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F 273 483.20{b)(2)()) COMPREHENSIVE F273
s5=8 | ASSESSMENT 14 DAYS AFTER ADMIT to the statement of
deficiency by the
A facility must conduct a comprehensive undersigned does not
assessment of a resfdent within 14 calendar days o
after admission, excluding readmissions in which constitute an admission that
there is no significant change in the resident's the deficiencies existed
physical or mental condition. (For purposes of and/or correctly cited and/or
this section, "readmission” means a return to the . .
facility following a temporary absence for require correction.
hospitalization or for therapeutic leave.)
F273 7/31/2011
This REQUIREMENT is not met as evidenced 1. Resident #7, #8, #9, and
by: #10’s 14-day initial
Based on record review and staff interview, the comprehensive assessment
facility failed to complete an initial comprehensive
assessment within fourteen days of admission for was completed on
4 of 4 newly admitted residents reviewed In the 7/14/2011.
;}Jr:;;yg:e:?cﬁizﬂesidents #7,8,9and 10} 2. Any resident who requires
a 14-day initial
1. Resident#7 was admitted on 6/13/11 with comprehensive assessment
cumulative diagnoses which included a fracture has th tential to b
neck of femur (hip bone). as the potential to be
‘ affected by this practice
Review of the medical record reviewed there was therefore an audit of
no Minimum Data Set (MDS) 14 day initial . -
comprehensive assessment. Interview on 7/6/11 residents requiring a 14-day
at 3:10 p.m. with the MDS coordinator revealed " initial comprehensive
[ am working on it {referring to the 14 day assessment was completed
assessment). We had a " slew of admissions " . .
by the MDS Coordinator and
A request was made on 7/6/11 at 4:45 p.m. o any issues noted were
view the MDS from the computer. The MDS .
coordinator indicated she was still working on the updated as appropriate.
14 day MDS initial assessment. Additionally, the 3. The MDS Coordinator will
MDS coordinator indicated that her focus has monitor daily calendar and
been working on the plan of correction for the last schedule in computer for any
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Any deficiency statement ending with an astensk (‘) denotes a def caency whrch the mstltubon may be excused from correcling providing it is determined that

Yo3/2011

other safeguards provide sufficient protection to the patients. {See instructions.} Except for nussing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correclion is provided. For nuesing 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 ¢ited, an approved plan of correction is requisite to conlinued

program participation.
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surveys conducted {referring to the complaint
surveys dated 5/18/11 and 6/14/11).

On 7/7111 al 9:30 a.m. an interview with the
director of nurses revealed she was unaware of
the incomplete 14 day MDS assessments. Her
expectation was that the staff makes her aware
80 that additional assistance would be provided.

On 7/7111 at 9:53 a.m. the MDS coordinator
provided the 14 day MDS initial assessment.

2. Resident#8 was admitted fo the facifity on
6/16/11 with cumulative diagnoses which included
Prostate cancer with mitosis top the pubic bone
and lung.

Review of the medical record reviewed there was
no Minimum Data Set {MDS) 14 day initial
comprehensive assessmant. Interview on 7/6/11
at 3:10 p.m. with the MDS coordinator revealed
I am working on it (referring to the 14 day
assessment). We had a " slew of admissions " .

A request was made on 7/6/11 at 4:45 p.m. to
view the MDS from the computer. The MDS
coordinator indicated she was still working on the
14 day MDS initial assessment. Additionally, the
MDS coordinator indicated that her focus has
been working on the plan of correction for the tast
surveys conducted {referring to the complaint
surveys dated 5/18/11 and 6/14/11).

On 7/7111 at 9:30 a.m. an interview with the
director of nurses revealed she was unaware of
the incomplete 14 day MDS assessments. Her
expectation was that the staff makes her aware
so that addilionat assistance would be provided.
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F 273 | Continued From page 1 F 273 admission assessments that

are opened and needs to be
completed by day 14 daily.

4, The DON and/or ADON
will audit 14-day initial
comprehensive assessment
weekly for 8 weeks and then'
monthly for 2 months. DON
will report monthly findings
to the Monthly QA&A
meeting for 4 months.
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3. Resident #9 was admitted on 6/15/11 with
cumulative diagnoses which included a left
fractured hip, anemia and glaucoma.

Review of the medical record reviewed there was
no Minimum Data Set (MDS) 14 day initial
comprehensive assessment. Interview on 7/6/11
at 3:10 p.m. with the MDS coordinator revealed "
I am working on it (referring to the 14 day
assessment). We had a " slew of admissions " .

A request was mads on 7/6/11 at 4:45 p.m. to
view the MDS from the computer. The MDS
coordinator indicated she was still working on the
14 day MDS Initial assessment. Additionally, the
MDS coordinator indicated that her focus has
been working on the plan of correction for the last
surveys conducted (referring to the complaint
surveys dated 5/18/11 and 6/14/11).

On 7/7M1 at 9:30 a.m. an interview with the
director of nurses revealed she was unaware of
the incomplete 14 day MDS assessments. Her
expectation was that the staff makes her aware
so that additional assistance would be provided.,

4, Resident#10 was admitted to the facility an
6/17/11 with cumulative diagnoses which included
Diabetes mellitus and altered mental status
change.

Review of the medical record reviewed there was
no Minimum Data Set (MDS) 14 day initial
comprehensive assessment. [nterview on 7/6/11
at 3:10 p.m, with the MDS coordinator revealed "
t am working on it (referring to the 14 day
assessment). We had a " slew of admissions " .
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A request was made on 7/6/t1 at 4:45 p.m. to
view the MDS from the computer. The MDS
coordinator indicated she was still working on the
14 day MDS initial assessment. Additionally, the
MDS coordinator indicated that her focus has
been working on the plan of correclion for the jast
surveys conducted (referring to the complaint
surveys dated 5/18/11 and 6/14/11).

On 7/7/11 at 9:30 a.m. an interview with the
director of nurses revealed she was unaware of
the incomplete 14 day MDS assessments. Her
expectalion was that the staff makes her aware
so that additional assistance would be provided.
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