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

Level of Harm - Minimal harm 44454
or potential for actual harm
Based on observation and interview, the facility failed to ensure resident call lights were answered in a timely
Residents Affected - Few manner. This affected one (Resident #59) of one resident reviewed for call lights. The facility census was
106.

Findings include:

During an interview on 06/03/24 at 10:29 A.M., Resident #40 stated when she activated their call light, it took
a long time for staff to respond.

During an interview on 06/03/24 at 10:56 A.M., Resident #306 stated it sometimes took staff a long time to
answer his call light.

During an interview on 06/03/24 at 12:03 P.M., Resident #59 stated she activated her call light when she was
incontinent of urine and/or bowel and her call light was often not answered timely. Resident #59 stated she
would activate her call light button and staff would sometimes come into the room and turn it off without
providing assistance. Resident #59 stated she yelled for help at times when waiting a long time for
assistance.

During an observation on 06/03/24 beginning at 12:21 P.M., Resident #59's call light was activated. The
resident stated see, this is a perfect example, and stated a staff member had come into the room, turned the
call light off, and said they would be back. Resident #59 continued to yell hello repeatedly. At 12:56 P.M.,
Agency State tested Nurse Aide (STNA) #611 entered Resident #59's room. Resident #59 told STNA #611 a
staff member never came back to change her. STNA #511 stated she had just gotten to the facility and
would return to the room in a few minutes. At 1:08 P.M., Resident #59 stated aloud | cant believe it--it's been
an hour and they still haven't came in here. At 1:10 P.M., STNA #417 entered Resident #59's room while the
call light was activated to deliver a meal tray for the lunch meal. Resident #59 stated she did not want to eat.
STNA #417 stated no problem and returned the tray to the meal cart as the call light continued to be
activated.

During an observation on 06/03/24 at 1:11 P.M. an unidentified staff member delivered a meal tray to the
roommate of Resident #59. At that time, Resident #59 stated she had been waiting to be changed for an
hour. The staff member stated they did not know anything about that, turned the call light off, and exited the
room. Resident #59 continued to notify staff that she needed assistance. On 06/03/24 at approximately 1:15
P.M., the resident received assistance from a nurse.
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F 0558 During an interview following the observation, Resident #59 stated she refused her lunch because she was
so upset at having to wait to be changed.
Level of Harm - Minimal harm or

potential for actual harm During an interview on 06/03/24 at 1:28 P.M., Agency STNA #411 verified Resident #59's call light had been
on for quite a while. STNA #411 reported that when receiving report, Resident #59 had asked her to come
Residents Affected - Few into the room when she had a chance but did not specify what they needed. STNA #411 stated she then got

busy with assisting residents in getting up and delivering meal trays for the lunch meal.
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