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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to protect the resident's right to be free from neglect, when the 
facility failed to ensure a resident was provided adequate monitoring and care during the night shift for 1 of 4 
residents reviewed for neglect (Resident B). The immediate jeopardy began on [DATE] when staff failed to 
visualize a resident during the 8-hour night shift and the resident was found deceased on the floor between 
the bed and wheelchair the next morning at 7:15 a.m. The Administrator, Director of Nursing (DON), 
Regional Director of Clinical Operations (RDCO), and a RDCO in training were notified of the immediate 
jeopardy on [DATE] at 4:52 p.m. The immediate jeopardy was removed on [DATE], but noncompliance 
remained at the lower scope and severity level of isolated, no actual harm with potential for more than 
minimal harm that is not immediate jeopardy. Findings include:Resident B's record was reviewed on [DATE] 
at 10:40 a.m. Census information indicated the resident was admitted to the facility on [DATE] and expired 
on [DATE]. Diagnoses on the resident's profile included, but were not limited to, chronic obstructive 
pulmonary disease (COPD) (a group of lung diseases that cause airflow obstruction and breathing 
problems), unspecified systolic congestive heart failure (a condition where the heart's left ventricle cannot 
pump blood effectively enough to meet the body's needs), type two diabetes mellitus without complications 
(a chronic condition where the body does not use insulin effectively or does not produce enough insulin to 
regulate blood sugar levels), and atherosclerotic heart disease of native coronary artery (buildup of fats, 
cholesterol and other substances in and on the walls of the heart arteries) without angina pectoris (chest 
pain). A quarterly Minimum Data Set (MDS) assessment, dated [DATE], indicated the resident was 
cognitively intact, had not refused care, used a walker and wheelchair, required supervision or touching 
assistance with toileting hygiene, showering/bathing, upper/lower body dressing, personal hygiene, chair/bed 
transfers, toilet transfers, and tub/shower transfers. A Physician's Orders for Scope of Treatment (POST) 
form (a medical document that outlines a patient's end-of-life care preferences, designed for individuals who 
are seriously ill or frail and may have limited life expectancy), dated [DATE], was signed by the resident. The 
form indicated the resident wanted cardiopulmonary resuscitation (CPR) (an emergency lifesaving procedure 
performed when the heart stops beating) if the resident was found not breathing and with no pulse. A care 
plan, current at the resident's death and goal target dated [DATE], indicated the resident had an activities of 
daily living (ADL) performance deficit and required assistance with ADLs related to cognitive deficit, disease 
process, and functional deficit. Interventions included, but were not limited to, the resident preferred to go to 
bed by 9:30 p.m. to 10:00 p.m.; required the assistance of one staff member for transfers; staff were to place 
the resident's call light within reach and remind the resident to call for assistance if cognitively intact; and 
required supervision/touching assistance where the helper cued and touched/steadied the resident for 
toileting hygiene, upper body dressing, lower body dressing, putting on and taking off footwear, personal 
hygiene, rolling left and right in bed, sitting to lying, lying to sitting on the side of the bed, sit to stand 
movement, chair to bed and bed to chair transfers, and toilet transfers. A care plan, current at the resident's 
death and goal target dated [DATE], indicated the resident was incontinent of urine related to impaired 
mobility. Interventions included, but were not limited to, check the resident for incontinence, wash, rinse, and 
dry the perineum (layer of skin between genitals and anus), and change clothing as needed after 
incontinence episodes. A care plan, current at the resident's death and goal target dated [DATE], indicated 
the resident had impaired thought processes related to the resident being developmentally delayed with a 
long history of mental illness and mild intellectual disability. Interventions included, but were not limited to, 
provide the resident approaches that maximize her involvement in daily decision making and activities using 
cueing, task segmentation, and instructions. A care plan, current at the resident's death and goal target 
dated [DATE], indicated the resident was at risk for falls related to decreased mobility, anxiety, osteoarthritis 
(a common joint disease that causes pain, stiffness, and loss of function) to the right hip, type two diabetes 
mellitus, COPD, and systolic heart failure. The resident received psychotropic medication which increased 
the risk of falls and had a history of falls. Interventions included, but were not limited to, ensure the resident's 
call light is within reach and encourage the resident to use it for assistance as needed and remind the 
resident and reinforce safety awareness including locked brakes on the bed and wheelchair before transfers, 
and sit on the side of the bed for a few minutes before transfers. A care plan, current at the resident's death 
and goal target dated [DATE], indicated the resident was able to make health care decisions and was a full 
code. Care plans lacked documentation the resident was independent with ADLs or refused for staff to enter 
the room. A Nurse Practitioner (NP) Progress Note, dated [DATE], indicated the resident was seen for a 
follow-up visit. The resident reported she fell a few days ago and did not tell any staff about it. The resident 
reported she experienced dizziness at times and right elbow and right hip pain. X-rays were ordered. A 
nurse's note, dated [DATE], indicated Resident B self-reported to Activities that she fell in her room around 
4:30 a.m. The nurse spoke with the resident who stated she was in the bathroom, turned too fast, and fell. 
The resident stated her right upper arm was still sore from a fall last week. The resident was educated on 
turning her light and not rushing with ambulating and turning, she voiced that she understood. A nursing 
progress note, dated [DATE] at 7:15 a.m., indicated, Writer went into resident room to obtain [blood sugar] 
and pass morning medication. Resident was found on floor between wheelchair and bed, face down, 
resident unresponsive and cool to touch at this time. Writer called for other staff to help, resident had no 
pulse at this time, DON [Director of Nursing], MD [Medical Doctor], Admin [Administrator] were all called to 
report death. Progress notes from [DATE] until [DATE] were reviewed. There was only one unrelated 
progress note documented on [DATE] at 1:00 a.m. The next progress note documented was [DATE] at 7:15 
a.m. when the resident was found deceased . Resident B's record lacked documentation the resident 
refused care, was independent with activities of daily living (ADLs), or refused staff to come into the 
resident's room at night. A Medication Administration Record (MAR), dated [DATE], indicated the resident 
had not refused any oral medications during the month. The resident refused Lantus (long-acting insulin) 10 
times in the morning and 13 times during the month at bedtime. The resident refused insulin lispro 
(rapid-acting insulin) 9 times in the morning, 5 times in the afternoon, and 10 times in the evening. A MAR, 
dated [DATE], indicated the resident refused all medications, including insulin, at bedtime on [DATE]. A plan 
of care (POC) response history report, dated [DATE] to [DATE], indicated the amount of support provided for 
toilet use was to be documented and was to include, .how resident uses the toilet room, commode, bedpan, 
or urinal; transfers on/off toilet; cleanses self after elimination; changes pad.adjusts clothes. For the 30 day 
report, the resident required no set up or physical help from staff twice during the look back period, set up 
help only 51 times during the look back period, and one person physical assistance twice during the look 
back period. The last recorded entry was on [DATE], and the report lacked documentation toilet assistance 
was provided after [DATE]. A POC response history report indicated the resident had no bowel movement on 
[DATE] at 11:37 p.m. The POC history report lacked further documentation after the entry on [DATE] at 
11:37 p.m. A POC response history report indicated the resident was continent of bladder on [DATE] at 
11:37 p.m. The POC history report lacked further documentation after the entry on [DATE] at 11:37 p.m. A 
POC response history report for toilet use indicated the number of times the resident used the toilet should 
be documented, between numbers one and ten. The last entry on the report was dated [DATE], and the 
report lacked documentation the resident used the toilet on [DATE] or [DATE]. On [DATE] at 1:39 p.m., the 
Regional Director of Clinical Operations (RDCO) provided an incident file regarding Resident B's death. The 
following documentation was included in the file. -A timeline of events indicated, on [DATE], at 7:15 a.m., 
Resident B was found by oncoming shift nurse Licensed Practical Nurse (LPN) 4 during morning rounds. The 
resident was located next to her bed with her wheelchair on her right side, was nonresponsive to verbal 
stimuli, and there was no pulse or respirations. LPN 4 identified Resident B had irreversible signs of death 
including rigor mortis (a post-death phenomenon where the muscles of the body become stiff and inflexible), 
and CPR was not initiated. At 7:16 a.m., LPN 4 called 911, the Administrator, and the DON. At 7:20 a.m., the 
resident's body was left untouched, and the door was closed. At 7:30 a.m., the first attempt to notify Resident 
B's family was made with multiple calls made until the resident's family was reached. At 7:30 a.m., the 
Administrator notified corporate management, and they instructed the Administrator to start an investigation. 
At 8:30 a.m., the Coroner arrived at the facility and requested the police be notified. At 9:10 a.m., the 
detective arrived at the facility. At 10:45 a.m., the body was released to the Coroner. -A typed statement from 
Licensed Practical Nurse (LPN) 7, dated [DATE], indicated, I did not physically go in to see her [Resident B], 
if she needs anything she typically comes out of her room and gets me. No change of condition was reported 
to me. -A typed statement from Certified Nurse Aide (CNA) 5, dated [DATE], indicated, I did not really 
interact with her all night, I knew she had refused her dinner and her bedtime meds. She had put her trash 
out and went to bed. She normally doesn't want us to come in, she comes out if she needs anything. -A 
typed statement from Qualified Medication Aide (QMA) 6, dated [DATE], indicated, I checked on her at the 
beginning of my shift, she was in bed sleeping, no change of condition was given to me at report, and no 
overnight medications were required. Normally she would come get me if she were to need anything. She 
doesn't really like it when people enter her room on overnights. -A typed statement from CNA 23, dated 
[DATE], indicated during the evening shift, [Resident B] seemed like her normal self, she refused dinner but 
that isn't out of the normal for her sometimes she chooses other things or eats things she has bought. She 
had been in activities but then went to her room, I offered her snacks and other drinks, but she refused. -A 
phone interview, performed by the Administrator on [DATE], with CNA 5 indicated the resident was fine but 
said she was not feeling well and refused bedtime medications. She was independent with ADLs, and the 
CNA did not provide much care to the resident. -A phone interview, performed by the Administrator on 
[DATE], with LPN 7 indicated LPN 7 never saw Resident B during the shift, and no changes in condition 
were reported. The resident was normally in bed during night shift and came out of the room if she needed 
something. She would have provided care, .very little if any at all, unless she comes out of her room and 
asks directly or a change of condition is reported. The interview did not indicate how LPN 7 would have 
become aware of a change in the resident's condition if she did not enter the resident's room for the duration 
of her shift. A preliminary autopsy report, dated [DATE], indicated the resident's date of death was [DATE]. 
The preliminary findings included, but were not limited to, atherosclerotic cardiovascular disease and no 
suspicious trauma. On [DATE] at 3:39 p.m., a police incident report was received. The incident report, dated 
[DATE], indicated the city police responded to the facility due to Resident B's death. The report narrative 
indicated the officer was made aware of the deceased resident and responded to the scene. The Coroner's 
deputy was outside the resident's room upon the officer's arrival. The officer observed Resident B lying on 
her back with a small amount of foam coming from her nose and mouth. Resident B's face was discolored 
more than the rest of her body. The officer spoke with LPN 4 who advised she arrived at the facility at 6:00 a.
m., and went to check on the resident at approximately 7:15 a.m. LPN 4 observed the resident face down on 
the floor and called for help. LPN 4 advised the officer when she touched Resident B's arm, she knew 
Resident B was deceased . The Administrator was on the scene and provided staff information for the last 12 
hours. The Administrator advised the officer LPN 7 was assigned to Resident B's unit on night shift and was 
assisted by CNA 5. The Administrator advised the officer residents should have been checked on every two 
hours. During an interview, on [DATE] at 10:30 am., the County Coroner indicated he received a call from his 
deputy regarding Resident B's death. Due to the circumstances, the death was investigated by the Coroner's 
office. The resident was found face down, on the floor, next to her wheelchair. It appeared as though she had 
possibly fallen out of the wheelchair. The autopsy was performed the morning of [DATE]. During an 
interview, on [DATE] at 10:52 a.m., LPN 4 indicated she was Resident B's nurse, on [DATE] at 7:15 a.m., 
when the resident was found deceased . LPN 4 went into the resident's room for morning medication pass 
and found the resident, on the floor, between the wheelchair and the bed. LPN 4 yelled for help and checked 
the resident for a pulse, but there was no pulse. LPN 9 responded and verified the resident had no pulse. 
LPN 4 called 911, the Administrator, DON, physician, and the coroner's office. The coroner's deputy came to 
the facility, and upon his arrival requested police assistance. LPN 4 believed the resident died in her 
wheelchair and fell out of the chair. The resident was stiff, cold, and unable to be moved to perform CPR due 
to full rigor mortis being set in. LPN 4 had not received any information the resident had been experiencing 
anything unusual during the shift-to-shift report. LPN 4 indicated all residents should have been checked on 
every two hours, and LPN 4 believed Resident B was dead longer than two hours before being found. LPN 
4's shift started at 6:00 a.m. The previous night shift (10:00 p.m. to 6:30 a.m.), there was only one nurse on 
duty for the entire building, one QMA assigned to Resident B's unit and two other units (three units total on 
the assignment for one QMA), and one CNA assigned to Resident B's unit and one other unit (two units total 
on the assignment for one CNA). This was not an unusual number of staff for night shift, and there was often 
only one nurse for the shift. LPN 4 indicated she thought there was normally between 93 and 96 residents in 
the facility. The number of staff in the building had an effect on how often they were able to check on the 
residents. LPN 4 had worked night shift, and staffing on night shift was worse than day shift. LPN 4 normally 
worked day shift. LPN 4 thought she was able to get the residents taken care of on night shift, but it was 
hard. During an interview, on [DATE] at 11:09 a.m., CNA 5 indicated she worked a double shift, including 
evening shift on [DATE] and night shift on [DATE] into the morning of [DATE]. On [DATE], evening shift, CNA 
5 was assigned to one on one observation of another resident on Resident B's unit. CNA 5 thought she saw 
Resident B for the last time around 9:00 p.m. or 10:00 p.m., on [DATE], while she was assigned to the other 
resident for one on one observation. CNA 5 indicated she was assigned to Resident B's unit and one other 
unit during the night shift, from [DATE] into the morning of [DATE]. There was one nurse for the entire 
building and a QMA also assigned to Resident B's unit and two other units. CNA 5 indicated she did not see 
Resident B during the night shift, after her last observation between 9:00 p.m. and 10:00 p.m., on [DATE]. 
CNA 5 indicated Resident B toileted herself and would turn on her call light if she needed something. CNA 5 
had not worked a night shift in a while, and it was more difficult than what she had experienced before. 
Resident B slept with her door closed and the curtain pulled and did not have a roommate. CNA 5 indicated 
she normally did rounds every two hours, but she had taken care of the resident for a long time and was 
used to the resident's normal behavior. She normally would have went into the resident's room, said her 
name, and checked on her, but she had not done that on the night of [DATE] into the morning of [DATE]. 
She had not worked night shift in a long time and thought she would be able to get to everyone, but she was 
not. She left the facility right at 6:00 a.m. on the morning of [DATE]. During an interview, on [DATE] at 11:23 
a.m., CNA 8 indicated she worked day shift, the morning of [DATE]. CNA 8 indicated she was assigned to 
Resident B's unit and received a written shift-to-shift report from CNA 5 at the beginning of her shift. CNA 8 
indicated the written report indicated Resident B was fine, sleeping. It was not common for her to only 
receive a written report, but she thought the night shift CNA worked a double shift and was not at the facility 
when CNA 8 arrived at 7:00 a.m. Normally, at shift change the CNAs should have walked room to room 
observing the residents and giving an oral report from the off-going to the oncoming shift. If this had occurred 
as it should have, they would have found Resident B at least a little bit sooner. CNA 8 indicated she had not 
gone into Resident B's room yet when the nurse found Resident B deceased and CNA 8 had only been in 
the facility about 15 minutes. CNA 8 indicated she had not worked night shift, but she thought night shift 
staffing was an issue because she often came into her shift and found people excessively incontinent of 
urine, as though they had not been checked or provided incontinence care. Resident B was pretty 
independent and needed supplies provided and set-up assistance with ADLs. Staff should have been 
checking on all residents, even independent residents, at least every two hours. During an interview, on 
[DATE] at 11:29 a.m., LPN 9 indicated she was the second nurse to respond to Resident B's room after LPN 
4 found Resident B deceased . LPN 9 indicated she worked day shift on [DATE]. When she arrived to 
Resident B's room, Resident B was lying in the fetal position, on the floor, on her right side, with the right arm 
straight back behind the shoulder. They knew the resident requested CPR if found with no pulse or 
respirations, however the resident was already mottled (purplish-red skin discoloration that occurs after 
death due to the pooling of blood in the lower parts of the body with stiff hands and feet). The nurses called 
the Administrator, and the Administrator instructed them to not touch anything and to leave the room. 911 
was called. LPN 9 reviewed the schedule and indicated there was one nurse for the entire facility, one QMA 
assigned to Resident B's unit and two other units, and one CNA assigned to the resident's unit and one other 
unit, for the night shift on [DATE] into the morning of [DATE]. LPN 9 indicated that number of staff was pretty 
typical for the normal level of night shift staffing. LPN 9 indicated she had worked night shift previously, and 
that was not enough staff to get the residents checked on and provided care. LPN 7 had been the only nurse 
in the facility on night shift, and one nurse was just not enough. The staffing level contributed to this situation, 
and Resident B had been there quite a while before they found her. LPN 9 indicated Resident B put items on 
her bed during the day, and her bed was often covered with stuff. At night, when getting ready to go to bed, 
Resident B moved those items to her wheelchair. All the items were still on Resident B's bed, which led LPN 
9 to believe Resident B never went to bed the night of [DATE]. Resident B normally went to bed around 9:00 
p.m. or 10:00 p.m. and should have been checked on every two hours. Residents should have been checked 
on every two hours, regardless of how much ADL assistance they required. During an interview, on [DATE] 
at 11:43 a.m., the RDCO indicated it was their standard to check on residents every two hours, but she was 
not sure if there was a facility policy. During an interview, on [DATE] at 12:00 p.m., the County Coroner 
indicated Resident B's preliminary autopsy report was available. The resident likely died of natural cardiac 
related causes. There was no suspicious trauma. The Coroner estimated the length of time the resident was 
deceased before being found was between four and six hours. The Coroner indicated when the scene was 
observed, there was a lot of stuff on the resident's bed, so it was thought the resident was in the wheelchair 
at the time of the event. During an interview, on [DATE] at 12:52 p.m., LPN 7 indicated she was the nurse in 
the building for night shift, on the night of [DATE] into the morning of [DATE]. LPN 7 indicated she was the 
only nurse in the facility. There was a QMA assigned to Resident B's unit and two other units, a second QMA 
assigned to the other three units, and a CNA was assigned to Resident B's unit. The CNA assigned to 
Resident B's unit also had a second full unit and four rooms on another unit included on her assignment. 
LPN 7 indicated she did not see Resident B at all on her shift. Resident B did not require any care which led 
to LPN 7 entering her room. CNAs should have checked all residents every two hours, regardless of the level 
of assistance the residents required. Resident B normally came out of the room if she needed something or 
turned the call light on. There had only been one night shift nurse scheduled for a really long time. LPN 7 
indicated if there were no issues on the night shift it might be OK, but if anything at all happened it was not 
enough staff. LPN 7 worried she would be unable to address more than one emergency at a time. LPN 7 
indicated she was supposed to take a lunch break but was not able to because there were no other nurses 
available. There was not enough staff to get everything done. During an interview, on [DATE] at 1:30 p.m., 
QMA 6 indicated she worked night shift on [DATE] into the morning of [DATE]. QMA 6 was assigned to three 
units total and did not go into Resident B's room because she did not require medications. QMA 6 indicated 
she completed one round when her shift started and opened Resident B's door, sometime between 10:30 p.
m. and midnight. She thought Resident B was in bed, but she did not actually see Resident B. QMA 6 
indicated she observed Resident B's wheelchair next to her bed, with the curtain pulled, and assumed she 
was in bed, but QMA 6 did not fully enter the room to visualize Resident B. There was one nurse in the 
facility and one CNA assigned to Resident B's unit, one other unit, and part of a third unit. CNAs should have 
done bed checks every two hours. Resident B was independent, but she thought staff should have checked 
on the resident at least a couple of times a night. QMA 6 indicated she did not think there was enough staff 
on night shift to take care of the residents and check on them the way they need to. The staff was very 
spread out, and it was hard during emergencies. She would have to look for other staff for help. It was hard 
for the staff to take breaks, and the night shift nurse never took a break. Staffing was the worst on nights. 
CNA 5 assigned to Resident B had left the written report because the CNA had worked a double shift, 
evening shift on [DATE] and night shift from [DATE] into the morning of [DATE], and was assigned to work 
eight hours later, evening shift on [DATE]. CNA 5 had to leave the facility because she had to be back at 
work less than eight hours later. During an interview, on [DATE] at 2:52 p.m., the RDCO indicated Resident 
B had not wanted staff in her room at night. Resident B's preference should have been included on the care 
plan, but it was not. If a resident requested not to be checked on every two hours, resident education should 
have been provided, and the care plan should have been updated. On [DATE] at 1:39 p.m., the RDCO 
provided an undated document, titled, Nurse Aid Rounds, and indicated it was the policy currently being 
used by the facility. The policy indicated, .Policy: .CNA's.provide patient centered care by monitoring patient 
care needs and safety on a routine basis throughout the day.Procedure: 1. CNA's will routinely monitor 
residents.for routine care needs and safety.referred to as rounding.2. Rounding will be completed by CNA to 
safely transfer care between on-coming and off-going shifts.3. Nurses will monitor that rounding schedule is 
adequate and complete for meeting resident needs. On [DATE] at 10:50 a.m., the RDCO provided an 
undated document titled, Abuse & Neglect & Misappropriation of Property, and indicated it was the policy 
currently being used by the facility. The policy indicated, .Neglect: In Indiana, neglect is defined as failure to 
provide goods and services as necessary to avoid physical harm, mental anguish, or mental illness 
(Deprivation of services). Examples: An action or lack of action that actually harms a resident such as.7) An 
action or lack of action that places one or more residents in a life-threatening situation, such as.c) Staff failing 
to identify, assess, monitor, and respond to residents suffering an acute condition.II. Training: 1. Provide 
education and training upon hire, annually and as needed for re-training to include but not limited to.e. 
Observations that may identify abuse or neglect.III. Prevention.3. Staffing is established based on census, 
acuity level, needs, and is posted daily in a conspicuous area for residents, family and visitors. The 
immediate jeopardy that began on [DATE] was removed on [DATE], when the facility ensured a systemic 
plan to include education and monitoring of staff to ensure staff provided supervision and required care to all 
residents residing at the facility. The noncompliance remained at the lower scope and severity level of no 
actual harm with the potential for more than minimal harm that is not immediate jeopardy because of the 
facility's need for continued monitoring. This citation relates to Intakes 2635111 and 2635242. 3.1-27(a)(3)
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure sufficient staffing was provided to care for and 
supervise the residents that resided at the facility for 1 of 7 residents reviewed for sufficient staffing (Resident 
B). The immediate jeopardy began on [DATE] when the facility staff failed to provide care and supervision of 
residents residing at the facility during the eight hour night shift resulting in a resident not being checked on 
all night and was found deceased on [DATE] at 7:15 a.m. The Administrator, Director of Nursing (DON), 
Regional Director of Clinical Operations (RDCO), and a RDCO in training were notified of the immediate 
jeopardy on [DATE] at 4:52 p.m. The immediate jeopardy was removed on [DATE], but noncompliance 
remained at the lower scope and severity level of isolated, no actual harm with potential for more than 
minimal harm that is not immediate jeopardy. Findings include:Resident B's record was reviewed on [DATE] 
at 10:40 a.m. Census information indicated the resident was admitted to the facility on [DATE] and expired 
on [DATE]. Diagnoses on the resident's profile included, but were not limited to, chronic obstructive 
pulmonary disease (COPD) (a group of lung diseases that cause airflow obstruction and breathing problems) 
unspecified, unspecified systolic congestive heart failure (a condition where the heart's left ventricle cannot 
pump blood effectively enough to meet the body's needs), type two diabetes mellitus without complications 
(a chronic condition where the body does not use insulin effectively or does not produce enough insulin to 
regulate blood sugar levels), and atherosclerotic heart disease of native coronary artery (buildup of fats, 
cholesterol and other substances in and on the walls of the heart arteries) without angina pectoris (chest 
pain). A Physician's Orders for Scope of Treatment (POST) form (a medical document that outlines a 
patient's end-of-life care preferences, designed for individuals who are seriously ill or frail and may have 
limited life expectancy), dated [DATE], was signed by the resident. The form indicated the resident wanted 
cardiopulmonary resuscitation (CPR) (an emergency lifesaving procedure performed when the heart stops 
beating) if the resident was found not breathing and with no pulse. A nursing progress note, dated [DATE] at 
7:15 a.m., indicated, Writer went into resident room to obtain [blood sugar] and pass morning medication. 
Resident was found on floor between wheelchair and bed, face down, resident unresponsive and cool to 
touch at this time. Writer called for other staff to help, resident had no pulse at this time, DON [Director of 
Nursing], MD [Medical Doctor], Admin [Administrator] were all called to report death. A plan of care (POC) 
response history report, dated [DATE] to [DATE], indicated the amount of support provided for toilet use was 
to be documented and included, .how resident uses the toilet room, commode, bedpan, or urinal; transfers 
on/off toilet; cleanses self after elimination; changes pad.adjusts clothes. The last recorded entry was on 
[DATE], and the report lacked documentation toilet assistance was provided after [DATE]. A POC response 
history report indicated the resident had no bowel movement on [DATE] at 11:37 p.m. The POC history 
report lacked further documentation after the entry on [DATE] at 11:37 p.m. A POC response history report 
indicated the resident was continent of bladder on [DATE] at 11:37 p.m. The POC history report lacked 
further documentation after the entry on [DATE] at 11:37 p.m. A POC response history report for toilet use 
indicated the number of times the resident used the toilet should be documented, between numbers one and 
ten. The last entry on the report was dated [DATE], and the report lacked documentation the resident used 
the toilet on [DATE] or [DATE]. On [DATE] at 1:39 p.m., the Regional Director of Clinical Operations (RDCO) 
provided an incident file regarding Resident B's death. The following documentation was included in the file. 
-A timeline of events indicated, on [DATE], at 7:15 a.m., Resident B was found by oncoming shift nurse 
Licensed Practical Nurse (LPN) 4 during morning rounds. The resident was located next to her bed with her 
wheelchair on her right side, was nonresponsive to verbal stimuli, and there was no pulse or respirations. 
LPN 4 identified Resident B had irreversible signs of death including rigor mortis (a post-death phenomenon 
where the muscles of the body become stiff and inflexible), and CPR was not initiated. At 7:16 a.m., LPN 4 
called 911, the Administrator, and the DON. At 7:20 a.m., the resident's body was left untouched, and the 
door was closed. At 7:30 a.m., the first attempt to notify Resident B's family was made with multiple calls 
made until the resident's family was reached. At 7:30 a.m., the Administrator notified corporate management, 
and they instructed the Administrator to start an investigation. At 8:30 a.m., the Coroner arrived at the facility 
and requested the police be notified. At 9:10 a.m., the detective arrived at the facility. At 10:45 a.m., the body 
was released to the Coroner. -A typed statement from Licensed Practical Nurse (LPN) 7, dated [DATE], 
indicated, I did not physically go in to see her [Resident B], if she needs anything she typically comes out of 
her room and gets me. No change of condition was reported to me. -A typed statement from Certified Nurse 
Aide (CNA) 5, dated [DATE], indicated, I did not really interact with her all night, I knew she had refused her 
dinner and her bedtime meds. She had put her trash out and went to bed. She normally doesn't want us to 
come in, she comes out if she needs anything. -A typed statement from Qualified Medication Aide (QMA) 6, 
dated [DATE], indicated, I checked on her at the beginning of my shift, she was in bed sleeping, no change 
of condition was given to me at report, and no overnight medications were required. Normally she would 
come get me if she were to need anything. She doesn't really like it when people enter her room on 
overnights. -A phone interview, performed by the Administrator on [DATE], with CNA 5 indicated the resident 
was fine but said she was not feeling well and refused bedtime medications. She was independent with 
ADLs, and the CNA did not provide much care to the resident. -A phone interview, performed by the 
Administrator on [DATE], with LPN 7 indicated LPN 7 never saw Resident B during the shift, and no changes 
in condition were reported. During an interview, on [DATE] at 10:52 a.m., LPN 4 indicated she was Resident 
B's nurse, on [DATE] at 7:15 a.m., when the resident was found deceased . LPN 4 went into the resident's 
room for morning medication pass and found the resident, on the floor, between the wheelchair and the bed. 
The resident was stiff, cold, and unable to be moved to perform CPR due to full rigor mortis being set in. LPN 
4 had not received any information the resident had been experiencing anything unusual during the 
shift-to-shift report. LPN 4 indicated all residents should have been checked on every two hours, and LPN 4 
believed Resident B was dead longer than two hours before being found. LPN 4's shift started at 6:00 a.m. 
The previous night shift (10:00 p.m. to 6:30 a.m.), there was only one nurse on duty for the entire building, 
one QMA assigned to Resident B's unit and two other units (three units total on the assignment for one 
QMA), and one CNA assigned to Resident B's unit and one other unit (two units total on the assignment for 
one CNA). This was not an unusual number of staff for night shift, and there was often only one nurse for the 
shift. LPN 4 indicated she thought there was normally between 93 and 96 residents in the facility. The 
number of staff in the building influenced how often they were able to check on the residents. LPN 4 had 
worked night shift, and staffing on night shift was worse than day shift. LPN 4 normally worked day shift. LPN 
4 thought she was able to get the residents taken care of on night shift, but it was hard. During an interview, 
on [DATE] at 11:09 a.m., CNA 5 indicated she worked a double shift, including evening shift on [DATE] and 
night shift on [DATE] into the morning of [DATE]. On [DATE], evening shift, CNA 5 was assigned to one on 
one observation of another resident on Resident B's unit. CNA 5 thought she saw Resident B for the last 
time around 9:00 p.m. or 10:00 p.m., on [DATE], while she was assigned to the other resident for one on one 
observation. CNA 5 indicated she was assigned to Resident B's unit and one other unit during the night shift, 
from [DATE] into the morning of [DATE]. There was one nurse for the entire building and a QMA also 
assigned to Resident B's unit and two other units. CNA 5 indicated she did not see Resident B during the 
night shift, after her last observation between 9:00 p.m. and 10:00 p.m., on [DATE]. CNA 5 had not worked a 
night shift in a while, and it was more difficult than what she had experienced before. CNA 5 indicated she 
normally did rounds every two hours. She normally would have gone into the resident's room, said her name, 
and checked on her, but she had not done that on the night of [DATE] into the morning of [DATE]. She had 
not worked night shift in a long time and thought she would be able to get to everyone, but she was not. She 
left the facility right at 6:00 a.m. on the morning of [DATE]. During an interview, on [DATE] at 11:23 a.m., 
CNA 8 indicated she worked day shift, the morning of [DATE]. CNA 8 indicated she was assigned to 
Resident B's unit and received a written shift-to-shift report from CNA 5 at the beginning of her shift. CNA 8 
indicated the written report indicated Resident B was fine, sleeping. It was not common for her to only 
receive a written report, but she thought the night shift CNA worked a double shift and was not at the facility 
when CNA 8 arrived at 7:00 a.m. Normally, at shift change the CNAs should have walked room to room 
observing the residents and giving an oral report from the off-going to the oncoming shift. If this had occurred 
as it should have, they would have found Resident B at least a little bit sooner. CNA 8 indicated she had not 
gone into Resident B's room yet when the nurse found Resident B deceased since she had only been in the 
facility about 15 minutes. CNA 8 indicated she had not worked night shift, but she thought night shift staffing 
was an issue because she often came into her shift and found people excessively incontinent of urine, as 
though they had not been checked or provided incontinence care. Resident B was pretty independent and 
needed supplies provided and set-up assistance with ADLs. Staff should have been checking on all 
residents, even independent residents, at least every two hours. During an interview, on [DATE] at 11:29 a.m.
, LPN 9 indicated she was the second nurse to respond to Resident B's room after LPN 4 found Resident B 
deceased . LPN 9 indicated she worked day shift on [DATE]. LPN 9 reviewed the schedule and indicated 
there was one nurse for the entire facility, one QMA assigned to Resident B's unit and two other units, and 
one CNA assigned to the resident's unit and one other unit, for the night shift on [DATE] into the morning of 
[DATE]. LPN 9 indicated that number of staff was pretty typical for the normal level of night shift staffing. LPN 
9 indicated she had worked night shift, and that was not enough staff to get the residents checked on and 
provided care. LPN 7 had been the only nurse in the facility on night shift, and one nurse was just not 
enough. The staffing level contributed to this situation, and Resident B had been there quite a while before 
they found her. LPN 9 indicated Resident B put items on her bed during the day, and her bed was often 
covered with stuff. At night, when getting ready to go to bed, Resident B moved those items to her 
wheelchair. All the items were still on Resident B's bed, which led LPN 9 to believe Resident B never went to 
bed the night of [DATE]. Resident B normally went to bed around 9:00 p.m. or 10:00 p.m. and should have 
been checked on every two hours. Residents should have been checked on every two hours, regardless of 
how much ADL assistance they required. During an interview, on [DATE] at 12:00 p.m., the County Coroner 
indicated Resident B's preliminary autopsy report was available. The Coroner estimated the length of time 
the resident was deceased before being found was between four and six hours. The Coroner indicated when 
the scene was observed, there was a lot of stuff on the resident's bed, so it was thought the resident was in 
the wheelchair at the time of the event. During an interview, on [DATE] at 12:52 p.m., LPN 7 indicated she 
was the nurse in the building for night shift, on the night of [DATE] into the morning of [DATE]. LPN 7 
indicated she was the only nurse in the facility. There was a QMA assigned to Resident B's unit and two 
other units, a second QMA assigned to the other three units, and a CNA was assigned to Resident B's unit. 
The CNA assigned to Resident B's unit also had a second full unit and four rooms on another unit included 
on her assignment. LPN 7 indicated she did not see Resident B at all on her shift. Resident B did not require 
any care which led to LPN 7 entering her room. CNAs should have checked all residents every two hours, 
regardless of the level of assistance the residents required. Resident B normally came out of the room if she 
needed something or turned the call light on. There had only been one night shift nurse scheduled for a 
really long time. LPN 7 indicated if there were no issues on the night shift it might be OK, but if anything at all 
happened it was not enough staff. LPN 7 worried she would be unable to address more than one emergency 
at a time. LPN 7 indicated she was supposed to take a lunch break but was not able to because there were 
no other nurses available. There was not enough staff to get everything done. During an interview, on 
[DATE] at 1:30 p.m., QMA 6 indicated she worked night shift on [DATE] into the morning of [DATE]. QMA 6 
was assigned to three units total and did not go into Resident B's room because she did not require 
medications. QMA 6 indicated she completed one round when her shift started and opened Resident B's 
door, sometime between 10:30 p.m. and midnight. She thought Resident B was in bed, but she did not 
actually see Resident B. QMA 6 indicated she observed Resident B's wheelchair next to her bed, with the 
curtain pulled, and assumed she was in bed, but QMA 6 did not fully enter the room to visualize Resident B. 
There was one nurse in the facility and one CNA assigned to Resident B's unit, one other unit, and part of a 
third unit. CNAs should have done bed checks every two hours. QMA 6 indicated she did not think there was 
enough staff on night shift to take care of the residents and check on them the way they need to. The staff 
was very spread out, and it was hard during emergencies. She would have to look for other staff for help. It 
was hard for the staff to take breaks, and the night shift nurse never took a break. Staffing was the worst on 
nights. CNA 5 assigned to Resident B had left the written report because the CNA had worked a double shift, 
evening shift on [DATE] and night shift from [DATE] into the morning of [DATE], and was assigned to work 
eight hours later, evening shift on [DATE]. CNA 5 had to leave the facility because she had to be back at 
work less than eight hours later. During an interview, on [DATE] at 2:30 p.m., Resident F indicated he did not 
think there was enough staff to meet his needs, especially at night. The staff called in a lot, and they were 
short staffed. During an interview, on [DATE] at 2:55 p.m., Resident G indicated the facility was short staffed 
at night, and the facility assigned too many residents to one person. There was not enough staff to provide 
for her care needs, and she required assistance with daily care. She indicated there were times when she 
was very ill and had to wait some time for a nurse to check on her because the nurse was busy. During an 
interview, on [DATE] at 3:00 p.m., the Administrator indicated they normally scheduled two nurses and two 
QMAs or a nurse and three QMAs on night shift. During an interview, on [DATE] at 3:52 p.m., LPN 11 
indicated there was not enough staff to provide resident care on evening and night shift. Facility 
management told them the facility corporation would not allow them to have an additional nurse on night shift 
because the facility's census was not high enough. The night shift was consistently staffed with one nurse to 
cover the entire building and a QMA on the secured unit. Midnight census reports indicated there were 97 
residents in the facility on [DATE] and 96 residents on [DATE]. During an interview, on [DATE] at 11:43 a.m., 
the RDCO indicated it was their standard to check on residents every two hours, but she was not sure if 
there was a facility policy. At the same time, the Administrator indicated the corporation had to review the 
Facility Assessment and provide it to the facility. The Administrator indicated she would provide the Facility 
Assessment when she received it. On [DATE] at 2:52 p.m., the RDCO provided the Facility Assessment, and 
indicated it was the assessment being used by the facility. The assessment indicated, .The purpose of the 
assessment is to comply with CMS [Centers for Medicare and Medicaid Services] Survey and Certification 
requirements.[NAME] Healthcare Center has reviewed our patient/resident population served, identified their 
evidence-based information, and extracted it from the resident assessments. The information is used to 
determine resident needs and clarified what the assessments reported by counting residents with the various 
assessment defined data. To support this Facility Assessment, we are reviewing what we learn, what 
resources we have to meet needs and care plans and what resources we do not have to meet those needs. 
In this way, needs are examined so that the resources necessary to care for residents competently are 
available during both day-to-day operations and emergencies.Overview of the [NAME] Healthcare Center 
Facility-Wide Assessment: 1. Resident profile presenting summary numbers for the population, admissions, 
diseases/conditions, physical and cognitive disabilities, CMS Case Mix acuity, behavioral health needs, and 
ethnic/cultural/religious factors present among the persons served.3. Services and care offered based on 
resident needs defined by the Resident Assessment Instrument.that includes the types of care our historic 
population of individuals have required. The Facility Assessment included a review of residents' Minimum 
Data Set (MDS) ADL data for eating, toileting hygiene, sitting to lying, lying to sitting on bedside, sit to stand, 
chair/bed to chair transfer, toilet transfer, oral hygiene, walk 50 feet with 2 turns, and walk 150 feet. There 
were no residents documented as independent with any of the ADL categories. All residents required set-up 
or clean-up assistance, supervision or touching assistance, partial/moderate assistance, substantial/maximal 
assistance, dependent, or the activity was not attempted for medical or safety reasons. A review of special 
resident treatments or conditions on the Facility Assessment indicated 82 residents had active or current 
substance use disorders, 1 resident was on dialysis, 12 residents were on hospice care, 91 residents 
received injections, 2 residents were on isolation or quarantine for active infectious disease, 23 residents 
received intravenous (IV) medications, 16 residents received ostomy care, 4 residents had bilevel positive 
airway pressure (BIPAP) (non-invasive ventilation therapy that delivers two different levels of air pressure to 
help people with breathing problems) or continuous positive airway pressure (CPAP) (treatment for sleep 
apnea and other breathing disorders that involve airway collapse during sleep), 48 residents received oxygen 
therapy, 1 resident received suctioning, and 1 received tracheostomy care. During the MDS look-back period 
12 residents exhibited physical behaviors directed towards others, 40 residents exhibited verbal behaviors 
directed towards others, 50 residents exhibited other behaviors not directed towards others, 19 residents 
rejected care, and 9 residents exhibited wandering behavior. The Facility Assessment included the following 
prompts that had not been reviewed or revised by the facility. - .Policies and procedures for provision of care: 
3.5. Describe how you evaluate what policies and procedures may be required in the provision of care, and 
how you ensure those meet current professional standards of practice. Included, for example, your process 
to determine if new or updated policies are needed and how they are developed or updated. The 
assessment lacked documentation this prompt was evaluated. - .Working with medical practitioners.3.6. 
Describe your plan to recruit and retain enough medical practitioners (e.g., physicians, nurse practitioners) 
who are adequately trained and knowledgeable in the care of your residents/patients, including how you will 
collaborate with them to ensure that the facility has appropriate medical practices for the needs and scope of 
your population. 3.7. Describe how the management and staff familiarize themselves with what they should 
expect from medical practitioners and other healthcare professionals related to standards of care and 
competencies that are necessary to provide the level and types of support and care needed for your resident 
population. For example, do you share expectations for providers that see residents in your nursing 
Residence on the use of standards, protocols, or other information developed by your medical director? Do 
you have discussions on what providers and staff expect of each other in terms of the care delivery process 
and clinical reasoning essential to providing high quality care? The assessment lacked documentation this 
prompt was evaluated. The Facility Assessment indicated the following regarding the staffing model, .Staffing 
plan.Based on our facility resident population and their needs for care and support, our approach to staffing 
is to ensure that each of our Nursing Facility residents has the minimum direct care staff to meet the needs 
of the residents at any given time. An example for [facility name] that we strive to achieve is as shown below. 
Natural events, staff needs for illness, support of loved ones or family, and other unpredictable events do 
influence staff available. We work to assure necessary staff based on the model shown below. The staffing 
model referenced divided the facility up into six units, numbered one to six. The night shift licensed nurse 
range indicated 1-2 licensed nurses were required for units 1, 3, 4, and 5, for a total of 4 to 8 licensed 
nurses. The night shift nurse aide range indicated 1-2 nurse aides were required for units 1, 2, 3, 4, 5, and 6, 
for a total of 6 to 12 nurse aides. The staffing model did not include QMAs. Daily staffing schedules, dated 
[DATE] to [DATE], night shift included the following staffing and census. a. On [DATE], there was one 
licensed nurse, two QMAs, and five CNAs with a facility census of 97 residents. b. On [DATE], there was one 
licensed nurse, two QMAs, and six CNAs with a facility census of 93 residents. c. On [DATE], there was one 
licensed nurse, two QMAs, and five CNAs with a facility census of 93 residents. d. On [DATE], there were 
two licensed nurses with one not arriving until midnight, two QMAs, and five CNAs with a facility census of 97 
residents. e. On [DATE], there was one licensed nurse, one QMAs, and four CNAs. The census was not 
included with this staffing schedule. The schedule indicated one QMA called in and lacked documentation a 
replacement was secured. f. On [DATE], there was one licensed nurse, two QMAs, and four CNAs with a 
facility census of 97 residents. g. On [DATE], there was one licensed nurse, two QMAs, and three CNAs with 
a facility census of 97 residents. A fourth CNA worked 10:00 p.m. until 2:00 a.m., and one CA called in, and 
the schedule lacked documentation a replacement was secured. h. On [DATE], there was one licensed 
nurse, two QMAs, and five CNAs with a facility census of 97 residents. i. On [DATE], there was one licensed 
nurse, two QMAs, and six CNAs with a facility census of 97 residents. j. On [DATE], there was one licensed 
nurse, two QMAs, and five CNAs with a facility census of 97 residents. k. On [DATE], there was one licensed 
nurse, two QMAs, and four CNAs with a facility census of 96 residents. One CNA called in, and the schedule 
lacked documentation a replacement was secured. l. On [DATE], there was one licensed nurse, two QMAs, 
and five CNAs with a facility census of 97 residents. m. On [DATE], there was one licensed nurse, two 
QMAs, and five CNAs with a facility census of 96 residents. n. On [DATE], there was one licensed nurse, two 
QMAs, and five CNAs with a facility census of 96 residents. One CNA called in, and the schedule lacked 
documentation a replacement was secured. o. On [DATE], there was one licensed nurse, two QMAs, and 
four CNAs with a facility census of 95 residents. p. On [DATE], there was one licensed nurse, two QMAs, 
and three CNAs with a facility census of 95 residents. One CNA called in, and the schedule lacked 
documentation a replacement was secured. q. On [DATE], there was one licensed nurse, two QMAs, and 
four CNAs with a facility census of 94 residents. r. On [DATE], there was one licensed nurse, two QMAs, and 
five CNAs with a facility census of 93 residents. s. On [DATE], there was one licensed nurse, two QMAs, and 
four CNAs with a facility census of 94 residents. t. On [DATE], there was one licensed nurse, two QMAs, and 
five CNAs with a facility census of 94 residents. u. On [DATE], there was one licensed nurse, two QMAs, and 
five CNAs with a facility census of 92 residents. One CNA called in, and the schedule lacked documentation 
a replacement was secured. v. On [DATE], there was one licensed nurse, two QMAs, and four CNAs with a 
facility census of 92 residents. w. On [DATE], there was one licensed nurse, two QMAs, and five CNAs with 
a facility census of 92 residents. x. On [DATE], there was one licensed nurse, two QMAs, and five CNAs with 
a facility census of 95 residents. y. On [DATE], there was one licensed nurse, two QMAs, and three CNAs 
with a facility census of 95 residents. Two CNAs called in, and the schedule lacked documentation 
replacements were secured. z. On [DATE], there was one licensed nurse, two QMAs, and four CNAs with a 
facility census of 95 residents. One CNA called in, and the schedule lacked documentation a replacement 
was secured. aa. On [DATE], there was one licensed nurse, two QMAs, and four CNAs with a facility census 
of 95 residents. bb. On [DATE], there was one licensed nurse, two QMAs, and five CNAs with a facility 
census of 95 residents. cc. On [DATE], there was one licensed nurse, two QMAs, and four CNAs with a 
facility census of 95 residents. dd. On [DATE], there was one licensed nurse, one QMA, and five CNAs with 
a facility census of 95 residents. One QMA called in, and the schedule lacked documentation a replacement 
was secured. ee. On [DATE], there was one licensed nurse, two QMAs, and five CNAs with a facility census 
of 95 residents. ff. On [DATE], there was one licensed nurse, one QMA, and four CNAs with a facility census 
of 96 residents. One QMA called in, and the schedule lacked documentation a replacement was secured. gg. 
On [DATE], there was one licensed nurse, two QMAs, and five CNAs with a facility census of 97 residents. 
hh. On [DATE], there was one licensed nurse, two QMAs, and five CNAs with a facility census of 98 
residents. ii. On [DATE], there was one licensed nurse, two QMAs, and four CNAs with a facility census of 98 
residents. Licensed Practical Nurse (LPN) 7 was noted to be scheduled every night shift from [DATE] to 
[DATE] without a day off. During an interview, on [DATE] at 2:52 p.m., the RDCO reviewed the Facility 
Assessment and confirmed it indicated one to two licensed nurses for four of the units and one to two nurse 
aides for all the units. She indicated the Facility Assessment did not really mean there were four to eight 
licensed nurses and six to twelve nurse aides required for night shift, but she was unable to say what the 
Facility Assessment meant if the numbers did not indicate the staffing model. They did not staff that many 
nurses or nurse aides on night shift. The RDCO indicated she thought they normally had two nurses on night 
shift. If there was one nurse, and more than one emergency occurred, there were CNAs that were CPR 
certified. They could use QMAs in place of licensed nurses in some cases. During an interview, [DATE] at 
3:55 p.m., the Administrator indicated LPN 7 worked every night shift from [DATE] to [DATE]. The 
Administrator indicated they employed other night shift nurses, but she was unable to identify who the other 
night shift nurses were at the time of the interview. During an interview, on [DATE] at 10:35 p.m., LPN 13 
indicated she had been employed by the facility for about a week. She worked as the only nurse last night, 
but she did have a nurse with her tonight. She was told by the administration that there would be 2 nurses on 
the night shift from now on. LPN 13 indicated there were 2 nurses, 1 QMA, 6 CNA's, and 2 sitters in the 
building for night shift. During an interview, on [DATE] at 10:44 p.m., QMA 15 indicated there was only one 
nurse on night shift. She worked 12 hour shifts from 6:00 p.m. to 6:00 a.m., routinely. She was assigned to 
the closed unit with a CNA, and the nurse covered the rest of the building. It was very hard to oversee and 
meet all the residents' needs. During an interview, on [DATE] at 10:54 p.m., CNA 12 indicated she had 
worked at the facility for about a month and there had only been one nurse on duty for the night shift for the 
entire month. She indicated it was always the same nurse who worked the night shift, and it was LPN 7. 
During an interview, [DATE] at 8:48 a.m., the RDCO indicated Quality Assurance Performance Improvement 
(QAPI) staffing audits were completed through [DATE], per the plan of correction (POC) for the staffing 
deficiency cited during the annual survey in [DATE]. In July they had an interim Administrator who felt that 
staffing was better and stopped all staffing audits except daily staffing calls. Then when the current 
Administrator started, they began to do staffing audits again. During an interview, on [DATE] at 8:55 a.m., the 
Administrator indicated the daily staffing calls were with their corporate office. They discuss the census and 
the staffing numbers. Corporate would suggest that they may require more staff, so they would advertise and 
offer different incentives. The QAPI had begun performing staffing audits after she started her position as the 
Administrator. During an interview, on [DATE] at 10:40 a.m., Resident N indicated the same nurse aide 
usually worked the unit on night shift. When Resident N requested Tylenol, the nurse aide had to let the 
nurse know so it could be administered. Resident N had to wait a long time sometimes to get the Tylenol 
after she requested it. She heard the staff say there was only one nurse covering three units, but she was 
not sure. She knew they did not have very many staff who worked the night shift, and it was not enough. 
Resident N indicated she turned her call light on this morning before 6:00 a.m. to request Tylenol, and it took 
the nurse aide approximately half an hour to answer the call light. The nurse aide told the resident she would 
let the nurse know she wanted Tylenol. The nurse gave her the Tylenol at 7:00 a.m. with her other morning 
medications. She thought this type of thing happened because they did not have enough staff and could not 
get to the residents more quickly. During an interview, on [DATE] at 10:55 a.m., Resident P indicated it took 
a long time for him to get his pain medication. He had to request medication and waited as long as nine 
hours after his request until he received it. There was no nurse specifically assigned to his unit, so he had to 
wait for one to come to the unit and give him the pain medication after he asked for it. During an interview, on 
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