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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** 42275
or potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure a resident's call light (device
Residents Affected - Few used by residents that when pressed informs facility staff that assistance is being requested) was within
reach for one of seven sampled residents (Resident 2). On 5/23/2024, observed Resident 2's call light
hanging behind Resident 2's headboard frame. Resident 2's call light was out of Resident 2's reach.

This deficient practice had the potential to result in a delay with resident care, and residents not receiving
assistance with activities of daily living (ADL- fundamental skills required to independently care for oneself,
such as eating, dressing, getting into or out of a bed or chair, taking a bath or shower, and using the toilet).

Findings:

A review of Resident 2's Admission Record indicated the facility originally admitted the resident on
10/15/2022 and readmitted on [DATE] with diagnoses including cerebral infarction (also known as a stroke,
refers to damage to tissues in the brain due to a loss of oxygen to the area).

A review of Resident 2's Minimum Data Set (MDS -a standardized assessment and care screening tool)
dated 3/23/2024, indicated, the resident was able to understand others, and was able to make
self-understood. The MDS further indicated that Resident 2 required maximum assistance from staff with oral
hygiene, toileting hygiene, shower, personal hygiene, and chair/bed-to-chair transfer.

A review of Resident 2's Care Plan (untitled) with an initiated date of 9/12/2023 indicated Resident 2 has an
ADL self-care performance deficit. The goal was for Resident 2 to maintain current level of function. The
interventions included to encourage the resident to use the call light to call for assistance.

During a concurrent observation and interview with Resident 2, inside Resident 2's room, on 5/23/2024 at
9:05 a.m., Resident 2 was lying in the bed and observed that Resident 2 was not able to reach the call light.
Resident 2 was looking for the call light and stated he was unable to find it. Resident 2 further stated he
could not call staff for help.

(continued on next page)
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F 0558 During a concurrent observation and interview with Certified Nursing Assistant 1 (CNA 1), inside Resident 2's
room, on 5/23/2024 at 9:12 a.m., CNA 1 stated that Resident 2's call light cord was hanging to the wall and
Level of Harm - Minimal harm or stuck behind Resident 2's headboard frame. CNA 1 further stated Resident 2 was not able to use the call
potential for actual harm light if Resident 2 needed help at that time. CNA 1 stated that she did not check Resident 2's calll light
placement since she started her shift (at 7:00 a.m.) in the morning. CNA 1 stated residents' call lights should
Residents Affected - Few be always within reach to assist the residents when in need, especially during an emergency.

During an interview with the Director of Nursing (DON) on 5/23/2024 at 12:29 p.m., the DON stated that the
call lights should be placed within reach to provide the residents' need and assistance promptly.

A review of the facility's policy and procedure titled, Call System, Residents, last reviewed on 2/1/2024,
indicated, Residents are provided with a means to call staff for assistance through a communication system
that directly calls a staff member or a centralized workstation Each resident is provided with a means to call
staff directly for assistance from his/her bed, from toileting/bathing facilities and from the floor The resident
call system remains functional at all times .
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