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The following reflects the findings of the
California Department of Public Health during an
abbreviated survey for the investigation of
complaint number CA0D416244,
Reprasenting the Department of Public Health:
HFEN, 26663 F 157 11/24/14
Hew eorrective action(s)swill be ‘
' The inspettion was limited to the specific accomplished foi thdse regidéas ™ 7|7 " 7
complaint(s) investigated and does not represant found to have been affected by the
the findings of a full inspection of the facility. deficient practice;
_ | F 157 483.10(b)(11) NOTIFY OF CHANGES F 187, »__Residentl received continnation of o
85=D | (INJURY/DECLINE/ROOM, ETC) therapy services on 9/15/14,
. . . . - * Resident ] i ar
A facility must immediately inform the resident; b:{:; :Em: zzsfl;?;/sil; E;lttg has ?ot
consult with the resident's physician; and if thosate o % - Ad o pay for
known, notify the resident's legal representative - Cﬁapg ?;7 ces'.u S
or an interested family member when there is an Fow the facrity wi identify other
accident involving the resident which results in residents having the potential ta be
injury and has the potential for requiring physician affected by the same deficient
intervention; a significant change in the resident's practice and what cotrective action
physical, mental, or psychosocial status (i.e., a will be taken:
detarioration in health, mental, or psychosacial * All residents have the potential to
status in either life threatening conditions or be affected by this deficient practice
c]inif_sgl comp!lcations); a nee_d to a!ter treatment of failing to notify the resident
SJQIan:ca?tly (|.ef.,t a nteed ttoddls?ont?ue an and/ oz resident’s responsible party
existing form of reaiment due 1o adverse that therapy services are being
consequences, or o commence a new form of terminated
treatment); or a decision to fransfer or discharge . The D ) £ Rel .
the resident from the facility as specified in 1e Director of Rehab audited all
§483.12(a). residents receiving physician
ordered therapy orders and found
The facility must also promptly notify the resident that all physical therapy orders were
and, if known, the resident's legal representative being provided and had not been
or interested family member when there is a terminated without notification to
change in room or roommate assignment as the patient and/or responsible
specified in §483.15(e)(2); or & change in party.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S 8IGNATURE TITLE (X6) DATE
%Z\-v-frr"" D A Ny vzﬁA—fég e

Any deficiency statement ending with an astarisk (*) denates a defleiency which the institution may be excused from carracting providing It is determined that
other safaguards provide sufficient protection to the patients. (See instructlens,) Except for nursing hames, the findings stated above are disclosable 90 days
following the date of survey whether or not & plan of correction is provided, For nursing homes, the above findings and plans of correction aie disclosable 14

days following the data thase documents are made available to the facllity, If deflelencles are cited, an approved plan of correction iz raqulsite to continued
program participation.
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resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and perindically update
the address and phone number of the resident's
legal representative or interested famlly member,
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or what systemic changes the facility
will make to ensure that the deficient
practice does not recur;

= The Director of Rehab ghall
provide the “Resident Notification
of Non —=Coverage of Therapy
Services” form to the Business
Office Manager when therapy

“This REQUIREMENT: is not met-as evidenced - |~ =)

by:
Based on observation, interview and record
raview, the facility failed to notify the responsible

servicey ey 7 2y~
* The Business Office Manager shall
provide notification to the patient
and/or responsible patty 72hts

party for-of 3 sampledregidents (Resident ™) of
the termination of physical therapy services for
non-coverage, This failure denied the responsible
party her right to appeal for payment of therapy,

Findings:

Resident 1 was admitted to the facility on 8/7/14,
according to the Resident Admission Record.

In an ohservation of Resident 1, on 10/14/14 at 11
a.m., she was awake and in bed, In a concurrent
interview Resident 1 stated, "Someong has to
help me get up.”

Review of g physicians order, dated 8/7/14,
indicated the resident did not have capacity to
nake health care decisions for herself,

Review of a physicians order, dated 8/15/14 for
physical therapy, indicated evaluation and
treatment 3 to 5 imes weakly for 4 waeks,

The clinical record also included a physical
therapy Observation Report, dated 8/15/14, which
documented the therapy evaluation by the

TN P

T

priortotheend-oftherapy-services:
»  The Director of Rehab shall in-
services therapy staff members
(11/6-11/21/14) on the facility
revised “Resident Bnd of Therapy
Services Notification P & P”
= Therapy statf who are not in- -
serviced by 11/21/14 shall be
taken off schedule until in-exviced
on the facility “Resident End of
Therapy Services Notification P &
P
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Physical Therapist, which included, "Patient was
just in therapy and is heing referred back to
therapy for short duration of skilled therapy and
[caregiver/RNA] fraining." The assessment
indicated the resident required maximurm
assistance to sit up in bed; she was unable to
stand and had poor balance while seated. The
report section titled, "Progress Report for end of
hilling_peried ™ included: "I/C [discontinued] PT

performance to make sure solutions

are sustained:

*  The Rehab Director shall conduct
monthly in-services on the facili
“Resident Fnd of Therapy Services
Notifieation P & P” and forward
the in-gervices to Quality Assurance
& Assessment Commitree unt) the

[physical therapy] due to lack of impravementin -~ [~ =~ |-

functiona! mobility. Now ready for RNA
[restorative nursing aide] maintenance program
to try to maintain current functional status." The

DT substantistcs "Qﬂ?}[)h’mCC,—Oﬂc%

* cortfitiried compliant; End'of ’
Therapy P & P in-services shall be
conducted randomly to sustain
compliance,

report describied the'resident as requiring
maximum assistance to sit up in bed and to
stand.

Therapy treatment notes, dated 8/15/14 1o
2/26/14, indicated the last PT session was on
0/26/14.

In an inferview with the Business Office Manager
(BOM) on 10/14/14 at 9:55 a.m., she stated,
“Therapy didn't tell me she ended PT." The BOM
stated her files did not include a copy of a
non-coverage netification to the regponsible party
about the discontinuance of FT, She stated,
"Notice was not given to the family."

In an interview with Physical Therapist 1 (PT 1)
on 10/14/14 at 10:15 a.m., he stated he did not
notify Resident 1's responsible party that PT was
discontinued on 9/26/14, PT 1 stated, " told
[BOM] 'she's done with therapy,' 2 days before
9/26. | don't do denials, [BOM] does.” PT 1
verified the responsible party had not been
notified therapy was discontinued on 9/26/14, as
required,

*  The Administrator shall ensure

tehab personnel are being in-
serviced by the Rehab Director on
the facility “Resident Bnd of

Therapy Services Notification P &
P”.
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