PRINTED: 127172013
DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {x1) PROVIDER/SUPPLIER/CLER {X2) MULTE (\: BNSTRUCTION {X3) DATE SURVEY
| oo comsecrion T I D11 AT TR 1 V)
185094 3. WING — - e 12/63/2013
s o
KAME OF PROVIDER OR SUPPLIER smee%h\ﬁbméﬁé}%ﬂ??ﬁ#ﬁ ﬁ‘ﬁg‘?%tﬁch
TR,
SIGNATURE HEALTHCARE OF PIKEVILLE PIKEVILLE, KY 41601
xmio | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION | *5)
PREFIX | {EACH DEFICIENGY MUST BE PRECEDSD BY FULL ! PREFIX {EAGH CORREGTIVE AGTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING IRFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
f i DEFICIENGY)
F 000 : INITIAL COMMENTS FOOQ|  Disclaimer:
. An abbreviated standard survey (KY21021) was Sgnature Healtheare of Pikeville
; . oes not believe and does not
DDﬂdUGt(?d on 1_2/03” 3', The conjpfez_ini was admit that any deficiencies existed
suPstantlated with deficient practice identified at ither before, during or after the
"D" level. survey. The Facility reserves ali
F 248 483.15(e){1) REASONABLE ACCOMMODATION F 246 rights to contest the survey
558=D : CF NEEDS/PREFERENCES findings through informal dispute
: . i resolution, formal appeal
! Aresident has the right to reside and receive ! proceedings or any administrative
. services in the facility with reasonable : or legal proceedings. This plan of
accommodations of individual needs and correction is net meant to establish
preferences, except when the health or safety of any standard of care, contract
the individual or other residents would be obligation or position and the
endangered. Facility reserves all rights to raise
| all possible contentions and
defenses in any type of civil of
criminal claim, action or
This REQUIREMENT is not met as evidenced brocecding. Nothing conteined in
) is plan of correction should be
by: L ) ) considered as.a waiver of any
Ba_s:ed on_ qbservaﬂon, mteme\{v‘ and re\newlof potentially applicable Peer
facility _p_ollclgs and procedures‘lt was determlr_'led Review, Quality Assurance or self
the facility falied to ensure services were providerd critical examination privilege
to reasonably accommodate the preferences of which the Facility does not waive
nine residents that preferred to smoke, from a and reserves the right to assert in
cansus of eighty-nine, Intervisws were conducted any administrative, civil or
with seven of the nine residents that preferred o criminal claim, action or
smoke. Six of the interviewed residents proceeding. The Facility offers its
(Residents #1, #2, #3, A, B, and C) revesied they response, credible alfegations of
were displeased with the temperature of the cotmpliance and plan of correction
smoking ares, and stated there was no saurce of ' as purt of its ongoing efforts to
light in the smoking structure and they were provide quality of care fo
unable to see when smoking after dark. rosidents.
The findings inciude: i F246 REASONABLE
ACCOMIDATION OF 13128113
Review of the facility's policy entitled "Residant P NEEDS/PREFERENCES
Rights Policy/Code of Federal
Regulations/Resident Rights Handbook” daied ; The facility will accommodate resident’s
. . needs/preferences. An adequate light source

LABORATORY DIW i?ﬁOVIDER/SUPPL\ER REPRESENTATIVE'S SHGMATURE (X&) DATE

AR Al /2/30//3

Any de&ieﬂﬁwmésw@s () defites-a deficiancy which the institution may be excused frofn cérrectlng provicing it is determined that ¢

other safeguards provide sufficien ion to the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosahble 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 corection are disclosable 14
days followlng the date these documents are made available 1o the faciity, If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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| June 2007, revealed a resident has a right to

receive services in the facility with reasonable
accommodations of individual needs and
preferences. Review of the facility's Smoking
Policy; revised October 2006, revealed the policy
had been developed o promote safaty for
residents. According to the policy, all residents
who desired fo smoke would have a smoking
assessment completed within 24 hours of their
expressed desire to smoke, The policy revealed
designated staff would supervise smoke times for
residents. Review of the facility's procedure for
"Smoking Times" revealed the designated times
for residents to smoke began at 8:30 AM and
ended at 7:30 PM with facility established
intervals for smoking between thoss hours.

Ohservation an 12/03/13 at 11:50 AM revealed

: the area designated for residents to smoke was
“located outside approximately 40 feet from the

. facility, A metal pre-fabricated "carport” structura
- had been erected with two sides completaly

. enclosed with sheet metal. Howsver, the rear of
 the structure was observed to have sheet metal

. approximately three-fourths of the way from the

i ground up, with approximately one-fourth of the

: top portion exposed to the outside with no barrier
¢ to prevent the elements {wind/rain/snow/heat)

from entering the structure. In addition, the

_entrance fo the structure was completaly open

. and had no covering o prevent the elements

- (wind/rain/snow/heat) from entering the structure.
! The structure had ne electricity and did not hava
' a source of heat or light. At the fime of the visit

S on 12/03/13 at 14:50 AM, the ambient (inside)

* temperature of the structure was observed to be
the same as the cutside air temperature and was
- 52 degrees Fahrenheit.

12/24/13. Effective 12/27/13 a designated
area inside the facility for smoking during
inclement of weather will accommodate
resident’s needs/preferences to include
proper adequate tighting and proper
temperature. The charge nurse on north
wing will malce the determination as to
whether the residents will smoke outside or
inside the facility.

Residents affected:

The facility will accommodate resident’s
needs/preferences. Residents were assessed
on 12/26/13 for accommodation of teeds
and found the facility to be in compliance
with state and federal regulations, Effactive
12/27/13 & designated area inside the facility
for smoking during inclement of weather
will accommodate resident’s
needs/preferences to include proper adeguate
lighting and proper temperature. The charge
aurse on north wing will make the
determination as to whether the residents
will smoke outside o inside the facility.
Residents that smoke will have a designed
area for smoking inside the facility during
inclement of weather effective 12/27/13.
Thig area will include proper temperature
and adequate fighting.

Residents potentially affected:

Residents that smolce and residents that are
admitted to the facility have the potential to
be affected by this cited practice. The
faciiity will accornmodate resident’s
necds/preferences, All residents wers
agsessed on 12/26/13 for accommeodation of
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: three staif members present to provide

| supervision. The temperature insids the strusture
- was 56 degrees Fahrerheit and the outside air

| temperature was 54 degrees Fahrenheit,

Interview on 12/03/13 at 12:43 PM with Residant
-1 #1 revealed he/she did not go out in the moming
to smoke because it was too cold in the smoking
area. Resident#1 stated he/she did not know if
he/she weuld be able to coniinue smaking when
the temperature was cold inside the smoke arez.

Interview on 12/03/13 at 12:48 PM with Resident
#2 revealed, "They put up sides on two of the
walls but it s sfill cald." Resident #2 also stated,
"There is no light out there, it neads a light, you
can't see anyihing after dark, it is dangersus.”

: The resident stated, "They knowed it all summer
* that we needed it fixed before winter™ Resident
#2 stated the temperature outside had bean cold
at fimes.

interview on 12/03/13 at 1.09 PM with Resident
#3 revealed the smeking area was cold and dark
at times. The resident stated, "It is going to need
heat. It has been cold already a couple of times,
but it is going to get real cold.” Resident #3 also
stated the structure "needs light too, it is dark out
there at night"

An interview attempted with Resident A on
12/03/13 at 1:06 PM reveaied the resident was
difficult to understand and utilized gestures to
communicate. Licensed Practical Nurse (LPN)
#1 assisted the surveyor in communicating with
Resicent A. Resident A indicated there was no
light in the smoking structure, and the smoking

- designed smoking arca inside the facility.
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F 246 | Continued From page 2 E 245 needs and found the faciiity to be in
| On 12/03/13, at 1:43 PM observation revealed comptiance with staie and foderal
| sever residents smoking in the structure with regulations An adequate light seurce was

added to the smoke building on $2/24/13.
Effective 12/27/13 a designated area inside
the facility for smoking during inclement of
weather will accommodate resident’s
needs/preferences to include proper adeguate
lighting and proper temperature. Residents
that smoke will have a designed area for
smoking inside the facility during inciement
of weather effective 12/27/13,

Systemic measures:

An adequate light source was added to the
smoke building on 12/24/13. A designated
area has been identified inside the facility for
smoking during inclement of weather that
will aceommodate resident’s
needs/preferences to include proper
temperature and adeguate lighting.

Residents that smoke will have a designed
area for smoking inside the facility during
inclement of weather effective 12/27/13, The
charge nurse on north wing will maks the
determination as to whether the residents
will smoke outside or inside the facility. A
new resident smoking procedure has been
developed by the ADM io include the new

Staff education was provided by the ADM,
85D and SPXC en the new smoking policy to
include the new designated smoking aren
inside the facility on 12/24/13, Staff
education will be provided on the grievance
policy and accommodation of
needs/preferences by the SDC on 12/24/13.
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structure was cold.

interview on 12/03/13 at 12:51 PM with Resident
B reveaied the smoking area "needed
improvement,” stating, "It needs a light."

Interview about the smoking area with Resident C
conducted on 12/03/13 at 12:55 PM revealed, "it's
cold, and it needs a litfie light.” Resident C's
family member was also present during the
interview and stated the resident had previously

! voiced that it was cold when hefshe went to the
: sinoke area to smoke.

. Interview on 12/03/13 at 3:02 PM with Certified
- Nursing Assistant (CNA) #1 revealed there was
i no heat in the smoking area, and the area was

! "very cold" at fimes. The CNA stated, "They

[residents] wear jackets and "we give them
[residents] biankets." CNA#1 stated all the
residents who smoke have complained about
being coid in the smoking area. CHA #1 stated, "l
feel sorry for them."

interview on 12/03/13 at 3:09 PM with CNA #4
revealed the smoking area had no heat and the
residents who prefer to smoke have complained
about the temperature. The CNA stated, "We
bundle them up,” but "it is going to get colder.”
The CNA stated it was also dark in the smoking
area at night.

ipterview on 12/03/13 at 3:17 PM with the
Administrator revealed the camport structure was
delivered and set up in April 2013. The
Administrator knew it would be cold in the winter,
but putting something over their heads was the
concern at that time. Further interview with the

i Administrator and review of an e-mail
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F 246 | Continued From page 3 E 248 A resident council meeting was conducted

by the ADM and SSD on 12/26/13 to ensure
accommodations of need/prefercnces are
being met and to nform residents of new
smoking policy and procedure to include the
new designated smoking area inside the
facility, The ADM, QOLC and SSD will
have a follow up resident council meeting
will be conducted on 12/30/13 to ensure
resident’s aceommodations of
needs/preferances are being met.
Monitoring measures;

A follow up resident council meeting will be
conducted on 12/30/13 to ensure resident’s
accommodations of needs/preferences are
being met. The QOLD witl conduct two
resident council meeting per month for the
next three months to ensure accommodation
of needs/preferences are being met. The
ADM, QOLD and SSD will interview 10%
of the resident population weekly for 4
weeks and then 3% of the resident
population for 4 weeks to ensure
accommeodation of needs/preferences are
being met by the facility beginning 12/30/13
Findings from resident council meetings and
mterviews by the ADM, QOLC and 85D
will be reviewed at the monthly QA meeting
for three months to ensure compliance with
state, federal and company policy, rules and
regulations.
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correspondence revealed the Ombudsman ;
natified the Administrator on 11/12/13 that = 1
"group" of residents had compiained to her about I

the smoking area being cold ard having no heat,
The Administrator stated although residents were
cold, the structure could not be heated dus to
"wode violations." The Administrator
acknowledged the smoking structure had no
source of light inside the structure, and stated
there was a utility night light on an eleciric polk in
the vicinity of the smoking area that "should"
provide "gnough" light after dark.

Review of the temperatures recorded from
"AcouWeather" revealed a low temperature of 29
degrees Fahretheit during the month of October
2013, and = low temperature of 17 degrees
Fahrenheit during the month of November 2013,
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