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F 0727 Have a registered nurse on duty 8 hours a day; and select a registered nurse to be the director of nurses on
a full time basis.
Level of Harm - Minimal harm

or potential for actual harm Based on interview and document review, the facility failed to ensure a registered nurse (RN) was on duty a
minimum of eight consecutive hours per day for four of 30 days reviewed for RN coverage. This had the
Residents Affected - Many potential to affect all 35 residents residing at the facility.

Findings include:

Review of the nursing staff schedules from 4/13/25-5/13/25, identified there was no RN that worked for a
minimum of eight hours per day.

During an interview on 5/13/25 at 12:35 p.m., scheduling coordinator (SC)-A stated the facility was supposed
to have an RN scheduled eight hours per day. It had been difficult lately, but she tried her best to fill the gaps
utilizing facility staff, corporate agency staff, and outside staffing agencies. There had been gaps with RN
coverage on the weekends recently. SC-A reviewed the schedules and identified there was no RN coverage
for the facility on 4/27/25 (Sunday), 5/4/25 (Sunday), 5/10/25 (Saturday), and 5/11/25 (Sunday). SC-A stated
the facility currently only had two RN's in-house, and had to rely on outside sources to fill the gaps in
coverage, and sometimes the facility was only able to find licensed practical nurses (LPN)s that could fill the
shifts. The gaps in coverage had occurred when the RN's who were scheduled called off for the shifts, and
SC-A was unable to find a replacement.

During an interview on 5/13/25 at 2:27 p.m., interim director of nursing (DON) stated the facility attempts to
fill open RN shifts in-house, but if that is not feasible, the facility would reach out to the corporate agency
staff and outside agencies with the open shifts. If there was not an RN available to work, he would cover the
eight-hour gap. Weekends tended to be the hardest to find an RN to work the required eight-hour shifts.
DON verified 4/27/25, 5/4/25, 5/10/25, and 5/11/25 had no RN coverage for eight hours each day.

During an interview on 5/13/25 at 2:55 p.m., administrator acknowledged the facility had no RN coverage for
eight hours each day on 4/27/25, 5/4/25, 5/10/25, and 5/11/25. It was his second day at the facility, and he
had not been informed of the gaps in coverage. Moving forward, he would make sure the facility had an RN
available eight consecutive hours each day.

An email dated 5/13/25 at 4:06 p.m., identified the facility did not have a policy regarding RN coverage and
followed the state guideline of eight hours of RN consecutive coverage and did not have a staff mandate

policy.
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