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Make sure that a working call system is available in each resident's  bathroom and bathing area.
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Based on interview and record review, the facility failed to ensure that one of three sampled resident's 
(Resident 3) call lights was functioning properly when Resident 3's call light did not light up outside his 
bedroom doorway when the call light button was pressed.This failure resulted in Resident 3 experiencing an 
episode incontinence and put Resident 3 at risk of fall or injury.A review of Resident 3's admission RECORD, 
indicated Resident 3 was admitted to the facility in 2025, with diagnoses which included Pneumonia (a lung 
infection) and lack of coordination.During an interview on 8/14/25, at 10:09 AM, with Family Member (FM)1, 
FM 1 stated Resident 3's call light was not working from Saturday 8/2/25 through Tuesday 8/5/25. FM 1 
further stated Resident 3 pressed his call light but the light above the door did not light up. FM 1 stated there 
was an incident where Resident 3 was incontinent (not able to hold urine) of urine and no one responded to 
his call light for assistance to the bathroom. FM 1 stated Resident 3 was unable to get up to go to the 
bathroom.A review of Resident 3's clinical document titled, Care Plan, dated 7/24/25, indicated, .Problem.
Potential for falls and injury due to unsteady gait.Approach.CALL LIGHT WITHIN REACH AND ANSWERED 
PROMPTLY.ENSURE RESIDENT UNDERSTANDS HOW TO USE CALL LIGHT.During an interview on 
8/14/25, at 1:08 PM, with Certified Nurse Assistant (CNA) 1, CNA 1 stated when a call light was broken the 
staff wrote an entry in the maintenance log. CNA 1 further stated if the call light broke on a weekend, 
maintenance waited until Monday to fix it. CNA 1 stated she was unaware of other options for the residents 
when the call light was not working. During a telephone interview on 8/15/25, at 10:28 AM, with Licensed 
Nurse (LN) 3, LN 3 stated when a call light was not working, she would check with maintenance. LN 3 further 
stated she was not sure if the facility had spare call lights or hand bells to provide for the residents when the 
call lights did not work.A review of a facility document titled, Maintenance Log, indicated, .8/2.Item Location.
[Resident 3's room]. Call Light Broken.8-4.Fixed. and .8/5.Item Location. [Resident 3's room].Call Light Broke.
8-5.Fixed .During an interview on 8/14/25, at 2:24 PM, with the Administrator (ADM), the ADM confirmed the 
call light had not been illuminating outside Resident 3's doorway. The ADM stated when Resident 3 pressed 
his call light, the panel by the nurse's station lit up. The ADM further stated Resident 3 was not provided a 
hand bell because the light was working at the panel even though it was not working outside Resident 3's 
room. During a telephone interview on 8/15/25, at 1:15 PM, with the Director of Maintenance (DOM), the 
DOM confirmed the call light outside room Resident 3's room had been broken. The DOM stated that the 
light would only show up at the panel near the nurse's station and not outside Resident 3's room. The DOM 
further stated when a call light was broken the staff placed an order in the electronic maintenance request 
system. The DOM stated the maintenance department received a work order for Resident 3's call light on 
8/3/25 and the light bulb was replaced on 8/4/25. The DOM stated the wrong bulb was used on 8/4/25 and it 
overheated and popped. The DOM further stated the correct bulb was placed on 8/5/25.A review of a facility 
policy titled, Call Light System, dated 3/5/02, indicated, .Each resident will be provided the means to 
communicate their immediate needs with the staff and provide the staff with a means to identify residents 
with immediate needs.Procedure.When resident activates call light, the light above resident's door will light 
as well as the corresponding light at the nurse's station. A staff member will respond promptly, and attend to 
resident's immediate need.If the call light system malfunctions, an alternative method such as individual bells 
will be initiated until the call light system is functioning again.
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