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Ensure each resident receives an accur ate assessment.
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Complaint #NJ 639 Based on observation, interview, and record review, it was determined that the facility failed to assess
aresident's statusin the Minimum Data Set (MDS), an assessment tool used to facilitate the management of care accurately. This
deficient practice was identified for 1 of 5 residents reviewed, Resident #1. This deficient practice was evidenced by the following: On
8/6/20 at 9:10 AM, the surveyor observed Resident #1 inside their room, lying in bed with the call bell

within reach. The resident informed the surveyor that he/she had afall incident in the facility. The resident was unable

to remember the exact details of the fall incident. A review of the resident's Face Sheet, an admission summary, revealed

that Resident #1 had [DIAGNOSES REDACTED]. A review of the resident's MDS dated [DATE] and 4/4/20, showed that the
resident's score for cognitive skills for daily decision making was two, indicating moderate cognitive impairment. Further

review of both the 1/15/20 and 4/4/20 MDS, revealed that the resi dent had afall incident with no injury documented. A

review of theresident's fall Care Plan (CP), dated 1/15/20, revealed the resident had afall incident in the resident's

bathroom and sustained swelling to the left upper eyebrow. The CP Intervention revealed, Sent to ER for eval. Further

review of the CP showed that the resident had another fall incident on 3/29/20 with interventions to complete body

assessment, resident encouraged to call for assistance and therapy screen. A review of the 1/14/20 Incident/Accident (1/A)

Report showed that Resident #1 had afall incident and sustained slight swelling on the left eyebrow with an order to

transfer to the hospital for further evaluation. Review of the 3/29/20 1/A Report revealed that the resident had afall

incident with no injury. A review of the Clinical Notes dated 3/29/20 at 11:00 PM after the fall incident revealed that the resident had
complained of back pain and was medicated with Tylenol, which was determined to be effective. On 8/6/2020 at

11:35 AM, the surveyor interviewed the Licensed Practical Nurse/MDS Nurse (LPN/MDS Nurse), who informed the surveyor that
she was responsible for completing the MDS assessment with oversight from the Director of Nursing (DON) who was a

Registered Nurse. The LPN/MDS Nurse indicated that it was the DON who signed and acknowledged the MDS assessment was
correct and completed. She further stated that the DON who signed the 1/15/20 and 4/4/20 MDS was not the current DON. At

that same time, the LPN/MDS Nurse informed the surveyor that the 1/15/20 MDS should have captured the fall with injury, and the
4/4/20 MDS should have captured the back pain. She further stated, | followed the Resident Assessment Instrument (RAI)

manual. On 8/6/20 at 12:11 PM, the LPN/MDS Nurse informed the surveyors that she rechecked the RAI Manua and acknowledged
that sheincorrectly coded the 1/15/20 and 4/4/20 MDS. On 8/6/20 at 1:03 PM, the survey team met with the Administrator,

DON, and Regiona Nurse to discuss the above concerns. A review of the CMS's RAI Version 3.0 Manual updated October 2019
provided by the LPN/MDS Nurse titled, J1900: Number of Falls Since Admission/Entry or Reentry or Prior Assessment
documented under Page J-32 Definitions of No injury-no evidence of any injury is noted on the physical assessment by the

nurse or primary care clinician; no complaints of pain or injury by the resident; no change in the resident's behavior is

noted after the fall, and Injury except major-includes skin tears, abrasions, lacerations, superficial bruises, hematomas,

and sprains; or any fall-related injury that causes the resident to complain of pain. NJAC 8:39-11.2(e)1; 27.1(a)
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