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Congratulations!

Congratulations on your decision to become certified in the Restorative Nursing Program! You
have made a great decision. Your involvement in this course will assure that the residents in
your facility receive care that enables them to function as independently as possible. You will
also benefit by learning the most effective resident management techniques while protecting
yourself from personal injury.

We know that you are dedicated to the residents in your facility. How do we know this? We
know because you are here to improve your skills. And when you improve your skills, your
residents benefit.

Thank you for participating in this Restorative Nursing Program Certification Course.

Great care begins with you!
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How this class was created

The Restorative Nursing Certification Program (RNCP) started in 2004 as a dream,
developed by a group of therapy and nursing professionals who knew that there had to be
a better way to train Restorative CNAs for their critical work with the elder population. The
dream became a reality thanks to the vision and support of the following organizations and
key individuals:

» The Quality Care Health Foundation (QCHF) and its parent organization, the California
Association of Health Facilities (CAHF) have supported the RNCP since its inception and
have served as the program’s chief advocates to long-term care employers;

* Long-term care employers, who have recognized the need to develop career advance-
ment programs for the Certified Nursing Assistants (CNAs) who make up the bulk of the
work force in skilled-nursing facilities (SNFs);

* California Gov. Gray Davis made state funds available to expand and enhance the long-
term care workforce through his Caregiver Training Initiative. Development of the RNCP
was funded through a Caregiver Training Initiative grant;

* The California Employment Development Department, under Director Michael Bernick,
made the development of Career Ladder Programs for CNAs one of its priorities; and

» The California Health Care Foundation, which has assisted the effort to expand the RNCP
as part of their effort to improve the quality of patient care in long-term care.

SNFs have long used Restorative CNAs (RNAs) to care for residents who require assis-
tance with functional abilities. RNAs provide follow-up and support services for the licensed
Physical Therapist (PTs), Occupational Therapists (OTs) and Speech-Language Patholo-
gists (SLPs) who may only be available on an as-needed basis. RNAs are available to
provide daily support services to SNF residents, helping to improve their quality of life and
clinical outcomes.

Employers have historically offered RNA positions to CNAs who display particular ability,
and RNAs are often seen as having “higher rank” than regular CNAs. It is important to note
that significant numbers of RNAs eventually pursue licensed-nursing degrees.

Yet, despite the critical role they play in long-term health care, RNAs have not had a stan-
dardized, formal training and certification process-until the advent of the RNCP. In the
future it is our hope that the RNCP will serve as a key component of an integrated Career
Ladder for CNAs, serving as a critical bridge between the CNA and Licensed Vocational
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Overview

Course purpose:

The purpose of this course is to improve the knowledge base and clinical competencies of
the Nursing Assistants and licensed/registered nursing staff. Increased performance improves
resident care.

Program content:

The content of this two-day course focuses on strengthening the role of the Restorative Nurs-
ing Assistant and the Restorative Nursing Program Coordinator in demonstrating clinical
competencies with facility residents and understanding the keys to implementing a successful
Restorative Nursing Program.

Program format:
The format of this course is interactive. Your participation is expected throughout the lectures
and demonstrations.

Graduation:

Graduation from this course requires demonstration of select clinical competencies as well as
successful completion of a written post-test. Certification of course completion will be awarded
when these standards are met.

Good luck!
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‘ Module 1 ‘
Leadership Keys
to Success

Standard/Objective

Leadership competencies

1. Understand the scope of service of the RNP.

2. Restorative Nursing Assistant (RNA) and Restorative Nursing Program Coordinator
(RNPC) will verbalize an understanding of roles and responsibilities.

3. Review OBRA and Title 22 regulations related to the RNP.

4. Verbalize an understanding of admission and discharge criteria for the RNP.

5. Review types of documentation forms.

6. Verbalize effective leadership strategies for the RNP.
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Restorative Nursing Program (RNP) refers to “nursing interventions that promote the
resident’s ability to adapt and adjust to living as independently and safely as possible. This
concept actively focuses on achieving and maintaining optimal physical, mental and psycho-
social functioning. Generally, RNPs are initiated when a resident is discharged from formalized
physical, occupational or speech rehabilitation therapy. A resident may also be started on an
RNP when she/he is admitted to the facility with restorative needs but is not a candidate for for-
malized rehabilitation therapy or when a restorative need arises during the course of a custodial
stay.” (From Centers for Medicare & Medicaid Services’ RAI Version 3.0 Manual.)

The RNP is designed to promote/improve strength, endurance, balance and mobility.

The Restorative Nursing Assistant (RNA) interacts with the residents and provides skill
practice in activities that will improve and maintain function in physical abilities and activities of
daily living (ADLs) and prevent further impairment.

The Restorative Nursing Program Coordinator (RNPC) provides guidance to the
RNA and oversight to the RNP.

Rehabilitation refers to the therapeutic interventions that promote the independence of the
chronically ill, disabled and aged with the goal of assisting the resident in becoming a more
independent person, whether the resident remains in a Skilled Nursing Facility (SNF) or is
discharged to a lesser level of care or to his/her home. The Licensed/Registered Therapists
provide this intervention.

Scope of service
Many areas of function may be addressed by the RNP, including but not limited to the following:

* Bathing * Ambulation * Bowel and bladder retraining
* Dressing * Wheelchair mobility « Communication programs
» Grooming * Bed mobility * Exercise programs
* Toileting * Transfer training * Splints, adaptive/assistive
* Oral hygiene * Positioning devices
* Personal hygiene * Range of motion * Dining programs
(active and passive) * Eating and swallowing

It is important for you to offer RNP services to meet the needs of your resident
population and which you can manage based on staffing allocations and com-
petencies. Add new programs as your staff demonstrates a comfort level and
willingness to expand and as residents’ needs change.
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Restorative Nursing Assistant (RNA)

Roles and responsibilities

Roles

The purpose of the RNA is to interact with the resident and provide skill practice in such activi-
ties as walking and mobility, dressing, and grooming, eating and swallowing, transferring, am-
putation care, and communication in order to improve and maintain function in physical abilities
and ADLs and prevent further impairment.

Pre-requisite RNA qualifications:

Recommended qualifications include:

» Completion of RNP Certification Course through the Quality Care Health Foundation in
California.

* Current California Certified Nursing Assistant (CNA).

* Minimum one year experience as a CNA in long-term care.

* Ability to communicate effectively in English both verbally and in writing.

* Ability to function independently with indirect supervision.

* Able to participate in physical activities that may require bending, squatting, reaching, twisting,
repetitive grasping, frequent pushing and pulling and frequent lifting up to 150 pounds with
assistance.

* Training in gait belt use, safe transfers and body mechanics.

* Creative problem solver.

Recommended responsibilities include:

» Administer restorative activities specific to resident needs.

* Administer Restorative Dining Program.

 Perform transfers, bed mobility, positioning and range of motion (passive/active).

» Perform general strengthening exercises.

» Ensure the placement of restorative devices/equipment (e.g., splints, positioning devices).

* Assist with turning and positioning of residents as needed.

* Document per treatment activity and summarize progress for each resident in the RNP.

* Report and chart significant changes in resident condition, evidence of pain or motivational
level.

* Notify RNPC, Charge Nurse or appropriate therapy discipline of problems, referrals and
reassessment needs.

* Follow appropriate safety, hygiene and infection control measures.

» Ensure adequate restorative supplies to meet the needs of the residents in the RNP.

» Maintain consistent resident care schedule and be efficient in use of time.

» Coordinate restorative treatments with other facility departments.

+ Attend all meetings and in-services as required.

* Follow policies and procedures for RNP.

* Identifies potential problems/issues and reports to RNPC in a timely manner.
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Restorative Nursing Program Coordinator (RNPC)
Roles and responsibilities

Roles
The roles of the RNPC are to provide guidance to the RNA and oversight of the RNP.

Pre-requisite RNPC qualifications:

Recommended qualifications include:

» Completion of RNP Certification Course through the Quality Care Health Foundation in
California.

* Current California license as Licensed (LVN) or Registered Nurse (RN).

* Minimum one year experience as a licensed nurse in long-term care.

* Ability to communicate effectively in English both verbally and in writing.

+ Willingness and ability to function as coordinator of RNP and supervisor of RNAs.

« Ability to participate in physical return demonstration for the purpose of competency skills
check which may require bending, squatting, reaching, twisting, repetitive grasping, frequent
pushing and pulling and frequent lifting up to 150 pounds with assistance.

« Training in gait belt use, safe transfers and body mechanics.

* Creative problem solver.

Recommended responsibilities include:

* Monitor all aspects of the RNP on an ongoing basis (e.g., skills, documentation,
communications, schedules, assignments etc.)

* Review all RNA documentation for accuracy and completeness and update as needed.

» Serve as primary liaison with the professional Therapists by participating in resident assess-
ments and coordinating the implementation of the RNP or recommendations made by the
professional Therapists for nursing staff to follow.

* Oversee or participate in initiating or updating resident care plans related to the RNP.

* Assure licensed documentation in the medical record supports resident progress in the RNP.

« Communicate with the RNAs on a regular basis to review the status of individual resident
programs, update programs, review charting and provide input to the RNAs regarding their
skills.

* Assure input regarding the restorative needs of residents is provided at the resident care
plan meeting.

* Serve as resource for other facility staff involved in the provision of restorative services (e.g.,
activities).

+ Coordinate inservice efforts for restorative nursing and general nursing with staff develop-
ment designee.

* Represent the RNP to families, Physicians and other individuals involved in the resident’s care.

» Conduct the annual reviews of the RNAs.

* Report to the quality assessment and assurance (QA&A) committee.
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Admission criteria

A resident may be referred to the RNP from

Skilled Therapy, Nursing/IDT, CNA/RNA or

from resident/family when one (or all) of the

following criteria are observed:

« Skilled Therapy Program not indicated or

RNP May be used as an adjunct to skilled

therapy.

* Decline in physical and/or mental function-
ing

» Change of condition (e.g., unsteady gait,
frequent falls, weight loss)

* Potential for improvement with training/
retraining (e.g. dining, continence, strength-
ening exercise, etc.)

A resident may be involved in more than one
RNP function area concurrently. Frequency
is dependent on resident need, motivation
and outcomes. Take caution to assure that as
many residents as possible benefit from the
RNP involvement and staffing resources are
preserved.

Assessments

The functional skills of all residents are
assessed upon admission to the facility.
Residents are reassessed every 90 days or
more often if there is an identified decline in
function. The assessments are mandated
for Medicare facilities and are documented
on the Minimum Data Set (MDS). The MDS,
Section D0500, is used to document resi-
dent’s RNP activity. See the Resident As-
sessment Instrument Version 3.0 Manual for
further information.

When a resident’s need is identified, a refer-
ral to rehabilitation for screening may be
recommended. The therapist completes the
screen and trains the RNA in resident-specific
program skill practice. If nursing refers the
resident to the RNP and therapy screening is
not required, then the RNPC communicates
directly to the RNA.
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A Licensed Nurse must oversee quarterly
Joint Mobility Assessments. However, the
RNA may be involved in the measurement
process. Successful joint mobility manage-
ment is dependent on consistent measure-
ment practices.

Physician orders

State and federal regulations are vague in
terms of whether or not Physician orders
should be obtained for Restorative Nursing
Services. Good clinical practice is to obtain
a Physician order for any service that is not
routinely given to all residents. Most facilities
have opted to require Physician’s orders to
minimize their legal exposure in the event
that something goes wrong and an injury oc-
curs.

These days, many facilities enter RNP orders
into their computer system so that their activ-
ity records can be printed for documentation.
It is recommended that each facility develop
and implement a standard policy on RNP
orders. When orders are obtained for RNP
services the language describing the service
should be clear and specific.

The order must state: who will provide the
services; what service will be provided;

what the frequency will be and the duration
of the order. Arecommended example of

a RNP order is: “RNA to ambulate resident
with FWW, FWB, up to 100 feet five times
per week for 30 days.” When the service is
stopped, a discharge order must be obtained
and documented.

Unfortunately, nursing facilities may have
staffing difficulties and need to “pull” the RNA
to help with resident assignments. However,
if an order exists for a service to be per-
formed, it must be provided. That is, some-
one must still provide the RNP services that
the Physician has ordered.
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Documentation
Documentation requirements for the RNP are
similar to those followed for resident clinical
care per state and federal regulations. Title 22
states:
“Meaningful and informative nurse’s prog-
ress notes shall be specific to the resident’s
needs, the resident’s care plan and the
resident’s response to care and treatments.”

Medicare states:
“Rehabilitative nursing care services are
performed daily for such residents who
require such services, and are recorded
routinely.” Therefore, when care is provided,
treatment must be documented. The format
for documentation is not mandated and can
follow your facility protocols. Sample forms
are provided in the Appendix.

Referral Form

When the resident need is identified, a referral
to rehabilitation for screening is recommend-
ed. Typically, a resident is referred to the RNP
near the end of his/her skilled therapy pro-
gram. Prior to discharge, the therapist deter-
mines resident-specific RNP needs, trains the
RNA in appropriate techniques and completes
the Referral Form that initiates the Resident
Care Plan.

Resident Care Plan (RCP)

The Resident Care Plan (RCP) provides the
guidelines for the implementation of interven-
tions to assist in meeting the resident’s goals.
Decisions are based on assessments from all
members of the interdisciplinary team (IDT).
The RNPC assures implementation of the
RCP specific to the Restorative Nursing Pro-
gram. All direct care providers must demon-
strate knowledge of the RCP and participate in
updating the resident care plan as needed.

Activity Record

The RNA documents following each session

on the Activity Record. Content may include:

* Activity provided

» Minutes of activity (required for Medicare and
MDS, Section D0500)

* Level of assistance and support

* Initials of RNA providing care

» Meal intake percentage for Restorative
Dining Program

* Problems, progress, outcomes

» Unusual occurrences (e.g., pain, refusal,
withhold, change in condition)

A summary of the resident’s status should

be completed on a regular basis (e.g., daily,

weekly, monthly) by the RNA. Content may
include:

* Activity provided (e.g., Restorative Dining
Program, ambulation)

» Resident response to activity (e.g., “c/o pain,”
‘I don’t have the energy,” “tolerates without
difficulty”)

» Outcomes/progress/lack of progress (e.g.,
good, maintained, improving, decline, etc.)

Example: “Resident maintained skills this
week. Complained three times of lack of en-
ergy. Walked 100 feet FWW 2/5 days. Resi-
dent follows swallow protocol when supervised
at meals.”

Licensed Nurse’s

Weekly Summary

The Licensed Nurse’s Weekly Summary in the
medical record should reflect the resident’s
involvement and progress in the Restorative
Nursing Program.



Discharge criteria
A resident may be discharged from the RNP

when one or all of the following criteria are met:

* Meets the goals of the program.

* Refuses consistently and/or does not have
appropriate motivation to participate.

» Cannot tolerate the program as a result of an
alteration in physical or mental status (e.g.,
pain, change in medical condition, etc.)

* Fails to benefit from the program

Discharge Summary

When a resident is discharged from the RNP,

a Physician’s order should be obtained, a

Discharge Summary completed by the RNPC

and the Resident Care Plan updated. The Dis-

charge Summary should be documented in the

Medical Record. One option is to include the

Discharge Summary in the narrative section of

the RNP records.

The Discharge Summary should describe:

* Initial functional problems

* RNP treatment program

* Highlights of the program, total time period,
frequency, interventions provided, resident’s
response, reason for discharge

* Program status at the time of discharge (e.g.
level of functional skill that the resident has at
the time of discharge, amount of assistance
required for each task and approaches that
enable the resident to be as independent as
possible)

* Recommended interventions for floor staff

17

Post discharge

Discharge from the RNP should include the fol-

lowing steps:

* RNPC should update the RCP to reflect RNP
discharge status

« Communicate changes to Resident Care
Plan to CNA and Charge Nurse and
demonstrate techniques if necessary

* Establish protocol for periodic re-assessment
of each resident following discharge from the
RNP to assure that the resident is maintaining
function.

Regulations

Skilled-nursing facilities are regulated by many
laws and regulations. Facilities must strive to
continue to maintain compliance with those
regulations. The staff who work in Restorative
Nursing Programs need to realize their role in
this regulatory process. If all staff do the best
job possible, they will be contributing to our
residents’ quality of life and quality of care.
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Leadership and teamwork

In order to implement a successful Restorative Nursing Program (RNP) the leaders of the
program must not only have the vision and commitment but also be able to motivate staff and
facilitate change. There must be support from Administration and Nursing Administration. This
support improves the chances of the program’s success.

The Restorative Nursing Program Coordinator (RNPC) is a critical element to gaining Admin-
istration’s support. An important aspect of the RNPC'’s role is to assure that Administration un-
derstand the RNP, the roles of the RNPC and the RNA and the importance of attaining resident

and program goals.

Administration’s support of the RNPC and the RNA will assist in removing any obstacles, mak-
ing necessary policy changes, and taking needed actions to assure that all levels of staff follow
through with the expectations of the program.

TEAMWORK
COMMITMENT

SUCCESS FACTORS

Administrative support

The recommended success factors that enhance commitment

from top management are:

» Establish criteria for hiring staff into the Restorative Nursing
Program

* Allow the time to cover the necessary components of an
effective Restorative Nursing Program training

» Schedule new nursing staff time with the Restorative Nursing
staff

* Involve the Medical Director in the implementation of the
program

* Invite the Administrator and Director of Nursing to partici-
pate in the “Leadership Keys to Success” section of the
Restorative Nursing Program training (e.g. overview, scope,
etc.)

* Develop a policy that includes limited circumstances in
which Restorative Nursing staff is “pulled” from their duties
(i.e., should be the exception and not the rule)

* Adjust work responsibilities for the Restorative Nursing
Program Coordinator to allow the time required to develop
and coordinate the program.

* Celebrate successes (e.g. graduation parties, certificates,
commendations, measured outcomes, etc.)

» Support routine, consistent meeting times for the Restor-
ative Nursing Assistants, Restorative Nurse Program
Coordinator and other team members to manage the
resident’'s RNP program (e.g. weekly and PRN)




Leadership and teamwork (continued)
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TEAMWORK
COMMITMENT SUCCESS FACTORS
Training No specific regulations govern the mechanics of providing

Restorative Nursing Program training.

However, programs typically include a CNA selection pro-
cess, instructor preparation and presentation, classroom
instruction, training materials, demonstration/return demon-
stration, competency checks, post-test and certification.

The actual content and handouts should be determined by
the restorative care areas to be implemented based on the
facility-specific resident population needs.

Recommended success factors include:

* Orientation of new and existing staff

» Competency reviews (annual and PRN)

» Ongoing skills checks by Restorative Nursing Program
Coordinator and the Director of Staff Development

* Annual performance appraisals (share with RNA on hire so
they will know what criteria will be used to evaluate their
performance each year)

 Use of Restorative Nursing Program competency exams on
hire and annually

» Ongoing training to meet the needs of resident population

» Ongoing training based on quality improvement plan

* Expanded training to CNAs to enhance ADL skills

* Involving RNAs in new employee orientation

Interdisciplinary
(IDT) approach

Recommended success factors for integrating the roles of all

interdisciplinary members include good understanding of the

RNP purpose, roles and responsibilities of team members:

* Nursing provides leadership for the RNP with emphasis on
a TEAM approach

* Licensed Nurses and CNAs provide input regarding their
residents through discussion and documentation of
changes, progress and/or lack of progress

* RNA provides direct care to resident, documents routinely
and communicates resident’s needs to RNPC and IDT

» Therapy Department offers training and provides oversight
for the clinical aspects of the program

* Dietary provides the space and set-up for the Restorative
Dining Program and the appropriate food texture and
assistive devices as determined by Physicians, Nursing
and Speech/Occupational Therapy

* IDT checks RNP at least quarterly and PRN for change of
condition
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Leadership and teamwork (continued)

TEAMWORK
COMMITMENT

SUCCESS FACTORS

Assignments/
schedules

A major transition from being a CNA on the floor to work-
ing as an RNA is learning how to independently manage a
complicated schedule. There are many competing activities
occurring — from meals and naps to the beauty parlor and
all the other activities that go on during a day in a resident’s
life. Therefore it is necessary for the RNA and the RNPC to
schedule resident RNP activities.

Recommended success factors include:

* Select the best person for the RNA and RNPC position
(see RNA Hiring Interview Grid in Appendix)

« Start with the activities that are by their nature less flexible
(i.e. restorative feeding must be at mealtime)

» Schedule active residents when other activities are not
scheduled

* Residents who need exercise programs in the gym (therapy
room) will need to be scheduled during those times when it
is not in use by the professional therapists

* Encourage capable residents to come to the gym at their
scheduled time in order to strengthen their sense of
independence

* When several residents are scheduled in the same location
at the same time, organize and set-up activities to meet
their needs ahead of time

* Use a dry erase board, computerized form, or paper and
pencil schedule to organize RNP caseload (see sample
RNP Resident Roster form in the Appendix)

* Review schedule and make necessary adjustments every
week until you are comfortable with flow of resident
activities

* Assure the schedule form includes specific RNP activities
and tasks for each resident

* If possible, plan RNA work schedules so that all three
Restorative Dining Program meals are staffed

* Plan RNA and RNPC back-up staffing for vacations,
holidays and sick time

* Allow time to complete required documentation

» Schedule breaks and necessary meetings so they don’t
interfere with the RNP activity schedule




Leadership and teamwork (continued)

TEAMWORK
COMMITMENT

SUCCESS FACTORS

Documentation

The main purpose of documentation is to record services
performed and communicate the resident’s progress to other
caregivers. Your documentation should tell a “story” that ad-
dresses all aspects of the services provided for your assigned
residents (see sample RNP Referral Form, Restorative Dining
Program Referral Form, RNP Activity Record and Restorative
Dining Program Activity Record in the Appendix). The referral
forms are completed by Nursing or Therapy.

Recommended success factors include:

* Document each time services are provided (i.e., initials,
total time of activity, resident response, significant
occurrences, refusals, withhold of activity and reason).

» Always document pain when it occurs, assuring that you
stop the activity immediately and notify Nursing or Therapy

* The person providing the service should be the one
documenting.

» Schedule time for writing and completing narrative
summaries (i.e., daily, weekly, monthly).

* Narrative notes should address resident’s response to each
intervention that is provided.

* Licensed Nurse’s Weekly Summary in the medical record
should reflect resident’s involvement and progress in the
RNP.

» Write legibly.

Resident Care Plan
(RCP)

The initial RNP Resident Care Plan (RCP) is developed by
the therapist or the nurse for the RNA to follow and the RNPC
to oversee.

Recommended success factors include:

» Assure the RNA understands the resident’s problems, goals
and approaches for the RNP.

* When changes to the resident’s activities are needed,
discuss with the RNPC.

» Schedule routine, consistent meetings with the RNA, RNPC
and therapists to discuss the resident’s progress or lack of
progress and adjust the RNP activities and RCP as needed.

» Participate in Interdisciplinary Resident Care Plan reviews
of resident’s assigned to the RNP.

21



22

Leadership and teamwork (continued)

TEAMWORK
COMMITMENT

SUCCESS FACTORS

Program Management
and Supervision

The principles of program management include: planning,
organizing, staffing, directing, controlling.

Recommended success factors include:

* Planning — establish a written program description

* Organizing — establish policies and procedures, forms, job
descriptions, organizational chart, performance evaluations,
etc.

« Staffing — establish personnel functions (e.g., number of
RNAs, selection process of RNAs and appointment of
RNPC, orientation/in-services, staffing plans, schedules for
seven-day RNP coverage, etc.)

* Directing — establish a routine for ongoing communication
among the RNAs, RNPC, and therapists. Provide
supervision for the program. Give clear directions

+ Controlling — establish ongoing methods for monitoring the
program implementation, identify areas for performance
improvement and involve staff, define reporting methods to
the QA&A Committee, complete performance evaluations as
scheduled, and provide ongoing in-services

Quality Assurance
Performance
Improvement

Quality Assurance Performance Improvement (QAPI) is a systematic,
comprehensive, and data-driven approach to maintaining and improving
the safety and quality of care provided to residents in a skilled nursing
facility. All members of the facility’s interdisciplinary team are involved
in practical and creative problem solving. Quality Assurance (QA) is an
ongoing process of identifying how the

facility is performing in relation to standards and why the performance
is at risk or has failed. Performance Improvement (PI) is a continuous
study and improvement of the internal opportunities and new
approaches to fix causes of systemic problems or barriers that aim to
improve health care delivery and resident quality of life. RNP is an
integral part of residents’ health an well-being and must be included in
the facility’s QAPI Program and reported to the QA&A Committee.

Recommended success factors include:

A systematic approach to monitoring the success of the program.
Addressing all residents’ functional status on admission, quarterly
and PRN. ADL Resident Care Plan that reflects resident’s status
completely and accurately.

Routine chart audit (i.e., RNP activity record, narrative notes,
weekly/monthly summaries) for completion, accuracy and
outcomes. Submitting records to the QA&A Committee
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Restorative Nursing Progan
Certification Course

‘ Module 2
Medical Overview

Standard/Objective

1. Understand major muscle groups.

2. Understand three characteristics of the normal aging process.

3. Understand common medical problems/pathologies addressed
by the RNP.
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Basic anatomy and physiology

The body systems that produce movement are the skeletal system (joints), muscles and nerves.

Joints
The direction of movement may be described by the way a joint moves. In general hinge-type
joints produce flexion and extension, while ball-and-socket joints produce rotation.

Muscles
Movement is produced by the contraction (or shortening) of a muscle that crosses a joint.

Most movement is the result of several muscles working together to perform a task.

Muscles that work together are a group (see section on “Range of Motion”) and can
be classified as:

* Flexors

» Extensors

* Rotators

The major muscle groups are the ones that bend (flex) and straighten (extend) the head and trunk,
wrist, elbow, ankle, knee and hip. The rotator groups turn the head, shoulders and forearms.

While some muscles shorten (contract) across a point, the opposing muscles must get longer in
order for full movement to occur.

Nerves

The neurological system not only supplies the electrical impulses that signal muscles to contract, it
is also responsible for the sensory components of movement, which include:

* Pressure

» Temperature

* Proprioception (awareness of position)

* Pain

Vital signs are also mediated by the neurological system:
* Blood pressure

» Temperature

* Pain

* Heart rate

* Respiratory rate
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Major muscle groups

When supervising an exercise program, it is important to know what each muscle group does
to contribute to mobility. The following is a list of the major muscle groups.

Shoubkar Taxors
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Major muscle groups (continued)

Shoulder extensors

Hip extensors

? Wrist extensors

Knee flexors

Plantar flexors <' J

§

~a |~

REAR
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Biological aspects of aging

Definition

Aging is a normal process that occurs with the
passing of time. Aging past maturity implies a
slowing down of biological function.

Coping with aging

Success with aging comes with being familiar
with normal losses, being able to accept the
losses as they come and then being able to
work around them.

Skin

* Less active sebaceous glands, reduced
sweating.

* Fragile blood vessels of the skin.

Skeletal

* Loss of calcium in bone — osteoporosis.

* Postural changes — head forward, kyphosis
and changes in lordotic curve.

« Joint stiffness.

Muscle

* Loss of muscle strength (18-20%) and
increased body fat (40-50%) by age 80.

* Antigravity muscles lose strength first.

* Loss of energy reserve, loss of endurance.

Nervous system

* Slowing in speed of action and reaction of the
nervous system and motor responses.

Senses

* Up to twice as much light is needed to see as
when in 20s.

* Vision adjusts more slowly from light to dark
conditions.

* Glare negates vision.

* Decreased color discrimination.

* Faulty depth perception.

* Peripheral vision diminishes.

* Decreased eye-hand coordination.

» Decreased ability to make fine discrimination
in touch and temperature.

» Decreased perception of pain and pressure.

* Diminished taste and smell.

* Loss of position sense.

* Presbycusis — “old-age deafness.”

* Hear lower voices and organ music the best.

* Takes longer to react to sound.

* Impaired discrimination between sound and
noise (essential vs. unessential sound).

* Impairment of sound localization.

Respiratory system

* Lungs are less flexible — reduced capacity to
cough and breathe deeply.

* Larynx — voice becomes weaker and higher in
pitch.

Gl system

» Decreased bladder capacity and changes in
bowel function.

* Decreased bladder muscle and sphincter
tone.

* Increased residual urine is left in bladder after
voiding.

* Decreased metabolism.
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Psychosocial aspects of aging

Residents may have four to eight chronic or degenerative processes with two to three of
these processes in an acute state.

Sensory changes

* Decreased or lack of incoming information.

* Decreased ability to assess the environment.
* Altered sleep patterns.

Psychosocial changes

* Loss of regular pattern of activity.

 Separation from meaningful life experiences.

» Change in pattern of social associations.

* Role changes.

* Loss of significant others.

* Self-esteem.

« Strong need for someone with whom to identify.

» Stress resulting in increased speed of aging and/or disease process and/or onset of new
medical conditions.

Coping with stress

* Positive attitude toward stress.

» Keep activity level high (active physical stress eases psychological stress).

» Need for 50/50 balance of stress and relaxation for a healthy environment in spite of living
in a stressful society.

Geriatrics is not an abstract. It is potentially an age
group all of us will belong to if we live long enough.




Medical problems/pathologies

Orthopedic
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ORIF

ORIF = Qpen Reduction Internal
Eixation — “pinned hip”

* Incisional and bone pain

ORIF vs. THR patients

THR

THR = Total Hip Replacement

* Incisional pain only

* Position will be limited by
pain

* Precautions on positioning:
— Six to eight weeks
— No hip flexion past 60°-90°
— No adduction
— No internal rotation

* Usually TDWB to NWB six or
more weeks

* Often PWB to WBAT

TDWB = Touch Down Weight Bearing

PWB = Partial Weight Bearing

NWB = Non-Weight Bearing

WBAT = Weight Bearing As Tolerated

* Difficulty with transfer and
gait is secondary to limited
weight-bearing and pain

* Less pain with mobility
* Dislocation risk as there
often is no pain

If some important activity is taken away (i.e. walking),
you must replace it with another equally important activity.




Medical problems/pathologies (continued)

Neurological

* Muscle weakness or paralysis.

» Sensory impairment — loss of feeling.
* Depression is common.

* May be disoriented.

CVA, left hemiplegic.

Common characteristics of CVAs
Cerebrovascular Accidents

« Emotional lability — inappropriate crying or laughing unrelated to situation.

* May have problems with eye-hand coordination and balance — more severe in the right

Different characteristics of right and left CVAs

Right CVA
Left hemiplegia

« Visual impairment/neglect of left side of
self in environment and written material.

Left CVA
Right hemiplegia

« Visual impairment/neglect of right side of
self in environment and written material.

* Poor safety judgment, impulsive.

 Slow, cautious behavior.

« Short attention span — highly distractible,
may fixate on inappropriate topics.

« Difficulty changing topics and tasks.

* May speak clearly but not make any
sense as to content.

* Limb apraxia — may misuse objects such
as comb, razor, toothbrush, etc.

* May use yes and no inappropriately.

* Difficulty reading clocks.

» May be confused about time and space,
gets lost easily.

» May be aphasic — complete breakdown
in any or all communication, writing,
speaking, listening.

* May be anomic — unable to name objects
even though their usage is understood.

* Verbal apraxia — may mix up sounds and
words.

* Uses jargon, made-up words.

« Fast learner — but quickly forgets newly
learned tasks.

» Slow learner — but once a task is learned,
it is retained.




Medical problems/pathologies (continued)
Chronic neurological

* Poor judgment

* Increased anxiety

* Personality changes

 Forgetfulness and memory loss

* Confusion * Loss of balance

* Problems swallowing

* Difficulty with ADLs

31
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See Pages 182-184 for
= filled-out case study forms
Case Studies

Case Study: Orthopedic

Mrs. Cora Connelly is an 83-year-old female
who was recently hospitalized after falling

at home, sustaining multiple fractures of the
lower and upper extremities. She sustained a
fracture of the right hip requiring a total hip re-
placement (THR), fracture of the left tibia which
was casted and a right Colles’ fracture which
also was casted.

Mrs. Connelly was transferred to ABC Re-
hab and Care Center for rehabilitation. Upon
admission, she was NWB on the left lower
extremity and was under total care as a result
of low pain tolerance, right (dominant) hand
being casted and limited mobility in the lower
extremities.

Prior to hospitalization, Mrs. Connelly lived
alone and was one year post a left hip fracture.
She and her family felt that she was not safe
enough to return home and therefore would be
staying for long-term care.

Starting upon admission, Mrs. Connelly re-
ceived Occupational and Physical Therapy.

Her discharge status was as follows:

* Limited assistance bed mobility from supine
to sit.

* Limited assistance for transfers from bed to
wheelchair and occasional extensive
assistance for toilet transfers.

* Ambulates with platform walker and limited
assistance for 40-50 feet. Much
encouragement and reassurance are required
as Mrs. Connelly expresses much fear of
falling again.

* Independent with upper body dressing.

* Limited assistance needed with lower body
dressing with adaptive equipment.

* Limited assistance needed with bathing in
shower.

* Extensive assistance sometimes is needed
with toileting.

* Flexion and abduction on the lower right
extremity are 3+/5. Knee flexion and
extension on lower left extremity are 4/5.
Right wrist extension is 3-/5 and wrist flexion
is 3+/5.

» Resident uses resting hand splint at night for
wrist drop and has an exercise program to
follow. CNAs have been trained to put on
splint at night.

Goals for RNP

* Resident to ambulate 120 feet SBA with use
of walker (e.g., walk to dining room and back.)

* Resident to transfer in/out of bed and on/off
toilet with supervision.

* Bed mobility to supervised level.

» Resident to be pain free after exercises.

* Resident to tolerate hand splint at night
without pressure or irritation.

RNP Plan of Care

* Ambulation three to five times per week with
walker.

* Range of motion (ROM) and strengthening
exercise program five times per week for
lower extremities.

* Activities of daily living (ADL) program three
times per week for lower body dressing.
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Case Studies

Case Study: Multiple Medical

Tessie Tripper is a 79-year-old female, 5-feet-4,
weight 148 Ibs (67.2 kg), with a history of DMII,
macular degeneration, CHF, mild COPD and
multiple DJD. She is eight years status post left
THR (elective); her diabetes is controlled with
diet alone. Daily medications include Celebrex,
Xanax, Lotensin, a multi-vitamin with zinc and
Senokot. She recently stopped taking Premarin
after long-term use.

Mrs. Tripper’s husband died from complications
of Alzheimer disease one year ago. She had
been his primary caregiver. After her husband’s
death, she sold her three-bedroom home and
moved to an apartment on the advice of her
daughter. After just six weeks in her apartment,
Mrs. Tripper began to exhibit signs of confu-
sion, phoning her daughter several times a day,
buying more groceries than she could use and
neglecting her housekeeping, hygiene and ap-
pearance. She left her apartment and moved in
with her daughter and son-in-law and their two
high-school-aged children. Her mental and phys-
ical condition improved quickly, although she
frequently complained of fatigue and weakness
in her left leg. Over the next several months she
seemed to be adjusting to the busy household
and even began going to church and socializing
with friends (which she had not been able to do
while caring for her husband).

Mrs. Tripper’s condition has now changed.
Within the last three weeks she has fallen twice
that she acknowledges, though her daughter
believes that she may have fallen at least two
more times when she was home alone. Her
most recent fall resulted in a fracture of the left
distal radius without any other apparent inju-
ries. Her daughter, concerned for her mother’s
safety, arranged for placement in an assisted-
living facility where Mrs. Tripper stayed for only
two days before complaining of chest pains and

shortness of breath. She was admitted to acute
care, observed for two days and discharged
with a diagnosis of exacerbation of COPD. She
apparently did not have a heart attack, but her
Physician has recommended skilled-nursing
care “until she gets her strength back”.

On admission to the SNF, Mrs. Tripper was
alert and oriented, B/P 98/60, HR 104. She

was screened by the Therapy Department, and
it was determined that neither her diagnosis,
hospital stay, nor functional status could support
justification for Physical or Occupational Thera-
py. Despite the cast on her left forearm, she is
independent with bed mobility, able to walk from
her bed to the bathroom and requires only set-
up assistance with clothing management and
grooming. She complains of fatigue and spends
most of the day in bed.

Her daughter is willing to take Mrs. Tripper
back to her home only if she is assured that her
mother is able to walk independently (level sur-
faces and eight stairs) and care for herself.

Goals for RNP

* Increase functional out-of-bed tolerance to
four hours.

* Restore safe, independent ambulation without
assistive device, household level (flats and
stairs.)

* Independent bathing, dressing and grooming.

RNP Plan of Care

» Supervised ambulation five times per week to
resident’s tolerance.

* Routine exercise program five times per week
for strengthening, balance and activity
tolerance.

* ADL program five times per week for room-
level ambulation and functional mobility.
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See Pages 185-190 for
= filled-out case study forms
Case Studies

Case Study: Neurological

Mr. William Lowe is a 59-year-old male who
came from a weeklong stay in an acute-care
hospital secondary to dense CVA with right
hemiparesis, dysphagia and aphasia. Prior
medical history includes obesity, diabetes,
COPD and arthritis.

Mr. Lowe was transferred to a skilled-nursing
facility (SNF) for rehabilitation involving Physi-
cal Therapy, Occupational Therapy and Speech
Therapy. Prior to the CVA Mr. Lowe had been
independent at home, working as a truck driver
and right-hand dominant. At the time of evalu-
ation, he required maximum assist with bed
mobility, sitting balance and transfers. He was
nonambulatory. Right extremities were flaccid
requiring max assist with upper- and lower-
body dressing. He also needed max assist

with grooming, hygiene and feeding. He was
non-verbal, following simple directions with max
cueing and had a severe swallowing problem
with pocketing of food on the right.

Mr. Lowe participated in PT, OT and Speech
Therapy and was discharged at the following
level of care:

* Minimum assist with bed mobility.

* Min assist transfers using the hemi-walker
with step-pivot technique.

* Min assist ambulation with hemi-walker
and right AFO up to 60 feet on level surfaces.
Right leg drags some with gait. Increased
assistance/cueing is needed as he will
occasionally lose his balance in crowded
environments. Resident experiences mild
SOB with physical exertion.

* Mod assist with lower-body dressing.

* Min assist with upper-body dressing and
set-up for grooming.

* Min assist for toileting and hygiene.

* Requires set-up in the dining room with
plate guard and dycem in Restorative
Dining Program.

* Right upper extremity is non-functional and
requires a resting hand splint due to flexor

tone and pain in right hand.

* Verbal communication consisting of “uh-
huh,” “yeah” and “huh-uh” with fair accuracy.

 Auditory comprehension and understanding
are limited to short sentences and phrases.

* Laryngeal excursion is good, Mr. Lowe is
able to cough and clear, no overt signs of
dysphagia with mechanical soft diet and
nectar thick liquids.

» Swallow protocol includes alternating sips
and bites, cueing to chew completely,
swallow and clear mouth between bites and
check for pocketing on the right.

Goals for RNP

* Resident to ambulate to and from the toilet
and dining room.

* Maintain functional mobility and strength to
allow for active participation in SNF
activities.

* Prevent contractures and pressure sores.

» Safe and efficient swallow.

RNP Plan of Care

* Transfers and ambulation practice with
hemi-walker with AFO while monitoring for
SOB.

» Soak and range program for right upper
extremity.

* Application of right resting splint and
monitoring for redness and pressure.

* Restorative Dining Program with swallow
protocol.
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Case Studies

Case Study: Dementia

Mrs. Ava Wave, a 73-year-old female, was
diagnosed with Alzheimer disease about two
years ago. Her neurologist told the family she
appeared to be in the “middle stage” of the
disease.

She has moderate problems with recent memo-
ry, although her immediate and remote memory
are intact. She needs minimal help with dress-
ing and personal hygiene. She feeds herself
without difficulty but experienced a

15-pound weight loss, has become weak and
has fallen without apparent injury.

Mrs. Wave is able to write at the sentence level
and comprehends reading at the short para-
graph level. She is showing increased difficulty
with word finding and agitation regarding loneli-
ness, complaining that “My son never calls me
or comes to visit me,” despite daily visits and
phone calls from the son.

She was admitted to SNF level as her spouse
was no longer able to take care of her. She
had been wandering in the neighborhood and
getting lost, forgetting family names, phone
numbers and addresses. She is also
experiencing “sundowner’s syndrome,” has
become combative and refuses to take her
medication from her husband.

She was referred to Speech-Language Pathol-

ogy by Physical Therapy, as she cannot remem-

ber strengthening exercises or to follow safety
precautions while using assistive devices.

See Pages 191-196 for
filled-out case study forms

Nursing also reports the resident has refused
to consume medication (“I already took them.”)
In addition Mrs. Wave’s relationship with her
spouse has deteriorated as functional daily
communication has been reduced to minimal
comments secondary to Ava Wave’s inability
to recall the events of the day.

The Speech-Language Pathologist evaluated
Mrs. Wave and recommended an assistive
communicative device, with the RNA estab-
lishing consistency and use of memory cueing
systems.

Goals for RNP resident

* Decrease agitation regarding her
perception of visitation frequency using
memory cuing system 100% of the time.

» Consume medication with confidence of
timeliness using memory-cueing system
100 percent of the time.

* Follow set protocol established by PT using
memory-cueing system with minimum
cueing.

* Increase her ability to recall daily events to
increase her functional communication using
memory-cueing system.

RNP Plan of Care

 Calendar schedule of daily events for
orientation.

» Visitor and medication log for daily
occurrences.

* Hourly diary of activities.

« Personal information guide for ongoing
reference.
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Certification Course

Module 3
| Demonstrating |

Clinical Competency
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Standard/Objective

Cognition, hearing and communication

Cognition

1. Verbalize/write three examples of a cognitive problem for the middle stage of dementia.

2. Verbalize/write three guidelines for providing assistance to cognitively impaired
residents.

3. Verbalize/write what the best environment for working with the cognitively impaired
would include.

4. |dentify cueing systems associated with Alzheimer disease.

5. Identify useful compensatory strategies for each stage of Alzheimer disease.

Hearing

1. Verbalize/write three compensatory techniques for communicating with the hearing
impaired.

2. Understand the difference between sensorineural and conductive hearing loss.

3. Identify appropriate wear schedule for resident who is a new hearing-aid user.

Communication

1. Verbalize/write three communication strategies associated with /eft hemisphere damage.
2. Verbalize/write three suggestions for communicating with right CVA residents.

3. Identify deficits associated with right CVA residents.

4. Understand the use of a communication board.

5. Identify compensatory techniques for motor speech disorders.




Cognitive disorders

Definitions
Cognitive impairment:
Decreased ability to mentally process information

General characteristics of cognitive impairment:

» Confusion » Limited attention

* Impulsiveness * Reduced alertness

* Delusions * Poor judgment

* Inappropriate social interactions * Problem solving deficits
Dementia:

Loss of intellectual and cognitive functioning interfering with social and/or occupational func-
tioning. May or may not be progressive.

* Pre-senile dementia — before age 65 < Primary degenerative dementia — progressive
 Senile dementia — after age 65

Memory impairment:

* Immediate — minutes, hours * Recent — days, weeks * Remote — years
CVA-Depression-UTI Alzheimer
Reversible/false/direct Irreversible/true/indirect
Goal is to return Yes. No.

to prior level?

Treatment focus? To improve function with thera- | To maintain function, minimize
py and RNA. further deterioration. Emphasis
is on decreasing agitation and
improving orientation, functional
communication, memory recall
and overall emotional health.

Aware of their deficits? | Usually — and very concerned. | Usually not — no concern.

Memory? Inconsistent but not worse at Recent memory is worse than
night. remote memory, with immedi-
ate memory remaining intact
— worse at night.

Onset? Usually specific and can be pin- | Onset is difficult to pinpoint
pointed to day or week. and vague.

Some residents have mixed characteristics/deficits and

benefit from both direct and indirect treatment techniques.



Cognitive disorders (continued)

Etiology

False dementia

Reversible
cognitive deficits-

- Diagnosis and medical conditions

* Parkinson disease

39

True dementia

Irreversible
-cognitive deficits,

* Huntington chorea

* Alzheimer disease

* Pick disease

e Multi-infarct dementia

» Amyotrophic lateral sclerosis (ALS or Lou Gehrig’s disease)

X X X X |X|X

» Cerebrovascular accident (CVA)

* Traumatic brain injury (TBI)

* Urinary tract infection (UTI)

* Thyroid disorder

» Metabolic imbalance

* Medication use and interaction

* Anesthesia effects (post surgical)

* Low blood sugar

* Depression

* Brain tumor

» Subdural hematoma

* Anoxia

* Hydrocephalus

* Alcohol abuse history

XXX XXX (X (XX X X X X X

X X X | X X
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Cognitive disorders (continued)

Specific characteristics
of Parkinson disease, Huntington chorea, Alzheimer disease, Pick disease, etc.

Parkinson disease,

Onset of cognitive deficit

Huntington chorea,
for example

—— Alzheimer disease,
Pick disease,
for example

Gradual medical deficits first,
then cognitive deficits

Initial problem is
intellectual functioning
and then medical

Language Normal Aphasia
Speech Dysarthric Normal
Memory Retrieval problems Unable to learn
Cognition Slowed Poor judgment
Affect Depressed Unconcerned
Posture Stooped Normal

Tone Increased Normal
Movement Tremor Normal

Gait Abnormal Normal




Cognitive disorders (continued)

Communication approaches

What is today’s date?

- Reversible (false dementia/direct) —

— Irreversible (true demential/indirect) —

Today is June 22. Look at your book.

41

Who is the president?

The president is George W. Bush.

What did you have for breakfast?

Your journal says you had pancakes for
breakfast.

No, this is not a restaurant.

Yes, this is a great restaurant, isn’t it?

Don’t give up. Try again. Lots of practice.

You’re right, we should rest.

Why do you need to lock you wheelchair
brakes?

Let me lock your brakes for you.

Who visited you yesterday?

Look in your book. See where your son
signed.

Could you suggest a better time for your
nap?

Time to nap so you’re rested for the dance
tonight.

No, there is no money. Your son has it at
home.

You're right. You have lots of money. It is
safe.
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Alzheimer stages (appearance and awareness)
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Alzheimer stages (behaviors)
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Alzheimer stages (examples)
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Alzheimer disease

General guidelines

Creating the best environment

1

1. Achieve eye contact to assure that you have the resident’s attention. Maintain that eye
contact.

2. Use touch to gain the resident’s attention and then use touch and the persons name
during care and conversations to maintain attention.

3. Be patient! Give the resident time to respond. If she/he doesn’t respond, don’t be tempted
to talk more. Instead repeat your request and use visual or tactile cues to help get your
meaning across.

4. Tactile or visual cues may be most helpful with residents who are having difficulty with
right vs. left, spatial relations or neglect.

5. If a resident is still unable to follow a direction or perform a task guide him or her gently
through the task with tactile support.

6. Keep instructions and tasks simple. Break down tasks into simple steps and use the same
order and process each day. Routine is good.

7. As often as possible work at the resident’s pace. Rushing can cause frustration and

confusing for both you and the resident.

. If there are signs of fatigue or strain, assist the resident to complete part or all of the task.

. Provide orientation all day every day. Time, date, season, location.

. Assist only when needed, encouraging independence.

o ©O©

. When caring for a resident keep the noise and
visual distractions to a minimum such as
turning off the TV or radio, closing the door to
the hall, eating in a quiet place. Reduce move-
ment and activity.

. Use adequate lighting to enhance furniture, colors
and contrasts.

. Help keep belongings neat, organized and
uncluttered.

. Establish structure and routine. Keep the
environment constant.

. Have a positive attitude. Residents who have
cognitive deficits may have lost awareness.
and orientation, but they will maintain awareness of
how they are being treated.

. Do not treat the resident like a child. Treat them
like adults.
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Alzheimer disease (continued)

Behavior characteristics

1.
2.
3.
4.

Suspicious — e.g., “You stole my money.”

Mommy/daddy pattern — e.g., “Mommy, mommy, mommy.”

Angry/agitated — e.g., “I hate you. You're stupid. Get out of here.”

Wandering/pacing — e.g., Caregiver: “Where are you going?” Resident: “I don’t know. I'm

so tired.”

Communication tips

1

H W

(S}

© 00N

. Guide a conversation onto specific or familiar topics and redirect conversation back to

familiar topics when the resident begins to ramble or get off topic.

. Be reassuring and help the residents to find the word they are looking for without

speaking for them.

. Use clear, short sentences.
. Be redundant. Repeat information often, especially if memory and orientation are

impaired.

. Be literal and concrete when communicating. Avoid arguing. Trying to reason or rationalize

with someone who is confused or disoriented may just heighten these characteristics.

. Allow time for the resident to respond.
. Pictures, gestures or notes may help you to convey your message.
. Avoid open-ended questions. Provide choices.

. Be agreeable to their thoughts and feelings.

Communication behaviors to avoid

1.
2.

3.
4,

Do not quiz or ask the resident lots of questions. This will only frustrate and confuse them.
Do not correct or contradict statements the resident has made as fact even if you know that
it is wrong.

Avoid using sarcasm.

Avoid using long, complex statements or instructions. Keep communication and instructions
simple.

5. Avoid letting frustration or anger enter into your voice.
6.

Do not ask them to repeat.

Cueing/compensatory systems
May include (direct and indirect):

1.
2.
3.
4.
5.
6.

Daily schedule
Identification folder
Memory wallet
Monthly calendar
Safety card checklist
Memory journal



Hearing in geriatrics

Hearing loss

1. Conductive (Example: Wax in the ear.)

» Hearing impairment due to the failure of sound waves to reach the inner ear
» Outer ear and middle ear may be affected.

* Will cause decrease in loudness only.

* Can fix the problem quickly and easily.

2. Sensorineural (Example: Nerve damage from listening to loud music.)

» Will cause sound to be fuzzy or distorted.

» Occurs most frequently in elderly, hunters or people working around loud machinery without
ear protection.

* High frequency sound less likely to be heard, i.e., s, th, f, sh, ch, t, p (high-pitched sounds.)

» Harder for men to hear the high voice of a woman.

3. Mixed
» Combination of conductive hearing loss and sensorineural hearing loss.
* A combination of any of the following: outer ear, middle ear, peripheral

4. Central (Could be born with this problem)

* Hearing loss resulting from central nervous system, as nerve passes through the brain stem,
cerebellum, thalamus and cortex.

* Central nervous system or brain and brain stem.

Hearing aids

* Behind the ear (BTE) — Most common type.

* In the ear (ITE)

* Body aid — Less frequently seen; commonly used in the 1970s for severe hearing loss.
* Cochlear implants — A new surgery and not frequently seen in geriatrics yet.

Check/maintain hearing aid

* Use stethoscope to check sound.

» Check batteries with battery checker or use cupped hand method.
* Never get wet, clean with alcohol swab.

* Never use toothpick, needle, etc. to clean out wax.

47



48

Hearing aid tips

Be sure resident wears his/her hearing aid every day

Morning care

1. Place battery in hearing aid. (Battery
should be replaced every 2-3 weeks)

2. Place hearing aid on the resident.

3. Turn on the hearing aid.

the resident.

4. Turn up volume to a comfortable level for

Evening care

1. Remove hearing aid from resident
before bedtime.

2. Open battery compartment.

3. Check ear mold for wax.

~®  EY) _
BTE / @ =TGN NV (&

(behind . ' &/ 7 N L@
the ear) ITE (in the ear) ITE ITE >

ﬁf full shell  half shell ITE canal

ﬂ o T

ITE mini-canal & -
) (@”& Q.
\ > ) ji/ — 7 Hand-held
CIE [/ /||~ listening device
(completely | |
inthe ear)

Problem Cause

Troubleshooting hearing aid problems

Possible solution

Hearing aid has no
sound or is weak

* Battery is upside down
* Battery is low or dead
* Hearing aid is not on

* Clogged ear mold tube

* \Volume turned down

— Make sure battery is inserted correctly
— Replace battery
— Turn switch to M on the M-T-O or M-S-O
— Clean with tools or call

hearing aid professional
— Turn on volume control

Instrument whistles < Improper seating of hear-
ing aid or mold in the ear
* Improper ear mold size

— Try reinserting the mold or hearing aid
until it fits securely
— Hearing aid professional should be called

Sound is distorted
or intermittent

* Low battery
* Battery compartment
not completely closed

— Replace battery
— Gently close the battery compartment

Buzzing sound * Low battery

— Replace battery
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Suggestions for talking with the hard of hearing

1. Get the attention of the individual. Don’t begin without establishing eye contact whenever

5.

6. Avoid using sentences that are too complex or run on too long. Slow down a little, pause

10.

1.

12. Avoid “ah,” “um,” “well,

13.

14.

15.

16.

possible.

. Place yourself on the side of the bed away from the window in order to let the light shine

on your face. Avoid backlighting as this will place your face in the shadows.

. Take distance into consideration when talking to the resident or individual. Two to five

feet seems to be the optimum distance for successful lip reading.

. Talk naturally, but not too fast, without shouting or elaborately “mouthing” the words.

Words spoken a bit more slowly, and not run together too rapidly, are clearer than those
that are shouted or exaggerated.

Turn down the radio, TV and any other competing noise within the room.

between sentences, and wait to make sure that you have been understood before going
on.

. Emphasize the key word in the sentence, regardless of the less important words that

come before and after it. Try to avoid speaking in monotone.

. If, after repeating a word or phrase, the resident continues to have difficulty

understanding you, try to find a different way of saying the same thing.

. Keep your hands, medical chart or clipboard away from your face while talking.

Eating, chewing gum or smoking while talking will not only distort the sounds of your
speech, but will interfere with visual contact.

If you are giving a specific instruction, such as time or place, be sure that it is repeated
back to you. Many numbers and words sound alike.

er” and coughs, as they are meaningless to the lip reader.

Remember that some words are physically invisible to the lip reader, such as “hair” or

1] ”

egg.
Try to remember that abrupt changes of subject on your part can be very confusing.

Remember that lip reading is physically fatiguing. Take this into consideration when you
have been talking for any length of time.

Recognize that nobody, especially the hard of hearing, hears as well and
understand as well when tired or ill.
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Communication

Gestures
Gestures may be the primary means a resident uses for communication. Gestures can also

make it easier for the resident to understand what you are saying to them. Gestures should be
encouraged when a resident is having difficulty with talking. Gestures are especially helpful
when working with the hearing impaired, aphasic or cognitively impaired. Continue to speak
words with gestures and use many facial expressions and body language.

A few common gestures to follow:

Bath ro-'om



Communication
Gestures (continued)
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Communication

Left CVA
Right side of the body will be affected (right hemiplegia)

1. Resident may be aphasic, meaning a complete breakdown in any or all methods of
communication (expression and understanding).

2. Resident may be dysphasic, meaning a partial breakdown in any or all methods of
communication.

3. Resident may be anomic, meaning unable to name objects even though their usage is
understood.

4. Resident may perseverate, meaning repetition of words, phrases, sentences, or actions
inappropriately.

5. Resident may have a visual deficit, which may be full or partial field blindness to the
right side.

6. Resident may speak in jargon, meaning incoherent speech or gibberish, but it may be
spoken clearly.

7. Resident may have deficits in writing, reading, speech, comprehension, and math.
8. Resident may use “yes” and “no” inappropriately.

9. Resident may not be able to follow directions or repeat words or actions when
demonstrated.
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Special communication strategies
Some tips for speaking with aphasic residents (left CVA)

1.

2,

3.

Get resident’s attention before starting to
speak.

Speak slowly.

Watch resident as you speak to him/her.

4. Allow resident ample time to respond if you

believe he/she can make a response, but
don’t let him/her struggle.

. Don’t use long, complex sentences. Break

up long sentences into several short ones.

. Use words that occur frequently in English

usage and that are more familiar to
resident.

. Use gestures and facial expressions to

accompany what you are saying.

8. Ask yes or no questions for quick response

or if the only response a resident can give is
yes or no.

9. Avoid requiring resident to communicate in

10.

11.

large groups or noisy surroundings if he/she
seems bothered by those situations.

Be aware that aphasic residents may not
be able to attend to tasks for long periods
of time.

Early during a conversation, provide the
resident with a way to anticipate the
content of a conversation.

12.

13.

14.

15.

16.

17.

18.

Do not shout, however, it may be helpful to
speak slightly louder than usual.

Don’t talk to the resident as if he/she was a
child.

Be aware that aphasic residents often
perform poorly right after attempting a task
that is difficult.

Provide a reassuring and encouraging
atmosphere for the resident.

Repeat or rephrase a sentence when the
resident does not understand the sentence
the first time.

Get confirmation as to whether or not
resident is understanding what you say.

Remember that aphasic residents
generally attend and understand better
when the topic of conversation interests
them.

. Be willing to “give up” when it is clear that

the resident is not able to understand you
and when you are both becoming
frustrated.

. Get advice from the Speech-Language

Pathologist about how to most effectively
communicate with the aphasic resident.
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Communication

Right CVA
Left side of the body will be affected (left hemiplegia)

1.

2,

10.

Resident may be highly distractible with an extremely short attention span.

Resident may be disoriented and think he/she is someplace else.

. Resident may show poor judgment.

. Resident may misuse objects (e.g., use a comb for a toothbrush).

. Resident may talk incessantly, repeating the same ideas over and over again.
. Resident may deny there is anything wrong with him/her.

. Resident may start to do something then stop as if confused about what he/she is doing.

. Resident may be confused about time and space concepts (i.e., may not know time of day
or year).
. Resident may have perceptual motor problems such as eye-hand coordination and/or

balance problems (i.e., over-reach mouth when eating).

Resident may have a left visual field loss and may neglect the left side of his/her body.




55

Special communication strategies
Suggestions for communicating with right CVA residents

1.

10.

11.

12

13.

. Orient the resident several times daily as you go about your routine by reminding him/her

. These residents may be confused by demonstration. Utilize verbal cues if this is the case.

. Simplify the environment so there is less to deal with visually (decrease visual

. Decrease noise levels.

. Break tasks into small steps and help the resident sequence these steps if necessary.
. Provide verbal cues for sequencing tasks as necessary.

. Provide good lighting.

. Provide verbal and tactile reminders to the neglected side.

. Ask short, clear, concrete questions and re-ask or restate the question if the resident gives

Have the resident verbalize how to complete a task. Take precautions when he/she
performs this task as residents often do not have insight into their deficits.

of the day, date, time of day, where he/she is, what plans he/she has that day, etc.

distractions).

Instruct resident from his right, or non-impaired side.

Cue resident to wait for all necessary instructions before beginning a task. Cue resident to
complete tasks as necessary.

a vague response.

Gently remind resident of the sequence of events he/she is anticipating if he/she gets

confused (i.e., resident states, “My daughter will be here in one half hour.” RNA’s response
might be, “No, your daughter will be here after lunch. It is just breakfast now.”)
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Communication
Motor speech disorders

Motor speech disorders in communication commonly include dysarthria and apraxia.

Dysarthria (slurred speech) occurs when the muscles used to speak are impaired neurologi-

cally, as from a stroke or Parkinson disease.

Apraxia describes residents whose oral muscles are OK, but when they try to use them to
speak, the message from the brain does not get through. They may not be able to form the

sounds of words at all or they may mispronounce words.

Special communication strategies
Suggestions for communicating with residents

who have motor speech disorders

Dysarthria Apraxia

1. Encourage the resident to repeat what was said. Sometimes
a second attempt is clearer than the first. X
2. Encourage the resident to speak slowly and as clearly as
possible. X
3. Let the resident know when you do not understand. X
4. Ask the resident to speak one phrase at a time, in more
severe cases, one word at a time. X
5. Ask the resident to spell words you can’t understand. X
6. Ask the resident to write key words. X
7. Ask questions that can be answered with a “yes” or “no.” X
8. Allow the resident plenty of time to speak. X X
9. Watch the resident’s mouth and face for helpful clues. X X
10. Use a communication board with the resident. X
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Communication board

Communication boards are a helpful communication aid to be used with residents who cannot
verbally express their needs. Communication boards are used by pointing at simple objects,
pictures or words that are resident specific. The resident will point to the desired word or sym-
bol to express functional needs.

At first, your resident may benefit more from actual pictures than printed words. It is less con-
fusing if you limit the number of items on a page to the immediate or personal needs of the
resident. You may also add printed words, including vocabulary specific to the resident and

her/his situation.
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Restorative Nursing Progan
Certification Course

Module 3
‘ Demonstrating ‘

Clinical Competency

CONTINUED

Standard/Objective

Dysphagia and eating

. Verbalize/write three common diagnoses associated with dysphagia.
. Identify the three stages of a normal swallow.

. Verbalize/write five common swallowing problems.

. Verbalize/write three aspiration precautions.

. Demonstrate/verbalize/write three aids to facilitating a safe swallow.
. Identify two liquid consistencies.

. Demonstrate safe positioning for self-feeding.

. Demonstrate use of adaptive devices to assist with self-feeding.

. Identify two anatomical sites of the larynx.

O©COoONOGAOPL,WN=-




Diagnoses associated with dysphagia

Cerebrovascular accident (CVA)

A stroke or brain attack occurs when a blood clot blocks a blood vessel or artery, or when a
blood vessel breaks, interrupting blood flow to an area of the brain. (National Stroke Associa-
tion definition)

Swallowing problems may result depending on the location and size of the stroke in the brain
and can include:

1. Delayed/absent swallow response

2. Disrupted lingual and/or pharyngeal peristalsis

3. Reduced laryngeal closure and/or elevation

4. Cricopharyngeal muscle dysfunction

5. Aspiration before, during or after the swallow

Parkinson disease
Parkinson is a progressive neurological condition affecting movements such as walking, talking
and writing. (Parkinson Disease Society definition)

Swallowing problems may include:

1. Delayed swallow response

2. Lingual dysfunction

3. Reduced pharyngeal peristalsis

4. Cricopharyngeal muscle dysfunction

5. Aspiration before, during or after the swallow

Multiple sclerosis (MS) and

amyotrophic lateral sclerosis (ALS)
MS is thought to be an autoimmune disease that affects the central nervous system. (National
Multiple Sclerosis Society definition)

ALS, often referred to as “Lou Gehrig’s disease,” is a progressive neurodegenerative disease
that attacks nerve cells in the brain and spinal cord. (ALS Association definition)

Swallowing problems may include:
1. Problems in oral motor coordination and strength Disciplines that are part
2. Delayed swallow response of the dysphagia team:
3. Aspiration before, during or after the swallow 1. Physician
2. Speech-Language Pathologist
3. Nurse
4. Dietitian
5. Occupational Therapist
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Diagnoses associated with dysphagia
(continued)

Alzheimer disease
Alzheimer disease is one of several disorders that cause the gradual loss of brain cells. (Al-
zheimer Association definition)

Swallowing problems may include:
* Decline in cognitive areas with decline in taste and smell but with functional or normal swal-
lowing abilities.

Chronic obstructive pulmonary disease (COPD)

and congestive heart failure (CHF)

Chronic obstructive pulmonary disease (COPD) includes emphysema and chronic bronchitis,
diseases that are characterized by obstruction to air flow. (American Lung Association defini-
tion)

CHF is a common form of heart failure that results in retaining excessive fluid, often leading
to swelling of the legs and ankles and congestion in the lungs. (American Heart Association
definition)

Depending on the severity of the diseases, the eating experience may be altered by changes
in taste and smell, physical capacity, breathing ability or other factors.

Cancer
Cancer develops when abnormal cells in a part of the body begin to grow out of control.
(American Cancer Society definition)

Depending on the site, severity and treatments, the eating experience may be altered by
changes in taste and smell, surgical removal of the larynx (laryngectomy) or other factors.

Changes in personal environment

Changes in taste, smell, physical limitations, taste preferences, ethnic identity, economic
resources and/or dining location can all affect swallowing and eating ability with the geriatric
resident.



Swallow function and the normal swallow

Swallow function

Oral preparatory/oral stage

The lips, tongue, teeth and cheeks work to-
gether to chew and break up food, mixing it with
saliva to form a soft ball called a bolus that can
be easily swallowed. With liquids, the tongue
uses a great deal of control to form a cup shape

around the liquid, holding it ready for swallowing.

Pharyngeal stage and

the swallow reflex

When the tongue squeezes food or liquid to the
back of the mouth it “triggers” the swallow reflex:
the windpipe closes off so that whatever is being
swallowed passes through the back of the throat
and down to the stomach; the windpipe then
opens up again, allowing you to breathe.

Esophageal stage

This is the movement of the food from the back
of the throat down the tube into the stomach.
Food is moved in a constant wave through
continuous constricting and releasing of the tube
walls called peristalsis.

Normal swallow function

1. Food passed from spoon to mouth: Food
must be cleared from the spoon by the lips.

2. Food sent from front to back of mouth in a
ball (bolus): Tongue pulls food back for
chewed molds into bolus for swallow.

3. Bolus sent to back of mouth to faucial
arch: Bolus touches faucial arches signaling
brain to close epiglottis; in effect, telling brain,
“‘Hey, I'm ready to swallow.”

4. Epiglottis covers trachea: Simultaneously,
vocal cords close to protect lungs and velum
pulls back to close nose to mouth.

5. Food passes into esophagus: Food is
squeezed down toward the stomach.

Normal adult anatomy
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Stages of swallow

Stage 1: Stage 2:

Bolus in oral cavity. Bolus conveyed into oropharynx.

Stage 3:

Bolus extends into the laryngopharynx.
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Stages of swallow
(continued)

Stage 4:
Bolus penetrates opened
pharyngoesophageal segment.

Stage 5: Stage 6:
Bolus nearly transversed the pharynx. Pharynx returned to
referenced position.
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Common problems with swallowing you may notice

Resident reports difficulty swallowing.

Resident is unaware of the food when it arrives.

Doing nothing with the food in the mouth — just holding it there.
Difficulty chewing food and/or being unable to move food to the back of the mouth.
Spitting food out.

Putting too much food into the mouth and/or eating too fast.
Talking with food in the mouth.

Forgetting to swallow.

Coughing/choking on food or liquids.

Complaining that food is “stuck” in the throat or not going down.
. A“wet” or “gurgly” voice before or after swallowing.

Problems swallowing pills.

Food is left over in mouth, particularly between the cheeks and gums.
. Congestion.

. Decreased level of arousal.

. Spiking temperature.

. Facial drooping.

. Drooling or difficulty controlling saliva.

. Spilling food or liquid from the mouth.

. Frequent throat clearing.

. Inability to produce a strong cough.

. Regurgitating food through the nose.

23. Weight loss.

24. Avoiding certain textures.
25. Watery or tearing eyes
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Reminder: Any or all of these signs may indicate problems with swallowing or aspiration.

In the case of silent aspirations, there may not be anything that you will be able to notice.

Conditions that may necessitate
the placement of an NG tube

1. Poor nutritional intake (e.g., averages less than 40 per
cent consumption of meals or sudden severe weight
loss).

2. At risk for decubitis.

3. Altered mental status, which prohibits normal oral intake.
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Swallow function
Eating and safety strategies

Techniques to help improve swallow

The following are some of the more common procedures and important positions that help
improve swallow and decrease risk of aspiration and are most often included in the Speech-
Language Pathologist's Swallow Protocol. See the comprehensive list of “Suggestions and
aids to swallowing” in this section.

1. Chin tuck: Helps pooling in valleculae.

2. Head turn: Helps close off airway on weaker side.

3. Alternate liquids with solids: Clears residual in mouth or vallecullae.

4. Clear oral residual with tongue and finger: Decreases risk of choking from residual food
in mouth.

5. Use straw: May help force airway closure; can be contraindicated with slow airway closure.

6. Always remain upright at 90° angle: Extremely important with any resident to reduce risk
of choking; also helps if resident remains upright for 20 minutes after meals.

Food texture definitions
Special food “textures” (e.g., mechanical soft, puree), avoiding certain foods and/or preparing
them differently can assist in assuring swallow safety.

Food textures are defined as:
1. Puree
* Applesauce or pudding
* Doesn’t require chewing
* Requires less tongue control to form bolus

2. Ground
» Ground meat
* Requires less chewing and effort to form bolus

3. Mechanical soft
 Lasagna, soft chicken, fruit cocktail
* Requires fairly good chew and tongue control

4. Liquids
* Thick: nectar, honey, pudding consistency
* Thin: water, juice, soda
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Foods that may present difficulty for
someone with a swallowing problem include:

. Mixed textures: Food in liquids such as minestrone soup or cornflakes and milk.
. Stringy textures: Bacon, cabbage, green beans.

. Floppy textures: Lettuce, cucumber.

. Small, hard textures: Peanuts, peas, corn, beans.

. Thin liquids: Water, broth, “clear” liquid drinks.

AL WODN-=

Note: Fluids may not satisfy the resident’s appetite.
Some alternatives to thin liquids include: Gelatin,
sherbet, milk shakes, ice chips and Popsicles. Cold or
slightly warm temperatures enhance swallowing.

6. Foods with tough skins: Fruits such as apples, grapes, peaches.

7. Foods that fall apart in the mouth: Seeds, nuts, flaky pastries, popcorn, potato chips,
pretzels, rice.

8. Dry, sticky foods: Mashed potatoes, fresh white bread, bananas, peanut butter.

Food progression

Options
* Regular
* Soft-mechanical

* Ground (ground meat)
* Pureed

Liquid progression

Options
* Thin liquids

* Nectar liquids
* Honey liquids
* Pudding thick

Presentation/size

Options
» Straw

* Normal sips from cup
* By spoon

* By half-spoon
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Suggestions and aids to swallowing

This is a comprehensive list. Always work with your Speech-Language Pathologist to
identify what resident-specific approaches are most safe and appropriate.

10.

1.

12

. Position upright with head tilted slightly

forward.

. Tilt head slightly forward (chin down)

when swallowing.

. Hold breath during swallow.

. Take small bites of food, one bite at a

time.

. Take one bite, completely chew, and

swallow before taking another bite.

. Swallow twice after each bite to clear

throat.

. Clear throat frequently (“ahem?”).

. When drinking liquids, take one sip at a

time and swallow after each sip.

. When a swallow has been completed,

the “Adam’s apple” moves up and
returns to its normal position.

Place food on the affected side of the
mouth.

Foods high in aroma, flavor and texture
are most successful in stimulating the
swallow reflex.

Liquids should be either ice cold or
comfortably hot, not lukewarm or room
temperature.

13.

14.

15.

16.

17.

18.

19

20.

21

22

23.

Dry foods are often difficult to swallow;
moisten with butter, gravy, etc.

Provide frequent verbal instructions
while eating.

Resident must give 100% attention to
the task of swallowing and should not
be engaged in conversation or asked
questions while eating.

Reduce/eliminate environmental
distractions; turn off TV, radio, close
door, etc.

Follow any precaution signs noted in
resident’s care plan or room.

Monitor amounts of liquids/foods taken,
especially if resident is extremely
impulsive.

. Alternate liquids and solid foods.

Be aware of foods or liquids that may
be remaining in the mouth during or
after the meal.

. Always let the resident remain in an

upright position for 20 minutes or more
after a meal.

. Always remain calm and reassuring;

do not rush feeding times.

Management of impaired swallowing
requires patience and discipline.




Proper positioning

Positioning for safe feeding by mouth in bed

Correct positioning for eating
. Head of the bed at a 90° angle.
. Knees slightly flexed to take pressure off lower back.

. Hips flexed 90°.
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Tube feeders

. Feet supported to prevent heelcord shortening.

. Head and trunk at midline.

. Head tilted slightly forward. Support head and
neck with a bed pillow.

. Table height at bent elbow level.

1. Elevate head of bed 30°-45° in both supine and side lying.

2. Support head and neck.

Incorrect position for eating
1. Resident reclined.

2. Knees not flexed.

3. No neck flexion.

4. Improper bed table height.
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Proper positioning (continued)
Sitting in chair or wheelchair

Correct position for eating

. Shoulders back

. Table height at waist

. EIbows supported on chair or table surface

. Food is within 12-inch reach

. 90° hip flexion

. 90° at knees

. 90° at ankles

. 45° neck flexion

. Feet supported on the floor or on foot pedals

©COoONOOAPRLWN-=-

Special cushions
may need to be added
to the seat and back
of the wheelchair.

Incorrect position for eating

1. Rounded shoulders

2. Head strained forward

3. Table height too high

4. Elbows unsupported

5. Posterior tilt at hips — angle greater than 90°, sliding out of chair

6. Feet unsupported and dangling

Resident in geri-chair

Correct position for eating Incorrect position for eating
1. Chair upright 1. Resident reclined

2. Food is within 12-inch reach 2. Knees not flexed

3. 90° hip flexion 3. No neck flexion

4. 90° knee flexion with feet supported 4. Improper table height

5. Lap tray at the proper height 5. Inability to reach food easily
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Adaptive equipment for feeding

A variety of different kinds of special or adaptive equipment may be used by the resident to allow
him/her to perform self-feeding independently. On the following pages there are examples of
different pieces of equipment that may be recommended. The resident’s care plan will indicate
which kind of equipment the resident will use.

Hints for feeding and use of equipment
1. Explain use of equipment to the resident
2. Consistently place utensil in the same position on tray
3. Resident should use the utensil for at least part of every meal
4. Position resident properly:
— Not slouched to one side
— Utensils should be near functioning extremity
— Tray at appropriate level for easy reach
— If the resident is in bed, he/she should be seated in a comfortable upright position
5. Be generous with verbal cueing and praise

Indications of need for adaptive feeding equipment

1. Resident spills food or liquid from utensils or cup

2. Resident has trouble holding onto utensil while eating

3. Resident drops utensils or finger foods

4. Resident has difficulty with any one of the feeding steps: scooping, bringing the utensil from
the plate to their mouth, drinking

5. Resident expresses frustration during self-feeding

Types of adaptive feeding equipment

1. Utensils: Built-up handles, rocker knives, angled, weighted, swivel, extension, universal cuff
2. Plates: Lip, high-sided with cut out, scoop, partitioned, guards, dycem

3. Cups: Sippie (nosey), two handled, T-handled, glass holders, wheelchair cup holders
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Adaptive feeding devices

Device

Dycem
Blue, rubbery material

Function

* Provides a non-slip surface
» Stabilizes objects for one-hand use

Long straw » Substitutes for limited range of neck, poor trunk
balance, or use of arms/hands
Plate guard * Prevents food from moving around plate

* Aids in food placement on utensils

Partitioned dish

* Allows food to be scooped and kept in divided
location

Built-up handle

* Allows for a functional grasp when muscles are
weak or joints are contracted

Rocker knife

» Cutting food one-handed
 Use rocking motion from center of plate towards
outside of plate

Horizontal and vertical
handle utensils

» Compensate for loss of wrist and arm movement

Swivel utensil

» Substitutes for lack of rotation of forearm
* Allows one to put food on utensil without turning
wrist over

Weighted utensil

* May decrease tremorous movement while eating

* I[deal for Parkinson residents, and those residents
with spasticity and limited hand control since
they’re easy to grasp

Universal cuff

» Substitutes for poor or absent grip of the hand
« Utensils can be interchanged by resident

Feeding cup with long spout

* Facilitates cup-to-mouth placement

T-handle mugs

» Compensates for decreased grip strength

Nosey cups

* Allows safe swallowing with head tipped back
* Use with chin tuck




Self feeding
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Humans put their fingers in their mouths and suck their thumbs long before birth. Hand-to-
mouth movement is instinctive and self-feeding is a skill learned early in life.

Loss of this skill is a devastat-
ing blow to self-reliance, so
restorative therapy is critical.
However, many facilities lack
effective programs to re-stimu-
late this all-important self-feed-
ing capacity among elderly
residents.

It cannot be over-emphasized
that even limited independent
feeding capacity is one of the
most important jobs caregivers
can perform for elderly people.
Because it involves basic
physical nourishment, it can
even mean life or death.

Components
1. Physical

Example

Mrs. H. stopped feeding herself at lunch. She could not say
why. She pushed her food away and even stopped talking with
her friends at the table. Nursing aides somewhat aggressively
attempted to feed her, but this only made the problem worse.

She was referred to a Restorative Dining Program. Soon, in

a quiet and gentle atmosphere and with the skillful touch of a
trained Restorative Nurse, Mrs. H. was finally able to commu-
nicate that she was becoming very nauseated around midday.
Investigation revealed that her medications had been changed
to a later hour.

After consultation among all staff, Mrs. H’s routine was
changed. She returned to her table and happily resumed feed-
ing herself.

* The means by which we feed ourselves.

— Using only fingers
— Using utensils

— Using adaptive equipment

*» The positions, area or conditions in which it is most satisfying to consume a meal
— A well-lighted room or a room with limited light

— A special friend to eat with

— The types and presentation of food we most enjoy

2. Social

Interaction with others during a meal: conversation, relationships and celebratory factors. Hu-
man societies have historically used food consumption to celebrate holidays, victories, har-
vests, births and weddings. Every nursing home resident shares such memories.

3. Emotional

The good feelings generated by feeding oneself, including the stimulation of endorphins in the
brain, which promote relaxation and self-satisfaction. Rebuilding the ability to nourish, care for
and calm oneself is an important reason to help residents recover a skill they enjoyed through-
out their lives.
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Environmental and social considerations

- General considerations in setting up
a Restorative Dining Program include:

-_—

. Quiet location.
2. Good lighting without glare.
3. Comfortable temperature.

4. Table color or tablecloth to contrast with tray to make tray stand
out from background.

5. Consider attitudes and personalities of residents when arranging
seat assignment.

6. Traditionally, mealtime is a social event including conversation,
laughter, tasteful food, satisfaction of appetite and enhancement
of self-esteem/self-worth.

7. Use regular chairs whenever possible.
8. Use volunteers or staff members to visit with residents during

mealtime, especially the residents who require only verbal cueing
during mealtimes.




Restorative Nursing Progan
Certification Course

Module 3
‘ Demonstrating ‘

Clinical Competency

CONTINUED
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Standard/Objective

Joint mobility

. Identify three purposes for the RNA to perform range of motion.

. Verbalize and demonstrate passive and active/assisted range of motion for four joints.

. Identify two contraindications for passive range of motion exercise.

. Identify three reasons for the RNA to assist in a routine exercise/maintenance program.

. Verbalize two indications and two contraindications for performance of routine exercise.

. Identify/verbalize the major muscle groups.

. Demonstrate one resistive exercise for the upper extremity and one for the lower
extremity.

. Demonstrate method to reduce edema.

9. Demonstrate correct application of a splint.
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Joint mobility

Range of motion

Purpose:

1. To maintain or increase the motion of a joint.

2. To prevent contractures or reduce current contractures.

3. To maintain or increase strength. o
4. To increase the functional use of the extremity.

<
e’
General considerations: \\\’/’ !
. The resident should be comfortable and relaxed. ﬂ// ‘

. Explain to the resident what you are doing and why.
. Only give as much assistance as the resident needs.
. Hold the body part securely, but gently.
. Grasp above and below the joint, not directly on the joint.
. Begin ROM at large joints close to the body and work outward to the smaller, finer joints
. With painful joints:
— Watch resident’s face for indications of pain.
— Remain in a pain-free range.
— Release slowly and carefully.
8. Pre-medicate resident for pain as needed prior to RNP activity.

NO AR WN=

Contraindications to PROM:

1. Extreme pain upon movement.

2. Bony blockage, fusion or severe crepitus in the joint upon movement.

3. Recent fracture, joint inflammation.

4. Any contraindications noted by MD, Therapist or Nurse in resident’s chart.

Terms and definitions:

1. Range of Motion (ROM) is the extent of movement within a given joint; each joint has a nor-
mal range.

2. Functional range is less than normal, however, functional range allows the joint to perform
activities of daily living. (Remember that “normal” varies from person to person, especially
when dealing with the geriatric population.) If the resident has an obvious affected side, as
with a hemiplegic, range the unaffected side first to find out what normal is for that resident.

3. Passive range of motion (PROM) consists of exercises done completely by RNA for the
resident.

4. Activel/assistive range of motion (AAROM) consists of exercises done partially by the
resident and partially by the RNA.

5. Active range of motion (AROM) consists of exercises performed solely by the resident.

6. Resistive exercise is active exercise with resistive force applied to make the motion

more difficult (with use of weights or equipment.)
7. Functional exercise is self-care activity by the resident during bathing, dressing or ADLSs.
8. Self ROM when the resident uses one arm to assist the other arm with ROM.



Exercise

General rules
@to keep in mindZ

1. Active exercises are generally safe for most residents, provided
all precautions are observed.

2. All Range of Motion exercises by the RNA should be given only
if ordered by the Physician, RN, Physical Therapist or
Occupational Therapist.

3. Avoid passive exercises in a newly fractured limb unless given
specific instructions by the Therapist or Physician.

4. Specific resistive exercises should be given by the RNA only if
ordered by the Physician, RN, Physical Therapist or
Occupational Therapist.

5. RNAs should never progress a resident in an exercise program
without instructions to do so from the Physician, RN, Physical
Therapist or Occupational Therapist.

6. Never start an exercise treatment on a resident without full
knowledge of the resident’s medical history, immediate medical
problem, purpose of the exercises and knowledge of your skills
and limitations as an RNA.

< 0

The basic rules of body mechanics ﬁ}@
1. Assess the situation before taking action / ,,] \\
2. Get close to the object to be moved /
3. Bend knees and lift with legs LD 7 //’
4. Use a wide base of support ) I
5. Push — don't pull S / ol
6. Turn — don’t twist Pl (V4

[ o

| \ |

.I.I | ]

( = |
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Motions of the body trunk
_—

ey

Q | Flexion
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Hyperextension

Extension
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Motions of the body trunk (continued)

Lateral flexion
Bending sideways from the waist

-~ /_;\f}
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Left Iate}'al flexion

Right lateral flexion
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Motions of the body trunk (continued)
Ro_tation

Turning shoulders while keeping hips stationary
or turning hips while keeping shoulder stationary
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|
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Left rotation

Right rotation



Motions of the shoulder
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Motions of

the shoulder
(continued)

Abduction

Adduction
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Motions of the shoulder (continued)

External/internal rotation




of the elbow

Motions
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Motions of the forearm

With the resident’s elbow bent at 90° at waist height,
grasp resident’s wrist and hand with both hands

/ _‘“\ Supination
Turning hand so that palm is facing up

|' | | | Pronation
\ ".I Turning hand so that palm is facing down
| |

[

!
I.“f Ir:.1 \ .
) { N \
e
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Motions of the wrist

Flexion
Bending wrist so that palm is toward forearm

——OED

) oy
w

Extension -

Bending wrist so that back of wrist is toward forearm

Ulnar deviation

Move hand sideways so that
little finger side of hand

is moved toward forearm

Radial deviation

Move hand sideways

so that thumb side of hand
is moved toward forearm |



Motions of the fingers

—8/

Flexion
Bending the fingers toward
the palm, making a fist

e

"\

kﬂﬁ
Abductlon

Moving fingers apart,
spreading fingers

'\

Extension
Straightening fingers

Nt
T

S

A

Adduction
Moving fingers together

87
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Motions of the thumb

Flexion
Bending thumb at all joints

(1

"‘-—.________'____.:-'"
Abduction
Palm up, moving thumb up and away from palm.

Jre ‘<

Extension
Straightening thumb

~ v _Ff’_\-‘\ﬁ

LY .
-._.-__4_____‘_-_-‘-:: R .
Adduction

Returning thumb to position
alongside of first finger.



Motions of the hip and knee

Flexion

Extension

89
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Motions of the hip

Abduction

Adduction




Motions of the hip (continued)

External rotation

Internal rotation

91



92

Motions of the ankle
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Dorsal flexion Plantar flexion

Inversion

Eversion
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Assisted exercise

Specific objectives

1. Maintain or improve ROM

2. Decrease pain

3. Maintain/improve strength

4. Improve balance, gait and transfers

5. Improve automatic functional independence and mobility
6. Promote independence, well-being and quality of life

Examples of functional vs. limited strength and activity tolerance
Gait

1. Functional: Ambulation bed to bathroom with supervision

2. Limited: Moderately assisted ambulation 10-foot hallway rail

Range of motion
1. Functional: Able to comb hair
2. Limited: Requires assistance to put arms in sleeves

Strength
1. Functional: Able to perform sit/stand without assistance
2. Limited: Minimal to moderate assistance for sit to stand

Activity tolerance
1. Functional: Five hours sustained OOB
2. Limited: One hour OOB with fatigue

Indications/contraindications for
routine exercise/maintenance program

Positive Negative

1. Increased skeletal muscle strength/ ROM 1. Heart signs

2. Increased aerobic capacity — Marked SOB

3. Bone density preservation — Profuse sweating/pale skin

4. Contributes to mobility and independence — Chest pain

5. Can restore lost physiologic capacity 2. Sharp/intense joint pain, sudden onset
6. Can reduce risk of CVA, heart problems/disease 3. Change in speech pattern

7. Appetite stimulation 4. Acute deep vein thrombosis (DVT)

8. Fall prevention
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Splinting

Some residents have hand deformities that may require splinting. Splints help protect the
skin from breaking down and deformities or contractures from becoming worse. The Thera-
pist can assist in determining if a resident would benefit from splinting or other types of sup-
portive care such as strengthening or positioning.

Indications for splinting

. The hands have a bad odor.

. The resident cries or pulls his/her hands away when you try to wash them.

. Hands are swollen.

. The resident holds his/her hands with the fingers curled or the wrist bent most of the time.
. The resident is suddenly unable to lift his/her wrist.

. The fingers seem stiff or painful when you move them.

. The resident begins to have problems holding his cup or eating utensils.

. The bones seem to be lined up in an unusual position.

. Protect weak muscles and prevent stretching or contractures.

O©COoONOOARLWN-=-

Contraindication for splinting
* Pre-existing draining wound

Splint application can provide the same therapeutic
benefit as medication ordered by the Physician.




Hand care program

Role of Nursing

1. Notify the Occupational Therapist of developing hand problems.

2. Be aware that hand soaks, ranging and splint application are
prescribed by the Physician and require orders.

3. Reinforce hand care and splint use with staff.

4. Assess skin care per splint program, notify OT of any problems.

Role of CNA

1. Clean and dry each of resident’s hands thoroughly during a.m. and
p.m. care. Assure nails are neatly trimmed.

2. Soak hands, range hands and apply splints as directed by splint

program when RNA is not available. Remove splints as per program.

3. Notify the OT of hand problems.

4. Notify the OT of problems with splint program and/or repair needs.

5. Keep splints clean as directed by splint program.

6. Do not change splint program without discussing with the OT. All
changes need to be documented.

Role of RNA

1. Apply and remove splints as per program.

2. Soak hands, range hands and apply splints as directed by splint
program.

. Assist with instruction for on-call or registry CNAs when they work.

. Replace straps. Refer repairs to the OT.

. Notify the OT of problems with splints/programs.

. Notify the OT of residents with developing hand problems.

. Look at the skin under the splint for signs or symptoms of redness,
swelling (edema), discoloration, etc., reporting all positive findings
to Nursing or the OT.

NOoO gk W

Involve resident in facility nail-grooming program.
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Application of the splint

Before and after

1. Check skin for swelling, skin discoloration or skin irritation.

2. Check to ensure skin surface is clean and dry.

3. Perform ROM or movements to decrease tone to all joints of the extremity (remember that
one joint affects the other joints in that arm or leg).

4. Soaking may be indicated for painful and/or stiff joints prior to splint application.

5. Check splint to determine if it needs to be washed.

Applying splint

1. Inform resident you are going to apply splint.

2. Apply and smooth stockinette (a thin cotton material that may be worn under a splint like a
glove or sock to absorb perspiration or protect fragile skin) so there are no wrinkles be-
tween splint surface and skin.

3. Fit splint over joints.

4. Fasten straps, ensuring that you can slip two fingers between skin and strap.

5. Position so that splinted area is supported.

Care and storage of splint

Wash splint in warm to cold soapy water every other day. If splint is soiled or smells, it will
need to be washed each time it is removed (e.g., urine may get on a knee splint).

1. If resident has an infection, check with Nursing for specific instructions.

2. Always store splint in a designated area so the next person who needs to use it can easily
locate it.

3. Never lay splint in sunshine or on heater, as higher temperatures will melt the material.

4. Straps will need to be replaced periodically because the pile will not stick to the Velcro.
Always replace straps using same length and location as old strap.

5. Wash weekly and replace when it loses its shape.



Areas of high risk
for pressure and discomfort with splints

Splint parts

The following parts of a splint may be sources for pressure and/or skin discomfort:
1. Ends of splint

2. Under straps

3. Edges of splint

4. Bony prominences

5. Creases in and around joints

Body parts
The following body parts or areas may demonstrate pressure and/or skin discomfort from
splints:

Hand/wrist

1. Finger tips

2. Top of knuckles of fingers and thumb

3. Thumb web space

4. Palm of hand

5. Both sides of wrist (head of ulna and base of thenar eminence)

Elbow — Bony prominence of elbow (medial and lateral epicondyle)

Knee
1. Patella (knee cap)
2. Bony prominences of the sides of knee (lateral condyle)

Leg — Tibia (shin)

Foot

1. Heel

2. Ankle bones (both sides)

3. Under ball of foot

4. Under toe tips

5. Head of fifth toe (midway on outside of foot)
6. Navicular tuberosity (midway on inside of foot)
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Parts of a splint

Body of a splint
Some splints have top and bottom parts that surround the joint (example: elbow and knee
splints).

Straps
“Hook Velcro” on body of splint. “Pile strap” that attaches to “hook Velcro.”

Stockinette
Applied under splint to absorb perspiration.

D-rings
The ring that a “pile strap” is threaded through and doubled back on itself to fasten to the
“hook Velcro.”

Proper splint fit

1. Splint should look as if it was molded to skin surface.

2. Should not dig into skin.

3. Should not move around on skin surface (i.e., loss of weight can result in misfit).
4. Straps properly fastened.

5. Two of your fingers should fit snugly between the strap and the skin.




Sample Splint Schedule

NAME: ROOM:
DATE:

Application:

1. Apply to clean, dry hand.

2. Soak hand as needed for painful and/or stiff joints.

3. Range hand, arm and wrist before and after applying.

4. Powder will help control perspiration.

5. Straps should be snug but not tight enough to cause

red marks or swelling; be able to run one
finger underneath strap.

Purpose:
* Prevent contractures, decrease tone, protect joint
alignment, decrease swelling.

Wearing Schedule:
» Wear 8 hours out of every 24.

Handsplint

Splint Maintenance:
* Wash hard plastic in warm, soapy water. Don'’t store
in warm area, splint will melt.

Precautions:
» Watch for redness, skin irritation or swelling.

Please call , OTR

at with any questions.

Thank you
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Hand rolls/palm protectors

Purpose:

1. To prevent the development of contractures.
2. To prevent contractures from getting worse.
3. To prevent sores inside the contracted hands.

Procedure:

1. Explain the procedure and the reason for it to the resident.
2. Wash your hands.

3. Wash and dry the resident’s hand.

4. Place a clean hand roll in affected hand.

5. Wash your hands.

Putting on ankle-foot orthosis (AFO)

1. Pull tongue of shoe up through laces.

2. Sit and cross affected leg over unaffected leg.

3. Slide AFO under foot and fasten Velcro strap.

4. Uncross affected leg with AFO in place.

5. Slide shoe over toes and push on as far as possible.
6. Place foot on floor and place shoehorn behind heel.

7. Push heel while moving shoehorn into upright position.

8. Work foot into position by pushing downward on knee. Move shoehorn back and forth.



Edema reduction

Elevation
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1. Elevate hand above heart level
on several pillows.

Retrograde massage

* Massage toward the body in one direction only.
« Start at fingertips and work towards shoulder.

* Use tip of finger and slide towards wrist.

2. Make sure elbow is
supported on pillow too.

» Keep working all the way up to the shoulder.
*» Use a firm pressure, without causing harm
to the resident, to move fluid.
* You will need to use lotion so as not to irritate skin.

101
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Self range of motion

Purpose:
1. Increase awareness of the hemiplegic arm.

2. Maintain joint mobility in a pain-free range. o
General considerations: /

(in addition to all general considerations for ROM) b T /

1. Painful shoulder movement. e q(//
2. Edema. )

3. Neglect of hemiplegic side. i '

4. Patient safety awareness.

Technique:

1. Grasp — place the affected wrist in the palm of the unaffected hand so that the unaffected
hand is cradling (but not holding) the affected wrist.

2. Movement should be slow and controlled with a pause at the end of range.

Examples:
1. Overhead —
— Can be performed seated or supine.
— Move arms up above the head toward the ceiling and lower back to the lap.
2. Lateral chop —
— Perform in sitting position.
— Bend elbows, reach to the chin and lower to lap.
3. Pronation/supination —
— Best performed in seated position.
— Extend elbows.
— Roll hands so that the affected palm is facing up to the ceiling, then down to the floor.

Note
Self range of motion can be performed with other joints.
Please review with the primary Physical or Occupational Therapist.
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Restorative Nursing Progan
Certification Course

Module 3
‘ Demonstrating ‘

Clinical Competency

CONTINUED

Standard/Objective

ADL training
1. Demonstrate lower body dressing technique with an orthopedic resident.
2. Demonstrate upper body dressing technique with a hemiplegic resident.
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Philosophy of activities of daily living (ADLS)

What are activities of daily living?
Those tasks or activities that promote maximum psychological, physical
and social independence of:

1. Bathing 4. Hygiene
2. Dressing 5. Feeding
3. Grooming

Why are activities of daily living important?

1. Promote independence 3. Social acceptance
2. Build self-esteem 4. Improve strength, balance
and coordination

The goal of this program is to encourage and allow
the resident to do as much for him/herself as pos-
sible.

This may be as little as washing his/her face and
hands and combing his/her hair or a full morning rou-
tine. When the Occupational Therapist discharges the
resident to the Restorative Nursing staff, a specific
routine will have been established and the resident
may be using adaptive equipment.

It is important for the RNA to be familiar with frequent-
ly used equipment and common dressing, grooming,
bathing and hygiene techniques.
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Levels of assist

See “Documentation Crosswalk Language” in Appendix

The following descriptions will be used to describe a resident’s ability to perform activities of
daily living. These will be used on the resident’s care plan and in daily demonstration.

Total assist: 90% to 100% assist — resident requires continual physical/verbal cueing and/or
assistance with/without adaptive equipment; attention span is short; cognitive skills may be
poor.

Maximum assist: 75% of effort/instruction or support supplied by caregiver; skills are sloppy
and endurance may be poor.

Moderate assist: Physical contact and verbal instruction to make up 50% of the effort/in-
struction or support required to complete the task. This may be hands on for 50% and hands
off for 50% of task time OR caregiver supplying 50% of effort, instruction or support throughout
task OR a combination of both (i.e., equal effort and movement between caregiver and resident
— 50/50).

Minimal assist: 25% of the effort, instruction or support is provided by the caregiver. This
is a combination of physical, gestural and instructional but more gestural and instructional than
physical.

Contact guard: Infrequent hands-on contact using light touch to make sure resident is safe
and to remind resident of details of task.

Verbal assist: No physical assist, but resident requires instructions to start, pay attention,
attend to details and complete the task.

Supervision: Frequent checks on resident’s progress while completing task to assist with
any new problems (e.g., resident can perform learned activity but has difficulty managing new
procedure).

Set-up assist: Caregiver must set up ADL task (e.g., lay out clothes, get utensils, put bath
water by bed, etc. Resident can then perform task without assist).

Independent: Resident can perform activity without instruction or assist of caregiver.
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Dressing techniques
Post hip fracture

General guidelines

Following hip replacement surgery or a hip fracture, special precautions are to be followed by
the resident when dressing or being dressed. The Occupational Therapist will typically teach
the resident how to dress using the precautions. These are to be followed 2-3 months after sur-
gery. All body positions that force the head of the femur against surrounding muscles should
be avoided.

Some tips to remember:

1. Do not bend forward from the waist more than 90° or as instructed.

2. Do not lift the knee higher than hip height on the operated side.

3. Do not cross the legs at ankles or knees.

4. Do not bring the legs together.

5. Do not inwardly rotate hips when lying in bed (do not point toes inward).

In general, the following are recommended during the healing process:

1. When seated, the knee (on the operated lower extremity) should be at the same level as or
lower than the hip.

2. Always back up to a chair, toilet or bed until the back of the leg hits the edge of chair (toilet or
bed). If the edge of the chair is at the same level as the crease of the knee or higher on the
leg, the surface will be high enough to safely sit.

When dressing:

. Dress operated leg first.

. Sit on the side of the bed or in an armchair using adaptive devices.

. Put on underwear and pants first.

. Knee high socks and stockings are recommended with the proper use of a stocking aid.

. Wear slip-on shoes and/or elastic shoelaces.

. Shoes should be taken on or off with the appropriate use of a dressing stick or long handled
shoehorn.

O WN=
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Dressing techniques (continued)
Total hip replacement (THR)

Pants and underwear

1. Sit on the side of the bed or in a chair. Use the adaptive devices provided by your Occupa-
tional Therapist.

2. Put on underwear and pants first. Using the dressing stick, catch the waist of the under-
wear or pants with the hook. Lower the stick to the floor and slip pant leg over your oper-
ated leg first. Then do the same for your non-operated leg (See drawing).

3. Pull the pants up over your knees. Stand, with the walker in front of you and pull the pants
up.

4. When undressing, take the pants and underwear off your non-operated leg first, reversing
Step 3 above.
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Dressing techniques (continued)

Hemiplegia

Many residents will present with weakness, paralysis on one side of the body or other physical
problems that interfere with their ability to dress themselves. This will require the resident to
use specialized techniques and equipment to put on and take off their clothes.

The Occupational Therapist will teach the resident how to do his/her dressing again and the
special techniques he/she needs to utilize. When the resident is discharged to the Restorative
Nursing ADL Program, the Therapist will indicate on the plan of care the specific techniques to
be used.

Remember
* Dress involved side first.
* Undress uninvolved side first.

Putting on/taking off UE garments

Undergarments

1. Use a front-fastening bra, if possible. Put on similar to front-buttoning garment.

2. To hook a back-fastening bra, wrap bra around waist so that hooks are in front.

3. Hold up eyelet side of the bra with affected arm.

4. Hook the bra and turn it around so that hooks are in back.

5. Insert involved arm through strap, insert uninvolved arm. Pull so that straps are adjusted
correctly on shoulders.
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Dressing techniques (continued)
Adult hemiplegic — putting on/taking off UE garments

Button-front shirt, blouse, sweater or jacket

1. Assure garment is
unbuttoned. Place [’
shirt in lap, back
facing resident,
neck away from
resident.

. Gather up back to expose armhole for
involved arm. Place involved arm through
sleeve. Pull above elbow up to the
shoulder.

3. Reach behind neck, grasp collar
and move hand around collar to
bring the shirt behind the resident.
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Putting on/taking off UE garments

Button-front shirt, blouse, sweater or jacket (continued)

4. Bring collar to shoulder and insert 5. Button shirt (may use button hook).
unaffected arm into armhole
(sleeve).
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Dressing techniques (continued)
Adult hemiplegic — putting on/taking off UE garments

Pullover garment

1. Place shirt in lap, back 2. Gather up back to expose 3. Place uninvolved arm
facing resident, neck armhole for involved arm. through other sleeve.
away from resident. Expose arm above

elbow.
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Pullover garment
(continued)

5. Gather shirt from
hemline to collar, duck
head, pull shirt over it.

4. Pull sleeve on involved arm above
elbow to mid-upper arm region.

6. Pull shirt down in back and front.
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Dressing techniques (continued)
Adult hemiplegic — putting on/taking off LE garments

Putting on pants

1. Bring affected leg and
cross over unaffected knee.

2. Slide pant leg over affected J L [ ™
foot and pull up to knee. ' " -



114

Putting on pants (continued)

3. Place unaffected
foot into matching
pant leg.

4. Pull pants up as far as possible
while remaining seated.

6. Fasten pants.

5. Stand with use of assistive
device or assistance.




Dressing techniques (continued)
Adult hemiplegic — putting on/taking off LE garments

Socks and stockings

. Slide the sock or stocking onto the stocking aid. Make sure the heel is at the back of the
plastic and the toe is tight against the end. The top of the sock should not come over the
top of the plastic piece. Secure the sock in place with notches in the plastic piece.

. Holding onto the cords, drop the stocking aid out in front
of the weak foet. Slip your foet-into the sock and pull it on.
Keep heel close to the floor and remove the sock from the
notches with the dressing stick. You may put the sock on
your stronger foot in your usual manner.

. To take socks or stockings off, use the hook on
the dressing stick to hook the back of the heel
and push the sock off your foot.

115
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Dressing techniques (continued)
Adult hemiplegic — putting on/taking off LE garments

Shoes

£
,,f |
:».fs.s:‘ 9.
N =

1. Resident should wear slip-on shoes or
use elastic shoelaces so he/she won’t

have to bend over to put the shoes on
and tie the laces.

2. Use the dressing stick or a long-handled
shoehorn to put on or take off shoes.

3. Place shoe horn in heel of shoe and
push down on knee to slide foot into shoe.
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Putting on ankle-foot orthosis (AFO)

1. Pull tongue of shoe up through laces.

2. Sit and cross affected leg over unaffected leg.

3. Slide AFO under foot and fasten Velcro strap.

4. Cross affected leg over unaffected leg with AFO in place.

5. Slide shoe over toes and push on as far as possible.

6. Place foot on floor and place shoehorn behind heel.

7. Push heel while moving shoehorn into upright position.

8. Work foot into position by pushing downward on knee. Move shoehorn back and forth.
9. Grasp uprights and pull up until foot slips into place in shoe. Remove shoehorn.

10. Fasten strap, being careful not to snag socks. Fasten shoes.
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Pacing the resident with low endurance

Many residents will show a decline in their self-care independence after an iliness. The illness
can vary from pneumonia to urinary tract infection to the flu or a cold. Any medical complication
can affect a resident’s ability and motivation to complete his/her own self-care.

It is extremely important to treat residents to gradually increase endurance and allow return to
prior level of function.

Prior to discharge from Occupational Therapy, the Therapist will train the RNA in resident-spe-
cific needs related to tolerance, limitations and signs/symptoms of fatigue. Symptoms of fatigue
vary greatly and must be monitored daily.

The key to successfully managing these residents is to assure they stop and rest or complete
the task just before or with first signs of fatigue. Studies have documented that the total time re-
quired to recover from fatigue is much less when rest is taken frequently and before fatigue than
when rest is taken after exhaustion.

Therefore, it is necessary to be able to identify the early signs of fatigue. The Therapist will
instruct the RNA in the resident’s level of endurance and signs of fatigue; however, the resident
changes daily and the RNA must be able to identify the signs. Any change in the resident’s per-
formance should alert the RNA that something is happening.

Behavior changes that may indicate fatigue

. Breathing (e.g., shortness of breath. gasping for breath)

. Cooperation (e.g., refusal to try activity, becomes fearful, angered)
. Level of function (e.g., impulsiveness, rushing to get finished)

. Judgment (worsens)

. Pace (e.g., does things faster or slower)

. Balance (worsens)

. Finds fault with your assistance

NO O, OWON--

When these behaviors are noted, an immediate change in the task is necessary

Possible changes include:

1. Rest break

2. Completing task for resident

3. Increasing assist, but not completing for resident

4. Increasing instructions

5. Shortening the task (e.g., instead of bathing and dressing, change to just completing bathing).
6. Offering encouragement

Always end treatment with something that resident has successfully completed!
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Adaptive equipment for ADLs

Specialized equipment may be required by the resident to perform dressing, grooming and
bathing tasks independently. The Occupational Therapist will provide the equipment to the
resident and teach him/her how to use it. When the resident is discharged to the Restorative
Nursing ADL Program, the Therapist will indicate on the resident care plan what equipment has
been provided and how it is utilized.

Adaptive dressing and grooming devices

Built-up handled hair brush Long-handled shoehorn
* Makes holding brush easier * Substitutes for lack of range in arms and trunk
and more comfortable * Used when resident is unable to bend over safely

Long-handled sponge

* Substitutes for limited strength and range
Button hook

» Used when fingers are unable to
manipulate the button to fasten it
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Adaptive dressing and grooming devices
(continued)

B I A

Reachers
» Compensates for limited reach or muscle
weakness
« Used to pull clothing over feet or to reach Raised toilet seat
hangers in the closet * Permits ease in getting off toilet when legs

are weak
* Limits hip flexion
» Eases transfer from a wheelchair

Sock aid
» Used when hip range is limited or arm/hand
strength is poor Suction-cup denture brush
* Allows one-handed cleaning of dentures
* Suctions onto sink

NOT PICTURED

Dressing stick

» Compensates for limited reach or
muscle weakness

* Used to pull clothing over feet or to
reach hanger in the closet

Suction-cup fingernail brush

« Assists resident with loss of use of one hand Universa| cuff
to maintain cleanliness * Substitutes for hand grasp

» Can be adapted to hold a tooth
brush, razor, comb/brush, etc.
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Standard/Objective

Functional mobility

1.
2.
3.

~NOo b

o

12.
13.
14.
15.

Define therapy assist level terms (MAX, MOD, MIN, CGA, SUP, IND).

Define weight bearing status (NWB, TDWB, PWB, WBAT, FWB).

Identify, demonstrate and verbalize precautions for the resident with a total hip
replacement and ORIF.

. Demonstrate one safe transfer technique for the resident with total hip replacement.
. Describe a device to maintain weight-bearing status and the reason for its use.

. Demonstrate the appropriate use of one assistive device.

. Demonstrate safe positioning techniques for the resident with hemiplegia in bed and

wheelchair.

. Identify three major pressure risk areas for positioning a hemiplegic resident in bed

and in a wheelchaiir.

. Demonstrate one bed mobility technique.
10.
1.

Demonstrate one safe transfer technique for the resident with hemiplegia.

Identify components of a safe partial-assist transfer from bed to wheelchair for a resi-
dent with PWB hip fracture.

Demonstrate one safe assisted ambulation technique.

Demonstrate slide board transfer.

Demonstrate the use of the gait belt.

Demonstrate wheelchair set-up and safety.
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Functional mobility

Levels of assist
See “Documentation Crosswalk Language” in Appendix

The following descriptions will be used to describe a resident’s ability to perform activities of
daily living. These will be used on the resident care plan and in daily demonstration.

Total assist: 90% to 100% assist — resident requires continual physical/verbal cueing and/or
assistance with/without adaptive equipment; attention span is short; cognitive skills may be
poor.

Maximum assist: 75% of effort/instruction or support supplied by caregiver; skills are sloppy
and endurance may be poor.

Moderate assist: Physical contact and verbal instruction to make up 50% of the effort/in-
struction or support required to complete the task. This may be hands on for 50% and hands
off for 50% of task time OR caregiver supplying 50% of effort, instruction or support throughout
task or a combination of both (i.e., equal effort and movement between caregiver and resident
— 50/50).

Minimal assist: 25% of the effort, instruction or support is provided by the caregiver. This is
a combination of physical, gestural and instructional but more gestural and instructional than
physical.

Contact guard: Infrequent hands-on contact using light touch to make sure resident is safe
and to remind resident of details of task.

Verbal assist: No physical assist, but resident requires instructions to start, pay attention,
attend to details and complete the task.

Supervision: Frequent checks on resident’s progress while completing task to assist with
any new problems (e.g., resident can perform learned activity but has difficulty managing new

procedure).

Set-up assist: Caregiver must set up ADL task (e.g., lay out clothes, get utensils, put bath
water by bed, etc. Resident can then perform task without assist).

Independent: Resident can perform activity without instruction or assist of caregiver.
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Positioning of residents
Do:

. Change position at least every two hours

. Extend joints at regular intervals. Explain what you are doing
. Encourage resident to assist in position changes

. Use a friction-reducing draw sheet when available

. Support the feet to prevent foot drop

. Grasp extremity below or above sore joint

. Grasp joint if muscles are sore

. Support affected side

. Avoid excess stress on contractures

. Position tubing to avoid pressure and to drain properly
. Mimic the basic anatomical position:

= 0O WVWOoONOGORAWN-
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12.
13.
14.

15
16

— Head erect

— Feet forward

— Arms at sides with hands pronated and thumbs abducted

— Knees and fingers slightly flexed

Consider resident’s daily schedule to accommodate various position changes
Provide ROM whenever turning and repositioning

Encourage AAROM whenever possible

Distribute weight equally when up in chair or in bed

Support extremities and the head when needed

Don’t:

NOoOOahRhWDN-=
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Don’t position resident on open wound areas

. Don’t allow top linen to be weighty or binding (may use bed cradle)
. Don’t allow bottom linen to be wrinkled beneath resident’s body

. Don’t grasp sore joints

. Don'’t grasp sore muscles

. Don'’t place resident on tubing

. Don’t turn or lift resident by pulling on hemiplegic or injured limb or lift by pulling up

under hemiplegic shoulder

. Don’t allow slumping or head dropping to side, back or front

The basic rules of body mechanics

1. Assess the situation before taking action

2. Get close to the object to be moved

3. Bend knees — let the legs do the work, not your back
4. Use a wide base of support

5. Push — don’t pull

6. Turn — don’t twist




124

Major pressure areas

|
— =
Ears *L'}’

Breast bone

Rib cage

Knee —

f
Ankle J-.)h_j

Foot —(/‘d

FRONTLYING

BACKLYING

Shoulder
blades

Buttocks
(ischial
tuberosities)

Heel
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Positioning devices

1.

Laptray: A useful surface assists arm positioning and trunk control. This can be considered
a restraint — check with Nursing or Therapist.

. Pommel cushion: Keeps hip from inwardly rotating. This can be considered a restraint —

check with Nursing or Therapist.

. Seat cushion: Helps prevent pressure ulcers.

. Head support: Positions head erect. Used in reclining wheelchairs.
. Lateral support: Attaches to the wheelchair to align trunk.

. Hemi sling: Supports affected arm to prevent subluxation.

. Arm trough: Positions the hemiplegic shoulder and arm to prevent injury and a painful

shoulder.

. Lap buddy: Soft, padded cushion that fits above resident’s knees through arm rests to

provide upper body support and prevent sliding. This can be considered a restraint —
check with Nursing or Therapist.
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Positioning

Bed positioning for total hip replacement (THR)

Correct

Keep pillows between the legs when he/she is lying
on one side to prevent the hip from rotating inward.

Correct
Do keep a pillow between the
legs when lying on his/her back.

[ o
P h

Incorrect

When the resident is supine,

do not permit him/her to rotate the hip
inwardly (do not point toes inward).
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Positioning
Turning in bed with a pillow between knees

Purpose:
To provide comfort and prevent skin breakdown at pressure areas at ankles and knees.

1’%\5

Move resident toward the center of the bed so he/she is not too
close to the edge. Use a friction-reducing draw sheet when avail-
able. Position the pillow between the knees as shown above.

corner of the pillow as shown to ensure that the
resident’s leg does not slip forward and down
while sleeping. Make sure there is no pressure
from ankles or feet touching each other.

b \"" .
f‘&, Place a “towel roll” or small pillow just under the
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Protecting the hemiplegic shoulder

What all members of the team — including family — should avoid:
1. Never pull on the hemiplegic arm to help change position or sit up.
2. Do not hold onto the hemiplegic arm to support the resident in sitting, standing or walking.

3. Avoid lifting the resident or repositioning in the wheelchair by placing your arms under the
resident’s arms.

Positioning

Tone can be increased or decreased by positioning

When spasticity is a problem, improper positioning can cause
pain or discomfort, which increases spasticity.

Improper positioning Proper positioning

1. Pain 1. Comfort
2. Discomfort 2. Increased function
3. Decreased function 3. Decreased spasticity

4. Increased spasticity

Conditions that
mcrease spasticity

. Emotional upset
. Pain
. Discomfort
. Attempting tasks that are too difficult or that
cause straining:
— Rolling over
— Moving from sitting to standing
— Reaching for an object away from the body
— Picking up small objects
— Shifting sitting position
— Bowel movement
— Poor positioning
— Loud noises
— Sneezing, coughing, laughing
— lliness (cold, flu, urinary tract infection,
pneumonia)

A ON=




Positioning
Adult hemiplegic positioning
while lying supine

Purpose
To encourage relaxation, prevent (or decrease)
pain, and prevent (or decrease) tightness.

Instructions

1.

Place a flat pillow under head with the head
straight in the middle or turned slightly toward
affected side.

. Body is straight in bed, not bent to either side.

. Small pillow should be placed completely

under affected shoulder blade.

4. Affected arm is supported by pillow out to the

side. A small towel roll may be placed in the
hand to support wrist (not for squeezing).

. Small pillow is placed under affected hip.

. Pillow to support leg in mid-positon and to

minimize external rotation.

. May use pillow under lower leg to float heels.

* Desired response:
Relaxation and control of tightness

* Undesired response:
Becoming stiff and uncomfortable

129
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Positioning kY
A F

Adult hemiplegic positioning -,
while lying on unaffected side |

R

Purpose
To encourage relaxation, prevent (or decrease) pain, and \
prevent (or decrease) tightness.

Instructions

1. Lie on unaffected side with affected side rolled

forward slightly.

2. Place flat pillow under head.

3. Place one or two pillows under affected arm to
support it. Affected shoulder is slightly forward and
hand is supported.

4. Place a pillow under the affected leg for support, with

hip slightly forward, hip and knee bent.

5. A pillow, if necessary, can be placed behind back to

prevent rolling backwards.

6. No objects should be placed against the bottom of the : \x

foot. \\U“

Right hemiplegia

* Desired response:
Relaxation and control of tightness

* Undesired response:
Becoming stiff and uncomfortable
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Positioning
Adult hemiplegic positioning
while lying on affected side

Purpose

To encourage relaxation, prevent (or decrease) pain,
prevent (or decrease) tightness and increase sensory
input.

Instructions

1. Place a flat pillow under head.

2. Lie on affected side with affected shoulder
forward.

3. Palm of hand should be turned up with entire
arm supported.

4. Affected hip should be straight with knee slightly
bent.

5. Pillow should be placed under unaffected leg for
support.

Right hemiplegia

Options

* Both hips and knees can be bent with
flat pillow in between them.

* Clasp hands with affected thumb on
top, pointing to head of bed.

* Desired response:
Relaxation and control of tightness

* Undesired response:
Becoming stiff and uncomfortable
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Positioning
Adult hemiplegic positioning while sitting in bed

Purpose
To encourage relaxation, prevent (or decrease) pain, and prevent (or decrease) tightness.

Instructions

1. Make sure resident is positioned toward the top of the bed so that bending occurs
in the correct places. Use trapeze or friction-reducing draw sheet to re-position.

2. Sit in bed as upright as possible, with head and body in line.

3. Body weight should be even on both buttocks. Do not lean to either side.

4. Affected arm is slightly forward and supported at side by pillows and from behind at
shoulder blade.

5. Hand should be flat on pillow.

6. Small towel roll should be under affected knee.

7. Heels can be floated as necessary.

* Desired response:
Relaxation and control of tightness

* Undesired response:
Becoming stiff and uncomfortable




133

Positioning
Adult hemiplegic positioning
while sitting in a chair/wheelchair

Purpose
To encourage relaxation, prevent or decrease pain and/or tightness and provide pressure relief.

Instructions

1. Sit with buttocks completely back in the chair. Hips and knees are at right angles, feet flat on
floor or footrests.

2. Head and body are in line, weight distributed evenly on both buttocks. Do not lean to either
side.

3. Affected arm is supported by table, lap tray, trough or pillows (per Therapist instructions).

4. Wrist and hand may be supported by hand roll or splint (per Therapist instructions).

5. Chair cushion should be used as recommended (per Therapist instructions).

6. Use a positioning device as needed to prevent slipping or sliding out of the chair seat (e.g.,
dycem or one-way glide sheet).

* Desired response:
:5 Relaxation and control of tightness

* Undesired response:
Becoming stiff and uncomfortable
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Bed mobility

From supine to side-lying to sitting

To get a resident to the edge of a bed

1. Brake or brace bed and prepare wheelchair for transfer.

2. Log-roll resident onto his/her side. Use a friction-reducing draw sheet as needed.
3. Be sure your spine is in normal alignment. Watch your body mechanics.
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—— The Certified RNA always observes —

The basic rules of body mechanics When to use a gait belt —
1. Assess the situation before taking action — with a resident who requires
2. Get close to the object to be moved hands-on assistance

3. Bend knees — let the legs do the work, not your back to transfer or ambulate.

4. Use a wide base of support
5. Push — don’t pull
6. Turn — don’t twist

How to put a gait belt on a resident:

1. Put the belt around the resident’s waist.

2. Tighten the belt enough so it will not slip up on the resident.
3. Keep the belt buckle away from the bony areas of the trunk.

Purpose

1. To ensure resident safety during transfer from one place to another.

2. To avoid grabbing the resident by the arms during transfer.

3. To give a mechanical advantage by providing something to hold on to, thus allowing for
better control.

4. To prevent injury to resident or employee.

5. To help residents feel more secure.

Contraindications

Do not use with any resident who has any of the following conditions:
1. Abdominal aortic aneurysm.

2. Severe heart or breathing problems.

Precautions

Use caution with placement on residents with any of the following conditions:
1. PEG or feeding tube in their stomach.

2. Colostomy bags.

3. Recent abdominal surgery .

4. Recent back surgery or back injury.

5. Recent rib fracture.

6. Heart or breathing problems.
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Transfers

A

pattern of movements to move from one surface to another

1
2
3
4
5
6

The basic rules of body mechanics Remember:

. Assess the situation before taking action A transfer is
. Get close to the object to be moved a shift,

. Bend knees — let the legs do the work, not your back not a lift!

. Use a wide base of support
. Push — don’t pull

. Turn — don’t twist

Red — yellow — green

Red: Think a minute and plan your transfer.
Yellow: Be prepared: position catheters, 1Vs, slippers, wheelchair, bed, etc.
Green: Discuss ways resident can assist, then inform resident what the two of you will do

together during the transfer.

The keys to safe transfers

1
2.
3

4.

o ~ o O

10.
11.

. Remember your body mechanics; they apply to you and the resident.

Use a second person to assist you when indicated.

. Use appropriate equipment. A transfer belt gives you control of the resident without

restricting the resident from assisting you.

When possible, allow the resident to maintain integrity through independence by providing

only as much assistance as necessary.

. Make sure restraints are untied and any tubes (feeding, catheter) are protected.

. Adjust equipment to suit your needs: raise or lower bed, use draw sheet or
friction-reducing draw sheet.

. Position equipment to transfer the shortest distance possible.

. When possible, transfer toward resident’s strong side. Protect the weaker side
unless otherwise indicated by the Therapist.

. Keep resident informed of what you are doing. Give short, simple commands.

Know resident’s limitations (e.g., fractured right hip with no weight bearing allowed).

Use the safest technique as indicated by the Therapist.

OSHA recommends that manual lifting of residents
be minimized in all cases and eliminated when feasible.




Transfers ———

General techniques Atransfer is
a shift,
not a lift!

Basic guidelines

Take time to set up the best possible circumstances

1.
2.
3.
4.
5.

Prepare the wheelchair.

Assure that the resident wears supportive footwear.
Protect feeding and drainage tubes.

Decrease the distance between the transfer areas.
Place the transfer belt snugly around the resident.

Communicate with the resident

1.
2.
3.

Tell the resident what you are doing.
Use short, simple instructions.
Encourage the resident to do as much as she/he can.

Use the principles of good body mechanics for yourself and the resident.

Precautions

1.

~N O O

Always assess the situation before starting the transfer.

2. If you need extra help from one or more staff, ask for it.
3.
4. Never let the resident grasp you around the neck or waist during a transfer.

Let your legs do the work, not your back.

— Around the neck can cause you and the resident injury.
— Around the waist is near your center of gravity, and the resident could easily throw you off
balance.

. If the resident must hold onto you during the transfer, have him/her hold onto your forearms.
. Use transfer belt unless the resident is independent.
. Avoid excessive strain on the resident’s shoulders by not pulling on the arms to move the

resident.

— You can easily dislocate the shoulder.

— You can cause a flare of tendinitis or bursitis to the resident’s shoulder.

— You can cause permanent damage to the shoulder.

— You can drop the resident because the arm is not structurally designed to hold all the
body’s weight.

. If aresident is a “grabber,” put both of the resident’s hands in his/her lap and secure the

resident’s arms by putting your arms on the outside of the resident’s arms.
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Transfers
General techniques (continued) R:tme"f\beﬂ
ransfer is
If you have trouble completing the transfer, don’t try to go on. a shift !
Just pivot back to the starting place. not a lif Iif:tl
Types of transfers — bed to wheelchair
One-man partial assist 6. Caregiver stands in front of the resident and
1. Resident scoots to the edge of the bed slightly to her/his weaker side, blocking the
or chair. resident’s weaker knee with the caregiver’s
2. Resident’s feet flat on the floor. knee.
3. Support resident’s weak arm. 7. Using the hand closest to the chair, the
4. Caregiver assists resident to stand by resident reaches for the chair armrest
guiding up with gait belt. farthest away.
5. Resident should assist by pushing up from 8. Resident pivots or steps toward the chair,
the bed if possible. places hand on the armrest and is as-

sisted to sitting by the caregiver.

« Stronger side is allowed to do the work.
Key  Resident can work on balance during the transfer.
.  Caregiver doesn’t lose contact with resident’s weak knee.
pomts * No pulling on the arms — thus no shoulder injury to the resident.
* Both caregiver and resident squat together as resident sits.

Two-man full assist (bed to wheelchair)

1. Follow Steps 1-8 for the one-man partial assist.

2. Second caregiver stands between the back of the chair and the bed (may place one knee on
the bed if necessary) and assists with transfer by guiding the resident’s hips to the
chair. Or second caregiver stands to the front and on the other side of the resident and
performs “mirror-image” positioning assistance.

Slide board transfer (one-man and two-man assists)

A slide board transfer may be used when the resident has enough arm strength to assist with
shifting his/her buttocks and adequate trunk control not to lose balance when moving in a sitting
position — can only be used with wheelchairs with removable armrests.

. Assist resident to sitting position in bed using techniques described above.

. Position wheelchair at a slight angle to bed, with brakes locked. Remove armrest nearest bed.

. The resident’s feet should be placed on the floor.

. Place one end of the slide board securely under the resident’s thigh. The other end of the
board should form a bridge to the wheelchair (one-fourth of the opposite end of the board
should rest on the seat of the wheelchair.)

. Guard the resident by standing in front and blocking the knees if necessary.

. Place gait belt securely around the resident’s waist.

. Have the resident lean forward (nose over toes), push away from the sideboard with her/his
arms and slide the buttocks across the board while moving laterally toward the wheelchair.

8. Guide the resident to the chair. If necessary, you may provide assistance by guiding at gait-belt

level. If resident needs assistance for balance, place your hands on his/her shoulders.

AOON=
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Hip precautions for total hip replacement (THR)

These precautions are offered to help prevent dislocation and/or injury to operated hip

and typically are prescribed by the Physician for at least 6-8 weeks post-op.

. Weight bearing

+ Limit weight bearing as indicated by Physician

» Non-weight bearing

* Touch down (10%)

« Partial (25%-75%, or as determined by Physician)
* As tolerated

* Full

. Walking
» Use walker/crutches as instructed by Physician and/or Therapist
* Do not walk with toes pointing inwards (e.g., “pigeon-toed”)

. Lying down — sidelying
» Keep a pillow between legs from hips to feet or use abductor wedge

. Bending

* Do not bend hip past 60° to 90° as specified by Physician/Therapist

» Do not bend forward, reach toes, tie shoes, or pull up socks

* Do not bring knee up higher than hip

» When getting into/out of chair/bed, keep hip from bending beyond allowable range

. Crossing legs
* Do not cross legs, ankles or knees when sitting or lying

. Rolling/twisting

* Do not let operated leg roll or twist inward
* Do not twist or look behind yourself

* Use pillow to help position if needed in bed

. Squatting — Do not squat

. Pivoting — Do not pivot on operated leg

. Sitting

* Do not sit at more than a 60°-90° angle

* Do not sit on low chairs or toilet seats; use raised toilet seats and chair cushions as
recommended by Therapist

* Always sit in a slouched position in chair

* Place a pillow between knees when sitting

« Slide foot of involved leg in front of you when getting in or out of a chair
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Healthy hip

Understanding hip replacement

By understanding the anatomy of the hip, you can better understand how the recovery
process works. The hip is a ball-and-socket joint where the thighbone meets the pelvis. This
joint is surrounded by cartilage, muscles and ligaments, which allow it to move smoothly.
When a natural hip must be replaced, an Orthopedic Surgeon uses a prosthesis (artificial
hip joint). Like the natural hip, the prosthesis is made of a ball and socket that fit together to
form a smooth joint so the resident can walk easily and without pain.

Prosthesis

In a healthy hip,
smooth cartilage
covers the thighbone
and pelvis. This allows
the ball to glide eas-
ily inside the socket.
When the surrounding
muscles support the
weight and the joint
moves smoothly, the
resident can walk pain-
lessly.

Problem hip

Worn
cartilage

|
¥

In a problem hip,

the worn cartilage

no longer serves as

a “cushion.” As the
roughened bones rub
together, they become
irregular, with a surface
like sandpaper. The
ball grinds in the socket
when resident moves
his/her leg, causing
pain and stiffness.

||

Smooth
surface

\

A ball, often metal, re-
places the head of the
thighbone, and a cup,
often plastic, replaces
the worn socket. A
stem is inserted into
the bone for stabil-

ity. All parts have
smooth surfaces for
comfortable movement
once the resident has
healed.




Transfers
Total hip replacement (THR)

Supine to sitting to standing

1. Approach resident and clearly explain the
procedure.

2. One caregiver cradles the post-operative
leg, being sure it is kept in good
position (avoiding adduction and internal
rotation.)

3. Tell the resident to flex unoperated leg,
placing foot on the bed to help move
buttocks to the side of the bed. Lower
unaffected leg off the bed.

4. Resident can either hold on to overhead
trapeze or support himself/herself on
elbows to lift head and shift trunk while
pivoting.

5. The second caregiver assists the
resident to a semi-sitting position,
supporting the back as the resident
releases the trapeze and places hands or
elbows on the bed next to his/her hips.

6. Resident is instructed to push with hands or
elbows to propel hips forward toward the
edge of the bed.

7. The caregiver, holding post-operative
leg, slowly lowers leg to the floor as
resident pushes hip forward to the edge of
the bed, keeping the knee extended to
avoid too much flexion at hip.

8. A walker is placed in front of the resident,
and a caregiver stands on either side.

9. Resident is instructed to keep unoperated
leg flexed and post-operative leg extended.

10. Resident is instructed to place one hand
on the walker and the other on the bed to
push up to standing.
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Remember:
A transfer is
a shift,
not a lift!

Standing to sitting to supine

1. The resident and the walker should be
square with bed and slightly toward the
head of bed with unoperated leg touching
bed.

2. Resident is told to slide the post-operative
leg forward.

3. To avoid internal rotation, the resident
reaches for the bed with one or both
hands and slowly sits on the bed.

4. The resident’s post-operative leg is sup-
ported by a caregiver who makes
sure it stays in proper position.

5. The resident is told to lean back on his/her
elbows as he/she pivots, bringing
the unoperated leg up on the bed.
Resident flexes unoperated leg, placing
foot on bed to help lift buttocks.

6. Resident reaches up for the trapeze, using
it and the good leg to position himself/
herself in bed.

Bed to wheelchair

(reclined 45° to 60°)

1. If possible, the footrest closest to the bed
is removed or swung out of the way.

2. The resident is assisted to stand, using a
walker.

3. The resident steps around until he or she
is in a position to sit and the unaffected
leg touches the wheelchair or bed.

4. Resident slides the post-operative leg
forward.

5. The resident reaches for the arm of the
wheelchair with one or both hands and
sits down while sliding the post-operative
leg forward to keep the knee extended.

6. The resident helps to push himself/
herself back into the chair with both arms
and the unaffected leg.

7. The footrest is replaced, and the post-
operative leg is kept in proper alignment.
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Transfers Remember:
. A transfer is

Total hip replacement (THR) a shift,

Bed to chair with walker not a ift!

1. Resident has bridged to the 2. Unaffected leg can be lowered
adge of the bed. off the bed.

3. Assist with cradling of surgical 4. Block unaffected knee and

leg as resident pivots around. assist resident to sitting
position at the edge of the bed.



Transfers
Total hip replacement (THR)

Bed to chair with walker (continued)

5. Position walker and assist

while resident pushes up off
bed to stand.
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Remember:
A transfer is
a shift,
not a lift!

6. Resident reaches for walkerin
standing position.

7. Resident steps with walker
around to chair, then touches
chair with unaffected leg as
surgical leg steps out and
resident's hand reaches back
to chair.

8. Resident carefully sits in chair
while following total hip
precautions.
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Transfers
Hemiplegic partial-assist transfer

» Position wheelchair for transfer.

* Once resident is sitting, put gait belt snugly around resident’s waist.

* Position resident at edge of bed with his/her feet on the floor.

1. Caregiver grasps resident’s ’a-q?“dﬂ
weak hand (palm to palm) and &, hh«i}i‘h
the front of the gait belt while ; J, ;
the caregiver’s other hand -,
grasps the gait belt in back.
Block the resident’s weak
knee with the caregiver’s knee.

\

2. Assist the resident to stand

and reach for the surface she
or he is transferring to.

Remember:
A transfer is
a shift,
not a lift!

3. Assist the resident to sit down with control.
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Remember:
A transfer is
Transfers 2 shift,
Max assist or dependent transfers not a JiiY

This is a transfer done with a rehab resident in a “no-lift” facility. You will most
likely use a mechanical lift that allows for weight bearing for non-rehab resi-
dents.

Start with both your knees bracing resident’s weaker knee. Your knees should be in front of
and to the sides of resident’s knee to block. When possible you will want to transfer to the
resident’s stronger side.

Basic transfer rules
1. Always take your time. Accidents happen when you hurry.
2. Plan your move:
* Position your feet
* Position your knees
* Position your hands
* Face the surface you are transferring to
3. Always explain the procedure to the resident as you progress.
4. Always get assistance if you are not sure you can safely perform the transfer alone.
5. Use your weight; let your legs do the work, not your back.

Do not attempt this transfer
until you have had thorough
one-on-one instruction by,
and practice with,

a Therapist or Nurse.

Blocking the knee is a must!

Brace the resident’s weaker knee with your knees. Keep your spine in normal alignment as
you assist the resident to stand. This allows the resident to bear weight through a weakened
leg during the transfer.

When the resident stands on his/her leg with a caregiver blocking at the knee, the resident
is supporting his/her body weight instead of the caregiver supporting the body weight of the
resident.
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Transfers Remember:
H . . f A transfer is
emiplegic one-person dependent transfer a shift

This is a transfer done with a rehab resident in a “no-lift” facility. not a lift!

1. Block both of the resident’s knees 2. Assist the resident to stand and
with the caregiver’s knees. Cross the to bear as much weight as
resident’s arms in front of the body. possible on his/her legs.

Closely hug the resident, grasp the
back of the gait belt with both hands
and look toward the surface you are
transferring to.

Blocking the knee is a must!
* Brace the resident’'s weaker knee

with your knees. ’__/__,,.-r %}

» Keep your spine in normal alignment
as you assist the resident to stand.

This allows the resident to bear weight -

through a weakened leg during the transfer. 3. Step/pivot to the chair or other
surface you are transferring to.
Avoid twisting and lower the
resident to the seated position.
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Remember:
At feri

Transfers il
Two-person dependent transfer not a lift!

This is a technique for a rehab resident in a “no-lift” facility.

1. Both caregivers grasp the
resident’s hands (palm to palm)
and the gait belt in front, as well as

grasping the gait belt at the 2. Assist the resident to stand and
resident’s back. Both caregivers to bear as much weight as
block the resident’s knees (“mirror- - possible on his/her legs.

image” of caregivers).

3. Step/pivot toward the surface you
are transferring to and lower
the resident into a seated position.



148

Transfers

Slide board transfers
This is a technique that can be used with some residents rather than
the non-weight-bearing sling mechanical lift transfer.

Purpose

Remember:
A transfer is
a shift,
not a lift!

To promote safety with transfers of residents who are unable to bear weight functionally.

Examples are:

1. Non-compliance with weight-bearing restrictions
2. Amputees above and below knee

3. Morbidly obese residents

Residents must be able to demonstrate good upper body strength, follow simple commands,

have good trunk balance and intact skin (on buttocks and sacral areas.)

The specific technique for each resident should be determined by a Physical or Occupational

Therapist after evaluation.




Transfers
Slide board transfer (continued)
Assisted to bed
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Remember:
A transfer is
a shift,
not a lift!

Step 1:

" Be sure the brakes are locked! Remove the

Step 2:

Assist resident in leaning away from
the side of the bed and push slide
board under resident’s buttocks.

wheelchair armrest closest to the bed. Tell
resident to lean away from side under which
you are trying to put the slide board.
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Transfers
Slide board transfer — assisted to bed (continued)

Step 3:

If resident is able, have
him/her grasp the slide board
and insert it under buttocks.
You may need to steady resi-
dent during this procedure.

Step 4:

Once slide board is
under resident, have
resident (if able)

reach out and place
one hand on the board
and position the other
hand on the remaining
wheelchair arm.

Note:
Do not allow resident’s fingers
to curl under slide board.
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Transfers
Slide board transfer — assisted to bed (continued)

Step 5:
Instruct the resident to assist with
the slide transfer to the bed.

Remember:
A transfer is
a shift,
not a lift!

Step 6:
Instruct resident to lean to one
side while you grasp the slide
board and remove it.
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Transfers
Toilet transfer

Use a toilet commode or other equipment, if recommended by your
Therapist. Prepare wheelchair. The specific technique for each resident
should be determined by a Physical or Occupational Therapist after
evaluation.

Stand pivot transfers

Step 1: Step 2:

Lower clothing in stance after pivoting to- Resident should reach back for the armrests

wards the toilet. Tell the resident to back (if using toilet commode) and slowly lower

up to the toilet until she/he feels the back her/himself onto the toilet, keeping the oper-

of the knees touching it. ated leg out in front. Tell the resident to bend
the knee and hip on the non-operated side as
she/he lower her/himself onto the seat.

Remember:
A transfer is
a shift,
not a lift!

Reverse the procedure for getting up, using the armrests to push up.
Be sure resident is balanced before grasping the walker.
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Transfers Caution

Tub transfer 1. Guard for loss of balance when lifting legs.
| 2. Dry completely before returning to wheelchair.
3. Dry floor before returning to wheelchair.

J
1. Provide non-slip surface in the tub/ 5. Lift legs over the side of the tub and
shower. Prepare wheelchair and turn to sit facing the faucet.

equipment in tub/shower.
6. To transfer out of the tub, turn in your

2. Using the walker, step to the side of the chair while lifting legs over the side of
tub. Stop next to the chair and turn so that the tub. Stand up outside of tub,
you are facing away from the tub. pushing off from the chair.

3. Reach back with one hand for the back of Use a long-handled sponge
the chair. The other hand should remain and shower hose to wash.

on the walker.

4. Sit down on the chair, keeping operated

leg straight out. Remember:
A transfer is
e . . . a shift,
The specific technique for each resident should be determined not a lift!
by a Physical or Occupational Therapist after evaluation. —
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Transfers
Car transfer

Preparation
1. Open car door fully.

2. Move front seat back as far as possible.

Remember:
A transfer is
a shift,
not a lift!

3. Roll down window if needed as a stable surface to hold onto for balance.

4. Choose most appropriate transfer method.
5. Modify technique for transfer in this tight space.

Tips

+ Stand slightly to side.

* Remove both footrests.

» Use wheelchair seat for a supporting
surface.

* Assist from over, rather than around,
the resident. Protect head
when getting in and out of car.

* Remember to pick up all wheelchair
accessories (arm and footrests, etc.).

* Follow the Therapist’s recommendations

for ease of positioning on the car seat
as necessary.

Remember

The specific technique for each resident
should be determined by a Physical or
Occupational Therapist after evaluation.




Getting up and down from a chair
General techniques

2. Push down with the elbows,
arch the back and scoot the
bottom forward.

1. Grasp the arms of
the chair with both
hands.

3. Lean forward so that
the nose is over the toes.

Total hip and partial hip residents:
Don’t bend beyond 90°

4. Push up!
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Reversing the procedure

— sitting down

* Be sure to turn around and back
up until the legs touch the chair.

* Reach back for the chair one
hand at a time.

* Sit down slowly.

« Sit all the way back in the chair.

5. Reach for walker 6. Stand for a moment
one hand at a time. and balance before
moving.
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Getting up and down from a chair
Total or partial hip replacement
or with limited weight bearing
)
F\y

7 1
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Step 1:
Grasp the arms of the chair with
both hands.

Step 2:

Push down with the elbows,
arch the back and

scoot the bottom forward.




Getting up and down from a chair
Total or partial hip replacement
or with limited weight bearing

(continued) (/\@“‘3
NN

Step 3:
Put the foot of the leg which had surgery out in
front so the knee will be lower than the hip.

Step 4:
Don’t bend hip
beyond 90°. Push up!

N o O

3.

More tips:
1.
2.

Reach for walker one hand at a time.
Stand for a moment and make sure of
balance before moving.

Back up to the chair until both legs touch
the chair.

. Reach back and grasp the chair arms

one at a time.

. Don’t bend hip beyond 90°.
. Sit down slowly.
. Put the foot of the leg which had surgery

out in front so the knee will be lower than
the hip.

157



158

Ambulation

Definition: Ambulation is walking or moving about in an upright position.

Observe for

. Chest pains

. Shortness of breath (SOB)

. Dizziness or faintness

. Unusual weakness

. Rapid increase or decrease in heart rate
. Change in skin color (pallor)

. Sudden onset of heavy sweating

NoOo O OWN-=-

Precautions
1. Make sure all equipment is safe to use
2. Check rubber tips of ambulation devices for wear
3. Check walkers for loose hardware
4. Check gait belt for wear, sharp edges on buckles, etc.
5. Make sure the resident is wearing appropriate shoes, clothing, glasses and hearing aid

Weight bearing status
1. FWB — full weight bearing
2. WBAT - weight bearing as tolerated
3. PWB - partial weight bearing — 25% to 75% or as determined by Physician
4. TDWB - touch down weight bearing — light weight on leg, mainly for balance, under 10%
5. NWB - non weight bearing

Levels of assistance terminology
1. MAX — maximum assistance — resident not assisting, requires 75% or more assist
2. MOD - moderate assistance — resident assisting some, requires 25-75% assist
3. MIN — minimal assistance — light assistance needed, requires 25% or less assist
4. CGA - contact guard assistance — hand contact on resident and verbal cues
5. SBA/S - stand-by assistance/supervision — resident only needs someone to

standby or supervise and give verbal cues

6. | — independent — no assistance needed and observes safety precautions



Ambulation (continued)

Possible reasons for assisted ambulation
1. Risk of falls due to:
— Limited weight bearing status

Lower extremity weakness
Poor vision
Impaired balance

— Decreased safety awareness
2. Generalized weakness due to:
— Inactivity
— Recent illness
— Chronic disease
3. Potential for increased functional activity level on an RNP
— Resident’s discharge from Skilled Therapy
— Resident’s slow progress with Skilled-Therapy Program
— New admissions not appropriate for skilled intervention
4. Change of condition due to:
— New illness/injury
— Resolution of illness
— Progression of chronic disorder

O©COoO~NOOAPL,WDN
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General procedures
Before assisting the resident to ambulate, know the following:
1.

Level of activity permitted and/or need for monitoring pulse and
blood pressure pre/post walking.

. Transfer ability and level of assist needed

. Mental status and ability to follow directions

. Vision status

. Use and type of assistive devices for ambulating

. Weight-bearing status

. Lower extremity precautions (e.g., edema, foot drop, etc.)

. Type of ambulation and plan for distance, pace, etc

. Resident’s tolerance level for walking and preferred shoes and

clothing

. Balance ability

159
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Ambulation equipment

Walkers

1. Pick-up walker
* One step at a time
* Involved leg first
» Used with limited weight bearing or for poor g

balance :;_ JJ_Q
2. Front-wheeled walker I ‘| \
* Rolling front wheels E“:":w" |i ﬁlt

* Allows for a more fluid gait pattern while still S

providing support |
3. Four-wheeled walker
* For a resident who has good balance, good
safety and a fluid gait pattern
4. Merry walker
* For a resident who can sit, stand and ambulate
independently but has poor to no safety judgment

Canes

1. Straight
* Hold cane in hand opposite involved leg
« Offers the least balance support

2. Quad Cane

* Four-point base of support (comes small base and large base)

* Provides more support than a straight cane
3. Hemi-walker

* Four-point base of support

» Wider base of support than quad cane

« Offers the greatest balance support

Crutches
1. Standard (axillary)
» Keep a triangle base of support at all times
* The weight is on the hands maintaining a 2-3 finger
space from top support and axilla
2. Platform
* Forearm support
» Used to limit weight bearing on hands and wrists
3. Lofstrand
» Forearm cuff
» Without axillary support

Gait patterns
1. Step-to Gait (three-point gait)
« NWB
- TDWB
- PWB
« WBAT
- FWB
* Devices: cane, crutches or
walker

2. Step Through (three-point
gait)
- PWB
« WBAT
- FWB
» Same devices

Caregiver tip
With all assistive devices (ADs), advance the AD first,
then the involved leg and then non-involved leg.

3. Altered gait patterns




Rationale for weight bearing

1. Prolonged weight bearing for functional toileting and functional ambulation
2. Cardiovascular maintenance
* Maintain cardiac output
* Prevent orthostatic hypotension
3. Long bone load to prevent osteoporosis
4. Maintain muscle length

Devices

1. Tilt table

2. Standing frame
3. Handrail

4. Walkers

Indications/contraindications for
routine ambulation/maintenance program

Positive

1. Increased skeletal muscle strength/ROM

2. Increased aerobic capacity

3. Bone density preservation

4. Contributes to mobility and independence

5. Can restore physiologic capacity once lost

6. Can reduce risk of CVA, heart problems/disease
7. Appetite stimulation

8. Fall prevention

Negative
1. Heart signs:
* Marked SOB
* Profuse sweating/pale skin
* Chest pain
» Sharp/intense joint pain, sudden onset
2. Change in speech pattern
3. Acute DVT
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Criteria for continuing or discharging
from RNP ambulation program

Continuing program
Continued functional progress as indicated by:
1. Increased activity tolerance
— Increased ambulation distance
— Decreased time to ambulate a specified
distance
. Decreased level of assistance required
. Improved gait pattern
— Improved balance
— Stride/step length
— Path
— Foot clearance
4. Resident skill levels require RNA
supervision or specialized training

WiN

Discharging program

Decline in functional progress as indicated by:

1. Increased c/o pain and/or fatigue

2. Change in medical condition

3. Change in cognition/mental status

4. Deteriorating gait/transfer skills

5. Falls — requiring assistance by Nursing
or Therapy

6. Plateau of skills — someone who can be
assisted by the CNA during routine ADL care
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13.
14.
15.
16.
17.
18.
19.
20.
21.

. Glossary of terms for swallowing

. Glossary of abbreviations for physical rehab
. Glossary of terms for ADLs

. Glossary of terms for splinting

. Adaptive walking devices
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Terminology for swallowing disorders

Aspiration: The entrance of food, liquid, or other substance into the airway.

Aspiration pneumonia: Inflammation and/or infection of the lungs caused by inhaling food, lig-
uid, or other substance.

Dysphagia: Difficulty in swallowing.

Esophagus: A portion of the digestive system. A flexible tube or canal that carries food from the
throat to the stomach.

Larynx: The organ of the voice. Sound is produced by the vibration of the vocal folds located in
the larynx or voice box.

Modified barium swallow: Technique used to trace the passage of substances during a swallow.

Nasogastric tube (NG tube): A feeding tube inserted into the nose and running down the throat
into the stomach. Used to feed a person who is unable to take food by mouth.

Percutaneous endoscopic gastronomy tube (PEG): A feeding tube inserted directly into the
abdomen leading into the stomach. Used to feed a person who is unable to take food by mouth.

Pharynx: A tube often referred to as the throat, extending from the back of the nasal cavity
(nose) down to the level of the voice box. The pharynx is used in breathing and in swallowing.

Reflux: The return of food or liquid to the throat from the stomach.

Silent aspiration: Food or liquid entering the airway or lungs without producing any symptoms of
disturbance such as coughing or struggling behavior

Videofluoroscopy: Moving X-ray studies recorded on videotape.




165

Abbreviations for physical rehabilitation

* Evaluation terms * Weight bearing terms
WNL — Within normal limits FWB — Full weight bearing
WFL - Within functional limits NWB — Non weight bearing
N/T — Not tested WBAT- Weight bearing as tolerated
OOB - Out of bed PWB - Partial weight bearing (specify
BTB — Back to bed percent or weight in pounds)
Xfer — Transfer TTWB - Toe touch weight bearing
ROM - Range of motion TDWB - Touch down weight bearing
AROM - Active range of motion
AAROM - Active assist range of motion  Adaptive devices and
. _ regularly used orthosis
PROM - Passive range of motion AFO — Ankle foot orthosis
Abd —Abduction PRAFO — Pressure relieving ankle foot
Add — Adduction orthosis
ER — External rotation WBQC - Wide based quad cane
IR —Internal rotation NBQC — Narrow based quad cane
I — Extension FWW — Front wheeled walker
v — Flexion 4WW — Four wheeled walker
PUW — Pick up walker
* Treatment terms PFW - Platform walker — specify L (left), R
PRE — Progressive resistive exercise (right) or B (bilateral)
SAQ - Short arc quads SPC - Single point cane
SLR - Straight leg raise W/C — Wheelchair
ADL — Activity of daily living [mobility,self /] or P Bars — Parallel bars
care, communication] HHA — Hand Hold assist
IADL — Instrumental activities of daily living —| S| bd — Sliding board
home management, shopping, meal WHO - Wrist hand orthosis
planning, community living skills, money TENS - Transcutaneous electrical nerve
and finances, public transportation, health stimulation
management handling medication, under-
standing risks, appointments, safety e Other
management (e.g., 911, fire) Jt — Joint
CPM - Continual passive motion Fx — Fracture
THA — Total hip arthroplasty UE — Upper extremity
THP — Total hip precautions (see handout) LE — Lower extremity
THR — Total hip replacement A&O — Alert and oriented
HEP — Home exercise program

ORIF — Open reduction internal fixation
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Activities of daily living — Those tasks that
are required to function in the home or work
environment on a day-to-day basis.

Adaptive equipment — Assistive devices
designed to aid in independent performance of
self-care skills

Adaptive technique — A method of performing
tasks using a modified process.

Grooming — Combing/brushing hair, shaving,
applying make-up.

Hygiene — Washing face, brushing teeth/den-
tures, applying deodorant, toilet hygiene.

Judgment — Knowing limitations and under-
standing what you must do to safely perform
tasks.

Precautions — May include one or more of the
following: visual deficits, poor safety aware-
ness, poor judgment, lack of proper safety
techniques, medical problems that will impact
ADLs (hip replacement, stroke, diabetes, con-
tractures, etc.)

Safety awareness — Understanding own
limitations and deficits in relation to ADLs and
mobility.

Visual deficits — Difficulty with sight and per-
ception such as: blurred vision, double vision,
neglect or limited awareness of one side of vi-
sual area, improper perception of things seen,
poor eyesight or blindness.

Terminology for activities of daily living (ADLS)

More definitions

1.
2.
3.

(S, -3

10.
11.

12.

13.

14.

15.

16.

17.

18.

Affected side is the weaker side.
Contraindicated means advised against.
Contracture — Within 24 hours, a joint that
has not been moved can begin to stiffen and
eventually become inflexible. With longer
periods of immobility, the tendons and
muscles pull tight, which may result in a fixed
position called a contracture.

. Joint crepitus are noises in the joint.
. Subluxation is a partial or incomplete

dislocation of a joint.

. Flexion is bending of a joint so that the angle

of the joint diminishes.

. Extension is the return movement from

flexion; the joint angle is increased.

. Abduction is movement away from the

midline of the body.

. Adduction is movement toward the midline

of the body.

Internal is turning inward toward the center.
External is turning outward away from the
center.

Supination is rotating the forearm so that the
palm of the hand is up.

Pronation is rotating the forearm so that the
palm of the hand is down.

Rotation is turning or movement of a part
around its axis.

Dorsiflexion is flexing or bending the foot
toward the face.

Plantar flexion is flexing or bending the foot
in the direction of the sole.

Inversion is the movement that turns the
sole of the foot inward.

Eversion is the movement that turns the sole
of the foot outward.
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Terminology for splinting program

Arch — A curved or bowlike shape in the palm
of the hand and the bottom of the foot.

Bony prominence — Areas on the body that
have little or no fat between the bone and the
skin.

Contracture — Joint condition of fixed
resistance to movement.

Creases — A longitudinal line or straight de-
pression in the fold of a joint or palm of hand or
bottom of foot.

D ring — Rectangle or D-shaped device used in
the fastening process of a splint on an arm or
leg.

Joint alignment — Proper positioning during
rest and movement that allows proper coordi-
nation of the flexor and extensor tendons.

Prehension — The act of grasping objects with
the fingers.

Range of motion — The movement of a joint
through space.

Spasticity — An increase of tone of a muscle
resulting in a difficulty with movement.

Splint — An appliance used to support a joint in
the arm or leg.

Stockinette — Thin stretchy cotton material
used under splints to absorb moisture.

Web space — The space between the knuckle
of the pointer finger and the thumb.

Velcro — Fastening material made of two
pieces, hook and loop or pile, used to keep
splint on arm or leg.
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Adaptive walking devices

Canes Crutches
Ortho cane Axillary crutch
1. Places weight under resident’s hand » Adjustable
2. Greater balance and control
3. Can use ortho-grip Forearm trough crutch
1. Adjustable handle on trough
Quad cane 2. Used with residents who cannot put weight
1. Adjustable length on wrist and hand
2. Four leg-contacts with floor
3. Gives more support as long as all tips Forearm crutch (Lofstrand)
contact floor 1. Adjustable aluminum tube attached to curved
steel shank

Single-point cane 2. Rubber covered hand bar

1. Telescoping feature allows for adjustment 3. Metal forearm cuff

2. Curved handle for better grip 4. Used when resident needs more support than
a cane, but not two crutches

Walk cane 5. Used with some polio, neuro injury or CP

« Combination of walker and cane residents

Walkers

Pick-up walker

Front wheel walker
Four-wheeled walker




Name:
Interview panel members:

RNA HIRING INTERVIEW GRID
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Date of interview:

Possible

Current license/clearance: OYes O No Score

score

Years of experience as * 1-2 years 1

CNA with floor experience e >2-3 years 2

* >3-5 years 3
« >5 years 4
Years of experience as RNA * 1-2 years 1
* >2-3 years 2
* >3-5 years 3
* >5 years 4
Seniority/years of * 1-2 years 1
experience at facility » >2-3 years 2
* >3-5 years 3
* >5 years 4
Last performance appraisal * Below standard 0
» Standard 1
« Above standard 2
Attendance at * <50% 0
mandatory in-services * 50-75% 1
*>75% 2
Attendance records * >10 days absent 0
* 6-9 days absent 1
 3-5 days absent 2
* 0-2 days absent 3

Certification from the Competency exam 4

Restorative Nursing » Passed 100% 0

Program course or other * Failed <100%

documented competency skills

review Post-test exam 4

» Passed >80% 0
* Failed <80%

Interview skills 1
(Present a scenario for discussion and judge the response 2
on problem-solving skills, communication skKills, initiative 3
and knowledge.Use the same scenario for each applicant) 4

Document strengths and weaknesses.

Score 25
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— SAMPLE —

Restorative Nursing Program (RNP)
Policy and Procedure

Purpose
The purpose of the RNP is to assist each resident in achieving the highest level of self-care pos-
sible.

The concept of self-care is an integral part of daily nursing care and includes at least the following:
. Active range of motion exercises

. Passive range of motion exercises

. Splint or brace assistance

. Bed mobility training and skill practice

. Transfer training and skill practice

. Walking training and skill practice

. Dressing or grooming training and skill practice

. Eating and swallowing training and skill practice

. Amputation and prosthetic care training and skill practice
. Communication training and skill practice

COVWOoONOOPAWN--

—

Policy — This facility should follow the policy as outlined below.

References
This applies to all Skilled Nursing Facilities. References: OBRA F-Tags 676, 677, 685, 686, 688,
690 and 692, California Title 22, Section 72315, and HCFA RAI Version 3.0 Manual.

Procedure (See “Flow Chart” on page 14)

A. Each new resident admitted is assessed per Minimum Data Set (MDS) schedule. At this time,
restorative needs and self-care deficits can be identified.

B. Aresident can be referred to the RNP from a Skilled Therapy Program, by Nursing, the
Interdisciplinary Team (IDT), family, caregivers or self-referred.

C. When the resident need is identified, a referral to rehab for screening is recommended. The
Therapist completes the screen, trains the RNA in resident-specific program needs and
initiates the resident care plan.

D. Typically, a resident is referred to the RNP near the end of his or her Skilled Therapy Program.
Prior to discharge, the Therapist determines resident-specific Restorative Program needs,
trains the RNA in appropriate techniques and initiates the resident care plan.

E. A written RNP referral (which includes problems, goals and approaches) is completed by the
responsible discipline(s) and given to the RNPC for implementation by the RNA.

F. Obtain Physician orders and discharge order per facility policies and procedures.
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— SAMPLE —

Restorative Dining Program protocol

Purpose and goals

To provide each resident with the ability to become an independent eater by learning new tech-
niques or by learning to use adaptive equipment; to increase the ability to effectively and safely
take in food and fluids; to improve nutritional status and to prevent dehydration.

Criteria
Entrance/admission
Indicators may include one or more of the following:
. Weight loss of over 5 percent of body weight
. Impaired swallowing
. Poor nutritional intake
. Wandering
. Excessive pacing
. Unable to get food from the plate to the mouth due to:
— Shaking hands
— Decreased ROM for grasping utensil or cup
— Weakness in hands
— Awkward use of non-dominant hand

OB OWON-=-

Exit/discharge

Indicators may include one or more of the following:
1. Weight gain

2. Stable swallowing

3. Desirable nutritional intake

4. Stable behaviors that support intake goals

5. Ability to get food from plate to their mouth

6. Independent eating skills

Process

1. Assessed and referred by Therapy

2. Therapist trains RNA in Restorative Dining techniques per resident

3. RNPC provides oversight to program

4. Dietary provides adaptive equipment with each meal tray

5. RNA orients resident to tray and instructs resident in specific techniques
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— SAMPLE —

Restorative Dining Program protocol (continued)

Place and frequency
Quiet, non-distracting environment; three meals per day.

Ratio

Recommend 2-to-1 ratio of residents to RNAs with RNPC or licensed nursing supervision.

Documentation

1. Physician Orders

2. Resident Care Plan

3. Restorative Dining Program Referral Form

4. Restorative Dining Program Record and Progress Notes
5. Licensed Nursing Weekly Summary

6. No Physician Orders required

Team review

Team includes RNA, RNPC, Charge Nurse for resident and OT and SLP Therapists as needed
and available; regularly scheduled meetings (at least one time per month) and with resident
changes in status.

Review agenda

1. Status and progress of resident

2. Resident response to experience

3. Review of plan and changes as needed
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Restorative Nursing Progan
Certification Course

Case study samples

The following pages contain filled-out case study forms for the following fictional
residents:

* “Cora Connelly” (see Page 32 for case study) 182-184

Restorative Nursing Program Referral Form 182
Restorative Nursing Program Activity Record 183
Restorative Nursing Program Progress Notes 184

* “William Lowe” (see Page 34 for case study) 185-190

Restorative Nursing Program Referral Form 185
Restorative Nursing Program Activity Record 186
Restorative Nursing Program Progress Notes 187
Restorative Dining Program Referral Form 188
Restorative Dining Program Record 189
Restorative Dining Program Progress Notes 190
* “Ava Wave” (see Page 35 for case study) 191-196
Restorative Nursing Program Referral Form 191
Restorative Nursing Program Activity Record 192
Restorative Nursing Program Progress Notes 193
Restorative Dining Program Referral Form 194
Restorative Dining Program Record 195
Restorative Dining Program Progress Notes 196

For blank copies of these forms, suitable for photocopying, see Pages 175-180
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RESTDRATIVE NLRSHNG PRDGRAM REFERRAL FORM
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4 == Total 2 -- One parson | Dependent 1 == Toltal 0-24%
Dependence physical assist Assistance Independant
Full staff < -- Two or mare T8% or more
performance person physical assistance
during activity assist
B - Activity did 8 -- ADL activity | No Mok Mot tested
ol OCour did not occur apphicable/™ot applicable/Not

| tesiad iested
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RESTORATIVE NURSING PROGRAM RESIDENT ROSTER
MONTH/YEAR

RES. Rm # ACTIVITY FREQ. & REVIEW DIC DATE
DURATION DATE




Gilled Mawsingy Facilles are reguiaied by mamy laes ol regulains Facdiies most sive o corlise o masnk=n
irpliance wih hase regu lzins. The slalf she saxk n reshraine mrsag pregrams nesd o realiee e ole n s
requlahwy prces. Fall slalf do the best oh possibie, They sl e amnirbuing o our resdenls’ pally of e ad

by of e

Code Repulaiewm G il

i -] CQuakly of Carr The oy must Exch Bally must oreasr el the residont reaches
ereane thal residents ecehe mnai:r:hsmhhhnﬂnﬂmlﬂ!irisﬂi
beaiment ad e n Eodanee resilent's right io reliee realiment. ared withan the s of
wih prolescrrnl sanebardls of recoyniord patheiony ard e el aging poeess,
pracice, the comprehensve per=oin-
ceniered care plan, ad the
nesidenis” choibes

a4 F:hntEdDirLrlnI:EEE:I Exh aclly must erasr thal a resilent’s akkililes in AlLs
mn the comprehensive oot | de ot deteriomle unlecs e detesimraion ses eveaiahie
of 3 resident ol corestent with the
resident’s peeds amd choices, the
Facility muecth prowido the ececcry FLMNCTICNA STATLES means the resdenll= ablity in
cae o serviees B orrase that a periorm aclivilies of daily ving inchusling bothing, drescng
resiclen’s ahilbes in acivilies of arel prooming,. reredering ad ambulaion inled e, iy
daily ving de ot cimirich inless ared wesing speech Erypaye ared oler communication
cimsrsianees of Hhe dvichalls systems  incheded delermining the: residenl’™ nesd ko slalf
cineal comlilion demonsiale hat assiaree o e devices or equippmend in mankain
sarh dimimtion was ureariiahie or impoee inciral abillies

[i[f) Fctvite= of Daly Lving A The nlent of this. reguialion in siess Thal he boily =
resdlent whn 5 uable o cany oul resprebie s proveing nanierence: ol reshaine
acivilies of daily ving receises the | progeam That will ot only mainkn bl mpove: o= indicaled
neceoany serviees ko mainkan geod | by the resdent’s comprehersve esecoment and Hhat
muirion, gy, ad per=oral resklenis whn e depersdent on sl br ADL s recetve e
arvd o=l g e el serices. needied

(i1 5] ¥Yision and Heming: The Bally The bolly's sy = D ot resdonls and e
mast, ¥ recessry. o e hat amilies n incalingy ad uiliony &y saibhle Eerces o
resielenis; recrise propes ireaiment the prosi=ion of the senices The resikdont needs seh a5
ol ssline desices i maini=n aelime dewiors
wision ardd heswing abilies, in
For rareperiaien in ol from the erses, ol magniying plaeses A ilive devires
ofice of a practiliner manizin hesrng chrde hesng ads

i -] Presass IRees Basod sn the Resioratise mrsing sl st de all ey son o presen d siin

e Frraament of 3 breaindcem (e g presare reising oshons. and

& residont receises e, coresient | dlean and dey. repositionng. uming sie ) Recleraie
with prolesaral stackards of sy stal st report gy changes. in skin inlegrily io
pracice, io present preeqee uears | charpe mases
arnd dees ol dewelop presare
ubcers uniess the imivichal's cinical
corelion demonsiraies et they
e irevoiabie: ol A resdent
with presase Hcers IECEves.
necessay ireaiment amd services,
corrsient wilh professirral
sladands: of pradice, io promoie
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ey, prevent] nlecin and
prever] nes ulcers romn cessloping

Blly The by medoeae |
thal a resider] whn eiers he ey
without Emilesd range of moln does
ol experience recuchion in range of
moim un e he residents clinical
cand i demrshaie: thal 3
rethriam in Ege of mobon s
uavicable

The bally = o proviele appropriaie
Trezhmen] and service= in a resicend
with imiled e of mobon o
morease range of molamn andior in
plmﬂililu':hnﬂnmd

Tamal condiiamss Thal are e pamany rsk Bdors i a
dearaed e of molion & mmoksioalon =g
bediasl} defomilies a=ng oul of rumiogical delicis (e g
shrokes, mulliphe solemsi, cerelbral paloy, polin and pain,
s anl manchi|ily el wilh sl or e shape
Alrteamer's diseace. The fxilily s responsihle o
cevelnpiny 2 plan of e o prevent avoidable decine of
range of molin.

Reshwalve Mursing prigyaan can play a role in preseniing a
decine n e residerls’ BREM o mascle alrophy. Ongoeg
ot sl mnihcalion of e plan of care shimskd
P derline in anidahie o of 2 eselen™ ROM .
Aocporeal shoulkd e cowhecdes] quarierly.

Accairsl= ared Incident: The
bally musl erare et e residend
el s s e of

i | e, sk kel esachy ressiclen &t rish For acesdent
andhm B, and alepaielyr plan care o mplement
prechyes b prevenl accidenls. The fxilily shoukd mondor

ancalent harards 2 s possbie; and | The use of reslentl’s ecline devices o enare they

thal sach reslent receees properly B el provide adecuaie = ypewisin of e esedent
alerpale Superwsion sl o0 prevent accaiends and mcicderis of mpry.
ke dewiars o prewend

arcuienks

Innlirenee: The Gxiliy must The Exilily s resparsihle in provele e o eslore or

e thal a2 resicer ] whn s impErve biskder ey wien neceasay. Hslak
corirent of biskder and el celeymine thal amnlinence caaaml be improved or
TSN e, S and manianed, e = o be 3 plan o prevent nominenl-
ke o manksn anlnence relaiy] oenplicalionrs and o manian resslent dyggely (B2g
unle=s his or her cinical condilion = | shin care afler sach sprayde of nontinence . adoll =anilary
or becxames awh halaminmoe = | padding, =i )

ol prshie in manian.

iF el eniraindicaled, 0 x=ue esidenl s dlepaledy
npiraled =l i0 present Urnary ad nleciees

Faramelers of rukilional slabus which ae uacoceplahle
inchule unplamed meight ko 2= well &5 ohhes idices sach
&5 perpheral Biema, maimhiinAsesing and Eivwalony
Tesls Weipht ks {or gan) = a guade n deleamamng
rukilion slalus An analysi= of weight s of pain shiald be
exmaned i lighl of The resident’ s fomes Teshyle &5 well o=
e asrent degyess

e Re=leraive Mursin shalf e imalved inaeighiey
resiienis H = mpriand, &t leecl for resrdenks ad rish o
weight wariance Thal corssieralion e ghven In casislency
e . =ane scale. weighing same ime of day, =ame clolhing
e FNANC N A mursl et meighl e o charge
s,

The Exilily Should prwnce care i revhre e nsks of
deinpdalion el reare aiepaie fuid inlake mg . keep
Tk et b The resident 2t 2l e and sl in orasng
e resuiend I diink}. F aiep ke Ao nake 5 difel D
cevelnped (e | uwse of popicie, pelalin, and ohhes similar
nan-iquid loads)
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B Rt amd Mgty The esiden] | Residenls had ae resharesl may Boe a oos of auleamy,
has a righl o be ineadey] with re=pect | dignily. and seffre=pedt. and may sl samplams of
axd dignily, nchaing The righl o be depressamn, o rechuced sl conbact
Tree rom ay physical o chemcal
reshanks msed by paposes of Fom a resheraive skawipnint,. eslraind '=e can reduce
discipine ar comenienne, and ok incdrpendence. indional capacily, ol qualily of e
reqpaed o sl e residents Nusng Shalf msl speytse cae e servces ad do
medical symploms. whalever s possible o preven] 2 decline in physical or

menial kinchioning hhal anld be carsy] by v of resirainks
iy | Seifdelrrmnalion The resalent The il iy hars The resporsilily o provele ose seneces
has hhe right Io, and e oy msl | That will help The resident o be 2 incioal 25 possibie
ponoie and Eoliale resalent selF
delermralion hrough supporl of The resident has The nght o rehese esiment ¥ e esident
resicden] chnice. The esidemihas a | has capacily b make 2 heslh cae decisia Ha resident is
nght o choose acivilbes, schevhie | unabie o make 2 heslh case decsan 2 decrsamn by e
(nchuding sesping sl waking resuienls syl or represeniaive o oego beakme t
=), heatth cae and piwiders of | may, subjerd o las, e equally binding mn e Exilily. The
healh care service= cwsslen] wilh | GBxcilily should delermine ssaclly shal e resident s
his or her neresls, T, relising anl why. To bhe exient he oy = able o, it
amd plan of care sl oller sl chwiale the residents concem. For example, a
appicable prowisies of his parl. resiient respaires plwysical Theapy o lkam iowalk agein
aier ardaining 3 acheed hip. The resedont efuee-
Terapy. The Exilily s expecied b s The reasns e
e resilenls relisa)|, clrily and esheade e reselent o o
e crseaquences of rehrsal, ofier allemaliee resimenis
and corime in ule all plher SErEce

B Free oem Abut and Negleet The Reshwalve stalf mursl be @i in appayriake nlemenlions
resicer] has The righl o be e rom | 1o deal with aggressive andior calasirophic reactionrs of
alnme neged, meapporiaim of | resadenks o ST shiid repord e aoadecoe relaied D
resice] properly. and exploiialion Al legaiawns aiflam fear of reisal; how o reoymnie Sigs of
i defned in This subparl This bunaul, inrskraiin and siess Thal may ead o aleee i
mciuces bul = nol Imiled o eeden | whal corslibles, 2wror Recleraive Sl med demorsiale
om cxpsl pun shmend, ez el fechnicue sl aenid haming resedends (e
i hvkary sechion ol amy brusing, skin s ee )

o chenical resiraind nel
required o sl e resident’s
medical symplom.

Kl Reselent Bghts: The eselent has | The Bxilily has e resporsislly o provele Tose e
a righl o a dignified exsdence, self | That wnill help The reselent o e s chal s possibie
delermminalion, and communicalion
with and o in per=es ol The residend has bhe nght o rehrse st ¥ e esident
serine= imsile and mibsile the has capecily o make a healh care decisann, F a resident is
oy unable o make 2 heslh case devision a decision by dhe

resaienl’s SanypEle o represniaive o orege beakmes t
may. subjerd in L, e equalby binding mn The Bxiliy
The Exilily should delermine sxactly shal e reaienl 5
reliring sl why. To The el e Gy s ahle in i
shmild chwiale The residents concem. For example. a
resiienl respares, plvysical Thecapsyr o lbam iowalk agesn
alier ardaining 3 echeed hip. The resident efueses
Terapy. The Exilily s expecied b s The reasns o
e resuienls relia), dailfy and srhecale e resaient o o
e crseaquences of rehrsal, offer allemaliee reaimenis
and corime in provide all olher semie

Frvvacy sl Famtil iy sl Excarrne and Iread resadends n 2 maner Tl

Confulenliality of
Records The residend has a nght i

pevsonal wsacy arwd conficenially |

manaTs ‘l'l! privacy of Their bodiess. I an idiscual
[ —] shalf shamalrd e idmhals
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of his or her pesonal sl medical
record

need kr prcacy. Cinby auliswioed Shalf directhy mnbeed n
esiment should be pre=snt shen reaimend s gimen
People ol rvohvesd n The care of e aedvideal should mot
be pre=s] wilhoul The ndnrhal's corsent shile ey ae
beng examael ar ineadesl

Xl e hings we do in eskraive masing e done mi in
e open with a ol of plher people around. s nol
uncemma o hawe 2 Ink of resideris scrking oul in e ggm
a e =ane lime. Or in do cerlain ieaimenks ol in obher
caarrmm aeas H = mpeiand, e in be sersiinee in
e reaienl’s s of prsacy. Acisbes whach may ==em
generic and common place and DK b do ol in pubiee” 2
sz, may e ey o resident A e pecbiem
That s nun imin i Bxiliies hal oewhed resloraiee eeding
oul n an open sechan of e man deeng rcom. Aosckarr
wilh ferding is an ava thal meay alert resid enls ae

par i larhy sensiiee o Inaddilimn o lecking or 2 moe
serhuded ares o aenhed resloraive feeding in orders o cul
cown on disecines, we shinld be doing i in 2 sechuded
ava o priwnde The resiceris aith 2 serse of prisscy curing
ket

The resaienls" cimcal record mustt b manianed na
amhderial merer a all s

BEN imlechion Conirmol The faciliy muest | The fxiliy s o hawe an eslabishe ] progam fhat incudes
prewertiamn and comiml program
designed o pwide 2 safe =mnilary | Haml washing should be amnsisle ] with asepi: echnipes,
ol comiimiable ewiroement &l o | when appropriale Alscey= sersh hands alles iouching a
help prevent e development el re=swienl &l beliwe imwching anlher resicdenl. Alvsoys
framanesion of communicahle disiniect an e hhal 2 residen] has ben using before i s
e ol niechs w=l by anoliey resalend. Py pariular aliendion e

hands

il Ner=ing Savices: The oy msl | The Gxiliy's ot murst akireegiinchele an
have sulficent mesing Saifwih he | sahalion of SGit axmpeleies Thal @ necerary o
ey compelnce=, ol shills | provele The el and pes of cae needed for fhe resident
sl o ponce masing and reladed populain Aukilionally, Shalf are expecied o denonshaie
seranes o aeare resice] salely campeiecy wilh e aciviies el n bhe aning
anl aian ormaanian e highesl recureTEs
pracicable plwysical. mental, and
paychoaxial welHoeng of sch M= axle e especied in demorsiale competency with
resiceTl, s delermine] byresient | e adivilies and compnenis Thal ae recuied b be park of
assrogmeThs ol ndvehal parrs of | an appEoved mrse axle =y and compelency evaiuaian
care i crrsidering e manber, progamn. Compsieney in shills ol iedhniques ecescary B
axuily aml diagnoses of the Gollly's | care or residenls" needs inchales nd s ol Bnied in
resicerT] populaiim in acowrkame campeieTies in aees such 25 Resident Highls, Persmn
with the Taxilily e ceniered care, Commeecaiswn, Besic mursang shilks, amd

— - | Harar: rehwadtoe svvices,

Sechion OIS Relowaliee Ichuded e sy merverions hat =ik or peomole he
Nerang MFrograass. Reshwalive re=salenl’s abilily o alian his o e meziman incioml
MmESng pagE=an refers o mrsig poiential. This iemn does nol nchle proceshees or
inlervenbions el e Tecimniques cavied oul by or e The direchion of qualified
resigdents ahilty in adapl and aipged | Tevapicks 2= idenified in idem OIMIE of he DS
o wving s rnlepeaienthy and salely
s el Ths arxepl acieely in add i, I b ncheled n s s, 3 ehabililabon or
Tnoses on achesny and resloraive pracice murst mesl all of e Followny o dional
iy laininn i cxilria-
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or she is admilied o the: sy with
resioraive needs, bul 5 ot a
camindale For omalored

doammenied in the care plan ared in the dinieal resond .
F a resloralise masing progeam s in place when a cae
plan 5 being revisad, i s opprpriaie b reessess.
propres, ais, aed dualioniecgeencsy o parl of e
e plarminy) preces. Gorad dinical pracice would
imicale That the resulls of this. reescrooment shiuld be
documenied in the resident’s med ical recesd]
Bviderse of perindie: ssahation by licensed mase mast
be presant in the dinical record. When ot
oniardcaied by siale prectice ot provisios. a
prore= ol witlen by the esioaive axde ad
ouniersigred by a keorrd mrsr s sullcent o
docsment the reshoralise masing program omee bhe
prpee ol objectises; of realment hewe been
ehablchre]

Ceriified Nurse Ascictanis must be frained in
technipes; thal promoie resddent mcivement in the
Arﬁnﬂdnmm:ﬁmjﬁfﬂﬁlﬁﬂ
mrse st supenee the acielies n a2 resioalve
mrsing proypram. Somatimes, ey icensed mase
spemsion, ohher siall amd schnieers wll be asped
o work with spesific: reskdonis. ResioEive mrsing
toes not revure 3 physician's ores. Nursing hames

=ermces. do ot achally repare the molvement of a
qualified therapist, e serviees may ot be coded o=
ﬂuqqniﬂrlmm.'lhuqlsum. Pl A

[see
mm:ﬂﬂlﬂﬁ,ﬁﬂﬁm}m
therapsls e achally povcding the manienance
=rrmce camn be ichwded adhen coamting resioralive
members of the: mrsing siaif ae sl resprresbie for
overall coordinalion and supension of nesioratve
NG PO,

This categony does ol chede groups with moe Hen
Fouwr resclenis per supervisny helper or coregeer
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MINIMUM DATA SET [MDS]} - Version 3.0 RESIDENT ASSESSMENT AND

FADE DI Arveciven LHrene Sronarahoncnea FR] Tass

SN w M- AT LS EE TR R I_.’ L LTy ™ ‘.II.HIIFI LA AT ‘J -‘? L EFF i B

e MDS form veson 1.0 asibbie at the end of the manaal
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OSHA

The Occupational Safety and Health Administration (OSHA) Guidelines for Nursing
Homes, Ergonomics for the Prevention of Musculoskeletal Disorders, includes advisory recom-
mendations to help reduce the number and severity of work-related musculoskeletal disorders
(MSDs) in facilities and serve as a basis to protect workers.

MSDs include conditions such as low back pain, sciatica, rotator cuff injuries, epicondylitis, and
carpal tunnel syndrome. The entire document is available on the Internet at www.osha.gov.

This Restorative Nursing Program Certification Course provides training that complements
these guidelines by teaching, demonstrating and checking appropriate physical management
techniques for protection of the resident and caregiver.

Remember:
A transfer is
a shift,
not a lift!

OSHA recommends that manual lifting of residents
be minimized in all cases and eliminated when feasible.
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QUALITY OF CARE
RESTORATIVE NURSING CARE MONITOR TOOL

Reviewer: Review Date:

Sample selection: Review random selection of residents each quarter. Review residents who have orders for
RNA services, i.e., ambulation, range of motion (active/passive), feeding program, mobility strengthening exer-
cise, adaptive or assistive devices, show a decline in late loss ADLs or decline in ROM.

Resident name:
Code |Indicator |Yes No | Yes| No | Yes| No | Yes | No

F 676 |Was the resident assessed as needing assistance for ADLs?
(Dependent on staff for ADLs.)

Was the resident referred to RNA program from MD, Therapy or
F 676 |Nursing?

Orders for RNA program are clear and specific? (Who, what,
F 676 |frequency and duration.)

F 675 |Is restorative activity provided and documented per orders on the
RNA flow record, i.e., activity, frequency, distance; repetitions,
restorative dining, etc.?

F 656 |Is the care plan specific to restorative program with goals and
interventions?

F 659 |Is there evidence that the care plan was implemented?

F 675 |ls there a narrative weekly summary documented by the RNA or
the Restorative Nurse Coordinator that addresses tolerance, prog-
ress/outcomes/pain, restorative dining program, etc.?

F 675 | Do weekly Licensed Nurses Notes include resident’s response/
outcomes to RNA program?

F 656 |Is there evidence of updating care plans as conditions change?

F 658 | Are joint mobility assessments completed at least quarterly?

F 676 |If resident is discharged from the RNA program, is there a dis-
charge order and discharge summary explaining reason why?

OBSERVATION OF AMBULATION, ROM, ETC. ‘

F 688 |If adaptive equipment or assistive devices are ordered, are they in
use?

F 688 | Can RNA describe what services are provided and how resident is
responding? (Does description match orders and care plans?)

F 675 |Does resident demonstrate tolerance and ability to complete activ-
ity as ordered or care planned? (l.e., ambulate 100 ft. x 5 days per
week.)
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Resident name:

Code |Indicator Yes | No | Yes | No | Yes | No | Yes | No
OBSERVATION OF R ORA D PROGRA
F 676 |Is the RNA encouraging, cuing and allowing resident to do as
much as possible independently?
F 920 |Is the dining program environment calm and quiet?
F 558 |Are adaptive or assistive devices used if recommended?

F 920

Are the tables adjusted to accommodate individual resident
needs?

F 920

Is there proper positioning to accommodate individual resident
needs?

F 920

Is the staff accurately monitoring and documenting the foods/fluids
consumed?

Negative Outcomes

Corrective Action or Follow Up




216

Name:

QUALITY OF CARE
RESTORATIVE NURSING CARE MONITOR TOOL

Admission date:

Reviewer:

Sample selection: Determine random selection of all residents each quarter. Review all residents who show
a decline in late loss ADLs and decline in ROM. Determine random selection of all diabetics for review of care

Review Date:

and treatment of feet.

Code | Indicator

F 641

ADL Section G on the MDS accurately identifies resident’s ability in
activities of daily living?

F 676

Has the resident’s ability to perform activities of daily living been
maintained or improved (as opposed to declined) in bathing,
dressing, grooming, transferring, ambulating, toileting, eating and
functional communications?

F 656

Are problems related to ADL ability identified in the care plan with
specific goal and interventions individualized to resident’s needs?

F 656

Does the resident’s care plan identify the resident as being high
risk for development of problems due to specific diagnosis or condi-
tions, e.g., contractures, pressure sores, impaired mobility?

F 659

Were care plan interventions consistently documented?

F 656

Was the care plan updated if the resident failed to progress or con-
dition declined or improved?

F 675

Do progress notes reflect consistent plan of treatment and progress or
lack or progress, i.e., ADL records, weekly nursing noted, IDT notes?

F 842

Is there evidence that the ADL record was completed each day/
each shift? (Without omissions and only on days resident resides in
the facility.)

F 676

Is there evidence that the resident has been referred to Therapy
Department and/or a restorative program if indicated?

F 676

Is there evidence that assistive devices or equipment have been
provided to maintain or improve functional abilities if indicated?

F 685

Are assistive devices to maintain vision and hearing available and
in good repair, e.g., glasses, contact lenses, magnifying glasses,
hearing aids/batteries, etc.?

F 697

Does resident receive proper care and treatment for prostheses if
indicated?

F 687

If the resident has problems with toe nails, corns, calluses and/or
other foot problems, has care been provided by an appropriate
professional?

F 687

If resident is a diabetic, has preventive foot care been care planned
and documented?

Comments
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Code |Indicator

F 656

OBSERVATIONS/INTERVIEWS

Do care plan interventions match resident’s current status?

Yes | No

Comments

F 675

Can staff describe ADL care plan goals and interventions? (Does
their description match care plan?)

F 676
F 677

Is the resident’s hygiene and grooming appropriate?

F 676
F 677

If assistive devices are ordered, are they available and used as
ordered, e.g., splints, positioning pillows, adaptive equipment for
eating, etc.?

F 687

Are feet clean, dry, with no signs and symptoms of infections?

F 697

If ordered, is resident wearing prosthesis (e.g., artificial limbs,
eyes, teeth), and do they fit correctly?

F 697

Is skin/mucous membrane in contact with the prosthesis free of
abrasions, wound or irritation?
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| Restorative Nursing Progam |
| Certification Course |

Competency Checklists

* Dysphagia and Eating 222
+ Joint Mobility 223
* Functional Mobility — Ortho 224
* Functional Mobility — Neuro 225
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- RNP Competency Checklist DYSPHAGIA AND EATING |
RNA/RNPC Name Dates

Return demo. Inst.
Yes No Comments jnitialg
1. Demonstrate one of the two feeding positions:
[ ]Bed
[ 1 Wheelchair

2. |dentify the following consistencies:

I

I

I

I

I

I

3. Identify and demonstrate three of the five adaptive feeding |

devices: |

Plate guard |

Weighted utensil |

Nosey cup |
Universal cuff

Built-up handle I

]

I

I

I

I

. Write three suggestions or aids to swallowing:

oo&o#

Instructor Title Initials Date
Instructor Title Initials Date
Instructor Title Initials Date

Note: The individual RNA/RNPC is responsible for obtaining instructors’
signatures to show completion of the RNP Competency Checklist.
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-RNP Competency Checklist JOINT MOBILITY |
RNA/RNPC Name Dates
Return demo. Inst.
Yes No Comments initials

Verbalize and identify the major muscle groups while demons-
trating the following motions (avoid repeating the same muscle

groups):

1. Passive Range of Motion:

* Upper extremities (one out of four)
Shoulder

Elbow

Wrist

Hand

* Lower extremities (one out of three)
Hip

Knee

Ankle

HEEN

N

I

I

I

I

I

I

I

I

I

I

I

. Active Assisted Range of Motion i
» Upper extremities (one out of four)

Shoulder |

Elbow |

Wrist |

Hand |

I

I

I

I

I

I

I

I

I

I

|

I

I

I

|

I

I

L]

 Lower extremities (one out of three)
Hip

Knee

Ankle

w

. Demonstrate one resistive exercise for each area:
» Upper extremities (one out of four)

Shoulder

Elbow

Wrist

* Lower extremities (one out of three)

Hip

Knee

Ankle

N

Demonstrate correct application of one of three splints:
Hand — resting splint

AFO

Knee (immobilizer)

e s

5. Demonstrate one method to reduce upper extremity edema

[|Elevation
Instructor Title Initials Date
Instructor Title Initials Date
Instructor Title Initials Date

Note: The individual RNA/RNPC is responsible for obtaining instructors’
signatures to show completion of the RNP Competency Checklist.
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-RNP Competency Checklist

FUNCTIONAL MOBILITY — ORTHO

RNA/RNPC Name Dates

1. Demonstrate the correct components in the use of the
gait/transfer belt:

Verbal instructions

Application and fit

Body mechanics with application

Precautions and contraindications

Return
demo.

Yes

No

Comments

Inst.
initials

Total hip precautions
ORIF — weight bearing

L

. Demonstrate and verbalize the precautions for the following:

. Demonstrate one of the following THR transfers:
Supine to sitting and transfer to chair using an FWW
Chair to bed and return to supine while using an FWW

L ]e

4. Demonstrate ambulation assist techniques for hip fracture
using an FWW or SPC with one of the following weight-
bearing limitations:

[ ] TDWB

[ ] PWB

[ ] WBAT

5. Demonstrate one of the orthopedic dressing techniques
using correct adaptive devices for lower body dressing:

[ ] Pants

[ ] Socks

]

Shoes

Instructor Title
Instructor Title
Instructor Title

Initials
Initials
Initials

Date

Date

Date

Note: The individual RNA/RNPC is responsible for obtaining instructors’
signatures to show completion of the RNP Competency Checklist.
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1. Demonstrate proper bed positioning for one of the following
situations and identify three major pressure risk areas
(include correct UE and LE positions):

[] Supine with hemiplegia

[] Side-lying on affected hemiplegic side

[_] Side-lying on unaffected hemiplegic side

- RNP Competency Checklist —— FUNCTIONAL MOBILITY - NEURO F
RNA/RNPC Name Dates
Return
Inst.
Yiiemo& Comments inli1tisals

2. Demonstrate one of these four bed mobility techniques:
Rolling — to side of bed

[ ] Supine to sitting

[ | Sitting to supine

[] Moving up to the head of the bed

3. Demonstrate one of the transfers for one-person partial
assist, including correct wheelchair positioning and identi-
fication of three major pressure risk areas:

[] Bed to chair

4. Demonstrate use of a slide board for one of the following
transfers
Bed to chair

[] Chair to bed

5. Demonstrate one ambulation technique using assistive
devices for the following diagnoses:

[] CVA - hemi-cane or quad-cane

[ ] Weakness — single point cane or FWW

[ ] Parkinson — FWW or hand-held assist

6. Demonstrate this correct dressing technique for hemiplegia
(use adaptive equipment as required):
[] Upper body — one-handed

|
|
|
|
|
[
|
|
|
|
|
|
|
[] Chair to bed !
I
|
|
|
I
|
|
|
|
|
|
|

Instructor Title Initials Date
Instructor Title Initials Date
Instructor Title Initials Date

Note: The individual RNA/RNPC is responsible for obtaining instructors’
signatures to show completion of the RNP Competency Checklist.
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I Restorative Nursing Progam [
” Certification Course ”

Leadership Keys to Success

Activity

1. One thing | know for sure about the RNP is:

2. One question | have about the RNP is:

3. One thing that scares me about the RNP is:

4. | think facilities with the RNP are:
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