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For instances when the provider determines that the Type of Provider is incorrect, the provider 
must inactivate the record in iQIES, then complete and submit a new MDS 3.0 record with the 
correct Type of Provider, ensuring that the clinical information is accurate. 

Inactivations should be rare and are appropriate only under the narrow set of circumstances that 
indicate a record is invalid. 

In such instances a new ARD date must be established based on MDS requirements, which is the 
date the error is determined or later, but not earlier. The new MDS 3.0 record being submitted to 
replace the inactivated record must include new signatures and dates for all items based on the 
look-back period established by the new ARD and according to established MDS assessment 
completion requirements. 

5.8 Special Manual Record Correction Request 
A few types of errors in a record in iQIES cannot be corrected with an automated Modification 
or Inactivation request. These errors are: 

1. The record has the wrong unit certification or licensure designation in Item A0410. 
2. The record has the wrong state code or facility ID in the control Items STATE_CD or 

FAC_ID. 
3. The record submitted was not for OBRA or Medicare Part A purposes. 
4. The record is a test record inadvertently submitted as production. 

In all of these cases, the facility must contact the State Agency to have the problems fixed. The 
State Agency will send the facility the appropriate MDS 3.0 Manual Individual Assessment 
Correction/Deletion Request form. The facility is responsible for completing the form. The 
facility must submit the completed form to the State Agency. Completed forms with Protected 
Health Information (PHI) must be sent via certified mail through the United States Postal Service 
(USPS). The State Agency will review the request for completion and accuracy. After approving 
the provider’s request, the State Agency must sign the form and send it to the iQIES Help Desk. 
Completed forms with PHI must be sent via certified mail through the USPS. 

An iQIES record with an incorrect unit certification or licensure designation in Item A0410 is a 
very serious problem. Submission of MDS assessment records to iQIES constitutes a release of 
private information and must conform to privacy laws. Item A0410 is intended to allow 
appropriate privacy safeguards, controlling who can access the record and whether the record can 
even be accepted into iQIES. A normal Modification or Inactivation request cannot be used to 
correct the A0410 value, since a copy of the record in error will remain in the iQIES history file 
with the wrong access control. Consider a record in iQIES with an A0410 value of 3 (Unit is 
Medicare and/or Medicaid certified) when actually the unit is neither Medicare nor Medicaid 
certified and MDS data is not required by the State (A0410 should have been 1). The record 
should not be in iQIES at all and manual deletion is necessary to completely remove the record 
from iQIES. Consider a record with an A0410 value of 3 indicating that the Unit is Medicare 
and/or Medicaid certified but actually the unit is neither Medicare nor Medicaid certified but 
MDS data is required by the State (A0410 should have been 2). In this case there is both federal 
and state access to the record, but access should be limited to the state. Manual correction is 
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necessary to correct A0410 and reset access control, without leaving a copy of the record with 
the wrong access in the iQIES history file. 

If an iQIES record has the wrong state code or facility ID (control item STATE_CD, FAC_ID), 
then the record must be removed without leaving any trace in iQIES. The record also should be 
resubmitted with the correct STATE_CD and FAC_ID value. 

When a facility erroneously submits a record that was not for OBRA or Medicare Part A 
purposes, CMS does not have the authority to collect the data contained in the record. An 
inactivation request will not fix the problem, since it will leave the erroneously submitted record 
in the history file, that is, the CMS database. A manual deletion is necessary to completely 
remove the erroneously submitted record and associated information from the CMS database. 

In instances in which an erroneous PPS assessment is combined with an OBRA-required 
assessment, if the item set code does not change, then a modification can be completed. If the 
item set code does change as a result of a modification, the provider must complete an MDS 3.0 
Manual Assessment Correction/Deletion Request. This action will completely remove the 
assessment from the database. As indicated, the provider would complete and submit a new, 
stand-alone OBRA assessment. 

When a test record is in iQIES, the problem must be evaluated and iQIES appropriately 
corrected. A normal Inactivation request will not totally fix the problem, since it will leave the 
test record in a history file and may also leave information about a fictitious resident. Manual 
deletion is necessary to completely remove the test record and associated information. 



 

 

O
ctober 2024 

Page 5-15 

C
M

S՚s R
A

I Version 3.0 M
anual  

C
H

 5: Subm
ission and C

orrection  
 

of the M
D

S A
ssessm

ents 
 

 
1 Manual deletion request is required if test record submitted as production record, if record contains incorrect STATE_CD or FAC_ID, or if record was 
submitted with an incorrect Unit Certification or Licensure Designation (A0410), for example sent in as Unit is Medicare and/or Medicaid certified (A0410 
= 3) but should have been Unit is neither Medicare nor Medicaid certified but MDS data is required by the State (A0410 = 2); or record is not for OBRA or 
Medicare Part A (e.g., a PPS assessment submitted for resident whose stay is covered by a Medicare Advantage Plan) purposes. 

2 Record has not been data entered, has not been submitted, or has been submitted and rejected by iQIES. 
3 The event occurred if the record reflects an actual entry or discharge or if an assessment was actually performed for the resident. If a record was created in 
error (e.g., a Discharge assessment was created for a resident who was not actually discharged), then the event did not occur. 

4 OBRA comprehensive assessments with A0310A = 01, 03, 04, 05 and Quarterly assessments with A0310A = 02, 06. 
5 The assessment contains a significant error which has not been corrected by a subsequent assessment. 
6 Final completion date is item V0200C2 for a comprehensive and Z0500B for all other assessments. 
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CHAPTER 6: MEDICARE SKILLED NURSING FACILITY 
PROSPECTIVE PAYMENT SYSTEM (SNF 
PPS) 

6.1 Background 
The Balanced Budget Act of 1997 included the implementation of a Prospective Payment 
System (PPS) for skilled nursing facilities (SNFs) and hospitals with a swing bed agreement, 
consolidated billing, and a number of related changes. The PPS system replaced the retrospective 
cost-based system for SNFs under Part A of the program (Federal Register Vol. 63, No. 91, 
May 12, 1998, Final Rule). Effective with cost reporting periods beginning on or after July 1, 
2002, SNF-level services furnished in rural swing bed hospitals are paid based on the SNF PPS 
instead of the previous, cost-related method (Federal Register Vol. 66, No. 147, July 31, 2001, 
Final Rule). However, the Medicare, Medicaid, and SCHIP Benefits Improvement and 
Protection Act of 2000 included an exemption of critical access hospital swing beds from the 
SNF PPS. 

The SNF PPS is the culmination of substantial research efforts beginning as early as the 1970s 
that focus on the areas of nursing home payment and quality. In addition, it is based on a 
foundation of knowledge and work by a number of States that developed and implemented 
similar case-mix payment methodologies for their Medicaid nursing home payment systems. 

The current focus in the development of the Federal payment system (i.e., PPS) for nursing home 
care is based on recognizing the differences among residents, particularly in the utilization of 
resources. Some residents require total assistance with their activities of daily living (ADLs) and 
have complex nursing care needs. Other residents may require less assistance with ADLs but 
may require rehabilitation or restorative nursing services. The recognition of these differences is 
the premise of a case-mix system. Reimbursement levels differ based on the resource needs of 
the residents. Residents with heavy care needs require more staff resources and payment levels 
should be higher than for those residents with less intensive care needs. In a case-mix adjusted 
payment system, the amount of reimbursement to the nursing home is based on the resource 
intensity of the resident as measured by items on the Minimum Data Set (MDS). Case-mix 
reimbursement has become a widely adopted method for financing nursing home care. The case-
mix approach serves as the basis for the PPS for skilled nursing facilities and swing bed hospitals 
and is increasingly being used by States for Medicaid reimbursement for nursing homes. 

6.2 Using the MDS in the Medicare Prospective Payment 
System 

The MDS assessment data is used to calculate the resident’s Patient Driven Payment Model 
(PDPM) classification necessary for payment. The MDS contains extensive information on the 
resident’s nursing and therapy needs, ADL status, cognitive status, behavioral problems, and 
medical diagnoses. This information is used to define PDPM case-mix adjusted groups, within 


