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Ensure each resident receives an accurate assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews and record reviews, the facility failed to ensure assessments accurately reflected the
resident's status for 1of 5 residents (Residents #1) reviewed for resident assessments. The facility
failed to ensure Resident #1's BIPAP was reflected on the quarterly MDS assessment dated [DATE].
BIPAP and oxygen were not reflected on her discharge MDS assessment dated [DATE]. This
deficient practice could place residents at risk of missed or inaccurate care.The findings include:
Record review of Resident #1's electronic face sheet dated 06/03/2026 reflected a [AGE] year-old
female admitted on [DATE]. Her diagnosis included: chronic obstructive pulmonary disease (condition
involving constriction of the airways and difficulty or discomfort in breathing). Record review of
Resident #1's quarterly MDS assessment dated [DATE] reflected under Section I Active Diagnoses
she had chronic obstructive pulmonary disease. She was noted to be oxygen therapy while a resident.
Non-invasive mechanical ventilator to include BIPAP was not checked. Record review of Resident
#1's comprehensive care plan dated 08/27/2024 reflected Focus, has oxygen therapy r/t CHF,
Interventions, resident refused BIPAP at times. Record review of Resident #1's discharge MDS
assessment dated [DATE] reflected under Section I Active Diagnoses she had chronic obstructive
pulmonary disease and was not noted to have oxygen or Bipap at discharge. Record review of
Resident #1's Active Orders as of 02/01/2026 reflected Apply VPAP at HS at 26, 8 with 35% setting
per PCP to achieve adequate ventilation, start date 09/08/2024, O2 at 2-4 L/Min continuous every
shift, start dated 09/07/2024. Record review of Resident #1's MAR dated 02/01/2026 to 02/28/2026
reflected she had VPAP placed on at nighttime each night from 02/01/2026 to 02/05/2026 and
refused it on 02/03/2026. Record review of Resident #1's MAR dated 05/01/2026 to 05/31/2026
reflected she had VPAP placed on at nighttime each night from 05/01/2023 until discharge from the
facility on 05/9/2026. She had oxygen at 2-4 L/Min continuous every shift from 05/01/2026 until
05/09/2026 when she was discharged from the facility. During an interview on 06/03/2026 at 2:10
pm, LVN A stated Resident #1 used oxygen continually up until discharge and she had BIPAP at night.
During an interview on 06/03/2026 at 2:30 pm, LVN B stated Resident #1 would use VPAP each night.
An interview with the MDS nurse on 06/04/2026 at 5:30 PM revealed Resident #1 was a resident at
the facility for years. MDS nurse stated it was her responsibility to ensure the accuracy of MDS when
she completed them. The MDS nurse stated resident used a trilogy machine as a non-invasive
mechanical ventilator. The MDS nurse stated resident used a trilogy machine for a while, but she
could not remember the start date. The MDS nurse stated the trilogy machine was not coded on the
most recent quarterly MDS dated [DATE], or on the discharge MDS dated [DATE]. The MDS nurse
stated resident's use and refusal to use the trilogy machine was documented on the resident's care
plan so there would have been little to no effect on the resident when the trilogy machine was not
coded on the MDS. The MDS nurse stated by not coding the trilogy machine as a non-invasive
mechanical ventilator could have resulted in the residents not getting the care they needed. When
asked for a facility policy on completing MDS, the MDS nurse stated the facility followed the RAI
manual when they completed MDS. An interview with the DON on 06/04/2026 at 6:15 PM revealed the
facility followed the RAI manual when they were completing an MDS. The DON stated Resident 1 was
(continued on next page)
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a long-term resident that used a trilogy machine. The DON stated a trilogy machine was like a
CPAP/BIPAP and should have been coded on the MDS under non-invasive mechanical ventilator. The
DON stated non-invasive mechanical ventilator was not coded on the most recent quarterly MDS,
dated [DATE], or on the discharge MDS, dated [DATE], for Resident #1. The DON stated the MDS
error could have resulted in the residents not getting the care or services they needed. The DON
stated the MDS nurses were responsible to ensure the accuracy of the MDS prior to submitting them.
Record review of the CMS Long-Term Care Facility Resident Assessment Instrument 3.0 User's
Manual, Version 1.20.1, dated October 2025 reflected The RAI process has multiple regulatory
requirements. Federal regulation required the assessment accurately reflects the resident's status.
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