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. . . . Signature Healthcare of Pikeville
‘A standard health survey was conducted on does nol believe and does not admit
02/07-0aM2, Deficient practics was identified thet any deficiencies exisled either
with tha highsast scope and severity at “D" Javel, befors, during or eller the survay,
The Facilily reserves all righls to
An abbreviaied standard survey (KY17742) was contest the survey findings through
alse conducted af this time. The complaint was informal dispute resolution, formal
substantiated with related deficient practice. appeal proceedings orany” 5/’ gl
F 151 | 483,10(aX1)&(2) RIGHT TO EXERCISE RIGHTS F 151 adllmm.stratlvc or l_cigal Erooeedmgs.
_ g8=B | - FREE OF REPRISAL This plan of correction {s not meant

Tha regident has tha right lo exercisz his or her
rights a5 & resident of the facility and as a atlzan
or rasidant of {he United Stales.

The resigert hes the right to be free of
interferenca, coercion, disaimination, and reprisal
from the facillty in.exercising his or her rights,

This REQUIREMENT s not mst as evidencad
by

Based on inenview and policy reviaw, #t was
datarminad the facllity failed to ensure four of
nine residents attending the group interview wene
Frovided the apportuniiy to exercise his/hor righte
as a citlzen of reskdant of e Unitad States,
Residents #20, #21, #22 and #23 volcad a desire
to vote In the state elaction in Novambar 2011,
However, the facifty falled to assist the msidants
wishing t2 vote In the elettion.

The findings include:

A review of the fadility's Federal Resldent/Patiant
Rights {dated August 2009) ravaaiad the
residents at the facility had the right to exercise
their rights a= @ United States citizen.

to cstablish any standard of care,
contract obiigation or position and
the Facility reserves all rights to
raise all possible contentions and
defenses in any type of civil of
criminal claim, action or
proceading. Nothing contained in
this plan of correction should be
¢onsidered as a waiver of any
potentially applicable Peor Review,
Quslity Assurance or sell eritical
cxamination privilege which the
Faeility does not waive and
reyerves the right 10 essert in any
administrative, civil or criminal .
cleim, action or proceeding, The
Facility offers its response, credible
allegations of compliance and plan
of correction as part of irs ongoing
efforts to provide quality of care to
residents,
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F 161 | Gontinued Erom page 1 | Fqgq| F151 géil:ti:; Exercise Rights — Free of 6/ iefis
i During the group intervisw or 02/08/12, at 5:00
AM, with nine slart and orientad residents, it was The facility will ensure that all residents who
detarmined four resldants attending were not . | wish to vote ere afforded the OppoFtunity to
alicwed the opportunity to vots In the 11408/1 1 exercise that right as citizens of the United
stata elsction. Tha four meidente (Resldants States n any and all elections.
#20, $21, #22, and #23) staled they wanisd to ' Residents affected; .
paniclpate in the election but the facility failed to For residents #20, 21, 22 and 23, each will be
assist fhem [n obtaining absenize ballots. informed by the Activity Director, that in all
Resident #23 stated, "l hava voted since | was 18 future elections, they will be informed in
years old and that was the first election | have acvance and provided any assistance needcd
ever missed, and it mads me upset " 10 be able to exercise their right to vore as
- citizens of the United States.
An Interview with the Activities Director (AD) and Residents potcatially affected:
the Administraior on 02/09/42, at 5:00 PM, The Activity Director will identify those
revealed the AD was responsibie to ensure residents who have the potenrial te be
residents who wished to vots were afforded the affeclaef.:y asking each restdent ‘“,}‘;y
opporiunity to vote. The AD stated upon would l];.m mefﬁmf 1 \Lotgpg. i f £
admiaslon each resident was sssessad and gtt‘m}; geﬁts‘;:j;n“ § aso of r';jae'ieg
asked if they wantad to vote, Those residents e Slection eLrames 1or 2osen
\ . . - voting and other available information to
who wished 1o vots wera requined to give consent i i 3y
share with residents who wish to vote, The
1o the Counlty Clerk's Offica to vote absentee i ; o ; .
The AD g 100k th Activity Director will inform all residents, in
baliot. 535ta that it took three weeks for : writing, of the facility’s intent 1o assist them
the Counly Clerk’s Office to obmin cohsantand in exercising thcir right to votc in any
sand the ballots to ""_E facility, The_ AD further elections as residents of the United States,
statad when sha reaiized the eleciron was Prior to cach clection, all residents who wish
approaching, thers was not enough fime for to vote will bo afforded that right to vote .
rﬁ‘l’daf lo mm;ﬁtm rel_?mred Z?iperwork to within the timeframe established [or voting
vote absentaa. rthar stated thers was and absentec voting procedures,
not anough ime o amange a rip to the eleclion Systemic measures; .
pracinct for all residents that wished to vole and The Administrator will educate/train the
&8 a resull e rasidents were unable to vote in Actjvity staff and the Social Worker (as back
the Novembar 2011 election, : up) on the importance of assuring thar
_ o residents have the opportunity to exercise
tterview with the Administrator on 02/09/12, at . their right to vote &s citizens of the United
"3:00 P, revaaled all residents should be : States. The Activity Director will identify
afforded the right to vote. Tha Adminlstrator those residents who have the potential to be
statad he did not know the residents had not affected by asking each resident if they
been given the oppertunily ts vete and was | would like to participate in voting. The
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L ' Activity Director will obtain a list of future
F 151 | Comt . X \
orfinued me_P age2 151 elections/timeframes for absentee voting and
unawxre the residents were upsst abaut not other available information to shre with
gedting 10 vote In the November 2011 election. . residents who wish to vote. Prior to each
F 225 | 483, 13c){1)iii), (e)}(2) - () F225| election, all residents who wish to vote will
83=p | INVESTIGATE/REFPORT be afforded that right to vote within the
ALLEGATIONS/INDPMDUALS timeframc established for voting and

3

The facility must nat employ individuals who have
been found guilty of abusing, neglecting, or
mistraating residents by a court of law; or have
had a finding entered into the State nurse side
registry sonceming abuse, negiect, mistraatmant
of regidents or rlsappropriation of thalr property;
and report any knowledgs it has of actiens by a
ourt of law against an employes, which would
indicate unfitness for service 58 & nures aide or
ather fadlty staff to the State nurse aide reglstry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreaiment, neglect, or abuse,
including Infurise of unknown source and
misappropriation of resident proparty ore reparted
immadiately to the administrator of the facility and
ta other ofiiciale in Bccordance with State law
through establizhed pracedures (including 1o the
Stata survey and certification agency).

The facllity must have evidence that all allegad
violations ara tharoughly investigated, and must
prevent further poteniial abuss whilks tha
investigation is in progress,

The results of sl investigations must ba raporta&
lo tha adminlstraior er his deshynated '
representative and to other officials in accordance
with State law (including to the State survey and
cartification agency} within 5 warking days of the
incikdent, and if the alleged viokation is varified

" The list of dates for upeoming clections will

absentee voting procedurcs. _
Monitoring sheasures; ‘

be posted on the Whiteboard for discussion in
morning meeting prior to each election. This
iist will include the scheduled darc for
submission of information for absentee
voting. The Activity Director will provide a
list of upcoming elections as well aq the list
of residents requesting assislance with voting
for

review in QA. Following cach efection, the
interdisciplinary QA. Committcc will revicw
10 assure that all residents who indicated that
they wanted to vote were afforded that right.
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F 225 | Centinued From page 3 F 225
approprigie coective action must be taken,
F 225  Investigate/Repart 5{45 {D’
Allegations/Tndividualg
This REQUIREMENT s not met as evidenced The facility will ensure that all allcgations of
by: : abuse are immedistely reported to the
Bazed on imeniew, record reviaw, and review of appropriate state authorities,
faclity policy, the facility failed to Residents afiected:
ensure B report of an allegation of abuse had For residents #8, the allegation was reportad
bean mmadietaly reported to the appropriste on 1/24/12,
state aulhorities, including the stafe survey and Residents potentially affected:
cartification agency, for one of twenty-{hres Residents of the facility have the potential to
sampled residents (Residen #8). Documentation be affected by this cited practice. The Staff
revealsd on 01/21/12, a{ 11:00 PM, Resldent #8 Development Coordinator will inservice staff
reported sn allegation of abuse to Eacility staff: on the importance of reporting allegations of
however, tha fb:gil'ity failed to raport fhatzllsga_tiun abuse timely. The Administrator of his
io tha EPPTDpﬂan state authoritlas LAkl 01/24/12. desipnee will Teport any B’legﬂﬁon of abuse
to the appropriate State authorities
The findings include: ) _"‘S“;;':::i:‘é"g;“ures_ :
] The Staff Development Coordinator will
sleﬂaw ofm.faa'w_l\buse' Neglect, and inservice staff on the importance of reporting
isappropriation Policy (dated Decambar 2010} X .
" allegations of abuse timely. The
revealad "Tha administrator/designated parsan L : A
will mak medlats he iocal Administrator or his designec Will report any
De maks ano;nrne_ a re?ort to ¢ & iocal allegation of abusc to the appropriate State
pariment of Socal Sanvices and Licansing and authorities immediately upon notification by
Regulak_:cn and other stato designated Bganclllea staff. Allegations of abuse will be reviewed
ag required ragarding an allegation of abuse. by the IDT team each moming in stand up
- mesting to assure reporting has besn
Review of Ras|dent #5's medical record ravesied accomplished,
on 01!’21!12. at 1 1:00 AM. RBEidBﬂt#a I‘BpOl'ted Monitoring measures:
someone had attempted to smother him with a Allegations of abuse will be reviewed by the
pltirw. IDT tcam cach meorming in stand up meeting
to asyurc reporting has been accomplished.
A review of the facllity's Resident investigation Reportable events will be reviewed in
Tool, utilized by the facility to document. monthly QA committee. Any issues will be
aliegations/investigations of abuse, neglect, and addressed immediately by assigned mermbers
misappropriation of resldent propenty, dated of the QA committes.
012112, at 11:00 PM, aleo revesied Hestdent #8 :
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had alleged someacne "was smothering [Mnvher]
with a plilow." Continued review of the facility's
invastigation revealed the investigation was
initiated on 01/21/12, & 11:00 PM, end the faciity
cbizined stalements from staff on 01/2212
throuph 041/24/12. The inveslgation included
stalements, a psychasocial avaluation for
Resident #8, and a care plan meating with the
resident's family In attendance, Documenbation
by the facility revealed, "Resident was found {o
nat have any signs or symptoms of smothering,
and the resident's wife stafed the incidesnt did. not
ocour However, based on documentation, the.
facility failed to immedistely report the resident's
allegation of abuss to the spproprizte state
agencies. Baszed an documentation, the Facility
notified the Department for Communily Bzsed
Sarvices (DCBS) of tha aflegation on 01/24/12, at
3:58 PM (approximately aixty-five hours afier tha
allegation had bean mads) and the stals sutvey
and caitification sgency, the Office of Inspactor
Geneml (QIG], on 0172412, a2t B:34 FM
(approximatsly gixty-savan houre sftar the
aflegation had basn mada).

Intarview with the Administrator, the Director of
Nursing, and the facility’s Nures Consuliant on
02/8/12, at 2:00 PM, revesled even though the
facliny allowed 24 hours to report allagations of
abusa to the stats agsncas, thay acknowledged.
the rapont of the residente allegation had not

| bean reported tothe appropriate state sgencias

In a timely mannar.
483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

[ The fadility must establish and rmaintaln an

Infaction, Control Program daeigned 1o provide a -

F 225

F 441
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safe, sanitary and comfortabie environment and
to balp prevent the development and transmission
of disense and infectipr.

{8) Infaction Control Program ‘

Tha facility must establish an Infection Control
Pregram under which ji -

(1) Invesfigates, contrals, and prevents infections
in the facllity; -

(2) Decides what procadurgs, such as soletion,
shouid be applied to an individusl resident; and
{3) Maintaine a racord of incidents and comective
actions related o infections,

{b) Prevanting Spread of Infection

{1) When the infection Control Program
determines that a resident neads isolationto -
preveni the spread of infaction, the facilty must
isolate the resident. '

{2) The factity must pmhibit amployass with a
communicable dissasa or infectad skin |esions
from direct contact with residents or thelr fond, if
direct contact will trangmit the disease,

() Tha facility must require staff to wash their

hzands after mmech direct resident contact for which

hand washing is indicared by accepted
professional practica.

{c} Linans

Personnel must handls, stora, process and
transport linans so as to prevent tha spread of
Infection.

This REQUIREMENT is not met as evidenced
by:

STATEMENT OF DEFICIENCIES (K1) PROVIDER/BUPPLEERICLIA (X2 MULTIPLE CONSTRUCTION (X3) PATE SLIRVEY
AND PLAN OF CORRECTION - ICENTIFIGATION NUMEER: COMPLETED
A BUILDING
c
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185054 02/00/2012
NAME OF PROVIDER OR SUPPLIER GTREET ADDRESS, CITY, 8TATE. ZIF COPE
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F 441 | Continusd From page S E a4t ¥ 441 Infection Control, Prevent '3"8{ i~

" Spread, Linens

The facility will ensure that a safe, sanitary
eavirohmenl to help prevent the development
and transmissioa of disease and infection is
mainteined during the delivery of meals.
Residents affected:

No specified residents.

Residents potentially afTectad:

Residents of the facility have the potential to
be affected by this cited practice. CNAs #1
and #2 wore immcdiately inserviced on the
nceessity to wash hands and/or sanitize hands
whilc performing meal scrviee. Hand
ganitizer was provided at cech meal tray cart
for easy access by staff.

Systemic measures;

CNAs #1 and £2 were immediatcly
inserviced on the necessity 1o wash hends |
and/or sanjtize hands while performing meal
service. Hand sanitizer was provided at cach
mcal tray can for casy access by staff, The
Staff Development Coordinator will inservice
staff on the importance of muintaining a safe,
sanitary environwent to help prevent the
development and transmission of disease and
infection during the delivery of meals.
Monitoring measures:

Licensed staff as welt as Management staff
will monitor during rounds to assure that
meal service is provided in 2 safe and
sanitary manner by the use of hand
washing/sanitizing hends while delivering
mreals. Infecrions in the facility will be
tracked in monthly QA meeting. Any issucs
will be addrassed immediately by assignad
members of the QA committes. -
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Continued Frorn page 8

Based on observation, interview, and mview of
facility policy, the facllity falled o ensure an
Infection Contral Program was malntained {o
ensure a saka, saniary environment and to help
prevent the developmant and transmisslon of
disease and infection for rasidante durlng the
dellvery of the evening meal an 02/07/12.
Observetion of the evaning meal an 02/07/12, at
4:56 PM, revealod two CNAs falled to

| wash/sanjtize ¢halr hands betwaen resldent

contict during the delivery of the avening meal
trays,

The findings include:

Reviaw of the facility policy for Handwashing
(deted December 2010) revealed staff was to
wash handg before and after caring for each
resident (incduding handiing anything the resident
hae touched) and before and afier handling a
resident's food tray.

Observation of the ewvaning maal on 02/07/12, at
4:58 PM, revealed CNA #1 and #2 defivered meal
trays {0 residents in thalr moms on the South B,
Zore 5, Hall. The CNAz wera ohgervad to antar
resident rooms, adjust the position of the head of
the residents’ bads, remova pillows, poshion
ovarbed tables for resident access, and o
arrange the residante’ meal traye on tha overbed
tables. Cbeervations ravaaled tha CNAs
continuad this procese untit all meal trays were
delivered, The CNAs failad 1o wash/sanitiza thair
hands befora and aftar dalivary and eetup of sach
resident's maal tray.

Interview with CNAS #1 and #2 on 020712, & -
5:00 P ravealnd the CNAS Know 1o wash hands

F 441
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before and afar théy provided msidant care and
batwaen tha dalivery of each meal tray, but had
forgot to wash their hands as required.

Interview with the Dlatary Manager on 02/07/12,
at 6:00 PM, revealed staff should wash/sanitiza
their hants before and after providing care for
regidents. The Dietary Manager stated hand
sanhifizer had been placed on sach meal tray cart
to help remind ataff to wash/sanitize handz bafors
passing meal trays to rasidents. '

Interview with the Director of Nursing (DON) on

‘| 0207112, reverled sisff was to wash hands
bafore and afisr providing care for residents, and
batween passing meal trays. The DON staled -
nurses obearved CNAs deliver meal trays to
residants and stated she had nof been made
awarz of any concems dentified relaled o
_infection control or tha stafl's failure to wash their
hands,
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PLAN APPROVAL: 1985
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type
11(000)

SMOKE COMPARTMENTS: Five

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLED, SUPERVISED (WET
SYSTEM)

EMERGENCY POWER: Type Il Natural Gas
generator

A life safety code survey was initiated and
concluded on 02/07/12, for compliance with Title
42, Code of Federal Regulations, §483.70 (a).
The facility was found to be in compliance with
NFPA 101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

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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