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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, clinical record review, staff and resident interviews, and policy review the facility failed 
to ensure residents received care and services that allowed for a dignified existence and communication with 
friends and family for 3 of 4 residents reviewed for resident rights (Residents #1, #2, and #3). Resident #1 
was left in the dining room leaning sideways in her wheelchair and spoken to disrespectfully by staff, 
Resident #2 reported being incontinent waiting for a call light to be answered, and Resident #3 was denied 
phone calls with family. The facility reported a census of 47 residents.Findings include: 1. The Minimum Data 
Set (MDS) for Resident #1 dated 8/20/25 documented diagnoses of pneumonia, Multiple Sclerosis (MS), 
Chronic Obstructive Pulmonary Disease (COPD), and Post Traumatic Stress Disorder (PTSD). The Brief 
Interview for Mental Status (BIMS) score totaled 14/15 which indicated intact cognition.The Care Plan (CP) 
for the resident with an admission date of 10/4/24 indicated she agreed to sit at an assisted table in the 
dining room for all 3 meals. She required assistance of 2 staff and a lift for transfers and used a custom tilt 
and space wheelchair with lateral supports, a head rest, and roho cushion. The CP directed staff that if the 
resident was leaning she should be repositioned in the wheelchair and to tilt the chair. If she continued to 
lean hard to left she needed to be laid down in bed secondary to her declining postural control.A document 
titled Physical Therapy Discharge Summary signed on 9/4/25 included the following discharge 
recommendations: Reposition frequently in the wheelchair and offer to tilt in space. If Resident #1 was falling 
over to the left side of the chair, staff needed to lay her down.During an observation on 11/13/25 at 12:38 PM 
Resident #1 was sitting alone at a table near the dining room door leaning over the left side of her chair. She 
appeared unable to reach her food. The nurses station was in view of the resident. At 12:46 PM Resident #1 
was observed in the same position. Her right hand was holding the edge of the table, her knuckles white. Her 
right arm was sitting on a pillow. Her left arm was hanging over the side of her wheelchair with her hand 
grasping the wheel. Her body was leaning far to the left with her head below the level of the arm of the chair. 
Her right foot was on a pedal and her left foot was between the two pedals. She attempted to lift her foot up 
and was unable to. Two dining staff were present cleaning tables and did not assist or find a Certified Nurses 
Aide (CNA) to assist. At 12:52 PM Resident #1 was able to lift her head enough to get a cup and straw to her 
mouth for a drink. She was unable lift her body higher and put the cup back down. At 12:56 PM Resident #1 
was observed using her right hand on the table and left hand on the wheel of her wheelchair to try to rock the 
chair back from the table. At that time she did not have the strength to do so. At 12:58 PM a CNA came in 
the dining room and spoke to the resident. She asked her why she moved her pillow and said that was why 
she was leaning over. The CNA asked again why the resident moved the pillow, said don't do that, asked the 
resident how she thought she could sit up without it, and asked the resident what she thought she was doing. 
After the CNA repositioned the pillow she firmly told the resident not to do that again and wheeled her out of 
the dining room.At 12:48 PM on 11/13/25 Staff A, Dietary was asked if Resident #1 usually sat alone. She 
stated a resident usually sat at the table with her but not staff.Interview with Resident #1 on 11/13/25 at 3:44 
PM revealed she leaned to the left a lot due to her diagnosis of MS. She was observed sitting in her recliner 
leaning to her left with no pillow propped under her left side for support. Her call light was on her bed and not 
in reach. When asked how she would get help she indicated that she 'would be screaming.' She reported 
that she was not left like that in the dining room a lot but it had happened before. Resident #1 indicated that 
some staff got on her if the pillow moved but she couldn't help it. She stated she hated her wheelchair 
because it did not provide enough support for her and staff were supposed to keep her propped with pillows.
During an interview on 11/13/25 at 4:11 PM the Director of Nursing (DON) stated she expected staff to give 
residents their call light buttons wherever they were in their room and staff were frequently educated and 
reminded about call lights. She expected staff to know what positioning requirements were needed for 
Resident #1 because it was on the kardex they used for care and the information came directly from the care 
plan. She confirmed both facility and agency staff had access to that information. She stated the resident's 
provider and insurance were aware of the resident's concerns about the wheelchair and that the resident's 
posture control continued to decline. She confirmed that the resident would be unable to sit herself up on her 
own or prop herself up independently with the pillow. 2. The MDS for Resident #2 dated 8/27/25 documented 
diagnoses of anxiety and depression, constipation, osteoarthritis, and repeated falls. The BIMS assessment 
was 14/15 which indicated intact cognition.The CP for the resident with an admission date of 5/21/25 
indicated she required contact guard assist of 1 staff and a 4 wheel walker for transfers and ambulation to 
the bathroom. Staff were directed to allow time to complete the task. The resident was documented as at risk 
for falls and experienced chronic pain related to arthritis.An interview with Resident #2 on 11/13/25 at 1:09 
PM revealed she felt able to make her needs known but had to get to the right person. At the time of the 
interview she had her call light on waiting for a CNA to help her use the bathroom. She mentioned she dealt 
with long call lights and within the past two days had an incontinence episode that wet through to her pants. 
The resident reported she left the building at 7:30 AM this morning for an appointment and came back 
around 12:30 to find her bed had not been made, and indicated this happened often. She stated she did not 
feel staff respected her schedule and gave the example that staff made her get in bed between 9:00 PM and 
9:15 PM even if she wanted to stay up. Resident #2 said she was a grown woman and should be able to 
make that decision for herself. She reported incidents like these made her feel disrespected and wondered 
about residents who could not speak for themselves.An interview with Staff C, CNA on 11/13/25 at 2:44 PM 
confirmed that the resident was incontinent waiting for a call light. She stated that when she arrived for her 
shift that day the resident was very upset. Staff C confirmed call lights were expected to be answered within 
15 minutes and speaking for herself did the best she could to meet that goal. She had heard complaints here 
and there from other residents as well.On 11/13/25 at 2:55 PM Staff E, Licensed Practical Nurse (LPN) 
stated that she heard complaints about call lights almost every day.During an interview on 11/13/25 at 4:11 
PM the Director of Nursing (DON) stated she expected staff to answer call lights in 15 minutes or less and 
frequently educated and reminded staff about call lights. She had heard complaints about all shifts, lights 
longer than 15 minutes, and reviewed call light procedure forms with staff when there was a complaint. She 
reported that questions about call lights and personal care were addressed with staff as early as the 
interview process. 3. The MDS for Resident #3 dated 8/9/25 documented diagnoses of anxiety, depressive 
episodes, and syncope and collapse. The BIMS assessment was 10/15 which indicated moderate cognitive 
impairment.A Social Service Note dated 11/6/25 at 12:33 PM indicated the resident scored 14/15 on the 
BIMS which indicated intact cognition.The CP for the resident with an admission date of 1/18/20 indicated 
she was at risk for changes in mood related to anxiety and depression, and was on medication for 
depression. A focus area regarding discharge indicated the resident was unable to discharge to the 
community and directed staff to support the resident, family, and representatives as needed.An interview 
with Resident #3 on 11/13/25 at 12:59 PM revealed family visits and phone calls were very important to her. 
The resident reported a family member told her more than once that she tried to call the resident on the 
facility phone but had not been able to talk to her. Another family member reported not being able to speak to 
the resident by phone for 2 weeks in spite of repeat calls, mostly in the evening. Staff told the family member 
the resident was eating or sleeping and could not come to the phone. The resident stated if that family 
member called for her, no one told her and she would have taken the call. When asked if she called her 
family, Resident #3 stated no one had ever told her she could use the facility phone to do that.On 11/13/25 at 
2:14 PM Staff B, Office Manager stated that until 8:00 PM all calls came through one line and after that when 
directly to the nurses stations. To get calls to residents the caller would be placed on hold. The calls were 
announced on the speaker system. There were 2 cordless phones at each nurses station and any staff 
should take the phone to the resident, take it off of hold, and let the resident talk in private. Otherwise 
residents could be brought to the nurses station if they wished. If a resident was eating or sleeping her 
process was to tell the caller and let them decide if they wanted to wake them or interrupt their meal, call 
back, or have the resident call them when they were done. When asked if residents were always given a 
choice about whether or not to take the call, Staff B stated it depended on if the caller was the Power of 
Attorney.On 11/13/25 at 2:55 PM Staff E, LPN stated 99 percent of the time residents took calls from loved 
ones if they knew they were on the phone.On 11/13/25 at 4:37 PM the Administrator stated she had only 
been there a month and was not aware of concerns about family calls getting through. She expected all staff 
to be responsible for ensuring residents could speak with their loved ones.A policy titled Resident Rights - 
Dignity and Respect revised 4/2024 documented the purpose of the policy was to lay the foundation for 
treating all residents with dignity and respect and maintaining and enhancing his or her self-esteem and 
self-worth. Residents had the right to considerate and respectful care and to be treated with honesty, dignity, 
respect, and with reasonable accommodation of individual needs except where the health, safety, or rights of 
the resident or other individuals in the facility would be endangered. Residents also had the right to be free 
from involuntary seclusion, to manage their own care, to have access to visitors, and the right to exercise 
his/her rights of the facility as a citizen/resident of the United States.
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