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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure that call light was accessible for two of 
the three sampled residents (Resident 2 and 3), when Resident 2's call light was observed to be placed on 
the side of the bed, above the pillow, and beyond Resident 2's reach, while Resident 3's call light was found 
to be wrapped around the right bedrail, which was also out of Resident 3's reach.This failure had the 
potential to hinder Residents 2 and 3 from seeking help, when necessary, thereby elevating the risk of 
unaddressed care requirements and potential harm.During a review of Resident 2's face sheet (contains 
demographic and medical information) indicated Resident 2 was admitted to the facility on [DATE], with 
diagnoses that included fracture of unspecified part of neck of right femur (thigh bone), difficulty in walking. 
During a review of Resident 3's face sheet (contains demographic and medical information) indicated 
Resident 3 was admitted to the facility on [DATE], with diagnoses that included hemiplegia and hemiparesis 
(Hemiplegia is the complete paralysis of one side of the body, while hemiparesis is a milder weakness on 
one side) following cerebral infarction (a stroke) affecting right dominant side. During a concurrent 
observation and interview on November 18, 2025, at 11:47 AM, with Resident 2 in her room, when asked 
about the location of her call light, she indicated that she was unsure of where it was. It was noted that the 
call light was situated on the side of the bed, above her pillow, and was beyond her reach. During an 
interview on November 18, 2025, at 11:50 AM, with the Licensed Vocational Nurse (LVN 1), in Resident 2's 
room, LVN 1 indicated that Resident 2 is not under her care and verified that the call light is out of Resident 
2's reach. She then placed the call light in Resident 2's hand and instructed Resident 2 to press the button 
on the call light whenever assistance is required. During a concurrent observation and interview on 
November 18, 2025, at 11:53 AM, with the Certified Nursing Assistant (CNA 1), in Resident 2's room, CNA 1 
reported the last time she checked on Resident 2 was 30 minutes prior to her lunch break. However, she did 
not verify whether the call light was within Resident 2's reach. She stated that according to facility policy, she 
is required to check Resident 2's call light each time she enters the room, and to ensure the call light is 
accessible. During a concurrent observation and interview on November 18, 2025, at 12:00 PM, with 
Resident 3 in her room, Resident 3 was sitting on the right side of the bed close to the edge. Resident 3 
stated she does not know where her call light is. During a concurrent observation and interview on November 
18, 2025, at 12:03 PM, with CNA 1, in Resident 3's room, CNA 1 stated she is also responsible for Resident 
3 and the last time she checked on Resident 3 was 30 minutes prior to her break. She further mentioned she 
did not verify the location of Resident 3's call light during her last check because she believed it had been 
removed by maintenance. Subsequently, CNA 1 searched for the call light and discovered it was wrapped 
around the right bedrail. The bed was lowered, causing the call light to hang down and touch the floor, 
making it unreachable for Resident 3. CNA 1 acknowledged she was not adhering to the policy by failing to 
ensure the call light was accessible to Resident 3. During an interview on November 18, 2025, at 12:08 PM, 
with the Maintenance (M1), in Resident 3's room, M1 indicated that the call light should not be encircled 
around the bedrail. M1 further stated the nursing staff must ensure the call light is accessible to Resident 3. 
He also mentioned that if a clip is required to secure the call light, the nursing staff should inform him. During 
an interview on November 18, 2025, at 12:41 PM, with the Minimum Data Set Nurse (MDS 1), in the 
conference room, MDS 1 stated that the policy requires the call light to be within reach. The call light is 
clipped onto the resident's gown, particularly for residents who exhibit weakness on either side. In this 
instance, Resident 3 has weakness on the right side, and the call light was secured around the right rail, 
rendering it out of Resident 3's reach. During a concurrent record review and interview on November 11, 
2025, at 1:37 PM, with MDS 1, the facility's policy and procedure (P&P) titled, Call light dated September 
2022, the P&P indicated, .5. Ensure that the call light is accessible to the resident when in bed, from the 
toilet, from the shower or bathroom facility and from the floor. MDS 1 confirmed that this is indeed their policy.
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