PAGE  
4

Quality Assurance and Clinical Compliance Quarterly Site Visit
	House:
	Date:

	Admin.:
	Reviewer(s):


	Inspection
	Action Needed
	Action Taken

	Flowerbeds and mulch free of weeds and cigarette butts/ landscaping /mowing?
	
	

	Porch swept/ shoveled off?  Seasonal flowers/ decorations in place? Facility signs in good repair?
	
	

	Front door free of fingerprints dirt and window glass clean?
	
	

	Bombay chest full, i.e. business cards, brochures, and Tour Report Forms
	
	

	Entryway table/ furniture and knick-knacks free of dust?
	
	

	Entryway carpet swept? Carpet free of stains?
	
	

	Carpets free of stains? Tears repaired?
	
	

	Ceilings & corners free of cobwebs?
	
	

	Activity room is tidy, clean and free of clutter?  All furniture in place and accounted for?
	
	

	Beauty shop locked? Chemicals secured? Schedule/ prices posted?
	
	

	Laundry room dryer lint screens cleaned after each use? Chemicals locked? Washer cores clean?
	
	

	Med cart put away and secured when not in use?
	
	

	Furniture in living room arranged appropriately and tidy?
	
	

	Staff phone list/ Vendor list? Current evacuation plan?
	
	

	Emergency supply kit fully stocked/ stored in an easily accessed location.
	
	

	Fire extinguisher checked/ initialed monthly/ certified annually?
	
	

	Nurse call cords the appropriate length, just above the baseboard?
	
	

	Handrails fully accessible, without furniture in front of them?
	
	

	No live plants on the piano?  All décor accounted for and displayed appropriately?
	
	

	Activity calendar and menu’s displayed appropriately?
	
	

	House free of burnt out light bulbs?
	
	

	Exit light bulbs all working?  Emergency lights work?
	
	

	Housekeeping supplies stored away and locked? Nothing stored on floor?
	
	

	MSDS books available; complete for all chemical & harmful substance supplies ?
	
	

	Fire drills completed/ documented on schedule (monthly, rotating shifts each quarter)?
	
	

	House free of all trip hazards?
	
	

	Fire Extinguishers checked/initialed monthly.

ID 16.03.22 501 (03)
	
	

	All Personnel and Residents participate in minimum of one unannounced fire drill per shift per quarter. ID 16.03.22 500 (10)
	
	

	Dishwasher =/ > 145 wash temp? 180 rinse temp? Rinse additive per manufacturer's directions?
	
	

	
	
	


	Inspection
	Action Needed
	Action Taken

	Countertop appliances clean, i.e. mixer, blender, toaster, and microwave?
	
	

	Stove (range) burners/ grill clean? Grease tray clean? Burner tray clean? Microwave clean?
	
	

	Kitchen floor clean? Dishwasher door clean? Dishwasher trays clean and in good repair?
	
	

	Pantry floor clean? Canned goods free of dust/ dents? Can goods dated? 7 day emergency supply?
	
	

	Food bin lids clean/ labeled? Scoops stored outside of the bin/ in bag or separate container?
	
	

	Open containers/ packages sealed/ labeled/ dated? Food off floor? 18" from bottom of sprinklers?
	
	

	Paper goods stored separate from food? No chemicals stored in pantry?
	
	

	Meat and eggs stored on the bottom shelve of the freezer/ refrigerator?
	
	

	Opened food in refrigerator covered/ labeled/ dated? Disposed of after 72 hours?
	
	

	Refrigerators and freezers have thermometers in them?  Refrigerator < 45 degrees F/ freezer < 0 degrees F.
	
	

	Refrigerators and freezer have their own Temperature log and are being reviewed and signed of each day?
	
	

	Bottom of the refrigerators/ freezers free of food debris, etc.? Outside clean?
	
	

	Meat thawed by refrigeration?
	
	

	Cook wearing an apron/ hair restraint?  Servers are wearing apron/ hair restraint to serve?
	
	

	Meals serviced family style? Residents offered seconds?
	
	

	At least one aide/ cook in attendance in dining room while residents are eating?
	
	

	Food is served at palatable temperatures? Meal times appropriate?
	
	

	Staff eating and drinking during down times only?
	
	

	Garage not clutter, clean and free of trip hazards? Fire Hazards?
	
	


	Inspection
	Action Needed
	Action Taken

	Licensed Nurse provides staff training on specialized, medication competency review/ tasks/medication delegation/documentation as appropriate?
	
	

	Documentation of delegated tasks thorough/ current/ in accordance with state regulations and nurse practice act?
	
	

	Unused or discontinued medications not accumulated for more than 30 days/disposed of/written record of disposition?
	
	

	Medication system filled by pharmacist and appropriately labeled.  Medi-sets filled by pharmacy & appropriately labeled?
	
	

	Residents protected from obtaining medications stored in resident rooms or by facility?
	
	

	Med Cart is stored in Med Room when not in use?  No personal food or drinks are being left on the Med Cart?
	
	

	Cabinets are locked/ counter free of medications/ medication bins labeled for individual tenants?
	
	

	Ointments, creams, inhalers, eye or eardrops and nitroglycerin stored separately in Ziploc baggies or plastic bins?
	
	

	OTC medications labeled with resident’s name
	
	

	Thermometer in refrigerator reads between 37 and 42 degrees F?  No food stored in refrigerator?
	
	

	Cabinets/ Blue Step computer are free of post-it notes, etc? 
	
	

	Signed physician orders present in Resident binders for ALL medication orders or lab changes, 
	
	

	Ancillary providers (home health, hospice, PT, etc.) documents on file in Resident binders? 
	
	

	Ancillary services reflected on the Negotiated Service Plan?
	
	

	MAR’s/ medications/ physician orders match?
	
	

	Parameters clearly set up (lay terminology) for staff assisting with PRN’s and routine tasks/ treatments?
	
	

	RN/LN notified by staff as indicated on MAR to report specific findings per parameters?
	
	

	MAR entries for psychotropic medications instruct staff to call RN first, as appropriate?
	
	

	Staff signing Off in EMR/Blue Step for all medications given?
	
	

	PRN medications reason and result documented in Blue Step?
	
	

	Narcotic count accurate?
	
	

	Narcotics being stored per Idaho Rules and Board of Pharmacy Rules; No secondary storage?  Double Lock system?
	
	

	Narcotic Medication Dosing Sheets are being used appropriately for all narcotics given to facility?  No holes in log? Narcotic count done consistently between all three shifts?
	
	

	Staff ensures residents swallow their meds? Assisting appropriately?
	
	

	 Scales, BP cuffs, & Thermometers in working order?
	
	

	Sharps container below fill line? No re-capped needles
	
	

	Any notations from staff stating, ‘Medications not available’?
	
	

	RN's electronic signature present and signed off on in ‘Nurse’s New Medication Order Report’
	
	

	Vital signs and weights documented in Blue Step, per physician orders?
	
	


	Inspection
	Action Needed
	Action Taken

	Each resident has photo on MAR? Blue Step?
	
	

	Diabetic resident who receive insulin or oral agents receive some type of blood sugar monitoring? Residents each have own glucometer cleaned/ tested according to manufacturer's directions/ test control solution dated when opened?
	
	

	Staff aware of signs and symptoms of hypo/ hyperglycemia to report?  Reflected on NSA?
	
	

	Residents who self-medicate have self/med assessment conducted by RN?
	
	

	Resident’s with Side Rails and/or Trapeze’s have current Side Rail Assessment with entrapment risk identified?
	
	

	All Residents have a Fall Risk Assessment completed by RN/LN?
	
	

	Residents with special dietary needs or those with significant weight loss or gain referred to physician and/ or dietician?
	
	

	RN/LN coordinates ordered lab work/ physician notified of abnormal values/ RN notes on lab report and in nurse progress notes?
	
	

	Quarterly Nursing Assessments are up-to-date? Being done on the correct tool in Blue Step?
	
	

	Discontinued medications removed from Residents' medications bins if we assist with medications?
	
	

	System in place for reordering medications?
	
	

	Medications, both routine and PRN, always available for residents?
	
	

	Medications delivered in timely manner by pharmacy
	
	

	Staff knows how to check in delivered medications before signing for them?
	
	

	RN and administrator communicate regarding resident health care issues on a regular basis (at least weekly)?
	
	

	RN knows and utilizes proper lines of communication to F/U questions/ situations beyond her scope of services?
	
	

	Aides & Cooks dressed appropriately? Closed toe shoes? Hair tied back?
	
	

	Medication documentation includes reason of omission/refusals and PRN reasons. MD notified upon first refusal?
	
	


	Inspection
	Action Needed
	Action Taken

	Aides have immediate access to gloves and hand cleaner? Phone?
	
	

	Medical waste disposal system in place? Filled containers disposed of?
	
	

	Employee files (review 3) contain, background checks, reference checks, and current licensure, CPR/ First Aid?
	
	

	Licensed Nurse and administrator identify health-related training and/or Re-training needs and plan ahead for in-services?
	
	

	Survey Binder up-to-date; with last facility Survey posted and available for public any time day, evening or night?
	
	

	Emergency Evacuation plan current (check date)? Resident Evacuation list/ Staff phone list?
	
	

	First aid kit in the Med room and/or kitchen? Staff has access to Kit after hours? Fully stocked (check content list)?
	
	

	(Idaho) Facility License Posted?
	
	

	(IDAHO) Adult Protection Agency, State Licensing Agency, State Ombudsman, Co-Ad Inc., Idaho Protection and Advocacy System, Idaho Alliance for Mental Illness Information POSTED
	
	

	All personnel have minimum of 16 hours of orientation prior to providing unsupervised assistance with residents.
	
	

	Move –In/Move Out Register Maintained?
	
	

	Complaint Log in Place and being Utilized?
	
	

	All soiled laundry collected/stored / and transported in sanitary manner.
	
	

	Admission Agreement (Resident Rental Agreement) completed and signed to or on the day of move-in.
	
	

	All personnel trained in Infection Control for Universal Precautions
	
	

	Behavior Management Plan (when indicated) interventions positive, least restrictive, approved by qualified individual?
	
	

	Behavior Tracking tools in place for All Residents with BMPs?
	
	

	Signed copies of all care plans prepared by outside service agencies?
	
	

	Signed and dated negotiated service agreements, including admission and for past year?  UAI and NSA are up-to-date and signed by all necessary parties?  NSA with current updates documented on tool as for all Resident changes and updates?
	
	

	Social Information including social history, hobbies, interests?
	
	

	Nursing Health Assessment per negotiated service plan/follow-up as needed?
	
	

	Signed verification of oral and written receipt of Resident Rights?
	
	

	State funded clients have documentation of case manager notification for all revisions of the NSA due to COC?
	
	

	Documentation of exceptions to NSA unusual occurrences /medication omissions/etc. Includes facility response.
	
	


Additional Comments and/or Documentation:

