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F 000 | INITIAL COMMENTS F 000
“This Plan of Correction is prepared
An Abbreviated Survey investigating KY #21666 and submitted as required by law, By
was conducted 05/07/14 throllgh 05/08/14 to Submitting this Plan Of Con'eCtion’
detemine the facility's compllance with Federal . .
requirements. KY #21666 was substantlated with Paducah Centf.:z docs not' admit tha:t
a deficincy cited at 2 Scope and Severity of a "D", the deficiency listed on this form exist,
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 167| nor does the Center admit to any
85=D | (INJURY/DECLINE/ROOM, ETC) statements, findings, facts, or
A facility must immediately Inform the resident; conclusions t.hat form the basis for the
consult with the resident's physician; and if alleged deﬁm.ency. The C_enter‘
known, notify the resident's legal representative reserves the right to challenge in legal
or an interested family member when there is an and/or regulatory or administrative
accident involving the resldent which results In ; ;
injury and has the potential for requiring physician proceedmgs the deﬁcmncy >
intervention; a significant change in the resident's statements, facts, and conclusions that
physical, mental, or psychosocial status (i.e., a form the basis for the deficiency.”
deterioration in health, mental, or psychosocial
status In either life threatening conditions ar
clinical complications); a need to alter treatment ¥ 1.57 , c ) 5/19/14
slgnificantly (i.e., a need to discontinue an Resident #1's physician confirmed he
existing form of treatment dus to adverse was nhotified of the fall via fax. on
consequencas, or to commence a new form of
treatment); or a decision to transfer or discharge 4/6/14 to the Director of Nursing.
the resident from the facility as specified in
§483.12(a) On May 19, 2014, the Director of
The facility must also promptly notify the resident Nursing audited the event log and 24-
and, if known, the resident's legal representative "hour report for all residents who had
or interested famlly member when there is a ' )
change in room or roommate assignment as falls with injury during the last 60
specified In §483.15(e)(2); or a change In : i i
resident rights under Federal or State law or days to_valldate tlmely physuclan
regulations as specified in paragraph (b)(1) of notification. No other residents were
this seclion,
identified.
The facility must record and periodically update
the address and phone number of the resident's
TITLE [3{6] E_’ATE ]
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Any defidency slatement end'ng with an dsterisRy(*) denotes a deficlency which the Instilution may be excused frem correcting providing it Is deterrined that

other safeguards provide sufficlent oroteglion lo

patlents. (See instructions.) Except for nursing homes, the findings staled above are disclosable 90 days

following the date of survey whether or ncta plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these decuments are made avallable to the facllity. If defidencles aro clted, an approved plan of comreclion Is requisite ta centinued
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legal representative or Interested family member,

This REQUIREMENT is not met as evidencad
by:

Based on observation, record review, Interview,
and review of the facllity's policles and ‘
procedures, it was determined the facility failed to
immediately consult with the resident's physician
when one {1} of six {8} residents {Resident #1)
susiained a fall that resuited In a ralsed area to
the back of the head measuring 8.0 centimetars
(cms} and a 4.0 ¢m area to the rignt forehead.
The Licensed Nurse faxed the resident's
physiclan Instead of calling the physician per the
facility's policy. In addition, the Licensed Nurse
failed to consult with Resident #1's physiclan
when the resldent began complaining of pain to
the lef side and back approximately twelve (12)
hours after the fall.

The findings Include:

Reviaw of the facliity's policy and procedure titled,
"Accidantsfincidents”, dated 01/08, revealed "An
incident or accidsnt is an unexpected ocourrence
withoul intention or design, or taking place notin
the usuaf course of things or events-including but
no limiled fo falls." The Licensed Nurse was to
notify the physician and administrative staff as
needed and if necessary, fransfer the Injured
resident to the emergency room.

Review of the facilty's policy and procedure, titled
"Change of Gondition of & Resident", dated 01/08,
revealad "The primary mode of urgent
communication is by telephons. Other media
such as fax, bespsr, email, etc. may be utilized
as a secondary meathod only after initial contact

educated all licensed nurses
beginning on May 10, 2014 and
completed on May 19, 2014 regarding
timely notification per guidelines
regarding the use of the primary
mode of notification for the nurse to
make a phone call instead of fax the
physician/NP upon discovery of
resident who had fallen and sustained

Injury.

The DON, Assistant Director of
Nursing or Unit Manager will audit
the 24- hour report and event log for
change in condition/falls to validate
the physician was notified timely. This
audit will be completed at least daily
including weekends for 2 weeks then
5 times per week for 30 days then no
less than 3 times per week for 60
additional days. Corrective action
and/or re-education will be provided
at point of discovery. Director of
Nursing will report findings to QAPI
committee and additional audits will

be determined by the committee.
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and agreement with the physiclap. If unable to
reach either the atlanding physiclan or the
madical director, the resident will be transperted
immediataly via 911 and the Birector of Nursing
Services (DNS) will be notified.”

Recerd review revealed the facility admitled
Resident #1 on 11/02/13 with dlagnoses which
Included Hypertension, Migraines, Chronic Paln,
Anxlely, Depression, Cardiac Pacemaker,
Dementia, Chronic Kidney Disease,
Hypothyroidism, Anemia, Transleni Cerebral
Ischemia, Symbeolic Dysfunclion and Psychosis.

Review of Resldent #£1's "Change of Condition
Form", dated 04/06/14 at 5:45 AM, revealad
Resident #1 came out of hisfher rocom and stated
hefshe had fallen. Licensed Praclical Nurse
{LPN)#1 assessed the resident and hefshe was
found to have a ralsed area to the back of the
head measuring 6.0 centimeters {cms) and a 4.0
cm arez to the right forehead. At 7:05 AM, a
maessage was left on Resident #1's son phone;
howsever, the physician was faxed regarding the
Incident rather than being called.

Review of Nursing Notes, dated 04/06/14 at 8:00
PM, reveated Resldent #1 complained of pain in
the lelt side and back but there was no
documented evidence the physkcian was notified.

Interview with LPN #1, on 05/07/14 at 3:20 PM,
revealed she was working on 04/06/14 when the
Incldent cecurred. She stated Resident #1 came
out of his/her room and siated he/she needed a
nurse because hefshe had fallen, Upon
assessment of the resldent, LPN #1 stated the
resldent had busted hisher head open but did not
require sutures and was not sent to the hospital.
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Additionally, she stated she faxed the physiclan
regarding the incident. When asked why the
physician would hot have sent the resident to the
hospital If histher head was busted open and
there was a knot on the back of the resident’s
head and ferehead, she stated shea did not calt
the physiclan, but faxed him instead.

Interview with the Assistant Direclor of Nursing
(ADONY}, on 05/08/14 at 11:58 AM, revealed his
expectation was for hursing staff to call the
physician first, but if there was an emergency,
then he would expsct tham to send the resident
out for avaluation and then notify the physician.

Interview with the Directer of Nursing (DONS, on
05/08/14 at 11:16 AM, revealed he would have
expected LPN #1 to have called the primary care
physiclan inftially rather than faxing. Additionaliy,
he stated LPN #2 should have notified the
physician of the paln Resident #1 was having in
histher back and side after the fall.

Interview with the Administrator, on 05/08/14 at
11:62 AM, reveated her expectation of the nursing
staff would have been to perform an assessment
of a resident who had faflen and i the resident
was not showing any signs of injury, then nursing
staff should monitor the resident, Additionally,
she wouid have expected nursing staff to notify
the physiclan per the physiclan's preferred
method of communication.

Interview with the Medlcat Director, on 05/08/14
at 2:07 PM, revealed his preforred method of
communication was through a phone calf but it
was accepltable for staff to fax him.
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