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A Minimum Data Set (MDS) Staffing Focus
Survey was conducted on 07/07/15 - 07/09/15.
Deficient practice was identified at "D" lavel.
F 278 | 483.20(g) - (J) ASSESSMENT F 278| The facility will ensure the resident
ss=p | ACCURACY/COORDINATION/CGERTIFIED Minimum Data Set (MDS) accurately
reflects the residents status. The
facility medified assessments on
residents #5 and #8 to reflect
A registered nurse must conduct or coordinate diagnosls of Urinary Track Infections.
each assessment with the appropriate The Director of Nursing and/or Assistant
participation of health professionals. Direcior of Nursing will audit

assessments completed

The assessment must accurately reflect the
rasident’s status,

A registered nurse must sign and certify that the

assgssment is complated. within the last sixty days for
residents who received antibiotic
Each individual who completes a portion of the therapy or other treaiment

+ assessment must sign and certify the accuracy of

| that postion of the sssessment for Urinary Tract Infections

ordered by a physician,
Under Medicare and Medicald, an Individual who | clinical nurse spacialist or other
willfully and knowingly certifies a maternial and | authorized licensed staff as permitted
false statement in a resident assessment is ' by law to determine if MDS

subject to a civil money penalty of not mora than
$1,000 for each assessment; or an individual who

| assessment accurately refiects the

willfully and knowingly causes another Individual residents status and will modify
to certify a material and false statement in a MDS If deficient practice Is identified
resident assessment is subject o a civil money if all the following criteria is met: diagnosis
e e of UTI by & physician, clinica! nurse
assessment. .
speciallst or other authorized licensed

Clinical disagreement does not constitute a staff as permitted by state law;

| material and false statement. exhibition of signs and symptoms

atiributed to UIT, pain or tendemess
in flank, confusion or change in mental
status, change in character of uring;
e "Slgnrﬂcant Laboratary ﬂnding"; |

LABGRATORY D! ] on:bho@z E : LE ") DATE
( 7 ? 2.Texe. AW g/?/ ]Lﬁé

Any daﬂdenm ﬂm ‘with an asterisk (*) dencias a deficlency wh & Ins! n may be axcusad from correcting providing it is determined thal A
other safeguards pravide sufficient prolection to the patients. (See Instructions.} Excapt for nursing homas, the findings statad abova are disclosable 80 days
following the data of survey whether or nol a plan of correction Is provided. For nursing homes, the above findings and plane of cofrection are disclosable 14

days following the data thesa docurnents are made avallable {o the facilily. If deficlancies are citsd, an approvad plan of correctlon Is requisite to continued

program parilcipation.

This REQUIREMENT is not met as evidenced
by:
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F 278 | Continued From page 1 F 278| and current medication or treatment
Based on Interview, record review, and review of for a UTI in the last 30 days by 8/15/15.,
the Resident Assessment Instrument (RAI) User Home Office Clinical Support compleied
Manual Version 3.0 it was detarmined the facility education with facillty nurses
failed to ensure two (2) of ten (10) sampled s o tyl o tt::mp:tatl:g
residents (Residants #5 and #8) were accurately assessments relaled lo the ariteria
assessed fo refiect a diagnosis of Urinary Tract and RA| Manual requirements
Infection (UTY). for accurately coding a diagnosis of UTI
. ) on 7/29/15,
e Home Office Clinical Support will audit
Review of the RA| manual, last updaled 2015, MDS Assessments completed
revealed Item 12300 Urinary tract infection (UTI) over the next sixty days for residents
had a look-back period of 30 days for aclive who are or have received medication or
disease insttead °;7b23y5&;h'5 Iarlefa :f t?teh treatment for a Urinary Tract Infection
assessment was coded only if all of the
following were met: dlagnosis of a UT! in the last to ensure an accurate MDS was
30 days by a physician, nurse practitioner, completed and will madify MDS
physician assistant, or dinical nurse specialist or assessment If deficient practice is
other authorized licensed staff as parmitted by identified.
state law; exhibition of sign or SV;'"I;‘:';‘ at"ib:“’d Home Office Support will submit audits
to UTI, which may or may not inciude but not ba to the Quallty Assurance Committee
limited to fever, urinary symptems (e.g.,
peri-urethral site burning sensatian, frequent for review and recommendations for
urination of small amounts), pain or tenderness in additional corrective action if deficient
flank, confusion or change In mental status, practice is identified. The facility
Esnzgﬂ?c:nﬁ:l:z::; ;fﬁ"’:{;eg(:.;%ﬁgy:::gghg will monitor on-going compliance
I
physician should determine the level of significant through semi-annual Peer Reviews and
laboratory findings and whether or not a culture Clinical Assessment Tools. 8121115
should be obtained); and current medication or
treatment for a UTI in the last 30 days.
1. Raview of Resident #8's medical record
revealed the facility readmitted the resident on
05/20/15 with diagnoses that included Malignant
Neoplasm of the Vulvar, Malignant Neoplasm of
the Kidney, Infection of the Urinary Tract, Fistula,
and Digesfive/Genital Infection. Review of the
30-day Medicare Required Prospective Payment
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System (PPS) Minimum Data Set (MDS)
assaessment with an assessment reference date
{ARD) of 06/26/15 revealed item 12300 UTI was
not checked that Resident #8 had a UTl in the
past 30 days.

Continued review of the medical record revealed
a Physician's telephone order dated 06/02/15 for
a urinalysis and culture and sensitivity (C&S) due
to symptoms of buming and cloudy urine. Review
of an order dated 08/05/15 revealed an arder for
Levaquin (an antiblotic) 250 milligrams (mg) by
mouth four fimes a day for five days for Urinary
Tract Infection. Continued review of the
physician's orders revealied an orler for Macrobid
{an antiblotic) 100 mg two times a day for fen
days and o stop the Levaquin. Raview of the
CA&S reported on 06/05/15 revealed Escherichia
Coll greater than 100,000 colony forming units
(CFUYmilliliter {ml).

Interview with the RN MDS Coordinator on
07/08/15 at 10:45 AM revealed afier reviewing the
medical record, that Resident #8 had the
symptoms, significant laboratory resuits, the
treatment, and Physlcian diagnosis, She stated
UTI should have been coded on the MDS.

Interview with the Campus Support Resident
Assessment Coordinator on 07/08/15 at 2:30 PM
revealed she had reeducated the MDS
Coordinators to anly code UTI per the RA!
manual, when all four criteria of a UT) wera mat
She stated thay were previously “over-coding”
UTls.

2. Review of tha medical record revealed the
facility admitted Resident #5 on 01/25/14 with

diagnoses that included Congestive Heart
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Failure, Hyperlipidamia, Dementia, Anxiety,
Depression, and Atrial Fibrillation. A review of the
Quarterly Minimum Data Set (MDS) with an ARD
of 05/27/15, revealed in section CO500 a Brief
Interview for Mental Status {BIMS) score of 03,
revealing the resident was sevarely cognitively
impaired and not interviewable.

Review of the Infaction Assessment and Review
shaet dated 05/21/15 revealed Resident#5 had a
mental status change which included extreme
confusion and hallueinations. Review of the urine
analysis (UA) and culture and sensitivity ({C&S)
lab report dated 05/21/15 revealed a UA and C3S
was ordered and collected per physician's order,
Confinued review of the UA and C&S lab report
dated 05/24/15 revealed the resident's culture to
be Escherichia Coli greater than 100,000 CFU/mi1
and was sensitive to Tetracycline. Review of a
Physician Telephone Order sheet dated 05/24/15
revealed an order for Tetracycline 500 mg orally
two times daily for seven days for Urinary Tract
Infection {UTT),

Review of the Quarterly MDS dated 05/27/15,
section 12300, revealed no documsnted evidence
that Resident #5 had a UT1 in the last 30 days.

Interview on 07/09/15 at 4:51 PM with the MDS
Coordinator revealed the resident met the four
criteria for having a UTI, which included
symptoms, documented lab report, treatment,
and diagnoses, and should have been coded on
the MDS as having a UT1 within the past 30 days.

Interview on 07/09/15 at 5:18 PM, with the
Campus Support Resident Assessment
Coordinator revealed it was her expectation for
the MDS nurses to follow the Resident
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