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PLEASE REVIEW THE FOLLOWING DEFICIENCY AND APPLY THE STANDARD 2:  SURVEY FINDINGS ARE SUPPORTABLE REVIEW PROTOCOL. 
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 483.25(a)(2) QUALITY OF CARE

A resident is given the appropriate treatment and services to maintain or improve his or here abilities specified in paragraph (a)(1) of this section

This Requirement is not met as evidenced by:

Based on record review, observations, and staff interviews, the facility failed to encourage and/or assist to ambulate three of five residents who could ambulate a total sample of 143 plus two additional residents (R3, R4, R12).

Findings include:

Resident 3 was evaluated 3/5/01 through 3/16/01 by physical therapy for decreased mobility following hospitalization for pneumonia.  The physical therapy aide documented on the “Plan of Treatment for Outpatient Rehabilitation” form “Patient is on restorative program to ambulate most of the time with increased anger or combativeness noted at times.”  The resident was discharged from physical therapy services on 3/16/01.  Resident 3’s current care plan included “Ambulate resident daily with rolling walker.”  Although the facility maintained, according to a licensed practical nurse (LPN) during interview at approximately 2:45 PM on 6/14/01, an ambulation log of residents on the ambulation program.  Resident 3 was not listed on the ambulation log.  The LPN also reported that the CNAs were to walk residents who can walk to the toilet and to the dinning room for meals.  On 6/11/01 at 1:28 p.m., the CAN wheeled Resident 3 who was seated in a wheelchair next to his bed to the bathroom in his room.  At 1:45 p.m. on the same day, a CAN wheeled Resident 3 from his room to the activity room where he remained until 4:00 p.m. and then the Activity Director wheeled the resident to the TV lounge near the nursing station. At 4:11 p.m., the CNA wheeled the resident from the TV lunge into the bathroom in his room.  On 6/12/01 at 7:20 a.m., the CAN wheeled the resident from his room into the hall next to the nursing station.  At 9:05 a.m. on the same day, the CNA wheeled Resident 3 from the dinning room to the TV lounge.  At 1:52 p.m. on the same day, the CNA wheeled Resident 3 who was sitting in the hall across from the maintenance office to the activity room.  On 6/13/01 at 5:50 p.m., a CNA wheeled Resident 3 from the TV lounge into the dinning room.  At 7:10 p.m. on the same day, the nurse wheeled the resident into his room.  On 6/14/01 at 11:00 a.m., Resident 3 was observed in the activity room.  Then asked the activity aide verified that she had wheeled the resident to the activity room/assisted dining room until observations ended at the start of the noon meal.  Observations revealed that ambulation did not occur for Resident 3 until the surveyor inquired on 6/14/01.  From 5:15 p.m. until 5:40 p.m. on the same day, the administrator and an LPN were observed to assist Resident 3 to walk.  They explained to Resident 3 that he was going to take a walk.  He stated, “No can’t take a walk” but after repeated verbal encouragement, the resident complied, walking approximately 32 feet assisted by the administrator and the LPN, using a gait belt, and a walker.  The resident stated three times “I’ve never done this before” while walking.  The resident stopped, sat in the wheelchair, rested, and after additional verbal encouragement, the resident stood with assistance, and walked again.  The resident repeated this pattern of walking and resting until the resident finally sat in his wheelchair at 5:40 p.m.  He walked approximately 83 feet from the hallway between the nursing station and room 32 to the end of the hall by the medical records office.

Resident 4 was admitted on 1/24/00 with low back pain, sacral fracture secondary to a fall.  The care plan revealed that one of the approaches was to ambulate Resident 4to the dining room for meals.  Resident 4 was observed on 6/12/01 and 6/13/01 at 8:00 a.m. and 5:00 p.m. in a wheelchair transporting his self to the dining room for breakfast and dinner.  On 6/14/01 at 8:30 a.m. the resident was again observed in a wheelchair propelling himself into the dining room.  At 2:35 p.m. on 6/14/01 a staff member (LPN) was interviewed as to why Resident 4 did not walk to the dining room.  The staff person stated that Resident 4 could walk but he wheels himself to the dining room. She also stated “If I ask him he will walk for me.  I will ask him to walk this evening for dinner.”  Resident 4 was observed on 6/14/01 at 5:00 p.m. being walked to the dining room by the LPN.  Resident 4 walked from the nursing station to the dining room using his walker and stand by assist of the nurse.  Resident 4 walked approximately 150 feet before he wanted to sit down in the wheelchair.  On 6/15/01 at 10:15 a.m., the list of residents on the “Walk to Dine” program was given to the surveyor.  For the weeks of 5/27/01 to 6/02/01, 6/03/01 to 6/09/01, 6/10/01 to 6/13/01, there was no documentation that Resident 4 was walked to the dining room for meals.

Per record review on 6/13/01, the goal on Resident 12’s care plan dated 4/26/01 was to have resident ambulate to dining room form room daily trough 7/26/01.  The note on 4/14/01 from the restorative program stated that the Resident 12 was able to “walk 300 feet with encouragement using a quad cane, and no physical assistance required.  Please have him walk 1-2 times a day.”  The goal of the restorative program was to eliminate wheelchair use in the facility.  On 4/6/01 the Rehabilitation Screening Form on stated that the patient is able to ambulate in the facility with quad cane.  On 6/13/01 at 5:30 p.m., Resident 12 was observed propelling himself to the dining room.  Staff person (LPN) interviewed on 6/14/01 at 2:35 p.m. was asked why Resident 12 does not walk to the dining room.  The staff person stated, “he does walk, and will walk if you ask him.”  At 5:20 p.m. Resident 12 was observed walking from the nursing station with quad cane to the dining room.  The surveyor was given a list of residents on the “Walk to Dine” program on 6/15/01 at 10:15 a.m.  there was no documentation that Resident 12 walked to the dining room during the weeks of 5/2/01 to 6/2/01, 6/3/01 to 6/9/01, and 6/10/01 to 6/13/01.
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