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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Based on interview and record review, the facility failed to adequately address resident grievances regarding 
call light wait times for 18 of 18 residents reviewed for call-light wait times, (Residents B, C, D, E, F, G, H, K, 
L, M, N, P, Q, R, S, T, and U).Findings include:During an interview, on 9/17/25 at 9:10 A.M., the Director of 
Nursing indicated the facility call light system was in working order and had not been out of working order at 
any time that she was aware of. The Director of Nursing indicated that each resident had a staff member, 
called a Guardian Angel, who checked on their assigned residents addressing concerns including concerns 
regarding call ight wait times. The Director of Nursing indicated when residents had concerns, the Guardian 
Angel was to address the concern and/or file a grievance or complete a Call Light Response Survey form. 
The Director of Nursing provided a call light audit form that had been created following the previous annual 
survey on 4/28/25, and indicated call light wait time audits were ongoing but there was no audit 
documentation completed after 6/30/25. The Director of Nursing indicated there was no further 
documentation of call light monitoring after 6/30/25. There was no explanation as to why the auditing had 
been discontinued after 6/30/25.On 9/17/25 at 9:58 A.M., during a telephone interview with Resident B's 
family member, she indicated Resident B's call light often went unanswered, or staff turned the light off and 
did not return.During an interview, on 9/17/25 at 10:20 A.M., the Assistant Director of Nursing (ADON) 
indicated when residents initiated the call button from their rooms, the call went to a beeper system, first to 
the Aide on the floor, then if not answered in a certain amount of time, the floor nurse was alerted via the 
beeper system. The ADON indicated there were no lights outside resident doors and no lights at the nurse's 
station to visualize when call-lights had been activated by the residents. The ADON indicated that the aides 
and nurses were responsible for checking the beepers frequently. The ADON indicated that the facility no 
longer utilized their call light monitoring system because the facility felt the call light times were accurate due 
to nursing staff not consistently turning the call light off when resident's needs had been met. The Assistant 
Director of Nursing indicated the call light system was in place at the most recent Annual Survey on 4/28/25 
when the facility had been cited for excessive call light wait times. The Assistant Director of Nursing could 
not say when the call light monitoring system had been discontinued. The Assistant Director of Nursing 
indicated the facility did not have a specific policy regarding the answering of call lights nor was there an 
expectation of a reasonable period of time when a call light should be answered. She indicated the facility 
followed Nursing Standards of Practice, but was unable to indicate what the Nursing Standard of Practice 
was for a reasonable period of time a resident should have to wait for their call light to be answered. The 
ADON indicated an Education/In-service had been completed on 8/5/25 in response to a grievance that had 
been filed on 7/25/25 regarding a resident who had waited two hours to have her call light answered. The 
Assistant Director on Nursing indicated the Education/In-Service record, dated 8/5/25, indicated the 
education included when to provide Activities of Daily Living (ADLs) care and honoring resident's 
preferences. The Assistant Director of Nursing indicated the Education/In-service Record had not specifically 
listed an education and instructions regarding answering call lights in a timely manner.On 9/17/25 from 12:00 
P.M. to 1:08 P.M., during a facility tour, resident interviews were conducted throughout the facility. The 
interviews indicated the following:On the [NAME] Unit, Resident C indicated she had to wait over 30 minutes 
to get help after she had pressed her call light. She indicated it often took longer than 30 minutes and it had 
frustrated her because she had not wanted to wet herself but has had no choice. She indicated staff had not 
asked her if she had concerns about anything, because she would have told them she has concerns about 
the call lights not being answered timely.Resident D indicated staff were terrible about answering call lights. 
She indicated she had waited over an hour for someone to answer the light and then staff sometimes turned 
the light off and had not helped her to the bathroom. She indicated this had been an ongoing problem and 
she had filed a grievance.On the St. Paul's Unit, Resident E, indicated there was a serious concern with her 
call light not being answered in a timely manner. Resident E indicated she normally waited 1 1/2 hours to 2 
hours for help. The resident indicated that she ended up wetting herself and she had become very 
uncomfortable and indicated she felt embarrassed. The resident indicated that it was just not right to make a 
person wait so long for help. Resident E indicated she had filed grievances for having to wait so long for 
help, but no one had addressed the concern with her.On the St. Joseph's Unit, Resident F indicated she 
waited over an hour for help.Resident G indicated she had filed grievances about the long wait for her call 
light to be answered, but nothing had improved and no one had talked to her about her grievances. The 
resident indicated her wait times were at least 30 minutes during the day and at least 2 hours at night. 
Resident G indicated she got very uncomfortable and dreaded the nighttime because she would not get help 
when call light was used. Resident G indicated she felt like crying due to the call light response issue.
Resident H indicated she was very upset about the long call light wait times. She indicated she had to wait 
over an hour for her needs to be met and many times the call light was not answered at all. Resident H 
indicated she has had to wet herself and that made her feel angry and humiliated.On the St John's Unit, 
Resident K indicated her call light was normally answered within 30 minutes (after she had activated it) and 
that was fine because she knew the staff were busy and she had not wanted to complain.On the St. Mark's 
Unit, Resident L, indicated she has had to lay in her own urine for hours at a time waiting for staff to answer 
the call light. She indicated she did not feel human sometimes because of the lack of care related to toileting. 
Resident L indicated staff came into her room and turned off the call light and left without helping her, many 
times. The resident indicated the staff had told her they would be back but they never came back. The 
resident indicated it did no good to complain about it because it did not make a difference and if she 
complained, it would probably get worse for her.Resident M, indicated she has had to lay in her own feces 
for 2 hours. She indicated she laid and cried and cried because she was so humiliated. Resident M indicated 
the night shift was the worst, but no shifts answered her light in a timely manner.An interview with Resident 
M's family member indicated when they pressed the call light button for help, it took a very long time to get 
answered and then staff came in the room and turned the call-light of saying they would return, but they did 
not return.Resident N, indicated he always has to wait at least 15 minutes for anyone to answer his call light 
and it was usually longer. He indicated he used a bed pan for BMs and it got very uncomfortable to have to 
wait for help to get him off the bed pan and he felt frustrated.The following resident records were reviewed on 
9/17/225 at 4:30 P.M.:Resident B had diagnoses that included, but were not limited to, syncope and 
collapse, history of falling, orthostatic hypotension, difficulty in walking. Resident B had moderate cognitive 
impairment and required substantial to maximal assistance for toileting hygiene and was always incontinent 
of bowel and bladder. The resident's Care Plan included a plan for Activities of Daily Living (ADLs), dated 
6/18/25, which indicated the resident required assistance with activities of daily living.Resident C had 
diagnoses that included, but were not limited to atrial fibrillation, congestive heart failure, stoke, cognitive 
communication deficit, urine retention. Resident C cognitive ability had not been assessed, but the resident 
was able to answer questions during the interview process. The Care Plans included but were not limited to 
Self-Care Deficit associated with need for assistance with ADLs including transfers, and monitoring of 
incontinence of bowel and bladder and to provide incontinence care as needed, dated 1/23/25.Resident D 
had diagnoses that included, but were not limited to, difficulty in walking, muscle weakness, depression, 
anxiety, and unsteadiness on feet. Resident D was cognitively intact, required substantial to maximal 
assistance for toileting and most ADLs and was frequently incontinent of bladder and occasionally 
incontinent of bowel. Resident D's Care Plans included but were not limited to Self-Care Deficit dated 
8/30/19 to observe for incontinence of bowel and bladder and to provide incontinence care as needed.
Resident E had diagnoses that included, but were not limited to, hip displacement, stroke, anxiety, history of 
falling, need for assistance with personal care. Resident E was cognitively intact, required substantial to 
maximal assistance for toileting and most ADLs and was occasionally incontinent of bladder and frequently 
incontinent of bowel. Resident E's Care Plans included but were not limited to Self-Care Deficit dated 
8/31/23 with goals to be neat, clean, without odor with assistance as needed. to observe for incontinence of 
bowel and bladder and to provide incontinence care as needed.Resident F had diagnoses that included but 
were not limited to, chronic kidney disease, muscle weakness, lack of coordination, difficulty in walking, and 
anxiety. Resident F had severe cognitive impairment. The residents' ADLs had not been assessed during the 
current assessment period. Resident F's undated Care Plans included but were not limited to Self-Care 
Deficit with goals to be neat, clean, without odor with assistance as needed. Incontinence for bowel and 
bladder, to check for incontinence; change if wet or soiled.Resident G had diagnoses that included but were 
not limited to, Parkinson's Disease, lack of coordination, difficulty in walking, and anxiety. Resident G was 
cognitively intact. Resident G's Care Plans included but were not limited to Self-Care Deficit dated 3/22/25 
with goals to be neat, clean, without odor with assistance as needed.Resident H had diagnoses that included 
but were not limited to, hemiplegia following a stroke. Resident H's cognition was not assessed. The resident 
required assistance for toileting and was frequently incontinent of bladder and always incontinent of bowel. 
Resident H's Care Plans included but were not limited to Self-Care Deficit dated 5/24/18 with goals to be 
neat, clean, without odor with assistance as needed. to observe for incontinence of bowel and bladder and to 
provide incontinence care as needed.Resident K had diagnoses that included but were not limited to, 
epilepsy, chronic respiratory failure, neuropathy, and difficulty in walking. Resident Ks cognition was not 
assessed. The resident was dependent on others for toileting and personal care and was always incontinent 
of bladder and bowel and utilized a catheter. Resident K's Care Plans included but were not limited to 
Self-Care Deficit dated 8/9/25 with goals to be neat, clean, without odor with assistance as needed. to 
observe for incontinence of bowel and bladder and to provide incontinence care as needed.Resident L had 
diagnoses that included but were not limited to respiratory failure, congestive heart disease, lack of 
coordination, and difficulty in walking. Resident L was cognitively intact. Resident L's Care Plans included but 
were not limited to Self-Care Deficit dated 5/24/18 with goals to be neat, clean, without odor with assistance 
as needed. Resident M had diagnoses that included but were not limited to, Pyogenic arthritis, difficulty in 
walking, lack of coordination, heart failure, renal impairment, chronic kidney disease, and corneal 
degeneration. Resident M's cognition was not assessed. Resident M's Care Plans included but were not 
limited to Self-Care Deficit dated 9/8/25 with goals to be neat, clean, without odor with assistance as needed. 
to observe for incontinence of bowel and bladder and to provide incontinence care as needed.Resident N 
had diagnoses that included but were not limited to, congestive heart failure, atrial fibrillation, muscle 
wasting, and abnormal gait. Resident N was cognitively intact. Care Plans included but were not limited to 
Self-Care Deficit dated 9/11/25 with goals to be neat, clean, without odor with assistance as needed. to 
observe for incontinence of bowel and bladder and to provide incontinence care as needed.Review of facility 
Grievances from 7/1/25 to 9/15/21 included but were not limited to the following:On 7/1/25, Resident Q 
indicated to his Guardian Angel that he recently had had to wait 30 to 60 minutes for assistance during the 
night. Actions taken indicated the facility was monitoring call lights to improve the call light times. The 
Grievance form did not indicate that the concern had been resolved.On 7/10/25, Resident D indicated she 
felt it took staff an hour to answer the call light sometimes. Action taken indicated, call light report. The 
Grievance form did not indicate that the concern had been resolved.On 7/25/25, Resident E indicated her 
call light had not gotten answered for over 2 hours on the night of 7/24/25. The Action taken indicated that 
the Certified Nursing Assistance (CNA) and Nursing staff had been educated and in-serviced on call light 
response times. The Resolution indicated the resident was satisfied with the resolution at that time.On 
7/30/25, Therapy indicated Resident T's call light was on upon the therapist's arrival. The patient had been 
very upset and stated her call light had been on for hours throughout the morning. The resident's CNA was 
observed in the cubicle on a phone call before and after the therapy session. The Action taken indicated that 
staff had spoken with the resident and reassured the resident that they would be watching the response 
times and had discussed the concern with the CNA. On 8/5/25, Resident R reported to the therapy 
department that she had not had help during the night so she had called the cops because her call light was 
not working and she needed help. Actions taken indicated staff had not been aware of the long call-light 
issue and they had discussed the importance of having their pagers with them and checking the screen often.
On 8/8/25, Resident S' family member reported to the Chaplin that they had waited 45 minutes for the call 
light to be answered and the resident had been waiting for a long time to go to the bathroom. They indicated 
that the CNA had came into the room and turned off the light without completing the tasks. Action taken 
indicated the facility had apologized for the delay in answering the call light and had spoken with the CNA 
and nurse. They had checked both the pager and batteries and had assured resident and family they were 
addressing the concern.On 8/12/25, Resident U indicated it took 25 to 30 minutes to get help. Action taken 
indicated there had been no action taken regarding the long call-light wait.On 8/12/25, Resident P indicated 
she had turned on the call-light and it was not answered for 1 hour and 5 minutes. Action taken indicated the 
CNA who had not answered the light had been terminated.On 8/13/25 Resident R reported to therapy staff 
that she had called 911 during the night because the call light had not worked. Action Taken indicated the 
call light was checked and it was functioning properly. Guest did report she is becoming delirious from sleep 
deprivations. Her complaint is more about sleep and wanting Ambien ordered. The Resolution indicated the 
resident was not satisfied with the outcome.On 8/18/25, Resident R contacted the front desk and had 
informed them she had been waiting an hour to get cleaned up. The receptionist indicated she looked at the 
nurse's pager and had not seen the resident's light on, and the CNA indicated she told Resident R that she 
would be back to clean her up when she had finished with another resident. The receptionist indicated she 
observed many occasions when Resident R would use the call light as staff left her room. The receptionist 
indicated staff had spoken to Resident R asking her to request all needs in one trip. The Resolution indicated 
Resident R was not satisfied with the resolution and planned to call 911 if response times were greater than 
15 minutes. The form did not indicate why the nurse's pager had not been carried by the nurse and was left 
at the desk for the receptionist to view.On 8/29/25, Resident G's family member had indicated she and the 
resident were concerned about the call light response times and that the resident sometimes had to wait for 
over 1 hour for help. The family member indicated she had come to visit and the Resident was soaked with 
urine and urine was dripping off of the resident's chair. Action taken indicated staff working during that period 
had been given corrective actions.Review of an Education/In-service Record, dated 8/5/25 related to 
Resident E's concerns on a 7/25/25 Grievance, indicated the in-service topic were ADL care for residents. It 
had not specifically indicated education related to answering resident call-lights had been provided.On 
9/15/25 at 3:30 P.M., the Assistant Director of Nursing provided an undated policy titled, FEDERAL 
RESIDENT RIGHTS & FACILITY RESPONSIBILITIES, and indicated that it was the current facility policy 
regarding resident rights. The policy indicated, .The resident has a right to a dignified existence, 
self-determination.Dignity, Respect & Quality of Life. A facility must treat each resident with respect and 
dignity and care for each resident in a manner and in and environment that promotes maintenance or 
enhancement of his or her quality of life.Resolution of Grievances. The resident has the right to and the 
facility must make prompt efforts by the facility to resolve grievances the resident may have.This citation 
relates to Complaint 1232367.3.1-3(a)
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