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A Desk Review Revisit Survey was initiated on
07/24/2025 and concluded on 08/06/2025. It was
determined the facility had achieved substantial
compliance on 07/08/2025 as alleged.
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CFR(s): 483.12(a)(1)
§483.12 Freedom from Abuse, Neglect, and Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property, and
exploitation as defined in this subpart. This includes
but is not limited to freedom from corporal punishment,
involuntary seclusion and any physical or chemical
restraint not required to treat the resident's medical
symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or involuntary
seclusion;
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A Standard Recertification, COVID-19 Focused Infection

Control and Abbreviated Survey investigaling KY00045630

and KY00046075 concluded on 06/05/2025. The facility

was found not to be in substantial compliance with 42

CFR 483 subpart B.

A defiency was refated to KY00046075

No defiencies were issued related to KY00045630

Survey Dates: 06/02/2025 - 06/05/2025

Survey Census: 62

Sample Size: 16

Supplemental Residents: 0
F0600 Free from Abuse and Neglect F0600 | 1.What corrective action(s) will be accomplished for 07/08/2025
$8$=D those resident/patients found to have been affected by

the deficient practice?

Resident #214 was affected by the alleged deficient
practice. Resident continued course of rehab stay
without instance of abuse or neglect. Resident with no
adverse side effects. Resident was discharged home with
son on 4/24/2025 as planned.

2. How will you identify other residents/patients
having the potential to be affected by the same
deficient practice?

All residents residing in facility had potential to be
affected. Residents are to remain free from abuse and
neglect while residing at facility. On 6/25/2025, all
residents with a BIMS of 8 or greater were interviewed
by Director of Health Services (DHS) and Assistant
Director of Health Services (ADHS) to ensure residents
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This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and facility
document and policy review, the facility failed to
protect a resident's right to be free from mentat abuse
perpetrated by a staff member for 1 of 2 sampled
residents reviewed for abuse, out of the total sample
of 16.

The findings include:

Review of the facility policy titled, “Abuse and

Neglect Procedural Guide,” reviewed 08/29/2019,
revealed the facility was to protect residents from

abuse. Further review revealed "Mental/Emotional Abuse”
was defined as the use of verbal or nonverbal conduct
which caused or had the potential to cause the resident
to experience humiliation, intimidation, fear, shame,
agitation, or degradation.

Review of the "Resident Face Sheet" for Resident (R)214
revealed the facility admitied the resident on

03/11/2025, wilh diagnoses of emphysema, acute
respiratory failure with hypoxia, acute kidney failure,

and acute on chronic diastolic heart failure.

Review of the Admission Minimum Data Set (MDS)
Assessment, with an Assessment Reference Date (ARD) of
03/17/2025, revealed the facility assessed R214 to have

a Brief Interview for Mental Status (BIMS) score of

seven out of 15, which indicated the resident had

severe cognitive impairment.

Review of the facility’s "Final Report/S Day Follow-Up”
dated 04/18/2025, revealed in response to resident
behaviors, Certified Resident Care Aide (CRCA) 6
directed an inappropriate hand gesture {middle finger
gesture) toward R214. Per review, R214 reported the
CRCA's action to the nurse on duty, who immediately
obfained a statement from CRCA 6 and suspended the
CRCA. Further review revealed after completion of its
investigation, the facility determined, “Findings of

the investigation were verified as employee admitted to
the hand gesture toward resident.”

Continued review of the facility's investigation
information revealed a "Statement of Witness Form,"
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Residents with BIMS of less than 7 had skin assessments

performed by DHS and ADHS to ensure residents were free

from abuse and neglect. On 7/3/2025, the Director of
Health Services (DHS) and Assistant Director of Health
Services (ADHS) interviewed responsible
parties/guardians/POAs of residents with BIMS less than
7 asking the following: Have they noticed any change in
resident behavior that may include distress, fear, or
discomfort?

3. What measure will be put into place or what
systematic changes you will make to ensure that the
deficient practice does not recur?

On 6/24/2025, all staff were educated by the Director

of Health Services (DHS) and Executive Director (ED) on
Abuse and Neglect with real time discussion and post
test questions to ensure competency. Staff are to

receive a 100% pass rate on post test to ensure staff
retained education provided. Any newly hired staff will
have education provided during new hire orientation by
the Executive Director or designee. The campus does not
use agency staff.

4. How the facility plans to monitor its performance to
ensure that solutions are sustained?

Beginning on 7/2/2025, the Director of Health Services
(DHS) or Assistant Director of Health Services (ADHS)
will conduct the following audits weekly for 1 month,
every other week for 2 months, then monthly for 3
months:

-Residents with BIMS score of 8 or greater: 3 residents
will be randomly selected for interviews to assess for
any concerns related to abuse, neglect or mistreatment

-Residents with a BIMS scare of 7 or below: 3 residents
will be randomly selected for a comprehensive skin
assessment lo identify any unexplained injuries or
changes. Additionally, three responsible
parties/guardians/POAs will be contacted to gather
feedback regarding the resident's well-being and any
concerns observed.

As a quality measure, the DHS will review any findings
and correclive action at least quarterly and ongoing

until campus achieves one hundred percent compliance in
the campus Quality Assurance Performance Improvement
meetings. The plan will be reviewed and updated as
warranted. Ongoing monitoring will continue beyond 6
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from CRCA 6 dated 04/18/2025, which noted the CRCA
admitted she "gave the middle finger" at R214 before
turning to walk down the hallway, with the resident
following behind her in his/her wheelchair.

During interview on 06/04/2025 at 12:.07 PM, CRCA &
sfated (hat although she knew the hand gesture could be
perceived as abuse, she had not considered it in that
manner af the time.

During interview on 06/05/2025 at 4:30 PM, CRCA 7
stated she recalled being at the nurses' station with

CRCA 6 when R214 activated his/her call light, and CRCA
6 went to answer it. She stated after a few minutes,

CRCA 6 returned to the nurses’ station, followed by

R214. The CRCA reported R214 notified the Assistant
Director of Health Services (ADHS) that CRCA 6 had
demonstrated an inappropriate hand gesture at him/her.
She explained that although she was not present when
CRCA 6 made the geslure, she was present when CRCA 6
admitted to the ADHS that she made the gesture towards
R214.

During inferview on 06/05/2025 at 10:43 AM, the ADHS
stated she was on duty on the morning of 04/18/2025,
when R214 approached the nurses' station and notified
her that CRCA 6 made an inappropriate hand gesture
towards him/her. The ADHS stated following R214's
altegation, she questioned CRCA 6, who admitted making
the hand gesture towards the resident.

During interview on 06/05/2026 al 12:56 PM, the

Director of Health Services (DHS) staled on 04/18/2025,
around 3:00 AM, she received a telephone call from the
ADHS who notified her that R214 alleged CRCA 6 made an
inappropriate hand gesture towards him/er. She said

the ADHS informed her CRCA 6 admitted to making the
gesture towards the resident. The DHS further stated

the hand gesture was inappropriate and was considered
mental abuse.

During interview on 06/05/2025 at 1:34 PM, the

Executive Direclor (ED) stated CRCA 6's employment was
terminated following R214's allegation, because the
CRCA admitted the allegalion had occurred.

Reporting of Alleged Violations

CFR(s): 483.12(b}(S)iXAXBNc)1)(4)

1D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)
F0600 | Continued from page 2
months, if warranted, untit 100% compliance is met.
5. Date of compliance 7/8/2025
F0609 | 1.What corrective action(s) will be accomplished for
those residents/patients found to have been affected by
the deficient practice?

07/08/2025
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§483.12(c) In response lo altegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or mistreatment,
including injuries of unknown source and
misapproprialion of resident property, are reported
immediately, but not later than 2 hours after the
allegation is made, if the events that cause the
allegation involve abuse or result in serious bodily
injury, or not later than 24 hours if the events that
cause the allegation do not involve abuse and do not
result in serious bodily injury, to the administrator

of the facility and to other officials {including to

the State Survey Agency and adult proteclive services
where state law provides for jurisdiction in tong-term
care facilities) in accordance with State law through
established procedures.

§483.12(c)(4) Report the results of all investigations
to the administrator or his or her designated
representative and to other officials in accordance
with State law, including to the State Survey Agency,
within 5 working days of the incident, and if the
alleged violation is verified appropriate comective
action must be taken.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and facility
documeni and paolicy review, the facility failed to
submit an initial report of an allegation of
staff-to-resident abuse to the State Survey Agency
(SSA) within two hours for 1 of 2 sampled residents
reviewed for abuse (Resident (R)214).

The findings include:

Review of the facility policy titled, "Abuse and

Neglect Procedural Guide,” reviewed 08/29/2019,
revealed "Mental/Emotional Abuse” was defined as using
verbal or nonverbal actions which caused or had the
potential to cause a resident to "experience

humiliation, intimidation, fear, shame, agitation, or
degradation.” Review of the section of the policy

titled, "Identification,” revealed the Executive

Director (ED) was responsible for notification to the

State Department of Health (per State guidelines) and

Resident #214 was affected by by the alleged deficient
practice. All abuse violations involving abuse,

neglect, exploitations or mistreatment, mental anguish,
exploitalion, or mistreatment, are reported
immediately, but not (ater than 2 hours after the
allegation is made.

2. How will you identify other residents/patients
having the potential to be affected by the same
deficient practice?

All abuse allegations are to be reported to the State
Survey Agency, adult protective services, in accordance
with State law through established procedures. All
residents with abuse allegations have the potential to
be affected by the deficient practice. All abuse
altegations from 6/5/202§ through 7/5/2025 were
reviewed for timely submission with no further findings
aof deficient practice.

3. What measure will be put into place or what systemic
changes you will make to ensure that the deficient
practice does not recur?

On 6/24/2025, Clinical Support completed reeducation
with Executive Direclor (ED), Directar of Health

Service (DHS) and Assistant Director of Health Services
(ADHS) on reporting requirements, including ensuring
any faxes submitted went through timely, within 2-hour
time frame. On 6/24/2025, all staff were educated by
the Director of Health Services {DHS) and the Executive
Director (ED) on Reporting of Abuse allegations and
reporting time frame to state agency with reat time
discussion and post test questions to ensure
competency. Staff are 1o receive a 100% pass rate on
post tesl to ensure staff retained education provided.
Any newly hired staff will have education provided
during new hire orientation by the Executive Director

or designee. The campus does not use agency staff

4. How the facility plans to monitor its performance to
ensure that solutions are sustained?

Beginning on 7/2/2025, the Director of Health Services
(DHS) of Assistant Director of Health Services (ADHS)
or Executive Director {ED) will interview 3 random
staff members on policy/procedure of reporting abuse
weekly x 1 month, every other week x 2 months, then
monthly x 3 months,
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sS=D other agencies, which include the Ombudsman, Adult As a quality measure, the DHS will review any findings
Protective Services (APS) and/or local law enforcement and corrective action at least quarterly and ongoing
agencies, as indicated. Continued review of the policy until campus achieves one hundred percent compliance in
revealed under the section litled, the campus Quality Assurance Performance improvement
"Reporting/response,” revealed the facilily was to meetings. The plan will be reviewed and updated as
ensure all alleged violations involving abuse, neglect, warranted. Ongoing monitoring will continue beyond 6
exploitation or mistreatment were reported immediately, months, if warranted, until 100% compliance is met.

but not later than two hours after the allegation was
made if the event, that caused the allegation involved
abuse or resulted in serious bodily injury. Further 5. Date of compliance 7/8/2025
review revealed the afleged violation was to be
reported to the Administrator of the facility and to
other officials (including to the SSA and APS where
state faw provided for jurisdiction in long-term care
facilities) in accordance with State taw through
established procedures.

Review of the "Resident Face Sheet” for R214 revealed
the facility admilted the resident on 03/11/2025, with
diagnoses of acute on chronic diastolic heart failure,
acute respiratory failure with hypoxia, acute kidney
failure, and type two diabetes melflitus.

Review of the Admission Minimum Data Set (MDS)
Assessment, with an Assessment Reference Date (ARD) of
03/17/2025, revealed the facility assessed R214 as

having a Brief Interview for Mental Status (BIMS) score

of seven out of 15, indicating the resident had severe
cognitive impairment.

Review of the facility’s "Inilial Report,” dated

04/18/2025, revealed an initial report was submitted to
the SSA related lo an alfegation of abuse involving
Certified Resident Care Aide {CRCA) 6 having "made an
inappropriate hand gesture” towards R214. Continued
review of the [nitial Report revealed the incident
occurred on 04/18/2025 at 3:25 AM, and the ED was
notified of the incident on 04/18/2025 at 3:42 AM.
Further review revealed the facility had not submitted
the report to the SSA until 7:48 AM on 04/18/2025, more
than two hours after the allegation was reported.

However, review of the facsimile (fax), "Communication
Result Report,” included with the facility's
documentation of the allegalion, revealed a fax
transmission of the “Initial Report® was attempted on
04/18/2025 at 9:02 AM. Per review of the fax, the
transmission had been unsuccessful, due to an error
code of "E-3),” which indicated lhere was no answer.
Continued review revealed comparison of the number

FORM CMS-2567 (02/99}) Previous Versions Obsolete Event ID: ADMZ 11 Facility ID: 100729A If continuation sheet Page 5 of 17



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

PRINTED: 08/07/2025
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

185461

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A.BUILDING 06/05/2025
B.WING

NAME OF PROVIDER OR SUPPLIER
GLEN RIDGE HEALTH CAMPUS

STREET ADDRESS, CITY, STATE, ZIP CODE
6415 CALM RIVER WAY , LOUISVILLE, Kentucky, 40299

numbers and contact numbers listed on the Initia)
Repart revealed the facility attempted to submit a fax
to a SSA telephone number, instead of a fax line
number.

Review of an electronic mail (email) correspondence
from the ED to the SSA, dated 04/18/2025, revealed the
initial report of the incident was submitted to the SSA
on 04/18/2025 at 9:07 AM.

In interview on 06/05/2025 at 4:30 PM, CRCA 7 stated
she recalled being at the nurses’ station with CRCA 6
when R214 activated their call light, and CRCA 6 lef

the nurses’ station to answer the light. CRCA 7 slated
few minutes later CRCA 6 returned to the nurses'

station, with R214 following. The CRCA said R214
notified the Assistant Director of Health Services

(ADHS) that CRCA 6 had demonstrated an inappropriate
hand gesture towards him/her

In interview on 06/05/2025 at 10 43 AM. the ADHS stated
the morning of 04/18/2025, R214 approached the nurses'
station and nolified her that CRCA 6 had made an
inappropriate hand gesture towards him/her. The ADHS
reported she immediately notified the Director of

Heaith Services (OHS) via telephone call of the

allegation and was instructed to suspend CRCA 6 pending
an investigation of the atlegation

In interview on 06/05/2025 at 12 56 PM. the DHS stated
on 04/18/2025 around 3:00 AM, she received a telephone
call from the ADHS who notified her R214 had alleged
CRCA 6 made an inappropriate hand gesture lowards
him/her The DHS said the ED was immediately notified
The DHS further stated she was aware the initial report
of the incident "must” be submitted to the SSA within

two hours

In interview on 06/05/2025 at 1:34 PM, the ED stated he
was nofified of R214's allegation made on 04/18/2025
between 3 45 AM and 4 00 AM He said he was aware
notification 1o the SSA “must" occur within two hours
After reviewing the initia! reporl. the ED stated the
report was submitted to the state on 04/18/2025;
however, not within the required two hour timeframe. He
further stated he was not aware the report had not been
received by the SSA during the first transmission (fax)
attempt or that the attempt had been made to fax the

(X4)I0 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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CFR(s): 483.20(g)(h){i)(j)
§483.20(g) Accuracy of Assessments
The assessment must accurately reflect the resident's

status.

§483.20(h} Coordinatlion. A registered nurse must
conduct or coordinate each assessment with the
appropriate participation of health professionals.

§483.20(i) Certification.

§483.20(i)(1) A registered nurse must sign and certify
that the assessment is completed.

§483.20(i)(2) Each individual who comptletes a portion
of the assessment must sign and certify the accuracy of
that portion of the assessment.

§483.20()) Penalty for Falsification.

§483.20()(1) Under Medicare and Medicaid, an
individual who willfully and knowingly-

(i) Certifies a material and false statement in a
resident assessment is subject to a civil money penalty
of not more than $1,000 for each assessment; or

(ii) Causes another individual to certify a material

and false statement in a resident assessment is subject
to a civil money penalty or not more than $5,000 for
each assessment.

§483.20(j)X2) Clinical disagreement does not constitute
a material and false statement.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and review of the

Centers for Medicare and Medicaid {CMS) Long-Term Care

Facility, Resident Assessment Instrument (RAI1) 3.0
User's Manual, the facility failed to ensure the

accuracy of a Minimum Data Sel (MDS) Assessment for 1

GLEN RIDGE HEALTH CAMPUS 6415 CALM RIVER WAY , LOUISVILLE, Kentucky, 40299
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FO609 Continued from page 6 F0609
SS=D document to a telephone number instead of a fax number.
The EO additionally slated he expected the initial
report of an allegation to be sent to the SSA within
the two-hour timeframe.
F0641 Accuracy of Assessments F0841 | 1.What corrective action(s) will be accomplished for 07/08/2025
SS=D those residents/patients found to have been affected by

the deficient praclice?

On 6/3/2025, Resident #54 was identified as having the
potential to be affected by the cited deficiency.

Resident was utilizing supplemental oxygen at night.

This was not reflected on MDS assessment and was
immediately corrected. The Minimum Data Set (MDS) must
accurately reflect the resident’s status. No adverse

effects noted.

2. How will you identify other residents/palients
having the potential 1o be affected by the same
deficient practice?

All residents on oxygen have the potential to be
affected by the cited deficiency. On 6/26/2025, MDS
assessments were reviewed by Clinical Support for
accuracy on all residents receiving oxygen. No
additional deficiencies were identified.

3. What measure wil! be put into place or what
systematic changes you will make to ensure that the
deficient practice does not recur?

On 6/9/2025, Assessment Support provided education to
the MDS Coordinator on how to thoroughly review all
relevant documentation and progress notes during
assessment review date to ensure accurate assessment
coding.

4. How the facility plans to monitor its performance to
ensure that solutions are sustained?

Beginning on 7/4/2025, the Director of Health Services
{DHS) or Assistant Director of Health Services (ADHS)
will audit the MDS assessments for all residents
receiving axygen therapy to ensure accuracy. Audits
will be conducted weekly for one month, biweekly for 2
months, and then monthly for 3 months.

As a quality measure, the DHS will review any findings
and comective action at least quarterly and ongoing

until campus achieves one hundred percent compliance in
the campus Quafity Assurance Performance Improvement
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FO641 Continued from page 7 F0641 | Continued from page 7
SS=D of 16 sampled residents (Resident (R)54). meetings. The plan will be reviewed and updated as

warranted. Ongoing monitoring will continue beyond 6
months, if warranted, until 100% compliance is met
The findings include:

5. Date of compliance 7/8/2025
Review of the CMS Long-Term Care Facility RAl 3.0
User's Manual, Version 1.19.1, dated 10/2024, revealed
under section "00110: Special Treatments, Procedures,
and Programs,” "00110C1, Oxygen therapy” specified,
"Code continuous or intermittent oxygen adminisiered
via [by way of] mask, cannula, etc. [et cetera},

delivered to a resident to relieve hypoxia in this

item.”

Review of the "Resident Face Sheet” for R54 revealed
the facility admitted the resident on 04/21/2025, with
diagnoses to include pulmonary embolism, acute
respiratory failure with hypoxia, pulmonary fibrosis,
pulmonary hypertension, and atelsctasis (complete or
partial collapse of a lung or a lobe of a lung)

Review of the Admission MDS Assessment, with an
Assessment Reference Date (ARD) of 04/25/2025. revealed
the facility assessed RS54 with a Brief interview for

Mental Status (BIMS) score of 15 out of 15. which

indicated the resident had intact cognilion, Further

MDS review revealed the use of supplemental oxygen was
not reflected under Section 00110 Special Treatments
Procedures, and Programs of the MDS

Review of the "Active Orders® for R54 revealed an
order, dated 04/23/2025, for nursing to manage oxygen
administration in coordination with physician to

prevant respiratory acidosis. Further review of the
Active Orders revealed however, no physician's order
specifying when the supplemental oxygen should be
administered or a prescribed supplemental oxygen flow
rate.

Review of a nursing “Progress Note,” dated 04/22/2025

at 10:09 PM, revealed RS54 had an oxygen saturation {02
sat) level of 91 percent on room air Further review
revealed supplemental oxygen was administered to R54 at
a rate of two liters per minute (2 LPM) by way of nasal
cannula.

Review of the physician "Progress Note " for R54 dated
04/23/2025 at 8:04 PM, revealed, "Assessment "Sip
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Continued from page 8

[status post] acute hypoxia respiratory failure, on
oxygen.” Further review of the physician Progress Note
revealed the "Plan” was to "Continue oxygen.”

During interview on 06/04/2025 at 8:59 AM, R54 stated
he/she used supplemental oxygen at night because
histher oxygen level dropped whenever he/she laid down.
R54 further stated he/she had used the supplemental
oxygen every night since his/her admission to the

tacility.

During interview on 06/03/2025 at 2:32 PM, Licensed
Practical Nurse (LPN) 1 stated R54 wore supplemental
oxygen at nighttime.

During interview on 06/04/2025 at 9:53 AM, LPN 2 stated
R54 wore supplemental oxygen at nighttime.

During a telephone (phone) interview on 06/04/2025 at
1:01 PM, LPN 4 slated she worked on the nightshift and
had taken care of RS4 saveral times. LPN 4 said she had
observed the resident wearing supplemental oxygen. She
further stated R54 had been wearing oxygen at night
since histher admission to the facility.

During interview on 06/05/2025 at 9:22 AM, the MDS
Coordinator stated when gathering data for an MDS
Assessment, she looked at the resident's orders,
progress notes, abservations, events, therapy notes,

and the initial admission assessment. She reported the
oxygen administration for RS54 should have been “caught”
in the many audits that had been done; however, it had
not been. The MDS Coordinator further stated that had
been an error on the resident's MDS Assessment.

During interview on 06/04/2025 at 3:11 PM, the Director
of Health Services (DHS) slated her expectation was
that MDS assessmenls were completed accurately and
limely.

During interview on 06/05/2025 at 11:02 AM, the
Executive Director (ED) stated his expectation was for
staff to use the audits the facility had in place and

to be thorough in completing the residents’ MDS
Assessments.

Respiratory/Tracheostomy Care and Suctioning

FO641

F06S5

1. What corrective action(s) will be accomplished for

07/08/2025

LSE-=-B-
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S$S=D those residents/patients found to have been affected by
CFR(s): 483.25(i) the deficient practice?
§ 483.25(i) Respiratory care, including tracheostomy Resident #54 was identified as having the potential to
care and tracheal suctioning. be affected by the cited deficiency. Orders were
obtained for resident's home regimen of 2L oxygen via
The facility must ensure that a resident who needs nasal cannula at bedtime at bedtime. Resident had no
respiratory care, including tracheastomy care and adverse side effects related to cited deficiency and
tracheal suctioning, is provided such care, consistent oxygen levels ranged from 92-100%. Resident was
with professional standards of practice, the discharged home on 6/16/2025 as planned.

comprehensive person-centered care plan, the residents'
goals and preferences, and 483.65 of this subpart.
2. How will you identify other residents/patients

This REQUIREMENT is NOT MET as evidenced by: having the potential to be affected by the same
deficient practice?

Based on interview, record review, and facility

standard operating procedure review, the facility All residents on supplemental oxygen had the potential

failed to obtain orders for supplemental oxygen use for to be affected. All residents on supplemental oxygen

1 of 1 resident reviewed for respiralory care, out of will have MD orders in place per Hospital Discharge

the 16 total sampled residents (Resident (R)54). Summary or with respiratory change of condition. On

6/24/2025, all sesidents on supplemental oxygen were
visualized by Director of Health Services {DHS) and
The findings include: orders were reviewed to ensure Medical Director orders
were in electronic health record. No additionat
deficiencies were identified.

Review of the facility's standard operating procedure
(SOP) titted, "Administration of Oxygen,” last reviewed

12/13/2024, revealed, "OVERVIEW Guidelines to properly 3. What measure will be put into place or what systemic
Administering Oxygen and any Respiratory procedure. SOP changes you will make to ensure that the deficient
DETAILS 1. Verify physician's order for the procedure.” practice does not recur?

On 6/24/2025, all licensed nursing staff were educated

Review of R54’s "Resident Face Sheet" revealed the by Diractor of Health Services (DHS) on Use of Oxygen
facility admitted him/her on 04/21/2025, with diagnoses and to obtain oxygen orders on admission, per resident
to include: pulmonary embolism, acule embolism and home regimen as requested and with any change of
thrombosis of unspecified deep veins of left lower respiratory condilion with real time discussion and
extremity, acute respiratory failure wilh hypoxia, post lest questions to ensure competency. Staff are to
atelectasis (complete or partial collapse of a lung or receive a 100% pass rate on post test 10 ensure staff

a lobe of a lung), pulmonary fibrosis, and pulmonary retained education provided. Any newly hired ticensed
hypertension. nursing staff will have education provided during new

hire orientation by their nurse preceptor/mentor The
campus does not use agency staff.

Review of the Admission Minimum Data Set (MDS)
Assessment, with an Assessment Reference Date (ARD) of

04/25/2025, revealed the facility assessed R54 to have 4. How the facility plans to monitor its performance to
a Brief Interview for Mentat Status (BIMS) score of 15 ensure that solutions are sustained.

out of 15, indicating the resident was cognitively

intact. Beginning 7/2/2025, the Director of Health Services or

Assistant Director of Health Services will visualize
and review residents on supplemental oxygen to ensure

Review of R54's “Care Plan,” revealed the facility Medical Director orders are in place weekly x1 month,
identified included a problem, dated 04/30/2025, that every other week x 2 months, then monthly x 3 months
indicated the resident had the potential for shortnass

of breath while lying flat. Further review revealed the As a quality measure, the DHS will review any findings
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oxygen per physician’s order and as needed (dated
04/30/2025).

Review of R54's "Active Orders” revealed an order dated
04/23/2025, for nursing to manage the resident’s oxygen
administration in coordinalion with the physician to
prevent respiratory acidosis. Review of the Aclive

Orders further revealed however, no physician's order
specifying when R54's supplemental oxygen was fo be
administered or a with a prescribed supplemental oxygen
flow rate.

tn interview on 06/04/2025 at 8:59 AM, R54 stated
he/she used supplemental oxygen at night as his/her
oxygen level dropped whenever he/she laid down. The
resident further stated he/she had used supplemental
oxygen every night since being admitted to the

facility.

Review of the nursing "Progress Note,” dated 04/22/2025
at 10:08 PM, revealed R54 had an oxygen saturation (02
sat} level of 91 percent on ragom air. Review further
revealed supplemental oxygen was administered to R54 at
a rate of two liters per minute (2 LPM) by way of nasal
cannula.

Review of the physician "Progress Note” dated
04/23/2025 al 8:04 PM for R54, revealed under a section
titled, "Assessment” it was noted the resident was

status post (s/p) acute hypoxia respiratory failurs,

and was on oxygen. Review of the Progress Note further
revealed under a seclion tilled, "Plan,” it was noted

to "Conlinue oxygen.”

Review of the nursing Progress Notes, dated 04/27/2025,
05/02/2025, 05/04/2025, 05/05/2025, 05/08/2025,
05/1212025, 05/14/2025, 05/15/2028, 05/19/2025,
05/20/2025, 05/21/2025, 05/29/2025, and 05/31/2025,
revealed it was documented R54 used supplemental
oxygen. Further review of those nursing Progress Noles
revealed staff should refer to physician's orders for

the oxygen flow rate and delivery method for R54.

In inlerview on 06/03/2025 at 2:32 PM, Licensed
Practical Nurse (LPN) 1 stated RS54 wore supplemental
oxygen at night. LPN 1 further stated there should have
been an order for RS4's supptemental oxygen

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (XS5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFtX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F0695 Conlinued from page 10 F0695 | Continued from page 10
8S=D intervenlions directed staff to administer supplemental and corrective action at least quarterly and ongoing

until campus achieves one hundred percent compliance in
the campus Quality Assurance Performance Improvement
meetings. The plan will be reviewed and updated as
warranted. Ongoing monitoring will continue beyond 6
months, if warranted, until 100% compliance is met.

5. Date of compliance 7/8/2025
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Continued from page 11
administration and a place to record the resident’s
oxygen saturation level.

In interview on 06/04/2025 at 9:53 AM, LPN 2 stated R54
wore supplemental oxygen at night. She further slated
there should have been an order for R54's supplemental
oxygen.

In a telephone {phone} interview on 06/04/2025 at 1:01

PM, LPN 4 stated she worked on the nightshift and had
cared for R54 several times. LPN 4 further stated she

had observed R54 wearing supplemental axygen when she
cared for the resident.

In interview on 06/04/2025 at 3:11 PM, the Director of
Health Services (DHS) stated a physician's order was
needed for the administration of supplemental oxygen.
The DHS said it was her expsctation for nurses lo

obtain an order if a resident needed to use

supplemental oxygen. She reported nurses could provide
supplemental oxygen in an emergency situation and then
immediately notify the physician for an order and
parameters to follow. The DHS reviewed R54's physician
orders and verified there was no order for supplemental
oxygen for the resident. She further verified R54 wore
supplemental oxygen nightly and had since being
admitted to the facility.

Free of Medication Error Rts 5 Prcnt or More
CFR(s): 483.45(f)(1)
§483.45(f) Medication Errors.

The facility must ensure that its-

§483.45(f)(1) Medication error rates are not 5 percent
or greater;

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review,

facility policy review, and review of manufacturer's
information, the facility failed to ensure the

medication error rate was less than S percent (%). The
facility had 4 medication errors out of 26 tolal
opporiunities, affecting 2 of 3 residents reviewed
during the medication administration task {Resident
(R)54 and R58), which resulted in a medication (med)
ervor rate of 15.38 %.

F0695

FO759

[No data entered}

07/08/2025
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The findings include:

Review of the facility policy tilled, "Medication
Administration - General Guidelines,” revised 11/2018,
revealed medications were to be administered as
prescribed in accordance with good nursing principles
and practices and only by persons legally authorized to
do so. Conlinued review of the policy revealed, the
"FIVE RIGHTS" for medication administration revealed
the rights included: right resident; right drug; right
dose; right route; and right time and were to be

applied for each medication being administered. Per
policy review, The policy medications were to be
administered in accordance with written orders of “the
prescriber.” Further policy review revealed medications
were to be administered within 80 minutes of the
scheduted time, except before, with or after meal
orders, which were "administered based on mealtimes.”

1. Review of the "Resident Face Sheet” for R58 revealed
the facility admitted the resident on 05/14/2025, with
diagnoses that included gastrointestinal hemomhage and
constipation.

Review of the Admission Minimum Data Set (MDS)
Assessment, wilh an Assessment Reference Date (ARD) of
05/16/2025, revealed the facility assessed R58 to have

a Brief Interview for Mental Status (BIMS) score of

nine out of 15, which indicated lhe resident had

moderate cognitive impairment.

Review of the "Active Orders” for R58 revealed an order
dated 05/19/2025, for palyethylene glycol 3350 powder

(a laxative} 17 grams (gms) per dose with instructions

to administer one lid full in water twice a day between

6:00 AM and 10:00 AM and between 6:00 PM and 10:00 PM.

Observation of medication administration on 06/03/2025
at 8:28 AM, revealed Licensed Practical Nurse (LPN) 1
removed the bottle top from the polyethylene glycol

3350 powder, poured the powder into the bottle top.
Conlinued observation revealed LPN 1 then without
placing the top of the bottle on a flat surface and
measuring the medication with the provided measurement
lines on the inside of the bottle top itself, poured

the powder into a drinking glass. Further observation
revealed LPN 1 then poured approximately four ounces of
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with his/her other medications.

During interview on 06/03/2025 at 2:24 PM, LPN 1 stated
she did not know the proper way to measure the corect
dosage of polyethylene glycol 3350 powder

During interview on 06/04/2025 at 9:53 AM, LPN 2 stated
powdered medications, such as polyethylene glycol,
usually came with a scoop. The LPN reported if the
powdered medication did not have a scoop, "you" should
fill the cap of the medication bottle. LPN 2 further

slated to make sure the medication was measured
comrectly, "you™ should shake the lid or tap it on top

of the cart to see if it was level.

During interview on 06/04/2025 at 10:12 AM, Registered
Nurse (RN) 3 stated for powdered medications, such as
palyethylene glycol, she used the clear medication cups
for accuracy. RN 3 said if a staff member did not level
the medication to ensure the comrect amount was being
administered, it would be a medication error.

During interview on 06/04/2025 at 3:11 PM, the Direclor
of Health Services (DHS) stated for a powdered
medication, such as polyethylene glycol 3350 powder,
there was a line in the bottle tap that staff were to

utilize when administering the medication. The DHS
further stated the medication should be filled to that

line and confirmed by the nurse by checking it at eye
level.

2. Review of the "Resident Face Sheet” for R54 revealed
the facility admitted lhe resident on 04/21/2025, with
diagnoses that included diagnoses of hypokalemia (jow
potassium levels) and hypothyroidism (low thyroid
levels).

Review of the Admission MDS Assessment, with an ARD of
04/2512025, revealed the facility assessed R54 to have

a BIMS score of 15 oul of 15, which indicated the

resident was cognitively intact.

Review of the "Active Orders” for R54 revealed the
orders contained the foltowing:

GLEN RIDGE HEALTH CAMPUS 6415 CALM RIVER WAY , LOUISVILLE, Kentucky, 40299
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SS=E red juice into the cup, stirred it, and gave it to R58
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SS=E - an order dated 04/21/2025 for calcium carbonate 500
milligrams {mg), one tablet once a day between 6.00 AM

and 10:00 AM;

- an order dated 04/21/2025 for “ferrous gluconate™ 324
mg (38 mg of iron)” with instructions to administer

with breakfast, once a day between 6:00 AM and 10:00
AM;

- an order dated 05/10/2025 for levothyroxine 125
micrograms {mcg) once a day between 6:00 AM and 10:00
AM; and

- an order dated 04/21/2025 for potassium chloride
extended release 20 milliequivalents (mEq) with
instructions to administer with meals, twice a day

between 6:00 AM and 10:00 AM and between 4.00 PM and
6:00 PM.

Review of the Manufacturer’s "Prescribing Information”
for levothyroxine sodium revealed the following
instructions: "Take UNITHROID (levothyroxine sodium) on
an empty stomach at least 30 minutes to 1 hour before
eating breakfast or 3 or more hours after dinner or

your last meal of the day.” Review further revealed to
wait "4 hours before or after taking calcium or iron
supplements (including prenatal vitamins).”

During observalion of medication administration on
06/03/2025 al 8:42 AM, LPN 1 prepared R54's
medications, including calcium carbonate 500 mg,
ferrous gluconate 324 mg, levothyroxine 125 mcg, and
potassium chloride 20 mEq, and placed them into one
medication cup. Observation further revealed LPN 1
administered the medications to R54 with a 5-ounce
glass of waler.

During interview on 06/03/2025 at 2:24 PM, LPN 1 stated
medicalions that were to be administered with food
should be given within 15 minutes of consuming food.
She confirmed R54's potassium was ordered to be given
with food and verified the breakfast trays had not been
delivered {o the hallway at the time of the medication
pass observation. The LPN reported she had not provided
food for R54 during the morning medication pass. LPN 1
stated she also administered R54's tevothyroxine along
with the residents’ other morning medications,

including his/her calcium and iron.
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During interview on 06/04/2025 at 9:53 AM, LPN 2 stated
a medication that was to be given with food should be
given within 30 minutes of the resident consuming food,
or a snack could be provided to the resident. She

further stated typically, thyroid medications {such as

the resident’s levothyroxine) were given an hour before
all other medications.

During interview on 06/04/2025 at 10:12 AM, RN 3 stated
if medicalion was (o be given with foad, the resident

had to be eating when the medication was given. The RN
said she usually waited until the resident had eaten
before she gave the medication to the resident. RN 3
reported if it was not mealtime, a snack, such as

pudding or crackers, could be given with the

medication. The RN further stated levothyroxine was a
medication that was to be administered separately from
other medications and was usually given at 5:00 AM.

During interview on 06/04/2025 at 3:11 PM, the Director
of Health Services (DHS) slated if medication was to be
given with food. She said if a meal was not present at

the time of the medication administration, the nurse
should provide pudding or crackers during the

medication pass to coat the resident's stomach. The DHS
explained medications that were to be administered with
food should be given to the resident with food. She
reported levothyroxine was a medication thal was to be
given separately from other medications and on an empty
stomach. The DHS confirmed RS54 had not been asked if it
was his/her preference to take all his/fher medications
together and there was no order for the levothyroxine

to be given along with all the other medications. She
stated her expectation was for the nurses to follow the
physician’s orders for medication administration. The
DHS further stated all of the above discussed

medication administration issues were medication

ervors.

During interview on 06/04/2025 at 4:11 PM, Pharmacist 5
stated the recommendation for levothyroxine was to
administer the medication an hour before all other
medications and on an empty stomach for the best
absorption. Pharmacist 5 said potassium should be given
with food to prevent stomach upset and the physician's
order should be followed.

During interview on 06/05/2025 at 11:02 AM, the

GLEN RIDGE HEALTH CAMPUS 6415 CALM RIVER WAY , LOUISVILLE, Kentucky, 40299
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [[»] PROVIDER'S PLAN OF CORRECTION (X5}
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 THE DATE
APPROPRIATE DEFICIENCY)
F0759 Continued from page 15 FO759
SS=E

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: ADMZ11

Facility ID 100729A

If continuation sheet Page 16 of 17



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

PRINTED: 08/07/2025
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES %é)NF;ng:gFg{]SSSSEEESICUA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 185461 ’ A. BUILDING 06/05/2025
B.WING

NAME OF PROVIDER OR SUPPLIER
GLEN RIDGE HEALTH CAMPUS

STREET ADDRESS, CITY, STATE, ZIP CODE
6415 CALM RIVER WAY , LOUISVILLE, Kentucky, 40293

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {X5)
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 THE DATE
APPROPRIATE DEFICIENCY)
F0759 Continued from page 16 FQ759
SS=E Executive Director stated his expectation was for the

nurses to administer medicalions the proper way.

FORM CMS-2567 (02/99) Previous Versions Obsolele

Event ID: ADMZ11

Facility 1D: 100729A If continuation sheet Page 17 of 17



