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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 BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on observation, record review, and interview, the facility failed to ensure residents had a call light that was
harm within their reach for 4 of 10 residents observed for call lights. (Resident L, M, N, and P) Findingsinclude: 1. On
8/10/2020 from 11:15 am. to 11:20 am., observed Resident L in her room sitting in her chair. She was facing the

Residents Affected - Few television. The resident's bed was behind the chair and approximately 3 feet away from the resident. The resident's call

light cord was hanging from the wall to the floor on the far side of the bed. Resident L was unable to reach her call

light. No staff were observed to be present. Interview, on 8/10/2020 at that time, Licensed Practical Nurse (LPN) 1

indicated all residents should have a call light within reach. Observed LPN 1 instruct Certified Nursing Assistants to

check all rooms and ensure all residents have acall light in reach. On 8/11/2020 at 11:30 am., the clinical record of

Resident L was reviewed. [DIAGNOSES REDACTED)]. An annua Minimum Data Set (MDS) assessment, dated 7/13/2020,
indicated

Resident L had a severely impaired cognitive status, required extensive assist with bed mobility, and was totally dependent for all
transfers. 2. On 8/10/2020, at 11:15 am. to 11:20 am., observed Resident M in her wheel chair facing the

television. The resident's bed was behind her wheel chair and approximately 3 feet away from the resident. The resident's

call light was hanging from the wall to the floor on the far side of the bed. Resident M was unable to reach her call

light. Interview, on 8/10/2020 at 11:20, Licensed Practical Nurse (LPN) 1, indicated all residents should have a call light within
reach. Observed LPN instruct Certified Nursing Assistants to check all rooms and ensure al residents have a call

light in reach. On 8/11/2020 at 11:44 am., the clinical record of Resident M was reviewed. [DIAGNOSES REDACTED]. An annual
Minimum Data Set (MDS) assessment, dated 5/2/2020, indicated Resident M had a severely impaired cognitive status, required
extensive assist with bed mobility, and was total dependent with all transfers. 3. On 8/10/2020 at 11:19 am., observed

Resident N in his bed. Resident N's call light was hanging from the wall to the floor and out of the reach of the resident. Resident N
was alert and able to communicate. During an interview, at that time, the resident indicated if the staff does

not give him his call light, he will yell, and a staff member will comein to assist. Interview, on 8/10/2020 at 11:20

am., Licensed Practical Nurse (LPN) 1, indicated all residents should have acall light within reach. Observed LPN

instruct Certified Nursing Assistants to check all rooms and ensure | residents have a call light in reach. On 8/11/2020

at 11: 50 am., the clinical record of resident N was reviewed. [DIAGNOSES REDACTED]. An annua Minimum Data Set (MDS)
assessment, dated 7/10/2020, indicated Resident N required extensive assist with bed mobility and extensive assist with all transfers.
4. On 8/10/2020 at 11:23 am., observed Resident P in his room. Resident P was in his bed with his call light

hanging from the wall and resting on the floor, out of the reach of the resident. Interview, on 8/10/2020 at 11:20 am.,

Licensed Practical Nurse (LPN) 1, indicated all residents should have acall light within reach. Observed LPN instruct

Certified Nursing Assistants to check all rooms and ensure all residents have acall light in reach. On 8/11/2020 at 11:55

am., the clinica record or Resident P was reviewed. [DIAGNOSES REDACTED]. A care plan, undated and current, indicated
Focus: Theresident is at risk for falls. Interventions included, but were not limited to: Be sure the call light is within reach and
encourage resident to use it for assistance as needed. An annual Minimum Data Set assessment, dated 5/27/2020,

indicated Resident P required extensive assist with bed mobility and extensive assist with all transfers. Interview on

8/10/2020 at 11:00 am., the Administrator indicated the facility did not have a specific call light policy. This Federal

tag relates to Complaint IN 519. 3.1-19(u)
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