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32 and printed.
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assessment must sign and certify the accuracy of ? include training to clarify MDS
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| Under Medicare and Medicaid, an individual who % P
willfully and knowingly certifies a material and /
false statement in a resident assessment is . _ .

' subject to a civil money penalty of not more than 6 Section V will be added to the MDS
$1,000 for each assessment; or an individual who and signatures no longer included in

willfully and knowingly causes another individuat AAO-A.
to certify a material and false statement in a :

resident assessment is subject to a civil money
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Clinical disagreement does not constitute a %gﬁ The TCU Administrator will |
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material and false statement monitor all MDS records. This will
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Resident 1's medical record was reviewed on |
5/3/06 and 5/4/06. |

Resident 1 had been admitted to the facility
4/18/06 and was discharged 5/3/06. Resident 1
was at the facility for sixteen days. The initial

. comprehensive MDS assessment was due, by
_regulation, to be completed by the fourteenth day
of the resident's stay, 5/1/06.

The initial MDS for resident 1, with a reference
date of 4/22/06, had not been signed by the RN
(Registered Nurse) coordinator in sections AD-A !
or section R2-A. The MDS did not include a date
of completion in section R2-B. Two of the
interdisciplinary team members had signed
section AA9- A and B, as having completed their
portions of the MDS on 4/18/06 and 4/18/06, prior
" to the end of the reference period for the
assessment.

Section J2-A of the MDS revealed resident 1 had
not experienced pain during the assessment
period. Section K1-C of the MDS revealed
resident 1 had experienced mouth pain during the
assessment period. Resident 1's mouth pain had
impacted the resident's nutritional risk and made |
it necessary for the resident's diet to be ‘
mechanically altered.

The MDS for resident 1 did not include a section
'V, Section V would have included Resident

" Assessment Protocol (RAP) summaries plus a |
signature and completion date for section V.

| An interview was conducted with the
i Administrator on 5/4/06 at 10.20 AM. The
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Administrator stated that he was not aware of a
section V as part of the Resident Assessment
Instrument (consists of the MDS and RAP

| assessments).

' An interview was conducted with the State MDS
Coordinator / Resident Assessment Manager on
5/4/06 at 2:00 PM. She stated that whenever

must be completed. RAPs are due by the
fourteenth day of stay.

Resident CR1's medical record was reviewed on
5/4/08.

' Resident CR1's admit MDS assessment, dated
| 3/30/08, included RAPs, but was missing section
V and the appropriated dated signature.

RAPs are part of an MDS assessment, section V |

Resident CR1 was admitted to the facility 3/25/06.
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