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Initial Comments.

A re-visit to a re-certification survey was
conducted at Home Sweet Home ALF on

. A deficiency was found uncorrected
and no new deficiencies were identified at the
time of the survey.

59A-36.007(8) PHYSICAL

(8) PHYSICAL . Residents for

whom a physician has prescribed a physical
must have a written care plan for the use

of the physicat . The care plan must be

developed within 14 days of the device being

prescribed, and prior to use on the resident.

{a) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

to have the apptied each day; and,

3. In what manner and frequency staff will

maonitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of . , or decline in mobility or

function refated to the use of the prescribed

(b} Facility staff must ensure that the device is
applied appropriately and safely.

{c} The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
record. {f the resident's abifity to independently
remove or avoid the device fluctuates, the device
must be considered a physical and all
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, review and interview the
facility failed to have documentation of a physical
restrain plan of care for the use of bedrails for
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one out of five sampled residents {Resident #3)
Findings.

Observation on at 9:00 am showed
Resident #3 in bed with half bedrails,

Acreview of Resident #3's health assessment of
showed special precautions for

Further review of Resident #3's record showed a
physician’s order for haif bedrails dated

Interviewed on at 10:55 am Staff B
stated, "You don't know how many times | have
cailed to ask for it!"

Interviewed on at 11:05 am Staff B
stated that she would call again to request
Resident #3's physical restrain plan of care for
half bed rails.
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