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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Reasonably accommodate the needs and preferences of each resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40798

Based on observation, interview, and record review, the facility failed to ensure residents' call lights were 
within their reach for 2 of 4 residents (R3 and R4) reviewed for call lights in the sample of 4.

The findings include:

On 4/23/24 at 10:58 AM, R3 was sitting in her wheelchair in her room. R3's wheelchair was positioned next 
to the left side of her bed toward the middle of the bed. R3's call light was wrapped around the upper left side 
rail which was to the right and behind her. R3 was unable to reach her call light.

On 4/23/24 at 11:08 AM, R4 was sitting in her wheelchair in her room watching TV. R4's call light was behind 
her lying on the night stand. R4 said she uses her call light when she needs to call for help. R4 was unable to 
reach her call light. 

On 4/23/24 at 10:41 AM, V3, Licensed Practical Nurse (LPN), said staff keep the residents' call light in reach 
and residents should always have their call light.

On 4/23/24 at 11:18 AM, V4, Certified Nursing Assistant (CNA), said the residents are asked to put on their 
call light if they need anything. V4 said the residents should have a call light within reach at all times. 

On 4/23/24 at 2:10 PM, V1, Administrator, said every patient needs a call light and it needs to be in reach so 
the resident can use it.

R3's Admission Record dated 4/23/24 shows R3 was admitted to the facility on [DATE]. R3's care plan 
initiated on 4/1/24 shows her call light is to be kept within reach.

R4's Admission Record dated 4/23/24 shows R4 was admitted to the facility on [DATE]. R4's care plan 
initiated 4/16/24 shows her call light is to be kept within reach.

The facility's Call Light Policy (revised 7/27/23) shows call lights are to be placed within reach of residents 
who are able to use it at all times.
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The Illinois Long-Term Care Ombudsman Program Residents' Rights for People in Long-Term Care Facilities 
booklet (Revised 11/18) shows residents should receive the services and/or items included in the plan of 
care and the facility must make arrangements to meet residents' needs and choices. 
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