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2724 - Exit Conference 
(Rev. X, XX-XX-XX) 
 
Subsequent to the pre-exit conference held to allow team members to exchange and 
formulate survey findings, the surveyors conduct an exit conference (“an exit”) with the 
entity’s administrator, designee, and other invited staff.  The purpose of the exit 
conference is to informally communicate preliminary survey team findings and provide an 
opportunity for the interchange of information, especially if there are differences of 
opinion.  Although it is CMS’ general policy to conduct an exit conference as a courtesy 
to the provider and to promote timely remediation of quality of care or safety problems, be 
aware of situations that would justify refusal to continue an exit conference.  For example: 
 

 If the provider is represented by counsel (all participants in the exit conference 
should identify themselves), surveyors may refuse to continue the conference if the 
entity’s attorney attempts to turn it into a evidentiary hearing; or 

 
 Any time the provider creates an environment that is hostile, overly intimidating, 

or inconsistent with the informal and preliminary nature of an exit conference, 
surveyors may refuse to conduct or continue the conference. 

 
Additionally, as discussed in §2714, if the entity wishes to audio tape the conference, it 
must tape the entire meeting and provide the surveyors with a copy of the tape at the 
conclusion of the conference. Videotaping is also permitted if it is not disruptive to the 
conference, if a copy is provided at the conclusion of the conference.  It is at the sole 
discretion of the surveyor(s) to determine if videotaping is permitted. 
 
It is critical that the surveyors establish and maintain control throughout the exit 
conference. Surveyors should present their findings but refrain from arguing with the 
provider.  Be mindful that providers are likely to react defensively to surveyor findings.  
The provider has a right to disagree with the findings and present arguments to refute 
them.  Surveyors should be receptive to such disagreements.  If the provider presents 
information to negate any of the findings, surveyors should indicate their willingness to 
reevaluate the findings before leaving the facility.  The survey team’s reasonableness 
demonstrates their fairness and professionalism.  The degree of receptivity displayed by 
providers during the exit conference often depends upon the attitudes and survey style of 
the survey team. 
 



 

If the LSC survey is conducted independently of the health survey, the fire authority 
conducts a separate exit conference. 
 
The following guidelines are helpful to surveyors in performing an exit conference: 
 
2724A - Introductory Remarks 
(Rev. X, XX-XX-XX) 
 
Introduce yourself to those present.  Restate why the survey was conducted.  Express the 
team’s appreciation for anything the provider has done to facilitate the survey.  Explain 
that the exit conference is an informal meeting given as a courtesy to the provider to 
discuss preliminary survey findings and thereby assist the provider or supplier in 
developing an acceptable PoC, if appropriate and required.  The tone of the exit conference 
should be professional and constructive.  It is important to communicate that the findings 
are preliminary and could change following State and CMS supervisory review. Indicate 
that official findings are presented in writing on Form CMS-2567 and will be forwarded to 
the provider within 10 working days.  Indicate that the provider will, in turn, have 10 
calendar days to submit a PoC.  (See §2728.) 
 
2724B - Ground Rules 
(Rev. X, XX-XX-XX) 
 
Explain how you will conduct the exit conference and how the team’s findings will be 
presented; for example, each surveyor may present a portion of the total findings.  Inform 
the provider that where there are disagreements between the team and the provider about 
the findings that cannot be resolved during the conference or before the team leaves the 
facility, the provider will have the opportunity to submit additional evidence to the State, 
and/or the RO through the Plan of Correction process.  (See §2728.B. concerning 
provider attempts to refute survey findings on the Form CMS-2567.) 
 
2724C - Presentation of Findings 
(Rev. X, XX-XX-XX) 
 
In presenting preliminary findings, avoid reading your findings or only referring to them 
by their data tag number.  Explain why the findings are a violation of Medicare or 
Medicaid requirements in enough detail to assist the provider in expediting the provider's 
correction of any deficiencies ahead of the formal receipt of the Form CMS-2567.   
 
Non-Long Term Care Providers/Suppliers 
For non-long term care, if the provider/supplier asks for the specific regulatory basis for a 
finding of noncompliance, the surveyors should generally provide the regulatory grouping 
it to the extent that the team is not still deliberating which part of the regulation is most 
pertinent.  However, the survey team should avoid identifying the specific tags, as the tag 
codes often identify the Condition- or Standard-level classification for most non-LTC 
deficiencies. Additionally, such specific details should wait for supervisory review.  
 
Long Term Care Providers 



 

For long term care providers (nursing homes and ICF-IIDs), CMS has invested 
considerable effort to add to the SOM more explanations and resource material under 
many deficiency tag codes that can be of particular use to a facility in understanding 
relevant deficiencies and preparing remedial action.   If the provider asks for the specific 
regulatory basis or the specific tag code, the surveyors should generally provide this 
information (except as noted below), but must always caution the facility that such coding 
classifications are preliminary and are provided only to help the provider gain more 
insight into the issues through the information provided in the interpretive guidance.  If 
the facility does not specifically ask for the regulatory basis or tag, the survey team may 
use its own judgment in determining whether this additional information would provide 
additional insight for the facility. 
 
However, if the survey team is still deliberating as to which tags will be most pertinent, 
the survey team should must not speculate at the exit conference as to the specific tag 
coding that will be applied.  For example, the team may still be deliberating as to whether 
the finding was a care planning deficiency or staff training deficiency.  Similarly, the team 
may believe that additional consultation should occur with other State personnel (e.g., a 
pharmacist) before a specific tag number is assigned to the deficiency finding. In these 
cases the survey team should describe the general area of non-compliance without 
identifying a specific tag code.  This is a judgement to be made by the survey team onsite, 
so in preparation for the exit conference the team should deliberate as to the degree of 
detail that will be appropriate to describe at the exit.  This is a survey-specific decision 
based on the evidence gathered.  As described below, states must follow the federal 
process.  State licensure laws do not override the procedures outlined in the federal 
survey process.  States are not permitted to have blanket policies that require surveyors to 
always provide certain information during the Exit conference that differs from the policy 
described in this section. 
 
Under no circumstances, however, would the surveyors provide the Scope and Severity of 
a given deficiency finding (unless there has been a finding of Immediate Jeopardy), as 
such finer degree of possible detail should await supervisory review.  Instead, survey 
teams may describe the general seriousness (e.g., very seriousharm) or urgency that, in 
the preliminary view of the survey team, a particular deficiency may pose to the well-
being of residents.  If a provider asks whether the noncompliance is isolated, pattern, or 
widespread, the surveyor should respond with the facts (i.e., noncompliance was found 
affecting X number of residents). 
 
Clinical Laboratories (CLIA) 
For laboratories, given the complexity of the regulations and nature of the survey, the 
surveyors must d indicate to the laboratory that the specific regulatory reference will be 
found in the CMS-2567 report that will be issued to them.  The laboratory is informed that 
the information discussed in the exit interview is preliminary and the lab management will 
have an opportunity at the exit interview to talk, in general, about the issues that were 
found. 
 
Life Safety Code 
For life safety code surveys, the survey team may follow the procedures for either non-
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LTC or LTC, depending on the degree to which, in the judgement of the team, the tag 
codes are important in helping the provider/supplier to understand the nature and 
location of the deficiency, and the corrective actions that would be necessary.  Facility 
representatives are typically invited to accompany life safety surveyors during building 
tours, to improve familiarity with preliminary findings and exit conference proceedings. 
 
For all provider types, under no circumstances should you make general statements such 
as, “Overall the facility is very good.”  Stick to the facts.  Do not rank requirements.  Treat 
requirements as equally as possible.  Cite problems that clearly violate regulatory 
requirements.  The surveyors must not make statements such as, “The condition was not 
met,” or “The standard was not met.” 
 
2724D - Closure 
(Rev. XX, Issued: XX-XX-XX, Effective: XX-XX-XX, Implementation: XX-XX-XX) 
 
When you have completed the exit conference, explain the process to the provider.  Inform 
the provider that the State and/or RO will send a formal statement of deficiencies.  
Explain the due date for submitting a PoC and how the rest of the certification process 
works.  If you have identified an immediate and serious threat to patient health and safety, 
explain the significance of that finding and the need for immediate corrective action.  In 
this or any other instance when adverse action is anticipated, explain the implications.  
Make it clear that only compliance will stop the adverse action. 
 
In an initial survey, the surveyor tells the provider or supplier to expect notification of 
initial approval or denial of Medicare participation from the RO, and notification by the 
SMA concerning Medicaid participation, if appropriate.  The surveyor explains that the 
RO establishes the effective date of participation and notifies the provider or supplier in 
writing and that Medicare payment will not be made before the effective date.  
 
Notices of Medicare recertification from the RO are not necessarily sent unless there are 
changes in approved services or in sizes of distinct parts certified.  Notices of reapproval 
of NFs and ICFs/IID are made according to State policy. 
 
2726 - Summary of SA Certification Actions Performed After Survey 
(Rev. 1, 05-21-04) 
 
Following are summaries of eight SA steps of the post-survey certification process: 
 

1. Prepare survey documents for eventual public disclosure. 
 

2. Send Form CMS-2567 to the provider/supplier, requesting a PoC if appropriate.  A 
PoC is required for all deficiencies except as noted in §2728.B. 

 
3. If extensive documentation is required for adverse action, gather the necessary 

additional evidence.  Only achievement of compliance stops termination action.  A 
PoC may not be required when termination action is recommended because the 
PoC cannot substitute for Condition-level noncompliance.  Review and evaluate 
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the PoC to: 
 

 Ascertain whether compliance is likely to be achieved in a time acceptable 
to you or the RO, as appropriate; and 

 
 Help structure the revisit after a credible allegation of compliance is 

received. 
 

4. Consider waivers of requirements (if explicitly allowed) that may be appropriate.  
Prepare recommendations accordingly or, in the case of Medicaid-only waivers, 
prepare determinations granting or denying waivers. 

 
5. Certify compliance or noncompliance. 

 
6. Assemble all required documentation for transmission to the RO or, in a Medicaid-

only case, to the SMA. 
 

7. If necessary, schedule a revisit to verify the provider’s follow-through on 
acceptable PoCs.  Schedule future surveys for the next certification interval, taking 
into account the provider’s accreditation status if applicable, the anticipated 
duration of waivers, and, as required by OBRA ‘87, flexible survey cycles for 
SNFs, NFs, and HHAs. 

 
8. Be prepared to modify the revisit schedule for unexpected changes or requested 

changes in providers’ coverage status or for subsequent changes in compliance 
status. 

 
2727 - Limitations on Technical Assistance Afforded by Surveyors 
(Rev. X, XX-XX-XX) 
 
SAs are encouraged to communicate with providers and their associations.  Discussions of 
program requirements and the survey process can result in a better understanding of the 
process by all parties involved.  Further, §§1819(g)(1)(B) and 1919(g)(1)(B) of the Act 
mandate that the State conduct periodic educational programs for staff and residents (and 
their representatives) of SNFs and NFs in order to present current regulations, procedures, 
and policies.  (See §1010.D.) 
 
When deficiencies are found during the survey process, the surveyor provides an 
explanation to the provider concerning the deficiency in specific terms as described in 
§2724C to help the provider understand why the requirement is not met.  Frequently, the 
explanation will embody the action needed to correct the problem.  In situations where 
there may be several possible causes for the deficiency, it is not the surveyor’s 
responsibility to delve into the facility’s policies and procedures to determine the root 
cause of the deficiency or to sift through various alternatives to suggest an acceptable 
remedy.  For example, if a provider was cited for maintaining incomplete clinical records, 
specify what is missing - not why it is missing or what process is best for ensuring that the 
records will be complete in the future. 



 

 


