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For the standard Medicare/Medicaid
recertification survey, started on 07/06/10 and
completed on 07/08/10, the sample included 4
residents for complete review, 9 residents for
focused review, and 2 closed records for review.
The sample included 2 additional residents to
verify specific concerns during the survey.
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The facility must post the following information on
a daily basis:
o Facility name.
o The current date.
0 The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State law).
- Certified nurse aides.
o Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format.

o In a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written request,
make nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the posted daily nurse
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from comecting 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 80 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 dccuments 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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staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to post the total number and the
actual hours worked, by licensed and unlicensed
staff directly responsible for resident care, for
each shift on 3 of 3 days of survey (July 6-8,
2010).

| Findings include:

Observation on all days of survey (July 6-8, 2010)
identified staffing data written on a marker-board
located on the wall directly across from the
nurses station. The facility posted the number
and the actual hours worked by licensed and
unlicensed staff directly responsible for resident
care for the 07/06/10 a.m. and 07/07/10 p.m.

' shifts. Facility staff did not update the board with
 the staffing data for every shift. Observation on

| 07/08/10 at 10:40 a.m., further identified a facility
maintenance staff member removed the
marker-board from the wall and placed it on the
floor behind the nurses station. The maintenance
department prepared the area for repainting.

During interview on 07/08/10 at 12:50 p.m., the
administrative nursing staff member (#6) stated
the data should have been updated "every shift"
and agreed the facility failed to maintain the
required posting of staff.
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