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Residents Affected - Few

Ensure each resident receives an accurate assessment.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to have assessments that accurately reflected the status of one
 (Resident #1) of five residents reviewed for resident assessments. The facility failed to ensure Resident #1's Quarterly
 Minimum Data Set (MDS) Assessment reflected his current wound/[MEDICAL CONDITION]. This failure placed residents at risk
of not having accurate assessments, which could compromise their plan of care. Findings included: Review of Resident #1's Face
Sheet, dated 09/17/20, reflected he was a [AGE] year-old male admitted to the facility on [DATE], with [DIAGNOSES
 REDACTED]. Resident #1 was readmitted to the facility on [DATE]. Review of Resident #1's comprehensive care plan, undated,
 revealed the resident had potential impairment to skin integrity related to decreased mobility. The care plan reflected
 Resident #1 had a diabetic ulcer to his right lateral malleolus. Review of Resident #1's Weekly Surgical Note, dated
 06/10/20, reflected right lateral malleolus diabetic wound. Review of Resident #1's quarterly Minimum Data Set (MDS), dated
[DATE], reflected Resident #1 had none of the above marked under the section M for other ulcers, wounds and skin problems
 which included [MEDICAL CONDITION]. During an interview with the MDS Coordinator on 09/17/20 at 10:07 AM she stated she
 completed Resident #1's Quarterly MDS Assessment, dated 06/23/20. She stated the resident's wound was on his care plan and
 should have been on the MDS as well. She stated it was an oversight and should have been identified on his MDS Assessment.
 During an interview with the DON on 09/17/20 at 10:10 AM she stated MDS Assessments were supposed to reflect any wounds the
resident had acquired. She stated the individual who completed the MDS Assessment could determine if a resident had a wound by
assessing the resident, and/or reviewing the resident's clinical record. She stated any changes in status, including
 wounds, should be reflected on the resident's MDS Assessments. Review of the facility's policy Resident Assessment
 Instrument, dated September 2019, revealed: .3. The purpose of the assessment is to describe the resident's capability to
 perform daily life functions and to identify significant impairments in functions capacity.
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