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F 000 | INITIAL COMMENTS , " F Qoo
S Hilktop Nursing and
A Recertjfication Survey was conducted 04/06/10 Rohabilitation docs not beliove

through 04/08/10 and a Life Safety Code Survey

was conducted on 04/07/10. Deficiencles were nor docs the facility admit that

cited with the highest scope and severity of a "F", any deficiencies exist.

F 221 |463.13(a) RIGHT TO BE FREE FROM - F 221

85=D | PHYSICAL RESTRAINTS Hilltop Nursing and
The resident has the right to be free from any Rehabilitation Facility reserves
physical restraints imposed for purposes of all rights to conte.st the survey
discipline or convanience, and not required to findings through informal dispute
treat the resident's medical symptoms, msoluﬁon, legal appea]

' proceedings or any

This REQUIREMENT is not met as evidenced administrative or legal
hy: proceedings. This plan of
Based on observation, interview, and record correction does not constitute an
review, it was determined the fagility failad to admission regarding any facts or

ensure one {1) of ten (10) sampled residents

wera frae from physical restraints (Resident #6). circumstances surrounding any

Resident #6 was utilizing a seat beit while in the - alleged deficiencies to which it
wheelchalr, however, there was no documented responds; nor is it meant to
avidence a pre-restraint evaluation was establish any standard care,

completed and no evidence the responsible party

was nofified of the risks versus benefiis of the contract, obligation or position.

gseat beit and consent obtained. Hilltop Nursing an'd
Rehabilitation Facility reserves
The findings include: all rights to raise all possible

contentions and defenses in any

iow of Resldent #6' I . x . . .
Review esldent #8's modioal rccord revealed of civil or ¢ nal claim,,

diagnoses which included Cerebral Vascular

Accident (CVA) with Right Hemiplegla. Review of action or proceeding. Nothing
the Significant Change Minimum Datg Set (MDS) contained in this plan of
dated 03/10/10 revealed the facility assessed the correction should be considered

resident as having severe impairment in cognitive
skills for declsion making and es raquiring
extensiva to total assistance with Activities of
Daily Living.

as a watver of any type of civil or

ABORATORY DIRECTOR'S ORFPROVIDER/SURPIIER REPRESENTATIVE'S SIGNATURE TITLE 0) DATE

et dyptd®  B(3-10

iy defisiency statemant ending Wth an asterlsN(*) denctes a deficlency which the Inslitution may be exaused from correcting providing it is determinad that
thar safeguends provide sufficlen¥protection Lo (he gelivnls. (Suw instructions,) Except for nursing homes, the Angdings ataed apove are gisciosabls 90 days
slowing the date of survay whether or nota ptan of correction Ie provided. For nursing hames, the above findings and pians of comoation ‘ane dinolosable 14
ays following the date thesa documents are made avallable to the facliity. If daficiencies are viled, an approvad ptan of corraction |s requisite to continued
rogrem participation. . -
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_| Summary (RAPS) dated 03/10/10 reveaied the

Review of the Resldent Assessment Protocol

resident had a history of falls, confusion and
disorientation. Further review of the RAPS
revealed the resident had a self- releasing safaty
belt to remind him/her not to get up alone and to
have staff assist. The RAPS further stated, the
resident neaded to be assessed for the safety balt
{0 determine if the be!t was a rastraint and if the
resident could release it on demand.

Raview of tha Plan of Care dated 03/10/10
revealed the resident had potential for falls
related (o an unsteady gait, a history of faiis at
home, confusion, and weakness secondary to
Status Post CVA. The interventions inctuded a
salf-releasing safety belt while up in the
wheelchair,

Review of the Physicians's Orders dated 04/10/10
revealed orders for a self-releasing seat belt for
lcaning, getting up alone, history of falls, and
Status Post CVA,

Obsarvation of Resident #6 on Q4/07/10 at 9:06
AM revealed the resident was in hls/her room
silting In a wheslchair with a seat belt around the
walst,

Further review of the mediocal record revealed
there was no documented evidence of a
pre-restraint assessment was completed prior to
tho use of the self releasing seat belt. In addition,
there was no evidence the risks versus benefits
were explained to tha responsible party or a
cansent was obtained from the responsible party
for the seat balt.

Raview of the Resident Incident Accident Form

criminal claim, action or
procecding. Nothing contained
in this plan of comrection should
he considered. ar a. waiver of any
potentially applicable peer
review, quality assurance or self
critical examination privileges
which Hilltop Nursing and
Rehabilitation Yacility does not
‘waive, and reserves the right to

or criminal clairn, action, or
proceeding. Hilltop Nursing and
Rehabilitation Facility offers its

compliance and plan of
correction as part of its ongoing
effort 10 provide quality care to
residents.

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

assort in any administrative, civil,

responses, credible allegations of
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* | revealed the resident sustalned a fall on 01/17/10 22 (a) Right to_be fri
at 8:65 PM while attampting to transfer self to bed £ 1 483'1.3 ? ) free
withc.ut assistance »mmt—m
lt}tﬁrview on 04/08/10 at 8:15 AM with the Director It is and was on the day of the
of Nursing (DON) revealed the resident received survey the policy of Hillto
the safaty belt on 01/17/10 as a new intervention Nursii an]c;oRelzab'litatio pto
dua to the fall accurring that day. Further g . 1 n
intarview revealad the resident could release the assure residents have the right to
geat beit at imes; however, could not alweys be free from any physical _
release the seat boit on command. The DON restraints imposed for purposes
statad a pre-restraint assessment should have of discipline or convenicnce and
been completed for the safety belt and a consent t ired th
form explaining the risks versus benafits should no 'req , to‘treat @
have been signed by the responsible party. resident’s medical symptoms.
Review of the facility Physioa! Restraint Policy 1. A pre restraint evaluation has
and Procedure revealed the medical record must been completed and th
Indicate tha eventa leading up to the necessity of n comp and the
the restraint and an evaluation would be . responsible party notified for
completed by the interdisciplinary team including resident#6. ©~ | .
tharapists to ensurc the least reatrictive device 2. All residents with restraints
| was used. Further review of the Policy and . .
Procedure revealed restraints would only be used have becr_l 1_dcnt1ﬁ:]d tq ensur: a -
with informed consent of the resident ar pre restraining évaluation and
acknowledgement from the repressntative. proper notification of responsible
F 280 | 483,20(d)(3), 483.10(k)(2) RIGHT TO F 280 party has been completed.
88=£ | PARTICIPATE PLANNING CARE-REVISE CP : 3. Aninservice was conducted
The resident has the right, unlass adjudgad on Apt.ﬂ 28? 2010 by_ the
incompetent or otharwise found to be executive director with the
Incapacitated under the laws of the State, to director of nursing and all

partioipate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developsd
within 7 days after the completion of the
comprehensive assessmeant; prepared by an
interdisciplinary team, that Includes the attanding

licensed nursing staff regarding
proper notification of responsible

L
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F 280 Continuad From page 3 F 280 :
physician, a registerad nurse with responsibility and re restraint
for the resident, -and other appropriate staff in Eﬁmﬁonpmpm P
disclplines as determined by the resident's needs, ~ T di dor
and, to the extent practicable, the participation of 4. 'Ihe‘Exccuu.ve rector and/or
the resident, the resident's family or the resident's her designee will audit three
legal representative; and pen‘qdically reviewed charts a month for six months to
:gghn:\;i:zgsma tteam of qualified persons after assure pre restraining
: e assessments and family
notification are carried out
. according 1o facility policy.
' 5. Completion date- April 30
This REQUIREMENT s not met as evidenced 2010 P P ?
Based on observation, Interview and record
review, it was determined the facility to ensure ZNd)(3), 4R3.10(K)(2
Plans of Care were reviewed and/or revised to Right to participate in
inolude interventions the facility had identified .
related to falls for three (3) of ten (10) sampled Rlanning care-reyise
residants (Resident #6 #7 and #1). .
It is and was on the day of the
The findings include: survey the policy of Hilltop
: L ing and Rehabilitation to
1. Reviaw of Resident #8's medical record Nul-mng &/ R h‘?iblhthu lan of
revealed diagnoses which included Cerebral review and/or reviae the plan o
Vascular Accident (CVA) with Right Hemiplegia , carc..
and a History of Falls, Review of the Significant
Change Minimum Data Set (MDS) dated 03/10/10 1. The plan of care for residents
revealed the facility assessed the resident ag
having short and long term memory loss, as #6, #7 and #1 ha\{e been updated
requiring extensive assistance with transfars and to reﬂect-ﬂppl'ol’nam
ambulatlon, and as having sustained a fall in the terventions related to falls.
past 31-180 days, 2. The plan of care for all
Review of the Resident Asgessment Protocol remdgnts has b?:en l"ewewed-to
Summary ( RAPS) dated 03/10/10 revealed the assure appropnate jnterventions
resident needed monitoring for falls and injuries.
Further review of the RAPS revealed the resident
was encouraged to get up in the wheelchalir dally

AM CMB-2E87(02.09) valoun.Verelans Cbsolata Event (D; KGBH11 Facility fD; 100018 It enntinuation sheat Page 4 of 28



085/13/2010

13:53 16866749882

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID S8ERVICES

B8TATEMENT OF DEFICIENGIES
AND FLAN OF CORRECTION

FRONT OFFICE

PAGE 29/50

PRINTED; 04/22/2010
FORM APPROVED
QMB NO. 0938-0391

(X1} PROVIDER/SUFPPLIER/CLUIA
IOENTIFICATION NUMBER:

- r—

186307 oo e

Erhuk g s
1 b e

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A, BUILDING COMPLETED
[armetrp e = it

B, WING _'

e 04/08/2010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIf CODE
521 EAST HIGH STREET, P O BOX 5888

HILLTOP
1-obGE OWINGSVILLE, KY 40360
(Xd) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREPIX (EAGH CORRECTIVE ACTION BHOULD BE COMPLETION
1AG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG . | " CROSS-REFERENCED 10U IHE APFROFRIATE TATE
© T DEFICIENCY)
F 280 | Continued From page 1 ‘ ~ 200 |
and ambulate with the assistance of twa (2) staff. have been reflected ov the care
- Review of the Resident Incident/Accident Form plan. . .
revealed the resident sustained a fall on 01/17/10 3. An inservice was conducted
at 6:55 PM while attempting fo transfer self to bad on April 28, 2010 by the
without assistance. Further raview of the Form executive director with the
revealed the recommendation/action taken was to director of . d all
ensure staff aasisted tha rasidant to bad upon lrector of nursing and all
taking him/her to the resident's room. hcensed nursing staff regarding

‘| AM while in the shower room, The Form revealed

Review of the Resident Accident Form revealed
the resident sustained a fall on 02/22/10 at 10:10

the recommaeandation/action taken was to have
staff assist the resident during showsrs or use a
safety belt. '

Review of the Plan of Care dated 03/10/10
ravaalad tha rasident was at risk for falls, There
were several fall interventions listed; however,
there was no documented evidence the Plan of
Ceare was revised to include interventions related
to ensuring staff azsisted the resident to bed
upon taking him/her to the resident's room and no
Interventions related to shower safaty.

2. Review of Resident #7's medical record
revealed diagnoses including Parkingon's
Disease and Seizure Disorder. Review of the
Admiasion Minimum Data Sat (MDS) datad
03/29/10 revealed the facility assessed the
resident ag having severe impairment in cognlitive
skills, as requiring oxtensive gsaistance with
transfers and ambulation, and as sustalning a fall
in the past 30 days.

Review of the Resldant Assessment Protacol
Summary (RAP3) dated 03/29/10 ravealed the
rasident had a history of falls, and required the

importance of updating care plan
to reflect interventions utilized in
fall prevention.

4. As part of the facility’s
ongoing quality assurance
process, the director of nursing
and/or her designee will audit 3
resident care plans a month for 6
months to determane if
interventions have been updated
on plan of care.

5. Completion date- April 30,
2010.

F281 483.20(k)(3)(3) Services
provided meet professional
standards

It is and was on the day of the
survey the policy of Hilltop
Nursing and Rehabilitation to
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assistance of one to two staff and a walker for provide services that meet

ambulation. professional standards of quality.

Review of the Resident Incident/Accident Form .

revealed the resident sustained a fall on 03/25/10 1. The physician orders for

at 7:20 PM while attempling to transfer self to resident # 1 have been

bed. Further review of the Form revealed the thoroughly reviewed to assure all

recommendation/action taken would be to assist

the resident into the bed after supper. orders have been implemented

appropriately as ordered by
Review of the Plan of Care dated 03/20/10 physician.
revealed the resident had tha potential for falls 2. Physician orders for all
related to an unsteady gait, weakness, a history " .
of falis, and Alzheimers Dementia, There ware residents ha:ve-a been reviewed to
several fall interventions listed; howaver, there : assure physician orders are
was no evidence the Plan of Care was revised to accurate and imuplemented as
include the intervention to assist the resident to ordered.
bed after supper. 3. Aninservice was conducted
3. Review of Resident #1's medical record on April 28, 2010 by the director
revealed diagnoses which included Dementia, of nursing with the nursing staff
Arthritis, and Contractures of the Lege. Review of regurding the importance of
the Quarterly Minimum Data Set (MDS) dated : . ol
03/19/10 revealed the facility assessed the A mglemenhnﬁgi P hz:;ic;an (:;dcrs,
redident as having both leng and short term paying specit c atiention that
memory problems, as requiring extensive orders are carried over each
assigtance to transfer, and &s baing unable to month by nurse conducting
ambulate. change over, and proper lab
Review of the Resident Assessment Protocol proc?dure to assure labs are
Summary (RAPS) dated 01/02/10 revealed the obtained as ordered.
resident required total care from the staff for 4. As part of the facility’s
Aativitiag of DI,'—!"V Living. Further raview of the ongoj_ng quﬂ]i[y assurance

RAPS revealed the resident was non-weight
bearing, non ambulatory and needed to be
monitered for falls and inuries.

process, the director or nursing
and /or her designee will audit 3

Review of the Residant Incident/Accident Form
revealed the resitdan? sustained a fall on 03/26/10

IRM CMS3-4067(02-09) Previous Veralona Obsolata Evant 1D: KGBAY1 Facity 1D; 100018 If continualian shest Page A of 26
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at 2:16 PM. The Form stated the resident slid out
of the bed on to the foor. Further review
reveated the recommendationfaction taken was to
ensure the resident was assisted out of the bed
and into the recliner chair early, and to monitor
the resident closely.

Review of the Plan of Care revaaled the rasident
had impaired physical mobility related to leg
contractures with interventions to utilize the
wheelchair for long distances and to transfer the
resident with @ mechanical lift. Further review of
the Pian of Care ravealed the rasident required
lhe top siderails to be up In the bed 10 mark the
perimetgr of the bed for safaty with interventions
for a bed atarm. However, there was no
documented evidence the Plan of Care was
revised to address this residents risks for falls
with interventions to prevant further falls,
Including assisting the resident out of the bed and
into the recliner chair early in the day.

interview on 04/08/10 at 9:15 AM with the Director
of Nursing (DON) revealed she was ullimately
responsible for rgviging the Care Plans although
any nurse could updata them. She further stated,
sha raviewed all the falls dally, and the Care
Plans should have been revised immediately to
inctude the fall interventions noted on the
Resldent Incident/ Acaident Forms for Resident
#6, #7 and #1,

Review of the facility Care Plan Policy and
Procedure ravealed "changes In the resident's
condition must be reported to the RN assessmant
coordinator so that a review of the residenl's
assessment and care plan can be made. Daily
care and-documentation must be consistent with
the resigent's cara plan”.

charts a month for six months
and comparc charts with what is
being implemented to assure all
physician orders are carred out
as ordered.

5. Completion date- April 30,
2010.

- F 309 483,25 Provide
¢ services for hi

being

est well

It 18 and was on the day of the
survey the policy of Hilltop
Nursing and Rehabilitation to
provide the necessary care and
gservices to attain or maintain the
highest well being for each
resident,

1. Resident #] and #6 had no
effects as the resuit of lack of
24 hour follow up assessment
and a follow up assessment
has been completed.

2. All residents with falls are
now assessed each shift for
24 hours following falls
according to facility policy. .

OWINQAVILLE, KY 40360
{%4) ID SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDCNTIFYING INFORMATION) TAG . CROSE-REFERENGCED TO THE APPROFRIATE OATE
DEFICIENCY)
F 280 | Cantinued From page 6 F 280

‘ORM CME-2567(02-90) Previous Verelons Obsolote

Event [D: KG8811

Fallity D: 100048

'

If continuation shaet Page 7 of 28




@5/13/2010

13:53 16066749002

DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRONT OFFICE

PAGE 32/50

PRINTED: 04/22/2010.

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO, 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED

A BUILDING

O TR TR TR 4 Y o

. T4 1T oY .':--.1:;-.' e - 8. WING

e N S, 185307 04/08/2010

NAME OF PROVIDER OR SUPPLIER

HILLTOP LODGE

STREET ADDRESS, CiTY, 3TATE, 2P CODE
621 EABT HIGH STREET, P O BOX 559
OWINGSVILLE, KY 40860

{%d4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION oy
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAQH CORRECTIVE ACTION SHOULD BE COMPLEYION
CUTAG REQULATORY OR L3C MENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
. R 281 483.20(k){3)(i)) SERVICES PROVIDED MEET F 201
558=D | PROFESSIONAL STANDARDS 3. Aninservice was conducted
The services provided or arranged by the fagility on April 28, 2010 by the
must meet professional standards of quality. (!uector of nursing with the
licensed nursing staff
regarding falls protoco] and

This REQUIREMENT s not met as evidenced
by:

Baged on obgervation, interview, and record
review, it was determined the fagility falled to
eneura Physiclan's Orders ware implemented
ffollowed for one (1) of ten {10) sampled residents
{Resident #1).

The findings include:

Review of Resident #1's medioal record revealed
diagnoses which includad Dementia, Arthritia,
Contracturas of the Laga, Congestiva Haart
Fallure and Atrial Fibriliation. Review of the
Quarterly Minimum Data Set (MDS) dated
03/19/10 revealed the facility asscssed the
resident as having both long and short term
memory problems, as requiring extensive

| aaslalance lo ransfer, as being unable to
. | ambulate, and used oxygen,

Review of the Physician's Orders dated 03/29/10
revealed orders for a bed &larm on the bed to
alert etaff of the residant's attempts to get up
unagsisted.

Ohhgarvation of Rasident #1 on 04/06/10 at 8:25

PM, 04/07/10 at 9:456 AM, and 2:00 PM revealed
the resident was lying In the bed. There was no
avidence of a bed alarm on the bed.

intarviaw on 04/07/10 at 4:00 PM with Certifiad
Nursing Assistant {CNA}#1, revealed she was

fall

assessment and

facility policy.
2010.

83.25
accident

provide a resident

proper follow up assessment
aud documentation after a,

4. As part of the facility's
ongoing quality assurance
process, the Director of
Nursing and/or her designee
will audit 3 charts a month
for 6 months to assure

documentation has been
completed according to

5. Completion date- Aptil 30,
Free of

It is and was on the day of the
survey the policy of Hilltop
Nursing and Rehabilitation to

'AM OMS-2667(02-89) Provious Versiana Qbsolats

Evant ID: KQaa11

Faallity I 100014

If continuation sheot Page 0 of 26
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- Interview on 04/07/10 at 4:25 PM with Licensed

not assigned to Resident #1, however she was
often essigned to the resident and was aware the
resident was to have a bed alarm. She checked
Resident #1's bed and stated there was no bed
alarm on the bed,

Practical Nurge (LPN)# 1 who was assigned to
the resident, revealed she was aware the resident
was to have a bed alarm on the bad. She further
stated the Nuise Aides were 10 follow the Nurse
Alde Care Plan. Record raview revealed the bed
alarm usage was noted on the Nurse Aide Care
Plan.

Interview on 04/08/10 at 1:00 PM with CNA #2
who was assigned to Resident #1 on 04/07/10,
revealad she checked the Nurse Aide Care Plans
once a waek for guldalines on delivery of cara.
She further stated, she garried an Assignment
Sheet in her pocket as a guideline for dellvery of
care. Continued interview, revealed the CNA's
were to check to ensure safaty devices were in
place at the beginning of each shift, howaver, she
was ungaware the resident was 10 have a bed
alarm. Record review of the Assignment Sheat at
that ime, revealsd the bed alarm was not noted
on the Assignment Sheet for Resident #1.

Interview on 04/0B/10 &t 10:00 AM with the
Director of Nursing, revealed the bad alarm was
placed pn the Plan of Care on 03/26/10 after the
reeident sustained e fall and a Physician's Qrder
was obtained for the alarm on 03/26/10. She
stated she was unsura why the bed alarm was
not on the bed as per the Physician's Orders.

Also, further review of the Physician'a Orders for

Resident #1 revealed orders datad 03/27/10 to

environment as free as
possible of hazards.

1. Resident #1 now has
alarm in place as
iotervention for fal]
prevention.  All
potentially bazardous
items have been removed
and are out of reach of -
rosidents.

2. All residents have been
reviewed to assure alarms
and/or other safety
devices are in place as
ordered. All areas of
facility have been
assessed for potentially
hazardous items and
items have been removed
as appropriate.

3. Aninservice was
conducted by the Director
of nursing with the
nursing assistants,
licensed nursing staff and
certified medication aides
regarding importance of
making surc alarms and

ORM DMS-2667(02-88) Pravious Verslons Obsolste

Evertt ID:KGeA11

Facility ID: 100018
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Physician's Order Form ravealed there were no
Orders for a dressing changse to tha lower left lag.

Review of the Treatment Administratio Record
(TAR) revealed there was no Intervention relaled
to & dressing change for the resident's wound on
the left lower leg.

Observation of a gkin asgessment and dressing
change for Resident #1 on 04/07/10 time
revealed Licensed Practical Nurse (LPN) #2
removed the soiled dressing which was dated
04/05/10 and cleansed the wound on the
resident's left lowsr leg with Wound Cleanser.
She then patted the area dry with a gueze pad
and covered the wound with Cosmospore
Alisorbent Adhesive Dressing.

Interview on 04/08/10 at 10:00 Al with LPN #2
revealed she was unaware the resident had o
wound to the left lower leg untll she did the skin
assessment and discovered the old dressing.
She stated, she then just cleansed the area with
Wound Claanger and placed a dry dressing
because thers was no order on the TAR for a
dressing change. Further interview, revealad she
ghould have called the Physioian and notified him
of the wound on tha left lower leg and the need
for a treatment order.

Interview on 04/08/10 at 10:00 AM with the DON,
revealed the Polysporin Powder was orderad for
the wound on 03/27/10 and the Physician's Order
should heve bean trangcribed to the April 2010
TAR and the April 2010 Physician's Qrder Form,
Furthar Interview, revealed she had noted a
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- { apply Polysporin Powdaer to the wound on the other safety devices are in
lower left leg and cover with a dry dressing every 1
h . acc as ordered and an
day. Review of the April 2010 monthly P . Y
potentially hazardous

items are locked np away
from resident’s reach.

4. The Director of Nursing
and/or her designee will
randomly audit three
residents every month for
6 months to assure alarms

' and/or safety dovices arc
in place as ordered. She
will also randomly tour
the facility three times a
month for six months to
assure all potentially
hazardous items are out
of reach of residents.

5. Completion date- April
30, 2010.

F332 483.25(m)(1) Free of

medication error rates of 5%
or more

It is and was on the day of the
survey the policy of Hilltop
Nursing and Rchabilitation to

JRAM CM5-2587(02-9D) Pravious Varions Obaclete

Fuant IN-KAaATY

Foniliny 1D; 100018
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problem with the monthly “change over' and ensure that it is free of
Physician's Orders from the prior month were not medication error rates of five
getling carried aver {o the current month. t
Continued interview, revealed one LPN was percent or greater.
assigned to do the monthly "change over” for the
new Phyeician's Orders. She stated, once 1. The medication for
pharmacy sent the new Physician's Orders, the ‘ sampled resident, resident
LPN was lo oheck the new months Physician's E an (Ii) i‘esi:ice:lt # 7" hav e n
Orders against the pravious months Orders to ’ A
ensure all current Orders were transcribed fo the been reviewed and are now
new MARS, TARS, and Physician's Order Form. being given correctly per the
She stated she was unaware the resident was not physician order.
receiving dressing changes to the leg wound as 2. All residents’ medications
per the Physician's Orders. ) .
have been reviewed 1o assure
Confinued review of the Physician's Orders for all medications are being
Resident #1 revealed Orders dated 04/04/10 for given correctly. per the
oxygen at four liters per nasal cannula, check aie d
oxygen saturation level avery hour to keap physician order.
oxygen levels above 80 % (percent), if oxygen 3. An inservice was conducted
levels stays below 80% may send to emergency on April 28, 2010 by the
room, nofify Physiolan of condition on Mendey director of nursing with the
04/05/10. . licensed nursing staff and
Observation of Resident #1 on 04/06/10 at 916 certified medication aides
PM, 04/07/10 at 7:26 AM, 8:10 AM, 8:45 AM, regarding proper medication
11:30 AM, 12:10 PM, 2:00 PM and 4:00 PM, administration and their role
revealed the resident was not using oxygen. in making sure the
Record Reviaw of the Flow Sheet revealed the medlcm are m'nﬂ scribed
last oxygen saturation was obtained on 04/06/10 to the correctly as
at 4:00 AM. ordered by the physician.
Revi fthe N Notes dated 04/05/10 at 4 As of the faciﬁtylm’ Sn
eview of the Nurse's Notes da a : ;
8:15 AM revealed the resident's oxygen ongeing :lhual‘;lty ass £ ce
aaturation was 90% (percarit) with oxygen at four process, the dixector o
(4) liters per nasal cannula. The Note further
stated the resident was refusing to keep the
oxygen on and at imes pulled the oxygen off was
'AM CMB-2587(02-89) Previous Versions Obsolete Evant ID: KG0BY1 Fagllity 1D; 100010 If eantinuation ohoot Page 41 of 20
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combative with staff, there were no signs and
symptoms of an adverse reaction to the antibiotic,
and the nurse was unabla to reach the Physician
due to the Physician was not in the office,

intervisw on 04/07/10 at 4:25 PM and on 04/08/10
at 10:00 AM with the DON, revealed the
Physician's Order for the oxygen and oxygen
saturation was for the period when the resident
was axperiencing an acute iliness and the
resident no longer required the oxygen or the
oxygen saturation levels. Further interview,
revealed the nurses should have called tha
Physician to nolify him of the resident's condition
on 04/05/10 as ordered, and should have clarifted
if the Physlician wanted continued oxygen and
oxygen saturation lavels avery hour,

Review of the Physician's Orders dated 01/05/10
revealed ordere to obtain a Prothrombin Time
{PT) and an international Normalization Ratio
(INR) in two weeks and no changes in Coumadin
(anticoagulant medlcation} dosage at this time,

Review of the medical record revealed there was
no documented avidence of a PT/INR obtained
two weeks from 01/065/10. Tha lzboratory tests
drawn 02/01/09 for the PT was 48.0 high and INR
was 3.8 high. The laboratory tests for the PT and
INR was drawn fourteen (14) days late,

Interview on 04/08/10 at 3:00 PM with the Director
of Nursing (DON) revesled the nurae who
raceived the ordar for a laboratory test was to
transoribe the lab order to the lab book, fill out a
{ab requlsition slip, and place the slip in a box
under the date in which the lab was to be drawn.
She stated, if the lab was not due to be drawn
that week, the nurse would transcribe the

nursing and/or her designee
will perform 3 medication
pass audits a month for 6
months to assure medications
are being administered as
ordered by the physician.

5. Completion date- April 30,
2010.

F 441 483.65 Indection control,

prevent spread, linens

It is and was on the day of the
survey the policy of Hilltop
Nursing and Rehabilitation to
establish and maintain a sanitary
and comfortable envioroment to
help prevent the development
and transmission of diseased and
infection,

1. Resident #1 did not

. experience a negative outcome
from lack of handwashing during
the resident’s treatment.
2. All nursing staff are now
using proper handwashing
techniques when performing care
to the residents,

ORM CME-2667(02-80) Pravious Verslons Obeoiote
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laboratory teat order to the lab book and the : :
weekend Ragistered Nurse (RN) would maks out 3. {&ll ]1cens?d nursmg staff ﬂ_nd
the Iaboratory requisition siips for the week certified nursing assistants and
acoording to the laboratory book. Continued certified medication aides were
intarview, revaalesc’i t(l’)‘l? nurse who signed the inserviced on April 28, 2010 by
order off on 01/05/10 for the PT and INR to be irect rsin s
drawn in two weeks, failed to transeribe the the director of n . £ rengrdlng
Iaboratory tast to the lab book, and the laboratory proper handwashing techniques
test was not drawn. Further interview revealed before and after performing care
the night shift nurses compared the laboratory on residents.
boolk, with the laboratory slips in the box nightly 4. 'I'he director of nursing and/or
as a second check. Howaver, the night shift her desi 1l audit 3
nurses did not compare the Physician's Orders T designee will audit 2 nurses a
from the medical record with the laboratory mOIrlth performing care to
requisition slips nightly and if the lab had not been residents for 6 months to assure
transcribed to the laboratory book, It may be nursing staff are washing hands
missed. .

F 309 | 485,28 PROVIDE CARE/SERVICES FOR F 309 as accepted by professional

88D | HIGHEST WELL BEING practice. .

| _ 5. Completion date- April 30,
Each resident must recelve and the facility must 2010.
provide the necessary care and services to attain
or maintain the highest practicable physical, ; .
mental, and peychosociat well-being, in K 502. 433-75(1)(1) ,
accordance with the comprahensive assessment Provide/obtain laboratory .
and plan of care, services guality/Gme
It is and was on the day of the

This REQUIREMENT is not met as evidenced survey the policy of Hilltop

by:

Based on interviaw and record review, it was
daterminad the facility failad to provids the
necessary care and services for two (2) of ten
(10) sampled residents (Resident#1 and #6). The
facillly failed lo ensure ragidents who experlenced
a fall were assessed, per facllity policy.

The finding Include:

Nursing and Rehabilitation to
provide or obtain laboratory
services to meet the needs of jts
residents.

PAGE  37/58
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Review of the facility Falls Follow up Protocol -
revealed each resident who éxperianced a fall
would be assessed for complications from the fall
including vital signs avery shift for the following
twenty-four (24) hours. Tha Protogol further
stated, assessment findings including vital signs
weare to be documantad in the medical record.

1. Review of Rasident #6's medical record
revealed diagnoses of a History of Fails and
Cerebral Vasoular Agcident (CVA).

Review of Resident #8's Nurses Notes dated
02/22/10 at 10:10 AM revealed the Nurse was
called to the shower per the Certified Nursing
Aesistant (CNA), According to the Note, a large
oval abrasion over the right eye the size of a fifty
cent piece was noted.

Review of thc Rosident Inaldant/Accident Report
Form for the fall sustained on 02/22/10, revealed
Initlal vitals signs: Temperature: 88.2, Pulge: 78,
Respirations: 20, Blood Pressure:1186/60.

Review of the next entry in the Nurse's Notes
dated 02/23/10 at 5:00 AM, revealad the rasident
rested well through the night, was easily
awakened. and the dressing to the right brow was
clean, dry, and intact. The next eniry in the
Nurses Notes was dated 03/03/10 at 10.00 AM
and was unralated to the fall.

There was no documentad evidence of vital signs
after the Inltial assessment on 02/22/10 at 10:10
AM and no evidence of a nursing assessment
aftar the 02/23/10 assessment-at 5:00 AM.

1. The lab for resident # 1
has now been drawn and
reviewed.

2. The labs for all residents
have been reviewed to
assure all labs have been
completed as ordered by
the physician.

3. An inservice was
conducted with licensed
oursing staff on April 28,
2010 regarding laboratory
procedures and
importance of assuring
labs have been completed
as ordered.

4. As part of the facihity’s

 ongoing CQI process, the
director of nursing and/or
her designee will audit 3
resident charts per month
to review physician
orders for labs for 5
months to assure all

- laboratory orders have
been completed. In
addition, the director of
nursing and/or her
designee will monitor the

OAM CMB-2667(02-00) Pravious Verglone Chsoleta
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2. Refviewi,of F\'exsiden}t1 I#1's_, mledic:‘al [;ecom ' laboratory book weekly
revealed diagnoses which included Dementla. to assurc all labs have
Review of Resident #1's Nurse's Notes dated been obtained as ordered.
03/26/10 at 2:15 PM ravaaled the Nurss was 5. Completion date- April
called to the resident's room by the.instructor and 30, 2010.

student. The resident was found sitting no the
floor and apparently hod glid out of the bed. The -
residant was lifted to the bed by staff, denied any
pain, no injuries were detected, and the resident's
Daughtar and Physiclan were notified.

Review of the Resldent Incident/Accident Report
Form for the fall sustained on 03/26/10 revealed
the rasident’s vital signs were; Temperatura 100
(high), Pulse 130 (high), Respirations 32 (high),
and Blood Pressure 120/88.

Tha next entry in the Nurza's Nates was datod
04/03/10 at 11:28 PM was unreiated to the fall,
Although the resident was assessed immediately
after the fall on 03/26/10, there was no
documented evidence of further assessment of
this resident, even though the resident's vital
signs were not within normal limits.

interview on 04/08/10 at 9:15 AM with the Diractor
of Nursing (DON)revealed the nurses should
follow up with an assessment Including vital signs
svary shift which would be at least aveory twalve
hours after a resldent sustained a fall. She
further stated, the assessment and vital signs
would need to be more often depending on the
resident's fliness or injury. Further interview
revasled the agsessment should be documented.
The DON was unaware the nurses were not
following the Falls Protocol related to assassment
and documantation after a fall.

F 323| 483.25(h) FREE OF ACCIDENT F 323
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Continued From page 16
HAZARDSISUPERVISIONIDEVJCES

The facility must ensure that thie resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on abservation, interview, and record
review, It was determined the facility failed to
ensure regidents received assistance devices to
prevent accidents for one (1) of three (3) sampled
residents (Resident #1). Also, the facility falled to
provide a safe anvironment related to itams loft
unaftained which could pose a danger to the
residents,

The ﬂndihgs include:;

Review of Resident #1's medical reqord revealed
diagnoses which included Dementia, Arthritis, and
Contractures of the Legs. Review of the
Quarterly Minimum Data Set (MDS) dated
03/19/10 revealed the facility assessed the
resident as having both long and short tarm
memory problems, as requiring extensive
assiatance to transfer, and as being unable to
ambulate, '

Review of the Resident Assassmant Protoco!
Summary (RAPS) dated 01/02/10 retealed the
resldent revealad the resident was non-weight
bearing, non ambulatory, and needed to be
monitored for falls.

F 323
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Review of the Rasident Incident/Accident Form
rovealed the resident sustamed a fall on 03726710
at 2:16 PM. The Form stated, the causative
faclor was the resident sliding ouf of the bed and
on to the floor. .

Review of the Plan of Cara revealed a prablem
stating the resident required the top siderails to
be up in the bed to merk the parimeter of the bed
for safety. The interventions included utllizing a
bed alarm.

Observalion of Resldent #1 on 04/06/10 at 925

PM, 04/07/10 af 9:45 AM, and 2:00 PM ravealed
the resident was lying i n the bed. There was no
evidencs of a bed alarm on the bad.

Iriterview on 04/07/10 at 4:00 PM with Certified
Nursing Asslstant (CNA)#, revealed she was
not asslgned ta Resident #1. She checked
Resident #1's bed and stated there was no bed
alarm on the bed. She further stated she was
often assigned to the rasident and a bed alarm
should have been on the bed.

Interview on 04/07/10 at 4:25 PM with Licensad
Practical Nurse (LPN)# 1 who was assigned to
the resident, revealed the resident should have
had a bed alarm on the bed. She further stated
the bed atarm was on the Nurse Aide Care Plan
and the aides were 1o follow the Nurse Aide Care
Plan. Rearnrd review revealed the bed alarm was
on the Nurse Aide Care Plan.

interview on 04/08/10 at 1:00 PM with CNA %2
who was assigned to Resident #1 on 04/07/10,
revealed she chacked the Nurss Alde Care Plans
onca a week for guldelines on dellvery of care,
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She furthar gtatad, she carried an Assignment
Sheet in her pooket as a guideline for delivery of
care. Continuad Interviaw, reveaied the CNA's
were to check to ensure gafety devices were in
place at the beginning of each shift. She further
stated, she was unaware the resident was to
have a bed alarm. Review of the Assignment
Sheet at that time, revealed the bed alarm was
not on the Assignment Sheet for Resldent #1.

Intarview on 04/08/10 at 10:00 AM with the
Director of Nursing, revealed the bad alarm was
placed on the Plan of Cara on 03/26/10 after the
resident sustained a fall. She further slated, the
gides ware to raview the Nurse Aide Care Plans
and sign off to denote they had delivered the care
per the Nurge Aide Care Flan. Continued
intarview, revealed the bed alarm should also
have baen on the Assignment Sheeat which the
aides carriad in their pockets. She was unaware
the intervention for the bed alarm was not on the
Asslgnment S8heet. Further interview, revealed
the intervention for the bed alarm was on the
Treatment Administration Record (TAR) and the
nurasa needed to ensure the device was In place
prior to signing off the intervention. Record
review of the TAR revealed the intervention for
the bed alarm had been signed off by the nurae
denoting the device was In place on 04/08/10 and
04/07/10. She further stated there was no audit to
ensure safety devices were in place except for
the monthiy audit by Gontinuous GQuality
Improvement.

Obsarvation on 04/08/10 at 7:00 PM revealed tha
general bath on the short hall had two (2) cans of
shave cream stored on the top of the toilet. The
label on the shave oream stated, keep out of the

F 323
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Further chservations in the general bath on the
short hall revealed an unlocked cabinet
containing two (2) Fleets enemas with a label that
stated, call polson controt if swallowed.

Observation on 04/08/10 at 7:10 PM revealed the
general bath on the jong hall had an unlocked
cabinet conizining & gallon container of Skin
Caring Shampoo and Body Wash which wag ona
haif (1/2) full. The label stated call poison control
if swallowed and keep out of reach of children.
The cabinet also contalnad Secret Daodorant
Spray with a label that stated, inhaling the product
could be fatal.

Interview with the Director of Nursing (QON) on
04/08/10 at 2:15PM revealed there were
wandering residents on the hallways and the
toiletries and the Flests enemas should have
been locked up. She further stated ahe would
have maintenance ensure locks were placed on
the cabinets in the general bathrooms.

F 332 483.25(m)(1) FREE OF MEDICATION ERROR F 3az2
88=F | RATES OF 5% OR MORE

The facllity must ensure that it Is free of
medication error rates of five percent or grester.

This REQUIREMENT is not met as avidenced
by:

Based on observation, Interview and record
review, it was determined the facllity failed {o be
free of medication errar rates of five percent or
greater. Medication pass obsarvations conducted
on the morning and aftarnoon of 04/07/10
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| The findings include:

Continued From page 19

resulted in the assessment of three (3)
medication errors out of forty-one (40)
opporiunities, for a medication error rate of 7,3
percent,

1. During the morning mediocation pass on
04/07/10 at 7:25 AM, an unsampled resident was
observed to receive nine oral medications which
included a tablet of Aspirin 81 mg. (milligram).
Following the medioation pass observation,
review of the resident's clinical record revealad,
on 03/30/10, the Physiclan had ardered the
residant’s dose of Aspirin fo be increased to "326
mg.". Review of the resident's MAR (Medication
Administration Record) revealed the order for the
Aspirin had been transcribed as "Aspirin 325 mg."
and had been scheduled to be given once daily at
8 AM. Following the discovery of the error, an
Interview was conducted with LPN #1 (the
medication nurea) at approximately 8:30 AM.
After raviewing the resident's MAR, she
acknowledged the resident should have raceived
Aspirin 325 mg. However, upon checking Lhe
resident's medication drawer, she determined that
only Aspirin 81 mg. was avaltable for use by the
resident. Later that morning, she explained she
proceeded o report tha situation to the
Physiclan's office and was instructed to continue
administering the 81 mg. strength until the supply
ran-aut and to then switch the resident to the 325
mg. strangth. One madiocation arror was
assessed as a result of the observation|

2. During the morning medication pass at 7:50
AM, Resident #7 was abserved o regeive fitean
oral madications which included a doss of
Synthroid 0.076 mg., & thyrold hormone

F 332
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Caontinued From page 20

supploment. Following the medication pass
observation, a review of the resident's clinical -
racord reyealed the Synthroid dose was ordered
to be administered "every other day”, Review of
the resident's MAR revealed the resident's
previous doge of the Synthroid had been
administered the previous day (04/06/10) with the
subsaguent dose not being due until 0408710,
During the interview with LPN #1, she
acknowiedged the dose of Synthroid should not
have been given that morning. Ag a reault of the
obaervation, tha facility was assessed a second
medication error.

3. During the mid-aftemoon medication pass on
04/07/10, Resident #2, diagnosed with Macular
Degeneration ,was observed to receive a dosa of
I-Cap TR (a vitamin-mineral supplement) at 2:20
PM. Following the madicatinn pass observation,
review of the resident's clinical record revealed
the resident's medication had been ordered to be
given "twige daily with meols to holp with macular
degeneration”. Further review of the resident's
record revealed the |-Cap order had been
scheduled to be adminislered each day at "7 AM
and 4 PM". However, on the currant MAR, staff
had changed the schadule time for the afternoon
dose trom 4 PM to "3 PM", thus scheduling the
afternoon dose from approximately 3 hours after
the noon meal and approximately 2 hours prior to
the evening meal. During an Interview with LPN
#2 (the medication nurse), she acknowledged the
medication gshould hava been given “with moals"
according to the Physician's order. As a result of
the observation, the facility was assessed with a
third medication error.

483.685 INFECTION CONTROL, PREVENT
SPREAD, LINENS .

F 392

441
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This REQUIREMENT is not met as evidenced

Continued From page 21

The facility must esteblish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection. .

(a) Infection Contro| Program

The facility must establish an infection Control
Program under which it - :

(1) Investigates, controls, and prevents infactions
in the facllity;

(2) Dacides what procedures, such as igolation,
should.be applied to an individual resident: and
(3) Maintaing a racord of incidents and corrective
actions related to infactions.

(b) Proventing Gpread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spfead of infeotion, the facility must
lsolate the rasident.

(2) The taaility must prohibit employees with a
communicable diseass or infected skin lesions
from direct contact with residents or their food, 1f

(3) The facility must require staff to wash their
hands after each direct resident centaot for which
hand washing is indleated by acuepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens ac as to prevent the spread of
infection.

by:

F 441
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Based on observation, interview, and record
review, it was determined the facility failed to
maintain an effective infection control program In
order to prevent the development and
transmission of disease and infaction within the
faciiity.

The findings include:

Raviaw of Resident #1's clinical record revealad
diagnoses which includad Namantia and a History
of Urinary Tract Infections. Review of the
Quanterly Minimum Data Set (MDS) dated
03/19/10 revesalad the recident was incontinent of
bowel and bladder and requirad total agsistance
from staff for ail Activities of Daily Living.

Review of the Resident Assessment Protocol
Summary (RAPS) dated 01/02/10 revealed the
resident had baen in the hospital for a Urinary
Tract Infection, was unable to toilet due to
mobility status. and was to be monitorad for
incontinance.

Review of the Plan of Care dated 03/10/10
revealed the resident had the potential for
infection ralated to a history of a Urinary Tract
Infaction. The interventions included: ensure
correct perianal cleansing, observe universal
precautions, and use good handwashing
technique before and atter providing care.

Observation of peri-anal care on 04/07/10 at 9:45
AM for Resident #1 revealed Licensed Practical
Nures (LPN) #2 used wet wipes to cleanse the
&tool from the anal area. She then changad
gloves and cleansed the perl-area front to back.
Using the same gloves, the LPN proceeded to
comploto an upper body skin assessment,
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blankats up.

Continued From page 23
change the resident's gown and pull the rasident's

There was no evidence the LPN washed her
hands after cleansing the stool from the anal area
and prior to donning new gloves to cleanse tha
peri-area. In addition, thera was no evidence the
LPN washed her hands after completing tha
peri-cara and prior to conductlng the upper body
skin asgagsment,

Interview on 04/07/10 at 9:45 AM with LPN #2
revealod she should have washed her hands after
cleaneing the stool from the residents anal arca.
Continued interview, revealed she should have
washed her hands after performing peri-care and
priur to completing the skin assessment to
prevent the trangmission of disgase.

483.75())(1) PROVIDE/OBTAIN LABORATORY
SVC-QUALITY/TIMELY

The facllity must provide or obtain laboratory
services to meet the needs of its resldents. The
facility is regponsible for tha quality and timeliness
of the eervices.

This REQUIREMENT I8 not met as evidenced
by: |

Based on Interview and record review it was
determined the facility failed to ensure laboratory
tests were completed as ordered by the Physiclan
for ane (1) of tan (10) sampled residents
{(Resldant #1).

The findings include:

Review of Resident #1's medical record revealed
diagnoses Inciuding Atrial Fibrillation,

F 441

* F 802
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"high (reference range 0.9-1.2),

Review of the April 2010 Physician's Orders
revealad orders for Warfarin Sodium {Caumadin,
anticoagulant medication) threa milligrams (3 mg)
by mouth once daily.

Review of the taboratory test resyits drawn
01/04/10 for the Prothrombin Time (PT) was 38.8
high (reference range 10.5 to 14.1) and
International Normalization Ration (INR) was 3.0

Review of the Physician's Orders deted 01/05/10
revealed orders ta obtain a Prothrombin Time
(PT) and a international Normalization Ratio (INR}
in two waeks and no changes in Coumadin
dosgge at thie time.

Review of the medical recard revealed there wag
ha documentied evidence of a PT/INR obtained
two weeks from 01/06/10, The laboratory tesls
drawn 02/01/09 for the PT was 48.0 high and INR
wag 3.8 high. The laboratory tests for the PT and
INR was drawn fourteen (14) days lata.

Interview on 04/08/10 at 3:00 PM with the Director
of Nursing (DON) revealed when the nurse
racaived an order for a lab, the nurse was to
transoribe the lab order to the lab book, fill out
lab requisition slip, and place the slip in a box
under the date in which the lab was to be drawn,
She further stated, if the lab was not due to be
drawn that week, the nurse would just need o
transcrtbe the laboratory test order to the lab book
and the weekend Registered Nurse (RN) would
make out the laboratory requisition slips for the
waek according to the laboratory book. Continued
interview, revealed the nurse who signed the
order off on 01/08/10 for the PT and INR {o ba

Ak,
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-] was not transcribed to the laboratory book the

drawn in-two weeks, failed to transcribe the lab to
the lab book, and the laboratory test was not
drawn. Further interview revealed the night shift
nurges compared the laboratory tests to be
ordered from the laboratory book, with the
laboratory slips in the box nightly as a second
check. Howaver, she further stated, the night
shift did not compare the Physician's Orders from
the medical record with the iaboratory requisition
slips nightly, Therafore, if the the laboratory test

night shift would not catch the mistake.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES _ FORM APPROVED
CENTERS FOR MED|CARE & MEDICAID S8ERVICES OMB NO. 0238-0391
STATEMENT OF DEFHOIENCIES {X1) PROVIDER/BUPPLIER/CLIA (42) MULTIPLE CONBTAUGTION ' {X9) DATE SURVEY
AND PLAN OF CORRECTION {IDENTIFICATION NUMBER; COMPLETED
A BUILDING 01~ MAIN.BUILDING 01 ,
e 8, WiNa
18830 vria e o - — oo . 04/07/2010
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
821 EAST HIGH STREET, P O BOX 580
HILLYOP LODGE OWINGSVILLE, KY 40360
()('4) 10 SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF CORRECTION g(s)
PREFIX {EAGH OEFICIENCY MUST B PRECEDED BY FULL PREFIX | . (EAGH CORREOTIVE AGTION GHOULO BR COMPLETION
TAO REGULATORY OR LSC IDENTIFYING INFORMATION) 1 -TAs CROSS-REFERENCED TO THE APPROPRIATE oATe
. : ) OEFICIENGY}
K000 | INITIAL COMMENTS ) K 000

A Llfe Safety Code survey was Inlllated and
cancluded on April 7, 2010 for compliance with

| Title 42, Code of Faderal Regulations, 483.70 and
found the facflity not in compliance with NFPA
101 Life Safely Code, 2000 Edition. Deficlencles
wors clled with Ihe highest deficiency identified at

a'F" Hilltop Nursing and
K012 | NFPA 101 LIFE SAFETY CODE STANDARD K012 Rehabilitation does not believe
858=D : , .rs 11 al.
Bullding construction type and helght meels ana nor does the facility admit that
of the following. 19.1.8.2, 19.1.8.3, 19.1.8.4, any deficiencies exist.
19.3.561 .
Hilltop Nursing and
Rehabilitation Facility reserves
all rights to contest the survey
This STANDARD is nol met as evidenced by: findings through informal dispute
Basad on observation and interview, the facilily resolution, legal appeal

failod to provide a construction type wilh a

complete autormatic sprinkler system. This proceedings or any

condltion aftectad ana of two smoke administrative or legal

compartmante, slaff and approximately lx (6) proceedings, This plan of

resldents. The facility has the capacity for 39 comrection does not constitute an

beds with a census of 32 the day of survey. admission regarding any facts or

The findings Include: citcumstances surrounding any
alleged deficiencies to which it

During the Life Safety Code survey on April 7, responds; nor is it meant to

2010 at 2:45 AM, with the Director of establish any standard care

Maintenance. Observation at that time revealed bligati ' i

an approximate 30 X 10 foot combustible (wood) contract, obligation or position.

overhang al the front entrance of the facility. An Hilltop Nursing and

intarview with the Malntenanoe Diraotor on April Rcehabilitation Facility reserves

7, 2010 at 8:45 AM revealed the Direclor of all rights to raise all possible

Maintenance was not aware the ganopy should

be aprinkier protected.

Reforance; NFPA 13 1969 edition

LABORATORY DIREGTO ; PPLIER REPRESENTATIVE'S SIGNATURE ITLE (X6} 0 “;E
~ . Qyecitive cit{coh;m q/ T%ZLQ.

Any dafictanoy staloment endigg with an aljeriak (*) denotes a deficiency which the inslilulion may ba excused from correcling providing itis determindd that
olher safeguards provida suffident prologlifn to the pallents. (See Instrualions.) Exceb! far nuraing homes, the findings slaled ebove ara disclosable 00 days
following the date of aurvey wifther or nol a plan of corection is provided. For nurging homes, lhe ahove findings and plans of correclion ara disclosable 14
days lollowing the date thase documents are made avallable to the facilily. 1f daficlenoles are clled, an approved plan of corraction is requlsile 1o conlinued
program parficipalton.

FORM CMS-2687{02-08) Provieus Varslons Obsolate Evenl ID:KQo021 ' Fachlty 10: 100018 ‘ It conlinvallon eheat Fage 10l 4
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0938-03H
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {%2) MULTIPLE CONBTRUCTION {X3) DATE SURVEY
AND PLAN OF CORNECTION IOENTIFIGATION NUMBER: COMPLETED
__|A.BULDING 01« MAIN BUILDING 01
. -‘—.;-_,qﬂﬁ Wﬁ?ﬁ%bﬂvw Yyent | - L
- s Aibteh e o, 1BBI0T 8. WING 04/07/2010
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP CODE
HILLTOP LODGE 621 EAST HIGH 8TAEET, P O BOX 880
OWINGSVILLE, KY 40360
(4}1D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S FLAN OF GORREGTION (s}
PREFIX (EACH DEFIGIENCY MUST BE FRECEDED BY FULL PREFIX..| " . (EACH CORRECTIVE ACTION SHOUID BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG < GROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 012| Continued From page 1 K012
g—’l 3&1 il bs Installed und t , contentions and defenses in any
prinklers shall be Installed under exterior roofs v
or canoples exceeding 4 ff (1.2 m) in width, ty‘g:e of civil or:ﬁmin%cﬁm,
Exceptlon:; Sprinklers are permitted to be omitled ac Onf or p'rocc ng. Nothng
where the canopy or roof is of noncombustibla or contained in this plan of
limitad combustible construction. correction should be considered
K 026 | NFPA 101 LIFE SAFETY CODE STANDARD K 025 as a watver of any type of civil or

S8=F .
Smoke barrlers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.8, Smoke barriers may
terminate at an atrilum wall. Windaowa are

panels end stesl frames. A minimum of two
saparate compariments are provided on each
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted

10.3.7.3,10.3.7.5, 19.1.8.3, 19.1.6.4

This STANDARD is not met as evidenced by:

would affact all smoke compartments, all

The findings Include: -

During the Life Safety Code survey on April 7,
201G at 9:40 AM, with tha Director-of
Malntenance, a woodan pull down set of slairs
located In the celling of the north corrldor was
noled not to meet the % hour fire rated

protacted by flre-rated glazing or by wired glass

heating, ventilating, and air condilioning systems,

Baged on observation and Interview, the faclily
falled {o maintain the fire/asmoke resistance rating
of the corridor celling area. The deficlent practice

resldents and atatf. The facliily hes the capacity
for 30 beds with a census of 32 the day of survey.

criminal ¢laim, action or
proceeding, Nothing contained
in this plan of correction should
be considered as a waiver of any
potentially applicable peer
review, quality assurance or self
critical examination privileges
which Hilltop Nursing and
Rehabllitation Facility does not
waive, and reserves the right to
assert in any administrative, civil,
or criminal claim, action, or
proceeding, Hilltop Nursing and
Rehabilitation Facility offers its
responses, credible allegations of
compliance and plan of
cormection as part of its ongoing
cffort to provide quality care to
residents.

Hilltop Nursing and
Rehabilitation Facility strives to
provide the highest quality care

FORM GMS-2607(02.92) Provious Verslone Obsolala

Evenl ID:KQSH2T

Faclllty 10: 160018
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CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0298-0381
STATEMENT OF DEFIGIENCIES (¥1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREQTION IDENTIFICATION NUMBER: ~ COMPLETED
A A BUILDING 01 - MAIN BUILDING 04
TR TR v | e S 5. WING
(RS TN WS P 186307 ' 04107/2010
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
621 EAST HIQH S8TREET, P O BOX 669
HILLTOP LODGE OWINGSVILLE, KY 40360
o) 10 SUMMARY STATEMENT OF DEFIGIENGIES iD PROVIDER'S PLAN OF CORRECTION G
PREFIX {EAGH DEFIGIENOY MUST BE PRECEDED BY FULL -PRERIX. |, . (EAGHCQORREGTIVE ACTION SHOULD BE COMPLETION
TAG |~. REGULATORY OR LSCIDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 026 | Continued From page 2 K 026
conslruction as required for a smoke barrier. The " while assuring the rights and
slairs were used to access Ihe attic area for safety of all residents.
maeintenance Issuss, An Interview with the
Director of Maintenance on April 7, 2010 at 8:40
AM rovealad the Direclor of Maintenance was nol
aware the opening in the corridor celling was K 012 NFPA 101 Life

8.3.2* Conlinuity.

required to malntaln a % hour fire resialance
rafing. During the survey the same typa of slairs
were noled at the nursing atation osiling area.

Reference: NFPA 101 2000 edlition

Smoke barriers required by fhls Code shall be
contlnuous from an outside wall to an oulside
wall, from & floor to a floor, or from a smoke
barrier to a smoke barrier or a combination

safety code standard

It is and was on the day
of the survey the policy
of Hilltop Nursing and
Rehabilitation to provide
a construction type with
sprinklers-to meet
standards,

thereof. Such barriers shall be conlinuaus through
all concealed spaces, such as those found above
a celling, Including Interstillal spacos,

1.

The front entrance of

88=F |,

7.4.10

Exception; A smoke barrler required for an
oocuplad apace below an interstitial space shall
not be required to extand through the interstitiol
space, provided that the consfruction assembly
forming the holtom of the Interstitlal spece
provides resislance fo the passage of smoke
equal to that provided by the smoke barrler,

K 072 | NFPA 101 LIFE SAFETY CODE STANDARD

Means of egrass are confinuously raintained free
of all obstruotions or impadiments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objacts obslruct
oxits, access lo, egress from, or visibilily of exits.

the facility has been
assessed and
combustible material
will be replaced with
noncombustible or
limited combustible
material as soon as
parts arc available.

2. Al exterior roofs and
canopies have been
assessed to assure the
materials are of
noncombustible

K072

FORM CMS-2667(02-89) Pravious Veotalons Obsolele
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES g M8 NO. 0938:0381.

STAYEMENT OF DEFIQIENCIES {X1) P%DWDEWSUFPL'EWUUA (KZ) MULTIPLE GDNETRUCTIQN W)ggLEEE.JTHé\{)EY

AND PLAN OF CORRECTION "~ IDENTIFICATION NUMBER. ABULONG  0f - MAIN BUILOING 0

FRERREIRN O e s e - .

o A A . 185307 8. WiNQ 04/07/2010

NAME OF PROVIDER OR SBUPPLIER
HILLTOP LODGE

STREET ADDRESS, CITY, STATE, 2iIF GODE
621 EAST HIGH STREET, ¥ O POX 8§30
OWINGsVILLE, KY 40380

T SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
mﬂx - (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION EHOULD BE COMPLETION
. TAG .| :° REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSY-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K072 Continued From page 3 K 072
-Ehis 3TAN%ARD tlis not r:gltas gvlde;'r:oefd bxl : material and/or are
ased oh observation and interview, the fagility : .
fallad to ensure corrldors wara malntalned free 3 Jsi)npkler P).OtBCtEd.
from obatructions to full instant use in the case of - ANINSEIVICE Was
fire or othar emergencles. Tha deficlent practice conducted on April
would affeot all smoke compartments, all 29, 2010 with the
resldents and staff. The facllity has the capacily : '
for 30 beds with a census of 32 the day of survey. mamtepance
supervisor by the
the findings inolude: exccutive director
regarding sprinkler
During the Life Safety Code lour on April 7, 2010 usage and exterior
at 9:30 AM, with the Director of Malntenance, a . ro ogs and/or canonies
reslident acale, rosldent lift, wheelchalr and linen ples.
cart were noted nol to be in use and unattended 4. Aspart of the
in the north wing corridor. An Interview with the facilities' ongoing CQI
Direclor of Maintenance on April 7, 2010 at 8:30 process, the
AM revealed theae items were routinely left at one :
side of the corridor because there was not mamtc‘nancc
enough storage apace In the faclity. Corridors Supervisor 'f\nd/or.hls
are intended for means of egress, Internal trafflc designee will audit
and emargency use, not slorage spaces, The Life any new areas of
Safety Code has speclfig raquiremants forl _ construction to assure
storage epaces. These items would also limit the 0 h
use of the handralls by occupants of the bullding atl aveds flave
when needed. The east wing corridor was algo sprinklers as
noled during the survey to contain these types of appropriate or are of
itema. noncombustible
construction,
5. Completion date-
April 30, 2010.
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Evenl 1D: KG0821

Facllity (D: 400016

(i contnuation eheal Page 4 of 4




May. o LUV v, Juni ) AR R U LRCS ¥

K 025 NFPA 101

Life safety code
standard

Itis and was on the
day of the survey the
polioy of Hilltop
Nursing and
Rebabiltiation to
provide smoke
barriers with at least
one half hour
resistance rating.

1. The corridor
ceiling in question
will be replaced
with material that
meets the one half
hour resistance
rating as required
Parts bave been
ordered and will
be replaced as
soon as they
become avalable,

2, All areas have
been assessed to
assure materials
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that meet the one
half hour
resistance rating
are in place.

3. Aninservice was
conducted on
April 29, 2010
with the
maintenance
supervisor by the
executive director
regarding proper
fire rating of
materials,

4, As part of the
facllity’s ongoing
CQI process, the.
maintenance
director and/or his
designee will

- audit any new
construction to
assure all
materials used
meet the one half
hovr fire xating as
required.

5. Completion date-
April 30, 2010,
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K 072 NFPA 101 Life safety

code standard

It is and was on the day of the
survey the policy of Hilltop
Nursing and Rehabilitation to
ensure corridors are maintained
free of obstructions.

L.

The scale, lift,
wheelchair and linen cart
have been removed from
corridor.

The corridor has been
assessed for any items
stored in area and items
have been removed.

An inservice was
conducted on April 29,
2010 by the director of
nursing with the licensed
nursing staff and nursing
assistants regarding
proper storage of items
and blocking of corridor.
As part of the facility’s
ongoing CQI process, the
housekeeping supervisor
and/or her designee will
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audit the corridor 3 times
a month for 6 months to
assess for coxridors free
from obstruction.

5. Completion date- April
30, 2010, '





