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OPENING COMMENTS
Rules and Regulations utilized for this survey are:

Rules and Regulations for Program
Administration of Nursing Care Facllities, Chapter
11, effective 08/26/2000

Rulas and Regulations for Licensure of Nursing .
Cara Facllitles, Chapter 19, effective 06/26/2000

Tha following commeon abbraviations are used
throughout this document:

ADL- Activities of Dally Living

BIMS- Brief Interview for Mental Status
CAA- Care Aroa Assesament

CNA- Certiffed Nurse Aide

DON- Director of Nursing

LPN- Licensed Practical Nurse

MDS- Minimum Data Set Assessment
Less commonly used abbreviations will be
annotated in each deficlency.

Ch 11 Sec 9 {o){lii) Nurslng Services

The facility shall have sufficlent nursing staff to
meet the needs of the residents.

(¢} Restorative Nursing Care. There shall ba an
active pragram of restorative nursing care
tirected towards assisting each resldent to
achisve and maintain his/her highest level of self
care and indspendance. This program shall
include:

{li} Making every affort to keep residents
active and out of bed for reasonable periods of
time, except when contraindicated by physician's
orders, and encouraging rasidents fo achlave
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The facility will ensure to have sufficient
nursing staff to meet the needs of the
resident & provide restorative nursing
care. This will be accomplished by:

A. 1) Resident #5 was reforred for PI”
consult on 6/19/14. PT evaluated and
resommended continnation of restorative
cate, Restorative cate plan in place to
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Indepandence in activities of dally living by
teaching self care, transfer, and ambulation
aclivities: and

This State Rule and Regulation s nof met as
evidenced by;

Bagsd on obsarvation, staff and family interview
and madical record review the facility falled to
ansure rastorative nursing was provided for 3 of
10 sample residents (#0, #19, #46) who ware
identifled as neading this sarvice. The findings
were:

1. Review of the 6/22/14 quarterly MDS
assassment showed resicent #5 had diagnoses
that included lumbaga and non-Alzheimer's
dementfa, This review showed the rasident had
limited range of motion in upper and lower
extremities, used a whaelchair or waller for
locomotion, required extensive assistance with
ADLs, and ngaded assistance to balance during
transitlon and walking. Raview of the Februaty
2014 to June 2014 postfall assessments showead
tha resident fell 7 times. Review of the 2/4/14
physlcal therapy evaluation showed the realdent
required restorative nursing for safety awareness
with ambulation, Review of the 2/27/14 physical
therapy follow-Up avaluation showed a
recommendation for restorative nursing to focus
on functional mobility, safety awarensss, and
general sirengthening.

Review of the 2014 restorative records
showed the resident walked 100 o 690 feet two
to three times weekly with the restorative sida
during Febtuary 2014, This review also showed
restorative nursing was not provided sfter
February 2014, Review of the care plan, updated
on 5/20/14, showed interventions regarding

reflect inferventions to maintain resident's
Tunctional mobility and general strength
on 7/8/14

2) Resident #19 was referred to PT. PT
was ordered 5/27/14, starbed on 5/29/14
(OT) 6/02/14 (PT). Regident ia
continuing with PT gt this time,

3) Resident # 46 received signed orders
for PT on 6/11/14, PT started on 6/23/14,
Resident is continuing with PT at this
time,

B. All residents will receive a mobility
asssysment at admission,

C. Quarterly assesstnents completed on
all residents to identify ADY. decline,

D. Leve! One Restorative Therapy
Program implemented on 7/18/14

E. All Residents identified as having
ADL decline will be svaluated for PT

ot restorative tharapy. Goals and
treatment plans will bo established on
each resident participating in restorative
therapy to assist in achieving &
maintaining his/her highest level of self-
care and independence.

I*. The Restorative Therapy RN Manager
will re~educate nursing staff at CNA &
Nurse Meeting on July 15 & 16, 2014;

a, Regtorative care program and how
nursing staft contributes to resident’s
fimetional independence,

b. Level One Restorative Therapy
Program
G. A quality improvement monitoring tool
will be implementsd by the Restorative
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| restorative nursing were not developed. Durlng an
interview on 6/16/14 at 4:46 PM, CNA #8 slated
sometimes staff sssisted the resident to the herapy RN manager to ensute that all
bathroom and s/he used a walker, but mostly the resident restorative neads aro being met.
resident usad the whaalchair, Chis audit will be reviewed at QAPI yntil
On 6/18/14 at 3:40 PM, the resident was 0% compliance has been achieved for 3
obsarved walking approximately 20 feet from the bongecutive months 131714

wheslchalr to the dining room table, Continuad
observation revealed staff were not present ang
the resident used furniture and the fireplace wall
for support. At 3:68 PM, LIPN #1 saw the resident
standing while using a chair for suppott. At that
time the LPN got a wheelchalr and dlrected the
resident to sl In the wheelchair, During an
interview on 8/19/14 at 11:35 AM nursing unit
manager #1 stated staff education was needed to
make staff aware that positioning the resident in
the wheelchair was not the bast approach on
6/18/14 when the resident demonstrated the
deslre to walk. The unlt manager also varified
resiorative nursing had not bean provided for the
resldent since February 2014 and she did not
know why it was not continued after that time,

2. Raview of the 8/8/13 admission MDS
assgssment showed residant #46 had diagnoses
that included non-Alzheimer's dementla and s/he
performed all ADLs independently, including
walking with a walker. This review also showed
the resident did not have functional limitations In
range of motion. Review of the 6/4/14 quarterly
MDE assessment showed the resident declined
in the following areas; range of motior in the
Jower extremities was limited, used a wheslchair
for locomeotlon, required supervision with ADLs,
and had an unsteady galt, Review of the March
2014 to June 2014 post-fall assessments showead
the resident fell on 3/20/14, 5/6/14, 5/12/14,
513114, 518114, twice on 5/23/14, 5/30114,
6/01/14, 6/03/14, and 6/17/14. This review
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revealed three of the falls resulted in skin tears,
brulses, and/or abrasions. Revlew of the
physicien orders showed a physical therapy
evaluation was requested on 6/13/14. During an
interview on 6/18/14 at 4:05 PM unit manager #2
slated the order for the evaluation had not been
slgned until the week of 6/16/14 and the
evaluation was scheduled 6/23/14. The unit
manager stated he did not know why it wasn't
done timely, nor did ha know why the resident
had not bean evaluated for restorative nursing,
During an interview on 6/18/14 at 4:09 PM g
family member stated s/he visited the resident
dally and noted the resident had gotten weaker
and fell more often. The family member stated
sthe had requested therapy or some fype of
exercise slrengthening program for the resident
over a month ago, but staff had not responded to
the request.

3. Review of the medical record for resident #49
showed the care plan dated 6/29/13 that identified
the resident as having the potential for deciing in
strength, Interventions Included restoralive
nursing 3-8 tmes weekly. Review of the
restorative log calendar 4/1/1 4 through 5/20/14
showed the resident received restorative niLrsing
10 fimes in April and 5 times in May prior to
sustaining a fall which resulted in a fracturad hip
on 8/20/14. Thera was no documentation
available to clarify why the resident had not
recelved restorative nursing 3 to 5 times weekly,
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