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F 0825

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide or get specialized rehabilitative services as required for a resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34524

Based on observation, interview, clinical record review, and document review the facility failed to ensure 
physical therapy (PT) frequency of treatment was provided per the physician's order for 1 of 3 sampled 
residents (Resident #1).

Findings include:

Resident #1

Resident #1 was admitted to the facility on [DATE], with a diagnosis of fracture of superior rim of left pubis, 
subsequent encounter for fracture with routine healing.

Resident #1's Physician Order dated 02/13/24, documented PT to evaluate and treat as indicated. 

Resident #1's Therapy Dashboard documented PT, start date 02/14/24, five times a week, signed by the 
facility Physician. 

Resident #1's PT Evaluation and Plan of Treatment dated 02/14/24, documented PT five times a week for 
eight weeks. 

Resident #1's Comprehensive Care Plan lacked evidence of the frequency of treatments per the physician 
order.

On 03/08/24 at 11:00 AM, Resident #1 verbalized the resident admitted to the facility for therapy to learn to 
walk again. The resident explained the resident was concerned about their upcoming discharge because 
they did not receive physical therapy (PT) for a few days due to a lack of PT staff. 

On 03/08/24 at 11:54 AM, a Registered Nurse (RN) verbalized Resident #1 was admitted to the facility for PT 
rehabilitation. The RN explained the facility recently began using a new company to provide PT services and 
the resident did not receive PT services for a few days due to lack of physical therapy personnel. 

On 03/08/24 at 1:38 PM, a Physical Therapist verbalized Resident #1 was to receive PT five times a week. 
The Physical Therapist confirmed Resident #1 did not receive PT five times a week due to staffing issues 
with the physical therapy company.
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Residents Affected - Few

Resident #1's PT Treatment Encounter Notes documented the resident received physical therapy services 
on 02/26/24, 02/28/24, 02/29/24, and 03/01/24 or a total of four PT sessions (treatment) for the week of 
02/25/24 to 03/02/24.

Resident #1's PT Treatment Encounter Notes documented the resident received physical therapy on 
03/06/24 or a total of one PT session for the week of 03/03/24 to 03/09/24.

On 03/08/24 at 1:46 PM, the Director of Nursing (DON) verbalized PT Director took a leave of absence. The 
DON explained the PT Director was a treating therapist and the facility was having a hard time finding 
coverage for therapy with the PT company. The DON confirmed Resident #1 did not receive PT five times a 
week during that time frame. The DON confirmed the discrepancy was due to staffing issues.
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