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harm

Residents Affected - Few

Ensure that the resident and his/her doctor meet face-to-face at all required visits.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and medical record review, the facility failed to ensure the primary care physician conducted the
 initial comprehensive assessments upon admission for two of two sampled residents (Residents 1 and 2). This posed the risk
 of inappropriate care for Residents 1 and 2. Findings: 1. On 8/19/2020 at 0945 hours, an interview was conducted with
 Resident 1. Resident 1 stated Physician 1 was his primary care physician; however, he was never seen or examined by
 Physician 1. Resident 1 stated he was only seen and examined by two of Physician 1's nurse practitioners. Medical record
 review for Resident 1 was initiated on 8/19/2020. Resident 1 was admitted to the facility on [DATE], and readmitted on
 [DATE]. Review of Resident 1's MDS dated  [DATE], showed Resident 1 was cognitively intact. On 8/19/2020 at 1149 hours, an
 interview and concurrent medical record review was conducted with the ADON. Resident 1's initial history and physical
 examination [REDACTED]. The ADON stated Resident 1's history and physical examination [REDACTED]. On 8/19/2020 at 1411
 hours, an interview and concurrent medical record review was conducted with the DON and Medical Records Director. The DON
 and Medical Records Director verified there was no documentation to show Resident 1's initial comprehensive assessment was
 conducted by a physician. 2. On 8/14/2020 at 1203 hours, a telephone interview was conducted with Resident 2. Resident 2
 stated Physician 1 was her primary care physician; however, she was never seen or examined by Physician 1. Resident 2
 stated she was only seen and examined by Physician 1's nurse practitioner. Medical record review for Resident 2 was
 initiated on 8/19/2020. Resident 2 was admitted to the facility on [DATE], and readmitted on [DATE]. Review of Resident 2's MDS
dated  [DATE], showed Resident 2 was cognitively intact. On 8/19/2020 at 1221 hours, an interview and concurrent
 medical record review was conducted with the ADON. Resident 2's initial history and physical examination [REDACTED]. The
 ADON stated Resident 2's history and physical examination [REDACTED]. On 8/19/2020 at 1322 hours, an interview and
 concurrent medical record review was conducted with the DON. The DON stated Physician 1 conducted telemedicine visits (the
 practice of caring for patients remotely through telecommunication technologies when the provider and patient are not
 physically present with each other) for some residents during the COVID-19 pandemic. However, the DON verified there was no
documentation to show Resident 2's initial comprehensive assessment was conducted by a physician and acknowledged Physician 1
had not conducted the telemedicine visits with Resident 2.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

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 a plan 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.

FORM CMS-2567(02-99)
Previous Versions Obsolete

Event ID: YL1O11 Facility ID: 056076 If continuation sheet
Page 1 of 1


