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F 000 | INITIAL COMMENTS F 000
Astandard health st nducted | F 164
standa TVEY WES CO an Corfrect cfio .
DB/ 14-16/12. Deficiencies were jdantified wish the Reg deﬁ\t{z A ns for Targeted
highest scope-and severity at "0 level, "““""—"'{-"LR dent £ '? W luated f
F 164 | 483.10(s), 482.75()(4) PERSONAL 2 Bl oot fva vatec for
59=0 | PRIVACY/CONFIDENTIALSTY OF RECORDS any adverse psycho/social issucs
related io her dignity being
The resident has the right to personal privacy and v;o-?ateq and ~none - were
sonfidentiaiity of his or her personal and cimicaj determined. CNA #1 and LPN #1
reoords, werte both ¢ounseled and in-
. serviced by the Education
Persona] privary includes accommadations, Training Director regarding the
medical reatment, written and tetephons dignity violation and how to
com@unbc:ations, pers_on:e_)l.carg vishs, end ) ' mainiain, promete, enhance and -
| meefings of family and resident groups, but this ' respect the resident’s dlgmty and
does not require the faciiity to provide & privats individuality.
rootm for each resident. a
Except as provided in paragraph (a¥3) of this ider‘t‘ti’ﬁcation‘i of - Other
section, ihe resident may approve or refuse the " Residents with Potential fo Be
release-of persenal and clinical records o any Affected: _
individua! outside the faciiity. All residents have the potential ta
: . be affected, An  audit was
1 The resident's Aght fo refuse releass of personal cenducted by the Unit Managers
and dlinical records does not apply whenthe far North and South wings
resident is transferred o another healh care Education Training Director -anc;
PP p . R . 1
msutu.tmn, or record refease is required by law. the Director of Nursing on all
The facility must keep confidential al information residents receiving personal care
-contained in the resident's recards, regardless of to insure that dignity and compiete
the form or siarage mathods, sxcept when | prvacy were mair?tained Whif_e
releass is regquired by transter to another they recewefi either a skin
healthcare Instttion; taw; frird party payment assessment of incontinence care.
coriract or the residant. - The audit will be completed on or
before September 14, 2012.
This REQUIREMENT is not met as ev;denced
By
..... PP

?V%‘”// Z—

Amy deficiency stolemen) ending with an asterisk {%) denotes 2 deficiengy vmi::h the institulion may be excusad from c::rrec‘l'mg proaiding itids. determinad fat
ather safepuards provide suffisier: proteciiono the patietits . {§se nstructions,) Excapt fornursing homes, Ane findings stated above are disciosabie 30 days
folicwing the date of suney wiether or rot e plan of comaction is providsd, Fer nursing homes, fhe-above findings and plans of sorecion sre distiosable 14
days inliowlng ihe-date thess documents ere mace available tofhe facifity. i deficiencies are ched, an-approves pian of carrastion 1s requisits o contipued
propram. pasticipation.
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PABFIX (EASH DEFICIENCY MUST, BE PREGEDED BY FiiLL. PREFX {EAGH CORRECTIVE ACTION SHOULD BE GEMPLETION
TAS ‘REGULATORY OR LEC IDENTIFYING INFORRATIGN) TAG CROSS-REFERENCED TG THE APPROPRIATE naTE
o - DEFACIENCY)
F 164 | :Continued From page 1 Fi64; Systemic Changes:

Based on obsenvation, interview, and review of
the Bl of Resident Rights, the facility falled o
gnsure personal privacy was provided for ohe of
sixteen sampled residents {Resident #7).
Observation on 08/15A2, at 10:00 AM, revealed
ticensed Practcal Nurse (LPN} #1 and Certified
Nursing Assistant {CNA} #1 dlosed the door but

| kailed to close the privacy surain when they

perfonmed a skin-assassment and provided
tncontinence cars 1o Resident #7, Observation
revealed Resident #7's incontinence brief and
lower extremities were visibls/exposed whan the
CNA left the room to obtain finens end when a
staff-member opensd the door o respond to the

cail fight.

The findings include:

1 Reviaw of the facilty's Resident's RBill of Righ's

(effective July 2006) revesied residents had the
right to-personal privacy during personal care and

| medical treafrnent. The Resident's Bifl of Righis

akse reveated each resident had the fdght to

| recelve care in a manner-end in an environment

that promoted, malntained, or anhanced the
resident's dignity and respect in full recognition of

1 his/her indvidoality.

Observalion of & skin.assessmant of Resident %7
was conducted op 08/15/12, at 10:00 AM. LPN
#1 and CNA #1 were observed to enter Resident
#7's roorn and close the door to the roofh in order
to conduct a skin assessmeant, Staff falled to

provide complets privacy for Resident#7 during

the skin assessment by failing to ensurs the

i privacy curtaln was posifioned around Resident '

#I's bed. During the skin assessment, Resident
#7 had an jncontinence episode that solied the

Educafion Training Director (ETD)
will in-service and re-educate all
icensed personnel and CMNAs
regarding the regulation of
maintaining privacy and how to
maintain, promote, enhance .and
respect the resident's dignity and
individuakity. The Unit Managers
for North and South Wings, or
ETD or DON will audit at least one
skin  assessment &and  one
incontinence care per week for 4
weeks beginning 10/17/2012.

Monitoring: .

All audit findings will be presented
to Quaiity Performance
“Improvement Committes

{(Medical Director, Administrator,
Director. of Nursing, Social
Services, - Dietary  Manager,
. Activities Director, Therapy and
Nurse Managers} for review in the
September and Ociober 2012
meetings and continued audits will
be conducted if recommended by
‘the Quality Performance
improvement Committee,

{
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STANTON NURSING CENTER

TN SUMMARY STATEMENT OF DEFICIENSIES io . PROMVIDER'S PLAN OF CORRECTION x5
FREFIY | {EACH DEFICIZNCY MUST BE PRECEDED BY FULL FREFIX (EADH CORRESTIVE ACTION SHOULD BE COUPLETION
TAG | REGULATORY OR L8 IDERTIFYING INFORMATION) TAG CGROSS-REFERENCED TO THE APPROPRIATE BATE
. DEFICIENCY)
F 184 | Continued From page 2 F 154

linens on the residents bed. CNA #1was’
observed to open the door and exit the room to
obiain finens and as a result Resident #7's lower
extremities and inconiinence brisf were exposed
to-anyone cufside the resident’s doot. Further
observaiion revealed CNA #9 re-eniered the
room and Resident #7's lawer extremities and | i
incontinence braf remained exposed to anyane :
that passed by the door. Confinued cbeervation ’
reveaied Residertt #7°s call Hght had bean’ ‘ :
accidently actvated during torning of the 7esident
with the finen change. Staff was observed to
knock on tha door and openthe door and as a .
result, staff had = direct view of Resident #7's :
‘incontinence brisf and lower extremifies, .

imarview on D8/15/12, at-4:00 PM, with LFN #1
revealed she should Rave pulled the privacy
curtain around Resident #7's bed before she
began tha skin assessment LPN #1 stated she
always kept residents covered during any
treatment bt just failed to pul the privacy curtain
for the skin assessment,

interview on 08716412, at 12:30 PN, with ONA #1
reveaied she was knowledgeabie of the
Tequiremnent to ensure privacy during apy care to
residents, CNA#1 stated the privacy gurtain
should heve been closed to ensure Resident #7
was not exposed-when ghe 16 and re-entered
the room or ifthe doorwas apened.

Interview on 08716712, &t 1245 PM, with the
Director of Nursing (DON) revesled staff was
-requEred to-provide privecy by ciosing the door
and pulling the privagy-curtaio around the bed.Tor
any treatment or when providing care to
residents. The DON staied staff should always

FORM CIS-2557T02-99) Previcus Versians Qosoiste Evesnl 40 U MH11 Fecility 107 40445 T ooniinuation sheet Fape 2of 13
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BUMMARY STATEMENT OF DEFICIENCIES

D

FPROVIDER'S PLAN OF CORRECTIGH

A resident who is unabie o carmy out activities af

1 dailly Iiving receives the necessary services fo
1 maintain good nurrition, grooming, and persanal
} and orel-hygiene, ’

This REQUIREMENT is not met:.as evidenced
by: .

Based on obsarvation, interview, -and record
review, it was determined the facility falied to
ensure restdents who ware unable to camy out
activities of dally living {ADL) recelved the
recessary seyvices fo-mainiain guod nutrifion,
groaming, and personal and oral hygiene for one

| of sixteen sampled residents (Resident #3). The

facHity fafled to provide nail care for Resident #3,
OCbservafions on DB/15/12, during a skin
assessment; revealed Resident #3 had
excessively long toenalis,

The findings include:

The facility falled fo pravide a policy to direct staff
related fo providing nall care. According o the
faciiity's Regfonal Nurse Consultant, siaff was
required it provide neil care to residents as
nzeded.

Review of the medicat _rec:ord' revealed Resident
#3wae admitted to the facility on 05/16/12, with

dingnoses of Seizure Disorder, Cerebral Vascular

Accidant with left sided Hemiparasis, and
Schizaphrenia, Review of the monthly physician’s

. are being counseled regarding

~has also been counseled for

5
PREFDX {EACH DERCIENDY MUST BE PREGEDED BY FULL - PREF {EACH CORRECTIVE ACTION SHOULD BE comoh_smm

TAG REGLE ATORY OR LBG MENTIFYING INFORMATION) TG CROSS-REFERENGED TO THE APPROBRIATE LA

BEFICIENET)
F 184 1 Confinued From page 3 Fisq; F312
respect residents’ dignity., Corrective Actions for Targeted
F 312 | 483.25(2)(3) ADL CARE PROVIDED FOR F32| Resident(s): ,
s5=0 | DEPENDENT RESIDENTS: Resident #3 received nzail care the

evening of 8/15/2012. Reasident
#3 has been roferred to the
Fodiairist for follow up. The
Podiatrist saw and treated
resident #3 on 08/23/2012, with
no negative outcomes. The inter
Disciplinary Team has revised
Resident #3's Care Plan to ensure
his rail care and other ADLs are
being provided. LPNs #3, and #4,

initialing the TAR without verifying
the care was provided. CNA #3

failing to provide the toe nail care
for resident #3.

identification of Other
Residents with Potentiai to Be
Affected:

Ail residents have the potential to
be affected. An audit will be
completed by the Unit Managers
for North and South wings,
Education Training Directar, and
the Director of Nursing on all
dependent residents cetving
ADL care. This audit reviewed the
ADLs of dependent residenis o
ensure  services were being
provided from good nufrtion,
grooming, and personal and oral
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DEFICIENS Y
| £342 | Continued From page 4 f312| hygiene.  This audit wili be
| ordars for August 2012 revesied Resident #3 compteted on or before 9/14/2012.
woudld recetve podiztry, eve, dental, and .
“ peyehiatric consultetions as needed. Further i Systemic Changes:
review of the monthly. physiciar’s ordeys revealed 1 The Wound Care Nurse will
staff was to trim Residant #3's fingsmails and routinely observe nail care when
toeriafls-every Sunday.. Further review of the | completing a skin assessment and
medical record revealed Residert #3 had not had immediatsly report any adverse
?ap'?d_“zatg cc,’_”““ffho”,sgie ‘Zd"f’s'f“c’”’;? the findings to the Unit Manager and
oy, Revisw of the Iniial Bomission Minimura DON. Nursing Staff wil be re-
Data Set {MDS) assessmant carmplated bn educated by the ETD. or DON or
0572412, reveaied Residert #3 required ey Y the Policies ard
extensive assistance of two sfaff members for nit Managers on the Pa -‘,.Cies an
persanal hygiens nesds. Review of the Procedures (P/F) regarding ADL
somprehensive care plan for activitles of dally care with a Specifjc emphasis an
fving (ADL) revealed Resident #3 weuld receive nail care. The Unit Managers for
nai care as needad. Review of the weekly skin North and South Wings, ot ETD or
assessmeant.revealed no docimentatioh of the DON will audit at ieast one
condifion Gf Residant #3's tDanaﬂs. Raview of the resi_dent dependent fc]r ADLS per
August 2012 Treatment Adrnln;sﬁatlcn Record week for 4 weeks beginning
il ;S;t;e;?a;;deg‘jgn’;ﬁ‘;ﬁ;‘}ji;“fmﬁifm 10/17/2012.  Audit findings that
L _ﬁ : ’ k h e .
0B/0/42 and DBM 212, : are adverse Wil be. comected
{ immediately and counseling will
Observation during a skin assessmeant provided be performed with the staff
by the wound care nurse, Licensed Practical involved.
Nurse {LPN) #2, on-08/15/2, at 2;30 PM,
revealed Reslden? #3's toznalls were excessivély Monitoring: _ .
tong. irterviow with LPN #2 during the skin All audit findings will be presented
assessment revesiad the residént needed to be fo Quaiity Performance
seen by the podiatrist and she would inform the improvement Commiftee
murrses 10 add Resident #3 to the podiatry fist (Medical Director, Administrator,
LPN #2 revealed she was respmngbla forwound Director of Nursing, Social
carsfireatments and was not remquired to cut ] .
I - Services, Dietary Manager,
i residents’ nails. 3 L .
Activities Directar, Therapy and
interview on 08/15/12, &t 3:00 PM, with LPN #1, Nurse Managers) for review in the
whowas assigned to provide care for Resident Se:ptt-amber and NOCtOber_ ) 2'01;2
#3, rovealed Cerfified Nurse Aides {CNAS) were meetings and continued audits will
FURM CMS.2657(02-53) Previous Versions. Qbealste Event 10 LIYMHSH Faciity 197 100448 it continuation shestPage 5 of 43
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Xy D SLIMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTIGN o) :
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DEFICIENCY)
F 312 |.Continued From page 5 £ 32| De conducted if recommended by :
responsible for Resident #3's nail care and the Quality Performance :

Ticensed staff was to cut the toenalis of residents improvement - Committes. 99128/2012
who had a disgnosis of Diabetes, Upon review of
the TAR and observation of Resident #3's
excessively Eo'hg foenaits, LPN #1 acknowledged
staff had not timmed Resident #3's toenails as
indicaied on the TAR .

interview om DB/15/12, at 3:15-3:30 PM, with LEN
43 and LPN #4 evealed they initialed the TAR on
DA/05/42 and D812/12, but statzd they hao net
chacked to ensure the CNA assigned fo provide
care 10 Resident #3 had performed the nail care.
LPN #3 stafed she should have checked and
made sure the CNA bad timmed Resident #3's
nalis before infialing the TAR. LPN #4 stated she
faliad o check Residant #3's rails before nifaling
ihe TAR and acknowiedged she shouid not
sign/initial ihe TAR uniess the freatment was
dane, :

interview on 85115/ 2, at 4:10 PR, with the Unit -
Coordinatar {UC) revealed niat care is generally ’ !
corducted on Sunday, The UC stated CNAs as
responsible for residsnt's nail care if the resident
does nat have a diagnosis of Disbetes. The UC
stated she had worked on B8/05/12, and nali care
was provided for resigents. Upon sbserving the
sopdition of Resident #3's toenails, the UC

-} confirmed the nalls had not been fommed-as
indicated an the TAR. The UG confirmed
Residant #3 had not been evaluated by the
podiatrist on the 0620012 or 07/0512 visit

interview on O&/16/12, at 8:20 AM, with CNA#3,

who was assigned o provide care io Resident #5
on 08/05{12, revealed she falied to trim Resident
#3's Ivenes and should have.commuricated thai

FORM CWB-2557{62-89] Previous Verslons Obsolate. Event I UYMAH Fzitiy _Ib: 100435 - if continualion shest Page & of-13
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' DEFIGIENCY) .

F 312 | Confinued From page & F312 F 329 . L

fo the nurse. CNA#3 stated she had a heavy Curfectwe Actions for Targeted

assigniment and dipped Resident #3's fingermails Resident({s}): .

but did not clip the foeraits as assigned. Resident #8 had the imodium
F 329 | 483.25) DRUG REGIMEN IS FREE FROM Fazg| discharged on 8/15/2012 at § PM.
s3=0 | UNNECESSARY DRUGS There were no adverse outcomes

Each resident's drug ragimen must be free from
unnecessary drugs: An unnecessary drug is any
drug when used In-excessive dose {including
duplicate therapy}; or for excessive duration; or
without adequate monitoring; orwithout adequale
indications for fts Use; or In the presence of
adverse conseguences which indicate the dose
shoukl bereduced or discontinued; or any

1| comibinations of the reasons above,

Based on a comprehensive assessmentof &

1 resident, the facitity must enstre that residents
1 who have naf used antipsychotic drugs are not
i given these drugs uniess antipsychotic drug

therapy is necessary to froat a specific condition
as diagnosed and documented inthe dlinical
record; and residerts who use antipsychotic
drugs receive gradual dose reductions, and
behavioral inferventions; urdess dinically
contraindicated, in an sffort to discondinue thase
drugs. .

This REQUIREMENT is niot met as evidenced
by:

Based on imerview and record reviaw i was
determined the faciity fabed to-ensure
medications werg not administered withaut
adequate indications for their use, for an

refated fo the unnecessary
medication.
idenfification of Other

Residents with Potential to Be
Affected:

All residents have the potential ‘o
be affected. The DON, Unit
Managers and Education Training
Director will audit all records by
09/23/2012, to ensure al
medications have diagnesis and
ali medication regimes are free of

i unnecessary medicallons — any

issue identified will be iImmediately
corrected. The Pharmacy
Consultant will complete a 100%
audit of all records to ensure all
resident's ‘medication regime is

free fram any unnecessary drug

and all drugs have the appropriate
diagnosis by 089/25/2012 — any
issue identified will be immediately
corrected,

Systemic Changes:

All ficensed nursing staff will be re

educated by the ETD regarding
the writing of orders for anti-
digrtheal medications to ensure
they have a “siop date”

FORM CMS-2567(02:889) Freyious Versians Obsaleta

Event I0:UYE 1

-Faeiify jD; 100445

If contnuation sheel Page 7 0613

f
i
1
+
§
i




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/3042012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380381
STATEMENT OF DEFICIENCIES X1} PROVIDERSUPPLIERICLIA £07) MULTIPLE CONSTRUCTION (X%) DATE SURVEY
£130-PLAN OF CORREGTION IDENTIFICATION NUMBER: _ COMPLETED
A BULTING
o B, VNG ,
| 185352 OR/18/2012
NAME OF PROVIDER OF SUPPLIER STREETADORESS, CITY, STATE, ZIF GODE
31 DERIGKSON LANE
STANTON NURSING CENTER
STANTON, KY 40320
o SUMMARY. STATEMENT OF DEFICIENCIES 0 BROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX FASH DURRECTIVE ACTION SHOULD BE COMPLETION |
oy REGULATORY O LSG IDENTIFYING INFGRIMATION) ™ CROSS-REFERENCED 10 THE APPROPRIATE DATE,
. ' DESCENGY)
F 329 Continued.From pags 7 F 3zoi Additionally, a# licensed nursing

4 excessive duration, and without adeguale

monttering for one of sikteen sampied residents
{Resident #9), Fauility staff administerad 2
miligrams of Imodium to Residert #9 three imes.
a day from 03/26/12 through 0B8/15/12, without
adequate indications for its use.

The findings indude:

Inferview with the Regional Nurse on 08/168/12, at
4:18 PM, revealed the facifity did not have a

1 policy related to unnecessary drugs, pharmacy

reviews of medications, or the manthly
changeover of orders,

Revigv of Resident #9's (hedical record revealiad
the facliity admitted the residant on D4/20/07, with
diagnosis to include Aspiration Prsumonia,
Hypertenision, Non-insulin Dependent Diabates
Meilitis, Dementia, GERD, Mainutrition, and
Censtipation. Review of Resident #1's
physician's ordérs reveaisd an:order writtan on
O¥26/12, for 2 mithgrams (ing) of Imadium (an
arfi-diarrheal} to be administered three tmes per
day for diarmea. In addition, {00 mg of Colace

{stoo! softener) had been ordered on DB/ 11/114, to

be administered every moming. A review of
Resident #9's Medicaton Administration Resord

| {MAR} reveated facitify siaff had administered 2

mg of imodium every day, three §mes per day 25

1 ordened, since 03/26/12 untf! 0B/15/12. A review
-of Resident #1°s bowel record from Miarch 2012

| thipugh August 2012 revested the resident had

' onty exparienced & few episcdes of diarrhes,

intervisw with Registered Nurse {RN) #3 on
D8/16/12, at 10:05 AW, ievezled the RN had
administarad the Imodium and the Colace o

use of Unnecessary Drugs.

Monitoring:

The DON, Un# Managers and
" ETD wilt atidit at least 10 records

randomly each wesk for 4 weeks

at least 20 records monthly for two
manths  beginning  November
2012. The Pharmacy Cansultant
is o review all records monthiy for
use of unnecessary medications
beginning September 2012,

staff will be re-educated on the

beginning Cctober 1, 2012, then.

482912012
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o o SUMMARY ETATEMENT QOF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION o)

PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FLL PREFIX (EACH CORRECTAE ACTION SHOULD BE COMPLETION

TAG REGULATORY QR-LSC IDERTIFYING INFORIMATION) TAG CROSS-REFERENCED T THE ASPROPRIATE : DATE

: DERICIENTY}
F 328 Confinued From page 8 F3a8
Resident #5 as-ordered by the physician. RN #3
stated that she had not paid altention io the iypes
of medication she administered to Resident #9
and acknowledged she shouid have contacted
the resident's physiclan to have the Imodium
discortinued or changed {0 as needed for
diarrhea.
Interview with Unit Manager {UM) #1.on 081512,
at 4:38 PM, reveated the Imodium prescribed for
Resident #8 should have been ordered for 2.3
days to treat & siomach virus the resident had &t
the time the order was written, and stated a “stop F 356
date” showd have also baehn neted forthe Corrective Actions for Targeted
medicatian. The UM acknowiedged that based Resident{s}:
on & review of documentation Resident #3 had No specific resident was
i not experienced diarthea on a daky basis and identified. Al residenis have the
1 stated the omder forthe Imedium should have potertiai to be affected. The

been identified when the pharmadist conducted Corrected Posted Nurse Staffing
th; monthly review o the respgnfs medication Information (including census )
and/or by the resident's physician, ‘was posted on 8/15/2012 at
Interview the Conegltant Pharmacist on 08/16/12, approximately 5:30 PMin a
at $0:20 AM, revealad the imodium order shouid prominent pla_c:e ~ in the front
have incfuded a stop.date of "2-3 days," and lobby. The Posted Nurse Staffing
stafed the administration of the Imadium has been posted each shift and
admministered with the Colace should have besn day since 08/15/2012.
identified and questionad by the pharmacdist at the
fima the monihly drug teview was condustad. ldentification of Other

F 355 483.30(s) POSTED NURSE STAFFING F355] Residenis with Potential to Be

58=8| INFORMATION Affected:
. . : b All residents have the potential to
The faciiity must post the bllowing infarmation on be sifected.
a‘daily basis:
¢ Facility name.
& The curent date.
o The:total number and the actual hours worked
by the following categories of licensed and
FOFM SMS-258H62-29) Pravisus Versions Dosolete Evont DAY RIE T Fasility [0 100445 ¥ continuztion shest Page ©of 13
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FORMAFPFROVED

OB NO.-0838-3331

STATEMENT OF DEFIGIENCIES 1) PROVICERISUPPLIERICELA, - (¥2) MULTIFLE CONSTRUGTION 0% D3ATE SURVEY
AND PLAN DP CORRECTION IDENTIFIGATION NUMBEFR: : COMPLETED
A BUILDING
B, VWING
185352 08/15/2012

NPSIE OF PROVIDER OR SUPPLIER
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STANTON, KY 40380

a1

SUMIARY STATEMENT OF DEFICIENCIES

i

PROVIDER'S PLAN OF CORRECTION

unlicensad nursing staff directly responsible for
resident care per shift
- Registersd nurses.
- Licensed practical nurses or icensed
.vocational nurses {as defined under State law).
-Cerfified nurse aides.
o Resident census.

The facility mus! post the nurse staffing data
specified above on-a dajly basis at tha beginning
of each shift, Dats musi be posted as follows:

o Clear and readable format, _

0 In a prominent place readity accessible o

1-residents and visitors.

The facllity mizst, upon erat or wiitten request,
make nurss stafing data available fo the public
for review at 2 cost not fo excead the community
slapdard.

' The facility must mairtzin the posted daify nurse,

staffing data far & minimum af 18 months, or as
required ty State taw, whichever is groater.

| This REQUIREMENT is not met a5 evidenced

by; :
Based on observatian and Interview the facility
fafted fo ensure the nurse staffing or the resident,
cEnsus was in aprominent placs and readily
accessible {o residents and visiiors.

Ths findings include;
Chsarvations of the faciiity on 08/14/12-and

081512, reveaied the nurse staffing and the
resident cansus had not been posted in a

- prominent piaca that was accessible to -residents

~Weekend Managers are now

‘The Administrator or Human

5
PREFIX. (ERCH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {BACH CORRECTIVE ACTION SHOULD 81 COMPLETION
THG REGULATORY O L5G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEMCENCY)
F 358 | Confinued From page 9 £ a56] Systemic Changes:

The DON, Unit Managers and

responsibie for posting the Nurse
Staff information, on a daily basis
at the beginning of each shift.
The DON, Unit Managers or
Human Resource Specialist will
file the previous day(s) Posted
Nurse Staffing Information Sheet
in a binder to be maintained for a
minimum of 18 months,

Maonitoring:

Resource Specialist will inspect
the daily posting at least three
times & week for four weeks
beginning 08/05/12 and then one
fime a week for the next two
months beginning October 2012,
The Posled - Nurse. Staffing
Information sheet binder wili be
brought to QPI meeting for the
next two months beginning
September 2012, B9I29/2012

EORM GWS-2567{02-98) Pravitus Versions Obsolele

Evand i0: UYMHT
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10




PRINTED: D8/3072012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO, 0938-0381
STATEMERT OF CERICIENCIES £1) PROVIDERISUPPLIERICLIA (X2} MULTIPLE GONSTRUCTION . §6x3) DATE SURVEY
“AND PLAN-OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: : A BUILDING
185352 R _ 08/1612042
NAME OF PROVIDER O SUPPLIER STREET ADDRESS, CITY, STATE, 26 CODE '
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oy SUMMARY STATEMENT OF DEFICIENCIES m PROVIDER'S PLAN OF CORRECTION o
"PREFIX JEACH DEFICIENCY MUST B8 PRECEDED BY FULL FREFY {EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING HFORMATION; ] CROSS-REFERENGED TO THE APPROPRIATE : DATE
. DEFICEENCY)
F 358 | Cantinued From page 10 F 358
and visitors. Observations ‘of the North and
‘South nurses’ station revesled = isi of staff
" working on aach unit posted behind the nurses®
! station, but the st was not in view of the public
and dig not include the fachity census.
L ntetview with the Director of Nursing (DON) on
08M5M2, at4:15 PM, revealed the DON had
never posted the number of nursing staff
responsible for resident care or the resident
census sheet in the facility and was not aware of
the requirernent, The irderview further revealed
the DN posted the staffing for each day at each F 431 X . )
of the nurses' stations but it was kept bahind the Corrective Actions for Targeted
desk and did not sontain the censys of the facility. Resident(s):
' No specific resident was
The Regional Nurse scknowledged in mterview identified. Ali residents have the
conducted on OBAS/2, at 418 P, that the potantial to be affected.
steffing and census were nat posted in a B i
prominenlt place as requh;ed. The Regional tdentification of Other
:;riz;t-.a;id st‘:'f was nof aware the signage had Residents with Potential fo Be
) Affected:
interview with the Administrator-on 08/76/12, &L The Director of Nursing (DON)
4:20 PM; revealed although nurse stafing was and North and South Unit
posted at each nurses’ station, the posting was Managers are fo complete a one
not in viewof the public and did not contain the time-audit of all medication reoms;
resident census, all medicationftreatment carts and
F 431 | 483.60{(b}, {d). () DRUG RECORDS, F4311 all medication refrigerators to
§5=0 | LABEL/STORE DRUGS & BIOLOGICALS identify any medication opened
and pot dated per policy by
The facility must smpioy or obiain the services of 08/21/20712. o
a I%c:?nsed phaﬂngczfstwhq esta?hshes a system Any medication opened and not
1 of n?cards of rec?;pt‘and..dispcsm'cn of a dated will be discarded, reordered
comjrofied drugs in-sulficiznt detal o enable an ] !
accurate recanciliafion; and determmines that drug and dated by the UM upon arrival
§ records are in ordar and that an ascount of 3 from pharmacy.
epnirolied. drugs is maintained apd pariadically
FORKS CMB-2557(02-82} Previous Mersians Cbsolaie Event D LPYaiH s Fechity. i3: 100445 . fconfinuation sheet Page 11 of 13
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STATEMENT OF DEFICIENCIES (*1) PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETEDR
A BUALDING
1B WING
1856352 _Banaiz12

NAME QF PROVIDER OR' SUPELIER

STREET ARDIRESE, CITY, STATE, ZIF CObE

31 DERICKSON LANE

reconciled.

Drugs and biblogicals usad in the faclity must be
tabeled M 2ccordance with currently accepted
professional principies, end include the

| Bppropriate atcessory and cautionary

instructions, and the expiration date when
applicable,

In accordance with Stats -end Federal faws, the
facilfty must store all drugs and biclogicals in
locked compartments under proper iemperatiure
confrols, end permit only authorized personnet to

have acsess to the Keys,

The faclity must provide separately locked,
permanently affixed comparments for sterags of
controlled drugs fistad in Scheduls i of the

1 Comprehensive Drug Abuse Prevention and

Control Act of 1978 and other drugs sibject to
abuse, excapt when the fackity uses single unit
package drug distritution systems-in which the
quaniity stored Is minimal and @ missing dose can

be readily detected.

| This REQUIREMENT is notmef as evidenced

by;

Basad an absarvation, Inierview, review of
manufaciurer's guideiines, and review of facility
policylpracedure, £ was determined the facility
fafied to ensure medication for residant use was
not expired. A mulfi-dose vial of Tubsroulin
Purified Protein Derivalive (FPDY wes avaitable
for use and had not been dated wher opened as

| reguired,

STANTON NURSING CENTER .
STANTON, KY 40380
o o SUMMARY STATEMENT OF DEFICENGISS 1o FROVIDER'S PiLAN OF CORRECTION 5
FPREFX {EACH DEFICIENCY MUST BEPRECEDED BY FULL PREFRL {EACH CORRECTIVE ACTION SHOULD BE COURLETION
TAG REGULATORY DR LSC IDEMTIFVING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY}
F 431 Coritinued From page 11 7431 Systemic Changes:

Education Training Director to re
educate licensed personnel

. regarding p/p for storage of

- biologicals, dating of opened
fiquids/medications and following

- manufachures recommendation for
&l opened medications by
08f21/2012.

Conguitant Regional Director of
Clinical Servicesto re educate
DON and UM regarding p/p for
storage of biologicals, dating
opened medications and foliowing
manufactures recommendation for
all opened medications by
09/21/2012,

A Pharmacy representative will be
required to audi all medication
rooms and medication
refrigerators for expired or
undated opened medications by
DB/ZBI201%2.

DON to audif al medication
refrigeratars 2 x week x 4 weeks
to ensure all rvedications are
dated if opened and discarded per
manufactures recommendation
beginning G8/10/2012.

UM fo audit medication and
treatment carts io ensure opened
fiquids are dated and discarded
per manufactures
recommendation 1 x week x 4
weeks beginning 09/10/2042.

FORRK CME-2557(02-88) Prevlous Versions Obsaiats
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STANTON NURSING CENTER

(1D 'SUMMARY STATEMENT OF DEFICIENZIES ’ 10 T PROVIDER'S PLANOF CORREGTION ) r

PREEIX (EACH DEFICIENCY MUST 5E PRECEDED BY FULL PREFLX {EACH CORRECTIVE ACTION SHOULD BE GOIPLETION i

TAS REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE ARPROFPRIATE DATE :

; DEFICIENCY) :

F431 | Continusd From page 12 F431| Monitoring: .

The findings include: Al audit findings to be presented .

n Quality Perfarmance

i 3 . . 1

Review-of the facility policy/procedure, “Siorage lmprovement ~ Committee i

and Expiration Dating of Drugs, Biclogicals, {Medical Director, Administrator, E

Syninges and Needles,” daied as effective Director  of Nursing, Social ;
12/01/07, revesled once any drug urbioiogica_% Services, Dietary Manager,
package was opened, the facifity should follow Activities Director, Therapy and

manufaciurer orsupplier guidetines with respect

o . > ‘Nurse Managers) for review and
{0 expirafion dates for opened medicafions.

revision of pkn if needed weekly

‘Review.of the manufacturer's guidelines on the qu -4 weeks and bi monfhiy .for !
labe! of the Tuberculin Purified Protein Derivative next 4  weeks  beginning
(PPD) revealed "once entered the-vial sholid be ‘ 09/28/2012. 4512802012 :
discarded afier 30 days.” :

Observation of ths madicalion refrigarator on the
North Hall on 08/15/12, af 2:12 PM, revealsd an
openwal of PPD. The vial was not dated o
indiczie when the vial was firs! enfered,

interview on 08/1&8/12, at 2:12 PM, with Licensed
Practicat Nurse {LPN} #1 revealad staff was
required o daie all wials when epened to ensure
they would be discarded on the expiration date.
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A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
08/16/2012
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NAME OF PROVIDER OR SUPPLIER

STANTON NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
31 DERICKSON LANE

STANTON, KY 40380

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

K 000

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)

BUILDING: 01

PLAN APPROVAL: 1990

SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF

TYPE OF STRUCTURE: One story, Type V (000)
SMOKE COMPARTMENTS: 6

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors

SPRINKLER SYSTEM: Complete automatic (dry)
sprinkler system

GENERATOR: Type Il generator. Fuel source is
LP gas.

A life safety code survey was initiated and
concluded on 08/16/12, for compliance with Title
42, Code of Federal Regulations, 483.70(a) and
found the facility to be in compliance with NFPA
101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) 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 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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