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F 0641 Ensure each resident receives an accurate assessment.
Level of Harm - Potential for **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
minimal harm record review and staff interviews, the facility failed to accurately code the Minimum Data Set Assessment

(MDS) for 1 of 31 sampled residents (Resident #42) reviewed for MDS accuracy.

Residents Affected - Some
The findings included:

Resident #42 was admitted to the facility on [DATE].

A nursing progress note dated 04/02/2025 revealed Resident #42 was admitted to the facility with a pressure
wound located on her right ankle.

The admission MDS assessment dated [DATE] coded Resident #42 as having 1 unhealed, unstageable
pressure ulcer, not present on admission.

An interview was completed on 06/18/2025 at 2:35 PM with the MDS Nurse. The MDS Nurse verified the
admission MDS dated [DATE] was inaccurate and the pressure wound should have been coded as present
upon admission/entry or reentry to the facility.

An interview was completed on 06/19/2025 at 1:13 PM with the facility Administrator. The Administrator
stated it was her expectation that the MDS assessment should have been coded correctly and accurately
reflected the Resident upon their admission to the facility.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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