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An onsite re-visit for the standard health survey
was initiated on 02/23/16 and concluded on
02/24/16 found the facility in compliance on
01/1/16 as alleged in their PoC.
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must be provided by qualified persons in
accordance with each residant's written plan of
carg.

This REQUIREMENT i= not met as evidenced
by:

Based on interview, record review, ang facility
policy review, it was determined the facility failad
to follow the care plan for one {1) of nineteen
{19) sampled rasidents (Resident #8). The
facility care planned Resident #5 for pain and
Registerad Nurse (RN) #1 failed to complete &
prompt assessment and administer pain
medication as care planned for Resident #6 after
sustaining an infury and pain from a fall.

The findings Includa;

Interview with the Administrator, on 11/25/15 at
3:20 PM, revealad the facility did not have a
policy on care plans; however, utilizad the
Resident Assassment Instrument (RAI) s their
policy.

Review of the RA[, Minimum Dats Set (MD35)
Manual, Chapter 4.7, page 4-1, #12 revealed the

lntardiscieimary Team (IDT) identifies specific,
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F 000 | INITIAL COMMENTS FO00| 14 the best of my knowledge and
belief, as an agent of Diversicare of
A Recertification Survey was initiated on Seneca Place, the following plan of
1 1!23/‘!5 and cancluded on 11/25/15 and found correction canstitutes a written
the facility not maating the minimum . ial
requirements for recertification with defidiencies allegation of s.ubstant A .
cited at the highest scope and severity of a "G", - compliance with Federal Medicare
F 282 | 483.20(k){(3)(i) SERVICES BY QUALIFIED F 282 and Medicald requirements.
55=G | PERSONS/PER CARE PLAN .
Preparation and exacution of this
The services provided or arranged by the facility plan of correction does not

constitute an admission or
agreement by the provider of the
truth of the facts zlleged or
conclusions set forth in the alleged
deficiencies. This plan of
correction is prepared and/or
executed solely because it is
required by the provisions of
Federal and State law.

F282

What corrective action will be
accomplished for those residents
found to have been affected by the
deficient practice?

Resldent #6 records including pain
assessment, care plans, and
documentation were reviewead and
updated on 11/25/2015 to reflect
the care needs of the resident’s
status. Resident #6 Is no longer a
resident of the facility.
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] pratection to the patisnts. (See instructions,) Except for nursing homes, the findings stated abave are disclosable 90 days followlng the

safeguards provide sTifficien

fé%é//&"

date of survey whether or not a plan of cortection ia provided, For nuising homes, the above findings &hd plans of correctioh are disclosable 14 days following the data
these documanta ane made avaliatle to the Tacllity. if deflolencies are cited, an approved plan of correction is requisite to continued program padicipation.
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individualized steps or approaches that will be
taken to help the resident achieve his or har
goals, These approaches serve as instructions
for resident care and provide for the contin uity of
care by all staff, Precize and concise instructions
help staff understand and implemeant
interventions,

Review of the clinical record for Resident #6
revealed the facility admitted the resident on
D8/26/15 with diagnoses of a Fracture of Lumbar
Vertabra, History of Falling, Retention of Utine,
Lack of Coordination, Difficutty Walking, Utinary
Tract Infection (UTI), Myocardial Infarction, and
Heart Disease,

Review of Resident #5's quarterly Minimum Data
Set (MDS) assessment, complated on 08/02/1 5,
revaaled the facility assessed the resident as
requiring one (1) person extensive asslst to walk
and one (1) person limited assist to complete
activities of daily living {ADLs). The facitity
conducted a Brief interview for Menta) Status
{BIMS) exam during the MDS assessment with o
score of nine (3) out of fifieen (15} on the BIMS
exam indicating the resident was modarately
impaired.

Review of Resident #&'s care plan refated to
pain, dated 09/04/15, revealed the rosident
experienced the frequent presence of pain in
hisfher back due to & lumbar compression
fracture after a fall at homea prior to admission to
the facility. Interventions included staff
evaluating the location and intensity of the
resident's pain. Staff was to administer pain
medication as ordered, report any uncontrolted
pait to the physician, and evaluate vital signs as

residents having the potentlal to
be affected by the same deficient
practice?

All current residents who have had
falls in the past 30 days have had a
pain agsessment completed
utilizing the Pain User Defined
Assessment {UDA) these were
completed on 1/1/2016 and
reviewed by the DNS to ensure
pain was assessed and addressed
appropriately . Any updates
needed to the plan of care found
during this process have been
identified and addressed.

What measure will be put into
place or systemic changes made to
ensure the deficient practice will
not recur?

The Director of Nursing and/or the
itaff development coordinator will
educate all licensed staff on falls
management protocal including
post fall documentation, pain
assessment, medication

effectiveness, care plan
interventions and communication.

Education will be completed by
January 1, 2016, To maintain
continued compliance, the
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needed. The staff was to observe for both verbal
and nonverbal indicators of pain,

Review of the Physician Orders, dated Octoher
2015, revealed the physician ordered Norco
5-325 milligram {mg) tablet by motth every six
(B} haurs as needed (PRN) for pain. The order

also stated the tacility must document pain lavel

on a scake of one (1) to ton (10).

Raview of the Incident Log, printed 1172715 at
8:35 AM, revealed Resident #6 sustained a fall
on the night of 10/28/15 or early morning of
10/29/15. The fall occurred in the residant's
room at &h unknown time.  The report stated the
resident sustained an abrasion. Mo in-house
treatment or other disposition was recorded on
this form.

Interview with RN #1, on 11/24/15 at 6:10 BN,
revealed Resident #8 complained of pain and
had difficulty moving on the moming of 10/26/15,
The RN stated she did not give the resident pain
medication at the time and declded to monitor
the resident for continued paln instead. She
could not state why she did not give pain
medication at that time as directed by the care
plan and policy.

Further interview with RN #1, on 11/25/15 st 2:58
PM, revealed RN #1 did not romplste all
assessments after Resident #6 reported a fall on
10/28/15, The nurse stated she did not
remember if she assessed the rasident's pain on
10/289/15 and did not docurnent any paln
assessment as directed by the care plan.

Review of the Deparimental Notes completed by

!

hire orientation with all licensed
staff by the 5DC, ADNS or DNS,

Residents identified to have a fall
will be reviewed at the next clinical
start up meeting by the
interdisciplinary team (10T} to
ensure the Diversicare falls
guidelines are being followed. The
DT will follow the resident for at
least 72 haurs, In the clinical start
up meeting, to ensure that the
resident i not having any negative
effects related to the fall and that
any newly applied interventions
are affective.

How will the facility monitor
performance to ensure solutions
are sustained?

To maintain continued compliance
the DNS or ADNS will manitor falls
through the clinical start up
meeting which ocours with the
interdisciplinary falls team 5 times
a week (Monday through Friday).
During the weekends (Saturday
and Sunday) the weekend
supervisor will be responsible to
monitor the falls, The
interdisciplinary falls team and/or
weekend house supervisor will
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RN #1, on 10/31/15 at 8:53 AM, revesled the RN
completed a late entry pertaining to Rasident
#6's fall on 10/29/15. The note stated Resldent
#G complained on Thursday morning, 10/29/15,
of some difficulty moving his/her left leg, was
gritnacing, and complaining of pain, The note
did not contain information indicating the
resident's pain rating on the pain scale nor any
infarventions used to assist the resident to
contrel pain, as directed hy the plan of care,

Review of the narcotic sheet for Resldent #8's
Norco, dated 10/09/15, revealed the nursing staff
signed as removing the medication from the
narcotic drawer on 10/30/15 at 7:00 PM and on
10434716 at 1:00 AM. However, review of the
Madication Administration Record (MAR), dated
Octaber 2015, revesled the nurse did not
document the administration of the pain
medication Norco on 10730415 or 10/31/15 nor
was there any documentad evidence the residant
was assessed for effectiveness of the pain
medication, per the resident's pian of care,

Review of the facility's Departmental Notes,
dated 10/27/15 through 10/31/15, revealed no
documented evidence of pain assessments
completed after Resident #6's reported fall as
directed by the care plan.

interview with the Assistant Director of Nursing
(ADONY), on 11/25/15 at 11:10 AM, révealed that
by not identifying and documenting Reslident #6's
injuty as directed by the care plan, the resident's
pain may have been prolonged and he/she was
at increased risk of injury and pain,

Further interview with the Director of Nursing

Compliance Review Log, as well as
a Fall Event IDT Review Checklist to
ensure all aspects of the follow up
is completed for each fall.

If an issue of non-compliance is
identified, the weekend supervisar,
S5DC, ADNS or DNS will provide 1:1
re-education to the team member
and immediate follow-up on the

Incident wilt be completed. Care

. plans will be reviewed upon

admisston, quarterly, annually and
with each change of condltion.
Care plan changes for falls will be
initially updated on the post falls
huddle form and then changes to
the master care plan will be
updated during the clinical start up
meeting by an MDS team member,
any changes rmade at that time will
then communicated to the floor
staff immediately.

The nursing leadership team
including unit coordinators,
weekend supervisors, SDC, medical

© records, ADNS and DNS will

observe 5 residents with falls in the
past 30 days each week for 6
weeks to ensure staff are
delivering care based on their care
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§8=G | HIGHEST WELL BEING

Each resident must raceive and the facility must
provide the necessary care and services to sttain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of cara.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and fagility
policy review, it was determined the facility failed
to ensure staff provided care and services to
meet the clinical needs for one (1) of ninetaen -
{19) sampled residents (Resident #6). The staff
failed to assess, monitor, and manage pain aftar
Resident #6 sustained a fall and delayed the
idertification of an injury after Resident #6
exparienced significant pain from the fall. The

o4y 10 SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION - o5
PREFLY (EACH DEFICIENCY MUEY BE PRECEDED BY FULL PREFD (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFVING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE CAte
DEFICIENCY)
F 282} Continued From page 4 F 282 plan. Findings of these
_ | (DON), on 11/25/15 at 9:00 AM, revealed the cbservations will be reviewed at
nurse should have completed and documented the center’s monthly QAPI
pain assessmant per the care plan. meeting. If after 6 weeks, the
team mermbers are consistently
Interview with the Administrator, on 11/25/15 at following the care plan, the n ursing
3:20 PM, revaaled the ataff did not manage . . . .
Rasident #68's pain per the care ptan and resulted admrmstratmn team will continue
in a delay in identifying the resident's fracture. observation of 5 restdents with
falls in the past 30 days monthly
Record review revealed the resident was for & months to ensure sustained
diagnosed with a fractura involving the femoral compliance, The QAPI team will
neck with a lateraf displacement on 1 D/31715, two determine the ne e‘ d for further
{2) days after the incident, )
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 300 review depending on the outcome

of the observational rounds after §
months.

The DNS will maintain the QAPI Fall
Event IDT Compliance Review Log
to identify any patterns or trends
and report these findings and any
necessary plans of action at the
monthly QAP! meeting. All findings
will be reviewed in the monthly
QAP meeting, which is attended
by the center’s administrator, the
Medical Director and other center
departmental leadership team
members. The QAPI Fall Event IDT
Compllance Review Log will be
completed monthly for 6 months
and then quarterly thereafter. All
findings will be reviewed in the
QAPI meeting for 6 months for any

FORM CM8-2567(02-89) Previous Versions Obsalete Event i3, ZICP 11
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F 309 | Gontinued From page 5 F 309 additlonal Interventions and/or

resident was diagnosed with a fracture involving
the femoral neck with a lateral displacement on
10/31715, two (2) days after the incldent,

The findings include:

Review of the facility's Residents' Rights, net
dated, revesled the residents had the right to
receive adequate and appropriate care and
services,

Review of the facility's Care System Guideline
for Paln Management, not dated, revealed the
facility would complete a pain assessment upon
adtmission, change of condition, and Guarterly
using a numeric rating scale or vergal descriptor
scale. The facility would conduct a pain
assagsment after a resident fall or any acute
change of condition where pain was suspected,
The facility would then record the findings of the
pain assessment in the clinical records including
the evidence based rating or descriptor seale,
Additionally, nursing would nota ongoing
monitoring and efiectiveness of Interventions in
the medical racord and progress notes. After a
resident experienced a fall or other acute
change, the Interdisciplinary Team {iDT) would
then review the completed pain assessment and
evaluate the effectivenass of the resident's pain
management interventions,

Intarview with the Administrator, on 11/25/16 at
320 PM, revesled the facility used the Perry
Potter Clinical Nursing Skills and Techniques,
Eighth (8th) Edition, as the facility's policy for
assessing range of motion and for conducting
muscuioskeletal and neurologic assassments,

H

suggestions recommended to
maintain continued compliance.
The QAPI team will determine the
need for further review depend ing
on the outcome of audits after 6
months,

The facility will be in substantial
compliance by January 1, 2016.

F309

What corrective action will be
atcomplished for those residents
found to have been affected by the
deficient practice?

Resident #6 no longer a resident at
Seneca Place. RN #1 was educated
when she returned to work on
11/27/2015 regarding the
Diversicare falls guidelines, pain
assessment, musculoskeletal and
neurological assessment and
treatment of pain and skin
alterations.

How will the facility identify other
residents having the potential to
be affected by the same deficient
practice?

All current residents whe have had
falls in the past 30 days have had a

T
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Review of the Perry Potter Clinical Nursing Skills
and Techniques, 8th Edition, revealed the facility
would conduct a neurological assessment and
tmusculoskeletal assessment when 3 resident
reporied pain or impaiment, The facility would
complete the assessments to determine the
nature, extent, location, duration, and severity of
the resldent's reported pain. The assessments
would Include asking the resident to describe
recent falls and to describe the {ype, location,
and severity of the pain, The asgessmants also
would include observing the resident for &
change in Range of Mation (ROM) and other
functivning, The steps for implementing the
assessments included observing the resident's
body for alignment while the resident was sitting,
laying down, and in several other positions,
inspecting gait as the resident walked, and
asking the resident to move the major joints,

Review of the facility's Care System Guidefine
for Falls, not dated, revealed the facility would
physically assess a resident for injuries and
render medical attention as needed after a
resident fall. The facliity would then notify the
physician and resident's responsible party.

Review of the facifity's Incident Report Checklist,
dated 12/24/13, revealed the information the
facility would include In the nurse's note
pertaining to = resident fall and tha steps nursing
staff would taken to complete an incident
investigation, The form stated what information
the nurse's note must entall which included:
injury description; pain level: nauro checks for
any head injury or unwitnessed fall: and range of
motion. The checklist would include places for

utilizing the Pain User Defined
Assessment (UDA) these were
completed on 1/1/2016 and
revlewed by the DNS to ensure
pain was assessed and addressed
appropriately . Any updates
heeded to the plan of care found
during this process have been
identified and addressed.

What measure will be put Into
place or systemic changes made to
ensure the deficient practice wil
not recur?

The Director of Nursing and/or the
staff development coordinator will
educate all licensed staff on the
Care System Guideline for Pain
Management, the Care System
Guideline for fall, conducting a
musculoskeletal and neurological
assessment and the resident’s
rights including the right to receive
adequate and appropriate care and
services. Education will be
completed by January 1, 2016,

To maintain continued compliance,

this education will be dene during

new hire orientation withall
licensed staff by the SDC, ADNS or

the DNS,
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staff to document they completed & head to toe
assessment and if they initiated neuro checks.

Interview with the Director of Nursing (DON), on
1172515 at 9:00 AM, revealed nursing staff was
required to use the Incident Report Checklist with
each regident fall,

interview with Resident #5, on 11/23/15 at 4:30
PM, revealed the resident had fallen In his/her
room & couple of weeks prior and that he/she
naaded Increased assistance with transfers in
and out of the bed since that fall. The resident
stated helsha had first come fo the facility after
suffeting a fall in the home that resulted In a
broken backbone. However, the resident fell
again while at the facility and suffered a broken
hip. Resident #6 stated he/she got out of the bed
in the night and tripped on a chair in the room,
He/she bumped his/her head on the chair on the
way to the floor and landed on his/her knee on
the ficor. Resident #6 stated he/she was unclear
on the amount of time that passed between the
fall and going to the hospital, The residant was
unclear about any details regarding reporting the
fall to the staff or ahy assessments or treatments

following the fall.

Review of the clinical record for Resident #5
revealed the facility adrnitted the resident on
08/26/15 with diagnoses of a Fracture of Lumbar
Vertebra, History of Falling, Retention of Urine,
Lack of Coordination, Difficulty Walking, Urinary
Tract Infection (UTH), Myocardial Infarction, and
Heart Disease,

Review of Resident #6's quatterly Minimurm Data
Set (MDS) assessment, completed on 09/02/15,

will be reviewed at the next clinical
start up meeting by the
interdisciplinary team (iDT) to
ensure the Diversicare falls
guidelines are being followed. The
IDT will follow the resident for at
least 72 hours, in the dinical start
up meeting, to ensure that the
resident is not having any negative
effects related to the fall and that
any newly applied interventions
are affective,

How will the facllity monitor
performance to ensure solutions
are sustained?

To maintain continved compliance
the DNS or ADNS will monitor falls
through the clinical start up
meeting which occurs with the
interdisciplinary falls team 5 times
a wesk (Monday through Friday).
During the weekends (Saturday
and Sundayj the weekend
supervisor will be responsible to
monitor the falls. The
interdisciplinary falls team and/or
weekend house supervisor will
utilize 2 QAP Fall Event IDT
Compliance Review Log, as well as
a Fall Event {DT Review Checklist to
ensure all aspects of the follow up
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revaaled the facility assessed the resident as
requiring one {1) pereon extensive assist to walk
and one (1) person limited assist to complete
activities of daily fiving (ADLs). The facility
conducted a Brief Interview for Menial Status
{BIMS) exam during tha MDS assessment with a
scare of nine (3) out of fifteen (15) on the BIMS
exam indicating the resident was moderately
impaired,

Review of Resident #8's care plan related to
pain, dated 0§/04/15, revealed the resident
experlenced the frequent presence of pain in
hisfher back due to a lumbar compressioh
fracture after a fall at home prior to admisaion to
the facility. Interventions included the staff was
to evaluate the losation and intensity of the
resident's pain, The staff was to adrminister pain
medication as ordered, report any uncontrolled
pain to the physician, and evaluate vital signs as
nesded. The staff was to observe for both varbal
and nonverbal indicators of pain.

Review of the Physician Orders, dated October
2015, revesled on 08/26/15 the physician
ordered Norco 5-325 milligram {mg) tablet by
mouth every six (8) hours as nesded (PRN) for
pain, The order also stated the facility must
document the paln level on a scale of one (o
ter {10).

Review of the Incident Log, printad 11/27/15 at
8.35 AM, revealed Resident #6 sustained a fall ‘
on the night of 10/28/15 ar early morning of
10/29/15, The fall occurred in the resident's room
at an unknown time. The report stated the
resident sustainad an abrasion. No in-house
treatment of other disposition was recordad on

if an issue of non-compllance is
identified, the weekend supervisor,
SDC, ADNS or DNS will provide 121
re-education to the team member
and immediate follow-up on the
incident will be completed. Care
plans will be reviewed upon
admisslon, quarterly, annually and
with each change of condition,
Care plan changes for falls will be
initially updated on the post falls
huddle form and then changes to
the master care plan will be
updated during the clinical start up
‘meeting by an MDS team member,
any changes made at that time will
then communicated to the floor
staff immediately,

The DMS will maintain the QAPI Fall
Event IDT Compliance Review Log
to identify any patterns or trends
and report these findings and any
necessary plans of action at the ‘
monthly QAPt meeting. All findings
will be reviewed in the monthly
QAPI meeting, which is attended
by the center’s administrator, the
Medical Director and other center
departmental leadership team
members. The QAPI Fall Event |DT
Compliance Review Log will be
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this form,

Review of the Resident Incident Report, dated
10/30/15 st 12:11 AM, revealed Registered
Nurse (RN) #1 created an incident report in the
facility's medical records. The narrative
axplained the resident reported he/she had
gotten out of bed, tripped on something, and fell
forward hitting histher head on a chair in the
room. The resident then reported he/she went
back to bed. The narrative continued to state the
resident had a bruise on the top of histher head,
bruises an hismher left rib cage, and an abrasion
on histher laft leg. The RN documented she
placed steri strips on the resident's open areas,
The incident report did not contain vital signs or
report of pain assessment or if nursing
completed any range of motion assessments as
stated in thelr policy,

Interview with Certified Nursing Assistant (CNA)
#2, on 11/25/15 at 10:55 AM, revesled the
resident reported pain and difficuity moving
his/her left leg on the moming of 10/29/15. CNA
#2 stated she was providing moming care to
Resident #8 and asked the resident to straighten
his/her leg. The resident stated he/she was
unable to put the leg down due to pain in the leg
and rubbad the inside of histher leg. The CNA
stated she noticed bruising on the inside of the
leg. Resident #5 then told the CNA that he/she
had gotten up in the night and fell over the chair
in the room. CNA#2 stated because of the
resident's increased confugion at that time, she
was unzure at that time if the resident had really
fallen or if ha/she had dreamed they had fallen.
However, the CNA stated she did report the
possible fall {o the nurse, RN #1. The CNA

and then quarterly thereafter. All
findings will be reviewed in the
QAP] meeting for 6 months for any
additional interventions and/or
suggestions recommended to
matntain continued compliance,
The QAPI team will determine the
need for further review depending
oh the outcome of audits after 6
months.

The facility will be in substantial
compliance by January 1, 2016.

(e
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witnagsed RN #1 asking the resident what had
happened and the resident stated he/she had
fallen,

Intarview with RN #1, on 11/24/15 at 6:10 PM,
revealed Resident #6 complained of pain and
acted as though ha/she had difficully moving on
the moming of 10/20/15, RN #1 stated Resident
#6 had been experiencing a Iot of confusion
sitice histher return from the hospital on
10/27/15, On the morning of 10/20/1 5, the
resident reportad pain and difficulty moving.
Resident #6 reported he/she had fallen in the
room and hit the chair, The RN stated she did
nat give tha resident paln medication at the time
and decided to monitor the resident for continued
pain. She could not state why she did rot give
pain medication at that time. The nurse stated ‘
she looked at the resident and did not see any
brutsing on the resldent nor see abnormalities
with the resident's leg at that time. RN #1 did not
take vitals after learning of the fall, She stated
she did not feel they were hecessary because the
resident had fallen on a prior shift. She stated
fater in the aftarnoon the resident denied any
paln. She stated she was off for a coupla days
following the incident and she made & note of the
incident in the Departmental Notes a few days
later when she returned to work,

Further Interview with RN #1, on 11 125/15 at 2:58
PM, revealad RN #1 did not initiate neurologicat
checks on tha resident because the fall
happened prior to her shift, She stated she was
unsure of how long before her shift the fall had
taken place, but that she felt it was UNhecessary
to conduct neurological checks on the resident
when the fall had taken place on previous shift

|
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and some time had already passed. The nurse
stated she did not remember if she assessed the
resident's pain on 10/28/15, and that she did not
know if she documented any pain assessment gs
directed by the policy. RN #1 stated she
completed a head tg toe assessment of the
resident, but was not surg if she touched the

resident during the assessment. She stated the
head to toe assessment revealed the resident
had some scratches on his/her rl cage, RN #1
stated the scratches on the resident's rit cage
were hot unusual,

Review of the Departmental Notes complsted by
Licensed Practical Nursa (LPN) #1, on 10129115
at 12:19 AM, revealed Resident #6 was in bed
with periodic wakefulness, LPN #1 documented
she did not observe Resigent #6 attempting to
ast out of bed,

Review of the Deparimental Notes completed by
RN#1, on 10/31/15 at 8:53 AM, revealed the RN
completed a late entry, RN #1 documented
Resident #6 complainad on Thursday morning,
10/28/15, of some difiicutty moving his/her loft
leg and was animacing ang complaining of pain,
The note stated the nurse asked the resident
about his/her paln through the day. The resident
reported pain one additional time that morning
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and then reported no pain to the nurse the
remainder of the day,

However, review of the Medication
Administration Record (MAR), Octaber 2015, and
the resident's narcotic count sheet for Norco
ravealed nursing did not administer PRN pain
medication to Resident #5 on 10/29/15 even

though documentation revealed the resident was

FORM CMB.z587(02-09) Previous Versions Obsolete

Evant |D; ICP11

Fecllity ID: 100365

If continuation sheet Page 17 of 32




PRINTED: 1211472015

DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM ARFFROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO._0835-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA 1 (42) MULTIPLE COMETRUCTION {X3) DATE SURVEY
AND PLAN DF CORRECTION IBENTIFICATION NUMBER: A BUILDING COMPLETED
185456 B WING 1112512015
- NAME OF PROVIBDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, 2IP CODE

3526 DUTCHMANS LANE

R
DIVERSICARE OF SENECA PLAGE LOUISVILLE, KY 40205

x4) 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION oy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED HY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
F 309 | Continued From page 12 F 309

exhibiting pain.

Review of Departmental Notes completed by
LEN #1, on 10730/15 at 10;18 PM, revealed
Resident #6 complained of pain to left leg and
was unabie to lay leg flat, The LPN documented
she called the Nurse Practitioner ang obtained an
order for an x-ray of the resident's loft hip and
leg. She also infarmed the resident's Power of
Attormey {(POA).

Review of the MAR revealed PRN pain
medication was administered on 10/30/15,
Hawever, there was no documented evidence
LPN #1 assessed resident's level of pain or
effactivenass of the PRN pain medication she
administered per the MAR,

Interview with LPN #1, on 11/24/15.at 465 B,
revealed Resident #5 reported pain to the
nursing staff on 10/30/15, LPN #1 stated
Resident #5 experienced a lot of confusion at the
time he/she reported pain to her on 10/30/15.
She stated the resldent alse had 2 UT! at the
time and had increased confusion, LPN #1
stated she was assisting with getting the resident
ready for bed when he/she reported having leg
pain. The LPN conducted a pain assessment
and visually inzpacted the resident's leg. She
stated the resident's leg had some outward
retation and she called for an order for an x-ray.
LPN #1 stated she had no knowledge of the
resident having reported a fall the previous
morming. She saw no notes and did not
remember receiving notification in report prior to
starting her shift.

Review of the Departmental Notes completed by
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LPN#1, on 10/31/18 at 12:52 AM, revesled the
LPN received the x-ray results. The x-ray results
were positive for & fracture involving the femoral

nack with & lateral displacemeant two (2) days
after the incident, LEN Updated the POA and
called the ambulance service to transport the
rasident to the emergenhcy room.

Review of the MAR revealed PRN pain
medication was administered on 10/31/15,
However, there was no documented evidence
LPN #1 assessed the resident's level of pain or
effectiveness of the PRN pain medication she
administered per the MAR.

Review of the Madication Administration Record
{MAR), October 201 5, revealed the nurse did nat
dacument the administration of the pain
madication Noreo on 10/30/45 or 10/31/15.

Further review of the Departmentat Notes,
10/27/15 through 10314 5, ravealed no evidence
of post fall neurological checks, no recorderd pain
assessment rating scale, and no evidence of =
ROM assessment completed after Resident #6's
reported fall as directad by the policy,

Interview with the DON, on 11/24/15 gt 545 PN,
revealed the DON kept a copy of notes she
made during the investigation into Resident #8's
fall and fracture. The investigation notes stated
the fall took place after Tuesday, 10/27/18, as
evidenced by staff interviews who reported no
abrasions, brulses, or complaints of pain on that
day (10/27/15).

Interview with the Assistant Director of Nursing
(ADON), on 11/25/15 at 11:10 AM, revealed the
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standard of care the nurses should have dona
sfter discovering a resident fall included a head
to toe assessment, skin check, and nevrological
checks. The purpose of completing these
assessments and checks was to determine if the
residant sustained an Injury and to ensure the
residant's safety, The nurse should have then
documented the results of the assessments,
along with vital =signs, on the incident report. The
DON then reviewed the Incident reports, The
ADON further stated that by not identifying
Resident #6's fracture, the resident was at
increased risk of injury and pain,

Interview with the DON, on 11/24/15 at 5:45 PM,
revealed the nursing staff did not inform her of
the fall until she received a call from the nurse
about the resident's confirmed fracture an
10/31418.

Further interview with the DON, on 11/25/15 at
9:00 AM, revested the nurse should have
completed and documanted vitals, a ROM
assessment, and a pain assessment. The DON
reviewed the incident report and stated based on
the report it did not appear the nurse somplete a
pain assessment, vitals, range of motion check,
or initiate neurologica) checks. The Incident
Report Checklist directs staff to complete a head
o toe agsessment,

Interview with the Administrator, on 11/25/15 at
3:20 PM, ravealed the staff did not foliow facility
policy which resulted in a delay in identifying the
resident's fracture. Nursing staff did not eonduct
the appropriate assessments after the resident
fell and the nurse's notes were "sketchy”, The
lack of assessments was concerning angd
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indicated a “lackadalsical approach to nursing
care”. This could have put the resident in pain
for longer than necessary.,

Interview with the Director of Clinical Operations,
on 11/26/15 at £:00 AM with the DON, revealed
per the documentation after Resident #8 fell, the
nurse did not complete vitals, conduct neurp
checks, and complete a range of motion
assessment. The staff did not report the incident
to the DON. As a result, the DON, Administrator,
and Director of Clinical Operations wera Unaware
of the resident's fall untl after LPN #1 was
notified of the fracture on 10/31/15.

Review of the Waekly Event Report Summary,
dated 11/05/15, revealed the Director of Clinical
Services recorded the resident had increased
pain to his/her left hip on 10/30/15 and was
assessed by the nurse, The nurse noted the hip

was bruised and obtaired an onder for an X-ray

on the evening of 10/30/15. The facility received
the resylts of the x-ray on 10/31/15 that revesaled
a fracture 1o the left femoral head. The resident
had reported he/she fell sartier in the week. The
facility discharged the resident to tha hospital for
surgical repair of the fracture.

Review of the hospital discherge packet, dated
TH/03M15 at :01 AM, revealed the hospital
admitted the resident on 10/21/15 and halshe
underwent feft hip replacerment for histher
displaced, fractured left hip. ‘The report further
stated the resident developed savere left hip
pain, limited range of motion, and an Inability to
bear weight after falting out of bed two (2) days
priot to the date of admission, 10/31/15. The
hospital reported the findings of the X-rays
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included a fracture through the femoral neck with
a fitty percent (50%) displacemant of the femoral
shaft relative to the head.
F 323 | 483.25(h) FREE OF ACCIDENT F 823 F323
58=0 HAZARDSISUPERVIS!ON!DEVICES

The facility must ensure that the resident
environment remains as free of aceldent hazargs
as I8 possible; and each resident recaives
adequate supervision and assistance devices to
prevent aceidents,

This REQUIREMENT is not met a3 evidenced
by:

Based on interview, record review and facility
policy review, it was determined the facilify failed
to complete a full Fall investigation for one {1) of
nineteen (19) sempled residents (Resident #8),
Resident #5 fell on 10/20/1 &, however,
Reglsterad Nurse (RN) #1 failed to complate the
fall assessment which would have induded a
head to toe assessment and assessing the
resident's pain level. On 10/29/15 and 10/30/15
Resident #6 complained of pain to the left leg
and was unabla to lay jeg flat. The resident was
diagnosed with a fracture involving the femoral
nack with a {ateral displacement on 10/31/1 &, two
(2} days after the incident.

The findings include:

Review of the facility's Care System Guideline,
Falls, not dated, revealad the facility would
conduct a fall huddle to investigate the
diroumstances around the resident's fall, Next,

What corrective action will be
accomplished for those residents
found to have been affected by the
deficient practice?

Resident #6 no longer a resident at
Seneca Place. RN #1 was educated
when she returped to work on
11/27/2015 regarding the
Diversicare falls guidelines, pain
assessment, musculoskeletal and
neurological assessment ang
treatment of pain and skin
alterations.

How will the facility identify other
residents having the potential to
be affected by the same deficient
practice?

Alf current residents who have had
falls in the past 30 days have had a
pain assessment completed
utilizing the Pain User Deflned
Assessment {UDA) these were
comnpleted on 1/1/2016 and
reviewed by the DNS to ensure
pain was assessed and addressed
appropriately . Any needed care
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the facility would complete a Post Fall
Investigation and include Information to assist in
choosing Interventions to prevent future falls.
The facility would then place the fall event and
intarvention on the twenty-four (24) hour report.

interview with the Director of Nursing (DON), on
THZ5ME at 9:00 AM, revealed nursing staff was
required to use the Incident Report Checklist with
each resident fall.

Review of the facility's too), Incident Report
Checklist, dated 12/24/13, revealod the
information the facllity would include in the
hurse's note pertaining to a resident fall and the
steps nursing staff would take to cotnplete an
incident investigation. The form stated the
nurse's note must include the following
information: date and time; type of incident:
location; titte of individuat reporting the incident;
appearance or position of the residant when staff
discovered the incident; injury description;
treatment order; if staff used 3 lift: pain level;
neuro checks for any head injury or unwithessed
fall, range of motion: notification of healthcara
provider; notification of Power of Altormey (POA);
notification of DON or Assistant Director of
Nursing (ADON); and, any immediate
interventions. The checklist also included places
for staff to document they completed 3 head ta
toe assassment and if they initiated neuro
checks,

Review of the clinical record for Resident #5
revealad the facility admittad the resident on
0B/26/15 with diagnoses of Fracture of Lumbar
Vertebra, History of Falling, Retention of Urine,
Lack of Coordination, Difficulty Walking, Urinary

process have been identified and
addressed,

What measure will be put Into
place or systemic changes made to
ensure the deflcient practice will
hot recur?

The Director of Nursing and/or the
staff development coordinator will
educate all licensed staff on the
Care System Guideline for Pain
Managerment, the Care System
Guideline for fall, conducting a
musculoskeletal and neurological
assessment and the resident’s

¢ rights including the right to receive
adequate and appropriate care and
services, Education will be
completed by January 1, 2016.

To maintain continued compliance,
this education will be done during

new hire orientation with all _
licensed staff by the SDC, ADNS of

the DNS.

Residents identified to have a fall
will be reviewed at the next clinical
start up meeting by the
interdisciplinary team (107} to
ensure the Diversicare falls
guidelines are being followed. The
10T will follow the resident for at

FORM CM5-2567{02-88) Previous Versions (lhsobate

Event ID:ZIGF 11

Facity 1D: 100258

It 6onﬁnuatf0n sheet Prge 18 of 32




PRINTED: 12/14/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FDRM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 041 PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFIGATION NUMBER: A BUILDING COMPLETED
186458 B, WING 11/25/201%
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, BTATE, ZIF CODE
PIVERSICARE OF SENECA PLACE 3526 DUTCHUANS LANE
‘ LOUISVILLE, KY 40205
o4 1o SUMMARY ETATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) taG CROSS-REFERENGED TO THE ARPROPRIATE Lare
i DEFICIENGY)
F 323 | Continued From page 18 F 323 least 72 hours, in the dinical start

Fract Infection (UTI), Myocardial Infarction, ang
HMeart Disease.

Review of Resident #6's quarterly Minimum Data
Set (MDS) assessment, completed on 09/02/18,
revealed the facility assessed the resident as
requiring & one (1) person extensiva assist to
waltk and one (1) person timited assist fo
complete activities of daily living (ADL). The
facility conducted a Brief Interview for Mental
Status (BIMS) exam during the MDS
assessment. The resident scored a nine (9) out
of fifteen (15) on the BIMS exam which meant
the resldent had a moderate cognition
impairment,

Review of the care plan related to falls, dated
09/04/15, revealed Resident #6 was at risk of
falls due to a history of falls, decreased

cognition, and impaired mobility, The facility
Included several interventions to prevent falls,
The staff was to monitor Resident #6 for changes
in condition that may have warranted increased
supervision or assistance, The staff was to assjst
the residert with transfers and ambulation with
the use of a watker. Additional interventions
included staff rerminding the resident to use the
call light and ensuring the resident's bed was at
the appropriate height, the call light was within
the resident’s reach, and the resident was to
wear non-skid socks, :

Review of the Incident Log, printed 11/27/15 at
8:35 AM, revealed Resident #6 sustained s fal|
on the night of 10/28/15 or early morning of
10/29/15, The fall occurred in the resident's
room at an unknown time, The report stated the
resident sustained an abrasion. The staff was to

up meeting, to ensure that the
resident is not having any negative
effects refated to the fall and that
any newly applied interventions
are affective,

How will the facility monitor
performance to ensure solutions
are sustained?

To maintain continued compliance
the DNS or ADNS will monitor falls
through the clinical start up
meeting which accurs with the
interdisciplinary falls team 5 times
a week (Monday through Friday).
During the weekends (Saturday
and Sunday) the weekend
supervisor will be responsible to
monitor the falls. The
interdisciplinary falls team and/or
weekend house supervisor will
utilize a QAP Fall Event DT
Compliance Review Log, as well as
a Fall Event IDT Review Checklist to
ensure all aspects of the follow up
Is completed for each fall, which
Includes monitoring the
completion of neurclogical checks
and pain assessments.

If an issue of non-compliance is
identtfied, the weekend supervisor,
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have continued observation of the resident. No
inshouse treatment or other disposition wag
recorded on this form.

Raview of the Resident Incident Report, dated
10730116 at 12:11 AM, revealed Reglstered
Nurse (RN) #1 created an Incident Report in the
facility's medical records. The harrative
explained the resident reported hefshe had
gotten out of bed, tippad on something, and fell
forward hitting his/her head on achairinthe -«
room. The resident then teported he/she went
Pack to bed. The namative continued o state the
resident had a bruise on the top of hister head,
a bruises on his/her left rib cage, and an abrasion
on Hsther left leg. The RN recorded she plaged
eler strips on the resident's open argas.
However, record raview revealad the Incident
Report was not completed par the facility's policy
and procedures. The incident report did not
contain vital signs or report of pain assessment.
Nursing did not place the date and time of the
incident on the farm, In the narrative of the
Resident Incident Repart, the nurse failed 1o
include information about who first discovered
the incident, If nursing staff initiated neuro
checks refated to the rasident reporting hitting
hisiher head, or if nursing completed any range
of motion assessments. Additionally, the nurse
did not includa information pertaining to
notification of the DON or ADON of the incident.

Interview with Resident #8, on 11/23115 at 4:30
PM, revesled the resident stated ha had fallan in
his/her room a couple of weeks priar and that
he/she naeded increased asslstance with
transfers in and out of the bed since that fail.
Rasident #5 sfated he/sha got out of the bed in

Fazal SDC, ADNS or DNS will provide 1:1

re-education to the team member
and immediate follow-up on the
incident will be completed. Care
plans will be reviewed LUpon
admission, guarterly, annually and
with each change of condition.
Care plan changes for Falls will be
initially updated on the post falls
huddle form and then changes to
the master cara plan will be .

. updated during the clinieal start up
meeting by an MDS team member,
any changes made at that time wil|
then communicated to the floor
staff immediately.

The nursing leadership team
including wnit coordinatars,
weekend supervisors, 50C, medical
records, ADNS and DNS will
ohserve S residents with falls in the
past 30 days each week for 6
weeks to ensure staff are
delivering care based on their care
plan. Findings of these
observations will be reviewed at
the center’s monthly QAP
meeting. If after 6 weeks, the
team rmembers are conslstently
following the care plan, the nursing
adrinistration team will continue
observation of 5 residents with
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the: night and tripped on & chair in the room.
He/she bumped his/her head on the chair on the
way to the floor and landed on his/her knee on
the floor.

Interview with the DON, on 11/24/15 at 5:45 PM,
revealed the DON kept a copy of notes she
mada during the investigation into Resident #6's
fall,

Review of the DON's Investigation notes, not
dated, revealed Cerified Nursing Assistant
(CNA) #2 reported on Thursday, 10/29/15,
Resident #6 tolt her he/she fall. The CNA
reported this to Repgistered Nurse {RN) #1 on
Thursday moming, 10/29/15. The notes further
stated the resident was not able to state what day
the fall took place. RN #1 reported the fall to the
MDS Coordinator. The investigation notes
further revealed the fall took place after Tuesday,
10/2715, as evidencad by staff repott of no
abrasions, bruises, or complaints of pain on that
day.

Interview with Certified Nursing Assistant (CNA)
#2, on 11/25/M15 at 10:55 AM, revealed she was
providing moming care to Residenit #5 on
1028015 and asked the resident to straighten
his/her leg. The resident stated he/she was
unable to put the leg down due to pain in the leg
and nubbed the inside of his/her leg. The CNA
stated she noticed bruising on the inside of the
leg. Resident#5 then told the CNA that he/she
had gotten up in the night and feli over the chair
inthe reom. CNA #2 stated because of the

oAy 1D SUMMARY STATEMENT OF DEFICIENCIES T ! PROVIDER'S PLAN OF CORRECTION e
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F 323 | Continued From page 20 F 323 falls in the past 30 days monthly

for 6 months to ensure sustained
compliance. The QAP team will
determine the need for further
review depending on the outcome
of the observational rounds after 6
months.

The DNS will maintain a QAP! Fall
Event IDT Compliance Review Log
to identify any patterns or trends
and report these findings and any
necessary plans of action at the
monthly QAP meeting. All findings
will be reviewed in the monthly
QAPI meeting, which is attended
by the center’s administrator, the
Medical Director and other center
departmental leadership team
members, The OAPI Fall Event IDT
Compliance Review Log will be
completed monthly for 6 months
and then quarterly thereafter. All
findings will be reviewed in the
QAPI meeting for 6 months for any
additional interventions and/or
suggestions recommended to
maintain continued compliance.
The QAPI team will determine the
need for further review depending
on the outcome of audits after 6

resident's increased confusion at that time, sha munths_.' ) )

was unsure at that time if the residant had really The facility will be in substantial ,

fallen or if he/she had dreamed they had fallen, compliance by lanuary 1, 2016. | / 1/ b
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However, the CNA stated she did report the
possivle fall to the nurse, RN #1. CNA #2 stated
ver the policy, If a CNA sees or Suspects a fall,
the CNA was to report the Incident to the flogr
nurse. The CNA witnessed RN 1 asking the
resident what had happened and the resident
stated hefshe had fallen.

Intarview with RN #1, on 11/24/15 at 6:10 M,
revealed Resldent #6 complainad of pain and
appeared to have some difficulty his/her leg on
the moming of 10/29/15, Resident #6 reported
he/she had fallen in the room and hit the chair,
The nurse further stated the fall had happened
prior to her coming on shift that day, and other
staff did not appear awars of the fall. RN#1 did
hot take vitals after learning of the fall. She
stated she did not fee! they were necessary
because the resident had fallen on & prior shift.
RN #1 stated she initiated an incident repott later
that day, She stated she was off for a couple
days following the incident and she made a note
of the incident in the Departmental Notes a few
days later when she returned to work,

Further interview with RN #1, on 11/25M5 gt 2:58
PM, revealed RN #1 did not initiate neurologica!
checks an the resident because the fall
happened prior {o her shit. She stated she was
unsure of how long before her shift the fall had .
taken place but that she felt it was unnecessary
to conduct neurological checks on the resident
when the faif had taken place on a previous shift
and some time had already passed. The nurse
stated she did not remember if she sssessed the
resldent's pain on 10/28/15, and that she did not
know if she documented any paih assessment,
RN #1 stated she completed a head to toe

F 323
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assessment of the resident but wag not sure if
she touched the resident during the assessment,
She stated the head to toe assessment revealed
the resident had some scratches on his/her rib
cage, RN #1 further stated she informad the
MDS Coardinator of the fall, She stated the
MDS Coordinator usad to be the acting DON and
when he was acting DON, nursing staff raported
falls to him. RN #1 further stated nurses weare
supposed to report falls to the DON; however,
she believed the DON was already aware of the
fall and so she told the MD3 Coordinator to get
instruction, RN #1 was unable to state what fed
her to believe the DON knew of the fall,

tnterview with MDS Coordingtor, on 11/25/15 at
10:32 AM, revealed on the morning of 10/28/15
RN #1 reported Resident #5 had fallen. She told
the MDS Coordinator about the fall and asked
what she should do since the nurse who worked
third (3rd) shift had not put an incident report in
the system. The MDS Coordinator advised the
RN to generate an incident report. The MDS
Coordinator also revesled the nurse should have
informed tha DON of the fall. Me stated prior to
the DON's employment, nursing staff did report
falls to the MDS Coordinator. He stated he did
not follow-up to ensure the nurse reported the fall
to the DON and that he did not report the fall to
the DON. After reviewing the Resident Incident
Report, the MDS Coordinator stated the report
was not completed per the facility's policy.

Interview with the Staff Development
Coordinator, on 11/24/15 at 5:15 PM, revealed
the first employee to witriess or discaver an
Incident, such as a fall or injury of unknown
erlgin, was responsible to report the Incident to
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the floor nurse. The nurse should have than
initiated the incident report as soon as thay
leamed of the situation after ensuring the
resident's safety. The nurse shoutd have then
notified the POA, physician, and the DON. The
IDT should also have known about the incident,
The Staff Development Coordinator also stated
he was not employed at this facility at the time of
the incident and could not speak to the Incident
ftself. Howaver, after reviewing the Resident
Incident Report, he did state the report appeared
incomplete.

Interview with the ADON, on 11/25/15 at 11:10
AM, revealed nursing staff did not inform her of
Resident #8's fall. The ADON stated the nursing
staff should have reported the fall to the DON.
She also the nurses should have completed g
head to toe assessment, skin chack, and
nieurological checks and documented the results
of the assessments, along with vital signs, on the
incident report. Par interview, the DON reviews
the incldent reports.

Interview with the DON, on 11/24/15 at 5:45 P,
revealed the nursing staff did not inform the DON
of the fall untif 10/31/15. The DON stated she
was off work ill on 10/20/15 when nursing
discovered the resident had fallen, The resident
reported the fall {o CNA #2 on the moming of
10/26/15. The CNA reported the fall to the RN
#1. RN#1 entered an incident report stating she
had notified the physidan and the POA on
1029/15. RN #1 made a note in the meadical
record about the incident on 10/31/15.

Further Interview with the DON, on 11/25/15 at
8:00 AM, revealed the nursing staff did not
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complete and document the investigation per tha
facility's policy to ensure the rasident's safety.
The nurse should have completed and
dacumented vitsls, a ROM assessmant, and a
pain assessment. The DON reviewed the
incident report and stated based oh the report it
did not appear the nurse complete a pain
Bssessment, vitals, range of motion check, or
initiate neurological checks. After the incident
report was completed, the staff should have
initiated an indldent Report Cheeklist and a
“huddle." The Incident Report Checkiist
instructs staff on what information te include in
the documentation, such as date and time, type
of incident, location, who reported i, appesarance
whien found, injury description, treatment order,
pain lavel, neuro checks, range of motion,
notifications, and immaediate interventions, The
Incident Report Checklist directs staff to
complete a head 1o toe as=esesmert, The
checklist further Instructs staff to conduct a
huddle to discuss the fall and interventions and
includes a Residant Fall Analysis worksheet,
The DON stated she was unable to find an
Incident Report Checklist for Resident #6's fall
raported on 10/28/15.

Interview with the Diractor of Clinical Operationg,
on 112515 at 9:00 AM with the DON, revealed
the staff did not conduct the investigation and
ensure the safety of the resident per the facility's
standard. Perthe documentation, after Resident
#6 fell, the nurse did not complete vitals, conduct
neuro checks, and complete & range of motion
assessment. RN #1 reported the fall to the MDS
Coordinator verbally and the MDS Coordinator
informed the therapy department of Residant
#6's fall verbally. Staff did not document this
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communication. Per interview, the RN notified
the physiclan and the POA and documented this
communication on the incident form. However,
staff did not report the incident to the DON. As a3
resuit, the DON, Administrator, and Director of
Clinical Operations were unawara of the
resident's fall until 10/31/15.

Interview with the Administrator, on 11/26/15 at
3:20 PM, revealed the staff did not manage
Residant #6's fall per policy and resulted in a
delay in identifying the resident's fracture,
Nursing staff did not conduct the appropriate
assessments after the resident fell. The lack of
assessments were concemning and indicated a
“lackadaisical approach to nursing care."
4B3.75(1)(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIE
LE

The facility must maintain clinical records on
each resident in accordance with accepted
professional standards and practices that are
complete; accurately documentad: readily
accessible; and systematically organized.

The clinical record must contain sufficient
information to identify the resident, a record of
the resldent's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as svidenced
by: ’

F 514

F514

What corrective action will be
accomplished for those residents
found to have heen affected by the
deficient practice?

Resident #6 no longer a resident at
Seneca Flace. RN #1 was educated
when she returned to work an
11/27/2015 regarding the
Diversicare falls guidelines, pain
assessment, musculoskeletal and
neurological assessment and
treatment of pain and skin
alterations.

How will the facility identify other
residents having the potential to
be affected by the same deficient
practice? :

!
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Based on interview, record review and facility
policy raview, it was determined the facility failed
to maintain an accurate clinical record for ona (1)
of ninatzen (18) sampled residents (Resident
#8). Resident #6 fell on 10/29/15; however,
Registersd Nurse (RN) #1 failed to complete the
fall assessment which would have included a
head to toe assessment and assessing the
resident's pain level. On 10/28/15 and 10/30/15
Resident #6 complained of pain to the left leg
and was unable to lay leg flat. The resident was
diagnosed with a fracture involving the femoral
neck with a lateral displacement on 10/31/15, two
(2) days after the incident. (Refer to £305 and
F323)

The findings include:

Interview with the Administrator, an 11/25/15 at
3:20 PM, revealed the facility did not have a
policy regarding documentation or accuracy of
the dlinical record.

Review of the facility's Care System Guidefine
for Pal Management, not dated, revealed the
facility would complete a pain assessment after
each resident's fall. The facillty would then
record the findings of the pain assessment in the
clinical racords including evidence based pain
scales. Additionally, the facility would note the
angoing mornitoring and effectiveness of pain
interventions in the electronic medical record
system and progress notes, After the pain
assessment, the Interdisciplinary Team (IDT)
would then evaluate the effectivensss of tha
resident's pain management after & fall or other
acute change.

falls in the past 30 days have had a
pain assessment completed
utllizing the Pain User Defined
Assessment {UDA) these were
completed on 1/1/2016 and
reviewed by the DNS to ensure
pain was assessed and addressed
appropriately . Any neaded care
plan updates found during this
process have been identified and
addressed.

What measure will be putinto
place or systemic changes made 1o
ensure the deflcient practice will
not recur?

The Director of Nursing and/or the
staff development coordinator wil
educate all licensed staff on the
Cate System Guideline for Pain
Management, the Care System
Guideline for fall, conducting
musculoskeletal and neurological
assessment and the resident’s
rights including the right to receive
adequate and appropriate care and
services. Education will be
completed by January 1, 2016.

The Post Incident Checklist will be
utilized by the direct care nurses to
ensure that after a fall occurs all
necessary items have been
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F 514 | Continued From page 27 F 514 completed. This checklist includes:
. i i i | ain
Review of the facliity's guideline for Falls, not vital sign documentatlon, p oical
dated, revealed the facility would physically level documentation, neurclogica
assess a rasident for injuries and render medical evaluations (if applicable) and
attention as needed after any resldent notification of the ADNS or DNS,
;experienf:?d a facljl. The fac;ility would then notify Pain medicatlons PRN and routine
he physician and responsibla party. have also had a special
Review of the facility's Incident Report Ghegklist requirement added to them in the
dated 12/24/13, revealed the facility would electronlc medical record to
include in the nurse's note the steps nursing staff include documaentation of pain
wourctf‘tai;r_e wh:e}r; cﬁmpleiti:tg :n hincident‘ o level prior to and after
ivestigation. The form stated the nurse's no ion of pain medication.
must include the following information: date and administration of p
tm;e ;ypel"-: of in;,i_der;tr,; lqcag;m;tﬁt!e of the To maintain continued compllance,
individusl reporting the incldent; appearance or ] . ill be done durln
position of the resident when staff discovered the this ecfucatl‘Dﬁ WII,I © ,oh I £
ingident; injury description; treatment order; if new hire orientation with a
staff used a fift; pain level; neuro checks for any licensed staff by the SDC, ADNS or
head injury or unwitnessed fall; range of motion; the DNS,.
notification of healthcare provider; notification of
Power of Attorney (POAY; notification of the Residents identified to have a fall
Dfirector of (Nursing (DON) or Aesistant Direcior will be reviewed at the next clinical
of Nursing (ADON); and, any immediate
) . ; ’ eting by the
intervention. The checklist alse incuded places :start u‘p mT gt im (IDT) to
for staff to document they completed # head to interdisciplinary te
toe assessment and if they initiated neuro checks ensure the Diversicare falls
and would become part of the medical record, guidelines are being followed. The
' ) IOT will follow the resident for at
Review of the Resident Incident Report, dated i inical 1
’ 72 hours, in the clinical star
10/30/15 at 12:11 AM, revesled Registered least 721 tor ensure that the
Nurse (RN) #1 created an incident report in up meeting, to ens i
Resident #6's medical record. The narrative resident is not having any negative
explained the resident reported he/she had effects related to the fall and that
gotten out of bed, tripped on something, and fell any newly applied interventions
forward hitting his/herbeaci on t_he chair in the are affective.
toom.  However, continued review of the
Resident incidem Report revealed RN #1 did net
recard vital signs or pain level in the incident
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report. RN #1 did not place the date and time of
the incident on the form and did not include who
first discovered the incident had taken place. RN
#1 alzo did not document if she initiated neuro
checks related to the resident reporting he/she hit
his/her head. RN #1 did not include if she
coinpleted any range of motion assessments.
Additionally, the nurse did not nets if she did or
did not notify the DON or ADON of the incident
as directed by policy.

Interview with RN #1, on 11/24/15 at 6:10 PM,
revealed it was her responsibifity: however, she
did not documnent the resident's level of pain
using a pain scale. RN #1 stated she initiated an
incident report later that day, but did not
document vitals or neuro checks because she did
not do tham. She stated she did not make a note
in the Departmental Notes until she returned to
waork a few days later,

Intervisw with the Director of Nursing (DON), on
11124715 at 5:45 PM, revealed RN #1 entered an
incident report after midnight on 10/30/15. RN
#1 did not create a note in the medical record
about the incident until 10/31/15.

Review of the Departmental Notes completed by
RN #1, on 10/31/15 at 8:53 AM, tevealed the RN
completed a late entry and ducumented Resident
#6 complained on Thursday morning, 10/29/15,
of some difficulty moving his/her left leg and was
grimacing and complaining of pain. RN #1 did
nof record the resident’s pain rating on the pain
scale nor any interventions used to assist the
resident to controf the pain,

Further interview with RN #1, on 11/25/15 at 2:58

performance to ensure sclutm ns
are sustained?

To malntain continued compliance
the DNS or ADNS will maonitor falls
through the clinical start up
meeting which occurs with the
interdisciplinary falls team 5 times
a week (Monday through Friday).
During the weekends (Saturday
and Sunday) the weekend
supervisor will be responsible to
monitor the falls, The
interdisciplinary falls team and/or

~weekend house supervisor will

utilize a QAPI Fall Event IDT
Compliance Review Log, as well as
a Fall Event IDT Review Checklist to
ensure all aspects of the follow up
is completed for each fall, which
includes follow up auditing of vital
sign documentation, pain level
documentation, neumlugical
evaluation completion {if
applicable} and notification of the
ADNS or DNS of fall.

i an issue of non-compliance is
identified, the weekend supervisor,
SDC, ADNS or DNS will provide 1:1
re-education to the team member
and immediate follow-up on the
Incident will be completed. Care
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PM, revealed she did not document the
resident's pain level on 10/29/15 and did not
remember if she assessed the resident's pain at
that time.

Review of Departmental Notes completed by
Licensed Practical Nurse (LPN) #1, on 10/30/15,
revealed Resident #5 complained of pain to the
left leg and was unable to lay the leg flat. The
nurse did hot document in the Deparimental Note
the rasident's pain scale rating, the intervertion
used to control the pain, nor the effectiveness of
the pain medication administered.

Review of the narcotic sheet for Resident #5's

| Norco, dated 10/091 8, revealed the nursing staff

signed as rermoving the medication from the
narcotic drawer on 10/30M5 at 7:00 PM and on
10/31H5 at 1:00 AM. However, review of the
Medication Administration Record (MAR), dated
October 2015, reveglad tha nurse did not
document the administration of the pain
medleation Nerco on 10730715 or 10/31/15 nor
any evidence tha resident was assessed for
affectiveness of the pain medication.

Interview with LPN #1, on 11/24/15 at 4:55 PM,
revealed Resident #5 reported having leg pain
and stated the resldent had reported pain to the
nursing staff on 10/30/15. LPN #1 stated she
had no knowledge of the resident having
reported a fall the previous maming. She stated
she did review the deparimental notes and saw
no notes pertaining to a fall.

Interview with MDS Coordinator, on 11/25/15 at
10:32 AM, revealed on the morning of 10/28/15
RN #1 told the MDS Coordinator Rasident #5

admission, quarterly, annually and
with each change of condition.
Care plan changes for falls will be
initially updated on the post falls
huddle form and then changes to
the master care plan will be
updated during the clinical start up
meeting by an MDS team member,
any changes made at that time will
then communicated tothe floor
staff immediately.

The DNS will maintain the QAPI Fall
Event IDT Cornpliance Review Log
to identify any patterns or trends
and report these findings and any
necessary pians of action at the
monthly OAPI meeting. All findings
will be reviewed in the monthly
QAP meeting, which is attended
by the center’s administrator, the
Medical Director and other center
departmental leadership team
members. The QAP Fall Event 1DT
Compliance Review Log will be
completed monthly for 6 months
and then quarterly thereafter. All
findings will be reviewad in the
CAPI meeting for 6 months for any
additional interventions and/or
suggestions recommended to
maintain continued compliance.,
The QAP team will determine the
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need for further review depending
on the outcome of audits after 6
months.

F 514 | Continued From page 30 F&14

had fallen. She stated the nurse that work third
{3rd) shift had not put an incidant report into the
system. The MDS Coordinator stated the RN facility will be in substantial .

should have completed the Resident Incidant The E:;:l ty \';';’ l i 1 2016 | / | / /[ﬂ
Report in the medical record per palicy. compliance oy énuaw . '

Interview with the Assistant Director of Nursing
(ADON), an 11/25/15 at 11110 AM, revealed the
standard of care the nurses should have done
after discovering a resident fall included the
sompletion and documentation of & head o toa
assessment, Range of Motion (ROM) check, skin
assessment, and neurclogleal checks., The nurse
should have then documented the results of the
assessments, along with vital signs, on the
incident report. The ADON reviewed the incident
report and stated it was not completed,

Further interview with the DON, on 11/25/15 at
9:00 AM, revealed the nursing staff did not
compiste the investigation and document to
ensure the resident's safety per the facility's
standard. The nurse should have completed and
documented vitals, a skin asgsessment, & pain
assessment, a range of motion check, and
nedrological checks. However, there was no
documentad evidence these assessments wera
completed. Additlonally, after the incident report
was completed, nursing should have initiated the
incident Report Checklist. The checklist
instructed the nurge on what information to
Include in the documentation, such as dats and
thme, type of incident, location, who repotted it,
appearance when found, injury description,
treatment order, pain level, neuro checks, range
of motion, notifications, and immediate
interventions. However, the facility was unable
to locate an Incigent Report Checklist in the
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medical record for this resident's fall. She stated
the nurse should have initiated & checklist to
ensure all assessments were completed ang
daocumented in the medical record according to
policy.

Interview with the Director of Clinical Qperations,
an 1172515 at 9:00 AM with the DON, reveaaled
the staff did not complete the required
documentation in the medical record. After
Resident #6 fell, the nurse did not complete
vitals, conduct neuro checks, or complete a
range of motion assessment. As a result, the
DON, Administrator, and Director of Clinical
Cperations were unaware of the resldent's fall
until affer LPN #1 discovered the fracture on
T0/31115. .

Interview with the Administrator, on 11/25/15 at
320 PM, revealed the nursing staff did not
conduct or document the appropriate
assessments after the resident fell and the
nurse's notes were "sketchy”.  The Administrator
stated the lack of assessments were concerhing.
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An onsite Life Safety Code re-visit survey was
conducted on 02/23/16 and found the facility in
compliance on 01/1/16 as alleged in their PoC.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient 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 findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Reg. # Completed |[Reg. # Completed | Reg. # Completed
LSC LSC LSC

REVIEWED BY { REVIEWED BY DATE | SIGNATURE OF SURVEYOR,«;}e; R

STATE AGENCY (INITIALS S Mﬂggggpj@w

REVIEWED BY REVIEWED{ BY DATE TITLE

CMS RO 1| (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

11/25/2015 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? IYES [C] No
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FORM AFPROVED
CENTERS FOR MEDICARE & MEDICGAID SERVICES . OMB ND, 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIRLE (:3) DATE SURW
L ;. £y
AND PLAN OF CORRECTION :: )
O (DENTIFICATION NUMBER; A BUILDING 01 o558 COMPLETED
185456 B VING 11/2512015
NAME OF PROVIDER OR SUPFLIER ETREET ARDRESS, CITY, 8TATE, ZIF CODE
DIVERSICARE OF SENECA PLACE 3526 DUTCHUANS LANE
- LOUISVILLE, KY 4p205
(%43 I} SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION
PREF|X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY Of LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TG THE APPROPRIATE Bare
DEFICIENGY)
K 00D | INITIAL COMMENTS K000{ To the best of my knowledge and belief,

CFR: 42 CFR 483.70(a)
BUILDING: 01
PLAN APPROVAL: 1960, 1962, 1070, 1981, 1998
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF DP

TYPE OF STRUCTURE: One (1) story with a
partial basement, Type Hl Protected.

SMOKE COMPARTMENTS; Twelve (12) smoke
compartmerits.

FIRE ALARM: Complete fire alarm systern with

-heat and smoke detectors, upgraded in 1988.

SPRINKLER SYSTEM: Complete automatic, dry
sprinkler system, upgraded in 1998,

GENERATOR: Type i, 125 KW rating, fuel
source Iz dieset,

A Racertification Life Safely Code Survey, utilizing
the 27868 Shert Form, was conducted on
T1/25/15. The facllity was found not to be in
campliance with the Requirements for
Participation in Medicare and Medicaid.

The findings that follow demonstrate
nencompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. {Life Safety from
Fire).

as an agent of Diversicare of Seneca
Place, the following plan of correction
constitutes a written allegation of
substantial compliance with Federal
Medicare and Medicaid reguirements.

Preparation and execution of this plan
of correction does not constitute an
admission or agreement by the provider
of the truth of the facts alleged or
conclusions set forth in the alleged
deficiencies. This plan of correction is
prepared andfor executed solely
becausé it is required by the provisions
of Federal and State law.

. Pl
LAEORAW??{!OR’S f F’R{);DERISUPPLIER REPRESENTATIVE'S SIGNATURE

Ledriistate- __i3/25/)5~

Any deﬁfcig'ncy statetegt ending/with an asterizk (*) denotes 2 deﬁc}ency which the institution may be excused from correcting providing it is determined that
ather sateguards provide suffigient protection to the patients, (See Instructions.) Except for nureing homes, the findings stated above are discloasble 850 days
following the date of survey whether or not & plan of correction Js proviged, For hursing homes, the above findings snd plans of correstion ars discloaable 14
days following the daie thess documents ae rmede available to the facility, f deficiencies sra pited, an spproved plan of cotreciion is requisite to continued
program pertcipation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 121472015
FORM APPROVED
OMB NQ. 0938-0381

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to provide proper
functioning of battery-powered emergancy lighting
in accordance with the National Fire Protection
Assogiation (NFPA) standards. The deficiency
had the potential to affect each of the twelve (12)
smoke compartments, residants, staff and
visitors. Tha facility has one-hundred and seven
(107) certified beds and the cengus was
ninety-two {92) on the day of the survey.

The findings include;

Observation, on 11/24/15 at 10:07 AM, with the
Maintenance Director revealed the
hattery-powered emergency lght fixture located in
the Emergency Generator's, Transfer Switch
Room, did not function when fested.

Interview, on 11/24/15 at 10;08 AM, with the
Maintenance Director revealed the .
battery-powered emergenay light fixture focated in
the Emergency Generator's Transfer Switch
Room had functioned properly when it was
installed new, approximately two (2) weeks prior
{o the date of the Survey. He stated the newly
installed light fixture must have been defective

STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANEY PLAN OF CORRECTION {GENTIFICATION NUMBER: A BUILDING 01 - DIVERSICARE OF SENEGA PLACE COMPLETEDR
185456 B WNG 1112512015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE ‘
3526 DUTCHMANS LANE
DIVERSICARE OF SENECA PLACE
LOUISVILLE, KY 40205
(#4330 SUMMARY £TATEMENT OF DEFICIENGIES i ; PROVIDER'S PLAN OF CORREGTION (X8
PREFIX {EACH DEFIQIENCY MUST BE PRECEDED 8Y FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
K 000} Continued From paga 1 K 000
Deficiencies werg cited with the highest
deficlency identified at D level,
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K D46 K046
S50
Emergency lighting of at laast 1% hour duration Is Wh . . .
’ N at corrective actio b
provided in accordance with 7.9, 18.2.9.1, . nwi . ¢
accomplished for those residents found

to have been affected by the deficient
- practice?

The battery operated emergency light
fixture above the emergency generator
transfer switch was reinstalled and

functioning on 11/30/2015,

How will the facility identify other
residents having the potential
affected by the same deficient practice?

All residents had the potential

affected; however, the battery
operated emergency light fixture is now

functioning properly.

What measure will be put into place or
systemic changes made to ensure the
deficient practice will not recur?

The maintenance director will
compliance rounds weekly for

then monthly thereafter to ensure the

to be

10 be

complete
4 weeks

FORM CME-2E6T(D2-95) Previous Versians Obsolpie

Event ID:ZICP21
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PRINTED: t2/1472015

CENTERS FOR MEDICARE & MEDICAID SERVICES DMEGSS %gig%éi?
STATEMENT OF DEFICIENCIES | 1] PROVIER/SUPRLIE 1A X2 H SO WG : i~ y
AND PLAN OF CORRECTION HZENTIFIGATION NU?\:;%;: b MUJ‘F}E CONSTRUCTION O o ey

A BUILDING 01 - DIVERSIGARE OF SBENECA PLAGE BOMPLETED
155456 8, WING
: 1172512015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
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oy 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECT
F JON
PREFIX (EACH DEFICIENDY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE EoMpcaTION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSSWREFERENCED TO THE APPROPRIATE BaTE
DEFICIENGY)
K 046 | Cantinued Fram pags 2 K 46 | emergency light is functioning properly.

when it was installed new,

The census of ninety-two (92) was verified by the
Administrator on 11/24/15. The survey findings
were acknowledged by the Administrator and
vetlfied by the Mainteriance Diractor at the exit
interview on 11/24115,

Reference: NFPA 101 (2000 edition)

7.9.2.1" Emergency illumination shall be provided
fornotless than 11/2 hours in the event of failure
of normal ighting. Emergency lighting facilities
shall be arranged to provide initial llumination
that is not less than an average of 1 f-candle (10
lux) and, at any point, not less than 0.1 ft-candls
{1 lux), measured along the path of agress at
floar fevel. Hlumination levels shall be permitted to
decline to not less than an average of 0.6
ft-candle (6 (ux) and, st any point, not less than
0.06 ft-candle (0.8

lux) at the end of the 1142 hours. A
maximum-to-minimurm Hlumination uniformity
ratio of 40 to 1 shall not be exceeded.

7.8.3 Periodic Testing of Emergency Lighting
Equipmant. A functional test shall be conducted
on every required emergency lighting system at
30-day Intervals for not less than 30 seconds. An
annusl test shall be conducted on evary requlred
battery-powered emergency lighting system for
not less than

11/2 hours. Equipment shall be fully operational
for the duration of the test. Written records of
visual inspections and tests shall be kept by the

.| owner for inspection by the authorlty having

Jurisdiction.
Exception: Salf-testing/self-diagnostic,
battery-pperated emergency lighting equipment

The Maintenance Director was
educated by the administrator and
regional maintenance on the life safe

code regarding the importance of the

functionality of the battery operated
emergency light fixture above the
transfer switch on 12/21/2015,

How will the facility monitor
performance to ensure solutions are
sustained?

To maintain continued compliance, the
maintenance director will include the

emergency lighting fixture on his
weekly preventative maintenance

rounds. The administrator will review

the weekly audits to ensure the fixtu

continues to be functioning. All
findings will be reviewed in the monthly
QAPI meeting, which is attended by the

center's administrator, the Medical

Director and other center departmental
leacders. The findings will be reviewed
in QAPI for 3 months for any additional
interventions and suggestions that the

QAP| team may recommend to

maintain continued compliance. The
QAP] team will determine the need for

further review depending on the

ty

re

FORM GME-2567(02-99) Previous Versions Obsclate
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 DEPARTMENT OF HEALTH AND HUMAN SERVICES | PRINTED: 12/14/2015

' FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO. 0938.0301
STATEMENT OF DEFICIENCIES (X1 PROVIDER/SUPPLIERICLIA - (¥2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDIMG 01 - DIVERSIGARE OF BENECA PLACE COMPLETED
185456 B. WING M1/28/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
DIVERSICARE OF SENECA PLACE 3526 DUTCHMANS LANE
LOUISVILLE, KY 40205
L SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) : TAG CROSEREFERENCED TO THE APPROPRIATE LaTE
DEMCIENGY)
K 048 | Continued From page 3 K048 gutcome of audits after 3 months.
that automatically performs a test for not less '
than 30 seconds and diagnostic routing not less The facility was in substantial Y 5 0 [5
than once every 30 days and indicates failures by : 11/30/2015 /
2 status indicator shall be exempt from the compliance by 130/ ' .
30-day functional test, provided that a visual
inspection is parformed at 30-day intervals.
K 147 | NFPA 101 LIFE SBAFETY CODE STANDARD K147 K147
58=0
Electrical wiring and equipment is in accordance What corrective action will be
ith NF i ical Code, 8.1, ; ;
with NFPA 70, National Electrical Code. 8.1.2 accomplished for those residents found
to have been affected by the deficient

practice?

The extension cord In room A11 Bed B

This STANDARD is not met as evidenced by: was removed on 12/21/2015 after

Based on cbservation and interview, it was

determined the fagility failed to ensure electrical : i_nstalﬁng another receptacle for TV and
wiring was maintaingd in accordance with "DVD use,

National Fire Protection Assodlation (NFPA)

standerds. The deficiancy had the potential to How will the facility identify other

affect one (1) of twelve (12) smoke

: resident i i
compariments, spproximately eighteen (18) sidents having the potential to be

residents, steff, and visitars, The facility has affected by the same deficient practice?
ona-hundred and seven (107) certified beds and . )

the census was ninety-two (92) on the day of the The maintenance director completed a
survey. 100% audit of all rooms in the facility

and identified all rooms that needed to

The findings include: o, .
eliminate extension cords and replace

Obsetvation, on 11/24/15 at 10:21 AM, with the with accepted receptacles.

Mainfenance Director revealed a TV and a DVD

player were piugged into an extension cord What measure will be put into place or
located at Bed 2 in Resident Room A11. systemic changes made to ensure the
Interview, on 11/24/15 at 10:23 AM, with the deficient practice will not recur?

Maintenance Director revealed he was not aware
of an extension cord being used to power the TV

FORM CMB-2567{02-58) Pravious Varsions Obsolme Event {D; ZIGP1 Facility 132 100256 ) It continuation sheet Fape 4 of 6
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PRINTED: 1211472015
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-D391
STATEMENT OF DEFICIENCIES (X1] PROVIDERSUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:: - A. BUILDING 01 - DIVERSICARE OF SENEGA PLAGE COMPLETED
186456 B NG 11/25/2015
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
3526 DUTCHMANS LANE
DVERSICARE OF SENECA PLACE
LOWISVILLE, KY 40205
o4 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION BHOLLD BE COMPLETIGN
1A REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
) The maintenance director will complete
K 147§ Continued From page 4 K 147 g

and DV player located at Bed 2 in Resident
Room A1,

The census of ninety-two (82) was verified by the
Administrator on 10/14/15. The findings were
acknowledged by the Administratar and verified
by the Maintenance Tech at the exit interview on
1011415,

Reference: NFPA 89 (1989 edition),

3-3.2.1.2 (D) Minimum Number of Receptacles.

-1 The number of receptacles shall be determined

by the intended use of the patient care area,
Thare shall be sufficient receptacles located so
as to avoid the need for extension cords or
multiple outlet adapters,

Refarence: NFPA 101 (2000 Editian).

9.1.2 Electric. Electrical wiring and equipment
shall be in accordance with NFPA 70, National
Electrical Code, unless existing instaliations,
which shall be permitted to be continued in -
service, subject to approval by the authorty
having jurisdiction.

Reference: NFPA 70 (1898 Edition),

400-8 { Extensions Cords) Uses Not Permitted.
Unless spacifically permitted in 460.7, flexible
cords and cables shall not be used for the
following:

{1} As a substitute for the fixed wiring of 5
structura

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

(3} Where run through doorways, windows, or

|

compliance rounds weekly for 4 weeks
then monthly thereafter to ensure the
facility is not using extension cords or
multiple plug adaptors. The facility’s
staff will be educated on not utilizing
extension cords in the center by the -
Administrator and/or the director of
Nursing by Ian. 1, 2015. Family
members and/or responsible parties of
all residents were notified via letter
from the administrator on 12/9/2016

- for the need for each of them to ensure
their loved one does not have an
- extension cord. The letter stated that

the responsible parties needed to take

“the extension cords home and stated

the facility would try to replace the
need for the extra plug ins on an
Individualized basis.

How will the facility monitor
performance to ensure solutions are
sustained?

To maintain continued compliance, the
maintenance director will include an
audit of extension cords on his weekly
preventative maintenance rounds. The
administrator will review the weekly
audits for 4 weeks then monthly to
ensure no residents are utilizing an

FORM CMS-2567(02-93) Previous Verslons Obsolete Event 1D ZICP21

Faolily 1D: 300256
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PRINTED: 12/14/2015
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OMB NG 0838-0D3a71

simitar openings
(4) Wherg attached to bullding surfaces

reviewed in the monthly QAP! meeting,
which is attended by the center’s
administrator, the Medical Director and
other center departmental leaders. The
findings will be reviewed in QAPI for 3
months for any additional interventions
and suggestions that the QAPI team
may recommend to maintain continued
compliance. The QAPI team will
determine the need for further review

. depending on the outcome of audits

after 3 months.

The facility was in substantial
compliance by Jan. 1, 2016.

ST:ATEMENT Sgg:g {Eé«‘_irfdciiES (X1) PROVIDER/SUPPLIERA:LIA {42 MULTIFLE CONSTRUCTION (X3 DATE SURVEY
ND PLAN OF GORRE OE t : ‘ .
A IDENTIFICATION NUMBER; A BUILDING 09 - DIVERSICARE OF SENEGA PLACE COMBLETED
185446 B. WING 11726120186
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, ETATE, ZIF CODE
DIVERSICARE OF SENECA PLAGE 3526 DUTCHMANS LANE
LOUISVILLE, KY 20206
%43 D SUMMARY STATEMENT OF DEFICIENCIES ia} PROVIDER'S PLAN OF CORRECTION o5
PREEIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION;) TAG CROSEREFERENCED TG THE APPROPRIATE OKrE
DEFICIENTY)
, extension cord. All findings will be
K 147 | Continued From page 5 K147 y

FORM CMS-Z867(02-89) Previous Viersions Gbsolets

Event {[: ZICP 29

Facilly ID: 100266

If continuation sheet Page 6 of 8




PRINTED: 02/24/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - DIVERSICARE OF SENECA PLACE COMPLETED
R
185456 B. WING 02/23/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
DIVERSICARE OF SENECA PLACE 3526 DUTCHMANS LANE
LOUISVILLE, KY 40205
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D 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 APPROPRIATE DATE
' DEFICIENCY)
{K 000} INITIAL COMMENTS (K 000}

An onsite re-visit for the Life Safety Code
Comparative Federal Monitoring survey was
conducted on 02/23/16 and found the facility in
compliance on 01/07/16 as alleged in their PoC.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient 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 findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

FORM CMS-2567{02-99) Previous Versions Obsolete Event JD:C9Q422 Facility 1D: 100256 If continuation sheet Page 1 of 1



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

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building 01 - DIVERSICARE OF SENECA PLACE

185456 vt |B. Wing v |2/23/2016 va
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

DIVERSICARE OF SENECA PLACE 3526 DUTCHMANS LANE

LOUISVILLE, KY 40205

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments
program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on
the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
1D Prefix Correction 1D Prefix Correction iD Prefix Correction
NFPA 101 NFPA 101

Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC K0052 01/07/2016 LSC K0062 01/07/2016 LSC

1D Prefix Correction D Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC , LSC LSC

ID Prefix Correction 1D Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

1D Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC 1.8C LSC

1D Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

REVIEWED BY SIGNATURE OF SURVEYOR R DATE - S /-
STATE AGENCY [E (INITIALS) ‘i %%‘i;;,g/ &7 ;mf;{/ *’;;J;

s/ /

REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO 7] (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON ] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
12/28/2015 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [Ivyes [ NO

Form CMS - 25678 (09/92) EF (11/08) Page 1 of 1 EVENT ID: CoQ422



PRINTED: 01/08/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
SENTE?‘ﬁ FOR MEDICARE & MFS@A 3 SERVICES LB N@ OQ3805G
{ NOCIEG 1) PROVIDER/SUPPLIER/CLIA {2y MULTIPLE CONSTRUCTION {
Cnon DENTIFICATION NUMBER: A, BUILDING 21 - DIVERSICARE OF SENECA PLACE
155456 B WING 1212812015
MAME OF PROVIDER OR SUPPLIER STHEET ADDRESS, O1TY, 8TATE, ZIP CODE
3628 DUTCHMANS LANE
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(EA D SLBGMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION %83
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 88 CouPLETION
TAG REGULATORY OR LECIDENTIFYING INFORMATION TAG CROSS-REFERENCED TQ THE APPROPRIATE OATE

DEFICIENDY)

K000 INITIAL COMMENTS K 000
Stories: 1 . ¢ K led d
Construction Type: V (000) PoC Accepted To the best of my nox{v e g,e an
Constructed: 1995 belief, as an agent of Diversicare of
gpmkiedé,;es 2/1/2016 Seneca Place, the following plan of
ensus: PNy . . .
Certified beds: 109 FM&K@QW . correction constitutes a written
allegation of substantial compliance

A Life Safety Code Comparative Federal with Federal Medicare and Medicaid
Monitoring Survey was conducted by the Centers
for Medicare & Medicaid Services (CMS) on
12/28/2015 following a Kentucky Cabinet for
Health and Family Service, Office of the Inspector

requirements.

Preparation and execution of this plan

General survey on 11/25/2015. At this of correction does not constitute an
Comparative Federal Monitoring Survey, admission or agreement by the provider
Diversicare of Seneca Place was found notin

substantial compliance with the requirements for of the truth of the facts alleged or
participation in Medicare/Medicaid at 42 CFR conclusions set forth in the alleged
Subpart 483.70(a), Life Safety from Fire, and the deficiencies. This plan of correction is

related National Fire Protection Association

(NFPA) standard 101 - 2000 edition. prepared and/or executed solely

because it is required by the provisions

The requirement at 42 CFR, Subpart 483.70(a) is of Federal and State law.
NOT MET as evidenced by:
K082 NFPA 101 LIFE SAFETY CODE STANDARD K052
88=E
A fire alarm system required for life safety is
installed, tested, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA 70 and 72. 86814

/)
LARTRAT ‘;F éz? RS {’F}Zi@‘wm*"Jﬁu?mﬁfa REPRESENTATIVES SIGNATURE THLE i DATE

LAIHA 179/1L,

Any ﬁeﬁrg.m@y tatareent o4 cfmg%tf an asterisk (") denotes a deficlency which the institution may be excused from correcting providing it is determined that
ather Sﬁfagdﬁfﬁg provide stdlicient grotection to the patients . {See instructions,) Except for nursing homes, the findings stated above are disclosable 50 days
following the date of survey wisther o not a plan of correction is providad. For nursing homes, the above findings and plans of corraction ars disclosabls
days following the date these documents are made availabla to the facility. If deficiencies are sited, an approved plan of correction is requisite to continued
program paricipation.

i continuation sheel Page 1063
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CEMNTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIE 01} PROVIDER/SUPPLIERICUA
AN PLAN OF CORS (DENTIFICATION NUMBER:

(L2 MULTIPL

A BUILDING

B CONSTRUCTION
81 - DIVERSICARE OF SENECA PLACE

185456 BWING 1212812015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, 8TATE, ZIP CODE
3526 DUTCHMANS LANE
DIVERSICARE OF SENECA PLACE
LOUISVILLE, KY 40205
(xa310 CIENCIES o PROVIDER'S PLAN OF CORRECTION
PREFIX d - SOED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD 8E
TAG EILATORY O FYING INFORBMATION TAG CROJES-AEFERENCED TO THE ARPROPRIATE
DEFICIENCY)

K052 Continued From page 1 K 052 Diversicare of Seneca Place strives to
ensure that all automatic sprinkler
systems are continuously maintained in
reliable operating condition and are
inspected and tested.

, v i full
This STANDARD is not met as evidenced by: AiihOUgh the fire panel Was, ully
Based on review of the fire alarm inspection and operational, per the vendor’s
testing documents and staff interview, the facility recommendation, the batteries were
failed to maintain the fire alarm system per the ¢
requirements of; replaced on 12/29/?015. P?o residents
were affected by this practice.
2000 NFPA 101 Bection 18.3.4.1, §.6.1.4, .
46.121 The fire panel batteries were replaced
1999 NFPA 72 Section 7-1.1.2 on 12/29/2015
The deficiency affected three of seven The batteries were replaced on
smoke compartments, ;
12/29/2015; therefore, no residents are
On 12/28/2015 at 3:45 p.m., the fire alarm potentially affected by the deficient
inspection and testing repart prepared by Koosen practice.
on 10/29/2015 indicated the FACP (Fire Alarm
Control Panel) batteries failled when tested for E, The Regional Maintenance Director
Fand G halls. The facility did not have work . 1/7/16 and
order showing that the batteries were replaced. visited the Center on
verified compliance.
The Maintenance Diractor was present when the
deficiency was identified. Administrator will request and review
i ~ from the fire alarm compan
Failure to maintain and complete repairs of the all reports fro ‘ pany
Fire Alarm System increases the risk of death or to ensure compliance.
injury due to smoke and fire. . . , d
K 082 NFPA 101 LIFE SAFETY CODE STANDARD K 062 The Maintenance Director will conduct
§8=D a monthly fire pane! audit to include

Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested

testing the batteries, in addition to the
fire alarm system contracted company’s
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This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility failed to meet the requirements for
properly maintaining the automatic sprinkier
system per the requirements of;

2000 NFPA 101 Section 19.3.5.1, 8.7.5

1998 NFPA 25 2-2.1.3, 2-4.1.4,2-4.1.5
and

2000 NFPA 101 Section 19.5.1, 9.1.2

19989 NFPA 70 Article 370-28(c)

The deficiency affected one of four sprinkler types
in the building.

On 12/28/2015;

At 3:30 p.m., there were no spare QR (quick
response) sprinklers with red frangible bulbs in
the spare sprinkler box in the riser room. The
box was not mounted on the wall. An electrical
junction box in the riser room did not have a
cover plate,

The Maintenance Director was present when the
deficiencies were identified.

185486 B WING 12/28/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
DIVERSICARE OF SENECA PLACE 3526 DUTCHMANS LANE
A
LOUISVILLE, KY 40208
(X430 SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
CEFICIENCY)
: tine inspections. The monthly audit
K 062 Continued From page 2 K 062 routine insp

will be completed for 6 months. Results
of the audits will be reviewed in the
safety committee meeting monthly as
well as the monthly Quality Assurance
and Process improvement Meeting.
The safety committee and QAP
members will review and determine the
need for further action.

12/29/2015.

Ko62

Diversicare of Seneca Place endeavors
to ensure that the facility staff monitor
and maintain the automatic sprinkler
system per regulations.

No residents were impacted. The
facility purchased extra sprinkler heads
on 1/7/2016.

The sprinkier box was mounted to the
wall on 1/7/2016 and the electrical
junction box in the riser room had a
cover plate added on 1/7/2016.

An audit of the facility’s sprinkler
system was completed on 1/7/2016.
Spare sprinklers were added on 1/7/16.
No residents were affected.
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Koez ¢

aw

Koez  The Regional Maintenance Director
visited the Center on 1/5/15 and 1/7/16
and verified compliance. The sprinkler
box with spare sprinklers being
mounted to wall and cover plate on
junction box will be audited monthly to
ensure compliance.

The Maintenance director and/or the
Maintenance Assistant will complete a
monthiy check of extra sprinkler heads
1o ensure they continue to be available
if needed and audit that box is mounted
1o wall and electrical junction box has a
cover plate. The results of the audit will
be reviewed in the monthly safety
meeting for 3 months as well as the
GAPE meeting for 3 months. The safety
committee will discuss the need for
additional action.

January 7, 2016.
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