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F 0684 Provide appropriate treatment and care according to orders, resident's preferences and
goals.

Level of harm - Minimal

harm or potential for actual | Based on observation and interview, the facility failed to follow its safety policy for placement of call light for one of
harm three sampled residents. This failure resulted in Resident 1 not feeling safe and not having call light within reach made

her anxious. Findings: During a concurrent observation and interview on April 9, 2019, at 3:48 PM, in Resident 1's room,
Residents Affected - Few she stated that she was just put back in bed. It was observed that the call light device was hanging over and behind the

head of the bed. Resident states she can't reach call light and it makes her anxious when she can't reach the call light.
During an interview with Certified Nursing Assistant (CNA1), on April 9, 2019, at 3:52 PM, CNA1 stated that she put her
back in bed and forgot to put the call light within reach. She stated the call light should be within reach. During an
interview with the Director of Staff Development (DSD), on April 9, 2019, at 4:03 PM, DSD stated that the call light is
supposed to be clipped to Resident 1 and where she can reach it. The facility policy and procedure titled Answering the
Call Light undated, indicated under Purpose -The purpose of this procedure is to respond to the resident's requests and
needs. Also under General Guidelines - .5. When the resident isin bed or confined to a chair be sure the call light is
within easy reach of the resident.
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