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Basic Level Cause Map - Start with simple Why questions.
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Patient asphyxiation, use of bed rails

RESIDENT ASPHYXIATION

January 26, 2013

?

Patient had dementia, impaired mobility, history
of falls

Cold Spring, Minnesota

Nursing home

Bed rail/ grab bar

use of bed rails without assessment

A nursing home resident died of positional asphyxiation after her neck

Cause Map
Nursing home cited for neglect for

became trapped between her bed's mattress and a bed rail. An
assessment to determine whether the use of the bedrail was appropriate
had not been performed.

Prevent resident falls from bed

Resident death

No assessment for use of bed rails

N/A

Cited for neglect by state Health Department

Use of restraints prohibited by CMS & TJC

FDA has received 901 reports of patients caught
in bed rails; 531 resulted in death

Basic Cause-and-Effect

"As a result of this death, we want all health settings where

bed rails are used to take immediate steps to make sure they
are following the correct guidelines around bed rails, grab
bars and other devices."
- Commissioner of Health Dr. Ed Ehlinger

Cause Mapping is a Root Cause Analysis method that captures basic
cause-and-effectrelationships supported with evidence.
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More Detailed Cause Map - Add detail as information becomes available.

There is a known risk of suffocation or strangulation
when using bed rails as a restraint, rather than an aid for
cognitively able, mobile nursing home residents or

Resident death

A

Resident neck
trapped between
bed rail,
mattress

More Detailed Cause-and-Effect

A nursing home's goals include ensuring residents' safety, employees' safety, residents' quality of life,
and compliance with regulatory and other accrediting agencies. In this case, the resident safety goal
was impacted because of the resident death. The resident quality of life was impacted because there
was no assessment performed to ensure the use of bed rails was appropriate. Because that
assessment was not performed, the facility was fined by the state Health Department. Additionally, the
compliance goal was impacted because both the Centers for Medicare and Medicaid (CMS) and The
Joint Commission prohibit the use of bed rails when used as restraints.

Beginning with an impacted goal, asking "Why" questions aids in developing the cause-and-effect
relationships that resulted in the impact to the goal. In this case, the resident death was caused by
positional asphyxiation because the resident's neck was caught between her bed rail and mattress.
The asphyxiation also resulted from the resident not being found immediately. In this case, there were
forty minutes between the last nursing check and when the resident was discovered.

The resident's neck was caught because of she was unable to free herself due to limited mobility and
dementia and due to the use of bed rails. In this case, as previously noted, an assessment to
determine whether the use of the bed rail was appropriate had not been performed. Presumably the
bed rail was used because of the resident's history of falls. Despite research that the risks outweigh the
benefits when using bed rails as restraints (as opposed to mobility aids for residents who are
cognitively and physically able), the FDA has stopped short of requiring a safety label on bed rails.

@ Solutions

The nursing home involved in this incident has provided an approved plan to reduce the risks of this type of incident recurring. It is also hoped
that providing information about these types of incidents will reduce the inappropriate use of bed rails as restraints, increasing nursing home
resident and hospital patient safety.
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