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E 0024 Establish policies and proceduresfor volunteers.
Level of harm - Potential Based on interview and policy review, the facility failed to ensure their emergency preparedness policies and procedures
for minimal harm addressed the use of volunteersin an emergency, or other emergency staffing strategies, including the process and role for integration
of State and Federally designated health care professionals to address surge needs during an emergen
Residents Affected - Many | Findingsinclude: Review of the facility's policy and procedures, provided by the director of nursing (DON) the
documentation lacked evidence of policy related to the use of volunteers. On 4/22/19, at 9:01 am., when interviewed
regarding the policy regarding volunteer use, the DON reported, | spoke with (assistant admini strator) and we do not have a policy for
volunteers. The DON further explained, (assistant administrator) is the one who writes the policies. When
surveyor provided the Emergency Preparedness Regulation for review, the DON stated that she was not aware of this
requirement.
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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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