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Make surethat aworking call system isavailablein each resident's bathroom and
bathing area.

Based on observation and staff and resident interview the facility failed to maintain a functioning communication system in one (Ford
unit) of three unitsin the facility in order to promptly meet the needs of the residents. The findings included: On 8/10/20 at 7:30 am.,
observation of the(NAME)unit revealed the following: 1.Resident #994 was in bed awake and alert.

When the call button was pressed, the light did not come on. Certified Nursing Assistant (CNA) Staff P verified the call

light was not working and the resident did not have acall bell to call for assistance. 2. Resident #991 was observed in

bed repeatedly calling out loud for anurse. On 8/10/20 at 7:50 am., Resident #991 said the call light has not been
working, they are broken alot. The resident said he did not have another means of communication but to yell out nurse when he
needed something. Resident #991 continued to yell out nurse until 8/10/20 at 8:10 a.m., when a nurse entered the room.
3.0n 8/10/20 at 7:53 am., Resident #990 was in bed. When the call button was pressed the light did not come on. Upon
observation of the room CNA Staff O verified the resident did not have a call bell and would not be able to call for
assistance. On 8/10/20 at 7:55 am., during an interview with CNA Staff O, she said the call lights have not been working
for weeks but the residents were given a call bell and staff were instructed to make rounds every 15 minutes. She said
staff was too busy and there is not enough time to make rounds every 15 minutes. 4. On 8/10/20 at 8:05 am., Resident #986
was observed in bed with 1/4 rails elevated bilaterally. The resident complained her spine hurt and she could not reach the call light to
request pain medication. A call bell was observed on an overbed table located approximately 12 feet from the
bed. The resident said she could not get up to reach it and call the nurse. Resident #986 also said her cup of water was on the table
and she cannot reach it. 5. On 8/10/20 at 8:10 am., Resident #987 was observed in bed. She was aert and able to answer questions.
She said the call light was not working and she did not have acall bell. Resident #987 said no one came
in to check on her. 6. On 8/10/20 at 8:20 am., Resident #985 was observed in bed having breakfast. The call light was not
functioning, and the resident said she did not have acall bell to call for assistance when needed. CNA Staff R searched
the resident's room and verified Resident #985 did not have the meansto call for assistance. On 8/10/20 at 8:30 am., the
Administrator said the call lights were tripping. She said an outside company came out severa timesto fix the system, but they still
malfunction intermittently. She said she had another company coming for a quote to replace the call light system on the Ford's unit.
She said staff was instructed to make rounds every 15 minutes. 7. On 8/10/20 at 11:45 am., Resident
#994 was observed in her room in alocked wheelchair next to the bedroom door. An overbed table with acall bell was
approximately 15 feet from the resident. The call bell was not within reach of the resident. CNA Staff Q verified the
observation of Resident #994 and confirmed the resident had no means to call staff for assistance when needed. 8. On
8/11/20 at 11:55 a.m., Resident #991 was observed in hisroom in arecliner. The resident did not have acall light or a
call bell within reach. An overbed table with acall bell was observed behind the wheelchair. Resident #991 explained he
was not able to move on his own, he was paralyzed and was barely able to move his fingers. The resident explained he always had to
yell for assistance, and they don't always come timely. On 8/11/20 at 12:00 p.m., CNA Staff Q said he transferred
Resident #991 into the chair and verified the call bell was not within reach. He moved the overbed table and placed it
approximately 4 feet in front of the chair. Resident #991 said he was not able to extend his arms and reach the call bell.

CNA Staff Q exited the room without ensuring the resident was able to reach the call bell.
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