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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** 46725
or potential for actual harm
Based on record review and staff interviews, the facility failed to accurately code the Minimum Data Set
Residents Affected - Few (MDS) assessment in the areas of respiratory care and active diagnosis for 2 of 14 residents reviewed for
MDS accuracy (Residents #32 and #41).

The findings included:

1. Resident #32 was admitted to the facility on [DATE] with diagnoses that included pneumonia.

A record review indicated Resident #32 had a physician order dated 9/1/24 for oxygen via nasal canula at 2
liters per minute to maintain oxygen level of greater than 92%.

A record review of Resident #32's February 2025 Medication Administration Record (MAR) revealed oxygen
therapy was administered daily.

The quarterly Minimum Data Set (MDS) assessment dated [DATE] did not indicate Resident #32 had
received oxygen therapy.

An interview was conducted on 5/1/25 at 3:39 PM with Minimum Data Set (MDS) Nurse #1. She stated it was
an oversight that MDS Nurse #2 did not code the use of oxygen therapy in the Special Treatments and
Programs section of Resident #32's quarterly MDS assessment dated [DATE].

An interview was conducted on 5/1/25 at 3:56 PM with the Director of Nursing. She stated she expected the
MDS assessments to be coded accurately.

2. Resident #41 was admitted to the facility on [DATE] with a diagnosis that included anxiety disorder.
A record review indicated Resident #41 had an active diagnosis of bipolar disorder since 7/3/23.

A review of the Medication Administration Record from 3/18/25-3/24/25 revealed Resident #41 received
antipsychotic medication daily for bipolar disorder.

The quarterly Minimum Data Set (MDS) assessment dated [DATE] did not indicate Resident #41 had an
active diagnosis of bipolar disorder in the Psychiatric/Mood Disorder section.
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F 0641 An interview was conducted on 5/2/25 at 9:33 AM with Minimum Data Set (MDS) Nurse #1. She stated it was
an oversight that the MDS Nurse #2 did not code an active diagnosis of bipolar disease in the

Level of Harm - Minimal harm or Psychiatric/Mood Disorder section of Resident #41's quarterly MDS assessment dated [DATE].

potential for actual harm
An interview was conducted on 03/06/25 at 10:50 AM with the Administrator. He stated she expected the

Residents Affected - Few MDS assessments to be coded accurately.
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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46725

Residents Affected - Few Based on record review and staff interviews, the facility failed to develop a care plan in the area of
respiratory care for 1 of 14 residents reviewed for comprehensive care plans (Resident #32).

The findings included:
Resident #32 was admitted to the facility on [DATE] with diagnosis that included pneumonia.

A record review indicated Resident #32 had a physician order dated 9/1/24 for oxygen via nasal canula at 2
liters per minute to maintain oxygen level of greater than 92%.

The quarterly Minimum Data Set (MDS) assessment dated [DATE] did not indicate Resident #32 had
received oxygen therapy.

A record review of Resident #32's February 2025 Medication Administration Record (MAR) revealed oxygen
therapy was administered daily.

Review of Resident #32's comprehensive care plan dated 2/27/25 did not reveal a care plan for respiratory
care.

On 4/29/25 at 11:12 AM, Resident #32 was observed in room in bed with the oxygen concentrator in use, but
the oxygen tubing was not on Resident #32 who was observed to be coughing.

An interview was conducted with Nurse #1 on 4/30/35 at 3:05 PM. Nurse #1 indicated Resident #32 was
known to remove her oxygen tubing from her nose and forget to replace it therefore nursing staff had to
monitor and reposition the oxygen tubing as needed to ensure her oxygen saturation remained above 92%.

An interview was conducted with MDS Nurse #1 on 5/1/25 at 3:39 PM and she indicated that Resident #32
should have had a care plan developed for respiratory care and that it was an oversight.

An interview was conducted with the Director of Nursing on 5/1/25 at 4:05 PM and she indicated that
Resident #32 should have had a care plan developed for respiratory care.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 345390 Page 3 of 3



