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F 000 | INITIAL COMMENTS rFooo| The provider wishes this plan of
cotrection to be considered as our
|| An Abbrevialed Survey Investigating Complaint a:;%:mg:&:: g}};;:e.l:lre&aramn
KY#22971 was conduced on 03/31/15 through o 4 e
04102115, KY#22571 was substanilated with e
deilclencles cllsd at the highest Scope and or agreement by the provider ?fthe truth
Severity of a "D". of the.facts alleged or conclusions set
F 281 | 463.20(k)(3)() SERVICES PROVIDED MEET F2sq| forthin this statement of deficiencies.
$5eD | PROFESSIONAL STANDARDS The plan of correction is prepared and/or
executed solely because it is required by
The services provided or arranged by the facllity _ the provision of federal and state law.

must meet professlonal standards of quality,

This REQUIREMENT s not met as evidenced
by:

Based on Interview, record review, raview of
hospltal records, review of the facillly policy and
precedurs, and review of the Lippincott Manual
Nursing Practice #8, it was determined the facillty
fallad to ensure servicas provided mat
professlonal siandards of care related to an
assessinent for one {1) of thras {3) sampled
residents (Resident #1). Licensed Praciical Nurse
(LPN) #1, {alled to conduct a head to toe skin
assessment of Resldent #1 prior to transferring
the resident from the fioor to the chair after the
residant sustained s fall on 02/24/15, The
resldant was transferred to the hospital on
02/24/15 and was dlagnosed with a fractured left
{femur.

The findings include:

Review of the Lippincott Manuel Nursing Praclice
Eighth Edition, revealed a complete assassment
should be performed after a resident has {allen.

Revlew of the facility's Fall policy, dated 08/2013,

LAB ORY DIRECTOR'S OR PROVIDER/BUPPLIER REPREBENTATIVE'S SIGNATURE . . TIME (X8) DATE

Udmniatizts > o115

Any defictancy statement ending with i astorlak ') denctes e deficlency which the Institutian mey ba excused from correcting providing itIs datermined that
other saleguards provide sufficlant protection i e pallents. (See Instructions.) Excepl for nursing homes, the findings atated above are disclosable 80 days
following the date of survey whather or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days following the dats these documents are made avallable lo the facilty. If deficlencies ere cliad, an approvad plan of coraclion is requisiie to continued
program paricipation.
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F 281 Continued From page 1 F 281 What corrective action will be 5/01/15
revealed the charge nurse should evaluate the accomplished for those residents
resident after a fall occurs for any signe and found to b b flected?
symptoms of Injury. Further review reveated a ound to have been affected
completed Incldent raport must be completed and .
the Unlt Manager and Director of Nursing wil Resident #1 was transferred to the
review for accuracy. hospital (03/06/15) and did not
return to this facility,
Review of the facility's "Quick and Easy Head to
Toe Physlcal Examination®, not dated, revealed e :
the lower extremity assessment should include an f:h‘::h: l.:c'h:yl:v ll: ide:my
abservailon of the exiremiiles for symmatry, r Sidenty having the
muscle tone, movement, brulsing and skin potential to be affected by the
alterations, In addition, the joints must be same deficient practice?
palpated for tenderness and to determine If active All residents who have a fall will
range of motion can be performed. have a head to toe assessment
Record review revesled the facilty admitted oy ';’g:te:, ;"m licensed urse prior
Realdent #1 on 12/068/14 with a diagnoses which g ‘
Included Hypertension (HTN), Dementia, What measures will be put into
Hypothyroldism, Joint Disorder, Depression, place or systemic changes made
Glaucoma, Stroke, Malaise and Fatigue, Left to ensure that the deficient
Femur Fracture, History of Falls, Cognitlon practice will not recur?
Communication Deficit and Muecle Weakneas,
Revlew of the Nursing Notes, dated 02/24/15 al Incident/Event Investigation Form
10:37 PM, revealed Licansed Practical Nurse was revised 4/21/2015 by Director
(LPN)#1 and a student placed Resldent #1 back of Nursing to include Head to tog
In the recliner after finding Resldert #1 an the Assessment to be checked on
floor between the chair and the bed, She alated Preliminary Actions Taken review.
that the resident told her he/she was attempting (Exhibit 1)
to hang up his/her coat but dic not have a coat or . .
sweater, She then palpated her head and II))I ——— off" INIll.u’gmg andI.m'
performed a neurological check and obtain vital irector of Clinical Services
signs while he/she was lying on the floor. She provided education with return
pull the resident's pant lega up to knee and saw demonstration of Quick Head to
no bruising but never palpated the resident's Toe Assessment for all Licensed
lowsr extremities. The resident staled he/she was Nurses. (4/2-4/3/2015)
hurting in tha ieft thigh area. -
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F 281 | Continued From page 2

Interview with LPN #1, Charge Nurae, on
04/04/15 at 8:30 AM, ravealad on 02/24/15 she
was down the alf when student nurses staled that
the cal! I'ght of Resident #1 was on. LPN #1
slated the two (2) student nurses went Into
Reslident #1's room and found the resldent on the
fioor betwaen the chair and tha bed, LPN #1
ravealed the resident siated he/she was
attempling to hang up his/her coat and fell, LPN
#1 stated she immedialely palpated the resident's
head and conducted a neurological check and
cbtained vital signs while the resident was iying
onthe floor. LPN #1 ravealed she asked the
residant if hefshe was having pain and the
resldent replisd yes In the left thigh and pointad
there. LPN #1 stated she pullad the residant's
pant legs up to knee and saw no bruising but
staled she never palpated the restdent's lower
axiremiifes for deformities or checked the
resldent's pulses. LPN #1 stated she lifted
Resldent #1's upper body and someone else lift
the resident's legs and placed the resident back
In the reclinar. LPN #1 revealed when they
moved the resldent he/she yellad out with pain In
the left thigh. LPN #1 stated stated that it never
occurred to her to assess tha thigh where the
resldent was complaining of pain. LPN #1
revaaled she did not palpate any part of lower
body durlng her assessment. LPN #1 stated
while a Certified Nurse Aide (CNA) stayed with
the resident she attempted 1o call the doctor twice
and left a message because she wanted to obtaln
orders. LPN #1 ravealad the physiclan called
back and gave orders for Mabile X-ray however,
the family had ardved and requested that the
resident ba transporied to the hoapitat by
ambulance. LPN #1 stated the ambulance was
called and when the Ambulance arrived they cut
the resident's pants away from the left thigh area

F281| Director of Nursing and/or Unit
Managers provided education for
all licensed nurses on:

a) Charting/Documentation of falls
including assessment and
monitoring (3/31 - 4/3/15)

b) Policy & Procedure regarding
Incidents/Accidents and revised
form.

Director of Nurses and/or Unit
Managers provided education for
all staff on Fall policy and
procedures.
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How does the facility plan to
F 281 | Continued From page 3 F 281 AT
to
and noted she had a broken femur. LPN #1 m"'“torl:ts pe:f‘t’.r mance
revealed the ambulance altendants epplled ensure that solutions are
traction after moving the resident onlo the sustained?
slrelcher which provided the resldent soma relief
from the pain. Fall Committes Monitoring form
Revlew of the local hospital record, dated gas reYlsed 4’3”29] 5 b’;. g:“ t
2/2415, ravealed the resident was diagnosed ommittee and review of Even
with left femur fracture and was transferred to a Investigation for
largar hospltal for a higher level of care and Accuracy/Completeness was
surgical repalr of the fractured famur, added. (Exhibit 2)
Inlerview on 03/31/15 at 11:36 AM with
Reglstered Nurse (RN) #1, RN #2 and RN #3 . . . .
revealed when & resldent sustains a fall an Fall Coq)mlttee (including, Director
esssesment should be conducted by the charge of Nur.sm& Staﬁ‘l?e.velopment )
nursa prior to moving the resident and vital signs Coordinator, Administrator, Unit
should be oblained at that time. Manager, Therapy and other
Interview with the Director of Nursing (DON), L ofInterdisciplinary Care
merv, QT O [2-1 , 0N H
03/31/15 at 2:57 PM, revealed the charge nurse Teamlf’s neede;l) w1illtratgort At
should have assessed the residant from head to compliance and results to QA team
loe and assessed where the reaident complalned (including Director ome:smg,
hefehe had pain Immediately. The DON stated Staff Development Coordinator,
the staff should have provided care If need and Social Services Director, Human
the physician and family/POA/Guardian should be Resources, Dietary Manager,
notified. She stated the etaff not assassing the Environmental Services
resldant prior to moving the resident could have Supervisor, Maintenance
caused harm to ihe resident, 2
Supervisor, Medical Director,
Interview with the Physician, on 03/31/16 at 2:45 Office Manager, MDS
PM, ravealed she would have expecied tha Coordinator, Medical Records
resident to have been assessed head to toe prior Supervisor and Chaplain) monthly
to moving the rasidentl. for 6 months or upon
F 308 | 483.25 PROVIDE CARE/SERVICES FOR F 309 recommendation ng A commitiee
ot The Director of Nursing is '
Each resident must receive and tha facility must responsible f°_" follow up and
recommendations.
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provide the necessary care and sarvices {o altain

1 or maintaln the highest practicable physical,

mental, and psychosocial well-being, in
accordance with the comprehensive assessmant
and plan of cara.

This REQUIREMENT ls not met as evidenced
by:

Based on cbservation, Interview, record review,
Prehosplial Care Report, review of hoapital
records and revisw of tha facllity’s policy and
procadures it was determined the facllity falled to
ensure aach resldent received the necessary
care and sarvices to attain or maintain the highest
practicable physical, mental, and paychosocial
well-being for cne (1) of three (3) sampled
regldents (Resident #1). Resident #1 sustalned &
fall on 02/24/15 and complained of pain to the lafi
thigh area. Licensed Practical Nures {LPN) #1
falled to conduct 8 head to tos assessment to
Include the resldent's thigh prlor to transferring
the resident from the floor to the chalr. Resident
#1 was sent to the hospital and dlagnosed with a
left famur fracture.

Tha findings include:

Review of the Lippincott Manual Nursing Practice
Eight EdItion revealed a complele assessment
should be performed after a resident has fallen.

Review of the facility's fall pelicy, dated 08/2013,
revealed the charge nurse ehould evaluate the
resident after a fall occurs for any signs and

accomplished for those residents
found to have been affected?

Resident #1 was transferred to the
hospital (03/06/15) and did not
return to this facility,

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

Al residents who have a fall will
have a head to toe assessment
completed by a licensed nurse prior
to being moved.
What measures will be put into
place or systemic changes made
to ensure that the deficient
practice will not recur?
Incident/Event Investigation Form
was revised 4/21/2015 by Director
of Nursing to include Head to toe
Assessment to be checked on
Preliminary Actions Taken review.
(Exhibit 1)

Director of Nursing and/or
Director of Clinical Services
provided education with return
demonstration of Quick Head to
Toe Assessment for all Licensed
Nurses. (4/2-4/3/2015)
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symptoms of injury. Additicnally, a completed
inclidant report muet be complated and the Unit
Manager and Diractor of Nursing will review the
for accuracy.

Review of the facllity's "Quick and Easy Head to
Toa Physical Examination® ravealed the lower
exiremily assassment included o observe the
extremities for symmetry, muscle tone,
movement, brulsing and skin alterations. The
Joints ahould be palpated for tenderness and
active range of motion can be parformed.

Record review revealed the facllity admitted
Resldenl #1 on was admitted on 12/06/14 with a
diagnoses 1o include Hypertension (HTN),
Dementia, Hypothyroidism, Jaint Disorder,
Depresslon, Glaucoma, Stroke, Malaise and
Fatigue, Left Femur Fx, History of Falls, Cognition
Communication Deficlt and Muscle Weakness.
Review of the quarterly Minimum Data Set {MDS)
assessmant, dated 01/13/16, revealed the facllity
assessed Residant #1's cognltion as severely
impalred with a Brief Interview of Mentaf Status
score of sevan (7) which indicated the resident
was not interviewable. In addition, the resident
was asegesed as requiring extensive assistance
with one person assist wilh ambulation and
tranefarring and had a hislory of falls.

Review of the Comprehensive Care Plan for risk
for injury, with a goal date of 04/24/15 revesled
Intervention for reeident to have a bed alarm and
chalr alam, to not leave the resident alona In
bathroom and to ensure walker Is in reach except
when in bed.

Revlew of the Nursing Note, dated 02/24/15 at
10:37 PM, revealed Resident #1 was found on

FORMAPPROVED
ENTERS FOR OMB NO. 5
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
c
185147 8. WING 04/0212018
NAME OF PROVIDER OR SUPPUER STREET ADDREGS, CITY, STATE, ZIP CODE
200 BTERLING DR,
CHRISTIAN HEALTH CENTER N , e
NBVANHEN THOPRINSVILLE, KY 42240
P4 1o SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REBULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
F 308 | Continued From page 5 Faoe| Directorof Nursing and/or Unit

Managers provided education for
all licensed nurses on:

8) Charting/Documentation of falls
including assessment and
monitoring (3/31 - 4/3/15)

b) Policy & Procedure regarding
Incidents/Accidents and revised
form,

Director of Nurses and/or Unit
Managers provided education for
all staff on Fall policy and
procedures,
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the floor beiween hlster bed and chalr.
Licensad Practical Nurse (LPN) #1 and a studant
- placed Resident #1 back In the recliner. Further
review revesled the LPN palpaled the realdent's
head and performed a neurologlcal check and
obtalned vital signa while the resident wae lying
on the floor. The nole revealed the LPN pulled
{he raaldent's pant legs up {0 knee and saw no
bruleing. Further review revealad the told the
nurss he/she was hurting in the left thigh area.

Revlew of the Prehoepltal Care Report from the
Ambulance, dated 2/24/15 at 2:45 PM, revealsd
they wera called to facility for a resident that had
fallen. It was noled Resident #1 was lying In a
recliner and thelr assessment noled the laft leg
was shoriened and rofated to the inside. The
documentation revealed they placed the resident
on a sheet and placed him/her on the streicher.
The report ravealed they applied traction to the
leg and the resident stated It folt betler. Thay
iransferred the resldent to lacal hosphal.

Revlew of the local hospital racord, dated
2/24/15, revealed the resident was diagnosed
with left femur fracture and was transferred 1o a
larger hospltal for a highar lavel of cars and
surgical repalr of the fractured femur.

Interview with LPN #9, Charge Nurse, on
04/04/15 at 8:30 AM, revealed on 02/24/15 two
(2) student nursas want into Resldent #1's room
and found the resident on the floor between the
chair and the bed. LPN #1 stated she
immedlately palpated the resldent's head and
conducted a neuralogical check and obtalned
vital signs while the resident was lying on the
floor. LPN #1 revealed she asked the resident if

hefshe was having pain and the resident replied
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F 308 | Continued From page 6 F 309 typ 0

monitor its performance to
ensure that solutions are
sustained?

Fall Committes Monitoring form
was revised 4/21/2015 by Fall
Committee and review of Event
Investigation for
Accuracy/Completeness was
added. (Exhibit 2)

Fall Committee (including, Director
of Nursing, Staff Development
Coordinator, Administrator, Unit
Manager, Therapy and other
members of Interdisciplinary Care
Team as needed) will report
compliance and results to QA team
(including Director of Nursing,
Staff Development Coordinator,
Social Services Director, Human
Resources, Dietary Manager,
Environmental Services
Supervisor, Maintenance
Supervisor, Medical Director,
Office Manager, MDS
Coordinator, Medical Records
Supervisor and Chaplain) monthly
for 6 months or upon
recommendation of QA committee.
The Director of Nursing is
responsible for follow up and
recommendations.
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F 309

Continued From page 7

yes [n the left thigh and polnted there. LPN #1
stated she pulled the resident's pant legs up fo
knee and saw no bruising but stated she never
palpated the resident's lower extremities for
deformities or chacked the resident's pulses.

LPN #1 stated ehe lifted Resldent #1's upper
body and someone else lift the resident's legs
and placed the resident back in the recliner. LPN
#1 revealed whan they moved the resident he/she
yelled out with pain in the lefi thigh. LPN #1
stated stated lhat it never occurred to her to
assess the thigh where the resident was
complaining of pain. LPN #1 revealed she did not
palpate any parl of lower body during her
aseessmant. LPN #1 revealed the physician
called back and gave orders for Moblla X-ray
however, the family had arrived and requested
that the resident be transported to the hospital by
ambulance. LPN #1 stated the ambulance was
called and when the Ambulance arrived they cut
tha resident's panls away from the left thigh area
and noted she had a broken femur, LPN #1
revealed the ambulance attendants applied
traciion after moving the resident onto the
sirelcher which provided the resident some rellef
from the pain.

Interview wilh Certified Nurse Aide (CNA) #1, on
03/31/15 at 1:53 PM, ravealed Resident #1
sustained a fall while she was at lunch. CNA#1
stated when she refurned from lunch, Resldent
#1 wae siting In the recliner crying and shaking
80 ghe remained with the resident untll the
ambulance arrived. CNA #1 ravealed lhe
resident's sons arrived al lhe facility
approximately thirly (30) minutes after they were
notified and the resident was complaining of pain
the entlre time from his/her knee to the thigh
area, CNA#1 stated when the ambulance staff

F 309
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arrived they cut the resident's pants off to assess
the thigh area. CNA #1 revealed the resident's
lef leg appeared to be deformed and dipped
down on the top and the ambulance staff placed
a sheet under the resident and transferred the
resident to the siratchar. CNA #1 alated the
resident yelled out "That huris" as they ware
transferring him/her lo the stratcher. CNA #1
raveeled when the sons came, they asked about
how long the resident had been sheking and she
informed the sons the resident had been shaking
since the fall.

interviaw with LPN #2, on 03/31/15 at 2:30 PM,
reveaiad LPN #1 lold her that Resident #1 had
fallsn and she was waiting for the physician to call
lo get the order for the X-ray. LPN#2 staled she
lold LPN #1 not to move the resident and to lsave
the resident in the recliner because she was
hurting. LPN #2 revealed the family arrived and
requested lhat the resident be transferred to the
Emergency Room by ambulancs,

Interview on 03/31/15 at 11:38 AM with
Registered Nurse (RN) #1, RN #2 and RN #3
revealed when a resldent sustains a fall an
assessment should be conducted prior o moving
the realdent and that vital signs should be
obtalned at that ime,

Intervlew with the Director of Nursing (DON), on
03/31/15 at 2:57 PM, revealed the staff should
have assessed Iha resident from head to tee and
assessed where the resident complained hefshe
had pain Immediately. The DON stated the staff
should have provided care If neaeded and the
physiclan and family/POA/Guardlan should be
nolified. She staled the staff not assessing the
resident prior to moving the resldent could have
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caused harm to tha resident.
Interview with the Physician, on 03/31/15 at 2:45
PM, revealed she would have expected the
resident to have been assessed head 1o toe prior
fo moving the resident.
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