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AMENDED 2567

A etandard health survey was conducted 04/06/10
through 04/07/10. Deficiencies were clted with
the highest scope and severity of an "F" with the
facility having the opportunity to corract the
deficiencles before remedles _vyguld be
recommended for Imposition.

F 250 | 483.15(g)(1) PROVISION OF MEDICALLY. Fo2g0| F-280 5‘7«2" 0

ss=0 | RELATED SOCIAL SERVICE
Resident # 4 care plan was

The facility must provide medically-related sogial immediately updated to include that
services to attaln or maintain the highest he was placed on suicidal
practicable physical, mental, and psychogocial precautions, The nurse contacted
well-being of each rasldent. . Parkview Psychiatric who followed

up with en onsite visit. Interview
with the family and resident

. . . verified that Hospice was not
'bl';ls REQUIREMENT is not met as evidenced appropriate for resident #4.
Based on record review and interview it wag
determined the facility falled to assess the needs
for one (1) resident (3#4) of the fourteen (14)
sampled resldents for medically related social

Residents are assessed by using our
Nursing Admission Agsessment
Tool (attachment A — mood and

services, Rasldent #4's Power Of Attornsy (POA) behavior section) to identify if they
made hurtful statements about the resident to are at rigk for suicidal tendency and
staff. Resident#4 had a physlclan's order for a voice threats of suicide. If
psychiatric consult, was on suicide precautions identified, the residents care plan is
and the facility falled to develop a plan to address updated and appropriate
specific needs of the resident. The resident did interventions are put in place. A
not have social service intarventions on the plan Skilled Nursing Asgsessment
of care once the resident was placed on suiclde (attachment B) is completed daily
precautions. for skilled residents and weekly for
e ) non-skilled resident to identify if a
The findings Include: resident at any time express verbal

Record refjew for Resldent #4 revealed an suicidal threats. If identified the
admissigndate 2f 03/26/10 with diagnoses of care plan will be updated and
")

IRECTPRE OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (<8) DATE

w &g Al

Any deficlency statemen( ending with an astorlsk (") denotas a deficlency which the Instifution may be excued from correcting providing It is datermined that
othar safaguards provide suffisient protestion to the patients. (See Instructions,) Except for nurslng homes, the findinge stated above are disclozable 90 daya
following the date of survey whether or not a plan of corraction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date thase documents are made avallable to the faclily. If deficlencles are clted, an approved plan of correction [ requisite to continued
program participation.
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Chronic Renal Failure, Cancer of the Biadder,
Urethra and Prostate, Hematuria, Anemia,
Fatigue and Protein Malnutrition, The physician
orders indicated the resident had an indwelling S
catheter due to the cancer diagnosls. The interventions will be put in place.
catheter was subsequently discontinued and the, . | -, Residents who are admitted with
resldent was utilizing aduit briefs for incontinenca. terminal diagnoses and qualify for
The nurse's notes dated 03/30/10 stated the | Hospice are identified by the
residents POA was In the hallway demanding the Nursing and/or our DRS will
baby's diaper be changed. The resident told the : address with the famil
y and/or
staff that the statement by the POA was very resident during their 7-day oare
upsetting. The resident further voloed concern lon if they wish to have glospics
regarding blood In the urine, wanted to know if Tivolved. Tf a resident becomes

other residents at the facllity had the same
problem and if they were ok now. The reslident
further volced the desire to know what the odds
were as far as his/her health was concerned, On

terminal during their stay with us a
significant change will be triggered
by the MDS and at time the campus

03/31/10 the POA agaln stated to the staff at the staff will address the

nurse's station, “is my baby ready to go.” The resident/family with Hospice
nurse's notes dated 04/01/10 Indicated the services, Nurse management
resldent was In the bathroom with bloody urine audited all other charts to agsure
and verbalized to the staff, "l could kill myself and not other residents are affected,

| want to dle." T|he resident was transferrad to the

hospital for evaluation. The resident ‘ The Director o ; :
subsequantly returned to the facllity the same day will 001;1;12; ;ﬁ?&gﬁﬁt::mfgs
without any paperwork before May 22, 2010 to include

care planning, counseling as
needed, process for arranging
services outside of campus and
involving hospice agencies
(attachment C). All licensed staff
will be in serviced on our guideline
for suicidal precautions.

Review of the record revealed the Aduit
Registered Nurse Practitioner (ARNP) wrote
orders for suicide precautions and a psychiatric
consult on 04/03/10, Record review on 04/06/10
did not reveal any psychiatric consult had been
completed,

Revlew of the Sooial Services notes dated
'03/31/10 revesled the resident was questioned on
whether he/she would like Social Services to talk
with the POA regarding the statements made.
The resldent responded there is nothing you can
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say, Per the Social Services notes no further
interventions, education or agsessment was
completed for this resident unti 04/05/10 when &
Soclal Services note indicated the resident was
sent to the hospital on 04/01/10 for statements of
kiling self and wanting to die. A late entry note
dated 04/05/10 for 04/03/10 indlcated there was
no change In the resident since the last
assessment. No mood or behaviors observed,
The resident has beeh on sulclde precautions
since the incident on 04/01/10.

(nterview with the Soclal Services Deslgnee (a
staff member with a Psychology degree) on
04/06/10 at 4:15pm revealed when she spoke to
the resident regarding the POA's statements, the
resident did not want anything sald to the POA.
However, the facllity did hot put any interventions
into place to promote the resident's well-being.
There had been no conversation with the resident
regarding the desire for Hospice Interventions, or
advocacy for education regarding the disease
process on the resident's behalf. In addition,
Social Services was aware the resident was on
every fifteen (15) minute checks due to the
suicide precautions; however, Social Services
was not sure if anything else had bean done. The
Social Services Designee had not ascertained If
the resident had a plan to commit sulcide or a
means to carry out that plan, A contract with the
resident to not harm them self was not
approached by the Social Services. In addition,
Soclal Services was not Involved |n the
development of the plan of care for this resident
as she only completed the assessments.

Interview with the Executive Director on 04/06/10
at 4:26pm revealed the faclity was keeping a
close watch on the POA when visiting as the

F 250

The DRS and/or ED will audit
resident charts by using the
Resident Service/Social Service
Audit form (attachment D),
DRS/ED will audit 4 charts per
week for 2 weeks, 2 charts per
week for 2 weaks, than 4 charts per
month, The results will be
discussed and monitored during the
~ monthly QA meeting.
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resident was already on every 15 minute checks
and the resident's room was across from the
nurse's station. Even though there is not always
someone at the nurse's station the potential was
stil there. The Executive Director further stated
that the resident must request Hospice before the
subject is discussed with the resident. in
addition, these types of issues are typically
discussed in the morning meeting with the
Interdisalplinary team; however, this was missed
and should have been followed up on by Social
Servicss.

Review of the faclilty policy titied Standard Suicide
Responge Guidelines dated 01/06 indicated the
guldslines were designed and Implemented in an
attempt to identify and prevent psychosoclal
dysfunction. Report any of the following
immediately; assess resident's environment for
safety. Remove and store objects that could be
used for self-harm (1.e.: shoe strings, cords,
glass/metal objects, etc); and assess the resident
for the physical abliity to carry out the plan of
demise. Revisw of the Executive Summary for
Suicide Response Guidelines dated 01/06
Indicated .... ongoing assessment and
sormmunication of the resldent's mental condition
is the responsibility of each team member within
the campus.

483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

F 279
88=D

A facliity must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that Includes measurable
objectives and timetables to meet & resident's

F 250

F 279
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assassment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident’s
highest practicable physical, mental, and
psychosocial well-being as required under
§483,26; and any services that would otherwise
be required under §483.26 but are not provided
due to the resident's exercise of rights under
§483,10, Including the right to refuse treatment
under §483.10(b)(4).

ghis REQUIREMENT Is not met as evidenced

v

Based on record review and Interview it was
determined the facility failed to develop a plan of
care for two (2) residents (#4 and #6) of the
fourteen (14) residents sampled. Resident #4 did
not have a plan of care to address suicidal
precautions and Resident #8 did not have a plan
of care to address the use of a Continuous
Passive Motion (CPM) machine.

The findings include;

4. Racord review for Resident #4 revealed an
admigsion date of 03/24/10 with diagnoses of
Chronic Renal Failure and Cancer of the Bladder,
Urethra and Prostate. The Nursing Admission
Asgessment and Data Collection form dated
03/25/10 revealed It was utilized as the plan of
care also, The section titled Mood and Behavior
revealed the resident was at a local hospital an
04/01/10 due to belng upset and wanting to dle.
No further interventions were noted. Review of
physiclan orders dated 04/03/ 10 revealed the

(X4) ID SUMMARY ETATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
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F 279 | Continued From page 4 F 279
medical, nursing, and mental and paychosoclal F-279
neads that are identifled in the comprehensive SN0

Resident #4 care plan was
immediately updated to reflect that
he was placed on suicidal
precautions,

Resident # 6 care plan was
immediately updated to reflect the
use of CPM machine. Nurse #1
was immediately trained on using &
CPM machine.

The MDS nurse audited the care
plans of residents who have orders
for CPM machines to verify that
interventions were up to date.
There are no residents identified to
have suicidal precautions.

Interdisciplinary Team we ere in-
serviced befors May 22,2010 on
care planning. Licensed nursing
staff will be in serviced before May
22,2010 on following physician
admitting orders and trained on
using CPM machines. The licensed
nurse job specific check off sheet
(attachment F) has been updated to
include training for CPM machines.
All staff will be in serviced on our
suicidal precautions guidelines
before May 22, 2010,

FORM GMB8-2687(02-99) Previous Versions Obsolele

Event ID; TIER11

Facility IDi 100728A

(f continuatlon shest Page 8 of 11

RECEIVEL
MAY 5 2010

CFFIGE OF INSPECTOR GENERAL
GIVISION OF HEALTH CARE FACILITIES AND SERWICES




May. 5. 2010 4:38PM

Glen Ridge

No. 7985 P 8

PRINTED: 05/03/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {x1) PROVIDER/SUPPLIER/CLIA - |(X2) MULTIPLE CONSTYRUGTION (X3) PATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
188461 B. WING 04/07/2010

NAME OF PROVIDER OR SUPPLIER
GLEN RIDGE HEALTH CAMPUS

&TREET ADDRESS, GITY, STATE, ZiP CODE
416 CALM RIVER WAY
LOUISVILLE, KY 40299

staff were to place the resident on suicide
precautions.

Interview with the Minimum Data Set (MDS)
RN#1 on 04/06/10 at 11:00am revealed the
admission care plan did not have the
interventions for sulcide precautions and should
have and the RN could not specify why it was not
on the plan of care,

Interview with Reglstered Nurse (RN) #3 on
04/06/10 at 4:65pm, who was the nurse on duty
for the day, revealed she was aware of the
suicide precaution interventions only because of -
previous experisnce at another employment.

Interview with the Soclal Service Designee on
04/06/10 at 4:16pm revealed she only completed
the asseasments for the MDS process and does
not develop plans of care. The Designee was
aware the resident was placed on every 18
minute checks; however, she was not sure of any
other interventions as she had not spoken to the
resident to determine if there was a plan to
commit suicide, a means to carry itout, or if a
contract had been established with the resident to
nhot harm them self,

interview with the Executive Director on 04/07/10
at 2:40pm revealed the care plan was missed by
human error and not followed up on.

2, Record review on 04/06/10 at 9:15am revealed
Resldent #6 was admitted on 04/03/10 status
post Right Total Knee Arthraplasty, Osteoarthritis,
Hypertension, Hypothyroidism, and
Hyperlipidemia, Continued review of the
physician's orders dated 04/03/10 revealed the
resident would utllize a Continuous Passive
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The DHS or designee will use the
Chart Audit form (attachment E) to
audit 4 resident charts per week for
4 weeks, 2 resident charts per week
for 4 weeks, and 1 resident chart
per week for 4 weeks. The audits
will be discussed by the IDT in the
monthly QA meeting.
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Motion (CPM) machine one (1) to two () hours
twice a day to his/her right knee.

Record review of the Nursing Admission
Assessment and Data Collection dated 04/03/10
at 2:45pm revealed the facility did not develop an
initial plan of care to include the use of a CPM
machine,

Interview with Resident #8 on 04/06/10 at 4:30pm
revealed the Reslident was ourious as to why
he/she did not have a CPM machine, and
continued to state that no one had ever
mentloned using the machine on the
post-operative knee.

Telsphonlc Interview with Licensed Practical
Nurse (LPN) #1 on 04/07/10 at 2:10pm revealed
she had not been trained on setting up a CPM
machine therefore she did not place the CPM
machine nor implement a plan of care.

483,25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resldent must receive and the facility must
provide the necessary care and services to attaln
or maintaln the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT Is not met as evidenced
by -

Based on record review, interview and
obeervation it was determined the facility failed to
follow. physician orders for two (2) of the fourteen
(14) sampled residents (#4 and #6). Resident #4

F 279

F 308
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had orders for a peychiatric evaluation and
Reeident #6 had physician orders for a
Continuous Passive Motlon (CPM) machine.

The findings include:

1, Recard review for Resident #4 revealed
diaghoses of Chronie Renal Failure, Cancer of
the Bladder, Urethra and Prostate, Hematurla,
Anemla, Fatigue, Insomnla and Protein
Malnutrition, The physiclan orders dated
04/01/10 revealed the resident was sent to a local
hospital for evaluation and treatment for suicidal
statements, According to the nurse's notes dated
04/01/10 the resident stated "l could kill myself
and | want to die." The resident was returned to
the facility without any paperwork Including orders
or recommendations, The Adult Reglstered

| Nurse Practitioners (ARNP) note dated 04/03/10
stated sulolde precautions and psychlatry consult
for Anxlety and Depression, Continued review of
the record did not reveal an evaluation by the
consulting psychiatrist as of 04/06/10.

Interview with the Minimum Data Set (MDS)

RN#1 on 04/06/10 at 11:00am revealed the
psychiatrist had not been to see the resident as of
this day even though the order was glven on
04/03/40. The ARNP ordered the psychlatry
avaluation due to suicidal ideations. It was further
noted there was no documentation that the
psychiatrist was ever notified of the order for the
consult and would be called today.

Interview with RN #3 on 04/06/10 at 4:56pm
revealsd the psychlatrist was notified as of today;
however, the psychiatrist could not see the
resident until 04/11/10, ten (10) days after the
Incident that brought the resident to the hospital

F-309 S0

Resident #4's psychologist was
notified by the nurse and he came
to complete an onsite visit,
Resident # 6 was immediately
started on her CPM machine,

Residents who have orders for
CPM machines cars plans were
audited by MDS nurse to verify
that interventions were up to date
and placed on the resident care
plan. There are no residents
identified to have suicidal
precautions,

Licensed nursing staff will be in
serviced before May 22, 2010 on
following physician admitting
orders and verify training on CPM
machines and on suicidal
precautions.

The DHS or designee will use the
Chart Audit Form (atiachment E) to
audit 4 resident charts per week for
4 weeks, 2 resident charts per week .
for 4 weeks, and 1 resident chart

per week for 4 weeks. The audits
will be discussed by the IDT in the
monthly QA meeting.
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for evaluation.

Interview with the ARNP on 04/07/10 at 10:25am
revealed on 04/03/10 the resident, on '
examination, was very anxlous and with chest
pain. The intent of the sulcide precaution order
was for staff to watch the resident and ensure
his/her safety because the staff indicated the
resldent made another statement of wanting to
dle on 04/03/10, The reason for the peychiatric
consulf was to have the resident's medication
looked at due to the anxlsty and not necessatily
the statements made by the resident.

Review of tha record revealed a second call to
the psychiatrist indicated he would visit the
resident on 04/07/10 and the suicide precautions
had been discontinued.

2. Record review on 04/06/10 at 9:15am revealed
Resident #8 was admitted on 04/03/10 status
post Right Total Knee Arthroplasty, Osteoarthritls,
Hypertension, Hypothyroidism, and
Hypetlipidemia, Continued review of the
physician's orders dated 04/03/10 revealed the
resident would utilize a Continuous Passive
Motlon (CPM) machine one (1) to fwo (2) hours
twice a day 1o her right knee.

Observation of Resldent #6 on 04/06/10 at
11:45am, 12:40pm, 2:00pm, and 4:30pm
revealed no use of a CPM machine to the
Resident's right knee, nor the presence of & CPM
machine In her room.

Interview with Resident #6 on 04/06/10 at 4:30pm
revealed the resident was ourious on why he/she
did not have a CPM machine, and continued to
state that no one had ever mentioned using the
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machine on hig/her post-operative knee.

Observation of Resident #6 on 04/07/10 at
8:30am, 10;00am, and 12:00noon revealed no
use of a CPM machine, nor the presence of the
machine In the resident's roem.

Interview with Licensed Practical Nurse (LPN) #1
per telephone on 04/07/10 at 2:10pm revealed
she had been the nurse who had taken off
Resldent #8 admissioh orders on 04/03/10, The
nurse stated that she had been instructed by
Reglstered Nurse (RN) #3 that Physical Therapy
was responsible to place CPM machines on the
residents. The LPN went on to state that she had
never received any training on the CPM machine,
and she was unaware of how to apply a CPM
machine, or regulate the settings.

Interview with RN #3 on 04/07/10 at 2:16pm
revealed she did not inatruct LPN #1 that Physical
Therapy was responsible to apply and monltor the
CPM machine. She went on to state that she was
unaware that LPN #1 did not know how to apply
or monlfor the machine,

Racord Review oh 04/07/10 at 2:30pm of the Five
(5) Day Nurse Orientation Program revealed no
fralning on the CPM machine had been included
during the orientation process.

Interview with the Physical Therapist oh 04/07/10
at 11:00am revealed that it was the nurse's
responsibillty to apply and monitor the CPM
machines, She continued to state that the
Physical Therapist had presented a clags on the
CPM machine in the past, but that was well over
a year ago.
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Interview with RN #2 on 04/07/10 at 10:45am
revealed that most resldents who have had knee
surgery do have CFM machines placed, and that
the nurses are responsible to place and monitor
the machine. She went on to state that Physical
Therapy had Instructed her on the CPM
application when she was initially employed.

Interview with the Director of Nurses (DON) on
04/07/10 at 2:15pm revealed the nurses are not
trained on the application/monitoring of the CPM
machine during the orlentation process, but the

facility will now Include this education during the
orlentation phase, as well as provide in-services .

to the employees.
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K000 [ INITIAL COMMENTS . K 000
AMENDED
A Life Safety Code survey was initiated and
conducted on 04/16/10 to determirie the facllity's
compliance with Title 42, Code of Federal
Regulations, 482.41(b) (Life Safety from Flre) and
found the facllity not in compliance with NFPA
101 Life Safety Code 2000 Edition, Deflciencles
were clted with the highest deficiency identified at ,
an E.
K 082 | NFPA 101 LIFE SAFETY CODE S8TANDARD K 082 K - 062 ' 52010

88=E
Required automatic sprinlder systems are
cantinuously maintained in reliable operating The Director of Plant Operations

-| condltion and are inspected and tested contacted RC Fire Protection who
perlodically. 18.7.6, 4.6.12, NFPA 13, NFPA 2§, came to assess and provide a quote
9.7.5 to replace the sprinkler heads.

All external sprinkler heads are
ffected and will b .
This STANDARD is not met as evidenced by: affected and will be replaced

Based on observation and a Interview, conducted .
on 04/15/10, It was determined the facliit falled to :#ez‘e‘j”;z?fv?ﬁ“;g heads o
ensure sprinkler heads were free of corrosion as May 22, 2010 P ore

required by NFPA 25 1999 Edition,

The findings to Include! Sprinkler heads will be inspected
during quarterly fire sprinkler

A tour of the facility, conducted 04/15/10 at 3:30 inspection,
PM, revealed six (8) sprinkler heads located on /
the front porch and six (8) sprinkler heads located |
at central court were stained with a brown/green . |
!
|
/

substance that appesared to be consistant with
corrosion.

MAY 2 5[ 2010

An interview with the Maintenance Director, on
04/15/10 at 3:35 PM, revealed he was unaware of
} the build-u}:\of corrosion on the sprinkler heads,

~ (X8) DATE

LABORATg R c : LIER REFRESENTATNE.’S SIGNATURE TITLE '
/ A \ :' -9 & ‘Mj\n\'e dﬁ ( qu\) b

") denotes a deficlency which the institution may be excused from correcting providing It Is determinad thal

other safeguards provide sufficlant protection to the patients, (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findinge and plans of correction are disclosable 14
days following the date these documents are made avallable to the facliity. If deficlencles are cited, an approved plan of correction Is requisite to continued

program participation.
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Reference to:
NFPA 25 1999 Edition
2-2 Inspection.
2-2.1 Sprinklers,
2-2,1,1* Sprinklers shall be inspected from the
fioor level annually. Sprinklers shall be free of
corroslon, forelgn materials, paint, and physical
damage and shall be installed in the propar
orientation (e.g,, upright, pendant, or sldewall).
Any sprinkler shall be replaced that Is painted,
corroded, damaged, loaded, or in the improper
orientation.
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