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Standards of Care, Box 2-3, on page #17,
revealed the failure to implement a physician's,
Advance Practice Registerad Nurse's, or a
physiclan's assistant's order properly orin a
{imely fashion, was one of the most common
legal clalms made against professional nurses.
Standard of Practice #10 stated "a deviation from
the protocol should be documented in the
patient's chart with clear, concise statements of
the nurses deciston, actions and reasons for the
care provided, including any apparant deviation,
This should be done at the time the care is
rendered because the passage of iime may lead
tc a less than accurate recollection of tha specific
eventls.

An interview with the physician, on 02/27/13 at
11:27 AM, revealed the physiclan stated "it would
be common sense," to expect when a physician
glves an order to send a resident to the hospital,
that the staff would carry this out. However, "in
refrospect,” the physiclan stated there was a
terminal event unfolding, as the day progressed
and he was unable to state if immediate transport
would have made a difference, in the resident's
death.

A record review revealed Resident #1 was
admifted on 12/17/09 and readmilted on
07/01/12, with diagnoses to include Psychosis;
Schizoaffective Disease; Seizure Disorder;
Diabetes; Panic Disorder with Agoraphobia;
Parkinson's Disease; A History Abdominal Pain
and Colon Resectlon, Chronic Obstructive
Pulmonary Disease, Chronic Heart Failure and
was a Full Code. A review of the quarterly
Minimum Data Set (MDS,) dated 12/06/12,
revealed the facility assessed the resident as

transferred to the hospital or
emergency room In the past thirty
(30) days to Identify concems with
timely transfer and notification of
the physician if staff were unable o
carry out the order for transfer. No
concerns were identified during the
audit. This audit was completed by
the Regional Nursa Consultant.

3. All licensed nurses were re-
educated on 02/15/2013 by the
Assistant Director of Nursing
ensuring that physician orders are
foltowed in a timely manner end if
unable to complete the physician
orders the physician must be
notified immediately. No licensed
nurses worked past 3-14-2013
without having recelving this re-
education,

4. The Assistant Director of
Nursing and/or Unit Managers wil
review any physician orders, dally
Monday through Friday for four {4)
weeks, then weekly for eight (8)
weeks to ensure that the
professional standard are being met
and physician orders are being
followed in a timely manner or the
physician is contacted if the nurse
is unable to follow the physician
orders. The resulis of these audits
wili be forward o the Qualily
Assurance Committee monthly for
three (3) months for further
recommendatlions. If at anytime
concerns are Identified, the Quality
Assurance committee will convene

FORM CMS-2507(02-98) Previous Varsions Obsalete

Event 10:047C 1

Facility (D: 100306

If continuation sheet Page 2 of 6




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/06/2013

FORM APPROVED

GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIERICLIA {2} MULTIPLE CCNSTRUCTIDN {X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTEFICATION NUMBER: A BUILDING COMPLETEQ

Cc
185272 B. VANG 03/01/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
867 MCGUIRE AVE,
MCCRACKEN NURSING AND REHABILITATION CENTER
FADUCAH, KY 42001
xN 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIOER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AC TION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFQRMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE Dare
OEFICIENCY)
F 281 { Continued From page 2 F 281 to review and make further

independently cognitively intact with a Basic
intellectual Mentat Score (BIMS) of 15. A review
of the "Respiratory: Plan of Care," dated
02/09/12, revealed the staff were to repori any
adventitious breath sounds to the physician,
check the resident's vitat signs, as ordered and
as needed {(PRN,) and moniter for cyanosis,
shorlness of breath, a change in the level of
consciousness and to update the physiciary
family, as needed.

An Interview with CNA #1, on 02/26/13 at 3:22
PM, revealed the resident had been weak and
"kind of out of it," the week before, but stated on
this Sunday, 01/27/13 she had to have help
rolting the resident aver in bed and fo assist with
changing the brief. The resident would not feed
him/herself and would not eat but a few bites
when the staff {ried fo encourage this. The CNA
had reporled this to Licensed Practical Nurse
{LPN} #1, "about 5:00 AM," that the resident was
weaker that moiming and the resident's vital signs
were taken. Sometime that morning, the change
in the resident was reported to the physician.
LPN #1 {old the CNA the resident was possibly
coming down with Pneumonia or Influenza, that
was going around the building.

An interview with LPN #1, on 02/25/13 at 4:15
PM, revealed she had worked 6:00 AM untii 6:00
PM, the week-end of 01/26-27/13. On Saturday,
01/26M13, the resident had complained of nausea
and needed to have a bowel movement. A
laxative was given with good results, On Sunday,
he/she complained of “feeling sick to his/her
stomach” and the staff kept trying to encourage
liquids. The physician was called at
approximately 11:00 AM and the staff were to

recommendations, The Quality
Assurance Commiltee will consist
of at a minimum the Administrator,
Director of Nursing, Assistant
Director of Nursing, and the Soclal
Services Director with the Medical
Director attending at least quarterty.
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monitor and encourage figuids. Sometime during
the aftemoon the resident became restless and
agitated. The heart rate increased “into the 140's
and 150's," beats per minute. The resident's
Oxygen (O2) saturation was 93-84 percent (%)
on room alr and at that point, Resldent #1 would
nef allow the blood pressure {(B/P) to be taken.
The physician was called at approximately 6:30
PM, by LPN #2, who was the 6:00 PM until 6:00
AM nurse and an order was received to send the
resldent to the Emergency Room. The resident
“calmed down" and his/her heart rate dropped
back down to 72-76 beats per minute and
“appeared to be in no distress."

An intarview with LPN #2, on 02/25/13 at 5:27
PM, revealed she had made the second call of
the day, o the physician, regarding Resident #1,
on 01/27/13 at 6:30 PM and informed the
physician the residenl's heart rate was elevated
at 150-152 beats per minute and the order was
given to send the resident out. LPN #2 stated
she had gone back into Resident #1's room at
approximately 6:45 PM and the resident was
calmer and the heart rate had dropped back to
68-70 beats per minute. “At that time, the the
resident's condition did not seem emergent,” or
an emergency situation and the LPN proceeded
to compille the necessary paperwork and called
the on-call Nurse Administrator. The Nurse
Administrator was Informed of the resident's heart
rate and the order {0 send to the ER. The Nurse
Administrator stated she would call the Director of
Nurses,

An interview with the week-end, on-cali Nurse
Administrator, Reglstered Nurse (RN} #1, on
02/26/13 at 9:17 AM, revealed she had received a
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call regarding Resident #1 and the order {0 send
to the ER, at approximately 6:35 PM, on
01/2713. She stated she was not familiar with
this resident but felt the DON was and cafled the
DON to Inform of the order. RN #1 stated this
was the first she knew of the resident having
been ill and stated she was not aware the
physician had been called earlier in the day
regarding his/her condition. RN #1 stated the
DON told her not to send the resident out, just to
"monitor” the resident. RN #1 decided fo go to
the facility; and assess the resident and called the
facility and stated she was on her way and if the
resident became worse before she got there, to
send him/her out.

An interview with LPN #1, on 02/25/13 at 5:05
PM, who answered the call from the Nurse
Administrator/ RN #1 revealed the LPN
"assumed” RN #1 was aware of the order to send
the resident to the hospltal, as LPN #2 had left
the RN a message. LPN #1 explained the
general paolicy of the facility, if there was not an
emergency siuation when the physician order
was given to send to the ER, the nurses will call
the ambulance company, so they can triage the
cali with more emergent situations, instead of
calling 911. I the LPNs felt the resident was
"acute enough,” they would have called 911, The
resident's heart rate had slowed down and he/she
was resfing without distress. However, interviews
with boih LPN #1 and #2 reveated they did not
¢all the ambulance company or 911 until 7:21 PM,

An inlerview with the DON, on 02/25/13 at 4:10
Ph, revealed the staff were not to calf her with an
emergent siuation. They were to call 911 and
send the resident out. The staff were to call her

F 281
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only for advice or questions and she would walk
them through the process of the {SBAR,) the
Situation, Background, Assessment and Request
Tool utitized by the facility, prior to cailing the
physician, as part of the Interact Process to
decrease unnecessary hospital admissions. The
DON slated she was not made aware the
physician had already been called and the SBAR
process had already been altempted and stated
she never said not to send the resident out, if
she had been made aware of an order fo send
the resident out and had been made aware of all
the situation, she would have toid them to send
the resldent out and not told them to start the
SBAR process again.

An Inlerview with RN #1, on 02/26/13 at 9:35 AM,
revealed it tock approximately 30 minutes for the
nurse to arrive at the facility. When the RN
arrived in Resident #1's room the resident had
hisfher eyes closed and respirations were shatlow
“but not particularly labored.” The nurse spoke to
Resident #1, and the resident did not respond,
Heishe ws pele but not clammy. When ihe
resident did not respond to a sternal rub the
nurses told the staff to call 911. The residents
breaths became "agonal, as if taking air in but not
getling any air" and then the breathing and the
pulse stopped and CPR was started, EMS
arrived within five minutes and took over the code
and the resident was transported fo the hospital,
where he/she expired at §:00 PM.
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