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Provide enough nursing staff every day to meet the needs of every resident; and have a licensed
nurse in charge on each shift.

This deficient practice pertains to Intakes 2809637, 3014371, 3014349, 3011210, 3021572,
3021668.Based on observation, interview, and record review, the facility failed to ensure adequate
staffing to promote the highest possible level of physical, mental, and psychological well-being for all
73 residents of the facility as evidenced by:Failure to ensure adequate supervision to prevent a
resident-to-resident physical altercation.Failure to respond to call lights within an appropriate time
frame.Failure to accommodate resident preferences including sleep/wake schedules.Failure to ensure
assistance with activities of daily living (ADLs) including toileting and routine incontinence
care.Findings include: Review of a facility investigation summary submitted to the State Agency (SA)
on 5/11/26 revealed the following: .[On] 5/2/2026 [Certified Nursing Assistant (CNA) A] assigned to
D Hall, heard a crying noise coming from [Resident #1 (R1's)] .Upon entering the room staff observed
[Resident #2 (R2)] on [R1's] bed. [CNA A] observed [R1] to be tearful with visible markings on her
face. At that time [R2] was sitting calmly but refused to leave the room. [CNA A] stayed in the room
and called out for help. [Licensed Practical Nurse (LPN) B] entered the room and was able to redirect
[R2] out and back to her own room further down the hallway. When asked what happened, [R2]
stated, ?She's mean, she's going to get what's coming and she got what she deserved.' [LPN B] then
returned to assess [R1]. [LPN B] noted scratches on [R1's] face with blood visible and bruising
starting to appear on [R1's] face and hands. When asked what happened, [R1] stated ?she [R2] hit
me with the brush, and I asked what was wrong and she slapped me and she squeezed my finger'.
[R1] was transferred to ER (emergency room) where she received an evaluation. Review of an
Incident Report, dated 5/2/26, written by LPN B read, in part: .Nursing Description: [R2] went into
another female resident's room and sat on this resident's bed [R1's] when they were in it and
appears/reported (by other resident) attacked the other female [R1]. Resident Description: SHE'S
MEAN, SHE'S GOING TO GET WHAT'S COMING AND SHE GOT WHAT SHE DESERVED.Review of a
Skin Assessment form, dated 5/2/26, read, in part: .List site(s) of any new abnormal skin areas. right
hand (back) - bruising, left hand (back) - bruising, face - bruising-both cheeks and forehead, right
lower leg (front) - bruising, left lower leg (front) - bruising, other (specify) - right cheek
-abrasion.Review of a Pertinent Charting Follow-Up Change in Condition Form, dated 5/4/26, read, in
part: Resident multiple bruising impairment on face, cheeks, forehead and top of her head, bilateral
hands and arms and bruising lower extremities. Resident was on the receiving end of a
resident-to-resident altercation.On 5/27/2026 at 8:55 AM, R1 was sitting in wheelchair in her room,
eating breakfast. A nearly healed, yellow, quarter sized bruise was observed on her central forehead
near her hairline. R1 was unable to recall the events related to the physical altercation on 5/2/26.On
5/26/26 at 12:50 PM, a phone interview was conducted with CNA A regarding the physical altercation
that occurred on 5/2/26. CNA A stated she was the only aide assigned to D-Hall when she went on
break around 4:00 PM. At that time, LPN B was left to supervise the entire hall in addition to her
nursing duties. CNA A stated when she returned to the floor at 4:30 PM, she was providing cares and
heard crying coming from a few doors down. When she arrived at R1's room, CNA A recalled R1 lying
in bed with a large bump on her head and bruising on her face. CNA A remembered there was blood on
(continued on next page)
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the bed and R1's collarbone hollow was filled with blood, although she could not determine the source.
CNA A stated R2 was sitting on R1's bed and saying, She deserved it. CNA A explained since she was
the only aide on D-Hall, she used her cell phone to call the front desk to summon help. When asked
how staffing numbers were on 5/2/26, CNA A stated, Really short. CNA A explained there is usually a
minimum of two CNAs on D-hall due the number of residents and high clinical acuity of the hall. CNA A
stated because she was the only assigned CNA on D-hall there wasn't an extra aide available to cover
for her while she went on her scheduled break. CNA A recalled the last time she saw R1 was just
before she went on break, around 4:00 PM.On 5/26/26 at 1:09 PM, an interview was conducted with
LPN B who verified she responded to CNA A's phone call indicating an altercation had occurred
between R1 and R2. LPN B stated upon assessment of R1, she noted bruising on her face and
forehead, bruising on her left hand, and a scratch on her face that was bleeding and pooling into her
collarbone hollow. LPN B asked R1 what had happened who stated R2 had repeatedly hit her with a
hairbrush. When asked the last time LPN B visualized R1 she replied, I don't remember the last time I
saw her. it was a day. When queried further, LPN B stated, Staffing was not good that day. LPN B
explained there was only one assigned aide on the hall that day and she had been on her lunch break
when the event occurred. LPN B stated she was covering the hall so CNA A could take her scheduled
break, but it's not possible to complete assigned nursing duties and adequately supervise the hall at
the same time.On 5/26/26 at approximately 4:40 PM, an interview was conducted with CNA E who
stated she witnessed the aftermath of the resident altercation on 5/2/26. CNA E asserted, We were
understaffed that day.On 5/27/26 at 8:24 AM, an interview was conducted with CNA G who recalled
observing R1 leaving the facility on a stretcher on 5/2/26. When asked about staffing levels on
5/2/26, CNA G stated, We were short staffed that day. It was a crazy day. CNA G said, It [the
altercation] could have been prevented if we had an available aide covering that hall.Review of the
nursing schedule on 5/2/25 revealed five CNAs were scheduled for the 6:00 AM - 6:30 PM shift, for a
total of 60.3 working hours. The facility census was 75. Three open shifts were highlighted and
marked with a star and left blank.On 5/27/26 at 11:02 AM, an interview was conducted with
Scheduler/Staff Q who verified she was responsible for scheduling both nurses and nursing
assistants. Staff Q stated the day shift (6:00 AM - 6:30 PM) is supposed to be staffed with 8 CNAs,
while night shift (6:00 PM - 6:00 AM) is supposed to be staffed with 5 CNAs for a sum of 98 and 60
total working hours, respectively. Staff Q verified day staff on 5/2/26 was short 3 CNAs as she was
unable to fill the highlighted blanks on the schedule.Review of the Facility Assessment, reviewed
4/28/26, read, in part: Staffing Plan.Day Shift: 8-10 C.N.A.s.Midnight Shift: 5-6 CNAs.Review of the
day shift schedules between 3/10/26 and 5/25/26 revealed 39 days (51.3% of all shifts) when total
CNA working hours were fewer than eight CNAs (98 total working hours) as outlined in the Facility
Assessment.3/10/26 - 91.60 total hours - 79 census3/13/26 - 72.70 total hours - 77 census3/15/26 -
87.30 total hours - 76 census3/16/26 - 94.10 total hours - 75 census3/17/26 - 92.40 total hours - 74
census3/19/26 - 80.0 total hours - 73 census3/20/26 - 91.50 total hours - 73 census3/21/26 - 75.50
total hours - 74 census3/25/26 - 90.80 total hours - 75 census3/29/26 - 82.60 total hours - 76
census4/4/26 - 70.10 total hours - 75 census4/5/26 - 72.60 total hours - 74 census4/8/26 - 95.40
total hours - 73 census4/9/26 - 87.80 total hours - 74 census4/10/26 - 84.50 total hours - 73
census4/12/26 - 84.40 total hours - 71 census4/14/26 - 82.80 total hours - 71 census4/17/26 - 85.20
total hours - 71 census4/18/26 - 68.50 total hours - 73 census4/19/26 - 65.30 total hours - 73
census4/20/26 - 93.10 total hours - 73 census4/23/26 - 64.40 total hours - 73 census4/24/26 - 74.40
total hours - 75 census4/25/26 - 94.40 total hours - 75 census 4/26/26 - 90.70 total hours - 74
census4/27/26 - 85.20 total hours - 74 census4/29/26 - 93.90 total hours - 74 census5/1/26 - 71.90
total hours - 75 census5/2/26 - 60.30 total hours - 76 census5/3/26 - 61.10 total hours - 74
census5/4/26 - 93.40 total hours - 75 census5/8/26 - 86.80 total hours - 76 census5/9/26 - 94.40
total hours - 77 census5/10/26 - 74.90 total hours - 77 census5/11/26 - 92.30 total hours - 77
census5/16/26 - 88.26 total hours - 76 census5/18/26 - 88.10 total hours - 75 census5/23/26 - 83.00
(continued on next page)
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total hours - 72 census5/24/26 - 91.60 total hours - 73 censusReview of the night shift schedules
between 3/10/26 and 5/25/26 revealed 20 days (26.3% of all shifts) when total CNA working hours
were fewer than five CNAs (60 total working hours) as outlined in the Facility Assessment.3/15/26 -
52.8 total hours - 76 census3/16/26 - 44.20 total hours - 75 census3/17/26 - 57.40 total hours - 74
census4/2/26 - 56.30 total hours - 74 census4/6/26 - 50.80 total hours - 74 census4/7/26 - 59.00
total hours - 73 census4/13/26 - 57.40 total hours - 73 census4/16/26 - 47.30 total hours - 71
census4/17/26 - 53.40 total hours - 71 census4/23/26 - 56.70 total hours - 73 census4/24/26 - 55.30
total hours - 75 census4/25/26 - 58.80 total hours - 75 census5/1/26 - 57.70 total hours - 75
census5/2/26 - 58.50 total hours - 76 census5/5/26 - 53.80 total hours - 76 census5/9/26 - 58.90
total hours - 77 census5/14/26 - 47.80 total hours - 77 census5/15/26 - 48.20 total hours - 76
census5/24/26 - 47.80 total hours - 73 census5/25/26 - 42.20 total hours - 72 censusReview of a
complaint submitted to the SA on 5/8/26, read, in part: I put my call light on to get turned and boosted
in my bed and no one ever comes. I wait for hours sometimes to even see a person. I am unable to get
out of bed or turn in bed myself. This happens a lot on the night shift but also happens a lot on the
other shifts as well.On 5/27/26 at 5:45 AM, this surveyor arrived at the facility and observed a total
of 3 CNAs. Registered Nurse (RN) M confirmed only 3 CNAs worked the midnight shift (6:00 PM - 6:30
AM) with a census of 76 residents. RN M expressed her continued frustration stating the facility
continues to schedule just 3-4 CNAs on the night shift.On 5/27/26 at 6:05 AM, an interview was
conducted with CNA K who stated she was responsible for the cares on two halls because there was
only 3 CNAs scheduled on the night shift. Three call lights were observed illuminated on one of CNA
K's designated halls. CNA K stated, It's after 6 [AM] and I still have 3 residents to get up. I have done
zero charting, and I'm supposed to be done at 6:00 AM. I was behind on check and changes
(incontinence care) all night.On 5/27/26 at 6:15 AM, an interview was conducted with CNA L who had
just finished working the midnight shift. When asked how her shift went, CNA L stated, It was
horrendous, it was horrible. There were only 3 of us [CNAs]. The last three nights in a row there have
only been three of us. I can't possibly get to everybody. CNA L verified residents endured longer call
light wait times and incontinent residents waited longer for brief changes.On 5/27/26 at 6:17 AM,
Resident #7 (R7) was observed sleeping in his wheelchair at the nurses' station.On 5/27/26 at 6:43
AM, an interview was conducted with R7 while he was being loaded into the facility transport vehicle.
R7 indicated he had been sleeping at the nursing circle since 4:30 AM which happens three times per
week on the days he has to go to dialysis appointments. R7 stated the aides are forced to get him up
at 4:30 AM to ensure he will be on time for his dialysis appointment due to the lack of staff. R7 stated
he could be sleeping in bed rather than sleeping in his wheelchair for two extra hours.On 5/27/26 at
6:45 AM, and interview was conducted with Transport Driver/Staff I who verified R7 frequently sleeps
in his wheelchair for hours prior to leaving for his dialysis appointments. Staff I indicated R7 often
complains of being woken up too early.On 5/27/26 at 7:42 AM, an interview was conducted with
Resident #8 (R8) who was observed sitting in a recliner in her room. When R8 was queried about the
care she received at the facility, she replied, Staffing is one big problem, and it is a BIG one. You wait
and you wait and you wait. When R8 asked if the staffing shortage affects her care, she replied, Just
the other night I had to sit here for more than 30 minutes waiting to go to the bathroom. I was actually
hurting I had to go so bad.On 5/26/26 at 1:46 PM, an interview was conducted with Family Member
(FM) C who voiced their concerns regarding staffing shortages at the facility. FM C stated they try to
visit their loved one every evening because they are uncertain their loved one will receive the care
they need. FM C stated they often provide incontinence care and prepare their loved one for bed or
else they end up waiting an extended period waiting for an available aide.Review of Resident Council
Meeting Minutes from 3/10/26 to present day read, in part:5/16/26: Old Business: D Hall call light
wait times at night have not improved. 30-45-minute wait. New Business: D Hall call light wait times
30-45 minutes at night.4/30/26: Old Business: D hall night call wait times continue being an issue
.4/23/26: Old Business: D hall call light wait times continue to be an issue.4/16/26: New Business:
(continued on next page)
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D-Hall call light wait times 30-45 minutes. [resident] has concerns about facility, has overworked
nurses, they have to work multiple halls.On 5/27/26 at 11:55 AM, an interview was conducted with
interim Nursing Home Administration (NHA) who acknowledged low staffing concerns at the facility.
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