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Make sure that a working call system is available in each resident's  bathroom and bathing area.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48152

Based on observation, interview and record review, the facility failed to provide functioning communication 
system for one of four sampled residents (Resident 1), by failing to ensure the resident's call light (a string 
that allows patients in healthcare settings to remotely call for help from a nurse or other medical staff) was 
working properly. 

This deficient practice resulted in delayed incontinence care for Resident 1 on 5/2/2025, with the potential to 
negatively impact the psychosocial well-being. 

FINDINGS: 

During a review of Resident 1's Admission Record, the Admission Record indicated Resident 1 was admitted 
to the facility on [DATE] with diagnoses that included respiratory failure (condition in which not enough 
oxygen passes from the lungs into the blood), encounter for attention to tracheostomy (a surgically created 
hole through the front of the neck and into the windpipe) and muscle wasting (deterioration of muscle) and 
atrophy (decrease in size of muscle). 

During a review of Resident 1's Minimum Data Set (MDS - a resident assessment tool), dated 4/15/2025, the 
MDS indicated Resident 1 with moderately impaired cognitive skills (ability to understand and make 
decisions). The MDS indicated Resident 1 as dependent (helper does all effort needed to complete activity) 
with oral, personal and toileting hygiene, bathing and dressing. 

During a concurrent observation and interview on 5/2/2025 from 10:02 AM - 10:10 AM, with Resident 1 at 
Resident 1's bedside, Resident 1 was observed pushing her call light button to call staff for assistance, and 
no staff answered the call light to assist Resident 1. Resident 1 stated she needed assistance with 
incontinence care, to be cleaned and changed. Resident 1 also stated she needed assistance because her 
perineal area was burning. 

During a concurrent observation and interview on 5/2/2025 at 10:11 AM with Licensed Vocational Nurse 1 
(LVN 1), at Resident 1's bedside, the call light cord was observed partially disconnected from the wall. LVN 1 
stated Resident 1's call light was not completely connected to the wall, causing it not to work. LVN 1 also 
stated since Resident's 1 call light was not working, it would not activate, allowing staff to know Resident 1 is 
calling and needed assistance. 
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During an interview on 5/2/2025 at 2:27 PM with the Director of Staff Development (DSD), the DSD stated 
call lights are important so the needs of the residents can be addressed immediately or in a timely manner. 
DSD also stated if the call light is not working, it is possible for the residents' needs to not be met because 
the resident cannot call staff to verbalize their needs. 

During an interview on 5/2/2025 at 2:51 PM with LVN 1, LVN 1 stated the facility policy is to ensure the call 
lights are plugged in, working, and within reach of the residents. LVN 1 also stated it is important to make 
sure the call lights are working because some residents are unable to communicate by voice and the call 
light is the only way to communicate with staff, and without a working or accessible call light, the residents 
would not be able to get needed help from staff. 

During an interview on 5/2/2024 at 4:49 PM with the Director of Nursing (DON), the DON stated the 
residents' call light must be within reach for the residents and working properly to ensure they receive 
assistance when needed. The DON also stated residents may not get the help or assistance they need if the 
call light does not work. 

During a review of the facility's Policy & Procedure (P&P) titled, Communication - Call System, revised 
10/22/2022, the P&P indicated the facility will provide a call system to enable residents to alert the nursing 
staff from their beds with the purpose of providing residents a mechanism to promptly communicate with 
nursing staff. 
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