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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Based on observations and interviews, the facility failed to promote care for residents in a manner and in an 
environment that maintains or enhances each resident's dignity and respect in full recognition of his or her 
individuality.Specifically, the facility failed to maintain residents' dignity and ensure call lights were answered 
timely.Findings include:I. Facility policy and procedureThe Call Lights: Accessibility and Timely Response 
policy and procedure, dated 4/11/25, was provided by the nursing home administrator (NHA) on 12/11/25 at 
9:17 a.m. It read in pertinent part, All staff members who see or hear an activated call light are responsible 
for responding. If the staff member cannot provide what the resident desires, the appropriate personnel 
should be notified.II. Resident interviewsResident #10 was interviewed on 12/10/25 at 11:25 a.m. Resident 
#10 said the staff sometimes took a while to respond to her call light. Resident #10 said the average 
response time when she activated her call light was about two hours, but sometimes the staff took up to 
three hours to get to her. Resident #13 was interviewed on 12/10/25 at 3:30 p.m. Resident #13 said the 
staff's response times to call lights ranged from five minutes to fifty minutes, and varied a lot. Resident #13 
said he was worried about the residents who were in their rooms alone and what would happen to them if 
they needed help and staff took that long to respond. Resident #13 said the night shift staff were the slower 
shift when responding to call lights. Resident #5 was interviewed on 12/11/25 at 9:57 a.m. Resident #5 said 
the facility staff took a long time to answer his call lights, especially at night. Resident #5 said he felt like the 
staff on duty were too overtasked, and there were not enough certified nurse aides (CNA) to help everyone. 
Resident #5 said he had waited up to two hours for someone to answer his call light. Resident #5 said the 
resident council had brought up the issue of call lights the day prior (12/10/25) and the facility management 
said they were working on call light response times. Resident #5 said he used his call light to get out of bed 
or get out of his wheelchair.Resident #17 was interviewed on 12/11/25 at 12:03 p.m. Resident #17 said the 
staff took a long time to answer his call lights. Resident #17 said the facility staff took anywhere from thirty 
minutes to one hour to answer his call light, and took longer at night. Resident #17 said he experienced a fall 
one time and the staff took thirty minutes to come in and assist him back up. Resident #17 said he had filed a 
grievance about the issue six weeks prior, and a staff member had come to talk to him about the grievance 
yesterday (12/10/25) and told him they were getting more staff to help with the issue. Resident #17 said he 
used his call light to ask for help getting out of bed and to have his urinal emptied.Resident #16 was 
interviewed on 12/11/25 at 1:00 p.m. Resident #16 said he was frustrated with the length of time it took staff 
to answer his call lights. Resident #16 said the weekend prior (12/6/25) he had sat for almost two hours 
soaking in diarrhea in his bed, and again for an additional hour later the same day. Resident #16 said in the 
first instance, he activated his call light after he soiled himself, and a nurse checked on him 30 minutes later 
to see what he needed. Resident #16 said the nurse left to find a CNA to help Resident #16 change his brief, 
however no one showed up for another hour. Resident #16 said later that day he had another bout of 
diarrhea and activated his call light again. Resident #16 said after 30 minutes he called the front desk to ask 
for help. Resident #16 said a similar instance had happened the weekend before that (11/29/25) in which he 
sat in a urine-soaked brief for an hour and 55 minutes before someone came to help him. Resident #16 said 
he had called the front desk three different times to have someone come help him that day. Resident #16 
said the skin on his scrotum was burned because he was left soaking in urine and diarrhea for extended 
periods. Resident #16 said when the nurse cleaned him up that day, his scrotum was blistered and he cried 
because it hurt so badly. Resident #16 said he was upset because his scrotum had previously been irritated 
but was just starting to heal when these incontinence episodes occurred. Resident #16 said he felt terrible, 
anxious and stressed out waiting for the staff to come help him change his brief.III. Frequent visitor 
interviewA frequent visitor to the facility was interviewed on 12/11/25 at 9:07 a.m. The frequent visitor said 
there had been concerns from residents about long call wait times since the end of October 2025. The 
frequent visitor said one resident had fallen and waited 45 minutes for someone to answer his call light and 
assist him back up. The frequent visitor said multiple residents had shared with her that they waited up to two 
hours for their call lights to be answered, and the facility had not responded to their grievance forms they had 
filled out.IV. Record reviewFacility grievances pertaining to call lights were provided by the NHA on 12/11/25 
at 9:17 a.m. and revealed the following:A grievance from Resident #16, dated 12/10/25, revealed Resident 
#16 reported he experienced long call light wait times after incontinence episodes on 12/6/25 and 12/7/25. 
Resident #16's skin in his peri-area was observed on 12/10/25 with no open areas identified. The grievance 
documented the facility was unable to confirm the time frame of Resident #16's call light wait times. 
Interventions put in place included offering Resident #16 a room change, initiating a regular toileting 
schedule, giving the resident the director of nursing's (DON) personal cellphone number, and the DON 
frequently following up with the resident. The grievance was finalized and signed on 12/11/25.A grievance 
from a resident, dated 12/9/25, revealed the resident said they experienced long call light wait times during a 
call light audit. -The call light grievance was not signed and no interventions were listed.A grievance from 
Resident #9, undated, revealed that on 8/26/25 the resident put her call light on at 7:00 p.m. and a CNA did 
not respond to her call light until 9:10 p.m. The resident documented the CNA walked past her room several 
times during the period and did not acknowledge her call light. The grievance form documented the facility 
management spoke with the CNA who was on duty that day, and the CNA told them she had answered the 
call light timely and told the resident she needed to charge a battery for the mechanical lift. The CNA said 
she returned to Resident #9 and assisted her into bed at 9:00 p.m. that night. Interventions put into place 
included educating the CNA to keep the resident updated of situations as they arise. The grievance was 
finalized and signed on 8/29/25.A grievance from Resident #17, dated 11/4/25, revealed that a frequent 
visitor to the facility reported Resident #17 said his call lights were not answered timely. The grievance form 
documented the management team spoke with Resident #17, as the visitor had mentioned the resident 
wanted a room change, and the resident denied wanting a room change. Interventions included staff 
education on call light accessibility and timely response. The grievance was finalized and signed on 11/12/25.
A call light education sign-in sheet, dated 11/12/25, was attached to Resident #17's grievance. The sign in 
sheet was signed by 12 staff members on 12/9/25, and three additional staff members on 12/11/25 (almost 
one month after the grievance was submitted by Resident #17).Call light audits, dated 10/1/25 through 
12/9/25, were received from the NHA on 12/11/25 at 5:46 p.m. and revealed the following:The call light audit 
consisted of interviewing five residents to see if they felt their call lights were being answered timely, 
activating five call lights to see whether they were answered in five minutes, and determining whether the call 
lights were functioning properly and accessible to the resident. For resident interviews, residents indicated 
their call lights were not answered timely on 11 out of 48 possible opportunities.The audit documented call 
lights were not answered timely when activated on five of 48 possible opportunities.The audits were 
timestamped every weekday at times ranging from 10:00 a.m. to 4:40 p.m.-However, no audits during the 
10/1/25 to 12/9/25 time period were conducted at night, in the early morning, or on a weekend date, which is 
when multiple residents indicated the longest call light wait times occurred.V. Staff interviewsLicensed 
practical nurse (LPN) #1 was interviewed on 12/11/25 at 2:27 p.m. LPN #1 said she felt like she had enough 
staff to help her complete her tasks each shift if everyone showed up, but the staff were strained if anyone 
called out. LPN #1 said her call light response times depended on whether or not the nursing staff were in 
other residents' rooms providing care when the light went on. LPN #1 said call light wait times ranged from 
15 to 20 minutes if not longer. LPN #1 said she had heard complaints from residents about call light times, 
mostly from one specific resident who was concerned about long wait times on the weekends and at night.
Registered nurse (RN) #1 was interviewed on 12/11/25 at 2:47 p.m. RN #1 said she heard a lot of complaints 
about call light times from the residents. RN #1 said she mostly heard about issues with call light times at 
night and on the weekends. RN #1 said it was difficult, as she felt like she had enough staff to help her with 
her tasks if everyone showed up, but there were often call-outs.The DON was interviewed on 12/11/25 at 
4:05 p.m. The DON said the facility performed weekly call light audits and angel rounds, during which time 
the management team checked with a list of residents to ask about their care and call light response times. 
The DON said the maintenance staff did the call light audits. The DON said the facility had struggled with call 
light response times. The DON said the layout of the facility was funky, so if a CNA sat down at the nurse's 
station to chart, they could not see the hallway or any call lights which were activated. The DON said she 
had ordered tablets and stools for the CNAs so they could chart while sitting in the hallways. The DON said 
she had also just moved her office to a different location so she could offer more support to the staff. The 
DON said she had recently changed the CNA shift schedule so there were two CNAs for each hallway. She 
said now when one CNA had to help provide supervision for mealtimes or smoke breaks, there would be 
someone else on the hallway to watch the call lights. The DON said they had adjusted the nursing schedule 
so there were now seven CNAs working during the days and evenings. The DON said the facility had not 
been able to adjust the night shift schedule as there were not enough staff members who were able to work 
that shift. The DON said the new staffing changes were initiated 12/10/25 in response to Resident #17's 
grievance form. The DON said call lights were an ongoing issue prior to Resident #17's grievance. The DON 
said if a staff member called out, the staffing coordinator tried to back-fill the open shift with as-needed staff, 
offer bonuses, or otherwise rearrange the nursing staff's schedule so they could offer support when needed. 
The DON said the staffing coordinator also worked on the floor as needed. The DON said there were times 
when the facility was not successful in back-filling a shift after someone called out, but nothing consistent.
The NHA and the DON were interviewed together on 12/11/25 at 5:12 p.m. The NHA said the facility staff did 
a daily call light audit and daily angel rounds. The NHA said angel rounds were done by all of the 
management team, and involved a list of residents the management team members saw daily and asked 
them about their care. The NHA said whether or not the residents' call lights were being answered timely 
was not on the list of questions the management team asked, but they would be adding it to the list.The NHA 
said she and the DON had put an action plan in place just prior to the survey being conducted on 12/10/25. 
The NHA said the plan included interventions such as moving the DON's office and purchasing tablets for 
the CNAs so they could watch for call lights while they charted. The NHA said the facility had also changed 
their schedule so the CNAs could work as partners on their respective hallways. The NHA said the DON 
would also begin doing daily call light audits and spot education as needed.The NHA said the facility had 
been conducting call light audits over the last year. The NHA said call light audits involved the staff member 
seeing how long it took for the nursing staff to answer the call light and seeing if the call light was within the 
resident's reach. The NHA said the maintenance staff conducted these call light audits on day shifts and 
weekend shifts. The NHA said the facility had not conducted any call light audits on the night shift. The DON 
said the facility would be adding a designated charge nurse on the night shifts who would do call light audits 
at night.The NHA said call light wait times had been noted as a concern prior to 12/10/25, and frequent 
visitors had brought the issue to their attention. The NHA said after the facility received Resident #17's 
grievance form, the staff decided to put a formal plan in place to address call light wait times.The DON said 
the facility had conducted education with the staff on addressing call lights during their all-staff meeting on 
12/9/25.The NHA said the facility had also conducted education on the date listed on the education sign-in 
sheet (see record review above) and on 12/9/25, but she was not sure why the dates were listed together.VI. 
Additional documentationA call light performance improvement plan, dated 12/10/25, was received from the 
NHA on 12/15/25 at 9:16 a.m., after the survey exit. The root cause was identified as call lights not being 
responded to in a timely fashion. The community policy was for call lights to be responded to within seven 
minutes. The action plan included the following interventions:-The DON would begin call light education with 
all nursing staff, starting 12/12/25;-The DON would audit a minimum of five call lights per day for response 
time, and follow with spot-education if call lights were not responded to timely;-The DON would adjust staff 
assignments, completed 12/12/25;-The DON would move her office to a different hallway to ensure call lights 
were answered timely, completed 12/12/25;-The DON would order tablets for the CNAs to use for 
documentation so they could remain in their assigned hallways, completed 12/11/25; and,-The social 
services director or designee would interview two residents per week to inquire about call light response 
times and report their findings to the DON and NHA.
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