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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.
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F 0550

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Based on observation, interview, and record review, the facility failed to treat residents with dignity and 
respect related to speaking to residents in a respectful way, providing services timely, answering call lights 
timely, and providing privacy for 10 of 14 residents reviewed for dignity ( Residents B, C, D, E, H, J, K, L, M, 
and T).Findings include: 1. A Resident Council Meeting was held on 11/6/25 at 11:01 a.m. The residents in 
attendance were Resident B, C, E, H, J, K, L, and M. During the Council meeting the residents indicated the 
staff would come in and turn call lights off without providing the service needed and then leave the room and 
not return to perform the care requested. At times residents would wait one to two hours to have their call 
light answered. The staff spoke disrespectfully to them and were rude when providing care. The staff had 
earbuds in and appeared to be having conversations with other people while providing care for the residents. 
The staff talk loudly in the hallways, using residents' names, about care that had been provided to other 
residents, such as those who had soiled themselves and who the staff did not want to care for on their shifts. 
These concerns presented themselves more often on the evening shift, night shift, and on the weekends. 
Resident B and Resident L indicated there was fighting going on between the different shifts about what care 
had been provided. Resident H indicated she was frequently not gotten up for bingo and felt that she was too 
much work to take care of because of this. Resident C indicated she wondered if the call light system was 
broken because of the amount of time it took the staff to answer the call lights. The Resident Council 
representative indicated they had brought these concerns to the management staff, but the problems had not 
been resolved. On 11/6/25 at 2:52 p.m., the Activities Director (AD) provided the Resident Council Minutes 
for meetings held on the 10/20/25, 10/27/25, and 11/3/25. The 10/20/25 meeting notes indicated new 
business included: call lights, when residents ask for something, they are told staff are too busy, staff with 
phones out continued to be a problem and ear buds being worn while working was still a problem. Staff were 
on their phones yelling and using profanity. Some of the staff continued to behave unkind and disrespectfully 
toward residents. Staff discuss what they are not going to do in front of residents. The meeting notes, dated 
10/27/25, indicated new business included: weekend and evening staff needed to improve their customer 
service skills. Call lights are not being answered timely, and staff are still on their phones and wearing ear 
buds. The meeting notes, dated 11/3/25, indicated new business included: weekend and evening staff 
needed to improve their customer service skills. Call lights are not answered timely, and staff are still on their 
phones and wearing ear buds. 2.During an observation on 11/6/25 at 3:20 p.m., Resident D's call light was 
visibly on above his door and was sounding at the nurses' station. At 3:33 p.m., Certified Nursing Assistant 
(CNA) 2 was observed in the unit pantry preparing ice water to pass. Resident D's call light continued to be 
on, and Resident T's call light was also visible above her door and sounding at the nurses' station. Licensed 
Practical Nurse (LPN) 5 arrived at the unit. At 3:36 p.m., CNA 2 began to pass ice water on the Sunset 
Boulevard hallway. Resident D's and Resident T's call lights continued to sound. At 3:39 p.m., LPN 4 came 
to the unit and was standing at a medication cart, working on a computer. CNA 2 continued to pass ice water 
going from room to room down the Sunset Boulevard hallway until coming to Resident T's room at 3:44 p.m. 
CNA 2 then entered Resident T's room, and the call light was turned off. CNA 2 then exited Resident T's 
room and continued to pass ice water. Resident D's call light continued to be visible and was sounding at the 
nurses' station. At 3:46 p.m., LPN 5 was standing at a medication cart, she left the medication cart and 
started going from room to room down the Shoreline Court hallway. At 3:50 p.m., LPN 5 entered Resident 
D's room, and the call light was turned off and LPN 5 exited Resident D's room. At 3:55 p.m., Resident D 
was observed with the room of his door open, lying in his bed with his pants down at his knees. He had an 
indwelling urinary catheter leg bag present on his right leg. Resident D indicated his light had been on 
because he needed to be cleaned up. At 3:59 p.m., LPN 5 and another nursing staff member were at the 
Shoreline Court medication cart, counting the narcotic medications. Other staff were observed on the unit 
talking with each other. At 4:04 p.m., CNA 3 indicated she was assigned to care for Resident D on the 
evening shift. She had not been informed he needed any care. CNA 3 went to Resident D's room and asked 
him what he needed. Resident D indicated he had been waiting for 2 hours to be cleaned up. CNA 3 covered 
Resident D with a sheet. Resident D's side of the room did not have a privacy curtain available to close. CNA 
3 indicated Resident D was alert and able to answer questions accurately. Resident D did not have a privacy 
curtain available to pull around his bed. The clinical record for Resident D was reviewed on 11/6/25 at 3:20 p.
m. The residents' diagnosis included, but were not limited to, cerebral palsy and depression. A Quarterly 
Minimum Data Set (MDS) Assessment, completed 9/11/25, indicated he had moderately impaired cognitive 
ability. He was able to make himself understood and understand what was said to him.The clinical record for 
Resident T was reviewed on 11/6/25 at 3:30 p.m. The resident's diagnosis included, but were not limited to, 
muscle weakness and difficulty walking. A Quarterly MDS Assessment, completed 8/13/25, indicated she 
was cognitively intact. During an interview, on 11/6/25 at 4:15 p.m., the Executive Nurse Consultant (ENC) 
indicated the call lights should have been answered timely and care should have been provided. A privacy 
curtain should have been available for use. During an interview, on 11/7/25 at 12:53 p.m., Resident T 
indicated when her call light was answered on 11/6/25 at 3:44 p.m., she had requested be assisted back to 
bed. After her call light was answered, Resident T waited an hour and a half before being assisted to go to 
bed. Resident T indicated that it was too long to wait and waiting that long had caused her to be in some 
pain. On 11/7/25 at 1:33 p.m., the Executive Director (ED) provided the Resident Rights- Quality of Life 
policy, revised 8/2020, that read .Each resident shall be cared for in a manner that promotes and enhance 
the quality of life, dignity, respect and individuality . III. Residents are assisted in attending the activities of 
their choice. IV. Resident' private pace and property are respected .VII. Facility Staff speaks respectfully to 
residents at all times .IX. Facility Staff shall maintain an environment in which confidential clinical information 
is protected .X. Facility Staff promotes, maintains, and protects resident privacy, including bodily privacy, 
when assisting with personal care and during treatment procedures .On 11/7/25 at 1:33 p.m., the ED 
provided the Privacy and Dignity policy, revised 6/2020, that read .The Facility promotes resident care in a 
manner and an environment that maintains or enhances dignity and respect, in full recognition of each 
resident's individuality . VII. Staff treats residents with respect including respecting their social status, 
speaking respectfully, listening carefully .This citation relates to Intake 2654328. 3.1-3(a)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.

Based on observation, interview and record review, the facility failed to ensure a resident was shaved and 
that a resident received toileting care timely for 2 of 3 residents reviewed for Activities of Daily Living (ADL) 
care. (Resident J and Resident D)Findings include:1 The clinical record for Resident J was reviewed on 
11/5/25 at 11:00 a.m. The resident's diagnoses included, but were not limited to, hemiplegia (paralysis or 
weakness on one side of the body) and stroke.

A care plan, with a revision date 8/24/24, indicated the resident required assistance with self-care. Resident 
J was to be shaved on shower days. 

A care plan for bathing, with a revision date of 8/20/24, indicated the resident preferred to receive bed baths 
and required total staff assistance with his bathing. 

During an observation, on 11/5/25 at 2:08 p.m., Resident J was observed with long facial hair sitting in his 
wheelchair in the small dining area on the unit. 

During a resident council meeting on 11/6/25 at 11:00 a.m., Resident J was observed with long facial hair. 
He indicated he would like to be shaved, but the staff do not offer to shave him.

The October and November 2025 bathing records for Resident J were provided on 11/6/25 at 2:00 p.m., by 
the Corporate Minimum Data Set (MDS) Coordinator. The following days the resident had received a bed 
bath, but did not indicate the resident was shaved: 10/24/25, 10/28/25, 10/31/25, and 11/4/25

An interview was conducted with the Executive Director on 11/7/25 at 8:35 a.m. She indicated she was 
unsure why Resident J was not provided shaving on bathing days.

2. The clinical record for Resident D was reviewed on 11/6/25 at 3:20 p.m. The resident's diagnosis included, 
but were not limited to, cerebral palsy and depression. 

A Quarterly Minimum Data Set (MDS) Assessment, completed 9/11/25, indicated the resident had 
moderately impaired cognitive ability. He was able to make himself understood and understand what was 
said to him. He required supervision or touch assistance from staff for personal hygiene and toileting. 

During an observation, on 11/6/25 at 3:20 p.m., Resident D's call light was observed to be on and was 
answered by Licensed Practical Nurse (LPN) 5 at 3:50 p.m. At 3:55 p.m., Resident D was observed with the 
door of his room open, lying in his bed with his pants down at his knees. He had an indwelling urinary 
catheter leg bag present on his right leg. Resident D indicated his light had been on because he needed to 
be cleaned up. At 4:04 p.m., Certified Nursing Assistant (CNA) 3 indicated she was assigned to care for 
Resident D on the evening shift. She had not been informed Resident D needed any care. CNA 3 went to 
Resident D's room and asked him what he needed. Resident D indicated he had been waiting for 2 hours to 
be cleaned up. He was still lying uncovered on his bed. CNA 3 covered Resident D with a sheet. 

During an interview, on 11/6/25 at 4:05 p.m., CNA 3 indicated Resident D was alert and able to answer 
questions and make his needs known. CNA 3 indicated Resident D needed his incontinent brief changed 
and she would provide the care right away. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During an interview, on 11/6/25 at 4:15 p.m., the Executive Nurse Consultant (ENC) indicated the call lights 
should have been answered timely and care should have been provided. 

A shaving policy was provided by the Executive Director on 11/7/25 at 1:33 p.m. It indicated, Purpose: To 
increase cleanliness and improve the resident's self-image. Policy I. The facility provides for the removal of 
facial hair as a component of the resident's hygienic program. II. Male residents may be shaved daily and 
female resident may be shaved as needed. Procedure.x. Document procedure or resident's refusal of the 
shave in the resident's medical record.

This citation is related to 2654328. 

3.1-38(a)(3)
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