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•

CMS is committed to taking critical steps to ensure America’s health care facilities
and clinical laboratories are prepared to respond to the threat of the COVID-19.

•

Guidance for Infection Control and Prevention of COVID-19 - CMS is providing
additional guidance to nursing homes to help them improve their infection control and
prevention practices to prevent the transmission of COVID-19, including revised guidance
for visitation.

•

Coordination with the Centers for Disease Control (CDC) and local public health
departments - We encourage all nursing homes to monitor the CDC website for
information and resources and contact their local health department when needed (CDC
Resources for Health Care Facilities: https://www.cdc.gov/coronavirus/2019ncov/healthcare-facilities/index.html).

Background
The Centers for Medicare & Medicaid Services (CMS) is responsible for ensuring the health and
safety of nursing home residents by enforcing the standards required to help each resident attain
or maintain their highest level of well-being. In light of the recent spread of COVID-19, we are
providing additional guidance to nursing homes to help control and prevent the spread of the
virus.
Guidance
Facility staff should regularly monitor the CDC website for information and resources (links
below). They should contact their local health department if they have questions or suspect a
resident of a nursing home has COVID-19. Per CDC, prompt detection, triage and isolation of
potentially infectious residents are essential to prevent unnecessary exposures among residents,
healthcare personnel, and visitors at the facility. Therefore, facilities should continue to be
vigilant in identifying any possible infected individuals. Facilities should consider frequent

monitoring for potential symptoms of respiratory infection as needed throughout the day.
Furthermore, we encourage facilities to take advantage of resources that have been made
available by CDC and CMS to train and prepare staff to improve infection control and
prevention practices. Lastly, facilities should maintain a person-centered approach to care. This
includes communicating effectively with residents, resident representatives and/or their family,
and understanding their individual needs and goals of care.
Facilities experiencing an increased number of respiratory illnesses (regardless of suspected
etiology) among patients/residents or healthcare personnel should immediately contact their local
or state health department for further guidance.
In addition to the overarching regulations and guidance, we’re providing the following
information about some specific areas related to COVID-19:
Guidance for Limiting the Transmission of COVID-19 for Nursing Homes
For ALL facilities nationwide:
Facilities should restrict visitation of all visitors and non-essential health care personnel, except
for certain compassionate care situations, such as an end-of-life situation. In those cases,
visitors will be limited to a specific room only. Facilities are expected to notify potential visitors
to defer visitation until further notice (through signage, calls, letters, etc.). Note: If a state
implements actions that exceed CMS requirements, such as a ban on all visitation through a
governor’s executive order, a facility would not be out of compliance with CMS’ requirements.
In this case, surveyors would still enter the facility, but not cite for noncompliance with visitation
requirements.
For individuals that enter in compassionate situations (e.g., end-of-life care), facilities should
require visitors to perform hand hygiene and use Personal Protective Equipment (PPE), such as
facemasks. Decisions about visitation during an end of life situation should be made on a case by
case basis, which should include careful screening of the visitor (including clergy, bereavement
counselors, etc.) for fever or respiratory symptoms. Those with symptoms of a respiratory
infection (fever, cough, shortness of breath, or sore throat) should not be permitted to enter the
facility at any time (even in end-of-life situations). Those visitors that are permitted, must wear a
facemask while in the building and restrict their visit to the resident’s room or other location
designated by the facility. They should also be reminded to frequently perform hand hygiene.
Exceptions to restrictions:
• Health care workers: Facilities should follow CDC guidelines for restricting access to
health care workers found at https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidancerisk-assesment-hcp.html. This also applies to other health care workers, such as hospice
workers, EMS personnel, or dialysis technicians, that provide care to residents. They
should be permitted to come into the facility as long as they meet the CDC guidelines for
health care workers. Facilities should contact their local health department for
questions, and frequently review the CDC website dedicated to COVID-19 for health
care professionals (https://www.cdc.gov/coronavirus/2019-nCoV/hcp/index.html).
• Surveyors: CMS and state survey agencies are constantly evaluating their surveyors to
ensure they don’t pose a transmission risk when entering a facility. For example,
surveyors may have been in a facility with COVID-19 cases in the previous 14 days, but
because they were wearing PPE effectively per CDC guidelines, they pose a low risk to
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transmission in the next facility, and must be allowed to enter. However, there are
circumstances under which surveyors should still not enter, such as if they have a fever.
Additional guidance:
1. Cancel communal dining and all group activities, such as internal and external group
activities.
2. Implement active screening of residents and staff for fever and respiratory symptoms.
3. Remind residents to practice social distancing and perform frequent hand hygiene.
4. Screen all staff at the beginning of their shift for fever and respiratory symptoms. Actively
take their temperature and document absence of shortness of breath, new or change in
cough, and sore throat. If they are ill, have them put on a facemask and self-isolate at home.
5. For individuals allowed in the facility (e.g., in end-of-life situations), provide instruction,
before visitors enter the facility and residents’ rooms, provide instruction on hand hygiene,
limiting surfaces touched, and use of PPE according to current facility policy while in the
resident’s room. Individuals with fevers, other symptoms of COVID-19, or unable to
demonstrate proper use of infection control techniques should be restricted from entry.
Facilities should communicate through multiple means to inform individuals and nonessential health care personnel of the visitation restrictions, such as through signage at
entrances/exits, letters, emails, phone calls, and recorded messages for receiving calls.
6. Facilities should identify staff that work at multiple facilities (e.g., agency staff, regional or
corporate staff, etc.) and actively screen and restrict them appropriately to ensure they do
not place individuals in the facility at risk for COVID-19.
7. Facilities should review and revise how they interact vendors and receiving supplies, agency
staff, EMS personnel and equipment, transportation providers (e.g., when taking residents to
offsite appointments, etc.), and other non-health care providers (e.g., food delivery, etc.), and
take necessary actions to prevent any potential transmission. For example, do not have
supply vendors transport supplies inside the facility. Have them dropped off at a dedicated
location (e.g., loading dock). Facilities can allow entry of these visitors if needed, as long as
they are following the appropriate CDC guidelines for Transmission-Based Precautions.
8. In lieu of visits, facilities should consider:
a) Offering alternative means of communication for people who would otherwise visit,
such as virtual communications (phone, video-communication, etc.).
b) Creating/increasing listserv communication to update families, such as advising to
not visit.
c) Assigning staff as primary contact to families for inbound calls, and conduct regular
outbound calls to keep families up to date.
d) Offering a phone line with a voice recording updated at set times (e.g., daily) with the
facility’s general operating status, such as when it is safe to resume visits.
9. When visitation is necessary or allowable (e.g., in end-of-life scenarios), facilities should
make efforts to allow for safe visitation for residents and loved ones. For example:
a) Suggest refraining from physical contact with residents and others while in the
facility. For example, practice social distances with no hand-shaking or hugging, and
remaining six feet apart.
b) If possible (e.g., pending design of building), creating dedicated visiting areas (e.g.,
“clean rooms”) near the entrance to the facility where residents can meet with
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visitors in a sanitized environment. Facilities should disinfect rooms after each
resident-visitor meeting.
c) Residents still have the right to access the Ombudsman program. Their access should
be restricted per the guidance above (except in compassionate care situations),
however, facilities may review this on a case by case basis. If in-person access is not
available due to infection control concerns, facilities need to facilitate resident
communication (by phone or other format) with the Ombudsman program or any
other entity listed in 42 CFR § 483.10(f)(4)(i).
10. Advise visitors, and any individuals who entered the facility (e.g., hospice staff), to monitor
for signs and symptoms of respiratory infection for at least 14 days after exiting the facility.
If symptoms occur, advise them to self-isolate at home, contact their healthcare provider, and
immediately notify the facility of the date they were in the facility, the individuals they were
in contact with, and the locations within the facility they visited. Facilities should
immediately screen the individuals of reported contact, and take all necessary actions based
on findings.
When should nursing homes consider transferring a resident with suspected or confirmed
infection with COVID-19 to a hospital?
Nursing homes with residents suspected of having COVID-19 infection should contact their local
health department. Residents infected with COVID-19 may vary in severity from lack of
symptoms to mild or severe symptoms or fatality. Initially, symptoms may be mild and not
require transfer to a hospital as long as the facility can follow the infection prevention and
control practices recommended by CDC. Facilities without an airborne infection isolation room
(AIIR) are not required to transfer the resident assuming: 1) the resident does not require a
higher level of care and 2) the facility can adhere to the rest of the infection prevention and
control practices recommended for caring for a resident with COVID-19.
Please check the following link regularly for critical updates, such as updates to guidance for
using PPE: https://www.cdc.gov/coronavirus/2019-ncov/infection-control/controlrecommendations.html.
The resident may develop more severe symptoms and require transfer to a hospital for a higher
level of care. Prior to transfer, emergency medical services and the receiving facility should be
alerted to the resident’s diagnosis, and precautions to be taken including placing a facemask on
the resident during transfer. If the resident does not require hospitalization they can be
discharged to home (in consultation with state or local public health authorities) if deemed
medically and socially appropriate. Pending transfer or discharge, place a facemask on the
resident and isolate him/her in a room with the door closed.
When should a nursing home accept a resident who was diagnosed with COVID-19 from a
hospital?
A nursing home can accept a resident diagnosed with COVID-19 and still under TransmissionBased Precautions for COVID-19 as long as the facility can follow CDC guidance for
Transmission-Based Precautions. If a nursing home cannot, it must wait until these precautions
are discontinued. CDC has released Interim Guidance for Discontinuing Transmission-Based
Precautions or In-Home Isolation for Persons with Laboratory-confirmed COVID-19.
Information on the duration of infectivity is limited, and the interim guidance has been
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developed with available information from similar coronaviruses. CDC states that decisions to
discontinue Transmission-based Precautions in hospitals will be made on a case-by-case basis in
consultation with clinicians, infection prevention and control specialists, and public health
officials. Discontinuation will be based on multiple factors (see current CDC guidance for
further details).
Note: Nursing homes should admit any individuals that they would normally admit to their
facility, including individuals from hospitals where a case of COVID-19 was/is present.
Also, if possible, dedicate a unit/wing exclusively for any residents coming or returning
from the hospital. This can serve as a step-down unit where they remain for 14 days with
no symptoms (instead of integrating as usual on short-term rehab floor, or returning to
long-stay original room).
Other considerations for facilities:
• Review CDC guidance for Infection Prevention and Control Recommendations for
Patients with Confirmed Coronavirus Disease 2019:
https://www.cdc.gov/coronavirus/2019-ncov/infection-control/controlrecommendations.html
• Increase the availability and accessibility of alcohol-based hand rubs (ABHRs), reinforce
strong hand-hygiene practices, tissues, no touch receptacles for disposal, and facemasks
at healthcare facility entrances, waiting rooms, resident check-ins, etc.
o Ensure ABHR is accessible in all resident-care areas including inside and outside
resident rooms.
• Increase signage for vigilant infection prevention, such as hand hygiene and cough
etiquette.
• Properly clean, disinfect and limit sharing of medical equipment between residents and
areas of the facility.
• Provide additional work supplies to avoid sharing (e.g., pens, pads) and disinfect
workplace areas (nurse’s stations, phones, internal radios, etc.).
Will nursing homes be cited for not having the appropriate supplies?
CMS is aware of that there is a scarcity of some supplies in certain areas of the country. State
and Federal surveyors should not cite facilities for not having certain supplies (e.g., PPE such as
gowns, N95 respirators, surgical masks and ABHR) if they are having difficulty obtaining these
supplies for reasons outside of their control. However, we do expect facilities to take actions to
mitigate any resource shortages and show they are taking all appropriate steps to obtain the
necessary supplies as soon as possible. For example, if there is a shortage of ABHR, we expect
staff to practice effective hand washing with soap and water. Similarly, if there is a shortage of
PPE (e.g., due to supplier(s) shortage which may be a regional or national issue), the facility
should contact the local and state public health agency to notify them of the shortage, follow
national guidelines for optimizing their current supply, or identify the next best option to care for
residents. If a surveyor believes a facility should be cited for not having or providing the
necessary supplies, the state agency should contact the CMS Branch Office.
What other resources are available for facilities to help improve infection control and
prevention?
CMS urges providers to take advantage of several resources that are available:
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CDC Resources:
• Infection preventionist training: https://www.cdc.gov/longtermcare/index.html
• CDC Resources for Health Care Facilities: https://www.cdc.gov/coronavirus/2019ncov/healthcare-facilities/index.html
• CDC Updates: https://www.cdc.gov/coronavirus/2019-ncov/whats-new-all.html
• CDC FAQ for COVID-19: https://www.cdc.gov/coronavirus/2019-ncov/infectioncontrol/infection-prevention-control-faq.html
• Information on affected US locations: https://www.cdc.gov/coronavirus/2019-ncov/casesin-us.html

CMS Resources:
• Guidance for use of Certain Industrial Respirators by Health Care Personnel:
https://www.cms.gov/files/document/qso-20-17-all.pdf
• Long term care facility – Infection control self-assessment worksheet:
https://qsep.cms.gov/data/252/A._NursingHome_InfectionControl_Worksheet11-819508.pdf
• Infection control toolkit for bedside licensed nurses and nurse aides (“Head to Toe
Infection Prevention (H2T) Toolkit”): https://www.cms.gov/Medicare/ProviderEnrollment-and-Certification/SurveyCertificationGenInfo/LTC-CMP-Reinvestment
• Infection Control and Prevention regulations and guidance: 42 CFR 483.80, Appendix PP
of the State Operations Manual. See F-tag 880: https://www.cms.gov/Medicare/ProviderEnrollment-and-Certification/GuidanceforLawsAndRegulations/Downloads/AppendixPP-State-Operations-Manual.pdf
Contact: Email DNH_TriageTeam@cms.hhs.gov
NOTE: The situation regarding COVID-19 is still evolving worldwide and can change rapidly.
Stakeholders should be prepared for guidance from CMS and other agencies (e.g., CDC) to
change. Please monitor the relevant sources regularly for updates.
Effective Date: Immediately. This policy should be communicated with all survey and
certification staff, their managers and the State/Regional Office training coordinators
immediately.
/s/
David R. Wright
cc: Survey and Operations Group Management
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
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Center for Clinical Standards and Quality/Quality, Safety & Oversight Group
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March 9, 2020

TO:

State Survey Agency Directors

FROM:

Director
Quality, Safety & Oversight Group

SUBJECT:

Guidance for Infection Control and Prevention Concerning Coronavirus Disease
2019 (COVID-19) by Hospice Agencies
Memorandum Summary

CMS is committed to protecting American patients by ensuring health care facilities have
up-to-date information to adequately respond to COVID-19 concerns.
•

Coordination with the Centers for Disease Control and Prevention (CDC) and local
public health departments - We encourage all Hospice Agencies to monitor the CDC
website for updated information and resources and contact their local health department
when needed (CDC Resources for Health Care Facilities:
https://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/index.html).

•

Hospice Guidance and Actions - CMS regulations and guidance support Hospice
Agencies taking appropriate action to address potential and confirmed COVID cases and
mitigate transmission including screening, treatment, and transfer to higher level care
(when appropriate). This guidance applies to both Medicare and Medicaid providers.

Background
The Centers for Medicare & Medicaid Services (CMS) is committed to the protection of patients
and residents of healthcare facilities or homecare settings from the spread of infectious disease.
This memorandum responds to questions we have received and provides important guidance for
Hospice Agencies in addressing the COVID-19 outbreak and minimizing transmission to other
individuals.
Guidance
Hospice Agencies should regularly monitor the CDC website (see links below) for information
and contact their local health department when needed (https://www.cdc.gov/coronavirus/2019ncov/whats-new-all.html). Also, hospice agencies should be monitoring the health status of
patients, residents, visitors, volunteers, and staff under their care setting for signs or symptoms of
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COVID-19. Per CDC, prompt detection, triage and isolation of potentially infectious patients are
essential to prevent unnecessary exposures among patients, healthcare personnel, and visitors at
the facility. For exposed staff, hospice agencies should consider frequent monitoring for potential
symptoms of COVID-19 as needed throughout the day.
In addition to the overarching regulations and guidance, we have provided the following
information (Frequently Asked Questions) about some specific areas related to COVID-19:
Guidance for Addressing COVID-19 in Hospices (In-patient units, nursing facilities,
assisted living, hospitals and home settings)
Which patients are at risk for severe disease from COVID-19?
Based upon CDC data, older adults, those with underlying chronic or life-limiting medical
conditions such as hospice patients are presumed to be at greater risk of poor outcomes when
infected with novel coronavirus.
Refer to the CDC guidance for people at higher risk: https://www.cdc.gov/coronavirus/2019ncov/specific-groups/high-risk-complications.html
How should providers screen visitors and patients for COVID-19 in a Hospice that
provides short-term inpatient care directly or in an inpatient unit of another facility?
Hospices should identify volunteers, visitors and patients at risk for having COVID-19 infection
before or immediately upon arrival to the inpatient unit. They should be asked about the
following:
1. International travel within the last 14 days to countries with sustained community
transmission. For updated information on affected countries visit:
https://www.cdc.gov/coronavirus/2019-ncov/travelers/index.html
2. Signs or symptoms of a respiratory infection, such as a fever, cough, and sore throat.
3. In the last 14 days, has had contact with someone with or under investigation for COVID19, or are ill with respiratory illness.
4. Residing in a community where community-based spread of COVID-19 is occurring.
For patients with respiratory symptoms, implement respiratory hygiene and cough etiquette (i.e.,
placing a facemask over the patient’s nose and mouth) and isolate the patient in a private room
with the door closed. If the patient cannot be immediately moved to an private location, ensure
they are not allowed to wait among other patients who reside in the inpatient unit. Identify a
separate, well-ventilated space that allows patients to be separated by 6 or more feet, with easy
access to respiratory hygiene supplies.
Medicare requires Hospice Agencies to provide appropriate medical supplies for respiratory
hygiene and cough etiquette, including 60%-95% alcohol-based hand sanitizer (ABHS), tissues,
no touch receptacles for disposal, facemasks, and tissues at healthcare facility entrances.
Inform infection prevention and control services, local and state public health authorities, and
other healthcare facility staff as appropriate about the presence of a person under investigation
Page 2 of 7

(PUI) for COVID-19. For hospice patients with symptoms, determination about whether or not
to conduct diagnostic testing versus presuming a positive COVID-19 diagnosis (based on his/her
symptoms and exposure) should be a decision among the patient, patient representative, hospice
agency and state and local public health authority. Additional guidance for evaluating patients in
U.S. for COVID-19 infection can be found on the CDC COVID-19 website.
How should hospice programs monitor or restrict health care staff or hospice volunteers?
The same screening performed for patients and visitors should be performed for hospice staff and
volunteers.
• Health care providers (HCP) and volunteers who have signs and symptoms of a respiratory
infection should not report to work.
• Anyone that develop signs and symptoms of a respiratory infection while on-the-job,
should:
o Immediately stop work, put on a facemask, and self-isolate at home;
o Inform the hospice’s infection control manager/team to include information on
individuals, equipment, and locations the person came in contact with; and
o Contact and follow the local health department recommendations for next steps (e.g.,
testing, locations for treatment).
• Refer to the CDC guidance for exposures that might warrant restricting asymptomatic
healthcare personnel or volunteers from reporting to work
(https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html).
Hospices should contact their local health department for questions, and frequently review the
CDC website dedicated to COVID-19 for health care professionals
(https://www.cdc.gov/coronavirus/2019-nCoV/hcp/index.html).
When a hospice patient is in an inpatient unit, what are recommended infection prevention
and control practices, including considerations for patient placement, when evaluating and
care for a patient with known or suspected COVID-19?
Recommendations for patient placement and other detailed infection prevention and control
recommendations are available in the https://www.cdc.gov/coronavirus/2019-ncov/infectioncontrol/control-recommendations.html.
Consider, where appropriate allowing certain types of volunteer activities to be performed via
phone or other electronic devices to minimize risk of exposure in the event of a suspected or
positive COVID-19 case.
Do hospice patients with known or suspected COVID-19 infection require hospitalization?
Hospice patients and/or their families should carefully discuss care options with the hospice team
to ensure the goals and wishes of hospice patient are respected consistent with patient rights
requirements. Patients can be managed at home if the patient is stable, the environmental
exposure to COVID-19 to others in the household can be minimized, and if there are appropriate
infection control precautions made and PPE available.
Patients whose symptoms are exacerbated by COVID-19 and cannot be adequately managed in
the home setting, should be transferred to a hospice inpatient unit. More information is available
here: https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-home-care.html.
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When is it safe to discontinue Transmission-based Precautions inpatient hospice patients
with COVID-19?
The decision to discontinue Transmission-Based Precautions for hospitalized patients with
COVID-19 should be made on a case-by-case basis in consultation with clinicians, infection
prevention and control specialists, and public health officials. This decision should consider
disease severity, illness signs and symptoms, and results of laboratory testing for COVID-19 in
respiratory specimens.
Currently, negative RT-PCR results from at least 2 consecutive sets of nasopharyngeal and throat
swabs collected at least 24 hours apart are needed before discontinuing Transmission-Based
Precautions. A total of four negative specimens are needed to meet this requirement.
More detailed information about criteria to discontinue Transmission-Based Precautions are
available here: https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalizedpatients.html.
When is it safe to discontinue in-home isolation for in home hospice patients with COVID19?
The decision should be made on a case-by-case basis in consultation with clinicians and public
health officials. This decision should consider disease severity, illness signs and symptoms, and
results of laboratory testing for COVID-19 in respiratory specimens
Guidance for discontinuation of in-home isolation precautions is the same as that to discontinue
Transmission-Based Precautions for hospitalized patients with COVID-19. For more
information, see: https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-in-homepatients.html
Considerations to discontinue in-home isolation include all of the following:
o
o
o

Resolution of fever, without use of antipyretic medication
Improvement in illness signs and symptoms
Negative results of an FDA Emergency Use Authorized molecular assay for
COVID-19 from at least two consecutive sets of paired nasopharyngeal and throat
swabs specimens collected ≥24 hours apart (total of four negative specimens—
two nasopharyngeal and two throat). See Interim Guidelines for Collecting,
Handling, and Testing Clinical Specimens from Patients Under Investigation
(PUIs) for 2019 Novel Coronavirus (2019-nCoV) for specimen collection
guidance.

Can hospices restrict visitation of patients (in-patient unit provided directly by the
hospice)?
Medicare regulations require a hospice to focus on preventing and controlling infections.
Hospices may have policies regarding the visitation rights of patients and may wish to set
clinical restrictions on visitation subject to patient’s rights. If the inpatient hospice is not
provided by the hospice itself (such as a hospital), that provider may have established additional
visitation restrictions associated with that setting to address COVID-19 transmission concerns.
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What are the considerations when caring for a hospice patient in their home?
For hospice patients with known or suspected COVID-19 who remain in their homes, there are a
number of infection prevention and control practices that should be followed. The CDC advises
the patient to stay home except to get medical care, separate yourself from other people and
animals in the home as much as possible (in a separate room with the door closed), call ahead
before visiting your doctor, and wear a facemask in the presence of others when out of the
patient room.
For everyone in the home, CDC advises covering coughs and sneezes followed by washing your
hands or using an alcohol-based hand rub, not sharing personal items (dishes, eating utensils,
bedding) with individuals with known or suspected COVID-19, cleaning all “high-touch”
surfaces everyday, and monitoring your symptoms. Please see:
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-prevent-spread.html
CMS regulations also require that hospice agencies provide the types of necessary supplies and
equipment required by the individualized plan of care. For a patient with COVID-19, this would
include supplies for respiratory hygiene and cough etiquette, including 60%-95% alcohol-based
hand sanitizer (ABHS). However, given supply shortages, State and Federal surveyors should
not cite hospice agencies for not providing certain supplies (e.g., personal protective equipment
(PPE) such as gowns, N95 respirators, surgical masks and alcohol-based hand rubs (ABHR)) if
they are having difficulty obtaining these supplies for reasons outside of their control. However,
we do expect providers/suppliers to take actions to mitigate any resource shortages and show
they are taking all appropriate steps to obtain the necessary supplies as soon as possible.
What Personal Protective Equipment should hospice staff routinely use when visiting the
home of a patient suspected of COVID-19 exposure or confirmed exposure?
If care provided to symptomatic patients who are confirmed or presumed to be COVID-19
positive is anticipated, then Hospice Agencies should refer to the CDC Interim Infection
Prevention and Control Recommendations for Patients with Confirmed Coronavirus Disease
2019 (COVID-19) or Persons Under Investigation for COVID-19 in Healthcare Settings:
https://www.cdc.gov/coronavirus/2019-ncov/infection-control/control- recommendations.html
Health care professionals who enter the room of a patient with known or suspected COVID-19
should adhere to Standard Precautions and use a facemask or respirator, gown, gloves, and eye
protection. When available, respirators (instead of facemasks) are preferred; they should be
prioritized for situations where respiratory protection is most important and the care of patients
with pathogens requiring Airborne Precautions (e.g., tuberculosis, measles, varicella).
What are the considerations for discharge to a subsequent care location for hospice
patients with COVID-19?
The decision should be made based on the clinical condition of the patient including careful
consultation with the patient, patient representatives and/or their family, and understanding their
individual needs and goals of care. If Transmission-Based Precautions must be continued in the
subsequent setting, the receiving facility must be able to implement all recommended infection
prevention and control recommendations. Be sure the transportation team is aware that the
patient has confirmed COVID-19.
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Although COVID-19 patients with mild symptoms may be managed at home, the decision to
discharge to home should consider the patient’s ability to adhere to isolation recommendations,
as well as the potential risk of secondary transmission to household members with
immunocompromising conditions. More information is available here:
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-home-care.html.

If hospice care is provided in a nursing home, we have advised nursing homes that hospice
workers should be allowed entry provided that hospice staff is following the appropriate CDC
guidelines for Transmission-Based Precautions, and using PPE properly.

Important CDC Resources:
CDC Resources for Health Care Facilities:
• CDC Resources for Health Care Facilities: https://www.cdc.gov/coronavirus/2019ncov/healthcare-facilities/index.html
• CDC Updates: https://www.cdc.gov/coronavirus/2019-ncov/whats-new-all.html
• CDC FAQ for COVID-19: https://www.cdc.gov/coronavirus/2019-ncov/infectioncontrol/infection-prevention-control-faq.html
• Strategies for Optimizing the Supply of N95 Respirators:
https://www.cdc.gov/coronavirus/2019-ncov/hcp/respiratorsstrategy/index.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus
%2F2019-ncov%2Fhcp%2Frespirator-supply-strategies.html
CDC Updates:
https://www.cdc.gov/coronavirus/2019-ncov/whats-new-all.html
Sign up for the newsletter to receive weekly emails about the coronavirus disease 2019 (COVID19) outbreak.
FDA Resources:
• Emergency Use Authorizations: https://www.fda.gov/medical-devices/emergencysituations-medical-devices/emergency-use-authorizations
CMS Resources:
Hospice Infection Control and Prevention regulations and guidance: 42 CFR 418.60, Infection
Control, Appendix M of the State Operations Manual, Infection Prevention and Control.
https://www.cms.gov/Regulations-andGuidance/Guidance/Manuals/downloads/som107ap_m_hospice.pdf.
Contact: Questions about this memorandum should be addressed to
QSOG_EmergencyPrep@cms.hhs.gov. Questions about COVID-19 guidance/screening criteria
should be addressed to the State Epidemiologist or other responsible state or local public health
officials in your state.
Effective Date: Immediately. This policy should be communicated with all survey and
certification staff, their managers and the State/Regional Office training coordinators
immediately.
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/s/
David R. Wright
cc: Survey and Operations Group Management
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CMS Announces New Visitor Restrictions
At 8:52 p.m. on March 13, CMS issued a revised memorandum related to visitor
restrictions in nursing homes which is effective immediately. This was alluded to earlier
today in a press conference where CMS Administrator Verma shared that visitation
would be restricted “to all visitors and non-essential personnel, with a few exceptions,
such as end-of-life personnel.”
New Directive on Visitors
In the new guidance, CMS directs ALL Facilities nationwide to restrict visitation
of all visitors and non-essential health care personnel, except for certain
compassionate care situations, such as an end-of-life situation. Facilities are
expected to communicate through multiple means to inform individuals and
nonessential health care personnel of the visitation restrictions, such as through
signage at entrances/exits, letters, emails, phone calls, and recorded messages for
receiving calls.
End-of-Life Care Exception
In cases of compassionate/end-of-life care, CMS specifies that visitors will be limited to
a specific room only and shall be required to perform hand hygiene and use Personal
Protective Equipment (PPE), such as facemasks. Decisions about visitation during an
end of life situation should be made on a case-by-case basis, which should include
careful screening of the visitor (including clergy, bereavement counselors, etc.) for fever
or respiratory symptoms. Those with symptoms of a respiratory infection (fever, cough,
shortness of breath, or sore throat) should not be permitted to enter the facility at any
time (even in end-of-life situations). Those visitors that are permitted must wear a
facemask while in the building and restrict their visit to the resident’s room or other
location designated by the facility. They should also be reminded to frequently perform
hand hygiene and suggest refraining from physical contact with residents and others
while in the facility.
Healthcare Workers
Facilities should follow CDC guidelines for restricting access to health care workers,
which also applies to other health care workers, such as hospice workers, EMS
personnel or dialysis technicians who provide care to residents. They should be
permitted to come into the facility as long as they meet the CDC guidelines for health
care workers. Note that the CMS revised visitation guidance seems to have been based
on the new CDC guidance released, which provides some additional guidance on
essential health care personnel as well.

Surveyors
CMS and state survey agencies are constantly evaluating their surveyors to ensure they
don’t pose a transmission risk when entering a facility. For example, surveyors may
have been in a facility with COVID-19 cases in the previous 14 days, but because they
were wearing PPE effectively per CDC guidelines, they pose a low risk to transmission
in the next facility and must be allowed to enter. However, there are circumstances
under which surveyors should still not enter, such as if they have a fever.
Other Key Directives from CMS
•
•

•

•

•

•

Cancel communal dining and all group activities, such as internal and external
group activities.
Screen all staff at the beginning of their shift for fever and respiratory symptoms.
Actively take their temperature and document absence of shortness of breath,
new or change in cough, and sore throat. If they are ill, have them put on a
facemask and self-isolate at home
Implement active screening of residents and staff for fever and respiratory
symptoms. Remind residents to practice social distancing and perform frequent
hand hygiene.
Facilities should identify staff that work at multiple facilities (e.g., agency staff,
regional or corporate staff, etc.) and actively screen and restrict them
appropriately to ensure they do not place individuals in the facility at risk for
COVID-19.
Residents still have the right to access the Ombudsman program. Their access
should be restricted except in compassionate care situations, however, facilities
may review this on a case by case basis. If in-person access is not available due
to infection control concerns, facilities need to facilitate resident communication
(by phone or other format) with the Ombudsman program or any other entity
listed in 42 CFR § 483.10(f)(4)(i).
Advise visitors, and any individuals who entered the facility (e.g., hospice staff),
to monitor for signs and symptoms of respiratory infection for at least 14 days
after exiting the facility. If symptoms occur, advise them to self-isolate at home,
contact their healthcare provider, and immediately notify the facility of the date
they were in the facility, the individuals they were in contact with, and the
locations within the facility they visited. Facilities should immediately screen the
individuals of reported contact, and take all necessary actions based on findings.

We encourage you to review the revised memorandum and CDC added
recommendations for infection control practices in nursing homes when planning to
implement these changes.
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PART 483—REQUIREMENTS FOR STATES AND LONG TERM CARE FACILITIES
Subpart B—Requirements for Long Term Care Facilities
§483.10 Resident rights.
(a) Residents rights. The resident has a right to a dignified existence, self-determination, and communication with and
access to persons and services inside and outside the facility, including those specified in this section.
(1) A facility must treat each resident with respect and dignity and care for each resident in a manner and in an
environment that promotes maintenance or enhancement of his or her quality of life, recognizing each resident's individuality.
The facility must protect and promote the rights of the resident.
(2) The facility must provide equal access to quality care regardless of diagnosis, severity of condition, or payment source.
A facility must establish and maintain identical policies and practices regarding transfer, discharge, and the provision of services
under the State plan for all residents regardless of payment source.
(b) Exercise of rights. The resident has the right to exercise his or her rights as a resident of the facility and as a citizen or
resident of the United States.
(1) The facility must ensure that the resident can exercise his or her rights without interference, coercion, discrimination, or
reprisal from the facility
(2) The resident has the right to be free of interference, coercion, discrimination, and reprisal from the facility in exercising
his or her rights and to be supported by the facility in the exercise of his or her rights as required under this subpart.
(3) In the case of a resident who has not been adjudged incompetent by the state court, the resident has the right to
designate a representative, in accordance with State law and any legal surrogate so designated may exercise the resident's
rights to the extent provided by state law. The same-sex spouse of a resident must be afforded treatment equal to that afforded
to an opposite-sex spouse if the marriage was valid in the jurisdiction in which it was celebrated.
(i) The resident representative has the right to exercise the resident's rights to the extent those rights are delegated to the
resident representative.
(ii) The resident retains the right to exercise those rights not delegated to a resident representative, including the right to
revoke a delegation of rights, except as limited by State law.
(4) The facility must treat the decisions of a resident representative as the decisions of the resident to the extent required
by the court or delegated by the resident, in accordance with applicable law.
(5) The facility shall not extend the resident representative the right to make decisions on behalf of the resident beyond the
extent required by the court or delegated by the resident, in accordance with applicable law.
(6) If the facility has reason to believe that a resident representative is making decisions or taking actions that are not in the
best interests of a resident, the facility shall report such concerns in the manner required under State law.
(7) In the case of a resident adjudged incompetent under the laws of a State by a court of competent jurisdiction, the rights
of the resident devolve to and are exercised by the resident representative appointed under State law to act on the resident's
behalf. The court-appointed resident representative exercises the resident's rights to the extent judged necessary by a court of
competent jurisdiction, in accordance with State law
(i) In the case of a resident representative whose decision-making authority is limited by State law or court appointment,
the resident retains the right to make those decision outside the representative's authority.
(ii) The resident's wishes and preferences must be considered in the exercise of rights by the representative.
https://www.ecfr.gov/cgi-bin/text-idx?SID=c2fd6afa9de889a1503a1855425e7f5c&mc=true&node=se42.5.483_110&rgn=div8
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(iii) To the extent practicable, the resident must be provided with opportunities to participate in the care planning process.
(c) Planning and implementing care. The resident has the right to be informed of, and participate in, his or her treatment,
including:
(1) The right to be fully informed in language that he or she can understand of his or her total health status, including but
not limited to, his or her medical condition.
(2) The right to participate in the development and implementation of his or her person-centered plan of care, including but
not limited to:
(i) The right to participate in the planning process, including the right to identify individuals or roles to be included in the
planning process, the right to request meetings and the right to request revisions to the person-centered plan of care.
(ii) The right to participate in establishing the expected goals and outcomes of care, the type, amount, frequency, and
duration of care, and any other factors related to the effectiveness of the plan of care.
(iii) The right to be informed, in advance, of changes to the plan of care.
(iv) The right to receive the services and/or items included in the plan of care.
(v) The right to see the care plan, including the right to sign after significant changes to the plan of care.
(3) The facility shall inform the resident of the right to participate in his or her treatment and shall support the resident in this
right. The planning process must—
(i) Facilitate the inclusion of the resident and/or resident representative.
(ii) Include an assessment of the resident's strengths and needs.
(iii) Incorporate the resident's personal and cultural preferences in developing goals of care.
(4) The right to be informed, in advance, of the care to be furnished and the type of care giver or professional that will
furnish care.
(5) The right to be informed in advance, by the physician or other practitioner or professional, of the risks and benefits of
proposed care, of treatment and treatment alternatives or treatment options and to choose the alternative or option he or she
prefers.
(6) The right to request, refuse, and/or discontinue treatment, to participate in or refuse to participate in experimental
research, and to formulate an advance directive.
(7) The right to self-administer medications if the interdisciplinary team, as defined by §483.21(b)(2)(ii), has determined that
this practice is clinically appropriate.
(8) Nothing in this paragraph should be construed as the right of the resident to receive the provision of medical treatment
or medical services deemed medically unnecessary or inappropriate.
(d) Choice of attending physician. The resident has the right to choose his or her attending physician.
(1) The physician must be licensed to practice, and
(2) If the physician chosen by the resident refuses to or does not meet requirements specified in this part, the facility may
seek alternate physician participation as specified in paragraphs (d)(4) and (5) of this section to assure provision of appropriate
and adequate care and treatment.
(3) The facility must ensure that each resident remains informed of the name, specialty, and way of contacting the
physician and other primary care professionals responsible for his or her care.
(4) The facility must inform the resident if the facility determines that the physician chosen by the resident is unable or
unwilling to meet requirements specified in this part and the facility seeks alternate physician participation to assure provision of
appropriate and adequate care and treatment. The facility must discuss the alternative physician participation with the resident
and honor the resident's preferences, if any, among options.
(5) If the resident subsequently selects another attending physician who meets the requirements specified in this part, the
facility must honor that choice.
https://www.ecfr.gov/cgi-bin/text-idx?SID=c2fd6afa9de889a1503a1855425e7f5c&mc=true&node=se42.5.483_110&rgn=div8
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(e) Respect and dignity. The resident has a right to be treated with respect and dignity, including:
(1) The right to be free from any physical or chemical restraints imposed for purposes of discipline or convenience, and not
required to treat the resident's medical symptoms, consistent with §483.12(a)(2).
(2) The right to retain and use personal possessions, including furnishings, and clothing, as space permits, unless to do so
would infringe upon the rights or health and safety of other residents.
(3) The right to reside and receive services in the facility with reasonable accommodation of resident needs and
preferences except when to do so would endanger the health or safety of the resident or other residents.
(4) The right to share a room with his or her spouse when married residents live in the same facility and both spouses
consent to the arrangement.
(5) The right to share a room with his or her roommate of choice when practicable, when both residents live in the same
facility and both residents consent to the arrangement.
(6) The right to receive written notice, including the reason for the change, before the resident's room or roommate in the
facility is changed.
(7) The right to refuse to transfer to another room in the facility, if the purpose of the transfer is:
(i) To relocate a resident of a SNF from the distinct part of the institution that is a SNF to a part of the institution that is not a
SNF, or
(ii) to relocate a resident of a NF from the distinct part of the institution that is a NF to a distinct part of the institution that is
a SNF.
(iii) solely for the convenience of staff.
(8) A resident's exercise of the right to refuse transfer does not affect the resident's eligibility or entitlement to Medicare or
Medicaid benefits.
(f) Self-determination. The resident has the right to and the facility must promote and facilitate resident self-determination
through support of resident choice, including but not limited to the rights specified in paragraphs (f)(1) through (11) of this
section.
(1) The resident has a right to choose activities, schedules (including sleeping and waking times), health care and
providers of health care services consistent with his or her interests, assessments, plan of care and other applicable provisions
of this part.
(2) The resident has the right to make choices about aspects of his or her life in the facility that are significant to the
resident.
(3) The resident has a right to interact with members of the community and participate in community activities both inside
and outside the facility.
(4) The resident has a right to receive visitors of his or her choosing at the time of his or her choosing, subject to the
resident's right to deny visitation when applicable, and in a manner that does not impose on the rights of another resident.
(i) The facility must provide immediate access to any resident by—
(A) Any representative of the Secretary,
(B) Any representative of the State,
(C) Any representative of the Office of the State long term care ombudsman, (established under section 712 of the Older
Americans Act of 1965, as amended 2016 (42 U.S.C. 3001 et seq.),
(D) The resident's individual physician,
(E) Any representative of the protection and advocacy systems, as designated by the state, and as established under the
Developmental Disabilities Assistance and Bill of Rights Act of 2000 (42 U.S.C. 15001 et seq.),
(F) Any representative of the agency responsible for the protection and advocacy system for individuals with a mental
disorder (established under the Protection and Advocacy for Mentally Ill Individuals Act of 2000 (42 U.S.C. 10801 et seq.), and
https://www.ecfr.gov/cgi-bin/text-idx?SID=c2fd6afa9de889a1503a1855425e7f5c&mc=true&node=se42.5.483_110&rgn=div8
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(G) The resident representative.
(ii) The facility must provide immediate access to a resident by immediate family and other relatives of the resident, subject
to the resident's right to deny or withdraw consent at any time;
(iii) The facility must provide immediate access to a resident by others who are visiting with the consent of the resident,
subject to reasonable clinical and safety restrictions and the resident's right to deny or withdraw consent at any time;
(iv) The facility must provide reasonable access to a resident by any entity or individual that provides health, social, legal,
or other services to the resident, subject to the resident's right to deny or withdraw consent at any time; and
(v) The facility must have written policies and procedures regarding the visitation rights of residents, including those setting
forth any clinically necessary or reasonable restriction or limitation or safety restriction or limitation, when such limitations may
apply consistent with the requirements of this subpart, that the facility may need to place on such rights and the reasons for the
clinical or safety restriction or limitation.
(vi) A facility must meet the following requirements:
(A) Inform each resident (or resident representative, where appropriate) of his or her visitation rights and related facility
policy and procedures, including any clinical or safety restriction or limitation on such rights, consistent with the requirements of
this subpart, the reasons for the restriction or limitation, and to whom the restrictions apply, when he or she is informed of his or
her other rights under this section.
(B) Inform each resident of the right, subject to his or her consent, to receive the visitors whom he or she designates,
including, but not limited to, a spouse (including a same-sex spouse), a domestic partner (including a same-sex domestic
partner), another family member, or a friend, and his or her right to withdraw or deny such consent at any time.
(C) Not restrict, limit, or otherwise deny visitation privileges on the basis of race, color, national origin, religion, sex, gender
identity, sexual orientation, or disability.
(D) Ensure that all visitors enjoy full and equal visitation privileges consistent with resident preferences.
(5) The resident has a right to organize and participate in resident groups in the facility.
(i) The facility must provide a resident or family group, if one exists, with private space; and take reasonable steps, with the
approval of the group, to make residents and family members aware of upcoming meetings in a timely manner.
(ii) Staff, visitors, or other guests may attend resident group or family group meetings only at the respective group's
invitation.
(iii) The facility must provide a designated staff person who is approved by the resident or family group and the facility and
who is responsible for providing assistance and responding to written requests that result from group meetings.
(iv) The facility must consider the views of a resident or family group and act promptly upon the grievances and
recommendations of such groups concerning issues of resident care and life in the facility.
(A) The facility must be able to demonstrate their response and rationale for such response.
(B) This should not be construed to mean that the facility must implement as recommended every request of the resident or
family group.
(6) The resident has a right to participate in family groups.
(7) The resident has a right to have family member(s) or other resident representative(s) meet in the facility with the
families or resident representative(s) of other residents in the facility.
(8) The resident has a right to participate in other activities, including social, religious, and community activities that do not
interfere with the rights of other residents in the facility.
(9) The resident has a right to choose to or refuse to perform services for the facility and the facility must not require a
resident to perform services for the facility. The resident may perform services for the facility, if he or she chooses, when—
(i) The facility has documented the resident's need or desire for work in the plan of care;
(ii) The plan specifies the nature of the services performed and whether the services are voluntary or paid;
https://www.ecfr.gov/cgi-bin/text-idx?SID=c2fd6afa9de889a1503a1855425e7f5c&mc=true&node=se42.5.483_110&rgn=div8
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PART 483—REQUIREMENTS FOR STATES AND LONG TERM CARE FACILITIES
Subpart B—Requirements for Long Term Care Facilities
§483.70 Administration.
A facility must be administered in a manner that enables it to use its resources effectively and efficiently to attain or
maintain the highest practicable physical, mental, and psychosocial well-being of each resident.
(a) Licensure. A facility must be licensed under applicable State and local law.
(b) Compliance with Federal, State, and local laws and professional standards. The facility must operate and provide
services in compliance with all applicable Federal, State, and local laws, regulations, and codes, and with accepted professional
standards and principles that apply to professionals providing services in such a facility.
(c) Relationship to other HHS regulations. In addition to compliance with the regulations set forth in this subpart, facilities
are obliged to meet the applicable provisions of other HHS regulations, including but not limited to those pertaining to
nondiscrimination on the basis of race, color, or national origin (45 CFR part 80); nondiscrimination on the basis of disability (45
CFR part 84); nondiscrimination on the basis of age (45 CFR part 91); nondiscrimination on the basis of race, color, national
origin, sex, age, or disability (45 CFR part 92); protection of human subjects of research (45 CFR part 46); and fraud and abuse
(42 CFR part 455) and protection of individually identifiable health information (45 CFR parts 160 and 164). Violations of such
other provisions may result in a finding of non-compliance with this paragraph.
(d) Governing body. (1) The facility must have a governing body, or designated persons functioning as a governing body,
that is legally responsible for establishing and implementing policies regarding the management and operation of the facility;
and
(2) The governing body appoints the administrator who is—
(i) Licensed by the State, where licensing is required;
(ii) Responsible for management of the facility; and
(iii) Reports to and is accountable to the governing body.
(3) The governing body is responsible and accountable for the QAPI program, in accordance with §483.75(f).
(e) 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 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. The facility assessment must address or include:
(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 considering the types of diseases, conditions, physical and cognitive
disabilities, overall acuity, and other pertinent facts that are present within that population;
(iii) The staff competencies that are necessary to provide the level and types of care needed for the resident population;
(iv) The physical environment, equipment, services, and other physical plant considerations that are necessary to care for
this population; and
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(ii) In the case of a facility where the Secretary or a State terminates the facility's participation in the Medicare and/or
Medicaid programs, not later than the date that the Secretary determines appropriate;
(2) Ensure that the facility does not admit any new residents on or after the date on which such written notification is
submitted; and
(3) Include in the notice the plan, that has been approved by the State, for the transfer and adequate relocation of the
residents of the facility by a date that would be specified by the State prior to closure, including assurances that the residents
would be transferred to the most appropriate facility or other setting in terms of quality, services, and location, taking into
consideration the needs, choice, and best interests of each resident.
(m) Facility closure. The facility must have in place policies and procedures to ensure that the administrator's duties and
responsibilities involve providing the appropriate notices in the event of a facility closure, as required at paragraph (l) of this
section.
(n) Binding arbitration agreements. If a facility chooses to ask a resident or his or her representative to enter into an
agreement for binding arbitration, the facility must comply with all of the requirements in this section.
(1) The facility must not require any resident or his or her representative to sign an agreement for binding arbitration as a
condition of admission to, or as a requirement to continue to receive care at, the facility and must explicitly inform the resident
or his or her representative of his or her right not to sign the agreement as a condition of admission to, or as a requirement to
continue to receive care at, the facility.
(2) The facility must ensure that:
(i) The agreement is explained to the resident and his or her representative in a form and manner that he or she
understands, including in a language the resident and his or her representative understands;
(ii) The resident or his or her representative acknowledges that he or she understands the agreement;
(iii) The agreement provides for the selection of a neutral arbitrator agreed upon by both parties; and
(iv) The agreement provides for the selection of a venue that is convenient to both parties.
(3) The agreement must explicitly grant the resident or his or her representative the right to rescind the agreement within
30 calendar days of signing it.
(4) The agreement must explicitly state that neither the resident nor his or her representative is required to sign an
agreement for binding arbitration as a condition of admission to, or as a requirement to continue to receive care at, the facility.
(5) The agreement may not contain any language that prohibits or discourages the resident or anyone else from
communicating with federal, state, or local officials, including but not limited to, federal and state surveyors, other federal or
state health department employees, and representatives of the Office of the State Long-Term Care Ombudsman, in accordance
with §483.10(k).
(6) When the facility and a resident resolve a dispute through arbitration, a copy of the signed agreement for binding
arbitration and the arbitrator's final decision must be retained by the facility for 5 years after the resolution of that dispute on and
be available for inspection upon request by CMS or its designee.
(o) Hospice services. (1) A long-term care (LTC) facility may do either of the following:
(i) Arrange for the provision of hospice services through an agreement with one or more Medicare-certified hospices.
(ii) Not arrange for the provision of hospice services at the facility through an agreement with a Medicare-certified hospice
and assist the resident in transferring to a facility that will arrange for the provision of hospice services when a resident requests
a transfer.
(2) If hospice care is furnished in an LTC facility through an agreement as specified in paragraph (o)(1)(i) of this section
with a hospice, the LTC facility must meet the following requirements:
(i) Ensure that the hospice services meet professional standards and principles that apply to individuals providing services
in the facility, and to the timeliness of the services.
(ii) Have a written agreement with the hospice that is signed by an authorized representative of the hospice and an
authorized representative of the LTC facility before hospice care is furnished to any resident. The written agreement must set
out at least the following:
https://www.ecfr.gov/cgi-bin/text-idx?SID=c2fd6afa9de889a1503a1855425e7f5c&mc=true&node=se42.5.483_170&rgn=div8
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(A) The services the hospice will provide.
(B) The hospice's responsibilities for determining the appropriate hospice plan of care as specified in §418.112 (d) of this
chapter.
(C) The services the LTC facility will continue to provide, based on each resident's plan of care.
(D) A communication process, including how the communication will be documented between the LTC facility and the
hospice provider, to ensure that the needs of the resident are addressed and met 24 hours per day.
(E) A provision that the LTC facility immediately notifies the hospice about the following:
(1) A significant change in the resident's physical, mental, social, or emotional status.
(2) Clinical complications that suggest a need to alter the plan of care.
(3) A need to transfer the resident from the facility for any condition.
(4) The resident's death.
(F) A provision stating that the hospice assumes responsibility for determining the appropriate course of hospice care,
including the determination to change the level of services provided.
(G) An agreement that it is the LTC facility's responsibility to furnish 24-hour room and board care, meet the resident's
personal care and nursing needs in coordination with the hospice representative, and ensure that the level of care provided is
appropriately based on the individual resident's needs.
(H) A delineation of the hospice's responsibilities, including but not limited to, providing medical direction and management
of the patient; nursing; counseling (including spiritual, dietary, and bereavement); social work; providing medical supplies,
durable medical equipment, and drugs necessary for the palliation of pain and symptoms associated with the terminal illness
and related conditions; and all other hospice services that are necessary for the care of the resident's terminal illness and
related conditions.
(I) A provision that when the LTC facility personnel are responsible for the administration of prescribed therapies, including
those therapies determined appropriate by the hospice and delineated in the hospice plan of care, the LTC facility personnel
may administer the therapies where permitted by State law and as specified by the LTC facility.
(J) A provision stating that the LTC facility must report all alleged violations involving mistreatment, neglect, or verbal,
mental, sexual, and physical abuse, including injuries of unknown source, and misappropriation of patient property by hospice
personnel, to the hospice administrator immediately when the LTC facility becomes aware of the alleged violation.
(K) A delineation of the responsibilities of the hospice and the LTC facility to provide bereavement services to LTC facility
staff.
(3) Each LTC facility arranging for the provision of hospice care under a written agreement must designate a member of the
facility's interdisciplinary team who is responsible for working with hospice representatives to coordinate care to the resident
provided by the LTC facility staff and hospice staff. The interdisciplinary team member must have a clinical background, function
within their State scope of practice act, and have the ability to assess the resident or have access to someone that has the skills
and capabilities to assess the resident. The designated interdisciplinary team member is responsible for the following:
(i) Collaborating with hospice representatives and coordinating LTC facility staff participation in the hospice care planning
process for those residents receiving these services.
(ii) Communicating with hospice representatives and other healthcare providers participating in the provision of care for the
terminal illness, related conditions, and other conditions, to ensure quality of care for the patient and family.
(iii) Ensuring that the LTC facility communicates with the hospice medical director, the patient's attending physician, and
other practitioners participating in the provision of care to the patient as needed to coordinate the hospice care with the medical
care provided by other physicians.
(iv) Obtaining the following information from the hospice:
(A) The most recent hospice plan of care specific to each patient.
(B) Hospice election form.
https://www.ecfr.gov/cgi-bin/text-idx?SID=c2fd6afa9de889a1503a1855425e7f5c&mc=true&node=se42.5.483_170&rgn=div8
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(C) Physician certification and recertification of the terminal illness specific to each patient.
(D) Names and contact information for hospice personnel involved in hospice care of each patient.
(E) Instructions on how to access the hospice's 24-hour on-call system.
(F) Hospice medication information specific to each patient.
(G) Hospice physician and attending physician (if any) orders specific to each patient.
(v) Ensuring that the LTC facility staff provides orientation in the policies and procedures of the facility, including patient
rights, appropriate forms, and record keeping requirements, to hospice staff furnishing care to LTC residents.
(4) Each LTC facility providing hospice care under a written agreement must ensure that each resident's written plan of
care includes both the most recent hospice plan of care and a description of the services furnished by the LTC facility to attain
or maintain the resident's highest practicable physical, mental, and psychosocial well-being, as required at §483.25.
(p) Social worker. Any facility with more than 120 beds must employ a qualified social worker on a full-time basis. A
qualified social worker is:
(1) An individual with a minimum of a bachelor's degree in social work or a bachelor's degree in a human services field
including, but not limited to, sociology, gerontology, special education, rehabilitation counseling, and psychology; and
(2) One year of supervised social work experience in a health care setting working directly with individuals.
(q) Mandatory submission of staffing information based on payroll data in a uniform format. Long-term care facilities must
electronically submit to CMS complete and accurate direct care staffing information, including information for agency and
contract staff, based on payroll and other verifiable and auditable data in a uniform format according to specifications
established by CMS.
(1) Direct Care Staff. Direct Care Staff are those individuals who, through interpersonal contact with residents or resident
care management, provide care and services to allow residents to attain or maintain the highest practicable physical, mental,
and psychosocial well-being. Direct care staff does not include individuals whose primary duty is maintaining the physical
environment of the long term care facility (for example, housekeeping).
(2) Submission requirements. The facility must electronically submit to CMS complete and accurate direct care staffing
information, including the following:
(i) The category of work for each person on direct care staff (including, but not limited to, whether the individual is a
registered nurse, licensed practical nurse, licensed vocational nurse, certified nursing assistant, therapist, or other type of
medical personnel as specified by CMS);
(ii) Resident census data; and
(iii) Information on direct care staff turnover and tenure, and on the hours of care provided by each category of staff per
resident per day (including, but not limited to, start date, end date (as applicable), and hours worked for each individual).
(3) Distinguishing employee from agency and contract staff. When reporting information about direct care staff, the facility
must specify whether the individual is an employee of the facility, or is engaged by the facility under contract or through an
agency.
(4) Data format. The facility must submit direct care staffing information in the uniform format specified by CMS.
(5) Submission schedule. The facility must submit direct care staffing information on the schedule specified by CMS, but no
less frequently than quarterly.
[56 FR 48877, Sept. 26, 1991, as amended at 56 FR 48918, Sept. 26, 1991; 57 FR 7136, Feb. 28, 1992; 57 FR 43925, Sept. 23, 1992; 59
FR 56237, Nov. 10, 1994; 63 FR 26311, May 12, 1998; 68 FR 55539, Sept. 26, 2003; 74 FR 40363, Aug. 11, 2009; 76 FR 9511, Feb. 18,
2011; 78 FR 16805, Mar. 19, 2013; 78 FR 38605, June 27, 2013; 80 FR 46477, Aug. 4, 2015; 81 FR 64032, Sept. 16, 2016. Redesignated
and amended at 81 FR 68861, 68865, Oct. 4, 2016; 82 FR 32259, July 13, 2017; 84 FR 34735, July 18, 2019]
Need assistance?

https://www.ecfr.gov/cgi-bin/text-idx?SID=c2fd6afa9de889a1503a1855425e7f5c&mc=true&node=se42.5.483_170&rgn=div8
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