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T have enclosed the Plan of
Correction for the above-referenced
facility in response to the Statement
of Deficiencies dated 4/23/2015.

F 000 | INITIAL COMMENTS

An Abbreviated Survey investigating C
| KY00023018 was inithated on 04/86/15 and
. toncluded on 0409715 with deficient practice

identified at the highest Scope and Servity of a While this document is being
L "[};" , o ~ N submitted as confirmation of the
" IS8 4B3100)(5) (10). 483 I0OGNOTICEOF —— Fiss. oo 0 efforts. (o comnly
H B i R AT ALTA RESINMAIREINSS

x

PRFS S | ) : 1
wertirtr-statutory-ands \_énﬂ‘&itﬂ_‘g T

S8=0--RIGHT S RULES-SERWEES CHARGES

i The facility must infarm the resident bath orally : requirements, it should not be

- and fn writing in 2 fanguage that the resident | construed as an admission or

i understands of his or her rights and alf rules and ; , . PR
_reguiations governing resident conduct and agreernent with the findings and

' responsibilities during the stay in the facility. The | conclusions in the Statement of
. Taciity must alse provide the resident with the . Deficiencies.
- notice (if any) of the State deveiopsd under : : In this document, we have outlined

C§191¥e)B) of the Act. Such notificalion must be |
| made prior to or upon admission and during the
resident's stay. Receipt of such information, and 5

specific actions in response to
identified issues. We have not

" any amendments fo it, must be acknowledged in provided a detailed response fo each
writing. f : allegation or findings, nor have we

. The facility must inform each resident wha is ; identified mitigating factors,
| entitled to Medicaid benefits, in writing, a the time

- of admission to the nursing facility or, when the |

i rasident becomes eligible for Medicaid of the | |

itemns and services that are included In nursing | - Itisthe poliey of Richmond Place
facility services under the State plan and for f " Reh abilitati ' +

. which the resident may not be charged; those L inf h Gi} nd _Hedlth Center i‘?

; other tems and services that the facility offers } orm t ¢ resident hoth orally and in
~and for which the resident may be charged, and | . WhUngm alanguage that the

| the amount of charges for those services: and | ¢ resident understands of his or her

{ inform each resident when changes are made fo _
the items and services specified in paragraphs (8}]
FIMAY and (B} of this section, ;

nights and all rules and regulations

: ¢ governing resident conduct and

3 | . responsibilities during the stay in the
. The facitty must inform each resident before, or | - facility, Itis also the policy to

@t the tima of admission, and periodically during - inform each resident before, or at the

LABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE {283 DATE,

TME :
- & & £ & . . )

3 Foey ¥ Lo~ 2 ; _2 oy ?i " il / /
Wi ,ﬁ/z_ @Mgﬁf’x}f@gﬁwﬂx v/ {,f!’}}'; A5 ‘r-&%ﬁ ¥ N Na /&(ﬁ
Any deficiency statement ending with an asterisk {“} denutes a dofidency which the institusion may be excused fom correcting providing it s determined that
otter safequards provids suficient profection io the pafients. (See instructions.} Except for nuising homes, the findings stated above are disglosable 90 days
fofiowing the date of survey whether or rot a plan of cotrection is provided. For pursing homaes, the above findings and plans of corraction are disciosatle 14
tays following the date these documents are macde suailable io the facility. if defidencies ars cited, an approved plan of corection is raquisite to continued
program parsipation.
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F 156 tume of admission, and periodically

F 158 Continved From pags 1
- the resident's stay, of services availabie in the
faciiity and of charges for thoss services,
Cincluding any charges for services not covered
L under Medicare or by the facility's per diem rais,

 The facility must furnish a wiitlen descriptian of
egal rights which inciudes:

during the resident’s stay, of services
available in the facility and of
charges for those services, including
any charges for services not covered
under Medicare or by the faeility’s
per diem rate.

-Adeseription of ihe-tanger.of protecting.personal .

Fatus dia o

OnH2H5-Residenr#1 Was seen iy

. ‘; nrloy}uhr{mr fret r‘qr{rﬁﬁhl{‘zﬂ} of.ibie etios

R T TR S N

: Adescription of the requirements and procedures
 for establishing eligibillty for Medicaid, including

the right to request an assessment under section .
- 1824(c) which determines the extent of a couple's
| non-exempt resources at the me of :
L instifutionalization and attributes to the community !
: spouse an equitable share of resources which
L cannot be considered available for payment
 toward the cost of the instilutionalized spouse's
I medical care In his or her process of spending
s dawrn 1 Medicaid efigibility levels. ;
|
A posting of names, addresses, and telephone
- numbers of all partinent State client advecacy :
“groups such as the State survey and certificalion
s agency, the State ticensure office, the State
combudaman program, the protaction and :
- advocacy network, and the Medicaid fraud control |
Lunit; and a statement that the resident mayfilea |
- complaint with the State survey and certification

| agency congermning resident abuse, neglect, and
misappropriation of resident property in the

| facility, and non-tompliance with the advance

: directives requirements,

The facility must inform each resident of the
| name, speclaity, and way of contacting the
 physician responsible for his or her care,

a Podiatrist,

Resident charts will be andited for
signed and dated “Financial Consent
to Ancillary Services” forms by the
(2} two Social Service Coordinators,
Residents who do not have a si gmed
and dated “Financial Consent for
Ancillary Services” form will be
intformed of the avalability of these
services by the (2) two Social
Service Coordinators and Podiatry
Services will be notified of
additional patients who have
requested Podiatry Services by
57745,

On April 9 the Adimission
Coordinator and Admission
Assistant were re-educated regarding
the proper completion of the
“Financial Consent fo Anciflary

|
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i The facility must prominently dispiay in the facifity |
writler information, and provide fo residents and |
. applicants for admission oral snd written :
information about how to apaly for and use i
| Medicare and Medicaid benafits, and how to :
receive refunds for orevious payments coverad by

Administrator including the
necessity of signing and datin g each
form to clearly indicate when the
form was reviewed and the patient’s
choice,

S RENEAS . o

The (27Two Social Service

' This REQUIREMENT is not met as evidenced

s by

© Based on inlerview and record review it was

s determined the faciity faled to inform: the legal

[representative, on or hafore the date of
admission, of services available in the facility for :

one (1) of seven (7) sampled residents (Resideng ;

1)

Review of the documentation in Resident #1's
I medical record revesled no documented ;
evidence the resident’s family was mate aware of |
! the services available for him/her upon adrmission ,
o the facllity. Resident #1's family requested ;
| podiatric services for the resident afier finding out
: the service was available periodically within the |
faciity. However, the facilily falled to provide the
requestad podiatric services for Resident 1.

The findings mnchuda:

| Review of Residant #1's medical record revealed |
the facility admitted the resident on 11/14/14, with
: diagnoses which included Difficulty Walking, "
| Cognitive Communication Deficit and

¢ Infection-Clestridium Difficle. Review of the :
- Quarteriy Minimum Data Set (MDS) Assessment, |

Coordinators will audit 10 completed
“Financial Consent to Ancillary
Services” forms monthly for the next
3 months for a signature and date
and clear indication if the service
was requested or refused.  The
results of the audit will be forwarded
to the Quality Assurance Commitiee,
(Medical Director, Director of
Nursing, Administrator, Quahty
Assurance Coordinator, and
Pharmacy Consultant) for review to
maintain compliance,

Completion Date: May 7, 2013

i

FORM CMS-2587102-08) Pravious Versions Shepiote Event K3:OYDBH

Facility 1D 10057ZA H continuafion sheet Page 30f2¢




- T . , BRINTED: 04/23/205
DERPARTMENT OF HEALTH AND HUMAN SERVICES FOE i ARPPROVED
CENTERS FOR MEDECARE; & MEDICAID SERVICES ~ OMB MO, 0938-05381

RSO P R TRETIRITPLE CONSYROTTION (23] DATE SURVEY
COMPLETED

FICATION NUMBER: A BUILCING
i

185463 B, WiNG 1410912015

TATEIER T U TEFOENCES I PR
AND PLAN OF CORRECTION FL

STREET ADORESS, CITY. STATE, 2P SO
RICHMOND PLACE REHABILITATION AND HEALTH CENTER 2770 PALUMBO DRIVE
Lo HE LEXINGTON, KY 40509

I NAME OF PROVIDER OR SUPPLIER

PROVIGER'S BLAN OF CORRECTION : s
(EACH CORRECTIVE ACTION SHOULD BE CCOMPLETION
CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENTY

SUMMARY STATEMENT OF DEFICIENCIES \ i0
{EACH DEFICIENGY MUST BE PREGEDED BY FULL P PREFIX
REGULATORY OR LECIDENTIFYING INFORMATION) i FAG

(X} ity
PREFI
TAG

3

F 156 . Continued From page 3 F 156
dated 02/13/15, revealed the feciity assessed '
! Resident #1 to have 3 Brief Interview for Mental
. Status score of saven (7) oul of fifteen (15,
| indicating severe cognitive impairment,
; Continued record review revesied no .
' documerted evidence facility staff had discussed |
: with Resident #1's family the availability of
andiztric services, al the time of the resident's

" admission—Hecord reviswsevealed a "Financizl
Consent fo Ancillary Services” form in Resident
‘#1's medieal record which was unsignad and
: urdated. :

| interview with Resident #1's Power of Altorney

{POAY#1 on 04/07715 at 10:40 AM, reveaied she |

s was present during Resident #1's admission o

. the faciity, and had never been informed of the

| availability of anciilary services within the faciity .
- which included podiatry services. Par interview, .
| hiad she known services were avallable at the 5
; time of Resident #1's admission she would have
fensured the resident was scheduled to be seen

: for podiatrio services. The POA revealed

! Resident #1 had a bad toenall which neeced to
be cut. According to Resident #1's POA#1, after
learning of the avalabiliity of podiairic services, |
i her sister, wha was also POA for Resident #1,

- spoke with the former Direcior of Nursing {DON),
¢ as well s, Social Worker (SW)#1 about having |
' Resident #1 seen within the facilily for podiatry.
 Per POA#, her sister was informed Resident #1 |
Dwould be seen by the Podiatrist; however, when |
| the Podiatrist came to the facility the resident wa
*not seen for services. POA#1 revesled Resident }
| #1's family paid the facility hairstylist to give the | ;
' resident a pedicure, as he/she was notseenby |
| the Podiatrist to have his/her teenails cut. :

| Interview with SRNA #1 on 04407/15 2t 5:28 PM, |

FORM CMS-2587(02-0%) Pravious Varsions (bsolsta Event 10 QYOI Facity 1D 1008724 i vontirpation sheat Fage 4 of 29
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i revealed nall care was provided 1o residents on
shower days on an as needed basis, SRNA#1 §

? revealed a resident's care plan, which was posted
on the inside of each resident's closet c;oor
Linstructed siaff on whether or not they could
provide nall care for the resident. Per interview,

i nurse aldes could provide nail care for residents,

no
E !.I Ii) LR k=1 3% H T vii“u” CHSE T QGD Wers iLQPUl lJfUls

appoiniments were documented in front of the
‘nurse alde book, and nurses or Unit
| Coordinators {UCs) were responsible for making
1he rasidents’ appointments. :

i Interview with the Admissions Ceordinator an
; 04/08/15 al 2:13 PM, reveated she or ber
| assistant were responsible for reviewing the
. "Financial Consent to Ancillary Services™ form
| with residents’ responsible parfies upon
: admission. The Admissions Coordinator stated
| sorme familiss did not sign the form, as they might :
. be expecting the residant fo only have a short 1
- stay at the facifify. Per interview, if famities chose |
: not to sign and date the form, there was no
| evidence it was reviewed W%H‘i the responsible i
party. The Admissions Coordinator stated Social ‘
: Services (85) usually followed up with families
% | regarding anciilary services, especially ¥
residents were admitted for a long-term stay. ?f‘fxr
| i the Adimissions Coordinator 88 could then a{zsure
ancri‘ary services were added for the residents.

lnferview with SW #1 on 04/08/15 at 2:20 PM,
! revealed a podiatrist was last at the facllity on
| 02/06/15. SW #1 stated if residents were not
" added to the ancillary services list upon
L admission, nursing could fet 38 know and the
| residents could be added. Per interview, SW #1

i

_for providing nail care. SRNA#1 stated residents’: ;
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F 186 . Continued From gage §

| was at a therapy mesting with the family on

- O2/03/15, where i was mentioned Resident #1

' needed to be seen by a podistrist. 3W #1
revealed i she knew a resident wanted to be :
seen by pediatry ahead of time, she usually called |

| the healthcare provider to see i they could see

. he residant. SW #1 stated the Taciiity was

o
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=inahietoger Residantdt-orthe-podiatry-listto

heseel] O U2rae e heramsetne e terrs it
According to SW #1, the facitity did not contact

- the healthesre provider regarding the request for

. Resident #1 o be seen by podiatry as she didn’t

¢ have time to add him/her to the list, even though

- she was aware on D2A3/15, the resident wanied
for be seen. She stated instead, the podiatrist

~was {old or 02/06/15, whan the podiatrist was in

| the Tacifity to provide services. Further interview

| revealed the "Financial Consent for Anciliary

. Services” form in Resident #1's medical record,

- which was rot signed or dated, with & ins struck

“through i, was not proper documentation o :
indicate services hac been refused. Per SW #1, |

. the "Fingnclal Consent for Ancillary Services” ‘

- form should have been checked as ™l do not

s consent™, and the form should have been signed

P and dated by the responsible party.

i Interview with the heslthcare provider's

" VisionfPodiatry Coordinator (VPC) on 04/08/15 ai !
“3:1 PM, ravealed Resident #1 was not fisted in
. thefr system for podiatric senvices untl 040815,

i when the facility called and requested the ‘
| resident be added. The healthcare providers :
L VPG revealed they wanted fong tarm care :
facilities to inform famifies about the available

| services the offered upen admission, alshough
‘residents could be added later as well. Fer
interview, the healthcare provider tried fosend a |
! preliminary list of residenis they would see to the

FORM CMS-2567{02-99) Previous Versions Cbsofete Buent I OY0EN
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F 1538 | Continued From page § . Fiss
facility a week in advance to orovide the facility an :
opportunity to add and delete residerts from the

list. The VPC revealed the preliminary list could | :
i be changed the day of the scheduled podiatry | “
visit if necessary. Furiher interview revealed she |
¢ had not received any paperwork regarding :
‘Resident #1 at the fime of the jast podiatry vigit,

s and-everyoresarrihe ustrwag “SEER i@r—*—ﬂ:ﬁrmmg—rrr—r— i

_Interview with LEN #Q on 0408115 ?t 12 4?8 PVI
| reveated she knew Resident #1's famiy wanied
the resident to be seen by the sodiatrist when
hefshe was first admitted 1o the faciity. LPN #3
‘reveated she wasn't sure whers she heard this
: information, whether it was through report or

! seme other source, but knew the family wanted
. Resident #1 o be seen the podiatrist.

terview with LPN #2 revealed she knew
 Residert #1's family wanted the rasident to be
“ seen by the podiatrist. LPN #2 revealed howsver, |

- on the day the podiairist came 1o the facility, ti‘!ey ’
Lgidn't have time to see Resident #1. LPN #2
“revealed when Resident #1 missed getting to sae
 the pudiatrist she wasn't sure if histher toenalls
rwere ever clipped. Further inlerview revealed sha
i wasn't sure why aldes werent providing toenafl |
| care for Resident #1, "unless they were to thick
for the aides to cut™. Per inferview, she offered to |
i have Resident #1 sent fo a podiatrist outside the |
Hfacility, but the famiy didn't want bim/her to leave |
; the facilfty for an appointment. :

| interview with the acting Director of Nursing
{DON) on 04/08/15 at 6:07 PM, revealed she did
- not know anything about Resident #1 getting

- hisfher toenails cul by the "stviist™ however, tha
| "stylist” was qualified to do so. Afler reviewing

: the unsigned and undated "Financial Consent to

FORKM UMS-2557(112-99) Previous Versions Chisolete Event il QYODH
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- Aneil ary Services” form present in Pesident #1's

. medical record, the acting DON agreed 1he

: focumentalion wasnt present o support the
facility having offerad ancilary services to

| Resident #1 upon admission.

- Interview with the Administrator on 04/09/15 af
08-Phi-revenled-sherunderstood-Residert:
At COReNTTC ARSIy SeIvieas 1ot
was not signed and dated. The Administrator _
revealed however, it was the faciify's practice at |

the tima, ¥ families wera not interestad in :

: receivinc; the anciflary services, just to "strike

through” the document. Per intarview, the facilit y :

: offered to send Resident #1 out of the facility for - 3' ;
| podiamic services, but the family did not want : : !
| Resident #1 sent out of the faciity. According 1o :
e Administrator, the podiatric services were

| "coming Up again” and the fachity was trying fo

- get the resident on the iist to be seen.

F 167 483.10(b)(11) NOTIFY OF CHANGES L Far) .

89=0  {INJURY/DECLINE/ROOM, ETC) , - itis the policy of Richmond
: - Rehabilitation and |
| Afacifity reust immediately inform the resident: ’ o facilit ¢ fealth Center that
- consult with the resident’s physician: and : cility must immediately inform
: known, notify the resident’s legal rapresentative | the resident; consult with the
for an interested family member when there is an , ¢ resident’s physman an if known,
accident invo%vﬁng the resident which results in }? notify the resident’s | egal
s inpury and has the potential for requiring physician
intervention; a significant change in the resident's - Tep resentative or an interested family
| physical, mental, or psychosocial status (le, a : member when there is an accident
 deterioration in heaith, mental, or psychosacial mvolvmg the resident which resul fs
 status in either Hife threatening condifons or L ip imury .
: ciinicat complications ), a need 1o alter fraatment ! }‘H} and has the potential for

. requiring physician mter\:emmn 4

- significantly (i.e,, a need o discontinue an
: existing form of freatment due 1o adverse significant bhange in the resident’s

| consequences, or o commence a new form of | - physical, mental, or psychosocial
 reatment}; or a decision to iransfer or discharge : < e

FORM CMS-258702-8%) Previous Versions Obsolete Event D OYOD1T Fackiy 1D 108724 I sontinuation sheer Page 8of29
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F 157 Continuad From page 8 ;. F 157 status; a need to alter reatment
| the resident from the facility as specified in - significantly; or a decision to transfer
, ; . . .
§483.12{a). or discharge the resident from the

| The facilily must also promptly notify the resident facility a specified in 483.12(a).

and, if known, the resident’s legal representative _

: of interested family member when there is a ¢ The IDC Physician was notified of

{changs I room or roommate assignment as . ' Tab results for Resident & oy
AR - ; j esident ; 373/

spesifiedir-§485: 15 el orachargein ‘ #1on 3/3/15

- - - v BN e ¥ y i N
TTresige T TghE Nder Tegeraror SEte aw T by ;\”‘7‘:‘ #1 ‘f" “.?h..f‘.?‘.*ﬁ‘_.’_‘? noted per
| requiations as specified in paragraph (Y1) of the IDC Physician recommendation.

this section. ' - On 4/9/15, the Nurse Manager
! o i © {LPN}, contacted the IDC
The facifity must record and periodically update | : {I : .}’. {,ﬁ act} d the IDC
 the address and phone number of the resident's | physiclan's office to review the
legal representative or interested family member, patient’s current condition and
‘ reconynendations with no new

| This REQUIREMENT is not met as eviderced . orders or recommendations noted.

bry:

- Based on interview, record review and review of | - Lab results received in the past 20

| the facility’s policy, it was determined the facility - days will be audited by the (3) three

Talled to ensure the Infectious Disease Constitant, : Unit M. rers (2 LP g iy £

| (iDC) Physician was informed of a positive 1 L Managers (2 LPN, 1 RN) for

| Toxigenic Closiridicm difficile (C. diff} lab result, - notification of consultant physicians
ard indtiation of the related Vancomycin treatment | * that have recomumended or ordered

i ordered by the Primary Care Physician (PCF) for ¢ s by 5/

Lons (1) of seven (7) sampled residents (Resident fabs by S/07/15.
41y,

. |  On4/10/15, the Administrator re-

| Resident #1 had a history of €., diff for which the . - educated the Interdisciplinary Care
resident had been followsd by an 1DC Physiclan. | " Plan Team including 3 Unit

Resident #1's Power of Altorney (POA) wanted o , o .
the facility 1o inform the IDC Physiciar of aty Coordinators, Assistant Director of

" changes to the resident's C. diff treatment, : Nursing, 3 MDS Coordinators,
Resident #1 saw the 1DC Physician on 02/11A15, - Activities and (2) Social Service
S and the IDC Physician's Report of Consultation :

- reveated the facitity couid re-check the resident’
: stool for C. diff toxin in one (1) week. The

{ {ahoratory (iab) lest o re-check Resident #1's
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| stoot for C. diff toxin was ordered by the facility.

- However, the facility falled to notify the IDC

" Physician of the positive fab iest result, and

. resuifing Vancomyein antibiotic reatment initiated |
Jon G245, The IDC Physician was not nofified

s of this information undil the POA inquired about
‘Resident #1's © diff treatment, and r@quewd he
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F 157 Continued Frem page 9 F187) Coordinators regarding the

coramunity’s policy titled “Lab and
Diagnostic Test Results — Clinical
Protocol” policies relating to
notification of physician to include
both the PCP and the IDC physician

ar the consultine nhvsician swhe
gabvsician who

gcility Hotfy the1DC ?’P’TYSTCIGF% I“E‘eruum Hhyg s

TCCOTITRCE 1d Od O WeHE I OF d‘{jl" .

“GrTbIoTC orders.
“The: findings include:

Raview of the facility's poficy titted, "Lab and

! Diagnostic Test Results -Clinical Protosol”,

_' revised April 2013, revealed the Physiclan

- nrdered lab testing based on monlioring needs
tand staf arranged the test. Further policy review
‘ revealed all last resuits were reportad to the

: Physician as soon as the resulls were obfalned.

! Raview of the facility's poficy titled, "Chinical

' Stafus Change”, revised 040111, revealed when
" a resident was assessed with a change in clinical
status the licensed nurse was to folfow through in
: documenting rotification of familyiresponsible '
| party and the Physician to faciifate the

{ appropriate plan of care. Further review of the
Cpolicy reveaied clinical status changs included

abnormal lab values,

Uirderview, on 0407718 at 10:47 AR, with Rasident
#1's POA revealed the faciity was informed the

: Infecticus Disease Specialist was supposed to be |
s irwvelved in the resident's C, Diff treatment nesds.

: Review of Resident #1's medical record revea!&d
: & boid lefiered laminated document, untitled and |
undated which noted "NO changes made o any

. grders regarding C. diff unless through® the IDC

Nurses {Registered Nurses and
Licensed Practical Nurses) will be
re-educated by the 3 Unit Managers
(I RN, 2 LPN), Assistant Director of
Nurging (RN) and QA Nurse (LPN)
regarding the community’s policies
relating to titled “Lab and Diagnostic
Test Results — Clinical Protocol”
policies relating to notification of
physician to include both the PCP
and the IDC physician or the
consulling physician who
recommended or wrote an order by
577715,

The (3) three unit coordinators (2
LPN, 1 RN} and the Quality
Assurance Nurse will audit 6 lab
results per week for 6 weeks for
notification to both the PCP and any
involved IDC or consulting
physician who ordered or
recommended a lab.
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F 157 Conlinued From page 10

Physician. Record review revealed the facility

:initiaily admitied Resident #1 ors 1H14/14, with |

[ diagnoses which included C. diff infection (a
bactertal infection), Pest-Code Encephalopathy

. and Pepression. Review of the Quarterly

“Minimum Data Set {MDS) Assessment. dated
G2/13115, revealed the facility assassed Re&uent

F 575 The results of the andit will be
forwarded to the Quality Assurance
Commuttee,
(Medical Director, Director of

- Nursing, Administrator, Quality
Assuranw Coordi mamr and

== 5 B T aevere!ycaegm%m}y AFpairede

T
TG

R TABHHTEEF wmpl}&upg,_

Confmued record review reve&ied Re‘;iﬁﬁ*ﬂi f”I
fwas seen by the IDC Physician on 02/11/15.
Review of the IDC Physician's Report of
i Consultation document received, after the
resident's visit, revealed the 1D Physician noted
. Resident #1's C. diff status was “ciinically skay",
| with the recommendation the facility could
re-check the C. diff toxin, the Probiotics fimes two |
: {2) weeks, and the follow-up visit in thres (4
fweeks. Further review of the IDC Physician's
Report of Consultation revealed no documanied
favidence of the Vancomycin antiblotic treatment
| recommendations i the C. diff re-accurrad,

i Review of Resident #1's February Physician

elephone orders revealed an order, dated
0211718, o draw the C. diff lab in one (1) week,

s and a telephone order, dated 02114415, o iniliate
Vancomycrn 250 mgs three {3) tmies a day for
fourmen {14} days for C. diff.

Rev;ew of Resident #1's February 2015
Medication Administration Record (MAR)

i revealed Vancomycin was adminisfered as ?
ordered from 0211515 through 02/28/15. Rewew
of Resident #1's C. diff iab result, dated 02/16/15,

! revealed an abnormal positive resuft However,

5 review of the Nurse’s Notes revealed no
. documented evidence the IDC Physician had
- been notified of the 02/16/15 positive C. ¢iff lab

Completion Date: May 7, 2015

{
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| resull whert the report was recelved, and no
documented evidence the 100 Physician was

' notified of the initiation of Vancomycin antibictic
freatment.

Continued review of the Nurse's Notes revealed a ¢ 5
. Note dated 03/03/15 at 8:30 AM, revealad facu ity

i eieff rocoive {J?r(}”f}% allsdrnm-Recident 475

" r}hrrmg'-%?éfﬂ’g‘{hé ﬂésﬂﬁ@'ﬁ%_%ﬁuulny T+
ftreatment course, and why ihe resident fad not
Ccontinued on Vancomyein, as per, the DG
- Physician treatment plan, Confinued review of

the Note revealed Resident #1's POA requested
. the facility contact the IDC Physician regarding
the ardibictic, Further review of the 0303715
| Murse's Note revealed the fadlity contactad the |
"IDC Physician’s office and requestedireceived the ;
: D2/115 1DC Physician's visit note, which included |
fihe IDC Physiciar's Yancomycin treatment 5
recommendations. Further review of the Nole
revealed the nurse spoke 1o the 1DC Physician's
staff and reported the facility had not received the |

IDC Physiclan's visit note after Residant #1's visit

"on 027115, and the office staff reported the visit |

: nole was sent with a family member.

H

- Raview of the IDC Physician's visit note for the

| 02111715 visit revealsd the IDC Physician's

' recommendations included to repeat C. diff (lab)
next week, end if the C. diff re-occurred, then hwo ;

{2y weeks of Vancomycin 250 milligrams {mgs)

. should be given orally four (4) Umes a day,

. foliowed by a two (2) menth taper.

- Review of the March 2015 Physician's telephone
| arders revealed an order dated DI/03/15, for '
, Vancomyein 250 mg twice a day imes fifteen {15} |
; days per the 1D Physician's recommeandation.

i
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F 157 Continued From page 12
Interview, on 04/08/15 at 4:26 PM, with the D0
; Physician's office nurse, as the IDC Physician
wdas on vacation 2t the time, revealed Resident
#1's family wanted Resident #1 followed by the
IBC Physician for treatment of C. ¢iff. The office :
nurse stated if the 1D Physician recommernded a |
" C. diff lab in one (1) week, the IDC Physician

efficewould-have-expected-to-be-notflod-of the

, not made aware of the C diff lab result until the
office was cailed by the faciity on 03/03/15. She

| further stated the IDC Physician's office had

faxed the 02/11/15 IDC Physician's visit note to

- the faciity on 03/03715,

Interview, on Q40815 at 638 PM with the
Advanced Practice Registered Nurse (APRN}
revealed the 100 Physician consult note,
02/11715, included the recommendation the
faciity could re-chack C. diff next wesk and an
order was obtained. Per interview, the APRN bad |
not fell the 1DC Physician had asked o be
nofified. Further interview revealed the facility
“"probably” sent the lab about the sositive C. diff tor
; the I Physician, but & was not mandatory for |
| the facility to contact them.

Interview, on O408/15 st 4:25 PM, with Licensed
Practical Nurse (LPN) #2 reveated Reasident #1

- went to the IDT Physician on 02/11/15, and they
s sent the Report of Consultation form back which :
, Included the C. diff lab draw in one (1) week, Per
finterview, Vancomycin reatment was starled on
;0215815 and the stool culture obitained on

( 02156/15, was positive, LPN #2 siated however,
“the IDC Physician's office was not notified of the
. lab results until 63/03/15, when the PDA
requasted the facility contact the 1DC Physician

- about the Vancomycin reatment, Further

i

ia@-vr@s‘;{;étszm—%t:irv{ferview?fiheat@@ﬁkﬁ?am"'-»wm:,—--?w—

£
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interview revealed based on the laminated Note
in the chart, the IDC Physician should have been

- contacied when Resident #1 was started back on

SVancomycin, ;

Crterdew, on DA/OTHS al 81168 PM ard 04/09/15
at 5113 PM, with the LPN #1/infection Conired
~Goordinator-fEEFrevealtad-dtwas-Resident#

e POR s rightiorheave stherconsaltsnts s
s invoived in the resident's care. Per interview, ;
Resident #1's family wantad the
s recommendations from the IDC Physician ;
‘reported to the resident’s PCP. LPN #1 revealed | ; :
. if the IDC Physiclan recommended to check the -
: C. diff toxinin the stool next week and the PCP

ardered the [ab, thes the facilify should have

cafled the 1DC Physician with the fab result,

Further inferview with LPN #14CC revealed the
{IDC Physician's recommendations were given to
‘Resident #1's PCF on 03/03/15, and orders were |
. written based on the recommendations,

Cinterview, on 040815 &t 5:38 PM, with the ,
. Director of Nursing {DON) revealed Resident #1%s |
Hamily wanted the resident (o be seen by the 1IDC |
- Physiclan; however, there was documentation in . i
the resident’s chart to notify the 1DC Physician of 5
Jany C. Diff treatments.  The DON revealed i 2
. Resident #1 was treated by the resident's j 5
- Physician at the facility, but the facility should
“have notified the 1DC Physiclan of the C. diff leb |

| result more timely once the result was available, |

interview, on 0408715 at §:00 PM, with the :

- Administrator reveated the faciiity di¢ not have to

{ notify the 1DC Physician of the C. ¢iff lab result | |
- and related treatment, The Acministeator revealed |
» she was unsure when the laminated note i
. requesting the facility make no changes to any
Event 10 CYODH Facility 137 100572A  continuation sheet Page 14 of 20
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| orders regarding Resident #1's €. diff unless :
through the IDC Physician was put in the chart, -
. because there was ne date on the note. :
483 65 INFECTION CONTROL, PREVENT F 441

F 441
5520 SPREAD, LINENS

The faciity must establish and maintain an

It is the policy of Richmond Place
Rehabilitation and Healthcare Center
to maintain an Infection Confrol

=infection-GontreH-Fregram-designed-te-provide-a-
~matesanitaryardresminrtable onvirormertares
. to help prevent the development and fransmission |
: of disease and infection.

. (&} Infection Controt Program
The facility must establish an Infection Control
, Program under which @ -
P {1} Investigates, controls, and prevents infections
“in the Tacility
2y Do tdes wfnt procadures, such as isolation,
‘:m}uld be appiied o an individual resident ang
{3} Maintains a record of incidents and corrective
| actions related Lo infections. j

{b} Prevemnting Spread of infaction
1) When the Infection Control Program 5
" determines that a resident needs isolation o ;

prevent the spread of infection, the fagility must
!solate the resident.
(2} The facility must prohibit employees with a
; comimunicable disease or infected skin lesions
- from direct contact with residents or their food, i
direct contact wilf fransmit the disease
i {3} The Tacitily must require siaff 1o wash their
i hands after each direct resident contact for which |
i‘zand washing is indicated by accepted _:
| professional practice.

“{c} Linens
: Parsonnel must handie, store, process and

—.Progranz designed fo. provide-a-s

o

afe
sanitary and comfortable

environment and fo help prevent the
development and transmission of

disease and infection.

On 4/9/15, the Housekeeping
supervisor ordered a product that
does have an Environmental
Protection Agency (EPA) claim to be
effective against ¢.diff. This product
will be used to clean surfaces in
rooms in precautions for c.diff by
4/30/15.

SRNA # 9 and SRNA #10 were
educated by the Quality Assurance
nurse on 4/8/15 and SRNA #3 were
re-educated by the Quality
Assurance Nurse on 4/7/15 to wear a
gown in addition o gloves when a
patient is in contact precautions
when providing care. Housekeeper #
1, #2, and #3 was educated by the
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F a1 Contmued‘ From page 15 BT Housekeeping Supervisor on 4/8/15
5 f:}?g;[:l)gr:t linens so as to preven! the spread of to wear a gown and gloves when
' . cleaning a room 1 contact
' precautions.

On 4/10/15, the Administrator re-
educated the Interdisciplinary Team N T

ST RE&%EF%FMEENT*’ inotmeb asevidensed -

Sy - : tneluding-the Qualit VARSUTIICE
: Bﬁ@d{(_};fﬂhqeivamn nterview, fecci;rﬁ rgweiw | Nurse, 3 Unit Coordinators,
- product inforration review, roview of the Centers ' Adsi s o i
for Disease Control (CDC) Guidefines for 3 . Assistant Director of Nursing, and
: Environmentat Infection Controt in Health-Care . Housekeeping Supervisor regarding
 Facitiies and review of the facility's policy, it was - the community’s policy titled
. determined the facility failed to maintain an . “Isolation Precautions” relating to
, Infection Control Prograim designed 1o provide a | ' using gowns ¢ d aloves in ;
! safe, sanitary environment and help prevent the | [ 3 & "O,“ 1i$ and gloves m, rooms Of;
. development and transmission of disease and | patients in contact precautions fo
s infection for two (2) of seven (7) sampled ', . prevent the transmission of
residents (Residents #1 and #2). infectious agents.
Residents #1 and #2 were diagnosed with : [ y RNA '
' Clostridium difficlie (C. diff}, a condagious bacleria | ‘ _Dm’{:t ¢ ﬂf{ (Nu{sc*? @d SRINA) an;
. which could remain cn dry surfaces for extended . Housekeeping staff will be re-
" periods of fime, and placed on contact : . educated by the Quality Assurance
! ﬁée;fjf;ﬁgs é»in "’8“;? ?LE’E’""““G?“ reves ;‘d . Nurse (LPN), 3 Unit Managers (1
| staff fajled o follow the facility's poficies an : " ot A et i
: guidelines regarding gown use when praviding ‘ RN,wQ I'jPN)-* ‘ﬂ}d Asmstlant Director
! care or cleaning the environment of residents with of Nursing (RN) regarding the
| contact precautions. : ¢ comrnunity’s policies relating to
y " P - + titled “Isolation Precautions” refating
L i addition, review of the the facility's ; - for patients in contact
- housecleaning product used to disinfect the i toprecautions lor patients in © '
| reomns of Resident #1 and #2, who bad been : | precautions inchuding wearing gowns
: diagnosed with the C. diff, revealed the product | i and gloves to prevent transmission of
. . . Vi N . i P e <
mfnrmahon d‘jci nest £§§i tha product as baing ; | infectious agents by 5 /7715,
- affective against C. diff. interview with a ! _
! Customer Service Representative for the product |
‘company revealed the product used by the : :
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F 441 1 Continued From page 16
Tacitity, did not have an Environmental Protection |
¢ Agency (EPA) claim for being effective against €.
diff.

The findings inciude:

' Heview of ihe GIDC Guidelines for Brvdronmental

Fa4t!  The (3) three unit coordinators (2
. LPN, 1 RN) and the Quality
Assurance Nurse will comi,lete )
observations of care for rooms in
coptact precautions per month to
ensure gloves and growns are in use
for all interactions that might involye

IrfectiorrControPirHeathr Sare Paclities dgiad—

:‘nrﬂunﬁ wnﬂn th

FO03 TeVEAETTTOT WES S spore forming

bacteria which couid persist i lhe environment

for exiended periods of time. The Cuidelines

. revealed environmental contamination by the

; organism was well known, especially in places

. where fecal contamination might oocar.

; Caontinued review ravealed direct exposure fo

" high-touch enviroameniat surfaces, such asg,

{ bathrooms have been impiicated as sources of

Z the infection. Per the Guidelines, sludies

s regarding the use of sadium hypochlorite (bf each}
Dwere inconciusive bul, imited data revealeg

. metlculous cleaning followed by disinfection with

{ sodium hypochiorite as appropriats, showed

: dedlines in healthcare associated C. diff

[infections. However, the Guidelines revealed

: because no Environmental Peotection Agency

( (EPA) registered products for inactivating C. diFf

| spores were available, the recommendation was

. based on the best available evidence from :

scieniific iterature.

i 1. Review nf the facility's policy tifled, "solation
: | Precautions” . revised 04/01/11, revealed Contact |
Precaufions were utilized o prevent the
transmission of infectious agents, such as, C. diff |
| associated diarrhea, spread by direct or indirect |
contact with the resident or the resident’s i
contaminated environment, The Policy revealed |

r were {0 wear a gown for alt inferactions that mtght

whan a resident was on Contact Precautions staff |

& o
YARLETEY uwa&u\alll‘ AL

potentially contaminated items.

- The Housekeeping Supervisor will

i complete 6 observations a month of
cleaning in rooms in contact
precautions per month to ensure
gloves and gowns are in use for all
interactions that might invelve
contact with the resident or
potentially contaminated items.

The results of the audits will be
forwarded to the Quality Assurance
Committee,

(Medical Director, Director of
Nursing, Administrator, Quality
Assurance Coordinator, and
Pharmacy Consultant) for review ta
matntain compliance. ;

Completion Date: May 7, 2615
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F 441 Continued From page 17 i F 441
"involve contact with the resident or potentially ;
cortaminated items in the resident's environment, ;

 Observations, on 04/07/15 2t 10:23 AM and at

(10:28 AM, revealed Resident #1 and Resident #4

“had signs on their respective reom doors which |

¢ stated, "Visitors Please Report to the Nurses : :

~Sration Before Entering ™ i

Interview, on 04/09/15 a2t 6:39 PM and at 8:38
CPM, with the Director of Nursing (DON) revested
L when a resident was on isolation precautions the |
- facility staff placed a sign on the door 1o make
| people/staff aware about the room. Per interview, |
. staff were to wear the proper Personal Frotective
| Bquipment (PPE), which was provided in the
frooms an the back of the door.

- Review of Resident #1's medical record revealed |
i e resident was initizlly admitted by the facility on |
C1114114, and had disgnoses which included C.
. diff Infection, Depression, Artiasriythrmia, amd

| Post-Code Encephalopathy.

[ Observation, on 04/08/15 at 742 AM, reveatad

| State Registered Nursing Assistant (SRNA) #

s and SRNA#10 entered Resident #1's room .
| putling gloves on and repesitionad Resident #1 in |
; the bed.

Hinterview, on O4/08/15 at 7:50 AM, with SRNA
| #10 reveated she reposifioned Resident #1 in the
"bed, 1o eat breakfast, and wore gloves but did not
put on a gown. Further interview with the SRNA

[ revealed they were only supposed 1o wear a

- gown if they provided incontinence care for the

| resident.

CInterview, on G408/15 at 8:56 AM, with SRNA #0
Evenl 1D 8Y0D Faciity £ 1005728 . I continuation shest Page 18 of 29
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‘revealed she normally did not work the hall whare |
¢ Hesldent #1 wos located and had not seen the
“sign on Resident #1's door. Per interview, she
{ had not seen the PPE supplies when she : Co
followed the other SRNA into Resident #1's room " ' -
fand helped reposition the resident in bed without | P
Swearing a gown,  SRNA #0 revealed she _ '
— ,, C]?JSRWE‘(’!’"WEE’-QPE‘S’UEB’ i(‘}S"aﬁe?:?{?ﬁﬁsfﬁﬁﬂiﬂgﬂ . ,,,,,E"w. e evier e e ; e s oo s
T RESRIEHE T e et i reairag therr the ; ' ; ==
| resident was on Contact Precautions, SRNA#G
. stated when a resident was 0a Contact
| Precautions they ware supposed to wear 2 gown
. when care was provided so they didn't spread the |
infection. ‘

Cimlerview, on 04095 st 1010 PR, with Licensed

¢ Practical Nurse (LPN) #2 revealed if a resident
was on Contact Precautions the aides, who

. repositioned Resident #1 in the bed ware

P supposed o wear a gown, The LPN revealed
 there was the possibility of contamination if they

" had not worn gowns.

‘ Review of Resident #4's medical record revealed |
i the resident was initially admitted by the facility on
03406115 with diagnoses which included C. diff,
Anemia, Non-Alzheimer's Dementia and

- Re-ocourring Pneumonia.

| Observation, on 04/07/15 at 10:23 AM, revealed
: SRNA#3 was in Resident #d's room standing ‘ :
" next to the bed and was not observed wearinga | : I
L g, | ; o

! interview, on 0470715 at 10:31 AM and af 3:24
PM, with SRNA #3 revealed he was from an : :
{ agency and had just came into the facility at 9730

P AM that morning. He stated he did not get rep{m

[ on the residents and went info the room to b elp

FORM CMS- 256?{(52 94) Previous Versions Obsolate Evenf iD:OYODN Facifity ID: 10057248
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; provide care to Resident 4. Per interview, he

bwas not informed Resident #4 was on Coniact

: Precautions and was used to seeing PRE

| supplies outside the deor f & resident was on
Contact Isolation, SRNA#3 revealed he had

| provided incontnence care for Resident #4, and
had not wam a gown, but did have gloves on.
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H

SRR # S revealed TTaTosident was o CEnTEG

i when providing care bacause of infection contral |

reasons. Firther interview reveated he had been
: educated by the Infection Control Nurse {ICN) on |
' Contact Precautions, and wore a gown when he
: provided care to Resident #4 that afterncon.

Review of a document, dated 04/07/15, revealed |
| the JON had educated SRNA #3 on “infoction '
control and contact rooms™. The document
| revesied SRNA %3 was educsted he was
L suppnsed to wear a gown when it direct contact
with a resklert on Contact Precauiions and the !
Hocation of FRE. i

| Cbservation and interview, on 04408115 af 1:37
"M, revealed Housekeeper #3 in Resident #4's
bathroom cleaning without wearing & gown.

! Housekeeper #3 revealed when cleaning a room
she cleaned the bathroom area, lighls and the

s averbed table. Per interview, she was educaied
on infaction control and if a room had a yellow |
| sign on the door they were supposed o wear a i
gowr, mask, and gloves when they cleaned
because they didn't want to contaminate other
! residents. Housekseper #3 revealed she had
| gotten in a hurry, and had net worn a gown o
| ciean, but had not seen any blood or stool inthe
bathroom.

| interview, on 04/07/15 at 2:18 PM, with

TPrecaufiong Staff were supposed T weEr A guwiy T
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F 441, Continued From page 20 L F 441,
Housekeeper #1 revealed sie had training on :
; infection contrel and with certain residents, who
fwere sick, there was supposed o be & sign puf
- on the door for visitors to report to the nurse's
- station. Per interview, the facility fied to move a
_resident's roommate, who was not sick, to
-another room. Continted interview revealed

when-sheeleaned rooms shewould-clearibe

rhathrGoms, THaoverbeg abie thebed frameand g

‘the headfouthoard of the bed. Further inferview | ;
; with the Housekeeper revealed when cleaning ‘
[ rooms, which had signs on the door, she only

used gloves.

imterview, on 04/08/15 at 10:41 AM, with

I Housekeepsr #2 revealed Resident #1's room

{was a precaution room and everything got

i sanitized in . Per interview, she cleaned the i

" door handles, remote control, bedside tables, bed '

rails, light over the bed and n ihe bathicom she |

‘cleaned the toilel, sink, and wail rails,

Housekeeper #2 revealed she put on gloves and |

if the resident was in the rooms she would put oo |

ra mask, Further interview revealed however, she |

s didn't wear a gown becatise she had no direct _
| coniact with the resident. : ;

interview, on 04/09/15 at 5:12 PM and 8:33 PM,
i with the ICN revealed the facility fojlowed the
FCDC Contact Precaution Guidelines for use of

{ PPE and provided 2 a private room until the
infection was cleared. The ICN revealed ¥
rursing staff provided direct care fo resident on
- Contact Precautions, including incontinence care, |
hey were supposed to wear z gown. She

: revealed when the resident on Contact

; Precautions room was cleaned by the

i Housekespers, they were supposad fo weat

| gowns because they couid come in coniact with

FORM CMB-2567{02-98) Pravious Versions Obsolata Event HXOYOE Faclity D 1005724
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"contaminated surfaces in the room environment,

Per interview, housekeeping staff recelved the

{ sarme infection control fraining as the nusing

“staff. The ICN further reveated ¥ staff were not

foltowing the proper precautions thers was a

| potential of cross contamination, but felt no actual |
cross contamination had ocourred. :

X4V : SUMMARY STATERENT OF DEFICIENCIES 3} PROVIDER'S PLAN OF CORRECTION
PREFIK {EACH DEFICIENCY MUST BE PRECEDED BY FulL . PREEIX {EACH CORRECTIVE ACTION SrOULD B2
TAG REGULATORY ORLSC IDENTFYING INFORMATION) B TAG CROSS-REFEREMNCED TO THE APPROPRIATE
i DEFICIENCYY
E 441! i

TCorthoed Inferien BRI sFa 3o PRt ang
8:38 P, with the DON revealed anytime ‘
| someone was in isolation, if staff was going to

! come in contact waith body fuids or any

. corfamination, they were lo wear a gown

ecause of ransmission concerns. The DON
“revealed it was best practice io wear a gown if
incontinence care was provided for residents on
Cortact Precautions. Per inferviaw, the resident

. on Contact Precautions bed was considered

¢ high risk contamination area, so sfaff were
supposed to wear a gown. In addition, the DORN

' revesated housekeeping staff shotdd have worn a

: gown when going into the roons of residents on

. Contact Precautions to provide housekeaping

! services.

nterview, on 04708715 at 800 PM, with the :
Adminisirafor revealed she did not feel liks the

: aides who repositioned the resident in bed, and
the housekeepers who wers not wearing gowns
were al fisk for contamination from the C. Diff
Copganism, due o no stoo! or body fulds being
present. The Administrator revealed she fait like
the bed and bathwroom ereas were not considered |
: at risk of being highly contaminated i no stool or

- body fluits were present. Even though the CDG
Guidefines for Environmeantal infection Contrel in
Mealth Care Facilifes, indicated direct expasure
fa high-touch envirenmeantal surfaces which
{included bathrooms had been implicated as f

FORM CMS-2367{02-89) Previous Versions (bsolete Event {3 CYODT

Facility ID: 1005724 I cordinuation sheet Page 22 of 22




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

PRINTED: 04/23/2015
FORM APPROVE]
OMB NG, 0838-0391

FSUPPLIERICLIA

DATE SURVEY

{023 MULTIPLE CONSTRUCTION

scurces of the Infection, Further inlerview with

; the Adminisirator on D4/09/15 &f 8:00 P,

frevealed she Telt ke staff followed the Tacilit's :

. poticy for Iselation Precautions. The

* Admiristrator revealed she was not aware staff

" had provided incontinence care to 2 resident on
Confacz Frecautions for C. i,
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F a4,

S F»?@?{e:w ot f’?‘zé T “ﬁ‘i wfy‘é:mrcy*%rfm— ‘C?eas ligie)
i and Disinfection of Emvironmantal Surfaces®,
| revised August 2009, reveated envirenmental
- surfaces were cleaned and disinfected accc;r"dmi}
to CDC recammendations for disinfection of :
' headtheare facilities. Poiicy review reveated an
 EPAregistered hospital disinfectant designed for
| housekeening purposes was to be used in
. resident care arsas where uncerlainty sxisled
. about the presence of multidnig-resistant
| organisms (MDROs) on such surfaces. Further
| policy review of the Policy, under the section for :
"Diginfecting Clostridium difficle Units®, revealed |
“currently, no products” were EPA-registered
“specilically for inactivating C. difficile spores”.

Raview of the facility's Disinfectant Cleaner:

Clarox Clean-Up product information revealed ﬁe

" product contained 1.84% Sodium Hypochiorite
and exceeded the CDC recommaended 5,000

oo (parls per miflion) Sodium Hypochlorite

: required to kill many of the pathogens of mast

- concern io hospitals. However, continued review
of the product information fist of oroanisms the |
product was effective against, revealed C. diff

: was not fisted as an organism it was identified to
be effective against. ;

interview, on 04720015 at 451 PM, with a :
Customer Representalive, from the Clorox
| Professionat Products Company, revealsd the

;
i
t
¢
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| Clorox Ciean-Up product information included a
Hist of organisms it was effective against and

i listed the orgamisms the EPA claimed it was

effective ageinst. She revealed i the organism

Lwas not on the product information fist, the £EPA

“did rot clairn if as being effective against that

s organism. She revealed the Clorox Clean-Up

DigsifeciamtrCleaserdidrrorhavearEPA

rEffective Claii 2garsT CTdE, Conimred

! interview revesled their product Clorox
Healthcare Bleach Germicidal Cleaner had an
EPA effective claim against the C. diff spore
which indicated that product was effective.

Review of the Clorox Healthcare Bleach
Germicidal Cleaner product information revaaled
' i was effective against C. diff spores with a kil

; time of five (5} minutes.

Continued interview, on 04/0B/15 at 5:13 PM, with |
he ICN revealed there were currently six (6)
"residertts at the facility with C. diff infections, but

. only two (2} were "in-house” soquired, She :
{revealed not using the proper disinfectant product |
for C. diff was a contamination concern. Per :
sinterview, the product being used at the fadllity to |
 disinfect the rooms of rasidents with C. diff ‘
< infections was a bleach product; however, was

| not recommended as effective against C. dif.

; Conlinued intervisw, on 04/08/15 at 300 PM, with |
 the Administrator revealed the fadiiity's policy :
* addressad disinfecting C. diff Uniis which did not |
| partaln to their fachity. The Administrater

‘ revealed according to CDC Guidelines they

- followed recommended procedures. Per the

: Administrator, the facilily had some disinfeciants
 which were effective against C. diff that were

i ysed on critical surfaces, but she did not consider |
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: .;gh; awilches, bathroom sinks or todels o be at :
" risk for high contamination.
F 502 483. 75431 ADMINISTRATION Fanzi
§$=4) . Itis policy of Richmond Place
The fzaC§I£§y mustt E}I:ov:de 5:" a?zam 5;;E)jora_tory_{h | Health & Rehabilitation Center to
servicas 1o meet the needs of s residenis. a : . . s 9%
provide or obtain laboratory services

 facility is responsible for the quality and fimeliness

SRR e fermreet- the-needs-of ig-residents

Omn 4/9/15 Resident #5 was re-

: This REQUIREMENT s not met as evidenced .
} | 0 asgessed by the Nurse Manager

by : : . .-
- Based on interview, record review and review of ¢ (LPN) with no changes i condition.
Cthe faciiity's policy, | was determined the facifity :

. falled fo obtain laboratory (lab) services to mest On 4/10/15, the Administrator re-

. the needs of its residents for ona (1) of seven (7) | _ N
- sampled residents (Residant #5). ' educated the Interdisciplinary Care

‘j Plan Team inchuding 3 Ut

The Physician ordered lab lests for Resident #5 | Coordinators, Assistant Director of
Con 0323715, however, there was no documented | N o, \A?EI)S Coordinators
s evidence atternpls were made o obtaln the fabs ©o NUISIRg, O M
s as ordered o the MD was notified of the iabs not - Activities and (2) Social Service
{having been obtained. The lab lests were not I Coordinators regarding the
;omp!etef {;ﬂ*l 05;;!267{‘?0 légzr;‘a second order for | community’s policy titied “Lab and
@ WES P f :
osta " ; | Diagnostic Test Results - Clinical
i The findings inciude: | Protocol” policies relating to timely
R et led, "Lab . receipt of the lab results. Lab
eview of the faciity's policy tiled, "Lab and 1 feit . itored for
Dxagncsﬁm Test Results - Clinical Protocol”, i : rf:tqmsm_(}ns tobe 1n§mh B
revised Apri 2013, revesled staff were E timely (24 hours to 48 hours
! | responsible to "process test requisitions and f ¢ dependent upon type of culture)
- arrange for tests” ordered by Physicians. Perthe receipt of lab results,

| Policy, a nurse was to review all lab resulis, with
| the lab results communicated to the Physician.

| However, further review of the Policy revealed no |
| documentsd svidence of a process in place to

| ensure the labs were obtained in a timely after
i
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FORM CME-2567(D2-08) Previous Versions Ghsulgte EBvent 10: OYGDT Faeiity 13 1005724 ¥ continuation shest Page 25 of 28




PRINTED: 0472372015

DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB NG, 0038-0201
STATEMENT OF DEFICENCIES (X1 FROY SURPLIER/CLIA IX2) MULTIPLE CONS TRUGTION L DATE SURVEY
ALY PLAN U6 DORBREC TION HE AT MURMBER: A BLUILING LOMPLETED
&
185463 5. WiNG 04/08/2015
NARE OF PROVISER OR SUPPLIER STREET ADDRESS, GiTY, STATE, ZiF GODE
RICHMOND PLACE REHABILITATION AND HEALTH CENTER 2770 PALUMBO DRIVE
LEXINGTON, KY 40508
ot SUMMARY STATEMENT OF DEFICIENCIFS ; 10 PROVIDER'S PLAN OF CORRELTION 5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL { OPREFIX {EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
TAG ! REGULATORY OR LG DENTIF YING INFORMATION} | TAG CROSS-REFERENCED TO THE APFROPRIATE GATE.
; DEFICIENCY)
F 502 ; Contirued From page 25 . Fs02
ordeced by the Physician. Although the Policy Nurses {Registered Nurses and
jﬂb‘f@?‘w i”;ysffcﬁ{:s, after FGCS?VE‘TTQ ft esufis of g Licensed Practical Nurses) will be
“labs from the faciity, were expected to respon ; " re-educated by 3 TTrit K A .
{ within one (1) hour regarding a lab test requiring | : ar i b} the i Unit l\%andgers
= PO RN, 2 LPN), Assistant Director of

Himmediate rotification, and by the end of tha next A
- office day regarding non-immediate lab test ' Nursing (RN) and QA Nurse {LIN)

- notification. : . _regarding the community’s policies ,
' relating totitled.“Lab and Diagnostic.-. .

REVIEW 0T RESident ¥5 S FeEaT FaEors ravestud ™

- the facility admitted the resident on 09/06/12, with : Test Resulis — Clinical Protocol”

| diagnoses which inciuded Long-Term Use of - policies relating to tmely receipt of
s Asprin, Hypertension, and Alzheimer's Dementia. " (he lab results. Lab requisitions to be
| Review of the Quarterly Minimum Data Set ; f . ST

: monitored for timely (24 hours to 48

 {MDS) Assessment dated 03/2715, revesled the -
‘facility assessed Resident #5 as severely ‘ hours deptmdeut upon type of

“cogritively impaired. Continued record review culfure} receipt of lab results,
revealed an "SBAR (Situation Background f :
; Assessment/Appearance Request) :

| Communication Farm™ dafed 03/9/15, which ) )
" noted Resident #5 was leaning to the left, had The (3) three unit coordinators {2

decreased mobility and the resident's privaie LPN, 1 RN) and the Quality
* sitter told staff he/she was "not walking anymare”, : - s Riyrrcrs <ol aen 30

: Cortinued review of the "SBAR” form reveslad a - Assurance Nurse will audit 6 Tab
! Nurse's Note dosumersed under the "Reguest” resulis per week for 6 wecks for

| section dated 0310/15 al 12:00 AM, which noted: | timely completion.
| ihe nurse had ohserved Resident #5 leaningta i

the left; the nurse asked the resident to squeeze | _‘ L o

- her fingers which he/she did with the grip equal - The results of the audit will be :
- but not strong: the nurse abserved the resident to | - forwarded to the Quality Assurance |
. have no pain on the lefl side; no signs or - Comrttee, 5
| symptoms of facl in & served, | ; . . .

i symptoms of facial drooping of pain ohserved; : {M edical Director, Director of

¢ the FPhysician and family were "sdvised”: and the

- nurse would continue o manitor. Nursing, Administrator, Quality

; I Assurance Coordinator, and
- Review of the Nurse's Notes revealed the nurses | : Phammacy Consultant) for review m

- continued to monitor Resident #5 after 03/16/15. |
j : Review of the Nurse's Note dated 03/23/15 at . maintain compliance.

- 5:30 PM, reveaied it was a "late note”, which 5
| noted the Physician had ordered lab tests for i Completion Date: May 7, 2015
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F 802 Continued From page 26
i Resident #8 which included a BMP (Basic
Metabolic Panel), CBC (Complete Blood Caunt),
: T8H (Thyroid Stimulating Hormone) and OT
" (Computerized Tomography) scan i be
: performed at the hospial. Continued raview of
“the Nurse's Note dated 03/23/15, revealed the
. Physician's Orders had beern taken off by an

F 5021

CragencY TrsE T Reviewor e TeEnire

| PRYSIRATS Ordér aatet U2 S 5530 PRn

: revezled an order for a BMP, CBC, TSH and CT
stan of Resident #5's head withold confrast to be |

fobtained at the hospital. Furdher review of the

Nurse's Notes revealed no documented

| evidence: the lab was contacted regarding the lab |

orders; the labs were obtained as ordered: or of

i the Physician having been contacted rogard 5o

[ the: [abs not being obiained. The Surveyor

s requested all documentation regarding the

FOR/23/15 tab order, to include lab reguisition

“forms; however, no documenied evidence of a

 lab requisition form for 03/23/15, was provided by

7 the facil y

nterview, on 04/08/15 at 4:50 PM, wilh Resident

| #5's private sifter, Sitter #5 revealed she visited

- and assisted Resident #5 six (8) days a week,

- which she had done since the rosident's

; admission to the facility. Sitter #5 revealed the
“week of 03/23/15, Resident #5 had bright red

- blood in histher urine, when she observed when
 assisting with changing the resident's adolt brisf,

[ Per interview, Resident #5‘5 Physician had

i ordered blood work, but "I wasn't done for a

| week”, Sitter #5 revealed she was "nat sure wivat |
 the problem was” for the resident's blood work
i nat to be obtained for a week.

Further record review revealed a Physician's ‘
 Order dated 03/26/15 at 6:15 P, for Resident #5 .
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Vo have a BMP, CBC, TSH, U/A (urinal vsis) and to
“cance! the CT scan of the resident's head, :
| Review of the lab form dated 03/27/15 at .05 AM |
“revealed the BMP, CBC and TSH were oblained.
Review of the fab report form reveaied the fab
results for the BMP, CBC and TSH were faxed lo
the fachity from the lab at 918 AM an D3/27/15,

Ay SUMMARY STATEMENT OF DEFICIENCIES G PROVIDER'S PLAN OF CORREGTION
FRIZE (EATH DEFICIENGY MUST BE PRECEDED 8Y FijLl PREFIX [EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR 80 IDENTIFYNG INFORMATIONS TAG CROSS-REFERENCED TO THE APFRUPRIATE
DEFICIENGY)
F 302! Cortinued From page 27 F 502,

- At Note smtmg thes ks f%:‘i.)(.}l"[ was fased Ii} Hﬁe

i Physician,

; interview with Licensed Practical Nurse (LPN) #3
S on 04/08/15 at 2.27 PM, ravealed after reviewing
. Residend #58's medical record, there was nio
evidence staff attempted to obtain he ardered
_fabs; however, there should Mave been. LPN #3 ;
stated the facility's lab process was for lab orders ;
- 1o bs placed in an accordion foider, and putin the |
“next day. She stated she was nof sure what |
: happerﬁed it the case of Resldent #5's tab orders |
5 the "process for labs was nef done”. The LEN |
reve&led there might have hean a mrearﬂdawa in
the facility's fab system. Per inferview, Resident
L #5's Physician comes o the fzcilify "quite aften’,
and maybe he realized the lab vrders for
| 03/23/15, had not besn obtained, 50 he
re-ordered the iab tests on G3/26715. Further
interview revealed Rasident #5's [ab work could
- have shown results which could have resuited in
| Resident #8 receiving quicker treatment,

Interview with the acting Director of Nursing 5
DON; on G4/08/15 at 6:07 PM, revealed iabs for
; Residend 5 were drawn on 03/27/15 and “came
. back normal”. The acting DON revealed there |
“was "no proof in" Rasident #5's medical record of |
i the Iabs being attempted after the order was
received on 03/23/15, untit 03/27/15 after the

: second order was receivad. Per inferview, the

fam%:%y had contacted the fab, and the only lab

I
|
k3
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i results they had were for 03/27/15, after the lab ;
“was drawn that morming. |
| fnterview with the Administrator on 04/05/18 at
8:00 PM, revealed she felt the lab orders done on |
§03/27/15, for Resident 48 were done timely. . : f
Ever though record review revealed the fab order | : ' !
""" Or O3 23S oAy dayE T Farier Titer e =
T e ASMITEEFATST on 04T R e BT PmTTTT
revealed as Residert #5's labs "came bark
P normal”, there was no “negative consequence”
" for the resident. '
i
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