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 Based on observation, medical record review and staff interview the facility failed to ensure Resident #47's call light was within reach
and accessible to accommodate the resident's ability to call for staff assistance. This affected one resident
 (#47) of three residents reviewed for call light placement. Findings include: Review of Resident #47's medical record
 revealed an admission date of [DATE]. [DIAGNOSES REDACTED]. Review of the quarterly Minimum Data Set (MDS) 3.0
assessment,
 dated 02/10/20 revealed the resident had clear speech, usually understood others, usually made herself understood and had
 severe cognitive deficit as indicated by a Brief Interview for Mental Status (BIMS) score of three. The resident required
 extensive assistance of one staff for bed mobility, transfers and ambulation. Review of the care conference note dated
 02/04/20 and timed 11:10 A.M. revealed the resident's guardian had shared that the resident's call light was under the
 resident's blanket when she arrived that morning. The Director of Nursing (DON) explained the resident sleeps on her
 stomach with the call light in her hand and the resident's bed had not been made yet. On 03/03/20 at 10:30 A.M. observation of the
resident's call light revealed the resident's bed was made with the call light under the resident's covers and cloth incontinence cloth pad
and not within the resident's reach. The observation was verified by Licensed Practical Nurse (LPN)
 #275 at the time of the discovery. This deficiency substantiates Complaint Number OH 308.
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