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F 0636

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Assess the resident completely in a timely manner  when first admitted, and then
 periodically, at least every 12 months.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on record review and interview, the facility to ensure a comprehensive Minimum Data Set (MDS) assessment was
 completed to identify the resident's care needs for 1 (Resident #1) of 3 (Resident #1, #2, and #3) sampled residents whose
 MDS assessments were reviewed. This failed practice had the potential to affect 98 residents who resided in the facility,
 according to the Resident Census List provided by the Administrator on 8/24/2020. The findings are: 1. Resident 1 was
 admitted on [DATE] with [DIAGNOSES REDACTED]. The Medicare 5 Day Minimum Data Set (MDS) with an Assessment
Reference Date
 (ARD) of 1/23/2020 documented the resident scored 8 (8-12 indicates moderately impaired) on a Brief Interview for Mental
 Status (BIMS); required extensive two-person assistance for bed mobility, transfers, and toilet use; required extensive
 one-person assistance for dressing and personal hygiene; and required limited one-person assistance for eating. The
 resident discharged    om 7/2/2020. a. As of 8/24/2020 at 12:45 p.m., the resident had an Entry MDS, a 5-Day MDS, and a
 Discharge MDS for review. b. On 8/24/2020 at 1:00 p.m., MDS Coordinator #2 was asked, Can you tell me if an Admission MDS
 and a Quarterly MDS was completed? She stated, No, they were not. I guess we just missed it. There isn't one. c. On
 8/26/2020 at 11:15 a.m., the Director of Nursing was asked, Should an Admission MDS be completed on all residents who are
 admitted  ? She stated, Yes. She was asked, If a resident is in a facility for 6 months, should a Quarterly MDS have been
 done? She stated, Yes. d. A facility policy titled Resident Assessment provided by the Administrator on 8/25/2020 at 11:00
 a.m. documented, .The facility shall complete resident's assessment via MDS 3.0 according to the RAI (Resident Assessment
 Instrument) guidelines . Assessment Reference Date (ARD) . (Item A2300) . No later than 14th day of resident's admission .

F 0638

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Assure that each resident's assessment is updated at least once every 3 months.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on record review and interview, the facility to ensure a Quarterly Minimum Data Set (MDS) assessment was completed to
identify and update the resident's care needs for 1 (Resident #1) of 3 (Resident #1, #2, and #3) sampled residents whose
 MDS assessments were reviewed. This failed practice had the potential to affect 98 residents who resided in the facility,
 according to the Resident Census List provided by the Administrator on 8/24/2020. The findings are: 1. Resident 1 was
 admitted on [DATE] with [DIAGNOSES REDACTED]. The Medicare 5-Day Minimum Data Set (MDS) with an Assessment
Reference Date
 (ARD) of 1/23/2020 documented the resident scored 8 (8-12 indicates moderately impaired) on a Brief Interview for Mental
 Status (BIMS); required extensive two-person assistance for bed mobility, transfers, and toilet use; required extensive
 one-person assistance for dressing and personal hygiene; and required limited one-person assistance for eating. The
 resident discharged on [DATE]. a. As of 8/24/2020 at 12:45 p.m., the resident had an Entry MDS, a 5-Day MDS, and a
 Discharge MDS for review. b. On 8/24/2020 at 12:55 p.m., MDS Coordinator #1 was asked, If a resident is here for 6 months,
 should a Quarterly be done? She stated, Yes. b. On 8/24/2020 at 1:00 p.m., MDS Coordinator #2 was asked, Can you tell me if an
Admission MDS and a Quarterly MDS was completed? She stated, No, they were not. I guess we just missed it. There isn't
 one. c. On 8/26/2020 at 11:15 a.m., the Director of Nursing was asked, Should an Admission MDS be completed on all
 residents who are admitted  ? She stated, Yes. She was asked, If a resident is in a facility for 6 months, should a
 Quarterly MDS have been done? She stated, Yes. d. A facility policy titled Resident Assessment provided by the
 Administrator on 8/25/2020 at 11:00 a.m. documented, .The facility shall complete resident's assessment via MDS 3.0
 according to the RAI (Resident Assessment Instrument) guidelines . Assessment Reference Date (ARD) (Item A2300) No later
 than ARD of previous OBRA (Omnibus Budget Reconciliation Act) Quarterly Assessment (plus) 92 calendar days .
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