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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 46519

Residents Affected - Few Based on interview and record review, the facility failed to ensure one sampled resident (Resident #1) with
limited range of motion (ROM) received restorative therapy services to prevent further decrease in his/her

ROM out of 10 sampled residents. The facility census was 91 residents.

Review of the facility's policy titled Restorative Nursing Services dated July 2017 showed:

-Residents would receive restorative nursing care as needed to promote optimal safety and independence.

-Restorative nursing care consisted of nursing interventions that may or may not be accompanied by
formalized rehabilitative services.

-Residents may be stared on restorative nursing program upon admission, during the course of stay, or when
discharged from rehabilitative care.

-A restorative goal may have included maintaining his/her dignity and self-esteem.
1. Review of Resident #1's face sheet showed he/she admitted to the facility with the following diagnoses:
-Person injured in unspecified motor vehicle accident.

-Fusion of the spine (a surgery performed that joins two or more vertebra (any of the bony or cartilaginous
segments that make up the spinal column) together), cervical region (the neck region of the spine).

-Unspecified displaced fracture (when the pieces of the bone move so much a gap forms around the
fracture) of sixth cervical vertebra.

-Unspecified displaced fracture of seventh cervical vertebra.
-Unspecified fracture of the thoracic (T- middle section of spine)7-T8 vertebra.
Review of the resident's Restorative Nursing Instruction Form dated 6/11/24 showed:
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F 0688 -The resident was to receive restorative nursing three times a week.
Level of Harm - Minimal harm or -The resident was to receive active assisted range of motion (AAROM- performed when the patient/resident
potential for actual harm needs assistance with movement from an external force because of weakness, pain, or changes in muscle

tone) to his/her lower extremities.
Residents Affected - Few
-The goals of the program were:

--Improve sitting tolerance and balance.

--Maintain functional level.

Review of the resident's Annual Minimum Data Set (MDS- a federally mandated assessment instrument
completed by facility staff for care planning) dated 8/17/24 showed:

-The resident was cognitively intact.
-The resident had full functional range to his/her upper extremities.
-The resident had full functional range to his/her lower extremities in ROM.

-The resident was fully dependent (helper does all of the effort, resident does none of the effort to complete
the activity) for the following:

--Eating.

--Oral hygiene.

--Toileting hygiene.
--Showering/bathing.

--Upper body dressing.

--Lower body dressing.

--Putting on/off footwear.

--Personal hygiene.

--Rolling left and right.

--Going from a sitting to lying position.
--Going from a lying position to sitting on the side of the bed.
--Chair to bed transferring.
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F 0688 --Tub/Shower transferring.

Level of Harm - Minimal harm or -The resident had zero days of restorative nursing in which active ROM (the ROM that can be achieved

potential for actual harm when opposing muscles contract and relax, resulting in joint movement) or passive ROM (ROM that is
achieved when an outside source exclusively causes movement of a joint and is usually the maximum ROM

Residents Affected - Few that a joint can move) in the seven days look back period.

Review of the resident's care plan dated 9/4/24 showed:

-The resident had an Activities of Daily Living (ADLs) self-care performance deficit related to limited mobility
due to quadriplegia (paralysis that affects all a person's limbs and body from the neck down).

-The resident had quadriplegia related to his/her spinal injury with a goal for the resident to maintain optimal
status and quality of life within limitations.

Review of the resident's response history for the task Restorative Program dated 8/13/24 through 9/5/24
showed:

-The resident only received ten minutes of restorative therapy during that time period.
-The task had been documented as not applicable (N/A) 10 times out of 12 opportunities.
During an interview on 9/9/24 at 10:54 A.M. the resident said:

-He/She was supposed to get ROM exercises from the facility's Restorative Aide.
-He/She had not received any restorative therapy in the last three months.

-He/She thought the reason why he/she was not receiving his/her restorative therapy was due to staffing
issues.

-He/She had benefited from the restorative therapy.

During an interview on 9/9/24 at 1:23 P.M. Certified Medication Technician (CMT) A said he/she was unsure
of what therapy services the resident was supposed to receive.

During an interview on 9/9/24 at 1:50 P.M. Licensed Practical Nurse (LPN) A said:
-The resident used to receive restorative therapy.

-He/She thought there might have been an insurance problem and that was why the resident was no longer
on restorative therapy services.

During an interview on 9/9/24 at 2:00 P.M. the Director of Nursing (DON) and Administrator said:
-There was a binder that held the orders for all residents currently on a restorative program.
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F 0688 -The Administrator thought that residents were re-evaluated for restorative therapy monthly.
Level of Harm - Minimal harm or -He/She thought the resident did not have an active order for restorative therapy.

potential for actual harm
During an interview on 9/9/24 at 2:08 P.M. Certified Occupational Therapist Assistant (COTA) A said:

Residents Affected - Few
-The Restorative Nursing Instruction Form indicated the resident had an active order for restorative therapy.
-The facility had just hired a new Restorative Aide.

-The therapy department was responsible for recommending restorative therapy services.

-Restorative therapy was still beneficial to the resident.

-Residents were re-evaluated for restorative therapy every three months.

-The resident would be re-evaluated for restorative therapy on 9/11/24.

During an interview on 9/9/24 at 2:15 P.M. CMT A said:

-He/She had not been trained on performing restorative therapy.

-He/She had charted not applicable (NA) on the restorative program task because the task was not
applicable to him/her.

-He/She was unsure how long the facility had been without a Restorative Aide.

During an interview on 9/9/24 at 2:21 P.M. LPN A said he/she thought the facility had been without a
Restorative Aide for a couple months.

During an interview on 9/9/24 at 2:24 P.M. the Assistant Director of Nursing (ADON) said:
-The facility had been without a Restorative Aide for a month.

-He/She was unsure of who would be responsible for completing the restorative therapy during the absence
of a Restorative Aide.

-When N/A was documented on a task that indicated the task was not completed.

-He/She was unsure of who was responsible for ensuring the restorative therapy was being completed.
During an interview on 9/9/24 at 2:33 P.M. the DON and Administrator said:

-The facility had been without a Restorative Aide since July or August.

-A Certified Nursing Assistant (CNA)/CMT could perform restorative therapy.
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F 0688 -The ADON was responsible for over-seeing the documentation and completion of the restorative therapy.
Level of Harm - Minimal harm or NOTE: After the interview was conducted it was clarified that the facility had been without a Restorative Aide
potential for actual harm from 7/10/24 until the present.
Residents Affected - Few MO00241400
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