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F 0728 Ensure that nurse aides who have worked more than 4 months, are trained and competent; and nurse aides
who have worked less than 4 months are enrolled in appropriate training.

Level of Harm - Minimal harm
or potential for actual harm 30722

Residents Affected - Many Based on observation, record review and interview the facility failed to ensure nurse aides who provide direct
patient care are not employed full time for more than four months without successfully completing a state
approved training and competency evaluation program. This failure has the potential to affect 44 of 44
residents in the facility (R1-R44).

Findings include:

On 07/30/24 at 10:49AM, V4/Nurse Aide was observed working with residents on the secured unit in the
facility.

An active Employee roster dated 07/30/24 at 8:26am documents V4 is a CNA (Certified Nurse Aide) with a
hire date of 02/02/22.

V4's personnel file shows V4 is Eligible to work per the lllinois Department of Public Health - Health Care
Worker Registry. V4's start date at the facility is 02/02/22 under the title of House Keeping - Cleaner. On
08/01/23 the facility changed V4's title on the Health Care Worker Registry to Technical, Unlicensed Health
Care - Certified Nurse Aide.

V4's Health Care Worker Registry page documents the following, Certification Program Information: No
programs on Record, Date training successfully completed (blank), and Date of competency evaluation: No
competencies on record.

On 07/30/24 at 12:56pm, V1 (Director of Nursing/Administrator in Training) confirmed V4 is employed full
time as a Certified Nurse Aide.

On 07/30/24 at 1:06pm, V4 stated she provides direct care including toileting, transferring and feeding to
residents in the facility. V4 confirmed she has not completed all of the requirements of a state-approved
Nurse Aide competency training program.

On 08/01/24 at 10:49am, V1 stated V4 began with the facility in the housekeeping department, then enrolled
in a CNA program and worked at the facility as a CNA while in the program. V1 stated V4 did not pass the
required skills competency program portion of the program and administration did not follow through with
ensuring V4 was certified.
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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 documents 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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