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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review the facility failed to meet resident care requests timely and 
promote resident dignity for 4 of 4 residents (R1, R2, R4) when call lights were not answered timely.Findings 
include:R1's quarterly Minimum Data Set (MDS) dated [DATE], identified she had intact cognition and no 
behaviors. She had impaired ROM (range of motion) upper and lower extremities bilaterally and used a 
walker and wheelchair for mobility. She was dependent to roll left and right, sit to lying, lying to sit, sit to 
stand, and all transfers, and substantial/maximal assistance to walk 10 feet, personal/toilet hygiene, and 
upper/lower body dressing. She was frequently incontinent of bladder and always continent of bowel. 
Diagnoses included diabetes mellitus (DM), arthritis, and manic depression. R1's care plan dated 5/14/25, 
identified self-care deficit related to hemiplegia (one sided weakness) due to cerebrovascular accident (CVA) 
(stroke) with activities of daily living (ADL). Goal: resident will be continent of bladder 100% of the time within 
the next 90 days. She used stand PAL lift for transfers with assist of two and required toileting every two 
hours while awake to help remain free of skin breakdown and respect her dignity.R1's call light activity log 
report from 7/2/25 through 8/20/25, identified a range from 18 to 29 minutes record for 15 resident-initiated 
calls.During an interview on 8/19/25 at 10:10 a.m. R1 laid in recliner covered with a blanket. She stated staff 
would take up to 30 minutes to answer her call light at times. which resulted in her having urine accidents 
because she was unable to make it to the bathroom on time and wore a brief. R1 stated she felt 
embarrassed when she had to go in her pants and had to be changed be staff following an accident.R2's 
quarterly MDS dated [DATE], identified she had intact cognition. She had limited ROM lower extremity on 
one side and used a manual wheelchair for mobility. She required partial/moderate assistance with sit to 
lying and lying to sitting, and upper body dressing, substantial/maximal assistance with shower/bathing, 
toileting/personnel hygiene, lower body dressing, roll left and right, sit to stand, and all transfers. She was 
occasionally incontinent of urine and always continent of bowel. Goal: resident will be continent of bladder. 
Diagnoses included above the right knee amputation, DM, anxiety, and depression.R2's care plan dated 
7/5/25 identified a self-care deficit and required assistance with ADL. She required assist of one and gait belt 
to transfer from wheelchair to/from toilet and toileting need addressed. She was occasionally incontinent, and 
staff were directed to offer assistance with toileting about every three hours while awake. Goal: resident will 
be continent 7 out of 7 days. R2's call light activity log report from 7/14/25 through 8/12/25, identified a range 
from 17 to 32 minutes record for 13 resident-initiated calls.During an interview on 8/20/25 at 1:25 p.m. R2 
stated there were over 20 residents for two staff to take care of. She waited until she had more than one 
reason to call staff with call light so that they only had to come and assist her occasionally. The morning shift 
was quite busy, they need more help, had taken up to 30 minutes for staff to respond to her call light. She 
had sat in wheelchair, lacked muscle control, had bowel and bladder accidents daily. She was embarrassed 
when that happened especially when she was incontinent of bowel/stool, adding she had gone through three 
pairs of pants yesterday, R4's quarterly MDS dated [DATE], identified she had intact cognition with verbal 
behaviors directed towards others (e.g. threatening others, screaming at others, cursing at others) one to 
three times a week. She required partial/moderate assistance with lower body dressing, substantial/maximal 
assistance with personal hygiene, shower/bathing, sit to stand, all transfers, and walk 150 feet in corridor. 
She used a walker and manual wheelchair for mobility. She was frequently incontinent of bladder and always 
continent of bowel. Diagnoses included depression. R4's care plan dated 6/27/25, identified a self-care 
deficit with ADLs. She was frequently incontinent of urine. Goal: resident will be continent during the day 
within the next 90 days. She required extensive assistance of one with gait belt, wheeled walker to transfer, 
wipe, adjust clothing, and manage incontinence.R4's call light activity log report from7/5/25 through 8/19/25, 
identified a range from 21 to 50 minutes record for 18 resident-initiated calls.During interview and 
observation on 8/21/25 at 10:30 a.m., R4 sat in her wheelchair with a call light pendent around her neck. She 
stated just the other day she was taken to bathroom, staff had forgotten about her, left for the day, so she 
placed the call light on and waited at least 30 minutes. She was scared to get up by herself due to a recent 
fall. R4 indicated about once a week she had an accident of stool and urine because she was unable to get 
to the bathroom in time. She wore a brief, had messed her pants, which made her feel bad and 
embarrassed. R4 stated, who wants to show up with a dirty butt?Resident Council meeting minutes dated 
5/13/25, identified department updates: concerns/comments - R2 was still being left in the bathroom for a 
long time with call light going off. Residents say call lights were going on for too long when they need help.
During an interview on 8/19/25 at 12:13 p.m., nursing assistance (NA)-C stated staff were expected to 
answer call lights as soon as possible and had seen them left on up to 20 minutes frequently. There was a 
float staff that was scheduled to work both sides but did not always help when needed with call lights. There 
was a lack of teamwork and staff that just did not want to work. While she tried to provide appropriate care to 
residents, other staff saw call lights on and refused to answer them. She had found three residents located 
on the pioneer side soaked in urine and/or stool all in one day and had informed the staff nurse.During an 
interview on 8/19/25 at 2:41 p.m., NA-A stated we had walkies while she was in a room assisting a resident 
unable to leave, she had seen call lights on for up to 30 minutes and which was too long. Staff were 
expected to answer call lights as soon as possible to provide assistance. Management team had informed 
staff after five minutes the call light should be answered. The old management team would step in and 
provide assistance, that had changed dramatically with new management. During a combined interview on 
8/21/25 at 12:22 p.m., director of nursing (DON) stated staff were expected to answer call lights as soon as 
possible at least within 10 minutes or less. The regional manager of clinical services (RMCS) stated nursing 
assistance would be expected to ask for assistance from the nurse when unable to assist with a call light. 
Management could have acknowledged the call light and reassure the resident when help would be there. 
The triage system would be used depending on the need. DON stated call lights answered in a timely 
manner would avoid long waiting times, provide assistance when needed, and if they had an emergency, 
they would have needed help.During an interview on 8/21/25 at 1:07 p.m., floor manager RN-B stated staff 
were expected to answer the call lights as soon as possible. When the call light hit the 10-minute mark other 
staff would get a page. This was a new system and had not been working and alarming us after the 
10-minute mark. We also had company phones that alarmed us to when the call light went to the 10-minute 
mark so we could respond to them. Answering the call lights as soon as possible would provide safety, 
decrease falls, and provide assistance they needed in a timely manner.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and document review, the facility failed to ensure activities of daily living (ADLs) were 
provided for 4 of 4 residents (R1, R2, R3, R4) who required assistance with bathing. Findings include: R1's 
quarterly Minimum Data Set (MDS) dated [DATE], identified she had intact cognition and no behaviors. She 
had impaired range of motion (ROM) upper and lower extremities bilaterally and used a walker and 
wheelchair for mobility. She was dependent to roll left and right, sit to lying, lying to sit, sit to stand, and all 
transfers, and substantial/maximal assistance to walk 10 feet, personal/toilet hygiene, and upper/lower body 
dressing. Diagnoses included diabetes mellitus (DM), arthritis, and manic depression. R1's care plan dated 
5/14/25, identified self-care deficit with bathing and personal hygiene. She would be clean and groomed. She 
required extensive assistance of one with bathing up to two times a week. R1's nursing assistant (NA) care 
sheet undated, bath day not identified. R1's Bath Schedule for the week of 8/17/25 through 8/23/25, 
identified bath day as Wednesday a.m. R1's progress notes from 6/1/25 through 8/18/25, identified skin 
assessments were completed on the following dates in the progress notes and no bath was identified: 
6/5/25, 6/12/25, 6/19/25, 6/26/25, 7/3/25, 7/10/25, 7/17/25, 7/24/25. R1's progress notes from 6/1/25 through 
8/17/25 identified skin assessments were completed on the following dates with a bath given: 7/31/25, 
8/13/25, 8/20/25. R1's weekly skin checks completed from 6/5/25 through 8/20/25 identified a bath was 
given: 6/5/25, 6/12/25, 6/26/25, 7/3/25, 7/17/25, 7/24/25, 8/13/25, 8/20/25. R1's point of care (POC) NA 
documentation from 6/1/25 through 8/20/25, identified a tub bath was given 6/16/25, and 7/14/25. Summary 
of bath/shower documentation from 6/1/25 through 8/20/25 (11 weeks/3 days) identified: four bathes give in 
June, four bathes given in July, and two bathes given in August. During an observation/interview on 8/19/25 
at 10:10 a.m., R1 laid in recliner, eyes closed, snoring. Woke up when name was spoken. She stated she 
received one whirlpool bath a week but would like more and her sister had asked staff for more. Her hair was 
frequently oily, felt dirty, and she felt embarrassed when she left her room. R1's hair was observed to be 
shine with an oily, straight and unkept appearance that hung down to her shoulders. During a second 
observation on 8/19/25 at 12:00 p.m., R1 sat at a dining room table with five other residents for lunch. Her 
hair again appeared oily, stringy, and unkept. During a third interview/observation on 8/19/25 at 1:38 p.m., 
R1 laid in bed covered with blankets. Two staff NAs entered the room and transferred her to wheelchair and 
brought her out to an activity. R1's hair appeared oily, unkept, straight, thin, and hung over her shoulders. 
During an observation/interview on 8/20/25 at 9:00 a.m., R1 was sitting in the dining room in her wheelchair 
with one other resident at the table. Her hair appeared oily and unkept. Activities director (AD) sat across the 
table assisting the other resident and verified R1's hair was oily but added that her hair can occasionally 
appear like that even after it was washed. Staff were working on trying to give all residents two bathes a 
week instead of only one. R1 stated she had placed her call light pendent on to let staff know she was ready 
for her bath. During an observation/interview on 8/20/25 at 9:46 a.m., registered nurse (RN)-D brought R1 
into the tub room. She verified her hair was oily, and looked like this every day. During an 
observation/interview on 8/20/25 at 12:30 p.m., R1 laid in bed. Hair was brushed and appeared clean and 
not oily. She smiled and stated she was happy it did not look oily and felt so much cleaner. During an 
interview on 8/21/25 at 1:05 p.m. NA-A stated R1 received a bath yesterday and hair was washed. Today her 
hair looked better and clean, but the ends looked a little oily. R1's hair turned oily quickly and she would have 
benefitted from having her hair washed more often to prevent it from getting oily and looking dirty. R2's 
quarterly MDS dated [DATE], identified she had intact cognition. She had limited ROM lower extremity on 
one side and used a manual wheelchair for mobility. She required partial/moderate assistance with sit to 
lying and lying to sitting, and upper body dressing, substantial/maximal assistance with shower/bathing, 
toileting/personnel hygiene, lower body dressing, roll left and right, sit to stand, and all transfers. Diagnoses 
included above the right knee amputation, DM, anxiety, and depression. R2's care plan dated 7/5/25, 
identified a self-care deficit with ADL's: bathing and personal hygiene. She will be clean and well groomed. 
She required extensive assistance of one with bathing one time a week on Wednesdays. R2's NA care sheet 
undated identified bath day Wednesday and Saturday. R2's Bath Schedule for the week of 8/17/25 through 
8/23/25, identified bath day as Monday a.m. R2's progress notes from 6/1/25 through 8/18/25, identified skin 
assessments were completed and no documentation of a bath: 6/3/25, 7/16/25, 7/21/25, 7/26/25, 8/11/25, 
8/12/25, 8/18/25. R2's progress notes from 6/1/25 through 8/18/25, identified skin assessments and bath 
was given: 6/18/25, 7/5/25, 7/9/25, 7/23/25 at 9:43, 7/30/25 R2's weekly skin check documents from 6/1/25 
through 8/20/25, were not completed (see above progress notes for skin assessments completed). R2's 
POC NA documentation from 6/1/25 through 6/30/25, identified a tub bath was given on 6/4/25 and 6/24/25. 
R2's POC bath documentation for July and August 2025 and was requested but not provided. Summary of 
documented bathes/showers from 6/1/25 through 8/20/25, (11 weeks/3 days) identified: three bathes were 
given in June, four bathes given in July, and documentation provided was reviewed and identified no bathes 
given for August. During an observation/interview on 8/20/25 at 1:25 p.m., R2 was in her wheelchair sitting in 
her room. Hair appeared clean and uncombed. R2 stated she had requested two baths a week but was 
scheduled for one and her bath was scheduled for Wednesdays. She felt so much better when she was 
clean. There had been times when she had gone two to three weeks without a bath and had turned down a 
bath on a Monday, then staff did not have time to get her in again on Thursday or Friday, indicated she 
thought that was her fault when staff had not come back and offer her another bath that week. She needed 
her hair washed or it felt uncomfortable, her scalp itched, and her hair looked unkept. She was embarrassed 
and did not feel good about herself when that happened. She usually had company on the weekends and 
wanted to look nice when she was visiting friends and family. R3's annual MDS dated [DATE], identified 
intact cognition. She had impaired ROM lower extremities bilaterally and used a manual wheelchair for 
mobility. She required substantial/maximal assistance with shower/bathing, upper/lower dressing, roll 
left/right, and personal hygiene, dependent for sit to lying, toileting hygiene, all transfers, and unable to walk. 
Diagnoses included DM, multiple sclerosis (MS) (causes breakdown of the protective covering of nerve and 
can cause numbness, weakness, trouble walking, vision changes, and other symptoms), and depression. 
R3's care plan dated 7/7/25, identified self-care deficit related to MS, obesity, and muscle weakness. She will 
be clean and well groomed. She required extensive assist of one for all bathing activities. When in tub chair 
with seat belt properly attached was allowed to sit in bath independently. She enjoyed soaking in tub for long 
periods of time. Bath days were Monday and Thursday. R3's NA care sheet undated also identified bath 
days as Monday and Thursday. R3's Bath Schedule for the week of 8/17/25 through 8/23/25, identified bath 
days as Sunday and Thursday a.m. R3's progress notes from 6/1/25 through 8/18/25, identified skin 
assessments were completed and no baths identified: 6/2/25, 6/9/25, 6/16/25, 6/23/25, 7/7/25, 7/14/25, 
7/21/25, 7/27/25, 8/4/25, and 8/11/25. R3's weekly skin checks from 6/1/25 through 8/20/25 identified a 
bath/shower was given: 6/9/25, 6/23/25, 7/7/25, 7/21/25 (bed bath), 8/4/25 R3's POC NA documentation 
from 6/1/25 through 8/20/25, identified a shower or bed bath was given: 6/9/25, 6/16/25, 7/21/25 (bed bath). 
Summary of documented showers/bathes from 6/1/25 through 8/20/25 (11 weeks/3 days): three bathes 
given in June, one shower and one bed bath given in July, and one bath given in August. During an 
observation/interview on 8/19/25 at 3:45 p.m. R3 sat in her wheelchair in her room. She appeared well 
groomed with clean hair. R3 stated she was supposed to receive a shower/bath twice a week but they had 
staff leaving and the bath aide was removed from her position and placed on the floor as an NA. Her bath 
was scheduled for Monday but had received her last bath on Friday. One day her granddaughter came to 
visit and thought her hair was still wet from a shower when it was just oily. R3 indicated she was very 
embarrassed. She hates the hair cleaning bags, they do not clean the hair. She felt it was very difficult to go 
an entire week without her hair being washed, it was so painful. R3 usually had her hair washed on Monday, 
Wednesday and Friday then it was changed to twice a week, and never happened, and now only once a 
week. Other residents bring the lack of bathing up in resident council but, nothing seemed to get resolved. 
She requested her hair to be washed last night and a staff assisted her with it. She stated she felt cleaner 
and it felt and looked so much better. R4's quarterly MDS dated [DATE], identified intact cognition with verbal 
behaviors directed towards others (e.g. threatening others, screaming at others, cursing at others) one to 
three times a week. She required partial/moderate assistance with lower body dressing, substantial/maximal 
assistance with personal hygiene, shower/bathing, sit to stand, all transfers, and walk 150 feet in corridor. 
She used a walker and manual wheelchair for mobility. R4's care plan dated 6/27/25, identified a self-care 
deficit with ADLs: bathing and personal hygiene. She would be cleaned and groomed. She required one 
assist with bathing up to two times a week. R4's NA care sheet undated bath day not identified. R4's Bath 
Schedule for the week of 8/17/25 through 8/23/25, identified bath day Tuesday a.m.R4's progress notes from 
6/1/25 through 8/21/25, identified: -6/4/25 at 6:04 a.m. writer gave a quick bath. She was upset because she 
was not allowed to soak for a long time. Writer explained to resident that we are only required to give a 
shower/bath and that out of kindness they did extras when they had time.-6/4/25 at 9:41 p.m. bath 
noted-6/9/25 at 10:22 a.m. resident obsessed with her hair and makeup. Reported she did not get a good 
enough bath last week and wants one from a specific NA today. Very upset and obsessed over it. Hard to 
redirect.-6/12/25 at 11:38 a.m. Resident wanted two bathes per week and staff are aware. She had refused 
bathes unless she had a specific staff.-6/14/25 at 1:16 p.m. resident upset, housekeeping staff was not able 
to cut hair or do makeup. Reminded housekeeping responsibilities do not include those tasks. Floor staff 
were unable to help cut her hair today and she applied her own makeup.-6/21/25 at 7:36 a.m. received bath 
per her request.-6/30/25 at 10:01 a.m. discussed at interdisciplinary team (IDT) meeting: behaviors- wanted 
her hair done right away and stated roommate takes priority over her.7/9/25 at 1:30 p.m. Resident upset due 
to NA not having time to do her hair and makeup after her bath, informed several times she would need to 
wait until they had time or schedule with beauty shop.-7/9/25 at 3:18 p.m. resident stated her bath was 
terrible due to bath was not given by the normal bath aide, hair, and makeup were not done. Stated she 
could not wait for bath aide to get back to her own job.-7/15/25 at 11:25 p.m. resident had a bath per her 
request.-8/6/25 at 6:26 p.m. resident had bath. -8/12/25 at 2:57 p.m. offered her bath multiple times and she 
had refused and stated later. Passed onto oncoming shift she still needed a bath.-8/19/25 at 10:51 a.m. Bath 
not received today due to bath given on Sunday 8/17/25, hair washed and colored. Summary of documented 
showers/bathes from 6/1/25 through 8/20/25, (11 weeks/3 days) identified approximately one bath a week 
and occasionally refused. R4 had requested two bathes a week. During an observation/interview on 8/21/25 
at 10:30 a.m., R4 sat in her room in a wheelchair. Her hair appeared clean, uncombed and bangs hung in 
her eyes. R4 stated she was scheduled for a bath Tuesday and Fridays but did not receive her bath on 
Tuesdays. She never knew when she was getting her next bath, it seemed like it was whenever they felt like 
it. She had received a whirlpool bath yesterday and it was so wonderful. She wanted two bathes a week and 
has not received more than one. Her hair had been oily, itchy, and felt dirty before the week was up. Looking 
nice, with hair fixed and make up on was important to her, she had worked in a court room years ago, 
dressed up and had to look decent. She had taken great pride in looking well kept. She felt terrible with the 
way hair looked today, her bangs hung in her eyes, and not styled. There was no beauty shop here to fix her 
hair and the staff were too busy. She was embarrassed and stated how would you feel [NAME] out looking 
like she did today with her hair not styled and messy looking? During an interview on 8/19/25 at 12:13 p.m. 
NA-C stated the general goal was to have provided two bathes a week for each resident. Depending on 
staff's wiliness to go that extra mile and work hard they can get two done a week for each resident. There 
had been times residents had not received one bath a week due to staff refusing to give them. The bath aide 
was pulled due to low census and some NAs had refused to complete the resident bathes. Management was 
aware and currently working on it. The nurse documented the bathes when they charted their weekly skin 
assessments. The residents had complained they were not receiving their baths. There were days when she 
worked the medication cart and still assisted with bathes so that they would get done. Bathing was important 
to make sure residents had clean hair/skin and felt good. During an interview on 8/19/25 at 2:24 p.m., RN-C 
stated we no longer have a bath aide due to low census. The staff were expected to try and get two bathes a 
week completed for each resident. There was a document at the nurse's station and tub room with a list of a.
m. and p.m. resident bathes. She directed staff to get the bath completed as a team, depending on the staff 
working they took the initiative, and got the job done, but sometimes not all resident received their bathes. 
There were NAs that refused to complete the resident bathes for the past two months and management were 
aware. During an interview on 8/19/25 at 2:41 p.m., NA-A stated there was not enough staff or time in the 
day to get two bathes done in a week for all residents. In the past couple of weeks, the resident received at 
least one bath a week but prior to that they were lucky if they received one. The weeks they had not receive 
a bath staff tried to wash them the best they could. NAs were expected to document in POC on the electronic 
medical record each time the resident received a bath. There was no consistency in the documentation and 
was hard to track whether they received a bath or not. Staff were expected to document when a resident 
refused a bath. There were at least three residents that complained they had not received their bath when 
the bath aide was gone for a day or sick. The bath was skipped and not completed by the staff working. 
During an interview on 8/20/25 at 11:00 a.m., director of nursing (DON) stated all bathes had been done in 
the a.m. when we had a bath aide. The bath aide was removed, and bathes were not being completed as 
scheduled on all residents so she changed the schedule for bathes to be completed on a.m. and p.m. shifts. 
There was an audit completed by nursing about one month ago, the residents were asked how many bathes 
a week they preferred. The bathes were getting done more often however some staff refused to give the 
bathes and we are working on holding them accountable. The bath aide was removed from her assigned 
area and scheduled as an NA on the floor. The nurse would be expected/responsible to document in the 
progress notes each time a resident received their bath. The staff bathing documentation had not been 
reviewed and/or audited. Bathing was important for all resident for personal hygiene and dignity. During an 
interview on 8/20/25 at 2:30 p.m., NA-B stated there were some residents that had requested two bathes a 
week and were not getting them. We are told to make time for them but hard to know how to prioritize our 
assignments/tasks for sure. She stated R1's hair looked oily and dirty earlier today. Additionally another 
resident, R2 had informed her she wanted her hair washed and a bath due to family coming to visit. During 
an interview on 8/21/25 at 1:07 p.m., RN-B manager stated all residents should have received at least one 
bath a week and the nurse was expected to have completed a weekly skin assessment and/or a weekly skin 
assessment progress note and identify when a bath was given. There were times when the NA marked the 
bath sheet at the nurse's station and those were filed, unsure as to how long. The staff were expected to 
take responsibility for the weekly baths and the documentation of them so that it could be tracked easily and 
assure they were completed. Bathing was important for personal hygiene/skin and if hair was oily could have 
possibly affected their dignity. Had not heard of any residents complain of lack of bathing, only a family 
member. Resident council meeting minutes dated 7/8/25, identified nursing concerns/comments: residents 
were wondering why they can't have more than one bath a week. R2 expressed she was not getting one 
bath a week. No indicated follow up.Resident council meeting minutes dated 8/12/25, identified nursing 
concerns/comments: [R2] had not received her bath on her scheduled bath day. She spent all day in a night 
gown and wanted to know if she would be receiving a bath. No indicated follow up. Facility policy Activities of 
Daily Living dated 2021, identified the facility associates will be expected to provide care and services to 
residents unable to carry out ADL's independently necessary to maintain good nutrition, grooming, personal 
hygiene, elimination, communication, and mobility. Those services include but are not limited to: hygiene 
(bathing, dressing, grooming and oral care). If a resident refused cares, the response will be documented 
and associates will approach at a different time, or have another associate speak with the resident as 
needed.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review, the facility failed to provide restorative services for 4 of 4 
residents (R1, R2, R3, R4) who discharge from Physical Therapy services with maintenance orders to 
maintain range of motion and conditioning. This had the potential to affect all 21 residents care planned for 
restorative therapy. Findings include: R1's quarterly Minimum Data Set (MDS) dated [DATE], identified she 
had intact cognition and no behaviors. She had impaired ROM upper and lower extremities bilaterally and 
used a walker and wheelchair for mobility. She was dependent to roll left and right, sit to lying, lying to sit, sit 
to stand, and all transfers, and substantial/maximal assistance to walk 10 feet, personal/toilet hygiene, and 
upper/lower body dressing. R1's care plan dated [DATE], identified activities of daily living (ADL) deficit and 
required restorative active range of motion (AROM): required passive range of motion (PROM) to left upper 
extremity three to six days a week. Staff were directed to complete PROM - shoulder flex, should abduction, 
elbow flex/extension, forearm supination (the forearm is rotated with assistance so the palm of hand faced 
upwards/prn (as needed) wrist flexion/extension. Ten reputations times one set up to six days a week once a 
day. She was unable to walk alone due to history of stroke and required restorative therapy: left knee brace, 
gripper socks, gait belt, right hand along the hallway railing, support under her left arm, followed with 
wheelchair with 25 feet at a time, up to two to three tries. She required AROM to upper extremities three to 
six days a week. Staff (certified nursing assistant/nursing) were directed to follow treatment guideline of 
occupational/physical therapy. Right upper extremity, two-pound shoulder flex, shoulder abduction, chest 
press, overhead press, 10 reputations times up to six days a week. R1's nursing assistant (NA) care sheet 
undated identified ambulation: therapy only. R1's PT discharge date d [DATE], identified had made good 
progress towards goals. Due to severity with cerebral vascular accident (CVA) (stroke) with left hemiplegia 
(complete or severe loss of voluntary movement on side of the body) she will continue to need assistance 
with all functional mobility. Continued to present with weakness decreased endurance, impaired balance, 
and impaired safety awareness. She required assist of one for transfers, bed mobility, and ambulation. She 
ambulates up to 24 feet with railing, knee brace, and moderate assistance of one. Her transfers were 
variable from minimum assist to maximum assist due to this nursing staff are using assist of two for transfers 
and EZ stand lift for toileting. Recommendations discussed with her and/or care giver the needed assist with 
all functional mobility. She was wheelchair bound for functional mobility. Recommend restorative nursing 
program (RNP) for ambulation. R1's restorative log dated [DATE] through [DATE], identified PROM and 
AROM signed off on [DATE], [DATE], and [DATE]. R1's point of care (POC) history documentation for RNP 
identified: -[DATE] through [DATE], number of days, active range of motion (AROM) was completed 6 out of 
25 days. -[DATE] through [DATE], number of days for passive range of motion (PROM) was completed 6 out 
of 25 days. -[DATE] through [DATE], number of days walking was completed 0 out of 25 days. -[DATE] 
through [DATE], number of days of AROM was completed 12 out of 31 days. -[DATE] through [DATE], 
number of days PROM was completed 12 out of 31 days. -[DATE] through [DATE], number of days walking 
was completed 0 out of 31 days. -[DATE] through [DATE], number of days of AROM was completed 2 out of 
20 days. -[DATE] through [DATE], number of days PROM was completed 2 out of 20 days. -[DATE] through 
[DATE], number of days walking was completed 0 out of 20 days. During an interview on [DATE] at 10:10 a.
m. R1 stated she had not received any type of therapy/ROM with her left arm or any part of her boy for quite 
a while now. She had noted decreased strength and movement in that arm and wanted to check with 
provider to get an order for physical therapy (PT). R2's quarterly MDS dated [DATE], identified she had intact 
cognition and no behaviors. She had limited ROM lower extremity on one side and used a manual 
wheelchair for mobility. She required partial/moderate assistance with sit to lying and lying to sitting, and 
upper body dressing, substantial/maximal assistance with shower/bathing, toileting/personnel hygiene, lower 
body dressing, roll left and right, sit to stand, and all transfers. R2's care plan dated [DATE], identified 
restorative nursing: she was at risk for reduced mobility related to weakness and amputation of right leg lack 
of ability to ambulate. Nursing was directed to provide restorative nursing, seated, bilaterally upper 
extremities AROM with four-pound weight dowel 20 repetitions and downward and backward 20 repetitions 
up to six times a week. R2's PT notes dated [DATE], identified clinical impression: she was ablet o perform 
all functional transfers with minimum assist. Restorative aide also felt that she had returned to baseline. R2's 
PT patient's self-report of their current status dated [DATE], identified she was discharged from PT on this 
date due to plan of care (POC) expired and she no longer warrants skilled PT. Will add omincycle to RNP. 
She chose omnicycle over standing performed for lower extremity strength. Showed restorative aide set up 
for anchoring left foot it pedal. R2's PT evaluation dated [DATE], identified she was referred to PT services 
due to nursing reported increased assistance with transfers. Restorative nursing coach had been gone and 
she felt that this was also why she was needing more assistance with transfers. RNP will continue at this 
time and she felt that she would be ok without PT. She received contact guard assist (CGA) to minimum 
assist for transfers to/from wheelchair to bed and toilet transfers, and used wheelchair for all mobility. 
Recommended she continued with RNP. R2's order dated [DATE], PT evaluation and treat. Diagnosis: 
muscle weakness (generalized). R2's PT evaluation dated [DATE], identified she was referred to PT services 
by primary care provider due to reduction in functional level, requiring skilled serviced to re-condition her 
back to prior levels. She presented with weakness, endurance and aerobic capacity deficits, impaired 
balance and greater difficulty in transfers placing her at greater risk for falls. She had right transfemoral 
amputation and left trans metatarsal amputation. She required skilled intervention to address deficits in upper 
and lower extremity strength, endurance and aerobic capacity, static and dynamic balance, functional reach 
and ability to transfer safely and more independently. PT planned frequency: three times a week times 12 
weeks. The skilled intervention focus: restoration compensation. R2's progress notes identified: -[DATE] at 
11:27 p.m. transferred poorly and needed extensive assistance of two. She stated she stated last night she 
had spasms and felt pain more on the left buttock to her hip and requested she wanted to be seen by 
therapy. -[DATE] at 6:23 p.m. physician assistant (PA) ordered PT and treat due to decline in transfers. R2's 
restorative log dated [DATE] through [DATE], identified AROM and stand 4 minutes signed off [DATE] 
(husband), [DATE] (husband), and [DATE].R2's POC history documentation for RNP identified: -[DATE] 
through [DATE], number of days AROM was documented 6 out of 25 days. -[DATE] through [DATE], number 
of days AROM was documented as completed 10 out of 31 days. -[DATE] through [DATE], number of days 
AROM was documented as completed 0 out of 20 days. During an interview/observation on [DATE] at 1:25 p.
m., R2 sat her room in a wheel chair with a left above the knee amputation fully dressed. She had worked 
with the restorative aide, he was dependable, saw her daily (5 times a week) and helped maintained her 
strength. Once he left, she had not received her restorative therapy as care planned and felt it was getting 
harder and harder to stand up. She got to the point staff had to lift her up more because she was losing 
strength. She requested therapy during a care conference, was scheduled to return three times a week, and 
that has helped improve her strength. During an interview on [DATE] at 2:30 p.m., NA-B stated restorative 
therapy ended on [DATE], and R2 no longer received it. She saw a decline on how R2's transferred from 
wheelchair to toilet. She noted the change began the beginning of [DATE] when she required two staff to 
transfer instead of one safely with a gait belt. R2 told her she was unable to hold her weight on the one leg 
and had taken longer for her to get her weight up on it while she stood up from the wheelchair with extra 
help. Prior to the noted decline, she transferred with assist of one and gait belt. She had informed the staff 
nurse about her increased weakness. R2 verbalized when she had issues with standing, increased 
weakness had occurred. Approximately three out of six shifts she had worked with her she required 
assistance of two staff instead of one. R3's annual MDS dated [DATE], identified intact cognition without 
behaviors. She had impaired PROM lower extremities bilaterally and used a manual wheelchair for mobility. 
She required substantial/maximal assistance with shower/bathing, upper/lower dressing, roll left/right, and 
personal hygiene, dependent for sit to lying, toileting hygiene, all transfers, and unable to walk. Diagnoses 
included DM, multiple sclerosis (MS) (causes breakdown of the protective covering of nerve and can cause 
numbness, weakness, trouble walking, vision changes, and other symptoms), and depression. R3's care 
plan dated [DATE], identified restorative PROM: she was at risk for contractures in bilateral lower extremities 
related to multiple sclerosis as evidenced by weakness, inability to move lower extremities with assist, 
obesity, and chronic pain. Restorative staff will help her with PROM stretch to bilateral hips, knees, ankles, 
toes in all motions with or without ceiling trance sling up to five times a week. R3's restorative log dated 
[DATE] through [DATE], identified PROM signed off [DATE], [DATE], and [DATE]. R3's POC history 
documentation for RNP identified: -[DATE] through [DATE], number of days PROM was documented 9 out of 
25 days. -[DATE] through [DATE], number of days PROM was documented 9 out of 31 days. During an 
interview on [DATE] at 3:45 p.m., R3 stated she had not received her restorative therapy since the 
restorative aide left and moved away over two months ago. She had MS, her legs and feet do not work and 
required PROM to be completed by someone. She stated it was included in her care plan and the restorative 
aide completed her therapy at least three to four times a week. The therapy felt so good while her legs were 
stretched. The agency staff ask me to move my feet and they are unaware she could not do that. She had 
hoped to get some strength and movement back in her lower extremities. R4's quarterly MDS dated [DATE], 
identified she had intact cognition with verbal behaviors directed towards others (e.g. threatening others, 
screaming at others, cursing at others) one to three times a week. She required partial/moderate assistance 
with lower body dressing, substantial/maximal assistance with personal hygiene, shower/bathing, sit to 
stand, all transfers, and walk 150 feet in corridor. She used a walker and manual wheelchair for mobility. 
R4's care plan dated [DATE], identified restorative nursing: she was at risk for further decline in AROM of 
bilateral upper extremities and bilateral lower extremities to fracture of right femur with surgical repair, history 
of traumatic subdural hemorrhage with loss of consciousness, chronic pain syndrome as evidenced by 
muscle weakness and history of falling. Staff were directed to have provided, monitored, and documented he 
participation in the restorative program up to six times a week. The program was to have included bilateral 
upper extremity exercised using two-to-three-pound weights, two sets of 15: biceps curl, chest press, 
shoulder flexion, shoulder horizontal abduction and adduction. Bilateral lower extremity three-pound weight, 
front wheeled walker, standing, marching, kick forwards, hip abduction, ankle plantarflexion, hip extensions, 
15 to 20 reputations. R4's new rehabilitation orders dated [DATE], identified RNP: bilateral upper extremity 
AROM should flex and abduction, AROM elbow flex/extension, finger flex/extension or arm bike (right upper 
extremity only) at level three for 15 minutes. Gait with front wheeled walker, grab bar, close wheelchair, 
follow distance as tolerated up to 40 degrees, omnycycle, bilateral lower extremities 15 minutes, level 5 to 7. 
R4's PT discharge [DATE], identified she had made minimal progress during therapy sessions. She had a 
decline following evaluation and then some improvement again following the decline. She had most likely 
met her new bassline/maximum potential. Discharge plan: recommendations included RNP for lower 
extremity strengthening and ambulation. R4's restorative log dated [DATE] through [DATE], identified AROM 
signed off [DATE] and [DATE]. R4's POC history documentation for RNP identified: -[DATE] through [DATE], 
AROM was documented 9 out of 15 days. -[DATE] through [DATE], walking was documented 1 out of 15 
days. -[DATE] through [DATE] walking was documented 3 out of 31 days. -[DATE] through [DATE], walking 
was documented 0 out of 21 days. R4's PT evaluation/assessment dated [DATE], identified she experienced 
a fall in her room and found sitting on buttocks. She had generalized weakness and deconditioning leading to 
difficulty with ability to ambulate and perform functional mobility tasks. She required skilled PT services to 
assess functional abilities, promote safety awareness, increase functional acidity tolerance and 
independence with gait. Skilled intervention focus: restoration. Plan of treatment PT five times a week for 12 
weeks. During an interview on [DATE] at 10:30 a.m., R4 stated the restorative aide was so good and she 
really missed him. He worked with her frequently and helped her maintain her strength, never afraid to say 
let's walk. One day he disappeared. At that time she was able to walk with a walker, and had benefited from 
restorative but once he left, she became weaker and found it harder to transfer out of wheelchair to the toilet. 
R4 stated about 6 weeks ago she did not place her call light on, self-transferred against her own better 
judgement, fell in her room and required PT. During an interview on [DATE] at 2:41 p.m., NA-A stated 
restorative aide was no longer here and believed activities staff were to be assigned the therapy but had not 
seen staff completing the restorative therapy since the previous aid left over one month ago. Restorative 
therapy was needed to provide those services to residents to keep their strength and moving. We have 
become an institution instead of a home for these residents and had some residents that just sat all day long 
without anyone working with them to maintain their strength. During an interview on [DATE] at 2:45 p.m., 
registered nurse (RN)-C stated there used to be a restorative aide and he had left. Unsure if the restorative 
therapy was being completed, how it was being monitored, and who oversaw it now. Could have been 
discontinued due to low resident census. During an interview on [DATE] at 10:30 a.m., medical doctor (MD) 
stated she assumed R1 was receiving her restorative therapy. PT was ordered for her today per her request. 
Restorative therapy was important and all residents living at the facility required some type of intervention 
such as exercises. During an interview on [DATE] at 10:42 a.m. manager RN-A stated the restorative 
therapy program ended on [DATE]. R1 had not received restorative therapy as care planned, was elective, 
and not required. Unsure if it had been offered to her. Restorative therapy helped residents with their overall 
mobility, potentially prevented skin issues, improved quality of life, and maintained the abilities they already 
had. During a combined interview on [DATE] at 11:00 a.m., director of nursing (DON) and administrator 
indicated the facility restorative program ended on [DATE]. DON stated she was unable to find the 
restorative book previously used by the restorative NA after he left. Orders for those residents noted to need 
therapy had been placed. Today there was an ordered placed for R1 to be assessed for PT. Administrator 
stated the facility therapy department gave notice and exited. We brought in a contracted therapy program 
on [DATE], they did not offer a restorative program. In place of restorative therapy, we offered daily activities 
such as moves and groves schedule by activities. We lacked time and were unable to come up with a new 
restorative plan. Those residents currently care planned for restorative therapy would require audits to be 
completed, restorative program removed from the care plan and that piece was missed. Administrator stated 
a new program needs to be designed, NAs educated, and all that takes time. Restorative therapy was 
important for residents to receive, helped maintain the level they have achieved through PT. Those residents 
care planned to have received restorative and unable to verbalize and/or move themselves would benefit 
from restorative therapy to keep muscles active and maintain their mobility. DON stated we planned on 
getting back on track and offer restorative with staff required training. During an interview on [DATE] at 12:37 
p.m., PT-A stated restorative therapy was important for all residents to maintain their mobility and keep them 
moving, avoid laying/sitting in their rooms, promote the highest functional ability, and helped alleviate pain. 
R3 had MS and would be important for her to have received restorative therapy. MS was a progressive 
disease and she became fatigued easily. During a follow-up interview on [DATE] at 4:00 p.m., PT-A stated 
R2 was minimum assist of one for sit to stand on [DATE], and she was currently assessed to be moderate 
assist of one. All her transfers were currently moderate assist, stood one to three minutes/bar supported, 
tired quickly and got fatigued. There was a noted decline in her sit to stand and transfers from minimum to 
moderate assist due to loss of strength to get herself up. Restorative therapy program and increase 
strengthening of her upper extremities would have helped maintain and strengthen her upper extremities if 
she would have received the therapy according to her care plan. Resident's buy in and attitude would have 
made a difference and helped maintain her functional abilities. During an interview on [DATE] at 10:12 a.m., 
PT-B stated therapy services were taken over by a different company early [DATE]. We were told the facility 
would get restorative by [DATE] and had not started yet. Restorative would be very helpful for the residents 
to assist with maintaining strength/endurance and lessen the need for acute therapy. During an interview on 
[DATE] at 12:22 p.m., regional director of clinical services (RD) stated R2 had back and forth of weakness 
even with restorative that could have been caused by other reasons such as increased hip/spasms, buttock 
pain, change in a decrease in medication (Buspar) (antianxiety), and low blood sugars. The change in RTP 
should have been communicated differently and been replaced. Unsure if that was communicated effectively. 
The administrator sent out a letter to the residents and resident council for other options. She did not think 
other options had been initiated. A detailed plan was needed to roll out the new restorative program. During 
a combined interview on [DATE] at 1:07 p.m., RN-B manager and DON were seated in an office. RN-B 
stated they had planned on moving restorative tasks to activities. DON stated activities assisted only one 
resident so far with ambulation. The restorative therapy had not been performed as care planned since 
[DATE], and planned on getting reorganized, until then the residents had a daily exercising group with 
activities. RN-B stated R2 had a decline in her strength/mobility starting early spring when she gained 
weight, struggled with clothing that did not fit well, and mental /emotional/physical concerns. R2 requested 
PT on [DATE], needed more help with transfers. DON stated R2 required more assistance with range of 
motion. Resident council meeting minutes dated [DATE], identified nursing concerns/comments: worried 
about not having help with ROM. Going to investigate ways to get residents moving that had the restorative 
program. Resident council meeting minutes dated [DATE], identified nursing concerns/comments: wishing 
there was a restorative program. Per email received from DON on [DATE], identified 21 residents currently 
care planned for restorative nursing program. Six of those residents were recently assessed by PT. Facility 
policy Restorative Nursing Program dated [DATE], identified the purpose of the restorative nursing program 
was to promote an optimal level of physical, mental, and psychosocial functioning in alignment with a 
resident's individual goals. The program can promote resident's highest level of independence in each of the 
following areas: eating and swallowing, activities of daily living, splints/braces, range of motion (ROM), 
ambulation, amputation/prosthesis care, communication and bed mobility. The registered nurse will complete 
an assessment of restorative functioning for new admissions, readmissions, and upon a significant change in 
status and in collaboration with therapist, the resident, responsible party or other designated facility associate 
will design the individual restorative nursing program for the resident. Associates administering the 
restorative interventions will be trained and competencies on the interventions that may be assigned to them. 
A RN will provide oversight to the program to ensure the restorative interventions are being implemented as 
planned and document at a minimum the program evaluation indicating the progress, and changes to the 
restorative care plan. Changes will be shared with staff via communication forms. If a resident has improved 
or declined, therapy should re-evaluate the resident and revise the plan as indicated in collaboration with the 
RN.
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