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A standard health survey was conducted on : . : .
November 16-18, 2010. Deficient practice was I. Address what corrective action will
identified with the highest scope and severity at be accomplished for those residents
"B jeval, found to have been affected hy the
F 282 | 483.20(k)(3)(#) SERVICES BY QUALIFIED F 282; deficient practice.
ss8eD | PERSONS/PER CARE PLAN
T ) _ - _a. Resident #1; A side rail | &1 0
T senfces provded o aangec o e ey essesmen wascompleted on
| accorcance with each resident's written plan of 17/30/10 by the SNF Clinical Nurse
care. Manager. (Sec Attachment # 1).
Resident #1 still requested use of upper
side rails.
This REQUIREMENT is not mat as evidenced Staff educated regarding side rail use on
by: 11-30-10 by the SNF Clinical Nurse
Based on observations, interviews, and record Manger. (See Attachment # 2.) Also
reviews, it was determmed‘ the fac;lrty failed to refer to Skilled Nursing Departmental
:;zﬁzz%;izsm:npggg:é?e:ﬁr d;;;?o‘:]th Unit minutes dated 11/19/10 conducted
Care for three (3) of ten (10) sampled residents by SNE C!,mn,cal Nurse M‘anagcr .
(residents #1, #2, and #4). According o the plans documenting steff education relating to
of care for residents #1, #2, and #4, two (2) upper side rail use. (See Attachument #3). Care
side ralls were t¢ be elevated; however, Plan for Resident #1 updated on
: Dbservatlons of residents #1, %2, and #4 during 11/30/10 by the SNF Clinical Nurse by |
! the survey conducted on November 16-18, 2010, the SNF Clinical Nurse Manger :
revealed four (4) side rails to be slevated. Manager. (See Attachment #4) !
The findings Include: b. Resident #2: A side rail
1. Review of regident #1's madical record ; ﬁ%%eflsén; nihwagﬁgngl_cﬁcdlolg
revealed diagnoses which included Malignant : y e 1nical NUrse
Neoplasm of the Rectum, Amdety, COPD, CAD, Manger (See Attacfhmeqt #5). The staff
Malalse and Fatigue, CHF, and Stage | Decubitus was educated on side rail use on
Ulcer of the Coccyx. 11/30/10 by the SNF Clinical Nurse
Manger (See Attachment #2). Also,
Review of the Comprehensive Plan of Care with 2 please refer to Skilled Nursing
revision date of Ocicher 2010 revealed resident Departmental unit meeting minutes
#1 was to have non-estricted side rails. ¢
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Documentation included resident #1 had been
educated on risks/bensfits of side rails, and
resident #1 chose fo keep the side raits up. The
goal stated the resident would have no decreass
In Range of Metion (RGM) or Injury.

Cbservation of resident #1 on November 18,
2010 at 2:18 p.m., 3:20 p.m,, and 4:35 p.m., and
on November 17, 2010, 2t 9:10 a.m. and 10:20
a.m., revealed the resident wes in bed with four
side rallz elevated.

Review of the Side Rail Decislon Tras dated June
25, 2010, revealad the side rails were 1o be
utillzed as gh enabler only, and resident #1
requested the use of the side rails. Furthermore,
according 1o the documentation, resident #1 only
required the upper side rails to ba elevated to
assist with bed mabifity.

An interview with Certified Nursing Assistant
(CNA) #2 on November 17, 2010, gt 2:40 p.m.,
revealed CNA #2 had worked at the facility for 15
years and was aware of the residents who fried ta
get out of bed and thozs who did not. CNA#2
ravealed during his/her shift resident #1's bad
rails were always elevaled on all four sides. CNA
#2 revaaled he/she was not made aware until
Novembei 17, 2010, that all four rails were not to
be elevated for resident #1.

An interview conducted with the Clinical Nurse
Manager (CNM) on November 17, 2010, at 10:50
a.m. and 3;50 p.m., revealed resident #1 shouid
only have the upper side rails elevated for 1se as
an enabler to assist the resident with bed mability,
iransfars, and per the resident's request. The
CNM revealed resident #1 did not atternpt to get
out of bed on hisher own.

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X85}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
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F 282 | Continued From page 1 F 282 dated 11/19/10 conducted by the SNF

Clinical Nurse Manger documenting
education of staff on side rail use. (See
Attachment #3). Care Plan was updated
for Resident #2 on 11/30/10 by the SNF
Clinical Nurse Manger (See Attachment
#6) '

¢. Resident #4:; A side rail
reassessment was completed on
11/30/10 by the SNF Clinical Nurse
Manger (See Attachment #7). Also,
please refer to Skilled Nursing
Departmental unit mesting minutes
dated 11/19/10 conducted by the SNF
Clinical Nurse Manger documenting
education of staff on side rail use. (See
Attachment #3). Care Plan was updated
for Resident #4 on 11/30/10 by the SNF
Clinical Nurse Manger (See Attachment
48)

TT. Address how the facility will -
identify other residents having the
potential to be affected by the same
practices.

a. All residents had the
potential to be affected by the same
practice. There were 22 residents on
11/30/10. Three of the twenty-two are
listed above. The other nineteen had
side rail reassessments completed on
11/30/10 by the SNF Clinical Nurse
Manger, The Care Plans wore updated
gs applicable by the SNF Clinical Nurse
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! resident.

i (CNM) on Novemnber 17, 2010, at 10:00 a.m,,

2. Review of resident #2's medical record
revealed diagnoses that included Dementia,
Abscess of Right Knee with Methicillin Resistant
Staphylococcus Aureus (MRBA), Anxiety,
Congestive Heart Failure, Hypertension, Chronic
Obstructive Pulmonary Disease, and Anemia,

Review of the Side Rail Assessment for resident
#2, dated and signed by the legal guardian on
September 15, 2010, revealed both upper side
rafis were fo be elevated. Review of the Side Rail
Decision Tree dated September 25, 2010,
revealed the side rail was utilized as an enabler,
and that resident #2 only required the upper side
railz to be elevated.

Observation of resident ¥2 on November 16,
.2010, at 2:00 p.m., 3:00 p.m., 4,55 p.m,, and 5:30
p.m., and on November 17, 2010, at 9:00 a.m.,
revealed both upper and lower side rails to be
elevated.

An interview with CNA # 1 on November 17,
2010, et 11:30 a.m., revedled the CNA had
cievated all four side rails for resident #2. The
CNA did not know until November 17, 20190, that
all four rails were not to be elevated for the |

An interview with the Clinical Nurse Manager
ravezled rasident #2 should only have the upper
side ralls elevated as the side rails wera not &
restraint, but were utilized as an enabler for the

resident,

3. Raview of residant #4's medical record

#12,#13, #14, #15,#16,#17, #18,#19,
#20, #21, #22, #23, %24, #25, #26, #27)

I10. Address what measures will be
putinto place or systemic chauges
made to ensure that the deficient
practice will not occur.

a. A Side Rail Communication
Tool was developed (See Attachment
#2) to alert all staff (Nursing and Rehab)
by highlighting the side rails that should
be up, .g. uppet, lower, or both, The
tool was implemented on 12/01/10.
Refer to Attachment #2 to show
documentation that staff members were
educated by the SNF Clinical Nurse
Manager on 11/30/10 on the new tool.
Refer to Attachment # 28 for in-service
of Rehab staff by Rehab Director on use
of tool.

!

IV. Indicate how the facility plans to
monitor its performance to ensure
that solutions are sustained.

a. A Performance Improvement
Monitor has been implemented effective
12/01/10. (See Attachment # 29). The
SNF Clinical Nurse Manager will assess
for appropriate side rail position based
ppon care plan needs weekly and
summarize the data monthly. The data
will be compiled and reported quarterly
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F 282 | Continued From page 3 - " F 282 to the Skilled Nursing Facility
ravealed diagnoses which included Osteoarthritis Performance Improvement Committee.

Multiple Sites, Left Knee Deformity, Anxiety,
Depression, Hallucinations, and Lymphoma.

Review of the Comprehensive Flan of Care with a
| revision date of October 2010 revealed resident
#4 was to have non-restricted side rails. :
Documentation included resident #4 had been <
educated on rigks/benefits of side rails, and
resident #4 chose to keep the side rails up. The
goal stated the resident would have no decrease
in Range of Motion (ROM}) or Injury.

Observation of resident #4 on Novernber 16,
2010, at 2:38 p.m., 3:256 p.m., and 4:45 p.m,, and
en November 17, 2010, at 9:17 a.m. and 10;25
a.m., revealed the resident was in the bed with
four side rails elevated.

Review of the Side Rail Decision Tree dated
October 10, 2010, revealed the side rails were to
be utiiized az an enabler only, and resident #4
reguested the use of the side rafts. Furthermore,
resident#4 only raguired the upper slde raifs to
be efevated to assist with bed mobility.

An Interview with CNA #2 on November 17, 2010,
at 2:40 p.m., revealed CNA #2 had worked at the
facility for 15 years and was aware of the
residents who fried to get out of bad and those
who did not  CNA #2 stated resident #4
 atternpted to get out of bed on several occasions.
CNA #2 revealed during hisfher shift resident #4's
bed rails ware atways jevated on all four sidss,
CNA #2 revaaled he/she was not made aware
uritil November 17, 2010, that 2t four rajls were
not to be elevated for résident #4.

An interview conducted with the Clinical Nurse l '
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Manager {CNM) on November 17, 2010, at 10:50 ‘
a.m. and 3:50 p.m., reveaied resident #4 should | I. Address what corrective action will
only have the upper side ralis elevated for use as be accomplished for those residents
transfers, and per the resident's request, deficient practice.
F 323 | 483 25(h) FREE OF AGCIDENT F 323

- 88=g | HAZARDS/SUPERVISION/DEVICES a The Oxivir was removed |

from the women’s shower room and Ja\' il 0

The facility must ensure that the resident o focked np in Housekeeping Closet on

environment remains as free of accident hazards

as is possible; and each resident receives ' 11/18/10/
adequate supervision and assistance davices to
prevent accidents. b. Staff members were re-

educated on not keeping Oxivir out in an
- | unlocked area on 11/16/10 by the SNF

~, Clinical Nurse Manager. (See

‘ Attachment #3). Staff instructed to lock

cleaner in Clean Utility Room between

This REQUIREMENT is not met as evidenced

by: _ : \
Based on observation, interviews, and record baths and never leave in the Women's
reviews, it was defermined the facility failed to - shower room.

ensure the residents’ environment remained as
fres fram accident hazards as possible,

¢. The bottle of Providone- ;
Observation during the environmantal tour |

Iodine Solution was removed from the

revezied the facility failed {o ensure a disinfectant resident #3 room on 11/17/10. The
spray and Povidone-lodine Solutians (Betadine) |- Providone-Iodine in room 129 was -
were secured/locked and not accessibla to removed on 11/18/10/

residents. ' .

IL. Address how the facility will

ings include: ‘ )
The ﬁndlf\ga include | identify other residents having the

Observation during the ervironmentat touron | potential to be affected by the same
November 17, 2010, at 8:10 a.m., and on | practices.

Novermnber 18, 2010, at 1:.00 p.m., revealed a : ;

parfially used spray bottie of Oxivir Tb (a ; a. All other residents bad the
disinfectant/sanitizer) positioned on a handraitin potential to have had some type of
the women’s shower room. : - ofntment, solution, or cleanser left in

i
1+

their rooms. All resident rooms and

Further observation on November 17, 2010, at %
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F 323 | Continued From page 5 F 323! shower areas were checked by the NHA

2:15 p.m., revealed g partially used 4-cunce bottle
of Povidone-lodine Sclution (a topical micrebicide
antiseptic) on resident #3's bedside fable.

Observation on November 18, 2010, at .30 am.,
revaaied an unused 4-ounce bottls of
Povidone-oding Solution on the bedside table in
resident room 429, bed 1.

Review of the facility's Census and Conditions,
dated Novembar 18, 2010, revealed 11 residents
had been diagnosed with dementia.

Interview on November 17, 2010, at 10:0C a.m.,

with the housekesper revealed residents should

not have access to any chemicals. The

housekeeper stated all cleaning supplies were

'required to be locked on the housekeeper's

i cleaning cart and the CNAs would inform the
housekeeper when the shower chairs or fubs

i needed clegned/dizinfected. The housekeeper

i was unaware of the disinfectant/sanifizer being

stored in the women's shower room.

Interview on November 17, 2010, at 12:15 p.m,,
with the Administrator revealed nurses were
responsibie for keeping Povidone-todine salution
locked in the treatment carts and the
housekeepers ware responsible for storing the
disinfectant/cleaning supplies in their locked
cleaning carts. The Administrator stated the
solutions sheuld never be left
unsecured/uniocked.

Interview on November 17, 2010, at 2:50 p.m.,
with CNA #1 revealed CNAs ciean/disinfect
shower chairs or tubs after each use and store
the spray disinfectant in the shower room. CNA
#1 stated the disinfectant was given to the

cn 11/18/10. No other
medijcations/ointments/solutions/clcansc
rs were found. :

IEL. Address what measures will be
put into place or systemic changes
made to ensure that the deficient
practice will not oecur.

a. Staff members were re-
educated on 11/30/10 by the SNF
Clinical Nurse Manager (See r
Attachment #3, page 2) not to leave any
medication, ointment, solution, or
chemical in any unlocked area.

b. Monitoring of resident rooms
and shower areas will be completed by
management (Clinical Nurse Manager
and/or NHA) weekly ensure no
medication, ointment, solution, or
chemical is left in a non designated area.
Data will be compiled monthly.

IV. Indicate how the facility plans to
monitor its performance to ensure
that solutions are susteined.

a. A Performance Improvement
Monitor has been developed and
effective 12/01/10 to monitor
compliance. (See Attachment #30).
Observation checks of resident rooms
iand other inappropriate areas and will be
performed weekly by the SNF Clinical
Nurse manager, data compiled monthly
and reported guarterty to the Skifled
Nursing Facility Performance

Improvement Commiittee. ]

FORM CRS-2567(02-52) Provious Varsians Ohgolere

Received Time Dec 20 2010 3:10PW No. 5115

Event ID:SXRT11

Faclity 1Ly 100714 If continuation shest Page G of 18




PRINTED: 12/06/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDRICAID SERVICES ' OMB NQ. 0833-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE GONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: _ COMPLETED
. A BUILDING
185172 B WING 11H8/2010
NAME OF PROVIDER OR SUFPLIER , STREET ADPRESS, CITY. STATE, ZIF CODE
SON ' 280 HOSPITAL DRIVE
WILLIAM ARH SOUTH WILLIAMSON, KY 41502
4D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
i DEF|CIENCY)
F 323; Continued From page &6 Fz23; F 364
housekaeper to lock up ence all the resident ' ,
showers were completed for the day. According : I. Address what corrective action will
L to CNA #1, the nurses were responsible for the be accomplished for those residents
1 Povidone-fodine and keeping the solution locked found to have been affected by the
Raview of the Material Safety Data Sheet (MSDS) a. Skilled Nursing staff

revealed Povidone lodine may cause =kin
sensitizafion and may cause eye irritation,

members were sducated on 11/19/10 by | ,
Overexposure from breathing aerosols and/or '

the SNF Clinical Nurse Manager (See

ioding vapors may cause Irritation to the Attachment #3, page 2) fegarding
respiratory tract, bronchitis, and absarption . keeping Food Cart Doors closed while
through the lungs. High concentrations of iodine | _ passing trays

in the blood from Inhalation or ingestion may :

cause thyroid disorder (hyperthyroidism), renal - IL Address how the facility will
disturbances, acidosis, and alecirolyte identify other restdents having the

disturbances such as Increased foding levels and
severe hyponatremia, Conditions that may be
aggravated by expasure to povidone iodine:
asthima, chronic bronchitis, and thyroid disorders. :

potential to be affected by the same
practices,

a. All resident trays have the

Review of the MSDS for Oxivir Th revealed the I potential to cool down too fast if cart
emergency measures for eye or skin contact doors are Jeft open during meal tray
were fo rinse with plenty of water. pass. ,
F 364 | 483.35(d)(1){2) NUTRITIVE VALUE/APPEAR, F 364 b. Staff members educatedon - ‘
55=¢ | PALATABLE/PREFER TEMP 11/19/10 by the SNF Clinical Nurse |
. . . Manager (attachment #3, page 2) to 1211 0
Each resident receives and the facility prov;dt?§ keep cart doors closed during meal tray
food prepared by methods ¢hat conserve nufritive pass.

value, flavor, and appearance; and food that is

palatabie, atiractive, and at the proper ¢. On 11/15/10, the SNF

Clinical Nurse Manager implemented

tempersture. weekly checks during meal tray pass to
: ensure the mea) cart doors are closed
This REQUIREMENT is not met as evidenced when trays are not being passed. (See
: Attachment #31).
Based on obsefvation, interview, and record
review, it was determined tha facility failed o
ensure each resident raceived food that was
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F 364 | Centinued From page 7 F 354 I[1. Address what measures will be

palatable and at the proper temperafures during
the evening mea| on November 11, 2010.

The findings hclude:

Observation of the evening meal on November
16, 2010, &t 5:00 p.m., revealed twa CNAs
delivered trays to residents. Observations
revealed the CNAs left the meal cart doar open
during the meal service. The last tray was taken
as a test tray at 5:27 p.m., to check for proper
ternperatures and palatability with the Reglstered
Dietitian (RD). The RD took the temperatures for
the test tray with the kitchen thermometer and the
temperatures were as follows: Pureed stuffed
pepper - 100 degrees Fahrenheit (), pureed
gamots - 100 degrees F, mashed potatoes - 102
degress F, cream soup - 110 degrees £, blended
pineapples and cottage cheese - 58 degrees F,
and mik - 42 degrees F. The test tray was -
checked for palatability by the RD and surveyors
and the food was noted to be warm to taste.

An interview with the RD on November 16, 2010,
af 5:45 p.m., revealed the deors to the meal cants
should not be left open during the meal service as
the temperature of the meal trays would decrease
too rapidly. The RD staled 120 degrees F should
be the point of service temperature for hot foods. .
The RD was unsure how long trays should remain |
undelivered before new trays were obtained. The |
RD stated the test tray was not at the comact
famperatures.

A review of the Appalachian Regionat Healthcare
(ARH) mea! observalion check sheet (undatec)
revealed the following foed temperature
guidelines: entrees - 140 degrees F, potatoes -
140 degrees F, vegetables - 140 degrees F, cold

monitored weekly by the Dietary

" [Kentucky i 2005. At the time of the

put into place or systemic changes
made to ensure that the deficient
practice will not occur.

a, The SNF Clinical Nurse
Manager will perform weekly checks
during meal tray pass to ensure the meal
cart doors are closed when trays are not
being passed.

b, Temperatures of food will be
Manager to check for appropriate
temperature of foods served. (Sce
Attachment # 33)

¢. The Meals Observation
Check list to conduct test tray
temperatures was updated on 11/25/10
(See Attachment #33) to reflect the
Federal Food Code adopted by

survey, the form was using holding
temperatures for the kitchen and this
needed to be updated to reflect the
current food code.

d. The Dietary department
implemented temperature checks on
irays delivered to SNF on 11/25/10.
(See Attachment # 34). ‘ !

IV. Indicate how the facility plans to
monitor its performance fo ensure
that solutions are sustained.

a, A Performance Improvement
monitor was developed and
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The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or ocal
authoritizs; and ,

(2) Store, prepare, distribute and serve food
under sanitary conditions '

This REQUIREMENT is not met as evidenced
by: - '

Based on observation, interview, and record
review, it was determined the facility failed to
serve foed under sanitary conditions.
Observation of the tray fine service on Novembear
16, 2010, revealed a diatary staff parson changed
gloves without washing histher hands while
preparing trays. During the evening meai service
on November 15, 2010, 2 CNA was observed to
change gloves without washing hands between
residents. In addition, coffee was observad to be
deliverad thirty-iwo (32) to fifty (50) feet
uncovered down the haliway.

The findings inciude:

1. Observation of the tray line service on
November 16, 2010, at 4:45 p.m., revealed a
distary staff member changed gloves while
preparing trays for residents. Observation
revealed he/she did not wesh hisfher hands.

quarterly to the Skilled Nursing
Performance Improvement Committee.
(See Attachment # 35)

b. A Performance Improvement
monitor was developed and
implemented effective 12/1/10 by the
Digtary Department. Temperature
checks will be condacted weekly for the
meal trays at delivery time in the Skilled
Nursing Facility by the Dietary Manager
Data will be tallied monthly and
reported quarterly to the Skilled Nursing
Performance Improvement Cominittee.
i(See Aftachment #32).

F
F-371

I. Address what corrective action will
be accomplished for those residents
found to have been affected by the
deficient practice.

a. On 11/17/10, the Dietary
Manager spoke with the employse
involved and re-educated her on hand
washing. In addition, she re-educated
the other employees working that day.
(See Attachment #36)

IL Address how the facility will
identify other residents having the
potential to be affected by the same
practices.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED
_ A, BUILDING
185172 B. WING 11/18/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
y 260 HOSPITAL DRIVE
WILLIAMSON AR SOUTH WILLIAMSOR, KY 41503
SUMMARY STATEMENT OF DEFICIENCIES n] PROVIDER'S PLAN OF CORREGTION 5)
&2&& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE d
DEFICIENCY)
F 364 | Continuad From page 8 F g4 | implemented effective 12/1/10 for
beverages - 50 degrees F, and cold desserts - 50 | weekly checks of meal cart doors being
degrees F. : kept closed during meal deliver by the
F 371 | 483.35()) FOOD PROCURE, £ 371 | SNF Clinical Nurse Manager. Data will
$8=p | STORE/PREPARE/SERVE - SANITARY ‘| be compiled monthly and reported

12210
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3} DATE SLRVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
185172 B WING _ 11/18/2010
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
260 HOSPITAL DRIVE -
WILLIAMSON ARH SOUTH WILLIAMSON, KY 41503
4D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFX |  {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREZIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
Tag | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 { Continuad From page 9 F 371 a- Al other Dietary employees
An interview with the distary staff member on had the poteptlal not to wash hands
November 16, 2010, at 4:45 p.m., revealed the when changing gloves. On 12/1/10 and
staff member was to wash his/her hands after 12/03/10, all Dietary employees were
every glove change, and hands should have been re-educated by an Infection Control
washed after the glove change during the tray line Nurse regarding CDC guidelines for Jo
servics. hand washing. (See aftachment #37)
i i e egetr Distan (50 1. Ades what messres i
hands affer glove changes, before reapplying new put into place or systemic changes
gloves. made to ensure that the deficient
i practice wilk not occur.
2. Observation of the evening meal service on
November 16, 2010, at 5:15 p.m,, revealed coffes a. The Dietary management
to be delivered uncovered down the hallway from staff will observe employees in that
32 to 50 feet. department on a weekly basis to assure
. ) ] compliance in hand washing.
An interview with CNA #1 revealed ne food items |
should be delivered to resident rooms farther than | . -
right outside the doorway uncovered. According IV. Indicate how the facility plans to
to the CNA, the cofiee should have been teft o= monitor its performance to ensure
the delivery cart untl outsidé of the resident room that sofutions are sustained.
o be delivered.
a. A Performance Jmprovement
An interview with the Clinical Nurse Manager monitor was developed and
(CNM) on November 18, 2010, at 545 p.m., implemented effective 12/1/10. The i
revea}ed the CN.A& wara nat Suppo%d tc dehvel’ Dletary Manager wiu pcrfom w@ck]y
uncovered food items down the haliway, observations of various Dletary
A review of the hand washing policy dated emplgyees to momto_r fo_r proper hanq
Januaty 20, 2005, reveslad the facility required ~washing by CDC guidelines, Data will
staff to wash hands after sach glove change. be compiled monthly and reported '
F 431 | 483.60(b), (d}, (&) DRUG RECORDS, F a3l quarterly to the Skilled Nursing
s5=p | LABEL/STORE DRUGS & BIOLOGICALS | Performance Improvement Comsmittee.
(See Attachment # 38)
The facility must employ or obtain the services of ‘ ‘
a licensed phanmacist who establishes a system I. Address what corrective action will
of records of receipt and disposition of all be accomplished for those residents
controlied drugs in sufficient defall to enable an
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STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

IX1) FROVIDER/SUPRLIERICLIA
IDENTIFICATION NUMBER:

185172

£ MULTIFLE CONSTRUCTION (X3) DATE BURVEY
£
A. BUILDING COMPLETED
R, WING )
11/1812010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESE, CITY, STATE, ZIP CODE
250 HOSPITAL DRIVE -

The facility must employ or obtain the services of
a licensed pharmacist who establishes a systein
of racords of receip! and disposition of all
controlled drugs in sufficient detail to enable an

monitor its performance to ensure
that solutions are sustained.

i

WILLIAMSON ARH
SOUTH WILLIAMSON, KY 41503
4D | SUMMARY STATEMENT OF DERICIENCIES I PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST 6F PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULDE BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY}
F 371 Continued From page 8 F371| found to kave been affected by the
An interview with the dietary staff member on deficient practice.
November 18, 2010, at 4:45 p.m., revealed the
staff member was fo wash his/her hands after a. Effective 11/19/10, a coffee
every glove changs, and hands should have been um is being placed on each Skilled
::ri?(?; after the glove change during the fray line ! Nursing food delivery cart by Dietary.
An interview with the Registered Dietitian (RD) XL Address how the facility will
revealed all staff was required to wash their identxf?r other residents having the
hands after glove changes, before reapplying new potential to be affected by the same
gloves. practices.
2. Observation of the evening meal service on a. All other residents had the
November 16, 2010, at 5:15 p.m,, revealed coffes potential to have coffee carried
to be defivered uncovered down the hallway from uncovered to their rooms by using only
3210 80 feet. | 1 one coffee urn even though there were
An interview with GNA #1 revealed no food items two food delivery carts.
should be delfivered to resident rooms farther than | b Effective 11/ 19710, a coffee
{ right ourside the docrway uncovered. According urn is being placed on each Skilled .
{10 trie CNA, the coffee should have been left on Nursing food delivery cart by Diefary.
{ the delivery cart until cutside of the resident room
o be delivered. TIL. Address what measures will be
. . . . put into place or systemic changes
AR interview with the Clinical Nurse Manager made to ensure that the deficient
(CNM) an November 16, 2010, at 5:45 p.m,, ‘s
revealed the CNAs were not supposed o defivey practice will not occar.
ne d itemns d the haliway, i . ‘
uneovered food items down th ay . &, Bach food defivery cart
A review of the hand washing policy dated - : defivering food trays to the Skilled
January 20, 2008, revealed the facility required .. Nursing facility will have & separate
staff to wash hands after each glove change. | coffee urn on it.
F 431 | 483.60(h), (d), () DRUG RECORDS, F431]
s5=p | LABEL/STORE DRUGS & BIOLOGICALS IV, Indicate how the facility plans to
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XOD SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF GORRECTION s
PREFIX [EACH DEFICIENGY MUST BE PRECEDED BY FUILL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG | REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APEROPRIATE BaTe
DEFICIENCY)
F 371 | Continued From page 8 : : F 371 a. A Performance Improvement
An interview with the dietary staff member on monitor was developed and
November 16, 2010, at 4:45 p.m., revealed the implemented effective 12/1/10,
staff member was to wash his/her hands after The Dietary Manager will monitor

every giove change, and hands should have been

washed after the glove change during e tray fine weekly the food delivery carts delivered -

to the Skilled Nursing Facility to assure

sernvice, S
_ ‘ a separate coffee urn is being placed on
An interview with the Registered Dietitian (RD) - gach cart. The data will be compiled
revealed all steff wae required to wash their monthly and reported quarterly to the
hands after glove changes, before reapplying new Skilled Nursing Performance
gloves. Improvement Committee. (See
2. Observation of the evening meal service on Attachment # 39)
Neovember 18, 2010, at 5:15 p.m., revealed coffee
to be defivered uncovered down the hallway from
32 to 50 fest. ;
‘ 1
Ar interview with CNA #1 revealed no food items
should be delivered to resident rooms farthar than
right outside the doorway uncovered. According
: to the CNA, the coffee should have baen left on
i the delivery cart until outside of the resident room F 431
: to be delivered.
An interview with the Clinical Nurse Manager L Address what corrective action will
{CNM) on Novambar 18, 2010, at 5:45 p.m., be accompllﬂhed for those regidents
revealed the CNAs were not supposed fo deliver found to have been affected by the
uncovered food items down the hallway, | deficient practice.
A review of the hand washing policy dated : a. On 11/16/10, the Nursing : f

January 20, 2005, revealed the facility required { Home Administrator spoke with RN #3

!

E 431 igafég wash hands after each glove change.  rg , to re-educate her on the need to lock the | 4 0

$5=D LABELEES)Té)dF%,E(e[%IEURéJg &RBEI%?SE%ALS *!! medication carts when the cart is cither
B | not in use or not within her sight

The facility must amploy or abtain the servicas of

& licensed pharmacist who establishes a system IT. Address how the facility will
of records of recaipt and disposition of all _ identify other residents having the
controlied drugs in sufficient detail to enable an
FORM CM3-2667(02-99) Pravious Versions Obsalete Bvertt [D;SXRTH Faclity ID: 100714 If continugtion sheat Page 10 of 18
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(m) B SUNMARY STATEMENT OF DEFICIENCIES LI PROVIDER'S PLAN OF CORRECTION *5)
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRELTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TC THE APPROPRIATE DATE .
) DEFICIENCY)
431 | Continued From page 10 F 421 |potential to be affected by the same
accurate reconciliation; and determines that drug practices.
records are in order and that an account of all
controlled drugs is maintained and periodically a. All other residents RN #3
recornciled. administered medications to would have
: ) B the potential of the medication cart
Dgugisdapd biologicals used in the facility must be being left unlocked. ‘ﬁ
srofessionsi pincipes, and oo e Ny O AT # was re-oducatod on
appropriate amessory'and caltionary ;/}/16“0 nglthe SNF ghnlmical Nurse
Instructions, and the expiration date when Manager. She states shé knew she was
applicable. suppose to lock the cart, but became
nervous during the survey, She voiced
In accordznce with Siats and Federal iaws, the understanding of the proper process fo
facility must store all drugs and biologicals in follow.
locked compartments under proper temperatUre
contrals, and permit only authorized personnel to IE1. Address what measures will be
have access o the keys. put into place or systemic changes
The facilty must provide separately locked, “‘ad;“’ Sl [hat the defictent
permanently affixed compartments for storage of practice wii mol oceur.
controlled drugs listed in Schedule Il of the .
Comprehensive Drug Abuse Pravention and @ On11/15/10, a Skifled
Control Act of 1976 and other drugs subject to Nursing Departmental meeting was’
abuse, except whan the facillty uses single unit conducted by the SNF Clinical Nurse
package drug distribution systemns in which the Manager and all staff (LPN & RN) were
quantity stored is minimal and & missing dose can instructed on Jocking the medications
be readily defected. carts. (See Attachment # 3)
This REQUIREMENT is not met as evidencad IV. Indicate how the facility plans to
by: momnitor its performance to ensure
{ Based on observation, interview, and record that solutions are sustained.
; reviaw, it was detarmined the facility failed to
! jabel, date, and store all drugs and biclogicals in a. A Performance Improvement
: accordance with cumrently accepted professional monitor was developed and
‘ principles. Observation on November 18, 2010, implemented effective 12/01/10. The
| of an evening medication pass revealed staff SNF Clinical Nurse Manager will
failed o ensure the medication cart was -
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F 431 | Continued From page 11
locked/secured at all imes.

The findings Include:

Observation of medication pass on Novembear 16,
2010, at 4:46-6:10 p.m., revealed RN #3
administerad medications to three residants. RN
| #3 prepared threz medications for an unsampled
residertt in room 151, bed 2. RN#3 entered the
resident's room, performed a finger stick giucosa
test, and administered the oral medications to the
residant, however, RN #3 failed {o ensure the
medication cartidrawers ware locked.

Furiher observation revealed RN #3 prepared one!
medication for an unzampled resident in room
163, bad 2. RN £3 entered the resident's room,
administered the oral medication, but failed 1o
lock/secure the medication cart. During the
medieation adminigtration, the resident's
roommate requested a medication for diarrhea,
RN #3 returned to the madication cart, obtained
the requested medication, and re-entered rcom
153 to administer the medication to the resident in
hed 1. RN #3 failed (o lock the medication cart.

Imiernvew on November 17, 2010, at 10:35 a.m,,
with RN #3 revezled the RN was knowledgeable
of the reguirement to keep the medication carts
tocked at all fimes. RN #3 stated the RN was
nervous and just failed to ensure the medication
cart was locked.

Review of the facility's policy and procedure
related to medication administration with a
ravision datz of Nevember 2006 revealed staff
was o lock the medication cart when not in usa.
F £41 1 483.65 INFECTION CONTROL, PREVENT
s5=p | SPREAD, LINENS

F 421 | monitor the medication cart weekly to
rensure they are locked 100% of time
:when medication nurse does not have in
sight. Data will be compiled monthly
and reported quarterly to the Skilled
Nursing Performance Improvement
Committee (See Attachment # 40)

F 441

I. Address what corrective action will
be accomplished for those residents TOEL
found to have been affected by the
deficient practice.

a. On 11/16/10, the Nursing
Home Administrator spoke to RN # 3

F 441 and to the nurse aides to re-educate on
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i

- Personnal must handle, store, process and
transport finens so as to pravent the spread of

The facility must establish and maintain an
Infection Control Program designed fo provide a
safe, sanitary and comfortable environment and
to help prevent the development and fransmisslon
of disease and infection.

{2) infection Controt Program

The facility must establish an Infection Control
Program under which it -

(1) investigates, controls, and prevents infections
In the facility;

(2) Decldes what procedures, such as isctation,
should be applied to an individual resident; and
(3} Maintains a record of incidents and correotive
actions related to Infactions.

(b} Preventing Spraad of Infestion

(1) When the Infection Control Program
determines that a reskient needs isolation to
prevent the spread of infection, the facifity must
isolate the resident.

(2} The facility must prohibit employees with a
commupicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will fransmit the disaase.

(3) The facility must require staff to wash their
hands sfter each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c} Linens

infecton.

upon CDC guidelines.

1. Address how the facility wilk
identify other residents having the
potential to be affected by the same
practices.

a. All other residents had the
jpotential for staff members not
following proper hand washing
procedures.

b. An in-service was held on -
11/15/10 by the SNF Clinical Nurse
Managers for alf Skilled Nursing staff
on Hand washing techniques. (See
Attachment #3)

IT1. Address what measwres will be
iput into place or systemic changes
imade to ensure that the deficient
ipracﬁce will not occur.

~ a. Monitoring of staff members
on a weekly bagis by the SNF Clinical
Nursec Manager to ensure the staff are
following CDC proper hand washing
guidelines.

IV. Indicate how the facility plans to
monitor its performance to ensure
%:hat solutions are sustained.

WILLIAMSON ARH SOUTH WILLIAMSON, KY 41502
X4y 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLILD BE COMPLETION
TAG ' REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS3-REFERENCED 70 THE APPROPRIATE - DATS
DEFICIENCY)
F 441 | Continued From page 12 F 441 [proper hand washing procedures based
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F 441 | Continued From page 13 F 441 a. A Performance Improvement

This REQUIREMENT is not met as evidencad
by

Based on observation, interview, and record
review, it was determined the facility failed to

' ensure staff washed their hands after sach diract

resident contact for which hand washing was
indicated by accepted professional practice.
Observation during medication pass, and during
the evening meal pass on November 18, 2010,
revealed ziaff failed to washfeanitize hands
hetween resident contact and after removing
gloves.

The findingz include:

Observation of medication pass on November 16,
2010, at 4:45 p.m., revealed RN #3 entered
resident room 151, donned gloves, performed a
finger sflck glucose test for the unsampled
resident in bed 2, removed the gloves, and then

| refurned to the medication cart and prepared and

administered three oral medications to the
resident. RN #3 returmned to the medication cart
and prepared one rmiadication for an unsampled
resident in room 183, bed 2. RN #3 entered the
regident's room and administered the oral
medication; however, RN #3 failed o
wash/sanitize hands between resident contact
and afler removing gloves, RN #3 retumed fo the
medication cart, obtained a requested as-needed
{(pm) medication and re-entered room 183 lo
administar the medicafion to the residentin bed 1.
RN #3 retumed to the medication cart and falled
to wash/sanitize hands after resident contact. -

Obsarvation of the evening meal service on
November 16, 2010, at 5:15 p.m., revealed a
CNA applying gloves, taking a meal fray into a
resident’s room, and taking off the gloves without

|
f
'

monitor was developed and
implemented effective 12/1/10. The
SNF Clinical Nurse manager will
rnonitor staff members in the Skilled
Nursing Facility washing hands or using
sanitizer weekly. The data will be
icompiled monthly and reported
quarterly to the Skilled Nursing
Performance Improvement Committee
i(See Attachment # 41)

|
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.| The nurses' station must be equipped to receive

resident calls through & communication system
from resident rooms; and toilet and bathing
facifities. i

Thizg REQUMREMENT is not met as evidenced
by:

Bzsed on observation and interview, it was
determined the facility failed to maintain

practice will not occur.

a. Skilled Nursing management
staff will monitor all the regident rootns
on a weekly basis for Environment of
Care concerns. (Sec Attachment # 42)

WILLIAMSON ARH SOUTH WILLIAMSON, KY 41503
SUMMARY STATEMENT CF DEFICIENCIES |=] PROVIDER'S PLAN OF CORRECTION {X5)
é’é“éé& (EACH DEFICIENCY MUST BE PRECEDED 5Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULR 8E COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
F 441 | Continued From page 14 F 441 |F 463
washing hands before reapplying another pair ¢f .
g;ove;g Prying : P I. Address what corrective action will
be accomplished for those restdents
An inferview with CNA #1 revealed the CNA knew found to have been affected by the
that hands were required to be washed after each deficient practice. ' 117
glove change. : . :
Interview on November 17, 2010, at 10:35 & The emergency activation
nierview on Navember 17, atikooam, - Il cord was repaired on 11/18/10:
with RN #3 revealed the RN was knowladgeabhls put; P
of the requirement to wash/sanitize hands : . S
between resident contact and after removing : IL Address how the facility w il
giovas, RN #3 stated the RN was nervous. { identify other residents having the
' potential to be affected by the same
| An [nferview with CNA #1 revealsd no food items practices.
i should be defivered to resident rooms farther than
right outside the doorway uncovered. a. All other resident rooms had
. ) ) _ the potential of missing activation pull
A review of the hand washing policy dated cords. On 11/18/10, every resident
January 20, 20085, revealad the facillty required room was checked by the Nursing Home
staff to wash hands after each glove changs. Administrator for missing pull cords.
Review of the faciliy's policy and procedurs There were no other rooms missing pull
related to medicafion administrafion with a cords.
revision date of Novernber 2006 revealed staff i
was required to wash hands prior to and sfter T, Address what measeres will be
medication administration, \ put into place or systemic changes
F 483 | 483.70(f) RESIDENT CALL SYSTEM - F 483 nade to ensire that the deficient
58=D | ROOMS/TOILET/BATH
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F 483 | Continued From page 15

accessibleAully functional call fight systems in
residents' bathrooms.

t The findings incfude:

Observations during the environmental four on
November 17, 2010, revealed in resident room
149, the amergency activafion pull cord in the
bathroom was missing.

intenviaw on Novamber 18, 2010, at .00 p.m.,

1 with the Maintenance Supervisor {MS) revealed
staff was fo nofify the Maintenance Department of
iterns in need of repair by completing a work
order on the computer or by calling the
Department. The MS stafed the M8 was
unaware of the missing sctivation cord.

F 465 | 483.70(h)

835=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL

r 463 | IV, Indicate how the facility plans to
monitor its performance fo ensure
that solutions are sustained,

2. A Performance Improvement
monitor was developed and
| implemented 12/01/10 to monitor the
Environment of Care to include pull
cords in all applicable areas. The data
will be collected weekly by the SNF
Management Staff, complied monthly
and reported quarterly to the Skilled
Nursing Performance Improvement
Committee. (See Attachment #43)

| ¥ 465
F 465 -
1. Address what corrective acton will

JaLA0-]0

E ENVIRON be accomplished for those residents |

The facility must provide a safe, functional, found to have been affected by the

sanitary, and comforizble environment for deficient practice.

residents, staff and the public. .

' a, Formica chipped: Op
12/8/10, the Appalachisn Regional

This REQUIREMENT -Is nof met as evidenced Hospital system Director of Projects and

by. _ N system Director of Maintenance

Based on observation and interview, the faciity completed a walk-thru of the Skilled

failed to provide effective housskeeping and Nursing Facility to determine the best .
| maintenance services necessary to maintair a method fo repair the Formica that was 1
' sanitary, orderly, and comfortable interir, = P |

Formica was chipped in five (5) resident rooms, chipped.

cabinel doors were off track in three (3) resident

rooms, drywall was chipped and marred, mineral IL Address how the facility will

deposits were observed on the sink {aucefs, file identify other residents having the

was missing in the shower room and in one (1) | potential to be affected by the same

rasident's bathroorm. practices.
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i The findings include:

| rooms 148 and 149.

: Department. The MS stated repairs were recanfly
! made [n the Jobby and hallways; however, the M3

During the environmental tour of the facility on
November 17-18, 2010, the following items ware
observed to be in need of repair,

-The formica was chipped on the closet door in
resident rooms 122, 129, 132, 136, and 151, and
at the nurses' stztion facing the hallway.
-Cabinet doors wera off and propped against the
wall in resident rcoms 122, 129, and 136.

-The matal track for the sfiding ¢abinet door was
solled/dirty in resident rooms 120 and 151.

-An armrest was missing from the wheslchair in
resident room 122,

-Mineral deposits were observed on the faucet in
resident rooms 122, 148, and 156,

-The bathtub faucet covering was missing which
axposed a straight line water pipe in the bathroom
of resident room 156. Additionally, the hot water
pressure was drastically reduced in the bathroom
sink.

-Tha pull string to activate the overbed light was
missing in resident rooms 129 and 132.

-Wall tiles wera missing in the women's shower
room and in the bathroom of resident room 148.
-The drywall was chipped at the head of bed 1 in
resident room 149 and the drywall had
black/marred areas on the drywall in resident

Interview on November 18, 2010, 2t 1:00 p.m.,
with the Maintenance Supervisor (MS) revealed
staff was fo notify the Maintenance Department of
items in need of repair by completing a work
order on the computer or by calling the

was not aware of the identified areas needing

i

care survey was completed on 12/02/10.
In addition to resident room 122, 129,
132, 136, and 151, and the nursing
station that were cited at the time of the
survey, resident rooms 130, 131, 133,

154, 155, 156, also have Formica
chipped or missing. On 12/8/10, the
Appalachian Regional Hospital system
Director of Projects and system Director
of Maintenance completed a walk-thru

| of the Skilled Nursing Facility to
determine the best method 1o repair the
Formica that was chipped. '

1. Address what measares will be
put into place or systemic changes

made to ensure that the deficient .
practice will mot occur.

a. Slalled Nursing management
staff will monitor all the resident rooms
on a weekly basis for Environment of
Care concerns. (See Attachment # 42)

IV. Indicate how the facility plans to
monitor its performance to ensure .
that solutions are sustained.

| a, A Performance Improvement
monitor was developed and
implemented 12/01/10 to monitor the
Environment of Care to include Formica
in all appiicable areas. The data will be

135, 146, 147, 148, 1495, 150, 152, 153,

¥

WILLIAMSON ARH :
, SOUTH WILLIAMSON, KY 41503
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F 485 | Confinued From page 16 F 485 collected weekly by the SNF

L sink.

| made in the lobby and hallways, however, the MS

The findings include:

During the environmental tour of the facility on
November 17-18, 2010, the foliowing items were
observed to be in need of repair

~The formica was chippad on the closet dpor in
resident rooms 122, 129, 132, 136, and 161, and
at the nurses' station facing the hallway.
~Cabinet doars were off and propped against the
wall in resident rooms 122, 129, and 135,

~The metal frack for the sliding cabinet door was
soiled/dirty in resident rooms 129 and 151.

-An ammrest was missing from the wheelchair in
resident room 122, _

-Mineral deposits were observed on the faucetin
resident rooms 122, 148, and 156.

-The bathtub fautet covering was missing which
exposed a straight line water pipe in the bathroom
of resident room 158. Additionally, the hot water
pressure was drastically reduced in the bathroom

-The pull string to activate the ovarbed light was
missing in resident rooms 129 and 132.

-Wall files were missing in the women's shower
room and in the bathroom of resident room 148,
-The drywall was chipped at the head of bed 1 in
residant room 149 and the drywall had
black/marred areas on the drywall in resident
rooms 148 and 149,

Intarview on November 18, 2010, at 1:00 p.m,,
with the Maintenanes Supervisor (MS) ravealed
staff was to notify the Maintanance Department of
items in heed of repair by completing 8 work
order on the computer or by calling the
Department. The MS stated repairs were recently

was not aware of the identified areas neading

Management Staff, complied monthly
and reported quarterty to the Skilled
Nursing Performance Improvement
Committee, (See Attachment #43)

1. Address what corrective action will
be accomplished for those residents
found to have been affected by the
deficient practice.

a. The cabinet doors were
repaired on 11/19/10.

IL. Address how the facility will
identify other residents having the
| potential to be affected by the same
" practices. ‘

a. On 12/02/10, an environment |
of care survey was conducted by the
Nursing Home Administrator to include
the cabinet doors in each resident room.
There were no other doors off.

T, Address what measures will be
put into place or systemic changes
made to ensure that the deficient
practice will not occur..

a. Skilled Nursing management |
* staff will monitor all the resident rooms
on weekly basis for Environment of

X .f'l\

"N
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F 485 | Continued From page 16 F 485 Care concerns to include cabinet doors.

' made in the lobby and hallways; however, the MS

The findings Include:

During the environmental tour of the facility on
November 17~18, 2010, the following items were
obgerved to be in need of repair:

-The formice was chipped on the closet door in
resident reoms 122, 128, 132, 136, and 151, and
gt the nurses’ station facing the hallway.
-Cabinet doors were off and propped against the.
wall in resident rooms 122, 128, and 135.

-The metal track for the sliding cabinet door was
soiled/dirty in resident rooms 129 and 151.

-An amrest was missing from the wheelchair in
resident rcom 122.

-Mineral depasits were cbserved on the faucet in
resident rooms 122, 148, and i58.

-The bathtub faucet covaring was missing which
exposed a straight line water pipe in the bathroom
of resident room 156. Additionally, the hot water
pressure was drastically reduced in the bathroom
sink.

-The pull string to activate the overbed light was
rissing in resident rooms 128 and 132.

‘Wall tles wera missing in the women's shawer
roam and in the bathroom of rasident room 148.
-“The drywall was chipped at the head of bad 1 In
resident room 148 and the drywallhad
black/marred areas on the drywal! in resident
roome 148 and 148.

interview cn November 18, 2010, at 1:00 p.m.,
with the Maintenance Supejvisor (MS) revealed
staff was fo notify the Maintenance Depariment of
flems in need of repair by completing a work
ordar on the somputsr or by calling the
Department. The MS stated repairs were recently

was not aware of the identified areas needing

See Attachment # 42)

. Indicate how the facility plans to
monitor {fs performance to ensure
that sohutions are sustained.

a. A Performance fmprovement
monitor was developed and
implemented 12/01/10 to monitor the
Environment of Care to include cabinet
doors in all applicable areas. The data
will be collected weekly by the SNF
Management Staff, complied monthly
and reported quarterly to the Skilled
Nursing Performance Improvement
Committee. (See Attachment #43)

L Address what corrective action will
be accomplished for those residents
found to have been affected by the
deficient practice. ‘

a. The metal track for the shiding
cabinet door wag in rootns 129 and 151
was cleaned on 11/19/10,

I1. Address how the facility will
identify other residents having the
potential to be affected by the same
practices. -

a. On 12/02/10, an environment
of care survey was conducted by the
Nursing Home Administrator to include
the tracks on the cabipets in each
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F 465 Continued From page 18 F465] resident room. The tracks were dirty in
: The findings include! rooms 122, 131, 134, 135, 147, 149,
b ) - 152, 154, 156. These were all cleaned
During the environmental tour of the facility on by Housekeeping staff by 12/08/10

Novernber 17-18, 2010, the following items were

observed o be in need of repar 111, Address what measures will be

-The formica was chipped on the closet dear in . put into place or systemic changes

| resident rooms 122, 129, 132, 136, and 151, and made to ensnre that the deficient

gt the nurses' station facing the hattway. practice will not occur,
-Cabinet doors were off and propped against the
wall in resident rooms 122, 129, and 136. a. Skilied Nursing management i
-The metal track for the sliding ¢abinet door was staff will monitor all the resident rooms
soiled/dlrty in resident rooms 129 and 151. on a weekly basis for Environment of

-An armrest was missing frem the wheslchair in
residenf room 122.
-Mineral daposits were observed on the faucet in

Care concerns to include the tracks for
the sliding cabinet doors (See

resident rooms 122, 148, and 156. Attachment # 42)

-The bathiub faucet covering was missing which : i

exposed a straight line water pipe in the bathroom , IV. Indicate how the facility plans to
of resident room 156, Additionally, the hot watar monitor its performance to ensure
pressure was drastically reduced in the bathroom that solutions are sustained,

sink.

~The pull string to activats the overbed fight was a. A Performance Improvement i
rrissing in regident rooms 128 and 132, monitor was developed and |

AWall tiles were missing n the women's showar
room and in the bathroom of resident room 148.
“The drywall was chipped at the head of bed 1 in

implemented 12/01/10 to monitor the
Environment of Care to include tracks to

regident room 148 and the drywall had the sliding cabinet doors in all

black/marred areas on the drywall in resident applicable areas. The data will be '

rooms 148 and 148. collected weekly by the SNF ]
Management Staff, complied monthly

Intarview on November 18, 2010, at1:00 p.m,, and reported quarterly to the Skilled

with the Maintenance Supervisor (MS) revealed Nursing Performance Improvement

staff was fo notify the Maintenance Department of | - Committee. (See . Attachment #43)

iterns in heed of repair by completing a work
order on the computer of by calling the . . .
| Department. The MS stated repairs wers recently L Address what corrective action will
: made in the lobby and hallways; however, the MS be accomplished for those residents
was nhot aware of the identified areas naeding E
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j @t the nurges' station facing the hallway.

+ Department. The MS stated repairs were recently
; made in the lobby and hallways; howaver, the MS

The findings Include: ' i

During the environmental tour of the facility on
November 17-18, 2010, the following items were
pbserved fo be in need of repair;

-The formica was ehippad on the closet door in
resident rooms 122, 129, 132, 138, and 151, and

-Cabinet doors were off and propped against the
wall in resident rooms 122, 128, and 136,

-The metal track for tha sliding ¢abinet docr was
soiled/dirty in resident rooms 123 and 151.

-An armrest was missing from the wheelchair in
resident room 122,

Mineral depcsits were observed on the faucet in
resident rooms 122, 148, and 156.

-The bathtub faucet covering was missing whlch
exposed a straight line water pipe in the bathroom
of rasident room 156, Additionally, the hot water
pressure was drastically reduced in the bathroom
sink,

-The pull siring to activate the overbed light was
missing in resident roems 129 and 132.

-Wall tiles were missing in the women's shower
room and in the bathroom of resident room 143.
-The drywall was chipped at the head of bed 1 in
resident room 149 and the drywal had
black/marred areas on the drywsll in resident
rooms 148 and 148,

Interview on November 18, 2010, at 1:.00 p.m.,
with the Maintenance Supervisor (MS) revealed
staff was fo notify the Mainfepance Depariment of
items in need of repair by complating a work
order on the computar or by calling the

was not aware of the idenfifled areas needing

deficient practice.

a. The wheelchair with the
armrest missing was removed from the
resident room on 11/18/10 and sent to
i Maintenance either for repairs or
disposal.

1. Address how the facility will
identify other residents having the
potential to be affected by the same
practices.

a. All other wheelchairs being
used in the Skilled Nursing Facility had'
the potential to have parts missing. On
11/18/10, all other wheelchairs were
checked by the Clinical Nurse Manager
and/or Nursing Home Administrator and
no other wheelchair was found vmh
armrests missing.

II1. Address what measures will be
put into place or systemic changes
made to ensure that the deficient
practice will not occur.

a. Effective 12/10, the Clinical
Nurse Mauager or Skilled Nursing
| Caseworker will complete a weekly
check of all wheelchairs and other
equipment used by residents to assure
they do not need to be repaired.

WILLIAMSON ARH .
SOUTH WILLIAMSON, KY 41503
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F 485 | Continued From page 16 F485! [v.Indicate how the facility plans to
; The findings include: monitor its performance to ensure
. that solutions are sustained.
During tha environmental tour of the facifity on
November ‘!7—1_8, 2010, the following items were 2. A Performance Improvement
observed tc be in need of repalr. monitor was developed and
-The formica was chipped on the closet door in implemented effective 12/01/10 to
resident rooms 122, 129, 132, 136, and 151, and monitor weekly the wheelchairs and
at the nurses' station facing the hallway. ' other equipment used by residents to
-Cabinet doors were off and propped against the assure it is in proper working order by |
wall in resident reoms 122, 129, and 136, Skilled Nursing Caseworker. The data !
~The metal frack for the sliding cabinet door was will be compiled monthly and reported
solled/dicty in résident rooms 128 and 151, o quarterly to the Skilled Nursing
;2;1[ :eTtr::; n\ﬁsz;nisslng from the wheelchair in Performance mprovement Comumittee.
-Mineral deposits were observed on the faucet in (See Attachment # 44)
resident rooms 122, 148, and 156. . L
~The bathtub faucet covering was missing which I. Address what corrective action will
exposed a straight line water pipe in the bathroom be accomplished for those residents
of resident room 186, Additionally, the hot water found fo have been affected by the
pressure was drastically reduced in the bathroom deficient practice,
sink.
-The pull string to activate the overbed light was a. The faucets in roomis 122,
L T B g || el
room and in the bathroom of resident room 148. 11/20/2010. New faucets for thes
_The drywall was chipped at the head of bed 1 in rooms werc ordered on 12/09/10.
resident room 149 and the drywali had
black/marred areas on the drywall in resident IL. Address how the facility wilk
rooms 148 and 149, identify other residents having the
: potential to be affected by the same
Interview on November 18, 2010, at 1:00 p.m., practices.
with the Maintenance Supervigor (MS) revealed
f.staffwas to notify tha Maintenanc.? Departmeant of a. On 11/19/10, all other
:mt g—;} ’E:‘:;:n rggta;; E:r g;rga;illlit;ni ;a work reside_nt rooms were checked_for minera _
Department. The MS stated repaire were recently deposits on faucets. Faucets mrooms .’
made in the lobby and hallways; however, the M3 129, 130, 134, 135, 146, 150, 151, 152,
was not aware of the identifled areas needing
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i made in the lobby and hallways; however, the MS

The findings include: !

During the enviranmental tour of the fadility on
November 17-18, 2010, the following itams were
observed to be in nead of repalr:

-The formica was chipped oh the closet door in
resident rooms 122, 128, 132, 136, and 161, and
at the nurses' station facing the hallway.
-Cabinet doors were off and propped ageainst the
wall in resident rooms 122, 129, and 136.

-The metal track for the sliding cabinet door was
sofled/dirty in resident rooms 128 and 151.

-An armrest was missing from the wheelchair in
resident oom 122. '

-Mineral deposi{s were observed on the faucet in
resident rooms 122, 148, and 156.

-The bathtub faucet covering was missing which
exposed a sfraight line water pipe in the bathroom
of regident room 156. Additionally, the hof water
pressure was drastically reduced in the bathroom
sink.

-The pull string to activate the overbed light was
missing In resident rooms 129 and 132,

-Wall files were missing in the women's shower
room and in the bathroom of resldent room 148.
~The drywall was chipped at the head of bed 1 in
resident room 149 and the drywall had
black/marred areas on the drywall in resident
rooms 148 and 149.

Inferview on November 18, 2010, at 1:00 p.m.,
with the Maintenance Supervisor (MS) revealed
staff was fo notify the Maintenance Department of
items in neead of repair by complefing a work
order on the computer or by calling the
Department. The MS stated repairs were recentiy

was not aware of the identified areas needing

fancets were ordered on 12/09/10,

b. All faucets in every resident
room were cleaned and mineral deposits
removed by 12/08/10,

¢ L Address what measares will be
put into place or systemic changes
made to ensure that the deficient
practice will not occur.

a. Housekeeping staff was
instructed on 12/08/10 by the
Housekeeping Manager to clean mineral
deposits daily from faucets in the
Skilled Nursing Facility. (See
Attachment (# 45),

IV. Indicate how the facility plans to
monitor its performance to ensure
that solutions are snstained.

a. A Performance Improvement
monitor was developed and
implemented 12/01/10 to monitor the

deposits on faucsts in ail applicable
areas weekly by the SNF Management
Staff. The data will be complied
‘montbly and reported quarterty to the
Skilled Nursing Performance
Improvement Committee. (See
Attachment #43)

I. Address what corrective action will
be accomplished for those residents

Environment of Care to include mineral !

WILLIAMSON ARH A SOUTH WILLIAMSON, KY 41503
(X410 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {x5]
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. ]
F 465 Confinued From page 16 F 465 153 also need to be replaced. New
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- made in the lobby and hallways; however, the MS

The findings Include:

During the environmental tour of the 'faci'lity on
Novernber 17-18, 2010, the following [tems were
abserved to be in need of repalr:

-The formica was chipped on the closet door in
resident rooms 122, 128, 132, 136, and 151, and
at the nurses' station facing the hallway.
-Cahinet doors were off and propped against the
wall in residant rooms 122, 129, and 138,

-The metal frack for the sliding ¢abinet door was
solled/dirty in resident rooms 128 and 151.

-An armrest was missing from the wheelchair in
resident room 122,

-Mineral deposits were obsarved on the faucat in
residant rooms 122, 148, and 156.

-The bathtub faucet covering was missing which
exposed a straight line water pipa in the bathioom
of resident room 156, Additionally, the hot water
pressure was drastically reduced in the bathroom
sink.

~The pull string {o activate the overbed light was
missing in resident rooms 128 and 132.

“Wall tiles were missing in the women's shower
reom and in the bathroom of rasident room 148.
-The drywall waa chipped at the head of bed 1 m
residertt room 148 and the drywall had
black/marred ereas on the drywall in resident
rooms 148 and 149. :

interview on November 18, 2010, at 1:00 p.m.,
with the Maintenance Supeérvisor (MS) revealed
staff was fo notify the Malntenance Department of
items in nead of repair by completing @ work
order on the computar or by calling the
Department. The MS stated repairs were recently

was not aware of the Identtfied areas neading

" fthe new fancet for the bathtub,

| practices.

Wit LIAMSON ARH .
SOUTH WILLIAMSON, KY 41503

(X4) ID RUMNMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION

TAG REGINATORY OR L.SC IDENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE DATE

i DEFICIENCY)
. ! !
F 485 | Continued From page 18 F 465 ifound to have been affected by the

deficient practice,

a. The resident in room 1356 was
moved to a different room on 11/18/10,
The room has been placed on |
:Maintenance hold until the parts are
received and the bathtub repaired. The
hot water pressure will be repaired with

I, Address how the facility will
idenfify other regidents having the
potential to be affected by the same

_a. All other resident rooms were
checked on 11/19/10. There are no
other rooms without a faucet.

ITX. Address what measures will be
put into place or systemic changes
made to ensure that the deficient
practice will not occar.

a. Skilled Nursing management
staff will monitor all the resident rooms |
on a weekly basis for Environmentof |
Care concerns to include water pressure
and correct faucets to bathtub areas.
(See Attachment # 42)

IV. Indicate how the facility plans to
moniter its performance to ensure
that solutions are sustained.
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(x4 10 SLRAMARY STATEMENT OF DEFICTENCIES in] PROVIDER'S PLAN OF CQRRECTION (5
PREX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (FACH GORRECTIVE ACTION §HOLILD BE COMMLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) ws CROSS-REFERENCED TO THE APPROPRIATE DATE
: : DEFIGIENCY)
|
F 465 | Continued From page 16 F465i a. A Performance Improvement
; The findings include: | roonitor was developed and
_ _ - implemented 12/01/10 to monitor the
During the environmental tour of the facility on Environment of Care to include water
Ng:vambde{r 1E~1 8,201 g tfhe fe|=§wnng iterms were pressure and proper faucets in al]
observed 1o be in need of repar. ‘ applicable areas weekly by the SNF

Management Staff. The data will be
compiled monthly and reported
quarterly to the Skilled Nursing

-The formica was chipped on the closet door in
; resident rooms 122,129, 132, 138, and 151, and :
i at the nurses' station facing the hallway. ]

-Cabinet doars were off and propped against the Performance Improvement Committee.
wall in resident rooms 122, 128, and 136. (See Attachment #43)
-The metal track for the sliding cabinet door was
solled/dirty in resident rooms 122 and 151. I Addresswhat corrective action will
-An armrest was missing from the wheelchair in be accomplished for those residents

; resident room 122. found to have been affected by the

| -Mineral deposits were observed on the faucet in
resident rooms 122, 148, and 158.

-The bathtub faucet covering was missing which
exposed a straight line water pipe in the bathroom

deficient practice.

a. The pull string to activate the

of resident room 168. Additionally, the hot water 1 overbed light was replaced in rooms 129
pressure was drastically reduced in the bathroom and 132 on 11/18/10.

. sink.

i “The pull string o activate the overbed Tight was I, Address how the facility will
missing in resident roomns 129 and 132. identify other residents having the

-Wall tiles were missing in e womean's shower
room and in the bathroom of resident room 148.
-The drywall was chipped at the head of bed 1
resident room 146 and the drywallhad
black/marred areas on the drywall in resident

potential to be affected by the same
practices.

a. All other residents had the

' rooms 148 and 149. potential for.overbed light string to be
missing. On 11/19/10, the Nursing
intarview on November 18, 2010, at 1:00 p.m., Home Administrator conducted a tour
with the Maintenance Supervisor (MS) revealed | and checked all residents overbed lights.
staff was to notify the Maintznance Depariment of | None were missing the pul string.

itarms in need of repair by completing & work

order on the computer or by calling the

: Department, The MS stated repairs were recently

. made in the lobby and hallways; however, the MS
was not aware of the identified areas nesding J

I
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DEFIGIENCY)
F 465 | Continued From page 17 F 465! 11 Address what measures will be

repalr.

practice will not occur.

strings. (See Attachment # 42)

that solutions are susiained.

monitor was developed and

Skilled Nursing Performance
Improveément Committee. (See
Attachment #43)

deficient practice.

room 148 and women’s shower
will be replaced by 12/08/10.

put into place or systemic changes
made to ensure that the deficient

a. Skilled Nursing Management
staff will monitor all the resident rooms
on a weekly basis for Environment of
Care concerns to include overbed pull

IV. Indicate how the facility plans to
monitor its performance to ensure

a. A Performance Improvement

implemented 12/01/10 to monitor
weekly by the SNF Management Staff
the Environment of Care to include 1
overbed pull strings in all resident
rooms. The data will be compiled }
monthly and reported quarterly to the

1. Address what co;;rectiVe action will
be accomplished for those residents
found to have been affected by the

a. Wall tiles in bathroom of

room

FORRM CMS-2567(D2-98) Praviows Varsions Obmciete

Recerived Time Dec. 21 2010 3:10PM No.5115

Event ID; S8XRT11

Facliity 30; 100714

167

If confinuation sheet Paga 18 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES | PRINTED: 12/06/2010

) FORM APPROVI
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. ogsg-oag[?
-1 STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION B PR IFICATON N, @) MULTIPLE CONSTRUCTION O oo
A BUILDING -
185172 5. VNG 14/18/2010
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLELL ' PREFIX (EACH CORRECTIVE ACTION SHOULD 8E : CDMg(LE,'HON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE | DATE
DEFICIENCY) g
F 485 | Continued From page 17 F 465 |11, Address how the facility will
repair. idenfify other residents having the
| potential to be affected by the same
‘ practices. o

a. All other resident rooms and
showers had the potential to have tiles
missing. On 11/19/10, the Nursing
Home Administrator conducted an
! environment of care tour In the Skilled
: Nursing Facility to include tiles in all
areas. No other broken tiles were found.

: I1. Address what measures will be
put into place or systemic changes
made to ensure that the deficient
practice will not occur.,

a. Skilled Nursing Management
stafT will monitor ali the resident rootns
on a weekly basis for Environment of
Care concerns fo include tiles in
bathrooms and shower rooms. (See
Attachment # 42)

1V. Indicate how the facility plans to
monitor its performance to ensure
that solutions are sustained.

4, A Performance Improvement
monitor was developed and
implemented 12/01/10 to monitor the
Environment of Care weekly to include
tiles in all applicable areas by the
Skilled Nursing Management. The data
will be corplied monthly and reported
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PREFIX
TAG

- PROVIDER'S FLAN OF CORRECTION
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CROSS-REFERENCED TO THE APPRDPRIATE
DEFIGIENCY)

P o
'\ COMPLETION
| OATE

F 465 | Continued From page 17
repair,

F 465

1

quarterly to the Skilled Nursing
Performance Improvement Committoe.
(See Attachment #43) .

L. Address whart corrective action wil
be accomplished for those residents
found to have been affected by the

- deficient practice.

a. The drywall in rooms 148
and 149 will be repaired and painted by

12/20/2010,

IL Address how the facility will
identify other residents having the
potential to be affected by the same
practices.

a. All other resident rooms had

. the potential for chipped or marred

drywsll. Marred drywall was found in
rooms 133, 136, 147, 150, 153, 154.
b. The Appalachian Regional
Hospital system Project Director and
system Maintenance Director ars
completing a project
plan/quotes/purchase to paint every
room in the Skilled Nursing Facility.

IIL Address what measures will be
put into place or systemic changes
made to ensure that the deficient
practice will not occur.

a. Skilled Nursing management
staff will monitor all the resident rooms

E

FORRM CMS-2667(02-98) Pravious Versions Obsoieie Event MY, SXRT11

Received Time Dec. 21, 2010 3:10PM No. 5715

Faclltty I: 100714

(53

If continuation sheat Page 18 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/08/2010
FORM APPROVED
QMB NG 0838-0381

ETATEMENT OF DEFICIENCIES (X1} FROVIDER/SUPPLIERIGLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMESER:

188172

2} MULTIPLE CONSTRUCTION (%3} DATE SURVEY
A BUILDING

B. WING

COMPLEYED

11/18/2010

NAME OF PROVIDER OR SUPPLIER

WILLIAMSON ARH

STREET ADDRESE, CITY, STATE, ZIP CODE
260 HOSPITAL DRIVE

SOUTH WILLIAMSON, Ky 41503

) 1D SUMMARY STATEMENT OF DEFICIENCIES
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F 455 | Continued From page 17
repair.

F 488

1 42)

‘Management staff will monitor the

on & weekly basis for Environment of
Care concerns to include drywall
chipping or marred. (See Attachment #

IV. Indicate how the facility plans to
monitor its performance fo ensure
that solutions are sustained.

8. A Performance Improvement

monitor was developed and
implemented 12/01/10. The SNF

Environment of Care to include chipped
or marred drywall i all applicable areas
weekly. The data will be compiled
monthly and reported quarterly to the
Skilled Nursing Performance
Improvement Committee. (See
Attachment #43)
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inservice Side.rails: 11/30/10

Top side rails up

This is to be in each patients room on their board to inform staff of the designated number of side rails
to be up for the individual resident (these will be highlighted — room number and initiais only will be on
= top of the paper}. Additional information is located in the care plan book with the side rail decision tree
& (see copy attached). If there is not one is residents room please let me know {this will be done with '
their 14 day admits).




‘ Siderail:]g-ision Tree

l Ask anfor observe resident’s pehavior related to-the desive for siderail use. (Resident desires supersede family desires.) J
- Y . :
' Wants siderails up - Wants siderails down or , (" Assess:
. can not determine. Weight bearing,
4 , - Transfers, Documen
s ther ok to ¢l I # Standing balance, . on reversg
s there a risk o the Yes s . Wants Siderails up. | Sitting balance, side
Resident if siderails : Assessing Risk, »  Gait .
are up? ‘ Observe resident getting Diaénosis
‘ infout of bed and intofout of Bed mobiii ty

. ¢ wic if that is the mode of \_ ' /

110 o : mobility.

—
Assess choice — why isn’t it Unable to get infout Able to get infout of -
a risk? (Document on of bed saf‘ely ‘bed safely.
reverse side) -
S ¢ 1 " d ot , N :71_ ol Unable to get
-1as or may have desire to o siderail neede in/out of bed at
. ‘ get out of bed. » NO all
Obtain reason & .
document, Note “Rails h 4 Consider beneflts burdens &
up per resident choice” Safety Plan Needed risks with residents, family and
on care plan. (Rails nota IDT
t:
\_ restraint.) Consult with 1es:dent family & Y N
IDT. Consider benefits, burdens o Agree with no s1derazls <P _Ne
h 4 & risks. Deveiop a safety plan, v v
Final Summar, - - ‘
YJ . Note “Siderail not Resident/family conference to
: Siderail altematlve creates needed” on cate plan. develop plan based upon resident
more burden/risk than siderail needs.
use?
Yes No r Final SummaryJ
Y
Siderail up, note spestrictive Siderail” on care plan. Note the safety plan on Siderail up, note “Non-Restrictive Siderail” on fare B B
Docunient reasotl making process. Obtain MD order ) the care plan. _ plan. (Stderarl is not a restraint) .'

& corresponding dx. (Siderail is a restraint) - Evaluation ongoing. ™
— - v ~ =
r Final Summary J r Final Summary J r Final Summary J . g,h

‘ . T

Resident Naric: . Nursesign: T
$RDecision ~.
Date: B ﬂ.
AN
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Appalachian Regional Healthcare

MEEtlng hEId: Break Room The Medical Canters of the Mountains 11/19/10

PRESENT:
See Sign In Sheet

Minutes taken by: Sonya asserman RN

First and for most:
Thank you to all the staff for you help during state inspection. We
were noted to have 6 deficiencies reported to us. This has been a
learning experience that we can grow and improve because of. You
all do an excelient job and give excellent patient care and 1 want
each and everyone of you fo know that | truly appreciate all the hard
work you do.

COMMUNICATION WITH RESIDENTS:

All staff need to be aware of how they are communicating
with staff and exactly what they are conveying.

Examples:

The resident asks for ice:

DON'T SAY: The machine is broken — and go get the ice.
CORRECT: I will get you some ice, and proceede to obtain
the ice for the resident.

Resident asks for an item we don't have but are able to and
can obtain:

DON'T SAY: We don't have that over here,

CORRECT: I will check on it and get back to the resident
and provide for their needs.

CALL LIGHT ON.:

DON'T SAY: We just have 2 down the hall and we are busy.
CORRECT: Attend to their needs without making “excuses.”
We seem to be getting in a habit of making excuses and
conveying unnecessary information to the residents. It
does not make things better by making excuses. Just state
that you are going to take care and make sure you follow up
with the resident. Often it is as simple and someone
knowing their needs are being heard and addressed not the
time frame or the why or why nots.

SKIN CARE:

Do not do alternative skin care that is not ordered. I have
noticed tegaderms on skin tears and combiderms on
wounds that are not ordered. This is not acceptable and
you must do the treatments that are ordered because they
are a direct documented physician order. If the orders need
to be re-evaluated they can he done with the physicians
input.

Page 1
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Policy:

HAND HYGIENE:

See Attached Copy of policy also:

1. No acrylic nails.

2. If not visibly soiled can use antibacterial hand rub
provided

3. If hands are visibly soiled must wash with soap and
water including when leaving a isolation room, after
toileting, smoking, blowing or wiping nose, and before and
after eating.

Attached copy for review

STATE INSPECTION:
Some items:
1. You must wash hands or use alcohol based hand
sanitizer between pt contact. If hands are soiled,
you have been in isolation room, been to smoke,
been to eat or have used the hathroom they must be
washed with soap and water.
2. Medication Cart must be kept in site and locked
when giving medications.
3. Make sure you refer to care plans for patients
plan of care including side rails. This will also be
listed on your report sheet.
4. Report sheets are to be updated each time you
take off an order that needs to be conveyed on the
report sheet (02, nebs, diets, NPO, DNR, ect.)
5. Make sure that you are knocking on doors before
entering.
6. Make sure doors are locked to clean, dirty utility
rooms and dietary.
7. NO MEDICATIONS OR OINTMENTS ARE TO BE
LEFT IN RESIDENTS ROOM AT ANY TIME FOR ANY
REASON,
8. Cleanser for the tub is to be locked up in clean
utility room NEVER to be left in bathroom (this is a
hazard r/t resident exposure),
8. Each shift is responsiblie for cleaning, emptying
trash and stocking the medication chart at the end
of their shift (I will be checking on this) and this
includes cleaning drawers, chart wheels ect. Thisis
all inclusive.
10. Medication Carts and Med Room are to be
cleaned completely including wheels and all aspects
of cart on night shift on Sunday Night. You must
sign that you have completed this on the sign in
sheet in the medication room,
11. Do not leave the doors open the dietary cart
when passing trays (this causes the temp to drop on
the food).

See attached Policy on Hand Washing
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LABS:

Make sure to document when physician was called and pass
on the orders that were obtain to the next shift or the LPN
or RN for continuality of care.

All shifts are responsible for addressing iabs on the residents. Night
shift you need to make sure you are checking the printer for any
fabs, cultures ect that make have printed cut during the night. You
may have critical or bad labs that need to be addressed prior to the
am, Do not just leave labs on the printer for the next shift (this is
for all shifts). We are here to provide the best possible care for our
residents results need to be addressed in a timely manner.

Skilled Changes:

Nurse Aides are changing to 12 hour shifts effective Monday
11/15/10. See attached copy of who is responsible for
what charting.

Copy attached.

Cleaning:
LPNS:

Make sure you continue to clean down the medications
carts and empty trash at the end of the shift (this includes
keeping a neat and organized cart for the next shift fully
stocked). Also make sure the med room is piciked up and
cleaned (noticed multi things not stocked and items on the
shelves that do not belong

ALL STAFF:

The nurses station is to be picked up and clean at the end of
your shift. Jackets do not go in the station, do not have
papers or magazines in the station or leave water bottles
ect on the desk. Clean utility room is to be cleaned and kept
picked up. Do not use the last or end of a box and leave it
sitting (the garbage goes in the dirty utility not left in the
floor). Itis everyone’s responsibility to keep things picked
up and in their place.

NURSE AIDES:

Do not have things on both sides of the hall all items must
be on the same side of the hall and you must keep your
linen carts covered.

MDS 3.0:

Reminder if you make a write over you need to circle it and
correct it on a progress note. Failure to correct will result
in the person making the write over to recopy the sheet.
Shortly you will see some changes especially with wound care. Also
make sure that you fill out the entire wound care sheets. There will
be a supplement sheet coming out shortly that will be done for
decubs with each MDS assessment. WE NCW DO NOT BACKSTAGE
DECUBS. They are what they are and the only way the are staged
better is if they heal. They can progress to worse stage but we
have to go back to not backstaging. This is being implemented
because of the change over to MDS 3.0.
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DOCTORS:

Enchl coming after the first of the year - new OB/GYN

Dr. Baz is in practice and we are providing Chemo serivies
on 1% floor. His office has been moved in with Dr.
Vempaty's office.

2 Additional Internal Medicine doctors have signed and will
be here around July 2011.

Hands Off Communication:

Make sure that anything you have done for a resident has
been passed on at shift change and to the additional staff
caring for this resident. This is for the continuum of care of
the resident to ensure they receive the best possible care.
This information is to be included on shift to shift change
and as needed during the shift if impacting care.

Medication Orders:

Make sure you are getting an order for insertion of F/C and
the rationale for.

Make sure that ail medication orders have the dose route of
administration and frequency on the order and MAR. Also
make sure that when you are writing psychotropic meds
you are writing if for anxiety, depression, hallucinations ect.
And that you leave an area to record for a response ie. 5-
sleeping or just R-response to medication. In addition
make sure you are recording pain scale (flacc or verbal)
rating, time, location and response for any pain medication
administered. For Insulin make sure you chart the BS —

| glucose, site — where given and amount — units.

See additional psychotropic medication in-
service

ABUSE:

As always if you see or suspect that a resident is being abused the
first thing to do is to make sure the resident is safe and is
protected. Then you need to report the abuse or suspected abuse
to @ manager immediately. You would tell me if I am here or the
house nurse coordinator after hours. I want to be called at home
even after the abuse is reported to the house nurse coordinator.
The Administrator Karen Reed is another person to report any
abuse or suspected abuse too. The reporting must be done
immediately it is the law. Even after you report to the house nurse
coordinator after hours always call Karen Reed, Kathy Mullins or
Sonya at home you can always get one of us after hours to report
any suspected abuse claims.
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Customer Service:

Simply put —"BE NICE"

A — Acknowledge pt/visitor ect

I — Introduce yourself (name ect)

D — Duration (take the time for them)

E — Explain what they ask or what your providing

T — Thank you (thank them they have a choice)

Please stay customer focused as always. Please, be sure that when
you leave the residents room that you remember to ask them if
there is anything else they need prior te your leaving their room.
Our customers are the reason we are here. Be sure to let them
know, thru your interactions with them, that you appreciate their
business and support of our facility.

Documenation:

Make sure that ADL, Turn, Mood and Behavior sheets,
Nurses notes, MARS/TARS, restraints, bladder training and
any other documentation includes the month and year (date
when applicable). Reminder that when putting in a Foley
cath, NG Tube, G-tubes ect that you make sure you chart
what size inserted. Also make sure that if you make a
mistake on ADL or Mood/Behavior sheets that you circle the
error and write the correction on a progress note.

PHARM:

Medication shortages:

Nubain, Phenergan and Morphine are short across the
nation. The physician may look at alternative medications
during this shortage.

There will be new labels coming up on your IV's and [VPB's they
are a shredding label. They have a jagged area that is ment to
shred the label when peeled off. Make sure that you are pulling
this off before placing them in the trash. This is a HIPPA issue. If
the label does not shred then pull off the entire label and place in a
HIPPA container.

You may have Epi in a different for in your crash carts ¢/t a nation
wide shortage of the premixed formula’s. 1t will be with a 10 ml NS
flush and labeled in a bag together.

EDUCATION RECORD:

LPN/RN's make sure we are marking on the education
record teaching to family/resident r/t isolation precautions
for those residents in isolation. Document this on the
education record.

HIPAA:

Please remember to always practice confidentiality. Make sure that
you view and release information on a need to know basis only.
Make sure that before you release any patient information, that you
have checked with the resident or POA for approval of this release
(verbal or Written). Only access information from a residents’
medical record that you need to provide care to that resident.
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ICE;

Do not state to residents that the ice machine is “broken”
just simply state that you will get them ice and make sure
that you do. If there is any problem with the ice machine
report to maintaince and if not fixed convey to me so I can
follow up on this. Even if the ice machine is not working
you are responsible to pass ice each shift and as needed by
the resident.

All shifts are to pass ice to the residents. Make sure that the
residents have ice passed during your shift. Night shift make sure
you are passing at the end of your shift and keep the noise to a
minimum while passing ice. Make sure that you continue to utilize
the ice bags for each resident.

Safety:

Staff make sure you are pluging in the lifts when not in use
so they are available for use.

Make sure that you are using your personail protective equipment.
Lifts for residents that require weight bearing assistance. Get
another staff member to help you turn residents that are too
large/difficult for you to turn alone. Gown, Gloves and mask as
indicated for isolation or procedures. Also remember that if you are
doing a task and something could splash in your face/eyes you
must use your face shieids or goggles. Some examples are
emptying catheters and flushing, checking, or giving anything thru a
feeding tube. NO exceptions safety is everyone’s responsibility.
Make sure to clean up any spills in the floors as this could cause a
resident, visitor, or employee fall. Make sure to keep all walkways
clear of any obstructions. Report any broken/loose tiles, rails, lights
not working properly (overhead and call lights).

Helping Hands:

Please remember the helping hands fund. We are asking each staff
member to donate one dollar each pay pericd on pay day Friday.
You can turn your money into me or put it in the can at the desk
and I will turn it into HR. This is a good fund as it helps our fellow
employees in their time of need.

Supplies:

If you do not have a G-tube size that you need to change a
residents’ G-tube. Please leave me a note that you need a
particular size if no other floor has it. You then need to pass this
along in report to your relief to make sure that it is changed ASAP.
when the tube comes up.

CONFIDENTIAL PATIENT SAFETY WORK PRODUCT - Protected under the Patient Safety & Quality Improvement Act. Do nof disclose unless

authorized by policy or by persons with the authority to authorize such disclosure.
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The meeting adjourned at

I o 55, O

Sonya Wasserman RN, BSN, CNM
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WILLIAMSON APPALACHIAN REGIONAL HOSPITAL

POLICY AND PROCEDURE

SUBJECT: Guideline for Hand Hygiene

POLICY:

It is the policy of Williamson Appalachian Regional Healthcare to follow the
recommendations of the Healthcare Infection Control Practices Advisory Committee and
the HICPAC/SHEA/APIC/IDSA Hand Hygiene Task Force for Hand Hygiene. The CDC
has recommended guidelines (MMWR 2002;51 — NO.RR-16) on when to use non-
antimicrobial soap and water, or an Alcohol-based hand rub. These recommendations are
designed to improve hand-hygiene practices of Health Care Workers (HCW’s) and to
reduce transmission of pathogenic microorganisms to patients and personnel in health-
care settings. This guideline and its recommendations are not intended for use in
food processing or food-service areas, and are not meant to replace guidance
provided by FDA’s Model Food Code.

RECOMMENDATIONS
1. Indications for hand-washing and hand antisepsis

When hands are visibly dirty, (hands showing visible dirt or visibly contaminated
with proteinaceous material or are visibly soiled with blood or other body fluids
(e.g., fecal material or urine) wash hands with either a non-anti-microbial soap
and water or an anti-microbial soap and water.

1. If hands are not visibly soiled, an alcohol based hand rub may be used for
routinely decontaminating hands in all other clinical situations described
in items below. Alternatively, wash hands with an anti-microbial soap and
water in all clinical situations as described below:

2. Decontaminate hands before having direct contact with patients.

Decontaminate hands before donning sterile gloves when inserting a

central intra--vascular catheter.

4. Decontaminate hands before inserting indwelling urinary catheters,
peripheral vascular catheters, or other invasive devices that do not require
a surgical procedure.

5. Decontaminate hands after contact with a patient’s intact skin (e.g., when
taking a pulse or a blood pressure, and lifting a patient)

6. Decontaminate hands after contact with body fluids or excretions, mucous
membranes, non-intact skin, and wound dressings if hands are not visibly
soiled.

7. Decontaminate hands if moving from a contaminated-body site to a clean-
body site during patient care

e
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WILLIAMSON APPALACHIAN REGIONAIL HOSPITAL

POLICY AND PROCEDURE

SUBJECT: Guideline for Hand Hygiene

8. Decontaminate hands after contact with inanimate objects (including
medical equipment) in the immediate vicinity of the patient.
9. Decontaminate hands after removing gloves

Wash hands with non-anti-microbial soap and water or with anti-microbial soap
and water if:

Exposure to Bacillus anthracis is suspected or proven.
Leaving an isolation area

After blowing or wiping the nose

After toileting or smoking

Before and after eating

kW=

Installation of Alcohol-Based Hand Rub Dispensers

Dispensers containing Alcohol-based hand rub solutions are not be installed near
a heat or ignition source, electrical outlet, or light switch.

Definitions:

e Alcohol-Based Hand Rub: An alcohol-containing preparation designed
for application to the hands for reducing the number of viable
microorganisms on the hands.

* Antimicrobial Soap: Soap containing an antiseptic agent

e Antiseptic Agent: Antimicrobial substances that are applied to the skin to
reduce the number of microbial flora. Examples include alcohols,
chlorhexidine, PCMX, quaternary ammonium compounds and triclosan.

e Plain Soap: Detergents that do no contain antimicrobial agents.

e Waterless Antiseptic Agent: An antiseptic agent that does not require
water. After applying such an agent, the hands are rubbed together until
the agent has dried.

Hand-hygiene technique
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WILLIAMSON APPALACHIAN REGIONAL HOSPITAL

POLICY AND PROCEDURE

SUBJECT: Guideline for Hand Hygiene

1. When decontaminating hands with an alcohol-based hand rub, apply
product to palm of one hand and rub hands together, covering all surfaces
of hands and fingers, until hands are dry. Follow manufacturer’s
recommendations regarding the volume of product to use.

2. When washing hands with soap and water, wet hands first with water,
apply an amount of product recommended by the manufacturer to hands,
and rub hands together vigorously for at least 15 seconds, covering all
surfaces of the hands and fingers. Rinse hands with water and dry
thoroughly with a disposable towel. Use towel to tumn off faucet. Avoid
using hot water, because repeated exposure to hot water may increase the
risk of dermatitis,.

3. Liquid, bar, leaflet or powdered forms of plain soap are acceptable when
washing hands with a non-anti-microbial soap and water. When bar soap is
used, soap racks that facilitate drainage and small bars of soap should be
used. Liquid soap will be used in our facility.

4. Multi-use cloth towels of the hanging or roll type are not recommended for
use in health-care setting.

Other Aspects of Hand Hygiene

1. Keep natural nail tips less than ¥ inch long

2. Artificial fingernails or extenders are not recommended when having
direct contact with patients at high risk.

3. Wear gloves when contact with blood or other potentially infectious
materials, mucous membranes, and non-intact skin could occur

4. Remove gloves after caring for a patient. Do not wear the same pair of
gloves for the care of more than one patient, and do not wash gloves
between uses with different patients.

5. Change gloves during patient care if moving from a contaminated body
site to a clean body site

6. Always follow Standard Precautions.

Reference: Center for Disease Control
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POLICY AND PROCEDURE

SUBJECT: Guideline for Hand Hygiene

Community Chief Nursing Officer Date

Infection Control Nurse Date
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rex?sgside)

\x)

-
Obtain reason &

document. Note “Rails

up per resident choice”

on care plan. (Rails nota
restraint.)

=
l‘yJ

- ¥/
Summa
Yes

—

\.

{ Final

Assess choice — why isn’t it
a risk? {Document on

J

Siderail up, note «Restrictive Siderail” on care plan.
Document reason making process. Obtain MD order
& corresponding dx. (Siderail is a restraint)

' . A
r Final SummaryJ

$RDecision .

_’_f__—-————-
r Final Summary J

m P92

11[20/10 :

-
Resident Name: _ _ﬁét‘m

Date:

__— Nusse ssng ¥

7 |
r Final Summary J

Y
Wants siderails down or (' Assess: N
can not determine. Weight bearing
™ Transfers, Documen
I v Standing balance, . | om revers
Yes o ] ] - Wants Siderails up. | Sitting balance, side
. - Assessing Risk. : Gait
Observe resident getting Di P
. . . jagnosis,
in/out of bed and intofout of Bed tmobili
wic if that is the mode of \_ - -
mobility. ‘
\.
Unable to get in/out Able to get infout of .
of bed safely. ‘bed safely.
H have desire t ] Nosd il necded Unable o &
as or may have desire 1o o sideraill nec (=14 infout ofbeq at
get out of bed. » No ‘ ‘ v all.
—V — : Consider benefits, burdens &
< Safety Plan Neede Q risks with residents, family and
—~—
. . " - ) :
Consult with resident, family & ¥ g - I - : . ;

IDT. Consider benefits, burdens cs Agree with no siderails. e ﬁi -
& risks. Develop a safety plan. " " %; &
—— I. _ Note “Siderail not Resident/family conference to %;m ~

Siderail alternative creates needed” on care plan. develop plan based upon resident A
mote burden/risk than siderail needs. P N
use? , 4 - B 4~
No ‘ Final SummaryJ 'f%m
Lv——’ . v R
Note the safety plan on Siderail up, note “Non-Restrictive Siderail” on pare # -
the care plan. plan. (Siderail is nota restraint) -
Evaluation ongoing.
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- Siderail Decision Tree

Ask anfor obscrve resident’

s behavior related to the desire for siderail use. (Resid

ent degires supersede family desires.}

)

Wants sideraé

(1)

Is therc\a-ri‘é( to the

Resident if siderails
arg up?l.

o

Y

Wants siderails down

—
or
can not determine,
\

A

L —
Yes — ——p

Observe resident getting

: : infout of bed and into/out of

wic if that is the mode of

.

Asscssing Risk.

- Wants Siderails up.

Assess:
Weight bearing,
Transfers,

Sitting balance,
p  Gait,

mobility.

—
Assess choice — why isn’t it
arisk? {Document on

reu}e/csg\side)

v/

N
Obtain reason &
document. Note “Rails
up per resident choice”
on care plan. (Rails nota

re?rair\u\t.)
\v./

F Final Summary ]

Yes

/'_

\

Unable to get infout
_ of bed safely.
' - A

Has or may have desire to
get out of bed.

A A ' :
6&:@( Plan NeedeQ’
AS

Consult with resident, family &
IDT, Consider benefits, burdens
& risks. Develop a safety plan,

N

Sjiderail alternative creates
more burden/risk than siderail

L ————p No

Diagnosis,
Bed mobility.
\_ ty

Standing balance, .

Documen
on reverse
side

Able to get infout of
‘bed safely.
—v—

—— ] Nosiderail needed.
crall ne

Consider benefits, burdens &
risks with residents, family and

IDT.

—

Unable to get

infout of beg at

all.

Yes

4—< Agree with no siderails.

No

‘
. Note “Siderail not
needed” on care plan.

use?

I_TN_O_

v
rFinaI Summaru

Siderail up, note “Restrictive Siderail” on care plan.

Document reason making
& corresponding dx.

process, Obtain MD order
(Siderail is a restraint)

Note the safety plan on
the care plan.
Evaluation ongoing.

——

l ) Final SummaryJ

SR Decision

—5—
rFinal Summary I

+
Resident Name:_ ﬁ agin

Date: _\_L_\:_‘zQXL-)

[32-2.
. v

h

'Resident/family conference to
develop plan based upon resident

needs.

!

Siderail up, note “Non-Restrictive Siderail” onpare

plan. (Siderail isnota restraint)

i 4 :
rFina] Summary J

Nurse sign:_}&)ﬁf MOWMLMﬁ/

2
S
3
K
V

S g el
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Problem Number

' Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care

f?‘?g/&\c/?fmfﬁf' # /0
7?3.5 w(‘g,q-,l ﬁ{z_
Reom ¥ 132-2-

6)

7)

8)

THE RAILS UP TO SERVE AS A
REMINDER OF THE PAREMITER
OF THE BED _
ENCOURAGE RESIDENT TO BE
UP OOB IN CHAIR AS MUCH AS
POSSIBLE AND TO BE ACTIVE
IN ACTIVITIES

SIDE RAIL ASSESSMENT ON
ADMISSION AND QUARTERLY |
CLINICAL MONITORING

DISCIPLINE GOAL DATE
DATE PATIENT PROBLEM GOAL INTERVENTIONS INTERVENING | INITIALS | ace™ | pesoLVED
/ _ / O NON-RESTRICTIVE SIDE  |No decrease in |1) ENCOURAGE RESIDENT TO NsG s | 2 /
2/ RAILS / A Cheetl’? |ROM or injury EXERCISE UPPER AND LOWER ‘!
Pt cohen on Sect.  |x 90 Days EXTERMITIES/JOINTS ON THEIR
Laso /l% cuaid ¢ OWN OR WITH RNA OR
o, Y/ @ THERAPY, WHICH EVER
. APPLIES
VLTI R 2) ENCOURAGE RESIDENT TO USE
Z» ctondd protecd CALL LIGHT FOR ASSISTANCE
d poer ¢ ~f Lo ] AS NEEDED TO HELP RAISE
Liribs & draend AND LOWER SIDE RAILS IF
NEEDS ASSISTANCE IF ABLE
3) PT/OT TO MEASURE ROM ON
ADMISSION AND PRN
4) RESIDENT UNABLE TO
AMBULATE D/T MEDICAL
CONDITION
5) RESIDENT FEELS SAFE WITH

ARH Form E-X-36 (Rev. 5/08)

TREQUENTTY FOR ANY
PROBLEMS OR INJURIES AND
DOCUMENT

PAGENO. 10f2 =~ ©F

(L




‘Qjderail Decision Tree

Ask an/or observe resident’

s behavior related to the desire for siderail use.

(Restdent desires supersede family desires.) l

Y

o

Wants si}a&s up

can not determin

Wants siderails down orj

N

/,) o

‘

Resident if siderails
are up?

: “Jr

[s e asisk to the " Yes —

mobility,

Assessing Risk.
Observe resident getting
infout of bed and into/out of
w/c if that is the mode of '

Wants Siderails up.

”™

—
Assess cho:ce ~why isn't it Unable to get infout
a nsk? Document on of bed safely.

1de)

—

Has or may have desire to
f—— No

on care plan. (Rails nota
restraint. )
/

get out of bed
Obt in séason &
document. Note “Rails i A
up per resident choice” < Safety Plan Ncede
\_ Consult with re51dent family &

{ IDT. Consider benefits, burdens
h 4 & risks. Develop a safety plan.

SR

Assess;
Weight bearing,

Transfers, Documen
Standing balance, - on revers¢
Sitting balance, side

Gait,
Diagnosis,

Bed mobility.
N

Able to get infout of
bed safely

No siderail necded

Ny

Unable to get
in/ont of beq at
all.

Consider benefits, burdens &
risks with residents, family and

IDT.

Yes

Y

R
<—<Agree with no siderails. >—V No

l Fin S J
Siderail alternative creates
more burden/risk than s iderail
use?

Note

" needed” on care plan.

“Siderail not ‘Resident/family conference to

develop plan based upon resident

needs.

——§—
rFinal Summ_ary_]

I

AU L vampgay
Kar tuipisay

Siderail up, note “Restrictive Siderail” on care plan.
Document reason making process. Obtain MD order
& corresponding dx. (Siderail is a restraint)

Note the safety plan on

the care plan.

Evaluation ongoing.

Siderail up, note

«Non-Restrictive Siderail” on
plan. (Siderail isnot a restraint)

are

—y
‘ ) Final Summary‘J

Resident Name:__

L

Room *I34-2 27_

o A
r Final Summary l

a4 '
FFinnl SummaryJ

$RDecision : Date: }[/30 V/O

Nl.;mle sign: WWAM
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Problem Number

Appalachlan Regional Healthcare, Inc.
Interdisciplinary Plan of Care

Resem

7265 rcl.c"fl"" # Ay
#134-2.

DATE

PATIENT PROBLEM

GOAL

INTERVENTIONS

DISCIPLINE
INTERVENING

INITIALS

GOAL
DATE

DATE
RESCLVED

/ //39/;0

SIDE RAILS UP PER
RESIDENTS CHOICE

Szfngwu

#ubb

ﬁm Ll bl
ﬁvmwduJ

No decrease in
ROM or mjury
X’ 90 Days

2)

3)

4)

5)

ENCOURAGE RESIDENT TO
EXERCISE UPPER AND LOWER
EXTERMITIES/JOINTS ON THEIR
OWN OR WITH RNA OR
THERAPY, WHICH EVER
APPLIES
ENCOURAGE RESIDENT TO USE
CALL LIGHT FOR ASSISTANCE
AS NEEDED TO HELP RAISE
AND LOWER SIDE RAILS IF
NEEDS ASSISTANCE
PT/OT TO MEASURE ROM ON
ADMISSION AND PRN
RESIDENT USES SIDE RAILS TO
TURN SIDE TO SIDE IN BED AND
RAISE AND LOWER HEAD OF
BED AND TO HELP TRANSFER
AS NEEDED
RESIDENT FEELS SAFE WITH
THE RAILS UP TO SERVE AS A

* REMINDER OF THE PAREMITER
© OF THE BED

6)

ENCOURAGE RESIDENT TO BE

' UP OOB:AS MUCH AS POSSIBLE
. AND TO:BE ACTIVEIN '
: ACTIVITIES '

7)

SIDE RAIL ASSESSMENT ON

" ADMISSION AND QUARTERLY '

NS &

SLU

E-y

ARH Form EX-36 [Rev. 5/08)

8)

NSG

CLINTCAL MONITORING
FREQUENTLY FOR ANY
PROBLEMS OR INJUR_IES

PAGE NO. | oF 2
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Slderall Decision Tree ‘

-

Ask sitfor observe resident’s pehavior relnted to}ﬁ‘@i!'c for siderni

lusc. (Resident desires supcrscdc family dcmrcs )

l

rWants siderails up

v

Is there a risk to the
Resident if siderails
are up?

Jv

—
Assess choice - why isn’t it
a risk? (Document on

reverse side)

-

‘

Obtain leason &

document. Note “Rails
up per resident choice”
on care plan. (Railsnota

restraint.)

‘ Y
rFinal Summary J

Yes

L
Yes ————p

h 4

Wants siderails down or

can n?,dr.tg mine,

Unable to get infout
of bed safely.

[v)

Asscssmg, Risk.

Observe resident getting
infout of bed and into/out of
wlc if that is the mode of '
mobility.

(a

Has or may have desire to
get out of bed.

———f——Fr No sid

————p No

T

< Safety Plan Needed =

Consider be b\t'r€{ts burdens &
risks with residents, family and

/LBT

5Sess:

Weiglt bearing,
Transfers, Documen
Standing balance, . O revers

w Wants Siderails up. | Sitting balance, side

—p  Gait,
Diagnosis,
Bed mobility.
Able to get infout of
‘bed safely.
¥ nable to get
ecded. infout of beqd at
1 all.

Consult with resident, family

& v L —, .
IDT. Consider benefits, burdens | cs Agree with no siderails.

& risks. Develop a safety plan, "

.
| A

—

Note “Siderail not

Siderail alternative creates
more burden/risk than siderail
use?

" needed” on care plan.

\

=5

‘Resident/family conference to
develop plan based upon resident

.

fesss

s A
r Final SummaryJ

|_v1\_10____

Siderail up, note “Restrictive Siderail” on care plan.

Document reason making p
& correspondmg dx. (Siderail is a restraint)

rocess. Obtain MD order

Note the safety plan on

Evaluation ongoing.

the care plan.

‘ ~ Final SummaryJ

SRDecision

—
r Final SummaryJ

Resident Name:_

K pem % j35-1

G

Date: ____\_,___“_30 ‘[U

L

Siderail up, note «Non-Restrictive Siderail” on pare

plan. (Sidemt g restraint)

_ Nurse sign:_M)&lﬁJ\DJ Y en /{//.(JL—/

Ly )
{  Final SummaryJ

Y

LR
R
>
RN
Ty at
€ 2
Ny
. iy
w
T
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Appalachlan Reglonal Healthcare; Inc. * I RC‘"“ lent ﬂl {3
Interdlsclplmury Plan- of Care - LA o Rewen ¥ 351

Problem Number

GOAL ~ DATE

DISCIPLINE - '
DATE | RESOLVED

INTERVENING

27| DATE.::)i. - PATIENT PROBLEM ©20 INTERVENTIONS | " 1 - INITIALS |

L. NON-RESTRICTIVE SIIDE No decrease fn | (1) ENCOURAGE RESIDENTTO | NSG mot | 2leg
I=4-0% | RALS. ROMorinjufy .  EXERCISE UPPER AND LOWER
, X’ 90 Days | | EXTERMITIES!JO]NTS ON THEI} '

Clises no’r a—riempr Sel p  THERAPY, WHICH EVER
b oun S—@r\s ~ APPLIES
'(2) ENCOURAGE RESIDENT TO USH
: CALL LIGHT FOR ASSISTANCE
AS NEEDED TO HELP RAISE.
ANDLOWER SIDE RAILS IF
NEEDS ASSISTANCE IF ABLE
(3) PT/OT TO MEASURE ROM ON
© ADMISSION AND PRN
{(4) RESIDENT UNABLE TO
! AMBULATE D/T MEDICAL .
© CONDITION
(5) RESIDENT FEELS SAFE WITH
" THE RAILS UP TO SERVE AS A
REMINDER OF THE PAREMH‘EE
! OFTHEBED |
. (6) ENCOURAGE RESIDENT TO BE
" UPOOB IN.CHAIR AS MUCH AS
. POSSIBLE AND TO BE ACTIVE
. INACTIVITIES - ;
~(7) SIDERAIL ASSESSMENT ON

.. ADMISSION AND QUARTERLY
P : S ' (8) CLINICAL MONITORING |
i S R b 1 FREQUENTLY FOR ANY -

PROBLEMS OR INJURIES AND
o -DOCUMENT ,

ARH FORM E-X36 Rev. 6/06)° " o IR ERE S . PAGE1OF?2
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-Siderail Decision Tree

Ask an/or observe resident’s behavior related to—t‘mlgsh"c for siderall use.

{Resident desires supersede family desires.)

5

-

rWants siderails up

Y

15 there a risk to the
Resident if siderails
are up?.

: Jr

b — .
Yes

/
(3
Wants siderails down or

can not determine,
\ fk\
(¥
S
Assessing Risk.
Observe resident getting

infout of bed and into/out of
wic if that is the mode of

—

Wants Siderails up.

Assess:

Weight bearing,
Transfers,
Standing balance, .
Sitting balance,
Gait,

Diagnosis,

Bed mobility.

Documen
on revers
side

\

. Y
rFinal Summary J

Yes

DT. Consider benefits, burdens

& risks Develop a safety plan. .

Note “Siderail not

[Consult with res:dent family &

Siderail alternative creates
more burden/risk than siderail

‘Resident/family conference to
develop plan based upon resident

use?

" needed” on care plan.
—y—
I No rFin'al Summary_}

Siderail up, note
Document reasot maki

“Restrictive Siderail” on care plan.

Note the safety plan on
the care plan.

ng process. Obtain MD order
Evaluation ongoing.

x. (Siderailisa restraint)

& corresponding d
‘ B A . A
{_ff"inal Summary J r Final Summgry‘J
Resident Name: ROOW\ + 13 L - ' Nurse sign:,
SRpecision Date: ya //3d//0

[ ;

mobility.
o
Assess choice — why isn’t it Unable to get in/out Able to get infout of \\ -
a risk? (Document on of bed Safely ‘bed safely.
reverse side)
- q able to det
v Has or may have desire to NO No sﬂa@edcd ) in/out of bed at
get out of bed. » all
Obtain reason & '
document. Note “Rails ¥ _ - . Congider benefits, burdens &
up per vesident choice” Gafety Plan Need D risks with remdents family and
on care plan. (Rails nota
restraint.) ‘
Yes 4—< gree wnth no snderalls iNg
¥

FrIptsay

Siderail up, note

“Non-Restrictive Siderail” on

plan, (Siderail is nota restraint)
2N

care

&2

)
rFinaI Summary J

ARl

Al
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Problem Number

. Appalachian Regional Healtheare, Tnc. . .71 550
Interdisciplinary Plan of Care .. -

ek mes # 13

' Hecident 71y

Roam T 43¢ -]

" PATIENTPROBLEM = | -

~DISCIPLINE

INTERVENING

|INITIALS | pave

T GOAL

DATE |
RESOLVED

/ Z/’l/ /0‘7 : NON-RESTRICTIVTE SIDE ?
' Ma’l@ Consresd can
M, 0Lty L

oM

%vw .

No decrease i
ROM or injury
X’ 90 Days

1)

-

ENCOURAGE RESIDENT TO

1 EXERCISE UPPER AND LOWER
EXTERMITIES/JOINTS ON TI-IEIR
. OWN OR WITH RNA OR

THERAPY, WHICH EVER

. APPLIES

2)

ENCOURAGE RESIDENT TO USE-

: CALL LIGHT FOR ASSISTANCE '
"~ AS NEEDED TO HELP RAISE -

3)

4)

AND LOWER SIDE RAILS IF
NEEDS ASSISTANCE IF ABLE
PT/OT TO MEASURE ROM ON
ADMISSION AND PRN
RESIDENT UNABLE TO

| AMBULATE D/T MEDICAL
. CONDITION

5)

RESIDENT FEELS SAFE WITH

. THE'RAILS UP TO SERVE AS A |
. REMINDER OF THE PAREMITER
- OF THE BED :

6)

ENCOURAGE RESIDENT TO BE

! UP OOBIN CHAIR AS MUCH AS
. POSSIBLE AND TO:BE ACTIVE
CIN ACTIVITIES ‘

7)

SIDE RAIL ASSESSMENT ON .

" ADMISSION AND QUARTERLY |
81

CLINICAL, M()NITORING

N

SG

.560 3/26/0

ARH Form EX-36 [Rev. 5/08)

"FREQUENTLY FOR ANY

' DOCUMENT

PROBLEMS OR INJURIES AND

PAGE NO. 1: oI'ZZ'-
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Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care

L

i henr! H /3

D Resident Ty
© Reem # 13071

\'Z,_];@

DATE PATIENT PROBLEM GOAL INTERVENTIONS R N |INIALS el o
Bev B0 [Comd- NovReatnictng ek comA— N3G | 20| telo
Stae Reudls
(B3I Coom A CtoA— | |
o , _ NSe P Rl
(eotic | eet oA CoVY AOS6e | sw s
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‘Sjderail Decision Tree

-

Ask an/or obs

erve resident’s behavior related to th.cms\irc for siderail use.
b !

(Resident desires supersede family desires.)

|

r Wants siderails up

Y

Is there a risk to the
Resident if siderails
are up?

. r
3

>
Yes —— ——f

(L

(-7 *
Wants side

w/c il that is the mode of

’ can 6 raji]esl ‘3:‘::] o A__Sﬂ?is_,i

<l ILNe., < .
L ] N Weight bearing,

Transfers,
\ Y ) Standing balance, -
Assessing Risk. “W&dwm" g:,tiltng balance,
Observe resident getting 7
infout of bed and into/out of @;’ 5@

Documen
on reverss
side

mobility.

/|

Assess choice — why isn’t it
a tisk? (Document on
reverse side)

Unable to get infout
of bed safely

Y
Final Summary J

Yes

\
w‘ Has or may have desire to
el i . get out of bed. » No
Obtain reason &
document. Note “Rails A 4

up per resident choice” 6&@ Plan NeedeQ

on care plan. (Rails nota
L restraint.)

—‘——l—{ No sidelf:, ilneeded.

Able to get infout 0
‘bed safely.

\ 2R

nable to get

infout of beq at

all,

Consider benefits, burdens &
risks with residents, family and

IDT. ~

o

v~ -

Consult with resident, family & Y : - i
IDT. Consider benefits, burdens es Agree with no siderails. | Mo
& risks. Deveiop a safety plan. . V'l

Siderail up, note «Restrictive Siderail” on care plan.

Document reason making
& corresponding dx.

Note the safety plan on
the care plan.

process, Obtain MD order
Evaluation ongoing.

(Siderail is a restraint)

{ ——
r Final Summary‘]

$RDecision

—
rFinai Summaru

Resident Name R GG m

Date: i l 20 ‘ 9]

#y6-1

p
o
%-ﬁ,
3
S
\ﬂ:
=
A

Yy
. Note “Siderail not ‘Resident/family conference to
Siderail alternative creates needed’” on care plan. develop plan base d upon resident
more burden/risk than siderail
use? Il A ' P
| No ﬁin‘al SummaryJ l) .

Siderail up, note “Non-Restrictive Siderail” onpare

plan. (Sideraﬂot a restraint)

A

Ly)
[ Final SummaryJ

_ Nussesign }; M opdes snam >
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Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care

R ey vdent F ¢

bdmenrt o 7Y

Roam F Y-
Problem Number
‘ DISCIPLINE GOAL DATE
DATE PATIENT PROBLEM GOAL INTERVENTIONS INTERVENING INITIALS DATE RESOLVED
‘ L SHA D 02/ oy
y /, / / o NON-RESTRICTIVE SIDE No decrease in {1} ENCOURAGE RESIDENT TO NSG
2Le RAILS ROM or injury | EXERCISE UPPER AND LOWER

X’ 90 Days

2)

3)

4)

5)

6}

7)

8)

EXTERMITIES/JOINTS ON THEIR
OWN OR WITH RNA OR
THERAPY, WHICH EVER
APPLIES

ENCOURAGE RESIDENT TO USE
CALL LIGHT FOR ASSISTANCE
AS NEEDED TO HELP RAISE
AND LOWER SIDE RAILS IF
NEEDS ASSISTANCE IF ABLE
PT/OT TO MEASURE ROM ON
ADMISSION AND PRN
RESIDENT UNABLE TO
AMBULATE B/T MEDICAL
CONDITION

RESIDENT FEELS SAFE WITH
THE RAILS UP TO SERVE AS A
REMINDER OF THE PAREMITER
OF THE BED

ENCOURAGE RESIDENT TO BE
UP QOB IN CHAIR AS MUCH AS
POSSIBLE AND TO BE ACTIVE
IN ACTIVITIES

SIDE RAJIL ASSESSMENT ON
ADMISSION AND QUARTERLY
CLINICAL MONITORING
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‘Sjderail Decision Tree

P\ Ask an/or obscerve resident's behavior related to the desive for siderail use.

)

(Resident desires supersede family desires.)

/

r Wants side

(1)

Is thexm to the

Resident if siderails
are up?.

Assess choice — why isn'tit
a risk? (Document on
reyErse side)

v)

.

N
Obtain reason &
document, Note “Ratls
up per resident choice”
on care plan. (Railsnota
regtraint.)

v/

rFinal Summary J

Yes

w/c if that is the mode of
mobility.

Unable to get infout
of bed safely.

Has or may have desire to
get out of bed.

—y—
Safety Plan Needed

-—-——->No

\/.

Able to get in/out of
bed safely :

wants siderails down or Assess:
can not determine. Weight bearing,
~ Transfers, Documen
Y Standing balance, | on reversy
. . Wants Siderails up. itti i
Assessing Risk. ' ! Pl él;tiltng balance, side
Observe resident getting : Dia ’no sis
infout of bed and into/out of Be dgmobi!:i ty

\

Unable to g
in/out of bed at
all.

No smlerall necded

Consider benetxts, burdens &
risks with resndents family and

Consult with lemdcnt family &

IDT. Consider benefits, burdens

& risks. Develop a safety plan.

Yes

Y

4—{ gree with no s:deralls No

Y

Siderail alternatwe creates
more burden/risk than siderail
use?

g

: Note “Siderail not
needed” on care plan.

‘Resident/family conference to
develop plan based upon resident
needs

No

Tﬁ
[fFinal SummaryJ

Siderail up, note “Restrictive Siderail” on care plan.
Document reason making process. Obtain MD order
(Siderail is a restraint)

& corresponding dx.

Note the safety plan on

Evaluation ongoing.

the care plan.

{ —v—
rFinal Summary J

4R Decision

f

r Final Summary J

’RO(?

Resident Name:

#rde -2

/’]30/10

Date:

A

Siderail up, note “Non-Restrictive Siderail” onfare
plan. (Siderail is not a restraint)

7 |
r Final SummaryJ

Nurse sign: WM[WM ./Z/L'

‘ g-i TF ?L/v;we{p?%?;/

- x)
2
g
=

-3
<



R opivtond. 126 IL 7% 4 awﬁéw sttt M&ZM
émmw/fma/w cont o ttgeses SRT KA,

Desrdent Fl
- ﬁ’acl?m@“f 7/ # /5

Ryom 2 I"{b 2-



flchrest 7

Appalachlan ‘Regional Héealthcare, Tae; ™ 775 L A ._ " .
interdwclphnury PlanofCare-- - -~ = =~ - FR(«»‘; jdent 2
! . _# il
Rem # 1472
Problem Number _
—T T T T T T —oreaptE 1T Goar | bat |
pATE PATIEI?IT.,PROBLEM | . GOAL - INTERVENTIONS | - \rervening  |'NITALS| pate | Resolvep
Lp\q)\() NON-RESTRICTIVE SIDE Nodecrease in {1). ENCOURAGE RESIDENTTO  § NSG S Of\\ 0O
RA]LS . IROMorinjury | | EXERCISE UPPER AND LOWER ° o
caiclent L |X 90 Days | EXTERMITIES/JOINTS ON THEIR
x : S )  OWN OR WITH RNA OR ;
pen M‘b”-wj THERAPY, WHICH EVER
APPLIES '

2) ENCOURAGE RESIDENT TO USE
CALL LIGHT FOR ASSISTANCE .
AS NEEDED TO HELP RAISE
AND LOWER SIDE RAILS IF
NEEDS ASSISTANCE IF ABLE
3) PT/OT TO MEASURE ROM ON
ADMISSION AND PRN
4) RESIDENT UNABLE TO
AMBULATE D/T MEDICAL
~ CONDITION
5) RESIDENT FEELS SAFE WITH
THE RAILS UP TQ SERVE AS A
" REMINDER OF THE PAREMITER
. OF THE BED- :
6). ENCOURAGE RESIDENT TO BE
UP OOB IN CHAIR AS MUCH AS:
' POSSIBLE AND TO BE ACTIVE, -
. IN-ACTIVITIES : :
7) SIDE RAIL ASSESSMENT ON -
. ADMISSION AND QUARTERLY | N F
I8y CLINICAL MONITORING A IR
8 errclais i i SRR IR SEEERER A S N
PROBLEMS OR INJURIES AND
DOCUMENT
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- Siderail Decision Tree

sident destres supersede family desires.) l

Yes

r Ask an/or obscrve resident’s behavior related to—gjxé;ibs\irc for sidernil use. (Re
— <L/
Wants siderails up Wants siderails down or Assess: W
l L can ?@Wmme. Weight bearing,
k‘ ) Transfers, Documen
. A Standing balance, . on revers
Is there a risk to the — Sm— I o ’
Resident if siderails . Yes : Assessing Risk. \ Wa:tf Siderails up ?;tt‘ltng balance, ) side
are up? Observe resident getting _ e D?’; ’no i
‘ infout of bed and into/out of Be dgm Sbsf
¢ wic if that is the mode of - N obility. / O
110 mobility. : ﬁ
9 _
n
— 2
Assess choice — why isn’t it Unable to get infout Able to get infout 0 tey
arisk? (Document on of bed safely. _bed safely. =
reverse side) -
- # able to det +
Has or may have desire to ——————"Pr No siderail needed. t of bed at
] ‘ get out of bed. ——— No ‘ %ﬁ; ot :ll °t° &
Obtain reason & ) — ' L e
document. Note “Rails v - , 'Cons@er ber'lehts, burdens & &
up per resident ch oice” <§afety Plan Neede Q risks with residents, family and
on care plan. (Rails nota o A IDT.
restraint.) \ \ . . Y
\_ Consult with resident, family & v ' e
IDT. Consider benefits, burdens | cs Agree with i Siderails.
h 4 & risks. Develop a safety plan. ‘
[ Final Summar —v - ' : -
’ J Siderail al . . Note “Siderail not Resident/family conference to - i&
A molr :gixr di é?:izitgx: :f:zteersa " \ needed” on care plan. develop plan basiid upon resident S~
use? Y P’e‘ g %
| Neo l ['Fin'al SummaryJ / l ) ?K
. \ ~

Siderail up, note «Restrictive Siderail” on care plan.
Document reason making process. Obtain MD order

& corresponding dx. (Siderail is a restraint)

Note the safety plan on
the care plan,

Siderail up, nothRestrictive Siderail” on

plan. (Siderzil is nq{ a restraint)
i

fbare

nif

Evaluation ongoing.

i i
! ) Fina} Summary |

Resident Name:__

T
r Final SummgryJ .

(v / -
(" Final Summary B

?Qf" t"i’\ ﬁ _I}i._?_ij_ﬁ,‘___%__ Nurse sign:,gﬁij{ﬂ Xf 4 NAL LYY 01 ﬁM/L'

ecisio o l . J
SRDecision PR Date: \\]%D\‘O
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