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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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OR LSC IDENTIFYING INFORMATION)
F 0727 Havearegistered nurse on duty 8 hoursaday; and select aregistered nurseto bethe

director of nurseson afull time basis.
Level of harm - Minimal
harm or potential for actual | Based on interview and record review, the facility failed to ensure there was a full-time director of nursing. The
harm administrator identified 42 residents resided in the facility. Findings: Facility staffing schedules dated, May and June

2020, did not include a designated/full time director of nursing (DON). On 06/15/20 at 11:09 am., the administrator was
Residents Affected - Many | asked about the DON. She stated they did not have one. She stated the DON had left and a couple of other nurses they had

put in the position had not worked out. She stated they had not had a DON for about two months and were trying to hire one. She
stated they did have other registered nurses, but none were acting as the DON. She stated it had been a hard position
to keep filled. The administrator was asked when was the last time a full-time DON was at the facility. After she reviewed
her records, she returned with a paper which documented the DON's last day of work was 04/14/20.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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