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F 0700 Try different approaches before using a bed rail. If a bed rail is needed, the facility must (1) assess a
resident for safety risk; (2) review these risks and benefits with the resident/representative; (3) get informed
Level of Harm - Minimal harm consent; and (4) Correctly install and maintain the bed rail.

or potential for actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48300
Residents Affected - Few
Based on observation, interview, and document review, the facility failed to ensure side rails were
comprehensively assessed to determine if they were appropriate and safe, discuss the risks and benefits,
and obtain informed consent prior to use of bed rails for 2 of 3 residents (R2, R3) who were observed to have
side rails raised on their beds.

Findings include:

R2's admission Minimum Data Set (MDS) dated [DATE] indicated intact R2 had cognition. Diagnoses
included repeated falls, and type 2 diabetes with foot ulcer. R2 was independent with bed mobility and
required substantial staff assistance for transfers.

R2's care plan dated 1/10/25 indicated R2 required assistance with bed mobility, and was transferred with
assist of two staff members and a mechanical standing lift. R2's care plan lacked information about bed rails.

R2's electronic medical record (EMR) lacked evidence a side rail assessment had been completed to
determine necessity, and whether R2 could safely use side rails. Additionally, R2's EMR lacked evidence the
resident or representative was educated on the risk of having a side rail on the bed, and/or a consent form
was completed.

On 2/7/25 at 3:41 p.m., R2 was observed lying in his bed with 1/4 side rails raised on both sides of the bed.
R2 stated he did not remember if anyone asked him if he wanted to use the side rails, or went over the risks
of having side rails on the bed.

On 2/10/25 at 10:00 a.m., licensed practical nurse (LPN)-A stated the nurse should do an assessment before
a resident uses side rails. LPN-A confirmed the side rails were up on R2's bed, and R2's EMR lacked the
assessment for side rails.

R3's quarterly MDS dated [DATE] indicated R3 had intact cognition. Diagnoses included lumbar fracture and
muscle weakness. R3 was dependent on staff for bed mobility and transfers.

R3's care plan dated 11/25/24 indicated R3 was totally dependent on assist of two staff members for bed
mobility and transfers. R3's care plan lacked information about bed rails.

(continued on next page)
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F 0700 R3's EMR lacked evidence a side rail assessment had been completed to determine necessity and whether
R3 could safely use side rails. Additionally, R3's EMR lacked evidence the resident or representative was
Level of Harm - Minimal harm or educated on the risk of having a side rail on the bed and/or a consent form was completed.

potential for actual harm
On 2/7/25 at 4:37 p.m., R3 was observed lying in his bed with raised oblong bilateral assist bars. R3 stated
Residents Affected - Few he remembered a staff person asked him if he wanted to use the assist bars, but could not recall if he was
informed about the risks.

On 2/10/25 at 10:56 a.m., LPN-B stated if a resident requested an assist bar, she would notify the nurse
manager. LPN-B confirmed R3's bed had assist bars attached, and R3's EMR lacked the assessment for a
bed mobility device.

On 2/10/25 at 3:52 p.m., director of nursing (DON) stated a nurse needed to complete the bed mobility
device assessment prior to a resident utilizing a side rail or assist bar. The assessment was needed to deem
the resident safe and appropriate to use the side rail or assist bar, and to ensure the side rail or assist bar
was not utilized as a restraint.

A side rail policy was requested but not provided.
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