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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to ensure sufficient staff to meet the needs of 
seven Residents on the 100 hall (R202, R207, R210, R212, R215, R216 and R207) and five residents on the 
200 hall (R204, R206, R208, R211, and R214). Findings Include: Review of the staff schedules provided by 
the facility for 8/12/25 through 8/14/25 reflected that one Certified Nurse aide (CNA) was scheduled for the 
100 hall and one CNA was scheduled for the 200 hall for each day, afternoon, and night shifts.A review of 
documentation provided by the facility reflected fourteen residents resided on the 100 hall and eight 
residents on the 200 hall.R202 - 100 HallR202 was admitted to the facility 7/10/2025 with diagnoses that 
include Muscular Dystrophy and Chronic Obstructive Pulmonary Disease. Review of the Minimum Data Set 
(MDS) Brief Interview for Mental Status (BIMS) reflected R202 scored 15 out 15 which indicated the 
Resident was cognitively intact.Review of the care plan for R202 reflected Activities for Daily Living (ADL) 
focus of resident refuses to get out of bed for meals times to allow (sic) and prefers to eat in his room. 
Review of the interventions for this focus reflected R202 will be encouraged to go to the Dining Room for 
meals initiated 8/1/2025. The care plan further reflected that R202 required full mechanical lift with two staff 
members for transfers, is at risk for constipation, is at risk for falls, and the bed is to be in a low position when 
the Resident is in it.On 8/12/2025 at 12:16 PM an observation and interview were conducted with R202 in his 
room. R202 was observed to be in bed which was in a high position. A bedside commode was observed in 
the room. R202 reported staffing at the facility was inadequate as it was not unusual to wait as long as an 
hour for a response to a call light. R202 indicated a clock on the wall across from his bed and reported he 
had timed call light responses. R202 reported while he does prefer to eat in his room he still likes to get out 
of bed and use his power wheelchair. R202 reported that if he asks for help to get out of bed, he often will 
have to wait several hours before two staff are available to transfer him. R202 reported that sometimes a 
staff member will return to his room later and tell him they are not going to be able to get him up. R202 
reported that the last time this happened was two or three days prior to this interview and that he only gets 
out of bed two or three times a week. R202 reported he has constipation but when he does have a BM he 
must have it in bed. R202 reported the facility had a special Hoyer sling with a hole in it that allowed him to 
have a BM out of bed. R202 reported inconsistent availability of this special sling and a lack of available two 
personnel required for the operation of the mechanical lift when he must void. R202 reported at one point 
that the facility took away the special sling, so he had a family member bring in a bedside commode from 
home. However, R202 reported the facility does not have the available staff to transfer him when he needs to 
have a BM. The Electronic Medical Record (EMR) Progress Notes for R202 were reviewed. No 
documentation was identified that reflected that R202 had refused to get out of bed. Physician 
documentation on 7/22/2025 at 1:55 PM reflected the Resident had complained to the physician that He 
(R202) has concerns about staff: timely care, communication between shifts etc. Documentation on 
7/23/2025 at 11:37 AM reflected that R202 was verbalizing frustration that he is not getting out of bed due to 
using the bed pan ineffectively. The documentation reflected supervision would be notified to formulate a 
solution. On 7/29/2025 at 3:35 PM physician documentation reflected that R202 continued to (complain) 
about cares. Physician documentation dated 7/31/2025 reflected that R202 reports he has a hard time 
having a (bowel movement) (because) the Hoyer pad doesn't have a hole in it anymore . having his brother 
bring in his commode from home. On 8/4/2025 physician documentation reflected a continued concern that 
the proper Hoyer sling was not available and that this was discussed with administrationAs of survey exit, no 
additional documentation was providedR207 -100 HallReview of the medical record reflected R207 admitted 
to the facility 8/30/2024 with pertinent diagnoses that included amputation of the right leg below the knee, 
and retention of urine. The MDS dated [DATE] reflected a BIMS score of 15 which indicated R207 was 
cognitively intact.During an interview conducted on 8/13/25 at 2:30 PM, R207 reported the facility is short 
staffed. R207 reported he regularly used a urinal in bed and often gets his bedding wet. R207 indicated he 
will initiate a call light and will have to wait, and wait, and wait. R207 reported he sees staff walking fast past 
his door and indicated staff know my light is on. R207 reported around 6:00 AM, if the night shift was still on 
duty, he was able to get his bedding changed but if the day shift was on often, it would be 2:00 PM before his 
bedding was changed. R207 was asked if he had complained of this but conveyed that everyone knows it, 
everyone talks about it referring to his perception of lack of adequate staff numbers, and it's common 
knowledge.R210 - 100 HallReview of the medical record reflected R210 admitted to the facility 5/8/2021 with 
pertinent diagnoses that included schizophrenia and Parkinson's disease. The care plan for R210 reflected 
two staff are required for bed mobility, has acute chronic pain due to immobility, and has communication and 
cognitive deficits.During an observation and interview conducted 8/13/2025 at 2:55 PM a Family Member 
(FM) L was observed at the Resident's side. FM L reported visiting the facility and Resident often. FM L 
reported that a response to a call light took about an hour and was likely due to low staff numbers. FM L 
indicated there may be fewer staff on the weekend but reported this because of having to look for someone 
to allow exit from the facility. FM L reported some nurses aids try to skip the showers, but I speak up . It 
definitely helps if you have someone advocating for you. R212 - 100 HallReview of the medical record 
reflected R212 originally admitted to the facility 9/14/2021 with a pertinent diagnosis of Crohn's disease (an 
inflammatory bowel disease). Review of the Kardex (a summary of a resident's care needs) reflected R212 
required a mechanical lift for transfers and extensive assistance of two staff for toileting.On 8/13/2025 at 2:49 
PM an interview was conducted with R212 in her room. R212 reported two staff were not often available to 
help her into the bathroom. R212 stated I can't hold it that long. R212 was asked how often this had 
happened. R212 stated Oh gosh, I'd rather not say.R215 -100 HallReview of the admission Record reflected 
R215 admitted to the facility 8/7/2025 with pertinent diagnoses that included a history of stroke, muscle 
wasting and atrophy, and unsteadiness on feet. The documentation reflected that R215 was her own 
responsible party.On 8/14/2025 at 11:05 AM the call light for R215 was observed to be on. R215 was 
observed with an arm in a sling sitting in a wheelchair next to her bed. R215 reported she had turned on her 
call light and had been sitting next to her bed for thirty minutes waiting for assistance to get into bed. R215 
reported she felt it was not safe for her to attempt self-transfer and had no choice but to wait until staff 
arrived.R216 - 100 HallReview of the admission Record reflected R216 originally admitted to the facility 
2/25/2020 with pertinent diagnoses that included irritable bowel syndrome (IBS). The admission Record 
reflected R216 was her own responsible party.On 8/12/2025 at 11:57 AM an interview was conducted with 
R216 in her room. R216 reported staff are wonderful but that staff numbers had been reduced over the past 
two months. R216 reported two CNA's share the 100 and 200 halls when it used to be three CNA's. R216 
reported it was not unusual to wait an hour or more for a response to her call light and she had sat in (stool) 
for an hour waiting for assistance. R216 reported staff apologize when they come and she has not 
complained to administration because she felt it would reflect poorly on the staff working who are . doing all 
they can do.R217- 100 HallReview of the admission Record reflected R217 admitted to the facility 12/1/2021 
with pertinent diagnoses that include congestive heart failure, chronic obstructive pulmonary disease (COPD) 
and dependance on oxygen. R217 was his own responsible party.On 8/14/2025 at 11:08 AM an interview 
was conducted with R217 in his room. R217 reported he had been at the facility for about four years and was 
wheelchair bound. R217 reported he was the Resident Council President and call light response complaints 
come up all the time and there isn't a meeting that it (call light response) doesn't come up at Council 
meetings. R217 reported that the one nurse and two aides staffed the 100 and 200 halls were inadequate 
staff numbers for the type of residents living on these two halls. R217 reported the residents living on these 
halls required extra help. R217 reported that with so few staff to assist this delayed call light response for the 
other the residents. R217 relayed a recent experience when he felt he needed breathing treatment and 
initiated his call light. R217 reported that after over an hour without a response he self-propelled in his 
wheelchair down the hall to find staff. R217 conveyed frustration at what he perceived as an ongoing issue 
the facility is aware of but not addressing.200 HallR204 - 200 HallR204 admitted to the facility 3/28/2025 with 
pertinent diagnoses that included a history of stroke and an overactive bladder.On 8/13/2025 an interview 
was conducted with R204 in her room. R204 reported long call light response times and that staff are never 
around when you need them. R204 reported she is too weak to hold (her urine) and that she will take herself 
to the bathroom. R204 reported the facility did not have enough help any time of the day. R204 was asked 
about the signs on her wall for her to use the call light but reported they still don't come when she uses the 
call light.R206 - 200 HallReview of the medical record reflected R206 admitted to the facility 7/2/2025 with 
pertinent diagnoses that included history of stroke and hemiplegia (weakness or paralysis of one side). 
Review of the MDS BIMS reflected R206 had a score of 12 which indicated mild cognitive impairment. 
Review of the care plan for R206 reflected the Resident required two staff to assist with a sit-to-stand 
mechanical lift.On 8/13/2025 at 1:41 PM an interview was conducted with R206 in her room. R206 reported 
call light response was not too quick and due to the facility being short-handed. R206 reported she must wait 
to go to the bathroom as she requires the assistance of two staff. R206 indicated that two staff are not 
always available. R206 reported when she must wait too long to go to the bathroom that sometimes I make it 
and sometimes I don't (unable to hold her urine).On 8/13/2025 at 1:24 PM an interview was conducted with 
CNA C who reported that the 100 and 200 halls were staffed with one CNA each. CNA C reported that there 
were a lot of two person transfers and some (residents) just take a while, CNA C reported that R206 
regularly took forty minutes for one CNA in the morning and that means only one CNA for the rest (of the 100 
and 200 halls). CNA C reported the nurses will help but they have meds and treatments to do.R208 - 200 
HallReview of the medical record reflected R208 admitted to the facility 3/22/2021 with a pertinent diagnosis 
of multiple sclerosis. The MDS dated [DATE] reflected a BIMs score of 15 out of 15 which indicated the 
Resident was cognitively intact. Review of the care plan for R208 reflected the Resident is dependent on two 
staff members for toilet use and a mechanical lift for transfers.During an interview conducted on 8/13/2025 at 
1:46 PM, R208 reported call light wait times of twenty minutes but more often a lot longer than that. R208 
indicated that the long wait is only a problem when she must go to the bathroom. R208 reported that if two 
staff are not available to transfer her we wait. R208 reported that it often takes her a long time to void and 
that it is hard to empty out if she had to hold her urine a long time before two staff were available to help. 
R208 stated I hate it when forced to use a bed pan and that she has a brief but I don't want to use it.R211 - 
200 HallReview of the medical record reflected R211 originally admitted to the facility 8/4/2025 with pertinent 
diagnoses that included lack of coordination and unsteadiness on feet. Review of the MDS dated [DATE] 
reflected a BIMS score of 15 out of 15 which indicated R211 was cognitively intact. On 8/13/2025 at 1:56 
PM, R211 reported long call light response times when he had wanted to return to his bed from his 
wheelchair. R211 reported a half hour wait was not unusual when he required two staff for transfers. R211 
reported it had been better since he now only requires one staff member for transfer, but the wait is still 
longer than he would like.R214 - 200 HallReview of the admission Record reflected R214 admitted to the 
facility 7/27/2025 with diagnoses that included cognitive communication deficit and Parkinson's disease.On 
8/13/2025 an interview was conducted in the room of R214 where Spouse D was visiting. Spouse D reported 
while visiting R214, who is in bed two the resident in bed one, now discharged , was tangled in his shirt. 
Spouse D reported she initiated the call light to summon staff for assistance for the resident in bed one. 
Spouse D reported after a while the resident had the shirt wrapped around his neck and would have to been 
lifted to free him and that she couldn't do it because of a bad back. Spouse D reported she went to the 
nurses station but she initially could not find any staff. Spouse D reported she eventually found staff and 
informed them the resident in bed one needed assistance. Spouse D reported help never came down and I 
had to lift (the resident) to untangle him. Spouse D reported she was worried for R214 who may attempt to 
self-transfer to the bathroom if he had to wait too long for assistance. On 8/13/2025 at 2:14 PM an interview 
was conducted with Licensed Practical Nurse (LPN) E. LPN E reported that there was one nurse for both the 
100 and 200 halls and one CNA for each hall. LPN E reported she felt the staff were not able to meet the 
needs of the residents. LPN E reported she had nursing duties to perform, too, but she would jump in where I 
can. LPN E reported she had heard many complaints from residents about the long wait times, apologizes to 
the residents, and tells them We're doing the best we can. LPN E reported she had passed this complaint up 
the chain but had been told there are budget restrictions based on the census.During an interview conducted 
8/14/2025 at 12:30 PM, LPN H was asked if the 100 and 200 halls had enough staff to meet the needs of the 
residents. LPN H reported we're told we meet the state guidelines but no. we're doing the best we can. LPN 
H reported there have been lots of complaints of call light times and waiting and things of that nature. LPN H 
reported that, while she was working the floor today, her primary duties do not have her on the floor, but her 
hours are counted as if she were working the floor.On 8/13/2025 at 12:38 PM an interview was conducted 
with CNA J. CNA J was asked if the facility was providing enough staff to meet the resident's needs? CNA J 
stated, You know the answer to that . We're only allowed to have so many staff members on (working). CNA 
J reported she had many residents that require two staff to transfer and to provide care for stating it's hard. 
CNA J reported we have some really good people (working at the facility) and indicated she was afraid of 
retribution if she reported more information. CNA J reported that the nurses will help but they struggle and 
have their own work to do.On 8/14/2025 at 12:10 PM an interview was conducted with the Director of 
Nursing (DON) in her office. The DON reported that two nurses are routinely scheduled for the 100 and 200 
halls from 7:00 AM until 11:30 AM then it drops to one nurse. The DON reported one CNA is scheduled for 
each 100 hall and the intersecting 200 hall. The DON reported that she is not aware of any recent resident 
concern of untimely call light response. The DON was asked about a recent concern form from the Resident 
Council dated 7/23/2025. The document was retrieved and the DON clarified that the Concern Form from 
Resident Council indicated a low-staffing concern and not call light response. Under the document section 
headed ‘Resolution of Concern' reflected handwritten and signed by the DON Facility is meeting State 
Minimum Requirements for Staffing and indicated the facility is actively hiring staff. The document further 
indicated that the DON would provide support if the minimum staffing is not met. The DON reported she did 
not further investigate this concern and is just getting used to answering concerns from a group. The DON 
indicated she will instruct the Activities Director, who is a facilitator during Resident Council meetings, to 
gather more information when documenting a concern.On 8/14/2025 at 2:37 PM an interview was conducted 
with LPN Unit Manager (UM) A who is the manager for the 100 and 200 halls. UM A reported that extended 
call light response does feel like a concern. UM A stated, I have been vocal about more hands-on deck . I do 
think we need this.
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