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F 000 INITIAL COMMENTS F 000

 The initial Medicare/Medicaid certification survey 
was completed on 10/04/22.

 

F 727 RN 8 Hrs/7 days/Wk, Full Time DON
CFR(s): 483.35(b)(1)-(3)

§483.35(b) Registered nurse
§483.35(b)(1) Except when waived under 
paragraph (e) or (f) of this section, the facility 
must use the services of a registered nurse for at 
least 8 consecutive hours a day, 7 days a week.

§483.35(b)(2) Except when waived under 
paragraph (e) or (f) of this section, the facility 
must designate a registered nurse to serve as the 
director of nursing on a full time basis.

§483.35(b)(3) The director of nursing may serve 
as a charge nurse only when the facility has an 
average daily occupancy of 60 or fewer 
residents.
This REQUIREMENT  is not met as evidenced 
by:

F 727 10/5/22
SS=E

 Based on review of the facility's nursing staff 
schedule and staff interview, the facility failed to 
provide the services of a registered nurse (RN) 
for eight consecutive hours a day, seven days a 
week, for 4 of 27 days from 09/08/22 to 10/04/22. 
Failure to ensure sufficient, qualified nursing staff 
are available daily has the potential to affect all 
the residents residing in the facility.  

Findings Include:

The facility provided a copy of the nurses' 
schedule from 09/08/22 to 10/04/22. A review of 
the schedules showed the facility lacked the 
required RN coverage on 09/17/22, 09/18/22, 
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F 727 Continued From page 1 F 727
10/01/22 and 10/02/22. 

During an interview on 10/04/22 at 4:15 p.m., an 
administrative nurse (#1) confirmed the facility 
lacked eight consecutive hours of RN coverage 
on the days in question.
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