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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review the facility failed to provide sufficient nursing staff to provide
nursing and related services to assure resident safety and attain or maintain the highest practicable physical,
mental, and psychosocial well-being of each resident, as determined by resident assessments and individual
plans of care and considering the number, acuity and diagnoses of the facility's resident population in
accordance with the facility assessment for 6 of 6 resident hallways (Halls #1, #2, #3, #4, #5, and #6)
reviewed for sufficient staffing in that:The facility failed to ensure sufficient nursing staff when multiple
residents and family members reported slow or no call light response.The facility failed to provide an
additional support nurse to assist the charge nurse on 8/4/25, 8/5/25, and 8/6/25.This failure could place all
residents who required assistance from staff at risk for loss of dignity, injury, and hospitalization. Findings
included: 1.Review of an undated admission Record for Resident #1 indicated she was an [AGE] year-old
female readmitted to the facility on [DATE] with diagnoses of Unspecified Dementia (altered cognition),
Macular Degeneration (loss of vision), and muscle wasting. Record review of a significant change MDS
dated [DATE] indicated she had moderately impaired cognition with a BIMS score of 12. She required
moderate assistance with toileting hygiene; lower body dressing, putting on/taking off footwear, and personal
hygiene; she required supervision with oral hygiene; she required setup/cleanup assistance with eating. She
was frequently incontinent of bowel and bladder.Record review of a comprehensive care plan dated 11/17/23
indicated Resident #1 had an ADL deficit and required varying assistance with ADLs as needed. Appropriate
interventions were in place including do not rush resident, instruct in use of walker/wheelchair, and provide
setup cueing assistance for bed mobility, toileting, and eating.Review of an undated admission Record for
Resident #2 indicated she was a [AGE] year-old female admitted to the facility on [DATE] with diagnoses of
coronary artery disease (heart disease), fracture of left humerus (upper arm bone), repeated falls, and
osteoarthritis (loss of bone density). Record review of a significant change MDS dated [DATE] indicated
Resident #2 had a BIMS score of 10 which indicated moderate cognitive impairment. She required total
assistance for putting on/taking off footwear, toileting hygiene, and lower body dressing; she required
maximum assistance with upper body dressing, shower/bathing; she required supervision for oral hygiene;
she required setup/cleanup assistance with eating. She was always incontinent of bowel and bladder.
Record review of a comprehensive care plan dated 2/12/25 indicated Resident #2 was at high risk for falls
related to diagnosis of peripheral vascular disease (affects blood flow to lower extremities), muscle
weakness, and lack of coordination. Appropriate interventions were in place including reporting changes in
endurance, ambulation, and transfers, monitor frequently, reposition for comfort and safety, encourage call
light usage, place call light within reach and answer promptly, assess for medication contributing factors, and
assess for proper fitting clothing.Review of an undated admission Record for Resident #3 indicated she was
a [AGE] year-old female readmitted to the facility on [DATE] with diagnoses of senile degeneration of the
brain (age-related cognitive decline), Chronic Kidney Disease, and Metabolic encephalopathy (altered
cognition related to metabolic imbalances). Record review of a significant change MDS dated [DATE]
indicated Resident #3 had a BIMS score of 3 which indicated severe cognitive impairment. She required total
assistance with toileting hygiene and showering/bathing; she required maximum assistance with lower body
dressing and taking off/putting on footwear; she required moderate assistance with upper body dressing; she
required supervision with oral hygiene and personal hygiene; she required setup/cleanup assistance with
eating. She was always incontinent of bowel and bladder. Record review of a comprehensive care plan
dated 2/27/24 indicated Resident #3 had an ADL functional deficit related to unsteady gait and confusion.
Appropriate interventions were in place including assistance with dressing, grooming, bathing, and bed
mobility.During an interview on 8/4/25 at 10:40 a.m., Resident #1's RP said she had concerns about slow call
light response times. She said she put a camera in Resident #1's room and saw her on several occasions,
dates unknown, banging on the wall to get staff attention because no one was answering her call light. She
said she thought the new ADM would resolve the issues.During an observation on 8/4/25 at 10:45 a.m. of a
photograph taken from the camera in Resident #1's room Resident #1 appeared to be banging on the wall.
The photograph was dated 4/30/25 at 7:43 a.m.During an interview on 8/4/25 at 11:10 a.m., Resident #1 said
call lights were always answered slowly. She said she usually did not use her call light because staff never
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