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{F 000} INITIAL COMMENTS {F 000}

 A Revisit Survey was conducted by Healthcare 

Management Solutions, LLC on behalf of the 

Centers for Medicare & Medicaid Services (CMS) 

on 10/30/24. Repeat tags were cited. New tags 

were also cited as a result of the compliant 

investigation survey that was conducted at the 

same time as the revisit. The facility is still out of 

compliance.

 

{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}

SS=F

 Based on interviews, review of the "Daily Nurse 

Staffing Summary" and nursing schedules from 

09/13/24 to 10/30/24, the facility failed to ensure 

the services of a Registered Nurse (RN) for at 

least eight consecutive hours a day, seven days a 

week for two of the 47 days reviewed. Failure to 

have an RN on duty for eight consecutive hours a 

day has the potential to affect the care provided 

to residents and the supervision of the unit.
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Findings include:

Review of the "Daily Nurse Staffing Summary" for 

09/29/24 and 10/12/24 revealed no RN hours for 

the 24-hour period on either day.

Review of the facility's "Daily Nursing Schedules," 

dated from 09/13/24 through 10/30/24, revealed 

no RN coverage on either 09/29/24 or on 

10/12/24. 

During an interview on 10/29/24 at 9:00 PM, the 

Administrator confirmed there were no RNs on 

the schedule for 09/29/24 or for 10/12/24. The 

Administrator stated she was aware that an RN 

was to be scheduled for at least 8 hours in 

24-hour period seven days a week. The 

Administrator stated 09/29/24 was the day of the 

hurricane and staffing was "challenging." The 

Administrator stated that on 10/12/24, the RN 

scheduled for the midnight shift walked off less 

than an hour into the shift.
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