15 at 2:30 PM,
'revealed he could not remember what he had
done to treat the room or if he caught any mice.
LPN #10 further stated a healthcare fagility
should be free of pests and rodents because they
could affect the cleanliness of the environment,

interview with the Director of Nursing (DON), on
06/04/15 at 4:50 PM, revealed she had heard

about mice and bugs in the building for the past
three (3} to four (4)months. She stated she had
seen gnats several times a week for the past _
hree {3) to four (4) monihs and had alse seen !
unidentified insects in room #228, on Unit 2B,

Interview with Certified Nursing Assistant (CNA)
#6, on 0B/03/15 at 2:10 PM, revealed sha had
heard mice were in the facility for several months.
She stated she saw fruit flies and gnats on
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several accasions at Unit 2B nursing station, in - |
the soiled utility room, and in room #228, :
- (Resident #5 and Unsampled Resident R} |

Review of a Pest Service Repert, dated 04/08/15,
revealed the Pest Controf Technician placed a
maousetrap and giue boards in room #126
{Resident #30 and Unsampled Resident L) with
mice as the targeted pests.

Review of a Pest Service Repont, dated 04/23/15,
revealed the Pest Control Technician noted holes
were found around electrical conduits coming
through the floor of room #125 (Resident #12 and
Unsampled Resident M), room #130 (Unsampled
. Residents B and P), room #225 (Resident #28
and Unsamplad Resident Q), and room #2458,
which needed repaired.

Further interview with CNA #6, on 08/03/15, at
10:40 AM, revealed she saw mice droppings in
the 2B linen room in front of the non-working
elevator doors. She was unable to specify a date.
She stated she had notified her supervisor and
the Maintenance Dapartment. However, review of
the Pest Control Reports revealed there was no
evidence this area was treated,

i Inferview with LPN #11, on 08/03/15 at 2:51 PM,
revealed she stated she had not seen a mouse,
but had heard them gnawing on trash. She
further stated she had seen gnats at the nursing
station and in the soiled utility room on Unit 2B.
Heowever, she did not report this 1o anyone,

On 06/04/15, at 1:02 PM, interview with
Unsampled Resident F, whom the facility
assessed with a score of fifteen {15) of fifteen
{15} on the Brief Interview for Menta! Status
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{BIMS), which indicated the resident was
interviewable (room #2268 Unit 2B), revealed the !
resident saw gnats and flies in the room several : i
times a week. The resident stated he/she v

thought it was related to his/her roommate
veiding on the floor of the bathroom. In addition,
the resident stated they had seen mice in their
room.

Observation, on 06/03/15 at 9:49 AM, during
interview with Resident #12, in room #116 on Unit
1GC, revealed a black bug crawling on the
resident's wheelchair wheel., The Surveyor
removed the bug from Resident #12's wheelchair
wheel onto the floor and collected it on a piece of
clear tape. The collected bug was identified by

. the Pest Control Technician as a small black

- beetle,

Telephone interview with LPN #13 (a former
employee), on 06/18/15 at 11:07 AM, revealed
she had seen gnals in the medication room and
tha sciled utility room on Unit 1C.

On 08/03/15, at 5:08 PM, interview with
Unsampled Resident A, whom the facility
assessed with a score of fiftesn (15) of fifteen
(15) on the BIMS, which indicated the resident i
was interviewable (room #128 on Unit 18, and :
Resident #2), revealed he/she saw a mouse in ; :
histher room approximately two (2) weeks ago at
about 7:00 PM. In addition, Unsampled Resident
A stated he/she had seen a mouse about a week
ago that ran from under his/her bed 1o under a
dresser across the room. Unsampled Resident A
stated he/she reported the mouse sighting to the '
 hurse on the morning shift the next day. The
resident stated hefshe thought some residents
stored too much food in their rooms and that
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caused the mice to be in the building.

- Interview, on 06/03/15 at 10:53 AM, with
Unsampled Resident H, whom the facility
assessed with a score of fifteen (15) of fifleen i |
{18) on the BIMS, which indicated the residert !
was interviewable {room #148 on Unit 18 and :
Resident #6 was not interviewable), revealed
Unsampled Resident H had seen gnats swarming ’
around the container holding his/her urine
hanging on the walker baside the resident's bed.
In addition, Unsampled Resident H stated he saw
a coupie of roaches in his bedroom a few days
ago and the resident killed them. Howevaer,
hefshe did not report it to anyone. The resident
continued o state they had seen mice in their
room.

On 06/04/15, at 10:10 AM, interview with
Unsampled Resident B {room #130 on Unit 183,
whom the facility assessed with a score of
fourteen (14) of fifteen (15} on the BIMS, which
indicated the resident was interviewable, revealed
he/she saw more than ong (1) mause in his/her
room about a month ago. The resident reported
this to CNA #3.  Unsampled Resident B stated
other residents saw mice also; and, "yesterday”
(06/03/15} the Pest Control Technician was in

" his/her room and drilled some holes in the room
{ walls. In addition, the report stated mice giue
boards were placed in rooms with droppings and
hales in the floors. These rooms included #123
through #149 and rooms #223 through #249;
mice were the targeted pests.

revealed she had been told by Unsampled
Resident B that he/she had seen a mouse in
histher room. CNA #9 stated she told the nurse
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maintenance person put a paper trap in the room,
but she was concerned because mice could carry
diseases.

Review of a Maintenarnce Work Order, dated
03/31115, revealed CNA #9 filled the work order
out which stated she saw a mouse in room {on
Unit 1B) on that date. Interview with Unsampled
Resident B (room #130), on 06/04/15 at 10:10
AM, revealed he/she had seen a mouse in his/her
room.

Review of a Mintenance Wark Order, dated
04/29/16, revealed a mouse had been sesn by
LPN #7'in room #127 {Unsampled Residents J
and K).

Interview with LPN #7, on 06/03/15 at 10:10 AM,
revealed she saw a mause in Room #127
(Unsampled Residents J and K} and placed that
information on & maintenance work order on
04/29N15,

Interview with LPN #12, an 06/18/15 at B:28 AM, i
revealed she had seen mice at the 1B nurses’
station and she had put that information inthe '
Pest Activity Log. She stated she hag seen
several mice around the bed of Unsampled
Resident J (Room #127 Unit 1B) and had also
reported this in the Pest Activity Log. Shefurther
slated she had seen the mice sincs January

2018,

Review of the Past Technician
dated 05/06/15 revealed the laundry was treated
with a spray for roaches and room #202 for bed

Service Report,
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on duty and put the information on a maintenance
work order on 03/31/15, She stated she saw a !
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bugs.

Interview with Housekeeper #1, on 06/04/15 at
9:49 AM, revealed he had seen gnats in the trash
cans in resident rooms over the past two (2)
manths when the trash was not emptied timely.
He also said he had seen bugs and roaches in
the laundry room.

2. Review of the Pest Technician Service
Report, dated 01/06/15, revealed the Pest
Techniclan placed four (4) RTU {container to
deliver bait to kil mice) baits down and five (5}
glueboard traps down in the kitchen area for !
mice. No other areas inside the facility were
treated

Review of the Pest Technician Service Report,
dated 02/03/15, revealed the Pest Technician
placed two (2) Contrac Bait Blox and two {2)
glueboard traps down in the kitchen area for
mice. No other areas inside the tacility were
treated. .

Telephone interview with LPN #13 {a former
emplayee), on 06/18/15 at 11:07 AM, revealed
she had seen roaches about one {1) to two (2)
inches lang in the hallway by the kilchen and the
dish washing room when she worked at the
facility in February of 2015. She stated there
were issues of uncleanliness at the facility,
Review of the Pest Control Log revealed she
ertered the information on 05/26/15.

Review of the Pest Technician Service Report,
dated 08/03/15, revealed the Pest Technician
' placed four (4) Contrac Bait Blox and sleven {11} ]
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glueboard traps in the kitchen area for mice. No
: ottier areas in the facility were treated.

Review of the Pest Technician Service Report,
dated 04/08/15, revealed the Pest Technician
placed one (1) Contrac Bait Blox and five (5)
glueboard traps in the kitchen area for mice.

On 06/04/15 at 12:42 P, interview with Resident |
#1868, whom the facillly assessed with a scora of i
fifteen (15} of fifieen (15) on the BIMS, which |
indicated the resident was interviewable revealed
he/she had seen gnats in the dining room “this
month” and once saw a mouse come oul of the
kitchen and run into the dining room. Resident

- #16 stated he/she reported the mouse 1o the
Dining Manager and the Dining Manager told
him/ner it could be caused by an open loaf of
bread. Resident #18 further stated what the
Dining Manager told him/her did not make
him/her feel any better,

Interview, on 06/04/15 at 4:40 PM, with the
Dietary Manager, revealed he told the
Administrator, Maintenance and the Past
Technician when he staried noticing the mice
back in December of 2014. The Dietary Manager |
stated there had been problems with mice about
twe (2) months ago getting into the bread supply.

. He turther stated he was not aware the mice were
getting in the dry starage rice supply. The Dietary
Manager stated mice carry diseases, could make
the residents sick and he did not want mice in the
kitchen. The Dietary Manger stated “four (]
ronths was not a long time to have to deal with
mice".

Interview with the Pest Control Technician, on |
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08/03/15 at 2:06 PM, revealed he came to the
facility monthly and inspected the outside of the |
building and reviewed the Pest Sighting Logs for i
any sightings of pests/rodents in the building. The i
Pest Control Technician indicated he would
inspect any rooms which were on the Pest
Sightings Logs and treat them if he saw any
evidence of mice/pests. He stated he would !
place mousetraps in resident rooms or at the
nurses' stations if he saw avidence of mice and ‘
- he had done so for the past several months in the
kitchen and throughout the facility. He indicated
he would spread a chemical around the perimeter
of the building which would repel ants and
bestles. He further stated he could not place
mouse houses (o frap mice) outside the building
untll two (2) months ago because his company
had the mice houses on back order, He stated
he was aware the facility had an aclive rodent ,
problam for the past five (§) months and he had |
informed the Administrator in December, 2014 of
the pest problem being contributed ta by the
uncleantiness of the facility.

Interview with the Maintenance Director, on
06/03/15 at 2:30 PM, revealed he did nof always
see the Pest Control Technician when he came lo
I'do his monthly inspection of the facility, but he
would get a written report. He stated he was
aware there were mice/pests in the building for
several months and he had put out mousetraps
and had caught some mice {could not indicats a
number} in the past several months. The ;
Maintenance Director stated he had not informed !
the Administrator of an on-going pest problem in
the building because he would call the Pest
Control Technician to come if there were multiple
sightings and the Technician had come when

| called in between his monthly visits. The i

FORM CMS-2387(02-58) Pravious Versions Obsolata Event 1D WC1L11 Fagility [0 100218 it continuation sheat Page 850f 107




it

PRINTED: 07/02/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFIGIENCIES (A1) PROVIDEF/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185038 B. WING 06/18/2015
NAME OF PHOVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
1705 STEVENS AVENUE
HIGHLANDS HEALTH AND REHABILITATION CENTER LOUISVILLE, KY 40205
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPEIATE DATE
| DEFICIENCY)
F 469 Continued From page 65 F 469;
Maintenance Director stated he was aware
mice/pesis could carry disease, but he did nat

realize the building was infested with mice or 3
other pests, |

Further interview with the Pest Technician, on
06/03/15 at 2:55 PM, revealed he had spoken o
the Administrator in December of 2014 about the
problem with rodents. The Pest Technician stated
he informed the Administrator about the
housekeeping and the uncleantiness of the facility
and the impact that would have on getting rid of
the pests, The Pest Technician stated this was
one of the worst facilities as it related to pests,
Insects, rodents.

Interview with the Administrator, on 06/04/15 at
3:00 PM, revealed he was unaware mice had
been sighted in the kitchen over the past five (5}
manths. The Administrator stated he just found
out about mice droppings in the kitchen this past |
week and the heaith of the residents could be
affected by mice in the kitchen or in the facility.
He indicated he could not remember having bean
told by the Pest Contral Technician in December,
2014 about the uncleanliness of the building }
contributing to a pest problem in the building.
The Administrator stated the Pest Control
Technician did not report his findings to him when
he made a monthly ingpection, but he did think

' the Pest Control Technician reported to the

- Mairtenance Director.

Continued interview with the Administrator, on
06/04/15 at 3:00 PM, revealed he had not had
any reporis by the Maintenance Director about a
pest problem at the facility, The Administrator i
stated he did not review maintenance work orders’
or the Pest Sighting Logs. He stated he had i
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been informed In February 2015 by a resident
about having seen a mouse in his/her room, but
he thought it was only because the resident was &
hoarder and had food in hisfher room on the floor. :
Ha stated food on the floors could contribute to

: the mice problem and he had only seen gnats on
occasion. The Administrator stated he was
ultimately responsible for the facility and
correcting any problems at the facility,

The State Survey Agency (SSA) verified the
removal of Immediate Jeopardy on 06/10/15 pricr
to exit as follows:

1. Observation of the exterior of the facility, on
06/17/15 at 4:00 PM, with the Maintenance

i Director and the Administrator revealed potential
rodent entry points had been repaired as outlined
on the document, Summary of Building inspection
Conducted 06/05/15. Observation of the interior
of the facllity, on 06/17/15 at 4:30 PM, revealed
no active signs of pests/rodents.

Review of the Summary of Building Inspection
Conducted 06/05/15, revealed an inspection was
conducted of the interior and exterior of the
facility for the purpose of determining if there
:were any active signs of pest issues. Review of
the doecument revealed a number of potential {
rodent entry points were located on the exterior of
the buiiding and the dosument listed those entry
points and how those were addressed. The
dacument further revealed the inspection was
complated on 06/05/15 and repairs were
compileted on 06/07/15.

interview with the Administrator, on 06/17/15 at
3:00 PM, revealed he participated in the
*inspection of the interior and exterior of the facility ]
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interior and exterior of the facility on 06/05/15 at
| 4:00 PM. Interview with the Pest Controt Service

signed by the Maintenance Department Director

1 061715 at 4:00 PM, revealed new door sweeps
- had been installed on the loading dock doors,

- and will continue the weekly monitoring rounds to

on 06/05/15 at 4:00 PM. interview with the
Maintenance Supervisor, on 06/17/15 at 4:49 PM,
revealed he participated in the inspection of the

Technician, on 06/17/15 at 5:15 PM, revealed he
participated in the inspection of the interior and
exterior of the facility on 06/05/15 at 4:00 PM.
interview with the Pest Control Service Manager,
on 06/17/15 at 4:00 PM, revealed he participated
in the Inspection of the interior and exterior of the |
facility on 068/05/15 at 4:00 PA.

Review of an Interior Rounds Checklist form and
an Exterior Rounds Checklist form, each dated
06/05/15, revealed they had been completed and

and the Administrator.

Observation of the exterior of the building, on

holes outside the break room had been filled with
concrete and two old plumbing lines had been
filled with pipe.

Observation of the interior of the building, on
0B/17/15 at 4:30 PM, revealed a hole had been
filled in the dishroom, the 1C elevator reom had a
hole filled, the outside break room had a hole
filled, a hole was filled in room #128, door sweeps
were installed on two (2) utility room doors, and a
new door sweep was inslalled at the employes
entrance as alleged.

Interview with the Maintenance Supervisor, on
06/17/15 at 4:49 PM, revealad he had compieted
the weekly rounds monitoring forms on 06/05/15
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include visual checks of interior machanical,
utility, supply roams for potential issues and
implementing interventions. He stated the results
- of the weekly rounds would be reviewed during
the monthly Quatity Assurance Performance
Improvement (QAPH meeting.

| 2. Review of documents fitled Pest Control
Questionnaire (undated) and resident census lists |
indicating residents' answers to the questions |
with & signature (when possible) revealed all
interviswable residents were asked about
concerns with pests. Review of Departmental
Nursing Motes revealed all residents were either
assessed or interviewed regarding any signs or
symptoms of health problems associated with
pests or unciganliness in the facility.

interview with Resident #4, on 06/18/15 at 8:00
AM, Resident #5, on 06/18/15 at 8:20 AM,
Resident #7, on 06/18/15 at 8:30 AM, Resident
#10, on 06/18/15 at 8:40 AM, Resident #15, on

| DB/18/15 at 9:00 AM, Resident #18, on 06/18/15
at 3:20 AM, Resident #18, on 06/18/15 at 8:30
AM, Resident #20, on 06/18/15 at 9:30 AM,
Resident #27, an 06/18/15 at 10:00 AM, Resident :
#30, Resident #31, on 06/18/15 at 10:10 AM,
Resident #32 on 06/18/15 at 10:25 AM,
Unsampled Resident B, on 08/18/15 at 11:00 AM,
Unsampled Resident G, on 06/18/15 at 11:12 AM, |
Unsampled Resident J, 06/18/15 at 11:30 AM,
and Unsampled Resident M, on 06/18/15 at 11:45
AM, revealed they had all been interviewed by the
Director of Nursing (DON) or one of the two &)
Assistant Directors of Nursing (ADON) regarding
pests or pessible adverse health consequences
from pests.

' Interview with the DON, on 06/18/15 at 10:48 AM
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interviews and assessments regarding pests or
possible adverse health consequences from
pesis. Interview with the Assistant ADON #1, on
08/18/15 at 9:41 AM, revealed she participated in
resident interviews andg assessments regarding
pesis or possible adverse health conseguences
from pests. Interview with ADON #2, on 06/18/15
at 9:38 AM, revealed she participated in resident
interviews and assessments regarding pests or
possible adverse health consequences from
pests.

3. Review of the In-service Sign-in Sheet, dated
08/05/15, revealed the topic of the in-service was
past cantrof logs-utilization, center leadership
notification and notifying the individual
department leader, review and follow up of the
pest control logs and the education of team
members and the review of concerns (staff} may
have regarding pest control. Team member/staff
education to be completed for all staif members.

Review of the document turther revealed it was
presented by the Director of Clinical Operations
and was signed by the Administrator, the Clinical
Educator, the DON and the ADCN #1 and #2.

Interview with the Director of Clinical Operations,

on 08/17/15 at 3:20 PM, revealed he had *rained

the facility leadership to include the Administrator,
the Clinical Educator, the DON and the ADON #1
and #2.

Interview with the Administrator, on 06/17/15 at
3:00 PM, the Clinical Educator on 06/18/15 at
9:46 AM, the DON, on 06/18/15 at 10:48 AM and
the ADON #1, on 08/18/15 at 9:41 AM, and
ADON #2 on 06/18/15 at 9:38 AM revealed they
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had attended the in-service given by Corporation
j Representative, Director of Clinical Operations,

;

Review of staff In-service Sigr-in sheets with i
comparison to the employee roster dated ;
06/04/15 through 06/09/15 revealed one hundred
fifty-one (151) employses were educated with
twenty (20) employees educated by telephone.
One employee remained on Family Medical
Leave Act (FMLA) and would receive the
education before returning to work. The
education congisted of reviewing the employee's
responsibility to provide written communication
when a pest issue was identified.

- Interview with Licensed Practical Nurse (LPN)

| #14, on 08/18/15 at 2:00 PM, revealed she had
received an in-setvice on 06/06/15 atout putting
any pest sightings in the pest activity log.

Interview with LPN #7, on 06/1 8/15 at 2:15 PM,
revealed she had been in-serviced about pest
control on 06/06/15.

Interview with Certified Nursing Assistant {CNA)
#3, on 06/18/15 at 2:08 PM, revealed she
received an in-service on 06/06/15 about putting
any pest sighting in the activity log and to notify
her supervisor,

Interview with a Receptionist, on 06/18/15 at 152
PM, revealed she had received an in-service
[ about reporting any pest sighting on 06/05/15.

Interview with the Social Services Director, on
06/18/15 at 9:59 AM, revealed she had been
in-serviced on 06/05/15 about the pest control
reporting.
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Interview with CNA #7, on 06/18/15 at 2:05 PM, | j
revealed she had been inserviced on 06/08/15
about how to report pest sightings and to whom
to report.

Interview with Cook #3, on 06/18/15 at 2:17 PM,
revaaled he had been inserviced on 06/07/15
about how and to whom to report pest sightings.

Interview with CNA #8, on 06/18/15 at 2:20 PM,
revealed he had besn inserviced on pest
sightings in the facility on 08/08/15 regarding
responsibility to log any sightings In the pest
activity log and report to his supervisor,

interview with Housekeeper #3, on 08/18/15 at
2:25 PM, revealed he had begen inserviced on
06/07H5 on past sightings, where to documeant
those sightings and to notify his suparvisor of any
sightings.

Interview with the Activities Director, on 06/18/15
at 2:26 PM, revealed she had been inserviced on |
06/07/15 on reporting of any pest sightings on the
pest activity log and to notify her supervisor of any
sightings.

interview with LPN #11, on 08/18/15 at 2:45 PM,
: revealed she had been in-serviced on 06/08/15
ragarding reporting any pest sightings and
notification of her supervisor if she did.

Post survey interview with the DON, on 07/062/15
at 10:38 AM, revealed the staff who was |
telephonically inserviced on 06/05/15 to 06/08/15
were retrained upon retun to wark. The staft
person on FMLA (CNA #10) was re-iInserviced :
upon return to work, |
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. Post survey interviews, on 07/02/15, with CNA

i #10 at 11:00 AM, CNA #11 at 11:09 AM, CNA #12
at 11:25 AM, CNA #13 at 11:45 AM, and LPN #15 |
at 11:37 AM, revealed they had all received

| education over the telephone and could specify

the information provided to them. They further

stated the Director of Nursing discussed the |

education with them after they returned to work !

for their scheduled shiits.

4. Raview of the Summary of Pest Controt
Service Agreement Review revealed the
Administrator met with the Maintenance Director,
[ the Pest Control Service Technician, the Pest

i Control Services Manager and the President of
the Pest Services to review the pest service
agreement and no changes were made on
06/05/15, :

Interview with the Administrator, on 08/17/15 at
5:07 PM, revealed he met with the Maintenance
Director, the Pest Control Service Technician, the
Pest Control Services Manager and the President
of the Pest Services to review the pest service
agreement and no changes were made on
0B/05/15,

! Interview with the Maintenance Director, on

- 0B/17/15 at 4:49 PM, revealed he met with the
Administrator, ihe Pest Control Service
Technician, the Pest Cantrol Services Manager
and the President of the Pest Services to review
the past service agreement and no changes ware
made on 06/05/15. :

Interview with the Pest Conirol Service
Technician, on 06/17/15 at 5:15 PM, revealed he | :
met with the Administrator, the Maintenance ; |
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Cirector, the Pest Control Services Manager and
the Prasident of the Pest Services to review the

| pest service agreement and no changes were

! made on 06/05/15. i

! interview with the Pest Control Services Manager,
| on 08/17/15 at 4:.00 PM; and, the President of the
Pest Control Services, on 06/18/15 at 2:38 PM,
revealed thay met with the Administrator, the
Maintenance Director, and the Peast Control
Servica Technician to review the pest service
agreement and no changes were made on
0B/05/15.

5. Review of the document, entitled Quality
Assurance Heview revealed a Quality Assurance
Review meeting was held cn 06/08/15 for the

| purpose of discussing the Immediate Jeopardy

| deficiencies that had been identified in the areas
" of F489, FA90 and F520.

Review of the Quatity Assurance Raview

| Committee sign-in shaet, dated 06/08/185,
revealed it was signed by the Administer, the
DON, the Social Services Director, the

| Maintenance Director, Environmental Services
#1, Environmental Services #2, Regional Director
of Housekeeping, and the Medical Director.

Interview with the Administrator, on 06/17/15 at
3:00 PM, revealed he reviewed the weekly rounds
monitering forms completed by the Maintenance

! Director on 08/05/15, he will continue to monitor
“them and he wilt take them to the monthly Quality
Assurance Review Commitiee meeting for
review.

Interview with the Administrator, on D6/18/15 at j
5:07 PM; the DON on 06/18/15 at 10:48 AM; the ; |
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Social Services Director, on 06/18/15 at 10:00
AM; the Maintenance Director, on 08/17/15 at
4:49 PM; Environmental Services #1, on 06/18/15
at 11:00 AM, Environmentat Services #2, on
06/18/15 at 11:20 AM; Regional Director of
Housekeeping, on 06/18/15 at 11:40 AM; and, the
Medicat Director, on 06/18/15 at 11:50 AM
revealed they had all attended the Quality
Assurance Review Commitiee meeting held on
06/08/15 to discuss the Immediate Jeopardy
issues. During the interview with the

| Administrator, on 06/18/15 at 5:07 PM, he stated
he would review the overview assessment of the
pest contro! log books to help identify any trends
or patterns. If any trenda/palterns were identified
additional interventions will be included In the
Quality Assurance Review minutes with {ollow up
by members as needad. In addition, the pest
control services monthly reports would be
reviewed in the monthly Quality Assurance

| Raview Committee meeting. :
F 4801\ 483.75 EFFECTIVE £ 490
88=K | ADMINISTRATION/RESIDENT WELL-BEING

What corractive action will be
accomplished for those residents
found to have been affected by the
deficient practice?

A facility must be‘administered ina manner that On 6/5H158 an extensive tour of the entire
enables it (o use Its resources effectively and center including all resident rooms, office
efficiently to attain or maintain the highest ; spaces, deparimental spaces, and other
practicable physical, mental, and psychosocial nonresident areas was completed by the
well-being of each resident. Administrator, Maintenance Director, Pest

Control Company Service Technician and
Pest Control Company Manager, to
determing if there were any active signs
This REQUIREMENT Is not met as evidenced of pest issues. No active pest infestation
by was idantified at that tima.

Based on chservation, interview, record review
and review of the Adminisirator Position
Description, it was determined the Administrator
t failed to ensure an effective system was in place

i
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to maintain a clean, pest-free environment in

| good repair and to maintain the highest
psychosocial well-being of each resident. Five (5)

manths prior to the survey, the facility had
identified rodenis and pests in tha kitchen, dining
room, laundry, a medication room, a nursing
statlon, in resident rooms and living units,
Observation revealed the facility was unclean and
in poor repair at the time of the survey on four {4
of four {4) iving units (Units 1B, 1C, 2B, and 2C),

The Administrator's failure to ensure an effective
system was in ptace to maintain a clean,
pest-free environment in good repair and to
maintain the highest psychosoclal well-being ot
each resident placed residents in a situation
which has caused or is likely to cause serious
injury, harm, impairment or death to a resident.
immediate Jeopardy {IJ) was identified on
06/04/15 and determined to exist on 01/06/15.

Refer to F253 at Substandard Quality of Care,
F469 and F520.

The facility provided an acceptable Allegation of
Compliance (AQC) an 06/11/15 which alleged
removal of the mmediate Jeopardy on 06/10/15,
The State Survey Agency verified timmadiate
Jeopardy was removed on 06/10/15 as alieged
prior io exit on 06/18/15. The Scope and Severity
was lowarad to an "E" while the facility monitors
the implementation of the Plan of Correction
(POC) and the facility's Quiality Assurance
monitors the effectiveness of the systemic
ghanges.

The findings include:

weather stripping at the thresholds,
conduit and pipe openings and door
sweeps, were all addressed immediately.
Additionally, a second complete interior
and exterior inspection was completed on
6/10/15 by a Pest Control Company’s’
State Manager, Service Technician,
Maintenance Director and Administrator.

How will the facility identify other
residents having the potential to be
affected by the same deficlent
practice?

All residenis are considered o have a
potential to be sifected. Education was
provided to the staff on completing the
Pest Control Log book if pests are
observed and notification of Administrator
or Department head of the issue by the
Staff Development Coordinator, DNS,
ADNSs and Jor the Administrator, This
sducation was initiated on §/5/15 and
completed on 6/9/15,

What measures will be put Into place
or systemic changos made to ensure
the deficient practice willi not recur

Ta mairtain continued compliance the
Pest Control Company Service
Technician will review their visit report
with the Administrator Including what
interventions or treatments were
completed during that visit. The
Adrministrator will review the pest control
service log each business day for any
issues and assure that appropriate timely
actions have been taken 1o address. The
Maintenance Director will continue to
make weekly exterior rounds monitoring

FORM CMS-2507(02-09) Pravious Verslans Obsolata

Event [DIWGILY

Faclhiy (3 100218

if contirivation sheet Pags 76 of 107

B e W T e




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

PRINTED: 07/02/2015
'FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 141} PROVIDER/SUPPUER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAM OF CORREGTION IDENTIFICATION HUMBER: A BUILDING COMPLETED
185039 B.WING 08/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1705 STEVENS AVENUE
HIGHLANDS HEALTH AND REHABILITATION CENTER LOUISVILLE, KY 40205
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Date
DEFICIENGY)
F 490 | Continued From page 76 F4gp;  forpotential entry points and
. . L. - implementing interventions to pravent
Review of the facility's Administrator Pesition entry and weekly visual checks of the
Description (undated) revealed the Administrator interlor for potential issugs. Interventions
was to manage and direct day-to-day operations are 1o be Implemented immediately upon
of the long term care facilily consistent with discovery.
applicable rules and regulations and company
gtandards; plans and forecasts lo ensure the How will the facility monitor
ongoling success of the facility, Key performance to ensure solutions are
responsibilities were to implement the control and sustalned?
sffective utilization of the physical and financial To monitor continued compfiance, the
resources of the facility; develop and implement past control company will continue to
policies and procedures (o ensure a safe, make scheduled routine visits, with the
sfficient, high quality service was provided; results of those visis reviewed with the
reviewed and acted upon the reports of Administeator,
authorized inspecting agencies; and, recruits, The education on the Pest Control Log
selects, and retains department managers so and notification will be Included in the
goals of each department are accomplished. in new hire origntation and annually. The
addition, the Administrator was 1o ensure a results of the Malntenance Directors
Continuous Quality Improvement Program was in weekly intefior and exterior rounds and
place with appropriate foflow-up, and ensure interventisns implemented will he
effective communication with residents. reviewed during the center's monthly
QAP! mesting, attended by:
Review of the facility's in-service {presented as Administrator, Medical Director, DNS and
the housekeeping policy), dated 01/01/00, two or mare of the following: ADNS, MDS
revealed resident room walis should be spot Nurse, Dietary, Social Services, Activities,
scrubbed, both sides of the doors scrubbed, Maintenance, Housekesping or
“build-up on floors between rooms and hallways Specialized Rehab Therapy. Any
should be removed, and bathrooms should have addftional interventions discussed during
all fixtures, drains and pipes cleaned with a QAP meating, to assist in maintaining
germicide and ail stains and build-up removed continued compliance will be reviewed
daily. No palicy regarding cleaning of halls, and implemented. The resuls of the pest
storage rooms, nursing stations or commaon conirol company's fouine isits and the
resident living areas was presented. Maintanance Dfrectoi's weeki?f rounds will
be standard agenda item during the 17, 27~ [5

Review of the facility's policy, Pest Contrel, dated
09/01/14, revealed the facility was to maintain an
effective pest control program. In addition, an
on-going pest control program was to be
maintained to ensure the building was kept free of

insects and rodents with assistance by

center's menthly GAPl meeting.
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maintenance services, as necessary.

Review of the pest control contract, CarePro
Sofutions, dated 02/03/14, revealad the company |
would provide services as needsd 1o effectively
controt cockroaches, ants, rodents, or ather
insect infestations. Further review of the pest
controf contract revealed the company's
freatment process would depend on feedback
from Pest Sightings Postings {documented on
Pest Sighting Logs kept at the nursing stations) ot
from & primary contact person.

! Review of the Centers for Disease Control and
Prevention, Integrated Peat Management:
Conducting Urban Rodent Surveys, dated 20086,
revealed a premise was considered infested as
long as any active rodent signs existed. Rats and
rmice could contaminate food, damage structures,
and carry diseases that threatened the health and
quality of life, and they could cause injury
{potential for bites) and death. In addition,
whenever rodents find suitable food, water and
harborage they become established and
reproduce rapidly in premises with poor
environmental quality.

Observation and interview with staff and residents
during the Recertification Survey, 06/18/15,
revealed facility's housekeeping services had i '
- been declining since December, 2014 with the - i
less of muttipte directors and multiple staff over
the past five {8) months. In addition, interview
and record review revealed pests/rodents
sightings and droppings had multiplied :
concurrently with the decline in housekeeping ! i
services since December, 2014. Further : [
interviews during the Extended Survey (06/15/15) | !
revealed residents were distressed by mice and ; j

FORM CMS-2567(02-99) Previous Versions Obsuiste Event ID:WC1L1Y Facility 10: 100218 If continuation shest Page 78 of 107




PRINTED: 97/02/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {42} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
185039 B. WING 06/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HI D R BILITATION CENTER 1705 STEVENS AVENUE
GHLANDS HEALTH AND REHA LOUISVILLE, KY 40205
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES sl PROVIDER'S FLAN OF CORRECTION X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 480 Cantinued From page 78 . F 490

other pest sightings in their bedrooms, the
hallways and in their dining room. They stated
mice or other pests could bite, were frightening
and could carry diseases. |
! i

Interview with the Administrator, on 06/03/15 at !
3:00 PM, revealed he was uliimately responsible
for the facility. He stated he was awars the
building was not clean, but he was unaware of
maintenance concerns or pest/rodent concerns.
However, he stated he should have been aware
of those concemns and he should have taken
those concerns to the Quality Assurance
Committea. The Administrator staled he should
have done something about the pest/rodent
sightings in February, 2015 when a resident
reported directly to him having seen a mouse in
his/her bedroom,

However, interview with the Pest Control
Technician, on 06/03/15 at 2:06 PM, revesled he
was aware the facility had an active rodent !
problem for the past five {5} months and had }
informed the Administrator in December, 2014 of ,
the pest problem being contributed to by the
uncleantiness of the facility. The Administrator
further stated the residents deserved to live in a
- cleaner environment.

The faciiity provided an acceptable Allegation of !
Compliance (AQC) on 08/11/15 and took the
following immediate actions:

1. On C6/05/15 at 4:00 PM, the Administrator,
Maintenance Supervisor, Past Control Service
Technician and Manager completed a four {4)
hour inspection of the entire building including all
resident rooms, office spaces, department ]

|
; I
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spaces, and cther nonresident areas to '
determine if there were any active signs of pest
issues.

On 06/05/15, an intensive tour of the exterior I
revealad a number of potential entry points where |
mice may have had opportunities to enter the
buiiding. These noted areas were addressed

. immediately. Of these places weather stripping
the thresholds and sealing where conduit and
pipe were entering the building were all
addressed and sealed. This was completed on
06/07/16. j

The Maintenance Director will be making weekly
axterior rounds monitoring for potential entry
points and implementing interventions to prevent
entry. Resulis of the weekly round audits will bs
reviewed during the monthly QAPI meeting. This
was initiated on 08/05/15.

The Maintenance Director will be making weekly
visual checks of interior mechanical, utifity, supply
i rooms for potential issues and implementing
interventions. Results of the weekly rounds will be
reviewed during the maonthly QAP! mesting. This ;
was initiated on 06/05/15. |

2. On 08/05A15, the Director of Nursing Services
{DON) and Assistant Director of Nursing Setvices
{ADON) spoke with all interviewabls residents
about any of their concerns regarding pest
control. The interviews completed were tracked
using a resident rosier.

3. The Administrator, Clinical Educator, Director

of Nursing Services, and the Assistant Director of
Nursing Services were aducated by the Senior ‘
{ Director of Clinical Operations on 06/05/15t0 | i
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, include: completing the information in the pest
conirol fog book; nolification of Maintenance or
Administrator of extrame pest situations and
notifying the department head of the issue.

The staff education was provided by the Clinical
Educator, DON, Administrator, and ADON to alt
staff. The education was initiated on 06/05/15 for
all departments using a staff roster of employees.
Qne hundred fifty one (151} employees were
educated. There were twenty {20) employees that |
required telephonic education, The education was
completed on 06/09/15. One employee remained
on Family Medical Leave Act (FMLA) and will
receive the education before starting work. The
education consisted of reviewing the employess
responsinility to provide written communication
when a pest issue is identified.

4. The current procedures for pest control were
reviewed by the Administrator, Maintenance
Director, Pest Control Service Technician, Pest
Control Services Manager and Prasident of the
Pest Services on 06/05/15 with no changes
made.

5. Aninterim Quiality Assessment and Assurance
1 meeting was held or 06/08/15 to review the
Center's Ailegation of Compliance and ;
interventions related to citing Immediate Jeopardy
and the interventions implemented.

The Administrator formulated the tracking tool on
08/05/15 for the weekly exteriorfinterior

inspections completed by the Maintenance i
Director, which were also implementad on i
06/05/15 and the Administrator provided the
education on completing the audit tools on
06/05/15.

F 480
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The interim QA&A meeting held on 06/08/15 was
attended by the Medical Director, Administrator,

DON, Maintenance Director, representatives of
Housekeeping, Social Services and Dietary.
Education materials related to pest contre logs
were reviewed. The plan was approved by the
committea,

During the monthly QA&A mesetings attended by
the Medical Director, the members will be
reviewing the pest control services monthly
reponis. The Administrator wilt review the
overview assessment of the pest control lag
books to help identify any trends or patterns, if
trends or patterns are identified additional
interventions will be included in the QAP minutes
with follow up by members as needed. !

The State Survey Agency {SSA) verified the
removal of Immediate Jeopardy on 06/10/15 prior
10 exit as follows:

1. Observation of the exterior of the factity, on
06/17/15 at 4:00 PM, with the Maintenance
Director and the Administrator revealed potsntial
rodent entry points had been repaired as outlined
on the document, Summary of Bullding Inspection
Conducted 06/05/15. Observation of the interior
of the facility, on 06/17/15 at 4:30 PM, revealed
no active signs of pestsirodents.

Review of the Summary of Building Inspection
Conducted 068/05/15, revealed an inzpection was
conducted of the interior and exteriar of the
facility for the purpose of determining if there
were any active signs of pest issues. Review of
the document revealed a number of potential
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rodent entry points were located on the exterior of
the building and the docurient listed those entry |
: points and how those were addressed. The i
document further revealed the inspection was

completed on 06/05/15 and repairs were
completed on 068/07/15.

Interview with the Administrator, on 06/17/15 at
3:00 PM, reveaied he participated in the ‘
inspection of the interior and extarior of the facility ;
on 06/05/15 at 4:00 PM. Interview with the
Maintenance Supsrvisor, on 06/17/15 at4:49 PM, !
revealed he participated in the inspection of the |
interior and exterior of the facility on 06/05/15 at
4:00 PM. Interview with the Pest Contral Service .
Technician, on 06/17/15 at 5:15 PM, revealed he
participated in the inspection of the interior and
exterior of the facility on 06/05/15 at 4:00 PM. ;
interview with the Past Contro} Service Manager, |
on 06/17/15 at 4:00 PM, revealed he participated
in the inspection of the interior and exterior of the
facility on 06/05M15 at 4:00 PM. :

Review of an Interior Rounds Checklist form and -
an Exterior Rounds Checklist form, sach dated :
06/05/15, revealed they had been completed and
signed by the Maintenance Department Director
and the Administratar,

Observation of the exterior of the building, on
06/17/15 at 4.00 PM, revaaled new door sweeps
had been installed on the loading dock doors,
holes outside the break room had been fillad with
concrete and two old plumbing lines had been
filled with pipe.

Observation of the interior of the pbuilding, on
C6/17/15 at 4:30 PM, revealed a hole had been ;
| filied in the dishroom, the 1C elevator room had a

F 480
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F 490

| hole filled, the outside break room had a hole

i Unsampled Resident B, on 06/18/15 at 11:00 AM,

Continued From page 83

filled, a hole was filled i room #1286, door sweeps |
were installed on two (2) utility room doors, and a
new docr sweep was installed at the employee
entrance as alleged.

Interview with the Maintenance Supervisar, on
06/17/15 at 4:49 PM, revealed he had complated
the weekly rounds monitoring forms on 06/05/15
and will continue the weekly manitoring rounds to
include visual checks of interior mechanical,
utility, supply rooms for potential issues and
implementing interventions. He stated the results !
of the weekly rounds would be reviewsd during
the monthly Quality Assurance Performance
Improvement (QAPI) meeting.

2. Review of documents titled Pest Control
Questionnaire (undated) and resident census lists
indicating residents' answers to the questions
with a signature (when possible} revealed alf
interviewable residents were asked about
concerns with pests. Raview of Departmental
Nursing Notes revealed all residents were either
assessed or interviewed regarding any signs or
symptoms of heaith problems associated with
pests or uncleanliness in the facility.

Interview with Resident #4, on 06/18/15 at 8:00
AM, Resident #5, on 06/18/15 at 8:20 AM,
Resident #7, on 06/18/15 at 8:30 AM, Resident
#10, on 06/18/15 at 8:40 AM, Resident #15, on
06/18/15 at 9:00 AM, Rasident #16, on 06/18/15
at 9:20 AM, Resident #18, on 06/18/15 at 9:30
AM, Resident #20, on 06/18/15 at 9:30 AM,
Resident #27, on 06/18/15 at 10:00 AM, Resident
#30, Resident #31, on 06/18/15 at 10:10 AM,
Resident #32 on 06/18/15 at 10:25 AM,

F 480
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Unsampled Resident G, on G8/1 8/15 at 11:12 AM, -
Unsampled Resident J, 06/18/15 at 11:30 AM,
and Unsampled Resident M, on 06/18/15 at 11:45
AM, revealed they had ail been interviewed by the
Director of Nursing (DON) or one of the two {2}
Assistant Directors of Nursing {ADON) regarding |
pests or possible adverse health consequences
from pests.

i
|
Interview with the DON, on 06/18/15 at 10:48 AM, |
revealed she had participated in resident i
interviews and assessments regarding pests or
possible adverse heaith consequences from
pests. Interview with the Assistant ADON #1,0n
C6/18/15 at 9:41 AM, revealed she participated i |
resident interviews and assessments regarding
pesis or possible adverse health consequences
from pests. Interview with ADON #2, on 06/18/15
at 8:38 AM, revealed she participated in resident
interviews and assessments regarding pests or
possible adverse heaith consequences from
pests.

3. Review of the In-service Sign-in Sheet, dated
08/05115, revealed the topic of the in-service was |
pest control jogs-utilization, center leadership
notification and notifying the individual
depariment leader, review and foilow up of the
pest contral logs and the education of teamn

! members and the revisw of concerns {staify may
have regarding pest control. Team member/staff
education to be completed for all staff members.

Review of the document further revealed it was
presented by the Director of Clinical Operations
- and was signed by the Administrator, the Clinical i
 Educator, the DON and the ADON #1 and #2.

¢ Interview with the Director of Ginica Operatians, |
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L

Fon 06/17/15 at 3:20 PM, revealed he had trained
" he facility leadership to include the Administrator,
" the Clinical Educator, the DON and the ADON #1

. and #2,

Interview with the Adn inistrator, on 06/17/15 at

i 3:00 PM, the Clinical Educator on 06/18/15 at

§9:46 AM, the DON, on 06/18/15 at 10:48 AM and
the ADON #1, on 06/18/15 at 9:41 AM, and

| ADON #2 on 06/18/15 at 9:38 AM revealed they

i had attended the in-sarvice given by Corporation !

! Representative, Director of Clinical Operations.

|
I Review of staff In-service Sign-in sheets with

| comparison to the employee roster dated

' 06/04/15 through 06/09/15 revealed one hundred
Miity-one (151) employees were educated with

; twenty (20} employees educated by telephone.

| One employee remained on Family Medica!

l Leave Act (FMLA) and would receive the

. education before returning to work. The

- education consisted of reviewing the employse's
: responsibility to provide written communication

' when a pest issue was identified.

- Interview with Licensed Practical Nurse {(LPN)

: #14, on 06/18/15 at 2:00 PM, revealed she had

| received an in-service on 06/06/15 about putiing
rany pest sightings in the pest activity log.

Interview with LPN #7, on 06/18/15 at 2. 15 PM,
| revealed she had been in-serviced about pest
: control on D6/06/15.

| Interview with Certified Nursing Assistant {CNA)
1 #3, on 06/18/15 at 2:08 PM, revealed she

- feceivad an in-service on 06/06/15 about putting
- any pest sighting in the activity log and to notify

i
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F 480 Continued From page 86
her supervisor.

interview with a Receptionist, on 06/18/15 at 1:52
PM, revealed she had received an in-servige
about reporting any pest sighting on 06/05/15.

Interview with the Social Services Director, on !
06/18/15 at 3:59 AM, revealed she had been
in-serviced on 06/05/15 about the pest controt
reporting.

Interview with CNA #7, on 06/18/15 at 2:05 P,
revealed she had been inserviced on 08/08/15
about how to report pest sightings and to whom
to report.

Interview with Cook #3, on 068/18/15 at 2:17 PM,
revealed he had been inserviced on 06/07/15
about how and to whom to report pest sightings.

Interview with CNA #8, on 06/18/15 at 2:20 FM,
| revealed he had been inserviced on pest
sightings in the facility an 06/08/15 regarding
responsibility o log any sightings in the pest
activity log and report to his supervisor.

Interview with Housekeeper #3, on 06/18/15 at
2:25 PM, revealed he had been inserviced on
08/07/15 on pest sightings, where to document
those sightings and to notify his supervisor of any
sightings. ’

interview with the Activities Direclor, on 06/18/15
at 2:26 PM, revealed she had been inserviced on

06/07/15 on reporting of any pest sightings on the
pest activity log and to nolify her supervisor of any
sightings.

Interview with LPN #11, on 08/18/15 at 2:45 PM,

F 490/
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revaaled she had been in-serviced on 06/08/15
regarding reporting any pest sightings and
notification of her supervisor if she did.

Post survey interview with the DON, on 07/02/15
at 10:39 AM, revealed the staff who was
telephonically inserviced on 06/05/15 to 06/08/15
ware refrained upon return to work, The staff

. person on FMLA (CNA #10) was re-inserviced

" upon return to work.

. Post survey interviews, on 07/02/15, with CNA 1
| #10 at 11:00 AM, GNA #11 at 11:09 AM, CNA #12
at 11:25 AM, CNA #13 at 11:45 AM, and LPN #15 ¢
at 11:37 AM, revealed they had all received i
aducation over the telephone and could specify |
the information provided to them, They further
stated the Director of Nursing discussed the
education with them after they retumed 1o work

tor their scheduled shifts,

4. Review of the Summary of Pest Control |
Service Agreement Review revealed the 1
Administrator met with the Maintenance Director, l
tha Pest Control Service Technician, the Pest [
Control Services Manager and the President of |
the Pest Gervices 10 review the pest service !
agreement and no changes were made on n
06/05/15. ;

Interview with the Administrator, on 06/17/15 at

} 5:07 PM, revealed he met with the Maintenance

| Director, the Pest Cantrol Service Technician, the
i Pest Control Services Manager and the President
of the Pest Services to review the pest service |
agreement and no changes were mads on
08/05/15.

Interview with the Maintenance Director, on

(X1 SUMMARY STATEMENT QF DEFICIENCIES [in] PROVIDER'S PLAN OF CORRECTION X8}
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08/17/15 at 4:49 PM, revealed he met with the
Administrator, the Pest Control Service
Technician, the Pest Control Services Manager
and the President of the Pest Services to review
the pest service agreement and no changes were
made on 06/05/15.

Interview with the Pest Conirol Service

Technician, on 06/17/15 at 5:15 PM, revealed he

met with the Administrator, the Maintenance

Director, the Pest Contral Services Manager and

i the President of the Pest Services to review the

. pest service agreement and no changes were
made on 06/05/15,

Interview with the Pest Control Services Manager,
on U6/1715 at 4:00 PM; and, the President of the
Past Contro] Services, on 06/18/15 at 2:38 PM,
revealed they met with the Administrator, the
Maintenance Director, and the Pest Control
Service Technician to review the pest service
agreement and no changes were made on
086/05/15.

8. Review of the document, antitled Quiality
Assurance Review revealed a Quality Assurance
Review meeting was held on 06/08/15 for the
purpose of discussing the immediate Jeopardy
deficiencies that had been identified in the areas
of F463, F490 and F520.

Review of the Quality Assurance Review
Committee sign-in sheet, dated 06/08/15,
revealed it was signed by the Administes, the
DON, the Social Services Director, the
Maintenance Director, Environmental Services
#1, Environmental Services #2, Regional Director
of Housekeeping, and the Medical Director.

F 480
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Interview with the Administrator, on 06/17/15 at
3:00 PM, revealed he reviewed the weekly rounds
monitoring forms completed by the Maintenance
Director on 08/05/15, he will continue to monitor
them and he will take them to the monthly Quality
Assurance Review Committee meseting for
review.

Interview with the Administrator, on 06/18/15 at
5:07 PM; the DON on 08/18/15 at 10:48 AM; the
Social Services Director, on 06/18/15 at 10:00
AM; the Maintenance Director, on 06/17/15 at
4:49 PM; Environmentai Services #1, on 06/18/15
at 11:00 AM; Erwironimental Services #2, on
06/18/15 at 11:20 AM, Regional Director of
Housekeeping, on 06/18/15 at 11:40 AM; and, the |
Meadical Director, ort 06/18/15 at 11:50 AM
revealed they had all attended the Quality
Assurance Review Committee meeting held on
06/08/18 to discuss the Immediate Jeopardy
issues. During the interview with the
Administrator, on 08/18/15 at 5:07 PM, he stated
he would revisw the overview assessment of the
pest control log books to help identify any trends
or patlerns. If any tfrends/pattemns were identifiad
additional interventions will be included in the
Quality Assurance Review minuies with tollow up
by members as needed. n addition, the pest
control services monthly reports would be
reviewed in the monthly Quality Assurance
Review Commitiee meating.

483.75(I}1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;

F 480

F 5141 1.What corrective action will be

havg been affected by the deficient
practice?

accomplished for thos# residents found to

The Charge Nurse for Residant #1, notified the
physician and the responsible parly that the
palm guard had not been applied per the care
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plan for 3 days. The palm guard was replaced

F 5141 Continued From page 90 F 514!  and placed on Resident #1 on the aftemaon of
aceurately documented; readily accessible; and 6/4/15 and removed at bedtime as ordered.
systematically organized. There was an entry made by the charge nurse

in the medical record for resident #1 that there
The clinical record must cortain sufficient was & documentation error and in fact the
information to identify the resident; a record of the ! paim guard was not applied, as documented.
resident's assessments; the plan of care and . . )
sarvices provided: the results of any 2. How wiil the facility identify other
preadmission screening conducted by the State; residents having the potential to be
and progress notes, affected by the same deficient practice? :

Physiclan orders for all other residents hava
been reviewsd by the DNS and ADNSs for
those residents with orders for splints or palm
This REQUIREMENT is not met as avidenced guards. The ADNSs reviewed all of the CNA
by: care guldes/assignment sheets and TARS on
Based on obsgervation, interview, record review ?15{ 1: t;’ fassmehth?tt;‘he pa}? gtu af@;weée
and facility policy review, it was determined the ;m ! f or e:“ orine residents with orcers
facility failed to malntain an accurately OF paim guards. !
docurnented clinical record for one (1) of
thirty-two (32) sampled rasidents (Resident #1).
Licensed Practical Nurse (LPN) #2 documentad
the palm guard was applied on 08/02/15 and

3.What measures will be put into place or
systemic changes made to ensure the
deficient practice will not recur

06/03/15 to Resident #1's hand when it had not Residents with new crders for paim
been applied as ordered by the physician and as guards/splints are reviewed during the Daily
written in the resident's care plan for the Clinicat meeting attended by the DNS,
prevantion of skin breakdown. ADNSS', MDS nurses and the HIM (Health
' information Manager). Tha care plans and
The findings include: TARS for those residents will be reviewed and
' updated fo include the paim guards during this
Review of the facility's policy regarding meeting. The ADNSs will review the CNA cara
Documentation Guidelines, dated 07/01/07, guidesfassignment shests to assure that the
1 revealed the purpose of decumentation was to palm guards are included, The ADNSs wilt
5 accurately record and communicate information moniter for palm guard placement during unit
to physicians and other health practitionars. In rounds and will spot check the TAR
addition, the policy revealed proper documentation, any issue identified will be
documentation assisted clinical staff in delivering addressed immediately with the staff. To
quality care to residents, and the im portance of maintain continuad compliance, licensed staff

documentation was stressed in both statutory and
professional standards, Review of component
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have been re-educated on following MD orders
F 514 Continued From page $1 F 514} and documentation standards by ?r?e ADNS,
number six (6) of the policy/guideline revealed the SDC or DNS on 6/4/185.
staff person was to chart with a focus on the
dacumentation of outcomes-evaluating residents’ 4. How will the facility monitor performance
responses {0 treatments, teaching, and to ensure solutions are sustained?
preventive care. The Licensed Staff education on physician
orders and documentation standards will be
Review, of the clinical record for Resident #1 included during new hire orientation and
revealed the {acility admitted the resident on annually. Care Plans are reviewsd on
1 02/06/15 with diagnoses of Senile Dementia, admission. annually. quarterly and when ihere
Faliure ta Thrive, Esophageat Reflux, Peptic : is a significant change in the residents’
Ulcer, Gastro Paresis, Hypertension, and : condition. This care plan review will monitor for
Diaphragmatic Hernia. ' continued compliance while reviewing the
: residents that have palm guards, To maintain
Review of Rasident #1's Minimum Data Set | continued compliance, the ADNSs' will monitor
(MD8) Assessment, dated 02/16/15, revealed the the application of the palm guards end spot
resident had contractures in both hands, The check the TAR during their unit rounds. If an
MDS functional assessment revealad the resident issue is identified with placement of
had upper extremity impairment on one side of dacumentation, , the ADNS will provide
the body, and triggered for extensive assistance immediate 1:1 re-education with the staff
with his/her Activities of Daily Living (ADLs). In mernber and assure placement of the palm ‘7"22“ Ls
addition, the Care Area Assessment (CAA) guard,

Summary revealed Resident #1 triggered as at
risk for the development of pressure ulcers,

Review of Resident #1's clinical record revealed
the physiclan ordered a palm guard on 02/06/15
for placement on the resident's left hand daily, in
the AM, with removal of the device al bediime
and the palm guard was added to the resident's
plan of care as an intervention.

Reoview on 08/04/15 of Resident #1's Electronic |
Treatment Administration Record {e-TAR), dated
June 2018, revealed LPN #1 initialed that
resident's palm guard had been applied on
06/02/18 at 7:00 AM, on 06/03/15 at 7:00 AM,
and on 06/04/15 at 7:00 AM.

Howevar, cbservations on 08/02/15 at 2:35 PM,
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F 514 Continued From page 92 F 514!

revealed Resident #1's left hand was closed ina
fist-like position with no palm guard. At 4:34 PM,
revealed Resident #1 did not have a palm guard
on his/her left hand.

Continued observations, on 06/03/15 at 8:40 AM,
8:16 AM, 9:22 AM, 10:35 AM, and at 2:30 PM
revealed Resident #1 did not have a palm guard
on his/her her left hand.

Observation, on 06/04/15 at 10:00 AM, revealed
Resident #1 did not have a palm guard placed on
his/her left hand.

Interview, on 06/04/16 at 3:25 PM, with LPN #1
revealed she documented the palm guard was
applied on 06/02/15, 06/03/15, and 06/04/15 as it
" appeared on the -TAR. However, the palm

. guard was not applied by staff on those days
because it couid nat be found, and she did not
notify the therapy depariment or request a
replacement untit the afternoon of 06/03/15.

Review of the sign-in records and content from
three {3} In-service training's, titled
Documentation Charting, and Completing
Docurnentation, dated 12/08/14, 38/13/15 and
03/23/15, consecutively, revealed LPN #1
attended all of these training's.

Interview, on 06/04/15 at 3:40 PM, with the
Director of Nursing (DON3, revealed it was her ;
expeclation that the facility’s nurses accuratsly i
document in the residents’ clinical records. The
DON stated LPN #1 should have documented
that Resident #1's palm guard could not be found,
and what she had done about it. The DON stated
when a licensed nurgse documented a resident
intervention had been administered or applied, j
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A facility must maintain'a qualily assessment and
assurance committes consisting of the director of
nursing services, a physician designated by the
facility, and at least 3 other members of the
facility's staff,

The quality assessment and assurance
committee meets at least quarterly o identify
issues with respect to which guality assessment
and assurance aclivities are necessary, and
develops and implements appropriate plans of
action to correct identified quality deficiencles.

A State or the Secretary may not require
disclosure of the records of such committes
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

Goced faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions,

This REQUIREMENT is not meat as evidenced
by

Based on observation, interview, record review,
and review of the facility's policy, it was

X4y 10 SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 5§14 | Continued From page 93 F514
whether physician ordered or facility care
planned, and the intervention had not been
administered/applied, then the nurse had talsified
the document.
F 520 483.75{0)(1) QAA F 520 What corractive action wiit be
58=K | COMMITTEE-MEMBERS/MEET accomplished for those residents
QUARTERLY/PLANS found to have been affected by the

deficient practice?

On 6/5/15 an extensive tour of the entire
center Including all residant rooms, office
spaces, departmentai spaces, and other
nonresident areas was completed to
determine if there were any active signs
of pest issues, . This extensive tour
included rooms,
116,125,126,127,128,130,143,148,225 2
26,228,229,238 and 249, Unit 28's
medication room, clean linen room, soiled
utllity room and nurses station. Also, Unit
1G~ medication room, nurses station, and
soiled utility room and resident rooms of:
#2 85 #6312 #16 #2R H30,#32,
ABFGHIKLMNOPQRST, U
and the dry storage area in the dietary
department. No active pest infestation
was Identified at that time.

There were potential entry pofnis
identified during the exlerior inspection,
weather stripping at the thresholds,
conduit and pipe openings and door
sweeps, were all addressed immediately,
Additionally, a second complate interior
and exterior inspection was completed on
6/10/15 by a Pest Control Company's'
State Manager, Service Techniclan,
Maintenance Director and Administrator.
An audit of all resident rooms was
conducted by the Maintenance Dirsclor
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determined the facility failed to identify quality
deficlenciss and develop and implement
appropriate plans of actions by the Quality
Assurance {QA) Commitiee to correct quality
deficiencies. The tacility'’s stafl and residents had
reported pests/rodents for five (5) months prior to
the survey with no plans of action in place.

Interviews with staff and residents revealed
sightings of mice and gnats since 12/24/14,; and,
as recent as 06/01/15, affecting fourteen (14) of
eighty-eight (84) rooms: Unit 2B medication room,
clean linen room, solled utility room and nurse's
station; rooms 143, 148, 225, 226, 228, 229, 235,
and 249; Unit 18 rooms 125, 126, 127, 128, and
130; and, the Unit 1C medication room, nurses
station and the soiled utility room and room 1186,

in addition, mice and gnats affected eight (8} of
thirty-two {32) sampled residents (Resident #2,
#5, #6, #12, #16, #28, #30 and #32); and,
seventeen (17) of twenty {20) unsampled
residents (Unsarmpled Resident A, B, F, G, H, J,
KLMNOPQR S Tand U),

Observations, and interviews revealed the
kitchen's dry storage rcom continued to have
mice droppings after bail and traps were set in
January 2015. Review of the pest control records
revealed mice or other pests had been identified
in the kitchen, and the laundry back to December
2014, Reviaw of the Pest Technician Service
Report, dated 01/06/15, revealed tha Pest
Technician placed four {4} containers of bait and
five (5} glueboard fraps in the kitchen area for
mice. Resident interviews revealed continued
sightings of mice and evidence of mice chewing -
| on bags of chips and doughnuts. Refer to F469
| and F490.

(*4) 1D SUMMARY STATEMENT OF DEFICIENGIES D 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 TO THE APPROPRIATE DATE
DEFICIENCTY}
F 520 Continued From page 94 E 500 and Maintenance Assistant on 7/13/15 o

Identify walls that were in disrepair and
cove-hase moldings pulied from the wall.
Wall identified to be in disrepair and
cove-base moldings pulled fram the wall
were repaired by 7/18/15,

Handrails were inspected by the
Maintenance Director on 8/16/15 for
areas that may cause splintering. Any
identified areas were sanded by BM17/15.
lce machines were inspected by the
Maintenance Director on 6/18/16 10
identify leaks. No leaks were noted to
exist.

An audit has was conducted ¢f the entire
nursing center by the Housekaeping
Manager on 6/7/15 to identify door
threshaolds and floors that needed
cleaning. Cleaning of identified door
thresholds was cornpleted by 7/18/15.
An audit was conducted by the
Maintenance Director on 8/5/15 to identify
! doors and door threshold that were
scuffed or had peeling paint. Doors
identified were painted or cleaned by
B/9/15.

An audit was conducted by the
Housekaeping Managsr on 7/13/18 of all
resident toilets o identify those that
needed to be cleaned. The identified
toilets were cleaned by 7/18/15.

An audii was conducted by the
Housekeeping Manager of all resident
feoms on 7/13/15 to identify floors that
were in need of cleaning. Identified floors
were cleaned by 7/18/15.

The metat handrail noted on Unit 1B on
the Activities corridor to have been loose
was repaired by the Maintenance Diractor
on 6/18/15, Al ather handrails werg

FORM CMS-2567(02-09) Praviaus Versions Obsoleta

Evant IDIWCGILTY

Facility 1D 160218

if continuation shest Page 95 of 107

B B o R o b A RSB O U e LR AT

=




PRINTED: 07/02/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQC. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SUBVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A, BUILDING COMPLETED
185039 B, WING OB/18/2015
MHAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF CODE

1705 STEVENS AVENUE

HIGHLANDS HEALTH AND REHABILITATION CENTER LOUISVILLE, KY 40205

o8 o SUMMARY STATEMENT OF DEFIGIENCIES 1o PROVIDER'S PLAN OF CORREGTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LEG IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
inspected by the Maintenance Director on
¥ 520 | Continued From page 95 F 520 sH9/ME to identify any that were loose.
Those rails noted o be loose were
In addition, the facility had an ongoing loss of repaired. -
housekeeping directors and housekeeping staff The microwave that on Unit 2B that was
for eight {8) months prior to the survey with a ! noted to be dirty, as weli as all other
decline in housekeeping services. Refer to F253. | microwaves iocated on resident units was

cleaned on 6/5/15 by housekseping staff.

The facility’s failure to have an effective system in
place to ensure the QA Commitiee funclioned
according to their policy to identify quatity
deficiencies, develop plans of action, and
implement the plans of action placed residents in
a situation that has caused or is likely to cause
serloys injury, hatm, impairment, or death to a
resident,

An sudit was conducted by the
Maintenance Director on 7/13/15 to
ldentify wall paper that was tomn. Areas
identified were repaired by 7/18/15.

The blood pressure machine on the 28
unit was cleaned by nursing staff on
7110115, Aninspection of the kick plates
of all resident doors was conducted by
the Maintenance Director on 6/6/15 to
identify any in need of repair, Identiffed
repairs were completed by 6/9/18, The
snack room door window identified te be
streaked with lape residue was cleanad
by housekeeping stalf on 6/5/15.

An inspection was completed of all
service doors in the center on 6/6/16 by
the Maintenance Diractor to identify any
that were dirty or in need of painting or

Immediate Jeopardy {lJ) was identified on
06/04/15 and was determined to exist on
01/0615.

The facility provided an acceptable Allegation of
Compliance (AOC) on 06/11/15 which alieged ,
removal of the Immediate Jecpardy on 06/10/15,
The State Survey Agency verified Immediate !

Jeopardy was removed on 06/10/15, as allaged repair. ldentified issues wers resolved by
prior to exit on 08/18/15, The Scope and Severity
was lowered to an “E" while the facifity monitors | Howr will the facility identify other
the implementation of the Plan of Corraction residents having the potential to be

{ (POC} and the facility's Quality Assurance affected by the same deficient
monitars the effectiveness of the systemic practice?
changes.

All residents are considered to have 8
potentiai to be affecied.

The findings include:
What measures will be putinto place

Review of the facility's policy regarding Quality or systemic chang‘es made ta ensure
Assurance and Process Improvement Meating, the deficient practice will not recur
dated June 2013, revealed the purpose of the The canter's Department Managers

{ Quality Assurance and Process Improvement started fo implement corrective actions on
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. $/5/15 using the survey findings shared
F 520 Contlhuad From page ‘96 . . F520)  oneuis a?td to inliiatz an a!lggation of
| meeting {QAPI Committes) was to ;dentlfy trends complignce plan. On 6/8/15 an Interim
i and appropriately analyze data from muttiple QAPI meeting was held to review Lhe
sources to improve processes supporting action plan and interventions, including
organizational goals. review of staff education and training
i needs. The Inferim QAP! meeting was
Observation and interview with staff and residents coordinated by the Administrator and
during the Recertification Survey {08/02/15) attended by the DNS, ADNS,
revealed the facility's housekeeping services had Maintenance Director, Social Services, !
been declining since December 2014 with the Dietary Manager, Housekeeping Director, |
loss of multiple directors and multiple staff over ReglonalDistrict Housekseping Direclor
the past five {5) months. In addition, interview and Managers and the center's Medical
and record review revealed pests and rodent Director attended by phone.
sightings and droppings had multiplied with the To maintain continued compliance, the
decling in housekeeping services since Administrator completes an
December 2014. Enviranmental Facility Tour sheet on
weekly basis that reviews cleanliness in
Interview with the Administrator, on 0B/Q3/15 at public argas, resident rooms and non-
3:00 PM, revealed there had been a great resident areas. The results of this audit
turnover In the laundry/housekeeping department are feviewed with the Environmantal
over the pas! eight (8) months and the building Manager. Physical Plant / Maintenance
had not been as clean. He stated he had not ; rounds are completed weekly in
taken any housekeeping concerns to the QAP conjunction with the pest control rounds
Committee and he probably should have taken to identify maintenance issues within the

center. The staff has been educated by
the Staff Development Coordinator, DNS
and ADNSs on completing Mainienance
Work orders on 8/515 completed on
6/0¢15. Wark orders arc reviewed by

them 1o the committee. However, he stated he
audited the Housekesping Depariment monthly
and the scores were low, but he did not want to
shars those documents. The Administrator
stated he was not aware of pestirodent problems

in the facility, and he did not remember the Pest Maintenance Director and completed by
Technician informing him of mouse sightings or | pricrity. This education will be included
droppings in the kitchen in December 2014, ; during new hire orientation and annually,
The Pest Control Company Service
However, interview with the Pest Technician, on Tachrician wil review ihelr visk report
06/03/15 at 2:55 PM, revealed he had spoken to with the Administrater including what

interventions or freatments were
compieted during that visit, The
Administrator will review the pest control
service log each business day for any
issues and assure that appropriata timely

the Administrator in December of 2014 about the
problem with rodents. The Pest Technician stated
he informed the Administrator about the
housekeeping and the uncleanliness of the facility
and the impact that would have on getting rid of
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F 520 | Continuad From page 97 E 520 actions have been taken to address. The

the pests, The Pest Technician stated this was
one of the worst facilities as it related to pests,
insects, rodents. However, the Administrator
further stated he was not aware unitl a resident
reported a concern to him in February of 2015 of
a mouse sighting, but he thought that was
because the resident was hoarding food in his/her
room. He stated the facility had not done
anything to clean that resident's room or provide
proper storage for food in that resident's room.
The Administrator stated he did not request a
written or verbal report by the Past Technician
when he camae to the facility monthly, but the
Maintenance Director got this information, The
Administrator stated he had not been notified by
the Maintenance Director of any mouse concerns,
He stated he had never reviewed the Pest
Sightings Logs on the units.

Further interview with the Administrator, on
{6/03/15 at 3:00 PM, revealed he had a
Maintenance Director and a Maintenarnice
Assisiant to care for the bullding and he was
unaware of any maintenance concerns regarding
the two (2) maintenance stalf being unable to
keep up with building repairs. He stated a
Carporate Regional Director of Maintenance
came to the building and inspected it on 03/25/15.
The Corporate Regionat Director of Malntenance
gave the Administrator a wrilten report; however,
the Administrator was not willing to share that
report. The Administrator stated the preventive
maintenance computer program at the facility did
not address maintenance issues of gouged
plaster walls, painting repairs needed or
splintered handrails. He stated those issues
should have baen identified and taken to the QA
Committea.

Maintenance Clrector will continue o
maka weskly exterior rounds monitoring
for potential entry points and
implementing interventions to prevent
antry and weekly visual checks of the
interior for potential issues. interventions
were implemented immediately upon
discovery. To monitor continued
compliance, the pest control company wilt
continue to make scheduled routine
visits, with the results of those visits
reviewed with the administrator and the
results of the Maintenance Directors
waekly interlor and exterior rounds and
interventions implemented will be
reviewed during the center's monthly
QAP meating, attended by:

| Administrator, Medical Director, DNS and
' two or more of the following: ADNS, MDS
Nurse, Dietary, Sociat Services, Activities,
Maintenance, Housekeeping or
Specialized Rehab Therapy. Any
additional interventions discussed during
QAP] mieeting, to assist in maintaining
continued compliance will be reviewed
and imptemented, The results of the pest
controf company's routine visits and the
Maintenance Directors weeldy rounds will
be standard agenda em during the
center's monthly QAP meeting. The
Regional Dirsctor of Clinical Operations
or the Area VP of Operations will review
the monthly QAR meeting minutes with
the Administrator monthly for the next 6
months and every other month for the
following 8 months,

o3 aeo s b
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F 520 | Continued From page 98 £ 520l How will the facility monitor

The State Survey Agency (S84A) verified the
removal of immediate Jeopardy on 06/10/15 prior
to exit as follows:

1. Observation of the exterior of the facility, on
06/17/15 at 4:00 PM, wilh the Maintenance
Director and the Administrator revealed potential
rodent eniry points had been repaired as outlined
on the document, Summary of Building Inspection
Conducted 06/05/15. Observation of the interior
of the facility, on 06/17/15 at 4:30 PM, revezled
no active signs of pests/rodents.

Review of the Summary of Building Inspection
Conducted 06/05/15, revealed an inspection was
canducted of the interior and exterior of the
facility for the purpose of determining i there ‘
were any active signs of pest issuss. Review of
the document revealed a number of potential
rodent entry points were located on the exterior of
the building and the document listed those entry
points and how those were addressed. The
document further revealed the Inspection was
compieted on 06/05/15 and repairs were
completed on 06/07/15.

Interview with the Adminisirator, on 06/17/15 at
3:00 PM, revealed he participated in the

inspection of the interior and exterior of the facility |

on 06/05/15 at 4:00 PM. Interview with the

Maintenance Supervisor, on 06/17/15 at 4:43 PM, |

revealed he participated in the inspection of the
intericr and exterior of the facility on 06/05/15 at
4:00 PM. Interview with the Pest Conlrot Service
Technician, an 08/17A5 at 5:15 PM, revealed he
participated in the inspection of the interior and
axterior of the facility on 06/05/15 at 4.00 PM.

performance to ensure solutions are ;
sustained?

| To maintain compliance the results of the
Maintenance Directors’ weekly interlor
and exterior rounds which Is reviewed
weekly by the center's administrator, as
well as review of the pest control visit
resulls and, the results of the Physical

v Plant Rounds and the Housekesping
Environmental rounds will be reviewed
during the center's monthly QARI
meeling, attended by: Administrator,
Medical Director, DNS and two or more of
the following: ADNS, MDS Nurse,
Dietary, Social Services, Activitiss,
Maintenance, Housekeeping or
Specialized Rehab Therapy. The Plan of
Correction to addrass these citations was
formulated and reviewed by the members
of the centers’ QAP committee which
includes the direct oversight, Input and
attendance by the Medical Director on
722115, Any additional interventions
discussed during QAPI meeting, to assist
in maintaining confinued compliance will

i

:

be reviewed and implemented. '7“'22"&

Interview with the Pest Controt Service Manager,
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F 520 | Continued From page 99 F 520

on 06/17/45 at 4:00 PM, revealsd he participated
in the inspection of the interior and exterior of the !
facility on 06/05/15 ai 4:00 PM. '

Review of an Interior Rounds Checklist form and i
' an Exterior Rounds Checklist form, each dated

0B/05/15, revealed they had been completed and
' signed by the Maintenance Departrment Director
- and the Administrator.

Observation of the exterior of the building, on
06/17/15 at 4:00 PM, revealed new door sweeps
had been instailed on the loading dock doars,
holas auiside the break room had been filled with
concrate and two old plumbing lines had been
fitted with pipe.

) Observation of the intarior of the building, on
06/47/15 at 4:30 PM, revealed a hole had been
filled in the dishroom, the 1C elevator room had a
hole filled, the outside break room had a hole
filled, a hole was filled in room #126, door sweeps
were installed on two (2) utility room doors, and a |
new door sweep was installed at the employee
enfrance as alleged.

Interview with the Maintenance Supervisor, on
06/17/15 at 4:49 PM, revealed he had completed !
! the weekly rounds monitoring forms on 06/05/15
and will continue the weekly monitoring rounds to
include visual checks of interior mechanical,
utility, supply rooms for potential issues and ‘
implementing interventions. He stated the resulis ‘
1
|
i
!

of the weekly rounds would be reviewed during
ihe monthiy Quality Assurance Performance
Improvernent (QAP) meeting.

2. Review of documents titled Pest Contral
| Questionnaire (undated) and resident census lists

|
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indicating residents’ answers to the guestions ! i
with & signature (when possible) revealed all | !
Interviewable residents were asked about |
concerns with pests. Review of Departmental
Nursing Notes revealed all residents were eithar
assessed or interviewed regarding any signs or
symptoms of health problems associated with

! pests or uncleantiness in the factiity.

interview with Resident #4, on 06/18/15 at 8:00
AM, Resident #5, on 06/18/15 at 8:20 AM,
Fesident #7, on 06/18/15 ai 8:30 AM, Resident
#10, on 06/18/15 at 8:40 AM, Resident #15, on
06/18/15 at 5:00 AM, Resident #16, on 06/18/15
at 9:20 AM, Resident #18, on 06/18/15 at 9:30
AM, Resident #20, on 06/18/15 at 9:30 AM,
Resident #27, on 06/18/15 at 10:00 AM, Resident
#30, Resident #31, on 068/18/15 at 10:10 AM,
Fesident #32 on 06/18/15 at 10:25 AM,

| Unsampled Resident B, on 06/18/15 at 11:00 AM,
Unsampled Resident G, on 06/18/15 at 11:12 AM,
Unsampled Resident J, 06/18/15 at 11:30 AM,
and Unsampled Resident M, on 06/18/15 at 11:45
AM, ravealed they had ali been interviewed by the
Director of Nursing (QON) or one of the two (2} |
Assistant Directors of Nursing (ADON) regarding |
pests or possible adverse health consequences
fram pests.

Interview with the DON, on 06/18/15 at 10:48 AM,
revealed she had participated In resident
interviews and assessmenis regarding pests or
possibie adverse heaith consequences from
pests. Interview with the Assistant ADON #1, on
06/18/15 at 9:41 AM, revealed she participated in
resident interviews and assessments regarding
pests or possible adverse health consequences
from pests. Interview with ADON #2, on 06/18/15
at 9:38 AM, revealed she participated in resident
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interviews and assessmenis regarding pests or
possible adverse health consequences from !
pests. !

3. Review of the In-service Sign-in Sheet, dated
06/05/15, revealed the topic of the in-service was
pest control logs-utilization, center leadership

| notification and notifying ihe individual
department leader, review and foliow up of the
pest control fogs and the education of team
members and the review of concerns {staff) may
have regarding pest control. Team member/staff
gducation ta be completed for all staff members. !

Review of the document further revealed it was
prasentad by the Director of Clinical Operations
and was signed by the Administrator, the Clinical
Educator, the DON and the ADON #1 and #2.

| Interview with the Director of Clinical Operations,

on 08/17/15 at 3:20 PM, revealed he had trained

the facility leadership to include the Administrator,
the Clinical Educator, the DON and the ADON #1

and #2.

Interview with the Administrator, on 06/17/15 at |
3:00 PM, the Clinical Educator on 06/18/15 at
.46 AM, the DON, on 05/18/15 at 10:48 AM and
the ADON #1, on 06/18/15 at 9:41 AM, and
ADON #2 on 08/18/15 at 9:38 AM revealed they
had atiended the in-service given by Corporation
Representative, Director of Clinical Operations.

Review of staff In-service Sign-in shests with
comparison to the employee roster dated
08/04/15 through 06/09/15 revealed one hundred
fifty-one (151) employges were educated with ;
twenly (20) employees educated by telephone. |
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One employee remained on Family Medical

{ eave Act (FMLA) and would receive the

education before returning to work. The

. education consisted of reviewing the employee's

responsibility to provide written communication
when a pest issue was identified.

Interview with Licensed Practical Nurse (LPN)
#14, on 08/18/15 at 2:00 PM, revealed she had
received an in-service on 06/06/15 about putting
any pest sightings in the pest activity log.

Interview with LPN #7, on 06/18/15 at 2:15 PM,
revealed she had been in-serviced about pest
controt on G6/06/15.

! Interview with Certified Nursing Assistant {CNA)
#3, on 06/18/15 at 2:08 PM, revealed she
received an in-service on 06/06/15 about putting
any pest sighting in the activity log and 1o notify
her supervisor.

Interview with a Receptionist, on 06/18/15 at 1.52
PM, revealed she had receivad an in-service
about reporting any pest sighting on 08/05/15.

interview with the Social Services Diractlor, on
06/18/15 at 9:59 AM, revealed she had been

| in-serviced on D6/05/15 about the pest control
reporting.

Interview with CNA #7, on 08/18/15 at 2:05 PM,
revealed she had been inserviced on 06/08/15

about how to report pest sightings and to whom 1
to repori.

Interview with Cook #3, on 08/18/15 at 2:17 PM,
reveaied he had been inserviced on 06/07/15
| about how and to whom to report pest sightings.
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Interview with CNA #8, on 08/18/15 at 2:20 PM,
ravealed he had been inserviced on pest
sightings in the facility on 06/08/15 regarding
responsibility to log any sightings in the pest
activity log and report to his supervisor.

Interview with Housekeeper #3, on 06/18/15 at
2:25 PM, revealed he had been inserviced on
0B/07/15 on pest sightings, where to document
those sightings and ta notify his supervisor of any
sightings.

Interview with the Activities Director, on 06/18/15
at 2:96 PM, revealed she had been inserviced on
06/07/15 on reporting of any pest sightings on the |
pest activity log and to notify her supervisor of any)
sightings.

Interview with LPN #11, on 06/18/15 at 2:45 PM,
revealed she had been in-serviced on 06/08/15
regarding reporting any pest sightings and
notification of her supervisor if she did.

Post survey interview with the DON, on 07/02/15
at 10:39 AM, revealed the stalf who was
telephonically inserviced on 068/05/15 to 08/08/15
were retrained upon return to work. The staff |
person on FMLA (CNA #10) was re-inserviced
upon return to work.

Post survey interviews, on 07/02/15, with CNA
#10 at 11:00 AM, CNA #11 at 11:08 AM, CNA #12
at 11:25 AM, CNA #13 at 11:45 AM, and LPN #15
at 11:37 AM, revealed ihey had all received
education over the telephone and could specify
the information provided to them. They further
stated the Director of Nursing discussed the
education with them afier they returned to work
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for their scheduled shifts,

4, Review of the Summary of Pest Cantrol
Service Agreement Review revealed the

| Administrator met with the Maintenance Diractor,
the Pest Control Service Technician, the Pest
Control Services Manager and the President of
the Pest Services to review the pest service
agreement and no changes were made on
06/05/15.

Interview with the Administrator, on 06/17/15 at
5:07 PM, revealed ha met with the Maintenance
Director, the Pest Control Service Technician, the
Pest Control Services Manager and the President
| of the Pest Services to review the pest service

j agreement and o changes were made on
08/05/15.

Interview with the Maintenance Director, on
06/17/15 at 4:48 PM, revealed he met with the
Adrministrator, the Pest Conirol Service ‘
Technician, the Pest Control Services Manager !
and the President of the Pest Services o review
the pest service agreement and no changes were
made on 06/05/15.

Interview with the Pest Control Service
Technician, on 06/17/15 at 5:15 PM, revealed he
met with the Administrator, the Maintenance
Director, the Pest Control Services Manager and
the President of the Pest Services to review the
pest service agreement and no changes were
made on 06/05/15.

Intervisw with the Pest Contral Services Manager,
on 06/17/15 at 4:00 PM; and, the President of the
Pest Control Services, on 06/18/15 at 2:38 PM,

| fevealed they met with the Administrator, the
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Maintenance Direcior, and the Pest Control

Service Technician to review the pest service
agreement and no changes were made on i
06/05/15. :

5. Review of the document, entitled Quality

Assurance Review revealed a Quality Assurance

Review meeting was held on 06/08/15 for the

purpose of discussing the Immediate Jecpardy

! deficigncies that had been identified in the areas
of F469, F490 and F520.

i Review of the Quality Assurance Review
Commitiee sign-in sheet, dated 06/08/15,
revaaled it was signed by the Administer, the
DON, the Social Services Director, the
Maintenance Director, Environmental Services
#1, Environmenial Services #2, Regional Cirector
of Housekeeping, and the Medical Director,

Interview with the Administrator, on 06/17/15 at
3:00 PM, revealed he reviewed the weekly rounds
monitoring forms completed by the Maintenance
Director an 06/05/18, he wili continue to monitor
them and he will take them to the monthly Quality
! Assurance Review Commitiee meeting for

. review,

Interview with the Administrator, on 06/18/15 at
5:07 PM: the DON on 06/18/15 at 10:48 AM; the
Social Services Director, on 06/18/15 at 10:00
AM: the Maintenance Director, on 06/17/15 at
4:49 PM; Environmental Services #1, on 06/18/15
at 11:00 AM; Environmental Services #2, on
06/18/15 at 11:20 AM; Regional Director of
Housekeeping, on 06/18/15 at 11:40 AM; and, the
Medical Director, on 06/18/15 at 11:50 AM
ravealed they had all attended the Quatity ,
Assurance Review Committee meeting heldon . i
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06/08/15 to discuss the Immediate Jeopardy
issues. During the interview with the
Administrator, on 08/18/15 at 5:07 PM, he stated
he would review the overview assessment of the
pest control log books to help identify any trends
or patterns. If any trends/patterns were identified
| additional interventions will be included in the
- Quality Assurance Review minutes with {cllow up
by members as needed. In addition, the pest
contral services monthly reports would be !
reviewed in the monthly Quality Assurance
Review Commitiee maeting.
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K 000 | INITIAL COMMENTS K 00p Highlands POC:
) To the best of my knowledge and belief, as an agent of
CFR: 42CFR 483'70(‘3} Highlands Health and Rehabilitation Canter, the
. following plan of correction constitutes a written
BUILDING: 01 allegation of substantial compliance with Federa!
PLAN APPROVAL: 1967, 1974 and 2011 Medicare and Medicaid requirements.
) . Preparation and exacution of this plan of correction
SURVEY UNDER: 2000 Extstlng does not constitute an admission or agreament by the
. provider of the truth of the facts alleged or conclusions
FAGILITY TYPE: SNF/NF set forth in the alleged deficiencles. This plan of
; X . correction is prepared and/or executed solely because
TYPE OF STRUCTURE: Three (8) stories, Type it is required by the provisions of Fedaral and State
I Protected. I
SMOKE COMPAHTMENTS: Twelve (12} total
- smeke compartments; Four (4) compartments
per floor,
FIRE ALARM: Complsie fire alarm system with
heat and smoke detectors, Upgraded in 2009
SPRINKLER SYSTEM: Complete automatic, wet
sprinkler system, New service installed in 2011,
GENERATOR: Type Il, 260KW generator, Fusl
source s diegel,
A Recertification Life Safety Code Survey was
conducted on 06/02/15. The facifity was found not
te be in compliance with the Requirements for
Participation in Medicare and Medicaid.
The findings that follow demonstrate
I nencompliance with Title 42, Code of Federal
' Regulations, 483.70(a} et seq. {Life Safety from i
¢ Fire},
; TITLE [X6) DATE

X L g Tt At

L;?RATOHY GIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

h/’c / P A o
X Gt staad . X 7/2¢/r9

Any deficiency statément ending with an asterisk {*) denotes a deficiancy which the institution may be excused from correcting providing it is deterined that
protection to the patients, (See instructions.) Except for nursing homaes, the findings stated
Is provided, For nursing homes, the above findings and plans
days following the date these documents are made avaitable te the facllity. 1f deficiencles are cited, an approved plan of con

other safeguards provide sufficiant

following tha date of survay whether or not a plan of correction

program participation,

R T Ty

above are disclosable 80 days
of correction are disclosable 14
i -requisite o contlinued
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K 000 | Continuad From page 1 K 000 What cm:mct[ve action will be
- . . , . accomplished for those residents
De{:qtenctgs we‘rg cited W'Eh the highest ; found to have been affected by the
deficiency identified at an "E" level. deficient practice?
K 045 NFPA 101 LIFE SAFETY CODE STANDARD | K045| o residents were found to be
58=D

Hlumination of means of egress, including exit
discharge, is arranged so that failure of any single
Highting fixture (buib) will not leave the area in
darkness. {This does not refer to emergency
lighting in accardance with section 7.8.)  19.2.8

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility falled to ensure exits were
equipped with emergency lighting in accordance
with the National Fire Protection Association
(NFPA) standards. The deficiency had the
potential to affect one (1) of twelve (12) smoke
compartments, approximately sixty-five (65}
residents, staff and visitors. The facility has

one-hundred and fifty-four (154) certified beds
and the census was one-hundred and thirty-three ]?
(133) on the day of the survey, The facility failed |
ta provide the required level of tlumination |
oulside two (2) exits for discharge. |

The findings include:

Observation, on 06/02/15 at 8:44 AM, with the ;
Maintenance Director revealed two (2) exits from |
the Holiey Hall Oining Room to the exterior of the
building, did net have exterior egress lighting to
provide the required level of llumination at the
exit discharge, The exits were equipped with a
fight fixture containing only one bulb.

bacause there have not been any
residerd incidents to ocour as the

egress light fixture,
How will the facility identify other

affacted by the same deficient
practice?

@ potential to be affected by the
deficient practice.

the identified agress light fixtures

inspection was conducted by the
Maintenance Director and the

onty one bulb, Identified fixtures

fixtures,

! negatively impacted by the deficlent
practice. It was determined that no
residents were nagatively Impacted

rosult of the center having a one bulb

rasidents having the potential to be

All residents are considerad to have

What measures will be putinto place
or systemic changes made {o ensure
the deficient practice will not recur?
The Maintenance Director replaced

containing only one bulb with Bixtures
containing two bulbs by 71M8/15. An
Administrator on 6/9/15 to identify

any other egrass light fixtures with

were replaced by the Maintenance
Director by 741815 with 2 bulb light
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Maintenance Director revealed he was not aware |
of the two (2) exits from the Dining Room to the
exterior of the building having egress light fixtures
containing only one (1} buib.

The census of one-hundred and thirty-three (133)
was verified by the Administrator on 06/02/15.
The findings were acknowledged by the
Agministrator and verified by the Maintenance
Director at the exit interview on 06/02/15.

Reference NFPA 101 {2000 edition)
19.2.8 flumination of Means of Egress.

Means of egress shall be illuminaied in
accordance with Section 7.8.

7.8 ILLUMINATION OF MEANS OF EGRESS
7.8.1 General.

78117

Hiumination of means of egrass shall be provided
in accordance with Section 7.8 for every building
and structure where required in Chapters 11
through 42. For the purposes of this requirement,
exit access shall include only designated stairs,
aisles, corridors, ramps, escalators, and
passageways leading to an exit. For the purposes
of this requirement, exit discharge shall include
only designated stairs, aisies, corridors, ramps,
escalators, walkways, and exit passageways
leading to a public way.

7.81.2

Humination of means of egress shalf be
continuous during the time that the conditions of
occupancy require that the means of egress be
avallable for use. Artificial lighting shall be :
gmployed at such locations and for such periods |
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Tha appropriate functioning of
egress lighting fixtures will be
reviewed by the Maintenance Directer
as part of the Plan of Correction
review i the manthly Quality
Assessment and Assurance
Committee. This will be reviewed
monthly for six months and then as
needed with any new issues ralated
to egress light fixtures. The
appropriate functioning of egress
tight fixtures is reviewead by the
Maintepance Director during his
weekly exterior facility rounds. Sy
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