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Reasonably accommodate the needs and preferences of each resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure the resident had the right to
reside and receive services in the facility with reasonable accommodation of resident needs and
preferences except when to do so would endanger the health or safety of the resident or other
residents for 1 of 3 residents (Resident #1), reviewed for a call light system. The facility failed to
ensure Resident #1 could reach or trigger the call light installed near her bed when she fell on
3/11/26. This failure could place residents at risk of not receiving timely care and nursing
interventions; and could result in falls, injuries, a diminished quality of life, and incontinent
episodes.The findings include: Record review of Resident #1s face sheet, dated 3/13/26, reflected an
80 -year-old female who was readmitted to the facility on [DATE]. Resident #1 had diagnoses which
included sepsis (toxic response to an infection), unspecified organism (at admissions), diabetes (high
blood sugar), dementia (decline in mental ability) , hypertension (blood force against an artery is high),
and cognitive deficits. The RP was listed as: a Guardian. Record review of Resident #1's significant
change MDS, dated [DATE], reflected a BIMS score of 02, indicative of severe impairment in
cognition. The resident was incontinent of bowel and had a Foley catheter. Resident #1 was
dependent on transfer and mobility. The resident was impaired on upper and lower range of motion.
Record review of Resident #1's fall assessment, dated 3/11/26 at 9:30 PM, by LVN A, reflected:
history of falls; disoriented, neurological checks done and x-ray results were negative. The fall
assessment also reflected that the resident had an unwitnessed fall on 3/11/26 at 9:30 PM, in her
room; resident fell to the left side of the bed near the wall; sustained some scratches to the right side
of the face. Record review of Resident #1s fall risk score, dated 3/11/26, reflected a score 11 (High).
Record review of Resident #1 's x-ray of skull, cervical spine, and right humerus (long bone in the
upper arm), dated 3/12/26, reflected no fractures. Record review of Resident #1's, undated, care plan
reflected a goal of fall prevention with interventions that included: low bed, call light in reach, clutter
free room, call hospice, monitor for risk of falls, and appropriate footwear. After resident experienced
a fall on 3/11/26 new interventions included: scoop mattress, floor mats both side of bed, and
wedges/bolsters to the bed. Record review of Resident #1's court order, dated 12/19/2025, reflected
a temporary Guardian who was assigned to the resident. Observation and interview on 3/13/26 at
4:01 PM, revealed Resident #1 was in bed with a doll present. The door was closed. Floor mats were
on both sides of the bed, scooped pressure release mattress with bolsters on both sides present.
Observation further revealed small abrasion to right side of face. The call light was a pressure call
bulb light; but the resident could not activate due to upper body impairment. The resident spoke in a
faint voice. The resident was alert and oriented to herself. The call light was in reach; tied to the left
side of the resident's night gown near the left arm. The resident's arms were crossed away from the
call light. The resident stated she fell to her right side but did not know the details. Resident #1 said, I
fell Tuesday [actual fall was Wednesday] .no pain and do not know why. Resident stated she would
ask for help to prevent future falls, but she could not reach or push the call light.Observation on
3/15/26 at 9:30 AM of Resident #1's room revealed the door was open. Resident #1's room was
located 3 rooms away from the nurse station which would make it difficult for staff to hear the
(continued on next page)
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resident's faint voice in the event the resident fell and was unable to use the assigned call light.
During an interview on 3/13/26 at 4:32 PM, the Rehab Director stated in the past the resident had a
regular call light and was using it effectively and then changed to a pressure call light. The Rehab
Director stated the resident declined in the ability to use the regular call light. The Rehab Director
stated the resident was weak and preferred to stay in bed. The Rehab Director stated she was not
aware the resident was unable to use the squeeze pad requiring palm or pressure dexterity. The
Rehab Director stated to her knowledge the facility had not tried or trained the resident in the use of
pressure pad neck range of motion or another adoptive device. During an observation and interview on
3/13/26 at 4:45 PM with the Rehab Director, revealed Resident #1 was unable to locate the bulb call
light and when the bulb call light was placed on the resident's right hand, by the Rehab Director, the
resident was unable to trigger the call light. The resident only smiled when told to find the call light.
When instructed by the Rehab Director to trigger the call light the resident was unable, on command,
to initiate and follow through on the call light. The Rehab Director stated the facility needed to explore
other options such as an adaptive call light because the resident had declined cognitively. The Rehab
Director had no explanation for the facility for not exploring another adaptive call light. The Rehab
Director stated the resident could experience a fall in the future because the resident could wiggle in
her bed. The Rehab Director stated for the resident's safety the facility could explore another
adoptive device or re-train the resident on the use of pressure release call lights. During an interview
on 3/15/26 at 9:01 AM, the ADON stated the timeline of Resident #1's fall on 3/11/26 was:Nurse Note
dated 3/11/26 at 9:20 PM authored by LVN A stated resident was given a Tylenol-codeine pain pill;
nothing mentioned about the call light.Nurse Note dated 3/11/26 at 9:30 PM authored by LVN A
revealed: the nurse entered the room to administer Resident #1's night medications and found resident
on floor next to the bed and wall (left side of bed and left side of location of catheter). The bed was in
a low position and call light in reach but call light was off. Head to toe assessment was done; no
injuries noted. Vitals within normal limits. Resident was assisted by Hoyer back to her bed.
Medications were administered. The resident was unable to provide clear explanation for the fall. MD,
hospice, and guardian were notified. Neurological checks were started.3/12/26 at 8:12 AM order by
hospice for multiple x-rays (cervical spine, right arm and skull). [ADON attempt to show the fall was
without major injury]3/12/27 at 9:40 AM x-rays were all negative. Neurological checks continued.The
ADON stated the preventative measure prior to the fall included low bed, wedges on bed and every
2-hour rounding for repositioning. After the fall, the ADON stated new preventative measures included:
scoop mattress and floor mats on both sides of bed. The ADON stated he was not aware the resident
could not trigger the call light. During an interview on 3/15/26 at 9:53 AM, LVN A stated the same
information found in her progress note, dated 3/11/26. LVN A stated Resident #1 could not trigger her
call light and needed to move her hand to trigger. LVN A stated on the date and time of the fall the
resident did not trigger the call light. LVN A stated the roommate did not have the capacity to call for
help for the resident and it was coincidental she found the resident when making rounds to administer
the night medications. LVN A stated at the time of the fall there were floor mats and the mattress had
wedges and was scooped. LVN A stated the resident was provided no explanation for the fall. LVN A
stated the resident was able to wiggle out of the bed at the time of fall on 3/11/26. LVN A stated the
new intervention included frequent rounds. LVN A stated Resident #1 could benefit for safety reasons
with a roommate who was alert and oriented. LVN A added Resident #1 could be moved to a room
closer to the nurse station so nurses could see the resident more frequently. During an interview on
3/15/26 at 10:16 AM, LVN B stated she was aware the resident fell on 3/11/26 at night. LVN B
stated preventative measures included: 1-2 hours rounding, floor mats in place, and assessments.
LVN B stated the resident could still wiggle in her bed which was intermittent. LVN B stated the
resident was able to trigger the call light and there was no need for further accommodations. During
an interview on 3/15/26 at 10:29 AM, CNA C stated she had been working with Resident #1 for about
one year. CNA C stated she heard about the resident's fall on 3/11/26; fall out of bed. CNA C stated
(continued on next page)
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the resident moved in her bed and could wiggle. CNA C stated fall preventative measures in place now
included floor mats, wedges, scoop mattresses, and more frequent rounding. CNA C stated Resident
#1 cannot push the call light with her hand. During an interview on 3/15/26 at 10:39 PM, the DON
stated preventative measures in place prior to the residents fall on 3/11/26 at night included:
increase in rounds, bed in lowest position, and call light in reach. After the fall, new measures
included floor mats, scoop mattresses, and wedge to the bed and more frequent rounds. The DON
stated the resident was re-educated on the use of the bulb light. The DON stated depending on the
day and time, the resident could trigger the call light and at other times could not activate the call
light. The DON stated the resident's door should have been opened unless care was being given. The
DON stated the facility would investigate other accommodations for the times the resident could not
trigger the call light. During an interview on 3/15/26 at 12:30 PM, the Administrator stated after the
fall on 3/11/26, new preventive measures put in place included floor mats, scoop mattress and
increased monitoring. The Administrator stated the facility was doing the right thing to prevent falls
and would explore other measures to increase safety. Observation and interview on 3/15/26 at 12:40
PM, the Administrator and the state surveyor made a visit to Resident #1's room. The resident was
alert and oriented to person. The resident was being fed her noon meal by a CNA. The Administrator
directed the resident to locate the call light, and the resident was unable to find the call light situated
near her bed. The resident stated she was fine and smiled. The resident showed signs of discomfort
and frustration when she was unable to locate the call light; and the interview was ended by the state
surveyor. Record review of the facility's, undated, Fall Policy read: .Preventing falls requires an
interdisciplinary program that focuses on modifying the extrinsic factors, correcting intrinsic factors,
and educating the resident and family.Environmental.Position call bells within reach.Respond timely
to call bells. Record review of the facility's, undated, Resident Rights policy, read: .The resident has a
right to a dignified existence, self-determination, and communication with and access to persons and
services inside and outside the facility. Record review of facility's policies reflected the facility had
no policy on the call light system.
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