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

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm observation, interview and record review, the facility failed to accommodate the needs for one (1) of two (2)
sampled residents (Resident 1) by ensuring the call light (initial communication between staff and residents)

Residents Affected - Few was within reach of Resident 1 when the resident needed to call for assistance for a brief change.This

deficient practice has the potential to delay in the necessary care and services and/ or needs not being met
for Resident 1.Findings:During a review of Resident 1's admission Record, the admission Record indicated
the resident was originally admitted on [DATE] and was readmitted on [DATE] with the diagnoses of, but not
limit to dementia (a progressive state of decline in mental abilities), displaced intertrochanteric fracture of
right femur (a break between the bones located in the upper part of the thighbone), history of falling, and
muscle wasting/atrophy (weakening, shrinking, and loss of muscle).During a review of Resident 1's Fall Risk
Assessment, dated 7/5/2025, the assessment indicated the resident is at high risk for falling.During a review
of Resident 1's Care Plan with focus at risk for falls and/or injuries, dated 7/5/2025, the care plan indicated
attached call light within reach and encourage resident to use it for assistance as needed.During a review of
Resident 1's Minimum Data Set (MDS - a resident assessment tool), dated 7/9/2025, the MDS indicated the
resident was severely impaired in cognitive (the ability to understand and make decisions) skills for daily
decision making. The MDS also indicated Resident 1 required supervision and touching assistance (helper
provides verbal cues and/or touching/steadying and/or contact guard assistance as resident completes
activity. Assistance may be provided throughout the activity or intermittently) with eating, oral hygiene,
toileting hygiene, upper body dressing, and personal hygiene but required partial/moderate assistance
(helper does less than half the effort. Helper lifts or holds trunk or limbs and provides less than half the effort)
with lower body dressing and putting on/taking off footwear.During an observation on 7/30/2025 at 11:36 AM
in Resident 1's room, Resident 1's call light was observed on the floor. Resident 1 was also observed
touching his brief and stating that he needed a brief change.During a concurrent observation and interview
on 7/30/2025 at 11:40 AM, Licensed Vocational Nurse 1 (LVN 1) stated it is not ok for Resident 1's call light
to be on the floor because the resident would not be able to ask for assistance when needed.During an
interview on 7/30/2025 at 2:46 PM, Certified Nursing Assistant 3 (CNA 3) stated Resident 1 knows how to
use the call light to ask for assistance.During a concurrent interview and record review on 7/30/2025 at 3:30
PM with Quality Assurance Nurse (QAN), the policy and procedure (P&P) titled Call System Communication,
dated 10/24/2022, was reviewed. The P&P indicated call light will be placed within the resident's reach in the
resident's room. QAN stated the call light should be within reach of the resident so the resident can ask for
assistance when needed.
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