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$6=D | IN RANGE OF MOTION Corrective action to be accomplished

for thosa residents found to have bean

Based on the comprshensive assassment of a affected by the deficlent practice:

rasident, the facllity must ensure lial a resident

with a llmited range of iolion recelves

appropriale treatment and services fo increase A resto.r ative nursing order and referral

range of motion and/or to prevent further was written for resident #1 on 5/31/12.

decrease In range of motlon, Splints were applied by Rehab Director
on 5/31/12, Restorative nursing will

A continue with dafly bilateral splints as

ordered.
This REQUIREMENT is nol met as evidenced
by ! Corractive actlon to be accompiished for
Based on observation, interview with staff and those resldents having the potential to be
record review, the facllity failed to resume  range affected by the same deficient practice:

of mollon (ROM) and splint application afler
hospitalization for one of (1) of thiee (3)

Reviewed all current resi ith limi
sampled residents. (#1) ewed all current residents with limited

ROM to assure that they are receiving
appropriate treatment and;sg lces to
increase ROM and/or to prevent further
decrease in ROM., Assured that all were

Findings Included:

pes

Resident #1 had a curnulative diagnosis of anoxic

braln Injury persistent vegetative state. The carrently on the restorative nursing case

Minimum Data Set {MDS) dated 03/15/12, load for appropriate treatment,

revealed a comatose state and contractures to

his right hand. Measures putin place or systamic changes
‘ . made to ensure that the deficient practice

Review of the Evaluatlon for Occupation wili ot accur:

Therapy dated 3/16/12, recommeandalion S

occupational therapy 5 times a u./eek for - All admissions and readmisslons will be

therapeulic exerclses and orthotics (a support screened by therapy. If therapy isn't

brac:e). applicable, will ke referred to

Review of the weekly progress report for restorative nursing program, if indicated.

occupational therapy daled 4/19/12, Indicated in
part, patlent with Improving ROM {range of

C
motion). Discussed ortholics with caregivers. are Cards, which contain information from

ndividuatized Care Plan, were Implemented
In order for nursing staff to be Informed an

Review of the weekly progress report for
Y pre P each resident’s care and changes in care,
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- Any de?:ﬁiﬁéy stat\a/m:m onding with an aa‘!erlsk(‘{denolos a docy which the Instifution msy be excused from correcting providing It is determined that

other safeguards provlde sufficient pretection fo the palents. {Seefipétructions.} Except for nursing hemes, the findings stetod above are disclosable 90 daye
fallowing the dats of survey whathor or not a plen of correction s provided. For nursing homes, the above findings and plans of sorrection are disclosable 14
days tollowlng the dato these documents are made aveilable to the facliity, It deficlencies ara cited, an appraved plan of correetion Is requisite to continuad
program participation,
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occupational herapy daled 5/14/12, indicated
" Teaching restorative nursing P-Rom (passive
range of molion} and splint application, *

Review of he Discharge Summary from
ocecupational therapy dated 6/16/12, indicated fo
discharge to restorative therapy. Tha restorative
nursing pragram was to continue passive range
of mellon and splinting up to lwe {2) hours per
day,

Review of physicians order dated 5/16/12, *
Clarification order: Discharge patient from skilled
occupational therapy. Patient to be referred fo
restorative nursing. *

Resident #1 was admitied to the hospltal on
5716412 and discharged back to the faclity on
520412 with a diagnoses of trachellls (Infaction {o
the frachea).

During an observalion 5/30/12 at 11:20 am,
Resident #1 was lying in bed In a comatose slate.
Both hands were observed io be flaccid and the
fingers curling under into the palm. The resident
was not wearing any splints,

During an interview on 5/30/12 at 11:51 am,
Nurse #1 indicated she had worked wiih Resident
#1 on a dally basis and was not aware of any
restoralive care ordared for Resident #1.

During an interview on 6/30/12 at 1:14 pm, aide
#1 Indicated she was the primary care giver for
Resident #1 sincs 03/ 2012, She had never
obsarved splinls on Resident #1 hand or in the
roomn. She indlcated Resident #1 waz not a
restorative palient. She indicated she washed

Rehab Director will monitor to assure
all screenings ara completed with 48
hours,

D.O.N. and Nursing Management will
review In ¢linical meetings, Monday-
Friday, all admissions and readmission
therapy screens to assure that they are
Aproperly placed on restorative nursing
caseload, if needed,

Rehab Directar and Nursing
Management wilt submit monitering
reports labeled Rehab Screening Form
to be reviewed by QA Committee
monthly x 3 months, then quarterly until

Any discrepancles wifl be reported to the
Administrator immediately. -/

F4
H

“Ft

QA commitiee deems no longer necessary.
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hetwean his fingers, which could be considered
passive range of motion,

Observalion 5/30/12 at 1:14 pm, revealed no
splinting on sither hand of Resident #1

During an interview on 5/30/12 at 4:18 pm,
Ocoupationat Therapisi

indlcated Resldent #1 had splints ordered for two
hours per day and passive range of motlon
(PROM), Ths restorative aides were taught how
to apply the splints and do the passive range of
motion. .

During an intervisw on 5/30/12 at 4;25 pm,
Therapy Director Indicated once they are
discharged to the restorative program ihe director
of nursing (DON) oversees the program,
Resldent #1 was to wear hls splints for his hands;
they are piaced on in the morning and taken off in
the afternoon,

Observation on £/30/12 af 5:00 pm, of Resident
#1 rovealed he was lying in bed with his eyes
closed. He had no splints on his hands. No splints
were visible in his room,

During an observalion on 5/31/12 at 8:58 am,
Resident #1 no splints were observed on elther
hand, .

During an interview §/31/12 at 8:58 am, wound
care nurse stated sha had not observed any
splints on elther hand during her care. Alde #1
indicaled at 9:07 am she had never observed
splinting on elther hand of Resident #1,

During an interview on 6/31/12 at 9:67 am,
restorative ald #1 stated all splinting of residents

F 318
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was done by 9:00 am. The documentation was
completed onwho was splinted and how long.

Ha obtalned a fist of resldents whe required
splinting. He Indlcated Resident #1 was not on
the list to have a splint applied or any range of
meflon. . There was no documentation In the
restoralive fog book for Resident #1, Restorative
alde #1 stated if a resident goes to the hospltal,
when they retum the restoraiive picks up whera It
loft off unless the resldent goes back to physical

During an interview on 5/31/12.at 10:21am,
reslorative alde #2 indicated all spiinting began at
7:15 am, and were removed afler lunch. She
indicated she was not familiar with Resldant #1;
he was not on the list. Review of the resforative
hook inthe rehal gym revealad Resident #1 was
not on the case ioad for restorative,

During an interview on 5/31/12 at 10:37 am,
therapy directer slated Resident #1 was to have
splinting two hours a day regardless If he went to
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