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No deficiencies were cited as a result of the
complaint investigation survey conducted on
8/18/2016. Event #FBJE11.

F 278 | 483.20(g) - (j) ASSESSMENT F 278 9/4/16
ss=D | ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the
resident's status.

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes another individual
to certify a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced

by:
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 09/02/2016

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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Based on observation, record review and
interviews with staff, the facility failed to
accurately code Preadmission Screening and
Resident Review(PASRR) (section A1500) on the
Minimum Data Set(MDS) for 1 of 1 sampled
resident (Resident # 76 ).

Findings included:

Resident # 76 was admitted to the facility on
5/8/2016 with diagnoses which included
hypertension,hyperlipidemia,anxiety, depression
and manic depression. The annual MDS
(Minimum Data Set) dated 5/15/2016 indicated
the resident's cognition was intact. The MDS did
not indicate the resident received PASRR
(Preadmission screening and Resident Review)
level Il services.

On 8/17/2016 at 10:00 AM, the MDS nurse was
interviewed. She acknowledged that the resident
did have a diagnosis of mental illness and it
should have been coded on the MDS under
section A1500 because the resident was
receiving PASRR services.

On 8/17//2016 at 10:30 AM, the Social worker
was interviewed. She reported that it was her
responsibility to notify the MDS coordinator about
the residents at the facility receiving PASRR
services. She added that she will make sure in
the future she notifies the MDS coordinator about
the residents at the facility receiving PASRR
services.

On 8/17/2016 at 2:00 PM, the Director of Nursing
(DON) was interviewed. She acknowledged the
annual MDS dated 5/15/2016 should have coded
the resident as receiving (PASRR) services. She
added her expectation was for MDS nurse to
accurately code the MDS information.

What Corrective action will be
accomplished for the residents found to
have been affected by the deficient
practice?

Correctly code the PASRR on the MDS
set for the sampled resident.

How will you identify other residents
having the potential to be affected by the
same deficient practice and what
corrective action will be taken?

100% audit of all PASRRs for all active
residents and modifications made to
those incorrectly coded. Completed by
9/4/16.

What measures will be put in place or
what systemic changes will be made to
ensure that the deficient practice will not
reoccur

1.MDS to correctly code all current Level
Il PASRRs.

2.1DT to bring charts of residents who
were newly admitted/readmitted to the
facility to the morning meeting the next
business day after admission/readmission
date and review for Level Il PASRR
criteria effective 9/4/16.

3.Level I PASRR will be kept along with
current admitting FL2 in the resident’s
chart behind the admission record tab and
also in notebook located in Social
Workers Office.

4.1DT to review MDS coding of A1500
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prior to closing of the comprehensive
assessments.

5.In-service MDS nurse and MDS
coordinator, Admissions Director and
Social worker as to placement of the
Level Il PASRR in the medical chart by
9/4/16.

How will the corrective action be
monitored to assure that the deficient
practice will not reoccur, i.e., what quality
assurance program will be put in place for
monitoring to assure continued
compliance.

A review of the LEVEL Il PASRR will be
done weekly x 4, then monthly x 3. All
findings will be taken to Pl committee
monthly x 3.

Results of the audits will be presented in
QAPI by the MDS director.
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