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Encode each resident’s assessment data and transmit these data to the State within 7 days of assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33778

Based on record reviews and staff interviews, the facility failed to transmit Quarterly Minimum Data Set 
(MDS) assessments within the required time frame for 2 of 3 residents (Resident #16, Resident #67) 
selected to be reviewed for Resident Assessments. 

Findings included:

1. Resident #16 was admitted on [DATE].

Review of Resident 16's most recent MDS assessment revealed an Assessment Reference Date (ARD) of 
5/8/24 and was coded as a quarterly assessment. The MDS was signed as completed by the MDS 
Coordinator on 5/9/24 and indicated as ready to export. The MDS assessment was transmitted to the 
national database on 7/10/24. 

On 7/11/24 at 1:55 PM, during an interview, the MDS coordinator indicated the assessment was completed 
and signed on 5/9/24. The MDS coordinator stated the assessment should have been transmitted within 14 
days of completion. The submit by date was 5/23/24. MDS coordinator further stated that the nurse, who 
signed the completed MDS assessment, did not trigger the transmission process. He found that it was 
missing and transmitted the MDS on 7/10/24. The MDS coordinator mentioned that all completed MDS 
assessments were transmitted every other week. 

On 7/11/24 at 2:35 PM, during an interview, the Administrator expected that all MDS assessments should be 
completed and transmitted on time. 

2. Resident #67 was admitted on [DATE].

Review of Resident 67's most recent MDS assessment revealed an Assessment Reference Date (ARD) of 
5/5/24 and was coded as a quarterly assessment. The MDS was signed as completed by the MDS 
Coordinator on 5/6/24 and indicated as ready to export. The MDS assessment was transmitted to the 
national database on 7/10/24. 
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On 7/11/24 at 1:55 PM, during an interview, the MDS coordinator indicated the assessment was completed 
and signed on 5/6/24. The MDS coordinator stated the assessment should have been transmitted within 14 
days of completion. The submit by date was 5/20/24. MDS coordinator further stated that the nurse, who 
signed the completed MDS assessment, did not trigger the transmission process. He found that it was 
missing and transmitted the MDS on 7/10/24. The MDS coordinator mentioned that all completed MDS 
assessments were transmitted every other week. 

On 7/11/24 at 2:35 PM, during an interview, the Administrator expected that all MDS assessments should be 
completed and transmitted on time. 
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