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INVESTIGATIVE PROTOCOL
ACTIVITIES
Objective
To determine if the facility has provided an ongoing program of activities designed to
accommodate the individual resident’s interests and help enhance her/his physical, mental and
psychosocial well-being, according to her/his comprehensive resident assessment.
Use
Use this procedure for each sampled resident to determine through interview, observation and
record review whether the facility is in compliance with the regulation.
Procedures
Briefly review the comprehensive assessment and interdisciplinary care plan to guide
observations to be made.
1. Observations
Observe during various shifts in order to determine if staff are consistently implementing those
portions of the comprehensive plan of care related to activities. Determine if staff take into
account the resident’s food preferences and restrictions for activities that involve food, and
provide ADL assistance and adaptive equipment as needed during activities programs. For a
resident with personal assistive devices such as glasses or hearing aides, determine if these
devices are in place, glasses are clean, and assistive devices are functional.
For a resident whose care plan includes group activities, observe if staff inform the resident of
the activities program schedule and provide timely transportation, if needed, for the resident to
attend in-facility activities and help the resident access transportation to out-of-facility and
community activities.
Determine whether the facility provides activities that are compatible with the resident’s known
interests, needs, abilities and preferences. If the resident is in group activity programs, note if the
resident is making attempts to leave, or is expressing displeasure with, or sleeping through, an
activity program. If so, determine if staff attempted to identify the reason the resident is
attempting to leave, and if they addressed the resident’s needs. Determine whether the group
activity has been adapted for the resident as needed and whether it is “person appropriate.”
NOTE: If you observe an activity that you believe would be age inappropriate for most
residents, investigate further to determine the reason the resident and staff selected this
activity. The National Alzheimer’s Association has changed from endorsing the idea of
“age-appropriate” activities to promoting “person-appropriate” activities. In general,
surveyors should not expect to see the facility providing dolls or stuffed animals for

most residents, but some residents are attached to these items and should be able to
continue having them available if they prefer.
Regarding group activities in common areas, determine if the activities are occurring in rooms
that have sufficient space, light, ventilation, equipment and supplies. Sufficient space includes
enough space for residents to participate in the activity and space for a resident to enter and leave
the room without having to move several other residents. Determine if the room is sufficiently
free of extraneous noise, such as environmental noises from mechanical equipment and staff
interruptions.
For a resident who is involved in individual activities in her/his room, observe if staff have
provided needed assistance, equipment and supplies. Observe if the room has sufficient light and
space for the resident to complete the activity.
2. Interviews
Resident/Representative Interview. Interview the resident, family or resident representative as
appropriate to identify their involvement in care plan development, defining the approaches and
goals that reflect the resident’s preferences and choices. Determine:


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



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



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



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



Whether planned activity programs usually occur as scheduled (instead of being
cancelled repeatedly); and,



Whether the resident desires activities that the facility does not provide.

If the resident has expressed any concerns, determine if the resident has discussed these with
staff and, if so, what was the staff’s response.
Activity Staff Interview
Interview activities staff as necessary to determine:



The resident’s program of activities and related goals;



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



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



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



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



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



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

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


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



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



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



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

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


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



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



Helps the resident access his/her funds in order to participate in desired activities that
require money, such as attending concerts, plays, or restaurant dining events.

Nurse Interview
Interview a nurse who supervises CNAs who work with the resident to determine how nursing
staff:


Assist the resident in participating in activities of choice by:
o Coordinating schedules for ADLs, medications, and therapies, to the extent
possible, to maximize the resident’s ability to participate;
o Making nursing staff available to assist with activities in and out of the facility;

3.



If the resident is refusing to participate in activities, how they try to identify and address
the reasons; and



Coordinate the resident’s activities participation when activities staff are not available to
provide care planned activities.

Record Review

Assessment
Review the RAI, activity documentation/notes, social history, discharge information from a
previous setting, and other interdisciplinary documentation that may contain information
regarding the resident’s activity interests, preferences and needed adaptations.
Compare information obtained by observation of the resident and interviews with staff and the
resident/responsible party (as possible), to the information in the resident’s record, to help
determine if the assessment accurately and comprehensively reflects the resident’s status.
Determine whether staff have identified:


Longstanding interests and customary routine, and how the resident’s current physical,
mental, and psychosocial health status affects her/his choice of activities and her/his
ability to participate;



Specific information about how the resident prefers to participate in activities of interest
(for example, if music is an interest, what kinds of music; does the resident play an

instrument; does the resident have access to music to which she/he likes to listen; and can
the resident participate independently, such as inserting a CD into a player);


Any significant changes in activity patterns before or after admission;



The resident’s current needs for special adaptations in order to participate in desired
activities (e.g., auditory enhancement or equipment to help compensate for physical
difficulties such as use of only one hand);



The resident’s needs, if any, for time-limited participation, such as a short attention span
or an illness that permits only limited time out of bed;



The resident’s desired daily routine and availability for activities; and



The resident’s choices for group, one-to-one, and self-directed activities.

Comprehensive Care Planning
Review the comprehensive care plan to determine if that portion of the plan related to activities
is based upon the goals, interests, and preferences of the resident and reflects the comprehensive
assessment. Determine if the resident’s care plan:


Includes participation of the resident (if able) or the resident’s representative;



Considers a continuation of life roles, consistent with resident preferences and functional
capacity;



Encourages and supports the development of new interests, hobbies, and skills;



Identifies activities in the community, if appropriate;



Includes needed adaptations that address resident conditions and issues affecting
activities participation; and



Identifies how the facility will provide activities to help the resident reach the goal(s) and
who is responsible for implementation (e.g., activity staff, CNAs, dietary staff).

If care plan concerns are noted, interview staff responsible for care planning regarding the
rationale for the current plan of care.
Care Plan Revision
Determine if the staff have evaluated the effectiveness of the care plan related to activities and
made revisions, if necessary, based upon the following:



Changes in the resident’s abilities, interests, or health;



A determination that some aspects of the current care plan were unsuccessful (e.g., goals
were not being met);



The resident refuses, resists, or complains about some chosen activities;



Changes in time of year have made some activities no longer possible (e.g., gardening
outside in winter) and other activities have become available; and



New activity offerings have been added to the facility’s available activity choices.

For the resident who refused some or all activities, determine if the facility worked with the
resident (or representative, as appropriate) to identify and address underlying reasons and offer
alternatives.
DETERMINATION OF COMPLIANCE (Task 6, Appendix P)
Synopsis of Regulation (F248)
This requirement stipulates that the facility’s program of activities should accommodate the
interests and well-being of each resident. In order to fulfill this requirement, it is necessary for
the facility to gain awareness of each resident’s activity preferences as well as any current
limitations that require adaptation in order to accommodate these preferences.
Criteria for Compliance
The facility is in compliance with this requirement if they:


Recognized and assessed for preferences, choices, specific conditions, causes and/or
problems, needs and behaviors;



Defined and implemented activities in accordance with resident needs and goals;



Monitored and evaluated the resident’s response; and



Revised the approaches as appropriate.

If not, cite at F248.
Noncompliance for Tag F248
After completing the Investigative Protocol, analyze the information gained in order to determine
whether noncompliance with the regulation exists. Activities (F248) is an outcome-oriented
requirement in that compliance is determined separately for each resident sampled. The survey
team’s review of the facility’s activities program is conducted through a review of the
individualization of activities to meet each resident’s needs and preferences. For each sampled

resident for whom activities participation was reviewed, the facility is in compliance if they have
provided activities that are individualized to that resident’s needs and preferences, and they have
provided necessary adaptations to facilitate the resident’s participation. Noncompliance with
F248 may look like, but is not limited to the following:
The facility does not have an activity program and does not offer any activities to the
resident;


A resident with special needs does not receive adaptations needed to participate in
individualized activities;



Planned activities were not conducted or designed to meet the resident’s care plan;

Potential Tags for Additional Investigation
During the investigation of the provision of care and services related to activities, the surveyor
may have identified concerns with related outcome, process and/or structure requirements. The
surveyor is cautioned to investigate these related requirements before determining whether
noncompliance may be present. Some examples of requirements that should be considered
include the following (not all inclusive):


42 CFR 483.10(e), F164, Privacy and Confidentiality
o Determine if the facility has accommodated the resident’s need for privacy for
visiting with family, friends, and others, as desired by the resident.



42 CFR 483.10(j)(1) and (2), F172, Access and Visitation Rights
o Determine if the facility has accommodated the resident’s family and/or other
visitors (as approved by the resident) to be present with the resident as much as
desired, even round-the-clock.



42 CFR 483.15(b), F242, Self-Determination and Participation
o Determine if the facility has provided the resident with choices about aspects of
her/his life in the facility that are significant to the resident.



42 CFR 483.15(e)(1), F246, Accommodation of Needs
o Determine if the facility has provided reasonable accommodation to the resident’s
physical environment (room, bathroom, furniture, etc.) to accommodate the
resident’s individual needs in relation to the pursuit of individual activities, if any.



42 CFR 483.15(f)(2), F249, Qualifications of the Activities Director

o Determine if a qualified activities director is directing the activities program.


42 CFR 483.15(g)(1), F250, Social Services
o Determine if the facility is providing medically-related social services related to
assisting with obtaining supplies/equipment for individual activities (if any), and
assisting in meeting the resident’s psychosocial needs related to activity choices.



43 CFR 483.20(b)(1), F272, Comprehensive Assessment
o Determine if the facility assessed the resident’s activity needs, preferences, and
interests specifically enough so that an individualized care plan could be
developed.



43 CFR 483.20(k)(1), F279, Comprehensive Care Plan
o Determine if the facility developed specific and individualized activities goals and
approaches as part of the comprehensive care plan, unless the resident is
independent in providing for her/his activities without facility intervention.



43 CFR 483.20(k)(2), F280, Care Plan Revision
o Determine whether the facility revised the plan of care as needed with input of the
resident (or representative, as appropriate).



43 CFR 483.30(a), F353, Sufficient Staff
o Determine if the facility had qualified staff in sufficient numbers to assure the
resident was provided activities based upon the comprehensive assessment and
care plan.



43 CFR 483.70(g), F464, Dining and Activities Rooms
o Determine if the facility has provided sufficient space to accommodate the
activities and the needs of participating residents and that space is well lighted,
ventilated, and adequately furnished.



43 CFR 483.75(g), F499, Staff Qualifications
o Determine if the facility has employed sufficient qualified professional staff to
assess residents and to develop and implement the activities approaches of their
comprehensive care plans.

DEFICIENCY CATEGORIZATION (See SOM Appendix P, Part IV)

Surveyors should be mindful of the elevated risk of psychosocial harm associated with the
regulation at tag F248 that may lead to noncompliance, and consider this during their
investigation.
Once the team has completed their investigation, analyzed the data, reviewed the regulatory
requirements, and identified any deficient practice(s) that demonstrate that noncompliance with
the regulation at F248 exists, the team must determine the scope and severity of each deficiency,
based on the resultant harm or potential for harm to the resident.
The survey team must consider the potential for both physical and psychosocial harm when
determining the scope and severity of deficiencies related to activities.
See also the Psychosocial Outcome Severity Guide and Investigative Protocol in Appendix P,
Part IV, Section E for additional information on evaluating the severity of psychosocial
outcomes.

F250
(Rev.)

§483.15(g) Social Services
§483.15(g)(1) The facility must provide medically-related social services to attain or
maintain the highest practicable physical, mental, and psychosocial well-being of each
resident.
Intent §483.15(g)
To assure that sufficient and appropriate social service are provided to meet the resident’s needs.
Interpretive Guidelines §483.15(g)(1)
Regardless of size, all facilities are required to provide for the medically related social services
needs of each resident. This requirement specifies that facilities aggressively identify the need
for medically-related social services, and pursue the provision of these services. It is not
required that a qualified social worker necessarily provide all of these services. Rather, it is the
responsibility of the facility to identify the medically-related social service needs of the resident
and assure that the needs are met by the appropriate disciplines.
“Medically-related social services” means services provided by the facility’s staff to assist
residents in maintaining or improving their ability to manage their everyday physical, mental,
and psychosocial needs. These services might include, for example:


Making arrangements for obtaining needed adaptive equipment, clothing, and
personal items;



Maintaining contact with facility (with resident’s permission) to report on changes in
health, current goals, discharge planning, and encouragement to participate in care
planning;



Assisting staff to inform residents and those they designate about the resident’s health
status and health care choices and their ramifications;



Making referrals and obtaining services from outside entities (e.g., talking books,
absentee ballots, community wheelchair transportation);



Assisting residents with financial and legal matters (e.g., applying for pensions,
referrals to lawyers, referrals to funeral homes for preplanning arrangements);



Discharge planning services (e.g., helping to place a resident on a waiting list for
community congregate living, arranging intake for home care services for residents
returning home, assisting with transfer arrangements to other facilities);



Providing or arranging provision of needed counseling services;



Through the assessment and care planning process, identifying and seeking ways to
support residents’ individual needs;



Promoting actions by staff that maintain or enhance each resident’s dignity in full
recognition of each resident’s individuality;



Assisting residents to determine how they would like to make decisions about their
health care, and whether or not they would like anyone else to be involved in those
decisions;



Finding options that most meet the physical and emotional needs of each resident;



Providing alternatives to drug therapy or restraints by understanding and
communicating to staff why residents act as they do, what they are attempting to
communicate, and what needs the staff must meet;



Meeting the needs of residents who are grieving; and



Finding options which most meet their physical and emotional needs

Factors with a potentially negative effect on physical, mental, and psychosocial well being
include an unmet need for:


Dental /denture care;



Podiatric care;



Eye Care;



Hearing services



Equipment for mobility or assistive eating devices; and



Need for home-like environment, control, dignity, privacy

Where needed services are not covered by the Medicaid State plan, nursing facilities are still
required to attempt to obtain these services. For example, if a resident requires transportation
services that are not covered under a Medicaid state plan, the facility is required to arrange these
services. This could be achieved, for example, through obtaining volunteer assistance.
Types of conditions to which the facility should respond with social services by staff or referral
include:


Lack of an effective family/support system;



Behavioral symptoms;



If a resident with dementia strikes out at another resident, the facility should evaluate
the resident’s behavior. For example, a resident may be re-enacting an activity he or
she used to perform at the same time everyday. If that resident senses that another is
in the way of his re-enactment, the resident may strike out at the resident impeding
his or her progress. The facility is responsible for the safety of any potential resident
victims while it assesses the circumstances of the residents behavior);



Presence of a chronic disabling medical or psychological condition (e.g., multiple
sclerosis, chronic obstructive pulmonary disease, Alzheimer’s disease,
schizophrenia);



Depression



Chronic or acute pain;



Difficulty with personal interaction and socialization skills;



Presence of legal or financial problems



Abuse of alcohol or other drugs;



Inability to cope with loss of function;



Need for emotional support;



Changes in family relationships, living arrangements, and/or resident’s condition or
functioning; and



A physical or chemical restraint.



For residents with or who develop mental disorders as defined by the “Diagnostic and
Statistical Manual for Mental Disorders (DSM-IV),” see §483.45, F406.

Probes: §483.15(g)(1)
For residents selected for a comprehensive or focused review as appropriate:


How do facility staff implement social services interventions to assist the resident in
meeting treatment goals?



How do staff responsible for social work monitor the resident’s progress in improving
physical, mental and psychosocial functioning? Has goal attainment been evaluated
and the care plan changed accordingly?



How does the care plan link goals to psychosocial functioning/well-being?



Have the staff responsible for social work established and maintained relationships
with the resident’s family or legal representative?



[NFs] What attempts does the facility make to access services for Medicaid recipients
when those services are not covered by a Medicaid State Plan?

Look for evidence that social services interventions successfully address residents’ needs and
link social supports, physical care, and physical environment with residents’ needs and
individuality.
For sampled residents, review the appropriate sections of the current MDS.
DEFICIENCY CATEGORIZATION (See SOM Appendix P, Part IV)
Surveyors should be mindful of the elevated risk of psychosocial harm associated with the
regulation at tag F250 that may lead to noncompliance, and consider this during their
investigation.
Once the team has completed their investigation, analyzed the data, reviewed the regulatory
requirements, and identified any deficient practice(s) that demonstrate that noncompliance with
the regulation at F250 exists, the team must determine the scope and severity of each deficiency,
based on the resultant harm or potential for harm to the resident.
The survey team must consider the potential for both physical and psychosocial harm when
determining the scope and severity of deficiencies related to social services.

See also the Psychosocial Outcome Severity Guide and Investigative Protocol in Appendix P,
Part IV, Section E for additional information on evaluating the severity of psychosocial
outcomes.
______________________________________________________________________________

F310
(Rev. 70, Issued: 01-07-11, Effective: 10-01-10 Implementation: 10-01-10)
§483.25(a)(1) A resident’s abilities in activities of daily living do not diminish unless
circumstances of the individual’s clinical condition demonstrate that diminution was
unavoidable. This includes the resident’s ability to -(i)
(ii)
(i)
(iv)
(v)

Bathe, dress, and groom;
Transfer and ambulate;
Toilet;
Eat; and
Use speech, language, or other functional communication systems.

Interpretive Guidelines §483.25(a)
The mere presence of a clinical diagnosis, in itself, justify a decline in a resident’s ability to
perform ADLs. Conditions which may demonstrate unavoidable diminution in ADLs include:


The natural progression of the resident’s disease;



Deterioration of the resident’s physical condition associated with the onset of a
physical or mental disability while receiving care to restore or maintain functional
abilities; and



The resident’s or his/her surrogate’s or representative’s refusal of care and treatment
to restore or maintain functional abilities after aggressive efforts by the facility to
counsel and/or offer alternatives to the resident, surrogate, or representative. Refusal
of such care and treatment should be documented in the clinical record. Determine
which interventions were identified on the care plan and/or could be in place to
minimize or decrease complications. Note also that depression is a potential cause of
excess disability and, where appropriate, therapeutic interventions should be initiated.

Appropriate treatment and services includes all care provided to residents by employees,
contractors, or volunteers of the facility to maximize the individual’s functional abilities. This
includes pain relief and control, especially when it is causing a decline or a decrease in the
quality of life of the resident.
If the survey team identifies a pattern of deterioration in ADLs, i.e., a number of residents have
deteriorated in more than one ADL or a number of residents have deteriorated in only one ADL

(one in bathing, one in eating, one in toileting) and it is determined there is deficient practice,
cite at F310.
For evaluating a resident’s ADLs and determining whether a resident’s abilities have declined,
improved or stayed the same within the last twelve months, use the following definitions as
specified in the State’s RAI:
Independent – Resident completed activity with no help or oversight every time during the
7-day look-back period.
Supervision – Oversight, encouragement or cueing provided 3 or more times during the last
7 days.
Limited Assistance - Resident highly involved in activity and received physical help in
guided maneuvering of limb(s) or other non-weight bearing assistance 3 or more times
during the last 7-days.
Extensive Assistance - While resident performed part of activity over the last 7 days, help of
following type(s) was provided 3 or more times;
a. Weight-bearing support provided 3 or more times; or
b. Full staff performance of activity during part (but not all) of last 7 days.
Total Dependence - Full staff performance of an activity with no participation by resident
for any aspect of the ADL activity. Resident was unwilling or unable to perform any part
of the activity over entire 7-day look-back period.
§483.25(a)(1)(i) Bathing, Dressing, Grooming
Interpretive Guidelines §483.25(a)(1)(i)
“Bathing” means how resident takes full-body bath, sponge bath, and transfers in/out of
tub/shower. Exclude washing of back and hair.
“Dressing” means how resident puts on, fastens, and takes off all items of clothing, including
donning/removing prosthesis.
“Grooming” means how resident maintains personal hygiene, including preparatory activities,
combing hair, brushing teeth, shaving, applying make-up, washing/drying face, hands and
perineum. Exclude baths and showers.

BATHING, DRESSING, GROOMING
Procedures: §483.25(a)(1)(i)

For each sampled resident selected for the comprehensive review or the focused review, as
appropriate, determine:
1. Whether the resident’s ability to bathe, dress and/or groom has changed since admission,
or over the past 12 months;
2. Whether the resident’s ability to bathe, dress and groom has improved, declined or stayed
the same;
3. Whether any deterioration or lack of improvement was avoidable or unavoidable by:
4. Identifying if resident triggers CAAs for ADL functional/rehabilitation potential.
a. What risk factors for decline of bathing, dressing, and/or grooming abilities did
the facility identify?
b. What care did the resident receive to address unique needs to maintain his/her
bathing, dressing, and/or grooming abilities (e.g., resident needs a button hook to
button his shirt; staff teaches the resident how to use it; staff provides resident
with dementia with cues that allow him/her to dress him or herself)?
c. Were individual objectives of the plan of care periodically evaluated, and if the
objectives were not met, were alternative approaches developed to encourage
maintenance of bathing, dressing, and/or grooming abilities (e.g., resident now
unable to button dress, even with encouragement; will ask family if we may use
velcro in place of buttons so resident can continue to dress herself)?
Probes: §483.25(a)(1)(i)
If the resident’s abilities in bathing, dressing, and grooming have been maintained, what
evidence is there that the resident could have improved if appropriate treatment and services
were provided:


Identify relevant sections of the MDS and consider whether assessment triggers the
CAAs and the CAA process was followed.



Are there physical and psychosocial deficits that could affect improvement in
functional abilities?



Was the care plan driven by resident strengths identified in the comprehensive
assessment?



Was the care plan consistently implemented?



What changes were made in treatment if the resident failed to progress or when initial
rehabilitation goals were achieved, but additional progress might have been possible?

TRANSFER AND AMBULATION
§483.25(a)(1)(ii)
Interpretive Guidelines: §483.25(a)(1)(ii)
“Transfer” means how resident moves between surfaces - to/from: bed, chair, wheelchair,
standing position. (Exclude to/from bath/toilet.)
“Ambulation” means how resident moves between locations in his/her room and adjacent
corridor on same floor. If in wheelchair, self-sufficiency once in chair.
Procedures: §483.25(a)(1)(ii)
Determine for each resident selected for a comprehensive review, or a focused review as
appropriate, whether the resident’s ability to transfer and ambulate has declined, improved or
stayed the same and whether any deterioration or decline in function was avoidable or
unavoidable.
Probes: §483.25(a)(1)(ii)
If the resident’s transferring and ambulating abilities have declined, what evidence is there that
the decline was unavoidable:


What risk factors for decline of transferring or ambulating abilities did the facility
identify (e.g., necrotic area of foot ulcer becoming larger, postural hypotension)?



What care did the resident receive to address risk factors and unique needs to
maintain transferring or ambulating abilities (e.g., a transfer board is provided to
maintain ability to transfer from bed to wheelchair and staff teaches the resident how
to use it)?



What evidence is there that sufficient staff time and assistance are provided to
maintain transferring and ambulating abilities?



Has resident been involved in activities that enhance mobility skills?



Were individual objectives of the plan of care periodically evaluated, and if goals
were not met, were alternative approaches developed to encourage maintenance of
transferring and ambulation abilities (e.g., resident remains unsteady when using a
cane, returns to walker, with staff encouraging the walker’s consistent use)?



Identify if resident triggers CAAs for ADL functional/rehabilitation potential,
psychosocial well-being, or mood state and the CAA process is followed.

If the resident’s abilities in transferring and ambulating have been maintained, is there evidence
that the resident could have improved if appropriate treatment and services were provided?


Are there physical and psychosocial deficits that could affect improvement in
functional abilities?



Was the care plan driven by resident strengths identified in the comprehensive
assessment?



Was the care plan consistently implemented? What changes were made in treatment
if the resident failed to progress or when initial rehabilitation goals were achieved, but
additional progress seemed possible?

TOILETING
§483.25(a)(1)(ii)
Interpretive Guidelines: §483.25(a)(1)(iii)
“Toilet use” means how the resident uses the toilet room (or commode, bedpan, urinal); transfers
on/off the toilet, cleanses self, changes pad, manages ostomy or catheter, adjusts clothes.
Procedures: §483.25(a)(1)(iii)
Determine for each resident selected for a comprehensive review, or focused review as
appropriate, whether the resident’s ability to use the toilet has improved, declined or stayed the
same and whether any deterioration or decline in improvement was avoidable or unavoidable.
Probes: §483.25(a)(1)(iii)
If the resident’s toilet use abilities have declined, what evidence is there that the decline was
unavoidable.


What risk factors for the decline of toilet use abilities did the facility identify (e.g.,
severe arthritis in hands makes use of toilet paper difficult)?



What care did resident receive to address risk factors and unique needs to maintain
toilet use abilities (e.g., assistive devices to maintain ability to use the toilet such as
using a removable elevated toilet seat or wall grab bar to facilitate rising from seated
position to standing position)?



Is there sufficient staff time and assistance provided to maintain toilet use abilities
(e.g., allowing residents enough time to use the toilet independently or with limited
assistance)?



Were individual objectives of the plan of care periodically evaluated, and if
objectives were not met, were alternative approaches developed to encourage
maintaining toilet use abilities (e.g., if resident has not increased sitting stability, seek
occupational therapy consult to determine the need for therapy to increase sitting
balance, ability to transfer safely and manipulate clothing during the toileting process.
For residents with dementia, remind periodically to use the toilet)?



Identify if resident triggers CAAs for urinary incontinence, and ADL
functional/rehabilitation potential and the CAA process was used to assess causal
factors for decline or potential for decline or lack of improvement.

If the resident’s toilet use abilities have been maintained, what evidence is there that the resident
could have improved if appropriate treatment and services were provided?


Are there physical and psychosocial deficits that could affect improvement in
functional abilities?



Was the care plan driven by resident strengths identified in the comprehensive
assessment?



Was the care plan consistently implemented? What changes were made to treatment
if the resident failed to progress or when initial rehabilitation goals were achieved, but
additional progress seemed possible?



Identify if resident triggers CAAs for mood state and psychosocial well-being.

EATING
§483.25(a)(1)(iv)
Interpretive Guidelines: §483.25(a)(1)(iv)
“Eating” means how resident ingests and drinks (regardless of self-feeding skill).
Procedures: §483.25(a)(1)(iv)
Determine for each resident selected for a comprehensive review, or focused review, as
appropriate, whether the resident’s ability to eat or eating skills has improved, declined, or stayed
the same and whether any deterioration or lack of improvement was avoidable or unavoidable.
If the resident’s eating abilities have declined, is there any evidence that the decline was
unavoidable?
1. What risk factors for decline of eating skills did the facility identify?
a. A decrease in the ability to chew and swallow food

b. Deficit in neurological and muscular status necessary for moving food onto a
utensil and into the mouth
c. Oral health status affecting eating ability
d. Depression or confused mental state
2. What care did the resident receive to address risk factors and unique needs to maintain
eating abilities?
a. Assistive devices to improve resident’s grasp or coordination;
b. Seating arrangements to improve sociability;
c. Seating in a calm, quiet setting for residents with dementia.
3. Is there sufficient staff time and assistance provided to maintain eating abilities (e.g.,
allowing residents enough time to eat independently or with limited assistance)?
4. Identify if resident triggers CAAs for ADL functional/rehabilitation potential, feeding
tubes, and dehydration/fluid maintenance, and the CAA process was used to assess causal
reasons for decline, potential for decline or lack of improvement.
5. Were individual objectives of the plan of care periodically evaluated, and if the objectives
were not met, were alternative approaches developed to encourage maintaining eating
abilities?
Probes: §483.25(a)(1)(iv)
If the resident’s eating abilities have been maintained, what evidence is there that the resident
could have improved if appropriate treatment and services were provided:


Are there physical and psychosocial deficits that could affect improvement in
functional abilities?



Was the care plan driven by resident strengths identified in the comprehensive
assessment?



Was the care plan consistently implemented? What changes are made to treatment if
the resident failed to progress or when initial rehabilitation goals were achieved, but
additional progress seemed possible?

Interpretive Guidelines: §483.25(a)(1)(v)

“Speech, language or other functional communication systems” is defined as the ability to
effectively communicate requests, needs, opinions, and urgent problems; to express emotion, to
listen to others and to participate in social conversation whether in speech, writing, gesture or a
combination of these (e.g., a communication board or electronic augmentative communication
device).
USE OF SPEECH, LANGUAGE, OR OTHER FUNCTIONAL COMMUNCATION
SYSTEMS
§483.25(a)(1)(v)
Procedures: §483.25(a)(1)(v)
Determine for each resident selected for a comprehensive review, or focused review, as
appropriate, if resident’s ability to communicate has declined, improved or stayed the same and
whether any deterioration or lack of improvement was avoidable or unavoidable.
Identify if resident triggers CAAs for communication, psychosocial well-being, mood state, and
visual function, and if the CAA process was used to assess causal factors for decline, potential
for decline or lack of improvement.
Probes: §483.25(a)(1)(v)
If the resident’s communication abilities have diminished, is there any evidence that the decline
was unavoidable:


What risk factors for decline of communication abilities did the facility identify and
how did they address them (e.g., dysarthria, poor fitting dentures, few visitors, poor
relationships with staff, Alzheimer’s disease)?



Has the resident received audiologic and vision evaluation? If not, did the resident
refuse such services? (See also §483.10(b)(4).)



What unique resident needs and risk factors did the facility identify (e.g., does the
resident have specific difficulties in transmitting messages, comprehending messages,
and/or using a variety of communication skills such as questions and commands; does
the resident receive evaluation and training in the use of assistive devices to increase
and/or maintain writing skills)?



What care does the resident receive to improve communication abilities (e.g.,nurse
aides communicate in writing with deaf residents or residents with severe hearing
problems; practice exercises with residents receiving speech-language pathology
services; increase number of resident’s communication opportunities; non-verbal
means of communication; review of the effect of medications on communication
ability)?



Is there sufficient staff time and assistance provided to maintain communication
abilities?



Were individual objectives of the plan of care periodically evaluated, and if the
objectives were not met, were alternative approaches developed to encourage
maintenance of communication abilities (e.g., if drill-oriented therapy is frustrating
the resident, a less didactic approach should be attempted)?

Probes: §483.25(a)(1)(v)
If the resident’s speech, language, and other communication abilities have been maintained, what
evidence is there that the resident could have improved if appropriate treatment and services
were provided:


Are there physical and psychosocial deficits that could affect improvement in
functional abilities?



Was the care plan driven by resident strengths identified in the comprehensive
assessment?



Was the care plan consistently implemented?



What changes were made to treatment if the resident failed to progress or when initial
rehabilitation goals were achieved, but additional progress seemed possible?

DEFICIENCY CATEGORIZATION (See SOM Appendix P, Part IV)
Surveyors should be mindful of the elevated risk of psychosocial harm associated with the
regulation at tag F310 that may lead to noncompliance, and consider this during their
investigation.
Once the team has completed their investigation, analyzed the data, reviewed the regulatory
requirements, and identified any deficient practice(s) that demonstrate that noncompliance with
the regulation at F310 exists, the team must determine the scope and severity of each deficiency,
based on the resultant harm or potential for harm to the resident.
The survey team must consider the potential for both physical and psychosocial harm when
determining the scope and severity of deficiencies related to activities of daily living.
See also the Psychosocial Outcome Severity Guide and Investigative Protocol in Appendix P,
Part IV, Section E for additional information on evaluating the severity of psychosocial
outcomes.
______________________________________________________________________________

F320
(Rev.)
§483.25(f)(2)
(2) A resident whose assessment did not reveal a mental or psychosocial adjustment
difficulty 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 such a pattern is unavoidable.
Procedures §483.25(f)(2)
For sampled residents whose assessment did not reveal a mental or psychosocial adjustment
difficulty, but who display decreased social interaction or increased withdrawn, angry, or
depressed behaviors, determine, as appropriate, was this behavior unavoidable.
Probes: §483.25(f)(2)


Did the facility attempt to evaluate whether this behavior was attributable to organic
causes or other risk factors not associated with adjusting to living in the nursing
facility?



What care did the resident receive to maintain his/her mental or psychosocial
functioning?



Were individual objectives of the plan of care periodically evaluated, and if progress
was not made in reducing, maintaining, or increasing behaviors that assist the resident
to have his/her needs met, were alternative treatment approaches developed to
maintain mental or psychosocial functioning?



Identify if resident triggers CAAs for behavior problem, cognitive loss/dementia, and
psychosocial well-being. Consider whether the CAA process was used to assess
causal factors for decline, potential for decline or lack of improvement.



Did the facility use the CAA process for behavior problems, cognitive loss/dementia,
and psychosocial well-being to assess why the behaviors or change in mental or
psychosocial functioning was occurring?

DEFICIENCY CATEGORIZATION (See SOM Appendix P, Part IV)
Surveyors should be mindful of the elevated risk of psychosocial harm associated with the
regulation at tag F320 that may lead to noncompliance, and consider this during their
investigation.

Once the team has completed their investigation, analyzed the data, reviewed the regulatory
requirements, and identified any deficient practice(s) that demonstrate that noncompliance with
the regulation at F320 exists, the team must determine the scope and severity of each deficiency,
based on the resultant harm or potential for harm to the resident.
The survey team must consider the potential for both physical and psychosocial harm when
determining the scope and severity of deficiencies related to mental and psychosocial
adjustment.
See also the Psychosocial Outcome Severity Guide and Investigative Protocol in Appendix P,
Part IV, Section E for additional information on evaluating the severity of psychosocial
outcomes.
_____________________________________________________________________

F353
§483.30 Nursing Services
The facility must have sufficient nursing staff to provide nursing and related services to
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.
Intent §483.30
To assure that sufficient qualified nursing staff are available on a daily basis to meet residents’
needs for nursing care in a manner and in an environment which promotes each resident’s
physical, mental and psychosocial well-being, thus enhancing their quality of life.
Procedures §483.30
§483.30(a) and (b) are to be reviewed during the standard survey whenever quality of care
problems have been discovered (see Appendix P, Survey Protocol, Task 4, for further
information and Task 5C for the investigative protocol to complete this review). In addition,
fully review requirements of nursing services during an extended survey or when a waiver of RN
and/or licensed nurse (RN/LPN) staffing has been requested or granted. Except as licensed
nursing personnel are specifically required by the regulation (e.g., an RN for 8 consecutive hours
a day, 7 days a week), the determination of sufficient staff will be made based on the staff’s
ability to provide needed care to residents that enable them to reach their highest practicable
physical, mental and psychosocial well-being. The ability to meet the requirements of §§483.13,
483.15(a), 483.20, 483.25 and 483.65 determines sufficiency of nurse staffing.

§483.30(a) Sufficient Staff

§483.30(a)(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 (c) of this section, licensed nurses; and
(ii) other nursing personnel.
§483.30(a)(2) Except when waived under paragraph (c) of this section, the facility must
designate a licensed nurse to serve as a charge nurse on each tour of duty.
For Interpretive Guidelines and Probes on §483.30(a) see Tag F354
DEFICIENCY CATEGORIZATION (See SOM Appendix P, Part IV)
Surveyors should be mindful of the elevated risk of psychosocial harm associated with the
regulation at tag F353 that may lead to noncompliance, and consider this during their
investigation.
Once the team has completed their investigation, analyzed the data, reviewed the regulatory
requirements, and identified any deficient practice(s) that demonstrate that noncompliance with
the regulation at F353 exists, the team must determine the scope and severity of each deficiency,
based on the resultant harm or potential for harm to the resident.
The survey team must consider the potential for both physical and psychosocial harm when
determining the scope and severity of deficiencies related to sufficient staffing. See also the
Psychosocial Outcome Severity Guide and Investigative Protocol in Appendix P, Part IV, Section
E for additional information on evaluating the severity of psychosocial outcomes.

Clarification of Terms
“Anger” refers to an emotion caused by the frustrated attempts to attain a goal, or in response to
hostile or disturbing actions such as insults, injuries, or threats that do not come from a feared
source.1
“Apathy” refers to a marked indifference to the environment; lack of a response to a situation;
lack of interest in or concern for things that others find moving or exciting; absence or
suppression of passion, emotion, or excitement.2
“Anxiety” refers to the apprehensive anticipation of future danger or misfortune accompanied by
a feeling of distress, sadness, or somatic symptoms of tension. Somatic symptoms of tension
may include, but are not limited to, restlessness, irritability, hyper-vigilance, an exaggerated
startle response, increased muscle tone, and teeth grinding. The focus of anticipated danger may
be internal or external.3
“Dehumanization” refers to the deprivation of human qualities or attributes such as
individuality, compassion, or civility.4 Dehumanization is the outcome resulting from having
been treated as an inanimate object or as having no emotions, feelings, or sensations.
“Depressed mood” (which does not necessarily constitute clinical depression) is indicated by
negative statements; self-deprecation; sad facial expressions; crying and tearfulness; withdrawal
from activities of interest; and/or reduced social interactions.5 Some residents such as those with
moderate or severe cognitive impairment may be more likely to demonstrate nonverbal
symptoms of depression.
“Humiliation” refers to a feeling of shame due to being embarrassed, disgraced, or depreciated.
Some individuals lose so much self-esteem through humiliation that they become depressed.6

PSYCHOSOCIAL OUTCOME SEVERITY GUIDE
The following are levels of negative psychosocial outcomes that developed, continued, or
worsened as a result of the facility’s noncompliance. This Guide is only to be used once the
survey team has determined noncompliance at a regulatory requirement. The survey team must
have established a connection between the noncompliance and a negative psychosocial outcome
to the resident as evidenced by observations, record review, and/or interviews with residents,
their representatives, and/or staff.
Areas where the survey team may more likely see psychosocial outcomes when citing a
particular deficiency include, but are not limited to, F221/F222, Physical and Chemical
Restraints; F223 Abuse; F224 Mistreatment, Neglect, Misappropriation; F225 Investigate and
Report Allegations of Abuse; F226 Abuse and Neglect Policies; F241, Dignity; F246,
Accommodation of Needs; F248, Activities; F279, Comprehensive Care Plans; F280, Right to
Participate in Care Planning; F309, Quality of Care (pain, dementia care); F319,
Treatment/Services for Mental/Psychosocial Functioning; F320, No Behavior Difficulties Unless
Unavoidable; and F329, Drug Regimen is Free From Unnecessary Drugs. While the survey
team may find negative psychosocial outcomes related to any of the regulations, these areas may
be more susceptible to a negative psychosocial outcome or contain a psychosocial element that
may be greater in severity than the physical outcome.
Severity Level 4 Considerations: Immediate Jeopardy to Resident Health or Safety
Immediate Jeopardy is a situation in which the facility’s noncompliance with one or more
requirements of participation:


Has allowed/caused/resulted in, or is likely to allow/cause /result in serious injury, harm,
impairment, or death to a resident; and



Requires immediate correction, as the facility either created the situation or allowed the
situation to continue by failing to implement preventative or corrective measures.

Examples of negative psychosocial outcomes as a result of the facility’s noncompliance may
include but are not limited to:


Suicidal ideation/thoughts and preoccupation (with a plan) or suicidal attempt (active or
passive) such as trying to jump from a high place, throwing oneself down a flight of
stairs, refusing to eat or drink in order to kill oneself.



Engaging in self-injurious behavior that is likely to cause serious injury, harm,
impairment, or death to the resident (e.g., banging head against wall).



Sustained and intense crying, moaning, screaming, or combative behavior.



Expressions (verbal and/or non-verbal) of severe, unrelenting, excruciating, and
unrelieved pain; pain has become all-consuming and overwhelms the resident.



Recurrent (i.e., more than isolated or fleeting) debilitating fear/anxiety that may be
manifested as panic, immobilization, screaming, and/or extremely aggressive or agitated
behavior(s) (e.g., trembling, cowering) in response to an identifiable situation (e.g.,
approach of a specific staff member).



Ongoing, persistent expression of dehumanization or humiliation in response to an
identifiable situation, that persists regardless of whether the precipitating event(s) has
ceased and has resulted in a potentially life-threatening consequence.



Expressions of anger at an intense and sustained level that has caused or is likely to cause
serious injury, harm, impairment, or death to self or others.

Severity Level 3 Considerations: Actual Harm that is not Immediate Jeopardy
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:


Significant decline in former social patterns that does not rise to a level of immediate
jeopardy.



Persistent depressed mood7,8,9 that may be manifested by verbal and nonverbal symptoms
such as:
o Social withdrawal; irritability; anxiety; hopelessness; tearfulness; crying;
moaning;
o Loss of interest or ability to experience or feel pleasure nearly every day for much
of the day;
o Psychomotor agitation10 (e.g., inability to sit still, pacing, hand-wringing, or
pulling or rubbing of the skin, clothing, or other objects), accompanied by a
bothered or sad expression;
o Psychomotor retardation (e.g., slowed speech, thinking, and body movements;
increased pauses before answering);
o Verbal agitation11 (e.g., repeated requests for help, groaning, sighing, or other
repeated verbalizations), accompanied by sad facial expressions;
o Expressions of feelings of worthlessness or excessive guilt nearly every day (not
merely self-reproach or guilt about being sick or needing care);

o Markedly diminished ability to think or concentrate;
o 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”).


Expressions (verbal and/or non-verbal) of persistent pain or physical distress (e.g.,
itching, thirst) that has compromised the resident’s functioning such as diminished level
of participation in social interactions and/or ADLs, intermittent crying and moaning,
weight loss and/or diminished appetite. Pain or physical distress has become a central
focus of the resident’s attention, but it is not all-consuming or overwhelming (as in
Severity Level 4).



Chronic or recurrent fear/anxiety that has compromised the resident’s well-being and that
may be manifested as avoidance of the fear-inducing situation(s) or person(s);
preoccupation with fear; resistance to care and/or social interaction; moderate aggressive
or agitated behavior(s) related to fear; sleeplessness due to fear; and/or verbal expressions
of fear. Expressions of fear/anxiety are not to the level of panic and immobilization (as
in Severity Level 4).



Ongoing, persistent feeling and/or expression of dehumanization or humiliation that
persists regardless of whether the precipitating, dehumanizing event(s) or situation(s) has
ceased. The feelings of dehumanization and humiliation have not resulted in a lifethreatening consequence.



Apathy and social disengagement such as listlessness; slowness of response and thought
(psychomotor retardation); lack of interest or concern especially in matters of general
importance and appeal, resulting from facility noncompliance.



Sustained distress (e.g., agitation indicative of under stimulation as manifested by
fidgeting; restlessness; repetitive verbalization of not knowing what to do, needing to go
to work, and/or needing to find something).



Anger that has caused aggression that could lead to injuring self or others. Verbal
aggression can be manifested by threatening, screaming, or cursing; physical aggression
can be manifested by self-directed responses or hitting, shoving, biting, and scratching
others.

Severity Level 2 Considerations: No Actual Harm with Potential for More Than Minimal
Harm that is Not Immediate Jeopardy
Severity Level 2 indicates noncompliance that results in a resident outcome of no more than
minimal discomfort and/or has the potential to compromise the resident's ability to maintain or
reach his or her highest practicable level of well-being. The potential exists for greater harm to
occur if interventions are not provided.

Examples of negative psychosocial outcomes as a result of the facility’s noncompliance may
include but are not limited to:


Intermittent sadness, as reflected in facial expression and/or demeanor, tearfulness,
crying, or verbal/vocal agitation (e.g., repeated requests for help, moaning, and sighing).



Feelings and/or complaints of discomfort or moderate pain. The resident may be irritable
and/or express discomfort.



Fear/anxiety that may be manifested as expressions or signs of minimal discomfort (e.g.,
verbal expressions of fear/anxiety; pulling away from a feared object or situation) or has
the potential, not yet realized, to compromise the resident’s well-being.



Feeling of shame or embarrassment without a loss of interest in the environment and the
self.



Complaints of boredom and/or reports that there is nothing to do, accompanied by
expressions of periodic distress that do not result in maladaptive behaviors (e.g., verbal or
physical aggression).



Verbal or nonverbal expressions of anger that did not lead to harm to self or others.

Severity Level 1 Considerations: No Actual Harm with Potential for Minimal Harm
Severity Level 1 is not an option because any facility practice that results in a reduction of
psychosocial well-being diminishes the resident’s quality of life. The deficiency is, therefore, at
least a Severity Level 2 because it has the potential for more than minimal harm.
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