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F 0641 Ensure each resident receives an accur ate assessment.

Level of harm - Minimal Based on observation, record review, and staff interviews, the facility failed to maintain an accurate comprehensive

harm or potential for actual | assessment for 1 of 37 residents reviewed for comprehensive assessment. (Resident #72) The findings include: An observation on

harm 3/8/20 at 9:47 AM of hospice Resident #72 was laying on his right side with contracted legs in the fetal position

wearing a hospital gown. Resident # 72 was awake and alert. Verbal communication with resident was unintelligible. An
Residents Affected - Few interview with Resident's #72's family on 3/8/20 at 1:57 PM, revealed the resident is unable to participate in his care due to his
condition and he is unable to remember family member's names. A record review was conducted on [DATE] at 9:51 AM on

Resident #72. On 2/12/20 a Significant Change was documented in the Minimum Data Set (MDS) assessment. |n the assessment,

it was documented the resident had bed mobility, transfer activity, and toileting that occurred once or twice by the

resident. On 1/31/20 an Annual MDS assessment was made on the resident. In this assessment, it was documented the resident
needed extensive assistance by staff to assist with bed mobility, transfer activity, and toileting. An interview was

conducted with Employee A, MDS Coordinator, on 3/11/20 at 9:41 AM. A review of the MDS assessment for Significant Change on
2/12/20 and the Annual MDS assessment on 1/31/20 was conducted with Employee A. Employee A stated the update was made by
Employee B. Employee A confirmed the MDS assessment for Significant Change on 2/12/20 was not an accurate assessment of
Resident #72. Employee A stated the resident has not been able to change his bed position or transfer himself for along

time. Employee A stated the Annual MDS assessment made on 1/31/20 was a more accurate assessment of Resident #72. A second
interview with Employee A was conducted on 3/11/20 at 1:42 PM. Employee A stated she spoke with Employee B. Employee A
stated Employee B created the Significant Change on 2/12/20 because one had not been done when the resident was placed on

hospice in July of 2019. Employee A confirmed again the Significant Change MDS assessment on 2/12/20 was not an accurate
assessment of Resident #72.
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