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F 0825 Provide or get specialized rehabilitative services as required for a resident.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41941
or potential for actual harm
Based on observation, interview, medical record review, and facility P&P review, the facility failed to ensure
Residents Affected - Few one of 19 sampled residents (Resident 7) was provided rehabilitative services as ordered by the physician.

* Resident 7 was not evaluated and treated by the ST four times a week as ordered. This failure had the
potential for Resident 7 to aspirate food and fluid into the lungs, which could result in pneumonia.

Findings:

Review of the facility's P&P titled Specialized Rehabilitation Services revised 12/2022 showed the facility
shall provide specialized rehabilitative services, if required by the resident's comprehensive assessment and
care plan, to assist them to attain, maintain or restore their highest practicable level of physical, mental,
functional, and psychosocial well-being.

Review of the facility's P&P titled Physician Orders for Rehab Services revised 12/2022 showed all the
orders should be addressed within 72 hours of the receipt by the rehabilitationdepartment staff.

Medical record review for Resident 7 was initiated on 2/13/25. Resident was admitted to the facility on
[DATE].

Review of Resident 7's H&P examination dated 12/2124, showed Resident 7 was developmentally delayed
and had a diagnosis of dysphagia. The H&P also showed Resident 7 was admitted to the facility for
rehabilitative services after he had aspirated and gone to the acute care hospital emergency department for
difficulty in breathing.

Review of Resident 7's MDS dated [DATE], showed the resident had severe cognitive impairment.

Review of Resident 7's Order Summary Report showed a physician's order dated 12/18/24, for Resident 7 to
be evaluated and treated by the ST.

Review of Resident 7's ST evaluation dated 12/21/24, showed the reason for skilled services was to assess
and determine the least restrictive diet to minimize the aspiration risks.
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F 0825 Review of Resident 7's Order Summary Report showed a physician's order dated 12/21/24, for Resident 7 to
be evaluated and treated by the ST four times for a swallowing dysfunction and provideResident 7 with a
Level of Harm - Minimal harm or pureed diet and thin liquids.

potential for actual harm
On 2/13/25 at 1136 hours, an interview and concurrent medical record review was conducted with the DOR.
Residents Affected - Few The DOR stated Resident 7 had not received the treatment from the ST since the initial evaluation was
completed on 12/21/24. The DOR stated Resident 7 was supposed to have the ST treatment four times a
week. The DOR stated Resident 7's initial ST order was for the resident to be able to have thin liquids. The
DOR stated Resident 7's diet was downgraded to moderately thick liquids on 1/15/25, by the nursing
department staff when Resident 7 hadcoughed during eating. The DOR stated Resident 7 had declined. The
DOR stated the physician was not notified when Resident 7 was not receiving the ST services as ordered.

On 2/13/25 at 1445 hours, an interview was conducted with the DON. The DON stated the physician should
have been notified if an order was not followed. The DON confirmed the above findings.
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