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F 0825 Provide or get specialized rehabilitative servicesasrequired for aresident.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on interview and medical record review, the facility failed to provide the rehabilitation services for five of five
harm or potential for actual | sampled residents (Residents 1, 2, 3, 4, and 5) who had received PT, OT, and ST orders from their physicians. Thisfailure
harm had the potentia for decline in the residents' range of motion, mobility, and speech or eating functions. Findings: On

7/16/2020 at 0825 hours, an interview was conducted with the PT. The PT stated rehabilitation services (physical,

Residents Affected - Few occupational and speech therapy) were not being provided to the residentsin the Red Zone (COVID-19 positive unit) because
of the residents’ COVID-19 positive status. The PT stated if any resident had been receiving rehab orders before they were
transferred to the Red Zone, the rehab services were stopped when the residents moved into the Red Zone. The PT was asked
if the residents' physicians were informed that the residents were no longer receiving any rehab therapy. The PT stated the rehab
department staff had not informed the physicians, and he was not sure if the nurses notified the physicians. On
7/16/2020, at 1145 hours, an interview was conducted with the DON regarding rehab services not being provided in the Red
Zone due to residents being positive COVID-19 status. The DON stated she was not aware the rehab services were stopped, and not
aware if the residents' physicians had been informed. On 7/16/2020, at 1415 hours, an interview was conducted with the
Director of Rehab services. The Director stated she made the decision to stop the provision of rehab servicesto residents
who were on the Red Zone approximately seven days earlier. The Director stated the rehab staff were apprehensive about
taking care of the COVID-19 positive residents. When the Director was asked what could potentially happen when residents'
rehab services were suddenly stopped, she stated the residents could decline. On 7/16/2020, at 1430 hours, a meeting was
conducted with the Administrator, DON, IP, and DSD. The Administrator and the DON acknowledged the findings. On 7/16/2020
at 1535 hours, afollow-up interview was conducted with the Director of Rehab. The Director was asked if there were orders
from the physicians to discontinue rehab services for the residents residing in the Red Zone. The Director checked the
residents' records who were residing on the Red Zone and stated there were no orders to discontinue rehab services. The
Director was asked if there should have been physicians orders prior to stopping the rehab services, she stated yes. 1.

Medical record review for Resident 1 wasinitiated on 7/20/2020. Resident 1 was admitted to the facility on [DATE]. Review

of MDS dated [DATE], showed Resident 1 required extensive assistance with ADL care with one person's physical assistance.
Review of Resident 1's physician's orders [REDACTED]. Review of Service Log showed the last ST services were provided on
7/12/2020. 2. Medical record review for Resident 2 was initiated on 7/20/2020. Resident 2 was admitted to the facility on
[DATE]. Review of MDS dated [DATE], showed Resident 2 required extensive assistance with ADL care with one to two plus
persons physical assistance. Review of Resident 2's physician's orders[REDACTED]. Review of Service Log showed the last
OT services were provided on 7/9/2020, for therapeutic exercises. 3. Medical record review for Resident 3 wasinitiated on
7/20/2020. Resident 3 was admitted to the facility on [DATE]. Review of MDS dated [DATE], showed Resident 3 required
extensive assistance with ADL care with one person's physical assistance. Review of Resident 3's physician's orders
[REDACTED]. Review of Service Log showed the last PT services were provided on 7/12/2020, for therapeutic exercises, gait
training therapy, group therapeutic procedures, and therapeutic activities. Review of Service Log showed the last OT

services were provided on 7/10/2020, for therapeutic exercises and therapeutic activities. 4. Medical record review for

Resident 4 wasiinitiated on 7/20/2020. Resident 4 was admitted to the facility on [DATE]. Review of MDS dated [DATE],
showed Resident 4 required extensive assistance with ADL care with one person's physical assistance. Review of Resident 4's
physician's orders [REDACTED]. Review of Service Log showed the last OT services were provided on 7/9/2020, for therapeutic
exercises and therapeutic activities. 5. Medical record review for Resident 5 was initiated on 7/20/2020. Resident 5 was
admitted to the facility on [DATE]. Review of MDS dated [DATE], showed Resident 5 required extensive assistance with ADL
care with two plus persons physical assistance. Review of Resident 5's physician's orders [REDACTED)]. Review of Service
Log showed the last PT services were provided on 7/12/2020, for therapeutic exercises and group therapeutic procedures.
Review of Service Log showed the last OT services were provided on 7/11/2020, for therapeutic exercises and therapeutic
activities. On 7/22/20, at 1340 hours, atelephone interview was conducted with the Regional Director of Rehab. The

Regional Director stated she was informed by the facility's Director of Rehab regarding rehab services that were stopped in the Red

Zone without notifying the residents physicians. The Regional Director stated she agreed the physicians should
have been notified before stopping the treatment, as residents were at risk for decline.
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