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(1) Written procedures for personnel to
follow in an emergency including:

-
. 4_ .
; (B) Notification of the attending physician
and other persons responsible for the

resident: and

" (A) Care of the resident;

(C) Arrangements for transportation,
| hospitalization, or other appropriate
services; ‘

' (2) All treatment and care provided relative to the
resident's needs and requirements for
documentation; and

(3) Medication or drug administration procedures
that clearly define drug administration process,
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4152 11-94.1-39(e) Nursing services 4152 11-94.1-39(e) Nursing services !
! The Nursing Administration Policy and '
(e) There shall be a policies and procedures Procedure Manual is current and consistent for
manual that is kept current.and copsmtent with the documentatior | R
current nursing and medical practices and 1 _ roaress notes and d ' 02.05.16
approved by the medical advisor or director and ' prog otes and woun !
the person responsible for nursing procedures. manager for R#33 was reviewed and cormected |
| The policies and procedures shall include but not by the Admitting |
i be limited to: ocumentation. :
|

2. On 1.21.16 all other ere | 01.21.16

assessed and documentation validated by the

ADON. by

3. On 2.2.16 the Licensed Nurses and CNAs | 02.02.16
were inserviced on the correct assessment and ;
documentation by the ADON.}

Training with all new hires on orientation and - |

annually on correct assessment/documentation

I i oo cone by the DON/ |

Designee.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESE [VE'S SIGNATURE

documentation, and authorized 4. Each month all pressure ulcers will be I 02.09.16
assessed by the DON/ Designee to ensure i
! a correct assessment/documentation.
| This Statute is not met as evidenced by: A report will be submitted to the QA Committee,
Based on staff interview and resident each quarter. |
| observations the facility failed to ensure that !
| policy and procdures included requirements for
documentation of wounds for 1 of 2 residents
(R#98) identified with wounds on the survey
| sample.
’ Findings include: i
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I
4 218; 11-94.1-55(e) Housekeeping T 1T 4218 11-94.1-55(e) Housekeeping :
i : All floors, walls, ceilings, windows and fixtures |
I (e) All floors, walls, ceilings, windows, and are kept clean and in good repair. '
o fixtures shall be kept clean and in good repair. 1. On 1.13.16 the maintenance worker | 01.13.16
i repaired R#96's light to ensure that the lighting
} This Statute is not met as evidénced by: was not “too bright” and was able to be turned f
| Based on interview and observation the facility on/off.
| failed to ensure that the light fixture was in good 2. On 1.15.16 the DON checked and - 01.15.16
i repair for 1 of 29 residents (R#986) on the survey validated that all overhead bed lights were able
; sample. to be turned on/off.
' 3. On 1.16.16 the EVS Manager added : 02.03.16
to the monthly preventative maintenance check;
list to ensure the proper functioning of the over
bed lights. On 1.18.2016 — 2.3.16 Licensed
Nurses and CNAs were educated on the
requirement that lighting must be adequate and.
comfortable for residents and that reasonable ;
accommodations are made such as move to a
comfortable lighting area, cover eyes until the |
lights are repaired the education was done by |
the DON. '
4. The EVS Manager/Designee will check/ [ 02.09.16
audit monthly that the over bed lighting is '
working properly and able to be turned on/off.
i
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Provide preventative maintenance, i.e. check
switch. The DON/Designee will assess/audit
resident’s lighting each month to validate that
the lighting is adequate and comfortable.
A report will be made to the QA Committee
each quarter.
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