
Case Study 4: Unauthorized Installation of Assistive Device by Resident’s Family 

Resident Name: Helen Chambers 
DOB: 03/12/1942 
Admission Date: 01/05/2024 
Facility: Willow Bend Assisted Living – Junction City, KS 
Diagnosis: Osteoporosis, History of Falls, Mild Cognitive Impairment 
Responsible Party: Lisa Chambers (Daughter, DPOA) 

 

Background 

Helen Chambers is an 83-year-old resident at Willow.Bend.Assisted.Living. She requires assistance 
with bathing, dressing, and medication administration, and is considered high-risk for falls. Staff 
have implemented fall-prevention strategies as part of her negotiated risk agreement, reviewed 
quarterly with the resident and her responsible party. 

 

Incident 

During a routine morning check, staff noticed a metal bed cane (assistive bed rail) had been 
installed on Helen’s bed. The device was not part of the agreed-upon safety interventions and had 
not been approved by the care team. When asked, Helen shared that her daughter, Lisa, had 
installed it over the weekend, believing it would help Helen get out of bed more easily. 

Upon inspection, staff observed: 

• The bed cane was not securely fastened and moved during weight-bearing. 

• There was a significant gap between the cane and mattress, posing an entrapment risk. 

• The device lacked proper labeling and safety instructions. 

• Helen attempted to use it unsafely, pulling herself while her feet remained entangled in the 
blankets. 

 

Facility Response 

1. Immediate Safety Action 

• Staff immediately and respectfully removed the device to prevent injury. 

• The wellness nurse and administrator were notified. 

• Helen’s primary care provider was contacted to discuss the situation and explore clinical 
alternatives. 

2. Family Notification and Education 



• The administrator called Lisa Chambers to inform her of: 

o The safety hazards associated with unauthorized equipment 

o The facility’s policy requiring assistive devices to be evaluated before use 

o The importance of updating the negotiated risk agreement when care changes are 
considered 

Lisa expressed frustration, saying she was "only trying to help,” but the administrator calmly 
explained the safety concerns and regulatory standards. Lisa agreed to participate in a formal 
review meeting. 

3. Interdisciplinary Meeting and Evaluation 

• A meeting was held with Helen, Lisa, the facility nurse, and an occupational therapist. 

• The team assessed Helen’s mobility needs and trialed safer alternatives, including: 

o A low-profile grab pole system 

o Non-slip floor mats 

o Bed positioning assistance through staff support 

Helen was involved in choosing her preferred option and opted for a professionally installed floor-
to-ceiling grab pole. 

4. Documentation and Policy Reinforcement 

• The incident, family discussion, and corrective actions were fully documented in Helen’s 
chart. 

• The negotiated risk agreement was updated to include the grab pole, mobility monitoring, 
and Lisa’s agreement to notify staff before introducing any new items or equipment. 

• A reminder was issued to all staff during shift report and weekly safety rounds about 
procedures for identifying and reporting unapproved assistive devices. 

 

Resolution 

The grab pole was installed and approved by the therapist for use. Staff provided support and 
observation while Helen learned to use it safely. Lisa expressed appreciation for being included in 
the process and agreed to follow proper procedures moving forward. 

 

Conclusion 

This scenario demonstrates best practices in handling unauthorized assistive devices, including: 

• Timely risk mitigation 



• Clear and compassionate communication with families 

• Resident-centered decision-making through the negotiated risk agreement 

• Regulatory compliance and thorough documentation 

Proactive, collaborative approaches support both safety and family engagement in the assisted 
living environment. 

 


