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Complaint IN00109907-Substantiated,
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allegation cited at F287
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Barbara Wheeler, RN
Census Bed Type:
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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ASSESSMENT

Within 7 days after a facility completes a
resident's assessment, a facility must encode
the following information for each resident in
the facility:

Admission assessment.

Annual assessment updates.

Significant change in status assessments.
Quarterly review assessments.

A subset of items upon a resident's transfer,
reentry, discharge, and death.

Background (face-sheet) information, if there
is no admission assessment.

Within 7 days after a facility completes a
resident's assessment, a facility must be
capable of transmitting to the State
information for each resident contained in the
MDS in a format that conforms to standard
record layouts and data dictionaries, and that
passes standardized edits defined by CMS
and the State.

A facility must electronically transmit, at least
monthly, encoded, accurate, complete MDS
data to the State for all assessments
conducted during the previous month,
including the following:

Admission assessment.

Annual assessment.

Significant change in status assessment.
Significant correction of prior full assessment.
Significant correction of prior quarterly
assessment.

Quarterly review.

A subset of items upon a resident's transfer,
reentry, discharge, and death.

Background (face-sheet) information, for an
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initial transmission of MDS data on a resident
that does not have an admission
assessment.
The facility must transmit data in the format
specified by CMS or, for a State which has an
alternate RAI approved by CMS, in the format
specified by the State and approved by CMS.
Based on record review and interview’ the F0287 F287 A. Residents were not 07/14/2012
facility failed to transmit the electronic affecteq b.y the delay in
. transmission. Records were
MDS records that pass standard edit available in the MDS binder but
specifications,for 4 of 5 months in 2012. were coded as PPS records. B.
(February, March, April, and May) All residents MDS assessments
will be monitored to assure that
Findi include: they are transmitted 14 days after
Indings include: completion by using the enclosed
tracking form. This form will be
On 6/14/2012 ISDH (Indiana State completed by the MDS
Department of Health) records indicated Coordinator and submitted to t,he
he facility had tted thei D.O.N. weekly. The D.O.N. will
the ?101 1ty had not tra.ns.rnltte their submit a report to the
required MDS data within 14 days of the Administrator bi-weekly. C. The
completion date of the assessments. As D.O.N. will hold ongoing
of 6/14/2012, ISDH records indicated g-se;\{lcets W'thdt:/leD'\gEt)S 5
.. . oordinator an eam. D.
there had been no MDS submissions since All MDS will be audited for proper
January 19, 2012 transmission and sent
immediately. Q.A. Committee will
On 6/14/2012 attempts were made to ;ewew Mgslsugm';ﬂzyzg?;k'“g
o . orm quarterly. E.
contact the facility MDS Coordinator and a y
Director of Nursing. The MDS
Coordinator and Director of Nursing were
not available.
Phone interview with the Administrator
on 6/14/2012 at 2:35 P.M., indicated there
had been a turnover in staff and the
submissions may have been missed, but
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she would look into the problem.
This federal tag relates to Complaint
IN00109907.
3.1-13(r)
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