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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to ensure assistance, to resident triggered call light needs, 
was provided timely to promote dignity and reduce the risk of potential complications (i.e., incontinence, skin 
impairments, falls, changes in condition, etc.) for 8 of 8 residents (R1, R2, R3, R4, R5, R6, R7, R8) who 
expressed concerns related to extended call light response times and associated potential risk factors to 
their health.R8:R8's quarterly Minimum Data Set (MDS), dated [DATE], identified R8 lacked communication 
impairments and required some form of physical assist with most of his ADLs and mobility. R8 was 
frequently incontinent of bowel and bladder, at risk for pressure ulcers, and was diagnosed with diabetes, 
Parkinson's disease, and muscle weakness. R8's medical record identified his most recent brief interview for 
mental status (BIMS) was 15 (cognitively intact). R8's admission Record, printed [DATE], identified he 
desired CPR if his heart were to stop beating. R8's comprehensive care plan, reviewed [DATE], indicated R8 
experienced pain related to a prior right femur fracture, was at risk for falls and needed assist to anticipate 
needs, required a soft touch call light, history of skin impairments, and was additionally diagnosed with 
obesity and chronic respiratory failure with hypoxia. Alerts List reports, dated [DATE], through [DATE], 
identified the following R8 call light activation dates, activation/de-activation timeframes:-[DATE]: 3:01:20 p.
m. to 3:32:22 p.m. (31 min and 2 secs).-[DATE]: 2:54:25 p.m. to 3:28:50 p.m., (34 min and 25 secs). 
R10:R10'a quarterly MDS, dated [DATE], identified R10 was cognitively intact and required some form of 
physical assist with most of his ADLs and mobility. R10 was occasionally incontinence of bladder and always 
incontinent of bowel, was at risk for pressure ulcers, and was diagnosed with, but not limited to, heart failure, 
diabetes, depression, diarrhea, and chronic renal disease that required dialysis management. R10's 
admission Record, printed [DATE], identified he desired CPR if his heart were to stop beating. R10's 
comprehensive care plan, reviewed [DATE], indicated R10 was at risk for falls and experienced 
pain/potential for pain. Alerts List reports, dated [DATE], through [DATE], identified the following R10 call 
light activation dates, activation/de-activation timeframes:-[DATE]: 9:45:25 a.m. to 10:16:15 a.m. (30 min and 
50 secs). R4:R4's annual MDS, dated [DATE], identified R4 was cognitively intact and required physical 
assistance of staff for ADLs and mobility. He was always incontinent of bowel and bladder, and diagnoses 
included, but not limited to, diabetes, seizure disorder, schizophrenia (bipolar type), morbid (severe) obesity, 
and obstructive sleep apnea. R4 fell once in the past quarter and was at risk for pressure ulcers. R4's 
comprehensive care plan, reviewed [DATE], identified R4's cognition was impaired which impacted his 
memory and decision-making ability. Additionally, R4 had potential for pain related to his diagnoses and 
decreased mobility, and his behavioral expressions were mania and hallucinations/delusions. Alerts List 
reports, dated [DATE], through [DATE], identified the following R4 call light activation dates, 
activation/de-activation timeframes:-[DATE]: 4:02:16 p.m. to 4:41:06 p.m. (38 min and 50 secs), 4:41:54 p.m. 
to 5:05 p.m. (23 min and 50 secs), 8:49:23 p.m. to 9:13:11 p.m. (23 min and 48 secs), 9:50:18 p.m. to 
10:17:25 p.m. (27 min and 7 secs). R5:R5's quarterly MDS, dated [DATE], identified R5 was cognitively 
intact and required extensive physical assist to dependence on staff for ADLs and mobility. R5 was 
frequently incontinent of bowel and bladder, was at risk for pressure ulcers, and was diagnosed with anxiety 
disorder, depression, morbid (severe) obesity, and benign neoplasm of the meninges (layers that covers the 
brain and spinal cord). R5's comprehensive care plan, reviewed [DATE], identified R5 experienced 
pain/potential for pain, and was at risk for falls related to decreased mobility with history of falls and 
associated fractures. Additionally, she was at risk for abuse with an intervention to assist and support her in 
an emergency. Alerts List reports, dated [DATE], through [DATE], identified the following R5 call light 
activation dates, activation/de-activation timeframes:-[DATE]: 2:14:45 p.m. to 3:04:23 p.m. (49 min and 38 
secs).-[DATE]: 5:27:15 p.m. to 6:23:26 p.m. (56 min and 31 secs). R2:R2's quarterly MDS, dated [DATE], 
identified R2 was cognitively intact and overall independent with activities of daily living (ADLs). R2 was 
occasionally incontinent of bladder. Diagnoses included, but not limited to, anxiety disorder, bipolar disorder, 
post-traumatic stress disorder (PTSD), panic disorder, and a history of falling. At times, R2 experienced 
shortness of breath (SOB) with activity and a fall in the past quarter. R2 utilized oxygen and was at risk for 
pressure ulcers. R2's comprehensive care plan, reviewed [DATE], identified R2 had altered respiratory status 
with difficulty breathing related to acute respiratory failure with hypoxia and asthma and that her 
cognition/decision making skills may be affected by diagnosis of dementia with periods of delirium in relation 
to malignant brain cancer. Additionally, she was at risk for falls due to impaired mobility and balance, along 
with many other diagnoses. Staff were to encourage R2 to call for help to bring, or pick up, her laundry and 
when she wished her radiator adjusted. Staff were also directed to check on R2 frequently to anticipate her 
needs and there was to be a sign in her room to call for help when assistance was needed to minimize 
spontaneous impulsive self-transfers. Staff were also to watch her for orientation changes, increased 
restlessness, anxiety, and air hunger. The Alerts List identified R2 did not engage her call light between 
[DATE], and [DATE]. R6:R6's quarterly MDS, dated [DATE], identified R6 was cognitively intact and was 
overall dependent on staff for ADLs. R6 utilized a Foley catheter for bladder management but was always 
incontinent of bowel. R6 was at risk for pressure ulcers and diagnoses included, but not limited to, 
non-Alzheimer's dementia, MS, depression, and chronic pain syndrome. R6's comprehensive care plan, 
reviewed [DATE], identified R6 had cognitive impairments, but he was a reliable reporter. R6 experienced 
pain/potential for pain and was at risk for falls. Alerts List reports, dated [DATE], through [DATE], identified 
the following R6 call light activation dates, activation/de-activation timeframes:-[DATE]: 12:24:07 p.m. to 
12:59:36 p.m. (35 min and 29 secs), 5:15:02 p.m. to 5:44:32 p.m. (29 min and 30 secs). R7:R7's quarterly 
MDS, dated [DATE], identified R7's primary language was not English, and she was severely cognitively 
impaired. R7 required substantial/maximal physical assist with ADLs and mobility, was always incontinent of 
bowel and bladder, and was at risk for pressure ulcers. Diagnoses included, but not limited to, heart failure, 
diabetes, non-Alzheimer's dementia, anxiety disorder, depression, dependence on supplemental oxygen, 
and morbid obesity with alveolar hypoventilation (failure to breath rapidly or deeply enough resulting in low 
oxygen levels and high blood carbon dioxide levels). R7's admission Record, printed [DATE], identified she 
desired CPR if her heart were to stop beating. R7's comprehensive care plan, reviewed [DATE], indicated R7 
had an English language deficit, experienced chronic pain, was at risk for falls, needed staff to assist with 
anticipation of needs, was at risk for complications associated with high or low blood sugars, and had 
difficulty breathing. Alerts List reports, dated [DATE] and [DATE], through [DATE], identified the following R7 
call light activation dates, activation/de-activation timeframes: -[DATE]: 4:02 p.m. to 6:13:26 p.m. (2 hours, 11 
min, and 18 secs). -[DATE]: 5:58:48 a.m. to 6:37:10 a.m. (38 min and 22 secs), 8:18:39 p.m. to 8:43:12 p.m., 
(24 min and 33 secs), 10:29:18 a.m. to 11:15:54 a.m. (46 min and 36 secs), 10:41:21 p.m. to 11:09:28 p.m. 
(28 min and 7 secs).-[DATE]: 4:32:30 p.m. to 4:57:55 p.m. (25 min and 25 secs), 5:03:34 p.m. to 5:48:35 p.
m. (45 min and 1 sec).-[DATE]: 10:27:31 a.m. to 10:56 a.m. (29 min and 27 secs), 6:33:31 p.m. to 6:59:29 p.
m., (25 min and 58 secs). R1:R1 quarterly Minimum Dat Set (MDS), dated [DATE], identified R1 was 
cognitively intact and required substantial/maximal staff assistance for transfers and toileting. Additionally, 
R1 was frequently incontinence to bowel and bladder, was assessed to have moisture associated skin 
damage (MASD), and was at risk for developing pressure ulcers. Diagnoses included, but not limited to, 
diabetes and multiple sclerosis (MS). R1's comprehensive care plan, reviewed [DATE], identified R1 grieved 
his loss of independence related to MS and was triggered by call light wait times. Interventions indicated R1 
wanted to be acknowledged by staff if his needs were unable to be met immediately when he activated his 
call light. Staff were directed to update him when they expected they would return to assist him and were to 
return to him at that time. Additionally, staff were to support R1 by providing him with a safe and welcoming 
environment. The care plan identified additional diagnoses of history of pressure ulcer to both left and right 
buttocks, morbid (severe) obesity, diarrhea, and borderline personality disorder. Additionally, R1 was able to 
use the standing lift with one staff when not behavioral, and when the nurse manager was in the building. At 
other times, he required two staff for standing lift transfers. A Grievance form, dated [DATE], identified R1 
was concerned that he pushed his call light at 1:50 p.m. and it remained on until approximately 2:35 p.m. to 
2:40 p.m. Staff informed him they would grab someone and be right back. The grievance form lacked 
evidence which day his concern pertained to; however, an Alerts list (call light activation and response times) 
report identified a log dated [DATE], and identified the following call light activation and de-activation 
timeframes:-8:41:58 p.m. to 9:11:24 p.m. (29 min and 26 seconds (secs).-3:40:31 p.m. t0 4:00:09 p.m. (19 
min and 38 secs).-An attached staff's (unreadable signature) statement, dated [DATE], indicated they spoke 
to R1 and R1 indicated staff answered the light within 20 minutes to communicate that another staff needed 
to be present, and left to find another staff to assist. The note identified this was in accordance with R1's care 
plan. The facility follow-up lacked a call light log from [DATE], or any other days, or how long it took the staff 
to return. Alerts List (call light activation and response times) reports, dated [DATE], and [DATE], through 
[DATE], identified the following R1 call light activation dates, activation/de-activation timeframes: -[DATE]: 
6:32:59 a.m. to 7:05:18 a.m. (32 min and 19 secs), 10:28:13 a.m. to 11:02:59 a.m. (34 min and 46 secs).
-[DATE]: 10:22:42 a.m. to 11:05:04 a.m. (42 min and 22 secs), 8:20 p.m. to 8:46 p.m. (26 min and 27 secs).
-[DATE]: 12:03:25 p.m. to 12:28:44 p.m., (25 min and 19 secs), 4:12:24, p.m. to 4:37:32 p.m. (25 min and 8 
secs), 8:22:40 p.m. to 8:51:10 p.m. (28 min and 30 secs).-[DATE]: 5:44 p.m. to 6:12:13 p.m. (28 min and 3 
secs), 9:26:24 p.m. to 9:50 p.m. (24 min and 32 secs).-[DATE]: 10:27:55 a.m. to 10:52:45 p.m. (24 min and 
50 secs). R3:R3's medical record identified she admitted on [DATE] and a BIMS, dated [DATE], identified 
she was cognitively intact. Additionally, R3 desired full resuscitation (CPR) if her heart were to stop beating. 
R3s comprehensive care plan, reviewed [DATE], identified R3 required extensive physical assist of staff for 
ADLs and mobility, and was at risk for falls and skin breakdown due to incontinence-associated dermatitis. 
Identified diagnoses included but not limited to aftercare for knee replacement and morbid obesity. Alerts List 
reports, dated [DATE], through [DATE], identified the following R3 call light activation dates, 
activation/de-activation timeframes: -[DATE]: 7:36 p.m. to 8:07:18 p.m. (31 min and 6 secs).-[DATE]: 6:12:23 
a.m. to 6:33:47 a.m. (21 min and 24 secs), 10:37:27 a.m. to 10:59:30 a.m. (22 min and 3 secs). Facility wide 
Alerts List reports, dated [DATE], through [DATE], identified the following additional call light information:-1st 
Floor (35 rooms activated at least once in the 4 days and 11 rooms in total with call light response times 20 
min or greater on one or more instances.-[DATE]: 6 (call light activations 20 min or greater).-[DATE]: 
6-[DATE]: 3-[DATE]: 3-18 total call light activations 20 min or greater.-20 to 29:59 min: 11 (number of call 
lights).-30 to 39:59 min: 2-40 to 49:59 min: 4-50 to 59:59 min: 0-60 to 119:59 min: 1 -2nd Floor (45 rooms 
activated at least once in the 4 days and 15 rooms in total with call light response times 20 min or greater on 
one or more instances.-[DATE]: 12 (call light activations 20 min or greater). -[DATE]: 5-[DATE]: 5-[DATE]: 
4-26 total call light activations 20 min or greater.-20 to 29:59 min: 18 (number of call lights).-30 to 39:59 min: 
3-40 to 49:59 min: 3-50 to 59:59 min: 2 -3rd Floor (44 rooms activated at least once in the 4 days and 25 
rooms in total with call light response times 20 min or greater on one or more instances.-[DATE]: 25 (call light 
activations 20 min or greater).-[DATE]: 27-[DATE]: 16-[DATE]: 10-78 total call light activations 20 min or 
greater.-20 to 29:59 min: 33 (number of call lights).-30 to 39:59 min: 22-40 to 49:59 min: 9-50 to 59:59 min: 
3-60 to 119:59 min: 9120 to 180 min: 2 Call light audits were requested, along with any information to 
support the higher trending of extended call light times was acted upon prior to the survey; however, none 
was provided. A post-survey email from the administrator, dated [DATE], provided additional details related 
to grievances, and identified the following respective information: (month, number of grievances related to 
Wait Times, percentage of wait times based on their census, and average call light response times): 
-January: 6; 3.64%; 7 min and 54 secs.-February: 3; 2.04%; 7 min and 29 secs.-March: 5; 3.4%; 7 min 48 
secs.-April: 5; 3.5%; 7 min 36 secs.-May: 3; 2.0%; 7 min 28 secs.-June: 6; 3.68%; 8 min 9 secs.-July: 1 as of 
[DATE]; 0.63%; 7 min 29 secs. A post-survey email from the administrator, dated [DATE], provided additional 
details related to grievances follow-up and identified on [DATE], a staff meeting was held, and staff were 
educated on reasonable accommodation for needs/preferences, and call lights being a repeated grievance, 
along with customer service education, resident rights, dignity, and the importance of these items. An image 
of the education was attached which identified that on [DATE], multiple call lights were ringing on the second 
floor for greater than six minutes, and on [DATE], during the morning med pass, room [ROOM NUMBER] 
rang for 5.5 minutes before the nursing assistant stopped her tray delivery and answered the call light. While 
5 minutes is GREAT, what was identified is that staff were passing the room while the call light was on and 
not acknowledging the resident. Another image identified F585 - Grievances, and Call lights are a repeat 
grievance month after month in the binder. The education provided lacked any additional information. During 
an interview on [DATE], at 11:22 a.m., R8 stated overall he had no concerns with his stay; however, call light 
response times bothered him. He expected the call light to be answered within five to 10 mins but, at times, 
which occurred at least weekly, the time was extended at times up to 30 minutes. He denied any negative 
outcomes related to this; however, he was concerned that he may have increased pain, incontinence, or that 
he may go hungry, if staff did not answer it timely. During an interview, and video reviews, on [DATE], at 
11:31 a.m., R1 expressed multiple concerns related to his stay; however, he was most concerned with 
extended call light response times. Most of his requests centered around his bathroom needs, where 
extended wait times caused increased incontinence that led to increased skin concerns, such as chafing, 
especially in the setting of past skin breakdown. He explained, when he has to go, he has to go now. He 
indicated wait times were as long as 58 min and expressed, If I had a heart attack, I would be dead, and 
blamed a current urinary tract infection (UTI) on these wait times and having to sit in incontinent stool. He did 
not feel this was the fault of staff, but blamed management as they required him to have two staff for 
transfers [which was required when R1 became behavioral.] R1 showed the surveyor three videos. One 
video, dated [DATE], at 6:54 a.m., identified R1 yelled out for help for a few mins, and no one responded 
before he ended the video. A follow up video, dated [DATE], at 7:10 a.m., showed two staff in R1's room. R1 
was agitated with elevated vocal tones with rushed speech, and argumentative with the staff. He stated to 
staff that he had to wait more than 20 mins and then more than 40 mins before staff assisted him. A third 
video, dated [DATE], at 10:45 a.m., showed R4 sat in a w/c in his room. He stated he pushed his call light 
button at 10:23 a.m., and staff had informed him they had to wait for someone as he needed two staff which 
he thought was bullshit as he could basically stand on his own. Additionally, he commented, I cannot handle 
this anymore, and that he was, Sitting here in my own piss with a chafed bottom. When interviewed on 
[DATE], at 12:11 p.m., R4 stated he was overall satisfied with his care; however, call light times could be 
better. Typically, staff answered his call light within 15 min, which was acceptable to him; however, there 
were times when it took 20 to 30 min, which was not acceptable. He indicated this elevated response time 
occurred maybe once a week, and had occurred in the past few days. He explained these instances were 
often when he felt he needed his incontinence product changed. This concerned R4 as he wished to be free 
of bed sores or other skin issues. Additionally, if there is something major and they would not respond 
quickly, that could be a problem. During an interview on [DATE], at 12:19 p.m., R5, when asked if there were 
any concerns with her call light, immediately stated she was sick and tired of sitting in [her] poop. She 
explained that 15 min was acceptable, but anything over that was not. Call light response times were often 
over the 15 min expectation, and she recently was made to wait over an hour for an incontinence brief 
change after she experienced an episode of diarrhea. This concerned her as she stayed in bed most of the 
time and already had skin breakdown. Additionally, as she was at the very end of the hallway, if something 
serious was to happen, she would not get timely help. She indicated she had many issues, with anxiety 
being among them, and just thinking about them not getting to her timely increased her anxiety. R5 stated 
increased response times were worse prior to and after meals, but today they seemed better. She expressed 
this was due to the surveyor's presence in the building, and thanked the surveyor for the visit as it saves 
[her]a call. During an interview on [DATE], at 10:58 a.m., licensed practical nurse (LPN)-A identified herself 
as the first-floor clinical coordinator. She stated staffing was based on census and not acuity, which 
concerned her, as her floor experienced higher acuity residents. Recently, in response to this concern, she 
redistributed assignments to assist with workflow; however, had yet to see improvements. She was unaware 
of any adverse outcomes related to their current staffing patterns; however, she had noticed an increase in 
grievances related to extended call light response times. LPN-A identified the facility had a grievance 
committee which met once a week; however, no official notes were taken. Despite this meeting, follow up on 
the grievance concerns basically was non-existent so far, other than the redistribution of assignments and 
instructions to staff that all staff were to answer call lights, but she stated staff already knew this expectation. 
LPN-A stated that initially facility expected call light times was between seven and 14 min, but when they 
received new administration, this increased to 20 mins. She expressed an expectation for her staff of 10 
mins. LPN-A reported that around early 2022 or 2023, call light audit reports were run and any response over 
13 mins was followed up on; however, this was no longer performed. Currently, call light times were only 
reviewed with the grievance process. LPN-A explained she felt call light grievances were increased due to 
admit after admit of complex people and her unit being heavy. She continued with staff just did not have the 
time to promptly answer call lights and due to this she focused on ensuring residents were updated about 
expected response time frames: This is how we manage, but it is not the greatest system. When interviewed 
on [DATE], at 1:00 p.m., R3 indicated that her call light was answered normally within five to 10 minutes, 
which she expected; however, there were times when this was elevated. She verbalized, at least once, it 
took over 30 minutes for assistance to go to the bathroom. This significantly concerned her as she was 
fearful of bladder accidents if her call light was not answered in her expected timeframes. In response, she 
attempted to plan and put her call light on before she had to void as you never know when they will show up. 
R3 stated she had filed a grievance related to call light use; however, this was in response to a staff member 
who brought her back to her room and just pushed her in and left her without ensuring she had her call light. 
She attempted to get staff's attention, as she was not well versed in operating the wheelchair (w/c) at that 
time, but staff did not respond until approximately 30 minutes later. This frustrated her and she continued to 
be concerned it may happen again, but she followed up she was better an w/c management. She had yet to 
hear back from the facility on any follow up to the grievance. During an interview on [DATE], at 1:07 p.m., R2 
stated she was the resident council president. She denied any personal call light response time concerns 
over the past few days; however, explained that she was overall independent and did not need staff 
assistance that often. She identified, when she did use her call light, she often waited typically 15 min or so 
and had waited up to 30 min. This was unacceptable to her, as she felt if she engaged her call light, staff 
should be more concerned as this was not typical for her. Her expectation was 7 min or less based on a 
timeframe management told her approximately two years ago. She was unsure of the current management's 
expectations. R2 explained she observed residents who routinely engaged their call lights all day, especially 
at times when aides are not going to be available, such as mealtimes. This was going to then increase the 
time they had to wait. R2 stated she had heard residents who complained of call light issues recently and felt 
this needed to again be addressed at the next meeting. R2 denied management had approached her for 
conversations related to potential call light concerns. When interviewed on [DATE], at 1:24 p.m , NA-C stated 
she was expected to answer the call light as soon as it was noted to be on. Often the call lights were on for 
five to 10 mins, but at times longer. She was unable to state for sure how long call lights were on, as if she 
were in a room, she may not know the light was on until she finished working with that resident. NA-C 
verbalized 20 mins was too long for a call light to go unanswered as maybe someone was on the floor or 
someone needed help. She stated facility management had recently instructed staff they were required to 
answer the call light right away, but they have not involved her in any discussions related to extended call 
light response times. During an interview on [DATE], at 1:28 p.m., registered nurse (RN)-A stated facility 
expectations for answering the call light were five to eight mins, but she was not one hundred percent sure. 
Her own personal expectation for five to 10 mins; however, she expected staff to try as soon as possible. 
RN-A expressed increased call light wait times are mainly during morning cares and around mealtimes. She 
struggles with the extended wait times as residents need assistance for such things as bathroom processes 
and/or they may not feel well. In such cases, she wanted residents to be attended to sooner than later for fall 
prevention. If a resident was made to wait for extended periods of time, they were more apt to do things 
themselves. RN-A identified call light concerns were brought to management; however, she had yet to see 
action to decrease her concerns. When interviewed on [DATE], at 1:34 p.m., LPN-B stated facility call light 
response expectations were not more than 20 mins. If a call light was on, and staff answered it, but the 
resident needed additional staff assist [two-person transfer], the call light was kept on until both staff returned 
to the room. LPN-B was unaware of any extended call lights past the expected 20 mins. She explained if a 
call light was on for longer than this expectation, a resident was at risk for such things as falls and the 
importance of answering a call light timely was to know resident needs and to ensure resident safety. LPN-B 
denied any involvement in call light discussions; however, management had come around and informed staff 
that they expected all staff to answer the call lights. She was unsure as to when this instruction was 
provided. When interviewed on [DATE], at 1:56 p.m., R6 visited with a best friend (BF-A). BF-A stated she 
was here five days a week. Both R6 and BF-A expressed call light response concerns which often occurred 
a few days a week. At times, the wait times extended to an hour and a half and depended on who worked. 
Such an incident occurred last week when staff just did not show up. Often, the extended wait times occurred 
when R6 requested to lay down, as he required a mechanical lift for transfers, and/or he soiled his pants. 
Both R6 and BF-A were concerned for R6's skin status, which currently lacked breakdown, but which he was 
at great risk for, and for his safety. During an interview on [DATE], at 2:04 p.m., R7 visited with her family 
member (FM)-A. FM-A translated the conversation. R7 stated most of the time her call light was not 
answered timely, or staff entered her room, shut off the light, and walked back out of her room without 
helping her. She expected it to be answered right away. FM-A stated he also expected the call light to be 
answered right away, or at least timely, to at least inquire as to R7's needs and that a wait time above seven 
or eight minutes was too long. FM-A stated he was aware of call light response concerns as R7 complained 
to him when he visited, along with observed extended wait times when he visited. Her complaints and his 
observations did not occur daily but occurred enough for him to discuss concerns with staff. However, staff 
just gave him reasons such as they did not know what R7 wanted. R6 explained there were times she was 
scared, especially when she experienced SOB and wanted staff to check her oxygen levels, but staff did not 
respond to her call light which thus increased her anxiety. FM-A was also concerned that if staff failed to 
response to R7's call light, R7 may experience increased pain, hunger, and/or respiratory impairments, and, 
if staff continued to not answer her call light timely, R7 may give up calling, and then something serious may 
happen. When interviewed on [DATE], at 2:15 p.m., NA-A stated she was expected to answer the call lights 
as soon as possible. She expressed concerns related to longer response times which overall occurred during 
morning cares and around mealtimes. NA-A stated residents were at risk for falls related to this as often they 
needed help to the bathroom and if were made to wait, the resident may attempt to go by themselves. She 
had not seen an increase in falls, but she expressed an increased potential for them. NA-A stated 
management only talked about call light times when a grievance came up, otherwise, they just told her to 
answer the call light, even it if was not hers. During an interview on [DATE], at 2:24 p.m., social worker 
(SW)-A stated back in [DATE], there were many complaints related to call light response times, but since 
then, it had decreased. She was unaware of any recent increases. SW-A explained when a grievance was 
reported to her, she wrote it up or gave the already completed sheet to the grievance director. They then 
discussed the grievance and determined any corrective action if warranted. She indicated she participated in 
the grievance committee and felt that over the last month grievances for call lights had improved; however, 
she stated two care conferences (R1 and R6) this week brought up call light concerns. SW-A stated the 
expectation was for call lights to be answered within 20 mins. She was unsure who made that decision and 
verbalized 20 mins was a long time to wait, especially when the bathroom was required. She was concerned 
about this expectation and/or extended all call times as residents may attempt to get up independently and 
risk falling or soil themselves and feel embarrassed or angry. She had not heard of resident accidents related 
to this concern, but she was aware of upset residents. When interviewed on [DATE], at 2:45 p.m., the social 
services director (SSD) stated when a grievance came into his office, the team worked together to 
investigate and come up with an applicable plan if necessary. He denied he kept minutes during the 
meetings as the meetings were basically just a review of the grievances and what was done. When asked on 
any recent grievance trends, he stated call light wait times was one of them; however, he explained most of 
them were found unsubstantiated after review as the wait time the resident stated, was not their true wait 
time based on the call light logs. He identified seven grievances in [DATE], were more than a typical month 
but had yet to prepare his information for the [DATE], quality improvement meeting, so was unsure of any 
follow up on this higher trending. He expected call lights to be answered within 20 mins, which the previous 
director of nursing (DON) instructed. SSD identified wait times, at times, were over 20 minutes, but when he 
reviewed the logs after surveyor's request for them, he was impressed the average call light response times 
were under 10 mins. He verbalized call light times greater than the 20 mins were too long. When extended 
times were reported to him during the interview, he indicated those had not come to his attention prior to the 
survey and thus he was not aware of such extensive concerns, but he identified the facility performed call 
light education in the past with staff, along with previous audits. He was unaware of any recent follow-up. 
During an interview on [DATE], at 3:18 p.m., the interim director of nursing (DON) stated grievances were 
brought to the standup meetings and a noted trend was related to call light response times. Based on their 
grievance investigations, they determined staff often forgot to turn the call light off right when they entered 
the room. The DON indicated he continued to work with LPN-A on assignment adjustment to ease staff 
workload as the first floor was a heavier workload floor. No additional staff were yet added, however. He 
hoped the adjustments would help decrease extended call light response times. The DON stated, there is a 
general consensus around 20 minutes for staff to answer the call light; however, he indicated he wanted that 
lower, at an overall average of seven minutes, but he recognized things happen. He was unaware how 20 
mins came to be the consensus. Call light concerns were brought up in staff meetings and he expected all 
staff to answer call lights as resident needs could be as simple as requests for a pen to being uncomfortable 
and/or needing the bathroom. They need our help, that is why they are here. When interviewed on [DATE], 
at 3:45 p.m., the administrator stated she was not super involved from a clinical s[T
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