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CFR(s): 483.20(g)(h)(i)(j}
§483.20(g) Accuracy of Assessments.
The assessment must accurately reflect the resident's

status.

§483.20(h) Coordination. A registered nurse must
conduct or coordinate each assessment with the
appropriate participation of health professionals.

§483.20(i) Certification.

§483.20(i)(1) A registered nurse must sign and certify
that the assessment is completed.

§483.20(i)(2) Each individual who completes a portion
of the assessment must sign and certify the accuracy of
that portion of the assessment.

§483.20(j) Penalty for Falsification,

§483.20(j)(1) Under Medicare and Medicaid, an
individual who willfully and knowingly-

(i) Certifies a material and false statement in a
resident assessment is subject to a civil money penalty

F641

Corrective action for residents found
to have been affected by this
deficiency:

Resident number 1 was kept safe.
Roommate that was involved was
moved to another room immediately
on 7/7/25. Resident 1 was monitored
for any signs and symptoms of
emotional distress, none noted.

On 8/5/25, MDS consultant gave one
on one in-service and education to
SSA 1 regarding proper and accurate
behavioral coding, i.e. resident
exhibiting wandering behavior.
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(i) Causes another individual to certify a material

and false statement in a resident assessment is subject
to a civil money penaity or not more than $5,000 for
each assessment.

§483.20(j)(2) Clinical disagreement does not constitute
a material and false statement.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review the facility

failed to ensure one out of three sampled residents
(Resident 1) had an accurate resident assessment (the
process of systematically evaluating a resident's

needs, strengths, and preferences to promote quality of
life) on the Minimum Data Set ([IMDS]- resident
assessment tool) assessment for wandering (a resident
tendency to move about aimlessly repeatedly).

This deficient practice of not accurately documenting
on the MDS of Resident 1 wandering behavior placed the
residents at risk of not receiving accurate treatment

Findings:

During a review of Resident 1's Admission Record, the
Admission Record indicated Resident 1 was admitted to
the facility on 4/17/2020 and was readmitted on
1/22/2021. Resident 1 diagnoses Alzheimer's Disease (a
disease characterized by a progressive decline in
mental abilities), anxiety {a vague, uneasy feeling of
discomfort or dread), and dementia (a progressive state
of decline in mental abilities).

During a review of Resident 1’s History and Physical
(H&P), dated 7/28/2024, the H&P indicated Resident 1
did not have the capacity to understand and make
decisions.

During a review of Resident 1's MDS, dated 4/18/2025,
had indicated Resident 1's cognition (ability to learn,
reason, remember, understand, and make decisions) was
severely impaired. The MDS indicated Resident 1

exhibited behavioral symptoms such as hitting,

screaming, and rummaging. The MDS indicated Resident 1
required partial/moderate assistance (helper does less
than half the effort. Helper lifts, holds, or supports

trunk or limbs, but provides less than half the effort

) from staff for personal hygiene and dressing.

During a record review of Resident 1's progress notes,
dated 1/31/2025 and 4/9/2025, the progress note

be affected by this deficiency:

On 8/5/25, MDS coordinator reviewed
residents with behavior emphasizing on
residents with wandering behavior.
None were noted.

Measures that will be implemented to
monitor the continued effectiveness of
the corrective action taken to ensure
that this deficiency has been corrected
and will not reoccur:

On 8/5/25, MDS consultant provided an
in-service and education training to
MDS nurses and Social Services staff in
regards to proper and accurate behavior
assessment and coding.

MDS accuracy will be reviewed by IDT
member to ensure behaviors were
accurately captured and documented
during admission record review and
scheduled residents’ care conference.

MDS consultant will validate compliance
twice a month as scheduled. Findings
will be reported to DON for follow up.

Measures that will be put into place to
ensure that this deficiency does not
reoccur:

The above POC will be reviewed in the
QAPI committee for 3 months and as
needed thereafter. Administrator and/or
Designee will report trends.
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indicated Resident 1's risk factor was wandering
behavior.

During a record review of Resident 1’s progress notes,
dated 3/24/2025, indicated Resident 1 was monitored for
taking other resident belongings while propelling

herself throughout the facility.

During a record review of Resident 1's care plan
titled, “Resident has a behavior of entering other
resident’s room, dated 3/25/2025, the interventions
monitor resident's whereabouts and direct her into her
room when observed entering other resident’s room.

During a record review of Resident 1's MDS, dated
4/18/2045, the MDS indicated Resident 1 did not exhibit
wandering behavior.

During an interview on 7/15/2025 at 2:07 p.m. with
Certified Nursing Assistant (CNA) 1, the CNA stated
Resident 1 did wandered and tried to go into other
Residents' rooms. CNA 1 stated Resident 1 attempted to
go into other Residents' rooms daily and needed to be
redirected.

During a concurrent interview and record review on
7/15/2025 at 2:41 p.m. with MDS Coordinator Nurse,
Resident 1’s MDS, dated 4/18/2025, indicated Resident 1
did not exhibit wandering behavior. A review of

facility's policy and procedure (P&P) titled, “Resident
Assessment Instrument,” dated 10/2023, indicated each
discipline assigned to complete the designated section
of the MDS assessment is responsible for the accuracy
of the information. The MDS Coordinator Nurse stated
the MDS should reflect the condition of the resident so
the staff can manage the condition of the resident.

During a concurrent interview and record review on
7/15/2025 at 3:00 p.m. with Director of Nursing (DON),
Resident 1's MDS, dated 4/18/2025, indicated Resident 1
did not exhibit wandering behavior. The DON stated the
MDS was not accurate, and Resident 1 did exhibit
wandering behavior. The DON stated MDS should coincide
with the behavior of the residents.

During a concurrent interview and record review on
7/15/2025 at 4:05 p.m. with Social Service Assistant
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(SSA) 1, Resident 1's MDS, dated 4/18/2025, indicated
Resident 1 did not exhibit wandering behavior. SSA 1
stated the MDS was presented that she was not a
wanderer, and the nursing staff is presenting that
Resident 1 was a wanderer. SSA 1 stated it was
important to accurately document the MDS to provide
accurate care for Resident 1.

During a review of facility's policy and procedure

(P&P) titled, "Resident Assessment Instrument,” dated
10/2023, the P&P indicated each discipline assigned to
complete the designated section of the MDS assessment
is responsible for the accuracy of the information.
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