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I ‘ ducted ; The statements made on this plan of
t An abbreviated standard survey was con ucte: : correction are not an admission fo and
- 06/27/11 through 06/28/11, investigating i d . ith th
; KYOU016586 and KYQ0016631. KY00016686 was ; 0 not constitute an agreement with the
. unsubstantiated with no regulatory violation, | alleged deficiencies herein,
' KYD0016631 was substaintiated with regulatory ‘ :
, viotations and deficiencies cited, . To remain in compliance with all federal
F 151 ; 483,10(a)(1)&(2) RIGHT TO EXERCISE RIGHTS F 181

§8=D ; - FREE OF REFRISAL

; The resident has the right to exercise his or her
. rights as a resident of the facility and as a citizen
" or resident of the United States.

| The resident has the right to bhe free of '
| interference, coercion, discrimination, and reprisal
. from the facility in exercising his or her rights.

This REQUIREMENT is not met as evidenced
- by
! Based on observation, record review, Interview
| and review of thé facliity's policy it was
" determined the facility failed to one (1) of three
(3} sampled residents exercised his/her right as a
" yesident of the facility and as a cifizen of the
' United States. Resident #1 was not affordad the
- right to smoke by the facility after the resident's
. request was made known to the facility.

' The findings include

" Record review of the facility's policy Safe

' Smoking (undated) revealed the facility's

| interdisciplinary team members (IDT) determined

Uif & regident wage a safe emakar of dependent

' smoker before the resident exercised the

| privilege to smoke. Further review of the Safe
/ Smoking policy revealed dependent smokers are

and state regulations, the center has
taken or will take the actions set forth in
the following plan of correction. The
following plan of correction constitutes
the center’s allegation of compliance.
All alleged deficiencies cited have been
or will be corrected by the date or dates
mdicated,

F151

! It is the practice of this facility to allow
1 residents the tight to exercise his or her
rights as a resident of the facility and as
a citizen or resident of the United States.

The resident has the right to be free of
interference, coercion, discrinunation
and reprisal from the facility in
exercising his or her rights.
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not teft unsupervised while smoking. g What corrective action(s) will be
: 1 accomplished for those residents
: Observation of Resident #2, on 06{28/1&1 at | found to have been affected by the
 B:10AM, 10:00AM, 11:15AM and 2:00A | deficient practice - Residents #1, #2
‘ revaaled the resident outside in a deslgnated ] 143 have b ded i+
smoking area. Resident#2 was wearing a | an ve been provided opportunity
protectlve apron while smoking and ne i to s‘moke ?}“d Supervision 13 provided
superwswn present, i during their smoking periods,
: Obsarvaﬂcn of Resident #3, on 06/28/11 at
| &:40PM, 12:20PM, 1:36PM and 3:45FM, reveaied . . . ,
| the resident outside in a designated smoking How will you 1den‘t1fy other residemts
 area. Resident#3 was weating a protective having the potential to be affected by
. apron and no supervision present. the same deficient practice —Regidents
' ob fion of Resident# 1. on 06/28/11 at expressing a desire to smoke have the
servation of Residen an a : . i :
' B:00AM, 8:46AM, 9:00AM, and 11:00AM revealed pgte?it’al to be effected by this defioient
! the resldent was up in a wheelchalr In room practice,
- watching TV. Further observation at 3:45°M !
' revealed a family member transferred Resident i
; #1 by wheelchait to the smoking area: The family What measures will be put into place
;nn?:inl]ag?\;: r°‘g‘-'t‘)°d Re;s.uden; :t;“;ﬁ?o?ﬁﬁ’ggaarrzge or what systemic changes you will
r. senation o s
i revealed Resident #1 socializing with Resident #2 ; mﬂk:.to gnsare tthat the d?rﬁmg:t.l. ¢
- and #3 (both whom are smokers) and a | Ppractice dees not recur — 1he iaciity
unidentified non-smoking resident. Continued | QAA committee with review and adopt |
" ohaervation of the smoking area at 4:00PM '
| revealed & family member transported Rasident
' #1 via wheelchalr back into her/his room,
!ntervuaw via phone with Resident #1's famfly i
member, on 06/27/11 at 5:30PM, revealed
" Residant #1 would not be allow to smoke unless
family or friends where avallable 1o supervise.
Inferview with Resident #1, on 06/28/11 at
*11;10AM revealed shelhe enjoys smoking and
would like to smolke,
)
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F 151 . Continued From page 2 ¢ F181 the amended smoking policy. The
! Interview with LPN #1, on 08/28/11 at 2:50PM, | facility further will educate the IDT
revealed residents are evaluated to determine If memt?ers aqd C?nter staff on ﬂ_m facility
they are Indepandant or dependant with smoking. | smoking guidelines and smoking
i If a resident is a dependent sroker, they have evaluation tool and annually thereafter.
| the right to smoke, but staff will not supervise. A resident council meeting will be held
b . . ‘a .
Interview with LPN #2, on 08/28/11 at 3:00PM , W;fh }rle;;de“ts deg“;(‘?g o a,“‘”;f’ d““‘?ﬁ
; revealed residents Identified as a dependent ! which the new smoking guidelines wi
* gmaker have the right to smoke only when ‘ be presented. Each smoking resident
: supervised by sameone other that staff, will be personally invited to atiend the
_ meeting by the secretary of the Council
+ Interview with Unit Manager (200), at 3:20pm, X ,
{ revealed dependent resident smokers have the i %d. informed of I.nee,tmg aﬁfnda' .
! right to smoke, however, only if a family member ritten communication will be provided
: or friends are available, : to families advising them of the facility
! smoking guidelines. Supervision will be
: revealed residents are evaluated for independent by a member of the facility staff
. or dependent smokering. Dependent smokers | :
i have the right to smoke If family are available to | . .
- supervise or if staff is willing to supervise, Fiow does the facility plan to monitor
’ i 1ts performance to ensure that
Review of Resident #1's medical record revealed | solutions are sustained - The facility
efeolly i horeddonn 002/ | | Aciviis i il mon
| Weakness and Chronic Obstructive Afrway. The | supervision compliance through the use
' MDS dated 04/15/11 revealed a Brief Intervisw for : of the monitor signature sheet. Findings
| Mental Status (BIMS) score 13. Further review of will be presented to the facility QAA
| the record revealed the Safe Smoking evalustion committee monthly.
| dated 04/05/11 revealed the resident had physical
limitations of urable to open door indepefidently i ) Py
and exhibited adequate memory, vision and Lids ! 9161/
 motor skills. The Safe Smoker Evaluation dated Lo myplimee AT /'7 :
' 04/25/11 and 06/25/11 revealed a dependent Y )-Mu Gibb -Willwins
, smoker reguired 5taff, tamily, friend or physical
- support fo supervise smoking. {
F 323 483.25(h) FREE OF ACCIDENT
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88=D HAZARDS/SUPERVIBION/DEVICES
i
; The facility must ensure that the resident
s enviranment remains as free of accldent hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents,

, This REQUIREMENT is not met as evidenced
“by:
. Based on obsarvation,interview, record review
1 ahd revisw of the facllity's poliey it was

| determinad the facility failed to ensure an

 environoment that was free from accident
» herapds and provide supervision to each resident
i fo prevent avoidable accidents for one (1) of three
- {3) sampled residents (#1).

“The findings inérude:

! Record review of the faclllty s policy Safe
* &moking (undated) revealed the facllity's
Interdisciplinary team members (IDT) determine if
| a resident was a safe smoker or a dependsnt
+ stmoker before the resident exersised the
- privilege to smoke, Further review of the Safe
: Smoking policy revealed dependent smokers are
" not lsft unsupervised while smoking.

. Observation of Resident #2, on 08/28/11 at

810AM, 10:00AM, 11;15AM and 2:00PM,

. revealad the resident was outside smoking in the

' designated smoking area. Resident #2 wore a

| protective apron while smaoking however, no
superwsion was presant,

F323

It contimues 10 be the practice of the
facility to ensure that the restdent
enviromment remains as free of accident
hazards as is possible’ and each resident
receives adequate supervision and
assistance devices to prevent accidents.

What corrective action(s) will be
accomplished for those residents
found to have been affected by the
deficient practice - Residents #1, #2
and #3 have been provided opportunity
to smoke and supetvision is provided
during their smoking periods.

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

Residents expressing a desire to smoke

have the potential to be effected by this
deficient practice,
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F 323 | Continued From page 4 | Fazs.  Yhatmeasures will be put into place
: ‘ ) . or what systemic changes will you
- Qbservation of Resident #3, on 06/28/11 at ' make_to ensure that the dﬁﬁclent.
' B140AM, 12:20PM, 1:36PM and 3:45PM reveaied |  practice does not recur - A smoking
i the resident was outside smoking in the | evaluation will continue to be completed
designated smoking area. Resident #3 was E | by alicensed nurse when the resident
! ;V:aé‘rr\‘l%% pr\z;?t"::;%?; ?r?:,?i\rfél he | expresses a desite to smoke. Results
' supervision wag p s Hime. i will be presented to the facility
. Observation of Resident# 1, on 06/28/11 at \  Interdisciplinary Care Team (IDT) for
: 8:00AM, 8:45AM, 9:00AM, and 11:00AM revesled development of a comprehensive patient
i the resident up in a wheelchair in their room care plan, The resident will be provided
-watching TV, At 3:48PM a family member : :
! transferred Resident #1 by whealchair to the l;l;z‘;zc?ive ‘?qg}p“twml’{iltm!ﬂd the to
: smoking area. The family member provided alon indicate. sntion, slorage
Resident #1 with a cigarette and a lighter, an'd distribution of smoking accessories
- Obsarvation of the smoking area revealed ' will be kept nnder the control of the
' Resident #1 soclalizing with Resident#2 and #3 | facility staff when not in use. The
; ggé*;rvghgm arfett;ndepi?(?:;ta ?thefr);b " center will establish designated times
. ation of the am aat4: . . .
; revealed a family member transported Resident | g‘;‘;@l‘m“".“s for resident smoking,
{#1 via wheelchalr back into her/his raom. ! ty equipment, to include a fire
- + blanket and extinguisher, will be
' Inferview with Reslident #1, on 06/28/11 at accessibly located near the designated
.i 11:10AM revealed she/he enjﬂyad SmOKing and SmOking 1ocaﬁons_
: would Tlke to smoke however, no staff will
| slipervige while smeking,
. Interview with LPN #1, on 06/28/41 at 2:50PM How does the facility plan to monitor
revealed residents are evaliated to determine if | its performance to ensure that
. they are independant or a dependent smoker, | solutions are sustained — The assigned
+ She further revealed if a resident is a dependent monitor for each smoking period will
: smoker, they may anly smoke when family or A
: friends are available to assist. eva}uate and ensure_ﬂlat Sn’lpklng
i . i residents comply with specifications
" Interview with LPN #2, on 08/28/11 at 3:00P\, identified in their individualized plan of
revealed residents who are identified as a care. Any variances from plan will be
i dependent smoker g\ust have faﬁmil)ill ar ? friqu to reported immediately to the licensed
! supervise smoking because staff will hot provide charge nurse and the facilit g safer y N
FORM GM$-2667(02-88) Pravious Verslons Obsolete Event ID: XLIQN Fagnt  COMILCE, The facility Safety of 6

Committee Chairperson will report any
adverse findings to the facility QAA
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the supervision,

Interview with the Unit Manager (200), at 3:20PM,
revealad residents must have family or friends

| available to take them to smoke. Dependent

{ sm?fking rasidents would not be supervised by

; staif.

. Interview with the Administrataor, at 3:45PM,

: revealad residents sre evaluated for independent

| or dependent smoking, If a resident is assossed

: as a dependent smoker the farally or friends

" would be responsible to supervise the resident's
smoking. She further revealed staff would have

_to be willing to supetvise resident while smoking.

: Review of Resident #1's medical record revealed .

" the facility readmitted the resident on 01/62/11
. with diagnoses of Congestive Heatt Failure,
' Weakness and Chronic Obstructive Airway., The
' MDS dated 04/15/11 ravealed a Brief Interview for
. Mental Status (BIMS) score 13, Further review of
_the record revealed the Safe Smoking evaluation
on 04/06M11 Indicated the resident had physical
- limitations of unable to open the door
mdependenﬂy and exhibited adequate memory,
i vision and motor skills. Review of the Safe
I Smoking evaluation dated 06/25/11 revealedb the
. resident had physical limitations that Interfared
with their ability to perform safe smoking
, technigues. Further review of the Safe Smoker
; Evaluation dated 04/25/11 and 05/25/11 revealed
. a dependent smoker required etaff, family, friend
*or physical support to supervise smokmg

i
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