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F 0732 Post nurse staffing information every day.

Level of Harm - Potential for 39371
minimal harm

Based on observation and interview, the facility failed to ensure nurse staffing information was posted on a
Residents Affected - Many daily basis.

Findings include:

During an observation on 2/6/2025 at 8:45 AM, upon entrance to the facility, the nurse staffing information
posted in the front lobby was dated 2/3/2025.

During an interview on 2/6/2025 at approximately 9:00 AM, the Administrator stated it was the expectation to
have the staffing information posted and readily available with the correct information at the beginning of
each shift, and the facility had no policy for posting the nurse staffing.
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