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{P 000} Initial Comments {P 000}
Based on the acceptable Plan of Correction
(POC), received on 10/04/2024 and the on-site
revisit survey initiated on 10/15/2024 and
concluded on 10/15/2024, it was determined the
facility had achieved substantial compliance on
09/30/2024 as alleged.
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.

A Complaint Survoy investigating complaint
KY00041869 and KY00042521 was iniliated on
09/18/2024 and concluded on 09/20/2024. The
Division of Healthcare determined the facility was
Non-Compliant with Licensure Requirements and
a Typo A Citation and Statement of Deficlencies
was issued. The facility was found to be in
substantial compliance with KY00042222 and
KY00043648.

9/30/&9

P 125 902 KAR 20:036 4(10)(i) Section 4. P 125 S !
Administration and Operalion k b 'E; gns N

Section 4. Administration and Operation. a’“ bedf'ﬂbh.f
(i) Staffing requiremenits. Q/AJ \L?Am [(_ 074;" \L&&
1. The number of personnel required shall be &

based on: ‘

a. The number of patients; and

b. Amount and kind of parsonal care, heallh care, S é‘

and supervision needed to meet the needs of tha 1 M-o Fbaal b\)as
residents. ; l

2. The administrator shall dasignate one (1) or
more staff members ta be responsible for: {

a. Recordkeeping; ‘R.Q-SACA 3 QJ\A é&.u_#

b. Basic health and health related services; and

¢. Aclivity services. N
3. Each PCH or SPCH shall have a (uil-time staff loas Od viced

member who shall be: U . - -

a. Responsible for the lotal food service operation Q'P\ N NS Jt L)jr
of tho Tacilily; and

b. On duly a minimum of thirty-five (35) hours Q3 Wwell.

each week.

4. In accordance with KRS 216.597(6)(a) and (b: L]-ﬂ \ ‘ ‘1 Ob\.o_ck:s a_r.e

a. Staffing in a PCH or SPCH shall be sufficient in
number and qualifications to meet the twenty-four .

{24) hour scheduled neads of each resident; and n \\ME
b. At least one (1) staff member shall be awake
and on-site al all imes al each licensed facility.
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This requirement is not met as svidenced by:
Based on obsarvation, interviaw, and recard
roview, the facility failed to ensure a safe
anvironment for eighty-two (82) of eighty-two (82)
resideni(s). The facility's failure to ensure that
residents and staff followed the smoking policy
presented an imminent danger and created
substantial risk that death or serious mental and
for physical ham to the residents could occur.

The findings:

During observaltion and interview on 09/19/2024
at 10:48 AM, resident {R)77 was observed to be
silting up in his bad, smoking in his room with an
oxygen tank and generator at ihe foot of his bed.
The resident was observed lo be smoking and
tossed the cigarette onto tho flaor. R77 stated he
knew he was not 1o smake inside because of the
other rasidents and that it could cause harm.

R77 slated he had burned himself on the chesk,
while smoking, and lifted his hand to his right jaw.

During intarview 09/20/2024 at 1:50 PM,
LPN1staled on August 27, 2024, R77 had bumed
his face and had been sent to ER and was later
transferred to another hospital for treatment of
the burn, R77 was placed on fiftean (15) minule
checks aftar ha returned to the facility

Record review on 09/20/2024, revealed R77 was
placed on fifteen (15) minute checks after R77
raturned from the hospital. The record further
revaaled the resident was smoking with his
oxygen on and received a flash bum to the right
side of his face. Progress Notes ravealed LPN1
had contacted R77's brother, who was the legal
guardian, on August 27, 2024, to make him
aware.
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On 09/19/2024 at 10:45 AM, the Day Shift
Suparvisor was observed coming down the front
door stairwell, from second to first floor smoking
avape pen. The Day Shift Supervisor stated she
was trying to get a draw in and did not know
vaping was considered smoking. The Day Shift
Supervisor stated she was aware that all
rasidents and staff were informed Lhat smoking
was not permitted in the building. Smoking was
only permitted in designated areas. Those areas
were oulside the facilily. The Day Shift
Suporvisor stated she was responsible for the
facility when the co-owners and the LPN were not
at the facility.

Intarviaw with the Day Shill Supervisor and the
Second Shift Supervisor on 09/20/2024 at 3:15
PM it was revealed that there were four residents
that reside on the first floor who use oxygen
concentrators with oxygen tanks.

Interview with the Administrator on 09/20/2024 at
10:50 AM, revealed the per lhe facilily policy staff
and residents were not to smoke in the building.
The Administrator was aware some residens did
smoke in the building and had tried to encourage
them o go oulside every time she witnessed
them smoking in the building. The Administrator
was also aware thal R77 used oxygen and had
been found smoking in the building on ragular
basis.

Interview, on 09/20/2024 at 1:50 PM, and 4:10
PM, wilh 1he Day Shilt Supervisor, and the
Administrator 2 revealed, the facility did not have
a staffing policy. And that all residents wera
made aware of he smoking policy upon
admission to the facility.

Raview of facility policy tittled "Smoking ts
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Parmitted in Dasignatad Areas” (undated),
revealed smoking was permilted for residents in
designaled areas and at dasignated smoking
times. The policy stated cigaretle lightars would
be turned into facility staff at 8:00 PM residenls
would be given their lighters back every morning
at 9:00 AM.

Review of the facility's policy regarding "Rasident
Rights in A Personal Care Home" (not dated),
revealed residents may be transferred or
discharged from the facility for failure to follow the
rules or regulations of the facility.

Based on lha findings of the investigation, it was
delermined that the facility's failure to ensure
residents were provided a safe environmant
prasented an imminent danger, and created a
substantial risk that serious mental or physical
harm or death of the residents could potentially
accur.
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