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! A standard health survey was conducted on -
08/02-04/11. Deficient practice was identified -
with the highest scope and severity at "E" level.

F 221 483.13(a) RIGHT TO BE FREE FROM . F221 P(ﬂ | _

© 5=k | PHYSICAL RESTRAINTS o , a‘Q‘-S}L AHMN a4
The resident hés the right to be free from any . 7 : '
physical restraints imposed for purposes of

discipline or convenience, and not required to
treat the resident's medical symptoms.

This REQUIREMENT is not met as evidenced
by: ) : ’

Based on observation, interview, and record
review, the facility falled to ensure three of
twenty-four sampled residents were assessed o |
have medical symptoms that required the use of
devices that restricted movement {Residents #3,
#9, and #10). Residents #8 and #9 were
observed fo ufilize a "ap buddy"” {device used fo
prevent rising) while out of bed in a wheelchair, |
and Resident #10 was chserved fo beina
reclined Geri chair (chair that prevents rising).

The findings include;

A review of the facility restraint policy (undated)
revealad the facility would only use physical
restraints {devices that restrict movement) {o treat
medical symptoms that were unable to be treated
by the use of other measures. According fo
facility policy, physical restraints were fo be
evaluated fo determine the medical symptorns
that warranted the use of the restraint and/or the
use of the least restrictive device available fo
freal the medical symptoen if it was not treatable

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X&) DATE

— Pl - A G/ bn
Any deficieficy statement ending with an asterisk () denotes a deficiancy which the institution may be excused from correcling providing it is deteaﬁined that

other safsquands provide sufficient protection fo the padients. (See instructions.) Except for nursing homaés, the findings staled above are disclosable 50 days

 following the dafe of survey whether or not a plan of correction is provided. For nursing hames, the above findings and plans of corraction are disclosable 14
days following the date these documants are made available to the facility.. If deficiencies-are cited, an approved plan of corrastion is requisite to confinued
progsam participation. ' '
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by other measures. Based on policy, an
interdisciplinary restraint reducticn/eiiminatton
team would meet quarterly andfor as needed fo
review restraint usage, promote safety, and
decrease use of restraints in the facility. In
addition, a pre-restraining assessment was o be
- compieted prior fo the use of a rastraint.

1. A review of the medical recard of Resident #9
revealed the resident was admitted to the faciity
on 05/20/11, with diagnoses that included -
Weakness, Dementia, and Osteoarthritis.
Resident #3's Minimum Data Set (MD8) dated -
05/26/11, revealed the resident had impaired
cognition and would attempt lo get up unéssisled.
The MDS also revealed the resident required
extensive assistance with transfers and mobility.

Further record review revealed on 05/28/11,
Resident #8 aftempted fo get out of bed by
hisfher seif and shid out of the wheelchair. The
recerd revealed a physician's order was obtained
on 05/31/11, for a “lap buddy" o be used when
Resident #2 was up in a wheelchair. However,
there was np evidence the facility had assessed
the resident to have a medical symptom to
support the use of the lap buddy.

! Observation on 08/02/11, at 4:30 PM., revealed

‘ Resident #9 silting in a wheelchair with a “fap
 buddy” in place and the resident's family member
| was present, Resident #9's family member
stated although hefshe had observed Resident #9
remove the lap buddy in the past, the resident -
was unable to remove the device when prompted.

Interview on 08/04/11, at 10:10 AM, witﬁ Certified
Nursing Assistant (CNA} #1 revealed she couid
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-+ buddy” when up in a wheelchair to prevent the

-| the ¥lap buddy" had been utilized for Resident #5

| approximately ten weeks, According to the

.get up from the chairwithout required assistance.

‘and Mistory of Cerebral Vascular Accident A

not recall how kong the "lap buddy" had been
utilized for Resident #9. The CNA stated -
Resident #9 required the use of the lap buddy :

{ when in a wheelchair because the resident woulid | .

lean forward or to the side and would attempt to

interview on 08/04/11, at 1:25 PM, with LPN #5
revealed Resident #9 required the use ofthe "lap

resident from "leaning forward and falling out of
the wheelchair.™ Furiher interview revealed the
resident removed the "lap buddy" at times but -
was unable fo remove the device if requested.

Interview on 08/04/11, at 5:50 PM, with the
QOccupational Therapist {OT) revealed the use of |

since "Memorial Day" weekend, a timeframe of

therapist, the resident had not been assessed by
the therapist for the use of the deviee prior o its
use, ' ' '

2. Areview of the medical record of Resident
#10 on 07/18/11, revealed diagnoses that
inciuded Alzheimer's disease, Dementia, Arthrifis,

physician's order dated 01/03/07, revealed a
reciining "Ger" chair (to prevent rising) was to be
used for Resident #10 when hefshe was out of
the bed because the resident "sfides and scoots
down in the chair.” Further-review of the medical
record reveaied no evidznce that an assessment
had been completed prior io the use of the
reclined Geri chair. '

Observation on 08/04/11, at 2:00 PM, 3:30 PM,
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5 and 5:30 PM, revealed Resndent#‘lO wasina
rechned Geri chair.

use of the "Geri” chair for Resident #10.

time of the use of the device.

on 03/19/09, with diagnoses of Cerebrai Palisy,
dated 03/27/09, revealed an order for staff 1o
positioning while up." Further review of the

tw the use of the "lap buddy" had not been
documented.

in @ wheeichair with a "lap buddy” in piace.

An interview conducted with Licensed Practical
Nurse (LPN) #5 on Q8/04/11, at 2:30 PM,

a restraint reduction assessment. LPN #5 was
not aware that there was not an initial
assessment for restraint use for Resident #8.

An interview with an Occupational Therapist (OT)
on 08/04/11, at 5:50 PM, revealed the therapist
had not conducted an assessment related to the

An interview with the Minimurn Data Set (MDS)
Coordinator conducted on 08/04/11, at 5:55 PM,
reveaied there was no documentation related to
the use of the "Geri" chair for Resndent#w at the

3 A review of fh_e medical record for Resident #8 |-
.| revealed the resident was admitied to the facility
Seizure Disorder, and Ataxia. A physician's order
"apply lap buddy to wheeichair to aid with correct

medical record revezled an assessment related .

Observations of Resident #8 on 08/02/11, at 3:50
PM and 4:45 PM, on 08/03/11, at 11:10 AM, and
0B/04411, at 9:00 AM, revealed Resident #8 was

revealed Nursing or Therapy usually conducted
the initial assessment prior to the initiation of &
restraint, and the LPN was respensible to conduct

F 224
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- F 221 £Conﬁnued From pagé 4 :
{LPN #5 further stated that although Resident #8

| An interview with the Occupatinna[ Therapist (OT)

‘related to the use of the "lap buddy” device for

scored as a "Prority Candidate” for restraint
reduction, due {o the resident's seizure activity,
the resident was not a candidaie for restraint
reduction.

conducted on 08/04/11, at 5:50 PM, revealed
Therapy had not conducted an assessment

Resident #8. _ :
483.13(c) DEVELOP/MPLMENT
ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based on interview, a review of facility policy,
and a review of empioyee files it was determined
the facility faiied 1o implement the facility's policy
that had been developed to prohibit the
mistreatment, naglect, and abuse of residents,
The facility falted o ensure an Abuse Registry
background check had been completed for one of
five ermployees (CNA #6) prior to employment.

The findings include:
A review of the facility's policy titled "Resident

Abuse Policy” {no dale) reveaied the facility was
to perform, prior to an individua's employment:

1A cn'mf;nai background check with the local

F221|
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-prosecutions related to abuse, neglect, or

| revealed CNA #6 was hired on 0471311,
- Documnentation in the employee's personnel file

‘Manager on 08/04/11, at 3:45 PM, revealed CNA

Continued From page 5

Police Department and State Police Department,
2) Check information if available from previous
and current employers.

3) Check the Abuse Registry in each state in
which employees have worked in an effort to
uncover information about any past ciminal

migtreatment.

Record review of employee files on 08/04/11,

revealed no evidence the facility had completed a
Nurse Aide/Abuse Registry background check of
the employee prior to employment,

Interview with the Human Resources {HR)

#6 had been hired in 2010, terminated on
03/23/11, and rehired on 04/13/11. The HR
Manager stated it was her responsibiiity to obtain
the Nurse Aide Abuse Registry information on
new employees but staied she had faiied fo
obtain the Abuse Registry information prior to
rehiring CNA#6. "

483 15(f)(1y ACTIVITIES MEET
INTERESTS/NEEDS OF EACHRES

The facility mitst provide for an ongoing program
of activities designed to meet, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psyshosdcial weill-being
of each resident.

This REQUIREMENT is not met as evidenced
by:
Based on interviews and a review of poltcses and

F 228
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activity schedules, the facility failed to-ensure an
.| ongoing program of activities o accommodate
the individual resident interest and enhance the
individual physical, mental, and psychosociat
needs of the residents. . During the group
interview conducted with residents (Residents
#18, #19, #14, #20, #21, #22, and #23) on
08/03/11, at 3:30 PM, the residents stated they
did not have activities and were bored,

The findings includé:

A review of the facility's undated Acfivity policy
revealed activilies would be provided to reflect the
interests of each resident, an adfivity cart would -
be provided for weekend activities, and refigious
sefvices would be provided on Sunday
afternoons. In additlon, the policy indicated the
resident's attendance during aciivittes would be
documented on a daily basis.

During & group inferview conducted on 08/03/11,
at 3:30 PM, residents (Residents #18, #19, #14,
#20, #21, #22, and #23) compiained weekends
at the facility were "boring” and that "all” the
residents tiad to do was to "lock at the four walis"
in their individual rooms. The residents further
stated "sometimes" the facility provided church ;
services on the weekends, : !

A review of the facllity activity calendar(s} for the |
menihs of May, June, and July 2011, revealed the
residents had access to an "Activity Cart” on
Saturdays and "Church" an Sundays.

'An interview conducted with the facility's Activity
Director on 08/03/11, at 4:10 PM, revealed the
Activity Director and the Activity staff did not work :

1

FORM CMS.2567(02-08) Previous Versions Obsolete -~ Evenl 1D: R3DHTY Facility ID: 400485 . if continuation sheel Page 7 of 16




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

PRINTED: 09/02/2011
FORM APPROVED
CMB NO. 0938-0391

] STATEMENT OF DEFICIENCIES {X4) PROVIDER/SUPPLIER/CLIA £2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: : . . COMPLETED
‘ A. BUILDING
B, WING
185298 08/04/2011

NAME OF PROVIDER OR SUPPUIER

HICKS GOLDEN YEARS NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
1801 WEST HIGHWAY 80 BYPASS
MONTICELLO, KY 42633

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

Iv} . PROVIDER'S FLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG
: DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE

(5
COMPLET ION
DATE

F248

F 444
85=D

" activities for the residents. The Activity Director

1 Aninterview conducted with the CNA on

. (a) infection Control Program

Continued From page 7

on weekends and depended on Nursing staff and
Certified Nursing Assistants {CNAs) o provide

stated she did not document the activities on the
residents' activity sheets because she did not
work on the weekends and had not provided the
activity,

An interview was conducted with the faciiity's
Director of Nursing (DON}) on 08/03/11, at 4:30 .
PM. The DON confirmed the three Activity staff
members did not work on the weekends. The
DON stated the CNAs were supposed to provide
eoloring books and other activity items of the
resident's interest, and that the residents had the
opportunity to attend church on Sundays.

0B/04/11, at 4:10 PM, revealed the CNA staff did
not have time to provide activities to the residents
on the weekends and to also provide assistance
with the resident care needs. _

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS :

The facility must establish and maintain an
infection Contro! Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

The facility must estabiish an infection Control
Program under which it -

(1) investigates, controls, and prevents infections
in the facitity,

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and

F 248}
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Continued From page 8

{3) Maintains a record of incidents and corrective
actions related to infections.

{b) Preventing Spread of Infection

{1) When the Infection Centrol Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must

isolate the resident.

(2) The facility must pronibit employees with a
communicabie disease or infected skin lesions
from direct contact with residents or their food, if

-| direct contact will transmit the disease.
| {3) The facflity must require staff fo wash their

hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens ‘

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection. :

This REQUIREMENT is not met as evidenced
by: .
Based on observation and interview, the faclity
failed to ensure proper infection control practices
were maintained for two of twenty-four sampled
residents (Residents #3 and #18). During wound
care, the treatment nurse falled to utifize
handwashing technigue in accordance with
accepted standards of practice when she

: performed wound care for the two identified
; residents.

i The findings include:

F 441
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A review of the Dressing Change policy {no date
: given) revealed during wound care freatment,
staff was to remove the old dressing using clean
technigue, dispose of the old dressing properly,

directed by physician's orders.

1. Review of the medical record for Resident #3
revealed the facilily admitted the resident on
 08/15/08, with diagnoses that included :
Paraplegia, Colostomy, Seizure Disorder, Graves'
Disease, and Chronic Pain. Further review of
Resident #3's physician's orders revealed an
order dated G7/02/10, for freatment to the
resident's wound and indicated siaff was to
cleanss the wound with a medicated solution,
“apply wet/mioist dressing daily to sacral ulcer,"
cover the wound with a dressing, and change the
dressing "daily and PRN (as needed).” Review of
an additionai physician’s order revealed staff was
permitted fo-use Dakin's {(used to prevent and.
treat skin and wound infections) solution for the
wound care treatment.

During observation of a wound care treatment for
Resident #3 on 08/03/11, at 10:30 AM, Licensed
Pracfical Nurse (LPN) #5 was observed fo wash
her hands, prepare dressing supplies, and
remove the solled dressingfpacking from the
resident's wound with gloved hands. [PN#5

! then removed her solled gloves and put on ciean
. gloves without washing her hands, as is an

! accepted practice within the standards of nursing
 practice. LPN #5 then cleansed the wound area,
: packed the wound with Dakin's soaked gauze,

1 and applied & clean dressing. ’

and clean the area and reapply a new dressing as |

F a4
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F 441

| care treatment performed by LPN #5 revealed the

| Santyl fo the wound, cover the wound with

| Diabetes and a Diabetic Ulcer to the left foot. A
“ review of the physician's orders revealed staff
. was to cleanse the diabetic uicer (wound) on the

Continued From page 10

2. A review of the medicat record of Resident -
#24 revealed the facility readmitted the resident
on 07/23H1, with diagnoses that included

resident's left foot with norma! saline, apply Santy!
(debrides dead tissue) ointment to the wound bed
, and cover the wound with Amerigel
{antimicrobiat) followed by a dry gauze wrap.

Observation on 08/04/41, at 9:15 AM, of a wound

PN opened dressing supplies and atranged the
supplies on the resident's overbed table. The
nurse was observed to put on clean gloves,
remove the soiled dressing from the resident's
wound, remove the sofied gioves, and puton a
clean pair of gloves. The LPN failed to wash her

hands between glove changes, as is an accepted |-

practice within the standards of aursing practice.
LPN #5 cleansed the wound with Normal Saline
and 4x4 gauze, and then dried the wound with a
gauze dressing. The LPN was observed to apply.

Amerigel patch and dry 4x4 gauze, and then wrap
the area with a gauze dressing and secure the
dressing to the wound with tape. Af that time, the
nurse was observed to remove and discard the
soiled gloves and wash her hands.

An interview with LPN #5 on 08/04/11, at §:35
AM, revealed the LPN had been emploved by the
facliity for three yedrs and had performed the
duties of treatment nurse since 07/01/11. LPN #5
stated she was trained to wash hands before and
after wound care, but was unaware of the need fo
wash hands between glove changes during the

F 441

FORM CMS-2567(0:2-28) Previous Versions Obsolete Event ID:R3DH1T1

Facllity 1D: 100485 - If continuation sheei Page 117 of 16




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

PRINTED: 08/02/2011
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICAT:OR NUMBER:

185208

| (2) MULTIPLE CONSTRUGTION
A-BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

0810412011

NAME OF PROVIDER OR SUPPLIER

HICKS GOLDEN YEARS NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
1801 WEST HIGHWAY 90 BYPAES
MONTICELLO, KY 42633

{X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL'
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH GORRECTIVE ACTION SHOULD BE
GROSS-REFERENGED TQ THE APPROPRIATE
DEFICIENGY)

(X5
COMPLETION
DATE

F 441

F 460
38=C

i combination with adjacent walls and curains.

| failed to ensure each bedroom was designhed to

Continued From page 11
administration of wound care treatments,

An interview with the Assistant Direclorof .
Nursing (ADON) conducted on 08/04111, ai 2:40
PM, revealed LPN #5 performed the duties of the
treatrnent nurse. However, according to the ;
ADON, she had not observed LPN #5's technigue |
when the LPN performed wound cara and
dressing changes. ‘ ' :
483.70(d){(1)(iv)-(v} BEDROCMS ASSURE FULL
VISUAL PRIVACY

Bedrooms must be designed or equipped to
assure full visual privacy for each resident.

In facilities initially certified after March 31, 1992,
except in private rooms, each bed must have

ceiling suspended curtains, which extend around |
the bed to provide total visual privacy in !

This REQUIREMENT is not met as evidenced
by: _
Based on observation and interview, the facility

assure full visual privacy for each resident.
Observations of all reésident rooms in the facility
revealed that privacy curtains did not provide full -
visual privacy. '

The findings include:

Observations during the initial tour' on DB/02/11,
and-throughout the survey, revealed that privacy !
curtains in resident rooms were hung in the |
middie of the room and did not extend past the
foot of the beds. Even though curtains cauld be

F 449

F 460
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; room was opened.

| An interview with Certified Nursing Assistant

; the privacy curtains had always been foo short -

-1 visual privacy for each resident.

| The clinical fecord must contain sufficient

{ 0B/04/11, revealed the Administrator was
‘unaware the privacy curtains did not provide fu!l

. 483.75()(1) RES " :
' RECORDS- COMPLETEIACCURATEIACCESS{B

' services provided; the resuits of any

Continued From page 12

extended, the residents could view each bed in a
mirror located in the room. Observations of
resident rooms 3, 7, 15, and 20 tevealed the
rooms had four beds each (A, B, C, and D), and
the D beds, located near the door, did not have
privacy curtains jocated around the foot of the
bed to ensure privacy if the entrance door to the

(CNA) #5 on 08/03/11, revealed the CNA had
been employed by the facility for two years and

and fafled to provide each resident privacy.
An interview with the Environmental Setvices

Supervisor (ESS) on 08/04/11, revealed the ESS
was unaware the curtains did not pravide fuil

An interview with the facility's Administrator on -
visual privacy for every resident.

LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accesssbie and
sysiematlcafly organtzed

information to identify the resident; a record of the
resident's assessments; the plan of care and

H

F 460
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determined the facility falled to maintain accurate

| reveraled physician's orders that Resident #4 had
! a resuscitation status of "Full Code™ (full '

A review of a document dated 06/17/11, entitied

preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review it was

clinical record information related o code status
for one of twenty-four sampied residents
{Resident #4). A review of the medical record

resuscitative measures). However, a review of
the Comprehensive Care Plan revealed Resident
#4's resuscitation status was "Do not
Resuscitate" (DNR).

The findings include:

A review of the facility policy (undated) revealed .
documeniafion for each residant was to be kept
current and in binders located at the nurses'
station. The policy revealed Pharmacy would
provide copies of physician's orders on a monthly
basis for each resident in the facility. According
to pdiicy, a nurse would review the order, verify
the orders were correct, and then send the orders
to the physician's offiee for the physician's
verification and signature,

Power of Attorney, in Resident #4's medical
record revealed the resident's designated Power
of Attorney {POA) had determined the reSIdent‘
resuscntatwe status was "DNR."

A review of a care pian developed by facility staff

F514
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: dated 06/28/11, revealed Resident#4 had a
! resuscitation status of "DNR." In addition, an
observation of the exterior of the resident's

to Resident #4's room revealed the resident's
resuscitation status-was "DNR." However, 2
review-of physician's orders for June 2011 and
July 2011 revealed Resident #4's resuscitative
status was "Full Code." ’

State Registered Nurse Aide {(SRNA) #4 was
observed to provide care o Resident #4 on

Resident #4's room indicated the resident's
resuscitative status was "DNR.”

provided care fo Resident #4. Inferview with

IIDNR'II
interviews with Registered Nurse #1 and .

Registerad Nurse #2 on 08/04/11, at 8:45 AM,
revealed they were responsible for the

"understood” that Resident #4's resuscitaiive

The nurses stated the resident's resuscitative

medical record and signage (red dot) on the door

D8/04/11. Interview with the SRNA on 08/04/11,
at 1:15 PM, revealed the "red dot" on the door tp

Observation:on 0B04/11, revealed SRNA #7 aiso |

SRNA #7 on 08/04/11, at 1:00 PM, also reveaied
the "red dot" on the door fo Resident #4's room
indicated the resident's resuscitative status was

development of resident care pians and reveaied
Resident #4 had been admitted to an acute care
facility and upon the resident's return to the facility
(date unable fo be recalled by the nurses) it was

status had changed from."Full Code” to "DNR.”

status had been changed on the care plan buta
physician’s order.had not been written. According
fo the nurses, "It (the resuscitative status) should

" | be a physician's orcer, because we would need to ;

x| _ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX : {EACH DEFICIENCY MUST SE PRECEDED BY FULL . PREFIX (EAGH CURRECTIVE ACTION SHOULD BE COMPLETION
TaG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- E ‘ ‘ DEFICIENCY) '
F 514 | Continued From page 14 F 514

EQRM CMS-2567(02-68) Pravious Versions Obsolet

Evant If): RaDH11

Facifity 10 100485

if confinuation sheet Page- 15 of 16




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

PRINTED: 09/02/2011
FORM APPROVED

HICKS GOLDEN YEARS NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
1801 WEST HIGHWAY 80 BYPASS

MONTICELLO, KY 42633

| A OME NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2 MULTIPLE CONSTRUCTION ) {%3) DATE BURVEY
AND PLAN OF CORRECTION {DENTIFICGATION NUMBER: COMPLETED
) A BUILDING - .
R B. WING ;
_ 185298 080412011
NAME OF PROVIDER OR SUPPLIER

.be following physician's arders.”

) 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGTICN P
PREFIX {EACGH-DERICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE \ COMPLETION .
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY)
" F 514 Continued From page 15 F 514

FORM CMS-2567{02-88) Previous Versione Obsolete ’ Event I0: RIDHT

Facillty ID: 100435 If continuation shest Page 18 of 16




Hicks Golden Years Nursing Home

F221
483.13  Please accept our credible aliegation of compliiance

Physical Restraints

1. Resident #9 has been assessed and a medical sympton establised to support the use of a lap buddy.
An assessment for the use of the reclining geri chair has been completed for residen: #10.
Resident # 8 has had an assessment done related to the use of the lap buddy. Clinical records
for residents # 8,9 and 10 have been reviewed for proper restraint documentation and those found
not in compliance have had the proper documentation completed and place in their clinical
records.

2 The following things are being done to identify residents who may be affected by the deficient practice:
a. All residents are being assessed. (See pre-restraining assessment}

b. Any residents who are found to be affected by this, will be pre-screened by P.T. (see rehab
referrel)

c. if they are found to have a medical or physical symptom that requires some type of device.
the family will be notified to sign a consent form. (see consent form) .

d. Physican's order will include the presence of a medical condition. (see physican order form)
e. Documentation will be placed in the medical records.

f. Care plans will be updated.

9. Restraints will be checked q 30 min and released q 2 hours.Charting will be done q shift.

h. Restraint elemination assessments will be done quarterly so the least restrictive device will be
be used. ‘ ‘

3. Policies and Procedures have been updated. (see attachments)

Inservices are being conducted fo inform employees all policies, procedures, pre-screening, charting,
proper use of restraints, and that no restraints will be applied until all pre-screening is done and
and consent signed by family and Physicians orders given, Inservices are being done with ali
Nurses and nursing assistants. All new employees will be inserviced at the time of hire.

4. Assessments will be done by LPN's, Assessements will be done
initially and then quarterly or if there has been a change of condition they will be dene more
frequently. This will be monitored by Amy Huff RN QA coord.

5. Arestraint committe has been formed to monitor all residents who have restraints or any changes
that may need to be made to the policies and procedures. Any changes will be made by the
committee. They will meet monthly. The committee consists of the foliowing:;

Amy Huff RN QA coord, Debbie Tucker RN Don ‘ -
Glenda Turner Rn Asst DON, Lila Hancock Rn, MDS Coord
Kila Tucker Rn, Lorene Brummett, LPN Supervisor
Stephanie Dick, Physical Therapist Assistant and Dir of Therapy Dept.
6. Amy Huff, RN, Coord for QA will monitor the following monthly;
a. All residents who are currently using devices.
b. Monitoring to make sure all consents and Physicians orders are in place.
¢. That pre-restraining assessments are being done.
d. That all residents have a medical or a physical symptom that requires devices.
e. That all residents are being monitored, that they are being charted on, and
that elmination assessments are being done quarterly to see if device can be d/c or decrease
to a less restrictive device. She will monitor that restraints are being checked g 30 mins
and released g 2 hours.
f. That the restraint committee will meet at lcast quarterly. Any changes will be followed
through such as the residents medical records, care plans, etc.
g Assessments will be monitored monthly to ensure assessments are
being done timely and correctly by LPN's..
(see QA monitoring form)
7. This will be monitored for one year,
8. Completion date: 9-18-2011



Hicks Golden Years Nursing Home -

F226
483.13

(Develop/implement Abuse/Neglect, ETC Policies)

1. Please accept our credible aflegation of compliance .
The facility has completed a Nurse Aide/Abuse Registry back ground check on employee
#6 with documentation of this being placed in the employee's personnel file,

2. Allfiles of current employees will be reviewed to ensure a Nurse Aide/Abuse Registery
background check has been completed and is in their current personnel file.

3. Policies and procedures will be reviewed and revised as indicated to ensure all employees prior
“to hire has a Nurse Aide/Abuse Reigstry background check done, Staff will be inserviced on
performing back ground checks on all individuals prior to employement. (see attachment C)

4. Amy Huff Rn Q.A. Coord. will monitor monthly all new employees to ensure that all background
checks has been done appropriately. This will prevent any deficient practice from occuring.
All employee records have been checked to assure all background checks have been made
according to our policies. Courtney Lee, office secretary will assist in this monitoring.

The following will be checked:
a. Abuse Registry for Nursing Department
b. Criminal background checks-local Police Department
¢. Criminal background check-State Police Department
d. All appropriate checks are in employees files.
Q.A. will monitor all employees that require background checks for Abuse/Neglect Registry for
one year,

Monthly Q.A. reports will be gone over with the Q.A. committe monthly.
: Darrell Hicks Adm: .

Debbie Tucker RN DON

Glenda Turner RN Asst DON

Amy Huff RN Q.A. Coord,

Dr Stephanie Southard MD-Medical Director (when available)

Lila Hancock Rn, MDS Cordinator

Rhonda Decker Soc/Act Director

Alta McGinnis Med Records Coord

Compiletion date: 9-18-2011



Hicks Golden Years Nursing Home

F248
483.15 Please accept our credible atlegation of compliance

1. Activity department has conducted activity assessments on the following residents: #18, #19, #14.
#20.#21, #22, #23 to find out their current interests and preferences in activities. Changes have
been made to include these in our activity program for weekends. (see attachments)

2. Schedules have been changed to assure that activites will be offered 7 days a week to group and in
room residents. (see staff schedules for August and September) ‘

3. All other residents are being assessed to ensure that their interests and preferences for activities so that
they will receive activities of their choice. Their requests will be incorporated into the program to assure
that they will all receive activities that will help with their mental, physical and psychosocial well being.
All residents will be offered group activities or in room, one on one to meet their needs. This wil]
be provided 7 days a week.

4. All activity assessments will be updated quarterly (with MDS} to see if desires or needs have changed.
These will be monitored by Rhonda Decker Soc/Act Coord on a ongoing bases.

5. Activity assessments will be done by Rhonda Decker with all new residents as they enter the nursing
facility, to ensure they will have appropriate activities of their choice. (see attachment)

6. Aclivity personne! will monitor attendence and participation daily for residents involved in any type
of activity, whether it be group or in-room activity. (see attachment)

7. Activity choices will also be discussed at the Monthly Resident Councii meetings to see if the residents
are happy with activities, especially on weekends.

8. Q.A. Coord., Amy Huff RN, wili monitor monthly to insure that residents choices are being incorporated
into the activity program. She will monitor the following:

a. Activities are being offered 7 days a week. .

b. Interviews will be done monthly with 9 residents to see if they are happy with their choices.
C. Any complaints that the residents have will be addressed with Rhonda Decker, Soc/Act
Coord

d. Wili monitor daily participation sheets

e. Rhonda Decker Soc/Act Coord will assist with monitoring..

f. Quarterly activity assessment will be monitored to assure they are being done timely and
correctly. '

g. Report will be reviewed by the Q.A. committee monthly. Committee includes the fotlowing:

Darreil Hicks Adm.

Debbie Tucker RN DON

Glenda Turner RN Asst DON:

Amy Huff RN Q.A. Coord. ‘

Dr Stephanie Southard MD-Medical Director {when available)
Lila Hancock Rn, MDS Cordinator

Rhonda Decker Soc/Act Director

Alta McGinnis Med Records Coord

8. Completion date: 9-18-2011



Fd41
483.65

(Infection control)

1
2
3)

4)

3)

The treatment nurse will be in serviced on accepted standards of practice in
hand washing technique when performing wound care for residents #3 and
#18.

The wound care treatment nurse will be in-serviced on washing her hands
between glove changes when performing treatments for residents # 3 &# 18.
All nursing staff will be in serviced on proper hand washing technique in
accordance with accepted standards of practice, :

Nursing staff will be in-serviced on washing hands between glove changes
when performing wound care, :
Policies & procedures on hand washing technique will be reviewed & revised
as indicated,

Quality Assurance will monitor hand washing during wound care monthly to
ensure proper technique is being performed.

Completion date 9-18-2011



F460
483.70

(Bedrooms assure full visual privacy)

I)

2)

Resident rooms 3, 7, IS, & 20 have been measured & the tracking & curtains
ordered, These curtains & tracking are to be placed so the D beds located in
these rooms will have full visual privacy when the entrance door to the room
is opened. .

Curtains have been ordered & will be placed in the middle of residents
rooms so they will extend past the foot of the beds ensuring residents cannot
be viewed in the mirror located in the roont. ' '
All resident rooms have been checked & curtains & tracking ordered for

- those rooms that did not provide full visual privacy for each resident while

3)

4)

care is being performed.

Policies & procedures on visnal privacy for residents will be reviewed &
revised as indicated. '

Staff will be in serviced on providing visual privacy for each resident while
care is being provided.

Quality assurance will monitor monthly to ensure visnal privacy is provided
for all residents while care is being provided. :

5} Completion date (/7 // S /v




Hicks Golden Years Nursing Home

F514
483.75

Records-Code Status
Please accept our credible allegation of compliance 9-18-2011

1. The clinical records of resident #4 has been reviewed and measures taken to ensure the code
status on the physician's orders and the care plans are correct and refiect the wishes of the
resident's power of attorney. Resident #4 code staus in the clinical record, physicians order
care plan as well as the symbol on the door and bed have all been corrected to match and
reflect the residents power of attorneys wishes.

2. Clinical records for all residents will be reviewed to ensure physicians orders and care plans
reflect their current code status.

3. Staff will be inserviced on obtaining orders for resident's code status. Policies and procedures
relating to residents code status will be reviewed and revised as indicated.
(see attachment H)

4, Quality assurance Coord, Amy Huff Rn will be monitoring all new admissions, and re-admissions
to ensure that ail Code Status preference is correct and is the resident's and/or families desires.

All new orders will be monitored daily by nurse checking all new orders. Changes

will be made to all medical records at that time. 30 day orders will be monitored monthly by
Medical records LPN. (all current residents orders have been checked to make sure their Code
Status preference is correct.)

Amy Huff RN, Q.A. Cord. will be monitoring all changes monthly. She will continue to monitor
this for 1 year to assure that this problem does not re-occur.

Report will be gone over with Q.A. committee monthly. This inciudes the following:
' Darrell Hicks Adm.

Debbie Tucker RN DON

Glenda Turner RN Asst DON

Amy Huif RN Q.A. Coord.

Dr Stephanie Southard MD-Medical Director (when available}

_ Lila Hancock Rn, MDS Cordinator
Rhonda Decker Soc/Act Director
Alta McGinnis Med Records Coord

5. Date completed: 9-18-2011



PRE-RESTRAINING ASSESSMENT

This form has been developed to adequately assess all aspects of the resident’s well-being (physical, mental, emotional, environmental and social
considerations) prior to the use of efther medication interventions or physical restraining devices i order to identify the least rastrictive intervention.
It is to bs completed by a nurse or [Icensed phys:cai!occupatlonai therapist. :

“riy. 4 AN L A ) DERATIC
ITAL | YES | NG _[VISION/MUSCLE CONTROL| - GOOD™ | FAIR <= POOR .. . NONE .-
Y Vision (R-right; L-lsft] R- Ji-_ R~ [L- |A- JL- R i
Short attention span... ] Muscle control .
Disoriented.., PARALYSIS/PARESIS - (/ if present}: o
BALANCE Mhsn Srl‘lmg) YES | NO ArmURight Hand QRight LepQRight Foot O Right
Fals forward........... S Qleft Q Left O Lait 0 teft
Falls/leans sideways..., POTENTIAL MEDICAL FACTORS AFFECTING BEHAVIOR YES | ND
QRight Qlsft O Boih Mediication change or addition In Past ot T ..o oo
Slides down... Possible infaction?

SRS s renees Dehydration or elsctrolyte imbalance?..

RECOVERY OF BA| itti YES | NO | Acile hypoXiaZ..w . eesriomsemsmer sscssarss
FOMWAIG e ieceeeemsiarernerariemmsarssresrarensvenenns Taxic drug levels?......... boes .
Backward . Change in basefing VitalS?.........ccv-cveeruicsvermsesseesscrirenas
Sideways Recent trauma?..........

ANIBULATION YES | NO Other:

Unsteady on feet......ouecerrarnnnns
. Lozes balange....

HAS RESIDENT EXPERIENCED A RECENT: YES | NO

History of falls.....
Foat problems.... {hange of roommate?
Takes short eteps . Room change? .....
Steps on own f8Et ... e ann Transfar?...
Leans o side.. . Surgery'* "
Leans backward Care giver or staff change‘?
Leans forward.... Gther:
WHC MODIEY...oci e e e rove s rareserenes
Other:
MOTIO i NV R ] ) |
POTENTIAL CONTRIBUTING BEHAVIORAL FACTOR "POTENTIAL CONTRIBUTING BEHAV]
Glasses: ill-fitting, dirty or missing... (ST Dogs not understand what is being said,
Dentures: improper fitting or uncomfortable ..... Can not comprehend surroundings .
Ears impacted with cerumen.... e ecareecvmmieernenne Affectad by enviranmenta) noise level { ( a., radio, televrsron staff}
Hearing aid maifunctioning cemrrrrr Recent lass due ta own diness... wrrrree s
Poor lighting or flickering fights........ ettt e Recent death/loss of a loved one..

Needs te go to the bathroom Rscent change in financial stah.ns..

Has waet or sciled ciothing, bed linen. PRI Loss of ssif-control.... e

s hungry or thirsty. ... Expertencing feehngs of anger, faar, abandanmenf

Neads position c:hanged s co!d/warm Experiancing feelings of lonefinass or isolation.................
Environmental bariers... Other:

Misinterprets words, sounds ...........
Feals threataned by other resadenta
; hlngf

] ; ALS/RECOMMENDATION
INTERDISCIPLINARY TEAM EVALUATION Date ____/ ____ /__ Recommendations:
Pian of Care Updates QNo QYes;Hyes,Date ./ ___ 7/

Alternatives to restralnts (nclude length of time o be tried)

NEXT EVALUATION ___/___/___ Signature/Title ' Date /[ ___/__

REFERRED TO PSYCHOLOGIST OR PSYCHIATRIST O No O Yes; Date__ / / Recommendations:

REFERRED TO PHYSICAL OR OCCUPATIONAL THERAPIST QMo QVYes;Date___ / /____ Ratcommendaticns;

NAME-Last First Middle Attending Physician ) Record No. Room/Bed

(:FS:I 1HF © 992 BRIGGE. DesMolm:R:_rEsgﬂ"D‘.lLi{Tm.zﬂm wewr BriggeCorp.sam PRE_RESTRA'NING ASSESSMENT



PHYSICAL RESTRAINT ELIMINATION ASSESSMENT

INSTRUCTIONS: Restrained individuals should be reviewed AT LEAST QUARTERLY to defermine whether or not they are candidates
for restraint reduction, less restrictive tesiraining measures, or total restraint elimination. For each category fisted below, assess tha
resident by circling the correponding score(s) that best describe his/her current status in the appropriate assessment cofumn., Add
the column of numbers to obtain the total score. Continue evaluation and review on the reverse.

| AMBULATION

Complete bedrest/Chairbound 3 3 3 3
Non-ambuiatory/Wheelchair mahile ¢ assist 2 2 2 2
Ambulates with assist of fwo 2 2 2 2
Ambulates with assist of one i 1 1 1
Independent with cane, walker, or wheelchair 0 0 0 0
WEIGHT BEARING/ TRANSFER
Non-weight bearing 2 2 2 2
Partial weight bearing/sssist of one for transfer 1 1 i 1
Full weight bearing/no assist for transfers 0 0 o 9
‘ BED MOBILITY )
Use of assistive device o turn side 1o side 1 1 1 1
Totalty immobile and unabie to change position 0 n o 0
o without assist
'SITTING BALANGE
Leans to a side, forward, backward 3 3 3 3
Slides down 2 2 2 2
Normal sitting balance 0 4] 0 0
“ADLs (Bathing, dressing, grooming}

5% Requires total assist of two 3 3 3 3
Requiras total assist of one 2 2 2 2
Requires minimal supervision 1 1 1 1
Self care 0 0 0 0

2] PHYSICAL LIMITATIONS
Confractures/Paralysis 3 3 3 3
Amputations/Prosthesis 3 3 3 3
Feeding tuba/V, Foley, continuous oxygen K] 3 3 3
History of vertiqo, hypotension, seizures 3 3 3 3
History of falls 3 3 3 3
Significant weight loss 3 3 3 3
Mo physical Emitations 0 0 0 1]

VISION STATUS
Legally blind 3 3 3 3
Poor with glasses 2 2 2 2
Adeguate with glasses/without glasses 0 0 0 0
‘ ORIENTATION .
Disoriented {x 3 spheres) 3 3 3 3
Biscrierted (x 2 spheres) 2 2 2 2
Forgetful/Short attention span 1 1 i 1
as Oriented to time. place and persan 0 0 [ 0
COMPREHENSION
Unabie to foliow simple directions 2 2 2 2
Directions must be frequently repaated 1 1 1 1
Follows dlrecgions 0 i 0] 0

23 BEHAVIOR/MOOD
Combative/Severely agitated 3 3 3 3

o3 Exhibits/Expr fears or anxieties 2 2 2 2
No fears or anxieties exprassed 0 9] 1] 0

:ACTIVITY PARTICIPATION ' :

.4 LInabie to actively particigate 2 z z z

ol Parficipates with assistance 1 1 1 1
Participates independently 0 0 0 0

= MEDICATION THERAPY:

Currently teking antipsychotics 5 5 5 5

el Currenthy taking antidepressants 5 5 5 5
Currently taking antianxistys 5 5 5 5
Not taking any chemical restraint 0 1] 0 0

= ORD TOTA OF 0 0-20 Priority Candidafe 21-35 Good Candidate
: 35+ Poor Candidate

NAME--Last First Middle Attending Physician Record No. RocmvBed

gl;gs—znr € 19R? RAIGGS. Des M:sma:hh':r ?.ﬁi‘lau_ggu) 247-2343 wyve BrignsCom.com PHYS'C AL RESTRA'NT

ELIMINATION ASSESSMENT



NAME—Last First Middle - Attending Physician Record No.

Reoom/Bed

- Candidate status as determined by TOTAL SCORE on reverse. 0 Priority O Good QO Poor

If Yes; Date program to start / / Restraint consent signed? QO Yes QO No
Action Plan

. Candidate for restraint reduction or elimination program? OYes QONo  Planof Care Updated 2 Yes O No

Less restrictive measures to be used

If No; State specific reason, medical symptoms or targeted behavior

. Additional Comments

Nurses Signature Review Date

J /

- Candidate status as determined by TOTAL SCORE on reverse. O Priority Q Good O Poor

I Yes; Date program to start / / Restraint consent signed? O Yes O No
Action Plan__. :

. Candidate for restraint reduction or efimination program? O Yes O No Plan of Care Updated O Yes QO No

Less restrictive measures to be used

If No; State specific reason, medical symptoms or targeted behavior

. Additional Comments

Nurses Signature ‘ Review Date

/ /

. Candidate status as determined by TOTAL SCORE on reverse. 0 Priority O Good (Q Poor

If Yes; Date program to start / /..  Restraint consent sighed? QYes QO No
Action Plan :

2. Candidate for restraint reduction or efimination program? QYes GNo - Plan of Care Updated Q Yes 0O No

Less restrictive measures to be used

If No; State specific reason, medical symptoms or targeted behavior

. Additional Comments

HIRD ASSESSMEN]

Nurses Signature : Review Date

/ /

. Candidate status as determined by TOTAL SCORE on reverse, O Priority 1 Good Q Poor

If Yes; Date program to start / / Restraint consent signed? QYes Q No
Action Plan ' : :

2. Candidate for restraint redwuction or elimination program? QO Yes_ Q No Plan of Care Updated 0 Yes QO MNo

Less restrictive measures to be used

If No; State specific reason; medical symptoms or targeted behavior

. Additional Cornments

FOURTH ASSESSMEN-

Nurses Signature : Review Date

/ /.

PHYSICAL RESTRAINT
ELIMINATION ASSESSMENT




RESTRAINT RELEASE RECORD

PLEASE NOTE: Restrained individuals must be checkad at least every 30 minutes.
In addition, restraints must be released for th purpose of exercise, taileting, etc. at least every twa hours.
' STRAINT ORDERET REMOVAL REASON CODES - .
A-Supervised meals F-2-3 hrs. with periodic evaiuation
B-Supervised group activities | G-Total elimination of restraint
C-Care provided by CNA
D-One-to-one with voluntesr

Sierails
Wrist Beit . 2Ful

Gari Chair  Vest ; Eﬁ;f

10

11

12

13

Additional Comments/Summary:

NAME—L_ast First Middle Attending Physician © | Recort No. Room/Bed
CFS 3-3HH & 1002 Brigge Corporafion, Des Moti’nss. 14 50006 (BOO) 9472343 . RESTRAINT RELEASE RECOR D
iy PRINTED INWLS.A .

1 Continued on Reverse



RESTRAINT RELEASE RECORD

PLEA§E NOTE: Restrained individuals must be checked at least every 30 minutes, _
réstraints must be released for the purpose of exercise, toileting, etc. at least every two hours,
F-2-3 hrs. with periedic evaluation
G-Total elimination of restraint

In addition,

A-Supervised meals
B-Supervised group activitias
C-Care provided by CNA
D-One-to-one with volunteer

: 2 Full
Wrist Belt 1 Ful

Geri Chair Vst 2 Half

14

2D

21

22

23

24

25

26

27

2g

20

30

3
CINITIAL |

Additionat Comments/Summary:

NAME-Last First ) Middle Attending Physician Record No. Room/Bed

RESTRAINT RELEASE RECCRD




Rehab Referval

[ ] Admisgion [ Quarterly 1 Annual 7 [] Other:

Name: Last First ' Middle ‘Afiending Physician

Unplanned significant weight loss ‘

2, Use of restomints _ [:] Yes D Na .
3. Pressure wounds B ] [ 1¥es ||| No
4, Impaired transfer status ' [JYes || Na
5. Positioning problems ' . S [ 1¥es [ 1No
6. Tmpaired !n/uomntion ' , _ I 1Yes EI No
7. Tmpeired bed mobility _ ' 1T Yes |[]Ne
8. Tmpnired smbulAHOWmOBIELY R (1Yes [[INo
9, Tmpaired dressing skills _ L ' [ 1Yes | [ | No

10, Splint indicated Tlves | INo
11. Decransed active/passive ROM - [ J¥es |[LINo
12, Impaired toieting Stats - * [ 1Yes |[INo
- 13. Impaired personal hygiene skifls , . I TVes || | No
14. Ympnired bathing skills _ L 1Yes |L{No
15. Tmpaired self-feeding [ 1Ves D Ne
16, Swallowing difticuity ‘_ _ [1¥es |[_1Nea
17. Altered diet consistency - _ [ iYes [ No
18. Jmpsired communication status . : ' D Yes || INo
19. Impaired cognitive status ' || Yes [ I Na
70, AL risk for fails | LiYes |L1No

Pathology [ _IN/A

éompmed By: _ Date:
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Policy for Devices and Restraints

1. Prior to using any type of device or restraint that will restrict a residents movments, the following will
be determined:
a. Assessment will be done. _
b. The presence of a specific medical or physical symptom that requires the use of a device
or physical restraint.
c. How the use of the device wili treat the medical symptom.
d. How the use of the device will protect the resident's saftey. _
f. How the use of the restraint will assist the resident in attaining and/or maintaining

their highest ievel of physical and pyschosocial weli-being

g. Physical Therapy will do pre-screening

2.- Documentation of assessments, and pre-screening will be placed in the residents medical
record. Care plans will be updated as indicated. Any ongoing assessments will be done
timely and placed in medical records. Physicians orders will reflect the presence of a medical
symptom. Consent forms signed by responsible party will be placed in medical records.

3. All Nursing Department wiil be inserviced at the time of hire and then yearly as indicated as to the
proper use of devices. This will also include how to check g 30 minutes and release q 2 hours.
They will also be inservice on how to accurately document. (nurses and nursing assistants)

4. Restraint committe will review monthly all residents who are in restraints or postioning devices to see
if there has been a change tnat would require a new assessment to be completed. All changes
will be made to residents medical record and care plans.

5. QA, Amy Huff, RN Coord, will monitor monthly to assure that the correct steps are being taken
to assure that our residents are being monitored correctly and they are not being placed
in restraints without the proper assessment and documentation. -

Date implemented 9-5-2011



Procedure for Using Restraints

{complete the following steps for restraint usage)

1. Complete pre-restrainging assessments on any resident pricr to the placement of a
restraint. - :

2. after the pre-restrainging assessment is completed the resident and/or the residents
responsible party is to be explained the potential negative outcomes and the
risks associated with the use of restraints as well as the potential for positive
outcomes associated with restraint usage.

3. Restraint orders are to be obtained by the physican, stating when and where the restraint -
is to be used as well as the medical symptom that is to be treated by the used of the
restraint. :

4. Physical restraint elimination/reduction assessments are to be compieted on a quarterly
bases.

5. Charting‘ is to be done every shift on a restraint release record that will indicate the type

of restraint, the reason for its use, and that the restraint is checked every 30 minutes
and released every 2 hours.

Date Implemented 8-5-11
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In-Service
(Regeired Documentation for Resiraints)
{Restraint Policies & Procedures)

1) Restraint Policy

_2) Restraint Consent Form
3) Restraint Ovder
4) Restraint Pre-Restraining Assessment
5) Restraint Reduction/Eiimination Form
6) Daily Restyaint Release Record

Signature of Individual Previding In-service:

Attendance:




Restraint Consent Form

Resident | Room #

Type of restraint to be used:

Where & when is restraint to be used:

Medical symptom that will be treated with restraint:

How restraint will treat medical symptom & assist resident in attaining or
maintaining highest practicable level of physical or psychological well-being:

Potential negafive outcomes of restraint use: declines in physical functioning, muscle
condition, contractures, increase incidence of infection, development of pressure
ulcers, delirium, agitation, incontinence, may constitute an accident hazard, increase
incidence of falls & head trauma R/T falls & other accidents (e.g., strangulation,
enfrapment), loss of aufonomy, dignity, respect, may show sighs of withdrawal,
depression, or reduced social contact, can reduce independence, functional capacity
& quality of life.

Potential negative outcomes & risks of restraint use as well as how the use of
restraints will aide resident in attaining or maintaining his/her highest practicable
Ievel of physical or psychological well being has been explained to the resident &/or
responsible party. ‘

The use of this restraint will be reviewed periodically to determine if the resident is
a candidate for restraint reduction or elimination.

Resident Signature Date
. Responsible Party Signature& Relationship to resident Date
Witness - ~ Dafe

Witness : | Date



Restraint Orders

Resident

Type or restraint:

Room #

Time frame for resiraint use:
1) When is restraint to be used?

2) Where is restraint to be used?

Medicai Symptom héing treated by use of restraint: -

Physician Signature

Date




Quality Assurance Montoring for Physical Restraints

1. List of residents who are cufrenfly using restraint devices:

2. For the residents listed above, does each resident have a concent form signed by responsible
party? Yes : No

If no, explain why:

3. For the residents listed above, does each resident have a restraint order with a medical symptom
listed as to why the restraint is being used.” Yes No
If no, then explain why: : , '

4. For the residents listed above, does each resident have a PRE-Restraining Assessment, Restramt
Elimination Assessment, and a Restraint Release Record. Yes No
if no, then explain why:

Date completed:
Signature of Q.A. Coord.
Date reported to DON
Date reported to Admnistrator
Date reported to QA Committee
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Policy
(Restratnts)

Prior to restraining a resident the following will be determined:
1) The presence of a specific medical symptom that requires the use of the restraint.
2) How the use of the restraint will treat the medical symptom.
3) How the use of the restraint will protect the resident’s safety.
4) How the use of the restraint will assist the resident in attaining &/or maintaining
their highest practicable [evel of physical & psychosocial weli-being.

Documentation of medical symptoms that warrant the use of restraints will be
documented in the resident’s medical records, ongoing assessments & care plans.

Physicians orders is to reflect the presence of the medical symptom,

Residents who utilize restraints will be monitored for a systematic & gradual process
toward reducing the usage of restraints as indicated.

Date Implemented 8-24-2011
Written by: Glenda Turner RN
Approved by: Debbie Tucker RN, DON




~ Procedure for Using Restraints
(Complete the following steps for Restraint Usage)

1) Complete pre-restraining assessinents on any resident prior to the placement of a

. resfraint.

2) In an emergency situation the pre-restraining assessment is to be completed as
soon as possible.

3) Afier the pre-restraining assessment is completed the resident &/or the residents
responsible party is to be explained the potential negative outcomes & risks
assaciated with the nse of restraints as well as the potential for positive outcomes
associated with restraint usage. '

4) Restraint orders are to be obtained stating when & where the restraint is to be
used as well as the medical symptom that is to be treated by the use of the
restraint, : ' , : '

5) Physical restraint elimination/reduction assessmens are to be completed on a
quarterly basis. S

6) Charting is to be done every shift on a restraint refease record that will indicate
the type of restraint, the reason for its use, and that the resiraint is checked every
30 minutes & released every 2 hours.

Date.Implemented 8-5-2011
Written by: Glenda Turner RN .
Approved by: Debbie Tucker RN, DON




Monthly Quality Assurance Monitoring for New Employees (/Yurse aide Abuse Kegs for Background check)

Date Nurses Aide Criminal Bkgrd check | Criminal Bkgrd check | Are all Bkgrd checks in
Employee Hire Date Abuse Repgistry Local Police Report State Police Report files
Q.A. Signature: Date:
Date DON Notified:

Date Administrator Notified:




e Ak i

Monthly Q.A. Monitoring for Abuse»’Neglect Policies

1. Was all new employees background checks done timely and correctly:
Yes : No

2. If not, explain:

Date completed:

Q.A. signature:

- Date D.O.N. notified -

Date Administrator notified

Date reported to Q.A. committee:




JFehna

Policy/Procedure
(Nurse Aide/Abuse Registry Background Checks)

In an effort to safe guard residents background checks are to be done on all individuals
prior ta their hire or rehire.

1} The following background checks will be done on all potential employees:
A) Nurse aide abuse registry.
B) Criminal background check from the local police department.
C) Criminal background check from the state police department.
D) Check information from past & present employets if available.

2) A check list will be kept identifying the dates background checks were requested
received, & placed in each employees file, '

Revised by Glenda Turner RN, ADON on 8-23-2011
Approved by Kim Gibbons, Office Supervisor on 8-23-2011
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. 3) on. all Tood Kerdluss
Initial Activity Evaluation .

[] Admission [ Re-admirsion O Quarteriy OAnnosi [ISignificant Change OoOther

SRAT I\(.i‘\‘t}l\! ATV EINEDR \]\E It)\

Personal Preferences: Name - Color (s)

Animal : Food Alcohod / Tobacco use:

Birthdate_ / __ /__Rirhpalee - Dateof Admission,_ 4/
Living arrargements prior to admission . .

Merital Statos: [JM D OW [JS  Spouse’s/Significant others name ' Vereran? [ ves (o
Language Spoken Speech: [1Ctear [JUnciear, explain

Fasmier Occupation Education {able to read and write?)}

Clubs/Organizations .-
Voting Interest:  Registered voter? (OYes [JNo  Interested in voling? [JYes [INo  If Yes: [JAbsentee [JGoitopolis
Spiritual Invelvement: Church/teligiouns preference and fevel of perticipation:
If comently a member of a church, was the church notificd of resident’s admission? [JYes Mo
Ifnio, should the facility contact? [J¥es [INo  If Yes, contact person and phone mumber,

P|ICIN ACTIVITY PICIN ACTIVITY PICIN ACTIVITY

1 Cards Spiritual/Religions autvities Golfing
(Games _ Trips/Shopping Helping Others/Volunteer wotk
Crafis/Aris/Hobbies Spending time outdoors Parfica/Social events
Exercise/Walking/Togging Walking/Wheeling cutdnors Keeping up with the news
Sports ' Watching TV/Radio Community outings
Music Watching Movies Groups/Organizations
Reading/Audio books Gardening /Pianis Other:
Writing Talking/Conversing Other:
Baking/Cooking Woodshop/Tool shop Other:
Computer Hunting/Fishing Other;

When would you prefer to penticipate in scheduled activities? [JMoming [JAftermoon [JEvening [JNight None of these: explain
Prefemred activity setting: [JOwn Room [Duy/activities room  [Jinside facility/Offunit [JOutside fectity [ JOther
Do you take nzps? [1Yes [JNo Ifyes, wht time of day and how long?
Would you like to have a servics related job assignment? I yes, type

1 Vigion: [JGood [JPoor [JSecs well with plasses {JOther adaptive needs:

Arm Function: Right: [JFull OPatial {JNone Left: [JFull [JPartial [JNone .
- Hand Function:- Right— CJFull_[CPartial “INone Left: [(JEell Clpartial [ione . - o]

PHYSICAL STATUS
Diagnogis:
Concurrent Therapies: (daysiMimes schednled)
Diet order: [IFeeds self { INeeds assist, specify:

[(INceds adaptive equipment, specify

Hearing: [1Good (OPeor ODeaf [JUses hearing aide Mears bestin: [ Rtear [JLt car.

Mobility: Ambulates [Jindependently [JWith assist [JCane ] Wheslchair [Geri-chair []Confined to bed
[Other- : i
O™eeds ndaptive activity, specify:
[[Meeds essistance getting to and from activities,

Cngniﬁva’_Cnmmuﬂieaﬁnn _
CJRequires Reminders/oues  [JRequires extensive verbal ening  [JCannot comprehend instructions
[INeeds adaptive activity, specify
[INeeds adaptive equipment, specify




b

Aftitude: [ ]Enthosiastic (JCooperative [JChecrful Dwitling to try [IMotivated [IDepressed DOUncooperative CIwithdravm
OlAgathetic  {]Dwelis on iliness/other problems
Attitude toward life snd activities in general: [Jinterested UDisinterested

T FOATTION

ODiabetic {JLimited liquids [JPuresd or Soft [JRestraints OCombative [JVerbally Abusive ClSexuatty Agpressive
[Jatcobiol limitations (JNo cigarettes [JAssisi in writing [ JAssistin ADL’s [ Jienrt problems {TJCVA [JPacemaker OCardiac cysihythmias *
OIProne to seizare [JSun sensitive meds [dWanders [JATeigics (describe)

Other COMMENis

NAME: Last Firat Middle  TAttending Physician T(mm# r\oumfﬁed




QUARLERLY ACTIVITY EVALUATION

Resident Family or significant other  Staff

. . Show residents the response options and say: "While you are in this faciliy...” Enter codes in
boxg. Coding: 1, Very important 2. Somewhat important 3, Not very impeortant 4. Not important at all 5. Tmportant but can't do or no
choice 9. No response or non responsive :

Interview for Daily Preferences Interview ffor Activity Preferences
A, Tlow important is it to you 1o choose what clothes to wear? A. How important is it to you to have books, newspapers, and magazines to read?
B. How important is it to you to ake care of your personal belongings or things? B. How important is it to you to listen to music you Hke?
C. How important is it to you fo ehoose between a tub bath, shower, bed bath, or C. How important s it 10 you to ke around animats sach as pets?
sponpz bath? : |
D. How important I if to you to have sracks available between meals? D. How important is it to you to keep up with the news?
E. How important is it to you to choose your own bed time? E. How important is it to you to do things with groups of people?

£ How important is it to you to have your family or a elose friend involvad in

discussions aboul your care? F. How important is it to you to de your favorite achivities?
D

G. How important is 1t to you to be able to use the phone in private? G. How intportant 13 # to you to go outside to get fresh air when the weatler is
Good?

H. How important is it o you to have a place to lock your things o keep them H. How important is it to you lo participate in religious services or praciices?

saft? : )

C N " ACTIVITY P IC [N ACTIVITY
Cards Spiritual/Religicus activities Golfing
(ames Trips/Shopping Helping Others/Vohnteer work
Crafts/Arts/Hobbies Spending time outdoors Parties/Social events
Exercise/Walkingflogging Walking/Wheeling outdoors Keeping up with the news
Sports . | Watching TV/Radio Community outings
Music ‘ Watching Movies Groups/Organtzations
Reading/Audio books Gardening /Flants Other:
Writing ] .| Talking/Conversing ' Other:
Baking/Cooking ‘Woodshop/Tool shop : Other:
Comptey Hunting/Fishing Other;

When would you prefer to participate in scheduled activities? Morning_ Afternoon Evening Night None of these: explain

Preferred acﬁvity setting: Own Roem  Day/Activities room Inside Facility/Offunit Outside Facility Other:

Do you take naps? YES NO  If yes, what time of day and how long?

Would you like to have a service related job assignment? If yes, type

NAME: Last First Attending Physiclan - |Recond# Rocm/Bed
Middle




Fi W*MU-
Individual Resident Activities %&Wm

Code:

I = Acfive Participation 2 = Passive Particip

3=E

Neaded 4=1i

¢t 5 = Parti

L

with

6 = Refused/ Resist

Activities

1

2z

4

3

&

7

L4

Lt 5

16

hrj

o i

n

o w

26

Hobbies

n

Indopr Qutdoor Walks

Spiritual/Religions

Music

Exercise

Groups / Oi-gmimﬁnns

Games (Type)

Sports

Avis snd Crafis

Happy Hour / Coffes
Time

Parties / Secial Events

Shopping

Writing / Puzzle Rooks

Reads

Listens to Radio

Views Tel

‘Watching Movies

Knits/Crochets/
[EmbroidersiSews

Resident Coumcil

Taltking / Conversing

Distributes, Mail, Cards,
[Paper, Etc,

Speciat Interest

Gardening / Plants

Visifs other Residents

Visits ontside Home

Qther

Cavds

Trips

Tnittals

Name

RM#

Month/Year

Signatures:




Activity Policy
1. Initial activity assessements will be completed on each new admission to determine their interests and needs.

2. Each resident will be provided an ongoing program of activities that is designed to appeal to his or her interests
: as determined by the initial activity assessment. This will be provided 7 days a week.

3. Residents will be provided activities on an on going basis to promote or enhance their highest practicable level of
mental, physical, and psychosocial welt being. : :

4. Intiat activity assessment will include past and current interests. They will be updated quarterly 1o see if therr
interests have changed or their ability to be involved. Changes will be made to accomadate the resident
in what ever their need is. Rhonda Decker, Activity Director will monitor the assessments and change the
residents activity program to meet their specific need.

5. Activities will be provided as group activities or in room, as a one on one activity. Residents will be encouraged
to participate in either one. This will be provided 7 days a week.

6. Individual attendence and participation forms will be filled out daily on each resident in the facility. These will
be monitored to see if there is a change in a residents participation. This will be preformed 7 days a week

7. Activities will be provided by staff seven days a week.
8. Activity calenders that reflect resident's current interests will be posted monthly,

9. Activities will be discussed monthiy at the Resident's Counci Meetings to see if there are any problems.
or any changes they would like to see with activities.

10. Q.A. will monitor monthly to insure the residents needs for activities are being met. Interviews will be held
monthly 1o see that their interests are being included in the present activity program.

Revised 9-5-2011
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Quality Assurance Monitoring for Activities

Déte:

1.. Are all activities being provided 7 days_ a week: Yes No

- 2, List of Resident's ihterviewed concerning activities and interests being met monthly.

3. Compiaints from the Residents concerning activities:

4. Was daily monitoring of residents participation in activities done: Yes No

If no, explain why:

5. Is quarterly activity assessment being done: Yes No

If no, explain why

Date completed:_:

Date reported to D.O.N:

Date reported to Administrator:

Date reported to Activity Director:

Date reported to Q.A. Committee:




P

Activity Policy

1) Initial activity assessments will be completed on each new admission to determine
their interests & needs. ‘

2) Each resident will be provided an ongoing program of activities that is designed
to appeal to his or her interests as determined by the initial activity assessment.

1) Residents will be provided activities on an on going basis to promote &/or
enhance their highest practicable level of mental, physical and psychosocial well
being,

4) Initial activity assessments will include residents past & current interests.

5) Activity assessments will be up dated quarterly &/or as indicated to ensure any
change in inferest has been identified.

6) Activities will be provided daily to residents as they tolerate,

7) Inroom activities will be provided to residents who are unable to attend out of
room activities,

8) Individual participation forms will be completed on residents to maintain a record
of activities attended.

9) Activities will be provided by staff seven days a week.

10} Activity calendars that reflect resident’s current interests will be posted monthly.

Revised on §-23-2011
Written by Gienda Turner RN, ADON

Approved by Debbie Tucker RN, DON
Approved by Rhonda Decker, Activity Director
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sed/ Resisted

Yndividual Resident Activities

Code: 1= Active Participation 2= Passive Participation 3 = Enconragement Meeded 4 = Independent 5 = Participates with sssistzwes § = Refu

Activities elalsbalelslslolofn|lulalsjuls|slrisiotloja|nfolu|js|jajais =

Huobbies

Indoor Outdeor Walks

SpisimalReligi

't

Misic

Exercise

Graugs { Qrganizations

Games (Type)

Spurts

Arfs and Crafts

Happy Hoar / Coflee
iLime

Parties / Secigl Events

Shepping

Writing / Puzie Books

Reads

Listens 1o Radis

Views Television

Watching Movies

Knits/Crochets/
mbroiders/Sews

Resident Coaneil

Tallang / Conversiog

Pinriblltﬁ. Mail, Cards,
T

Paper, Bie.
Specisl Interest

Gardening / Flants

Visits other Resident

Visits oatside Home

Other

Cards

Trips

Initisk

Name RM# ' Month/Year

Signatures:




- Policy
(Washing Hands during Wound Care)

1) Prior to starting dressing change wash hands
2} Apply clean gloves,

3) Prepare dressing supplics
4} Remove soiled dressing,
5) Remove soiled gloves

6) Wash hands
7y Apply clean gloves.

8) Clean wound.

9) Remove soiled gloves.
10) Wash hands.

11) Apply clean gloves

12) Dress wound

13) Remove soiled gloves
14) Wash hands

Revised on 8-25-2011
Revised by Glenda Turner RN
Approved by Debbie Tucker RN, DON
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Policy
(Providing Full Visual Privacy for Residents)

Ceiling suspended curtains will be maintained in each residents room to ensure they have
full visual privacy from other individuals while care is being provided &/or as the
resident destres.

Full visual privacy will be provided by the staff while care is being provided.

Curtains &/or tracking will be supervised & maintained by the Housekeeping Supervisor
& the Maintenance department.

Written by Glenda Turner RN ‘
Approved by Debbie Tucker RN, DON
Date Implemented 8-23-2011




Weekly Quality Assurance — Code Status Monitoring Sheet

Date

Name

Room

New Admit

Re-Admit

Monitoing

Chart

Bed

Doors

Medicine Sheet




Quality Assurance-Changes in Code Status

Date;

Residents name:

What does the new order say:

Make changes fo the ‘follow'ing:

Medical records

Care pians (resident, CNA book, rocom care plans)

Door

Bed

Name:

Date:

Please give to Amy Huff Rn Q.A. Coord



Monthly Q.A. Code Status Monitoring Form

Date:

" Names of New admits and Re-admits

Code status monitoring checked and reviewed for accuracy on all new admits and
re-admits: Yes No

Was all 30 day orders checked for correct Code Status:
Yes . No

Was all new orders checked for change in Code Status:
Yes No

- Was any problems identified: Yes | No

Explain:

Q.A. signature:

Date D._O.N'. notified:

Date Administrator notified:

Date reported to Q.A. committee:




FRINTED: 08/18/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' . FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SER\(ICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ' COMPLETED
‘ ‘ A BUILDING 01 - MAIN BUILDING 01
| 185298 5. ine 08/02/2011
NAME OF PROVIDER OR SUPFPLIER . STREFT ADDRE{ T T sosome
1801 WEST H :
HICKS GOLDEN YEARS NURSING HOME MONTICELS . ) D
(X4} D . SUMMARY STATEMENT OF DEFICIENGIES ' b ' PROVIDER'S P DF_;;C%RR ToN il 5}
PREFIX - (EAGH DEFICIENCY MUST BE PRECEDED BY FULL : PREFIX (EACHICPIRRECTMVE'ACTTON SHOUED BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} : TAG CROSSREPHRENCED TO THE APPROPRIATE DATE
, i : DEFIGIENCY)
T Thvision o oot Sare
- ' Southern Enforcement Branch
K000 | INITIAL COMMENTS j K000 ‘ ‘
TYPE OF STRUCTURE: 1877 One-story
unprotected frame Type 111(211) with a
complete automatic sprinkler system throughout.
A life safety code survey was initiated and
concluded on April 21, 2011, The findings that
: follow demonstrate noncomptiance with Title 42,
Code of Federai Regulations, 483.70 (a) et seq
(Life Safety from Fire). The facility was found not
to be in substantial compliance with the
Requirementis for Participation for Medicare and
Medicaid.
Deficiencies were cited with the highast
deficiency identified at "F" level. _ ‘
ngsi NFPA 101 LIFE SAFETY CODE STANDARD K052|  please accept our credible
A fire alarm system required for life safety is allegation of complaince] - 8-25-11
installed, tested, and maintained in accordance ' . . . , s .
with NFPA 70 National Electrical Code and NFPA | . The five fire doors identified will
72. The system has an approved maintenance . - be changed so they cannotl be redet
and testing program complying with applicable . P . 3
: requirements of NFPA 70 and 72, 9.8.1.4 while the facility fire alarm is
still showing fire conditions.
The fire alarm system will be
updated to ensure it funcations.
in accordance with the NFPA
standards.
Policies and procedures will be
reviewed and revised as indicatdd.
, ' uality Assurance will monitor
This STANDARD is not met as evidenced by: Q v
Based on observation and interview, the facility monthly to ensure fire dgors are
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ‘ TITLE (X8) DATE
S~ A A f/?ig &y

Any deﬂcieﬁgy statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing 1t Is determined that
oiher safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documenis are made available to the facility. If deficiencies are cited, an approved pian of comrection is requitite to continued
program participation.

FORM GMS-2567(02-98) Previous Versions Obsoleta Event iD:R3DHZ1 Facility ID: 100485 ‘ if continuation sheet Page 1 of 2



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/18/2011
FORM APPROVED
CMB NO. 0838-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

185298

2 MULTIPLE CONSTRUCTICN
A BULDING @1 - MAIN BUILDING 01
B. WING

(X3) DATE SURVEY
COMPLETED

08/02/2011

NAME QOF PROVIDER OR SUPPLIER

HICKS GOLDEN YEARS NURSING HOME

1801 WEST HIGHWAY 90 BYPASS
MONTICELLO, KY 42633

STREET ADDRESS, CITY, STATE, 2IP CODE

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH GEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

ID !

DEFICIENCY)

! PROVIDER'S PLAN OF CORREGTION %5)
PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE

K 052 |

Continued From page 1

failed to ensure the building fire alarm system
functioned as required by NFPA standards. This
deficient practice affected five of five smoke
compartments, staff, and all the residents. The
factiity has the capacity for 80 beds with a census
of 58 on the day of the survey.

The findings include:

During the Life Safety Code tour on 08/02/11, at
3:15 PM, with the Director of Maintenance

. (DOM), a test of the facility fire alarm system

reveaied the fire doors wouid close when the
alarm was activated but could be reset while in
the silent mode to the open positicn while the
system was still showing fire conditions. An
interview with the DOM on 08/02/11, at 3:15 PM,
revealed the DOM was not aware fire doors
should not be able o be reset while the fire alarm
system was still showing fire conditions.

Reference: NFPA 72 (1998 Edition).

3-96.3 _ .
All door hold-open release and integral door
release and closure devices used for release
service shall be monitored for integrity in
accordance with 3-8.2,

K 052

R

See Attachment

Workihg.properly.
Completion date 8-25-11

I and J

FORM CMS-2567(02-99) Previous Versions Obsolete

Event {D: R3DH21 Fagility ID: 100485

If continuation sheet Page 2 of 2



Jghonst L

Policy
(Fire Doors)

1) Fire doors will be monitored on going to ensure they can not be reset while the
fire alarm system is showing fire conditions.

2) Fire alarm system will be checked periodically by the SimplexGrinnell Company
to ensure it is working properly.

3) Facilities maintenance department will perform routine fire drills.

4) During routine fire drills maintenance personnel will ensure fire alarm system is
working correctly.

5) Maintenance personnel will notify SimplexGrinnell if a problem is noted with the

fire alarm system.

Revised on 8-25-2011
Written by Glenda Turner RN
Approved by Delbert Denney, Maintenance Department Supervisior
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B SAFE.
TR# /o f
ATyco International Company ‘ 973 Banslgy Strest, Suite 150
7 e, =
TASK/CALL # | of l? 7 O\ 5 If/l | Lexingion, KY 40509

_ — P.859-284-7233 F 859-204-082¢
UCENSE# | [/ 70 &7 PROJECT # -

NAM CUSTOMER PURCHASE ORDER . -
. “PUT CUSTOMER STAMP ON ALL 3 PAGES'
1&"! b s "if‘fc{é’)ﬂ %{’drz SN T O A T T B ,
ADTRESS (OR ATTENTIGN,C TABOB- REG. | LABOR-OT | LABOR-DT
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;}f/f}?—;’“j‘c;ﬁf/ [ /’:4/ FaAo3z L |
TRARFIVAL DAIE | BILL. | NON-BILL |SEAV. COMPL] AGE CODE | NAT. AGGT. o - ;} 7/ MILES
o# 210/ | X 1206 wfj YRS AT I o)
NAME (BiLL TO);" LY RECOMMEND [MME
ADORESS
CIY ' 3 .S:I'ATE\ I
— - the terms

| authonze S|mplexGr|nne|I to

bt TP o e K

Custoifier signature

!(proceed with the work as agreed o and outlined below: -

.‘><£_“ d’g 5:33 ./1

Date

z";—s—wrz,fi

PAYMENT TERMS
(1 Time and Materiat

IMMEDIATE ]
1 Fixed Price of $

cob [ NET 10 (]

[] Price Not to Exceed $

DEPOSIT § BALANCE DUE $ (1 BILLABLE (] NON-BILLABLE

¥

r~ A Ty . . o
SCOPE OF WORK / PROBLEM GODE F‘; o Dosrs cesey ol Stlenl2 iw 57’,::&& 7 S0

WORK PERFORMED / RESOLUTION CODE Lz pa e A, C/;,?/ & oof 71/ = 5 /);,y;;( ann Fz (i 2l

SRt ::}tj

A r‘iﬂ_/&-L Horaoa o ‘%{U”f} fr%x« hsa v 5 %'“i«i’#f'
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‘| GRP PRODUCT .D. SERIAL # / DESCRIPTION NO. USG. UNIT PRICE

(I S S N Y _ ii

SR N N N T A I [

A A W A I N N O [

SYSTEM'TYPEfLocAT:ONé,!/ Jo o F D CONTACT NAME

LA

TOTALS

IMPORTANT NOTICE TO CUSTOMER

Customer acknowledges and agrees to the terms and canditions on the teverse side of this Service Request, agrees that the services have been.compl
and repalr, unless services performed were of a temporary nature, in which case Customer acknowledges that parl of customer's system may have beerr bypassed or is otherwise inoperable until service can be compleled
»| CUSTOMER!S ATTENTION IS DIRECTED TO THE LIMITATION OF LIARILITY, WARRANTY, INDEMNITY AND OTHER CONDITIONS D!f THE REVERSE SIDE. .

d to Custemer's

and that the system is in good working order

CUSTQ_MER. ACCEPT}NCE /

—SIMP

Ll RINNEHL LP

© SimplexGrinnell LP 2007
All rights reserved
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