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F 0641 Ensure each resident receives an accurate assessment.

Level of Harm - Minimal harm 44589
or potential for actual harm
Based on and interview and record review for one of three sampled resident (Resident 1)'s MDS (Minimum
Residents Affected - Few Data Set ((MDS) - an assessment tool for residents in a nursing homes) the facility failed to assessment that
must accurately reflect the resident's status for wandering (to move from place to place without a set path)
behavior and wander alarm used for one of two sampled residents (Resident 1) was not accuratey document
upon assessment when MDS indicated:

1. Resident 1's MDS assessment for wandering behavior indicated that resdient had no behavior exhibited.

2. Resident 1's MDS assessment for an alarm indicated that Resident 1 used the alarm daily from the 7-day
look-back period requirement.

These failures creates a situation whereby Resident 1 ' assessment did not reflect current satus which can
delay and affect tratment.

Findings:

1. During a review of the facility ' s policy and procedure (P&P) on MDS titled, Resident Assessment
Instrument (RAI), dated 10/2019, the P&P indicated, Coding instruction for E0900 (Wandering - Presence &
Frequency) Code 0, behavior not exhibited .Code 1, behavior of this type occurred 1-3 days .Code 2,
behavior of this type occurred 4-6 days, but less than daily .Code 3, behavior of this type occurred daily.

During a review of Resident 1 's MDS section E (an assessment for presence and frequency of wandering
behavior with an ARD (Assessment Reference Date) of 8/30/24, the MDS section E was coded 0 indicating
Resident 1 had no episode of wandering in the facility.

During a review of the document titled, SBAR (Situation Background Assessment Recommendation - an
assessment tool for a change in condition), dated 8/29/24, the SBAR indicated that on 8/29/24, Resident 1
had an episode of wandering behavior.

During a review of the Order Summary Report (OSR), dated 8/29/24, the OSR indicated that a wanderguard
was ordered by the physician for Resident 1 and to check the wanderguard (an electronic device that
monitors resident movement and alerts the staff through an audible sound when movement is detected) for
placement and functionality every shift.
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Residents Affected - Few

During an interview on 9/5/24, at 3:30 p.m. with the Licensed Vocational Nurse (LN 1), LN 1 confirmed that
Resident 1 had an episode of wandering behavior on 8/29/24 and an attempt to go out of the facility ' s front
door. LN 1 indicated that a was ordered by the physician and was placed on Resident 1 ' s right ankle on
8/29 after the RP (responsible party) consented for the use of the device.

During a concurrent record review and interview on 9/10/24, at 10:15 a.m. with the MDS Coordinator, the
RAI instruction for coding wandering behavior in section E of the MDS was reviewed. Minimum Data Set
Cordinator (MDSC) aknowledged being responsible for the accuracy of residents ' assessments she
completed before transmitting to Centers for Medicare & Medicaid Services (CMS). The MDSC further
acknowledged the incorrect assessment for wandering behavior in Resident 1's MDS assessment.

2. During a review of the P&P on MDS for alarms (RAIl manual coding instruction), dated 10/2019, the P&P
indicated, An alarm is any physical or electronic device that monitors resident movement and alerts the staff,
by either audible or inaudible means, when movement is detected. Identify all alarms that were used at any
given time (day or night) during the 7-day look back period .Code 0, not used: if the device was not used
during the 7-day look-back period. Code 1 used less than daily: if the device was used less than daily. Code
2, used daily: if the device was used on a daily basis during the look-back period.

During a review of Resident 1's MDS section P (an assessment for alarms), ARD 8/30/24, the MDS section
P was coded 2 indicating Resident 1 had used the alarm daily during the 7-day look-back period.

During a review of the document titled, SBAR (Situation Background Assessment Recommendation - an
assessment tool for a change in condition), dated 8/29/24, the SBAR indicated that on 8/29/24, Resident 1
had an increased restlessness, combativeness, and episode of wandering behavior and placement of
wanderguard (an electronic device that monitors resident movement and alerts the staff through an audible
sound when movement is detected) was recommended by the primary clinician completing the SBAR.

During a review of the Order Summary Report (OSR), dated 8/29/24, the OSR indicated that a placement of
a wanderguard was ordered by the physician due to Resident 1' s poor safety awareness as manifested by
Resident 1 trying to leave the facility and to check for wanderguard placement and functionality every shift.

During a review of the document titled, Facility Consent for Use of Device (FCFUD), dated 8/29/24, the
FCFUD was signed by the RP on 8/29/24.

During a review of the plan of care for risk for wandering/elopement (CP), dated 8/29/24, the CP indicated,
that the Resident 1 was at risk for episode of wandering/elopement from the facility due to episode of
wandering around the facility and a wanderguard bracelet was implemented.

During an interview on 9/5/24, at 3:30 p.m. with the Licensed Vocational Nurse (LN 1), LN 1 s confirmed that
a wanderguard was ordered by the physician on 8/29 and was placed on Resident 1's right ankle after the
RP consented to the use of the device the same day it was ordered.
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F 0641 During a concurrent record review and interview on 9/10/24, at 10:15 a.m. with the MDSC, the RAI

instruction for coding an alarm in section P of the MDS was reviewed. MDSC acknowledged being
responsible for the accuracy of residents ' assessments she completed before transmitting to CMS. The
MDSC further acknowledged the incorrect assessment for the alarm device used for Resident 1 indicating
that the correct coding should have been 1, used less than daily instead of 2, that the device was used daily.

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few
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