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Initial Comments.

A re-icensure survey with Limited Nursing
Service (LNS) and a generator monitoring were
conducted at Sunny Days Retirement Home on

. The facility had a deficiency at the time
of the survey.

59A-36.007(9) ASSISTIVE DEVICES

(9) ASSISTIVE DEVICES, Facilities are
responsible for ensuring the safe usage of a
resident’s assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

{b} Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c} Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and utilize the equipment.
(d) All assistive devices must be clean, in good
repair, and free of hazards.

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to develop policies
and procedures that include the requirements and
methods for assessing the physical condition of
assistive devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
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resident's assistive device and failed to document
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the use of half-side rails in 1 of 2
sampled resident's record (#1).
Findings:
On at9:33 am half-side rails
were seen on resident #1's bed.
On at 10:07 am the resident said the side
raifs were put on her bed one day while she was
at lunch and was done so by the administrator.
Review of the resident's record revealed it did not
contain documentation of the resident’s use of the
side rails.
On at 11:56 am a request was made of
the administrator to provide the facility's policies
and procedures on assistive devices but, she said
the facifity did not have such policy.
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