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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and medical record review, the facility failed to ensure the call light was within reach
 for one of two sampled residents (Resident 1). This deficient practice had the potential for Resident 1's needs to go unmet and
resulted in Resident 1 needing to call out for staff or rely on his roommate for assistance. Findings: On [DATE]20 at
 0854, at 1007, and at 1217 hours, Resident 1 was observed lying in bed with their call light out of reach. Resident 1's
 call light was observed on the floor, between the resident's bed and the privacy curtain separating Resident 1 and their
 roommate's bed. Medical Record review for Resident 1 was initiated on [DATE]20. Resident 1 was readmitted to the facility
 on [DATE]. Review of the MDS dated  [DATE], showed, Resident 1 had severe cognitive impairment. On [DATE]20 at 1415 hours,
 an observation and concurrent interview was conducted with Resident 1 and his Responsible Party. Resident 1 was observed
 lying in bed. Resident 1's call light was again on the floor. Resident 1's Responsible Party stated Resident 1's call light was often not
within his reach. The Responsible Party stated Resident 1 had to yell and scream to get help or ask his
 roommate to press the call light for him. When the resident was asked if he could press his call light, the resident
 stated, Where was it? On [DATE]20 at 1437 hours, an interview and concurrent observation was conducted with CNA 3. CNA 3
 stated Resident 1 did not use the call light, he screamed. CNA 3 verified Resident 1's call light was on the floor and not
 in the resident's reach.
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