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Based on record review and staff interviews, the facility failed to complete Minimum Data Set (MDS) 
discharge assessments within the regulated time frame for 2 of 2 residents reviewed for resident assessment 
(Residents #64 and #43).

The findings included:

1. Resident #64 had been admitted on [DATE]. Diagnoses included Parkinsonism and repeated falls.

A Social Work note dated 12/18/2023 indicated Resident #64 had a plan to discharge to her home tomorrow.

A PPS (Prospective Payment System, a Medicare Part A required MDS assessment) 5-day and end of PPS 
assessment dated [DATE] had been completed.

Nursing documentation dated 12/19/2023 noted Resident #64 was discharged to her home at 5:10 PM.

No MDS discharge assessment had been completed for Resident #64.

On 5/21/24 at 2:46 PM an interview with the MDS coordinator was conducted. She stated the discharge 
assessment should have been included with the 5-day PPS assessment but had been missed being 
included. This had been a data entry error.

On 5/22/24 at 11:06 AM an interview with the Administrator was conducted. She stated she would expect 
discharge assessments to be completed on time. 

2. Resident #43 had re-entered the facility on 1/11/2024. Her diagnoses included chronic respiratory failure 
and pulmonary hypertension.

A Social Work note dated 1/12/2024 indicated Resident #43 had a plan to discharge to her home on 
1/17/2024. 

A PPS (Prospective Payment System, a Medicare Part A required MDS assessment) 5-day and end of PPS 
assessment dated [DATE] had been completed.
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Nursing documentation dated 1/17/2024 at 11:00 AM noted Resident #43 had been discharged to her home. 

No MDS discharge assessment had been completed for Resident #43.

On 5/21/24 at 2:46 PM an interview with the MDS coordinator was conducted. She stated the discharge 
assessment should have been included with the 5-day PPS assessment but had been missed being 
included. This had been a data entry error.

On 5/22/24 at 11:06 AM an interview with the Administrator was conducted. She stated she would expect 
discharge assessments to be completed on time. 
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