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F 000 | INITIAL COMMENTS F 000
A complaint investigation was conducted 3/21/22
through 3/24/22. Event ID: GN0O711. The following
intakes were investigated NC00186600,
NC00186108 and NC00185724. 11 of the 11
allegations were unsubstantiated.
F 638 | Qrtly Assessment at Least Every 3 Months F 638 4/11/22
SS=B | CFR(s): 483.20(c)
§483.20(c) Quarterly Review Assessment
A facility must assess a resident using the
quarterly review instrument specified by the State
and approved by CMS not less frequently than
once every 3 months.
This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interviews the 1.Quarterly assessment of Resident #17,
facility failed to complete a quarterly minimum Resident #23, and Resident #52
date set assessment (MDS) for (Resident #17 completed and transmitted on 3/23/2022
Resident #23 and Resident # 52) with in the and 3/24/202. All Quarterly assessments
required timeframes specified in the Resident with due dates after 2/27/2022 completed
Assessment Instrument (RAI) manual. This was as of 4/6/2022.
evident for 3 out of 12 minimum data set
assessments reviewed. 2.All residents have the potential to be
affected by the alleged deficient practice.
1. Resident # 17 was admitted to the facility on An audit was conducted by the regional
10/09/20. Clinical reimbursement consultant of
required MDS assessments due after
Review of the minimum data set (MDS) for 2/27/2022 completed on 3/24/2022. All
Resident #17 revealed a quarterly MDS with an quarterly that was not completed were
assessment reference date (ARD) of 03/05/22 places and a spreadsheet and completed
which should have been completed by 3/19/22. by 4/8/22. Case Mix Director and IDT
were re-educated on RAI guidelines by
An interview on 03/23/2022 at 11:30 AM with the Regional Clinical Reimbursement
MDS Nurse indicated she was not able to Consultant on completing Quarterly
complete the assessment on time. Assessments within 14 days per RAI
guidelines starting on March 25, 2022.
An interview on 03/24/2022 with the Administrator
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and Director of Nursing indicated they were
working on the all the MDS assessments, and
they would be done by Friday March 25, 2022.

2. Resident #23 was admitted to the facility on
05/01/2021.

Review of the MDS for Resident #23 revealed a
quarterly MDS had an ARD of 3/8/22 which
should have been completed by 3/22/22.

An interview on 03/23/2022 at 11:30 AM with the
MDS Nurse indicated she was not able to
complete the assessment on time.

An interview on 03/24/2022 with the Administrator
and Director of Nursing indicated they were
working on the all the MDS assessments, and
they would be done by Friday March 25, 2022.

3.Resident #52 admitted to the facility on
12/01/21.

Review of the minimum data set (MDS) for
Resident #52 revealed a quarterly MDS
assessment had an ARD of 3/8/22 which should
have been completed by 3/22/22.

An interview on 03/23/2022 at 11:30 AM with the
MDS Nurse indicated she was not able to
complete the assessment on time.

An interview on 03/24/2022 with the Administrator
and Director of Nursing indicated that they were
working on the all the MDS assessments, and
they would be done by Friday March 25, 2022.

3.Administrator will monitor timely
Quarterly MDS completion daily x 2
weeks, weekly x 4 weeks, and monthly
until substantial compliance determined.

4.The Administrator will present feedback
of review to the QAPI committee monthly
x 3 months and/or until substantial
compliance determined.

5.Date of Compliance 4/11/22
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