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483.70 EFFECTIVE 

ADMINISTRATION/RESIDENT WELL-BEING

483.70 Administration. 

A facility must be administered in a manner that 

enables it to use its resources effectively and 

efficiently to attain or maintain the highest 

practicable physical, mental, and psychosocial 

well-being of each resident.

This REQUIREMENT  is not met as evidenced 

by:

F 490 3/1/17

 Based on record review and staff interviews the 

facility failed to include information in the facility's 

Smoking Policy and Procedure provided to 

residents upon admission regarding safety issues 

of oxygen use while smoking. 

The findings included:

Review of the undated facility Smoking Policy and 

Procedure revealed the policy contained that the 

facility shall respect the rights of residents who 

smoke while providing a safe environment for all 

residents and staff.  The procedure section of this 

form addressed facility assessment to determine 

if the resident was deemed safe to smoke 

unsupervised.  The procedure section also 

contained the facility rules that were expected to 

be followed by the residents deemed safe or 

unsafe smokers.  The procedure did not address 

smoking safety and use of oxygen while smoking.

An interview with the Administrator and Director 

of Nursing (DON) on 02/22/17 at 1:16 PM 

revealed when a resident was admitted to the 

facility, the resident or the resident's responsible 

party signed the Smoking Policy and Procedure 

form.  The DON explained all residents signed 

the form whether they were smokers or not.  The 

smoking rules were verbally addressed with the 

 The facility will continue to administer in a 

manner that enables it to use its 

resources effectively to attain or maintain 

the highest practicable physical, mental 

and psychosocial well being of each 

resident. 3/1/17

The smoking policy was revised and 

reviewed with smoking residents, family 

members and staff by the Administrator 

and the RN that assessed the smoking 

resident. The revised smoking policy does 

cover oxygen use and smoking. There will 

be no smoking by a resident or others 

while using oxygen meaning a 

concentrator or a tank.  Supplemental 

oxygen in any form will be prohibited from 

smoking area.  Residents, family 

members of smokers and staff verified 

understanding of policy. 3/1/17

The policy will be reviewed and signed 

with verification of understanding on all 

new admissions by social worker and 

designated RN doing smoking 

assessment during the admission 

process. 3/1/17

The smoking policy will reviewed quarterly 
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resident or responsible party if the resident 

wanted to smoke during the facility stay. The 

Administrator and DON had realized the facility 

smoking rules did not address safety issues 

dealing with lighted cigarettes in the presence of 

oxygen and oxygen tanks.  The DON stated as a 

QAPI (Quality Assurance/Performance 

Improvement) project she had started working on 

the facility's smoking rules on Monday, 02/20/17.  

Both explained the facility had a QAPI meeting 

today to discuss safe smoking and the new draft 

of the Smoking Policy and Procedure was almost 

completed.

with all smokers and staff quarterly by 

Administrator for next 12 months. 3/1/17

The Quality Assurance Committee will 

review education process and verify it has 

been done quarterly and with all new 

resident smokers and staff. Quality 

Assurance Committee will interview 25% 

of staff and residents that smoke to verify 

that they have been educated and 

understand smoking policy monthly for 90 

days and report findings to Quality 

Assurance Committee. 3/1/17
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