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i DEFICIENCY}
F 000 | INITIAL COMMENTS Fogo| The submission of this
! éplan of correction does
! Arecertification survey was initiated on 01/23/13 ‘not indicate an admission
and concluded on 01/25/13 with a Life Safety :
Code survey initiated on 01/23/13 and concluded by Glen Ridge Health
L on 01/24/13 with the highest scope and severity Campus that the findings
; at an "F". The facility had the opportunity to ! and allegations contained |
correct the deficiencies before remedies would be .
recommended for imposiﬂon. here:l-n are accurate and
F 282! 483,20()(3)(ii)) SERVICES BY QUALIFIED F282) true representationsg of
ss=D | PERSONS/PER CARE PLAN

the quality of care and

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

i This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, recard review
and review of the facility's policy, it was
determined the facility failed to ensure staff were
knowledgeable of care needs, followed the
facility's policy and provided care according fo the
comprehensive careplan and the needs of the
residents for ane (1) of the sixteen (16) sampled
residents (Resident #5).

i The findings include:

Review of the facility's policy Interdisciplinary
Team Care Plan Guideline, revised on 01/2008,
revealed a purpose to ensure appropriateness of
services and communlcation that will meet the
resident's needs in accordance with state and

| federal guidelines. The Policy revealed nurse

services provided to the
regidents of Glen Ridge.
The facility recognizes ité
obligation to pfovide 5
legally and medically

necessary care and services
!

to it's residents in an
economic and efficient
manner. The facility
hereby maintains it is in
gsubstantial compliance
with the requirements for
participation in title 18/
19 programs. To this end,
this plan of correction
shall serve as the credible
allegation of compliance

13’3

|

ABORATORY DIRECTOR'S OR PROVIDER/SUPPUER REPRESENTATIVE'S SIGNATURE TITLE
[ iﬂ% rird, y v

(X6} DATE

v 1Zl-13

B‘Q’deﬁciancy sta{emédt ding with an asterizk {*} denotes a deficioncy which the insfitution may be excused from cornacting providing it Is determined that
ther safeguards provide stifiicient protection to the patients. (See instructions.) Excepl for nursing homes, the findings stated above are dizcingable 90 days
Hiowing the date of survey whether or not a plan of corection Is provided. For nursing homes, the above findings and plans of correction are disclozable 14
ays following the date these documents are made available fo the facility. If deficiencles are elted, an approved plan of correction is requisite to continued

rogram participation.
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F282:C inued 1 gith_ all s%atc aggnggdeggé management ?
[na'd i
: Continued From page 1 _ F 282 Zeduizepencs governing the management |
| managers shall communicate pertinent care plan as a matter of statue only. |
approaches to the nurse aides via the Nurse Aide j
Assighment Sheet.
. 1
1. Resident #5 was asgseased for oral 3-4-13

assistance for personal hygiene which included

Review of the clinical record for Resident #5
revealed the facility admitted the resident on
06/05/11 with the following diagnoses:
Alzheimer's; Anemia; and Chronic Obstructive
Pulmonary Disease. The facility assessed the
‘resident, on 10/24/2012, as requiring extensive

care needs and care provided as !
necespary. CNA assignment sheet updated
on 1-25-13 to reflect current care
needs .

2. Care Plans reviewed for residents
with ADL deficite on 1-28%-13

by DHS, ADHS, staff development

to determine other affected reasidents.

Nurse wanagers (DHS, ADHS, MDS,

brushing teeth. Review of the comprehensive
plan of care revealed the facility identified an ADL
self-care deficit and planned an intervention to
assist with personal hygiene as needed including
oral/dental care.

QObservation of Resident #5, on 01/23/13 at 12:05
PM, revealed the resident sitting in the hallway in
a wheelchair. A thick build up of residue was
noted around the resident's teeth during the
conversation. Observation of the resident, on
01/24/13 at 9:00 AM, revealed a continued thick
buiid up of residue around the resident's teeth.

Interview with Certified Nursing Assistant (CNA)
#1, on 01/25/13 at 9:.49 AM, revealed the night
shift was responsible to provide all moming care,
including oral hygiene for Resident #5, After
requesting the CNA 1o observe the resident's
mouth and status of oral hygiene, the CNA
revealed the resident’s mouth was not clean and
appeared to have a build up of substance on the
teeth. The CNA revealed there was a potential
for infection, bad breath, bacteria, erosion of the
gums, and poor appetite. The CNA revealed she
had not noticed the teeth that morning while

assisting the resident up for the day. The CNA

Medical Records, and SLALEing
caoordinator) wade rounds to visuvally
inspect oral cavity of residents with
ginilar ADL needs, Any non-

compliande corrected and

careplans updated.

3. Bducation will be provided

to nursing staff to ineclude cna's

by DHS and/or

ingervice coordinatbor on 2-19-13,
2-20-13

2-26-13, and 2-27-13

related to following plan of care
with emphasis on communicating care to
CHA's to provide daily care needs.
Education will be provided to

nurses and CNA'z2 to include return
demongtration of Grooming-

nail care, hair care, oral care/
dentures appropriate and oral care to|
prove cogpetency. Licensed nurses i
will eign off on competency,

4. Ongoing monitoring will be achieved
through daily rounding by DHS, ADHS,
unit supervisor.

Department leaderg are aggigned
designated rooms bto observe residents
daily to ensure oral care, haiy care
nail care,and groowming is being
provided.

Concerns are discussad in worning
meeting and addreseed timely,

CHNA's not following plan of care ag
deeignated on assignment sheets

will be educated coached, and
counseled ae necesesary,

i
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(XE)
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!I ) The Rounding Tool that will be |
F 282 ;| Continued From page 2 F 282! uged to validate rounds is the

revealed she was familiar with the resident and
the hygiene needs that were required.

Interview with CNA#2, on 01/25/13 at 1:50 PM,
revealed the unit had a Get Up list that identified
Resident #5 {o receive assistance with dressing
only by night shift, and having day shift provide all
AM care, which included oral care.

Review of the night shift Get Up list indicated
Resident #5 was fo be dressed only by the night

DHS rounding tool which
asoesges Resident GI‘OOH’LIH?-—
nail care, hair care, oral care
dentures agprcprlate and

clean clothing, foot wear,
resident rooms and call lights.
These comﬁleted rounding
sheets will be reviewed by QA
committes during mﬂnthl¥.
meetings to ensure compliance
ig achieved and maintained,
These audits will continue unti
100% compliance ig met X 6 |
congecutive monthg with action
plang developed for areas
regquiring correction.

shift. However, review of the nursing assistant
assignment sheet revealed Resident #5 was
identified as a Rise and Shine.

Follow up interview with CNA#1, on 01/25/13 at

: 2:03 PM, revealed the Nursing Assistant

Assignment Sheet was printed from the comiputer
by each nursing assistant at the beginning of their
shift. The CNA revealed the sheet identified the
resident as a Rise and Shine, which meant the
resident got up early, therefore night shift
provided all AM hygiene. The CNA revealed she
had never seen the Get Up list before and was
not aware she was responsible for providing all
AM care, including oral hygiene. The CNA
revealed she had brushed the residents teeth,
after it was identified by the state surveyor, and
reported most of the residue was able to be
removed.

Interview with the Resident #5's family member,
on 01/25/13 at 11:25 AM, revealed the facility did

not provide oral care and noticed the poor

condition of the resident’s teeth. The resident's
family member revealed oral hygiene had gotten
worse.

]
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F 282 | Continued From page 3 F 282 !

Interview with Licensed Practical Nurse (LPN) #1,
01/25/13 at 2:15 PM, revealed she had noticed

! the lack of oral care to the resident and was not

i aware of the confusion about who was to provide
AM care. The LPN confirmed the two (2) lists did

not match and that the Nursing Assistant

was responsible to perform oral care to Resident
#5.

Interview with the Assistant Director of Nursing

Assignment Sheet was not updated to reflect who |

Services (ADNS), on 01/25M3 at 2:28 PM,
revealed AM care was expected and had not
been monitored. The ADNS revealed she was
not aware of the conflicting information between
the Nursing Assistant Assignment Sheet and the
Get Up list The ADNS revealed the facility did
not provide education on the new list and was not
manitoring understanding of the form, or the

i completion of AM care.

Interview with Medical Records, on 01/25/13 at
2:39 PM, revealed she was responsible for
updating the Nursing Assistant Assignment
Sheet. However, Medical Records revealed she
had not been notified there was a change
regarding ADL care to dependent residents.

Interview with the Director of Nursing Services
(DNS), on 01/25/13 at 3:21 PM, revealed the

i Care Plan identified specific care required for

i each resident and acted as a guide on what care
to perform. The DNS revealed she was not
aware a pew list was implemented by the ADNS.
The DNS revealed oral care was an expectation
and was not being monitored to ensure it was
being done as indicated on comprehensive plan
of care.

v
H
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i H
. 4
‘ ; ; {3-4-13
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 1. Resident #1 was weighed i

$5=D ! HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
{ or maintain the highest practicable physical,

| mental, and psychosocial welkbeing, in
accordance with the comprehensive assessment
and plan of care.

after identification of order _;
and We;?ht was 211.4 on 1-23-13;
MD notified and no new orders |
chtained. ) i
RD reviewed resident on 1-24-13;
and made no recommendationsg, i
Regident #14 received an order |
to gﬁsggarge toc home on i
* 1
2. All residents with orders i
for weekly weights were i
reviewed by DHE, ADHS, and
unit manager on 1-28-13
to ensure no other regidentsg
were affected by this practige.
RD reviewed residents on weekly:
welghte on 1-25-13 :

' This REQUIREMENT is not met as evidenced
by.

Based on observation, interview, and record
review, it was determined the facility failed to
obtain and follow physician's orders for two (2) of
sixteen (16) sampled residents. The staff falled to
; follow an order for Resident #1 to monitor and
. record weights for four (4) weeks and failed to
obtain an order to discharge Resident #14 to
home.

The findings include:

| Review of the facility's policy regarding Guidelines
for Medication Orders, not dated, revealed a
current list of orders would be maintained in the
clinical record for each resident and orders would
be written and maintained in chronological order,
Aiso, telephone and verbal orders would be
recorded on the physician order sheet when
received by the nurse taking the order,

1. Review of the clinical for Resident #1 revealed

the facility admitted the resident on 09/03/10 with

diagnoses of Respiratory Failure, Diversion
Colostorny, a history of Coumadin Toxicity; a

i

to determine iI weight tracking
in place and to maka
recommendations related to
current nutritiomal status.
An{ recommendationg ware
followed up with wmd
notification. Clinical records
for residentes discharged to home
during last 30 days were
reviewed by medical records
coordinatoyr on 1-28-13

to insure discharge
orderg were obtained. . i
3. Nurses will be in-gerviced
by DHS, ADHS, or stafflng
coordinator on 2-1%-13, 2-20-13
2-26-13, and 2-27-13 related to
importance of following MD
orders related to weight
tracking and dischargée orders.
Medical Regorde_persdn will also
be educated bg_D,S on 2-20-13
related to auditing of ’
discharge records

to ensure that discharge orders
are obtained. Staff com?etency
will be determined by staff ‘

emonstrating how to write a
d/c¢ order andl stating what
documents need to be completed
at_digcharge, Medical Records
will be regpongible for follow
up to ensure d/c orders are
obtained,
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F 300 { Continued From page § Faoe| P2 ;glggseg Yo egnt? |
history of Sepsis, and Encephalopathy. Review of {g‘f‘,%wg reVIOUs Wtﬁ' var‘fvmge ;
the medication regimen for Resident #1 revealed gre identi le? Rd ollowed u
he/she was ordered Furosemide 40 mg daily and | . DAY er"s" o T Raances 35(?
HCTZ 12.5 mg daily. Review of the Nufrition for r?ccurgcgb " Bespg% Ibﬂe
Assessment and Data Collection tool completed S A ,.ea&‘;"r' than B led.of 1 order’
by the facility's Registered Dietician (RD) on tes dj ren ‘z i
11/156/12, revealed Resident #1's status of a BMI prses NAS vl monitor to ;
of 33.7 with excess Kilocalorie intake, and weight Tw_fg }'ﬁ)ﬂéeﬁ dical
changes that fluctuated up and and down over :m% oording goea
| the two (2) months prior to the report. Weekly ?g scharge cha to ensure
were recommended by 9'591.‘?5899%&?599'33%9 on chart.
! the RD, with regular dlet, thin liquids, mitk with audited in mornm inica meetln
- meals, and snacks. %8@?“"‘3 dige 9%? orde t‘ﬂ{] d.
"?ﬁts wuﬂ au I% d o assure i
| Review of the physician's orders revealed on ? E{)llance and hySIGIan notification §
11/16/12 Resident #1's physician ordered weekly :t? au lts will be {evnewed i
weights for four (4) weeks, According to the getln co '2,15”,9 co ance

ved, and main tajned.

Medication Administration Record (MAR), the first l?hae% eg e e e

weilght measurement was scheduled for 11/18/12,
and the second weight was scheduled for
11/25/12, but no weights were recorded in these
designated sections of the MAR,

. Review of the Resident's Weight Log revealed
monthly weights for Resident #1, one of which fell
within the time frame ordered by the physician,
and it was recorded on 12/03/12, as 183 pounds
with the wheelchair. Further review of the weight
log revealed Resident #1's weight was recorded
on 01/03/13 as 185 pounds, on 01/23/13 as 178
pounds, and on 01/25/13, as 181 pounds, all with
the wheelchair.

| Interview, on 01/25/13 at 1:55 PM with RN #1
i revealed Resident #1's physician ordered weekly
; weights for four (4) weeks, but apparently the
: weights were not measured on the days
i designated in the MAR, According to RN #1, jt :
! i
IRM CMS.2567(02-90) Pravious Versions Dbsolete Event ID:JELRT1 Facility 10 100729A If continuation sheet Page & of 20
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i |
F 309 | Continued From page 6 F 309 ‘

was important to follow the physiclan's order to
determine if Resident #1's weight had stabilized
or continued fo fluctuate. RN# 1 stated in addition |
to Resident #1's nutritional status, his/her cardiac |
status and taking prescribed daily doses of :
Furosemide 40mg and HCTZ 12.5mg could
impact his/her weight fluctuations.

Interview, on 01/25/13 at 2:25 PM, with the ‘
Director Nursing Services (DNS), revealed the | ;
ician’ i (4)

weeks, for Resident #1, was not followed. The
DON stated that by not weighing Resident #1 as
ordered, a sighificant change in weight might
have been missed, and such data was important
for the diagnosis and ongoing management of
Resident #1's condition.

2. Review of the clinical record for Resident #14
revealed the faciliy admitted the resident on
09/25/12 with a diagnosis of Acute Cephalic Vein
Thrombosis. A nurse's note, dated 10/23/12 at
10:00 AM, revealed the facility discharged the
resident home on 10/23/12 with discharge

{ instructions, including a list of medications and
contact information for home health services. The
medical record did not contain a physician order
for the resident to discharge from the facility.

Interview with Licensed Practical Nurse (LPN) #1,
on 01/25/13 at 3,10 PM, revealed the nurse
stated she was the nurse whao receivad the
physician order for discharge and forgot to write
the telephone order from the physician. The LPN
stated the telephone order should have beeén

I
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1
F 309

i not discharged from the facility.

Continued From page 7

written and later signed by the physician. The
nurse stated she had been trained o receive
physician orders and the transcription of the
orders. The LPN stated if there was not a
physician order in the chart for the resident to be
discharged, then it could mean the resident was

Interview, on 01/25/13 at 3:35 PM, with the
Director of Nursing Services (DNS) revealed a
physician order was necessary for a resident to

F 312
85=D

! be discharged from the facility. The DNS stated

{ maintain good nutrition, grooming, and personal
and oral hygiene.

without a discharge order by the physician the
facility would not know where a resident was to
be discharged to, the medications for the resident
lo receive, or what additional services would be
needed for the resident.

483.25(a)(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

Aresident who is unable to carry out activities of
daily living receives the necessary services to

This REQUIREMENT is not met as evidenced
by: :

Based on observation, interview, record review,
and review of the facility's policy, it was
determined the facility failed to provide oral care
to one (1) of the sixteen (16) sampled residents
(Resident #5). The facility assessed Resident #5
as being unable to carry out the activities of daily
living (ADL) to maintain oral hygiene.

The findings include:

F 312
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F 312 Continued From page 8 Fa12| go "geal=nt #o was assessed | 3.4.13
care needs and care provided |
Review of the facility's policy Oral Care hecesgary. CNA assignment '
Guidelines, dated 06/2010, revealed the purpose sheet updated ;
i was to provide each resident with good oral on 1-25-13 to reflect current ;
hygiene. Oral care was to be performed with AM needs, .
and PM care, and as needed per request of the 2. Care Plans reviewed for ,
. ) residents . :
resident. with ADL deficits on 1-29-13 |
by DHS, ADHS, staff
Observation of Resident #5, on 01/23/13 at 12:05 development  ther affected |
PM, revealed the resident silting in the hallway in residents. ]
. a wheelchair. A thick build up of residue was gﬁé"% managers (DHS, ADHS, i
noted around the resident's teeth during the Medical Records, and staffing
conversation. Observalion of the resident, on cqc:rdilfat or) made rounds to
01/24/13 al 9.00 AM, revealed a continued thick Tnepect oral cavity of
-build up of residue around the resident's teeth. residents with
similar ADL needs. Any non-

. - . 1i ted d
| Review of the clinical record for Resident #5 _ : Egrﬁgpigﬁgeégﬁgg oo e

revealed the facility admitted the resident on
06/05/11, with the following diagnoses:
Alzheimer's; Anemia; and Chronic Obstructive
Pulmonary Disease. The facility assessed the
resident, on 10/24/12, as requiring extensive
assistance for personal hygiene, which includes
brushing teeth. Revlew of the comprehensive
plan of care revealed the facility identified an ADL
self-care deficit and planned an intervention to :
assist with personal hygiene as needed including
oral/dental care.

Interview with Certified Nursing Assistant (CNA)
#1, on 01/25/13 at 9:49 AM, revealed the night
shift was responsible to dress Resident #5 and
provide all morning care, including oral hygiene.
The CNA revealed she normally brushed the
resident's teeth after lunch, but the resident was
combative, so that was dependent upon the
resident'’s mood. After requesting the CNAto

DRM CM3-2567(02-99) Previous Versions Otsolete Everi 1D: JELR11 Facility ID: 100729A If continuation sheet Page 9 of 20
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F 312 | Continued From page 9 F312] 3. Education will be provided
observe the resident's mouth and status of oral gga?gfg;“gﬂgtggg o include
hygiene, the CNA reveaied the resident's mouth inservite coordinator om 2-19-13
and 2-20-13 as well as 2/26/13

; was not clean and appeared fo have a build up of

substance on the teeth. The CNA revealed there
was a potential for infection, bad breath, bacteria,
erosion of the gums, and poor appetite. The CNA
revealed she had not noticed the teeth that
morning while assisting the resident up for the
day. The CNA revealed she was familiar with the
resident and the hygiene needs that were

! required

and 2/27/13

related to following plan of
care with emphagis on
communicating care to

CNA's to provide daily care
needs, Education will be
rovided to nursea and CNA's.
ral Care Procedure will be |
demonstrated and :
CNA's will have to return '

demonstration of of Grooming-
naid—-gal i —care

| Interview with CNA#2, on 01/25/13 at 1:50 PM,

revealed Resident #5 was combative, but she
had developed a good rapport with the resident

; and was able to provide some ADL care without

resistance. The CNA revealed she was not
usually assigned to the resident, but often helped
out. The CNA revealed she was not asked to
assist with the resident’s oral care. The CNA
revealed the unit had a Get Up list ihat identified
Resident #5 as receiving assistance with dressing
only by the night shift and that day shiit was
responsible to provide all AM care, including oral
care.

Review of the night shift Get Up list identified
Resident # as being dressed only by the night
shift. Review of the nursing assistant assignment
sheet revealed Resident #5 was ideniified as a
Rise and Shine.

Follow up interview with CNA#1, on 01/25/13 at
2:03 PM, revealed the Nursing Assistant
Agsignment Sheet was printed from the computer
by each nursing assistant at the beginning of their
perspective shift. The CNA revealed the sheet
identified Resident #5 as a Rise and Shine, which

dentures appropriate prove
competen¢¥. Licensed
nurses will sign off on

camgetegcy. . . .
4. _ngolng monitoring will be
achievVed through daily rounding
by DHE, ADHS, and/or unit i
supervigor. . }
Department leaders are asgigned
designated rooms to observe =
residents
daily to ensure insure oral
care, hair care nail care,and
grooming is being provided.
oncerns are discussed in
morning .
meeting and addressed timely. |
CNA's not following plan of i
care as . :
degignated on assignment sheetsd
will be educated coached, and
counseled aAa necesaary.
Thesge completed rounding
sheets will be reviewed by QA
committese during montth‘
meetlngs 0O ensure compliance
is achieved and maintained.
These audits will continue
until
100% compliance is met x 6
consecutive months with action
plans developed for areas
requiring correction,
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The Rounding Tool that will be
F 312 | Continued From page 10 F312] used to validate rounds is the
. . . DHS rounding tool which,
meant the resident got up early so the night shift asgﬁsses Regldent Groomln?4 /
i i nail care, hair care, oral care
wauld provided all AM hygiene. The CNA dentures appropriate’ and
revealed she had never seen the Get Up list clean clot ing, foot wear,
before and was not aware she was responsible rea égeggmrg’gfélg dall}gugghligl ights
for providing all AM care, including oral hygiene. cheets will be reviewed by QA
The CNAreveaied she had brushed the residents during montlluly neetings to
i i engure compliance ia
teeth, after it was pointed out by the state S ed D e A ed.
surveyor, and revealed most of the residue was These audits will continue

until 100% coupliance is met
x6consecutive months with

. action plans developed for

¥ [ areas requiring correction.

able to be remaoved.

on 01/25/13 at 11:25 AM, revealed the facility did
not provide oral care and he/she had noticed the
I poor condition of the residents teeth, The

| resident’s family member revealed oral hygiene
had gotten worse.

interview with Licensed Practical Nurse (LPN) #1,
on 01/25M13 at 2:15 PM, revealed she had noticed
the condition of the resident's teeth on 01/24/13,
but was unsuccessful at attempting to providing
oral care. However, the LPN revealed she did not ; I
tell the CNA's about the issue with oral care or :
request assistance. The LPN revealed the Get
Up sheet was new and recently implermented.
The LPN revealed she thought the night shift was
: responsible for providing oral care to those
identified on the Get Up list. The LPN revealed
the Nursing Assistant Assignment Sheet was not
accurate and needed to be updated (o reflect
responsibility of ADL's.

Interview with Medical Records, on 01/25/13 at
2:39 PM, revealed she was responsible for i
updating the Nursing Assistant Assignment i
i Sheet, but had not been notified there was a Get
- Up list or changes in the care to be provided.

! Medical Records revealed after reviewing both

‘ORM CME-2867(02-99) Previaus Varsions Obsolele Event ID: JELRT1 Facility ID: 1007284 I continuation sheet Page 11 of 20
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F 312 Continued From page 11 F 312

forms she was not able fo determine what shift
"would be responsible for ADL care.

Interview with the Assistant Director of Nursing
Services (ADNS), on 01/25/13 at 2:25 PM,
revealed she had developed the Get Up sheet

! assigning which shift would be responsible for

{ providing ADL care to dependent residents. The

i ADNS revealed no education was provided to the
I staff at the time the list was implemented. The

¢ ADNS revealed she did not review the Nursing

| Assistant Assignment sheet when developing the
| Get Up list and was not aware they did not match. ‘
! The ADNS revealed she did not monitor the i
effectiveness or oufcome of the Get Up ADL care
list.

Interview with the DNS, on 01/25/13 at 3:21 PM,
revealed oral care was expected and she had not
been monitoring to ensure resident's were
receiving oral care, The DNS revealed training
was provided the staff on how to provide ADL's to
residents with behaviors. The DNS revealed the
CNA's were expected to report to the nurse if they
were unable o provided hygiene. The DNS
ravealed she had not been monitoring to ensure
this was being done. The DNS revealed she was
neither aware of the Get Up list developed by the
ADNS nor the discrepancies on the nursing
assistant care sheets. The DNS revealed a

: potential for mouth sores, and problems with the

i gums, teeth, and appetite.

F 371 483.35()) FOOD PROCURE, F 371
5S=F | STORE/PREPARE/SERVE - SANITARY

The facility must -
(1) Procure food from sources approved or
considered satisfactory by Federal, State or local

|
I
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§73-4-13
F 371 | Continued From page 12 F 371 1. All residents had the potential to be
thorities: and affected by these practices. On 1-24-13
authorities; an . no resident showed any signs of food
(2) Store, prepare, distribute and serve food related illness, therefore no residents
! under sanitary conditions identified as being affected by cited
i deﬁcien%y. .
2. On 1-24-13 no resident showed any
signs of food related illness, therefore
no residents identified as being affected
by cited deficiency. On 1-24-13 staff were:
immediately informed to cover all
This REQUIREMENT is not met as evidenced exposed hair by dietary manager when
by: DFS observed all dietary staff to determine
Based-on-observation-interndew.-and review-of fop | B0 airnets
the facility policy, it was determined the facility were In prace as wer as usa o
; ; ; sanitizer and hand washing. No other
failed to prepare and serve food in a sanitary * non compliance identified g siaff,

manner. During meal preparation and service,
two (2) of three (3) male staff in the Kitchen were
not wearing beard covers, one (1) of five (5)
kitchen staff did not have hair fully restrained, and
one (1) of five (5) kitchen staff members used
hand sanitizer in the kitchen preparation area.

The findings include:

1. Review of the facility's policy regarding Dietary
Hair Restraint Policy and Procedure, not dated,
revealed dietary staff were required to wear beard
and hair restraints to keep hair from contacting
exposed food and equipment,

Observation in the Kitchen, on 01/23/13 at 8:35
AM and 01/24/13 from 11:35 AM thru 1:15 PM,
revealed the Cook had a full facial type beard,
was preparing and serving food, and did not have
a cover for his beard.

Observation, on 01/24/13 at 11:35 AM thru 1:15
PM, in the kitchen revealed the Assistant Director
of Food Services had a goatee lype beard and
did not have a beard cover on during food

;

. process.

On 1-24-13 residents and food observed
during lunch and dinner by DFS with no
adverse effects noted.

3. Dietary staff was in serviced on 2/6/13
by DFS related to storage, preparation
and service of food under sanitary
conditions. Emphasis was on use of
hair restraints, handwashing, and the
use of gloves.

Dietary staff returm demonstrated

proper hand washing

as well as using a hair

restraint/beard restraint on 2/25/13
2/26/13, and 2/27/13 and competency
siglned off by DFS/ADFS,

DHS will inservice DFS and ADFS

on Bl‘ oger handwashmg on

2-22-13. Uniform

;ec#:irements will also be posted

in the department. .

4. Handwashing competfency audits

will be completed once a month

for 6 months and will be maintained

and reviswed in QA meeting

following plan of cormection

acceptance. Infection control

and sanitation will also be addressed
monthly in QA meetings as well as
during visits by dietary support,
dietician, and reviewad during peer
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F 371! Continued From page 13 . F 371 Ongoing compliance will i
i

Interview, on 01/25/13 at 10:35 AM, with the Cook practices will occur by
revealed beard covers were not worn at the DES d ADES
facility by staff with beards. The Cook stated he an .

i i ini i i i il Non compliance will be

. without a beard cover, hair could fall into the addressed through

! residents' food and contaminate it,
coaching, education, and
on Q1I25/11§ at 10:40 AM, inter\fiew with the progressive

Assistant Direclor of Food Services revealed
there wag no policy regarding beard restraints. He
stated it was possible for facial hair to fall into
food if hair was not restrained and could
contaminate the resident's food.

digcipline asg necessary.

| Interview with the Dietary Manager (DM), on

: 01/25/13 at 10:50 AM, revealed the purpose of a
; hair restraint was to keep hair out of the food.

{ The DM stated there were male kitchen staff with
beards and beard restraints should have been during scheduled
worn. She stated she was unaware her hair

RD will also monitor

restraint did not fully cover her hair. The DM sanitation

1 stated food could become contaminated if hair fell checks. Dietary support

! into the food. The DM stated she had been with . . . i
the facility four (4) days and was still learning the will monitor during campus
facility's processes. visits. All audits will be

1 2. Review of the facility's policy regarding Proper ! xeviewed ]?y QA committee |
 Glove Use Fact Sheet, not dated, provided by the to determine need for ;
. facility with the Food Sanitation and Safely Policy i
and Procedure, Section 2, page 23, also not !
dated, revealed when staff used gloves they
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[

F 371 | Continued From page 14 Far

should wash their hands before putting gloves on :
and when changing the gioves.

education and monitoring.
Any noncompliance will be
addressed and action plan
developed until substantial
Observation in the kitchen, on 01/24/13 at 11:55 compliance is achieved for
AM, revealed the Cook used hand sanitizer in the 6 comnsecutive months

kitchen prior to donning gloves to begin the food ’
service tray line.

Interview with the the Cook, on 01/25/13 at 10:35
+ AM, revealed he had been trained o use hand
ganitizer instead of hand washing between glove
changes, He stated it was possible for the

| sanitizer to get into the residents’ food and

| contaminate it.

Interview, on 01/25/13 at 10:50 AM, with the
Dietary Manager (DM) revealed she was not
aware of the use of hand sanitizer in the kitchen

: and the hand sanitizer was not as effective as
washing hands. The DM stated hand sanitizer

. could get into the food and contaminate it, affect
the taste of the food, or cause problems for
 resident with an allergy to the alcohol. She stated

: she had not begun to monitor food service as she
had only been at the facility four (4) days. '

F 4311 483.60(b), (d), (#) DRUG RECORDS, F 431
85=D | LABEL/ISTORE DRUGS & BIOLOGICALS

The facility must ernploy or obtain the services of :
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
conrolled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of ail
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be |
i | i
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F 371 Continued From page 14 ' Fan

should wash their hands before putting gloves on
and when changing the gloves.

Observation in the kitchen, on 01/24/13 at 11:55
AM, revesled the Cook used hand sanitizer in the
kitchen prior to donning gloves to begin the food
service {ray line,

Interview with the the Cook, on 01/25/13 at 10:35
+ AM, revealed he had been trained fo use hand
it i i Ve

changes. He stated it was possible for the
sanitizer to get into the residents’ food and
contaminate it.

Interview, on 01/25/13 at 10:50 AM, with the
Dietary Manager (DM) revealed she was not
aware of the use of hand sanitizer in the kitchen
and the hand sanifizer was not as effective as
washing hands. The DM stated hand sanitizer
could get into the food and contaminate it, affect
the taste of the food, or cause problems for
resident with an allergy to the alcohol. She stated
she had not begun to monitor food service as she
had only been at the facility four (4) days. ’

F 431 | 483.60(b), (d), (e) DRUG RECORDS, F 431
s$8=p | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of |
a licensed pharmacist who eslablishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug :
records are in order and that an account of all 1
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be

|
i
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F 431 | Continued From page 15 1, No residents were affected by the 3
pag F431 cited deficiency. :

; labeled in accordance with currently accepted
; professional principles, and include the

! appropriate accessory and cautionary

; instructions, and the expiration date when

i applicable.

facility must store all drugs and biologicals in

— | bave access fo the keys

In accordance with State and Federal laws, the

locked compartments under proper temperature
controls, and permit only authorized personnet {0

2. All medication and freatment crash '
carts were checked during the time of the :
survey by the DHS, to insure no other :
expired or discontinued supplies were ;
present.Expired supplies were disposed of
at that time. :
3. Nurses will be inserviced on
storage of drugs and biologicals

by DHS and/or inservice coordinator
on 2/19/13, 2/20/13, 2/26/13

and 2/2713
with an emphasis on removal of expired
ot disconti ieg from

The facility must provide separately locked,

; controlled drugs listed in Schedule Il of the
| Comprehensive Drug Abuse Prevention and
. Control Act of 1976 and other drugs subject to

i abuse, except when the facility uses single unit
i package drug distribution systems in which the
quantity stored is minimal and a missing dose can

be readily detected.

by:

and review of the facility's policy, it was

i determined the faciiity failed to have a system
that ensured expired treatment supplies were
two (2) of four (4) carts reviewed.

The findings include:

1. Review of the facility's policy, Disposal of

remaining in the facility after expiration date

permanently affixed compartments for storage of

This REQUIREMENT is not met as evidenced

Based on observation, interview, record review,

removed from treatment carts and crash carts for

Expired Supplies (not dated), revealed supplies

i for 90 days and then monthly thereafter.

medication and treatment carls,

There will be a line added to crash

cart check list to assess for expired

items. Carts will be checked daily by
charge nurses to .

insure no expired supplies are present.
Any found will be disposed of immediately,
Staff nurses will demonstrate ability to
check for expired solutions and sign
acknowledgement of such.

4. Ongoing monitoring will occur

through weekly cart checks by DHS

unit supervisor or

ADHS. Medication carts and supply roorms
will be audited. DHS, ADHS, or

unit supervisor

will conduct random audits of 50% of carls
and supply rooms on a weekly basis

Results of audits will be reviewed during |
monthly QA meetings and non compliance
will be addressed with action plans i
developed that will be followed until
substantial compliance is achieved x 6
consecutive months, :
Consult pharmacist will check medication
and treatment carts for expired supplies
monthly as part of routine
consultation visits. Results of audits :
will be monitored through monthly QA ¢
process !

i
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Continued From page 16

would be removed from stock and disposed of,
and routine review of the supply room should be
conducted to identify items that had expired.
Further, this was thé responsibility of the Director
of Health Services, Assistant Director of Health
Services, and Licensed Nurses.

Observation, on 01/25/13 at 9:00 AM, of the
freatment cart for the 100, 200, and 300 hallways,
revga!ed a hoftle of Dakin's Solution with an

| expiration date of 12/2012

F 431

inferview, on 01/25/12 at 11:00 AM, with
Registered Nurse (RN) #1 revealed it was the
responsibility of the nurses that administer the
residents' treatments to remove discontinued or
{ expired supplies from use, but at this time there
was no routine process for inspecting and
removing expired and/or discontinued products
from the treatment carts,

Interview, on 01/25/13 at 2:20 PM, with the
Director of Nursing Services (DNS), revealed
licensed nurses were responsible for removing
discontinued and/or expired supplies from the
treatment carts. The problem with not roitinely
inspecting and removing outdated supplies would
be the potential for using ineffective products, or
using products unnecessarily during care of the
residents.

2. Review of the facility's policy for crash caris,
titled Guidelines for Crash Cart Contents, not
dated, revealed the crash carts should be

examined for expired products.
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Review of the Crash Cart Checklist, dated
01/01/13 through 01/31/13, revealed 02 with
attached nasal canula, suction machine
assembled, Yaunker catheter, sterile waler x 2,
nasal canula x 3, Ambu bag, mouth shield, dual
chamber airway x 2, suction kit x 2, oxygen mask
x 2, face mask with shield x 3, emergency kit x 2,
face mask X 3, eye shield x 2, CPR
(Cardiopulmohary Resuscitation) board, one box ‘ §

pack of biochazard bags, sharps container. Each
of these items were checked on the Crash Cart
Checldist; however, nothing was indicated to
check for expired items.

Observation of the Crash Cart, on 01/24/13 at
3:55 PM, revealed 2 sels of suction catheters
which were expired on 08/2011.

Interview with Registered Nurse (RN) #3, on
01/24/13 at 3:59 PM, revealed night shift staff
was supposea to check that all items were present
in the crash cart. RN #3 verified there was
nothing on the Crash Cart Check list which stated :
¢ to remove expired biologicals. RN #3 also stated :
the suction catheter may not work probabily if they
were outdated. RN #3 stated the suction catheter
may not suction properly when in a crisis
situation.

Interview with RN #2, on 01/25/13 at 3:30 PM,
revealed night shift was supposed to audit the
crash cart nightly. RN #2 stated the Crash Cart
Checklist just identified that the items were
present and not that they were expired.

| Interview, on 01/25/13 at 2:20 PM, with the
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Director of Nursing Services (DNS), revoaled
licensed nurses were responsible for removing |
discontinued and/or expired supplies from the i
treatment carts. The problem with not routinely
inspecting and removing outdated supplies would
be the potential for using ineffective products, or
using products unnecessarily during care of the
residents.
F 602 | 483.75(j)(1) ADMINISTRATION F 502
&8=0D

Iy

services to meet the needs of its residents. The
facility is responsible for the quality and timeliness
of the services.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and policy
review, it was determined the facility failed to
have a system in place to ensure the quality of
laboratory equipment, failed to monitor for
expiration dates, failed to dispose of eight (8)
expired laboratory Vacutainer's in one (1)
medication room and failed to ensure staff was
knowledgeabla of the expiration dates.

The findings include:

Review of the facility's policy regarding Disposal
of Expired Supplies, not dated, revealed supplies
remained in the facility after expiration date were
to be removed from stock and disposed of at that
time. Routine review of the supply room should
be condusted to identify items that have been
expired.

Observation of the Medication Room, on 01/24/13

!
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. _ 1. No residents were affected by the ; 3-4-13
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for an expiration date on the Vacutainer. She was

at 3:55 PM, revealed six (6) blue top laboratory

Vacutainer's, expired on 07/2012, one (1) gray

{ top Vacutainer expired on 08/2012, one (1) dark
blue Vacutainer expired on 07/2012.

Interview with Registered Nurse (RN) #3, on
01/24/13 at 3:59 PM, revealed it was the night
shift’s nightly duty to check for expired
medications and supplies. RN #3 stated when
she did blood draws she did not kriow to check

2. Al Iaboratorg supplies

were checked by the DHS/ADMS

during the time of the

survey to insure no other expired or

discontinued supplies were fpresent_

t/i\ny found were disposed of at that -
£

me.
3, Nurses will be in serviced on
axpiration of lab supplies
by DHS and or inservice
coordinator on 2/19/13, 2/20/13,

2126/13 and 2/27/13
with an emphasis on removal of expired
or-discontinuedlabo upplios:

not aware there was even an expiration date on
the Vacutainer. She further stated the lab
specimen may not be at it's best potential if
stored in a Vacutainer thal was expired and the
results could potentially be in-accurate.

Interview with the Director of Nursing Services
(DNS), on 01/25/13 at 4:00 PM, revealed expired
laboratory collection tubes could potentially cause
an inaccurate resuit. The DNS revealed the
Assistant Director of Nursing Services (ADNS)
and Medical Records were responsible to check
the medication rooms. The DNS revealed
Medical records was responsible for ordering
supplies and did not notice the tubes were
expired. The DNS revealed she was not .
monitoring fo ensure ADNS and Medical Records
were monitoring the [aboratory supplies for

; expired lubes.

Lab Carts and medication rooms will be
checked daily by charge nurses to
insure no expired supplies are present,
Any found will be disposed of
immediately. Staff nurses will complete
a post test following being inserviced

. laboratory supplies and sign

[ acknowledgement of such.

P4 Ongr?mg monitoring will occur

through weekly supply room checks
by DHS , ADHS, or unit

su&)ervisur. SUFI’Z?II-Y rooms

will be audited. DHS, ADHS or unit
supervisor will

conduct random audits of 50%

supply rooms oh a weekly basis for 90
days and then monthly thereafter,
Results of audits will be reviewed during

will be addressed and action plans

i developed that will be followed

" until substantial compliance is achieved x
6 consecutive months,

monthly QA meetings and non compliance

on demonstrate ability checking for expireéi

)
H
i
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K000

INITIAL COMMENTS

| CFR: 42CFR 483.70(a)
BUILDING: 01

| PLAN APPROVAL: 2006
SURVEY UNDER: 2000 New
| FACILITY TYPE: SNFINF

K 000

TYPE OF STRUCTURE: One (1) story, Type
tHi(000)

‘ SMOKE COMPARTMENTS: Nine (9) smoke
compartments

FIRE ALARM: Complete fire alarm system with
smoke detectors

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system.

| GENERATOR: Type |l generator. Fuel source is
i Natural Gas with propane back-up.
t

A standard Life Safety Code survey was initiated
on 01/23/13 and concluded on 01/24/13, Glen
; Ridge Health Campus was found not o be in
| compliance with the requirements for participation
in Medicare and Medicaid. The faciiity is certified
for seventy (70) beds with a census of sixty four
(64) on the day of the survey.

The findings that follow demonstrate

: noncompliance with Title 42, Code of Federal

: Regulations, 483.70(a) et seq. (Life Safety from
Fire)

!
i
|
!
5

\BORATORY DIRECTQR'S FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
3
‘ZM x_E D

(X6) DATE

x LU

1y\deﬂ¢lency stata

ndmg With an asterisk (%) denoles a deficiency which the Institution may be excused from correcling providing it is datermined that

her safeguards provide sufficient protection to the patients. (Sea instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
liowing the date of survey whether or not a plan of corraction is provided. For nursing homes, the above findings and plans of comrection are disclosable 14
tys following the date these documents are made available to the facility. if deficiencies are cned an appraved plan of commection ie requisite (o ¢continued

agram participation.

[ —
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Hazardous areas are protected in accordance
with 8.4, The areas are enclosed with a one hour
fire-rated barrier, with a 3/4 hour fire-rated door,

are selfclosing or automatic closing in
accordance with 7.2.1.8.  18.3.2.1

! This STANDARD s not met as evidenced by:
| Based on observation and interview, it was
determined the facllity failed to meet the
requirements of Protection of Hazards in
[ accordance with NFPA Standards. The
{ deficiency had the potential bo affect one (1) of
: nine (9) smoke compartments, residents, staff
and visitors. The facility is certified for saventy
(70) beds with a census of sidy four (64) on the
day of the survey. The facility failed to provide
self-closing devices for doors protecting
hazardous areas.

The findings include:

Observation, on 01/23/13 at 1:34 PM, with the
Director of Plant Operations revealed rooms
required being self-closing or containing a

" hazardous amount of combustibles did not have
* self-closing device 1o keep the doar closed. The
_room was identified as the Ciean Linen Room o
" the Laundry.

without windows (in accordance with 8.4). Doors |
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i i
i i
K 000 | Confinued From page 1 K 0 {3-4-13
i peg - 000 L. A gelf cloging device was !
; o i ¢ put on the door between clean |
| Deficiencies were cited with the highest i i linen room and laundry on ‘
: lencies wel lavel 1/25/2013, o x
; deficiency identified at F level. 2. Residents residing in j
K 029} NFPA 101 LIFE SAFETY CODE STANDARD K029, affected areas were assessed
to determing that no adverse
§8=D conditions present.

3, Plant copérations director |
will be educated by ;
home office support DPO related
Lo requirements for self i
closing or containing i
hazardous

g:ori\biz%tibles no later than
4. Ongoing monitoring will
bhe achieved during routine
preventative mainfenance roundg
and documented on DPD logs and
reviewed in OA for the néxt 6
months.

Other monitoring will occcur
during peer review procesgg
every 6 months.

i
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! Interview, on 01/24/13 at 1:34 PM, with the

't Director of Plant Qperations revealed he was not
i aware the door to this room was required to be
self-closing.

! interview, on 01/24/13 at 11:45 AM, with the

1 Executive Director revealed she was not aware
! the door to this room was required to be

i self-closing.

8413

Doors in barriers required to have a fire
resistance rating shall have a 3/4-hour fire

! protection rating and shall be self-closing or

i automatic-closing in accordance with 7.2.1.8.

18.3.2 Protection from Hazards.

18.3.2.1" Hazardous Areas.

Any hazardous area shall be protected in

. accordance with Section 8.4. The areas

: described in Table 18.3.2.1 shall be protected as
indicated.

Table 18.3.2.1 Hazardous Area Protection

Hazardous Area Description
Separation/Protection
Boiler and fuel-fired heater rooms 1 hour
| Central/bulk laundries larger than 100 ft2 (9.3
m2)1 hour

i
H

|
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; Laboratories employing flammable or

combustible materials in quantities less than

; those that would be considered a severe

: hazard See 18.3.6.3.4

Laboratories that use hazardous materials that

+ would be classified as a severe hazard in
accordance with NFPA 99, Standard for Health :

Care Facilities 1 hour

Paint shops employing hazardous substances

and materials in quantities less than those that

———would be-classified as-a-severa-hazard —1-howr

| Physical plant maintenance shops 1 hour
;‘ Soiled linen rooms 1 hour

i Storage rooms larger than 50 ft2 (4.6 m2) but not i
! exceeding !
+ 100 2 (9.3 m2) storing ‘
t combustible materdal  See 18.3.6.3.4
i Storage rooms larger than 100 fi2 (9.3 m2) ;
storing combustible {
rmaterial1 hour

Trash collection rooms 1 hour
K 050 ; NFPA 101 LIFE SAFETY CODE STANDARD K 050

§8=F

Fire drills are held at unexpected times under |
varying conditions, at least quarterly an each shift
The staff is familiar with procedures and is aware :
that drills are part of established routine, :
Responsibility for planning and conducting drills is
assigned only to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 8 PM and 6 AM a coded
announcement may be used instead of audible |
alarms.. 187.1.2

Thizs STANDARD is not met as evidenced by:
Based on interview and fire drill record review, it !

i

ORM CMS-2567(02-88) Previous Verslons Obsolste Event ID:JELR21 Facliity ID: 1007204 If zontinyation sheet Page 4 of 12




Feb. 21, 2013 1:46PM  GLEN RIDGE BUS OFF 502 2978566 No. 1702 P 29
PRINTED: 02/04/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA () MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING 01 - GLEN RIDGE HEALTH CAI
B. WING
185461 01/24/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
‘ $415 GALM RIVER WAY
GLEN RIDGE HEALTH CAMPUS LOUISVILLE, KY 40299
o) D SUMMARY 5TATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION E {45y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULDBE ~ : COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROFRIATE | DATE
DEFICIENCY) :
: ) ; . P 3_4-13
K 050 | Continued From page 4 K050| £ ¥oi5e3afioionty c rrected |
was determined the facility failed to ensure fire 2. lli)lrecgortog ,Plagg $ erations:
drills were conducted quarterly on each shift at each Shift at various/ = -
unexpected times, in accordance with NFPA unexpected times. Starting
standards. The deficiency had the potential to D meh o amaten por
affect nine (9) of nine (9) smoke compartments, the following scheduled:
residents, staff and visitors. The facility is certified March; lipm. April- 7am,
for seventy (70) beds with a census of sixty four JUXY_ am, ] August- Spm,
{64) on the day of the survey. The facility failed to Sem:ﬂjﬁﬁber— 3am, DOCtY?Ib & - %mm,
ensure the fire drills were conducted at Y e e lenay nad beenr  cam
unexpected times quarterly. . identified on January 15th
through audit of the )
N N j3L aZ 11—
The findings include: serviced on this date. ED
: re-inserviced DPO on 2-12-13 '
Fire Drill review, on 01/23/13 at 1:20 PM, with the regarding regulatory compliance
Director of Plant Operations revealed the facility 4, B4 Wil%hiudi}i g i:éa d:.:% %1 ;
i 3 H times mon . Hairs wi i
failed to conduct fire drills at unexpected times on Gontinue £ OFYE months, Results |
all shifts, of audits will be monitored | |
thﬁ@‘ggﬁl mont;lll%y (%A .bFlre dmlé;
Interview, on 01/23/13 at 1:20 PM, with the Svery & months during peer i
Director of Plant Qperations revealed he was not revigw process. t
aware the fire drllls were not being conducted as
required.
Interview, on 01/24/13 at 11:45 AM, with the i
Executive Director revealed she was not aware i
the fire drills were not being conducted as i
required,
|
Reference: NFPA 101 Life Safety Code (2000 |
Edition). :
18.7.1.2* :
! Fire drills in health care occupancies shall include .
| the transmission of a fire alarm signal and i
i simulation of emergency fire conditions. Drills 4'
; shall be conducted quarterly on each shift to
 famlliarize facility personnel (nurses, intems, t
' :
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K 050 | Continued From page 5 K 050 :
maintenance engineers, and administrative staff) :
with the signals and emergency action required i
under varied conditions. When drills are !
conducted between 9:00 p.m. (2100 hours) and
6:00 a.m. (0600 hours), a coded announcement
shall be permitted to be used instead of audible | ;
i alarms. | j
i Exception: Infirm or bedridden patients shall not |
! be required to be moved during drills o safe l
i ‘areas or to the exterior of the building. 31-4-13
—K144 STANDARD L “stﬂent&were—aﬁeeted—by—thm——r-m
| deficiency
S8=F | ) . 2. DPO immediately corrected def iciency
: Generators are inspected weekly and exercised upon noﬂ;{icﬂmr&e All re CStldel'll) St ave
under load for 30 minutes per month in - the potential to be affected by the l
. . deficiency. The 9 potential-
accordance with NFPA 99, 3441, resident %)oms wep:'e checked !
. and non affected.
i Plant Ops will be in-service by :
home office DPO support on ]
deliciency by March 1st, 2013. ]
4 ED to corplete monthly audits for -
3 monthg fo !
ensure facility is in compliance. i
Results of audits will be documented
and monitored 5
) . . through month QA process and ;
This STANDARD is not met as evidenced by: through Peer Review process every §
Based on obsérvation, interviews and generator | siX months agh'},?]"p‘fg;"sp\',{,ﬁ?gg |
testing record review, it was determined the . i required that will track i
facllity failed to ensure the emergency generator {  proaress and be reviewed. :
was maintained in accordance with NFPA ;
standards. The deficiency had the potential to :
affect nine (9) of nine (9) smoke compartments, !
; residents, staff and visitors. The facility is ; ;
! certified for seventy (70) beds with a census of |
sixty four (64) on the day of the survey. ;’
!
The findings include:
' |
|
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K 144 Continued From page 6 K144 5

| Observation, on 01/24/13 at 10:37 AM, with the
Director of Plant Operations revealed the battery
charger for the facilities emergency generator

- was connected directly to the generators battery.

interview, on 01/24/13 at 10:37 AM, with the
Director of Plant Operations ravealed he was not
t aware of the requirement.

Interview, on 01/24/13 at 11:45 AM, with the

— 1 Executive-Direclorrevealed-she-was-net-aware-of
the requirement.

Reference: NFPA 110 (1999 Edition).

5-12.6

The starting baltery units shall be located as
close as practicable to the prime mover starter to
minimize voltage drop. Battery cables shall be
sized to minimize voltage drop in accordance with
the manufacturers ' recommendations and
accepted engineering practices.

Battery charger oulput wiring shall be
permanently connected. Connections shall not be
made af the battery terminals, :

Reference: NFPA 99 (1999 Edition) ;

Actual NFPA Standard: NFPA 99, 3-6.4.1.1
Maintenance and Testing of Alternate Power
Source and Transfer Swilches.

(a) Maintenance of Alternate Power Source.
The generator set or other alternate power source
and associated equipment, including ail i . |

: ; '
¥RM CM§-2567(02-88) Previous Veersionz Obsplete Eveni D:JELR21 Faciity I0x 1007204 If continuation sheet Page 7 of 12




Feb. 21, 2013 1:46PM  GLEN RIDGE BUS OFF 502 2978566 No. 1702 P 32
PRINTED: 02/04/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMRB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION ' {X3) DATE SURVEY
WD PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - GLEN RIDGE HEALTH CAl
" |B. WING
185461 01/24/2013
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6415 CALM RIVER WAY
P
GLEN RIDGE HEALTH CANPUS LOUISVILLE, KY 40299
oy 10 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION P k8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMAT{ON) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENGCY) {
K 144 | Continued From page 7 ' K 144
appurtenant parts, shall be so maintained as to
be capable of supplying setvice within the

shortest time practicable and within the
i 10-second interval specified in 3-4.1.1.8 and 3-
5.3.1.

(b) Inspection and Testing. Generalor sets
shatl be inspected and tested in accordance with
3-4.4.1.1(b).

Actual Standard: NFPA 110, 6-4.5 Level 1 and ;
Level 2 transfer switches shall be operated ;
monthly The monthly test of a transfer swilch

shall consist of electrically operating the transfer
switch from the standard position o the afternate
position and then a return o the standard i
position. !
Actual Standard: NFPA 99, 3-4.4.1.1 Maintenance
and Testing of Alternate Power Source and
Transfer Switches.

(a) Maintenance of Allernate Powar Source.
The generator set or other alternate power source
and associated equipment, including all
appurtenant parts, shall be so0 maintained as to
be capable of supplying service within the
shortest time practicable and within the
i 10-second interval specified in 3-4.1.1.8 and 3-

; 4.3.1. Maintenance shall be performed in
accordance with NFPA 110, Standard for I
Emergency and Standby Power Systems,
Chapter 6.

(b} Inspection and Tesling. i

1. Test Criteria. Generator setls shall be '
tested twelve {(12) times a year with testing
intervals between not less than 20 days or '
exceeding 40 days. Generator sets serving ! ) ,
emergency and equipment systems shall be in i
accordance with NFPA 110, Standard for
Emergency and Standby Power Syslems,
Chapter6. -

|
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!

K 144 | Continued From page 8

2. Test Conditions. The scheduled test under
load conditions shall include a complete
simulated cold start and appropriate automatic
and manual transfer of all essentiat electrical
system loads.

be conducted by competent personnel. The tests
; are needed to keep the machines ready to
function and, in addition, serve to detect causes
of malfunction and to train personnel in operating

K144

3. Test Personnel. The scheduled tests shall |

procedures.
Actual Standard: NFFA 99, 3- 3-4.4.2, Awritten
: record of inspection, performance, exercising

; period, and repairs shall be regularly maintained
and available for inspection by the authority
having jurisdiction.

K 147 : NFPA 101 LIFE SAFETY CODE STANDARD
58=D
Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

i This STANDARD is not met as evidenced by:

i Based on ohservation and interview, it was
determined the facility failed lo ensure electrical
wiring was maintained in accordance with NFPA
standards. The deficiency had the potential to
affect three (3) of nine (9) smoke compartments,
i residents, staff, and visitors. The facility is

; certified for seventy (70) beds with a census of

| sixty four (64) on the day of the survey. The
facility failed to ensure the proper use of power
strips, and extension cords,

¢ The findings include:

1. Observations, on 01/23/13 at 1:30 PM, with
i

K 147 i
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] i 1. No residents were affected by this | 3-4-13
K147 | Continued From page 9 K147:  geficiency. The refngerator tha¥was f
the Director of Plant Operations revealed faundry Bluggted !f%tl’.E) a power sfin;l) !rflf he
soap dispensing pumps used to pump liquid ; wgg m?'m%dlafg";o{}r’%‘?l‘}gage% ot
detergent into the facilities washing machines ! and a plug was added on 2/1 8113 :
was plugged into a power strip located in the ! ;mg g pégyfg?’fﬁrf‘ ;t)h!?xt Jas MJ‘U g ed E
| Laundry Room. was immediately removed and a '
: [.}Iug was installed on 2/1B/13.
Interview, on 01/23/13 at 1:30 PM, with the he "gdbﬁ}gfac"g&g;"s hatmere
Director of Plant Operations revealed he was not ﬁwg{aﬁgg:ate ﬁwoved and a plug 5
- : a ,
! aware the power strip was belng used in the ac ngerator m the CSS office w a8 %
Laundry Room. :rpimedsat ly removed and a plug :
Fo ] B
Interview, on 01/24/13 at 11:45 AM, with the A /,;\g ;?;‘ggg‘cﬁgggﬂggugg*ggf'ﬂ' |

Executive Director revealed she was aware of the to ensure no other infractions i

! i ntified. None observed.
proper use of power strips. | R? power stnps/extens:on cords .
i ! were immediatel remove ;

resident rpoms 23 d3 B as |

2. Observations, on 01/24113 between 10:00 AM wel a3 ofice arens icenbfisd
; and 11:30 AM, with the Director of Plant ggc? égbég ';'ggwer auﬂeé Lift Battery
| Operations revealed: | refrigerator piugged into acosptable
i 1) A refrigerator was plugged into a power strip i 8. Addtional plugs have been added
Igcf:fated in the Director of Environmental Services :(;,:'}523‘,,'5 F{fger‘;',,?ﬁ;ﬁgaz g‘%‘,‘.‘é{;‘s%fgéf‘f‘“
ce. onice omce unf
2) An extension cord was plugged into a lamp o andom audits weekly
located in room #302, I to ensure rtt;? oﬂ'x]er extt}l«vznsu:)r(u:i goads
; i ; or power strips have been adde ;
3) Anextension cord was in use located in room 1 orl)'o oms within the faciiity ;
#308. These Augtts will Continue for 6 months.
4) A refrigerator was plugged into a power strip %esultts] ol aut?‘o'ts 'Qw,':{' b% g‘lgglg)rgd :
| that was plugged into another power strip located th;gﬁ h rg“{gs'} reVicn Brogess eGery
m the MDS Office. & mo ;

i 5) Lift battery chargers were plugged into a
power strip located In the 500 Unit Nurses Station ‘ :
: Med Room. |
6) A refrigerator was plugged into a power strip '

i located in the Community Service Representative

| Office, :

IRM CME-2567(02-98) Previous Vatslons Obsolets Event (D: JELR21 Faciity 1D 100729A




Feb. 21 2013 1:47PM  GLEN RIDGE BUS OFF 502 2978566 No. 1702 P 35
PRINTED: 02/04/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES ’ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPFLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ARD PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 « GLEN RIDGE HEALTH CAl
B. WING
‘ 185461 : 0112412013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
R 6416 CALM RIVER WAY
N RIDGE HEALTH CAMPU
GLE S LOUISVILLE, KY 40299
x4 ID ! SUMMARY STATEMENT OF DEFICIENCIES 1D FROVIDER'S PLAN OF CORRECTION (M5
PREFIX ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) " TAG CROSS-REFERENCED TO TRE APFROPRIATE : DATE
DEFICIENCY) '
K 147 ; Continued From page 10 K 147
Interview, on 01/124/13 between 10:00 AM and
11:30 AM, with the Director of Plant Operations

{ revealed he was aware of the requirements for
power strips and extension cords, however, he | ;
was not aware they had been brought into the
: facility and misused. ' :

interview, on 01/24/13 at 11:45 AM, with the
Executive Director revealed she was aware of the
proper use of power strips and extension cords. {

| Reference: NFPA 101 {2000 Edition)

9.1.2 Electric. ‘ i
Electricat wiring and equipment shall be in
accordance with NFPA 70, National Efectrical i
Code, untess existing installations, which shall be ;
permitted to be continued in service, subject to
approval by the authority having jurisdiction

Reference: NFPA 70 400-8

i { Extensions Cords) Uses Not Permitted. i
Unless specifically permitted in 400.7, flexible :_
cords and cables shall not be used for the : '
following:

(1) As a substitute for the fixed wiring of a
structure

{2) Where run through holes in walls, structural
ceilings, suspended ceilings, dropped ceilings, or
floors

(3) Whare run through doorways, windows, or
similar openings

(4} Where altached to building surfaces

Reference: NFPA 99 (1999 edition) !

) s
i —
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K147 . Continued From page 11
: 3-3212D0

t Minimum Number of Receptacles, The number

: of receptacles shall be determined by the
intended use of the palient care area. There shall
be sufficient receptacles located so as to avoid
the need for extension cords or multiple outlet
adapters.

;
1

i
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