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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in 
charge on each shift.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Based on observation, interview, and record review, the facility failed to ensure available staff provided the 
necessary care and services in a timely manner for 8 of 10 sampled residents (Resident 1, 2, 3, 4, 5, 6, 7, 
and 8), reviewed for call light response. This failure placed the residents at risk for unmet care needs and a 
diminished quality of life.Findings included. &lt;Resident 1&gt;A facility assessment, dated 06/16/2025, 
showed Resident 1 was admitted with diagnoses to include both arms fractured. The resident was able to 
make their needs known and was dependent on most Activities of Daily Living (ADL's).During an interview 
on 07/22/2025 at 1:18 PM, Resident 1 stated the call light response time was not good at the facility. 
Resident 1 said sometimes staff came in, told them they had to get help, and took a long time to return. On 
07/22/2025 at 3:30 PM, Resident 1's call light was on and sounded at the nurses' station. Staff seen in the 
nurses' station and several staff walked past the resident's room. The call light system at the nurses' station 
read the call light had been on 45 minutes. At 3:32 PM, the surveyor went into Resident 1's room and 
Resident 1 stated they needed to have their brief changed. At 3:35 PM, a staff member entered Resident 1's 
room to assist them. The call light had been on for 50 minutes before Resident 1 received help. &lt;Resident 
2&gt;A facility assessment, dated 06/19/2025, showed Resident 2 was admitted with diagnoses of a prior 
stroke. The resident had difficulty making their needs known and was dependent with toileting. On 
07/22/2025 at 1:13 PM, Resident 2's call light was on. The call light system at the nurses' station showed it 
had been on 26 minutes before being answered. On 07/25/2025 at 10:00 AM, Resident 2 was lying in bed 
with their call light within reach. The resident was asked about what the response was when they used the 
call light, the resident lifted up their call light and did not answer the question. &lt;Resident 3&gt;A facility 
assessment, dated 07/01/2025, showed Resident 3 was admitted with diagnoses to include a narrowing of 
their spine in the neck. The resident was able to make their needs known and required partial/moderate 
assistance with most ADL's.On 07/11/2025 at 1:07 PM, Resident 3's call light was turned on. It lit outside of 
the resident's room and sounded at the nurses' station. At 1:29 PM, Resident 3's call light remained on. 
Several staff walked past the resident's room and a nurse was at their cart just outside the resident's room. 
The call light had been on for 22 minutes. The resident's call light was answered at 1:34 PM, 27 minutes 
after the call light had been pushed.On 07/18/2025 at 11:25 AM, Resident 3 was in their wheelchair in their 
room. The resident had a collar on their neck. When asked about call light response times, the resident 
stated somedays it took a long time to be answered. The surveyor told the resident the prior day their call 
light had been on for 27 minutes and Resident 3 stated that was not as bad as other times. Resident 3 stated 
they felt their call light was ignored because someone had told them they were a difficult patient. &lt;Resident 
4&gt;A facility assessment, dated 06/21/2025, showed Resident 4 was admitted with diagnoses to include a 
stroke. The resident was able to make their needs known, required substantial/moderate assistance with 
most ADL's and dependent with toileting.On 07/22/2025 at 2:03 PM, Resident 4's call light came on in the 
hall. At 2:22 PM Resident 4 was laying in their bed. When asked what they had their call light on for, the 
resident stated they didn't know it was on. Resident 4 stated the facility was very slow on everything, which 
included the call lights.At 2:43 PM, the call light remained on. The call light system sounded in the nurses' 
station and showed the resident's call light had been on for 40 minutes. Staff were seen at the nurses' station 
and walked by the resident's room. At 2:55 PM, the call light was answered after being on for 52 minutes.
&lt;Resident 5&gt;A facility assessment, dated 06/27/2025, showed Resident 5 was admitted with diagnoses 
to include a fractured leg. The resident was able to make their needs known, required substantial/maximum 
assistance with most ADL's, and partial/moderate assistance with toileting.On 07/22/2025 at 3:33 PM, 
Resident 5's call light was on. The call light system at the nurses station showed it had been on for 29 
minutes. The light was answered at 3:34 PM, after 30 minutes on.On 07/25/2025 at 10:13 AM, Resident 5 
was sitting in their wheelchair in their room. The resident stated the care at the facility was slow and they 
needed more help. The resident stated when they pushed their call light it would take a long time for 
someone to answer it.At 12:55 PM, Resident 7, Resident 5's roommate, stated they had to wait for an hour 
at times to get help. Resident 7 stated they couldn't stand or walk by themselves and required a sit to stand 
lift to get to the commode.&lt;Resident 6&gt;A facility assessment, dated 07/25/2025, showed Resident 6 
was admitted with diagnoses to include a fractured arm and pelvic bone. The resident had some difficulty 
making their needs known and required substantial/maximum assistance for ADL's which included toileting. 
On 07/25/2025 at 9:06 AM Resident 6's call light was on. Several staff walked by the resident's room and did 
not answer the call light. At 9:34 AM, 28 minutes later, a staff member went into the resident's room to 
answer the call light. The staff was heard telling the resident since they had already started to go in their brief 
they could finish and would then be cleaned up. At 10:05 AM, Resident 6 was lying in bed. The resident 
stated they didn't think it took long for staff to respond to the call light. The resident said they had to use the 
call light often to be changed out of their dirty briefs.At 10:09 AM, Resident 8, Resident 6's roommate, stated 
they tried not to use the call light when they saw staff running around in the hall. Resident 8 for the most part 
staff responded quickly to their call light. The resident did say one shift they had to wait about 40 minutes 
before they received help. During an interview on 07/25/2025 at 10:10 AM, Staff A, Nursing Assistant, (NAC), 
stated the staffing was usually good unless staff called off and couldn't be replaced. Staff A stated the 
problem was more that some staff didn't work as a team to help answer the call lights. Staff A stated at times 
Administration would come to the floor but would pick up meal trays and not answer call lights.On 
07/25/2025 at 10:21 AM, Staff B, NAC, stated there seemed to be enough staff and most days they would be 
with a partner that worked as a team. There were times, however, their partner didn't work as a team and 
wouldn't answer a call light if it was not their assigned room.On 07/25/2025 at 10:25 AM, Staff C, NAC, 
stated it depended on who they were paired with as a partner. Some would work as a team and answer call 
lights and some wouldn't. On 07/25/2025 at 12:20 PM, Staff D, Director of Nursing (DNS) and Staff E, 
Administrator, were interviewed. Staff D stated ideally, they would like to see call lights be answered in 5 - 10 
minutes but sometimes things happened on the floor that could delay that. Staff E said they would like to see 
the call lights answered within 15 minutes. Staff E stated they had only started in the building a few days 
prior and would like to see staff work more as a team which was something Staff E would work on moving 
forward. Reference: WAC: 388-97-1080(1),1090(1)
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