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The State Agency (SA) conducted a
recertification survey at the facility from 01/4/22
through 01/6/22. The SA determined the facility
was not in compliance with the requirements for
participation in Medicare and Medicaid related to
failure to perform hand hygiene, cleaning multiple
use equipment, maintaining a clean environment,
improper storage of respiratory equipment, not
labeling oxygen equipment, an unsanitary dietary
department, a nonfunctioning call light, and failure
to provide appropriate Activities of Daily Living
(ADL) care for residents. The SA cited
deficiencies at F584, F677, F695, F812, F880,
and F919.

At the time of the survey, the facility census was
55 and the facility held a license for 60 beds.

F 584 | Safe/Clean/Comfortable/Homelike Environment F 584 2/21/22
SS=E | CFR(s): 483.10(i)(1)-(7)

§483.10(i) Safe Environment.

The resident has a right to a safe, clean,
comfortable and homelike environment, including
but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
use his or her personal belongings to the extent
possible.

(i) This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss

or theft.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 01/31/2022

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 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 to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 584 | Continued From page 1

§483.10(i)(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are
in good condition;

§483.10(i)(4) Private closet space in each
resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting
levels in all areas;

§483.10(i)(6) Comfortable and safe temperature
levels. Facilities initially certified after October 1,
1990 must maintain a temperature range of 71 to
81°F; and

§483.10(i)(7) For the maintenance of comfortable
sound levels.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews and
facility policy review, the facility failed to maintain
an environment that was clean and free of odors
for two (2) of three (3) days of survey.

Findings include:

Review of the facility policy titled, "Nursing Home
Cleaning Routine," stated, "Cleaning
Responsibilities: .....7:00-7:45 Morning walk
through of your hall, sweep debris from the
rooms, mop up spills in rooms, shower rooms.
1:20-1:50 Clean shower rooms, 1:50-2:00
Perform a final walk through of your area. Sweep
up any debris, mop up any spills." Facility policy
titled, "Nursing Home Floor Care Routine For:

F 584

On 1/6/2022 Housekeeping Staff were
trained on use of the autoscrubber
machine, hallways of the facility were
cleaned on 1/6/2022. On 1/5/2022 soiled
shower mats were removed from shower
rooms of the facility, on 1/6/2022 showers
were deep cleaned to remove any build
up on walls and floors. Rooms
101,102,103,104,112,113,133 and 117
were cleaned to remove any urine odors
and stains from residents] rooms. Floor
at the front entrance was cleaned to
remove any urine odors from the front
entrance on 1/6/2022.

A quality review of housekeeping
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Floor Tech," stated, "The floortech is responsible
for floor care throughout the building. Dust mop
and mop all halls plus the lobby area. Follow
buffing, clean the dining room, follow buffing and
perform final walk through, sweep up any debris,
mop up any spills."

An observation was made on 01/04/22 upon
entrance to the building at 10:00 AM the State
Agency (SA) smelled a strong odor of urine upon
entrance inside the building and also on the
South hallway around rooms 101-103. The SA
smelled odors of urine on 01/05/22 upon entrance
to the building at 8:15 AM in the front lobby and
around room 117 at 3:00 PM on the North
Hallway and on the South Hallway around rooms
101-103 at 3:10 PM and again at 4:05 PM on the
South Hallway on 01/05/22.

An observation was made on 01/04/22 at 11:30
AM of the floors on the North and South hallways
of dirt and debris, medicine cups, plastic
wrapping from cracker packs, leaves and visible
pieces of dirt and mud all throughout the facility
on both hallways.

An observation on 01/04/22 from 11:30 AM
through 1:00 PM, on the North and South
hallways of visible spills on the floors and dried
liquid spills that have dirt dried on the top of the
spills are observed in rooms 101, 112, 113, 117
and 133.

An observation on 01/05/22 at 3:35 PM, revealed
an area about the size of a small plate of a dark
brown soiled area on the floor outside of room
117. The Housekeeping Supervisor later
confirmed at 4:20 PM on 01/05/22, that it was
from the wall hand sanitizer leaking onto the floor

(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 584 | Continued From page 2 F 584

practices was conducted by the Executive
Director on 1/6/2022. All residents have
the potential to be affected by this issue.

Education of housekeeping staff on
1/6/2022 by the District Manager was
conducted on routine cleaning schedules.
All new hires will be educated on cleaning
schedule upon hire. Housekeeping staff
to adhere to routine cleaning schedule
and address areas of concern as needed.

The Executive Director(ED) or Director of
Nurses(DON) will conduct a quality review
of resident rooms and common areas 3
times weekly for 4 weeks, then 2 times
weekly for 4 weeks, then weekly for 4
weeks to begin on 1/10/2022. Monitoring
will continue weekly and as needed.
Result of quality review will be reported to
the Quality Assurance Performance
Improvement(QAPI)committee by the ED
on 2/21/22 and monthly times 6 months
for review and recommendations.
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and it had dried with accumulated dirt and debris
on the area and that it had not been cleaned up.

An interview on 01/05/22 at 4:00 PM, with the
Housekeeping Supervisor and the District
Housekeeping Manager stated that the floor
cleaner had broken down about a year ago and
the facility was responsible for replacing the
equipment and they had not gotten a replacement
until about two weeks ago. The District
Housekeeping Manager stated that the floor
cleaner will deodorize, clean, mop and buff the
floors but that he has not had a chance to
in-service the staff to use it yet so that is why the
floors look so bad. The Housekeeping Supervisor
stated that all they have to clean the floors with at
this time is a mop and a broom and that they
have not been able to buff the floors in over a
year.

An observation on 01/05/22 from 4:00 PM until
4:25 PM, with the District Housekeeping Manager
and the Housekeeping Supervisor along with the
SA made walking rounds of the building and they
confirmed that the areas around rooms 101-103
had strong urine odors in the hallways and also
outside of room 117. The Housekeeping
Supervisor confirmed that they had deodorizer
sprayers mounted in the hallways but when she
checked the wall mounted device, the deodorizer
can was empty in the hallway outside of rooms
101-103. During this tour of the facility an
observation of the two shower rooms on the
South Hallway were observed to have dark black
growth and an orange tan color build up on the
shower floors and along the walls of the tile in the
showers and on the rubber mat on the shower
room floors in two (2) of two shower rooms on the
South hallway. An interview with the

F 584
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Housekeeping Supervisor and the District
Housekeeping Manager at the time of the
observation confirmed that they have not cleaned
or scrubbed the shower floors and walls for
several weeks and she stated, "We just need to
throw those shower mats away. We come in the
shower rooms and mop each day but we haven't
had time to scrub the mold in the shower room
floors and the walls for some time."

An Interview with Certified Nursing Assistant
(CNA) #3 on 01/05/22 at 4:30 PM, confirmed that
both of the shower rooms on the South hall are
used for resident care. each day and that is the
only shower rooms in the building.

An interview with the Housekeeping Supervisor
on 01/05/22 at 4:45 PM, stated, "We haven't had
a chance to watch the video to operate the floor
cleaner yet." The District Housekeeping Manager
stated, "I'm going to educate the staff on how to
use it before | leave today." The District
Housekeeping Manager and the Housekeeping
Supervisor confirmed that they do not have a
floor tech employed right now and stated, "We
are thinking about hiring someone to work about
3-4 hours in the evening to do that job." The
Housekeeping Supervisor confirmed that it is
herself and one other employee to clean the
building daily and that they have one employee
that is in the laundry department.

An interview with the DON on 01/06/22 at 8:45
AM, stated that she had verbally talked with the
District Housekeeping Manager several times
over the last two weeks since the floor machine
had been delivered to get them to train and
in-service the housekeepers on how to use the
new floor machine "Because we needed our

F 584

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NDZ811

Facility ID: PH12

If continuation sheet Page 5 of 22




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

PRINTED: 02/09/2022
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff and resident
interview, record review and facility policy review,
the facility failed to provide Activities of Daily
Living (ADL) care for dependent residents as
evidenced by long facial and neck hair and long
fingernails for two (2) of 24 residents reviewed.
Resident #1 and Resident #1.

Findings Include:

Review of the facility policy titled, "Care of Nails"
with a revision date of 9/1/2017, revealed under,
"Procedure:" "trim fingernails" and "clean nails."

Resident #11

An observation on 01/04/22 at 01:12 PM,
revealed Resident # 11's hair was disheveled with
long hair on the face and neck. Fingernails were
long with a brown substance under one nail.

An interview on 01/04/22 at 1:15 PM with
Resident #11 confirmed that he wants a shave
and his nails trimmed.

Root Cause Analysis was conducted by
Quality Assurance Performance
Improvement(QAPI) Committee and
based on record review and interview the
facility failed to provide Activities of Daily
(ADL) for resident # 1 and # 11 dependent
residents reviewed. Activities of Daily
Living (ADL) was performed on 1/6/2022
for resident # 1 and #11 for nail care,
shaving and grooming.

Quality Review of current dependent
residents conducted on 1/6/2022 by
Director of Nurses(DON), Assistant
Director of Nurses(ADON) and Unit
Manager(UM) to ensure all dependent
residents were provided Activities of Daily
Living (ADL) care. All residents of the
facility have the potential to be affected by
this issue.

Education initiated on 1/6/2022 with
current Certified Nursing Assistant(CNA)
and current nurses by DON, ADON on
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floors cleaned badly and he told me several times
that he would do it and hasn't until you pointed it
out to them yesterday about how bad the floors
looked, so now they are running it today for the
first time."
F 677 | ADL Care Provided for Dependent Residents F 677 2/21/22
SS=D | CFR(s): 483.24(a)(2)
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Another observation on 01/05/22 at 1:45 PM, of
Resident #11 revealed long hair on the resident's
face and neck, hair disheveled, nails were long
with a brown substance under one nail.

An interview on 01/05/22 at 1:50 PM, revealed
that Resident # 11 wanted to be shaved and have
his nails trimmed and that they have not done it
yet.

Record review of Resident # 11's Admission
Record revealed he was admitted to the facility
10/6/21, with diagnoses of the following: Cerebral
infarction, Muscle Weakness, History of Falling,
and Unsteadiness on Feet.

Record review of Resident # 11's Minimum Data
Set (MDS) with an Assessment Reference Date
(ARD) of 10/13/21, revealed a Brief Interview for
Mental Status (BIMS) score of 15, indicating the
resident had full cognitive ability.

Resident #1

An observation on 01/04/22 at 11:06 AM,
revealed that Resident # 1 had long nails and hair
on his face and neck.

An observation again on 01/05/22 at 2:12 PM,
revealed that Resident # 1 had long hair on his
neck and face and long nails.

Record review of the Admission Record revealed
Resident # 1 was admitted to the facility on
9/23/20 with a diagnosis of NEED FOR
ASSISTANCE WITH PERSONAL CARE.

Record review of Resident #1's MDS with an ARD

this regulation to ensure all dependent
residents are provided Activities of Daily
Living (ADL) care. All CNAs will have
education on ADL care, new hires will
receive education upon hire.

Quality Review of Activities of Daily Living
(ADL) for dependent residents to be
conducted by DON or ADON 3 times
weekly for 4 weeks, then 2 times weekly
for 4 weeks, then monthly began
1/10/2022. Findings will be reported by
the DON at monthly QAPI Committee
Meeting beginning on 2/21/22 for 6
months. Quality Review schedule will be
modified based on findings. Root Cause
Analysis (RCA) will be used by the
committee and updates made based on
findings.
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Continued From page 7

dated 12/17/21, revealed a BIMS score of 3,
indicating the resident had severe cognitive
impairment.

An interview on 01/05/22 at 1:55 PM, with
Certified Nursing Assistant (CNA) # 3 revealed
shaving and nail care is the responsibility of the
CNAs. CNA # 3 revealed that the residents are
shaved when we see it is needed or the resident
asks to be shaved and nail care is given everyday
if needed and nails are trimmed weekly; unless
they are a diabetic then the nurse does it.

An interview on 01/05/22 at 2: 05 PM, with
Registered Nurse (RN) # 1 revealed that shaving
and nail care are the responsibility of the CNA,
and they have a schedule. RN # 1 revealed that
nail care is done by the CNA unless they are
diabetic. RN # 1 confirmed that Resident #1 and
Resident #11 needed to be shaved and will be
shaved today and stated, "long hair on your neck
is uncomfortable."

An interview on 01/05/22 at 3:45 PM, with the
Director of Nurses (DON) revealed the facility has
an Activities of Daily Living (ADL) policy and that
the CNAs are assigned the task of ADLs. She
revealed that the CNAs know that a part of
bathing is cleaning their nails and shaving. She
revealed that they know to shave the residents if
they need shaving and need their nails cleaned or
trimmed then they know to do it unless they are a
diabetic.

Respiratory/Tracheostomy Care and Suctioning
CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including
tracheostomy care and tracheal suctioning.

F 677

F 695

2/21/22
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The facility must ensure that a resident who
needs respiratory care, including tracheostomy
care and tracheal suctioning, is provided such
care, consistent with professional standards of
practice, the comprehensive person-centered
care plan, the residents' goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interview, record
review and facility policy review the facility failed
to properly label, date and store oxygen nebulizer
mask and oxygen (02) tubing to prevent
contamination for two (2) of 12 residents
receiving oxygen therapy. Resident #35 and
Resident #99.

Findings include:

Review of the facility policy titled, "Oxygen
Therapy", with a revision date of 8/28/2017
revealed under procedure, to label tubing and
humidifier with date and time. The procedure for
nebulizer with a revision date of 3/20/2018,
revealed place the entire unit in a bag to be
maintained in the resident's room.

Resident #35:

An observation, on 01/04/22 at 01:06 PM,
revealed Resident #35's O2 tubing was not dated
or labeled. His nebulizer mask was laying on his
bed not bagged.

Record review of the Clinical Physicians Orders
for Resident #35 revealed an order with a start

date of 7/7/21 for O2 (oxygen) @ (at) 2L (liters)
via (by) NC (nasal cannula) as needed for SOB
(shortness of breath).

Root Cause Analysis was conducted by
Quality Assurance Performance
Improvement (QAPI) Committee and
based on observations and interviews, the
facility failed to properly label, date and
store oxygen nebulizer mask and oxygen
(02) tubing to prevent contamination for
resident #35 and resident #99. Oxygen
tubing was properly labeled, dated and
stored on 1/4/22 by the Unit Manager for
residents receiving oxygen therapy.

Quality Review of current residents
receiving oxygen therapy was conducted
on 1/4/22 by Director of Nurses(DON),
Assistant Director of Nurses(ADON) and
Unit Manager to ensure residents
receiving oxygen therapy tubing were
properly labeled, dated and stored.

Follow up based on findings. All residents
receiving oxygen therapy have the
potential to be affected by this issue.

Education with current nurses was
initiated by DON on 1/6/22 on this
regulation to ensure residents receiving
oxygen therapy tubing is properly labeled,
dated, and stored. All nurses to be
educated, new hires to receive education
upon hire.
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Record review of the Clinical Physician's Orders
printed 1/5/22 revealed an active order dated
8/24/21 for "Albuterol Sulfate Nebulization
Solution 0.83 MG(milligrams)/3ML(milliters), 1 vial
inhale orally via neb ..."

Record review of Resident #35's Face Sheet
revealed diagnoses that included, Chronic
Obstructive Pulmonary Disease, End Stage Heart
Disease, Anemia, and Dependence on
Supplemental Oxygen.

Resident #99:

An observation and interview on 01/04/22 at
03:57 PM revealed Resident #99's oxygen
tubing/cannula laying on the floor. The tubing was
not dated and there was no bag for storage of the
oxygen tubing in the room. Registered Nurse
(RN) #1 confirmed the resident's oxygen tubing
was laying in the floor. RN #1 confirmed that the
tubing should be in a bag when not in use. RN #1
stated that it was an infection control issue
because the tubing was contaminated and was a
risk for infections.

An interview, on 1/5/22 at 3:30 PM, with the
Director of Nursing (DON) revealed she had seen
oxygen tubing not bagged and laying on the floor
yesterday. She stated that was an infection
control issue. The DON confirmed that all oxygen
tubing and nebulizers should be bagged, and
oxygen tubing should be dated.

Record review of Resident #99's Clinical
Physicians Orders revealed an order with a start
date of 12/14/21 for Oxygen 2 L/min (minute) per
NC as needed PRN.

Record review of Resident #99's Face Sheet

Quality Review of residents receiving
oxygen therapy to be conducted by
Director of Nurses or Assistant Director of
Nurses 3 times weekly for 4 weeks, then 2
times weekly for 4 weeks, then monthly
for 6 months to ensure residents receiving
oxygen therapy tubing is properly labeled,
dated, and stored, began on 1/10/2022.
Findings of the quality review to be
reported by the DON to the QAPI
committee monthly beginning 2/21/22 for
6 months for review and
recommendations.
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§483.60(i) Food safety requirements.
The facility must -
§483.60(i)(1) - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities.
(i) This may include food items obtained directly
from local producers, subject to applicable State
and local laws or regulations.
(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.
(iii) This provision does not preclude residents
from consuming foods not procured by the facility.
§483.60(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.
This REQUIREMENT is not met as evidenced
by:
Based on observations, staff interviews, record On 1/4/2022 two pitchers of tea and eight
review and facility policy review, the facility failed glasses of milk that were not dated were
to provide a safe and clean environment for removed for the refrigerator by the Dietary
preparation and storage of food and ice for two Manager(DM). On 1/4/2022 (3) baking
(2) of three (3) kitchen tours. sheets, 2 muffin pans, (2) 9x13 pans, (2)
10 inch skillets, and (1) 12 inch skillet
Findings include: were taken out of service and replaced
with new cookware by the DM. On
Review of the facility policy titled, "Equipment", 1/4/2022 the inside and outside of the
revised 9/2017, revealed all food service walk-in cooler were cleaned by the DM.
equipment will be clean, sanitary, and in proper The ice machine was taken out of service,
working order. All food contact equipment will be emptied, cleaned, and sanitized by the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NDZ811 Facility ID: PH12 If continuation sheet Page 11 of 22
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cleaned and sanitized after each use. All
non-food contact equipment will be clean and free
of debris.

An observation of the kitchen on 01/4/22 at 10:05
AM, during the initial tour, revealed two (2)
pitchers of tea and eight (8) glasses of milk in the
refrigerator not dated. There were three (3)
baking sheets, (2) muffin pans and (2) 9x13 pans
covered with thick, rough black build up and (2)
10 inch skillets and one (1) 12 inch skillet with the
outside coated with brownish black build up. The
outside of the walk-in refrigerator door and handle
was covered with brown and white splashes of
debris and build up. The inside of the door was
covered with a thin brownish film and the walls
were splattered with dry brownish and white
colored areas that had run down the walls. The
ice machine had black buildup around the seal of
the lid.

On 01/05/22 at 11:05 AM, an observation and
interview with the Dietary Manager (DM) and the
District Dietary Manager (DDM) confirmed that
the ice machine had buildup around the seal of
the lid and noted an approximately 0.5 centimeter
(cm) black flake in the center of the ice. The DDM
confirmed the black flake in the ice and stated
that it probably fell off the ice machine seal and
stated that the ice was contaminated.

An interview on 01/5/22 at 10:50 AM, with the DM
stated that she saw a lot of "dirtiness" in the
kitchen.

An interview on 01/5/22 at 10:55 AM, with the
DDM revealed he stated that the kitchen needed
a good cleaning.

Maintenance Director(MD).

A quality review was conducted by the
Executive Director(ED) on 1/6/2022 of the
dietary department. All residents of the
facility have the potential to be affected by
this issue.

On 1/6/2022 education was started with
dietary staff by the ED on dating and
proper storage of food and beverages, all
dietary staff to be educated, new hires to
receive education upon hire. Routine
cleaning schedule was initiated on
1/6/2022 by the District Manager. On
1/6/2022 the MD was educated by the ED
on documentation and cleaning of the ice
machine.

The ED or Human Resources
Coordinator(HRC) will conduct a quality
review of the dietary department to
observe for any food/beverage items not
covered or dated, carbon build-up on pots
and pans, and cleanliness of the kitchen
began on 1/10/2022. Quality Review to
be conducted 3 times a week for 4 weeks,
2 times a week for 4 weeks, and then to
continue weekly for 8 weeks. Results will
be reported to the Quality Assurance
Performance Improvement(QAPI)
committee monthly beginning 2/21/22 for
6 months by the ED for review and
recommendations.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xX5)
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 812 | Continued From page 11 F 812

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:NDZ811

Facility ID: PH12

If continuation sheet Page 12 of 22




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

PRINTED: 02/09/2022
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

255260

B. WING

(X3) DATE SURVEY
COMPLETED

01/06/2022

NAME OF PROVIDER OR SUPPLIER

HILLTOP MANOR HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
101 KIRKLAND STREET
UNION, MS 39365

(X4) ID
PREFIX
TAG

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

ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 812

F 880
SS=F

Continued From page 12

An interview on 01/6/22 at 9:05 AM, with the
Administrator (ADM) revealed that unlabeled food
could cause food borne iliness and the ice
machine needed cleaning. He stated that he did
not like that, "it was nasty". The ADM stated that
pans with carbon build up can harbor germs that
the dishwasher might not handle, and it could be
a fire hazard. He stated that they have new pans
in storage, and they should have replaced them.

An interview on 01/6/22 at 12:30 PM, with the DM
confirmed there was not a cleaning schedule for
the kitchen staff to follow.

An interview on 01/6/22 at 12:35 PM, with Dietary
Staff #1 confirmed there was no cleaning
schedule posted for cleaning the kitchen and
stated that they just did what they could.

An interview with the Maintenance Director
revealed that the ice machine is cleaned every
month and that he thinks it was cleaned in
December.

Record review of the Work History report
revealed the due date for cleaning ice machines
was 10/31/2021. The task completion column
revealed no action recorded. For due date
11/30/2021, the task completed column revealed
marked done on time on 12/8/2021. For due date
12/31/2021, the task completed column was
marked done on time on 12/8/2021.

Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control
The facility must establish and maintain an
infection prevention and control program

F 812

F 880

2/21/22
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designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the

F 880
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least restrictive possible for the resident under the

circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

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

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interviews, record
review and facility policy review the facility failed
to prevent the possible spread of infection as
evidenced by failure to conduct hand hygiene
during meal tray distribution and properly clean
and disinfect a multiple use blood pressure cuff
and an oxygen saturation monitor in between
uses. This occurred on two (2) of (2) hallways.

Findings Include:

Review of the facility's policy titled, "Infection
Control", with a revision date of October 2018
revealed under the policy statement, "This
facility's infection control policies and practices

findings.

Root Cause Analysis conducted by the
Quality Assurance Performance
Improvement(QAPI) committee on
1/6/2022, based on observation,
interviews and policy review the facility
failed to prevent potential spread of
infection. Residents #41, #11, #45, #47,
#32, #6, and #15 were assessed by the
Director of Nurses(DON) with no adverse

On 1/6/2022 a quality review was
conducted by the DON on residents
requiring vital signs and meal service. All
residents have the potential to be affected

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255260 B. WING 01/06/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
101 KIRKLAND STREET
HILLTOP MANOR HEALTH AND REHABILITATION CENTER
UNION, MS 39365
(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 880 | Continued From page 14 F 880

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:NDZ811

Facility ID: PH12

If continuation sheet Page 15 of 22




PRINTED: 02/09/2022
FORM APPROVED
OMB NO. 0938-0391

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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
255260 B. WING 01/06/2022

NAME OF PROVIDER OR SUPPLIER

HILLTOP MANOR HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
101 KIRKLAND STREET
UNION, MS 39365

are intended to facilitate maintaining a safe,
sanitary and comfortable environment and to help
prevent and manage transmission of diseases
and infections."

Review of the facility's policy titled, " Hand
Hygiene", with a revision date of 02/05/2021,
revealed that the purpose is to reduce the spread
of germs in the healthcare setting. This policy
revealed under process that hand hygiene should
be performed before and after patient care, after
contact with inanimate objects (including medical
equipment) in the immediate patient vicinity,
antiseptic hand wash or rub (i.e., alcohol-based
sanitizer) may be used at any time other than
those stated above.

Review of the facility's policy titled, "Cleaning and
Disinfection of Resident-Care Items and
Equipment" with a revision date of October 2018
revealed resident-care equipment, including
reusable items and durable medical equipment
will be cleaned and disinfected according to
current Centers for Disease Control and
Prevention (CDC) recommendations for
disinfection and the Occupational Safety and
Health Administration (OSHA) Bloodborne
Pathogens Standard. This policy revealed under
policy interpretation and implementation,
non-critical items are those that come in contact
with intact skin but not mucous membranes and
non-critical resident-care items include bedpans,
blood pressure cuffs, crutches and computers.
Intermediate and low-level disinfectants for
non-critical items include ethyl or isopropyl
alcohol.

An observation on 01/04/22 at 12:00 PM, of lunch
tray distribution on the North hallway starting in

by this issue.

Education was started with Nurses and
Certified Nurses Aide(CNA)s on 1/6/2022
by the Assistant Director of
Nurses(ADON) on handwashing and
cleaning of equipment between resident
use. All nurses and CNAs will be
educated on handwashing and cleaning
equipment between residents upon hire.

DON or Assistant Director of
Nurses(ADON) will conduct quality review
of meal service and vital signs 3 times a
week for 4 weeks, 2 times a week for 4
weeks, and then continue weekly for 8
weeks began on 1/10/2022. Results will
be reported by the DON monthly to the
QAPI committee beginning 2/21/22 for 6
months for review and recommendations.
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Room 123 revealed Certified Nurse Assistant
(CNA) #3 did not use hand sanitizer before or
after taking the lunch tray to Resident # 41. CNA
# 3 assisted CNA # 4 with pulling Resident # 41
up in the bed and repositioning the resident to eat
the meal. The State Agency (SA) observed that
neither CNA # 3 or CNA # 4 performed hand
hygiene before or after assisting Resident #41.
CNA #3 then took a lunch tray to Resident #11
and did not perform hand hygiene after entering
the room and setting up the food tray and exiting
the room. CNA #4 did not perform hand hygiene
when she took a meal tray to Resident #45, #47,
#32, and #6.

An observation on 01/04/22 at 11:30 AM,
revealed during the lunch tray service CNA #1
delivered meal trays to residents in Room 102B,
103A, 107B, and 114B and did not use hand
hygiene upon entrance, exit or prior to entering
the next room for all four rooms she entered.
CNA #3 delivered meal trays to residents in
Room 103B, 106A, and 108B, and did not use
hand hygiene upon entrance, exit or prior to
entering the next room for all three rooms she
entered.

An interview on 01/04/22 at 12:10 PM, with CNA
#3 and CNA #4 confirmed they did not perform
hand hygiene in between residents while passing
meal trays and after assisting a resident being
pulled up in the bed. CNA #3 confirmed she
should have used hand sanitizer before entering
and exiting the resident's rooms and that if she
did not, it could spread germs from one resident
to another and make them sick. CNA #4 revealed
that everyone does things differently and she
does not touch anything in the room. CNA #4
confirmed she had assisted a resident being

F 880
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pulled up in the bed and moved some resident's
bedside tables to set up their meal trays and did
not perform hand hygiene. CNA # 4 revealed that
she performs hand hygiene when she comes
onto the hall and when she exits the hall.

An interview, on 1/5/22 at 8:25 AM, with CNA #1,
confirmed that she did not wash her hands or use
hand sanitizer between entering resident rooms
when passing out lunch trays. She stated that this
could spread germs and make a person sick. She
stated that she had in-service training on hand
hygiene.

An observation on 01/04/22 at 3:53 PM, with CNA
#5 revealed she obtained a blood pressure and
an oxygen saturation (Sa02) on Resident #18 and
then obtained Resident #15's blood pressure and
Sa02 with the same equipment. CNA #5 did not
clean the blood pressure cuff or Sa02 monitor in
between the residents.

An interview, on 01/04/22 at 3:59 PM, with CNA
#5, confirmed she did not clean the vital sign
equipment between residents because she
thought she should not use bleach wipes to clean
them.

An interview on 01/05/22 at 4:15 PM, with the
Infection Preventionist (IP) revealed it is the policy
of the facility that staff should perform hand
hygiene in between residents when handing out
meal trays. The IP revealed that all staff had been
in-serviced on the need to perform hand hygiene
in between resident's when handing out meal
trays.

An interview, on 01/5/22 at 5:45 PM, with the
Director of Nurses (DON) revealed that the staff

F 880
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needs to clean multiple use vital sign equipment
with disinfectant wipes.

Record review of the facility in-service with the
topic of, "Infection Control" conducted on 4/1/21
included under "summary of training session:
infection control and prevention, hand hygiene"
revealed that CNA #3, CNA #4, and CNA #5
attended this in-service.

Record review of the facility in-service titled,
"Handwashing" conducted on 12/2/21, included
under "summary of training sessions:
Handwashing is the # 1 prevention of spreading
illness to others, when to wash and for how long".
The sign in sheet confirmed the in-service was
attended by CNA #1, CNA #3, CNA #4, and CNA
#5.

Resident Call System

CFR(s): 483.90(g)(2)

§483.90(g) Resident Call System

The facility must be adequately equipped to allow
residents to call for staff assistance through a
communication system which relays the call
directly to a staff member or to a centralized staff
work area.

§483.90(g)(2) Toilet and bathing facilities.
This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, staff and
resident interview and facility policy review, the
facility failed to ensure that the call system was
working for Resident # 8 for one (1) of 60 resident
call lights in the facility.

Findings include:

F 880

F 919

Root Cause Analysis was conducted by
Quality Assurance Performance
Improvement(QAPI) Committee and
based on observation, interviews, and
policy review, the facility failed to ensure
the call system was working for resident
#8. Resident #8 received a bell on 1/4/22

2/21/22
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Review of the facility policy titled, "Call Bell
System-Inoperable," dated 11/30/14, stated,
"Resident must have, at all times, a system to
notify staff when assistance is needed. The call
bell system is to be inspected on a regularly
scheduled basis by Maintenance. If the call bell
system is inoperable, in one room, one hall, or
the entire unit, the following procedure must be
followed: Maintenance, the Executive Director,
and the Director of Clinical Services must be
notified immediately if any call bell or the system
is inoperable. Hand bells or tap type bells will be
placed within reach of any resident affected by an
inoperable call bell."

On 01/04/22 at 12:30 PM an observation and
interview was conducted with Resident # 8 in her
room. She was laying in the bed and stated that
she had moved into this private room last week
and that she liked it but that her call light wasn't
working. She stated that Maintenance had
worked on it Friday and stated, "l think he is
having to order a part, I'm not sure." The State
Agency (SA) pushed the resident's call light and
did not hear it buzzing at the nurse's desk, nor
was the call light over the door lighting up. The
SA confirmed with Resident #8 through
observation and interview that she did not have a
device to utilize in order to call for assistance.
The SA walked to the only nurse's desk in the
building and did not see or hear the light blinking
to identify that the call light had been pushed.

An interview with Registered Nurse (RN) #2 on
01/04/22 at 12:35 PM stated if the call light is not
buzzing or if it doesn't light up over the door then
we would not know which room is needing
assistance and we would have to check every

and call system was functioning as of
1/5/22.

Quality of Review of all residents with call
system was conducted on 1/4/22 by
Director of Nurses and Assistant Director
of Nurses to ensure call system were
operable. All residents have the tendency
to be affected by this issue.

Education initiated on 1/4/22 by Director
of Nurses(DON) and Assistant Director of
Nurses(ADON) on this regulation to
ensure call system is operable. New hires
will be trained during orientation and as
needed.

Quality Review of call system for residents
to be conducted by Maintenance Director
or Executive Director 3 times weekly for 4
weeks, then 2 times weekly for 4 weeks,
then weekly for 8 weeks, began on
1/10/2022 . Results to be reported
monthly by the Maintenance Director or
Executive Director to the QAPI committee
beginning 2/21/22 for 6 months, for review
and or recommendations.
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resident in their rooms to see if anyone needs
anything. RN#2 confirmed through interview and
observation that she did not hear or see a call
light buzzing or blinking at a resident's room. The
SA told RN #2 that the call light for Resident #8
was pushed right now and RN#2 verified that she
could not tell which room it was that needed
assistance because the light was not working and
the panel at the nurse's desk was not buzzing.

An interview with the Maintenance Director on
01/04/22 at 12:45 PM stated that the resident had
moved into that private room on Friday (12/31/21)
and that her call light wasn't working and that he
thought he had fixed it. The Maintenance Director
went into the resident's room and confirmed that
it was not currently working and that Resident #8
did not have a device to call for assistance if her
call light was not working. The Maintenance
Director immediately began to work on the call
light to address the issue of why it was not
working. He confirmed through interview that he
did not follow back up to ensure that the call light
was working after the repair on 12/31/21 and
stated, "l thought | had fixed it."

An interview on 01/04/22 at 12:50 PM with the
Resident #8 stated that she had pushed her call
light the other night (01/03/22) around 8 o'clock or
so and that no one ever came to her room so she
got up and got in her wheelchair and went down
to the nurse's desk to ask for some chap stick
and that there was a girl that she told that her
light wasn't working but she could not remember
who she was.

On 01/04/22 at 12:45 PM an observation of the
Director of Nursing (DON) and the Assistant
Director of Nursing (ADON) making room to room

F 919
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rounds checking all the call lights in every
resident's room and bathroom was observed. An
interview at that time with the DON confirmed that
all the call lights in the building were working
properly except for Resident #8's room. The DON
immediately placed a bell at the bedside of
Resident #8's bed and instructed her how to
utilize the bell while the Maintenance Director was
working on the call light. The DON confirmed that
she was not made aware that the resident's call
light was not working last week.

An interview with the Administrator on 01/04/22 at
1:00 PM confirmed that he was not aware that the
resident's call light was not working last week and
was not made aware that it was not working
properly until now.

Interview with the DON on 01/05/22 at 2:00 PM
stated that she had investigated into who the
resident had told that her call light wasn't working
and it was Certified Nursing Assistant (CNA) #2
on the night of 01/03/22 around 9 PM. She said
that CNA #2 confirmed to her on a phone
interview on 01/04/22 that she failed to report to
anyone that the call light for Resident #8 was not
working, and she failed to provide an alternate
way to call for assistance when the resident
needed help.

Record review of Resident # 8 medical record
revealed that she was admitted to the facility on
05/22/21 with diagnosis of Cognitive
Communication Deficit, Difficulty in Walking and
Lack of Coordination. The most recent Brief
Interview for Mental Status (BIMS) completed on
10/13/21 revealed a BIMS score of 15, indicating
the resident had full cognitive ability.
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