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' o , , 1. Corrective action has been
. The nurses’ stafion must be equipped fo receive i lished F th deficient :
resident calls through a communication system I accomplishe or € ehicient

 from resident rooms; and toilet and bathing ; © practice in regards to facility failed ;
* facilities. to provide a functioning call system. |

’ Resident #4 was noted to have a%
nonfunctioning call system on |
|
i

| This REQUIREMENT is not met as evidenced

; by:

| Based on observation and interviews, the facility :

, failed to ensure a functioning call system using :

 visual and/or audible signals for 1 { room 104) of

| 30 rooms assessed for a functioning system. |
!

+ 1 01/02/14. Resident #4 call system !
was repaired to functioning condition |

on 01/02/14

2. All residents have the potential to '
, be affected by the same alleged |
 On 112114 at 1:40 PM, the cail lights for rooms : . deficiency. ~ The  Maintenance |
© 101 through 130 (unit 1) were assessed for either . Director completed an audit on all |
" visual or auditory function, Room 104 was f resident rooms to verify properly %

i
- \ |
| discovered with no visual or auditory function in T
| 4 . 4
the room and no visual function when the i i functioning call bells on 01/06/14.°

" Findings included:

pathroom call system was tested. Al call bells were found to be in;
’ . working order. ‘
T On 1/2/14 at 2:15 PM, the maintenance :

. supervisor stated was not aware that the visual ; i 3 Th :
. , - 3. e systemic changes that have
. signal did not work for room 104 or the bathroom ' ; y &

i been put into place to ensure the

. to room 104. He stated a pari of the call system ] ; .
. deficient practice will not occur

was recently replaced for nursing unit 1 and he ot
i thought the visual and auditory function had been i include: Unit Managers and Nurse
i Supervisors will monitor call bell .

|

!
_ i
: restored. L
! ! | system daily for proper functioning |
|
|
i

|
%
|
i

On 1/2/14 at 2:40 PM, the administrator stated his . Y .
until  100% compliance achieved,

expectation that the system be functional and . - 4
Tight be replaced for room 104 immediately. then monthly until 100% compliance -
' achieved, and then quarterly"

*On 112/14 at 3:21 PM, NA #1 stated she was not | thereafter by the QA nurse.

} aware that the call light was not working outside
| room 104, She stated the resident # 4 was
| capable of using her call light with her
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" non-paralyzed hand but she had not voiced any | using a quality assurance tool fo

' complaints about it not working.
i

‘ On 1/2114 at 4:55 PM, the resident #4 stated she
, was not aware of any problems with the call

i system. The call system was again tesled at this

[ . .
: {ime and found to have no visual function.

“ On 1/2/14 at 5:10 PM, the unit manager (UM)

‘ confirmed resident #4 was capable of using her
" call light and she was unaware that the light was
" not werking outside room 104. The UM stated

. she would let the maintenance supervisor Know
. about the needed repair,

 On 1/2/14 at 5:30 PM, the administrator stated he
! would have expected the light to have been
i repaired with it was discovered non-functional.
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i
|
|
|
|

;

ensure proper functioning of the call
bell system. Unit Managers and
Nurse Supervisors will monitor call
bell system daily for proper
functioning until 100% compliance
achieved, then monthly until 100%
compliance achieved, and then
quarterly thereafier by the QA nurse.
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