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provide sufficient protection to the patients.  The findings stated above are disclosable whether or not a plan of correction is provided .  The findings are disclosable 
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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:

02/18/2025

Status:

APPROVED

Date:

02/05/2025

There were no adverse effects to the 

residents of our facility as a result of 

decreased nursing assistant staffing 

ratios for the days noted.

Education will be provided by the 

Director of Nursing or designee to 

the scheduler and nursing 

supervisors on all shifts regarding 

the updated facility protocol and 

duties for filling call-offs and agency 

shift cancellations if nursing staff 

ratios drop below state minimum.

The facility increased nurse aide 

hourly rates to recruit house staff, 

continues to focus on recruitment 

daily, and uses PRN agency staff to 

supplement open shifts.  Staffing 

meetings will be held 5 days per 

week to review nursing assistant 

ratios for all shifts of the current and 

next day.  

Audits of nursing assistant ratios 

will be completed by the Nursing 

Home Administrator or designee 

weekly for 6 weeks to ensure the 

facility meets the state minimum 
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staffing ratios.

Results of the audits will be 

forwarded to our QAPI committee for 

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 daylight shift on 10 of 

13 days ( 1/9/25 through 1/18/25), one NA per 11 

residents on the second shift on two of 13 days 

(1/12/25 and 1/13/25) and one NA per 15 

residents on the night shift on nine of 13 days 

(1/8/25, 1/11/25 through 1/16/25 and 1/18/25 and 

1/19/25) as required. 

Findings include: 

A review of facility staffing documents provided by 

the facility from 1/8/25 through 1/20/25, revealed 

the facility failed to provide NA on the following 

shifts as required:  

Daylight shift:

Date Census Actual hours   Hours 

required 
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1/9/25 146 98.57 109.50

1/10/25 144 85.25 108.00

1/11/25 147 102.15 110.25

1/12/25 149 90.11 111.75

1/13/25 147 84.53 110.25

1/14/25 146 94.55 109.50

1/15/25 147 95.02 110.25

1/16/25 150 93.43 112.50

1/17/25 148 101.02 111.00

1/18/25 149 100.80 111.75

Evening shift:

Date Census Actual hours Hours 

required

1/12/25 147 80.75 100.23

1/13/25 146 92.06 99.55

Night shift:

Date Census Actual hours Hours 
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required

1/8/25 146 54.66 73.00

1/11/25 149 68.03 74.50

1/12/25 147 68.91 73.50

1/13/25 146 59.45 73.00

1/14/25 147 59.45 73.50

1/15/25 150 68.98 75.00

1/16/25 148 60.94 74.00

1/18/25 145 59.30 72.50

1/19/25 142 63.05 71.00

During an interview on 1/23/25 at 8:21 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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