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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review the facility failed to ensure there were sufficient numbers of staff 
to ensure all resident cares including getting residents out of bed when requested for 1 of 2 resident (R36) 
reviewed for choices, monitoring for and treating constipation for 1 of 2 (R16) and monitoring residents 
receiving dialysis for 1 of 1 resident (R111) reviewed for dialysis care. This had the potential to affect all 
residents residing in the facility. Findings include:Staff and Resident Interviews/Observations:On 6/23/25 at 
2:53 p.m., R110 stated she had taken herself to the bathroom (said she had already waited 40 minutes) and 
was fearful of soiling self. R110 was tearful during the interview and further stated she had put on her 
artificial leg on to complete the transfer (even though she had not been cleared by therapy to do so). On 
6/24/24 at 8:30 a.m., family member (FM)-F stated therapy had told them at the beginning of May there were 
only two nursing assistants for the entire building. FM-F stated they had a camera in their family member's 
room and on 5/4/25, between 2:00 p.m., and 3:00 p.m., one staff used the mechanical lift to put R35 into 
bed. At 8:00 p.m., two staff lifted R35 under the arms and pivot transferred her to bed (no lift was used).
During an interview on 6/24/25 at 11:33 a.m., the medical director (MD) was asked about the concerns 
brought forward by family and residents (long waits, transferring themselves to the bathroom, not using the 
mechanical lift for transfers or one staff using the mechanical lift instead of two staff, cold food) the MD 
stated the root cause of the concerns listed would be related to not having enough staff. The MD stated he 
did not know what the number would be where the facility can't or shouldn't take any admissions. The MD 
stated the corporation thinks the facility should fill all the beds even though it might not have enough staff to 
take care of the residents.On 6/25/25 at 12:56 p.m., during the resident council interview, R20, R33, and R41 
stated it sometimes took a long time to get their call light answered, they stated when there was a long wait, 
they assumed staff were busy and stated waits could be up to 40 minutes long. R20 stated when asked how 
long it took to get their call light answered, as long as it takes. During an interview 6/25/25 at 3:20 p.m., 
scheduler (S)-H explained the assignment sheets and stated the second nurse on the night shift hadn't been 
being filled for a couple of years. The assignment sheets identified one nurse and three nursing assistants 
for the entire building for nights. During an interview on 6/26/25 at 8:41 a.m., NA-C stated they worked on 
call so worked to fill in for call ins. NA-C stated sometimes had a bath aide, but not always, sometimes 
showers have to be skipped, and would be left for the next shift. During an interview on 6/26/25 at 8:43 a.m., 
NA-D stated would sometimes need to skip showers if it was very busy and would tell the next shift the 
showers weren't done. During an interview on 6/26/25 at 10:31 a.m., anonymous staff (AS)-G stated some 
days were really rough because of call ins, sometimes the staff for the shift would be one licensed person 
and two nursing assistance with new admits, falls, and hospice residents who would need medications every 
two hours. AS-G stated it was a big building with residents spread out. AS-G stated during the COVID-19 
outbreak the second staff for nights was taken away (said this was supposed to be a temporary solution to 
lack of staff). AS-G stated their concerns have been brought to the director of nursing (DON) several times. 
Stated about six weeks ago started having an RN on call. AS-G stated with residents in the facility for short 
term rehabilitation after surgery they often need two staff to transfer them and require a lot of as needed pain 
medication. AS-G stated when working would try to run the bowel list but often no time to do it. AS-G stated 
two-hour turns are often late, many times the staffing was not safe when only three staff in the building. AS-G 
stated they would not mandate a third nursing assistant to stay for night call ins, leaving two NAs and a 
nurse. During an interview on 6/26/25 at 11:46 a.m., S-H verified on nights they would not mandate a nursing 
assistant to stay if one of the three NAs called in, leaving two NAs for the building. During an interview that 
occurred between the dates of 6/23/25, to 6/26/25, AS-O stated they were passing medications for 18 to 20 
residents which was manageable. However, when scheduled with just one nursing assistant it was difficult to 
get medications passed on time. On those days, in addition to medication pass, they also had to work the 
floor helping to get people up, passing meal trays, answering call lights, toileting, and completing check and 
changes. AS-O stated they probably worked a quarter of their shifts short one nursing assistant. Residents 
did not get the same level of care when short staffed. Medications get delayed for cares, and residents wait 
longer for things like call lights, toileting, and repositioning. AS-O didn't think residents were neglected or any 
had had a seriously bad outcome while short staffed, but they did feel like they couldn't give the residents the 
quality of care they would like to. Between the dates of 6/23/25, and 6/26/25, an anonymous resident's 
(AR)-R family member (FM)-S asked to share information about their family member's care. They stated 
staffing was a real issue at the facility. There were many times staff worked short and when that happened 
the quality of care suffered. FM-S shared notes that showed AR-R had frequently gone 10 days between 
bath and one time 20 days had lapsed between bath days. FM-S stated they assisted AR-R with things like 
shaving, brushing teeth etc. when they were visiting but when they were not there, these things did not get 
done for AR-R. On several occasions they have found AR-R dressed in the same shirt as the day before. 
When gone for a weekend, when they got back, they would see AR -R had not been shaved. At a care 
conference a routine for AR-R had been developed, but staff were not following it. AR-R also has a 
medication that needs to be taken at the same time every day to be effective per AR-R's doctor and 
neurologist, but the medication is not being given as ordered and has been given as much as 2 hours later 
than ordered. The nurses are great, and they try, but they get pulled to do cares and then the medication 
gets late. FM-S stated they had brought their concerns to the director of nursing and the administrator. The 
administrator had said they were working on filling vacant positions but did not give any indication if they 
thought staffing was or wasn't good. Staff here are good people, they want to do good, they work really hard, 
and things are not getting done for lack of trying they don't have enough time to get everything done for 
resident because of staff levels. During an interview that occurred between the dates of 6/23/25, to 6/26/25, 
AS-N stated they were very concerned about staffing at the facility. The area they were working had 
residents that required two staff for transfers, however they only had one nursing assistant assigned. When 
this happened, they had to wait for another staff to be freed up to assist, or the nurse would have to help 
when there wasn't an NA. AS-N stated they would not transfer a resident by themselves if it was unsafe, so 
often when they worked short and family or residents would get mad because they ended up having to wait 
longer to get up or transfer to the bathroom. Check and changes suffered when they were short staffed as 
well. AS-N stated they worked short staffed more than they worked with full staff, at least 4 to 5 times in a 
pay period. This made it very challenging to do safe care because they were spread thin, and many 
residents needed assistance of two for some of their care. During an interview that occurred between the 
dates of 6/23/25, to 6/26/25, AS-Q stated some days staffing was not very good. Last weekend they had had 
only four nursing assistants for the whole building until 6:30 p.m., and then only three for the rest of the 
afternoon shift. AS-Q stated they felt rushed to get their work done, but they didn't feel like residents were 
neglected, they just couldn't do as much as they would like for residents. Sometimes they had bath aides, 
but bath aides often got pulled to the floor, so that made it really hard to get everyone's bath in, and baths 
often got bumped to another day. AS-Q stated most residents just got shaved on bath days, but if a resident 
asked to be shaved on another day, they would do their best to get that done. Rights:see also F550R36's 
quarterly Minimum Data Set (MDS) dated [DATE], identified R36 had diagnoses which included quadriplegia, 
fracture of surgical neck of left humerus with routine healing, anxiety, and depression. R36's MDS identified 
R36 was moderately cognitively intact, had no rejections of care, and was dependent on staff for bed to 
wheelchair transfers. R36's care plan dated 5/21/25, identified R36 had the potential for calling 911 if her call 
light was not answered fast enough or if she dropped something on the floor. Interventions included to try to 
answer the call light as soon as possible if not able to answer call light immediately to let R36 know when 
would be back (to give a length of time). In addition, R36's care plan dated 2/1/25, identified R36 had an 
activity of daily living (ADL) self-care performance and required a mechanical lift with substantial maximal 
assistance of one staff for transfers. On 6/24/25 at 2:52 p.m., R36 waved writer in and said can you help me? 
She said she wanted to get up out of bed, she was asked if she had pushed her call button, which she then 
did. The room number showed on the call light scroll bar in the hallway. -at 2:55 p.m., nursing assistant 
(NA)-A entered R36's room with linens, the call light was shut off and NA-A exited the room and went to the 
next room.-at 3:05 p.m., the call light was back on, NA-A entered the room and could be heard asking what 
she could get for R36. The call light was shut off and NA-A exited the room. R36 was not assisted out of bed. 
During an interview on 6/24/25 at 3:24 p.m., R36 said NA-A told her that her partner didn't show up so she 
couldn't get her up. During an interview on 6/24/25 at 3:30 p.m., NA-A stated she told R36 twice that she 
couldn't get her up because she couldn't find her partner. NA-A offered that R36 gets up on days. Then 
stated, oh there's my partner. NA-A did not approach NA-B to ask for help in getting R36 up. During an 
interview on 6/24/25 at 3:48 p.m., licensed practical nurse (LPN)-B verified they had not been approached by 
any NAs for help in getting R36 up. During an interview on 6/24/25 at 3:49 p.m., NA-B stated they were not 
informed by NA-A that R36 wanted to get up. During an interview on 6/26/25 at 11:18 a.m., registered nurse 
(RN)-B verified R36 had been wanting to get up in her chair more often. RN-B stated she would expect staff 
to get her out of bed even if she didn't want to stay up for very long. RN-B stated not getting R36 up could 
have been related to staffing, said too much work to do, and stated that the unit used to have three nursing 
assistants but has gone down to two even though the census hadn't changed, the unit remained full, so there 
were two NAs to care for 25 residents. During an interview on 6/26/25 at 12:50 p.m., the director of nursing 
(DON) verified she would expect staff to help a resident out of bed as requested. The DON offered if they 
couldn't find their partner they should find another staff. The Combined Federal and State [NAME] of Rights 
dated 2/1/17, identified under Self-Determination, The resident has the right to make choices about aspects 
of his or her life in the facility that are significant to the resident.Constipation:see also F684R16's significant 
change MDS dated [DATE], identified R16 had diagnoses which included osteoarthritis of knee, 
postconcussional syndrome (a set of symptoms that can persist for weeks, months, or years after a 
concussion or traumatic brain injury), depression, muscle weakness, trigeminal neuralgia (a chronic pain 
condition affecting the trigeminal nerve in the face), constipation, and diabetes. R16's MDS identified R16 
was cognitively intact, had impaired vision, had no rejections of care and required substantial to maximal 
assistance with activities of daily living (adls). In addition, R16's MDS identified R16 was always continent of 
bowel.R16's Order Summary Report identified the following orders:-daily during each shift monitor for side 
effects of opioids (lethargy, sedation, constipation, dizziness,nausea, vomiting) dated 1/25/25-ok for standing 
house orders unless noted otherwise dated 1/16/25-Magnesium Citrate Oral Solution (Magnesium Citrate) 
give 1 dose by mouth one time a day every 3 day(s) for constipation dated 6/10/25-MiraLax Oral Powder 17 
GM (gram)/SCOOP (Polyethylene Glycol 3350) give 17 gram by mouth one time a day for constipation dated 
5/29/25-Morphine Sulfate (Concentrate) Solution 20 MG (milligram)/ML (milliliter) give 0.5 ml by mouth every 
4 hours as needed for Pain 10 mg =(0.5 ml) dated 6/23/25-Senna Plus Oral Tablet 8.6-50 MG 
(Sennosides-Docusate Sodium) give 2 tablets by mouth two times a day related to CONSTIPATION dated 
5/29/25-Ultram Oral Tablet 50 MG (Tramadol HCl) Give 1 tablet by mouth four times a day for pain dated 
6/23/25R16's care plan identified the following: - constipation related to decreased mobility, interventions 
included to encourage to sit on the toilet for bowel evacuation, to follow the bowel management program, to 
record bowel movement (BM) daily. A review of R16's bowel report 5/1/25-6/26/25, identified the 
following:5/1/25-5/10/25, no BM documented (10 days)5/12/25-5/17/25, no BM documented (5 
days)5/19/25-5/27/26, no BM documented (9 days) out of the facility from 5/27/25-5/29/255/30/25-6/4/25, no 
BM documented (6 days) A review of R16's electronic medical record medication administration (eMAR) 
revealed the following:5/1/25-5/10/25:refused senna plus twice on 5/1/25refused senna plus once on 5/3/25, 
5/4/25, 5/5/25, 5/6/25, 5/7/25, 5/8/25, 5/10/25milk of magnesia 30 milliliters given on 5/2/255/12/25-5/17/25: 
refused senna plus twice on 5/17/25refused senna plus once on 5/12/25, 5/13/25, 5/14/25, 5/15/25, 
5/16/255/19/25-5/27/25:refused senna plus once on 5/19/25, 5/20/25, 5/21/25, 5/23/25, 5/24/25, 5/25/25, 
5/26/255/30/25-6/4/25: refused senna plus once on 6/2/25, 6/4/25A review of R16's progress notes dated 
5/1/25-6/26/25, identified the following:5/7/25 9:37 p.m., 0 BM for multiple days. Bowel sounds active x4. 
Abdomen soft and none-distended at this time. Has been receiving laxatives per protocol.This was not 
documented in R16's eMAR. 5/8/25 3:28 p.m., residents' abdomen is soft, non-distended, when palpated, 
resident denies any discomfort, bowel sounds are present in all 4 quadrants let resident know that charting 
says she has not had a bm for 2 weeks around, residents stated that that could not be, she said I for sure 
had one lately. No indication that a provider was notified. 5/21/25 2:35 p.m., MOM 30ml given PSO for no 
BM multiple days. No indication that a provider was notified. 526/26 at 3:08 a.m., Unable to determine last 
bowel movement however resident did receive mom on evening shift. No indication that a provider was 
notified. 5/26/25 9:29 p.m., CNAs stated res had an emesis that looked like bm. CNAs did not save it. Res 
told this writer and the charge nurse that it was bile. No indication that a provider was notified. 5/27/25 12:09 
p.m., note identified the wound clinic called and informed them the resident was sent to the emergency room 
for altered mental status. 5/27/25 2:10 p.m., Resident was admitted to the hospital with colitis. A review of 
the Bowel Regulation/Protocol - Constipation per the standing orders did not indicate dietary interventions 
were taken, milk of magnesia given daily, Dulcolax suppository given, fleets enema given, Miralax given, or 
provider notified for bowel regimen need or refusals of bowel medication. In addition, R16's eMAR did not 
reflect medications given per Bowel Regulation/Protocol - Constipation.A review of R16's hospitalization from 
5/27/25-5/29/25, revealed the following:R16 was admitted from the wound clinic with altered mental status, 
nausea and vomiting, stercoral colitis (a rare sore that develops in the colon due to prolonged and severe 
constipation), and a primary diagnosis of fecal impaction in the rectum. According to R16's hospital notes 
general surgery was consulted and made a recommendation for enemas three times daily which was 
ordered. Subsequently she did go to the operating room for manual disimpaction by a physician. During an 
interview on 6/25/25 at 9:45 a.m., registered nurses (RN)-A and RN-B stated they had not run a report to 
identify which residents had not had BM in the last three days. RN-A stated the night shift should have run a 
report for the day shift. Licensed practical nurse (LPN)-C stated they would run the report around 12:30 p.m. 
or 1:00 p.m LPN-C showed an alert on her electronic screen medication screen, and said it would show 
alerts for example vital signs out of range and no BM for longer than three days. Both RN-A and RN-B were 
unable to run the BM report on the computer. During an interview on 6/25/25 at 10:20 a.m., both RN-A and 
RN-B confirmed they currently had no way of knowing when the last BM report had been run or which 
residents had not had a BM in the past three days. When asked if the process for monitoring BMs was 
working, LPN-C stated emphatically no. A three day BM report was run which identified 16 residents who 
had not had a BM in the last 3 days, one third of the residents. During an interview on 6/25/25 at 11:18 a.m., 
LPN-C ran a seven day report which showed different information. The 16 residents on the three day report 
were showing they'd had a BM on the 22nd, yesterday or today. LPN-C could not explain why the two 
reports were different. LPN-C stated she had no idea if any other staff ran the seven day report. LPN-C said 
the night shift was supposed to run a BM report and highlight the residents who would need bowel 
medication per the house standing orders bowel regulation/protocol - constipation. LPN-C could not confirm 
when the report was last run. During an interview on 6/26/25 at 9:30 a.m., RN-D stated nights had not run a 
bowel list. RN-D stated they had no idea which residents had not had a BM in the past three days. RN-D 
stated they did not know how to run the report and would have to ask the charge nurse to run the report. 
RN-D stated R16 was one of the residents who typically had trouble with constipation and that she had 
recently been hospitalized with a bowel problem. RN-D stated magnesium citrate was a new medication 
since she returned. R16 was supposed to take the medication every three days if she hadn't had a BM but 
offered, she always refuses. RN-D stated she would mark it as refused and tell the charge nurse. She stated 
she was not sure when R16's last BM was. A review of R16's eMAR and corresponding progress note 
revealed the following:-Magnesium citrate oral, give one time a day every three days for constipation.
-refused on 6/17/25, omitted on 6/20/25, refused on 6/23/25, and not given 6/26/25, see progress note.
-6/26/25 10:10 a.m., res would take 3 sips, ref the rest. states it tastes too horrible.-No indication the provider 
had been notified. On 6/26/25 at 10:27 a.m., RN-A stated she was asked to run a bowel report for R16 but 
not for the entire unit. During an interview on 6/26/25 at 11:22 a.m., RN-B stated the bowel report should be 
run for the entire unit, stated it was important to know which residents had not had a BM in the past three 
days to prevent impaction and bowel obstruction. RN-B stated when R16 returned from the hospital 
magnesium citrate was a new order, she thought R16 had been going regular. She was not aware R16 was 
refusing the magnesium citrate. RN-B verified the facility system for monitoring bowel movements was not 
working. RN-B stated they worked short a lot (nursing assistants and nurses) get pulled to work on the 
medication cart, help on the floor. Stated when working short can't look into other concerns. During an 
interview on 6/26/25 at 12:42 p.m., MD verified when R16 had a report of an emesis that looked like BM, the 
staff on duty should have consulted with the charge nurse and called the provider. MD stated it might have 
indicated a bowel obstruction and R16 may have needed to go to the emergency room that night. During an 
interview on 6/26/25 at 12:53 p.m., the DON verified she would expect staff to utilize the house standing 
orders for bowel protocol, involve the charge nurse and call the provider. The DON verified it was important 
for residents to have BMs every three days, don't want residents to become impacted or have a bowel 
rupture. The DON stated in a perfect world the nurse on every shift would run a bowel report and stated it 
was an old idea to have the night shift RN the bowel report. House Standing Orders dated 7/17/23, identified 
the following: Bowel Regulation/Protocol - Constipation 1. If the resident has not had a BM in the last 24 
hours may receive dietary interventions, such as prune juice of fiber2. Milk of magnesia or equivalent 30 
milliliters orally every day as needed for constipation 3. Dulcolax suppository or equivalent one rectally every 
day as needed for constipation4. Fleets enema or equivalent one rectally every day as needed for 
constipation. If no results within two hours after enema, notify the medical doctor or nurse practitioner.5. 
Miralax 17 grams oral as needed per package instructions6. If as needed bowel meds are used more than 
twice in one week, assess for routine bowel regimen need. 7. Senna two tablets orally every day at bedtime 
as needed for three days. Dialysis care:see also F698R111's admission Minimum Data Set (MDS) dated 
[DATE], identified R111 had diagnoses which included dissection of thoracoabdominal aorta, anxiety, 
dependence on renal dialysis, and seizures. In addition, R111's MDS identified she was moderately 
cognitively intact, had no rejections of care and was receiving dialysis. R111's Order Summary report 
identified the following:-Daily weights, update medical doctor for weight gain more than two pounds per day 
or five pounds per week. Dated 6/9/25.-Ensure the dressing on the double lumen right internal jugular 
tunneled-site is intact. If comes loose re-secure, or replace dressing with a Tegaderm. Keep dressing clean 
and dry and lumens covered. Two times a day. Dated 6/9/25.R111's electronic treatment administration 
record (eTAR) identified the following:-Daily weights missing on 6/13/25, 6/16/25, 6/18/25, 6/20/25, 
6/25/25-Dressing check twice daily missing morning check on 6/13/25, 6/19/25, 6/20/25, 6/25/25R111's care 
plan dated 6/9/25, identified R111 needed dialysis related to renal failure. Interventions included to check 
dressing daily at access site, to document, to re-secure or change dressing if it became loose or fell off. To 
ensure lumens were covered. On 6/26/25 at 3:12 p.m., R111 returned from dialysis, she was using a 
wheeled walker and walked to the kitchenette and drank two glasses of juice. R111 said she felt shaky, so 
she had some orange juice. She said the nurses never do anything when she would get back and said she 
still had her paperwork from the morning. She had forgotten to give it to them at the dialysis center. R111 
said her family picked her up and took her to dialysis and brought her back. During an interview on 6/26/25 at 
11:00 a.m., RN-B reviewed the documentation and verified the missing documentation for weights and 
dressing checks. RN-B stated she would expect staff to follow orders as written, said she was not sure if they 
were short on those days. RN-B verified it was important to weigh R111 daily and to report the changes in 
weight to the MD as medication may have need to be changed. RN-B verified the dressing on R111's access 
site needed to be checked twice daily and said missing documentation was related to staffing, had often 
been told by staff they don't have time to document cares. During an interview on 6/26/25 at 2:19 p.m., the 
DON verified she would expect staff to follow and document orders as written. Said concern with missing 
weights could mean fluid overload and the need to diurese (remove fluid) the resident. During an interview 
on 6/26/25 at 3:20 p.m., RN-E stated R111 stopped at the nurses' station and asked for a glass and nothing 
more, she was not aware R111 was feeling shaky. RN-E said she would check R111's dialysis site/dressing 
at bedtime and check a blood sugar at 4:00 p.m. RN-E stated she had not had any training on taking care of 
residents who were on dialysis and stated she was supposed to be in training, but there was a call in so she 
was pulled from training to work on the cart. RN-E stated communication from dialysis center went to the 
charge nurse. During an interview on 6/26/25 at 3:26 p.m., RN-A stated the paperwork from the dialysis 
center would be faxed around supper time and stated if there were concerns or problems the dialysis center 
would call them directly. During an interview on 6/26/25 at 3:39 p.m., the DON stated she would expect a 
resident returning from dialysis to have the nurse perform an assessment to include checking the dialysis 
site, review the paperwork and check a set of vitals. During an interview on 6/26/25 at 3:48 p.m., RN-F stated 
she was not sure if they received dialysis education in the annual training.The policy Dialysis Management 
dated 2/19/18, identified the purpose of the policy was to provide guidance to care center staff for residents 
requiring dialysis services. The policy identified the dialysis center and the facility would exchange 
information on medical, nursing issues, dietary concerns, psychosocial concerns, and any lab values. The 
policy did not address what steps the facility staff would take when the resident returned from their dialysis 
appointment or care of the dialysis site if it was not a graft or fistula. The training for RNs caring for dialysis 
residents was requested but not provided.Facility Assessment: A review of the Facility assessment dated 
[DATE], identified the facility mission statement as Expressing [NAME] love by providing care that values 
every human life. The average daily census was listed as 65. The facility assessment identified they would 
accept residents with renal insufficiency, renal failure, and end state renal disease. In addition, residents with 
digestive concerns, colitis, inflammatory bowel disease and bowel incontinence. The facility assessment 
identified they could support and care for those who needed assistance with bathing/showers, mobility 
support and bowel/bladder toileting programs. Included behavioral support such as dealing with anxiety. The 
staffing plan identified the following:licensed nurses providing direct care - three on days / evenings and one 
on nightsnursing assistants six on days / evenings and three on nightsWeekend were the sameA review of 
the day/afternoon/night assignment sheets and nurse staffing report for the following days revealed the 
following staffing: 5/1/25, census 59day - no NA for Windy Hill or Park evening - no NA for Lakeview5/2/25, 
census 59evening - no charge nurse / no NA for Central5/3/25, census 59day - no second NA for Windy Hill, 
no NA for Lakeview, NAs from Park to cover Lakeview at 10:30 a.m. and Park, NA pulled from Lakeview to 
cover Windy Hillevening - no charge nurse5/4/25, census 59day - no NA for Windy Hillevening - no charge 
nurse5/5/24, census 59evening - no charge nurse, no NA for Central or Lake (NAs form Windy Hill and Park 
had to cover Central and Lake) 5/7/25, census 58evening - no charge nurse5/8/25, census 59evening - no 
second NA for Windy Hill Central to help5/9/25, census 58evening - no charge nurse, no NA for 
Central5/10/25, census 60 day - no NA for Lakeviewevening - no charge nurse5/11/25, census 59day - no 
NA for Lakeviewevening - no charge nursenight - no NA for Central/Lakeview5/14/25, census 58evening - no 
charge nurse5/15/25, census 57evening - no charge nurse5/16/25, census 59evening - no charge nurse, 
Lakeview had NA from 4:00 p.m.-8:00 p.m. (partial shift)5/17/25, census 59evening - no charge nurse/ no 
LPN after 6:30 p.m., for Windy Hill, no NA for Lakeview until 6:30 p.m. 5/18/25, census 59evening - no 
charge nurse / no NA for Lakeview5/19/25, census 59day - no NA for Central5/20/25, census 58day - no NA 
for Central5/21/25, census 58day - no NA for Lakeviewevening - no charge nurse5/22/25, census 59day - no 
NA for Lakeviewevening - no charge nurse5/23/25, census 58evening - no NA for Central5/24/25, census 58 
evening - no nurse for Central / Lakeview5/25/25, census 57day - no NA for Central or Lakeview5/27/25, 
census 57day - no NA for Central5/28/25, census 57evening - no charge nurse5/29/25, census 59eve - no 
charge nursenight - no NA for Park 5/30/25, census 59day - no NA for Lakeviewevening - no charge nurse / 
no NA for Lakeview5/31/25, census 59eve - no charge nurse / no second NA until 8:30 p.m.night - no NA for 
Windy Hill after midnight Administration Interview: During an interview on 6/26/25 at 1:01 p.m., the DON 
stated the staffing was adequate and one nurse and three NAs over night was okay. The DON verified an NA 
would not be mandated to stay if one of the three NAs for nights called in, leaving one nurse and two NAs for 
the building. The DON stated, barring any events it should be manageable.
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