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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
46582
Residents Affected - Some
Based on observation, record review, and interview, the facility failed to ensure informed consent was
obtained prior to the utilization of bed rails for two (#13 and #25) of two sampled residents reviewed for bed
rails.

The administrator identified 40 residents whose beds were equipped with a bed rail of any type.
Findings:

1. Res #13 had diagnoses which included dementia, abnormalities of gait and mobility, and muscle
weakness.

A physician order, dated 07/07/23, documented the resident could use assist handle to assist with turning or
repositioning.

An admission assessment, dated 07/13/23, documented the resident was severely impaired in cognition,
required extensive assistance with bed mobility, and had one fall with injury.

On 09/24/24 at 10:08 a.m., Res #13 was observed in their room with a family member present. Bilateral half
bed rails were observed on the upper half of the bed in the up position. Res #13's family member stated the
bed rails were used to aide in the turning and repositioning of Res #13.

There was no documentation of informed consent for bed rails found in the medical record. There was no
documentation of the utilization of bed rails found in the care plan.

2. Res #25 had diagnoses which included dementia, adult failure to thrive, and muscle weakness.

A quarterly assessment, dated 07/04/23, documented the resident was moderately impaired in cognition,
required extensive assistance with bed mobility, and had no falls.

A physician order, dated 07/18/23, documented the resident could use assist handle to assist with bed
mobility.
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F 0700 On 09/24/24 at 10:00 a.m., Res #25 was observed lying in bed. Bilateral half bed rails were observed on the

upper half of the bed in the up position. Res #25 stated the bed rails were used for turning from side to side
Level of Harm - Minimal harm or in the bed.

potential for actual harm

There was no documentation of informed consent for bed rails found in the medical record. There was no
Residents Affected - Some documentation of the utilization of bed rails found in the care plan.

On 09/25/24 at 8:46 a.m., the DON stated informed consents had not been documented for Res #13 and
Res #25 prior to the implementation of bed rails. They stated the utilization of bed rails as an assistive device
had not been documented in the residents' care plan. The DON stated the facility did not have a policy
specific to bed rails.

On 09/25/24 at 9:39 a.m., the administrator stated informed consent had not been obtained prior to the
implementation of bed rails. They stated the facility had no specific policy regarding bed rails at this time.
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