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The standard Medicare/Medicaid recertification

survey started on 03/02/20 and concluded

03/04/20.
F 640 Encoding/Transmitting Resident Assessments F 640 3/6/20
SS=B CFR(s): 483.20(f)(1)-(4)

§483.20(f) Automated data processing
requirement-

§483.20(f)(1) Encoding data. Within 7 days after
a facility completes a resident's assessment, a
facility must encode the following information for
each resident in the facility:

(i) Admission assessment.

(i) Annual assessment updates.

(iii) Significant change in status assessments.
(iv) Quarterly review assessments.

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

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

§483.20(f)(2) Transmitting data. Within 7 days
after a facility completes a resident's
assessment, a facility must be capable of
transmitting to the CMS System 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.

§483.20(f)(3) Transmittal requirements. Within
14 days after a facility completes a resident's
assessment, a facility must electronically transmit
encoded, accurate, and complete MDS data to
the CMS System, including the following:
(iYAdmission assessment.

(i) Annual assessment.
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(iii) Significant change in status assessment.

(iv) Significant correction of prior full assessment.
(v) Significant correction of prior quarterly
assessment.

(vi) Quarterly review.

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

(viii) Background (face-sheet) information, for an
initial transmission of MDS data on resident that
does not have an admission assessment.

§483.20(f)(4) Data format. 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.

This REQUIREMENT is not met as evidenced
by:

Based on record review, staff interview, and
review of the Long-Term Care Facility Resident
Assessment Instrument (RAI) 3.0 User's Manual
(Version 1.17), the facility failed to ensure
resubmission of a required Minimum Data Set
(MDS) assessment for 1 of 1 supplemental
resident (Resident #1) whose MDS was rejected
for submission. Failure to follow the MDS data
submission specifications does not meet the
intended regulatory requirements.

Findings include:

The Long-Term Care Facility RAI 3.0 User's
Manual, page 5-5 stated, ". . . Fatal Record
Errors result in rejection of individual records by
the QIES (Quality Improvement Evaluation
System) ASAP (Assessment Submission and
Processing) system. The provider is informed of
Fatal Record Errors on the Final Validation

F 640

F 640 Encoding/Transmitting Resident
Assessments

It is the policy of the Ashley Medical
Center to ensure that MDSs are
completed and transmitted at the time
intervals following the guidelines
established in the CMS Long Term Care
Facility Resident Assessment User(ls
Manual for completion of the MDS 3.0.

1.

Reason for Fatal Error and rejected MDS
for Resident #1 was identified as an
outdated Medicaid number. A MDS was
submitted in 3-5-20 for Resident #1 with
the updated Medicaid number. The CMS
Submission Report MDS 3.0 NH Final
Validation Report from QIES verified that
it was accepted on 3-5-20.
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Report. Rejected records must be corrected and
resubmitted. . ."

Review of Resident #1's MDSs occurred on
03/03/20. The facility completed a quarterly MDS,
dated 01/01/20, and QIES ASAP informed the
facility of a fatal error for this MDS on the Final
Validation Report. Review of the Center for
Medicare and Medicaid Services (CMS) MDS
reports for Resident #1 identified an annual MDS,
dated 10/02/19, as the last accepted MDS by
QIES ASAP.

During an interview on 03/04/20 at 10:06 a.m., an
administrative nurse (#1) confirmed the facility
had received a fatal error report on the validation
report for Resident #1 and had not resubmitted
the CMS quarterly MDS.

2.

The facility has determined that all
residents have the potential to be
affected. All residents must have MDSs
transmitted at the intervals specified in
the CMS Long Term Care Facility
Resident Assessment User( s Manual for
completion of the MDS 3.0.

3.

The staff person that does MDS
submissions was educated on
submission error messages and
necessary actions that need to occur for
error messages by viewing CMS (2016,
October 12). MDS 3.0 Data Submission
and CASPER Reports [Video file].
YouTube.
https://www.youtube.com/watch?v=FFvnL
GpyeDo on 3-12-20

4,

The MDS Coordinator will conduct a
random audit of 3 MDS submission
reports weekly x 4, biweekly x 3, monthly
x 3 and quarterly x 3. The submission
reports will be reviewed to ensure that
each MDS is accepted and any Fatal
Error messages are addressed and
corrected.

Responsible Party: MDS Coordinator

The Ward Clerk will print the CASPER
Report (ND) MDS 3.0 Error Detail by
Facility. This report will be reviewed to
ensure that there are no standing Fatal
Error Warnings for any MDS submissions.
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This will be done monthly x 6.
Responsible Party: Ward Clerk, MDS
Coordinator

5.

The corrective action was completed on
3-5-20. The first QA audit will be
completed by 3-27-20.
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