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Except when waived under paragraph (c) or (d) of plan of correction to .the extent that the
this section, the facility must use the services of a summary of ﬁndlngs 18 factual‘ly Corr(?ct
registered nurse for at least 8 consecutive hours and in order to maintain compliance with
a day, 7 days a week. applicable rules and the provision of
quality care to residents. The plan of
Except when waived under paragraph (c) or (d) of correction is submitted as written
this section, the facility must designate a allegation of compliance.

registered nurse to serve as the director of

mursing on & full fime basis. The below response to the Statement of

Deficiency and plan of correction does not
denote agreement with the citation by
Woodlands Nursing and Rehabilitation
Center. The facility reserves the right to
submit documentation to refute the stated

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 deficiency ~through informal appeals
by: procedures and/or other administrative or
Based on staff interview and facility legal proceedings.

documentation review, the facility failed to ensure
a licensed nurse other than a DON (Director of
Nursing) served as charge nurse for a daily
occupancy of over 60 residents.

The Director of Nursing or designee will

monitor daily staffing sheets daily ] ( '
The facility ' s staff schedules for October 2011, to ensure a registered nurse, other [A
November 2011, December 2011, January 2012 than the Director of Nursing is scheduled
and February 2012 were reviewed and revealed . .
no designated licensed nurse other than DON on for eight consecutive hours per day
the nursing schedules was specified on some as the RN Supervisor.

days for the following months: October 2011,
November 2011, January 2012 and February
2012.

The findings are:

On 6/12/2012 at 3:40 p.m. the Administrator was
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interviewed and reported the facility had been
without a designated licensed nurse other than
DON serve as charge nurse on October 31,

2011 census 68, some days in November
2011(11/10/2012 census 67,11/14/2012 census
66 ,11/18/2012 census 70,11/22/2012 census
68,11/23/2012 census 67, 11/25/2012 census
67), January 2012(1/9/2012 census 67,1/12/2012
census 69,1/13/2012 census 68,1/16/2012
census 68,1/17/2012 census 67,1/18/2012
census 68,1/19/2012 census 68,1/20/2012
census 70,1/24/2012 census 68,1/25/2012
census 69,1/26/2012 census 69, 1/27/2012
census 69) and February 2012 ( 2/7/2012 census
64,2/10/2012 census 61, 2/17/2012 census 62).
The administrator further reported that she had
been looking diligently to hire an ADON (Assistant
Director of Nursing) but she did not succeed in
hiring one during the months of November 2011,
January 2012 and February 2012. The
Administrator further added that she was aware
that a facility of an average of over 60 residents
was required to have a DON (Director of Nursing)
and a designated licensed nurse as charge nurse
for at least 8 hours a day. Administrator further
added she was finally able to hire an ADON in
April.

The Director of Nursing or designee will
audit staffing schedules and

daily staffing sheet s daily to

ensure a registered nurse, other

than the Director of Nursing is scheduled
for eight consecutive hours per day

as the RN Supervisor.

The Administrator and/or Director

of Nursing will ensure a RN is provided
to cover as the RN supervisor at all times
by using outside sources if required.

Results of staffing schedule audits will be
reviewed in the QA meeting monthly x 3
months, then quarterly x 3 months.
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