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Section 1: Introduction 
In this course, Navigating Federal Regulations in Long-Term Care, we will examine 

the federal regulatory framework that governs long-term care facilities and 

explore its practical application to daily operations and leadership responsibilities. 

We begin by reviewing the roles of the Centers for Medicare & Medicaid Services 

(CMS), the Conditions of Participation (CoPs), and the relationship between 

federal requirements and state survey agencies. We then examine key provisions 

of 42 CFR Part 483, including Resident Rights (§483.10), Quality of Life (§483.24), 

Quality of Care (§483.25), behavioral health oversight, and Infection Prevention 

and Control (§483.80). Throughout the course, we will connect these regulations 

to real-world administrative responsibilities, including staffing expectations, 

documentation requirements, and accountability for regulatory compliance. 

Next, we focus on the survey process and federal enforcement. Topics include F-

tags, scope and severity ratings, Immediate Jeopardy (IJ) determinations, Civil 

Monetary Penalties (CMPs), and Denial of Payment for New Admissions (DPNA). 

We also discuss strategies for developing effective Plans of Correction (PoCs), 

conducting root cause analyses, and reducing regulatory risk through proactive 

compliance efforts. 

Finally, we explore practical approaches to maintaining ongoing survey readiness 

by strengthening Quality Assurance and Performance Improvement (QAPI) 

programs, conducting internal mock surveys, and fostering a culture of continuous 

compliance and quality improvement. 

Whether you are new to long-term care administration or looking to refresh your 

knowledge, this course is designed to strengthen your understanding of federal 

regulations and provide practical strategies that support regulatory compliance, 

effective leadership, and high-quality resident care. 
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Section 2: Federal Oversight of Long-Term Care 
Facilities 
As seasoned administrators, we know firsthand that navigating long-term care 

means operating within one of the most strictly scrutinized environments in 

healthcare. Numerous federal mandates, clinical guidelines, and enforcement 

agencies dictate our daily operations to guarantee appropriate, compliant, and 

ethical care for our nation's most vulnerable elderly populations. To successfully 

lead our teams through today's complex regulatory landscape, we must first 

understand the historical evolution and systemic reforms that created our current 

oversight framework. 

The true foundation of our modern reimbursement and regulatory reality dates 

back to July 30, 1965, when President Lyndon B. Johnson signed the landmark 

legislation establishing Medicare and Medicaid. Originally designed as basic health 

insurance for Americans lacking adequate coverage, the programs launched with 

Medicare covering hospital insurance (Part A) and medical insurance (Part B), 

while Medicaid initially focused on providing medical coverage to individuals 

receiving cash assistance (Centers for Medicare & Medicaid Services, 2023). 

Following the establishment of these programs in 1965, the federal government 

was tasked with developing a novel regulatory framework specifically tailored to 

long-term care facilities, as no existing healthcare models were directly applicable. 

While acute care hospitals could align their operations with the established 

standards of the Joint Commission on Accreditation of Hospitals, the unique 

nature of nursing homes necessitated the creation of an entirely new regulatory 

structure (Morford, 1988). Initial oversight focused primarily on two areas: 

environmental safety and the baseline adequacy of treatments and services. 

Environmental and safety standards, which governed fire safety, sanitation, and 

the prevention of resident abuse, offered objective metrics for codification and 
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enforcement; historical data indicates that implementing these standardized rules 

led to measurable improvements in facility conditions nationwide (Morford, 

1988). Conversely, regulating actual clinical quality proved significantly more 

complex, as positive healthcare outcomes cannot be achieved solely through 

legislative mandates. Consequently, regulatory bodies established structural and 

process measures, such as staff qualification requirements and formalized 

operational policies, to serve as objective proxies for quality outcomes given the 

administrative and technological constraints of the period (Morford, 1988). 

Over the subsequent decades, both federal programs expanded significantly in 

scope, eligibility, and regulatory complexity. Medicare grew to cover individuals 

with disabilities, those with end-stage renal disease, and older adults who elected 

coverage, following congressional changes in 1972. Decades later, the Medicare 

Prescription Drug Improvement and Modernization Act of 2003 brought the most 

substantial changes to the program in nearly four decades, introducing Medicare 

Advantage Plans (Part C) and adding the optional prescription drug benefit under 

Part D, which took effect in 2006 (Centers for Medicare & Medicaid Services, 

2023). Medicaid similarly broadened its reach over time, evolving to serve low-

income families, pregnant women, individuals with disabilities, and those 

requiring long-term care, with individual states given flexibility to tailor their 

programs to meet the specific needs of their populations (Centers for Medicare & 

Medicaid Services, 2023). Additional milestones further shaped this landscape; 

the Children's Health Insurance Program (CHIP), created in 1997, extended 

coverage to nearly 11 million uninsured children, while the Affordable Care Act of 

2010 introduced the Health Insurance Marketplace and improved coordination 

between Medicare and Medicaid to better serve dually enrolled individuals 

(Centers for Medicare & Medicaid Services, 2023). Together, these programs have 

fundamentally shaped American healthcare over the past six decades, serving as 
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cornerstones of coverage, quality, and innovation for vulnerable populations 

nationwide. 

Throughout the 1970s and into the early 1980s, federal long-term care regulations 

remained structurally unchanged, and enforcement mechanisms primarily utilized 

standard plans of correction rather than punitive sanctions. Administrative 

termination from Medicare or Medicaid participation was infrequently executed, 

indicating an initial regulatory framework focused on provider inclusion and 

incremental remediation rather than strict accountability (Morford, 1988). 

Although heightened congressional scrutiny and contemporary research led to 

new regulatory proposals in 1980 and 1982, conflicting priorities among consumer 

advocates, industry stakeholders, and state regulatory agencies prevented 

legislative consensus. The outcome of these initiatives indicated that standard 

administrative rulemaking processes were insufficient for the federal government 

to successfully reregulate the long-term care industry (Morford, 1988). 

This operational stalemate persisted despite decades of documented reports 

concerning resident mistreatment, including physical abuse, neglect, psychological 

harm, and the theft of personal property. Institutionalized residents represented 

an exceptionally vulnerable population due to a high prevalence of chronic 

diseases, cognitive impairments, and physical limitations that required total 

dependence on facility staff for basic needs such as nutrition, medication, and 

personal care (Hawes, 2003). Historical data demonstrated that this profound 

dependency created significant systemic risk, placing individuals in residential 

long-term care settings at a substantially higher risk for abuse and neglect than 

older adults residing at home (Hawes, 2003). Furthermore, many residents lacked 

the physical or cognitive capacity to report misconduct, while others withheld 

complaints out of fear of retaliation or diminished care quality, leaving much of 

this mistreatment unaddressed (Hawes, 2003). 
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By the mid-1980s, empirical evidence substantiated the scope of these systemic 

issues across multiple standardized studies: 

• Staff Surveys: A 1987 survey of 577 nursing home staff members across 31 

facilities revealed that over one-third witnessed physical abuse—including 

excessive restraint usage, hitting, pushing, and throwing objects—within 

the preceding year. Additionally, 81% witnessed psychological abuse, such 

as verbal insults or threats, and 40% admitted to participating in these 

behaviors themselves (Hawes, 2003). 

• CNA Focus Groups: Subsequent focus group data indicated that 58% of 

certified nursing assistants witnessed staff members shouting at residents in 

anger, and 21% observed residents being pushed, grabbed, or pinched 

(Hawes, 2003). 

• Resident Interviews: Direct interviews showed high rates of reported 

mistreatment; in a Georgia-based study, 44% of residents reported personal 

abuse, 48% experienced rough handling, and 38% witnessed the abuse of 

other residents (Hawes, 2003). 

• Family Reports: Family members frequently documented finding relatives 

with unexplained bruising, abrasions, or untreated fractures that had gone 

unreported to physicians or responsible parties for multiple days (Hawes, 

2003). 

Ultimately, this regulatory stalemate and the documented crises in care produced 

two significant developments that altered our profession forever. First, the federal 

government introduced a new outcome-oriented survey process that shifted 

inspectors away from simply reviewing paper policies and procedures toward 

directly observing residents and evaluating care outcomes, formalizing best 

practices and ensuring greater uniformity across inspections (Morford, 1988). 
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Second, the Institute of Medicine conducted a landmark 1986 study that 

established expert consensus on critical areas including patient rights, quality of 

care, and quality of life. Providing, for the first time, an agreed-upon foundation 

for new federal regulation (Morford, 1988). 

These two developments directly informed the passage of the Omnibus Budget 

Reconciliation Act (OBRA) of 1987, described as the most sweeping set of 

legislative changes to nursing home regulation since the establishment of 

Medicare and Medicaid (Hawes, n.d.). This landmark legislation developed the 

integrated system of state and federal oversight we operate under today, resulting 

in long-term care facilities becoming the highest and most regulated health care 

system in the US (Colón-Emeric et al., 2010). 

OBRA '87 formally established residents' rights to be free from verbal, physical, 

sexual, and mental abuse; limited the inappropriate use of physical restraints and 

psychotropic medications; and required facilities to develop and implement 

written policies explicitly prohibiting mistreatment (Hawes, n.d.). It also barred 

facilities from employing individuals with prior court findings or registry notations 

of abuse or neglect, directly addressing one of the key pathways through which 

known abusers gained continued access to vulnerable residents (Hawes, n.d.). 

Beyond expanding patient rights and staffing requirements, the legislation 

introduced a fundamentally new enforcement philosophy, granting the federal 

government authority it had never previously held, including the ability to impose 

civil monetary penalties of up to $10,000 per day of noncompliance and to 

appoint temporary management at facilities found to be deficient (Morford, 

1988). The historical record made evident that without strong federal oversight 

and enforceable standards, the most vulnerable members of society remained at 

serious and ongoing risk of harm within the very institutions designed to care for 

them. 

8



Historically, the long-term care sector was a tough world for our elderly. Before 

rigorous federal intervention, the barriers to entry were low—virtually anyone 

could open a nursing home, and anyone could work in one. Without a proper 

regulatory framework to ensure consistent oversight, senior citizens were 

frequently subjected to physical and chemical restraints, abuse, neglect, and 

psychological harm. 

Training expectations for staff simply did not exist. As a result, many facilities 

lacked basic institutional cleanliness, routinely smelling of urine and feces. These 

environments bore no resemblance to the dignified, home-like settings that we, as 

modern administrators, put our licenses on the line to protect on a daily basis. 

This stark contrast is exactly why your administrator's license is so vital, and why 

your role is so demanding. You are the ultimate protector guarding your residents 

and ensuring their safety. As we move forward into Section Two, we will examine 

the contemporary mechanisms designed to prevent these past failures, focusing 

on Medicare vs. Medicaid regulatory requirements, the Conditions of Participation 

(CoPs), the critical relationship between federal regulations and state survey 

agencies, and your specific accountability as an administrator under federal law. 

Medicare and Medicaid Regulatory Requirements 

If you are a licensed administrator, you already understand the foundational 

requirements of Medicare and Medicaid. However, it is easy for the finer 

regulatory nuances to get lost in the shuffle of everyday crisis management. In this 

module, we will briefly review both programs and break down the critical 

operational differences between them. 

As a reminder, because Medicaid is administered at the state level, policies and 

reimbursement rules can vary significantly depending on your jurisdiction. 

Furthermore, the rise of managed care plans, operated by private insurance 

9



companies contracted through state and federal governments, means you and 

your team must navigate a complex web of distinct authorization processes, 

benefit structures, and coverage criteria. Staying knowledgeable and knowing how 

to efficiently research these varying plan requirements is a core responsibility for 

the modern long-term care team. 

Understanding Medicare 

Please note: All of the following operational and eligibility information is sourced 

directly from the official Social Security Administration website (Social Security 

Administration, 2026). 

Medicare functions as a federal health insurance program primarily established 

for individuals aged 65 or older. However, the program also extends critical 

eligibility to younger individuals under the age of 65 who have specific disabilities, 

permanent kidney failure (End-Stage Renal Disease), or Amyotrophic Lateral 

Sclerosis, which is also widely known as Lou Gehrig’s disease. While Medicare 

provides vital financial support for healthcare costs, long-term care administrators 

must recognize that it does not cover all medical expenses, nor does it pay for the 

cost of most long-term custodial care. 

Beneficiaries navigate their coverage through two distinct pathways. They can opt 

for Original Medicare, which is a fee-for-service program encompassing Part A 

hospital insurance and Part B medical insurance. Under this traditional model, 

beneficiaries frequently purchase a private Medicare Supplement Insurance 

policy, commonly referred to as Medigap, to offset out-of-pocket costs such as 

copayments, coinsurance, and deductibles. Alternatively, beneficiaries can enroll 

in a Medicare Advantage Plan, formerly known as Part C. These are Medicare-

approved plans managed by private insurance companies that bundle Part A, Part 

B, and typically Part D prescription drug coverage into a single, comprehensive 

plan. 
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To maintain strict regulatory compliance and accurate billing, an administrator 

must grasp how the four components of Medicare dictate facility reimbursement. 

Part A helps cover inpatient hospital stays, care in religious non-medical 

healthcare institutions, limited home health services, hospice care, and inpatient 

care within a skilled nursing facility, though it explicitly excludes custodial or long-

term placement. Part B functions as medical insurance, covering medically 

necessary physician services, outpatient care, durable medical equipment, mental 

health services, home health services, and limited outpatient prescription drugs 

alongside various preventative services. Part C represents the private, bundled 

Medicare Advantage options which frequently incorporate extra benefits like 

vision, hearing, and dental. Finally, Part D operates as an optional prescription 

drug benefit managed by private insurance carriers adhering to federal guidelines. 

From an admissions and case management perspective, understanding the precise 

federal benchmarks for individuals qualifying for Medicare prior to age 65 is 

crucial. A citizen is eligible for premium-free Medicare Part A before age 65 if they 

have been entitled to Social Security Disability Insurance (SSDI) benefits for at 

least 24 months, or if they receive a disability pension from the Railroad 

Retirement Board and meet specific statutory conditions. Individuals disabled by 

Lou Gehrig’s disease bypass the standard waiting period and qualify immediately 

upon receiving SSDI benefits. Early entitlement is also granted to individuals who 

worked long enough in a government position where they paid Medicare taxes, 

provided they meet SSDI requirements for 24 months. Furthermore, this 

protection extends to children or surviving spouses aged 50 or older—including 

qualified divorced surviving spouses—of workers who accumulated sufficient 

credits under Social Security or a Medicare-covered government position. Lastly, 

individuals experiencing permanent kidney failure qualify if they require 

maintenance dialysis or a kidney transplant, provided that they, their spouse, or 
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their parent met the necessary work-history baselines under the Social Security, 

Railroad Retirement, or Medicare-covered government systems. 

While the Centers for Medicare & Medicaid Services maintains operational 

oversight of the Medicare program, the Social Security Administration processes 

all applications for initial enrollment under Original Medicare. Consequently, 

beneficiaries must notify the Social Security Administration promptly regarding 

address updates, name changes, or deaths. For administrators and facility teams 

navigating daily operations, staying updated on shifting benefits and verifying 

coverage is essential to avoid billing errors. Staff can research changing plan 

details by visiting Medicare.gov or downloading the official annual publication, 

Medicare & You (Publication No. CMS-10050). For direct inquiries and real-time 

coverage verifications, facility teams can contact the toll-free Medicare line at 

1-800-MEDICARE (1-800-633-4227), while TTY users can utilize 1-877-486-2048. 

Understanding Medicaid 

Please note: All of the following operational and eligibility information is sourced 

directly from official federal guidelines managed by the Centers for Medicare & 

Medicaid Services (Medicare.gov, 2024). 

Medicaid functions as a joint federal and state program designed to assist with the 

medical costs of specific low-income populations, including families, children, 

pregnant women, the elderly, and individuals with disabilities, alongside other 

qualifying adults (Medicare.gov, 2024). For long-term care administrators, 

Medicaid is a critical pillar of facility operations, as it offers essential benefits not 

typically covered by Medicare, such as long-term nursing home care and personal 

care services (Medicare.gov, 2024). Because the program is jointly funded, the 

specific rules governing eligibility, income thresholds, and asset limits vary 

significantly from state to state (Medicare.gov, 2024). Furthermore, a major 

structural shift is taking effect on January 1, 2027, though implemented earlier in 
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certain jurisdictions, requiring certain adults to complete at least 80 hours per 

month of work or other approved activities to qualify for and maintain their 

Medicaid coverage; notably, this work mandate does not apply to individuals who 

are concurrently enrolled in Medicare (Medicare.gov, 2024). 

To secure proper coverage for residents, administrative and admissions teams 

must evaluate how an applicant fits into their specific state's income and 

residency criteria. Generally, an individual must meet state-defined caps on both 

income and resources (Medicare.gov, 2024). However, for individuals whose 

resources align with state limits but whose income technically exceeds the 

qualifying threshold, many states provide a "spend down" pathway (Medicare.gov, 

2024). This process allows applicants to subtract non-covered medical expenses 

and healthcare cost-sharing liabilities, such as Medicare premiums and 

deductibles, from their countable income until it is reduced to a level that meets 

state Medicaid eligibility requirements (Medicare.gov, 2024). 

For residents who are dually eligible for both Medicare and full-benefit Medicaid, 

the state program provides substantial financial support that directly impacts 

facility billing and case management. Under full-benefit Medicaid, the state 

automatically covers the individual's monthly Medicare Part B premiums 

(Medicare.gov, 2024). Depending on the specific level of Medicaid assistance the 

resident qualifies for, the state may also pay for their share of core Medicare costs, 

including deductibles, coinsurance, and copayments, as well as Medicare Part A 

premiums if the resident is otherwise required to pay a premium for hospital 

insurance (Medicare.gov, 2024). Additionally, dual eligibility automatically 

qualifies the resident for the federal "Extra Help" program to cover prescription 

drug costs, and Medicaid may further reimburse for secondary drugs and 

specialized services that fall outside of standard Medicare coverage 

(Medicare.gov, 2024). 
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Because Medicaid rules are highly state-specific and subject to ongoing updates, 

such as the rollouts of the 2027 work requirements, administrators need to 

establish proactive strategies to keep their business office and social services 

teams informed. Managing these nuances requires regular consultation with your 

local State Medical Assistance (Medicaid) office, which serves as the primary 

authority on resource limits, spend-down logs, and local application criteria 

(Medicare.gov, 2024). For detailed inquiries, policy updates, or direct access to 

specific state-by-state programs and enrollment links, administrators should 

consult the central Medicaid State Directory or utilize the core directory tools 

available at Medicare.gov (Medicare.gov, 2024). 

Navigating these state-level nuances and staying ahead of shifting federal 

mandates is far from an academic exercise; it is a core operational necessity. 

Because Medicaid rules directly dictate how and when our facilities get 

reimbursed, any gap in tracking eligibility or handling applications can severely 

impact a facility's cash flow. When we look at the raw numbers across our 

industry, the absolute necessity of maintaining a rock-solid, proactive Medicaid 

management strategy becomes jarringly clear. 

When we look at our daily census, it is clear that Medicaid serves as the primary 

financial foundation of our operations. Across the country, approximately 1.3 

million individuals reside in nursing homes on any given day, and nearly two out of 

every three—roughly 63 percent—rely on Medicaid to fund their daily care 

(American Health Care Association, 2025). This operational reliance extends 

across the entire continuum of long-term care, supporting approximately 18 

percent of assisted living residents and virtually all 55,000 individuals with 

disabilities living in intermediate care facilities (ICFs) (American Health Care 

Association, 2025). 
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As administrators, we navigate this reality daily because Medicaid covers long-

term services and supports (LTSS)—the vital, hands-on assistance with bathing, 

dressing, and ambulation—that Medicare and commercial insurance standardly 

exclude from their coverage models (American Health Care Association, 2025). 

Ultimately, consistent Medicaid reimbursement is what allows the vast majority of 

our facilities to remain operationally viable and continue supporting the 

vulnerable populations we serve. With seniors and individuals with disabilities 

making up one in five Medicaid enrollees nationwide, the program remains the 

cornerstone of long-term care financing, meaning that any shift in state or federal 

funding directly impacts our organizational stability and the residents in our care 

(American Health Care Association, 2025). 

Quick Comparison: Medicare vs. Medicaid 

For quick reference, please utilize the table below to compare the structural, 

eligibility, and coverage differences between the Medicare and Medicaid 

programs: 

Medicare Medicaid

Who runs it Federal program; managed by 
CMS; SSA handles enrollment

Joint federal & state program; each 
state administers its own

Who qualifies Age 65+; under 65 with certain 
disabilities, ESRD, or ALS

Low-income individuals, families, 
pregnant women, people with 
disabilities, elderly needing long-term 
care

Based on Age or disability status, not income Income and asset limits — means-
tested

Coverage parts Part A (hospital), Part B (medical), 
Part C (Medicare Advantage), Part 
D (prescriptions)

Varies by state; typically includes 
hospital, physician, long-term care, 
personal care services

Long-term care Does NOT cover most custodial/
long-term care

Covers long-term nursing home and 
personal care services

Costs to enrollee Premiums, deductibles, copays; 
Medigap plans available to offset 
costs

Little to no cost for most enrollees; 
state determines cost-sharing
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Conditions of Participation (CoPs) 

When we talk about the rules that govern our daily operations, we are ultimately 

talking about the Conditions of Participation (CoPs). As the federal government 

reevaluated its healthcare priorities and enacted the landmark Omnibus Budget 

Reconciliation Act of 1987 (OBRA '87), it established these overarching conditions 

as the baseline standard for any facility wishing to receive federal funding. The 

consolidated Medicare and Medicaid requirements for Long-Term Care (LTC) 

facilities, codified under 42 CFR Part 483, Subpart B, were first published in the 

Federal Register on February 2, 1989 (Nursing Homes, 2016). 

While those 1989 regulations laid the groundwork, the requirements underwent a 

massive, comprehensive revision to reflect modern advancements in clinical 

practice, service delivery, and patient safety theory. This overhauled final rule 

became effective on November 28, 2016, bringing a heightened focus on person-

centered care, competency-based staffing, and robust infection control protocols 

(Nursing Homes, 2016). For our purposes as administrators, these are the strict, 

federally mandated benchmarks we refer to simply as "the regulations," standards 

we follow meticulously because they are designed to safeguard our residents' 

health, safety, well-being, and overall quality of life. 

Operationally, compliance with the CoPs is continuously measured through a 

rigorous state survey process that encompasses our standard unannounced 

annual health surveys, specialized complaint investigations, emergency 

preparedness audits, and Life Safety Code (LSC) inspections. To maintain 

certification and secure ongoing federal reimbursement, our facilities must 

Rules vary by state No, uniform national rules Yes, eligibility, benefits, and 
reimbursement vary significantly by 
state
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navigate a highly structured validation framework built around three mandatory 

inspections: a Standard Health Survey, an LSC Survey, and an Emergency 

Preparedness Survey (Nursing Homes, 2025). As most of us know from firsthand 

experience, these surveys are entirely unannounced and typically executed over 

consecutive workdays. However, the state holds the authority to enter our 

buildings at any time, 24 hours a day, seven days a week, including weekends and 

holidays. When an inspection begins outside of traditional business hours (8:00 

a.m. to 6:00 p.m.) or on a weekend, the survey team adjusts their entrance 

conference and initial tour out of respect for resident routines, such as sleeping or 

religious services, and in recognition of our modified off-shift staffing levels 

(Nursing Homes, 2025). 

Failing to meet these terms and conditions results in cited deficiencies assigned 

across a matrix of varying scope and severity. Depending on the level of non-

compliance identified, federal and state enforcement remedies can range from 

civil monetary penalties (CMPs) and directed plans of correction to mandatory in-

service training requirements. In the most severe cases, non-compliance can lead 

to the termination of a facility's provider agreement, completely stripping its 

ability to bill for and serve Medicare and Medicaid recipients. We will examine the 

specific scope and severity matrix alongside its corresponding enforcement 

penalties in greater detail in a later section. 

Ultimately, the state agency is responsible for recommending enforcement actions 

to either the State Medicaid agency or the appropriate CMS Regional Office based 

on survey outcomes. Consistently poor inspection records can result in placement 

on CMS's publicly archived Special Focus Facility (SFF) list, which subjects a facility 

to intensified regulatory scrutiny, more frequent unannounced surveys, and 

heightened public accountability (Nursing Homes, 2025). Designation as an SFF 

carries significant reputational and operational consequences, making sustained, 
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proactive compliance not simply a regulatory obligation, but a fundamental 

business imperative. 

In summary, the Conditions of Participation represent far more than a checklist of 

federal requirements; they form the foundational framework within which every 

aspect of our operations must function. From their origins in OBRA '87 to the 

sweeping 2016 reforms, the CoPs have continuously evolved to reflect our 

profession's growing understanding of what safe, dignified, and person-centered 

long-term care truly requires. As administrators, internalizing this framework is 

not optional. The survey process, enforcement matrix, and oversight mechanisms 

that flow from the CoPs are the mechanisms by which regulators hold us 

accountable to our residents, their families, and the public. A facility that treats 

compliance as a baseline rather than a ceiling will not only avoid the 

consequences of deficiency citations and SFF designation, but will consistently 

deliver the standard of care our residents deserve. 

Federal Regulations versus State Regulations 

As we have established in our review of the Omnibus Budget Reconciliation Act of 

1987 (OBRA ’87), compliance is not optional if a facility intends to secure and 

maintain Medicare and Medicaid funding. However, from an operational and risk-

management perspective, it is critical to understand that the federal Conditions of 

Participation (CoPs) under 42 CFR Part 483 represent only the baseline. In our 

roles as administrators, we must manage a complex, dual-layered regulatory 

system where federal guidelines establish the absolute minimum standard, while 

state-specific laws frequently layer on top with significantly higher levels of 

oversight and rigor. 

This regulatory divergence becomes particularly apparent when looking at the 

operational approval, licensing, and certification processes across the continuum 

18



of care. While skilled nursing facilities (SNFs) and nursing facilities (NFs) are bound 

to the federal framework for reimbursement, the structural oversight for assisted 

living communities, residential memory care, and independent living complexes is 

less federally regulated and left more to the individual state jurisdictions. For 

instance, what requires a comprehensive clinical license in one state might only 

require a general business registration in another. To navigate these local 

variations, our administrative and compliance teams must maintain a direct 

relationship with the state’s local department of health or dedicated regulatory 

agency, which serves as the ultimate authority on localized statutory mandates. 

Furthermore, this state-by-state variance directly impacts workforce development 

and professional credentials, including our own. The specific education thresholds, 

continuing education units (CEUs), Administrator-in-Training (AIT) hours, and 

examination requirements necessary to obtain and maintain a Nursing Home 

Administrator (NHA) or Assisted Living Director (ALD) license vary considerably 

across state lines. This operational variance trickles down to every single level of 

our organizational chart. The scope of practice, certification processes, and 

mandatory training hours for specialized feeding assistants, certified nursing 

assistants (CNAs), licensed practical/vocational nurses (LPNs/LVNs), registered 

nurses (RNs), and licensed social workers are uniquely defined by individual state 

boards and health departments. 

Because this master curriculum analyzes the long-term care landscape primarily 

from a federal perspective, it is imperative that you actively cross-reference these 

concepts with your specific state’s administrative code. When executing daily 

operations or auditing clinical charts, you will inevitably encounter areas where 

federal mandates and state laws overlap or conflict. In these scenarios, the golden 

rule of healthcare administration applies: you must always implement and adhere 

to the more stringent, rigorous, or specific regulation. Whether managing a 

question regarding direct-care staffing ratios, clinical documentation windows, or 
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physical plant specifications, if your state law sets a higher bar than the federal 

minimum, the state standard becomes your definitive operational benchmark. 

Administrator Accountability Under the Law 

Under the federal Conditions of Participation (CoPs), a facility’s governing body is 

legally mandated to appoint a competent, licensed nursing home administrator to 

oversee daily operations. This requirement carries profound professional and legal 

implications. Your administrator’s license binds you to a strict ethical and statutory 

code, requiring you to remain current on regulatory updates, maintain rigorous 

continuing education, and manage the facility in a manner that guarantees the 

health, safety, and well-being of a highly vulnerable, dependent population. 

Critically, an administrator is not shielded by the corporate structure; you can be 

held personally and professionally disciplined by state licensing boards and federal 

oversight bodies for failing to execute your regulatory duties. The federal code 

explicitly outlines our structural accountability, core reporting mandates, and non-

delegable responsibilities under 42 CFR Part 483: 

• According to the regulations, the administrator of a skilled nursing facility 

(SNF) or nursing facility (NF) is directly responsible for the management of 

the building and reports to—and is held accountable by—the facility's 

overarching governing body. The governing body itself bears the ultimate 

legal responsibility for establishing and implementing operational policies, 

appointing the licensed administrator, and maintaining full accountability 

for the facility's Quality Assurance and Performance Improvement (QAPI) 

program. 

• Administrators shoulder immediate, non-delegable reporting mandates. 

Consistent with § 483.12(c)(1), you are legally required to ensure the 

immediate reporting of all alleged violations involving neglect, abuse, 
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injuries of unknown source, or the misappropriation of resident property by 

anyone furnishing services on behalf of the provider. These must be 

reported directly to the administrator and filed in strict accordance with 

state-specific laws. 

• When conducting the mandatory facility assessment, the regulations dictate 

that the administrator must actively collaborate with a defined leadership 

and care team. This process requires the active involvement of facility 

leadership—including a member of the governing body, the medical 

director, the administrator, and the director of nursing (DON)—alongside 

direct care staff such as registered nurses (RNs), licensed practical or 

vocational nurses (LPNs/LVNs), and nurse aides (NAs). Furthermore, the 

facility must actively solicit and factor in input from the residents, their legal 

representatives, and family members. 

• The administrator plays an explicit, mandated role on the facility’s Quality 

Assessment and Assurance committee. At a minimum, this committee must 

consist of the director of nursing services, the medical director (or an 

official designee), the infection preventionist, and at least three other staff 

members—one of whom must be the administrator, owner, a board 

member, or an individual serving in a designated corporate leadership 

capacity. 

• In the critical event of a facility closure, the legal burden of notification falls 

squarely on the individual holding the administrator's license. The 

administrator must submit a formal, written notification of an impending 

closure to the State Survey Agency, the State Long-Term Care Ombudsman, 

the residents, and their legal representatives or responsible parties. This 

written notice must be delivered at least 60 days before the scheduled date 

of closure, or, if the Secretary of HHS or the state terminates the facility’s 
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Medicare/Medicaid participation, no later than the specific date dictated by 

the Secretary. 

In tandem with these federal mandates, an administrator's accountability is 

fundamentally anchored by state-level licensure requirements. According to 

professional standards outlined by the American College of Health Care 

Administrators (ACHCA), an administrator must be officially licensed by their 

respective state to oversee any facility providing Medicare and Medicaid services, 

a process heavily standardized by the National Association of Long-Term Care 

Administrator Boards (NAB). Navigating this licensure pathway requires candidates 

to pass the computer-based national NAB exam, alongside separate state-specific 

jurisdiction exams determined by local licensing boards. While exact criteria vary 

by state, the baseline for entry into the profession commonly demands a 

baccalaureate degree and the rigorous completion of an Administrator-in-Training 

(AIT) program, which typically spans six months or 1,000 hours of hands-on 

operational experience. Once licensed, an administrator's ongoing accountability 

is maintained through mandatory annual re-licensure protocols, requiring the 

acquisition of 20 to 50 continuing education credits each year to ensure 

leadership remains current on evolving industry standards and clinical regulations 

(American College of Health Care Administrators, n.d.). 

Key Takeaways 

• Federal regulations and the Conditions of Participation (CoPs) under 42 CFR 

Part 483 establish the absolute baseline for long-term care operations; 

however, administrators must always identify, implement, and adhere to 

the more stringent or specific regulation whenever state-level mandates 

exceed federal minimums. 
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• While Medicare handles acute, short-term skilled nursing rehabilitation, 

Medicaid represents the primary economic baseline for the residential long-

term care industry, funding the continuous daily care of approximately 63% 

of all nursing home residents nationwide (American Health Care 

Association, 2025). 

• Compliance with the CoPs is verified through rigorous, entirely 

unannounced state-level surveys and inspections, which can legally occur 

24 hours a day, 7 days a week, and necessitate continuous, off-shift staff 

readiness (Nursing Homes, 2025). 

• Under federal law, the licensed administrator is directly accountable to the 

facility's governing body and shoulders non-delegable legal liabilities, 

including immediate incident reporting for all alleged abuse or neglect, 

active leadership in the annual Facility Assessment, and mandatory 60-day 

notifications prior to any planned facility closure. 

Section 3: Understanding 42 CFR Part 483 from the 
Administrator’s Perspective  
Building upon the historical foundations and structural accountability covered in 

Section 2, this next module shifts our focus from high-level oversight to direct 

facility execution. Welcome to Section 3. Let's look at a quick heads-up: this is 

going to be the heaviest, most comprehensive section of the entire course. As 

seasoned administrators, we know that the "nitty-gritty" details are where facility 

operations succeed or fail, so this module will take a thorough and sometimes 

verbatim look at the exact federal regulations that govern daily management. 

In this section, the course will dive deep into the core regulatory subparts that 

directly impact our professional licenses and our buildings every single day: 
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Resident Rights, Quality of Life, Quality of Care, Behavioral Health and 

Psychotropic Medication Oversight, and Infection Prevention and Control, among 

others. 

Now, a quick reality check for all of us: as extensive as this section is, it still cannot 

cover every single regulation we are expected to know and uphold to run a 

compliant building. Administrators must make sure you are actively utilizing 

additional resources to review and keep teams sharp. Please note for Section 3, 

the course will be pulling these regulations straight from the source: Title 42 of 

the Code of Federal Regulations (CFR) Part 483, as well as the State Operations 

Manual (SOM) Appendix PP, which is the exact "Guidance to Surveyors" the state 

teams carry into our buildings. As administrators are well aware, Appendix PP is 

an exceptionally robust document spanning more than 900 pages.  Because 

navigating a volume of that size can be daunting, both primary sources have been 

hyperlinked right here for quick reference, allowing us to easily look up a specific 

tag in-depth or review any niche regulations not immediately covered in these 

chapters. 

Before Section 3 breaks down individual tags, it is worth taking a moment to look 

at the structural design of 42 CFR Part 483. Understanding how this regulatory 

framework is organized makes navigating it during a crisis much more 

manageable. 

CMS organizes Part 483 into distinct, topic-specific subparts. For our daily 

operations as administrators, the vast majority of our focus lands squarely on 

Subpart B, which specifically details the requirements for Long-Term Care 

facilities. 

To make this massive document scannable and enforceable, the federal 

government breaks Subpart B down into specific sections (such as § 483.10 for 

Resident Rights or § 483.25 for Quality of Care). When the state survey team 
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walks through our doors, they utilize these exact sections to evaluate our 

operations, translating them into the standardized F-Tags we see on our survey 

2567 forms. 

By understanding this hierarchy, moving from the broad subpart down to the 

specific regulatory section, we can more effectively audit our systems, train our 

department heads, and maintain a continuous state of survey readiness. 

Quick Tips: Keyboard Shortcuts for Survey Readiness 

Dealing with such massive, robust documents can be overwhelming, so leveraging 

a few tech tips can help administrators stay digitally savvy and deploy quicker 

navigation skills in a pinch. When a specific compliance question arises, or 

surveyors are actively down the hall, maintaining a continuous state of survey 

readiness means knowing how to find answers instantly without wasting critical 

time scrolling. 

Rapid Keyword Search 

• Control + F (Command + F on Mac) 

• Open any webpage, saved document (whether Word or PDF), hyperlinked 

digital regulations, or Appendix PP PDF and use this shortcut to instantly 

keyword-search terms like "restraints," "medication errors," or "involuntary 

discharge." Control F will take you to every matching word,d and you can 

flip through each part of a document that uses the specific word you 

searched. This allows facility leadership to pinpoint the exact federal 

language and surveyor intent in a high-pressure hurry. 

Recovering Accidentally Closed Tabs 

• Control + Shift + T (Command + Shift + T on Mac)  

25



• This command instantly reopens the last browser tab that was closed. If an 

immediate floor crisis causes an accidental click that closes the exact 42 CFR 

page being analyzed, this shortcut brings it right back, preserving the exact 

scroll position so no progress is lost. Really, it will open any tab you 

accidentally close at any point of your work day, with or without State being 

present for an inspection. 

Adjusting Text Readability 

• Control + Plus (+) or Control + Minus (-) 

• This zooms the browser or PDF view in or out. Long-term care regulation 

text is notoriously small and dense; quickly zooming in reduces eye strain 

during late-night compliance reviews or intensive chart audits, while 

Control + 0 instantly resets the zoom back to the default 100%. 

It is worth noting that these keyboard commands are universal computing 

shortcuts, meaning they function seamlessly across almost any web browser, PDF 

viewer, or digital operating system we use. Mastering these simple tech tools not 

only shaves off critical minutes during a high-stakes survey window but also serves 

as a permanent boost to our day-to-day administrative efficiency across all 

software platforms. 

Resident Rights (§483.10) 

As administrators, we know that federal regulations strictly mandate how and 

where Resident Rights are displayed. The law requires us to prominently post 

these rights throughout our facilities in a language our residents actually 

understand, using a font large enough to be easily readable. We also need to be 

mindful of placement height, ensuring that text is positioned so that residents in 

wheelchairs have an unobstructed line of sight. If you are printing these materials 
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for physical display in your facility, make sure you use a poster-sized format or a 

large enough print size to maintain clear legibility in high-traffic public areas. 

Many states provide a mandatory template for this posting, or have created a 

suggested template readily available. However, if your state does not have a 

mandatory or suggested option, or you would like an additional printable version 

to hand out when a new resident joins your community, you can utilize the 

printable PDF options provided by The National Consumer Voice for Quality Long-

Term Care. This is an excellent resource that offers the text translated into 12 

different languages, as well as a Braille format. To review the exact legal language 

of the regulation for your compliance records, you can access §483.10 by clicking 

here. 

Please note that the simplified breakdown we are using below is intended strictly 

as a quick, high-level overview for our discussion today. It is meant to highlight 

core concepts and should never serve as a substitute for a thorough reading and 

complete understanding of the official state and federal regulations. 

Right to a Dignified Existence 

• Respect: To be treated with courtesy, respect, and consideration as an 

individual. 

• Safety: To live free from any form of abuse, neglect, exploitation, or theft. 

• No Unnecessary Restraints: To be free from physical restraints or chemical 

drugs used as restraints. 

• Well-being: To have your overall quality of life maintained or enhanced. 

• Freedom from Retaliation: To use your rights without facing penalties, 

discrimination, or pressure. 
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• Comfortable Environment: To live in a homelike setting and use your own 

personal items when possible. 

• Fair Treatment: To receive equal access to high-quality care and have your 

belongings kept secure. 

Right to Self-Determination 

• Personal Choice: To choose your own daily schedule, activities, healthcare 

options, and doctors. 

• Accommodation: To have the facility reasonably adapt to your personal 

needs and habits. 

• Care Planning: To help design your own personalized care plan, 

incorporating your cultural and personal preferences. 

• Representation: To choose a trusted person to act and make decisions on 

your behalf. 

• Group Participation: To form and take part in resident and family advocacy 

groups. 

• Medical Decisions: To request, refuse, or stop any medical treatment. 

Right to be Fully Informed 

• Medical Details: To know the risks, benefits, and types of care being 

proposed for you. 

• Status Updates: To be told promptly about any changes to your health or 

care plan. 

• Facility Rules: To receive written rules and a copy of your rights in a 

language and format you easily understand. 
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• Advocacy Contacts: To get direct contact info for the state survey agency 

and the long-term care ombudsman. 

• Inspection Reports: To review official state inspection findings and the 

home's plans to fix any issues. 

• Room Changes: To receive advance written notice before your room or 

roommate is changed. 

Right to Raise Grievances 

• Speak Up: To voice complaints without fear of punishment or unfair 

treatment. 

• Quick Resolution: To have the home actively fix problems and give you a 

written response if you ask for it. 

• External Help: To file complaints directly with the state survey agency or the 

ombudsman program. 

Right of Access 

• Community Connection: To interact with people and participate in activities 

both inside and outside the building. 

• Visitors: To see guests of your choosing at any time, or to deny visitors if you 

prefer. 

• Records: To view and access your personal and medical files. 

• Official Visitors: To meet with your doctor, state inspectors, or ombudsman 

representatives. 

• Assistance: To receive help communicating if you have vision, hearing, or 

speech impairments. 
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Rights Regarding Financial Affairs 

• Money Management: To manage your own finances or choose who does it 

for you. 

• Clear Pricing: To get a clear list of available services and what they cost. 

• Protected Funds: To have the facility hold your personal money (over $100, 

or over $50 for Medicaid recipients) in a safe, interest-earning account with 

regular statements. 

• No Double Charging: To never be billed for services already paid for by 

Medicare or Medicaid. 

Right to Privacy 

• Confidentiality: To keep your personal, medical, and financial details private. 

• Private Communication: To talk, write, or meet with anyone you choose in 

total privacy. 

• Privacy During Care: To have privacy during medical treatments and while 

taking care of personal needs. 

Rights During Discharge/Transfer 

• Appeals: To challenge a forced move or discharge, and remain at the facility 

while your appeal is being reviewed. 

• Advance Warning: To get a written 30-day notice explaining exactly why you 

are being moved, where you are going, and how to appeal the decision. 

• Safe Transition: To receive proper preparation and support to ensure your 

move is safe and organized. 
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• Bed Holding: To be notified of your right to return to the facility after a 

hospital stay or temporary leave. 

In summary, managing Resident Rights (§483.10) requires us to balance strict 

operational compliance with an active commitment to our residents' quality of 

life. From an administrative standpoint, we must ensure these rights are physically 

accessible through compliant, poster-sized displays and multi-language resources. 

Crucially, our compliance extends beyond physical postings; it is vital that all staff 

members are thoroughly trained on these regulations and fully understand their 

specific role in promoting and protecting resident rights every day. As 

administrators, we and our facilities have a strict obligation to ensure that 

everyone entering the building, including external contractors, family members, 

and visitors, respects these rights. If our staff witnesses a violation by anyone, 

they must immediately step in to advocate for and protect the resident. 

Ultimately, keeping these fundamental protections at the forefront of our daily 

operations and staff development is what drives both regulatory success and true 

person-centered care. 

Resident Rights Knowledge Check 

As we can see, these rights and protections establish the baseline compliance 

standard for our residents. Before we move forward with the rest of our 

regulatory review, let's take a moment for a quick knowledge check to ensure we 

have a solid grasp on these fundamentals. 

Question 1 

A family member of a resident who has a history of wandering requests that a 

physical restraint be used to prevent falls. The resident’s attending physician 

writes an order for the restraint at the family's insistence, even though the 
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resident has not consented. As the administrator, what is your appropriate 

regulatory response? 

A. Allow the restraint, as both the family requested it and a physician ordered 

it. 

B. Deny the restraint, because residents have the right to be free from physical 

or chemical restraints used for discipline or convenience, and a third-party 

request does not override the resident's right to self-determination. 

C. Allow the restraint temporarily until the next care planning meeting. 

D. Permit the restraint only during night shifts when staffing levels are lower. 

Question 2 

During a walkthrough, you notice a newly admitted resident's room has been 

changed without written notice because a semi-private room opened up that fits 

the facility's billing structure better. No safety or medical emergency prompted 

the move. Which statement best describes the regulatory status of this action? 

A. This is acceptable because it optimizes the facility's financial operations. 

B. This is acceptable as long as the resident does not verbally object to the 

new roommate. 

C. This is a violation; residents have a right to receive advance written notice 

before any change in room or roommate, unless an emergency medical 

status change dictates otherwise. 

D. This is acceptable if the family was called and gave verbal consent over the 

phone. 
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Question 3 

An ombudsman arrives at your facility at 7:30 PM on a Saturday to meet with a 

resident who filed a grievance. The charge nurse denies entry, stating that official 

visitation hours ended at 7:00 PM. What administrative or training failure does 

this scenario highlight? 

A. No failure; the nurse correctly enforced facility policy to protect resident 

sleep schedules. 

B. A failure in staff training regarding Right of Access; the ombudsman and 

state survey representatives have unrestricted access to the facility and 

residents at any time. 

C. A failure of the ombudsman to schedule the visit 24 hours in advance. 

D. A failure in facility security protocols for not logging the visitor properly. 

Knowledge Check Answer Key 

Question Answer Rational

1 B Under §483.10, residents have the right to refuse 
treatment and be free from restraints. A physician's 
order or family request cannot bypass the 
resident’s right to self-determination unless the 
resident is legally deemed incompetent, and even 
then, restraints cannot be used for convenience or 
as a substitute for proper monitoring.
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Quality of Life (§483.24) 

Federal Regulatory Text 

Per §483.24, the following is an exact excerpt from the federal regulations: 

Quality of life is a fundamental principle that applies to all care and services 

provided to facility residents. 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, consistent with the 

resident's comprehensive assessment and plan of care. 

(a) Based on the comprehensive assessment of a resident and consistent 

with the resident's needs and choices, the facility must provide the 

necessary care and services to ensure that a resident's abilities in activities 

of daily living do not diminish unless circumstances of the individual's 

clinical condition demonstrate that such diminution was unavoidable. This 

includes the facility ensuring that: 

2 C The Right to be Fully Informed dictates that 
residents must receive advance written notice 
before a change in room or roommate occurs. 
Moving a resident strictly for operational or 
financial convenience without proper notice is a 
regulatory deficiency.

3 B The Right of Access guarantees that 
representatives of the State Survey Agency, the 
Long-Term Care Ombudsman, and the resident's 
personal physician have immediate access to any 
resident at any time. Facility "visiting hours" do not 
apply to these regulatory entities.
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(1) A resident is given the appropriate treatment and services to 

maintain or improve his or her ability to carry out the activities of 

daily living, including those specified in paragraph (b) of this section, 

(2) A resident who is unable to carry out activities of daily living 

receives the necessary services to maintain good nutrition, grooming, 

and personal and oral hygiene, and 

(3) Personnel provide basic life support, including CPR, to a resident 

requiring such emergency care before the arrival of emergency 

medical personnel and subject to related physician orders and the 

resident's advance directives. 

(b) Activities of daily living. The facility must provide care and services in 

accordance with paragraph (a) of this section for the following activities of 

daily living: 

(1) Hygiene—bathing, dressing, grooming, and oral care, 

(2) Mobility—transfer and ambulation, including walking, 

(3) Elimination—toileting, 

(4) Dining—eating, including meals and snacks, 

(5) Communication, including 

(i) Speech, 

(ii) Language, 

(iii) Other functional communication systems. 

35

https://www.ecfr.gov/current/title-42/section-483.24%23p-483.24(b)
https://www.ecfr.gov/current/title-42/section-483.24%23p-483.24(a)


(c) Activities. 

(1) The facility must provide, based on the comprehensive 

assessment and care plan and the preferences of each resident, an 

ongoing program to support residents in their choice of activities, 

both facility-sponsored group and individual activities and 

independent activities, designed to meet the interests of and support 

the physical, mental, and psychosocial well-being of each resident, 

encouraging both independence and interaction in the community. 

(2) The activities program must be directed by a qualified professional 

who is a qualified therapeutic recreation specialist or an activities 

professional who— 

(i) Is licensed or registered, if applicable, by the State in which 

practicing; and 

(ii) Is: 

(A) 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 

(B) Has 2 years of experience in a social or recreational 

program within the last 5 years, one of which was full-

time in a therapeutic activities program; or 

(C) Is a qualified occupational therapist or occupational 

therapy assistant; or 

(D) Has completed a training course approved by the 

State. 
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What This Means in Practice 

As administrators, we know that F-tags aren’t just lines in a state surveyor’s 

manual—they serve as the operational blueprint for our daily building 

management. Section 483.24 is a massive, high-stakes regulation because it 

explicitly ties a resident's overall quality of life directly to their clinical outcomes. 

When a surveyor walks through your doors, this section guides exactly what they 

are looking for during floor observations, turning abstract rules into immediate 

compliance realities. 

One of the heaviest operational burdens under this regulation is the strict 

standard regarding activities of daily living. The federal text mandates that a 

resident’s functional abilities must not diminish unless the decline is clinically 

unavoidable. In practice, this means that any loss of resident independence will 

immediately draw surveyor scrutiny. To protect your facility, your documentation 

trail must be bulletproof, and your restorative nursing programs must be actively 

engaged. If a decline occurs, the interdisciplinary team's care plan must clearly 

justify why it was inevitable and prove that the facility exhausted every possible 

intervention to maintain the resident’s baseline. 

This mandate extends directly into how we manage dignity in dependency. The 

regulation requires that residents who cannot perform ADLs independently must 

receive the necessary care to maintain good nutrition, grooming, and oral 

hygiene. On the floor, this is a frequent source of immediate jeopardy or high-level 

citations. Surveyors notice unshaven faces, untrimmed fingernails, or residents 

waiting too long for assistance at mealtime. Managing this effectively requires 

consistent, administrative floor rounds during peak care hours rather than relying 

solely on shift reports, allowing you to verify that assignment sheets accurately 

reflect the heavy care needs of dependent residents. 
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Emergency preparedness is another area where the regulation leaves zero room 

for staff hesitation or policy ambiguity. The text explicitly states that personnel 

must provide basic life support, including CPR, before EMS arrival, subject only to 

a physician's order or a valid advance directive. A delay because a nurse is 

searching a chart to verify code status during a crisis is an automatic citation. As 

an administrator, you must ensure that CPR certifications are rigorously tracked 

and that your system for identifying a resident's code status is instantly accessible 

to floor staff in an emergency. If there is no valid Do Not Resuscitate order in 

hand, staff must initiate life support immediately. 

Finally, paragraph (c) completely reframes the purpose of an activities program, 

elevating it from a simple calendar of entertainment to a fundamental component 

of psychosocial well-being. It also introduces a strict personnel requirement, 

mandating that the program be directed by a qualified professional who meets 

specific state licensure, registration, or experience criteria. From an operational 

standpoint, you must verify these credentials immediately upon hire and maintain 

them in your primary compliance files. Furthermore, because surveyors look for 

individualized engagement, your activities department must actively participate in 

the care planning process, ensuring that even isolated or independent residents 

receive tailored programming based on their unique preferences. Ultimately, 

successfully operationalizing Section 483.24 relies on driving accountability 

through proactive observation, turning a heavy regulatory burden into a showcase 

of strong facility culture. 

Quality of Care (§483.25) 

Federal Regulatory Text 

Per §483.25, the following is an exact excerpt from the federal regulations: 
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Quality of care is a fundamental principle that applies to all treatment and care 

provided to facility residents. Based on the comprehensive assessment of a 

resident, the facility must ensure that residents receive treatment and care in 

accordance with professional standards of practice, the comprehensive person-

centered care plan, and the resident's choices, including but not limited to the 

following: 

(a) Vision and hearing. To ensure that residents receive proper treatment 

and assistive devices to maintain vision and hearing abilities, the facility 

must, if necessary, assist the resident— 

(1) In making appointments, and 

(2) By arranging for transportation to and from the office of a 

practitioner specializing in the treatment of vision or hearing 

impairment or the office of a professional specializing in the provision 

of vision or hearing assistive devices. 

(b) Skin integrity — 

(1) Pressure ulcers. Based on the comprehensive assessment of a 

resident, the facility must ensure that— 

(i) A resident receives care, consistent with professional 

standards of practice, to prevent pressure ulcers and does not 

develop pressure ulcers unless the individual's clinical 

condition demonstrates that they were unavoidable; and 

(ii) A resident with pressure ulcers receives necessary 

treatment and services, consistent with professional standards 

of practice, to promote healing, prevent infection, and prevent 

new ulcers from developing. 
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(2) Foot care. To ensure that residents receive proper treatment and 

care to maintain mobility and good foot health, the facility must— 

(i) Provide foot care and treatment, in accordance with 

professional standards of practice, including to prevent 

complications from the resident's medical condition(s) and 

(ii) If necessary, assist the resident in making appointments 

with a qualified person, and arranging for transportation to and 

from such appointments. 

(c) Mobility. 

(1) The facility must ensure that a resident who enters the facility 

without limited range of motion does not experience reduction in 

range of motion unless the resident's clinical condition demonstrates 

that a reduction in range of motion is unavoidable; and 

(2) A resident with limited range of motion receives appropriate 

treatment and services to increase range of motion and/or to prevent 

further decrease in range of motion. 

(3) A resident with limited mobility receives appropriate services, 

equipment, and assistance to maintain or improve mobility with the 

maximum practicable independence unless a reduction in mobility is 

demonstrably unavoidable. 

(d) Accidents. The facility must ensure that— 

(1) The resident environment remains as free of accident hazards as is 

possible; and 

(2) Each resident receives adequate supervision and assistance 

devices to prevent accidents. 
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(e) Incontinence. 

(1) The facility must ensure that a resident who is continent of 

bladder and bowel on admission receives services and assistance to 

maintain continence unless his or her clinical condition is or becomes 

such that continence is not possible to maintain. 

(2) For a resident with urinary incontinence, based on the resident's 

comprehensive assessment, the facility must ensure that— 

(i) A resident who enters the facility without an indwelling 

catheter is not catheterized unless the resident's clinical 

condition demonstrates that catheterization was necessary; 

(ii) A resident who enters the facility with an indwelling 

catheter or subsequently receives one is assessed for removal 

of the catheter as soon as possible unless the resident's clinical 

condition demonstrates that catheterization is necessary, and 

(iii) A resident who is incontinent of bladder receives 

appropriate treatment and services to prevent urinary tract 

infections and to restore continence to the extent possible. 

(3) For a resident with fecal incontinence, based on the resident's 

comprehensive assessment, the facility must ensure that a resident 

who is incontinent of bowel receives appropriate treatment and 

services to restore as much normal bowel function as possible. 

(f) Colostomy, urostomy, or ileostomy care. The facility must ensure that 

residents who require colostomy, urostomy, or ileostomy services receive 

such care consistent with professional standards of practice, the 

comprehensive person-centered care plan, and the residents' goals and 

preferences. 
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(g) Assisted nutrition and hydration. (Includes naso-gastric and gastrostomy 

tubes, both percutaneous endoscopic gastrostomy and percutaneous 

endoscopic jejunostomy, and enteral fluids). Based on a resident's 

comprehensive assessment, the facility must ensure that a resident— 

(1) Maintains acceptable parameters of nutritional status, such as 

usual body weight or desirable body weight range and electrolyte 

balance, unless the resident's clinical condition demonstrates that 

this is not possible or resident preferences indicate otherwise; 

(2) Is offered sufficient fluid intake to maintain proper hydration and 

health; and 

(3) Is offered a therapeutic diet when there is a nutritional problem, 

and the health care provider orders a therapeutic diet. 

(4) A resident who has been able to eat enough alone or with 

assistance is not fed by enteral methods unless the resident's clinical 

condition demonstrates that enteral feeding was clinically indicated 

and consented to by the resident; and 

(5) A resident who is fed by enteral means receives the appropriate 

treatment and services to restore, if possible, oral eating skills and to 

prevent complications of enteral feeding including but not limited to 

aspiration pneumonia, diarrhea, vomiting, dehydration, metabolic 

abnormalities, and nasopharyngeal ulcers. 

(h) Parenteral fluids. Parenteral fluids must be administered consistent with 

professional standards of practice and in accordance with physician orders, 

the comprehensive person-centered care plan, and the resident's goals and 

preferences. 
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(i) Respiratory care, including tracheostomy care and tracheal suctioning. 

The facility must ensure that a resident who needs respiratory care, 

including tracheostomy care and tracheal suctioning, is provided such care, 

consistent with professional standards of practice, the comprehensive 

person-centered care plan, the resident's goals and preferences, and § 

483.65 of this subpart. 

(j) Prostheses. The facility must ensure that a resident who has a prosthesis 

is provided care and assistance, consistent with professional standards of 

practice, the comprehensive person-centered care plan, and the residents' 

goals and preferences, to wear and be able to use the prosthetic device. 

(k) Pain management. The facility must ensure that pain management is 

provided to residents who require such services, consistent with 

professional standards of practice, the comprehensive person-centered care 

plan, and the residents' goals and preferences. 

(l) Dialysis. The facility must ensure that residents who require dialysis 

receive such services, consistent with professional standards of practice, the 

comprehensive person-centered care plan, and the residents' goals and 

preferences. 

(m) Trauma-informed care. The facility must ensure that residents who are 

trauma survivors receive culturally-competent, trauma-informed care in 

accordance with professional standards of practice and accounting for 

residents' experiences and preferences to eliminate or mitigate triggers that 

may cause re-traumatization of the resident. 

(n) Bed rails. The facility must attempt to use appropriate alternatives 

before installing a side or bed rail. If a bed or side rail is used, the facility 
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must ensure correct installation, use, and maintenance of bed rails, 

including but not limited to the following elements. 

(1) Assess the resident for risk of entrapment from bed rails before 

installation. 

(2) Review the risks and benefits of bed rails with the resident or 

resident representative and obtain informed consent before 

installation. 

(3) Ensure that the bed's dimensions are appropriate for the 

resident's size and weight. 

(4) Follow the manufacturers' recommendations and specifications 

for installing and maintaining bed rails. 

What This Means in Practice 

As administrators, we quickly learn that Section 483.25 Quality of Care is one of 

the most deceptively complex sections of the regulations. The fact that the phrase 

'quality of care' appears nearly seventy times throughout the surveyor guidance in 

Appendix PP of the State Operations Manual tells us everything we need to know 

about its operational risk..It acts as the ultimate "catch-all" tag. When state 

surveyors find an issue with a resident's clinical outcome, they rarely issue a single 

isolated citation; instead, they routinely link that issue back to § 483.25. If a 

resident experiences a negative outcome, surveyors will use this regulation to 

argue that the facility failed to ensure care was delivered in accordance with 

professional standards of practice, person-centered plans, or resident choices. For 

an administrator, managing this section means understanding that every clinical 

domain under this umbrella represents an audit trail waiting to be pulled. 
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Skin integrity and accident prevention are the two highest-velocity areas under 

this tag where administrators face the greatest exposure. The regulation 

establishes a strict threshold for pressure ulcers and mobility declines: they must 

not happen unless they are clinically unavoidable. When a resident develops a 

new pressure injury or suffers a fall, the surveyor’s default assumption is often 

systemic facility failure. In practice, defending your building against a § 483.25 

citation requires ensuring that your interdisciplinary team is not just treating the 

wound or documenting the fall, but actively proving "unavoidability." This means 

your care plans must reflect exhaustive, customized interventions that adapt as 

the resident’s condition changes. If a resident declines or is injured, your 

documentation must clearly demonstrate that the facility anticipated the risk, 

implemented professional standards of care, and adjusted interventions 

immediately when the previous ones failed. 

The regulation also heavily penalizes operational silos, particularly regarding 

activities of daily living and specialized clinical care like incontinence and assisted 

nutrition. For instance, the text mandates that a resident who enters the building 

without a catheter must not receive one unless clinically necessary, and those 

with catheters must be assessed for removal as soon as possible. Similarly, 

parameters for nutrition, hydration, and respiratory care require precise clinical 

oversight. In practice, a breakdown in communication between the floor nurse, 

the dietitian, and the therapy department is precisely what triggers a Quality of 

Care citation. Surveyors look for the gaps where a resident’s weight drops, a UTI 

develops, or a tube feeding complication occurs because the care plan was not 

updated or followed. As leaders, we have to enforce cross-departmental 

accountability, ensuring that clinical protocols are tightly integrated and that floor 

staff is properly educated on tracking specialized services like colostomy care, 

dialysis coordination, or tracheostomy suctioning. 
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Finally, Section 483.25 demands a high level of operational vigilance regarding 

high-risk devices and specialized therapies, specifically pain management, trauma-

informed care, and bed rails. The inclusion of trauma-informed care means 

surveyors are evaluating whether your staff actually understand a resident's 

personal history to avoid re-traumatization. When it comes to bed rails, the 

regulation outlines specific boundaries regarding entrapment risks, manufacturer 

specifications, and mandatory informed consent. Allowing a bed rail to be 

installed without a documented risk assessment and a signed consent form from 

the resident or representative is an open invitation for a high-level deficiency. 

Ultimately, successfully operationalizing Section 483.25 requires a proactive, floor-

visible approach. We must ensure our department heads are constantly auditing 

compliance before the survey team arrives, treating this regulation not just as a 

clinical checklist, but as the foundational standard for our facility’s daily 

operations. 

Behavioral Health and Psychotropic Medication Oversight 

The following overview details the core requirements of § 483.40 (Behavioral 

Health Services) and § 483.45 (Pharmacy Services), highlighting their cross-

regulatory impact on one another. 

§ 483.40 Behavioral health services. 

Per §483.40, the following is an exact excerpt from the federal regulations: 

Each resident must receive, and the facility must provide the necessary behavioral 

health 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. Behavioral health encompasses a resident's whole 
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emotional and mental well-being, which includes, but is not limited to, the 

prevention and treatment of mental and substance use disorders. 

(a) The facility must have sufficient staff who provide direct services to 

residents with the appropriate competencies and skills sets to provide 

nursing and related services to assure resident safety and attain or maintain 

the highest practicable physical, mental and psychosocial well-being of each 

resident, as determined by resident assessments and individual plans of 

care and considering the number, acuity and diagnoses of the facility's 

resident population in accordance with § 483.71. These competencies and 

skill sets include, but are not limited to, knowledge of and appropriate 

training and supervision for: 

(1) Caring for residents with mental and psychosocial disorders, as 

well as residents with a history of trauma and/or post-traumatic 

stress disorder, that have been identified in the facility assessment 

conducted pursuant to § 483.71; and 

(2) Implementing non-pharmacological interventions. 

(b) Based on the comprehensive assessment of a resident, the facility must 

ensure that— 

(1) A resident who displays or is diagnosed with a mental disorder or 

psychosocial adjustment difficulty, or who has a history of trauma 

and/or post-traumatic stress disorder, receives appropriate treatment 

and services to correct the assessed problem or to attain the highest 

practicable mental and psychosocial well-being; 

(2) A resident whose assessment did not reveal or who does not have 

a diagnosis of a mental or psychosocial adjustment difficulty or a 
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documented history of trauma and/or post-traumatic stress disorder 

does not display a pattern of decreased social interaction and/or 

increased withdrawn, angry, or depressive behaviors, unless the 

resident's clinical condition demonstrates that development of such a 

pattern was unavoidable; and 

(3r) A resident who displays or is diagnosed with dementia receives 

the appropriate treatment and services to attain or maintain his or 

her highest practicable physical, mental, and psychosocial well-being. 

(c) If rehabilitative services such as but not limited to physical therapy, 

speech-language pathology, occupational therapy, and rehabilitative 

services for mental disorders and intellectual disability are required in the 

resident's comprehensive plan of care, the facility must— 

(1) Provide the required services, including specialized rehabilitation 

services as required in § 483.65; or 

(2) Obtain the required services from an outside resource (in 

accordance with § 483.70(f)) from a Medicare and/or Medicaid 

provider of specialized rehabilitative services. 

(d) The facility must provide medically-related social services to attain or 

maintain the highest practicable physical, mental and psychosocial well-

being of each resident. 

§ 483.45 Pharmacy services. 

Per §483.45, the following is an exact excerpt from the federal regulations: 

The facility must provide routine and emergency drugs and biologicals to its 

residents, or obtain them under an agreement described in § 483.70(f). The 
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facility may permit unlicensed personnel to administer drugs if State law permits, 

but only under the general supervision of a licensed nurse. 

(a) Procedures. A facility must provide pharmaceutical services (including 

procedures that assure the accurate acquiring, receiving, dispensing, and 

administering of all drugs and biologicals) to meet the needs of each 

resident. 

(b) Service consultation. The facility must employ or obtain the services of a 

licensed pharmacist who— 

(1) Provides consultation on all aspects of the provision of pharmacy 

services in the facility; 

(2) Establishes a system of records of receipt and disposition of all 

controlled drugs in sufficient detail to enable an accurate 

reconciliation; and 

(3) Determines that drug records are in order and that an account of 

all controlled drugs is maintained and periodically reconciled. 

(c) Drug regimen review. 

(1) The drug regimen of each resident must be reviewed at least once 

a month by a licensed pharmacist. 

(2) This review must include a review of the resident's medical chart. 

(3) A psychotropic drug is any drug that affects brain activities 

associated with mental processes and behavior. These drugs include, 

but are not limited to, drugs in the following categories: 

(i) Anti-psychotic; 

(ii) Anti-depressant; 
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(iii) Anti-anxiety; and 

(iv) Hypnotic. 

(4) The pharmacist must report any irregularities to the attending 

physician and the facility's medical director and director of nursing, 

and these reports must be acted upon. 

(i) Irregularities include, but are not limited to, any drug that 

meets the criteria outlined in paragraph (d) of this section for 

an unnecessary drug. 

(ii) Any irregularities noted by the pharmacist during this 

review must be documented on a separate, written report that 

is sent to the attending physician and the facility's medical 

director and director of nursing and lists, at a minimum, the 

resident's name, the relevant drug, and the irregularity the 

pharmacist identified. 

(iii) The attending physician must document in the resident's 

medical record that the identified irregularity has been 

reviewed and what, if any, action has been taken to address it. 

If there is to be no change in the medication, the attending 

physician should document his or her rationale in the 

resident's medical record. 

(5) The facility must develop and maintain policies and procedures for 

the monthly drug regimen review that include, but are not limited to, 

time frames for the different steps in the process and steps the 

pharmacist must take when he or she identifies an irregularity that 

requires urgent action to protect the resident. 
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(d) Unnecessary drugs—General. Each resident's drug regimen must be free 

from unnecessary drugs. An unnecessary drug is any drug when used— 

(1) In excessive dose (including duplicate drug therapy); or 

(2) For excessive duration; or 

(3) Without adequate monitoring; or 

(4) Without adequate indications for its use; or 

(5) In the presence of adverse consequences which indicate the dose 

should be reduced or discontinued; or 

(6) Any combination of the reasons stated in paragraphs (d)(1) 

through (5) of this section. 

(e) Psychotropic drugs. Based on a comprehensive assessment of a resident, 

the facility must ensure that— 

(1) Residents who have not used psychotropic drugs are not given 

these drugs unless the medication is necessary to treat a specific 

condition as diagnosed and documented in the clinical record; 

(2) Residents who use psychotropic drugs receive gradual dose 

reductions, and behavioral interventions, unless clinically 

contraindicated, in an effort to discontinue these drugs; 

(3) Residents do not receive psychotropic drugs pursuant to a PRN 

order unless that medication is necessary to treat a diagnosed 

specific condition that is documented in the clinical record; and 

(4) PRN orders for psychotropic drugs are limited to 14 days. Except 

as provided in § 483.45(e)(5), if the attending physician or prescribing 

practitioner believes that it is appropriate for the PRN order to be 
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extended beyond 14 days, he or she should document their rationale 

in the resident's medical record and indicate the duration for the PRN 

order. 

(5) PRN orders for anti-psychotic drugs are limited to 14 days and 

cannot be renewed unless the attending physician or prescribing 

practitioner evaluates the resident for the appropriateness of that 

medication. 

(f) Medication errors. The facility must ensure that its— 

(1) Medication error rates are not 5 percent or greater; and 

(2) Residents are free of any significant medication errors. 

(g) Labeling of drugs and biologicals. Drugs and biologicals used in the 

facility must be labeled in accordance with currently accepted professional 

principles, and include the appropriate accessory and cautionary 

instructions, and the expiration date when applicable. 

(h) Storage of drugs and biologicals. 

(1) In accordance with State and Federal laws, the facility must store 

all drugs and biologicals in locked compartments under proper 

temperature controls, and permit only authorized personnel to have 

access to the keys. 

(2) The facility must provide separately locked, permanently affixed 

compartments for storage of controlled drugs listed in Schedule II of 

the Comprehensive Drug Abuse Prevention and Control Act of 1976 

and other drugs subject to abuse, except when the facility uses single 

unit package drug distribution systems in which the quantity stored is 

minimal and a missing dose can be readily detected. 
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What This Means in Practice 

As administrators, we know that behavioral health compliance is no longer just 

about managing diagnoses; it is a rigorous test of our facility's systemic capability 

and staff competency. Section 483.40 shifts the regulatory focus from merely 

identifying a mental health need to actively proving that our building has the 

specialized baseline resources to manage it. This regulation treats behavioral 

health as an all-encompassing mandate for a resident's entire emotional well-

being. For leadership, the operational risk here is exceptionally high because this 

section is directly tied to the Facility Assessment under § 483.71. If a resident 

exhibits escalating behavioral symptoms and the state survey team finds that staff 

lacks documented training or that the facility's staffing mix does not account for 

resident acuity, the building faces immediate vulnerability for an overarching 

systemic deficiency. 

The core operational challenge under paragraph (a) lies in proving staff 

competency, particularly regarding non-pharmacological interventions and 

trauma-informed care. Surveyors will look beyond training logs to evaluate how 

effectively floor staff actually execute these strategies during behavioral 

escalations. In practice, if a resident with dementia or a history of trauma exhibits 

distress, your nurses and CNAs must be able to demonstrate and articulate the 

specific, non-pharmacological interventions outlined in that resident’s care plan 

before any chemical intervention is considered. Protecting your building requires 

establishing robust, ongoing competency evaluations that verify staff can 

confidently implement de-escalation techniques, recognize individualized trauma 

triggers, and properly document these efforts to prove a negative outcome or 

behavioral decline was truly unavoidable. 

Furthermore, paragraph (b) establishes a strict "no-decline" standard for residents 

who did not previously exhibit psychosocial adjustment difficulties. A new pattern 
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of social withdrawal, anger, or depressive behavior will immediately trigger an 

audit of the resident's comprehensive assessment and care plan. Surveyors look 

for the subtle gaps where a resident begins spending all their time in their room, 

yet the minimum data set (MDS) and care plans fail to reflect any interdisciplinary 

adjustments. As administrators, we must drive accountability through our daily 

morning meetings, ensuring that clinical and medically-related social services 

departments are actively communicating about behavioral shifts. Social services 

cannot operate in an administrative silo; they must be tightly integrated with 

nursing and therapy to ensure that specialized rehabilitative services or psychiatric 

consultations are initiated the moment a behavioral or emotional shift is 

identified. Ultimately, successfully operationalizing § 483.40 means cultivating a 

proactive care culture where behavioral health is managed through continuous 

staff education and aggressive interdisciplinary oversight, long before a surveyor 

observes a symptom on the floor. 

If Section 483.40 establishes the framework for managing a resident’s mental 

well-being, Section 483.45, Pharmacy Services, is the enforcement mechanism 

where surveyors look for compliance failures. As administrators, we cannot view 

pharmacy services as a detached, back-of-house clinical operation. In the eyes of a 

survey team, pharmacy oversight and behavioral health are inextricably linked. 

The federal regulations under § 483.45 place a massive bullseye on psychotropic 

medication administration, medication regimens, and unnecessary drug use. 

When a surveyor reviews a resident chart, they are looking for a cohesive 

narrative between the psychiatric symptoms documented by nursing staff and the 

prescribing habits of the physician. A breakdown in this connection is one of the 

fastest paths to a high-level pharmacy or behavioral health citation, making strict 

cross-departmental oversight an absolute operational necessity. 

The primary operational battleground within this regulation is the strict mandate 

against "unnecessary drugs," particularly antipsychotics, anxiolytics, and 
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sedatives. The regulations demand that psychotropic medications only be used 

when a specific, diagnosed clinical condition justifies them, and that they are 

never used as a form of chemical restraint or for staff convenience. In practice, 

this means every single psychotropic order must be backed by clear, measurable 

behavioral charting that proves the symptom poses a danger to the resident or 

others, or causes severe distress. Surveyors will cross-reference the medication 

administration record (MAR) with the progress notes; if they see an increased 

dose of an antipsychotic but the nursing notes show stable or absent behaviors, 

the facility is immediately exposed. As leaders, we must enforce a culture where 

no psychotropic medication is initiated or increased without a documented non-

pharmacological trial first, ensuring our clinical teams understand that "agitation" 

is a symptom, not a valid regulatory diagnosis. 

Another high-risk area that demands administrative vigilance is the strict 

requirement for Gradual Dose Reductions (GDRs) and the monthly Medication 

Regimen Review (MRR) conducted by the consultant pharmacist. The federal text 

mandates that the facility must attempt a GDR for any resident on a psychotropic 

medication unless clinically contraindicated by the physician. In daily operations, 

this requires a tight partnership between your Director of Nursing, the Medical 

Director, and your consultant pharmacist. When the pharmacist identifies an 

irregularity or recommends a dose reduction, that recommendation cannot sit in a 

binder unaddressed. The attending physician must either initiate the reduction or 

provide a detailed, clinically sound justification for why a reduction would be 

harmful. Surveyors actively audit these pharmacist recommendations, and a 

pattern of ignored pharmacy consultations or rubber-stamped physician refusals 

will quickly result in a systemic deficiency for inadequate pharmaceutical 

oversight. 

Ultimately, successfully managing the overlap between § 483.40 and § 483.45 

requires a unified interdisciplinary team (IDT) process. Our role as administrators 
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is to break down the communication barriers between nursing, social services, 

activities, the attending physicians, and the pharmacy. This means transforming 

the monthly psychotropic or behavior committee meeting from a passive paper-

signing exercise into an aggressive, clinical review of high-risk residents. We must 

ensure that care plans are living documents that reflect exact behavioral triggers, 

specific non-pharmacological interventions, and clear targets for dose reductions. 

By driving this level of operational integration, we protect our facility from 

devastating survey citations and, more importantly, ensure that our residents are 

receiving safe, appropriate, and dignified care. 

Infection Control § 483.80 

Federal Regulatory Text 

Per §483.80, the following is an exact excerpt from the federal regulations: 

The facility must establish and maintain an infection prevention and control 

program designed to provide a safe, sanitary, and comfortable environment and to 

help prevent the development and transmission of communicable diseases and 

infections. 

(a) Infection prevention and control program. The facility must establish an 

infection prevention and control program (IPCP) that must include, at a 

minimum, the following elements: 

(1) A system for preventing, identifying, reporting, investigating, and 

controlling infections and communicable diseases for all residents, 

staff, volunteers, visitors, and other individuals providing services 

under a contractual arrangement based upon the facility assessment 

conducted according to § 483.71 and following accepted national 

standards. 
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(2) Written standards, policies, and procedures for the program, 

which must include, but are not limited to: 

(i) A system of surveillance designed to identify possible 

communicable diseases or infections before they can spread to 

other persons in the facility; 

(ii) When and to whom possible incidents of communicable 

disease or infections should be reported; 

(iii) Standard and transmission-based precautions to be 

followed to prevent spread of infections; 

(iv) When and how isolation should be used for a resident; 

including but not limited to: 

(A) The type and duration of the isolation, depending 

upon the infectious agent or organism involved, and 

(B) A requirement that the isolation should be the least 

restrictive possible for the resident under the 

circumstances. 

(v) The circumstances under which the facility must prohibit 

employees with a communicable disease or infected skin 

lesions from direct contact with residents or their food, if direct 

contact will transmit the disease; and 

(vi) The hand hygiene procedures to be followed by staff 

involved in direct resident contact. 

(3) An antibiotic stewardship program that includes antibiotic use 

protocols and a system to monitor antibiotic use. 
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(4) A system for recording incidents identified under the facility's IPCP 

and the corrective actions taken by the facility. 

(b) Infection preventionist. The facility must designate one or more 

individual(s) as the infection preventionist(s) (IPs) who are responsible for 

the facility's IPCP. The IP must: 

(1) Have primary professional training in nursing, medical technology, 

microbiology, epidemiology, or other related field; 

(2) Be qualified by education, training, experience or certification; 

(3) Work at least part-time at the facility; and 

(4) Have completed specialized training in infection prevention and 

control. 

(c) IP participation on quality assessment and assurance committee. The 

individual designated as the IP, or at least one of the individuals if there is 

more than one IP, must be a member of the facility's quality assessment 

and assurance committee and report to the committee on the IPCP on a 

regular basis. 

(d) Influenza, pneumococcal, and COVID-19 immunizations — 

(1) Influenza. The facility must develop policies and procedures to 

ensure that— 

(i) Before offering the influenza immunization, each resident or 

the resident's representative receives education regarding the 

benefits and potential side effects of the immunization; 

(ii) Each resident is offered an influenza immunization October 

1 through March 31 annually, unless the immunization is 
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medically contraindicated or the resident has already been 

immunized during this time period; 

(iii) The resident or the resident's representative has the 

opportunity to refuse immunization; and 

(iv) The resident's medical record includes documentation that 

indicates, at a minimum, the following: 

(A) That the resident or resident's representative was 

provided education regarding the benefits and potential 

side effects of influenza immunization; and 

(B) That the resident either received the influenza 

immunization or did not receive the influenza 

immunization due to medical contraindications or 

refusal. 

(2) Pneumococcal disease. The facility must develop policies and 

procedures to ensure that— 

(i) Before offering the pneumococcal immunization, each 

resident or the resident's representative receives education 

regarding the benefits and potential side effects of the 

immunization; 

(ii) Each resident is offered a pneumococcal immunization, 

unless the immunization is medically contraindicated or the 

resident has already been immunized; 

(iii) The resident or the resident's representative has the 

opportunity to refuse immunization; and 
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(iv) The resident's medical record includes documentation that 

indicates, at a minimum, the following: 

(A) That the resident or resident's representative was 

provided education regarding the benefits and potential 

side effects of pneumococcal immunization; and 

(B) That the resident either received the pneumococcal 

immunization or did not receive the pneumococcal 

immunization due to medical contraindication or refusal. 

(3) COVID-19 immunizations. The LTC facility must develop and 

implement policies and procedures to ensure all the following: 

(i) When COVID-19 vaccine is available to the facility, each 

resident and staff member is offered the COVID-19 vaccine 

unless the immunization is medically contraindicated or the 

resident or staff member has already been immunized; 

(ii) Before offering COVID-19 vaccine, all staff members are 

provided with education regarding the benefits and risks and 

potential side effects associated with the vaccine; 

(iii) Before offering COVID-19 vaccine, each resident or the 

resident representative receives education regarding the 

benefits and risks and potential side effects associated with the 

COVID-19 vaccine; 

(iv) In situations where COVID-19 vaccination requires multiple 

doses, the resident, resident representative, or staff member is 

provided with current information regarding those additional 

doses, including any changes in the benefits or risks and 

potential side effects associated with the COVID-19 vaccine, 
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before requesting consent for administration of any additional 

doses; 

(v) The resident or resident representative has the opportunity 

to accept or refuse a COVID-19 vaccine, and change their 

decision; and 

(vi) The resident's medical record includes documentation that 

indicates, at a minimum, the following: 

(A) That the resident or resident representative was 

provided education regarding the benefits and potential 

risks associated with COVID-19 vaccine; and 

(B) Each dose of COVID-19 vaccine administered to the 

resident; or 

(C) If the resident did not receive the COVID-19 vaccine 

due to medical contraindications or refusal; and 

(vii) The facility maintains documentation related to staff 

COVID-19 vaccination that includes at a minimum, the 

following: 

(A) That staff were provided education regarding the 

benefits and potential risks associated with the 

COVID-19 vaccine; 

(B) Staff were offered the COVID-19 vaccine or 

information on obtaining COVID-19 vaccine; and 

(C) The COVID-19 vaccine status of staff and related 

information as indicated by the Centers for Disease 

61



Control and Prevention's National Healthcare Safety 

Network (NHSN). 

(e) Linens. Personnel must handle, store, process, and transport linens to 

prevent the spread of infection. 

(f) Annual review. The facility will conduct an annual review of its IPCP and 

update their program, as necessary. 

(g) Respiratory illness reporting — 

(1) Ongoing reporting. The facility must electronically report 

information on acute respiratory illnesses, including influenza, severe 

acute respiratory syndrome coronavirus 2 (SARS-CoV-2)/coronavirus 

2019 (COVID-19), and respiratory syncytial virus (RSV). 

(i) The report must be in a standardized format and frequency 

specified by the Secretary. 

(ii) To the extent as required by the Secretary, this report must 

include all of the following data elements: 

(A) Facility census (defined as the total number of 

residents occupying a bed at this facility for at least 24 

hours during the week of data collection). 

(B) Resident vaccination status for a limited set of 

respiratory illnesses, including but not limited to the 

following: 

(1) Influenza. 

(2) SARS-CoV-2/COVID-19. 

(3) RSV. 
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(C) Confirmed, resident cases of a limited set of 

respiratory illnesses, including but not limited to the 

following: 

(1) Influenza. 

(2) SARS-CoV-2/COVID-19. 

(3) RSV. 

(D) Hospitalized residents with confirmed cases of a 

limited set of respiratory illnesses, including but not 

limited to the following: 

(1) Influenza. 

(2) SARS-CoV-2/COVID-19. 

(3) RSV. 

(2) Public health emergency (PHE) reporting. In the event that the 

Secretary has declared a national, State, or local PHE for an acute 

infectious illness, the facility must also electronically report all of the 

following data elements in a standardized format and frequency 

specified by the Secretary: 

(i) Relevant confirmed infections for staff. 

(ii) Supply inventory shortages. 

(iii) Staffing shortages. 

(iv) Relevant medical countermeasures and therapeutic 

inventories, usage, or both. 
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What This Means in Practice 

As administrators, we recognize that maintaining a rigorous infection control 

program is a continuous, year-round commitment to resident safety rather than 

an operational focus reserved solely for the annual survey window. Section 483.80 

is one of the most thoroughly reviewed areas of Appendix PP, and the survey team 

will naturally assess these practices from the moment they enter the building. The 

regulation demands a comprehensive Infection Prevention and Control Program 

(IPCP) that handles surveillance, tracking, and mitigation for absolutely everyone 

who crosses our threshold: residents, staff, volunteers, visitors, and contractors. 

Operationally, this means your program must be directly informed by your specific 

Facility Assessment under § 483.71. Alignment here is key; the survey team will 

look for consistency between the resident acuity and clinical diagnoses listed in 

your building's assessment and the actual surveillance policies your team executes 

on the floor. 

At the center of this mandate is the explicit requirement for a qualified, 

designated Infection Preventionist. The regulation makes it clear that the IP 

cannot just be a floor nurse holding an empty title; they must have specialized 

training, primary professional backgrounds in fields like nursing or epidemiology, 

and they must maintain a regular, active presence in the building. From an 

administrator's standpoint, the IP is one of your most critical strategic partners. 

The text requires the IP to be an active member of the Quality Assessment and 

Assurance (QAA) committee, reporting on the IPCP regularly. In practice, this 

means you must give your IP the administrative authority and dedicated time to 

do their job effectively. Ensuring your IP has the dedicated hours to manage this 

program protects the facility from systemic vulnerabilities and supports a strong 

culture of clinical compliance. 
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Beyond tracking and personnel, paragraph (a)(3) introduces the critical framework 

of antibiotic stewardship. This is an operational area where clear data trails 

demonstrate the quality of facility oversight. The regulation requires a system to 

monitor antibiotic use and implement strict protocols. In daily operations, this 

means your IP, Director of Nursing, and Medical Director must work in close 

collaboration. Active auditing of charts ensures that residents who are started on 

broad-spectrum antibiotics have corresponding cultures ordered, and that 

medication regimens are adjusted as soon as lab results point to a narrow-

spectrum alternative or a negative culture. Establishing a clear process of clinical 

accountability ensures physicians are supported with strong data and floor nurses 

are actively engaged in your facility’s stewardship protocols. 

The administrative oversight of vaccine management and data reporting under 

paragraph (d) and (g) represents another major focus area for routine audits. The 

text dictates precise, multi-layered requirements for managing influenza, 

pneumococcal, and COVID-19 immunizations for residents and staff. In practice, 

maintaining thorough records—such as documenting the exact education 

provided before a vaccine was offered and securing clear consent or refusal forms

—is essential for demonstrating compliance. Ensuring that medical charts 

completely align with personnel files provides a clear picture of facility health, 

which matches the data required for weekly electronic reporting via NHSN for 

acute respiratory illnesses like influenza, COVID-19, and RSV. 

Finally, the regulation addresses the fundamental logistics of daily operations, 

specifically linen management and the mandatory annual review of the entire 

IPCP. Linen handling under paragraph (e) is a key area for real-time coaching 

during floor walk-throughs; ensuring CNAs transport linens correctly and keep 

clean linen carts covered preserves a sanitary environment. Ultimately, 

successfully operationalizing Section 483.80 requires a proactive, highly visible 

leadership style. We must treat infection control not as a collection of reactionary 
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procedures for an outbreak, but as a continuous, daily operational discipline 

driven by strong QAA oversight, rigorous documentation, and constant floor-level 

accountability. 

Facility Assessment 

The facility must conduct and document a facility-wide assessment to determine 

what resources are necessary to care for its residents competently during both 

day-to-day operations (including nights and weekends) and emergencies. The 

facility must review and update that assessment, as necessary, and at least 

annually. The facility must also review and update this assessment whenever 

there is, or the facility plans for, any change that would require a substantial 

modification to any part of this assessment. 

(a) The facility assessment must address or include the following: 

(1) The facility's resident population, including, but not limited to: 

(i) Both the number of residents and the facility's resident 

capacity; 

(ii) The care required by the resident population, using 

evidence-based, data-driven methods that consider the types 

of diseases, conditions, physical and behavioral health needs, 

cognitive disabilities, overall acuity, and other pertinent facts 

that are present within that population, consistent with and 

informed by individual resident assessments as required under 

§ 483.20; 

(iii) The staff competencies and skill sets that are necessary to 

provide the level and types of care needed for the resident 

population; 

66

https://www.ecfr.gov/current/title-42/section-483.20


(iv) The physical environment, equipment, services, and other 

physical plant considerations that are necessary to care for this 

population; and 

(v) Any ethnic, cultural, or religious factors that may potentially 

affect the care provided by the facility, including, but not 

limited to, activities and food and nutrition services. 

(2) The facility's resources, including but not limited to the following: 

(i) All buildings and/or other physical structures and vehicles; 

(ii) Equipment (medical and non-medical); 

(iii) Services provided, such as physical therapy, pharmacy, 

behavioral health, and specific rehabilitation therapies; 

(iv) All personnel, including managers, nursing and other direct 

care staff (both employees and those who provide services 

under contract), and volunteers, as well as their education and/

or training and any competencies related to resident care; 

(v) Contracts, memorandums of understanding, or other 

agreements with third parties to provide services or equipment 

to the facility during both normal operations and emergencies; 

and 

(vi) Health information technology resources, such as systems 

for electronically managing patient records and electronically 

sharing information with other organizations. 

(3) A facility-based and community-based risk assessment, utilizing an 

all-hazards approach as required in § 483.73(a)(1). 
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(b) In conducting the facility assessment, the facility must ensure: 

(1) Active involvement of the following participants in the process: 

(i) Nursing home leadership and management, including but 

not limited to, a member of the governing body, the medical 

director, an administrator, and the director of nursing; and 

(ii) Direct care staff, including but not limited to, RNs, LPNs/

LVNs, NAs, and representatives of the direct care staff, if 

applicable. 

(iii) The facility must also solicit and consider input received 

from residents, resident representatives, and family members. 

(2) [Reserved] 

(c) The facility must use this facility assessment to: 

(1) Inform staffing decisions to ensure that there are a sufficient 

number of staff with the appropriate competencies and skill sets 

necessary to care for its residents' needs as identified through 

resident assessments and plans of care as required in § 483.35(a)(3). 

(2) Consider specific staffing needs for each resident unit in the 

facility and adjust as necessary based on changes to its resident 

population. 

(3) Consider specific staffing needs for each shift, such as day, 

evening, night, and adjust as necessary based on any changes to its 

resident population. 

(4) Develop and maintain a plan to maximize recruitment and 

retention of direct care staff. 
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(5) Inform contingency planning for events that do not require 

activation of the facility's emergency plan, but do have the potential 

to affect resident care, such as, but not limited to, the availability of 

direct care nurse staffing or other resources needed for resident care. 

What This Means in Practice 

As administrators, we have seen the phrase "Facility Assessment" appear like a 

recurring theme throughout almost every major regulatory update. Whether we 

are reviewing behavioral health competencies, pharmacy services, or infection 

control protocols, the federal guidelines consistently point back to this single, 

foundational document. Section 483.71 is not a passive, once-a-year paperwork 

requirement; it is the literal backbone of defensive compliance and facility 

operations. The regulation mandates an evidence-based, data-driven approach to 

determine exactly what resources, personnel, and competencies are necessary to 

care for our residents safely every single day, including nights, weekends, and 

during emergencies. Given its immense cross-regulatory impact, this would be an 

excellent time to pause the course, pull out your facility's current assessment, and 

actively review it to ensure it truly reflects the operational realities and criteria 

required under the law. 

When you examine your assessment alongside paragraph (a), you must ensure it 

goes far beyond a simple census count. The regulation requires a deep, analytical 

look at your unique resident population, capturing specific diagnoses, cognitive 

disabilities, physical and behavioral health needs, and overall acuity. It must 

explicitly outline the exact staff competencies, specialized equipment, and 

physical plant considerations required to support those specific needs. 

Furthermore, it must incorporate qualitative factors like ethnic, cultural, or 

religious dynamics that influence your activities and dietary programming. If your 

building assessment says you can manage complex clinical conditions, but your 
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personnel files lack documented competencies for those specific areas, that 

misalignment creates significant vulnerability during a survey. 

Equally critical is how you document your building's resources and your explicit 

collaboration with the interdisciplinary team. Paragraph (b) mandates the active 

involvement of nursing home leadership, including the administrator, director of 

nursing, medical director, and a member of the governing body, alongside direct 

care staff like RNs, LPNs, and CNAs, while also soliciting input from residents and 

families. This cannot be an assessment written by a consultant in a silo. Surveyors 

will look for evidence of this collaborative process because the final document is 

legally required to dictate your daily operations. The regulation states that you 

must use this data to inform shift-by-shift staffing decisions across every individual 

unit, drive a comprehensive recruitment and retention plan, and build proactive 

contingency plans for staffing shortages. Ultimately, successfully operationalizing 

Section 483.71 means treating your Facility Assessment as a living, breathing 

document that drives your budget, your staffing, and your clinical training, 

ensuring total alignment between what your building promises to do and what 

your staff is equipped to deliver. 

Translating Federal Standards into the Daily Work of a Nursing 
Home Administrator 

Sections 483.24, 483.25, 483.40, 483.45, 483.80, and 483.71 collectively define 

what residents are entitled to, what staff are obligated to deliver, and what the 

leadership team is responsible for ensuring happens, every shift, every day. The 

administrators who struggle during surveys are likely rarely the ones who don't 

know the regulations. They're the ones who may not have successfully transferred 

that knowledge into the culture and habits of the people running the floor. 
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The first thing these regulations create, in practical terms, is a burden of proof. 

Long-term care does not reward intention; it rewards documentation. When a 

resident declines functionally, develops a pressure injury, or begins exhibiting new 

behavioral symptoms, the regulatory framework does not start from a 

presumption of facility effort. It starts from a presumption of facility failure, and it 

is the team's job to prove otherwise through the clinical record. Good care 

delivered without proper documentation is, from a compliance standpoint, 

indistinguishable from care that was never delivered at all. That reality has to live 

in the minds of nurses, CNAs, social workers, activities staff, therapy teams, and 

generally each employee, not just in the administrator or director of nursing's 

office. 

Which brings us to the most important cultural shift a leadership team can make: 

no single person can be the only set of eyes in the building, and no single person 

was ever supposed to be. The regulations under §483.24 and §483.25 demand 

that residents maintain their highest practicable functional level, that their 

hygiene and nutrition are actively managed, and that their environments remain 

free of preventable hazards. The Director of Nursing, Assistant DONs, unit 

managers, charge nurses, and department heads must be physically present in 

care areas during peak hours when direct care is actively occurring. While care in a 

nursing facility is constant, high-velocity periods like morning ADL routines, 

mealtimes, medication passes, and evening tuck-ins require heightened visibility. 

These are not times for all of leadership to be behind closed office doors catching 

up on paperwork; these are the precise moments to provide organized oversight 

on the floor. A community of department heads who manage strictly from behind 

desks is a compliance liability, because the gaps surveyors identify are almost 

always everyday issues that a rounding leader would have caught and corrected 

weeks earlier. 
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This means building a leadership structure where accountability is genuinely 

distributed. Unit managers should be inspecting care as a daily practice, not a 

survey-week scramble. The ADON (or similar roles) should be rounding with 

intention,  looking at residents, reviewing documentation, verifying that the 

assignment sheets actually reflect the acuity on each hall. The Director of Nursing 

should be integrating everything those managers surface into clinical decision-

making in real time. Department heads across dietary, therapy, social services, and 

activities cannot operate in isolation from one another. The behavioral health and 

pharmacy standards under §483.40 and §483.45 make this especially clear: a 

resident who begins withdrawing socially, refusing meals, or escalating 

behaviorally is simultaneously a nursing issue, a social services concern, an 

activities gap, and potentially a pharmacy flag. If departments respond to that 

resident in silos rather than as a coordinated team, the facility is headed for a 

citation regardless of how strong any individual department's response may have 

been. The morning meeting can be the operational tool that prevents this, but 

only if it functions as a genuine clinical checkpoint where behavioral changes are 

surfaced, non-pharmacological interventions are assigned and followed up on, 

and pharmacy recommendations are discussed and acted upon rather than 

acknowledged and set aside. 

The consultant pharmacist's monthly medication regimen review is a clear 

example of where administrative follow-through determines compliance 

outcomes. When the pharmacist flags an irregularity or recommends a gradual 

dose reduction, that recommendation must move through a defined process with 

clear accountability: to the attending physician, back through nursing, and into the 

care plan. A pattern of pharmacist recommendations that go unaddressed, or 

receive rubber-stamped physician refusals without documented clinical rationale, 

is a fast path to a systemic pharmacy deficiency. Leadership needs to know 

whether that loop is closing every single month. 
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The same continuous, proactive posture applies to infection control under 

§483.80. The Infection Preventionist cannot function effectively without dedicated 

time, administrative authority, and a genuine seat at the quality assurance table. 

Hand hygiene compliance, antibiotic stewardship, and early surveillance for 

communicable illness are not programs activated when a resident tests positive; 

they are daily disciplines that the IP should be reinforcing through floor presence, 

chart reviews, and ongoing collaboration with the DON and Medical Director. The 

federal reporting requirements for influenza, COVID-19, and RSV mean that 

accurate, ongoing data collection is a standing federal obligation, not an outbreak 

response. The entire leadership team needs to understand that and support it 

operationally. 

Underneath all of these daily responsibilities sits the Facility Assessment required 

under §483.71, and it is a document that leadership teams likely underestimate. 

Every staffing decision, every training investment, every contingency plan for a 

call-out or a surge in acuity should be traceable back to what the assessment says 

about the resident population. When census changes: new admissions with 

complex behavioral needs, an uptick in wound care complexity, a heavier 

dementia population, the assessment needs to reflect that shift, and staffing and 

training must respond accordingly. If the Facility Assessment describes one clinical 

reality and the floor reflects another, that misalignment is not just a survey 

vulnerability. It means the building has likely structurally under-resourced the 

people in its care. 

This is also where the administrator's role as communicator becomes as important 

as the role as operator. Staff at every level, from CNAs to department heads, 

cannot consistently deliver on regulatory expectations they do not fully 

understand. Town hall meetings are a great tool in the leadership toolkit, not as a 

venue to recite F-tags, but as an opportunity to explain the why behind what the 

facility does: why we document the way we do. Why the restorative nursing 
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program matters even on a short-staffed day. Why a pharmacist's 

recommendation cannot sit unaddressed. Why a resident who appears 

behaviorally stable still needs an updated care plan when her routine changes. 

When dietary aides, housekeeping staff, and night shift CNAs understand the 

larger picture- that every role in the building connects to a resident's quality of life 

and legal entitlement to care, compliance stops being a survey-week performance 

and becomes a daily standard the team holds itself to. 

The facilities that build that kind of culture do not experience survey as a crisis. 

They experience it as a confirmation of what their teams already do every day. 

That outcome does not happen by accident, and it does not happen because one 

person is working hard enough. It happens because a well-led, well-informed, 

present leadership team has made compliance inseparable from the way the 

building operates. 

Key Takeaways 

• Quality of Life (§483.10 & §483.15): Centers on resident self-determination, 

choice, and absolute rights. It prohibits the use of physical or chemical 

restraints for discipline or convenience and guarantees that representatives 

from the State Survey Agency and the Long-Term Care Ombudsman have 

immediate, unrestricted access to residents at all times. 

• Quality of Care (§483.24 & §483.25): Establishes the strict "no-decline" 

standard for activities of daily living (ADLs) and overall health. Because 

regulatory oversight often presumes facility failure when a negative 

outcome occurs, administrators must maintain flawless documentation and 

active restorative care to prove any decline was clinically unavoidable. 

• Behavioral Health (§483.40): Mandates comprehensive care for residents 

with mental health, substance use, or psychosocial disorders. It requires 
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facilities to implement customized, non-pharmacological interventions and 

consistent behavioral tracking before turning to clinical or chemical options. 

• Pharmacy Services (§483.45): Focuses heavily on eliminating "unnecessary 

drugs," with rigid restrictions on psychotropic medications. No psychotropic 

drug can be started or increased without a documented non-

pharmacological trial, and administrators must ensure physicians actively 

respond to the consultant pharmacist's monthly Medication Regimen 

Reviews (MRRs). 

• Infection Control (§483.80): Dictates the development of a comprehensive, 

facility-wide Infection Prevention and Control Program (IPCP). This includes 

active surveillance, strict antibiotic stewardship, and a designated Infection 

Preventionist to systematically reduce healthcare-associated infections and 

ensure regulatory compliance. 

Section 4: Staffing, Leadership, and Competency 
Requirements 
As nursing home administrators, we understand that our leadership is ultimately 

reflected in the daily care delivered on the floor. Section 4 focuses on the 

operational core of facility management: Staffing, Leadership, and Competency 

Requirements. Throughout this section, we will examine current federal staffing 

expectations and analyze how state surveyors interpret these standards during an 

inspection. Because federal oversight relies on a data-driven approach to evaluate 

safety and quality, the ultimate responsibility for maintaining a compliant clinical 

environment rests directly on the facility leadership team. 

To manage these requirements successfully, we will dissect the administrator’s 

specific obligations across three central operational areas: aligning nurse staffing 
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levels with real-time resident acuity, developing structured staff competency and 

training programs, and maintaining rigorous abuse prevention and reporting 

systems. Finally, we will address a foundational concept in healthcare leadership: 

the distinction between delegation and accountability. While we routinely 

delegate daily tasks to our department heads and clinical supervisors to keep the 

building moving, federal regulations clarify that ultimate regulatory accountability 

remains with the administrator. This section provides actionable strategies to help 

you synchronize these mandates with an organized, visible presence on the floor, 

supporting your staff and protecting your residents. 

§ 483.35 Nursing Services 

Federal nurse staffing requirements are structured around facility capability rather 

than fixed ratios or specific hours per resident day (PPD). While a federal staffing 

mandate was previously finalized, it is not currently in effect, meaning compliance 

continues to be evaluated based on resource sufficiency rather than a single 

nationwide numerical threshold. For the most up-to-date guidance, administrators 

should routinely verify current federal directives directly on the CMS website. 

However, because federal regulations establish a baseline, many states enforce 

their own specific minimum staffing mandates. As a fundamental rule of 

regulatory compliance, facilities must always follow the most stringent standard 

available. Therefore, if your state enforces explicit minimum staffing numbers that 

exceed federal guidelines, your scheduling and operational practices must align 

with those stricter state requirements. 

Let's look at what the federal regulations explicitly mandate for nursing services. 

Federal Regulatory Text 

Per §483.35, the following is an exact excerpt from the federal regulations: 
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The facility must have sufficient nursing staff with the appropriate competencies 

and skills sets to provide nursing and related services to assure resident safety and 

attain or maintain the highest practicable physical, mental, and psychosocial well-

being of each resident, as determined by resident assessments and individual 

plans of care and considering the number, acuity and diagnoses of the facility's 

resident population in accordance with the facility assessment required at § 

483.71. 

(a) Sufficient staff. 

(1) The facility must provide services by sufficient numbers of each of 

the following types of personnel on a 24-hour basis to provide 

nursing care to all residents in accordance with resident care plans— 

(i) Except when waived under paragraph (e) of this section, 

licensed nurses; and 

(ii) Other nursing personnel, including but not limited to nurse 

aides. 

(2) Except when waived under paragraph (e) of this section, the 

facility must designate a licensed nurse to serve as a charge nurse on 

each tour of duty. 

(3) The facility must ensure that licensed nurses have the specific 

competencies and skill sets necessary to care for residents' needs, as 

identified through resident assessments, and described in the plan of 

care. 

(4) Providing care includes but is not limited to assessing, evaluating, 

planning and implementing resident care plans, and responding to 

residents' needs. 
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(b) Registered nurse. 

(1) Except when waived under paragraph (e) or (f) of this section, the 

facility must use the services of a registered nurse for at least 8 

consecutive hours a day, 7 days a week. 

(2) Except when waived under paragraph (e) or (f) of this section, the 

facility must designate a registered nurse to serve as the director of 

nursing on a full-time basis. 

(3) The director of nursing may serve as a charge nurse only when the 

facility has an average daily occupancy of 60 or fewer residents. 

What This Means in Practice 

Please note: All of the regulations under  § 483.35 were not copied. There are 

additional regulations we have summarized below.  

§ 483.35 Nursing Services establishes some specific and some vague minimums 

for our daily nursing infrastructure. We are required to provide sufficient numbers 

of licensed nurses and other nursing personnel, including certified nurse aides, on 

a 24-hour basis. Furthermore, a licensed nurse must be designated as a charge 

nurse on every single tour of duty. 

Regarding registered nurses, the regulations dictate that the facility must utilize an 

RN for at least eight consecutive hours a day, seven days a week, and must 

designate a full-time RN to serve as the Director of Nursing. From an operational 

standpoint, it is critical to monitor facility occupancy closely: the DON may only 

dual-serve as a charge nurse if your average daily occupancy is 60 or fewer 

residents. While federal and state waivers exist for these licensed nurse and RN 

requirements under tight criteria, securing one involves an extensive approval 
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process, annual reviews, and mandatory notifications to the state ombudsman 

and your residents. 

Paragraphs (c) and (d) of § 483.35 place the direct responsibility for nurse aide 

proficiency on facility leadership. As a reminder, when it comes to facility 

leadership, ultimate responsibility rests with the administrator. A facility must not 

use an individual as a nurse aide for more than four months unless they have 

completed a State-approved training and competency evaluation program. This 

four-month window applies strictly to permanent employees who are actively 

enrolled in an approved training track; you cannot use temporary, per diem, or 

leased agency staff who do not already meet full state competency requirements. 

Before allowing any nurse aide to provide direct care, your human resources 

department must obtain formal registry verification. This requires looking into 

every state registry where you believe the individual has worked. Furthermore, 

the regulation addresses long-term compliance through required retraining: if a 

certified aide has a continuous 24-month period during which they did not 

provide nursing services for monetary compensation, they must complete a 

completely new training and evaluation program. Operationally, you must back 

this up by completing a performance review of every nurse aide at least once 

every 12 months, utilizing the outcomes to drive regular, mandatory in-service 

education. 

Additionally, the regulations detail a highly visible compliance routine that state 

surveyors review during every annual and complaint inspection. The facility must 

post specific nurse staffing data on a daily basis at the exact start of each shift. 

This posting must be in a clear, readable format and placed in a prominent 

location readily accessible to residents and visitors. 

Your daily posting must include the facility name, the current date, the current 

resident census, and the total number and actual hours worked per shift by three 
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distinct categories: registered nurses, licensed practical or vocational nurses, and 

certified nurse aides. Additionally, the facility must make this data available to the 

public upon oral or written request at a cost not to exceed the community 

standard. From a risk management perspective, ensure your medical records or 

administrative team maintains these daily postings in a secure archive for a 

minimum of 18 months, or longer if mandated by your specific state law. 

§ 483.95 Training requirements 

Federal Regulatory Text 

Per §483.95, the following is an exact excerpt from the federal regulations: 

A facility must develop, implement, and maintain an effective training program for 

all new and existing staff; individuals providing services under a contractual 

arrangement; and volunteers, consistent with their expected roles. A facility must 

determine the amount and types of training necessary based on a facility 

assessment as specified at § 483.71. Training topics must include but are not 

limited to— 

(a) Communication. A facility must include effective communications as 

mandatory training for direct care staff. 

(b) Resident's rights and facility responsibilities. A facility must ensure that 

staff members are educated on the rights of the resident and the 

responsibilities of a facility to properly care for its residents as set forth at § 

483.10, respectively. 

(c) Abuse, neglect, and exploitation. In addition to the freedom from abuse, 

neglect, and exploitation requirements in § 483.12, facilities must also 

provide training to their staff that at a minimum educates staff on— 

80

https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/part-483/subpart-B/section-483.95
https://www.ecfr.gov/current/title-42/section-483.71
https://www.ecfr.gov/current/title-42/section-483.10
https://www.ecfr.gov/current/title-42/section-483.10
https://www.ecfr.gov/current/title-42/section-483.12


(1) Activities that constitute abuse, neglect, exploitation, and 

misappropriation of resident property as set forth at § 483.12. 

(2) Procedures for reporting incidents of abuse, neglect, exploitation, 

or the misappropriation of resident property. 

(3) Dementia management and resident abuse prevention. 

(d) Quality assurance and performance improvement. A facility must 

include as part of its QAPI program mandatory training that outlines and 

informs staff of the elements and goals of the facility's QAPI program as set 

forth at § 483.75. 

(e) Infection control. A facility must include as part of its infection 

prevention and control program mandatory training that includes the 

written standards, policies, and procedures for the program as described at 

§ 483.80(a)(2). 

(f) Compliance and ethics. The operating organization for each facility must 

include as part of its compliance and ethics program, as set forth at § 

483.85— 

(1) An effective way to communicate that program's standards, 

policies, and procedures through a training program or in another 

practical manner which explains the requirements under the 

program. 

(2) Annual training if the operating organization operates five or more 

facilities. 

(g) Required in-service training for nurse aides. In-service training must— 

(1) Be sufficient to ensure the continuing competence of nurse aides, 

but must be no less than 12 hours per year. 
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(2) Include dementia management training and resident abuse 

prevention training. 

(3) Address areas of weakness as determined in nurse aides' 

performance reviews and facility assessment at § 483.70(e) and may 

address the special needs of residents as determined by the facility 

staff. 

(4) For nurse aides providing services to individuals with cognitive 

impairments, also address the care of the cognitively impaired. 

(h) Required training of feeding assistants. A facility must not use any 

individual working in the facility as a paid feeding assistant unless that 

individual has successfully completed a State-approved training program for 

feeding assistants, as specified in § 483.160. 

(i) Behavioral health. A facility must provide behavioral health training 

consistent with the requirements at § 483.40and as determined by the 

facility assessment at § 483.70(e). 

What This Means in Practice 

When evaluating Section 483.95, we must look at it through the lens of ultimate 

administrative accountability. In every aspect of facility leadership, the 

administrator is ultimately responsible for the outcomes on the floor, and this 

regulation is the mechanism that connects our systemic oversight directly to staff 

execution. The federal text mandates that the facility develop, implement, and 

maintain an effective training program. The inclusion of the word "effective" is 

where our regulatory risk escalates. If a staff member, volunteer, or agency 

contractor fails to follow policy during a survey observation, the survey team will 

not simply fault the individual. Instead, they will trace the failure back to the 

administrative level, citing the facility for failing to maintain an effective training 
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program under § 483.95. As administrators, we cannot delegate this 

accountability away; we are responsible for ensuring that education translates 

into actual, daily practice on the floor. 

The regulation explicitly anchors the entire educational framework to our Facility 

Assessment under § 483.71. This requires us to strategically customize our training 

curriculum based on the specific acuity and diagnoses of our current resident 

population. The law outlines a rigorous baseline of mandatory topics that must be 

covered: effective communication for direct care staff, comprehensive resident 

rights, QAPI goals, infection control standards, and compliance ethics. 

Furthermore, paragraph (c) details high-stakes mandates for training on abuse, 

neglect, exploitation, and dementia management. Administrative accountability 

means establishing a foolproof tracking system that ensures 100% compliance 

across all departments. If a contracted physical therapist or a weekend volunteer 

lacks documented training on your facility’s specific abuse reporting procedures, 

the building is instantly exposed to a systemic deficiency, regardless of how 

thoroughly your permanent nursing staff was educated. 

This accountability extends to the specific operational management of our clinical 

personnel, particularly regarding nurse aides, feeding assistants, and behavioral 

health competencies. Paragraph (g) dictates that nurse aides must receive no less 

than 12 hours of in-service training per year, which must explicitly address 

dementia management, abuse prevention, and cognitive impairment care. 

Crucially, the text requires this training to target specific areas of weakness 

identified during annual performance reviews and our Facility Assessment. 

Additionally, paragraph (h) places a strict prohibition on using any paid feeding 

assistants unless they have successfully completed a State-approved training 

program. To maintain compliance, we must implement aggressive interdisciplinary 

oversight that bridges human resources, staff development, and department 

heads. We must treat staff education not as a passive, check-the-box tracking 
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sheet, but as a continuous quality assurance initiative that proves our workforce 

possesses the verified competencies required to provide safe, dignified care. 

§ 483.12 Freedom from Abuse, Neglect, and Exploitation 

Federal Regulatory Text 

Per §483.12, the following is an exact excerpt from the federal regulations: 

The resident has the right to be free from abuse, neglect, misappropriation of 

resident property, and exploitation as defined in this subpart. This includes but is 

not limited to freedom from corporal punishment, involuntary seclusion and any 

physical or chemical restraint not required to treat the resident's medical 

symptoms. 

(a) The facility must— 

(1) Not use verbal, mental, sexual, or physical abuse, corporal 

punishment, or involuntary seclusion; 

(2) Ensure that the resident is free from physical or chemical 

restraints imposed for purposes of discipline or convenience and that 

are not required to treat the resident's medical symptoms. When the 

use of restraints is indicated, the facility must use the least restrictive 

alternative for the least amount of time and document ongoing re-

evaluation of the need for restraints. 

(3) Not employ or otherwise engage individuals who— 

(i) Have been found guilty of abuse, neglect, exploitation, 

misappropriation of property, or mistreatment by a court of 

law; 
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(ii) Have had a finding entered into the State nurse aide registry 

concerning abuse, neglect, exploitation, mistreatment of 

residents or misappropriation of their property; or 

(iii) Have a disciplinary action in effect against his or her 

professional license by a state licensure body as a result of a 

finding of abuse, neglect, exploitation, mistreatment of 

residents or misappropriation of resident property. 

(4) Report to the State nurse aide registry or licensing authorities 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. 

(b) The facility must develop and implement written policies and 

procedures that: 

(1) Prohibit and prevent abuse, neglect, and exploitation of residents 

and misappropriation of resident property, 

(2) Establish policies and procedures to investigate any such 

allegations, and 

(3) Include training as required at paragraph § 483.95. 

(4) Establish coordination with the QAPI program required under § 

483.75. 

(5) Ensure reporting of crimes occurring in federally-funded long-

term care facilities in accordance with section 1150B of the Act. The 

policies and procedures must include but are not limited to the 

following elements. 
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(i) Annually notifying covered individuals, as defined at section 

1150B(a)(3) of the Act, of that individual's obligation to comply 

with the following reporting requirements. 

(A) Each covered individual shall report to the State 

Agency and one or more law enforcement entities for 

the political subdivision in which the facility is located 

any reasonable suspicion of a crime against any 

individual who is a resident of, or is receiving care from, 

the facility. 

(B) Each covered individual shall report immediately, but 

not later than 2 hours after forming the suspicion, if the 

events that cause the suspicion result in serious bodily 

injury, or not later than 24 hours if the events that cause 

the suspicion do not result in serious bodily injury. 

(ii) Posting a conspicuous notice of employee rights, as defined 

at section 1150B(d)(3) of the Act. 

(iii) Prohibiting and preventing retaliation, as defined at section 

1150B(d)(1) and (2) of the Act. 

(c) In response to allegations of abuse, neglect, exploitation, or 

mistreatment, the facility must: 

(1) Ensure that all alleged violations involving abuse, neglect, 

exploitation or mistreatment, including injuries of unknown source 

and misappropriation of resident property, are reported immediately, 

but not later than 2 hours after the allegation is made, if the events 

that cause the allegation involve abuse or result in serious bodily 

injury, or not later than 24 hours if the events that cause the 
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allegation do not involve abuse and do not result in serious bodily 

injury, to the administrator of the facility and to other officials 

(including to the State Survey Agency and adult protective services 

where state law provides for jurisdiction in long-term care facilities) 

in accordance with State law through established procedures. 

(2) Have evidence that all alleged violations are thoroughly 

investigated. 

(3) Prevent further potential abuse, neglect, exploitation, or 

mistreatment while the investigation is in progress. 

(4) Report the results of all investigations to the administrator or his 

or her designated representative and to other officials in accordance 

with State law, including to the State Survey Agency, within 5 working 

days of the incident, and if the alleged violation is verified 

appropriate corrective action must be taken. 

What This Means in Practice 

When reviewing Section 483.12, we are dealing with a critical area of 

administrative accountability in long-term care: protecting our residents from 

abuse, neglect, exploitation, and the misappropriation of property. In our role as 

administrators, a failure under this regulation is not viewed by the survey teams 

as an isolated staff mistake; it is evaluated as a fundamental breakdown of 

administrative leadership and facility-wide systems. Operationalizing paragraph (a) 

begins with a foolproof screening and credentialing process within our human 

resources departments, ensuring flawless pre-employment background checks 

and primary source license verifications. Beyond hiring, we must maintain an 

absolute zero-tolerance environment for abuse, neglect, or exploitation. 
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The true test of administrative systems occurs under paragraphs (b) and (c), which 

govern our written policies and the execution of the Elder Justice Act reporting 

timelines. The regulation mandates that all allegations, including injuries of 

unknown source and missing property, must be reported directly to the 

administrator and the State Survey Agency within strict windows: no later than 

two hours if the event involves abuse or serious bodily injury, and within twenty-

four hours for all other instances. Annually notifying staff of these reporting 

obligations and posting conspicuous employee rights notices is a requirement. 

Once an allegation is made, accountability means immediately protecting the 

resident by removing the accused employee or individual from schedule or direct 

care, initiating a thorough investigation, and submitting the detailed results to the 

State Agency within five working days. Managing Section 483.12 effectively 

requires an unwavering, hands-on leadership style where every staff member is 

continuously trained, every reporting deadline is met down to the minute, and 

our investigation files provide an unassailable data trail of resident protection. 

Translating Federal Standards into the Daily Work of a Nursing 
Home Administrator 

When we step back and look at the broader framework of federal oversight, it 

becomes clear that the regulations are not a collection of isolated, arbitrary rules; 

rather, they form a cohesive, highly logical system where every piece relies on the 

others. The true operational strength of our leadership lies in recognizing how § 

483.35 (Nursing Services), § 483.95 (Training Requirements), and § 483.12 

(Freedom from Abuse, Neglect, and Exploitation) are deeply interconnected to 

protect our residents. Many of these provisions explicitly cross-reference one 

another because a failure in one area inevitably triggers a collapse in the others. 

For instance, maintaining sufficient staffing levels is directly dependent on our 

ability to properly train and retain those employees, which in turn serves as our 
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primary defense mechanism for abuse prevention. When a building is adequately 

staffed across all shifts, employees are less likely to be overwhelmed or forced to 

cut corners. This manageable environment allows them to remain highly visible in 

care areas, consistently monitor resident-visitor dynamics, and maintain the 

mental clarity needed to actively intervene or report a concern the moment a 

high-risk situation arises. 

Ultimately, this structural interdependence is exactly how the regulations work 

together to safeguard both quality of care and quality of life. An educated, well-

trained workforce that is deployed in sufficient numbers creates a stable 

environment where clinical needs are met precisely and resident dignity is 

preserved. When our staffing schedules align with the competencies required by 

our Facility Assessment, and those competencies are continuously reinforced 

through targeted in-service training, we build a proactive culture rather than a 

reactive one.  

Key Takeaways 

• While daily tasks are delegated, the administrator retains sole regulatory 

accountability for all floor outcomes and clinical compliance. 

• Nursing hours are driven by the data-driven Facility Assessment rather than 

fixed federal ratios, though an RN must be on-site 8 consecutive hours daily. 

• Nurse aides must be registry-verified, permanent aides must be certified 

within 4 months, and current staffing data must be posted publicly at the 

start of every shift. 

• Section 483.95 mandates customized, effective training for all staff, 

contractors, and volunteers, including a minimum of 12 annual in-service 

hours for nurse aides. 
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• Under the Elder Justice Act, allegations must be reported immediately to 

administrators by staff and from administrator to regulatory entity within 2 

hours if abuse or serious injury is suspected (24 hours if not), followed by a 

full investigation within 5 working days. 

Section 5: Documentation, Policies, and Regulatory 
Compliance 

Documentation Expectations  

In the regulatory arena, if an action is not documented, it legally did not occur. 

Under 42 CFR § 483.20, managing the Resident Assessment Instrument (RAI) and 

Minimum Data Set (MDS) process is a foundational operational mandate that 

dictates our clinical tracking, care planning, and billing compliance. At the moment 

of admission, we must have physician orders in place to handle immediate care 

needs. From there, the regulatory clock starts ticking on our comprehensive 

assessments, covering 18 mandatory clinical and psychosocial sectors ranging 

from cognitive and mood patterns to skin condition and discharge planning. This 

process cannot be completed automatically; it requires direct observation of the 

resident and active communication with direct care staff across all shifts. 

To remain compliant, our teams must execute and transmit these assessments 

within strict federal timeframes: 

• Comprehensive Assessments: Must be completed within 14 calendar days 

of admission, at least once every 12 months thereafter, and within 14 

calendar days of an interdisciplinary determination that the resident has 

experienced a "significant change" in status. 
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• Quarterly Reviews: Must be performed at least once every 3 months to 

track ongoing status between annual reviews. 

• Data Encoding & Transmission: Our data teams must encode MDS data 

within 7 days of assessment completion and successfully transmit the 

finalized data to the CMS system within 14 days of completion. 

• Record Retention: The active chart must maintain all completed 

assessments from the previous 15 months to actively drive, review, and 

revise the comprehensive care plan. 

From a leadership standpoint, the coordination and legal accountability of the RAI 

process fall squarely on our licensed professionals. A registered nurse must 

personally conduct or coordinate every assessment and sign off to certify its 

completion, while any individual staff member who fills out a specific section must 

sign and certify their own portion. It is critical to reinforce with our team that 

accuracy is legally protected; while honest clinical disagreements are expected, 

willfully falsifying a material statement carries civil monetary penalties of up to 

$1,000 for the person certifying it, and up to $5,000 for anyone directing another 

staff member to falsify the data. Finally, our admissions team must closely 

coordinate this process with the Medicaid Preadmission Screening and Resident 

Review (PASARR) program, ensuring Level II recommendations are integrated into 

the care plan and promptly notifying state authorities for a new review if a 

resident with an underlying mental disorder or intellectual disability undergoes a 

significant change in status. 

The Five Survey Pathways 

We all know the collective breath the building holds when surveyors walk through 

the front door. Successfully navigating the federal survey process requires us to 

understand exactly what kind of unannounced visit we are dealing with from day 
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one. According to Chapter 7 of the CMS State Operations Manual (SOM), state 

agencies utilize specific pathways to evaluate our buildings, and knowing the 

scope of each is half the battle for maintaining sanity and compliance. 

• Standard Survey: This is our baseline—the comprehensive, annual 

evaluation that assesses everything from clinical care outcomes and 

resident rights to overall operational compliance. By regulation, it must 

occur at least once every 15 months for participating facilities. 

• Abbreviated Standard Survey (Complaint Survey): Triggered by a specific 

allegation or concern reported by a resident, family member, or staff 

member, this visit focuses squarely on investigating the specific scope of 

that complaint. 

• Focused Surveys: These are targeted, data-driven reviews that home in on 

particular high-risk clinical or operational areas. Think focused infection 

control surveys, medication management, or emergency preparedness 

reviews, which CMS often rolls out based on regional concerns or systemic 

data trends. 

• Post-Survey Revisit (Follow-Up): If you are cited during a survey, this visit 

has one sole purpose: to verify that your facility has successfully 

implemented its approved Plan of Correction (PoC) and has officially 

returned to substantial compliance. 

• Life Safety Code (LSC) Survey: Clinical care is only half the battle; we also 

have to manage the physical plant. Usually conducted by specialized 

environmental health and fire safety inspectors, this unannounced survey 

evaluates adherence to NFPA standards. They will intensely scrutinize fire 

barrier construction, corridor clearance, emergency generator logs, 

automatic sprinkler systems, and staff execution during fire drills. 
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Administrator Tip: Never minimize the Life Safety side of the house. LSC 

deficiencies carry the same regulatory weight, enforcement penalties, and civil 

monetary penalties (CMPs) as clinical standard surveys. True state-readiness 

means treating your maintenance logs and physical plant compliance with the 

same rigor as your clinical charting. 

For more detailed information about survey processes, review Chapter 7 of the 

State Operations Manual. 

F-Tags 

F-Tags serve as a clear, standardized group of tags for our facility's compliance. 

Every single F-Tag corresponds directly to a specific federal regulatory group under 

42 CFR Part 483, outlined in Appendix PP of the State Operations Manual. These 

tags categorize every dimension of our operations into structured frameworks, 

spanning from foundational Resident Rights (F550–F586) and Freedom from 

Abuse, Neglect, and Exploitation (F600–F610) to highly scrutinized clinical buckets 

like Quality of Care (F684–F700), Nursing Services (F725–F732), and Pharmacy 

Services (F755–F761). When a survey team identifies an F-Tag deficiency, it 

indicates an objective gap between our daily operational practices and those 

established federal quality standards. 

Certain tags carry a much heavier structural impact during a survey. If a facility 

receives a deficiency in specific categories, such as Abuse (F600), Quality of Life 

(F675), or Quality of Care (F684), and the scope and severity is rated at a level F or 

levels H through L, it triggers a Substandard Quality of Care (SQC) designation. 

Surveyors document these findings, rate the scope and severity of the issue, and 

that data is subsequently published on the CMS Care Compare database. While 

the general public and resident families may not fully grasp this technical coding 

system, we utilize it constantly as a critical tool to navigate our quality assurance 
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metrics, safeguard our 5-Star ratings, manage operational risk, and maintain our 

reputation for high-quality care in the community. 

For more detailed information regarding the F-Tags, review the CMS PDF Federal 

Regulatory Groups for Long-Term Care. 

Scope and Severity  

When a survey team uncovers deficiencies, Chapter 7 of the CMS State Operations 

Manual (SOM) guides the process to uncover the scope of non-compliance and 

the severity of the non-compliance. Everything hinges on the Scope and Severity 

matrix, which evaluates the systemic nature of an issue against its actual or 

potential impact on residents. This scale runs alphabetically from A to L. At the 

lower end, you are looking at isolated issues with minimal harm potential, but 

once a deficiency hits Level G or higher, actual harm is officially on the record. 

The stakes escalate dramatically if surveyors cite Immediate Jeopardy (IJ), which 

occupies levels J, K, and L. By definition, an IJ means the facility's noncompliance 

has caused, or is highly likely to cause, serious injury, harm, impairment, or death. 

Citing an IJ strips away the standard opportunity to correct deficiencies before 

remedies kick in. Instead, it triggers an aggressive 23-day termination track, 

meaning the facility faces complete decertification and termination from the 

Medicare/Medicaid program if the immediate hazard is not successfully abated 

and the IJ removed within that tight window. 

Even outside of a full termination, the financial and operational remedies 

managed under Chapter 7 are severe. Civil Monetary Penalties (CMPs) can be 

imposed either as a per-instance fine for a specific violation or as a crushing per-

day fine that accumulates continually until substantial compliance is verified. 

Alongside CMPs, CMS can execute a Denial of Payment for New Admissions 

(DPNA). While DPNA can be applied at discretion to spur rapid compliance, it 
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becomes mandatory by law if a building fails to achieve substantial compliance 

within three months of the original survey. A DPNA entirely cuts off federal 

reimbursement for any new resident checking into the building, dealing a massive 

blow to occupancy metrics and revenue. Ultimately, if a facility cannot return to 

substantial compliance within six months of the initial survey, federal law 

mandates the automatic termination of the provider agreement, making rigorous 

tracking of these enforcement timelines a core priority for facility leadership. 

For more detailed information regarding the Scope and Severity, IJs, CMPs, and 

DPNAs, review Chapter 7 of the CMS State Operations Manual (SOM). 

Plans of Correction 

Once the survey team exits, the clock immediately starts ticking on your Plan of 

Correction (PoC). The state survey agency (SA) typically has 10 working days after 

the survey concludes to send your Form CMS-2567, whether by mail or electronic 

transfer. The moment it hits your desk, you have exactly 10 calendar days to write, 

refine, and submit your PoC to bring the facility back into substantial compliance. 

Depending on your company’s specific protocol or organizational structure, 

developing a successful PoC should always be a team effort. Your Director of 

Nursing (DON), individual department managers, and regional consultant support 

should all work together to draft the corrections relevant to their areas. However, 

as the administrator, the buck stops with you—it is ultimately your responsibility 

to review every single piece of the plan, ensure total compliance, and verify that 

everything is completely accurate before signing off. 

When you review the CMS-2567, you will find the cited deficiencies detailed on 

the left side of the form; your job as the administrator is to outline your corrective 

actions directly on the right side. Because the CMS-2567 and your responding PoC 

become public documents the moment they are released, protecting privacy is 
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absolutely paramount. We have to be incredibly diligent here. Leaders need to 

ensure the PoC completely omits any Protected Health Information (PHI) under 

HIPAA, and scrub the document of any individual employee or resident names. A 

good practice is to stick to anonymous identifiers like "Resident #1" or "CNA #2" 

instead, or simply stick to the language used by the survey team. 

Under 42 CFR §483.10(g) (Examination of Survey Results), we are legally required 

to post our survey results in a place that is easily accessible to residents and 

families. A solid practice is to keep a binder (or something similar) containing the 

last few cycles of surveys and PoCs in a highly visible, central location, like the 

front lobby or reception desk, so it’s always readily available. 

According to Section 2728B of the State Operations Manual (SOM), an acceptable 

PoC isn't just a promise to do better; it requires a systematic, thorough approach. 

To be approved, an acceptable plan of correction must contain the following 

elements: 

• The plan for correcting the specific deficiency. The plan should address the 

processes that lead to the deficiency cited; 

• The procedure for implementing the acceptable plan of correction for the 

specific deficiency cited; 

• The monitoring procedure to ensure that the plan of correction is effective 

and that the specific deficiency cited remains corrected and/or in 

compliance with the regulatory requirements; 

• The title of the person responsible for implementing the acceptable plan of 

correction. 

While 42 CFR §488.401 establishes the baseline federal framework for what a PoC 

must contain, how and where you actually submit it varies heavily by jurisdiction. 
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Some states utilize specific online web portals, others rely on electronic document 

management systems, and a few may still require traditional mailings or specific 

signature protocols. Beyond the technology itself, individual state agencies often 

have localized nuances regarding formatting, acceptable timeline extensions, or 

specific wording preferences. 

Regulatory Risk Management 

Completing the PoC gets you back to substantial compliance, but true risk 

management is about staying there. As administrators, our goal shouldn't just be 

to check a box for the surveyors, but to build sustainable systems that protect our 

residents, our teams, and our operations long after the exit interview. 

Sustaining compliance year-round starts with moving away from "survey panic" 

and building a continuous culture of compliance. When staff only care about 

regulations when the state is in the building, systems inevitably fail. As leaders, we 

need to frame compliance not as a set of rigid penalties, but as the baseline 

framework for high-quality resident care. This means celebrating staff wins during 

non-survey months, keeping communication transparent, and ensuring that every 

department head, coordinator, and frontline employee understands the why 

behind our clinical and operational protocols. When compliance is woven into the 

daily fabric of the facility, the annual survey simply becomes an opportunity to 

showcase your team's everyday routine. 

When a deficiency lands on your desk, the temptation is often to implement a 

quick, superficial fix, like doing a one-off in-service or re-educating a single staff 

member. While that addresses the immediate symptom, it rarely fixes the 

underlying issue. To prevent the issue from returning, your leadership team needs 

to dig deeper using a formal Root Cause Analysis (RCA), such as the "Five Whys" 

methodology. If a medication error occurred, don't just blame the nurse; look at 
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the lighting in the med room, the timing of the shift change, or potential systemic 

distractions. By identifying the true operational breakdown that led to the 

deficiency, you can implement meaningful changes rather than just putting a 

temporary band-aid on a broken process. 

To effectively drill down past those superficial fixes, CMS recommends using the 

"Five Whys" technique—a straightforward, team-driven problem-solving strategy 

designed to uncover the systemic breakdown behind a deficiency. The process 

starts by developing a clear, specific statement of the problem, and then 

assembling a team that includes the frontline staff who have personal knowledge 

of the actual systems involved. The facilitator then asks why the problem 

happened, recording the responses and continuously challenging them by asking, 

"If this specific response were corrected, is it likely the problem would recur?" If 

the answer is yes, you've only found a contributing factor, not the root cause, 

meaning it's time to ask "Why?" again. While it typically takes three to five rounds 

of questioning to drill down to the bedrock issue, the team should keep digging 

until they reach an agreed-upon root cause that, once corrected, prevents the 

issue from ever happening again. (Note: If the Five Whys doesn't quite get you 

there, CMS suggests pivoting to a fishbone diagram to help your team think more 

broadly across different operational categories). 

Your Quality Assurance and Performance Improvement (QAPI) committee 

shouldn't just be a monthly meeting where you review standard data points; it 

needs to be your primary regulatory risk management tool. When a PoC is 

implemented, the tracking and monitoring procedures outlined in Element 4 

should be directly integrated into your QAPI charter. By funneling audit results, 

incident reports, and performance tracking directly through the QAPI committee, 

you gain a high-level view of institutional trends. This allows your interdisciplinary 

team to look at hard data, adjust corrective strategies if the initial fix isn't holding, 

and proactively manage risk before it escalates into an enforceable citation. 
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Waiting for the state to tell you where your building is failing is a high-risk strategy. 

The most effective administrator-led strategy to sustain compliance year-round is 

the implementation of routine internal audits and comprehensive mock surveys. 

Don't wait for your annual window to open; schedule unannounced, rigorous 

mock surveys using your corporate clinical team, regional consultants, or peer 

administrators from sister facilities. Walk the floors with fresh eyes, audit charts, 

observe dining services, and interview staff just like a surveyor would. Pair these 

large-scale events with targeted, routine internal audits managed by your 

department heads. Catching an environmental or clinical issue internally gives 

your team the runway to conduct an RCA and fix the system on your own terms, 

ensuring that your building stays genuinely survey-ready every single day. 

Key Takeaways 

• Comprehensive assessments must be completed within 14 days of 

admission, annually, and upon a significant change, with quarterly reviews 

every 3 months. Data must be encoded within 7 days, transmitted within 14 

days, and falsification carries personal fines up to $5,000. 

• State teams conduct unannounced Standard, Complaint, Focused, Follow-

Up, or Life Safety Code surveys, issuing standardized F-Tags for deficiencies. 

Severe tags under Abuse, Quality of Life, or Quality of Care trigger a public 

Substandard Quality of Care (SQC) designation. 

• Deficiencies run from A to L, with Level G+ indicating actual harm. 

Immediate Jeopardy (Levels J–L) triggers a 23-day termination track, while 

standard non-compliance risks daily Civil Monetary Penalties (CMPs), a 

mandatory DPNA at 3 months, and automatic termination at 6 months. 

• Administrators have 10 calendar days from receiving Form CMS-2567 to 

submit a Plan of Correction (PoC). The plan must omit all resident/staff 
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names, systematically address the root breakdown, outline monitoring 

procedures, and designate a responsible manager. 

Section 6: Conclusion 
Throughout this course, we have deconstructed the dense, multi-layered 

environment of federal regulations that dictates our daily operational reality. From 

the historical landmark of OBRA ’87 to the comprehensive 2016 sweeping reforms 

of 42 CFR Part 483, the message from federal and state oversight bodies is 

unmistakable: compliance is not a ceiling; it is our baseline. 

As licensed administrators, the true test of leadership is recognizing that these 

regulations do not exist in departmental silos. They are deeply interconnected 

threads of a singular systemic fabric designed to safeguard the vulnerable 

populations in our care. For instance, maintaining sufficient staffing under §483.35 

directly underpins your facility's capacity to prevent burnout, minimize errors, and 

uphold vital abuse prevention mandates. At the same time, implementing an 

effective, data-driven training program ensures that your floor staff can actively 

deliver the high-level person-centered care required by federal standards. 

Ultimately, melding behavioral health tracking with aggressive pharmaceutical 

oversight protects residents from unnecessary chemical interventions while 

insulating your license from devastating F-tags. 

Long-term care leadership is an incredibly demanding role where your license is 

on the line every single day. As we have emphasized, our regulatory landscape 

does not reward good intentions—it rewards objective, bulletproof 

documentation. When a negative outcome occurs on the floor, the survey process 

routinely presumes facility failure unless your interdisciplinary team can 

conclusively prove unavoidability through a flawless clinical record. 
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To move your facility from a defensive, reactionary posture into a state of year-

round survey readiness, you must operationalize specific proactive strategies. 

First, step out from behind the desk and be visible on the floor during high-

velocity care hours, such as morning routines, mealtimes, and evening tuck-ins, to 

verify that assignment sheets match actual resident acuity. Second, treat your 

facility assessment as a living, breathing blueprint that actively dictates your 

budgetary, scheduling, and training decisions. Finally, close the loop on 

recommendations by ensuring that consultant pharmacist monthly reviews and 

Infection Preventionist surveillance reports are aggressively acted upon, rather 

than filed away in an administrative binder. 

Ultimately, your role as an administrator is to translate these complex federal 

mandates into the daily culture and habits of the people running the floor. When 

your dietary aides, housekeeping staff, charge nurses, and CNAs understand the 

larger rationale behind their documentation and protocols, compliance stops 

being a high-stress, survey-week performance and becomes an everyday 

standard. 

Thank you for your dedication to professional development and operational 

excellence. Take these insights back to your building, empower your 

interdisciplinary team, protect your professional license, and continue leading 

your facility with the vigilance and dignity our residents deserve. 
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