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F 0558 Reasonably accommodate the needs and preferences of each resident.

Level of Harm - Minimal harm Based on observations, interviews, and record reviews, the facility failed to ensure a resident's call

or potential for actual harm light was within reach for 2 (Resident #1, (Resident #3) of 3 residents investigated for call lights.
Findings:Resident #1 Review of Resident #1's Minimum Data Set (MDS) with an Assessment

Residents Affected - Some Reference Date (ARD) of 04/30/2026 revealed Resident #1 had a Brief Interview Mental Status

(BIMS) Score of 14 which indicated Resident #1 was cognitively intact. Review of Resident #1's Care
Plan, dated 05/08/2026, with a goal date of 08/09/2026, revealed, in part, Resident #1's call light was
to be placed in Resident #1's reach. Observation on 06/01/2026 at 9:48AM, revealed Resident #1 was
lying in his bed, in his room with the call light on the floor out of Resident #1's reach. Observation on
06/01/2026 at 1:42PM revealed S6Receptionist brought Resident #1 to his room in a Geri-chair.
Observation further revealed Resident #1's call light was on the floor out of Resident #1's reach. In an
interview on 06/01/2026 at 1:45PM, Resident #1 indicated he was able to use the call light and the
call light was often out of his reach. Observation on 06/01/2026 at 4:04PM revealed Resident #1 was
sitting in his room in a Geri-chair with his call light approximately 4 feet away wrapped around the
positioning bar of Resident #1's bed. Observation on 06/01/2026 at 4:18PM with S7Certified Nursing
Assistant (CNA) revealed Resident #1 was sitting in his room in a Geri-chair with his call light
approximately 4 feet away wrapped around the bed's positioning bar. In an interview on 06/01/2026
at 4:20PM, S7CNA indicated Resident #1 could use the call light and the call light should've been
within his reach. Observation on 06/02/2026 at 8:36AM revealed Resident #1 was lying in bed with
the call light on the floor out of Resident #1's reach. Observation on 06/02/2026 at 8:48AM revealed
S4CNA entered Resident #1's room. Further observation revealed S4CNA exited Resident #1's room
without ensuring Resident #1's call light was within reach. Observation on 06/02/2026 at 9:10AM with
S4CNA revealed Resident #1 was lying in bed in his room with the call light on the floor out of
Resident #1's reach. In an interview on 06/02/2026 at 9:11AM, S4CNA indicated Resident #1's call
light should have been placed within Resident #1's reach and not on the floor. Observation on
06/02/2026 at 1:40PM revealed S6Receptionist brought Resident #1 to his room in a Geri-chair and
exited Resident #1's room without ensuring Resident #1's call light was within reach. Observation on
06/02/2026 2:07PM with S3CNA Supervisor revealed Resident #1 was sitting in a Geri-chair with his
call light approximately 3 feet away wrapped around the bed's positioning bar. In an interview on
06/02/2026 at 2:08PM, S3CNA Supervisor confirmed Resident #1's call light was out of Resident #1's
reach and it should not be. Resident #3Review of Resident #3's Care Plan, dated 03/17/2026, with a
goal date of 06/18/2026, revealed, in part, Resident #1's call light was to be placed in Resident #1's
reach.Observation on 06/01/2026 at 12:35PM revealed S8Licensed Practical Nurse entered Resident
#3's room where Resident #3 was lying in bed with the call light located on the floor underneath the
bed and was not within Resident #3's reach. Further observation revealed S8LPN exited Resident
#3's room without ensuring Resident #3's call light was within reach. Observation on 06/01/2026 at
12:42PM revealed S5CNA entered Resident #3's room where Resident #3 was lying in bed with the
call light located on the floor underneath the bed and was not within Resident #3's reach. Further
observation revealed S5CNA exited Resident #3's room without ensuring Resident #3's call light was
within reach. Observation on 06/01/2026 at 4:36PM revealed, Resident #3's call light was on the floor
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F 0558 underneath Resident #3's bed, out of Resident #3's reach. Observation on 06/01/2026 at 4:48PM
revealed SOCNA entered Resident #3's room where Resident #3 was lying in bed with the call light
Level of Harm - Minimal harm located on the floor underneath the bed and was not within Resident #3's reach. Further observation
or potential for actual harm revealed S9CNA exited Resident #3's room without ensuring Resident #3's call light was within reach.
In an interview on 06/01/2026 at 4:52PM, S9CNA indicated Resident #3 could use the call light, and
Residents Affected - Some Resident #3's call light should have been in the bed within reach. Observation on 06/01/2026 at 4:54

PM with S9CNA revealed Resident #3's call light was on the floor underneath the bed and was not
within Resident #3's reach. In an interview on 06/01/2026 at 4:55PM, S9CNA indicated Resident #3's
call light was out of Resident #3's reach. In an interview on 06/02/2026 at 2:10PM, S3Director of
Nursing indicated a resident's call lights should be within a resident's reach.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 195498 Page 2 of 2





