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{P 000} tnitial Comments {P 000}
Based upon review of the acceptable Plan of
Correction (PoC), the facility was deemed to be in
compliance on 10/29/2025, as alleged.
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This requirement is not met as evidenced by:
Based on interview, record review, and review of
facility policy, & was determined the facility fa2ed
to ensure resident(s) were appropriately
supervised and monitored for infectious disease
to ensure healthcare needs were met and to
provide basic health and heatth related services
for one of five sampled residents, R2.

The findings include:

Review of facility policy on 09/26/2028, titled,
“Infection Control Policy,” undated, revealed it is
the poticy of the facility to stop the spread of any
infection that may break out in tho facifity.

Review of Resident (R) #2's record revealed the -
facility admitied him in June of 2017 with the '
diagnoses of echizophrania and a history of
positive tuberculosis (TB) skin test. He received '
a ches! x-ray an 08/04/2025 and it showed signs
of tuberculosis according to his primary care
provider  The primary care provider suggested
that R2 wear a mask while out of his room and for
him {0 stay in lus room as much es possible to
proteci other residents and staff At that time, he
was seen by the nurse practioner to be referred

to a pulmonclogist in another fadility but R2
refused. She also recommended staff wear
masks for protaction as well and staff are not
waaring masks. R2 remained in the faciity
without a plan for movement to a sustained

figher level of care to ensure appropriate medical
treatment required for potentiafly infectious
luberculosis

Resident was noted by ttus investigator to be
walking around the facility without a mask on
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Administrator in-serviced All staff on
09/30/2025 of the importance of following
the medical providers orders of wearing
masks when a possible infectious Resident
is in the building. In making sure all T8
policy and Procedures are being met, the
Assistant Administrator will view all
Resident charls and employee files to make
sure all TB shots are up to date.
In the event that a Resident has a possible
positive T8 skin test reading, it will be the
responsibility of the administrator to notify
the appropriate officials of the positive
reading.. It is the duty of the Administrator to
make sure the Positive Resident gets the
medical treatment needed. No Reslident will
be allowed back into the facility until the
Resident has a negative T8 result,
The administrator and Assistant
Administrator will supervise and monitor all
Residents and staff for infectious disease to
ensure healthcare naeds are met and to
provide basic health and health telated
services.
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) _ , Hightan 5
' AComplaint Survey was concluded on ! gniand Homes
08/26/2025. The (acility was found not to be in
substantial compliance. P230 )
Provision of Services
No deficlencies were lssued related to ,
KY00047272. | Basic Heallth and Health Related Services’
There were deficiencies cited retated to
KY00047307. When adTitung a new Resident is the poflicy
Survey Date: 09/26/2025 of fhe.facdfty to ensure the New adrait has a
Survey Census: 40 T8 skin test upon admission. it (s alsg the
Sample Size: 5 policy of the facility to monitor ch
. arts to
Supplemental Residents: 0 glake sure all Residents and staff are up to
t6 wi
©210 §02 KAR 20:036 5(1)a) Section 5. Provisionaf £ 210 316 With the TB skin test or a chest x-ray,

Services

Section 5. Provigion of Services

(1) Basic health and heaith reiated services.

(a) APCH or SPCH shall provide baslc heafth

ard hesatth related services, inciuding:

1. Supervision and montoring of the resident o ;
ansure that the resident's heatth care needs are
met; ;
2_Supervision of self-administration of
medications;

3. Storage and conlrot of medications: and

4. Arranging for therapeulic services ordered by
the rasident’s health care practitioner, if the
se-vices aro no! available in the facility

.

; tesling protocois

Administrator In-serviced staff on T8 skin

Jnfectious diseass, poii
and pracedures on 09/30/2025. “
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Continued From page 2
09/28/2025.

Observation on 09/26/2025 at 9,15 AM by this
investigator revealed R2 sitting outside in the
parking lot smaking. He did not have a mask at
that time.

Tour of facility on 09/26/2025 at 9:30 AM and 2:45
PM revealed no staff or other residents wearing
masks.

Observation by this investigator of R2 in front
hallway on 08/26/2025 at 10:30 AM revealed him
without 2 mask. He stated he was not contagious
and does not have TB. Me stated he had cancer
and that it was not contagious.

Interview with complainant on 09/26/2025 at
10:15 AM wha Is a nurse with the tocal health
department assigned to the case of R2 revealed
that she stated that R2 had not been dsared of
having active tubsrculosis at thal time. She
stated she was not awase of him going to the
hospital on 08/19/2025, She stated he was
required to have thrae (3) negative sputum
smears or two (2) negative polymerase chain
reaction (PCR) tests eight (8) to twenty-four (24)
hours apart to nile out infectiousneas Once
these tests are performed and he is cleared, he
may be back around other residants and staff
without restrictions. She went on to say he
should not be expased to other residents or staff
without a mask

Interview with R2's quardian on 09/26/2025 at
+:58 PM revealed she stated she was contacled
on 08/26/2025 by the facility’s Advanced Practice
Regstered Nurse (APRN) and that she
suspected R2 of possibly having luberculosis
She stated she was informed the facility needed

P 210

Yo ensure that protocols are being followed
the administrator and Asst. administrator
monitored all Resident charts for 2 months,
checking that All Residents are up to date to
date on their TB tesl. The monitoring began
on 9/28/2025 and has an end date of
10/29/2025.

R2 was medically cleared and ruled out that
he did not have a positive ready for T8. R2
was able to return to the facility once the
facility received the resuilts of the negative
T8 reading.
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1o keap him in his room, and for him to wear a
mask when he was out In the common areas.
She was told on this date atso that he had lost 10
pounds in a week and was not festing well with a
cough. She stated that R2 refused to stay in his
room and to wear his mask all the tima, She
goes on 10 say ehe feels ike the staff did
everything they could to see that he followed the
instructions of the APRN.

imerview with the faclity Advanced Practice
Registered Nurse on 09/26/2025 at 12:25 PM,
ravealed she slated when she suspected R2 of
tubercudosis symptoms, which included 8 poslive
Tuberculosis QuantiFERON (TB Goid Plus Test),
cough, weight logs, and nol fegling well, she
recommended him to be sent to a hospial for
further evaluation. She went on to say that R2
had refused to go for any sort of treatment at the
lime. She recommended to R2 and the facflity
administrator for him to be in a private room and
for him to wear 8 mask when out of his room as
well as the staff to wear masks She stated she
does not know why the staff did not follow her
recommendations for wearing masks She stated
the importance of that was to make sure he did
not spread luberculosis to other residents ang
staff

Inteniew with Nurse Aide #1 on 09/26/2025 at
10:16 AM revesied she was not wearing a mask.
She stated she did not know she was supposed
fo wear a mask due to R2 having tuberculos:s.

Interview with the Assistan Admmistrator on
08/26/2025 at 2. 30 PM revealed she stated that
R2 had a positive tuberculosts result in the past
She siated that she noticed a change i R2 in the
last couple of weeks and that he was more tired
than usual. She stated she encouraged him to
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800 8 physician and he did agree to a chest x-ray.
After the results were given to her by the APRN,
she siated they were instructed by her to send
him (o a haspital for evaluation. She went on fo
say that they called an ambutance ta transport
him, but he refused afl care. She stated he wore
his mask on and off since then. She slated on
08/19/2025 al approximately 4:00 PM, R2 came
to her and asked her to take him to the local
hospital  She transported him to the local
hospital, and he was left there to be evaluated.
Aftar several hours of evaiuation, R2 was found
to have a large mass in his lung that was
suspicious of being cancer. They could not
completely rule out tuberculosis without further
testing. The hospital recommended R2 being
transfemed to another hospial for evaluation, but
R2 refused. He was then brought back to the
facility by the Administrator at 3:00AM on
08/20/2025. The facility knew that R2 was an
infectious disease risk and in the days following
the event on 08/18/202S, did not take appropriate
steps by ensuring that he was moved to a '
sustained higher tevel of care required to meet
his heallthcare needs. The continued exposure by
R2 sftar the Administrator returmed R2 to the
facility from the hospital pul the staff and other
residents at infectious disase transmission risk.

Interview with Administrator on 09/26/2025 at
2.30 PM revealed, she stated the first of
Ssaptember, she was made sware that R2:
tuberculosis tesi that was orderad by the APRN
cama back posilive. She stated sha knew he
was posilive in the past. She believes that R2
took medication for tuberculosis, but she is not
surg. She stated she knew how serious it was far
the other residents and staff if R2 had aclive
tuberculosis. She went on (o say that the APRN
wanied her to keep R2 in a private room and
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have him wear a mask when he came out in the
hallway. She stated the APRN instructed her that
her staff needed to wear masks for protection as
well. She staled she told her staff to wear the
masks. ut they would not. The adminisirator
was nol wearing a mask and could not give a
reason as o why she did not follow the
recommendation. The staff did not wear masks
as ordered by the provider and In doing so failed
fo provide the services ordered by the resident's
health care practitioner. She stated they had tried
everything they could to get R2 ta the hospital for
evaluation, but he would not comply.
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HIGHLAND HOMES I LLC

P 000 Initial Comments P 000

A Complaint Survey was concluded on
09/26/2025. The facility was found not to be in
substantial compliance.

No deficiencies were issued related to
KY00047272.

There were deficiencies cited related to
KY00047307.

Survey Date: 09/26/2025
Survey Census: 40
Sample Size: 5
Supplemental Residents: 0

P 210 902 KAR 20:036 5(1){(a) Section 5. Provision of P 210
Services

Section 5. Provision of Services.

(1) Basic health and health related services.

(a) APCH or SPCH shall provide basic health
and health related services, including:

1. Supervision and monitoring of the resident to
ensure that the resident’s health care needs are
met;

2. Supervision of self-administration of
medications;

3. Storage and control of medications; and

4. Arranging for therapeutic services ordered by
the resident's health care practitioner, if the
services are not available in the facility.
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This requirement is not met as evidenced by:
Based on interview, record review, and review of
facility policy, it was determined the facility failed
to ensure resident(s) were appropriately
supervised and monitored for infectious disease
to ensure healthcare needs were met and to
provide basic health and health retated services
for one of five sampled residents, R2.

The findings include:

Review of facility policy on 09/26/2025, titled,
"infection Control Policy,” undated, revealed it is
the poticy of the facility to stop the spread of any
infection that may break out in the facility.

Review of Resident (R) #2's record revealed the
facility admitted him in June of 2017 with the
diagnoses of schizophrenia and a history of
positive tuberculosis (TB) skin test. He received
a chest x-ray on 09/04/2025 and it showed signs
of tuberculosis according to his primary care
provider. The primary care provider suggested
that R2 wear a mask while out of his room and for
him to stay in his room as much as possible to
protect other residents and staff. At that time, he
was seen by the nurse practioner to be referred
to a pulmonologist in another facility but R2
refused. She also recommended staff wear
masks for protection as well and staff are not
wearing masks. R2 remained in the facility
without a plan for movement to a sustained
higher level of care to ensure appropriate medical
treatment required for potentially infectious
tuberculosis.

Resident was noted by this investigator to be
watking around the facility without a mask on
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09/26/2025.

Observation on 09/26/2025 at 9:15 AM by this
investigator revealed R2 sitting outside in the
parking lot smoking. He did not have a mask at
that time.

Tour of facility on 09/26/2025 at 9:30 AM and 2:45
PM revealed no staff or other residents wearing
masks.

Observation by this investigator of R2 in front
hallway on 09/26/2025 at 10:30 AM revealed him
without a mask. He stated he was not contagious
and does not have TB. He stated he had cancer
and that it was not contagious.

Interview with complainant on 09/26/2025 at
10:15 AM who is a nurse with the local health
department assigned to the case of R2 revealed
that she stated that R2 had not been cleared of
having active tuberculosis at that time. She
stated she was not aware of him going to the
hospital on 09/19/2025. She stated he was
required to have three (3) negative sputum
smears or two (2) negative polymerase chain
reaction (PCR) tests eight (8) to twenty-four (24)
hours apart to rule out infectiousness. Once
these tests are performed and he is cleared, he
may be back around other residents and staff
without restrictions. She went on to say he
should not be exposed to other residents or staff
without a mask.

Interview with R2's guardian on 09/26/2025 at
1:58 PM revealed she stated she was contacted
on 08/26/2025 by the facility's Advanced Practice
Registered Nurse (APRN) and that she
suspected R2 of possibly having tuberculosis.
She stated she was informed the facility needed
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to keep him in his room, and for him to wear a
mask when he was out in the common areas.
She was told on this date also that he had lost 10
pounds in a week and was not feeling well with a
cough. She stated that R2 refused to stay in his
room and to wear his mask all the time. She
goes on to say she feels like the staff did
everything they could to see that he foliowed the
instructions of the APRN.

Interview with the facility Advanced Practice
Registered Nurse on 09/26/2025 at 12:25 PM,
revealed she stated when she suspected R2 of
tuberculosis symptoms, which included a positive
Tuberculosis QuantiFERON (T8 Gold Plus Test),
cough, weight loss, and not feeling well, she
recommended him to be sent to a hospital for
further evaluation. She went on to say that R2
had refused to go for any sort of treatment at the
time. She recommended to R2 and the facility
administrator for him to be in a private room and
for him to wear a mask when out of his room as
well as the staff to wear masks. She stated she
does not know why the staff did not follow her
recommendations for wearing masks. She stated
the importance of that was to make sure he did
not spread tuberculosis to other residents and
staff.

Interview with Nurse Aide #1 on 09/26/2025 at
10:15 AM revealed she was not wearing a mask.
She stated she did not know she was supposed
to wear a mask due to R2 having tuberculosis.

Interview with the Assistant Administrator on
09/26/2025 at 2:30 PM revealed she stated that
R2 had a positive tuberculosis result in the past.
She stated that she noticed a change in R2 in the
last coupie of weeks and that he was more tired
than usual. She stated she encouraged him to

STATE FORM RHTO11

If continuation sheet 4 of



Office of Inspector General

PRINTED: 11/26/202
FORM APPROVE

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

100050

A,

B.

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

COMPLETED

C
WING 09/26/2025

BUILDING:

NAME OF PROVIDER OR SUPPLIER

HIGHLAND HOMES I LLC

STREET ADDRESS, CITY, STATE  ZIP CODE

219 STEVENS AVENUE

PRINCETON, KY 42445

{X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

P 210 Continued From page 4

see a physician and he did agree to a chest x-ray.
After the results were given to her by the APRN,
she stated they were instructed by her to send
him to a hospital for evaluation. She went on to
say that they called an ambulance to transport
him, but he refused all care. She stated he wore
his mask on and off since then. She stated on
09/19/2025 at approximately 4:00 PM, R2 came
to her and asked her to take him to the local
hospital. She transported him to the local
hospital, and he was left there to be evaluated.
After several hours of evaluation, R2 was found
to have a large mass in his lung that was
suspicious of being cancer. They could not
completely rule out tubercutosis without further
testing. The hospital recommended R2 being
transferred to another hospital for evaluation, but
R2 refused. He was then brought back to the
facility by the Administrator at 3:00AM on
09/20/2025. The facility knew that R2 was an
infectious disease risk and in the days following
the event on 09/19/2025, did not take appropriate
steps by ensuring that he was moved to a
sustained higher level of care required to meet
his healthcare needs. The continued exposure by
R2 after the Administrator returned R2 to the
facility from the hospital put the staff and other
residents at infectious diease transmission risk.

Interview with Administrator on 09/26/2025 at
2:30 PM revealed, she stated the first of
September, she was made aware that R2's
tuberculosis test that was ordered by the APRN
came back positive. She stated she knew he
was positive in the past. She believes that R2
took medication for tuberculosis, but she is not
sure. She stated she knew how serious it was for
the other residents and staff if R2 had active
tuberculosis. She went on to say that the APRN
wanted her to keep R2 in a private room and
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have him wear a mask when he came out in the
hallway. She stated the APRN instructed her that
her staff needed to wear masks for protection as
well. She stated she told her staff to wear the
masks, but they would not. The administrator
was not wearing a mask and could not give a
reason as to why she did not follow the
recommendation. The staff did not wear masks
as ordered by the provider and in doing so failed
to provide the services ordered by the resident's
health care practitioner. She stated they had tried
everything they couid to get R2 to the hospital for
evaluation, but he would not comply.
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