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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Assess the resident completely in a timely manner  when first admitted, and then periodically, at least every 
12 months.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43184

Based on clinical record reviews, review of facility documentation, facility policies, and interviews for eight (8) 
of ten (10) sampled residents (Resident #2, #3, #4, #5, #6, #7, #8, and #10) who were reviewed for the 
completion of a current Minimum Date Set assessment, the facility failed to ensure the assessments were 
completed within the fourteen (14) day timeframe requirement. The findings include:

 Resident #2 had a quarterly Minimum Data Set, dated dated dated [DATE] with the status of in process. 

 Resident #3 had an annual Minimum Data Set, dated dated dated [DATE] with the status of in process.

 Resident #4 had a quarterly Minimum Data Set, dated dated dated [DATE] with the status of in process.

 Resident #5 had an annual Minimum Data Set, dated dated dated [DATE] with the status of in process.

 Resident #6 had an annual Minimum Data Set, dated dated dated [DATE] with the status of in process.

 Resident #7 had an annual Minimum Data Set, dated dated dated [DATE] with the status of in process.

 Resident #8 had an admission Minimum Data Set, dated dated dated [DATE] with the status of in process.

 Resident #10 had an annual Minimum Data Set, dated dated dated [DATE] with the status of in process.
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Interview with the Minimum Data Set (MDS) Coordinator, Registered Nurse (RN) #2, on 11/12/24 at 12:14 
PM identified she was the person responsible for ensuring the MDS assessments are completed within the 
guidelines set forth in the Long-Term Care Facility RAI 3.0 User's Manual, Version 1.18.11 dated October 
2023. RN #2 identified the facility does not have a specific policy regarding the MDS assessment completion 
but follows the guidance in the user's manual of completion within fourteen (14) days after the initiation of the 
assessment. RN #2 identified the assessments should have been completed.

Interview with the Director of Nursing (DON) on 11/12/24 at 1:06 PM identified the facility does not have a 
policy on timely completion of the MDS, but they follow the guidance in the Long-Term Care Facility RAI 3.0 
User's Manual. The DON identified the MDS Coordinator, RN #2 was responsible to ensure the MDS 
assessments were completed according to the User Manual. The DON identified the MDS assessments for 
Residents #2, #3, #4, #5, #6, #7, #8 and #10 were overdue. The DON identified RN #2 works on a part-time 
basis and just got behind. 

Review of the Long-Term Care Facility RAI 3.0 User's Manual, Version 1.18.11 dated October 2023 directed, 
in part, the admission assessment, the MDS completion date must be no later than thirteen (13) days after 
the entry date. Additionally, the Manual identified for the other comprehensive MDS assessments, the Care 
Area Assessment (CAA) Completion Date must be no later than 14 days from the Assessment Reference 
Date (ARD).
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