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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Provide appropriate treatment and care according to orders, resident?s preferences and goals.

Based on observation, interview, and record review, the facility failed to ensure fall risk care plan
interventions were implemented for two out of two sampled residents (Residents 1 and 2) who were
at risk for falls, when their call lights were not within reach.This deficient practice had the potential
to result in falls, injury, and harm to the residents.1.A review of Resident 1's admission record,
undated, indicated Resident 1 had diagnoses that included compression fracture of the vertebra (a
break in a vertebra - a bone in the spine, which may be caused by a fall or accident), and repeated
falls.During an observation on 3/16/26 at 11:55 a.m. in Resident 1' room, Resident 1 was observed
from the hallway. Resident 1 stood up from her bed, grabbed her walker, held onto it, and went to the
bathroom unassisted. Resident 1 appeared unsteady on her feet.During concurrent observation and
interview on 3/16/26 at 12:03 p.m. in Resident 1's room, Certified Nursing Assistant (CNA) 1 stated
Resident 1 needed staff assistance to the bathroom as she was at risk of falling. She stated
sometimes Resident 1 was steady and sometimes she was not. CNA 1 stated CNA 2 was Resident 1's
assigned CNA was on lunch break and would be back soon. CNA 1 stated she would go and assist
Resident 1. CNA 1 assisted Resident 1 back to her bed. Resident 1 was now lying in bed, alert. CNA 1
stated Resident 1 was hard of hearing. Resident 1 stated she could hear better in her left ear. CNA 1
then spoke to her in her left ear. CNA 1 stated Resident 1 was supposed to call for assistance. When
asked for her call light, Resident did not understand or hear well. CNA searched for Resident 1's call
light and she found Resident 1's call light on the floor somewhere behind Resident 1's nightstand. The
nightstand was not very close to Resident 1's bed. CNA 1 then pinned the call light to Resident 1's
bed, showed it to her and instructed her how to use it, then Resident 1 pressed the call light
button.During an interview on 3/16/26 at 12:40 p.m. with CNA 1, CNA 1 stated the call light should be
attached, snapped on the pillow or bed, or blanket where the residents can reach it.During an
interview on 3/16/26 at 1:55 p.m. with CNA 1, CNA 1 stated the call light should be next to the
residents because it is a means of communication to call staff.A review of Resident 1's care plan
initiated 2/1/26 indicated, Risk for falls, fall related injury secondary to Gait/bal (balance), cognitive
problem, unaware of safety. with interventions including, Be sure the resident's call light is within
reach and encourage the resident to use it for assistance as needed.2. A review of Resident 2's
admission record, undated, indicated Resident 2 had diagnoses that include seizures, and benign
prostatic hyperplasia (a condition in which the prostate gland grows larger than normal, but the
growth is not caused by cancer) with lower urinary tract symptoms.During a concurrent observation
and interview on 3/16/26 at 12:20 p.m. in Resident 2's room, Resident 2 was lying on his bed,
sleeping. CNA 3 stated Resident 2 is a fall risk and he had a weak right side. When asked, CNA 2
stated Resident 2 had not called today. When asked about Resident 2's call light, CNA 3 looked around
for it and found it on the floor, picked it up, and attached it to Resident 2's pillow. CNA 3 stated the
call light was not supposed to be on the floor. She stated the call light needs to be reachable by the
resident so that he can call if he needs anything. When asked, CNA 3 stated in her last round, she did
not check if Resident 2's call light was within reach. CNA 3 stated the call light should be attached,
snapped in the pillow or bed, blanket where they can reach it.During an interview on 3/16/26 at 2:18
p.m. with CNA 3, CNA 3 stated it is important to have the call light within residents' reach in case
(continued on next page)
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they need help.for safety, to prevent falls or accidents.During a review of Resident 2's progress note
(PN) dated 2/18/26, the PN indicated Resident 2 had an unwitnessed fall in his room. The PN
indicated, reason for fall: resident was self-transferring from bed to his wheelchair.During a review of
Resident 2's care plan dated and initiated on 2/18/26 it indicated: Risk for injury: Fall occurred. Goal -
Resident will be free of further falls.During an interview on 3/16/26 at 3:05 p.m. with Licensed
vocational nurse (LVN) 1, LVN 1 stated call lights should be within arm's reach of the resident. During
an interview on 3/16/26 at 3:20 p.m. with the Director of Nursing (DON), DON stated the call lights
should always be close to the residents at all times and should be at arm's reach of the resident per
their preference whether they want it pinned on the bed or pillow. During an interview on 3/16/26 at 5
p.m. DON stated as she stated before, the call light should be within reach of the residents all the
time considering their preference as long as it is reachable for the resident. DON acknowledged it
should not be on the floor.During a review of the facility's policy and procedure (P&P) titled, Call
System, Residents, dated September 2022, the P&P indicated, Each resident is provided with a means
to call staff directly for assistance from his/her bed, from toileting/bathing facilities and from the
floor.During a review of the facility's P&P titled, Fall and Fall Risk, Managing, revised March 2018, the
P&P indicated, Based on previous evaluations and current data, the staff will identify interventions
related to the resident's specific risks and causes to prevent the resident from falling and to minimize
complications.
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