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Statement of Licensure Violations:
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300.1230d)

Section 300.1230 Direct Care Staffing

c) A minimum of 25% of nursing and
personal care time shall be provided by licensed
nurses, with at least 10% of nursing and personal
care time provided by registered nurses.
Registered nurses and licensed practical nurses
employed by a facility in excess of these
requirements may be used to satisfy the
remaining 75% of the nursing and personal care
time requirements. (Section 3-202.05(e) of the
Act)

d) The minimum staffing ratics shall be
increased to 3.8 hours of nursing and personal
care each day for a resident needing skilled care
and 2.5 hours of nursing and personal care each
cay for a resident needing intermediate care.
{Section 3-202.05(d) of the Act)

These requirements were not met as evidenced
by:

Based on interview and record review, the facility
failed to meet the minimum required Registered
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Nursing, Licensed Nursing and direct care
staffing hours for fwo of three selected days. This
has the potential to affect all 54 residents in the
facility.

Findings include:

The facility's Nurse Staffing policy (undated)
documents the following: "It is the policy of
{facility) fo provide sufficient licensed and
unlicensed nursing staff on each shift of the day
to attain or maintain the highest practical physical,
mental and psychosocial well-being of each
resident. Nursing staff shali be based upon
resident evaluation by the Administrator and
Director of Nursing as specified by the (State
Agency). Each skilled care resident shall receive
at least 3.8 hours of nursing and personal care
each day, and 2.5 hours of nursing and personal
care each day for a resident needing intermediate
care, A minimum of 25% of nursing and personal
care time shall be provided by licensed nurses,
with at least 10% of nursing and personal care
time by Registered Nurses. Registered Nurses
and Licensed Practical Nurses employed by a
facility in excess of these requirements may be
used to satisfy the remaining 75% of the nursing
and personal care time requirements. The
division of nursing needs by shift will be
calculated based on resident census and needs”.

On 10/30/23, V1 {(Administrator in Training)
provided copies of the facility’s Daily Staffing
Assignment sheets {dated 10/01/23 - 10/25/23),
which indicate the length of time and location of
the staff members working for each day. V1
noted the facility’s census with a breakdown of
the census into skilled and intermediate
residents. V1 stated the facility determines their
minimum reguirements based on the numbers
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stated in their staffing policy.

The Daily Staffing Assignment Sheets (dated
10/15/23 and 10/16/23) both document a census
of 58, with four residents determined to be skilled
care, and 52 residents determined to be
intermediate care. Based on the calculations in
the facility's staffing policy, the facility should have
had 142.5 hours of tota! direct care hours, 36.3
hours of licensed nurses working, and 14.5 hours
of Registered Nursing hours. The Daily Staffing
Assignment Sheets (dated 10/15/23 and
10/16/23) both document the following: the facility
had a total of 132 total direct care hours, 38 hours
of licensed nurses, and 12 hours of Registered
Nursing hours.

On 10/31/23 at 11:45 AM, V1 (Administrator in
Training) confirmed the facility was short on their
minimum staffing requirements noted in theit
Nurse Staffing policy for 10/15/23 and 10/16/23.

The facility’s Resident Census and Conditions of
Residents form, provided by V1 on 10/30/23,
indicates that 54 residents are cumrently residing
in the facility.
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