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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

35119

Based on observation, interview, and record review the facility failed to ensure residents at risk for falls had 
their call lights within reach for 3 of 6 residents(R3, R5, R7) reviewed for safety in the sample of 8.

Findings include:

1. On 2/5/25 at 10:02 AM, R3 was sitting up in a chair on the right side of the bed. R3's call light was clipped 
to the mattress on the left side of the bed (across the bed). R3 said she uses the call light when she needs 
help to go to the bathroom.

R3's most recent Care Plan shows R3 is at risk for falls due to weakness and lists the intervention: promote 
placement of call light with in reach.

2. On 2/5/25 at 10:20 AM, R5 was sitting up in his wheelchair near the end of the bed watching TV. R5's soft 
touch call light was clipped to the head of the bed behind R5. 

R5's most recent Care Plan shows R5 is at risk for falls due to generalized weakness and lists the 
intervention: promote placement of call light with in reach.

3. On 2/5/25 at 10:49 AM, R7 was awake and sitting up in bed. R7's call light was coiled up, clipped to itself 
and hanging over the call light outlet on the wall behind R7's bed. V5 Certified Nursing Assistant said R7 is 
able to use her call light and took the call light from the wall, unclipped and uncoiled it, and then clipped it to 
R7's bedding near R7's hands. V5 said call light should be within the resident's reach so they are able to use 
them to get help.

R7's most recent Care Plan shows R7 is at risk for falls due to generalized weakness and lists the 
intervention: promote placement of call light with in reach.

On 2/5/254 at 2:18 PM, V2 Assistant Administrator said call lights should be within reach so the residents are 
able to call for assistance. 
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The facility's Management of Falls Policy dated 8/2020 shows The facility will assess hazards and risks, 
develop a plan of care to address hazards and risk, implement appropriate resident interventions, and revise 
there resident's plan of care in order to minimize the risk for fall incidences and/or injuries to the resident.
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