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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R
185120 B. WING 09/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SIGNATURE HEALTHCARE AT HILLCREST 3740 OLD HARTFORD RD
OWENSBORO, KY 42303
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
09/18/15, as alleged.
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
following the date of survey whether or not a plan of correction s provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencles are cited, an approved plan of correction is requisite to continued
program participation.
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Centers for Medicare & Medicald Services OMB NO. 0938-0390

st Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing Instructions, searching existing data sources, gathering and
maintaining data needed, and complating and reviewing the collection of information. Send comments regarding this burden estimale or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0380), Washington, D.C, 20503,

(Y1) Provider/ Supplier/ CLIA/ {¥2) Multiple Construction {Y3) Date of Revisit
Identification Number A, Building
1 8@1 20 . B. Wing _ 9/18/2015
Name of Facility Street Address, City, State, Zip Code
SIGNATURE HEALTHCARE AT HILLCREST 3740 OLD HARTFORD RD
OWENSBORO, KY 42303

This report Is complated by 2 qualified State surveyor for the Medicare, Medicaid and/ar Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2587, Statement of Daficlencles and Plan of Corraction that have been comecled and the data such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown fo the left of each
requirement on the survey report form}.

{Y4) item {Y5) Date {Y4) ltem {Y5) Date (Y4) Item {v5) Date
Correction Correction | Correction
Completed Completed | Completed
D Prefix _F0441 09/18/2015 ID Prefix g 1D Prefix
Reg. # 483.65 Reg. # | Reg. #
LsSC LsC LSC
Correction Correction Corraction
Completed Completed Completed
1D Prefix 1D Prafix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix | 1D Prefix
Reg. # ' Reg.# 5 Reg, #
LSC | LSC l LSC
Correction Correction I Correction
Completed Completed | Completed
ID Prefix ID Prefix ! 1D Prefix
|
Reg. # Reg. 2 g Reg. #
LsSC LSC i LSC
Correction Correction | Correction
Completed Completed Completed
1D Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC

ReviewedBy | Reviewed By -Date ure of Surveyor Date
State Agency L O%éﬂf’ DM&M&% (24 '7/4’“’

Reviewed By | Reviewed By Date: | Signature of Surveyor; Date:
CMS RO | |
— — ——— - - — s 4 - —
Followup to Survey Completed on: i Chack for any Uncorrected Deficiencies. Was a Summary of
8/21/2015 Uncorrected Deficlencles (CMS-2567) Sent to the Facility? YES NO

Form CMS - 25678 (9-92) Page 1 of 1 EventID: OKFM12
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No. 4471 P 5/19

PRINTED: 09/02/2015
FORM ARPROVED

CENTERS FOR MED]CARE 2 B NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION R K = (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A SULDING CE] VED COMPLETED

SEP 201
188120 B.WiNG " S 08/21/2015
NAME OF FROVIDER OR SUPPLIER STREETADDRESS, cnw:mwynﬁg?
$740 OLD HARTFORD RD AL
SIGNATURE HEALTHCARE AT HILLCREST OWENSBORO, KY 42303
o) o SUMMARY STATEMENT OF DEFICIENGIES 1] PROVIDER'S PLAN OF CORNECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL . PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
™e REGULATORY OR LBG IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQ TO THE APPROPRIATE DATE
DEFICIENEY)
' " |iSignature Heslthcarn st Hillcrest does not believe and
F 000 | INITIAL COMMENTS F 000 ||does not edmit that ey deficiencies existad, befp,
during or after the survey, The Fagility reserves the
right to contest tho survey findings through informal |
A Recertification Survey was conducted on dispute mplutlon. formal eppeal proceedings or any
08/18/16 through 08/21/15with a deficlency cited administraitve or legal proceedings, This plan of
= correction i3 not meant to catablish any stendard of
at the highest Scape and Severity of an "E". cace, contract obligstion or position end the Pacility
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 § raserves all right to reise all possible contentions and
858 | SPREAD, LINENS defenses fn enytype of civil or criminel claim, action
ar proceedng. dlzothing conteined in this pl;n of
. correstion should be considered as & waiver of any
The facility must establish and maintain an potentially applioablo Peer Review, Quality Assurance
Infection Confrol Program designed to provide a ar self critical sxamination privilege which the Facilfty
safe, sanitary and comfortable environment and does hgsott:ﬁalve mdnma-v?ﬂ thianggh:] ntﬁn’ am:tﬁ In any
ta hel i adm ve, civil or crim action or
of :&ga':r:‘;mt;z;?:: I tra.msm L proceeding.  The Facility offets it maponse, eredibie |
’ allcgations or compliance and plan of correction a5 part |
of its ongoing cfforts to provide quality of care to
{a) Infection Contiol Program residents,
The facility must establish an [nfectlan Contro] '
Program under which it - ' . 1
! ; CTION CONTRO PREVENT
(1) Investigates, controls, and preventa infections rgggn, FNFEIQNS .
in the facility; . ' .
(2) Dacldes what procedures, such as isclation, 'I’hei ufr';i.:.i?v .ﬂ:ﬁ.ﬁ; r:vn:nt rrgmd:p ;’fﬁr :23
o . san
should be applied ta an indlvidual resident; and trasulssion of discase and infection regnrding the
(3) Maintains a record of incidents and corrective proper handiing and disposal of resldent linens after
actians refated to Infections, urinery catheter care and will cnsure ghicometers are |
properly disinieoted after sach use with an |
(b) Preventing Spread of Infaction antimiorobial cleaner.
(1) When the Infection Control Program 1. Glucometer used oo tmsampled resjdent “A™ was
determines that a resident needs isolation to removed from mediclne cart of Licensed Practicel |
prevent the spread of infection, the facility must Nurse #1 on 820/15 o clean with sutimicrobial |
isolate the resident, ' leaner per facility poticy. |
(2) The facility must prohibit employeea with a 2, All glucomcters were semaved oo 8/20/15 from all :
communicable diseasa or infected skin lesions medicine carty.by Staff Devolopment Coordinator and
from direct contect with residents or their food, if cleaned with antimicroblal cleaner per fhcilicy policy.
direct contaet will transmit the disease. ] '
g N ed staff” were re-educated by St
(3) The facifty must require staff to wash thelr %mﬁ?:un Coordinstor on_ cleaning glusometas
hands after each diract resident contact for which with antimicrobial cleaner per facility policy by
hand washing is indicated by accapted : 1830/15.
1 H | »
I |4, Mursiog Administration team (Director of Nursin,
Assiscant Director of Nursing, Steff Development
{c) Linens Coordinator, and Unjt Managers) will coaduct audits
. { .
LABORATORY DIRECTDR'S OR PROVIDBR/SU JER REPRESENTATIVE'S SIGNATURE e o TITLE {M8) OATE
Y/ . AAmaisyre e alio ]\S

Any deficiency statement ending with an asbdsl((') danales & deficiency which the Institufion may be excusad from comracting providing it is delemmined that

olher gafeguards provide sfficlant protection to the patients, (See instructions,) Except for nursing homes, the findings stated abova are disclopable 60 days
fallowing tha date of survey whether or not @ pian of correction is provided. For nursing homee, the above findings and plana of carrection are disclosable 14
days following the date these documants are made availabls to the facility. I defidencles are clted, an approved plan of conection i requisite {o continued
program participation,
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4
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FORM APPROVED

OMB NO. 0935-0381

the facility policy, it was determined the facility
failed to provide a safe and sanitary environment
to prevent the development and transmission of
disease and infection related to onse (1) of
tweniy-four (24) sampled residents (Resident #1),
regarding the improper handling and disposal of
linens, after urinary catheter care. In addition, the
fagllity failed to ensure glucometsrs were properly
disinfected after each use, with an antimicrobial
wipe. Observation of blood sugar monitoring of
one (1) unsampled resident {Resident A) revealed
the staff were utilizing alcohol wipes to disinfect
the glycometers. Unsampled Resident "A" was
one (1) of eleven {11} residants who required
blood glucose monitering.

The findinga include;

1. A review of the facility polley for "Clean
Glucometer," dated 08/01/15, revealad the
glucometers were to have been cleaned after
each use "with elther an Environmental Protection
Agency (EPA) registered detergent/ germicide
with a turberculoidal or Hepatitia B Virua (HBV)/
Human Immunadeficency Virus (HIV) label claim,
or a dilute bleach solution of 1:10 or 1:100
conceniration.

HTATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {£2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUWBER: A BUILDING COMPLETED
185120 B WiNG 08/21/2015
NAME QF PROVIDER OR SUBRPLIER STREEY ADDRESY, CITY, STATE, ZIP CODE
3740 OLD HARTFORD BD
SIGNA G,
\TURE HEALTHCARE AT HILLCREST OWENSBORO, KY 42308
4D SUMMARY STATEMENT OF DEFICIENSIER D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EARCH DEFICIENCY MUST BE PREGEDED BY FULL PREFI% {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATICN) TAG CRO93-REFERENOED TO THE APPRORRIATE DATE
: DEFICIENGY)
[4
F 441 | Continued From page 1 F 441 |[dally for five days then weekly for thres months to
ensure that glucometers are cleaned with antimicrobind
Personnel must handle, store, pracess and cleaner according o fheility policy, Findings of audits
transport linens 5o as to pravent the spread of 'will be reparted to Director of Nimsing, - The Director
infection. ' of Nursing will report glucoineter cleaming audits to the
Quality Assurance fcam {Administrator, Director of
Nussing, Assistant Director of Nursing, Unit Managers,
Staff Development, Dietary ' Mansger, Registered
Dietictan, Maintenance Dirctor, Housekeeping
Superviser, Quality of Life Director, Social Services
Diirector and Hionan Resources Director) monthly for 3
. fall o
This REQUIREMENT Is niot met as evidenced i
by: ’
Based on observation, interview, and review of 5. Corctive Action, Date: 9718115 q , 18] Ay
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IDENTIFICATION NUMBER!

185120

{X2) MULTIPLE CONSTRUCTION

A BUILDING

{3) DATE SURVEY
COMPLETED

B. WING

082112015

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE AT HILLCREST

BTREET ADDRESS, CITY, STATE, 2IP CobE
2740 OLD HARTFORD RD
OWENSBORG, KY 42303

¢4 o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST B8E PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

9
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
[EACH CORRECTIVE ACYION SHOULD BE
CROBS-REFERENCED TO THE APPROPRIATE ' DATE
DEFICIENCY)

F 441

Continued From page 2

QObservation of a Medication Pass, on 08/20/15 at
B:53 AM, revaaied Unsampled Resident "A" had
recaived blood sugar monitering, utllizing &
glucometer and after the testing, Licensed
Practical Nurse (LPN) #1 cleaned the glucometer
with an alcohol wipe.

Interview with LPN #1, on 08/20/15 at 8:55 AM,
revealed the LPN had been cleaning the
glucometers with alcohol wipes for approximately
fourteen (14) months, "as long as I've been
working here,” and was not familiar with the
facllity policy or the Ceniers for Disease Control
(CDC) guidelines. -

Observation of a medication pass, or 08/20/15 at
B:40 AM, end subsequant Interview with
Registered Nurse (RN) #1, revealed she
generally cleans the glucometer with an alcohel
wipe after the machine is used for a fingerstick
bleod sugar. RN #1 stated she was not familiar
with the manufacturer’s recommendation for
clearing the glucometer.

Interview with the Asslstent Director of Nursing
(ADON), on 08/20/15 at 11:00 AM, revealed the
staff should have been ufilizing the detergent
wipes and they had been trainad on the palicy,
with inservicing verification, dated 04724115,

Interview with the Director of Nursing (DON), on
08/2115 at 8:30 AM, revealed the facility should
have been utiizing an antimicroblal wipe that was
bleach free, as thls was speclific to the
manufacture's recommendations that called for"a
mild detergent" for clsaning, had less drying time
and less harmful to the glucometer than the
bleach, yet still effective to kill the viruses in the
CDC Guidelines, However, due to a change In

F 441
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PRINTED: 09/02/2015

FORM APFRCVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIER (x1) PROVIDER/BUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185120 okl 08/21/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
3740 01D HARTFORD RD
SIGNATURE Hl‘.:‘.AI..THCAR.E AT HILLCREST OWENSBORO, KY 42303
Q1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULD BE QOMPLETION
TAG REGULATORY OR L5G (DENTIFYING INFORMATION) e CROSA.REFEAENQED TO THE APPROPRIATE oAtz
. , DEFICIENCY}
F 441 | Continued From page 3 F 441
siaff and the re-ordering process, the gorrect
product had not been re-ordered and was not in
stock or availabie on the floors. The “blue [abel
antimicroblal" was in stock, however, the facllity
policy called for a "rad label antimlaroblal”
product. Additionally, the DON stated there had
not bean an outbreak or report of HBV or HIV at
the facility.
[nterview with the Adminisiretor, on 08/21/16 at
10:25 AM, revealed he would have expscted the
staff to have followed the facility policy in cleaning
the glucomstsrs,
2. Ravi h ili d 1. Cn 8720/15 sollsd linen in restdent #1 room were ,
. Review of the facllity's poficy and procedure, by Temoved, bagged and placed o soil lines
tiled Standard Precautions, revised 08/2007, bin and bedside table was disinfectsd per facility
revealed "Standard precaufions shall apply to the pelicy.
care of all residents in all situations regardiess of .
suspected or confirmed presence of infectious a&mm%c&ﬁﬁxdwngtﬁﬁmrm
diseases. 7. Linen: Handle, transport, and control violations,
process used linen eolled with blood, body fluids, i e el
! AN were edu Y pment
secretions, excrations in a manner that preventis mm il nees el b tec okrs per
skin and mucous membrane exposures, mculltymollcy by /18115,
contamination of clothing, and avolds transfer of P
microorganisms to other residants and 4. Nursing Administration team (Diractor of Nursing,
environiments, Assistamt Dircctor of Nurting, Staff Development
Coordinator, and Unit Mana.ggs) t;vfillmi:‘nduul ;u;l:
on!
Observation of urlnary catheter care, on 08/18/15 gﬂ’l’mﬁ;ﬁ?ﬂ: mu?:ncuwn::nl ’{,mﬁm mmnbm.d
al 12:35 PM, revealed Certified Nursing Assistant accardipg to facility poicy. Findings of sudits will be
(CNA) #1 performing catheter care for Resldent reporied to Director of r:imsms- ‘I;hc uﬁ’;{:f ﬁ'::
#1. During the cleaning procedure, CNA#1 laid {Nursing will repart infeotion contiel auris o ©e
g AQuality Assurance leam (Admialstrator, Director o
soiled wash Cloths, which had been used to clean * |Nursing, Asgistait Direetor qumms. Unit Mu!mu.
the catheter and the resident peri-ares, on the Sff Development, Distary Manages, Registered
bed side table. Dictician, Maintenance  Director, Housckeeping
ol o e
Interview with GNA#1, an 08/18115 at 1:40 PM, D B R D g o curs
revealed she was aware of the need to placed compliance.
aolled linens in a plastic bag and to not place . . l _
them on a bed side table due to the tsk of 5, Carrective Astion Date; 9/18/15 | |8‘ 13
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
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A, BUILDING
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X4ID
PREFTX

TAG

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

™ PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH CORRECTIVE ACYION SHOULD BE COMPLETION
TAG CRO3S-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 441

Continued From page 4
infaction control.

Interview with CNA #2, on 08/18/15 at 1:42 PM,
revealed she witnessed CNA #1 place the soiled
finens on the bedslde table of Resident #1 and
she revealed the linens should have placed in a
plastic bag due to the risk of infedtion.

Interview with the DON, on 08/21/15 at 8:44 AM,
revealed she expsected the CNA to have placed
the soiled linens in a plastic bag and not on the
bed side tabla,

Fam
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

Public reporting burden for this collection ef information is estimated to average 10 minutes per tesponse, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information,

including suggestions for reducing the burden, to Office of Financial Management, HCFA, P.0O. Box 26684, Baltimore, MD 21207, or to the Office of Management and Budget, Paperwork
Reduction Project{0838-0583), Washington, D.C. 20503,

Provider/Supplier Number Provider/Supplier Name
185120 SIGNATURE HEALTHCARE AT HILLCREST
Type of Survey (select all that apply) A Complaint investigation E Initial Certification I Recertification
B Dumping Investigation F  Inspection of Care J  Sanctions/Hearing
n E-.. C Federal Monitering G Validation K  State License
D Follow-up Visit H Life Safety Code L CHOW
M Other

Extent of Survey (select all that apply)

alEl | [ ]

A Routine/Standard Survey (all providers/supplicrs)
B Extended Survey (HHA or Long Term Care Facility)
C Partial Extended Survey (HHA)

Folfente] @Bper

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor's identification number.

Surveyor 1D Number First Last Pre-Survey On-Site On-Site On-Site Travel Off-Site Report
(A) Date Date Preparation Hours Hours Hours Hours Preparation
Arrived Departed Hours 12am-8am Bam-6pm 6pm-12am Hours
(B) ©) (D) (E) (F) @ (H) (l)
l. 18332 0.25 0.00 0.00 0.00 0.00 0.25
23
3.
4,
5.
6.
7.
8.
9.
10.
11,
12.
13.
14,
Total SA Supervisory Review Hours..... 0.25 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Entry Hours.... 0.75 Total RO Clerical/Data Entry Hours..... 0.00

Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No

FORM CMS-670 (12-91)

EventlD: gKFEMI12 Facility ID: 100090 Page 1



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

FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

Public reporting burden for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintoining data needed, and completing and reviewing the collection of informiation. Send comments reganding this burden estimate or any cther aspect of this collection of information,
including suggestions for reducing the burden, to Office of Financial Management, HCFA, P.O. Box 26684, Baltimore, MD 21207, erto the Office of Management and Busdget, Paperwork
Reduction Project(0838-0583), Washington, D.C. 20503.

Provider/Supplier Number

185120

Provider/Supplier Name

SIGNATURE HEALTHCARE AT HILLCREST

Type of Survey (select all that apply)

EEEEE

Extent of Survey (3elect all that apply)

al [ 1] ]

F

=

A Complaint Investigation
B Dumping Investigation
C Federal Monitoring
D

ollow-up Visit

Other
A Routine/Standard Survey (all providers/suppliers)

E
F
G
H

Initial Certification I
Inspection of Care J
Validation K
Life Safety Code L

B Extended Survey (HHA or Long Term Care Facility)
C Partial Extended Survey (HHA)
D Other Survey

Recertification
Sanctions/Hearing
State License
CHOW

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor's identification number,

Surveyor ID Number First Last Pre-Survey On-Site On-Site On-Site Travel OIf-Site Report
(A) Date Date Preparation Hours Hours Hours Hours Preparation
Arrived Departed Hours 12am-8am 8am-6pm 6pm-12am Hours
(B) ©) (D) (E) (F) @) (H) 0
1. 20705 08/18/2015 | 08/21/2015 3.00 0.00 21.50 0.00 7.00 6.00
2, 31382 08/18/2015 | 08/21/2015 0.50 0.00 21.50 0.00 7.00 6.00
3. 32453 08/18/2015 | 08/21/2015 0.50 0.00 21.50 0.00 7.00 2.00
4, 33036 08/18/2015 | 08/21/2015 0.50 0.00 21.50 0.00 7.00 3.00
5. 35748 08/18/2015 | 08/21/2015 0.50 0.00 21.50 0.00 7.00 0.50
6.
7.
8.
9.
10.
11.
12.
13.
14.

Total SA Supervisory Review Hours..... 1.00 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Entry Hours.... 1.00 Total RO Clerical/Data Entry Hours..... 0.00
Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No
FORM CMS-670 (12-91) 1800 EventlD: gKFM 11 Facility ID: 00090 Poge i
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LEVEL OF CARE; gﬁc/ggiﬁ Provider/Licensed Number SURVEY DATE(S): 685/845
SURVEY TYPE: INITIAL  RELIC, . " REVISIT OTHER__M{-

COMPLAINT # PRIORITY: 1 2 3 4 %ﬂj H_/lu/
| o

(ME W H)

seoreTRY LA

Tl

Packet completed: Deficlency(ies)? YES NO % g

RPM Review: o/ xﬂﬁ‘f '

Packet to Secretary : sau

SoD to Facility 0 09

PoC Recelved/Copy to Co or/Admin Slgn Off >

POC Acceptable: NO, - _

Provider notifled by ; n M 07

POC Returned to Facillty

2" POC Recaived/Copy to Coordinator/Admin Slgn Off
NO

2" POC Acceptable: YES
Provider notifled by on

e,

IRNIIRSNINS 339

Revisit Required: YES /27 (g
Revisit Completed: Deficlency (les) YES NO
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PRINTED: 09/15/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185120 B. WING 09/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3740 OLD HARTFORD RD
SIGNATURE HEALTHCARE AT HILLCREST OWENSBORO, KY 42303
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR I.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
{K 000} | INITIAL COMMENTS {K 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
09/18/15, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficlency slatement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
olher safeguards provide sufficient protection to the palients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available 1o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-89) Previous Versions Obsolete

Event ID: OKFMZ2 Facility ID: 100080 If continuation sheet Page 1 of 1



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of informatian is estimated to average 10 minutes per responsa, including time for reviewing instructions, searching existing data sources, gathering and
malntaining data needed, and completing and reviewing the collection of Information, Send comments regarding this burden estimate or any other aspect of this collection of information
Including suggestions for reducing the burden, to CMS, Office of Financlal Managemant, P.O. Box 26684, Baltimore, MD 21207, and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier/ CLIA/ {Y2) Muitiple Construction {Y3) Date of Revisit
Identification Number A. Building
- 185120 B. Wing 01 - MAIN BUILDING 01 _ 9/18/2015
Name of Facility Street Address, Clty, State, Zip Code
SIGNATURE HEALTHCARE AT HILLCREST 3740 OLD HARTFORD RD
o OWENSBORO, KY 42303

This report Is complated by a quaiified State surveyor for the Medicare, Madicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficlencias previously
reported on tha CMS-2567, Statement of Deficlencles and Plan of Comection that have been corrected and the dale such comective actlon was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the idantlfication prefix code previously shown on the CMS-2567 (prafix codes shown to tha left of each
requirement on the survey report form),

(Y4} Item (Y5) Date (Y4) ltem {Y5) Date (Y4} Hem {y5) Date
Correction Correction Correction
Completed Completed Completed
1D Prefix 09/18/2015 1D Prefix 1D Prefix
Reg. # NFPA 101 Reg. # Reg. #
LSC Koo27 LSC LSC
Correction Correction | Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 10 Prefix 1D Prefix
Reg. # Reg. # Reg. #
LsC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC L.SC LsC
Correction Corraction Correction
Completed Completed Completed
ID Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LsC | LSC LSC

Reviewed By | Reviewed By Date: ureaf Surveyor: | Date:
suwngoney | O 0@«/ /ﬁl@é’ A@Mdﬂm
; | iedd —

Reviewed By . | Reviewed By Date: Signature of Surveyor: | Date:

CMS RO

Followup to Survey Completed on: - Check for any Uncorrected Deficiencies. Was a 5ummary of
8/18/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg

NO

Form CMS - 2567B (9-92) Page 1of 1 Event ID: OKFM22



DEFPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 09/02/2015
FORM APPROVED
OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185120

) MULTIPLE CONSTRUCTION
A, BUILDING 01 - MAIN BUILDING 01

B. WING

{X3) DATE SURVEY
COMPLETED

08/18/2015

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE AT HILLCREST

STREET ADDRESS, CITY, STATE, ZIP CODE
3740 OL.D HARTFORD RD
OWENSBORO, KY 42303

{X4) I
PREFIX
TAG

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

(3] PROVIDER'S PLAN OF CORRECTION
PREFIX

DEFICIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
TAG CROSE-REFERENCED TO THE APPROPRIATE

(45)
COMPLETION
DATE

K 000

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 19684
SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNFMNF

.| TYPE OF STRUCTURE: One (1) story, Type Il

unprotected

SMOKE COMPARTMENTS: Seven (7) smoke
compariments .

FIRE ALARM: Complete automatic fire alarm
system with eleven (11) heat detectors and one
hundred and thirty-seven (137) smoke detectors.

SPRINKLER SYSTEM: Complete automatic wet
and dry sprinkler system.

GENERATOR: Type |l generator. Fuel source is
diesel.

A Recertification Life Safety Code Survey was
conducted on 08/18/15. The facllity was found not
to be in compliance with the requirements for
participation in Medicare and Medicaid. The
facility Is certified for one-hundred and fifty-six
{156} beds with a census of ane-hundred and
nineteen (118) on the day of the survey.

The findings that follow demonstrate
noncompliance with Title 42, Code of Faderal
Regulations, 483.70(a) et seq. (Life Safety from

K 000

LABORATORY DIRECTOR'S O-rR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

ya’y),

TTE
A(o M': n\>+m+of‘

(%B) DATE

)il

Any deficiency slatement end'i'ngw

an asierisk {*) denoles a deficiency which the inslitution may ba excused from correcting providing it Is determined that

other safeguards provide sufficlent protection fo the patients. (See instructions.) Except for nursing homes, the findings staled above are disclosabla 90 days
follewing the dato of survey whether or not a plan of comeclion is provided, For nursing homes, the abave findings and plans of carrection are disclosable 14
days following the data {hase documents are mede available to the facility. |f deficlencies are clled, an approved plan of correction is requisite to confinued

program parlielpation.

FORM CMS-2687(D2-08) Previous Veralons Obsolete

Event 1D: 0KFM21

Facllity 1D; 100080

If continuation sheet Page 1 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/02/2015
FORM AFPROVED

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 IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED

185120 B. WING 0811812015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, 2IP CODE

3740 OLD HARTFORD RD
8t CARE AT HILLCREST :
GNATURE HEALTH A OWENSBORO, KY 42303
04 ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K000 | Continued From page 1 K 000
Fire) Signature Healthcare at Hillcrest does not belicve and
i does not admit that any deficiencies existed, before,
Deficiencies were cited with the highest during or after the survey. The Facility reserves the
deficiency identified at "D" level. right to mnwfgt thefmrvely ﬁndaijlgs mgh informal
dispute resolution, formal appeal proceedings or any
K 027 | NFPA 101 LIFE SAFETY CODE STAND{\RD KO27{ i Finistrative or I gal procecdings, This plan of
§5=D correction {8 not meant to cstablish any standard of
Door openings In smoke barriers have at least a care, contract obligation or position and the Facility
20-minute fire protection rating or are at least Tf:rvcs all rishtts 1o ra:.sc. a_lll possible t;;mt[ct_monswqud
37 . efenses in any type of civil or criminal claim, action
1¥%-inch thick solid bonded wood core. Non-rated or procseding.  Nothing cowtained in thls plan of
protective plates that do not exceed 48 inches correction should be considersd as a waiver of any
from the bottom of the door are permitted. potentially applicable Peer Review, Quality Assurence
Horizontal sliding doors comply with 7.2.1.14. or self critical examination privilege which the Facility
Doars are self-closing or automatic closing in does nat waive and reserves the right to asserl in any
rdance with 19.2.2.2.6. Swinging doars are edministrative, civil or criminal claim, ection or
o) TS ging X proceeding.  The Facility offers It response, credible
not required to swing with egress and positive allegations or compliance and plan of correction as part
latching Is not required.  19.3.7.5, 18.3.7.6, of its ongoing efforts to provide quality of carc to
10.3.7.7 residents.
K027 NFPA 101 Life Safety Code Standard S5=D
The facility will ensure and maintain fire/smoke barier
. doors to where they will resist pagsage of smoke in
This STANDARD is not met as evidenced by: accordance with National Fire Protection Association
Based on observation and Interview, it was (NFPA) standards,
. determined the facility failed to ensure door )
focated in a smoke barrier door, would resist the L Malmenancr:i Di:lcctnr repaired sct of cross comidor
passage of smoke In accordance with National fire/smoke barsicr doars located in “recqvery” unit on
8/25/15 to allow doers to clase all the way and not
Fire Protection Assoclation (NFPA) standards, leave an excessive gab between the two doors.
This deficiency had the potentlal to affect two (2)
of seven (7) smoke compariments, approximately 2. Maintenance Director begen inspecting all facility
forty two (42) residents, staff and visitors. The cidgitedeiohes rgﬁgﬂfos‘?n:';m ;‘:s;i’ffg' -
facility has the capacity for one-hundred and '
fifty-six (156) beds with & census of one-hundred 3, Administrator in-serviced Maintenance Director and
and nineteen (118) on the day of the survey. Assistant Maintenance Dircctor on 8/24/15 fire/barrier
doors and how they should close all the way with
. minimal gaps (1/8") between doors. The Maintenance |
The findings include: Director or Assistant Director will monitor all facility |
- fire/bartier doors weekly for four weeks theu monthly |
During the Life Safety Code tour, on 08/18/15 at for three months to ensure complience. Any negative
1:50 PM with the Director of Maintenance (DOM), findings will be reported to Administrator immediatcly
: for correction.
FORM CMS-2587(D2-88) Pravious Varalons Chaolela Event 1D:0KFM21 Facilty ID: 100080 If continuation sheet Page 2 of4



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/02/2015
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED

185120 8. WiNG 08/18/2015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

SIGNATURE HEALTHCARE AT HILLCREST §740 OLD HARTFORD RO

OWENSBORO, KY 42303
X4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION - o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 027 | Continued From page 2 K027 . . .
a set of cross comidor fire/smoke barier doors 4. The Maintenance Dircctor will report inspection
findings 10 Quality Assurance team (Director of
located at the Recovery Unit was observed not to Nursing, Assistant Director of Nursing, Staff
close all the way and would leave an excessive Development  Coordinator, and Unit Managers)
gap through the middle of the two (2) doors. monthly for three months i for review and
These doors must close all the way to help recommendations t csure complience.
prevent fire/smoke from spreading to other parts 5. Corrective Action Date: 9/18/15 9 / /
of the building in case of a fire situation, 1815

Interview with the DOM, on 08/18/15 at 1:50 PM,
revealed he was not aware the doors were
rubbing and would nof close alf the way.

Tha Census of one-hundred and nineteen (119)
was verified by the Administrator on 08/18/15.
The findings wers acknowledged by the
Administrator and verified by the DOM at the exit
Interview on 08/18/15.

Reference: NFPA 101 2000 edition

Doors In smoke barriers shall comply with 8.3.4
and shall be self-closing or automatic-closing in
accordance with 19.2.2.2.6. Such doors in smoke
barriers shall not be required to swing with egress
travel. Positive latching hardware shall not be
required per NFPA 101, 18.3.7.6%

8.3.4.1"

Doors in smoke barriers shall close the opening
leaving only the minimum clearance necessary
for proper operation and shall be without
undercuts, louvers, or grilles.

A.B.34.1

The clearance for proper operation of smoke
doors is defined as 1/8 in. (0.3 cm). For additional
information on the installation of smoke-control

door assemblias, see NFPA 105, Recommended

FORM CME&-2567{02-09) Pravious Versions Obaclats

Event ID:0KFM21

Fachity ID: 100080

If continuation shest Page 3 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 09/02/2015

FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
188120 B.WING 08/18/2015
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, 2IP CODE
3740 OLD HARTFORD RD
SIGNATURE HEALTHCARE AT HILLCREST
. OWENSBORO, KY 42303
(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
K027 | Continued From page 3 K027 '
Practice for the Installation of Smoke-Control
Door Assemblies.
FORM CMS5-2567(02-88) Pravious Varslona Cbsolets Event |D: OKFM21 Fadllity 10: 100000 If continuation sheet Page 4 of 4



