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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** 50118
or potential for actual harm
Based on observations, clinical record review, staff interview, resident interview and policy review the facility
Residents Affected - Few failed to ensure resident call light within reach for 1 of 21 residents reviewed (Resident #22). The facility
reported the census is 64.

Findings include:

The Minimum Data Set (MDS) dated [DATE] for Resident #22 documented a Brief Interview of Mental Status
(BIMS) of 8 indicating moderate cognitive impairment. The MDS documented diagnosis to include heart
disease, renal disease, dementia, anxiety and stroke or transient ischemic attack.

The Care Plan included intervention initiated 3/19/24 for Resident #22, documented resident often times
places call light pendant in small places and unable to recall location. Resident #22 does have wall pendant
in place and able to verbalize needs to staff. Care plan focus initiated 1/15/24 included, Resident #22 is at
risk for falls related to dementia, hallucinations, insomnia, and possible medication side effects. Interventions
included Resident #22 encouraged to sit back down if dizzy and call for assistance.

Observation on 03/18/24 at 2:14 PM of Resident #22 sitting in her chair, no necklace pendant viewed, and
no call light within reach.

Observation on 03/20/24 at 2:10 PM of Resident #22 ambulating out of room for bingo activity, Resident #22
responded in regards to a call pendant that she does not have a necklace.

In an interview on 3/20/24 at 4:00 PM Resident #22 sitting in her recliner in her room, and queried about how
she would get staff help if needed. Resident #22 voiced she had a call necklace but they took it away from
her. Resident #22 acknowledged having a call light on the wall above the bed, to use at night. No call light
within reach while in her recliner.

Observation on 03/21/24 at 10:27 AM of Resident #22 asleep in her recliner, the only call light in the room is
the one attached to the wall, above the bed that is not within reach.

In an interview on 03/21/24 at 11:54 AM the Director of Nursing (DON) acknowledged the expectations for
call lights is to be within reach. The DON relayed there is one call light policy for the entire facility.
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F 0558 Facility policy titted Memory Care/Support Call Light Procedure, revised 4/2022 stated: Through the

admission assessment or as significant changes occur the clinical team will identify those residents who are
Level of Harm - Minimal harm or able to understand and use the call light system appropriately. These residents will have the call signal within
potential for actual harm reach or available in their room as needed.

Residents Affected - Few
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