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F 0919 Make surethat a working call system isavailablein each resident's bathroom and
bathing area.

Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on observation and interview, the facility failed to ensure aresident had acall light that was within the reach for 1 of 3
harm residents observed for call lights. (Resident G) Findings include: On 7/29/2020, from 2:20 p.m. until 2:33, observed Resident G in

bed. Resident was awake and was heard to request aurinal. The resident's call light was observed to be
Residents Affected - Few hanging from the wall and onto the floor, next to the bed, and out of the resident's reach. During an interview, at that
time, Resident G indicated, | have to ask staff for my call light every 2 to 3 days, because sometimesit is out of my

reach. Interview, on 7/29/2020 at 2:33 p.m., Licensed Practical Nurse (LPN) 1, indicated all the residents should have a

call light in reach. Observed LPN 1 obtain a urinal and then hand the resident his call light. During an observation, on
7/30/2020, from 8:33 am. until 8:39 am., observed Resident G in his bed. His call light was observed to be on the floor.

The call light cord was hanging from the wall and resting on the floor next to the bed. The call light was out of the reach of the
resident. Interview, on 7/30/2020 at 8:39 am., LPN 1 indicated al the residents should have a call light within

reach. Observed LPN 1 hand the call light to the resident, at that time. Interview, on 7/30/2020 at 12:10 p.m., LPN 1

indicated, Resident G's call light does not have aclip. All the call lights should have a clip to ensure the placement of

the call light. The clip will secure the call light, so that it remains within the reach of the residents. On 7/29/2020 at

2:45, the clinical record of Resident G was reviewed. [DIAGNOSES REDACTED]. An annual Minimum Data Set (MDS)
assessment,

dated 4/17/2020, indicated Resident G had a severe cognitive deficit. A care plan, dated 6/25/2019 and current through
10/2/2020, indicated Resident G was at risk for falling. Approaches included but were not limited to, Cue/remind resident

to utilize call light to seek assist as needed. On 7/28/20 at 12:50 p.m., the Director of Nursing provided a policy titled: Answering the
Call Light, dated September 2003, and indicated it was the current policy being used by the facility. A

review of the policy indicated General Guidelines .5. When the resident isin bed or confined to achair be sure the call

light iswithin easy reach of the resident. This Federal tag relates to Complaint IN 175. 3.1-19(u)
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