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1. Resident #134 suffered no
F 000, INITIAL COMMENTS F 000

harm from the therapy order not being

No defiencies were cited as a result of the completed. The resident was re-

complaint investigation. Event ID 97N411. evaluated by therapy for pain

F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F281  management and no need for

ss=p PROFESSIONAL STANDARDS
treatment was noted.

The services provided or arranged by the facility |

must meset professional standards of quality. ! 2. All residents have the potential

| to be affected by the practice. A review

This REQUIREMENT is not met as evidenced . of current resident charts was
by: ‘ completed to check for any additional

Based on record review, staff and physician d at haid b ied
interviews the facility failed to follow a physician orders that had not been carried out.

order for a physical therapy referral for 1of 1's
resident. (Resident #134) ‘
The findings included: |
Resident # 134 was admitted to the facility on } . )
10/05/12 with diagnosis which included diagnosis Services re-educated current Licensed
of cerebral palsy, stroke, non-Alzheimer ' s Nursing Staff and Therapy regarding the
dementia and osteoarthritis.

The most recent annual Minimum Data Set
(MDS) dated 04/27/13 indicated Resident # 134 orders. Licensed Nurses will receive and

« was cognitively intact. The MDS further indicated transcribe all orders for therapy. The

Resident # 134 required extensive assist with all ‘ . .
. her activities of daily living (ADL). Licensed Nurses will then complete a

' A physician order dated 04/05/13 indicated | therapy referral form and place in the
- referral to Physical Therapy (PT), for left hip pain.

A review of the medical record revealed no

3. The Director of Clinical Services
and Assistant Director of Clinical

procedure to communicate therapy

therapy department mailbox. In the

documentation for PT for Resident #134. following morning meeting all therapy
During an interview with the facility ' s i 5 ; .
Rehabilitation Director on 06/06/13 2:06 PM i orders will be reviewed by the Director
confirmed that there was no documentation either : of Clinical Services/Assistant Director of
in Resident #134 medical records or the facility Clinical Services/Unit Managers to
computer records indicated PT had followed up i
on the physicians order. The Rehabilitation ; . ensure the therapy referral has been
Director stated " we missed the order or we | received and is in process of being
would have addressed it. " ‘ ;
| | completed.
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F 281 Continue age 1 g . s :
ontinued From pag F e 4. The Director of Clinical Services/

During an interview on 06/06/13 @ 3:03 PM with
the Rehabilitation Director, MDS Coordinator and
the Physical Therapist, it was reported that
physical therapy had not received the order
therefore there was no physical therapy
screenf/evaluation. The Rehabilitation Director
also stated written physician orders are discussed
in the facility ' s morning meeting and if not during
morning meeting nursing staff would place

. referral in therapy box.

During an interview on 06/06/13 @ 3:25 PM with

_the Director of Nursing (DON) stated she had

seen the physician order and it was her
expectation for the therapy department to have at
least screened Resident #134 for physical
therapy.

During a telephone interview on 06/06/13 @ 4:35
PM with Resident # 134 ' s physician stated after
giving the order his expectation was that the
facility would have physical therapy to
screenfevaluate the resident. He also stated that
he could not recall if facility had notified him that
Resident #134 had not received
screen/evaluation from physical therapy as he
had requested.

Assistant Director of Clinical
Services/Unit Manager will review 5
therapy orders per week for 4 weeks,
then 3 therapy orders per week for 4
weeks, then 5 therapy orders per month
for 10 months. The results of the audits
will be shared with the Quality
Assurance/Perforrrf\ance Improvement
Committee monthly x 12 months for
continued substantial compliance
and/or revision.

5 Preparation and or execution of
this POC does not constitute admission
or agreement by the provider with this
statement of deficiencies. The POCis
prepared and or executed because itis
required by the provision of Federal and
state regulations.
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