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Establish policies and procedures for volunteers.

 Based on interview and policy review, the facility failed to ensure their emergency preparedness policies and procedures
 addressed the use of volunteers in 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 emergency.
 Findings include: 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 a.m., when interviewed
 regarding the policy regarding volunteer use, the DON reported, I spoke with (assistant administrator) 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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