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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** 36534
or potential for actual harm
Based on the Resident Assessment Instrument (RAI) Manual 3.0 review, medical record review, and
Residents Affected - Few interview, the facility failed to accurately complete a Minimum Data Set (MDS) assessment for 1 resident
(Resident #7) of 13 residents reviewed.

The findings include:

Review of the RAI Manual 3.0 dated 10/1/2023, revealed .the assessment [MDS] accurately reflects the
resident's status .

Medical record review revealed Resident #7 was admitted to the facility on [DATE] and discharged on
[DATE] with diagnoses including Hemiplegia and Hemiparesis following Cerebral Infarction, Muscle
Weakness, Atherosclerotic Heart Disease, Chronic Obstructive Pulmonary Disease, Epilepsy, Diabetes
Mellitus, Fracture of Lower End of Right Tibia, Fracture of Shaft of Right Tibia.

Review of the Nurse's Notes for Resident #7 dated 6/18/2024 at 7:21 PM, revealed .Reason resident was
hospitalized or received service at a hospital .CVA [Cardiovascular Accident] [Stroke], Right Hemiparesis,
Seizure, Fall from standing .fall precautions .

Review of an admission Minimum Data Set (MDS) assessment dated [DATE], revealed Resident #7 scored
13 on the Brief Interview for Mental Status (BIMS) assessment which indicated the resident was cognitively
intact. The section for history of falls indicated the resident had not had a fall anytime in the last month.

Review of the comprehensive care plan dated 6/25/2024, revealed resident at risk for falls related to history
of falls, Cardiovascular Accident.

During an interview on 9/26/2024 at 12:45 PM, Registered Nurse (RN) A/MDS Coordinator confirmed .
[Resident #7] had a fall at home prior to being admitted to the hospital on 6/12/2024, and the fall which had
occurred in the last 30 days was not coded on the resident's admission MDS assessment dated [DATE] and
further stated .it should have been | [MDS Coordinator RN A] failed to do so .
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