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F 000 | INITIAL COMMENTS - Foooj Hilltop Lodge does not believe nor
: ' does the facility admit that any
A Recertiflcation Survey was conducted on deficiencies exist.
0211 5!; 1 through 02/17/11; and, aal.-,lfe Safety
Code Survey was conducted on 02/16/11, : Hilltop Lodge reserves all rights to
éDr?;IGSteeggir?t;g? rgno'l'tl?"? wilh the highest Scope L contest the survey findings through
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 167 informal dispute resolution, legal
88=0 | (INJURY/DECLINE/ROOM, ETC) ' appeal proceedings ot any

administrative or legal proceedings.

Afacllity must immediately inform the resident; This plan of cotrection does not

consuit with the resldent's physician; and If

known, notify the resident's legal representative : constitute an admission regarding

or an Interested family member when there is an any facts or circumstances _

accident invalving the resident which resulls In surrounding any alleged deficiencies
injury-and has the potential for requiring physician to which it responds; nor is it meant

intervention; a significant change in the resident's

physioat, mental, or psyohosocial status (1.e., & to establish any standard care,

deterloration In health, mental, or psychosaolal | contract, obligation or position.
status In elther life threatening conditions or Hilltop Lodge reserves all rights to
clinloal complications); a need 1o alter treatment raise all possible contentions and

significantly {i.e., a need to discontinue an

-axisting form of ireatment due to adverse defenses in any type of civil or

oonsequenaes, or to commenca a new for E " criminal claim, action or proceeding,
treatment); or a decision to transfer or dis (; E lVTE ng contained in this plan of

. the resident from the facillty as specitied g catpction should be considered as a
§483.12(a). APR 0 1 208 wiiler of any type of civil or
The facility must also promptly notify the régldent ff l_nal Glaqu, actlpn or proceeding,
and, If known, the resldent's legal representilive Nothing contained in this plan of
or Interested tamily member when there lsa correction should be considered as a
changse In room or roornmate assignment as - : an - ;
specliled in §483.15(e)(2); or a change In waw:r‘?fw yp olt.t:n hally applicabl el £
resldent rights undar Federal or State law or peer review, quality assurance or se
regulations es speoified In paragraph (B)(1)of | critical examination privileges which
this ssotion. Hilltop Lodge does not waive, and

reserves the right to assert in any
The facility must record and perlodically update e M L
the address and phone number of the resident's - administrative, civil, or ctiminal
legal representative or interested famlly member, claim, action, ot proceeding.

) 4
LIER REPRESENTATIVE'S SIGNATURE ,TITL \ X {#4) bATE
' | Buaie Dby 3/si

Anyas iclenoy statemant ending with an asterisk (*) denoles a deflolancy which the Institution mey be axoused {rom correcting providing it is detarm tnad that
othér safeguards provide sufflolant protection to the paltents, (Ses Instructions.) Except for nursing homes, the‘ilindings stated above are disclosable 80 days
following the date of survey whelhar or not & plan of corraction Is provided. For nurelng homes, the above lindings and plans of correstion are disolosable 14
days roltowlnig Itha date these documents are mads avallable to the taollity. If deflolencies are clted, an approved plan of ooregotion 15 requisite to continued
program parioipation, :
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F 167 | Continued From page 1

This REQUIREMENT s not met as evidencsd
by: ‘

Based an ohservation, Interview, and record
review it was determined the fasility falled to
ensure the physiolan was notlfiad of a change In
medioal condition for one (1) of teh (10} sampled
resldents (Resident #7}. Resident #7 complained
of cough and congestlon to the nurse on
02/14/11. The nurse faxed this information to the
Physliclan, however failed to tollow up. On
02/17/11, Resident #7's cough and congsstion
had not been addressed. ‘

The findings Include:

Record review reveaied Resldent #7 was
admitted to the facliily on 08/05/10, Reviaw of the
Quarterly Minlmum Data Set Assessment (MDS)
dated (1/24/11, revealed the faciity assessed the
resldent as being alert, oriented, Independent In
cognitive skills, and able to make his/her neads
known,

Interview with Resldent #7 on 02/16/11 at 4145
PM revealed he/she had reported cough and
congestion to the nurse a couple of days ago.
The resident-stated he/she had asked the nurse if
the Physiclan had been called about the cough
and congestion on 02/16/11, at the 3:30 PM
medication pass. Further Intervisw revealed the
nurse told the resident that a fax had been sent to
the Physlcian's office. Observation during the
Interview revealed Resident #7 coughed muttiple
times throughout the Interview,

interview with Licensed Practical Nurse (LPN) #2
on 02/17/11 at 10:30 AM revealed Resident #7

F 157| Hilltop Lodge offers its responses,
credible allegations of compliance
“and plan of correction as part of its
ongoing effort to provide quality

_ care to residents.

Hilltop Lodge strives to provide the
highest quality care while assuring
the rights and safety of all residents.

F157 It is and was on the day of
survey the policy of Hilltop Lod.ge to
notify the physician of changes ina
resident’s medical condition.

1. Resident #7 is still at the facility,
with ne ill effects. The physician
visited on 02/17/11, and ordered 2
check x-ray and cough syrup at this
time.

2. All residents’ medical conditions
were assessed on 03/09/11 by the
Director of Nursing, as it relates to
examining all residents and
interviewing residents’ for any
changes in their conditions. The
physician has been notified on any
residents with a current change in
condition.

— g

03/10/11
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F 167 | Continued From page 2 F167] 3. Any concern faxed to a physician -
complalned of cough and congestion a couple of will be recorded on the “daily
days ago and she faxed the Informﬁtéon hto::o lt“he communication/report sheet”. The
Physician, Further interview revealed she had not oncoming shift will review any
.| followed up with the Physlclarj fqr orders, CONCErns f@" ed to the MD and
Interview with the Direotor of Nursing (DON) on’ follow-up that shift. The Director of
02/17/11 at 10:35 AM, revealed the procedure for Nursing will review the “daily
netlfying the Physlolan was :10 fax & report.and if - communication/report sheet”,
no rasponse was received the nurses were 1o .
follow up with a phone call. Further interview Monday through Friday, as a
revealed the nurse should have follow up the hext secondary QA check to ensure
day with a call to the Physician. follow-up has occurred.
Reviéw of the "Change in Resldent's Condition or A .
| Status® Policy revealed Nursing Services were 4. a?.s part of the facility’s ongoing
responsible fot notifying the resident's Physician |quality assurance program the
when deemed necessarty and appropriate In the Director of Nursing will review
best interest of the resident g: ;Nhen there was a physician notifications on a weekly
change in the resldent's condition. basis for six months, and '
F 261 | 483.20(k)(3)(l) SERVICES PROVIDED MEET’ F2Bl g qooc o thl:Ex e::uive ‘3?""?“
88D | PROFESSIONAL STANDARDS : g rector,

The services provldad or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenoed
by, . :
Based on observalion, interview and record
raview It was determined the facllity falled to
follow physician orders for cne (1) of ten (10}
sampled residents (Resldent #4). The facllity
falled to provide a "comfort plilow" for positioning,
heel protectors whila in bed and weekly welghts
for Resident #4. .

The findings include:

Review of Resident #4's medical record revealed

~ IThese findings will be reviewed by
the CQI Committee for the next six
months to ensure compliance,

F28T Ttisand was on the day of
survey the policy of Hilltop Lodge
for the services provided to meet
professional standards of quality. .
1. Resident #4 has not been affected
by this deficient practice. The
resident’s weight is stable and the
order for weekly weights has been
discontinued; monthly weights will
now be obtained on this resident. A

03/11/11
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F 281 Continved From page 3 F 281 fskin assessment has been performed
diagnoses which Included Cerabral Palsy, Mental on Resident #4 with no issues noted.
Retardation and paralysis of legs. Staff has been re-ed!__lcated by the .

Further record review revealed a Physician's Director of Nursing abo‘;:i:lhe use o
order dated 02/14/11 for a comiont plilow for head the comfort pillow and s
and right arm elbow pratector on when up in .| protectors.
wheel chalr. Raview of Physician orders revealed
an order for heel protectors while In bed and . s
weekly welghts, bath dated 12/05/08. 2. Al residents’ physician orders
were cross referenced to care being
Review of the restdent’s weight record revealed '{ provided on 03/10/11 by the D:iiector
the resldent had been welghed monthly not . ing: no issues were notei.
weekly per the Physiclan's orders. of Nursing;
Observation on 02/16/11 at 2:50 PM revealed 3, An inse.rvice was conducted byl
Resident #4 was lying in bed with a plilow under the Executive Director on 03/04/1
the left side of his/her back with no hesl with all staff, including but not
protectors noted. _ limited to nutsing and dietary, :m
Observation on 02/16/11 at 3:36 PM revealed following the nurse aide care plan
Resident #4 was up In his/her whael chalr in the and physician orders. . )
hallway, it was noted that the "comfort pillow" Weekly the Director of Nursing will
which was ordered for the resldqnl‘s neck was audit 10% of the residents MD
laying on the foot of the resident's bed and no d cross reference the care
pillow Was noted to be under the resident’s right ordet.s an s . d
elbow. provided to the physician orders.
' , This will continue for the next six
| Observation on 02/16/11 al 4:16 PM revealed the months.
Resldent was In his/her wheel chalt in the
television ares, No plilow was noted under the R : :
Resldent's neck or right arm. 4. The Director of Nufsing will
: report these audits to the Executive
Obsgrvatton on 02/} 611 at 8:40 AM revealed the © Director to ensure compliance. As
Resldent was In hisfher wheel ohalr in the ility’s ongoing quali
telovislon area and no plllow was noted under the part of the facility Sth " fd(ilts wg(] |
Resident's neck. : assurance program, these a :
also be reviewed with the CQL
Obsarvatlon on 02/16/11 at 9:10 AM revealed Committee for the next six (6)
Resldent #4 was not in the room, however the .
months. [
‘ORM CMS-2567(02-58) Previous Vesalons Obsolste Evant ID:UDVG1 Faollity Io: 100018

i continuation shest Page 4 of 18




DEPART!

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCiES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN CF CORREOTION IDENTIFICATION NUMBER:

MENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/03/2011
FORM APPROVED
MB NO, 0938-0391

188307

(#2) MULTIPLE CONSTRAUGTION
A BUILDING

"|(x3) DATE SURVEY
COMPLETED

B. WING

HILLTOP.

NAME OF PROVIDER OR SUPPLIER

LonGe

OWINGSVILLE, KY 30360

STREET ADDRESS, CITY, STATE‘. ZIP CODE
621 EAST HIGH STAEET, P O BOX 669

02/17/2011

{44) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES -
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REQULATORY OR L8C IDENTIFYING INFORMATION)

]3] PROVIDER'S BLAN OF CORREOTION ng(_ﬁ)
PREFIX {(EAGH CORRECTIVE ACTION SHOULD BE | COMPLEYION
TAG CHOBB-REFERENCED TO THE APPROPRIATE DATE
§ : DEFICIENCY) ‘

F281

Continued From page 4

‘comfart pillow" was observed to be lying at the
end of the resident's bed, .

Observation on 02/16/11 at 10:10 AM revealsd
the resident was lying in bed and no heel
protectors were noted,

Observatlon on 02/16/11 at 10:42 AM revealed
tesldent #4 was lying in bed and no heel
protectors were noted,

Observation on 02/16/11 at 12:50 PM revealed
lhe resident was in hister whesl ohair in the
dining room; no pillow was noted under the
resident's neck or right elbow.

Observation on 02/16/11 at 1:40 PM revealed the
resldent was lylng in bed and no heel protectors
wore hoted, ) :

Observation on 02/16/11 at 3:10 PM revealed the'
resldent was lylng in bed and no heel proteotors
were noted,

Observation on 02/16/11 at 5:00 PM and 5:565
PM, revealed the resident was In hisfher whee!
chalr in the dinlhg room and there was no pillow

noted under the resident's neck or right arm,

Observations on 02/17/11 at 9:20 AM revesled
the resldent was sitting in his/her wheel chalr in
the television area and no plilow was noted under
the resident's nack. '

Interview with Licensed Practical Nurse #1 on
02/16/11 at 2:10 PM, In the resident's room,
revealsd the resident did not have heel
protectors. She furiher indicated the resident was
wearing hon-skid sopks.

F 281
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F 281 | Continuad From page 5 F 281
| nterview with the Director of Nursing on 02/17/11
at 10:65 AM, revealed the resident should have
the. pillow under his/net neck because the
resident was "irying to develop a.curvature” and
this was to help prevent the ourvature. She further
indicated the resident should have an elbow
proteotor in place tor his/her right arm and hesl
protectars when in bed. She indicated the
resident's welght had been stable and there was
no need for weekly weights. L e — ' -
F 309 483.25 PROVIDE CARE/SERVICES FOR 'F308| F309 Itis and was on the day of 03/10/11
$8=D [ HIGHEST WELL BEING “survey the policy of Hilltop Lodge to
Each resident must receive and the facility must provide care and services for the
provide the necesasry oare and services 1o attain highest well being of all residents.
or maintain the highest practicable physical, : ' '
mental, and psychosoclal well-being, In i — R
acsordance with the comprehensive assessment 1. Resident #7 is still at the facility,
and plan of care. with no ill effects. The physician
visited on 02/18/11, and ordered a
- qheck x-ray and cough syrup at this
This REQUIREMENT is not met as evidenced time.
by:
| Based an observation, intarview, and record 2. All residents’ medical conditions
review, It was determined the facliity fallad to .
providé necessary care and services to atfain and w'ere assessed on. 03’09{1 1'by the
maintain ihe highest physical well being for one Dlrec.to? of Nﬂfs‘?& as it relates to
{1) of ten (10) sampled residents (Resident #7). examining all residents and
Reslident #7 reported cough and congestion to interviewing residents’ for any
the nurse on 02/14/11; howsver, thers was.ho changes in their conditions. The .
evidence the facility had consulted with the hvsici efs o
Physiclan or completed any follow up physician has been notified on any
assessment. On 02/17/11, Resident #7 still residents with a current change in
complained of cough and congestion and had a condition.
temperature of 99.6 degrees Farenheit. .
“ORM OMS-2867(02-89) Provious Varstons Obaclote Event ID:UDVGY Fadiity ID; 100018. it continuation sheet Page 6 of 16
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¥ 309 | Continued From page 6 F 309 . .
The findings Include: 3. Any concern faxed to a ?hySiO]an
. ' : will be recorded on the “daily
Record review revealed Resident #7 was mmmunjcaﬁon/réport sheet”. The
admitted to the faollity on 08/05/10. Revlew of the oncoming shift will review any
Quarterly Minimum Data Set Assessment (MDS) gf od to the MD and
dated 01/24/11, revealad the faciiity assessad the concerns faxed to tne an
resident as being alert, oriented, independent In follow-up that shift. The Director of
cognitive skiils, and able to make his/her needs Nursing will review the “daily
known, ' communication/report sheet” on a
interview with Resident #7 on 02/16/11 at 4:45 Monday through Friday as a
PM revaaled hefshe had reported cough and secondary QA check to ensure
congestion to the nurse a couple of days ago. follow-up has occurred.
'Lhe rﬁsidem stated he/she had asked the nurse if
the Physician had been called about the cough TTPRRS :
and congestion oh 02/16/11 at the 3:30 PM 4. As part of the facility’s ongoing
medication pass and the nurse told the resident quality assurance program the
that a fax had been sent to the Physician's office, Director of Nursing will review .
gbsrrvatton during the intervle;v revelgl ed physician notifications on a weekly
esldent #7 coughed multiple times throughout : -

_{tha interview. Further intarview with Resident #7 bam:s for six mc}v;lths, a.nd i;;)ort tall
on.02/17/11, tevealed the cold and congestion findings to.the xecutive Director.
was aboul to get him/her down and that he/she These findings will be reviewed by -
did not sleep well the previous night and had to | the CQI Committee for the next six -
raise'the head of the bad duse to the cough. months to ensure compliance
Interview with Licensed Practioal Nurse {LPN) #2
on 02/17/11 at 10:30 AM, revealed Resldent #7
complalned of cough and congestion a couple of
days ago and she faxed the information to the
Physiclan. Further Interview revealéd she had not
followad up with the Physiclan for arders, She
further stated she had not assessed Resident #7
related to the cough and congestion,

Observation on 02/17/11 at 10:15 AM revealed
LPN #3 took the vital signs of Resident #7 and
the resident's temperaturs was 99.6 degrees
Farenhaelt.
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Continued From page 7

Interview-with the Director of Nursing (DON) on-
02/17/11 at 10:35 AM revealed the procedure for
notifying the Physictan was to fax a report and if
no response was received the nurses wers to
follow up with a phone call. Further Interview
revealed the nurse should have followed up the
next day with a call to the Physiclan.

Review of the "Changs in Resident's Condilion or
Status” Pollcy revealet Nursing Services were
responsible for notifying the resident's Physiclan
wheh deamed necessary and appropriate in the
best interest of the resident, or when there was a
change in the resident's condition.

483.25(b) TREATMENT/DEVICES TO MAINTAIN
HEARINGANVISION

To ensura that residents raceive proper treatmant
and assistive devices to mainiain vision and
hearing abliities, the tacility must, if necessary,
assist the resldent ih making appointments, and
by arranging for transportation to and from the
office of a pragtitioher specializing In the
treatmant of vision or hearing impairment or the
office of a professlonal specializing in the
provision of vision or hearing assistive devices.

This REQUIREMENT Is not met as evidenced
by: :

Based on observation, interview, and record
review It was determined the facility failed to
ansure on (1) of ten (10) sampled residents
(Resident #2) was assisted with the use of his/her
glasses to enhancas the resident's vision.

The findings Include:

F 300

F313

—_— .

F313 It is and was on the day of the
survey the policy of Hilltop Lodge to 03/11/11
ensute that residents receive proper :
treatment and assistive devices to

maintain vision and hearing abilities.

1. Resident #2 has been affected by
this deficient practice. Resident #2
often removes his eye glasses
himself. An eye glass lanyard was
provided to the resident that glasses
are more easily assessable and
providing the resident with a choice
to wear his eye giasses. This is also
noted in the nurse and C.N.A. care
plan, '

2. All residents who require
hearing/vision devices have been
assessed, by the Director of Nursing,

*ORM CMB-2667(02-95) Previous Verslons Obsclete Bvent (D: UDVGHY
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- 313 | Continued From page 8 " F 313 |to maintain quality of life. The nurse
Record review revealed Hes}dent #2 was f | aide care plans were audited on
admitted to the facllity on 07/31/10. Review of the e Director of Nursin:
Admisslon Minimum Data Set Assessment (MDS) ?3/09/1 t:i’itrgsidents requiting theie
dated 08/06/10, revealed the facllity assessed the 0 ensur od
resident as requiring glasses. Review of the devices were noted.
Nurse Alde Care Plan ravealad the resident
tequired glasses for vislon. 3. An inservice was held on
’ i i C Or,
.Qbservation of Residant #2 throughout the survey 03/ 94/ 1 1, by tl‘:e Ex:tcazth?n‘e s
oh 02/15/11 and 02/16/11 revealed the resident reviewing the importance of
was not wearing glasses. following nurse and_ C.N.A, care
Interview with Resident #2's daughter on 02/16/11 plan, as well ss the Importance olf
nterview with Resident #2's daughter on . ‘ are proper
at 7:20 PM, revealed she would llke the facllity to engmnﬁg a!l gsic:ie:;s d evicl:)es pery
pul Resident #2's glassas on while feeding or using hearing/visior "
providing care to enhance his/her vision. She For ongoing compliance the Director
further stated the facility had misplaced one palr - of Nursing or assessment nurse wiil
of glasses and she repiaced them. perform audits weekly for the next
Interview with State Reglstered Nurse Alde six months to onsure I;eamny \;151011
(SRNA) #1 an 02/17/11 at 10:00 AM, revealsd devices are being used correctly.
she was aware Resldent #2 had glasses, but she
was not sure where they were at this lime, 4. As part of the facility’s quality
' udits will
intarview with Licensed Practical Nurse (LPN) #3 iR Pl thef;f“gg
an 02/17/11 at 10:10 AM, revealed the glasses for be report to the monthly _
‘Resident #2 ware in a basket at lhe nurses' meeting by the Director of I‘{ursmg.
| statlon. The CQ! committee will review
Interviaw with the Director of Nursing (DON) on audits at this time.
| 02/17/11 at 10:15 AM, revealed staff should put '
Resldent #2's glasses on when they wars teeding _
him/her and providing cate. s v gem -
F 367 | 483,35(e) THERAPEUTIC DIET PRESCRIBED F 367| F367 Tt is and was on the day of the  193/69/11
sS=0D | 8Y PHYSICIAN survey the policy of Hilltop Lodge
that therapeutic diets must be
Therapeutic dlets must ba prescribed by the . :
altending physlolan, presqnped by the attending
- physician.
FORM CMS-2667(02.99) Pravious Versione Obsclote Evant ID; UDVGT It continuallon sheet Page 9of 16
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F 367 Continued From page 9 F 367 1. Resident #1 was not affected by | . :
- the practice. All of the therapeutic
g}l;;:is REQUFHEMENT Is nqt met as evidenced | diets of Resident #1 were reviewed
Based on observation, interview, and record for accuracy; and the tray card was
review-it was determined the facllity falled to -| updated to include the correct diet.
(ensure one (1) of tien {(10) sampled residents
Resident #1) received the therapeutlc diet as ' 1 g -
ordered by the Physiclan. Resident #1 was 2. All residents’ diet orders were
ordered a mechanical soft dist with ground meat. reviewed by the Dietary Manager on
Howaver, ghservation of the evening meal on 03/08/11 and cross referenced with
02/16/11, revealad Resldent #1 received sour changes were noted.,
kraut and hot dogs. The hot dogs weré ot In one i?f'nc:rd: é;éz havegbeen reviewed
Inch pleces and were not chopped or ground as - Y e
orderad. and updated at this time.
The findings Include: 3. At the weekly quality of care |
, i ic di r
Record review revealed Resldent #1 was meeting all ther?peggw g.}ft g::le
admitted to the facllity an 08/24/10. Review of the | changes are reviewed. The Dietary
Significant Change Minimum Data Set (MDS) Manager will make necessary o
assessment dated 02/13/11, r?\;ealed the hfac:ilty changes to tray cards when there is
assessed the resident as requiring a mechanically : utic diet order.
allered diet. change in the therape
Review of the Physiclan's Orders dated 02/2011, 4. Monthly the Dietary Manager
ravealed an order for mechanioal soft dist anc will cross reference all diet orders to .
puresd meats, Further review revealed an order tray cards for six months, All
dated 02/03/11, to dlscontinue pureed mesits and findings will be reported to the
glve ground meats, per famlly reguest. Review of gs Witd d reviewed at
the re-admisslon orders dated 02/09/11, revealed Executive Dlt?ctor and reviewed a
an order for a mechanioal soft dist, the QA committee monthly. '{éus
' will continue for the next six (6)
Observation of the evening meal on 02/18/10 at months
6:40 P\, revealed Rasident #1 recelved sour ) !
kraut and hot dogs. Observation revealad the hot
dogs ware cut into one inch seotions.
Review of the dist catd on Resident #1's tray
revealad the resldent was to receive pureed
YAM CMB-2667(02-08) Pravious Verslone Chsolate Event ID:UDVQH
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F 367 | Continued From page 10 F 367
meats.
Interview with the Dletary Manager on 02/16/11 at
5:45 PM, reveaied the hot dogs cut Inlo one Inch
sections did not constitute a mechanical soft diet.
She stated the hot dog should have been
chopped up or ground up for the mechanical soft
consistenoy. She further statad the dietary staff
was to check the meal served agalinst the tray
card to engure acouracy. . - R IS B
F 371 | 483.35(j) FOOD PROCURE, “F371| F371 Itisand was on the day of the | 03/08/1;
s6=F | STORE/PREPARE/SERVE - SANITARY survey the policy of Hilitop Lodge 1o
The facility must - _ procure food from sources approved
(1) Procure food from sources approved or by Federal, State, or local
considered satlsfactory by Federal, State or local authorities; and to store, prepare,
authorities,and ¢ distribute and serve food under
(2) Store, prepare, distribute and serve tood : ani onditions
under sanitary conditions sanitary ¢ ’
1. The items that were not labeled or
dated were immediately removed
from the refrigerator. Food
This REQUIREMENT is not met as evidenced temperature logs have been re-
gﬁsad on observation Interﬁ[ew and record ' implemented. This is being
raview It was determined the facility falled to monitored daily by the Dietary
store, prepare, distribute and serve food under Manager.
sanltary gonditions as evidenced by fallure to
monitor tefmp?ratures on trayline, imp;oser 2. All dietary staff were inserviced
1 wearing of hair nets, meat slicer stored dirly, ' e
Improper hand sanitation and glove changing, 013 03/04/11 by the Exgcutlve
fallure to date ltems stored in the refrigerator and Dircctor on proper samitary
egs stored in an unsanitary mannet. conditions, including but not limited
| | to the use of hair nets, proper
The findings include: . storage/handting of food, and glove
Observation on 02/15/11 at 9:40 AM, revealad changing,

FORM OMS.2507(02.08) Previous Yeralons Obaclste Event tD; UOVQH Facllity ID: 100018 . I candinuation sheet Page 1t of 16
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1 Whioh was red and black, whioh contained a-

| to take It home. She further indicated there was

four (4) individual serving size bowls which were
not dated or labeled stored in the refrigerator
nearest to the dishwasher, Further observation of
this refrigerator revealed a nylon zip-up lunch box,

gontainer of yogurt and was not labeled with a
date or name. Also noled was a pan in which the
oracked liquid eggs were stored In thelr orlginal
plastic bag In a plastic contalner which was noted
to have a yellow colored substance covering the
pottam approximately ons quatter Inch in depth,

Interview with Dlatery Alde #6 on 02/15/11 at
11:50 AM, revealed tha lunch contalner was hers,
It had been in the refrigerator because she forgot

nothing in It except for a yogurt which was several
days old and needed to be thrown away.

interview with the Dietary Manager on 02/15/11 at
2:40 AM, revaaled she was ot sure what the
substance was In the contalner. She indicatad it
could be condensation from the eggs thawing in
the contalner. .

Observation during initlal tour at 9:50 AMon -
02/16/11, revesaled two (2) thirly-wo (32) ounce
containers of vanllfa extract, one was dated
08/21/08, and the other whioch was dated
01/14/09.

Interview with the Dietary Manager on 02/15/11 at
9:50 AM revealad she did not know If there was
an expiration date or how long the vanilla extract
should be kept before discarding.

Observation on 02/15/11 af 10:15 AM, reveated
the three (3) day emergency menu posted on the
cry food storage door. Peanut bulter sandwiches

o1 | SUMMARY STATEMENT OF DEPICIENOIES D Tot®
PREFIX {EACH OEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSG IDENTIFVING INFORMATION) - TAQ OROS8S.REFERENCED TO THE APPROFRIATE DATE

_ DEFICIENGY}
371 | Continued From page 11 F 371

_storage in the dietary department.

3. The Dietary Manager will daily
{(Monday through Friday) and the
cook (Saturday and Sunday) will
check food storage, cleanliness of
equipment, compliance of
temperature logs, and sanitary
conditions of food handling and

4, As part of the facility’s ongoing
quality assurance program dietary
sanitation will be monitored monthly
for the next six months by the
Dietary Manager. ~

The Dietary Manager will audit trays
weekly at varying times to ensure
proper temperatures of food.

The Dietary Manager is auditing key
areas for sanitation as a secondary
check. Included in this report is
equipment sanitation, storage of food
and utensils, etc.

These audits are reported io the
Executive Director to be reviewed to
ensute compliance.
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were noted to be listed on the menu for the
evaning meals on the second and third days,
Further observation revealad one {1) aighty (80)
ounce-contalner of peanul butter whloh was
approxim ately haif full,

interview with the Dletary Manager on 02/15/11 at |
10:15 AM revealed this was enough peanut butter
to last for one of the meals, however it would not
be enough to last for both of the meals,

Observation on 02!1 5/11 at 11:26 AM, revealed
temperatures were not taken on the gravy,
puresd macareni and cheese, greens, fish or the
milk. The temperafures which were taken, were
ohserved as follows: macaroni and chesse 150
degrees Farenheit, greens 160 degrees
Farenhelt, flsh 168 degrees Farenhelt and ice
cream 18 degrees Farenheit.

Review of the facliity's temperature logs revealed
tomperaturas were documented as follows; meat
entree 180 degrees Farenhelt, vegetable entree
190 degrees Farenhelt, soup/gravy 180 degrees
Fatenhelt, mechanical soft 180 degrees
Farenheit, puree meat 180 degrees Farenhelt,
julos/miik 36 degrees Faranhelt and dessert 35
degrees Farenhelt. it was noted none of these
temparatures coinocided with temperatures which
were ohserved on trayline,

Interview with the Dietary Manager on 02/17/11 at
166 PM revealed the food temperatures
doosumented should be the same as observed on
the tray [ine. She further indicated Resident #1
recelved soup on mast days and every once ina
while other residents would request soup. She
further indlcated all temperatures should be
documented exactly as they were observad o be

FORM CMS-2867{02.80) Pravious Varslons Obsoluls Evant ID: UDVQN Facillty 10: 160018 If continuation sheet Page 130of 16
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Interview with Cook #8 on 02/15/11 at 1:566 PM
revesled for the column labeled soup/gravy she
normally documented the femperature far one or
the olher. She stated she did nol normaily check
the tamperalure lor single serve soup haated in
thg microwave. :

interview with Cook #5 on 02/15/11 at 12:30 PM
revealed all temperatures usually were taken
befors the trayline slaried,

Observailan dufing the lunch time meal service
on 02/18/11 at 11:55 AM revealed an Unsampled
Resident had a'diet order.for double portions per
hisfior dist card, Further obsernvation revealsd
the resident received one (1) serving of loe cream }.
and two (2) servings of evarything else.

-| Observation during the lunch lime meal servics
on 02/18/11 al 11:55 AM, reveated Dlotary Alde
#8's halr net did not lully cover her halr. The
Distary Alde was assisting with preparation ol

| residents’ trays. '

interview with Distary Aide #6 reveafed hor halr
shaould be coverad fully with the halr net.

interview with the Registerad Dislitian on
02/17/11 at 11:00 AM, revealed double portlons o
het meant the resident shoutd receive two (2}

| servings of everything on a tray. She further
Indicated the resideni should have recelved two
{2) servings of ice cream.

Observation at 11:55 AM on 02/15/11, revealed
Cook #5 warmed up a bowl of chicken noodle
soup in \he microwave and did not gheck the

Far]
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temparature of the soup before sending it oul to
Resident #1. ‘

Observation on 02/16/11 at 12:08 PM revealed
Distary Alde #8 revealed she put dirty dishes Into 1.
the dishwasher and did not change gloves and -
wash hands prior to removing the clean dishes

. | trom the dish washar. Further observation
reveeled Dietary Aide #6 poured a glass of water
with out changing gloves or waghing hands
hefore. She was noted o obtain a sandwich from
the refrigerator and an loe cream from the freezer
V&;lth out having washed her hands and changed
gloves. .

Observation on 02/16/11 at 12:10 PM, revealed
no temperatures were laken of the chicken salad
and pimento cheese sandwiches. -

Observation on 02/16/1% at 12:30 PM revealed
Cook #5 revealed she opened a drawer and
closed It and touched the fish with her hand to cut
it up for & mechanioal soft diet. Further
observation revealed Cook #5 did not wast her
hands or changse her glove prior to touching the
fish end after touching the fish and the drawer
before continuing on trayline,

Interview on 02/15/11 at 11:00 AM, with Cook #5
revealed temperatures were usually taken and
should always be taken for all foods betore they
were served. Further interview revealed the
temperature of the chicken noadle soup should
‘have taken before it was served. She turther
stated she should have changed het gloves and
washed her hands before touching the fish and
afler touching the fish before returning to the
trayline,

FORM CMS-2667(02:99) Previous Varslons Obsolate ’ Eveni ID;UDVEMN Faclity (0: 100018 It continuation sheet Page 15 of 16
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Continued From page 16

Interview oh 02/16/11 at 7:56 PM, with Resldent
#1's Power of Aflorney revealed she had noticed
the temperature of the soup was not checked
before it- was fed to residents in the dining rcom.
She further Inticated she.had cbsarved an aide
feeding Resident #1 hot soup and notided the
resident grimaced on the first bite and she felt the
soup had been too hot for the resident to
consume, :

F 379
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K 000_ INITIAL COMMENTS K 000
ALife Safety Code Survey was initiated and
concluded on 02/16/2011
for compliance with Title 42, Code of Federal .
Regulations, 483,70 and
found the tasllity not in compliance with NFPA 101
Life Safety Code,
2000 Edition, Deficlencles were clted with the
highest deficiency identified at an “E". . - _ : < |
K 964 | NFPA 101 LIFE SAFETY CODE STANDARD K0g4| K064 It is and was on the day of 02/18/11
S8=E| . survey the policy of Hilltop Lodge
Portable fire extingulshers are provided in all s
heaith care ocoupanoles in accardance with for portable ﬁ“_’ extinguishers h
0.74.1. 19.3.6.6, NFPA 10 I;fg;fed todl;: dm accordance wi
standards.
1. The five fire extinguishers noted
: have been replaced and hydrostatic
This STANDARD is not met as evidenced by: testing is up to date. The service was
Based on Intetview and racord review, It was done by Sentry Fire on (02/17/11,
determined the facllity falled fo ensure fire
:txat:‘c?:rlds;ers were raintained according to NFPA 2. All fire extinguishers were
The Tindings Include: EC E.:gnecked by Sentry Fire on 02/17/11
Review of the yearly fire e);iln?;cl’sher . " B ﬁxj’e*proper working condition.
maintenance racord on 02/16/2011 at 10:564 AM, Sen ite will inspect for needed
. | revealed five (B) fire extinguishers located In the | APR 0 ’hﬁﬁ?&tﬁti o testin g n 8 vearly basis
facilily wets In need of a hydrostatic test. The B g yearly g
gbservation was cohfirmed with the Malntenance”™ "~ | " ¢ tineuish iced
irector. - "3:Fire extinguishers are service
annually, The Director of
Interview on 02/13/2011 at 10:54 AM, with the Maintenance will maintain a log to
Maintenance Dirsétor, revealed the facllity had ice d af: d
no documented evidence the five (B) fire ensure service daies, satety tag, an
extingulshers had hydrostatic testing performed. the need of hydrostatic testing on all
: fire extinguishers,
Reference: NFPA 10 (1998 editlon)
LABORATO ECTGR'S OR PROMIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE E X TTGE : ) DAT
WL (CPaniex. | ectdie Direchy 3/31/1

Any dellcleroy statement ending with an asterigk (*} denclea a deficlency which the instiution may be excused from corracting providing it Is datermindd that
other safeguards provide sutiiclent proteotlon to the patisnts..(See nstruoliona.) Except for nursing homas, the findings stated above are disclosabla 00.days
follawing the date of survey whathar or not a plan of correction 18 provided, .For nursing hames, the abovs findings and plans of corzaction are disclosable 14
days \'ollowin? IthseI :date these doouments are made avaliable to the faclilly. It defiotencles are olted, an approvad plan of carrastion Is regulsite to continued

program participation. .
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{44y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREOTIVE ACTION SHOULD RE QOMBLETION
TAG REQULATORY OR LG IDENTIFYING INFORMATION) TAQ CAOSS-MEFERENCED TO THE APPROPRIATE DATE
. DEFIGIENCY) :
K 064 | Continued From page 1 K064 .
5-2 Fraquency. At intervals not exceeding those 4, To ensure quelity assurance the
specifled . , Director of Maintenance will check
in Table 52, fire extinguishers shall be fire extinguisher tags to verify the
hydrostatically - extinguisher has been properly
retested. The hydrostatic retest shall be g th
conductaed within serviced and report all findings to the
the calendar year of the specifled test interval. In Executive Dlrector on a monthly
no case basis. :
shall an axtingulsher be recharged it ltIs beyond
its spaoifled
retest date. {For nonrachargeable fire
extinguishers, ses the
exception to 4-4.3, e ———e T
K 069 | NFPA 101 LIFE SAFETY GODE STANDARD K 069| K069 It is and was on the day of 02/18/11
. §8=D survey the policy of Hillto
Ceoking !ac!llﬂessare protected in acoordance for co{)kmgp faclitl es to l: e}:nLodge
ith 8.23. 18.3.2.6,
with 9.2.3. 19.3.2.6, NFPA 98' accordance with NFPA standards.
This STANDARF s not met %s ev{denced by: 1. The kitchen hood was hydrostatic
‘Based on interview and record review it was s : N
detormined the faollity failed to perform fﬁa;ed:}g?dlsdug t% date. g:he Service
hydrostatic tess for the kitohen hood system as provided by Sentry Fire on
rad. 02/11111.
ragu
';{belflndlr}gg lncludle: "
oview of the semi -annual kitchen hood system 2, The hood w:
maintenance records on 02/16/2011 at 10:52 AM, | i o eoc was checked by Senty
| revealed the last hydrostatic test for the kitchen proper working
hood system was performed In 1998, The condition, Seniry Fire will inspect
observation was confirmed with the Maintanance the hood for hydrostatic testing on a
Director, year!y basis.
Interview on 02/16/2011 at 10:62 AM, with the 3. The Director of Maintenance will
gnalntenancg Dx{;otor, rﬁvea;ed tlhe facﬂlty }d'nad ho maintain a log to ensure the hood is
coumented evidences that the kitchen heo ‘ ;
system had a hydrostatic test since 1988, checked and hydrostatic tested when
: ~ needed.
 Reference: NFPA 86 {1998 edition)
| 7-2.2.1 Automatic fire-extingulshing systems shaill
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NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, OITY, STATE, ZiP CODE '
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{%4) (D SUMMARY STATEMENT OF DEFICIENOIES ) PROVIDER'S PLAN OF CORRECTION _ L
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX _(EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) TAG . cnos&a&raaaggégégg%aAppnopnmrs DATE
K 069 | Continued From page 2 - Koso| , . -
be In-stalled in acoordance with the terms of thelr ?) To ens?r&ql‘zathty assura.:ll‘c e}:h ek
listing, the manufacturer's instructions, and the Irector of Maintenance will chee
following standards where applicable. the hood to verify it has been
' g)i:‘lFﬁAh‘li& Séantdard on Carbon Dloxide serviced properly and report findings’
xlinguishing Systems . o the Executive Director. This wil
(o) NFPA 17, Standard for Dry Chemioal Let:) ort ;‘; the QA meetin 1
Extinguishing Systems eporied 1o g
(d) NFPA 17A, Standard for Wet Chemical _annually.
Extinguishing Systems
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