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F 0676 Ensureresidents do not lose the ability to perform activities of daily living unless

thereisamedical reason.
Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on observation, interviews, and record review, the facility failed to ensure that restorative nursing services were
harm implemented in atimely manner for one of three residents (#1) reviewed for restorative services. This failure placed the
resident at risk for decline in mobility, and a diminished quality of life. Findings included . Resident #1. Review of the
Residents Affected - Few resident's medical record showed she was admitted to the facility on [DATE] with multiple [DIAGNOSES REDACTED]. Review of
the resident's comprehensive assessment, dated 12/09/19, showed she had no cognitive impairments; extensive assistance with one

staff for turning in bed, transfers, dressing, toilet use, and personal hygiene; limited assistance of one staff for

locomotion; supervision with setup help for eating; and was continent of bowel and bladder. Review of Physical Therapy
Treatment Encounter Notes, dated 02/12/2020, showed the resident had walked 105 feet with a wheeled walker. The resident

had constant pain in both knees during the therapy session. Documentation showed the resident had regained much of her

strength and should be ready to end therapy soon. Review of a Restorative Nursing Program Plan, dated 02/12/2020 and
documented by Staff A, Occupational Therapist (OT), showed the resident was referred to arestorative program which

consisted of multiple exercisesincluding waking with awheeled walker for 50 feet. The form was signed by Staff B,

Licensed Practical Nurse/Resident Care Manager. Despite the resident's restorative program to be initiated on 02/12/2020,

review of the restorative program report showed the program was not started until 02/25/2020 (12 days later). On that day
documentation showed the resident walked 120 feet with awheeled walker and gait belt assisted by Staff C, Restorative Aide (RA).
The resident stated during an interview on 03/04/2020 at 11:30 AM, that there was a big delay in getting restorative

services started - about two weeks. She stated during the time between therapy being discontinued (02/12/2020) and the

start of the restorative program she just sat in her wheelchair. No one was walking me .| threatened to walk by myself, and wastold |
could not do that. The resident stated that she was planning on returning home in aweek and had to be able to

walk without her walker as the hallway leading to her bedroom and bathroom was too narrow for awalker. She stated she had
asked several staff about when she was going to start walking and they replied, we'll 1ook into it. She stated Staff D,

Registered Nurse, had told her that whoever was supposed to enter the necessary information regarding her restorative

program into the computer had either |eft or was on vacation, and the program could not start until that was done. She was
observed at that time lying in bed with her legs elevated on pillows. Her legs were significantly swollen and she

complained of arthritic pain in both knees. Staff A stated on 03/04/2020 at 11:25 AM, that she had completed the referral

form for the resident's restorative program on 02/12/2020 and gave the form to Staff C, and made copies for nursing, binder in the
therapy gym, and the resident's medical record. Staff B stated during a telephone interview on 03/05/2020 at 8:32

AM, that on 02/12/2020 she was working the floor that afternoon when Staff A asked her to sign the referral form for the
resident's restorative program. She then gave the referral form back to Staff A. On 03/05/2020 at 8:14 AM, Staff D, stated

during a telephone interview, that she was aware the resident had completed specialized therapy services and areferral was being
doneto inititate a restorative program. The resident had informed her, the week after the referral form was written, about not yet
receiving restorative services. Staff D stated she then checked with Staff C who had a copy of the referral

form, however the resident's information had not yet been put into the computer. Staff D stated she then put the

information into the computer on 02/23/2020. Staff C stated on 03/04/2020 at 11:15 AM, that when she received the

resident's referral for restorative services on 02/14/2020 she had asked Staff D who was going to be enter the resdient's
information into the computer. She was told restorative programs could not be started until residents' information was put

into the computer. Reference (WAC) 388-97-1060(2)(a)(ii)
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