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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Based on observation, interview, and review of facility policy, the facility failed to ensure residents had the 
right to receive services in the facility with reasonable accommodations of resident needs and preferences 
for 7 out of 15 sampled residents, Resident (R)8, R9, R30, R32, R33, R36, and R49. R32 and R36 
complained call lights were not answered timely. Additionally, observations on 07/22/2024, and 07/24/2025, 
revealed R8, R9, R30, R33, and R49's call light was out of reach, and inaccessible to the residents.Review 
of the facility policy titled, Resident Rights, undated, revealed the resident has the right to a dignified 
existence, self-determination, and communication with and access to persons and services inside and 
outside the facility. Review of the facility policy titled, Placement of Call Light and Answering Call Light, 
undated, revealed the call light should be plugged in at all times, and when a resident is in bed or confined to 
a chair the call light shall be within reach of the resident. Further review of the policy revealed all defective 
call lights should be reported to the nurse supervisor promptly; and answer the resident's call light 
immediately. Review of the facility document titled, In-Service Training Report, dated 05/28/2025, revealed 
all call lights must be answered immediately by any available staff even if you are not assigned to that room 
or section. 1. Review of R32's Face Sheet located in the Electronic Medical Record (EMR), revealed the 
facility admitted the resident on 01/21/2025 with diagnoses including fibromyalgia, major depressive disorder, 
gastroesophageal reflux disease without esophagitis, and cough, unspecified. Review of R32's quarterly 
Minimum Data Set (MDS) assessment with an Assessment Reference date (ARD) of 05/14/2025, revealed 
the facility assessed R32 as having a Brief Interview for Mental Status (BIMS) score of 15 out of 15, 
indicating intact cognition. Further review revealed R32 was assessed as ambulation not attempted, and as 
always incontinent of bowel and bladder. Continued review revealed the facility assessed the resident as 
receiving oxygen therapy. Review of R32's Comprehensive Care Plan, revealed a focus area stating the 
resident would have no substantiated false accusations/allegations through next assessment date. Date 
Initiated: 01/27/2025, Revised on: 05/13/2025, Target Date: 08/06/2025. Interventions included: Abuse policy 
is to be followed with each allegation as indicated; Allow resident to discuss feelings of anger, 
powerlessness, and frustration as needed; and Allow resident to express thoughts without judgement from 
facility staff. All interventions were initiated on 01/27/2025 and revised on 04/07/2025. Observation of R32, 
on 07/22/2025 at 12:34 PM, revealed she was in bed and was receiving oxygen at 3.5 liters per minute per 
nasal cannula. During an interview with R32, on 07/22/2025 at 12:34 PM, she stated at times her call light 
went off for over an hour before staff would come to her room to answer it. R32 stated at times staff (could 
not recall which staff) would just stand outside her room looking at her like she had the plague. She stated 
she was told by one of the nurses (could not recall which nurse) that most staff were banned from her room. 
She stated she did not want anyone banned from her room. R32 further stated the nurses on both sides of 
the building would not enter her room. In further interview with R32, on 07/22/2025 at 12:34 PM, she stated 
she was having trouble breathing and her oxygen (saturation) was low. She stated staff would not come to 
her room to help her. R32 stated she begged someone to call the ambulance. She further stated she started 
screaming to get someone back to her room. R32 stated she felt panicked when staff did not answer her call 
light timely. During an interview with SRNA3 and SRNA5, on 07/25/2025 at 10:45 AM, they both stated 
sometimes they would have to go find people that were allowed in R32's room, unless it was an emergency 
as the resident would only allow certain staff to care for her. They could not recall a specific incident related 
to staff not answering her call light timely. However, further interview revealed it was important for staff to 
answer R32's call light quickly in case there was an emergency. During an interview with SRNA2, on 
07/25/2025 at 10:50 AM, she stated R32 would only allow a handful of people in her room. Also, there had to 
be two people minimum to go into her room because of her history of making accusations against staff. 
However, SRNA2 stated it was important for staff to answer R32's call light quickly to keep her calm. During 
an interview with Licensed Practical Nurse (LPN)4, on 07/25/2025 11:00 AM, she stated only certain staff 
were allowed in R32's room, unless it was an emergency. In further interview, she stated R32 would have 
panic attacks thinking that her oxygen saturations were low, and staff would try to calm her down. However, 
LPN4 stated it was important for staff to answer R32's call light quickly to keep her from panicking. 2. Review 
of R36's Face Sheet, revealed the facility admitted the resident on 05/22/2024, with diagnosis including 
cerebral infarction, hemiplegia affecting left side, dysphagia, and type 2 diabetes. Review of R36's quarterly 
MDS Assessment, dated 06/28/2025, revealed the facility assessed the resident as having a BIMS score of 
15 out of 15, indicating intact cognition. Continued review of the MDS, revealed the facility assessed the 
resident as requiring substantial/maximal assistance with mobility, dressing, bathing, and toileting. Further, 
the facility assessed the resident as always incontinent of bowel and bladder. During an interview with R36, 
on 07/22/2025 at 3:33 PM, she stated one morning before night shift left, staff assisted her up in her 
wheelchair around 6:20 AM. She stated shortly after, she had a bowel movement while up in the chair. R36 
stated she rang the call light which took a long time for an aide to answer, and then the aide told her it was 
change of shift and she would have to wait for dayshift to assist her. R36 could not recall the date of the 
incident nor the name of the aide who told her she would have to wait. In further interview, R36 stated it 
always took forever for her call light to be answered during shift change. She stated most days and nights it 
took well over an hour for someone to answer her call light. During an interview with SRNA3 and SRNA5, on 
07/25/2025 at 10:45 AM, they both stated they were unaware of R36 having to wait for incontinence care or 
wait a long time for the call light to be answered. During an interview with SRNA2, on 07/25/2025 at 10:50 
AM, she stated she could not recall an incident when R36 had a bowel movement in the wheelchair. Per 
interview, residents should not have to wait a long time for the call lights to be answered or for incontinence 
care to be provided. During an interview with SRNA6, on 07/25/2025 at 10:55 AM, she stated she could not 
recall an incident where R36 had to wait a long time for incontinence care; however, stated it was important 
for staff to answer call lights timely and provide the needed care. 3.Review of R8's Face Sheet, revealed the 
facility admitted the resident on 03/07/2025 with diagnoses to include Parkinsonism, acute osteomyelitis of 
the right ankle and foot, and muscle weakness. Review of R8's quarterly Minimum Data Set (MDS) 
Assessment with an Assessment Reference Date (ARD) of 06/14/2025, revealed the facility assessed the 
resident as having a Brief Interview for Mental Status (BIMS) score of four out of 15 indicating severe 
cognitive impairment. Observation of R8 on 07/24/2025 at 3:10 PM, revealed the resident was sitting up in 
the wheelchair in front of his bedside table and the call light was not in reach. The call light was wrapped 
around the bed rail which was furthest away from him. 4.Review of R9's Face Sheet, revealed the facility 
admitted the resident on 10/16/2019 with diagnoses to include unspecified sequelae cerebral infarction, 
chronic obstructive pulmonary disease, and aphasia following cerebral infarction. Review of R9's quarterly 
Minimum Data Set (MDS) Assessment with an Assessment Reference Date (ARD) of 05/27/2025, revealed 
staff did not perform a Brief Interview for Mental Status (BIMS) as the resident was rarely or never 
understood. Observation of R9, on 07/22/2025 at 1:23 PM, revealed the call light was on the floor and 
inaccessible to the resident. 5.Review of R 30's Face Sheet, revealed the facility admitted the resident on 
07/10/2017 with diagnoses to include epilepsy, heart failure, and unspecified dementia. Review of R30's 
quarterly Minimum Data Set (MDS) Assessment with an Assessment Reference Date (ARD) of 06/14/2025, 
revealed the facility assessed the resident as having a Brief Interview for Mental Status (BIMS) score of 11 
out of 15, indicating moderate cognitive impairment. Observation of R30, on 07/24/2025 at 3:20 PM, 
revealed the resident's call light was tied to his bed and hanging in the floor. R 30 was sitting up in his 
wheelchair in the middle of his room away from the bed, and the call light was not in reach. 6.Review of 
R33's Face Sheet, revealed the facility admitted the resident on 07/11/2025 with diagnoses to include 
cerebral infarction, acute kidney failure, and encounter for palliative care. R 33's MDS Assessment was not 
completed due to the resident being a recent admission.Observation of R33, on 07/24/2025 at 3:09 PM, 3:30 
PM, and 5:15 PM, revealed the resident was lying in bed and the call light was noted to be lying on the floor 
out of the resident's reach. 7. Review of R49's Face Sheet, revealed the facility admitted the resident on 
07/17/2025 with diagnoses to include hyperlipidemia, anxiety disorder, and other specified soft tissue 
disorder. R49's MDS Assessment was not completed due to the resident being a recent admission. 
Observation of R49, on 07/24/2025 at 3:01 PM, revealed the resident's call light was noted lying on the floor 
as the resident was asleep in bed. The call light was out of reach of the resident. In an interview with State 
Registered Nurse Aide (SRNA) 3, on 07/25/2025 at 11:36 AM, she stated before leaving a resident's room 
staff was to make sure the call light was in reach. She further stated the call light should not be lying in the 
floor. In an interview with Licensed Practical Nurse (LPN 3), on 07/25/2025 at 2:37 PM, she stated staff 
should check for call light placement before leaving the room and make sure it was within reach of the 
resident. She stated a resident could have a fall or need some kind of assistance and would not be able to 
call staff for help if the call light was out of reach. In an interview with the Assistant Director of Nursing 
(ADON), on 07/25/2025 at 1:09 PM, she stated she constantly addressed issues with staff regarding the call 
lights. She stated call lights would be going off all the time while nursing staff was sitting at the desk and not 
answering, to the point she would have to go and answer them herself. She stated the facility needed to 
have in-services for the staff to educate them to answer the call lights immediately and to ensure the call 
lights were in reach of the resident before leaving the resident's room. Further, she stated she had high 
expectations for the care the residents at the facility received, and the facility needed to work on the call light 
issue. In an interview with the Director of Nursing (DON), on 07/25/2025 at 2:43 PM, she stated it was her 
expectation for all residents' call lights to be within reach of the resident. She stated the call lights should 
also be answered within a timely manner. She further stated staff had a lot of down time on the night shift so 
there should be no delay in answering the call lights on that shift. She further stated the facility was going to 
have to have heavy amounts of in-services to educate staff to answer call lights quickly and to ensure the 
call light was accessible to the resident. In an interview with the Administrator, on 07/25/2025 at 3:00 PM, he 
stated it was his expectation for the staff to provide compassionate care to the residents, according to their 
care plan. He stated it was the staffs' job to meet the needs of the residents. The Administrator further stated 
he thought call lights were brought up in resident council meeting. However, he stated he was not sure if any 
education had been presented to staff regarding the call light issue. He stated in the future there would need 
to be education, training and in-services to bring everyone up to standard regarding call lights. He further 
stated it was his expectation for call lights to be answered timely. The Administrator stated no staff should 
walk past a call light without acknowledging it, and if it was a non-clinical staff member who could not take 
care of the need, they should let the resident know they would be finding someone who could take care of 
them.
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