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F 0641 Ensure each resident receives an accur ate assessment.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Potential Based on record review and staff interview, it has been determined the facility failed to accurately assess aresident in
for minimal harm the Minimum Data Set (MDS), reflective of the resident's status at the time of the assessment, relative to one of three
sampleresidents, 1D #1. Findings are as follows: Record review of Resident ID #1 revealed a primary [DIAGNOSES REDACTED].
Residents Affected - Some | Review of theinitial MDS assessment dated [DATE] for Resident 1D #1 revealed impairment to range of motion on both the
upper and lower extremities on one side of the body. A care plan dated 10/02/2019 for Resident ID #1 stated in part; .
history [MEDICAL CONDITION]/ L sided [MEDICAL CONDITIONS], and dysphagia . with appropriate interventions and goals.
Subsequent MDS assessments dated 12/26/2019, 02/17/2020 and 05/17/2020 fail to reflect any impairment to range of motion.

During an interview 06/04/2020 at 3:26 PM the MDS nurse responsible for Resident 1D #1 acknowledged the MDS assessments on
12/26/2019, 02/17/2020 and 05/17/2020 were inaccurate.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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