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HHachmen 4 #/G

Resident # (1
/Reh’m (4711

Appalachian Regional Healthcare, Inc.

Inietdisciplinury Plan of Care

Problem Number

DISCIPLINE GOAL DATE
DATE PATIENT PROBLEM GOAL INTERVENTIONS INTERVENING INITIALS DATE | RESOLVED

. [Pev, QQCDP\f

QoS¢ NON-RESTRICTIVE SIDE |  No decrease fn (1) ENCOURAGE RESIDENT TO NSG v,
| RAILS ROMorinjufy ~ EXERCISE UPPER ANDLOWER | p (s R 12| 5%
Resdent cannot X’ 90 Days EXTERMITIES/JOINTS ON THEI}
St \rane@r OWN OR WITH RNA OR
THERAPY, WHICH EVER
APPLIES
(2) ENCOURAGE RESIDENT TO USH
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 TO 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) SIDERAIL ASSESSMENT ON
ADMISSION AND QUARTERLY
'(8) CLINICAL MONITORING
FREQUENTLY FOR ANY
PROBLEMS OR INJURIES ARD

DOCU]VIENT :5" ;—{_ ; . | [
_ oy MERRAOBI

ARH FORM E-X-36 (Rev. 6/06)



Appalachian Regional Healthcare, Inc.

Interdisciplinary Plan of Care
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- Siderail Decision Tree

I Ask an/or observe resident’s behavior related to-yfc}g!csil_'c for siderail use. (Resident desires supersede family desires.)

)

I

. )

r Wants siderails up

Wants siderails down or

can not d Etirmine.
1 i
( h /

Assess:

Weight bearing,
Transfers,
Standing balance, -

1s there a risk to the "y — ; "
. ;e -], P — . , ‘ Wants Sideratls up. ,
Resident if siderails . ‘ Assossing Risk. \r-f s Sideralls up é];?tng balance
are up? Observe resident getting - L
. . . Diagnosis,
infout of bed and into/out of Bed mobility
¢ wic it that is the niode of '

lio

—

N\,

reverse side)

Documen
on reversg
side

Y

\.

Obtain reasén &

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

éafety Plan NeedeQ risks
AL ’

N
Consider benefits, burdens &
with residents, family and
BT

L mobility,
Assess choice — why isn't it < Unable to get in/out> Able to get infout of
a risk? (Document on A of bed safely. ‘bed safely.
Has or mza:e desire to N —’—’Vr No si(;;;ﬂgeded. g i;-l/g:??ffe% e;t
get out of bed. » N0 ' [ AN all,

int. o [ A,
restcalt) Consult with resident, family & Y ) e e .
, IDT. Consider benefits, burdens | s Agree with no siderails. P Ne
Y & risks. Develop a safety plan. ¢ L )
Final Summa —v ' - - -
r Y J . ) ~ Note “Siderail not Resident/family conference to
‘ Siderail alternative creates needed” on care plan. develop plan based upon resident
more burden/risk than siderail ?ﬁﬁ\
use? - i \_‘
Yes No r Final SummaryJ ( )
Y
Siderail up, note “Restrictive Siderail” on care plan. Note the safety plan on ' Siderail up, note “Non-Restrictive Siderail” onfare
Document reason making process. Obtain MD order _ the care plan. plan, (Siderai fscpot a restraint)
& corresponding dx. (Siderail is a restraint) - Evaluatiqn ongoing. !
—v— —~v— (¥ ) -
I ~ Final Summary ] r{"inal Summary J [thﬁ'l'S{mmaryJ
. . . s - . ’ 7 ‘
Resident Name:, Gem ‘ LF? A . Nursessign: w{" IANC LA M% =

SR Decision

——————

pue__J1 {2001 O

X
“
S
(Y
st
b
N
=~
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Appalachian Regional Healthcare, Inc.

Interdisciplinary Plan of Care

Problem Number

ﬁ"-‘fcqc;hn%«/% w7

"Rcsldff’l"!'

Roem #1477

om sl

GOAL

(6)

10

(8 CLI ‘
.- FREQUENTLY FOR ANY = .

THE RAILS UP TO SERVE AS A
REMINDER OF THE PAREMITEF
OF THE BED

ENCOURAGE RESIDENT TO BE
UP OOB IN CHATIR AS MUCH AS
POSSIBLE AND TO:BE ACTIVE
IN ACTIVITIES °

SIDE.RAIL ASSESSMENT ON
ADMISSION AND QUARTERLY
CLINICAL MONITORING

o T P DISCIPLINE : DATE
DATE . PATIENT PROBLEM GOAL INTERVENTIONS INTERVENING  |'NTTIALS | pate | RESOLVED
' lﬁemu) = ;
ecopy NON-RESTRICTIVE STDE | N : |
| g o decrease fn (1) ENCOURAGE RESIDENTTO | NSG o | s
G5 RAILS _ ROMorinjudy ~ EXERCISE UPPER AND LOWER
AxN elt CPalsey | X 90Days EXTERMITIES/JOINTS ON THEIR
and Hy OWN OR WITH RNA OR
N : THERAPY, WHICH EVER
adivity ., Cecldacl APPLIES
) met (2) ENCOURAGE RESIDENT TO USH
CALL LIGHT FOR ASSISTANCE
aﬁw CO bk AS NEEDED TO HELP RAISE
Bncwfa wrcondplhd AND LOWER SIDE RAILS IF
oMot NEEDS ASSISTANCE IF ABLE
Mieiale (3) PT/OT TO MEASURE ROM ON
el ¢ ’\%«M%f ADMISSION AND PRN
| (4 RESIDENTUNABLETO
‘ " AMBULATE D/T MEDICAL
 CONDITION -
(5) RESIDENT FEELS SAFE WITH

ARH FORM E-X-36 (Rev. 6/06)

PROBLEMS OR INJURIES AND
DOCUMENT o
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‘Siderail Decision Tree

—

Ask an/or ebscryve resident's behavior related tn-t}:c desive for siderail use, (R

esident desires supersede family desires.)

r Wants siderails up

Y

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

: Y

>
Yes . ——pf

"

Assess choice — why isn't it
a risk? {Document on
reverse side)

Unable to get infout
of bed safely,

AN
/”

Wants ;felallb down oj

can not dcte: nine.

(3

Asscssing Risk.

‘ ] Wants Siderails up.

Assess:

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

Docuinen
on reverse
side

Observe resident getting

in/out of bed and into/out of

wic if that is the mode of
mobility.

Gait,
Diagnosis,
Bed mobility.

»

Able to get infout of

‘bed safely.

v

Obtain reason &
document, Note “Rails
up per resident choice”

on care plan. (Rails nota
restraint.)

o

nable to get

&
S
(:':
+
i
—
0(:

’ Y
( Final Summary J

Yes

Siderail up, n
Document reason making p

& correspondlng dx. (Siderailisa restraint)

note “Restrictive Siderail” on care plan.

rocess., Obtain MD ordet

the care plan.
Evaluation ongoing.

Has or may have desire to —————Pr No sicg:;'gieeded. in/out of bed at
get out of bed. ———» No ‘ i A all.
Consider benefits, burdens &
< Safety Pl an Nee de risks with resicil)cnts, family and
[ AP .
Consult with :esndent family & ¥ - — N
IDT. Consider benefits, burdens es Agree with po siderails. ¢ Mo
& risks. Develop a safety plan. v (\!
B A . .
. Note “Siderail not ‘Resident/family conference to
Stderail alternative creates needed” on care plan. develop plan based upon resident
more burden/risk than siderail needs.
use? y i
l No rFinaI Summary J (L >
Note the safety plan on - Siderail up, note «Non-Restrictive Siderail” on par¢

plan. (Siderail is not a restraint)
LN

(v)

rFina] Summary J

$RDecision

—§
r Final Summary i

Resident Name:,

//Aﬁo

Date:

?OGW‘

#1481
/o

rFInal Summary J
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Ftochmest #/Y

- 'Appalachian Regional Héalthcare, Inc. A 5 o 7 o
Interdlsc;plmary Plan of Care “Resident 1§

Roam ¥ [4§~1

Problem Number

T BV T DISCIPLINE — | GOAL | DAE
DATE PATIENT PROBLEM GOAL ~ INTERVENTIONS G |mmats| GRE | pesoiven

N[1]200% | NON-RESIRICTIVESIDE  |Nodecreasein {1) ENCOURAGE RESIDENT TO NsG ‘
RAILS ROM or injury EXERCISE UPPER AND LOWER SO
Resideols farmily Requests X 90 Days EXTERMITIES/JOINTS ON THEIR
Sde Rais wp ,ed Qabr OWN OR WITH RNA OR
Risks andh wm Renrist +o THERAPY, WEHICH EVER
Yeep side Railslip , & fbsident APPLIES
b Oy of Qengbeal Peley 2) ENCOURAGE RESIDENT TO USE
Wiy, contRoctuges. 1““‘* ‘nga CALL LIGHT FOR ASSISTANCE
&ﬂg;ﬁ‘ AT’“C_S“%Q o [ Pudoecl AS NEEDED TO HELP RAISE
ﬁ’wt%wp‘f" o0 AND LOWER SIDE RAILS IF
EDS 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 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
|8) CLINICAL MONITORING
FREQUEN J.LY PUR AN Y
PROBLEMS OR INJURIES AND

ARH Form EX-36 (Rev. 5/08] - PAGE NO. 10F2 o — ”"[II mll”HHHI m|
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Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care

‘Rcstc‘{cwﬁ #1¢

"-}{a(}m # jiuk -
DATE PATIENT PROBLEM GOAL INTERVENTIONS INDT‘E;\','Eﬁ:‘EG Tnmars %ﬁfg' RESOLGED

v 1l ﬂ@ﬂuguﬁk&&aw (ot | Cont VS6 3w | 10y
oy 0\ PRt et | Casa NS & S | 1zolo
P\Qf\l\\\\\b C-H Cen Kk {Cout. NS 6 Sl LF//A
flotio | Cort Cosk | comd M5B [seu| 7/
Ceu10 Casd &J‘{ﬁ et NS6 S0 1010
Reolo [Lert | ewh NSE |50 | 1))

ARH Form EX-36 [Rev. 5/08) PAGE NO. 2 of 2



-Siderail Decision Tree

—

Ask an/or observe resident's behaviot rekated to},h"dwn ¢ for siderai

[ use. (Resident desires supersede family desires.)

l Wants siderails up

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

: ¢

L —
" Yes —————»

reverse 51de)
L

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

Unable to get infout
of bed safely.

1
Wants side

—
8§ s down or
can?ﬂﬂ rmine.
.
L

Asscssing Risk.
Observe resident getting

w/c if that is the mode of
mobility.

infout of bed and into/out of

‘ W Wants Siderails up.

(a

Gait,

QObtain reason &

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

restraint.)

Has or may have desire to
get out of bed.

L ——p» No

——

<= Safety Plan Needed >
A

Consult with resident, fami

ly&

<A

_—
——'——.'—>|7 No si(jﬁ;'ljl:ieded.

Diagnosis,

Nﬁed mobility.

S5€S5;
Weight bearing,
Transfers, Documen
Standing balance, - on reverse
Sitting balance, side

ble to get infout of
_bed safely.

Consider ben

~burdens &

risks with remdents family and

\.

’ h 4
F Final SummaryJ

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

——

Siderail alternative creates

~ Note “Siderail not
needed” on care plan.

1IDT.
[ \ , -
Yes Agree with rails. | ) No
‘

Yes

more burden/risk than siderail
use?

N\

‘Resident/family confcren
develop plan based upon resident
nceds

———
[fFinal Summaru

[No_|

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.

l —F
F Final Summary J

4RDecision

RcSIdcnt Name.

Date:

R som
W\ \?po\ T

—5—
r Final Summary I

#yi-r

bl o T’L

plan. (Stdcr%not\ﬁrestlamt)

Siderail up, note\‘Ncrnf(t’.stnctive Siderail” onfare

(¥ )

( FlMaryJ |

‘Nurse sign: L Vmnan WV"WZAXL_/

LU* oy
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Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care Recident #1 G

"Koom * Y2

Problem Number

DISCIPLINE
INTERVENING

GOAL DATE

INITIALS | ‘h At | RESOLVED

DATE PATIENT PROBLEM GOAL INTERVENTIONS

\ z ] NON-RESTRICTIVE SIDE | No decrease in [(1) ENCOURAGE RESIDENT TO NSG m | )
0q RAILS ROMorinjury |  EXERCISE UPPER AND LOWER 0q
eos sm B X’ 90 Days EXTERMITIES/JOINTS ON THEIR
M OWN OR WITH RNA OR
o oG SN Aok THERAPY, WHICH EVER
5 olely haibs —vy APPLIES
Congmug o Aaguast (2) ENCOURAGE RESIDENT TO USE
ok Aanlo OD CALL LIGHT FOR ASSISTANCE
: AS NEEDED TO HELP RAISE
Zsidasnk v d{pw\dwd AND LOWER SIDE RAILS IF
bo{ Geal NEEDS ASSISTANCE IF ABLE
o (3) PT/OT TO MEASURE ROM ON
VMO Ky ) XN Wb ADMISSION AND PRN
‘ ’to(»«lﬁ up (4) RESIDENT UNABLE TO
clatnmi W OE? AMBULATE D/T MEDICAL

,m.wé 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 OOB IN CHAIR AS MUCH AS
POSSIBLE AND TO BE ACTIVE
IN ACTIVITIES

(7) SIDE RAIL ASSESSMENT ON
ADMISSION AND QUARTERLY

oy T IR AT AL IT D IN 2
Lo AT IV L L g s B )

FREQUENTLY FOR ANY
PROBLEMS OR INJURIES AND

ARF Forvr.ﬁ (Rev. 5/08) Poce NEEIO..IOM ‘Illlm 'H"”HIII




Appalachian Regional Health.e, Inc.
Interdisciplinary Plan of Care

_ABHchmest g #

Resident #1G
Room # j4€ -2

(7

., DATE PATIENT PROBLEM GOAL INTERVENTIONS IN‘}'E&Z&T‘,& | INITIALS GOl | RESOLVED
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- Gjderail Decision Tree

Ask an/or observe resident’

s behavior velated to the desire for siderail use.

(Resident desires supersede family desires.)

rWants stdepails up

1/

Is thMisk to the
Resident if siderails

—
Assess choice — why isn’t it

a risk? (I}os{lgent on
reverse side)
- fa 1

[/

- Obtaﬁ're/as%on &
decument, Note “Rails
up per resident choice”

on care plan. (Rails nota

restraint.)

N

h 4

\

can not determine.

’ ) ;
Wants siderails down orj

h

Observe resident getting
infout of bed and intofout of
w/c if that is the mode of

Assessing Risk.

wants Siderails up.

—

Assess:

Weight bearing,
Transfers,
Standing balance, -
Sitting balance,

i Gait,

mobility.

Unable to get infout
of bed safely.

Has or may have desire to
get out of bed.

<Elfety Plan Needed
-

- SR

\

Consult with resident, family &
IDT. Consider benefits, burdens

& risks. Develop a safety plan,

——

Siderail alternative creates
moare burden/risk than siderail

. No

—

Able to get infout of
‘bed safely.

Diagnosis,
Bed mobility.
\

Documen
on reverse
side

No siderail needed.

v —

in/out of bed at

Unable to get

all.

Consider benefits, burdens &
risks with residents, family and

=)
"

R
-
H
N
)

Note “Siderail not
needed” on care plan.

——

IDT.
—y—
Yes Agree with no siderails. >_’,’N°‘
A

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

use?

N

o

1

| rFinaI Summarg

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.

T ﬁ—
r Final SummaryJ ‘ Final Summaty J
' e [y6-
Resident Name: _B“UW\ . j%cll |
$RDecision o ) L

Date: i ‘ A O

g

!

Siderail up, note

“Non-Restrictive Siderail” onfare
plan. (Siderail is not 2 restraint)

¥

FFinal SummaryJ

. Nurse sign

:,ag/diww: W

92w
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Problem Number

Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care

{?75/6}6,@'/}7&_,./ 27

7?(:5 i« nt 20D

Roem F (49

opecl Rontace
(:J M’m

GMA(»\ 2
PN

2)

3)

4)

5}

6)

7

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

ENCCURAGE RESIDENT TO BE
UP OOB AS MUCH AS POSSIBLE
AND TO BE ACTIVE IN
ACTIVITIES

SIDE RAIL. ASSESSMENT ON
ADMISSION AND QITARTERL Y

- DISCIPLINE GOAL DATE
DATE PATIENT PROBLEM GOAL INTERVENTIONS g [NmALs| T | resowvep
h _ | SIDERAILLS UP PER No decrease in §1) ENCOURAGE RESIDENT TO _ Ser l
u \ 0 \ /O | RESIDENTS CHOICE ROM o injury | EXERCISE UPPER AND LOWER NG pan
X’ 90 Days EXTERMITIES/JOINTS ON THEIR

ARH Form EX-36 {Rev. 5/08]

(8)

CLINICAL MONITORING
FREQUENTLY FOR ANY
PROBLEMS OR INJURIES

NSG PAGE NC. 1 of 2
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- Siderail Decision Tree

fF'\\ Ask an/or obscrve residen

t's behavior related to-the desire for siderail use. (Resident

desires supersede family desires.)

l

r Wants siderails up

(*V>

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

-

0

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

Y
Wwants siderails down or qsess:
can not determine. Weight bearing,
~ Transfers, Documen
r Standing balance, - oIl revers
. . Wants Siderails up. itti
Asscessing Risk, ' p’ ?}l;ti!tng balance, side
Observe resident getting Dia P
. . gnosis,
infout of bed and into/out of Bed mobility
wic if that is the mode of \_ )

Able to get infout of .
bed safely

L reyers_g:side)
)
/— p—

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

EW

rFinal Summary J

Yes

-

No sndera:l needed

mobility.
\.
Unable to get infout
of bed safely.
Has or may have desire to N
get out of bed. > °
——

<< safety Plan Need§d>
I A

all.

Unable to det
in/out of beq at

Consider benetlts, burdens &
risks with res1dents, family and

4—< Agree with no mderails.

Consult with resident, family &
IDT. Consider benefits, burdens Yes
& risks. Develop a safety plan. ‘
~ Note “Siderail not
Siderail alternative creates " needed” on care plan.
more burden/risk than siderail \
use? \
l No rFinaI SummaryJ

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

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

‘ _ Final SummaryJ

——
rFinal Summaru

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

Y

Siderail up,

plan. (Siderail isnota restraint)

note “Non-Restrictive Siderail” onfare

v

‘ Final Summary J

§RDecision

Rcs:dcnt Namt

Rooen 1492

D 1&!%@](0

___ iNurse s:gngem\ W@W

C&‘
.
e
D
e
.
S‘:-‘,
~

\Z & oy
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Appalachlan ‘Regional Healthcare, Inc.: -
Interdlsc:plmary Plan of. Care o

Problern Number

Resident ¥
“Rewn

1492

| DA | PATIENT PROBLEM. ..

. GOAL et

. INTERVENTIONS.. ... [

‘DISCIPLINE - INITIALS ‘

T GOAL | DATE |

:lﬂblnwam&+%k |

- OWN OR WITH RNA OR
;| THERAPY, WHICH EVER
: APPLIES

2) ENCOURAGE RESIDENT TO USE
t CALL LIGHT FOR ASSISTANCE
: AS NEEDED TO HELP RAISE:
; AND LOWER SIDE RAILS IF
' NEEDS ASSISTANCE

3) PT/OT TO MEASURE ROM ON

ADMISSION AND PRN

4) RESIDENT USES SIDE RAILS TO
. TURN SIDE TO SIDE IN BED AND
i RAISE AND LOWER HEAD OF
¢ BED AND TO HELP TRANSFER
: AS NEEDED |

5) RESIDENT FEELS SAPE WITH
. THE RAILS UP TO SERVE AS A
' REMINDER OF THE PAREMITER
: OF THE BED:' j

tay ENCOURAGE RESIDENT TO BE‘

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

{7 SIDE RAIL ASSESSNIENT ON

ADMISSION AND OUARTERLY

: : INTERVENING DATE +*|RESOLVED |’
S NS [ - 1 o
i l 2(5‘ JO | SIDERAILSUPPER No decrease in 1) ENCOURAGE RESIDENTTO | Sen) o [ 1O
! ' RESIDENTS CHOICE ROM or injury | | EXERCISE UPPER AND LOWER | NS |
AR A wwbso X’ 90 Days | EXTERMITIES/JOINTS ON THEIR

ARH Form EX-36 [Rev, 5708]

(8) CLINICAL MONITORING

FREQUENTLY FOR ANY
- PROBLEMS OR INJURIES; -

NSG o BAGENOL 1o T

S0




‘Sjderail Decision Tree

lated to-the desire for siderail use. (Re

sident desires supersede family desires.)

TN Ask anfor observe restdent's behavior re

r Wants si}(/i_gpai{:; up

(1)

\

Is there\:rﬁﬁ to the

Resident if siderails

are up?

e -
' Yes ______._—*f/—_

(x ’wf)

wic

’ infout of bed and into/out of

-

Y
Wants siderails down or " Assess:
can not determine. Weight bearing
¢ Transfers, Documen
Standing balance, | onrevers
— Wants Siderails up. itti
Asscssing Risk. W ants Siderails up g;;ti:;ng balance, side
Observe resident getting ' Dia g’n osis
3
Bed mobility.

if that is the mode of
mobility.

Unable to get in/out

\.

document, Notc *“Rails
up per resident choice”
on care plan (Rails nota

7):ramt D)

\/.

< Safety Plan Needed
-

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

FmLLSKélmary J

—v—

Siderail alternative creates

more burden/risk than siderail

Able to get infout of
_bed safely.

use?

Yes

IDT.
—y—

Yes Agree with no siderails.

h
. Note “Siderail not ‘Resident/family conference to
needed” on care plan. develop plan based upon resident
— v needs.
No [fFina{ Summ_aryJ
]-v—' \ 4

Assess choice — why isn’t it
arisk? (Document on of bed safely.
re'}pélfse\sxde)
{ Has or may have desire to ———_>r No siderail needed Unable to 4ot
] o siderail necded. in/out of beq at
s get out of bed. » No A 4 all
Obta son & .
s A Consider benefits, burdens &
risks with residents, family and

)
™
N
[N
e
e
™N
0

Siderail up, note

Siderail up, note

Document reason ma
& corrcspondmg dx. (Siderail i

“Restrictive Siderail” on care plan.

Note the

king process. Obtain MD order
is a restraint)

the care plan.
Evaluation ongoing,

safety plan on

“Non-Restrictive Siderail” on
plan, (Siderail i

is not a restraint)

[Lare

y

r Final Summary J

——
‘ Final Summary i

rFinal Summary J

$RDecision

Resident Name:_, R 80mM
\ A ]_%Q Lo

Date:

5 -2

Nutse sign: G&&W@m M"‘

-

st
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Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care

Problem Number

A¥ach ;vafgi ;Q
I’RCSEdﬂ#‘x“' # a2
"Reem #j50-2

Aelpeenty Lo Dale
ity P easec! PO
icc:\wu%’em O ?OZ»
12\(/0% /’J’P?'ﬁé-fj ¢ %/

2)

3)

4}

5)

6)

7

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

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

SIDE RAIL ASSESSMENT ON
ADMISSION ANTY QUARTERLY.

- - ' - DISCIPLINE GOAL DATE
DATE PATIENT PROBLEM GOAL INTERVENTIONS NTERvENING  |INITIALS | ore | RESOLVED
/e /zw 5 | SIDERALLS UPPER No decrease in {1) ENCOURAGE RESIDENTTO MSE Sed = /70
RESIDENTS CHOICE ROMorinjury | EXERCISE UPPER AND LOWER -
Ranictesd A76x 3 X’ 90 Days - EXTERMITIES/JOINTS ON THEIR

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

(&

CLINICAL MONITCRING
FREQUENTLY FOR ANY
PROBLEMS OR INJURIES

NSG PAGE NG, | of &

o




Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care

Kesident + g2
Room # ST -2

DATE PATIENT PROBLEM GOAL INTERVENTIONS SN ING | nmiaLs o ECOIVED
Loy 2/10 ISRP - et cend cont wSe |50 |5/
Reusfio |Cevck Cont— et NER il o
%ﬁ;‘}ﬁﬁ Sﬂ CoA Cad— NSh sl

| Caah I ISt 0 [ )0

ARH Form E_-X-3<5 {Rav. 5/08)
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- Siderail Decision Tree _

Ask am/or observe resident’s behavior related to/ﬂfl?

]

d\{l o for siderail use. (chidcnt desires supersedc family desires.)

(1

s

Wants siderails up

Y

Wants siderails down or Assess:
can n;i, detqi'\n1i11e. Weight bearing
A k * ) Transfers, Documen
Standing balance, - on revers
Sitting balance, side

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

: Jr

Assessing Risk. T Gait
Observe resident getting - S0
infout of bed and into/out of Diagnosts,
Bed mobility.

Wants Siderails up.

A\

w/e if that is the mode of

—
Assess choice — why isn’t it Unable to get infout
a risk? (Document on of bed safely.

document. Note “Rails
up per resident choice”

< Safety Plan Needé& 3 ;

mobility.
Able to get infout of
‘bed safely. :

! h
‘ Final Summary J

Yes

Sidarail alternative creates
more burden/risk than siderail
use?

on care plan. (Rails nota
t -
\ restraint.) Consult with resident, family & Y — — o
IDT. Consider benefits, burdens b Agree with no siderails. > No -
& risks. Develop a safety plan. . Q
l i 3
Note “Siderail not ‘Resident/family conference to

" needed” on care plan.

——

develop plan based upon resident

i

reverse s:de) —§
) H have desire t ———-———"1 No sideraitneeded C «— tole to 4
as or may have desire to ' o sideraibreeded. in/out of bed at
get out of bed. No L ¥/ all
Obtain leason & .
o 2 Consider benefits, burdens &
risks with residents, family and

rFinal Summara

Siderail up, note «Non-Restrictive Siderail” on

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

Evaluation ongoing.

plan. (Slder/'.ul is na\a restraint)

the care plan.

care

(¥

—
r Final Summary I

r Final SummaryJ

A 4
[ ) Final Summary l

Rcsldcnt Name:_

S$RDecision
Date:

,}";;bem #
1/[323 e

WWMWM‘

_ Nurse sign:,

1571

~3
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# 14/64017»04&4/7/ A 5
Appalachian Kegicnal Healthcare, Inc.

Interdisciplinary Plan of Care 7{ esident # g

Reum #)5i-1
Problem Number
| DISCIPLINE ' GOAL DATE
DATE PATIENT PROBLEM GOAL INTERVENTIONS INTERVENING  |INITIALS | oo e | pesorveD
3/t SIDE RAILS UP PER No decrease in {1) ENCOURAGE RESIDENT TO _
/i / 1 RESIDENTS CHOICE ROM or injury EXERCISE UPPER AND LOWER NS6 S | @ / fv
X’ 90 Days EXTERMITIES/JOINTS ON THEIR

2

3)

4)

5)

6)

7

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 TF
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 ANDI TO HELP TRANSFER
AS NEEDED
RESIDENT FEELS SAFE WITH
THE RAILS UP TO SERVE AS A
REMINDER OF THE PAREMITER
OF THE BED
ENCOURAGE RESIDENT TO BE
UP 00OB AS MUCH AS POSSIBLE
AND TO BE ACTIVE IN
ACTIVITIES
SIDE RAIL. ASSESSMENT ON
ADMISSION ANTDY OITARTERT Y

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

(8)

CLINICAL MONITORING
FREQUENTLY FOR ANY
PROBLEMS OR INJURIES

NSG PAGE NC. 1 of 2

A




Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care

l/ﬁ?%c/amwfg 2 ¢
Resdent #5~

ﬁoﬁ‘m # 5l
DATE PATIENT PROBLEM GOAL INTERVENTIONS INDT'ES&‘;HTEG  |inmacs| '%ﬁf‘; REEQIEED
[Revblio [SRTpmchowr | csA ot NS 6 s [Alve
Aulo et Ce- Cord- NSe | Su|2fo
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Cnoice Genel

olrwnmw-

E;””%Mﬁ;

ottinpd GOB

ARH Form E-X-34 (Rev. 5/08}
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-Siderail Decision Tree

-~ | \\ Ask an/or observe resident’s behavier related to-the desive for sideratl use. (Resident deslres supersede family desires.) J

h 4

Wantssidera Wants siderails down or V /;ess: I
{ /) i can not determine. ' Weight bearing,
\m‘( _ Transfers, Documenf |
. A Standing balance, . | on revers
is there a to the > — o . ’
. e . es P : . i i
Resident if siderails . Yes Assessing Risk. Wants Siderails “Pl ?}l;tiltng balance, - side
ape yp{ Observe resident getting ' Dia ’nosi ‘
— ‘ infout of bed and into/out of Be dg bsl,
( : ¢ _ ' w/c if that is the mode of A mobIlity. , o
KIIO o _ mobility, ' j*d
\. oS
— b Q
Assess choice — why isn’tit Unable to get infout Able to get infout of ? 3
a risk? (Document on of bed safely. ‘bed safely, . s &
. & .
L rTverse side) — o
! \ Has or may have desire to ——————Pif N iderail needed. Unable to éet - D}
5 Y " ‘ ‘ 051 erail neede infout of beqd at &
e get out of bed. ——» No e ‘“
Cbtain reason & ) i
document. Note “Rails v ‘ Consider bencﬁts burdens & N
up per resident choice” < “Safety Plan Needed > : risks with residents, family and P
on care p[an (Ralls nota . [DT c‘j
i
\_ res} : 1\) Consult with resident, family & v
) IDT. Consider benefits, burdens ' ol Agree with no snderalls No
& risks. Develop a safety plan.

Qiderail alternative creates " peeded” on care plan. develop plan based
more burden/risk than siderail P evelop plan n:z::is‘upon reside

usge?
Yes No rFina] Summ_aryJ

. h
Final'Summar, . 2
( YJ  Note “Siderail not 'Resident/family conference to l
nt

h

T/

Siderail up, note «Restrictive Siderail” on care plan. Note the safety plan on Siderail up, note “Non-Restrictive Siderail” onfare
Document reason making process. Obtain MD order ‘ the care plan. plan. (Siderail is not a restraint)
& corresponding dx. (Siderail is a restraint) - Evaluation ongoing. ¢

e oyt

7 4t {-uap!y;(\[/

rI‘mal Summary‘] r Final Summary l
#ist- 2— ' >4Z’// '
Rcsulcnt Name!, KC‘G:‘Y\ S !5 e Nurs_e sign: 2 WWW

SRDecision | : oate: 24 / 36/ (O

. 4
ﬁFinsl Summary J

s

I
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y __f%ﬁéaémgf’-ﬁ_‘lbcg¢/
Appalachlan Reglonal Healthcar" i

Interdnscmlmary Plan of Careii = o - i - s Resident 23
L o Koo # )571- 2.

:
!

£ Aaved Hem 152

_ Problem Number |

.| GOAL...| DATE

T DISERINE ™ Toamnr
U INTERVENING | 'NITALS | pate | RESOLVED

|fNTE§VEﬁT|6st’

© PATIENT PROBLEM

. 'SIDERAILSUPPER - . - |Nodecrease in 1) ENCOURAGE RESIDENTTO i NSG ' m m | Lo 0@
3-1-09 . RESIDENTS CHOICE ROM orinjury | * EXERCISE UPPER AND LOWER b
- - |X 90 Days EXTERMITIES/JOINTS ON THEIR
,_ Restidud uouy OWN OR WITH RNA OR ‘
00l NoulD ;PHI]S:IRIJEI;Y WHICH EVER
‘ e Led. Pobi L 7). ENCOURAGE RESIDENT TO USE
' - CALL LIGHT FOR ASSISTANCE
\ : AS NEEDED TO HELP RAISE
AND LOWER SIDE RAILS IF
NEEDS ASSISTANCE
3) PT/OT TO MEASURE ROM ON
o _ ADMISSION AND PRN
o 3 C 4); RESIDENT USES SIDE RAILS TO
? - . fo * TURN SIDE TO SIDE IN BED AND
RAISE AND LOWER HEAD OF
L - R : I . BED AND TO HELP TRANSFER
- P 3 R i 1. . |.ASNEEDED
| SR S 5). RESIDENT FEELS SAFE WITH
S B SRR B IEE : fTI—IERAILSUPTOSERVEASA
P SR B RS L SRR - | ) REMINDER OF THE PAREMITER
L i i ER o SIS .| i OFTHEBED = ¢
i - 5 R I ~ [6), ENCOURAGE RESIDENT TO BE
N ISR - | ! UP OB AS MUCH AS POSSIBLE
j}fANDTOBEACTIVEIN o
. ACTIVILIES © . P 3
. SIDE.RAIL ASSES SMENT ON
ADMISSION AND QUARTERLY
(8) CLINICAL MONITORING
e FREQUENTLY FOR:

S e L mEUNIRRCCG s g




Appalachian Regional Healthc: . k ‘
Interdisciplinary Plan of Care | Resiclent #23

Regm #1512
%Mauad “’Frs\nn /5¢ -~/

® . e Q ¢ pHtch et ¥ 2 . ¢
| o e, Inc. cT

DATE PATIENT PROBLEM GOAL INTERVENTIONS oG [INITIALS O | RESOLVED
LA e [SidaRebs Up Poo | Lok | coomt T 030 20 (Yoo |

| “2enidends Choice | o . .
Q\pﬂ%@d Cend - Qovd | Cent— NSG a0 i) o
12|01 I | ot Lowk | Ced NS S |Blie
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o Siderail

‘Decision Tree

-

Ask anfor observe reside

nt's behavior related tu—}l;fctdgsirc for siderail use. (Resident

desires supersede family desires.)

Wants siderails up

I

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

Y
110

\

—

Wants sidg;;g;l\sic\iow11

can nof deteMnine.

(}) -

>
> ves . —p{

’

\.

37

Asscssing Risk.

: Wants Siderails up.

(A

S$eSS:

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

on revers
side

Observe resident getting
infout of bed and into/out of

wic if that is the mode of '

mobility.

—

\.

—P
Diagnosis,
Bed mobility.

.

Documen

Assess choice — why isn't it Unable to get in/out Able to get in/out of 'jfj
a risk? (Document on . of bed safely. ‘bed safely. a
reverse side) ' —F -
le to det .
¢ Has or may have desire to N —————'Vlf No siderajl-negded. ofbﬁgc at g‘“
Obtai & get out of bed. » NO ] . 4 1 all. -
11 1easo .
documea:tl. Noten“Rai!s . A ‘ ‘ Consiqemurd‘?ns & "
up per resident choice” _ <‘3afety plan Neede Q risks with l‘CSldc{“ltS, family and ‘
on care plan. (Rails nota —V_ /LD . (OIS
estraint. —— - A A
restraint.) Congult witlt resident, family & Y - S v N
) IDT. Consider benefits, burdens e Agree Wi erails. L
Y & risks. Develop a safety plan. v ( "]r\
Final Summ . 2 .
ina arYJ . ' — : Note “Siderail not Resident/family conference
: Siderail alternative creates needed” on care plan. develop plan based upon resident
more burden/risk than si derail needs.
use? Y e
Yes l No ﬁinal Summ_aryJ k l \
’ . I \-—/ 3 ¥ £ »
Siderail up, note “Non-Restrictive Siderail” onfare

Siderail up, note

& corresponding dx.

“Restrictive Siderail” on care plan.
Document reason making process. Obtain MD order

(Siderail is a restraint)

Note the safety plan on

the care plan. plan.

(Siderail is \t\lot a restraint)

Evaluation ongoing.

—y—
l _ Final SummaryJ

$RDecision

Resident Name:__

\

Date:

Roem #1587 2

—5
r Final Summary J

Nutse sign:li{ﬂxbm AR mmm.ﬁ‘:&_

EA
(romsartnany
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Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care

Problem Number

7‘25316{&1% "P:j
Reem '#/ﬂa?vz_

e
St eachmenrs #RS

2/1 /10

ROM or injury
X 90 Days

2)

3)

4)

5)

(6)

(7

(8)

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 IF ABLE
PT/OT TO MEASURE ROM ON
ADMISSION AND PRN
RESIDENT UNABLE TO
AMBULATE D/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 OOB IN CHAIR AS MUCH AS
POSSIBLE AND TO BE ACTIVE
IN ACTIVITIES

SIDE RAIL ASSESSMENT ON
ADMISSION AND QUARTERLY
CLINICAT MONITORING

DISCIPLINE GOAL DATE
DATE PATIENT PROBLEM GOAL INTERVENTIONS INTERVENING  |INITIALS [ “ase” | REsoLvED
NON-RESTRICTIVE SIDE No decrease in  [1) ENCOURAGE RESIDENT TO NSG S 5 // O

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

FREQUENTLY FOR ANY
PROBLEMS OR INJURIES AND
DOCUMENT

“ PAGENO, 102

AR

3CP
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Appalachian Regional Healthcare. Inc.
Interdisciplinary Plan of Care Resident #3

Koom # 522

DATE PATIENT PROBLEM GOAL INTERVENTIONS eiavioho imiaLs | 7%3# RE?S‘:\E@
oo |7 il e i | oot “cont NS sw| ¥rd
/ Shiele ncuddCeond |
R i | /. ot s VAZKS Seu /10

ARH Form E-%-36 [Rev. 5/08) PAGE NO. 2 of 2




- Siderail Decision Tree

/,/"_[."7'\ Ask an/or observe resident’s behavior related to tle desive for siderail use. (Resident desi

]

res supersede family desires.)

, Wants siderail\up
. ¥
7T

(1)
Is there\ahs/k to the

Resident if siderails

are
P
o

-
Yes _______.___pﬁ

Y
' .
Wants siderails down orj

can not determine.

Y

Assessing Risk.

: W Wants Siderails up.

(A

ssess:

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

Documen
on revers
side

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

p  Gait,
Diagnosis,

Bed mobility.
\ j ty

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

1)

Obta‘iki’eaém &

document. Note “Rails

risks with residents, family and

mobility.
.

Unable to get in/out Able to get infout of
_ of bed safely. ‘bed safely.
H have desire t —————»{  Nosiderail nceded e e s

as or may have desire to _ o siderail needed. in/out of bed at

get out of bed. » No , ¥ all.
Consider benefits, burdens &

. A i :
< Safety Plan NeedD
= A

oo 11 B0/10 "

up per resident choice” IDT
on care plan. (Railsnota '
\_ restraint. Consult with resident, family & y T sidorail —g—]
( ) IDT. Consider benefits, burdens cs Agree with no sideratls. o
. v ;
- \1_5.“/ & risks. Develop a safety plan. v v
insH-Summar; s 2 . . ' .
r yJ . - . Note “Siderail not Resident/family conference to
. Siderail alternative creates needed” on care plan. develop plan based upon re sident
more burden/risk than siderail d
needs.
use? Y
Yes l No rFin'al Summ_aryJ
)4
Siderail up, note “Restrictive Siderail” on care plan. Note the safety plan on Siderail up, note “Non-Restrictive Siderail” onpare
Document reason making process. Obtain MD order the care plan. plan. (Siderail is nota restraint)
& corresponding dx. (Siderail is a restraint) Evaluation ongoing.
v v Y <
r Final Summary ‘] r Final Summary J ['Final Summary J
Resident Name:, ”?_'"‘_ﬁ’m 4 J53 7~ 2. . Nurse signW\/Mﬂ/m_’M
SRDecision . -
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Probl_em Number

Appalachian Regional Healthcare. Inc.
Interdisciplinary Plan of Care

| 0
{%Cﬁmﬁw U

Resident Hoy
Rosm 7 153-2

Alanifeid

3)

4)

5)
" THE RAILS UP TO SERVE AS A
 REMINDER OF THE PAREMITER
. OF THE BED

6).
© UP QOB AS MUCH AS POSSIBLE
° AND TO BE ACTIVE IN
- ACTIVITIES

7y
- ADMISSION AND QUARTERLY

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 S$IDE TO SIDE IN BED AND
RAISE AND LOWER HEAD OF

. BED AND TO HELP TRANSFER

AS NEEDED
RESIDENT FEELS SAFE WITH

ENCOURAGE RESIDENT TO BE

SIDE RAIL ASSESSMENT ON

DISCIPLINE GOAL DATE
DATE PATIENT PROBLEM GOAL INTERVENTIONS INTERVENING | INITIALS | Foer | RESOLVED
Y /, g / 10 SIDE RAILS UP PER No decrease in {1} ENCOURAGE RESIDENT TO /]/ S6 =0 | 2 ///
RESIDENTS CHOICE ROM or injury EXERCISE UPPER AND LOWER
gﬁ M2 )Qw X’ 90 Days EXTERMITIES/JOINTS ON THEIR
,@@b OWN OR WITH RNA OR
THERAPY, WHICH EVER
M&M % ancl APPLIES
) ENCOURAGE RESIDENT TO USE

ARH Form E-%36 {Rev. 5/08)

(8)

NSG

CLINICAL MONITORING
FREQUENTLY FOR ANY
PROBLEMS OR INJURIES

PAGE NO. 1 of 2
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-Siderail Decision Tree

—

Ask #nfor observe resident’s Behavior related to i desire for siderail use. (Resident desires supersede family desires.)

J

r Wants siderzils ep

Y

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

: ¢

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

reverse snde)

—
Obtain reason &

document. Note “Rails
up per resident choice”
an care plan. (Ralls not a

restraint.)

.

Y.

[ Final Summaryj

Yes

[ 1/

o

Wants sidergils down
can net defsymine.

v/

- o
Yes ——

or l
Assessing Risk.

W Wants Siderails up.

Assess:

Weight bearing,
Transfers,
Standing balance,
Sitting balance,

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

— Gait,
Diagnosis,
Bed mobility.
N

Documenf
on reversg
side

mobility.
A
Unable to get infout
of bed safely.
Has or may have desire to N
get out of bed. >
—5—

< Safety Plan Nced

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

Yes

Able to get infout of =
‘bed safely.

—

ﬂgdcd.
)

able to 4
in/out of bed
all.

Consider benetxts, burdens &
risks with resjdents, family and

Y

IDT ’3
f{ﬁgree with no ssdermlsﬁ’) No I
>

i 2

Siderail alternative creates
more burden/risk than siderail
use?

~ Note “Siderail not
needed” on care plan.

‘Resident/family conference to

needs.

develop plan based upon resident

i A
['Final SummaryJ

1)

3
~
L
S
Y
>
2
N
k¥
S

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

Note the safety plan ont

the care plan.

Evaluation ongoing.

Siderail up, note Mlestmctive Siderail” onfare
plan. (S:der}L is né\a restraint)

¥/

ﬁ Final SummaryJ

$R[Decision

—
| Final Summary I

Resident Name:

Date:

Room #1551
Z@/m [

Final Summary

]

Nurse sign:, %ZMQW‘/

P |

Lot oo

4
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Problem Number

Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care

pttachmess #097

Iﬂ.cszdc’n'/“ #{;75"’
(Rm’ja"h H# )53

s %
%/J zcw"‘uoﬂ
vf e wlo

(3)
(4)

6))

(6)

(7

{8}

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 D/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 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 roevENG | |INmALs | TR | e OIVED
NON-RESTRICTIVE SIDE | No decrease in | (1) ENCOURAGE RESIDENT TO NSG mm | )y
/ o?/ 08 / 0¥ RAILS ROMor injury|  EXERCISE UPPER AND LOWER
Reoden o moyy | TP R WITHRNAOR
cladt
ondible G&W THERAPY, WHICH EVER
‘ 0%% APPLIES
(2) ENCOURAGE RESIDENT TO USE
WW 743 CALL LIGHT FOR ASSISTANCE

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

FREQUENTLY FOR ANY
PROBLEMS OR INJURIES AND
DOCUMENT

PAGE NO. 1 of 2




Appalachian Regional Healthcare, Inc.
Interdisciplinary Plan of Care

Flachned # 27
‘Rejiden{’ HFR3T
/Rbfﬁ mn * 1955 - /

258, g 221

DATE PATIENT PROBLEM GOAL INTERVENTIONS o ENING [inmiaLs '%g&L RE?SEE:J

Rov -3l | Corhnd Cot | (et OS5 v | &/ 07
Reas Ll or| Coond— tok | Lot NSG L0 {902
R@UO(}OOI C/@Y\}l ConA W Ao Sy [ZJOQI
| S s P S PO 9
Res2)0| Cont iyl NSE s |6/
Rev (eli0 | ot L s NSe  lew 9//2
QWQ\JD Cont Lo P3G sl )2/)

~XG ﬁl#—\b\@@ﬁz\)

( Emcs;\c o«.\J:vard

ARH Form E-X-36 (Rev. 5/08)
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Dtlachen! 4 328

IN-SERVICE ATTENDANCE

/ . ‘
IN.SERVICE TITLE: Jc/e Ra/l [lse //é)e/mé ///30/20/0
T STAFFMEMBER DATE ATTENDED OR . SIGNATURE. '
DATE REVIEWED R
e - L [} N

-

*SIGN AND DATE BY YOUR NAME TO INDICATE INSERVICE ATTENDED OR READ/REVIEWED



At chmesrt #§

Inservice Side rails: 11/30/10

Top side rails up

This is to be in each patients room cn 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 initials 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).



AtlachmeoT #29

QUALITY IMPROVEMENTS
HOSPITAL:  Williamson DEPARTMENT:  SNF REPORT DATL: 172011
MONITORING PERICD:  10/10-12/10 SAMPLE: all
DATA SOURCES: - Side rails will up CATEGORY:

according to care
planed and assessed
needs per side rail
decision tree

METHODOLOGY: Spot checks PREPARLED BY: Sonya Wasserman RN, BSN

ASPECT OF CARE: Resident Safety

1. INDICATOR/THRESHOLD FOR EVALUATION:
The side rails in use will be what is care planned according the the decision side rail tree 100% of the
time.

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

2. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V-7 (REV.7/99)



ptlchmen) # 29

Quality Improvements
Page 2

FOLLOW-UP DATE:

3. INBICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

4. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V-7 (REV. 10/98)



AHuchmevl ¥ .29

Quality Improvements
Page 3

FOLLOW-UP DATE:

ARH FORM NO. B-V-7 (REY. 10/98)
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QUALITY IMPROVEMENTS

HOSPITAL: Williamson DEPARTMENT: SNF REPORT DATE: 1/2011
MONITORING PERIOD:  10/10-12/10 SAMPLE: ali
DATA SOURCES: All medications/ CATEGORY:

ointments / and
cleansers will be
secured

METHODOLOGY: Spot checks PREPARED BY: Sonya Wasserman RN, BSN

ASPECT OF CARE: Resident Safety

1. INDICATOR/THRESHOLD FOR EVALUATION:
Medications (ointments, topical meds ect} and cleansers will be serucred and not left in patient care
areas 100% of the time.

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

2. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCIL.USIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V-7 (REY.7/99}



Atachmeo T # 36

Quality Improvements
Page 2

FOLLOW-UP DATE:

3. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

4. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCILUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V-7 (REV. [0/98}
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Quality Improvements

Page 3

FOLLOW-UP DATE:

ARH FORM NO. B-V-7 (REV. 198}



Meal Tray Passes/Doors closed between tray passes

Aachiment # 3 J

2/ O-Jf
Date Closed/In compliance Not Closed/non compliance
/1/19/0 Diwed,
14 /22 /0 v At M Ch
it/2z [io v fuancho
i [23 ] o o Beakfost
i1 /29 ]m v Alsich
11130 Jro]. v Brealtust
i2/a Jio v" AN Ch
12fie 10 v IDiANe®




QUALITY IMPROVEMENTS
HOSPITAL: Williamson DEPARTMENT: SNF
MONITORING PERIOD:  10/10-12/10 SAMPLE:

DATA SOURCES: Meal trays will meet CATEGORY:

holding and delivery
temps for residents in
SNF as outlined for
acceptable ranges for
specific items cold and
hot

METHODOLOGY: Spot checks of PREPARED BY:

Holding area and
delivery of first and
last tray to SNF
restdents

ASPECT OF CARE: Resident Safety

REPORT DATE:

Patty Stroud

Jf’ééifc-/%ﬂ?(f“wﬁ«
3

Jan 2011

1. INDICATOR/THRESHOLD FOR EVALUATION:

The tray temps will kept at acceptable temps per guidelines for holding temps and delivery of first and

last trays 100% of the time.

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

2. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

ARH FORM NO. B-V-7 (REV.7/99)
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Quality Improvements
Page 2

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

3. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

4. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

ARH FORM NO. B-V-7 (REV. 10/98)



Quality Improvements
Page 3

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

ARH FORM NO. B-V-7 (REV. 10/98)
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Policy and Procedure
Conducting Test Trays

SUBJECT: CONDUCTING TEST TRAYS TO ASSESS RATE OF TRAY
DELIVERY AND FOOD TEMPERATURES UPON DELIVERY

POLICY (222-A): Test trays will be completed at least once monthly at breakfast, lunch,
and dinner meal service. Additional test trays will be completed as needed based on
patient complaints about cold food.

PURPOSE: To assure meal trays are delivered to residents in a timely manner, assuring
food is at the proper temperature and quality when it is served to the patient.

DATE REVISED:__11/25/2010

PROCEDURE (222.1):

1.

2.

Ln

3.

9.

CDM (Certified Dietary Manager) or designee will inform dietary staff when a
test tray in to be added to meal cart.

Food temperature will be obtained prior to meal service and and recorded on the
“Tray Audit Form”.

CDM or designee will place a meal card for test tray on the tray. Kitchen will
prepare a regular meal tray as part of routine meal service and place on cart to be
delivered to dining room or unit.

The test tray should remain on the food delivery cart until all other patient trays
have been delivered.

CDM or designee use “Test Tray Form” to record the time of tray delivery.
CDM or designee will record food and beverage temperatures at delivery on the
“Test Tray Form” using a calibrated bimetallic stem thermometer or a digital
thermometer.

If delivery time is excessive, a corrective action plan should be developed to
assure those who deliver trays will deliver all patient trays within a timely
manner.

If food temperatures are inappropriate, a corrective action plan for better holding
procedures and/or more timely delivery should be implemented.

A follow-up test tray should be conducted in one week to evaluate effectiveness
of the corrective action plan.

10. Tray audit forms will be kept on file in the Dietary Office for at least one year.



A achmen T #3

Test Tray

Date: Meal: Wing/Hall #

Time cart left kitchen:

Time cart arrived on hall :

Time tray delivered:

First Tray Last Tray
Holding Menu Day: Temperature | Temperature
Temperature after Delivery | after Deliver Acceptable
(Steam- Menu Item to floor tofloor Temperature Range of
table/warming Palatable Food
cabinet)
Entrée (Hot) 115 degree Fahrenheit to
130 degree Fahrenheit
Starch 115 degree Fahrenheit to
(Hot) 130 degree Fahrenheit
Vegetable 115 degree Fahrenheit to
(Hot) 130 degree Fahrenheit
Beverage 120 degree Fahrenheit to
(Hot) 130 degree ahrenheit
Beverage 40-50
(Cold)
Soup 120 degree Fahrenheit to
{Hot) 130 degree Fahrenheit
Salad 40-50
(cold)
Dessert 40-50
Hot Cereal 115 degree Fahrenheit to
130 degree Fahrenheit

Acceptable refrigeration temperature range for holding food (Federal 2005 Food Code
section 3 articles 3-501.16) Cold Food 45 degree and below Fahrenheit (refrigeration
units)

Acceptable Temperature for Hot Food holding (Federal 2005 Food Code section 3 article
3-501)135 degree Fahrenheit and above (warming units)

Corrective action needed? Yes No

Notes:

Completed by Date
Revised 11/25/2010




Date:

/25 -/0

Time cart left kitchen:

Test Tray

Time cart arrived on hall ; 7.30 447 . j
Time tray delivered: G20 AP d&)ﬂf/’éfé

Meal: Z’gfgﬁﬁ ﬁgﬁ Wing/Hall #

73S 407

ﬁﬁ@mu% # 3¢

First Tray Last Tray
Holding Menu Day: lg Tempera'ture Tempera.ture
Temperature tr Dever | ater Dler | g gcaptable
ES;‘;;m' . Menu item Temperature Range of
a Warmily f

cabinet) & R Q«‘f’)““(g”:{‘e o Palatable Food
Entrée (Hot) 115 degree Fahrenheit to

/45" -55/2?#;}@! Ll 12n° el ¢ 130 degree Fahrenheit
Starch o 4 - 115 degree Fahrenheit to
(Hot) /30 0&)@1@&:« / L10° Vi 130 degree Fahrenheit
Vegetable 115 degree Fahrenheit to
{Hot) /(/ / /4 130 degree Fahrenbeit
Beverage o ' o 120 degree Fahrenheit to
Hot) [ 3&; C/ﬂ// Yoo / 33’0 130 130 degree Fahrenheit
Beverage 40-50
coldy 39 | MR Yyt | g
Soup 120 degree Fahrenheit to
(Hot) /U / ‘4 —_— — 130 degree Fahrenheit
Salad ’ 40-50
(cold) M A - _
Dessert 2 s 40-50

K& | Mot Applen) /30° | 14¢
Hot Cereal r 115 degree Fahrenheit to
130 degree Fahrenheit

Acceptable refrigeration temperature range for holding food (Federal 2005 Food Code
section 3 articles 3-501.16) Cold Food 45 degree and below Fahrenheit (refrigeration

units)

Acceptable Température for Hot Food holding (Federal 2005 Food Code section 3 article

3-501)135 degree Fahrenheit and above (warming u
Corrective action needed?

Notes:

Completed by

Yes No
LI 4
' ﬂﬂ’, dﬁ,%—r Date // ‘-a?/f -] O

777

Revised 11/25/2010




Date: \9\!3!'0

Meal:_< ig%ger Wing/Hall #

ﬁ//ﬁch% peard # 34

Test Tray

Time cart left kitchen:___ 41 5¢ pyn
Time cart arrived on hall : 4% m
Time tray delivered:__ %5 * /4 J-Yaa!
First Tray Last Tray
Holding Menu Day: L'[ Tempera.ture Tempera?ure
Temperature e eivry | aferDelver | g ceepiabl
(Steam- ] Menu Item P\Q@u[ar' Temperature Range of
iz‘;)li‘;/z;‘"mng Pu react Palatable Food
Entrée (Hot) , . ¢ 115 degree Fahrenheit to
| 5€° | Meatloaf 130 HY 130 degree Fahrenheit
Starch o c R 115 degree Fahrenheit to
Moty 108 | Mmashed Cotedu]  1AY 20 130 degree Fahrenheit
Vegetable ' . 2 115 degree Fahrenheit to
(Hot) |52 6 rechns |30 1 3.0 130 degree Fahrenheit
Beverage . 120 degree Fahrenheit to
(Hot) CoClea 1a5° 30 130 degree Fahrenheit
Beverage , o 40-50
©old) 36 | MK 38 “p
Soup 120 degree Fahrenheit to
(Hot) 12 5‘? Sous 1 b’ (00 ¢ 130 degree Fahrenheit
Salad v 40-50
{cold)
Dessert Peaclc Saue. ¢ P 40-50
Yo 45
Hot Cereal 115 degree Fahrenheit to
130 degree Fahrenheit

Acceptable refrigeration temperature range for holding food (Federal 2005 Food Code
section 3 articles 3-501.16) Cold Food 45 degree and below Fahrenheit (refrigeration

units)

Acceptable Temperature for Hot Food holding (Federal 2005 Food Code section 3 article

3-501)135 degree Fahrenheit and abov
Corrective action needed?

Notes:

Sou

SN Eloo?
Completed by

Yes_

warming units)
No

will femaln in Warmev in L] slafF Starts servi asy

Revised 11/25/2010



Attachment +3Y

Test Tray
Date: /éL/ q / /O Meal:_Lune le  Wingman#

Time cart left kitchen:__//* 2 ‘;;}m
Time cart arrived on hall : 2/ 1 2% Awv , 90
Time tray delivered:___//: 29 Hm to ! /94

First Tray Last Tray

Holding Menu Day: Temperature | Temperature
Temperature after Delivery | after Deliver Acceptable
(Steam- Menu Item to floor to floor Temperature Range of
table/warming | R pe (oo Pareed Palatable Food
cabinet)
Entrée (Hot) | pyree J . . 115 degree Fahrenheit to

[50° Boe £ +.ps [=38) (20 130 degree Fahrenheit
Starch Mmas hed Poﬁhfo ’ 115 degree Fahrenheit to
(Hot) [A0 al’ 130 degree Fahrenheit
Vegetable Gréeh - , | 115 degree Fahrenheit to
(Hot) Pegns J32° /30 130 degree Fahrenheit
Beverage 120 degree Fahrenheit to
(Hot) Coftee | 2¢° i29° | 130 degree Fahrenheit
Beverage o o 40-50
(Cold) MK ¢ 4¢
Soup : 120 degree Fahrenheit to
(Hot) ] ?)9\0 T% | Y 34 / Igwﬂ 130 degree Fahrenheit
Salad 0 40-50
(cold) -
Dessert Fece Craar— 3 o j % o s
Hot Cereal : 115 degree Fahrenheit to

' — 130 degree Fahrenheit

Acceptable refrigeration temperature range for holding food (Federal 2005 Food Code
section 3 articles 3-301.16) Cold Food 45 degree and below Fahrenheit (refrigeration
units)

Acceptable Temperature for Hot Food holding (Federal 2005 Food Code section 3 article
3-501)135 degree Fahrenheit and above (warming unifs} .

Corrective action needed? Yes No

Notes:

4 4
DO, GO/~ pa /ﬂ/ 9//0

Completed by g J
v Revised 11/25/2010




Aflachment # 35

QUALITY IMPROVEMENTS
HOSPITAL: Williamson DEPARTMENT: SNF REPORT DATE:  2/2011
MONITORING PERICD:  10/10-12/10 SAMPLE: all
DATA SOURCES: Meal cart doors will be CATEGORY:

closed when not
gelling a tray out

METHODOLOGY: Spot checks PREPARED BY:  Scnya Wasserman RN, BSN

ASPECT OF CARE: Resident Safety

1. INDICATOR/THRESHOLD FOR EVALUATION:
Meal cart doors will be closed when not getting & tray out 100% of the time during meal tray passes.

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

2. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V-7 (REV.7/99)



Atlachment * 2.5

Quality Improvements
Page 2

FOLLOW-UP DATE:

3. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS;

RECOMMENDATIONS/ACTIONS:

EFYECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

4, INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTEONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DPATE:

ARH FORM NO., B-V-7 (REV. 10/98)
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Hand washing: Do's and don'ts

Hand washing 18 an easy way to prevent infection. Understand whern to
wash vour hands, how o properly use hand sanitizer and how to get
your children into the habit.

By Mayo Clinic staft

Frequent hand washing is one of the best ways to avoid getting sick and spreading illness.
Hand washing requires only soap and water or an alcohol-based hand sanitizer — a cleanser
that doesn't require water. Find out when and how to wash your hands properly.

When to wash your hands

As you touch people, surfaces and objects throughout the day, you accumulate germs on your
hands. In turh, you can infect yoursalf with these germs by touching your eyes, nose or
mouth. Although it's impossible to keep your hands germ-free, washing your hands freguently
can help limit the transfer of bacteria, viruses and other microbes.

Always wash your hands before:
Preparing food
Eating
Treating wounds or giving medicine
Touching a sick or injured person
Inserting or removing contact lenses
Always wash your hands after:
Preparing faod, especially raw meat or poultry
Using the toilet
Changing a diaper
Touching an animal or animal toys, leashes or waste
Biowing your nose, coughing or sneezing into your hands
Treating wounds
Touching a sick or injured person , Towch inay Gour” Fee e

Mandiing garbage or something that could be contaminated, such as a cleaning cloth
or soiled shoes

Of course, it's also important to wash your hands whenever they ook dirty.

méﬁg&g»hf VV
36




/Hachmevs # 34

How to wash your hands

1t's generally best to wash your hands with soap and water. Follow these simple steps:
Wet your hands with running water,
Apply liquid, bar or powder soap.
Lather well.

Rub your hands vigorously for at least 20 seconds. Remember to scrub all surfaces,
including the backs of your hands, wrists, between your fingers and under your fingernails.

Rinse well.
Dry yvour hands with a clean or disposable towel or air dryer.
If possible, use your towel to turn off the faucet.

Keep in mind that antibacterial soap is no mere effective at killing germs than is reguiar soap.
Using antibacterial soap may even lead te the development of bacteria that are resistant to
the product’s antimicrobial agents — making it harder to kill these germs in the future.

(Jash hand mﬁwm
(s Jove O ha nses

\’\C?Lwé & G)C}Ué% ,{‘ﬁHLS‘ Eveinm ﬂaw}
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IN - SERVICE REPORT pace2) # 3
(=20 Dietior

ARH. Unit | _ ;
Program Title: P@Wdﬂ/

HSTN Yes I J No L] Date:

ATTENDANCE ROSTER

S : On Off C.E. . On off C.E.
NAME (Dept.  #) Duty Duty | Eamed || NAME {Dept. #) Duty Duty | Earned

).

LT~

RECORDED ON EMPLOYMENT DEVELOPMENT RECORD Yes [ No [



CH-20 Dietary - 3 e o N
18] d1/e] 11n0) 111 11m2] 11a3] 114 ] 11as] 11as] 17| 1aslE e 110l 11v21] 1] 1123] 11724 e8| 1106 rier| 1ues| tiiRe| 130 2d| 22l | 124] 12/5
Mon [Tue |wep [tHu |FRi |saT | sun |won |Tur [wep |tHu |FRI [saT |sun |mwon |Tue |wep [tHu |[emi {saT |sun imon fTuE |wen [tHU [FRI |sAT {sun
h-
JOANN 5 r4 4 Z Z 5 5 5 5 5 5 5 5 [1:30 5 5 5 5 5 5
10:304 11-
Tama 11 11 i1 11 11 11 11 11 11 11 11 7 11 11 11 11 11 clean 11 11
5-
BELINDA 5 5 5 11:30|5-1:30] 11 11 5 5 11 11 11 11 5 5 5 5 11 11 V
18| 11/ 10| 1| 11n2] 11a3] 114 | 1eas| 1i6] 1117} 11a8] 11n9] 120 11| 1123) 11023 1124] 11r2s) 11s26] 11/27] 1128) 11729 11/m0]  en| 122]  1a3] 12| 1265
MON |TUE |wep [thHu |Fmi |saT | sun [mon [tue |wep [rHu |Fri [saT |sun  |mon |TUE [wED {THU |FRI |sAT |[suN |mMoN [TUE |wep |THU |FRI [sSAT [sun
5:30-
Kaye 6| 6| 6| 6 200 |6 |6 (6 |6 |6 jalpfa | V|V |SP BD 6 | & |5:30 |5:30 [5:30
6-
samanTa | SICK F | F |230]|6-2:30/6 6 8 6 8 8 8 6 Vv 6 6 6 6 6
5:30- 5:30-
Clara 8 6 6 200 10:3 |6 6 530 |5:30  |s:30 6 1:30  [5:30 |s:300 {5:30 6 6 9-5 | 95 K
18] 118l 110 1111) 1112] 1143] 1114 | 1115} 1as] 17| 1ias] 1me] 1120 12t 22| 1123] 11024) 1ues| 11| 11/27| 11se8] Atze| 11rso|  ven| 1zl qwe] 12| 125
moN |TuE |wep [THU |FRi [saT | suN |MoN fTue |wep |THU |Fri  jsAT |sun [MoN |{TUE |weD [tHuU |FRt |saT |sun |mon |TUE [wep |rHU PRI |SAT |sun
103 [tes 1-
Pauline K| V]| 6 |osok [eook | 11 | 11| V 95 |95 1111 n 1| 11 |11 11 | 11 | 11 |cook
11- 11- 5- 5-
Mary 6 19-5 train 10:3] 10:3 | 11 11 | train 11 11 6 6 6 6 train | train 95| 951 95
Sandra 6 6 |95 (95 10:3 11 k| 1 11 11 11 8 9 9 9 6 6 11 1 11
62 10:30
Rachelle 11 1t 11 11 11 hood {6 6 11 1 6 6 7 11 11 " 11 11 11 11
11~ 11 10:30
Nora train| 11 11 11 11 9-5 9-5 |hood 11 1 11 11 7 1 11 11 11 11 11 11
SUBJ ECT TO CHANGE! Revised November 12th 2010
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IN - SERVICE REPORT

Program Title or

VToplc : /C/m-_) (ﬂklé’zﬂ/ //%/7//17/54/@\) Date: 2— /= /0.
" Audience: h{ﬂﬂ‘fp\ — - Length of Instruction: M Presente WIEIL”[”, L/

_Leammg Need (Whyl ram needed):

The followmg mformatnon must be prowded (Objective (s), content in ouﬂune form, method (s) of presentatlon vatidation of '

o @B&&wo ekt &w{&

éb“tuh\nf&—glli
Lot I '\bmyc{ \f\m JQL&

Program Evaluation: Yes . No

B ‘ Return _Demonstration
Wiritten _Test Satisfactory ‘ % _
Average Test Score % ‘ Unsatisfactory . %

Expected outcomes (Behavioral Changes) of employees:

SIGNATURE ‘OF PERSON SUBMITTING REPORT '
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IN - SERVICE REPORT (pacE 2)

/\ .

i mﬂ)’\f I/Lz/

H Unit - |

ogram Title: L/LZ { 6 i JVQ/RJ&-/ HSTN Yes ] No [3 Date: ) (} \* LO
CUCL”W W(CS?%TTENDANCE ROSTER

R on | of | cE INAME Dot on | o Ec e

epl.
NAME. (Pf"“ # // Duty | Duty | Eamed || N (Dept uty' oy | Eam

|

.

1
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IN - SERVICE REPORT

_ Program Title or

Topic: é o (o] CM&MM) Date: £~ 3 /(O |

Audience: ‘Length of Instruction: aﬁjf%ﬂ?hk Presenter;
Leaming Need (Why is program needed): _

The followmg mfonnatwn must be provnded {Objective (s}, content in outline form, method (s) of presentatlon vahdatlon of
Ieammg)

/ 354 5 ,M/?, 4e¢
@é/za//&é ffc/ﬁ/f 5 jff /Z%; @/&Wj A n)?

Z ﬁ;’d/
g CorPEE 7~ fusotozs é/\j Vi
ya /{/é)’é j /fé//#gl A ﬁﬁﬁ?ﬁ?‘% %/()?/a j

Vf”f/f)lw ////’/%4’ #04;'):7;1@ |

Program Evaluation: __ Yes . No

. , Return_Demonstration
~ Written. Test S Satisfactory ' %
 Average Test Score _ % ~ Unsatisfactory %

- Expected outcomes (Behavioral Changes) of employees: o
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IN - SERVICE REPORT (acE 2

A D30

ARH Unit ;/q
B I - - ’ bret g
Program Title: ,j/f,/c‘.’d 74&\,/ Q;i% / ‘ HSTN Yes [0 No [] Date: f ’ ﬁlé 67

ATTENDANCE ROSTER

L On of | CE || . , On of | CE
NAME = (Dept. #) Duty | Duty | Eamed || NAME (Dept. #) ' ~ Duty | Duty |Earned

RECORDED ON EMPLOYMENT DEVELOPMENT RECORD Yes [J No [



#:;/dc /th’»tJV' #38
QUALITY IMPROVEMENTS

HOSPITAL: Williamson DEPARTMENT: SNF REPORT DATE:  1/2011
MONITORING PERIOD:  10/10-12/10 SAMPLE: all
DATA SOURCES: Hand washing or CATEGORY:

sanitizer will be done
between contact with
food prep and before
putting on gloves and
when taking off per
CDC guidlines

METHODOLOGY: Spot checks FREPARED BY:  Patty Stroud

ASPECT OF CARE: Resident Safety

1. INDICATOR/THRESHOLD FOR EVALUATION:
Staff will wash hands or use sanitizer per CDC guideiines before contact with any food prep or putting
on or taking off gloves contact [00% of the time,

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

2. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

ARH FORM NO. B-V-7 (REV.7/99)
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Quality Improvements
Page 2

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

3. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

4. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMIENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V-7 {REV. [0/9%)
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Quality Improvements
Page 3

FOLLOW-UP DATE:

ARH FORM NO. B-V-7 (REV. [0/98)
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QUALITY IMPROVEMENTS
HOSPITAL: Williamson DEPARTMENT: SNF REPORT DATE;  Jan 2011
MONITORING PERIOD:  10/10-12/10 SAMPLI: all
DATA SOURCES: There will be a coffee CATEGORY:

METHODOLOGY: Spot checks of meal PREPARLD BY:

urn provided for each
meal cart for SNF

carts

ASPECT OF CARE: Resident Safety

Patty Stroud

1.

INDICATOR/THRESHOLD FOR EVALUATION:
There will be a coffee urn on each meal cart 1 00% of the time

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOGUS ACTIONS:

FOLLOW-UP DATE:

INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V-7 (REV.7/99)



Atfachmed] F3 7

Cuality Improvements
Page 2

FOLLOW-UP DATE:

3. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

4. INDICATOR/THRESHOLD FOR EVALUATION;

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO, B-V-7 (REV. 10/98)



st oChme 727
Quality Improvements
Page 3

FOLLOW-UP DATE:

ARH FORM NO. B-V-7 (REV. 10/98)



QUALITY IMPROVEMENTS

HOSPITAL: Williamson DEPARTMENT: SNF
MONITORING PERIOD:  10/10-12/10 SAMPLE:
DATA SOURCES: Medication Cart will CATEGORY:

be locked and secure
when cut of site of
meciation nurse

METHODOLOGY: Spot checks PREPARED BY:

ASPECT OF CARE: Resident Safety

REPORT DATE:

/5;_7%,,;,/7,;4?4;‘7‘# qa

1/2011

Sonya Wasserman RN, BSN

1. INDICATOR/THRESHOLD FOR EVALUATION:

Medicaiton carts will be locked and secured 100% of the time when medication nurse does not have in

their site.

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

2. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V.7 (REV.7/99)
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Quality Improvements
Page 2

FOLLOW-UP DATE:

3. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW.-UP DATE:

4. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V-7 (REV. 10/98)
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Quality Improvements
Page 3

FOLLOW-UP DATE:

ARH FORM NO. B-V-7 (REV. 10/98}
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_ MEDICATION PASS MONITORING
Staff

A1

GOAL: To assure the staff are checking the two patient identifiers prior to giving
any medications. '

pel \ocked When ouwk of f‘ﬁ’fﬁl@fl vot IN ust

IN COMPLIANCE

DATE OUT OF NURSE
OMPLIANCE REVIEWER
Q,é’\( if out of
R ¢4 compliance please

. 41 M ,,\%)I%'\Wlist the department

i | ¥ o v 7 * ke S
wlglmo o i)
wijalio v )
AL b e s <57 O\
t1l2ah0 ; \// , 5"@0&7
124 [0

1a] e 10 v L S
WATTRNY, v Sikd
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gHfachment H

QUALITY IMPROVEMENTS

HOSPITAL: Williamson DEPARTMENT: SNF REPORT DATE: 1/2011
MONITORING PERIOD:  10/10-12/10 SAMPLE: all
DATA SOURCES: Hand washing will be ~ CATEGORY:

done between contact

with patients per CDC

guidlines
METHODOLOGY : Spot checks PREPARED BY: Sonya Wasserman RN, BSN

ASPECT OF CARE: Resident Safety

1. INDICATOR/THRESHOLD FOR EVALUATION:
Staff wiil wash hands cr use sanitizer per CDC guidelines before and after patient contact 100% of the
time.

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

2. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V-7 (REV.7/99)
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Quality Improvements
Page 2

FOLLOW-UP DATE:

3. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

4. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. 8-V-7 (REV. )/98)
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Quality Tmprovements
Page 3

FOLLOW-UP DATE:

ARH FORM NO. B-v-7 (REV. 10/98}



Hand Hygiene Direct Observa. 1 Data Collection Tool

Williamson ARH
[Month:) Yrveymher Zo ([ | Unit: (oM
Directions :
1. This form applies to ALL Units / Departments / Physicians that have any patient contact.
2. The purpose of this tool is to provide regular observational feedback and education to patient care staff, and to prevent healthcare-associated infections.
3. Please make 10 HAND HYGIENE observations per month, evenly spaced throughout the month, of different staff members on all shifts.
4. Atthe end of each month, please forward this completed form via email to kdotson@arh.org, or leave it in the IC's office or mail box.
—> 5. For EACH recorded observation, please observe the practioner's hand hygiene practices BEFORE and AFTER patient contact. THANK YOU !!
Job Position | Hand Hygiene Performed Before & After ) Wasthe | Evidence of
of the staff Patient Contact {or after contact with Mark the Cleaning Method(s) Used C!eaf"" Method(s) Used Cleanfng | Artificial Nails?
member being bodily fluids or soiled linen} AND Soap & Water *| Alcohol Hand Sanitizer **|  Method (YorN)
Name Shift] observed | PRIOR TO contact with any other patient, (for at least {Foam, Gel, or Lotion) Properly | tios, wraps, ine-
Obs| of (D, E, {RN, CNA, surface or item {charts, equip., etc.)? 15 sec. {for 15-20 sec. Done?* **| stones, overfays,
# | observer| Date | orN}{ RT MD etc) (YorN) using friction) over alf surfaces} (YorN) appligues, etc.) Comments
=0 Wl D ) 5 i) N v MW N v
1w el D | cna N % O n| vy
5 |20 [ifohe] O | LEX & N v | v v OO
) -—
sw filio] £ | LN & W o G) vy D
5 |00 Jublie]l D] AP &) N v (O v v (w
s 20 Pgle]l 7 | Lk FONL A OX K
e pdle] £ ] 0N ) N e OnN| v @)
8| an) ufzayel N PN (& n v W] ¥ @
o | SW [ubalo] 0 CEN f Q) N v Qv v e
10| =D | wweao] ™ o R (v} N g dvin]| ~ (w l

* Soap.and Water:
Use soap & water whenever there has been any contact with protein material (bodily fluids,
soil, efc.), OR if there is an odor (like urine) even though nothing can be seen on the hands.

NOTE: The CDC recommends washing

Proper Method:
- Soap applied after wetting hands and good lather achieved.

- Back & front of hands, between fingers, and wrists scrubbed.
— Scrubbing lasts for at least 15 seconds.
-- Rinse hands with fingers pointed down and thoroughly pat dry with paper towel.
-- Faucet turned off with dry paper towel and hands not re-contaminated.

** alcohol-Based Hand Sanitizer {foam, gel or lotion):

You may use an alcohol-based hand santitizer before applying and after
removing gloves IF there is no soil on the hands.

Proper Method:

-- Uses goif ball size of foam OR a full pump of gel or lotion,

-~ Covers entire surface of hands, fingers and wrists.

-- Rubs hands until dry (approximately 15 - 20 seconds)

C-Diff: :

If known or suspected use Soap and Water technique for cleansing hands.

with soap & water after every 5 times of using alcohol-based hand sanitizers due to build-up of moisturizers and bonding agents.

)Moz [P



Williamson ARH

Hand Hygiene Direct Observa. .1 Data Collection Tool

Month: Vocomber 2610

Unit: ¢ -(eY

Directions :

1. This form applies to ALL Units / Departm
2. The purpose of this tool is to provide regular observation
3. Please make 10 HAND HYGIENE observations per mon
4. At the end of each month, please forward this completed form via em
—> 5. For EACH recorded observation, please observe the practioner's han

ents / Physicians that have any patient contact.
al feedback and education to pa

tient care staff, and to prevent healthcare-associated infections.

th, evenly spaced throughout the month, of different staff members on all shifts.
ail to kdotson@arh.org, or leave it in the 1C's office or mail box.

d hygiene practices BEFORE and AFTER patient contact. THANKYOU !

Job Position | Hand Hygiene Performed Before & After . Was the Evidence of
of the staff Patient Contact {or after contact with Mark the Cleaning Method(s) Used Cleaning | Artificial Nails?
member being bodily fluids or soited linen} AND Soap & Water *{ Alcohol Hand Sanitizer |  Method (YorN)
Name Shift{ observed PRIOR TO contact with any other patient, (for at feast {Foam, Gei, or Lotion) Properly | s, wraps, mine-
Ohs| of (D, E, (AN, CNA, surace or item {charts, equip., elc.)? 15 sec. (for 15-20 sec. Done?* **| stones, overfays,
# | observer] Date ] orNj | AT, MD efc) {(YorN) using friction) over all surfaces) (YorN) appliques, etc.) Comments
1| >0 |izlejo | D b W) N v’ @ N Y m
s [aw |lizhlie [ D | _end ) N v w n| v 7
3 |20 Jaalo | D | 0Nk (N v (w0 ~v| v @
sFR0 Delelio] D | LPN () N N ® nv| ¥
5 | s [riglio] D enNb- (v N 1_/ I ~ ]| v O
o |50 |idale| D[ cB0P Yy W v OB
7 Bw) ldale | D | 1PN Y N v (D> v ] v ()
8 Y N Y N Y N
9 Yy N Y N Y N
10 Y N Yy N Yy N

*

Soap and Water:

Use soap & water whenever there has been any contact with protein material (bo

dily fluids,

soil, etc.), OR if there is an odor (like urine) even though nothing can be seen on the hands.

Proper Method:

- Soap applied after wetting hands and good lather achieved.

-- Back & front of hands, between fingers, and wrists scrubbed.
-- Scrubbing lasts for at least 15 seconds.
- Rinse hands with fingers pointed down and thoroughly pat dry with paper towel.
- Faucet turned off with dry paper towel and hands not re-contaminated.

NOTE: The CDC recommends washing with soap & water after every § times of using alcohot

** ptcohol-Based Hand Sanitizer (foam, gel or lotion):
You may use an alcohol-based hand santitizer before applying and after
removing gloves IF there is no soil on the hands.

Proper Method:

-- Uses golf ball size of foam OR a full pump of gel or lotion.

-- Covers entire surface of hands, fingers and wrists.

-- Rubs hands until dry (approximately 15 - 20 seconds}

C-Diff.

If known or suspected use Soap and Water technique for cleansing hands.

based hand sanitizers due to build-up of moisturizers and bonding agents.

[ Joe fRYIYL Y



WARH SKILLED NURSING

F463 and F 465 ENVIRONMENT OF CARE

ROOM

CABINET

TRACK

FAUCET

PULL CORD

TILE

PAINT

FORMICA

MONTH

Prepared by



(et achomve:

QUALITY IMPROVEMENTS
HOSPITAL: Williamson DEPARTMENT: SNF REPORT DATE:  April 2011
MONITORING PERIOD:  Dec 10-March 11 SAMPLE: Enitre SNF
DATA SOURCES: Tour of Facility _CATEGORY: Low Risk, High Volume
METHODOLOGY: Tour of Facility PREPARED BY:  Sonya Wasserman, CNM

ASPECT OF CARE: Environemnt of Care - Safety

1. INDICATOR/THRESHOLD FOR EVALUATION:

100% of time a monthly tour of the facility will be conducted to check cabinet doors, clean tracking,
mineral deposits on faucets, pull cords in bathrooms and overbed light cords, broken tile, marred or chipped
paint, and missing or chipped Formica. Work requests will be sent to Maintenance and follow up monthly
until repairs are completed.

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTTONS:

FOLI.OW-UP DATE:

2. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V-7 (REV.7/99)



Results of indicator data collection:

QA& chrmpnt

PERFORMANCE IMPROVEMENT APPRAISAL

EQC — SNF — Safety, Sanitation

13

Indicator :100% of time
menthly EOC tour to check for
cabinet needs, dirty tracks,
mineral deposits on faucets,
pull cords, overbed cords,
broken tile, chipped or marred
paint. Repair requests sent and
FU completed

Indicator_

100% of time monthly EOC

tour to check for cakinet needs,
dirty tracks, mineral deposits

on faucets, pull cords, overbed.
cords, broken tile, chipped or
marred paint. Bepair requests
sent and FU completed

Indicator 100% of time monthly

EQC tour to check for cabinet
needs, dirty tracks, mineral
deposits on faucets, pull cords,
overbed cords, broken tile,
chipped or marred paint.
Repair requests sent and FU
completed

Indicator

100% of time monthly EOC
tour to check for cabinet needs,
dirty tracks, mineral deposits
on faucets, pull cords, overbed
cords, broken tile, chipped or
marred paint. Repair requests
sent and FU complated

‘Menltoring ') Initial Most Moriltoring.- Initial ost Monitaring 75 Initial Most Injtia) Most

I Perod:! Jan — Current o Period Cugrent ciPeriod Current Current
B EEE) X AT i

20114 S Feb ATE March 1

LR R 2011 Ens 2011 N guarter
numerator numerator numerator numerator

denominator denominator denominator dencminator

% of % of % of % of

compliance comgliance compliance compliance

What actions were taken to improve this aspect of care?

Did assessment of measurement identify opportunity for improvement for this aspect of care?

Yes No

Was aspect of care improved?

Yes No

If no, identify areas for improvement that continue to be unresolved.

e Your plan to resolve issues:

X Education

Policy/Proc. Change

Other;

Form Revision
Process Change

Continue Data Collection

Additional Comments:




QUALITY IMPROVEMENTS
HOSPITAL: Williamson DEPARTMENT: SNF REPORT DATE:  April 2011
MONITORING PERIOD:  Dec 10-March 1L : SAMPLE: Resident/Facility Equipment
DATA SOURCES: Tour of Facility CATEGORY: High Risk/High Volume
METHODOLOGY: Tour of Facility PREPARED BY:  Kathy Mullins, 5§ Caseworker

ASPECT OF CARE: Patient Eqipment e.g. wheelchairs, etc

1. INDICATOR/THRESHOLD FOR EVALUATION:

100% of time a monthly tour of the facility will be conducted to monitor if resident and facility
equipment used by residents e.g. wheelchairs are in safe condition. Equipment will be taken out of use until
reapairs are made.

1

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS: | PR

EFFECT OF PREVIOUS ACTIONS:

FOLLOW-UP DATE:

2. INDICATOR/THRESHOLD FOR EVALUATION:

FINDINGS/EVALUATION:

CONCLUSIONS:

RECOMMENDATIONS/ACTIONS:

EFFECT OF PREVIOUS ACTIONS:

ARH FORM NO. B-V-7 (REV.7/99)

e

-

£
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Area:

Shift:

Evaluator:

Employee:

Skilied

" WILLIAMSON ARH HOSPITAL

HOUSEKEEPING EVALUATION FORM

Date:

1 Sharp-Cantainers

Checked -

"= Floors Cleaned | ;-
;=& Bufied:- "

© Comers U

‘Cleaned

. Mireor/Window-
S Cleaned:

7 Furnidure

. Cl

Damp/Nop
i Floors:

Sinks including
- mingrat deposits...

Empty/Clean -

“Lights Cleaned | Commodes/’
Showet. Cleaned

" ¥esiTime. | N

| no

 YeslTime

Room 114

Room 115

Office

Room 119

Room 120

Room 121

Room {22

Multi Purpose Room

Roam 129

Room 130

Room 131

Room 132

Room 134

Room 135

Room 136

Room 146

stairwells




Sharp: Contaf
<+ Checked

Fioors Cleaned.

& Butf

L Comers.
s Cleaned

<

Furniture’

ed

Sk
. Cleaned ™ -

- Ments/T¥'s [ Lighis Cleaned -

) VesiTime- [N

| YesiTime

‘No

| Yestrime:

‘No

“~No.

Room 147

Room 148

Room 149

Room 150

Room 181

Room 152

Roem 153

Room 154

Room 155

Room 156

Nurses Station

Restrooms

Dietary

Comments:

Percentage




KentuckyUnbridledSpirit.com

CABINET FOR HEALTH AND FAMILY SERVICES
OFFICE OF INSPECTOR GENERAL

Sandy Goins, Regional Program Manager

Steven L. Beshear Division of Health Care | Janie Miller

Governor 1186 Commerce Avenue Secretary
' London, Kentucky 40744

Phone: 606-330-2030 Mary Reinle Begley

Fax: 6806-330-2054 Inspector General

hitp.//chfs.ky.gov/os/oig/

March 25, 2011

Ms. Karen Reed

Williamson ARH

260 Hospital Drive

South Williamson, Kentucky 41503

Dear Ms. Reed:

Thank you for submitting your proposed plan of correction regarding the deficiencies
noted during our survey completed on November 18, 2010.

We are accepting your allegation of compliance and presume that substantial
compliance was achieved by December 20, 2010, as alleged in your plan of correction.
Therefore, we are not recommending the remedies referred to in the initial notice dated
December 6, 2010, to the Centers for Medicare and Medicaid Services Regional Office
at this time. Based on implementation of your plan of correction, we will recommend
that your nursing facility be relicensed and receriified for continued participation in the
Title XVHI/XIX program(s) contingent upon approval from the appropriate agencies.

Your cooperation is appreciated. If you should have questions regarding this
information, please contact our office.

Sincerely,

Qﬂ\ Lfgma&j ;/Jiﬁﬁ,ﬁ; [ER

Sandy Goins
Regional Program Manager

SGstilk

Kmm(fe T
UNBRIDLED s.cm.r-ry An Equal Opportunity Employer M/F/D



KentuckyUnbridledSpirit.com

OFFICE OF INSPECTOR GENERAL

Sandy Goins, Regional Program Manager

Steven L. Beshear Division of Health Care Janie Miller
Governor 118 Commerce Avenue Secretary
London, Kentucky 40744
Phone: 606-330-2030 Mary Reinle Begley

Fax: 606-330-2054 Inspector General

http://chfs.ky.qgov/os/oig/

December 6, 2010

ELECTRONIC MAIL

Ms. Karen Reed

Williamson ARH

260 Hospital Drive

South Williamson, Kentucky 41503

Dear Ms. Reed:

On November 18, 2010, a standard survey was completed at your facility by the
Division of Health Care to determine if your facility was in compliance with federal
participation requirements for nursing homes participating in the Medicare and/or
Medicaid programs. This visit found that your facility was not in substantial compliance
with the participation requirements. This survey found the most serious deficiencies in
your facility to be a pattern of deficiencies that constitute no actual harm with potential
for more than minimal harm that is not immediate jeopardy, as evidenced by the
attached CMS-2567, whereby corrections are required (E).

All references to regulatory requirements contained in this letter are found in Titie 42,
Code of Federal Regulations.

Plan of Correction (POC)

A POC for the deficiencies must be submitted no later than ten (10) days from receipt of
this letter. Failure to submit an acceptable POC may result in a recommendation that
remedies be imposed immediately upon notification requirements being met. Your
POC, as fully implemented, will serve as your allegation of compliance.

Kentuckiy™
UNBRIDLED sp;mry An Equal Opportunity Employer M/F/D
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Your POC must;

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

* Address how the facility will identify other residents having the potential to be
affected by the same deficient practice;

e Address what measures will be put into place or systemic changes made to
ensure that the deficient practice will not recur;

» Indicate how the facility plans to monitor its pefformance to ensure that solutions
are sustained; and

* Include dates when corrective action will be completed. In the right column
with the heading ‘completion date,’ include only one date for each
corresponding deficiency with the heading 'ID Prefix Tag’ listed in the left
column.

You are required to record your plan of correction in the appropriate column on the
enclosed Form(s) CMS-2567. Sign, date, and indicate your title in the blocks
provided at the bottom of page one.

Recommended Remedies

As a result of our finding that your facility was not in compliance with participation
requirements, the following remedies will be recommended to the Centers for Medicare
and Medicaid Services (CMS) Regional Office if substantial compliance has not been
achieved by January 2, 2011.

» A civil money penalty of $ beginning November 18, 2010, and
continuing until substantial compuiance is achieved or your provider agreement is
terminated.

» Denial of payment for new admissions as soon as notification requirements can
be met.

A change in the seriousness of the noncompliance at the time of a revisit may result in a
change in the remedy(ies). If this occurs, you will be notified.

If you do not achieve substantial compliance within three (3) months from the last day
of the survey identifying noncompliance, the CMS Regional Office must deny payments
for new admissions.
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Your provider agreement must be terminated if substantial compliance is not achieved
within six (6) months from the last day of the survey identifying noncompliance.

Please note that this letter does not constitute formal notice of imposition of
alternative sanctions or termination of your provider agreement. Should the
Centers for Medicare and Medicaid Services determine that termination or any
other sanction is warranted, it will provide you with a separate formal notification
of that determination.

Informal Dispute Resolution

In accordance with 42 CFR 488.331 and 906 KAR 1:120, a provider shall have one
informal opportunity to dispute a cited deficiency, or scope and severity assessment that
constitutes Substandard Quality of Care or Immediate Jeopardy. You are required to
send your request in writing to IDR Coordinator, Office of Inspector General, Division of
Health Care, 275 East Main Street, 5SE-A, Frankfort, Kentucky 40621. Your request
shall specify the format for the informal dispute resolution, specify the deficiency in
dispute, explain the dispute, and provide a detailed basis for the dispute.
Documentation in support of the dispute shall be attached to the request. The request
and attachments shall be delivered on or before the tenth calendar day after receipt
of the Statement of Deficiencies. A request for informal dispute resolution shall not
delay an enforcement action.

If you should have questions regarding this information, please contact our office.
Sincerely,

g«{//w& ﬁ / (}./{/{,{,; i/f{”/q,ﬂ\

Sandy Goins
Regional Program Manager

8G:stilk
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December 6, 2010

Ms. Karen Reed

Williamson ARH

260 Hospital Drive

South Williamson, Kentucky 41503

Dear Ms. Reed:

The Division of Health Care completed a relicensure survey at your facility on
November 18, 2010. This survey was conducted to determine compliance with state
licensure requirements. The survey found that your facility failed to meet minimum state
licensure requirements for operation of a nursing facility. The deficiencies cited are
listed on the enclosed Statement of Deficiencies/Plan of Correction document.

As part of the licensure process, each facility is required to submit a written plan for the
correction of all deficiencies noted during the survey. The Plan of Correction shall

specify:
¢ The date by which the violation shall be corrected,
+ The specific measures utilized to correct the violation, and

e The specific measures utilized to ensure the violation will not recur.

Kentudkiy™
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902 KAR 20:008 Section 2.(5)(b) requires that a plan of correction for licensure
deficiencies be submitted io this agency within ten (10) days from receipt of this letter.
The plan, outlining methods of correction and proposed completion dates for each
deficiency, should be incorporated in the column provided on the enclosed form. The
form should be signed by you or an authorized representative and received in this office
within ten (10) days of receipt of this letter. You should make a copy of the form for
your records and/or posting requirements. Continued failure to meet minimum state
licensure requirements will result in a recommendation for revocation of a license to
operate a nursing facility.

KRS 216.547 requires that all long-term care facilities shall retain, for public inspection
in the office of the administrator and in the lobby of the facility, a complete copy of every
inspection report of the facility received from the cabinet during the past three (3) years,
including the most recent inspection report.

Informal Dispute Resolution (IDR): [n accordance with 906 KAR 1:120, a long-term
care facility shall have one opportunity to question cited deficiencies through an informal
dispute resolution process. You are required to send a written request which specifies
the deficiency in dispute; explain the dispute and provide a detailed basis for the
dispute; specify the format desired (refer to the enclosure) and attach the

. documentation in support of your pasition to the request. This written request and
attachments shall be delivered to IDR Coordinator, Office of Inspector General, Division
of Health Care, 275 East Main Street, 5E-A, Frankfort, Kentucky 40621 on or before the
mandated return date for the plan of correction. Informal Dispute Resolution will be
accomplished in accordance with 906 KAR 1:120. This process will not delay the
effective date of any enforcement action.

IDR in no way is to be construed as a formal evidentiary hearing. It is an informal
process 1o discuss deficiencies. If you will be accompanied by counsel, you must
indicate this in your request for IDR so that we may alsc have counsel present. You will
be advised verbally of your decision relative to the informal dispute, with written
confirmation to follow.

If you should have guestions regarding this information, please contact our office.

Sincerely,

r

- oA A ~
\:/tf{/iuﬁ,iﬁi( ,H:E’%w f\)--}‘ﬁﬁf‘ / [~

Sandy Goins
Regional Program Manager

SGistilk
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A life safety code survey was initiated and
concluded on November 19, 2010, for
compliance with Title 42, Code of Federal
Regulations, §483.70 and found the facility in
compliance with NFPA 101 Life Safety Code,
2000 Edition.

No deficiencies were identified during this survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other 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 documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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