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Initial Comments

Complaint Investigation
2514313/1L192486
2524461/1L192665

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b
300.2420h)
300.2940g)2)
300.3140e)2)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
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plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

Section 300.2420 Equipment and Supplies

h) Each resident shall have a satisfactory
nurse call device. (See Sections 300.2940(g)
and 300.3140(e).)

Section 300.2940 Electrical Systems
g) Nurses' Calling System

2) A nurses' call station shall be provided for
residents' use at each resident's toilet, bath, and
shower location. The cord shall extend to within
six inches of the floor.

Section 300.3140 Electrical Requirements
e) Nurses' Calling System.

2) A nurses' call emergency station shall be
provided for residents' use at each resident's
toilet, bath, and shower location. The cord shall
extend to within six inches of the floor. See
Section 300.3140 (e)(1) for exception of
intermediate facilities only

These requirements are not met as evidenced by:

Based on observation, interview and record
review the facility failed to provide a functioning
nurse call system in resident bathrooms for all
facility residents. This failure resulted in four of
four residents (R1, R2, R3 and R4) expressing
fear and anxiety during toileting in their rooms
due to a non-functioning nurse call system.
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Findings include:

The facility policy, Call Lights, dated (revised)
2/2/18 documents, "Purpose: To respond to
resident's requests and needs in a timely and
courteous manner. Resident call lights will be
answered in (a) timely manner. All residents that
have the ability to use a call light shall have the
nurse call light system available at all times and
within easy accessibility to the resident at the
bedside or other reasonable accessible location.
Bathroom lights will be viewed as emergencies
and immediate attention given. Call bell system
defects will be reported promptly to the
Maintenance Director for servicing."

1.) R1's facility Admission Record form
documents R1's medical diagnoses as:
Hemiplegia and Hemiparesis Following Cerebral
Infarction; Fibromyalgia, Osteoarthritis, Cerebral
Infarction, Bursitis, Pain and Chronic Kidney
Disease (Severe).

R1's current Minimum Data Set Assessment,
dated April 4, 2025, documents, "Section
C-Cognitive Patterns (Brief Interview for Mental
Status) as 14:15 (cognitively intact)." This same
form documents, "Section GG-Functional Abilities
Toileting as 01 (dependent).”

R1's current Care Plan includes the following
Focus area: (R1) is at risk for falls. Also included
is the following Interventions: Be sure (R1)'s call
light is within reach and encourage (R1) to use it
for assistance as needed. (R1) needs prompt
response to all requests for assistance.

On 6/2/2025 at 11:00 A.M., R1 stated the call light
in her bathroom has been down for months. R1
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states she has waited anywhere from 15 to 30
minutes for staff to come help her off the toilet.
R1 states she is totally dependent on staff in the
bathroom. R1 states the facility just gave her a
bell to ring while she is in the bathroom 2- 3
weeks ago. R1 states a few weeks ago staff
placed her on the toilet and left her with a bell. R1
states the bell slipped from her hand and she had
no way to notify staff she needed assistance. R1
states she sat on toilet for 30 minutes waiting. R1
states, "It really bothers me. It makes me very
nervous and fearful when | need to use the toilet.
| am completely helpless and if | fell, | would have
to lay there." R1 states she and her son have
both been to V1/Administrator many times in the
past few months and all they (are told) is that it is
being worked on.

On 6/2/25 at 11:03 A.M. the (nurse) call button
was pushed in (R1)'s bathroom. No light outside
of (R1)'s room door activated. No audible sound
was heard outside of (R1)'s room door. An
observation of the facility 200 Hall wing (nurse)
call light (system) board shows no light on for
(R1)'s room, to notify staff that R1 would need
assistance in the bathroom. The observation was
verified with V11/Certified Nursing Assistance
(CNA). At that time V11/CNA stated that the
facility nurse call system in resident's bathrooms
had been down for many months. V11/CNA
states she had observed (V7/Maintenance
Director) working on the system, but the nurse
call system would continue to malfunction.

2.) R2's facility Admission Record form
documents R2's medical diagnoses as: Spinal
Stenosis, Lumbosacral Region; Type 2 Diabetes
Mellitus with Diabetic Neuropathy; Chronic Pain
Syndrome; Spondylosis; History of Fracture of the
Pelvis; Low Back Pain; Primary Generalized
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R2's current Minimum Data Set Assessment,
dated May 14, 2025, documents, "Section
C-Cognitive Patterns (Brief Interview for Mental
Status) as 15:15 (cognitively intact)." This same
form documents, "Section GG-Functional Abilities
Toileting as 03 (partial/moderate assist)."

R2's current Care Plan includes the following
Focus area: (R2) is at risk for falls. Also included
is the following Interventions: Be sure (R2)'s call
light is within reach and encourage (R2) to use it
for assistance as needed. (R2) needs prompt
response to all requests for assistance.

On 6/2/25 at 10:51 A.M. an observation of R2's
bathroom (nurse) call (system) button on the wall
in (R2)'s bathroom, showed a red button with no
string attached for R2 to pull. At that time the
(nurse) call light button was activated. No light
activated above R2's room door, or audible sound
was heard. At that time, R2 stated, "l am at risk
for falling. | have fallen many times, and | need
my walker to ambulate. | fell in the bathroom and
my call light wasn't working. | had to yell for help.
It took a while for the staff to come. When | am in
my bathroom with the door closed, you can't hear
a bell ringing or if there aren't any staff outside
your door, they can't hear you yell. | have
complained about this (broken system) many
times to (V1/Administrator). It's been about a
year. All they say is they are working on it. | am
afraid to go to the bathroom. | have no way to
summon staff."

On 6/2/25 at 10:54 A.M. an observation of the

facility 100 Hall nurse's station call board shows
no light activated for (R2)'s room, to notify staff
that R2 would need assistance in the bathroom.
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The observation was confirmed with V8/Licensed
Practical Nurse (LPN). At that time V8/LPN stated
the (nurse) call system in the resident's
bathrooms have been broken for a long time.

3.) R3's facility Admission Record form
documents R3's medical diagnoses as: Restless
Legs Syndrome; Chronic Gout Right Ankle and
Foot; Abnormalities of Gait and Mobility; Nocturia;
Unsteadiness on Feet; Polyosteoarthritis; Spinal
Stenosis; Scoliosis, History of Falling.

R3's current Minimum Data Set Assessment,
dated May 8, 2025, documents, "Section
C-Cognitive Patterns (Brief Interview for Mental
Status) as 14:15 (cognitively intact)." This same
form documents, "Section GG-Functional Abilities
Toileting as 03 (partial/moderate assist)."

R3's current Care Plan includes the following
Focus area: (R3) is at risk for falls. Also included
is the following Interventions: Be sure (R3)'s call
light is within reach and encourage (R3) to use it
for assistance as needed. (R3) needs prompt
response to all requests for assistance.

On 6/2/25 at 11:11 A.M., R3 stated right now he
doesn't think his bathroom (nurse) call light
(system) is working. States he wears a whistle
around his neck all day and all night to be able to
summon help from the staff. States he doesn't
feel safe in the bathroom and is afraid to go
without the whistle. States he is unsure how long
call system has been broken. At that time the
(nurse call) system was activated in R3's
bathroom. No light above (R3)'s door activated,
and no sound was audible to alert staff. The
nurse call system did not activate at the 100 Hall
nurse's station. Verified with V9/Registered Nurse
who states the nurse call light system is not
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4.) R4's facility Admission Record form
documents R4's medical diagnoses as: Type 2
Diabetes Mellitus with Diabetic Polyneuropathy;
Epilepsy; Lack of Coordination; Pain; Chronic
Instability of Right Knee; Rheumatoid Arthritis;
Bilateral Primary Osteoarthritis of Knee; Restless
Legs Syndrome.

R4's current Minimum Data Set Assessment,
dated March 11, 2025, documents, "Section
C-Cognitive Patterns (Brief Interview for Mental
Status) as 14:15 (cognitively intact)." This same
form documents, "Section GG-Functional Abilities
Toileting as 05 (set up or clean up assistance).”

R4's current Care Plan includes the following
Focus area: (R4) is at risk for falls. Also included
is the following Interventions: Be sure (R4)'s call
light is within reach and encourage (R4) to use it
for assistance as needed. (R4) needs prompt
response to all requests for assistance.

On 6/3/25 at 8:50 A.M., R4 stated she recalls
falling in her bathroom on 4/18/25. States she
usually takes self to the bathroom. States call
light in bathroom is non-functional. States staff
gave her a bell to ring. States she stood from
wheelchair, got dizzy, her hand slipped off the
assist rail and she fell hard, hitting her head
against the wall and her right knee and ended up
on buttocks. States she was unable to reach the
bell prior to the fall, to ask for assistance or after
the fall. States she crawled to the doorway and
had to yell for help. States she was hurting really
bad and was in a lot of pain and requested to go
to the ER (Emergency Room). States she had
X-rays and blood work, and doctor was
concerned about her right knee. States she
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received pain medication while in the ER to help
with the pain. States she wishes she had a call
light with a long cord in her bathroom in case she
fell again and landed on floor, at least she could
call for help. States she is fearful of using the
bathroom now after the fall and is afraid if she fell
again, she would break something.

At that time an activation of (R4)'s bathroom
(nurse) call light (system) was performed. No light
above (R4)'s room door activated to alert staff.

No audible sound to alert staff was heard. The
nurse call system did not activate at the facility
100 Hall Nurse's Station. V9/Registered Nurse
verified R4's non functioning bathroom nurse call
light system.

On 6/3/25 at 11:24 A.M., V1Administartor
confirmed the bathroom (nurse) call light system
throughout the entire facility was not working.
V1/Administrator stated that (R1) and (R1)'s
family had come to her and expressed concern
with (R1)'s fear of being left on the toilet, due to
the non-functioning nurse call system. At that
time, V1/Administrator stated she was not aware
of R2, R3 and R4's fear and anxiety during
toileting in their rooms, due to a non-functioning
nurse call system.
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