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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, record review and documentation review, the facility failed to ensure 1 of 5 residents (Resident #1)

harm or potential for actual | received aphysical therapy evaluation in accordance with a physician's orders [REDACTED].#1 (R1) R1 was admitted on

harm [DATE], with [DIAGNOSES REDACTED]. A physician's orders [REDACTED]. R1's medical record lacked documented evidence a
PT

Residents Affected - Few evaluation had been completed. The Physical Therapist acknowledged R1's medical record lacked documented evidence R1 had
been evaluated for PT. On 09/01/2020 at 4:00 PM, the Director of Rehabilitative Services indicated when a physician ordered a
Physical Therapy (PT) evauation, nursing staff informed PT of the order and an evaluation was conducted. The Director of
Rehabilitative Services indicated the Physical Therapist had access to the physician's orders [REDACTED]. On 09/02/2020 at

2:00 PM, Rl indicated it had been over four weeks since the Nurse Practitioner (NP) had ordered the casts for R1's feet. R1 had not
heard anything about the casts from the nursing staff. R1 had been aware of the NP order for the casts because the

NP showed R1 the order. R1 indicated the eval uation had not been done or received casts from the Rehabilitation Department. On
09/03/2020 at 8:30 AM, the NP indicated R1 had foot drop. The NP recalled meeting with R1 in June 2020. The NP had

written a physician's orders [REDACTED)]. The NP confirmed a PT evaluation had not been completed by Rehabilitative Services
department per the physician's orders [REDACTED]. Complaint # NV 856

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not aplan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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