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F 0640

Level of Harm - Potential for 
minimal harm

Residents Affected - Some

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** 20906

Based on record review and staff interviews, the facility failed to transmit Minimum Data Set (MDS) 
discharge assessments for 2 of 2 residents reviewed for resident assessment (Resident #5 and Resident #6).

The findings included:

1. Resident #5 was admitted on [DATE] with diagnoses including congestive heart failure and hypertension.

An admission MDS assessment dated [DATE] indicated Resident #5 had received skilled therapy services.

Facility documentation indicated Resident #5 had been discharged home on 8/5/24.

Review of Resident #5's MDS records revealed the discharge assessment had not been transmitted. 

An interview was conducted with the MDS Nurse on 11/19/2024 at 1:45 PM who stated Resident #5 was 
admitted to the facility and had received skilled services. She explained she had completed the discharge 
assessment but was unsure how she missed transmitting it to the database. 

An interview with the Administrator and Director was conducted on 11/19/24 at 2:20 PM in conjunction with a 
record review. Both the Administrator and Director stated the discharge transmission should have been done 
at the time of discharge. 

2. Resident #6 was admitted on [DATE] with diagnoses including atrial fibrillation and cerebral infarction.

An admission MDS assessment dated [DATE] indicated Resident #6 had received skilled therapy services.

Facility documentation indicated Resident #6 had been discharged home on 7/15/24.

Review of Resident #6's MDS records revealed the discharge assessment had not been transmitted. 
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An interview was conducted with the MDS nurse on 11/19/2024 at 1:45 PM. She stated Resident #6 was 
admitted to the facility and had received skilled services under a managed care program. She explained she 
had completed the discharge assessment but was unsure how she missed transmitting it to the database. 

An interview with the Administrator and Director was conducted on 11/19/24 at 2:20 PM in conjunction with a 
record review. Both the Administrator and Director stated the discharge transmission should have been done 
at the time of discharge. 
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