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§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident's status.

This REQUIREMENT is not met as evidenced
by:

Based on record reviews and staff interviews, the
facility failed to code Minimum Data Set (MDS)
assessments accurately in the area of discharge
status for 1 of 3 sample residents (Resident #76)
reviewed for closed records.

Findings included:

Resident #76 was admitted to the facility on
10/16/18 with diagnoses which included diabetes
Mellitus, acute kidney failure, chronic pain, and
hypertension.

Review of Resident #76's Discharge assessment
MDS dated 10/17/18 revealed the discharge
status under Section A2100 was coded as "Acute
hospital". Per the MDS, Resident #76 was coded
with intact cognition.

Review of progress notes dated 10/17/18
indicated Resident #76 was discharged home
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F641 Accuracy of Assessments

1) The plan of correcting the specific
deficiency. The plan should address the
processes that lead to the deficiency
cited: On 1/16/2019 the Resident Care
Management Director modified resident
#76’s assessment section A with an ARD
of 10/17/2018 to reflect the accurate
coding for the resident assessment. The
modification of the assessment was sent
to CMS on 1/16/2019 by the Resident
Care Management Director.

2) The procedure for implementing the
acceptable plan of correction for the
deficiency cited: The MDS assessment for
resident # 76 has been modified to reflect
the accurate coding of section A. An audit
was conducted on 1/16/2019 on the last
30 days of section A to ensure accuracy of
coding on resident assessments by the
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against medical advice on 10/17/18. Resident
#76 insisted that she could do better at home and
had signed the "Release from Responsibility for
Discharge" form which certified that she
understood the risks and consequences of
leaving the facility against the advice of the
attending physician and facility's Administrator.
Resident #76's family was notified at that time.

During an interview conducted on 01/15/19 at
4:10 PM, the Social Worker confirmed that
Resident #76 was discharged home on 10/17/18.

During an interview conducted on 01/15/19 at
4:27 PM, the Resident Care Management
Director (RCMD) further confirmed that Resident
#76 was discharged home on 10/17/18 against
medical advice. She was responsible for MDS
coding in the facility and acknowledged that it was
an error to code Resident #76's discharge status
as acute hospital. She stated the correct coding
should be "Community". The RCMD stated that
the incorrect coding was made by a Regional
Nursing Consultant who was no longer working in
the facility. She would correct the error and
re-submit the correction as soon as possible.

During an interview conducted on 01/16/19 at
8:35 AM, the Director of Nursing (DON) stated
Resident #76 was picked up by her sister on
10/17/18 and transported to her sister's home.
The DON stated the coding error was an isolated
incident caused by human error. It was her
expectation for all the MDS to be coded correctly
and transmitted within the required time frame.

Resident Care Management Director. On
1/29/2019 the Resident Care
Management Director (RCMD) was
in-serviced by the District Director of Care
Management on the accurate coding of
sections A on the MDS assessments.

3) The monitoring procedure to ensure
the acceptable plan of correction is
effective and that the specific deficiency
cited remains corrected and / or in
compliance with the regulatory
compliance: The Resident Care
Management Director will document
random audits for coding accuracy of
section A by auditing 5 residents per
month x 3 months to ensure compliance
is achieved and maintained. The Director
of Nursing will review the random audits,
and report findings of the audits monthly
to the QAPI committee monthly x 3
months.

4) The title of the person responsible for
implementing the acceptable plan of
correction: The Director of Nursing will be
responsible for the implementation of the
acceptable plan of correction.

5) Dates when corrective action will be
completed: January 29, 2019.
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