
187 

Centers for Medicare & Medicaid Services, HHS Pt. 488 

laboratory that is certified in the ap-
propriate specialty or subspecialty of 
service in accordance with part 493 of 
this chapter. 

(b) The OPO must send complete doc-
umentation of donor information to 
the transplant center with the organ, 
including donor evaluation, the com-
plete record of the donor’s manage-
ment, documentation of consent, docu-
mentation of the pronouncement of 
death, and documentation for deter-
mining organ quality. Two individuals, 
one of whom must be an OPO em-
ployee, must verify that the docu-
mentation that accompanies an organ 
to a transplant center is correct. 

(c) The OPO must develop and follow 
a written protocol for packaging, label-
ing, handling, and shipping organs in a 
manner that ensures their arrival with-
out compromise to the quality of the 
organ. The protocol must include pro-
cedures to check the accuracy and in-
tegrity of labels, packaging, and con-
tents prior to transport, including 
verification by two individuals, one of 
whom must be an OPO employee, that 
information listed on the labels is cor-
rect. 

(d) All packaging in which an organ 
is transported must be marked with 
the identification number, specific con-
tents, and donor’s blood type. 

§ 486.348 Condition: Quality assess-
ment and performance improve-
ment (QAPI). 

The OPO must develop, implement, 
and maintain a comprehensive, data- 
driven QAPI program designed to mon-
itor and evaluate performance of all 
donation services, including services 
provided under contract or arrange-
ment. 

(a) Standard: Components of a QAPI 
program. The OPO’s QAPI program 
must include objective measures to 
evaluate and demonstrate improved 
performance with regard to OPO activi-
ties, such as hospital development, des-
ignated requestor training, donor man-
agement, timeliness of on-site response 
to hospital referrals, consent practices, 
organ recovery and placement, and 
organ packaging and transport. The 
OPO must take actions that result in 
performance improvements and track 

performance to ensure that improve-
ments are sustained. 

(b) Standard: Death record reviews. As 
part of its ongoing QAPI efforts, an 
OPO must conduct at least monthly 
death record reviews in every Medicare 
and Medicaid participating hospital in 
its service area that has a Level I or 
Level II trauma center or 150 or more 
beds, a ventilator, and an intensive 
care unit (unless the hospital has a 
waiver to work with another OPO), 
with the exception of psychiatric and 
rehabilitation hospitals. When missed 
opportunities for donation are identi-
fied, the OPO must implement actions 
to improve performance. 

(c) Standard: Adverse events. (1) An 
OPO must establish written policies to 
address, at a minimum, the process for 
identification, reporting, analysis, and 
prevention of adverse events that occur 
during the organ donation process. 

(2) The OPO must conduct a thorough 
analysis of any adverse event and must 
use the analysis to affect changes in 
the OPO’s policies and practices to pre-
vent repeat incidents. 

PART 488—SURVEY, CERTIFI-
CATION, AND ENFORCEMENT 
PROCEDURES 

Subpart A—General Provisions 

Sec. 
488.1 Definitions. 
488.2 Statutory basis. 
488.3 Conditions of participation; conditions 

for coverage; and long-term care require-
ments. 

488.4 Application and reapplication proce-
dures for accreditation organizations. 

488.5 Effect of JCAHO or AOA accreditation 
of hospitals. 

488.6 Other national accreditation programs 
for hospitals and other providers and 
suppliers. 

488.7 Validation survey. 
488.8 Federal review of accreditation orga-

nizations. 
488.9 Onsite observation of accreditation or-

ganization operations. 
488.10 State survey agency review: Statu-

tory provisions. 
488.11 State survey agency functions. 
488.12 Effect of survey agency certification. 
488.14 Effect of QIO review. 
488.18 Documentation of findings. 
488.20 Periodic review of compliance and ap-

proval. 
488.24 Certification of noncompliance. 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00197 Fmt 8010 Sfmt 8010 Q:\42\42V5.TXT ofr150 PsN: PC150



188 

42 CFR Ch. IV (10–1–13 Edition) Pt. 488 

488.26 Determining compliance. 
488.28 Providers or suppliers, other than 

SNFs, NFs, and HHAs with deficiencies. 
488.30 Revisit user fee for revisit surveys. 

Subpart B—Special Requirements 

488.52 [Reserved] 
488.54 Temporary waivers applicable to hos-

pitals. 
488.56 Temporary waivers applicable to 

skilled nursing facilities. 
488.60 Special procedures for approving end 

stage renal disease facilities. 
488.61 Special procedures for approval and 

re-approval of organ transplant centers. 
488.64 Remote facility variances for utiliza-

tion review requirements. 
488.68 State Agency responsibilities for 

OASIS collection and data base require-
ments. 

Subpart C—Survey Forms and Procedures 

488.100 Long term care survey forms, Part 
A. 

488.105 Long term care survey forms, Part 
B. 

488.110 Procedural guidelines. 
488.115 Care guidelines. 

Subpart D—Reconsideration of Adverse 
Determinations—Deeming Authority for 
Accreditation Organizations and CLIA 
Exemption of Laboratories Under State 
Programs 

488.201 Reconsideration. 
488.203 Withdrawal of request for reconsid-

eration. 
488.205 Right to informal hearing. 
488.207 Informal hearing procedures. 
488.209 Hearing officer’s findings. 
488.211 Final reconsideration determina-

tion. 

Subpart E—Survey and Certification of 
Long-Term Care Facilities 

488.300 Statutory basis. 
488.301 Definitions. 
488.303 State plan requirement. 
488.305 Standard surveys. 
488.307 Unannounced surveys. 
488.308 Survey frequency. 
488.310 Extended survey. 
488.312 Consistency of survey results. 
488.314 Survey teams. 
488.318 Inadequate survey performance. 
488.320 Sanctions for inadequate survey per-

formance. 
488.325 Disclosure of results of surveys and 

activities. 
488.330 Certification of compliance or non-

compliance. 
488.331 Informal dispute resolution. 

488.332 Investigation of complaints of viola-
tions and monitoring of compliance. 

488.334 Educational programs. 
488.335 Action on complaints of resident ne-

glect and abuse, and misappropriation of 
resident property. 

Subpart F—Enforcement of Compliance 
For Long-Term Care Facilities with Defi-
ciencies 

488.400 Statutory basis. 
488.401 Definitions. 
488.402 General provisions. 
488.404 Factors to be considered in selecting 

remedies. 
488.406 Available remedies. 
488.408 Selection of remedies. 
488.410 Action when there is immediate 

jeopardy. 
488.412 Action when there is no immediate 

jeopardy. 
488.414 Action when there is repeated sub-

standard quality of care. 
488.415 Temporary management. 
488.417 Denial of payment for all new admis-

sions. 
488.418 Secretarial authority to deny all 

payments. 
488.422 State monitoring. 
488.424 Directed plan of correction. 
488.425 Directed inservice training. 
488.426 Transfer of residents, or closure of 

the facility and transfer of residents. 
488.430 Civil money penalties: Basis for im-

posing penalty. 
488.431 Civil money penalties imposed by 

CMS and independent informal dispute 
resolution: for SNFS, dually-partici-
pating SNF/NFs, and NF-only facilities. 

488.432 Civil money penalties imposed by 
the State: NF-only. 

488.433 Civil money penalties: Uses and ap-
proval of civil money penalties imposed 
by CMS. 

488.434 Civil money penalties: Notice of pen-
alty. 

488.436 Civil money penalties: Waiver of 
hearing, reduction of penalty amount. 

488.438 Civil money penalties: Amount of 
penalty. 

488.440 Civil money penalties: Effective date 
and duration of penalty. 

488.442 Civil money penalties: Due date for 
payment of penalty. 

488.444 Civil money penalties: Settlement of 
penalties. 

488.446 Administrator sanctions: long-term 
care facility closures. 

488.450 Continuation of payments to a facil-
ity with deficiencies. 

488.452 State and Federal disagreements in-
volving findings not in agreement in non- 
State operated NFs and dually partici-
pating facilities when there is no imme-
diate jeopardy. 

488.454 Duration of remedies. 
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488.456 Termination of provider agreement. 

Subpart G [Reserved] 

Subpart H—Termination of Medicare Cov-
erage and Alternative Sanctions for 
End-Stage Renal Disease (ESRD) Facili-
ties 

488.604 Termination of Medicare coverage. 
488.606 Alternative sanctions. 
488.608 Notice of alternative sanction and 

appeal rights: Termination of coverage. 
488.610 Notice of appeal rights: Alternative 

sanctions. 

Subpart I—Survey and Certification of 
Home Health Agencies 

488.700 Basis and scope. 
488.705 Definitions. 
488.710 Standard surveys. 
488.715 Partial extended surveys. 
488.720 Extended surveys. 
488.725 Unannounced surveys. 
488.730 Survey frequency and content. 
488.735 Surveyor qualifications. 
488.740 Certification of compliance or non-

compliance. 
488.745 Informal Dispute Resolution (IDR). 

Subpart J—Alternative Sanctions for Home 
Health Agencies With Deficiencies 

488.800 Statutory basis. 
488.805 Definitions. 
488.810 General provisions. 
488.815 Factors to be considered in selecting 

sanctions. 
488.820 Available sanctions. 
488.825 Action when deficiencies pose imme-

diate jeopardy. 
488.830 Action when deficiencies are at the 

condition-level but do not pose imme-
diate jeopardy. 

488.835 Temporary management. 
488.840 Suspension of payment for all new 

patient admissions. 
488.845 Civil money penalties. 
488.850 Directed plan of correction. 
488.855 Directed in-service training. 
488.860 Continuation of payments to an 

HHA with deficiencies. 
488.865 Termination of provider agreement. 

AUTHORITY: Secs. 1102, 1128I and 1871 of the 
Social Security Act, unless otherwise noted 
(42 U.S.C. 1302, 1320a–7j, and 1395hh); Pub. L. 
110–149, 121 Stat. 1819. 

SOURCE: 53 FR 22859, June 17, 1988, unless 
otherwise noted. 

Subpart A—General Provisions 

§ 488.1 Definitions. 
As used in this part— 

Accredited provider or supplier means a 
provider or supplier that has volun-
tarily applied for and has been accred-
ited by a national accreditation pro-
gram meeting the requirements of and 
approved by CMS in accordance with 
§ 488.5 or § 488.6. 

Act means the Social Security Act. 
AOA stands for the American Osteo-

pathic Association. 
Certification is a recommendation 

made by the State survey agency on 
the compliance of providers and sup-
pliers with the conditions of participa-
tion, requirements (for SNFs and NFs), 
and conditions of coverage. 

Conditions for coverage means the re-
quirements suppliers must meet to par-
ticipate in the Medicare program. 

Conditions of participation means the 
requirements providers other than 
skilled nursing facilities must meet to 
participate in the Medicare program 
and includes conditions of certification 
for rural health clinics. 

Full review means a survey of a hos-
pital for compliance with all condi-
tions of participation for hospitals. 

JCAHO stands for the Joint Commis-
sion on Accreditation of Healthcare Or-
ganizations. 

Medicare condition means any condi-
tion of participation or for coverage, 
including any long term care require-
ments. 

Provider of services or provider means 
a hospital, critical access hospital, 
skilled nursing facility, nursing facil-
ity, home health agency, hospice, com-
prehensive outpatient rehabilitation 
facility, or provider of outpatient phys-
ical therapy or speech pathology serv-
ices. 

Rate of disparity means the percent-
age of all sample validation surveys for 
which a State survey agency finds non-
compliance with one or more Medicare 
conditions and no comparable condi-
tion level deficiency was cited by the 
accreditation organization, where it is 
reasonable to conclude that the defi-
ciencies were present at the time of the 
accreditation organization’s most re-
cent surveys of providers or suppliers 
of the same type. 

Example: Assume that during a validation 
review period State survey agencies perform 
validation surveys at 200 facilities of the 
same type (for example, ambulatory surgical 
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centers, home health agencies) accredited by 
the same accreditation organization. The 
State survey agencies find 60 of the facilities 
out of compliance with one or more Medicare 
conditions, and it is reasonable to conclude 
that these deficiencies were present at the 
time of the most recent survey by an accred-
itation organization. The accreditation orga-
nization, however, has found deficiencies 
comparable to the condition level defi-
ciencies at only 22 of the 60 facilities. These 
validation results would yield ((60–22)/200) a 
rate of disparity of 19 percent. 

Reasonable assurance means that an 
accreditation organization has dem-
onstrated to CMS’s satisfaction that 
its requirements, taken as a whole, are 
at least as stringent as those estab-
lished by CMS, taken as a whole. 

State includes the District of Colum-
bia, the Commonwealth of Puerto Rico, 
the Virgin Islands, Guam, and Amer-
ican Samoa. 

State survey agency means the State 
health agency or other appropriate 
State or local agency used by HFCA to 
perform survey and review functions 
for Medicare. 

Substantial allegation of noncompliance 
means a complaint from any of a vari-
ety of sources (including complaints 
submitted in person, by telephone, 
through written correspondence, or in 
newspaper or magazine articles) that, 
if substantiated, would affect the 
health and safety of patients and raises 
doubts as to a provider’s or supplier’s 
noncompliance with any Medicare con-
dition. 

Supplier means any of the following: 
Independent laboratory; portable X-ray 
services; physical therapist in inde-
pendent practice; ESRD facility; rural 
health clinic; Federally qualified 
health center; chiropractor; or ambula-
tory surgical center. 

Validation review period means the 
one year period during which CMS con-
ducts a review of the validation sur-
veys and evaluates the results of the 
most recent surveys performed by the 
accreditation organization. 

[53 FR 22859, June 17, 1988, as amended at 54 
FR 5373, Feb. 2, 1989; 56 FR 48879, Sept. 26, 
1991; 57 FR 24982, June 12, 1992; 58 FR 30676, 
May 26, 1993; 58 FR 61838, Nov. 23, 1993; 62 FR 
46037, Aug. 29, 1997; 71 FR 68230, Nov. 24, 2006] 

§ 488.2 Statutory basis. 
This part is based on the indicated 

provisions of the following sections of 
the Act: 

1128—Exclusion of entities from participa-
tion in Medicare. 

1128A—Civil money penalties. 
1814—Conditions for, and limitations on, pay-

ment for Part A services. 
1819—Requirements for SNFs. 
1861(f)—Requirements for psychiatric hos-

pitals. 
1861(m)—Requirements for Home Health 

Services 
1861(o)—Requirements for Home Health 

Agencies 
1861(z)—Institutional planning standards 

that hospitals and SNFs must meet. 
1861(ee)—Discharge planning guidelines for 

hospitals. 
1861(ss)(2)—Accreditation of religious non-

medical health care institutions. 
1864—Use of State survey agencies. 
1865—Effect of accreditation. 
1880—Requirements for hospitals and SNFs 

of the Indian Health Service. 
1883—Requirements for hospitals that pro-

vide SNF care. 
1891—Conditions of participation for home 

health agencies; home health quality. 
1902—Requirements for participation in the 

Medicaid program. 
1913—Medicaid requirements for hospitals 

that provide NF care. 
1919—Medicaid requirements for NFs. 

[60 FR 50443, Sept. 29, 1995, as amended at 64 
FR 67052, Nov. 30, 1999; 77 FR 67164, Nov. 8, 
2012] 

§ 488.3 Conditions of participation; 
conditions for coverage; and long- 
term care requirements. 

(a) Basic rules. In order to be ap-
proved for participation in or coverage 
under the Medicare program, a prospec-
tive provider or supplier must: 

(1) Meet the applicable statutory def-
inition in sections 1138(b), 1819, 
1832(a)(2)(F), 1861, 1881, 1891, or 1919 of 
the Act. 

(2) Be in compliance with the appli-
cable conditions or long-term care re-
quirements prescribed in subpart N, Q 
or U of part 405, part 416, subpart C of 
part 418, part 482, part 483, part 484, 
part 485, subpart A of part 491, or part 
494 of this chapter. 

(b) Special Conditions. (1) The Sec-
retary, after consultation with the 
JCAHO or AOA, may issue conditions 
of participation for hospitals higher or 
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more precise than those of either those 
accrediting bodies. 

(2) The Secretary may, at a State’s 
request, approve health and safety re-
quirements for providers and suppliers 
in that State, which are higher than 
those otherwise applied in the Medi-
care program. 

(3) If a State or political subdivision 
imposes higher requirements on insti-
tutions as a condition for the purchase 
of health services under a State Med-
icaid Plan approved under Title XIX of 
the Act, (or if Guam, Puerto Rico, or 
the Virgin Islands does so under a 
State plan for Old Age Assistance 
under Title I of the Act, or for Aid to 
the Aged, Blind, and Disabled under 
the original Title XVI of the Act), the 
Secretary is required to impose similar 
requirements as a condition for pay-
ment under Medicare in that State or 
political subdivision. 

[53 FR 22859, June 17, 1988, as amended at 58 
FR 61838, Nov. 23, 1993; 77 FR 67164, Nov. 8, 
2012] 

§ 488.4 Application and reapplication 
procedures for accreditation orga-
nizations. 

(a) A national accreditation organi-
zation applying for approval of deem-
ing authority for Medicare require-
ments under § 488.5 or 488.6 of this sub-
part must furnish to CMS the informa-
tion and materials specified in para-
graphs (a)(1) through (10) of this sec-
tion. A national accreditation organi-
zation reapplying for approval must 
furnish to CMS whatever information 
and materials from paragraphs (a)(1) 
through (10) of this section that CMS 
requests. The materials and informa-
tion are— 

(1) The types of providers and sup-
pliers for which the organization is re-
questing approval; 

(2) A detailed comparison of the orga-
nization’s accreditation requirements 
and standards with the applicable 
Medicare requirements (for example, a 
crosswalk); 

(3) A detailed description of the orga-
nization’s survey process, including— 

(i) Frequency of the surveys per-
formed; 

(ii) Copies of the organization’s sur-
vey forms, guidelines and instructions 
to surveyors; 

(iii) Accreditation survey review 
process and the accreditation status 
decision-making process; 

(iv) Procedures used to notify accred-
ited facilities of deficiencies and the 
procedures used to monitor the correc-
tion of deficiencies in accredited facili-
ties; and 

(v) Whether surveys are announced or 
unannounced; 

(4) Detailed information about the in-
dividuals who perform surveys for the 
accreditation organization, including— 

(i) The size and composition of ac-
creditation survey teams for each type 
of provider and supplier accredited; 

(ii) The education and experience re-
quirements surveyors must meet; 

(iii) The content and frequency of the 
in-service training provided to survey 
personnel; 

(iv) The evaluation systems used to 
monitor the performance of individual 
surveyors and survey teams; and 

(v) Policies and procedures with re-
spect to an individual’s participation 
in the survey or accreditation decision 
process of any facility with which the 
individual is professionally or finan-
cially affiliated; 

(5) A description of the organization’s 
data management and analysis system 
with respect to its surveys and accredi-
tation decisions, including the kinds of 
reports, tables, and other displays gen-
erated by that system; 

(6) The organization’s procedures for 
responding to and for the investigation 
of complaints against accredited facili-
ties, including policies and procedures 
regarding coordination of these activi-
ties with appropriate licensing bodies 
and ombudsmen programs; 

(7) The organization’s policies and 
procedures with respect to the with-
holding or removal of accreditation 
status for facilities that fail to meet 
the accreditation organization’s stand-
ards or requirements, and other actions 
taken by the organization in response 
to noncompliance with its standards 
and requirements; 

(8) A description of all types (for ex-
ample, full, partial, type of facility, 
etc.) and categories (provisional, condi-
tional, temporary, etc.) of accredita-
tion offered by the organization, the 
duration of each type and category of 
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accreditation and a statement speci-
fying the types and categories of ac-
creditation for which approval of deem-
ing authority is sought; 

(9) A list of all currently accredited 
facilities, the type and category of ac-
creditation currently held by each fa-
cility, and the expiration date of each 
facility’s current accreditation; and 

(10) A list of all full and partial ac-
creditation surveys scheduled to be 
performed by the organization. 

(b) The accreditation organization 
must also submit the following sup-
porting documentation— 

(1) A written presentation that dem-
onstrates the organization’s ability to 
furnish CMS with electronic data in 
ASCII comparable code; 

(2) A resource analysis that dem-
onstrates that the organization’s staff-
ing, funding and other resources are 
adequate to perform the required sur-
veys and related activities; and 

(3) A statement acknowledging that 
as a condition for approval of deeming 
authority, the organization will agree 
to— 

(i) Notify CMS in writing of any fa-
cility that has had its accreditation re-
voked, withdrawn, or revised, or that 
has had any other remedial or adverse 
action taken against it by the accredi-
tation organization within 30 days of 
any such action taken; 

(ii) Notify all accredited facilities 
within 10 days of CMS’s withdrawal of 
the organization’s approval of deeming 
authority; 

(iii) Notify CMS in writing at least 30 
days in advance of the effective date of 
any proposed changes in accreditation 
requirements; 

(iv) Within 30 days of a change in 
CMS requirements, submit to CMS an 
acknowledgement of CMS’s notifica-
tion of the change as well as a revised 
crosswalk reflecting the new require-
ments and inform CMS about how the 
organization plans to alter its require-
ments to conform to CMS’s new re-
quirements; 

(v) Permit its surveyors to serve as 
witnesses if CMS takes an adverse ac-
tion based on accreditation findings; 

(vi) [Reserved] 
(vii) Notify CMS in writing within 

ten days of a deficiency identified in 
any accreditation entity where the de-

ficiency poses an immediate jeopardy 
to the entity’s patients or residents or 
a hazard to the general public; and 

(viii) Conform accreditation require-
ments to changes in Medicare require-
ments. 

(c) If CMS determines that additional 
information is necessary to make a de-
termination for approval or denial of 
the accreditation organization’s appli-
cation for deeming authority, the orga-
nization will be notified and afforded 
an opportunity to provide the addi-
tional information. 

(d) CMS may visit the organization’s 
offices to verify representations made 
by the organization in its application, 
including, but not limited to, review of 
documents and interviews with the or-
ganization’s staff. 

(e) The accreditation organization 
will receive a formal notice from CMS 
stating whether the request for deem-
ing authority has been approved or de-
nied, the rationale for any denial, and 
reconsideration and reapplication pro-
cedures. 

(f) An accreditation organization 
may withdraw its application for ap-
proval of deeming authority at any 
time before the formal notice provided 
for in paragraph (e) of this section is 
received. 

(g) Except as provided in paragraph 
(i) of this section, an accreditation or-
ganization that has been notified that 
its request for deeming authority has 
been denied may request a reconsider-
ation of that determination in accord-
ance with subpart D of this part. 

(h) Except as provided in paragraph 
(i) of this section, any accreditation or-
ganization whose request for approval 
of deeming authority has been denied 
may resubmit its application if the or-
ganization— 

(1) Has revised its accreditation pro-
gram to address the rationale for de-
nial of its previous request; 

(2) Can demonstrate that it can pro-
vide reasonable assurance that its ac-
credited facilities meet applicable 
Medicare requirements; and 

(3) Resubmits the application in its 
entirety. 

(i) If an accreditation organization 
has requested, in accordance with part 
488, subpart D of this chapter, a recon-
sideration of CMS’s determination that 
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its request for deeming approval is de-
nied, it may not submit a new applica-
tion for deeming authority for the type 
of provider or supplier that is at issue 
in the reconsideration until the recon-
sideration is administratively final. 

[58 FR 61838, Nov. 23, 1993] 

§ 488.5 Effect of JCAHO or AOA ac-
creditation of hospitals. 

(a) Deemed to meet. Institutions ac-
credited as hospitals by the JCAHO or 
AOA are deemed to meet all of the 
Medicare conditions of participation 
for hospitals, except— 

(1) The requirement for utilization 
review as specified in section 1861(e)(6) 
of the Act and in § 482.30 of this chap-
ter; 

(2) The additional special staffing 
and medical records requirements that 
are considered necessary for the provi-
sion of active treatment in psychiatric 
hospitals (section 1861(f) of the Act) 
and implementing regulations; and 

(3) Any requirements under section 
1861(e) of the Act and implementing 
regulations that CMS, after consulting 
with JCAHO or AOA, identifies as 
being higher or more precise than the 
requirements for accreditation (section 
1865(a)(4) of the Act). 

(b) Deemed status for providers and 
suppliers that participate in the Medicaid 
program. Eligibility for Medicaid par-
ticipation can be established through 
Medicare deemed status for providers 
and suppliers that are not required 
under Medicaid regulations to comply 
with any requirements other than 
Medicare participation requirements 
for that provider r supplier type. 

(c) Release and use of hospital accredi-
tation surveys. (1) A hospital deemed to 
meet program requirements must au-
thorize its accreditation organization 
to release to CMS and the State survey 
agency a copy of its most current ac-
creditation survey together with any 
other information related to the survey 
that CMS may require (including cor-
rective action plans). 

(2) CMS may use a validation survey, 
an accreditation survey or other infor-
mation related to the survey to deter-
mine that a hospital does not meet the 
Medicare conditions of participation. 

(3) CMS may disclose the survey and 
information related to the survey to 

the extent that the accreditation sur-
vey and related survey information are 
related to an enforcement action taken 
by CMS. 

[58 FR 61840, Nov. 23, 1993] 

§ 488.6 Other national accreditation 
programs for hospitals and other 
providers and suppliers. 

(a) In accordance with the require-
ments of this subpart, a national ac-
creditation program for hospitals; psy-
chiatric hospitals; transplant centers, 
except for kidney transplant centers; 
SNFs; HHAs; ASCs; RHCs; CORFs; hos-
pices; religious nonmedical health care 
institutions; screening mammography 
services; critical access hospitals; or 
clinic, rehabilitation agency, or public 
health agency providers of outpatient 
physical therapy, occupational therapy 
or speech pathology services may pro-
vide reasonable assurance to CMS that 
it requires the providers or suppliers it 
accredits to meet requirements that 
are at least as stringent as the Medi-
care conditions when taken as a whole. 
In such a case, CMS may deem the pro-
viders or suppliers the program accred-
its to be in compliance with the appro-
priate Medicare conditions. These pro-
viders and suppliers are subject to vali-
dation surveys under § 488.7 of this sub-
part. CMS will publish notices in the 
FEDERAL REGISTER in accordance with 
§ 488.8(b) identifying the programs and 
deeming authority of any national ac-
creditation program and the providers 
or suppliers it accredits. The notice 
will describe how the accreditation or-
ganization’s accreditation program 
provides reasonable assurance that en-
tities accredited by the organization 
meet Medicare requirements. (See 
§ 488.5 for requirements concerning hos-
pitals accredited by JCAHO or AOA.) 

(b) Eligibility for Medicaid participa-
tion can be established through Medi-
care deemed status for providers and 
suppliers that are not required under 
Medicaid regulations to comply with 
any requirements other than Medicare 
participation requirements for that 
provider or supplier type. 

(c)(1) A provider or supplier deemed 
to meet program requirements under 
paragraph (a) of this section must au-
thorize its accreditation organization 
to release to CMS and the State survey 
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agency a copy of its most current ac-
creditation survey, together with any 
information related to the survey that 
CMS may require (including corrective 
action plans). 

(2) CMS may determine that a pro-
vider or supplier does not meet the 
Medicare conditions on the basis of its 
own investigation of the accreditation 
survey or any other information re-
lated to the survey. 

(3) Upon written request, CMS may 
disclose the survey and information re-
lated to the survey— 

(i) Of any HHA; or 
(ii) Of any other provider or supplier 

specified at paragraph (a) of this sec-
tion if the accreditation survey and re-
lated survey information relate to an 
enforcement action taken by CMS. 

[58 FR 61840, Nov. 23, 1993, as amended at 62 
FR 46037, Aug. 29, 1997; 64 FR 67052, Nov. 30, 
1999; 72 FR 15278, Mar. 30, 2007] 

§ 488.7 Validation survey. 
(a) Basis for survey. CMS may require 

a survey of an accredited provider or 
supplier to validate its organization’s 
accreditation process. These surveys 
will be conducted on a representative 
sample basis, or in response to substan-
tial allegations of noncompliance. 

(1) When conducted on a representa-
tive sample basis, the survey is com-
prehensive and addresses all Medicare 
conditions or is focused on a specific 
condition or conditions. 

(2) When conducted in response to a 
substantial allegation, the State sur-
vey agency surveys for any condition 
that CMS determines is related to the 
allegations. 

(3) If the State survey agency sub-
stantiates a deficiency and CMS deter-
mines that the provider or supplier is 
out of compliance with any Medicare 
condition, the State survey agency 
conducts a full Medicare survey. 

(b) Effect of selection for survey. A pro-
vider or supplier selected for a valida-
tion survey must— 

(1) Authorize the validation survey to 
take place; and 

(2) Authorize the State survey agen-
cy to monitor the correction of any de-
ficiencies found through the validation 
survey. 

(c) Refusal to cooperate with survey. If 
a provider or supplier selected for a 

validation survey fails to comply with 
the requirements specified in para-
graph (b) of this section, it will no 
longer be deemed to meet the Medicare 
conditions but will be subject to full 
review by the State survey agency in 
accordance with § 488.11 and may be 
subject to termination of its provider 
agreement under § 489.53 of this chap-
ter. 

(d) Consequences of finding of non-
compliance. If a validation survey re-
sults in a finding that the provider or 
supplier is out of compliance with one 
or more Medicare conditions, the pro-
vider or supplier will no longer be 
deemed to meet any Medicare condi-
tions. Specifically, the provider or sup-
plier will be subject to the participa-
tion and enforcement requirements ap-
plied to all providers or suppliers that 
are found out of compliance following a 
State agency survey under § 488.24 and 
to full review by a State agency survey 
in accordance with § 488.11 and may be 
subject to termination of the provider 
agreement under § 439.53 of this chapter 
and any other applicable intermediate 
sanctions and remedies. 

(e) Reinstating effect of accreditation. 
An accredited provider or supplier will 
again be deemed to meet the Medicare 
conditions in accordance with this sec-
tion if— 

(1) It withdraws any prior refusal to 
authorize its accreditation organiza-
tion to release a copy of the provider’s 
or supplier’s current accreditation sur-
vey; 

(2) It withdraws any prior refusal to 
allow a validation survey; and 

(3) CMS finds that the provider or 
supplier meets all the applicable Medi-
care conditions. If CMS finds that an 
accredited facility meets the Life Safe-
ty Code Standard by virtue of a plan of 
correction, the State survey agency 
will continue to monitor the facility 
until it is in compliance with the Life 
Safety Code Standard. 

[58 FR 61840, Nov. 23, 1993] 

§ 488.8 Federal review of accreditation 
organizations. 

(a) Review and approval of national ac-
creditation organization. CMS’s review 
and evaluation of a national accredita-
tion organization will be conducted in 
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accordance with, but will not nec-
essarily be limited to, the following 
general criteria— 

(1) The equivalency of an accredita-
tion organization’s accreditation re-
quirements of an entity to the com-
parable CMS requirements for the enti-
ty; 

(2) The organization’s survey process 
to determine— 

(i) The composition of the survey 
team, surveyor qualifications, and the 
ability of the organization to provide 
continuing surveyor training; 

(ii) The comparability of survey pro-
cedures to those of State survey agen-
cies, including survey frequency, and 
the ability to investigate and respond 
appropriately to complaints against ac-
credited facilities; 

(iii) The organization’s procedures 
for monitoring providers or suppliers 
found by the organization to be out of 
compliance with program require-
ments. These monitoring procedures 
are to be used only when the organiza-
tion identifies noncompliance. If non-
compliance is identified through vali-
dation surveys, the State survey agen-
cy monitors corrections as specified at 
§ 488.7(b)(3); 

(iv) The ability of the organization to 
report deficiencies to the surveyed fa-
cilities and respond to the facility’s 
plan of correction in a timely manner; 

(v) The ability of the organization to 
provide CMS with electronic data in 
ASCII comparable code and reports 
necessary for effective validation and 
assessment of the organization survey 
process; 

(vi) The adequacy of staff and other 
resources; 

(vii) The organization’s ability to 
provide adequate funding for per-
forming required surveys; and 

(viii) The organization’s policies with 
respect to whether surveys are an-
nounced or unannounced; and 

(3) The accreditation organization’s 
agreement to provide CMS with a copy 
of the most current accreditation sur-
vey together with any other informa-
tion related to the survey as CMS may 
require (including corrective action 
plans). 

(b) Notice and comment. (1) CMS will 
publish a proposed notice in the FED-
ERAL REGISTER whenever it con-

templates approving an accreditation 
organization’s application for deeming 
authority. The proposed notice will 
specify the basis for granting approval 
of deeming authority and the types of 
providers and suppliers accredited by 
the organization for which deeming au-
thority would be approved. The pro-
posed notice will also describe how the 
accreditation organization’s accredita-
tion program provides reasonable as-
surance that entities accredited by the 
organization meet Medicare require-
ments. The proposed notice will also 
provide opportunity for public com-
ment. 

(2) CMS will publish a final notice in 
the FEDERAL REGISTER whenever it 
grants deeming authority to a national 
accreditation organization. Publica-
tion of the final notice will follow pub-
lication of the proposed notice by at 
least six months. The final notice will 
specify the effective date of the ap-
proval of deeming authority and the 
term of approval (which will not exceed 
six years). 

(c) Effects of approval of an accredita-
tion organization. CMS will deem pro-
viders and suppliers accredited by an 
approved accreditation organization to 
meet the Medicare conditions for 
which the approval of deeming author-
ity has specifically been granted. The 
deeming authority will take effect 90 
days following the publication of the 
final notice. 

(d) Continuing Federal oversight of 
equivalency of an accreditation organiza-
tion and removal of deeming authority. 
This paragraph establishes specific cri-
teria and procedures for continuing 
oversight and for removing the ap-
proval of deeming authority of a na-
tional accreditation organization. 

(1) Comparability review. CMS will 
compare the equivalency of an accredi-
tation organization’s accreditation re-
quirements to the comparable CMS re-
quirements if— 

(i) CMS imposes new requirements or 
changes its survey process; 

(ii) An accreditation organization 
proposes to adopt new requirements or 
change its survey process. An accredi-
tation organization must provide writ-
ten notification to CMS at least 30 
days in advance of the effective date of 
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any proposed changes in its accredita-
tion requirements or survey process; 
and 

(iii) An accreditation organization’s 
approval has been in effect for the max-
imum term specified by CMS in the 
final notice. 

(2) Validation review. Following the 
end of a validation review period, CMS 
will identify any accreditation pro-
grams for which— 

(i) Validation survey results indicate 
a rate of disparity between certifi-
cations of the accreditation organiza-
tion and certification of the State 
agency of 20 percent or more; or 

(ii) Validation survey results, irre-
spective of the rate of disparity, indi-
cate widespread or systematic prob-
lems in an organization’s accreditation 
process that provide evidence that 
there is no longer reasonable assurance 
that accredited entities meet Medicare 
requirements. 

(3) Reapplication procedures. (i) Every 
six years, or sooner as determined by 
CMS, an approved accreditation orga-
nization must reapply for continued 
approval of deeming authority. CMS 
will notify the organization of the ma-
terials the organization must submit 
as part of the reapplication procedure. 

(ii) An accreditation organization 
that is not meeting the requirements 
of this subpart, as determined through 
a comparability review, must furnish 
CMS, upon request and at any time, 
with the reapplication materials CMS 
requests. CMS will establish a deadline 
by which the materials are to be sub-
mitted. 

(e) Notice. If a comparability or vali-
dation review reveals documentation 
that an accreditation organization is 
not meeting the requirements of this 
subpart, CMS will provide written no-
tice to the organization indicating that 
its deeming authority approval may be 
in jeopardy and that a deeming author-
ity review is being initiated. The no-
tice provides the following informa-
tion— 

(1) A statement of the requirements, 
instances, rates or patterns of discrep-
ancies that were found as well as other 
related documentation; 

(2) An explanation of CMS’s deeming 
authority review on which the final de-
termination is based; 

(3) A description of the process avail-
able if the accreditation organization 
wishes an opportunity to explain or 
justify the findings made during the 
comparability or validation review; 

(4) A description of the possible ac-
tions that may be imposed by CMS 
based on the findings from the valida-
tion review; and 

(5) The reapplication materials the 
organization must submit and the 
deadline for their submission. 

(f) Deeming authority review. (1) CMS 
will conduct a review of an accredita-
tion organization’s accreditation pro-
gram if the comparability or validation 
review produces findings as described 
at paragraph (d)(1) or (2), respectively, 
of this section. CMS will review as ap-
propriate either or both— 

(i) The requirements of the accredita-
tion organization; or 

(ii) The criteria described in para-
graph (a)(1) of this section to reevalu-
ate whether the accreditation organi-
zation continues to meet all these cri-
teria. 

(2) If CMS determines, following the 
deeming authority review, that the ac-
creditation organization has failed to 
adopt requirements comparable to 
CMS’s or submit new requirements 
timely, the accreditation organization 
may be given a conditional approval of 
its deeming authority for a proba-
tionary period of up to 180 days to 
adopt comparable requirements. 

(3) If CMS determines, following the 
deeming authority review, that the 
rate of disparity identified during the 
validation review meets either of the 
criteria set forth in paragraph (d)(2) of 
this section CMS— 

(i) May give the accreditation organi-
zation conditional approval of its 
deeming authority during a proba-
tionary period of up to one year 
(whether or not there are also noncom-
parable requirements) that will be ef-
fective 30 days following the date of 
this determination; 

(ii) Will require the accreditation or-
ganization to release to CMS upon its 
request any facility-specific data that 
is required by CMS for continued moni-
toring: 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00206 Fmt 8010 Sfmt 8010 Q:\42\42V5.TXT ofr150 PsN: PC150



197 

Centers for Medicare & Medicaid Services, HHS § 488.9 

(iii) Will require the accreditation or-
ganization to provide CMS with a sur-
vey schedule for the purpose of inter-
mittent onsite monitoring by CMS 
staff, State surveyors, or both; and 

(iv) Will publish in the Medicare An-
nual Report to Congress the name of 
any accreditation organization given a 
probationary period by CMS. 

(4) Within 60 days after the end of 
any probationary period, CMS will 
make a final determination as to 
whether or not an accreditation pro-
gram continues to meet the criteria de-
scribed at paragraph (a)(1) of this sec-
tion and will issue an appropriate no-
tice (including reasons for the deter-
mination) to the accreditation organi-
zation and affected providers or sup-
pliers. This determination will be 
based on any of the following— 

(i) The evaluation of the most cur-
rent validation survey and review find-
ings. The evaluation must indicate an 
acceptable rate of disparity of less than 
20 percent between the certifications of 
the accreditation organization and the 
certifications of the State agency as 
described at paragraph (d)(2)(i) of this 
section in order for the accreditation 
organization to retain its approval; 

(ii) The evaluation of facility-specific 
data, as necessary, as well as other re-
lated information; 

(iii) The evaluation of an accredita-
tion organization’s surveyors in terms 
of qualifications, ongoing training 
composition of survey team, etc.; 

(iv) The evaluation of survey proce-
dures; or 

(v) The accreditation requirements. 
(5) If the accreditation program has 

not made improvements acceptable to 
CMS during the probationary period, 
CMS may remove recognition of 
deemed authority effective 30 days 
from the date that it provides written 
notice to the organization that its 
deeming authority will be removed. 

(6) The existence of any validation 
review, deeming authority review, pro-
bationary period, or any other action 
by CMS, does not affect or limit the 
conducting of any validation survey. 

(7) CMS will publish a notice in the 
FEDERAL REGISTER containing a jus-
tification of the basis for removing the 
deeming authority from an accredita-
tion organization. The notice will pro-

vide the reasons the accreditation or-
ganization’s accreditation program no 
longer meets Medicare requirements. 

(8) After CMS removes approval of an 
accreditation organization’s deeming 
authority, an affected provider’s or 
supplier’s deemed status continues in 
effect 60 days after the removal of ap-
proval. CMS may extend the period for 
an additional 60 days for a provider or 
supplier if it determines that the pro-
vider or supplier submitted an applica-
tion within the initial 60 day time-
frame to another approved accredita-
tion organization or to CMS so that a 
certification of compliance with Medi-
care conditions can be determined. 

(9) Failure to comply with the time-
frame requirements specified in para-
graph (f)(8) of this section will jeop-
ardize a provider’s or supplier’s partici-
pation in the Medicare program and 
where applicable in the Medicaid pro-
gram. 

(g) If at any time CMS determines 
that the continued approval of deeming 
authority of any accreditation organi-
zation poses an immediate jeopardy to 
the patients of the entities accredited 
by that organization, or such contin-
ued approval otherwise constitutes a 
significant hazard to the public health, 
CMS may immediately withdraw the 
approval of deeming authority of that 
accreditation organization. 

(h) Any accreditation organization 
dissatisfied with a determination to re-
move its deeming authority may re-
quest a reconsideration of that deter-
mination in accordance with subpart D 
of this part. 

[58 FR 61841, Nov. 23, 1993] 

§ 488.9 Onsite observation of accredi-
tation organization operations. 

As part of the application review 
process, the validation review process, 
or the continuing oversight of an ac-
creditation organization’s perform-
ance, CMS may conduct an onsite in-
spection of the accreditation organiza-
tion’s operations and offices to verify 
the organization’s representations and 
to assess the organization’s compliance 
with its own policies and procedures. 
The onsite inspection may include, but 
is not limited to, the review of docu-
ments, auditing meetings concerning 
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the accreditation process, the evalua-
tion of survey results or the accredita-
tion decision-making process, and 
interviews with the organization’s 
staff. 

[58 FR 61842, Nov. 23, 1993] 

§ 488.10 State survey agency review: 
Statutory provisions. 

(a) Section 1864(a) of the Act requires 
the Secretary to enter into an agree-
ment with any State that is able and 
willing to do so, under which appro-
priate State or local survey agencies 
will determine whether: 

(1) Providers or prospective providers 
meet the Medicare conditions of par-
ticipation or requirements (for SNFs 
and NFs); 

(2) Suppliers meet the conditions for 
coverage; and 

(3) Rural health clinics meet the con-
ditions of certification. 

(b) Section 1865(a) of the Act provides 
that if an institution is accredited as a 
hospital by the JCAHO, it will be 
deemed to meet the conditions of par-
ticipation: 

(1) Except those specified in § 488.5; 
(2) Provided that such hospital, if it 

is included within a validation survey, 
authorizes the JCAHO to release to 
CMS (on a confidential basis) upon re-
quest a copy of the most current 
JCAHO accreditation survey. 

(c) Section 1864(c) of the Act author-
izes the Secretary to enter into agree-
ments with State survey agencies for 
the purpose of conducting validation 
surveys in hospitals accredited by the 
JCAHO. Section 1865(b) provides that 
an accredited hospital which is found 
after a validation survey to have sig-
nificant deficiencies related to the 
health and safety of patients will no 
longer be deemed to meet the condi-
tions of participation. 

(d) Section 1865(a) of the Act also 
provides that if CMS finds that accredi-
tation of a hospital; psychiatric hos-
pital; SNF; HHA; hospice; ASC; RHC; 
CORF; laboratory; screening mammog-
raphy service; critical access hospital; 
or clinic, rehabilitation agency, or pub-
lic health agency provider of out-
patient physical therapy, occupational 
therapy, or speech pathology services 
by any national accreditation organi-
zation provides reasonable assurance 

that any or all Medicare conditions are 
met, CMS may treat the provider or 
supplier as meeting the conditions. 

[53 FR 22859, June 17, 1988, as amended at 56 
FR 48879, Sept. 26, 1991; 58 FR 61842, Nov. 23, 
1993; 62 FR 46037, Aug. 29, 1997] 

§ 488.11 State survey agency functions. 
State and local agencies that have 

agreements under section 1864(a) of the 
Act perform the following functions: 

(a) Survey and make recommenda-
tions regarding the issues listed in 
§ 488.10. 

(b) Conduct validation surveys of ac-
credited facilities as provided in § 488.7. 

(c) Perform other surveys and carry 
out other appropriate activities and 
certify their findings to CMS. 

(d) Make recommendations regarding 
the effective dates of provider agree-
ments and supplier approvals in ac-
cordance with § 489.13 of this chapter. 

[62 FR 43936, Aug. 18, 1997] 

§ 488.12 Effect of survey agency certifi-
cation. 

Certifications by the State survey 
agency represent recommendations to 
CMS. 

(a) On the basis of these rec-
ommendations, CMS will determine 
whether: 

(1) A provider or supplier is eligible 
to participate in or be covered under 
the Medicare program; or 

(2) An accredited hospital is deemed 
to meet the Medicare conditions of par-
ticipation or is subject to full review 
by the State survey agency. 

(b) Notice of CMS’s determination 
will be sent to the provider or supplier. 

§ 488.14 Effect of QIO review. 
When a QIO is conducting review ac-

tivities under section 1154 of the Act 
and part 466 of this chapter, its activi-
ties are in lieu of the utilization review 
and evaluation activities required of 
health care institutions under sections 
1861(e)(6), and 1861(k) of the Act. 

[59 FR 56237, Nov. 10, 1994] 

§ 488.18 Documentation of findings. 
(a) The findings of the State agency 

with respect to each of the conditions 
of participation, requirements (for 
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SNFs and NFs), or conditions for cov-
erage must be adequately documented. 
When the State agency certifies to the 
Secretary that a provider or supplier is 
not in compliance with the conditions 
or requirements (for SNFs and NFs), 
and therefore not eligible to partici-
pate in the program, such documenta-
tion includes, in addition to the de-
scription of the specific deficiencies 
which resulted in the agency’s rec-
ommendation, any provider or supplier 
response. 

(b) If a provider or supplier is cer-
tified by the State agency as in compli-
ance with the conditions or participa-
tion requirements (for SNFs and NFs) 
or as meeting the requirements for spe-
cial certification (see § 488.54), with de-
ficiencies not adversely affecting the 
health and safety of patients, the fol-
lowing information will be incor-
porated into the finding: 

(1) A statement of the deficiencies 
that were found. 

(2) A description of further action 
that is required to remove the defi-
ciencies. 

(3) A time-phased plan of correction 
developed by the provider and supplier 
and concurred with by the State agen-
cy. 

(4) A scheduled time for a resurvey of 
the institution or agency to be con-
ducted by the State agency within 90 
days following the completion of the 
survey. 

(c) If, on the basis of the State cer-
tification, the Secretary determines 
that the provider or supplier is eligible 
to participate, the information de-
scribed in paragraph (b) of this section 
will be incorporated into a notice of 
eligibility to the provider or supplier. 

(d) If the State agency receives infor-
mation to the effect that a hospital or 
a critical access hospital (as defined in 
section 1861(mm)(1) of the Act) has vio-
lated § 489.24 of this chapter, the State 
agency is to report the information to 
CMS promptly. 

[39 FR 2251, Jan. 17, 1974. Redesignated at 39 
FR 11419, Mar. 28, 1974, and further redesig-
nated at 42 FR 52826, Sept. 30, 1977. Redesig-
nated at 53 FR 23100, June 17, 1988; 59 FR 
32120, June 22, 1994; 59 FR 56237, Nov. 10, 1994; 
62 FR 46037, Aug. 29, 1997] 

EFFECTIVE DATE NOTE: At 59 FR 32120, June 
22, 1994, in § 488.18, paragraph (d) was added. 

The amendment contains information collec-
tion and recordkeeping requirements and 
will not become effective until approval has 
been given by the Office of Management and 
Budget. 

§ 488.20 Periodic review of compliance 
and approval. 

(a) Determinations by CMS to the ef-
fect that a provider or supplier is in 
compliance with the conditions of par-
ticipation, or requirements (for SNFs 
and NFs), or the conditions for cov-
erage are made as often as CMS deems 
necessary and may be more or less 
than a 12-month period, except for 
SNFs, NFs and HHAs. (See § 488.308 for 
special rules for SNFs and NFs.) 

(b) The responsibilities of State sur-
vey agencies in the review and certifi-
cation of compliance are as follows: 

(1) Resurvey providers or suppliers as 
frequently as necessary to ascertain 
compliance and confirm the correction 
of deficiencies; 

(2) Review reports prepared by a Pro-
fessional Standards Review Organiza-
tion (authorized under Part B Title XI 
of the Act) or a State inspection of 
care team (authorized under Title XIX 
of the Act) regarding the quality of a 
facility’s care; 

(3) Evaluate reports that may pertain 
to the health and safety of patients; 
and 

(4) Take appropriate actions that 
may be necessary to achieve compli-
ance or certify noncompliance to CMS. 

(c) A State survey agency certifi-
cation to CMS that a provider or sup-
plier is no longer in compliance with 
the conditions of participation or re-
quirements (for SNFs and NFs) or con-
ditions for coverage will supersede the 
State survey agency’s previous certifi-
cation. 

(Secs. 1102, 1814, 1861, 1863 through 1866, 1871, 
and 1881; 42 U.S.C. 1302, 1395f, 1395x, 1395z 
through 1395cc, 1395hh, and 1395rr) 

[45 FR 74833, Nov. 12, 1981. Redesignated and 
amended at 53 FR 23100, June 17, 1988, and 
further amended at 54 FR 5373, Feb. 2, 1989; 56 
FR 48879, Sept. 26, 1991; 59 FR 56237, Nov. 10, 
1994] 

§ 488.24 Certification of noncompli-
ance. 

(a) Special rules for certification of 
noncompliance for SNFs and NFs are 
set forth in § 488.330. 
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(b) The State agency will certify that 
a provider or supplier is not or is no 
longer in compliance with the condi-
tions of participation or conditions for 
coverage where the deficiencies are of 
such character as to substantially 
limit the provider’s or supplier’s capac-
ity to furnish adequate care or which 
adversely affect the health and safety 
of patients; or 

(c) If CMS determines that an insti-
tution or agency does not qualify for 
participation or coverage because it is 
not in compliance with the conditions 
of participation or conditions for cov-
erage, or if a provider’s agreement is 
terminated for that reason, the institu-
tion or agency has the right to request 
that the determination be reviewed. 
(Appeals procedures are set forth in 
Part 498 of this chapter.) 

[59 FR 56237, Nov. 10, 1994] 

§ 488.26 Determining compliance. 

(a) Additional rules for certification 
of compliance for SNFs and NFs are set 
forth in § 488.330. 

(b) The decision as to whether there 
is compliance with a particular re-
quirement, condition of participation, 
or condition for coverage depends upon 
the manner and degree to which the 
provider or supplier satisfies the var-
ious standards within each condition. 
Evaluation of a provider’s or supplier’s 
performance against these standards 
enables the State survey agency to 
document the nature and extent of de-
ficiencies, if any, with respect to a par-
ticular function, and to assess the need 
for improvement in relation to the pre-
scribed conditions. 

(c) The State survey agency must ad-
here to the following principles in de-
termining compliance with participa-
tion requirements: 

(1) The survey process is the means 
to assess compliance with Federal 
health, safety and quality standards; 

(2) The survey process uses resident 
and patient outcomes as the primary 
means to establish the compliance 
process of facilities and agencies. Spe-
cifically, surveyors will directly ob-
serve the actual provision of care and 
services to residents and/or patients, 
and the effects of that care, to assess 
whether the care provided meets the 

needs of individual residents and/or pa-
tients. 

(3) Surveyors are professionals who 
use their judgment, in concert with 
Federal forms and procedures, to deter-
mine compliance; 

(4) Federal procedures are used by all 
surveyors to ensure uniform and con-
sistent application and interpretation 
of Federal requirements; 

(5) Federal forms are used by all sur-
veyors to ensure proper recording of 
findings and to document the basis for 
the findings. 

(d) The State survey agency must use 
the survey methods, procedures, and 
forms that are prescribed by CMS. 

(e) The State survey agency must en-
sure that a facility’s or agency’s actual 
provision of care and services to resi-
dents and patients and the effects of 
that care on such residents and pa-
tients are assessed in a systematic 
manner. 

[59 FR 56237, Nov. 10, 1994, as amended at 77 
FR 67164, Nov. 8, 2012] 

§ 488.28 Providers or suppliers, other 
than SNFs, NFs, and HHAs with de-
ficiencies. 

(a) If a provider or supplier is found 
to be deficient with respect to one or 
more of the standards in the conditions 
of participation or conditions for cov-
erage, it may participate in or be cov-
ered under the Health Insurance for the 
Aged and Disabled Program only if the 
facility has submitted an acceptable 
plan of correction for achieving com-
pliance within a reasonable period of 
time acceptable to the Secretary. 

(b) The existing deficiencies noted ei-
ther individually or in combination 
neither jeopardize the health and safe-
ty of patients nor are of such character 
as to seriously limit the provider’s ca-
pacity to render adequate care. 

(c)(1) If it is determined during a sur-
vey that a provider or supplier is not in 
compliance with one or more of the 
standards, it is granted a reasonable 
time to achieve compliance. 

(2) The amount of time depends upon 
the— 

(i) Nature of the deficiency; and 
(ii) State survey agency’s judgment 

as to the capabilities of the facility to 
provide adequate and safe care. 
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(d) Ordinarily a provider or supplier 
is expected to take the steps needed to 
achieve compliance within 60 days of 
being notified of the deficiencies but 
the State survey agency may rec-
ommend that additional time be grant-
ed by the Secretary in individual situa-
tions, if in its judgment, it is not rea-
sonable to expect compliance within 60 
days, for example, a facility must ob-
tain the approval of its governing body, 
or engage in competitive bidding. 

[59 FR 56237, Nov. 10, 1994, as amended at 77 
FR 67164, Nov. 8, 2012] 

§ 488.30 Revisit user fee for revisit sur-
veys. 

(a) Definitions. As used in this sec-
tion, the following definitions apply: 

Certification (both initial and recer-
tification) means those activities as 
defined in § 488.1. 

Complaint surveys means those sur-
veys conducted on the basis of a sub-
stantial allegation of noncompliance, 
as defined in § 488.1. 

Provider of services, provider, or sup-
plier has the meaning defined in § 488.1, 
and ambulatory surgical centers, 
transplant centers, and religious non-
medical health care institutions sub-
ject to § 416.2, § 482.70, and § 403.702 [C8] 
of this chapter, respectively, will be 
subject to user fees unless otherwise 
exempted. 

Revisit survey means a survey per-
formed with respect to a provider or 
supplier cited for deficiencies during an 
initial certification, recertification, or 
substantiated complaint survey and 
that is designed to evaluate the extent 
to which previously-cited deficiencies 
have been corrected and the provider or 
supplier is in substantial compliance 
with applicable conditions of participa-
tion, requirements, or conditions for 
coverage. Revisit surveys include both 
offsite and onsite review. 

Substantiated complaint survey means 
a complaint survey that results in the 
proof or finding of noncompliance at 
the time of the survey, a finding that 
noncompliance was proven to exist, but 
was corrected prior to the survey, and 
includes any deficiency that is cited 
during a complaint survey, whether or 
not the cited deficiency was the origi-
nal subject of the complaint. 

(b) Criteria for determining the fee. (1) 
The provider or supplier will be as-
sessed a revisit user fee based upon one 
or more of the following: 

(i) The average cost per provider or 
supplier type. 

(ii) The type of revisit survey con-
ducted (onsite or offsite). 

(iii) The size of the provider or sup-
plier. 

(iv) The number of follow-up revisits 
resulting from uncorrected defi-
ciencies. 

(v) The seriousness and number of de-
ficiencies. 

(2) CMS may adjust the fees to ac-
count for any regional differences in 
cost. 

(c) Fee schedule. CMS must publish in 
the FEDERAL REGISTER the proposed 
and final notices of a uniform fee 
schedule before it assesses revised re-
visit user fees. The notices must set 
forth which criteria will be used and 
how, as well as the amounts of the as-
sessed fees based on the criteria as 
identified in paragraph (b) of this sub-
part. 

(d) Collection of fees. (1) Fees for re-
visit surveys under this section may be 
deducted from amounts otherwise pay-
able to the provider or supplier. As 
they are collected, fees will be depos-
ited as an offset collection to be used 
exclusively for survey and certification 
activities conducted by State survey 
agencies pursuant to section 1864 of the 
Act or by CMS, and will be available 
for CMS until expended. CMS may de-
vise other collection methods as it 
deems appropriate. In determining 
these methods, CMS will consider effi-
ciency, effectiveness, and convenience 
for the providers, suppliers, and CMS. 
CMS may consider any method allowed 
by law, including: Credit card; elec-
tronic fund transfer; check; money 
order; and offset collections from 
claims submitted. 

(2) Fees for revisit surveys under this 
section are not allowable items on a 
cost report, as identified in part 413, 
subpart B of this chapter, under title 
XVIII of the Act. 

(3) Fees for revisit surveys will be 
due for any revisit surveys conducted 
during the time period for which au-
thority to levy a revisit user fee exists. 
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(e) Reconsideration process for revisit 
user fees. (1) CMS will review a request 
for reconsideration of an assessed re-
visit user fee— 

(i) If a provider or supplier believes 
an error of fact has been made in the 
application of the revisit user fee, such 
as clerical errors, billing for a fee al-
ready paid, or assessment of a fee when 
there was no revisit conducted, and 

(ii) If the request for reconsideration 
is received by CMS within 14 calendar 
days from the date identified on the re-
visit user fee assessment notice. 

(2) CMS will issue a credit toward 
any future revisit surveys conducted, if 
the provider or supplier has remitted 
an assessed revisit user fee and for 
which a reconsideration request is 
found in favor of the provider or sup-
plier. If in the event that CMS judges 
that a significant amount of time has 
elapsed before such a credit is used, 
CMS will refund the assessed revisit 
user fee amount paid to the provider or 
supplier. 

(3) CMS will not reconsider the as-
sessment of revisit user fees that re-
quest reconsideration of the survey 
findings or deficiency citations that 
may have given rise to the revisit, the 
revisit findings, the need for the revisit 
itself, or other similarly identified 
basis for the assessment of the revisit 
user fee. 

(f) Enforcement. If the full revisit user 
fee payment is not received within 30 
calendar days from the date identified 
on the revisit user fee assessment no-
tice, CMS may terminate the facility’s 
provider agreement (pursuant to 
§ 489.53(a)(16) of this chapter) and en-
rollment in the Medicare program or 
the supplier’s enrollment and partici-
pation in the Medicare program (pursu-
ant to § 424.535(a)(1) of this chapter). 

[72 FR 53648, Sept. 19, 2007] 

Subpart B—Special Requirements 
§ 488.52 [Reserved] 

§ 488.54 Temporary waivers applicable 
to hospitals. 

(a) General provisions. If a hospital is 
found to be out of compliance with one 
or more conditions of participation for 
hospitals, as specified in part 482 of 
this chapter, a temporary waiver may 

be granted by CMS. CMS may extend a 
temporary waiver only if such a waiver 
would not jeopardize or adversely af-
fect the health and safety of patients. 
The waiver may be issued for any one 
year period or less under certain cir-
cumstances. The waiver may be with-
drawn earlier if CMS determines this 
action is necessary to protect the 
health and safety of patients. A waiver 
may be granted only if: 

(1) The hospital is located in a rural 
area. This includes all areas not delin-
eated as ‘‘urban’’ by the Bureau of the 
Census, based on the most recent cen-
sus; 

(2) The hospital has 50 or fewer inpa-
tient hospital beds; 

(3) The character and seriousness of 
the deficiencies do not adversely affect 
the health and safety of patients; and 

(4) The hospital has made and con-
tinues to make a good faith effort to 
comply with personnel requirements 
consistent with any waiver. 

(b) Minimum compliance requirements. 
Each case will have to be decided on its 
individual merits, and while the degree 
and extent of compliance will vary, the 
institution must, as a minimum, meet 
all of the statutory conditions in sec-
tion 1861(e)(1)–(8), in addition to meet-
ing such other requirements as the 
Secretary finds necessary under sec-
tion 1861(e)(9). (For further information 
relating to the exception in section 
1861(e)(5) of the Act, see paragraph (c) 
of this section.) 

(c) Temporary waiver of 24-hour nurs-
ing requirement of 24-hour registered 
nurse requirement. CMS may waive the 
requirement contained in section 
1861(e)(5) that a hospital must provide 
24-hour nursing service furnished or su-
pervised by a registered nurse. Such a 
waiver may be granted when the fol-
lowing criteria are met: 

(1) The hospital’s failure to comply 
fully with the 24-hour nursing require-
ment is attributable to a temporary 
shortage of qualified nursing personnel 
in the area in which the hospital is lo-
cated. 

(2) A registered nurse is present on 
the premises to furnish or supervise 
the nursing services during at least the 
daytime shift, 7 days a week. 
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(3) The hospital has in charge, on all 
tours of duty not covered by a reg-
istered nurse, a licensed practical (vo-
cational) nurse. 

(4) The hospital complies with all re-
quirements specified in paragraph (a) 
of this section. 

(d) Temporary waiver for technical per-
sonnel. CMS may waive technical per-
sonnel requirements, issued under sec-
tion 1861(e)(9) of the Act, contained in 
the Conditions of Participation; Hos-
pitals (part 482 of this chapter). Such a 
waiver must take into account the 
availability of technical personnel and 
the educational opportunities for tech-
nical personnel in the area in which 
the hospital is located. CMS may also 
limit the scope of services furnished by 
a hospital in conjunction with the 
waiver in order not to adversely affect 
the health and safety of the patients. 
In addition, the hospital must also 
comply with all requirements specified 
in paragraph (a) of this section. 

[39 FR 2251, Jan. 17, 1974. Redesignated at 39 
FR 11419, Mar. 28, 1974, and amended at 41 FR 
27962, July 8, 1976. Further redesignated at 42 
FR 52826, Sept. 30, 1977, and amended at 47 
FR 31531, July 20, 1982; 51 FR 22041, June 17, 
1986. Redesignated at 53 FR 23100, June 17, 
1988] 

§ 488.56 Temporary waivers applicable 
to skilled nursing facilities. 

(a) Waiver of 7-day registered nurse re-
quirement. To the extent that § 483.30 of 
this chapter requires any skilled nurs-
ing facility to engage the services of a 
registered nurse more than 40 hours a 
week, the Secretary may waive such 
requirement for such periods as he 
deems appropriate if, based upon docu-
mented findings of the State agency, 
he determines that: 

(1) Such facility is located in a rural 
area and the supply of skilled nursing 
facility services in such area is not suf-
ficient to meet the needs of individual 
patients therein, 

(2) Such facility has at least one 
fulltime registered nurse who is regu-
larly on duty at such facility 40 hours 
a week, and 

(3) Such facility (i) has only patients 
whose attending physicians have indi-
cated (through physicians’ orders or 
admission notes) that each such pa-
tient does not require the services of a 

registered nurse for a 48-hour period, or 
(ii) has made arrangements for a reg-
istered nurse or a physician to spend 
such time at the facility as is deter-
mined necessary by the patient’s at-
tending physician to provide necessary 
services on days when the regular 
fulltime registered nurse is not on 
duty. 

(4) Such facility has made and con-
tinues to make a good faith effort to 
comply with the more than 40-hour 
registered nurse requirement, but such 
compliance is impeded by the unavail-
ability of registered nurses in the area. 

(b) Waiver of medical director require-
ment. To the extent that § 488.75(i) of 
this chapter requires any skilled nurs-
ing facility to engage the services of a 
medical director either part-time or 
full-time, the Secretary may waive 
such requirement for such periods as he 
deems appropriate if, based upon docu-
mented findings of the State agency, 
he determines that: 

(1) Such facility is located in an area 
where the supply of physicians is not 
sufficient to permit compliance with 
this requirement without seriously re-
ducing the availability of physician 
services within the area, and 

(2) Such facility has made and con-
tinues to make a good faith effort to 
comply with § 488.75(i) of this chapter, 
but such compliance is impeded by the 
unavailability of physicians in the 
area. 

[39 FR 35777, Oct. 3, 1974. Redesignated and 
amended at 42 FR 52826, Sept. 30, 1977. Fur-
ther redesignated and amended at 53 FR 
23100, June 17, 1988, and further amended at 
56 FR 48879, Sept. 26, 1991; 57 FR 43925, Sept. 
23, 1992] 

§ 488.60 Special procedures for ap-
proving end stage renal disease fa-
cilities. 

(a) Consideration for approval. An 
ESRD facility that wishes to be ap-
proved or that wishes an expansion of 
dialysis services to be approved for 
coverage, in accordance with part 494 
of this chapter, must secure a deter-
mination by the Secretary. To secure a 
determination, the facility must sub-
mit the following documents and data 
for consideration by the Secretary: 

(1) Certification by the State agency 
referred to in § 488.12 of this part. 
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(2) Data furnished by ESRD network 
organizations and recommendations of 
the Public Health Service concerning 
the facility’s contribution to the ESRD 
services of the network. 

(3) Data concerning the facility’s 
compliance with professional norms 
and standards. 

(4) Data pertaining to the facility’s 
qualifications for approval or for any 
expansion of services. 

(b) Determining compliance with mini-
mal utilization rates: Time limitations—(1) 
Unconditional status. A facility which 
meets minimal utilization require-
ments will be assigned this status as 
long as it continues to meet these re-
quirements. 

(2) Conditional status. A conditional 
status may be granted to a facility for 
not more than four consecutive cal-
endar years and will not be renewable 
(see § 405.2122(b) of this chapter). Its 
status may be examined each calendar 
year to ascertain its compliance with 
Subpart U. 

(3) Exception status. Under unusual 
circumstances (see § 405.2122 (b) of this 
chapter) the Secretary may grant a 
time-limited exception to a facility 
which is not in compliance with the 
minimal utilization rate(s) for either 
unconditional status or conditional 
status. This exception status may be 
granted, and may be renewed on an an-
nual basis, under circumstances where 
rigid application of minimal utilization 
rate requirements would adversely af-
fect the achievement of ESRD program 
objectives. 

(c) New applicant. A facility which 
has not previously participated in the 
ESRD program must submit a plan de-
tailing how it expects to meet the con-
ditional minimal utilization rate sta-
tus by the end of the second calendar 
year of its operation under the pro-
gram and meet the unconditional mini-
mal utilization rate status by the end 
of the fourth calendar year of its oper-
ation under the program. 

(d) Notification. The Secretary will 
notify each facility and its network co-
ordinating council of its initial and its 
subsequent minimal utilization rate 
classification. 

(e) Failure to meet minimal utilization 
rate. A facility failing to meet stand-
ards for unconditional status or condi-

tional status, or if applicable, for ex-
ception status, will be so notified at 
the time of such classification. 

(f) Interim regulations participant. A 
facility previously participating under 
the interim regulations will not be ap-
proved under the program established 
by subpart U until it has demonstrated 
that it meets all the applicable re-
quirements of this subpart, including 
the appropriate minimal utilization 
rate. It may continue under the in-
terim program only for a period not to 
exceed 1 year from the effective date of 
these amendments (see § 405.2100(c) of 
this chapter). During this period it 
may demonstrate its ability to meet 
the appropriate minimal utilization 
rate. Failure to qualify under this sub-
part will automatically terminate cov-
erage of such facility’s services under 
the ESRD program at the end of such 
year. 

[41 FR 22510, June 3, 1976. Redesignated at 42 
FR 52826, Sept. 30, 1977, and further amended 
at 45 FR 58124, Sept. 2, 1980. Redesignated 
and amended at 53 FR 23100, June 17, 1988; 73 
FR 20474, Apr. 15, 2008] 

§ 488.61 Special procedures for ap-
proval and re-approval of organ 
transplant centers. 

For the purposes of this subpart, the 
survey, certification, and enforcement 
procedures described at 42 CFR part 
488, subpart A apply to transplant cen-
ters, including the periodic review of 
compliance and approval described at 
§ 488.20. 

(a) Initial approval procedures for 
transplant centers that are not Medicare- 
approved as of June 28, 2007. A trans-
plant center, including a kidney trans-
plant center, may submit a request to 
CMS for Medicare approval at any 
time. 

(1) The request, signed by a person 
authorized to represent the center (for 
example, a chief executive officer), 
must include: 

(i) The hospital’s Medicare provider 
I.D. number; 

(ii) Name(s) of the designated pri-
mary transplant surgeon and primary 
transplant physician; and, 

(iii) A statement from the OPTN that 
the center has complied with all data 
submission requirements. 
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(2) To determine compliance with the 
clinical experience and outcome re-
quirements at §§ 482.80(b) and 482.80(c), 
CMS will review the data contained in 
the most recent OPTN Data Report and 
1-year patient and graft survival data 
contained in the most recent Scientific 
Registry of Transplant Beneficiary 
(SRTR) center-specific report. 

(3) If CMS determines that a trans-
plant center has not met the data sub-
mission, clinical experience, or out-
come requirements, CMS may deny the 
request for approval or may review the 
center’s compliance with the condi-
tions of participation at §§ 482.72 
through 482.76 and §§ 482.90 through 
482.104 of this chapter, using the proce-
dures described at 42 CFR part 488, sub-
part A, to determine whether the cen-
ter’s request will be approved. CMS 
will notify the transplant center in 
writing whether it is approved and, if 
approved, of the effective date of its 
approval. 

(4) CMS will consider mitigating fac-
tors, including (but not limited to) the 
following in considering initial ap-
proval of a transplant center that does 
not meet the data submission, clinical 
experience, outcome requirements and 
other conditions of participation: 

(i) The extent to which outcome 
measures are met or exceeded; 

(ii) Availability of Medicare-approved 
transplant centers in the area; and 

(iii) Extenuating circumstances (e.g., 
natural disaster) that may have a tem-
porary effect on meeting the conditions 
of participation. 

(iv) CMS will not approve any pro-
gram with a condition-level deficiency. 
However, CMS may approve a program 
with a standard-level deficiency upon 
receipt of an acceptable plan of correc-
tion. 

(5) If CMS determines that a trans-
plant center has met the data submis-
sion, clinical experience, and outcome 
requirements, CMS will review the cen-
ter’s compliance with the conditions of 
participation contained at §§ 482.72 
through 482.76 and §§ 482.90 through 
482.104 of this chapter using the proce-
dures described at 42 CFR part 488, sub-
part A. If the transplant center is 
found to be in compliance with all the 
conditions of participation at §§ 482.72 
through 482.104, except for § 482.82 of 

this chapter (Re-approval Require-
ments), CMS will notify the transplant 
center in writing of the effective date 
of its Medicare-approval. CMS will no-
tify the transplant center in writing if 
it is not Medicare-approved. 

(6) A kidney transplant center may 
submit a request for initial approval 
after performing at least 3 transplants 
over a 12-month period. 

(7) Transplant centers will be ap-
proved for 3 years. 

(b) Initial approval procedures for 
transplant centers, including kidney 
transplant centers, that are Medicare ap-
proved as of June 28, 2007. (1) A trans-
plant center that wants to continue to 
be Medicare approved must be in com-
pliance with the conditions of partici-
pation at §§ 482.72 through 482.104 as of 
June 28, 2007 and submit a request to 
CMS for Medicare approval under the 
conditions of participation no later 
than December 26, 2007, using the proc-
ess described in paragraph (a)(1) of the 
section. 

(2) CMS will determine whether to 
approve the transplant center, using 
the procedures described in paragraphs 
(a)(2) through (a)(5) of this section. 
Until CMS makes a determination 
whether to approve the transplant cen-
ter under the conditions of participa-
tion at §§ 482.72 through 482.104, the 
transplant center will continue to be 
Medicare approved under the end stage 
renal disease (ESRD) conditions for 
coverage (CfCs) in part 405, subpart U 
of this chapter for kidney transplant 
centers or the pertinent national cov-
erage decisions (NCDs) for extra-renal 
organ transplant centers, as applicable, 
and the transplant center will continue 
to be reimbursed for services provided 
to Medicare beneficiaries. 

(3) Once CMS approves a kidney 
transplant center under the conditions 
of participation, the ESRD CfCs no 
longer apply to the center as of the 
date of its approval. Once CMS ap-
proves an extra-renal organ transplant 
center under the conditions of partici-
pation, the NCDs no longer apply to 
the center as of the date of its ap-
proval. 

(4) If a transplant center that is 
Medicare approved as of June 28, 2007 
submits a request for approval under 
the CoPs at §§ 482.72 through 482.104 of 
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this chapter but CMS does not approve 
the transplant center, or if the trans-
plant center does not submit its re-
quest to CMS for Medicare approval 
under the CoPs by December 26, 2007, 
CMS will revoke the transplant cen-
ter’s approval under the conditions for 
coverage for kidney transplant centers 
or the national coverage decisions for 
extra-renal transplant centers, as ap-
plicable, and the transplant center will 
no longer be reimbursed for services 
provided to Medicare beneficiaries. 
CMS will notify the transplant center 
in writing of the effective date of its 
loss of Medicare approval. 

(c) Re-approval procedures. Once Medi-
care-approved, transplant centers, in-
cluding kidney transplant centers, 
must be in compliance with all the con-
ditions of participation for transplant 
centers at §§ 482.72 through 482.104 of 
this chapter, except for § 482.80 (initial 
approval requirements) throughout the 
3-year approval period. 

(1) Prior to the end of the 3-year ap-
proval period, CMS will review the 
transplant center’s data in making re- 
approval determinations. 

(i) To determine compliance with the 
data submission requirements at 
§ 482.82(a) of this chapter, CMS will re-
quest data submission data from the 
OPTN for the previous 3 calendar 
years. 

(ii) To determine compliance with 
the clinical experience and outcome re-
quirements at § 482.82(b) and § 482.82(c) 
of this chapter, CMS will review the 
data contained in the most recent 
OPTN Data Report and 1-year patient 
and graft survival data contained in 
the most recent SRTR center-specific 
reports. 

(2) If CMS determines that a trans-
plant center has not met the data sub-
mission, clinical experience, or out-
come requirements at § 482.82, the 
transplant center will be reviewed for 
compliance with §§ 482.72 through 482.76 
and §§ 482.90 through 482.104 of this 
chapter, using the procedures described 
at 42 CFR part 488, subpart A. 

(3) If CMS determines that a trans-
plant center has met the data submis-
sion, clinical experience, and outcome 
requirements at § 482.82, CMS may 
choose to review the transplant center 
for compliance with §§ 482.72 through 

482.76 and §§ 482.90 through 482.104 of 
this chapter, using the procedures de-
scribed at 42 CFR part 488, subpart A. 

(4) CMS will consider mitigating fac-
tors, including (but not limited to) the 
following in considering re-approval of 
a transplant center that does not meet 
the data submission, clinical experi-
ence, outcome requirements and other 
conditions of participation: 

(i) The extent to which outcome 
measures are met or exceeded; 

(ii) Availability of Medicare-approved 
transplant centers in the area; and 

(iii) Extenuating circumstances (e.g., 
natural disaster) that may have a tem-
porary effect on meeting the conditions 
of participation. 

(iv) CMS will not approve any pro-
gram with a condition-level deficiency. 
However, CMS may re-approve a pro-
gram with a standard-level deficiency 
upon receipt of an acceptable plan of 
correction. 

(5) CMS will notify the transplant 
center in writing if its approval is 
being revoked and of the effective date 
of the revocation. 

(d) Loss of Medicare Approval. Centers 
that have lost their Medicare approval 
may seek re-entry into the Medicare 
program at any time. A center that has 
lost its Medicare approval must: 

(1) Request initial approval using the 
procedures described in § 488.61(a); 

(2) Be in compliance with §§ 482.72 
through 482.104 of this chapter, except 
for § 482.82 (Re-approval Requirements), 
at the time of the request for Medicare 
approval; and 

(3) Submit a report to CMS docu-
menting any changes or corrective ac-
tions taken by the center as a result of 
the loss of its Medicare approval sta-
tus. 

(e) Transplant Center Inactivity. A 
transplant center may remain inactive 
and retain its Medicare approval for a 
period not to exceed 12 months during 
the 3-year approval cycle. A transplant 
center must notify CMS upon its vol-
untary inactivation as required by 
§ 482.74(d) of this chapter. 

[72 FR 15278, Mar. 30, 2007] 

§ 488.64 Remote facility variances for 
utilization review requirements. 

(a) As used in this section: 
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(1) An ‘‘available’’ individual is one 
who: 

(i) Possesses the necessary profes-
sional qualifications; 

(ii) Is not precluded from partici-
pating by reason of financial interest 
in any such facility or direct responsi-
bility for the care of the patients being 
reviewed or, in the case of a skilled 
nursing facility, employment by the fa-
cility; and 

(iii) Is not precluded from effective 
participation by the distance between 
the facility and his residence, office, or 
other place of work. An individual 
whose residence, office, or other place 
of work is more than approximately 
one hour’s travel time from the facility 
shall be considered precluded from ef-
fective participation. 

(2) ‘‘Adjacent facility’’ means a 
health care facility located within a 50- 
mile radius of the facility which re-
quests a variance. 

(b) The Secretary may grant a re-
questing facility a variance from the 
time frames set forth in §§ 405.1137(d) of 
this chapter and 482.30 as applicable, 
within which reviews all of cases must 
be commenced and completed, upon a 
showing satisfactory to the Secretary 
that the requesting facility has been 
unable to meet one or more of the re-
quirements of § 405.1137 of this chapter 
or § 482.30 of this chapter, as applicable, 
by reason of insufficient medical and 
other professional personnel available 
to conduct the utilization review re-
quired by § 405.1137 of this chapter or 
§ 482.30 of this chapter, as applicable. 

(c) The request for variance shall 
document the requesting facility’s in-
ability to meet the requirements for 
which a variance is requested and the 
facility’s good faith efforts to comply 
with the requirements contained in 
§ 405.1137 of this chapter or § 482.30 of 
this chapter, as applicable. 

(d) The request shall include an as-
surance by the requesting facility that 
it will continue its good faith efforts to 
meet the requirements contained in 
§ 405.1137 of this chapter or § 482.30 of 
this chapter, as applicable. 

(e) A revised utilization review plan 
for the requesting facility shall be sub-
mitted concurrently with the request 
for a variance. The revised plan shall 
specify the methods and procedures 

which the requesting facility will use, 
if a variance is granted, to assure: 

(1) That effective and timely control 
will be maintained over the utilization 
of services; and 

(2) That reviews will be conducted so 
as to improve the quality of care pro-
vided to patients. 

(f) The request for a variance shall 
include: 

(1) The name, location, and type (e.g., 
hospital, skilled nursing facility) of the 
facility for which the variance is re-
quested; 

(2) The total number of patient ad-
missions and average daily patient cen-
sus at the facility within the previous 
six months; 

(3) The total number of title XVIII 
and title XIX patient admissions and 
the average daily patient census of 
title XVIII and title XIX patients in 
the facility within the previous six 
months; 

(4) As relevant to the request, the 
names of all physicians on the active 
staff of the facility and the names of 
all other professional personnel on the 
staff of the facility, or both; 

(5) The name, location, and type of 
each adjacent facility (e.g., hospital, 
skilled nursing facility); 

(6) The distance and average travel 
time between the facility and each ad-
jacent facility; 

(7) As relevant to the request, the lo-
cation of practice of available physi-
cians and the estimated number of 
other available professional personnel, 
or both (see paragraph (a)(1)(iii) of this 
section); 

(8) Documentation by the facility of 
its attempt to obtain the services of 
available physicians or other profes-
sional personnel, or both; and 

(9) A statement of whether a QIO ex-
ists in the area where the facility is lo-
cated. 

(g) The Secretary shall promptly no-
tify the facility of the action taken on 
the request. Where a variance is in ef-
fect, the validation of utilization re-
view pursuant to § 405.1137 of this chap-
ter or § 482.30 shall be made with ref-
erence to the revised utilization review 
plan submitted with the request for 
variance. 

(h) The Secretary, in granting a vari-
ance, will specify the period for which 
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the variance has been granted; such pe-
riod will not exceed one year. A request 
for a renewal shall be submitted not 
later than 30 days prior to the expira-
tion of the variance and shall contain 
all information required by paragraphs 
(c), (d), and (f) of this section. Renewal 
of the variance will be contingent upon 
the facility’s continuing to meet the 
provisions of this section. 

[40 FR 30818, July 23, 1975. Redesignated at 42 
FR 52826, Sept. 30, 1977; 51 FR 22041, June 17, 
1986; 51 FR 27847, Aug. 4, 1986; 51 FR 43197, 
Dec. 1, 1986. Redesignated and amended at 53 
FR 23100, June 17, 1988] 

§ 488.68 State Agency responsibilities 
for OASIS collection and data base 
requirements. 

As part of State agency survey re-
sponsibilities, the State agency or 
other entity designated by CMS has 
overall responsibility for fulfilling the 
following requirements for operating 
the OASIS system: 

(a) Establish and maintain an OASIS 
database. The State agency or other en-
tity designated by CMS must— 

(1) Use a standard system developed 
or approved by CMS to collect, store, 
and analyze data; 

(2) Conduct basic system manage-
ment activities including hardware and 
software maintenance, system back-up, 
and monitoring the status of the data-
base; and 

(3) Obtain CMS approval before modi-
fying any parts of the CMS standard 
system including, but not limited to, 
standard CMS-approved— 

(i) OASIS data items; 
(ii) Record formats and validation 

edits; and 
(iii) Agency encoding and trans-

mission methods. 
(b) Analyze and edit OASIS data. The 

State agency or other entity des-
ignated by CMS must— 

(1) Upon receipt of data from an 
HHA, edit the data as specified by CMS 
and ensure that the HHA resolves er-
rors within the limits specified by 
CMS; 

(2) At least monthly, make available 
for retrieval by CMS all edited OASIS 
records received during that period, ac-

cording to formats specified by CMS, 
and correct and retransmit previously 
rejected data as needed; and 

(3) Analyze data and generate reports 
as specified by CMS. 

(c) Ensure accuracy of OASIS data. 
The State agency must audit the accu-
racy of the OASIS data through the 
survey process. 

(d) Restrict access to OASIS data. The 
State agency or other entity des-
ignated by CMS must do the following: 

(1) Ensure that access to data is re-
stricted except for the transmission of 
data and reports to— 

(i) CMS; 
(ii) The State agency component that 

conducts surveys for purposes related 
to this function; and 

(iii) Other entities if authorized by 
CMS. 

(2) Ensure that patient identifiable 
OASIS data is released only to the ex-
tent that it is permitted under the Pri-
vacy Act of 1974. 

(e) Provide training and technical sup-
port for HHAs. The State agency or 
other entity designated by CMS must— 

(1) Instruct each HHA on the admin-
istration of the data set, privacy/con-
fidentiality of the data set, and inte-
gration of the OASIS data set into the 
facility’s own record keeping system; 

(2) Instruct each HHA on the use of 
software to encode and transmit OASIS 
data to the State; 

(3) Specify to a facility the method of 
transmission of data to the State, and 
instruct the facility on this method. 

(4) Monitor each HHA’s ability to 
transmit OASIS data. 

(5) Provide ongoing technical assist-
ance and general support to HHAs in 
implementing the OASIS reporting re-
quirements specified in the conditions 
of participation for home health agen-
cies; and 

(6) Carry out any other functions as 
designated by CMS necessary to main-
tain OASIS data on the standard State 
system. 

[64 FR 3763, Jan. 25, 1999] 

Subpart C—Survey Forms and 
Procedures 
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§ 488.100 Long term care survey forms, Part A. 
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NAME OF FACILITY 

F500 

F501 I 

F502 

F503 

F504 I 

F505 

Compliance wHh State and Local Laws {Condition of 
Participation} 

SNF (405.1120) o MET 0 NOT 

A. Licensure 

SNF (405.112O(a» (Standard) o MET o NOT 

ICF (442.251) (Standard) o MET o NOT 

The facility has a current State License 
(Number ) 

B. Personnel LIcensure 

SNF (405.112O(b» (Standard) o MET o NOT 

ICF (442.302) (S tandard) o MET 0 NOT 

F506 I Staff of the facility are licensed or registered in 
accordance with applicable State laws. 

C. Compliance wHh Other Laws 

F507 I SNF (405.112O(c» (Standard) 0 MET 0 NOT 

F508 ICF (442.252) (Standard) o MET 

F509 ICF (442.315) (Standard) o MET 0 NOT 

F510 I The facility is in compliance with applicable Federal, State 
and local laws and regulations relating to fire and safety, 
sanitation, communicable and reportable diseases, 
postmortem procedures and other relevant health and 
safety requirements. 

Form HCFA-S25 (2-86) 



211 

Centers for Medicare & Medicaid Services, HHS § 488.100 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00221 Fmt 8010 Sfmt 8006 Q:\42\42V5.TXT ofr150 PsN: PC150 E
C

01
JA

91
.0

18
<

/G
P

H
>



212 

42 C
FR C

h. IV
 (10–1–13 Ed

itio
n) 

§
488.100 

V
erD

ate M
ar<

15>
2010 

18:39 N
ov 07, 2013

Jkt 229189
P

O
 00000

F
rm

 00222
F

m
t 8010

S
fm

t 8006
Q

:\42\42V
5.T

X
T

ofr150
P

sN
: P

C
150

EC01JA91.019</GPH>

NAME OF FACILITY 

F520 ICF (442.30t) (Standard) D MET 

C. Independent Medical Review 

F521 SNF (405.1121(d» (Standard) 0 MET 

F522 

F523 

The facility has policies which ensure that the facility 
cooperates in an effective program for regular 
independent medical evaluation and audit of residents in 
the facility to the extent required by the programs in 
which the facility participates. 

D. Administrator 

SNF (405.1121(e» (Standard) D MET 

ICF (442.303) (Standard) D MET 

F524 I The facility has a licensed administrator who has authority 
for the overall operation of the facility. (Administrator's 
license or registration number __________ ) 

E. Resident Care Director 

F525 ICF (442.304) (Standard) o MET 

F526 I 1. The administrator or another professional staff member is 
the resident care director (RSO). 

Form HCFA-52S Page 4 
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NAME OF FACILITY 

F538 SNF (405.1121(i)) (Standard) D MET 

F539 ICF (442.317) (Standard) D MET 

F540 I The facility has written agreemenls with qualified persons 
to render a service (if it does not employ a qualified 
professional person to do so). The agreements: 

F541 I 1. Address the responsibilities, functions, objectives, and 
terms (including financial arrangements and charges); 

F542 I 2. Are signed by an authorized representative of the facility 
and the outside resource; and 

F543 I 3. Specify that the facility retains ultimate responsibility for 
the services rendered. 

I. Notification of Change In Resident Status 

F544 SNF (405.11210)) (Standard) D MET D NOT 

F545 I The facility has policies and procedures to notify 
physicians and other responsible persons in the event of 
an accident involving the resident, or resident's physical, 
mental or emotional status, or resident charges, billings or 
related administrative matter. 

Form HCFA·525 (2-86) 
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NAME OF FACILITY 

2. Medical Condition and Treatment 

F555 a. Each resident is inlormed by a physician of his health and 
medical condition unless the physician decides that 
informing the residenl is medically contraindicated. 

F556 I b. Each resident is given an opportunity to participate in 
planning his total care and medical treatment. 

F557 I c. Each resident is given an opportunity to refuse treatment. 

F558 I d. Each resid"nt gives informed, written consent before 
participating in experimental research. 

F559 I e. If the physician decides that informing the resident of his 
health and medical condition is medically contraindicated, 
the physician has documented this decision in the 
resident's medical record. 

3. Transfer and Discharge 

Each resident is transferred or discharged only for: 

F560 a. Medical reasons. 

F561 I b. His/her welfare or that of 

F562 I c. Nonpayment except as prohibited by the Medicare or 
Medicaid program. 

4. Exercising Rights 

F563 I a. Each resident is encouraged and assisted to exercise 
his/her rights as a resident 01 the facility and as a citizen. 

F564 I b. Each resident is allowed to submit complaints and 
recommendations concerning the policies and services of 
the facility to staff or to outside representatives of the 
resident's choice or both. 

F565 I c. Such complaints are submitted free from restraint, 
coercion, discrimination, or reprisal. 

(2-86) 
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NAME OF FACILITY 

F576 I d. The use is authorized by a professional staff member 
identified in the written policies and procedures of the 
facility. 

F577 I e. The use is reported promptly to the resident's physician 
by the staff member. 

7. Privacy 

F578 a. Each resident is treated with respect, consideration and 
full recognition of his/her dignity and individuality. 

F579 I b. Each resident is given privacy during treatment and care 
of personal needs. 

F580 I c. Each resident's records, including information in an 
automated data bank, are treated confidentially. 

F581 I d. Each resident must give written consent before the facility 
releases information from his/her record to someone not 
otherwise authorized to receive it. 

F582 I e. Married residents are given privacy during visits by their 
spouses. 

8. Work 

F584 I No resident may be required to perform services for the 
facility. 

9. Freedom of Association and Correspondence 

F585 I a. Each resident is allowed to communicate, associate and 
meet privately with individuals of his choice unless this 
infringes upon the rights of another resident. 

F586 I b. Each resident is allowed to send and receive personal 
mail unopened. 

Form HCFA-525 (2--86) Page 10 
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NAME OF FACILITY 

F595 I 3. 

F596 I 4. The policies are developed by a group of professional 
personnel, including the Medical Director or the organized 
medical staff, and are periodically reviewed and revised (if 
necessary). 

F597 I 5. These policies are available to admitting physicians, 
sponsoring agencies, residents, and the public. 

F598 I 6. The Medical Director or a registered nurse is designated 
as responsible for the execution of the policies. 

L. Public Availability 

F599 ICF (442.305) (Standard) D MET 

F600 I I. The facility has written policies and procedures governing 
all the services it provides. 

F601 I 2. The policies and procedures are available to the staff and 

F602 

residents, members of the family, the public, and legal 
representatives of residents. 

M. Admissions 

ICF (442.306) (Standard) D MET 

The facility has written policies and procedures that ensure 
admits as residents only those residents whose needs can be 
by: 

F603 I I. the facility itself. 

F604 I 2. the facility in cooperation with community resources. 

F605 I 3. the facility in cooperation with other providers of care 
affiliated with or under contract to the facility. 

Form HCFA·525 (2-86) 
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NAME OF FACILITY 

Q. Staff Development 

F617 SNF (405.1121(h)) (Standard) 0 MET o NOT 

F618 ICF (442.314) (Standard) o MET o NOT 

F619 I 1. The facility conducts an orientation program for all new 
employees that includes a review of all its policies. 

F620 I 2. The facility plans and conducts an inservice staff 
development program for all personnel to assist them in 
developing and improving their skills. 

F621 I 3. The facility maintains a record of the orientation and staff 
development programs it conducts. 

F622 I 4. The record includes the content of the program and the 
names of participants. 

F623 I 5. Inservice training includes at least prevention and control 
of infections, fire prevention and safety, confidentiality of 
resident information, and preservation of resident dignity 
including protection of resident's privacy and personal 
and property rights. 

(2-86) 
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NAME OF FACILITY 

F632 

F633 

F634 

Physician Services (Condition of Participation) 

SNF (405.1123) o MET o NOT 

Residents in need of skilled or rehabilitative care are 
admitted to the facility only upon the recommendation of, 
and remain under the care of, a physician. To the extent 
feasible, each resident designates a personal physician. 

A. PhysiCian Supervision 

SNF (40S.1123(b» (Standard) o MET o NOT 

ICF (442.346) (Standard) o MET o NOT 

F63S I 1. The facility has a policy that the health care of every 
resident must be under the supervision of a physician. 

F636 I 2. All attending physicians must make arrangements for the 
medical care of their residents in their absence. 

B. Emergency Services 

F637 SNF (40S.1123(c)) (Standard) 0 MET 

The facility has written procedures available at each 
nurses' station, that provide for having a physician 
available to furnish necessary medical care in case of 
emergency. 

Form HCFA-525 (2-86) 
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NAME OF FACILITY 

B. Health Services Supervision 

F644 ICF (442.339) (Standard) D MET D NOT MET 

F645 I 1. The facility has a full-time registered nurse, or a licensed 
practical or vocational nurse to supervise the health 
services 7 days a week on the day shift. 

F646 I 2. The nurse has a current State license. 

F647 I 3. If the supervisor of health services is a licensed practical 
or vocational nurse, the facilty has a formal contract with 
a registered nurse to serve as a consultant no less than 4 
hours a week. 

F648 I 4. To qualify to serve as a health services supervisor, a 
licensed practical or vocational nurse must: 

a. Have graduated from a State-approved school of 
practical nursing. or 

F649 I b. Have education or other training that the State 
authority responsible for licensing practical nurses 
considered equal to graduation from a State-approved 
school of practical nursing, or 

F650 I c. Have passed the Public Health Service examination for 
waivered licensed practical or vocational nurses. 

F651 I 5. If the nurse in charge is licensed by the State in a 

Forrl 

category other than registered nurse or licensed practical 
or vocational nurse: 

a. The individual has completed a training program to get 
the license that includes at least the same number of 
classroom and practice hours in all nursing subjects as 
in the .program of a State-approved school of practical 
or vocational nursing, and 

Page 18 
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NAME OF FACILITY 

F66S I 2. Weekly time schedules are maintained and indicate the 
number and classifications of nursing personnel including 
relief personnel, who worked on each unit for each tour of 
duty. 

D. Rehabilitative Nursing Care 

F666 SNF (40S.1124(e)) (Standard) o MET 

F667 I Nursing personnel are trained in rehabilitative nursing. 

E. Supervision of Resident Nutrition 

F668 SNF (40S.1124(f» (Standard) D MET 

F669 I A procedure is established to inform dietetic service of 
physicians' diet orders and of residents' dietetic problems. 

F. Administration of Drugs 

F670 SNF (40S.1124(g)) (Standard) D MET o NOT 

F671 I Procedures are established by the Pharmaceutical 
Services Committee (see 40S.1127(d» to ensure that 
drugs are checked against physicians' orders. 

G. Conformance with Physicians' Drug Orders 

F672 SNF (40S.1124(h» (Standard) 0 MET D NOT 

Indicators 1 thru 4 apply to SNFs. 

F673 ICF (442.33S) (Standard) D MET o NOT 

F674 I 1. Drugs not specifically limited as to time or number of 
doses when ordered are controlled by automatic stop 
orders or other methods in accordance with written 
policies. 

Form HCFA-525 (2-86) 



229 

Centers for Medicare & Medicaid Services, HHS § 488.100 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00239 Fmt 8010 Sfmt 8006 Q:\42\42V5.TXT ofr150 PsN: PC150 E
C

01
JA

91
.0

36
<

/G
P

H
>



230 

42 C
FR C

h. IV
 (10–1–13 Ed

itio
n) 

§
488.100 

V
erD

ate M
ar<

15>
2010 

18:39 N
ov 07, 2013

Jkt 229189
P

O
 00000

F
rm

 00240
F

m
t 8010

S
fm

t 8006
Q

:\42\42V
5.T

X
T

ofr150
P

sN
: P

C
150

EC01JA91.037</GPH>

NAME OF FACILITY 

Dietetic Services (Condition of Participation) 

F685 SNF (405.1125) 0 MET 0 NOT 

F686 

The faciiily provides a hygienic dietetic service that meets 
the daily nutritional needs of patients, ensures that special 
dietary needs are met, and provides palatable and 
attractive meals. A facility that has a contract with an 
outside food management company may be found to be 
in compliance with this condition provided the faciiity 
andlor company meets the standards listed herein. 

A. Staffing 

SNF (405.1125(a» (Standard) D MET o NOT 

F687 I 1. Overall supervisory responsibilily for the dietetic service is 
assigned to a full-time qualified dietetic service supervisor. 

F688 I 2. If the dietetic service supervisor is not a qualified dietitian, 
the dietetic service supervisor functions with frequent, 
regularly scheduled consultation from a person so 
qualified. (§405.11 01 (e).) 

F689 I 3. In addition, the facility employs sufficient supportive 
personnel competent to carry out the functions of the 
dietetic service. 

F690 I 4. If consultant dietetic services are used, the consultant's 
visits are at appropriate times, and of sufficient duration 
and frequency to provide continuing liaison with medical 
and nursing staffs, advice to the administrator, resident 
counseling, guidance to the supervisor and staff of the 
dietetic service, approval of all menus, and participation in 
the development or revisions of dietetic policies and 
procedures. (See §405.1121(i).) 

Form HCFA-525 (2-36) Page 22 
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NAME OF FACILITY 

C. Hygiene 01 Staff 

F699 SNF (405.1125(1» (Standard) o MET o NOT 

F700 I In the event food service employees are assigned duties 
outside the dietetic service, these duties do not interfere 
with the sanitation, safety, or the time required for dietetic 
work assignments. (See §405.1121(g).) 

D. Sanitary Conditions 

F70t SNF (405.1125(g)) (Standard) 0 MET o NOT 

F702 I Written reports of inspections by State and local health 
authorities are on tile at the facility, with notation made of 
action taken by the facility 10 comply with any 
recommendations. 

F703 

Specialized Rehabilitation Services (Condition of 

SNF (405.1126) o MET o NOT 

The facility provides, or arranges lor, under written 
agreement, specialized rehabilitative services by qualified 
personnel (i.e., physical therapy, speech pathology and 
audiology, and occupational therapy) as needed by 
residents to improve and maintain functioning. Safe and 
adequate space and equipment are available, 
commensurate with the services offered. If the facility 
does not offer such services directly, it does not admit nor 
retain residents in need of this care unless provision is 
made for such services under arrangement with qualified 
outside resources under which the facility assumes 
professional responsibility for the services rendered. (See 
§405.1121(i).) 

Form HCFA-525 (2..a6) 

EXPLANATORY STATEMENT 



233 

Centers for Medicare & Medicaid Services, HHS § 488.100 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00243 Fmt 8010 Sfmt 8006 Q:\42\42V5.TXT ofr150 PsN: PC150 E
C

01
JA

91
.0

40
<

/G
P

H
>



234 

42 C
FR C

h. IV
 (10–1–13 Ed

itio
n) 

§
488.100 

V
erD

ate M
ar<

15>
2010 

18:39 N
ov 07, 2013

Jkt 229189
P

O
 00000

F
rm

 00244
F

m
t 8010

S
fm

t 8006
Q

:\42\42V
5.T

X
T

ofr150
P

sN
: P

C
150

EC01JA91.041</GPH>

NAME OF FACILITY 

B. Documentation of Services 

F709 I SNF (405.1126(c» (Standard) 0 MET 

The physician's order, the plan of rehabilitative care, 
services rendered, evaluations of progress, and other 
pertinent information are recorded in the patient's medical 
record, and are dated and signed by the physician 
ordering the service and the person who provided the 
service. 

C. Qualifying to Provide Outpatient Physical Therapy 

F710 SNF (405.1126(d» (Standard) 0 MET 

F711 

If the facility provides outpatienl physical therapy services, 
it meets the applicable health and safety regulations 
pertaining to such services as are included in Subpart Q 

of this part. (See §405.1719, 405.1720, 405.1722(a) and 
(b)(1 )(2)(3)(i), (4), (5), (6), (7), and (8); and 405.1725.) 

Pharmaceutical Services (Condition of Participation) 

SNF (405.1127) o MET 

The facility has appropriate methods and procedures for 
the dispensing and administering of drugs and biologicals. 
The facility is responsible for providing such drugs and 
biologicals for its residents, insofar as they are covered 
under the programs, and for ensuring that pharmaceutical 
services are provided in accordance with accepted 
professional· principles. 

Form HCFA·525 (2-86) 

EXPLANATORY STATEMENT 
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NAME OF FACILITY 

F723 SNF (405.1127(d)) (Standard) DMET 

F724 I 1. A pharmaceutical services committee or its equivalent 
develops written policies and procedures for safe and 
effective drug therapy, distribution, control and use. 

F725 I 2. The committee is comprised of at least the pharmacist, 
the director of nursing services, the administrator. and 
one physician. 

F726 I 3. The committee oversees pharmaceutical services in the 

F727 

F728 

facility, makes recommendations for improvement, and 
monitors the service to ensure its accuracy and adequacy. 

Laboratory and Radiologic Services (Condition of 
Participation) 

SNF (405.1128) DMET 

The facility has provision for promptly obtaining required 
laboratory, X-ray, and other diagnostic services. 

A. Provision for Services 

SNF (405.1128(a)) (Standard) D MET 

F729 I 1. If the facility provides its own laboratory and X-ray 
services, these meet the applicable conditions established 
for certification of hospilals thai are contained in 405.1028 
and 405.1029, respectively. 

EXPLANATORY STATEMENT 

Page 28 
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NAME OF FACILITY 

A. Advisory Dentist 

F737 SNF (405.1129(a)) (Standard) D MET 

F738 I A dentist recommends oral hygiene policies and practices 
for the care of residents. (§405.1121 (h). 

B. Arrangements of Outside Services 

F739 SNF (405.1129(b)) (Standard) D MET 

F740 I 1. The facility has a cooperative agreement with a dentist, 
and 

F741 I 2. Maintains a list of dentists in the community for residents 
who do not have a private dentist. 

F742 I 3. The facility assists the resident, if necessary, in arranging 

F743 

for transportation to and from the dentist's office. 

Social Services (Condition of Participation) 

SNF (405.1130) D MET 

The facility has satisfactory arrangements for identifying 
the medically related social and emotional needs of the 
resident. It is not mandatory that the skilled nursing 
facility itself provide social services in order to participate 
in the program. If the facility does not provide social 
services, it has written procedures for referring residents 
in need of social services to appropriate social agencies. 
If social services are offered by the facility, they are 
provided under a clearly defined plan, by qualified 
persons, to assist each resident to adjust to the social 
and emotional aspects of the resident's illness, treatment, 
and stay in the facility. 

Form HCFA·525 (2-86) Page 30 
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NAME OF FACILITY 

F752 ICF (442.344(c» D MET D NOT 

F753 I The facility designates one staff member, qualified by 
training or experience, to be responsible for: 

a. Arranging for social services; and 

F754 I b. Integrating social services with other elements of the 
plan of care. 

C. Records and Confidentiality 

F755 SNF (405.1130(c» (Standard) D MET o NOT 

F756 I Records of pertinent social data about personal and 
family problems medically related to the resident's illness 
and care, and of action taken to meet the resident's 
needs, are maintained in the resident's medical records. 

F757 I If social services are provided by an outside resource, a 
record is maintained of each referral to such resource. 

F758 

Activities (Condition of Partlclpstlon) 

SNF (405.1131) D MET D NOT 

The facility provides for an activities program, appropriate 
to the needs and interests of each resident, to encourage 
self care, resumption of normal activities, and 
maintenance of an optimal level of psychosocial 
functioning. 

Form HCFA-625 (24) Page 32 
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NAME OF FACILITY 

A. Staffing 

F765 SNF (405.1132(a)) (Standard) DMET D NOT 

F766 I 1. Overall supervisory responsibility for the medical record 
service is assigned to a full-time employee of the facility. 

F767 I 2. The facility also employs sufficient supportive personnel 
competent to carry out the functions of the medical record 
service. 

F768 I 3. If the medical record supervisor is not a qualified medical 

F769 

F770 

record practitioner, this person functions with consultation 
from a person qualified. (See §4OS.11 01 (I).) 

B. Protection of Medical Record Information 

SNF (40S.1132(b)) (Standard) D MET D NOT 

ICF (442.318(d)) DMET D NOT 

F771 I The facility safeguards medical record information against 
loss, destruction, or unauthorized use. 

C. Physician Documentation 

F772 SNF (40S.1132(d)) (Standard) D MET D NOT 

F773 I 1. Only physicians enter or authenticate in medical records 
opinions that require medical judgment (in accordance 
with medical staff bylaws, rules, and regulations, if 
applicable). 

All phYSicians sign their entries into the medical record. 

(2-86) Page 34 
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NAME OF FACILITY 

Transfer Agreement (Condition of Participation) 

F781 SNF (405.1133) o MET o NOT 

F782 ICF (442.316) (Standard) o MET 

F783 I The facility has in effect a transfer agreement with one or 
more hospitals approved for participation under the 
programs, which provides the basis for effective working 
arrangements under which inpatient hospital care or other 
hospital services are available promptly to the facility's 
residents when needed. (A facility that has been unable to 
establish a transfer agreement with the hospital(s) in the 
community or service area alter documented attempts to 
do so is considered to have such an agreement in effect.) 
Exception: A facility that has been unable to establish a 
written agreement alter documented attempts to do so, is 
considered to have such an agreement. 

Resident Trensfer 

F784 SNF (405.1133(a)) (Standard) o MET D NOT 

F785 I A hospital and a skilled nursing facility shall be 
considered to have a transfer agreement in effect if, by 
reason of a written agreement between them or (in case 
of two institutions are under common control) by resaon 
of a written undertaking by the person or body which 
controls them, there is reasonable assurance that: 

Fonn 

1. Transfer of patients will be effected between the 
hospital and the skilled nursing facility, ensuring timely 
admission, whenever such transfer is medically 
appropriate as determined by the attending physician. 

Page 36 
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NAME OF FACILITY 

F791 

F792 

Infection Control (Condition of Participation) 

SNF (405.1135) DMET o NOT 

The facility establishes an infection control committee of 
representative professional staff with responsibility for 
overall infection control in the facility. All necessary 
housekeeping and maintenance services are provided to 
maintain a sanitary and comfortable environment and to 
help prevent the development and transmission of 
infection. 

A. Infection Control Committee 

SNF (405.1135(a» (Standard) 0 MET D NOT 

F793 I 1. The infection control committee is composed of members 
of the medical and nursing staffs, administration, and the 
dietetic, pharmacy, housekeeping, maintenance, and other 
services. 

F794 I 2. The committee establishes policies and procedures for 
investigating, controlling, and preventing infection in the 
facility. 

F795 I 3. The committee monitors staff performance to ensure that 
the poliCies and procedures are executed. 

B. Aseptic and Isolation Techniques 

F796 SNF (405.1135(b» (Standard) D MET D NOT 

F797 I 1. The facility has written procedures for aseptic and 
isolation techniques. 

F79B I 2. These procedures are reviewed and revised for 
effectiveness and improvement as necessary. 

Page 38 
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NAME OF FACILITY 

F8D5 

F8D6 

Disaster Preparedness (Condition of Partlclpstlon) 

SNF (405.1136) o MET o NOT 

The facility has a written plan, periodically rehearsed, with 
procedures to be followed in the event of an internal or 
external disaster and for the care of casualties (residents 
and personnel) arising from such disasters. 

A. Plan 

ICF (442.313 ) (Standard) 0 MET o NOT 

F8D7 I 1. The facility has a written plan for staff and residents to 
follow in case of emergencies such as fire or explosion. 

F8D8 I 2. The facility rehearses the plan regularly. 

F8D9 I 3. The facility has written procedures for the staff to follow in 
case of an emergency involving an individual resident. 

F81D I 4. These procedures include: 

a. Caring for the resident. 

F811 I b. Notifying the attending physician and other individuals 
responsible for the resident. 

F812 I c. Arranging for transportation, hospitalization, and other 
appropriate services. 

F813 SNF (405.1136(a» (Standard) 0 MET o NOT 

F814 I 1. The facility has an acceptable written plan in operation, 
with procedures to be followed in the event of fire, 
explosion, or other disaster. 

F815 I 2. The plan is developed and maintained w~h the assistance 
of qualified fire, safety, and other appropriate experts. 

Form HCFA·525 {2-861 Page 40 
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NAME OF FACILITY 

A. Plan 

F824 SNF (405.1137(a)) (Standard) o MET o NOT 

F825 I 1. The facility has a currently applicable written description 
of its utilization review plan. 

F826 I 2. Such description includes: 

a. The organization and composition of the comPlittee or 
group which will be responsible for the utilization 
review function. 

F827 I b. Methods of criteria ~ncluding norms where available) to 
be used to define periods of continuous extended 
duration and to assign or selecl subsequent dates for 
continued stay review. 

F828 I c. Methods for seleclion and conduct of medical care 

F829 

evaluation studies. 

B. Organization and Composition of Utilization Review 
Committees 

SNF (405.1137(b)) (Standard) o MET 

F830 I 1. The utilization review (UR) function is conducted by: 

Fann 

a. A staff committee of the skilled nursing facility which is 
composed of two or more physicians, with participation 
of other professional personnel; or, 

Page 42 
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NAME OF FACILITY 

F838 I 3. Each medical care evaluation study identifies and 
analyzes factors related to the care rendered in the facility 
and where indicated, results in recommendations for 
change beneficial to residents, staff, the facility, and the 
community. 

F839 I 4. Studies, on a sample or other basis, include, but need not 
be limited to, admissions, durations of stay, ancillary 
services furnished (including drugs and biologicals), and 
professional services performed on premises. 

F840 I At least one study was completed during the last year. 

Type of study last completed: 

D. Extended Stay Review 

F841 SNF (40S.1137(d» (Standard) D MET D NOT 

F842 I 1. Periodic review is made of each current inpatient skilled 
nursing facility beneficiary case of continuous extended 
duration, and the length of which is defined in the 
utilization review plan to determine whether further 
inpatient stay is necessary. 

F843 I 2. The review is based on the attending physician's reasons 
for and plan for continued stay and any other 
documentation the committee or group deems 
appropriate. 

F844 I 3. Cases are screened by: 

a. A qualified non·physician representative of the 
committee. 

F845 I b. The gr~up. 

F846 I c. The reviewer uses criteria established by the physician 
members of the committee. 

Form HCFA-625 12-86\ Page 44 
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NAME OF FACILITY 

F853 I 3. If the final determination of the committee or group is that 
further stay is no longer medically necessary, written 
notification of the finding is given to the facil~y, the 
attending physician, and the individual (or where 
appropriate, his next of kin) no later than 2 days after 
such final determination is made and, in no event in the 
case of an extended duration case, later than 3 working 
days after the end of the extended duration period 
specified pursuant to paragraph (d) of this section. 

F. Administrative Responsibilities 

F854 SNF (405.1137(1) (Standard) o MET 

F855 I The administrative staff of the facility is kept directly and 
fully informed of committee activities to facilitate support 
and assistance. (Explain) 

G. Utilization Review Records 

F856 SNF (405.1137(g» (Standard) o MET 

F857 I I. Written records of committee activities are maintained. 

F858 I 2. Appropriate reports, signed by the committee chairman, 
are made regularly to the medical staff, administrative 
staff, governing body, and sponsors (if any). 

F859 I 3. Minutes of each committee meeting is maintained and 
include at least: 

a. Name of committee. 

F860 I b. Date and duration of meeting. 

F861 I c. Names of committee members 
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NAME OF FACILITY 

F869 I c. Local resources available to the facility, the resident, 
and the attending physician to assist in developing and 
implementing individual discharge plans; and 

F870 I d. Provisions for periodic review and reevaluation of the 
facility's discharge planning program. 

F871 I 3. At the time of discharge, the facilily provides those 
responsible for the resident's post discharge care with 
appropriale summary of information about the discharged 
resident to ensure the optimal continuity of care. 

The discharge summary includes at least the following: 

F872 I a. Currenl information relative to diagnoses. 

F873 I b. Rehabilitation potential. 

Form HCFA-525 (2-86) 
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RESIDENT CENSUS AND CONDITIONS OF RESIDENTS 

PROVIDER NO" I F3 

. 0 MEDICARE 
CODE~ -~~ --

F7 

Fa 

F9 

F1D 

F11 

F12 

F13 

BATHING 

Number of residents requiring assistance in bathing more than one part of 
body-or does not bathe .elf. 

Number of residents requiring assistance in bathing only a single part (as 
back or disabled extremity) or bathes self completely. 

TOTAL" 

DRESSING 

Number of residents totally dressed by another person. 

Number of residents needing assistance to dress self or remain partly 
dressed. (Exclude those residents totally dressed.) 

Number of residents able to get clothes 'rom closets and drawers-puts on 
clothes, outer garments. braces-manages fasteners. Act of tying shoes is 
excluded. 

TOTAL" 

TOILETING 

F14 Number of residents not toileted. (Use protective padding. catheter.) 

F15 Number at residents who must use 8 bedpan or commode and/or receive 
assistance in getting to and using a toilet. 

F16 Number of residents able to get to toilet--gets on and off toilet--cleans 
self-arranges clothes. 

F17 1_ TOTAL" 

TRANSFERRING 

FiS Number of residents needing asaiatance in all transfers 
(movlng in or out of bed andlor chair, toilet, tub 
transfer a) • 

Fi9 Nualber of residents needing assistance in transferring 
to toilet and tub only. 

F20 

F21 

--Number of residenta able to complete all transfers 
independently (mayor may not be using mechanical 
supports) • 

total tlll 

F4 o MEDICAID o OTH~~ Fa 
TOTAL RESIDENTS 

CODE 

F22 

F23 

F24 

F25 

F28 

F27 
F28 

F29 

no 

f3l 

'" F33 
,)4 

'" '" F37 
F38 

FlO 
"0 

'" "2 
F43 

'" F4S 

'" F47 

". 
'" 

CONTINENCE 

Number of residents with Indwelling or external catheters. 

Number of residents wUh partial or total Incontinence in urination or 
defecation-partial or total control by suppositories or enemas, regulated 
use of urinals andlor bedpans. 

Number of residents with urination and defecation entirely self-controlled. 

TOTAL" 

FEEDING 

Number of residents who receive enteral/parenteral feedings. 

Number of residents who receive NG tube feedings, 
Number of residents who require assistance in act of eating. 

Number of residents who get food from plate or its equivalent into 
mouth-{pre-cuHing of meat and preparation of food. buttering bread, 
opening cartons, removing plate covers, etc., are excluded from 
evaluation}. 

TOTAL" 

..... ber of I!Dlllpl.tely bedf.st resid~ts. 
Number of c: .... trbDund restdents. 
Nuaiber of ... bulstor), residents ("y use I!ane, walker, or c:rutc:hes). 
Nu .. ber of phyatc:ally restrained residents (belt, vest. cuffs). 
Nulllber of resid!!nts receiving psychotropic drugs. 
Nulllber of confused or diaoriented residents. 
Humber of residents with dec:ubit1. 
Nulllber of residents on individually written bovel and bladder 
retraining progr ... 
Numb!!r of residents rec:eiving special skin c:are. 
NUlllber of residents rec:e1ving intravenous therapy and/or blood transfusion. 
Humber of reSidents requiring no asahtance in ADLs. 
Nulllber of residents an seU-adlllinhtution of drugs. 
Nulllber of residents with contrac.ture6. 
NUlllber of residents rec:elvtng respiratory care. 
Number of residents rec:eiving tracheostOllY care. 
Nulllber of residents rec:elvlng auc.tioning. 
Nwlber of reSidents rec:eiving rehabilitative suv1ces (physical 
therapy. I!Ipeech pathology and audiology, occupational therapy) 
Nwlber of residents receiving lnj"ctions. 
Nu.ber of reSidents r.celvlng coloatoay cara. 

Form hCFA·519 (2-88) -MUST eQUAL TOTAL NUMBER OF RESIDENTS IN FACILITY Page 2 
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NAME OF FACILITY 

B. Medical Condition and T_tment 

FbO I 1. Each resident is intormed by a physician of hislher heahh 
and medical condition unless the physician decides thet 
informing the resident is medically contraindiCated. 

F61 I 2. 

F64 I 5." the physician decides that intorming the resident ot 
hislher heahh and medical condition is medically 
contraindicated. the physician has documented this 
decision In the resident's medical record. 

C. Tranaler end Discharge 

Each resident is transterred or discharged only for: 

F6; i 1. Medical reasons. 

F68 

D. Exerclalng Righta 

F69 I 1. Each resident is encouraged and assisted to exercise 
hlslher rights as a resident of the facility and as a citizen. 

F70 I 2. Each resident Is allowed to submit complaints and 
recommendations concerning the policies and services of 
the facility to stan or to outside representatives of the 
resident's choice or both. 

Form IIICFA·511 (2.) 
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NAME OF FACILITY 

F81 

F82 

F8) 

3. If used in emergencies, they are necessary to protect the 
resident from injury to himself/herself or others. 

4. The emergency use is authorized by a 
staff member identified in the written 
and procedures of the facility. 

5. The emergency use is reported promptly to the 
resident's physician by the staff member. 

G. Privacy 

F84 I 1. Each resident is treated with respect, consideration and 
full recognition of his/her dignity and individuality. 

F85 I 2. Each resident is given privacy during treatment and care 
of personal needs. 

FB 6 I 3. Each resident's records, including information in an 
automated data bank, are treated confidentially. 

F87 I 4. Each resident must give written consent before the facility 
releases information from his/her record to someone not 
otherwise authorized to receive it. 

F88 I 5. Married residents are given privacy during visits by their 
spouses. 

F90 

F~m 

H. Work 

No resident may be required to perform services for the 
facility. 

(2-86) p .... 
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NAME OF FACILITY 

F98 

F99 

FIOO 

FlOI 

Fl02 

FI03 

Fl04 

FlOS 

FI06 

STAFF DEVELOPMI;1q 
SNF (405.1121(h» (Standard) U MET o NOT 

ICF (442.314) (Standard) o MET o NOT 

1. Facility staH are knowledgeable about the problems and 
needs of lhe aged, ill, and disabled. 

2. Facility staff practices proper techniques in providing care 
to the aged, ill, and disabled. 

3. Facility staff practice proper technique for prevention and 
control of infection, fire prevention and safety, accident 
prevention, confidentiality of resident information. and 
preservation of resident dignity. including protection of 
privacy and personal and property rights. 

STATUS CHANGE NOTIFICATIONS 

SNF (405.11210» (St:mrlard) o MET o NOT 

reF (442.307) (Standard) 0 Met 0 Not Met 

1. The facility notifies the resident's attending physician and 
other responsible persons in the event of an accident 
involving the resident, or other significant change in the 
resident's physical, mental, or emotional status, or 
resident charges, billings, and related administrative 
matters. 

2. Except in a medical emergency, a resident is not 
transferred or discharged. nor is treatment altered 
radically, without consultation with the resident or, jf the 
resident is incompetent, without prior notification of next 
of kin or sponsor. 

(2-86) 
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NAME' OF FACILITY 

B. Resident Supervision by Physician 

FIll I SNF (405.1123(b» (Standard) 

FlI2 I ICF (442.346) (Standard) 
Indicators Band C 

FIl3 I 1. 

FIl4 I 2. A physician prescribes a planned regimen 01 care based 
on a medical evaluation of each resident's immediate and 
long-term care needs. 

Exception: Not required for ICF .. sldents 

F 115 I 3. A physician is available to provide care in the absence 01 
any resident's attending physician. 

FIl6 I 4. Medical evaluation is done wKhin 48 hours 01 edmission 
unless done within 5 days prior to admission. 

Exception: Not required for ICF .. sldents. 

F 117 I 5. Each resident is seen by their attending physician at least 
once every 30 days lor the lirst 90 days alter admission. 

Exception: ICF residents must be seen every 60 deys unle .. 
otherwise Justified and documented by the attending 

physician. 

FIl8 I 6. Each resident's total program 01 care including 
medications and treatments is reviewed during a visit by 
the attending physician at least once every 30 days lor 
the lirst 90 days and revised as necessary. 

Exception: Only medications must be reviewed 
quarterly for ICF .. sldents, 

Pogo • 
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NAME OF FACILITY 

FI27 

FI28 

FI29 

2. Each resident receives daily personal hygiene as needed 
to assure cleanliness, good skin care, good grooming, 
and oral hygiene taking into account individual 
preferences. Residents are encouraged to engage in sell 
care activily. 

3. Each resident receives care necessary to prevent skin 
breakdown. 

4. Each resident with a decubitus receives cere necessary to 
promote the healing 01 the decubitus including proper 
dressing. 

5. When residents require restraints the application is 
ordered by the physician, applied properly, and released 
at least every 2 hours. 

6. Each resident with incontinence is provided with care 
necessary to encourage continence including frequent 
tOileting and opportunities for rehabilitative training. 

7. Each resident with a urinary catheter receives proper 
routine care including periodic evaluation. 

8. Each residenl receives proper care lor the following 
needs: 

Injections 
Parenteral Fluids 
Colostomyilleostomy 
Respiratory Care 
Tracheostomy Care 
Suctioning 
Tube Feeding 

9. Inlection Control Techniques are properly carried out in 
the provision 01 care to each resident. 

Form HCFA-618 (2-88) 
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NAME OF FACILITY 

C. Charge Nurse 

F141 SNF (40S.1124(b)) (Standard)D MET o NOT 

Fl42 I I. A regislered nurse or a qualified licensed practical (or 
vocational) nurse is designated as charge nurse by the 
director of nursing for each tour of duty. 

exception: Not required for ICF8. 

Fl43 I 2. The director of nursing services does not serve as charge 
nurse in a facility with an average daily total occupancy of 
60 or more residents. 

Exception: Not required for ICF8. 

F144 I 3. The ICF must have a registered nurse, or a licensed 
practical or vocational nurse full·time, 7 days a week, on 
the day shift. 

exception: Not required for SNF8. 

Form HCFA-618 (2..fJ6) 
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NAME OF FACILITY 

Shill 

DP 

>-« Entir. e 
facility 

Cl DP 
Z 
Z 

Entire W 
> 
W Facility 

DP 
t-
J: 
Cl Entire 
Z Facility 

DAY 

EVENING 

NIGHT 

DAY 

EVENING 
NIGHT 

CENSUS 

Form 1iCFA-61' (2-88) 

CODE Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 
AN PN A AN PN A AN PN A AN PN A AN PN A AN PN A 

FISI 

FlS2 

FIS3 

FIS4 

FlSS 

FIS6 

STAFFING PATTERN WORKSHEETS DAY OF SURVEY (OPTIONAL) 

ENTIRE FACILITY STAFFING PATTERN (DAY OF SURVEy) 

CODE AN PN A 
FI51 AEPOAT 
FlS8 ACTUAL 
F REPORT 
FlbO ACTUAL 
Fl61 AEPOAT 
FI62 ACTUAL 

UNIT STAFFING PATTERN WORKSHEET (DAY OF SURVEy) 

CODE Unit Unit Unit Unit Unit Unit 
AN PN A AN PN A AN PN A AN PN A AN PN A AN PN A 

FI63 
Fl64 
Fl65 
Fl66 

Day 7 
AN PN A 

Unit 
AN PN A 

PtIgII15 



273 

Centers for Medicare & Medicaid Services, HHS § 488.105 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00283 Fmt 8010 Sfmt 8006 Q:\42\42V5.TXT ofr150 PsN: PC150 E
C

01
JA

91
.0

80
<

/G
P

H
>



274 

42 C
FR C

h. IV
 (10–1–13 Ed

itio
n) 

§
488.105 

V
erD

ate M
ar<

15>
2010 

18:39 N
ov 07, 2013

Jkt 229189
P

O
 00000

F
rm

 00284
F

m
t 8010

S
fm

t 8006
Q

:\42\42V
5.T

X
T

ofr150
P

sN
: P

C
150

EC01JA91.081</GPH>

NAME 'OF FACILITY 

F. The facility has an awaraness of nutritional needs and 
Intake of residents and provides prompt assistance where 
necessary In feeding residents. 

Fl791 SNF (405.1124(1) (Standard) o MET o NOT 

1. Each resident is provided with the amount of food and 
fluid on a daily basis necessary to maintain their 
appropriate minimum average weight. Between meal 
feedings are offered and the amount consumed is 
observed. Daily food and fluid intake is observed and 

2. Each resident needing assistance in eating or drinking is 
provided prompt assistance. Specific self-help devices are 
available when necessary. 

3. Deviations from normal food and fluid intake are recorded 
and reported to the charge nurse and the attending 
physician. 

Form HCFA0519 (2-86) P ... II'" 
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NAME OF FACILITY 

F193 SNF (405.1125) o MET o NOT 

F194 ICF (442.332 ) (Standard) o MET o NOT 

Indicators A and B apply to this 
----I--c---~--.---.-. -~~-

A. Menus and Nutritional Adequacy 

Fi9S SNF (405.1125(b)) (Standard) o MET 

Menus are 

Fl96 
needs of each resident in accordance with physicians' 
orders and, to the extent medic::llly possible, based on the 
recommended dietary allowances of the Food and 
Nutrition Board of the National Research Council, National 
Academy of Sciences. 

B. Therapeutic Diets 

Fl97 SNF (405.1125(c)) (Standard) 0 MET 

FI9S I 1. Therapeutic diets are prescribed by the atlending 
physician. 

F 19 9 I 2. Therapeutic menus are planned in writing, prepared, and 
served as ordered with supervision from the dietitian and 
advice from the physician whenever necessary. 

F200 I Number of Regular Oiets ____ _ 

F20t I Number of Therapeutic Oiets ____ _ 

F202 I Number of Mechanically Altered Diets ____ _ 

F203 I Number of Tube Feedings~ __ _ 

Form HCFA·519 {N16l PAnA 18 
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NAME OF FACILITY 

SPECIALIZED REHABILITATIVE SERVICES (CONDITION OF 
PARTICIPATION) 

F214 I SNF (405.1126) 

F217 I Rehabilitative services are provided under a written plan 
of care, initiated by the attending physician and 
developed in consultation with appropriate therapists(s) 
and the nursing service. 

B. Therapy 

F218 I Therapy is provided according to orders of the attending 
physician in accordance with accepted professional 
practices by qualified therapists or qualified assistants. 

C. Progress 

F219 I 1. A report 01 the resident's progress is communicated to 
the attending physician within 2 weeks of the initiation of 
specialized rehabilitative services. 

Exception: ICF resident's progress must De reviewed 
regularly, 

form HCfA-51i 12-86) p .... 20 
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NAME OF FACILITY 

F225 

F226 

F227 

F228 

F229 

F230 

F231 

F232 

SNF (405.1127(c)) (Standard) o MET 

ICF (44?333) (Standard) o MET 

The labeling of drugs and biologicals is based on 
currently accepted professional principles and includes 
the appropriate accessary and cautionary instructions as 
well as an expiration date when applicable. 

LABORATORY AND RADIOLOGIC SERVICES (CONDITION OF 
PARTICIPA TION) 

SNF (405.1128) o MET 

SNF (405.1128(a)) (Standard) o MET 

Provision of Services 

1. All services are provided only on the orders of a 
physician. 

2. The attending physician is notified promptly of diagnostic 
findings. 

3. Signed and dated reports of a clinical laboratory, X-ray 
and other diagnostic services are filed with the resident's 
medical record. 

EXPLANATORY STATEMENT 

Page 22 
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NAME OF FACILITY 

F241 ICF (442.345) (Standard) D MET D NOT 

F242 I 1. An ongoing program of meaningful activIties is provided 
based on identified needs and interests of each resident. 
It is designed to promote opportunities for engaging in 
normal pursuits, including religious activities of their 
choice, if any. 

F243 I 2. Unless contraindicated by the attending physicians each 
resident is encouraged to participate in the activities 
program. 

F244 I 3. The activities promote the phYSical, social and mental 
well-being of the resident. 

PRO- 24 
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NAME OF FACILITY 

2. The medical record conlains the following information: 

F251 

F252 

F253 

F259 

F260 

F261 

F262 

F264 

Form HCFMilS 

a. Identification information 

b. Admission data including past medical and social 
hislory 

c. Transfer form, discharge summary from any 
transferring facility 

i. Medications administered 

j. An overall plan of care setting forth goals to be 
accomplished through each service's designed 
activities, therapies and treatments. 

k. Assessments and goals of each service's plan of care 

I. Treatments and services rendered 

n. All symptoms and other indications of illness or injury 
including date, time and action taken regarding each 
problem. 

Page 26 
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NAME OF FACILITY 

PHYSICAL ENVtRONMENT (CONDITION OF PARTICIPATION) 

F270 SNF (405.1134) D MET 0 NOT MET 

A. Nursing Unit 

F271 SNF (405.1134(d)) (Standard) 0 MET 

F2 7 2 1. The unit is properly equipped for preparalion and slorage 
of drugs and biologicals. 

F274 3. The unit is equipped to register resident calls with a 

F275 

F276 

F277 

F279 

functioning communication system from resident areas 
including resident rooms and toilet and bathing facilities. 

B. Dining and Activities Area 

SNF (405.1134(g) (Standard) D MET 

ICF (442.329) (Standard) D MET 

1. The facility provides one or more clean, orderly and 
appropriately furnished rooms of adequate size, 
designated for resident dining and resident activities. 

3. Any multipurpose room used for dining and resident 
activities has sufficient space to accommodate all 
activities and prevent their interference with each other. 

Page 28 
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NAME OF FACILITY 

D. Toilet and Bath Facilities 

temperatures. 

F2?S[ 3. Facilities maintain privacy. 

F296[ 4. Facilities have grab bars and other safeguards against 
slipping. 

E. Social Service Area 

SNF (405.1130(b» (Standard) o MET 

F300[ 1. Ensures privacy 

for clerical and interviewing functions 

F3 are easily dcessible to residents 

Form 
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NAME OF FACILITY 

F316 I 4. A comfortable room temperature is maintained. 

F317 I 5. There is adequate ventilation through windows or 
mechanical means or a combination of both. 

F318 I 6. Corridors are equipped with firmly secured handrails on 
each side. 

F319 I 7. Staff are aware of procedures to ensure water to all 
essential areas in the event of loss of normal supply. 

I. Maintenance of Building and Equipment 

F320 SNF (405.1134(i)) (Standard) D MET DNOT 

F321 I 1. The interior and exterior of the building are clean and 
orderly. 

F322 I 2. All essential mechanical and electrical equipment is 
maintained in safe operating condition. 

F323 I 3. Sufficient storage space is available and used for 
equipment to ensure that the facility is orderly and safe. 

F324 I 4. Resident care equipment is clean and maintained in safe 
operating condition. 

F325 I ICF (442.331 (b)) D MET 
Indicators J thru L apply to reFs. 

J. Dietetic Service Area 

F326 SNF (40S.1134(h)) (Standard) D MET D NOT 

F327 I 1. Kitchen and dietetic service areas are adequate to insure 
proper, timely food services for all residents 

F328 I 2. Kitchen areas are properly ventilated, arranged, and 
equipped for storage and preparation of food as well as 
for dish and utensil cleaning, and refuse storage and 
removal. 

Form HCFA-S19 (2-86) P ... 32 
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NAME OF FACILITY 

B. Sanitation 

F341 I SNF (405.1135(c» (Standard) o MET 

FJ42 I The facility maintains a safe, clean, and orderly 

C. Linen 

F343 SNF (405.1135(d) (Standard) o MET 

F344 ICF (442.327) (Standard) o MET 

F345 I 1. The facility has available at all times a quantity of linen 
essential for proper care and comfort of residents. 

F346 I 2. Linens are handled; stored, processed, and transported in 
such a manner as to prevent the spread of infection. 

F350 I SNF (405.1136) 0 MET 

F351 I SNF (405.1136(a» (Standard) 0 MET 

F352 ICF (442.313) (Standard) 

Indicators A and B apply to 

A. DI"Bter Plan 

o MET 

F353 I 1. Facility staff are aware of plans, procedures to be 
followed for fire, explosion or other disaster. 

(?-86) 



293 

Centers for Medicare & Medicaid Services, HHS § 488.105 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00303 Fmt 8010 Sfmt 8006 Q:\42\42V5.TXT ofr150 PsN: PC150 E
C

01
JA

91
.1

00
<

/G
P

H
>



294 

42 CFR Ch. IV (10–1–13 Edition) § 488.105 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00304 Fmt 8010 Sfmt 8006 Q:\42\42V5.TXT ofr150 PsN: PC150 E
C

01
JA

91
.1

01
<

/G
P

H
>

SKILLED NURSING FACILITY & INTERMEDIATE CARE FACILITY 

PROVIDER NO. 

St..IAVEV REPORT - PART • 
CRUCIAl. DATA EX11W:T (To be ___ _ III Fotm HCF.W1.} 

I FACILITY NAME 

SURVEY TEAM COMPOSITION 

"Fl: INDICATE THE NUMBER OF SURVEYORS ACCORDING TO DISCIPUNE: 

"- ADMINISTRATOR H. 

B. NURSE 

C. DIETITIAN J. 

D. PHARMACIST K. 

E. RECORDS ADMINISTRATOR L 

F. SOCIAL WORKER M. 

G. 
QUALIFIED MENTAL RETARDATION N. PROFESSIONAL 

I SURVEY DATE 

UFE SAFETY CODE SPECIALIST 

LABORATORIAN 

SANITARIAN 

THERAPIST 

PHYSICIAN 

NATIONAL INSTITUTE OF 
MENTAL HEALTH 

OTHER 

NOTE: MORE THAN ONE DISCIPLINE MAY BE MARKED FOR SURVEYORS QUALIFIED IN MULTIPLE DlSClPUNES. 

"F2: INDICATE THE TOTAL NUMBER OF SURVEYORS ONSITE: __ 

"PliJDRUG ERROR RATE: ------!I> 

"SF5 Surwy Form Ind_ (a-k .... ) 
TrwI_ Surwy 

(1)0 

(Round" tD ....... _ nu_.) 

_LTC~ 

(2)0 

NOTE: PLEASE ATTACH COPY OF PAGES 2. 14 AND 15 . 

. ~ 

.... -.... ,.-
.'0' ... ~ PIIZIII"DG CII'PlCK r 1.16 0 - 153-203 I OL 3 
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DEPARTMENT OF HEALTH AND HUMAN SERYtCES 
HEAlTH CAAE ANANCINO ADMINISTRAllON 

PROVIDER NUMBER 

t. Note ca,. Ind problems in ca,. on .11 unir,. 

TOUR NOTES WORKSHEET 
SURVEY DATE 

INSTRUCTIONS 

2. Repott dsliclencles d;rfIClly to sutvey reporr form Of evalulfe fulfher during IndBpfh sample ftwlBW. 

3. Select ,.$idents lor indepth relliew. . 
4. SelfICf a proportIonal. number from each secl;on. 

OBSERVE RESIDENTS FOR THE FOLLOWING CARE PROB~EMS 
GROOMINGIPERSONAL HYGIENE 

POSITIONING 

ASSISTIVE DEVICES 

AMBULATION 

RESTRAINTS 

HYDRATION 

INFECTION CONTROL 

PATIENT RIGHTS 

OTHER 

FORM HCFA·521 (2-86) 

F.ciUty 

FORM APPROVED 
OMB NO. 0931Hl4OO 

INDEPTH SAMPLE 

Censu. 0-60 61-120 121-200 200+ 
101 

S ... ple 25% 20% 15% (HlnlO) 
Size ("ln10) (HinI5) ("ln24) (He.50) 

.USQPO ItIUI().1811"'1'3e .. , 
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RECORD REVIEW 
o Drug Regimen Review (See SOM Appendix N Part 1). 

D Satisfactory 0 Unsatisfactory 
ROUTINE REPORTS: LJ Weights o Lab L J X-ray LJ Other 

ASSESSMENl PLAN INTERVENTION EVALUATION 

PHYSICIAN SERVICES 

o Admission Information [J Signs Orders/Notes 

o Rehabilitation Informallon [ J Required Visits 

[J Physical Exam o Emergency Availability 

o Written Care Plan o Review of Care 

.USGPO 1988·0-181-28"153835 
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DRUG ERROR CALCULATION 
(SEE SOM Appendix N Pan 2) 

How to calculate. Medlcetlon Error Rat_In calculatinl1 the percentage of errors, the numerator in the 
ratio is the total number of errors that you observe, both significant and non-significant. The denominator 
is all the doses observed being admimstered plus the doses orderad but not administered. The equation 
for calculating a medication error rate is as follows: 

Medication Error Rate - Number of errors observed 
Opponunities for errors 

x 100 

Where: Opponunities for errors equals the number of doses administered plus the number of 
doses ordered but not administered. 

Comments 

For example, you observed the administration of drugs to 20 patients. There were a total of 47 drugs 
administered (47 opponunities for errors). At the completion of the reconciliation of your Observations with 
the physicians orders, you find that three medication errors were made in administration and one medication 
was omitted (ordered but not administered). The omitted dose is included in both the numerator and the 
denominator. Therefore, following the above formula, your equation would be as follows: 

3 + 1 x 100 8.3% 
47 + 1 

.USOPO,,,,.,,t·Z&4II13e3e 
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DEPARTMENT OF HEALTH AND HUMAN SERYaS 
HEAlTH CARE FINANCING ADMItI8TRATION 

2. SERVING OF MEALS • (continued) 

k. SeMod promptly. 

I. Residents ready for mesl when served. 

m. AttractiVB. 

n. UtenSils available. 

o. Functional trays for bedlast residents. 

p. SaH. pepper. sugar, other condiments on resident's 
trays unlass contraindicatad. 

q. Madicallyable residents eating in dining area. 

r. Bedtime nourishment offered. 

3. SUPERVISION OF RESIDENT NUTRITION 

8. Prompt assistance. 

b. Proper aasistance (spoon·leadlng; supervision or 
instruction to develop eating skills). 

C. Courteous and unhurried assistance. 

d. Sell-help devices present (straws, easy grip utensils, 
special cup, etc.). 

e. Intake recorded/deviations Irom normal are reponad. 

FORM HCFA-623 (2-8S) 

FORM APPROVED 
OMS NO 0838-0400 

!l.U S GPO 1981'1 n 181 2(1.'!i.1A:J~ 
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compile information about compliance 
with law and regulations are changed; 
the law and regulations themselves are 
not changed. The new process differs 
from the traditional process, prin-
cipally in terms of its emphasis on resi-
dent outcomes. In ascertaining wheth-
er residents grooming and personal hy-
giene needs are met, for example, sur-
veyors will no longer routinely evalu-
ate a facility’s written policies and 
procedures. Instead, surveyors will ob-
serve residents in order to make that 
determination. In addition, surveyors 
will confirm, through interviews with 
residents and staff, that such needs are 
indeed met on a regular basis. In most 
reviews, then, surveyors will ascertain 
whether the facility is actually pro-
viding the required and needed care 
and services, rather than whether the 
facility is capable of providing the care 
and services. 

THE OUTCOME-ORIENTED SURVEY PROCESS— 
SKILLED NURSING FACILITIES (SNFS) AND 
INTERMEDIATE CARE FACILITIES (ICFS) 

(a) General. 
(b) The Survey Tasks. 
(c) Task 1—Entrance Conference. 
(d) Task 2—Resident Sample—Selection 

Methodology. 
(e) Task 3—Tour of the Facility. 
(f) Task 4—Observation/Interview/Medical 

Record Review (including drug regimen re-
view). 

(g) Task 5—Drug Pass Observation. 
(h) Task 6—Dining Area and Eating Assist-

ance Observation. 
(i) Task 7—Forming the Deficiency State-

ment. 
(j) Task 8—Exit Conference. 
(k) Plan of Correction. 
(l) Followup Surveys. 
(m) Role of Surveyor. 
(n) Confidentiality and Respect for Resi-

dent Privacy. 
(o) Team Composition. 
(p) Type of Facility-Application of SNF or 

ICF Regulations. 
(q) Use of Part A and Part B of the Survey 

Report. 

(a) General. A complete SNF/ICF fa-
cility survey consists of three compo-
nents: 

• Life Safety Code requirements; 
• Administrative and structural re-

quirements (Part A of the Survey Re-
port, Form CMS–525); and 

• Direct resident care requirements 
(Part B of the Survey Report, Form 

CMS–519), along with the related work-
sheets (CMS–520 through 524). 

Use this survey process for all sur-
veys of SNFs and ICFs—whether free-
standing, distinct parts, or dually cer-
tified. Do not use this process for sur-
veys of Intermediate Care Facilities for 
Mentally Retarded (ICFs/IID), swing- 
bed hospitals or skilled nursing sec-
tions of hospitals that are not sepa-
rately certified as SNF distinct parts. 
Do not announce SNF/ICF surveys 
ahead of time. 

(b) The Survey Tasks. Listed below are 
the survey tasks for easy reference: 

• Task 1. Entrance Conference. 
• Task 2. Resident Sample—Selection 

Methodology. 
• Task 3. Tour of the Facility. Resi-

dent Needs. Physical Environment. 
Meeting with Resident Council Rep-
resentatives. Tour Summation and 
Focus of Remaining Survey Activity. 

• Task 4. Observation/Interview/Med-
ical Record. Review of Each Individual 
in the Resident Sample (including drug 
regimen review). 

• Task 5. Drug Pass Observation. 
• Task 6. Dining Area and Eating As-

sistance Observation. 
• Task 7. Forming the Deficiency 

Statement (if necessary). 
• Task 8. Exit Conference. 
(c) Task 1—Entrance Conference. Per-

form these activities during the en-
trance conference in every certifi-
cation and recertification survey: 

• Introduce all members of the team 
to the facility staff, if possible, even 
though the whole team may not be 
present for the entire entrance con-
ference. (All surveyors wear identifica-
tion tags.) 

• Explain the SNF/ICF survey proc-
ess as resident centered in focus, and 
outline the basic steps. 

• Ask the facility for a list showing 
names of residents by room number 
with each of the following care needs/ 
treatments identified for each resident 
to whom they apply: 
—Decubitus care 
—Restraints 
—Catheters 
—Injections 
—Parenteral fluids 
—Rehabilitation service 
—Colostomy/ileostomy care 
—Respiratory care 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00313 Fmt 8010 Sfmt 8010 Q:\42\42V5.TXT ofr150 PsN: PC150
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—Tracheostomy care 
—Suctioning 
—Tube feeding 

Use this list for selecting the resi-
dent sample. 

• Ask the facility to complete page 2 
of Form CMS–519 (Resident Census) as 
soon as possible, so that the informa-
tion can further orient you to the fa-
cility’s population. In a survey of a 
SNF with a distinct part ICF, you may 
collect two sets of census data. How-
ever, consolidate the information when 
submitting it to the regional office. 
You may modify the Resident Census 
Form to include the numbers of li-
censed and certified beds, if necessary. 

• Ask the facility to post signs on 
readily viewed areas (at least one on 
each floor) announcing that State sur-
veyors are in the facility performing an 
‘‘inspection,’’ and are available to meet 
with residents in private. Also indicate 
the name and telephone number of the 
State agency. Hand-printed signs with 
legible, large letters are acceptable. 

• If the facility has a Resident Coun-
cil, make mutually agreeable arrange-
ments to meet privately with the presi-
dent and officers and other individuals 
they might invite. 

• Inform the facility that interviews 
with residents and Resident Councils 
are conducted privately, unless they 
independently request otherwise, in 
order to enhance the development of 
rapport as well as to allay any resident 
anxiety. Tell the facility that informa-
tion is gathered from interviews, the 
tour, observations, discussions, record 
review, and facility officials. Point out 
that the facility will be given an oppor-
tunity to respond to all findings. 

(d) Task 2—Resident Sample—Selection 
Methodology. This methodology is 
aimed at formulating a sample that re-
flects the actual distribution of care 
needs/treatments in the facility popu-
lation. 

Primarily performed on a random 
basis, it also ensures representation in 
the sample of certain care needs and 
treatments that are assessed during 
the survey. 

(1) Sample Size. Calculate the size of 
the sample according to the following 
guide: 

Number of 
residents in 

facility 
Number of residents in sample 1 

0–60 resi-
dents.

25% of residents (minimum—10). 

61–120 
residents.

20% of residents (minimum—15). 

121–200 
residents.

15% of residents (minimum—24). 

201+ resi-
dents.

10% of residents (minimum—30). 

1 Maximum—50. 

Note that the calculation is based on 
the resident census, not beds. After de-
termining the appropriate sample size, 
select residents for the sample in a ran-
dom manner. You may, for example, se-
lect every fifth resident from the resi-
dent census, beginning at a random po-
sition on the list. For surveys of dually 
certified facilities or distinct part 
SNFs/ICFs, first use the combined SNF/ 
ICF population to calculate the size of 
the sample, and then select a sample 
that reflects the proportions of SNF 
and ICF residents in the facility’s over-
all population. 

(2) Special Care Needs/Treatments. The 
survey form specifies several care 
needs/treatments that must always be 
reviewed when they apply to any facil-
ity residents. These include: 
• Decubitus Care 
• Restraints 
• Catheters 
• Injections, Parenteral Fluids, Colos-

tomy/Ileostomy, Respiratory Care, 
Tracheostomy Care, Suctioning, 
Tube Feeding 

• Rehabilitative Services (physical 
therapy, speech pathology and audi-
ology services, occupational therapy) 
Due to the relatively low prevalence 

of these care needs/treatments, appro-
priate residents may be either under- 
represented or entirely omitted from 
the sample. Therefore, determine dur-
ing the tour how many residents in the 
random selection fall into each of these 
care categories. Then, compare the 
number of such residents in the ran-
dom selection with the total number of 
residents in the facility with each spec-
ified care need/treatment (based on ei-
ther the resident census or other infor-
mation provided by the facility). 

Review no less than 25 percent of the 
residents in each of these special care 
needs/treatments categories. For exam-
ple, if the facility has 10 residents with 
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decubitus ulcers, but only one of these 
residents is selected randomly, review 
two more residents with decubitis ul-
cers (25% of 10 equals 2.5, so review a 
total of 3). Or, if the facility has two 
residents who require tube feeding, nei-
ther of whom is in the random selec-
tion, review the care of at least one of 
the these residents. This can be accom-
plished in the following manner: 

Conduct in-depth reviews of the ran-
domly selected residents and then per-
form limited reviews of additional resi-
dents as needed to cover the specified 
care categories. Such reviews are lim-
ited to the care and services related to 
the pertinent care areas only, e.g., 
catheters, restraints, or colostomy. 
Utilize those worksheets or portions of 
worksheets which are appropriate to 
the limited review. Refer to the Care 
Guidelines, as a resource document, 
when appropriate. 

Always keep in mind that neither the 
random selection approach nor the re-
view of residents within the specified 
care categories precludes investigation 
of other resident care situations that 
you believe might pose a serious threat 
to a resident’s health or safety. Add to 
the sample, as appropriate. 

(e) Task 3—Tour of the Facility—(1) 
Purpose. Conduct the tour in order to: 

• Develop an overall picture of the 
types and patterns of care delivery 
present within the facility; 

• View the physical environment; 
and 

• Ascertain whether randomly se-
lected residents are communicative 
and willing to be interviewed. 

(2) Protocol. You may tour the entire 
facility as a team or separately, as 
long as all areas of the facility are ex-
amined by at least one team member. 
Success of the latter approach, how-
ever, is largely dependent on open 
intra-team communication and the 
ability of each team member to iden-
tify situations for further review by 
the team member of the appropriate 
discipline. You may conduct the tour 
with or without facility staff accom-
panying you, as you prefer. Facilities, 
however, vary in staff member avail-
ability. Record your notes on the Tour 
Notes Worksheet, Form CMS–521. 

Allow approximately three hours for 
the tour. Converse with residents, fam-

ily members/significant others (if 
present), and staff, asking open-ended 
questions in order to confirm observa-
tions, obtain additional information, or 
corroborate information, (e.g., acci-
dents, odors, apparent inappropriate 
dress, adequacy and appropriateness of 
activities). Converse sufficiently with 
residents selected for in-depth review 
to ascertain whether they are willing 
to be interviewed and are communica-
tive. Observe staff interactions with 
other staff members as well as with 
residents for insight into matters such 
as resident rights and assignments of 
staff responsibilities. 

Always knock and/or get permission 
before entering a room or interrupting 
privacy. If you wish to inspect a resi-
dent’s skin, observe a treatment proce-
dure, or observe a resident who is ex-
posed, courteously ask permission from 
the resident if she/he comprehends, or 
ask permission from the staff nurse if 
the resident cannot communicate. Do 
not do ‘‘hands-on’’ monitoring such as 
removal of dressings; ask staff to re-
move a dressing or handle a resident. 

(3) Resident Needs. While touring, 
focus on the residents’ needs—physical, 
emotional, psychosocial, or spiritual— 
and whether those needs are being met. 
Refer to the following list as needed: 
—Personal hygiene, grooming, and ap-

propriate dress 
—Position 
—Assistive and other restorative de-

vices 
—Rehabilitation issues 
—Functional limitations in ADL 
—Functional limitations in gait, bal-

ance and coordination 
—Hydration and nutritional status 
—Resident rights 
—Activity for time of day (appropriate 

or inappropriate) 
—Emotional status 
—Level of orientation 
—Awareness of surroundings 
—Behaviors 
—Cleanliness of immediate environ-

ment (wheelchair, bed, bedside table, 
etc.) 

—Odors 
—Adequate clothing and care supplies 

as well as maintenance and cleanli-
ness of same 
(4) Review of the Physical Environment. 

As you tour each resident’s room and 
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auxiliary rooms, also examine them in 
connection with the physical environ-
ment requirements. You need not docu-
ment physical environment on the 
Tour Notes Worksheet. Instead, you 
may note any negative findings di-
rectly on the Survey Report Form in 
the remarks section. 

(5) Meeting With Resident Council Rep-
resentatives. If a facility has a Resident 
Council, one or more surveyors meet 
with the respresentatives in a private 
area. Facility staff members do not at-
tend unless specifically requested by 
the Council. Explain the purpose of the 
survey and briefly outline the steps in 
the survey process, i.e., entrance con-
ference * * * exit conference. Indicate 
your interest in learning about the 
strengths of the facility in addition to 
any complaints or shortcomings. State 
that this meeting is one part of the in-
formation gathering; the findings have 
not yet been completed nor the conclu-
sions formulated. Explain further, how-
ever, that the official survey findings 
are usually available within three 
months after the completion of the sur-
vey, and give the telephone number of 
the State agency office. 

Use this meeting to ascertain 
strengths and/or problems, if any, from 
the consumer’s perspective, as well as 
to develop additional information 
about aspects of care and services 
gleaned during the tour that were pos-
sibly substandard. 

Conduct the meeting in a manner 
that allows for comments about any 
aspect of the facility. (See the section 
on Interview Procedures.) Use open- 
ended questions such as: 

• ‘‘What is best about this home?’’ 
• ‘‘What is worst?’’ 
• ‘‘What would you like to change?’’ 
In order to get more detail, use ques-

tions such as: 
• ‘‘Can you be more specific?’’ 
• ‘‘Can you give me an example?’’ 
• ‘‘What can anyone else tell me 

about this?’’ 
If you wish to obtain information 

about a topic not raised by the resi-
dents, use an approach like the fol-
lowing: 

• ‘‘Tell me what you think about the 
food/staff/cleanliness here.’’ 

• ‘‘What would make it better?’’ 

• ‘‘What don’t you like? What do you 
like?’’ 

(6) Tour Summation and Focus of Re-
maining Survey Activity. When the tour 
is completed, review the resident cen-
sus data provided by the facility. De-
termine if the care categories specified 
in the section on Resident Sample are 
sufficiently represented in the random 
selection, make adjustments as needed, 
and complete the listing of residents on 
the worksheet labeled ‘‘Residents Se-
lected for In-depth Review’’, Form 
CMS–520. 

Transcribe notes of a negative nature 
onto the SRF in the ‘‘Remarks’’ col-
umn under the appropriate rule. Find-
ings from a later segment in the survey 
or gathered by another surveyor may 
combine to substantiate a deficiency. 
You need not check ‘‘met’’ or ‘‘not 
met’’ at this point in the survey. Dis-
cuss significant impressions/conclu-
sions at the completion of each subse-
quent survey task, and transfer any 
negative findings onto the Survey Re-
port Form in the Remarks section. 

(f) Task 4—Observation/Interview/Med-
ical Record Review (including drug regi-
men review). Perform the in-depth re-
view of each individual in the resident 
sample in order to ascertain whether 
the facility is meeting resident needs. 
Evaluate specific indicators for each 
resident, utilizing the front and back of 
the ‘‘Observation/Interview/Record Re-
view (OIRR)’’ worksheet, Form CMS– 
524. You may prefer to perform the 
record review first, complete resident/ 
staff/family observations and inter-
views, and finally, return to the record 
for any final unresolved issues. On the 
other hand, you may prefer to do the 
interviews first. Either method is ac-
ceptable. Whenever possible, however, 
complete one resident’s observation/ 
interview/medical record review and 
document the OIRR before moving 
onto another resident. If because of the 
facility layout, it is more efficient to 
do more than one record review at a 
time, limit such record review to two 
or three residents so your familiarity 
with the particular resident and con-
tinuity of the OIRR are not com-
promised. 

(1) Observation. Conduct observations 
concurrently with interviews of resi-
dents, family/significant others, and 
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discussions with direct care staff [of 
the various disciplines involved. In 
multi-facility operations, whenever 
possible, observe staff that is regularly 
assigned to the facility in order to gain 
an understanding of the care and serv-
ices usually provided.] Maintain re-
spect for resident privacy. Minimize 
disruption of the operations of the fa-
cility or impositions upon any resident 
as much as possible. Based upon your 
observations of the residents’ needs, 
gather information about any of the 
following areas, as appropriate: 
Bowel and bladder training 
Catheter care 
Restraints 
Injections 
Parenteral fluids 
Tube feeding/gastrostomy 
Colostomy/ileostomy 
Respiratory therapy 
Tracheostomy care 
Suctioning 

(2) Interviews. Interview each resident 
in private unless he/she independently 
requests that a facility staff member or 
other individual be present. Conduct 
the in-depth interview in a nonthreat-
ening and noninvasive fashion so as to 
decrease anxiety and defensiveness. 
The open-ended approach described in 
the section on the Resident Council is 
also appropriate for the in-depth inter-
view. While prolonged time expendi-
ture is not usually a worthwhile use of 
resources or the resident’s time, do 
allow time initially to establish rap-
port. 

At each interview: 
• Introduce yourself. 
• Address the resident by name. 
• Explain in simple terms the reason 

for your visit (e.g., to assure that the 
care and services are adequate and ap-
propriate for each resident). 

• Briefly outline the process—en-
trance conference, tour, interviews, ob-
servations, review of medical records, 
resident interviews, and exit con-
ference. 

• Mention that the selection of a par-
ticular resident for an interview is not 
meant to imply that his/her care is 
substandard or that the facility pro-
vides substandard care. Also mention 
that most of those interviewed are se-
lected randomly. 

• Assure that you will strive for ano-
nymity for the resident and that the 
interview is used in addition to med-
ical records, observations, discussions, 
etc., to capture an accurate picture of 
the treatment and care provided by the 
facility. Explain that the official find-
ings of the survey are usually available 
to the public about three months after 
completion of the survey, but resident 
names are not given to the public. 

• When residents experience dif-
ficulty expressing themselves: 

—Avoid pressuring residents to ver-
balize 

—Accept and respond to all commu-
nication 

—Ignore mistakes in word choice 
—Allow time for recollection of words 
—Encourage self-expression through 

any means available 

• When interviewing residents with 
decreased receptive capacity: 

—Speak slowly and distinctly 
—Speak at conversational voice level 
—Sit within the resident’s line of vi-

sion 
• Listen to all resident information/al-

legations without judgment. Infor-
mation gathered subsequently may 
substantiate or repudiate an allega-
tion. 

The length of the interview varies, 
depending on the condition and wishes 
of the resident and the amount of in-
formation supplied. Expect the average 
interview, however, to last approxi-
mately 15 minutes. Courteously termi-
nate an interview whenever the resi-
dent is unable or unwilling to continue, 
or is too confused or disoriented to 
continue. Do, however, perform the 
other activities of this task (observa-
tion and record review). If, in spite of 
your conversing during the tour, you 
find that less than 40 percent of the 
residents in your sample are suffi-
ciently alert and willing to be inter-
viewed, try to select replacements so 
that a complete OIRR is performed for 
a group this size, if possible. There may 
be situations, however, where the resi-
dent population has a high percentage 
of confused individuals and this per-
centage is not achievable. Expect that 
the information from confused individ-
uals can be, but is not necessarily, less 
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reliable than that from more alert indi-
viduals. 

Include the following areas in the 
interview of each resident in the sam-
ple: 
Activities of daily living 
Grooming/hygiene 
Nutrition/dietary 
Restorative/rehabilitation care and 

services 
Activities 
Social services 
Resident rights 

Refer to the Care Guidelines ‘‘eval-
uation factors’’ as a resource for pos-
sible elements to consider when focus-
ing on particular aspects of care and 
resident needs. 

Document information obtained from 
the interviews/observations on the 
OIRR Worksheet. Record in the 
‘‘Notes’’ section any additional infor-
mation you may need in connection 
with substandard care or services. Un-
less the resident specifically requests 
that he/she be identified, do not reveal 
the source of the information gleaned 
from the interview. 

(3) Medical Record Review. The med-
ical record review is a three-part proc-
ess, which involves first reconciling the 
observation/interview findings with the 
record, then reconciling the record 
against itself, and lastly performing 
the drug regimen review. 

Document your findings on the OIRR 
Worksheet, as appropriate, and summa-
rize on the Survey Report Form the 
findings that are indicative of problem-
atic or substandard care. Be alert for 
repeated similar instances of sub-
standard care developing as the num-
ber of completed OIRR Worksheets in-
creases. 

NOTE: The problems related to a particular 
standard or condition could range from iden-
tical (e.g., meals not in accordance with die-
tary plan) to different but related (e.g., nurs-
ing services—lapse in care provided to resi-
dents with catheters, to residents with con-
tractures, to residents needing assistance for 
personal hygiene and residents with improp-
erly applied restraints). 

(i) Reconciling the observation/interview 
findings with the record. Determine if: 

• An assessment has been performed. 
• A plan with goals has been devel-

oped. 

• The interventions have been car-
ried out. 

• The resident has been evaluated to 
determine the effectiveness of the 
interventions. 

For example, if a resident has devel-
oped a decubitus ulcer while in the fa-
cility, record review can validate staff 
and resident interviews regarding the 
facility’s attempts at prevention. Use 
your own judgment; review as much of 
the record(s) as necessary to evaluate 
the care planning. Note that facilities 
need not establish specific areas in the 
record stating ‘‘Assessment,’’ ‘‘Plan,’’ 
‘‘Intervention,’’ or ‘‘Evaluation’’ in 
order for the documentation to be con-
sidered adequate. 

(ii) Reconciling the record with itself. 
Determine: 

• If the resident has been properly as-
sessed for all his/her needs. 

• That normal and routine nursing 
practices such as periodic weights, 
temperatures, blood pressures, etc., are 
performed as required by the resident’s 
conditions. 

(iii) Performing the drug regimen re-
view. The purpose of the drug regimen 
review is to determine if the phar-
macist has reviewed the drug regimen 
on a monthly basis. Follow the proce-
dures in Part One of Appendix N, Sur-
veyor Procedures for Pharmaceutical 
Service Requirements in Long-Term 
Care Facilities. Fill in the appropriate 
boxes on the top left hand corner of the 
reverse side of the OIRR Worksheet, 
Form CMS–524. Appendix N lists many 
irregularities that can occur. Review 
at least six different indicators on each 
survey. However, the same six indica-
tors need not be reviewed on every sur-
vey. 

NOTE: If you detect irregularities and the 
documentation demonstrates that the phar-
macist has notified the attending physician, 
do not cite a deficiency. Do, however, bring 
the irregularity to the attention of the med-
ical director or other facility official, and 
note the official’s name and date of notifica-
tion on the Survey Report Form. 

(g) Task 5—Drug Pass Observation. The 
purpose of the drug pass observation is 
to observe the actual preparation and 
administration of medications to resi-
dents. With this approach, there is no 
doubt that the errors detected, if any, 
are errors in drug administration, not 
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documentation. Follow the procedure 
in Part Two of Appendix N, Surveyor 
Procedures for Pharmaceutical Service 
Requirements in Long-Term Care Fa-
cilities, and complete the Drug Pass 
Worksheet, Form CMS–522. Be as neu-
tral and unobtrusive as possible during 
the drug pass observation. Whenever 
possible, select one surveyor, who is a 
Registered Nurse or a pharmacist, to 
observe the drug pass of approximately 
20 residents. In facilities where fewer 
than 20 residents are receiving medica-
tions, review as many residents receiv-
ing medications as possible. Residents 
selected for the in-depth review need 
not be included in the group chosen for 
the drug pass; however, their whole or 
partial inclusion is acceptable. In order 
to get a balanced view of a facility’s 
practices, observe more than one per-
son administering a drug pass, if fea-
sible. This might involve observing the 
morning pass one day in Wing A, for 
example, and the morning pass the 
next day in Wing B. 

Transfer findings noted on the ‘‘Drug 
Pass’’ worksheet to the SRF under the 
appropriate rule. If your team con-
cludes that the facility’s medication 
error rate is 5 percent or more, cite the 
deficiency under Nursing Services/Ad-
ministration of Drugs. Report the error 
rate under F209. If the deficiency is at 
the standard level, cite it in Nursing 
Services, rather than Pharmacy. 

(h) Task 6—Dining Area and Eating As-
sistance Observation. The purpose of this 
task is to ascertain the extent to which 
the facility meets dietary needs, par-
ticularly for those who require eating 
assistance. This task also yields infor-
mation about staff interaction with 
residents, promptness and appropriate-
ness of assistance, adaptive equipment 
usage and availability, as well as ap-
propriateness of dress and hygiene for 
meals. 

For this task, use the worksheet en-
titled ‘‘Dining Area and Eating Assist-
ance Observation’’ (Form CMS–523). 
Observe two meals; for a balanced view, 
try to observe meals at different times 
of the day. For example, try to observe 
a breakfast and a dinner rather than 
two breakfasts. Give particular care to 
performing observations as unobtru-
sively as possible. Chatting with resi-
dents and sitting down nearby may 

help alleviate resident anxiety over the 
observation process. 

Select a minimum of five residents 
for each meal observation and include 
residents who have their meals in their 
rooms. Residents selected for the in- 
depth review need not be included in 
the dining and eating assistance obser-
vation; however, their whole or partial 
inclusion is acceptable. Ascertain the 
extent to which the facility assesses, 
plans, and evaluates the nutritional 
care of residents and eating assistance 
needs by reviewing the sample of 10 or 
more residents. If you are unable to de-
termine whether the facility meets the 
standards from the sample reviewed, 
expand the sample and focus on the 
specific area(s) in question, until you 
can formulate a conclusion about the 
extent of compliance. As with the 
other survey tasks, transfer the find-
ings noted on the ‘‘Dining & Eating As-
sistance Observation’’ worksheet to the 
Survey Report Form. 

(i) Task 7—Forming the Deficiency 
Statement—(1) General. The Survey Re-
port Form contains information about 
all of the negative findings of the sur-
vey. Be sure to transfer to the Survey 
Report Form data from the tour, drug 
pass observation, dining area and eat-
ing assistance observation, as well as 
in-depth review of the sample of resi-
dents. Transfer only those findings 
which could possibly contribute to a 
determination that the facility is defi-
cient in a certain area. 

Meet as a group in a pre-exit con-
ference to discuss the findings and 
make conclusions about the defi-
ciencies, subject to information pro-
vided by facility officials that may fur-
ther explain the situation. Review the 
summaries/conclusions from each task 
and decide whether any further infor-
mation and/or documentation is nec-
essary to substantiate a deficiency. As 
the facility for additional information 
for clarification about particular find-
ings, if necessary. Always consider in-
formation provided by the facility. If 
the facility considers as acceptable, 
practices which you believe are not ac-
ceptable, ask the facility to backup its 
contention with suitable reference ma-
terial or sources and submit them for 
your consideration. 
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(2) Analysis. Analyze the findings on 
the Survey Report Form for the degree 
of severity, frequency of occurrence 
and impact on delivery of care or qual-
ity of life. The threshold at which the 
frequency of occurrences amounts to a 
deficiency varies from situation to sit-
uation. One occurrence directly related 
to a life-threatening or fatal outcome 
can be cited as a deficiency. On the 
other hand, a few sporadic occurrences 
may have so slight an impact on deliv-
ery of care or quality of life that they 
do not warrant a deficiency citation. 
Review carefully all the information 
gathered. What may appear during ob-
servation as a pattern, may or may not 
be corroborated by records, staff, and 
residents. For example, six of the 32 
residents in the sample are dressed in 
mismatched, poorly buttoned clothes. 
A few of the six are wearing slippers 
without socks. A few others are wear-
ing worn clothes. Six occurrences 
might well be indicative of a pattern of 
susbstandard care. Close scrutiny of 
records, discussions with staff, and 
interviews reveal, however, that the six 
residents are participating in dressing 
retraining programs. Those residents 
who are without socks, chose to do so. 
The worn clothing items were also cho-
sen—they are favorites. 

Combinations of substandard care 
such as poor grooming of a number of 
residents, lack of ambulation of a num-
ber of residents, lack of attention to 
positioning, poor skin care, etc., can 
yield a deficiency in nursing services 
just as 10 out of 10 residents receiving 
substandard care for decubiti yields a 
deficiency. 

(3) Deficiencies Alleged by Staff or Resi-
dents. If staff or residents allege defi-
ciencies, but records, interviews, and 
observation fail to confirm the situa-
tion, it is unlikely that a deficiency ex-
ists. Care and services that are indeed 
confirmed by the survey to be in com-
pliance with the regulatory require-
ments, but considered deficient by resi-
dents or staff, cannot be cited as defi-
cient for certification purposes. On the 
other hand, if an allegation is of a very 
serious nature (e.g., resident abuse) 
and the tools of record review and ob-
servation are not effective because the 
problem is concealed, obtain as much 
information as possible or necessary to 

ascertain compliance, and cite accord-
ingly. Residents, family, or former em-
ployees may be helpful for information 
gathering. 

(4) Composing the Deficiency Statement. 
Write the deficiency statement in 
terms specific enough to allow a rea-
sonably knowledgeable person to un-
derstand the aspect(s) of the require-
ment(s) that is (are) not met. Do not 
delve into the facility’s policies and 
procedures to determine or speculate 
on the root cause of a deficiency, or 
sift through various alternatives in an 
effort to prescribe an acceptable rem-
edy. Indicate the data prefix tag and 
regulatory citation, followed by a sum-
mary of the deficiency and supporting 
findings using resident identifiers, not 
resident names, as in the following ex-
ample. 

F102 SNF 405.1123(b).—Each resident has 
not had a physician’s visit at least once 
every 30 days for the first 90 days after ad-
mission. Resident #1602 has not been seen by 
a physician since she was admitted 50 days 
ago. Her condition has deteriorated since 
that time (formulation of decubiti, infec-
tions). 

When the data prefix tag does not re-
peat the regulations, also include a 
short phrase that describes the prefix 
tag (e.g., F117 decubitus ulcer care). 
List the data tags in numerical order, 
whenever possible. 

(j) Task 8—Exit Conference. The pur-
pose of the exit conference is to inform 
the facility of survey findings and to 
arrange for a plan of correction, if 
needed. Keep the tone of the exit con-
ference consistent with the character 
of the survey process—inspection and 
enforcement. Tactful, business-like, 
professional presentation of the find-
ings is of paramount importance. Rec-
ognize that the facility may wish to re-
spond to various findings. Although de-
ficiency statements continue to de-
pend, in part, on surveyor professional 
judgment, support your conclusions 
with resident-specific examples (identi-
fiers other than names) whenever you 
can do so without compromising con-
fidentiality. Before formally citing de-
ficiencies, discuss any allegations or 
findings that could not be substan-
tiated during earlier tasks in the proc-
ess. For example, if information is 
gathered that suggests a newly hired 
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R.N. is not currently licensed, ask the 
facility officials to present current li-
censure information for the nurse in 
question. Identify residents when the 
substandard care is readily observed or 
discerned through record review. En-
sure that the facility improves the care 
provided to all affected residents, not 
only the identified residents. Make 
clear to the facility that during a fol-
low-up visit the surveyors may review 
residents other than those with signifi-
cant problems from the original sam-
ple, in order to see that the facility has 
corrected the problems overall. Do not 
disclose the source of information pro-
vided during interviews, unless the 
resident has specifically requested you 
to inform the facility of his/her com-
ments or complaints. In accordance 
with your Agency’s policy, present the 
Statement of Deficiencies, form CMS– 
2567, on site or after supervisory re-
view, no later than 10 calendar days 
following the survey. 

(k) Plan of Correction. Explain to the 
facility that your role is to identify 
care and services which are not con-
sistent with the regulatory require-
ments, rather than to ascertain the 
root causes of deficiencies. Each facil-
ity is expected to review its own care 
delivery. Subsequent to the exit con-
ference, each facility is required to 
submit a plan of correction that identi-
fies necessary changes in operation 
that will assure correction of the cited 
deficiencies. In reviewing and accept-
ing a proposed plan of correction, apply 
these criteria: 

• Does the facility have a reasonable 
approach for correcting the defi-
ciencies? 

• Is there a high probability that the 
planned action will result in compli-
ance? 

• Is compliance expected timely? 
Plans of correction specific to resi-

dents identified on the deficiency 
statement are acceptable only where 
the deficiency is determined to be 
unique to that resident and not indic-
ative of a possible systemic problem. 
For example, as a result of an aide 
being absent, two residents are not am-
bulated three times that day as called 
for in their care plans. A plan of cor-
rection that says ‘‘Ambulate John 
Jones and Mary Smith three times per 

day,’’ is not acceptable. An acceptable 
plan of correction would explain 
changes made to the facility’s staffing 
and scheduling in order to gurantee 
that staff is available to provide all 
necessary services for all residents. 

Acceptance of the plan of correction 
does not absolve the facility of the re-
sponsibility for compliance should the 
implementation not result in correc-
tion and compliance. Acceptance indi-
cates the State agency’s acknowledge-
ment that the facility indicated a will-
ingness and ability to make correc-
tions adequately and timely. 

Allow the facility up to 10 days to 
prepare and submit the plan of correc-
tion to the State agency, however, fol-
low your SA policy if the timeframe is 
shorter. Retain the various survey 
worksheets as well as the Survey Re-
port Form at the State agency. For-
ward the deficiency statement to the 
CMS regional office. 

(l) Follow-up Surveys. The purpose of 
the follow-up survey is to re-evaluate 
the specific types of care or care deliv-
ery patterns that were cited as defi-
cient during the original survey. Ascer-
tain the corrective status of all defi-
ciencies cited on the CMS–2567. Be-
cause this survey process focuses on 
the actual provision of care and serv-
ices, revisits are almost always nec-
essary to ascertain whether the 
deficienicies have indeed been cor-
rected. The nature of the deficiencies 
dictates the scope of the follow-up 
visit. Use as many tasks or portions of 
the Survey Report Form(s) as needed 
to ascertain compliance status. For ex-
ample, you need not perform another 
drug pass if no drug related deficiencies 
were cited on the initial survey. Simi-
larly, you need not repeat the dining 
area and eating assistance observations 
if no related problems were identified. 
All or some of the aspects of the obser-
vation/interview/medical record review, 
however, are likely to be appropriate 
for the follow-up survey. 

When selecting the resident sample 
for the follow-up, determine the sample 
size using the same formula as used 
earlier in the survey, with the fol-
lowing exceptions: 

• The maximum sample size is 30 
residents, rather than 50. 
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• The minimum sample size of 10 
residents does not apply if only one 
care category was cited as deficient 
and the total number of residents in 
the facility in that category was less 
than 10 (e.g., deficiency cited under 
catheter care and only five residents 
have catheters). 

Include in the sample those residents 
who, in your judgment, are appropriate 
for reviewing vis-a-vis the cited sub-
standard care. If possible, include some 
residents identified as receiving sub-
standard care during the initial survey. 
If after completing the follow-up ac-
tivities you determine that the cited 
deficiencies were not corrected, ini-
tiate adverse action procedures, as ap-
propriate. 

(m) Role of Surveyor. The survey and 
certification process is intended to de-
termine whether providers and sup-
pliers meet program participation re-
quirements. The primary role of the 
surveyor, then, is to assess the quality 
of care and services and to relate those 
findings to statutory and regulatory 
requirements for program participa-
tion. 

When you find substandard care or 
services in the course of a survey, care-
fully document your findings. Explain 
the deficiency in sufficient detail so 
that the facility officials understand 
your rationale. If the cause of the defi-
ciency is obvious, share the informa-
tion with the provider. For example, if 
you cite a deficiency for restraints 
(F118), indicate that restraints were ap-
plied backwards on residents 1621, 1634, 
1646, etc. 

In those instances where the cause is 
not obvious, do not delve into the fa-
cility’s policies and procedures to de-
termine the root cause of any defi-
ciency. Do not recommend or prescribe 
an acceptable remedy. The provider is 
responsible for deciding on and imple-
menting the action(s) necessary for 
achieving compliance. For the re-
straint situation in the example above, 
you would not ascertain whether the 
improper application was due to im-
proper training or lack of training, nor 
would you attempt to identify the staff 
member who applied the restraints. It 
is the provider’s responsibility to make 
the necessary changes or corrections to 

ensure that the restriants are applied 
properly. 

A secondary role for the surveyor is 
to provide general consultation to the 
provider/consumer community. This in-
cludes meeting with provider/consumer 
associations and other groups as well 
as participating in seminars. It also in-
cludes informational activities, where-
by you respond to oral or written in-
quiries about required outcomes in 
care and services. 

(n) Confidentiality and Respect for 
Resident Privacy. Conduct the survey in 
a manner that allows for the greatest 
degree of confidentiality for residents, 
particularly regarding the information 
gathered during the in-depth inter-
views. When recording observations 
about care and resident conditions, 
protect the privacy of all residents. Use 
a code such as resident identifier num-
ber rather than names on worksheets 
whenever possible. Never use a resi-
dent’s name on the Deficiency State-
ment, Form CMS–2567. Block out resi-
dent names, if any, from any document 
that is disclosed to the facility, indi-
vidual or organization. 

When communicating to the facility 
about substandard care, fully identify 
the resident(s) by name if the situation 
was identified through observation or 
record review. Improperly applied re-
straints, expired medication, cold food, 
gloves not worn for a sterile procedure, 
and diet inconsistent with order, are 
examples of problems which can be 
identified to the facility by resident 
name. Information about injuries due 
to broken equipment, prolonged use of 
restraints, and opened mail is less like-
ly to be obtained through observation 
or record review. Do not reveal the 
source of information unless actually 
observed, discovered in the record re-
view, or requested by the resident or 
family. 

(o) Team Composition. Whenever pos-
sible, use the following survey team 
model: 

SNF/ICF SURVEY TEAM MODEL 

In facilities with 200 beds or less, the 
team size may range from 2 to 4 mem-
bers. If the team size is: 

• 2 members: The team has at least 
one RN plus another RN or a dietitian 
or a pharmacist. 
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• 3–4 member: In addition to the com-
position described above, the team has 
one or two members of any discipline 
such as a social worker, sanitarian, 
etc. 

If the facility has over 200 beds and 
the survey will last more than 2 days, 
the team size may be greater than 4 
members. Select additional disciplines 
as appropriate to the facility’s compli-
ance history. 

Average onsite time per survey: 60 
person hours (Number of surveyors 
multiplied by the number of hours on 
site) 

Preferably, team members have ge-
rontological training and experience. 
Any member may serve as the team 
leader, consistent with State agency 
procedures. In followup surveys, select 
disciplines based on major areas of cor-
rection. Include a social worker, for ex-
ample, if the survey revealed major 
psychosocial problems. This model 
does not consider integrated survey 
and Inspection of Care review teams, 
which typically would be larger. 

(p) Type of Facility—Application of 
SNF or ICF Regulations. Apply the regu-
lations to the various types of facilities 
in the following manner: 
• Freestanding Skilled Nurs-

ing Facility (SNF) 
Apply SNF regulations. 

• Freestanding Intermediate 
Care Facility (ICF) 

Apply ICF regulations. 

• SNF Distinct Part of a Hos-
pital 

Apply SNF regulations. 

• ICF Distinct Part of a Hos-
pital 

Apply ICF regulations. 

• Dually Certified SNF/ICF Apply SNF regulations and 
442.346(b). 

• Freestanding SNF with ICF 
Distinct Part (Regardless of 
the proportion of SNF and 
ICF beds, the facility type 
is determined by the higher 
level of care. Therefore, 
LTC facilities with distinct 
parts are defined as SNFs 
with ICF distinct parts.) 

Apply SNF regulations for 
SNF unit. 

Apply ICF regulations for ICF 
distinct part. 

Apply both SNF and ICF reg-
ulations for shared services 
(e.g., dietary). 

If the same deficiency occurs 
in both the SNF and ICF 
components of the facility, 
cite both SNF and ICF reg-
ulations. 

If the deficiency occurs in the 
SNF part only, cite only the 
SNF regulation. 

If the deficiency occurs in the 
ICF part only, cite only the 
ICF regulation. 

(q) Use of Part A and Part B of the Sur-
vey Report—(1) Use of Part A (CMS–525). 
Use Part A for initial certification sur-
veys only, except under the following 
circumstances: 

• When a terminated facility re-
quests program participation 60 days or 
more after termination. Treat this sit-
uation as a request for initial certifi-
cation and complete Part A of the sur-
vey report in addition to Part B. 

• If an ICF with a favorable compli-
ance history requests to covert a num-
ber of beds to SNF level, complete both 
Part A and Part B for compliance with 
the SNF requirements. If distinct part 
status is at issue, also examine wheth-
er it meets the criteria for certifi-
cation as a distinct part. 

(i) Addendum for Outpatient Physical 
Therapy (OPT) or Speech Pathology Serv-
ices. Use the Outpatient Physical Ther-
apy—Speech Pathology SRF (CMS– 
1893) as an addendum to Part A. 

(ii) Resurvey of Participating Facilities. 
Do not use Part A for resurveys of par-
ticipating SNFs and ICFs. A deter-
mination of compliance, based on docu-
mented examination of the written 
policies and procedures and other perti-
nent documents during the initial sur-
vey, establishes the facility’s compli-
ance status with Part A requirements. 
This does not preclude citing defi-
ciencies if they pertain to administra-
tive or structural requirements from 
Part A that are uncovered incidental 
to a Part B survey. As an assurance 
measure, however, each facility at the 
time of recertification must complete 
an affidavit (on the CMS–1516) attest-
ing that no substantive changes have 
occurred that would affect compliance. 
Each facility must also agree to notify 
the State agency immediately of any 
upcoming changes in its organization 
or management which may affect its 
compliance status. If a new adminis-
trator is unable to complete the affi-
davit, proceed with the survey using 
the Part B form and worksheets; do not 
use the Part A form. The survey cannot 
be considered complete, however, until 
the affidavit is signed. If the facility 
fails to complete the affidavit, it can-
not participate in the program. 

(iii) Substantial Changes in a Facility’s 
Organization and Management. If you 
receive such information, review the 
changes to ensure compliance with the 
regulations. Request copies of the ap-
propriate documents (e.g., written poli-
cies and procedures, personnel quali-
fications, or agreements) if they were 
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not submitted. If the changes have 
made continued compliance seem 
doubtful, determine through a Part B 
survey whether deficiencies have re-
sulted. Cite any deficiencies on the 
CMS–2567 and follow the usual proce-
dures. 

(2) Use of Part B (CMS–519). Use Part 
B and the worksheets for all types of 
SNF and ICF surveys—initials, recer-
tifications, followup, complaints, etc. 

The worksheets are: 

• CMS–520—Residents Selected for In-
depth Review 

• CMS–521—Tour Notes Worksheet 
• CMS–522—Drug Pass Worksheet 

• CMS–523—Dining Area and Eating 
Assistance Worksheet 

• CMS–5245—Observation/Interview/ 
Record Review Worksheet 
For complaint investigations, per-

form a full or partial Part B survey 
based on the extent of the allegations. 
If the complaint alleges substandard 
care in a general fashion or in a variety 
of services and care areas, perform sev-
eral tasks or a full Part B survey, as 
needed. If the complaint is of a more 
specific nature, such as an allegation of 
improper medications, perform an ap-
propriate partial Part B survey, such 
as a drug pass review and a review of 
selected medical records. 
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§ 488.115 Care guidelines. 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVA TlON INTERVIEWING RECORD REV I EW EVALUATION FACTORS CROSS REFERENCE 

F58 Ask Resjdent: 
SNF 405.1121(k)(2) - If there are changes in 
ICF 442.311(a)(4) serv; ces or casts does 

4. Resident someone explain these? 
informed in 
writing of ASk Admini st[ati~e Staff: 
changes in - How do res; dents 1 earn 
servi ces and what is expected of 
charges for them? 
serv; ces. - How do they 1 earn about 

any changes ; n the 
F59 facility's procedures 
SNF 405.1121(k)(2) and/or costs? 
ICF 442.311(a)(4) 

5. Information 
to resident 
of serv ices 
not covered 
by Medicare 
or Medi (aid 
and not 
covered in 
the basic 
rate. 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVA nON INTERVIEWING RECORD REVIEW EVALUATION FACTORS CROSS REFERENCE 

F60-64 (cont'd) However. except ; n an 
emergency situation force 
shoul d never be used to 
campe 1 a res; dent to 
accept medication or 
treatment. 

Deceit is also a viola-
tion of resident rights, 
except in the case of 

therapeutically indicated 
placebos ordered by the 
physician. 

Any resident participa-
ting in research studies 
should fully understand 
the implication of the 
study. 

The facility is not in 
camp 1; ance wi th the 
resident rights 
regulation if the 
resident consents to 
participate in a clinical 
study without full know-
ledge of the study. 
(Record review only as 
other nonclinical studies 
!Ray not requi re i nfanned 
consent) • 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION FACTORS CROSS REFERENCE 

F65-68 (cont' d) + cost factors 
+ resident welfare 
+ resident's reason for 

reques t i 09 the move 
+ faei 1 ity I S assessment 

of whether the move 
would be beneficial or 
not for the resident. 
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SURVEY AREA 

E. financial 
Affairs 

F72-78 
SNF 405.1121 (k) (6) 

405.1121(m) 
ICF 442.311(e) 

442.320 

OBSERVATION 

LONG TERM CARE SURVEY 

INTERVIEWING 

Ask Resjdents: 
- Are you able to take 

care of your own finan
cial affal rs? 

- Daes the facility keep 
some money for you that 
you can have when you 
request it? 

_ When you ask tor thi s 
money, how quickly do 
you get it? 

- 00 you know the amount 
of money you have aval1-
able at this time? 

- If the facility pays 
bills for you do they 
periodically provide an 
itemized listing of the 
transactions they have 
made? 

- When did you receive the 
last itemized statement? 

- Are you comfortable that 
your funds are taken 
care of correctly? 

- If you deposi t money or 
valuables with the fac
ility, do you receive 
a receipt for this 
depos it? 

- Are you or your family 
able to review your 
financial records when 
you request to do so? 

- Have you ever had money 
or anything else stolen? 
If so, what was done 
about it? 

RECORD REVIEW 

A copy of the statement 
should be in the residents 
financial record and given 
to the resident at least 
quarterly, 

Receipts, account logs 
showi ng deposi ts/wi th
drawa 1 s I author; zat i on/ 
reasons for wi thdrawill s, 
and interest earned should 
be reviewed. If resident 
i nd i cates there may be a 
problem, an in-depth in
terview should be 
conducted. 

Res i dent records i nd i cate 
separate f inane i a 1 reco rds 
from facility records. 

EVALUATION FACTORS 

Residents should have 
reasonab 1 e access to 
the; r funds (may not be 
available at 2 A.M.) and 
should have at least a 
quarterly accounting of 
the; r funds. 

If questions arise they 
shou 1 d be resolved. 

Persona 1 possess; ons and 
funds received from the 
residents should be pro
tected from theft and 
ather 1 ass. If 1 asses do 
occur there should be: 
1. a procedure whi ch is 

implemented to inves
t i gate the 1 ass, and 

2. a plan to prevent 
recurrence. 

Resident funds must not 
be appropriated for fac
ility furnishings, linen 
direct care supplies. etc 

CROSS REfERENCE 

Socjal Services 
405.1130(0) 
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SURVEY AREA 

F. freedom from 
Abuse and 
Restrai nts 

f79-83 
SNf 405.1121(k){7l 
I Cf 442. 311( f) 

OBSERVA nON 

- How many res i dents are 
physically restrained? 

- What type or restraints 
are used? 

- Are they app 1 i ed cor
rect 1 y? 

- What is the apparent 
physical/mental condi
tion of those residents 
restrai ned? 

- Do you observe the re
lease of restraints 
every 2 hours and the 
provision of at least 
10 minutes exercise for 
the resident? 

- Do s ta ff respond to 
request for water, 
assistance to bathroom, 
etc., from a resident 
who is restrained? 
What is the interval 
between reques t and 
response? 

LONG TERM CARE SURVEY 

INTERVIEWING 

Ask Resident: 
- Why are you weari ng 

thi s? 
- How often is thi sworn? 
- Do you know what would 

happen if it were re
moved? 

- How of ten is it removed? 
- What is done for you 

when the restraint is 
removed? 

- For nonrestrained resi
dent--
+ Have you ever been re

s t ra i ned? 
+ For what reason? 
+ What explanation was 

gi ven for the 
restraint? 

- Do you ever feel that 
you recei ve medi cat i on 
when you don't need it? 

RECORD REVIEW 

Look for a physician's 
der for the restraint. 

Review nurses', physicians' 
progress notes re: reason 
for restraints and resi
dent reaction to them. 
Also any alternative me
thods tried. 

What time of day are re
straints most often ap
pl ied? 

Review schedule of releas
ing restraints. 

Care plans: 
- When restrai nt is to be 

used. 
- For how long. 
- What are plans for al-

ternative measures. 
- Is the resident period

ically re-evaluated? 

If appropriate are the 
Social Service or activi
ties departments i nvo 1 ved 
in providing different 
di rections for resident 
attention? 

EVALUA nON FACTORS 

There must be a physic
ian's order for all re
straints, including 
"safety devi ces" whi ch 
are defined in sOlie State 
laws. 

Progress notes should 
show evidence that me
thods other than re
straints were initially 
used to protect the res i
dent from injury, and 
that restraints were 
used only when other 
methods were not adequate 

I fused in an "emergency" 
the reason for use must 
be documented and show 
that: 

I ts use was necessary 
to protect the resi
dent from injury. 

b. Its use was necessary 
to protect others from 
injury. 

The resident must be ob
served by a staff member 
at least every 30 mins. 
while restrained. 

The restraints must be 
released and the resident 
exercised, toileted, etc. 
at 1 eas t every 2 hours. 

CROSS REFERENCE 

Nursi ng Servj ces 
405.1l24(c)(5) 

Rehab Nursing 
405.1124(e) 

patient Care 
Management 
405.1124(d) 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVA TlON INTERVIEWING RECORD REVIEW EVALUATION FACTORS CROSS REFERENCI 

F79-83 (cont'd) - Observe for evidence Ask Resjdent: Resident should feel free 
of res i dent negl ect, - Do you feel safe in the to voice complaints. If 
residents left in foci 1 i ty? no complaints are noted 
uri ne/feces without - Do you ever feel intim- in records or on record 
cl eani ng. i dated, harassed, or review, why not? 

otherwi se abused? 
- How are confused resi- Residents should seem 

dents treated? comfortable in relating 
- Is anyone ever hi t or how they are treated? 

treated roughl y? 
- Do you feel as if you 

are treated wi th respect 
/digni ty? 

- Is the staffladministra-
t ion respons i ve to 
c omp 1 a i n t s? 

- Do you know who to com-
plain to? 
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SURVEY AREA 

F84-89 (cont'd) 

OBSERVA TlON 

- Are medi cal records 
kept in thei r ass i gned 
spots not carelessly 
1 eft for nonauthori zed 
persons to vi ew? 

- Are married residents 
shari ng rooms? 

- Observe for negative 
at t i tudes toward agi ng
infantilization and 
pa t ron i zing 0 f res i
dents. 

- If residents undress in 
pub 1 i c area, how does 
staff handle this? 

- Listen to staff conver
sation in public places 
(elevator, lobby). 
Are res i dent issues 
being discussed? 

LONG TERM CARE SURVEY 

INTERVIEWING 

For Marrj ed Resj dents: 
- When your husband/wi fe 

vi si ts can you shut your 
door and be assured of 
pri vacy? 

- Can you ask that you not 
be dis tu rbed and have 
that reques t respected? 

~: 
- What is done to assure 

that each resident main
tains hi s/her digni ty 
and individuality? 

- How are medical records 
kept secure? Who has 
access? 

- Do you have marri ed 
couples here? 

- Do they share rooms? 
- If not, why? 
- What arrangements do you 

make for spouses or 
significant others to 
vi sit? 

- Do you allow their door 
to be closed? 

- Can you adhere to a 
request that they not 
be di sturbed? 

- How are residents' 
medi cal records and 
cond it ions kept 
confi dent i al? 

RECORD REVIEW EVALUATION FACTORS CROSS REFERENCE 
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SURVEY AREA 

I. freedom of 
As soc i at i on and 
Correspondence 

F91-92 
SNf 405.1121(k)( 11) 

( 12) 
I CF 442.311 ( i ) 

OBSERVA TION 

- Are there areas in the 
facility-e.g., small 
lounges, etc., where 
residents can and do 
meet privately? 

- Is mail delivered 
opened or unopened? 

- Are facility personnel 
assisting residents, if 
needed, in openi ng and/ 
or reading mail? 

LONG TERM CARE SURVEY 

INTERVIEWING 

Ask Resjdents: 
- Can you have vi si ts from 

anyone? 
- Can you find a private 

place to visit? 
- Do you recei ve your ma i 1 

unopened un 1 es s you 
request otherwise? 

- Are there telephones you 
have access to? 

- Does the staff or vol
unteers assist you in 
reading or sending mail, 
if needed? 

- How timely is your mail 
del ivered? 

- How do you receive 
incoming calls? 

IliL.S.U.U : 
- Where do residents go 

when they want privacy? 
- What telephones are 

available to residents? 
- What is the facility 

visiting policy? 

RECORD REVIEW 

Physician orders and care 
plans for indications of 
restrictions on visitors 
and/or receiving and send
ing mai 1. 

EVALUA TION FACTORS 

All residents may have 
access to and maintain 
contact wi th the commun
i ty and members of that 
communi ty have access to 
them. 

Subject to reasonable 
scheduling restrictions, 
res i dents may recei ve 
visits from anyone they 
wish. A particular vis-
i tor may be res t ri cted by 
the facil i ty for one of 
the following reasons: 
- The resident refuses to 

see the visitor. 
- The resident's physi-

ci an documents speci fi c 
reasons why such a vi s
it would be harmful to 
the resident's health. 

- The visitor's behavior 
is unreasonably disrup
tive of the functioning 
of the faci 1 ity (rea
sons are documented and 
kept on fi Ie). 

Decisions to restrict a 
visitor are reviewed and 
reevaluated each time the 
resident's plan of care 
and medical orders are 
reviewed by the physician 
and nursing staff or at 
the resident's request. 

CROSS REFERENCE 

Resjdent Rjghts 
405.1121(k)(8) 
442.311 (g) 
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SURVEY AREA 

J. Activities 

F93 
SNF 405. 112l(k)( 12) 
ICF 442.311 (j) 

OBSERVATION 

- What planned activities 
are occurri ng? 

- What unplanned activi
ties are occurri ng-
individual, 2 or 3 
persons or a 1 arger 
group. 

- If there is a facility 
chapel, is it open? 

- Are activities posted 
a t wheel cha i r 1 eve 1 and 
kept up to date? 

- Are res i dents 1 i ned up 
in front of a T.V. in 
a common room for 
hours? 

- Are activities offered 
duri ng the eveni ng and 
on weekends. 

LONG TERM CARE SURVEY 

INTERVIEWING 

Ask Resjdents: 
- What do you 1 ike to do? 
- What did you do yester-

day? (compare answers) 
- Is participation in 

activities optional? 
- Are you encouraged to 

participate? 
- Is pressure exerted on 

you to a ttend spec if i c 
act i vi ties? 

- Which ones? (Surveyors 
shou 1 d be aware of spec
i a 1 encouragement-
"gentle persuasion", 
which might be important 
for the depressed or 
wi thdrawn res i dent. ) 

- Are residents not i fied 
of community activities? 

- Are arrangements made 
for transportation, etc. 
so that residents can 
part i ci pate? 

- Can res i dents go to re
ligious services if they 
wi sh? 

- What opportuni ties are 
you gi ven to make 
choices in your life 
within the facility? 
(eg. are all residents 
"put to bed" at the same 
time?) . 

~: 
- Are arrangements ever 

made to take res i den ts 
to community activities? 

- Do friends and relat ives 
ever take them to com
munityactivities? 

- Do your residents attend 
religious service of 
thei r choi ce? 

- How are res i dents kept 
informed/notified of 
activities? 

RECORD REVIEW 

Care plans or other docu
mentation should indicate 
resident preferences for 
both faci 1 ity and non
facility planned activi
ties. 

Progress notes of 
responses to activities. 

EVALUA TION FACTORS 

Compliance with this ele
ment is determi ned by 
evidence that residents 
are given the opportuni ty 
to participate in avail
able activities they 
choose unless med i ca 11 y 
contrai ndi cated. 

Residents must not be 
forced to part i ci pate 
against their wishes. 

CROSS REFERENCE 

patjent Actjyj tjes 
405.1131(b) 
442 .345 ( a)( c ) 
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SURVEY AREA 

L. Delegation of 
Rights and 
Respons i bi 1 i ties 

f95-91 
SNf 405.1121(k) 
ICf 442.312 

OBSERVA lION 

LONG TERM CARE SURVEY 

INTERVIEWING 

Ask Admi n i st ratj ye Staff: 
- When do you have re 1 a

tives make decisions for 
residents-i .e., how do 
you dec i de when the 
resident isn't capable 
of making decisions him
self? 

- Have any 1 ega 1 steps 
been taken? 

Ask Res i dent and/or 
~: 
- Do you feel that you are 

given all pertinent in
format ion? 

- What opportunities do 
you have to make 
dec is ions regard i ng 
clothing, meals, 
bathing schedules, 
etc. ? 

- for guardian: are you 
notified/informed in a 
timely manner as 
appropri ate? 

RECORD REVIEW 

Review physician progress 
notes--i ncapabi 1 i ty mus t 
be documented. 

Is there clear documenta
t i on as to whom ri ghts 
and respons i bi 1 i ties have 
been ass i gned? 

Are pert i nent consents/ 
documents signed by 
appointed guardian? 

EVALUATION fACTORS 

The fact that a resident 
has been judged i ncompe
tent, is medically incap
able of understanding, or 
exhibits a communication 
barrier, does not absolve 
the facility from advis-
i ng the res i dent of thei r 
ri ghts to the extent the 
patient is able to under
stand them. If the resi
den tis i ncapab 1 e of 
unders tand i ng thei r 
rights, the facil ity ad
vises the guardian or 
sponsor and acqui res a 
statement indicating an 
unders tand i ng of res i
dent's rights. 

The surveyor reviews 
records of residents 
selected for indepth re
view who are classi fied 
either incompetent, medi
cally incapable of under
standing their rights, or 
have a communication 
barri er to veri fy docu
mented evidence (signed 
acknowledgment) that the 
guardi an or other sponsor 
has been advi sed of these 
resident rights and 
understand their role in 
acting on behalf of the 
res i dent. 

CROSS REfERENCE 

Resi dent Ri ghts 
405.1121(k)(l) 
442.311 (a) 
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SURVEY AREA 

F102 (cont'd) 
and safety, 
acci dent pre
vent ion, con
fidential ity 
of resident 
i nformat ion, 
and preserva
tion of resi
dent dignity 
including pro
tection of 
privacy and 
pe rsona 1 and 
property 
rights. 

lliID!I 

To assure that 
fdcility provides 
ongoing training 
to staff so that 
they wi 11 be know
ledgeable in cur
rent pract ices, 
use proper tech
niques, and inter
act wi th res i dents 
in a kind, caring 
way. 

LONG TERM CARE SURVEY 

OBSERVA nON INTERVIEWING RECORD REVIEW EVALUA nON FACTORS CROSS REFERENCE 
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SURVEY AREA 

fl06 
2. Except ina 

medi cal emer
gency, a resi
dent is not 
transferred or 
di scharged, 
nor is treat
ment altered 
radi call y, 
wi thout con
sultation with 
the res i dent 
or, if the 
resident is 
incompetent, 
wi thout prior 
noti fication 
of next of kin 
or sponsor. 

lliillil 

To assure that: 
- the resident 

recei ves proper 
treatment in the 
event of an acci
dent or change of 
condition. 

- res i dent and/or 
next of kin or 
responsible party 
is aware in 
advance of any 
changes. 

- resident is not 
discharged to 
gain a higher 
source payment 
for that bed 
fac i 1 i ty 
conven i ence. 

OBSERVA TION 

LONG TERM CARE SURVEY 

INTERVIEWING 

Ask Resident: 
- Have you ever been or 

do you know if others 
have been transferred 
or discharged without 
discussing it with you 
firs t? 

RECORD REVIEW 

- Nursing, physician and 
soc i a 1 work progress 
notes should be reviewed 
for evidence of discus
sion of transfer/dis
charge with resident or 
other designated person. 

EVALUA TION fACTORS 

- Except in an emergency. 
all transfers or dis
charges are first dis
cussed wi th the res i
dent or next of kin 
as evidenced by docu
mentation in the medi
cal record or confi rmed 
by asking resident. 

CROSS REfERENCE 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVA lION INTERVIEWING RECORD REVIEW EVALUA lION FACTORS CROSS REFERENCE 

F 11 0 (con t'd) community, the attending 
the res i dent physician provided cur-
and a summary rent medical findings, 
of prior treat- diagnosis, prognosis, 
ments are made and orders. 
available to - The order should cover: 
the facility at + Medications and treat-
the time of ments 
admission, or + Diet 
wi thi n 48 hours + Therapies (P. T., O. T., 
thereafter. Speech) 

+ Activities (bedrest, 
ambulatory, able to 
participate with any 
specific limitations 
on activity). 
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LONG TERH CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION FACTORS CROSS REFERENCE 

F114 (cont'd) level of activity. emo- evidence of his evalua-
ti Dna 1 adj us tllent. lion of resident needs 

- [vidence in care plans and supervised care. 
FI15 and treatment records 

3. A physician that physician's orders A physician is available 
is available are being implemented. to respond wi thi n a 
to provide - Oi screpanci es ; n medi- reasonable time when a 
care in calion record. diet resident needs med; cal 
the absence order. intake and output attention. 
of any records. 
resident's - [vidence that an alter-
attending nate physician provided 
physician. care if applicable. 

FII6 
- Progress notes by physi-

cian at least every 30 
4. Medical days for fi rst 90 days 

evaluation is (ICF-at least every 60 
done wi thi n days) • 
48 hours of - Review of medications 
admission and treatments every 30 
unless done days or 60 days if an 
wi thin 5 days alternate schedule of 
pri or to visits has been 
admissions. approved. 
NOT ICFs. - Documentation of physi-

ci an observat ions. 
F1I7 act ions and pl ans for 

5. Each SNF treatment. 
resident is - Justification for alter-
seen by thei r nate schedule of visits. 
attend; ng 
physician at A few closed records Although medical evalua-
1 east once should be reviewed to t i on can be noted as a 
every 30 days determine if residents revision of the previous 
for the first were appropriately dis- H&P 
90 days after charged by an order wri t- A statement such as IIno 
admi ss i on. ten by the attending change ll when ; n confl i ct 

physician. Also review wi th the status of the 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVA TION INTERVIEWING RECORD REVIEW EVALUA TION fACTORS CROSS REfERENCE 

~:Only 
medications must 
be reviewed quart-
erly for ref resi~ 
dents. 

f 119 
7. Progress 

notes dre 
wri t ten and 
signed by the 
physician at 
the time of 
each visit, 
and all 
orders are 
signed by the 
physiciCin. 

fl20 
8. Al ternate 

physician 
visit sched-
ules that 
exceed a 30-
day schedule 
adopted after 
the 90th day 
following ad-
mission are 
justified by 
the attending 
physician in 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

f122 (contld) - Review physicians pro-
gress notes to see if 

- There is provision for: 
+ Notification of 

ltilfIII: To assure emergency 5 i luat i on was attending physician/ 
that a physician addressed. emergency and other 
has overall responsible person. 
responsibility for + Arrangements for 
the managment and transportal ion. 
supervision of the + Preparation of 
residents care. reports. 

+ There is evidence in 
the medical records 
that proper proce-
dures have been 
carri ed out. 

+ Res i dents wi th sudden 
changes in condition 
have been evaluated 
by the physician. 
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SURVEY AREA 

f127 ((ootid) 

OBSERVATION 

+ Dentures worn when 
appropriate and in 
good repa i r. 

+ Oral hygiene. 
- Odors 

presence/absence of: 
+ Body odors 

- Hair/Scalp 
+ Clean and free of 

rashes 
+ Hai r combed 

- Nails are clean and 
appropriate length 

- Clothing is appropri
ale, clean, and in 
good repa i r. 
+ Extremit 1 es e1 evated 

as necessary while 
in chair or wheel
chai r. 

+ Appropri ale tech
niques to prevent 
infection. 

+ Use of whi rlpool as 
a treatment modal i ty 
as available and 
appropriate. 

- With resident's permis
sian check: 
+ heels, feel and toes 
+ lateral hip 
+ sca.pu 1 ar area 
+ sacrum 
+ but tocks 
+ bony prominences in 

contact wi th braces 
+ condition of stump 

(especially diabetic 

LONG TERM CARE SURVEY 

INTERVIEWING 

resident is partici
pating in dressing 
retraining program)? 

- Special consideration 
mi ght be given to the 
demented pat i ent who 
frequently "borrows!! 
clothes and for whom 
removal may elicit 
ca tas t roph i c reac ti on
whether clothing 
"matches" may not be 
the most important issue 
1 n the care of these 
patients. 

A3k OJ red Care Staff: 
- How do you choose what 

clothing each of your 
residents wear each day? 

- Do you have a spec; fi c 
schedul e for washi ng 
residents' hair? 

- How di d you 1 earn to 
bathe res i dent? 

_ How did you learn to 
wash residents hal r? 

- How did you learn to 
shave residents? 

- How do you handl e s i tu
ations when residents 
want to wear dirt y 
clothes, or mismatched 
clothes? 

- How much care do you 
1 et the res i dents do 
on the; r own? 

RECORD REVIEW EVALUA TION fACTORS CROSS REFERENCE 
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SURVEY AREA 

F128-129 (cont'd) 

OBSERVATION 

+ Regular assistance 
for resident to turn 
or shift weight (bed
raj 1 s, footboards, 
trapeze) . 

+ Bed linens, clothing, 
underpads smooth and 
free from wrinkles. 

+ Elastic bandages or 
hose are smooth and 
wrinkle free. 

+ flastic bandages 
wrdPped smooth wi th 
appropri ale overl a.p. 

+ Dietary/nutritional 
support for skin 
integrity. (See 
Guidelines for 
Oi etary/Nutri t i on 

+ Prevent i on of 
shearing force when 
resident's position 
altered by staff. 

+ Turning and reposi
t i on i 09 as needed. 

- Care and Treatment: 
+ Turning and reposi

tioning every two 
hours or as needed 
(e.g., alternative 
approach that is 
justified by the 
facility.) 

+ Positioning of the 
ulcer site or protec
tion of affected 
areas. 

+ Use of effective 
pressure rel ief 
devices. 

LONG TERM CARE SURVEY 

INTERVIEWING 

Ask Pi rect Care Staff· 
- What can you tell me 

about Mr./Mrs.~~ 
swollen feet/wounds/ 
brusises/etc. ? 

- What do you do for them? 

Ask Charge Nurse: 
- How did ___ get 

cub, bruises, etc.? 
- Whdt is bei n9 done to 

prevent further occur
ance? 

- What treatment is he/she 
recei .... ing? 

RECORD REVIEW EVALUATiON FACTORS CROSS REFERENCE 

Res; dent Super
vjsion by Physjcjan 
405.1123(b) 
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SURVEY AREA 

Restrai nts 
f130 

When residents re
qui re restraints 
the application is 
ordered by the phy
sician, applied 
properly, and re
leased at least 
every two hours. 
(See 3150 "informa
tion under Resident 
ri ghts-freedom from 
abuse & restraints) 

OBSERVA TlON 

0; reel to evi dence of: 

- Proper application 
- Proper use 
- Hai ntenance of good 

body 0.1 i gnment 
- Res i dent observat i on. 

release and exercise 

Obse rye f requen t 1 Y 
throughout your visit to 
validate care. Specific 
observations should in
clude the following 
i terns: 
- Type of restraint: 

belts. wrist or ankle 
cuffs. blanket 
restraints, vests. bed 
nets. locked. etc .• 
(When locked reslrai nls 
are used can you 
readily find the key 
and lor scissors?) 
as well as geriatric 
chai r or geri-tablel 
tray in place for 
prolonged periods. 

- Protective devices 
and/or safety devi ces 
that are used as re
straints must be eval
uated as restraints. 

- Appropri ate app 1; ca
tion: skin protected 
from injury (restraint 
nei ther too loose nor 
too t i 9ht to prevent 

LONG TERM CARE SURVEY 

INTERVIEWING 

Use of restraints may be 
preci pi tated by an lIemer
gencyll situation in which 
there is a threat to the 
resident·s health or safe
ty I or a threat to the 
heal th and safety of 
others due to the res i
dent's behavior. 
RestrClined residents may 
not be coherent or 
rational enough to re
spond to questions and 
caution in interviewing 
therefore. must be exer-
ci sed. However. observa
tion of a resident in a 
geri-chair with table in 
place or a resident in a 
wheelchair (with vest 
restraint) for several 
hours would warrant 
appropriate questions as 
to when the staff last 
assisted him or her to 
move about or whether the 
resident would like to get 
out of the chai r. Staff 
i nterv; ews focus on the 
reason why the res i dent is 
restrained. 

Ask OJ reet Care Staff and 
Charge NLlrse: 
- When. why. and how to 

re 1 ease and apply re
straints? 

- Why is the resident 

RECORO REVIEW 

- Physician orders for 
restrai nt: reason. 
length of time. type 

- Progress notes 
- Describe the resident's 

status/behavior which 
prompted the use of the 
restraint. 

- If a chemical restraint, 
the order should indi
cate a speci fic time 
peri ad for its use as 
well as a stop date. 

- Pl an of Care should 
+ Identify other methods 

or therapi es that are 
be; n9 used ; n conj unc
tion wi th restraints. 

+ What alternatives to 
restrai nts have been 
cons i dered. 

+ Identify staff respon
sible for observing 
the resident (every 30 
minutes), and 
releasing and exercis
i ng the res i dent 
(every 2 hours for at 
least 10 minutes). 
Time intervals should 
be identified. 

+ Indicate involvement 
and 1 nput of other 
di sci pl i nes necessary 
to overcome the 
problem. 

+ Indicate a specific 
peri ad of time for 

EVALUATION fACTORS 

- Is there a physicion's 
order. including the 
circumstances in which 
they wi 11 be used I the 
1 ength of use I and the 
type of restraint? 

- Is the restrai nt 
applied properly? 

- Is it released at least 
every two hours and the 
res i den t prov i ded with 
exercise and toilet 
facilities if needed? 

- Does the stoff observe 
the resident frequently 
while he/she is 
res t ra i ned? 

- Are chemical restraints 
adR1;nistered in accor
dance with physician's 
orders? 

- Is the order for re
straints renewed only 
after a reassessment of 
the patient? 

CROSS REfERENCE 

Patient Rights 
405.1121 (k) ( 1 )( 7) 
442.311 (f)(2) 
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SURVEY AREA 

Bowel and Bladder 
F131 
SNF 405.1124{c) 
Each resident with 
i ocont i nence is 
proY; ded with cafe 
necessary to en
courage cant i nence 
including frequent 
toi1et;og and 
opportunities for 
rehabil ;tatiYe 
training. 

OBSERVATION 

- There should be a 
chart/record ; n the 
res i dent I 5 room on 
which the program is 
documented accuratel y. 

- If the room is 1 Dcated 
a distance from the 
toi 1 et; og room or for 
res i dents wi th problems 
ambu 1 at; ng I a connode 
may be present in the 
room. 

- Verify that a call 
1 ight is available to 
the resident if 000-
ambulatory or re
strained. 

- Are fluids available at 
bedside? 

- Is there roughage on 
meal tray? 

- Diet is appropriate 
to enhance elimination? 

LONG TERH CARE SURVEY 

INTERVIEWING 

Both the resident and 
di reet care staff should 
be interviewed and should 
exhibit a good under
standi ng of the importance 
of maintaining a regular 
schedule of elimination. 
If nei ther are aware of 
the intake and toileting 
schedule, then detennine 
whether they are appropri
ately panning the resident 
or carrying out a retrain
ing program. 
- Verify that the resident 

is aware that he/she is 
on a retraining program 
and knows the content 
of the program. 

Ask Re:;;i dent: 
Suggested questions are: 
- How do you deal wi th 

cons t i pat i onld i arrhea? 
- Are you i nvo 1 ved ina 

special bowel/bladder 
trai ni ng program? 

- If so, how does your 
program work? 

- Any problems with it? 
- Any successes to date? 
- What does the staff do 

for you in thi smatter? 
- Are they consistent and 

timely? 
- How long do you have to 

wa; t to be taken to the 
toi let? 

RECORD REVIEW 

- Physician orders if req
uired by facility 
poli cy 

- Nursing notes for 
+ Assessment 
+ Documentat i on of tech

ni ques and progress, 
reevaluation 

- Pl an of care 
The plan of care should 
clearly address: 
+ Goal s that resident 

will aim for. 
+ Methods to accomplish 

the goals. 
+ Schedule for fluid 

intake. 
+ Schedule for 

toiletlng. 
+ Responsible staff 
+ Any 1 imitations the 

res; dent may encounter 
as a result of either 
i Dcont i nence or the 
training program. 

- Progress notes/physician 
orders for cause of 
i ncont i nence. 

- Laboratory tests of 
kidney function when 
available 

- Treatment for diarrheal 
constipation 

- Residents preference for 
treatment of canst i pa
tion. 

- Recent 1 y admi tted and 
newly incontinent resi
dents should be thor
oughly assessed for at 

EVALUATION FACTORS 

- Are all incontinent 
patients assessed for 
cause of incontinence 
and ability to be 
helped by • bowell 
bladder rehabil itative 
training program or an 
incant i nence management 
program? 

- Are all appropriate 
residents involved in 
bladder/bowel training 
programs or, inconti
nence management and 
there is a schedule 
that shows when the 
program will be 
started? 

- Is there evidence of 
follow through on all 
shi fts? 

- For residents not on 
bowel/bladder retrain
ing programs the plan 
of care shaul d address 
specific measures for 
managing incontinence 
with a vi ew to preven
t i on of ski n and other 
problems and mainte
nance of res i dent 
dignity. 

CROSS REfERENCE 

Nurs,ing Services 
405.1124{e) 

Dietetic Seryjces 
40S.1125{c) 
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SURVEY AREA 

F132 (cont'd) 

OBSERVATION 

tubing and drainage 
bag. 

- Color and consistency 
of urine in bag. 

- Ava; 1 ab; 1 ity and accur
acy of documental ion 
an the 1&0 sheet if 
ordered or policy. 

- Proper equipment for 
arnbulation - leg bag if 
res i dent is ambu 1 aU 09. 
(if ordered) 

- A .... ailability of fluids. 
- When indicated moni-

tor; ntake to ensure 
adequate intake and 
output or conformance 
with physician orders. 

- How many observed 
residents are on 
catheter care? 

LONG TERM CARE SURVEY 

INTERVIEWING 

Ask Nyrsing Ajde and 
Charge Nyrse: 
- How do you routinely 

position and secure 
catheters and drai na.ge 
bags? 

- How often is each part 
of the system changed? 

- What are the indications 
for insert i on of the 
catheter? 

- What is the facility's 
procedure for routine 
catheter care? 

- How do you observe 
for U. T. 1. IS 1 n res 1-
dents with i ndwe 11 i ng 
catheters? 

- What is the facility's 
procedure far the 
cleansing and storage 
of reusable catheter 
equipment and drainage 
receptacl es? 

- How do you care for 
catheter tubing? 

RECORD REV I EW 

- Assessment should 
address: 
+ Need far an indwelling 

catheter. 
+ Resultant problems or 

limitations. 
- Plan of Care should 

address: 
+ Type of catheter and 

type and frequency of 
care. 

+ For irrigation, the 
rationale, the type 
of solution, amount. 
and frequency of 
irrigation. 

+ Frequency of symptoms 
which would precipi
tate catheter change. 

+ Time frames of cath
eter change and 
responsible staff. 

+ Appropri ate inc rease 
in oral fluid intake. 

- Intervention 
The record must reflect: 
+ When and by whom the 

catheter was inserted 
and for what reason. 

+ Any sped a 1 care 
provi ded 

+ New problems or 
changes 

+ Only appropriately 
trained staff should 
del iver catheter care. 

+ Onl y 1 i censed staff 
shoul d insert 

EVALUATION FACTORS 

i nfeeti ons (U. T. 1. s) and 
these should be reported 
and treated promptly. 

-The Center for Oi sease 
Control has d,aveloped 
standards for catheter 
care whi eh may be used 
but it is not a 
requirement. 

CROSS REfERENCE 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION FACTORS CROSS REFERENCES 

Injections - Observe for preparation ~: - Physician order sheet - Is the medication 
f133 of injection - i.e - What ;s your plan for - Nursing notes for: adm; oi stered accord; og 
SNf 1124(c) maintenence of steri- alternating injection + Resident response to to the phys i ci ans 

lily; correct dilution, sites? Show me. med; cat ion if appro- order? Staff th~!tIll]gRmi1Dt 
handwash i 09. before - What is the !nedi cat i on priate - Is proper technique 405.1121(h) 
preparation, etc. for and what are poten- + Any probl ems noted at used in preparation and 442.314 

- Observe injection site ti a 1 adverse reactl oos? injection site administration includ-
for: - Is there nonspecific + Any other adverse iog site rotation? 
+ Redness pain at the injection react ions - Does the nurse adll1i ni s-
+ Discoloration site or shooting pains + Site of injection tering the medication 
+ Swell ing down a limb? - Plan of care know the expected 
+ lesions - Is there skin irrita- + R.otation af injection action of the drug? 

- Observe for proper tions or lumps under site - If infection control IufiH;thm C,wtnll 
technique when injec- the skin? + Care for any special reports show infections 405.1135(b) 
t;on is given - If adverse reactl on problems related to at injection sites. 
+ correct site occur. how soon are they the injection. - Is the resident's 
+ correct needle size reported? - Infection Control: response to the medi-
+ correct volume of - Cauld this be given by reports for any i nfec- cation noted in the 

drug any other route? t ions connected wi th progress notes? 
+ sterility maintained injections. 

- Res i dent is observed A~~ 8~~ide:Dt: 
for any adverse reac- Suggested questions are: 
tion 1. What kind of medicine 

- What is the disposal do you receive by 
method for used needl es i njecti on/shot? Why 
or syri nges? do you need that 

medi ci ne? 
2. Do you have pain or 

numbness at or around 
your injection site? 

3. Who gi ves the 
inject ion? 

4. 00 you receive your 
injection according to 
a schedule? 
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SURVEY AREA 

F133 (cont'd) 

Co, as tomy/Il eos lomy 
F133 
SNF 405.1124(c) 

OBSERVA nON 

The surveyor should 
ascertai n that the 
facility is providing 
appropri ate nurs i ng care 
to those residents who 
have had bowel surgery 
resulting ill a colostomy 
or ileostomy. It is 
recolIlIlJended that the 
surveyor, with the resi-

LONG TERM CARE SURVEY 

INTERVIEWING 

Ask Resident: 
- Why was the ostomy per

formed? 
- How do you feel about 

the os tomy? 
- Does it ever cause you 

problems (e.i., !Jain, 
skin problems, odors 
accidents)? If so, what 

RECORD REVIEW 

specified goals for cor
rection, time frames, 
and responslble staff. 

- Documentation must in
clude time administered 
and by whom, the amount 
of fluid infused, and 
any other special care 
admi ni s tered as a 
resul t of IV therapy 
(i.e., mouth care, 
assistance with AOLs, 
etc.) . 

- The record must reflect: 
+ Conditions of site and 

any infiltrations. 
phlebitis, necrosis, 
etc. noted, along with 
measures taken to 
correct these. 

+ The resident's 
response to therapy 

+ Changes in laboratory 
stud i es 

"'Plan of care would not 
be modi fied for a one
time IV infusion. 

The surveyor should deter
m; ne that: 

- Colostomy irrigations, 
if ordered, are docu
mented as performed by 
the resident or appro
priately trained staff. 

- In the case of Sigmoid 
colostomy regular 
patterns of bowel 
elimination are 

EVALUA nON FACTORS 

Compliance would be 
indicated if residents 
are physically and emo
tionally comfortable with 
the ostomy with minimal 
or no skin problems. 
I f res i dents are not com
fortable with the ostomy, 
are having skin or other 
problems, the facllity 

CROSS REFERENCE 

Patj eDt Care 
~ 
405. 1124(d) 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVA TlON INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

Col ostomy/ll eostomy her accepta.nce of the ostomy residents? sel f-care perfonned Sa!:;] ill Sliil[~i 'il~ 
f133 (cont'd) colostomy/i 1 eoslomy. - What do you do when Dr assistance needed. 405.1130(0) 

- The surveyor should skin becomes e)(coreated? + Special skin care 442.334(0) (b) 
observe the staff - What teaching do you needs. 
gi vi ng ostollY care to do with the residents? + Sped a 1 dietary 
veri fy that proper - What in general is the needs. 
technique is used. response to thi 5 + Emotional support. 

teachi og? + Hed; cat ions and treat-
ments if needed. 

- Plan of Care 
The plan of care should 
clearly address: 
+ Sped fi c goals to 

overcome or improve 
the problems(s) iden-
tified. 

+ Methods to accompl i sh 
the goal (training, 
assistance. super-
vision, treatments, 
emotional support). 

+ Services necessary and 
who wi 11 perform the 
servi ces. 

+ Time frame for accom-
plishing goals. 
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SURVEY AREA OBSERVA TlON 

Respiratory Therapyl stored wet. If it is 
F133 (cont'd) not attached to the 

tubing, ask to see 
it. The mouthpi ece 
is connected to the 
nebulizer cup. 

The surveyor should also 
check that all involved 
equipment is clean. 
- Oxygen Therapy 

The surveyor must 
establ i sh that the 
facility is meeting 
the oxygen needs of 
the resident. When 
the facility does not 
have wall units. check 
that: 

+ There are enough 
cylinders for oxygen 
delivery. 

+ There should be 
f1 ow meters and reg
ulators for tanks 
in use. 

+ A wrench should be 
attached or stored 
close by. 

+ If using large 
cylinders (size G or 
H). look for a 
carrier since these 
tanks cannot be 
transported wi thout 
it. 

+ The cy1 ioder at the 
resident's bedside 
should ei ther be on 

LONG TERM CARE SURVEY 

INTERVIEWING 

pi ratory equipment? 
- What training was given 

you in the use of thi s 
equipment? 

- Where is the emergency 
oxygen supply? 

RECORO REVIEW 

problems and/or 
limitations. 

+ Sped fi c methods to 
accomplish the goals 
(observation, super
vision, training, 
etc.) . 

+ Who is responsible to 
perfonn therapy or 
assist in accomplish
ment of goal. 

- Intervention -
The record should d i s
play evidence that: 

+ The plan of care is 
functional 

+ The therapy was admi n
administered in 
accordance wi th phy
sician's order for the 
spec if i ed reason (s) by 
an appropriately 
trained staff member 

+ Change in condition is 
tion is documented and 
acted upon prollpt 1 y. 

- Evaluation/Reevaluation 
The record should 
reflect: 

+ The resident's 
resp'onse to therapy. 

+ If response was 
undes i rab 1 e, evi dence 
of further i nterven
tion. 

+ Any progress, deter
ioration, or develop
ment of new problems. 

EVALUATION FACTORS CROSS REFERENCE 

Physj cal Enyignment 
405.1134 (i) 

Medical Records 
405.1132 
442.31B 
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SURVEY AREA 

Respi rotary Therapy 
FI33 (cont'd) 

OBSERVATION 

+ Is suffi cient Oxygen 
supply avoilable? 

+ Is the ventilator 
accessible to an 
emergency outlet? 

+ Is the resident in 
a 1 Deat i on that 
allows for frequent 
observat i on by staff? 

+ How does the res i dent 
cOlMlunicate with 
staff? 

+ What level of staff 
(a i de. LPN. RN) 
caring for the resi
dent? 

+ Is such equipment 
at beds ide? 

+ Is there reserve 
back-up equipment? 

+ What is the condition 
of the residents skin 
around intubation 
tube/tracheostomy. 

+ Does the care gi yen 
use appropri ate 
techn i que in cari n9 
of the patient? 

LONG TERM CARE SURVEY 

INTERVIEWING 

residents on respi ra
tors? 

- Can you show me how the 
alarm system works? 

- What is your procedure 
for pulmonary care? 

- What; s your procedure 
for chang; n9 tub; n9 and 
the water reservol r? 

- What happens 1 f the 
power goes ott? 

RECORD REVIEW EVALUATION FACTORS CROSS REfERENCE 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORO REVIEW EVALUATION FACTORS CROSS REFERENCE 

Tracheostomy Care place, is available at tracheostomy? listed in goals. 
F133 (cont'd) bedside. - What training were you + Pl an for peri od; c 

- Does res i dent have an given to enable you to assessment of appro-
adequate method of care for tracheostomies? priateness of resi-
communi cali n9 with tile - What is the procedure dents own sel f care 
staff? for tracheostomy care? re: teaching or 

- Does staff allow enough - How often ; 5 the tube nurs; ng assumi ng more 
time for residents to changed? responsibility as 
communi cate? - What do you do if the appropr; ate. 

tube comes out? - Interventi on - The sur-
- May I watch you do a veyor should look for 

dress i ng change? documentat; on of: 
- I f not convenl ent, de- + Trach care and oral 

scribe what you do. hygiene administra-
[- How do you communicate tion, including re-

with a tracheostomized sponsible personnel, 
resident?] time and date, and 

effects. 
+ Any problems or 

changes noted in res i-
dent condition (e.g., 
redness. swell i ng. 
tracheal obstruction). 

+ Emol i ona 1 response to 
tracheos tomy. 

- Evaluation/Reevaluation 
+ Resident ;s or is not 

benefit i ng from trach 
care and skin care. 

+ If problems are noted. 
the progress notes and 
plans for care should 
i ndi cate changes in 
treatment. 

+ Resident's emotional 
response to care of 
the tracheostomy 
should be evaluated. 
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SURVEY AREA 

Suclioning 
f133 (cont'd) 

OBSERVATION 

cough or clear himself. 
- There are audible 

crackles or wheezes 
and/or diminished 
breath sounds. 

- The resident is 
dyspnei c. 

- Restlessness or agita
tion may also be an 
indication that suc-
ti oni n9 is needed. 
Upon completion of 
5uctioning above symp
toms should. in most 
cases, be relieved. 
The surveyor shaul d 
observe that the re
sident is positioned 
to fad 1 ; lale breath
ing (usually at a 45 
degree angle). Check 
to see that the fad 1-
ity has an ample supply 
of suet i on mach; nes 
and suction catheters 
to meet the needs of 
residents requiring 
them and that they are 
clean and properly 
stored. 

LONG TERM CARE SURVEY 

INTERVIEWING 

- Where are your emergency 
electrical oullets? 

- What is your procedure 
for disposing of the 
secretions from 
suet i ani ng? 

- How of ten does Mrs. /Mr. 
need to be suet i oned? 

- Hay I observe you when 
you suct i on Mrs .lHr.? 

RECORD REVIEW 

blelRs. 
- Provision of good 

oral hygiene in-
cl udi ng a ri gi d 
schedu 1 e for mouth 
care. schedules, or 
procedures for mai n
taining clean equip
Inent at beds i de. as 
well as di sposal of 
used (di rty) equip
ment. 

- Route of suct i ani ng 
(i.e .• oral/nasal/ 
trach) . 

- Intervention - The 
record should i nd i
cate clearly that: 
+ The plan of care 

is being imple
mented. Docu
mentation should 
refl ect: 
+ The number of 

times the resi
dent requi red 
suctioning. for 
what specifiC 
reason, and by 
whom the resi
dent was 
suctioned. 

+ Any special 
treatment the 
resident re
cei ved in con
junction with 
5uctioning 

EVALUATION fACTORS CROSS REfERENCE 
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SURVEY AREA 

Tube feedings 
f133 ((oot'd) 

OBSERVATION 

is i rri gated before and 
after addition of medi
cation. 

- The tube is clean and 
formula flows freely. 

- The equipment is clean 
and protected. If 
dressings are ordered, 
they are in place. 
clean, and dry. 

- The nasal tube is 
securely but comfort
ably secured on the 
face with skin main
tained intact and with
out i rri tation. 

- The sk in around the 
gastrostomy is kept 
clean and free from 
irritation or infec
tion. It should be 
checked carefully for 
leakage of gastric 
contents. 

- A res; dent who has a 
N/G lube for a pro
longed period of time 
should be observed for 
possible complications, 
such as nasal eros i on. 
sinusitis. esophagitis, 
gastric ulceration, and 
pulmonary infection. 

- Resident is fed slowly 
wi th head el eva ted to 
45° during feeding 
and at 1 eas t 1 hou r 
post-feeding. 

LONG TERM CARE SURVEY 

INTERV I EWING 

If not, what happens? 

Are you losing or gaining 
wei ght? What is your 
goal? 

~: 
- Pl edse deseri be how 

you would carry out a 
resident's tube 
feeding. 

RECORD REVIEW 

- In the case of contin
uous feeding, tube 
placement must be 
documented at l'east 
every 4 hours. 

- NasD gastri c tube must 
be secured ina manner 
that avoids creating 
pressure on the nose 
and nasopharynx. 

- Identify frequency, amt. 
of feeding based on the 
physician's order and 
time span over which 
each feedi ng ; s accom
pl ished. 

- Medication and treatment 
records. 

- Fl ui d intake records. 
- Number of calories as 

well as amount of addi
tional water. 

- Documentat i on present 
re~arding removal and 
rei nsert i on of tubes. 

- Record should indicate 
measures taken to pre
vent diarrhea and con
stipation and to treat 
if they have developed. 

EVALUATION fACTORS 

- Is skin free from 
irritation; mouth care 
is gi yen several times 
daily? (More frequent 
mouth care in the case 
of continuous feeding.) 

- Have changes in res i
den t cand it i on been 
noted and addressed 
(weight loss, consti
pation, diarrhea, skin 
condition)? 

- Have observed problems 
been coordinated w.ith 
other departments and 
reso 1 ved? 

- Is feeding being moni
tored to ensure that 
feeding is occurring at 
the ordered/appropriate 
rate? 

- Vari ed supplements as 
preferences allow? 

CROSS REFERENCE 

Pietelic Seryjces 
405.1125(c) 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

f139 (cont'd) 
available to Check for staff who are - If no, what else do 
meet the actually on duty. you need? 
total needs 
of all resi-
dents. 

f140 
4. There ;s a 

registered 
nurse on the 
day tour of 
duty 7 days 
a week (for 
SNf only). 

~ 

That all resi-
dents are cared 
for by personnel 
qualified to pro-
vide the care & 
that sufficient 
numbers & class-
ifications of 
personnel are 
available. 

I 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION FACTORS CROSS REFERENCE 

F 170 (cont'd) ~: Sg,jllJ S~n:i,es 
goals. plans, - What is your input into 405.1130 
and €oval uates residentls plan of care? 405.1130(0) 
the effec- - What aspect of the 442.344(d) 
t i veness of resident plan of Cdre 

i nlervent ions are you carrying out? Ihl..iotil.i..o 
plus insti- - What is this particular 405.1131 
tutes changes resident's plan of care? 442.345 
in the plan - How do you assist the 
of care in a resident in carrying oul Qj e:t.eti {; Sen~ i \;es 
timely man- the plan of care? 442.1135 
nero - Who attends the care 442.332 

planning meeting? 
llilllll - Is the plan of care 

useful to you in caring 
The intent is to for the resident? 
assure that the - Is there anything the 
facility identi- resident needs that ;s 
fies the resi- not addressed in the 
dent's (with plan of care? 
residents/family - Haw often is it 
input if appli- reassessed? 
cable) needs 
through the 
coordinated 
efforts of all 
diSCiplines. 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVA TION INTERVIEWING RECORO REVIEW EVALUATION FACTORS CROSS REFERENCE 

Fl71-176 (cont'd) being helped? 
Prosthetl c de"i ces - Are staff members en-
(eg. braces. arlifi- couragi n9 you to do 
cial extremi ties). things for yourself? 

Adapt i ve equi pment - Do you have any problems 
(e. g .• bui It-up gett i ng to the bathroom 

ADl's (cont'd) spoon I reachers). on time? 
Orthotic devices (eg. - 00 you have any problems 
splints, MO's). wi th 1 eakage when you 

Restraints (eg. vest, sneeze, laugh or at any 
waist, Wrlst, ankle, other particular lime? 
mitts, nets. geri- - How does the staff help 
ehai rs) . you with these problems? 

Grooming items (ego - Are they aware ot the 
comb, brush. shaver). problems? 

Oral hygiene (eg. - Do you bowels move reg-
toothbrush, tooth- ularly? 
pas te, mouthwash I - If not, what do you/ 
denture cup). staff do about this? 

Self-feeding devices. Are you abl e to feed 
Assistive devices for yoursel f? 
spec i a 1 sensory loss - Are you able to get to 
needs (eg. communi ca- the di ni n9 room by your-
ti on boards, 1 arge sel f? If not, why? In 
pri nt books, magni- that case, what does 
tiers, writing tab- staff do about this? 
lets, picture cards. - How long have you been 
talking books). up today? 

- 00 you usually 1 ie down 
Trl1i oj 09[[(1; tr:a.i oj Og for a rest? 
Pros thet i c management - If you need help getting 
Stroke adapted AOL' S into or out of bed, is 
Se If-i njecti ons of staff available to help 
medications you when you need it? 

Bowel /Bl adder - Where do you spend mas t 
Self-feeding of your time - in your 
Self grooming chair, wheelchair or in 
Ambulation bed? 
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LONG TERH CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION FACTORS CROSS REFERENCE 

Fl71-176 (cont'd) for himself/herself that 
staff is doing? 

- Is resident comfortabl e 
(e.g. free from pain)? 

- Is your cane/wal kerl 
crutches comfortable for 
you to use? 

- Oi d anyone measure you 
so you have the ri ght 
si ze cane/wal ker/crutch-
es? 

- Oi d anyone show you the 
correct way to use your 
cane/wal ker/crutches? 

- If the facility arrang-
ed so that you can get 
around eas i 1 y? 

A:.k A!::tivlties Staff 
Do you provide infonnation 
to nursing staff about 
time and place of activi-
ties, plus names of resi-
dents who are to attend Dr 
those who might be inter-
ested in attending? 

Cbill t-IHHHld Re~ide[]t 
Ask Resjdent: 
- Does he/she know why hel 

she is in a ehai r1 
- Is resident assisted to 

use bathroom? 
- Is resident comfortable? 
- Does he/she see thera-

pist? (0. T., Speech, 
P. T.) and how often? 

- Does res; dent go to a 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVAT ION INTERVIEWING RECORD REV I EW EVALUATION fACTORS CROSS REFERENCE 

Fl71-176 (cont'd) 6:i~ Be:iiceot: 
- How do yOu spend your 

day? 
- (an you do some th i ngs 

for yoursel f? 
- Does the staff give you 

a chance to learn self-
care skills? 

~: 
- If the resident had 

access to a recliner 
chair, would he/she be 
able to be out of bed? 

- Is the time out of bed 
coord i naled wi th the 
activity schedule and 
necessary care? 

Ask ~u[Ses Aide: 
- Does thi s resident do 

any sel f-care? Why not? 
- If no. has anyone t ri ed 

to teach him/her to do 
some care? 
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SURVEY AREA 

f175 (cont'd) 

OBSERVA TION 

81 ankets/pill oW's 
(1 ean I smooth 1 i nen 
(1 ean, appropri ate bed 

wear 
Turning schedules 
ROM schedule 
O.O.B. (as tolerated) 
Water available 
All adaptive devices are 

clean and ;0 good 
repa; r. 

All assistive supportive 
devices are clean and 
in good repa; r. 

Speci fie Observation for 
the 008 Resident in (hoi r 
(geri-chair. lounge chair 
in room, as appropriate 
to condition) 
Arrangement of room fac
ilitates residents op
timal independence (e.g., 
; ndependent eat; 09. 
grooming. T.V., radio, 
water) . 
Positioning/body align
ment. 
81 ankets/l ap robe. pi 1-

lows, foot stool. 
Hand rolls, splints. 
Clean, dry attire. 
Pressure relief device. 
Restraints. with release 

& activity schedule. 
Call bell available. 

LONG TERM CARE SURVEY 

INTERVIEWING 

- When? 
- Does staff answer call 

bell s propmtl y? How 
soon? 

- Is resident able to 
reach items (e.g., water 
call bell, urinal, 
emes is bas in, ti ssues)? 

- How much confidence do 
you have when the nurses 
are helping you 
transfer, or turn and 
so on? 

- Does res i dent go to 
therapy area or does 
theriipist come to 
resident? 

Bed Rest Resjdent 
~: 
- How often is position 

changed? 
- What act i vi ty is done at 

the time (e.g., R.O.M., 
toileting, OOB, 
groom; ng? 

- What can resident do 
independent 1 y? 

- Is equipment available? 
- Who maintains and cleans 

the equi pment? 
- What is the schedule 

for th; s? 
- What training have you 

had to 1 earn to pos; t ion 
patients correctly? 

RECORD REVIEW EVALUATION FACTORS CROSS REfERENCE 
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SURVEY AREA 

fl75 (cont'd) 

Nursing Services 
G. Admjnjstratioo 

llf..JlnJ.l!.S. 
f183-184 
SNf 405.1124(g) 
ICf 442.337 

f186 
1. The patient 

is identified 
prior to ad
ministration 
of a drug. 

OBSERVATION 

ambulation (e.g., cane. 
crutches, hemi-sling 

- Posture 
- Appropriate staff 

assistance in 
ambu 1 at; on 

- Grab bars (halls, bath/ 
shower area) 

- funct i ana 11 y adapted 
toilet area 

Observe a drug pass wi th 
at least 20 residents 
receiving medication. 
See SOM Appendix N. 
Transmittal No. 174 for 
details of the Surveyor 
Methodology for Detecting 
Medication Errors. 

- Observe medication 
administration tech
niques (e.g. I hand-

LONG TERM CARE SURVEY 

INTERVIEWING 

you deal wi th ; t? 
- Is there something 

residenl would llke to 
do that he/she is not 
allowed to do (e.g., 
shave self, apply make
up, style own hair)? 

- What training have you 
had in learning to 
pas it i on res i dents and 
do range of mot ion? 

- What opportuni ty do you 
have for oogo; og 
tra; ni ng? 

- Who does the actual 
training? 

Check question pl acement 
under Interviewing. May 
be more appropriate for 
residentls rights section. 
Observe wheeling technique 
used by staff. 

Ask Res j dent 
- 00 you always receive 

your medication on time? 
- If nol. what is the 

probl em? 
- 00 you reee; ve the 

correct medication? 
- What does it look like? 
- Who explained your 

medications to you? 
- Whdt reactions do you 

have? 
- What happens if you have 

a question or refuse to 
take your medication? 

- Who gives you your 
medication? 

- 00 your medications 
change in appearance? 

RECORD REVIEW 

Review the medication 
administration record. 
(as appropriate) 

See S.D.H. Appendix N, 
Transmi ttal No. 174 for 
detail s of the record 
review. 

EVALUATION fACTORS 

If the combined total 
of significant & non
significant errors is 
5% or above, a deficiency 
is present. 

Any significant error is 
cause for a deficiency. 

See Appendix N for 
details. 

CROSS REFERENCE 

Physician Services 
405.ll24(b)(7) 

Pharmaceytj cal 
Seryi ces Syoer-
iliia.a 

405.ll27(a) 
442.336(a)(b) 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

H. Cacfgcmilm;e ~i tb Combi ne wi th observat i on - Review the latest recap See Appendix N for fbuj';;i iD SfI:[:li'i:i 
fbll:ii ,j ilD t!l:Ug of drug pass. of the physicians orders detai 1 s 405.1123(b)(7) 
ll.!:lI.e.J:.i 

f189 - Review the medication 
f190 administration record 
f191 (as appropriate) 
SNf 405.1124(h) 
ICf 442.334(.) - See S.O.H. Appendix N, 

Drugs are admi n- Transmi ttal No. 174 for 
istered in ac- details of the record 
ordance with review. 
wr; tten orders 
of the attend; "9 
physlcian. 

-.l.n.t.enL 
All residents 
receive medica-
lions as ordered 
by the phys i ci an. 
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SURVEY AREA 

Fl96(cont'd) 

lnWI.t. 
Ensures that each 
resident receives 
food in the amount, 
kind, and consis
tency to support 
optimal nutritional 
status. 

OBSERVA nON 

- Excessive food 1 i kes 
and d;.li ke. 

- Refusal to eat 
o Se1 ected bj ocbemi cal 

ChangeS wbi cb mi pht 
j adj cat; on changeS in 
cytrj ti goal stutys: 
- Visceral protein 

status 
o serum albumin 
o transferrin 
o BUN 
o Serum electrolytes 

During mealtime ob
serve the resident 
for: 
- adherence to food 

preferences 
- adequate space for 

eali 09 
- self-feeding skills 
- proper posHion for 

eat i 09 
- abi 1 i ty to eat foods 

served 
- use of adaptive 

feeding devices 
- amount of food 

actua11 y eaten 
- protection of 

resident's clothes 
- amount of time 

resident is allowed 
to chew and swa 11 ow 

- Assistance provided 
as needed to and from 
dining area 

- All beverages are 
covered] 

LONG TERM CARE SURVEY 

INTERVIEWING 

9. Do you receive nourish
ment in the eveni ng1 Do 
you have a choi ce about 
what you want to eat? 

10. 00 you receive medi
cines during meals? 
[f yes, do you know 
what it is or what it 
is for? 

11.00 you get food from 
outside of facility 
that you buy or family 
brings? How often? 
What kind of food? 

12. How often does anyone 
from the ki tchen come 
to ascertain your feel
i ngs and opi ni ons on 
the food service, your 
portion size, etc.? 

13. Where do you eat (e.g., 
dining room, your room, 
etc.)? Is this your 
choi ce1 00 you have a 
choi ce of where you 
eat? 

14. How often have you 
seen a therapi st for 
your swallowing di ffi
culties?" IIHow has 
the therapi st 
instructed youlstaffl 
fam; 1 y on methods to 
improve your swallow
i n9? 

Ask Pj eti ci an 

- Describe the meal 
planning input you 
receive from 
residents. 

RECORD REVIEW 

o Food/drug interactions 
a Mental/emotional assess

ment as it relates to 
resident's food habits. 

Review: 
o Pl an of Care 
o Nursing Notes 

Review: 

o Physicians orders 
a Progress notes 
o Notes froll other profes

sional disciplines as 
appropriate. 

Nut rit i ona 1 status depends 
not only on adequacy of 
menu plann; ng but al so 
whether the resident eats 
the food and how the body 
uses it. Whi 1 e the sur
veyor is not responsible 
for individual nutritional 
assessments of residents, 
when specific information 
is needed duri ng the 
survey to make a com
pliance decision, the 
surveyor wi 11 uti 1 i ze the 
following minimum assess
.. e~t guideline: 

Meny Eval yatj on 

o Adequate in energy and 
nutrients 
- Prate; n 
- Calories 

EVALUA nON FACTORS 

Is there ev; dence that 
the resident1s progress 
; 5 regularl y observed 
(e.g., awareness of 
food and fluid intake 
such as acceptance of 
foods, food con sUllied I 

and res; dent's 
appetite)? 

o Is f1 u; d intake for 
res i dent encouraged I 
Foley catheter, problem 
feeders moni tared? 

o Is there general evi
dence as to whether 
poor resident condi
t ions are due to poor 
care or whether the 
facility has taken 
appropri ate measures 
to prevent or resolve 
problems. 

o Is there indication of 
progress toward desi red 
outcomes? If not lis 
the evi dence of re
evaluation available 
within specified time 
frames? 

o When the antropometri c 
and clinical data 
do not correlate with 
dietary data, (food 
intake, dietary sup
plements) the surveyor 
should take note that 
the problem may not be 
nutritional. 

CROSS REFERENCE 

Nynjng Services 

-405. 1124( f) 
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SURVEY AREA 

f196 (cont'd) 

OBSERVATION 

Observe serving portions 
s; zes on a 11 menu items: 

MILK GROUP 
- 1 pint daily 

Source of: Protei n 
Calcium 
Phosphorus 
8 Complex 

MEAT GROUP 
- 5 lean meat equivalents 

(1 meat equivalent:; 1 
oz meat, poultry, fish. 
cheese & eggs; also 
dried peas, beans, and 
nuts) . 

Source of: Protei n 
Iron 
Vitamin 812 

VEGETABLE AND fRUIT GROUP 
- 5 serv i ngs or more 

(112 cup:; 1 serving) 
Source of: Vitam;n A,C, 

86. folacin, 
fiber 

BREAD-CEREAL-POTATO
LEGUME-PASTA GROUP 
- 7 servings 

(1 ~f;r .... ing:: 1 slice 
bread; 112 cup other; 
3/4 cup f1 ake-type 
cerea 1) . 

LONG TERM CARE SURVEY 

INTERVIEWING RECORD REVIEW 

BREAD-CEREAL-POTATO
LEGUME-PASTA GROUP 

7 servings 

fATS AND SWEETS 

(Wi thout thi s group the 
diet contains 1,415 
Kcal) 

Oi ets should be adapted 
from facility1s currently 
approved diet manual. 

Menus are dated and con
tain minimum portion 
sizes. 

Are substitutions noted on 
the file copy? 

Are substitutions made 
within the same food group 
i.e .• meat for another 
source of protein in the 
meat group. or vegetable 
of similar nutritional 
.... al ue? 

EVALUATION fACTORS CROSS REfERENCE 
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SURVEY AREA OBSERVA nON 

f196 (cont'd) 

LONG TERM CARE SURVEY 

INTERVIEWING RECORD REVIEW 

2. Weight for Height 
Cal cyJ at; on 

Females: 

Allow 100 lbs. for 
fi rst 5 ft. of height 
plus 5 lbs. for each 
additional inch 

Males: 

Allow 106 lbs. for 
first 5 ft. of height 
plus 6 lbs. for each 
additional inch 

Estjmating Calpric Needs 

1. fORMULA: Harri s
Bened; ct Equation 

EVALUA nON fACTORS 

1 
Hen: 66 + (13.7 x Wt. in Kg) 

+ (5 x Ht. in em) I 
- (6.B x Age)=BEE 

Women: 65.5 + 9.6 X Wt. in Kg.) 
+ (1.7 x Ht. in em) 

- (4.7 x Age)=BEE 

Parenteral Anabolic: 
1. 75 x BEE 

Oral Anabolic: 1.5 x BEE 
(Keals) 

CROSS REfERENCE 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

f196 (cont'd) Example: 120 lb./2.2 lb •• 
= 54.5 kg (55 
kg.) 
55 kg x 30 cc -
1,650 cc/day 

Note: Isoton; c Standard 
Tube feedi ng =-
Approximately 80% 
water. 

AmRutat.io[} % gf Dad)! ~eigbt 

Leg 20% 
Below Knees 10% 
Arm 6% 
At Elbow 3.6% 

Sl.Iggelit.lild Stilodi[dli fllr: 
E~a]uatiDg SigoifitiiDte of 
liei gbt LO:i:i 
% of body wei ght loss 

Inter- Significant Severe 
...tiL Lgs$ ~ 

1 week 1-2r. 2% 
1 month 5% 5% 
3 months 7 1/2% 7 1/2% 
6 months 10% lOr. 

from Blackburn. et al: IINu_ 
tritional and Metabolic 
Assessment of the Hospital-
ized Patient: JPENvol. 1, 
1977. 
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lONG TtRM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

B. Therapeut 1 C System for the provision Ask Staff: Review: ~!.I[~i og Seni ces 
0; ets of diets: 405.1124 

o Number. type of thera- - Physician diet orders in 405.1124(c) 
f197 o Dietetic service Kardex peulic diets? med; cal record (d.) Patient care 
SNf 405.1125(c) or file o Time of nour; shment - Nurses I Kardex plan 

o Therapeutic menus activity, who'~ res pon- - Oi etary Kardex (f.) Supervision of 
o Nour; shment preparati on si ble? - Therapeutic diet menu patient 

f19B and service o Nourishment provided for - 0; et cards nutrilion 
lef 442.332(b) (1) o Adequacy of nour; shment day of survey? 

(2) a Individual menus or Note: 
diet cards Ibe :iune:lcr Sb!;HJlg iotf(- - Consider appropriateness 

~jew staff regardjll~Lt.heir of special diet-updated 
f199 S~~Cl6L E~~QI~~S; bOQl!t1~dgli: gf th~ f~ediog and reviewed since 
1. Therapeutic rbe S!.H:yeXar sbaul d al SD Hbedu]e and training in admission. 

diets are pre- attempt hl gbserYe t.bat: administering tube - Progress notes refl ect 
scribed by the feecings Sg!!H~ residents reevaluation of resi-
attend; ng phy- o Staff use proper tech- ba~i[)g diifi!;;ult): in dent I S progress on diet. 
s; ciano nique ;n administering SIHi:aUDg D[ s:l:!allQ~iog On Pureed d; ets: 

feedings and medica- kii tb tbe tube j I) ,,1 ace 
t ions. Check to see ,j .e, "OD[ tQl~[atiDnl Selected number of res;- o Ordered by physician 

flB2 that staff checks for Tbe Sune)lQr SOQ!'! 1 d i 0- dents on therapeutic diets o Prepared fresh dally 
2. Therapeutic location of tube before guire if maut.b feedi~g :nilS should be considered for o Same calories and/or 

menus are feeding and that tubing ~. indepth reviews. food groups as if 
planned in is i rri gated before and served whole. 
writing, pre- after addition of medi- Ask Resident: 
pared, and cation. Pureed foods are coordin-
served as If the resident is able Tube Feeding ated with general/regular 
ordered wi th o Unused mi 1 k-based tube to be interviewed, su9- Review: menu. 
supervision from feeding should be gested questions may be: 
the dietician discarded in a timely - Pl an of Care On Tube Feeding: 
and advice from manner 1. How long have you been - Identify frequency, amt. o Has the feed i n9 been 
the attendi ng fed by thi s tube? of feed; ng based on the ordered by physician? 
physician when- physician's order and o Is tube feeding nutri-
ever necessary. 2. When was the la.st time the time span over which tionally adequate? 

you tri ed to eat by each feeding is accom- o Have attempts been made 
mouth? What happened? plished. to progress tube feed-

- Medication and treatment ;ng if indicated? 
3. How often do you records o Have changes in resi-

rece i ve the feed i n9? - Fluid intake records dent cond i t i on been 
Is this consistent? - Number of calories as noted and addressed. 
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SURVEY AREA 

F197-199 (cont'd) 

il2lI 

Therapeut i c di ets 
prescri bed by the 
attending physician 

f.l.!!2 

Therapeut i c menus 
are planned in 
writing. prepared 
and served as 
ordered wi th supe r
vision from the 
dietician and 
adv; ce from the 
physician whenever 
necessary. 

OBSERVATION 

Observe tray/meal 
service: 
o Low sod; urn di ets are 

platable (taste) 
o Sugar sources on 

diabetic diet trays 
o Salt sources on sodium 

restricted diet trays. 

functi oni og system to 
proy; de the needed 
nutri ents: 
- Residentls general 

appearance 
- Meal servl ce 

... Food acceptance 
+ Adherence to food 

preferences 
- food supplement 

+ Type to support 
... Method of servl ce 
+ Assistance provided 
+ Timely provision as 

ordered 
- Portion sizes 
- Conforms to physicians 

orders 

LONG TERM CARE SURVEY 

INTERVIEWING 

3. Do you receive a 
nouri shment between 
meals or before going 
go bed? 

RECORD REVIEW 

FOR THE RESIDENT WITH OECUBITUS ULCERS 

MlL..S..t.ill : 
1. Regarding knowledge of 

di etary needs. 
2. What do you do when 

th is res i dent refuses 
mi 1 k. meats, bread, 
etc. ? 

3. What nourishments are 
provided to this res
ident? How often? 

4. What happens when a 
wei ght loss is not iced 
wi th thi s resident? 

Ask Resident· 
1. Has anyone talked with 

you about the import
ance of eating your 
meals? 

2. Do you get foods that 
you don' t eat on your 
tray? 

3. When do you feel 
hungry? 

4. Do you get between meal 
nourishments? 

1. Identify residents with 
conditions that iMob
il ize or prevent vol
untary body movement. 

2. Identify location, num
ber, size and depth of 
decubitus ulcers. 

3. Calculations of kilo
calorie and protein 
levels as needed. 

4. Hi cronutr; ent need 
assessment and 
reconvnendat i on. 

5. Progress notes 
+ monitor weight 
+ monitor healing of 

decubi tus ulcers. 
6. Pertinent laboratory 

Data 
+ Hemogl obi n/Hematocri t 
+ Serum Albumin 
+ Total lymphocyte 

Count 
7. fluid Intake 

+ sufficient to maintain 
hydratl on 

EVALUATION FACTORS 

A system is in place to 
provide the type and 
amount of nutritional 
support needed by the re
sidents who have developed 
decubitus ulcers. 

Food and supplementation 
are provided in a method 
to ensure intake of 
nutrients needed by 
residents with decubitus 
u1 cers. 

Nutritional intervention 
is assessed and reassessed 
to ensure appropriate in
tervention for acceptable 
heal th care outcome. 

CROSS REFERENCE 

Nursing Service 
405.1124 
(d) Patient Care 

Plan 
(f) Supervi sian of 

Pat i ent 
Nutri t i on 
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SURVEY AREA 

C. Preparation 

F204 
SNF 405.1125{e) 

F205 

1. Food is prepared 
by methods that 
conserve its 
nutritive value 
and flavor. 

F206 
2. Meals are pala

table. served at 
proper tempera
tures. They are 
cut. ground. 
chopped. pureed 
or in a form 
whi ch meets 
individual resi
dent needs. 

F207 

3. If a resident 
refuses food 
served, appro
priate substi
tutes of similar 
nutritive value 
are offered. 

OBSERVATION 

Observe: 
o Feeding assistance is 

provided or not provid
ed by staff 

o length of time resi
dents sit and wait for 
meal service 

D food is served soon 
after cooking or re
frigerated 

o Trays are free of 
spillage of foods or 
1 iquids 

o Foods are appropriately 
covered and kept at a 
proper temperature 

o Cooking and service 
utensils are clean. 
sani tary and greasel ess 

a Refrigerated foods Inust 
be covered 

o leftover and pre-cooked 
foods must be dated 
and labeled 

o All cooked food stored 
above raw meats in 
refri gerator 

o Temperature gauge on 
or in refri gerator to 
record telllperature 

o Shelving to allow air 
ci rculation 

a food not stored in re
frigerator must be 
stored off the floor 
(This is applicable to 
food stored in walk-in 
refrigerator and 
freezer.) 

LONG TERM CARE SURVEY 

INTERVIEWING RECORD REVIEW 

Review: 

o Pl an of Care 
o Progress notes 
o Notes from other pro

fessional disciplines to 
determi ne rehab; 1 i ta
tion potential to self 
feed. use of assistance 
devices. 

o Record of food substi tu
t i on to determi ne 
alternate choice 
prov; ded 

o Standardized recipes 

EVALUATION fACTORS 

The facility has kitchen 
and dietetic service 
areas adequate to meet 
the food serv; ce needs. 
These areas are properly 
venti 1 ated. arranged. 
and equi pped for sani tary 
refri gerat i on. storage I 
and preparation of food. 
Equipment and storage 
areas are clean. well 
lIa; ntai ned I wi thi n pro
per temperatures ranges. 
and safe 

Proper temperatures: 
( Fahrenheit) 

frozen food storage -
o or below 

Cold food storage --
40-45 degrees 

Hot food holding equip
ment - 140 degress 
minimum 

Dishwasher wash cycle --
150 - 160 degrees 

Oi shwasher ri nse eycl e -
160-180 degrees or a 
color change ; n thenKI
paper; or adherence to 
manufacturers 
reco.endati ons 

CROSS REfERENCE 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORO REVIEW EVALUATION FACTORS CROSS REFERENCE 

O. frequency o Henus as under A on Interview various resi- Rn.i.b Three meals or their 
page 63 dents about the nour; sh- equhalent are served 

F20B o Who serves nouri shments meot seryi ce: o Menu as under A daily with not more than 
SNF 405.1124(d) o Nourishment list and o Nourishment list a 14-hour span between 

schedul e o Are nourishments offered the evening meal and 
routinely? breakfasl. 

F209 o At what time are they 
ICF 442.331(0) offered? The nour; shment seryi ce 

o By whom? is InOfe di ffi cul t to 
o What kind of nourish- evaluate: must find 

F210 ments are offered? evidence that patients 
1. At least three are offered nourishments 

meals are served on a planned bas i 5 and 
daily at regular documented. 
hours wi th not 
more than a 14-
hour span 
between a sub-
stantial evening 
meal and break-
fast. 

F211 
2. To the extent 

medi call y pos-
sible. bedtime 
nouri shments 
are offered to 
all residents 
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SURVEY AREA 

SPECIALIZED 
REHABILITATIVE 
SllYlill 
f214 

SNf 405,1126 
f215 

SNf 405, 1116(b) 

f216 
ICf 442,343 

A,~ 
I(F442, 343( 0)( 1) (2) 

f217 
Rehabi 1 i tat i \Ie 
service!:. are pro
",ided under a 
written plan of 
care, initiated 
by the attending 
physician and de
vel oped in con
sultation with 
appropri ate ther
apist(s) and the 
nursing serVlce. 

B, l!:lf.B1Il'Y 
fi18 
ICf442.343( d) (c) 1 d) 

Therapy is pro
vided according 
to orders of the 
attending physi
can in aClordance 
wi th anepted 

LONG TERM CARE SURVEY 

OBSERVAT ION 

QBSERYE RESIDENIS 
As per IIRestorative Nurs
ing Acti .... ities of Daily 
l i vi ng" 

INTERVIEWING 

ASlLRlS.li!lliI: 
(or ask staff. if resident 
has severe communi cat ion 
problem): 

- Are you receiving ony 
SNf 405.112410)2(b) kind of thorapy? P,T,' 

D.P.? Speech? 
ALSO: - What kinds of ther-
OIiS.E.R'iLRESIDENTS IN apist(s) are working with 
THERAPY AREAS: you on your swallowing 
- Is privacy provided problem? 

duri ng treatment, as - What ki ods of therapists 
applicable (e.g., cub- have instructed you on 
ide curtains, room how to impro .... e your 
di .... iders, one to one swallowing? 
area)? - How do the methods to 

- Is there appropriate, improve swallowing help 
courteous resident! you? 
staff interaction? - How often do you see the 

- Are therapy areas appro therapist? 
-priate to treatment - What happens if the ther-
gi .... en (e.g., small, apist is absent for sch-
quiet area for speech/ eduled treatments? 
language/ hearing - Where do you receive 

test and sessions, your therapy? 
larqe for P.T., exer- - How long have you been 
cise and therapy receiving therapy? 
groups, D.T. perceptual - Do other staff members 
testing/splinting, assist with therapy? Who 
A.O.L. adaptations and in what way? 
drea, dS dpplicdble)? - Are you in a comtortable 

- Is equipment clean and environment (room temp-
in good working cond- erature, privacy, etc.)? 
ition? Is it operating - Do you have input into 
as per manufacturer developing or revising 
instructions (e.g., your therapy treatments? 
hydrocollator temp., -What things did you do 
pdrafin, whirlpool, ilJUTlediately bet are enter-
etc.)? ing this focility, that 

you are unable to do 
now? 

ASK THlRAPY STAFf' 
- How many days/hours per 

week do you provi de 
therapy"? 

- Do you participate in the 
development of the res
ident's overall plan of 
care? In what way? 

- Do you utilize P.T. 

RECORD REVIEW 

Rf.Y.!.f..W: 
- Pl an of care 
- Doctors' orders 
- Nurs i ng assessment and 

progress notes 
- Aide ass i gnment sheets 
- Therapy assessments/ 

evaluations (includes a 
minimum of): 
+ name, age, date, 

di agnoses 
+ referri ng phys; ci an 

and reason for 
referral 

+ history, precautions, 
limitations 

+ objective documenta
tion (e.g., tests, 
measurements) 

+ rehabilitation 
potent i a 1 

- Treatment plan (includes 
a minimum of): 
... specific rehabilita-

t i on need sand obj ec t
ives 

... treatment to meet 
sped fi c measureable 
rehabilitative goals 

+ Type, amount, fre
quenq, duration, 
modalities 

+ name of therapist(s) 
who will provide 
treatment 

+ restorative nursing 
tollow-thru (recom
mendations for plan 
of care) 

EVALUATION fACTORS 

- Are rehab; 1; tat ion 
servi ces integrated wi th 
restorative nursing? 

- 00 therapi sts part
icipate in development 
of resident plan of 
care? 

- Do observations and in
terview indicate that 
services are provided in 
conjunct i on wi th 24 hour 
nursing, and ;n accord
ance wi th the overall 
plan of Cclre regarding 
restorat i ve nursi ng and 
specialized rehabilita
tion services? 

CROSS REfERENCE 

Nursi 09 Servj ces 
405,1124 
442,338 
442,319 
442.341 

Physjcjan Services 
405.1123 
442.346 

Hedj cal Records 
405.1132 
442.318 

Actjvities program 

405,1131 
442,345 

Resident Rjghts 

405,1121Ik) 
442.311 

I.cainiJlg 

405.1121 (h) 
442.311 

Infection Control 

405.1135 
442.315 
442.327 
442.328 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

magnifiers and large approach toward rehabi-
print books? litation of the geriatric 

resident evident in your 
- Is equipment such as facil Hy? In what way 

whi r1 pool c1 eaned do you see thi s? 

~----
between patients? 

2. The residentls 
progress is 
thereafter re-
viewed regular-
ly and the plan 
of rehab; 1 i tat-
ive care is re-
evaluated as 
necessary. But 
at least every 
30 days by the 
physician and 
therapi st. 

fXUtllJlI:I 
ref resident' 5 
plan must be re-
vised as necessary 

l.t:IrulI 
Therapy serv; ces 
are provided that 
will assist the 
resident to attain 
hi s/her optimal 
level of function. 
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SURVEY ARU 

f224 (cont'd) 

8. Lab.ling of 
Drugs .nd 8io
logicals 

OBSERVATION 

Observe hb.h of _diut
ions for residents obsen
td on drug plin tour for: 
.. nille of drug 

f22~ .. doug, for'll 
SNf 405.1121(() .. strength of drug 

",2;;2<6-----1: :~:~~!no~f d:~~g 
Ie, 442.333 .. presence of " control • ..-r 

F227 .. appropriate ac'essory or 
Th. bbeHng of ,.ution.,,. st.t_nt 
drugs Ind biologi-
cals i s bASed on 
curr.ntly lice.pted 
professional prin-
cipl.s and includ-
es the appropr; .te 
.cceSlory and 
,.utlonu), inst-
ructions as well 
as an expiration 
dd. when 
.ppHcabh. 

lIUW 

To assure that r .... 
sidents ree.he 
lI.diutions as 
ordered and that 
they ne _ni tored 
for possible side 
effects. 

LONG TERN CARE SURVEY 

INTERVIEWING 

... Where don the ph.rucht 
perfol'll his drug regi .... 
rtview? 

RECORO REVIEW EVALUATION FACTORS CROSS REFEREHCE 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

f232 

3. 5 i gned and 
dated reports of a 
clinical labora-
tory. x-ray and 
other di agnost; c 
sen ices are 
filled with the 
patient's medical 
record. 

llilllll 

To assure that lab 
tests are performed 
oS ordered and 
findings are 
reported to phy-
sician!) are made 
aware of symptoms 
that may requi re 
lab tests. 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

f233-23B (cant' d) - Can you tell me about - Plan of care, social 
your 1 i fe here? What do servi ce notes. refl eel 
you do in a usual day? the current status of the 

f23B - Are things like getting resident. 
2. If financial up, bathing, dressing. - There is evi denee that 

assistance is eall ng I done at the same the residents mental 
indicated. t ;me for everyone? status has been consider-
arrangements - I f you could change some ed when plan of care was 
are made promp- things about living here, developed. 
tly for refer- what woul d you change? - Vision and hearing prob-
ral to an 1 ems haye been add res sed • 
appropriate ASH SQ,ial WQ[ke[l~Llrse - Pl an of care addresses 
agency. -When the social worker is residents needs as 

readily available. delete observed by the surveyor 
lIask the nurseu . and stated by the 

-How often is the res i dent res i dent. 
seen by a social - Notes and plan indicate 
worker?" that needs have been re-

eval uated and ca.re pla.n 
- Who is responsible for changed as necessary. 

identifying the - There is evidence that 
res i dent IS: the problells a.nd needs of 
+ soda.l and emotional the family have been 

needs addressed. 
+ fami 1 y and home - There are indications 

s i tuat i on that a referral has been 
+ problems and needs made to the appropri ate 
+ financial needs agency and a sta.tement 

- How are needs identified describing why. 
and reported? - There is documentat i on 

- Does resident participate from the outside a.gency 
in the development of indicating wha.t actions 
his/her care plan? were taken and any pl an 

- Ask nursi ng how often the for follow-up. 
social worker sees 
resident. 

- Does the social worker 
discuss residents needs/ 
problems with nursing 
staff if there is a need 
for nurs i n9 to be 
involved? 
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SURVEY AREA 

f233-238 (cont' d) 

~ 

f239 
SNf 405.1131 

f240 
SNf 405.113l(b) 

f241 
ICF 442.345 

f242 
1. An ongoi og 

program of 
meaningful 
activities 
pray; ded 
based on 
identified 
needs and 

OBSERVATiON 

General level of 
activities throughout the 
facility, as well as in 
specifically deSignated 
areas. 

How many residents are 
1 yi 09 on thei r beds or 
sitting in chairs staring 
at the walls during 
waking hours? 

What is the level of 
residents interest in 
activities they are 

isl doing? 

Are residents positioned 
correct 1 y for act i vi ty? 

LONG TERM CARE SURVEY 

INTERVIEWING 

- How does he/she spend 
the day? 

- Of the activities 
resident has during the 
week, what does he/she 
enjoy mostlleast? 

- If has none, why? 
- Has staff asked about 

his/her interests? 
Suggested specifi c 
activities or people to 
get acquainted with in 
response to interests? 

- What organized activi
ti es has he/she part i ci
pated in this past week? 

- How does resident find 
out about upcomi n9 
programs or happenings? 

RECORD REVIEW 

Social Service inter
vention with family and 
resident. i.e •• grief 
and bereavement 
counsel; og. 

- Review integrated plan 
of care for: 
+ Pl an for con(;erted 

social services. 
+ Plan for supportive 

serv; ces for 
adjustment. 

- Adjustment goals. 
- Interventions for 

specific conditions. 

Actjyjties ASSessment 
Interests of the resident 
(past and present) are 
identified as to resi
dent's current capabili
ties and necessary 
adaptat ions to pursue 
thei r interests. 

Documental i on that ; nfo~ 
ation about social 
history, medical problems 
and limitations impacting 
residents' activities have 
been communi cated to 
activities personnel and 
used in assessment and 
development of activities 
portion of care plan. 

EVALUATiON fACTORS 

Are each resident's 
personal interests known? 
If not, what act ions are 
being taken to identify 
them? Res i dents in 
facility 60 days should 
not be wi thout .i.WJle. 
identified interests. 

Are each resident's needs 
i dent ifi ed? If not I what 
actions are being taken 
to i dent ify them? 

Have medical contraindi
cations been identified 
in the care pl ans? 

Needs and contraindica
tions of residents in the 
fad 1 ity more than 3D 
days should be known andl 
or have a plan of action. 

CROSS REfERENCE 

Nursing Seryjces 
405.1124 
442.319 

Sod al Seryi Ce:i 
405.1130 
442.344 

Specjal Rehab;] j
tatjye Seryjces 
405.1126 
442.363 

Physj ci an Seryi ces 
405.1123 
442.329 
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SURVEY AREA 

F245 
4. Equipment is 

maintained in 
good work i 09 
order. 

F246 
5. Suppl ies and 

equi pment for 
act i vit i es of 
interest are 
available. 

ltillIII 

Ea.ch res i dent has 
individual andlor 
group activities 
to meet activi
ties needs 
through his 
interests daily. 

OBSERVA HON 

Is 1 i ght i 09 adequate 
throughout the faen ity 
for activities in which 
residents are engaged? 

00 men and women have 
activities of interest 
to them? 

00 residents communicate 
wi th each other in 
activities? 

Are methods of communi
eating upcoming activi
ties appropriate to the 
resident populations? 

Specific gbseryatioo for 
ohysj call V jmpaj redlalert 
~ 
Activities adapted to 
meet specific needs of 
the resident. 

Alert residents have 
activities of interest 
and at their cognitive 
functional level. 

Specifj c obieryatioo$ for 
cQnfYied/dj sQrj ented 
emgtjonaJl y djsturbed and 
menta]] y retarded resj-
lI.en1.s..;. 
There are current calen
dars, clocks and patients 

LONG TERH CARE SURVEY 

INTERVIEWING 

ASk Nyrsjng/Actjyity Staff 
- 00 they know the i nter

ests of residents under 
thei r care? TV programs 
they li ke? Act i vit i es 
they want to part i ci pate 
in today/this week? 

- 00 they know the per
sonal equipment needed 
(e.g., glasses, hearing 
aids, reacher)? 

- Do they know the adap
t i ve equi pment used by 
residents for speci fi c 
activities (e.g .• talk
ing books, built up 
tools)? 

- Do they talk to resi
dents to i dent if y new 
interests and report 
these and IIdislikes" to 
activities personnel? 
How? 

- What is staff's involve
ment with individual and 
group act i vit i es of 
residents in their care? 

- How do they de term; ne 
interests of residents 
who have di ffi cul ty 
cOlI'Inuni cat i ng? 

- What activities does 
resident partiCipate 
in regularly? Which 
activities does he/she 
enjoy most/least? 

RECORO REVIEW 

Activities notes spell 
out implementation of 
plan, resident's reactions 
to specific activities. 
approaches, and people. 

Residents' participation 
in individual and group 
self-started and organized 
structured and unstruc
tured activities 
timespent. 

Evaluation of plan of care 
for: changes in interests: 
changes in precautions, 
changes in needs. new 
problems, approaches, etc. 

Plans are revised as 
needed. 

EVALUA HON FACTORS 

Are equipment and sup
plies to meet residents 
interests available and 
maintained in good work
i ng order? 

Are residents evaluated 
periodically with 
emphasis on participation 
levels and desire for 
new activities? 

Are plans readjusted if 
they do not reach 
des i red outcomes? 

Residents in the facility 
more than 60 days should 
have at least two activi
ties per week of i nteres t 
to them personally. 

CROSS REfERENCE 
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SURVEY AREA 

246 (cont'd.) 

OBSERVATION 

loudness) . 

SpetHj c pb:;;eryatjoo for 
comatose Dr temj nall y 
ill resjdent: 

- Appropri ate i terns for 
sensory enri chment 
in room (e.g .• TV. 
rad; o. adequate 1 i ght
ing) 

- Resident placed in 
supportive living 
env; ronment (e.g .• 
around people, in hall, 
activities room, sun
shine, fresh air), when 
appropriate to the 
res i dent needs and 
cons i steot wi th the 
residentls choice. 

Soecjfj C observati 00 of 
enyj [onment fpr cgnduct
ing activity program: 

- Adequate lighting. 
- functional area is 

appropriate for activi
ties of interest (e.g. I 

religious services. 
arts and crafts. cook
ing, reading, TV watch
ing, card playing, 
parties, discussion 
groups, gardening). 

LONG TERM CARE SURVEY 

INTERVIEWING 

- How do you adapt activi
ties for needs of resi
dents who are: 
- confused/di sari ented 
- emotionally disturbed 
- mentally retarded 
- physically impaired 

but alert 
- terminally ill? 

- Are community volunteers 
utilized in the activi
ties program? In what 
way? 

- Are the residents 
encouraged to offer 
suggestions for new 
activities? If so, what 
activities have been 
instituted as a result? 

- How they manage rna 1 a
daptive behavior (e.g., 
abusive, disruptive, 
combat i ve)? 

- How do they hel p 
depressed residents 
(e.g., tearful, emotion
ally labile)? 

RECORD REVIEW EVALUATION FACTORS 

Resident may refuse to 
participate in activity. 
However if the activities 
are part of a diagnostic 
or therapeut i c program. 
the resident is responsi
ble for assisting in the 
selection of mutually 
acceptable alternative 
activities. 

CROSS REFERENCE 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORO REVIEW EVALUATION FACTORS CROSS REFERENCE 

H~QICA. 8~Cg8QS All information required 
is present in the record. 

F247 
SNF 405. 1132 Does the record document 

all observable resident 
needs/problems? 

CMt.ent. 

F24B 
SNF 405.1132«) 

F249 
ICF 442.31B(a)(c) 

F250 
1. The med; cal 

record con-
tains suffic-
ient infor-
matlon to 
identify the 
res i dent 
clearly to 
justify diag-
noses and 
treatment and 
to document 
resul ts 
accurately. 

F251 
2. The med; cal 

record con-
tal ns the 
fall ow; ng 
information. 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION FACTORS CROSS REFERENCE 

F256 
f. Reports of 

physicians' 
peri ad; c 
evaluations 
and progress 
notes. 

F257 
g. Oiagnostic 

reports and 
therapeut i c 
orders. 

F258 
h. Reports of 

treatments. 

F259 
i. Hed; cat; Dns 

administered. 

F260 
j. An overall 

plan of care 
sett i 09 forth 
goals to be 
accampl i shed 
through each 
service's de-
signed activ-
ities, thera-
pies and 
treatments. 
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SURVEY AREA 

F264 (cont'd) 

.l.tillHl 

ori ngs together 
all resident 
information. 
Refl eets the care 
be; ng given to the 
res i dents and 
helps all care 
gi vers to make 
dec; s ions on care 
needed. 

TRANSFER AGREEMENT 

F265 
SNF 405. 1133 

F266 
SNF 405.1133(0) 

F267 
ICF 442.316 

F268 
A. Whenever the 

physician de
term; nes that 
a trans fer 
is medically 
appropri ate 
between a 

OBSERVATION 

LONG TERM CARE SURVEY 

INTERVIEWING 

~: 
- What is the routine 

information you provide 
to a new facility when 
you transfer a resident? 

- Who provides this? 

RECORD REVI EW 

Review information on 
med i ca 1 record of res i dent 
who was temporarily trans
ferred and is agai n back 
in the facility. 

look at physi cian and 
nursing progress notes of 
above res i dents to deter
mine if the timeliness of 
transfer was consistent 
with accepted standards of 
care. 

Does facility have an 
agreement with a hospital? 
Not requi red if hospital 
under same ownership. 
direction and in saine 
campus. 

EVALUATION FACTORS 

All pertinent resident 
information l1ust be 
documented on the medical 
record at the tilte of 
transfer. 

The resident was not 
injured in any way by a 
delay in the transfer 
process. 

CROSS REFERENCE 

Patient Rjghts 
404.112l(k) 
442.311 
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SURVEY AREA 

f271 
A. Nyrsjog Unjt 
SNf 405.1134(d) 

f272 
1. Unit properly 

equi pped for 
preparat i Dn 
and storage 
of drugs and 
biologicals. 

f273 
2. Utility and 

storage rooms 
are adequate 
size. 

F274 
3. The unit is 

equi pped to 
register 
resident 
calls with a 
functioning 
cOirmuni ca
tions system 
from resident 
areas i nel ud
; 09 rooms and 
toilets and 
bath; 09 
facility. 

OBSERVATION 

There is adequate 1 i ght 
to prepare medications. 

There ;s sufficient space 
to prepare medications 
for administration in 
a safe and effective 
manner. 

There is sufficient space 
for storage of medica
tions. 

Un; t dose carts are 
protected from tamper; 09 
and theft. 

Medications are stored 
in d locked area. 
Refrigeration facilities 
are available for medi
cations. 

There ;s sufficient 
storage space for LV. 
f1 ui ds. 

Handwashing facilities 
are readily accessible 
either in the medication 
preparation area or adja
cent to it. 

LONG TERM CARE SURVEY 

INTERVIEWING 

Ask Nyrsjng Staff: 
- What do you use the med

ication room (area) for? 
- Where is the handwashi ng 

sink? 
- 00 you have enough. con

venient storage area for 
LV. fluids and medica
tions needing refrigera
tion. 

- Where are the keys for 
the medication room and 
unit dose carts? 

- Do you feel you have 
adequate storage space 
for suppl ies and equip
ment? 

- If no. what problems 
does that cause? 

- Does the resident call 
system function 
properly? 

Ask Residents: 
- Do the call bells in 

your room and in the 
toilets and bathing 
areas always work? 

RECORD REVIEW EVALUATION fACTORS 

Medication preparation 
and storage areas provide 
adequate space and 1 i ght 
to prepare med; cat i on 
and to store medication 
and needed supp 1 i es. 

light is available when 
and where the med; caU on 
cart is in use. 
A med; cat; on refri gerator 
is avail able and does not 
contai n pat i ent or 
employee snacks. Jui ce. 
etc. I used in administer
ing medication is 
allowed. 

Clean and dirty areas 
must be separated. pre
ferably in separate 
rOORls. 

Storage space must be 
available for bulky items 
and supplies so that they 
can be stored wi thout 
blocking corridors and 
exits. 

Medi cat ions are protected 
from unauthorized use. 

Call bells must be in 
worki ng order and must be 
present in all resident 
bedrooms. toilets and 

CROSS REfERENCE 

Nursjng Service 
405.1124(g) 
442.337 

Infectipn Contrpl 
405.1135 

Govern; n9 80dy 
442.325 

Resident Rpoms 
405.1134(.) 
442.325 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION FACTORS CROSS REFERENCE 

F278 Are dining areas utilized 
2. Dining and at meal service? 

activity 
rooms are 
well lighted 
and .... enti-
lated. 

F279 
3. Any multi-

purpose room 
used for 
dining and 
resident 
activities 
has suftic-
; ent space 
to 03ccommo-
date all 
3Ct i vi lies 
and prevent 
the; r i nter-
ference wi th 
each other. 

F280 
SNF 405.1134(e) 

Indi cat~rs C&D 
apply to SNFs 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVA HaN INTERVIEWING RECORD REVIEW EVALUA HaN fACTORS CROSS REfERENCE 

f285 sufficient storage and 
4. There is a secur; ty for thei r 

capability of belongings? 
maintaining 
pri vacy in 
each. 

f286 
5. There is ad-

equate stor-
age space 
for each 
res i dent. 

f287 
6. There is a 

comfortabl e 
and func-
tioning bed 
and ehai r I 

plus a func-
tional cabi-
net and 
1 ight. 
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SURVEY AREA 

D. To; 1 et aod bath 
illiJ..i1iti 

f292 
ICf 442.326 
f293 

1. facilities 
are clean, 
sani lary and 
free of 
odors. 

f294 
2. Facilities 

have safe and 
comfortable 
hot water 
temperatures. 

f295 
3. Facilities 

maintain 
privacy . 

f296 
4. facilities 

have grab 
bars dnd 
other safe 
guards 
against 
slipping. 

OBSERVATION 

Are there adequate num
bers of toilets, baths, 
and showers for the res
i dents that are access
ible to, and functional 
for all residents? 

Are these conveniently 
located in or near resi
dent rooms? 

Check for water on f1 oars 
of bath and shower rooms. 

Is privacy provided? 

Are facilities clean, 
sani tary and free of 
unpleasant odors? 

Are bathrooms equipped 
with soap, toilet tissue, 
lowe 1 S, etc.? Hot water 
150 between 1 10-120 
degrees or the acceptable 
State 1 eve 1. Hot water 
temperature control must 
be maintained. Single 
use. disposable towels 
should be available for 
handwash i n9 purposes. 

Note also condition of 
grob bors. plumbing and 
fixtures. 

Bath areas are not used 
for storage. 

LONG TERM CARE SURVEY 

INTERVIEWING RECORD REVIEW 

Ask Residents: I Bathing schedule for 
- When was your last bath? patients in your indepth 

The one before? review. 
- What safety precautions 

are used for getting in 
and out of the bathtub? 

- What equi pment ; s needed 
to get in and out of the 
tub. and how do you 
feel about it? 

- How do you get your 
wheelchair into the 
toi 1 et or bathroom? 

- When, -j fever, do you 
refuse to be bathed? 

EVALUATION fACTORS 

Privacy is maintained for 
residents in toilet and 
bath; n9 areas. 

Toilet and bathing areas 
are clean. Water is 
removed from floors im
med; ate 1 y upon camp 1 et i on 
of bathing. 

Hot water is wi thi n 
the acceptable tempera
ture range. 

Soap. to; 1 et paper and 
towels are available' 
the bathrooms. 

Grab bars are present 
and securely fastened to 
the wall. 

Ventilation and lighting 
systems are correctly 
functioning. 

Plumbing and other fix
tures are in good 
condi t ion. 

CROSS REfERENCE 
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SURVEY AREA 

F. Therapy areas 

F3D3 
SNF 405.1126(.) 

F304 
ICF 442.328(.) 

F305 
1. Space is ade

quate for 
proper use 
of equipment 
by all resi
dents rece; 'l
ing treatment 

G. facjl Hjes for 
Spec j al care 

F307 
SNF 405. 1134(f) 

F308 
ICF 442.328(b) 

08SERVATION 

Therapy areas are access
ible to all residents 
needing the fadl ities. 

Space allows for safe 
maneuvering of residents 
and equi pment and staff. 

All residents are able 
to be observed and 
superv; sed dur; og 
ther.py. 

Equi pmenl has labels 
(stickers, etc.) to indi
cate proper maintenance. 

All equi pmenl fastened 
to f100r and walls is 
secure. 

Are therapy areas proper
ly ventilated to effec
lively reduce heat. 
moisture and odors? 

Are private rooms avai 1-
able that meet regulalory 
criteria. 

If a resident is infected 
and in isolation, are 
precaut i onary si gns 
posted. and are they 
legible and understand
able? 

LONG TERM CARE SURVEY 

INTERVIEWING 

Ask Resident: 
- Do you feel that the 

equipment you use is 
safe? 

- Do you have enough room 
for your treatment? 

Ask Therapy Staff: 
- Is your equipment 

adequately maintained? 
- Do you have enough room 

to safely and adequately 
provide treatment? 

Ask Sypervj son personnel: 
- What room( s) do you use 

for isolation? 
- What is your procedure 

if the room is al ready 
occupied when you need 
it for isolation? 

- Wi 11 you show me the 
signs you use to iden
tify the isolation room? 

RECORD REVIEW 

Refer to regulations. 

EVALUATION FACTORS 

Rooms meet i n9 the regu
latory requi rements are 
available in the 
facility. 

There is a procedure that 
is implemented when an 
isolation is needed, but 
it is already occupied. 

Isolation signs are 
visable and clearly con
vey thei r ; ntended 
message. 

CROSS REFERENCE 

Resident Rjghts 
405.112l(k)(4) 
442.311(c)(2) 

Infectjpn Cpntrol 
405.1135(b) 
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SURVEY AREA 

H. Common Resident 
Areas 

F311 
SNF 405. 1134( j ) 

F312 
ICF 442.324 

F313 
1. All common 

F314 

resident 
areas are 
clean, sani
tary and 
free of 
odors. 

2. Provision ;s 
made for 
adequate and 
camf ortab 1 e 

F315 

, ighting 
levels in all 
areas. 

3. There is 
limitation of 
sounds at 
comfort 
level s. 

OBSERVATION 

Use senses - sight. hear
ing, oHactory when 
survey; n9 common areas as 
lounges, lobby, corri
dors. 
Note levels of lighting 
for both read; ng and nDn
reading areas. Is it 
bri ght enough but without 
glare? 
Are areas clean and with
out offensive odors? 
Do background sound 
levels allow for ease of 
communication and comfort 
for residents/visitors? 
00 residents seem comfor
table with the room tem
perature - note the use 
of several layers of 
clothing. many residents 
fanning themselves. etc. 
Are handrails on each 
side of the corridor and 
are they secure? 
Are smok i nglno smok i ng 
areas des i gnated? 

LONG TERH CARE SURVEY 

INTERVIEWING 

Ask Resjdents: 
- Do you thi nk that the 

lounges and corri dors 
are usually clean? 

- Do they have any un
pleasant odors? 

- Is the lighting level 
comfortable for you to 
read? Is it adequate 
for you to feel safe 
walking? 

- Do you have any diffi
culty with the noi se 
1 eve1? 

- Is the temperature 
usually comfortable for 
you? 

- Do you feel there; s 
adequate ventilation? 

- Are there handrails in 
all of the corridors? 

- Are they securely fast
ened to the wall? 

Ask Sypery; son Staff: 
- If there is a water main 

break or other i nter
rupt ion in the water 
supp 1 y. how do you ob
tain water for essential 
areas and duties? 

RECORD REVIEW EVALUATION FACTORS 

- floors and furn; ture 
should appear clean -
free af gross contami
nation. 

- Residents should have 
lighting bright enough 
to safely negotiate 
corridors, lounges. 
etc., and in reading 
area, be bright enough 
to read. But the 
brightness should be 
free of glare. Remem
ber. the elderly need 
a higher level of 
lighting as their 
sight diminishes. 

- Except for times when 
a louder 1 eve1 of sound 
is necessary for COin

mun; cat i on, sounds 
should be unobtrusive 
and ucomfortable". 

- Room temperature com
fort 1 eve 1 s vary 
widely, and in general 
the elderly will re
quire a higher temper
ature for comfort than 
younger people. Use 
information from resi
dent interviews and 
your observations to 
determi ne if the tem
perature is "comfor
table" for most 
residents. 

- All corridors in 

CROSS REFERENCE 

Infecti gn Control 
405.1135(c) 
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LONG TERM CARE SURVEY 
~~~-

SURVEY AREA OBSERVA TION INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

I. Maintenance of - Ceiling dnd floor tile A.:i.JL.S.J..ll: ~b~~i,,,] fOl:iU;![)-
Sui 1 di ng and in good (andi t i on - How many housekeep; ng men.!. 
Equipment - Paint in good repair staff are ava; 1 abl e? 405.1134(d) 

f320 - No holes in walls - How 1 ale are house-
SNf 405.1134(i) - Look for rat and other keepers on duty duri n9 

rodent trails outside the week? 
and inside - How is weekend coverage 

f321 - Prevent i VI'.' rna; nlenance di fferent? 
1. The interior program for all equi p-

and exteri or ment is followed Ask Resjdent: 
of the build- - Wheelchairs not stored 
ing are clean in hallways, bCithrooms, - What if any problems 
dnd orderly. etc. have you had wi th 

- wi ndow screens are in spec i a 1 equ i pment you 
good repa i r need to use? 

F322 - Check overbed t3bles, 
2. All es'Sential wheelchairs, etc., for 

mechan i ca 1 c1 ean 1 i ness and opera-
and electri- t i on 
cal equipment 
is maintained 
in sa f e ope r-
ating condi-
t ion. 

F323 
3. Sufficient 

storage space 
is available 
and used for 
equi pment 
to ensure 
that the fac-
i 1 i ty is 
orderl y and 
saf e. 
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SURVEY AREA 

Indi alor J 
apol es to refs. 
J. 0 etetic 
Serv ce Area 
f326 
SNF 405.1134(h) 

f327 
1. Ki tchen and 

dietetic ser
vice Clreas 
are adequate 
to insure 
proper. 

F328 

timely ser
vice for all 
patients. 

2. Ki tchen areas 
are properl y 
ventilated, 
orranged I and 
equ i pped for 
storage dud 
preparation 
af food as 
well as for 
dish and 
uteos i 1 
cleaning, and 
refuse stor
age and 
remov.al. 

OBSERVATION 

Observe for 
- needed space to carry 

out rout i ne operat ions 
- rna; olenance of work; n9 

surfaces equipment, 
utensils. and serving 
di shes 

- operable di sh w(lsher 
machine. 

- 3-5 ink method of pot! 
di sh wash; og proper1 y 
carr; ed out/or wri tten 
procedure posted 

- operable and clean 
exhaust fan 

- stored dishes and pots 
are free of baked-on 
food particles and 
chipped/cracked sur
fa.ces 

- food stored off floor 
- protect i ve covers for 

fluorescent 1 i ghts 
- handwashing sink read

ily accessible 

LONG TERM CARE SURVEY 

INTERVIEWING 

~: 
- What have you been 

t ra i ned to do? 
- What type of di shwasher 

machine do you have? 
How does it operate? 

RECORD REVIEW 

lhe proper temperature for 
the Dishwasher wash cycle 
is 150-160 degrees fahren
heit. The dishwasher 
ri nse cycl e is acceptabl e 
at temperature of 180 
degrees fahrenhei t or when 
there is a change in the 
temperature-sensitive tape 
(thermolabell. The indi
vidual manufacturers' 
specifications may 
countermand these i nstruc
lions, partlculary in the 
case of chemical saniti
zation. 

EVALUATION FACTORS CROSS REfERENCE 

Dietetjc Services 
405.1125(g) 
442.331(b) 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVA TION INTERVIEWING RECORD REVIEW EVALUATION FACTORS CROSS REFERENCE 

F333 (cont'd) - check that the refrig-
erators are equipped 
wi th an accurate ther-
mometer 

- food does not have an 
"off" or bad odor 

- cracked eggs are dis-
carded 

- foods 3re dated and 
then stored as to the; r 
prepa.ration date. 

Observe that waste is in 
covered contai ners I 

bagged and tied for di s-
posell, and that dumpsters 
are covered. 
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LONG TERM CARE SURVEY } 

SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

F337 
3. Emergency 

power is pro-
vided by an I 
emergency 
generator 
located on 
the prelli ses 
where 1i fe 
support sys-
tems are 
used. 

! 
I 
I 
I 

I 
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SURVEY AREA OBSERVATION INTERVIEWING RECORD REVIEW EVALUATION fACTORS CROSS REfERENCE 

f344 
ICF 442.327 

f345 
1. The faeil i ty 

has avail abl e 
at all times 
a quant i ty of 
1 i nen essen-
tial for pro-
per care and 
comfort of 
res i dents. 

f346 
2. linens are 

handl ed: 
stored. pro-
cessed. and 
transported 
in such a 
manner as to 
prevent the 
spread of 
i nfeeti on. 

O. Pest Control look for evidence of All...S1ill: 
f347 insect or rodent presence - Have you seen insects 
SNf 405.1135(e) (mouse or rat droppi ngs. (roaches. ants. fl i es. 

roaches. ants. f1 i es etc. )? 
f348 around trash) - Have you seen rodents 
ICf 442.315(e) - Screen doors closed and/or droppings? 

- Wi ndows that can be - What foods are residents 
opened have screens permitted to keep in 

f349 that are in good repair thei r rooms? 
The facility is 
maintained free 
from insects and 
rodents. 
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LONG TERM CARE SURVEY 

SURVEY AREA OBSERVATION INTERVIEWING RECORO REVIEW EVALUATION fACTORS CROSS REfERENCE 

f355 
3. facility 

staff are 
aware of 
the; r speci-
fic responsi-
bilities in 
regard to 
evaluation 
and protec-
ti on of re-
s i dents. 

f356 
4. faeil ity 

staff are 
aware of 
methods of 
containing 
fi reo 

B.~ 

f351 
SNf 405.1136(b) 

f358 
1. All employees 

are trained 
as part of 
their employ-
ment or; enta-
tion in all 
aspects of 
preparedness 
for any 
disaster. 
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Subpart D—Reconsideration of 
Adverse Determinations— 
Deeming Authority for Ac-
creditation Organizations and 
CLIA Exemption of Labora-
tories Under State Programs 

SOURCE: 57 FR 34012, July 31, 1992, unless 
otherwise noted. 

§ 488.201 Reconsideration. 
(a) Right to reconsideration. (1) A na-

tional accreditation organization dis-
satisfied with a determination that its 
accreditation requirements do not pro-
vide (or do not continue to provide) 
reasonable assurance that the entities 
accredited by the accreditation organi-
zation meet the applicable long-term 
care requirements, conditions for cov-
erage, conditions of certification, con-
ditions of participation, or CLIA condi-
tion level requirements is entitled to a 
reconsideration as provided in this sub-
part. 

(2) A State dissatisfied with a deter-
mination that the requirements it im-
poses on laboratories in that State and 
under the laws of that State do not 
provide (or do not continue to provide) 
reasonable assurance that laboratories 
licensed or approved by the State meet 
applicable CLIA requirements is enti-
tled to a reconsideration as provided in 
this subpart. 

(b) Eligibility for reconsideration. CMS 
will reconsider any determination to 
deny, remove or not renew the ap-
proval of deeming authority to private 
accreditation organizations, or any de-
termination to deny, remove or not 
renew the approval of a State labora-
tory program for the purpose of ex-
empting the State’s laboratories from 
CLIA requirements, if the accredita-
tion organization or State files a writ-
ten request for a reconsideration in ac-
cordance with paragraphs (c) and (d) of 
this section. 

(c) Manner and timing of request for re-
consideration. (1) A national accredita-
tion organization or a State laboratory 
program described in paragraph (b), 
dissatisfied with a determination with 
respect to its deeming authority, or, in 
the case of a State, a determination 
with respect to the exemption of the 
laboratories in the State from CLIA re-

quirements, may request a reconsider-
ation of the determination by filing a 
request with CMS either directly by its 
authorized officials or through its legal 
representative. The request must be 
filed within 60 days of the receipt of no-
tice of an adverse determination or 
nonrenewal as provided in subpart A of 
part 488 or subpart E of part 493, as ap-
plicable. 

(2) Reconsideration procedures are 
available after the effective date of the 
decision to deny, remove, or not renew 
the approval of an accreditation orga-
nization or State laboratory program. 

(d) Content of request. The request for 
reconsideration must specify the find-
ings or issues with which the accredita-
tion organization or State disagrees 
and the reasons for the disagreement. 

[57 FR 34012, July 31, 1992, as amended at 58 
FR 61843, Nov. 23, 1993] 

§ 488.203 Withdrawal of request for re-
consideration. 

A requestor may withdraw its re-
quest for reconsideration at any time 
before the issuance of a reconsideration 
determination. 

§ 488.205 Right to informal hearing. 
In response to a request for reconsid-

eration, CMS will provide the accredi-
tation organization or the State lab-
oratory program the opportunity for 
an informal hearing as described in 
§ 488.207 that will— 

(a) Be conducted by a hearing officer 
appointed by the Administrator of 
CMS; and 

(b) Provide the accreditation organi-
zation or State laboratory program the 
opportunity to present, in writing or in 
person, evidence or documentation to 
refute the determination to deny ap-
proval, or to withdraw or not renew 
deeming authority or the exemption of 
a State’s laboratories from CLIA re-
quirements. 

§ 488.207 Informal hearing procedures. 
(a) CMS will provide written notice 

of the time and place of the informal 
hearing at least 10 days before the 
scheduled date. 

(b) The informal reconsideration 
hearing will be conducted in accord-
ance with the following procedures— 
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(1) The hearing is open to CMS and 
the organization requesting the recon-
sideration, including— 

(i) Authorized representatives; 
(ii) Technical advisors (individuals 

with knowledge of the facts of the case 
or presenting interpretation of the 
facts); and 

(iii) Legal counsel; 
(2) The hearing is conducted by the 

hearing officer who receives testimony 
and documents related to the proposed 
action; 

(3) Testimony and other evidence 
may be accepted by the hearing officer 
even though it would be inadmissable 
under the usual rules of court proce-
dures; 

(4) Either party may call witnesses 
from among those individuals specified 
in paragraph (b)(1) of this section; and 

(5) The hearing officer does not have 
the authority to compel by subpoena 
the production of witnesses, papers, or 
other evidence. 

§ 488.209 Hearing officer’s findings. 

(a) Within 30 days of the close of the 
hearing, the hearing officer will 
present the findings and recommenda-
tions to the accreditation organization 
or State laboratory program that re-
quested the reconsideration. 

(b) The written report of the hearing 
officer will include— 

(1) Separate numbered findings of 
fact; and 

(2) The legal conclusions of the hear-
ing officer. 

§ 488.211 Final reconsideration deter-
mination. 

(a) The hearing officer’s decision is 
final unless the Administrator, within 
30 days of the hearing officer’s deci-
sion, chooses to review that decision. 

(b) The Administrator may accept, 
reject or modify the hearing officer’s 
findings. 

(c) Should the Administrator choose 
to review the hearing officer’s decision, 
the Administrator will issue a final re-
consideration determination to the ac-
creditation organization or State lab-
oratory program on the basis of the 
hearing officer’s findings and rec-
ommendations and other relevant in-
formation. 

(d) The reconsideration determina-
tion of the Administrator is final. 

(e) A final reconsideration deter-
mination against an accreditation or-
ganization or State laboratory pro-
gram will be published by CMS in the 
FEDERAL REGISTER. 

Subpart E—Survey and Certifi-
cation of Long-Term Care Fa-
cilities 

SOURCE: 59 FR 56238, Nov. 10, 1994, unless 
otherwise noted. 

§ 488.300 Statutory basis. 

Sections 1819 and 1919 of the Act es-
tablish requirements for surveying 
SNFs and NFs to determine whether 
they meet the requirements for partici-
pation in the Medicare and Medicaid 
programs. 

§ 488.301 Definitions. 

As used in this subpart— 
Abbreviated standard survey means a 

survey other than a standard survey 
that gathers information primarily 
through resident-centered techniques 
on facility compliance with the re-
quirements for participation. An abbre-
viated standard survey may be pre-
mised on complaints received; a change 
of ownership, management, or director 
of nursing; or other indicators of spe-
cific concern. 

Abuse means the willful infliction of 
injury, unreasonable confinement, in-
timidation, or punishment with result-
ing physical harm, pain or mental an-
guish. 

Deficiency means a SNF’s or NF’s 
failure to meet a participation require-
ment specified in the Act or in part 483, 
subpart B of this chapter. 

Dually participating facility means a 
facility that has a provider agreement 
in both the Medicare and Medicaid pro-
grams. 

Extended survey means a survey that 
evaluates additional participation re-
quirements subsequent to finding sub-
standard quality of care during a 
standard survey. 

Facility means a SNF or NF, or a dis-
tinct part SNF or NF, in accordance 
with § 483.5 of this chapter. 
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Immediate family means husband or 
wife; natural or adoptive parent, child 
or sibling; stepparent, stepchild, step-
brother, or stepsister; father-in-law, 
mother-in-law, son-in-law, daughter-in- 
law, brother-in-law, or sister-in-law; 
grandparent or grandchild. 

Immediate jeopardy means a situation 
in which the provider’s noncompliance 
with one or more requirements of par-
ticipation has caused, or is likely to 
cause, serious injury, harm, impair-
ment, or death to a resident. 

Misappropriation of resident property 
means the deliberate misplacement, 
exploitation, or wrongful, temporary or 
permanent use of a resident’s belong-
ings or money without the resident’s 
consent. 

Neglect means failure to provide 
goods and services necessary to avoid 
physical harm, mental anguish, or 
mental illness. 

Noncompliance means any deficiency 
that causes a facility to not be in sub-
stantial compliance. 

Nurse aide means an individual, as de-
fined in § 483.75(e)(1) of this chapter. 

Nursing facility (NF) means a Med-
icaid nursing facility. 

Paid feeding assistant means an indi-
vidual who meets the requirements 
specified in § 483.35(h)(2) of this chapter 
and who is paid to feed residents by a 
facility, or who is used under an ar-
rangement with another agency or or-
ganization. 

Partial extended survey means a sur-
vey that evaluates additional partici-
pation requirements subsequent to 
finding substandard quality of care 
during an abbreviated standard survey. 

Skilled nursing facility (SNF) means a 
Medicare nursing facility. 

Standard survey means a periodic, 
resident-centered inspection which 
gathers information about the quality 
of service furnished in a facility to de-
termine compliance with the require-
ments for participation. 

Substandard quality of care means one 
or more deficiencies related to partici-
pation requirements under § 483.13, 
Resident behavior and facility prac-
tices, § 483.15, Quality of life, or § 483.25, 
Quality of care of this chapter, which 
constitute either immediate jeopardy 
to resident health or safety; a pattern 
of or widespread actual harm that is 

not immediate jeopardy; or a wide-
spread potential for more than mini-
mal harm, but less than immediate 
jeopardy, with no actual harm. 

Substantial compliance means a level 
of compliance with the requirements of 
participation such that any identified 
deficiencies pose no greater risk to 
resident health or safety than the po-
tential for causing minimal harm. 

Validation survey means a survey con-
ducted by the Secretary within 2 
months following a standard survey, 
abbreviated standard survey, partial 
extended survey, or extended survey 
for the purpose of monitoring State 
survey agency performance. 

[59 FR 56238, Nov. 10, 1994, as amended at 68 
FR 55539, Sept. 26, 2003] 

§ 488.303 State plan requirement. 

(a) A State plan must provide that 
the requirements of this subpart and 
subpart F of this part are met, to the 
extent that those requirements apply 
to the Medicaid program. 

(b) A State may establish a program 
to reward, through public recognition, 
incentive payments, or both, nursing 
facilities that provide the highest qual-
ity care to Medicaid residents. For pur-
poses of section 1903(a)(7) of the Social 
Security Act, proper expenses incurred 
by a State in carrying out such a pro-
gram are considered to be expenses 
necessary for the proper and efficient 
administration of the State plan. 

(c) A State must conduct periodic 
educational programs for the staff and 
residents (and their representatives) of 
NFs in order to present current regula-
tions, procedures, and policies under 
this subpart and subpart F of this part. 

(d) Required remedies for a non-State 
operated NF. A State must establish, 
in addition to termination of the pro-
vider agreement, the following rem-
edies or an approved alternative to the 
following remedies for imposition 
against a non-State operated NF: 

(1) Temporary management. 
(2) Denial of payment for new admis-

sions. 
(3) Civil money penalties. 
(4) Transfer of residents. 
(5) Closure of the facility and trans-

fer of residents. 
(6) State monitoring. 
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(e) Optional remedies for a non-State 
operated NF. A State may establish 
the following remedies for imposition 
against a non-State operated NF: 

(1) Directed plan of correction. 
(2) Directed in-service training. 
(3) Alternative or additional State 

remedies. 
(f) Alternative or additional State 

remedies. If a State uses remedies that 
are in addition to those specified in 
paragraph (d) or (e) of this section, or 
alternative to those specified in para-
graph (d) of this section (other than 
termination of participation), it 
must— 

(1) Specify those remedies in the 
State plan; and 

(2) Demonstrate to CMS’s satisfac-
tion that those alternative remedies 
are as effective in deterring noncompli-
ance and correcting deficiencies as the 
remedies listed in paragraphs (d) and 
(e) of this section. 

[59 FR 56238, Nov. 10, 1994; 60 FR 50118, Sept. 
28, 1995] 

§ 488.305 Standard surveys. 
(a) For each SNF and NF, the State 

survey agency must conduct standard 
surveys that include all of the fol-
lowing: 

(1) A case-mix stratified sample of 
residents; 

(2) A survey of the quality of care 
furnished, as measured by indicators of 
medical, nursing, and rehabilitative 
care, dietary and nutrition services, ac-
tivities and social participation, and 
sanitation, infection control, and the 
physical environment; 

(3) An audit of written plans of care 
and residents’ assessments to deter-
mine the accuracy of such assessments 
and the adequacy of such plans of care; 
and 

(4) A review of compliance with resi-
dents’ rights requirements set forth in 
sections 1819(c) and 1919(c) of the Act. 

(b) The State survey agency’s failure 
to follow the procedures set forth in 
this section will not invalidate other-
wise legitimate determinations that a 
facility’s deficiencies exist. 

§ 488.307 Unannounced surveys. 
(a) Basic rule. All standard surveys 

must be unannounced. 

(b) Review of survey agency’s sched-
uling and surveying procedures. (1) CMS 
reviews on an annual basis each State 
survey agency’s scheduling and sur-
veying procedures and practices to en-
sure that survey agencies avoid giving 
notice of a survey through the sched-
uling procedures and the conduct of the 
surveys. 

(2) CMS takes corrective action in 
accordance with the nature and com-
plexity of the problem when survey 
agencies are found to have notified a 
SNF or NF through their scheduling or 
procedural policies. Sanctions for inad-
equate survey performance are in ac-
cordance with § 488.320. 

(c) Civil money penalties. An indi-
vidual who notifies a SNF or NF, or 
causes a SNF or NF to be notified, of 
the time or date on which a standard 
survey is scheduled to be conducted is 
subject to a Federal civil money pen-
alty not to exceed $2,000. 

§ 488.308 Survey frequency. 
(a) Basic period. The survey agency 

must conduct a standard survey of 
each SNF and NF not later than 15 
months after the last day of the pre-
vious standard survey. 

(b) Statewide average interval. (1) The 
statewide average interval between 
standard surveys must be 12 months or 
less, computed in accordance with 
paragraph (d) of this section. 

(2) CMS takes corrective action in 
accordance with the nature of the 
State survey agency’s failure to ensure 
that the 12-month statewide average 
interval requirement is met. CMS’s 
corrective action is in accordance with 
§ 488.320. 

(c) Other surveys. The survey agency 
may conduct a survey as frequently as 
necessary to— 

(1) Determine whether a facility com-
plies with the participation require-
ments; and 

(2) Confirm that the facility has cor-
rected deficiencies previously cited. 

(d) Computation of statewide average 
interval. The statewide average interval 
is computed at the end of each Federal 
fiscal year by comparing the last day 
of the most recent standard survey for 
each participating facility to the last 
day of each facility’s previous standard 
survey. 
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(e) Special surveys. (1) The survey 
agency may conduct a standard or an 
abbreviated standard survey to deter-
mine whether certain changes have 
caused a decline in the quality of care 
furnished by a SNF or a NF, within 60 
days of a change in the following: 

(i) Ownership; 
(ii) Entity responsible for manage-

ment of a facility (management firm); 
(iii) Nursing home administrator; or 
(iv) Director of nursing. 
(2) The survey agency must review 

all complaint allegations and conduct 
a standard or an abbreviated standard 
survey to investigate complaints of 
violations of requirements by SNFs 
and NFs if its review of the allegation 
concludes that— 

(i) A deficiency in one or more of the 
requirements may have occurred; and 

(ii) Only a survey can determine 
whether a deficiency or deficiencies 
exist. 

(3) The survey agency does not con-
duct a survey if the complaint raises 
issues that are outside the purview of 
Federal participation requirements. 

§ 488.310 Extended survey. 

(a) Purpose of survey. The purpose of 
an extended survey is to identify the 
policies and procedures that caused the 
facility to furnish substandard quality 
of care. 

(b) Scope of extended survey. An ex-
tended survey includes all of the fol-
lowing: 

(1) Review of a larger sample of resi-
dent assessments than the sample used 
in a standard survey. 

(2) Review of the staffing and in-serv-
ice training. 

(3) If appropriate, examination of the 
contracts with consultants. 

(4) A review of the policies and proce-
dures related to the requirements for 
which deficiencies exist. 

(5) Investigation of any participation 
requirement at the discretion of the 
survey agency. 

(c) Timing and basis for survey. The 
survey agency must conduct an ex-
tended survey not later than 14 cal-
endar days after completion of a stand-
ard survey which found that the facil-
ity had furnished substandard quality 
of care. 

§ 488.312 Consistency of survey re-
sults. 

CMS does and the survey agency 
must implement programs to measure 
accuracy and improve consistency in 
the application of survey results and 
enforcement remedies. 

§ 488.314 Survey teams. 
(a) Team composition. (1) Surveys 

must be conducted by an interdiscipli-
nary team of professionals, which must 
include a registered nurse. 

(2) Examples of professionals include, 
but are not limited to, physicians, phy-
sician assistants, nurse practitioners, 
physical, speech, or occupational 
therapists, registered professional 
nurses, dieticians, sanitarians, engi-
neers, licensed practical nurses, or so-
cial workers. 

(3) The State determines what con-
stitutes a professional, subject to CMS 
approval. 

(4) Any of the following cir-
cumstances disqualifies a surveyor for 
surveying a particular facility: 

(i) The surveyor currently works, or, 
within the past two years, has worked 
as an employee, as employment agency 
staff at the facility, or as an officer, 
consultant, or agent for the facility to 
be surveyed. 

(ii) The surveyor has any financial 
interest or any ownership interest in 
the facility. 

(iii) The surveyor has an immediate 
family member who has a relationship 
with a facility described in paragraphs 
(a)(4)(i) or paragraph (a)(4)(ii) of this 
section. 

(iv) The surveyor has an immediate 
family member who is a resident in the 
facility to be surveyed. For purposes of 
this section, an immediate family 
member is defined at § 488.301 of this 
part. 

(b) CMS training. CMS provides com-
prehensive training to surveyors, in-
cluding at least the following: 

(1) Application and interpretation of 
regulations for SNFs and NFs. 

(2) Techniques and survey procedures 
for conducting standard and extended 
surveys. 

(3) Techniques for auditing resident 
assessments and plans of care. 

(c) Required surveyor training. (1) Ex-
cept as specified in paragraph (c)(3) of 
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this section, the survey agency may 
not permit an individual to serve as a 
member of a survey team unless the in-
dividual has successfully completed a 
training and testing program pre-
scribed by the Secretary. 

(2) The survey agency must have a 
mechanism to identify and respond to 
in-service training needs of the sur-
veyors. 

(3) The survey agency may permit an 
individual who has not completed a 
training program to participate in a 
survey as a trainee if accompanied on- 
site by a surveyor who has successfully 
completed the required training and 
testing program. 

[59 FR 56238, Nov. 10, 1994; 60 FR 50118, Sept. 
28, 1995] 

§ 488.318 Inadequate survey perform-
ance. 

(a) CMS considers survey perform-
ance to be inadequate if the State sur-
vey agency— 

(1) Indicates a pattern of failure to— 
(i) Identify deficiencies and the fail-

ure cannot be explained by changed 
conditions in the facility or other case 
specific factors; 

(ii) Cite only valid deficiencies; 
(iii) Conduct surveys in accordance 

with the requirements of this subpart; 
or 

(iv) Use Federal standards, protocols, 
and the forms, methods and procedures 
specified by CMS in manual instruc-
tions; or 

(2) Fails to identify an immediate 
jeopardy situation. 

(b) Inadequate survey performance 
does not— 

(1) Relieve a SNF or NF of its obliga-
tion to meet all requirements for pro-
gram participation; or 

(2) Invalidate adequately documented 
deficiencies. 

§ 488.320 Sanctions for inadequate sur-
vey performance. 

(a) Annual assessment of survey per-
formance. CMS assesses the perform-
ance of the State’s survey and certifi-
cation program annually. 

(b) Sanctions for inadequate survey per-
formance. When a State demonstrates 
inadequate survey performance, as 
specified in § 488.318, CMS notifies the 
survey agency of the inadequacy and 

takes action in accordance with para-
graphs (c) and (d) of this section. 

(c) Medicaid facilities. (1) For a pat-
tern of failure to identify deficiencies 
in Medicaid facilities, CMS— 

(i) Reduces FFP, as specified in para-
graph (e) of this section, and if appro-
priate; 

(ii) Provides for training of survey 
teams. 

(2) For other survey inadequacies in 
Medicaid facilities, CMS provides for 
training of survey teams. 

(d) Medicare facilities. For all survey 
inadequacies in Medicare facilities, 
CMS— 

(1) Requires that the State survey 
agency submit a plan of correction; 

(2) Provides for training of survey 
teams; 

(3) Provides technical assistance on 
scheduling and procedural policies; 

(4) Provides CMS-directed sched-
uling; or 

(5) Initiates action to terminate the 
agreement between the Secretary and 
the State under section 1864 of the Act, 
either in whole or in part. 

(e) Reduction of FFP. In reducing FFP 
for inadequate survey performance, 
CMS uses the formula specified in sec-
tion 1919(g)(3)(C) of the Act, that is 33 
percent multiplied by a fraction— 

(1) The numerator of which is equal 
to the total number of residents in the 
NFs that CMS found to be noncompli-
ant during validation surveys for that 
quarter; and 

(2) The denominator of which is equal 
to the total number of residents in the 
NFs in which CMS conducted valida-
tion surveys during that quarter. 

(f) Appeal of FFP reduction. When a 
State is dissatisfied with CMS’s deter-
mination to reduce FFP, the State 
may appeal the determination to the 
Departmental Appeals Board, using the 
procedures specified in 45 CFR part 16. 

§ 488.325 Disclosure of results of sur-
veys and activities. 

(a) Information which must be provided 
to public. As provided in sections 
1819(g)(5) and 1919(g)(5) of the Act, the 
following information must be made 
available to the public, upon the 
public’s request, by the State or CMS 
for all surveys and certifications of 
SNFs and NFs: 
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(1) Statements of deficiencies and 
providers’ comments. 

(2) A list of isolated deficiencies that 
constitute no actual harm, with the po-
tential for minimal harm. 

(3) Approved plans of correction. 
(4) Statements that the facility did 

not submit an acceptable plan of cor-
rection or failed to comply with the 
conditions of imposed remedies. 

(5) Final appeal results. 
(6) Notice of termination of a facil-

ity. 
(7) Medicare and Medicaid cost re-

ports. 
(8) Names of individuals with direct 

or indirect ownership interest in a SNF 
or NF, as defined in § 420.201 of this 
chapter. 

(9) Names of individuals with direct 
or indirect ownership interest in a SNF 
or NF, as defined in § 420.201 of this 
chapter, who have been found guilty by 
a court of law of a criminal offense in 
violation of Medicare or Medicaid law. 

(b) Charge to public for information. 
CMS and the State may charge the 
public for specified services with re-
spect to requests for information in ac-
cordance with— 

(1) Section 401.140 of this chapter, for 
Medicare; or 

(2) State procedures, for Medicaid. 
(c) How public can request information. 

The public may request information in 
accordance with disclosure procedures 
specified in 45 CFR part 5. 

(d) When information must be disclosed. 
The disclosing agency must make 
available to the public, upon the 
public’s request, information con-
cerning all surveys and certifications 
of SNFs and NFs, including statements 
of deficiencies, separate listings of any 
isolated deficiencies that constitute no 
actual harm, with the potential for 
minimal harm, and plans of correction 
(which contain any provider response 
to the deficiency statement) within 14 
calendar days after each item is made 
available to the facility. 

(e) Procedures for responding to re-
quests. The procedures and time periods 
for responding to requests are in ac-
cordance with— 

(1) Section 401.136 of this chapter for 
documents maintained by CMS; and 

(2) State procedures for documents 
maintained by the State. 

(f) Information that must be provided to 
the State’s long-term care ombudsman. 
The State must provide the State’s 
long-term care ombudsman with the 
following: 

(1) A statement of deficiencies re-
flecting facility noncompliance, includ-
ing a separate list of isolated defi-
ciencies that constitute no harm with 
the potential for minimal harm. 

(2) Reports of adverse actions speci-
fied at § 488.406 imposed on a facility. 

(3) Written response by the provider. 
(4) A provider’s request for an appeal 

and the results of any appeal. 
(g) Information which must be provided 

to State by a facility with substandard 
quality of care. (1) To provide for the 
notice to physicians required under 
sections 1819(g)(5)(C) and 1919(g)(5)(C) of 
the Act, not later than 10 working days 
after receiving a notice of substandard 
quality of care, a SNF or NF must pro-
vide the State with a list of— 

(i) Each resident in the facility with 
respect to which such finding was 
made; and 

(ii) The name and address of his or 
her attending physician. 

(2) Failure to disclose the informa-
tion timely will result in termination 
of participation or imposition of alter-
native remedies. 

(h) Information the State must provide 
to attending physician and State board. 
Not later than 20 calendar days after a 
SNF or NF complies with paragraph (g) 
of this section, the State must provide 
written notice of the noncompliance 
to— 

(1) The attending physician of each 
resident in the facility with respect to 
which a finding of substandard quality 
of care was made; and 

(2) The State board responsible for li-
censing the facility’s administrator. 

(i) Access to information by State Med-
icaid fraud control unit. The State must 
provide access to any survey and cer-
tification information incidental to a 
SNF’s or NF’s participation in Medi-
care or Medicaid upon written request 
by the State Medicaid fraud control 
unit established under part 1007, of this 
title, consistent with current State 
laws. 

[59 FR 56238, Nov. 10, 1994; 60 FR 50118, Sept. 
28, 1995] 
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§ 488.330 Certification of compliance 
or noncompliance. 

(a) General rules—(1) Responsibility for 
certification. (i) The State survey agen-
cy surveys all facilities for compliance 
or noncompliance with requirements 
for long term care facilities. The sur-
vey by the State survey agency may be 
followed by a Federal validation sur-
vey. 

(A) The State certifies the compli-
ance or noncompliance of non-State 
operated NFs. Regardless of the State 
entity doing the certification, it is 
final, except in the case of a complaint 
or validation survey conducted by 
CMS, or CMS review of the State’s 
findings. 

(B) CMS certifies the compliance or 
noncompliance of all State-operated fa-
cilities. 

(C) The State survey agency certifies 
the compliance or noncompliance of a 
non-State operated SNF, subject to the 
approval of CMS. 

(D) The State survey agency certifies 
compliance or noncompliance for a du-
ally participating SNF/NF. In the case 
of a disagreement between CMS and 
the State survey agency, a finding of 
noncompliance takes precedence over 
that of compliance. 

(ii) In the case of a validation survey, 
the Secretary’s determination as to the 
facility’s noncompliance is binding, 
and takes precedence over a certifi-
cation of compliance resulting from 
the State survey. 

(2) Basis for certification. (i) Certifi-
cation by the State is based on the sur-
vey agency findings. 

(ii) Certification by CMS is based on 
either the survey agency findings (in 
the case of State-operated facilities), 
or, in the case of a validation survey, 
on CMS’s own survey findings. 

(b) Effect of certification—(1) Certifi-
cation of compliance. A certification of 
compliance constitutes a determina-
tion that the facility is in substantial 
compliance and is eligible to partici-
pate in Medicaid as a NF, or in Medi-
care as a SNF, or in Medicare and Med-
icaid as a dually participating facility. 

(2) Certification of noncompliance. A 
certification of noncompliance requires 
denial of participation for prospective 
providers and enforcement action for 
current providers in accordance with 

subpart F of this part. Enforcement ac-
tion must include one of the following: 

(i) Termination of any Medicare or 
Medicaid provider agreements that are 
in effect. 

(ii) Application of alternative rem-
edies instead of, or in addition to, ter-
mination procedures. 

(c) Notice of certification of noncompli-
ance and resulting action. The notice of 
certification of noncompliance is sent 
in accordance with the timeframes 
specified in § 488.402(f), and resulting 
action is issued by CMS, except when 
the State is taking the action for a 
non-State operated NF. 

(d) Content of notice of certification of 
noncompliance. The notice of certifi-
cation of noncompliance is sent in ac-
cordance with the timeframes specified 
in § 488.402(f) and includes information 
on all of the following: 

(1) Nature of noncompliance. 
(2) Any alternative remedies to be 

imposed under subpart F of this part. 
(3) Any termination or denial of par-

ticipation action to be taken under 
this part. 

(4) The appeal rights available to the 
facility under this part. 

(5) Timeframes to be met by the pro-
vider and certifying agency with regard 
to each of the enforcement actions or 
appeal procedures addressed in the no-
tice. 

(e) Appeals. (1) Notwithstanding any 
provision of State law, the State must 
impose remedies promptly on any pro-
vider of services participating in the 
Medicaid program— 

(i) After promptly notifying the facil-
ity of the deficiencies and impending 
remedy or remedies; and 

(ii) Except for civil money penalties, 
during any pending hearing that may 
be requested by the provider of serv-
ices. 

(2) CMS imposes remedies promptly 
on any provider of services partici-
pating in the Medicare or Medicaid 
program or any provider of services 
participating in both the Medicare and 
Medicaid programs— 

(i) After promptly notifying the facil-
ity of the deficiencies and impending 
remedy or remedies; and 
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(ii) Except for civil money penalties 
imposed on NFs-only by the State, dur-
ing any pending hearing that may be 
requested by the provider of services. 

(3) The provisions of part 498 of this 
chapter apply when the following pro-
viders request a hearing on a denial of 
participation, or certification of non-
compliance leading to an enforcement 
remedy (including termination of the 
provider agreement), except State 
monitoring: 

(i) All State-operated facilities; 
(ii) SNFs and dually participating 

SNF/NFs; and 
(iii) Any other facilities subject to a 

CMS validation survey or CMS review 
of the State’s findings. 

(4) The provisions of part 431 of this 
chapter apply when a non-State oper-
ated Medicaid NF, which has not re-
ceived a CMS validation survey or CMS 
review of the State’s findings, requests 
a hearing on the State’s denial of par-
ticipation, termination of provider 
agreement, or certification of non-
compliance leading to an alternative 
remedy, except State monitoring. 

(f) Provider agreements. CMS or the 
Medicaid agency may execute a pro-
vider agreement when a prospective 
provider is in substantial compliance 
with all the requirements for participa-
tion for a SNF or NF, respectively. 

(g) Special rules for Federal validation 
surveys. (1) CMS may make inde-
pendent certifications of a NF’s, SNF’s, 
or dually participating facility’s non-
compliance based on a CMS validation 
survey. 

(2) CMS issues the notice of actions 
affecting facilities for which CMS did 
validation surveys. 

(3) For non-State-operated NFs and 
non-State-operated dually partici-
pating facilities, any disagreement be-
tween CMS and the State regarding the 
timing and choice of remedies is re-
solved in accordance with § 488.452. 

(4) Either CMS or the survey agency, 
at CMS’s option, may revisit the facil-
ity to ensure that corrections are 
made. 

[59 FR 56238, Nov. 10, 1994; 60 FR 50118, Sept. 
28, 1995; 76 FR 15126, Mar. 18, 2011] 

§ 488.331 Informal dispute resolution. 
(a) Opportunity to refute survey find-

ings. (1) For non-Federal surveys, the 

State must offer a facility an informal 
opportunity, at the facility’s request, 
to dispute survey findings upon the fa-
cility’s receipt of the official state-
ment of deficiencies. 

(2) For Federal surveys, CMS offers a 
facility an informal opportunity, at the 
facility’s request, to dispute survey 
findings upon the facility’s receipt of 
the official statement of deficiencies. 

(3) For SNFs, dually-participating 
SNF/NFs, and NF-only facilities that 
have civil money penalties imposed by 
CMS that will be placed in a CMS es-
crow account, CMS also offers the fa-
cility an opportunity for independent 
informal dispute resolution, subject to 
the terms of paragraphs (b), (c), and (d) 
of this section and of § 488.431. The fa-
cility must request independent infor-
mal dispute resolution in writing with-
in 10 days of receipt of CMS’s offer. 
However, a facility may not use the 
dispute resolution processes at both 
§ 488.331 and § 488.431 for the same defi-
ciency citation arising from the same 
survey unless the informal dispute res-
olution process at § 488.331 was com-
pleted prior to the imposition of the 
civil money penalty. 

(b)(1) Failure of the State or CMS, as 
appropriate, to complete informal dis-
pute resolution timely cannot delay 
the effective date of any enforcement 
action against the facility. 

(2) A facility may not seek a delay of 
any enforcement action against it on 
the grounds that informal dispute reso-
lution has not been completed before 
the effective date of the enforcement 
action. 

(c) If a provider is subsequently suc-
cessful, during the informal dispute 
resolution process, at demonstrating 
that deficiencies should not have been 
cited, the deficiencies are removed 
from the statement of deficiencies and 
any enforcement actions imposed sole-
ly as a result of those cited deficiencies 
are rescinded. 

(d) Notification. Upon request, CMS 
does and the State must provide the fa-
cility with written notification of the 
informal dispute resolution process. 

[59 FR 56238, Nov. 10, 1994, as amended at 76 
FR 15126, Mar. 18, 2011] 
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§ 488.332 Investigation of complaints 
of violations and monitoring of 
compliance. 

(a) Investigation of complaints. (1) The 
State survey agency must establish 
procedures and maintain adequate staff 
to investigate complaints of violations 
of participation requirements. 

(2) The State survey agency takes ap-
propriate precautions to protect a com-
plainant’s anonymity and privacy, if 
possible. 

(3) If arrangements have been made 
with other State components for inves-
tigation of complaints, the State must 
have a means of communicating infor-
mation among appropriate entities, 
and the State survey agency retains re-
sponsibility for the investigation proc-
ess. 

(4) If, after investigating a com-
plaint, the State has reason to believe 
that an identifiable individual ne-
glected or abused a resident, or mis-
appropriated a resident’s property, the 
State survey agency must act on the 
complaint in accordance with § 488.335. 

(b) On-site monitoring. The State sur-
vey agency conducts on-site moni-
toring on an as necessary basis when— 

(1) A facility is not in substantial 
compliance with the requirements and 
is in the process of correcting defi-
ciencies; 

(2) A facility has corrected defi-
ciencies and verification of continued 
substantial compliance is needed; or 

(3) The survey agency has reason to 
question the substantial compliance of 
the facility with a requirement of par-
ticipation. 

(c) Composition of the investigative 
team. A State may use a specialized 
team, which may include an attorney, 
auditor and appropriate health profes-
sionals, to identify, survey, gather and 
preserve evidence, and administer rem-
edies to noncompliant facilities. 

§ 488.334 Educational programs. 

A State must conduct periodic edu-
cational programs for the staff and 
residents (and their representatives) of 
SNFs and NFs in order to present cur-
rent regulations, procedures, and poli-
cies on the survey, certification and 
enforcement process under this subpart 
and subpart F of this part. 

§ 488.335 Action on complaints of resi-
dent neglect and abuse, and mis-
appropriation of resident property. 

(a) Investigation. (1) The State must 
review all allegations of resident ne-
glect and abuse, and misappropriation 
of resident property and follow proce-
dures specified in § 488.332. 

(2) If there is reason to believe, either 
through oral or written evidence that 
an individual used by a facility to pro-
vide services to residents could have 
abused or neglected a resident or mis-
appropriated a resident’s property, the 
State must investigate the allegation. 

(3) The State must have written pro-
cedures for the timely review and in-
vestigation of allegations of resident 
abuse and neglect, and misappropria-
tion of resident property. 

(b) Source of complaints. The State 
must review all allegations regardless 
of the source. 

(c) Notification—(1) Individuals to be 
notified. If the State makes a prelimi-
nary determination, based on oral or 
written evidence and its investigation, 
that the abuse, neglect or misappro-
priation of property occurred, it must 
notify in writing— 

(i) The individuals implicated in the 
investigation; and 

(ii) The current administrator of the 
facility in which the incident occurred. 

(2) Timing of the notice. The State 
must notify the individuals specified in 
paragraph (c)(1) of this section in writ-
ing within 10 working days of the 
State’s investigation. 

(3) Contents of the notice. The notice 
must include the— 

(i) Nature of the allegation(s); 
(ii) Date and time of the occurrence; 
(iii) Right to a hearing; 
(iv) Intent to report the substan-

tiated findings in writing, once the in-
dividual has had the opportunity for a 
hearing, to the nurse aide registry or 
appropriate licensure authority; 

(v) Fact that the individual’s failure 
to request a hearing in writing within 
30 days from the date of the notice will 
result in reporting the substantiated 
findings to the nurse aide registry or 
appropriate licensure authority. 

(vi) Consequences of waiving the 
right to a hearing; 

(vii) Consequences of a finding 
through the hearing process that the 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00471 Fmt 8010 Sfmt 8010 Q:\42\42V5.TXT ofr150 PsN: PC150



462 

42 CFR Ch. IV (10–1–13 Edition) § 488.400 

alleged resident abuse or neglect, or 
misappropriation of resident property 
did occur; and 

(viii) Fact that the individual has the 
right to be represented by an attorney 
at the individual’s own expense. 

(d) Conduct of hearing. (1) The State 
must complete the hearing and the 
hearing record within 120 days from the 
day it receives the request for a hear-
ing. 

(2) The State must hold the hearing 
at a reasonable place and time conven-
ient for the individual. 

(e) Factors beyond the individual’s con-
trol. A State must not make a finding 
that an individual has neglected a resi-
dent if the individual demonstrates 
that such neglect was caused by factors 
beyond the control of the individual. 

(f) Report of findings. If the finding is 
that the individual has neglected or 
abused a resident or misappropriated 
resident property or if the individual 
waives the right to a hearing, the State 
must report the findings in writing 
within 10 working days to— 

(1) The individual; 
(2) The current administrator of the 

facility in which the incident occurred; 
and 

(3) The administrator of the facility 
that currently employs the individual, 
if different than the facility in which 
the incident occurred; 

(4) The licensing authority for indi-
viduals used by the facility other than 
nurse aides, if applicable; and 

(5) The nurse aide registry for nurse 
aides. Only the State survey agency 
may report the findings to the nurse 
aide registry, and this must be done 
within 10 working days of the findings, 
in accordance with § 483.156(c) of this 
chapter. The State survey agency may 
not delegate this responsibility. 

(g) Contents and retention of report of 
finding to the nurse aide registry. (1) The 
report of finding must include informa-
tion in accordance with § 483.156(c) of 
this chapter. 

(2) The survey agency must retain 
the information as specified in para-
graph (g)(1) of this section, in accord-
ance with the procedures specified in 
§ 483.156(c) of this chapter. 

(h) Survey agency responsibility. (1) 
The survey agency must promptly re-
view the results of all complaint inves-

tigations and determine whether or not 
a facility has violated any require-
ments in part 483, subpart B of this 
chapter. 

(2) If a facility is not in substantial 
compliance with the requirements in 
part 483, subpart B of this chapter, the 
survey agency initiates appropriate ac-
tions, as specified in subpart F of this 
part. 

[59 FR 56238, Nov. 10, 1994; 60 FR 50118, Sept. 
28, 1995] 

Subpart F—Enforcement of Com-
pliance for Long-Term Care 
Facilities with Deficiencies 

SOURCE: 59 FR 56243, Nov. 10, 1994, unless 
otherwise noted. 

§ 488.400 Statutory basis. 

Sections 1819(h) and 1919(h) of the Act 
specify remedies that may be used by 
the Secretary or the State respectively 
when a SNF or a NF is not in substan-
tial compliance with the requirements 
for participation in the Medicare and 
Medicaid programs. These sections also 
provide for ensuring prompt compli-
ance and specify that these remedies 
are in addition to any other available 
under State or Federal law, and, ex-
cept, for civil money penalties imposed 
on NFs-only by the State, are imposed 
prior to the conduct of a hearing. 

[76 FR 15126, Mar. 18, 2011] 

§ 488.401 Definitions. 

As used in this subpart— 
New admission means a resident who 

is admitted to the facility on or after 
the effective date of a denial of pay-
ment remedy and, if previously admit-
ted, has been discharged before that ef-
fective date. Residents admitted before 
the effective date of the denial of pay-
ment, and taking temporary leave, are 
not considered new admissions, nor 
subject to the denial of payment. 

Plan of correction means a plan devel-
oped by the facility and approved by 
CMS or the survey agency that de-
scribes the actions the facility will 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00472 Fmt 8010 Sfmt 8010 Q:\42\42V5.TXT ofr150 PsN: PC150



463 

Centers for Medicare & Medicaid Services, HHS § 488.404 

take to correct deficiencies and speci-
fies the date by which those defi-
ciencies will be corrected. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50118, Sept. 
28, 1995] 

§ 488.402 General provisions. 
(a) Purpose of remedies. The purpose of 

remedies is to ensure prompt compli-
ance with program requirements. 

(b) Basis for imposition and duration of 
remedies. When CMS or the State choos-
es to apply one or more remedies speci-
fied in § 488.406, the remedies are ap-
plied on the basis of noncompliance 
found during surveys conducted by 
CMS or by the survey agency. 

(c) Number of remedies. CMS or the 
State may apply one or more remedies 
for each deficiency constituting non-
compliance or for all deficiencies con-
stituting noncompliance. 

(d) Plan of correction requirement. (1) 
Except as specified in paragraph (d)(2) 
of this section, regardless of which 
remedy is applied, each facility that 
has deficiencies with respect to pro-
gram requirements must submit a plan 
of correction for approval by CMS or 
the survey agency. 

(2) Isolated deficiencies. A facility is 
not required to submit a plan of correc-
tion when it has deficiencies that are 
isolated and have a potential for mini-
mal harm, but no actual harm has oc-
curred. 

(e) Disagreement regarding remedies. If 
the State and CMS disagree on the de-
cision to impose a remedy, the dis-
agreement is resolved in accordance 
with § 488.452. 

(f) Notification requirements—(1) Ex-
cept when the State is taking action 
against a non-State operated NF, CMS 
or the State (as authorized by CMS) 
gives the provider notice of the rem-
edy, including the— 

(i) Nature of the noncompliance; 
(ii) Which remedy is imposed; 
(iii) Effective date of the remedy; and 
(iv) Right to appeal the determina-

tion leading to the remedy. 
(2) When a State is taking action 

against a non-State operated NF, the 
State’s notice must include the same 
information required by CMS in para-
graph (f)(1) of this section. 

(3) Immediate jeopardy—2 day notice. 
Except for civil money penalties and 

State monitoring imposed when there 
is immediate jeopardy, for all remedies 
specified in § 488.406 imposed when 
there is immediate jeopardy, the notice 
must be given at least 2 calendar days 
before the effective date of the enforce-
ment action. 

(4) No immediate jeopardy—15 day no-
tice. Except for civil money penalties 
and State monitoring, notice must be 
given at least 15 calendar days before 
the effective date of the enforcement 
action in situations in which there is 
no immediate jeopardy. 

(5) Date of enforcement action. The 2- 
and 15-day notice periods begin when 
the facility receives the notice. 

(6) Civil money penalties. For civil 
money penalties, the notices must be 
given in accordance with the provisions 
of §§ 488.434 and 488.440. 

(7) State monitoring. For State moni-
toring, no prior notice is required. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50118, Sept. 
28, 1995, as amended at 64 FR 13360, Mar. 18, 
1999] 

§ 488.404 Factors to be considered in 
selecting remedies. 

(a) Initial assessment. In order to se-
lect the appropriate remedy, if any, to 
apply to a facility with deficiencies, 
CMS and the State determine the seri-
ousness of the deficiencies. 

(b) Determining seriousness of defi-
ciencies. To determine the seriousness 
of the deficiency, CMS considers and 
the State must consider at least the 
following factors: 

(1) Whether a facility’s deficiencies 
constitute— 

(i) No actual harm with a potential 
for minimal harm; 

(ii) No actual harm with a potential 
for more than minimal harm, but not 
immediate jeopardy; 

(iii) Actual harm that is not imme-
diate jeopardy; or 

(iv) Immediate jeopardy to resident 
health or safety. 

(2) Whether the deficiencies— 
(i) Are isolated; 
(ii) Constitute a pattern; or 
(iii) Are widespread. 
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(c) Other factors which may be consid-
ered in choosing a remedy within a rem-
edy category. Following the initial as-
sessment, CMS and the State may con-
sider other factors, which may include, 
but are not limited to the following: 

(1) The relationship of the one defi-
ciency to other deficiencies resulting 
in noncompliance. 

(2) The facility’s prior history of non-
compliance in general and specifically 
with reference to the cited deficiencies. 

§ 488.406 Available remedies. 
(a) General. In addition to the remedy 

of termination of the provider agree-
ment, the following remedies are avail-
able: 

(1) Temporary management. 
(2) Denial of payment including— 
(i) Denial of payment for all individ-

uals, imposed by CMS, to a— 
(A) Skilled nursing facility, for Medi-

care; 
(B) State, for Medicaid; or 
(ii) Denial of payment for all new ad-

missions. 
(3) Civil money penalties. 
(4) State monitoring. 
(5) Transfer of residents. 
(6) Closure of the facility and trans-

fer of residents. 
(7) Directed plan of correction. 
(8) Directed in-service training. 
(9) Alternative or additional State 

remedies approved by CMS. 
(b) Remedies that must be established. 

At a minimum, and in addition to ter-
mination of the provider agreement, 
the State must establish the following 
remedies or approved alternatives to 
the following remedies: 

(1) Temporary management. 
(2) Denial of payment for new admis-

sions. 
(3) Civil money penalties. 
(4) Transfer of residents. 
(5) Closure of the facility and trans-

fer of residents. 
(6) State monitoring. 
(c) State plan requirement. If a State 

wishes to use remedies for noncompli-
ance that are either additional or al-
ternative to those specified in para-
graphs (a) or (b) of this section, it 
must— 

(1) Specify those remedies in the 
State plan; and 

(2) Demonstrate to CMS’s satisfac-
tion that those remedies are as effec-
tive as the remedies listed in paragraph 
(a) of this section, for deterring non-
compliance and correcting deficiencies. 

(d) State remedies in dually partici-
pating facilities. If the State’s remedy is 
unique to the State plan and has been 
approved by CMS, then that remedy, as 
imposed by the State under its Med-
icaid authority, may be imposed by 
CMS against the Medicare provider 
agreement of a dually participating fa-
cility. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50118, Sept. 
28, 1995] 

§ 488.408 Selection of remedies. 
(a) Categories of remedies. In this sec-

tion, the remedies specified in 
§ 488.406(a) are grouped into categories 
and applied to deficiencies according to 
how serious the noncompliance is. 

(b) Application of remedies. After con-
sidering the factors specified in 
§ 488.404, as applicable, if CMS and the 
State choose to impose remedies, as 
provided in paragraphs (c)(1), (d)(1) and 
(e)(1) of this section, for facility non-
compliance, instead of, or in addition 
to, termination of the provider agree-
ment, CMS does and the State must 
follow the criteria set forth in para-
graphs (c)(2), (d)(2), and (e)(2) of this 
section, as applicable. 

(c) Category 1. (1) Category 1 remedies 
include the following: 

(i) Directed plan of correction. 
(ii) State monitoring. 
(iii) Directed in-service training. 
(2) CMS does or the State must apply 

one or more of the remedies in Cat-
egory 1 when there— 

(i) Are isolated deficiencies that con-
stitute no actual harm with a potential 
for more than minimal harm but not 
immediate jeopardy; or 

(ii) Is a pattern of deficiencies that 
constitutes no actual harm with a po-
tential for more than minimal harm 
but not immediate jeopardy. 

(3) Except when the facility is in sub-
stantial compliance, CMS or the State 
may apply one or more of the remedies 
in Category 1 to any deficiency. 

(d) Category 2. (1) Category 2 remedies 
include the following: 

(i) Denial of payment for new admis-
sions. 
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(ii) Denial of payment for all individ-
uals imposed only by CMS. 

(iii) Civil money penalties of $50–3,000 
per day. 

(iv) Civil money penalty of $1,000- 
$10,000 per instance of noncompliance. 

(2) CMS applies one or more of the 
remedies in Category 2, or, except for 
denial of payment for all individuals, 
the State must apply one or more of 
the remedies in Category 2 when there 
are— 

(i) Widespread deficiencies that con-
stitute no actual harm with a potential 
for more than minimal harm but not 
immediate jeopardy; or 

(ii) One or more deficiencies that 
constitute actual harm that is not im-
mediate jeopardy. 

(3) CMS or the State may apply one 
or more of the remedies in Category 2 
to any deficiency except when— 

(i) The facility is in substantial com-
pliance; or 

(ii) CMS or the State imposes a civil 
money penalty for a deficiency that 
constitutes immediate jeopardy, the 
penalty must be in the upper range of 
penalty amounts, as specified in 
§ 488.438(a). 

(e) Category 3. (1) Category 3 remedies 
include the following: 

(i) Temporary management. 
(ii) Immediate termination. 
(iii) Civil money penalties of $3,050– 

$10,000 per day. 
(iv) Civil money penalty of $1,000– 

$10,000 per instance of noncompliance. 
(2) When there are one or more defi-

ciencies that constitute immediate 
jeopardy to resident health or safety— 

(i) CMS does and the State must do 
one or both of the following: 

(A) Impose temporary management; 
or 

(B) Terminate the provider agree-
ment; 

(ii) CMS and the State may impose a 
civil money penalty of $3,050–$10,000 per 
day or $1,000–$10,000 per instance of 
noncompliance, in addition to impos-
ing the remedies specified in paragraph 
(e)(2)(i) of this section. 

(3) When there are widespread defi-
ciencies that constitute actual harm 
that is not immediate jeopardy, CMS 
and the State may impose temporary 
management, in addition to Category 2 
remedies. 

(f) Plan of correction. (1) Except as 
specified in paragraph (f)(2) of this sec-
tion, each facility that has a deficiency 
with regard to a requirement for long 
term care facilities must submit a plan 
of correction for approval by CMS or 
the State, regardless of— 

(i) Which remedies are imposed; or 
(ii) The seriousness of the defi-

ciencies. 
(2) When there are only isolated defi-

ciencies that CMS or the State deter-
mines constitute no actual harm with 
a potential for minimal harm, the fa-
cility need not submit a plan of correc-
tion. 

(g) Appeal of a certification of non-
compliance. (1) A facility may appeal a 
certification of noncompliance leading 
to an enforcement remedy. 

(2) A facility may not appeal the 
choice of remedy, including the factors 
considered by CMS or the State in se-
lecting the remedy, specified in 
§ 488.404. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50118, Sept. 
28, 1995, as amended at 64 FR 13360, Mar. 18, 
1999] 

§ 488.410 Action when there is imme-
diate jeopardy. 

(a) If there is immediate jeopardy to 
resident health or safety, the State 
must (and CMS does) either terminate 
the provider agreement within 23 cal-
endar days of the last date of the sur-
vey or appoint a temporary manager to 
remove the immediate jeopardy. The 
rules for appointment of a temporary 
manager in an immediate jeopardy sit-
uation are as follows: 

(1) CMS does and the State must no-
tify the facility that a temporary man-
ager is being appointed. 

(2) If the facility fails to relinquish 
control to the temporary manager, 
CMS does and the State must termi-
nate the provider agreement within 23 
calendar days of the last day of the 
survey, if the immediate jeopardy is 
not removed. In these cases, State 
monitoring may be imposed pending 
termination. 

(3) If the facility relinquishes control 
to the temporary manager, the State 
must (and CMS does) notify the facility 
that, unless it removes the immediate 
jeopardy, its provider agreement will 
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be terminated within 23 calendar days 
of the last day of the survey. 

(4) CMS does and the State must ter-
minate the provider agreement within 
23 calendar days of the last day of sur-
vey if the immediate jeopardy has not 
been removed. 

(b) CMS or the State may also im-
pose other remedies, as appropriate. 

(c)(1) In a NF or dually participating 
facility, if either CMS or the State 
finds that a facility’s noncompliance 
poses immediate jeopardy to resident 
health or safety, CMS or the State 
must notify the other of such a finding. 

(2) CMS will or the State must do one 
or both of the following: 

(i) Take immediate action to remove 
the jeopardy and correct the non-
compliance through temporary man-
agement. 

(ii) Terminate the facility’s partici-
pation under the State plan. If this is 
done, CMS will also terminate the fa-
cility’s participation in Medicare if it 
is a dually participating facility. 

(d) The State must provide for the 
safe and orderly transfer of residents 
when the facility is terminated. 

(e) If the immediate jeopardy is also 
substandard quality of care, the State 
survey agency must notify attending 
physicians and the State board respon-
sible for licensing the facility adminis-
trator of the finding of substandard 
quality of care, as specified in 
§ 488.325(h). 

[59 FR 56243, Nov. 10, 1994; 60 FR 50118, Sept. 
28, 1995] 

§ 488.412 Action when there is no im-
mediate jeopardy. 

(a) If a facility’s deficiencies do not 
pose immediate jeopardy to residents’ 
health or safety, and the facility is not 
in substantial compliance, CMS or the 
State may terminate the facility’s pro-
vider agreement or may allow the fa-
cility to continue to participate for no 
longer than 6 months from the last day 
of the survey if— 

(1) The State survey agency finds 
that it is more appropriate to impose 
alternative remedies than to terminate 
the facility’s provider agreement; 

(2) The State has submitted a plan 
and timetable for corrective action ap-
proved by CMS; and 

(3) The facility in the case of a Medi-
care SNF or the State in the case of a 
Medicaid NF agrees to repay to the 
Federal government payments received 
after the last day of the survey that 
first identified the deficiencies if cor-
rective action is not taken in accord-
ance with the approved plan of correc-
tion. 

(b) If a facility does not meet the cri-
teria for continuation of payment 
under paragraph (a) of this section, 
CMS will and the State must terminate 
the facility’s provider agreement. 

(c) CMS does and the State must 
deny payment for new admissions when 
a facility is not in substantial compli-
ance 3 months after the last day of the 
survey. 

(d) CMS terminates the provider 
agreement for SNFs and NFs, and stops 
FFP to a State for a NF for which par-
ticipation was continued under para-
graph (a) of this section, if the facility 
is not in substantial compliance within 
6 months of the last day of the survey. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50118, Sept. 
28, 1995] 

§ 488.414 Action when there is re-
peated substandard quality of care. 

(a) General. If a facility has been 
found to have provided substandard 
quality of care on the last three con-
secutive standard surveys, as defined in 
§ 488.305, regardless of other remedies 
provided— 

(1) CMS imposes denial of payment 
for all new admissions, as specified in 
§ 488.417, or denial of all payments, as 
specified in § 488.418; 

(2) The State must impose denial of 
payment for all new admissions, as 
specified in § 488.417; and 

(3) CMS does and the State survey 
agency must impose State monitoring, 
as specified in § 488.422, until the facil-
ity has demonstrated to the satisfac-
tion of CMS or the State, that it is in 
substantial compliance with all re-
quirements and will remain in substan-
tial compliance with all requirements. 

(b) Repeated noncompliance. For pur-
poses of this section, repeated non-
compliance is based on the repeated 
finding of substandard quality of care 
and not on the basis that the substance 
of the deficiency or the exact tag num-
ber for the deficiency was repeated. 
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(c) Standard surveys to which this pro-
vision applies. Standard surveys com-
pleted by the State survey agency on 
or after October 1, 1990, are used to de-
termine whether the threshold of three 
consecutive standard surveys is met. 

(d) Program participation. (1) The de-
termination that a certified facility 
has repeated instances of substandard 
quality of care is made without regard 
to any variances in the facility’s pro-
gram participation (that is, any stand-
ard survey completed for Medicare, 
Medicaid or both programs will be con-
sidered). 

(2) Termination would allow the 
count of repeated substandard quality 
of care surveys to start over. 

(3) Change of ownership. (i) A facility 
may not avoid a remedy on the basis 
that it underwent a change of owner-
ship. 

(ii) In a facility that has undergone a 
change of ownership, CMS does not and 
the State may not restart the count of 
repeated substandard quality of care 
surveys unless the new owner can dem-
onstrate to the satisfaction of CMS or 
the State that the poor past perform-
ance no longer is a factor due to the 
change in ownership. 

(e) Facility alleges corrections or 
achieves compliance after repeated sub-
standard quality of care is identified. (1) 
If a penalty is imposed for repeated 
substandard quality of care, it will con-
tinue until the facility has dem-
onstrated to the satisfaction of CMS or 
the State that it is in substantial com-
pliance with the requirements and that 
it will remain in substantial compli-
ance with the requirements for a period 
of time specified by CMS or the State. 

(2) A facility will not avoid the impo-
sition of remedies or the obligation to 
demonstrate that it will remain in 
compliance when it— 

(i) Alleges correction of the defi-
ciencies cited in the most recent stand-
ard survey; or 

(ii) Achieves compliance before the 
effective date of the remedies. 

§ 488.415 Temporary management. 
(a) Definition. Temporary manage-

ment means the temporary appoint-
ment by CMS or the State of a sub-
stitute facility manager or adminis-
trator with authority to hire, termi-

nate or reassign staff, obligate facility 
funds, alter facility procedures, and 
manage the facility to correct defi-
ciencies identified in the facility’s op-
eration. 

(b) Qualifications. The temporary 
manager must— 

(1) Be qualified to oversee correction 
of deficiencies on the basis of experi-
ence and education, as determined by 
the State; 

(2) Not have been found guilty of mis-
conduct by any licensing board or pro-
fessional society in any State; 

(3) Have, or a member of his or her 
immediate family have, no financial 
ownership interest in the facility; and 

(4) Not currently serve or, within the 
past 2 years, have served as a member 
of the staff of the facility. 

(c) Payment of salary. The temporary 
manager’s salary— 

(1) Is paid directly by the facility 
while the temporary manager is as-
signed to that facility; and 

(2) Must be at least equivalent to the 
sum of the following— 

(i) The prevailing salary paid by pro-
viders for positions of this type in what 
the State considers to be the facility’s 
geographic area; 

(ii) Additional costs that would have 
reasonably been incurred by the pro-
vider if such person had been in an em-
ployment relationship; and 

(iii) Any other costs incurred by such 
a person in furnishing services under 
such an arrangement or as otherwise 
set by the State. 

(3) May exceed the amount specified 
in paragraph (c)(2) of this section if the 
State is otherwise unable to attract a 
qualified temporary manager. 

(d) Failure to relinquish authority to 
temporary management—(1) Termination 
of provider agreement. If a facility fails 
to relinquish authority to the tem-
porary manager as described in this 
section, CMS will or the State must 
terminate the provider agreement in 
accordance with § 488.456. 

(2) Failure to pay salary of temporary 
manager. A facility’s failure to pay the 
salary of the temporary manager is 
considered a failure to relinquish au-
thority to temporary management. 

(e) Duration of temporary management. 
Temporary management ends when the 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00477 Fmt 8010 Sfmt 8010 Q:\42\42V5.TXT ofr150 PsN: PC150



468 

42 CFR Ch. IV (10–1–13 Edition) § 488.417 

facility meets any of the conditions 
specified in § 488.454(c). 

§ 488.417 Denial of payment for all new 
admissions. 

(a) Optional denial of payment. Except 
as specified in paragraph (b) of this sec-
tion, CMS or the State may deny pay-
ment for all new admissions when a fa-
cility is not in substantial compliance 
with the requirements, as defined in 
§ 488.401, as follows: 

(1) Medicare facilities. In the case of 
Medicare facilities, CMS may deny 
payment to the facility. 

(2) Medicaid facilities. In the case of 
Medicaid facilities— 

(i) The State may deny payment to 
the facility; and 

(ii) CMS may deny payment to the 
State for all new Medicaid admissions 
to the facility. 

(b) Required denial of payment. CMS 
does or the State must deny payment 
for all new admissions when— 

(1) The facility is not in substantial 
compliance, as defined in § 488.401, 3 
months after the last day of the survey 
identifying the noncompliance; or 

(2) The State survey agency has cited 
a facility with substandard quality of 
care on the last three consecutive 
standard surveys. 

(c) Resumption of payments: Repeated 
instances of substandard quality of care. 
When a facility has repeated instances 
of substandard quality of care, pay-
ments to the facility or, under Med-
icaid, CMS payments to the State on 
behalf of the facility, resume on the 
date that— 

(1) The facility achieves substantial 
compliance as indicated by a revisit or 
written credible evidence acceptable to 
CMS (for all facilities except non-State 
operated NFs against which CMS is im-
posing no remedies) or the State (for 
non-State operated NFs against which 
CMS is imposing no remedies); and 

(2) CMS (for all facilities except non- 
State operated NFs against which CMS 
is imposing no remedies) or the State 
(for non-State operated NFs against 
which CMS is imposing no remedies) 
believes that the facility is capable of 
remaining in substantial compliance. 

(d) Resumption of payments: No re-
peated instances of substandard quality of 
care. When a facility does not have re-

peated instances of substandard qual-
ity of care, payments to the facility or, 
under Medicaid, CMS payments to the 
State on behalf of the facility, resume 
prospectively on the date that the fa-
cility achieves substantial compliance, 
as indicated by a revisit or written 
credible evidence acceptable to CMS 
(under Medicare) or the State (under 
Medicaid). 

(e) Restriction. No payments to a fa-
cility or, under Medicaid, CMS pay-
ments to the State on behalf of the fa-
cility, are made for the period between 
the date that the— 

(1) Denial of payment remedy is im-
posed; and 

(2) Facility achieves substantial com-
pliance, as determined by CMS or the 
State. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50119, Sept. 
28, 1995] 

§ 488.418 Secretarial authority to deny 
all payments. 

(a) CMS option to deny all payment. If 
a facility has not met a requirement, 
in addition to the authority to deny 
payment for all new admissions as 
specified in § 488.417, CMS may deny 
any further payment for all Medicare 
residents in the facility and to the 
State for all Medicaid residents in the 
facility. 

(b) Prospective resumption of payment. 
Except as provided in paragraphs (d) 
and (e) of this section, if the facility 
achieves substantial compliance, CMS 
resumes payment prospectively from 
the date that it verifies as the date 
that the facility achieved substantial 
compliance. 

(c) Restriction on payment after denial 
of payment is imposed. If payment to the 
facility or to the State resumes after 
denial of payment for all residents, no 
payment is made for the period be-
tween the date that— 

(1) Denial of payment was imposed; 
and 

(2) CMS verifies as the date that the 
facility achieved substantial compli-
ance. 

(d) Retroactive resumption of payment. 
Except when a facility has repeated in-
stances of substandard quality of care, 
as specified in paragraph (e) of this sec-
tion, when CMS or the State finds that 

VerDate Mar<15>2010 18:39 Nov 07, 2013 Jkt 229189 PO 00000 Frm 00478 Fmt 8010 Sfmt 8010 Q:\42\42V5.TXT ofr150 PsN: PC150



469 

Centers for Medicare & Medicaid Services, HHS § 488.426 

the facility was in substantial compli-
ance before the date of the revisit, or 
before CMS or the survey agency re-
ceived credible evidence of such com-
pliance, payment is resumed on the 
date that substantial compliance was 
achieved, as determined by CMS. 

(e) Resumption of payment—repeated 
instances of substandard care. When 
CMS denies payment for all Medicare 
residents for repeated instances of sub-
standard quality of care, payment is 
resumed when— 

(1) The facility achieved substantial 
compliance, as indicated by a revisit or 
written credible evidence acceptable to 
CMS; and 

(2) CMS believes that the facility will 
remain in substantial compliance. 

§ 488.422 State monitoring. 

(a) A State monitor— 
(1) Oversees the correction of defi-

ciencies specified by CMS or the State 
survey agency at the facility site and 
protects the facility’s residents from 
harm; 

(2) Is an employee or a contractor of 
the survey agency; 

(3) Is identified by the State as an ap-
propriate professional to monitor cited 
deficiencies; 

(4) Is not an employee of the facility; 
(5) Does not function as a consultant 

to the facility; and 
(6) Does not have an immediate fam-

ily member who is a resident of the fa-
cility to be monitored. 

(b) A State monitor must be used 
when a survey agency has cited a facil-
ity with substandard quality of care 
deficiencies on the last 3 consecutive 
standard surveys. 

(c) State monitoring is discontinued 
when— 

(1) The facility has demonstrated 
that it is in substantial compliance 
with the requirements, and, if imposed 
for repeated instances of substandard 
quality of care, will remain in compli-
ance for a period of time specified by 
CMS or the State; or 

(2) Termination procedures are com-
pleted. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50119, Sept. 
28, 1995] 

§ 488.424 Directed plan of correction. 

CMS, the State survey agency, or the 
temporary manager (with CMS or 
State approval) may develop a plan of 
correction and CMS, the State, or the 
temporary manager require a facility 
to take action within specified time-
frames. 

§ 488.425 Directed inservice training. 

(a) Required training. CMS or the 
State agency may require the staff of a 
facility to attend an inservice training 
program if— 

(1) The facility has a pattern of defi-
ciencies that indicate noncompliance; 
and 

(2) Education is likely to correct the 
deficiencies. 

(b) Action following training. After the 
staff has received inservice training, if 
the facility has not achieved substan-
tial compliance, CMS or the State may 
impose one or more other remedies 
specified in § 488.406. 

(c) Payment. The facility pays for di-
rected inservice training. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50119, Sept. 
28, 1995] 

§ 488.426 Transfer of residents, or clo-
sure of the facility and transfer of 
residents. 

(a) Transfer of residents, or closure of 
the facility and transfer of residents in an 
emergency. In an emergency, the State 
has the authority to— 

(1) Transfer Medicaid and Medicare 
residents to another facility; or 

(2) Close the facility and transfer the 
Medicaid and Medicare residents to an-
other facility. 

(b) Required transfer when a facility’s 
provider agreement is terminated. When 
the State or CMS terminates a facili-
ty’s provider agreement, the State will 
arrange for the safe and orderly trans-
fer of all Medicare and Medicaid resi-
dents to another facility, in accordance 
with § 483.75(r) of this chapter. 

(c) Required notifications when a facili-
ty’s provider agreement is terminated. 
When the State or CMS terminates a 
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facility’s provider agreement, CMS de-
termines the appropriate date for noti-
fication, in accordance with 
§ 483.75(r)(1)(ii) of this chapter. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50119, Sept. 
28, 1995, as amended at 76 FR 9511, Feb. 18, 
2011] 

§ 488.430 Civil money penalties: Basis 
for imposing penalty. 

(a) CMS or the State may impose a 
civil money penalty for either the 
number of days a facility is not in sub-
stantial compliance with one or more 
participation requirements or for each 
instance that a facility is not in sub-
stantial compliance, regardless of 
whether or not the deficiencies con-
stitute immediate jeopardy. 

(b) CMS or the State may impose a 
civil money penalty for the number of 
days of past noncompliance since the 
last standard survey, including the 
number of days of immediate jeopardy. 

[59 FR 56243, Nov. 10, 1994, as amended at 64 
FR 13360, Mar. 18, 1999] 

§ 488.431 Civil money penalties im-
posed by CMS and independent in-
formal dispute resolution: for SNFS, 
dually-participating SNF/NFs, and 
NF-only facilities. 

(a) Opportunity for independent review. 
CMS retains ultimate authority for the 
survey findings and imposition of civil 
money penalties, but provides an op-
portunity for independent informal dis-
pute resolution within 30 days of notice 
of imposition of a civil money penalty 
that will be placed in escrow in accord-
ance with paragraph (b) of this section. 
An independent informal dispute reso-
lution will— 

(1) Be completed within 60 days of fa-
cility’s request if an independent infor-
mal dispute resolution is timely re-
quested by the facility. 

(2) Generate a written record prior to 
the collection of the penalty. 

(3) Include notification to an in-
volved resident or resident representa-
tive, as well as the State’s long term 
care ombudsman, to provide oppor-
tunity for written comment. 

(4) Be approved by CMS and con-
ducted by the State under section 1864 
of the Act, or by an entity approved by 
the State and CMS, or by CMS or its 
agent in the case of surveys conducted 

only by federal surveyors where the 
State independent dispute resolution 
process is not used, and which has no 
conflict of interest, such as: 

(i) A component of an umbrella State 
agency provided that the component is 
organizationally separate from the 
State survey agency. 

(ii) An independent entity with a spe-
cific understanding of Medicare and 
Medicaid program requirements se-
lected by the State and approved by 
CMS. 

(5) Not include the survey findings 
that have already been the subject of 
an informal dispute resolution under 
§ 488.331 for the particular deficiency ci-
tations at issue in the independent 
process under § 488.431, unless the infor-
mal dispute resolution under § 488.331 
was completed prior to the imposition 
of the civil money penalty. 

(b) Collection and placement in escrow 
account. 

(1) For both per day and per instance 
civil money penalties, CMS may col-
lect and place the imposed civil money 
penalties in an escrow account on 
whichever of the following occurs first: 

(i) The date on which the inde-
pendent informal dispute resolution 
process is completed under paragraph 
(a) of this section. 

(ii) The date that is 90 days after the 
date of the notice of imposition of the 
penalty. 

(2) For collection and placement in 
escrow accounts of per day civil money 
penalties, CMS may collect the portion 
of the per day civil money penalty that 
has accrued up to the time of collec-
tion as specified in paragraph (b)(1) of 
this section. CMS may make additional 
collections periodically until the full 
amount is collected, except that the 
full balance must be collected once the 
facility achieves substantial compli-
ance or is terminated from the pro-
gram and CMS determines the final 
amount of the civil money penalty im-
posed. 

(3) CMS may provide for an escrow 
payment schedule that differs from the 
collection times of paragraph (1) of this 
subsection in any case in which CMS 
determines that more time is necessary 
for deposit of the total civil money 
penalty into an escrow account, not to 
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exceed 12 months, if CMS finds that im-
mediate payment would create sub-
stantial and undue financial hardship 
on the facility. 

(4) If the full civil money penalty is 
not placed in an escrow account within 
30 calendar days from the date the pro-
vider receives notice of collection, or 
within 30 calendar days of any due date 
established pursuant to a hardship 
finding under paragraph (b)(3), CMS 
may deduct the amount of the civil 
money penalty from any sum then or 
later owed by CMS or the State to the 
facility in accordance with § 488.442(c). 

(5) For any civil money penalties 
that are not collected and placed into 
an escrow account under this section, 
CMS will collect such civil money pen-
alties in the same manner as the State 
in accordance with § 488.432. 

(c) Maintenance of escrowed funds. 
CMS will maintain collected civil 
money penalties in an escrow account 
pending the resolution of any adminis-
trative appeal of the deficiency find-
ings that comprise the basis for the 
civil monetary penalty imposition. 
CMS will retain the escrowed funds on 
an on-going basis and, upon a final ad-
ministrative decision, will either re-
turn applicable funds in accordance 
with paragraph (d)(2) of this section or, 
in the case of an unsuccessful adminis-
trative appeal, will periodically dis-
burse the funds to States or other enti-
ties in accordance with § 488.433. 

(d) When a facility requests a hearing. 
(1) A facility must request a hearing on 
the determination of the noncompli-
ance that is the basis for imposition of 
the civil money penalty as specified in 
§ 498.40 of this chapter. 

(2) If the administrative law judge re-
verses deficiency findings that com-
prise the basis of a civil money penalty 
in whole or in part, the escrowed 
amounts continue to be held pending 
expiration of the time for CMS to ap-
peal the decision or, where CMS does 
appeal, a Departmental Appeals Board 
decision affirming the reversal of the 
pertinent deficiency findings. Any col-
lected civil money penalty amount 
owed to the facility based on a final ad-
ministrative decision will be returned 
to the facility with applicable interest 

as specified in section 1878(f)(2) of the 
Act. 

[76 FR 15126, Mar. 18, 2011] 

§ 488.432 Civil money penalties im-
posed by the State: NF-only. 

(a) When a facility requests a hearing. 
(1) When the State imposes a civil 
money penalty against a non-State op-
erated NF that is not subject to impo-
sition of remedies by CMS, the facility 
must request a hearing on the deter-
mination of noncompliance that is the 
basis for imposition of the civil money 
penalty within the time specified in 
§ 431.153 of this chapter. 

(2)(i) If a facility requests a hearing 
within the time frame specified in 
paragraph (a)(1) of this section, for a 
civil money penalty imposed per day, 
the State initiates collection of the 
penalty when there is a final adminis-
trative decision that upholds the 
State’s determination of noncompli-
ance after the facility achieves sub-
stantial compliance or is terminated. 

(ii) If a facility requests a hearing for 
a civil money penalty imposed per in-
stance of noncompliance within the 
time specified in paragraph (a)(1) of 
this section, the State initiates collec-
tion of the penalty when there is a 
final administrative decision that up-
holds the State’s determination of non-
compliance. 

(b) When a facility does not request a 
hearing for a civil money penalty im-
posed per day. (1) If a facility does not 
request a hearing in accordance with 
paragraph (a) of this section, the State 
initiates collection of the penalty when 
the facility— 

(i) Achieves substantial compliance; 
or 

(ii) Is terminated. 
(2) When a facility does not request a 

hearing for a civil money penalty imposed 
per instance of noncompliance. If a facil-
ity does not request a hearing in ac-
cordance with paragraph (a) of this sec-
tion, the State initiates collection of 
the penalty when the time frame for 
requesting a hearing expires. 

(c) When a facility waives a hearing. 
(1) If a facility waives, in writing, its 
right to a hearing as specified in 
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§ 488.436, for a civil money penalty im-
posed per day, the State initiates col-
lection of the penalty when the facil-
ity— 

(i) Achieves substantial compliance; 
or (ii) Is terminated. 

(2) If a facility waives, in writing, its 
right to a hearing as specified in 
§ 488.436, the State initiates collection 
of civil money penalty imposed per in-
stance of noncompliance upon receipt 
of the facility’s notification. 

(d) Accrual and computation of pen-
alties for a facility that— 

(1) Requests a hearing or does not re-
quest a hearing are specified in 
§ 488.440; 

(2) Waives its right to a hearing in 
writing, are specified in §§ 488.436(b) and 
488.440. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50119, Sept. 
28, 1995, as amended at 64 FR 13360, Mar. 18, 
1999; 76 FR 15127, Mar. 18, 2011] 

§ 488.433 Civil money penalties: Uses 
and approval of civil money pen-
alties imposed by CMS. 

Ten percent of the collected civil 
money penalty funds that are required 
to be held in escrow pursuant to 
§ 488.431 and that remain after a final 
administrative decision will be depos-
ited with the Department of the Treas-
ury in accordance with § 488.442(f). The 
remaining ninety percent of the col-
lected civil money penalty funds that 
are required to be held in escrow and 
that remain after a final administra-
tive decision may not be used for sur-
vey and certification operations but 
must be used entirely for activities 
that protect or improve the quality of 
care for residents. These activities 
must be approved by CMS and may in-
clude, but are not limited to: 

(a) Support and protection of resi-
dents of a facility that closes (volun-
tarily or involuntarily). 

(b) Time-limited expenses incurred in 
the process of relocating residents to 
home and community-based settings or 
another facility when a facility is 
closed (voluntarily or involuntarily) or 
downsized pursuant to an agreement 
with the State Medicaid agency. 

(c) Projects that support resident and 
family councils and other consumer in-
volvement in assuring quality care in 
facilities. 

(d) Facility improvement initiatives 
approved by CMS, such as joint train-
ing of facility staff and surveyors or 
technical assistance for facilities im-
plementing quality assurance and per-
formance improvement program, when 
such facilities have been cited by CMS 
for deficiencies in the applicable re-
quirements. 

(e) Development and maintenance of 
temporary management or receivership 
capability such as but not limited to, 
recruitment, training, retention or 
other system infrastructure expenses. 
However, as specified in § 488.415(c), a 
temporary manager’s salary must be 
paid by the facility. 

[76 FR 15127, Mar. 18, 2011] 

§ 488.434 Civil money penalties: Notice 
of penalty. 

(a) CMS notice of penalty. (1) CMS 
sends a written notice of the penalty to 
the facility for all facilities except 
non-State operated NFs when the State 
is imposing the penalty. 

(2) Content of notice. The notice that 
CMS sends includes— 

(i) The nature of the noncompliance; 
(ii) The statutory basis for the pen-

alty; 
(iii) The amount of penalty per day of 

noncompliance or the amount of the 
penalty per instance of noncompliance; 

(iv) Any factors specified in 
§ 488.438(f) that were considered when 
determining the amount of the pen-
alty; 

(v) The date of the instance of non-
compliance or the date on which the 
penalty begins to accrue; 

(vi) When the penalty stops accruing, 
if applicable; 

(vii) When the penalty is collected; 
and 

(viii) Instructions for responding to 
the notice, including a statement of 
the facility’s right to a hearing, and 
the implication of waiving a hearing, 
as provided in § 488.436. 

(b) State notice of penalty. (1) The 
State must notify the facility in ac-
cordance with State procedures for all 
non-State operated NFs when the State 
takes the action. 

(2) The State’s notice must— 
(i) Be in writing; and 
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(ii) Include, at a minimum, the infor-
mation specified in paragraph (a)(2) of 
this section. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50119, Sept. 
28, 1995, as amended at 64 FR 13360, Mar. 18, 
1999] 

§ 488.436 Civil money penalties: Waiv-
er of hearing, reduction of penalty 
amount. 

(a) Waiver of a hearing. The facility 
may waive the right to a hearing, in 
writing, within 60 days from the date of 
the notice imposing the civil money 
penalty. 

(b) Reduction of penalty amount. (1) If 
the facility waives its right to a hear-
ing in accordance with the procedures 
specified in paragraph (a) of this sec-
tion, CMS or the State reduces the 
civil money penalty by 35 percent, as 
long as the civil money penalty has not 
also been reduced by 50 percent under 
§ 488.438. 

(2) If the facility does not waive its 
right to a hearing in accordance with 
the procedures specified in paragraph 
(a) of this section, the civil money pen-
alty is not reduced by 35 percent. 

[59 FR 56243, Nov. 10, 1994; 62 FR 44221, Aug. 
20, 1997; 76 FR 15127, Mar. 18, 2011] 

§ 488.438 Civil money penalties: 
Amount of penalty. 

(a) Amount of penalty. (1) The pen-
alties are within the following ranges, 
set at $50 increments: 

(i) Upper range—$3,050–$10,000. Pen-
alties in the range of $3,050–$10,000 per 
day are imposed for deficiencies consti-
tuting immediate jeopardy, and as 
specified in paragraph (d)(2) of this sec-
tion. 

(ii) Lower range—$50–$3,000. Penalties 
in the range of $50–$3,000 per day are 
imposed for deficiencies that do not 
constitute immediate jeopardy, but ei-
ther caused actual harm, or caused no 
actual harm, but have the potential for 
more than minimal harm. 

(2) Per instance penalty. When pen-
alties are imposed for an instance of 
noncompliance, the penalties will be in 
the range of $1,000-$10,000 per instance. 

(b) Basis for penalty amount. The 
amount of penalty is based on CMS’s or 
the State’s assessment of factors listed 
in paragraph (f) of this section. 

(c) Decreased penalty amounts. (1) Ex-
cept as specified in paragraph (d)(2) of 
this section, if immediate jeopardy is 
removed, but the noncompliance con-
tinues, CMS or the State will shift the 
penalty amount imposed per day to the 
lower range. 

(2) When CMS determines that a 
SNF, dually-participating SNF/NF, or 
NF-only facility subject to a civil 
money penalty imposed by CMS self-re-
ports and promptly corrects the non-
compliance for which the civil money 
penalty was imposed, CMS will reduce 
the amount of the penalty by 50 per-
cent, provided that all of the following 
apply — 

(i) The facility self-reported the non-
compliance to CMS or the State before 
it was identified by CMS or the State 
and before it was reported to CMS or 
the State by means of a complaint 
lodged by a person other than an offi-
cial representative of the nursing 
home; 

(ii) Correction of the self-reported 
noncompliance occurred on whichever 
of the following occurs first: 

(A) 15 calendar days from the date of 
the circumstance or incident that later 
resulted in a finding of noncompliance; 
or 

(B) 10 calendar days from the date 
the civil money penalty was imposed; 

(iii) The facility waives its right to a 
hearing under § 488.436; 

(iv) The noncompliance that was self- 
reported and corrected did not con-
stitute a pattern of harm, widespread 
harm, immediate jeopardy, or result in 
the death of a resident; 

(v) The civil money penalty was not 
imposed for a repeated deficiency, as 
defined in paragraph (d)(3) of this sec-
tion, that was the basis of a civil 
money penalty that previously re-
ceived a reduction under this section; 
and 

(vi) The facility has met mandatory 
reporting requirements for the incident 
or circumstance upon which the civil 
money penalty is based, as required by 
Federal and State law. 

(3) Under no circumstances will a fa-
cility receive both the 50 percent civil 
money penalty reduction for self-re-
porting and correcting under this sec-
tion and the 35 percent civil money 
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penalty reduction for waiving its right 
to a hearing under § 488.436. 

(d) Increased penalty amounts. (1) Be-
fore a hearing requested in accordance 
with § 488.431(d) or § 488.432(a), CMS or 
the State may propose to increase the 
per day penalty amount for facility 
noncompliance which, after imposition 
of a lower level penalty amount, be-
comes sufficiently serious to pose im-
mediate jeopardy. 

(2) CMS does and the State must in-
crease the per day penalty amount for 
any repeated deficiencies for which a 
lower level penalty amount was pre-
viously imposed, regardless of whether 
the increased penalty amount would 
exceed the range otherwise reserved for 
nonimmediate jeopardy deficiencies. 

(3) Repeated deficiencies are defi-
ciencies in the same regulatory group-
ing of requirements found at the last 
survey, subsequently corrected, and 
found again at the next survey. 

(e) Review of the penalty. When an ad-
ministrative law judge or State hear-
ing officer (or higher administrative 
review authority) finds that the basis 
for imposing a civil money penalty ex-
ists, as specified in § 488.430, the admin-
istrative law judge or State hearing of-
ficer (or higher administrative review 
authority) may not— 

(1) Set a penalty of zero or reduce a 
penalty to zero; 

(2) Review the exercise of discretion 
by CMS or the State to impose a civil 
money penalty; and 

(3) Consider any factors in reviewing 
the amount of the penalty other than 
those specified in paragraph (f) of this 
section. 

(f) Factors affecting the amount of pen-
alty. In determining the amount of pen-
alty, CMS does or the State must take 
into account the following factors: 

(1) The facility’s history of non-
compliance, including repeated defi-
ciencies. 

(2) The facility’s financial condition. 
(3) The factors specified in § 488.404. 
(4) The facility’s degree of culpability. 

Culpability for purposes of this para-
graph includes, but is not limited to, 
neglect, indifference, or disregard for 
resident care, comfort or safety. The 
absence of culpability is not a miti-

gating circumstance in reducing the 
amount of the penalty. 

[59 FR 56243, Nov. 10, 1994, as amended at 64 
FR 13360, Mar. 18, 1999; 68 FR 46072, Aug. 4, 
2003; 76 FR 15127, Mar. 18, 2011] 

§ 488.440 Civil money penalties: Effec-
tive date and duration of penalty. 

(a)(1) The per day civil money pen-
alty may start accruing as early as the 
date that the facility was first out of 
compliance, as determined by CMS or 
the State. 

(2) A civil money penalty for each in-
stance of noncompliance is imposed in 
a specific amount for that particular 
deficiency . 

(b) The per day civil money penalty 
is computed and collectible, as speci-
fied in § 488.431, § 488.432, and § 488.442 for 
the number of days of noncompliance 
until the date the facility achieves sub-
stantial compliance, or, if applicable, 
the date of termination when — 

(1) The determination of noncompli-
ance is upheld after a final administra-
tive decision for NFs-only subject to 
civil money penalties imposed by the 
state or for civil money penalties im-
posed by CMS that are not collected 
and placed into an escrow account; 

(2) The facility waives its right to a 
hearing in accordance with § 488.436; or 

(3) The time for requesting a hearing 
has expired and CMS or the State has 
not received a hearing request from the 
facility. 

(c)(1) For NFs-only subject to civil 
money penalties imposed by the State 
and for civil money penalties imposed 
by CMS that may not be placed in an 
escrow account, the entire penalty, 
whether imposed on a per day or per in-
stance basis, is due and collectible as 
specified in the notice sent to the pro-
vider under paragraphs (d) and (e) of 
this section. 

(2) For SNFs, dually-participating 
SNF/NFs, or NFs subject to civil 
money penalties imposed by CMS, col-
lection is made in accordance with 
§ 488.431. 

(d)(1) When a civil money penalty is 
imposed on a per day basis and the fa-
cility achieves substantial compliance, 
CMS does or the State must send a sep-
arate notice to the facility containing 
the following information: 

(i) The amount of penalty per day. 
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(ii) The number of days involved. 
(iii) The total amount due. 
(iv) The due date of the penalty. 
(v) The rate of interest assessed on 

the unpaid balance beginning on the 
due date, as provided in § 488.442. 

(2) When a civil money penalty is im-
posed for an instance of noncompli-
ance, CMS does or the State must send 
a separate notice to the facility con-
taining the following information: 

(i) The amount of the penalty. 
(ii) The total amount due. 
(iii) The due date of the penalty. 
(iv) The rate of interest assessed on 

the unpaid balance beginning on the 
due date, as provided in § 488.442. 

(e) In the case of a facility for which 
the provider agreement has been termi-
nated and on which a civil money pen-
alty was imposed on a per day basis, 
CMS does or the State must send this 
penalty information after the— 

(1) Final administrative decision is 
made; 

(2) Facility has waived its right to a 
hearing in accordance with § 488.436; or 

(3) Time for requesting a hearing has 
expired and CMS or the state has not 
received a hearing request from the fa-
cility. 

(f) Accrual of penalties when there is no 
immediate jeopardy. (1) In the case of 
noncompliance that does not pose im-
mediate jeopardy, the daily accrual of 
per day civil money penalties is im-
posed for the days of noncompliance 
prior to the notice specified in § 488.434 
and an additional period of no longer 
than 6 months following the last day of 
the survey. 

(2) After the period specified in para-
graph (f)(1) of this section, if the facil-
ity has not achieved substantial com-
pliance, CMS terminates the provider 
agreement and the State may termi-
nate the provider agreement. 

(g)(1) In a case when per day civil 
money penalties are imposed, when a 
facility has deficiencies that pose im-
mediate jeopardy, CMS does or the 
State must terminate the provider 
agreement within 23 calendar days 
after the last day of the survey if the 
immediate jeopardy remains. 

(2) The accrual of the civil money 
penalty imposed on a per day basis 
stops on the day the provider agree-
ment is terminated. 

(h)(1) If an on-site revisit is necessary 
to confirm substantial compliance and 
the provider can supply documentation 
acceptable to CMS or the State agency 
that substantial compliance was 
achieved on a date preceding the re-
visit, penalties imposed on a per day 
basis only accrue until that date of 
correction for which there is written 
credible evidence. 

(2) If an on-site revisit is not nec-
essary to confirm substantial compli-
ance, penalties imposed on a per day 
basis only accrue until the date of cor-
rection for which CMS or the State re-
ceives and accepts written credible evi-
dence. 

[59 FR 56243, Nov. 10, 1994, as amended at 64 
FR 13361, Mar. 18, 1999; 76 FR 15128, Mar. 18, 
2011] 

§ 488.442 Civil money penalties: Due 
date for payment of penalty. 

(a) When payments are due for a civil 
money penalty. (1) Payment for a civil 
money penalty is due in accordance 
with § 488.431 of this chapter for CMS- 
imposed penalties and 15 days after the 
State initiates collection pursuant to 
§ 488.432 of this chapter for State-im-
posed penalties, except as provided in 
paragraphs (a)(2) and (3) of this section. 

(2) After a request to waive a hearing or 
when a hearing was not requested. Ex-
cept as provided for in § 488.431, a civil 
money penalty is due 15 days after re-
ceipt of a written request to waive a 
hearing in accordance with § 488.436 or 
15 days after the time period for re-
questing a hearing has expired and a 
hearing request was not received when: 

(i) The facility achieved substantial 
compliance before the hearing request 
was due; or 

(ii) The effective date of termination 
occurs before the hearing request was 
due. 

(3) After the effective date of termi-
nation. A civil money penalty payment 
is due 15 days after the effective date of 
termination, if that date is earlier than 
the date specified in paragraph (a)(1)of 
this section. 

(b) [Reserved] 
(c) Deduction of penalty from amount 

owed. The amount of the penalty, when 
determined, may be deducted from any 
sum then or later owing by CMS or the 
State to the facility. 
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(d) Interest—(1) Assessment. Interest is 
assessed on the unpaid balance of the 
penalty, beginning on the due date. 

(2) Medicare interest. Medicare rate of 
interest is the higher of— 

(i) The rate fixed by the Secretary of 
the Treasury after taking into consid-
eration private consumer rates of in-
terest prevailing on the date of the no-
tice of the penalty amount due (pub-
lished quarterly in the FEDERAL REG-
ISTER by HHS under 45 CFR 30.13(a)); or 

(ii) The current value of funds (pub-
lished annually in the FEDERAL REG-
ISTER by the Secretary of the Treasury, 
subject to quarterly revisions). 

(3) Medicaid interest. The interest rate 
for Medicaid is determined by the 
State. 

(e) Penalties collected by CMS. Civil 
money penalties and corresponding in-
terest collected by CMS from— 

(1) Medicare-participating facilities 
are deposited and disbursed in accord-
ance with § 488.433; and 

(2) Medicaid-participating facilities 
are returned to the State. 

(f) Collection from dually participating 
facilities. Civil money penalties col-
lected from dually participating facili-
ties are deposited and disbursed in ac-
cordance with § 488.433 and returned to 
the State in proportion commensurate 
with the relative proportions of Medi-
care and Medicaid beds at the facility 
actually in use by residents covered by 
the respective programs on the date 
the civil money penalty begins to ac-
crue. 

(g) Penalties collected by the State. 
Civil money penalties collected by the 
State must be applied to the protection 
of the health or property of residents of 
facilities that the State or CMS finds 
noncompliant, such as— 

(1) Payment for the cost of relocating 
residents to other facilities; 

(2) State costs related to the oper-
ation of a facility pending correction of 
deficiencies or closure; and 

(3) Reimbursement of residents for 
personal funds or property lost at a fa-
cility as a result of actions by the fa-
cility or by individuals used by the fa-
cility to provide services to residents. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50119, Sept. 
28, 1995, as amended at 64 FR 13361, Mar. 18, 
1999; 76 FR 15128, Mar. 18, 2011] 

§ 488.444 Civil money penalties: Settle-
ment of penalties. 

(a) CMS has authority to settle cases 
at any time prior to a final administra-
tive decision for Medicare-only SNFs, 
State-operated facilities, or other fa-
cilities for which CMS’s enforcement 
action prevails, in accordance with 
§ 488.330. 

(b) The State has the authority to 
settle cases at any time prior to the 
evidentiary hearing decision for all 
cases in which the State’s enforcement 
action prevails. 

§ 488.446 Administrator sanctions: 
long-term care facility closures. 

Any individual who is or was the ad-
ministrator of a facility and fails or 
failed to comply with the requirements 
at § 483.75(r) of this chapter— 

(a) Will be subject to a civil mone-
tary penalty as follows: 

(1) A minimum of $500 for the first of-
fense. 

(2) A minimum of $1,500 for the sec-
ond offense. 

(3) A minimum of $3,000 for the third 
and subsequent offenses. 

(b) May be subject to exclusion from 
participation in any Federal health 
care program (as defined in section 
1128B(f) of the Act); and 

(c) Will be subject to any other pen-
alties that may be prescribed by law. 

[76 FR 9511, Feb. 18, 2011] 

§ 488.450 Continuation of payments to 
a facility with deficiencies. 

(a) Criteria. (1) CMS may continue 
payments to a facility not in substan-
tial compliance for the periods speci-
fied in paragraph (c) of this section if 
the following criteria are met: 

(i) The State survey agency finds 
that it is more appropriate to impose 
alternative remedies than to terminate 
the facility; 

(ii) The State has submitted a plan 
and timetable for corrective action ap-
proved by CMS; and 

(iii) The facility, in the case of a 
Medicare SNF, or the State, in the case 
of a Medicaid NF, agrees to repay the 
Federal government payments received 
under this provision if corrective ac-
tion is not taken in accordance with 
the approved plan and timetable for 
corrective action. 
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(2) CMS or the State may terminate 
the SNF or NF agreement before the 
end of the correction period if the cri-
teria in paragraph (a)(1) of this section 
are not met. 

(b) Cessation of payments. If termi-
nation is not sought, either by itself or 
along with another remedy or rem-
edies, or any of the criteria set forth in 
paragraph (a)(1) of this section are not 
met or agreed to by either the facility 
or the State, the facility or State will 
receive no Medicare or Federal Med-
icaid payments, as applicable, from the 
last day of the survey. 

(c) Period of continued payments—(1) 
Non-compliance. If the conditions in 
paragraph (a)(1) of this section are met, 
CMS may continue payments to a 
Medicare facility or the State for a 
Medicaid facility with noncompliance 
that does not constitute immediate 
jeopardy for up to 6 months from the 
last day of the survey. 

(2) Facility closure. In the case of a fa-
cility closure, the Secretary may, as 
the Secretary determines appropriate, 
continue to make payments with re-
spect to residents of a long-term care 
facility that has submitted a notifica-
tion of closure during the period begin-
ning on the date such notification is 
submitted to CMS and ending on the 
date on which the residents are suc-
cessfully relocated. 

(d) Failure to achieve substantial com-
pliance. If the facility does not achieve 
substantial compliance by the end of 
the period specified in paragraph (c) of 
this section, 

(1) CMS will— 
(i) Terminate the provider agreement 

of the Medicare SNF in accordance 
with § 488.456; or 

(ii) Discontinue Federal funding to 
the SNF for Medicare; and 

(iii) Discontinue FFP to the State for 
the Medicaid NF. 

(2) The State may terminate the pro-
vider agreement for the NF. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50119, Sept. 
28, 1995, as amended at 76 FR 9511, Feb. 18, 
2011; 78 FR 16805, Mar. 19, 2013] 

§ 488.452 State and Federal disagree-
ments involving findings not in 
agreement in non-State operated 
NFs and dually participating facili-
ties when there is no immediate 
jeopardy. 

The following rules apply when CMS 
and the State disagree over findings of 
noncompliance or application of rem-
edies in a non-State operated NF or du-
ally participating facility: 

(a) Disagreement over whether facility 
has met requirements. (1) The State’s 
finding of noncompliance takes prece-
dence when— 

(i) CMS finds that a NF or a dually 
participating facility is in substantial 
compliance with the participation re-
quirements; and 

(ii) The State finds that a NF or du-
ally participating facility has not 
achieved substantial compliance. 

(2) CMS’s findings of noncompliance 
take precedence when— 

(i) CMS finds that a NF or a dually 
participating facility has not achieved 
substantial compliance; and 

(ii) The State finds that a NF or a du-
ally participating facility is in sub-
stantial compliance with the participa-
tion requirements. 

(3) When CMS’s survey findings take 
precedence, CMS may— 

(i) Impose any of the alternative 
remedies specified in § 488.406; 

(ii) Terminate the provider agree-
ment subject to the applicable condi-
tions of § 488.450; and 

(iii) Stop FFP to the State for a NF. 
(b) Disagreement over decision to termi-

nate. (1) CMS’s decision to terminate 
the participation of a facility takes 
precedence when— 

(i) Both CMS and the State find that 
the facility has not achieved substan-
tial compliance; and 

(ii) CMS, but not the State, finds 
that the facility’s participation should 
be terminated. CMS will permit con-
tinuation of payment during the period 
prior to the effective date of termi-
nation not to exceed 6 months, if the 
applicable conditions of § 488.450 are 
met. 

(2) The State’s decision to terminate 
a facility’s participation and the proce-
dures for appealing such termination, 
as specified in § 431.153(c) of this chap-
ter, takes precedence when— 
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(i) The State, but not CMS, finds that 
a NF’s participation should be termi-
nated; and 

(ii) The State’s effective date for the 
termination of the NF’s provider agree-
ment is no later than 6 months after 
the last day of survey. 

(c) Disagreement over timing of termi-
nation of facility. The State’s timing of 
termination takes precedence if it does 
not occur later than 6 months after the 
last day of the survey when both CMS 
and the State find that— 

(1) A facility is not in substantial 
compliance; and 

(2) The facility’s participation should 
be terminated. 

(d) Disagreement over remedies. (1) 
When CMS or the State, but not both, 
establishes one or more remedies, in 
addition to or as an alternative to ter-
mination, the additional or alternative 
remedies will also apply when— 

(i) Both CMS and the State find that 
a facility has not achieved substantial 
compliance; and 

(ii) Both CMS and the State find that 
no immediate jeopardy exists. 

(2) Overlap of remedies. When CMS and 
the State establish one or more rem-
edies, in addition to or as an alter-
native to termination, only the CMS 
remedies apply when both CMS and the 
State find that a facility has not 
achieved substantial compliance. 

(e) Regardless of whether CMS’s or 
the State’s decision controls, only one 
noncompliance and enforcement deci-
sion is applied to the Medicaid agree-
ment, and for a dually participating fa-
cility, that same decision will apply to 
the Medicare agreement. 

§ 488.454 Duration of remedies. 
(a) Except as specified in paragraphs 

(b) and (d) of this section, alternative 
remedies continue until— 

(1) The facility has achieved substan-
tial compliance, as determined by CMS 
or the State based upon a revisit or 
after an examination of credible writ-
ten evidence that it can verify without 
an on-site visit; or 

(2) CMS or the State terminates the 
provider agreement. 

(b) In the cases of State monitoring 
and denial of payment imposed for re-
peated substandard quality of care, 
remedies continue until— 

(1) CMS or the State determines that 
the facility has achieved substantial 
compliance and is capable of remaining 
in substantial compliance; or 

(2) CMS or the State terminates the 
provider agreement. 

(c) In the case of temporary manage-
ment, the remedy continues until— 

(1) CMS or the State determines that 
the facility has achieved substantial 
compliance and is capable of remaining 
in substantial compliance; 

(2) CMS or the State terminates the 
provider agreement; or 

(3) The facility which has not 
achieved substantial compliance re-
assumes management control. In this 
case, CMS or the State initiates termi-
nation of the provider agreement and 
may impose additional remedies. 

(d) In the case of a civil money pen-
alty imposed for an instance of non-
compliance, the remedy is the specific 
amount of the civil money penalty im-
posed for the particular deficiency. 

(e) If the facility can supply docu-
mentation acceptable to CMS or the 
State survey agency that it was in sub-
stantial compliance and was capable of 
remaining in substantial compliance, if 
necessary, on a date preceding that of 
the revisit, the remedies terminate on 
the date that CMS or the State can 
verify as the date that substantial 
compliance was achieved and the facil-
ity demonstrated that it could main-
tain substantial compliance, if nec-
essary. 

[59 FR 56243, Nov. 10, 1994; 60 FR 50119, Sept. 
28, 1995, as amended at 64 FR 13361, Mar. 18, 
1999] 

§ 488.456 Termination of provider 
agreement. 

(a) Effect of termination. Termination 
of the provider agreement ends— 

(1) Payment to the facility; and 
(2) Any alternative remedy. 
(b) Basis for termination. (1) CMS and 

the State may terminate a facility’s 
provider agreement if a facility— 

(i) Is not in substantial compliance 
with the requirements of participation, 
regardless of whether or not immediate 
jeopardy is present; or 

(ii) Fails to submit an acceptable 
plan of correction within the time-
frame specified by CMS or the State. 
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(2) CMS and the State terminate a fa-
cility’s provider agreement if a facil-
ity— 

(i) Fails to relinquish control to the 
temporary manager, if that remedy is 
imposed by CMS or the State; or 

(ii) Does not meet the eligibility cri-
teria for continuation of payment as 
set forth in § 488.412(a)(1). 

(c) Notice of termination. Before termi-
nating a provider agreement, CMS does 
and the State must notify the facility 
and the public— 

(1) At least 2 calendar days before the 
effective date of termination for a fa-
cility with immediate jeopardy defi-
ciencies; and 

(2) At least 15 calendar days before 
the effective date of termination for a 
facility with non-immediate jeopardy 
deficiencies that constitute noncompli-
ance. 

(d) Procedures for termination. (1) CMS 
terminates the provider agreement in 
accordance with procedures set forth in 
§ 489.53 of this chapter; and 

(2) The State must terminate the 
provider agreement of a NF in accord-
ance with procedures specified in parts 
431 and 442 of this chapter. 

Subpart G [Reserved] 

Subpart H—Termination of Medi-
care Coverage and Alter-
native Sanctions for End- 
Stage Renal Disease (ESRD) 
Facilities 

SOURCE: 73 FR 20475, Apr. 15, 2008, unless 
otherwise noted. 

§ 488.604 Termination of Medicare cov-
erage. 

(a) Except as otherwise provided in 
this subpart, failure of a supplier of 
ESRD services to meet one or more of 
the conditions for coverage set forth in 
part 494 of this chapter will result in 
termination of Medicare coverage of 
the services furnished by the supplier. 

(b) If termination of coverage is 
based solely on a supplier’s failure to 
participate in network activities and 
pursue network goals, as required at 
§ 494.180(i) of this chapter, coverage 
may be reinstated when CMS deter-
mines that the supplier is making rea-

sonable and appropriate efforts to meet 
that condition. 

(c) If termination of coverage is 
based on failure to meet any of the 
other conditions specified in part 494 of 
this chapter, coverage will not be rein-
stated until CMS finds that the reason 
for termination has been removed and 
there is reasonable assurance that it 
will not recur. 

§ 488.606 Alternative sanctions. 
(a) Basis for application of alternative 

sanctions. CMS may, as an alternative 
to termination of Medicare coverage, 
impose one of the sanctions specified in 
paragraph (b) of this section if CMS 
finds that— 

(1) The supplier fails to participate in 
the activities and pursue the goals of 
the ESRD network that is designated 
to encompass the supplier’s geographic 
area; and 

(2) This failure does not jeopardize 
patient health and safety. 

(b) Alternative sanctions. The alter-
native sanctions that CMS may apply 
in the circumstances specified in para-
graph (a) of this section include the fol-
lowing: 

(1) Denial of payment for services 
furnished to patients first accepted for 
care after the effective date of the 
sanction as specified in the sanction 
notice. 

(2) Reduction of payments, for all 
ESRD services furnished by the sup-
plier, by 20 percent for each 30-day pe-
riod after the effective date of the 
sanction. 

(3) Withholding of all payments, 
without interest, for all ESRD services 
furnished by the supplier to Medicare 
beneficiaries. 

(c) Duration of alternative sanction. An 
alternative sanction remains in effect 
until CMS finds that the supplier is in 
substantial compliance with the re-
quirement to cooperate in the network 
plans and goals, or terminates coverage 
of the supplier’s services for lack of 
compliance. 

§ 488.608 Notice of alternative sanction 
and appeal rights: Termination of 
coverage. 

(a) Notice of alternative sanction. CMS 
gives the supplier and the general pub-
lic notice of the alternative sanction 
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and of the effective date of the sanc-
tion. The effective date of the alter-
native sanction is at least 30 days after 
the date of the notice. 

(b) Appeal rights. Termination of 
Medicare coverage of a supplier’s 
ESRD services because the supplier no 
longer meets the conditions for cov-
erage of its services is an initial deter-
mination appealable under part 498 of 
this chapter. 

§ 488.610 Notice of appeal rights: Alter-
native sanctions. 

If CMS proposes to apply an alter-
native sanction specified in § 488.606(b), 
the following rules apply: 

(a) CMS gives the facility notice of 
the proposed alternative sanction and 
15 days in which to request a hearing. 

(b) If the facility requests a hearing, 
CMS provides an informal hearing by a 
CMS official who was not involved in 
making the appealed decision. 

(c) During the informal hearing, the 
facility— 

(1) May be represented by counsel; 
(2) Has access to the information on 

which the allegation was based; and 
(3) May present, orally or in writing, 

evidence and documentation to refute 
the finding of failure to participate in 
network activities and pursue network 
goals. 

(d) If the written decision of the in-
formal hearing supports application of 
the alternative sanction, CMS provides 
the facility and the public, at least 30 
days before the effective date of the al-
ternative sanction, a written notice 
that specifies the effective date and the 
reasons for the alternative sanction. 

Subpart I—Survey and Certifi-
cation of Home Health Agen-
cies 

SOURCE: 77 FR 67164, Nov. 8, 2012, unless 
otherwise noted. 

§ 488.700 Basis and scope. 
Section 1891 of the Act establishes re-

quirements for surveying HHAs to de-
termine whether they meet the Medi-
care conditions of participation. 

§ 488.705 Definitions. 
As used in this subpart— 

Abbreviated standard survey means a 
focused survey other than a standard 
survey that gathers information on an 
HHA’s compliance with fewer specific 
standards or conditions of participa-
tion. An abbreviated standard survey 
may be based on complaints received, a 
change of ownership or management, 
or other indicators of specific concern 
such as reapplication for Medicare bill-
ing privileges following a deactivation. 

Complaint survey means a survey that 
is conducted to investigate specific al-
legations of noncompliance. 

Condition-level deficiency means non-
compliance as described in § 488.24 of 
this part. 

Deficiency is a violation of the Act 
and regulations contained in part 484, 
subparts A through C of this chapter, is 
determined as part of a survey, and can 
be either standard or condition-level. 

Extended survey means a survey that 
reviews additional conditions of par-
ticipation not examined during a 
standard survey. It may be conducted 
at any time but must be conducted 
when substandard care is identified. 

Noncompliance means any deficiency 
found at the condition-level or stand-
ard-level. 

Partial extended survey means a sur-
vey conducted to determine if defi-
ciencies and/or deficient practice(s) 
exist that were not fully examined dur-
ing the standard survey. The surveyors 
may review any additional require-
ments which would assist in making a 
compliance finding. 

Standard-level deficiency means non-
compliance with one or more of the 
standards that make up each condition 
of participation for HHAs. 

Standard survey means a survey con-
ducted in which the surveyor reviews 
the HHA’s compliance with a select 
number of standards and/or conditions 
of participation in order to determine 
the quality of care and services fur-
nished by an HHA as measured by indi-
cators related to medical, nursing, and 
rehabilitative care. 

Substandard care means noncompli-
ance with one or more conditions of 
participation identified on a standard 
survey, including deficiencies which 
could result in actual or potential 
harm to patients of an HHA. 
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Substantial compliance means compli-
ance with all condition-level require-
ments, as determined by CMS or the 
State. 

§ 488.710 Standard surveys. 
(a) For each HHA, the survey agency 

must conduct a standard survey not 
later than 36 months after the date of 
the previous standard survey that in-
cludes, but is not limited to, all of the 
following (to the extent practicable): 

(1) A case-mix stratified sample of in-
dividuals furnished items or services by 
the HHA. 

(2) Visits to the homes of patients, 
(the purpose of the home visit is to 
evaluate the extent to which the qual-
ity and scope of services furnished by 
the HHA attained and maintained the 
highest practicable functional capacity 
of each patient as reflected in the pa-
tient’s written plan of care and clinical 
records), but only with their consent, 
and, if determined necessary by CMS or 
the survey team, other forms of com-
munication with patients including 
telephone calls. 

(3) Review of indicators that include 
the outcomes of quality care and serv-
ices furnished by the agency as indi-
cated by medical, nursing, and reha-
bilitative care. 

(4) Review of compliance with a se-
lect number of regulations most re-
lated to high-quality patient care. 

(b) The survey agency’s failure to fol-
low the procedures set forth in this sec-
tion will not invalidate otherwise le-
gitimate determinations that defi-
ciencies exist at an HHA. 

§ 488.715 Partial extended surveys. 
A partial extended survey is con-

ducted to determine if standard or con-
dition-level deficiencies are present in 
the conditions of participation not 
fully examined during the standard 
survey and there are indications that a 
more comprehensive review of condi-
tions of participation would determine 
if a deficient practice exists. 

§ 488.720 Extended surveys. 
(a) Purpose of survey. The purpose of 

an extended survey is: 
(1) To review and identify the poli-

cies and procedures that caused an 
HHA to furnish substandard care. 

(2) To determine whether the HHA is 
in compliance with one or more or all 
additional conditions of participation 
not examined during the standard sur-
vey. 

(b) Timing and basis for survey. An ex-
tended survey must be conducted not 
later than 14 calendar days after com-
pletion of a standard survey which 
found that a HHA was out of compli-
ance with a condition of participation. 

§ 488.725 Unannounced surveys. 
(a) Basic rule. All HHA surveys must 

be unannounced and conducted with 
procedures and scheduling that renders 
the onsite surveys as unpredictable in 
their timing as possible. 

(b) State survey agency’s scheduling 
and surveying procedures. CMS reviews 
each survey agency’s scheduling and 
surveying procedures and practices to 
assure that the survey agency has 
taken all reasonable steps to avoid giv-
ing notice of a survey through the 
scheduling procedures and conduct of 
the surveys. 

(c) Civil money penalties. Any indi-
vidual who notifies an HHA, or causes 
an HHA to be notified, of the time or 
date on which a standard survey is 
scheduled to be conducted is subject to 
a Federal civil money penalty not to 
exceed $2,000. 

§ 488.730 Survey frequency and con-
tent. 

(a) Basic period. Each HHA must be 
surveyed not later than 36 months after 
the last day of the previous standard 
survey. Additionally, a survey may be 
conducted as frequently as necessary 
to— 

(1) Assure the delivery of quality 
home health services by determining 
whether an HHA complies with the Act 
and conditions of participation; and 

(2) Confirm that the HHA has cor-
rected deficiencies that were pre-
viously cited. 

(b) Change in HHA information. A 
standard survey or an abbreviated 
standard survey may be conducted 
within 2 months of a change, or knowl-
edge of a change, in any of the fol-
lowing: 

(1) Ownership; 
(2) Administration; or, 
(3) Management of the HHA. 
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(c) Complaints. A standard survey, or 
abbreviated standard survey— 

(1) Must be conducted of an HHA 
within 2 months of when a significant 
number of complaints against the HHA 
are reported to CMS, the State, the 
State or local agency responsible for 
maintaining a toll-free hotline and in-
vestigative unit, or any other appro-
priate Federal, State, or local agency; 
or 

(2) As otherwise required to deter-
mine compliance with the conditions of 
participation such as the investigation 
of a complaint. 

§ 488.735 Surveyor qualifications. 

(a) Minimum qualifications. Surveys 
must be conducted by individuals who 
meet minimum qualifications pre-
scribed by CMS. In addition, before any 
State or Federal surveyor may serve on 
an HHA survey team (except as a train-
ee), he/she must have successfully com-
pleted the relevant CMS-sponsored 
Basic HHA Surveyor Training Course 
and any associated course pre-
requisites. All surveyors must follow 
the principles set forth in § 488.24 
through § 488.28 according to CMS poli-
cies and procedures for determining 
compliance with the conditions of par-
ticipation. 

(b) Disqualifications. Any of the fol-
lowing circumstances disqualifies a 
surveyor from surveying a particular 
agency: 

(1) The surveyor currently works for, 
or, within the past two years, has 
worked with the HHA to be surveyed 
as: 

(i) A direct employee; 
(ii) An employment agency staff at 

the agency; or 
(iii) An officer, consultant, or agent 

for the agency to be surveyed con-
cerning compliance with conditions of 
participation specified in or pursuant 
to sections 1861(o) or 1891(a) of the Act. 

(2) The surveyor has a financial in-
terest or an ownership interest in the 
HHA to be surveyed. 

(3) The surveyor has a family mem-
ber who has a relationship with the 
HHA to be surveyed. 

(4) The surveyor has an immediate 
family member who is a patient of the 
HHA to be surveyed. 

§ 488.740 Certification of compliance 
or noncompliance. 

Rules to be followed for certification, 
documentation of findings, periodic re-
view of compliance and approval, cer-
tification of noncompliance, and deter-
mining compliance of HHAs are set 
forth, respectively, in §§ 488.12, 488.18, 
488.20, 488.24, and 488.26 of this part. 

§ 488.745 Informal Dispute Resolution 
(IDR). 

(a) Opportunity to refute survey find-
ings. Upon the provider’s receipt of an 
official statement of deficiencies, 
HHAs are afforded the option to re-
quest an informal opportunity to dis-
pute condition-level survey findings. 

(b) Failure to conduct IDR timely. Fail-
ure of CMS or the State, as appro-
priate, to complete IDR shall not delay 
the effective date of any enforcement 
action. 

(c) Revised statement of deficiencies as 
a result of IDR. If any findings are re-
vised or removed by CMS or the State 
based on IDR, the official statement of 
deficiencies is revised accordingly and 
any enforcement actions imposed sole-
ly as a result of those cited deficiencies 
are adjusted accordingly. 

(d) Notification. When the survey find-
ings indicate a condition-level defi-
ciency, CMS or the State, as appro-
priate, must provide the agency with 
written notification of the opportunity 
for participating in an IDR process at 
the time the official statement of defi-
ciencies is issued. The request for IDR 
must be submitted in writing to the 
State or CMS, must include the spe-
cific deficiencies that are disputed, and 
must be made within the same 10 cal-
endar day period that the HHA has for 
submitting an acceptable plan of cor-
rection. 

Subpart J—Alternative Sanctions 
for Home Health Agencies 
With Deficiencies 

SOURCE: 77 FR 67165, Nov. 8, 2012, unless 
otherwise noted. 
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§ 488.800 Statutory basis. 
Section 1891(e) through (f) of the Act 

authorizes the Secretary to take ac-
tions to remove and correct defi-
ciencies in an HHA through an alter-
native sanction or termination or both. 
Furthermore, this section specifies 
that these sanctions are in addition to 
any others available under State or 
Federal law, and, except for the final 
determination of civil money penalties, 
are imposed prior to the conduct of a 
hearing. 

§ 488.805 Definitions. 
As used in this subpart— 
Directed plan of correction means CMS 

or the temporary manager (with CMS/ 
SA approval) may direct the HHA to 
take specific corrective action to 
achieve specific outcomes within spe-
cific timeframes. 

Immediate jeopardy means a situation 
in which the provider’s noncompliance 
with one or more requirements of par-
ticipation has caused, or is likely to 
cause serious injury, harm, impair-
ment, or death to a patient(s). 

New admission means an individual 
who becomes a patient or is readmitted 
to the HHA on or after the effective 
date of a suspension of payment sanc-
tion. 

Per instance means a single event of 
noncompliance identified and corrected 
through a survey, for which the statute 
authorizes CMS to impose a sanction. 

Plan of correction means a plan devel-
oped by the HHA and approved by CMS 
that is the HHA’s written response to 
survey findings detailing corrective ac-
tions to cited deficiencies and specifies 
the date by which those deficiencies 
will be corrected. 

Repeat deficiency means a condition- 
level citation that is cited on the cur-
rent survey and is substantially the 
same as or similar to, a finding of a 
standard-level or condition-level defi-
ciency citation cited on the most re-
cent previous standard survey or on 
any intervening survey since the most 
recent standard survey. 

Temporary management means the 
temporary appointment by CMS or by 
a CMS authorized agent, of a sub-
stitute manager or administrator based 
upon qualifications described in §§ 484.4 
and 484.14(c) of this chapter. The HHA’s 

governing body must ensure that the 
temporary manager has authority to 
hire, terminate or reassign staff, obli-
gate funds, alter procedures, and man-
age the HHA to correct deficiencies 
identified in the HHA’s operation. 

§ 488.810 General provisions. 

(a) Purpose of sanctions. The purpose 
of sanctions is to ensure prompt com-
pliance with program requirements in 
order to protect the health and safety 
of individuals under the care of an 
HHA. 

(b) Basis for imposition of sanctions. 
When CMS chooses to apply one or 
more sanctions specified in § 488.820, 
the sanctions are applied on the basis 
of noncompliance with one or more 
conditions of participation found 
through a survey and may be based on 
failure to correct previous deficiency 
findings as evidenced by repeat defi-
ciencies. 

(c) Number of sanctions. CMS may 
apply one or more sanctions for each 
deficiency constituting noncompliance 
or for all deficiencies constituting non-
compliance. 

(d) Extent of sanctions imposed. When 
CMS imposes a sanction, the sanction 
applies to the parent HHA and its re-
spective branch offices. 

(e) Plan of correction requirement. Re-
gardless of which sanction is applied, a 
non-compliant HHA must submit a 
plan of correction for approval by CMS. 

(f) Notification requirements—(1) No-
tice. CMS provides written notification 
to the HHA of the intent to impose the 
sanction. 

(2) Date of enforcement action. The no-
tice periods specified in § 488.825(b) and 
§ 488.830(b) begin the day after the HHA 
receives the notice. 

(g) Appeals. (1) The provisions of part 
498 of this chapter apply when the HHA 
requests a hearing on a determination 
of noncompliance leading to the impo-
sition of a sanction, including termi-
nation of the provider agreement. 

(2) A pending hearing does not delay 
the effective date of a sanction, includ-
ing termination, against an HHA. 
Sanctions continue to be in effect re-
gardless of the timing of any appeals 
proceedings. 
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§ 488.815 Factors to be considered in 
selecting sanctions. 

CMS bases its choice of sanction or 
sanctions on consideration of one or 
more factors that include, but are not 
limited to, the following: 

(a) The extent to which the defi-
ciencies pose immediate jeopardy to 
patient health and safety. 

(b) The nature, incidence, manner, 
degree, and duration of the deficiencies 
or noncompliance. 

(c) The presence of repeat defi-
ciencies, the HHA’s overall compliance 
history and any history of repeat defi-
ciencies at either the parent or branch 
location. 

(d) The extent to which the defi-
ciencies are directly related to a fail-
ure to provide quality patient care. 

(e) The extent to which the HHA is 
part of a larger organization with per-
formance problems. 

(f) An indication of any system-wide 
failure to provide quality care. 

§ 488.820 Available sanctions. 
In addition to termination of the pro-

vider agreement, the following alter-
native sanctions are available: 

(a) Civil money penalties. 
(b) Suspension of payment for all new 

admissions. 
(c) Temporary management of the 

HHA. 
(d) Directed plan of correction, as set 

out at § 488.850. 
(e) Directed in-service training, as 

set out at § 488.855. 

§ 488.825 Action when deficiencies 
pose immediate jeopardy. 

(a) Immediate jeopardy. If there is im-
mediate jeopardy to the HHA’s patient 
health or safety— 

(1) CMS immediately terminates the 
HHA provider agreement in accordance 
with § 489.53 of this chapter. 

(2) CMS terminates the HHA provider 
agreement no later than 23 days from 
the last day of the survey, if the imme-
diate jeopardy has not been removed by 
the HHA. 

(3) In addition to a termination, CMS 
may impose one or more alternative 
sanctions, as appropriate. 

(b) 2-day notice. Except for civil 
money penalties, for all sanctions spec-
ified in § 488.820 that are imposed when 

there is immediate jeopardy, notice 
must be given at least 2 calendar days 
before the effective date of the enforce-
ment action. 

(c) Transfer of care. An HHA, if its 
provider agreement terminated, is re-
sponsible for providing information, as-
sistance, and arrangements necessary 
for the proper and safe transfer of pa-
tients to another local HHA within 30 
days of termination. The State must 
assist the HHA in the safe and orderly 
transfer of care and services for the pa-
tients to another local HHA. 

§ 488.830 Action when deficiencies are 
at the condition-level but do not 
pose immediate jeopardy. 

(a) Noncompliance. If the HHA is no 
longer in compliance with the condi-
tions of participation, either because 
the deficiency or deficiencies substan-
tially limit the provider’s capacity to 
furnish adequate care but do not pose 
immediate jeopardy, have a condition- 
level deficiency or deficiencies that do 
not pose immediate jeopardy, or be-
cause the HHA has repeat noncompli-
ance that results in a condition-level 
deficiency based on the HHA’s failure 
to correct and sustain compliance, 
CMS will: 

(1) Terminate the HHA’s provider 
agreement; or 

(2) Impose one or more alternative 
sanctions set forth in § 488.820(a) 
through (f) of this part as an alter-
native to termination, for a period not 
to exceed 6 months. 

(b) 15-day notice. Except for civil 
money penalties, for all sanctions spec-
ified in § 488.820 imposed when there is 
no immediate jeopardy, notice must be 
given at least 15 calendar days before 
the effective date of the enforcement 
action. The requirements of the notice 
are set forth in § 488.810(f) of this part. 

(c) Not meeting criteria for continuation 
of payment. If an HHA does not meet 
the criteria for continuation of pay-
ment under § 488.860(a) of this part, 
CMS will terminate the HHA’s provider 
agreement in accordance with § 488.865 
of this part. 

(d) Termination time frame when there 
is no immediate jeopardy. CMS termi-
nates an HHA within 6 months of the 
last day of the survey, if the HHA is 
not in compliance with the conditions 
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of participation, and the terms of the 
plan of correction have not been met. 

(e) Transfer of care. An HHA, if its 
provider agreement terminated, is re-
sponsible for providing information, as-
sistance, and arrangements necessary 
for the proper and safe transfer of pa-
tients to another local HHA within 30 
days of termination. The State must 
assist the HHA in the safe and orderly 
transfer of care and services for the pa-
tients to another local HHA. 

§ 488.835 Temporary management. 

(a) Application. (1) CMS may impose 
temporary management of an HHA if it 
determines that an HHA has a condi-
tion-level noncompliance and CMS de-
termines that management limitations 
or the deficiencies are likely to impair 
the HHA’s ability to correct defi-
ciencies and return the HHA to full 
compliance with the conditions of par-
ticipation within the timeframe re-
quired. 

(2) [Reserved] 
(b) Procedures. (1) CMS notifies the 

HHA that a temporary manager is 
being appointed. 

(2) If the HHA fails to relinquish au-
thority and control to the temporary 
manager, CMS terminates the HHA’s 
provider agreement in accordance with 
§ 488.865. 

(c) Duration and effect of sanction. 
Temporary management continues 
until— 

(1) CMS determines that the HHA has 
achieved substantial compliance and 
has the management capability to en-
sure continued compliance with all the 
conditions of participation; 

(2) CMS terminates the provider 
agreement; or 

(3) The HHA reassumes management 
control without CMS approval. In such 
case, CMS initiates termination of the 
provider agreement and may impose 
additional sanctions. 

(4) Temporary management will not 
exceed a period of 6 months from the 
date of the survey identifying non-
compliance. 

(d) Payment of salary. (1) The tem-
porary manager’s salary— 

(i) Is paid directly by the HHA while 
the temporary manager is assigned to 
that HHA; and 

(ii) Must be at least equivalent to the 
sum of the following: 

(A) The prevailing salary paid by pro-
viders for positions of this type in what 
the State considers to be the HHA’s ge-
ographic area (prevailing salary based 
on the Geographic Guide by the De-
partment of Labor (BLS Wage Data by 
Area and Occupation); 

(B) Any additional costs that would 
have reasonably been incurred by the 
HHA if such person had been in an em-
ployment relationship; and 

(C) Any other costs incurred by such 
a person in furnishing services under 
such an arrangement or as otherwise 
set by the State. 

(2) An HHA’s failure to pay the salary 
and other costs of the temporary man-
ager described in paragraph (d)(1) of 
this section is considered a failure to 
relinquish authority and control to 
temporary management. 

§ 488.840 Suspension of payment for 
all new patient admissions. 

(a) Application. (1) CMS may suspend 
payment for all new admissions if an 
HHA is found to have condition-level 
deficiencies, regardless of whether 
those deficiencies pose immediate jeop-
ardy. 

(2) CMS will consider this sanction 
for any deficiency related to poor pa-
tient care outcomes, regardless of 
whether the deficiency poses imme-
diate jeopardy. 

(b) Procedures—(1) Notices. (i) Before 
suspending payments for new admis-
sions, CMS provides the HHA notice of 
the suspension of payment for all new 
admissions as set forth in § 488.810(f). 
The CMS notice of suspension will in-
clude the nature of the noncompliance; 
the effective date of the sanction; and 
the right to appeal the determination 
leading to the sanction. 

(ii) The HHA may not charge a newly 
admitted HHA patient who is a Medi-
care beneficiary for services for which 
Medicare payment is suspended unless 
the HHA can show that, before initi-
ating care, it gave the patient or his or 
her representative oral and written no-
tice of the suspension of Medicare pay-
ment in a language and manner that 
the beneficiary or representative can 
understand. 
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(2) Restriction. (i) Suspension of pay-
ment for all new admissions sanction 
may be imposed anytime an HHA is 
found to be out of substantial compli-
ance. 

(ii) Suspension of payment for pa-
tients with new admissions will remain 
in place until CMS determines that the 
HHA has achieved substantial compli-
ance or is involuntarily terminated 
with the conditions of participation, as 
determined by CMS. 

(3) Resumption of payments. Payments 
to the HHA resume prospectively on 
the date that CMS determines that the 
HHA has achieved substantial compli-
ance with the conditions of participa-
tion. 

(c) Duration and effect of sanction. 
This sanction ends when— 

(1) CMS determines that the HHA is 
in substantial compliance with all of 
the conditions of participation; or 

(2) When the HHA is terminated or 
CMS determines that the HHA is not in 
compliance with the conditions of par-
ticipation at a maximum of 6 months 
from the date noncompliance was de-
termined. 

§ 488.845 Civil money penalties. 
(a) Application. (1) CMS may impose a 

civil money penalty against an HHA 
for either the number of days the HHA 
is not in compliance with one or more 
conditions of participation or for each 
instance that an HHA is not in compli-
ance, regardless of whether the HHA’s 
deficiencies pose immediate jeopardy. 

(2) CMS may impose a civil money 
penalty for the number of days of im-
mediate jeopardy. 

(3) A per-day and a per-instance CMP 
may not be imposed simultaneously for 
the same deficiency. 

(b) Amount of penalty—(1) Factors con-
sidered. CMS takes into account the 
following factors in determining the 
amount of the penalty: 

(i) The factors set out at § 488.815. 
(ii) The size of an agency and its re-

sources. 
(iii) Accurate and credible resources, 

such as PECOS, Medicare cost reports 
and Medicare/Medicaid claims informa-
tion that provide information on the 
operation and resources of the HHA. 

(iv) Evidence that the HHA has a 
built-in, self-regulating quality assess-

ment and performance improvement 
system to provide proper care, prevent 
poor outcomes, control patient injury, 
enhance quality, promote safety, and 
avoid risks to patients on a sustainable 
basis that indicates the ability to meet 
the conditions of participation and to 
ensure patient health and safety. 

(2) Adjustments to penalties. Based on 
revisit survey findings, adjustments to 
penalties may be made after a review 
of the provider’s attempted correction 
of deficiencies. 

(i) CMS may increase a CMP in incre-
ments based on a HHA’s inability or 
failure to correct deficiencies, the pres-
ence of a system-wide failure in the 
provision of quality care, or a deter-
mination of immediate jeopardy with 
actual harm versus immediate jeop-
ardy with potential for harm. 

(ii) CMS may also decrease a CMP in 
increments to the extent that it finds, 
pursuant to a revisit, that substantial 
and sustainable improvements have 
been implemented even though the 
HHA is not yet in full compliance with 
the conditions of participation. 

(iii) No penalty assessment shall ex-
ceed $10,000 for each day of noncompli-
ance. 

(3) Upper range of penalty. Penalties 
in the upper range of $8,500 to $10,000 
per day of noncompliance are imposed 
for a condition-level deficiency that is 
immediate jeopardy. The penalty in 
this range will continue until compli-
ance can be determined based on a re-
visit survey. 

(i) $10,000 per day for a deficiency or 
deficiencies that are immediate jeop-
ardy and that result in actual harm. 

(ii) $9,000 per day for a deficiency or 
deficiencies that are immediate jeop-
ardy and that result in a potential for 
harm. 

(iii) $8,500 per day for an isolated in-
cident of noncompliance in violation of 
established HHA policy. 

(4) Middle range of penalty. Penalties 
in the range of $1,500–$8,500 per day of 
noncompliance are imposed for a re-
peat and/or condition-level deficiency 
that does not constitute immediate 
jeopardy, but is directly related to poor 
quality patient care outcomes. 

(5) Lower range of penalty. Penalties 
in this range of $500–$4,000 are imposed 
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for a repeat and/or condition-level defi-
ciency that does not constitute imme-
diate jeopardy and that are related pre-
dominately to structure or process-ori-
ented conditions (such as OASIS sub-
mission requirements) rather than di-
rectly related to patient care out-
comes. 

(6) Per instance penalty. Penalty im-
posed per instance of noncompliance 
may be assessed for one or more sin-
gular events of condition-level non-
compliance that are identified and 
where the noncompliance was cor-
rected during the onsite survey. When 
penalties are imposed for per instance 
of noncompliance, or more than one 
per instance of noncompliance, the 
penalties will be in the range of $1,000 
to $10,000 per instance, not to exceed 
$10,000 each day of noncompliance. 

(7) Decreased penalty amounts. If the 
immediate jeopardy situation is re-
moved, but condition-level noncompli-
ance continues, CMS will shift the pen-
alty amount imposed per day from the 
upper range to the middle or lower 
range. An earnest effort to correct any 
systemic causes of deficiencies and sus-
tain improvement must be evident. 

(8) Increased penalty amounts. (i) In 
accordance with paragraph (b)(2) of 
this section, CMS will increase the per 
day penalty amount for any condition- 
level deficiency or deficiencies which, 
after imposition of a lower-level pen-
alty amount, become sufficiently seri-
ous to pose potential harm or imme-
diate jeopardy. 

(ii) CMS increases the per day pen-
alty amount for deficiencies that are 
not corrected and found again at the 
time of revisit survey(s) for which a 
lower-level penalty amount was pre-
viously imposed. 

(iii) CMS may impose a more severe 
amount of penalties for repeated non-
compliance with the same condition- 
level deficiency or uncorrected defi-
ciencies from a prior survey. 

(c) Procedures—(1) Notice of intent. 
CMS provides the HHA with written 
notice of the intent to impose a civil 
money penalty. The notice includes the 
amount of the CMP being imposed, the 
basis for such imposition and the pro-
posed effective date of the sanction. 

(2) Appeals. (i) Appeals procedures. An 
HHA may request a hearing on the de-

termination of the noncompliance that 
is the basis for imposition of the civil 
money penalty. The request must meet 
the requirements in § 498.40 of this 
chapter. 

(ii) Waiver of a hearing. An HHA may 
waive the right to a hearing, in writ-
ing, within 60 days from the date of the 
notice imposing the civil money pen-
alty. If an HHA timely waives its right 
to a hearing, CMS reduces the penalty 
amount by 35 percent, and the amount 
is due within 15 days of the HHAs 
agreeing in writing to waive the hear-
ing. If the HHA does not waive its right 
to a hearing in accordance to the pro-
cedures specified in this subsection, the 
civil money penalty is not reduced by 
35 percent. 

(d) Accrual and duration of penalty. 
(1)(i) The per day civil money penalty 
may start accruing as early as the be-
ginning of the last day of the survey 
that determines that the HHA was out 
of compliance, as determined by CMS. 

(ii) A civil money penalty for each 
per instance of noncompliance is im-
posed in a specific amount for that par-
ticular deficiency, with a maximum of 
$10,000 per day per HHA. 

(2) A penalty that is imposed per day 
and per instance of noncompliance may 
not be imposed simultaneously. 

(3) Duration of per day penalty when 
there is immediate jeopardy. (i) In the 
case of noncompliance that poses im-
mediate jeopardy, CMS must terminate 
the provider agreement within 23 cal-
endar days after the last day of the 
survey if the immediate jeopardy is not 
removed. 

(ii) A penalty imposed per day of non-
compliance will stop accruing on the 
day the provider agreement is termi-
nated or the HHA achieves substantial 
compliance, whichever occurs first. 

(4) Duration of penalty when there is 
no immediate jeopardy. (i) In the case of 
noncompliance that does not pose im-
mediate jeopardy, the daily accrual of 
per day civil money penalties is im-
posed for the days of noncompliance 
prior to the notice specified in para-
graph (c)(1) of this section and an addi-
tional period of no longer than 6 
months following the last day of the 
survey. 
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(ii) If the HHA has not achieved com-
pliance with the conditions of partici-
pation, CMS terminates the provider 
agreement. The accrual of civil money 
penalty stops on the day the HHA 
agreement is terminated or the HHA 
achieves substantial compliance, 
whichever is earlier. 

(e) Computation and notice of total pen-
alty amount. (1) When a civil money 
penalty is imposed on a per day basis 
and the HHA achieves compliance with 
the conditions of participation as de-
termined by a revisit survey, CMS 
sends a final notice to the HHA con-
taining all of the following informa-
tion: 

(i) The amount of penalty assessed 
per day. 

(ii) The total number of days of non-
compliance. 

(iii) The total amount due. 
(iv) The due date of the penalty. 
(v) The rate of interest to be assessed 

on any unpaid balance beginning on 
the due date, as provided in paragraph 
(f)(4) of this section. 

(2) When a civil money penalty is im-
posed for per instance of noncompli-
ance, CMS sends a notice to the HHA 
containing all of the following infor-
mation: 

(i) The amount of the penalty that 
was assessed. 

(ii) The total amount due. 
(iii) The due date of the penalty. 
(iv) The rate of interest to be as-

sessed on any unpaid balance beginning 
on the due date, as provided in para-
graph (f)(6) of this section. 

(3) In the case of an HHA for which 
the provider agreement has been invol-
untarily terminated and for which a 
civil money penalty was imposed on a 
per day basis, CMS sends this penalty 
information after one of the following 
actions has occurred: 

(i) Final administrative decision is 
made. 

(ii) The HHA has waived its right to 
a hearing in accordance with paragraph 
(c)(2)(ii) of this section. 

(iii) Time for requesting a hearing 
has expired and CMS has not received a 
hearing request from the HHA. 

(f) Due date for payment of penalty. A 
penalty is due and payable 15 days from 
notice of the final administrative deci-
sion. 

(1) Payments are due for all civil 
money penalties within 15 days: 

(i) After a final administrative deci-
sion when the HHA achieves substan-
tial compliance before the final deci-
sion or the effective date of termi-
nation before final decision, 

(ii) After the time to appeal has ex-
pired and the HHA does not appeal or 
fails to timely appeal the initial deter-
mination, 

(iii) After CMS receives a written re-
quest from the HHA requesting to 
waive its right to appeal the deter-
minations that led to the imposition of 
a sanction, 

(iv) After substantial compliance is 
achieved, or 

(v) After the effective date of termi-
nation. 

(2) A request for hearing does not 
delay the imposition of any penalty; it 
only potentially delays the collection 
of the final penalty amount. 

(3) If an HHA waives its right to a 
hearing according to paragraph 
(c)(2)(ii) of this section, CMS will apply 
a 35 percent reduction to the CMP 
amount when: 

(i) The HHA achieved compliance 
with the conditions of participation be-
fore CMS received the written waiver 
of hearing; or 

(ii) The effective date of termination 
occurs before CMS received the written 
waiver of hearing. 

(4) The period of noncompliance may 
not extend beyond 6 months from the 
last day of the survey. 

(5) The amount of the penalty, when 
determined, may be deducted (offset) 
from any sum then or later owing by 
CMS or State Medicaid to the HHA. 

(6) Interest is assessed and accrues on 
the unpaid balance of a penalty, begin-
ning on the due date. Interest is com-
puted at the rate specified in § 405.378(d) 
of this chapter. 

(g) Penalties collected by CMS—(1) Dis-
bursement of CMPs. Civil money pen-
alties and any corresponding interest 
collected by CMS from Medicare and 
Medicaid participating HHAs are dis-
bursed in proportion to average dollars 
spent by Medicare and Medicaid at the 
national level based on MSIS and HHA 
PPS data for a three year fiscal period. 

(i) Based on expenditures for the FY 
2007–2009 period, the initial proportions 
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to be disbursed are 63 percent returned 
to the U.S. Treasury and 37 percent re-
turned to the State Medicaid agency. 

(ii) Beginning one year after the ef-
fective date of this section, CMS shall 
annually update these proportions 
based on the most recent 3-year fiscal 
period, prior to the year in which the 
CMP is imposed, for which CMS deter-
mines that the relevant data are essen-
tially complete. 

(iii) The portion corresponding to the 
Medicare payments is returned to the 
U.S. Department of Treasury as mis-
cellaneous receipts. 

(iv) The portion corresponding to the 
Medicaid payments is returned to the 
State Medicaid agency. 

(2) Penalties may not be used for Sur-
vey and Certification operations nor as 
the State’s Medicaid non-Federal med-
ical assistance or administrative 
match. 

§ 488.850 Directed plan of correction. 
(a) Application. CMS may impose a di-

rected plan of correction when an HHA: 
(1) Has one or more deficiencies that 

warrant directing the HHA to take spe-
cific actions; or 

(2) Fails to submit an acceptable plan 
of correction. 

(b) Procedures. (1) Before imposing 
this sanction, CMS provides the HHA 
notice of the impending sanction. 

(2) CMS or the temporary manager 
(with CMS approval) may direct the 
HHA to take corrective action to 
achieve specific outcomes within spe-
cific timeframes. 

(c) Duration and effect of sanction. If 
the HHA fails to achieve compliance 
with the conditions of participation 
within the timeframes specified in the 
directed plan of correction, CMS: 

(1) May impose one or more other 
sanctions set forth in § 488.820; or 

(2) Terminates the provider agree-
ment. 

§ 488.855 Directed in-service training. 
(a) Application. CMS may require the 

staff of an HHA to attend in-service 
training program(s) if CMS determines 
that— 

(1) The HHA has deficiencies that in-
dicate noncompliance; 

(2) Education is likely to correct the 
deficiencies; and 

(3) The programs are conducted by 
established centers of health education 
and training or consultants with back-
ground in education and training with 
Medicare Home Health Providers, or as 
deemed acceptable by CMS and/or the 
State (by review of a copy of cur-
riculum vitas and/or resumes/ref-
erences to determine the educator’s 
qualifications). 

(b) Procedures—(1) Action following 
training. After the HHA staff has re-
ceived in-service training, if the HHA 
has not achieved compliance, CMS may 
impose one or more other sanctions 
specified in § 488.820. 

(2) Payment. The HHA pays for the di-
rected in-service training for its staff. 

§ 488.860 Continuation of payments to 
an HHA with deficiencies. 

(a) Continued payments. CMS may 
continue payments to an HHA with 
condition-level deficiencies that do not 
constitute immediate jeopardy for up 
to 6 months from the last day of the 
survey if the criteria in paragraph 
(a)(1) of this section are met. 

(1) Criteria. CMS may continue pay-
ments to an HHA not in compliance 
with the conditions of participation for 
the period specified in paragraph (a) of 
this section if all of the following cri-
teria are met: 

(i) The HHA has been imposed an al-
ternative sanction or sanctions and 
termination has not been imposed. 

(ii) The HHA has submitted a plan of 
correction approved by CMS. 

(iii) The HHA agrees to repay the 
Federal government payments received 
under this provision if corrective ac-
tion is not taken in accordance with 
the approved plan and timetable for 
corrective action. 

(2) CMS may terminate the HHA’s 
provider agreement any time if the cri-
teria in paragraph (a)(1) of this section 
are not met. 

(b) Cessation of payments for new ad-
missions. If termination is imposed, ei-
ther on its own or in addition to an al-
ternative sanction or sanctions, or if 
any of the criteria set forth in para-
graph (a)(1) of this section are not met, 
the HHA will receive no Medicare pay-
ments, as applicable, for new admis-
sions following the last day of the sur-
vey. 
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(c) Failure to achieve compliance with 
the conditions of participation. If the 
HHA does not achieve compliance with 
the conditions of participation by the 
end of the period specified in paragraph 
(a) of this section, CMS will terminate 
the provider agreement of the HHA in 
accordance with § 488.865. 

§ 488.865 Termination of provider 
agreement. 

(a) Effect of termination by CMS. Ter-
mination of the provider agreement 
ends— 

(1) Payment to the HHA; and 
(2) Any alternative sanction(s). 
(b) Basis for termination. CMS termi-

nates an HHA’s provider agreement 
under any one of the following condi-
tions— 

(1) The HHA is not in compliance 
with the conditions of participation. 

(2) The HHA fails to submit an ac-
ceptable plan of correction within the 
timeframe specified by CMS. 

(3) The HHA fails to relinquish con-
trol to the temporary manager, if that 
sanction is imposed by CMS. 

(4) The HHA fails to meet the eligi-
bility criteria for continuation of pay-
ment as set forth in § 488.860(a)(1). 

(c) Notice. CMS notifies the HHA and 
the public of the termination, in ac-
cordance with procedures set forth in 
§ 489.53 of this chapter. 

(d) Procedures for termination. CMS 
terminates the provider agreement in 
accordance with procedures set forth in 
§ 489.53 of this chapter. 

(e) Appeal. An HHA may appeal the 
termination of its provider agreement 
by CMS in accordance with part 498 of 
this chapter. 
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