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when leaving the room, she would remove the
PPE by the door and put it In the biohazard bag.
She stated she did-not wash her hahds in the
room prior to exiting, but would go directly to the
women's bathroom in the hall and wash hands.

Interview with LPN #3, on 03/20/12 at 2:30 PM,
revealed handwashing was done befare and after
care for Resident #8 in the shared bathroom (with
room D 17). She stated the aides also emptied
Resident #3's urine (from the urinal} into the
toilet. She confirmed, the resident in the other
room, Resident #13, was tolleted in this bathroom
by aldes. LPN stated this could be an infection
risk for Resident #13.

intérview with CNA #10, on 03/20/12 at 3:45 PM,
revealed when caring ‘or Resldent #8, she would
wash her hands In the shared bathroom. In
addition, she would empty the resident's urine
from the urinary drainage bag info the urinal and
empty the urine In the toilet and then rinse the
urinal with sink water and empty the remains from
the urinal into the toilet. She confirmed she did
not disinfect the sink or toilet afterward. CNA#10
also statad the resident in the next room,
(Resident #13) did use the tollet and washed
his/her hands in the sink. She stated this could be
an Infection control risk.

5. Review of the facility's infection control
program related to the tracking and trending of
infection surveillance data, and interview with the
Director of Nursing (DON)/Infection Control Nurse
(ICN), on 03/16/12 at 6:16 PM, revealed the
facllity tracked infections monthly through reports
of residents on antiblotics received from the
pharmacy. The DON/ICN stated the lab also sent
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a monthly report of any specimen cultures, if
dons, to identify the organism. However, she
stated she did not really [ock at the organism for
patterns of infection, but by type of infection itself
such as urinary tract infections (UT[s), and upper
resplratory infections (URls). Further interview
regarding where infections were acquired,
revesled she did not track if the Infections were
acquired in the facllity or outside the facility to
assist in tracking and trending outbreaks. She
stated, if they wers on antibiotlcs they were
counted as an infection on their data.

Further interview with the DON/ICN, on 03/15/12
at 5:15 PM, and review of the infaction control
brogram's survelllance data related to
identification and control of infections revealed
the facility analyzed infection data monthly and .
. | when a trend was identified she took actlons to
prevent further spread of the infection. Review of
the January 2012 and February 2012 infection
data revealed the facility had identified a trend of
UTL's (fotal-of 10 UTIs) and the action taken was
to review correct handwashing, glove changes,
and perineal-care with staff. However, further
‘Interview with the DON/ICN ragarding actlons
taken to prevent the epread of UTls, on 03/21/12
at 10:30 AM, revealed she had not preformed the
corractive actions listed to prevent the spread of
UTls and did not Inservice staff on preventive
measures such as proper perineal-care with staff,

8. Observation of a skin assessment and
dressing changs, on 03/14/12 at 1:20 PM, for
Resident #3 revealed LPN #2 removed the solled
dressing from the resident's gastric tube site, and
discarded the solled gloves. She then donned
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sscure the dressing. While waiting for staff to

new gloves and cleansed the resident's gastric
tube slte with a disposable wash cloth and
removed the solled gloves. LPN #2 then donnhed
new gloves and cut a4 x 4 guaze dressing fo
make a slit for the gastric tube, placed the
dressing directly on the resident's bedside table
and applied Double Antiblotic Qintment to the
dressing. LPN #2 then placed the dressing over
fhe gastrlc tube site and could not find the tape to

bring the tape into the room, LPN #2 palpated the
resident's feet as part of the skin assessment,
and then.taped the dressing fo the resident’s
gastric tube site.

When LPN #2 was questionad by the surveyor,
on 03/14/12 at 3:45 PM, related to the need to
wash hands after removing a solled dressing and
prlorto donning new gloves to cleanse the
gastric-tube site, LPN #2 stated there was no
drainage on the old dressing, s0 sha did not feal
her hands were contaminated. Further interview
revealed she did not think it was a problem to
place the new dressing directly on the bedside
table because the part of the dressing with the
ointment was facing up and not touching the
table, and that was the side of the dressing which
touched the resident's skin.. Continued Interview
verifled she did touch the resident's feet while
waiting for the tape, but-did not feel the need fo
wash her hands after fouching the feet and prior
to taping the dressing. She further stated she
had not been audited by the administrative nurses
on dressing changes.

Further obsetvation during the skin assessment
for Resident #3, revealed LPN #3 who was
assisting LPN #2 with the skin assessment,
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| the resident's groin area. However, stated she

touched and palpated the resident's feet, and
then removed the resident's solled attends. She
then touched the groin as part of the skin
assessment. Further.observation, revealed she
then removed the resident's shirt with the same
soiled gloves. Interview on 03/14/12 at 4:00 PM
with LPN #3, revealed she did not feel the need to
wash her hands and change gloves after
palpating the resident's fest and prior to touching

should have changed her gloves prior to moving
10 the rasident's upper torso and removing the
residenf's shirt.

Observation on 03/14/12 at 1:40 PM of a skin
assessment for Resident #1, revealed LPN #3
removed the resident's socks, palpated the feet,
and then without washing her hands, palpated the
grolinfvaginal area. Interview, on 03/14/12 at 4:00
PM, with LPN #3 revealed she should have
washed her hands after touching the resldent's
feet and priof to completing the skin assessment
of the groln area. She further stated she did not
think she had touched the vagina.

Interview, on 03/20/12 at 4:00 PM, with the
DON/ICN révealed the nurses should wash their
hands after removing a solled dressing and
should also wash their hands after palpating a
resident's feet and prior to palpating a resident's
groinfvaginal area. She alse stated a dressing
should not be ptaced on a bedside table without a
barrier under the dressing.

Obsarvation during medication pass, on 03/16/12
at 3:15 PM, revealed LPN #1 administered
crushed medications in applesauce with a spoon
to Resldent #7, threw the medication cup ip the
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trash and exited the room without washing her
hands. She then sef up and administered
medications to Unsampled Resident A. Interview,
on 03/16/12 at 3:20 PM, with LPN' #1 verified she
had falled to wash her hands befween
adminlstration of medications to Resident #7 and
Unsampled Resident A,

7. Review of the madica! record revealed the
facility admitted Resident #4 on 12/23/11 with
diagnoses which included Dementia, and
Diastolic Heart Fallure. Review of the Admission
Minimum Data Set (MDS) Assessmert, dated
12/30/11, reveated the facllity assessed the
resident 2% havirig moderate impairment In
cognitive skills for decision making.

Review of the Nurse's Notes, dated 01/04/12 at
8215 (did not deslignate If AM or PM), revealed
staff discovered head lics, treatment was given at
4+30 PM, the bed was washed and fresh linens
were applied. - Further review of Nurse's Notes
dated 01/08/12 at 1:00 AM, reveeled while
greoming the resident's hair, multiple nits were
found behind the ears and at the base of the
neck. The Note stated, refreated for lice, bed
was stripped and washed. Further review
revealed, the [aundry was kept separated and
washed alone and the resident was kept in
her/his room for meals.

Revlew of the facility's infection control programs
surveillance data related to idenfification and
control of infections revealed Resident #4's head
lice was niot noted on the data. Interview, an
03/20/12 at 10:00 AM with DON/ICN, revealed
she should have documented the pediculosis on
the tracking end trending log for the Infectlon

L
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contral data. She further stated no other
residents had padiculosis because all resident's “t
heads were checked both fimes Resident #4's,
head liée'was found,

8. Review of the medical record revealed
Resident #2 was admitted by the facllity on
09/01/01 with diagnoses which included history of
Cerebral Vascular Accident, Dysphagia,
Alzhelmer's Diseass, Dementia, Depression, and
Flaccid Hemiplegia Affecting Unspecified Side.

Review of the Quarterly Minlmum Data Sét .
(MDS) Assessment, dated 02/27/12, revealed tha
faullity had assessed the resident as nseding total
assistance with eating by one staff person.
Further review revealed the facility hau assessed
. | thie resident as having a swallowlng disorder
. which included loss of liquids/solids and holding

.| feod. '

‘Review of the Physician's orders dated 03/12,
revealed the resident was on a pureed diet and
may use a syringe for fiuids.

. | Observation, on 03/14/12 at 5:30 PM, revealed
.| CNA #4 was holding a ten (10) milllliter syringe
| and was observed to-touch the tip of the syringe
with her bare hand prior to putfing the syringe into
the rasldent's drink, althoyugh the syringe was
used to provide fluids orally to the resident.

Interview with CNA #4, on 03/15/12 at 4:55 PM,
revealed she did not remember touching the tip of
J the syringe with her hand prior to inserting it Info
the residents drink, CNA #4 further stated she
should not have touched the tip with her hand.
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{ the MR Coordinator would give the nurses a list

Continued From page 149

AM, revealed the CNA should not have touched
the tip of the syringe. She stated that was an
infection control issue because staff had
contaminated the syringe.

9. Review of the facility's Infection Control Policy.
titled Immunizations Protocol', undated, revealed
all residents will receive a TB (Tuberculosis) test
upon admission and annually.

Review of the mediceal record revealed Resident
#1 was admitted to the facility on 08/06/10 with
diagnoses which included Coronary Obstructive
Puimonary Disease, and Atrial Fibulation.

revealsd the facility administered a Tuberculin
Test (TB) on 08/05/10 and on 08/07/10 results
revealed a 0 milllmeter {(mm) duration, meaning a
negative result. Further review of the medical
record revealed an annual TB skin test was not
administered until 02/07/12, eighteen months
later.

interview with LPN #1 and LPN #8, on 03/22/12
at 10:30 AM, revealad the goal of the facility was
going to be to administer all resident's TB skin
test annually during the month of January. Further
interview revenled the current process was the
Medlcal Regords (MR) Ceordinator had a list and
when a resident’s annual TB skin test was due

and the nurses would be responsible for _
administering the TB test as well as document’
the test was given and results of the test on the
residént's Immunization Record located in the
resident's chart, as well as on the Medication
Administration record.
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Interview with the MR Coordinator, on 03/22/12 at
11:20 AM, revealed she kept a list of all residents |
In the facllity on a piece of notebook paper and
she would put the due date for each resident next
to the resldents name, Further interview revealed
she would periodically go through the list and
when the resident's TB test was due she would .
write the resident's name and due date on a litile
plece of paper and hand it fo whichever nurse
was working that day. Additional interview.
revealed that nurse would be responsible for
documenting on the MAR and the Immunization
record as to when the TB test was given and
read. Observation of the list on the notebook
paper, at that time, revealed githough Resident #
1's name was on the fist, there were no dates o
ndicate when the resident's test was glven or
-due. The MR Coordinator stated she must have
just missed documenting the due date on her
paper. : :

10. Review of the fecility's "Laundry Services"
Policy and Procedure, dated 2007, revealad clean
linen was not to come In contact with dirty linen.
in the laundry, dirty linen shouid be moved from
thie dirtiest to the cleanest areas as it was heing
processad. Further review revealed linens should
. ba washed using the equipment menufacturer's

- recomimendations for appropriate chemical mix
and water temperatures.

Observatlon of the laundry room, on 03/16/12 at
11:30 AM, revealed a dirty linen cart In front of the
washer which was across from and In close
proximity to the dryer. There was no segregation
noted between the clean and dirty laundry areas,
interview at that time with Housekeeper/Laundry
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Staff Member #1, revealed the laundry staff
loaded the dirty hamper from the shower room
into the dirty laundry bin and rolled it into the
laundry room. Interview, on 03/15/12 at 11:45
AM, with the Housekeeping/ Laundry Supervisor
revealed they had always parked the dirty faundry
hamper in front of the washer which was right
across from and in close proximity to the dryer
because it was a amall room and there was no
place else to place it. "

Further interview, on 03/15/12 at 11:45 AM, with
the Housekeeping/Laundry Supervisor, revealed
the staff did not take washing machine
temperatures and she would not know how to test
the temperature of the washing machine, She
stated maintenance kept a log of wash machine
temperatures and took the temperaiures monthy.

interview, on 03/15/12 at 12:00 PM, with the
Maintenance Director revealed maintenance did
not check wash machine temperatures and the
only routine maintenance in the laundry room was
to clean behind the dryers once a week,

(nterview, on 03/15/12 at 12:30 PM, with the
Executive Director revealed thers was no
separata room for the dirty laundry bins and the
clean basket and clean table did not come In
contact with the dirly laundry and linens. She
stated she was aware the laundry staff was not
taking wash machine temperatures and there
was no way to test the temperature of the wash
machine. She further stated the reason the
facility used the Shurguard product was because
they thought it would sanitize in any temperature,

Continued [nterview, on 03/15/12 at 1:20 PM, with
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(MRSA).

organism resistant to
Continued interview, revealed it would be
important for laundry personnel to know what
temperatures were reguired to kili organisms.
She stated she did not review Infection control
procedures with the laundry personnel and it was
the housekeepers responslbility to Instruct her
staff on infection control, Further interview

the Housekeaping/Laundry Supervisor revealed
when the automatic dispensers for detergent and
sanitizer were Installed, she was told by the sales
representative that the Shurguard Uttimate
‘Sanitizer sanitized in any water.temperature,
However, review of the refsrence shest for the
Shurguard Ultimate Sanitizer which the facility
used to sanifize coloréd clothes and colored
linens revealed the temperature must be a
minirum of ninety-five (95) degrees Farenheit to
be effective in killing multiple organisms including
Methicillin Reslstant Staphylococcus Aureus

Interview with the DON/ICM, on 03/16/12 at 6:16
PM; related to the facility's infection control .
program in addressing hous the facility monitored
thestransporting, and proopssing.of finens o
prevent the spread of Infertions, revealed ghe
was unaware the facility hid not been monitoring
water temperatures of the Jaundry. She stated,
the housekeeper should have made sure
termperatures were being recor
stated, the laundry staff were to make sure the
water was hot enough with the chemicals used to
kilt organisms, such as multi-drug reslstant
-organisms like Methicillin Reslistant
Staphylococcus Aureus ((MRSA) an organism
resistant to multiple antiblotics) and.
Vancomycin-resistant Enterococcus {(VRE} an
the antibiotic Vancomyein).

ded. $he further
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.| Phone interview, on 03/16/12 at 3:00 PM and

| Sanitizer required a minimunT of ninety-five (95)

 killing organisms, and. he had informed the
| Housekeeping/Laundry Supervisor of thls when

revealed she did not know what sanitizer was
used in the laundry, )

03/23/12 at 1:15 PM, with the sales
representative confirmed fhe Shurguard Ultimate

degrees Farenheit for the agent to be efféctive in

the system was instafled in 01/12.

14. Review of the facility's policy titled,
"Regulated Medical Waste Management"
revealad the purpose of the pollcy was to
decrease the potential of exposure to regulated
medical waste by appropriate management and
disposal. Further review revealed storage shall
be in a locked location which aifords protection
from animals, insects, and weather conditions;
and minimizes exposure to the public.

Revlew of the Centers for Disease Control and
Prevention {CDC) guidelines, revealed health
care facilities are to dispose of medical wasts
regularly to avold accumuiation. The.storage
should be Inaccessible to pests.

Ohservation of the solled utflity room, on 03/14112
at 5:00 PM, revealed there were two (2
housekeeping carts in the entrance inside the
room which had to be removed prior to entering.
An accumulation of seven (7) large boxes of
biohazard medical waste was noted in the floor
and stacked on fop of each other. Behind the
hoxes were shelves containing chemicals such
as Virex Disinfectant, Stride Neutral Cleanser,
Provon Hand Wash Soap, Hand Sanitizer,
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Bleach. There were also stacks of gowns and
towels which were enclosed in plastic. Mopheads
were also stored on the shelf. There was a floor
buffer and brooms noted In the floor in front of the
biohazard medical waste boxes, There was ho
segregation of the biohazard medical waste
boxes and the cleaning chemicals and
equipment,

Interview, on 03/14/12 at 5:15 PM, with the
DON/ICN, Administrator, and Executive Director,
revealed the biohazard pickup for the medical
waste was at the facllity the prior week, which
was 03/07/12; and they were contracted for
twelve (12) pick ups & year. Further Interview
with the Executive Director revealed she had
called the company again that day for another
pick up; however it could teke two (2) to three (3)
days for a pickup.once the company was notified.

Interview with the Director of Nursing
(DONYinfection Control Nurse (ICN), on 03/18/12
at 5:15 PM, revealed staff removed Personal
Protective Equipment after taking care of the
residents with MRSA and VRE and put them into
biohazard bags located in the residents’ rooms.
To remove the biohazard bags, staff donned
gowns, and gloves and tied upthe bags hefore
removihg them from the room. The bags were
then taken down to the solled utility room and

the solled utility room. Further interview, revealed
thi housekesping carts blocked the entrance to
thé solled utility room and the facility did not have
a process in place to keap staff from possibly
contaminating the carts to get to the biohazard
hoxes. She stated, staff washed-thelr hands aiter
they exited the solled utility room. Regarding the

placed in the blohazard medical waste boxes n .|
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observation of seven (7) blohazard boxes
observed to be n the room, the DON/ICN stated
they had increased the pick up by the biohazard

waste company. However, she would consider
the rumber of hoxes in the room to be an
accumulation of waste. Further Interview with the
DON/CN regarding pest control revealed she did
.ot thini insects could getinto the bichazard

1 boxes.

Observation on 03/16/12 at 7:16 PM, revealed
there were still seven (7) large boxes Jabetad
piohazard medical waste in the soiled ufility room.
Further observation revesaled the
Housekeeping/Laundry Supetvisor opened a
partially taped biohazard box that was located in
the solled utllity room. Two flyling insacts were
observed 1o be flying around Inslde the box which
contained a closed rad blohazard bag. Interview
with the Housekeeping/Laundry Supervisor at the
Hime of the observation, revealed the biohazard
box contained biohazard medical waste such as

| gowns, gloves, and masks that had been used by |.
staff caring for residents with infections.
Continued observation revealed a flying insect
flew out of the box and to the hopper splcket
which was In the solled utility room. Further
interview with the Housekeeper/Laundry
Supervisor at the time revealed the spicket
dispensed water mixed with various cleaning

chemicals that housekeeping staff poured into
their cleaning buckets, She stated the flying
insects had been in the bullding foraweek ora
woek and a half prior to the survey.

Observation. on 03/16/12 at 10:20 AM, of the
solled ufility room revealed there was still seven
(7) large boxes labaled biohazard medical waste
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and flying Insects were noted flying around the
1 room.

Observation of the soiled utllity room, on 03/17/12
at 3:40 PM, revealed there were {hree (3) boxes

| labeled blohazard medical waste. Interview at the
time with the Housekeeping/Laundry Supervisor,
revealed the company caime the day before and
removed the previous boxes. She stated the
facility told the company they would need to come
more often and at least once per week. ..

12. According 1o the Genters for Disease Control
and Prevention (CDC) guidelines, insects can
.sepve as agents for the mechanical transmission
afimicroorganjsms, or as active-participants in the
disease tranamission process by serving as a
vector. : :

Réview of the facility's "Pest Control" Policy,
revealed the facility was to have a pest control
contract that provides frequent treatment of the
environment for pasts, which would allow for
additional visits whan a problem was detected.
Further review revealed there was fo be
emphasie on the pest control program in the
kitchen, cafeterias, laundries, and other areas
prone to infastation. Monitoring of the
environment was fo he done by facility's staff and
pest control problems were to be reported
promptly to the contractor.

Ohservatlon of the employee break room, on
03/43/12 at 11:00 AM, revealed flying insects
around the table and sink areas. Further™ -
ohservation during the survey from 03/13/12
through 03/29/12 revealed the flying Insects were
stili noted In tha employee break room.
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Observation, on 03/17/12 at 4:10 PM, in the
Kitchen revealed flying insects around the prep
table in the middle of the kitehen and the flying
insects landed on the prep table. Observation, on
03/20/12 at 9:45 AM, revealed flying Insects
around the large trash can olitside of the dish
tnachine area. Interview with the Dietary
Manager at that time revealed the flying insects
had been in the kitchen for two (2) to three {3
weeks and the pest contro! exterminator was in
the building last wesk.

Observation of the resident dining room on
03/26/12 at 4:30'PM, revealed there was & flying
insect-flying around the vending machine.

Interview, on 03/46/12 at 11:50 AM, with the
Maintenance Director revealed the problem with
the “gnats" just started and the exterminator
camie Ih on a regular basls monthly and was
called on 03/14/12 to come to the facility related
to the "gnats".

Interview, on 03/17/12 at 10:00 AM, with the
Executive Director revealed the facillty had a pest
contro! contract and was serviced monthly. She
stated the facllity could also call the company
hetween visits If problems were noted, She
further stated the facility became aware of tha
fruit fiies on 03/13/12 which was the first day of
the survey and the exterminator was there the
same day.

Interview, on 03/23/12 at 11:60 AM, with the
owner of the pest control company which _
serviced the facility, revealed the company was
first notifled of the flying insects which were
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actualy "fruit flles" on 03/13/12 when a service
technician was sent to the facility; however, could
not find the source of the frult flies. He further
stated he was called by the facility on 03/16/12
related to the fruit flies, and he cama to the facility
himself. e stated he discovered the source
which was the dish machine in the kitchen.
Fyrther interview revealed there was water
standing on the floor under and behind the dish
machine and there was fifteen (15) to fwenty (20)
fruit flies flying around the dish machine and the
trash can which did not have a Iig and was in
close proximity of the dish machine. e informed
the facillty of his recommendation to clean the
kitchen floor under the dish machine, wash the
kitchen walls, and obtain & lid for the trash can:
He further stated standing water and food
particles were a source for frult flles. Continued
interview, revealed he had racommended an
enzyme to be placed down all the drains and in
the mop water. He stated, if the source and
environment for the fruit flies was sliminated, they
would not be able to survive. He futther stated,
srult fiies was not really a concern for the pest
control company, but more of & sanitation
problem,

Review of the Pest Control involce, dated
03/16/12, revealed a service cali for fruit fliss.
The Invoice indicated there was an inspection of
all bathrooms, laundry room, soiled ufility room,
and kitchen. Further review of the Involce
revealed the dishwasher area in the kitchen had
standing water underneath. The
recomrmendations included cleaning and drying
out the floor.

Further Interview, on 03/23/12 at 12:00 PM, with
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Inferview, on 03/23/12 at 3:60 PM, with Certiflad

the Maintenance Director revealed the pest

control exterminator came in for their regutar
monthly visit on 03/13/12 and that was the first
time he notifled the axterminator of the fiying
insects. He stated staff had notified him of the
fruit flles for the first ime on 03/13/12 and he had
not noticed them untl that date. Continued
Interview revealed, on 03/16/12, the owher of the
pest control company came to the facility and
walked around the entire hullding. The .
exterminator found water standing In the kitchen
floor under the dish machine and found molsture
behind the rubber naseboard around the wall
near the dish machine. He stated he was unsure
where the water was coming from but could not
find a leak with the dish machine. Further

interview verified the frash can in the Kitchen near
the dish machina had no Ild, and a jid was bought
fo fit the trash can. Continued interview, revealed
the owner of the pest conirol company had '
recommended an enzyme to be put down all the
drains in the building and he had done thaton
03/18/12 and had since noted an improvement:
with the fruit fliss.

Nursing Assistant (CNA) #11 ravealed the flying

insects had been a problem for months and she
had seen them in the employee breakroom,
resident rooms, and the dining room.

interview, on 03/23/12 at 4:00 PM, with the Office
Manager revealed she had noticed the flying
insects in the building ahout a month before the
survey started.

Interview, on 03/23/12 at 4:00 PM, with CNA #5

revealed she had noticed the flying Insects in the
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103/13M2 at 10:45 AM untll 11:00 AM, revealed

| attends directly on the floor. Resident ,
Jsavni-private bathroom. D17 had two (2) urlnals

-1 thw trash can and a wash pan was noted on the -
1 12:30 PM, reveated an unlabeled smesis basin

1 D33: Observation, on.03/14/12 at 4:30 PM,

 Continued From page 160

employee break room for at least a couple of
menths. .

Interview, on 03/25/12 at 4:.02 PM, with Dietary
Alde #1 revealed she had noticed the flying
insects in the kitchen, and dining room for the
past couple of months.

Intorview, on 03/28/12 at 4:04 PM, with Dietary
Cook #2 revealed she had noticed the flying
insects everywhere including the kitchen, dining
room and resident rooms for at least two (2) to
three (3) months.

43. Observation on environmental tour, on

the hall storage room had two (2} packages of

. which were undated and untabeled hanging on
‘hathroom floor, Observation, on 03/13/12 at
on the back of the tolletin resident hathroom
revealed restdent semi-private bathroom room
D11 had a toothbrush which was uniabéled on

the back of the toilet. Interview, on 03/23/12 at
4:30 PM, with the DON/IGN revealed supplies .

" toothbrushes should be labsled and kept with the

such as attends should not be directly on the
fioor. Further interview revealed urinals should
be labeled and not be left in semi-private
bathrooms, wash pans and emesis basins should
he labsled and should not be in the ficor or in the
sami-private bathrooms. She further stated

resldent's tollstries.

F 441
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" | packaging, Further observation revealed suction

44. Observation of the crash cartinthe
employee break room, on 0374810 at 10:00 AM,
revealed four {4) tee shirts which were on fhe
second shelf, a face mask which was
unpackaged, and two (2) rebreather masks which
were not maintained as evidence of tears in the

tublng with an expiration date of 2011, Interview,
on 03/23/12 at 4:30 PM, with the DON/ICN
revealed the staff had been told not io put
anything on the crash cart and she would remove
the tee shirts. Furiher interview revealed the
expired supplies would nead to be removed and
she would replace the masks which were not
packaged properly. .

15, Observation on environmental tour, on
03/13/12 at 10:40 AM, revealeul a stack-of folded
mechanical 1ift slings neatly folded on the tollet
next to the sink in the showar foom. Interview at
the tima with CNA #8 revealed she had placed
the slings on the sink and they may have fell on to
the tollst. She confirmed the slings had been
taundered and were fo be placed in the clean
linen closet. Further observation revealed a box
of disposable underwear (Tena pads) on the
shower room floor. Interview with the DON, who
was in'the shower room at the time, revealed the
Tena pads should not be on the floor and the
taundered slings should never have baen placed -
on the, tollet due to Infection control Issues.

16. Observation of the medication room, on
03/15/12 at 9:30 AM, revealed a box of Sodium
Chloride vials in a box on the fioor and a box of
urinary specimen cups in a box on the floor.
Further observation.of the medication room
revealed an intravenous { IV) tubing set with an
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expiration date of 2009 and a uitraharte vaive 1V
connector with an expiration date of 2009 ina
drawer. There was also a bottle of Hydrogen
Peroxide which was open and undated on top of
the treatment cart available for tse In the
medication room. Interview, on 03/15/12 at the
time of observation of the medication room with
LPN #3, ravealed the boxes of supplies shotld
not be stored on the floor and the IV supplies
should be removed from the room duse to
expiration. Continued interview revealed she was
unsure how long the Hydrogen Péroxide was :
gdod to use after opening; however, she would vt
need to throw the bottie away because it was not :
dated when opened.

The facility's failure to establish and maintaln an
infaction control program designed to provide &
safe, sanitary and comfortable anvironment in
order to prevent the development and .
transmission of disease and infection was likely to
cause serious injury, harm, impairment, or death.
Immediate Jeopardy was identified on 03/16/12
and determined to exist on 03/16/12.

The facllity. provided an acceptable credible
Allegation of Corfipllance (AOC) on 0372312 with
the facility alleging removal of the Immediate
Jaopardy on 03/17/12.

| A review of the facliity AOC revealed the
following: :

1. Upon retum of Resldent #5 with the Infectlon
to the facility, the roommate was encouraged to
change rooms. On 03/15/12 at approximately.
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required. The Housekeeping Supervisor will daily

| sink, and sink handles) with Virex/Oxivir and

11:45 AM, the ED spoke with the resident
involved via cordiess phone to explain potential
risks related to staying in the room with the
resident who had an infection. The resident,
refused to change rooms and staff sducated the
resident on the potential risks.

2. The facility had the company they contract
with for medical wasta removal pick-up on
03/7/42, 03/16/12, and on 08/21/12. The waste,
was bagged and boxed according to state and
faderal guidelines. The storage aréa was
re-arranged, with all clean produicts covered to
prevent contamination as part of the facility's
on-going QA program, the Housekeeping
Supervisor will daily (Monday through Friday)
monitor the amount of medical waste present and
will alert the ED if an additional pick up is

(Monday through Friday) monitor the storage area

to ansure clean products are covered to prevent
contamination, On the weekend, the charge
nuree wiil assume this responsibility.

3. The staff was instructed in an inservice held
on 03/16/12, to clean all hard surfaces {tollets,

allow one minute wet time before wiping clean.
The Virex/Oxivir was kept In a locked metal hox
under the resident's sink In the bathroom of those
resident's in isolation. A competency check off
was immediately done for all staff members,
{nursing, housekesping, and therapy); these staff
were observed and deemed compatent by the
DON or charge hurse, before providing care to
residents in lsolation.

4. All residents were monitored for signs and
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symptoms of infection on an ongolng basis,
ufilizing the Interact two (2) programs, which
Inchides the early warning tool that was utilized by
all staff to identify any change In residents'
condition, including signs and symptoms of
infaction, ‘

5. An in-gervice was conducted on 03/18/12 by
the Licensed Nursing Home Administrator
(LNHA) and the DON, reviewing isolation
precautions, VRE, MRSA, donning and removing
of PPE, hand waghing, cleaning the environment
surfaces (sink, commode, and faucets) with
Virex/Oxlvir and & contéct time of one (1) minute
prior to wiping. Staff in attendance of this
in-servica was all nursing staff, housekeeping,
maintenance, administrative staff, and contracted
therapy staff except for one LPN who was on
vacation, who will be in-serviced and competency
tested prior to returning to work.

8. The DON or charge nurse will monitor hand
washing, donning and disrobing of PPE, cleaning
hard surfaces, and a wet timie for cleaning at '
least once per day for the next ninety (90) days
and then weekly thereafter if a resldent requires
isplation. Any Issues identified will bé reviewed
with the LNHA and the Medical Director, and in
foturn taken to the QA committes to develop an
action plan for any identified issues identifled.

The surveyors validated the corrective action
taken by the facility, prior to exit on 03/20/12, as
follows: :

“Interview with the Resident af;B on 03/27/12 at
10:00 AM, revealed staff had encouraged him/her
to change rooms related to the risk of exposure to
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infection and he/she did not want to change
rooms, :

*Qbservation, on 03/26/12 at 4:00 PM, revealed
four'(4) boxes of medical waste stored in the
soiled utllity room, after being bagged and placed
In a box, and sealed with tape and clean supplles
they were covered with plastic. Interview with the
Housekeeping Supetvisor, on 03/27/12 at 10:00
AM, revealed she monitors the amount of medical
waste ona daily basis (Monday through Friday},
and if the facility needs to add an additional pick
up she is to alert the ED. Further interview with
the Housekeeping Supervisor revealed she was
also.to monitor the: storage grea to ensure clean

.| products ware covered to prevent contamination;
this:was to be donaon a dally basis (Monday
through. Friday). (n the weekends, the charge
nurse was to moniior these areas. Review of the
monltoring documantation velidated that the
Housekeeping Supsrvisor was monitoring as
alleged. ' .

*Interview with the DON, on 03/27/12 at 3:00 PM,
revealed all staff had to demonstrate a return
damonstration of cleaning hard surfaces before
providing care for residents in isolation. She
further stated the key to the lock box's which
contained the Virex/Oxivir was placed on the key
ring carried by the licensed nursing staff and
bafore entering a resident's room who was in
isolation, staff were to notlfy the licensed nursing
staff for the key to the lock box. Review of the
staff check off sheet for the return demonstration
revealed all staff had heen checked off by the
DON or the Charge nurse by 03/16/12,

*Review of the Interact two (2) form revealed staff
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| content and sign-in sheet revealed on 03/16/12

in=service but would be in-serviced before allowed
| to return to work. Revlew of the in-service,

Continued From pagde 166

was educated on 03/27/12 on the signs and
symptoms of infections listed, along with early
warning signs of infection, Interview with the
DON, on 03/27/12 at 3:00 PM, revealed the
Interact two (2) forms were the facllity's tool used
by all staff if they noticed a change in the
resident. Visltors were shown the form and
encouraged to utllize it If they noticed a change in
the resident.

*Interview with the DON, on 03/27/12 at 3:00 PM,
and review of the in-service documentation

she and the LNHA conducted an in-service with -
all nursing gtaff, all housekeeping staff, all
mainfenance staff, all administrative staff, and all
contracted therapy staff with exception of one
LPN which was on vacation at the time of the

revealed the facility had in-serviced staff on
isolation precautions, VRE, MRSA, donning and
disrobing of PPE, hand-washing, cleaning the
environmental surfaces with Virex/Oxivir, and a
contact time of one (1) minute prior to wiping and
all staff had to do a return demonstration of the
skill before they were able to provide care for the
resident's. Interview with the Housskeeping
Supervisor, on 03/27/12 at 10:00 AM, interview
with Housekeeper #1, on 03/27/12 at 10:30 AM,

interview with CNA #10, on 03/27/12 at 11:15 AM, |

interview with CNA #3, on 03/27/12 at 11:30 AM,
Interview with LPN #8, on 03/27/12 at 1:30 PM,
Interview with LPN #1, on 03/27/12 at 1:45 PM,
Interview with LPN #3, on 03/27/12 at 2:30 PM,
interview with CNA #2, on 03/27/12 at 2:45 PM,
Interview with CNA #5, on 03/27/12 at 3:30 PM,
interview with Maintenance Supervisor, on

F 441
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03/27/12 at 4:30 PM, interview with CNA#3, on
03/27/12 at 5:00 PM, revealed staff had attended
the In-service, and was knowledgeable of the
materlal covered in the in-service.

- 1 vObservatior, on 03/27/12 at 4:00 PM, revealed
| ataff entering a resident's room who was in
isolation. Staff was observed to don PPE and
after she provided care to the resident, she
disposed of her PPE in the resident's trash can
and washed her hands prior to exiting the
resident's room. .

"Interview with the DON, on 03/27/12 at 3:00 PM,
revealed as part of the on-going QA prograr,
hand washing, donning and disrobing PPE,
cleaning of hard surfaces, and wet time for
cleaning will be monitored at least once per day
for the nextninety (90) days and then weekiy
thereafter by the charge nurse or herseif., She
further stated any issues (dentlfied were raviewed
with the LNHA and the Medical Director, then the
concem will be addressed with the QA conimittee o
and in turn develop an action plan for those F469

- | concerns identified. - It is and was the policy of Hilltop
F 469 | 483.70(h)(4) MAINTAINS EFFECTIVE PEST F 468| Lodgeto maintain an effective pest

S8=E CQNTROL PROGRAM control program so that the facility is
The facility must maintain an effective pest ' free of pests and rodents.
control program so that the facility is free of pests
and rodents. 1. No residents were affected by the

, {ruit flies and medical waste.
9. The fruit flies were treated on the

This REQUIREMENT is not met as evidenced following dates: 3/13/12; 3/16/12
bY: ' : and medical waste pickups were on
Based on observation, interview, record review, 3/7/12: 3/16/12; 3/21 112, All medical

FORM CMS-2667(02-00) Previous Verslons Obeolete Evant ID:EOKXA1 Facllity {D: 100018 \f continuatlon sheet Page 168 of 221



- PRINTED: 04/19/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO..0938-0391 -
TATEMENT OF DEFICIENCIES (X1) PROVIDER/SURPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ND PLAN OF CORREGTION IDENTIFIGATION NUMBER: : GOMPLETED
A, BUILDING
_ 185307 B, WING - 03/28/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- 624 EAST HIGH STREET, P O BOX 669
HILLTOP LODGE _ OWINGSVILLE, KY 40380
XD | SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION *6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
, : , : DEFIGIENCY)
: wastes are bagged, boxed, and stored
F 468 | Continued From page 168 F 469| according to state and federal

‘review of Cénters for Disease Control and guidelines. All areas of the facility

Preventlon (CDC) guidslines, and the facllity's amin . :

policy, it was determined the facility failed to _ have been ex: ed and treated per |

ensure there was an effective pest confrol * - : the pest control contractor.

program. in order for the faciiity fo be free of e T .

pests. 3. Maintenance will continue to

« | Observation in the kitchen revealed flying insects ‘| monitor the facility for fruit flies and
were flying around the large garbage can outside treat them as needed. Medical waste
the dish machine area. Further observation is being removed from the facility on

reveajed a fly landed on the food preparation”

table adjacent to the trash can. a toutine scheduled basis. The

maintenance director accompanies

Observation further revealed flying insects were the pest control company on facility
noted to be inside and around a medical waste ' rounds. A log is completed any time |
box which contalned a biohazard bag of medical that pests are noted in the facility.

waste from residents with known diagnoses of

Vancomycin Resistant Enterococcus (VRE) and An inservice was conducted with all )

Mathicillin Reslstant Staph Aureus (MRSA) licensed staff on 3/16/12 which

tocated In the Soiled Utiity Room. discussed medical waste disposal this
: . was done by Stacey Richardson,

Additionally, observation revealed flying Insects-in [ NHA, and Marcia Stamm, RN,

the employes break room. Interviews with staff -
revealed the flying Insects had besn in the facllity
for months. However, there was no documented

! Iy sy [ . *
evidence the pest control program had targeted 4. As part of the facility’s ongoing |

the infastation of flying insects untll after the start quality assurance program t.he _
of the Relicensure and Recertification Survey on housekeeping supervisor will daily
1031312 (Monday through Friday) monitor

the amount of medical waste presenti

The findlings Include: and will alert the Executive Director

According to the Genters-for Diseese Gontrol and if an additional pick up is required. |
Prevention (CDC) guidelines, Insects can serve . Daily the Maintenance Director will’

as agents for the mechanical transmisslon of monitor the buildings for fruit flies i
microorganisms, or as active participants in the h 0d dth |
-dlsease transmission process by serving as a (for the next 10 days) and then. |
vector. . _ weekly thereafter to monitor with
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Review of the facllity's."Pest Controf* Policy,
revealed the facllity was to have & pest confrol
contract that provides fraquent treatment of the
environment for pests, which would allow for
additional vislts when a problem was detacted.
Furiher review revealed there was to be
emphasis on the pest control program in the
Kitchen, cafeterias, laundrias, and other areas
prone fo infestation. Monitoring of the
anvironment was to be done by facillty's staff and
pést control problems were to be reported
promptly to the contractor.

Raview of the facility's "Regulated Medical Waste
Meinagément” policy, dated 2012, revealed
storag: shall be in a locked location which affords
pfotection from animals, Insects, and weather
conditions; and which minimizes exposure to the
public.

Intervigw, on 03/17/12 at 10:00 AM, with the
Exetutive Director revealed the facllity had a pest
control contract and the fagility was gerviced
monthly by the contracted company. She stated
the facility could also call the company between
visits if problems were noted.

Observation, on 03/15/12 at 715 PM, revealed
there were seven (7) large boxes jabelad
biohazard medical waste in the soiled utillty room.

partially taped blohazard hox that was located In
the soiled utility room. The box was partlally
taped with masking tape and not fully sealed.
Two flying ingects were observed to be flying
around In the box which contained a closed red
bichazard bag.

The Housekeeping/Laundry Supetvisor opened a |

Fagg| facility for pests. This process will

be ongoing.

—————
JE——

5. 3/30/12 3/30/12
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| stated the flying insects had been in the bullding -
 for @ week or a week and a half prior to the
| survey.

| Obsérvation, on 03/16/12 at 10:20 AM, of the

Ihterview, on 03/23/12 at 4:00 PM, with the Office

Continued From page 170

Interview with the Housekeeping/Laundry
Supervisor at that time of the observation
revealsd the biohazard box contained blohazard
medical waste such as gowns, gloves, and
masks that had been used by staff caring for
residents with Infections, Further observation
ravealed a flying insect flaw out of the box and to
the hopper spicket which was in the soiled utillty
room. Continued inferview with the
Housekeeper/Laundry Supervisor at the time
ravealed the spickat dispensed water mixed with
varlous cleaning chemicals that housekeeping
staff poured into their cleaning buckets. She

soiled utility room revealed there were still seven
(7) large hoxes labeled biohazard medical waste
and fiying Insects were noted flying around the
room. .

Interview, on 03/23/12 at 3:50 PM, with Certlfled
Nursing Assistant (CNA) #11 revealed the flying
insects were everywhere including the amployes
breakroom, resident rooms, and the dining room.
She stated they had been a problem for months.

Manager revealed she had seen the flying insects
in the bullding about a month befors the survey
started and the past control company a8 well as
maintenance had been working on the problem.
She stated the bugs were much better now since
the survey started. .

F 460
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Observation, on 03/17/42 at 4:10 PM. in the
kitchen revealed a flying insect around the prep
tabla in the middle of the kitchen. The flying
insect landed on the prep table and Cook #2
thotioned the insect away. Observation, on
03/20/12 at 9:46 AM, revealed flying insects
around the large trash can outside of the dish
machine area. Interview with the Dietary
Manager, at that time, revealed the flying Insects
had been In the kitchen for two (2) to three (3)
waeks and the past control exterminator was in
the building last week. Interview, on 03/20/12 at
9:50 AM, with Dietary Alde #2, revealed the flying
insects had been In the kitchen for three (3) to
four (4) weeks and the exterminator had been in
the past week and told staff to dry out the floor
mats which were on the Kitchen fioor in the dish
machine area.

interview, on 03/23/12 at 4:02 PM, with Distary
Aids #1 revealed she had seen the flying insects
in the kitchen, and dining room for the past
couple of months.

Interview, on 03/23/12 at 4.04 PM, with Dietary
Cook #2 revealed she had seen flying insects
averywhere including the kitchen, dining room
and resident rooms for at leasttwo (2} to three (3)
months.

Interview, on 03/16/12 at 11:60 AM, with the
Malntenance Director revealed the problem with
the flying insects just started and he had ordered
ah enzyme which he received 03/14/12, to put
down all the drains in the building which he
racelved 03/44/12. He further stated the
exterminator came in on & regular basls monthly
and was called on 03/14/12 to come to the facllity
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related fo the flying insects. He stated the
exterminator told him to use bleach to pour down
the drains; however, he did not want to use

bleach dus to the fumes.

Observation of the employee break room, on
03/13/12 at-11:00 AM, revealed flying Insects
around the table and sink areas. Further
observation during the survey from 03/1 Mz
through 03/29/12 revealed the flying insects were
stlll In the employee break room. '

Interview, on 03/23/12 at 4.00 PM, with CNA #5 : :
revealed she had seen the fiylng insects in the
employes break room for at least.a couplé of
months.

Observation of tha resident dining room on
.1 03/26/12 at 4:30 PM, revealed there was a flying
insect flying around the vending machine,

Interview, on 03/23/12 at 11:60 AM, with the
owner of the pest contro! company/contractor
which serviced the facility, revealed the company
was flrst notifled of the flying insects which were
actually "fruit files” on 03/13/12, He stated a
service technictan was sent to the facility,
however, could not find the source of the fruit flies
and no recommendations were meds. Further
interview, reveated he was called by the facility on
03/16/12 related-to the fruit flies, and came to the
facility himself and checked the building.
Contlhued Interview revealed, the contractor
found the source which was the dish machine in o
the Kitchen. He stated there was water standing :
on tha floor under and behind the dish machine.
Continued Interview revealed there was fifteen
(15) to twenty (20) fruit flies flying around the dish
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* | the flying Insects for the first time on 03/13/12 and

machine and the trash can which did not have a
lid, and was located near the dish machine. = -
Further intetview revealed his recommendation
was for the facilify to clean the kitchen floor under
the dish machine, wash the kitchen walls, and
obtaln a lid for the frash can. He further stated,
standing water and food particles were a source
for fruit fiiles. Continued interview, revealed he
had recommended an enzymes to he placed down
all the drains and in the mop water. The
contractor stated, if the source and environment
for the fruit flies-was aliminated,-they would notbe
able to survive, Further inferview revealed frult
flies was not really a concern for the pest control
company, but more of a sanitation problem.

Review of the Pest Control invoice, dated
03/16/12, revealed an extra service call for fruit
flies. The involce stated there was an inspection
of all bathrooms, laundry room, soiled utility room,
and kitchen. Further review revealad the
dishwasher area-in the kitchen had standing
water underneath. Recommendations included
gleaning and drylng out the floor.

Interview, on 03/17/12 at 10:00 AM, with.the
Executive Director revealed the facllity became
aware of the flying Insects on 03/13/12 which was
the first day of the survey and the exterminator
was there the same day.

Further interview, on 03/23/12 at 12:00 PM, with
the Malntenance Dirsctor, revealed the pest
control exterminator came in for their regular
montily visit on 03/13/12 and he notifled the
exterminator of the flying insects then. The
Malntenance Diractor stated he was nofifled of
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had not hoticed them unil that date, Further
interview revealed, on 03/16/12, the owner of the
pest control company came to-the facility and
walked around the entire building. He stated the
exterminator found water standing In the Kitchen
floor under the dish machine and found maisture
behind the rubber baseboard around the wall '
near the dish machine. Continued interview,
revealed he was unsure where the water was
coming from but could not find a’leak with the
| dish machine. Further interview, verified the
trash can in the kitchers near the dish machine
had.no lid, and a lid was bought to fit.the trash
can. Continued intarview revealed the owner of
the pest control company had recommended an
enzyme to be put dows all the drains inthe -
bullding and he had done thaton 03/18/12 and
{ had since noted an lmprovement with the flying
linsects. o
F 490 | 483.76 EFFECTIVE F 490| F490
§8=K ADMINISTRATION/RESIDENT WELL-BEING It is and was the on the day of survey
A facility must be administered in 2 manner that the po‘hcir of Hﬂltgp tI;loch_e to t
enables it to use lts resources effectively and effectively mauntain the ighes
sfficlently fo attain or maintain the highest practicable physical, mental, and
practicable physical, mental, and psychosocial psychosocial well-being of each
well-being of each resident. ‘ resident.
: 1. Policies and procedures related to
“This REQUIREMENT is not metas evidenced infection control, waste
by: _ . ' nt
Basad on observation, interview, record review, # illlaanalg)emer.lt, f‘md lgb I:ntﬁliggeme
review of the Centers for Disease Gontrol and ve been reviewed with license
Prevention (CDG) guldeiines, and review of the staff. Those residents receiving
facllity's policles it was determined the facillly's anticoagulant therapy and those
Administration failed to ensure the facility was diagnosed with CHF and being
administered in a manner‘that enabled It to use . reviewed daily to ensure appropriate
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SUMMARY STATEMENT OF DEFICIENGIES

its resources effectively and efficiently to attain or
maintain the highest practicable, physical, or
psychosocial well-being of each resident. The
facility's Administration failed to have an effective
system in place to ensure programs and policles
and procedures ware implemented.

The facility's Administration falled to establish and
maintain an infection control program designed to
provide a safe, sanitary, and comfortable
environment In order to prevent the development
and transmission of disease and Infection as
evidenced by the facility fafling to have an
effective system to track and trend infections for
causative organisms and to specify if infections
were community or facility acquired infections, :
The facility-feiled to ensure residents were [
promptly treated with antibiotics for muiti-drug |
reslatant Infections, and placed in isolation as per
facllity policy. Resident #8 had a urine culture
collected on 02/16/12 which Identified growth of
Vancomycin Resistant Enterococcus (VRE} on
02/18/12. However, the facility failed to recognize
and treat the resident with antiblotic therapy untit
a sacond urinalysis was collected which identifled
the sarne organlsm on 02/20/12. Resident #5
was iImmuno-suppressed related to a dlagnosis of
Diabetes; however, Resident #5 shared a room
with Resldent #8-who had a known diagnosis of
VRE (urine) and was in Contact |solation. The
facility failed to ensure staff was knowledgeable
related to hand hygiene for residents in Contact
Isolation. Additionally, the facility Administration
failed to ensura the Infection Control Nurse
provided oversight relatad to the handling.and/or
processing of linens/clothing to prevent the
spread of Infection, disposal of medical wasts,
hand hygiene, and proper infection control

was transferred from the facility on
3/28/12. The Administrator will
enforce all policies and procedures
related to the alleged deficient
practices. The Administrator is
involved in the facility's Quality
Improvement process.

9. All resident records of those who
have a diagnosis of CHF and other
residents with chronic conditions
which would require ongoing
monitoring have been reviewed to
ensure appropriate care is being
provided. The Administrator was
actively involved in the process of
reviewing all resident records and
approved corrective action plans.

3. An inservice was conducted on
March 28, 2012 at 5:00p.m. to
veview signs and symptoms of CHF
and physician notification of weight
changes of 5 percent in 30 days and
10 percent in 180 days (gain or loss).
The inservice was be conducted by
Stacey Richardson RN, BSN,
INHA. All licensed staff were in
attendance, with the exception of two
LPNs which work other jobs. These
two LPNs were inserviced prior to
returning to work on Mareh 31, 2012

(X4) D ) PROVIDER'S PLAN OF CORREGTION %6)
PREEIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG GROSS-REFERENGEQ TO THE ARPROPRIATE DATE -
DEFICIENCY)
o ———— Lyl — A Y -
_ . - | Gare is being provided. Resident #I9
F 490 | Continued From page 175 . F 400
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foﬁt"[]ujd Fr]‘o?q dp?ge 1_-‘;6 ; tact ,F 490 A dministrator conducted the above

echnlgue related to residents on contac . . . . .

isolatlon. The facility failed to ensure there was an ms?,rwce_. The Ad'xmmst;at.cﬁ‘ 15.

effactive process for tracking and trending of aCUV?IY involved in the facility’s

causative organisms of infections and communlty Quality Improvement Program. to

or facility acquired Infections. (Refer to F-441) 1 ensure corrective action is taken and

The facility falled to have an effective system in sustained.

place to ensure care and services were provided e )

.| based on resident assessment and the 4. As part of the facility’s on-going
comprehensive plan of care, Residant #1's Quality Assurance prograimn the
g%yiﬁil%r:_:ﬂsez;c;;“?Oigcée;s;ez\;?yoggagi: from Administrator or Executive Director
01/06/12, On 01/08/12, Resident #1's Physician (Monday through Friday) and the
ordered the resident to be given 50 mg Levaquin charge nurse (Saturday ?ﬂd Sunday)
everyday for flve (5) days. The pharmacy notified will daily review all resident charts
the facility of a potential drug interaction with of those individuals who have a
Coumadin and Levaquin for Resident #1, on \ .

01/08/12, with recommendations to monitor INR diagnosis of CHF to ensure proper
and watch for bleeding. There was no evidence care and services are being provided.
the facility notified the Physician of the These audits will be performed for
pharmacy's recommendations in order for the the next 90 days and then weekly
Physician to make a decision to alter treatment. :

On.02/01/12 at 12:00 PM, Resident #1 told the thercafter. Signs and S?’Ié‘gt"ms cl’lf
Director of Nursing (DON) hefshe passed some CHEF are being monitored for eac
blood In hisfhar stool. There was no evidence the resident and their plan of care is
facility immt?dlatelé notified the I;ﬂysioianrrAM being followed. The Administrator
assessed the resident. On 02/02/12 at 8:10 AM, : Cp— i ilv to ensure
Regident#1 was sent to the hospltal via Erewewmgt alédfs drﬁly ogits will
ambulance, ‘and required 10 mg of Vitamin K by ey are up to date. 1he au s will
slow Intravenous (IV).infusion in the emergency be completed as outlined in the plan
room and four {4) units of Red Blood Cells of correction and monitored by the
(RBC). The resident was admitted to the hospital Administrator for the specific time
and diagnosed with Anemia from Acute Upper # £ detailed in the plan of
Gastrolntestinal Bleed due to Coumadin Toxicity. rames p

Rasident #4 who had a known diagnosis of correction. ——
Congestive Heart Failure (CHF), had 2 10.2

pound welght gain from 03/06/12 through 5. 3/30/12 3/30/12
03/10/12 and was assessed by the facllity to have.
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| the Physician was notified of the addifional weight

.| the state guardian revealed he had no knowledge
'| of any of the Incidents, except the 12/31/12

edema in the lower exfremities. There was no
documented evidance the facllity notified the
Physician or the Registered Dietitlan (RD) of the
resident's welght gaih. On 03/19/12 the facllity
obtalned another weight which revealed Resident
#4 had an additional weight gain of 5.8 pounds
and agaln there was no documented evidence

gain. The faclity assessed the resident on
03/19/12 as having shoriness of breath with
edama In the lower extremities and the resident
was transfetred to the hospltal emergency room
and was hospitalized with a diagnosis of CHF
Exacerbation with Pulmonary Edema a Hypoxia.
Tha resident expired on 03/24/12. (Refer to
F-157, F-282, F-309, F-326)

The facility failed to have an effective system in
place to provide adequate supervision when the
risk of resident to resident altercation was
identifled to ansure supervigion was provided.
Resident #19 who had a history of aggressive
behavlors, had three (3) episodes of aggressive
behaviors., On 12/31f11, Resldent #19 slapped
Resident #5 In the face. Thers was no
documented evidence the facllity notified thé
resident's state appointed guardian, On 03/04/12,
Resldent #19 experlenced-another episode of
aggressive behavior and slapped Unsarmpled
Rasldent D in the face and again on 03/24/12,
Residant #19 was Involved in a situation with
another resident (Resident #11). During the
altercation, Resident #19 drew back histher fist to
strike Resident #11. Docurmentation revealed the
state guardian was notifled of the Incidents on
03/04/12 and 03/24/11; however, Interview with
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Incident. (Refer to F-157, F-280, F-323)

The facility's failure to have an effective
administration placed resldents at risk for sarious
injuty, harm, impairment or death..

Immediate Jeopardy and Substandard Quality of
Care was identified in the area of Quallty of Care
483.26 (F-300, F-323, and F-325 ata 8/Sofa
", immediate Jeopardy was also identified at
Resident Rights 483.10 (F-157 at a 8/8"J"),
Resident Assessment 483.20 (F-280 and F-282
ata S/S of a "J", Infection Control 483.65 (F-441
at a SIS of a"J"), and 483,75 Adminisfration
(F-400 and F-520.ata S/S of a K" during the
Standard Survey conducted 03/13/12 through
03/26/12 and the Extended Survey conducted
03/26/12 thirough 03/29/12.

A acceptable cradible Allegation of Compliance
(AOC) was recelved on 03/23/12 for the
Immediate Jeopardy identified during the
Standard Survey conducted 03/13/12 through
03/26/12, with the facllity alleging removal of the
Immediate Jeopardy on 03/18/12. On 03/27/12,
the Immedjate Jeopardy was verified to be
removed on 03/18/12 as alleged.

An acceptable credible Allegation of Complience
(AOC) was recelved on 03/28/12 for the
Immediate Jeopardy identified during the
Extended Survey conducted 03/26/12 through
03/29/12, with the facility alleging removal of the
immediate Jeopardy on 03/29/12, On 03/29/12,

the Immediate Jeopardy was verified to be

removed on 03/29/12 as alleged.

The scope and severity of the Immediate '
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1. Based on observation, intetvlew, record review

- help prevent the development and transmission

03716712 at 65:16 PM and 03/21/12 at 10:30 AM

| Review of the facility's surveillance date related to

Jeopardy deficlencies ata u]" was lowered to a
" and the scope and severity of the Immediate
Jeopardy deficiencies ata "k was lowered to a
"' "while the facility develops, Implements, and
monitors a Plan of Corraction to prevent

recurrence.

The findings Include:

of Centers for Disease Control and Prevention
(CDC) guidelines, and the facility's policy and
procedure, it was determined the facility failed to
ostablish and maintain an infection control
prggram to ensure a safe environment and fo

ofinfections, Review of the facility's Infectlon
ceiptrol program and interview with the Director of
Nursing (DON)/Infection Control Nurse (ICN), on

ravealed the following findings In areas of
Infaction prevention and control:

the tracking and trending of infections, revealed
the faciiity failed to ensure accurate tracking and
trending to include reviewtng organisms for
pattens of Infection, falled to track Infections as
facllity acquired or non facility acquired, and failed
to track each infection, addition, the facility did
not act on patterns of infections to implement
interventlons In an atternpt to prevent further
infections. The DON/ICN stated infections were
tracked monthly through reports of residenis on
antiblotics received from the pharmacy, and also
the lab sent a monthly report of any gpecimen
cultures In order to identify the organism.
However, she stated she did not ook at the
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| washing maghine and in close proximity to the

organism for patterns of infection, but by fype of
infections Itself such as Urinary Tract Infections
(UTI's) or Upper Respiratory Infactions (URI's}
and dld not track if the Infection was acquired
inside or outeide of the facility. Further interview
revealed although there was a pattern of ten {10)
UTI's noted in 09/12 and 02/12, she did not
Implement interventlons to correct the concern
which was [dentifled such as an in-service related
1o handwashing, glove changes, and peri-care.

The facillty's Infection conirol program revealed
there was a lack of infection control oversight
ralated to the transporting and processing of
linens and monitoring of water temperatures for
the laundry. Staff interviews revealed washing
machine temperatures were not checked and
infection control pregedures In the laundry were
not belng monitored. Interview on 03/15/12 at
12:30 PM with the Executive Director, revealed -
there was no separate room for the dirty laundry
bins to be stored, and she acknowledged the dirty
laundry bin was parked right in front of the

drysr. Continued interview with the ED, revealed
she was aware the laundry staff were not taking
washing machine temperatures and there was no
way to test the temperature. .

The facility falled to have an effective infection
contro} program in the area of medical waste. -
Obsarvation of the soiled utility rcom on 03114112
at 5:00 PM revealed there was an accumulation
of seven (7) boxes of blohazard medical waste
noted on the floor and stacked up. Interview with
the DON/ICN revealad although the facllity had
increased thelr pick up by the bichazard waste
company she would consider seven (7) boxes of

F 490
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‘Resident #8 was diagnosed with MRSA of the
1 sputum, Interview with the DON/ICN revealed

| the sink and poured the contents into the

medlcal o be an accumulation. She stated this
medical waste was from residents who had
diagnoses of vancomycin Resistant
Enterococcus (VRE) and Methicillin Resistant
Staph Aureus (MRSA). Interview on 03/14/12 at
5:18 PM with the ED, revealed the biohazard
pickup for the medical waste was at the facility on
03/07/12 and the facility was contracted for twelve
{12) pick ups & year. She steted she called the
company that day for a pickup, but It may take a
few days for & pickup once the compeany was
nofified. :

Observations and iitterviews with staff, revealed
stéiff were not trained and knowledgeable in
inféction control techniques needed to care for
regidents who were in contact Isolation ina
manner which would prevent the gpread of the
organisms to residents who shared bathrooms
wlth residents who were in contact {solation.

staff smptied Resident #8's urinary catheter bag
Into a urinal, emptied the urinal into the toilet in
the resident's bathroom, {which connected with
roohi D 17 shared by Resident #13 and Residerit
#16). She stated, staff then rinsed the urinal in

commods. Continued interview with the
DONACN revealed Resldent#8 was diagnosed
with Vancomycin Resistant Enterococcus (VRE)
of the urine and had a colostomy bag which staff
emptied info a bed pan and then emptied the
contents Into the commode of the bathroom being
shared by hisfher roommate {Resident #5).
Furthar Interview with the DON/ACN, revealed the
staff could use Virex {a disinfectant that kills VRE
and MRSA after emptylng the urine {Resldent #6)

FORM GMS.2567 (02-80) Previous Versions Obatleta - Event 1D: ERRX 14

Facllity \D: 100018

If gontinuation sheet Page 182 of 221



T : PRINTED: 012012
DEPARTMENT OF HEALTH AND HUMAN SERVICES - . RI?OREA A?;Eé)z\?ED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES' {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER! . GOMPLETED
. A. BUILDING )
B, WING
186307 03/29/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
521 EAST HIGH STREET, P O BOX 689
HILLTOP LODGE !
) . OWINGSVILLE, KY 40380
(X4 I SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREEIX (EACH DEFIGIENGY MUST BE PRECEDED BY FLILL PREFIX (EACH GORRECTIVE ACTION SHOULD BE GOMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFIGIENCY)
F 480 | Continued From page 182 "F 480
and feces (Resident #8) into the commodes of

their shared bathrooms. However, she had not
specifically in-serviced the staff related to
disinfecting after these practices in an attempt fo
prevent the other resldents who use the
bathrooms from belng contaminated. Further
interview with the DON/ICN revealed she had not
done any audits of hand hyglene practices and
had not done any recent in-services related-to
contact precautions aithough it would be
important o refresh the staff on- proper
| procedures with the Muiti-Drug Resistant
Organisms.

1 Additionally the facility failed to ensure the labs

: were monitored to ensure residents ware placed
: on-approptiate antibiotics. Resident#6 had lab

- specimans from both his/her sputum and urine,

' collacted on 02/28/12, which revealed MRSA

: organisms isolated from the residents sputum.

i However, there was no antibiotics ordars and no
documented evidance of foliow up of the MRSA
result. Lab specimens wers again collected on
03/41/12 and the sputum lab culture identified a
heavy growth of MRSA. The resident did not
recaive antiblotics for the MRSA of the sputum
until 03/16M2. Resident#8 had a urine culture
collected on 02/16/12 which identifled growth of
VRE on 02/418/12; however, the facillty falled to
recognize and treat the resident with antibiotic

1 therapy until a second urinalysls was collected .
which identifled the sama grganism on 02/29/12.
Interview with the DON/ACN stated there was no
process in place to ensure as the ICN she had
reviewed all the laboratory results and teken

action as needed.

Interview with the Executive Director (ED) on
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03/27M12 at 4:30 PM, revealed she was unable to
answer questions related to tracking and trending
infactions because the DON/ICN was responsible-
for this. Further interview with the ED revealed
fhe team leader for the environmental and the
clinical team had not Identified any of these
infection control Issues and these Issues should
have been identifled by these team leaders as
they did rounds at the facility. (Refer to F-441),

2. Based on interview, and record review, it was
determined the facility failed to have an effective
system to ensure residents on Coumadin
(anticoagulant medication) therapy were
monitored to ensure the agpropriate dosage of
Coumadin was maintained. A review of the 2011
Lippincott, Willlams and Witkins Nursing Drug
Handbook revealed a black box warning that
"Géumadin can cause mejor or fatal bleeding
which Ig mora likely to beesir during the starting
period and with a higher dose. Regularly monltor
INR in all patients.” ,

A review of the facility's policy titled, “Anti
Coagulant Protocol”, undated, revealed Physiclan
Inqulries for residents receiving Coumadin
therapy should include the nurse verbalizing to
the Physician "this resident is on Coumadin
therapy". This would serve as a reminder to the
Physiclan to select a treatment plan that less
interfered with the Coumadin therapy. In additlon,
raview of the protocol revealed each resident
receiving Coumadin would have an individual log
malntained regarding their treatment regimen and
the log would reflect resident current Cournadin
dose; lab results of PT/INR levels; Physician
declsion to change dose or maintain, and the next
scheduled lab: PTANR date to be recorded.
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Review of the PDR 2011 Edition Nurse's Drug’
Handbook, available at the facllity, revealed
Levaguin may increase PT and cause bleading
eplsodas with Warfarin (Coumadin).

Review of Resident #1's medical record revealed
orders to have Resident #1's Goumadin
increased from 3 mg to 5 mg everyday and to
have a PT/INR drawn on 01/11/12. Review of
Physician's Orders, dated 01/08/12 at 5:20 PM
revealed orders for Resldent #1 to receive 750
mg Levaquin (antibiotic madication) for an Upper
Respliatory Infection everyday for five days. The
pharmacy hotlfled the faciiity of a potential drug
interaction with.Levagquin and Coumadin and the
need to monitor-INR and watch for signs of
.bleeding through a fax which was recalved at the
facllity at 8:01 PM on 01/08/12, revealed the -
pharmagy alerted the facility of a potential drug
interaction with Courmadin and Levaquin.
However, there was no evidence the facility .

| notlfied the Physiclan of the pharmacy's
recommendations. ©On 02/01/12 at 12:00 PM,

| Resldent #1 informed the Director of Nursing
(DON) hefshe passed some blood in hisfher
stool. However, there was no documented
evidence the facllity immediately notifled the
Physician or assessed the resident. On 02/02/12
at B:10 AM, Resldent #1 was noted fo be weak
and unresponsive at times and had blood in
his/her urine and sfool. Resident #1 was
transferred to the hospital via ambulance,
racelved 10 mg of vitamin K by slow IV Infusion In
the emergency room, received four (4) units of
Red Blood Cells (RBC) upon admission to the
hospital and was dlagnosed with Anemia from
Acute Upper Qastrolntestinal Bleed from -
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Interview with Resident #1's Physician, on
-03/18/12 at 3:15 PM and on 03/20/12 at 2:30 PM,
revealed he would have expected when Resident
#1 Informed the staff there was blood in the
resident's stool, that he would have been notified
as well as the nurse should have taken vital
signs. Additional interview revealed when he
made rounds with the nurse he was not told
about Resident #1 reporting there was blood in
the resident's stool. He indicated if he had been
made aware of Resident #1 having blood in the
stool, he would have also ordered a PT/INR to be
obtained. (Refer to F-309)

3. Based on observation, Interview, and record.
.| review, it was deterimined the facllity failed to

. .| ensure care and services were provided to alfaln
and maintaln the resident's highest practicable
physical well-being for Resldent #4 who had a
known diagnosis of Congestive Heart Fallure
(CHF).

Resldent #1 had a Comprehensive Plan of Care
related to CHF with interventiona to observe and
monitor for weight gain unrelated to intake;
however, there was no documented evidence the
Physician was notified of this resldents gignificant
welght galns. Review of the Welghts and Vitals
summary Report revealed the resident had a
welght gain of 10.2 pounds from 03/06/12 through
03/10/12, and an additional welght gain of 5.8
pounds from 03/10/12 through 03/19/12 {sixteen
{16) pounds In fourteen (14) days). On 03/16/12
at 11:00 AM , LPN #3 notified the Physician of
Resident #4's respirations being slightly labored
and of the resident's lower extremities being very
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swollen. LPN #3 stated she did not notify the
Physician f welght gain and was unaware of the
resident having weight galn. The regident's
respirations were labored and his/her oxygen
saturation was eighty-elght to eighty-nine percent
(88-89%) with oxygen In plage. The Physician
was called and orders were received to send tha
resident to the emergency rooim. Resident #4
was admitted and diagnosed with Diastolic
Congestive Heart Failure with Exacerbation, and
Chronic Obstructive Pulmonary Disease.
Interview with the Attending Physiclan/Medical
Director, revealed he was unaware of the resident
having weight gains in 03/2012 and if he had
bean notified of the weight gain he would have
checked a BNP lab test, Further interview
revealed he would have ordered Lasix (dluretic
medication) had he known of the waight gain;
however he was not notifiéd of the resident's
weight gain unitil the resident's condition "had
gotten out of hand" and shefhe had to be
diuresad at the hospital. He further stated he
would have aftempted other avenues of care and
interventlons If he had known of the weight gain,
and stated the weight gain played a vital role in
the resident's CHF status.

Interview on 03/28/12 at 1:30 PM with the
Executive Director and the Nurse Consuitant,
revealed it was acknowledged the Physician
should have been notified of Resident #4's weight
galns In 03/12 and the Plan of Care should have
been followed related to monitoring welght.
Further interview revealed this was deficient
practice. (Refer to F-325)

4. Based on observation, interview, and record
review, It was determined the facility falled to
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‘further stated, nbserved behaviors should be

ensure supervision to prevent accidents. Review
of the facillty's policy titled, "Behavior Tracking
Protocol" reveated each resident would be
monitored for certaln behavior indicators
datermined by the Minimum Data Set
Assesament process which include verbally
abusive, physically abusive and goclally
inappropriate behaviors. Contlnued review
revealed a behavior tracking flow sheet would be
kept and the specific behavior indicator should be
marked on the behavior tracking flow sheat. The
frequency of the behaviors would be recorded hy
the number of times the behavior occurred, If

noted by any diacipline and reported to nursing.
Then social services and nursing would review for
patterns and concerns In behaviors that had the
potential to affizct the residents' overall
psychogocial status and care delivery. It further
revealed behaviors that had a negative impact on
residents would be addressed in the residents’
plan of care. In addition the protocol Indicated
the faciiity should collaborate with the residents’
Physician as behaviors occurred In order to
determine the treatment plan.

Interview and record review revealed, on
12/31/11, at approximately 8:00 PM, Resldent
#19 called Resident #5 (his/her roommate)
names and then stapped him/her in the face
causing faclal redness. Although the facility
separated the residents and changed Resident
#19's room assignment, there was no
documented evidence the facllity implemented
sufficlent interventions to prevent the recurrence
of Resident #19's aggressive behaviors towards
other resldents, On 03/04/11, facllity staff
observed Unsampled Resident #D attempting to
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| at 8:30 AM, revealed the facility was aware of

touch Residsnt #19 on the hand during meal
service, as a in response Resident #19 reached
and siapped Unsampled Resident D across the
face, There was no documented evidence the
faciity implementad sufficient interventions to
prevent the recurrence of the continued
dggressive behavlors of Resident #19. On
03/24/11, Resident #11 was observed by faclllty
staff waiting to enter the restroom when Resident
#19 walked around Resident#11 and entered the
restroom first. In yespones, Resident #11 yelled at
Resident #18 and Resident #19 yelled back and
drew back his/her fist in an attempt to hit
Resident #11.

irtarview with the DON, on 03/27/12 at 2:6:5 PM,
revealed the resident's Plan of Gare wag not
updated and no new interventions were put into
plase following the aggressive behavior incident
that oceurred on 12/31/11. Continued interview .
révealed, the Plan of Care should have been
updated.and revised with each behavioral.
episode for appropriateness.

Interview with the Executive Director, on 03/28/12

Resldent #19's previous behavloral situations, but
did not recognize there was any intenton
Resident #19's behalf.’ Continued interview
revealed, the facility-should have attempted other
avenues of care for Reslident #19 instead of
maintaining the current level of care. There was
no documented evidence Resident #19 had been
seen by any psychiatry services prior to 03/27/12,
when the resident was {ransferred to a focal
Hospital, (Refer to F-323)

Review of the AOC revealed the following:
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1. On 03/18/12, the Licensed Nursing Home
Administrator (LNHA) and the Director of Nursing
(DON)Y/infection Control Nurse (ICN) conducted
an In-service reviewing Isolatlon precautions,
VRE, MRSA, donning and disrobing of PPE,
hand-washing, cleaning the environment
surfaces, with Virex/Oxivir TB, and contact time
of one (1) minute prior to wiping.

An in-service with all housekeeping and laundry
staff was conducted on 03/16/12 at 2:30 PM by
the LNHA and the Maintenance Director providing
instruction to obtain laundry temperatures at least
once per shift to ensure the temperature is above
ninety-five (95} degrees Fahrenheit and maintain
a log of the temperatures. A privecy screen has
heen put in place to ansure separation of clean
and dirty l[aundry areas. -

An in-setvice was conducted with-all licensed
staff on 03/17/12 at 1:00 PM by the LNMA and the
DON to review physiclan notification,
anticoagulant therapy, signs and symptoms of
bleeding along with proper physical agsessment,

- as well as documentation requirements.

On 03/28/12, a In-service was conducted by the
LNHA at 5:00 PM to review the signs and
symptoms of CHF and physician nofification of
welght changes of five percent (6%} in thirty (30)
daye and ten percent (10%) in one-hundred and
eighty (180} days (gain or fose), for all licensed -
staff with the exception of two (2} LPN's who were
working at other jobs but will be in-gerviced prior
to returning to work on 03/31/12 and 04/2/12.

On 03/28/12, an in-service was conducted with all
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-1 LPN's which would be in-serviced before

2. As part of the facillty's on-going Quality

Continued From page 190
lcensed.nursirig staff with the exception of two

returning to work. The in-service was related to
the behavior monitoring program and tracking of
behavlors, as well as physician and family
notification of such behaviors. -information
covered in the in-service included what to dolfa
resident to resident altercation occurred, llcensed
staff will Initiate fifteen (15) minute checks for
seventy-two (72) hours, if additional behaviors are
exhibited one (1) on one (1) supervision and
immediate psychiatric evaiuation will take place.
The licensed staff was instructed to immediately
notify the ED or the LNHA if regident to resident
physical altercations took place to ensure
resident safety.

Assurance {QA) program, the DON or charge
nurse will monitor hand washing, donning and
disrobing of PPE, cleaning hard surfaces, and a
wet time for cleaning at [east once per day for the
next ninety (80) days and then weeldy thereatter If
a resident requires isolation.

“The Housekeeping Supervisor will dally (Monday
through Friday) monitor the amount of medical
waste present and will alext the ED if an additional
pick up is required. The Housekeeping
Supervisor will dally (Monday through Friday)
monitor the storage area to ensure clean
products are covered to pravent contamination.
On the weekend, the charge nuree will assume
this responsibility. ’

The Housekeeping Supervisor wili audit the
laundry room for proper separation of clean and
dirty laundry, and washer temperature logs dally

DEFICIENCY)

F 490
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(Monday through Friday) for the next ninety (20) .

days and then at least weekly. Onthe weekends
the charge nurse will conduct these audits.

On a daily basis the LNHA or ED (Monday-Fridey)
and the Charge Nurse (Saturday and Sunday),
will review all resident charts- of those resldents
who have a diagnosis of CHF, to ensure the signs
| and symptoms of CHF are being monitored for
sach resldent, that their Plan of Care'was belng
followed, and proper care and services was being
provided. These audits will be performed for
ninsty (90) days and then weekly thereafter.

| The:Social Service Director (SSD) wili dally
(Mrnday through Friday) review the hehavior
munitoring/racking log to ensure that they are
baing completed properly, the administrative staff
{ mmesnber whe is on call will monitor on Saturday
anit Sunday. The chartof any resldent who was
‘exthibiting behaviors was reviewed by the 88D to
ansura there was no resident to resident contact,
and communicate with the MDS
coordinator/Administrator to update the care plan
Interventions if behavior was axhibited.

The surveyors validated the corrective action
taken by the facility, prior to exit on 03/29/12, as
follows: . :

“|nterview with the DON on 03/27/42 at 3:00 PM,
revealed on 03/16/12 she and the LNHA
conducted an In-service with all nursirig staff, with,
exception of on LPN which was on vacation at the
fima of the in-service but would be In-serviced
before allowed to return to worl, all housekeeping
staff, all maintenance staff, all administrative
staff, and all contracted therapy staff, _Revlew of
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| (Monday thrdugh Friday), and if the facillfy needs

the in-service, revealed the facility had in-servicad
staff on Isolation precautions, VRE, MRSA,
donning and disrobing of PPE, hand-washing,
cleaning the environmental surfaces with
Virex/Oxivir TB, and a contact tima of ohe (1)
minute prior to wiping.

*Eurther Interview with the DON, revealed as part
of the on-golng QA program, hand washing,
donning and disrobing PPE, cleaning of hard .
surfaces, and wet time for cleaning will be
monitored at least once per day for the naxt
ninety (90) days and then weekly thereafter by the
charge nurse or herself.

*Infervlew with thé Housekeeping Supervisor, on
03/27/12 8t 10:00 AM, revealert she monitars the
amolint of medical wasteon a dally basls

to add an additional pick up she is to alert the ED.
Further intérview with the Housekeeping
Supervisor revealed she was also to monitor the
storage area to ensure clean products are
covered fo prevent contamination; this is to be
done on a daily basis (Monday through Friday).
On the weekends, the charge nurse was to
monitor these areas.

*Revlew of the "On the Spot” in-service,
conducted on 03/16/12, revealed all laundry and
housekesping staff working was in-serviced, with
materials covering keeping the privacy curtain up
to keep the dirty and clean laundry separated,
maintaining a temperature log, ensuring the
temperatures were maintained at ninety-five (95)
degrees Fahrenhait or above, and immadiate
notification of the LNHA or the Maintenance
Director and to hait laundry services if the
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temperature drops pelow ninety-five (95) degrees ‘
Fahrenheit

«Fyrther intarview with the Housekeeping
Supervisor, on 03/27/12 at 10:00 AM, revealed
she would be doing audits of the taundry room for
proper separation and washer temperature logs
dally (Monday through Friday) for the next ninety
(80) days and then at least weekly, and on the
weekend the charge nurée would be doing the
audits

*Continued interview with the DON, on 03/27/12
at 3:00 PM, revealed afl licensed staff was
In-serviced on physician notification,
anticoagulant therapy, signs and symptoms of
bleading along with proper physical assessment,
as well as documentation requirements. Review
of the in-service sign in sheel, titled
"Documentation Guidelines with Physician
Noftifloation”, revealed all licensed staff attended
the In-service. :

*Continued Interview with the DON, on 03/27/12
at 3:00 PM, rovealed she had been reviewing the’
medical records of all residents racelving
anticoagulant therapy daity to ensure proper
assessment of the resident's concerns,
documentation which detalled care provided to
resident met current professional standards and
the physician was notified. She further stated she
would he daihg the audits daily for thirly (30) days
and then weekly thereafter. Review of the audit
form, titled Audit of Resident Records, revealed
all medical charfs of resident's receiving
anticoagulant therapy was reviewed on a daily
hasis and was ongolng.
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*Review of the audit fitled, "Review of Residents
with CHF" on 08/29/12, revealed dally audit of the
resident chart's for resldent’s with CHF was
conducted on 03/28/12, and was ongoing.
Interview with the LNHA, on 03/29/12 at 10:45
AWM, revealed she planned to continue to perform
the audits daily (Monday through Friday) and the
charge nurse to review on Saturday and Sunday,
for the néxt ninety (90) days and then weekly
thereafter. . .

*Eurther Interview with the LNHA, on 03/29/12 at
10:45 AN, revealed she gonducted an in-service,
titled "Resldents with CHF", which covered
checking for edema, taking vital signs and oxygen
saturatlons, other signs and symptoms to monitor
for, documentation, monitoring weights, and when
to notify the physlictan of welght chapges, for all
llcensed staff on 03/28/12 at 6:00 PM, with the
excoption of LPN #7 who would be in-serviced
pefore she was allowed to return to work.

*Revisw of the monitor titled, "Behavior
Monitoring/Tracking Log" on 03/29/12, revealed
daily audit of the resident chart's for resldent's
with behaviors was conducted on 03/28/12, and
wag ongoing. Interview with the Soclal Service
Director (SSD), on 03/29/12 at 10:30 AM,
revealed she planned to continue to perform the
audlts daily (Monday through Friday) and the i
Adminlstrative staff member who was on call to ; /
review on.Saturday and Sunday. ‘

“Interview with the LNHA, on 03/28/12 at 10:45
AM, revealed she had conducted an in-service
with all iicensed staff on 03/28/12 at 5:00 PM,
with the exception of LPN #7 who would be
in-serviced before retuming to work. Reviewed In
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the in-service, the behavior monitoring program
and tracking of behaviors, as well as physiclan
and family notifications of such behaviors, If a
resident to resident altercation oceurs, licensed
staff was in-serviced to inltiate fifteen (15) minute
checks for seventy-two (72) hours, if additional
behavlors are exhiblted one (1) on one (1)
supervision and Immediately psychiatric
avaluation wili take place, and to immediately
notify the EI or LNHA if resident to resident
physical altercations take place to ensure
resident safety.
“Interview with the LNHA, on 03/20/12 at 10:00
AM, revealed as part of the facllity's on-going QA
program any concerns identified with these
monitors will be brought to her and the Medical
‘| Director, and in turn will develop an action plan
for any identifled issues. F502
F 502 | 483.76(j)(1) ADMINISTRATION F 502| Itis and was on the day of survey the
58=D The facillty must brovide or obtain laborat poﬁcyof}ﬁﬂun)Lodgehhwﬂngand
acility must provide ar obta oratory ey : :
services to meet the needs of its residents. The Rehabilitation t-o provide ortﬁbtmn d
facility Is responsible for the quality and timeliness laboratory services to meet the needs
of the services. of its residents.
This REQUIREMENT s not met as evidenced 1. Resident #13 remains in facility.
by No adverse effects were noted
Based on interview, record review and review of related to the delay in the lab test, the
the facility's policy, it was determined the facility PT/INR obtained on 2/24/12 was
failed to ensure laboratory services were obtalned ihin the th "
to meet the needs of it's residents forone (1) of | within the tnerapeutic range.
five (6) sampled residents on Coumadin therapy, |
In the selected sample of twenty-four (24) 9. All 1ab orders have been reviewed
residents (Resident #13). and scheduled according to orders.
, . 3. An inservice was conducted on
Resldent #13 had Physician's orders for a 3/17/12 by the Administrator and
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Prothrombin &PT) and International Normalized avord or.y PONCY AN SeIVICes.
Ratio (INR), (tests used to make necessary !aboratmy calendar has been
medication adjustments in Goumadin dosage to implemented, as well as an urgent
keep blood levels within thé therapeutic range clip board has been put in place so
and to-monitor the effectiveness of Coumadin it
therapy) 1o be drawn on 02/23/12; however, the th’f all lab‘ﬁ‘r"ry ’;;qu.m‘l’)ns Ege
PT/INR was not drawn untll 02/24/12, not removed from the clip boar
until results are obtained and the
The findings include: _ physician is notified.
Review of the facility policy, titled "Lab Monitoring - ST -
System", dated 11/02/07, revealed labs ordered 4, As part of the facility’s ongoing
were to be placed in a lab calendar by the nurse Quality Assurance the Director of
who received the order. Medical Records staff . . . thi
was to: check tha calender daily and complete a Nur.smg will momt?r’ﬁ)il ?)mo.g e{i
lab requisition for the labs that needed to be basis, ten percent of all 1abs oraer
drawn the next moring. In addition, a tickler flle to make sure they are obtained as
was te be maintainad by medical records for ordered. This process will continue
routine labs.” A copy of the lab requisition was to : th
he-maintained in a notebook at the nurse'’s statlon for the next six moULLs. B
until the lab results were returnéd and reported to
the Physictan. The copy would be removed from 5. 3/30/12 3/30/12
the notebook by the nurse after hefshe reports
the resulis to the Physician. As part of the Quality
Assurance audit, the Director of Nursing (DON)
would audit a sampling of resident charts for lab
orders, lab results and physician notification of
lab results.
Review of Resident #13's clinical racord revealed
diagnoses which Included a History of a Deep
Vein Thrombosis (DVT) of the Right L.eg with
Pulmonary Embolism, and Cerebral Vascular
Accident (CVA). Review of the Quarterly
Minimum Data Set (MDS) Assessment, dated
02/27/12, revealed the facllity assessed the
.| resident as having moderats impalrment in
cognitive skills:
FORM CMS-2687(02-60) Previovs Verslons Obsolate Evant {D: EOKX11 Faclllty LD; 100018 * |f continuation sheet Page 197 of 221




' ' . - PRINTED: 04/16/2012:
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

'CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391

STATEMENT QF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (Xé) MULTIPLE CONSTRUCTION {%3) DATE SURVEY

ND P OF CORRECTIO| DENTIFICAT : . ’ COMPLETED
A LAN ‘ RECTION . IDENTIFICATION NUMBER: A BUILDING

8. WING

185307 : ' . 03/20/2012

NAME GOF PROVIDER OR SUPPLIER ] STREET ADDRESS, CITY, STATE, ZIP QODE I
6521 EAST HIGH STREET, P O BOX 559

HILLTOP ).ODGE OWINGSVILLE, KY 40380

3

4y 1D SUMMARY STATEMENT OF DEFICIENCIES (2] PROVIDER'S PLAN OF CORRECTION (x8) *
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG CROSS-REFEREN%I_E[D TO T\I;I)E APPROPRIATE DATE
- . DEFICIENC

F 602 | Continued From page 197 502

Revlew of Physician's orders, dated 02/17/12,
revealed orders fo repeat the PTANR for
02/23/12. However, review of the laboratory data
revéaléd the PT/INR was drawn on 02/24/12 with
a value of Protime 14.4 high (reference range
9.5-11.8) and INR 1.4 high (reference range of
0.9-1.1).

Interview, on 03/23/12 at 3:30 PM, with licensed
Practical Nurse (LPN) #12, revealed she '
transcribad lab orders to the lab calender book
and then filled out lab requisttion slips and placed
them In the lab-box under the date the lab was to
be drawn. She stated she had transcribed fhe
PT/INR to be drawn on 02/24/12 instead of
022312 into the [ab book. Review of the lab

| book revealed the PT/INR was transcribed to ig
drawn on 02/24/12.

Interview, on 03/23/12 at 3:46 PM, with the DON
revealed she was unaware of the error relatad to
the PT/INR for Resident #13 being transcribed
incorrectly to the lab calendar and lab requisition
slip. She further stated the facility used the
Anticoagulant Coumadin Log to ensure the
PT/INR's were drawn as ordered, however there
was no system in place to ensure the nurse who
took off the order transcribed the lab orders to the
lab calender book and filled out the lab requisition
slip with the correct date such as a twenty-four
(24) hour check to ensure all Physician's orders F51 4
were transcribed correctly for labs. # .
F 514 | 483.76())(1) RES F 514 Itis and was on the day of suryey_the
§6=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB | policy of Hilltop Lodge to maintain
LE . . clinical records on each resident in

accordance with accepted
professional standards and practices

The facility must malntain clinical records on each
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feosr[‘dz:tein zgz:r:rg:r?c?e wﬁh accepted professional Fout documentted, readily accossible, and |
standards and practices that are complste; systematically organized. ,
accurately documented; readily accessible; and o
systematically organized. 1. Resident #4 returned to the facility:
The' inical o must contaln aufficlent following the hospitalization of
clinical record must contain sufficien .
Information to identify the resident; a record of the | 3/1 9/,12'. Fqllowmg sut?sequent |
rasident's assessments; the plan of care and h.osplta.hzauons the resident has |
services provided; the results of any since died. :
preadmission screening conducted by the State; |
and progress notes. 2. All order forms which have |
: preprinted dates have been removed.i
This REQUIREMENT Is not met as evidenced i
bg: W Lo ’ 4 roccrd 3. Licensed staff has been in- i
ased-on observation; interview and recor viced bv the pharmacy and L}
review, it was determined the facility failed to ]S:‘;?Vlcte N o/
malntain clinical records on each resident in irector 01 NUIsIng on
accordance. with accepted professlonal standards discussing proper formstobe !
and practices that were complete and accurately: utilized when admitting and :
documented for one (1) of twenty-four (24) s : )
sampled resldents, (Residant #4) readmitting residents. E
Record '[ tor Resident 44 tod the 4. As part of the facility’s ongoing
review for Reside reveale : . .
Physiclan Order Form for re-admission on 83‘?1“3’ A?S;:Il aflc.:e progtam the
01/14/12 was dated as 12/2011 at the top of the irector of Nursing will audit all
Form. Interview revealed the facility utilized a admissions and readmissions within
pre-printed form with the incorrect date. seventy-two hours to ensure proper
_ . ' forms have been utilized. Medical
The findings Inciuds: records will monthly audit 10% of all
Review of the Physician's Order Form for records to ensure clinical records are
Re-admission to the facility from the hospital for maintained on each resident in /
Resident #4 revealed a date on the bottom of the accordance with accented : ’
page of 01/14/12, which was handwritten. standards. Thes czpt © {'ﬁedlcal ) |
Review of the date at the top of the page revealed . . © audiis wi i )
a date which was typad, December 2011. - continue indefinitely. ' !
5. 3/30/12 - v 73/30/12
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Interview, on 03/22/12 at 2:30 PM, with the
Director of Nursing (DON) revealed someone had
pulled the Physician's Order Form which was
dated December 2011 by mistake to write the
Physician’s Orders for 01/14/12. She stated the
pharmacy left blank Physician's Order Forms for
the staff to use when there was a re-admission,
% and staff should have pulied a blank Physiclan's
Order Form. She was unaware of the error.
Interview, on 0822/12 at 2:36 PM, with the
Exacutive Director reveated she would pull any
Physician's Order Forms which were not blank to
ensure this did not happen again. '
F 520 | 483.75(0)(1) QAA F 520 w500 i
$S=K | COMMITTEE-MEMBERS/MEET . £ ‘
QUARTERLY/PLANS It is and was on the days of survey

the policies of Hilltop Lodge to
maintain a quality assurance

committee which meets at least
quarterly to identify issues with

Adacility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; & physician deslgnated by the

facility; and at least 3 other members of the respect to which quality agsessment;
facllity's staff. and assurance activities are ‘
necessary. L

The quallty assessment and assurance

committes meets at least quarterly to identify 1. The facility implemented all

issues with respect to which quality assessment .
and assurance activities are necessary; and aspects of the plan of correction.

develops and implements appropriate plans of dated 3/8/11 and quality assurance
action to correct identified quality deficiencles. studies have been completed in areas
of identified deficiencies prior to this

A State or the Secretary may not require survey. The Quality Assurance

disclosure of the records of such committee

except insofar as such disclosure is refated to the ‘Committee has been re-educated to
compliance of such commiltee with the .| conducting studies and follow-up
requirements of this section. studies by the Executive Director on

4/5/12. All areas of deficient
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Good faith attempts by the committee to identify
and correct quality deficlencles will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, inferview, record review,
review of the facifily's policies and review of the
facility's Plan of Correctlon (POC) with a
compligince date of 03/08/11, It was determined
the facility failed to maintain a Quality
Assegsment and Assurance (QA) Program that
developad and implemented appropriate plans of
action t correct quality deficiencies. This.was
evidant by repeat deficiencies cited.at an
Immediate Jeopardy level due to the facllity's
fallure 10 ensure the Physiclan was notifled
related fo a significant changes in residents'
phiysloal condition andfor a need to alter
treatmant significantly; and failure io ensure
necessary care and services were provided
related to'a resldent receiving coumadin therapy
not receiving the necessary monitoring and a
resident with Congestive Heart Fallure (CHF) not
recelving the necessary care and services after
exhibiting a substantial weight gain. In addition a
repeat deficiency was cited at a wide spread level
related to the facllity's failure to ensure dietary
sanitation. This was further evident by additional
deficiencies cited at an Immedlate Jeopardy level
whaen the facillty's failure fo establish and
maintain an infection control program designed to
provide a safe, sanitary, and comfortable
environment and to prevent the development and
transmission of disease and infection; failure to
ensure care plans were followed; fallure to ensure
care plans were reviewed an revised after a

action.

been reviewed by the Quality .
Assurance team to ensure corrective

2. All Quality Assurance team
members were re-educated on
conducting meaningful studies on
4/5/12 by Heather O’Banion, LNHA,
Executive Director. By completing
the audits mentioned in the plan of
correction and auditing all resident
changes the Quality Assurance
committee has identified other
possible residents involved. The
facility has not identified any
significant issues related to specific
residents. The committee has been
actively involved in corrective action
steps for each cited deficiency.

3. Prior to each Quality Assurance
meeting the Executive Director will . |
review the studies conducted and the
results of each study. The Quality
Assurance committee which inclides
the Executive Director, [
Administrator, Medical Director,
Director of Nursing, Social Services,
Dietary Manager, Housekeeping
Supervisor, Maintenance Director,
Activity Director, and Office
Manager, meets monthly reviewing

i
t
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resident displayed aggressive behavior towards
other residents; failure to provide supervision to
ensure a safe environment related to a resldent
with aggressive bshaviors; and failure to ensure
the facility was administered in & menner which
anabled it fo use Its resources ffectively and
efficiently to attain or maintein the highest
practicable, physical, mental or psychosocial
well-belng of each resident.

Immediate Jeopardy was Identifled on 03/16/12
and was datermined to be removed on 03/17/12
_tand 03/18/12 after an acceptable credible

Allegation of Compliance (AOC) was recelved
and further observations, in-sarvice record
reviews, audit reviews and staff interviews were
conducted to verlfy removal of the immediate
Jeopardy. Immediate Jeopardy was identifed -
again.on 03/28/12 and was determined removed
on:03/29/12, after an acceptabla cradible
.Allegation of Compllance (ACC) was received
and further observations, in-service record
revlews, audit reviews and staff interviews were
conducted to verlfy removal of the Immediate
Jeopardy on 03/29/12, prior to exit.

The scope and severity of the Immediate
Jeopardy deficlencles at a'J" was lowered fo a
"D" and the scope and severity of the Inmediate -
Jeopardy deflciencies at a "K' was lowered to a
“gn white the facility develops, implements, and
monitors a Plan of Correction to prevent
recurrence. '

The findings Include: -

1. Based on observation, inferview, and record
raview, it was determined the facility failed to

(x4) ip SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTICON x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
£ 520 all studics detailed in the plan of

correction.

4. Aspart of the facility’s ongoing
Quality Assurance Program a
member of the facility’s management
governing body will attend the next

six Quality Assurance meetings to
ensure studies have been conducted
and corrective actions are
implemented as planned. This
process will continue for the specific
audits detailed in the plan of ‘
correction for the next six months
however Quality Assurance

measures. will be ongoing.

5. 4/6/12 4/6/12
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establish and maintain an Infection control
program designed to provide a safe, sanitary, and

| comfortable environment and to prevent the

development and transmission of disease and
Infection. This was evident by, record review of
the infection control data and interview with tha
Infaction Control Nurse on 03/15/12, which
ravealed seven (7) urinary tract infections (UTI's)
in February 2012 were identified; however, she
failed implement and document actions to resolve
the related problem. Further Interview with the
Infection Control Nurée revealed there was not an
effective process for tracking and trending of

' causative organisms of infections and community

or facility acquired infections. Also, the Infection
Control Nurse feiled to provide oversight related
to employee hygiens, pest control, waste disposal

-and handling and/or processing finens to prevent

spread of infection. in addition, observation,
record revlews and interviews revealed Restdent
#8 had a urlne.culture collected on 02/16/12
which identified growth of Vancomycin Resistant
Enterococcus (VRE) on 02/18/12; however, the
faclity failed to recognize and treat Resident #8
with antibiotic therapy until a second urinalysls
was collected and failed to place Resident #8 in
contact isolation. In addition, review of Resident
#6's medical chart, revealed on 03/01M12 a
sputum cuiture was completed which Identifled -
growth of Methicilin-Resistant Staph Aureus
(MRSA) organism; however, the facility failed to
provide evidence of follow up with the Physician
regarding treatment.

In addition, interview with laundry gtaff on
03/16/12, revealed the facility failed to obtain
washing machine temperatures to ensure the

| sanitizer was effactive and observation on
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" between ihe clean and dirty laundry areas.

| interview revealed staff emptied Resident #8's -

03/15/12, revealed there was no separation

Further, observation on 03/14/12, of the Soiled
Uiility Room revealed an accumulation of seven
(7) large boxes of medical waste and thers was
no segregatlon of the medical boxas from the
clean eguipment such as.mop heads and
brooms, and fruit flies were observed In this area
around the medical waste boxes.

In addition, observation on 03/15/12, revealed
Resident-#5, who was Immune-suppressed
related to a diagnosis of Diabetes, was in the
room with Resident #8 who was known to have
VRE in the urine and In contact isolation. In
addition, ohservation on 03/1 5/12, revealed staff
exiting Contact Isolation Rooms without washing
théir hands, and a staff seated on a resident’s
bed who had been identified with MRSA without
adequate coverage of the PPE, potentially
contaminating thelr clothing.

In addition, interview on 03/16/12 with the
Director of Nursing/Infection Control Nurse
(DON/ICNY, revealed staff emptied Resident #8's
urinary catheter into a urinal and then Into the
tollet, then rinsed the urinal in the sink. Further

colostomy bag into the urinal and then rinsed the
urinal in the sink, and did not decontaminate the
sink or toilet following these practices even
though the bathrooms was utilized by other
residents and both residents (Resldent #6 and
#8) were in Contact Isolation. In addition,
observation on 03/14/12, revealed fmproper
infection controt technique related to a dressing
change for Resident #3 and observation on
03/14/12, revealéd poor hand hyglene related to a
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skin assesament for Resident #1 and Resident #3
was obgerved, A staff member failed to wash her |
hands after adminlstering medication fo Resident
#7 and prior to administration of medication to
unsampled Resident A, and a staff was providing
feeding assistance to Resident #2 and was
observed touching the 10 am syringe with her
bare hands prior to insertion into the resident's
drink.

In addition, observation on 03/13/12, revealed
clean folded lift slings on top of the toilet in the
shower room, disposable underwear (Tena-pads)
in a box on the shower room floor, two (2) urlnals
hanging on the trash can unlabeled and undated

and a wash basin logated on the bathroom floor
in a semi private resldent room D1-17, an emesis
basin on the back of the tollet which was
urilabeled in a semi private rcom D3-3, a box of
urine collaction specimen containers located on
the floor of the medication reom, as well as
expiredfoutdated ntravenous tubing In the
madication room, two (2) packages of Attends
located ‘on the floor in the hall Storage Room, and
four (4) lose t-shirta located on the shelf of the
crash cart, a face mask which was not packaged,
and two (2) re-breather masks with tears in the
packaging. In additlon, review of {he medical
chart, revealed Resident #1's admission
Tuberculin (TB} Skin Test was completed on
08/07/10 and the follow up annual TB skin test
was not done until 02/07/11.

Interview with the ED, on 02/27/12 at 4:30 PM,
revealed tha Director of Nursing (DON) was the
| one who would track and trend the infections In
the facllity and would bring the information

gathered to the QA meetings for the committee to

F 520
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.and interviewing residents for any changes in

révealed any concarns faxed, to the Physician
‘would be récorded on the'daily - .

| Physician and followad wp on that shift and the

review. She further stated she was unable to
answer any questions related o the iracking and
trending of Infections because this was part of the
DON's responsibilities. Further interview with the
ED revealed the team leader for the
environmental and the clinical team for the QA
Committee had not identifled any of above
identified areas and these areas should have
been identified by the team leaders as they did
thelr rounds of the facillty.

2. Review of the facilify's POG; with &
compliance date of 03/10/11, revealed all
residents' medical charts would be assessed by
He.DON, as it relatad ¥ éxaiining all residents

their conditions. Furiher réview.ofthe POC,

gommunlcation/report sheet and the oncoming -
shift would review any concgrns faxed to the

DON would review the dally
cornmunicationfreport sheet daily Monday-Friday
as a secondary QA check to ensure follow up had
occurred. Further review of the POC, revealed as
part of the ongoing QA program the DON would
review the Physician notifications on a weekly
basis for six (6) months, and report all the
findings to the ED, and the findings were
reviewed by the QA Committee mermbers for the
next six (6) months to ensure complianca.

Based on Interview and record review, it was
determined the facllity falled to ensure the
Physician was notified related to significant
changes in the residents’ physical condition
and/or need to alter treatment significantly for
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three {3) of twenty four (24) sampled residents,
(Resident #1, #4, ad #2). This was a repeat
deficlency for the facility, previcusly cited on
02/17/11. Raview of Resident #1's medical chart
revealed Resident #1's dose of Coumadin (a
blood thinner) was Increased on 01/06/12 and
then was started on Levaquin {an antibiotic) on
01/08/12. Eurther revlew of the medical chart
revealed the pharmacy made the
recommendation to menitor the PT/INR (labs

‘| which evaluate the therapsutic level of the blood
thinner) and there was no documented evidence
the facility notified the Physician. Then on
02/01/12 Resident #1 complained of blood in the
stool, and there was no documented evidence the
Physiclan was notifled of the change in condition,
Resident #1 was-sent to the Emergency Room
(ER) on the morming of 02/02/12 and was :
admitted with Coumadin Toxlcity and !
Gastrointestinal Bleéd: Review of the medical
chart revealed there was no documented
evidence the Physiclan was not notifled when
Resident #4, who had adiagnosls of Congestive
Heart Faliure, had a weight gain of 10.2 pounds
from 03/08/12 through 03/10/12. On 031912
roview of the medical chart revealed Resident #4
had an additional welght gain of 5.8 pounds and
was sent to the Emergency Room and .
| hospitalized for exacerbation of CHF. Interview
with the Physician, on 03/27/12, revealed he was
not notlfied of the weight gain. [n addition, review
of the medical chart for Resident #2, revealed red
area noted on the bany prominence of the outer”
aspect of the left foot was identified on 07/17/11,
and then on 02/07/12 documentation revealed the
wound had changed to a deep purple color and

‘| incroased In size. further revisew of the medical
chart revealed no documented evidence the
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_| months. Further interview with the ED revealed

.| Resident #1; who was on Coumadin'therapy

| services according to the plan of care. In -

Physictan was notifled.

Interview with the ED, on 03/27/12 at 4:30 PM,
revaaled in the six (8) months the DON was
reviewing the daily communicationfreport sheets
there were nc congerns identified; therefore, the
daily reviews were stopped after the six (6)

staff was still using the.daily
communicationfreport sheets; therefore, the
Physician should have bean notified of all three
(8) incidents related to changes In conditions.

3. Based on interview and record review, it was
determined the facility falled to ensura necessary
care end services were provided fo ensure
ongoing monitoring for two {2) of twenty-four: (24)
sampled residents (Resldent #1 and #4).

(blood thinning therapy) complained of blood in
the stool on 02/01/12; however, there was no
documented evidanoe of an assessment
completed and no documentad evidence the -
Physician was notlfied. The facillty developed a
Gomprehensive Plan of Care for Resident #1
related to the rasident recelving Coumadin
therapy with interventions in plece fo report
increased weakness, report bleedlng gums, and
blood in stoolfurine. The facility failed to provide" .

addition, the facllity falled to notify the Physician
ralated to the need for monitoring the
Prothrombin (PT) and International Normalized
Ratio (INR), (laborafory test used to make
necessary medication adjustments in Goumadin

dosage to keep blood levels within the therapeutic|

range) for Resident#1 after an increase in
Coumadin dosage on 01/06/12, and after
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pharmacy recommendations to monitor the INR
and monitor for bleeding when Resident #1 was
started on Levaguin (antiblotic medication) on-
01/08/42. In addltion, the facility failed to .
recognizs or respond to a life threatening adverse
consequence refated t6 Coumadin therapy.
Resident #1 was sent to the emergency room on
02/02/12 and admitted with dlagnoses of

| coumadin Toxicity and Gastric Intestinal Blead.

Resident #4 who had a diagnosis of Congestive
Heart Failure (CHF) and a Plan of Care which .
stated staff was to observe and monitor for
waight gain. Resident #4 sustained a significant
weight gain of 10.2 pounds from 03/06/12 through ;
03/10/12; however, thers was no docuimented '
avidence the Physician was nofified of the weight
gain. The resident sustained a further welght
gain of 5.8 pounds from 03/10/12 through
03/19/12 and again there was no documented
ovidence the Physiclan was notifled of the weight
gain. On 03/19/12 the resident became short of
breath, with labored respirations and had an
increase in edema in the lower extromities.
Resident #4 was admitted to the hospital on
03/19/12 with diagnoses of Exacerbation of
Gongestive Heart Failure with Pulmonary Edema,
and Hypoxia. Resident#4 explred on 03/24112 at
the facllity.

Interview with the DON, on 03/22/12 at 2:30 PM,
revealed residents with significant welght gain-
and/or loss were to be taken to the weekly Quality
of Care Meeting and discussed by.the
interdisciplinary team; however, Resident 4 was
not discussed in the meeting the week of
03/11/12 bacause there was no meeting held due
io the start of the standard survey on 03/13/12,
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“been foliowed related to moniforing weight.

Interview with the ED, on 03/27/12 at 4:30 PM,

review.

residents (Resident #19) in order to ensure a safe

Interview, on 03/28/12 at 1:30 PM, with the
Exocutive Director and the Nurse Consuitant;
revealsd it was acknowledged the Physiclan

should have heen notified of Resident #4's weight
gains in 03/12 and the Plan of Care should have

Further Intetview revealed this was deficlent
preictice. When asked how she ensured the staff |
followed the care plang, she stated she made
rounds to check on the residents; however, did
not audit to ensure the Care Plans were followed.

revealsd with the review of the daily
communication/report sheets, these concems
should-have been identified. She stated
implementing Care Plans were not Identifled a8
conocerns by the QA committes. She further
stated thesy arsas of concer should have been
identifled and brought to the QA committee for

4, Based on interview and racord review, it was
determined the facility failed to provide adequate
supervision, monltoring and revision of the Plan
of Care for one (1) of twenty-four (24) satmpled

environment. Resident#19 had a history of
abusing othér residents and the facility failed to
ensure each resident was protected from abuse
as evidenced by the failure to identlfy residents
with a personal hisiory-of being at risk of abusing
other resldents and developing Intervention
strategles in preventing occurrences and
monitoring changes In Resldent #19's aggressive
pehaviors on three (3) separate occasions and
failure to reassess current interventions for
appropriateness on a regular basls. Resident
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#19 exhibited three (3) different eplsodes of
aggressive hehaviors with two (2) of the incidents
resulting in Resident #19 slapping one (1) .
unsampled resident and one (1) sampled resident
in the face.

Interview with the Executive Director, on 03/26/12
at 8:30 AM, revealed the facliity assessed
Resident #19 as having a Brief Interview of
Mental Status (BIMS) score of a five (5),

indicating severe cognitive impairment, and-she
felt hershe could not comprehend the lssues.

Further interview revealed, the facllity was aware *

of Resident #19's previous behavioral situations,
hut did notrecognize there was any ntent on
Resident #19's behalf. The facllity failad to .
provide any documenied evidence Rezident #18
had been seen by any psychiatry services prior-to
03/27/12, when the resident was transfarred.to a
local Hospital. Continued interview revealed, the
feicility should have attempied other avenues of
care for Resident#19 instead of malntaining the
currant level of care. Further interview with the
ED, on 03/28/12 at 4:30 PM, revealed this
concern was not identified in the QA meetings
and should have been ldentlfied and addressed
to protect other residents from the resident's
aggressive behavlors. '

6. Review of the facility's Plan of Correction
(POG), with a compliance date of 03/09/11,
revealed food temperature logs would be
implemented and monitored daily by ihe Dietary
Manager. All-distary staff was in-servicedon .
03/04/11 by the ED on proper sanitary conditions,
including but not limited to the use of hair nets,
proper storage/handling of food, and glove
changing. The POC stated, the Dietary Manager

F 520
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would daily (Monday-Friday) and the Cook
(Saturday-Sunday) check food storage,
cleantiness of equipment, compliance of
temperature logs, and sanitary conditions of food

| handling and storage in the dietary dapartment.
‘| As part of the faclliy’s ongoing QA program

dietary sanitation would be monitored monthly for
six (8) months by the Dietary Manager to Include
weeldy audits of trays at varying times to ensure
proper food temperatures of the food. The
Dietary Manager was auditing key areas for
sanitation as a secondary check, included in this
report was equipment gahitation and storage of
food and utensils. These audits were to ha
reported to the ED to be reviewed to ensure
compliance.

Based on‘cbservation, interview, and record
roview it was determined facility falled to have an
offective system to ensure dietary sanitation,
when the facility falled to store, prepare and

distribute food urnder sanitary conditions. This

was a repeat daficiency for the facility, previously
cited on 02/17/11. This was evident by,
observation on 03/13/12, revealed food was heing
stored In the freezer not covered, unsanitary
practices of obtaining food temperatures when
the thermometer was not sanitized between
taking temperatures and puncturing the foll wrap
when obtaining the temperatures, and failure to
test the temperatures of the pureed food. In
addltion, observation on 03/13/12, revealed the
facility failed to prevent cross contamination by
hot ensuring sanitizing solutions to sanitize work

" .} areas and dishes were tested appropriately to

prevent food-bome lliness, staff in the
dishwashing area not consistently sanltizing thelr
hands when going from loading dirty dishes in the
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| food trays, and fruit files In the kitchen landing on

dish washor to emptying clean dishes out of the -
dish washer, a staff person not sanitizing thelr
hands after she touched her ayeglasses and then
touched the oven knob and continued to prepare

the trash can and also (anding on the food
preparation table.

Interview with the Dietary Manager, on 03713112
at 6:15 PM, revealed it was her-and the Diefifian's
responsibility to train staff on proper sanitation.
She stated they had an in-service with kitchen
staff in January 2012, but did not discuss the
amount of bleach to put in the sanitation bucket to
achleve proper sanitation levels. Further
interview revealed they did not |dentify how staff
were to measure the amount of bleach; did not
have a measuring device; and only informed staff
what the test strip should read. She stated she
thought they were changing and testing the
sanitizing bucket when they teated the sanitation
solution In the three compartment sink and the
sanitation bucket should have the proper
sanltation solution for use. The DM stated It was
obvious the staff needed more training.

interview with the Dietitlan, on 03/14/12 at 8:50
AM, revealed she parformed audits every month’
in the kitchen area, but had not watched staff
perform test of the sanitation bucket or sink. She
indlcated she was not used to having a separate
solution for the sanitizing bucket, but when fested
on her last audit it was one-hundred {100)-pprn.
The Distitian stated it was a failure on her part nof
to have stressad the sanitation bucket with the
staff at her in-service.

Interview with the ED, on 03/27/12 at 4:30 PM,
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revealed the QA committee reviewed the
monitors-and audlts conducted by the Dietary
Manager, which were done for @ aix (6) month
time perlod. She further stated through the
monitors and audits, no cencerng had been
identified. Further interview with the ED revealed
the facility's QA Committee was comprised of a
representative from each department and was
broken down into thres (3) teams with a team
leader for each: environment, operations, and
clinical. She further stated these team leaders
wara out on the units observing thelr areas and
talking to the staff to ldentify any coficerns.

{ Further interview revealed the deflciencies
identified were not identified by the QA
Commitiee nor brought to the QA Committes by
Lany of the staff.

| . ‘ , B

8. Based on interview, record review and policy
review, it was determined the facility failed to
ensure It was administered in amanner that -
enabled it to use its resources effectively and
efficiently to attain or maintain the highest
praciicable, physical, mental, and paychosocial
well-being of each resident, as evidenced by
Immediate Jeopardy ldentifled In the areas of 42
CFR 483.10 Resident Rights, 42 CFR 483.20
Resident Assessment, 42 CFR 483,26 Quality of
Care, 42 CFR 483.65 Infaction Control and 42
CFR 483.756 Administration and Substandard
Quality of Care {SQC) identified In the area of 42
CFR 483.25 Quality of Care. The Administration
falled to ensure policies and procedures were
implemented, fallad to identify the facility's system
faflures and falled to develop and implement
appropriate actlon plans to ensura guality of care
and correct Identified deficiencles.
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Interview with the ED, on 03/27/12 at 4:30 PM,
revealed the administrative staff had not identifisd
imminent concern In these areas prior to the
survey. Further interview with the ED revealed
the facllity's QA Cormmittee was compriged of a
representative from sach department and wag
pbroken down Into three (3) teams with a teamn
leader for each: environment, operations, and
clinical. She further stated these team leaders
were out on the units observing their areas and
talking to the staff to identify any concerns.
Eurther Interview revealed the deficiehcies .
identified were not identified by the QA
Committee nor brought to the QA Committee by
any of the staff.

Review of the AOC, dated 63/23/12 and review of ’

the AQC dated 03/28/12, revaaled the as part of
the facllity's ongolng Quality Assurance program
the followlng was implemented: -

11. The Director of Nursing or Charge Nurse wil '

monitor hand-washing, donning and -disrobing of
personal protective equipment,(PPE), cleaning of
hard surfaces and a wet fime for cleaning at least
once per day for the next ninety (90) days and
fhen weekly thereafter If & resident requires
isolation, Any Issues Identified wil be reviewed
with the Administrator and Medical Dlrector. The
Housekeeping Supervisor will audit the laundry
room for proper separation and washer
femperature logs daily (Monday through Friday)
for the next ninety (96) deys and then at least
weekly. On the weekends the Charge Nurse will
conduct these audits. Any issues will be reviewed
with the Administrator and Medical Dlrector. The

{ Housekeeping Supervisor will daily

(Monday-Friday) monitor the amount of Medical
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.| weskands the Charge Nurse will assume this

.| audit 100% of residents' charts that are currently

.| concerns, documentation which details care

for any identlfied issue noted.

Waste and will alert the ED if addlfional pick up is
reguired and daily (Monday-Friday) monitor the
storage area to ensure clean products are
covered to prevent contamination. On the

regponsiblity. Daily, for the next ten days, the
Malntenance Director will monitor the building for
fruit flies and treatment will be initiated as
problems are noted.

2. A part of the faciity's on going Quality
Assurance program the Administrator or DON will

recelving Coumadin Therapy or have a diagnosis
of CHF daily for the next 30 days, and then )
weekly theresfter, to provide a double check o
ensure proper assessiment of residents'

provided to each residant and that meets current
professional standards, and Physlcian
notification. Any issues identified will bé raviewed
with the Administrator and Medlcal Director. The
QA committee will in-turn develop an action plan

3. As part of the facliity's on going Quality
Assurance program the Social Setvice Director
will daily (Monday-Friday) review the Behavior
Monitoring Tracking Log to ensure they are being
completed properly, the Administrative staff
member on call will monitor on Saturday and
synday. The chart of any resident exhibiting
pehaviors will be reviewed by the 3D to ensura
thers Is no resldent to resident contact. The SSD
will communicate with MDS .
Coordinator/Administrator to update care plan
interventlons if behaviors are exhibited.
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4. The Digtary Supervisor (Monday through
Friday) and Cook (Saturday and Sunday) will
check the sanitization solution for proper
concentrations daily at various times. The

| Reglstered Dietitian wilt also audit these
processes on a monthly basis. Any Issues will be
reviewed with the Administrator and Medical

‘| Diractor. In addition, the Dietary Supervisor will
daily monitor the staff taking food temperatures to
.ensure propef technigue is used when cleaning
the thermometer with alcohol befween each foed
.| tosted. This practice wili continue indefinitely.
Any Issues identified will be reviswed with the
Adrministrator and Medical Director. The QA
committee will in turn develop an action plan for

any identified lssue

follows:

The surveyors validated the corrective action
taken by the facllity,

- | "Interview with the DON on 03/27/12 at 3:00 PM,

| revealed on 03/16/12 she and the LNHA
conducted an in-service with all nursing staff, with
oxception of on LPN which was on vacatlon at the
time of the in-service but would be in-serviced
‘before allowed to return to work, all housekeeplng
staff, all maintenance staff, al administrative
staff, and all contracted therapy staff. Review of
the In-service, revealed the facility had In-serviced
staff on isolation precautions, VRE, MRSA,
donning and disrob!
cleaning the environmental surfaces with
Virsx/Oxivir TB, and a contact time of one (1)
minute prior to wiping.

*Further interview with the DON, revealed as part
of the on-going QA program, hand washing,

noted above.

prior to exit on 03/28/12, as

ng of PPE, hand-washing,

F 520
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1 notification of the LNHA or the Maintenance

donning and disrobing PPE, ‘cleaning of hard
surfaces, and wet time for cleaning will be
monitored at least once per day for the next
ninety (90) days and then weekly thereafter by the
charge nurge or herself.

*interview with the Housekeeplng Supervisor, on
03/27/12 at 10:00 AM, revealed she monitots the
amount of madical waste on a daily basls
{Mondsy through Friday), and if the facillty needs
to add an additional pick up she is to alert the ED.
Further Interview with the Housekeeping
Supervisor revéaled she was also to monitor the
storage areato ensure clean products are
covered to prevent contamination; this is to be
done on a daily basls (Monday through Friday).
On the weekends, the charge nurse was to
monltor these areas. '

sReview of the "On the Spot" in-service,
conducted on 03/16/12, revealed all laundry and
housekesping staff working was in-serviced, with
materials covering keeping the privacy curtain up
to keep the dirty and clean laundry separated,
malntaining a temperature log, ensuring the
temperatures were maintained at ninety-five (85)
degrees Fahrenhelt or above, and immediate

Director and to halt laundry services if the
temperature drops below ninety-five (98) degrees
Fahrenheit.

*Eurther interview with the Housekeeping
Supervisor, on 03/27/12 at 40:00 AM, revealed
she would be doing audits of the Jaundry room for
proper separation and washer femperature logs
dally (Monday through Friday) for the next ninety
(90) days and then at least weekly, and on the
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weekend the charge hurse would be doing the .
audits, o

*Continued Interview with the DON, on 03/27/12
at 3:00 PM, ravealed all licensed staff was
in-serviced on physician notification,
antlcoagulant therapy, signs and symptoms of
bleeding along with proper physical assessment,
as well as documentation requirements. Review
of the in-service sign in sheet, titied :
"Documentation Guldelines with Physician
Notification", revealed all licensed staff attended
the in-service. .

*CGontinued [nterview with the DON, on 03/27/12
at 3:00 PM, revaaled she had been reviewing the
medical records of all residents racelving
anticoagulant therapy daily to ensure propsr
assessment of-the resident's concerns,
documentation which detalled care provided to
resident met currant professional standards and
the physiclan was nctified.. She further stated she
would be doing the audits dally for thirty (30} days
and then weekly thereafter, Review of the audit
form, titled Audit of Resident Records, revealed
all medical charts of resident's receiving
anticoagulant therapy was reviewed on a daily
basls and was ongoing.

*Revlew of the audit titled, "Review of Residents.
with CHF" on 03/29/12, revealed daily audit of the
rasldent chart's for resident's with CHF was
conducted on 03/28/12, and was ongoing.
Interview with the LNHA, on 03/206/12 at 10:45
AM, revealed she planned to continue to perform .
the audits daily {Monday through Friday) and the
charge nurse fo review on Saturday and Sunday,

.| for the next ninety (90) days and then weekly

FORM CM5-2667(02-96) Previcus Veralons Obsolste Event ID: E9KX11 Facliity ID: 10008 If continuation sheet Page 219 of 221 )



DEPARTMENT OF HEALTH AND HUMAN SER\)ICES

Pi?lNTED: 04/19/2012

i ; FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICGES - OMB NO. 0838-0321 '
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION {X8) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: COMPLETED
A. BUILDING
. WING .
185307 B. WIN . 03/29/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: £24 EAST HIGH STREET, P O BOX 859
T v
HILLTOP LODGI,E OWINGSVILLE, KY 40380
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (%6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG * CROSS-REFERENCED TO THE APPROPRIAT &
DEFICIENCY) A )
F 520 | Continued From page 219 F 520
thereafter.

*Further interview with the LNHA, on 03/29/12 at
10:46 AM, revealed she conducted an In-service,
fitled “Residents with CHF", which covered
checking for edema, taking vital signs and oxygen
saturations, ofher signs and symptoms to monitor
for, documentation, monitoring weights, and whan
to notify the physlcian of welght changes, for alf
Jicensed staff on 03/28/12 at 5:00 PM, with the
exception of LPN #7 who would be in-setviced
before she was allowed to return to work.

*Re\_/iew of the -monltor titled, "Behavior
Monitoring/Tracking Log" on 03/29/12, revealed

{ daily audit of the residant chart's for resident's

with bahaviors was conducted on 03/28/12, and

'{ was ongping. . Intarview with the Soclal Seivice

Dirsctor (SSD), on 03/29/12 at 10:30 AM,
revealed she planned to continue to perform the
audits dally (Monday through Friday) and the
Administrative staff member who was on call to
raview on Saturday and Sunday.

*Interview with the LNHA, on 03/28M12 at 10:45
AM, revealed she had conducted an in-servicé
with all licehsed staff on 03/28/12 at 6:00 PM,
with the exception of LPN #7 who would be
in-serviced before retuming fo work. Reviewed in
the in-service, the behavior monitoring program
and tracking of behaviors, as well as physiclan
and family nofifications of such behaviors, if a
resident to resident aitercation occurs, licensed
staff was in-serviced to initiate fifteen (16) minute
checks for seventy-two (72) hours, if additional
hehaviors are exhibited one (1) on one (1)
supervision and immediately psychiafric
svaluation will take place, and to immediately

FORNi CIVIS-2867 (02-00) Provious Verslons Obeolete

Event ID: EQKX41

Fagility ID; 100018

IF continuation shest Page 220 of 221




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED:, 04/10/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE GONSTRUGTION - (%3) DATE SURVEY
AND PLAN OF CORRECTION * IDENTIFICATION NUMBER: COMPLETEDR
A, BUILDING
185307 B.WING, 03/29/2012

NAME OF PROVIDER OR SUPPLIER
HILLTOP LODGE

STREET ADDRESS, GI'fY. STATE, ZiP CODE
" 521 EAST HIGH STREET, P O BOX 659
OWINGSVILLE, KY 40360

SUMMARY STATEMENT OF DEFICIENGIES

notify the ED or LNHA if resident to resldent
physical altercations take place to ensure
resident safety.

*Interview with the LNHA, on 03/29/12 at 10:00
AM, revealed as part of the facility's on-gaoing QA
program any concerns identified with these
monitors will be brought to her and the Medical
Director, and In turn will develop an action plan
for any identified issues. .
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PREFIX {EACH DEFICIENCY MUST BE PRECEDER BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMD'},E 1o
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UEFAK IMEN | UF HEALLH AND HUMAN SERVILED. - FORMAPPROVED
CENTERS FOR MERICARE & MEDICAIR SERVIGES S MB NQ. 0038
TATEMENT OF DEFICIENCIES (X1} PROVIOZIVOUPFLIER/OLIA (2) MULYIPLE CONGTRUCTION 4) SSL% fggg’g"
ND PLAN OF CORRECTION IDENTIFICATION NUMBER; ABULONG 01 . MAIN BUILDING 01 7
195307 & AN g 03(18/2012
NAME OF PROVIDER OR BUPPLIER /STREET ADDHESS, CSTY, STATE, ZIF CODE:
8§21 EAST HIGH STREET, P O BOX B&0
LT L AT '
HILLTOP LODGE OWINGSBVILLE, KY 40360
X D SUMMARY BTATGMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION S8,
PREFIX (EAGH DEFICIENCY MUST BE PRECEOED BY FULL - PREFIX {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
YAG . AIGOULATORY OR LEC IDENTIPYING INFORMATION) TAG CROBS:REFERENCED TO THE APPROPRIATE oxte
' ' DEFRICIENCY)
. 1‘ .
K 000 | INITIAL COMMENTS KOO0D| Hilltop Lodge does not believe nor
does the facility admit that any
CFR: 42 CFR 483.70(n) deficiencies exist.
: C 01 C MG i
Bullding: 0 { Hilltop Lodge rescrves all rights to }
Burvey under: NFPA 101 {2000 Edition) contest the survey findings through
informal dispute resolution, legal
Plan approval 1870 appeal proceedings or any
o . administrative or legal proceedings.
| Facili . BNF/ Ty . X
] aclity type: SNF/NF This plan of correction does not
|‘ Type of siructure: Typa Hl unprotaclad constitute an fidmmsion regarding
: any facts or circumstances -
Smoke Compartment. Two (2) surrounding any alleged deficiencies
: to which it responds; nor is it meant
Fire Alarm: Fire alarm installed In 2001 ' to establish unPO Tan:.‘ia lcsa;r
Smoke detectors In Long and Short Hall o §b o yf rd care,
corridors ! contract, obligation or position. !
Heat deteciors in Short Hall and Long Hilltop Lodge reserves all rights to |
Hall corridor and resident rooma raise all possible contentions and
‘ defenses in any type of civil or
Sprinkler Systern: Complata aprinkler system . 0y P .
crininal claim, action or proceeding.
(dry) Inatalied 1677 : : M
Nothing contained in this plan of
Ganeralor: Natural gas installed 2007 correction should be considered as a
' waiver of any type of civil or
Astandard Lfe Safety Code survey was criminal claim, action or proceeding.
conducted on 03/158/12. Hilltop.Lodge was found Nothin conlai' ed in this plan of
not to be in compllance with the requirements for R} g ) n Bp ‘
pariicipation In Medicare and Medicald, The correction should be considered asa- i
censug on the day of the survey was thirty seven waiver of any potentially ﬂPP“CﬂbIC |
(37). The facllity is licensed for thirty nina (39) i peer review, qualily assurance or self
beds, L critical examination privileges which
I:(?'FH"]?&T&? Scope and Severity deflciency was 1 { Hilltop Lodge does not waive, and
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD | Koge® Fe3¢rves the right 10 assert in any
88:F . ; -+ administrative, civil, or criminal
I there is an automalic sprinkler system, it is \ 1 claim, action, or proceeding,
L .

;BORATORY BIRECTOR'S OR FROVIDER/SUPPLIER REF?‘ES

‘;J" .«[ﬂ ¢.-/,/A.

THLE _

N ’) -

'QL

ny deficlancy slaiernant anding with en asleiak (’]Bmmma 4 deflgionay which the inslitution may be exgused trom cerrecting providing H le determinad that
thor sateguards provide sufficlant protaction Lo e palients, {See insliructions.) Except for nurelng hornes, the findings sletod above are discinsabls BO dayw
oflewling the date of survoy whothor or not a plan of corractlon is provided. For nursing homas, (he above findings and planie of coirection are disclosablo 14
oys tollowing the date these documants am made avallable o the facliity. if deficlencies are oited, on approved pion of correetion s myuisite to continued
rogram garticipation. .
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(M4) D BUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION {8)
PREFIX {EACH DEPICIENCY MUSY BE PRECEDED BY FULL PREMX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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' DEFICIENCY) ' '
K 086 | Gontinued From page 1 K osg| Halltop Lodge offers its responses,

inotalled in accordance with NFPA 13, Standard
for the Instatiation of Sprinkler Systems, to
provide complete coverage for all portions of the
bullding. The system iIs properly malntained In
accordance with NFPA 25, Standard for the
inspaction, Testing, and Maintenance of
Waler-Based Fire Protection Systemas. It is fully
supervised. There |s a reliable, adequale water
supply for the system. Required sprinkler
systems are equipped with watar flow and tamper
switches, which are electrically connected to the
bullding tire slarm system, 19,35

This STANDARD is not met as evidenced by,
Based on observation and interview, { was
determinegd the facllity failad to ensure the
sprinkler system was maintained, according to
National Fire Protection Association (NFPA)
siendards. The deficiency had the potential fo
sffact two (2) smoke comparimonts, thifly nine
(39) regidents, staff and visitors.

| Tre findings includs:

Observation, on 03/15/2012 at 10:07 AM,
revealed the accelerator valve to the sprinklsr
system was in the off pasition. The accelerator
allows the sprinkler system (o activate In a timely
manner. Theabservalion was confirmed with thea
Maintenance Director.

Intarviaw, on 03/15/2012 at 10:07 AM, with the
Maintenance Director, revealed he wag unawara

tha accalsrator valve was in the off position. A
ghona call from the Maintenance Director to the

i
1

“highest quality care while assuring

“with NI'PA standards.

| 2. The entire system was checked by

credible allegations of compliance
and plan of correction as part of its
ongoing effort to provide quality
care to residents.

Hilltop Lodge strives 10 provide the

the rights and safety of all residents.

K056 —
It is and was on the day of survey the |
policy of Hilltop Lodge for the

sprinkler system 1o be in accordance

1. The sprinkler value was switched
to the “on” position after talking with
the sprinkler inspection company.

maintenance to ensure tt was
functioning properly.

3. All maintcnance staff were
instructed on 3/15/12 regarding the
proper positioning for the sprinkler
valve. '
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Kota CUnﬂﬂU&(‘] Frarm page 2 ) : K036 4. As parl of the facility’s ongoing
sprinkler inspection company revealad the . p am the l
 accaleralor valve should be In tha on position. -1 Quality Assurance Program ¢

L o maintenence staff will check the |
Referance: NFPA 25 ( 1988 edition ) - sprinkler valve weekly to ensure jt is :
0-4.4.1.2 Gauges shall bo inspected weeljy, in the “on” position. ‘
(a) The gauge on the supply slde of the dry pipe ' T
valve shail ' '

indicate. that the normal supply water prossure s | 5. 3730712 33012
baing . ' |
maintalned. : '
(b} The gauge on the systam side of the dry pips
valve shall o

indicate thatthe proper ratlo of air or nitrogen
pressure '

: 10 water supply pressure is being maintained in

| accordance

1 with the manufacturer * 8 Instructions.

| (c)* The gauge on the quick-opening davice, If

' provided, ,

!'shall Indicate the same pressurg as the gauge on
| the system :

 Blte of the dry plpe valve.

Exception: Systems vquipped wiin low air or
nitrogen pressure _

slarms shall be inspectad monthly.

B-4.4.2 4" Quick-opening devices, if provided,
shall be tested

quarterly.’
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