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SS=D

Accuracy of Assessments

CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.  

The assessment must accurately reflect the 

resident's status.

This REQUIREMENT  is not met as evidenced 

by:

F 641 1/15/19

 Based on staff interviews and record review, the 

facility failed to accurately code the Minimum 

Data Set (MDS) related to cognition for 1 of 6 

sampled residents who required a MDS (Resident 

#2).

The findings included:

Resident #2 was admitted to the facility on 

09/01/17 with diagnoses which included traumatic 

brain injury and seizures.

Review of Resident #2's annual Minimum Data 

Set (MDS) dated 11/22/18 revealed Resident #2's 

inability to complete a BIMS (Brief Interview for 

Mental Status) interview.  The MDS documented 

a staff interview conclusion of short term and 

long-term memory loss.  The MDS indicated 

Resident #2 had severely impaired cognitive skills 

for decision making and required an interpreter to 

communicate with doctor or health care staff.

Review of a Nurse Practitioner (NP) note dated 

01/03/19 revealed Resident #2 was alert and 

oriented to person, place and time.  

Interview with Resident #2 on 01/03/19 at 8:45 

AM revealed Resident #2 nodded accurately yes 

or no to questions. 

Interview with Nurse #1 on 01/03/19 at 8:50 AM 

revealed Resident #2 understood but did not 

 1) To correct the deficient practice the 

Minimum Data Set was modified for 

resident #2 on 1/15/19.   

2) To ensure other residents were not 

affected by this an audit of all residents 

that received coding of severely impaired 

over the past 60 days was complete by 

MDS personnel.  No other issues were 

identified.    

3) Facility MDS personal in-serviced on 

1/15/19 by corporate MDS consultant on 

accurate staff coding for section C 

according to RAI guidelines.  MDS 

personnel to audit 5 section C 

assessments daily for 5 days, weekly for 2 

weeks, and monthly for 3 months.  

4) Results of audit will be brought to 

quarterly Quality Assurance and 

Performance Improvement meeting for 6 

months.   Review and revisions will be 

made as necessary.
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F 641 Continued From page 1 F 641

speak English.  Nurse #1 explained Resident #2 

was independent in all activities of daily living and 

decision-making.

Interview with Nurse Aide (NA) #1 on 01/03/19 at 

10:45 AM revealed Resident #2 was alert, knew 

his room location, and was independent in 

decision-making.

Interview with NA #2 on 01/03/19 at 11:07 AM 

revealed Resident #2 was independent in 

decision-making and oriented to person, place 

and time.

Interview with Nurse #2 on 01/03/19 at 11:11 AM 

revealed Resident #2 was alert and oriented to 

person, place, time and situation.

Interview with the Director of Nursing (DON) on 

01/03/19 at 11:15 AM revealed Resident #2 was 

alert and oriented.  The DON reported Resident 

#2 was independent in decision-making.

Interview with the NP on 01/03/19 at 11:35 AM 

revealed Resident #2's cognition was intact with 

independent decision-making skills.

Interview with the Administrator on 01/03/19 at 

12:02 PM revealed the MDS Coordinator 

completed Resident #2's cognition assessment 

and was not available for interview.  The 

Administrator reported he expected Resident #2's 

MDS to be accurately coded.

Interview with MDS consultant on 01/03/19 at 

2:28 PM revealed the MDS should be accurately 

coded.  The MDS consultant reported her 

interviews of direct care staff confirmed Resident 

#2 was cognitively intact and not confused.
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