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JCI Accreditation Standards for Long Term Care, 2nd Edition 

Draft Standards for Field Review – Proposed New Standards 

and Requirements 

 

 
Note: The JCI Accreditation Standards for Long Term Care, 2nd Edition has been reorganized to align with the chapter names and 
headings found in the JCI Accreditation Standards for Hospitals, 7th Edition. Many of the concepts and topics covered in the 
chapters from the JCI Accreditation Standards for Long Term Care, 1st Edition have been relocated into the newly renamed 
chapters. Based on advances in long term care and stakeholder feedback, new standards and requirements have been incorporated to 
align with other JCI Accreditation programs and changes within long term care programs throughout the international market. 
 
This document does not include all standards for the JCI Accreditation Standards for Long Term Care, 2nd Edition. The standards in 
this document are the proposed new standards and proposed new requirements for existing standards. New standards and new 
requirements are underlined in red. 
 
Some standards in this document do not have new requirements and are not included in the field review; however, some of these 
standards have been revised for the purpose of clarifying requirements and expectations. 
 
Field Review Questionnaire: To participate in the field review, please complete the following survey below: 
 
Field Review Survey Link: https://www.surveymonkey.com/r/FGRWRDN  
 
Field Review Period: 5 December 2022 – 26 December 2022 
 
 
 
 
 
 

https://www.surveymonkey.com/r/FGRWRDN
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International Patient Safety Goals 
(IPSG) 

Goal 2: Improve Effective Communication 

Standard IPSG.2 

The long term care organization develops and implements a process to improve the effectiveness of verbal and/or telephone 

communication among caregivers. ℗ 
 

Standard IPSG.2.1 

The long term care organization develops and implements a process for reporting critical results of diagnostic tests. ℗ 

 

Standard IPSG.2.2 

The long term care organization develops and implements a process for handover communication. ℗ 

Intent of IPSG.2 Through IPSG.2.2  

Effective communication, which is timely, accurate, complete, unambiguous, and understood by the recipient, reduces errors and 

results in improved resident safety. Communication can be electronic, verbal, or written. Resident care circumstances that can be 

critically affected by poor communication include verbal and telephone resident care orders, verbal and telephone communication of 

critical test results, and handover communications. Resident care orders given verbally in person and over the telephone, if permitted 

under local laws and regulations, are some of the most error-prone communications. Different accents, dialects, and pronunciations 

can make it difficult for the receiver to understand the order being given. For example, drug names and numbers that sound alike, 

such as erythromycin and azithromycin or fifteen and fifty, can affect the accuracy of the order. Background noise, interruptions, 

and unfamiliar drug names and terminology often compound the problem. When received, a verbal order must be transcribed as a 

written order, which adds complexity and risk to the ordering process. (Also see COP.2 and MMU.4.2)  

The reporting of critical results of diagnostic tests is also a resident safety issue. A critical result is defined as a variance from normal 

range that represents a pathophysiologic state that is high-risk or life-threatening, is considered urgent or emergent in nature, and in 

which immediate medical action is likely necessary to preserve life or prevent a catastrophic occurrence. This is different from an 

abnormal result, which is defined as a result that is outside of the expected range for the test but is not an urgent or emergent life 

threat. Critical results may occur in outpatients and inpatients and in different types of resident wards as well.  

Diagnostic tests include all tests, such as laboratory, imaging, and cardiac diagnostics. Critical results may also be produced from any 

diagnostic tests performed at the bedside, such as point-of-care testing, portable imaging, and electrocardiograms. Diagnostic tests 

that produce defined test results that may indicate a threat to life are different from continuous electronic monitoring, such as 

cardiac telemetry. Continuous electronic monitoring is a clinical assessment tool used to detect changes in the resident’s condition 

that may identify a threat to life but is not designed to produce a defined critical result.  

A formal reporting system is used throughout the organization that clearly identifies how critical results of diagnostic tests are 

communicated to health care practitioners and how the information is documented. The objective is to provide the critical results 

within an established time frame so that the responsible licensed health care provider can evaluate its significance in light of the 

resident’s clinical situation. (Also see AOP.5.4)  
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Handover communications can also be referred to as handoff communications. Handovers of resident care within a long term care 

organization occur  

• between health care practitioners (for example, physician to physician, physician to nurse, nurse to nurse, and so on);  

• between different levels of care in the same long term care organization (for example, when the resident is moved from a 

respiratory care unit to a rehabilitation ward to a palliative care ward);  

• from inpatient units to diagnostic or other treatment departments, such as radiology or physical therapy; and  

• between staff and residents/families, such as at discharge. (Also see ACC.4.1)  

Breakdowns in communication can occur during any handover of resident care and can result in adverse events. Interruptions and 

other distractions from unit activities can inhibit clear communication of important resident information. Standardized, critical 

content for communication between the resident, family, caregiver, and health care practitioners can significantly improve the 

outcomes related to handovers of resident care. (Also see ACC.3)  

Standardized forms, tools, or methods support a consistent and complete handover process. The content of the handover 

communication and the form, tool, or method used are standardized for the type of handover. The handover process may be 

different for different types of handovers within the long term care organization. For example, handovers of resident care from the 

physical therapy department to a medical ward may require a different process or different content than handovers from the 

memory care ward to the palliative care ward; however, the handovers are standardized for the type of handover occurring.  

Handover forms or tools, if used by the long term care organization, are not required to be part of the medical record. In addition, 

the detailed information communicated during the handover is not required to be documented in the medical record; however, the 

organization may want to have documentation that the handover occurred. For example, the health care practitioner would record 

that he or she completed the handover and to whom he or she transferred responsibility for care, and then sign, date, and time the 

entry. (Also see MOI.9)  

Safe practices for effective communication include the following:  

• Limiting verbal communication of prescription or medication orders to urgent situations in which immediate written or 

electronic communication is not feasible. For example, verbal orders can be disallowed when the prescriber is present and 

the resident’s chart is available. Verbal orders can be restricted to situations in which it is difficult or impossible for hard-

copy or electronic order transmission, such as during a sterile procedure.  

• The development of guidelines for requesting and receiving test results on an emergency or STAT basis, the identification 

and definitions of critical tests and critical values, to whom and by whom critical test results are reported, and monitoring 

compliance  

• Writing down, or entering into a computer, the complete order or test result by the receiver of the information; the receiver 

reading back the order or test result; and the sender confirming that what has been written down and read back is accurate. 

Permissible alternatives for when the read-back process may not always be possible may be identified, such as during a 

sterile procedure or in emergency situations. (Also see COP.2)  

• Use of standardized, critical content for communication between the resident, family, health care practitioner, and others 

involved in the resident’s care during handovers of resident care  

• Use of standardized methods, forms, or tools to facilitate consistent and complete handovers of resident care 

Measurable Elements of IPSG.2 
❑   1. Complete verbal orders are documented and read back by the receiver and confirmed by the individual 

giving the order.  

❑    2. Complete telephone orders are documented and read back by the receiver and confirmed by the individual giving the order. 

❑    3. Complete test results are documented and read back by the receiver and confirmed by the individual giving the result. 
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Measurable Elements of IPSG.2.1 
❑ 1. The long term care organization defines critical results that may represent urgent or emergent life-threatening values for 

diagnostic tests. 
 

❑ 2. The long term care organization develops a formal reporting process, used throughout the organization, that identifies how 
critical results of diagnostic tests are reported/communicated to health care practitioners. 

 

❑    3. The long term care organization identifies what information is documented in the medical record. 
 

Measurable Elements of IPSG.2.2 
❑    1. Standardized critical content is communicated between health care practitioners during handovers of 

resident care. 
 

❑ 2. Standardized forms, tools, or methods that support a consistent and complete handover process are utilized. 
 

❑ 3. Data from adverse events resulting from incomplete or inadequate handover communications are tracked and used to 
identify ways in which handovers can be improved, and improvements are implemented. 

Goal 3: Improve the Safety of High-Alert Medications 

Standard IPSG.3 

The long term care organization develops and implements a process to improve the safety of high-alert medications. ℗ 

 

Standard IPSG.3.1 

The long term care organization develops and implements a process to improve the safety of look-alike/sounds-alike medications. 

℗ 

Standard IPSG.3.2 

The long term care organization develops a process to manage the safe use of concentrated electrolytes. ℗ 

Intent of IPSG.3 and IPSG.3.1 

When medications are part of the resident treatment plan, appropriate management is critical to ensuring resident safety. Any 
medication, even those that can be purchased without a prescription, if used improperly can cause injury. However, high-alert 
medications cause harm that is likely to be more serious when they are given in error, which can lead to increased resident suffering 
and potentially additional costs associated with caring for these residents. The Institute for Safe Medication Practices (ISMP) defines 

high-alert medications as “. . . drugs that bear a heightened risk of causing significant patient harm when they are used in error. 

Although mistakes may or may not be more common with these drugs, the consequences of an error are clearly more devastating to 

patients.” The most frequently cited examples of high-alert medications include insulin, opioids, chemotherapeutic agents, 

antithrombotic agents, anticoagulants, thrombolytics, medications with a narrow therapeutic range (for example, digoxin or 
warfarin). 
 
Examples of lists of high-alert medications are available from organizations such as ISMP and the World Health Organization 
(WHO). For safe management, the long term care organization needs to develop its own list(s) of high-alert medications based on its 
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unique utilization patterns of medications and its own internal data about near misses (or close calls), medication errors, and sentinel 
events, as well as safety issues published in professional literature. The list includes medications identified as high risk for adverse 
outcomes. Information from the literature and/or Ministry of Health may also be useful in helping to identify which medications 
should be included. It is recommended that this list be updated at least annually; if there are additions or changes to home care 
services, resident populations, or new medications added to the home care formulary that are deemed high risk, then the list may 
need to be updated on an interim basis. The list of high-alert medications must be up to date, known by clinical staff, and 
accompanied by robust, well-developed risk reduction strategies that decrease the risk of errors and minimize harm. Strategies need 
to be applicable in various settings and sustainable over time. Many of these strategies should also be considered for use with other 
medications. Examples of strategies may include the following: 

• Standardizing processes associated with ordering, storage, preparation, and administration of these medications  
• Improving access to information about these drugs  
• Limiting access to high-alert medications  
• Using additional labels and automated alerts  
• Applying redundancies  
 

Look-alike/sound-alike (LASA) names are medicine names that look or sound the same as other medicine names when written or 
spoken. LASA medications are not always high-alert medications; therefore, the hospital must have two separate lists for each. Look-
alike medicine packaging refers to medicine containers or primary packaging that looks like that of another medicine. Medications at 
risk for LASA confusion, or similar product packaging, may lead to potentially harmful medication errors. There are many 
medication names that sound or look like other medication names; for example, dopamine and dobutamine. Confusing names is a 
common cause of medication errors throughout the world. Contributing to this confusion are  

• incomplete knowledge of drug names;  
• newly available products;  
• similar packaging or labeling;  
• similar clinical use; and  
• illegible prescriptions or misunderstanding during issuing of verbal orders. (Also see MMU.4.2)  
 

Long term care organizations need to institute risk management strategies to minimize adverse events with LASA medications and 
enhance resident safety. An example of this is the use of TALLman lettering, such as DOBUTamine versus DOPamine. A 
frequently cited medication safety issue is the incorrect or unintentional administration of concentrated electrolytes (for example, 
potassium chloride, potassium phosphate, sodium chloride, magnesium sulfate). The literature has identified several instances of 
death as a result of the inadvertent administration of a concentrated electrolyte in its concentrated form. The most effective means 
to reduce or to eliminate these occurrences is to develop a process for managing concentrated electrolytes that includes removing 
them from the resident care units to the pharmacy. Vials of concentrated forms of electrolytes that require dilution before IV 
administration should not be available as unit stock on any resident care units (including in operating room/anesthesia stock) as 
much as is possible given the pharmacy capabilities and should not be dispensed in their concentrated form to resident care units for 
individual residents. The exceptions to this recommendation are for vials contained emergency carts. Wherever concentrated 
electrolytes are stored, they are clearly labeled with appropriate warnings (for example, CONCENTRATED electrolyte—Dilute 
before administration) and segregated from other medications. Only qualified and trained individuals should have access to these 
vials. (Also see MMU.3)  

Administration of electrolyte replacement therapy for hypokalemia, hyponatremia, and hypophosphatemia is best performed using 
standardized guidelines and/or protocols that do not involve dispensing or handling concentrated vials on the resident care units. 
(Also see MMU.5.2) 

Measurable Elements of IPSG.3 

❑ 1. The long term care organization identifies in writing its list of high-alert medications. 

❑ 2. The long term care organization develops and implements a process for reducing the risk of harm of high-alert medications 
that is uniform throughout the organization. 
 

❑ 3. The long term care organization annually reviews and, as necessary, revises its list of high-alert medications. 

 
Measurable Elements of IPSG.3.1 
 
❑  1. The long term care organization identifies in writing its list of look-alike/sound-alike medications. 
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❑  2. The long term care organization develops and implements a process for managing look-alike/sound-alike medications that is 
uniform throughout the organization. 
 

❑  3. The long term care organization annually reviews and, as necessary, revises its list of look-alike/sound-alike medications. 
 
 
 

Measurable Elements of IPSG.3.2 

❏ 1. Only qualified and trained individuals have access to concentrated electrolytes, and they are clearly labeled with appropriate 

warnings and segregated from other medications. 

❏         2. The long term care organization only stores vials of concentrated electrolytes outside of the pharmacy in situations identified in the 

intent. 

❏ 3. Standard protocols are followed for adult, pediatric, and/or neonatal electrolyte replacement therapy to treat hypokalemia, 

hyponatremia, and hypophosphatemia. 

Goal 4: Ensure Correct-Site, Correct-Procedure, Correct-Resident 

Surgery 

Standard IPSG.4 
The long term care organization develops and implements a process for the preoperative verification and surgical/invasive procedure site 

marking when applicable to the services provided. ℗ 

Standard IPSG.4.1 
The long term care organization develops and implements a process for the time-out that is performed immediately prior to the start of the 

surgical/invasive procedure and the sign-out that is conducted after the procedure. ℗ 

 

Intent of IPSG.4 and IPSG.4.1 
Significant resident injury and adverse and sentinel events resulting from wrong-site, wrong-procedure, and wrong-resident surgery are 

ongoing concerns for long term care organizations. Such events can result from ineffective or inadequate communication between members 

of the team conducting the surgical or invasive procedure, lack of a process for marking the procedure site, and lack of resident involvement 

in the site marking. In addition, inadequate resident assessment, inadequate medical record review, a culture that does not support open 

communication among team members, problems related to illegible handwriting, and the use of abbreviations are frequent contributing 

factors.  

 

Surgical and invasive procedures include all procedures involving an incision or puncture, including, but not limited to, open surgical 

procedures, percutaneous aspiration, selected injections, biopsy, percutaneous cardiac and vascular diagnostic or interventional procedures, 

laparoscopies, and endoscopies.  

 

Organizations need to identify all areas where surgical and invasive procedures take place; for example, in a procedural area or on a resident 

ward. The approach the long term care organization takes to ensuring safe surgery applies to all areas of the organization in which surgical 

and invasive procedures occur.  
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The (US) Joint Commission’s Universal Protocol for Preventing Wrong Site, Wrong Procedure, and Wrong Person Surgery™ is based in part 

on the principle of using multiple strategies to achieve the goal of always identifying the correct patient, correct procedure, and correct site. 

The essential elements of the Universal Protocol are  

 

• the preoperative verification process;  
• marking the surgical site; and  
• the time-out that is held immediately before the start of the procedure.  

 

Preoperative Verification Process  

Preoperative verification is an ongoing process of information gathering and confirmation. The purpose of the preoperative 
verification process is to  

• verify the correct resident, procedure, and site;  
• ensure that all relevant documents, images, and studies are available, properly labeled, and displayed; and  
• verify that any required blood products, special medical equipment, and/or implants are present. (Also see ASC.7.4) 

  

There are various elements of the preoperative verification process that can be completed before the resident arrives at the preoperative 

area—such as ensuring that documents, imaging, test results, and paperwork are properly labeled and match the resident’s identifiers. Waiting 

until the time-out to complete the preoperative verification process may unnecessarily delay surgery if paperwork or imaging are not labeled 

or available when surgery is about to begin. It is more likely that portions of the preoperative verification may occur more than once and in 

more than one place. For example, the surgical consent may be obtained in the surgeon’s office, and then verification that it has been 

completed may take place in the preoperative holding area.  

 

Marking the Site  

Marking the surgical/invasive site involves the resident and is done with an instantly recognizable and unambiguous mark. Ideally, an “X” is 

not used as the mark as it may be interpreted as “not here” or “wrong side” and could potentially lead to errors in resident care. The mark 

must be consistent throughout the organization. The site is marked in all cases involving laterality, multiple structures (fingers, toes, lesions), 

or multiple levels (spine).  

 

The surgical/invasive procedure site marking is done by the person who will perform the procedure. This person will do the entire 

surgical/invasive procedure and remain with the resident throughout the entire procedure. In cases of surgical procedures, the responsible 

surgeon typically performs the surgery and therefore would mark the site. There are different titles used for the responsible surgeon, such as 

attending or consultant surgeon. For nonsurgical invasive procedures, it may be a physician who will do the procedure, and it may take place 

in an area of the organization outside of the operating theatre. There are circumstances when a trainee may perform the site marking—this is 

when the trainee performs the entire procedure, requiring minimal or no supervision from the responsible surgeon or physician. In these 

circumstances, the trainee marks the surgical site. When a trainee is in the role of assisting the responsible surgeon or physician, only the 

responsible surgeon or physician may perform the site marking.  

 

The site marking may take place any time before the surgical/invasive procedure begins, as long as the resident is actively involved in the site 

marking whenever possible and the mark is visible after the resident is prepped and draped. Examples of when resident participation may 

not be possible include residents who are not competent to make health care decisions, children, and residents requiring emergent surgery or 

procedures.  

 

Time-Out  

The time-out is held immediately before the start of the procedure with all team members present. During the time-out, the team agrees on 

the following components:  

a) Correct resident identity (Also see IPSG.1)  
b) Correct procedure to be done  
c) Correct surgical/invasive procedure site  
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The time-out allows any unanswered questions or confusion to be resolved. The time-out is conducted in the location at which the procedure 

will be done and involves the active participation of the entire team. The resident does not have to participate in the time-out. When the 

time-out is complete, no one from the team leaves the room. Completion of the time-out is documented and includes the date and time the 

time-out was completed. The organization determines the amount and type of any additional documentation. (Also see MOI.9)  

 

Sign-Out  

The WHO Surgical Safety Checklist includes a sign-out process, which is conducted in the area where the procedure was performed before 

the resident leaves. The following components of the sign-out are verbally confirmed by a member of the team, typically a nurse:  

d) Name of the surgical/invasive procedure that was recorded/written  
e) Completion of instrument, sponge, and needle counts (as applicable)  
f) Labeling of specimens (when specimens are present during the sign-out process, labels are read aloud, including resident 

name) (Also see IPSG.1 and AOP.5.7)  
g) Any equipment problems to be addressed (as applicable)  

 

Measurable Elements of IPSG.4 

❏ 1. The long term care organization implements a preoperative verification process through the use of a checklist or other mechanism 

to document, before the surgical/invasive procedure, that the informed consent is appropriate to the procedure; that the correct resident, 

correct procedure, and correct site are verified; and that all required documents, blood products, medical equipment, and implantable medical 

devices are on hand, correct, and functional. 

❏ 2. The long term care organization uses an instantly recognizable and unambiguous mark for identifying the surgical/invasive site 

that is consistent throughout the organization. 

❏ 3. Surgical/invasive site marking is done by the person performing the procedure and involves the resident in the marking process. 

 

Measurable Elements of IPSG.4.1 

❏ 1. The full team actively participates in a time-out process, which includes a) through c) in the intent, in the area in which the 

surgical/invasive procedure will be performed, immediately before starting the procedure. Completion of the time-out is documented and 

includes date and time. 

❏ 2. Before the resident leaves the area in which the surgical/invasive procedure was performed, a sign-out process is conducted, 

which includes at least d) through g) in the intent. 

❏ 3. When surgical/invasive procedures are performed, including medical and dental procedures done in settings other than the 

operating theatre, the organization uses uniform processes to ensure safe surgery. 

 

Goal 5: Reduce the Risk of  

Health Care–Associated Infections 

Standard IPSG.5 

The long term care organization adopts and implements evidence-based hand-hygiene guidelines to reduce the risk of health care–

associated infections. ℗ 
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Standard IPSG.5.1 

Long term care organization leaders identify care processes that need improvement and adopt and implement evidence-based 

interventions to improve resident outcomes and reduce the risk of health care-associated infections. ℗ 

Intent of IPSG.5 and IPSG.5.1 

Infection prevention and control are challenging in most health care settings, and rising rates of health care– associated infections 

are a major concern for residents and health care practitioners. Infections common to all health care settings include catheter-

associated urinary tract infections, bloodstream infections, and pneumonia (often associated with mechanical ventilation).  

Central to the elimination of these and other infections is proper hand hygiene. Evidence-based hand-hygiene guidelines are 

available from the World Health Organization (WHO), the US Centers for Disease Control and Prevention (CDC), and various 

other national and international organizations. (Also see GLD.11.2)  

The long term care organization adopts and implements current evidence-based hand-hygiene guidelines. Hand-hygiene guidelines 

are posted in appropriate areas, and staff are educated in proper hand-washing and hand-disinfection procedures. Soap, 

disinfectants, and towels or other means of drying are located in those areas where hand-washing and hand-disinfecting procedures 

are required. (Also see PCI.13)  

Some resident care treatments and interventions have been identified as major sources of healthcare-associated infections; such as 

surgical procedures, mechanical ventilation, and insertion of central lines or indwelling catheters. Healthcare-associated infections 

can severely impact a resident’s emotional and financial well-being. They are a significant source of complications that can lead to 

further illness and even death. Many of these infections are preventable. Research studies suggest that implementing practices 

designed to prevent healthcare-acquired infections can lead to as much as a 70% reduction of those infections.  

In 2001 the Institute for Healthcare Improvement (IHI) began developing and testing a concept of enhancing teamwork and 

communication in multidisciplinary teams in order to improve the clinical care provided to residents. This initiative led to the 

creation of “bundles” of care. Bundles are defined by the IHI as “A small set of evidence-based interventions for a defined resident 

segment/population and care setting that, when implemented together, will result in significantly better outcomes than when 

implemented individually.” Examples of bundles include central line–associated bloodstream infection (CLABSI), ventilator-

associated pneumonia (VAP), catheter-associated urinary tract infection (CAUTI), surgical site infection (SSI), and severe sepsis 

bundle. (Also see COP.3)  

Implementing bundles of care will have the greatest impact on resident outcomes when the long term care organization identifies 

gaps in best practice or continued poor outcomes in a particular area. Evidence-based infection prevention and control bundles have 

been shown to have a greater impact on reducing the risk of infection than when individual improvement strategies are implemented 

separately. It is important for leaders to evaluate compliance with the bundles and track improvements in clinical outcomes.  

Measurable Elements of IPSG.5 

❑ 1. The long term care organization has adopted current evidence-based hand-hygiene guidelines. 

❑ 2. The long term care organization implements a hand-hygiene program throughout the organization. 

❑ 3. Hand-washing and hand-disinfection procedures are used in accordance with hand-hygiene guidelines throughout the long 

term care organization 

Measurable Elements of IPSG.5.1  
❑ 1.   Long term care leaders identify priority areas for reduction of healthcare-acquired infections. 
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❑ 2.  Long term care leaders identify and implement evidence-based interventions (such as bundles) for all applicable residents. 

❑ 3.  Evidence-based interventions (such as bundles) used to reduce the risk of health care-associated infections are evaluated by 

health care practitioners for compliance and improvement in clinical outcomes. 
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Access to Care and Continuity of 
Care (ACC) 

Note: The new ACC chapter is a combination of standards and concepts from the Long Term Care 1st Edition RAA and RCC 

chapters.  

Screening for and Admission to Home Care 

Standard ACC.1 

Residents who may be admitted to the long term care organization are screened to identify if their health care needs match the 

organization’s mission and resources. ℗ 

Intent of ACC.1 

Matching resident needs with the long term care organization’s mission and resources depends on obtaining information on the 
resident’s needs and condition through screening, usually at the point of first contact. The screening may be through a physical 
examination, the results of previously conducted physical, psychological, clinical laboratory, or diagnostic imaging evaluations, or the 
referral from outside healthcare providers. It is important that decisions to treat, to transfer, or to refer are made only after the 
results of screening evaluations are available. Only those residents for whom the long term care organization has the clinical 
capability to provide the needed services, consistent with its mission, are considered for admission. (Also see AOP.1)  

Certain screening exams or diagnostic tests may be required for every resident being admitted, or the long term care organization 
may identify specific screenings and tests for particular resident populations. For example, all residents with active diarrhea must 
have a screen for Clostridioides difficile (C. diff ), and certain types of residents require screening for methicillin-resistant Staphylococcus 
aureus. Specific screening tests or evaluations are identified when the long term care organization requires them prior to admission or 
registration.  

When the long term care organization does not have the clinical capability to provide the needed services, the resident is transferred, 
referred, or assisted in identifying sources of services to meet his or her needs. When the long term care organization is not able to 
meet the needs of the resident with an emergency condition and the resident requires transfer to a higher level of care, the 
transferring organization must provide and document stabilizing treatment within its capacity prior to transport. (Also see ACC.5 
and ACC.6) 

Measurable Elements of ACC.1 

❑ 1. Based on the results of screening, residents are accepted for treatment if it is determined that the needs of the resident 

match the long term care organization’s mission and resources. 

❑ 2. If the resident’s needs do not match the long term care organization’s mission and resources, the organization will transfer, 

refer, or assist the resident in identifying and/or obtaining appropriate sources of care. 

❑ 3. There is a process to provide the results of diagnostic tests to those responsible for determining if the resident is to be 

admitted, transferred, or referred. 

❑ 4. Specific screening tests or evaluations are identified when the long term care organization requires them prior to admission. 
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Standard ACC.1.1 

The long term care organization considers the clinical needs of residents and informs residents when there are unusual delays for 

diagnostic and/or treatment services. ℗ 

Intent of ACC.1 

Residents are informed when there are known long delays for diagnostic and/or treatment services or when obtaining planned care 

may require placement on a waiting list; for example, in obtaining a diagnostic test due to limited appointments. Residents are 

informed of the associated reasons for the delay and are informed of alternatives, if available. This requirement applies to resident 

care and/ or diagnostic services; it does not apply to minor or usual waiting periods for resident care. (Also see ACC.2)  

Measurable Elements of ACC.1.1 
❏ 1. Residents are informed when there will be a delay in care and/or treatment. 

❏ 2. Residents are informed of the reasons for the delay and provided with information on available alternatives consistent 

with their clinical needs. 

❏ 3. The information on unusual delay and reasons for the delay are documented in the medical record. 

Standard ACC.2.1 

Resident needs for preventive, palliative, curative, and rehabilitative services are prioritized based on the resident’s condition at the 

time of admission to the long term care organization. 

 

Intent of ACC.2 

When residents are considered for admission to the long term care organization, the screening assessment helps health care 
practitioners identify and prioritize the preventive, curative, rehabilitative, and palliative services needed by the resident and select 
the most appropriate service or unit to meet the resident’s most urgent or priority needs.  

 Measurable Elements of ACC.2 
❏ 1. The screening assessment helps health care practitioners identify the resident’s needs. 

❏ 2. The service or unit selected to meet these needs is based on the screening assessment findings. 

❏ 3. Resident’s needs related to preventive, curative, rehabilitative, and palliative services are prioritized. 

Continuity of Care 

Standard ACC.3  

The long term care organization designs and carries out processes to provide continuity of resident care services in the organization, 

coordination among health care practitioners, and access to information related to the resident’s care. ℗ 

Intent of ACC.3 

Residents may be transferred within the long term care organization from one service or unit to a different service or unit during 
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their course of care and treatment. As residents move through the organization from admission to discharge or transfer, several 
departments and services and many different health care practitioners may be involved in providing care. Throughout all phases of 
care, resident needs are matched with the required resources within and, when necessary, outside the long term care organization. 
Continuity is enhanced when all health care practitioners have the information needed from the resident’s current and past medical 
experiences to help in decision making, and, when multiple decision makers are providing care, these decision makers collaborate to 
agree on the care and services to be provided.  

For resident care to appear seamless, the long term care organization needs to design and implement processes for continuity and 
coordination of care among physicians, nurses, and other health care practitioners in  

a) palliative care and hospice care services  
b) diagnostic services and treatment services;  
c) physical/occupational therapy and skilled nursing;  
d) dementia care programs; and  
e) other organizations and other care settings.  

The resident’s medical record(s) is a primary source of information on the care process and the resident’s progress and thus is an 
essential communication tool. For this information to be useful and to support the continuity of the resident’s care, it needs to be 
available during the resident’s admission and at other times as needed and kept up to date. Medical, nursing, and other resident care 
notes are available to all of the resident’s health care practitioners who need them for the care of the resident. (Also see MOI.5)  

When the care team changes as a result of a transfer, continuity of resident care requires that essential information related to the 
resident be transferred with him or her so that medications and other treatments can continue uninterrupted, and the resident’s 
status can be monitored. To ensure that each care team receives the information needed to provide care, the resident’s medical 
record(s) is transferred or information from the resident’s medical record is summarized at transfer and provided to the care team 
receiving the resident. Such a summary includes  

f) the reason for admission;  
g) significant findings;  
h) diagnosis;  
i) procedures performed;  
j) medications;  
k) other treatments; 
l) the resident’s condition at transfer; and 
m) the resident’s code status (for example, do not resuscitate). 

The leaders of the departments and services work together to design and to implement the processes of care coordination and 
continuity. These processes may be supported with the use of tools such as guidelines, clinical pathways, care plans, referral forms, 
checklists, and the like. (Also see COP.3) The long term care organization identifies individuals responsible for coordinating services. 
These individuals may coordinate all resident care (for example, between departments) or may be responsible for coordinating the 
care of individual residents (for example, case manager). This care coordination is best accomplished by using established criteria or 
policies that determine the appropriateness of transfers within the long term care organization. (Also see IPSG.2.2; COP.2; COP.9.3; 
and ASC.7.2) 

Measurable Elements of ACC.3 

❑ 1. The leaders of departments and services design and implement processes that support continuity and coordination or care, 

including at least a) through e) identified in the intent. 

 

❑ 2. The resident’s medical record(s) is available to those practitioners who are authorized to have access and need it for the care 

of the resident.  

 

❑ 3. The resident’s medical record(s) is up to date to ensure communication of the latest information. 

 

❑ 4. The resident’s medical record(s) or a summary of resident care information is transferred with the resident to another 

service or unit in the long term care organization. 

❑ 5. If a summary of information is transferred with the resident, the summary contains at least f) through m) of the intent. 
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❑ 6. Continuity and coordination of care processes are supported by the use of tools, such as care plans, guidelines, or other 

such tools. 

Standard ACC.3.1  

During all phases of resident care, there is a qualified individual identified as responsible for the resident’s care. ℗ 

Intent of ACC.3.1 

To maintain continuity of care throughout the resident’s stay in the long term care organization, the individual with overall 
responsibility for coordination and continuity of the resident’s care or particular phase of the resident’s care is clearly identified. This 
individual may be a physician or other qualified individual. (Also see COP.2) The responsible individual is identified in the resident’s 
medical record. A single individual providing the oversight of care during the entire long term care stay will improve continuity, 
coordination, resident satisfaction, quality, and potentially the outcomes and thus is desirable for certain complex residents and 
others the organization may identify. This individual would need to collaborate and to communicate with the other health care 
practitioners. In addition, long term care organization policy identifies the process for the transfer of responsibility from the 
responsible individual to another individual during vacations, holidays, and other periods. The policy identifies those consultants, on-
call physicians, locum tenentes, or others who take responsibility and how they are to assume that responsibility and to document 
their participation or coverage. When a resident moves from one phase of care to another (for example, from rehabilitation to 
dementia care), the individual responsible for the resident’s care may change, or the same individual may continue overseeing the 
care of the resident. 

Measurable Elements of ACC.3.1 

❑ 1. A qualified individual(s) responsible for the coordination of the resident’s care is identified in the resident’s medical record 

and is available through all phases of care. 

 

❑ 2. There is a process for transferring the responsibility for coordination of care from individual to individual. 

 

❑ 3. The process identifies how these individuals assume the transferred responsibility and document their participation or 

coverage. 

Discharge, Referral, and Follow-Up 

Standard ACC.4 

The long term care organization develops and implements a discharge planning and referral process that is based on the resident’s 

readiness for discharge. ℗ 
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Standard ACC.4.1  

The long term care organization’s discharge planning process addresses resident and family education and instruction related to the 

resident’s need for continuing care and services.  

Intent of ACC.4 and ACC.4.1 

Discharge planning is a process that is used to help determine what types of continued care and services a resident may need after 
leaving the long term care organization to ensure a safe and successful transition from one level of care to another level of care. 
Effective discharge planning can decrease the risk of hospital admission, improve recovery, ensure safe medication practices, and 
help prepare residents and/or families in providing safe, post-admission care. The literature identifies that improvements in 
discharge planning significantly improve the outcome for residents as they move to the next level of care.  

Referring or discharging a resident to a health care practitioner outside the long term care organization, another care setting, home, 
or family is based on the resident’s health status and readiness for discharge. The resident’s physician or individual responsible for 
his or her care must determine readiness for referral or discharge based on the policies and relevant criteria or indications of referral 
and discharge established by the long term care organization.  

The discharge planning process includes identifying the resident’s need for continuing care or services. Continuing needs may mean 
referral to a medical specialist, rehabilitation therapist, or even preventive health needs coordinated in the home by the family. The 
long term care organization identifies any needs the resident may have for psychosocial or physical care, treatment, and services after 
discharge or transfer.  

An organized process is required to ensure that any continuing needs are met by appropriate health care practitioners or outside 
organizations. Residents may need support services and medical services at discharge. For example, residents may need social, 
nutritional, financial, psychological, or other support at discharge. The availability and actual use of these support services may, to a 
large degree, determine the need for continuing medical services. The discharge planning process includes the type of support 
service needed and the availability of such service.  

For residents not directly referred or transferred to another health care practitioner, clear instructions on where and how to receive 
continuing care are essential to ensure optimal outcomes of care and that all care needs are met. The instructions include the name 
and location of sites for continuing care, any return to the organization for follow-up, and when urgent care should be obtained. The 
process includes referring residents to sources of care outside the region when required.  

When indicated, the long term care organization begins to plan for the continuing needs as early in the care process as possible. The 
resident, the resident’s family, health care practitioners, and other staff involved in the resident’s care, treatment, and services 
participate in planning the resident’s discharge or transfer.  

Resident and family education and instruction are important components of the discharge plan and support the resident’s return to 
previous functional levels and maintenances of optimal health. The discharge process addresses the resident’s and family’s need for 
education on how to manage the resident’s continuing care needs at home. Standardized materials and processes are used to educate 
residents on topics related to their ongoing care and treatment after discharge. Resident education and follow-up instructions are 
provided to the resident in a form and language the resident understands. (Also see PCC.2)  

Based on the resident’s identified continuing care needs, discharge education and instruction may include, but are not limited to, the 
following topics:  

• Review of all medications to be taken at home  
• Safe and effective use of all medications, including potential medication side effects  
• Potential interactions between prescribed medications and other medications (including over-the-counter preparations) and 

food  
• Diet and nutrition  
• Pain management as needed  
• Safe and effective use of medical equipment, as appropriate  
• Rehabilitation techniques, as appropriate. 

Measurable Elements of ACC.4 

❑ 1. The long term care organization develops and implements a discharge planning and referral process that starts at the 

beginning of care and is based on the resident’s readiness for discharge. 
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❑ 2. The resident’s readiness for discharge is determined by the use of relevant criteria or indications that ensure resident safety. 

 

❑ 3. The discharge planning process includes the need for both support services and continuing medical needs. 

 

❑ 4. Residents not directly referred or transferred are provided with the name and locations of a site(s) for continuing care. 

 

❑ 5. Residents not directly referred or transferred are provided instructions, in writing, on when to return to the organization for 

continued care, if appropriate, and when and how to obtain urgent care. 

 

❑ 6. Discharge planning and instructions are documented in the resident record and provided to the resident in writing. 

 

 

Measurable Elements of ACC.4.1 

❑ 1. Resident and family education and instruction are related to the resident’s ongoing need for continuing care and services. 

 

❑ 2. Residents and families are provided with a complete list of medications to be taken at home. 

 

❑ 3. Residents and families are educated about the safe and effective use of all medications, potential side effects, and the 

prevention of potential interactions with over-the-counter medications and/or food. 

 

❑ 4. Residents and families are educated about proper diet and nutrition. 

 

❑ 5. Residents and families are educated about pain management as appropriate. 

 

❑ 6. Residents and families are educated about safe and effective use of medical equipment and rehabilitation techniques as 

appropriate. 

 

Standard ACC.4.2 

The complete discharge summary is prepared for all residents, and a copy of the discharge summary is contained in the resident’s 

medical record. 

 

Intent of ACC.4.2 

The discharge summary provides an overview of the resident’s stay within the long term care organization. A summary of the 
resident’s care is prepared at discharge from the long term care organization. Any qualified individual can compile the discharge 
summary, such as the resident’s physician, a house officer, or a clerk. A copy of the discharge summary is provided to the 
practitioner who will be responsible for the continuing or follow-up care of the resident.  

A copy is given to the resident when indicated by long term care organization policy or by common practice consistent with laws 
and culture. In cases in which details of a resident’s follow-up care are unknown, such as with residents who are visiting from a 
different region or country, a copy of the discharge summary is given to the resident. (Also see MOI.4) The copy of the discharge 
summary is placed in the resident’s medical record.  

The summary includes the following:  
a) Reason for admission, diagnoses, and comorbidities  
b) Significant physical and other findings  
c) Diagnostic and therapeutic procedures performed 
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d) Medications administered during admission with the potential for residual effects after the medication has been discontinued  
e) All medications to be taken at home  
f) The resident’s condition/status at the time of discharge (examples include “condition improved,” “condition unchanged,” 

and the like)  
g) Follow-up instructions 

 

Measurable Elements of ACC.4.2 
❏ 1. A discharge summary is prepared by a qualified individual. 

❏ 2. The discharge summary contains at least a) through g) of the intent. 

❏ 3. A copy of the discharge summary is provided to the practitioner responsible for the resident’s continuing or follow-up 

care. 

❏ 4. A copy of the discharge summary is provided to the resident in cases in which information regarding the practitioner 

responsible for the resident’s continuing or follow-up care is unknown. 

❏ 5. A copy of the completed discharge summary is placed in the resident’s medical record in a time frame identified by the 

long term care organization. 

 

Standard ACC.4.3 

The long term care organization has a process for the management and follow-up of residents who notify long term care staff that 

they intend to leave against medical advice. ℗ 

 

Standard ACC.4.3.1 
The long term care organization has a process for the management of residents who leave the organization against medical advice 

without notifying long term care staff. ℗ 

 

 

Intent of ACC.4.3 and 4.3.1 

When a resident decides to leave the long term care organization after an examination has been completed and a treatment plan 
recommended, this is identified as “leaving against medical advice.” Residents have the right to refuse medical treatment and/or 
leave the long term care organization against medical advice. However, these residents may be at risk of inadequate treatment, which 
may result in permanent harm or death. When a competent resident requests to leave the long term care organization without 
medical approval, the medical risks must be explained by the physician providing the treatment plan or his or her designee prior to 
discharge. Also, normal discharge procedures should be followed, if the resident allows. (Also see ACC.4.1) If the resident has a 
family physician who has not been involved, but is known to the long term care organization, the family physician must be notified 
of the resident’s decision. Efforts should be made to identify the reason the resident is choosing to leave against medical advice. 
Long term care organizations need to understand these reasons in order to be able to provide better communication to residents 
and/or families and identify potential process improvements. 
 
There may be special circumstances in which a resident may be granted permission to leave the long term care organization during 
the course of treatment. As permitted by long term care organization policy and regional laws and regulations, the organization may 
develop a process to permit residents to leave the organization for a period of time (such as on a weekend “pass”). The decision to 
grant leaves/passes must be based on the resident’s physical and mental status and on family capability to provide safe care (if 
accompanying the resident), and it must include input from the treatment team and—as appropriate—the resident/family.  
 
When a resident leaves the long term care organization against medical advice without notifying anyone in the organization and does 
not return for treatment, the organization must make an effort to contact the resident to inform him or her of potential risks. If the 
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resident has a family physician who is known to the long term care organization, the organization, in order to reduce the risk of 
harm, should notify that physician.  
 
The long term care organization designs this process to be consistent with applicable laws and regulations. When applicable, the long 
term care organization reports cases of infectious disease and provides information regarding residents who may harm themselves or 
others to local and national health authorities as required. (Also see PCI.1) 
 

Measurable Elements of ACC.4.3 
❏ 1. There is a process for managing residents who notify staff that they are leaving against medical advice. 

❏ 2. The process includes informing the resident of the medical risks of incomplete treatment. 

❏ 3. The resident is discharged according to the long term care organization discharge process. 

❏ 4. If the family physician of a resident leaving against medical advice is known and has not been involved in the process, 

the physician is notified. 

❏ 5. The process is consistent with applicable laws and regulations, including requirements for reporting cases of infectious 

disease and cases in which residents may be a threat to themselves or others. 

❏ 6. When consistent with regional laws and regulations, the long term care organization develops a process for allowing 

residents to leave the organization during the planned course of treatment on an approved pass for a defined period of 

time. 

 

Measurable Elements of ACC.4.3.1 
❏ 1. There is a process for the management of residents who leave the long term care organization against medical advice 

without notifying long term care staff. 

❏ 2. There is a process for the management of residents receiving complex treatment who do not return for treatment. 

❏ 3. If the family physician is known and has not been involved in the process, the physician is notified. 

❏ 4. The process is consistent with applicable laws and regulations, including requirements for reporting cases of infectious 

disease and cases in which residents may be a threat to themselves or others. 
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Resident-Centered Care (RCC) 

Note: The new RCC chapter is a combination of standards and concepts from the Long Term Care 1st Edition RRR and RFE 
chapters. 

Resident and Family Rights 

Standard RCC.2.2 

The long term care organization supports the resident’s right to assessment and management of pain and respectful compassionate 
care at the end of life.  

Intent of RCC.2.2 

Pain is a common part of the resident experience, and unrelieved pain has adverse physical and psychological effects. The increase in 
the amount of people suffering from complex chronic diseases (CCD) across the world has led to an increase in the percentage of 
the population experiencing pain. A resident’s response to pain is frequently within the context of societal norms and cultural and 
religious traditions. Thus, resident are encouraged and supported in their reporting of pain.  

The world population is aging at a rate faster than any time in recent history. This demographic shift has increased the amount of 
residents in long term care facilities that require end of life care. Dying residents have unique needs that may also be influenced by 
cultural and religious traditions. Concern for the resident’s comfort and dignity guides all aspects of care during the final stages of 
life. To accomplish this, all staff members are made aware of residents’ unique needs at the end of life. These needs include 
treatment of primary and secondary symptoms; pain management; response to the resident’s and family’s psychological, social, 
emotional, religious, and cultural concerns; and involvement in care decisions.  

The long term care organization’s care processes recognize and reflect the right of all residents to assessment and management of 
pain and assessment and management of a resident’s unique needs at the end of life. (Also see COP.6 and COP.7)  

Measurable Elements of RCC.2.2 
❏ 1. The long term care organization respects and supports the resident’s right to assessment and management of pain. 

❏ 2. The long term care organization respects and supports the resident’s right to assessment and management of the dying 

resident’s needs. 

❏ 3. The long term care organization’s staff understand the personal, cultural, and societal influences on the resident’s 

experiences with pain. 

❏ 4. The long term care organization’s staff understand the personal, cultural, and societal influences on the resident’s experi-

ences with death and dying. 

Standard RCC.3 

The long term care organization measures, analyzes, and—when necessary—improves the resident experience in order to enhance 

the quality of resident care. ℗ 

Intent of RCC.3 
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The resident experience is made up of a wide range of interactions that occur with all types of staff—including physicians, nurses, 
other professionals, and ancillary staff—as well as the care, treatment, and services they receive during their health care encounters. 
An important component of resident-centered care is understanding the resident experience.  

Gathering and analyzing information about the resident experience can be used to help determine if the care residents are receiving 
is responsive to the individual resident preferences, needs, and values. Evaluating the resident experience along with other elements 
of resident care, such as safety and effectiveness, provides more complete information about the quality of resident care.  

The long term care organization has established a process for collecting and analyzing the resident experience as part of measuring 
the quality of resident care and potentially improving resident outcomes. (Also see QPS.4)  

Measuring resident satisfaction is one way to capture resident experience information. However, long term care leaders need to be 
aware that resident satisfaction is a subjective measure, while resident experience is an objective measure. (Also see GLD.5) For 
example, asking residents if they were pleased with the room layout would be a resident satisfaction measure because preference on 
a room layout is subjective. Asking residents if they have access to their health care records is a measure of resident experience 
because resident data access is an objective measure. As an integral component of health care quality, resident experience includes 
several aspects of health care delivery that residents value highly when they seek and receive care, such as timely appointments, easy 
access to information, and good communication with health care providers.  

Resident satisfaction measures that have an impact on resident care can be used to obtain initial resident experience data and meet 
the expectations of this standard. When resident satisfaction measures are used, long term care leaders should continuously enhance 
data collection to eventually identify resident experience information for meaningful improvement. 

Measurable Elements of RCC.3 
❏ 1. Leadership develops and implements a process for assessing the resident experience and its impact on resident care. 

❏ 2. Data from the resident experience are aggregated, analyzed, and transformed into information to identify strategies for 

improving the resident experience. 

❏ 3. Leadership determines a priority area for improving the resident experience that will positively impact resident care. 

❏ 4. Identified strategies for improving the resident experience are implemented. 

❏ 5. Improvements to the resident experience are analyzed and revised in order to optimize their impact on quality of 

resident care. 

Resident Consent Process 

Standard RCC.4 

General consent for treatment, if obtained when a resident is admitted to the organization, is clear in its scope and limits. ℗ 

Intent of RCC.4 
Many long term care organizations obtain a general consent (rather than rely on implied consent) for treatment when the resident is 
admitted for care. When a general consent is obtained, residents are given information on the scope of the general consent, such as 
which tests and treatments are included under the general consent. The long term care organization defines how a general consent is 
documented in the resident’s medical record.  

Whether or not a general consent is obtained, all residents are given information about those tests and treatments for which a 
separate informed consent will be obtained. In addition, all residents receive information about the likelihood of students (such as 
nursing students, physical therapy students, and others) and medical students and trainees participating in care processes.  

Measurable Elements of RCC.4 
❏ 1. Residents and families are informed as to the scope of a general consent, when used by the long term care organization.  

❏ 2. The long term care organization defines how a general consent, when used, is documented in the resident medical 

record.  
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❏ 3. Whether or not a general consent is obtained, all residents and families are informed about which tests and treatments 

require informed consent. 

❏ 4. Whether or not general consent is obtained, all residents receive information about the likelihood of students and 

trainees participating in care processes. 
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Assessment of Residents (AOR) 

Note: The new AOR chapter is comprised of standards and concepts from the Long Term Care 1st Edition RAA chapter. 

Assessment 

Standard AOR.1.2 

The resident’s medical and nursing needs are identified from the initial assessments, which are completed and documented in the 

medical record within the first 24 hours after admission or earlier as indicated by the resident’s condition. ℗ 

Intent of AOR.1.2 

The primary outcome from the resident’s initial assessments is an understanding of the resident’s medical and nursing needs so care 
and treatment can begin. To accomplish this, the long term care organization determines the minimum content of the initial medical 
and nursing and other assessments (also see AOP.1), the time frame for completion of assessments, and the documentation 
requirements for assessments. (also see AOP.1.3) Although the medical and nursing assessments are primary to the initiation of care, 
there may be additional assessments by other health care practitioners, including special assessments (also see AOP.1.4 and AOP.1.5) 
and individualized assessments (also see AOP.1.6). These assessments must be integrated and the most urgent care needs identified. 
(Also see AOP.4)  

The initial medical and nursing assessments are completed within 24 hours of admission to the long term care organization and 
available for use by all those caring for the resident. When the resident’s condition indicates, the initial medical and nursing 
assessment is conducted and available earlier. Thus, emergency residents are assessed immediately, and policy may define that certain 
other resident groups are assessed sooner than 24 hours.  

In an emergency, the initial medical and nursing assessments may be limited to the resident’s apparent needs and condition. (Also see 
ASC.7 and MOI.8.1)  

Measurable Elements of AOR.1.2 
❏ 1. The initial medical assessment, including health history, physical exam, and other assessments required by the resident’s 

condition, is performed and documented within the first 24 hours of admission or sooner as required by resident 

condition. 

❏ 2. The initial medical assessment results in a list of specific medical diagnoses that includes primary and associated 

conditions requiring treatment and monitoring. 

❏ 3. The initial nursing assessment is performed and documented within the first 24 hours of admission or sooner as 
required by resident condition. 

❏ 4. The initial nursing assessment results in a list of specific resident nursing needs or conditions that require nursing care, 
interventions, or monitoring. 
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Standard AOR.1.3 

The long term care organization has a process for accepting initial medical assessments conducted in a physician’s private office or 
other outpatient or inpatient setting prior to admission.  

Intent of AOR.1.3 

When the initial medical assessment is conducted in a physician’s private office or other outpatient or inpatient setting prior to care 
in the long term care organization, it must be within the previous 30 days. If, at the time of admission, the medical assessment is 
greater than 30 days old, the medical history must be updated and the physical examination repeated. For medical assessments 
performed and documented 30 days or less prior to admission, any significant changes in the resident’s condition since the 
assessment, or “no change” if appropriate, are documented at admission. This updating and/or reexamination can be accomplished 
by any qualified individual.  

Measurable Elements of AOR.1.3 
❏ 1. Initial medical assessments conducted prior to admission in the long term care organization are less than or equal to 30 

days old. 

❏ 2. For assessments less than or equal to 30 days old, any significant changes in the resident’s condition since the 

assessment or “no change” are documented in the resident’s medical record at the time of admission. 

❏ 3. If the medical assessment is greater than 30 days old at the time of admission, the medical history is updated and the 
physical examination repeated. 

❏ 4. The findings of all assessments performed outside the long term care organization are reviewed and/or verified at the 
time of admission. 

 

Standard AOR.1.6 

Individualized medical and nursing initial assessments are performed for special populations cared for by the long term care 

organization. ℗ 

Intent of AOR.1.6 
The initial assessment of certain types of residents or certain resident populations requires that the assessment process be modified. Such 
modification is based on the unique characteristics or needs of each resident population. Each long term care organization identifies those 
special resident groups and populations and modifies the assessment process to meet their special needs. In particular, when the long term 
care organization serves one or more of the special-needs residents or populations listed below, individualized medical and nursing 
assessments are performed:  

• Infants  
• Children  
• Adolescents  
• Frail elderly  
• Terminally ill/dying residents  
• Residents with intense or chronic pain  
• Residents with emotional or psychiatric disorders  
• Residents suspected of drug and/or alcohol dependency  
• Victims of abuse or neglect  
• Residents with infectious or communicable diseases  
• Residents receiving chemotherapy or radiation therapy  
• Residents whose immune systems are compromised  
• Residents with dementia or other cognitive disabilities  
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The assessment of residents suspected of drug and/or alcohol dependency and the assessment of victims of abuse or neglect are 
shaped by the culture of the resident population. These assessments are not intended to be proactive case-finding processes. Rather, 
the assessment of these residents responds to their needs and condition in a culturally acceptable and confidential manner. The 
assessment process is modified to be consistent with local laws and regulations and professional standards related to such 
populations and situations and to involve the family when appropriate or necessary. (Also see AOP.1.2 and AOP.1.2.1)  

Measurable Elements of AOR.1.6 
❏ 1. The long term care organization identifies, in writing, those special resident groups and populations it serves that require 

modifications to its assessment. 

❏ 2. The assessment process for special-needs resident populations is modified to reflect their needs.  

❏ 3. The modified assessment process is consistent with local laws and regulations and incorporates professional standards 

related to such populations. 

❏ 4. Individualized medical and nursing assessments are performed and documented. 

Standard AOR.1.7 

The initial assessment includes determining the need for discharge planning. ℗ 

Intent of AOR.1.7 

Continuity of care requires special preparation and considerations for many residents, particularly as it relates to discharge planning. The 
process for developing a plan for discharge begins early in the assessment process. The initial assessment can help identify those residents 
for whom discharge planning is critical due to age, lack of mobility, continuing medical and nursing needs, or assistance with activities of 
daily living, among others. As arrangements for discharge may take some time, the assessment and planning processes are initiated as soon 
as possible after admission.  

Discharge planning includes any special education the resident may require related to continuing care outside of the long term care 
organization. (Also see ACC.4.1; PCC.2; and PCC.5.1) For example, a resident being discharged after an admission for extended 
rehabilitation for long term ventilator weaning will require education on respiratory care prior to going home. A resident admitted for 
extended rehabilitation post-orthopedic surgery will require additional rehabilitation care after discharge. Successful discharges depend on 
effective planning.  

 

Measurable Elements of AOR.1.7 
❏ 1. The long term care organization begins the discharge planning process early in the assessment process to identify those 

residents for whom discharge planning is critical. 

❏ 2. Discharge planning includes identifying special needs and developing and implementing a plan to address those needs.  

❏ 3. Residents, family as appropriate, and staff involved in the resident’s care participate in the discharge planning process. 

Standard AOR.3 

Qualified individuals conduct the assessments and reassessments. ℗ 

Intent of AOR.3 

The assessment and reassessment of residents are critical processes that require special education, training, knowledge, and skills. Thus, for 
each type of assessment, those individuals qualified to perform the assessment are identified and their responsibilities defined in writing. In 
particular, those individuals qualified to conduct emergency assessments or assessments of nursing needs are clearly identified. Assessments 
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are performed by each discipline within its scope of practice, licensure, applicable laws and regulations, or certification. (Also see SQE.1.1 
and SQE.10)  

Measurable Elements of AOR.3 
❏ 1. Individuals qualified to conduct resident assessments and reassessments are identified and have their responsibilities 

defined in writing. 

❏ 2. Only those individuals permitted by licensure, applicable laws and regulations, or certification perform resident 

assessments. 

❏ 3. Emergency assessments are conducted by individuals qualified to do so. 

❏ 4. Nursing assessments are conducted by individuals qualified to do so. 

Clinical Laboratory Services 

Standard AOR.5.1 

A qualified individual is responsible for the oversight and supervision of the point-of-care testing program. ℗ 

Intent of AOR.5.1  

Point-of-care testing (POCT) is testing performed at sites outside the traditional laboratory environment, usually at or near where care is 
delivered to the resident. 
 
When POCT is included in the home care services, oversight and supervision for the services—regardless of where the services are 
performed—are provided by the individual responsible for managing the laboratory services or a designee. The home care 
organization must have a clearly defined and well-structured approach to POCT to ensure that it is performed safely and correctly 
and that the results generated are accurate and reliable. 

A POCT program includes thorough planning with leaders electing to implement POCT in the home care services. Planning 
includes selection of tests to be performed, identification of staff who will be performing the test(s), and a protocol for reporting 
abnormal test results, including the process for reporting critical results. Staff performing POCT require training for each test being 
performed, along with a competency evaluation to ensure that results are accurate.  

Quality control performance, documentation, and evaluation are required to be performed within defined specifications 
recommended by the manufacturer, for example, on a daily basis or weekly basis, as well as between new batches of test kits. The 
quality control sample may be included with the test kit or may need to be purchased from the manufacturer or authorized 
representative. All staff performing POCT adhere to defined quality control procedures and understand what actions to take when 
the quality control sample is out of specification.  

 
A POCT program should be monitored and evaluated in order to ensure that the program is meeting the needs of its customers 
(health care practitioners, testing staff, and residents). This may be accomplished by developing and monitoring quality improvement 
measures, through resident surveys and/or reviews of quality control and proficiency testing results, and utilization reports.  

Measurable Elements of AOP.5.1 

❑ 1. The person responsible for coordinating the laboratory services, or a designee, provides oversight and supervision of the 

POCT program. 

 

❑ 2. Staff performing point-of-care testing have the required qualifications and training and are competent to perform POCT.  

 

❑ 3. The POCT program includes a defined process for reporting abnormal test results, including reporting critical results. 
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❑ 4. The POCT program includes quality control performance, documentation, and evaluation. 

 

❑ 5. The POCT program is monitored and evaluated and included in quality improvement activities. 

 

Standard AOR.5.2  

A qualified individual is responsible for the oversight and supervision of the point-of-care testing program. ℗  

Intent of AOR.5.2  
Point-of-care testing (POCT) is testing performed at sites outside the traditional laboratory environment, usually at or near where care is 
delivered to the resident.  

When POCT is included in the long term care organization’s services, oversight and supervision for the services—regardless of 
where the services are performed—are provided by the individual responsible for managing the laboratory services or a designee. 
(Also see GLD.9) The organization must have a clearly defined and well-structured approach to POCT to ensure that it is performed 
safely and correctly and that the results generated are accurate and reliable.  

A POCT program includes thorough planning with leaders electing to implement POCT in their department/ ward. Planning 
includes selection of tests to be performed, identification of staff who will be performing the test(s), and a protocol for reporting 
abnormal test results, including the process for reporting critical results. (Also see IPSG.2.1) Staff performing POCT require training 
for each test being performed, along with a competency evaluation to ensure that results are accurate. (Also see SQE.4)  

Quality control performance, documentation, and evaluation are required to be performed within defined specifications 
recommended by the manufacturer; for example, on a daily basis or weekly basis, as well as between new batches of test kits. The 
quality control sample may be included with the test kit or may need to be purchased from the manufacturer or authorized 
representative. All staff performing POCT adhere to defined quality control procedures and understand what actions to take when 
the quality control sample is out of specification. (Also see AOP.5.9)  

A POCT program should be monitored and evaluated in order to ensure that the program is meeting the needs of its customers 
(health care practitioners, testing staff, and residents). This may be accomplished by developing and monitoring quality improvement 
measures, through resident surveys and/or reviews of quality control and proficiency testing results, and utilization reports.  

 

Measurable Elements of AOR.5.2  
❏ 1. The person responsible for managing the laboratory services, or a designee, provides oversight and supervision of the POCT 

program.  

❏ 2. Staff performing point-of-care testing have the required qualifications and training and are competent to perform POCT.  

❏ 3. The POCT program includes a defined process for reporting abnormal test results, including reporting critical results.  

❏ 4. The POCT program includes quality control performance, documentation, and evaluation.  

❏ 5. The POCT program is monitored and evaluated and included in quality improvement activities. 
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Care of Residents (COR) 

Note: The new COR chapter is comprised of standards and concepts from the Long Term Care 1st Edition RCC chapter. 

Care Delivery  

Standard COR.2.1 

Clinical and diagnostic procedures and treatments are carried out and documented as ordered, and the results or outcomes are 
recorded in the resident’s medical record.  

Intent of COR.2.1 

Clinical and diagnostic procedures and treatments performed, and the results or outcomes, are documented in the resident’s medical 
record. (Also see PCC.2 and MOI.8.1) Examples of such procedures and treatments include X-rays, computerized tomography (CT) 
exams, and other invasive and noninvasive diagnostic procedures and treatments. Information about who requested the procedure 
or treatment and the reason for the procedure or treatment are included in the documentation.  

Measurable Elements of COR.2.1 
❏ 1. Procedures and treatments are carried out as ordered and are documented in the resident’s medical record. 

❏ 2. The person requesting, and the reason for requesting, the procedure or treatment are documented in the resident’s 

medical record. 

❏ 3. The results of procedures and treatments performed are documented in the resident’s medical record. 

Clinical Alarm System Management 

Standard COR.3.1 

The long term care organization reduces the risk of harm associated with clinical alarms by developing and implementing risk 

reduction strategies for managing clinical alarm systems used for resident care. ℗ 

Intent of COR.3.1 
Clinical alarm systems are intended to alert caregivers of potential resident problems, but if they are not properly managed, they can 
compromise resident safety. There are several underlying issues associated with alarm management that can increase the risk to 
resident safety. Issues associated with alarm management include too many devices with alarms, default settings that are not at an 
actionable level, and alarm limits that are too narrow or not tailored to the resident’s condition. Many resident care areas have 
numerous alarm signals, and the recurrent noise from improperly managed alarms tends to desensitize staff and cause them to miss 
or ignore alarm signals or even disable them. These issues vary greatly among long term care organizations and even within different 
wards in a single organization. It is important for a long term care organization to understand its own situation and to develop a 
systematic, coordinated approach to clinical alarm system management. (Also see QPS.10)  

Standardization contributes to safe alarm system management, but it is recognized that alarm management solutions may have to be 
designed for specific clinical units, groups of residents, or individual residents. For example, the most common alarms to address in an 
adult respiratory population would be pulse oximetry monitoring, and in dementia or memory care, elopement alarms may be the most 
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common. In designing customized solutions for proper alarm management, leaders begin by identifying the most important alarm signals 
to manage. Consideration of the following can be helpful in determining alarm signals that may pose a risk to resident safety:  

• Input from the medical staff and clinical departments  
• Data from medical devices on which alarms are causing false or nonactionable alarms that could impact specific resident 

populations  
• Risk to residents if the alarm signal is not attended to or if it malfunctions  
• Whether specific alarm signals are needed or unnecessarily contribute to alarm noise and alarm fatigue  
• Potential for resident harm based on internal incident history  
• Published best practices and guidelines (Also see QPS.3)  

When the alarms posing a risk to resident safety have been identified, along with the locations and situations under which these 
alarms are used, strategies are developed that address the following:  

a) Clinically appropriate settings for alarm signals  
b) Situations in which alarm signals can be disabled  
c) Circumstances under which alarm parameters can be changed  
d) Identification of those who have the authority to set alarm parameters  
e) Designation of those who have the authority to change alarm parameters 

Measurable Elements of COR.3.1 
❏ 1. Long term care leaders develop and implement an alarm system management program for alarm signals that pose a risk 

to resident safety. 

❏ 2. The program identifies the most important alarm signals to be managed based on the risk to resident safety. 

❏ 3. Long term care leaders develop strategies for managing alarms that consider a) through e) of the intent. 

❏ 4. Health care practitioners and other appropriate staff are educated about the purpose and proper operation of alarm 

systems for which they are responsible.  

❏ 5. Staff responsible for the management of clinical alarms are trained and competent to do so. 

 

Recognition of Changes to Resident Condition 

Standard COR.3.2 

Clinical staff are trained to recognize and respond to changes in a resident’s condition.  

Intent of COR.3.2 

Residents deemed clinically appropriate for long term care may more stable physiologically than when they were hospitalized; 
however, a significant number of residents in long term care organizations experience critical events. It is essential to recognize the 
age-specific signs indicating a sudden change of condition for an individual resident population; for example, the pediatric resident 
population versus the adult resident populations. Often, a resident will exhibit early warning signs (for example, a worsening of vital 
signs or a subtle change in neurological status) shortly before experiencing significant clinical decline, resulting in a major event. 
(Also see AOP.2) The literature identifies physiological criteria that can assist staff in early detection of deteriorating residents. A 
majority of residents who experience cardiopulmonary or respiratory arrest demonstrate clinical deterioration prior to arrest. When 
staff are able to identify these residents early and request additional assistance from specially trained individuals, clinical outcomes 
improve.  

All clinical staff require education and training to provide the knowledge and skills to recognize and intervene when resident 
assessments identify physiological signs that are outside of the normal range, indicating a potential for resident deterioration. Early 
response to changes in a resident’s condition is critical to potentially preventing further deterioration. Long term care organizations 
that develop a systematic approach to early recognition and intervention of residents whose condition is deteriorating may reduce 
cardiopulmonary arrests and resident mortality. (Also see SQE.3)  
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Measurable Elements of COR.3.2 
❏ 1. The long term care organization develops and implements a systematic process for staff recognition of and response to a 

resident whose condition appears to be worsening. 

❏ 2. The long term care organization develops and implements documented age-specific criteria describing early warning 

signs of a change or deterioration in a resident’s condition. 

❏ 3. The long term care organization develops and implements a process that identifies when and how to seek further 

assistance. 

❏ 4. Based on the organization’s early warning criteria, staff seek additional assistance when they have concerns about a 

resident’s condition. 

❏ 5. The long term care organization informs the resident and family how to seek assistance when they have concerns about 

a resident’s condition. 

 

Resuscitation Services 

Standard COR.3.3 

Resuscitation services are available throughout the long term care organization. 

Intent of COR.3.3 

Resuscitation services can be defined as clinical interventions for the emergent care of residents experiencing a critical, life-threatening 
event, such as cardiac or respiratory arrest. When a cardiac or respiratory arrest occurs, the immediate initiation of chest 
compressions or respiratory support may mean the difference between life and death or, at the very least, may help avoid potentially 
serious brain damage. Based upon the services provided and the resident population of the organization, long term care leadership 
determine what level of resuscitation services will be available. Examples of differing types of resuscitation services that may be 
provided are training staff to administer BLS and utilize and automatic external defibrillator (AED) or training specific staff in 
advanced life support (ALS) to utilize emergency medications and emergency carts for residents requiring ventilator and other 
advanced medical support. 

Successful resuscitation of residents in cardiopulmonary arrest is dependent on critical interventions, such as early defibrillation and 
accurate implementation of advanced life support (if applicable to the services provided). If the organization chooses to provide 
advanced life support services, these services must be available to all residents, 24 hours a day, every day. Essential to providing 
these critical interventions is the quick availability of standardized medical equipment, medications for resuscitation, and staff 
properly trained in resuscitation. Basic life support must be implemented immediately upon recognition of cardiac or respiratory 
arrest, and a process must be in place for providing advanced life support in fewer than 5 minutes. Resuscitation services available 
within the long term care organization, including medical equipment and properly trained staff, must be based on clinical evidence 
and the population served (for example, if the long term care organization has a pediatric population, medical equipment for 
pediatric resuscitation must be available). (Also see ASC.3; MMU.3.1; SQE.8.1; SQE.8.1.1; GLD.9; and FMS.9) To ensure that 
resuscitation is implemented in a timely manner, the organization reviews internal data from previous emergency situations to 
determine response times and availability of appropriate equipment, and identifies areas for improvement.  

Note: All areas of the organization includes any areas where treatment and services are provided, including treatment or diagnostic 
areas in separate buildings on the organization campus.  

Measurable Elements of COR.3.3 
❏ 1. Resuscitation services are available and provided to all residents 24 hours a day, every day, throughout all areas of the 

organization. 

❏ 2. Medical equipment for resuscitation and medications for basic and/or advanced life support are standardized and 
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available for use based on the needs of the population served. 

❏ 3. In all areas of the organization, basic life support is implemented immediately upon recognition of cardiac or respiratory 

arrest, and advanced life support is implemented in fewer than 5 minutes (if applicable to the services provided). 

❏ 4. The organization reviews internal data from previous emergency situations and identifies areas for improvement. 

Administration of Blood and Blood Products 

Standard COR.3.4 

Clinical guidelines and procedures are established and implemented for the handling, use, and administration of blood and blood 

products. ℗ 

Intent of COR.3.4 
Blood must be administered in accordance with standards of practice and in a consistent manner in order to ensure the safety of the 
recipient. Therefore, clinical guidelines and procedures describe the process for  

a) resident consent for administration; (Also see PCC.4.2 and GLD.11.2)  
b) procurement of blood from the blood bank or blood storage area;  
c) resident identification;  
d) blood administration;  
e) monitoring of the resident; and  
f) identification of and response to signs of potential transfusion reactions  

An individual with the education, knowledge, and expertise to oversee the blood and blood products administration ensures that 
processes, procedures, and clinical guidelines for transfusions are defined and implemented. (Also see AOP.5.11 and QPS.8)  

Measurable Elements of COR.3.4 
❏ 1. An individual with education, knowledge, and expertise oversees the administration of blood and blood products. 

❏ 2. Clinical guidelines and procedures are established and implemented for the handling, use, and administration of blood 

and blood products. 

❏ 3. Clinical guidelines and procedures address the processes for a) through f) in the intent. 

Management of Residents at Risk for Suicide of Self-Harm 

Standard COR.3.5 

The long term care organization has a process to identify residents at risk for suicide and self-harm. ℗ 

Intent of COR.3.5 

Suicide is considered a sentinel event. (Also see GLD.4) The long term care organization presents a unique combination of risk 
factors—acute illness or presentation of symptoms, environmental risk factors, and varied levels of staff experience with suicide and 
self-harm. Therefore, the long term care organization must implement screenings and assessments to identify residents at risk for 
suicide and self-harm to minimize the likelihood of a suicide or self-harm attempt.  

Residents are screened if they meet criteria established by the long term care organization. The organization identifies resident 
populations and/or criteria for which residents require screening for suicide and self-harm. For example, the organization may 
choose to screen all residents at psychiatric and behavioral units, neurological rehabilitation units, or dementia/memory care units. 
Regardless of the treatment location, it is important for staff to be aware that residents being treated primarily for a medical 
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condition often have comorbid behavioral health conditions, a change in clinical status that carries a poor prognosis, or psychosocial 
issues. These residents may be at risk for suicide, and it is important for staff to properly screen these individuals and identify other 
resident populations for suicidal ideation and self-harm as part of their overall clinical evaluation when indicated.  

Staff are trained on how to identify resident populations who meet criteria for suicide and self-harm screening. Residents who meet 
criteria are screened for suicide and self-harm risk using tools that are appropriate to the resident population (for example, age-
appropriate). (Also see SQE.3) Further assessment for suicide and self-harm risk is conducted on residents identified as “at risk” for 
suicide and self-harm or suicidal ideation through the use of screening tools. This assessment is completed through the use of 
evidence-based tools and focuses on suicidal ideation, intent, and plan; risk and protective factors; and past suicidal or self-harm 
behaviors.  

The long term care organization implements protocols to minimize the risk of suicide and self-harm in residents who, upon 
assessment, are at risk for suicide and/or self-harm. These protocols may vary depending on the type of unit or ward, and the 
resident population. For example, a general ward may implement a requirement for one-to-one monitoring for residents at risk of 
suicide, whereas psychiatric units may opt for hourly intentional rounding. These differences are influenced by variations in the 
physical environment of the care area, staffing ratios and training, and so on. Ultimately, the focus of these protocols is to keep 
residents safe, regardless of where they are being cared for in the organization; department/service leaders conduct risk assessments 
and collaborate with clinical staff to identify and implement protocols that are most applicable and appropriate to each clinical care 
area.  

Long term care organizations that care for residents at risk for suicide and self-harm, such as organizations with a dedicated 
psychiatric unit, need to assess risks in the physical environment to identify areas and features that could be used to attempt suicide. 
(Also see FMS.3; FMS.5; and FMS.6) Resident rooms, resident bathrooms, corridors, and other areas should be included in the risk 
assessment. The most common hazards for suicide risk are anchor points used for hanging; however, there are many other types of 
hazards, and it is important to do a thorough assessment of the environment. For example, the risk assessment includes the 
accessibility of sharps, medications, cleaning chemicals, and so on. Nonpsychiatric units in long term care organizations should 
assess clinical areas to identify objects that could be used for self-harm so they can be removed when needed from the area around a 
resident who has been identified as high risk for suicide. For example, removal of anchor points, door hinges, and hooks that can 
be used for hanging.  

Measurable Elements of COR.3.5 
❏ 1. The long term care organization establishes criteria for which residents are screened for suicide and self-harm, as 

clinically indicated. 

❏ 2. The long term care organization uses evidence-based tools to assess residents for suicidal ideation based on established 

criteria. Residents who screen positive, are identified as “at risk” for suicide and/or self-harm based on the established 

criteria. 

❏ 3. The long term care organization conducts an environmental risk assessment that identifies features in the physical envi-

ronment that could be used in a suicide or self-harm attempt; the organization takes necessary action to minimize the 

risk(s). 

❏ 4. The long term care organization implements protocols and procedures to mitigate the risk of resident suicide and/or 

self-harm. 

❏ 5. The long term care organization monitors implementation and effectiveness of protocols and procedures for the pre-

vention of resident suicide and/or self-harm by analyzing data regarding self-harm, the incidents, or deaths. 

❏ 6. Staff are trained on screening criteria, screening tools, and suicide and self-harm risk reduction protocols and 

procedures. 
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Deinstitutionalization 

Standard COR.7 

The long term care organization engages residents and families in decisions related to the operational aspects of the organization as 
appropriate.  

Intent of COR.7 

Long term care organizations provide care to residents whose conditions require much longer length of stay than other healthcare 
organizations. Often times custodial care is provided to residents who may not be acutely ill, but require supervision or assistance 
with daily activities and therefore cannot live alone. The long term care environment provides a unique situation in which the goals 
of care for residents include helping them to live at the facility in a manner that is safe and allows for an environment that is “home-
like”. The concept of creating an environment that is less like a medical facility and more like a home environment is often discussed 
in the research literature as deinstitutionalization. Deinstitutionalization can be defined as the incorporation of the resident’s concept of 
home into the operations of the long term care organization. Common aspects of long term care organizations that can inhibit the 
ability to create a home-like environment are the use of routinized care, institutional design, the lack of choice in moving to the 
organization, and cognitive impairment. Organizations that incorporate the concept of deinstitutionalization into their care services 
primarily focus on: 

a) the physical environment, for example, allowing residents to decorate their rooms; 

b) social interactions, for example, communication and connections with other residents, family, and staff; 

c) personal autonomy, for example, allowing for residents to participate in decision making regarding their schedule or to 
keep their own clothing for use; and 

d) providing care in a way that maintains the resident’s daily routine when possible. 

 

Of note, rather than working on each component individually, focusing on integrating these three concepts can improve person-
centered care and create a more home-like environment for residents. 

The long term care organization has a process for engaging with residents and their families to develop processes and procedures 
that allow for the incorporation of deinstitutionalization concepts into the operations of the organization. As part of this process, 
the long term care organization regularly monitors the associated processes and procedures to gather feedback from residents and 
families.  

Measurable Elements of COR.7 
❏ 1. The long term care organization has a process for engaging with residents and their families to develop processes and 

procedures that allow for the incorporation of deinstitutionalization concepts into the operations of the organization.  

❏ 2. The process addresses items a) through d) identified in the intent. 

❏ 3. The long term care organization regularly monitors the associated processes and procedures to gather feedback from 

residents and families. 

❏ 4. The long term care organization identifies goals and implements improvements, based on the data gathered. 
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Long Term Care Organizations Providing Dementia and Memory Care 

Services 

Standard COR.8 

The long term care organization has a process to provide evidence-based care to dementia/memory residents. 

Intent of COR.8 

Research from the WHO has shown that as of 2017, 47 million people worldwide have been diagnosed with dementia, with 9.9 
million new cases being diagnosed each year. Given the insidious and progressive nature of the disease, this number is likely far 
under-representative of the actual amount of people worldwide living with dementia. Other research has estimated that over half of 
the residents in nursing homes in the Western world are persons with dementia. It is therefore imperative that long term care 
organizations involve their clinical leaders in choosing evidence-based guidelines to provide high quality care to dementia residents. 

The dementia/memory care program requires staff with specialized education and training and other resources in order to provide 
safe, high-quality care. (Also see SQE.3) Staff education and training must be specific to the responsibilities and requirements of 
dementia/memory care. Other essential resources include infrastructure, for example, units/wards that are set up to allow resident 
movement and prevent elopement. Protocols and clinical pathways can help with management of dementia/memory care residents, 
guiding staff in the following: 

• Initial screening and assessment to determine the type and history of the resident’s dementia; 

• Non-pharmacological interventions for residents; and  

• Pharmacological interventions (if necessary); 

In addition, resources related to information management systems are necessary to assist with the collection of data associated with 
risks, outcomes, and other information that support the quality of the dementia/memory care program. (Also see GLD.1.1; GLD.7; 
and GLD.9)  

Measurable Elements of COR.8 
❏ 1. The long term care organization establishes criteria for which residents are screened for dementia symptoms, as clinically 

indicated.  

❏ 2. The long term care organization uses evidence-based tools to assess residents for dementia based on established criteria.  

❏ 3. The long term care organization develops, implements, and utilizes clinical pathways and/or protocols for residents 

with dementia. 

❏ 4. Staff are trained to utilize the clinical pathways and/or protocols for residents with dementia. 

minimize the risk(s). 
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Medication Management and Use 
(MMU) 

Antibiotic Stewardship 

Standard MMU.1.1 
The long term care organization develops and implements a program for the prudent use of antibiotics based on the principle of 

antibiotic stewardship. ℗ 

Intent of MMU.1.1 

The overuse and misuse of antibiotics has resulted in the growth of superbugs that are increasingly resistant to available antibiotics. 
According to the US Centers for Disease Control and Prevention (CDC), drug-resistant bacteria cause 35,000 deaths and 2.8 million 
illnesses each year. The Institute for Healthcare Improvement reported that 25,000 people die each year in Europe from 
antimicrobial resistance, and microbial resistance is growing in the Middle East, Africa, and Asia. Some estimate that more than 4.95 
million deaths occur worldwide per year due to antibiotic resistance.  

In addition to resistance and the growth of superbugs, there are often side effects and/or complications to antibiotic treatment, 
including acquiring Clostridioides difficile (C. diff ), kidney or liver damage, hearing loss, hemolytic anemia, and other such 
complications. The proper use of antibiotics is important in the prevention of unnecessary complications due to improper antibiotic 
use.  

Health care practitioners are contributing to the development of antimicrobial resistance in several ways. For example, continuing 
antibiotics when they are no longer necessary, using a broad-spectrum antibiotic when it is not required or continuing the broad-
spectrum antibiotic unnecessarily after the sensitivity results are received, using the wrong antibiotic or prescribing the wrong dose, 
or continuing the prophylactic antibiotic after it is no longer recommended.  

Research has shown common situations in long term care organizations that increase the prevalence of antibiotic resistance, for 
example, widespread use of antibiotics for prophylaxis and physicians prescribing antibiotics when they are not routinely available 
to see residents or review their progress. 

In order to reduce the development and spread of resistant bacteria and deliver better resident outcomes, long term care 
organizations must implement measures to ensure optimal use of antibiotics. (Also see PCI.5; PCI.5.1; and GLD.11.2) 
Implementation of an antibiotic stewardship program will help organizations reach the goal of providing residents requiring 
antibiotic treatment with the right antibiotics, at the right time, at the right dose, and for the right duration.  

An antibiotic stewardship program may include the following elements: tracking patterns of antibiotic prescribing and resistance, 
informing staff on antibiotic use and resistance on a regular basis, and educating staff about optimal antibiotic use. It is imperative 
for the program to have the support of long term care leadership, which includes leadership’s commitment to providing support that 
includes staffing, financial resources, evidence-based resources, and information technology to ensure an effective stewardship 
program. In addition to infection prevention and control professionals, the antibiotic stewardship program involves physicians, 
nurses, pharmacists, trainees, residents, families, and others. (Also see PCI.2)  

Tracking the effectiveness of the program is an important element of the program’s success. Examples of identifying effectiveness 
may include evidence of a decrease in the inappropriate use of antibiotics and a decrease in multidrug-resistant organisms, 
documentation that prescribers are following accepted practice guidelines, and appropriate optimal use of prophylactic antibiotics. 
Successful tracking of the effectiveness of the program requires a mechanism for oversight. Oversight may include an individual, a 
small work group, a coordinating committee, a task force, or some other mechanism. 

Measurable Elements of MMU.1.1 
❏ 1. The long term care organization develops and implements a program for antibiotic stewardship that involves infection 
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prevention and control professionals, physicians, nurses, pharmacists, trainees, residents, families, and others. 

❏ 2. The program is based on scientific evidence, accepted practice guidelines, and local laws and regulations. 

❏ 3. The program includes guidelines for the optimal use of antibiotic therapy for treatment of infections, including the 
proper use of prophylactic antibiotic therapy.  

❏ 4. There is a mechanism to oversee the program for antibiotic stewardship. 

❏ 5. The effectiveness of the antibiotic stewardship program is monitored. 

 

Preparing and Dispensing 

 

Standard MMU.5 

Medications are prepared and dispensed in a safe and clean environment.  

Intent of MMU.5 
The pharmacy or pharmaceutical service and others with proper training and experience prepare and dispense medications in a clean 
and safe environment that complies with laws, regulations, and professional practice standards. The long term care organization 
identifies the standards of practice for a safe and clean preparation and dispensing environment. (Also see PCI.4) For example, 
standards of practice can include how medication preparation areas are to be cleaned and when a mask should be worn or a laminar 
airflow hood should be used in the preparation of a medication. Some medications and solutions require preparation under very 
specific guidelines. Staff compounding and preparing these medications are trained in the principles of medication preparation and 
aseptic technique. Similarly, positive-pressure rooms and laminar airflow hoods are available and used when indicated by 
professional practices; for example, in the preparation of sterile compounding, total parenteral nutrition (TPN) admixtures, 
chemotherapy, epidurals, and hazardous medications such as cytotoxic drugs. Due to the need for positive pressure capabilities and 
laminar airflow hoods to prepare these medications, it is recommended that they be exclusively prepared in the pharmacy unless the 
resident care unit is specialized with the needed safety equipment and staffed with trained individuals (for example, a specialized 
oncology unit).  
 
A common situation in medication preparation that carries a risk of transmitting contagious diseases is the use of single-use and 
multidose vials on more than one resident. The misuse of these vials has caused harm to individual residents through occurrences 
and outbreaks of bloodborne pathogens and associated infections—including hepatitis B and C virus, meningitis, and epidural 
abscesses. The literature identifies standards and safe practices for the use of single-dose and multidose vials; for example, ensuring 
that all needles and syringes are single resident use only and never reentering a vial with a used needle or used syringe.  
 
Medications that do not require pharmacy-specific safety measures such as sterile compounding rooms or laminar flow hoods and 
that are stored in and dispensed from areas outside the pharmacy (for example, resident care units) comply with the same 
cleanliness measures required in the pharmacy. In addition, medication dispensing areas located on resident care units should be free 
from clutter and distraction. 
 

Measurable Elements of MMU.5 
❏ 1. Medication preparation and dispensing adhere to laws, regulations, and professional standards of practice. 

❏ 2. Medications are prepared and dispensed in clean, uncluttered, safe, and functionally separate areas with appropriate 

medical equipment and supplies. 

❏ 3. Staff preparing/compounding sterile products/medications are trained and competent in the principles of medication 

preparation and aseptic techniques and are provided resources to support the medication preparation process. 

❏ 4. Guidelines for use of single-use and multidose vials are identified and implemented in the medication processes.  

❏ 5. Medications stored, prepared, and dispensed from areas outside the pharmacy (for example, resident care wards) 
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comply with the same cleanliness measures required in the pharmacy. 

Standard MMU.5.1 

Medication prescriptions or orders are reviewed for appropriateness. ℗ 

Intent of MMU.5.1 
Good medication management includes two reviews of each prescription or order:  

• The appropriateness of the medication for the resident and his or her clinical needs performed at the time the medication is 
prescribed or ordered  

• The verification at the time of administration that the medication is exactly as ordered or prescribed (Also see MMU.6.1)  

Each newly prescribed or ordered medication is reviewed for appropriateness, including a) through g) below. A new appropriateness 
review should be conducted when the dosage or other appropriateness factors noted below changes; for example, when new drugs 
are prescribed and therapeutic duplication may be an issue or when a potential medication interaction may occur. The long term care  
organization defines what resident-specific information is required for the appropriateness review of the order or prescription. For 
example, if a newly prescribed medication can affect the kidneys or liver, the appropriateness review includes specific clinical 
information about the resident’s renal and liver function, as well as when these organ functions change.  

The process to conduct an appropriateness review (the first review) for an order or prescription prior to dispensing includes 
evaluation of  

a) the appropriateness of the drug, dose, frequency, and route of administration;  
b) therapeutic duplication;  
c) real or potential allergies or sensitivities;  
d) real or potential interactions between the medication and other medications or food;  
e) variation from long term care criteria for use;  
f) resident’s weight and other physiological information; and  
g) other contraindications.  

The long term care organization determines the manner in which the appropriateness review is conducted. For example, the 
appropriateness review may be conducted by individuals competent to do so by virtue of education and training, such as licensed 
pharmacists, or as specified by privileging specific to performing appropriateness reviews for licensed independent practitioners with 
training and competency in performing an appropriateness review process; or for nurses or other professionals with training and 
demonstrated competency in the review process. (Also see SQE.5; SQE.10; SQE.14; and SQE.16) The long term care organization 
may choose to use clinical decision support programs (CDSS) or other computer programs such as artificial intelligence (AI) 
associated with medication management to enhance the process. (Also see MOI.6) Alternatively, the organization may choose to use 
clinical decision support programs to conduct the appropriateness review process. (Also see QPS.3) For example, many electronic 
medication ordering systems are designed to review the order for the complete elements of an appropriateness review, including 
resident-specific clinical information, and provide an alert to the ordering individual of a contraindication to prescribing the 
medication. When the ordering individual overrides the alert, the organization develops a process for a full review of the order by a 
health care practitioner who is trained and demonstrates competence in a full appropriateness review. Whether the organization uses 
CDSS, AI, or other computer programs to supplement or complete the full appropriateness review, a trained individual must be 
available to respond when an alert is generated. 

Appropriateness reviews must be conducted even when circumstances are not ideal. For example, if the central pharmacy or a unit 
pharmacy is not open, or the drug will be dispensed from stock on the ward or clinic, the appropriateness review may be conducted 
in conjunction with the verification review when the ordering individual will administer the medication and monitor the resident.  

When the ordering individual is not available to administer the medication and monitor the resident, critical elements of the 
appropriateness review may be performed by other trained and competent individuals for administration of the first dose of the 
medication. The entire appropriateness review must be performed according to the process described above within 24 hours. Critical 
elements of an appropriateness review include at least the following:  

h) Allergies  
i) Lethal drug-drug interactions  
j) Weight-based dosing  
k) Potential organ toxicity (for example, administration of potassium-sparing diuretics in residents with renal failure)  
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The critical elements of the appropriateness review may be conducted by other licensed trained individuals during times when the 
pharmacy is not available. These individuals require documented training in conducting the critical elements of the appropriateness 
review and will be supported by reference materials, computer programs, and other resources. Thus, when a physician calls in a new 
medication order during the night for a resident, the trained individual will write down and read back the order and then conduct an 
appropriateness review for the identified critical elements. (Also see IPSG.2) A second review must be performed according to the 
process described above within 24 hours. 

There may be circumstances in which the full appropriateness review is not practical, such as in an emergency or when the ordering 
physician is present for ordering, administering, and monitoring of the resident (for example, during resuscitation efforts).  

To facilitate the appropriateness review, those performing the review require access to the resident’s medication record as well as to 
the clinical information that is pertinent to the review process; for example, information related to the resident’s renal or liver 
function when a medication can affect or be affected by those organs. This information is essential to the appropriateness review. 
(Also see ACC.3)  

 
When computer programs (such as CDSS or AI) are used to support of complete the full appropriateness review, the programs are 
current and updated according to recommendations of the program manufacturers. In addition, when print reference materials are 
used, the most current versions of the materials are utilized. 

Measurable Elements of MMU.5.1 
❏ 1. The long term care organization defines the resident-specific information required for an effective review process, and 

the source or availability of this information is available at all times when the pharmacy is open or closed. 

❏ 2. Apart from exceptions identified in the intent, each prescription or order is reviewed for appropriateness in a manner, 

identified by the long term care organization, that ensures a full appropriateness review prior to dispensing and 

administration and includes elements a) through g) in the intent. 

❏ 3. Individuals permitted to conduct appropriateness reviews are judged competent to do so, are permitted to do so by 

privileges or job descriptions, and are provided resources to support the review process. 

❏ 4. When the designated licensed professional is not available to perform the full appropriateness review, a trained 

individual conducts and documents a review of critical elements h) through k) in the intent for the first dose, and a full 

appropriateness review is conducted within 24 hours. 

❏ 5. Review is facilitated by the availability of appropriate resident clinical information for all residents receiving 

medications, and this clinical information is available at all times when the pharmacy is open or closed. 

❏ 5. Clinical decision support programs used for the full appropriateness review, as well as other computer programs and 

print reference materials used to cross-check the critical elements of an appropriateness review, are current and updated. 

Administration 

Standard MMU.6.2  

Policies and procedures govern medications brought into the long term care organization by the resident or family and medication 

prescribed for resident self-administration. ℗ 

Standard MMU.6.2.1  

Policies and procedures govern medications brought into the long term care organization as samples. ℗ 

Intent of MMU.6.2 and MMU.6.2.1 
Overseeing medication use in a long term care organization requires an understanding of the sources and uses of medications that 
are not dispensed from the organization pharmacy, such as medications brought in by the resident or family or medication samples. 
These types of medications require special processes for labeling, storage, and control of use. The long term care organization 
controls the availability and has a process for determining the identity, safety, and any other relative contraindications to use 
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resident-supplied or sample medications. The organization must be aware of current regional trends related to the prevalence of 
counterfeit medications and active recalls for medications and the associated active pharmaceutical ingredients. (Also see MMU.3.2 
and GLD 7.1)  

Written documentation of the medications brought in by the resident/family and sample medications must address  
a) receipt (denoting how the organization received the medication from the resident or other source);  
b) identification;  
c) labeling;  
d) storage; and  
e) control and distribution.  

In addition, the long term care organization performs a risk assessment for medications brought in by the resident that addresses: 

• where the resident obtained the medication,  

• when the medication was obtained, and  

• how the medication was stored at home.  

Medications brought into the organization by the resident or his or her family or prescribed within the organization for self-
administration are known to the resident’s physician and noted in the resident’s medical record.  

Measurable Elements of MMU.6.2 
❏ 1. The long term care organization establishes and implements a process that includes a) through e) of the intent for medi-

cations brought in by the resident/family. 

❏ 2. The long term care organization performs a risk assessment for medications brought in by the resident/family that 

addresses where and when the medication was obtained and how the medication was stored at home.  

❏ 3. The long term care organization establishes and implements a process to govern resident self-administration of 

medications.  

❏ 4. The long term care organization establishes and implements a process to govern the management, use, and documenta-

tion of medication brought in by the resident/family. 

Measurable Elements of MMU.6.2.1 
❏ 1. The long term care organization establishes and implements a process that includes a) through e) of the intent for medi-

cation samples. 

❏ 2. The long term care organization performs a risk assessment for sample medications brought in by the resident or 

provided by other sources that addresses where and when the medication was obtained and how the medication was stored 

prior to arrival. 

❏ 3. The long term care organization establishes and implements a process to govern the availability, management, use, and 

documentation of medication samples. 
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Quality Improvement and Resident 
Safety (QPS) 
 
Note: The new QRS chapter is comprised of concepts and standards from the Long Term Care 1st Edition IQS chapter. 

Measure Selection and Data Collection 

Standard QRS.2 

Quality and resident safety program staff support the measure selection process throughout the long term care organization and 
provide coordination and integration of measurement activities throughout the organization.  

Intent of QRS.2 

Measure selection is a leadership responsibility. GLD.5 describes how the leadership of the long term care organization decides the 
priority areas to measure for the entire organization, and GLD.11 and GLD.11.1 describe the measure selection process for each 
department/service. All departments and services—clinical and managerial—select measures related to their priorities. It can be 
anticipated that in large organizations, there is some opportunity for similar measures to be selected in more than one department. 
For example, the pharmacy, infection prevention and control, and infectious disease departments/services may each set priorities 
related to reducing antibiotic use in the organization. The quality and resident safety program described in these QRS standards plays 
an important role in helping these departments/services agree on a common measurement approach and facilitates the data 
collection of the measure(s) selected. The quality improvement and resident safety program is also in the position to integrate all 
measurement activities in the organization, including measurement of the safety culture and adverse event reporting systems. This 
integration of all the measurement systems will provide the opportunity for integrated solutions and improvements. (Also see GLD.4)  

Measurable Elements of QRS.2 
❏ 1. The quality and resident safety program supports the selection of measures throughout the long term care organization 

at the organization-wide level and at the department or service level.  

❏ 2. The quality and resident safety program provides coordination and integration of measurement activities throughout the 

long term care organization. 

❏ 3. The quality and resident safety program provides for the integration of event reporting systems, safety culture measures, 
and others to facilitate integrated solutions and improvements.  

❏ 4. The quality and resident safety program tracks the progress on the planned collection of measure data for the priorities 
selected. 

Standard QRS.3 

Long term care leadership builds a culture and environment that supports implementation of evidence-based care through the use of 
current scientific knowledge and information to support resident care, health professional education, clinical research, and 
management.  
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Intent of QRS.3 

A culture and environment that supports implementation and sustainability of evidence-based care has been shown to improve 
resident outcomes. Health care practitioners, researchers, educators, and managers often need information to assist with their 
responsibilities. Such information may include scientific and management literature, clinical practice guidelines, research findings, 
historical information, and educational methodologies. The Internet print materials in a library, online search sources, personal 
materials, and, more recently, clinical decision support programs associated with electronic medical records, are all valuable sources 
of current information. (Also see MOI.6) Developing and implementing the right tools, culture, education, and resident engagement 
skills in the overall care process enables health care providers to make better informed decisions. Using evidence-based practices in 
delivering resident care can provide better opportunities to enhance resident care and improve clinical outcomes. (Also see COP.3.1 
and MMU.5.1)  

Measurable Elements of QRS.3 
❏ 1. Long term care leadership builds a culture and environment that supports implementation of evidence-based care.  

❏ 2. Current scientific knowledge and information supports resident care. 

❏ 3. Current scientific knowledge and information supports clinical education. 

❏ 4. Current scientific knowledge and information supports research. 

❏ 5. Current professional knowledge and information supports management.  

❏ 6. Information is provided in a time frame that meets user expectations. 

Analysis and Validation of Measurement Data 

Standard QRS.4 

The quality improvement and resident safety program includes the aggregation and analysis of data to support resident care, 
organizational management, and the quality management program and participation in external databases.  

Intent of QRS.4 

Data help long term care organizations make the right decisions. When decisions are supported by data, long term care organizations 
are more likely to move in directions that help them achieve their goals. Successful organizations measure, analyze, and validate their 
performance data. When data are analyzed and turned into information, this process helps organizations see patterns and trends and 
understand the reasons for their performance. Many types of data are used to evaluate performance on safety and quality initiatives.  

The quality improvement and resident safety program identifies, collects, and analyzes aggregate data to support resident care and 
organizational management. Aggregate data provide a profile of the organization over time and allow the comparison of the 
organization’s performance with other organizations, particularly on the organization-wide measures selected by leadership. Thus, 
aggregate data are an important part of the organization’s performance improvement activities. In particular, aggregate data from risk 
management, utility system management, infection prevention and control, and utilization review can help the long term care 
organization understand its current performance and identify opportunities for improvement. (Also see MOI.1)  

By participating in external databases, a long term care organization can compare itself to that of other similar organizations locally, 
nationally, and internationally. Comparison is an effective tool for identifying opportunities for improvement and documenting the 
organization’s performance level. Health care networks and those purchasing or paying for health care often ask for such 
information. External databases vary widely from insurance databases to those maintained by professional societies. (Also see PCI.5 
and PCI.5.1) Organizations may be required by laws or regulations to contribute to some external databases. In all cases, the security 
and confidentiality of data and information are maintained. (Also see MOI.2)  

Measurable Elements of QRS.4 
❏ 1. The quality improvement and resident safety program has a process to aggregate data. 

❏ 2. Aggregate data and information support resident care, organizational management, professional practice review, and the 
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overall quality improvement and resident safety program.  

❏ 3. Aggregate data and information are provided to agencies outside the long term care organization when required by laws 

or regulations.  

❏ 4. There is a process to contribute to and learn from external databases for comparison purposes. 

❏ 5. Security and confidentiality are maintained when contributing to or using external databases. 

 

Standard QRS.5 

The data analysis process includes at least one determination per year of the impact of organization-wide priority improvements on 
cost and efficiency.  

Intent of QRS.5 

The quality improvement and resident safety program includes an analysis of the impact of priority improvements as supported by 
leadership. (Also see GLD.5) For example, there is evidence to support that the use of clinical practice guidelines to standardize care 
has a significant impact on efficiency of care and a reduction in the length of stay, which ultimately reduces costs. The quality 
improvement and resident safety program staff develop tools to evaluate the use of resources for the existing process and then 
reevaluate the use of resources for the improved process. The resources may be human (for example, time devoted to each step in a 
process) or may involve the use of technology or other resources. The analysis will provide useful information on which 
improvements impact efficiency and therefore cost.  

Measurable Elements of QRS.5 
❏ 1. Data on the amount and type of resource use are collected on at least one organization-wide priority improvement 

project per year before and following the improvement. 

❏ 2. The quality improvement and resident safety program staff work with other units such as human resources, information 

technology, and finance in deciding which data are to be collected. 

❏ 3. The results of the analysis are used to refine the process and are reported through the quality coordination mechanism 

to leadership.  

 

Standard QRS.7 

Data are always analyzed when undesirable trends and variation are evident from the data. ℗ 

Intent of QRS.7 
The long term care organization collects data on diverse and different areas of resident care services periodically and reports results 
to the governing body as part of the quality improvement and resident safety program. (Also see GLD.4.1) In order to do so there 
must be reliable mechanisms of reporting outcomes to ensure quality services. Those that pose resident safety risk are identified and 
monitored. Data collection should be sufficient to detect trends and patterns and will vary depending on the service frequency 
and/or the risk for residents. (Also see MMU.7.1; QPS.4.1; and QPS.10)  

Data gathering and analysis are conducted for at least the following:  
a) All confirmed transfusion reactions, if applicable to the organization (Also see COP.3.4)  
b) All serious adverse drug events, if applicable and as defined by the organization (Also see MMU.7)  
c) All significant medication errors, if applicable and as defined by the organization (Also see MMU.7.1)  
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d) All major discrepancies between preoperative and postoperative diagnoses; for example, a preoperative diagnosis of intestinal 
obstruction and a postoperative diagnosis of ruptured abdominal aortic aneurysm (AAA)  

e) Adverse events or patterns of adverse events during procedural sedation regardless of administration site, if applicable to the 
organization (Also see ASC.3.2 and ASC.5)  

f) Adverse events or patterns during anesthesia regardless of administration site, if applicable to the organization  
g) Adverse events related to resident identification (Also see IPSG.1)  
h) Other adverse events; for example, health care–associated infections and infectious disease outbreaks (Also see PCI.6.1 and 

PCI.8.1)  

Measurable Elements of QRS.7 
❏ 1. Defined data gathering processes are developed and implemented to ensure accurate data gathering, analysis, and 

reporting. 

❏ 2. Intense analysis of data takes place when adverse levels, patterns, or trends occur. 

❏ 3. Data gathering and analysis are performed on items a) through h) of the intent. 

❏ 4. Results of analyses are used to implement actions to improve the quality and safety of the service, treatment, or 

function. 

❏ 5. Outcome data are reported to the governing entity as part of the quality improvement and resident safety program. 
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Prevention and Control of Infections 
(PCI) 
 
Note: The new PCI chapter is comprised of concepts and standards from the Long Term Care 1st Edition IPC chapter. 

Resources 

Standard PCI.3 

Long term care leadership provides resources to support the infection prevention and control program.  

Intent of PCI.3 

The infection prevention and control program requires adequate staff to meet the program goals and the needs of the long term care 
organization and to meet or exceed local laws and regulations related to infection prevention and control. The number of staff is 
determined by the organization’s size, complexity of activities, and level of risks, as well as the program’s scope. Staffing levels are 
approved and assigned by the organization’s leadership. (Also see SQE.6) Long term care leadership ensures that human resources are 
available to support the infection prevention and control program. (Also see GLD.1.1) This includes the appointment of a qualified 
individual(s) to oversee the program and to provide oversight of high-risk areas (for example, the Central Sterile Supply 
Department and operating theatres), staff to provide education about the infection prevention and control program, and clinical 
staffing numbers that allow for safe practice, including infection prevention and control practices.  

In addition, the infection prevention and control program requires resources to provide education to all staff and to purchase 
supplies, such as alcohol-based hand rub for hand hygiene. Long term care leadership ensures that the program has adequate 
resources to effectively carry out the program. Long term care leadership approves and allocates the resources and then ensures that 
they are provided to the infection prevention and control program as intended and meet the specific needs of the organization.  

Information management systems are important resources to support the tracking of risks, rates, and trends in health care–
associated infections. Information management functions support the analysis and interpretation of data and the presentation of 
findings. (Also see MOI.1) In addition, infection prevention and control program data and information are managed with those of the 
organization’s quality management and improvement program.  

Measurable Elements of PCI.3 
❏ 1. The infection prevention and control program is staffed according to the long term care organization’s size, complexity 

of activities, and level of risks, as well as the program’s scope. 

❏ 2. Long term care leadership approves and assigns staff required for the infection prevention and control program. 

❏ 3. Long term care leadership approves and allocates resources required for the infection prevention and control program. 

❏ 4. Information management systems support the infection prevention and control program. 
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Transmission of Infections 

Standard PCI.7 

The infection prevention and control program identifies and implements standards from recognized infection prevention and 

control programs to address cleaning and disinfection of the environment and environmental surfaces. ℗ 

Intent of PCI.7 

Pathogens on surfaces and throughout the environment contribute to health care-acquired illnesses in residents, staff, and visitors. 
Effective environmental cleaning and disinfection practices contribute to the prevention of health care-acquired infections. Routine 
cleaning of the environment includes daily cleaning of resident rooms and care areas, waiting areas and other public spaces, staff 
workspaces, kitchens, and so on. The long term care organization defines its routine cleaning practices, including frequency of 
cleanings, cleaning equipment and agents used, which staff members are responsible for cleaning tasks, and when areas require more 
frequent cleaning. Terminal cleaning is completed following discharge; this process may be further enhanced if the resident had a 
known or suspected contagious infection. Terminal cleaning requires further attention to the environment and may include 
laundering of privacy curtains, removal and cleaning of all detachable items in the room, and disinfecting surfaces with multiple 
cleaning agents, as indicated by infection prevention and control standards.  

Certain areas of the long term care organization require particular attention during environmental cleaning and disinfection due to 
their high-risk nature. Long term care leaders conduct risk assessments to determine which areas of the organization require 
additional cleaning and disinfection; areas such as operating theatres, the Central Sterile Supply Department, neonatal intensive care 
units, burn units, and others are often considered high risk. Long term care leaders identify appropriate clinical guidelines and 
practice recommendations for staff to use when cleaning and disinfecting high-risk areas or situations.  

Environmental cleaning and disinfections are monitored through a variety of ways. For example, long term care leaders may collect 
resident and family compliments and complaints, or fluorescent markers may be used to check for residual pathogens. These data 
are used during ongoing education for environmental cleaning staff and to evaluate and change the cleaning and disinfection process 
when indicated. 

Measurable Elements of PCI.7 
❏ 1. The long term care organization selects cleaning and disinfection standards and procedures from recognized infection 

prevention and control programs to maintain environmental cleanliness. 

❏ 2. Long term care leaders identify areas and situations that are high risk for infection transmission and implement 

additional cleaning and disinfection procedures as indicated. 

❏ 3. Cleaning of infectious rooms during the resident’s admission and after discharge follows infection prevention and 
control guidelines. 

❏ 4. The long term care organization monitors environmental cleaning and disinfection processes, and data are used to make 
changes to the process when applicable.  

 

Standard PCI.7.1 

The infection prevention and control program identifies standards from recognized infection control health agencies related to 
cleaning and disinfection of laundry, linens, and scrub attire provided by the long term care organization.  

Intent of PCI.7.1 

Handling of laundry, linens and organization-issued scrub attire includes the collection, sorting, washing, drying, folding, 
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distribution, and storage of these items. Laundering methods comply with local and national laws and regulations and follow 
guidelines from recognized infection control agencies to ensure safe and thorough processing of these items.  

Staff handling laundry, linens, and scrub attire follow standard precautions and use appropriate transmission-based precautions when 
handling laundry and linens from isolation rooms. For example, staff handling linens from a contact isolation room use gloves and 
gowns to protect themselves from exposure. Contaminated laundry, linens, and organization-issued scrubs that are soaked in blood 
or other body fluids are separated from other soiled items and are labeled as contaminated to alert staff processing contaminated 
items of the increased infection risk. Laundering consists of flushing, washing, bleaching, rinsing, and souring the items and follows 
guidelines from infection control agencies, including water temperatures, length of wash cycles, and use of cleaning agents. Laundry, 
linens, and organization-issued scrub attire are processed, transported, and stored in a manner that prevents cross contamination of 
soiled and clean items; for example, soiled and clean items may enter and exit the laundry facilities through designated doors, and 
clean linens may be stored in covered linen carts.  

The long term care organization identifies areas in which staff will be required to wear organization-issued scrub attire, including 
white coats or jackets, due to increased infection risks; for example, the Central Sterile Supply Department. The organization also 
implements practices that decrease the risk of infection related to white coats and laboratory jackets, as these items can harbor and 
transport microorganisms between residents. Staff will be educated on when to change into scrub attire and when they must cover 
or change scrub sets. Staff who are not provided organization-issued scrub attire receive education on home laundering practices to 
minimize the risk of carrying an infection between the organization and the community.  

Measurable Elements of PCI.7.1 
❏ 1. Laundering methods comply with local and national laws and regulations and follow guidelines from recognized 

infection control agencies.  

❏ 2. Standard precautions are used when handling laundry, linens, and organization-issued scrub attire, and appropriate 

transmission-based precautions are used as indicated.  

❏ 3. Laundry, linens, and organization-issued scrub attire are transported, processed, and stored in a manner that prevents 

cross contamination of soiled and clean items. 

❏ 4. Staff wear organization-issued scrub attire where required. 

 

 

Infectious Human Tissues and Waste 

 

Standard PCI.8.1 

The long term care organization has a process to protect residents and staff from bloodborne pathogens related to exposure to 

blood and body fluids. ℗ 

Intent of PCI.8.1 

Exposures to blood and body fluid occur when a health care practitioner, staff member, resident, or visitor comes into contact with 
another person’s blood or body fluid through nonintact skin, mucus membranes, eyes, nose, or mouth. Various pathogens, including 
hepatitis B, hepatitis C, and HIV, can be transmitted through blood or body fluid exposure. (Also see SQE.8.3) Body fluids include 
cerebrospinal, synovial, pleural, peritoneal, pericardial, and amniotic fluid. Other body fluids that do not carry a risk of bloodborne 
pathogen transmission unless visibly contaminated with blood include breast milk, sputum, nasal secretions, saliva, sweat, tears, 
urine, feces, and emesis; exposures to these fluids generally do not need to be reported or tracked unless visibly contaminated with 
blood or if required by local or national laws and regulations or organizational policy. Proper use of personal protective equipment 
appropriate to the task can significantly decrease the likelihood of an exposure.  

The long term care organization establishes a process for handling staff, resident, and visitor blood and body fluid exposures. (Also 
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see PCI.4 and SQE.8.2) The process includes to whom the incident should be reported. This process may vary depending on the 
time of day or day of week; however, staff must be able to report exposure incidents at any time. The process includes reporting the 
incident to the direct supervisor and to employee health. This ensures timely documentation of and response to the incident. The 
process also identifies the action requirements following blood or body fluid exposure. These actions follow local and national laws, 
as well as recommendations and guidelines from infection control organizations, and include how to clean and/or disinfect the 
exposed area, what testing for bloodborne illnesses must occur, and whether to initiate postexposure prophylaxis therapy. (Also see 
PCC.2) This process also includes steps for notifying any resident involved in the exposure.  

Data from exposure incidents are tracked and monitored, and exposure incident reports are reviewed. Information from incident 
reports is used to evaluate processes that contributed to or caused the blood or body fluid exposure incident, and changes are made 
to decrease the likelihood of a repeat occurrence. Staff are educated on these changes. (Also see QPS.8) 

Measurable Elements of PCI.8.1 
❏ 1. The long term care organization identifies processes that could result in resident or staff exposure to blood and body 

fluids and implements practices to reduce the risk of exposure. 

❏ 2. The long term care organization utilizes a process for reporting resident and staff exposures to blood and body fluids. 

❏ 3. The long term care organization utilizes a process for acting upon resident and staff exposures to blood and body 

fluids. 

❏ 4. Staff are educated on the process for reporting an exposure incident. 

❏ 5. The long term care organization tracks and monitors incidents of resident and staff exposures to blood and body fluids. 

❏ 6. Reports of exposure incidents are reviewed, and actions are taken to minimize the risk of future exposures to blood and 
body fluids. 

 

Engineering Controls 

Standard PCI.10 

The long term care organization reduces the risk of infection in the facility through the use of mechanical and engineering controls.  

Intent of PCI.10 

Engineering controls, such as positive and negative pressure ventilation systems, biological hoods in laboratories, and thermostats on 
refrigeration units and on water heaters used to sterilize dishes and kitchen equipment, are examples of how environmental 
standards and controls contribute to good sanitation and the reduction of infection risks in the organization.  

Positive pressure ventilation systems are used in protective areas of the long term care organization that require the highest level of 
cleanliness; for example, sterile storage areas and rooms for immunocompromised residents. Positive pressure ventilation ensures 
that air is directed out of the area, minimizing the likelihood that microorganisms are introduced into the environment. Positive 
pressure ventilation must remain active at all times in sterile supply storage areas to prevent contamination of sterile supplies. Long 
term care organizations identify and follow local and national laws and regulations and professional standards regarding the use and 
maintenance of positive pressure ventilation systems.  

Proper water and steam temperatures are required to prevent the growth of microorganisms and to successfully carry out cleaning, 
disinfection, and sterilization procedures. Cold water and hot water must be stored and distributed at temperatures that minimize 
growth of waterborne microorganisms. Long term care leaders consult local and national laws and regulations, as well as 
professional guidelines, to determine appropriate water and steam temperatures to minimize the likelihood of infection transmission 
through water. In addition, long term care leaders ensure that water and steam reach the necessary temperatures for the proper 
duration to effectively carry out any cleaning, disinfection, or sterilization process; for example, proper water temperature for 
dishwashing and steam temperatures for autoclaving.  

The long term care organization operates and maintains airflow, ventilation systems, and humidity controls to maintain indoor air 
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quality. This includes maintaining heating, ventilation, and air-conditioning (HVAC) systems in a manner that minimizes infection 
risks to residents, staff, and visitors. Airborne contaminants can be spread through exhaust, general ventilation, and during cleaning. 
Maintenance of airflow and ventilation systems can minimize this risk. Operation and maintenance are completed in accordance with 
local and national laws and regulations and professional guidelines and include proper maintenance of inlets, outlets, fans, filters, 
diffusers, ductwork, humidifiers, and so on. (Also see FMS.10; FMS.10.1; and FMS.10.2) 

 

Measurable Elements of PCI.10 
❏ 1. The long term care organization operates and maintains negative and positive pressure ventilation systems in accordance 

with local and national laws and regulations and professional standards. 

❏ 2. The long term care organization operates and maintains temperature controls for water, steam, and others in 

accordance with local and national laws and regulations and professional standards. 

❏ 3. The long term care organization operates and maintains airflow, ventilation systems, and humidity controls in a manner 

that minimizes infection risk in the organization in accordance with local and national laws and regulations and 

professional guidelines. 

 

Transmission of Infections 

Standard PCI.12 

The long term care organization provides barrier precautions and isolation procedures that protect residents, visitors, and staff from 

communicable diseases and protects immunosuppressed residents from acquiring infections to which they are uniquely prone. ℗ 

Standard PCI.12.1 

The long term care organization develops and implements a process to manage a sudden influx of residents with airborne infections 

and when negative-pressure rooms are not available. ℗ 

Intent of PCI.12 and PCI.12.1 
The long term care organization develops policies and procedures that establish the isolation and barrier procedures for the facility. 
These policies and procedures are based on the method of disease transmission and address individual residents who may be 
infectious as well as the physical environment. (Also see ACC.6 and COP.3)  

In addition to the use of standard precautions, transmission-based precautions must be used to prevent infection transmission. (Also 
see ACC.1) Transmission-based precautions are initiated upon suspicion or diagnosis of infections and include the following:  

• Contact precautions for residents with known or suspected infections transmitted via contact  
• Airborne precautions for residents with known or suspected infections transmitted via the airborne route  
• Droplet precautions for residents with known or suspected infections transmitted via respiratory droplets expelled during 

talking, coughing, or sneezing  
• Reverse/protective isolation to protect immunocompromised residents from infections that other residents or staff may be 

carrying  

Airborne infection isolation room precautions are necessary to prevent the transmission of infectious agents that can remain 
suspended in the air for long periods of time. The preferred placement for a resident with an airborne infection is in a negative-
pressure room. When the structure of the building prevents the immediate construction of a negative-pressure room, the 
organization may construct temporary negative-pressure isolation when airborne infection isolation is needed and there are no 
available or insufficient airborne infection isolation rooms. This may occur when there is an outbreak of an airborne infectious 
disease with large numbers of communicable residents. The two most effective systems for creating temporary negative-pressure 
isolation involve using a high-efficiency particulate air (HEPA) filtration system that either discharges air to the outside or discharges 
air to the return air system. For example, placing a HEPA filter on the exhaust end of an existing mechanical exhaust system can 
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create a room with temporary negative-pressure isolation by filtering the air being removed from the room via the exhaust system. 
When discharging air outside, a HEPA filter is used to exhaust room air outside through a window; the HEPA filter cleans 
contaminated air and induces negative pressure into the room. Because the discharged air is cleaned, no additional precautions are 
required for the discharged air. If HEPA-filtered air is discharged through the return air system, caution is required, as large volumes 
of returned air may overpressurize the air return system and may alter the negative/positive pressure balance. The use of temporary 
negative-pressure isolation follows acceptable guidelines and must adhere to all building and fire codes, and discharge outflow is 
positioned in a location and height that prevents it from creating exposure risks for staff, residents, and visitors. In situations in 
which resources are insufficient to utilize HEPA filtration systems for mechanical methods of creating negative pressure ventilation, 
the World Health Organization (WHO) guidelines for airborne infection prevention state that using cross-ventilation and other 
methods of natural ventilation are better at preventing the spread of airborne infection than providing no ventilation. Please note, 
this recommendation applies to temporary instances in which organization’s resources are inadequate to use mechanical methods for 
managing an influx of residents with airborne infectious disease, not for permanent use.  

The long term care organization has a program that addresses how to manage residents with airborne infections for short periods of 
time when negative-pressure rooms are not available as well as when there is a large influx of residents with contagious infections. In 
these cases, organizations may adjust the air flow for entire wards or units to create a negative-pressure ward or unit during an 
emergency influx. (Also see PCI.12.2) 

Measurable Elements of PCI.12 
❏ 1. The long term care organization utilizes a process to isolate residents with infectious diseases, and staff use transmission-

based precautions, in accordance with recommended guidelines. 

❏ 2. The long term care organization protects residents with immunosuppression or other increased risks for contracting a 

communicable disease through isolation and the use of reverse/protective isolation in accordance with recommended 

guidelines. 

❏ 3. The long term care organization routinely monitors and makes available negative-pressure rooms for infectious 

residents who require isolation for airborne infections. 

❏ 4. When negative-pressure rooms are not immediately available, temporary negative-pressure rooms that follow acceptable 

guidelines as described in the intent and adhere to building and fire codes may be created. 

Measurable Elements of PCI.12.1 
❏ 1. The long term care organization develops and implements a process to address managing residents with airborne infec-

tions for short periods of time when negative-pressure rooms are not available. 

❏ 2. The long term care organization develops and implements a process for managing an influx of residents with 

contagious diseases. 

❏ 3. Staff are educated in the management of infectious residents when there is a sudden influx or when negative-pressure 

rooms are not available. 

Standard PCI.12.2 

The long term care organization develops, implements, and evaluates an emergency preparedness program to respond to the 

presentation of global communicable diseases. ℗ 

Intent of PCI.12.2 
The globalization of society has increased the likelihood of the rapid spread of communicable diseases from one country to another. 
Infectious diseases that were previously endemic to a particular area are now found all over the world. WHO has identified the 
importance of detecting communicable disease outbreaks early and stopping the mortality, spread, and potential impact. An 
important element in detecting and limiting the spread of infection is communications—with local and regional governmental 
agencies or university centers of excellence participating in worldwide surveillance activities that identify and track globally emerging 
infections. Examples of organizations participating in surveillance activities include the UK Public Health Laboratory Service, the 
French Pasteur Institutes, the Training Programs in Epidemiology and Public Health Interventions Network (TEPHINET) and the 
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US Centers for Disease Control and Prevention (CDC). In addition, organizations need to connect with the epidemiology 
department of their local public health agencies when available.  

It is particularly important to educate staff on early recognition, including those nonclinical staff who have first contact with 
residents, such as registration clerks. Simply knowing that a communicable disease may be spreading is not enough. If staff are not 
trained to recognize the signs and symptoms and to act early, the extent of exposure and the risks of spreading the infection 
significantly increase. Early recognition is particularly important at a resident’s first point of entry into the long term care 
organization, such as at the entrances and intake points.  

To respond effectively to the presentation of global communicable diseases, the long term care organization develops a program to 
manage these potential emergencies. The program provides processes for  

a) communication with organizations participating in worldwide surveillance activities;  
b) development and implementation of segregation and isolation strategies; (Also see ACC.1; PCI.12; and PCI.12.1)  
c) training, including demonstration, on the use of personal protective equipment appropriate to infectious disease;  
d) development and implementation of communication strategies;  
e) identification and assignment of staff roles and responsibilities; and  
f) response to emerging or reemerging infections within the community.  

The program is evaluated at least annually to ensure proper response when an actual event occurs. Evaluation involves local, 
regional, and/or national authorities, when applicable; for example, a community-wide response drill or participation in a tabletop 
drill led by national public health authorities. If the long term care organization experiences an actual event, activates its program, 
and debriefs properly afterward, this represents the equivalent to an annual evaluation. Debriefing following an annual evaluation or 
actual event can identify vulnerable processes that may need to be reevaluated. (Also see FMS.11) 

Measurable Elements of PCI.12.2 
❏ 1. Long term care leaders, along with the individual(s) responsible for the infection prevention and control program, 

develop and implement an emergency preparedness program to respond to global communicable diseases that includes at 

least a) through f) in the intent. 

❏ 2. The long term care organization identifies the first points of resident entry into the organization and targets education 

on early recognition and prompt action. 

❏ 3. The long term care organization evaluates the entire program at least annually and, when applicable, involves local, 

regional, and/or national authorities. 

❏ 4. At the conclusion of every drill or tabletop exercise, debriefing of the evaluation is conducted. 

❏ 5. Follow-up actions identified from the evaluation process and debriefing are developed and implemented. 

Quality Improvement and Program Education 

Standard PCI.14 

The infection prevention and control process is integrated with the long term care organization’s overall program for quality 
improvement and resident safety, using measures that are epidemiologically important to the organization.  

Intent of PCI.14 

The long term care organization uses measurement information to improve infection prevention and control activities and to reduce 
health care–associated infection rates to the lowest possible levels. An organization can best use measurement data and information 
by understanding similar rates and trends in other similar facilities and contributing data to infection-related databases. All 
departments/services are required to participate in relevant organization-wide priorities for measurement and also select measures 
for department/service-specific priorities for the infection prevention and control program. (Also see GLD.4 and GLD.11) 
Monitoring data include benchmarking infection rates internally and with external organizations and/or databases.  

Measurable Elements of PCI.14 

❏ 1. The long term care organization integrates infection prevention and control activities into the quality improvement and 



 

CONFIDENTIAL DO NOT COPY – DO NOT DISTRIBUTE 
 

resident safety program. 

❏ 2. The long term care organization collects and analyzes data for the infection prevention and control activities, and the 

data include epidemiologically important infections. 

❏ 3. The long term care organization uses monitoring data to evaluate and support improvements to the infection 

prevention and control program at least annually.  

❏ 4. Monitoring data include benchmarking infection rates. 

❏ 5. The infection prevention and control program documents monitoring data and provides reports of data analysis to 

leadership on a quarterly basis. 
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Governance, Leadership, and 
Direction (GLD) 

Long Term Care Leadership for Quality and Resident Safety 

Standard GLD.4 

Long term care leadership plans, develops, and implements a quality improvement and resident safety program.  

Standard GLD.4.1 

Long term care leadership communicates quality improvement and resident safety information to the governing entity and 
organization staff on a regular basis.  

Intent of GLD.4 and GLD.4.1 
If a long term care organization is to successfully initiate and to maintain improvement and reduce risks to residents and staff, 
leadership and planning are essential. Leadership and planning begins with the governing entity of the organization, along with those 
who manage and lead the clinical and managerial activities of the facility on a daily basis. Collectively, these persons represent the 
leaders of the departments and services of the organization. Long term care leadership is responsible for establishing and providing 
ongoing support for an organizational commitment to quality. Long term care leadership develops the quality and resident safety 
program for governance approval by the governing entity, and through its vision and support, shapes the quality culture of the 
organization. (Also see QPS.1)  

Long term care leadership selects the approach to be used by the organization to measure, assess, and improve quality and resident 
safety. Also, long term care leadership determines how the program will be directed and managed on a daily basis, such as a quality 
department, and ensures that the program has adequate resources to be effective.  

Long term care leadership also implements a structure and process for the overall monitoring and coordination of the program 
throughout the organization. (Also see FMS.4) These actions ensure coordination among all the departments and services in 
measurement and improvement efforts. Coordination can be achieved through a quality management council/committee, or some 
other structure. Coordination encourages a systemwide approach to quality monitoring and improvement activities while reducing 
duplication of effort; for example, two departments independently measuring similar processes or outcomes. (Also see QPS.2 and 
PCI.14)  

Long term care leadership is also responsible for seeing that at least quarterly quality reports are prepared for the governing entity 
review and discussion and for seeing that the actions of the governing entity related to the quality program reports are carried out. 
(Also see QPS.8) In addition, at least quarterly, the quality report to the governing entity includes  

• the number and type of sentinel events and associated root causes; (Also see QPS.7)  
• whether the residents and families were informed of the event;  
• actions taken to improve safety in response to events; and  
• if the improvements were sustained.  

Regular communication of information about the quality improvement and resident safety program to staff is essential. This flow of 
quality communications is through effective channels, such as newsletters, storyboards, staff meetings, and human resources 
processes. The information can be about new or recently completed improvement projects, progress in meeting the International 
Patient Safety Goals, the results of the analysis of sentinel and other adverse events, or recent research or benchmark programs, 
among others. (Also see QPS.1) 

Measurable Elements of GLD.4 
❏ 1. Long term care leadership participates in developing and implementing an organization-lwide quality improvement and 

resident safety program. 
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❏ 2. Long term care leadership selects and implements an organization-wide process to measure, assess data, plan change, 

and sustain improvements in quality and resident safety, and provides for staff education on this quality improvement 

process.  

❏ 3. Long term care leadership determines how the program will be directed and managed on a daily basis and ensures that 

the program has adequate technology and other resources to be effective. 

❏ 4. Long term care leadership implements a structure and process for the overall monitoring and coordination of the 

quality improvement and resident safety program.  

Measurable Elements of GLD.4.1 

❏ 1. Long term care leadership reports on the quality and resident safety program at least quarterly to the governing entity. 

❏ 2. Long term care leadership reports to the governing entity include, at least quarterly, the number and type of sentinel 

events and root causes, whether the residents and families were informed of the sentinel event, actions taken to improve 

safety in response to sentinel events, and if the improvements were sustained. 

❏ 3. Long term care leadership regularly communicates information on the quality improvement and resident safety program 

to staff, including progress on meeting the International Patient Safety Goals. 

Standard GLD.5 

The chief executive and long term care leadership prioritize which organization-wide processes will be measured, which 
organization-wide improvement and resident safety activities will be implemented, and how success of these organization-wide 
efforts will be measured.  

Intent of GLD.5 
Due to staff and resource limitations, not every process within a long term care organization can be measured and improved at the 
same time. Thus, a primary responsibility of the chief executive and long term care leadership is to set organization-wide 
measurement and improvement priorities. These are measurement and improvement efforts that impact or reflect activities in 
multiple departments and services. The chief executive and long term care leadership provide focus for the organization’s quality 
measurement and improvement activities, including measurement and activities regarding compliance with the International Patient 
Safety Goals; for example, measuring the effectiveness of the resident identification process for IPSG.1 or monitoring the process 
for reporting critical results of diagnostic tests as noted in IPSG.2.1. Priorities may focus on the achievement of strategic objectives; 
for example, to become the leading regional referral center for stroke rehabilitation. Similarly, the chief executive and long term care 
leadership may give priority to projects that increase efficiency, reduce hospital readmission rates, or create a monitoring process for 
the quality of services provided by contractors. The chief executive and long term care leadership consider priorities at a system level 
to spread the impact of improvements broadly throughout the organization; for example, improving the organization’s medication 
management system. The priority-setting process includes the consideration of available data on which systems and processes 
demonstrate the most variation in implementation and outcomes. The chief executive and long term care leadership ensure that, 
when present, clinical research and medical education programs are represented among the priorities.  

The chief executive and long term care leadership also assess the impact of improvements. Measuring improvement in efficiency of a 
complex clinical process, and/or identifying reductions in cost and resource use following improvement in a process, are examples. 
(Also see QPS.5) Measuring the impact of an improvement supports an understanding of the relative costs for investing in quality and 
the human, financial, and other returns on that investment. The chief executive and long term care leadership support the creation 
of simple tools to quantify resource use of the old process and for assessing a new process. Understanding both the impact of an 
improvement on resident outcome and the relative cost and resulting process efficiency contributes to improved priority setting in 
the future, both at an organizational level and at a departmental/service level. When this information is combined organization-wide, 
the chief executive and long term care leadership can better understand how to allocate available quality and resident safety 
resources. (Also see QPS.2; QPS.4.1; PCI.5; PCI.5.1; GLD.11; and FMS.3)  

Measurable Elements of GLD.5 
❏ 1. The chief executive and long term care leadership use available data to set collective priorities for organization-wide 

measurement and improvement activities and consider potential system improvements. 
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❏ 2. The chief executive and long term care leadership ensure that, when present, clinical research and health professional 

education programs are represented in the priorities. 

❏ 3. The chief executive and long term care leadership set priorities for compliance with the International Patient Safety 

Goals. 

❏ 4. The chief executive and long term care leadership assess the impact of organization-wide and departmental/service 

improvements on efficiency and resource use. 

Long Term Care Leadership for Resource Decisions 

Standard GLD.7 

Long term care leadership makes decisions related to the purchase or use of resources—human and technical—with an 
understanding of the quality and safety implications of those decisions.  

Intent of GLD.7 

Long term care leadership improves decision making when they have data upon which to base those decisions. For example, when 
the organization needs to replace or add infusion pumps, information on maintenance requirements, staff training or retraining 
requirements, information on previous failure rates and resident safety incidents, preferences of staff, alarm issues, and others, will 
result in decisions based more on quality and resident safety than on cost alone. Similarly, when making decisions regarding the 
reduction or reassignment of nursing staff, consideration of the implications for resident care quality and resident safety need to be 
brought forward to inform the decision. (Also see SQE.6) Long term care leadership develops a process to gather data and 
information for key purchase or resource decisions to ensure that they include a safety and quality due-diligence component. (Also see 
GLD.7.1)  

One component of data gathering related to resource decisions is to understand the required or recommended medical equipment, 
supplies, and medications necessary to provide a service. Recommendations on medical equipment, supplies, and medication can 
come from a government agency, national or international professional organizations, or other authoritative sources. (Also see QPS.3)  

An important resource for long term care organizations is the investment in health information technology (IT). Health IT covers a 
wide variety of technologies that include methods for documenting and sharing resident information, such as with electronic medical 
records. In addition, health IT includes methods for storing and analyzing data, communicating information among health care 
practitioners to better coordinate care, and receiving information to help diagnose illnesses and provide safer resident care. 
Successful implementation of health IT resources requires the direction, support, and oversight of long term care leadership. (Also see 
MOI.11) When resource decisions are made by a third party—for example, a Ministry of Health—long term care leadership 
provides data and information to the third party on their experiences and preferences to better inform future resource choices.  

When a long term care organization uses what is identified as “experimental” medical equipment and/or pharmaceutical agents in 
resident care procedures (that is, medical equipment or agents identified as “experimental” either nationally or internationally), there 
is a process to review and to approve such use. (Also see GLD.19) It is essential that such approval occur prior to use in resident care. 
A determination is made if special resident consent is necessary. (Also see PCC.4.2; COP.8; and SQE.11)  

Measurable Elements of GLD.7 
❏ 1. Long term care leadership uses data and information on the quality and safety implications of medical equipment 

choices. 

❏ 2. Long term care leadership uses data and information on the quality and safety implications of staffing choices. 

❏ 3. Long term care leadership uses the recommendations of professional organizations and other authoritative sources in 

making resource decisions. 

❏ 4. Long term care leadership provides direction, support, and oversight of information technology resources. 

❏ 5. Long term care leadership provides direction, support, and oversight of the emergency and disaster management 

program(s). 
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❏ 6. Long term care leadership monitors the results of its decisions and uses the data to evaluate and improve the quality of 

its resource purchasing and allocation decisions. 

Standard GLD.7.1 

Long term care leadership seeks and uses data and information on the safety of the supply chain to protect residents and staff from 
unstable, contaminated, defective, and counterfeit supplies.  

Intent of GLD.7.1 
Supply chain management is key to ensuring the safety and quality of the long term care organization’s supplies. The supply chain 
includes the steps from origination to delivery of supplies to the facility. The variety and quantity of supplies that long term care 
organizations use are vast, thus the organization may manage many supply chains. Due to staff and resource limitations, not every 
supply chain can be tracked and evaluated at the same time. Therefore, organizations identify the medications, medical supplies, and 
medical devices that are at most risk of losing stability, becoming contaminated, becoming defective, or being replaced with a 
counterfeit or imitation product.  

For those supplies at most risk, the long term care organization identifies the steps in the supply chains. Although this information 
may not be complete and may be difficult to piece together, the organization, at minimum, decides where the significant risks reside. 
For example, a flowchart can be used to help map out each step, or point, in the supply chain for a supply. Points in the flowchart 
would likely include the manufacturer, warehouse facilities, the vendor, shipping company, and so on. The long term care 
organization can indicate points in the flowchart that it has identified as a significant risk. For example, a long term care organiztion 
has identified insulin as a medication at most risk for the organization and develops a flowchart that shows each step in the supply 
chain. The organization identifies points such as the insulin manufacturer, vendor, warehousing, and shipping, and determines that 
important elements such as the manufacturer’s regulatory compliance, temperature control and monitoring in the warehouses, and 
limiting travel distance between points in the chain are taken into account. However, while reviewing for potential risks in the supply 
chain, the organization learns that the vendor has recently contracted with a shipping company whose services have been 
unsatisfactory, including delayed deliveries to the organization and inconsistent documentation for temperature monitoring during 
travel. After assessing the situation, the organization may identify this as a significant risk in that supply chain. Long term care 
leadership makes decisions about changes to supply chains and sets priorities for purchasing decisions based on their understanding 
of the risk points in supply chains. (Also see GLD.6 and GLD.7)  

Supply chain management is not only about a prospective evaluation of supplies that are at high risk, it also includes retrospective 
tracing of supplies after they have entered the facility. The long term care organization has a process to identify medications, medical 
supplies, and medical devices that are unstable, contaminated, defective, or counterfeit and trace them back through the organization 
to determine the source or cause of the problem, if possible. (Also see ASC.7.4) When applicable, the organization notifies the 
manufacturer and/or distributor when unstable, contaminated, defective, or counterfeit supplies are identified through retrospective 
tracing.  

When long term care supplies are purchased, stored, and distributed by a governmental authority, the organization participates in 
programs to detect and report suspected unstable, contaminated, defective, and counterfeit supplies and take measures to prevent 
potential resident harm. Although such a public organization may not know the integrity of each supplier in the chain, it can become 
aware of how supplies are purchased and managed by the governmental or nongovernmental agency.  

Measurable Elements of GLD.7.1 
❏ 1. Long term care leadership outlines the steps in the supply chains for supplies defined as at most risk. 

❏ 2. Long term care leadership identifies any significant risk points in the steps of the supply chains. 

❏ 3. Long term care leadership makes resource decisions based on their understanding of the risk points in the supply 

chains. 

❏ 4. The long term care organiztion has a process for performing retrospective tracing of supplies found to be unstable, 

contaminated, defective, or counterfeit. 

❏ 5. The long term care organization notifies the manufacturer and/or distributor when unstable, contaminated, defective, 

or counterfeit supplies are identified. 
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Direction of Long Term Care Departments and Services 

Standard GLD.11.1 

Measures selected by the department/service leaders that are applicable to evaluating the performance of physicians, nurses, and 
other professional staff participating in the clinical care processes are used in the staff’s performance evaluation.  

Intent of GLD.11.1 

Leaders are responsible for ensuring the quality of care and services provided by their department/service. Measurement activities 
provide the opportunity for the evaluation of these services. Department/service leaders are involved in the appointment, privilege 
delineation, ongoing professional practice evaluation, and reappointment of the physicians within the department or service. Quality 
measurement activities can be important to ensuring that the department/service leader has objective information to support these 
activities. Over time, quality measurement includes all of the services provided by the department or service and includes the clinical 
privileges of all the physicians. The “Clinical Results” section of the intent of SQE.11 provides additional information on the 
ongoing professional practice evaluation process. In some cases, the measures will be linked to the clinical practice guidelines 
implemented in the department or service. (Also see GLD.11.2 Similarly, data are needed to support the evaluation of the nurses and 
other health care practitioners in the department. Although these individuals have job descriptions rather than clinical privileges, the 
department/service leader is still accountable for evaluating their work. Standard SQE.3 describes the evaluation process for these 
individuals, and the measurement activities described in this standard will support an objective evaluation process. In many cases, the 
clinical practice guidelines implemented in the department or service will have associated pathways and protocols that will support 
the collection of measurement data for nursing staff and other health care practitioners. (Also see QPS.2 and SQE.10) 

 

Measurable Elements of GLD.11.1 
❏ 1. When applicable, assessment of participation in quality activities and the results of measurement activities are included in 

the ongoing professional practice evaluation of the department’s or service’s physicians. 

❏ 2. When applicable, assessment of participation in quality activities and the results of measurement activities are included 

in the performance evaluation of nursing staff. 

❏ 3. When applicable, assessment of participation in quality activities and the results of measurement activities are included 

in the performance evaluation of other health practitioners. 

Standard GLD.11.2 

Department/service leaders select and implement clinical practice guidelines, and related clinical pathways and/or clinical protocols, 

to guide clinical care. ℗ 

Intent of GLD.11.2 
The goals of long term care organizations include  

• standardizing clinical care processes;  
• reducing risks within care processes, particularly those associated with critical decision steps;  
• providing clinical care in a timely, effective manner using available resources efficiently; and  
• consistently delivering high-quality care using evidence-based practices.  
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Long term care organizations use a variety of tools to reach these and other goals. For example, health care practitioners seek to 
develop clinical care processes and make clinical care decisions based on the best available scientific evidence. Clinical practice 
guidelines are useful tools in this effort to understand and to apply the best science to a particular diagnosis or condition. (Also see 
IPSG.5; IPSG.5.1; COP.3.4; COP.8.6; MMU.1.1; PCI.5; and PCI.5.1) The long term care organization uses only those clinical 
practice guidelines that have been reviewed and endorsed by relevant authoritative sources; for example, a national professional 
association or council, or an international organization that catalogues approved guidelines. If the clinical practice guideline was 
developed by the organization, it would be submitted to an authoritative source for endorsement.  

Frequently, the effective implementation of a clinical practice guideline will require clinical pathways and clinical protocols to be 
adapted or developed. Pathways and protocols are useful tools in this effort to ensure effective sequencing, integration, and 
coordination of care and efficient use of available resources.  

Clinical practice guidelines and any related clinical care pathways and clinical protocols relevant to the long term care organization’s 
resident population and mission are  

a) selected from among those applicable to the services and residents of the organization (mandatory national guidelines are 
included in this process, if present);  

b) evaluated for their relevance to identified resident populations;  
c) adapted when needed to the technology, drugs, and other resources of the organization or to accepted national professional 

norms;  
d) assessed for their scientific evidence and endorsement by an authoritative source;  
e) formally approved or adopted by the organization;  
f) implemented and measured for consistent use and effectiveness;  
g) supported by staff trained to apply the guidelines or pathways; and  
h) periodically updated based on changes in the evidence and evaluation of processes and outcomes.  
 

As many guidelines, and related protocols and pathways, impact multiple clinical departments or services, the leaders are collectively 
expected to accomplish the following on an annual basis:  

• Department/service leaders collectively determine at least five organization-wide priority areas on which to focus—for 
example, a resident diagnosis such as stroke, a population such as geriatric, or a disease such as diabetes, among others—
for which guidelines would impact the quality and safety of resident care and reduce unwanted variation in outcomes. (Also 
see APR.7 and GLD.11.1)  

• Complete the process described in a) through h) for the guideline related to the identified priority focus areas.  

This collective selection process does not prohibit an individual department or service from selecting additional guidelines, and any 
associated protocols or pathways, more specific to the services provided in that department or service. 

Measurable Elements of GLD.11.2 
❏ 1. On an annual basis, department/service leaders collectively determine at least five organization-wide priority areas on 

which to focus the use of clinical practice guidelines. 

❏ 2. Department/service leaders follow the process described in a) through h) of the intent in selecting and implementing 

clinical practice guidelines. 

❏ 3. Department/service leaders implement clinical guidelines and any associated clinical pathways or clinical protocols for 

each identified priority area as relevant to the department/service. 

❏ 4. Department/service leaders demonstrate how the use of clinical practice guidelines, clinical pathways, and/or clinical 

protocols has reduced variation in processes and outcomes. 

Human Subjects Research 

Standard GLD.14 

Human subjects research, when provided within the organization, is guided by laws, regulations, and long term care leadership. ℗ 

Intent of GLD.14 
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Human subjects research on a large scale or small scale is a complex and significant endeavor for a long term care organization. 
Long term care leadership recognizes the required level of commitment and personal involvement required to advance scientific 
inquiry in the context of protecting the residents for whom they have made a commitment to diagnose and treat. Long term care 
leadership’s commitment to human subjects research is not separate from its commitment to resident care—commitment is 
integrated at all levels. Thus, ethical considerations, good communication, responsible leaders, regulatory compliance, and financial 
and nonfinancial resources are components of this commitment. One such resource is indemnity insurance to adequately 
compensate residents for adverse events due to the research protocol. Long term care leadership recognizes the obligation to protect 
residents irrespective of the sponsor of the research. (Also see GLD.1.1)  

When the long term care organization’s research requires admission to specialized wards, such admission is through established 
criteria or an established protocol. Individuals from the research or other programs are involved in developing the criteria or 
protocol. Admission to such programs is documented in the resident’s medical record and includes the criteria or protocol 
conditions under which the resident was admitted. 

Measurable Elements of GLD.14 
❏ 1. Long term care leadership identifies the official(s) responsible for maintaining the development of and compliance with 

all human subjects research policies and procedures. 

❏ 2. Long term care leadership assumes responsibility for resident protection irrespective of the sponsor of the research. 

❏ 3. Long term care leadership recognizes and establishes mechanisms for compliance with all regulatory and professional 

requirements related to research.  

❏ 4. Long term care leadership ensures that there is a source of indemnity insurance to adequately compensate residents 

participating in clinical research who experience an adverse event. 

❏ 5. The long term care organization establishes entry and/or transfer criteria for an admission to a specialized ward due to 

research and/or another specialized program to meet resident needs. 
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Facility Management and Safety 
(FMS) 
 
Note: The new FMS chapter is comprised of concepts and standards from the Long Term Care 1st Edition MSE chapter. 
 

Leadership and Planning 

Standard FMS.1 

The long term care organization complies with relevant laws, regulations, building and fire safety codes, and facility inspection 
requirements.  

Intent of FMS.1 
Laws, regulations, and inspections by national and local authorities determine in large part how a facility is designed, used, and 
maintained. All long term care organizations, regardless of size and resources, must comply with these requirements as part of their 
responsibilities to their residents, families, staff, and visitors. Such requirements may differ depending on the facility’s age and 
location and other factors. For example, many building construction codes and fire safety codes, such as for sprinkler systems, 
apply only to new construction. Long term care organizations begin by complying with laws and regulations.  

Some long term care organizations are located inside larger, multiuse buildings, such as high-rise office buildings and shopping malls, 
and may lease or rent the space in which they provide care, treatment, and services. In these circumstances, it is necessary for long 
term care leadership to communicate with the property owner to ensure that the building complies with relevant laws, regulations, 
codes, and other requirements. In addition, long term care leadership communicates and collaborates with the property owner 
regarding shared building systems and building-related issues not under the organization’s control. It is important to understand 
expectations and who is responsible for maintaining these systems. Shared systems and building issues may include security, fire 
safety (for example, fire alarms, fire suppression systems), emergency exits, maintenance of utilities (for example, ventilation, water 
quality), and other building issues. It is important for long term care leadership to have access to documents managed by the 
property owner, such as maintenance records and inspection reports relevant to the organization’s facilities.  

Long term care leadership and the organization’s facility management and safety structure are responsible for  
• knowing what national and local laws, regulations, building and fire safety codes, and other requirements, such as licenses and 

permits, apply to the organization’s facilities;  
• implementing the applicable requirements or approved alternative requirements;  
• maintaining and documenting compliance with local and national laws, regulations, building and fire safety codes, inspection 

reports, and other facility requirements; and  
• planning and budgeting for the necessary replacement or upgrading of facilities, systems, and equipment to meet applicable 

requirements or as identified by monitoring data or to meet applicable requirements and providing evidence of progress 
toward implementing the improvements. (Also see GLD.1.1 and GLD.2)  

When the organization has been cited for not meeting requirements, long term care leadership takes responsibility for planning and 
meeting the requirements in the prescribed time frame.  

The long term care organization documents its building and fire safety laws, regulations, and codes and any corrective actions taken 
to address citations from external facility inspections and reports by completing the “Laws and Regulations Worksheet” and 
“External Auditing Body Recommendation Worksheet” in the Joint Commission International Long Term Care Organization Survey Process 
Guide or provides the same information in a different form or document.  
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Measurable Elements of FMS.1 
❏ 1. Long term care leadership and the facility management and safety structure understand and implement the national and 

local laws, regulations, building and fire safety codes, and other requirements applicable to the organization’s facilities. 

❏ 2. Long term care leadership and the facility management and safety structure document corrective actions taken to meet 

the conditions of external facility reports or citations from inspections by national and local authorities. 

❏ 3. Long term care leadership plans and budgets for replacing or upgrading facilities, systems, and equipment needed to 
meet applicable requirements and for the continued operation of a safe, secure, and effective facility. 

❏ 4. Long term care leadership approves and allocates budgeted resources or implements alternative strategies to reduce risks 
until the resources can be allocated. 

❏ 5. When the organization is located inside a multiuse building, long term care leadership obtains evidence of compliance 
with relevant laws, regulations, codes, facility inspection reports, utility maintenance requirements, and other requirements 
related to shared systems and building issues. 

Risk Assessment and Monitoring 

Standard FMS.3 

The long term care organization develops and documents a comprehensive risk assessment based on facility management and safety 
risks identified throughout the organization, prioritizes the risks, establishes goals, and implements improvements to reduce and 
eliminate risks. 

 

Intent of FMS.3 
Risk assessment identifies and evaluates potential failures and sources of errors in a process and includes prioritizing areas for 
improvement based on the actual or potential impact of care, treatment, or services provided.  

The long term care organization develops and documents a comprehensive, facility-wide risk assessment, at least annually, that 
integrates all eight facility management and safety programs to maximize safety to residents, resident’s family, staff, and visitors. The 
eight programs are as follows:  

a) Safety  
b) Security  
c) Hazardous materials and waste  
d) Fire safety  
e) Medical equipment  
f) Utility systems  
g) Emergency and disaster management  
h) Construction and renovation  

The long term care organization prioritizes the integrated risks. Goals are established and improvements are implemented to reduce 
and eliminate the risks. The goals and improvements are monitored for effectiveness, including progressing and sustained 
improvement. Changes may be required to goals and improvements based on successes and challenges identified in monitoring data. 
(Also see GLD.5)  

Note: Refer to the standards in this chapter for requirements related to risk assessment activities for each program. 

Measurable Elements of FMS.3 
❏ 1. The risk assessments from all eight facility management and safety programs listed as a) through h) in the intent are 

integrated to develop and document a comprehensive, facility-wide risk assessment, at least annually.  

❏ 2. The long term care organization prioritizes the risks, identifies goals and improvements, and implements improvements 
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to reduce and eliminate risks.  

❏ 3. The long term care organization evaluates the effectiveness of the improvements, and based on the results, the 

organization updates the applicable facility management and safety programs. 

Standard FMS.4 

Data are collected and analyzed from each of the facility management and safety programs to reduce risks in the environment, track 
progress on goals and improvements, and support planning for replacing and upgrading facilities, systems, and equipment.  

Intent of FMS.4 

Monitoring each of the facility management and safety programs through data collection and analysis provides information that 
helps the long term care organization reduce risks, track progress on goals, make decisions on system improvements, and plan for 
upgrading or replacing medical equipment, technology, and utility systems. The monitoring data for the facility management and 
safety programs are documented and integrated into the organization’s quality and resident safety program. The individual who 
oversees the facility management and safety structure submits reports of the monitoring data and goals to long term care leadership 
at least quarterly. This individual submits the risk assessment and planned and implemented improvements to long term care 
leadership at least annually.  

 

Long term care leadership provides an annual report to the governing entity on the effectiveness of the facility management and 
safety programs. (Also see GLD.4 and GLD.4.1) The annual report includes  

• the results of the comprehensive risk assessment, including priorities;  
• goals, monitoring data, improvements, and any challenges from the past year; and  
• goals, planned improvements, and anticipated challenges for the coming year. 

Measurable Elements of FMS.4 
❏ 1. Monitoring data are collected and analyzed for each of the facility management and safety programs and used to reduce 

risks in the environment and support planning for replacing or upgrading facilities, systems, and equipment. 

❏ 2. Monitoring data for the facility management and safety programs are documented and integrated into the organization’s 

quality and resident safety program. 

❏ 3. The individual who oversees the facility management and safety structure provides monitoring data reports that address 

the effectiveness of each program and progress on goals to long term care leadership on a quarterly basis, and leadership 

takes action. 

❏ 4. The individual who oversees the facility management and safety structure provides the comprehensive, facility-wide risk 

assessment and planned and implemented improvements to long term care leadership at least annually. 

❏ 5. Long term care leadership provides an annual report to the governing entity on the effectiveness of the facility 

management and safety programs, and the governing entity takes action. 

Security 

Standard FMS.6 

The long term care organization develops and implements a program to provide a secure environment for residents, families, staff, 

and visitors. ℗ 

Intent of FMS.6 
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Security refers to protecting the organization’s property and the residents, families, visitors, and staff from harm or loss. (Also see 
PCC.1.4 and COP.3.5) Examples of vulnerabilities and threats related to security risks include workplace violence, infant abduction, 
theft, and unlocked/unsecured access to restricted areas in the facility. Security incidents can be caused by individuals from either 
outside or inside the organization.  

The long term care organization develops and implements a written security program to ensure that everyone in the organization is 
protected from personal harm and loss or damage to property. As part of the security program, the organization conducts and 
documents a risk assessment, at least annually, to identify areas in which security risks exist. The risk assessment also considers a 
review of processes and an evaluation of new and planned services that may pose security risks.  

Staff, students, trainees, contract workers, volunteers, vendors, individuals associated with independent business entities, and others, 
as determined by the organization, are identified by badges (temporary or permanent) or another form of identification. Others, such 
as families and visitors in the long term care organization, may be identified depending on organization policy and laws and 
regulations.  

Restricted areas such as the pharmacy and areas with pediatric residents must be secure and monitored. (Also see MMU.3.1) Children, 
elderly adults, and vulnerable residents not able to protect themselves or signal for help must be protected from harm. In addition, 
remote or isolated areas of the facility and grounds may require the use of security cameras.  

Measurable Elements of FMS.6 
❏ 1. The long term care organization develops and implements a written program to provide a secure environment. 

❏ 2. A security risk assessment is conducted and documented annually throughout the facility, and security risks are 

identified and prioritized from the risk assessment. 

❏ 3. The security program identifies all security risk areas and restricted areas and ensures they are monitored and kept 

secure. 

❏ 4. The security program ensures that all staff, students, trainees, contract workers, volunteers, vendors, and individuals 

associated with independent business entities are identified. 

❏ 5. The long term care organization identifies goals and implements improvements in the security program, and monitors 

data to ensure that security risks are reduced or eliminated. 

Fire Safety 

Standard FMS.8.3 

All fire safety equipment and systems, including devices related to early detection, alarm notification, and suppression, are inspected, 

tested, and maintained. ℗ 

Intent of FMS.8.3 
The long term care organization’s fire safety program identifies the frequency of inspecting, testing, and maintaining fire protection 
and safety systems, consistent with requirements. Fire safety equipment and systems in facilities include, but are not limited to, the 
following:  

• Heat and smoke detectors  
• Fire alarms  
• Fire pumps  
• Standpipe systems  
• Sprinklers  
• Fire suppression systems  
• Fire hoses  
• Portable fire extinguishers  
• Fire doors and assemblies (including sliding and roll down doors)  
• Automatic shutdown devices for air handling systems  
• Automatic smoke management systems  



 

CONFIDENTIAL DO NOT COPY – DO NOT DISTRIBUTE 
 

The long term care organization inspects, tests, and maintains all fire safety equipment and systems within its building(s), including 
equipment for early detection and suppression of fire and smoke. Activities and frequencies for inspection, testing, and maintenance 
are consistent with manufacturers’ recommendations. When local codes, laws, and regulations include requirements for inspection, 
testing, and maintenance of fire safety equipment and systems, the organization follows the more stringent requirements, whether 
those are the manufacturers’ recommendations or the local codes, laws, and regulations.  

Any deficiencies identified, such as impaired or nonfunctioning systems and equipment, are immediately corrected. When 
corrections cannot be immediately carried out, interim measures are implemented to reduce fire risk and ensure safety of residents, 
staff, and visitors until deficiencies can be fully corrected. The results of all inspections, testing, and maintenance are documented, 
including corrections and interim measures that are implemented.  

 
Note: A list of interim measures can be found in the Appendix at the end of the “Facility Management and Safety” (FMS) chapter. 
 

Measurable Elements of FMS.8.3 
❏ 1. All fire safety equipment and systems, including those for smoke and fire detection and suppression, are inspected, 

tested, and maintained according to manufacturers’ recommendations or as required by local codes, laws, and regulations, 

whichever sets the more stringent requirement. 

❏ 2. Inspection, testing, and maintenance of all fire safety equipment and systems are documented, including results and 

corrective actions.  

❏ 3. Any deficiencies identified in fire safety equipment and systems are immediately corrected, or interim measures are 

implemented to reduce fire risk until deficiencies can be fully corrected. 

Utility Systems 

Standard FMS.10 

The long term care organization develops and implements a program for the management of utility systems throughout the 

organization. ℗ 

Standard FMS.10.1 

The utility systems program includes inspection, testing, and maintenance to ensure that utilities operate effectively and efficiently to 

meet the needs of residents, staff, and visitors. ℗ 

Intent of FMS.10 and FMS 10.1 
Utilities can be defined as the systems and equipment that support essential services that provide for safe health care. Such systems 
include electrical distribution; power; plumbing; boiler/steam; heating, ventilation, and air-conditioning (HVAC); medical gas; 
medical/surgical vacuum; waste management; and communication and data systems. The safe, effective and efficient operation of 
utility and other key systems in the organization is necessary for resident, staff, and visitor safety and for meeting resident care needs. 
Resident care, both routine and urgent, is provided on a 24-hour basis, every day of the week in a long term care organization. Thus, 
an uninterrupted source of essential utilities is critical to meeting resident care needs.  

The long term care organization develops and implements a written program for the management of utility systems throughout the 
facility. (Also see PCI.10) As part of the utility systems program, the organization conducts and documents a risk assessment, at least 
annually, to identify areas in which risks exist related to the utility systems. The risk assessment also considers new and planned 
services that may pose risks to the utility systems.  

A good utilities management program ensures the reliability of the utility systems and minimizes the potential risks. For example, 
water contamination, oxygen cylinders that are not secured when stored, leaking oxygen lines, and frayed electrical lines all pose 
hazards. To avoid these and other risks, the long term care organization has a process for regularly inspecting such systems and 
performing preventive and routine maintenance. During testing, attention is paid to the critical components (for example, switches 
and relays) of systems.  
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Long term care organizations should have a complete inventory of all utility systems components and identify which components 
have the greatest impact on life support, infection prevention and control, environmental support, and communication. The utilities 
management program includes strategies for utility maintenance that ensure that these key systems components, such as electricity, 
water, waste, ventilation, and medical gas, are regularly inspected, tested, maintained, and, when necessary, improved, to reduce and 
eliminate risks. 
 
 

Measurable Elements of FMS.10 
❏ 1. The long term care organization develops and implements a written program for the management of utility systems 

throughout the facility. 

❏ 2. The long term care organization conducts and documents the utility systems risk assessment annually throughout the 

facility and prioritizes the utility systems risks that are identified from the risk assessment. 

❏ 3. The long term care organization identifies goals, implements improvements, and monitors data to ensure that the utility 

systems risks are reduced or eliminated. 

Measurable Elements of FMS.10.1 
❏ 1. The long term care organization inventories its utility systems components and maps the current distribution of them. 

❏ 2. The long term care organization identifies, in writing, the activities and intervals for inspecting, testing, and conducting 

preventive and routine maintenance on all operating components of the utility systems on the inventory, based on criteria 

such as manufacturers’ recommendations, risk levels, and organization experience. 

❏ 3. The long term care organization updates or replaces utility systems and components when the need for improvement is 

identified through inspection, testing, and maintenance. 

❏ 4. The long term care organization labels utility system controls to facilitate partial or complete emergency shutdowns. 

Standard FMS.10.3 

Designated individuals or authorities monitor water quality regularly.  

Standard FMS.10.3.1 

Quality of water used in hemodialysis (if applicable) is tested for chemical, bacterial, and endotoxin contaminants, and processes for 

hemodialysis services follow professional standards for infection prevention and control. ℗ 

Intent of FMS.10.3 and FMS.10.3.1  
Water quality is prone to sudden change, including changes outside the control of the long term care organization. It is imperative 
for organizations to maintain water quality, as it is a crucial factor in clinical care processes, including dental procedures and 
hemodialysis (depending on the services provided). Thus, the organization establishes a process to monitor and maintain water 
quality and implements actions when water quality is found to be unsafe.  

Quality of potable (drinking) water is tested at least quarterly and testing of non-potable water is performed at least every six (6) 
months. Testing of potable and/or non-potable water is conducted more frequently if required by local laws and regulations, if 
indicated by the conditions of the sources for water, and/or if there was previous experience with water quality problems. The 
testing can be carried out by individuals designated by the organization, such as staff from the clinical laboratory, or by public health 
or water control authorities outside the facility, or others judged competent to perform such tests. Whether performed by qualified 
long term care staff or by authorities outside the organization, or other qualified individuals, it is the responsibility of the 
organization to ensure that the testing is completed and documented.  

In addition to testing water quality, to prevent and reduce the risks of contamination and growth of bacteria such as Escherichia coli, 
Legionella, and many others, guidance is sought from the organization’s infection prevention and control program as well as data 
from water quality–related resident adverse events. These sources help inform whether actions should be taken, such as preventive 
measures, to reduce the risk of contamination and growth of bacteria.  
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Water is an integral part of dental care. Long term care organizations that provide dental services take measures to ensure that the 
water used in dental treatments and procedures is safe. This includes following manufacturer’s guidelines for treating and testing 
dental unit waterlines. The long term care organization ensures that dental staff are trained and understand the dental unit waterline 
treating and testing requirements and procedures. If the long term care organization provides hemodialysis as part of its services, the 
water quality must be monitored. Water quality is essential for the safe and effective delivery of hemodialysis, as residents may be 
more vulnerable to infection risk and adverse outcomes. It is necessary that the processes and procedures used in hemodialysis 
follow industry standards and professional guidelines for water quality and infection prevention and control measures. This includes 
testing water used in hemodialysis monthly for bacterial growth and endotoxins and testing annually for chemical contaminants.  

Other actions to ensure appropriate water quality and reduce infection risk in the hemodialysis services include routine disinfection 
of the water distribution system and testing hemodialysis machines. Frequency for disinfecting the water distribution system depends 
on such factors as the design of the system and the degree of prevention needed to control bacterial biofilm from forming on the 
interior of the water pipes.  

When conducting water testing of hemodialysis machines, samples are taken from 10% of the organization’s machines on a monthly 
basis. This will result in all machines being tested at least once during each 12-month period, including machines that are not in use. 
Water quality treatments and testing results are documented.  

When applicable to its services, the long term care organization establishes and implements procedures for reprocessing dialyzers, 
such as processes for cleaning, testing, and storing the dialyzers and the frequency for reusing/replacing them.  

 
When problems with water quality are encountered in the organization, actions are taken to address the problems while maintaining 
resident safety in the organization. For example, water quality problems may require the organization to limit certain services or use 
alternative water sources until the problem is addressed. After the issue is resolved and water quality monitoring demonstrates that 
the water is safe, the organization returns to its regular resident care services. 

 
Measurable Elements of FMS.10.3 
❏ 1. Quality of potable water is tested at least quarterly or more frequently based on local laws and regulations, conditions of 

the sources for water, and previous experience with water quality problems. The testing results are documented. 

❏ 2. Quality of non-potable water is tested at least every six (6) months or more frequently based on local laws and 

regulations, conditions of the sources for water, and previous experience with water quality problems. The testing results 

are documented. 

❏ 3. Preventive measures and strategies are implemented to reduce the risks of contamination and growth of bacteria in 

water. 

❏ 4. Actions are taken and documented when water quality is found to be unsafe. 

❏ 5. Dental unit waterlines are treated and tested according to manufacturer’s guidelines, and treatments and testing are 

documented. 

 

Measurable Elements of FMS.10.3.1 
❏ 1. Hemodialysis services, if provided by the long term care organization, follow industry standards and professional 

guidelines for maintaining water quality and implementing infection prevention and control measures. 

❏ 2. Water used in hemodialysis is tested monthly for bacterial growth and endotoxins and tested annually for chemical 

contaminants. The testing results are documented. 

❏ 3. The long term care organization performs routine disinfection of the hemodialysis water distribution system. 

❏ 4. The long term care organization conducts testing on all hemodialysis machines annually, including machines not in use, 

and testing results are documented. 

❏ 5. The long term care organization establishes and implements procedures for reprocessing dialyzers, including, as applica-

ble, frequency for reusing/replacing dialyzers and processes for cleaning and testing dialyzers. 
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Staff Qualifications and Education  
(SQE) 

Staff Health and Safety 

Standard SQE.8.2 

The long term care organization provides a staff health and safety program that addresses staff physical and mental health and safe 

working conditions. ℗ 

Intent of SQE.8.2 
A long term care organization’s staff health and safety program is important to maintain staff physical and mental health, 
satisfaction, productivity, and safe conditions for work. (Also see SQE.5)  

How an organization orients and trains staff, provides a safe workplace, maintains equipment and medical equipment, prevents or 
controls health care–associated infections, and many other factors determine the health and well-being of staff. A staff health and 
safety program can be located within the organization or be integrated into external programs. The program provides for the 
following:  

a) Initial employment health screening  
b) Measures to control harmful occupational exposures, such as exposure to toxic drugs and harmful noise levels (Also see 

AOP.5.3; COP.4; and COP.4.1)  
c) Education, training, and interventions on safe resident handling  
d) Education, training, and interventions on managing workplace violence (Also see QPS.7 and QPS.7.1)  
e) Education, training, and interventions for staff who may be second victims of adverse or sentinel events  
f) Treatment for common work-related conditions, such as back injuries, or more urgent injuries  

Whatever the staffing and structure of the program, staff understand how to report, be treated for, and receive counseling and 
follow-up for common work-related injuries such as those that may result from needlesticks, exposure to infectious diseases, 
encounters with workplace violence, handling of residents, hazardous conditions in the facility, and other health and safety matters. 
The design of the program includes staff input and draws upon the organization’s clinical resources as well as those in the 
community.  

Nursing and other staff who assist with moving residents are at increased risk of back injuries and other musculoskeletal injuries due 
to the physical demands of resident handling. Improper resident handling techniques can also have a negative impact on resident 
safety and quality of care. Resident movement and handling tasks are being done in many different types of clinical settings. Thus, 
there is not any one specific solution that is appropriate for all areas in which resident movement and handling occurs. Examples of 
safe handling interventions may include the use of gait belts, lateral transfer aids, training on body mechanics, implementation of a 
transfer team, and the like.  

Violence in the workplace has become an increasingly common problem in health care organizations. Staff shortages, increased 
resident acuity, and the misconception that violence does not occur in health care organizations—or if violence does occur, it is part 
of the job—are just a few of the barriers to acknowledging that workplace violence exists and to developing violence prevention 
programs. (Also see QPS.7)  

 

The caregiving environment often presents emotional challenges that can be mentally and physically stressful. Health care 
practitioners provide empathy and emotional support to residents and families, are often involved in ethical decision making, are 
frequently exposed to death and dying, and deliver care, treatment, and services in a physically demanding, high-stress environment. 
Repeated exposure to these emotional and physical challenges can create compassion fatigue and can lead to many adverse health 
and quality-of-life outcomes for health care workers. Promoting and sustaining staff resiliency to minimize stress are essential to 
creating a positive culture for the benefit of residents as well as staff. In addition, health care practitioners are often the second 
victims of errors and sentinel events. When residents and their family members are compromised by clinical errors, the remorse and 
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anxiety felt by caregivers and their feelings of moral distress are frequently not acknowledged or addressed. Long term care 
organizations need to acknowledge that the emotional health and performance of health care practitioners involved in adverse and 
sentinel events can have an impact on the quality and safety of resident care. Best-practice research related to compassion fatigue 
and staff burnout recommends that organizations create programs to support staff involved in sentinel and adverse events and to 
proactively develop skills to promote staff resiliency and promote staff health and well-being. 

Measurable Elements of SQE.8.2 
❏ 1. The long term care organization provides a staff health and safety program that is responsive to urgent and nonurgent 

staff needs through direct treatment and referral. 

❏ 2. The staff health and safety program includes at least a) through f) in the intent. 

❏ 3. The long term care organization identifies areas/situations for potential workplace violence and implements 

interventions to reduce the risk. 

❏ 4. The long term care organization provides evaluation, counseling, and follow-up treatment for staff who are injured as a 

result of workplace violence. 

❏ 5. The long term care organization provides education, evaluation, counseling, and follow-up for staff who are second 

victims of adverse or sentinel events. 

❏ 6. The long term care organization promotes staff well-being by creating a culture of wellness that supports physical well-

being and emotional health. 

Standard SQE.8.3 

The long term care organization identifies staff who are at risk for exposure to and possible transmission of vaccine-preventable 

diseases and implements a staff vaccination and immunization program. ℗ 

Intent of SQE.8.3 

Due to their contact with residents and residents’ infectious material, many health care practitioners are at risk for exposure to and 
possible transmission of vaccine-preventable diseases. Identifying epidemiologically important infections, determining staff at high 
risk for these infections, and implementing screening and prevention programs (such as immunizations, vaccinations, and 
prophylaxis) can significantly reduce the incidence of infectious disease transmission. (Also see AOP.5.3.1; PCI.2; PCI.8; and PCI.8.1) 
Asymptomatic infections are common, and individuals can be infectious prior to having any symptoms, including from influenza. In 
addition, studies show that health care practitioners often report to work even when ill.  

Institutionalized residents are at significant risk of injury or death from health care–associated infectious disease transmissions. 
Infectious disease outbreaks in institutionalized residents have been traced to unvaccinated health care practitioners, particularly in 
the case of influenza. Long term care organizations must consider taking steps toward reducing the risks associated with the 
transmission of infectious diseases by unvaccinated health care practitioners. Health care practitioners have an ethical and 
professional obligation to protect themselves, their coworkers, and residents/families. Vaccination is a duty for all health care 
practitioners.  

Strategies for reducing residents’ risk of exposure to infectious diseases may include efforts to promote flu vaccination, encouraging 
staff to get the flu vaccine, and requiring unvaccinated staff to wear masks during flu season. Unvaccinated staff providing care to 
residents who are vulnerable to infection, such as the immunocompromised, the elderly, and infants, increases the risks to those 
residents already at high risk for infection. Therefore, staff immunization status needs to be considered when making staff 
assignments.  

Measurable Elements of SQE.8.3 
❏ 1. The long term care organization identifies epidemiologically significant infections, as well as staff who are at high risk for 

exposure to and transmission of infections.  

❏ 2. The long term care organization develops and implements a staff vaccination and immunization program. 

❏ 3. The long term care organization evaluates the risks associated with unvaccinated staff and identifies strategies for reduc-
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ing the resident’s risk of exposure to infectious diseases from unvaccinated staff. 

❏ 4. The infection prevention and control program guides the evaluation, counseling, and follow-up of staff exposed to 

infectious diseases. 

 

Determining Medical Staff Membership 

Standard SQE.9 

The long term care organization has a uniform process for gathering the credentials of those medical staff members permitted to 

provide resident care without supervision. ℗ 

Standard SQE.9.1 

Medical staff members’ education, licensure/registration, and other credentials required by law or regulation and the long term care 

organization are verified and kept current. ℗ 

Standard SQE.9.2 

There is a uniform, transparent decision process for the initial appointment of medical staff members. ℗ 

Intent of SQE.9 Through SQE.9.2 

Explanations of terms and expectations found in these standards are as follows:  

Credentials  

Credentials are documents that are issued by a recognized entity to indicate completion of requirements or the meeting of eligibility 
requirements, such as a diploma from a medical school, specialty training (residency) completion letter or certificate, completion of 
the requirements of a medical professional organization, a license to practice, or recognition of registration with a medical or dental 
council. These documents, some of which are required by law or regulation, but some by organization policy, must be verified from 
the original source that issued the document.  

Credentials can also be documents from individuals and entities that address some aspect of the applicant’s professional history or 
competency, such as letters of recommendation, a history of all previous medical staff appointments, records of previous clinical 
care, health history, picture, or police background check, for example. These documents may be required by organization policy as 
part of the credential-gathering process but are not verified from the source that issued the document unless required by 
organization policy. This requirement for verification of the credential will vary by the position the applicant is seeking. For 
example, for an applicant for leader of a department/clinical service, the long term care organization may want to verify 
information regarding the individual’s previous administrative positions and experience. Also, for clinical positions, the organization 
may require a certain number of years of experience and thus would verify this level of experience.  

Medical Staff  

Medical staff are all physicians, dentists, and other professionals who are licensed to practice independently (without supervision) and 
who provide preventive, curative, restorative, surgical, rehabilitative, or other medical or dental services to residents; or who provide 
interpretative services for residents, such as pathology, radiology, or laboratory services. All classifications of appointments, all types 
and levels of staff (employed, honorary, contract, visiting, and private community staff members), are included. Visiting staff include 
those who are locum tenentes, or invited experts, “master class” teachers, and others allowed to provide resident care services 
temporarily. A long term care organization must define those other practitioners, such as “house officers,” “hospitalists,” and 
“junior doctors,” who are no longer in training, but may or may not be permitted by the organization to practice independently. The 
term medical staff is thus inclusive of all physicians and other professionals permitted to treat residents with partial or full 
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independence, regardless of their relationship to the organization (for example, employed staff or independent consultants). (Also 
see SQE.1.1) Note that in some cultures traditional medicine practitioners, such as acupuncturists, chiropractors, and others, may be 
permitted by law and the organization to practice independently. Thus, they are considered medical staff members, and these 
standards apply in full. (Also see GLD.6.2)  

Verification  

Verification is the process of checking the validity and completeness of a credential from the source that issued the credential. This 
process can be accomplished by an inquiry to a secure online database of, for example, those individuals licensed in the 
organization’s city or country. The process can also be accomplished by documenting a telephone conversation with the issuing 
source, or by corresponding via e-mail or conventional postal letter inquiry with the source. Verification of credentials from outside 
the country may be more complex and, in some cases, not possible. There should, however, be evidence of a credible effort to verify 
the credential. A credible effort is characterized by multiple (at least two within 60 days) attempts by various methods (for example, 
phone, e-mail, and letter) with documentation of the attempts and result(s). The three following situations are acceptable substitutes 
for an organization performing primary source verification of credentials:  

1) Applicable to organizations overseen directly by governmental bodies, the government’s verification process, supported by the 
availability of published governmental regulations about primary source verification; plus, government licensure, or equivalent 
such as a registration; and the granting of specific status (for example, consultant, specialist, and others) are acceptable. As with 
all third-party verification processes, it is important to verify that the third party (for example, a government agency) implements 
the verification process as described in policy or regulations and that the process meets the expectations described in these 
standards.  

2) Applicable to all organizations, an affiliated organization that has already conducted primary source verification of the medical staff 
applicant is acceptable as long as the affiliated organization has current Joint Commission International (JCI) accreditation with 
“full compliance” on its verification process found in SQE.9.1, MEs 1 and 2. Full compliance means the organization’s Official 
Survey Findings Report indicates that all measurable elements are fully met, or any not met or partially met measurable element 
required to be addressed by Strategic Improvement Plan (SIP) actions have been addressed and are now in full compliance.  

3) Applicable to all organizations, the credentials have been verified by an independent third party, such as a designated, official, 
governmental, or nongovernmental agency, as long as the following conditions apply: Any organization that bases its 
decisions in part on information from a designated, official, governmental, or nongovernmental agency should have 
confidence in the completeness, accuracy, and timeliness of that information. To achieve this level of confidence in the 
information, the organization should evaluate the agency providing the information initially and then periodically thereafter 
to ensure that JCI standards continue to be met.  

It is important to understand the process for issuing some credentials. For example, does the government agency that issues the 
license to practice base its decision on any or all of the following: verification of education, an examination of competence, training 
by a medical specialty association, or membership and payment of fees? Also, if admission to a specialty education program is based 
on verification of education and experience to date, the organization does not need to verify education again. The process used by 
the government agency is documented by the organization. If the organization does not have direct knowledge of the process used 
by the agency to verify education, or the organization has never had an opportunity to verify that the agency carries out the process 
as described, then the organization needs to perform its own verification. (Also see SQE.13 and SQE.15)  

Exception for SQE.9.1, ME 1, for initial surveys only. At the time of the initial JCI accreditation survey, organizations are 
required to have completed primary source verification for new practitioners who joined the medical staff within the twelve (12) 
months leading up to the initial survey. During the twelve (12) months following the initial survey, organizations are required to 
complete primary source verification for all other medical staff members. This process is accomplished over the 12-month 
postsurvey period according to a plan that places priority on the verification of the credentials of active medical staff providing high-
risk services.  

Note: This exception refers only to the verification of credentials. All medical staff members have to have their credentials gathered 
and reviewed, and their privileges granted. There is no “phasing in” of this process.  

Appointment  

Appointment is the process of reviewing an initial applicant’s credentials to decide if the individual is qualified to provide resident care 
services that the organization’s residents need, and the organization can support with qualified staff and technical capabilities. For 
initial applicants, the information reviewed is primarily from outside sources. Organization policy identifies the individuals or 
mechanism accountable for this review, any criteria used to make decisions, and how decisions will be documented. Organization 
policy identifies the process of appointment of independent practitioners for emergency needs or a temporary period. For such 
individuals, the appointment and identification of privileges are not made until at minimum licensure has been verified.  

Reappointment  
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Reappointment is the process of reviewing the medical staff member’s file to verify  
• continued licensure;  
• that the medical staff member is not compromised by disciplinary actions of licensing and certification agencies;  
• that the file contains sufficient documentation for seeking new or expanded privileges or duties in the organization; and  
• that the medical staff member is physically and mentally able to provide resident care and treatment without supervision.  

The information for this review is from both internal and external sources. When a clinical department/service (for example, a 
subspecialty service) does not have a leader, there is an organization policy that identifies who will do the review of the professionals 
in that department/service. The credential file of a medical staff member should be a dynamic source of information and under 
constant review. (Also see SQE.5) For example, when a medical staff member presents a certificate of achievement related to an 
advanced degree or advanced specialty training, the new credential should be immediately verified from the issuing source. Similarly, 
when an outside agency investigates a sentinel event related to a medical staff member and issues sanctions, this information should 
be used promptly to reevaluate the clinical privileges of the medical staff member. To ensure that medical staff files are complete and 
accurate, the files are reviewed at least every three years, and a note in the file indicates any actions taken or that no action is 
necessary and the appointment to the medical staff continues.  

Medical staff membership may not be granted if the organization does not have the special medical equipment or staff to support 
the professional practice of the individual. For example, a nephrologist seeking to provide dialysis services at the organization may 
not be granted medical staff membership if the organization does not provide such services.  

Finally, when an applicant’s licensure/registration has been verified from the issuing source, but other documents—such as 
education and training—have yet to be verified, the individual may be granted medical staff membership, and privileges may be 
identified for the applicant for a period not to exceed 90 days. Under such circumstances, these individuals may not practice 
independently and require supervision until all credentials have been verified. Supervision is clearly defined in organization policy as 
to level and conditions and is not to exceed 90 days. (Also see SQE.3) 

Measurable Elements of SQE.9 
❏ 1. The long term care organization has an ongoing, uniform process to manage the credentials of medical staff members. 

❏ 2. Medical staff members permitted by laws, regulations, and the organization to provide resident care without supervision 

are identified. 

❏ 3. Education, licensure/registration, and other credentials required by law or regulation are copied by the organization and 

maintained for each medical staff member in his or her personnel file or in a separate credential file.  

❏ 4. All credentials required by organization policy are copied by the organization and maintained for each medical staff 

member in his or her personnel file or in a separate credential file. 

 

Measurable Elements of SQE.9.1 
❏ 1. Education, licensure/registration, and other credentials required by law or regulation or issued by recognized education 

or professional entities as the basis for clinical privileges are verified from the original source that issued the credential. 

❏ 2. Additional credentials required by organization policy are verified from the source that issued the credential when 

required by organization policy. 

❏ 3. When third-party verification is used, the organization verifies that the third party (for example, a government agency) 

implements the verification process as described in policy or regulations and that the process meets the expectations 

described in the intent. 

Measurable Elements of SQE.9.2 
❏ 1. Medical staff appointments are made according to organization policy and are consistent with the organization’s resident 

population, mission, and services provided to meet resident needs. 

❏ 2. Appointments are not made until at least licensure/registration has been verified from the primary source, and the 

medical staff member then provides resident care services under supervision until all credentials required by laws and 

regulations have been verified from the original source, up to a maximum of 90 days. 

❏ 3. The method of supervision, frequency of supervision, and accountable supervisors are documented in the credential file 

of the individual. 
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Management of Information (MOI) 
 
Note: The new MOI chapter is comprised of concepts and standards from the Long Term Care 1st Edition CIM chapter. 

Information Management 

Standard MOI.2 

The long term care organization maintains the confidentiality, security, privacy, and integrity of data and information through 
processes to manage and control access.  

Standard MOI.2.1 

The long term care organization maintains the confidentiality, security, privacy, and integrity of data and information through 
processes that protect against loss, theft, damage, and destruction.  

Intent of MOI.2 and MOI.2.1 
The long term care organization maintains the confidentiality, security, and integrity of data and information and is particularly 
careful about preserving confidential resident data and information. The balance between data sharing and data confidentiality is 
addressed. (Also see PCC.1.3; MMU.4.1; QPS.4; GLD.17; GLD.19; SQE.5; and MOI.8)  

Whether an organization uses paper and/or electronic information systems, the organization implements measures to secure and 
protect data and information at all times. Data and information include resident medical records, data from medical equipment and 
devices, research data, quality data, billing data, human resources data, and other sources, as applicable to the organization. Security 
measures include processes to manage and control access. For example, to maintain confidentiality and security of resident medical 
records, the organization determines who is authorized to access medical records and the authorized individual’s level of access to 
the records.  

When electronic information systems are used, the long term care organization implements processes for assigning privileges to 
authorized users in accordance with their level of access. Depending on level of access, an authorized user may be able to enter, 
modify, and delete information, or may have read-only access or restricted access to some systems or modules. Levels of access for 
an electronic medical record system may identify who can make entries in the medical record, who can enter resident orders, who 
can access high-security resident cases, who can access quality improvement data, and so on.  

Each authorized individual’s level of access to data and information is based on need and defined by the person’s role and 
responsibilities. Students, trainees, scribes, and others, as determined by the organization, are included. (Also see MOI.9) An effective 
process defines  

• who is authorized to have access to data and information, including resident medical records;  
• the information to which an authorized individual has access (level of access);  
• the process for granting access privileges to authorized individuals;  
• the individual’s obligation to keep information confidential and secure;  
• the process for maintaining data integrity (accuracy, consistency, and completeness); and  
• the process followed when confidentiality, security, or data integrity are violated or compromised.  

For long term care organizations with electronic information systems, monitoring access to resident data and information through 
security audits of access logs can help protect confidentiality and security. The organization implements a process to proactively 
monitor access logs. Regular security audits can identify system vulnerabilities in addition to confidentiality and security policy 
violations. For example, as part of the process, the organization can identify system users who have altered, edited, or deleted 
information and can track changes made to the electronic medical record. The results from this audit process can be used to validate 
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that user permissions are appropriately set. Conducting security audits can also be effective in identifying vulnerabilities in security, 
such as user access and permissions that need to be updated or removed due to staff changes or turnover.  

When documentation assistants, or scribes, assist health care practitioners with documentation, the long term care organization has 
processes to ensure protection of resident data and information. The organization identifies the required qualifications, training, and 
competencies for scribes, as well as their job responsibilities, including the scope of documentation activities that a scribe can 
perform. As with anyone who has access to resident medical records, scribes must be authorized to access and make entries in the 
medical record, and their level of access is identified. When electronic medical records are used, any additional security measures for 
logging into the system are defined and implemented. For example, the organization has processes to ensure that individuals log 
into and access the system using a unique credential assigned to only them and that credentials are not shared.  

In addition to processes for managing and controlling access, the long term care organization ensures that paper and electronic 
medical records, data, and other information are protected from loss, theft, tampering, damage, and unintended destruction. It is 
important for the organization to assess for vulnerabilities in the organization that pose potential risks to the security of data and 
information. The organization conducts and documents an ongoing information security risk assessment, at least annually. The risk 
assessment considers a review of processes and new and planned services that may pose risks to data and information, wherever it is 
accessed or stored. Risks are prioritized from the risk assessment, and improvements are identified and implemented to address the 
risks. Improvements are monitored to ensure that risks are prevented or eliminated.  

To protect data and information, the long term care organization implements best practices for data security and ensures safe and 
secure storage of medical records, data, and information. Examples of security measures and strategies include, but are not limited 
to, the following:  

• Ensuring that security software and system updates are current and up to-date  
• Encrypting data, such as data stored in digital form  
• Protecting data and information through backup strategies such as off-site storage and/or cloud backup services (Also see 

MOI.13)  
• Storing physical medical records in locations where heat, water, and fire will not likely occur  
• Storing active medical records in areas where only authorized health care practitioners have access  
• Ensuring that server rooms and rooms for physical medical records are secured and accessible to only authorized individuals  
• Ensuring that server rooms and rooms for physical medical records are kept at proper temperature and humidity levels to 

protect records/servers 

Measurable Elements of MOI.2 
❏ 1. The long term care organization develops and implements processes consistent with laws and regulations to ensure the 

confidentiality, security, and integrity of data and information. 

❏ 2. The long term care organization identifies those authorized to access data and information, including those authorized 

to make entries in the resident medical record, and determines their level of access based on each individual’s role and 

responsibilities. 

❏ 3. The long term care organization has a process in place to grant authorized individuals access privileges to data and 

information in accordance with their level of access. 

❏ 4. The long term care organization implements processes to ensure that data and information are accessed by authorized 

individuals only and in accordance with their level of access. 

❏ 5. The long term care organization implements processes to ensure that only authorized individuals make entries in the 

resident medical record and in accordance with their level of access. 

❏ 6. The long term care organization monitors compliance with the processes and takes actions when confidentiality, 

security, or data integrity are violated or compromised. 

Measurable Elements of MOI.2.1 
❏ 1. The long term care organization conducts and documents an annual information security risk assessment throughout the 

organization, and data security risks are identified and prioritized from the risk assessment. 

❏ 2. Data and information are stored in a manner that protects against loss, theft, damage, and destruction. 

❏ 3. The long term care organization implements data security best practices to protect and secure data and information.  

❏ 4. The long term care organization identifies goals, implements improvements to address data security risks, and monitors 

improvement data to ensure that risks are reduced or eliminated. 
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Management and Implementation of Documents 

Standard MOI.7.1 

The policies, procedures, plans, and other documents that guide consistent and uniform clinical and nonclinical processes and 

practices are fully implemented. ℗ 

Intent of MOI.7.1 

Throughout the accreditation standards found in this manual, policies, procedures, plans, and other written documents are required 

(noted with the icon ℗ as above). These documents are required, as they reduce process variation and reduce the risk inherent in 
processes. This is particularly important in clinical processes to improve quality and resident safety.  

There is a process to ensure that staff members have read and are familiar with policies, procedures, and plans relevant to their work. 
This process may be part of the orientation of staff members to their department and their responsibilities or may be part of 
groupwide or organization-wide special training sessions. Most importantly, when a policy, procedure, or plan is relevant to the 
assignment of an individual, the intended actions described in the document are evident in the actions of the individual.  

Measurable Elements of MOI.7.1 
❏ 1. Required policies, procedures, and plans are available, and staff understand how to access those documents relevant to 

their responsibilities. 

❏ 2. Staff are trained and understand those documents relevant to their responsibilities.  

❏ 3. The requirements of the policies, procedures, and plans are fully implemented and evident in the actions of individual 

staff members. 

❏ 4. The implementation of policies, procedures, and plans is monitored, and the information supports full implementation. 

Resident Medical Record 

Standard MOI.8 

The long term care organization initiates and maintains a standardized, accurate medical record for every resident assessed or treated 

and determines the record’s content, format, and location of entries. ℗ 

Standard MOI.8.1 

The medical record contains sufficient information to identify the resident, to support the diagnosis, to justify the treatment, and to 
document the course and results of treatment.  

Intent of MOI.8 and MOI.8.1 

Every resident assessed or treated in a long term care organization has a medical record. The resident medical record is assigned with 
identifiers unique to the resident, or some other mechanism is used to link the resident with his or her medical record (for example, 
a combination of medical record number and resident’s name or a combination of resident’s name and date of birth). Unique 
identifiers used for resident medical records are uniform throughout the organization. A single record with unique identifiers enables 
the organization to easily locate resident medical records and to document the care of residents over time. (Also see IPSG.1)  

The integrity of the resident medical record is critical to the quality and safety of resident care and continuity of care, as it is the 
principal tool for communication between health care practitioners. The medical record facilitates medical decision making, clinical 
follow-up, transitions of care, and medication ordering and dosing. (Also see MOI.13)  
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The use of copy-and-paste, auto-fill, auto-correct, and other functions in documentation by health care practitioners is becoming 
common practice as more long term care organizations adopt electronic medical record systems. Copy-and-paste is the practice of 
selecting text or data from an original or previous source to reuse in a different location. For example, a health care practitioner 
may copy his or her own notes to reuse, copy a note from another practitioner, or copy from a prior admission. Copy-and-paste and 
similar functions can have several advantages, including enhancing the efficiency of documentation. However, there are potential 
risks, such as duplicating information that is inaccurate or outdated.  

The use of templates provided in electronic medical records may cause additional inaccuracies in documentation. For example, a 
template used for an emergency examination may include data fields for all body systems; when a focused examination is completed, 
documentation in the template may indicate that a complete examination was performed and was within normal limits. If an 
examination did not occur, but is documented as normal, residents and health care practitioners may make treatment decisions based 
on this misinformation.  

Long term care organizations implement processes to ensure the accuracy of data and information in resident medical records, 
including guidelines for the proper use of copy-and-paste, auto-fill, auto-correct, and templates in the electronic medical record, as 
well as monitoring their use. Monitoring may involve partnering with the electronic medical record vendor to develop a way to track 
information that has been copied-and-pasted (for example, displaying this information in a different font or underlined) or using a 
manual process to review for copied-and-pasted information. Organizations also provide training and education on the proper use 
of copy-and-paste, auto-fill, auto-correct, and templates to all staff who document in the medical record.  

Processes to ensure accuracy of the resident medical record address both written and electronic information. When inaccuracies are 
present in the medical record, there are implications for resident safety and quality of care and services. For example, 
inconsistencies in timing and dating of entries, such as two different arrival times documented in separate locations of the medical 
record for a resident arriving from an outside hospital, may affect the care the resident receives, billing activity, and/or the 
organization’s quality indicators, among other issues. In addition, discrepancies in the medical record can cause confusion about 
which information is correct and should be followed—for example, a resident’s discharge summary stating, “advised resident to 
make another appointment,” and from the same visit, the resident’s discharge instructions noting, “no follow-up required.” To 
prevent inconsistencies and discrepancies in the resident medical record, the organization establishes and implements processes and 
guidelines to facilitate accurate and complete documentation. For example, to facilitate accurate recording of time, clocks are 
synchronized throughout the long term care organization, including wall clocks, computer clocks, clocks on medical equipment and 
devices that are connected to the computer network, and so on.  

The content, format, and location of entries for a resident’s medical record is standardized to help promote the integration among 
health care practitioners and continuity of care. The long term care organization determines the specific data and information 
recorded in the medical record of each resident assessed or treated. The medical record needs to present sufficient information to 
support the diagnosis; to justify the resident’s care, treatment, and services; to document the course and results of the resident’s care, 
treatment, and services; and to facilitate the continuity of care. (Also see ACC.5.1; AOP.1.2; AOP.1.2.1; COP.2; COP.2.1; ASC.5; 
ASC.6; ASC.7.2; and MMU.4.2) 

Measurable Elements of MOI.8 
❏ 1. A medical record with at least two identifiers unique to the resident is initiated for every resident assessed or treated by 

the long term care organization. 

❏ 2. The specific content, format, and location of entries for resident medical records is standardized and determined by the 

long term care organization.  

❏ 3. The long term care organization establishes and implements guidelines on the proper use of copy-and-paste, auto-fill, 

auto-correct, and templates and provides education and training on the guidelines to all staff who document in the 

electronic medical record. 

❏ 4. The long term care organization has a process to monitor compliance with the guidelines on the proper use of copy-

and-paste, auto-fill, auto-correct, and templates and implements corrective action as needed. 

❏ 5. The long term care organization establishes and implements processes and guidelines to facilitate accurate and complete 

documentation in resident medical records. 

Measurable Elements of MOI.8.1 
❏ 1. Resident medical records contain adequate information to identify the resident. 

❏ 2. Resident medical records contain adequate information to support the diagnosis and promote continuity of care.  

❏ 3. Resident medical records contain adequate information to justify and document the course and results of the resident’s 
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care, treatment and services. 

 

Information Technology in Health Care 

Standard MOI.11 

Long term care leadership identifies a qualified individual to oversee the organization’s health information technology systems and 
processes.  

Intent of MOI.11 

Health information technology can significantly improve resident safety by automating and streamlining work, providing a seamless 
transition of resident health information, and offering safety mechanisms that potentially reduce the risk of errors. For example, 
medications errors can be greatly reduced through the implementation of a computerized prescribing mechanism and the use of bar 
codes for medication administration. However, when not evaluated and tested prior to implementation, health information 
technology can pose increased risks to residents.  

An important resource for organizations is the investment in health information technology. Health information technology includes 
electronic systems for documenting and sharing resident information, such as electronic medical records. Health information 
technology also includes methods for storing, managing, and securing data and information; communicating information among 
health care practitioners to better coordinate care; and interfacing with other systems to facilitate resident care and treatment.  

Successful implementation of new and evolving health information technology systems requires support, resources, and direction 
from long term care leadership. Leadership identifies a qualified individual to oversee health information technology systems in the 
organization. The individual is qualified by education, training, and/ or experience relevant to the role and responsibilities. 
Depending on the size and scope of the organization’s information technology systems, there may be several individuals who 
support this individual and help manage aspects of the program. (Also see GLD.9)  

The long term care organization’s information technology systems must be managed effectively and in a comprehensive and 
coordinated manner. The individual who oversees the health information technology systems is responsible for at least the 
following:  

a) Recommending space, equipment, technology, and other resources to organization leadership to support information 
technology systems in the organization 

b) Coordinating and conducting risk assessment activities to assess information security risks, prioritize risks, and identify 
improvements  

c) Ensuring that staff and others are educated and trained on information security and applicable policies and procedures  
d) Identifying metrics to assess how systems, such as the electronic medical record system, are functioning and affecting staff 

and residents  

Health information technology represents a major investment of resources for a long term care organization. For this reason, 
technology is carefully matched to the organization’s current and future needs and its resources. (Also see GLD.7) However, new 
technology may not integrate well with an organization’s existing technology and processes. New technology systems may not 
address all service areas, or may not allow interfaces with existing systems. Consequently, analysis of workflow processes prior to 
selection and implementation of new technology will help the organization assess how existing processes and technology could be 
optimized, changed, and enabled by new technology.  

Information technology does not operate independently. Health information technology interacts with processes within the 
organizations, other organizations outside of the facility, and internal and external health care practitioners, as well as residents and 
families. This level of complex integration requires coordinated participation from key stakeholders. Under the leadership of the 
individual who oversees health information technology in the organization, stakeholders, such as clinical and nonclinical staff and 
department/service leaders, are involved in workflow analysis, the selection process for new technologies/systems, and testing, 
implementation, and evaluation of the technology.  

All or part of integrating new and existing health information technology may be done through contracted services. The same level 
of workflow analysis, assessment, testing, and evaluation is required for contracted services and involves appropriate stakeholders. 
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Oversight for the contract is provided by the individual who oversees health information technology. (Also see GLD.6 and GLD.6.1) 
When information technology systems are implemented, it is important for the organization to identify metrics and have a process to 
evaluate the usability and effectiveness of the technology. Evaluation includes, but is not limited to, whether or not the technology is 
being used as designed and implemented; how well the technology integrates with existing technology; what effects the technology 
has on improving resident safety, reducing errors, and enhancing the organization’s performance; and how the technology may be 
affecting staff (for example, increasing efficiency, increasing stress/burnout, and so on). 

Measurable Elements of MOI.11 
❏ 1. Long term care leadership provides direction, support, and resources for health information technology in the 

organization. 

❏ 2. Long term care leadership identifies a qualified individual to oversee health information technology systems in the 

organization with responsibility for at least a) through d) in the intent. 

❏ 3. Stakeholders, such as clinical and nonclinical staff and department/service leaders, participate in processes such as 

selection, testing, implementation, and evaluation of new and evolving health information technology systems.  

❏ 4. New and evolving health information technology systems are monitored and evaluated for usability, effectiveness, staff 

outcomes, and resident safety, and improvements are identified and implemented based on results.  

 

 

Standard MOI.12 

When mobile devices are used for texting, e-mailing, or other communications of resident data and information, the long term care 
organization implements processes to ensure quality of resident care and maintains security and confidentiality of resident 

information. ℗ 

Intent of MOI.12 
As technology has evolved, many health care practitioners have begun to use mobile devices to communicate resident data and 
information through text messages and e-mails, such as critical results, referrals, and notes about resident care. Health care 
practitioners may exchange communications with other practitioners, in and outside the long term care organization, or may receive 
text messages or e-mails from residents. Organizations may provide mobile devices to their health care practitioners or may allow 
practitioners to use their personal devices. When mobile devices are used, the organization needs to ensure that resident data and 
information are kept secure and confidential. (Also see COP.2) For example, the organization implements access controls with 
authentication of users, a secure password policy, ability to remotely disable or remove resident data and information from the 
mobile devices if they are lost or stolen, and other forms of security controls. When the mobile devices are provided to staff by the 
organization, there are procedures to retrieve the devices when staff are no longer employed by or associated with the organization.  

Newer text messaging platforms may offer the functionality to address previous concerns related to texting and confidentiality, security of 
information, accuracy, timeliness, documentation, and resident safety. When the organization allows confidential and private resident 
information to be transmitted through text messaging (for example, resident identification, diagnoses, history, test results, and other 
confidential information), the organization ensures that a secure messaging platform is implemented and includes the following:  

a) Secure, encrypted sign-on process(es) for authentication of users (sign-on processes that are password protected and unique to 
each user)  

b) Processes for ensuring that only authorized individuals are in the platform’s directory of users who can receive messages  
c) Delivery and read receipts for messages  
d) Date and time stamp for messages  
e) Processes for protecting and securing resident information against unauthorized access and use (for example, automatic 

logout after a period of inactivity, ability for the organization to remotely deactivate mobile devices or wipe data from 
devices if lost or stolen, and so on)  

In addition, the organization establishes processes for ensuring that text messages with resident information are documented in the 
medical record when the content relates to the care of the resident. (Also see MOI.8 and MOI.8.1) For example, text messages 
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exchanged among health care practitioners that contain information used to make decisions about a resident’s care need to be 
documented in that resident’s medical record.  

E-mail has increasingly become part of normal communication in health care. There are many advantages to e-mail communication; 
however, there may be issues associated with security, confidentiality, and timeliness, such as when mobile devices are used or when 
residents initiate contact through e-mail with the physician. The physician or organization may have a secure e-mail system, but 
residents often do not. In addition, time-sensitive issues sent via e-mail, such as urgent health matters, may not be viewed by the 
physician in a timely manner, thereby delaying immediate actions that may be needed. One way of ensuring confidentiality and 
preventing delays in urgent actions is to limit e-mail use to areas in which the risk for breach of confidentiality or delay in response is 
lower (for example, appointment scheduling and reporting of home records such as blood pressure or weight gain from residents 
with renal failure or congestive heart failure). As with text messages, the organization establishes a process to ensure that e-mail 
messages with data and information relating to a resident’s care are documented in the resident’s medical record.  

Another means for residents to communicate with their health care practitioners is through a resident portal. Resident portals 
provide a range of services that can be performed online or through an app on a mobile device, such as completing registration 
forms, requesting prescription refills, accessing test results, scheduling nonurgent appointments, sending/receiving messages with 
the physician, downloading educational materials, and making electronic payments.  

Long term care organizations that implement resident portals ensure confidentiality and security of the resident information stored 
and exchanged through the portal. The implementation and use of resident portals require encryption of resident data/information; 
secure, sign-on process with password requirements for users; audit trails that log and record key activities; and consent from 
residents to participate in the resident portal. (Also see MOI.2)  

The long term care organization implements a process to monitor the quality of communications conducted through text, e-mail, 
and resident portals, and makes improvements where needed. The organization ensures that residents have adequate understanding 
of data and information received through text, e-mail, and resident portals, and encourages residents to contact their health care 
provider for questions. The organization collects data to monitor the process for clarifying questions that arise from messages 
received via text, e-mail, and resident portals. For example, the organization may collect data on how often staff need to clarify 
resident information that has been texted and the process for obtaining clarification. 

Measurable Elements of MOI.12 
❏ 1. When the long term care organization allows resident data and information to be transmitted through text messaging, 

the organization ensures that the process is through a secure messaging platform and complies with a) through e) in the 

intent. 

❏ 2. When mobile devices are used for communicating resident data and information, the organization implements 

guidelines and processes to protect and secure resident information.  

❏ 3. The organization establishes processes to ensure that text messages and e-mails on mobile devices that have data and 

information relating to a resident’s care are documented in the resident’s medical record. 

❏ 4. When the organization implements a resident portal or communicates with residents via text messages or e-mails, the 

organization first obtains consent from residents to participate in the portal and/or receive text messages or e-mails. 

❏ 5. When the long term care organization allows resident information to be communicated via text messages, e-mail, and 

resident portals, the organization has a process to ensure that questions that arise about the information exchanged are 

addressed in a timely manner and monitors for improvements needed to the communication processes. 

Standard MOI.13 

The long term care organization develops, maintains, and tests a program for response to planned and unplanned downtime of data 

systems. ℗ 

Intent of MOI.13 
Whether or not a long term care organization has implemented an electronic medical record (EMR), a form of information 
technology exists in a majority of organizations. Information technology can be found in digital imaging, laboratory testing and 
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reporting of results, communication systems, pharmacy support systems, and the like. Data systems are an important part of 
providing safe, high-quality resident care.  

Data system interruptions and failures are unavoidable events. These interruptions, often referred to as downtime, are either planned 
or unplanned. Planned downtime is scheduled for the purpose of conducting maintenance, repairs, upgrades, and other changes to 
the system. Unplanned downtime occurs as a result of power or equipment failures, heating/cooling system failures, natural 
disasters, human error, and interruptions to Internet or intranet services, among other disruptions. Unplanned downtime can result 
in data system failures, such as loss of data, hardware failures, and data corruption. Organizations may be in danger of permanently 
losing data if systems are not in place to copy and archive data.  

Downtime, whether planned or unplanned, can affect an entire system or may affect only a single application. Long term care 
organizations must prepare all departments and services with training specific to tactics and interventions for managing downtime in 
their particular area. (Also see FMS.11) For example, how downtime is managed in the rehabilitation ward may be different from the 
process for managing downtime in a diagnostic imaging area or pharmacy.  

Communication is an essential element of continuity strategies during downtime. Notifying staff about planned downtime allows 
them to make necessary preparations to ensure that business continues in a safe and effective manner. Communication prior to 
planned downtime should include at least the following information:  

• The information technology system or application that will be down and the department/service areas that will be affected  
• The time that the downtime will begin and the expected length of time the system or application will be unavailable  
• The reason for the downtime and what changes can be expected after the planned downtime is completed; for example:  

0 Regular maintenance—no changes expected  
0 Enhancement to system  

When unplanned downtime occurs, staff need to be notified immediately upon discovery of the event. The manner in which 
information is communicated to staff will depend on the system that is down. For example, if the organization’s network goes 
down, communication to staff via telephone may be required. Multiple communication strategies should be developed in order to 
address the different systems that may be affected. In addition to internal communication strategies, it may be necessary to develop 
strategies for external communication. For example, if the organization has an interfacing application with outside/contracted 
laboratory or radiology services and it becomes unavailable due to downtime, there needs to be a process for obtaining the results 
during downtime and a plan to have results reported back via the interface when the downtime is over.  

The quality and safety of resident care depend on the long term care organization’s ability to maintain resident care services during 
periods of downtime, both planned and unplanned. The organization must develop strategies and measures for continuing resident 
care during data system interruptions. One approach to managing downtime may include the practice of having a packet of hard-
copy downtime forms or a downtime binder available to continue care if unplanned downtime exceeds a certain time threshold 
(typically greater than 30 minutes). Another approach may be to maintain a downtime computer that allows read-only access to 
resident data.  

Following downtime, resident care and services provided during the period of downtime may need to be entered manually, through 
a document management/scanning system, or through transcriptions of hard copy to soft copy during periods of inactivity. 
Organizations need to define what data may need to be reentered in a discreet format (for example, all medications prescribed 
during downtime, select orders, allergies, problem lists, and so on), what data may need to be scanned in, and what data may need to 
be transcribed from hard copy to soft copy. To ensure confidentiality and security of information, the organization should have a 
documented process for the management of any paper documentation used during downtime. (Also see MOI.8 and MOI.8.1)  

Downtime recovery tactics include disaster recovery and failover systems for backing up, recovering, and maintaining data systems. 
Disaster recovery systems are typically located at remote locations to recover data that may have become corrupted or 
unintentionally deleted. These systems are backed up periodically, usually every night. Failover systems minimize disruptions in 
resident care and loss of data. Failover systems are usually on the premises and switch over within a few seconds or minutes of the 
primary system becoming unavailable due to planned or unplanned downtime. Many tools are available for backing up data. In long 
term care organizations that use a cloud-based system for data backup, the vendor of the cloud-based system is required to have 
adequate backup systems in place to minimize disruptions to care, prevent loss of data, and maintain data integrity. (Also see MOI.2) 
The optimal backup solutions for each organization depend on many factors, including the amount of data requiring backup, the 
speed at which data can be backed up and recovered, the location of recovery systems, costs, and other factors.  

Most organizations test their data recovery plans at least once a year. However, simple backups should be tested at least once a 
quarter and whenever there is a major hardware or software change in the backup system. It is particularly important to run a test 
after an upgrade to make sure the upgrade works properly with the rest of the systems. The organization plans for interruptions by 
training staff on alternative procedures, testing the organization’s emergency management program conducting regularly scheduled 
data backups, and testing data restoration procedures. Regardless of whether an organization uses a paper-based system or an 
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electronic system, a plan to address the process for information continuity, including knowledge-based information, should be in 
place. Long term care organizations that plan for maintaining access to electronic information systems by using various backup and 
recovery processes are likely to experience seamless continuity of resident care and minimal data loss. 

Measurable Elements of MOI.13 
❏ 1. The long term care organization develops and maintains, and tests at least annually, a program for response to planned 

and unplanned downtime of data systems. 

❏ 2. The long term care organization identifies the probable impact that planned and unplanned downtime of data systems 

will have on all aspects of care and services.  

❏ 3. The program includes continuity strategies for the provision of ongoing safe, high-quality resident care and services, 

including services provided by outside vendors, during planned and unplanned downtime of data systems. 

❏ 4. The program identifies internal and, when applicable, external communication strategies for planned and unplanned 

downtime. 

❏ 5. The long term care organization identifies and implements downtime recovery tactics and ongoing data backup 

processes to recover and maintain data and ensure data integrity and maintain confidentiality and security of resident 

information. 

❏ 5. Staff are trained in the strategies and tactics used for planned and unplanned downtime of data systems. 

 

 

 


