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The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or convenience, and not required fo
treat the resident's medical symptoms.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interviews, the facility failed to identify the use of
full fength side rails as a restraint for 1 of 1
sampled residents {Resident #5) observed for
restraints. The findings include:

Resident #5 was admitted {o the facility on
8/27/10 with diagnoses inciuding Advanced
Senile Dementia with Behaviors, Osteoporosis,
Osteoarthritis, History of Dizziness and Restless
Leg Syndrome.

Review of the most current Minimum Data Set
{MDS) Summary, dated 12/6/10, identified
Resident #5 as moderately impaired cognitively,
able to move independently in bed and as
needing help in fransferring from the bed to the
chair. Resident #5 was identified as being
unsteady moving from a seated {o standing
position and unsteady transferring from bed and
chair fo the wheelchalr. Resident #5 was also
identified as having no impairment with upper or
lower extremity range of motion. Resident #5 was
identified as having no falls since admission and
as not having any type of restraint.

Review of the most recent Resident Assessment
Protocol (RAP) Summary, dated 9/7/10, did not
trigger in the area of Physical Restraints.

Family reguested full
bedrails due to history
of falls.

As a result of the
defecient finding on
3/2/11 the full side rails
were discontinued and 4
enabler rails were
installed. Family was
notified and understood
situation. Orders were
corrected on chart per

MD order.

There are no full side.
rails currently available
in facility.

Ongoing education on
restraint free facility
practices, {source, Health
Quality Institute).

With use of enabler rails
the resident has tolerated
well without incident.

Quarterly QA meetings will
continue to address Risk
Management which includes
restraints.
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Review of.the mt_)st recen_t Care Plan, dated with full rails under
12/9/10, did not list restraints as an area of

restraint section of
concern. MDS on 3/3/11.

Review of the Physician * s Orders, dated 8/31/10,
documented that Resident #5 was to have
Enabler Rails (half rails) up x 4 for positioning,
safety and comfort.

Review of the Physician * s Orders, dated 3/2/10,
documented to discontinue bed with full rails and
change bed to bed with Enablers x 4.

Review of the Nursing Noted dated 1/6/11
documented that Resident #5 had " Enablers up
x 4- L}

Review of the Nursing Notes dated 2/22/11
documented that Resident #5 " has been
anxious/restless *, " pulled sheet off in bed,
attempted to crawl over side rails, "

During an observation on 3/2/11 at 9:.00AM,
Resident #5 was observed to be sleeping in her
bed with full length side rails up on both sides of
the bed.

During an observation on 3/2/11 at 1:39PM,
Resident #5 was observed to be in her recliner
next to the bed moving her legs back and forth
from side to side over the chair. The full length
side rails on her hed were observed to be up on
both sides.

Buring an observation on 3/3/11 at 0:10AM,
Resident #5 ' s full length side rails were
observed to be off of her bed and 4 Enabler rails
{half rails) were observed to be on the hed.
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During an interview with Nurse #1 on 3/3/11 at
9:05AM, she stated that the entry dated 1/6/11
was incorrect. She stated that the majority of
resident ' s have Enablers x 4 and out of habit
she wrote this. She stated that Resident #5 did
not have Enablers on her bed, but had full side
rails.

During an interview with NA #1 on 3/3/11 at
9:10AM she stated that when Resident #5 had
been admitted she did have Enablers x 4 up on
the bed but the family requested full side rails and
the rails were changed. She stated she did not
know an exact date the full side rails were put on
the bed.

During an interview with Nurse #2 on 3/2/11 at
3:30PM, she stated that Resident #5 had
Enablers up x 4. She was unaware that full
length side rails had been placed on the bed.

Buring an interview with Nurse #2 on 3/2/11 at
3:50PM, she stated that she had checked with the
Director and the side rails had been changed to
full length side ralls per family request. She stated
that Resident #5 is able to move around in her
bed and if she wanted to get out of bed she could
have gone io the end of the bed and climbed out.

During an interview with the Director of Nursing
on 3/2/11 at 4,45PM, she stated that she was
unaware that the facllity had a choice becatise the
family had requested full side rails. She stated
that the resident does have an alarm on hut other
least restrictive options had not been atiempted.
She stated that the family member would be
contacted and the fuli side rails would be
removed today.
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During an interview with Nurse #2 on 3/3/11 at
9:15AM, she stated that when Resident #5 had
been admitted she had Enablers x 4 (half rails)
and at some point these were changed to full
length side rails. She stated thaf she was
unaware of the change and if she had known she
would have questioned why the resident had full
rails.

Curing an interview on 3/3/11 at 9;50AM with the
Director of Engineering, he stated that he did not
know who changed the bed raiis to full rails or
when the change occurred.

During an interview with the Administrator on
3/3/11 at 2:45PM, she stated that the staff was
following one of the facility * s goals, which is
customer satisfaction. She stated the family
wanted full rails and they did what the family
wanted. She stated she could see why the use of
full rails could pose a problem and the rails had
been removed.
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K 062 ] NFPA 101 LIFE SAFETY CODE STANDARD K062 A resistor, found to bhe
88=E bad, was replaced., In
Required automatic sprinkler systems are . addition to the resgistor,
continuously maintained In rellable operating a loose connection was
pericdically.  19.7.6, 4.6.12, NFPA 13, NFPA The system was tested
25,9.7.5 and was operating Sl&,il;m}

correctly,

This STANDARD is not met as evidenced by:

Based on the observations and staff interview
during the tour on 5/4/2011 the audible and
visual afert for the sprinkler riser did not send a
signal to the fire alarm control panel when tested
during the survey.

CFRi#: 42 CFR 483.70 (a)

LABORATORY Bl_f';’BB R PROQVIDER/ISUPPLIER REPRESENTATIVE'S SIGNATURE THLE {X6} DATE
rs
i
e Sl LA E 03/

-2y

Any defif:ﬁnoy stalemenl en‘ﬁ;g with an haf{sk {(*) denoles a deficlency which the Institution may be excused from correcting providing il is de/armined that
other safaguards provide sufficient protection o the patients, (See Instructions.) Except for nursing homes, the findings stated above are disclosable S0 days
following the date of survey whether or not a plan of corraction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dats these documents are made avallabls to the facllity. If deficlenciss are cited, an approved plan of correction Is requisite to continued
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