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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

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 consent; and (4) Correctly install and maintain the bed rail.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record review, observation, and staff interview, it was determined that the facility failed to
assess residents for side rail use, review the risks and benefits of side rail use, and obtain informed
consent from the resident or responsible party for use of side rails for four of nine sampled residents.
(Resident 4, 36, 37, 38) Findings include: Clinical record review revealed that Resident 4 was admitted
to the facility on [DATE], with diagnoses that included arthritis and abnormalities of gait and
mobility. A Minimum Data Set assessment completed January 21, 2026, revealed that the resident had
no memory impairment and required moderate assistance of staff for bed mobility. On February 17,
2026, at 12:42 p.m., and 2:25 p.m., the resident was observed in bed with two side rails in the upright
position. There was no documented evidence to support that an assessment was completed for side
rail use, that the risk and benefits of side rail use were reviewed, or that informed consent was
obtained from the resident or resident's responsible party prior to the use of the side rails. Clinical
record review revealed that Resident 36 was admitted to the facility on [DATE], with diagnoses that
included a right hip fracture. Clinical record documentation indicated that Resident 36 had no memory
impairment and required supervisory assistance from staff for bed mobility. On February 17, 2026, at
2:22 p.m., and February 18, 2026, at 8:45 a.m., the resident was observed in bed with two side rails in
the upright position. There was no documented evidence to support that an assessment was
completed for side rail use or that the risk and benefits of side rail use were reviewed or that
informed consent was obtained from the resident or resident's responsible party prior to the use of
the side rails. Clinical record review revealed that Resident 37 was admitted to the facility on
[DATE], with diagnoses that included a right thigh fracture. Clinical record documentation indicated
that Resident 37 had no memory impairment and required supervisory assistance from staff for bed
mobility. On February 18, 2026, at 8:33 a.m., the resident was observed in bed with two side rails in
the upright position. There was no documented evidence to support that an assessment was
completed for side rail use or that the risk and benefits of side rail use were reviewed or that
informed consent was obtained from the resident or resident's responsible party prior to the use of
the side rails. Clinical record review revealed that Resident 38 was admitted to the facility on
[DATE], with diagnoses that included deconditioning. Clinical record documentation indicated that
Resident 38 had no memory impairment and was independent for bed mobility. On February 17, 2026,
at 2:24 p.m., and February 18, 2026, at 9:13 a.m., the resident was observed in bed with two side rails
in the upright position. There was no documented evidence to support that an assessment was
completed for side rail use or that the risk and benefits of side rail use was reviewed or that informed
consent were obtained from the resident or resident's responsible party prior to the use of the side
rails. In an interview on February 19, 2026, at 9:53 a.m., the Unit Manager confirmed there was no
documented evidence to support that attempts to use alternative bed mobility methods were used,
that the residents were assessed for bed rail use, and that informed consent discussing risks and
benefits of bed rail use was obtained from the resident or resident's representative prior to bed rail
use. 28 Pa 211.12(d)(1)(5) Nursing services.
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Level of Harm - Potential for
minimal harm

Residents Affected - Many

Provide the required documentation or notification related to the resident's needs, appeal rights, or
bed-hold policies.

Based on clinical record review and staff interview, it was determined the facility failed to notify the
resident's representative(s) of transfer(s), including the reasons for the moves, in writing upon
transfer for three of three residents who were transferred out of the facility (Residents 1, 5, and 29)
and the facility failed to provide copies of the written discharge notices to a representative of the
Office of the Long-Term Care Ombudsman for three of three residents who were discharged from the
facility. (Residents 2, 3, and 31)Findings include: Clinical record review revealed that Resident 1 was
transferred to the hospital on February 11, 2026, after a change in condition. There was no
documented evidence to support that the resident's responsible party or legal representative was
provided with written information regarding the transfer to the hospital.Clinical record review revealed
that Resident 5 was transferred to the hospital on December 5, 2025, after a change in condition.
There was no documented evidence to support that the resident's responsible party or legal
representative was provided with written information regarding the transfer to the hospital.Clinical
record review revealed that Resident 29 was transferred to the hospital on January 26, 2026, after a
change in condition. There was no documented evidence to support that the resident's responsible
party or legal representative was provided with written information regarding the transfer to the
hospital.Clinical record review revealed that Resident 2 was discharged from the facility on February
5, 2026. There was no documented evidence that the facility sent copies of the written discharge
notice to a representative of the Office of the State Long-Term Care Ombudsman.Clinical record
review revealed that Resident 3 was discharged from the facility on January 30, 2026. There was no
documented evidence that the facility sent copies of the written discharge notice to a representative
of the Office of the State Long-Term Care Ombudsman. Clinical record review revealed that Resident
31 was discharged from the facility on January 23, 2026. There was no documented evidence that the
facility sent copies of the written discharge notice to a representative of the Office of the State
Long-Term Care Ombudsman.In an interview on February 19, 2026, at 9:50 a.m., the Unit Manager
confirmed that the notification of transfers were not sent for the noted resident representatives and
that the written copies of the discharge notices were not sent to the Office of the State Long-Term
Care Ombudsman.28 Pa. Code 201.14(a) Responsibility of licensee.28 Pa. Code 201.18(b)(3)
Management.
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