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F 0644 Coordinate assessments with the pre-admission screening and resident review program; and referring for
services as needed.
Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, interviews and record review, the facility failed to submit a complete and accurate request for
Residents Affected - Few nursing facility specialized services in the LTC Online Portal within 20 business days after the date of the

Interdisciplinary Team meeting for 1of 1 resident (Resident #1) reviewed for PASARR nursing facility
specialized services. The facility failed to submit a Nursing Facility Specialized Service (NFSS) request by
the specific deadline for Resident #1 for a customized manual wheelchair. This failure could place residents
at risk of not receiving or benefiting from specialized equipment and services required and could affect her
quality of life. Findings included:Record review of Resident #1's Face Sheet dated 11/17/2025 reflected the
resident was a [AGE] year-old female admitted to the facility on [DATE]. Her diagnoses included Cerebral
Palsy (neurological disorder affecting movement, posture, balance and muscle coordination), Unspecified
lack of coordination (clumsy movements, difficulty with balance and poor muscle control impacting walking,
speaking and fine motor skills), and muscle weakness (lack of strength in muscles). Record review of the
MDS assessment dated [DATE] reflected that Resident #1's BIMS score was 14, indicating intact cognition,
and her functional abilities required the use of a wheelchair for mobility. Record review of Resident #1's Care
Plan dated 11/18/2025 reflected Resident #1 was PASARR positive due to diagnoses of cerebral palsy and
intellectual disability.In an interview and observation on 12/12/2025 at 15:59pm of Resident #1, she was
observed sitting in her room in a wheelchair, however not the customized wheelchair that she required.
Resident #1 stated she had been in the facility for 7 months and had not received her new wheelchair yet but
stated she was advised that it had been ordered. In an interview with the Administrator on 12/12/2025 at
3:08PM she confirmed that the request for the medical equipment should have been submitted by the 20th
day after the Interdisciplinary Team meeting in which Resident #1's needs were identified. Per the
Administrator the MDS nurse is responsible for ensuring that all documents required are sent in timely for
services. this could affect her quality of life. In an interview with the MDS Coordinator on 12/12/2025 at
4:31PM she confirmed that the request for the medical equipment should have been submitted by the 20th
day after the Interdisciplinary Team meeting in which Resident #1's needs were identified. She stated the
request for customized manual wheelchair was submitted on 12/12/2025. The MDS nurse is responsible for
ensuring that all documents required are sent in timely for services. This could affect the resident's ability to
move around freely; this could also affect her quality of life without having the customized wheelchair.
Record review of Resident #1's IDT meeting documentation reflected the IDT meeting was held on 8/6/202
and a customized manual wheelchair was recommended for Resident#1., The MDS nurse is responsible for
ensuring that all documents required are sent in timely for services. This could affect the resident's ability to
move around freely, this could affect her quality of life without having the correct wheelchair.
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