Department of Health &
CMS Manual SyStem Human Services (DHHS)
Pub. 100-07 State Operations Centers for Medicare &
Provider Certification Medicaid Services (CMS)

Transmittal 66 Date: October 1, 2010

SUBJECT: Revisions to Appendix PP, State Operations Manual (SOM):
Guidance to Surveyors for Long Term Care Facilities (LTC) for Minimum Data Set
(MDS) 3.0 Implementation October 1, 2010

I. SUMMARY OF CHANGES: Revision of Interpretive Guidelines throughout
Appendix PP of the SOM as well as CMS Forms 672, 802 and 805 due to the release of
the MDS version 3.0 to remove references to MDS version 2.0, including the replacement
of the Resident Assessment Protocols (RAPs) terminology with the Care Area Assessment
(CAA:s) terminology. Clarification revisions have also been made to the Interpretive
Guidelines at 42 CFR 483.65 regarding infection control and 42 CFR 483.75 regarding
nurse aides and nurse aide training.

NEW/REVISED MATERIAL - EFFECTIVE DATE*: October 1, 2010
IMPLEMENTATION DATE: October 1, 2010

Disclaimer for manual changes only: The revision date and transmittal number apply
to the red italicized material only. Any other material was previously published and
remains unchanged. However, if this revision contains a table of contents, you will
receive the new/revised information only, and not the entire table of contents.

I1. CHANGES IN MANUAL INSTRUCTIONS: (N/4 if manual not updated.)
(R=REVISED, N =NEW, D = DELETED) — (Only One Per Row.)

R/N/D | CHAPTER/SECTION/SUBSECTION/TITLE

R Appendix PP/ Revisions throughout F-tags 222 - 502

R Exhibits 93, 264 — 267 (CMS Forms 672, 802, 802P, 80285, & 805

1. FUNDING: Medicare contractors shall implement these instructions within their
current operating budgets.

IV. ATTACHMENTS:

Business Requirements

X | Manual Instruction

Confidential Requirements

One-Time Notification




\ \ Recurring Update Notification \

*Unless otherwise specified, the effective date is the date of service.



State Operations Manual
Appendix PP - Guidance to Surveyors for
Long Term Care Facilities

Table of Contents
(Rev 66, 10-01-10)

Transmittals for Appendix PP

INDEX

8483.5: Definitions

§483.10 Resident Rights

§483.10(a) Exercise of Rights

8483.10(b) Notice of Rights and Services
8483.10(c) Protection of Resident Funds
§483.10(d) Free Choice

8483.10(e) Privacy and Confidentiality

8§483.10(f) Grievances

8483.10(g) Examination of Survey Results
8483.10(h) Work

8483.10(i) Mail

8483.10(j) Access and Visitation Rights
§483.10(k) Telephone

8§483.10(1) Personal Property

§483.10(m) Married Couples

8483.10(n) Self-Administration of Drugs
8483.10(0) Refusal of Certain Transfers

8483.12 Admission, Transfer, and Discharge Rights
8483.12(a) Transfer, and Discharge

8483.12(b) Notice of Bed-Hold Policy and Readmission
8483.12(c) Equal Access to Quality Care
8§483.12(d) Admissions Policy

8483.13 Resident Behavior and Facility Practices
§483.13(a) Restraints

§483.13(b) Abuse

8483.13(c) Staff Treatment of Residents (F224* and F226**)



§483.15 Quality of Life

§483.15(a) Dignity

8483.15(b) Self-Determination and Participation
8483.15(c) Participation in Resident and Family Groups
8483.15(d) Participation in Other Activities
8483.15(e) Accommodation of Needs
8§483.15(f) Activities

8483.15(g) Social Services

8483.15(h) Environment

8483.20 Resident Assessment

8483.20(a) Admission Orders

8483.20(b) Comprehensive Assessments
8483.20(c) Quality Review Assessment
§483.20(d) Use

8483.20(e) Coordination

8483.20(f) Automated Data Processing Requirement
8483.20(g) Accuracy of Assessment

8483.20(h) Coordination

8483.20(i) Certification

8483.20(j) Penalty for Falsification

8483.20(k) Comprehensive Care Plans
8483.20(1) Discharge Summary

8483.20(m) Preadmission Screening for Mentally Il Individuals and Individuals With
Mental Retardation.

8§483.25 Quality of Care

8§483.25(a) Activities of Daily Living
8§483.25(b) Vision and hearing
8§483.25(c) Pressure Sores
8483.25(d) Urinary Incontinence
8§483.25(e) Range of motion.
8483.25(f) Mental and Psychosocial Functioning
8§483.25(g) Naso-Gastric Tubes
8§483.25(h) Accidents

8§483.25(i) Nutrition

§483.25(j) Hydration

8§483.25(k) Special Needs
8483.25(1) Unnecessary Drugs
8§483.25(m) Medication Errors



8483.25(n) Influenza and Pneumococcal Immunizations
8483.30 Nursing Services

8483.30(a) Sufficient Staff

8483.30(b) Registered Nurse

8483.30(c) Nursing facilities

8483.30(d) SNFs

8483.30(e) Nurse Staffing Information

8483.35 Dietary Services

8483.35(a) Staffing

8483.35 (b) Standard Sufficient Staff

8483.35(c) Standard Menus and Nutritional Adequacy
8§483.35(d) Food

8483.35(e) Therapeutic Diets

8483.35(f) Frequency of Meals

8483.35(g) Assistive Devices

8483.35(h) Paid Feeding Assistants

8483.35(i) Sanitary Conditions

8483.40 Physician Services

8483.40(a) Physician Supervision

8483.40(b) Physician Visits

8483.40(c) Frequency of Physician Visits
8483.40(d) Availability of Physicians for Emergency Care
8483.40(e) Physician Delegation of Tasks in SNFs
8483.40(f) Performance of Physician Tasks in NFs
8483.45 Specialized Rehabilitative Services
8483.45(a) Provision of Services

8483.45(b) Qualifications

8483.55 Dental Services

8483.55(a) Skilled Nursing Facilities

8483.55(b) Nursing Facilities

8483.60 Pharmacy Services

8483.60(a) Procedures

8483.60(b) Service Consultation

8483.60(c) Drug Regimen Review

8483.60(d) Labeling of Drugs and Biologicals
8483.60(e) Storage of Drugs and Biologicals
8483.65 Infection Control

8483.65(a) Infection Control Program



8483.65(b) Preventing Spread of Infection
8483.65(c) Linens

8483.70 Physical Environment

8483.70(a) Life Safety From Fire

8483.70(b) Emergency Power

8483.70(c) Space and equipment

8483.70(d) Resident Rooms

8483.70(e) Toilet Facilities

8483.70(f) Resident Call System

8483.70(g) Dining and Resident Activities
8483.70(h) Other Environmental Conditions
§483.75 Administration

8483.75(a) Licensure

8483.75(b) Compliance With Federal, State, and Local Laws and Professional Standards
8483.75(c) Relationship to Other HHS Regulations
8§483.75(d) Governing Body

8483.75(e) Required Training of Nursing Aides
8483.75(f) Proficiency of Nurse Aides

8483.75(g) Staff Qualifications

8483.75(h) Use of Outside Resources

8483.75(i) Medical Director

8483.75(j) Laboratory Services

8483.75(k) Radiology and Other Diagnostic Services
8483.75(1) Clinical Records

8483.75(m) Disaster and Emergency Preparedness
8483.75(n) Transfer Agreement

8483.75(0) Quality Assessment and Assurance
8483.75(p) Disclosure of Ownership

F150

8483.5 Definitions

(a) Facility defined. For purposes of this subpart “facility” means, a skilled nursing
facility (SNF) or a nursing facility (NF) which meets the requirements of 881819 or
1919(a), (b), (c), and (d) of the Social Security Act, the Act. “Facility” may include a
distinct part of an institution specified in 8440.40 of this chapter, but does not
include an institution for the mentally retarded or persons with related conditions
described in §440.150 of this chapter. For Medicare and Medicaid purposes
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(including eligibility, coverage, certification, and payment), the “facility” is always
the entity which participates in the program, whether that entity is comprised of all
of, or a distinct part of a larger institution. For Medicare, a SNF (see §1819(a)(1)),
and for Medicaid, a NF (see §1919(a)(1)) may not be an institution for mental
diseases as defined in §435.1009.

Interpretive Guidelines §483.5

The following are the statutory definitions at 8§1819(a) and 1919(a) of the Act for a SNF
and a NF:

“Skilled nursing facility” is defined as an institution (or a distinct part of an institution)
which is primarily engaged in providing skilled nursing care and related services for
residents who require medical or nursing care, or rehabilitation services for the
rehabilitation of injured, disabled, or sick persons, and is not primarily for the care and
treatment of mental diseases; has in effect a transfer agreement (meeting the requirements
of §1861(1)) with one or more hospitals having agreements in effect under §1866; and
meets the requirements for a SNF described in subsections (b), (c), and (d) of this section.

“Nursing facility” is defined as an institution (or a distinct part of an institution) which
is primarily engaged in providing skilled nursing care and related services for residents
who require medical or nursing care, rehabilitation services for the rehabilitation of
injured, disabled, or sick persons, or on a regular basis, health-related care and services to
individuals who because of their mental or physical condition require care and services
(above the level of room and board) which can be made available to them only through
institutional facilities, and is not primarily for the care and treatment of mental diseases;
has in effect a transfer agreement (meeting the requirements of §1861(1)) with one or
more hospitals having agreements in effect under 81866; and meets the requirements for
a NF described in subsections (b), (c), and (d) of this section.

If a provider does not meet one of these definitions, it cannot be certified for participation
in the Medicare and/or Medicaid programs.

NOTE: If the survey team finds substandard care in 8§8483.13, 483.15, or 483.25, follow
the instructions for partial extended or extended surveys.

8483.10 Resident Rights

The resident has a right to a dignified existence, self-determination, and
communication with and access to persons and services inside and outside the
facility. A facility must protect and promote the rights of each resident, including
each of the following rights
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Interpretive Guidelines 8483.10

All residents in long term care facilities have rights guaranteed to them under Federal and
State law. Requirements concerning resident rights are specified in §8483.10, 483.12,
483.13, and 483.15. Section 483.10 is intended to lay the foundation for the remaining
resident’s rights requirements which cover more specific areas. These rights include the
resident’s right to:

« Exercise his or her rights (§8483.10(a));
o Be informed about what rights and responsibilities he or she has (8483.10(b));
o If he or she wishes, have the facility manage his personal funds (8483.10(c));

o Choose a physician and treatment and participate in decisions and care

planning (8483.10(d));
« Privacy and confidentiality (8483.10(¢));

e Voice grievances and have the facility respond to those grievances

(8483.10(f));
o Examine survey results (8483.10(q));
e Work or not work (8483.10(h));
 Privacy in sending and receiving mail (8483.10(i));
« Visit and be visited by others from outside the facility (8483.10(}));
e Use atelephone in privacy (8483.10(k));

« Retain and use personal possessions (8483.10(1)) to the maximum extent that
space and safety permit;

o Share a room with a spouse, if that is mutually agreeable (8483.10(m));

o Self-administer medication, if the interdisciplinary care planning team
determines it is safe (8483.10(n)); and

o Refuse a transfer from a distinct part, within the institution (8483.10(0)).

A facility must promote the exercise of rights for each resident, including any who face
barriers (such as communication problems, hearing problems and cognition limits) in the
exercise of these rights. A resident, even though determined to be incompetent, should
be able to assert these rights based on his or her degree of capability.
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8483.10(a) Exercise of Rights

8483.10(a)(1) The resident has the right to exercise his or her rights as a resident of
the facility and as a citizen or resident of the United States.

8483.10(a)(2) The resident has the right to be free of interference, coercion,
discrimination, and reprisal from the facility in exercising his or her rights.

Interpretive Guidelines §483.10(a)(1)

Exercising rights means that residents have autonomy and choice, to the maximum extent
possible, about how they wish to live their everyday lives and receive care, subject to the
facility’s rules, as long as those rules do not violate a regulatory requirement.

Intent 8§483.10(a)(2)
This regulation is intended to protect each resident in the exercise of his or her rights.
Interpretive Guidelines §483.10(a)(2)

The facility must not hamper, compel, treat differentially, or retaliate against a resident
for exercising his/her rights. Facility behaviors designed to support and encourage
resident participation in meeting care planning goals as documented in the resident
assessment and care plan are not interference or coercion.

Examples of facility practices that may limit autonomy or choice in exercising rights
include reducing the group activity time of a resident trying to organize a residents’
group; requiring residents to seek prior approval to distribute information about the
facility; discouraging a resident from hanging a religious ornament above his or her bed;
singling out residents for prejudicial treatment such as isolating residents in activities; or
purposefully assigning inexperienced aides to a resident with heavy care needs because
the resident and/or his/her representative, exercised his/her rights.

Procedures §483.10(a)(2)

Pay close attention to resident or staff remarks and staff behavior that may represent
deliberate actions to promote or to limit a resident’s autonomy or choice, particularly in
ways that affect independent functioning. Because reprisals may indicate abuse, if the
team determines that a facility has violated this requirement through reprisals taken
against residents, then further determine if the facility has an effective system to prevent
the neglect and abuse of residents. (8483.13(c), F224-F225.)
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8483.10(a)(3) -- In the case of a resident adjudged incompetent under the laws of a
State by a court of competent jurisdiction, the rights of the resident are exercised by
the person appointed under State law to act on the resident’s behalf.

8483.10(a)(4) -- In the case of a resident who has not been adjudged incompetent by
the State court, any legal-surrogate designated in accordance with State law may
exercise the resident’s rights to the extent provided by State law.

Interpretive Guidelines 8483.10(a)(3) and (4)

When reference is made to “resident” in the Guidelines, it also refers to any person who
may, under State law, act on the resident’s behalf when the resident is unable to act for
himself or herself. That person is referred to as the resident’s surrogate or representative.
If the resident has been formally declared incompetent by a court, the surrogate or
representative is whoever was appointed by the court - a guardian, conservator, or
committee. The facility should verify that a surrogate or representative has the necessary
authority. For example, a court-appointed conservator might have the power to make
financial decisions, but not health care decisions.

A resident may wish to delegate decision-making to specific persons, or the resident and
family may have agreed among themselves on a decision-making process. To the degree
permitted by State law, and to the maximum extent practicable, the facility must respect

the resident’s wishes and follow that process.

The rights of the resident that may be exercised by the surrogate or representative include
the right to make health care decisions. However, the facility may seek a health care
decision (or any other decision or authorization) from a surrogate or representative only
when the resident is unable to make the decision. If there is a question as to whether the
resident is able to make a health care decision, staff should discuss the matter with the
resident at a suitable time and judge how well the resident understands the information.
In the case of a resident who has been formally declared incompetent by a court, lack of
capacity is presumed. Notwithstanding the above, if such a resident can understand the
situation and express a preference, the resident should be informed and his/her wishes
respected to the degree practicable. Any violations with respect to the resident’s exercise
of rights should be cited under the applicable tag number.

The involvement of a surrogate or representative does not automatically relieve a facility
of its duty to protect and promote the resident’s interests. For example, a surrogate or
representative does not have the right to insist that a treatment be performed that is not
medically appropriate, and the right of a surrogate or representative to reject treatment
may be subject to State law limits.



Procedures 8483.10(a)(3) and (4)

Determine as appropriate if the rights of a resident who has been adjudged incompetent
or who has a representative acting on his/her behalf to help exercise his/her rights are
exercised by the legally appointed individual.
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8483.10(b)(2) -- The resident or his or her legal representative has the
right--

(i) Upon an oral or written request, to access all records pertaining to himself or
herself including current clinical records within 24 hours (excluding weekends
and holidays); and

(i) After receipt of his or her records for inspection, to purchase at a cost not to
exceed the community standard photocopies of the records or any portions of
them upon request and 2 working days advance notice to the facility.

Interpretive Guidelines §483.10(b)(2)
An oral request is sufficient to produce the current record for review.

In addition to clinical records, the term “records” includes all records pertaining to the
resident, such as trust fund ledgers pertinent to the resident and contracts between the
resident and the facility.

“Purchase” is defined as a charge to the resident for photocopying. If State statute has
defined the “community standard” rate, facilities should follow that rate. In the absence
of State statute, the “cost not to exceed the community standard” is that rate charged per
copy by organizations such as the public library, the Post Office or a commercial copy
center, which would be selected by a prudent buyer in addition to the cost of the clerical
time needed to photocopy the records. Additional fees for locating the records or typing
forms/envelopes may not be assessed.
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8483.10(b)(3) -- The resident has the right to be fully informed in language that he
or she can understand of his or her total health status, including but not limited to,
his or her medical condition;



Interpretive Guidelines §483.10(b)(3)

“Total health status” includes functional status, medical care, nursing care, nutritional
status, rehabilitation and restorative potential, activities potential, cognitive status, oral
health status, psychosocial status, and sensory and physical impairments. Information on
health status must be presented in language that the resident can understand. This
includes minimizing use of technical jargon in communicating with the resident, having
the ability to communicate in a foreign language and the use of sign language or other
aids, as necessary. (See 8483.10(d)(3), F175, for the right of the resident to plan care and
treatment.)

Procedures 8483.10(b)(3)

Look, particularly during observations and record reviews, for on-going efforts on the
part of facility staff to keep residents informed. Look for evidence that information is
communicated in a manner that is understandable to residents and communicated at times
it could be most useful to residents, such as when they are expressing concerns, or raising
questions, as well as on an on-going basis.

8483.10(d)(2) — The resident has the right to be fully informed in advance about care
and treatment and of any changes in that care or treatment that may affect the
resident’s well-being;

Interpretive Guidelines §483.10(d)(2)

“Informed in advance” means that the resident receives information necessary to make a
health care decision, including information about his/her medical condition and changes
in medical condition, about the benefits and reasonable risks of the treatment, and about
reasonable available alternatives.
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8483.10(b)(4) -- The resident has the right to refuse treatment, to refuse to
participate in experimental research, and to formulate an advance directive as
specified in paragraph (8) of this section; and

Interpretive Guidelines §483.10(b)(4)

“Treatment” is defined as care provided for purposes of maintaining/restoring health,
improving functional level, or relieving symptoms.

“Experimental research” is defined as development and testing of clinical treatments,
such as an investigational drug or therapy, that involve treatment and/or control groups.
For example, a clinical trial of an investigational drug would be experimental research.



“Advance directive” means a written instruction, such as a living will or durable power of
attorney for health care, recognized under State law relating to the provision of health
care when the individual is incapacitated.

As provided under State law, a resident who has the capacity to make a health care
decision and who withholds consent to treatment or makes an explicit refusal of treatment
either directly or through an advance directive, may not be treated against his/her wishes.

A facility may not transfer or discharge a resident for refusing treatment unless the
criteria for transfer or discharge are met. (See §483.12(a)(1) and (2).)

If the resident is unable to make a health care decision, a decision by the resident’s
surrogate or representative to forego treatment may, subject to State law, be equally
binding on the facility. The facility should determine exactly what the resident is
refusing and why. To the extent the facility is able, it should address the resident’s
concern. For example, a resident requires physical therapy to learn to walk again after
sustaining a fractured hip. The resident refuses therapy. The facility is expected to
assess the reasons for this resident’s refusal, clarify and educate the resident as to the
consequences of refusal, offer alternative treatments, and continue to provide all other
services.

If a resident’s refusal of treatment brings about a significant change, the facility should
reassess the resident and institute care planning changes. A resident’s refusal of
treatment does not absolve a facility from providing a resident with care that allows
him/her to attain or maintain his/her highest practicable physical, mental and
psychosocial well-being in the context of making that refusal.

The resident has the right to refuse to participate in experimental research. A resident
being considered for participation in experimental research must be fully informed of the
nature of the experiment (e.g., medication, treatment) and understand the possible
consequences of participating. The opportunity to refuse to participate in experimental
research must occur prior to the start of the research. Aggregated resident statistics that
do not identify individual residents may be used for studies without obtaining residents’
permission.

Procedures 8§483.10(b)(4)

If the facility participates in any experimental research involving residents, does it have
an Institutional Review Board or other committee that reviews and approves research
protocols? In this regard, 8483.75(c), Relationship to Other HHS Regulations applies
(i.e., the facility must adhere to 45 CFR Part 46, Protection of Human Subjects of
Research).

See §483.10(b)(8), F156 with respect to the advance directive requirement.
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8483.10(b)(1) -- The facility must inform the resident both orally and in writing in a
language that the resident understands of his or her rights and all rules and
regulations governing resident conduct and responsibilities during the stay in the
facility. The facility must also provide the resident with the notice (if any) of the
State developed under §1919(e)(6) of the Act. Such notification must be made prior
to or upon admission and during the resident’s stay. Receipt of such information,
and any amendments to it, must be acknowledged in writing;

Intent 8483.10(b)(1)

This requirement is intended to assure that each resident know his or her rights and
responsibilities and that the facility communicates this information prior to or upon
admission, as appropriate during the resident’s stay, and when the facility’s rules change.

Interpretive Guidelines §483.10(b)(1)

“In a language that the resident understands” is defined as communication of information
concerning rights and responsibilities that is clear and understandable to each resident, to
the extent possible considering impediments which may be created by the resident’s
health and mental status. If the resident’s knowledge of English or the predominant
language of the facility is inadequate for comprehension, a means to communicate the
information concerning rights and responsibilities in a language familiar to the resident
must be available and implemented. For foreign languages commonly encountered in the
facility locale, the facility should have written translations of its statements of rights and
responsibilities, and should make the services of an interpreter available. In the case of
less commonly encountered foreign languages, however, a representative of the resident
may sign that he or she has explained the statement of rights to the resident prior to
his/her acknowledgement of receipt. For hearing impaired residents who communicate
by signing, the facility is expected to provide an interpreter. Large print texts of the
facility’s statement of resident rights and responsibilities should also be available.

“Both orally and in writing” means if a resident can read and understand written materials
without assistance, an oral summary, along with the written document, is acceptable.

Any time State or Federal laws relating to resident rights or facility rules change during
the resident’s stay in the facility, he/she must promptly be informed of these changes.

“All rules and regulations” relates to facility policies governing resident conduct. A
facility cannot reasonably expect a resident to abide by rules he or she has never been
told about. Whatever rules the facility has formalized, and by which it expects residents
to abide, should be included in the statement of rights and responsibilities.
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8483.10(b)(5) -- The facility must--

(i) Inform each resident who is entitled to Medicaid benefits, in writing, at the
time of admission to the nursing facility or, when the resident becomes eligible
for Medicaid of--

(A) The items and services that are included in nursing facility services under
the State plan and for which the resident may not be charged;

(B) Those other items and services that the facility offers and for which the
resident may be charged, and the amount of charges for those services; and

(ii) Inform each resident when changes are made to the items and services
specified in paragraphs (5)(i)(A) and (B) of this section.

8483.10(b)(6) -- The facility must inform each resident before, or at the time of
admission, and periodically during the resident’s stay, of services available in the
facility and of charges for those services, including any charges for services not
covered under Medicare or by the facility’s per diem rate.

Interpretive Guidelines 8483.10(b)(5) and (6)

Residents should be told in advance when changes will occur in their bills. Providers
must fully inform the resident of services and related changes.

“Periodically” means that whenever changes are being introduced that will affect the
residents liability and whenever there are changes in services.

A Medicare beneficiary who requires services upon admission that are not covered under
Medicare may be required to submit a deposit provided the notice provisions of

8483.10(b)(6), if applicable, are met.

Procedures §483.10(b)(5) and (6)

See 8483.10(c)(8) for those items and services that must be included in payment under
skilled nursing and nursing facility benefits.

8483.10(b)(7) -- The facility must furnish a written description of legal rights which
includes--

(i) A description of the manner of protecting personal funds, under paragraph
(c) of this section;



(if) A description of the requirements and procedures for establishing eligibility
for Medicaid, including the right to request an assessment under section 1924(c)
which determines the extent of a couple’s non-exempt resources at the time of
institutionalization and attributes to the community spouse an equitable share of
resources which cannot be considered available for payment toward the cost of
the institutionalized spouse’s medical care in his or her process of spending
down to Medicaid eligibility levels;

(iii) A posting of names, addresses, and telephone numbers of all pertinent State
client advocacy groups such as the State survey and certification agency, the
State licensure office, the State ombudsman program, the protection and
advocacy network, and the Medicaid fraud control unit; and

(iv) A statement that the resident may file a complaint with the State survey and
certification agency concerning resident abuse, neglect, and misappropriation of
resident property in the facility, and non-compliance with the advance directives
requirements.

Interpretive Guidelines §483.10(b)(7)

“The protection and advocacy network™ refers to the system established to protect and
advocate the rights of individuals with developmental disabilities specified in the
Developmental Disabilities Assistance and Bill of Rights Act, and the protection and
advocacy system established under the Protection and Advocacy for Mentally Ill
Individuals Act.

Procedures 8483.10(b)(7)

At the Entrance Conference, request a copy of the written information that is provided to
residents regarding their rights and review it to determine if it addresses the specified
requirements. Additional requirements that address the implementation of these rights
are cross-referenced below.

8483.10(b)(8) -- The facility must comply with the requirements specified in subpart
| of part 489 of this chapter relating to maintaining written policies and procedures
regarding advance directives. These requirements include provisions to inform and
provide written information to all adult residents concerning the right to accept or
refuse medical or surgical treatment and, at the individual’s option, formulate an
advance directive. This includes a written description of the facility’s policies to
implement advance directives and applicable State law

Interpretive Guidelines §483.10(b)(8)

This provision applies to residents admitted on or after December 1, 1991. 42 CFR
489.102 specifies that at the time of admission of an adult resident, the facility must:
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e Provide written information concerning his/her rights under State law
(whether or not statutory or recognized by the courts of the State) to make
decisions concerning medical care, including the right to accept or refuse
medical or surgical treatment, and the right to formulate advance directives;

e Document in the resident’s medical record whether or not the individual has
executed an advance directive;

« Not condition the provision of care or discriminate against an individual based
on whether or not the individual has executed an advance directive;

e Ensure compliance with requirements of State law regarding advance
directives;

e Provide for educating staff regarding the facility’s policies and procedures on
advance directives; and

e Provide for community education regarding the right under State law (whether
or not recognized by the courts of the State) to formulate an advance directive
and the facility’s written policies and procedures regarding the
implementation of these rights, including any limitations the facility may have
with respect to implementing this right on the basis of conscience.

The facility is not required to provide care that conflicts with an advance directive. In
addition, the facility is not required to implement an advance directive if, as a matter of
conscience, the provider cannot implement an advance directive and State law allows the
provider to conscientiously object. (See §483.10(b)(4), F155.)

The sum total of the community education efforts must include a summary of the State
law, the rights of residents to formulate advance directives, and the facility’s
implementation policies regarding advance directives. Video and audio tapes may be
used in conducting the community education effort. Individual education programs do
not have to address all the requirements if it would be inappropriate for a particular
audience.

Procedures §483.10(b)(8)
During Resident Review, review the records of two selected sampled residents admitted
on or after December 1, 1991, for facility compliance with advance directive notice

requirements.

o Determine to what extent the facility educates its staff regarding advance
directives.

o Determine to what extent the facility provides education for the community
regarding one’s rights under State law to formulate advance directives.



8483.10(b)(9) -- The facility must inform each resident of the name, specialty, and
way of contacting the physician responsible for his or her care.

Interpretive Guidelines §483.10(b)(9)

“Physician responsible for his or her care” is defined as the attending or primary
physician or clinic, whichever is responsible for managing the resident’s medical care,
and excludes other physicians whom the resident may see from time to time. When a
resident has selected an attending physician, it is appropriate for the facility to confirm
that choice when complying with this requirement. When a resident has no attending
physician, it is appropriate for the facility to assist residents to obtain one in consultation
with the resident and subject to the resident’s right to choose. (See §483.10(d)(1), F163.)

If a facility uses the services of a clinic or similar arrangement, it may be sufficient for
residents to have the name and contact information for the primary physician and/or a
central number for the clinic itself.

8483.10(b)(10) -- The facility must prominently display in the facility written
information, and provide to residents and applicants for admission oral and written
information about how to apply for and use Medicare and Medicaid benefits, and
how to receive refunds for previous payments covered by such benefits.

Interpretive Guidelines 8483.10(b)(10)

To fulfill this requirement, the facility may use written materials issued by the State
Medicaid agency and the Federal government relating to these benefits. Facilities may
fulfill their obligation to orally inform residents or applicants for admission about how to
apply for Medicaid or Medicare by assisting them in contacting the local Social Security
Office or the local unit of the State Medicaid agency. Nursing facilities are not
responsible for orally providing detailed information about Medicare and Medicaid
eligibility rules.

“Refunds for previous payments” refers to refunds due as a result of Medicaid and
Medicare payments when eligibility has been determined retroactively.

As part of determining Medicaid eligibility, at the time of admission, a married couple
has the right to request and have the appropriate State agency assess the couple’s
resources.
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§483.10(b)(11) -- Notification of changes.

(i) A facility must immediately inform the resident; consult with the resident’s
physician; and if known, notify the resident’s legal representative or an
interested family member when there is--

(A) An accident involving the resident which results in injury and has the
potential for requiring physician intervention;

(B) A significant change in the resident’s physical, mental, or psychosocial
status (i.e., a deterioration in health, mental, or psychosocial status in either
life-threatening conditions or clinical complications);

(C) A need to alter treatment significantly (i.e., a need to discontinue an
existing form of treatment due to adverse consequences, or to commence a
new form of treatment); or

(D) A decision to transfer or discharge the resident from the facility as

specified in §483.12(a).

(ii) The facility must also promptly notify the resident and, if known, the
resident’s legal representative or interested family member when there is--

(A) A change in room or roommate assignment as specified in 8483.15(e)(2);
or

(B) A change in resident rights under Federal or State law or regulations as
specified in paragraph (b)(1) of this section.

(iii) The facility must record and periodically update the address and phone
number of the resident’s legal representative or interested family member.

Interpretive Guidelines 8483.10(b)(11)

For purposes of §483.10(b)(11)(i)(B), life-threatening conditions are such things as a
heart attack or stroke. Clinical complications are such things as development of a stage 11
pressure sore, onset or recurrent periods of delirium, recurrent urinary tract infection, or
onset of depression. A need to alter treatment “significantly” means a need to stop a
form of treatment because of adverse consequences (e.g., an adverse drug reaction), or
commence a new form of treatment to deal with a problem (e.g., the use of any medical
procedure, or therapy that has not been used on that resident before).



In the case of a competent individual, the facility must still contact the resident’s
physician and notify interested family members, if known. That is, a family that wishes
to be informed would designate a member to receive calls. Even when a resident is
mentally competent, such a designated family member should be notified of significant
changes in the resident’s health status because the resident may not be able to notify them
personally, especially in the case of sudden illness or accident.

The requirements at 8483.10(b)(1) require the facility to inform the resident of his/her
rights upon admission and during the resident’s stay. This includes the resident’s right to
privacy (8483.10(e), F164). If, after being informed of the right to privacy, a resident
specifies that he/she wishes to exercise this right and not notify family members in the
event of a significant change as specified at this requirement, the facility should respect
this request, which would obviate the need to notify the resident’s interested family
member or legal representative, if known. If a resident specifies that he/she does not
wish to exercise the right to privacy, then the facility is required to comply with the
notice of change requirements.

In the case of a resident who is incapable of making decisions, the representative would
make any decisions that have to be made, but the resident should still be told what is
happening to him or her.

In the case of the death of a resident, the resident’s physician is to be notified
immediately in accordance with State law.

The failure to provide notice of room changes could result in an avoidable decline in
physical, mental, or psychosocial well-being.

8483.10(c) Protection of Resident Funds
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8483.10(c)(1) Protection of Resident Funds

The resident has the right to manage his or her financial affairs, and the facility may
not require residents to deposit their personal funds with the facility.

F159

8483.10(c)(2) Management of Personal Funds

Upon written authorization of a resident, the facility must hold, safeguard, manage,
and account for the personal funds of the resident deposited with the facility, as
specified in paragraphs (c)(3)-(8) of this section.



8483.10(c)(3) Deposit of Funds

(i) Funds in excess of $50. The facility must deposit any residents’ personal
funds in excess of $50 in an interest bearing account (or accounts) that is
separate from any of the facility’s operating accounts, and that credits all
interest earned on resident’s funds to that account. (In pooled accounts, there
must be a separate accounting for each resident’s share.)

(ii) Funds less than $50. The facility must maintain a resident’s personal funds
that do not exceed $50 in a non-interest bearing account, interest-bearing
account, or petty cash fund.

NOTE: The Social Security Amendments of 1994 amended §1819(c)(6)(B)(i) to raise
the limit from $50.00 to $100.00 for the minimum amount of resident funds that
facilities must entrust to an interest bearing account. This increase applies only
to Medicare SNF residents. While a facility may continue to follow a minimum
of $50.00, the regulations do not require it.

Interpretive Guidelines 8483.10(c)(1) through (3)

This requirement is intended to assure that residents who have authorized the facility in
writing to manage any personal funds have ready and reasonable access to those funds. If
residents choose to have the facility manage their funds, the facility may not refuse to
handle these funds, but is not responsible for knowing about assets not on deposit with it.

Placement of residents’ personal funds of less than $50.00 ($100.00 for Medicare
residents) in an interest bearing account is permitted. Thus, a facility may place the total
amount of a resident’s funds, including funds of $50.00 ($100.00 for Medicare residents)
or less, into an interest-bearing account. The law and regulations are intended to assure
that residents have access to $50.00 ($100.00 for Medicare residents) in cash within a
reasonable period of time, when requested. Requests for less than $50.00 ($100.00 for
Medicare residents) should be honored within the same day. Requests for $50.00
($100.00 for Medicare residents) or more should be honored within three banking days.
Although the facility need not maintain $50.00 ($100.00 for Medicare residents) per
resident on its premises, it is expected to maintain amounts of petty cash on hand that
may be required by residents.

If pooled accounts are used, interest must be prorated per individual on the basis of actual
earnings or end-of quarter balance.

Residents should have access to petty cash on an ongoing basis and be able to arrange for
access to larger funds.

“Hold, safeguard, manage and account for” means that the facility must act as fiduciary
of the resident’s funds and report at least quarterly on the status of these funds in a clear
and understandable manner. Managing the resident’s financial affairs includes money



that an individual gives to the facility for the sake of providing a resident with a
noncovered service (such as a permanent wave). It is expected that in these instances, the
facility will provide a receipt to the gift giver and retain a copy.

“Interest bearing” means a rate of return equal to or above the passbook savings rate at
local banking institutions in the area.

Although the requirements are silent about oral requests by residents to have a facility
hold personal funds, under the provisions regarding personal property (8483.10(1)), and
misappropriation of property (8483.13(c)), residents may make oral requests that the
facility temporarily place their funds in a safe place, without authorizing the facility to
manage those funds. The facility has the responsibility to implement written procedures
to prevent the misappropriation of these funds.

If you determine potential problems with funds through interviews, follow-up using the
following procedures as appropriate:

If the facility does not have written authorization to handle resident’s funds, but is
holding funds for more than a few days, determine if the facility is managing these funds
without written authorization. There must be written authorization for the facility to be in
compliance with this requirement.

To assure that facilities are not using oral requests by residents as a way to avoid
obtaining written authorization to hold, manage, safeguard and account for resident’s

funds, make sure that:

e There is a written declaration by the resident that the funds are being held for
no more than a few days by the facility at the resident’s request;

e These funds are not held for more than a few days; and

o The facility provides the resident a receipt for these funds and retains a copy
for its records.

Review the administrative or business file and the bookkeeping accounts of residents
selected for a comprehensive review who have authorized the facility to handle their
personal funds.

e Are residents’ funds over $50.00 ($100.00 for Medicare residents) or, at the
facility’s option, all resident funds, in an interest bearing account(s)?

e What procedure was followed when residents requested their funds?

e How long does it take for residents to receive: (a) petty cash allotments; (b)
funds needing to be withdrawn from bank accounts?



e Were limits placed on amounts that could be withdrawn? If yes, was the
reason based on resident care needs or facility convenience?

e Are funds records treated with privacy as required at F164?
NOTE: Banks may charge the resident a fee for handling their funds. Facilities may
not charge residents for managing residents’ funds because the services are

covered by Medicare or Medicaid.

If problems are identified, review also 8483.10(b)(7), Tag F156.

Monies due residents should be credited to their respective bank accounts within a few
business days.

8483.10(c)(4) Accounting and Records

The facility must establish and maintain a system that assures a full and complete
and separate accounting, according to generally accepted accounting principles, of
each resident’s personal funds entrusted to the facility on the resident’s behalf.

(i) The system must preclude any commingling of resident funds with facility
funds or with the funds of any person other than another resident.

(if) The individual financial record must be available through quarterly
statements and on request to the resident or his or her legal representative.

Interpretive Guidelines §483.10(c)(4)

This requirement constitutes the overall response of the facility to the resident’s right to
have the facility manage the resident’s funds.

“Generally accepted accounting principles” means that the facility employs proper
bookkeeping techniques, by which it can determine, upon request, the amount of
individual resident funds and, in the case of an interest bearing account, how much
interest these funds have earned for each resident, as last reported by the banking
institution to the facility.

Proper bookkeeping techniques would include an individual ledger card, ledger sheet or
equivalent established for each resident on which only those transactions involving his or
her personal funds are recorded and maintained. The record should have information on
when transactions occurred, what they were, as well as maintain the ongoing balance for
every resident.

Anytime there is a transaction the resident should be given a receipt and the facility
retains a copy.



Monies due residents should be credited to their respective bank accounts within a few
business days.

“Quarterly statements” are to be provided in writing to the resident or the resident’s
representative within 30 days after the end of the quarter.

8483.10(c)(5) Notice of Certain Balances
The facility must notify each resident that receives Medicaid benefits--

(i) When the amount in the resident’s account reaches $200 less than the SSI
resource limit for one person, specified in section 1611(a)(3)(B) of the Act; and

(ii) That, if the amount in the account, in addition to the value of the resident’s
other nonexempt resources, reaches the SSI resource limit for one person, the
resident may lose eligibility for Medicaid or SSI.

Interpretive Guidelines §483.10(c)(5)

The Social Security District Office can provide you with information concerning current
SSI resource limits.

Procedures §483.10(c)(5)

If problems are identified for sampled residents who are Medicaid recipients, review
financial records to determine if their accounts are within $200.00 of the SSI limit. If
there are sampled residents in this situation, ask them or their representatives if they have
received notice.
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483.10(c)(6) Conveyance upon death

Upon the death of a resident with a personal fund deposited with the facility, the
facility must convey within 30 days the resident’s funds, and a final accounting of
those funds, to the individual or probate jurisdiction administering the resident’s
estate.

Procedures §483.10(c)(6)
As part of closed records review, determine if within 30 days of death, the facility

conveyed the deceased resident’s personal funds and a final accounting to the individual
or probate jurisdiction administering the individual’s estate as provided by State law.
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483.10(c)(7) Assurance of Financial Security

The facility must purchase a surety bond, or otherwise provide assurance
satisfactory to the Secretary, to assure the security of all personal funds of residents
deposited with the facility.

Interpretive Guidelines §483.10(c)(7)

A surety bond is an agreement between the principal (the facility), the surety (the
insurance company), and the obligee (depending on State law, either the resident or the
State acting on behalf of the resident), wherein the facility and the insurance company
agree to compensate the resident (or the State on behalf of the resident) for any loss of
residents’ funds that the facility holds, safeguards, manages, and accounts for.

The purpose of the surety bond is to guarantee that the facility will pay the resident (or
the State on behalf of the resident) for losses occurring from any failure by the facility to
hold, safeguard, manage, and account for the residents’ funds, i.e., 10Sses occurring as a
result of acts or errors of negligence, incompetence or dishonesty.

Unlike other types of insurance, the surety bond protects the obligee (the resident or the
State), not the principal (the facility), from loss. The surety bond differs from a fidelity
bond, which covers no acts or errors of negligence, incompetence or dishonesty.

The surety bond is the commitment of the facility in an objective manner to meet the
standard of conduct specified in 8483.10(c)(2), that the facility will hold, safeguard,
manage and account for the funds residents have entrusted to the facility. The facility
assumes the responsibility to compensate the obligee for the amount of the loss up to the
entire amount of the surety bond.

Reasonable alternatives to a surety bond must:

« Designate the obligee (depending on State law, the resident individually or in
aggregate, or the State on behalf of each resident) who can collect in case of a
loss;

o Specify that the obligee may collect due to any failure by the facility, whether
by commission, bankruptcy, or omission, to hold, safeguard, manage, and

account for the residents’ funds; and

o Be managed by a third party unrelated in any way to the facility or its
management.

The facility cannot be named as a beneficiary.



Self-insurance is not an acceptable alternative to a surety bond. Likewise, funds
deposited in bank accounts protected by the Federal Deposit Insurance Corporation, or
similar entity, also are not acceptable alternatives.

Procedures §483.10(c)(7)

As part of Phase 2, if your team has any concerns about residents’ funds, check the
amount of the surety bond to make sure it is at least equal to the total amount of
residents’ funds, as of the most recent quarter.

If the State survey agency determines that individual circumstances associated with a
facility’s surety bond or its alternative are such that the survey agency cannot determine
whether or not the facility is in compliance with the requirements at 8483.10(c)(7), then it
would be appropriate to make the referral to the State’s fiscal department.

If a corporation has a surety bond that covers all of its facilities, there should be a
separate review of the corporation’s surety bond by the appropriate State agency, such as
the State’s fiscal department, to ensure that all the residents in the corporation’s facilities
within the State are covered against any losses due to acts or errors by the corporation or
any of its facilities. The focus of the review should be to ensure that if the corporation
were to go bankrupt or otherwise cease to operate, the funds of the residents in the
corporation’s facilities would be protected.
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8483.10(c)(8) Limitation on Charges to Personal Funds

The facility may not impose a charge against the personal funds of a resident for
any item or services for which payment is made under Medicaid or Medicare
(except for applicable deductible and coinsurance amounts).

The facility may charge the resident for requested services that are more expensive
than or in excess of covered services in accordance with 8489.32 of this chapter.
(This does not affect the prohibition on facility charges for items and services for
which Medicaid has paid. See 8447.15, which limits participation in the Medicaid
program to providers who accept, as payment in full, Medicaid payment plus any
deductible, coinsurance, or copayment required by the plan to be paid by the
individual.)

(i) Services included in Medicare or Medicaid payment. During the course of a
covered Medicare or Medicaid stay, facilities may not charge a resident for the
following categories of items and services:

(A) Nursing services as required at 8483.30 of this subpart.
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(B) Dietary services as required at 8483.35 of this subpart.
(C) An activities program as required at 8483.15(f) of this subpart.

(D) Room/bed maintenance services.

(E) Routine personal hygiene items and services as required to meet the
needs of residents, including, but not limited to, hair hygiene supplies,
comb, brush, bath soap, disinfecting soaps or specialized cleansing
agents when indicated to treat special skin problems or to fight infection,
razor, shaving cream, toothbrush, toothpaste, denture adhesive, denture
cleaner, dental floss, moisturizing lotion, tissues, cotton balls, cotton
swabs, deodorant, incontinence care and supplies, sanitary napkins and
related supplies, towels, washcloths, hospital gowns, over the counter
drugs, hair and nail hygiene services, bathing, and basic personal
laundry.

(F) Medically-related social services as required at 8483.15(q) of this subpart.
(ii) Items and services that may be charged to residents’ funds. Listed below are
general categories and examples of items and services that the facility may
charge to residents’ funds if they are requested by a resident, if the facility
informs the resident that there will be a charge, and if payment is not made by
Medicare or Medicaid:

(A) Telephone;

(B) Television/radio for personal use;

(C) Personal comfort items, including smoking materials, notions and
novelties, and confections;

(D) Cosmetic and grooming items and services in excess of those for which
payment is made under Medicaid or Medicare;

(E) Personal clothing;

(F) Personal reading matter;

(G) Gifts purchased on behalf of a resident;
(H) Flowers and plants; and

() Social events and entertainment offered outside the scope of the
activities program, provided under 8483.15(f) of this subpart.



(J)  Noncovered special care services such as privately hired nurses or
aides.

(K) Private room, except when therapeutically required (for example,
isolation for infection control).

(L) Specially prepared or alternative food requested instead of the food
generally prepared by the facility, as required by 8483.35 of this
subpart.

Intent 8483.10(c)(8)

The intent of this requirement is to specify that facilities not charge residents for items
and services for which payment is made under Medicare or Medicaid.

Interpretive Guidelines §483.10(c)(8)

The facility may charge the resident the difference for requested services that are more
expensive than or in excess of covered services in accordance with 8489.32 of this
chapter. (This does not affect the prohibition on facility charges for items and services
for which Medicaid has paid. See 8447.15, which limits participation in the Medicaid
program to providers who accept, as payment in full, Medicaid payment plus any
deductible, coinsurance, or co-payment required by the plan to be paid by the individual.)
If a State plan does not cover an item or service, such as eyeglasses, the resident may
purchase that item or service out of his/her funds. See 8483.15(g), F250 for the facility’s
responsibility to assist the resident in obtaining those services.

Procedures §483.10(c)(8)

As appropriate during Phase 2 of the survey, review the written information given to
Medicare/Medicaid eligible residents and family members on admission that notifies
them of the items and services that are covered under Medicare or the State plan. Review
a sample of residents’ monthly statements to ensure that personal funds are not used to
pay for covered services. If charges found on monthly statements indicate that residents
may have paid for covered items or services, determine if these items or services are over
and above what is paid by Medicare or Medicaid.

If, through observations or interviews of residents selected for comprehensive or focused
review, the team determines that families or residents hire sitters, and/or that a large
number of residents or families are paying for outside food, determine if these practices
reflect inadequate staffing and/or food.

Interpretive Guidelines 8483.10(c)(8)(i)(E)

Prescription drugs are part of the pharmaceutical services that facilities are required to
provide. (See 8483.25(l) and (m), and 8483.60.) However, at times, a resident needs a


http://www.cms.hhs.gov/regulations/

medical service that is recognized by State law, but not covered by the State plan. Such a
medical service includes a prescription drug that is not on the State’s formulary or that
exceeds the number of medications covered by Medicaid. It may also include
prescription eyeglasses or dentures. If a resident needs a recognized medical service over
what is allowed by the State plan, the resident has the right under the Medicaid statute to
spend his/her income on that service. If the service is more than what Medicaid pays, the
resident may deduct the actual cost of the service from the Medicaid share of the cost.
The facility must assist the resident in exercising his or her right to the uncovered medical
expense deduction and may not charge the resident for such services.

“Hair hygiene supplies” refers to comb, brush, shampoos, trims and simple hair cuts
provided by facility staff as part of routine grooming care. Hair cuts, permanent waves,
hair coloring, and relaxing performed by barbers and beauticians not employed by a
facility are chargeable.

“Nail hygiene services” refers to routine trimming, cleaning, filing, but not polishing of
undamaged nails, and on an individual basis, care for ingrown or damaged nails.

“Basic personal laundry” does not include dry cleaning, mending, washing by hand, or
other specialty services that need not be provided. A resident may be charged for these
specialty services if he or she requests and receives them.

Interpretive Guidelines 8483.10(c)(8)(ii)(1) Social Events

Facilities are required by 8483.15(f) to provide an ongoing program of activities designed
to meet, in accordance with the comprehensive assessment, the interests and physical,
mental, and psychosocial well-being of each resident, and cannot charge residents for
these services, whether they occur at the facility or off-site. Resident funds should not be
charged for universal items such as bookmobile services or local newspaper subscriptions
intended for use by more than one resident. However, if a resident requests and attends a
social event or entertainment that is not part of the activities assessment and care plan for
that resident, a facility may charge that resident’s account only for actual expenses.
Further, because of expenses associated with transportation, escorts and other related
costs, a resident may be charged for actual expenses for an event or entertainment he or
she requests and attends that may be free to the public.

Interpretive Guidelines 8483.10(c)(8)(ii)(L) Specially Prepared Foods

A resident may refuse food usually prepared and food substitutions of similar nutritive
value because of personal, religious, cultural, or ethnic preference. If the resident
requests and receives food that is either not commonly purchased by the facility or easily
prepared, then the facility may charge the resident. For example, the facility may charge
the resident’s account for specially prepared food if the facility has a restricted diet policy
and notified the resident on admission of the fact, in accordance with §483.10(b). The
facility may not charge the resident’s account for specially prepared foods that are
required by the physician’s order of a therapeutic diet. If a facility changes its menu so



that the menu no longer reflects the food preferences of residents, see F165, F242, and
F243 to determine compliance with these requirements.

(iii) Requests for items and services.

(A) The facility must not charge a resident (or his or her representative) for
any item or service not requested by the resident.

(B) The facility must not require a resident (or his or her representative) to
request any item or service as a condition of admission or continued stay.

(C) The facility must inform the resident (or his or her representative)
requesting an item or service for which a charge will be made that there will
be a charge for the item or service and what the charge will be.

Interpretive Guidelines 8483.10(c)(8)(iii) Requests for Items and Services

A facility may not charge a resident or the resident’s representative for items and services
that are not requested by the resident or representative, whether or not the item or
services is requested by a physician. The item or service ordered by the physician should
fit in with the resident’s care plan.

§483.10(d) Free Choice

The resident has the right to--
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8483.10(d)(1) -- Choose a personal attending physician
Interpretive Guidelines 8483.10(d)(1)

The right to choose a personal physician does not mean that the physician must or will
serve the resident, or that a resident must designate a personal physician. If a physician
of the resident’s choosing fails to fulfill a given requirement, such as 8483.25(1)(1),
Unnecessary drugs; 8483.25(1)(2), Antipsychotic drugs; or 8483.40, frequency of
physician visits, the facility will have the right, after informing the resident, to seek
alternate physician participation to assure provision of appropriate and adequate care and
treatment. A facility may not place barriers in the way of residents choosing their own
physicians. For example, if a resident does not have a physician, or if the resident’s
physician becomes unable or unwilling to continue providing care to the resident, the
facility must assist the resident in exercising his or her choice in finding another
physician.

Before consulting an alternate physician, one mechanism to alleviate a possible problem
could involve the facility’s utilization of a peer review process for cases which cannot be



satisfactorily resolved by discussion between the medical director and the attending
physician. Only after a failed attempt to work with the attending physician or mediate
differences in delivery of care should the facility request an alternate physician when
requested to do so by the resident or when the physician will not adhere to the
regulations.

If it is a condition for admission to a continuing care retirement center, the requirement
for free choice is met if a resident is allowed to choose a personal physician from among
those who have practice privileges at the retirement center.

A resident in a distinct part of a general acute care hospital can choose his/her own
physician, unless the hospital requires that physicians with residents in the distinct part
have hospital admitting privileges. If this is so, the resident can choose his/her own
physician, but cannot have a physician who does not have hospital admitting privileges.

If residents appear to have problems in choosing physicians, determine how the facility
makes physician services available to residents.
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8483.10(e) Privacy and Confidentiality

The resident has the right to personal privacy and confidentiality of his or her
personal and clinical records.

(1) Personal privacy includes accommodations, medical treatment, written and
telephone communications, personal care, visits, and meetings of family and
resident groups, but this does not require the facility to provide a private room for
each resident;

(2) Except as provided in paragraph (e)(3) of this section, the resident may approve
or refuse the release of personal and clinical records to any individual outside the
facility;

(3) The resident’s right to refuse release of personal and clinical records does not
apply when--

(i) The resident is transferred to another health care institution; or

(i1) Record release is required by law



Interpretive Guidelines 8483.10(e)

“Right to privacy” means that the resident has the right to privacy with whomever the
resident wishes to be private and that this privacy should include full visual, and, to the
extent desired, for visits or other activities, auditory privacy. Private space may be
created flexibly and need not be dedicated solely for visitation purposes.

For example, privacy for visitation or meetings might be arranged by using a dining area
between meals, a vacant chapel, office or room; or an activities area when activities are
not in progress. Arrangements for private space could be accomplished through
cooperation between the facility’s administration and resident or family groups so that
private space is provided for those requesting it without infringement on the rights of
other residents.

With the exception of the explicit requirement for privacy curtains in all initially certified
facilities (see 8483.70(d)(1)(v)), the facility is free to innovate to provide privacy for its
residents, as exemplified in the preceding paragraph. This may, but need not, be through
the provision of a private room.

Facility staff must examine and treat residents in a manner that maintains the privacy of
their bodies. A resident must be granted privacy when going to the bathroom and in
other activities of personal hygiene. If an individual requires assistance, authorized staff
should respect the individual’s need for privacy. Only authorized staff directly involved
in treatment should be present when treatments are given. People not involved in the care
of the individual should not be present without the individual’s consent while he/she is
being examined or treated. Staff should pull privacy curtains, close doors, or otherwise
remove residents from public view and provide clothing or draping to prevent
unnecessary exposure of body parts during the provision of personal care and services.

Personal and clinical records include all types of records the facility might keep on a
resident, whether they are medical, social, fund accounts, automated or other.

Additional guidelines on mail, visitation rights and telephone communication are
addressed in 8483.10(i), (j) and (k). See 8483.70(d)(1)(iv) for full visual privacy around
beds.

Procedures 8483.10(e)(1) - (3)

Document any instances where you observe a resident’s privacy being violated.
Completely document how the resident’s privacy was violated (e.g., Resident #12 left
without gown or bed covers and unattended), and where and when this occurred (e.g., 2B
Corridor, 3:30 pm, February 25). If possible, identify the responsible party.

8483.75(1)(4) The facility must keep confidential all information contained in the
resident’s records, regardless of the form or storage method of the records, except
when release is required by--



(i) Transfer to another health care institution;
(i) Law;
(iii) Third party payment contract; or
(iv) The resident.
Interpretive Guidelines §483.75(1)(4)

“Keep confidential” is defined as safeguarding the content of information including
video, audio, or other computer stored information from unauthorized disclosure without
the consent of the individual and/or the individual’s surrogate or representative.

If there is information considered too confidential to place in the record used by all staff,
such as the family’s financial assets or sensitive medical data, it may be retained in a
secure place in the facility, such as a locked cabinet in the administrator’s office. The
record should show the location of this confidential information.

8483.10(f) Grievances

A resident has the right to--

F165

A resident has the right to -

8483.10(f)(1) --Voice grievances without discrimination or reprisal. Such grievances
include those with respect to treatment which has been furnished as well as that
which has not been furnished; and

(SEE TAG 166 FOR GUIDANCE)

F166

A resident has the right to--

8483.10(f)(2) -- Prompt efforts by the facility to resolve grievances the resident may
have, including those with respect to the behavior of other residents.

Intent §483.10(f)

The intent of the regulation is to support each resident’s right to voice grievances (e.g.,
those about treatment, care, management of funds, lost clothing, or violation of rights)



and to assure that after receiving a complaint/grievance, the facility actively seeks a
resolution and keeps the resident appropriately apprised of its progress toward resolution

Interpretive Guidelines §483.10(f)

“Voice grievances” is not limited to a formal, written grievance process but may include
a resident’s verbalized complaint to facility staff.

“Prompt efforts...to resolve” include facility acknowledgment of complaint/grievances
and actively working toward resolution of that complaint/grievance.

If residents’ responses indicate problems in voicing grievances and getting grievances
resolved, determine how the facility deals with and makes prompt efforts to resolve
resident complaints and grievances.

e With permission, review resident council minutes.

o Interview staff about how grievances are handled.

e Interview staff about communication (to resident) of progress toward
resolution of complaint/grievance.

If problems are identified, also investigate compliance with 8483.10(b)(7)(iii).

8483.10(g) Examination of Survey Results

F167
A resident has the right to--

(1) Examine the results of the most recent survey of the facility conducted by
Federal or State surveyors and any plan of correction in effect with respect
to the facility. The facility must make the results available for examination
in a place readily accessible to residents and must post a notice of their
availability; and

SEE GUIDANCE UNDER TAG 168

F168
A resident has the right to:

8483.10(g)(2) -- Receive information from agencies acting as client advocates, and be
afforded the opportunity to contact these agencies.



Interpretive Guidelines 8483.10(g)(1)-(2)

“Results of the most recent survey” means the Statement of Deficiencies (Form CMS-
2567) and the Statement of Isolated Deficiencies generated by the most recent standard
survey and any subsequent extended surveys, and any deficiencies resulting from any
subsequent complaint investigation(s).

“Made available for examination” means that survey results and approved plan of
correction, if applicable, are available in a readable form, such as a binder, large print, or
are provided with a magnifying glass, have not been altered by the facility unless
authorized by the State agency, and are available to residents without having to ask a staff
person.

“Place readily accessible to residents” is a place (such as a lobby or other area frequented
by most residents) where individuals wishing to examine survey results do not have to
ask to see them.
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§483.10(h) Work

The resident has the right to--
(1) Refuse to perform services for the facility;
(2) Perform services for the facility, if he or she chooses, when--
(i) The facility has documented the need or desire for work in the plan of care;

(if) The plan specifies the nature of the services performed and whether the
services are voluntary or paid;

(iii) Compensation for paid services is at or above prevailing rates; and
(iv) The resident agrees to the work arrangement described in the plan of care
Interpretive Guidelines 8483.10(h)(1)-(2)

“Prevailing rate” is the wage paid to workers in the community surrounding the facility
for essentially the same type, quality, and quantity of work requiring comparable skills.

All resident work, whether of a voluntary or paid nature, must be part of the plan of care.
A resident’s desire for work is subject to discussion of medical appropriateness. As part
of the plan of care, a therapeutic work assignment must be agreed to by the resident. The



resident also has the right to refuse such treatment at any time that he or she wishes. At
the time of development or review of the plan, voluntary or paid work can be negotiated.

Procedures §483.10(h)(1)-(2)

Are residents engaged in what may be paid or volunteer work (e.g., doing housekeeping,
doing laundry, preparing meals)? Pay special attention to the possible work activities of
residents with mental retardation or mental illness. If you observe such a situation,
determine if the resident is in fact performing work and, if so, is this work, whether
voluntary or paid, described in the plan of care?

§483.10(i) Mail

The resident has the right to privacy in written communications, including the right
to--
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8483.10(i)(1) Send and promptly receive mail that is unopened; and

SEE GUIDANCE UNDER TAG 171

F171

8483.10(i)(2) Have access to stationery, postage, and writing implements at the
resident’s own expense.

Interpretive Guidelines 8483.10(i)(1)-(2)
“Promptly” means delivery of mail or other materials to the resident within 24 hours of
delivery by the postal service (including a post office box) and delivery of outgoing mail

to the postal service within 24 hours, except when there is no regularly scheduled postal
delivery and pick-up service.

F172
(Rev. 48; Issued: 06-12-09; Effective/Implementation Date: 06-12-09)

8483.10(j) - Access and Visitation Rights

8483.10(j)(2) - The resident has the right and the facility must provide immediate
access to any resident by the following:

(i) Any representative of the Secretary;



(if) Any representative of the State;
(iii) The resident’s individual physician;

(iv) The State long term care ombudsman (established under section 307 (a)(12)
of the Older Americans Act of 1965);

(v) The agency responsible for the protection and advocacy system for
developmentally disabled individuals (established under part C of the
Developmental Disabilities Assistance and Bill of Rights Act);

(vi) The agency responsible for the protection and advocacy system for mentally
ill individuals (established under the Protection and Advocacy for Mentally 1lI
Individuals Act);

(vii) Subject to the resident’s right to deny or withdraw consent at any time,
immediate family or other relatives of the resident; and

(viii) Subject to reasonable restrictions and the resident’s right to deny or
withdraw consent at any time, others who are visiting with the consent of the
resident.

8483.10(j)(2) - The facility must provide reasonable access to any resident by any
entity or individual that provides health, social, legal, or other services to the
resident, subject to the resident’s right to deny or withdraw consent at any time.

Interpretive Guidelines: 8§483.10(j)(1) and (2)

The facility must provide immediate access to any representative of the Secretary of the
Department of Health and Human Services, the State, the resident’s individual physician,
the State long term care ombudsman, or the agencies responsible for the protection and
advocacy of individuals with developmental disabilities or mental illness. The facility
cannot refuse to permit residents to talk with surveyors. Representatives of the
Department of Health and Human Services, the State, the State long term care
ombudsman system, and protection and advocacy agencies for individuals with
developmental disabilities or mental illness are not subject to visiting hour limitations.

Immediate family or other relatives are not subject to visiting hour limitations or other
restrictions not imposed by the resident. Likewise, facilities must provide 24-hour access
to other non-relative visitors who are visiting with the consent of the resident. These
other visitors are subject to “reasonable restrictions” according to the regulatory
language. “Reasonable restrictions” are those imposed by the facility that protect the
security of all the facility’s residents, such as keeping the facility locked at night; denying
access or providing limited and supervised access to a visitor if that individual has been
found to be abusing, exploiting, or coercing a resident; denying access to a visitor who



has been found to have been committing criminal acts such as theft; or denying access to
visitors who are inebriated and disruptive. The facility may change the location of visits
to assist care giving or protect the privacy of other residents, if these visitation rights
infringe upon the rights of other residents in the facility. For example, a resident’s family
visits in the late evening, which prevents the resident’s roommate from sleeping.

An individual or representative of an agency that provides health, social, legal, or other
services to the resident has the right of “reasonable access” to the resident, which means
that the facility may establish guidelines regarding the circumstances of the visit, such as
location. If there are problems with the facility’s provision of reasonable privacy for
resident to meet with these representatives, refer to 8483.10(e), Privacy and
Confidentiality, Tag F164.

Procedures: 8483.10(j)(1) and (2)
Do residents and family members know that they are able to visit 24-hours a day? Do
non-relative visitors know they are also able to visit 24-hours a day, but subject to
reasonable restrictions as defined above? If you identify problems during resident,
family, or group interviews, determine how the facility ensures 24-hour access to:

. Representatives of the State;

. Representatives of the U.S. Department of Health and Human Services;

. The resident’s individual physician;

. Representatives of the State long-term care ombudsman;

. Representatives of agencies responsible for protecting and advocating rights
of persons with mental illness or developmental disabilities;

. Immediate family or other relatives; and
. Other visitors, subject to reasonable restrictions as defined above.
F173

8483.10(j)(3) -- The facility must allow representatives of the State Ombudsman,
described in paragraph (j)(1)(iv) of this section, to examine a resident’s clinical
records with the permission of the resident or the resident’s legal representative,
and consistent with State law.

Procedures 8§483.10(j)(3)

Ask the ombudsman if the facility allows him/her to examine residents’ clinical records
with the permission of the resident, and to the extent allowed by State law.
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8483.10(k) Telephone

The resident has the right to have reasonable access to the use of a telephone where
calls can be made without being overheard.

Interpretive Guidelines §483.10(k)

Telephones in staff offices or at nurses’ stations do not meet the provisions of this
requirement. Examples of facility accommodations to provide reasonable access to the
use of a telephone without being overheard include providing cordless telephones or
having telephone jacks in residents’ rooms.

“Reasonable access” includes placing telephones at a height accessible to residents who
use wheelchairs and adapting telephones for use by the residents with impaired hearing.

8483.10(1) Personal Property

The resident has the right to retain and use personal possessions, including some
furnishings, and appropriate clothing, as space permits, unless to do so would
infringe upon the rights or health and safety of other residents.

Intent §483.10(1)

The intent of this regulation is to encourage residents to bring personal possessions into
the facility, as space, safety considerations and fire code permits.

Interpretive Guidelines 8483.10(l)

All residents’ possessions, regardless of their apparent value to others, must be treated
with respect, for what they are and for what they may represent to the resident. The right
to retain and use personal possessions assures that the residents’ environment be as
homelike as possible and that residents retain as much control over their lives as possible.
The facility has the right to limit the resident’s exercise of this right on grounds of space
and health or safety.

Procedures §483.10(1)

If residents’ rooms have few personal possessions, ask residents, families and the local
ombudsman if:

e Residents are encouraged to have and to use them;



o The facility informs residents not to bring in certain items and for what
reason; and

o Personal property is safe in the facility.

Ask staff if the facility sets limits on the value of the property that residents may have in
their possession or requires that residents put personal property in the facility’s safe.

F175
(Rev. 48; Issued: 06-12-09; Effective/Implementation Date: 06-12-09)

8483.10(m) - Married Couples

The resident has the right to share a room with his or her spouse when married
residents live in the same facility and both spouses consent to the arrangement.

Interpretive Guidelines: §483.10(m)

The right of residents who are married to each other to share a room does not give a
resident the right, or the facility the responsibility, to compel another resident to relocate
to accommodate a spouse. The requirement means that when a room is available for a
married couple to share, the facility must permit them to share it if they choose. If a
married resident’s spouse is admitted to the facility later and the couple want to share a
room, the facility must provide a shared room as quickly as possible. However, a couple
is not able to share a room if one of the spouses has a different payment source for which
the facility is not certified (if the room is in a distinct part, unless one of the spouses
elects to pay for his or her care). This regulation does not prohibit the facility from
accommodating residents who wish to room with another nursing home resident of their
choice. For issues of residents being prohibited from rooming with persons of their
choice, use §483.15(b)(3), Self-determination and Participation, Tag F242: “The resident
has the right to make choices about aspects of his or her life in the facility that are
significant to the resident.”
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8483.10(n) Self-Administration of Drugs

An individual resident may self-administer drugs if the interdisciplinary team, as
defined by 8483.20(d)(2)(ii), has determined that this practice is safe.

Interpretive Guidelines §483.10(n)

If a resident requests to self-administer drugs, it is the responsibility of the
interdisciplinary team to determine that it is safe for the resident to self-administer drugs



before the resident may exercise that right. The interdisciplinary team must also
determine who will be responsible (the resident or the nursing staff) for storage and
documentation of the administration of drugs, as well as the location of the drug
administration (e.g., resident’s room, nurses’ station, or activities room). Appropriate
notation of these determinations should be placed in the resident’s care plan.

The decision that a resident has the ability to self-administer medication(s) is subject to
periodic re-evaluation based on change in the resident’s status. The facility may require
that drugs be administered by the nurse or medication aide, if allowed by State law, until
the care planning team has the opportunity to obtain information necessary to make an
assessment of the resident’s ability to safely self-administer medications. If the resident
chooses to self-administer drugs, this decision should be made at least by the time the
care plan is completed within seven days after completion of the comprehensive
assessment.

Medication errors occurring with residents who self-administer drugs should not be
counted in the facility’s medication error rate (see Guidelines for 8483.25(m)), but should
call into question the judgment made by the facility in allowing self-administration for
those residents.

Probes: 8483.10(n)

For residents selected for a comprehensive review or a focused review, as appropriate:

e Does resident self-administer drugs? Which ones? How much? How often?

e Does the care plan reflect self-administration?
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8483.10(0) Refusal of Certain Transfers

(1) An individual has the right to refuse a transfer to another room within the
institution, if the purpose of the transfer is to relocate--

(i) A resident of a SNF, from the distinct part of the institution that is a SNF to a
part of the institution that is not a SNF, or

(i) A resident of a NF, from the distinct part of the institution that is a NF to a
distinct part of the institution that is a SNF.

(2) A resident’s exercise of the right to refuse transfer under paragraph (o)(1) of this
section does not affect the individual’s eligibility or entitlement to Medicare or
Medicaid benefits.



Interpretive Guidelines 8483.10(0)
This requirement applies to transfer within a physical plant.

These provisions allow a resident to refuse transfer from a room in one distinct part of an
institution to a room in another distinct part of the institution for purposes of obtaining
Medicare or Medicaid eligibility. If a resident refuses to transfer from a portion of the
institution that is not Medicare certified, the resident forgoes the possibility of Medicare
coverage for the care received there. If that portion of the institution is Medicaid certified
and the resident is Medicaid-eligible, then Medicaid covered services would be paid by
Medicaid. If the resident is Medicaid-eligible, but that portion of the institution is not
Medicaid certified, then the resident would assume responsibility for payment for the
services. If the resident is unable to pay for those services, then the facility may, after
giving the resident a 30-day notice, transfer the resident under the provisions of

8483.12(a).

When a resident occupies a bed in a distinct part NF that participates in Medicaid and not
in Medicare, he or she may not be moved involuntarily to another part of the institution
by the facility (or required to be moved by the State) solely for the purpose of assuring
Medicare eligibility for payment. Such moves are only appropriate when they occur at
the request of a resident (for example, when a privately paying Medicare beneficiary
believes that admission to a bed in a Medicare-participating distinct part of the institution
may result in Medicare payment).

See Guidelines, 8483.12 for further discussion regarding transfers.

For transfers of residents between Medicare or Medicaid approved distinct parts:
e Isthere a documented medical reason for the transfer?
e Was the resident transferred because of a change in payment source?
o If a Medicare or Medicaid resident is notified that he/she is no longer eligible,
does the facility transfer the resident? Did the facility give the resident the

opportunity to refuse the transfer? How? What happened?

Ask the local ombudsman about facility compliance with transfer requirements. See also
8483.12, Criteria for Transfer.

8483.12 Admission, Transfer, and Discharge Rights



8483.12(a) Transfer, and Discharge
(1) Definition

Transfer and discharge includes movement of a resident to a bed outside of the
certified facility whether that bed is in the same physical plant or not. Transfer and
discharge does not refer to movement of a resident to a bed within the same certified
facility.

Guidelines §483.12

This requirement applies to transfers or discharges that are initiated by the facility, not by
the resident. Whether or not a resident agrees to the facility’s decision, these
requirements apply whenever a facility initiates the transfer or discharge. “Transfer” is
moving the resident from the facility to another legally responsible institutional setting,
while “discharge” is moving the resident to a non-institutional setting when the releasing
facility ceases to be responsible for the resident’s care.

If a resident is living in an institution participating in both Medicare and Medicaid
(SNF/NF) under separate provider agreements, a move from either the SNF or NF would
constitute a transfer.

Transfer and discharge provisions significantly restrict a facility’s ability to transfer or
discharge a resident once that resident has been admitted to the facility. The facility may
not transfer or discharge the resident unless:

1. The transfer or discharge is necessary to meet the resident’s welfare and the
resident’s welfare cannot be met in the facility;

2. The transfer or discharge is appropriate because the resident’s health has
improved sufficiently so the resident no longer needs the services provided by the
facility;

3. The safety of individuals in the facility is endangered,;

4. The health of individuals in the facility would otherwise be endangered,;

5. The resident has failed, after reasonable and appropriate notice, to pay for a stay
at the facility; or

6. The facility ceases to operate.

To demonstrate that any of the events specified in 1 - 5 have occurred, the law requires
documentation in the resident’s clinical record. To demonstrate situations 1 and 2, the



resident’s physician must provide the documentation. In situation 4, the documentation
must be provided by any physician. (See §483.12(a)(2).)

Moreover, before the transfer or discharge occurs, the law requires that the facility notify
the resident and, if known, the family member, surrogate, or representative of the transfer
and the reasons for the transfer, and record the reasons in the clinical record. The
facility’s notice must include an explanation of the right to appeal the transfer to the State
as well as the name, address, and phone number of the State long-term care ombudsman.
In the case of a developmentally disabled individual, the notice must include the name,
address and phone number of the agency responsible for advocating for the
developmentally disabled, and in the case of a mentally ill individual, the name, address
and phone number of the agency responsible for advocating for mentally ill individuals.
(See 8483.12(a)(3) and (5).)

Generally, this notice must be provided at least 30 days prior to the transfer. Exceptions
to the 30-day requirement apply when the transfer is effected because of:

o Endangerment to the health or safety of others in the facility;

e  When a resident’s health has improved to allow a more immediate transfer or
discharge;

e When a resident’s urgent medical needs require more immediate transfer; and
e When a resident has not resided in the facility for 30 days.

In these cases, the notice must be provided as soon as practicable before the discharge.

(See 8483.12(a)(4).)

Finally, the facility is required to provide sufficient preparation and orientation to
residents to ensure safe and orderly discharge from the facility. (See §483.12(a)(6).)

Under Medicaid, a participating facility is also required to provide notice to its residents
of the facility’s bed-hold policies and readmission policies prior to transfer of a resident
for hospitalization or therapeutic leave. Upon such transfer, the facility must provide
written notice to the resident and an immediate family member, surrogate or
representative of the duration of any bed-hold. With respect to readmission in a
Medicaid participating facility, the facility must develop policies that permit residents
eligible for Medicaid, who were transferred for hospitalization or therapeutic leave, and
whose absence exceeds the bed-hold period as defined by the State plan, to return to the
facility in the first available bed. (See §483.12(b).)

A resident cannot be transferred for non-payment if he or she has submitted to a third
party payor all the paperwork necessary for the bill to be paid. Non-payment would
occur if a third party payor, including Medicare or Medicaid, denies the claim and the
resident refused to pay for his or her stay.



8483.10(0), Tag F177, addresses the right of residents to refuse certain transfers within an
institution on the basis of payment status.
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8483.12(a)(2) Transfer and Discharge Requirements

The facility must permit each resident to remain in the facility, and not transfer or
discharge the resident from the facility unless--

(i) The transfer or discharge is necessary for the resident’s welfare and the
resident’s needs cannot be met in the facility;

(ii) The transfer or discharge is appropriate because the resident’s health has
improved sufficiently so the resident no longer needs the services provided by
the facility;

(iii) The safety of individuals in the facility is endangered;

(iv)The health of individuals in the facility would otherwise be endangered;
(v) The resident has failed, after reasonable and appropriate notice, to pay for
(or to have paid under Medicare or Medicaid) a stay at the facility. For a
resident who becomes eligible for Medicaid after admission to a nursing facility,
the nursing facility may charge a resident only allowable charges under
Medicaid; or

(vi) The facility ceases to operate.

SEE GUIDANCE UNDER TAG 202
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8483.12(a)(3) Documentation

When the facility transfers or discharges a resident under any of the circumstances
specified in paragraphs (a)(2)(i) through (v) of this section, the resident’s clinical
record must be documented. The documentation must be made by--

(i) The resident’s physician when transfer or discharge is necessary under
paragraph (a)(2)(i) or paragraph (a)(2)(ii) of this section; and

(i1) A physician when transfer or discharge is necessary under paragraph
(a)(2)(iv) of this section.



Interpretive Guidelines 8483.12(a)(2) and (3)

If transfer is due to a significant change in the resident’s condition, but not an emergency
requiring an immediate transfer, then prior to any action, the facility must conduct the
appropriate assessment to determine if a new care plan would allow the facility to meet
the resident’s needs. (See §483.20(b)(4)(iv), F274, for information concerning
assessment upon significant change.)

Conversion from a private pay rate to payment at the Medicaid rate does not constitute
non-payment.

Refusal of treatment would not constitute grounds for transfer, unless the facility is
unable to meet the needs of the resident or protect the health and safety of others.

Documentation of the transfer/discharge may be completed by a physician extender
unless prohibited by State law or facility policy.

Procedures 8483.12(a)(2) and (3)
During closed record review, determine the reasons for transfer/discharge.

e Do records document accurate assessments and attempts through care planning to
address resident’s needs through multi-disciplinary interventions, accommodation
of individual needs and attention to the resident’s customary routines?

e Did the resident’s physician document the record if:

o The resident was transferred/discharged for the sake of the resident’s
welfare and the resident’s needs could not be met in the facility (e.g., a
resident develops an acute condition requiring hospitalization)? or

o The resident’s health improved to the extent that the
transferred/discharged resident no longer needed the services of the
facility.

e Did a physician document the record if residents were transferred because the
health of individuals in the facility is endangered?

e Do the records of residents transferred/discharged due to safety reasons reflect the
process by which the facility concluded that in each instance transfer or discharge
was necessary? Did the survey team observe residents with similar safety
concerns in the facility? If so, determine differences between these residents and
those who were transferred or discharged.



o Look for changes in source of payment coinciding with transfer. If you find such
transfer, determine if the transfers were triggered by one of the criteria specified

in §483.12(a)(2).

e Ask the ombudsman if there were any complaints regarding transfer and/or
discharge. If there were, what was the result of the ombudsman’s investigation?

o If the entity to which the resident was discharged is another long term care
facility, evaluate the extent to which the discharge summary and the resident’s
physician justify why the facility could not meet the needs of this resident.
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8483.12(a)(4) Notice Before Transfer
Before a facility transfers or discharges a resident, the facility must--
(i) Notify the resident and, if known, a family member or legal representative of
the resident of the transfer or discharge and the reasons for the move in writing
and in a language and manner they understand.
(ii) Record the reasons in the resident’s clinical record; and
(iii) Include in the notice the items described in paragraph (a)(6) of this section.
8§483.12(a)(5) Timing of the notice.
(i) Except when specified in paragraph (a)(5)(ii) of this section, the notice of
transfer or discharge required under paragraph (a)(4) of this section must be
made by the facility at least 30 days before the resident is transferred or

discharged.

(if) Notice may be made as soon as practicable before transfer or discharge
when--

(A) The safety of the individuals in the facility would be endangered under
paragraph (a)(2)(iii) of this section;

(B) The health of individuals in the facility would be endangered, under
()(2)(iv) of this section;

(C) The resident’s health improves sufficiently to allow a more immediate
transfer or discharge, under paragraph (a)(2)(ii) of this section;

(D) An immediate transfer or discharge is required by the resident’s urgent
medical needs, under paragraph (a)(2)(i) of this section; or



(E) A resident has not resided in the facility for 30 days.
§483.12(a)(6) Contents of the notice

The written notice specified in paragraph (a)(4) of this section must include the
following:

(i) The reason for transfer or discharge;

(if) The effective date of transfer or discharge;

(iii) The location to which the resident is transferred or discharged,;

(iv) A statement that the resident has the right to appeal the action to the State;

(V) The name, address and telephone number of the State long term care
ombudsman;

(vi) For nursing facility residents with developmental disabilities, the mailing
address and telephone number of the agency responsible for the protection and
advocacy of developmentally disabled individuals established under Part C of
the Developmental Disabilities Assistance and Bill of Rights Act; and
(vii) For nursing facility residents who are mentally ill, the mailing address and
telephone number of the agency responsible for the protection and advocacy of
mentally ill individuals established under the Protection and Advocacy for
Mentally Il Individuals Act.
Procedures 8483.12(a)(4)-(6)
If the team determines that there are concerns about the facility’s transfer and discharge
actions, during closed record review, look at notices to determine if the notice
requirements are met, including:

« Advance notice (either 30 days or, as soon as practicable, depending on the
reason for transfer/discharge);

e Reason for transfer/discharge;
o The effective date of the transfer or discharge;
e The location to which the resident was transferred or discharged;

e Right of appeal,



e How to notify the ombudsman (name, address, and telephone number); and

« How to notify the appropriate protection and advocacy agency for residents
with mental illness or mental retardation (mailing address and telephone
numbers).

o Determine whether the facility notified a family member or legal
representative of the proposed transfer or discharge.
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8483.12(a)(7) Orientation for Transfer or Discharge

A facility must provide sufficient preparation and orientation to residents to ensure safe
and orderly transfer or discharge from the facility.

Interpretive Guidelines 8483.12(a)(7)

“Sufficient preparation” means the facility informs the resident where he or she is going
and takes steps under its control to assure safe transportation. The facility should actively
involve, to the extent possible, the resident and the resident’s family in selecting the new
residence. Some examples of orientation may include trial visits, if possible, by the
resident to a new location; working with family to ask their assistance in assuring the
resident that valued possessions are not left behind or lost; orienting staff in the receiving
facility to resident’s daily patterns; and reviewing with staff routines for handling
transfers and discharges in a manner that minimizes unnecessary and avoidable anxiety or
depression and recognizes characteristic resident reactions identified by the resident
assessment and care plan.

Procedures 8483.12(a)(7)

During Resident Review, check social service notes to see if appropriate referrals have
been made and, if necessary, if resident counseling has occurred.

F205
8483.12(b) Notice of Bed-Hold Policy and Readmission

8483.12(b)(1) Notice before transfer. Before a nursing facility transfers a resident
to a hospital or allows a resident to go on therapeutic leave, the nursing facility must
provide written information to the resident and a family member or legal
representative that specifies--

(i) The duration of the bed-hold policy under the State plan, if any, during which
the resident is permitted to return and resume residence in the nursing facility;
and



(ii) The nursing facility’s policies regarding bed-hold periods, which must be
consistent with paragraph (b)(3) of this section, permitting a resident to return.

8483.12(b)(2) Bed-hold notice upon transfer. At the time of transfer of a resident
for hospitalization or therapeutic leave, a nursing facility must provide to the
resident and a family member or legal representative written notice which specifies
the duration of the bed-hold policy described in paragraph (b)(1) of this section.

Interpretive Guidelines §483.12(b)(1) and (2)
The nursing facility’s bed-hold policies apply to all residents.

These sections require two notices related to the facility’s bed-hold policies to be issued.
The first notice of bed-hold policies could be given well in advance of any transfer.
However, reissuance of the first notice would be required if the bed-hold policy under the
State plan or the facility’s policy were to change. The second notice, which specifies the
duration of the bed-hold policy, must be issued at the time of transfer

In cases of emergency transfer, notice “at the time of transfer” means that the family,
surrogate, or representative are provided with written notification within 24 hours of the
transfer. The requirement is met if the resident’s copy of the notice is sent with other
papers accompanying the resident to the hospital.

Bed-hold for days of absence in excess of the State’s bed-hold limit are considered non-
covered services which means that the resident could use his/her own income to pay for
the bed-hold. However, if such a resident does not elect to pay to hold the bed,
readmission rights to the next available bed are specified at §483.12(b)(3). Non-
Medicaid residents may be requested to pay for all days of bed-hold.

If residents (or their representatives in the case of residents who are unable to understand
their rights) are unsure or unclear about their bed-hold rights, review facility bed-hold
policies.

e Do policies specify the duration of the bed-hold?

« Is this time period consistent with that specified in the State plan?

e During closed record review, look at records of residents transferred to a
hospital or on therapeutic leave to determine if bed-hold requirements were
followed. Was notice given before and at the time of transfer?

« During closed record review, look at records of residents transferred to a

hospital or on therapeutic leave to determine if bed-hold requirements were
followed. Was notice given before and at the time of transfer?
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8483.12(b)(3) Permitting Resident to Return to Facility

A nursing facility must establish and follow a written policy under which a resident
whose hospitalization or therapeutic leave exceeds the bed-hold period under the
State plan, is readmitted to the facility immediately upon the first availability of a
bed in a semi-private room if the resident--

(i) Requires the services provided by the facility; and
(ii) Is eligible for Medicaid nursing facility services.
Interpretive Guidelines §483.12(b)(3)

“First available bed in a semi-private room” means a bed in a room shared with another
resident of the same sex. (see 8483.10(m) for the right of spouses to share a room.)

Medicaid-eligible residents who are on therapeutic leave or are hospitalized beyond the
State’s bed-hold policy must be readmitted to the first available bed even if the residents
have outstanding Medicaid balances. Once readmitted, however, these residents may be
transferred if the facility can demonstrate that non-payment of charges exists and
documentation and notice requirements are followed. The right to readmission is
applicable to individuals seeking to return from a transfer or discharge as long as all of
the specific qualifications set out in 8483.12(b)(3) are met.

Procedures 8483.12(b)(3)

For Medicaid recipients whose hospitalization or therapeutic leave exceeds the bed-hold
period, do facility policies specify readmission rights?

Refer to the current MDS for discharge information.

Review the facility’s written bed-hold policy to determine if it specifies legal readmission
rights. Ask the local ombudsman if there are any problems with residents being
readmitted to the facility following hospitalization. In closed record review, determine
why the resident did not return to the facility.

Ask the social worker or other appropriate staff what he/she tells Medicaid-eligible
residents about the facility’s bed-hold policies and the right to return and how Medicaid-
eligible residents are assisted in returning to the facility.



If potential problems are identified, talk to discharge planners at the hospital to which
residents are transferred to determine their experience with residents returning to the
facility.

F207

8483.12(c) Equal Access to Quality Care

8483.12(c)(1) A facility must establish and maintain identical policies and practices
regarding transfer, discharge, and the provision of services under the State plan for
all individuals regardless of source of payment;

8483.12(c)(2) The facility may charge any amount for services furnished to non-
Medicaid residents consistent with the notice requirement in 8483.10(b)(5)(i) and
(b)(6) describing the charges; and

8483.12(c)(3) The State is not required to offer additional services on behalf of a
resident other than services provided in the State plan.

Interpretive Guidelines §483.12(c)

Facilities must treat all residents alike when making transfer and discharge decisions.
“Identical policies and practices” concerning services means that facilities must not
distinguish between residents based on their source of payment when providing services
that are required to be provided under the law. All nursing services, specialized
rehabilitative services, social services, dietary services, pharmaceutical services, or
activities that are mandated by the law must be provided to residents according to
residents’ individual needs, as determined by assessments and care plans.

Procedures §483.12(c)

Determine if residents are grouped in separate wings or floors for reasons other than care
needs.

F208

8483.12(d) Admissions Policy

(1) The facility must--

(i) Not require residents or potential residents to waive their rights to Medicare
or Medicaid; and

(if) Not require oral or written assurance that residents or potential residents are
not eligible for, or will not apply for, Medicare or Medicaid benefits.



Interpretive Guidelines §483.12(d)(1)

This provision prohibits both direct and indirect request for waiver of rights to Medicare
or Medicaid. A direct request for waiver, for example, requires residents to sign
admissions documents explicitly promising or agreeing not to apply for Medicare or
Medicaid. An indirect request for waiver includes requiring the resident to pay private
rates for a specified period of time, such as two years (“private pay duration of stay
contract”) before Medicaid will be accepted as a payment source for the resident.
Facilities must not seek or receive any kind of assurances that residents are not eligible
for, or will not apply for, Medicare or Medicaid benefits.

Procedures 8§483.12(d)(1)

If concerns regarding admissions procedures arise during interviews, review admissions
packages and contracts to determine if they contain prohibited requirements (e.g., “side
agreements” for the resident to be private pay or to supplement the Medicaid rate).

Ask staff what factors lead to decisions to place residents in different wings or floors.
Note if factors other than medical and nursing needs affect these decisions. Do staff
know the source of payment for the residents they take care of?

Ask the ombudsman if the facility treats residents differently in transfer, discharge and
covered services based on source of payment.

With respect to transfer and discharge, if the facility appears to be sending residents to
hospitals at the time (or shortly before) their payment source changes from private-pay or
Medicare to Medicaid, call the hospitals and ask their discharge planners if they have
detected any pattern of dumping. Also, ask discharge planners if the facility readmits
Medicaid recipients who are ready to return to the facility. During the tour, observe
possible differences in services

o Observe if there are separate dining rooms. If so, are different foods served in
these dining rooms? For what reasons? Are residents excluded from some
dining rooms because of source of payment?

e Observe the placement of residents in rooms in the facility. If residents are
segregated on floors or wings by source of payment, determine if the facility
is providing different services based on source of payment. Be particularly
alert to differences in treatment and services. For example, determine whether
less experienced aides and nursing staff are assigned to Medicaid portions of
the facility. Notice the condition of the rooms (e.g., carpeted in private-pay
wings, tile in Medicaid wings, proximity to the nurses’ station, quality of food
served as evening snacks).



As part of closed record review, determine if residents have been treated differently in
transfers or discharges because of payment status. For example, determine if the facility
is sending residents to acute care hospitals shortly before they become eligible for
Medicaid as a way of getting rid of Medicaid recipients.

Ask social services staff to describe the facility’s policy and practice on providing
services, such as rehabilitative services. Determine if services are provided based on
source of payment, rather than on need for services to attain or maintain functioning.

8483.12(d)(2) The facility must not require a third party guarantee of payment to
the facility as a condition of admission or expedited admission, or continued stay in
the facility. However, the facility may require an individual who has legal access to
a resident’s income or resources available to pay for facility care to sign a contract,
without incurring personal financial liability, to provide facility payment from the
resident’s income or resources.

Interpretive Guidelines 8483.12(d)(2)

The facility may not require a third person to accept personal responsibility for paying the
facility bill out of his or her own funds. However, he or she may use the resident’s
money to pay for care. A third party guarantee is not the same as a third party payor, e.g.,
an insurance company; and this provision does not preclude the facility from obtaining
information about Medicare or Medicaid eligibility or the availability of private
insurance. The prohibition against third-party guarantees applies to all residents and
prospective residents in all certified long term care facilities, regardless of payment
source.

8483.12(d)(3) In the case of a person eligible for Medicaid, a nursing facility must
not charge, solicit, accept, or receive, in addition to any amount otherwise required
to be paid under the State plan, any gift, money, donation, or other consideration as
a precondition of admission, expedited admission or continued stay in the facility.
However,--

(i) A nursing facility may charge a resident who is eligible for Medicaid for items
and services the resident has requested and received, and that are not specified
in the State plan as included in the term “nursing facility services” so long as the
facility gives proper notice of the availability and cost of these services to
residents and does not condition the resident’s admission or continued stay on
the request for and receipt of such additional services; and

(if) A nursing facility may solicit, accept, or receive a charitable, religious, or
philanthropic contribution from an organization or from a person unrelated to a
Medicaid eligible resident or potential resident, but only to the extent that the
contribution is not a condition of admission, expedited admission, or continued
stay in the facility for a Medicaid eligible resident.



Interpretive Guidelines 8483.12(d)(3)
This requirement applies only to Medicaid certified nursing facilities.

Facilities may not charge for any service that is included in the definition of “nursing
facility services” and, therefore, required to be provided as part of the daily rate.
Facilities may not accept additional payment from residents or their families as a
prerequisite to admission or to continued stay in the facility. Additional payment
includes deposits from Medicaid-eligible residents or their families, or any promise to
pay private rates for a specified period of time.

A nursing facility may charge a Medicaid beneficiary for a service the beneficiary has
requested and received, only if:

e That service is not defined in the State plan as a “nursing facility” service;

o The facility informs the resident and the resident’s representative in advance
that this is not a covered service to allow them to make an informed choice
regarding the fee; and

e The resident’s admission or continued stay is not conditioned on the resident's
requesting and receiving that service.

Procedures §483.12(d)(3)

Review State covered services. Compare with the list of items for which the facility
charges to determine if the facility is charging for covered services.

Determine if the facility requires deposits from residents. If you identify potential
problems with discrimination, review the files of one or more residents selected for a
focused or comprehensive review to determine if the facility requires residents to submit
deposits as a precondition of admission besides what may be paid under the State plan.

If interviews with residents suggest that the facility may have required deposits from
Medicaid recipients at admission, except those admitted when Medicaid eligibility is
pending, corroborate by, for example, reviewing the facility's admissions documents or
interviewing family members.

8483.12(d)(4) States or political subdivisions may apply stricter admissions
standards under State or local laws than are specified in this section, to prohibit
discrimination against individuals entitled to Medicaid.




8483.13 Resident Behavior and Facility Practices

F221

Use Tag F221 for deficiencies concerning physical restraints.

USE GUIDANCE UNDER TAG F222

F222

(Rev. 66, Issued: 10-01-10, Effective: 10-01-10 Implementation: 10-01-10)

Use Tag F222 for deficiencies concerning chemical restraints.

8483.13(a) Restraints

The resident has the right to be free from any physical or chemical restraints
imposed for purposes of discipline or convenience, and not required to treat the
resident’s medical symptoms.

Intent §483.13(a)

The intent of this requirement is for each person to attain and maintain his/her highest
practicable well-being in an environment that prohibits the use of restraints for discipline
or convenience and limits restraint use to circumstances in which the resident has medical
symptoms that warrant the use of restraints.

Interpretive Guidelines 8483.13(a)

Definitions of Terms

“Physical Restraints” are defined as any manual method or physical or mechanical
device, material, or equipment attached or adjacent to the resident’s body that the
individual cannot remove easily which restricts freedom of movement or normal access

to one’s body.

“Chemical Restraints” is defined as any drug that is used for discipline or convenience
and not required to treat medical symptoms.

“Discipline” is defined as any action taken by the facility for the purpose of punishing or
penalizing residents.



“Convenience” is defined as any action taken by the facility to control a resident’s
behavior or manage a resident’s behavior with a lesser amount of effort by the facility
and not in the resident’s best interest.

“Medical Symptom” is defined as an indication or characteristic of a physical or
psychological condition.

“Convenience” is defined as any action taken by the facility to control a resident’s
behavior or manage a resident’s behavior with a lesser amount of effort by the facility
and not in the resident’s best interest.

Restraints may not be used for staff convenience. However, if the resident needs
emergency care, restraints may be used for brief periods to permit medical treatment to
proceed unless the facility has a notice indicating that the resident has previously made a
valid refusal of the treatment in question. If a resident’s unanticipated violent or
aggressive behavior places him/her or others in imminent danger, the resident does not
have the right to refuse the use of restraints. In this situation, the use of restraints is a
measure of last resort to protect the safety of the resident or others and must not extend
beyond the immediate episode. The resident’s right to participate in care planning and
the right to refuse treatment are addressed at 88483.20(k)(2)(ii) and 483.10(b)(4),
respectively, and include the right to accept or refuse restraints.

Physical Restraints are defined as any manual method or physical or mechanical device,
material, or equipment attached or adjacent to the resident’s body that the individual
cannot remove easily which restricts freedom of movement or normal access to one’s

body.

“Physical restraints” include, but are not limited to, leg restraints, arm restraints, hand
mitts, soft ties or vests, lap cushions, and lap trays the resident cannot remove easily.

Also included as restraints are facility practices that meet the definition of a restraint,

such as:

o Using side rails that keep a resident from voluntarily getting out of bed;

e Tucking in or using velcro to hold a sheet, fabric, or clothing tightly so that a
resident’s movement is restricted;

e Using devices in conjunction with a chair, such as trays, tables, bars or belts, that
the resident can not remove easily, that prevent the resident from rising;

e Placing a resident in a chair that prevents a resident from rising; and

e Placing a chair or bed so close to a wall that the wall prevents the resident from
rising out of the chair or voluntarily getting out of bed.



Side rails sometimes restrain residents. The use of side rails as restraints is prohibited
unless they are necessary to treat a resident’s medical symptoms. Residents who attempt
to exit a bed through, between, over or around side rails are at risk of injury or death.
The potential for serious injury is more likely from a fall from a bed with raised side rails
than from a fall from a bed where side rails are not used. They also potentially increase
the likelihood that the resident will spend more time in bed and fall when attempting to
transfer from the bed.

As with other restraints, for residents who are restrained by side rails, it is expected that
the process facilities employ to reduce the use of side rails as restraints is systematic and
gradual to ensure the resident’s safety while treating the resident’s medical symptom.

The same device may have the effect of restraining one individual but not another,
depending on the individual resident’s condition and circumstances. For example, partial
rails may assist one resident to enter and exit the bed independently while acting as a
restraint for another.

Orthotic body devices may be used solely for therapeutic purposes to improve the overall
functional capacity of the resident.

An enclosed framed wheeled walker, with or without a posterior seat, would not meet the
definition of a restraint if the resident could easily open the front gate and exit the device.
If the resident cannot open the front gate (due to cognitive or physical limitations that
prevent him or her from exiting the device or because the device has been altered to
prevent the resident from exiting the device), the enclosed framed wheeled walker would
meet the definition of a restraint since the device would restrict the resident’s freedom of
movement (e.g. transferring to another chair, to the commode, or into the bed). The
decision on whether framed wheeled walkers are a restraint must be made on an
individual basis.

“Medical Symptom” is defined as an indication or characteristic of a physical or
psychological condition.

The resident’s medical symptoms should not be viewed in isolation, rather the symptoms
should be viewed in the context of the resident’s condition, circumstances and
environment. Objective findings derived from clinical evaluation and the resident’s
subjective symptoms should be considered to determine the presence of the medical
symptom. The resident’s subjective symptoms may not be used as the sole basis for
using a restraint. Before a resident is restrained, the facility must determine the presence
of a specific medical symptom that would require the use of restraints, and how the use of
restraints would treat the medical symptom, protect the resident’s safety, and assist the
resident in attaining or maintaining his or her highest practicable level of physical and
psychosocial well-being.

Medical symptoms that warrant the use of restraints must be documented in the resident’s
medical record, ongoing assessments, and care plans. While there must be a physician’s



order reflecting the presence of a medical symptom, CMS will hold the facility ultimately
accountable for the appropriateness of that determination. The physician’s order alone is
not sufficient to warrant the use of the restraint. It is further expected, for those residents
whose care plans indicate the need for restraints, that the facility engage in a systematic
and gradual process toward reducing restraints (e.g., gradually increasing the time for
ambulation and muscle strengthening activities). This systematic process would also
apply to recently admitted residents for whom restraints were used in the previous setting.

Consideration of Treatment Plan

In order for the resident to be fully informed, the facility must explain, in the context of
the individual resident’s condition and circumstances, the potential risks and benefits of
all options under consideration including using a restraint, not using a restraint, and
alternatives to restraint use. Whenever restraint use is considered, the facility must
explain to the resident how the use of restraints would treat the resident’s medical
symptoms and assist the resident in attaining or maintaining his/her highest practicable
level of physical or psychological well-being. In addition, the facility must also explain
the potential negative outcomes of restraint use which include, but are not limited to,
declines in the resident’s physical functioning (e.g., ability to ambulate) and muscle
condition, contractures, increased incidence of infections and development of pressure
sores/ulcers, delirium, agitation, and incontinence. Moreover, restraint use may
constitute an accident hazard. Restraints have been found in some cases to increase the
incidence of falls or head trauma due to falls and other accidents (e.g., strangulation,
entrapment). Finally, residents who are restrained may face a loss of autonomy, dignity
and self respect, and may show symptoms of withdrawal, depression, or reduced social
contact. In effect, restraint use can reduce independence, functional capacity, and quality
of life. Alternatives to restraint use should be considered and discussed with the resident.
Alternatives to restraint use might include modifying the resident’s environment and/or
routine.

In the case of a resident who is incapable of making a decision, the legal surrogate or
representative may exercise this right based on the same information that would have
been provided to the resident. (See 8483.10(a)(3) and (4).) However, the legal surrogate
or representative cannot give permission to use restraints for the sake of discipline or staff
convenience or when the restraint is not necessary to treat the resident’s medical
symptoms. That is, the facility may not use restraints in violation of the regulation solely
based on a legal surrogate or representative’s request or approval.

Assessment and Care Planning for Restraint Use

There are instances where, after assessment and care planning, a least restrictive restraint
may be deemed appropriate for an individual resident to attain or maintain his or her
highest practicable physical and psychosocial well-being. This does not alter the
facility’s responsibility to assess and care plan restraint use on an ongoing basis.



Before using a device for mobility or transfer, assessment should include a review of the

resident’s:

o Bed mobility (e.g., would the use of a device assist the resident to turn from side
to side? Is the resident totally immobile and unable to change position without
assistance?); and

o Ability to transfer between positions, to and from bed or chair, to stand and toilet
(e.g., does the raised side rail add risk to the resident’s ability to transfer?).

The facility must design its interventions not only to minimize or eliminate the medical
symptom, but also to identify and address any underlying problems causing the medical

symptom.

o Interventions that the facility might incorporate in care planning include:

0

Providing restorative care to enhance abilities to stand, transfer, and walk
safely;

Providing a device such as a trapeze to increase a resident’s mobility in

bed,;
Placing the bed lower to the floor and surrounding the bed with a soft mat;

Equipping the resident with a device that monitors his/her attempts to
arise;

Providing frequent monitoring by staff with periodic assisted toileting for
residents who attempt to arise to use the bathroom;

Furnishing visual and verbal reminders to use the call bell for residents
who are able to comprehend this information and are able to use the call
bell device; and/or

Providing exercise and therapeutic interventions, based on individual
assessment and care planning, that may assist the resident in achieving
proper body position, balance and alignment, without the potential
negative effects associated with restraint use.

Procedures: §483.13(a)

Determine if the facility follows a systematic process of evaluation and care planning
prior to using restraints. Since continued restraint use is associated with a potential for a
decline in functioning if the risk is not addressed, determine if the interdisciplinary team
addressed the risk of decline at the time restraint use was initiated and that the care plan
reflected measures to minimize a decline. Also determine if the plan of care was



consistently implemented. Determine whether the decline can be attributed to a disease
progression or inappropriate use of restraints.

For sampled residents observed as physically restrained during the survey or whose
clinical records show the use of physical restraints within 30 days of the survey,
determine whether the facility used the restraint for convenience or discipline, or a
therapeutic intervention for specific periods to attain and maintain the resident’s highest
practicable physical, mental, or psychosocial well-being.

Probes: 8§483.13(a)

This systematic approach should answer these questions:

1. What are the medical symptoms that led to the consideration of the use of
restraints?

2. Are these symptoms caused by failure to:

a. Meet individual needs in accordance with the resident assessments?
b. Use rehabilitative/restorative care?

c. Provide meaningful activities?

d. Manipulate the resident’s environment, including seating?

3. Can the cause(s) of the medical symptoms be eliminated or reduced?

4. If the cause(s) cannot be eliminated or reduced, then has the facility attempted to
use alternatives in order to avoid a decline in physical functioning associated with
restraint use?

5. If alternatives have been tried and deemed unsuccessful, does the facility use the
least restrictive restraint for the least amount of time? Does the facility monitor
and adjust care to reduce the potential for negative outcomes while continually

trying to find and use less restrictive alternatives?

6. Did the resident or legal surrogate make an informed choice about the use of
restraints? Were risks, benefits, and alternatives explained?

7. Does the facility use the Care Area Assessments (CAAs) to evaluate the
appropriateness of restraint use?

8. Has the facility re-evaluated the need for the restraint, made efforts to eliminate
its use and maintained residents’ strength and mobility?
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§483.13(b) Abuse

The resident has the right to be free from verbal, sexual, physical, and mental abuse,
corporal punishment, and involuntary seclusion.

Intent 8483.13(b)

Each resident has the right to be free from abuse, corporal punishment, and involuntary
seclusion. Residents must not be subjected to abuse by anyone, including, but not limited
to, facility staff, other residents, consultants or volunteers, staff of other agencies serving
the resident, family members or legal guardians, friends, or other individuals.

Interpretive Guidelines 8483.13(b) and (c)

“Abuse” means the willful infliction of injury, unreasonable confinement, intimidation,
or punishment with resulting physical harm, pain or mental anguish.” (42 CFR
8488.301)

This also includes the deprivation by an individual, including a caretaker, of goods or
services that are necessary to attain or maintain physical, mental, and psychosocial well-
being. This presumes that instances of abuse of all residents, even those in a coma, cause
physical harm, or pain or mental anguish.

“Verbal abuse” is defined as the use of oral, written or gestured language that willfully
includes disparaging and derogatory terms to residents or their families, or within their
hearing distance, regardless of their age, ability to comprehend, or disability. Examples
of verbal abuse include, but are not limited to: threats of harm; saying things to frighten a
resident, such as telling a resident that he/she will never be able to see his/her family
again.

“Sexual abuse” includes, but is not limited to, sexual harassment, sexual coercion, or
sexual assault.

“Physical abuse” includes hitting, slapping, pinching and kicking. It also includes
controlling behavior through corporal punishment.

“Mental abuse” includes, but is not limited to, humiliation, harassment, threats of
punishment or deprivation.

“Involuntary seclusion” is defined as separation of a resident from other residents or from
her/his room or confinement to her/his room (with or without roommates) against the
resident’s will, or the will of the resident’s legal representative. Emergency or short term
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monitored separation from other Residents will not be considered involuntary seclusion
and may be permitted if used for a limited period of time as a therapeutic intervention to
reduce agitation until professional staff can develop a plan of care to meet the resident’s
needs.

Investigation of possible involuntary seclusion, may involve one of two types of
situations: that in which residents are living in an area of the facility that restricts their
freedom of movement throughout the facility, or that in which a resident is temporarily
separated from other residents.

o If the stated purpose of a unit which prevents residents from free movement
throughout the facility is to provide specialized care for residents who are
cognitively impaired, then placement in the unit is not considered involuntary
seclusion, as long as care and services are provided in accordance with each
resident’s individual needs and preferences rather than for staff convenience,
and as long as the resident, surrogate, or representative (if any) participates in
the placement decision, and is involved in continuing care planning to assure
placement continues to meet resident needs and preferences.

o If aresident is receiving emergency short-term monitored separation due to
temporary behavioral symptoms (such as brief catastrophic reactions or
combative or aggressive behaviors which pose a threat to the resident, other
residents, staff or others in the facility), this is not considered involuntary
seclusion as long as this is the least restrictive approach for the minimum
amount of time, and is being done according to resident needs and not for staff
convenience.

If a resident is being temporarily separated from other residents, i.e., for less than 24
hours, as an emergency short-term intervention, answer these questions:

1. What are the symptoms that led to the consideration of the separation?
2. Are these symptoms caused by failure to:

a. Meet individual needs?

b. Provide meaningful activities?

c. Manipulate the resident’s environment?
3. Can the cause(s) be removed?

4. If the cause(s) cannot be removed, has the facility attempted to use alternatives
short of separation?



5. If these alternatives have been tried and found ineffective, does the facility use
separation for the least amount of time?

6. To what extent has the resident, surrogate or representative (if any) participated in
care planning and made an informed choice about separation?

7. Does the facility monitor and adjust care to reduce negative outcomes, while
continually trying to find and use less restrictive alternatives?

If, during the course of the survey, you identify the possibility of abuse according to the
definitions above, investigate through interviews, observations, and record review. (For
investigative options, refer to the Guidelines for Complaint Investigation which outlines
the steps of investigations for various types of suspected abuse and misappropriation of

property.)

Report and record any instances where the survey team observes an abusive incident.
Completely document who committed the abusive act, the nature of the abuse and where
and when it occurred. Ensure that the facility addresses the incident immediately.

Properly trained staff should be able to respond appropriately to resident behavior. The
CMS does not consider striking a combative resident an appropriate response in any
situation. Retaliation by staff is abuse and should be cited as such.

8483.13(c) Staff Treatment of Residents (F224* and F226**)

The facility must develop and implement written policies and procedures that
prohibit mistreatment, neglect, and abuse of residents and misappropriation of
resident property.

8483.13(c)(1)(i) Staff Treatment of Residents

(1) The facility must--

Q) Not use verbal, mental, sexual, or physical abuse, corporal punishment,
or involuntary seclusion;

F224 *

* Intent §483.13(c) (F224)

Each resident has the right to be free from mistreatment, neglect and misappropriation of
property. This includes the facility’s identification of residents whose personal histories
render them at risk for abusing other residents, and development of intervention strategies



to prevent occurrences, monitoring for changes that would trigger abusive behavior, and
reassessment of the interventions on a regular basis.

* Use tag F224 for deficiencies concerning mistreatment, neglect, or misappropriation of
resident property.

* Guidelines 8483.13(c) (F224)

“Neglect” means failure to provide goods and services necessary to avoid physical harm,
mental anguish, or mental illness. (42 CFR 488.301)

“Misappropriation of resident property” means the deliberate misplacement, exploitation,
or wrongful, temporary or permanent use of a resident’s belongings or money without the
resident’s consent. (42 CFR 488.301)

F226 **

** Intent §483.13(c), F226

The facility must develop and operationalize policies and procedures for screening and
training employees, protection of residents and for the prevention, identification,
investigation, and reporting of abuse, neglect, mistreatment, and misappropriation of
property. The purpose is to assure that the facility is doing all that is within its control to
prevent occurrences.

** Use tag F226 for deficiencies concerning the facility’s development and
implementation of policies and procedures.

** Guidelines 8483.13(c), F226

The facility must develop and implement policies and procedures that include the seven
components: screening, training, prevention, identification, investigation, protection and
reporting/response. The items under each component listed below are examples of ways
in which the facility could operationalize each component.

I. Screening (483.13(c)(1)(ii))(A)&(B): Have procedures to:

e Screen potential employees for a history of abuse, neglect or mistreating
residents as defined by the applicable requirements at 483.13(c)(1)(ii)(A) and
(B). This includes attempting to obtain information from previous employers
and/or current employers, and checking with the appropriate licensing boards
and registries.
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Il. Training (42 CFR 483.74(e)): Have procedures to:

Train employees, through orientation and on-going sessions on issues related
to abuse prohibition practices such as:

0

Appropriate interventions to deal with aggressive and/or catastrophic
reactions of residents;

How staff should report their knowledge related to allegations without
fear of reprisal;

How to recognize signs of burnout, frustration and stress that may lead
to abuse; and

What constitutes abuse, neglect and misappropriation of resident
property.

I11. Prevention (483.13(b) and 483.13(c)): Have procedures to:

Provide residents, families and staff information on how and to whom they
may report concerns, incidents and grievances without the fear of retribution;
and provide feedback regarding the concerns that have been expressed. (See
483.10(f) for further information regarding grievances.)

Identify, correct and intervene in situations in which abuse, neglect and/or
misappropriation of resident property is more likely to occur.

This includes an analysis of:

(0]

Features of the physical environment that may make abuse and/or
neglect more likely to occur, such as secluded areas of the facility;

The deployment of staff on each shift in sufficient numbers to meet the
needs of the residents, and assure that the staff assigned have
knowledge of the individual residents’ care needs;

The supervision of staff to identify inappropriate behaviors, such as
using derogatory language, rough handling, ignoring residents while
giving care, directing residents who need toileting assistance to urinate
or defecate in their beds; and

The assessment, care planning, and monitoring of residents with needs
and behaviors which might lead to conflict or neglect, such as
residents with a history of aggressive behaviors, residents who have
behaviors such as entering other residents’ rooms, residents with self-



injurious behaviors, residents with communication disorders, those
that require heavy nursing care and/or are totally dependent on staff.

IV. Identification (483.13(c)(2)): Have procedures to:

o Identify events, such as suspicious bruising of residents, occurrences, patterns,
and trends that may constitute abuse; and to determine the direction of the
investigation.

V. Investigation (483.13(c)(3)): Have procedures to:
o Investigate different types of incidents; and
« Identify the staff member responsible for the initial reporting, investigation of

alleged violations and reporting of results to the proper authorities. (See
8483.13 (c)(2), (3), and (4).)

V1. Protection (483.13(c)(3): Have procedures to:
e Protect residents from harm during an investigation.

VII. Reporting/Response (483.13(c)(1)(iii), 483.13(c)(2) and 483.13(c)(4)): Have
procedures to:

« Report all alleged violations and all substantiated incidents to the state agency
and to all other agencies as required, and take all necessary corrective actions
depending on the results of the investigation;

e Report to the State nurse aide registry or licensing authorities any knowledge
it has of any actions by a court of law which would indicate an employee is
unfit for service; and

e Analyze the occurrences to determine what changes are needed, if any, to
policies and procedures to prevent further occurrences.

F225
The facility must—
8483.13(c)(1)(ii) Not employ individuals who have been--

(A) Found guilty of abusing, neglecting, or mistreating residents by a court of
law; or



(B) Have had a finding entered into the State nurse aide registry concerning
abuse, neglect, mistreatment of residents or misappropriation of their
property; and

(iii) Report any knowledge it has of actions by a court of law against an
employee, which would indicate unfitness for service as a nurse aide or other
facility staff to the State nurse aide registry or licensing authorities

8483.13(c)(2) The facility must ensure that all alleged violations involving
mistreatment, neglect, or abuse, including injuries of unknown source and
misappropriation of resident property are reported immediately to the
administrator of the facility and to other officials in accordance with State law
through established procedures (including to the State survey and certification

agency).

8483.13(c)(3) The facility must have evidence that all alleged violations are
thoroughly investigated, and must prevent further potential abuse while the
investigation is in progress.

8483.13(c)(4) The results of all investigations must be reported to the administrator
or his designated representative and to other officials in accordance with State law
(including to the State survey and certification agency) within 5 working days of the
incident, and if the alleged violation is verified appropriate corrective action must
be taken.

Intent §483.13(c)(1)(ii) and (iii)

The facility must not hire a potential employee with a history of abuse, if that information
is known to the facility. The facility must report knowledge of actions by a court of law
against an employee that indicates the employee is unfit for duty. The facility must
report alleged violations, conduct an investigation of all alleged violations, report the
results to proper authorities, and take necessary corrective actions.

Interpretive Guidelines §483.13(c)(1)(ii) and (iii)

Facilities must be thorough in their investigations of the past histories of individuals they
are considering hiring. In addition to inquiry of the State nurse aide registry or licensing

authorities, the facility should check information from previous and/or current employers
and make reasonable efforts to uncover information about any past criminal prosecutions.

“Found guilty ... by a court of law” applies to situations where the defendant pleads
guilty, is found guilty, or pleads nolo contendere.

“Finding” is defined as a determination made by the State that validates allegations of
abuse, neglect, mistreatment of residents, or misappropriation of their property.



A certified nurse aide found guilty of neglect, abuse, or mistreating residents or
misappropriation of property by a court of law, must have her/his name entered into the
nurse aide registry. A licensed staff member found guilty of the above must be reported
to their licensing board. Further, if a facility determines that actions by a court of law
against an employee are such that they indicate that the individual is unsuited to work in a
nursing home (e.g., felony conviction of child abuse, sexual assault, or assault with a
deadly weapon), then the facility must report that individual to the nurse aide registry (if
a nurse aide) or to the State licensing authorities (if a licensed staff member). Such a
determination by the facility is not limited to mistreatment, neglect and abuse of residents
and misappropriation of their property, but to any treatment of residents or others inside
or outside the facility which the facility determines to be such that the individual should
not work in a nursing home environment.

A State must not make a finding that an individual has neglected a resident if the
individual demonstrates that such neglect was caused by factors beyond the control of the
individual.

Interpretive Guidelines §483.13(c)(2) and (4)

The facility’s reporting requirements under 483.13(c)(2) and (4) include reporting both
alleged violations and the results of investigations to the State survey agency.

“Injuries of unknown source” — An injury should be classified as an “injury of
unknown source” when both of the following conditions are met:

e The source of the injury was not observed by any person or the source of the
injury could not be explained by the resident; and

e The injury is suspicious because of the extent of the injury or the location of
the injury (e.g., the injury is located in an area not generally vulnerable to
trauma) or the number of injuries observed at one particular point in time or
the incidence of injuries over time.

“Immediately” means as soon as possible, but ought not exceed 24 hours after discovery
of the incident, in the absence of a shorter State time frame requirement. Conformance
with this definition requires that each State has a means to collect reports, even on off-
duty hours (e.g., answering machine, voice mail, fax).

The phrase “in accordance with State law” modifies the word “officials” only. As
such, State law may stipulate that alleged violations and the results of the investigations
be reported to additional State officials beyond those specified in Federal regulations.
This phrase does not modify what types of alleged violations must be reported or the
time frames in which the reports are to be made. As such, States may not eliminate the
obligation for any of the alleged violations (i.e., mistreatment, neglect, abuse, injuries of
unknown source, and misappropriation of resident property) to be reported, not can the
State extablish longer time frames for reporting than mandated in the regulations at



88483.13(c)(2) and (4). No State can override the obligation of the nursing home to
fulfill the requirements under 8483.13(c), so long as the Medicare/Medicaid certification
is in place.

F240

§483.15 Quiality of Life

A facility must care for its residents in a manner and in an environment that
promotes maintenance or enhancement of each resident’s quality of life.

Interpretive Guidelines 8483.15

The intention of the quality of life requirements is to specify the facility’s responsibilities
toward creating and sustaining an environment that humanizes and individualizes each
resident. Compliance decisions here are driven by the quality of life each resident
experiences.

F241
(Rev. 66, Issued: 10-01-10, Effective: 10-01-10 Implementation: 10-01-10)
8§483.15(a) - Dignity
The facility must promote care for residents in a manner and in an environment
that maintains or enhances each resident’s dignity and respect in full recognition of
his or her individuality.
Interpretive Guidelines: §483.15(a)
“Dignity” means that in their interactions with residents, staff carries out activities that
assist the resident to maintain and enhance his/her self-esteem and self-worth. Some
examples include (but are not limited to):
e Grooming residents as they wish to be groomed (e.g., hair combed and styled,
beards shaved/trimmed, nails clean and clipped);
e Encouraging and assisting residents to dress in their own clothes appropriate
to the time of day and individual preferences rather than hospital-type gowns;

e Assisting residents to attend activities of their own choosing;

o Labeling each resident’s clothing in a way that respects his or her dignity
(e.q., placing labeling on the inside of shoes and clothing);

e Promoting resident independence and dignity in dining such as avoidance of:



o Day-to-day use of plastic cutlery and paper/plastic dishware;

o Bibs (also known as clothing protectors) instead of napkins (except by
resident choice);

o Staff standing over residents while assisting them to eat;

o Staff interacting/conversing only with each other rather than with
residents. while assisting residents;

Respecting residents’ private space and property (e.g., not changing radio or
television station without resident’s permission, knocking on doors and
requesting permission to enter, closing doors as requested by the resident, not
moving or inspecting resident’s personal possessions without permission);

Respecting residents by speaking respectfully, addressing the resident with a
name of the resident’s choice, avoiding use of labels for residents such as
“feeders,” not excluding residents from conversations or discussing residents
in community settings in which others can overhear private information;

Focusing on residents as individuals when they talk to them and addressing
residents as individuals when providing care and services;

Maintaining an environment in which there are no signs posted in residents’
rooms or in staff work areas able to be seen by other residents and/or visitors
that include confidential clinical or personal information (such as information
about incontinence, cognitive status). It is allowable to post signs with this
type of information in more private locations such as the inside of a closet or
in staff locations that are not viewable by the public. An exception can be
made in an individual case if a resident or responsible family member insists
on the posting of care information at the bedside (e.g., do not take blood
pressure in right arm). This does not prohibit the display of resident names on
their doors nor does it prohibit display of resident memorabilia and/or
biographical information in or outside their rooms with their consent or the
consent of the responsible party if the resident is unable to give consent.
(This restriction does not include the CDC isolation precaution transmission-
based signage for reasons of public health protection, as long as the sign does
not reveal the type of infection);

Grooming residents as they wish to be groomed (e.g., removal of facial hair
for women, maintaining the resident’s personal preferences regarding hair
length/style, facial hair for men, and clothing style).



NOTE: For issues of failure to keep dependent residents’ faces, hands,
fingernails, hair, and clothing clean, refer to Activities of Daily
Living (ADLs), Tag F312;

« Maintaining resident privacy of body including keeping residents sufficiently
covered, such as with a robe, while being taken to areas outside their room,
such as the bathing area (one method of ensuring resident privacy and dignity
is to transport residents while they are dressed and assist them to dress and
undress in the bathing room).

NOTE: For issues of lack of visual privacy for a resident while that
resident is receiving ADL care from staff in the bedroom,
bathroom, or bathing room, refer t08483.10(e), Privacy and
Confidentiality, Tag F164. Use Dignity F241 for issues of visual
privacy while residents are being transported through common
areas or are uncovered in their rooms and in view of others when
not receiving care; and

e Refraining from practices demeaning to residents such as keeping urinary
catheter bags uncovered, refusing to comply with a resident’s request for
toileting assistance during meal times, and restricting residents from use of
common areas open to the general public such as lobbies and restrooms,
unless they are on transmission-based isolation precautions or are restricted
according to their care planned needs. An exception can be made for certain
restrooms that are not equipped with call cords for safety.

Procedures: 8483.15(a)

For a sampled resident, use resident and family interviews as well as information from
the Resident Assessment Instrument (RAI) to consider the resident’s former life style and
personal choices made while in the facility to obtain a picture of the resident’s individual
needs and preferences.

Throughout the survey, observe: Do staff show respect for residents? When staff
interact with a resident, do staff pay attention to the resident as an individual? Do staff
respond in a timely manner to the resident’s requests for assistance? Do they explain to
the resident what care they are doing or where they are taking the resident? Do staff
groom residents as they wish to be groomed?

In group activities, do staff members focus attention on the group of residents? Or, do
staff members appear distracted when they interact with residents? For example, do they
continue to talk with each other while doing a “task” for a resident(s) as if the resident
were not present?

Are residents restricted from using common areas open to the public such as the lobby or
common area restrooms? If so, determine if the particular area is restricted to the resident



for the resident’s safety. For example, does the restroom lack a call cord for safety? If
S0, that restroom may be restricted from resident use. Are there signs regarding care
information posted in view in residents’ rooms? If these are observed, determine if such
signs are there by resident or family direction. If so, these signs are allowable. If a
particular resident has been restricted from common areas by the care team, confer with
staff to determine the reason for the restriction.

Do staff members communicate personal information about residents in a way that
protects the confidentiality of the information and the dignity of residents? This includes
both verbal and written communications such as signage in resident rooms and lists of
residents with certain conditions such as incontinence and pressure ulcers (or verbal staff
reports of these confidential matters) at nursing stations in view or in hearing of residents
and visitors. This does not include clinical information written in a resident’s record.

Determine if staff members respond in a dignified manner to residents with cognitive
impairments, such as not contradicting what residents are saying, and addressing what
residents are trying to express (the agenda) behind their behavior. For example, a
resident with dementia may be attempting to exit the building in the afternoon, but the
actual intent is a desire to meet her children at the school bus, as she did when a young
mother. Allowing the behavior under supervision such as walking with the resident
without challenging or disputing the resident’s intent and conversing with the resident
about the desire (tell me about your children) may assist the behavior to dissipate, and the
staff member can then invite the resident to come along to have a drink or snack or
participate in a task or activity. For more information about “agenda” behavior, see
Rader, J., Tornquist, E, Individualized Dementia Care: Creative, Compassionate
Approaches, 1995, New York: Springer Publishing Company, or Fazio, S. Seman, D.,
Stansell, J., Rethinking Alzheimer's Care. Baltimore: Health Professions Press, 1999.

If the survey team identifies potential compliance issues regarding the privacy of
residents during treatment, refer to 8483.10(e), Privacy and Confidentiality, Tag F164.

F242
(Rev. 66, Issued: 10-01-10, Effective: 10-01-10 Implementation: 10-01-10)
8483.15(b) - Self-Determination and Participation

The resident has the right to--

(1) Choose activities, schedules, and health care consistent with his or her interests,
assessments, and plans of care;

(2) Interact with members of the community both inside and outside the facility;
and



(3) Make choices about aspects of his or her life in the facility that are significant to
the resident.
Intent: 8483.15(b)

The intent of this requirement is to specify that the facility must create an environment
that is respectful of the right of each resident to exercise his or her autonomy regarding
what the resident considers to be important facets of his or her life. This includes
actively seeking information from the resident regarding significant interests and
preferences in order to provide necessary assistance to help residents fulfill their choices
over aspects of their lives in the facility.

Interpretive Guidelines: §483.15(b)

Many types of choices are mentioned in this regulatory requirement. The first of these is
choice over “activities.” It is an important right for a resident to have choices to
participate in preferred activities, whether they are part of the formal activities program
or self-directed. However, the regulation at 8483.15(f) Activities, F248 covers both
formal and self-directed activities. For issues concerning choices over activities, use Tag
F248.

The second listed choice is “schedules.” Residents have the right to have a choice over
their schedules, consistent with their interests, assessments and plans of care. Choice
over “schedules” includes (but is not limited to) choices over the schedules that are
important to the resident, such as daily waking, eating, bathing, and the time for going to
bed at night. Residents have the right to choose health care schedules consistent with
their interests and preferences, and the facility should gather this information in order to
be proactive in assisting residents to fulfill their choices. For example, if a resident
mentions that her therapy is scheduled at the time of her favorite television program, the
facility should accommodate the resident to the extent that it can.

If the resident refuses a bath because he or she prefers a shower or a different bathing
method such as in-bed bathing, prefers it at a different time of day or on a different day,
does not feel well that day, is uneasy about the aide assigned to help or is worried about
falling, the staff member should make the necessary adjustments realizing the resident is
not refusing to be clean but refusing the bath under the circumstance provided. The
facility staff should meet with the resident to make adjustments in the care plan to
accommodate his or her preferences.

NOTE: For issues regarding choice over arrangement of furniture and adaptations to

the resident’s bedroom and bathroom, see §483.15(¢)(1), Accommodation of
Needs, Tag F246.

According to this requirement at 8483.15(b)(3), residents have the right to make choices
about aspects of their lives that are significant to them. One example includes the right to
choose to room with a person of the resident’s choice if both parties are residents of the
facility, and both consent to the choice.



If a facility changes its policy to prohibit smoking, it must allow current residents who
smoke to continue smoking in an area that maintains the quality of life for these residents.
Weather permitting, this may be an outside area. Residents admitted after the facility
changes its policy must be informed of this policy at admission. (See 8483.10(b)(1)).

Procedures: 8483.15(b)

During resident and family interviews, determine if the resident is able to exercise her/his
choices regarding personal activities, including whether the facility provides assistance as
needed to the resident to be able to engage in their preferred activities on a routine basis.

During resident and family interviews, determine what time the resident awakens and
goes to sleep, and whether this is the resident’s preferred time. Also determine whether
the facility is honoring the resident’s preferences regarding the timing (morning,
afternoon, evening and how many times a week) for bathing and also the method
(shower, bath, in-bed bathing). Obtain further information as necessary from
observations and staff interviews. If the resident is unaware of the right to make such
choices, determine whether the facility has actively sought information from the resident
and/or family (for a resident unable to express choices) regarding preferences and
whether these choices have been made known to caregivers.

F243

8483.15(c) Participation in Resident and Family Groups

(1) A resident has the right to organize and participate in resident groups in the
facility;

(2) A resident’s family has the right to meet in the facility with the families of other
residents in the facility;

(3) The facility must provide a resident or family group, if one exists, with private
space;

all or VvISItors may attend meetings a ¢ group s invitation;
4) Staff or visit y attend meetings at the group’s invitati

(5) The facility must provide a designated staff person responsible for providing
assistance and responding to written requests that result form group meetings;

SEE INTEPRETIVE GUIDANCE FOR 8483.15(c) AT TAG F244



F244

8483.15(c)(6) When a resident or family group exists, the facility must listen to the
views and act upon the grievances and recommendations of residents and families
concerning proposed policy and operational decisions affecting resident care and life
in the facility.

Interpretive Guidelines §483.15(c)

This requirement does not require that residents’ organize a residents or family group.
However, whenever residents or their families wish to organize, facilities must allow
them to do so without interference. The facility must provide the group with space,
privacy for meetings, and staff support. Normally, the designated staff person
responsible for assistance and liaison between the group and the facility’s administration
and any other staff members attend the meeting only if requested.

“A resident’s or family group” is defined as a group that meets
regularly to:

o Discuss and offer suggestions about facility policies and procedures
affecting residents’ care, treatment, and quality of life;

o Support each other;

o Plan resident and family activities;

o Participate in educational activities; or

o For any other purpose.
The facility is required to listen to resident and family group recommendations and
grievances. Acting upon these issues does not mean that the facility must accede to all
group recommendations, but the facility must seriously consider the group’s
recommendations and must attempt to accommodate those recommendations, to the
extent practicable, in developing and changing facility policies affecting resident care and
life in the facility. The facility should communicate its decisions to the resident and/or
family group.
Procedures 8483.15(c)

If no organized group exists, determine if residents have attempted to form one and have
been unsuccessful, and, if so, why.



F245

8483.15(d) Participation in Other Activities

A resident has the right to participate in social, religious, and community activities
that do not interfere with the rights of other residents in the facility.

Interpretive Guidelines §483.15(d)

The facility, to the extent possible, should accommodate an individual’s needs and
choices for how he/she spends time, both inside and outside the facility.

Ask the social worker or other appropriate staff how they help residents pursue activities
outside the facility.

F246
(Rev. 66, Issued: 10-01-10, Effective: 10-01-10 Implementation: 10-01-10)
8483.15(e) - Accommodation of Needs

A resident has the right to --

8483.15(e)(1) - Reside and receive services in the facility with reasonable
accommodation of individual needs and preferences, except when the health or
safety of the individual or other residents would be endangered; and

Interpretive Guidelines: 8§483.15(e)(1)

“Reasonable accommodations of individual needs and preferences,” means the facility’s
efforts to individualize the resident’s physical environment. This includes the physical
environment of the resident’s bedroom and bathroom, as well as individualizing as much
as feasible the facility’s common living areas. The facility’s physical environment and
staff behaviors should be directed toward assisting the resident in maintaining and/or
achieving independent functioning, dignity, and well-being to the extent possible in
accordance with the resident’s own needs and preferences.

NOTE: For issues regarding the psychosocial environment experienced by the
resident, such as being ignored by staff, being made to feel unwelcome or that
their care needs are burdensome to staff, refer to 8§483.15(a), Tag F241,
Dignity.

The facility is responsible for evaluating each resident’s unique needs and preferences
and ensuring that the environment accommodates the resident to the extent reasonable



and does not endanger the health or safety of individuals or other residents. This includes
making adaptations of the resident’s bedroom and bathroom furniture and fixtures, as
necessary to ensure that the resident can (if able):

e Open and close drawers and turn faucets on and off;

e See her/himself in a mirror and have toiletry articles easily within reach while
using the sink;

e Open and close bedroom and bathroom doors, easily access areas of their room
and bath, and operate room lighting;

e Use bathroom facilities as independently as possible with access to assistive
devices (such as grab bars within reach) if needed; and

e Perform other desired tasks such as turning a table light on and off, using the call
bell; etc.

NOTE: If aresident cannot reach her/his clothing in the closet, if the resident does not
have private closet space, or if the resident does not have needed furniture
(such as a chair) refer to §483.15(h)(4) and 8§483.70(d)(2)(iv), Tag F461.

The facility should strive to provide reasonably sufficient electric outlets to accommodate
the resident’s need to safely use her/his electronic personal items, as long as caution is
maintained to not overload circuits. The bedroom should include comfortable seating for
the resident and task lighting that is sufficient and appropriate for the resident’s chosen
activities. The facility should accommodate the resident’s preferences for arrangement of
furniture to the extent space allows, including facilitating resident choice about where to
place their bed in their room (as long as the roommate, if any, concurs). There may be
some limitations on furniture arrangement, such as not placing a bed over a heat register,
or not placing a bed far from the call cord so as to make it unreachable from the bedside.

The facility should also ensure that furniture and fixtures in common areas frequented by
residents are accommodating of physical limitations of residents. Furnishings in common
areas should enhance residents’ abilities to maintain their independence, such as being
able to arise from living room furniture. The facility should provide seating with
appropriate seat height, depth, firmness, and with arms that assist residents to arise to a
standing position. One method of accommodating residents of different heights and
differing types of needs in common areas is through the use of different sizes and types of
furniture.

NOTE: If residents are prohibited from using common area restrooms, the lobby, or
dining rooms outside of meal times, refer to 8483.15(a), Tag F241, Dignity.
For issues of sufficient lighting, refer to 8483.15(h)(5), Tag F256, Adequate
and Comfortable Lighting.



Staff should strive to reasonably accommodate the resident’s needs and preferences as the
resident makes use of the physical environment. This includes ensuring that items the
resident needs to use are available and accessible to encourage confidence and
independence (such as grooming supplies reachable near the bathroom sink), needed
adaptive equipment (such as door handle grippers) are maintained in place, and
functional furniture is arranged to accommodate the resident’s needs and preferences, etc.
This does not apply to residents who need extensive staff assistance and are incapable of
using these room adaptations.

Staff should interact with the resident in a way that takes into account the physical
limitations of the resident, assures communication, and maintains respect; for example,
getting down to eye level with a resident who is sitting, speaking so a resident with
limited hearing who reads lips can see their mouth when they speak, utilizing a hearing
amplification device such as a pocket-talker if the resident has such a device, etc.
Residents who use glasses, hearing aids, or similar devices should have them in use
(except when the resident refuses), clean, and functional.

Procedures: §483.15(e)(1)

Observe the resident using her/his room and common areas and interview the resident if
possible to determine if the environment has been adapted as necessary to accommodate
the resident’s needs and preferences, as described above. Observe staff/resident
interactions to determine if staff members adapt their interactions so that a resident with
limited sight or hearing can see and hear them. Are hearing aids and glasses in use,
clean, and functional? Determine if staff keep needed items within the resident’s reach
and provide necessary assistance (set up) to help maintain the resident’s independent use
of their environment to the maximum extent possible for the resident. Determine if the
resident has the call system within reach and is able to use it if desired. (This does not
include a resident who is too severely impaired to comprehend or is comatose.) Some
residents need adaptations for limited hand dexterity or other physical limitations, such as
larger buttons that can be pushed by a fist or bright colors to accommodate visual
limitations.



Review the extent to which the facility adapts the physical environment to enable
residents to maintain unassisted functioning. These adaptations include, but are not
limited to:

o Furniture and adaptive equipment that enable residents to stand independently,
transfer without assistance (e.g., arm supports, correct chair height and depth,
firm support), maintain body symmetry, participate in resident-preferred
activities, and promote mobility and independence for residents in going to the
bathroom (e.g., grab bars, elevated toilet seats).

o Easily useable fixtures, drawer handles, faucets, etc.;

o Personal items kept within reach for independent use in the bathroom; and

o Bedroom furniture arranged to the residents’ preferences as much as possible.
Determine if staff use appropriate measures to facilitate communication with residents
who have difficulty communicating. For example, do staff communicate at eye level, and
do they remove a resident from noisy surroundings if that resident is having difficulty

hearing what is said?

If the facility has outdoor smoking areas, how have they accommodated residents when
the weather is inclement?

F247
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A resident has a right to—

8483.15(e)(2) - Receive notice before the resident’s room or roommate in the facility
is changed.

Interpretive Guidelines §483.15(¢)(2)

The facility should be sensitive to the trauma a move or change of roommate causes some
residents, and should attempt to be as accommodating as possible. This includes learning
the resident’s preferences and taking them into account when discussing changes of
rooms or roommates and the timing of such changes. For a resident who is being moved
at the facility’s request, a staff member should explain to the resident the reason for the
move and support the resident by providing the opportunity to see the new location and
meet the new roommate, and to ask questions about the move. For a resident who is
receiving a new roommate, a staff member should give the resident as much notice and
information about the new person as possible, while maintaining confidentiality



regarding medical information. The facility should support a resident whose roommate
has passed away by providing a little time to adjust (a couple days if possible) before
moving another person into the room, depending on the resident’s level of connection to
the previous roommate. The facility should provide necessary social services for a
resident who is grieving over the death of a roommate. If the survey team identifies
potential compliance issues related to social services, refer to §483.15(g)(1), Social
Services, Tag F250.
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8§483.15(f) Activities

8483.15(f)(1) The facility must provide for an ongoing program of
activities designed to meet, in accordance with the comprehensive
assessment, the interests and the physical, mental, and psychosocial
well-being of each resident.

INTENT: §483.15(f)(1) Activities
The intent of this requirement is that:
e The facility identifies each resident's interests and needs; and

e The facility involves the resident in an ongoing program of activities that is
designed to appeal to his or her interests and to enhance the resident's highest
practicable level of physical, mental, and psychosocial well-being.

DEFINITIONS
Definitions are provided to clarify key terms used in this guidance.

e “Activities” refer to any endeavor, other than routine ADLSs, in which a resident
participates that is intended to enhance her/his sense of well-being and to promote
or enhance physical, cognitive, and emotional health. These include, but are not
limited to, activities that promote self-esteem, pleasure, comfort, education,
creativity, success, and independence.

NOTE: ADL-related activities, such as manicures/pedicures, hair styling, and
makeovers, may be considered part of the activities program.

e “One-t0-One Programming” refers to programming provided to residents who
will not, or cannot, effectively plan their own activity pursuits, or residents



needing specialized or extended programs to enhance their overall daily routine
and activity pursuit needs.

e “Person Appropriate” refers to the idea that each resident has a personal identity
and history that involves more than just their medical illnesses or functional
impairments. Activities should be relevant to the specific needs, interests, culture,
background, etc. of the individual for whom they are developed.

e “Program of Activities” includes a combination of large and small group, one-to-
one, and self-directed activities; and a system that supports the development,
implem?ntation, and evaluation of the activities provided to the residents in the
facility.

OVERVIEW

In long term care, an ongoing program of activities refers to the provision of activities in
accordance with and based upon an individual resident’s comprehensive assessment. The
Institute of Medicine (IOM)’s 1986 report, “Improving the Quality of Care in Nursing
Homes,” became the basis for the “Nursing Home Reform” part of OBRA ‘87 and the
current OBRA long term care regulations. The IOM Report identified the need for
residents in nursing homes to receive care and/or services to maximize their highest
practicable quality of life. However, defining “quality of life” has been difficult, as it is
subjective for each person. Thus, it is important for the facility to conduct an
individualized assessment of each resident to provide additional opportunities to help
enhance a resident’s self-esteem and dignity.

Research findings and the observations of positive resident outcomes confirm that
activities are an integral component of residents’ lives. Residents have indicated that
daily life and involvement should be meaningful. Activities are meaningful when they
reflect a person’s interests and lifestyle, are enjoyable to the person, help the person to
feel useful, and provide a sense of belonging.?

Residents’ Views on Activities

Activities are relevant and valuable to residents’ quality of life. In a large-scale study
commissioned by CMS, 160 residents in 40 nursing homes were interviewed about what
quality of life meant to them. The study found that residents “overwhelmingly assigned
priority to dignity, although they labeled this concern in many ways.” The researchers
determined that the two main components of dignity, in the words of these residents,
were “independence” and “positive self-image.” Residents listed, under the categories of
independence and positive self-image, the elements of “choice of activities” and
“activities that amount to something,” such as those that produce or teach something;
activities using skills from residents’ former work; religious activities; and activities that
contribute to the nursing home.



The report stated that, “Residents not only discussed particular activities that gave them a
sense of purpose but also indicated that a lack of appropriate activities contributes to
having no sense of purpose.” “Residents rarely mentioned participating in activities as a
way to just ‘keep busy’ or just to socialize. The relevance of the activities to the
residents’ lives must be considered.”

According to the study, residents wanted a variety of activities, including those that are
not childish, require thinking (such as word games), are gender-specific, produce
something useful, relate to previous work of residents, allow for socializing with visitors
and participating in community events, and are physically active. The study found that
the above concepts were relevant to both interviewable and non-interviewable residents.
Researchers observed that non-interviewable residents appeared “happier” and “less
agitated” in homes with many planned activities for them.

Non-traditional Approaches to Activities

Surveyors need to be aware that some facilities may take a non-traditional approach to
activities. In neighborhoods/households, all staff may be trained as nurse aides and are
responsible to provide activities, and activities may resemble those of a private home.®
Residents, staff, and families may interact in ways that reflect daily life, instead of in
formal activities programs. Residents may be more involved in the ongoing activities in
their living area, such as care-planned approaches including chores, preparing foods,
meeting with other residents to choose spontaneous activities, and leading an activity. It
has been reported that, “some culture changed homes might not have a traditional
activities calendar, and instead focus on community life to include activities. Instead of
an “activities director,” some homes have a Community Life Coordinator, a Community
Developer, or other title for the individual directing the activities program.*

For more information on activities in homes changing to a resident-directed culture, the
following websites are available as resources: www.pioneernetwork.net;
www.culturechangenow.com; www.qualitypartnersri.org (click on nursing homes); and
www.edenalt.com.

ASSESSMENT

The information gathered through the assessment process should be used to develop the
activities component of the comprehensive care plan. The ongoing program of activities
should match the skills, abilities, needs, and preferences of each resident with the
demands of the activity and the characteristics of the physical, social and cultural
environments.’

In order to develop individualized care planning goals and approaches, the facility should
obtain sufficient, detailed information (even if the Activities RAP is not triggered) to
determine what activities the resident prefers and what adaptations, if any, are needed.’



NOTE: RAPs have been replaced by CAAs. The above reference to the use of the
RAP is interchangeable with the use of the CAA.

The facility may use, but need not duplicate, information from other sources, such as the
RALI, including the CAAs, assessments by other disciplines, observation, and resident and
family interviews. Other sources of relevant information include the resident’s lifelong
interests, spirituality, life roles, goals, strengths, needs and activity pursuit patterns and
preferences.” This assessment should be completed by or under the supervision of a
qualified professional (see F249 for definition of qualified professional).

NOTE: Some residents may be independently capable of pursuing their own activities
without intervention from the facility. This information should be noted in
the assessment and identified in the plan of care.

CARE PLANNING

Care planning involves identification of the resident’s interests, preferences, and abilities;
and any issues, concerns, problems, or needs affecting the resident’s
involvement/engagement in activities.® In addition to the activities component of the
comprehensive care plan, information may also be found in a separate activity plan, on a
CNA flow sheet, in a progress note, etc.

Activity goals related to the comprehensive care plan should be based on measurable
objectives and focused on desired outcomes (e.g., engagement in an activity that matches
the resident’s ability, maintaining attention to the activity for a specified period of time,
expressing satisfaction with the activity verbally or non-verbally), not merely on
attendance at a certain number of activities per week.

NOTE: For residents with no discernable response, service provision is still expected
and may include one-to-one activities such as talking to the resident, reading to
the resident about prior interests, or applying lotion while stroking the resident’s
hands or feet.

Activities can occur at any time, are not limited to formal activities being provided only
by activities staff, and can include activities provided by other facility staff, volunteers,
visitors, residents, and family members. All relevant departments should collaborate to
develop and implement an individualized activities program for each resident.

Some medications, such as diuretics, or conditions such as pain, incontinence, etc. may
affect the resident’s participation in activities. Therefore, additional steps may be needed
to facilitate the resident’s participation in activities, such as:

e If not contraindicated, timing the administration of medications, to the extent
possible, to avoid interfering with the resident’s ability to participate or to remain
at a scheduled activity; or



e If not contraindicated, modifying the administration time of pain medication to
allow the medication to take effect prior to an activity the resident enjoys.

The care plan should also identify the discipline(s) that will carry out the approaches. For
example:

¢ Notifying residents of preferred activities;

e Transporting residents who need assistance to and from activities (including
indoor, outdoor, and outings);

e Providing needed functional assistance (such as toileting and eating assistance);
and

¢ Providing needed supplies or adaptations, such as obtaining and returning audio
books, setting up adaptive equipment, etc.

Concepts the facility should have considered in the development of the activities
component of the resident’s comprehensive care plan include the following, as applicable
to the resident:

e A continuation of life roles, consistent with resident preferences and functional
capacity (e.g., to continue work or hobbies such as cooking, table setting,
repairing small appliances)®;

e Encouraging and supporting the development of new interests, hobbies, and skills
(e.g., training on using the Internet); and

e Connecting with the community, such as places of worship, veterans’ groups,
volunteer groups, support groups, wellness groups, athletic or educational
connections (via outings or invitations to outside groups to visit the facility).

The facility may need to consider accommodations in schedules, supplies and timing in
order to optimize a resident’s ability to participate in an activity of choice. Examples of
accommaodations may include, but are not limited to:

e Altering a therapy or a bath/shower schedule to make it possible for a resident to
attend a desired activity that occurs at the same time as the therapy session or
bath;

e Assisting residents, as needed, to get to and participate in desired activities (e.g.,
dressing, toileting, transportation);

¢ Providing supplies (e.g., books/magazines, music, craft projects, cards, sorting
materials) for activities, and assistance when needed, for residents’ use (e.g.,



during weekends, nights, holidays, evenings, or when the activities staff are
unavailable); and

e Providing a late breakfast to allow a resident to continue a lifelong pattern of
attending religious services before eating.

INTERVENTIONS

The concept of individualized intervention has evolved over the years. Many activity
professionals have abandoned generic interventions such as “reality orientation” and
large-group activities that include residents with different levels of strengths and needs.
In their place, individualized interventions have been developed based upon the
assessment of the resident’s history, preferences, strengths, and needs. These
interventions have changed from the idea of “age-appropriate” activities to promoting
“person-appropriate” activities. For example, one person may care for a doll or stroke a
stuffed animal, another person may be inclined to reminisce about dolls or stuffed
animals they once had, while someone else may enjoy petting a dog but will not be
interested in inanimate objects. The surveyor observing these interventions should
determine if the facility selected them in response to the resident’s history and
preferences. Many activities can be adapted in various ways to accommodate the
resident’s change in functioning due to physical or cognitive limitations.

10, 11

Some Possible Adaptations that May be Made by the Facility

When evaluating the provision of activities, it is important for the surveyor to identify
whether the resident has conditions and/or issues for which staff should have provided
adaptations. Examples of adaptations for specific conditions include, but are not limited
to the following:

e For the resident with visual impairments: higher levels of lighting without glare;
magnifying glasses, light-filtering lenses, telescopic glasses; use of “clock
method” to describe where items are located; description of sizes, shapes, colors;
large print items including playing cards, newsprint, books; audio books;

e For the resident with hearing impairments: small group activities; placement of
resident near speaker/activity leader; use of amplifiers or headphones; decreased
background noise; written instructions; use of gestures or sign language to
enhance verbal communication; adapted TV (closed captioning, magnified screen,
earphones);

e For the resident who has physical limitations, the use of adaptive equipment,
proper seating and positioning, placement of supplies and materials*? (based on
clinical assessment and referral as appropriate) to enhance:



o Visual interaction and to compensate for loss of visual field
(hemianopsia);
o Upper extremity function and range of motion (reach);

o Hand dexterity (e.g., adapted size of items such as larger handles for
cooking and woodworking equipment, built-up paintbrush handles, large
needles for crocheting);

o The ability to manipulate an item based upon the item’s weight, such as
lighter weight for residents with muscle weakness?;

For the resident who has the use of only one hand: holders for
kitchen items, magazines/books, playing cards; items (e.g., art work, bingo card,
nail file) taped to the table; c-clamp or suction vise to hold wood for sanding;

e For the resident with cognitive impairment: task segmentation and
simplification; programs using retained long-term memory, rather
than short-term memory; length of activities based on attention
span; settings that recreate past experiences or increase/decrease
stimulation; smaller groups without interruption; one-to-one
activities;

NOTE: The length, duration, and content of specific one-to-one activities
are determined by the specific needs of the individual resident, such
as several short interventions (rather than a few longer activities) if
someone has extremely low tolerance, or if there are behavioral issues.

Examples of one-to-one activities may include any of the following:

o Sensory stimulation or cognitive therapy (e.g.,
touch/visual/auditory stimulation, reminiscence, or validation
therapy) such as special stimulus rooms or equipment;
alerting/upbeat music and using alerting aromas or providing
fabrics or other materials of varying textures;

o Social engagement (e.g., directed conversation, initiating a resident
to resident conversation, pleasure walk or coffee visit);

o Spiritual support, nurturing (e.g., daily devotion, Bible reading, or
prayer with or for resident per religious requests/desires);

o Creative, task-oriented activities (e.g., music or pet
activities/therapy, letter writing, word puzzles); or

o Support of self-directed activity (e.g., delivering of library books,
craft material to rooms, setting up talking book service).



For the resident with a language barrier: translation tools; translators; or
publications and/or audio/video materials in the resident’s language;

For residents who are terminally ill: life review; quality time with chosen
relatives, friends, staff, and/or other residents; spiritual support; touch; massage;
music; and/or reading to the resident; 8

NOTE: Some residents may prefer to spend their time alone and introspectively.
Their refusal of activities does not necessarily constitute noncompliance.

For the resident with pain: spiritual support, relaxation programs, music, massage,
aromatherapy, pet therapy/pet visits, and/or touch;

For the resident who prefers to stay in her/his own room or is unable to leave
her/his room: in-room visits by staff/other residents/volunteers with similar
interests/hobbies; touch and sensory activities such as massage or aromatherapy;
access to art/craft materials, cards, games, reading materials; access to technology
of interest (computer, DVD, hand held video games, preferred radio
programs/stations, audio books); and/or visits from spiritual counselors; **

For the resident with varying sleep patterns, activities are available during awake
time. Some facilities use a variety of options when activities staff are not
available for a particular resident: nursing staff reads a newspaper with resident;
dietary staff makes finger foods available; CNA works puzzle with the resident;
maintenance staff take the resident on night rounds; and/or early morning delivery
of coffee/juice to residents;

For the resident who has recently moved-in: welcoming activities and/or
orientation activities;

For the short-stay resident: “a la carte activities” are available, such as books,
magazines, cards, word puzzles, newspapers, CDs, movies, and handheld games;
interesting/contemporary group activities are offered, such as dominoes, bridge,
Pinochle, poker, video games, movies, and travelogues; and/or individual
activities designed to match the goals of therapy, such as jigsaw puzzles to
enhance fine motor skills;

For the younger resident: individual and group music offerings that fit the
resident’s taste and era; magazines, books and movies that fit the resident’s taste
and era; computer and Internet access; and/or contemporary group activities, such
as video games, and the opportunity to play musical instruments, card and board
games, and sports; and



o For residents from diverse ethnic or cultural backgrounds: special events that
include meals, decorations, celebrations, or music; visits from spiritual leaders
and other individuals of the same ethnic background; printed materials
(newspapers, magazines) about the resident’s culture; and/or opportunities for the
resident and family to share information about their culture with other residents,
families, and staff.

Activity Approaches for Residents with Behavioral Symptoms >’

When the surveyor is evaluating the activities provided to a resident who has behavioral
symptoms, they may observe that many behaviors take place at about the same time
every day (e.g., before lunch or mid-afternoon). The facility may have identified a
resident’s pattern of behavior symptoms and may offer activity interventions, whenever
possible, prior to the behavior occurring. Once a behavior escalates, activities may be
less effective or may even cause further stress to the resident (some behaviors may be
appropriate reactions to feelings of discomfort, pain, or embarrassment, such as
aggressive behaviors exhibited by some residents with dementia during bathing
Examples of activities-related interventions that a facility may provide to try to minimize
distressed behavior may include, but are not limited to the following:

16).

For the resident who is constantly walking:

e Providing a space and environmental cues that encourages physical exercise,
decreases exit behavior and reduces extraneous stimulation (such as seating areas
spaced along a walking path or garden; a setting in which the resident may
manipulate objects; or a room with a calming atmosphere, for example, using
music, light, and rocking chairs);

e Providing aroma(s)/aromatherapy that is/are pleasing and calming to the resident;
and

e Validating the resident’s feelings and words; engaging the resident in
conversation about who or what they are seeking; and using one-to-one activities,
such as reading to the resident or looking at familiar pictures and photo albums.

For the resident who engages in name-calling, hitting, kicking, yelling, biting, sexual
behavior, or compulsive behavior:

e Providing a calm, non-rushed environment, with structured, familiar activities
such as folding, sorting, and matching; using one-to-one activities or small group
activities that comfort the resident, such as their preferred music, walking quietly
with the staff, a family member, or a friend; eating a favorite snack; looking at
familiar pictures;

e Engaging in exercise and movement activities; and



e Exchanging self-stimulatory activity for a more socially-appropriate activity that
uses the hands, if in a public space.

For the resident who disrupts group activities with behaviors such as talking loudly and
being demanding, or the resident who has catastrophic reactions such as uncontrolled
crying or anger, or the resident who is sensitive to too much stimulation:

e Offering activities in which the resident can succeed, that are broken into simple
steps, that involve small groups or are one-to-one activities such as using the
computer, that are short and repetitive, and that are stopped if the resident
becomes overwhelmed (reducing excessive noise such as from the television);

e Involving in familiar occupation-related activities. (A resident, if they desire, can
do paid or volunteer work and the type of work would be included in the
resident’s plan of care, such as working outside the facility, sorting supplies,
delivering resident mail, passing juice and snacks, refer to F169, Work);

e Involving in physical activities such as walking, exercise or dancing, games or
projects requiring strategy, planning, and concentration, such as model building,
and creative programs such as music, art, dance or physically resistive activities,
such as kneading clay, hammering, scrubbing, sanding, using a punching bag,
using stretch bands, or lifting weights; and

e Slow exercises (e.g., slow tapping, clapping or drumming); rocking or swinging
motions (including a rocking chair).

For the resident who goes through others’ belongings:

e Using normalizing activities such as stacking canned food onto shelves, folding
laundry; offering sorting activities (e.g., sorting socks, ties or buttons); involving
in organizing tasks (e.g., putting activity supplies away); providing rummage
areas in plain sight, such as a dresser; and

e Using non-entry cues, such as “Do not disturb” signs or removable sashes, at the
doors of other residents’ rooms; providing locks to secure other resident’s

belongings (if requested).

For the resident who has withdrawn from previous activity interests/customary routines
and isolates self in room/bed most of the day:

e Providing activities just before or after meal time and where the meal is being
served (out of the room);

e Providing in-room volunteer visits, music or videos of choice;



Encouraging volunteer-type work that begins in the room and needs to be
completed outside of the room, or a small group activity in the resident’s room, if
the resident agrees; working on failure-free activities, such as simple structured
crafts or other activity with a friend; having the resident assist another person;
Inviting to special events with a trusted peer or family/friend;

Engaging in activities that give the resident a sense of value (e.qg.,
intergenerational activities that emphasize the resident's oral history knowledge);

Inviting resident to participate on facility committees;
Inviting the resident outdoors; and

Involving in gross motor exercises (e.g., aerobics, light weight training) to
increase energy and uplift mood.

For the resident who excessively seeks attention from staff and/or peers: Including in
social programs, small group activities, service projects, with opportunities for
leadership.

For the resident who lacks awareness of personal safety, such as putting foreign objects
in her/his mouth or who is self-destructive and tries to harm self by cutting or hitting self,
head banging, or causing other injuries to self:

Observing closely during activities, taking precautions with materials (e.g.,
avoiding sharp objects and small items that can be put into the mouth);

Involving in smaller groups or one-to-one activities that use the hands (e.qg.,
folding towels, putting together PVC tubing);

Focusing attention on activities that are emotionally soothing, such as listening to
music or talking about personal strengths and skills, followed by participation in
related activities; and

Focusing attention on physical activities, such as exercise.

For the resident who has delusional and hallucinatory behavior that is stressful to
her/him:

Focusing the resident on activities that decrease stress and increase awareness of
actual surroundings, such as familiar activities and physical activities; offering verbal
reassurance, especially in terms of keeping the resident safe; and acknowledging that
the resident’s experience is real to her/him.



The outcome for the resident, the decrease or elimination of the behavior, either validates
the activity intervention or suggests the need for a new approach.
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INVESTIGATIVE PROTOCOL
ACTIVITIES
Objective

To determine if the facility has provided an ongoing program of activities designed to
accommodate the individual resident’s interests and help enhance her/his physical,
mental and psychosocial well-being, according to her/his comprehensive resident
assessment.

Use

Use this procedure for each sampled resident to determine through interview, observation
and record review whether the facility is in compliance with the regulation.

Procedures

Briefly review the comprehensive assessment and interdisciplinary care plan to guide
observations to be made.

1. Observations

Observe during various shifts in order to determine if staff are consistently implementing
those portions of the comprehensive plan of care related to activities. Determine if staff
take into account the resident’s food preferences and restrictions for activities that
involve food, and provide ADL assistance and adaptive equipment as needed during
activities programs. For a resident with personal assistive devices such as glasses or
hearing aides, determine if these devices are in place, glasses are clean, and assistive
devices are functional.

For a resident whose care plan includes group activities, observe if staff inform the
resident of the activities program schedule and provide timely transportation, if needed,
for the resident to attend in-facility activities and help the resident access transportation
to out-of-facility and community activities.

Determine whether the facility provides activities that are compatible with the resident’s
known interests, needs, abilities and preferences. If the resident is in group activity
programs, note if the resident is making attempts to leave, or is expressing displeasure
with, or sleeping through, an activity program. If so, determine if staff attempted to
identify the reason the resident is attempting to leave, and if they addressed the resident’s
needs. Determine whether the group activity has been adapted for the resident as needed
and whether it is “person appropriate.”

NOTE: If you observe an activity that you believe would be age inappropriate for most
residents, investigate further to determine the reason the resident and staff



selected this activity. The National Alzheimer’s Association has changed from
endorsing the idea of “age-appropriate” activities to promoting “person-
appropriate” activities. In general, surveyors should not expect to see the
facility providing dolls or stuffed animals for most residents, but some residents
are attached to these items and should be able to continue having them available
if they prefer.

Regarding group activities in common areas, determine if the activities are occurring in
rooms that have sufficient space, light, ventilation, equipment and supplies. Sufficient
space includes enough space for residents to participate in the activity and space for a
resident to enter and leave the room without having to move several other residents.
Determine if the room is sufficiently free of extraneous noise, such as environmental
noises from mechanical equipment and staff interruptions.

For a resident who is involved in individual activities in her/his room, observe if staff
have provided needed assistance, equipment and supplies. Observe if the room has
sufficient light and space for the resident to complete the activity.

2. Interviews

Resident/Representative Interview. Interview the resident, family or
resident representative as appropriate to identify their involvement in care
plan development, defining the approaches and goals that reflect the resident’s
preferences and choices. Determine:

e What assistance, if any, the facility should be providing to facilitate participation
in activities of choice and whether or not the assistance is being provided;

e Whether the resident is participating in chosen activities on a regular basis, and if
not, why not;

e Whether the resident is notified of activities opportunities and is offered
transportation assistance as needed to the activity location within the facility or
access to transportation, where available and feasible, to outside activities;

e Whether the facility tried, to the extent possible, to accommodate the resident’s
choices regarding her/his schedule, so that service provision (for example, bathing
and therapy services) does not routinely conflict with desired activities;

o Whether planned activity programs usually occur as scheduled (instead of being
cancelled repeatedly); and
o Whether the resident desires activities that the facility does not provide.

If the resident has expressed any concerns, determine if the resident has discussed these
with staff and, if so, what was the staff’s response.



Activity Staff Interview

Interview activities staff as necessary to determine:

The resident’s program of activities and related goals;

What assistance/adaptations they provide in group activities according to the
resident’s care plan;

How regularly the resident participates; if not participating, what is the reason(s);

How they assure the resident is informed of, and transported to, group activities of
choice;

How special dietary needs and restrictions are handled during activities involving
food;

What assistance they provide if the resident participates in any individual (non-
group) activities; and

How they assure the resident has sufficient supplies, lighting, and space for
individual activities.

CNA Interview

Interview CNAs as necessary to determine what assistance, if needed, the CNA provides
to help the resident participate in desired group and individual activities, specifically:

Their role in ensuring the resident is out of bed, dressed, and ready to participate
in chosen group activities, and in providing transportation if needed;

Their role in providing any needed ADL assistance to the resident while she/he is
participating in group activities;

Their role in helping the resident to participate in individual activities (if the
resident’s plan includes these), for example, setup of equipment/supplies,
positioning assistance, providing enough lighting and space; and

How activities are provided for the resident at times when activities staff are not
available to provide care planned activities.

Social Services Staff Interview




Interview the social services staff member as necessary to determine how they help
facilitate resident participation in desired activities; specifically, how the social services
staff member:

e Addresses the resident’s psychosocial needs that impact on the resident’s ability
to participate in desired activities;

e Obtains equipment and/or supplies that the resident needs in order to participate in
desired activities (for example, obtaining audio books, helping the resident
replace inadequate glasses or a hearing aid); and

o Helps the resident access his/her funds in order to participate in desired activities
that require money, such as attending concerts, plays, or restaurant dining events.

Nurse Interview

Interview a nurse who supervises CNAs who work with the resident to determine how
nursing staff:

e Assist the resident in participating in activities of choice by:

o Coordinating schedules for ADLs, medications, and therapies, to the
extent possible, to maximize the resident’s ability to participate;

o Making nursing staff available to assist with activities in and out of the
facility;

e If the resident is refusing to participate in activities, how they try to identify and
address the reasons; and

e (Coordinate the resident’s activities participation when activities staff are not
available to provide care planned activities.

3. Record Review
Assessment

Review the RAI, activity documentation/notes, social history, discharge information from
a previous setting, and other interdisciplinary documentation that may contain
information regarding the resident’s activity interests, preferences and needed
adaptations.

Compare information obtained by observation of the resident and interviews with staff
and the resident/responsible party (as possible), to the information in the resident’s



record, to help determine if the assessment accurately and comprehensively reflects the
resident’s status. Determine whether staff have identified:

e Longstanding interests and customary routine, and how the resident’s current
physical, mental, and psychosocial health status affects her/his choice of activities
and her/his ability to participate;

e Specific information about how the resident prefers to participate in activities of
interest (for example, if music is an interest, what kinds of music; does the
resident play an instrument; does the resident have access to music to which
she/he likes to listen; and can the resident participate independently, such as
inserting a CD into a player);

¢ Any significant changes in activity patterns before or after admission;

e The resident’s current needs for special adaptations in order to participate in
desired activities (e.g., auditory enhancement or equipment to help compensate
for physical difficulties such as use of only one hand);

e The resident’s needs, if any, for time-limited participation, such as a short
attention span or an illness that permits only limited time out of bed;

e The resident’s desired daily routine and availability for activities; and
e The resident’s choices for group, one-to-one, and self-directed activities.

Comprehensive Care Planning

Review the comprehensive care plan to determine if that portion of the plan related to
activities is based upon the goals, interests, and preferences of the resident and reflects
the comprehensive assessment. Determine if the resident’s care plan:

e Includes participation of the resident (if able) or the resident’s representative;

e Considers a continuation of life roles, consistent with resident preferences and
functional capacity;

e Encourages and supports the development of new interests, hobbies, and skills;

o Identifies activities in the community, if appropriate;

¢ Includes needed adaptations that address resident conditions and issues affecting
activities participation; and



o Identifies how the facility will provide activities to help the resident reach the
goal(s) and who is responsible for implementation (e.g., activity staff, CNAs,
dietary staff).

If care plan concerns are noted, interview staff responsible for care planning regarding
the rationale for the current plan of care.

Care Plan Revision

Determine if the staff have evaluated the effectiveness of the care plan related to
activities and made revisions, if necessary, based upon the following:

e Changes in the resident’s abilities, interests, or health;

e A determination that some aspects of the current care plan were unsuccessful
(e.g., goals were not being met);

e The resident refuses, resists, or complains about some chosen activities;

e Changes in time of year have made some activities no longer possible (e.g.,
gardening outside in winter) and other activities have become available; and

e New activity offerings have been added to the facility’s available activity choices.

For the resident who refused some or all activities, determine if the facility worked with
the resident (or representative, as appropriate) to identify and address underlying reasons
and offer alternatives.

DETERMINATION OF COMPLIANCE (Task 6, Appendix P)
Synopsis of Regulation (F248)

This requirement stipulates that the facility’s program of activities should accommodate
the interests and well-being of each resident. In order to fulfill this requirement, it is
necessary for the facility to gain awareness of each resident’s activity preferences as well
as any current limitations that require adaptation in order to accommodate these
preferences.

Criteria for Compliance
The facility is in compliance with this requirement if they:

e Recognized and assessed for preferences, choices, specific conditions, causes
and/or problems, needs and behaviors;

e Defined and implemented activities in accordance with resident needs and goals;



e Monitored and evaluated the resident’s response; and
e Revised the approaches as appropriate.

If not, cite at F248.

Noncompliance for Tag F248

After completing the Investigative Protocol, analyze the information gained in order to
determine whether noncompliance with the regulation exists. Activities (F248) is an
outcome-oriented requirement in that compliance is determined separately for each
resident sampled. The survey team’s review of the facility’s activities program is
conducted through a review of the individualization of activities to meet each resident’s
needs and preferences. For each sampled resident for whom activities participation was
reviewed, the facility is in compliance if they have provided activities that are
individualized to that resident’s needs and preferences, and they have provided necessary
adaptations to facilitate the resident’s participation. Non compliance with F248 may look
like, but is not limited to the following:

The facility does not have an activity program and does not offer any activities to the
resident;

e A rresident with special needs does not receive adaptations needed to participate in
individualized activities;

e Planned activities were not conducted or designed to meet the resident’s care
plan;

Potential Tags for Additional Investigation

During the investigation of the provision of care and services related to activities, the
surveyor may have identified concerns with related outcome, process and/or structure
requirements. The surveyor is cautioned to investigate these related requirements before
determining whether noncompliance may be present. Some examples of requirements
that should be considered include the following (not all inclusive):

e 42 CFR 483.10(e), F164, Privacy and Confidentiality

o Determine if the facility has accommodated the resident’s need for privacy
for visiting with family, friends, and others, as desired by the resident.

e 42 CFR 483.10(j)(1) and (2), F172, Access and Visitation Rights



o Determine if the facility has accommodated the resident’s family and/or
other visitors (as approved by the resident) to be present with the resident
as much as desired, even round-the-clock.

42 CFR 483.15(b), F242, Self-Determination and Participation

o Determine if the facility has provided the resident with choices about
aspects of her/his life in the facility that are significant to the resident.

42 CFR 483.15(e)(1), F246, Accommodation of Needs

o Determine if the facility has provided reasonable accommodation to the
resident’s physical environment (room, bathroom, furniture, etc.) to
accommodate the resident’s individual needs in relation to the pursuit of
individual activities, if any.

42 CFR 483.15()(2), F249, Qualifications of the Activities Director

o Determine if a qualified activities director is directing the activities
program.

42 CFR 483.15(g)(1), F250, Social Services

o Determine if the facility is providing medically-related social services
related to assisting with obtaining supplies/equipment for individual
activities (if any), and assisting in meeting the resident’s psychosocial
needs related to activity choices.

43 CFR 483.20(b)(1), F272, Comprehensive Assessment

o Determine if the facility assessed the resident’s activity needs,
preferences, and interests specifically enough so that an individualized
care plan could be developed.

43 CFR 483.20(k)(1), F279, Comprehensive Care Plan

o Determine if the facility developed specific and individualized activities
goals and approaches as part of the comprehensive care plan, unless the
resident is independent in providing for her/his activities without facility
intervention.

43 CFR 483.20(k)(2), F280, Care Plan Revision

o Determine whether the facility revised the plan of care as needed with
input of the resident (or representative, as appropriate).



e 43 CFR 483.30(a), F353, Sufficient Staff

o Determine if the facility had qualified staff in sufficient numbers to assure
the resident was provided activities based upon the comprehensive
assessment and care plan.

e 43 CFR 483.70(g), F464, Dining and Activities Rooms

o Determine if the facility has provided sufficient space to accommodate the
activities and the needs of participating residents and that space is well
lighted, ventilated, and adequately furnished.

e 43 CFR 483.75(g), F499, Staff Qualifications

o Determine if the facility has employed sufficient qualified professional
staff to assess residents and to develop and implement the activities
approaches of their comprehensive care plans.

V. DEFICIENCY CATEGORIZATION (Part V, Appendix P)

Deficiencies at F248 are most likely to have psychosocial outcomes. The survey team
should compare their findings to the various levels of severity on the Psychosocial
Outcome Severity Guide at Appendix P, Part V.

F249

8483.15()(2) The activities program must be directed by a qualified professional
who--

(i) Is a qualified therapeutic recreation specialist or an activities professional
who--

(A) Is licensed or registered, if applicable, by the State in which practicing;
and

(B) Is eligible for certification as a therapeutic recreation specialist or as an
activities professional by a recognized accrediting body on or after October
1, 1990; or



(i) Has 2 years of experience in a social or recreational program within the last
5 years, 1 of which was full-time in a patient activities program in a health care
setting; or

(iii) Is a qualified occupational therapist or occupational therapy assistant; or

(iv) Has completed a training course approved by the State.

INTENT: (F249) 8483.15(f)(2) Activities Director

The intent of this regulation is to ensure that the activities program is directed by a
qualified professional.

DEFINITIONS

“Recognized accrediting body” refers to those organizations that certify, register, or
license therapeutic recreation specialists, activity professionals, or occupational
therapists.

ACTIVITIES DIRECTOR RESPONSIBILITIES

An activity director is responsible for directing the development, implementation,
supervision and ongoing evaluation of the activities program. This includes the
completion and/or directing/delegating the completion of the activities component of the
comprehensive assessment; and contributing to and/or directing/delegating the
contribution to the comprehensive care plan goals and approaches that are individualized
to match the skills, abilities, and interests/preferences of each resident.

Directing the activity program includes scheduling of activities, both individual and
groups, implementing and/or delegating the implementation of the programs, monitoring
the response and/or reviewing/evaluating the response to the programs to determine if the
activities meet the assessed needs of the resident, and making revisions as necessary.

NOTE: Review the qualifications of the activities director if there are concerns with the
facility’s compliance with the activities requirement at §483.15(f)(1), F248, or if
there are concerns with the direction of the activity programs.

A person is a qualified professional under this regulatory tag if they meet any one of the
qualifications listed under 483.15(f)(2).

DETERMINATION OF COMPLIANCE (Task 6, Appendix P)



Synopsis of Requlation (F249)

This requirement stipulates that the facility’s program of activities be directed by a
qualified professional.

Criteria for Compliance

The facility is in compliance with this requirement if they:

o Have employed a qualified professional to provide direction in the development
and implementation of activities in accordance with resident needs and goals, and
the director:

o Has completed or delegated the completion of the activities component of
the comprehensive assessment;

o Contributed or directed the contribution to the comprehensive care plan of
activity goals and approaches that are individualized to match the skills,
abilities, and interests/preferences of each resident;

o Has monitored and evaluated the resident’s response to activities and
revised the approaches as appropriate; and

o Has developed, implemented, supervised and evaluated the activities
program.

If not, cite at F249.

Noncompliance for F249

Tag F249 is a tag that is absolute, which means the facility must have a qualified
activities professional to direct the provision of activities to the residents. Thus, it is cited
if the facility is non-compliant with the regulation, whether or not there have been any
negative outcomes to residents.

Noncompliance for F249 may include (but is not limited to) one or more of the following,
including:

e Lack of a qualified activity director; or

e Lack of providing direction for the provision of an activity program;

V. DEFICIENCY CATEGORIZATION (Part VV, Appendix P)



Once the team has completed its investigation, reviewed the regulatory requirements, and
determined that noncompliance exists, the team must determine the severity of each
deficiency, based on the resultant effect or potential for harm to the resident. The key
elements for severity determination for F249 are as follows:

1. Presence of harm/negative outcome(s) or potential for negative outcomes due to a
lack of an activities director or failure of the director to oversee, implement and/or
provide activities programming.

e Lack of the activity director’s involvement in coordinating/directing activities; or
e Lack of a qualified activity director.

2. Degree of harm (actual or potential) related to the noncompliance.

Identify how the facility practices caused, resulted in, allowed or contributed to
the actual or potential for harm:

e If harm has occurred, determine level of harm; and

e If harm has not yet occurred, determine the potential for discomfort to occur to
the resident.

3. The immediacy of correction required.

Determine whether the noncompliance requires immediate correction in order to
prevent serious injury, harm, impairment, or death to one or more residents.

Severity Level 4 Considerations: Immediate Jeopardy to Resident Health or Safety

Immediate jeopardy is not likely to be issued as it is unlikely that noncompliance with
F249 could place a resident or residents into a situation with potential to sustain serious
harm, injury or death.

Severity Level 3 Considerations: Actual Harm that is not Immediate Jeopardy

Level 3 indicates noncompliance that results in actual harm, and may include, but is not
limited to the resident’s inability to maintain and/or reach his/her highest practicable
well-being. In order to cite actual harm at this tag, the surveyor must be able to identify a
relationship between noncompliance cited at Tag F248 (Activities) and failure of the
provision and/or direction of the activity program by the activity director. For Severity
Level 3, both of the following must be present:

1. Findings of noncompliance at Severity Level 3 at Tag F248; and



2. There is no activity director; or the facility failed to assure the activity director was
responsible for directing the activity program in the assessment, development,
implementation and/or revision of an individualized activity program for an
individual resident; and/or the activity director failed to assure that the facility’s
activity program was implemented.

NOTE: If Severity Level 3 (actual harm that is not immediate jeopardy) has been
ruled out based upon the evidence, then evaluate as to whether Level 2 (no
actual harm with the potential for more than minimal harm) exists.

Severity Level 2 Considerations: No Actual Harm with Potential for more than
Minimal Harm that is not Immediate Jeopardy

Level 2 indicates noncompliance that results in a resident outcome of no more than
minimal discomfort and/or has the potential to compromise the resident's ability to
maintain or reach his or her highest practicable level of well being. The potential exists
for greater harm to occur if interventions are not provided. In order to cite Level 2 at Tag
F249, the surveyor must be able to identify a relationship between noncompliance cited at
Level 2 at Tag F248 (Activities) and failure of the provision and/or direction of activity
program by the activity director. For Severity Level 2 at Tag F249, both of the following
must be present:

1. Findings of noncompliance at Severity Level 2 at Tag F248; and

2. There is no activity director; or the facility failed to involve the activity director in
the assessment, development, implementation and/or revision of an individualized
activity program for an individual resident; and/or the activity director failed to
assure that the facility’s activity program was implemented.

Severity Level 1 Considerations: No Actual Harm with Potential for Minimal Harm
In order to cite Level 1, no actual harm with potential for minimal harm at this tag, the
surveyor must be able to identify that:

There is no activity director and/or the activity director is not qualified, however:

Tag F248 was not cited:;

o The activity systems associated with the responsibilities of the activity
director are in place;

There has been a relatively short duration of time without an activity director;
and

The facility is actively seeking a qualified activity director.



F250

(Rev. 66, Issued: 10-01-10, Effective: 10-01-10 Implementation: 10-01-10)

8483.15(g) Social Services

8483.15(g)(1) The facility must provide medically-related social services to attain or
maintain the highest practicable physical, mental, and psychosocial well-being of
each resident.

Intent 8483.15(qg)

To assure that sufficient and appropriate social service are provided to meet the resident’s
needs.

Interpretive Guidelines §483.15(g)(1)

Regardless of size, all facilities are required to provide for the medically related social
services needs of each resident. This requirement specifies that facilities aggressively
identify the need for medically-related social services, and pursue the provision of these
services. It is not required that a qualified social worker necessarily provide all of these
services. Rather, it is the responsibility of the facility to identify the medically-related
social service needs of the resident and assure that the needs are met by the appropriate
disciplines.

“Medically-related social services” means services provided by the facility’s staff to
assist residents in maintaining or improving their ability to manage their everyday
physical, mental, and psychosocial needs. These services might include, for example:

o Making arrangements for obtaining needed adaptive equipment, clothing, and
personal items;

e Maintaining contact with facility (with resident’s permission) to report on
changes in health, current goals, discharge planning, and encouragement to
participate in care planning;

o Assisting staff to inform residents and those they designate about the
resident’s health status and health care choices and their ramifications;

e Making referrals and obtaining services from outside entities (e.g., talking
books, absentee ballots, community wheelchair transportation);

e Assisting residents with financial and legal matters (e.g., applying for
pensions, referrals to lawyers, referrals to funeral homes for preplanning
arrangements);



e Discharge planning services (e.g., helping to place a resident on a waiting list
for community congregate living, arranging intake for home care services for
residents returning home, assisting with transfer arrangements to other
facilities);

e Providing or arranging provision of needed counseling services;

e Through the assessment and care planning process, identifying and seeking
ways to support residents’ individual needs;

e Promoting actions by staff that maintain or enhance each resident’s dignity in
full recognition of each resident’s individuality;

e Assisting residents to determine how they would like to make decisions about
their health care, and whether or not they would like anyone else to be
involved in those decisions;

« Finding options that most meet the physical and emotional needs of each
resident;

« Providing alternatives to drug therapy or restraints by understanding and
communicating to staff why residents act as they do, what they are attempting
to communicate, and what needs the staff must meet;

e Meeting the needs of residents who are grieving; and

o Finding options which most meet their physical and emotional needs

Factors with a potentially negative effect on physical, mental, and psychosocial well
being include an unmet need for:

o Dental /denture care;

« Podiatric care;

e Eye Care;

e Hearing services

« Equipment for mobility or assistive eating devices; and

o Need for home-like environment, control, dignity, privacy

Where needed services are not covered by the Medicaid State plan, nursing facilities are
still required to attempt to obtain these services. For example, if a resident requires



transportation services that are not covered under a Medicaid state plan, the facility is
required to arrange these services. This could be achieved, for example, through
obtaining volunteer assistance.

Types of conditions to which the facility should respond with social services by staff or
referral include:

e Lack of an effective family/support system;

e Behavioral symptoms;

o If aresident with dementia strikes out at another resident, the facility should
evaluate the resident’s behavior. For example, a resident may be re-enacting
an activity he or she used to perform at the same time everyday. If that
resident senses that another is in the way of his re-enactment, the resident may
strike out at the resident impeding his or her progress. The facility is
responsible for the safety of any potential resident victims while it assesses the
circumstances of the residents behavior);

e Presence of a chronic disabling medical or psychological condition (e.g.,
multiple sclerosis, chronic obstructive pulmonary disease, Alzheimer’s
disease, schizophrenia);

e Depression

e Chronic or acute pain;

« Difficulty with personal interaction and socialization skills;

e Presence of legal or financial problems

e Abuse of alcohol or other drugs;

« Inability to cope with loss of function;

e Need for emotional support;

o Changes in family relationships, living arrangements, and/or resident’s
condition or functioning; and

e A physical or chemical restraint.
o For residents with or who develop mental disorders as defined by the

“Diagnostic and Statistical Manual for Mental Disorders (DSM-1V),” see
8483.45, F406.




Probes: 8483.15(g)(1)
For residents selected for a comprehensive or focused review as appropriate:

e How do facility staff implement social services interventions to assist the
resident in meeting treatment goals?

o How do staff responsible for social work monitor the resident’s progress in
improving physical, mental and psychosocial functioning? Has goal
attainment been evaluated and the care plan changed accordingly?

o How does the care plan link goals to psychosocial functioning/well-being?

o Have the staff responsible for social work established and maintained
relationships with the resident’s family or legal representative?

o [NFs] What attempts does the facility make to access services for Medicaid
recipients when those services are not covered by a Medicaid State Plan?

Look for evidence that social services interventions successfully address residents’ needs
and link social supports, physical care, and physical environment with residents’ needs

and individuality.

For sampled residents, review the appropriate sections of the current MDS.

F251
8§483.15(g)(2) and (3)

(2) A facility with more than 120 beds must employ a qualified social worker on a
full-time basis.

(3) Qualifications of a social worker. A qualified social worker is an individual with-
(i) A bachelor’s degree in social work or a bachelor’s degree in a human services
field including but not limited to sociology, special education, rehabilitation

counseling, and psychology; and

(i1) One year of supervised social work experience in a health care setting
working directly with individuals

Procedures §483.15(g)(2) and (3)

If there are problems with the provision of social services in a facility with over 120 beds,
determine if a qualified social worker is employed on a full time basis. See also F250.



F252
(Rev. 66, Issued: 10-01-10, Effective: 10-01-10 Implementation: 10-01-10)

8483.15(h) - Environment

The facility must provide--

8483.15(h)(1) - A safe, clean, comfortable and homelike environment, allowing the
resident to use his or her personal belongings to the extent possible;
Interpretive Guidelines: §483.15(h)(1)

For purposes of this requirement, “environment” refers to any environment in the facility
that is frequented by residents, including (but not limited to) the residents’ rooms,
bathrooms, hallways, dining areas, lobby, outdoor patios, therapy areas and activity areas.
A determination of “homelike” should include the resident’s opinion of the living
environment.

A “homelike environment” is one that de-emphasizes the institutional character of the
setting, to the extent possible, and allows the resident to use those personal belongings
that support a homelike environment. A personalized, homelike environment recognizes
the individuality and autonomy of the resident, provides an opportunity for self-
expression, and encourages links with the past and family members. The intent of the
word “homelike” in this regulation is that the nursing home should provide an
environment as close to that of the environment of a private home as possible. This
concept of creating a home setting includes the elimination of institutional odors, and
practices to the extent possible. Some good practices that serve to decrease the
institutional character of the environment include the elimination of:

e  Overhead paging and piped-in music throughout the building;

o Meal service in the dining room using trays (some residents may wish to eat
certain meals in their rooms on trays);

o Institutional signage labeling work rooms/closets in areas visible to residents
and the public;

o Medication carts (some innovative facilities store medications in locked areas
in resident rooms);

o The widespread and long-term use of audible (to the resident) chair and bed
alarms, instead of their limited use for selected residents for diagnostic
purposes or according to their care planned needs. These devices can startle
the resident and constrain the resident from normal repositioning movements,
which can be problematic. For more information about the detriments of



alarms in terms of their effects on residents and alternatives to the widespread
use of alarms, see the 2007 CMS satellite broadcast training, “From
Institutionalized to Individualized Care,” Part 1, available through the
National Technical Information Service and other sources such as the Pioneer
Network;

o Mass purchased furniture, drapes and bedspreads that all look alike
throughout the building (some innovators invite the placement of some
residents’ furniture in common areas); and

o Large, centrally located nursing/care team stations.

Many facilities cannot immediately make these types of changes, but it should be a goal
for all facilities that have not yet made these types of changes to work toward them. A
nursing facility is not considered non-compliant if it still has some of these institutional
features, but the facility is expected to do all it can within fiscal constraints to provide an
environment that enhances quality of life for residents, in accordance with resident
preferences.

A “homelike” or homey environment is not achieved simply through enhancements to the
physical environment. It concerns striving for person-centered care that emphasizes
individualization, relationships and a psychosocial environment that welcomes each
resident and makes her/him comfortable.

In a facility in which most residents come for a short-term stay, the "good practices"
listed in this section are just as important as in a facility with a majority of long term care
residents. A resident in the facility for a short-term stay would not typically move her/his
bedroom furniture into the room, but may desire to bring a television, chair or other
personal belongings to have while staying in the facility.

29 ¢¢ 99 ¢¢

Although the regulatory language at this tag refers to “safe,” “clean,” “comfortable,” and
“homelike,” for consistency, the following specific F-tags should be used for certain
issues of safety and cleanliness:

e For issues of safety of the environment, presence of hazards and hazardous
practices, use 8483.25(h), Accidents, Tag F323;

e For issues of fire danger, use 8483.70(a) Life Safety from Fire, Tag F454;

e For issues of cleanliness and maintenance of common living areas frequented by
residents, use §483.15(h)(2), Housekeeping and Maintenance, Tag F254;

e For issues of cleanliness of areas of the facility used by staff only (e.g., break
room, medication room, laundry, kitchen, etc.) or the public only (e.g., parking
lot), use §483.70(h), Tag F465 Other Environmental Conditions; and



e Although this Tag can be used for issues of general comfortableness of the
environment such as furniture, there are more specific Tags to use for the
following issues:

o For issues of uncomfortable lighting, use 8483.15(h)(5), Tag F256
Adequate and Comfortable Lighting;

o For issues of uncomfortable temperature, use 8483.15(h)(6), Tag F257
Comfortable and Safe Temperature Levels; and

o For issues of uncomfortable noise levels, use 8483.15(h)(7), Tag F258
Comfortable Sound Levels.

Procedures: 8§483.15(h)(1)

During interviews, ask residents and families whether they think the facility is striving to
be as homelike as possible, and whether they have been invited to bring in desired
personal property items (within space constraints). Observe bedrooms of sampled
residents for personalization. By observing the residents’ surroundings, what can the
survey team learn about their everyday life and interests? Their life prior to residing in
the facility? Observe for family photographs, books and magazines, bedspreads,
knickknacks, mementos, and furniture that belong to the residents. For residents who
have no relatives or friends, and have few assets, determine the extent to which the
facility has assisted these residents to make their rooms homelike, if they so desire. If
potential issues are discovered, ask responsible staff about their efforts to provide a
homelike environment and to invite residents to bring in personal belongings.

NOTE: Many residents who are residing in the facility for a short-term stay may not
wish to personalize their rooms nor bring in many belongings. If they express no issues
regarding homelike environment or personal property during interviews, there is no need
to conduct further investigations for those residents.

F253
§483.15()(2)

8483.15(h)(2) Housekeeping and maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior;

Intent §483.15(h)(2)

The intent of this requirement is to focus on the facility’s responsibility to provide
effective housekeeping and maintenance services.



Interpretive Guidelines §483.15(h)(2)

“Sanitary” includes, but is not limited to, preventing the spread of disease-causing
organisms by keeping resident care equipment clean and properly stored. Resident care
equipment includes toothbrushes, dentures, denture cups, glasses and water pitchers,
emesis basins, hair brushes and combs, bed pans, urinals, feeding tubes, leg bags and
catheter bags, pads and positioning devices.

For kitchen sanitation, see 8483.70(h), Other Environmental Conditions.

For facility-wide sanitary practices affecting the quality of care, see §483.65, Infection
Control.

“Orderly” is defined as an uncluttered physical environment that is neat and well-kept.
Procedures §483.15(h)(2)

Balance the resident’s need for a homelike environment and the requirements of having a
“sanitary” environment in a congregate living situation. For example, a resident may
prefer a cluttered room, but does this clutter result in unsanitary or unsafe conditions?
Probes: 8483.15(h)(2)

Is resident care equipment sanitary?

Is the area orderly?

Is the area uncluttered and in good repair?

Can residents and staff function unimpeded?

F254
§483.15(h)(3)

8483.15(h)(3) Clean bed and bath linens that are in good condition;
Probes: 8483.15(h)(3)

Are bed linens clean and in good condition? Are there clean towels and wash cloths in
good condition available for the resident?
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8483.15(h)(5) - Environment

The facility must provide —

8483.15(h)(5) Adequate and comfortable lighting levels in all areas;

Interpretive Guidelines §483.15(h)(5)

“Adequate lighting” means levels of illumination suitable to tasks the resident chooses to
perform or the facility staff must perform.

“Comfortable lighting” means lighting that minimizes glare and provides maximum
resident control, where feasible, over the intensity, location, and direction of illumination
so that visually impaired residents can maintain or enhance independent functioning.

As a person ages, their eyes usually change so that they require more light to see what
they are doing and where they are going. An adequate lighting design has these features:

o Sufficient lighting with minimum glare in areas frequented by residents;

e Even light levels in common areas and hallways, avoiding patches of low light
caused by too much space between light fixtures, within limits of building design
constraints;

e Use of daylight as much as possible;

e Elimination of high levels of glare produced by shiny flooring and from
unshielded window openings (no-shine floor waxes and light filtering curtains
help to alleviate these sources of glare);

e Extra lighting, such as table and floor lamps to provide sufficient light to assist
residents with tasks such as reading;

e Lighting for residents who need to find their way from bed to bathroom at night
(e.g., red colored night lights preserve night vision); and

e Dimming switches in resident rooms (where possible and when desired by the
resident) so that staff can tend to a resident at night with limited disturbances to
them or a roommate. If dimming is not feasible, another option may be for staff
to use flashlights/pen lights when they provide night care.



Some facilities may not be able to make some of these changes due to voltage or wiring
issues. For more information about adequate lighting design for long term care facilities,
a facility may consult the lighting guidance available from the Illuminating Engineering
Society of North America, which provides authoritative minimum lighting guidance.

The following are additional visual enhancements a facility should consider making as
fiscal constraints permit in order to make it easier for residents with impaired vision to
see and use their environment:

e Use of contrasting color between flooring and baseboard to enable residents with
impaired vision to determine the horizontal plane of the floor;

e Use of contrast painting of bathroom walls and/or contrasting colored toilet seats
so that residents with impaired vision can distinguish the toilet fixture from the
wall; and

e Use of dishware that contrasts with the table or tablecloth color to aid residents
with impaired vision to see their food.

Procedures: 8483.15(h)(5)

Ask residents who receive resident interviews if they have sufficient lighting in all the
areas they frequent in the facility that meets their needs, including (but not limited to):

e Auvailable task lighting if this is desired;

e Elimination of excessive glare from windows and flooring;
e Wayfinding nighttime lighting for those residents who need it to find the
bathroom); and

e Lights that can be dimmed, if desired, to eliminate being awakened by staff who
are tending to their roommate.

Observe sampled residents throughout the survey and note if they are having difficulty
reading or doing tasks due to insufficient lighting, or if they are wearing sunglasses or
visors indoors due to glare, if they have difficulty seeing food on their plate, experiencing
squinting or shading their eyes from glare or other signs that lighting does not meet their
needs.

If these are observed, question the resident (if they are able to converse) as to how the
lighting situation assists or hinders their pursuit of activities and independence. Discuss
with staff these issues, their efforts to alleviate the problems, and any electrical issues in
the building’s design that prevent making some of these changes.
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§483.15(h)(6)

8483.15(h)(6) Comfortable and safe temperature levels. Facilities initially certified
after October 1, 1990 must maintain a temperature range of 71 - 81° F; and

Procedures 8§483.15(h)(6)

“Comfortable and safe temperature levels” means that the ambient temperature should be
in a relatively narrow range that minimizes residents’ susceptibility to loss of body heat
and risk of hypothermia or susceptibility to respiratory ailments and colds. Although
there are no explicit temperatures standards for facilities certified on or before October 1,
1990, these facilities still must maintain safe and comfortable temperature levels.

For facilities certified after October 1, 1990, temperatures may exceed the upper range of
81° F for facilities in geographic areas of the country (primarily at the northernmost
latitudes) where that temperature is exceeded only during rare, brief unseasonably hot
weather. This interpretation would apply in cases where it does not adversely affect
resident health and safety, and would enable facilities in areas of the country with
relatively cold climates to avoid the expense of installing air conditioning equipment that
would only be needed infrequently. Conversely, the temperatures may fall below 71° F
for facilities in areas of the country where that temperature is exceeded only during brief
episodes of unseasonably cold weather (minimum temperature must still be maintained at
a sufficient level to minimize risk of hypothermia and susceptibility to loss of body heat,
respiratory ailments and colds.)

Measure the air temperature above floor level in resident rooms, dining areas, and
common areas. If the temperature is out of the 71-81 degree range, then ask staff what
actions they take when residents complain of heat or cold, e.g., provide extra fluids
during heat waves and extra blankets and sweaters in cold.
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8483.15(h)(7)

8483.15(h)(7) For the maintenance of comfortable sound levels.

Interpretive Guidelines §483.15(h)(7)

“Comfortable” sound levels do not interfere with resident’s hearing and enhance privacy
when privacy is desired, and encourage interaction when social participation is desired.

Of particular concern to comfortable sound levels is the resident’s control over unwanted
noise.



Procedures 8483.15(h)(7)

Determine if the sound levels are comfortable to residents. Do residents and staff have to
raise their voices to communicate over background sounds? Are sound levels suitable for
the activities occurring in that space during observation?

Consider whether residents have difficulty hearing or making themselves heard because
of background sounds (e.g., overuse or excessive volume of intercom, shouting, loud TV,
cleaning equipment). Consider if it is difficult for residents to concentrate because of
distractions or background noises such as traffic, music, equipment, or staff behavior.
Consider the comfort of sound levels based on the needs of the residents participating in a
particular activity, e.g., the sound levels may have to be turned up for hard of hearing
individuals watching TV or listening to the radio. Consider the effect of noise on the
comfort of residents with dementia.

During resident reviews, ask residents if during evenings and at nighttime, sounds are at
comfortable levels? (If yes) Have you told staff about it and how have they responded?
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8483.20(a) Admission Orders

At the time each resident is admitted, the facility must have physician orders for the
resident’s immediate care.

Intent §483.20(a)
To ensure the resident receives necessary care and services.
Interpretive Guidelines 8483.20(a)

“Physician orders for immediate care” are those written orders facility staff need to
provide essential care to the resident, consistent with the resident’s mental and physical
status upon admission. These orders should, at a minimum, include dietary, drugs (if
necessary) and routine care to maintain or improve the resident’s functional abilities until
staff can conduct a comprehensive assessment and develop an interdisciplinary care plan.
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8483.20 Resident Assessment

The facility must conduct initially and periodically a comprehensive, accurate,
standardized reproducible assessment of each resident’s functional capacity.



Intent §483.20

To provide the facility with ongoing assessment information necessary to develop a care
plan, to provide the appropriate care and services for each resident, and to modify the
care plan and care/services based on the resident’s status. The facility is expected to use
resident observation and communication as the primary source of information when
completing the RAL. In addition to direct observation and communication with the
resident, the facility should use a variety of other sources, including communication with
licensed and non-licensed staff members on all shifts and may include discussions with
the resident’s physician, family members, or outside consultants and review of the
resident’s record.

8483.20(b) Comprehensive Assessments

8483.20(b)(1) Resident Assessment Instrument. A facility must make a
comprehensive assessment of a resident’s needs, using the resident assessment
instrument (RAI) specified by the State. The assessment must include at least the
following:

Q) Indentification and demographic information

(i)  Customary routine.

(iii)  Cognitive patterns.

(iv)  Communication.

(V) Vision.

(vi)  Mood and behavior patterns.

(vii)  Psychological well-being.

(viii) Physical functioning and structural problems.

(ix)  Continence.

(x) Disease diagnosis and health conditions.

(xi)  Dental and nutritional status.

(xii)  Skin Conditions.

(xiii)  Activity pursuit.

(xiv) Medications.

(xv)  Special treatments and procedures.

(xvi) Discharge potential.

(xvii) Documentation of summary information regarding the additional
assessment performed on the care areas triggered by the completion of
the Minimum Data Set (MDS).

(xviii) Documentation of participation in assessment.

§483.20(b) Intent
To ensure that the RAI is used in conducting comprehensive assessments as part of an

ongoing process through which the facility identifies the resident’s functional capacity
and health status.



8483.20(b) Guidelines

The information required in §483.20(b)(i-xvi) is incorporated into the MDS, which forms
the core of each State’s approved RAIL. Additional assessment information is also
gathered using triggered CAAs.

Each facility must use its State-specified RAI (which includes the MDS, utilization
guidelines and the CAAs) to assess newly admitted residents, conduct an annual
reassessment and assess those residents who experience a significant change in status.
The facility is responsible for addressing all needs and strengths of residents regardless of
whether the issue is included in the MDS or CAAs. The scope of the RAI does not limit
the facility’s responsibility to assess and address all care needed by the resident.
Furthermore:
(1) Identification and demographic information
“Identification and demographic information” refers to information that uniquely
identifies each resident and the facility in which he/she resides, date of entry into
the facility and residential history.
(if) Customary routine

“Customary routine” refers to information regarding the resident’s usual
community lifestyle and daily routine.

(iii) Cognitive patterns

“Cognitive patterns” is defined as the resident’s ability to problem solve, decide,
remember, and be aware of and respond to safety hazards.

(iv) Communication

“Communication” refers to the resident’s ability to hear, understand others, make
him or herself understood (with assistive devices if they are used).

(v) Vision

“Vision” refers to the resident’s visual acuity, limitations and difficulties, and
appliances used to enhance vision.

(vi) Mood and behavior patterns

“Mood and behavior patterns” refers to the resident’s patterns of mood and
behavioral symptoms



(vii) Psychosocial well-being

“Psychosocial well-being” refers to the resident’s positive or negative feelings
about him or herself or his/her social relationships.

(viii) Physical functioning and structural problems
“Physical functioning and structural problems” refers to the resident’s physical
functional status, ability to perform activities of daily living, and the resident’s
need for staff assistance and assistive devices or equipment to maintain or
improve functional abilities.

(ix) Continence

“Continence” refers to the resident’s patterns of bladder and bowel continence
(control), pattern of elimination, and appliances used.

(x) Disease diagnosis and health conditions
“Disease diagnoses and health conditions”

(xi) Dental and nutritional status
“Dental and nutritional status”.
“Dental condition status” refers to the condition of the teeth, gums, and other
structures of the oral cavity that may affect a resident’s nutritional status,
communication abilities, or quality of life. The assessment should include the

need for, and use of, dentures or other dental appliances.

“Nutritional status” refers to weight, height, hematologic and biochemical

assessments, clinical observations of nutrition, nutritional intake, resident’s eating

habits and preferences, dietary restrictions, supplements, and use of appliances.
(xii) Skin conditions

“Skin conditions” refers to the resident’s development, or risk of development of
a pressure sore.

(xiii) Activity pursuit

“Activity pursuit” refers to the resident’s ability and desire to take part in

activities which maintain or improve, physical, mental, and psychosocial well-
being. Activity pursuits refer to any activity outside of activities of daily living
(ADLs) which a person pursues in order to obtain a sense of well-being. Also,

includes activities which provide benefits in self-esteem, pleasure, comfort, health



education, creativity, success, and financial or emotional independence. The
assessment should consider the resident’s normal everyday routines and lifetime
preferences.

(xiv) Medications

“Medications” refers to all prescription and over-the-counter medications taken
by the resident, including dosage, frequency of administration, and recognition of
significant side effects that would be most likely to occur in the resident. This
information must be in the resident’s clinical record.

(xv) Special treatments and procedures

“Special treatments and procedures” refers to treatments and procedures that are
not part of basic services provided. For example, treatment for pressure sores,
naso-gastric feedings, specialized rehabilitation services, respiratory care, or
devices and restraints.

(xvi) Discharge potential

“Discharge potential” refers to the facility’s expectation of discharging the
resident from the facility within the next 3 months.

(xvii) Documentation of summary information regarding the additional
assessment performed on the care areas triggered by the completion of the MDS.

“Documentation of summary information (xvii) regarding the additional
assessment performed through the CAAs refers to documentation concerning
which CAAs have been triggered, documentation of assessment information in
support of clinical decision making relevant to the CAAs, documentation
regarding where, in the clinical record, information related to the CAAs can be
found, and for each triggered CAA, whether the identified problem was included
in the care plan.

(xviii) Documentation of participation in assessment

“Documentation of participation in the assessment” refers to documentation of
who participated in the assessment process. The assessment process must include
direct observation and communication with the resident, as well as
communication with licensed and nonlicensed direct care staff members on all
shifts.
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§483.20(b)(2)

8483.20(b)(2) When required, a facility must conduct a comprehensive assessment of
a resident as follows:

(i) Within 14 calendar days after admission, excluding readmissions in which
there is no significant change in the resident’s physical or mental condition. (For
purposes of this section, “readmission” means a return to the facility following a
temporary absence for hospitalization for therapeutic leave.)

Intent §483.20(b)(2)

To assess residents in a timely manner.
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8483.20(b)(2)(ii)

(if) Within 14 days after the facility determines, or should have determined, that
there has been a significant change in the resident’s physical or mental
condition. (For purpose of this section, a “significant change” means a major
decline or improvement in the resident’s status that will not normally resolve
itself without further intervention by staff or by implementing standard disease-
related clinical interventions, that has an impact on more than one area of the
resident’s health status, and requires interdisciplinary review or revision of the
care plan, or both.)

8483.20(b)(2)(ii) Guidelines
The following are the criteria for significant changes:
A significant change reassessment is generally indicated when a resident elects, and
revokes, the hospice benefit, and if decline or improvement is consistently noted in 2 or
more areas of decline or 2 or more areas of improvement:
Decline:

e Any decline in activities of daily living (ADL) assistance where a resident is

newly coded as 3, 4 or 8 Extensive Assistance, Total Dependence, activity did

not occur (note that even if coding in both columns 1 and 2 of an ADL
category changes, this is considered 1 ADL change);



Change in behavior or other symptoms is coded as “worse”;
Resident’s decision-making changes from 0 or 1, to 2 or 3;

Resident’s incontinence pattern changes from 0 or 1 to 2 or 3, or placement of
an indwelling catheter;

Emergence of sad or anxious mood as a problem as indicated by symptom
presence and frequency, or total severity score, on the MDS (NOTE: For
information on the coding of the MDS Mood Section, see Chapter 3 of the
Long-Term Care Facility Resident Assessment Instrument User’s Manual, Version
3.0, effective 10/1/2010, which is located on the CMS MDS 3.0 website
(http://Awvww.cms.gov/NursingHomeQualitylnits/45_NHQIMDS30TrainingMateria
Is.asp#TopOfPage);

Emergence of an unplanned weight loss problem (5% change in 30 days or
10% change in 180 days);

Begin to use trunk restraint or a chair that prevents rising for a resident when
it was not used before;

Emergence of a condition/disease in which a resident is judged to be unstable;

Emergence of a pressure ulcer at Stage 11 or higher, when no ulcers were
previously present at Stage Il or higher; or

Overall deterioration of resident’s condition; resident receives more support
(e.g., in ADLs or decision making).

Improvement:

Any improvement in ADL assistance where a resident is newly coded as 0, 1,
or 2 when previously scored as a 3, 4, or 8;

Change in behavior or other symptoms is coded as “‘improved’;

Decrease in the areas indicating sad or anxious mood as a problem as
indicated by symptom presence and frequency, or total severity score, on the
MDS (NOTE: For information on the coding of the MDS Mood Section see
Chapter 3 of the Long-Term Care Facility Resident Assessment Instrument
User’s Manual, Version 3.0, effective 10/1/2010, which is located on the CMS
MDS 3.0 website
(http:/Avww.cms.gov/NursingHomeQualitylnits/45_NHQIMDS30TrainingMateria
Is.asp#TopOfPage);



http://www.cms.gov/NursingHomeQualityInits/45_NHQIMDS30TrainingMaterials.asp#TopOfPage
http://www.cms.gov/NursingHomeQualityInits/45_NHQIMDS30TrainingMaterials.asp#TopOfPage
http://www.cms.gov/NursingHomeQualityInits/45_NHQIMDS30TrainingMaterials.asp#TopOfPage
http://www.cms.gov/NursingHomeQualityInits/45_NHQIMDS30TrainingMaterials.asp#TopOfPage

e Resident’s decision making changes from 2 or 3, to 0 or 1;
e Resident’s incontinence pattern changes from 2 or 3to 0 or 1; or
e Opverall improvement of resident’s condition; resident receives fewer supports.

« If the resident experiences a significant change in status, the next annual
assessment is not due until 366 days after the ARD of the significant change
reassessment (NOTE: For information on assessment scheduling for the MDS,
see Chapter 2 of the Long-Term Care Facility Resident Assessment Instrument
User’s Manual, Version 3.0, effective 10/1/2010, which is located on the CMS
MDS 3.0 website
(http://www.cms.gov/NursingHomeQualitylnits/45 NHQIMDS30TrainingMateria
Is.asp#TopOfPage).
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§483.20(b)(2)(iii)

(iii) Not less than once every 12 months.
Interpretive Guidelines 8483.20(b)(2)(iii):

The annual resident assessment must be completed within 366 days after the ARD of the
most recent comprehensive resident assessment. (NOTE: For information on assessment
scheduling for the MDS, see Chapter 2 of the Long-Term Care Facility Resident
Assessment Instrument User’s Manual, Version 3.0, effective 10/1/2010, which is located on
the CMS MDS 3.0 website
(http://Avww.cms.gov/NursingHomeQualitylnits/45_NHQIMDS30TrainingMaterials.asp#Top

OfPage).

Probes§483.20(b)(2):

o Has each resident in the sample been comprehensively assessed using the
State-specified RAI within the regulatory timeframes (i.e., within 14 days
after admission, on significant change in status, and at least annually)?

o Has the facility identified, in a timely manner, those residents who have
experienced a change?

o Has the facility reassessed residents using the State-specific RAl who had a
significant change in status within 14 days after determining the change was
significant?


http://www.cms.gov/NursingHomeQualityInits/45_NHQIMDS30TrainingMaterials.asp#TopOfPage
http://www.cms.gov/NursingHomeQualityInits/45_NHQIMDS30TrainingMaterials.asp#TopOfPage
http://www.cms.gov/NursingHomeQualityInits/45_NHQIMDS30TrainingMaterials.asp#TopOfPage
http://www.cms.gov/NursingHomeQualityInits/45_NHQIMDS30TrainingMaterials.asp#TopOfPage

o Has the facility gathered supplemental assessment information based on
triggered CAAs prior to establishing the care plan?

e Does information in the RAI correspond with information obtained during
observations of and interviews with the resident, facility staff and resident’s

family?
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8483.20(c) Quarterly Review Assessment

A facility must assess a resident using the quarterly review instrument specified by
the State and approved by CMS not less frequently than once every 3 months.

Intent §483.20(c):
To assure that the resident’s assessment is updated on at least a quarterly basis.
Interpretive Guidelines §483.20(c):

At least each quarter, the facility shall review each resident with respect to those MDS
items specified under the State’s quarterly review requirement. At a minimum, this
would include all items contained in CMS’ standard quarterly review form. A Quarterly
review assessment must be completed within 92 days of the ARD of the most recent,
clinical assessment. If the resident has experienced a significant change in status, the
next quarterly review is due no later than 3 months after the ARD of the significant
change reassessment. (NOTE: For information on assessment scheduling for the MDS,
see Chapter 2 of the Long-Term Care Facility Resident Assessment Instrument User’s
Manual, Version 3.0, effective 10/1/2010, which is located on the CMS MDS 3.0 website
(http://Avww.cms.gov/NursingHomeQualitylnits/45_NHQIMDS30TrainingMaterials.asp#Top

OfPage).

Probes 8483.20(c):

Is the facility assessing and acting, no less than once every 3 months, on the results of
resident’s functional and cognitive status examinations?

Is the quarterly review of the resident’s condition consistent with information in the
progress notes, the plan of care and your resident observations and interviews?


http://www.cms.gov/NursingHomeQualityInits/45_NHQIMDS30TrainingMaterials.asp#TopOfPage
http://www.cms.gov/NursingHomeQualityInits/45_NHQIMDS30TrainingMaterials.asp#TopOfPage

F286

(Rev. 66, Issued: 10-01-10, Effective: 10-01-10 Implementation: 10-01-10)

§483.20(d) Use

A facility must maintain all resident assessments completed within the previous 15
months in the resident’s active record.

Intent: 8483.20(d):

Facilities are required to maintain 15 months of assessment data in the resident’s active
clinical record.

Interpretive Guidelines §483.20(d):

The requirement to maintain 15 months of data in the resident’s active clinical record
applies regardless of form of storage to all MDS records, including the CAA Summary,
Quarterly Assessment records, Identification Information and Entry, Discharge and
Reentry Tracking Records and MDS Correction Requests (including signed attestation).
MDS assessments must be kept in the resident’s active clinical record for 15 months
following the final completion date for all assessments and correction requests. Other
assessment types require maintaining them in the resident’s active clinical record for 15
months following:

e The entry date for tracking records including re-entry; and
e The date of discharge or death for discharge and death in facility records.

Facilities may maintain MDS data electronically regardless of whether the entire clinical
record is maintained electronically and regardless of whether the facility has an
electronic signature process in place.

Facilities that maintain their MDS data electronically and do not utilize an electronic
signature process must ensure that hard copies of the MDS assessment signature pages
are Mmaintained for every MDS assessment conducted in the resident’s active clinical
record for 15 months. (This includes enough information to identify the resident and type
and date of assessment linked with the particular assessment’s signature pages),

The information, regardless of form of storage (i.e., hard copy or electronic), must be
kept in a centralized location and must be readily and easily accessible. This information
must be available to all professional staff members (including consultants) who need to
review the information in order to provide care to the resident. (This information must
also be made readily and easily accessible for review by the State Survey agency and
CMS.)



After the 15-month period, RAI information may be thinned from the clinical record and
stored in the medical records department, provided that it is easily retrievable if requested
by clinical staff, the State agency, or CMS.
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8483.20(f) Automated Data Processing Requirement

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

(i) Admission assessment.

(it) Annual assessment updates.

(iii) Significant change in status assessments.

(iv) Quarterly review assessments.

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

(vi) Background (face-sheet) information, if there is no admission assessment.
Intent: 8483.20(f)(1):
Facilities are required to encode MDS data for each resident in the facility.

Interpretive Guidelines §483.20(f)(1):

Background (face-sheet) information refers to the MDS Entry tracking record, while the
discharge subset of items refers to the MDS Discharge assessment.

8483.20(f)(2) Transmitting data. Within 7 days after a facility completes a resident’s
assessment, a facility must be capable of transmitting to the CMS System information
for each resident contained in the MDS in a format that conforms to standard record
layouts and data dictionaries, and that passes standardized edits defined by CMS and
the State.

8483.20(f)(3) Transmittal requirements. Within 14 days after a facility completes a
resident’s assessment, a facility must electronically transmit encoded, accurate, and
complete MDS data to the CMS System, including the following:



(i) Admission assessment.

(if) Annual assessment.

(iii) Significant change in status assessment.

(iv) Significant correction of prior full assessment.

(v) Significant correction of prior quarterly assessment.

(vi) Quarterly review.

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

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

Intent: 8483.20(f)(3):

Facilities are required to electronically transmit MDS data to the CMS System for each
resident in the facility. The CMS System for MDS data is named the QIES ASAP System.

Interpretive Guidelines §483.20(f)(3):

Background (face-sheet) information refers to the MDS Entry tracking record, while the
discharge subset of items refers to the MDS Discharge assessment.

8483.20(f)(4) Data format. The facility must transmit data in the format specified
by CMS or, for a State which has an alternate RAI approved by CMS, in the format
specified by the State and approved by CMS.

Intent 8483.20(f)(1-4):

The intent is to enable a facility to better monitor a resident’s decline and progress over
time. Computer-aided data analysis facilitates a more efficient, comprehensive and
sophisticated review of health data. The primary purpose of maintaining the assessment

data is so a facility can monitor resident progress over time. The information should be
readily available at all times.

Interpretive Guidelines §483.20(f)(1-4):

“Encoding” means entering MDS information into a computer.



“Transmitting data” refers to electronically sending encoded MDS information, from the
facility to the QIES ASAP System, using a modem and communications software.

“Capable of transmitting” means that the facility has encoded and edited according to
CMS specifications, the record accurately reflects the resident’s overall clinical status as
of the assessment reference date, and the record is ready for transmission.

“Passing standard edits”” means that the encoded responses to MDS items are consistent
and within range, in accordance with CMS specified standards. In general, inconsistent
responses are either not plausible or ignore a skip pattern on the MDS. An example of
inconsistency would be if one or more MDS items on a list were checked as present, and
the “None of the Above” response was also checked for the same list. Out of range
responses are invalid responses, such as using a response code of 2 for an MDS item for
which the valid responses are zero or 1.

“Transmitted” means electronically transmitting to the QIES ASAP System, an MDS
record that passes CMS’ standard edits and is accepted into the system, within 14 days of
the final completion date, or event date in the case of Entry, Discharge and Death in
Facility situations, of the record.

“Accurate” means that the encoded MDS data matches the MDS form in the clinical
record. Also refer to guidance regarding accuracy at 8483.20(g), and the information
accurately reflects the resident’s status as of the Assessment Reference Date (ARD).

“Complete” means that all items required according to the record type, and in accordance
with CMS’ record specifications and State required edits are in effect at the time the
record is completed.

In accordance with the final rule, facilities will be responsible to edit the encoded MDS
data to ensure that it meets the standard edit specifications.

We encourage facilities to use software that has a programmed capability to
automatically edit MDS records according to CMS’ edit specifications.

For §483.20(f)(1)(v), the subset of items required upon a resident’s entry, transfer,
discharge and death are contained in the Entry and Death in Facility Tracking records
and Discharge assessments. Refer to Chapter 2 of Appendix R (the MDS manual) for
further information about these records.

All nursing homes must computerize MDS information. The facility must edit MDS
information using standard CMS-specified edits, revise the information to conform to the
edits and to be accurate, and be capable of transmitting that data to the QIES ASAP
system within 7 days of:

o Completing a comprehensive assessment (the care plan completion date);



Completing an assessment that is not comprehensive (the MDS completion
date);

A discharge event (the date of death or discharge);
An entry event (the date of entry (admission or reentry)); or

Completing a correction request.

Submission must be according to State and Federal time frames. Therefore the facility

must:

Encode the MDS and CAAs Summary (where applicable) in machine readable
format; and

Edit the MDS and CAA Summary (where applicable) according to edits
specified by CMS. Within the 7 day time period specified above for editing,
the facility must revise any information on the encoded MDS and CAA
Summary (if applicable) that does not pass CMS-specified edits, revise any
otherwise inaccurate information, and make the information ready for
submission. The MDS Vendor software used at the facility should have an
automated editing process that alerts the user to entries in an MDS record that
do not conform with the CMS-specified edits and that prompts the facility to
complete revisions within the 7-day editing and revision period. After editing
and revision, MDS information and CAA summary information (if applicable)
must always accurately reflect the resident’s overall clinical status as of the
original ARD for an assessment or the original event date for a discharge or
entry.

Electronically submit MDS information to the QIES ASAP system within 14 days of:

Completing a comprehensive assessment (the care plan completion date);

Completing an assessment that is not comprehensive (the MDS completion
date);

A discharge event (the date of death or discharge);
An entry event (the date of entry (admission or reentry)); or

Completing a correction request.

For a discussion of the process that a facility should follow in the event an error is
discovered in an MDS record after editing and revision but before it is transmitted to the
QIES ASAP system, refer to Appendix R of the State Operations Manual, Chapter 5.



Facilities are required to maintain 15 months of assessment data in the resident’s active
clinical record. Refer to the interpretive guidelines at 8483.20(d) for information
regarding this requirement.

A facility must complete and submit to the QIES ASAP system a subset of items when a
resident enters the facility (entry tracking record - admission or reentry), is discharged
from the facility (discharge assessment — return anticipated or return not anticipated) or
dies in the facility (death in facility tracking record).
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8483.20(g) Accuracy of Assessment

The assessment must accurately reflect the resident’s status.
Intent §483.20(g):

To assure that each resident receives an accurate assessment by staff that are qualified to
assess relevant care areas and knowledgeable about the resident’s status, needs, strengths,
and areas of decline.

Interpretive Guidelines §483.20(g):

“The accuracy of the assessment” means that the appropriate, qualified health
professional correctly documents the resident’s medical, functional, and psychosocial
problems and identifies resident strengths to maintain or improve medical status,
functional abilities, and psychosocial status. The initial comprehensive assessment
provides baseline data for ongoing assessment of resident progress.

8483.20(h) Coordination

A registered nurse must conduct or coordinate each assessment with the
appropriate participation of health professionals.

Intent 8483.20(h):
The registered nurse will conduct and/or coordinate the assessment, as appropriate.

Whether conducted or coordinated by the registered nurse, he or she is responsible for
certifying that the assessment has been completed.



Interpretive Guidelines §483.20(h):

According to the Utilization Guidelines for each State’s RAI, the physical, mental and
psychosocial condition of the resident determines the appropriate level of involvement of
physicians, nurses, rehabilitation therapists, activities professionals, medical social
workers, dietitians, and other professionals, such as developmental disabilities specialists,
in assessing the resident, and in correcting resident assessments. Involvement of other
disciplines is dependent upon resident status and needs.

Probes 8483.20(g)(h):

Have appropriate health professionals assessed the resident? For example, has the
resident’s nutritional status been assessed by someone who is knowledgeable in nutrition
and capable of correctly assessing a resident?

If the resident’s medical status, functional abilities, or psychosocial status declined and
the decline was not clinically unavoidable, were the appropriate health professionals
involved in assessing the resident?

Based on your total review of the resident, is each portion of the assessment accurate?

Are the appropriate certifications in place, including the RN Coordinator’s certification of
completion of an assessment or Correction Request, and the certification of individual
assessors of the accuracy and completion of the portion(s) of the assessment or tracking
record completed or corrected. On an assessment or correction request, the RN
Assessment Coordinator is responsible for certifying overall completion once all
individual assessors have completed and signed their portion(s) of the MDS. When MDS
records are completed directly on the facility’s computer, (e.g., no paper form has been
manually completed), the RN Coordinator signs and dates the computer generated hard
copy, or provides an electronic signature, after reviewing it for completeness, including
the signatures of all individual assessors. Backdating a completion date is not acceptable
— note that recording the actual date of completion is not considered backdating. For
example, if an MDS was completed electronically and a hard copy was printed two days
later, writing the date the MDS was completed on the hard copy is not considered
backdating.

§483.20(i) Certification

(1) A registered nurse must sign and certify that the assessment is completed.

(2) Each individual who completes a portion of the assessment must sign and certify
the accuracy of that portion of the assessment.



Interpretive Guidelines §483.20(i):

Whether the MDS assessments are manually completed, or computer generated following
data entry, each individual assessor is responsible for certifying the accuracy of responses
relative to the resident’s condition and discharge or entry status. Manually completed
forms are signed and dated by each individual assessor the day they complete their
portion(s) of the MDS record. When MDS forms are completed directly on the facility’s
computer (e.g., no paper form has been manually completed), then each individual
assessor signs and dates a computer generated hard copy, or provides an electronic
signature, after they review it for accuracy of the portion(s) they completed. Backdating
completion dates is not acceptable — note that recording the actual date of completion is
not considered backdating. For example, if an MDS was completed electronically and a
hard copy was printed two days later, writing the date the MDS was completed on the
hard copy is not considered backdating.

8483.20(j) Penalty for Falsification

(1) Under Medicare and Medicaid, an individual who willfully and knowingly--

(i) Certifies a material and false statement in a resident assessment is subject to a
civil money penalty of not more than $1,000 for each assessment; or

(ii) Causes another individual to certify a material and false statement in a
resident assessment is subject to a civil money penalty or not more than $5,000
for each assessment.

(2) Clinical disagreement does not constitute a material and false statement.
Interpretive Guidelines §483.20(j):

MDS information serves as the clinical basis for care planning and delivery. With the
introduction of additional uses of MDS information such as for payment rate setting and
quality monitoring, MDS information as it is reported impacts a nursing home’s payment
rate and standing in terms of the quality monitoring process. A pattern within a nursing
home of clinical documentation or of MDS assessment or reporting practices that result
in higher RUG scores, untriggering CAA(S), or unflagging QI(s), where the information
does not accurately reflect the resident’s status, may be indicative of payment fraud or
avoidance of the quality monitoring process. Such practices may include but are not
limited to a pattern or high prevalence of the following:

e Submitting MDS Assessments (including any reason(s) for assessment,
routine or non-routine) or tracking records, where the information does not
accurately reflect the resident’s status as of the ARD, or the Discharge or
Entry date, as applicable;



e Submitting correction(s) to information in the QIES ASAP system where the
corrected information does not accurately reflect the resident’s status as of the
original ARD, or the original Discharge or Entry date, as applicable, or where
the record it claims to correct does not appear to have been in error;

e Submitting Significant Correction Assessments where the assessment it claims
to correct does not appear to have been in error;

e Submitting Significant Change in Status Assessments where the criteria for
significant change in the resident’s status do not appear to be met;

o Delaying or withholding MDS Assessments (including any reason(s) for
assessment, routine or non-routine), Discharge or Entry Tracking information,
or correction(s) to information in the QIES ASAP system.

When such patterns or practices are noticed, they should be reported by the State Agency
to the proper authority.
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8483.20(d) (A facility must..) use the results of the assessment to
develop, review and revise the resident’s comprehensive plan of care.

8483.20(k) Comprehensive Care Plans

(1) The facility must develop a comprehensive care plan for each resident that
includes measurable objectives and timetables to meet a resident’s medical, nursing,
and mental and psychosocial needs that are identified in the comprehensive
assessment. The care plan must describe the following:

(i) The services that are to be furnished to attain or maintain the resident’s
highest practicable physical, mental, and psychosocial well-being as required
under 8483.25; and

(if) Any services that would otherwise be required under 8§483.25 but are not
provided due to the resident’s exercise of rights under 8483.10, including the
right to refuse treatment under 8483.10(b)(4).

Interpretive Guidelines §483.20(k):
An interdisciplinary team, in conjunction with the resident, resident’s family, surrogate,

or representative, as appropriate, should develop quantifiable objectives for the highest
level of functioning the resident may be expected to attain, based on the comprehensive



assessment. The interdisciplinary team should show evidence in the CAA summary or
clinical record of the following:

e The resident’s status in triggered CAA areas;

e The facility’s rationale for deciding whether to proceed with care planning;
and

» Evidence that the facility considered the development of care planning
interventions for all CAAs triggered by the MDS.

The care plan must reflect intermediate steps for each outcome objective if identification

of those steps will enhance the resident’s ability to meet his/her objectives. Facility staff
will use these objectives to monitor resident progress. Facilities may, for some residents,
need to prioritize their care plan interventions. This should be noted in the clinical record
or on the plan or care.

The requirements reflect the facility’s responsibilities to provide necessary care and
services to attain or maintain the highest practicable physical, mental and psychosocial
well-being, in accordance with the comprehensive assessment and plan of care.
However, in some cases, a resident may wish to refuse certain services or treatments that
professional staff believe may be indicated to assist the resident in reaching his or her
highest practicable level of well-being. Desires of the resident should be documented in
the clinical record (see guidelines at §483.10(b)(4) for additional guidance concerning
refusal of treatment).

Probes§483.20(k)(1):

Does the care plan address the needs, strengths and preferences identified in the
comprehensive resident assessment?

Is the care plan oriented toward preventing avoidable declines in functioning or
functional levels? How does the care plan attempt to manage risk factors? Does the care
plan build on resident strengths?

Does the care plan reflect standards of current professional practice?

Do treatment objectives have measurable outcomes?

Corroborate information regarding the resident’s goals and wishes for treatment in the
plan of care by interviewing residents, especially those identified as refusing treatment.

Determine whether the facility has provided adequate information to the resident so that
the resident was able to make an informed choice regarding treatment.



If the resident has refused treatment, does the care plan reflect the facility’s efforts to find
alternative means to address the problem?

For implementation of care plan, see §483.20(k)(3).
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8483.10(d)(3) — The resident has the right to -- unless adjudged incompetent or
otherwise found to be incapacitated under the laws of the State, participate in
planning care and treatment or changes in care and treatment.

Interpretive Guidelines §483.10(d)(3)

“Participates in planning care and treatment” means that the resident is afforded the
opportunity to select from alternative treatments. This applies both to initial decisions
about care and treatment and to decisions about changes in care and treatment. The
resident’s right to participate in care planning and to refuse treatment are covered in
§8483.20(d)(2) and 483.10(b)(4).

A resident whose ability to make decisions about care and treatment is impaired, or a
resident who has been formally declared incompetent by a court, should, to the extent
practicable, be kept informed and be consulted on personal preferences.

Whenever there appears to be a conflict between a resident’s right and the resident’s
health or safety, determine if the facility attempted to accommodate both the exercise of
the resident’s rights and the resident’s health, including exploration of care alternatives
through a thorough care planning process in which the resident may participate.

Procedures 8483.10(d)(3)

Look for evidence that the resident was afforded the right to participate in care planning
or was consulted about care and treatment changes (e.g., ask residents or their
representatives during interviews).

8483.20(k)(2) A comprehensive care plan must be--

Q) Developed within 7 days after the completion of the comprehensive
assessment;

(i) Prepared by an interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility for the resident, and
other appropriate staff in disciplines as determined by the resident’s
needs, and, to the extent practicable, the participation of the resident, the
resident’s family or the resident’s legal representative; and



(iii) Periodically reviewed and revised by a team of qualified persons after each
assessment.

Interpretive Guidelines §483.20(k)(2):

As used in this requirement, “Interdisciplinary” means that professional disciplines, as
appropriate, will work together to provide the greatest benefit to the resident. It does not
mean that every goal must have an interdisciplinary approach. The mechanics of how the
interdisciplinary team meets its responsibilities in developing an interdisciplinary care
plan (e.g., a face-to-face meeting, teleconference, written communication) is at the
discretion of the facility.

The physician must participate as part of the interdisciplinary team, and may arrange with
the facility for alternative methods, other than attendance at care planning conferences, of
providing his/her input, such as one-on-one discussions and conference calls.

The resident’s right to participate in choosing treatment options, decisions in care
planning and the right to refuse treatment are addressed at §483.20(k)(2)(ii) and
483.10(b)(4), respectively, and include the right to accept or refuse treatment. The
facility has a responsibility to assist residents to participate, e.g., helping residents, and
families, legal surrogates or representatives understand the assessment and care planning
process; when feasible, holding care planning meetings at the time of day when a resident
is functioning best; planning enough time for information exchange and decision making;
encouraging a resident’s advocate to attend (e.g. family member, friend) if desired by a
resident.

The resident has the right to refuse specific treatments and to select among treatment
options before the care plan is instituted. (See §483.20(k)(2)(ii) and 483.10(b)(4).) The
facility should encourage residents, legal surrogates and representatives to participate in
care planning, including attending care planning conferences if they so desire.

While Federal regulations affirm the resident’s right to participate in care planning and to
refuse treatment, the regulations do not create the right for a resident, legal surrogate or
representative to demand that the facility use specific medical intervention or treatment
that the facility deems inappropriate. Statutory requirements hold the facility ultimately
accountable for the resident’s care and safety, including clinical decisions.

Probes §483.20(k)(2):

1. Was interdisciplinary expertise utilized to develop a plan to improve the resident’s
functional abilities?

a. For example, did an occupational therapist design needed adaptive
equipment or a speech therapist provide techniques to improve swallowing
ability?



b. Do the dietitian and speech therapist determine, for example, the optimum
textures and consistency for the resident’s food that provide both a
nutritionally adequate diet and effectively use oropharyngeal capabilities
of the resident?

c. Is there evidence of physician involvement in development of the care plan
(e.g., presence at care plan meetings, conversations with team members
concerning the care plan, conference calls)?

2. In what ways do staff involve residents and families, surrogates, and/or
representatives in care planning?

3. Do staff make an effort to schedule care plan meetings at the best time of the day
for residents and their families?

4. Ask the ombudsman if he/she has been involved in a care planning meeting as a
resident advocate. If yes, ask how the process worked.

5. Do facility staff attempt to make the process understandable to the resident/family?

6. Ask residents whether they have brought questions or concerns about their care to
the attention of facility’s staff. If so, what happened as a result?

Interpretive Guidelines §483.20(k)(2)(iii):
See §483.75(g)(2)(iii) for “Qualified Person,”
Probes §483.20(k)(2)(iii):

Is the care plan evaluated and revised as the resident’s status changes?
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§483.20(k)(3)
(3) The services provided or arranged by the facility must--
(i) Meet professional standards of quality and;
Intent §483.20(k)(3)(i):
The intent of this regulation is to assure that services being provided meet professional

standards of quality (in accordance with the definition provided below) and are provided
by appropriate qualified persons (e.g., licensed, certified).



Interpretive Guidelines §483.20(k)(3)(i):

“Professional standards of quality” means services that are provided according to
accepted standards of clinical practice. Standards may apply to care provided by a
particular clinical discipline or in a specific clinical situation or setting. Standards
regarding quality care practices may be published by a professional organization,
licensing board, accreditation body or other regulatory agency. Recommended practices
to achieve desired resident outcomes may also be found in clinical literature. Possible
reference sources for standards of practice include:

Current manuals or textbooks on nursing, social work, physical therapy, etc.

Standards published by professional organizations such as the American
Dietetic Association, American Medical Association, American Medical
Directors Association, American Nurses Association, National Association of
Activity Professionals, National Association of Social Work, etc.

Clinical practice guidelines published by the Agency of Health Care Policy
and Research.

Current professional journal articles.

If a negative resident outcome is determined to be related to the facility’s failure to meet
professional standards, and the team determines a deficiency has occurred, it should be
cited under the appropriate quality of care or other relevant requirement.

Probes §483.20(K)(3):

Question only those practices which have a negative outcome or have a potential negative
outcome. Ask the facility to produce references upon which the practice is based.

Do nurses notify physicians, as appropriate, and show evidence of discussions
of acute medical problems?

Are residents with acute conditions who require intensive monitoring and
hospital-level treatments that the facility is unable to provide, promptly
hospitalized?

Are there errors in the techniques of medication administration? (Cite actual
medication errors at 8483.25(m).)

Is there evidence of assessment and care planning sufficient to meet the needs
of newly admitted residents, prior to completion of the first comprehensive
assessment and comprehensive care plan?



e Are physicians’ orders carried out, unless otherwise indicated by an advanced
directive?
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8483.20(k)(3)(ii) Be provided by qualified persons in accordance with each
resident’s written plan of care.

Interpretive Guidelines 8483.20(k)(3)(ii):

If you find problems with quality of care, quality of life, or resident rights, are these
problems attributable to the qualifications of the facility staff, or lack of, inadequate or
incorrect implementation of the care plan?

Probes §483.20(k)(3)(ii):

« Can direct care-giving staff describe the care, services, and expected outcomes
of the care they provide; have a general knowledge of the care and services
being provided by other therapists; have an understanding of the expected
outcomes of this care, and understand the relationship of these expected
outcomes to the care they provide?
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8483.20(1) Discharge Summary

When the facility anticipates discharge a resident must have a discharge summary
that includes:

(1) A recapitulation of the resident’s stay;
(2) A final summary of the resident’s status to include items in paragraph (b)(2) of

this section, at the time of the discharge that is available for release to authorized
persons and agencies, with the consent of the resident or legal representative; and

Intent §483.20(1):

To ensure appropriate discharge planning and communication of necessary information to
the continuing care provider.

Interpretive Guidelines §483.20(l):

“Anticipates” means that the discharge was not an emergency discharge (e.g.,
hospitalization for an acute condition) or due to the resident’s death.



“Adjust to his or her living environment” means that the post-discharge plan, as
appropriate, should describe the resident’s and family’s preferences for care, how the
resident and family will access these services, and how care should be coordinated if
continuing treatment involves multiple caregivers. It should identify specific resident
needs after discharge such as personal care, sterile dressings, and physical therapy, as
well as describe resident/caregiver education needs and ability to meet care needs after
discharge.
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8483.20(1)(3) A post-discharge plan of care that is developed with the participation
of the resident and his or her family, which will assist the resident to adjust to his or
her new living environment.

Interpretive Guidelines §483.20(1)(3):

A post-discharge plan of care for an anticipated discharge applies to a resident whom the
facility discharges to a private residence, to another NF or SNF, or to another type of
residential facility such as a board and care home or an intermediate care facility for
individuals with mental retardation. Resident protection concerning transfer and
discharge are found at 8483.12. A “post-discharge plan of care” means the discharge
planning process which includes: assessing continuing care needs and developing a plan
designed to ensure the individual’s needs will be met after discharge from the facility into
the community.

Probes §483.20(1):

« Does the discharge summary have information pertinent to continuing care for
the resident?

o Isthere evidence of a discharge assessment that identifies the resident’s needs
and is used to develop the discharge plan?

 Is there evidence of discharge planning in the records of discharged residents
who had an anticipated discharge or those residents to be discharged shortly
(e.g., in the next 7-14 days)?

o Do discharge plans address necessary post-discharge care?

e Has the facility aided the resident and his/her family in locating and
coordinating post-discharge services?



o What types of pre-discharge preparation and education has the facility
provided the resident and his/her family?

e Does the discharge summary have information identifying if the resident
triggered the CAA for return to community referral?
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§483.20(e) Coordination

A facility must coordinate assessments with the pre-admission screening and resident
review program under Medicaid in part 483, subpart C to the maximum extent practicable
to avoid duplicative testing and effort.

Interpretive Guidelines §483.20(e)

With respect to the responsibilities under the Pre-Admission Screening and Resident
Review (PASRR) program, the State is responsible for conducting the screens, preparing
the PASRR report, and providing or arranging the specialized services that are needed as
a result of conducting the screens. The State is required to provide a copy of the PASRR
report to the facility. This report must list the specialized services that the individual
requires and that are the responsibility of the State to provide. All other needed services
are the responsibility of the facility to provide.

8483.20(m) Preadmission Screening for Mentally Il Individuals and
Individuals With Mental Retardation.

8483.20(m)(1) A nursing facility must not admit, on or after January 1, 1989, any
new residents with:

(i) Mental illness as defined in paragraph (m)(2)(i) of this section, unless the
State mental health authority has determined, based on an independent physical
and mental evaluation performed by a person or entity other than the State
mental health authority, prior to admission;

(A) That, because of the physical and mental condition of the individual, the
individual requires the level of services provided by a nursing facility; and
(B) If the individual requires such level of services, whether the individual
requires specialized services for mental retardation.



(i) Mental retardation, as defined in paragraph (m)(2)(ii) of this section, unless
the State mental retardation or developmental disability authority has
determined prior to admission--

(A) That, because of the physical and mental condition of the individual, the
individual requires the level of services provided by a nursing facility; and
(B) If the individual requires such level of services, whether the individual
requires specialized services for mental retardation.

8483.20(m)(2) Definitions. For purposes of this section:

(i) An individual is considered to have “mental illness” if the individual has a
serious mental illness defined at 483.102(b)(1).

(ii) An individual is considered to be “mentally retarded” if the individual is
mentally retarded as defined in 483.102(b)(3) or is a person with a related
condition as described in 42 CFR 10009.

Intent §483.20(m):

To ensure that individuals with mental illness and mental retardation receive the care and
services they need in the most appropriate setting.

“Specialized services” are those services the State is required to provide or arrange for
that raise the intensity of services to the level needed by the resident. That is, specialized
services are an “add-on” to NF services--they are of a higher intensity and frequency than
specialized rehabilitation services, which are provided by the NF.

The statute mandates preadmission screening for all individuals with mental illness (MI)
or mental retardation (MR) who apply to NFs, regardless of the applicant’s source of
payment, except as provided below. (See 81919(b)(3)(F).) Residents readmitted and
individuals who initially apply to a nursing facility directly following a discharge from an
acute care stay are exempt if:

e They are certified by a physician prior to admission to require a nursing
facility stay of less than 30 days; and

e They require care at the nursing facility for the same condition for which they
were hospitalized.

The State is responsible for providing specialized services to residents with MI/MR
residing in Medicaid-certified facilities. The facility is required to provide all other care
and services appropriate to the resident’s condition. Therefore, if a facility has residents
with MI/MR, do not survey for specialized services, but survey for all other requirements,
including resident rights, quality of life, and quality of care.
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If the resident’s PAS report indicates that he or she needs specialized services but the
resident is not receiving them, notify the Medicaid agency. NF services ordinarily are not
of the intensity to meet the needs of residents with Ml or MR.

Probes 8483.20(m):

If sampled residents have M1 or MR, did the State Mental Health or Mental Retardation
Authority determine:

o Whether the residents needed the services of a NF?

e Whether the residents need specialized services for their MR or MI?
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§483.25 Quiality of Care

Each resident must receive and the facility must provide the necessary care and
services to attain or maintain the highest practicable physical, mental, and
psychosocial well-being, in accordance with the comprehensive assessment and plan
of care.

Intent: 8483.25

The facility must ensure that the resident obtains optimal improvement or does not
deteriorate within the limits of a resident’s right to refuse treatment, and within the limits
of recognized pathology and the normal aging process.

NOTE: Use guidance at F309 for review of quality of care not specifically covered by
42 CFR 483.25 (a)-(m). Tag F309 includes, but is not limited to, care such as
end-of-life, diabetes, renal disease, fractures, congestive heart failure, non-
pressure-related skin ulcers, pain, or fecal impaction.

Definitions: §483.25

“Highest practicable physical, mental, and psychosocial well-being” is defined as the
highest possible level of functioning and well-being, limited by the individual’s
recognized pathology and normal aging process. Highest practicable is determined
through the comprehensive resident assessment and by recognizing and competently
and thoroughly addressing the physical, mental or psychosocial needs of the
individual.

Interpretive Guidelines §483.25



In any instance in which there has been a lack of improvement or a decline, the survey
team must determine if the occurrence was unavoidable or avoidable. A determination of
unavoidable decline or failure to reach highest practicable well-being may be made only
if all of the following are present:

e An accurate and complete assessment (see §483.20);

e A care plan that is implemented consistently and based on information from the
assessment; and

e Evaluation of the results of the interventions and revising the interventions as
necessary.

Determine if the facility is providing the necessary care and services based on the
findings of the comprehensive assessment and plan of care. If services and care are being
provided, determine if the facility is evaluating the resident's outcome and changing the
interventions if needed. This should be done in accordance with the resident’s customary
daily routine.

Procedures 8483.25

Assess a facility’s compliance with these requirements by determining if the services
noted in the plan of care are: based on a comprehensive and accurate functional
assessment of the resident’s strengths, weaknesses, risk factors for deterioration and
potential for improvement; continually and aggressively implemented; and updated by
the facility staff. In looking at assessments, use both the MDS and CAAs information, any
other pertinent assessments, and resulting care plans.

If the resident has been in the facility for less than 14 days (before completion of all the
RAI is required), determine if the facility is conducting ongoing assessment and care
planning, and, if appropriate care and services are being provided.

General Investigative Protocol for F309, Quality of Care
Use:

Use this General Investigative Protocol to investigate Quality of Care concerns that are
not otherwise covered in the remaining tags at 8483.25, Quality of Care or for which
specific investigative protocols have not been established. For investigating concerns
regarding management of pain, use the pain management investigative protocol below.
Surveyors should consider any quality of care issue that is not covered in a specific
Quality of Care tag to be covered under this tag, F309.

Procedure:



Briefly review the assessment, care plan and orders to identify whether the facility has
recognized and addressed the concerns or resident care needs being investigated. Also
use this review to identify facility interventions and to guide observations to be made.
Corroborate observations by interview and record review.

Observations:

Observe whether staff consistently implement the care plan over time and across various
shifts. During observations of the interventions, note and/or follow up on deviations
from the care plan, deviations from current standards of practice, and potential negative
outcomes.

Resident/Representative Interview

Interview the resident or representative to the degree possible to determine the resident's
or representative's:

* Awareness of the current condition(s) or history of the condition(s) or
diagnosis/diagnoses;

* Involvement in the development of the care plan, goals, and if interventions
reflect choices and preferences; and

* How effective the interventions have been and if not effective, whether alternate
approaches have been tried by the facility.

Nursing Staff Interview

Interview nursing staff on various shifts to determine:

* Their knowledge of the specific interventions for the resident, including facility-
specific guidelines/protocols;

* Whether nursing assistants know how, what, when, and to whom to report
changes in condition; and

* How the charge nurse monitors for the implementation of the care plan, and
changes in condition.

Assessment

Review information such as orders, medication administration records, multi-disciplinary
progress notes, the RAI/MDS, and any specific assessments that may have been
completed. Determine if the information accurately and comprehensively reflects the
resident’s condition. In considering the appropriateness of a facility’s response to the



presence or progression of a condition/diagnosis, take into account the time needed to
determine the effectiveness of treatment, and the facility’s efforts, where possible, to
remove, modify, or stabilize the risk factors and underlying causal factors.

NOTE: Although Federal requirements dictate the completion of RAI assessments
according to certain time frames, standards of good clinical practice
dictate that the assessment process is more fluid and should be ongoing.
(Federal Register VVol. 62, No. 246, 12/23/97, page 67193)

Care Planning

Determine whether the facility developed a care plan that was consistent with the
resident’s specific conditions, risks, needs, behaviors, preferences and with current
standards of practice and included measurable objectives and timetables with specific
interventions. If the care plan refers to a specific facility treatment protocol that contains
details of the treatment regimen, the care plan should refer to that protocol and should
clarify any major deviations from or revisions to the protocol for this resident. The
treatment protocol must be available to the caregivers and staff should be familiar with
the protocol requirements.

NOTE: A specific care plan intervention is not needed if other components of the care
plan address related risks adequately. For example, the risk of nutritional
compromise for a resident with diabetes mellitus might be addressed in that
part of the care plan that deals with nutritional management.

Care Plan Revision

Determine whether staff have monitored the resident's condition and effectiveness of the
care plan interventions and revised the care plan with input by the resident and/or the
representative, to the extent possible, (or justified the continuation of the existing plan)
based upon the following:

* Achieving the desired outcome;

* Resident failure or inability to comply with or participate in a program to attain or
maintain the highest practicable level of well-being; and/or

* Change in resident condition, ability to make decisions, cognition, medications,
behavioral symptoms or visual problems.

Interview with Health Care Practitioners and Professionals

If the care provided has not been consistent with the care plan or the interventions
defined or care provided appear not to be consistent with recognized standards of
practice, interview one or more health care practitioners and professionals as necessary
(e.qg., physician, charge nurse, director of nursing, therapist) who, by virtue of training



and knowledge of the resident, should be able to provide information about the causes,
treatment and evaluation of the resident’s condition or problem. If there is a medical
question, contact the physician if he/she is the most appropriate person to interview. If
the attending physician is unavailable, interview the medical director, as appropriate.
Depending on the issue, ask about:

* How it was determined that chosen interventions were appropriate;
* Risks identified for which there were no interventions;
* Changes in condition that may justify additional or different interventions; or

* How staff validated the effectiveness of current interventions.

DETERMINATION OF COMPLIANCE WITH F309 (Task 6, Appendix P)
THAT IS NOT RELATED TO PAIN OR PAIN MANAGEMENT

Synopsis of Regulation (Tag F309)

The resident must receive and the facility must provide the necessary care and services to
attain or maintain his/her highest practicable level of physical, mental, and psychosocial
well-being, in accordance with the comprehensive assessment and plan of care.

Criteria for Compliance:

Compliance with F309, Quality of Care - The facility is in compliance with this
requirement if staff:

* Recognized and assessed factors placing the resident at risk for specific conditions,
causes, and/or problems;

* Defined and implemented interventions in accordance with resident needs, goals,
and recognized standards of practice;

* Monitored and evaluated the resident’s response to preventive efforts and
treatment; and

* Revised the approaches as appropriate.

Concerns with Independent but Associated Structure, Process, and/or Outcome
Requirements.

During the investigation, the surveyor may have identified concerns with related
structure, process, and/or outcome requirements. If an additional concern has been
identified, the surveyor must investigate the identified concern. Do not cite any related or



associated requirements before first conducting an investigation to determine compliance
or non-compliance with the related or associated requirement. Some examples include,
but are not limited to, the following:

42 CFR 483.10(b)(11), F157, Notification of Changes

Determine whether staff notified the resident and consulted the physician
regarding significant changes in the resident’s condition or a need to alter
treatment significantly or notified the representative of a significant condition
change.

42 CFR 483.(20)(b), F272, Comprehensive Assessments

Determine whether the facility assessed the resident’s condition, including
existing status, and resident-specific risk factors (including potential causative
factors) in relation to the identified concern under review.

42 CFR 483.20(k), F279, Comprehensive Care Plan

Determine whether the facility established a care plan with timetables and
resident specific goals and interventions to address the care needs and treatment
related to the clinical diagnosis and/or the identified concern.

42 CFR 483.20(k)(2)(iii), 483.10(d)(3), F280, Care Plan Revision
Determine whether the staff reviewed and revised the care plan as indicated based

upon the resident’s response to the care plan interventions, and obtained input
from the resident or representative to the extent possible.

42 CFR 483.20(k)3)(i), F281, Services Provided Meets Professional Standards
of Quality

Determine whether the facility, beginning from the time of admission, provided
care and services related to the identified concern that meet professional standards
of quality.

42 CFR 483.20(k)(3)(ii), F282,Care Provided by Qualified Persons in
Accordance with Plan of Care

Determine whether care was provided by qualified staff and whether staff
implemented the care plan correctly and adequately.

42 CFR 483.30(a), F353, Sufficient Staff



Determine whether the facility had qualified nursing staff in sufficient numbers to
assure the resident was provided necessary care and services 24 hours a day,
based upon the comprehensive assessment and care plan.

e 42 CFR 483.40(a)(1)&(2), F385, Physician Supervision

Determine whether the physician has assessed and developed a relevant treatment
regimen and responded appropriately to the notice of changes in condition.

o 42 CFR 483.75(f), F498, Proficiency of Nurse Aides

Determine whether nurse aides demonstrate competency in the delivery of care
and services related to the concern being investigated.

o 42 CFR 483.75(i)(2), F501, Medical Director
Determine whether the medical director:

- Assisted the facility in the development and implementation of policies
and procedures and that these are based on current standards of practice;
and

- Interacts with the physician supervising the care of the resident if
requested by the facility to intervene on behalf of the residents.

e 42 CFR 483.75(l), F514, Clinical Records
Determine whether the clinical records:

- Accurately and completely document the resident's status, the care and
services provided in accordance with current professional standards and
practices; and

- Provide a basis for determining and managing the resident's progress
including response to treatment, change in condition, and changes in
treatment.

DEFICIENCY CATEGORIZATION (Part 1V, Appendix P)

Once the survey team has completed its investigation, analyzed the data, reviewed the
regulatory requirements, and determined that noncompliance exists, the team must
determine the severity of each deficiency, based on the harm or potential for harm to the
resident. The key elements for severity determination for F309 Quality of Care
requirements are as follows:



1. Presence of harm/negative outcome(s) or potential for negative outcomes because
of lack of appropriate treatment and care, such as decline in function or failure to
achieve the highest possible level of well-being.

2. Degree of harm (actual or potential) related to the non-compliance. Identify how
the facility practices caused, resulted in, allowed or contributed to the actual or
potential for harm:

e If harm has occurred, determine if the harm is at the level of serious injury,
impairment, death, compromise, or discomfort to the resident(s); and

e If harm has not yet occurred, determine the potential for serious injury,
impairment, death, compromise, or discomfort to occur to the resident(s).

3. The immediacy of correction required. Determine whether the noncompliance
requires immediate correction in order to prevent serious injury, harm,
impairment, or death to one or more residents.

The survey team must evaluate the harm or potential for harm for F309 based upon the
four levels of severity. First, the team must rule out whether Severity Level 4, Immediate
Jeopardy to a resident’s health or safety, exists by evaluating the deficient practice in
relation to immediacy, culpability, and severity. Follow the guidance in Appendix Q,
Determining Immediate Jeopardy. If specific guidance and examples have not been
established elsewhere for the concern having been reviewed, follow the general guidance
in Appendix P regarding Guidance on Severity and Scope Levels and Psychosocial
Outcome Severity Guide.

Interpretive Guidelines for Selected Specific Quality of Care Issues at §483.25.

The following sections describe some specific issues or care needs that are not otherwise
covered in the remaining tags of 8§483.25, Quality of Care. These are only some of the
issues that may arise with a resident's quality of care. Surveyors should consider any
quality of care issue that is not covered in a specific Quality of Care tag to be covered
under this tag, F309.

Review of a Resident with Non Pressure-Related Skin Ulcer/Wound.

Residents may develop various types of skin ulceration. At the time of the assessment
and diagnosis of a skin ulcer/wound, the clinician is expected to document the clinical
basis (e.g., underlying condition contributing to the ulceration, ulcer edges and wound
bed, location, shape, condition of surrounding tissues) which permit differentiating the
ulcer type, especially if the ulcer has characteristics consistent with a pressure ulcer, but
is determined not to be one. This section differentiates some of the different types of skin
ulcers/wounds.



NOTE: Guidance regarding pressure ulcers is found at 42 CFR 483.25 (c), F314
Pressure Sore. Use F309 for issues of quality of care regarding non-pressure
related ulcers.

An arterial ulcer is ulceration that occurs as the result of arterial occlusive disease when
non-pressure related disruption or blockage of the arterial blood flow to an area causes
tissue necrosis. Inadequate blood supply to the extremity may initially present as
intermittent claudication. Arterial/lschemic ulcers may be present in individuals with
moderate to severe peripheral vascular disease, generalized arteriosclerosis, inflammatory
or autoimmune disorders (such as arteritis), or significant vascular disease elsewhere
(e.g., stroke or heart attack). The arterial ulcer is characteristically painful, usually occurs
in the distal portion of the lower extremity and may be over the ankle or bony areas of the
foot (e.g., top of the foot or toe, outside edge of the foot). The wound bed is frequently
dry and pale with minimal or no exudate. The affected foot may exhibit: diminished or
absent pedal pulse, coolness to touch, decreased pain when hanging down (dependent) or
increased pain when elevated, blanching upon elevation, delayed capillary fill time, hair
loss on top of the foot and toes, toenail thickening.

A venous ulcer (previously known as a stasis ulcer) is an open lesion of the skin and
subcutaneous tissue of the lower leg, often occurring in the lower leg around the medial
ankle. Venous ulcers are reported to be the most common vascular ulceration and may be
difficult to heal, may occur off and on for several years, and may occur after relatively
minor trauma. The ulcer may have a moist, granulating wound bed, may be superficial,
and may have minimal to copious serous drainage unless the wound is infected. The
resident may experience pain that may increase when the foot is in a dependent position,
such as when a resident is seated with her or his feet on the floor.

Recent literature implicates venous hypertension as a causative factor. Venous
hypertension may be caused by one (or a combination of) factor(s) including: loss of (or
compromised) valve function in the vein, partial or complete obstruction of the vein (e.g.,
deep vein thrombosis, obesity, malignancy), and/or failure of the calf muscle to pump the
blood (e.g., paralysis, decreased activity). Venous insufficiency may result in edema and
induration, dilated superficial veins, dry scaly crusts, dark pigmented skin in the lower
third of the leg, or dermatitis. The pigmentation may appear as darkening skin, tan or
purple areas in light skinned residents and dark purple, black or dark brown in dark
skinned residents. Cellulitis may be present if the tissue is infected.

A diabetic neuropathic ulcer requires that the resident be diagnosed with diabetes mellitus
and have peripheral neuropathy. The diabetic ulcer characteristically occurs on the foot,
e.g., at mid-foot, at the ball of the foot over the metatarsal heads, or on the top of toes
with Charcot deformity.

Review of a Resident Receiving Hospice Services.

When a facility resident has also elected the Medicare hospice benefit, the hospice and
the nursing home must communicate, establish, and agree upon a coordinated plan of



care for both providers which reflects the hospice philosophy, and is based on an
assessment of the individual’s needs and unique living situation in the facility. The plan
of care must include directives for managing pain and other uncomfortable symptoms and
be revised and updated as necessary to reflect the individual’s current status. This
coordinated plan of care must identify the care and services which the SNF/NF and
hospice will provide in order to be responsive to the unique needs of the patient/resident
and his/her expressed desire for hospice care.

The SNF/NF and the hospice are responsible for performing each of their respective
functions that have been agreed upon and included in the plan of care. The hospice
retains overall professional management responsibility for directing the implementation
of the plan of care related to the terminal illness and related conditions.

For a resident receiving hospice benefit care, evaluate if:

* The facility completed a MDS Significant Change in Status Assessment (SCSA)
when the resident elected the hospice benefit;

* The facility completed a MDS Significant Change in Status Assessment (SCSA)
when the resident revoked the hospice benefit;

* The plan of care reflects the participation of the hospice, the facility, and the
resident or representative to the extent possible;

* The plan of care includes directives for managing pain and other uncomfortable
symptoms and is revised and updated as necessary to reflect the resident's current
status;

* Medications and medical supplies are provided by the hospice as needed for the
palliation and management of the terminal illness and related conditions;

* The hospice and the facility communicate with each other when any changes are
indicated to the plan of care;

* The hospice and the facility are aware of the other’s responsibilities in
implementing the plan of care;

* The facility’s services are consistent with the plan of care developed in
coordination with the hospice, (the hospice patient residing in a SNF/NF should
not experience any lack of SNF/NF services or personal care because of his/her
status as a hospice patient); and

* The SNF/NF offers the same services to its residents who have elected the hospice
benefit as it furnishes to its residents who have not elected the hospice benefit.



The resident has the right to refuse services in conjunction with the provisions of
42 CFR 483.10(b)(4), Tag F155.

NOTE: If aresident is receiving services from a Medicare certified hospice and the
hospice was advised of concerns by the facility and failed to address and/or
resolve issues related to coordination of care or implementation of appropriate
services, refer the concerns as a complaint to the State Agency responsible for
oversight of this hospice, identifying the specific resident(s) involved and the
concerns identified.

Review of a Resident Receiving Dialysis Services.

When dialysis is provided in the facility by an outside entity, or the resident leaves the
facility to obtain dialysis, the nursing home should have an agreement or arrangement
with the entity. This agreement/arrangement should include all aspects of how the
resident’s care is to be managed, including:

* Medical and non-medical emergencies;
* Development and implementation of the resident’s care plan;
* Interchange of information useful/necessary for the care of the resident; and

* Responsibility for waste handling, sterilization, and disinfection of equipment.

If there is a sampled resident who is receiving dialysis care, evaluate the following, in
addition to the standard Resident Review protocol:

* Review to assure that medications are administered before and after dialysis as
ordered by the physician. This should account for the optimal timing to maximize
effectiveness and avoid adverse effects of the medications;

* Whether staff know how to manage emergencies and complications, including
equipment failure and alarm systems (if any), bleeding/hemorrhaging, and
infection/bacteremia/septic shock;

* Whether facility staff are aware of the care of shunts/fistulas, infection control,
waste handling, nature and management of end stage renal disease (including
nutritional needs, emotional and social well-being, and aspects to monitor); and

* Whether the treatment for this (these) resident(s), affects the quality of life, rights
or quality of care for other residents, e.g., restricting access to their own space, risk
of infections.



NOTE: If aresident is receiving services from a dialysis provider, and the survey team

has concerns about the quality of care and services provided to the resident by
that provider, refer the concerns as a complaint to the State Agency
responsible for oversight of the dialysis provider, identifying the specific
resident(s) involved and the concerns identified.

Review of a Resident Who has Pain Symptoms, is being Treated for Pain, or Who
has the Potential for Pain Symptoms Related to Conditions or Treatments.

Recognition and Management of Pain - In order to help a resident attain or maintain his
or her highest practicable level of well-being and to prevent or manage pain, the facility,
to the extent possible:

Recognizes when the resident is experiencing pain and identifies circumstances
when pain can be anticipated,;

Evaluates the existing pain and the cause(s), and

Manages or prevents pain, consistent with the comprehensive assessment and plan
of care, current clinical standards of practice, and the resident’s goals and
preferences.

Definitions Related to Recognition and Management of Pain

“Addiction” is a primary, chronic, neurobiological disease, with genetic,
psychosocial, and environmental factors influencing its development and
manifestations. It is characterized by an overwhelming craving for medication or
behaviors that include one or more of the following: impaired control over drug
use, compulsive use, continued use despite harm, and craving''

"Adjuvant Analgesics' describes any medication with a primary indication other
than pain management but with analgesic properties in some painful conditions.?

“Adverse Consequence” is an unpleasant symptom or event that is due to or
associated with a medication, such as impairment or decline in a resident’s mental
or physical condition or functional or psychosocial status. It may include various
types of adverse drug reactions and interactions (e.g., medication-medication,
medication-food, and medication-disease).

NOTE: Adverse drug reaction (ADR) is a form of adverse consequences. It
may be either a secondary effect of a medication that is usually
undesirable and different from the therapeutic effect of the
medication or any response to a medication that is noxious and
unintended and occurs in doses for prophylaxis, diagnosis, or
treatment. The term “side effect” is often used interchangeably with
ADR; however, side effects are but one of five ADR categories, the



others being hypersensitivity, idiosyncratic response, toxic reactions,
and adverse medication interactions. A side effect is an expected,
well-known reaction that occurs with a predictable frequency and
may or may not constitute an adverse consequence.

“Complementary and Alternative Medicine” (CAM) is a group of diverse
medical and health care systems, practices, and products that are not presently
considered to be a part of conventional medicine.’

“Non-pharmacological interventions” refers to approaches to care that do not
involve medications, generally directed towards stabilizing or improving a
resident’s mental, physical or psychosocial well-being.

“Pain” is an unpleasant sensory and emotional experience that can be acute,
recurrent or persistent.* Following are descriptions of several different types of
pain:

- “Acute Pain” is generally pain of abrupt onset and limited duration, often
associated with an adverse chemical, thermal or mechanical stimulus such
as surgery, trauma and acute illness;

- “Breakthrough Pain” refers to an episodic increase in (flare-up) pain in
someone whose pain is generally being managed by his/her current
medication regimen;

- “Incident Pain” refers to pain that is typically predictable and is related to
a precipitating event such as movement (e.g., walking, transferring, or
dressing) or certain actions (e.g., disimpaction or wound care); and

- “Persistent Pain” or “Chronic Pain” refers to a pain state that continues for
a prolonged period of time or recurs more than intermittently for months
or years.

“Physical Dependence” is a physiologic state of neuroadaptation that is
characterized by a withdrawal syndrome if a medication or drug is stopped or
decreased abruptly, or if an antagonist is administered.

“Standards of Practice” refers to approaches to care, procedures, techniques,
treatments, etc., that are based on research and/or expert consensus and that are
contained in current manuals, textbooks, or publications, or that are accepted,
adopted or promulgated by recognized professional organizations or national
accrediting bodies.

“Tolerance” is a physiologic state resulting from regular use of a drug in which
an increased dosage is needed to produce the same effect or a reduced effect is
observed with a constant dose.’



Overview of Pain Recognition and Management

Effective pain recognition and management requires an ongoing facility-wide
commitment to resident comfort, to identifying and addressing barriers to managing pain,
and to addressing any misconceptions that residents, families, and staff may have about
managing pain. Nursing home residents are at high risk for having pain that may affect
function, impair mobility, impair mood, or disturb sleep, and diminish quality of life.®
The onset of acute pain may indicate a new injury or a potentially life-threatening
condition or illness. It is important, therefore, that a resident’s reports of pain, or
nonverbal signs suggesting pain, be evaluated.

The resident’s needs and goals as well as the etiology, type, and severity of pain are
relevant to developing a plan for pain management. It should be noted that while
analgesics can reduce pain and enhance the quality of life, they do not necessarily address
the underlying cause of pain. It is important to consider treating the underlying cause,
where possible. Addressing underlying causes may permit pain management with fewer
analgesics, lower doses, or medications with a lower risk of serious adverse
consequences.

Certain factors may affect the recognition, assessment, and management of pain. For
example, residents, staff, or practitioners may misunderstand the indications for, and
benefits and risks of, opioids and other analgesics; or they may mistakenly believe that
older individuals have a higher tolerance for pain than younger individuals, or that pain is
an inevitable part of aging, a sign of weakness, or a way just to get attention. Other
challenges to successfully evaluating and managing pain may include communication
difficulties due to illness or language and cultural barriers, stoicism about pain, and
cognitive impairment.”®’

It is a challenge to assess and manage pain in individuals who have cognitive impairment
or communications difficulties.'™'" Some individuals with advanced cognitive
impairment can accurately report pain and/or respond to questions regarding pain.
One study noted that 83 percent of nursing home residents could respond to questions
about pain intensity. '

12,13

Those who cannot report pain may present with nonspecific signs such as grimacing,
increases in confusion or restlessness or other distressed behavior. Effective pain
management may decrease distressed behaviors that are related to pain. ' However,
these nonspecific signs and symptoms may reflect other clinically significant conditions
(e.q., delirium, depression, or medication-related adverse consequences) instead of, or in
addition to, pain. To distinguish these various causes of similar signs and symptoms, and
in order to manage pain effectively, it is important to evaluate (e.g., touch, look at, move)
the resident in detail, to confirm that the signs and symptoms are due to pain.

Resources Related to Pain Management



Examples of clinical resources available for guidance regarding the assessment and
management of pain include:

e American Geriatrics Society Clinical Practice Guideline at:
http://www.americangeriatrics.org/education/cp_index.shtml;

e American Medical Directors Association (AMDA) Clinical Practice Guideline
“Pain Management in the Long-Term Care Setting” (2003) at:
www.amda.com/tools/quidelines.cfm;

e American Academy of Hospice and Palliative Medicine at www.aahpm.org;

e American Academy of Pain Medicine at http://www.painmed.org;

e American Pain Society at www.ampainsoc.org;

e Brown University’s Pain and Physical Symptoms Toolkit at
http://www.chcr.brown.edu/pcoc/physical.htm:;

e Hospice and Palliative Nurses Association at http://www.hpna.org;

e John A Hartford Institute for Geriatric Nursing "Try This" series at
http://www.hartfordign.org/Resources/Try_This_Series;

e National Initiative on Pain Control at www.painedu.org;

e Partners Against Pain® at http://www.partnersagainstpain.com:;

e Quality Improvement Organizations at www.medgic.org; and

e Resource Center for Pain Medicine and Palliative Care at Beth Israel Medical
Center (2000) at http://www.stoppain.org/education_research/index.html.

NOTE References to non-U.S. Department of Health and Human Services (HHS) sources
or sites on the Internet are provided as a service and do not constitute or imply
endorsement of these organizations or their programs by CMS or HHS. CMS
is not responsible for the content of pages found at these sites. URL addresses
were current as of the date of this publication.

Care Process for Pain Management

Processes for the prevention and management of pain include:

* Assessing the potential for pain, recognizing the onset or presence of pain, and
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assessing the pain;
* Addressing/treating the underlying causes of the pain, to the extent possible;

* Developing and implementing interventions/approaches to pain management,
depending on factors such as whether the pain is episodic, continuous, or both;

* |dentifying and using specific strategies for different levels or sources of pain or
pain-related symptoms, including:

- ldentifying interventions to address the pain based on the resident-specific
assessment, a pertinent clinical rationale, and the resident’s goals;

* Trying to prevent or minimize anticipated pain;'°

® Considering non-pharmacological and CAM interventions;

- Using pain medications judiciously to balance the resident’s desired level
of pain relief with the avoidance of unacceptable adverse consequences;

* Monitoring appropriately for effectiveness and/or adverse consequences (e.g.,
constipation, sedation) including defining how and when to monitor the resident’s
symptoms and degree of pain relief; and

* Modifying the approaches, as necessary.
Pain Recognition

Because pain can significantly affect a person’s well-being, it is important that the facility
recognize and address pain promptly. The facility’s evaluation of the resident at
admission and during ongoing assessments helps identify the resident who is
experiencing pain or for whom pain may be anticipated during specific procedures, care,
or treatment. In addition, it is important that a resident be monitored for the presence of
pain and be evaluated when there is a change in condition and whenever new pain or an
exacerbation of pain is suspected. As with many symptoms, pain in a resident with
moderate to severe cognitive impairment may be more difficult to recognize and

assess.' %1

Expressions of pain may be verbal or nonverbal. A resident may avoid the use of the
term “pain.” Other words used to report or describe pain may differ by culture, language
and/or region of the country. Examples of descriptions may include heaviness or
pressure, stabbing, throbbing, hurting, aching, gnawing, cramping, burning, numbness,
tingling, shooting or radiating, spasms, soreness, tenderness, discomfort, pins and
needles, feeling “rough,” tearing or ripping. Verbal descriptions of pain can help a
practitioner identify the source, nature, and other characteristics of the pain. Nonverbal



indicators which may represent pain need to be viewed in the entire clinical context with
consideration given to pain as well as other clinically pertinent explanations. Examples
of possible indicators of pain include, but are not limited to the following:

o Negative verbalizations and vocalizations (e.g., groaning, crying/whimpering, or
screaming);

e Facial expressions (e.g., grimacing, frowning, fright, or clenching of the jaw);

e Changes in gait (e.g., limping), skin color, vital signs (e.g., increased heart rate,
respirations and/or blood pressure), perspiration;

e Behavior such as resisting care, distressed pacing, irritability, depressed mood, or
decreased participation in usual physical and/or social activities;

e Loss of function or inability to perform Activities of Daily Living (ADLS),
rubbing a specific location of the body, or guarding a limb or other body parts;

e Difficulty eating or loss of appetite; and
o Difficulty sleeping (insomnia).

In addition to the pain item sections of the MDS, many sections such as sleep cycle,
change in mood, decline in function, instability of condition, weight loss, and skin
conditions can be potential indicators of pain. Any of these findings may indicate the
need for additional and more thorough evaluation.

Many residents have more than one active medical condition and may experience pain
from several different causes simultaneously. Many medical conditions may be painful
such as pressure ulcers, diabetes with neuropathic pain, immobility, amputation, post-
CVA, venous and arterial ulcers, multiple sclerosis, oral health conditions, and infections.
In addition, common procedures, such as moving a resident or performing physical or
occupational therapies or changing a wound dressing may be painful. Understanding the
underlying causes of pain is an important step in determining optimal approaches to
prevent, minimize, or manage pain.

Observations at rest and during movement, particularly during activities that may
increase pain (such as dressing changes, exercises, turning and positioning, bathing,
rising from a chair, walking) can help to identify whether the resident is having pain.
Observations during eating or during the provision of oral hygiene may also indicate
dental, mouth and/or facial pain.

Recognizing the presence of pain and identifying those situations where pain may be
anticipated involves the participation of health care professionals and direct care and
ancillary staff who have contact with the resident. Information may be obtained by
talking with the resident, directly examining the resident, and observing the resident’s



behavior.?’ Staffing consistency and the nursing staff’s level of familiarity with the
residents was reported in one study to have a significant effect on the staff member’s
ability to identify and differentiate pain-related behavior from other behavior of
cognitively impaired residents.?’

Nursing assistants may be the first to notice a resident’s symptoms; therefore, it is
important that they are able to recognize a change in the resident and the resident’s
functioning and to report the changes to a nurse for follow-up. Family members or
friends may also recognize and report when the resident experiences pain and may
provide information about the resident’s pain symptoms, pain history and previously
attempted interventions. Other staff, e.g., dietary, activities, therapy, housekeeping, who
have direct contact with the resident may also report changes in resident behavior or
resident complaints of pain.

Assessment

Observing the resident during care, activities, and treatments helps not only to detect
whether pain is present, but also to potentially identify its location and the limitations it
places on the resident. The facility must complete the Resident Assessment Instrument
(RAI) (See 42 CFR 483.20 F272). According to the CMS Long-Term Care Facility
Resident Assessment Instrument User's Manual, Version 3.0, Chapter 1, "Good clinical
practice is an expectation of CMS. As such, it is important to note that completion of the
MDS does not remove a nursing home’s responsibility to document a more detailed
assessment of particular issues relevant for a resident....documentation that contributes
to identification and communication of residents’ problems, needs and strengths, that
monitors their condition on an on-going basis, and that records treatment and response to
treatment is a matter of good clinical practice and is an expectation of trained and
licensed health care professionals.” An assessment or an evaluation of pain based on
clinical standards of practice may necessitate gathering the following information, as
applicable to the resident:

* History of pain and its treatment (including non-pharmacological and
pharmacological treatment);

® Characteristics of pain, such as:
- Intensity of pain (e.g., as measured on a standardized pain scale);
— Descriptors of pain (e.g., burning, stabbing, tingling, aching);
— Pattern of pain (e.g., constant or intermittent);
- Location and radiation of pain;

- Frequency, timing and duration of pain;



* Impact of pain on quality of life (e.g., sleeping, functioning, appetite, and mood);
* Factors such as activities, care, or treatment that precipitate or exacerbate pain;

* Strategies and factors that reduce pain;

* Additional symptoms associated with pain (e.g., nausea, anxiety);

* Physical examination (may include the pain site, the nervous system, mobility and
function, and physical, psychological and cognitive status);

* Current medical conditions and medications; or

® The resident’s goals for pain management and his or her satisfaction with the
current level of pain control.

Management of Pain

Based on the evaluation, the facility, in collaboration with the attending
physician/prescriber, other health care professionals, and the resident and/or his/her
representative, develops, implements, monitors and revises as necessary interventions to
prevent or manage each individual resident’s pain, beginning at admission. These
interventions may be integrated into components of the comprehensive care plan,
addressing conditions or situations that may be associated with pain, or may be included
as a specific pain management need or goal.

The interdisciplinary team and the resident collaborate to arrive at pertinent, realistic and
measurable goals for treatment, such as reducing pain sufficiently to allow the resident to
ambulate comfortably to the d