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Statement of Licensure Violations

300.1230d)

Section 300.1230 Direct Care Staffing

d)  The minimum staffing ratios shall be 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 day for a resident 
needing intermediate care.  (Section 3-202.05(d) 
of the Act) For the purpose of this subsection, 
"nursing care" and "personal care" mean direct 
care provided by staff listed in subsection (i).

This requirement is not met evidenced by:

Based on interview and record review, the facility 
failed to provide the minimum direct care hours 
required to meet the needs of all residents. This 
failure has the potential to affect all 67 residents 
residing in the facility.

Findings include:

On 4/30/24 at 1:00 p.m., V1 (Administrator) 
stated the number of staff scheduled per day is 
determined by the facility's daily staffing form. V1 
stated the total census and number of skilled 
residents are entered into the form and it 
automatically calculates the number of direct care 
staff required for that 24-hour period. V1 stated 
the "actual hours worked" is then filled in by 
Administration to evaluate staffing issues or 
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needs. V1 stated according to the staffing 
calculator being utilized, the facility is not 
consistently scheduling enough Certified Nurse 
Aides each shift.

The Daily Census form dated 4/14/24, documents 
there were 64 residents residing in the facility with 
twelve of those residents requiring skilled care. 
This same form documents the "Required Aide 
(Certified Nurse Aide)" hours is 133.64 and the 
"Actual" hours worked on 4/14/24 was 97.5. 

The nursing schedule dated 4/14/24 and verified 
with individual Timecard Reports, document there 
were four Certified Nurse Aides on the 2 p.m. to 
10 p.m. shift to care for 64 residents. 

On 4/30/24 at 12:39 p.m., V4 (R1's 
representative) stated she went to visit R1 on 
4/14/24 in the evening hours during supper time. 
V4 stated when she went to R1's room, V8 
(Certified Nurse Aide) was feeding R1 in her bed. 
V4 stated "When I asked (V8) why (R1) was left 
in bed for supper she told me that there were only 
two aides, and they didn't have enough time to 
get (R1) up out of bed. (R1) is supposed to be up 
in a chair for all meals. I feel terrible for these 
aides because they don't have enough help to get 
the residents taken care of. It's not their fault. 
Administration needs to get them more help. I'm 
moving (R1) to another facility this week."

On 4/30/24 at 2:15 p.m., V8 (Certified Nurse 
Aide) stated she was the staff member feeding 
R1 when V4 came to visit R1 on 4/14/24. V8 
stated she did tell V4 that R1 did not get out of 
bed for supper because they only had two aides 
on R1's unit assignment. V8 stated R1 is a 
mechanical lift that requires two assist and V9 
(Certified Nurse Aide) was busy helping other 
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residents. V8 stated "When the supper trays were 
brought up, I went ahead and fed (R1) in bed so 
her meal was served hot. I didn't want to make 
her wait and have cold food. This did not cause 
(R1) any distress. She didn't seem to mind. (R1) 
is supposed to be up for meals but I did feed her 
and did not leave her alone at any time with food 
in front of her, so she was safe."

On 4/30/24 at 1:20 p.m., V1 (Administrator) 
verified that there were not enough Certified 
Nurse Aides on 4/14/24. V1 stated the calculator 
utilized by the facility documented there should 
have been 133.64 hours of Certified Nurse Aides 
and there were only 97.5 actual hours worked by 
Certified Nurse Aides. V1 stated she understands 
there needs to be more Certified Nurse Aides 
scheduled each day to meet the resident's needs. 
V1 stated R1 is supposed to be up for all meals. 

The Centers for Medicare and Medicaid Services 
(CMS) 802 form dated 4/29/24, provided by V1 
(Administrator), documents there are 67 residents 
residing in the facility. 

(C)
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