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F 0641 Ensure each resident receives an accurate assessment.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42073
or potential for actual harm
Based on interview and document review, the facility failed to ensure resident medication status was
Residents Affected - Few accurately coded in the Minimum Data Set (MDS) assessment for 1 of 2 residents (R17) reviewed for
medications.

Findings include:

R17's facesheet printed on 11/14/24, included diagnosis of type 2 diabetes mellitus (a condition in which the
body has trouble controlling blood sugar).

R17's current quarterly MDS assessment dated [DATE], indicated the number of days that insulin injections
were received during the last seven days, as seven. R17's admission MDS dated [DATE], indicated the
same, as did R17's significant change MDS dated [DATE].

R17's physician orders included:

--glimepiride 1 mg (milligram), give 0.5 mg by mouth in the morning related to type 2 diabetes mellitus
--Jardiance 25 mg by mouth in the morning related to type 2 diabetes mellitus

--Orders did not include insulin injections

R17's care plan dated 4/30/24, indicated he was on an oral diabetic medication for management.

During an interview on 11/13/24 at 11:15 a.m., the director of nursing (DON) stated the MDS coordinator was
not available. The DON states R17 was not on insulin and had never been on insulin; that R17 took oral
medications for diabetes. The DON reviewed R17's orders in the EMR (electronic medical record) and
confirmed R17 did not have orders for insulin, adding the MDS should not have been coded for insulin.
During an interview on 11/14/24 at 8:36 a.m., registered nurse (RN)-A who was also the MDS coordinator
stated she thought the medication - Jardiance - was an insulin injection and not a pill, and that was why she

coded the MDS as R17 being on insulin.

(continued on next page)
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Facility Maintaining MDS Assessments policy dated 9/2024, addressed storage of the MDS, but not accuracy

of the MDS.
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