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F 0558 Reasonably accommodate the needs and preferences of each resident.

Level of Harm - Minimal harm 49135
or potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure a call light (a device used by
Residents Affected - Few a resident to signal his/her need for assistance from staff) was within a resident's reach while in bed for one
of four sampled residents (Resident 4).

This deficient practice had the potential to delay the provision of services and residents' needs not being met.
Findings:

During a review of Resident 4's Admission Record, the Admission Record indicated the facility admitted the
resident on 7/10/2016 with diagnoses including seizures (a sudden, temporary disruption in brain electrical
activity that can cause involuntary changes in body movement, behavior, sensation, or awareness),
hypothyroidism (a condition where the thyroid gland [butterfly shape in front the neck which regulates growth
and development] does not produce enough thyroid hormones [body's chemical messengers that coordinate
different functions in your body] to support the body's normal function), and osteoporosis (a disease in which
your bones become weak and are likely to fracture [break]).

During a review of Resident 4's Minimum Data Set (MDS, a resident assessment tool) dated 4/25/2025, the
MDS indicated that Resident 4 was cognitively (the mental action or process of acquiring knowledge and
understanding through thought, experience, and the senses) impaired and was dependent on staff for
transfer, toilet use, dressing, and bathing.

During a concurrent observation and interview on 5/13/2025 at 1:45 p.m., with the CNA 3 (CNA 3), observed
Resident 4 lying in bed with her call light underneath her legs. CNA 3 stated the call light should have been
within reach of Resident 4 to be able to call for assistance. CNA 3 also stated that without the call light within
reach of Resident 4, it will result in a delay of care.

During an interview on 5/13/2025 at 4:15 p.m., with the Assistant Director of Nursing (ADON), the ADON
stated the call light should have been within reach of Resident 4 to be able to call for assistance. The ADON
stated without the call light within reach of Resident 4, it would result in a delay of care or response to her
requests and needs.
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F 0558 During a review of the facility's policy and procedure titled, Answering the Call Light, dated 3/12/2025, the

policy indicated the purpose of this procedure is to ensure timely response to the resident's requests and
Level of Harm - Minimal harm or needs. Ensure that the call light is accessible to the resident when in bed or wheelchair in room, from the
potential for actual harm toilet or shower room if necessary.

Residents Affected - Few
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