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 F000000This visit was for Investigation of 

Complaint #IN00128698.

Complaint #IN00128698 - 

Substantiated. Federal/State 

deficiency related to the allegation 

cited at F354.

Survey date: July 5, 2013.

Survey team: Shelly Vice RN

Facility number: 012199

Provider number: 155781

AIM number: 200989880

Census bed type:

SNF/NF: 18

Census payor type:

Medicare: 2

Medicaid: 15

Other: 1

Sample: 2

These deficiencies reflect state 

findings cited in accordance with 410 

IAC 16.2.

Quality Review completed on July 8, 

2013, by Brenda Meredith, R.N.
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SS=E

483.30(b) 

WAIVER-RN 8 HRS 7 DAYS/WK, 

FULL-TIME DON 

Except when waived under paragraph (c) or 

(d) 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.

Except when waived under paragraph (c) or 

(d) of this section, the facility must designate 

a registered nurse to serve as the director of 

nursing on a full time basis.

The director of nursing may serve as a 

charge nurse only when the facility has an 

average daily occupancy of 60 or fewer 

residents.

Residents who have the potential 

to be affected are identified 

through a facility audit.  There are 

no residents affected. The facility 

is currently recruiting RN's on a 

continuous basis, using 

networking, classified advertising 

and internet options. RN 

coverage will be provided 7 days 

per week for 8 consecutive hours 

per day. The Director of Nursing, 

Administrator and Scheduling 

Coordinator will review the 

licensed nursing schedule weekly 

to determine if adequate RN 

coverage is provided 7 days per 

week. If necessary, adjustments 

will be made to provide the 

required coverage. The Quality 

Assurance Committee will review 

the schedules monthly to ensure 

that required RN coverage is 

provided. The Director of Nursing, 

Administrator, and Scheduling 

Coordinator are responsible to 

08/04/2013  12:00:00AMF000354Based on observation, interview and 

record review, the facility failed to 

provide Registered Nurse coverage 

for 7 days a week.  This affected 18 

of 18 residents residing at the facility.

Findings included:

On 7/5/13 at 2:00 p.m., an interview 

was conducted with the Director of 

Nursing (DON), whom was a 

Registered Nurse, indicating the DON 

worked 5 days a week, Monday 

through Friday, from approximately 

7:00 a.m. until 3:00 p.m. The DON 

indicated that she did not work in the 

facility on Saturday and Sunday, but 

was "...on-call..." indicating when the 

staff at the facility required a 

Registered Nurse (RN), the DON 

would come into the facility and work 
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monitor to ensure compliance.until the situation was handled and 

then could leave the facility. The DON 

indicated she was the only Registered 

Nurse employed by the facility.  The 

DON also indicated she did not work 

8 consecutive hours for 7 days a 

week.  She indicated this had been 

this way since she was moved 

from,"... a sister facility 4 weeks 

ago...I was oriented by another RN 

who worked here then, but she quit 

and it has been me for the past 2 

weeks...."  

On 7/5/13 at 2:30 p.m., an interview 

was conducted with the Receptionist 

indicating that the facility had only 

one RN and the RN also acted as the 

DON for the facility.  It was also 

indicated that the facility had a 

census of 18 of which 2 were 

Medicare recipients receiving therapy 

through the physical and occupational 

therapy departments.

On 7/5/13 at 2:40 p.m., a record 

review was conducted of the facility's 

phone list indicating that there was 

only one Registered nurse identified 

as being employed at the facility.

3.1-17(b)(3)
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