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Based on record review and staff interview, the
facility failed to accurately code a quarterly
Minimum Data Set (MDS) assessment in the area
of falls for 1 of 11 sampled residents (Resident #
43).

The findings included:

Resident # 43 was admitted to the facility on
02/18/2016 with diagnoses including but not
limited to: Peripheral Vascular Disease, History of
Falls, Hypertension, Diabetes Mellitus, Vascular
Dementia, Failure to Thrive, and Altered Mental
Status.

Review of a Quarterly MDS assessment dated
08/05/2016 revealed the resident was moderately
cognitively impaired. The assessment indicated
resident #43 required extensive assistance with
one person physical assistance for bed mobility,
locomotion, dressing, eating, toileting, and
personal hygiene. The resident required
extensive assistance with two plus person
physical assistance for transferring and walking in
room. The assessment also indicated the
resident had no falls in the last 2-6 months prior
to admissian/re-entry.

Review of an MDS dated 7/27/16, coded as a
discharge assessment - return anticipated,
revealed the resident was discharged from the
facility on 7/27/16.

Review of an MDS dated 7/30/16, coded as an
Entry tracking MDS, revealed the resident
re-entered the facility on 7/30/186.

A review of nursing notes and incident reports
revealed that the resident had falls on the
following dates: 5/5/16, 5/6/16, 5/30/16, and
6/22/16 indicating that the resident had fallen in
the last 2-6 months prior to admission/re-entry.
An interview was conducted with MDS
coordinator # 1 on 9/28/16 at 10:48 AM. During
this interview she stated the Quarterly MDS dated
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nurses were inserviced by the
administrator on the need to check
the box (11700A and J1700B) if their
assessment indicates the resident
has fallen as per the RAl and the box
should be checked to indicate a
recent history of falls.

qlzalite

All readmission, admission and
quarterly assessment will be audited
for proper coding by the Director of
Nursing daily for two weeks and then
prn monthly for three months.
Results of the audits will be
presented to the Quality Assurance
and Performance Improvement
(QAPI) committee by Director of
Nursing or Administrator for
recommendations and changes as
indicated and will continue as
needed until sustainable compliance
is achieved
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08/05/16 was coded for no falls in the 2-6 months
prior to admission/re-entry. She stated, " | guess
| was thinking re-entry started the whole process
over again. Let me check the Resident
Assessment Instrument (RAI) manual for
clarification. " After consulting the RAl manual
MDS coordinator # 1 indicated that the MDS
assessment should have been coded as yes, that
the resident did have falls in the 2-6 months since
admission/re-entry.

An interview conducted with the Director of
Nursing (DON) on 9/28/16 at 10:57 AM revealed
she expected the MDS assessments to be coded
per the RAlI manual.

An interview conducted with the Administrator on
09/28/16 at 12:45 PM revealed that he expected
the MDS to be coded per the RAI manual.
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