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b ! Highlands POC:
A Standard Health Surve
04/01/14 and concluded gn“éi%g%itmtg n To the best of my knowledge and balief, 35 an agent of
deficiencies cited at the highest scope an d Highlands Heaith and Rehabllitation Center, the following
sav erlty of an“E". ALife Saf ety Code Surv ey was plan of cotrection constitutes a written allegation of
tn‘tiat@d Bﬂd GOnC‘Ud@d on 04/01’14 with substantial wmpllance with Federal Medicare and Medicaid
deficiencies cited at the highest scope and requirements.
saverity of an "F", .
Preparation and execution of this plan of correction does not
constitute an admission or agreement by the provider of the
truth of the facts alleged or conclusions set forth in the
An Abbraviated SUWEY was conducted during the allaged deficlencles. This plan of correction is prepared
Standard Health Survey to investigate KY21517. and/or executed solely because it is required by the
The Division of Health Care unsubstantiated the provisions of Federal and State law.
allegation with no regulatory violations identified
at thig time.
F 241 | 483.16(a) DIGNITY AND RESPECT OF £ 241
sg=g | INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
anhances each resident's dignity and respect in
full recagnition of his or her individuality.

‘é’hts REQUIREMENT is not met as evidenced
Y.

Based on observation, interview, record review,
and review of the facility's Resident Handbook, it
was determined the facility failed to ensure
rasidents ware cared for in an environmeant which
anhanced each resident's dignity and respect for
three (3) of twanty-five (25) Sampled Residents,
Rasidents #8, #13 and #15 and five (5) of
eighieen (18) Unsampled Residents, Unsampled
Residents A, H, |, J & K. The staff were observed
entering Resident #13's room without knocking.

| The staff falled to clean and file Rasident #5,
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Resident #15 and Unsampled Resident A's
fingernails that also had a dark brown substance
under the nalls. In addition, the staff would adjust
the heat/air conditioning in Residents M. 1 J, and
K's rooms to suit the staff, if they wara too hot or
too cold, and a Certified Nursing Assistant (CNA)
rummaged In Resident I's bedside table drawsr
as reported by the resident,

I' The findings include:

f Review of the facility's Resident Handbook, dated
March 2007, revesled the resident had the right
to a dignified existence and the facilify strives to
promote care for residents in a manner and In an
environment that maintains or enhances each
resident's dignity and respect In addition, the
Resident Handbook revealed the tasident had the
right to receive services in the facility with
reascnable accomodation of individual needs and
preferences.

1. Interview with Unsampled Residents H 1 J
and K during the group interview, on 04/01/14 at
2:30 PM, revealed they had seen staff adjust the
personal heat/air conditioning units in their rooms
and when asked why they were doing so the staff
told them they were 00 hot or too cold on the
nureing unit. Interview with Resident I, on
04/01/14 at 2:45 PM, during the group interview
revealed he/she had seen g CNA rummaging in
the bedside commode drawer in his/her room and
the CNA told the resident she was looking for her
car keys, Resident | indicated he/she did not
remember the CNA's name and Resident |
reported the incident to a staff, but the resident
could not remember that person's name.
Resident | stated he/she had not seen the CNA,
who had rummaged In his/her commode drawer,
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Review of the facility's list of interviewable
residents revealed the facility assessed
Unsampled Resident H, Resident I, Resident J
and Resident K as being interviewable with a
Brlef Interview of Mantal Status {BIMS) score of
fiftesn (15) for Unsampled Residents M, I, and J
and a score of thirteen (13) for Unsampled
Resident K,

2. Observation, on 04/02/14 at 12:20 PM,
ravaaled Unsampled Resident A eating
independently In the main dining room with long
unfiled fingernails with a dark brown substance
under the nails. Further observation on 04/02/14
at 12:30 PM revealed Resident #5 and Resident
#15 aating independently in the main dining room
with each having long unfiled fingernails with a
dark brown substance under the nails.

Review of the list of interviewable residents
provided by the facility revesled the facility
assessed Unsampled Resident A and Resident
#5 with a BIMS score of nine (9) indicating they
waere interviewable. Further review of the
interviewable residents list revealed Resident#15
was assessed by the facllity as being
hon-interviewable.

Interview with Unsampled Resident A, on
04/02/14 at 1:15 PM, revealad the facility would
sometimes file his/her fingernails, they were
sometimes cleanad when the resident had his/har
showers and he/she did not prefer long and dirty
appearing fingernails.

Interview with Resident #5, on 04/01/14 at 12 PM,
revealed the facility did not clean his/her

practice? Rasidents #5, #15 and
Ungampled Resident A had their nails
cleaned by nursing staff on 4/3/14 upon
identification of Issue. Resldents H LJand K
were assessed by Soclal Services an 4/3/14
if their room temperatura met their parsonal
preferenca upon notification of lssue and no
concems were volced. Resident #13 was
found not to have baen negatively affected by
tha deficient practice. Resident | has bean
Interviewed by Soclal Services on 4/22/14 to
ensure that no tems have been reported
misging, .

How will the facllity Identify other
residents having the potential to bs
affacted by the same deflclont practice?
All residents have the potentlal to be affectad
by the deficlant practice.

What measures will be put Into place or
systemic changes made to ensure tha
deficlent practice will not recur? An all
staff education (to includs each department in
facility) on Dignity and Resident Righta to
include knocking on doors, nat adjusting
residents’ heating and AC for employee
preference, and respect for parsonal
belongings will be conducted by the Staff

all employees by 4/30/14. Any employee
such as PRN status, that may not have had
the aducation, shall not bagin thelr naxt zhit
untii the education is completed. Education
will be provided to nursing staff on
appropriste resident nail care to be provided
during showers and PRN by the Staff
Developmant Coordinator to be complated by
4/30114,

Developmant Coordinator to be completed for
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fingernails during showers,

Interview with CNA#7, on 04/03/14 at 4:29 PM,
revealad she would sometimes adjust the heat/air
conditioning unit in a resident's room, if it was too
hot or cold, to make her comfortable when
working. CNA #7 stated that might be a sign of
disrespect. She indicated the CNA's were 10
clean a resident’s fingernails after the showers,
but sometimes they did not have time. She
further indicated they did not always have files to
tend o the resident’s nails.

Interview with the Director of Nursing (DON), on
04/03/14 at 5:30 PM, revealed the staff are not to
adjust the heat/air conditioning units in rasident
rooms o suit their own temperature needs. She
further stated the residents' nails should be
cleaned after their showers and they should be
filed as necessary. The DON further stated she
did not know there was a lack of nall files and she
did nat do any monitoring of the residents' nails.

3. Obsgervation of Resident #13, on 04/03/14 at
11:20 AM, 11:32 AM and 11:50 AM, revealed
Cartifiled Nurse Aide (CNA) #3 antering the
resident's room without knocking or verbally
requesting permission to enter the resident's
rogm. -

Interview with Resident #13, on 04/03/14 at 11:50
AM, revealed the resident preferrad for staff to
knack before entering as the resident might be
busgy or napping.

Intarview with CNA#8, on 04/03/14 at 11:54 AM,
revealed he was trained, by the facility, to knock
prior to entering a resident's room. He stated he
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to ansure solutions are sustained? Audit
nall care of 100% of residents to be
complated by Diractor of Nursing, Assistant
Director of Nursing, Unit Managers and/or
ussigned nursing staff by 4/23/14. (Exhibit A)
Audits of nail care for a minimum of 5
residents per unit shall then be conducted by
the Director of Nursing, Assistant Director of
Nutsing, Unlt Managers and/or assigned
nursing staff 3 times per week for 4 waeks
(Exhibit A1); then once per waek for 2
months, for a total of 12 week pericd, As this
canter has a Quality Assurance Process
Improvement Meeting on a monthly basis
veraus the required gquarterly, this will provide
oppottunity for the apecific audit results to be
reviswed for 3 consecutive months to
delarmine if additional interventions would be
tequired, Social Services shall interview a
minlmdm of 20 interviewable residents, as
well as obsarvation of 5 non-interviewable
rasidents per week for 4 weeks to evaluate
for potential dignity and resident rights issues
such as stsff knocking on doors and staff
respact of personal property, to include room
tempertature controla to the resident
preferance, then a minimum of §
Interviewable residents and observation of 5
non-Interviewable resldants weekly for an
additional 2 months, for a total of 12 week
pericd. (Exhibit B). The audits shall be
maintained on the facility developed audit
toolz. (see attached Exhibits) Results of
these audits shall be taken to the facliity
Quality Assurance and Process Improvemant
Caommities for 3 montha to datermine if
furthet interventions are warranted. As

ceont)
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F 241/ Continued From page 4 Fa4 stated previously, this center has a Quality
did not knock because the resident was like his Assurance Praoess Improvement Meating on
mother. He stated he was sotry and should have a manthly basis versus the required quarterly,
knocked to protact the resident's privacy. this will provide opportunity for the specific
audit results to be reviewad for 3 consacutive
interview with the Unit Manager, on 04/03/14 at months to determine if additional
5:30 PM, revealed the CNA should have knocked intervantions are requirad. The survey Plan of
prior to entering any residents room. She stated , Corraction is a standard component of the
there was no facility policy on knocking; howaver, monthly Quality Assurance Process
that was the facility's expectation. She stated it Improvement meeting; tharefore any
showed respect for the residents room being their identified opportunities are mviewsd for
home, compliance on an on-going basis, G |-t}
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246
Ss=k | OF NEEDS/PREFERENCES
A residant has the right to reside and recelve
services in the facility with reasonable
accommodatlons of individual needs and
preferences, except when the hesith or safety of
| the individual or other residents would be
endangered.
This REQUIREMENT is not met ag evidenced
by:
Based on ohservation, intarview, record review,
and review of the facliity's policy regarding the
Call Light System, it was determined the facility
failed to ensure accessibility of resident call lights
for four (4) of twenty-five (28) Sampled
Residents, Residents #3, #7, #13 and #18, and
six (8) of eightean (18) Unsampled Residents,
Unsampled Residents B, C, D, E Fand G, The
staff failed to place the call lights within reach of
tha residents.
The findings include:
[ |
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Review of the facility's policy regarding tha Call
Light System, dated 11/01/11, revealed the
resident call light must be placed within reach at
all times, regardlass of staff assessment of
rasident ability to uge It.

1. Obsarvation of Regident #13, on 04/01/14 at
8:40 AM, during the initial tour revealed the
resident was sitting upright in bed eating
breakfast with his/her call light tied to the quarter
bedrall below the mattress and out of reach.
Further observation, on 04/01/14 at 2:00 PM,
revealed Resident #13 sitting upright in bed
watching television with his/her call light not
accessible,

Review of the recard for Resident #13 revealed
the faclity had assessed him/her on 03/16/14
with a Brief Interview of Mental Status (BIMS)
score of fitteen (15) indicating the resident was
interviewable,

interview with Resident #13, on 04/041/14 at 2:00
PM, revealed he/she could not reach the call light
to let the staff know he/she neeadad their
assigtance. Resident #13 further revealed the
only way heshe had to contact the staff was to
yell,

2. Observations of Resident #7, Resident #18
and Residents B, C, D, €, F and G, on 04/03/14
at 10:00 AM and 2:48 PM, revealed all were
sleeping and none had thelr call lights accessible
to tharn whether they were lying in their beds or
sltting In a chalr by their beds.

Interview with Certified Nursing Assistant (CNA)
#9, on 04/01/14 at 2:15 PM, in Resident #13's
room revealed the resldent's call light should be
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What corrective action will be
accomplished for those reaidents found to
have besn atfected by the deficlent
practice? Call light placement was sgsessed
and appropriate placemant ansured for
Resldents #3, #7, #13, #18 and Unsamplad
tesidents B, G, D, E, F and G on 4/3/14 when
issue identified.

How wiil the facility identify othar residents
having the potantial to be affected by the
same deflcient practice? Al residents have
the potential to be affacted by the deflclent
practice. An audit of 100% call lights to ensure
functioning and clamp in place, accessibilty to
resident if applicable at that tirme, shall be
completed by Director of Nursing, Assistant
Diractor of Nurging, Unlit Managers and/lor
assigned nursing staff by 4/23/14.(Exhibit C)
What measuraes will be put into place or
systemic changes made to ensure the .
deficlent practice will not racur? An audit of
100% call lights to snsyre functioning and
slamp in place, accessibility to resident If
applicable at that time, shall be completed by
Director of Nursing, Asslstant Director of
Nursing, Unit Managers and/or agsigned
nursing ataff by 4/23/14.(Exhibit C) Education
shall be provided by the Steff Developmant
Coordinator {0 all staff, including all
departments, in regards to call lights being
placad and secured in reach of rasidonts while
in their room to be completad by 4/30/14,
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within his/her reach at all times, She stateq How will t':’ﬂf:n”my "'°“n°{ p:'g"(';“‘??“;m
Resident #13's call light was tied around the Cure solutlons are suatained? Call lig
p " " \ placement audit for 100% in-room resldents to
bottom of the quarter siderail and inaccessible to be com
pleted by the Director of Nursging,
the resident, CNA #9 indicatad she was assigned Asslstant Director of Nursing, Unit Managers
to Resident #13 and she had failed to ensure the and/ar ass} ;
: igned nuraing staff for sach shift for
call light was accessible to the resident. 7 days. (Exhibit C) Call light accessibillly
. N founds shall then be completed by the Director
Interview with CNA #8, on 04/03/14 at 4:50 PM, of Nuraing, Assistant Director of Nursing, Uint
revealed it was the responsibility of alf of the Managers and/or assigned nursing staff for
nursing staff to ensure the residents' call lights 100% of in-room residents dally for 3
were accessible to them. He further stated ha addltional weeks (Exhibit C1), and continue for
1 was not aware of any nursing staff monitoring the 100% of In-room residents weekly for an
| accessibliity of call lights to residents, additional 2 months (8 weeks). The resuits of .
. the audits shall be taken to the facliity Quality
3. Observation of Resident #3, on 04/02/14 at Assurance Process Improvement committes -
2:30 PM and 04/03/14 at 10:23 PM, revealed the for 3 monthe 1o determine If additional
resident was laying in bed with no accessible call intarventions are warranted. This center has
| fight. Licensed Practical Nurse (LPN) #2 was Quallty Improvement Process Improvament
| notifled and observed searching the room for the meetings on 8 monthly basis versus the
call light which was found on the fioor near required quarterly basis, and thus the sudit
| his/her roommate’s bed. results shall be raviewed for 3 congecutive
months t determine if additional interventions
Intarview with LPN #2, on 04/03/14 at 10:50 AM, would be warranted. The survey Plan of
revealed the call light did not have a clamp to Correction is & standard component of the
attach the light to the resident's bed, Tha LPN monthly Quality Assurance Process :
revealed the resident should have the Hight in improvement meeting; therefore any identified |
place to allow the resident a method of notifying oppoitunities are reviewed for compliance an o
staff of needs. The LPN revealed the call light an on-going basis, P 5= ‘/
was necessary for safety reasons. The LPN i
revealed she did monitar for call light placement,
but did not notice the missing clip to help keap
the call light attached,
Interview with the Director of Nursing (DON), on
04/03/14 at 6:30 PM, revealsd all residents
should have their call lights accessible to them
whether they were laying abed or In a chair in
their rooms. She stated she had monitored the |

| Nursing units durlng the standard survey for call | :
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light accessibility, but did not recognize a problem
with the call lights. She could not give a reason
why ten (10) residents wers identified with
inaccessible call lights from 04/01/14 to 04/03/14.
The DON stated it was the responsibility of all
nursing staff to engure the residents had
accessible call lights and it was her responsibility
to monitor the work of all of the nursing staff.
483.15(h)(1)
SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT

The facility must provide a safs, clean,
comfortable and homelike environment, allowing
the resident to use his or her personal belongings
to the extent possible,

This REQUIREMENT s not met as evidenced
by: ‘

Based on observation, interview, record raview,
and review of the facllity's corporate Resident
Handbook, and the corporata Lighthouse Manual,
it was determined the facility failed to provide a
homelike environment for resident rooms on
three (3) of four (4) resident living units, the
Lighthouse Unit, Unit 18 and Unit 2B.

The findings include:

Review of the corporate Resident Handbook,
dated March 2007, revealed "We cannot erase
the fact that the facility is not home," Review of
Section VI Physical Environment of the carporate
Lighthouse Manual revealed the following design
criteria had been identified as being assoclated
with positive outcomes In specialized dementia
care units. These guidelines represented goals

F 246

F 262
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that the Lighthouse unit could strive toward to
ensure that residents remain as orientad and
i indapendent as possible. Specialized care units What corractive action will be
| feported that residents living with dementia accompilshed for those residents found to
| responded well to an overall residential ambiance have been affected by the deficient
[ created by uslng residenﬁa! ﬁnishes and practice? Letters wera mailed on 4/30/14 to
fumlshings. When possible a comforting familles/responsible parties for residents of ; f
atmosphere with familiar objects help residents Units 1B, 28 and the Lighthouse Unit to |
maintain a sense of normalcy. Use residential encourage bringing in psrsonal items forthe
furnishings and decorative objects to stimylate a fesident to assist in creating a homelike
home-like environment and avoid the color white atmasphers for the resident. (see copy of letier
as persons living with dementla can not see this altached) The identifiad rooms of 1038, 1058,

106, 1128, 1198, 121, 122, 147, 1488, 230,
246B were evaluated by soclal sarvices for
furnishings/decorations/accessorles that are
spacific to the likes of the resident on 4/29/14
and tems ware purchased (see attachad
purchase orders) and put In place on 4/30/14
by the faclity staff to enhance the homelike
environment. Tablecloths were obtainad from
fecility supply and put In place for the

color well. The use of color may provide sensory
stimulation for persons living with dementia.
Another aspect of the speclalized care unit is the
avallability of gasily accessible outdoor space to
reduce problem behaviors. Outdoor apaces
should provide comfortable and intarasting
walking and sitting areas, accessible pardens for
resident gardening, and safe and attractive

plantings may increase the residents’ quality of Lighthouse unit dining arsa starting on
life and help reduce problem behaviors. 4/29114, The Activity Department has

. scheduled a minimum of weekly seasenal
1. Observation of the Lighthouse Unit, on . | outdoor actlvities (weather permitting) for the
04/01/14 during the entrance tour of the facility | residants of the secured unit that will include
fmm 8:30 AM tO 10:45 AMb fGVBa‘ed rooms 1038, seasongl V@getabjg and flower beds. This fs
1068, 108, 1128, 1198, 121 and 122 wers referenced on the attached *Event Calendar
paintad white with 4 lack of furnishings, as “Patio Time Thursdays @ 2:30.% i
accessories, or decorations to provide a homelike How will the facllity identify other residents '
environment. In addition rooms 147 and 1488 on having the potential to be affected by the |
1B living unit and rooms 230 and 2468 on 28 same deficlont practice? Al residents have -
Iving unit had a lack of furnishings, accessories, the potentlal fo be affected by the deficlent
or decorations to provide a homeliks practice,
environment,

Observations of the Lighthouse Unit, on 04/01/14
at 8:30 AM, 10:00 AM, 1:30 PM, 2:00 PM, and
4:00 PM and on 04/02/14 at 9,00 AM, and 10:00
AM, revealed none of the residents being taken
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out-of-doors to the facility's enclosed area or far a
walk,

! Observation of the facility's enclosed outdoor

area, on 04/02/14 at 11:00 AM, revealed the area
was directly outside the facility resident smoking
room and approximately twelve (12) feet deap by
twenty (20) feet long. Further observation at that
time revealed the area had a concrete pad
outside the smoking room doors and a large
mechanical unit at the left end of the space.
There was minimal grass/dirt area observed In
the space and pooled water in several areas of
the space. Continued obaervation revealed no
trees in the space, no avidence of garden
plantings, either decorative or for food products,
and a concrete wall enclosing the area
approximately ten (10) feet high.

Interview with Licensed Practical Nurse (LPN) #7,
an 04/03/14 at 4:66 PM, ravealed she had
worked on the Lighthouse unit for one (1) year
and shea was not aware if the staff had taken
residents living there out-of-doors to the facility
enclosed arex or for & wslk. She also stated the
resldants’ rooma should have some decorations,
but a lot of the residents there had State
Guardians who did not provide room decorations
or homelike decorations. She further stated she
was not aware of anyone having the responsibility
to ensure the residents had a homelike
snvironment.

2, Obsetvation of the meal service on the
Lighthouse Unit, on 04/02/14 at 11:52 AM,
revealed none of the tables had tablecioths or
placemats. The television was on but no volume,
and no music was playing leaving the room very
quiet,

What measuros will be put into place or
systamic changes made to snsure the
deficient practice will not recur? Latters
were mailed on 4/30/14 to families/responsible
parties for residents of Units 18, 2B and the
Lighthouse Unit to encourage bringing in
personal ftems for tha resident to assist in
creating a homelike atmosphere for the
rasident. (see copy of letler attached) The
idantified rooms of 1038, 1058, 108, 1128,
1198, 121, 122, 147, 1488, 230, 2468 ware
evaluated by soclal services for
turnishings/decorations/accessories that are
specific to the likes of the resident on 4/29/14
and ltems were purchased (see attached
purchase orders) and put in place an 4/30/14
by the facility staff to snhance the homelike
environment. Tablacloths were obtsined from
faclity supply and put in place for the
Lighthouse unit dining area starting on
472914, The Activity Department hag

scheduled a minlmym of weekly seasonal
sutdoor activities (waather parmiltting) far the
residents of the secured unit that will iInclude
seasonal vegetable and flower beds, This is
referencad on the attached "Event Calendar’
as “Patio Time Thursdays @ 2:30."
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How will the facliity monitor parformance to
F 262 | Continusd From page 10 F 252| enaure solutions are sustained? Upen
‘ ) admisslon, residents and famillas wiil be
Interview with Certified Nursing Assistant (CNA) encouragad to wtlize personal fems for the
#2, on 04/03/14 at 1:17 PM, revealed the facility croation of a homellke envirorment, For those
decided to remave the tablecloths during dining rasidents that do not have their own personal
services on the Lighthouse Unit several weeks ems or access to them, the social service
ago. The CNA revealed a couple of resident department shall alert administration to the
p ]
were using them as napkins or Klesnex, others need, and facillty administration will ensure
get fixated on stains on the table and keep that itams are obtained to enhance the
rubbing at them Instead of eating. So it was homaellke environment of the resident’s room,
decided to remove them, However, the GNA New admissions are reviewed each moming in
revaaled several residents ask what happened to morning stand up Monday thiough Friday, and
the tablecioths because they liked therm, the Adminlstrator will inquire of any identified
needs in regards to assisting in creating a
Interview with the Reglstered Nurse Unit Manager homelke environment for the resident room.
(RNUM) for the Lighthouse unit, on 04/03/44 atg Activities wilt work with residents in creating
5:05 PM, revealed the residents on that unit had crﬂﬁ,nma P rosient roams. The
minimal homelike environments because thay ety oot shall review and apprmmﬂa'! ;
had State Guardians and because some of them oy camndars prof to diariylon, tes
had behaviors of destroying property. She stated retaerortmanthly 1o the Qualky Assurance
he did 2. I Process Improvement commities of the
&he did not know if it was anyone's responsibility
In the facility to ensure the resldents had a o creunioutdoor activies of the
homellke environment. The RNUM indicated the Ugh:;?u:e ﬁ"“‘ T Aeaapes shal report
staff were allowed to take the residents m:':avzn?etnt&cgrﬁ'geﬁum:;am Procese
Out"ﬂf-dO?W. but she was not aware Df It having tooms/rasidents in nead of :fsiat:noe to make
occurred in the past five (5) months since she " room more homelike, This facility has monthly
had baen the RNUM !
. Quality Assursnce Process Improvement
. meetings varsus th rh
Interview with the Lighthouse Coordinator (LC), maetingsA it shall bee'ti'f;umgx:mﬁ;y" of tha
on 04/03/14 at 5:20 PM, revealed she had been Unit Manager as directed by the Administrator |
the social worker for the' Lighthouse Unit and the and Director of Nursing Services to ensure that
1B Unit for one (1) and one-half (1/2) years. She tablecloths are In place dally for meals on the
stated she was hesl(ant to say gshe was the Lighthouse unlt, and that uppropriate muslc is
coordinator for the nghthquse Unit bacause of &t an acceptable volume to provide an
corporate and administrative changes. The LC accaptaole dining experience. The survey Plan
indicated the rooms on the Lighthouse Unit and of Correction Is & standard component of the
on the 1B Unit should be decorated and have manthly Quality Assurance Process
personal items In them and she had discussed Improvement maeting; therefore any identified
the need for that with the Administrator. She opportunities are reviewed for compliance on | 5| juf
further indicated she was not aware of anyone in an on-going basis.
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the facility having the responsibility or the budget
to ensure the resident rooms and environment
were homelike. The LC revealed she was not
aware If the residents on the Lighthouse went
out-of-doors to the facility's enclosed area or on
walks.

Interview with the Administrator, on 04/03/14 at
5:50 PM, revealed the LC had discussed the
need for a homellke environment for some of the
residents on the Lighthouse Unit and on the 1B
Unit. He stated no one staff parson had the
responsibility to ensure that was done, but
improvements had been made such ag painting
in the hallways. He further stated there was no
budgetary concern regarding providing
furnishings, accessoties, or decorations to
provide a homelike environment. He indicated it
was the responsibility of everyone in the facility to
ansure the residents had a homelike
environment.

483.60(h), (d), (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facliity must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs ls maintained and periodically
recongiled.

Drugs and biologicals used in the facllity must be
labeled in accordance with currently accepted
profassional principles, and include the
appropriate accessory and cautionary
Instructions, and the expiration date when

F 262
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{ applicable,

in accordance with State and Federal laws, the
facility must store all drugs and blologicals in
locked compartrments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Contral Act of 1976 and other drugs subject to
abusa, except when the facility uses single unit
package drug distribution systems in which the
quantily sfored Is minimal and a missing dose can
be readily detected,

This REQUIREMENT s not met as evidenced
b -

it was determined the facility failed to ensure
medications for residents were stored In a safe
and clean environment as evidenced by eight (8)
of eight (8) medication carts and six (6) of seven
(7) pill crushers observed solled. Ohservations of
the medication carts revealed they were soiled on
the ingide with white and brown powdery
substances, bits of paper, white and brown
particles, dusty looking particles and smears of
unknown substances. In addition, the pit
crushers, located on tap of the medication carts,
were heavily coated with brown and black sticky
substances.

The findings include:

| 1. Interview with the Unit Manager of Unlts18
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in October of 2013, She stated she could
| not remember specifically checking the
| medication carts for cleaniiness.

Observation of Unit 2C, on 04/02/14 &t 11:15 AM,
revealed two (2) medication carts in use, The
Inside drawers of the medication carts were
solled with a yellow substance, powdery white
particies, red particlas and a brown dried
substance. Each medication cart had a plll
orusher. The pill crushers were heavily soiled
with a greasy feeling, black and tan substance.

Interview with Licensed Practical Nurse (LPN) #
1, on 04/02/14 at 12:03 PM, revealad the inside
drawers of the medicatlon carts wers soiled and
needed to be wiped down and cleaned. A sollad
medication cart could cause the spread of
infection and make residents sick, He stated the
pill crushers were very soiled. He stated thare
was no designated person to clean the
medication carts and he was not awarg of a
facility policy for cleaning the cart

i She stated she assumed managerment of these
units
!

Observation of Unit 2B, on 04/02/14 at 11:56 AM,
revealed two (2) medication carts in use. The
inside drawers of both carts had spills, dried
substances, white powdery materlal, bits of paper
and black/brown particles. The pilt crushers on
each medication cart were soiled with a black and
brown sticky substance,

interview with LPN #8, on 04/02/14 at 12:03 PM,
revealad the inside drawers of the medication
carts were soiled. She stated the carts were to

o4 D ] SUMMARY STATEMENT OF DEFICIENGIES D | PROVIDER'S FLAN OF CORRECTION 8
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | (EACH GORRECTIVE ACTION SHOULD BE: COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TG | GROSSREFERENCED TO THE APPROPRIATE OATE
f | DEFICIENGY)
i
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| and 1C, én 04/03/14 at 5:30 pM, revealed there What carreative action wil be
: was no policy for cleaning medication carts snd . :"W':”""“d for those restdents found to
| 8he was not sure there was a cleaning schedule. [ eve heen affacted by the deficient
Practica? No residents werg found to have

bean affectad by the deficient practics, The
medication cars and pill crushers ware
thoroughly cleaned on 4/3/14 a8 izsue was
identifled.

How will the facility fdentify other residents
having the potential to be affactad by the
same deficlent practica? Ay fesidents have
the potential to be affacted by the deficient |
practice.

What measures will be put info place ar
systamic changes made to. ehsure the
deflclent practice will not recur? Licansed
nursing staff shall be inserviced in ragards to
appropriate medication cart cleaning to include
the pill crusher by the Staff Development
Coordinator by 4/30/14, The education shall
also include review of the cleaning schedule
that specifies assigned weekly cleaning as wel] |
as dally review for PRN cleaning needs, )
(Exhibit D)
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F 431 Continuad From page 14 F 431 ‘ ‘
be cleaned weekly and spills should be How will the facllity monitor parformance to
addressed right away to prevent the spread of ensure solutions are sustalned? Mad Cart
i infection. She stated the pill crushers were, also, audit shall be complated by Director of
| soiled. Nursing, Assistant Directar of Nuraing, Unit
| Managers and/or assigned nursing staff dally
Obsarvation of Unit 18, on 04/02/14 at 12:32 PM, for 7 days. (Exhibit E) Reviews shall then be
revealed two (2) madication carts were in use, complsted by Diractor of Nursing, Asslstant
The Inside drawers of the carts were soiled and ' Director of Nursing, Unit Managars and/or
contalned a white powdery substance, a loose assigned nuraing staff weekly for an additional
Pill, and white and brown dried particies. The pif 7 weeks, to total a 3 month period. Phamacy
crusher on one medication cart was solled with Censultanis shall also includs review of cart on
sticky black substance. monthly report. Results of audit and
subsequent reviews shall be reviewsd at the
Interview with LPN #5, on 04/02/14 at 12:35 PM, Tacilty Qualty Assursnce Perfomance
revealed the medication carts were to be cleaned Improvement committaa meeting for 3 monthe
{0 560 If additional interventions are warranted.
1 on the night shift. She stated she was not aware
| of a policy for cleaning the carts or an thing in This center has a monthly Quailty Assurance
o ¥ 9 Frocess improvament meeting varsus the

writing with a cleaning schedule. She stated the

carts were solled and one pill crusher needed to redulred quartarly: thersfors the identified

concern will ba reviewad for 3 congecutive

be cleaned to prevent the spread of infection to months to determine If additional Interventions
residents. afe warranted. The survey Plan of Correction
i nthl
Observation of Unit 1C, on 04/02/14 st 12:32 PM, Qunlty Assrames oo the montly |
revealed small white.and brown particles in the meeting; therefore any identified opportunities
drawers of both medication carts along with a are reviewed for compliance on an on-going £y _,./L/.
Ioose pill and a brown substance. The pil basls, 27
crushers were noted to have build-up of a brown
and black sticky substance.

Interview with LPN #7, on 04/02/14 at 12:35 PM,
revealed the carts were cleaned on a waekly
basis and the pill crushers were cleansd by the
night shift. She stated the inside of the cart and
the pill crusher were not clean. She stated the
medications should be stored In clean
envirenment to prevent spread of infection. She
stated she had been trained on infection control.

! .
| Interview with the Assistant Director of Nursing,
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on 04/02/14 at 11:20 AM, revealed medication
carts were 1o be cleaned weekly. She stated the

nurges had been trained to clean the carts, She
stated she did not have a posted schedule. She
indicated a clean medication cart preventad the
spread of Infection

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an

Infection Control Program designed to provide a

| safe, sanitary and comfortable environment and

i to help prevent the development and transmission
of disease and infaction,

(a) Infection Control Program

The facility must establish an infaction Control
Program under which it -

(1) Investigates, controls, and prevents Infections
! in the facliity;

(2) Decides what procedures, such as lsolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

(1) When the infection Control Program
determines that a resident needs isolation 1]
pravent the spread of infection, the facility must
lsolate the resident,

(2) The facility must prohlbit employeas with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will tranamit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing Is indicated by accepted

’ professional practice.

F 431

F 441
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(c) Linens

Personnel must handle, store, process and
transport linens $0 a8 to prevent the spread of
infection. '

;‘his REQUIREMENT I8 not met as evidenced
y:

Based on observation, interview, and record
review, it was determined the facility failed to
ensure staff practiced appropriate handwashing
techniques to prevent the spread of infection to
residents by one (1) of three (3} Certified Nurse
Aides (CNA) during the tunch meal service on
04/02/14. CNA#4 was observed touching the
palms of her just washed hands to the sink then
continuing with passing meal trays to other
residents in the dining room. CNA#4 washad her
hands in a residents room then turned the water
faucet off using her bare hands. She then
continued to pass meal trays on the unit. In
addition, the facllity failed to ensure employess in
one (1) of three (3) dining rooms were provided
paper towels In order to dry their hands, without
contamination, after handwashing.

The facility failed to ensure blood glucose
monitoring equipment, (Used to determine
multiple residents' blood glucose levels and the
need for Insulin therapy), was managed in a safe
and clean environment as evidenced by two (2) of
three (3) nurses placing clean equipment In an
unclean area. Llcensed Practical Nurse (LPN) #8
and #9 took a basket of blood glucose supplies
from the medication cart and cartied it from room
 to room then placed back onto the medication
cart without ensuring the basket was protected
from contamination. The facility failed to ensure

What corrastive action will be
accomplished for those residents found to
have baen affected by the deficlent
practica? No resident was found to have bean
affectad by the deficlent practice. 100% of
reskdents recalving entaral fesdings were
assassed for protective cap placement on
4/3114 as issus was identified. Residents #21,
#13 and #2 were observed by the Unit
Managers on 4/3/14 far potentlal nagative
findlings, with none identifiad,
How will the facility identify other residents
having the potential to bae affected by the
doficient practice? All regidenis have the
potential to ba affected by the deficient
pragtice,
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that one (1) of four (4) sampled residents

| (Resident #2) received care lo prevent the tube

feading tubing from geperating and laying in
direct contact with the floor.

The findings include:

1. Review of facility's policy regarding
Handwashing/Hand Hyglene, dated 2012,
revealed employees must rinse their hands
thoroughly under running watar after washing.
Employees were not to touch their fingertips to
the Inside of the sink. Employees were to dry
their hands with clean dry paper towals, then use
claan paper towals to turn off the faucet.

Observation of CNA #4, on 04/02/14 at 12:05 M,
revealed the CNA was washing her hands in a
resident's room. She washed her hands then
turned the water faucet off with her bare hands
before obtaining a clean paper towel to dry her
hands. She then proceeded to the dining room
for meal service. The CNA was observed
passing out meal trays in the dining room. At
12:12 PM and 12:19 PM, CNA #4 was observed

' at the sink in the dining room washing and rinsing
her hands then rapping the edge of the sink
repeatedly with the paims of her hands before
obtaining clean paper towels to dry her hands.

Interview with CNA#4, on 04/02/14 at 12:30 PM,
revealed she was educated by the facility
regarding handwashing procedures and
verbalized that the water faucet was to be turned
off uging a clean paper towel after her hands
were dried with clean paper towels. She stated
she had no reason to explain why she turned the
water faucet off using her bare hands., She

| stated this action could result in spreading germs

‘of Nursing, Assistant Director of Nursing, Unit
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What measures will be put into place or
systemic changes made o ensurs the
cleficlent practice will not recur? Education
will be provided to all staff, to Include sach '
department on appropriate hand washing
techniques by the Staff Development
Coordinator by 4/30/14, Return
demonstrations shall be required of C.N.A#4
and C.N.A¥6, in addition to post tosting of
100% of all employses post education. From
this point, audits on appropriate hand washing
technique shall be compieted by the Director

Managers and/or assigned nursing staff on 10
employees for 1 week, then & smployeas for
11 additional weeks.(Exhiblt F) Al licensed
nursing staff shall be in-esrviced in regards to
astablishing & clean field for the placement of
reusable equipment/supplies in the resident
room ag well as disinfecting equipment post
care when providing care by the Assistant
Diractor of Nursing by 4/30/14. Auciits shafl ba
oompleted by the Director of Nursing,
Assistant Dlector of Nursing, Unlt Managers
and/or gssigned nursing staff on a minimum of
§ opportunities per week for 4 weeks, then o
minimum of 2 apportunities for the next 8
weeks.1:1 staff education will be providad If
warranted during audits, (Exhiblt G) All
licanssd nursing statf shall be inserviced on
tuba feeding protactive cap placemant by the
Staff Development Coordinator by 4/30/14. An
audit of all residents with tube faeding shall be
conducted by the Director of Nursing,
Assistant Director of Nurging, Unit Managers,
and/for assigned nursing staff daily for 7
days(Exhibit H) then weekly for 11 waeks.
The towel dispenser was replaced on the
Lighthouse Unlt on 4/3714.
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gﬁm rgr et&angs 1o residents and causing iness.
@ stated she did not know in
e i 'dt“‘at rapping her How will the facllity monitor performance to
ge could recontaminant her ensure solutiona ure sustained? Results of
clean hands and spread germs causing linesses audits shall be reviewed at the faciliy Q:’amy
to the residents. Assurance Performance Improverment
. committee meeting for 3 months to sea if

Intetview w?th CNA#6, on 04/03/13 at 11:10 AM, additional interventions are warranted. The
ravealed failure to correctly wash hands led to the ceniter has Quality Assurance Process
spread of germs that could make residents sick. Improvement meetings on @ monthly basis
He stated the water faucet was turned off at the versus the required quarterly providing the
end of handwgshlng using & clean‘dry paper opportunity to review for 3 consacutive months
towsl. In addition, he stated touching any part of to determing if additional Intarventions are
your hands to the Inside of the sink after washing warranted. The survey Plan of Correction is a

 your hands caused germs to be back an your standard component of the manthly Quality

| hands. He stated the staff were trained by the Assurance Process Improvement mesting;
facliity on handwashing often. therefore any identifiad apportunities are 5114

_ reviewed for compliance on an on-going basls,
interview with the Assistant Director of Nursing
(ADON]), on 11/03/14 at 12:15 PM, ravealed staff
were trained in handwashing procedures by the
facility frequently. She stated the water faucet
was turned off using & clean dry papet towel after
hands were washed, rinsed, and dried to prevent
the spread of infection to residents. She stated
touching the sink would re-contaminate the hands.
and require them to be rewashed.

2. Review of the facility's policy regarding Blood
Sampling, dated 2012, revealed blood giucose

E monitoring equipment would be placed on a clean
field and reusable equipment would be cleaned
and disinfected after avery use.

Obsarvation of LPN #8, on 04/02/14 at 11:46 AM,
revealed her entering Resident #18's room, She
sat the blood glucose machine and a basket of
testing supplies on the edge of the sink, No clean
flald was observed, After the resident's blood
glucose level was tested, she laft the room and
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; $hortly returned with the basket of supplies and a
' bottle of insulin, These items were placed on the
i edge of the sink where she drew up the insulin to
 be administered to the residant,

Observation of LPN #8, on 04/02/14 at 11 :50,
revealed she entered Resldent #21's room and
sat a basket of blood glucose supplies and the
blood glucose testing equipment on the resident's
bedside table. No clean field was observed.

After testing the resident's glucose leve!, she
placed the blcod glucose testing equipment in the
baskst containing clean supplies without
disinfecting the equipment,

Observation of LPN #9, on 04/03/14 at 11:40 AM,
revealed she obtained a basket of blood glucose
testing supplies from the top of a medication cart,
entered Resident #13's room and sat the basket
of blood glucose supplies on top of the resident's
dresser. Aclean fleld was not observed. After
compietion of the testing, she returned the basket
to the top of the medication cart,

Interview with LPN #8, on 04/03/14 at 10:25 AM,
tevealsd she was not aware of the faclity policy
requiring blood glucose testing supplies to be
placed on a clean fleld in the residents’ rooms.
She stated she felt the cleaning completed by
housekeeping daily was' adequate to prevent the
spread of infection, then stated she should read
the policy and follow it to prevent the spread of
infection between residents.

Intarview with LPN #9, on 04/03/14 at 2:30 PM,
revealed she folt carrying a basket of blood
glucose supplies and sitting the basket of
supplies down in residents' rooms without a clean
fleld was not an issue. She stated she had not
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thought about the basket being placed on top of
the madication cart after baing in numerous
residents' rooms on surfaces that were not ’

clean/safe, She stated germs could be spread
and residents could become sick. She stated she
had received tralning on infection control and
accucheck machines,

Interview with LPN #4, on 04/03/14 at 8:30 AM,
revealed ¢lean glucose testing supplies should be
placed on a clean field when taken into a
resident's room. The glucose testing equipment
(reusable) should be disinfectad after use, placed
on a clean field and stored in a clean arga. She
stated this prevented residents from contracting
infections from soiled equipment. She stated she
had recelvad training on infection control and
blood glucose testing.

Interview with Assistant Director of Nursing
(ADON), on 04/03/14 at 12:15 PM, ravealed the
nurses received training on infection control and
use of blood glucose testing equipment. She
atated the clean equipment should be placedona
clean field in the resident's room to prevent the
spread of infaction,

3. Observation of the maal service on the
Lighthouse Unit, on 04/02/14 at 11:49 AM,
revealed no paper towel dispenser by
handwashing station. Staff were abserved
washing hands and opening the drawer to
refrieve a paper towel to dry hands.

Interview with Certified Nursing Assistant (CNA)
#2, on 04/03/14 at 1:17 PM, revealed the paper
towetl dispenser was never put back up after they
| painted the room and were having o keep paper
| towels In the drawer. The CNA ravealed she did
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notify the manager,

i Interview with the Lighthouse Unit Manager, on ’
04/03/14 at 1:25 PM, revealed the remodel of the
Lighthouse dining area was completed in March
2014. The Unit Manager revesled she did know
the paper towel dispenser was missing and
natified the Maintenance Department by filling out
the work order. The Unit Manager revealed she
did not follow up to ensure the dispenser was
placed. S

Intarview with the Maintenance Diractor, on
04/03/14 at 2:10 PM, revealed he had not
received a work order to place a paper towal
dispenser and had just been notified one was
needed for the Lighthouse dining room.

4. Obsaervation, on 04/02/14 at 8:23 AM, revealed
Resident #2's gastrostomy tube feeding bag
containing water was hanging with the tubing in a
pump at the bedside. Further observation at that
time revealed the pump was tumed off and the
distal tubing and uncapped connector were laying
on the floor.

Interview with Licensed Practical Nurse (LPN) #8,
on 04/03/14 at 4:05 PM, revesled she did
disconnect Resident #2's tube feeding and placed
the connector In the holder on the back of the
pump earlier that day. She revealed she left the
tube feeding disconnacted while retrieving a pain
medication. LPN #8 further revealed she did
reconngct the tube feading with the same
contaminated tubing and connector. She
Indicated she did not remember the connector
being on the floor but if it had been It would
contaminate Resident #2's gastostomy tube,
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standards and practices that are complete;
systematically organized.
The clinical record must contain sufficient

residant's assessments; the plan of care and
services provided, the results of any

and progress notes.

g‘his REQUIREMENT I8 not met as evidenced
'R
Based on interview, and record review, it was

clinical records for two (2) of twenty-five (25)
Sampled Residents, Resident #2 and Resident
#5. The facliity failed to document the

December 2013 and March 2014 revealed
Resident #5 was allergic to Purified Protein
Derivative (PFPD) (the drug used in a tuberculin

was not allergic to Purified Protein Derivative
(PPD).

| The facility must maintain clinical records on each
resident in accordance with accepted professional

accurately documented; readily accessible; and
information to identify the resident; a record of the

preadmission screening conducted by the State;

detarmined the facility failed to ensure accurate

administration of an as needed paln medication
for Resident #2. The physician order sheets for

skin test) both in the hard copy record and in the
computer. However, there was documentation in
red (usual method for documentation of resident
allergles) In the hard copy chart that Resident #5

F 514
F 514
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[ The findings include;

i

The facility did not provide a policy regarding
maintaining an accurate clinical record.

1. Review of Resident #5's hard copy clinical
record on 04/01/14 revealed an
undated/uniabeled page divider with
documentation In red that the resident was
allergic to Purified Protein Derivative (PPD). That
| Statement had baen crossed out in biue ink and
the: letters NKA (No Known Allergiaes) writtern in
red above that statement with no date and no
nurse's name or inltials. Review of the physiclan
orders, dated December 2013 and March 2014,
revealed the resident was allergic to Purified
Protein Derivative (PPD). Review of a form in the
hard copy chart (and not in the computer) labeled
Tuberculin Skin Test & Chest X-ray revealed
Resident #5 had a tuberculin skin test (using
Purified Protein Derivative) on 12/01/13 with a
result of zero (0) millimetars.

Further review of Residant #5's clinical record
revealed the facility had assessed the resident
with a score of three (3) on the Brief Interview for
Mental Status (BIMS) on 11/16/13 indicating the
rasident wag not interviewable,

Interview with Licensed Practical Nursa (LPN) #9,
on 04/02/14 at 9:27 AM, revealed she used the
hard copy chart and the computer chart for
dacumentation on the residents. She stated she
would look in the hard copy chart and the
computer chart to gearch for resident information.
LEN #9 also stated the information in the hard
copy chart and the computer were different for
Resident #5 and she was not sure if Residant #5

| was allergic to PPD or not. She further indicated

What corrective action will be
accomplizhed for those residents found to
have bean alfected by the deficlent
pragtice? No residents were found to have
been affected by the deficlent practice. The
documentation In question for Resident #5 was
cerected to reflact there was no alietgy to
PPD derivatives on 4/2/14 by the Health
Information Manager, A late antry was
completed by LPN#8 on 4/3/14 in regards to
administration and effactiveness of the PRN
Tyienof pain med administration,

How will the facllity ldentify other residents
having the potential to be affected by the
deficlent practice? All residents have the
potential to be affected by the deficient
practica,

FORM CME-268T(02-99) Previous Versions Obsolate

léd  WHIEIeB vEBZ 62 TO3(

Evant 1D RVXM11

Facllity 1D: 100218

if cantinuation sheat Page 24 of 26

0N XA

v WOEA




