PRINTEL: 01/16/2014
o o ; FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES 2 |

: anta

)=
DEPARTMENT OF HEALTH AND HUMAN SERVICES ZE“:J r”

11hh

|

il i G QMB MO, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/GUPBLIER/CLIA i ‘Lﬁ& wﬁ&ﬁﬁrnpm CONSTRULTION (X3} DATE SURVEY
AN PLAN OF GORREGTION IDENTIFICATION MUMBER: L A BUBING COMPLETED
C
. . LASCCANIR WP (730 =t : 01/02/2014
NAME OF PROVIDER OR SURPLIER _ e S TREE T ADURESS, 1Y, STATE, 210 6000
"~ STANTON NURSING AND REHARILITATION CENTER ¥ DERICKSON LANE
' | o ’ STANTON, K\_’_ 40380
{4y 10 | BUMMARY STATEMENT OF DEFICIENCIES i PROVIDERS FLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX: (EACH CORRECTIVE ACTION 8HOULD gg COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
' DEFIGIENCY}
F 000 | INITIAL COMMENTS : F 000
, _  Submisslon of this Plan of Gorrection Is
An abbreviated standard survey (KY21146) was nelther.an admission to nor an agreement’
conducted on 01/02/14, The osmplaint was with the Deffeient Practides noted below,
unsubstantiated but deficient practice was but provided as required under the
identified at "D" level, Cenditions of Participation. '
F'315 [ 4B3.25(d) NO CATHETER, PREVENT UTI, Fais
gs=n | R BLADDER o
§8=0 | REBTORE BLAD : F 15 ‘
| Based on the resident's comprehensive 4
asszssr;ne;t. that facllt;ty rfnuizcensf;{et??ta . Resident A was being treated for a
 resident.wno eniers ine faclity without an : UTt with Ampicilin and bactim for 10
indwelling catheter Is not cathetérized unless the days effective January 1, 2014, one
resident’s cinical condition demonstrates that day ‘prior 1o the pbservation and she
catheterization was necessary; and a rasident -developed ho addiiona) infections or
who Is incontinent of blagder receives appropriste © oy issues relafed fo the findings citad ag
treatment and services to pravent urinary tract 1a result of the imfiroper Incontinenca:
inféctions and to restore as-much normal bladder care performed by RN #1,

function as possidle.

2
The DON is condueting an audit of

This REQUIREMENT Is not et ag evidenced all infections In the building from-
] by 010212014 through 01/31/2014,
Brsed on.cbservation and interview |t was to determine if-any infections were
determined te facility falled to ensure residents a result of not following the facliity
recelved eppropriate treatment and services fo Infection Contral Plan. The DON
prevent wrinary tract infections and to restore ag ang Unit Mgnag’em Wm pet'"_f_orm a
muahy normat bladderfunction as possikie forone one. tme audit sad observe

of orie ungampled resident {Resident A),
Observations on 01/02/14 revealed staff faiied to
‘change gloves and wash their hands before they
provided catheter care to Resldent A.

petineal, Cstheter care, hand
washing and glove changing on all
nursing staff by January 31, 2014,

3.
- The findings-inciude: The faciity I8 now reguilng all
_ _ o Nursing staff to be In-$erviced on the
A revigw of the faclity's polioy titled "Cathetér pfopér protose! for perineal, catheter
‘Care,” which was undatad, revesled staff was care, hand washing and glova
required to-follow physiéian orders as written for changing.  Educalion on perineal,

Catheter Care. N direction was provided to

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVRS SIGNATURE TITLE X0} DATE

U= By Adwinibkr /g3y

-Any deflelency statement esiding with an asterisk *) dancles a deﬁérg\?:y which:the inelltulion may be excused from corecling providinig 1t is datermined thal
otfier safeguards provids sufficient prolestién 16 the patlents. {See Insiructions,} Excent for nursing homes, the findings siated above are disclosable 90 days
“followlng the tate of survey whetlier or not & plan of correction Is provided. For nursing homas, the sbove findings and plans of surrection are disclosable 14
days following the dats ihese doguments are made availalsle 10 the Tacflily, 1f deficiencies are ciled, an approved pian of sorrection is. requisite to continued
program partizipalion,
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facliity staff on procedures 10 Tollow when
catheter ctire was provided,

An inferview with the Administrater oni 01/02/14 at
5110 PM revealed staif should change gloves.and
wash their hands after incontinaace cars had
been provided and befors they provided catheter
care,

A review of the medical record for Resident A
revedled the facilily admilted the residerit on
08/24/13 with diagrioses incliding Renal Fallure
and Urinary Retention. A review of the quarlerly
Minlmuim. Data Set (MDS) assessment, dated
10018713, revazled Resident A required extensive
assistance with bed mobility and tolleting. Further
revigw of the assasgment revesied Resgident A
was frequently inoontinent of Bowél and had an
intweliing urinary catheter.

Cbservation conducted on 01/02/14 at 11:15 AM
revealed Registered Nurse (RN) #1 provided
incontinencs care for Rasident A. RN#1 was
obeerved to clean staol from the resident's
perinaum (area logated between the ganltals and
the rectum) and then provide indweliing urirary
sathater care. The RN failad 1o remove the
gloves worp to-slean the steol from the resldent's
perineum and apply clean gloves before sHe
provided the catheter care.

Interview conducted with RN #1 on 1/02/14 at
4,30.PM réveeled she-had been tralmed to
change gloves after providing Incontinence care
and before catheter cars was provided, The RN
statdd she "felt" she had performed Incontinence
care and cétheter care to Resident A "as
required,”

-anhual in-service,

‘performed of nursing -staff performing

Director of Nursing, Social Sarvices,

| will continue for three months, The.

(4110 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION s
TPHEEX {FACH DERIGIENCY MUSYT BE PRECEORD BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE 1 EOMPLETION
TAG . REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 10 THE APPROFRIATE barE.

DEFICIENCY)
F3181 Continued From page 1 F315

Catheter care, hand washing and
glove changing  -will be
incorporated into the new nlrsing
empicyes otentation and in an

4,
Teh refum demonstrations wil be

proper -peri, catheter cere, hand
washing and glove changing will bhe
periormed momthly by the DON, Unit
Managers .or Charge Nurse marnthly
beginaing January 2014, These
return  demonstrations  will bg
presented fo the Quality Performance
improverent (QF) Committes
(Medicai  Director,  Administrator,

Dietary Manager, Activities: Director,
Therapy and Murse Managers) by the
BON beginning in February-2044and.

QP Committee 'will ‘determing In the
Apdl 2014 meefing I ihe returny

| demonstrations will continge. 0210112014

FORM (44S-2557(02-59) Frovieus Varsions Gbsolels Event 101 WGBS

Faciity [0 100445 i sontinietion shesl Page 2of 5




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01716/2074
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES o OMB NO. 0958-0391
STATEMENT OF DEFICENCIES {X1) PROVIDER/SUPPLIER/GLIA {2} MULTIELE GONSTRUSTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION | IDENTIFICATION NUMBER: A BUILDING COMPLETED

G
185362 B WG

NAME QF PROVIDER OR SUPPLIER

STANTON NURSING AND REHABILITATION GENTER.

X 0410212014
STREET ADDRESS, CITY, STATE, 2P CODE .

31 DERICKSON LANE
BTANTON, KY 40380

(X410

SUMIAARY STATEMENT GF DEFIGIENGIES

) PROVIDER'S SLAN OF CORRECTION ' I
PREFIX (EACH DEFICENGY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION -
TAG REGULATORY DR LSC IDENTIF YING INFORMATION) TAG: CROSS-REFERENCED T0 THE APPROPRIATE bATE!
GEF—”?CEENC‘(}

F 315 | Continued From.page 2 Fais

Continued Interview with the Administrator on

01/02/14 at 5:10 PM revealed staff had been

trained to charige glovies and perform hand

washing whan gloves became: contamingted,
F 441 | 483,65 INFECTION CONTROL,; PREVENT F.441
$$=p | SPREAD, LINENS F 441

1

| The facilty must establish and maintaln an

Infection Contre! Program designed to provide a
safe, sanitary and comfartable environment and
1o help prevent the deveiopmient and transmission
of disease and infection.

fa) Infection Conttol- Program

‘The facility must establishvan Infection Cantrol

Program under which it -

{1} Investigates, controls, and prevents infections
in the faciity;

{2) Devides what procedures, such as iselation,
should by applied to an Individual resident; and
() Malntains = record of Incldents and corrective

-actions related to infections,

{bj Preventing Spread of Infection

(%) When the irfection Control Program
determines that a resident needs isolation to
pravent the spread-of nfection, the facility must
isvlate the resident,

{2} The facility musi prohiblt employeas with a

| communicable disease of infectad siin fesions

from direct contact with residents or thelr foad, if
direct contact will transmit the diseasa.

(3) The facility must requlre staff to wash their
hands-after each direct resident contact for which
hand washing |s indicated by accepled
prefessional practice.

{¢) Linens

Resident #2 hay besn monitared for
signs and symploms of infection or
slokness, Residerit #2 has not had
arty. adverse affects from the citad
impropet handiing of & soiled wash
cioth performed by RN #2,

Z.
All rasidents have the potential to Be
affected: The DON is conducting an
audit of ail infections in the building
from 01/022044 through 01/31/201 4,
to determine If any infectlons were g
result, of not following  the facilty
- infection Gontref Plan:

KN
The DON and Unit Managers will In
service all staff on the Infection
Conirol Plan, proper hand washing,
handing of food, Hnens, washicloths
and other tems to ensure the spread
of infections are prevenied, Ths DON
or Unit Managers wili observe and
‘document at least one cathatar care
per week béginnihg the waek of
Adandary 20, 2014, t0 ensure the
facillty Infection Control Program is
being followed.  Additionally, the
DON, Un# Managers  will
doturent/aydit weekly observations
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F 441 { Continued From 3 - .
ontinued From pags Faa1 beginning the week of January 20,
-Personnel must handle, store, process and 2014, of Peri-care, ‘hand washing,
transpert linens s¢ as to prevent the spread of flnen  storege, and  solled  linen
infection, hapdiing to ensure the Infestion
Control  Program is being foliowed.
The DON Wil frack infections for
January, February and March 2014 to
This REQUIREMENT is nat met as evidenced ansure we are not having patterns of
by: mfecii‘on developing as a residt of not
| Basad on chservation and interview, the fasility following  our  infection  controf
failed to maintain effective Infection control program..
teohnigye i1 & manher {o prevent the s
development and fransiission of disease atid ‘I‘I‘] & waekly sathet q
infection far one of three sampled residents _ dbse":\z?ie)r: SZS &;T carg?eoggﬂerge%
{Resident #2). Observation on §/02/44 at 11:50 : T, B8 VB85 e i
e A M Managers weekly audit {o observe
AM revealed Registered Nurse (RN) #2 provided o6 . ¢ :
yeREE S . X r-care,  hand washing, fnen
catheler care to Resident #2. However, during . ; i )
! _ storage, soiled finen haridiing and the
The-odtheter cara RN #2 was observed to place DON’ fracking of Infections for
the soiled-wa§hc_lﬂths-(_jirsctly‘on the floor which January, February and March 2014 to.
could contaminate the-floor with bacteria and ensuig’ we are not having patierns of
create & means for the'trarismission. of bacteria Infection will ‘be presented to the
throughout the facility. Quality Performance  lmprovement
_ Committea {(Modical Diractor,
The findings include: Administrator, Direstor of Nurging,
- Sotial Bervices, Dietary Manager,
Interview on 0'1/02/13 at 5:10 PM with the Activities Director, Therapy and Nurse
Administrator revealed all soiled linans should be Managers) for review in.the February
placed ina bag and should not be placed directly and March 2014 ‘meetings  and
on tha Rodr. : confinued audits will be conducted #
recommended by the Quality
Reqord review revealed Resident #2 was Ei;?r?&m Improveiment —
admitted {o the faciiity on 10/09/12 with diagnoses mies, i ]
insluding Renal Fallure and Neursgenic Bladder..
A review.of the ‘quarterly Minimum Data Set
(MDS) assessment, dated 08/08/13, revealsd the
resident required extensive assistance with Yed
mobility and tolieting. Review of the MDS further
revealed the resident was frequently inconinent
of bowel and had an indweling:urinary catheter,

FORM CRAS-2867{0F-99) Preidous Versions {bsoleta Evant (D WCE811

Fadily 10 10448 Ifccntinua%ibn sheet Page 4015

B bt o i 5




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

PRINTED: 0111672014
FORM APFROVED
OME NQ. 0838-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA
ARE PLAN OF CORRESTION IDENTIFIGATION NUMBER;

186362

{X2) MULTIPLE GONSTRUCTION
A, BLILDING

(X3). DATE SURVEY,
COMPLETED

c

BOWING

0170212014

NAME OF PROVIUER OR SUPPLIER

STANTON NURSING AND REHABILFTATION CENTER

BTREET ADDRESE,
31 DERICKSON LANE
STARTON, KY 40380

CITY, STATE, ZiF CODE

aylo | BUMBARY STATEMENT OF DEFICIENGIES
PRERIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
TAG REGULATORY G LEC IDENTIFYING INFORMATION)

D _ PROVIDER'S FLAN OF CORRECTION ] '
PREFIX (EACH CORRECTIVE AGTION SHOULD BE. COMPLETION
TAG GROSE-REFEREMCED T0 THE APPROPRIATE baATE

DEFIEHNGY)

F 441 ; Cornitinued From page 4

Observation on 01/02/14 at 11:50 AM ravealsd
‘RN #2 provided catheter care to Resident #2 and
placed the solled washcioths directly o the floor
| Bfter cleathing the resident's catheter tublng,

inferview-on 01/02/14. at 4:00 PM with- RN #2
revaaled she should not have placed the sulled
waslicloths dirgctly.on the floor.” The interview
further revealed placing solied washelaths directly
on the floor could create an Infection control
problem,

Interview on 010214 at 510 PM with the
Administrater revealed solted linens should not be
placed on the floor, According to the
Administrator, solled linens should be placed in a
bag and the bag tied o avuid the transmission of
infaction.

F 441
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