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Survey Preparedness: 

Mitigating Risk & 

Addressing Deficiencies
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Director of Quality and Regulatory Affairs

Maine Health Care Association

Skilled nursing facilities (S/NFs) are required to be in 

compliance with the requirements in 

42 CFR Part 483, Subpart B

to receive payment under the Medicare or Medicaid 

programs. 

Compliance is determined through the 

survey process. 2
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CMS’ Role in Survey & Certification

→Monitoring, surveillance, & overall administrative 

control of the certification process including its 

financial aspects

→Establishing operational policy for the certification 

process

→Conveying operational instructions & official 

interpretations of policy to the State Agencies (SA) & 

the CMS regional offices (ROs)
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Regional Offices

▪ Provide liaison, direction, & technical 

assistance to SAs

▪ Interpret CMS guidelines, policies, & 

procedures

5

▪ Make final determinations of provider & supplier eligibility

▪ Assemble information

▪ Evaluate the performance of State agencies (SAs) 

State Agencies

Authorized to perform numerous other functions under a 

blanket clause of its SA agreement, by special agreement, 

or by statute. 

These include:

▪ Identifying Prospective Payment System (PPS) excluded 

institutions

▪ Participating on validation surveys of accredited 

entities

▪ Monitoring proficiency testing

▪ Directing data entry 6
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CLIA
The Clinical Laboratory Improvement Amendments of 1988 (CLIA) 

established quality standards for all laboratory testing to 

ensure the accuracy, reliability & timeliness of resident test 

results regardless of where the test was performed. 7

Certification

Certification is a 

recommendation made by the 

State Agency (SA) on the 

compliance of providers & 

suppliers with the conditions 

of participation, requirements, 

&/or conditions of coverage.

8

7

8



6/21/2021

5

Federal Certification

Federal certification is not State 

licensure. A State license permits a 

provider or supplier to be a hospital or 

nursing home in a particular state. 

Federal certification is determined only 

after the institution has been in 

operation for an initial short period of 

time without payment for its services. 

9

Types of Surveys

10

Standard Survey

Abbreviated Standard Survey

Extended Survey

Partial extended Survey

9
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Standard Survey

Periodic, resident-centered inspection.

A standard survey should be:

▫ Resident-centered

▫ Outcome-oriented

Based on the specific procedures detailed in the SOM, 

Appendix P, Survey Protocol for Long Term Care Facilities

11

A full tour of the 
facility

A case mix 
stratified sample of 

residents

The measuring of 
medical, nursing, 

rehabilitative care, 
dietary, nutrition, 
activities, social 

participation, 
sanitation, infection 
control, & physical 

environment

An audit of written 
plans of care & 

resident 
assessments to 
determine their 

accuracy & 
adequacy

A review of 
compliance 

with the 
residents' 

rights 
requirement

The Survey Structure

12
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Topic Areas of Survey
Dining & 

Kitchen 

Observation Kitchen

Medication 

Storage

Resident 

Council 

Meeting/Minutes

Beneficiary 

Protection 

Notification 

(ABN and NOMNC)

Infection 

Control

Medication 

Administration

QAA/QAPI Sufficient 

and Competent 

Staffing

1
Beneficiary Notification

The Main(e) Focus

14

[FFS Medicare beneficiaries who were discharged from a 

Medicare covered Part A stay with benefit days 

remaining in the past 6 months prior to the survey]

[F582]

13
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2
Dining & Kitchen Observation

The Main(e) Focus

15

Determines whether staff are using proper handling, 

proper hygienic practices and providing a home-like 

dining environment.

[F561, 584,675, 676, 677, 692, 804, 806, 807, 808, 810, 

811, 812, 880, 920, 948]  

3
Infection Control

The Main(e) Focus

16

The infection prevention and control program (IPCP) must 

be facility-wide and include all departments and 

contracted services. Specific care area concerns are 

evaluated under the specific care area.

[F880, 881, 882, 883, 885, 886, and 887]  

15

16



6/21/2021

9

4
Kitchen

The Main(e) Focus

17

Brief kitchen tour with observations focused on practices 

that might indicate potential for foodborne illness. This 

will refer to the current FDA Food Code as needed

[F800, 801, 802, 803, 804, 805, 812, 813, 908, 925]  

5
Medication Administration

The Main(e) Focus

18

Medication observations of various routes of 

administration -- oral, enteral, intravenous (IV), 

intramuscular (IM), subcutaneous (SQ), topical, 

ophthalmic, and a minimum (not maximum) of 25 medication 

opportunities. 

[F658, 755, 758, 759, 760, 761, 880]  
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6
Medication Storage

The Main(e) Focus

19

Medications in medication rooms, carts, boxes, and 

refrigerators were maintained within:

• Secured (locked) locations, accessible only to designated staff;

• Clean and sanitary conditions; and

• Maintain temperatures in accordance with manufacturer specifications 

and monitor according to national guidelines

[F602, 755, 761, 880]  

7
QAA/QAPI

The Main(e) Focus

20

For every systemic issue identified and validated during 

the survey, determine if the QAA committee also has 

identified the issue and made a “Good Faith Attempt” to 

correct it. 

[F865, 867,868]  

19
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8
Resident Council

The Main(e) Focus

21

“[Name of facility] is inspected periodically by a team from the [Name of 

State Survey Agency] to ensure that residents receive

quality care. While we are here, we make observations, review the nursing 

home’s records, and talk to the residents and family

members or friends who can help us understand what it’s like to live in 

this nursing home. We appreciate that you are taking the

time to talk with us. We would like to know more about the Resident 

Council and interactions of the group and staff.”

[F585, 563, 565, 600, 725, 809]  

9
Sufficient & Competent Staffing

The Main(e) Focus

22

Sufficient and competent nursing staff 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. 

[F725, 726, 727, 728, 729, 730, 731, 732, 741, 838]  

21
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General Critical Element 

Pathway 

Does staff consistently implement the care-

planned interventions? What is the 

resident’s response to interventions? Is the 

resident’s response as intended? 

23

Abbreviated Standard 

Survey

The timing, scope, duration, & conduct of a complaint 

investigation are at the discretion of the SA. An 

exception is made for complaints that involve allegations 

of immediate jeopardy to resident health & safety & 

complaints that allege actual harm. 

24

23
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42 CFR 401, Subpart B (Confidentiality & 

Disclosure)

Public Right 

to Know

25

Scope and Severity

The Main(e) Focus

26

25
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• Immediate Jeopardy to Resident Health or 

Safety (Level 4)

• Actual Harm that is not Immediate Jeopardy 

(Level 3)

• No Actual Harm with Potential for More than 

Minimal Harm that is not Immediate Jeopardy 

(Level 2)

• No Actual Harm with Potential for Minimal 

Harm (Level 1)

▪ The severity levels are referred to as Levels 1-

4.

As you move from 

left to right the 

deficiency impacts a 

greater number of 
residents.

27
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3
Final Determination

The Main(e) Focus

30

29
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Plan of Correction

Realistic in terms of time 

frames

Specific to the nature of the 

deficiencies

Date by which deficiencies 

will be corrected

31

Components of a POC

32

Address how the 
facility will correct 
the deficiency as it 

relates to the 
individual.

Address how the 
facility will act to 
protect residents 

in similar 
situations.

Address what 
measures will be 
put into place or 

systemic changes 
made to ensure 
that the problem 
does not recur.

Indicate how the 
facility will monitor 
its performance to 

make sure that 
solutions are 

sustained.

The plan of 
correction must 
provide dates 

when corrective 
action will be 
completed.

31
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Next Steps
▪ Failure to submit may result in immediate 

imposition of remedies. 

▪ Serves as the facility's allegation of compliance 

in non-immediate jeopardy situations.

▪ State will conduct a revisit anytime between the 

last correction date on the plan of correction & 

the 60th day from the survey to confirm that the 

facility is in compliance.

33

Writing a Plan of 

Correction
▪ What corrective actions(s) will be accomplished for those 

residents found to have been affected by the deficient 

practice; 

▪ How you will identify other residents having the potential to 

be affected by the same deficient practice and what corrective 

action will be taken; What measures will be put in place or 

what systemic changes will you make to ensure that the 

deficient practice does not recur; 

▪ How the corrective actions(s) will be monitored to ensure 

deficient practice will not recur, i.e., what quality 

assurance program will be put into practice. 

▪ The date for correction and the title of the person 

responsible for correction of deficiency. 34

33
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What are your Corrective 

Action(s)

▪ State specifically what you did or plan 

to do.

▪ Reflect specific changes made based on 

deficiency cited 

▪ Examples …

▫ Care plan reviewed and revised as needed 

▫ Pressure ulcer re-assessed and treatment 

changed

35

How you’ll identify other 

potential affected persons

▪ Are all residents potentially affected? 

▪ Are specific residents affected? 

▪ Keep the scope as narrow as possible 

▪ Examples… 

▫ Residents requiring pressure ulcer care 

Residents using oxygen 

▫ Residents wearing splints 

▫ Residents receiving “prn” medications

36

35
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Ways to identify other 

residents

▪ Conduct… 
▫ Medical record audits 

▫ Observations 

▫ Interviews 

▫ Computer report review 

▫ MDS review 

▫ Care plan review

37

What measures will be put 

in place?
▪ Policy and procedure reviewed and revised

▪ In-service staff 

▪ Re-educate 

▪ Competency created or revised 

▪ Audit tool created or revised 

▫ Caution…Be specific to the deficiency 

▫ Be cautious of language that implies 

guilt i.e. disciplined, corrected
38

37
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How will you monitor the 

actions
Addresses how the QA committee will oversee the 

deficient practice

▫ Audits conducted 

● how often

▫ Measurable

● Frequency and quantity

● Monthly etc.

● 10 percent of… 

▫ When will this be presented in QA meeting

39

Consider…
“This plan of correction constitutes our 

written allegation of compliance for the 

deficiencies cited. However, submission of 

this plan of correction is not an admission 

that a deficiency exists or that one was 

cited correctly. This plan of correction is 

submitted to meet requirements established 

by state and federal law.”

40
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1
IDR: 
Informal Dispute Resolution

The Main(e) Focus

41

Requesting an IDR

In writing and within the 10-calendar day 

period allotted for submitting an 

acceptable plan of correction.

42

41
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Example!

43

New Resident in past 8 hours who is 
morbidly obese

Staff member double padded resident 
for night shift

Resident put call bell on to be 
changed. Staff member told resident 

they don’t change people at night

At 6am new CNA arrived. Resident was 
tearful explaining to new CNA how night 

staff member did not change her

Facility cited with a G level deficiency

Severity Level 3 indicates noncompliance that 

results in actual harm and can include but may 

not be limited to clinical compromise, decline, 

or the resident’s inability to maintain and/or 

reach his/her highest practicable well-being.

Examples of negative psychosocial outcomes as a 

result of the facility’s noncompliance

may include but are not limited to:

-Decline in former social patterns 

-Persistent depressed 

-Social withdrawal; 

-Loss of interest or ability to experience 

or feel pleasure

-Expressions of feelings of worthlessness

-Markedly diminished ability to think 

-Recurrent thoughts of death (not just fear 

of dying) or statements without 

an intent to act 

(e.g., “I wish I were 

dead” or “my 

family would be better off 

without me”).

44
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IDR Response from Facility

45

Thank you for 

all you do!
ANY QUESTIONS?

You can find me at:

Danielle Watford, MSIO, MS, CMQ-OE

dwatford@mehca.org

207-623-1146 46
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