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F 0732 Post nurse staffing information every day.

Level of Harm - Potential for 44808
minimal harm

Based on observation and staff interview, the facility failed to ensure daily staffing information was posted on
Residents Affected - Many 08/29/24. This had the potential to affect all 92 residents in the facility.

Findings include:

On 08/29/24 at 11:38 A.M., observation of the daily staffing information posted at the front desk revealed it
was dated 08/27/24. Further observation revealed the staffing information for 08/28/24 was tucked behind
the sheet for 08/27/24 and there was no staffing information available for 08/29/24.

Interview at the time of observation with the Administrator verified the posted staffing information was dated
08/27/24 and the staffing information for 08/29/24 was not available.
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