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F 0688 Provide appropriate care for a resident to maintain and/or improve range of motion (ROM), limited ROM
and/or mobility, unless a decline is for a medical reason.
Level of Harm - Minimal harm

or potential for actual harm This citation pertains to Intake 2680407 Based on observation, interview, and record review, the facility failed
to provide restorative therapy services (therapy to prevent or maintain range of motion - ROM) for one
Residents Affected - Few resident (R701) of two residents reviewed for ROM.Findings include:On 12/18/25 at 10:00 AM, R701 was

observed lying in bed with their feet lying flat on the mattress. When queried, R701 confirmed they had not
received consistent restorative therapy this week. A review of R701's medical record revealed they were
admitted into the facility on 6/27/25 with diagnoses that included Spinal Stenosis, Multiple Sclerosis and
Fibromyalgia. Further review of the medical record revealed the resident was alert and oriented x 4 (person,
place, time, & situation) and required extensive assistance with bed mobility and transfers.A review of the
physician orders dated 11/17/25 documented the following, Skilled restorative nursing three times a week for
12 weeks as tolerated. A review of the clinical record tasks revealed a 14 day look back for the following
task: skilled restorative nursing: range of motion active to BUE (Bilateral Upper Extremity) and BLE (Bilateral
Lower Extremity) three times a week for 12 weeks. 15-20 repetitions, three sets to include shoulder
flexion/extension, elbow and wrist flexion/extension. flexion hip extension, abduction/adduction, knee and
ankle flexion/ extension. The task record revealed the following dates were charted that restorative therapy
was provided were on 12/6/25, 12/9/25, and 12/15/25 over a 14-day period (3 of 6 opportunities were
provided). On 12/18/2025 at 5:00 PM, an interview was conducted with Certified Nursing Assistant (CNA) A
who confirmed R701 received restorative therapy with them on 12/10/25, 12/11/25, and 12/12/25 and failed
to document when once the task is complete. On 12/18/2025 at 2:30 PM, an interview was conducted with
the Assistant Director of Nursing (ADON). The ADON was queried to why the restorative dates were not
accurately documented as being completed and treatment not given as ordered. The ADON stated the
restorative program was being reviewed for effectiveness. A review of a facility policy titled, Restorative
Nursing Programs revealed the following: The goal(s) of Restorative Nursing includes improving and/or
maintaining independence in activities of daily living and mobility. A restorative nursing program, when
appropriate is based on the comprehensive assessment and resident .Restorative documentation
requirements include documentation of implementation should be completed on the restorative delivery
record or EMR (Electronic Medical Record) as applicable.
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