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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.

 Based on observation, record review, resident and staff interviews, the facility failed to provide timely responses for
 call lights activated by 8 residents (Resident's #1, #4, #6, #7, #9, #10, #11 and #12). The facility reported a census of
 41 residents.  Findings include:  Observation on 3/4/20 at 7:13 p.m. revealed 3 resident call lights on, as Staff A,
 Registered Nurse (RN) sat in a chair in the hall next to a medication cart and not in the process of medication
 administration, and Staff B, Certified Medication Aide (CMA) sat in a wheel chair at the Nurse's Station. As the surveyor
 approached the Nurse's Station, Staff B self-propelled in the wheel chair and went in a resident's room with an activated
 call light. At 7:18 p.m., Staff C, CNA came out of a resident's room with a mechanical lift and passed Staff A in the hall. 2 of the 3
call lights remained on and Staff A directed Staff C to help answer the call lights.  Interviews with 8
 residents, who each scored between 13 to 15 out of 15 possible points on the Brief Interview for Mental Status (BIMS)
 recorded on the most recent Minimum Data Assessment (MDS) tools, indicating all cognitively intact revealed the following:
  On 3/4/20 at 1:40 p.m., Resident #1 stated she used her call light, and often took 25 to 30 minutes for staff to respond
 and waited longer than an hour for help at times. The resident stated she addressed this with the Director of Nursing (DON) and
Administrator, it gets better for a day or 2, then returns to the lengthy response.  On 3/5/20 at 10:40 a.m., Resident
 #4 stated it took a long time for staff to answer her call light, a half hour or longer several times a week.  On 3/3/20 at 10:45 a.m.,
Resident #6 stated it took staff 20 to 30 minutes to answer her call light, and sometimes longer. The resident
 reported being incontinent approximately 3 to 4 weeks earlier and it took staff 3 hours to respond to her call for
 assistance to get hygiene care.  On 3/4/20 at 10:10 a.m., Resident #7 stated she often waited 30 to 40 minutes several
 times a week for staff to respond to her call light, evening shift was the worst and it also happened on weekends. The
 resident reported about 2 to 3 weeks ago, she activated her call light because she could smell that her room mate, Resident #8,
involuntary of stool. The resident stated she told Staff C, Certified Nurse Aide (CNA) her room mate needed care when
 she responded to the call light, Staff C stated it wasn't time for rounds or to get the resident up, left the room, did not provide the
required care, and didn't return for an hour when the care then provided.  On 3/4/20 at 12:50 p.m., Resident #9 stated it took 20
minutes or longer, usually 30 minutes for staff to respond to her call light, and sometimes her room mate had to go out of the room
and get staff to respond, it was worst on evenings and weekends.  On 3/5/20 at 10:45 a.m.,
 Resident #10 stated staff do not answer her call light, staff tell her she is independent. The resident stated she left the room to find
staff to help her room mate when her call light on for at least 30 minutes. The resident reported happens
 several times a week, addressed the issue with the DON and Administrator and it doesn't change.  On 3/5/20 at 12:10 p.m.,
 Resident #11 stated she'd waited quite a while for staff to respond to her call light the evening before, (1 of the 3
 lights on at 7:13 p.m. on 3/4/20) she left her room to find staff to assist her and not the first time she's done that.  On 3/4/20 at 7:59
p.m., Resident #12 stated he frequently waited 30 to 40 minutes for staff response to his call light,
 especially on the evening shift.  Review of the Resident Council Meeting Minutes revealed: a. On 12/11/19 the residents
 reported that staff needed to answer call lights sooner. b. On 1/30/20 the residents reported that staff needed to answer
 call lights in an orderly fashion.  The facility's No Call Light Left Behind Policy, revised 6/1/2019, directed staff: a.
 Staff to respond to call lights in a timely manner. b. All staff to respond to call lights. Non-licensed and non-certified
 staff also to answer call lights, provide assistance if they could, leave the call light on if they couldn't and alert the
 appropriate staff.   During an interview on 3/5/20 at 1:50 p.m., the DON stated a reasonable response time for call lights
 is 15 minutes or less.   During an interview on 3/5/20 at 1:50 p.m., the facility's Corporate Nurse stated Management Staff would
have to work on the evening shift to ensure staff responded timely when resident call lights activated.
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