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Based on a revisit survey completed on July 1, 
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards 
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within 14 days after such information is made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued program 
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 Nursing services.

(3)  Effective July 1, 2024, a minimum of 1 nurse aide per 10 

residents during the day, 1 nurse aide per 11 residents 

during the evening, and 1 nurse aide per 15 residents 

overnight.

This REGULATION is not met as evidenced by:

Completion 

Date:

07/29/2025

Status:

APPROVED

Date:

07/10/2025

The facility cannot retroactively 

correct cited deficiencies.

The facility will continue to maintain 

the required ratios and implement a 

contingency plan if needed by 

calling in off duty staff, calling sister 

facilities or utilizing bonuses as 

needed to ensure sufficient nursing 

staff. Additionally, the facility will 

continue to maintain efforts to 

recruit and retain staff to meet care 

needs and ensure residents are 

receiving appropriate care and 

services.

The regional staff educated 

NHA/DON/ on ensuring sufficient 

nursing staff to meet residents' 

needs and ensure that the facility is 

holding daily staffing meetings.

To monitor and maintain ongoing 

compliance the 

NHA/DON/scheduler will complete 

staffing meetings 5x weekly x4 

weekly then monthly x2 to ensure 

sufficient nursing staff.
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The results of the audits will be 

forwarded to the facility Quality 

Assurance Performance 

Improvement (QAPI) committee for 

further review and recommendations.
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Based on a review of staffing documents provided 

by the facility and staff interview it was determined 

that the facility failed to provide one nurse assistant 

(NA) per 10 residents on the day shift on two of six 

days (6/25/25 and 6/29/25) one NA per 11 

residents on the second shift on two of six days 

(6/28/25 and 6/29/25) and one NA per 15 

residents on the night shift on one of six days 

(6/28/25) as required. 

Findings include: 

A review of facility staffing documents provided by 

the facility from 6/24/25 through 6/29/25, revealed 

the facility failed to provide NA on the following 

shifts as required:  

Day shift:

Date Census Actual hours Hours 

required

6/25/25 88 64.00 70.40
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6/29/25 90 48.00 72.00

Evening shift:

Date Census Actual hours Hours 

required

6/28/29 90 64.00 65.45

6/29/25 90 60.00 65.45

Night shift:

Date Census Actual hours Hours 

required

6/28/25 90 42.00 48.00

During an interview on 7/1/25 at 10:34 a.m., the 

Nursing Home Administrator confirmed that the 

facility failed to provide NA's in the facility on the 

above shifts as required.
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 Nursing services.

(2) Effective July 1, 2024, the total number of hours of 

general nursing care provided in each 24-hour period shall, 

when totaled for the entire facility, be a minimum of 3.2 

hours of direct resident care for each resident.

This REGULATION is not met as evidenced by:

Completion 

Date:

07/29/2025

Status:

APPROVED

Date:

07/10/2025

The facility cannot retroactively 

correct cited deficiencies.

The facility will continue to maintain 

the required ratios and implement a 

contingency plan if needed by 

calling in off duty staff, calling sister 

facilities or utilizing bonuses as 

needed to ensure sufficient nursing 

staff. Additionally, the facility will 

continue to maintain efforts to 

recruit and retain staff to meet care 

needs and ensure residents are 

receiving appropriate care and 

services.

The regional staff educated 

NHA/DON/ on ensuring sufficient 

nursing staff to meet residents' 

needs and ensure that the facility is 

holding daily staffing meetings. The 

RDO educated NHA/DON/ on 

ensuring sufficient nursing staff and 

ensuring a minimum of 3.20 PPD.

To monitor and maintain ongoing 

compliance the 

NHA/DON/scheduler will complete 

staffing meetings 5x weekly x4 
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weekly then monthly x2 to ensure 

sufficient nursing staff.

The results of the audits will be 

forwarded to the facility Quality 

Assurance Performance 

Improvement (QAPI) committee for 

further review and recommendations.
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Based on a review of nursing time schedules and 

staff interview, it was determined that the facility 

failed to provide a minimum of 3.20 PPD (per 

patient daily) hours of direct care for each resident 

on one of six days (6/29/25).

Findings include:

Review of staffing documents and nursing staff 

schedules from 6/24/25 through 6/29/25, indicated 

that the State required PPD minimum hours of 3.20 

was not met on the following day:

6/29/25= 2.90 PPD.

During an interview on 7/1/25 at 10:34 a.m. the 

Nursing Home Administrator confirmed that the 

facility failed to provide a minimum of 3.20 PPD 

hours of direct care on the above date as required.
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