
For the best experience, open this PDF portfolio in
 
Acrobat X or Adobe Reader X, or later.
 

Get Adobe Reader Now! 

http://www.adobe.com/go/reader




10/15/2015 	 Print Chapter 


Effective Date: July 1, 2015 


Program: Acute Stroke Ready Hospital 


EP Attributes Icon Legend: 
EP Criticality level is 1 - Immediate Threat to 


CMS CMS Crosswalk Health or Safety 



A EP belongs to Scoring Category 'A' 
 EP Criticality level is 2 - Situational Decision Rules 


C EP belongs to Scoring Category 'C' EP Criticality level is 3 - Direct Impact. 


M EP requires Measure of Success D Documentation is required 


ESP-1 EP applies to Early Survey Option NEW EP is new or changed as of the selected effective 
date. 
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E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 1: The organization allows The Joint Commission to review the results of external evaluations from publicly 
recognized bodies. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 	 When requested, the organization provides The Joint Commission with all official records and reports of licensing, 
examining, reviewing, or planning bodies. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


D A 
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Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 2: The organization reports any changes in the information provided in the application for certification and any 
changes made between reviews. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 
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The organization notifies The Joint Commission in writing within 30 days of a change in ownership, control, location, 

capacity, or services offered. 

Note: When the organization changes ownership, control, location, capacity, or services offered, it may be necessary for The 

Joint Commission to review the organization again. If the organization does not provide written notification to The Joint 

Commission within 30 days of these changes, the organization could lose its certification. 



1 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


D A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
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Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 3: The organization permits the performance of a review at The Joint Commission's discretion. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The organization permits the performance of a review at The Joint Commission's discretion. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 
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Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 4: The organization uses performance measures relevant to the services provided and populations served. 


Rationale: Not applicable. 


Introduction: Introduction to CPR 4 and CPR 5 


Stage I: Nonstandardized Measures 
For disease-specific care programs without a standardized measure set defined by The Joint Commission, the program may select 
measures from the universe of measures. The program identifies clinical, perception of care, financial, or functional performance 
measures that are relevant to the services provided and the population served. The measures identified are to be submitted at 
the time of Application for Certification. 


Stage II: Standardized Measures 
For certification programs with standardized measure sets defined by The Joint Commission, the program is required to collect 
data on the standardized measures. 


Elements of Performance 
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For Stage I programs: A minimum of 4 performance measures must be identified by the disease-specific care program.1 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


2 For Stage I programs: A minimum of 2 of the 4 identified performance measures must be clinical in nature. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


3 	 For Stage I programs: Organizations seeking disease-specific care certification are required to have collected performance 
measure data for a minimum of 4 months prior to the initial on-site certification review. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


4 	 For Stage I programs: The organization collects performance measure data; analyzes the data internally; and generates 
run charts, control charts, or other appropriate applicable performance improvement tools, showing monthly data points, 
for use in performance improvement activities. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


D A 


5 	 For Stage II programs: Organizations seeking disease-specific care certification are required to have collected data on 
standardized performance measures for a minimum of 4 months prior to the initial on-site certification review. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


6 	 For Stage II programs: The organization collects standardized performance measure data monthly; analyzes the data 
internally; and generates run charts, control charts, or other appropriate applicable performance improvement tools, 
showing monthly data points, for use in performance improvement activities. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


D A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
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Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 5: The organization submits performance measurement data to The Joint Commission on a routine basis. 
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Rationale: Not applicable. 


Introduction: Introduction to CPR 4 and CPR 5 


Stage I: Nonstandardized Measures 
For disease-specific care programs without a standardized measure set defined by The Joint Commission, the program may select 
measures from the universe of measures. The program identifies clinical, perception of care, financial, or functional performance 
measures that are relevant to the services provided and the population served. The measures identified are to be submitted at 
the time of Application for Certification. 


Stage II: Standardized Measures 
For certification programs with standardized measure sets defined by The Joint Commission, the program is required to collect 
data on the standardized measures. 


Elements of Performance 


1 	 For Stage I programs: The organization continues to use a measure if data suggest an unstable pattern of performance or 
identify an opportunity for improvement. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


2 	 For Stage I programs: The organization changes to a new measure if the data reflect continuing stable and satisfactory 
performance. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


3 	 For Stage II programs: The organization submits data on standardized performance measures to The Joint Commission at 
least quarterly. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


4 	 For Stage I and Stage II programs: The organization makes its performance measure data available during on-site 
certification reviews. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


D A 


5 For Stage I programs: The organization submits data on performance measures to The Joint Commission upon request at 
the time of the intra cycle and recertification reviews. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 
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Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 6: The organization notifies the public it serves about how to contact its organization management and The Joint 

Commission to report concerns about patient safety and quality of care. 

Note: Methods of notice may include, but are not limited to, distribution of information about The Joint Commission, 

including contact information in published materials such as brochures and/or posting this information on the 

organization's website. 



Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 	 The organization informs the public it serves about how to contact its management to report concerns about patient safety 
and quality of care. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


2 	 The organization informs the public it serves about how to contact The Joint Commission to report concerns about patient 
safety and quality of care. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 7: The organization provides accurate information throughout the certification process. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The organization provides accurate information throughout the certification process. (See also CPR 12, EP 1) 
Note 1: Information may be received in the following ways: 
- Provided verbally 
- Obtained through direct observation by, or in an interview or any other type of communication with, a Joint Commission 
employee 
- Derived from documents supplied by the organization to The Joint Commission 
- Submitted electronically by the organization to The Joint Commission 
Note 2: For the purposes of this requirement, falsification is defined as the fabrication, in whole or in part, of any 
information provided by an applicant or certified organization to The Joint Commission. This includes redrafting, 
reformatting, or deleting document content. However, the organization may submit supporting material that explains the 
original information submitted to The Joint Commission. These additional materials must be properly identified, dated, and 
accompanied by the original documents. 


EP Attributes 


https://e-dition.jcrinc.com/Common/PopUps/PrintChapter.aspx?rwndrnd=0.4327471051365137 5/10 



https://e-dition.jcrinc.com/Common/PopUps/PrintChapter.aspx?rwndrnd=0.4327471051365137





10/15/2015 	 Print Chapter 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
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Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 8: The organization accurately represents its certification status and the facilities and services to which Joint 
Commission certification applies. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 	 The organization's advertising accurately reflects the scope of faci I ities and services that a re certified by The Joint 
Commission. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


2 	 The organization does not engage in any false or misleading advertising about its certification award. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
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Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 9: Applicants and certified organizations do not use Joint Commission employees to provide certification-related 
consulting services. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The organization does not use Joint Commission employees to provide any certification-related consulting services. 
Note: Consulting services include, but are not limited to, the following: 
- Helping the organization to meet Joint Commission standards 
- Helping the organization to complete intracycle evaluation requirements 
- Assisting the organization in remedying areas identified in its monitoring as needing improvement 
- Conducting mock reviews for the organization 
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EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 10: The organization accepts the presence of Joint Commission reviewer management staff or a Board of 
Commissioners member in the role of observer of an on-site review. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 	 The organization allows Joint Commission reviewer management staff or a member of the Board of Commissioners to 
observe the on-site review. 
Note: The observer will not participate in the on-site review process, including the scoring of standards compliance. The 
organization will not incur any additional fees because an observer(s) is present. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
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Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 11: Any individual who provides care, treatment, and services can report concerns about safety or the quality of 
care to The Joint Commission without retaliatory action from the organization. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The organization educates its staff and other individuals who provide care, treatment, and services that concerns about the 
safety or quality of care provided in the organization may be reported to The Joint Commission. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


2 The organization informs its staff that it will take no disciplinary or punitive action because an employee or other 
individual who provides care, treatment, and services reports safety or quality-of-care concerns to The Joint Commission. 
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EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


3 The organization takes no disciplinary or punitive action against employees or other individuals who provide care, 
treatment, and services when they report safety or quality-of-care concerns to The Joint Commission. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 12: The organization submits information to The Joint Commission as required. 


Rationale: The cornerstone of The Joint Commission's certification process is the emphasis on a continuous process. As such, in 
order to realize the full benefit of a more continuous certification process, certified organizations will be required to have regular 
interactions with The Joint Commission. 


Introduction: Not applicable 


Elements of Performance 


1 	 The organization meets all requirements for timely submission of data and information to The Joint Commission. (See also 
CPR 7, EP 1) 
Note: If information in an organization's electronic application for certification (E-App) leads to inaccuracies in the 
appropriate length of the review and a longer review is required, the organization will incur the additional costs of the 
longer review. In addition, if there is evidence that the organization has intentionally falsified the information submitted to 
The Joint Commission, the Information Accuracy and Truthfulness Policy and its consequences will be applicable. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 13: The organization is truthful and accurate when describing information in its Quality Report to the public. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The organization adheres to The Joint Commission's published guidelines for how it describes information in its Quality 
Report. 
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EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 14: The disease-specific care program is part of a currently Joint Commission-accredited organization. 


Rationale: Not applicable. 



Introduction: Not applicable 



Elements of Performance 



1 	 The program must be part of a currently Joint Commission-accredited organization, if that organization is accreditation 
eligible. 
Note: This requirement does not apply to a program seeking advanced disease-specific care certification for lung volume 
reduction surgery or ventricular assist device destination therapy. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
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Program: Acute Stroke Ready Hospital 


Chapter: Certification Participation Requirements 


CPR 15: The disease-specific care program provides care, treatment, services, and an environment that pose no risk of 
an "Immediate Threat to Health or Safety," also known as "Immediate Threat to Life" or ITL situation. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The program provides care, treatment, services, and an environment that pose no risk of an "Immediate Threat to Health or 
Safety," also known as "Immediate Threat to Life" or !TL situation. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A ESP-1 
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Effective Date: July 1, 2015 


Program: Acute Stroke Ready Hospital 


EP Attributes Icon Legend: 
EP Criticality level is 1 - Immediate Threat to 


CMS CMS Crosswalk Health or Safety 



A EP belongs to Scoring Category 'A' 
 EP Criticality level is 2 - Situational Decision Rules 


C EP belongs to Scoring Category 'C' EP Criticality level is 3 - Direct Impact. 


M EP requires Measure of Success D Documentation is required 


ESP-1 EP applies to Early Survey Option NEW EP is new or changed as of the selected effective 
date. 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Program Management 


DSPR.1: The program defines its leadership roles. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The program identifies members of its leadership team. 


Requirement Specific to Acute Stroke Ready Certification 
a. The organization appoints an Acute Stroke Ready medical director. 

Note: An Acute Stroke Ready medical director does not have to be board-certified in neurology or neurosurgery, but must 

have sufficient knowledge of cerebrovascular disease to provide administrative leadership, clinical guidance, and input to 

the program. 



EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


2 The program defines the accountability of its leader(s). 


Requirement Specific to Acute Stroke Ready Certification 
a. Written documentation shows support of the Acute Stroke Ready program by hospital or health system administration. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


D A 


The program leader(s) guides the program in meeting the mission, goals, and objectives. 
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EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


4 The program leader(s) identifies, in writing, the composition of the interdisciplinary team. 


Requirements Specific to Acute Stroke Ready Certification 
a. The organization appoints an acute stroke team to manage patients who present with this condition. 
b. The acute stroke team should include, at a minimum, a nurse (or nurse practitioner or physician assistant) and a 
physician. Each member of the acute stroke team has basic training in acute stroke care, such as completion of continuing 
education in areas of acute stroke care or attendance at regional or national courses dealing with acute stroke care, or has 
prior experience in neuroscience intensive care. 
c. The program documents the roles and responsibilities for members of the acute stroke team. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


D A 


5 	 The program leader(s) participates in designing, implementing, and evaluating care, treatment, and services. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


6 	 The program leader(s) provides for the uniform performance of care, treatment, and services. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


7 	 The program leader(s) makes certain that practitioners practice within the scope of their licensure, certification, training, 
and current competency. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


8 The program leader(s) monitors the performance of the program's interdisciplinary team as it relates to achievement of the 
program's mission, goals, and objectives. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
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Program: Acute Stroke Ready Hospital 
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Chapter: Program Management 


DSPR.2: The program is collaboratively designed, implemented, and evaluated. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The interdisciplinary team designs the program. 


Requirement Specific to Acute Stroke Ready Certification 
a. The organization defines its interdisciplinary team so that it reflects the needs of the patient. 


EP Attributes 


New FSA CMS MOS CR DOC SC 


A 


ESP 


2 The interdisciplinary team implements the program. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


3 The interdisciplinary team evaluates the program. 


EP Attributes 


New FSA CMS MOS CR DOC SC 


A 


ESP 


4 The interdisciplinary team uses the results of the program evaluation to improve performance. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Program Management 


DSPR.3: The program meets the needs of the target population. 


Rationale: Not applicable. 



Introduction: Not applicable 



Elements of Performance 



https :lie-di tion.jcri nc.com/Com mon/PopU ps/Pri ntChapter .aspx?rwndrnd=0.46303221327252686 3/10 







10/15/2015 Print Chapter 


DSPR.4: The program follows a code of ethics. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The program protects the integrity of clinical decision making. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


2 The program respects the patient's right to decline participation in the program. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


3 The program has a process for receiving and resolving complaints and grievances in a timely manner. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Program Management 


DSPR.5: The program determines the care, treatment, and services it provides. 


Rationale: Not applicable. 



Introduction: Not applicable 



Elements of Performance 



1 The program defines in writing the care, treatment, and services it provides. 


Requirement Specific to Acute Stroke Ready Certification 
a. The organization's formulary or medication list must include an IV thrombolytic therapy medication approved by the US 
Food and Drug Administration for the treatment of ischemic stroke. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


D A 
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The leader(s) defines, in writing, the program's mission and scope of service.1 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


D A 


2 The leader(s) approves the program's mission and scope of service. 


EP Attributes 


New FSA CMS MOS CR DOC SC 


A 


ESP 


3 The program identifies its target population. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


4 The services provided by the program are relevant to the target population. 


Requirements Specific to Acute Stroke Ready Certification 
a. The hospital collaborates with emergency medical services (EMS) providers to make certain of the following: 

- The program has a relationship with EMS providers that includes notification when a patient with suspected stroke is 

being transported to the acute stroke ready hospital. 

- The program has access to treatment protocols utilized by EMS providers and prehospital personnel for emergency stroke 

care. 

- The program has protocols for working with EMS to facilitate the transport and transfer of acute stroke patients in a 

timely manner to the most appropriate facility. 

- The program works collaboratively with EMS to establish that personnel have specific training in the use of at least one 

accepted field assessment tool. 

b. Hospitals that provide stroke care to rural areas have protocols that address the prompt diagnosis and emergency 

treatment of stroke patients. 

c. The program has written criteria for the admission, transfer, and discharge of stroke patients. 
d. The hospital has a written transfer protocol with at least one primary stroke center or one comprehensive stroke center 
or a stroke center of comparable capability. 
e. Written transfer protocols with accepting facilities include the following: 

- Contact names 

- Contact phone numbers 

- Ability to transfer 24 hours a day, 7 days a week 

- Ground and air transportation options 

f. The program has access to stroke expertise 24 hours a day, 7 days a week. 

Note: Access to stroke expertise may be in person or via telemedicine. If via telemedicine, there is the capability for a live 

interactive physical exam with real-time viewing of the patient and neuroimaging studies. 

g. Medical professionals providing remote medical guidance have training and expertise similar to primary or 

comprehensive stroke center providers. 



EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
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Program: Acute Stroke Ready Hospital 


Chapter: Program Management 
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The program communicates to the patient the care, treatment, and services it provides.2 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


3 The program provides care, treatment, and services to patients in a planned and timely manner. 


Requirements Specific to Acute Stroke Ready Certification 
a. The acute stroke team is on-call 24 hours a day, 7 days a week, with the ability of at least one member to be at the 

patient's bedside within 15 minutes of being called. 

Note: The organization may choose to maintain a consistent team or group of practitioners for this purpose, or it may 

choose to rotate this responsibility as needed. These practitioners may include physicians, nurses, nurse practitioners, and 

physician assistants from any unit or department as determined by the organization. 

b. The hospital has the ability to complete initial laboratory tests on-site 24 hours a day, 7 days a week. 

Note: Laboratory tests may include a complete blood cell count with platelet count, coagulation studies (prothrombin time, 

international normalized ratio), blood chemistries, and troponin. 

c. The hospita I has the ability to perform computed tomography (CT) of the head on-site 24 hours a day, 7 days a week. 

Note: A brain magnetic resonance imaging (MRI) may be performed in lieu of a head CT ifthe same parameters can be met 

in the acute setting. 



EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


4 	 The program complies with applicable law and regulation. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


5 	 The program informs the patient and family about how to access care, treatment, and services, including after hours (if 
applicable). 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


M 	 c 


6 	 The program has a process to provide emergency/urgent care. 


Requirements Specific to Acute Stroke Ready Certification 
a. The program has at least one physician, nurse practitioner, or physician assistant on-site to supervise patient care, 

order medication, and manage emergent issues. 

Note: The nurse practitioner or physician assistant must have prescriptive authority and the ability to consult with a 

covering physician if needed. 

b. The hospita I has designated practitioners knowledgeable in the diagnosis and treatment of stroke who are responsible 

for responding to patients with an acute stroke 24 hours a day, 7 days a week. 

c. The organization has written documentation on the process used to notify the designated practitioners who respond to 

patients with an acute stroke. 

d. Emergency department licensed independent practitioners have 24-hour access to a timely, informed consultation about 

the use of IV thrombolytic therapy, which is provided by a physician privileged in the diagnosis and treatment of ischemic 

stroke. 

Note: For the purpose of The Joint Commission's Acute Stroke Ready Hospital Certification, an informed consultation 

includes bedside consultation or telemedicine consultation from a privileged physician. 



EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 
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A 


7 The program provides the number and types of practitioners needed to deliver or facilitate the delivery of care, treatment, 
and services. 


Requirements Specific to Acute Stroke Ready Certification 
a. Neurosurgical coverage is documented in a written plan and is approved by the covering neurosurgeon(s), stroke 
program leaders, and any involved facilities. 
b. Neurosurgical services are available to patients within three hours of it being deemed necessary. 
c. There is a written protocol for transfer that includes communication and feedback from the receiving facility. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


8 	 The program evaluates services provided through contractual arrangement to make certain the care, treatment, and 
services are consistently provided in a safe, quality manner. This evaluation is documented. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


D A 


9 	 Variables such as staffing, setting, or payment source do not affect outcomes of care, treatment, and services. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


c 
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Program: Acute Stroke Ready Hospital 


Chapter: Program Management 


DSPR.6: The program has current reference and resource materials. 


Rationale: Not applicable. 



Introduction: Not applicable 



Elements of Performance 



1 Practitioners have access to reference materials, including clinical practice guidelines, in either hard copy or electronic 
format. 


Requirement Specific to Acute Stroke Ready Certification 
a. Protocols and care paths (preprinted or electronic documents) are available in the emergency department and in other 
acute care areas for the acute assessment and treatment of patients with ischemic or hemorrhagic stroke. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 
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2 Reference materials and resources are current and evidence based. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 
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Program: Acute Stroke Ready Hospital 


Chapter: Program Management 


DSPR.7: The program's facilities are safe and accessible. 

Note: The program may use the organization's plan and processes for safety and accessibility if they address the 

program's unique needs and target population. 



Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 	 The program identifies its security risks. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


2 	 The program implements strategies to minimize security risks. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


M & 	 c 


3 	 The unique needs of the program's patients and/or the program's setting are included in the organization's emergency 
management plan. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


D A 


4 The program implements strategies to minimize the risk of disruption of care due to an emergency. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


M 	 c 


The program evaluates its fire risk. 
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EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


& A 


The program implements strategies to minimize the risk of fire and address fire safety-related issues.6 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


M & c 


7 The program develops a medical equipment management plan. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


D A 


8 The program implements its medical equipment management plan. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


M c 


9 The program evaluates risks to its power, gas, and communication services. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


10 The program implements strategies to minimize risks to its power, gas, and communication services. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


M c 


11 The program educates staff on environment of care risk-reduction strategies. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


M c 


12 The program tracks incidents related to the environment of care and makes changes accordingly. 
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Effective Date: July 1, 2015 


Program: Acute Stroke Ready Hospital 


EP Attributes Icon Legend: 
EP Criticality level is 1 - Immediate Threat to 


CMS CMS Crosswalk Health or Safety 


A 	 EP belongs to Scoring Category 'A' EP Criticality level is 2 - Situational Decision Rules 


c EP belongs to Scoring Category 'C' EP Criticality level is 3 - Direct Impact. 


M EP requires Measure of Success D Documentation is required 


ESP-1 EP applies to Early Survey Option NEW EP is new or changed as of the selected effective 
date. 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Delivering or Facilitating Clinical Care 


DSDF.1: Practitioners are qualified and competent. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 	 Practitioners have education, experience, training, and/or certification consistent with the program's scope of services, 
goals and objectives, and the care provided. 


Requirements Specific to Acute Stroke Ready Certification 
a. The organization's clinical staff have knowledge of the process used to notify designated practitioners of the need to 
respond to patients with an acute stroke. 
b. Emergency department practitioners demonstrate knowledge of IV thrombolytic therapy protocols for acute stroke, 
including the following: 
- Treatment during the first three hours a~er the patient was last known to be well 
- Indications for use of IV thrombolytic therapy 
- Contraindications to IV thrombolytic therapy 
- Education to be provided to patients and families regarding the risks and benefits of IV thrombolytic therapy 
- Signs and symptoms of neurological deterioration post IV thrombolytic therapy 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


D A 


2 The program verifies each practitioner's Ii censure using a primary source verification process upon hire and at Ii censure 
expiration. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


D A 
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EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


D A 
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The program assesses practitioner competency at time of hire. This assessment is documented.3 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


D A 


4 Orientation provides information and necessary training pertinent to the practitioner's responsibilities. Completion of the 
orientation is documented. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


D A 


5 The program assesses practitioner competence on an ongoing basis. This assessment is documented. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


D A 


6 The program identifies and responds to each practitioner's program-specific learning needs. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


7 Ongoing in-service and other education and training activities are relevant to the program's scope of services. 


Requirements Specific to Acute Stroke Ready Certification 
a. Members of the core stroke team, as identified by the organization, receive at least four hours annually of continuing 

education or other equivalent educational activity related to the care of patients with cerebrovascular disease. 

b. Emergency department staff, as defined by the organization, participates in educational activities related to stroke 

diagnosis and treatment a minimum of twice a year. 

Note: This requirement does not include emergency physicians. For more information, refer to Standard MS.12.01.01 in the 

Hospital E-dition of the Comprehensive Accreditation Manual for Hospitals. 

c. The medical director of the program (if not part of the core stroke team) receives annually at least four hours of 

education related to the care of patients with cerebrovascular disease. 



EP Attributes 


New FSA CMS MOS CR DOC SC ESP 
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Program: Acute Stroke Ready Hospital 


Chapter: Delivering or Facilitating Clinical Care 


DSDF.2: The program develops a standardized process originating in clinical practice guidelines (CPGs) or evidence
based practice to deliver or facilitate the delivery of clinical care. 


Rationale: Not applicable. 
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Introduction: Not applicable 


Elements of Performance 


1 The selected clinical practice guidelines are evaluated for their relevance to the target population. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


2 The selected clinical practice guidelines are based on evidence that is determined to be current by the clinical leaders. 


Requirements Specific to Acute Stroke Ready Certification 
a. The program has written protocols based on clinical practice guidelines, including the following: 

- Protocols for emergent care of patients with ischemic stroke 

- Protocols for emergent care of patients with hemorrhagic stroke 

b. The dysphagia screen used by the program is an evidence-based testing protocol approved by the organization. 
c. Protocols for IV thrombolytic therapy, when indicated, are reflected in the order sets or pathways and utilized in the 
acute care of the stroke patient. 
d. Time parameters for stroke workup are included in a stroke assessment protocol or the emergency department stroke 
protocol. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


3 The program leader(s) and practitioners review and approve clinical practice guidelines prior to implementation. 


Requirement Specific to Acute Stroke Ready Certification 
a. Protocols for emergent care of patients with ischemic and hemorrhagic strokes are reviewed for current evidence at least 
annually and revised as necessary using an interdisciplinary approach. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


D A 


4 Practitioners are educated about clinical practice guidelines and their use. 


Requirement Specific to Acute Stroke Ready Certification 
a. The hospital demonstrates that at least 67% of emergency department practitioners are educated in acute stroke 
protocol(s). This group of practitioners must include all of the emergency department practitioners who are responsible for 
the triage of stroke patients. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


5 The program demonstrates evidence that it is following the clinical practice guidelines when providing care, treatment, and 
services. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 
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The program implements modifications to clinical practice guidelines based on current evidence-based practice. 6 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


c 
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E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Delivering or Facilitating Clinical Care 


DSDF.3: The program is implemented through the use of clinical practice guidelines selected to meet the patient's 
needs. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 	 The program establishes an interdisciplinary team based on the patient's assessed needs and direction from clinical 
practice guidelines. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


2 	 The assessment(s) and reassessment(s) are completed according to the patient's needs and clinical practice guidelines. 


Requirements Specific to Acute Stroke Ready Certification 
a. An emergency department physician, nurse practitioner, or physician assistant performs an assessment for a suspected 

stroke patient within 15 minutes of patient arrival in the emergency department. 

Note: Nurse practitioners and physician assistants performing the initial assessment must have prescriptive authority and 

the ability to consult with a covering physician if needed. 

b. Ongoing assessment(s) of the patient are completed in accordance with the program's acute stroke protocols. 

c. The National Institutes of Health Stroke Scale (NIHSS) is used for the initial assessment of patients with acute stroke. 

Note: The NIH SS is completed by a qualified member of the team as determined by the organization. 

d. A blood glucose level is completed for any patient presenting with stroke symptoms. 

e. The hospital has the ability to perform and read a non-contrast head CT or MRI within 45 and 60 minutes, respectively, of 

being ordered. 

Note: Review of the images does not have to be done on site. Evaluation can be performed through telemedicine. Images 

must be reviewed by a board-certified radiologist or other physician with expertise in reading head CT or brain MRI images. 

f. Laboratory tests, electrocardiogram (ECG), and chest x-ray are completed and resulted within 45 minutes of patient 

presentation with stroke symptoms, if ordered by the practitioner. 

Note: Laboratory tests may include a complete blood cell count with platelet count, coagulation studies (prothrombin time, 

international normalized ratio), blood chemistries, and troponin. 

g. All patients exhibiting stroke symptoms are screened for dysphagia prior to receiving any oral intake of medication, 

fluids, or food. 

h. The hospital has a process to notify medical staff and other personnel about the deterioration of a stroke patient, which 

may include, but is not limited to, changes in vital signs and neurological status. 



EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


M 	 c 


3 The program implements care, treatment, and services based on the patient's assessed needs. 


Requirements Specific to Acute Stroke Ready Certification 
a. If brain magnetic resonance imaging (MRI) is required in place of a head CT, it is completed and interpreted within one 
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hour of being ordered. 
b. The completion of laboratory tests, electrocardiogram (ECG), and chest x-ray should not delay the administration of IV 
thrombolytics. 
c. Telemedicine/teleradiology equipment is on site for transmission of information. 
d. Telemedicine link is initiated within 20 minutes of the emergency physician/acute stroke team determining it is necessary. 


EP Attributes 
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Program: Acute Stroke Ready Hospital 


Chapter: Delivering or Facilitating Clinical Care 


DSDF.4: The program develops a plan of care that is based on the patient's assessed needs. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The plan of care is developed using an interdisciplinary approach and patient participation. 


EP Attributes 


New FSA CMS MOS CR DOC SC 


A 


ESP 


2 The program individualizes the plan of care for each patient. 


EP Attributes 


New FSA CMS MOS CR 


& 
DOC SC 


A 


ESP 


3 The individualized plan of care is based on the patient's goals and the time frames to meet those goals. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


4 The individualized plan of care reflects coordination of care with other programs, as determined by patient comorbidities. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 
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The program explains the plan of care to the patient in a manner he or she can understand.5 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


c 


6 The program informs patients of all potential consequences of not complying with recommended care, treatment, and 
services. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


7 	 The program informs patients of their responsibility to provide information to facilitate treatment and cooperate with 
practitioners. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


c 


8 	 The program continually evaluates, revises, and implements revisions to the plan of care to meet the patient's ongoing 
needs. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


M 	 c 
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Program: Acute Stroke Ready Hospital 


Chapter: Delivering or Facilitating Clinical Care 


DSDF.5: The program manages comorbidities and concurrently occurring conditions and/or communicates the 

necessary information to manage these conditions to other practitioners. 



Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The program coordinates care for patients with multiple health needs. 


Requirements Specific to Acute Stroke Ready Certification 
a. Protocols for care related to patient referrals demonstrate that the program does the following: 

- Addresses processes for transferring patients to another facility 

- Evaluates the receiving organization's ability to meet the individual patient's and family's needs 

b. Based on prognosis and the patient's individual needs and preferences, patients are referred to palliative care when 
indicated. 
c. Based on prognosis and the patient's individual needs and preferences, patients are referred to hospice or end-of-life care 
when indicated. 
d. For patients transferring to a stroke center, patients should leave the hospital within two hours of emergency department 
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arrival or when medically stable. The program includes time parameters and transfer procedures to the stroke center. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


M 	 c 


2 Patients with comorbidities and co-occurring conditions needing clinical and/or psychosocial care, treatment, and services 
are managed by the program's practitioners or referred to other practitioners for care. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


M 	 c 


3 	 The program's practitioners communicate to other practitioners important information regarding co-occurring conditions 
and comorbidities needed to manage the patient's conditions. 


EP Attributes 
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Program: Acute Stroke Ready Hospital 


Chapter: Delivering or Facilitating Clinical Care 


DSDF.6: The program initiates discharge planning and facilitates arrangements for subsequent care, treatment, and 
services to achieve mutually agreed upon patient goals. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 	 In preparation for discharge, the program discusses and plans with the patient and family the care, treatment, and services 
that are needed in order to achieve the mutually agreed upon self-management plan and goals. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


M 	 c 


2 In preparation for discharge, the program considers the patient's anticipated needs and goals when identifying the setting 
and practitioners for continuing care, treatment, and services. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


c 


httos://e-diti on.icri nc.com/Com m on/PooU os/Pri ntChaoter .asox?rwndrnd=0.21717082825489342 	 718 







10/15/2015 	 Print Chapter 


Effective Date: July 1, 2015 


Program: Acute Stroke Ready Hospital 


EP Attributes Icon Legend: 
EP Criticality level is 1 - Immediate Threat to 


CMS CMS Crosswalk Health or Safety 



A EP belongs to Scoring Category 'A' 
 EP Criticality level is 2 - Situational Decision Rules 


c EP belongs to Scoring Category 'C' EP Criticality level is 3 - Direct Impact. 


M EP requires Measure of Success D Documentation is required 


ESP-1 EP applies to Early Survey Option NEW EP is new or changed as of the selected effective 
date. 
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Program: Acute Stroke Ready Hospital 


Chapter: Clinical Information Management 


DSCT.1: Patient information is confidential and secure. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 	 Patients are made aware of how data and information related to them will be used by the program. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


c 


2 	 The program discloses health information only as authorized by the patient or as otherwise consistent with law and 
regulation. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


A 


3 Records and information are safeguarded against loss, destruction, tampering, and unauthorized access or use. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


c 
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In preparation for discharge, the program communicates the patient's needs and goals to other practitioners who will 
continue to support the patient in achieving the desired outcomes. 


3 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


c 


4 The program provides education and serves as a resource, as needed, to practitioners who are assuming responsibility for 
the patient's continued care, treatment, and services. 


Requirement Specific to Acute Stroke Ready Certification 
a. The acute stroke ready hospital makes educational opportunities available to prehospital personnel, as defined by the 
organ iza ti on. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


c 
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The program identifies, in writing, who is authorized to access, use, and disclose patient information.4 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


D A 


5 The program defines a process for responding to a violation of confidentiality or security. 


EP Attributes 
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D A 


6 The program implements its process for addressing a violation of confidentiality or security. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 
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Program: Acute Stroke Ready Hospital 


Chapter: Clinical Information Management 


DSCT.2: Information management processes meet the program's internal and external information needs. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 Data are easily retrieved in a timely manner without compromising security and confidentiality. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


2 The program uses aggregate data and information to support leadership decisions. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


The program uses aggregate data and information to support operations. 
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EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


4 The program uses aggregate data and information to support performance improvement activities. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


5 The program uses aggregate data and information to support patient care. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 
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Program: Acute Stroke Ready Hospital 


Chapter: Clinical Information Management 


DSCT.3: Patient information is gathered from a variety of sources. 


Rationale: Not applicable. 



Introduction: Not applicable 



Elements of Performance 



1 Information is gathered directly from the patient and family. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


c 


2 Information is gathered from relevant practitioners and/or health care organizations. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 
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DSCT.4: The program shares information with relevant practitioners and/or health care organizations about the 
patient's disease or condition across the continuum of care. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The program shares information directly with the patient. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


c 


2 	 The program shares information with relevant practitioners and/or health care organizations to facilitate continuation of 
patient ca re. 


Requirement Specific to Acute Stroke Ready Certification 
a. The following results are communicated and available to the ordering provider and stroke team, as applicable: 

- Head computed tomography (CT) 

- Computed tomography angiography (CTA) 

- Brain magnetic resonance imaging (MRI) 

- Magnetic resonance angiography (MRA) 

- Laboratory 



EP Attributes 
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Program: Acute Stroke Ready Hospital 


Chapter: Clinical Information Management 


DSCT.S: The program initiates, maintains, and makes accessible a medical record for every patient. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 All relevant practitioners have access to patient information as needed. 


EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


c 


2 The medical record contains sufficient information to identify the patient. 


EP Attributes 
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New FSA CMS MOS CR DOC SC ESP 


M c 


3 The medical record contains sufficient information to support the diagnosis. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


M c 


4 The medical record contains sufficient information to justify the care, treatment, and services provided. 


Requirement Specific to Acute Stroke Ready Certification 
a. Documentation indicates the reason eligible ischemic stroke patients did not receive IV thrombolytic therapy. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


M c 


5 The medical record contains sufficient information to document the course and results of care, treatment, and services. 


Requirement Specific to Acute Stroke Ready Certification 
a. Stroke program practitioners document all assessments and interventions provided for stroke patients, including date 
and time, in accordance with the hospital's policy. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


M c 


6 The medical record contains sufficient information to facilitate continuity of care. 
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7 The program reviews its medical records for completeness and accuracy. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 
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Effective Date: July 1, 2015 


Program: Acute Stroke Ready Hospital 


EP Attributes Icon Legend: 
EP Criticality level is 1 - Immediate Threat to 


CMS CMS Crosswalk Health or Safety 



A EP belongs to Scoring Category 'A' 
 EP Criticality level is 2 - Situational Decision Rules 


c EP belongs to Scoring Category 'C' EP Criticality level is 3 - Direct Impact. 


M EP requires Measure of Success D Documentation is required 


ESP-1 EP applies to Early Survey Option NEW EP is new or changed as of the selected effective 
date. 
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Program: Acute Stroke Ready Hospital 


Chapter: Supporting Self-Management 


DSSE.1: The program involves patients in making decisions about managing their disease or condition. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The program involves patients in decisions about their care, treatment, and services. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


M c 


2 The program assesses the patient's readiness, willingness, and ability to engage in self-management activities. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


M c 


3 The program assesses the family and/or caregiver's readiness, willingness, and ability to provide or support self
management activities when needed. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


M c 
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The program utilizes the assessment of the patient and family and/or caregiver to guide the development of a self
management plan. 


4 


EP Attributes 


New FSA CMS MOS 


M 


CR DOC SC 


c 


ESP 


5 Patients and practitioners mutually agree upon goals. 


EP Attributes 
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CR DOC SC 


c 


ESP 
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Program: Acute Stroke Ready Hospital 


Chapter: Supporting Self-Management 


DSSE.2: The program addresses the patient's self-management plan. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The program promotes lifestyle changes that support self-management activities. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


c 


2 The program evaluates barriers to lifestyle changes. 


EP Attributes 
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3 The program engages family and community support structures in the patient's self-management plan, as directed by the 
patient. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


c 


The program assesses and documents the patient's response to recommended lifestyle changes. 
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EP Attributes 


New FSA CMS 	 MOS CR DOC SC ESP 


M c 


5 The program addresses the education needs of the patient regarding disease progression and health promotion. 


EP Attributes 
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M c 


6 The program revises the self-management plan according to the patient's assessed needs. 


EP Attributes 
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DSSE.3: The program addresses the patient's education needs. 


Rationale: Not applicable. 



Introduction: Not applicable 



Elements of Performance 



1 	 The program's education materials comply with recommended elements of care, treatment, and services, which are 
supported by literature and promoted through clinical practice guidelines and evidence-based practice. 
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2 The program presents content in an understandable manner according to the patient's level of literacy. 
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3 The program presents content in a manner that is culturally sensitive. 
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4 The program makes initial and ongoing assessments of the patient's comprehension of program-specific information. 
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5 The program addresses the education needs of the patient regarding his or her disease or condition and care, treatment, 
and services. 
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EP Criticality level is 1 - Immediate Threat to 
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A EP belongs to Scoring Category 'A' 
 EP Criticality level is 2 - Situational Decision Rules 


C EP belongs to Scoring Category 'C' EP Criticality level is 3 - Direct Impact. 


M EP requires Measure of Success D Documentation is required 


ESP-1 EP applies to Early Survey Option NEW EP is new or changed as of the selected effective 
date. 
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Chapter: Performance Measurement 


DSPM.1: The program has an organized, comprehensive approach to performance improvement. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The program leader(s) identifies goals and sets priorities for improvement in a performance improvement plan. 


Requirement Specific to Acute Stroke Ready Certification 
a. The program monitors its ability to administer IV thrombolytics within 60 minutes to eligible patients presenting for 
stroke ca re. 
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2 The program leader(s) involves the interdisciplinary team and other practitioners across disciplines and/or settings in 
performance improvement planning and activities. 


Requirements Specific to Acute Stroke Ready Certification 
a. Stroke performance measures are analyzed by the stroke team and the hospital's quality department. 
b. The program has a specified committee that meets a minimum of twice per year to evaluate protocols and practice 
patterns as indicated. 
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The program has a written performance improvement plan.3 
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4 The program leader(s) shares the program performance improvement plan with organizational leadership. 
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5 The program collects data related to its target population to identify opportunities for performance improvement. 


Requirement Specific to Acute Stroke Ready Certification 
a. The program has documentation to reflect tracking of performance measures and indicators. 
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6 The program analyzes its performance measurement data to identify opportunities for performance improvement. 
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7 The program documents actions taken to achieve improvement. 
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8 The program determines if improvements have been achieved and are being sustained. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Performance Measurement 


DSPM.2: The program maintains data quality and integrity. 


Rationale: Not applicable. 
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Introduction: Not applicable 


Elements of Performance 


The program uses standardized data, definitions, and measure specifications in a consistent manner.1 
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2 Data collection is timely, accurate, complete, and relevant to the program. 
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3 The program minimizes data bias. 
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4 The program monitors data reliability and validity. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


5 The program uses sampling methodology based on measurement principles. 
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6 The program uses data analysis tools. 
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Chapter: Performance Measurement 


DSPM.3: The program collects measurement data to evaluate processes and outcomes. 
Note: Measurement data must be internally trended over time and may be compared to an external data source for 
comparative purposes. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 The program selects valid, reliable performance measures that are relevant to the target population and based on clinical 
practice guidelines or other evidence-based practice. 
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2 The program collects data related to processes and/or outcomes of care. 


Requirements Specific to Acute Stroke Ready Certification 
a. At a minimum, the stroke team log includes the following information for each entry: 
- Number of times stroke team was activated 
- Practitioner response time to acute stroke patients (See also DSPR.5, EP 3a; DSDF.3, EP 2a) 
- Type(s) of diagnostic tests and acute treatment if used 
- Patient diagnosis 
- Door-to-IV thrombolytic time 
- Patient complications 
- Disposition of the patient (for example, upon admission to the organization, discharge, transfer to another organization) 
b. The program utilizes a stroke registry or similar data collection tool to monitor the data and measure outcomes. 
c. The program monitors its IV thrombolytic complications, which include symptomatic intracerebral hemorrhage and 
serious life-threatening systemic bleeding. 
Note 1: Symptomatic intracerebral hemorrhage is defined by a completed computed tomography (CT) prior to transfer that 
shows intracerebral hemorrhage along with a physician's note indicating clinical deterioration due to intracerebral 
hemorrhage. 
Note 2: Serious, life-threatening systemic bleeding is defined as bleeding prior to transfer requiring multiple transfusions 
along with a physician's note attributing IV thrombolytics as the reason for multiple transfusions. 
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3 The program collects patient satisfaction data relevant to its target population. 
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4 Data are aggregated at the program level. 


EP Attributes 


New FSA CMS MOS CR DOC SC 


A 


ESP 


5 The program reports aggregated data results to The Joint Commission at defined intervals. 
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6 The program communicates to staff and organizational leaders the identified improvement opportunities. 
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7 The program incorporates identified improvement opportunities into the performance improvement plan. 
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8 The program demonstrates improvement in processes and patient outcomes. 
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DSPM.4: The program collects and analyzes data to determine variance from the clinical practice guidelines. 


Rationale: Not applicable. 



Introduction: Not applicable 



Elements of Performance 



1 The program tracks data variances at the patient level. 
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2 The program evaluates variances that affect program performance and outcomes. 
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3 The program uses data analysis to modify performance improvement activities in support of clinical practice guidelines. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


© 2015 The Joint Commission,© 2015 Joint Commission Resources 
E-dition is a registered trademark of The Joint Commission 


Program: Acute Stroke Ready Hospital 


Chapter: Performance Measurement 


DSPM.5: The program evaluates patient satisfaction with the quality of care. 


Rationale: Not applicable. 



Introduction: Not applicable 



Elements of Performance 



1 The program evaluates patient satisfaction with and perception of quality of care at the program level. 
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2 Patient satisfaction data are utilized for program-specific performance improvement activities. 
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DSPM.6: The program has a sentinel event process that includes identifying, reporting, managing, and tracking sentinel 
events. 


Rationale: Not applicable. 


Introduction: Not applicable 


Elements of Performance 


1 A process exists for identifying sentinel events related to the program. 
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2 A process exists for internally tracking sentinel events if and when they occur. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


3 A process exists for analyzing sentinel events as they relate to program activity. 


EP Attributes 


New FSA CMS MOS CR DOC SC ESP 


A 


4 The program leader(s) implements changes to the program based on the analysis of sentinel events. 
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		a. The organization appoints an Acute Stroke Ready medical director. .Note: An Acute Stroke Ready medical director does not have to be board-certified in neurology or neurosurgery, but must .have sufficient knowledge of cerebrovascular disease to provide administrative leadership, clinical guidance, and input to .the program. .

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 

		2 

		2 

		The program defines the accountability of its leader(s). 



		Requirement Specific to Acute Stroke Ready Certification 

		a. Written documentation shows support of the Acute Stroke Ready program by hospital or health system administration. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		D A 

		The program leader(s) guides the program in meeting the mission, goals, and objectives. 
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		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 

		4 

		4 

		The program leader(s) identifies, in writing, the composition of the interdisciplinary team. 



		Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		The organization appoints an acute stroke team to manage patients who present with this condition. 



		b. 

		b. 

		The acute stroke team should include, at a minimum, a nurse (or nurse practitioner or physician assistant) and a physician. Each member of the acute stroke team has basic training in acute stroke care, such as completion of continuing education in areas of acute stroke care or attendance at regional or national courses dealing with acute stroke care, or has prior experience in neuroscience intensive care. 



		c. 

		c. 

		The program documents the roles and responsibilities for members of the acute stroke team. 





		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		D A 

		5 .The program leader(s) participates in designing, implementing, and evaluating care, treatment, and services. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 

		6 .The program leader(s) provides for the uniform performance of care, treatment, and services. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 

		7 .The program leader(s) makes certain that practitioners practice within the scope of their licensure, certification, training, and current competency. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 

		8 The program leader(s) monitors the performance of the program's interdisciplinary team as it relates to achievement of the program's mission, goals, and objectives. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 
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		Chapter: Program Management 

		Chapter: Program Management 

		Chapter: Program Management 



		DSPR.2: The program is collaboratively designed, implemented, and evaluated. 

		DSPR.2: The program is collaboratively designed, implemented, and evaluated. 



		Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		Rationale: Not applicable. Introduction: Not applicable Elements of Performance 



		1 

		1 

		The interdisciplinary team designs the program. Requirement Specific to Acute Stroke Ready Certification a. The organization defines its interdisciplinary team so that it reflects the needs of the patient. 



		EP Attributes New FSA 

		EP Attributes New FSA 

		CMS 

		MOS 

		CR 

		DOC 

		SC A 

		ESP 



		2 

		2 

		The interdisciplinary team implements the program. 



		EP Attributes New FSA 

		EP Attributes New FSA 

		CMS 

		MOS 

		CR 

		DOC 

		SC 

		ESP 





		A 

		A 

		A 



		3 

		3 

		The interdisciplinary team evaluates the program. EP Attributes New FSA CMS 

		MOS 

		CR 

		DOC 

		SC A 

		ESP 



		4 

		4 

		The interdisciplinary team uses the results of the program evaluation to improve performance. EP Attributes 





		New FSA CMS MOS CR DOC SC ESP 

		A 

		© 2015 The Joint Commission,© 2015 Joint Commission Resources E-dition is a registered trademark of The Joint Commission 

		Program: Acute Stroke Ready Hospital Chapter: Program Management 

		DSPR.3: The program meets the needs of the target population. 

		Rationale: Not applicable. .Introduction: Not applicable .Elements of Performance .

		DSPR.4: The program follows a code of ethics. 

		Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		1 

		1 

		The program protects the integrity of clinical decision making. 



		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 

		2 The program respects the patient's right to decline participation in the program. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 

		3 The program has a process for receiving and resolving complaints and grievances in a timely manner. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 
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		Program: Acute Stroke Ready Hospital Chapter: Program Management 

		DSPR.5: The program determines the care, treatment, and services it provides. 

		Rationale: Not applicable. .Introduction: Not applicable .Elements of Performance .

		1 

		The program defines in writing the care, treatment, and services it provides. 

		Requirement Specific to Acute Stroke Ready Certification 

		a. The organization's formulary or medication list must include an IV thrombolytic therapy medication approved by the US Food and Drug Administration for the treatment of ischemic stroke. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		D A 
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		The leader(s) defines, in writing, the program's mission and scope of service.

		1 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		D A 

		2 

		2 

		The leader(s) approves the program's mission and scope of service. 



		EP Attributes 

		New 

		New 

		New 

		FSA 
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		DOC 

		SC A 

		ESP 



		3 

		3 

		The program identifies its target population. 



		TR

		EP Attributes 





		New FSA CMS MOS CR DOC SC ESP 

		A 

		4 The services provided by the program are relevant to the target population. 

		Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		The hospital collaborates with emergency medical services (EMS) providers to make certain of the following: .-The program has a relationship with EMS providers that includes notification when a patient with suspected stroke is .being transported to the acute stroke ready hospital. .-The program has access to treatment protocols utilized by EMS providers and prehospital personnel for emergency stroke .care. .-The program has protocols for working with EMS to facilitate the transport and transfer of acute str



		b. 

		b. 

		Hospitals that provide stroke care to rural areas have protocols that address the prompt diagnosis and emergency .treatment of stroke patients. .



		c. 

		c. 

		The program has written criteria for the admission, transfer, and discharge of stroke patients. 



		d. 

		d. 

		The hospital has a written transfer protocol with at least one primary stroke center or one comprehensive stroke center or a stroke center of comparable capability. 



		e. 

		e. 

		Written transfer protocols with accepting facilities include the following: .-Contact names .-Contact phone numbers .-Ability to transfer 24 hours a day, 7 days a week .-Ground and air transportation options .



		f. 

		f. 

		The program has access to stroke expertise 24 hours a day, 7 days a week. .Note: Access to stroke expertise may be in person or via telemedicine. If via telemedicine, there is the capability for a live .interactive physical exam with real-time viewing of the patient and neuroimaging studies. .



		g. 

		g. 

		Medical professionals providing remote medical guidance have training and expertise similar to primary or .comprehensive stroke center providers. .





		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 
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		Program: Acute Stroke Ready Hospital 

		Chapter: Program Management 

		The program communicates to the patient the care, treatment, and services it provides.

		2 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 

		3 

		The program provides care, treatment, and services to patients in a planned and timely manner. 

		Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		The acute stroke team is on-call 24 hours a day, 7 days a week, with the ability of at least one member to be at the .patient's bedside within 15 minutes of being called. .Note: The organization may choose to maintain a consistent team or group of practitioners for this purpose, or it may .choose to rotate this responsibility as needed. These practitioners may include physicians, nurses, nurse practitioners, and .physician assistants from any unit or department as determined by the organization. .



		b. 

		b. 

		The hospital has the ability to complete initial laboratory tests on-site 24 hours a day, 7 days a week. .Note: Laboratory tests may include a complete blood cell count with platelet count, coagulation studies (prothrombin time, .international normalized ratio), blood chemistries, and troponin. .



		c. 

		c. 

		The hospita I has the ability to perform computed tomography (CT) of the head on-site 24 hours a day, 7 days a week. .Note: A brain magnetic resonance imaging (MRI) may be performed in lieu of a head CT ifthe same parameters can be met .in the acute setting. .





		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 

		4 .The program complies with applicable law and regulation. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP A 

		5 .The program informs the patient and family about how to access care, treatment, and services, including after hours (if applicable). 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		M .c 

		6 .The program has a process to provide emergency/urgent care. 

		Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		The program has at least one physician, nurse practitioner, or physician assistant on-site to supervise patient care, .order medication, and manage emergent issues. .Note: The nurse practitioner or physician assistant must have prescriptive authority and the ability to consult with a .covering physician if needed. .



		b. 

		b. 

		The hospita I has designated practitioners knowledgeable in the diagnosis and treatment of stroke who are responsible .for responding to patients with an acute stroke 24 hours a day, 7 days a week. .



		c. 

		c. 

		The organization has written documentation on the process used to notify the designated practitioners who respond to .patients with an acute stroke. .



		d. 

		d. 

		Emergency department licensed independent practitioners have 24-hour access to a timely, informed consultation about .the use of IV thrombolytic therapy, which is provided by a physician privileged in the diagnosis and treatment of ischemic .stroke. .Note: For the purpose of The Joint Commission's Acute Stroke Ready Hospital Certification, an informed consultation .includes bedside consultation or telemedicine consultation from a privileged physician. .





		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 
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		A 

		7 The program provides the number and types of practitioners needed to deliver or facilitate the delivery of care, treatment, and services. 

		Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		Neurosurgical coverage is documented in a written plan and is approved by the covering neurosurgeon(s), stroke program leaders, and any involved facilities. 



		b. 

		b. 

		Neurosurgical services are available to patients within three hours of it being deemed necessary. 



		c. 

		c. 

		There is a written protocol for transfer that includes communication and feedback from the receiving facility. 





		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 

		8 .The program evaluates services provided through contractual arrangement to make certain the care, treatment, and services are consistently provided in a safe, quality manner. This evaluation is documented. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		D A 

		9 .Variables such as staffing, setting, or payment source do not affect outcomes of care, treatment, and services. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		c 

		© 2015 The Joint Commission,© 2015 Joint Commission Resources E-dition is a registered trademark of The Joint Commission 

		Program: Acute Stroke Ready Hospital Chapter: Program Management 

		DSPR.6: The program has current reference and resource materials. 

		Rationale: Not applicable. .Introduction: Not applicable .Elements of Performance .

		1 

		1 

		Practitioners have access to reference materials, including clinical practice guidelines, in either hard copy or electronic format. 



		Requirement Specific to Acute Stroke Ready Certification 

		a. Protocols and care paths (preprinted or electronic documents) are available in the emergency department and in other acute care areas for the acute assessment and treatment of patients with ischemic or hemorrhagic stroke. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 

		2 

		Reference materials and resources are current and evidence based. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 
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		Program: Acute Stroke Ready Hospital 

		Chapter: Program Management 

		DSPR.7: The program's facilities are safe and accessible. .Note: The program may use the organization's plan and processes for safety and accessibility if they address the .program's unique needs and target population. .

		Rationale: Not applicable. 

		Introduction: Not applicable 

		Elements of Performance 

		1 .The program identifies its security risks. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 

		2 .The program implements strategies to minimize security risks. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		M c 

		& .



		3 .The unique needs of the program's patients and/or the program's setting are included in the organization's emergency management plan. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		D A 

		4 

		The program implements strategies to minimize the risk of disruption of care due to an emergency. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		M .c 

		The program evaluates its fire risk. https ://e-di ti on.j cri nc.com/Com m on/PopU ps/Pri ntChapter .aspx?rwndrnd=0.46303221327252686 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 
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		A 



		The program implements strategies to minimize the risk of fire and address fire safety-related issues.

		6 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		M c 

		& 



		7 The program develops a medical equipment management plan. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		D A 

		8 The program implements its medical equipment management plan. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		M c 9 The program evaluates risks to its power, gas, and communication services. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 10 The program implements strategies to minimize risks to its power, gas, and communication services. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		M c 11 The program educates staff on environment of care risk-reduction strategies. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		M c 

		12 The program tracks incidents related to the environment of care and makes changes accordingly. 
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		Figure

		Effective Date: July 1, 2015 

		Program: Acute Stroke Ready Hospital 

		EP Attributes Icon Legend: EP Criticality level is 1 -Immediate Threat to CMS CMS Crosswalk Health or Safety 

		A .EP belongs to Scoring Category 'A' 

		EP Criticality level is 2 -Situational Decision Rules c EP belongs to Scoring Category 'C' 

		Figure



		EP Criticality level is 3 -Direct Impact. M EP requires Measure of Success D Documentation is required ESP-1 EP applies to Early Survey Option NEW EP is new or changed as of the selected effective date. 
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		Program: Acute Stroke Ready Hospital 

		Chapter: Delivering or Facilitating Clinical Care 

		DSDF.1: Practitioners are qualified and competent. 

		Rationale: Not applicable. 

		Introduction: Not applicable 

		Elements of Performance 

		1 .Practitioners have education, experience, training, and/or certification consistent with the program's scope of services, goals and objectives, and the care provided. 

		Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		The organization's clinical staff have knowledge of the process used to notify designated practitioners of the need to respond to patients with an acute stroke. 



		b. 

		b. 

		Emergency department practitioners demonstrate knowledge of IV thrombolytic therapy protocols for acute stroke, including the following: -Treatment during the first three hours a~er the patient was last known to be well -Indications for use of IV thrombolytic therapy -Contraindications to IV thrombolytic therapy -Education to be provided to patients and families regarding the risks and benefits of IV thrombolytic therapy -Signs and symptoms of neurological deterioration post IV thrombolytic therapy 





		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		D A 

		2 The program verifies each practitioner's Iicensure using a primary source verification process upon hire and at Iicensure expiration. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		D A 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		D A 
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		The program assesses practitioner competency at time of hire. This assessment is documented.

		3 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		D A 

		4 Orientation provides information and necessary training pertinent to the practitioner's responsibilities. Completion of the orientation is documented. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		D A 

		5 The program assesses practitioner competence on an ongoing basis. This assessment is documented. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		D A 

		6 The program identifies and responds to each practitioner's program-specific learning needs. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 

		7 Ongoing in-service and other education and training activities are relevant to the program's scope of services. 

		Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		Members of the core stroke team, as identified by the organization, receive at least four hours annually of continuing .education or other equivalent educational activity related to the care of patients with cerebrovascular disease. .



		b. 

		b. 

		Emergency department staff, as defined by the organization, participates in educational activities related to stroke .diagnosis and treatment a minimum of twice a year. .Note: This requirement does not include emergency physicians. For more information, refer to Standard the .Hospital E-dition of the Comprehensive Accreditation Manual for Hospitals. .

		MS.12.01.01 in 





		c. 

		c. 

		The medical director of the program (if not part of the core stroke team) receives annually at least four hours of .education related to the care of patients with cerebrovascular disease. .





		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 
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		Program: Acute Stroke Ready Hospital Chapter: Delivering or Facilitating Clinical Care 

		DSDF.2: The program develops a standardized process originating in clinical practice guidelines (CPGs) or evidencebased practice to deliver or facilitate the delivery of clinical care. 

		Rationale: Not applicable. 

		Introduction: Not applicable Elements of Performance 

		1 

		1 

		The selected clinical practice guidelines are evaluated for their relevance to the target population. 



		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 

		2 The selected clinical practice guidelines are based on evidence that is determined to be current by the clinical leaders. 

		Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		The program has written protocols based on clinical practice guidelines, including the following: .-Protocols for emergent care of patients with ischemic stroke .-Protocols for emergent care of patients with hemorrhagic stroke .



		b. 

		b. 

		The dysphagia screen used by the program is an evidence-based testing protocol approved by the organization. 



		c. 

		c. 

		Protocols for IV thrombolytic therapy, when indicated, are reflected in the order sets or pathways and utilized in the acute care of the stroke patient. 



		d. 

		d. 

		Time parameters for stroke workup are included in a stroke assessment protocol or the emergency department stroke protocol. 





		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 

		3 The program leader(s) and practitioners review and approve clinical practice guidelines prior to implementation. 

		Requirement Specific to Acute Stroke Ready Certification 

		a. Protocols for emergent care of patients with ischemic and hemorrhagic strokes are reviewed for current evidence at least annually and revised as necessary using an interdisciplinary approach. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		D A 

		4 Practitioners are educated about clinical practice guidelines and their use. 

		Requirement Specific to Acute Stroke Ready Certification 

		a. The hospital demonstrates that at least 67% of emergency department practitioners are educated in acute stroke protocol(s). This group of practitioners must include all of the emergency department practitioners who are responsible for the triage of stroke patients. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 

		5 The program demonstrates evidence that it is following the clinical practice guidelines when providing care, treatment, and services. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 

		The program implements modifications to clinical practice guidelines based on current evidence-based practice. 

		6 

		EP Attributes 
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		Program: Acute Stroke Ready Hospital Chapter: Delivering or Facilitating Clinical Care DSDF.3: The program is implemented through the use of clinical practice guidelines selected to meet the patient's needs. Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		1 .The program establishes an interdisciplinary team based on the patient's assessed needs and direction from clinical practice guidelines. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 

		2 .The assessment(s) and reassessment(s) are completed according to the patient's needs and clinical practice guidelines. 

		Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		An emergency department physician, nurse practitioner, or physician assistant performs an assessment for a suspected .stroke patient within 15 minutes of patient arrival in the emergency department. .Note: Nurse practitioners and physician assistants performing the initial assessment must have prescriptive authority and .the ability to consult with a covering physician if needed. .



		b. 

		b. 

		Ongoing assessment(s) of the patient are completed in accordance with the program's acute stroke protocols. .



		c. 

		c. 

		The National Institutes of Health Stroke Scale (NIHSS) is used for the initial assessment of patients with acute stroke. .Note: The NIH SS is completed by a qualified member of the team as determined by the organization. .



		d. 

		d. 

		A blood glucose level is completed for any patient presenting with stroke symptoms. .



		e. 

		e. 

		The hospital has the ability to perform and read a non-contrast head CT or MRI within 45 and 60 minutes, respectively, of .being ordered. .Note: Review of the images does not have to be done on site. Evaluation can be performed through telemedicine. Images .must be reviewed by a board-certified radiologist or other physician with expertise in reading head CT or brain MRI images. .



		f. 

		f. 

		Laboratory tests, electrocardiogram (ECG), and chest x-ray are completed and resulted within 45 minutes of patient .presentation with stroke symptoms, if ordered by the practitioner. .Note: Laboratory tests may include a complete blood cell count with platelet count, coagulation studies (prothrombin time, .international normalized ratio), blood chemistries, and troponin. .



		g. 

		g. 

		All patients exhibiting stroke symptoms are screened for dysphagia prior to receiving any oral intake of medication, .fluids, or food. .



		h. 

		h. 

		The hospital has a process to notify medical staff and other personnel about the deterioration of a stroke patient, which .may include, but is not limited to, changes in vital signs and neurological status. .





		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		M .c 

		3 

		3 

		The program implements care, treatment, and services based on the patient's assessed needs. 



		Requirements Specific to Acute Stroke Ready Certification 

		a. If brain magnetic resonance imaging (MRI) is required in place of a head CT, it is completed and interpreted within one 
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		hour of being ordered. 

		b. 

		b. 

		b. 

		The completion of laboratory tests, electrocardiogram (ECG), and chest x-ray should not delay the administration of IV thrombolytics. 



		c. 

		c. 

		Telemedicine/teleradiology equipment is on site for transmission of information. 



		d. 

		d. 

		Telemedicine link is initiated within 20 minutes of the emergency physician/acute stroke team determining it is necessary. 





		EP Attributes 
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		Program: Acute Stroke Ready Hospital Chapter: Delivering or Facilitating Clinical Care DSDF.4: The program develops a plan of care that is based on the patient's assessed needs. 

		Program: Acute Stroke Ready Hospital Chapter: Delivering or Facilitating Clinical Care DSDF.4: The program develops a plan of care that is based on the patient's assessed needs. 



		Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		Rationale: Not applicable. Introduction: Not applicable Elements of Performance 



		1 

		1 

		The plan of care is developed using an interdisciplinary approach and patient participation. 



		EP Attributes New FSA 

		EP Attributes New FSA 
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		2 

		2 

		The program individualizes the plan of care for each patient. 
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		3 

		3 

		The individualized plan of care is based on the patient's goals and the time frames to meet those goals. 



		EP Attributes 

		EP Attributes 





		New FSA CMS MOS CR DOC SC ESP 

		A 

		4 

		The individualized plan of care reflects coordination of care with other programs, as determined by patient comorbidities. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 
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		The program explains the plan of care to the patient in a manner he or she can understand.

		5 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		c 

		6 The program informs patients of all potential consequences of not complying with recommended care, treatment, and services. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		A 

		7 .The program informs patients of their responsibility to provide information to facilitate treatment and cooperate with practitioners. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		c 

		8 .The program continually evaluates, revises, and implements revisions to the plan of care to meet the patient's ongoing needs. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		M .c 
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		Program: Acute Stroke Ready Hospital 

		Chapter: Delivering or Facilitating Clinical Care 

		DSDF.5: The program manages comorbidities and concurrently occurring conditions and/or communicates the .necessary information to manage these conditions to other practitioners. .

		Rationale: Not applicable. 

		Introduction: Not applicable 

		Elements of Performance 

		1 

		1 

		The program coordinates care for patients with multiple health needs. 



		Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		Protocols for care related to patient referrals demonstrate that the program does the following: .-Addresses processes for transferring patients to another facility .-Evaluates the receiving organization's ability to meet the individual patient's and family's needs .



		b. 

		b. 

		Based on prognosis and the patient's individual needs and preferences, patients are referred to palliative care when indicated. 



		c. 

		c. 

		Based on prognosis and the patient's individual needs and preferences, patients are referred to hospice or end-of-life care when indicated. 



		d. 

		d. 

		For patients transferring to a stroke center, patients should leave the hospital within two hours of emergency department 





		arrival or when medically stable. The program includes time parameters and transfer procedures to the stroke center. 
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		2 Patients with comorbidities and co-occurring conditions needing clinical and/or psychosocial care, treatment, and services are managed by the program's practitioners or referred to other practitioners for care. 
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		3 .The program's practitioners communicate to other practitioners important information regarding co-occurring conditions and comorbidities needed to manage the patient's conditions. 
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		Program: Acute Stroke Ready Hospital Chapter: Delivering or Facilitating Clinical Care DSDF.6: The program initiates discharge planning and facilitates arrangements for subsequent care, treatment, and services to achieve mutually agreed upon patient goals. Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		1 .In preparation for discharge, the program discusses and plans with the patient and family the care, treatment, and services that are needed in order to achieve the mutually agreed upon self-management plan and goals. 

		EP Attributes 
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		2 In preparation for discharge, the program considers the patient's anticipated needs and goals when identifying the setting and practitioners for continuing care, treatment, and services. 

		EP Attributes 
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		Program: Acute Stroke Ready Hospital Chapter: Clinical Information Management DSCT.1: Patient information is confidential and secure. Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		1 .Patients are made aware of how data and information related to them will be used by the program. 
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		2 .The program discloses health information only as authorized by the patient or as otherwise consistent with law and regulation. 
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		3 

		Records and information are safeguarded against loss, destruction, tampering, and unauthorized access or use. 
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		In preparation for discharge, the program communicates the patient's needs and goals to other practitioners who will continue to support the patient in achieving the desired outcomes. 
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		4 The program provides education and serves as a resource, as needed, to practitioners who are assuming responsibility for the patient's continued care, treatment, and services. Requirement Specific to Acute Stroke Ready Certification 

		a. The acute stroke ready hospital makes educational opportunities available to prehospital personnel, as defined by the organiza tion. 
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		The program identifies, in writing, who is authorized to access, use, and disclose patient information.
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		5 

		The program defines a process for responding to a violation of confidentiality or security. 
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		6 The program implements its process for addressing a violation of confidentiality or security. 
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		Program: Acute Stroke Ready Hospital Chapter: Clinical Information Management DSCT.2: Information management processes meet the program's internal and external information needs. Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		1 Data are easily retrieved in a timely manner without compromising security and confidentiality. 
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		2 

		The program uses aggregate data and information to support leadership decisions. 
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		The program uses aggregate data and information to support operations. 
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		4 

		The program uses aggregate data and information to support performance improvement activities. 
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		5 The program uses aggregate data and information to support patient care. 
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		Program: Acute Stroke Ready Hospital Chapter: Clinical Information Management 

		DSCT.3: Patient information is gathered from a variety of sources. 

		Rationale: Not applicable. .Introduction: Not applicable .Elements of Performance .

		1 Information is gathered directly from the patient and family. 
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		2 

		Information is gathered from relevant practitioners and/or health care organizations. 
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		Program: Acute Stroke Ready Hospital Chapter: Clinical Information Management 

		DSCT.4: The program shares information with relevant practitioners and/or health care organizations about the patient's disease or condition across the continuum of care. 

		Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		1 

		1 

		The program shares information directly with the patient. 
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		2 .The program shares information with relevant practitioners and/or health care organizations to facilitate continuation of patient ca re. 

		Requirement Specific to Acute Stroke Ready Certification 

		a. The following results are communicated and available to the ordering provider and stroke team, as applicable: .-Head computed tomography (CT) .-Computed tomography angiography (CTA) .-Brain magnetic resonance imaging (MRI) .-Magnetic resonance angiography (MRA) .-Laboratory .
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		Program: Acute Stroke Ready Hospital Chapter: Clinical Information Management DSCT.S: The program initiates, maintains, and makes accessible a medical record for every patient. Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		1 

		All relevant practitioners have access to patient information as needed. 
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		2 

		The medical record contains sufficient information to identify the patient. 
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		The medical record contains sufficient information to support the diagnosis. 
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		4 

		The medical record contains sufficient information to justify the care, treatment, and services provided. 

		Requirement Specific to Acute Stroke Ready Certification 

		a. Documentation indicates the reason eligible ischemic stroke patients did not receive IV thrombolytic therapy. 
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		5 The medical record contains sufficient information to document the course and results of care, treatment, and services. 

		Requirement Specific to Acute Stroke Ready Certification 

		a. Stroke program practitioners document all assessments and interventions provided for stroke patients, including date and time, in accordance with the hospital's policy. 
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		6 The medical record contains sufficient information to facilitate continuity of care. 
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		M c 7 The program reviews its medical records for completeness and accuracy. 
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		Program: Acute Stroke Ready Hospital Chapter: Supporting Self-Management DSSE.1: The program involves patients in making decisions about managing their disease or condition. Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		1 The program involves patients in decisions about their care, treatment, and services. 
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		M c 2 The program assesses the patient's readiness, willingness, and ability to engage in self-management activities. 
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		3 The program assesses the family and/or caregiver's readiness, willingness, and ability to provide or support selfmanagement activities when needed. 
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		The program utilizes the assessment of the patient and family and/or caregiver to guide the development of a selfmanagement plan. 
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		Patients and practitioners mutually agree upon goals. 
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		Program: Acute Stroke Ready Hospital Chapter: Supporting Self-Management 

		Program: Acute Stroke Ready Hospital Chapter: Supporting Self-Management 



		DSSE.2: The program addresses the patient's self-management plan. 

		DSSE.2: The program addresses the patient's self-management plan. 



		Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		Rationale: Not applicable. Introduction: Not applicable Elements of Performance 
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		The program promotes lifestyle changes that support self-management activities. 
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		2 The program evaluates barriers to lifestyle changes. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP M c 

		3 

		3 

		The program engages family and community support structures in the patient's self-management plan, as directed by the patient. 
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		The program addresses the education needs of the patient regarding disease progression and health promotion. 
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		M c 6 The program revises the self-management plan according to the patient's assessed needs. 

		EP Attributes 

		New FSA CMS .MOS CR DOC SC ESP 

		c 

		© 2015 The Joint Commission,© 2015 Joint Commission Resources E-dition is a registered trademark of The Joint Commission 

		Program: Acute Stroke Ready Hospital Chapter: Supporting Self-Management 

		DSSE.3: The program addresses the patient's education needs. 

		Rationale: Not applicable. .Introduction: Not applicable .Elements of Performance .

		1 .The program's education materials comply with recommended elements of care, treatment, and services, which are supported by literature and promoted through clinical practice guidelines and evidence-based practice. 
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		The program presents content in an understandable manner according to the patient's level of literacy. 
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		The program presents content in a manner that is culturally sensitive. 
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		The program makes initial and ongoing assessments of the patient's comprehension of program-specific information. 
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		5 The program addresses the education needs of the patient regarding his or her disease or condition and care, treatment, and services. 
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		Program: Acute Stroke Ready Hospital Chapter: Performance Measurement DSPM.1: The program has an organized, comprehensive approach to performance improvement. Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		1 The program leader(s) identifies goals and sets priorities for improvement in a performance improvement plan. 

		Requirement Specific to Acute Stroke Ready Certification 

		a. The program monitors its ability to administer IV thrombolytics within 60 minutes to eligible patients presenting for stroke ca re. 
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		2 The program leader(s) involves the interdisciplinary team and other practitioners across disciplines and/or settings in performance improvement planning and activities. Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		Stroke performance measures are analyzed by the stroke team and the hospital's quality department. 



		b. 

		b. 

		The program has a specified committee that meets a minimum of twice per year to evaluate protocols and practice patterns as indicated. 
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		The program has a written performance improvement plan.
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		The program leader(s) shares the program performance improvement plan with organizational leadership. 
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		5 The program collects data related to its target population to identify opportunities for performance improvement. 

		Requirement Specific to Acute Stroke Ready Certification 

		a. The program has documentation to reflect tracking of performance measures and indicators. 
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		The program analyzes its performance measurement data to identify opportunities for performance improvement. 
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		The program documents actions taken to achieve improvement. 
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		8 The program determines if improvements have been achieved and are being sustained. 

		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 

		© 2015 The Joint Commission,© 2015 Joint Commission Resources E-dition is a registered trademark of The Joint Commission 

		Program: Acute Stroke Ready Hospital Chapter: Performance Measurement DSPM.2: The program maintains data quality and integrity. Rationale: Not applicable. 

		Introduction: Not applicable Elements of Performance 

		The program uses standardized data, definitions, and measure specifications in a consistent manner.
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		Data collection is timely, accurate, complete, and relevant to the program. EP Attributes New FSA CMS MOS 
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		The program minimizes data bias. 
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		The program monitors data reliability and validity. 
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		The program uses sampling methodology based on measurement principles. EP Attributes New FSA CMS MOS 
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		The program uses data analysis tools. EP Attributes 
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		Program: Acute Stroke Ready Hospital 





		Chapter: Performance Measurement DSPM.3: The program collects measurement data to evaluate processes and outcomes. Note: Measurement data must be internally trended over time and may be compared to an external data source for comparative purposes. Rationale: Not applicable. Introduction: Not applicable Elements of Performance 

		1 

		1 

		The program selects valid, reliable performance measures that are relevant to the target population and based on clinical practice guidelines or other evidence-based practice. 



		EP Attributes 

		New FSA CMS MOS CR DOC SC ESP 

		A 

		2 The program collects data related to processes and/or outcomes of care. 

		Requirements Specific to Acute Stroke Ready Certification 

		a. 

		a. 

		a. 

		At a minimum, the stroke team log includes the following information for each entry: -Number of times stroke team was activated -Practitioner response time to acute stroke patients (See also DSPR.5, EP 3a; DSDF.3, EP 2a) -Type(s) of diagnostic tests and acute treatment if used -Patient diagnosis -Door-to-IV thrombolytic time -Patient complications -Disposition of the patient (for example, upon admission to the organization, discharge, transfer to another organization) 



		b. 

		b. 

		The program utilizes a stroke registry or similar data collection tool to monitor the data and measure outcomes. 



		c. 
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		The program monitors its IV thrombolytic complications, which include symptomatic intracerebral hemorrhage and serious life-threatening systemic bleeding. Note 1: Symptomatic intracerebral hemorrhage is defined by a completed computed tomography (CT) prior to transfer that shows intracerebral hemorrhage along with a physician's note indicating clinical deterioration due to intracerebral hemorrhage. Note 2: Serious, life-threatening systemic bleeding is defined as bleeding prior to transfer requiring multipl
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		The program collects patient satisfaction data relevant to its target population. 
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		Data are aggregated at the program level. 
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		The program reports aggregated data results to The Joint Commission at defined intervals. 
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		The program communicates to staff and organizational leaders the identified improvement opportunities. 
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		7 The program incorporates identified improvement opportunities into the performance improvement plan. 
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		8 The program demonstrates improvement in processes and patient outcomes. 
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		Program: Acute Stroke Ready Hospital Chapter: Performance Measurement 

		DSPM.4: The program collects and analyzes data to determine variance from the clinical practice guidelines. 

		Rationale: Not applicable. .Introduction: Not applicable .Elements of Performance .
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		The program tracks data variances at the patient level. 
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		The program evaluates variances that affect program performance and outcomes. 
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		The program uses data analysis to modify performance improvement activities in support of clinical practice guidelines. 
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		Program: Acute Stroke Ready Hospital Chapter: Performance Measurement 

		DSPM.5: The program evaluates patient satisfaction with the quality of care. 

		Rationale: Not applicable. .Introduction: Not applicable .Elements of Performance .

		1 The program evaluates patient satisfaction with and perception of quality of care at the program level. 
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		2 Patient satisfaction data are utilized for program-specific performance improvement activities. 
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		Program: Acute Stroke Ready Hospital Chapter: Performance Measurement DSPM.6: The program has a sentinel event process that includes identifying, reporting, managing, and tracking sentinel events. Rationale: Not applicable. Introduction: Not applicable Elements of Performance 
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		1 

		A process exists for identifying sentinel events related to the program. 
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		A process exists for internally tracking sentinel events if and when they occur. 
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		3 A process exists for analyzing sentinel events as they relate to program activity. 
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		4 The program leader(s) implements changes to the program based on the analysis of sentinel events. 
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INTRODUCTION 
The Center for Improvement in Healthcare Quality (CIHQ) accredits acute care hospitals found to be in compliance to 
its standards and requirements. Accredited organizations must comply with the following CIHQ policies in order to 
obtain and maintain their accreditation. 
 
Hospitals that want to participate in the Medicare program must be found to be in compliance with the Conditions of 
Participation by the Centers for Medicare and Medicaid Services (CMS). CMS makes that determination by its own 
survey process through state agencies or by accepting the accreditation of a private national accreditation 
organization that has been approved by CMS to deem healthcare organizations in compliance with the COP’.  
 
Hospitals that wish to use CIHQ accreditation for deemed status certification to participate in Medicare must meet the 
Medicare Conditions of Participation for Hospitals (42 C.F.R. §482)  
 
 
CMS CERTIFICATION NUMBER (CCN) 
CIHQ will survey those sites of care and services rendered under an organization’s license and/or CMS certification 
number (CCN) for which CIHQ has applicable standards, and for which the organization is seeking accreditation.  
 
 
SURVEY OF CONTRACTED SERVICES 
CIHQ will survey any patient care or support services provided under the organization’s license and/or CCN that are 
contracted by the organization to another entity. Said entities must be in compliance with applicable CIHQ standards 
and requirements. If a contracted service is non-compliant to a CIHQ accreditation standard, requirement, or policy, 
the organization will be cited as non-compliant. 
 
 
APPLICATION FOR ACCREDITATION 
An organization must submit a formal application to CIHQ requesting accreditation. The application must be complete 
and accepted by CIHQ before an accreditation survey is considered. Once accredited, the organization is responsible 
for assuring that information contained in the application is current. Accredited organizations must notify CIHQ of any 
substantive changes to information contained in their application in a timely manner. At a minimum, the organization 
must inform CIHQ within 30 days of any of the following: 
• A change in ownership 
• Opening of a new physical location where care and treatment will be rendered 
• Establishment of a new clinical program or service 
• Closure of a physical location where care and treatment is rendered or closure of a clinical program or service. 
 
 
BUSINESS ASSOCIATE AGREEMENT 
If an organization requires CIHQ to sign a business associate agreement for HIPAA compliance, the agreement must 
be provided to CIHQ at the time the application is filed. 
 
 
PERMISSION TO SURVEY 
Any organization wishing to obtain or maintain accreditation must agree to allow CIHQ surveyors complete and 
unfettered access to their facility(s), documents, medical records, staff, patients, and other sources of information 
necessary to determine the organization’s compliance to CIHQ standards and requirements. CIHQ reserves the right 
to immediately deny or withdraw an organization’s accreditation for failure to do so. If the organization is using CIHQ 
accreditation for deemed-status purposes, refusal to allow survey/access may result in the Office of the Inspector 
General (OIG) excluding the organization from participation in all Federal healthcare programs in accordance with 42 
CFR §1001.1301.  
 
 
ACCREDITATION AWARD 
Accreditation is awarded to an organization for a maximum of 36 months. Prior to the 36 month, the organization 
must undergo another full survey to maintain its accreditation status. For initial surveys, the date of accreditation will 
be the date that a submitted plan of correction has been accepted by CIHQ to address any identified deficiencies. 
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USE OF CIHQ SURVEYORS AS CONSULTANTS 
CIHQ surveyors are not permitted to independently serve as consultants. Organizations may not employ, retain, 
contract with, or otherwise utilize CIHQ surveyors for any of the following: 
• Provide consulting services or standards interpretation to prepare the organization for a CIHQ accreditation 


survey. This does not apply to accessing CIHQ central office staff for official standards interpretation. 
• Providing tools or documents to assist in accreditation compliance. This does not apply to organizations that 


utilize CIHQ officially approved documents obtained directly from the CIHQ resource library. 
• Provide education programs on CIHQ standards. This does not apply to attendance at CIHQ officially sponsored 


education programs and activities 
• Assist with developing and/or reviewing appeals or corrective action plans for deficiencies identified during a 


CIHQ accreditation survey.  
• Conduct mock CIHQ accreditation surveys 


 
 
RELATIONSHIP BETWEEN CIHQ STAFF / SURVEYORS & APPLICANT / ACCREDITED ORGANIZATIONS  
Surveyors may not survey a hospital with which the surveyor has a professional or financial interest. CIHQ surveyors 
or staff may not be involved in accreditation decisions for a hospital with which the surveyor / staff person has a 
professional or financial interest. A surveyor / staff person is considered to have a professional or financial interest in 
an organization under any of the following conditions:  
• The surveyor / staff person is currently employed or has been employed within the past five years by the 


organization  
• The surveyor / staff person is currently, or has been in the past five years, on the medical staff of the organization 


and/or granted privileges to practice in the organization  
• The surveyor / staff person has an ownership interest in, or receives monies or other compensation from the 


organization  
• The surveyor / staff person serves on the Board of the organization or in another professional capacity.  
 
Surveyors / staff persons are required to disclose to the Director of Survey Operations any professional or financial 
interest they have in an applicant / accredited organization that they may be scheduled to survey or participate in an 
accreditation decision so that reassignment can occur. 
 
 
FALSIFICATION & MISREPRESENTATION 
Honesty and the provision of truthful and accurate information, is at the heart of the accreditation process. 
Organizations are expected to engage in all accreditation activities in an honest and truthful manner. Information 
presented to CIHQ in any manner, for any reason, at any time must be accurate.  
 
If an organization’s leadership or staff intentionally misrepresents their compliance to standards and regulations, lies, 
falsifies documents or medical records, or is otherwise dishonest or untruthful, CIHQ reserves the right to immediately 
designate the organization’s accreditation status at risk. 
 
 
TYPES OF SURVEYS / SURVEY PROCESS 
There are two basic types of surveys; full surveys and focused surveys. If an organization is using CIHQ accreditation 
for deemed-status purposes, all surveys are unannounced: 
 
FULL SURVEYS 
Initial Survey 
This is a full survey conducted the first time an organization applies for accreditation. The survey process is described 
in detail in the CIHQ Accreditation Survey Activity Guide. This guide is available free-of-charge to all applicant and 
accredited organizations. Information contained in the Accreditation Survey Activity Guide is considered part of CIHQ 
accreditation policy.  
• For new enrollees in the Medicare program that intend to use CIHQ accreditation for deemed status purposes, the 


applicant organization must submit evidence of its 855A completeness notification by CMS. A survey may only be 
scheduled if the applicant organization has received their 855A enrollment completeness notification from CMS. 


• If an organization sustains a condition level deficiency during an initial survey and has never been accredited by 
another deeming authority or certified by Medicare, then a full re-survey is required. If the organization is currently 
accredited by another deeming authority or is already Medicare certified, then a focused follow up survey is 
required. 
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• In addition, the organization will be issued a letter denying accreditation due to non-compliance with the 
applicable Medicare Conditions of Participation and may not be recommended for Medicare deemed status until 
the organization comes into compliance with the applicable Condition(s) of Participation. 


 
Triennial Survey 
This is a full survey conducted for existing accredited organizations. The survey is conducted no later than 36 months 
after the organization’s last full survey. The survey process is described in detail in the CIHQ Accreditation Survey 
Activity Guide. This guide is available free-of-charge to all applicant and accredited organizations. Information 
contained in the Accreditation Survey Activity Guide is considered part of CIHQ accreditation policy. 
 
 
FOCUSED SURVEYS 
Mid-Cycle Survey 
This is an abbreviated survey conducted between 16 - 20 months from the organization’s last full survey. The survey 
is usually one to two days in length and is conducted by one or two surveyors. The survey focuses on the 
organization’s compliance to new or revised standards / requirements, as well as standards / requirements that 
address high-risk patient care processes. The agenda and scope of the survey is developed annually. 
 
Complaint Survey 
This is a focused survey performed in response to a complaint received about an accredited organization from a 
patient or surrogate decision maker. The survey is usually one day in length and is conducted by a single surveyor. 
The scope of the survey is designed to validate the accuracy and substance of the complaint. There is no set agenda. 
The time frames for performing complaint surveys are outlined in the “Complaint Process” section of this document. 
 
Follow-Up Survey 
A follow-up survey is conducted whenever any of the following occur: 
• The organization sustains an immediate threat to health and safety deficiency.  
• The organization sustains a condition level deficiency. Follow up surveys will be conducted within 45 calendar 


days from the survey end-date of the survey in which the condition level deficiency was cited. 
The survey is usually one day in length and is conducted by a single surveyor. The scope of the survey is designed to 
validate implementation of the corrective action plan submitted by the organization. There is no set agenda.  
 
 
COMPLAINT PROCESS 
INFORMING PATIENTS OF THE COMPLAINT PROCESS 
Organizations using CIHQ accreditation for deemed-status purposes must inform patients, or their surrogate 
decision-maker, of the right to file complaints regarding quality of care concerns or safety issues to CIHQ. The patient 
/ surrogate decision-maker is not required to notify the organization prior to filing the complaint. Information on how to 
contact CIHQ to file a complaint must be provided as follows: 
 
By Phone 
(866) 324-5080 
 
By Fax 
(805) 934-8588 
 
By Mail  
Center for Improvement in Healthcare Quality 
P.O. Box 848 
Round Rock, TX 78680 
 
By E-mail 
complaint@cihq.org 
 
In-Person by Appointment 
Contact CIHQ at (866) 324-5080 for instructions. 
 
This information must be posted on the organization’s website (if there is one), and in registration areas at all of the 
organizations sites of care (both inpatient and outpatient). 
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Upon receipt, CIHQ will review the complaint to determine if it has any basis regarding the organization’s compliance 
to CIHQ accreditation standards, requirements, or policies. If the complaint is without basis, the complainant will be 
notified and the issue considered closed. 
 
If the complaint has basis, then the organization will be notified of the complaint. The identity of the complainant will 
remain confidential. The organization will be provided with sufficient information to understand the substance and 
nature of the complaint, as well as the applicable CIHQ standard(s), requirement(s), or policy(s) that apply to the 
complaint. 
 
 
COMPLAINTS INDICATING POTENTIAL STANDARD-LEVEL DEFICIENCY(S) 
For complaints that indicate potential standard-level deficiency, CIHQ will inform the organization in writing and 
require the organization to investigate the complaint and provide a written response. CIHQ reserves the right to 
conduct an on-site survey within ten business days following receipt of the complaint. If deficiencies are identified, the 
organization will be required to submit an acceptable plan of correction within the established time frame. 
 
 
COMPLAINTS INVOLVING POTENTIAL CONDITION-LEVEL DEFICIENCY(S) 
For complaints that indicate potential condition-level deficiency, CIHQ will conduct an on-site survey within one week 
following receipt of the complaint. If deficiencies are identified, the organization will be required to submit an 
acceptable plan of correction within the established time frame. 
 
 
COMPLAINTS INVOLVING POTENTIAL IMMEDIATE THREAT TO HEALTH & SAFETY 
If the nature of the complaint indicates a potential immediate threat to health and safety, an onsite survey will be 
conducted within two business days of receipt. If deficiencies are identified, the organization will be required to submit 
an acceptable plan of correction within the established time frame. 
 
 
NOTIFICATION TO THE COMPLAINANT 
If CIHQ determines that the complaint is without basis, the complainant will be notified that an investigation was 
conducted and the organization was found to be in substantial compliance to CIHQ standards, requirements, or 
policies. 
If CIHQ determines that the complaint has basis, the complainant will be notified in writing that an investigation was 
conducted, non-compliance to a CIHQ standard, requirement, and/or policy was identified, and an acceptable plan of 
correction was submitted by the organization. 
 
 
SHARING OF COMPLAINTS WITH CMS OR OTHER FEDERAL AGENCIES 
For organizations using CIHQ for deemed-status purposes, complaints may be forwarded to CMS or other federal 
agencies as required by law or CMS regulations. In addition, CIHQ will forward to CMS at the frequency required by 
them, the number of complaints received on accredited organizations broken down by: 
• Number of written resolutions 
• Number of focused surveys and follow-up actions 
• Number of complaints that have taken greater than 90 days to resolve and the reason for the delay, and the 


average resolution time for complaints 
See policy section on “Coordination of Accreditation Activities with Appropriate Licensing Bodies & Ombudsmen 
Programs” for additional information. 
 
 
COMPLIANCE TO CIHQ ACCREDITATION STANDARDS, REQUIREMENTS, & POLICIES 
Organizations are expected to be in continuous compliance to CIHQ standards, requirements, and policies. Full 
compliance is expected upon the effective date of the standard, requirement, or policy including the effective date of 
any revisions thereto.  
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NOTIFYING ORGANIZATIONS OF CHANGES TO ACCREDITATION STANDARDS, REQUIREMENTS, & 
POLICIES 
All changes to CIHQ accreditation standards, requirements, and policies will be communicated to accredited 
organizations in writing. The notification will include the effective date of implementation. In addition, all notifications 
will be posted on the CIHQ website and permanently archived for review. 
 
Interpretation of Existing Accreditation Standards, Requirements, & Policies 
CIHQ may from time to time issue official interpretation of existing accreditation standards, requirements, and 
policies. These interpretations will be posted on the CIHQ website and are accessible to accredited organizations. It 
is the accredited organization’s responsibility to access this information. 
 
Requests for Interpretation of Existing Accreditation Standards, Requirements, & Policies 
Organizations may request official interpretation of an existing accreditation standard, requirement, or policy. 
Requests must be made in writing. Information on submitting a written request is available on the CIHQ website. 
CIHQ will provide a written response to each request within 5 business days of submittal. 
 
 
HOW DEFICIENCIES ARE IDENTIFIED / SCORED 
Deficiencies are identified through survey and complaint review activities by assessing the organization’s compliance 
to CIHQ standards, requirements, and policies. Failure to meet CIHQ standards, requirements, or policies results in a 
deficiency. There are three levels of deficiency. Assigning a deficiency to a specific level is based on the 
pervasiveness and severity of the finding and its impact on care and safety.  


 
1. Standard Level Deficiencies 


A deficiency is at the standard level is issued when there is noncompliance with a single standard or several 
standards, or non-compliance with a requirement(s) within one or more standards that are not of such character 
as to substantially limit a facility’s capacity to furnish adequate care, or which would not jeopardize or adversely 
affect the health or safety of patients if the deficient practice recurred.  


 
2. Condition Level Deficiencies 


A deficiency at the condition level is issued due to noncompliance with a single standard or several standards, or 
non-compliance with a requirement(s) within one or more standards that substantially limit a facility’s capacity to 
furnish adequate care, or which would jeopardize or adversely affect the health or safety of patients if the 
deficient practice recurred. 


 
3. Immediate Threat to Health & Safety Deficiencies 


A deficiency at the immediate threat to health and safety (immediate jeopardy) is issued when a situation in which 
the organization’s non-compliance with one or more CIHQ standards/requirements or requirements under the 
CMS Conditions of Participation has caused, or is likely to cause, serious injury, harm, impairment, or death to a 
patient. Such a deficiency will automatically result in a condition level deficiency under the applicable Medicare 
Condition(s) of Participation  
 


 
RECTIFIED DURING SURVEY 
CIHQ allows organizations to correct identified deficiencies while the survey is occurring. In order for such correction 
to be acceptable, it must meet the following criteria: 
• The deficiency is minor, isolated, and easily correctable.  
• Correcting the deficiency does not require developing or modifying existing policies, processes, or documents.  
• Correcting the deficiency does not require new or remedial education, training, or competency validation of staff, 


physicians, or other individuals. 
 
Deficiencies rectified during survey will still be cited and entered into the organization’s report. However, surveyors 
will note in the report that the deficiency was corrected. The organization will still be required to submit a corrective 
action plan, but the plan may re-state the actions that were taken during the survey. 
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IMMEDIATE THREAT TO HEALTH & SAFETY 
An onsite survey will be initiated within two working days of notice to CIHQ of a potential immediate threat to health 
and safety (e.g. “immediate jeopardy”) in an accredited organization. 
 
Should surveyors identify an actual or potential immediate threat to health and safety they shall immediately notify the 
team leader.  
 
The team leader will immediately notify the organization’s leadership and the Executive Director or the Director of 
Survey Operations of CIHQ The Director of Survey Operations or the Executive Director of CIHQ (senior staff) will 
determine if an immediate threat to health and safety deficiency should be issued after taking into consideration all 
available information, as well as input from the survey team and leadership of the organization.  
 
If such a deficiency is issued, the team leader will determine – in collaboration with CIHQ senior staff – the specific 
actions that the organization must take immediately to mitigate the deficiency. These actions will then be 
communicated to the organization’s leaders. 
 
The team leader will monitor the organization to assure that the actions are implemented as required. 
 
The deficiency is to be noted in the survey report regardless of actions taken by the organization, and a corrective 
action plan will still be required in accordance with CIHQ policy. 
 
Issuance of an immediate threat to health and safety deficiency will automatically change an organization’s 
accreditation status to “Accreditation at Risk” until such time as the deficiency is corrected. 
 
CIHQ will notify CMS immediately of any deficiency that constitutes an actual immediate threat to health and safety or 
an allegation thereof that requires further investigation. Notification will be made to the CMS central office via e-mail 
and shall contain at least the following information: 
• Facility name, including  d/b/a and/or corporate names, as appropriate 
• Full address 
• CCN 
• Date of the survey/identification of potential immediate jeopardy  
• Planned date for on-site survey 
• Date of the organization’s last full accreditation survey 
• A brief summary of the issue.  Information on the suspected deficient practice shall be included to provide CMS 


with sufficient information to understand the situation.  The appropriate Condition(s) of Participation/Condition(s) 
for Coverage citation shall be included. 


 
In addition, CIHQ will provide to CMS; organization demographic information, issues identified, monitoring required, 
corrective action taken by the facility to abate the jeopardy and CIHQ’s final decisions regarding accreditation/deem 
status.  A copy of notification letter to the organization and the survey report will to be included in the report to CMS.  
This information shall to be forwarded to CMS at the same time the organization has been notified of CIHQ’s final 
determination. 
 
The information will be reviewed and forwarded to the appropriate CMS Regional Office (RO) so that the RO can 
determine if any action is required by CMS. 


   
 
SURVEY REVIEW PROCESS  
ISSUANCE OF A SURVEY REPORT 
Following the conclusion of the survey, the team leader will collect information from the individual team members, 
integrate the information, and produce a preliminary report. The preliminary report will then be reviewed by either the 
Director of Survey Operations or the Executive Director of CIHQ. The purpose of the review is to assure the following: 
• There is sufficient information in a finding to appropriately assign a deficiency 
• The deficiency has been assigned to the appropriate CIHQ standard 
• The deficiency has been assigned an appropriate level of severity 
The survey report will be modified as necessary as a result of the review process. 
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DETERMINATION OF AN ACCREDITATION DECISION 
Based on the findings contained in the final report, an accreditation decision will be rendered. The decision is a 
collaborative one involving the survey team leader, the Director of Survey Operations, and the Executive Director of 
CIHQ. A consensus decision is desirable. However, in the event of disagreement, the decision will be made by the 
Executive Director of CIHQ. The final accreditation decision is based on the final survey report in which the 
organization meets all requirements and CIHQ has received an acceptable plan of correction. 
 
 
NOTIFICATION TO THE ORGANIZATION 
Upon completion of the review, the final report and the accreditation decision will be communicated in writing in 
electronic form to the contact person listed on the organization’s accreditation profile. Unless there are extenuating 
circumstances, final report and accreditation decision will be provided within 10 business days following completion of 
the survey. 
 
 
CORRECTIVE ACTION PLANS 
SUBMISSION OF A CORRECTIVE ACTION PLAN 
The organization is required to submit an acceptable corrective action plan (CAP) to CIHQ within 10 calendar days 
following receipt of their survey report for any deficiencies identified, 
• An immediate threat to health and safety deficiency requires submission of an acceptable plan of correction within 


72 hours of determination.  
 


A CAP must be developed and submitted for each deficiency identified. In order for the CAP to be accepted, it must 
address at least the following: 
• The specific steps that the organization has taken (or will take) to correct the deficiency. The plan must address 


both the specific finding and the processes that led to the deficiency. 
• A description of how the CAP was (or will be) implemented 
• The monitoring process that has been (or will be) put in place to assure ongoing implementation of the CAP. 


Documentation must include the frequency and duration of monitoring, sample size, and target thresholds. 
• The title of the person responsible for implementing the CAP; and 
• The date the CAP was (or will be) implemented.  
 
The CAP should be implemented as quickly as possible. The expectation is that – whenever possible – corrective 
action has already occurred by the time the CAP is submitted.  
 
Due dates for completion of corrective actions should not exceed 60 days for standard level deficiencies, and 30 days 
for condition level deficiencies, from the date that the CAP is received by the organization. If specific actions require a 
longer timeframe, please notify CIHQ for assistance and direction. 
• The CAP addressing an immediate threat to health and safety deficiency must be fully implemented at the time of 


submittal. Under extenuating circumstances, a longer time frame may be permitted by the Executive Director of 
CIHQ.  


• If a CAP addressing compliance to the NFPA Life Safety Code will take longer than 60 days to implement, the 
organization must submit a time limited waiver request to CIHQ. See CIHQ policy on waivers to the NFPA life 
safety code for details. 


 
 
REVIEW / ACCEPTANCE OF CORRECTIVE ACTION PLANS 
For Standard & Condition Level Deficiencies 
Upon submission, the CAP will be reviewed by senior CIHQ staff. If a determination is made that the corrective action 
plan is acceptable, the organization will be notified in writing and no further corrective action on the part of the 
organization will be required. 
• If a determination is made that the CAP is unacceptable, the organization will be notified in writing of the 


reason(s) for declination, and the specific modifications necessary for the plan to be accepted. The organization 
will then be required to submit a second CAP within 7 calendar days. 


• If the second corrective action plan is unacceptable, the organization will be notified in writing of the reasons for 
declination and the specific modifications necessary for the plan to be accepted. The organization will then be 
required to submit a third and final CAP within 5 calendar days. 


• If the third and final corrective action plan is unacceptable, then the organization’s accreditation status will be 
changed to: “Accreditation at Risk”. 


A full or focused follow-up survey will be conducted by CIHQ to validate implementation of the CAP for any condition-
level deficiencies. 
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For Immediate Threat to Health & Safety Deficiencies 
Upon submission, the CAP will be reviewed by senior CIHQ staff. If a determination is made that the CAP is 
acceptable, the organization will be notified in writing and no further corrective action on the part of the organization 
will be required. A full or focused follow-up survey will be conducted by CIHQ to validate implementation of the CAP. 
• If a determination is made that the CAP is unacceptable, the organization will be notified in writing of the 


reason(s) for declination and the accreditation status of the organization will be changed to “Accreditation Denied 
/ Withdrawn 


 
Request for Extension of the Corrective Action Plan 
If an organization is unable to implement a corrective action(s) within the time frame submitted/accepted, it must 
request a one-time extension from CIHQ prior to the action(s) due date. The request must include the reason why the 
original date of completion cannot be met, as well as any supporting evidence justifying the request. Granting of an 
extension is at the sole discretion of CIHQ. Failure to request an extension in a timely manner may result in a change 
of accreditation status to “Accreditation at Risk”.  
 
 
Failure to Implement a Corrective Action Plan 
Failure to implement a corrective action plan within the time frame submitted/accepted, may result in a change of 
accreditation status to “Accreditation at Risk”.  
 
 
Validation of the Corrective Action Plan 
CIHQ may, at its sole discretion, require an organization to submit evidence that the accepted CAP has actually been 
implemented. If requested, the organization is required to submit the evidence within the requested time frame. 
Failure to submit evidence that a CAP has been implemented will result in a change of accreditation status to 
“Accreditation at Risk”.  
 
 
APPEAL PROCESS 
CIHQ has established an appeals process for accredited organizations wishing to contest a deficiency and/or 
accreditation decision. There are two levels to the appeal process 
 
FIRST LEVEL APPEAL PROCESS 
Appealing the Validity of a Deficiency or Assignment of a Level of Severity 
If an organization wishes to appeal a finding, it must notify CIHQ in writing within 10 calendar days following receipt of 
the report. The appeal is to be submitted on-line. Senior staff will review the appeal, contact the organization for any 
questions, discussion, further information, etc. and issue a determination in writing of the organization’s compliance to 
the standard/requirement in question. 
 
Appealing an Accreditation Decision 
If an organization wishes to appeal an accreditation decision, it must notify CIHQ in writing within 10 business days 
following issuance of the decision. There is no specific format for the appeal. The content must specifically address 
the following: 
• The basis for appealing the accreditation decision 
• Why the organization believes that the accreditation decision was incorrectly rendered 
• The specific relief being requested 
 
The written request must be submitted to: 
Center for Improvement in Healthcare Quality 
P.O. Box 848 
Round Rock, TX 78680 
 
Senior staff at CIHQ will make the decision with respect to any appeal submitted. In making this decision, the 
following will be carefully considered: 
• Information that led to the accreditation decision 
• The position and any information provided by the organization as part of the appeal 
• Input and feedback from senior staff  
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SECOND LEVEL APPEAL PROCESS 
If the organization does not accept the results of the first level appeal process, it may request –in writing to the 
Executive Director of CIHQ – that its appeal be reviewed by the CIHQ Accreditation Review Board (ARB). The ARB is 
an independent three-member panel comprised of a physician, nurse, and community representative.  The ARB is 
not comprised of CIHQ staff. Panel members may not have any professional or personal involvement with the 
organization. If there is a potential conflict of interest, the affected panel member will be removed and replaced with 
an alternate. 
 
The ARB will review the information originally submitted by the organization during the first level appeals process, as 
well as the survey findings and first level appeal decision. No additional information may be submitted.  
 
The organization will be informed in writing of the date and time that the appeal will be considered. If requested, the 
organization may present their appeal directly to the ARB. This will usually be accomplished by an audio conference 
call. However, the organization may request that they present their appeal in person. The organization will be 
responsible for all costs related to convening the ARB – including professional fees, and travel expenses if an in-
person meeting is requested. 
 
The organization will be informed of the decision by the ARB in writing. The decision of the ARB is final. 
 
 
AFFECT OF THE APPEAL PROCESS ON SUBMISSION OF A CORRECTIVE ACTION PLAN 
Initiating the appeal process does not obviate the organization from submitting an acceptable plan of correction within 
required time frames. Except for an immediate threat to health and safety deficiency, the organization may submit 
due dates for completion on deficiencies they wish to appeal with enough lead time to allow the appeal process to 
occur and still implement corrective actions in a timely manner should the appeal be denied. The organization should 
contact CIHQ for assistance in this regard. 
 
 
ACCREDITATION DECISION / CATAGORIES 
CIHQ accreditation surveys are pass/fail. Accreditation decisions are made following consideration of all available 
information provided by the survey team, and the applicant / accredited organization. There are three categories of 
accreditation: 
 
ACCREDITED 
The organization is in compliance with all CIHQ standards, requirements, and policies at the time of survey, or has 
successfully submitted an acceptable plan of correction for any identified deficiencies in accordance with CIHQ policy 
and within required time frames. 
• For organizations that are already accredited by CIHQ, accreditation will remain in good standing while identified 


deficiencies are in the process of being corrected. 
• For initial accreditation, an organization will not be considered accredited until corrective action plans for all 


identified deficiencies have been accepted. 
 
 
ACCREDITATION AT RISK 
An organization’s accreditation status may be placed at risk when an organization: 
• Fails to submit a required corrective action plan and/or related documentation or if established reasonable 


timelines in a corrective action plan are not met  
• Fails to notify CIHQ of substantive changes to their application in a timely manner 
• Makes false public claims regarding its accreditation. (e.g., accreditation is used in a way that is unjustifiable or 


deceptive in advertising.)  
• Violates CIHQ policy on falsification and misrepresentation 
• Uses a CIHQ surveyor to provide CIHQ accreditation consulting services 
• Allows an individual to provide patient care without a current state or federally mandated license, certification, or 


registration  
• Has an immediate threat to health and safety deficiency identified 
• Fails to request extension for implementing a corrective action plan in a timely manner 
• Fails to implement a corrective action plan within the time frame submitted/accepted 
• Fails to submit evidence that a corrective action plan has been implemented if requested to do so. 
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The requirements that an organization must meet to be removed from the “Accreditation at Risk” category will depend 
on the nature, extent, and severity of the issue. These requirements will be communicated to the organization in 
writing. The length of time that an organization is permitted to remain on “Accreditation at Risk” will also depend on 
the nature, extent, and severity of the issue. The allowed length of time will be communicated in writing to the 
organization. If an organization is using CIHQ for deemed-status purposes, CIHQ will notify CMS anytime an 
“Accreditation at Risk” designation is made. 
 
 
DENIAL / WITHDRAWAL OF ACCREDITATON 
The organization is denied or has withdrawn its accreditation. All opportunities and mechanisms to obtain or maintain 
accreditation have been undertaken. CIHQ may – at its sole discretion – deny / withdraw an accreditation award 
whenever an organization: 
• Ultimately fails to submit an acceptable corrective action plan to an identified deficiency(s) as outlined in CIHQ 


policy 
• Fails to meet the requirements necessary to be removed from an “Accreditation at Risk” designation within the 


required time frame 
• Refuses to allow CIHQ access to its facilities, records, staff, patients, or other information necessary to determine 


compliance to CIHQ standards, requirements, and policies. 
• Fails to pay invoices in a timely manner 
 
The organization will be notified in writing that its accreditation has been denied / withdrawn and the effective date of 
such action. If an organization is using CIHQ accreditation for deemed status purposes, CIHQ will notify CMS 
promptly whenever accreditation is denied / withdrawn. 
 
 
COORDINATION OF ACTIVITIES WITH APPROPRIATE LICENSING BODIES & OMBUDSMEN PROGRAMS  
For hospitals using CIHQ accreditation for deemed-status purposes, CIHQ shall make available specific 
accreditation-related information to federal, state, local, or other government certification or licensing agencies, and 
public health agencies. Information shall be made available under the following circumstances:  
• CIHQ identifies an immediate threat to the health and safety of patients or the public and takes action to deny or 


withdraw an organization’s accreditation  
• CIHQ identifies an event that may have, or has, placed the health and safety of patients or the public at serious 


risk. Such events include, but are not necessarily limited to: 
o Intentional falsification of a patient’s medical record  
o Abuse of patient  
o Unethical treatment of a patient  
o Denial of care to a patient  
o Patient “dumping” by the organization  
o The provision of surgical or invasive procedures on a patient without the patient’s consent  


 
In addition, CIHQ shall make available complaint information requested by CMS or state agencies in accordance with 
deemed status or other recognition requirements – including the actual complaint and actions taken by the 
organization. The Executive Director of CIHQ shall be responsible for the timely coordination of survey activities and 
information-sharing with the above noted agencies. 
 
 
COLLECTION OF INFORMATION ABOUT AN ACCREDITED ORGANIZATION 
CIHQ maintains a current database on all accredited organizations. The information stored in the database allows 
CIHQ to track and monitor the organization’s ongoing compliance to CIHQ standards, requirements, and policies. The 
Information in the database includes, but is not limited to, an organization’s: 
• Current accreditation application 
• Current accreditation status 
• Dates of last initial or triennial survey 
• Dates of focus surveys within the current triennial survey cycle 
• Survey reports – including noting of deficiencies by CIHQ standard and level of severity. 
• Status / outcome of corrective action plans required for any identified deficiency 
• Status / outcome of any appeals submitted 
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For those organizations that use CIHQ accreditation for deemed-status purposes, the database will also include: 
• Number of complaints received about the organization broken down by: 


o Number of written resolutions 
o Number of focused surveys and follow-up actions 
o Number of complaints that have taken greater than 90 days to resolve and the reason for the delay, and the 


average resolution time for complaints 
• Notification to/from CMS about the organization’s accreditation status being:  


o Accreditation at Risk 
o Accreditation Denied / Withdrawn 


All information is considered confidential and, except when required by law and regulation, will not be shared with any 
outside entity without the written permission of the organization 
 
 
INFORMATION THAT IS PUBLICLY SHARED BY CIHQ 
CIHQ will make the following information public to interested parties upon request: 
• Verification that the organization is accredited or is seeking accreditation by CIHQ 
• The organization’s current accreditation status 
• The dates of the organization’s initial or last full triennial survey 
• The expiration date of the organization’s current accreditation 


 
 


SHARING OF ACCREDITATION INFORMATION WITH CMS & OTHER FEDERAL AGENCIES 
For organizations using CIHQ accreditation for deemed-status purposes, CIHQ will share information with CMS 
and/or other federal agencies as required by law or regulation. The frequency and manner of submitting information is 
determined by CMS or other federal agencies. This information includes, but is not necessarily limited to, the 
following: 
• Organizations that have been surveyed or are scheduled to be surveyed 
• The date(s) of surveys conducted or to be conducted 
• The type(s) of surveys conducted (full, focused, complaint, etc) or to be conducted 
• The organization’s accreditation decision and status 
• Any deficiency identified as an immediate threat to health and safety. 
• A copy of the organization’s final accreditation report and accepted plan(s) of correction 
• Any withdrawal or denial of accreditation of an organization by CIHQ 
• Any withdrawal of accreditation by an organization 
• The number, percentage, and related Medicare tag number of the top ten deficiencies identified during survey 


activity 
 
CIHQ will report to CMS and/or the Office of the Inspector General credible evidence involving potential Medicare 
Fraud & Abuse or criminal activities by an organization seeking accreditation. The organization will be informed that a 
report is being made. 
 
 
GENERAL INSTRUCTIONS TO SURVEYORS 
CIHQ has developed a set of instructions that guide surveyors in on-site activities. These instructions are available to 
accredited organizations on the CIHQ website, and by this reference, are considered official CIHQ policy. 
 
 
ACCREDITATION FEES 
Accreditation fees are billed on an annual or quarterly basis as preferred by the organization. The amount is based on 
the size and complexity of the organization. Accreditation fees cover initial, triennial, and mid-cycle surveys and 
associated travel expenses. 
 
There is no additional fee for complaint surveys (first two in a given calendar year) or follow-up surveys. Travel 
expenses for such surveys will be billed. 
 
All invoices are due within 30 days of receipt. 
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INDEMNIFICATION 
Organizations agree that CIHQ accreditation does not constitute a warranty of compliance with the accreditation 
standards and further that accreditation is not a substitute for self-monitoring and assessment of the services and 
the quality and safety of care provided by the organization.   


The organization agrees to indemnify and hold harmless the CIHQ, its commissioners, officers, agents, employees, 
and member organizations from any and all professional liability claims of other parties against CIHQ, its 
commissioners, officers, agents, employees, or member organizations arising from its accreditation program, 
process, policies, and survey activities, including all judgments, settlements, costs, expenses, and reasonable 
attorneys' fees, unless and until any such judgments, settlements, costs, expenses and attorneys' fees are found 
by a final judgment of a court of competent jurisdiction to have resulted solely from negligence or wrongdoing on 
the part of the CIHQ.   


This indemnification and hold harmless provision shall apply only to professional liability claims, i.e., claims based 
on the CIHQ's performance of its professional services, and not to general liability claims for bodily injury or 
property damage arising out of the CIHQ's negligence or intentional misconduct. 


The organization agrees that in the event of any error or omission in connection with or as a result of CIHQ's 
performance of accreditation services including, but not limited to, the scheduling and conduct of any accreditation 
survey, the processing of the results of any accreditation survey, and the disclosure of any accreditation survey 
results, the CIHQ's liability to the organization for any loss or damage arising therefrom, shall be limited to the total 
fees paid or payable for any accreditation services provided.  


This limitation of liability shall apply to the fullest extent permitted by law regardless of whether the organization's 
claim for loss or damage is based upon contract, tort, strict liability, or otherwise, and shall constitute CIHQ's sole 
liability to the organization and the organization's exclusive remedy against the CIHQ in the event of any such 
error or omission. 


 
 


--- END --- 
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Stroke Committee 


 
 


J. Neal Rutledge, MD 


Committee Chair 
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10900 Stonelake Blvd 


Austin, Texas 78759 


Phone: 512-658-2501  


Fax: 512-454-5924 


Email: nrutledge@austin.rr.com  


Expiration: 12/2017 
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Email: GeorgeCravens@mac.com  


Expiration: 12/2017 


 


Salvador Cruz-Flores, MD 


Chair of Neurology 


Texas Tech University Health Sciences 


Center at El Paso, School of Medicine  


4800 Alberta Avenue 


El Paso, Texas 79905 


Work: 915-215-5911 


Fax: 915-545-6705 


Email: salvador.cruz-flores@ttuhsc.edu  


Expiration: 12/2017 


 


Homer T. Fillingim, LP, CCEMT-P 


EMS Director 


Fisher County Hospital District EMS 


774 West Highway 70 North 


Rotan, Texas 79546 


Phone: 325-669-0015 
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Email: hfillingim@fishercountyhospital.com 


Expiration: 12/2016 


 


Lisa Hutchison, RN, BSN 


Stroke Coordinator 


East Texas Medical Center, Tyler 


700 Olympic Plaza Suite 850 
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Email: lhutchison@etmc.org  


Expiration: 12/2017 
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1600 Coit Road 
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Email: paul.hansen@hcahealthcare.com 


Expiration: 12/2016 


 


Johanna Morton M.D. 
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Expiration: 12/2018 
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AGENDA 
Trauma Systems Committee Meeting 


Governor’s EMS and Trauma Advisory Council (GETAC) 
Department of State Health Services (DSHS) 


Wyndham Garden Austin 


3401 South IH 35, Austin, TX 78741 


Thursday, May 12th, 2016 


2:30 P.M. 


 


 


Call to Order/Roll Call ………………………………………………………………….. Jorie Klein, BSN, Chair 


 


Recognition of members ………………………………………………………………………. Jorie Klein, Chair 


 


Discussion and possible action on the following items: …………………………………… Committee Members 


  


1. Review of current DSHS EMS and Trauma System Rules in Title 25 of the Texas Administrative Code 


(TAC), Chapter 157, including the process for applying for trauma facility designation ………… Jane Guerrero 


 


2. Texas EMS & Trauma Registry update ………………………………………………………………. Dan Dao 


 


3. Trauma System Strategic Plan update …………………………………………………… Brian Eastridge, MD 


 


4. Interim study of the Texas Trauma System, as recommended by the Texas House Committee on 


Appropriations during the 84th Texas Legislative Session …………………………………….. Jorie Klein, Chair 


 


5. Trauma Systems Committee Registry Workgroup report ……………………………………………………… 


 


6. Trauma Systems Committee Trauma Medical Director Workgroup report ……………... Brian Eastridge, MD 


 


7. Trauma Systems Committee Advanced Practice Provider Workgroup report ………………….. Kelly Stowell 


 


8. Trauma Registrars Workgroup report ……………………………………………………………... Irene Lopez 


 


9. Texas Trauma Quality Improvement Program (TQIP) Collaborative Initiative update ……... Raj Gandhi, MD 


 


10. Texas TQIP Level III pilot report ………………………………………………………….. Jorie Klein, Chair 


 


11. Texas TQIP Pediatric Trauma Facilities report ………………………………………………….. Lori Vinson 


 


12. Stand-Alone Emergency Departments in the Texas Trauma System …………………………………………. 


 


13. Pediatric Inter-facility Transfer Guidelines update ………………………………………………. Sally Snow 







 


 


 


14. Hartford Consensus III, as it relates to empowering the public to serve as first responders in intentional 


mass-casualty and active shooter events, update ………………………………………………. Jorie Klein, Chair 


 a. stopthebleedtexas.org   


 


15. Trauma Centers per Trauma Service Area review update ………………………………….. Raj Gandhi, MD 


 


16. Trauma Awareness Month, May 2016 update: “Sharing Our Best” ………………………………………….. 


 


17. Reports from committee member participation in the following groups/associations/facilities: 


 


a. GETAC Council  


b. Region VI American College of Surgeons/Council on Trauma 


c. Texas Trauma Coordinators Forum 


d. Emergency Nurses Association 


e. Texas College of Emergency Physicians 


f. Level IV Trauma Facilities 


g. Level III Trauma Facilities 


h. Level II Trauma Facilities 


i. Level I Trauma Facilities 


j. Pediatric Trauma Centers  


k. Texas Hospital Association 


General Public Comment 


(Comment time may be limited at Chair’s discretion) 


 


Summary for GETAC meeting report ……………………………………………………… Committee Members 


 


Announcements ………………………………………………………………………………... Jorie Klein, Chair 


 


Review and list agenda items for next meeting ………………………………………………... Jorie Klein, Chair 


 


Next Meeting Date …………………………………………………………………………….. Jorie Klein, Chair 


 


Adjournment …………………………………………………………………………………... Jorie Klein, Chair 
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Trauma Systems Committee 
 


Jorie Klein, RN, DON 
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Parkland Health & Hospital System 


Trauma Services 
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Expiration: 12/2018 


 


Lori Boyett, RN, BSN 


Director 


Baylor Scott and White 


Phone: 254-202-5390 


Fax: 254-202-5349 


Email: lboyett@sw.org  


Expiration: 12/ 2018 


 


Randall (Scott) Christopher, RN, LP 


Nacogdoches Medical Center Hospital 


4920 Northeast Stallings Drive 


Nacogdoches, Texas 75965 


Phone: 936-462-4373 


Email: scott.christopher@tenethealth.com   


Expiration: 12/2016 


 


Brian Eastridge, MD 


Trauma Director 


University of Texas Health Science Center- 


San Antonio 


7703 Floyd Curl Drive 


San Antonio, Texas 78260 


Phone: 210-567-3623 


Email: Eastridge@uthscsa.edu  


Expiration: 12/2016 


 


Rajesh Gandhi, MD 


Trauma Medical Director 


Texas Health Care, PLLC 


1500 South Main Street, OPC-303 


Fort Worth, Texas 76104 


Phone: 817-702-1172 


Fax: 817-702-1605 


Email: rgandhi@jpshealth.org  


Expiration: 12/2016 


  


 


 


 


Elmo Lopez 


CEO 


McAllen Medical Center 


301 West Expressway 83 


McAllen, Texas 78503 


Work: 956-632-4011 


Fax: 956-289-5073 


Email: elmo.lopez@uhsrgu.com  


Expiration: 12/2017 


 


Lisa Price, RN 


Director of Trauma Services/Emergency 


Management Coordinator 


DeTar Healthcare System 


506 East San Antonio Street 


Victoria, Texas 77901 


Phone: 361-788-6683 


Fax: 361-788-6684 


Email: lisa.price@detar.com 


Expiration: 12/2016 


 


Alex Ramos, RN 


Operations Manager 


University Medical Center of El Paso/Trauma 


4815 Alameda 


El Paso, Texas 79903 


Phone: 915-521-7984 


Fax: 915-521-7709 


Email: aramos@umcelpaso.org  


Expiration: 12/2018 


 


Kathy Rodgers, RN 


Director Trauma  


Christus St. Elizabeth Hospital Beaumont 
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Phone: 409-899-7863 
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Director of Trauma Services 
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James Cunningham  


EMS Division Chief  


Cedar Hill Fire Department  


1212 W Beltline Rd  


Cedar Hill Texas 75104 


Phone: 972-291-1011 


Fax: 972-291-3473 


Email: Kevin.cunningham@cedarhilltx.com 


Expiration: 12/2017 


 


Craig Rhyne, MD  


Chief Medical Officer  


Covenant Health Systems 


3615 19th St  


Lubbock, Texas 79410 


Phone: 806-725-3118 


Fax: 806-723-7361 


Email: crhyne@covhs.org 


Expiration: 12/2017 
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AGENDA 
Air Medical Committee Meeting 


Governor’s EMS and Trauma Advisory Council (GETAC) 
Department of State Health Services (DSHS) 


Wyndham Garden Austin 


3401 South IH-35, Austin, TX 78741 


Wednesday, May 11th, 2016 


4:00 P.M. 


 


 


Call to Order/Roll Call ……………………………………………… Shirley Scholz, RN, CCRN, EMT-P, Chair 


 


Discussion and possible action on the following items: …………………………………… Committee Members 


 


1. Discussion and possible approval of support for white paper development concerning air medical inclusion in 


Regional Advisory Council quality improvement and performance improvement processes ……………………. 


 


2. Regarding a potential strategic planning process for the Air Medical Committee ……………………………... 


 


3. Pediatric Recognition Program for Emergency Departments ……….. Sam Vance and Katherine Remick, MD 


 


General Public Comment          


(Comment time may be limited at Chair’s discretion) 


 


Summary for GETAC meeting report ……………………………………………………… Committee Members 


 


Announcements ……………………………………………………………………………. Shirley Scholz, Chair 


 


Review and list agenda items for next meeting ……………………………………………. Shirley Scholz, Chair 


 


Next Meeting Date …………………………………………………………………………. Shirley Scholz, Chair 


 


Adjournment ……………………………………………………………………………….. Shirley Scholz, Chair  








Air Medical Committee 
Governor’s EMS and Trauma Advisory Council (GETAC) 


 


Letter of Recommendation 
 


 


BACKGROUND  


The Air Medical Committee for the Governor’s EMS and Trauma Advisory Council 


(GETAC) is a standing committee that provides recommendations and guidance for air medical 


operations in the state of Texas.  It is the mission of the Air Medical Committee to promote safe, 


ethical and clinically sound air medical transport for the citizen of Texas. 


 


The purpose of a Regional Advisory Council (RAC) is to develop, implement and 


monitor a regional emergency medical services (EMS) trauma system plan to facilitate trauma 


system networking within its TSA or group of TSAs. A RAC is an organized group of healthcare 


entities and other concerned citizens who have an interest in improving and organizing trauma 


care within a specified Trauma Service Area (TSA). RAC membership may include hospitals, 


physicians, nurses, EMS providers, rehabilitation facilities, dispatchers, as well as other 


community groups. 


 


The Regional Advisory Councils are responsible for developing, implementing, and 


monitoring a regional emergency medical service trauma system plan. They are an organized 


group of healthcare entities and other concerned citizens who have an interest in improving and 


organizing trauma care within a specific TSA.  Regional Advisory Council objectives are to 


reduce the incidence of trauma through education, data collection and analysis and performance 


improvement. This is accomplished by providing educational initiatives, looping data back into 


those initiatives as well as conducting performance improvement that provides each and every 


provider guidance and motive to reduce the incidence of trauma as well as improve the outcome 


of trauma patients. 


 


 


PURPOSE  


 The purpose of letter is to recommend that Regional Advisory Councils ensure that Air 


Medical providers are incorporated into the Continuous Quality Improvement (CQI) process for 


all Regional Advisory Councils.   


 


We believe that incorporating air medical providers into the CQI process will improve 


patient care, collaboration and it will foster a community partnership for all stakeholders within a 


RAC.   


 


 


 


 







Air Medical Committee 
Governor’s EMS and Trauma Advisory Council (GETAC) 


 


Letter of Recommendation 
 


DESIRED OUTCOME  


The desired outcome is to incorporate air medical providers into the RAC CQI process.  


This will provide a mechanism and a platform for concerns regarding the air medical service to 


be identified, addressed and provide a mechanism for loop closure within the applicable 


Regional Advisory Council. 


 


Should concerns regarding the air medical service(s) including and not limited to safety, 


patient care, dispatching, and membership services be brought to the RAC; an opportunity for 


performance improvement should be identified.  The performance improvement may include and 


not be limited to educational initiatives, recommendations to improve the agency’s processes and 


the recommendations from the GETAC Air Medical Committee. 
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Air Medical Committee 


 
 


Shirley Scholz, RN, CCRN, EMT-P 


Committee Chair 


Director of Marketing/Business 


Development 


Covenant/AeroCare 


Rt. 3 Box 49-F 


Lubbock, Texas 79403 


Work: 806-252-2837  


Fax: 806-725-1195 


Email: scholzshirley@med-trans.net  


Expiration: 12/2018 


 


 


Roberta Corbell, RN, LP 


Administrative Director Trauma & Flights 


Del Sol Medical Center 


10501 Vista Del Sol 


El Paso, Texas 79932 


Phone: 915-497-0701 


Fax: 915-599-4364 


Email: roberta.corbell@hcahealthcare.com  


Expiration: 12/2017 


 


Martha Headrick, RN, LP 


Senior Program Director North Texas 


Air Evac Lifeteam 


1308 Paluxy Road 


Granbury, Texas 76048 


Work: 817-579-2031 


Fax: 817-579-2034 


Email: martha.headrick@air-evac.com  


Expiration: 12/2017 


 


John Jones, EMT-P, FP-C 


Clinical Base Supervisor 


Air Methods- Native Air (El Paso, TX) 


1625 Medical Center Drive 


El, Paso, Texas 79901 


Work: 915-487-3200 


Fax: 915-747-2457 


Email: john.jones@airmethods.com  


Expiration: 12/2017 


 


 


 


 


 


 


 


Thomas Klassen, ATP, CMTE 


Executive Director 


HALO-Flight 


1843 FM 665 


Corpus Christi, Texas 78415 


Work: 361-265-0509 


Fax: 361-265-0541 


Email: tomk@haloflight.org  


Expiration: 12/2016  


 


Alicia McDonald (Wiren) LP, FP-C  


Flight Paramedic  


Methodist AirCare 


26868 Kings Park Hollow Drive 


Kingwood, Texas 77339  


Phone: 281-636-9202 


Fax: 281-359-4076  


Email: alicia@mcdonaldhome.net   


Expiration: 12/2016 


 


Rickey Reed, CCEMT-P 


Membership Sales  


PHI Air Medical 


2905 Rocky Creek Drive 


Mansfield, Texas 76063 


Phone: 817-715-2289 


Fax: 817-473-2209 


Email: rreed@phihelico.com 


Expiration : 12/2017 


 


Debra Wallace, RN, BSN, CPHQ 


Program Director 


Air Evac Lifeteam 


3300 B Rickabaugh Drive 


Big Spring, Texas 79720 


Phone: 417-274-0473 


Fax: 432-264-7458 


Email: wallacedebra@air-evac.com  


Expiration: 12/2016 
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Timothy Welch, EMT-P, FP-C 


Program Manager 


EGM 


4503 Birch Street 


Bellaire, TX 77401 


Houston, Texas 77090-3496 


Phone: 800-764-3343 


Cell: 830-431-3046 


Email: tim.welch@flyeaglemed.com 


Expiration: 12/2016 


 


 


Lynn Lail , RN,LP 


CareFlite Air- Air Division  


3110 S. Great Southwest Parkway  


Grand Prairie Tx 75052 


Phone: 817-905-1429 


Fax: 972-988-3144 


Email: llail@careflite.org 


Expiration: 12/18 
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AGENDA 
Cardiac Care Committee Meeting 


Governor’s EMS and Trauma Advisory Council (GETAC) 
Department of State Health Services (DSHS) 


Wyndham Garden Austin 


3401 South IH 35, Austin, TX 78741 


Thursday, May 12th, 2016 


4:00 P.M. 


 


 


Call to Order/Roll Call ………………………………………………………… Richard W. Smalling, MD, Chair 


 


Discussion and possible action on the following items: …………………………………… Committee Members 


 


1.  Review and approval of February, 2016 meeting minutes ………………… Richard W. Smalling, MD, Chair 


 


2.  Progress in improving pre-hospital ST Segment Elevation Myocardial Infarction (STEMI) data collection 


and potential impact on improving STEMI care ……... Catherine Bissell, David Wampler, PhD, and Committee 


 


3.  Progress of the STEMI-Accelerator project in Southeast Texas Trauma Regional Advisory Council ……….. 


……………………………………………………………………………………………… Jamie McCarthy, MD 


 


4.  Update on the Cardio Vascular Disease and Stroke Council STEMI Care Gap Analysis …………………….. 


………………………………………………………………… Robert Wozniak, MD, and J. Neal Rutledge, MD 


 


5.  Review progress for goals for the GETAC Cardiac Care Committee in 2016 …………. Committee Members 


 


6.  Initiatives, programs and potential research that might improve acute cardiac care in Texas ………………… 


………………………………………………………………………………………………. Committee Members 


 


General Public Comment      


(Comment time may be limited at Chair’s discretion) 


 


Summary for GETAC meeting report …………………………………………………….... Committee Members 


 


Announcements ……………………………………………………………….. Richard W. Smalling, MD, Chair 


 


Review and list agenda items for next meeting ……………………………….. Richard W. Smalling, MD, Chair 


 


Next Meeting Date …………………………………………………………….. Richard W. Smalling, MD, Chair 


 


Adjournment …………………………………………………………………... Richard W. Smalling, MD, Chair 
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Expiration: 12/2017 
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Las Palmas Del Sol Healthcare Campus 
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Phone: 915-261-9555 


Email: Todd.Haugen@hcahealthcare.com 


Expiration: 12/2018 


 


James McCarthy, MD 


Associate Professor and Chairmen 


Department of Emergency Medicine 


University of Texas Medical School 


Houston 


6341 Fannin JJL 451 


Houston, Texas 77030 


Work: 713-500-7863 


Fax: 713-500-0503 


Email: james.mccarthy@uth.tmc.edu  


Expiration: 12/2017 


 


 


 


 


 


 


 


Timothy Mixon, MD 


Baylor Scott & White Healthcare 


2401 S. 31st Street 


Temple, Texas 76508 


Work: 254-724-6479 


Fax: 254-724-9854 


Email: tmixon@sw.org  


Expiration: 12/2017 


 


David Wampler, LP 


Assistant Professor 


University of Texas Health Science Center 


San Antonio 


4201 Medical Drive 


San Antonio, Texas 78229 


Phone: 210-567-7598 


Email: wamplerd@uthscsa.edu  


Expiration: 12/2016 


 


Neil White RN, LP 


Director of Operations 


MetroCare Services 


4550 South 3rd St 


Abilene, Texas 76905 


Phone: 325-691-8906 


Fax: 325-691-1547 


Email: nwhite@metrocare.net  


Expiration: 12/2016 


 


Robert J. Wozniak, MD 


Interventional Cardiologist 


Cardiovascular Specialist of Texas 


5905 Mountain Villa Drive 


Austin, Texas  78731 


Phone: 512-454-4024 


Fax: 512-454-4024 


Email: RWozniak@austin.rr.com 


Expiration: 12/2016 


 


Christine Yuhas, NREMT-B 


Cardiac Care Specialist 


Air Evac EMS, Inc. 


3402 Ocean Drive 


Corpus Christi, Texas  78411 


Phone: 417-505-0864 


Email: chrisyuhas@yahoo.com 


Expiration: 12/2018 
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CareFlite Air- Air Division  


3110 S. Great Southwest Parkway  


Grand Prairie Tx 75052 


Phone: 214-701-0310 


Fax: 972-988-3114 


Email: lrovedo@carelite.org 


Expiration: 12/2018 


 


Jeffrey Mincy  


Director of EMS  


Coryell Memorial Healthcare Systems  


222 Memorial Drive  


Gatesville, Texas 76528 


Phone: 254-865-1248 


Fax: 254-865-1363 


Email: jmincy@cmhos.org 


Expiration: 12/2018 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 



mailto:lrovedo@carelite.org

mailto:jmincy@cmhos.org






 


 


 
 


AGENDA 
Disaster Emergency Preparedness Committee Meeting 


Governor’s EMS and Trauma Advisory Council (GETAC) 
Department of State Health Services (DSHS) 


Wyndham Garden Austin 


3401 South IH 35, Austin, TX 78741 


Wednesday, May 11th, 2016 


9:00 A.M. 


 


 


Call to Order/Roll Call ……………………………………………………... Eric Epley, CEM, NREMT-P, Chair 


 


Discussion and possible action on the following items: …………………………………… Committee Members 


  


1. Workgroup Reports: 


A. Texas Disaster Medical System (TDMS) …………………………………………… Emily Kidd, MD 


a. TDMS Mass Fatality Management report 


B. Emergency Medical Task Force (EMTF) report ………………………………………….. Sara Jensen 


           a. Infectious Disease Response Unit (IDRU) 


 


 C. Hospital Disaster Task Force …………………………………………………… Jason Aydelotte, MD 


 


2. Pediatric Recognition Program for Emergency Departments ……….. Sam Vance and Katherine Remick, MD 


 


3. Regional Health and Medical Operations Centers (RHMOCs) ……………………………... Eric Epley, Chair 


 


4. Identify 2016 priorities for the Disaster Emergency Preparedness Committee ……………... Eric Epley, Chair 


 


General Public Comment          


(Comment time may be limited at Chair’s discretion) 


           


Summary for GETAC meeting report ……………………………………………………… Committee Members 


 


Announcements ………………………………………………………………………………… Eric Epley, Chair 


 


Review and list agenda items for next meeting ………………………………………………... Eric Epley, Chair 


 


Next Meeting Date ……………………………………………………………………………... Eric Epley, Chair 


 


Adjournment …………………………………………………………………………………… Eric Epley, Chair 
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Email: jdaydelotte@seton.org  


Expiration: 12/2018 


 


John Johnson, EMS Specialist   


HCA North Texas Division  
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Email: Jacob.Johnson@hcahealthcare.com 


Expiration: 12/2018 
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AGENDA 
Education Committee Meeting 


Governor’s EMS and Trauma Advisory Council (GETAC) 
Department of State Health Services (DSHS) 


Wyndham Garden Austin 


3401 South IH 35, Austin, TX 78741 


Thursday, May 12th, 2016 


9:00 A.M. 


 


 


Call to Order/Introductions ……………………………………………………………... Jodie Harbert, LP, Chair 


 


Discussion and possible action on the following items: …………………………………… Committee Members 


 


1. Review and update the DSHS Emergency Medical Services (EMS) Education Training Manual ……………. 


 


2. Development of a functional job description for EMS personnel as it relates to The Americans with 


Disabilities Act ……………………………………………………………………………………………………. 


 


3. Review progress on Texas effort (based on the Hartford Consensus III and the Stop the Bleed projects) to 


develop a coalition relating to the empowering of the public to serve as first responders in intentional mass 


casualty and active shooter events, identify education stakeholders and Education Committee goals towards 


coalition implementation ………………………………………………………………………………………….. 


 


4. Discussion of continuing education requirements for all levels of EMS personnel ……………………………  


 


General Public Comment  


(Comment time may be limited at Chair’s discretion)   


 


Summary for GETAC meeting report ……………………………………………………… Committee Members 


 


Announcements ……………………………………………………………………………... Jodie Harbert, Chair 


 


Review and list agenda items for next meeting ……………………………………………... Jodie Harbert, Chair 


 


Next Meeting Date ……………………….……………………...………………………….. Jodie Harbert, Chair 


 


Adjournment ………………………………………………………………………………… Jodie Harbert, Chair 
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AGENDA 
Emergency Medical Services (EMS) Committee Meeting 


Governor’s EMS and Trauma Advisory Council (GETAC) 
Department of State Health Services (DSHS) 


Wyndham Garden Austin 


3401 South IH 35, Austin, TX 78741 


Thursday, May 12th, 2016 


10:30 A.M. 


 


 


Call to Order/Roll Call ………………………………………………………. Dudley Wait, EMT-P, BBA, Chair  


 


Discussion and possible action on the following items: ………………………………….... Committee Members 


  


1. Update on status of revisions to the EMS and Trauma System rules in 25 TAC, Chapter 157 ………………. 


 


2. EMS for Children Update ……………………………………………………………………………………... 


 


3. Update from the Texas EMS and Trauma Registries …………………………………………………………. 


 


4. Update from workgroup exploring the development of a state-approved process designed to rehabilitate 


EMS personnel with substance abuse problems and reintegrate them into the EMS workforce ……………... 


 


5. Update from workgroup regarding best practices and issues regarding patients carrying firearms on 


ambulances ……………………………………………………………………………………………………. 


 


6. Update on Air Medical issues from across the state and the potential creation of a workgroup, in 


collaboration with the Air Medical Committee, to address them …………………………………………….. 


 


7. Update from workgroup investigating transfer patients being moved by private vehicle …………………… 


 


8. Update on the development of a workgroup, in collaboration with the Medical Director’s Committee, with 


the purpose of formulating template language for EMS Medical Director agreements …………………….... 


 


9. EMS shift lengths and fatigue ………………………………………………………………………………… 


 


10. Committee attendee feedback regarding the April 20 – 22, 2016, Rural EMS National Conference in Texas .  


 


General Public Comment 


(Comment time may be limited at Chair’s discretion) 


 


Summary for GETAC meeting report ……………………………………………………… Committee Members 


 







 


 


Announcements ……………………………………………………………………………… Dudley Wait, Chair  


 


Review and list agenda items for next meeting ……………………………………………… Dudley Wait, Chair 


 


Next Meeting Date …………………………………………………………………………... Dudley Wait, Chair 


 


Adjournment ………………………………………………………………………………… Dudley Wait, Chair 
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AGENDA 


Governor’s EMS and Trauma Advisory Council (GETAC) 


Texas Department of State Health Services (DSHS) 


Wyndham Garden Austin 


3401 South IH 35, Austin, TX 78741 


Friday, May 13th, 2016 


9:00 A.M. 


 


 
Call to Order ………………………………………………………………... Robert Greenberg, MD, Interim Chair 


 


Approval of Minutes ………………………………………...………………….………...……… Advisory Council 


 


Members Chair Report and Discussion ……….…….….………..…………. Robert Greenberg, MD, Interim Chair 


 


Assistant Commissioner Report, Division for Regulatory Services …………………………………………………. 


…………………………………… Kathryn C. Perkins, Assistant Commissioner, Division for Regulatory Services 


 


State EMS Trauma System Report, Office of EMS/Trauma Systems Coordination ………..………………………. 


………………………………………… Jane G. Guerrero, Director, Office of EMS/Trauma Systems Coordination 


 


Assistant Commissioner Report, Environmental Epidemiology and Disease Registries Section …………………… 


……………………………… Heidi Bojes, Director, Environmental Epidemiology and Disease Registries Section 


 


Assistant Commissioner Report, Division for Regional and Local Health Services ………………………………... 


………………………… Dave Gruber, Assistant Commissioner, Division for Regional and Local Health Services 


 


GETAC Committee Summary Reports: 


 


Air Medical Committee ………………………………………..……… Shirley Scholz, RN, CCRN, EMT-P, Chair 


Cardiac Care Committee ………………………………………..…………………… Richard Smalling, MD, Chair 


Disaster/Emergency Preparedness Committee ……………………..………… Eric Epley, CEM, NREMT-P, Chair 


Education Committee …………………….….….….….….….……..…………………….. Jodie Harbert, LP, Chair 


EMS Committee ………………………………………..….…..…..….…..……. Dudley Wait, EMT-P, BBA, Chair 


Injury Prevention Committee ………………………………………….…………... Shelli Stephens-Stidham, Chair 


Medical Directors Committee …………………………………………… Jeff Beeson, DO, FACEP, EMT-P, Chair 


Pediatric Committee …………………………………………………………….. Charles Macias, MD, MPH, Chair 


Stroke Committee …………………………...………………….……….……….…… J. Neal Rutledge, MD, Chair 


Trauma Systems Committee ……………………..…………………….………..………… Jorie Klein, BSN, Chair 


 


GETAC Liaison Summary Reports: 


 


Texas EMS, Trauma, and Acute Care Foundation (TETAF) ……………………………….………… Dinah Welsh 


EMS for Children State Partnership update …………………………………………... Sam Vance, BA, NREMT-P 


 







 


Discussion, public comment, and possible action on the following items: …………… Advisory Council Members 


(Public comment time may be limited at Chair’s discretion) 


 


1. Discussion regarding the form and function of GETAC committee agenda items and agenda redundancy ……... 


 


2. Progress update regarding the development of a position statement addressing privately operated vehicle 


transports for patients being transferred between medical facilities ...………………………………………………. 


 


3. Information sharing for high-consequence infectious disease ...………………………………………………….. 


 


4. Update from task force on freestanding emergency departments and other facilities providing emergency care 


and the potential categorization or designation of such entities ……………………………………………………... 


 


5. How to improve the sharing of a medical facility’s patient outcome data with Emergency Medical Services 


providers ……………………………………………………………………………………………………………... 


 


6. Review the final edited version of the Pediatric Committee’s report titled Pediatric Transfer and Transport 


Guidelines and accompanying plan of action ………………………………………………………………………... 


 


7. Gaps and/or differences between the Texas Medical Practice Act in the Texas Occupations Code and the Texas 


Medical Board rules in Title 22 of the Texas Administrative Code (TAC), Chapter 197, entitled: “Emergency 


Medical Service”, and the Texas Department of State Health Services Emergency Medical Services rules in 25 


TAC 157 ……………………………………………………………………………………………………………... 


 


8. Update on Texas effort to develop a coalition relating to the empowering of the public to serve as first 


responders in intentional mass-casualty and active shooter events ………………………………………………….. 


 


9. Update from the Cardiac Arrest Registry to Enhance Survival (CAREs) ………………………………………… 


 


General Public Comment 


(Comment time may be limited at Chair’s discretion) 


 


Review and list agenda Items for next meeting …………………………….. Robert Greenberg, MD, Interim Chair 


 


Adjournment ………………………………………………….…………….. Robert Greenberg, MD, Interim Chair 








 


 


 
 


AGENDA 
Injury Prevention Committee Meeting 


Governor’s EMS and Trauma Advisory Council (GETAC) 
Department of State Health Services (DSHS) 


Wyndham Garden Austin 


3401 South IH-35, Austin, TX 78741 


Wednesday, May 11th, 2016 


1:00 P.M. 


 


 


 


Call to Order/Roll Call ………………………………………………………….. Shelli Stephens-Stidham, Chair 


 


Approval of minutes from February, 2016 meeting …….. Mary Ann Contreras, Shelli Stephens-Stidham, Chair 


 


Discussion and possible action on the following items: …………………………………… Committee Members 


 


1. Update from the State Child Fatality Review Team ……………………………………………… Amy Bailey 


 


2. Texas Emergency Medical Services, Trauma & Acute Care Foundation and Texas Trauma Coordinators 


Forum injury prevention reports ……………………………………….. Courtney Edwards and Sandra Williams 


 


3. Emergency Medical Services for Children Update ………………………………………………... Sam Vance 


 


4. Child abuse prevention presentation ……………………………………………………….. Dyann Daley, MD 


 


5. Update on the League of Women’s Voters request for more comprehensive firearm injury data collection in 


Texas …………………………………………………………………………………………………….. Dan Dao 


 


6. Texas EMS and Trauma Registries data reports ……………………………………………………... Dan Dao 


 


7. Update on the development of Evidence-Based Texting/Driving Prevention fact sheet ... Committee Members 


 


8. Update on the Texas Injury Prevention Leadership Symposium ………………………... Committee Members 


 


General Public Comment          


(Comment time may be limited at Chair’s discretion) 


           


Summary for GETAC meeting report ……………………………………………………… Committee Members 


 


Announcements …………………………………………………………………. Shelli Stephens-Stidham, Chair 


 


Review and list agenda items for next meeting …………………………………. Shelli Stephens-Stidham, Chair 







 


 


 


Next Meeting Date ………………………………………………………………. Shelli Stephens-Stidham, Chair 


 


Adjournment …………………………………………………………………….. Shelli Stephens-Stidham, Chair  
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Governor’s EMS and Trauma Advisory Council (GETAC)  


Meeting Notification 


Wyndham Garden Austin  


3401 Interstate 35 Frontage Road, Austin, Texas, 78741 


 
Wednesday, May 11th, 2016 


9:00am – 10:30am Disaster/Emergency Preparedness Committee 


10:30am – 12:00pm Pediatric Committee 


1:00pm – 2:30pm Injury Prevention Committee 


2:30pm – 4:00pm Stroke Committee 


4:00pm – 5:30pm Air Medical Committee 


 


Thursday, May 12th, 2016  


9:00am – 10:30am Education Committee  


10:30am – 12:00pm EMS Committee  


1:00pm – 2:30pm Medical Directors Committee  


2:30pm – 4:00pm Trauma Systems Committee  


4:00pm – 5:30pm Cardiac Care Committee  


 


Friday, May 13th, 2016  


9:00am – Governor’s EMS and Trauma Advisory Council 


 


 


This notification is tentative until the agendas are published in the Texas Register, but is 


being provided to you in advance as a service for travel planning purposes. For official 


and final open meeting postings, refer directly to the appropriate agenda posted on the 


Texas Register Current Meeting Notices posting site. 


 


Agendas will also be available on our website: (http://www.dshs.state.tx.us/emstraumasystems).  For more 


information, please call the Office of EMS\Trauma Systems Coordination at (512) 834-6700. 


 


 


 


 


An Equal Employment Opportunity Employer 
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AGENDA 
Medical Directors Committee Meeting 


Governor’s EMS and Trauma Advisory Council (GETAC) 
Department of State Health Services (DSHS) 


Wyndham Garden Austin 


3401 South IH 35, Austin, TX 78741 


Thursday, May 12th, 2016 


1:00 P.M. 


 
 


 


Call to Order/Roll Call ………………………………………………... Jeff Beeson, DO, FACEP, EMT-P, Chair 


 


Discussion and possible action on the following items: …………………………………… Committee Members 


  


1. Pediatric Recognition Program for Emergency Departments ……….. Sam Vance and Katherine Remick, MD 


 


2. Update on Community Paramedicine Taskforce progress and discussions ………… Sharon Ann Malone, MD 


 


3. Gaps and/or differences between the Texas Medical Practice Act in the Texas Occupations Code and the  


Texas Medical Board rules in Title 22 of the Texas Administrative Code (TAC), Chapter 197, entitled:  


“Emergency Medical Service”, and the Texas Department of State Health Services Emergency Medical  


Services rules in 25 TAC 157 …………………………………………………………………. David Persse, MD 


 


4. Update on the Cardiac Arrest Registry to Enhance Survival (CAREs) ……………………. Jeffrey Jarvis, MD 


 


5. Inter-facility transport of patients with mental health and behavioral disorders ……… Jeff Beeson, DO, Chair 


 


6. Update on Freestanding Emergency Department Task Force progress and discussions ………………………. 


……………………………………………………………………. Emily Kidd, MD, and Robert Greenberg, MD 


 


7. Update on work group to develop a state-approved process designed to rehabilitate EMS personnel with 


substance abuse problems and reintegrate them into the EMS Workforce ……………………………………….. 


 


8. Update on workgroup investigating Transfer patients being moved by private vehicle ……………………….. 


 


9. Update on workgroup to work with EMS Committee in formulating template language for EMS Medical 


Director agreements ……………………………………………………………………………………………….. 


 


General Public Comment          


(Comment time may be limited at Chair’s discretion) 


           


Summary for GETAC meeting report ……………………………………………………… Committee Members 


 







 


 


Announcements ………………………………………………………………………….. Jeff Beeson, DO, Chair 


 


Review and list agenda items for next meeting ………………………………………….. Jeff Beeson, DO, Chair 


 


Next Meeting Date ………………………………………………………………………. Jeff Beeson, DO, Chair 


 


Adjournment …………………………………………………………………………….. Jeff Beeson, DO, Chair  
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AGENDA 
Pediatric Committee Meeting 


Governor’s EMS and Trauma Advisory Council (GETAC) 
Department of State Health Services (DSHS) 


Wyndham Garden Austin 


3401 South IH 35, Austin, TX 78741 


Wednesday, May 11th, 2016 


10:30 A.M. 


 


 


Call to Order/Roll Call/Introductions ………………………………………… Charles Macias, MD, MPH, Chair 


 


 Committee liaison reports: 


 


a. Air Medical ………………………………………………………………………………… Julie Lewis 


  


b. Emergency Medical Services …………………………………………………………….Verne Walker 


  


c. Education ………………………………………………………………………………. Charles Jaquith 


  


d. Injury Prevention …………………………………………………………………………. Diana Kraus 


  


e. Medical Directors ………………………………………………………………………….. Sam Vance 


  


f. Stroke ……………………………………………………………………………………... Erin Lincoln 


  


g. Trauma Systems …………………………………………………………………………… Sally Snow 


  


h. Regional Advisory Council chairs ………………………….. Ramsey Tate, MD, and Ron Mlcak, PhD 


  


i. Disaster and Emergency Preparedness ……………………………………………… Stacy Steans, MD  


 


Discussion and possible action on the following items: …………………………………… Committee Members 


 


1. Update on Child Fatality Review Teams, including possible infant and child mortality updates from the 


Center for the prevention of Child Maltreatment …………………………... Amy Bailey, and Dyann Daley, MD 


 


2. Update on the National Pediatric Readiness Project activities, including Emergency Nurses Association 


demonstration project meeting …………………………………………. Sally Snow and Katherine Remick, MD 


 


3. Update on Pediatric Facility Recognition Program ………………………………………………... Sam Vance 


 


4. EMS for Children State Partnership update ……………………………………………………….. Sam Vance 


 







 


5. Update on Texas Consideration for Pediatric Consultation and Transfer Guideline ……………… Sally Snow 


 


6. Texas EMS and Trauma Registries pediatrics report status update ………………………………….. Dan Dao 


 


7. Review and discuss scope and best practices for pediatric paramedicine, review and discuss any GETAC 


progress on the issue ……………………………………………………………. Sam Vance and Charles Jaquith 


 


General Public Comment          


(Comment time may be limited at Chair’s discretion) 


           


Summary for GETAC meeting report ……………………………………………………... Committee Members 


 


Announcements ……………………………………………………………………... Charles Macias, MD, Chair 


 


Review and list agenda items for next meeting ……………………………………... Charles Macias, MD, Chair 


 


Next Meeting Date …………………………………………………………………... Charles Macias, MD, Chair 


 


Adjournment ………………………………………………………………………… Charles Macias, MD, Chair 
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AGENDA 
Stroke Committee Meeting 


Governor’s EMS and Trauma Advisory Council (GETAC) 
Department of State Health Services (DSHS) 


Wyndham Garden Austin 


3401 South IH 35, Austin, TX 78741 


Wednesday, May 11th, 2016 


2:30 P.M. 


 


 


Call to Order/Roll Call ……………………………………………………………... J. Neal Rutledge, MD, Chair 


 


Discussion and possible action on the following items: …………………………………… Committee Members 


 


1. Report on the Stroke Education Program Workgroup activities ….. H.T. Fillingim, Deb Motz, Sarah Hancock 


  


2. Report and suggestions of the Transport Bypass Workgroup regarding severity adjusted triage criteria for 


hospital bypass of ambulance patients …… George Cravens, MD, Paul Hansen, MD, Darrell Pile, Holly Barnes 


 


3. Data working group update on Brain Attack Coalition guidelines.  Review of Acute Stroke Ready Hospitals, 


Det Norsk Veritas, and the Center for Improvement in Health Care Quality, and Joint Commission as certifying 


agencies …………………………………….. Johanna Morton, MD, Lisa Hutchison, Salvador Cruz-Flores, MD 


 


4. Report and update from the Texas Council on Cardiovascular Disease and Stroke …………………………… 


………………………………………………………………………………………. J. Neal Rutledge, MD, Chair 


 


5. Report and update from the University of Texas at Houston Stroke Center Mapping Project ………………… 


……………………………………………………………………………………………….. Tzu Ching Wu, MD 


 


6. Review and possible recommendation of first responder field assessment stroke tools ……. Paul Hansen, MD 


 


7. Update and input from the Pediatric Stroke work group ………………………………… Charles Macias, MD 


 


8. Review and discuss revisions to Texas Department of State Health Services (DSHS) Stroke rules in Title 25 


of the Texas Administrative Code (TAC), Chapter 157 …………………………………………………………... 


 


General Public Comment 


(Comment time may be limited at Chair’s discretion) 


   


Summary for GETAC meeting report ……………………………………………………… Committee Members 


 


Announcements …………………………………………………………………….. J. Neal Rutledge, MD, Chair 


 







 


 


Review and list agenda items for next meeting ……………………………………. J. Neal Rutledge, MD, Chair 


 


Next Meeting Date …………………………………………………………………. J. Neal Rutledge, MD, Chair 


 


Adjournment ……………………………………………………………………….. J. Neal Rutledge, MD, Chair 
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GOVERNANCE & LEADERSHIP 
 


 
42 CFR 


 


 
CIHQ Standards & Requirements 


482.12 GL-1: Establishment of a Governing Body 
 The organization shall have a governing body that is legally established and responsible for the conduct of the 


organization as an institution. 
A. If the organization does not have a governing body, then it must identify the person(s) legally responsible for 


the conduct of the organization.  This person(s) must fulfill the governance functions noted in these 
accreditation standards. If the organization is part of a health system in which there are multiple levels of 
governance, the duties and responsibilities of each level of governance must be clearly described. 


B. The governing body must have written bylaws that describe its organization, structure and responsibilities. 
 


 
482.11 GL-2: Compliance to Law & Regulation 


The organization must be in compliance with applicable federal, state and local law and regulation.  This includes, 
but is not limited to: 
A. Compliance with law and regulation related to the health and safety of patients 
B. Maintaining licensure in the State or locality where services are provided; 
C. Assuring that any services provided for which licensure is required are currently licensed; 
D. Assuring that personnel who require a State-mandated license or certification to practice their profession have 


a current license or certification to do so and meet other applicable standards required by State or local laws. 
 
 


482.12 GL-3: Establishment of a Medical Staff 
The governing body shall establish a medical staff for the organization.  At a minimum, the governing body must: 
A. Determine, in accordance with State law, which categories of practitioners are eligible candidates for 


appointment to the medical staff; 
B. Appoint members of the medical staff after considering the recommendations of the existing members of the 


medical staff; 
C. Assure that the medical staff has bylaws; 
D. Approve medical staff bylaws and other medical staff rules and regulations; 
E. Approve the privileges and/or practice prerogatives granted to individual practitioners by the medical staff; 
F. Ensure that the medical staff is accountable to the governing body for the quality of care provided to patients; 
G. Ensure the criteria for selection to the medical staff address individual character, competence, training, 


experience and judgment;  
H. Ensure that under no circumstances is the accordance of staff membership or professional privileges in the 


organization dependent solely upon certification, fellowship or membership in a specialty body or society. 
I. Consult directly with the individual assigned the responsibility for the organization and conduct of the hospital's 


medical staff, or his or her designee. At a minimum, this direct consultation must occur periodically throughout 
the fiscal or calendar year and include discussion of matters related to the quality of medical care provided to 
patients of the hospital. For a multi-hospital system using a single governing body, the single multi-hospital 
system governing body must consult directly with the individual responsible for the organized medical staff (or 
his or her designee) of each hospital within its system in addition to the other requirements noted under 42 
CFR 482.12. 
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42 CFR 
 


 
CIHQ Standards & Requirements 


482.12 GL-4: Leadership Responsibilities 
The governing body, administrative leadership and leaders of the medical staff are responsible for the following: 
A. Establish and implement a process to develop, review and approve policies that support the provision of 


patient care. The organization determines the process.  
B. Policies must be reviewed at least every three years and revised when necessary. 
C. Assure compliance to the CMS Conditions of Participation and standards of the Center for Improvement in 


Healthcare Quality. 
D. Develop and support the mission, vision, values and/or strategic objectives of the organization. 
E. Establish and implement structures and processes that support the delivery of safe, quality patient care. 
G. Assure that accurate and truthful information is provided throughout the accreditation process 
 


482.12 GL-5: Selection of a Chief Executive Officer 
The governing body shall appoint a chief executive officer who is responsible for managing the organization. 
A. If the organization is part of a multi-structured health system, the chief executive officer is considered the 


individual assigned to oversee operations at the organization. 
 


482.12 GL-6: Directing Medical Care of the Patient 
The governing body shall assure that the organization establishes and implements policies addressing the following: 
A. Patients are admitted to the hospital only on the recommendation of a licensed practitioner permitted by the 


State to do so; 
B. Every patent is under the care of one of the following providers subject to the requirements and restrictions 


noted under 42 CFR.482.12.(c): 
• A doctor of medicine or osteopathy 
• A doctor of dental surgery or dental medicine 
• A doctor of podiatric medicine 
• A doctor of optometry 
• A chiropractor 
• A clinical psychologist; 


C. A doctor of medicine or doctor of osteopathy is on duty or on call at all times to provide care to any patient who 
develops a medical or psychiatric problem on admission or throughout hospitalization except as permitted 
under 42 CFR 482.12(c). 
 


482.12 GL-7: Financial Planning & Budgeting 
The organization must have a financial plan and budgeting process that addresses at least the following: 
A. An annual operating budget addressing anticipated income and expenses that is prepared according to 


generally accepted accounting principles; 
B. A capital expenditure plan for at least a three-year period including the year in which the operating budget has 


been developed; 
C. The plan and budget must be prepared under the direction of the governing body by a committee consisting of 


representatives of the governing body, the administrative staff, and the medical staff of the organization;  
D. The financial planning and budgetary process must meet the requirements noted under 42 CFR §482.12(d). 
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CIHQ Standards & Requirements 


482.12 GL-8: Contract Services 
The governing body is responsible for all services provided by the organization, including those provided by a 
contracted entity.  A list of contract services must be maintained by the organization.  For each contract service, the 
organization must assure at least the following: 
A. The nature and scope of services rendered by the contract entity is defined in writing; 
B. Performance expectations of the contract entity have been established to assure that services are rendered in 


a safe and effective manner; 
C. Metrics (indicators) have been established to determine whether or not performance expectations are being 


met; 
D. Data is collected, aggregated and analyzed on the metrics in a manner and frequency consistent with the 


organization’s Quality Assessment & Performance Improvement Program; 
E. The results of the analysis, including issues identified and corrective actions taken are presented at least 


annually to the governing body. 
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QUALITY ASSESSMENT & PERFORMANCE IMPROVEMENT 
 


 
42 CFR 


 


 
CIHQ Standards & Requirements 


482.21 
 


QA-1: Quality Assessment / Performance Improvement (QA/PI) Program 
The organization must establish, implement and maintain an effective program that assesses the quality and safety 
of its services, identifies opportunities for improvement, and works to address those opportunities. 
A. The organization must have a written QA/PI Program. 
B. The QA/PI Program must reflect the full scope and complexity of services provided by the organization. All 


patient care-related services, whether rendered directly by the organization or through a contracted entity, must 
be included in the QA/PI Program. 


C. The QA/PI Program must be ongoing in nature and demonstrate measurable improvement in the health 
outcomes of patients and a reduction in errors in care. 


D. The QA/PI Program must enable the organization to measure, analyze and track quality indicators, including 
adverse patient events, and other aspects of performance that assess processes of patient care, service, and 
operations. 


E. The governing body must approve the organization’s QA/PI Program. 
 


482.21 
 


QA-2: Collection & Use of Data 
The organization shall collect, analyze and use data to monitor the effectiveness, safety, improvement in health 
outcomes, and quality of care and services provided.  
A. The organization prioritizes its efforts to focus on those processes and/or care areas that are high-volume, 


high-risk, or problem-prone. 
• The organization identifies the specific processes and/or care areas that will be monitored based on the 


incidence, prevalence, and severity of known or potential problems. 
• The organization determines the specific indicators and/or metrics that will be measured for each process 


or care area identified. 
B. Data will be collected on at least the following: 


• Medical errors and adverse events; 
• Significant medication errors and adverse drug reactions; 
• Use of blood and blood components; 
• Confirmed hemolytic blood transfusion reactions; 
• Significant discrepancies between pre-operative and post-operative diagnosis in pathology findings; 
• Adverse events involving the use of anesthesia along the continuum (i.e. moderate sedation to general 


anesthesia); 
• Adverse events related to the performance of operative and/or invasive procedures. 


C. The frequency and detail of data collection must be specified by the governing body. 
D. Data must be aggregated, analyzed and reported into the organization’s QA/PI Program to: 


• Identify opportunities to for improvement; 
• Understand why those opportunities exist; 
• Develop and implement actions to address those opportunities; 
• Determine the success of those actions; 
• Track performance over time to assure that improvements are sustained; 
• Disseminate information on the results of improvement efforts to key stakeholders throughout the 


organization. 
E. The governing body receives periodic reports on indicators monitored through the QA/PI program.  


• The organization determines reporting frequency, however at least an annual report must be presented to 
the governing body. 
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482.23 
 


QA-3: Reporting of Adverse Events 
The organization must have a mechanism to report adverse events when they occur. 
A. The organization must develop and implement a policy that assures at least the following adverse events are 


reported to the appropriate individual(s) or entity: 
• Medication errors; 
• Adverse drug reactions; 
• Blood or blood-component transfusion reactions; 
• Actual or potential errors in care that resulted in harm to a patient or posed a risk of harm; 
• Any adverse event that must be reported to an external regulatory or enforcement agency in accordance 


with Federal or State law or regulation. 
B. Significant medication errors and adverse drug reactions must be reported immediately to the patient’s 


attending physician.  If the patient’s attending physician is not available, a covering physician must be notified 
and the attending physician subsequently notified as soon as possible. 


C. Reporting of adverse events must be part of the organization’s quality assessment and performance 
improvement program. 


 
482.21 QA-4: Performance Improvement Projects 


As part of its QA/PI Program, the organization must conduct performance improvement projects. 
A. The number and scope of distinct improvement projects conducted annually must be proportional to the scope 


and complexity of the organization’s services and operations. 
B. The organization must document what quality improvement projects are being conducted, the reasons for 


conducting these projects and the measurable progress achieved on these projects. 
C. An organization is not required to participate in a Quality Improvement Organization (QIO) cooperative project, 


but its own projects are required to be of comparable effort. 
 


482.21 QA-5: Leadership Responsibility for Performance Improvement 
The organization’s governing body, administrative leadership, and leadership of the medical staff are collectively 
responsible for ensuring the following: 
A. That an ongoing program for quality improvement and patient safety, including the reduction of medical errors, 


is defined, implemented and maintained; 
B. That organization-wide quality assessment and performance improvement efforts address priorities for 


improved quality of care and that all improvement actions are evaluated; 
C. That clear expectations for safety are established; 
D. That adequate resources are allocated for measuring, assessing, improving and sustaining the organization’s 


performance and reducing risk to patients; 
E. That a determination of the number of distinct improvement projects is conducted and approved annually.  (See 


Standard QA-4) 
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MEDICAL STAFF 
 


 
42 CFR 


 


 
CIHQ Standards & Requirements 


482.22 MS-1: The Organized Medical Staff 
The hospital must have an organized medical staff that operates under bylaws approved by the governing body, and 
which is responsible for the quality of medical care provided to patients by the hospital. 
A. If a hospital is part of a hospital system consisting of multiple separately certified hospitals and the system 


elects to have a unified and integrated medical staff for its member hospitals, after determining that such a 
decision is in accordance with all applicable State and local laws, each separately certified hospital must 
demonstrate that: 
• The medical staff members of each separately certified hospital in the system (that is, all medical staff 


members who hold specific privileges to practice at that hospital) have voted by majority, in accordance 
with medical staff bylaws, either to accept a unified and integrated medical staff structure or to opt out of 
such a structure and to maintain a separate and distinct medical staff for their respective hospital; 


• The unified and integrated medical staff has bylaws, rules, and requirements that describe its processes 
for self-governance, appointment, credentialing, privileging, and oversight, as well as its peer review 
policies and due process rights guarantees, and which include a process for the members of the medical 
staff of each separately certified hospital (that is, all medical staff members who hold specific privileges to 
practice at that hospital) to be advised of their rights to opt out of the unified and integrated medical staff 
structure after a majority vote by the members to maintain a separate and distinct medical staff for their 
hospital; 


• The unified and integrated medical staff is established in a manner that takes into account each member 
hospital's unique circumstances and any significant differences in patient populations and services offered 
in each hospital; and 


• The unified and integrated medical staff establishes and implements policies and procedures to ensure 
that the needs and concerns expressed by members of the medical staff, at each of its separately certified 
hospitals, regardless of practice or location, are given due consideration, and that the unified and 
integrated medical staff has mechanisms in place to ensure that issues localized to particular hospitals are 
duly considered and addressed. 


 
482.22 MS-2: Structure of the Medical Staff 


The medical staff must be well organized and accountable to the governing body for the quality and safety of care 
and treatment rendered.  
A. The responsibility for the organization and conduct of the medical staff must be assigned only to one of the 


following: 
• An individual doctor of medicine or osteopathy.  
• A doctor of dental surgery or dental medicine, when permitted by State law of the State in which the 


hospital is located. 
• A doctor of podiatric medicine, when permitted by State law of the State in which the hospital is located. 


B. If the medical staff has established an executive committee, the majority of voting members of that committee 
must be doctors of medicine or doctors of osteopathy. 


C. The medical staff structure (e.g. departments, sections, committees, etc.) must be approved by the governing 
body. 


 
 
 
 
 
 
 
 


CIHQ Acute Care Hospital Accreditation Standards 
Effective October 2014 


Page 6 
 © All Rights Reserved 


  







 


 
 


42 CFR 
 


 
CIHQ Standards & Requirements 


482.22 MS-3: Medical Staff Bylaws 
The medical staff shall establish, adopt and enforce bylaws, rules, regulations, and policies to carry out its 
responsibilities.  The bylaws (including any revisions) must be approved by the governing body.  At a minimum, the 
bylaws must address: 
A. A description of the duties and privileges for each category of the medical staff (active, courtesy, etc.); 
B. A description of how the medical staff is organized; 
C. The qualifications that must be met by a candidate in order for the medical staff to recommend that the 


candidate be appointed by the governing body; 
D. Include criteria for determining the privileges granted to individual practitioners and the procedure for applying 


the criteria to individuals who request privileges; 
• For distant-site physicians and practitioners requesting privileges to furnish telemedicine services under an 


agreement with the hospital, the criteria for determining privileges and the procedure for applying the 
criteria are also subject to the requirements noted under Standard MS.9. 


E. The criteria and process for periodic performance appraisals for members of the medical staff, including those 
who have not provided patient care within the organization or who has not provided care for which he/she is 
privileged to provide during the appropriate evaluation time frames. 
• In developing criteria, the medical staff should consider the following; current work practice, special training, 


quality of specific work, patient outcomes, education, maintenance of continuing education, adherence to 
medical staff rules, certifications, appropriate licensure, and currency of compliance with licensure 
requirements 


F. The performance of a medical history and physical examination as follows: 
• A medical history and physical examination must be completed and entered into the medical record for 


each patient no more than 30 days before or 24 hours after admission or registration, but prior to surgery or 
a procedure requiring anesthesia services;  


• An updated examination of the patient, including any changes in the patient's condition, must be completed 
and documented within 24 hours after admission or registration, but prior to surgery or a procedure 
requiring anesthesia services, when the medical history and physical examination are completed within 30 
days before admission or registration; 


• The medical history and physical examination including any update thereto must be completed and 
documented by a practitioner granted privileges by the medical staff to do so. 


G. Except as noted herein, neither the governing body nor the medical staff may unilaterally amend the medical 
staff bylaws; 
• The governing body may, after affording an opportunity for the medical staff to do so and notifying the 


medical staff prior to thereof, unilaterally amend the medical staff bylaws when the medical staff refuses or 
is unable to make amendments necessary to comply with law, regulation, accreditation standards or 
situations that pose a serious and direct threat to the safety of patients. 


H. The medical staff enforces and complies with the medical staff bylaws. 
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482.22 MS-4: Appointment or Reappointment to the Medical Staff 
The medical staff must be composed of doctors of medicine or osteopathy. In accordance with State law, including 
scope-of-practice laws, the medical staff may also include other categories of physicians (as listed at 42 CFR 
482.12(c)(1)) and non-physician practitioners who are determined to be eligible for appointment by the governing 
body. 
A. The medical staff determines the criteria, process, and timeframes associated with the process, to credential 


and appoint / reappoint practitioners.  
• This may be described in the medical staff bylaws, rules and regulations, policy(s) or other written 


document. 
• The governing body approves the criteria, process and associated timeframes. 


B. The medical staff must examine the credentials of candidates for membership and make recommendations to 
the governing body on the appointment / reappointment of candidates in accordance with State law, including 
scope of practice laws, and the medical staff bylaws, rules, and regulations. A candidate who has been 
recommended by the medical staff and who has been appointed by the governing body is subject to all 
medical staff bylaws, rules, and regulations, in addition to the requirements contained herein.  


C. Appointment / reappointment to the medical staff cannot be based solely on board certification, fellowship or 
membership in a professional society. 


D. Appointment / reappointment to the medical staff must not exceed a maximum of 24 months. 
E. All appointments / reappointments to the medical staff must be approved by the governing body.  The 


governing body’s decision on whether or not to appoint / reappoint a practitioner to the medical staff is final. 
F. At the time of appointment / reappointment, the following must be confirmed for each practitioner: 


• Current professional licensure verified from the primary source in the State in which the organization is 
located; 


• Current Drug Enforcement Administration (DEA) number if the practitioner prescribes or furnishes 
medication; 


• Current malpractice insurance 
• Results of a National Practitioner Data Bank (NPDB) query; 
• Favorable peer reference(s); 
• An attestation by the practitioner that he/she is physically and mentally capable of exercising the privileges 


requested. 
 


 MS-5: Granting of Clinical Privileges 
The medical staff develops and implements a process to assure that the granting of clinical privileges to practitioners 
results in the safe and effective delivery of quality patient care. 
A. The medical staff establishes the criteria that must be met to grant a practitioner clinical privileges.  The criteria 


must be approved by the governing body. 
B. Privileges are only granted to a practitioner within the practitioner’s licensure, scope of practice, education, 


training, experience and current competence. 
C. Membership on the medical staff need not be a condition for granting clinical privileges. 
D. Privileges, with the exception of temporary privileges, are only granted upon approval by the governing body. 
E. Practitioners practice within the scope of privileges granted by the medical staff and approved by the governing 


body. 
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 MS-6: Temporary Privileges 
If the organization chooses to grant temporary privileges to practitioners, it must do so in a manner that assures the 
safety of the patient and the rendering of quality care. 
A. Temporary privileges may be granted for two reasons: 


• To fulfill an important patient care need; 
• To allow a practitioner to exercise his/her privileges pending formal approval by the governing body. 


B. Temporary privileges may only be granted to a practitioner who meets the following requirements: 
• Current professional licensure verified from the primary source in the State in which the organization is 


located; 
• Current Drug Enforcement Administration (DEA) number if the practitioner prescribes or furnishes 


medication; 
• Results of a National Practitioner Data Bank (NPDB) query; 


C. Temporary privileges may only be granted by the Chief of the Medical Staff and the Chief Executive Officer or 
their authorized respective designees. 


D. Temporary privileges may only be granted for a total of 120 days in a calendar year. 
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 MS-7: Resources to Support Privileges 
The organization must have the infrastructure and resources necessary to support privileges granted to the medical 
staff. 
A. The organization assures that it the space, equipment, supplies, policies and personnel necessary to allow the 


medical staff to safely and effectively exercise their clinical privileges. 
 


 MS-8: Fair Hearing Process 
The medical staff must develop and implement a fair hearing and appeal process to address any adverse decisions 
regarding appointment, reappointment, denial, reduction, suspension or revocation of privileges to a practitioner. 
Note: The medical staff and the organization are given latitude to develop and implement this process. The standard is not prescriptive as to how 
the fair hearing and appeals process(es) is constructed. 
A. The fair hearing and appeal process(es) must assure that the safety of patients and the quality of care 


rendered by the practitioner is not adversely affected. 
B. The fair hearing and appeal process(es) must conform to any State law and regulation. 
C. The fair hearing and appeal process(es) is made available to any practitioner who is a member of the medical 


staff or has been granted clinical privileges (with the exception of temporary privileges). 
 


482.22 
 


MS-9: Provision of Telemedicine Services by a Distant Site 
If the organization chooses to engage in telemedicine services provided by another entity, it must assure that the 
following requirements are met: 
A. The organization must have a written agreement with the entity providing the telemedicine service (distant-site) 


that addresses all requirements noted in this standard;  
• The agreement must specify that it is the responsibility of the distant site’s governing body to assure that 


the requirements of this standard are met. 
• If telemedicine services are provided by an entity other than a Medicare-participating hospital, the written 


agreement must address all requirements for a contract service as noted under Standard GL.8. 
B. The privileges for all practitioners providing telemedicine services must be approved by the organization’s 


governing body based on a recommendation by the organization’s medical staff; 
C. The organization may rely upon the credentialing and privileging decisions made by the distant-site when 


making recommendations on privileges for practitioners providing telemedicine services provided all of the 
following are met: 
• If the distant site is a hospital, it must be a Medicare participating hospital (e.g. certified by Medicare or 


accredited through a deemed status provider); 
• If the distant site is other than a Medicare-participating hospital, the credentialing and privileging process 


used by the distant site must meet the applicable requirements noted under Standard MS.4 and Standard 
MS.5; 


• The distant site must provide a current list of privileges for each practitioner who provides telemedicine 
services; 


• Each practitioner who provides telemedicine services must hold a license issued or recognized by the State 
in which the organization is located; 


• The organization develops and implements a process to monitor the quality of care rendered by 
practitioners who provide telemedicine services to its patients.  At a minimum, this information must include 
all adverse events and complaints that result from the practitioner’s care. 
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 MS-10: Graduate Medical Education Programs 
If the organization participates in graduate medical education programs (GME), it must assure, in collaboration with 
the medical staff, the following: 
A. There must be a written document describing the scope of patient care rendered by individuals enrolled in 


GME.  This includes levels of physician supervision as appropriate; 
B. A policy must be developed and implemented that addresses documentation in the medical record by GME 


participants, including who may write patient care orders; 
• The policy must also address what types of entries, if any, into the medical record must be co-signed by a 


supervising physician. 
C. There must be a mechanism developed and implemented to identify and address patient safety and/or quality-


of-care issues arising from care rendered by GME participants.  This mechanism is determined by the 
organization. 


 
 MS-11: Practitioner Health 


The medical staff develops and implements a process to address practitioner health issues that have the potential to 
adversely affect patient care. 
A. There is a mechanism established to report concerns about the health of a medical staff member or other 


practitioners granted clinical privileges. 
B. The medical staff investigates and acts upon potential and/or actual practitioner health issues. 
C. To the extent permitted by law and regulation, the confidentiality of both the practitioner and anyone who 


reports a practitioner health issue is protected. 
 


482.22 MS-12: Performance of an Autopsy 
The medical staff shall attempt to secure autopsies in all cases of unusual deaths and of medical, legal or 
educational interest. 
A. The medical staff must develop criteria for when an autopsy should be performed.  Use of coroner criteria is 


acceptable. 
B. The medical staff must attempt to secure an autopsy whenever a patient’s death meets criteria. 


• If the death is a coroner case and the coroner declines to perform an autopsy, then no further action is 
required. 


C. Permission to perform an autopsy must be documented in a manner defined by the organization. 
D. The medical staff, and specifically the attending physician, must be notified when an autopsy will be performed. 
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482.23 HR-1: Verification of Licensure & Certification 
The organization must assure that staff are appropriately licensed and certified. 
A. All staff must maintain current licensure, certification and/or registration as outlined in their job description.  For 


the purposes of this standard, these documents are collectively known as “credentials.” 
• Credentials that are required by federal, state or local law to legally engage in a profession must be verified 


from the primary source at the time of hire and prior to expiration.  If the primary source is unable to provide 
verification, then the organization may use a copy of the credential.  However, the organization must 
document why the primary source did not provide verification. 


• Credentials that are required internally by the organization but are not required by federal, state or local 
law, must be verified at the time of hire and prior to expiration, but do not require verification from the 
primary source.  


 
 HR-2: Orientation of Staff 


The organization must assure that staff’ receive sufficient orientation to perform their job function safely. 
A. As appropriate to their job function, staff must receive orientation to at least the following content at the start of 


their employment: 
• Pertinent organization and/or department specific policies and procedures that govern their job function; 
• Emergency response procedures such as fire and disaster; 
• Infection control policies such as universal precautions, blood borne pathogens, hand hygiene and isolation 


precautions. 
• Training required by Federal or State law 


B. The organization determines the scope, content, and frequency of any further orientation. 
 


 HR-3: Competency of Staff 
The organization must assure that staff’ are competent in the performance of their job function.  To fulfill this 
obligation, the organization must assure at least the following for each staff person who provides patient care, and/or 
directly supports the provision of patient care: 
A. A job description and/or other document(s) that define at least the following: 


• The minimum education, training, experience, health clearances and, where applicable, licensure and/or 
certification requirements of the job position; 


• The principal duties and responsibilities of the job position. 
B. An initial assessment of competency within a time frame required by the organization; 


• The scope of the competency assessment must address at least those job functions that affect the safety 
and quality of patient care. 


• Staff’ does not independently perform these job functions until their competency has been established. 
• The method of determining competency is appropriate to the competency being assessed. 


C. An assessment of competency whenever any of the following occurs: 
• There is a new or significant modification to the staff person’s job function; 
• New equipment, devices, supplies, medications or other processes that impact patient care are introduced 


into the organization; 
• There is data or other evidence to suggest that the competency of staff is a causative factor in untoward 


events and/or undesirable performance. 
 
 
 
 
 


CIHQ Acute Care Hospital Accreditation Standards 
Effective October 2014 


Page 12 
 © All Rights Reserved 


  







 


 
 


42 CFR 
 


 
CIHQ Standards & Requirements 


482.23 
 


HR-4: Management of Contract / Volunteer Staff 
The organization has a responsibility to assure that contract staff or volunteers provide care and service in a safe 
and competent manner.  The requirements in this standard apply only to contract and volunteer staff that provide 
direct patient care and/or directly support the provision of patient care. 
A. Each person must be provided with a job description or similar document that outlines the essential duties and 


responsibilities they will be expected to perform.  
• The organization may utilize documents from the contract service if they are determined to be comparable 


to the organization’s own. 
B. The organization must verify each individual’s credentials.  (See Standard HR-1) 


• The organization may perform this action directly or require the contract service to perform it on their behalf. 
C. The organization must assure that each individual has appropriate health clearances and immunizations as 


would be required of their own staff in a comparable job position. 
• The organization may perform this action directly or require the contract service to perform it on their behalf. 


D. The organization must assure that each individual is oriented to at least the following prior to or at the time of 
their first working shift: 
• Pertinent organization and/or department-specific policies and procedures that govern their job function; 
• Emergency response procedures such as fire and disaster; 
• Infection control policies such as universal precautions, blood-borne pathogens, hand hygiene and isolation 


precautions; 
• Information required by Federal or State law 
• The organization may provide this orientation directly or require the contract service to provide it on their 


behalf. 
E. The organization must validate the competency of each individual in performing critical aspects of their job 


function.  At a minimum (as applicable to the job function) this includes: 
• The ability to perform tasks, skills or procedures that carry a high risk of safety or injury to patients; 
• The ability to safely operate equipment that is used on a patient. 


F. Contract and volunteer staff must be adequately supervised.  This means assigning these individuals to work 
under the general supervision of a qualified employee of the organization. 
• For contract or volunteer nursing staff, the Chief Nurse Executive (director of nursing service) is responsible 


for assuring that they are adequately supervised and evaluated.  
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482.41 CE-1: Provision of Facilities 
The organization must maintain adequate facilities to meet its scope of services. 
A. Facilities are designed and maintained in accordance with Federal, State and local laws, regulations and 


guidelines. 
B. Facilities are designed and maintained to reflect the scope and complexity of the services it offers in 


accordance with accepted standards of practice.  
C. Diagnostic and therapeutic facilities are located in areas designated for that purpose. 
D. There must be adequate facilities to meet the scope of services provided and patient care needs. 
 


 CE-2: Construction & Renovation 
The organization must assure the safe and appropriate construction or renovation of its facilities  
A. The organization assures that construction or renovation is performed in accordance with State or local building 


code and other appropriate regulation. 
B. Prior to commencing construction or renovation, the organization assesses the impact of such activity on 


patients, staff, and visitors. 
C. Based on the assessed impact, the organization takes appropriate action to assure that the safety of patients, 


staff, and visitors is maintained. 
 


482.41 CE-3: Provision of a Safe Environment 
The organization must assure that the buildings and structures used to provide care are constructed, arranged and 
maintained to provide a safe environment for patients, staff and others. 
A. The organization must ensure that the condition of the physical plant and overall environment of all its care 


settings is developed and maintained in a manner to ensure the safety and well-being of patients. Building 
inspection and maintenance are to be conducted on an ongoing basis. 


B. A process must be developed and implemented to assure that hazards in the care environment are identified 
and corrected.  The identification and correction of hazards is documented. 


 
482.41 CE-4: Providing a Secure Environment 


The organization has a responsibility to establish and maintain a secure environment.  
A. The organization must identify security-sensitive areas within its facility(s). 


• Processes must be developed and implemented to control access to security-sensitive areas.  Access must 
be limited only to authorized individuals. 


B. The organization must develop and implement a program to protect newborns and inpatient pediatric patients 
from abduction. 
• The organization determines the structural and process features of its abduction prevention program. 
• Staff responsible for implementing the program must be trained to their role and responsibility upon hire 


and at least annually thereafter.  
C. The organization must identify those care settings that carry a significant risk of workplace violence. 


• Staff’ who regularly works in these settings must be provided with training on managing potentially violent 
situations upon hire and least annually thereafter.  The organization determines the scope and content of 
this training. 


D. The organization must develop and implement a process to report and act upon security incidents and 
concerns. 
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 CE-5: Smoking 
The organization develops and implements a policy that addresses smoking of tobacco or related products.  
A. Smoking is prohibited in any of the organization’s buildings. 
B. If smoking is permitted outside, the organization must assure that it occurs at a sufficient distance from 


entrances to buildings to prevent smoke from entering the building. 
C. If the organization bans smoking entirely on its campus, then staff and physicians must comply with the policy. 
 


482.41 CE-6: Management of General and Medical Waste 
The organization must store and dispose of general waste (garbage) and medical (bio-hazardous) waste in 
accordance with Federal, State and local law and regulation. 
A. Designated medical waste storage areas must be appropriately identified and secured against access by 


unauthorized individuals. 
B. Medical waste must be treated or removed from the organization’s premises within a time frame required by 


law or regulation.  Documentation of removal of medical waste from the premises must be maintained. 
C. Staff who collect, transport and dispose of general and medical waste must wear appropriate personal 


protective equipment. 
D. There must be written procedures developed and implemented to contain and clean up a medical waste spill. 
E. Staff responsible for cleaning up a medical waste spill must be provided with the training and protective 


equipment to do so. 
 


482.41 CE-7: Management of Hazardous Materials & Waste 
The organization must manage hazardous materials and waste in accordance with Federal, State and local law and 
regulation. 
A. There must be written policies and procedures developed and implemented that address the procurement, 


storage, use, transport and disposition of hazardous materials and waste. 
B. Designated hazardous materials and waste storage areas must be appropriately identified and secured against 


access to unauthorized individuals. 
C. Hazardous waste must be removed from the organization’s premises within a time frame required by law and 


regulation.  Documentation of removal of hazardous waste from the premises must be maintained. 
D. Staff’ who use, collect, transport and dispose of hazardous materials and waste must wear appropriate 


personal protective equipment. 
E. There must be written procedures developed and implemented to contain and clean up a hazardous waste 


spill. 
F. Staff responsible for cleaning up a hazardous waste spill must be provided with the training and protective 


equipment to do so. 
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482.41 CE-8: Management of Medical Equipment 
The organization must assure that medical equipment used in patient care is safe. 
A. The organization assures that individual(s) responsible for overseeing the development, implementation, 


and management of equipment maintenance programs and activities are qualified by education, training, 
and/or experience to do so. 
• The organization’s leadership assures that all equipment maintenance policies, procedures, programs, 


specific maintenance inventories, activities, and schedules are under the purview of qualified 
personnel. 


B. Medical equipment must be inspected, calibrated, tested, and maintained by qualified personnel 
C. Medical equipment must be tested for performance and safety before initial use and after major repairs or 


upgrades 
D. The following types of medical equipment must be maintained in accordance with manufacturer 


instructions: 
• Equipment subject to Federal or State law requiring maintenance, inspection and testing be performed 


strictly in accordance with the manufacturer’s recommendations, or otherwise establishes, more stringent 
maintenance requirements.  


• When Medicare Conditions of Participation require adherence to manufacturer recommendations and/or 
set specific standards  


• All imaging/radiologic equipment, whether used for diagnostic or therapeutic purposes 
• The equipment is a medical laser device.  
• New equipment for which sufficient maintenance history is not available to support its inclusion in an 


alternative equipment management (AEM) program. 
E. For other medical equipment, the organization may develop, implement, and maintain a documented 


alternative equipment management (AEM) program. The AEM program must be based on generally accepted 
standards of practice.  
• In determining whether or not to include equipment in an AEM program, the organization shall explain and 


document the patient health and safety risks associated with the equipment’s use. Factors for the 
organization to consider when evaluating the risks associated with a particular type of equipment include, 
but are not limited to: 
• How the equipment is used and the likely consequences of equipment failure or malfunction – 


including seriousness and prevalence of harm 
• Information, if available, on the manufacturer’s equipment maintenance recommendations, 


including the rationale for the manufacturer’s recommendations 
• Maintenance requirements of the equipment 
• The timely availability of alternate devices or backup systems in the event of equipment failure or 


malfunction 
• Incident history of identical or very similar equipment – is there documented evidence, based on 


the experience of the hospital (or its third party contractor), or on evidence publicly reported by 
credible sources outside the hospital, which provides the number, frequency and nature of 
previous failures and service requests, and indicates use of an AEM strategy does not result in 
degraded performance of the equipment. Note that the risk may vary for the same type of 
equipment, depending on the patient care setting.   


• The determination  as to whether it is safe to perform medical equipment maintenance in an alternate 
manner must be made by a qualified person, regardless of whether they are hospital employees or 
contractors. In the case of medical equipment, a biomedical technician or engineer would be considered 
qualified. 


• The organization shall identify any equipment in its AEM program which is “critical equipment,” i.e., 
medical equipment for which there is a risk of serious injury or death to a patient or staff person should 
the equipment fail.   
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• The organization shall use one or more strategies for the determination of appropriate maintenance, 
inspection, and testing activities and frequencies. See the glossary for the definition of acceptable 
maintenance strategies. The organization shall adhere strictly to the AEM activities and strategies it 
develops. The AEM program must not reduce the safety of equipment 


F. For each type of medical equipment subject to an alternative equipment management (AEM) program, there 
shall be documentation indicating: 
• The pertinent types and level of risks to patient or staff health and safety; 
• Alternate maintenance activities, and the maintenance strategy and any other rationale used to determine 


those activities; the differences from the manufacturer’s recommended maintenance activities are made 
explicit, unless the organization is unable to obtain the manufacturer’s maintenance recommendations, 
due to the age of the equipment or the manufacturer’s restricting the availability of its recommendations;  


• Alternate maintenance frequencies to be used, if any, and the maintenance strategy and any other 
rationale used to determine those frequencies.   


• For equipment identified as presenting a very low risk to patient or staff safety, it is acceptable to not set a 
particular frequency but instead indicate a less specific approach, for example, an interval range, such as   
“every 12 – 24 months.”  It is also be acceptable to employ periodic “departmental sweeps” for such very 
low risk equipment, where equipment functioning is sampled and operators are polled about its 
functionality.   


• The date when AEM program maintenance activities were performed and, if applicable, further actions 
required/taken; and 


• Documentation of any equipment failures (not including failures due to operator error), including whether 
there was resulting harm to an individual.   


G. The organization shall have policies and procedures which address the effectiveness of the AEM program. In 
evaluating the effectiveness of the AEM program the organization shall address factors including, but not 
limited to:   
• How equipment is evaluated to ensure there is no degradation of performance, particularly for equipment 


where such degradation may not be readily apparent to staff using the equipment 
• How incidents of equipment malfunction are identified and investigated, including whether or not the 


malfunction could have been prevented, and what steps will be taken to prevent future malfunctions; and 
how a determination is made whether or not the malfunction resulted from the use of an AEM strategy; 


• The process for the removal from service of equipment determined to be unsafe or no longer suitable for 
its intended application; and  


• The use of performance data to determine if modifications in the AEM program procedures are required. 
H. If an organization elects to perform maintenance in accordance with manufacturer recommendations, it shall 


maintain documentation of such recommendations as well as the organization’s maintenance activities. 
I. Medical equipment is to be used for its intended purpose(s). 
J. Staff must be trained on the safe operation of medical equipment before they use it. 
K. Medical equipment brought into the organization (e.g. rentals, vendor-owned, physician-owned, and patient-


owned) for use on a patient must be inspected to assure it is operating properly before use. 
L. Medical equipment must be kept clean and in good working order. 
M. A process must be developed and implemented to identify and remove broken, malfunctioning or inoperable 


equipment from patient care areas. 
N. The organization must report any incident in which medical equipment is involved in the death or injury of a 


person, as required by the Safe Medical Devices Act of 1990. 
O. Information on the maintenance and safety of medical equipment, including equipment failure due to operator 


error, is incorporated into the organization’s quality assessment and performance improvement program. 
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P. All medical equipment, regardless of whether it is leased or owned, and regardless of whether it is maintained 
according to manufacturer recommendations or is subject to alternative equipment maintenance (AEM) 
program, shall be listed in an inventory which includes a record of maintenance activities.   
• Equipment managed through an AEM program must be readily separately identifiable as subject to AEM. 
• Critical equipment, whether in an AEM program or not, must also be readily identified as such 
• The inventory contains the following information for all equipment included.   


• A unique identification number;  
• The equipment manufacturer;  
• The equipment model number;  
• The equipment serial number;  
• A description of the equipment;  
• The location of the equipment (for equipment generally kept in a fixed location);  
• The identity of the department considered to “own” the equipment;  
• Identification of the service provider;  
• The acceptance date; and 
• Any additional information that may be useful for proper management of the equipment.  


 
482.41 CE-9: Management of Supplies 


The organization must assure that it has sufficient supplies available to meet patient care needs. 
A. The organization identifies and makes available the supplies it needs to meet its patients’ needs for both day-


to-day operations and those supplies that are likely to be needed in emergency situations. 
B. Supplies must be stored in a safe manner. 


• Outdated or expired supplies are removed from use in patient care areas. 
• Sharps, such as needles, are not stored in areas that are not frequently monitored by staff and are 


accessible to the general public.  
• Supplies are stored in a manner to prevent contamination and vector infestation. 


  
482.41 CE-10: Management of Utilities 


The organization must assure that facility equipment, including essential utilities, are provided and maintained in a 
safe and effective manner. 
Note:  Facility equipment includes all devices intended to support the physical environment of care. Essential utility systems include electrical 
systems, water and water filtration systems, heating systems, cooling systems, medical gases, vacuum systems, air handlers, elevators and 
communication systems; and their components. 


A. The organization assures that individual(s) responsible for overseeing the development, implementation, 
and management of equipment maintenance programs and activities are qualified by education, training, 
and/or experience to do so. 
• The organization’s leadership assures that all equipment maintenance policies, procedures, programs, 


specific maintenance inventories, activities, and schedules are under the purview of qualified 
personnel 


B. Facility equipment  must be inspected, calibrated, tested, and maintained by qualified personnel 
C. Facility equipment must be tested for performance and safety before initial use and after major repairs or 


upgrades 
D. The following types of facility equipment must be maintained in accordance with manufacturer instructions: 


• Equipment subject to Federal or State law requiring maintenance, inspection and testing be performed 
strictly in accordance with the manufacturer’s recommendations, or otherwise establishes, more stringent 
maintenance requirements.   


• When Medicare Conditions of Participation require adherence to manufacturer recommendations and/or 
set specific standards  


• Equipment for which sufficient maintenance history is not available to support its inclusion in an alternative 
equipment management (AEM) program. 
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E. For other facility equipment, the organization may develop, implement, and maintain a documented alternative 
equipment management (AEM) program based upon generally accepted standards of care.  
• In determining whether or not to include equipment in an AEM program, the organization shall explain and 


document the patient health and safety risks associated with the equipment’s use. Factors for the 
organization to consider when evaluating the risks associated with a particular type of equipment include, 
but are not limited to: 
• How the equipment is used and the likely consequences of equipment failure or malfunction – 


including seriousness and prevalence of harm 
• Information, if available, on the manufacturer’s equipment maintenance recommendations, including 


the rationale for the manufacturer’s recommendations 
• Maintenance requirements of the equipment 
• The timely availability of alternate devices or backup systems in the event of equipment failure or 


malfunction 
• Incident history of identical or very similar equipment – is there documented evidence, based on the 


experience of the hospital (or its third party contractor), or on evidence publicly reported by credible 
sources outside the hospital, which provides the number, frequency and nature of previous failures 
and service requests, and indicates use of an AEM strategy does not result in degraded performance 
of the equipment. Note that the risk may vary for the same type of equipment, depending on the 
patient care setting.   


F. The organization shall identify any equipment in its AEM program which is “critical equipment,” i.e., utility 
systems or their components for which there is a risk of serious injury or death to a patient or staff person 
should the equipment fail.   


G. The organization shall use one or more strategies for the determination of appropriate maintenance, 
inspection, and testing activities and frequencies. See the glossary for the definition of acceptable 
maintenance strategies. The organization shall adhere strictly to the AEM activities and strategies it develops 
The AEM program must not reduce the safety of equipment 


H. For each type of facility equipment subject to an alternative equipment management (AEM) program, there 
shall be documentation indicating: 
• The pertinent types and level of risks to patient or staff health and safety; 
• Alternate maintenance activities, and the maintenance strategy and any other rationale used to determine 


those activities; the differences from the manufacturer’s recommended maintenance activities are made 
explicit, unless the organization is unable to obtain the manufacturer’s maintenance recommendations, 
due to the age of the equipment or the manufacturer’s restricting the availability of its recommendations;  


• Alternate maintenance frequencies to be used, if any, and the maintenance strategy and any other 
rationale used to determine those frequencies.   


• For equipment identified as presenting a very low risk to patient or staff safety, it is acceptable to not set a 
particular frequency but instead indicate a less specific approach, for example, an interval range, such as   
“every 12 – 24 months.”  It is also be acceptable to employ periodic “departmental sweeps” for such very 
low risk equipment, where equipment functioning is sampled and operators are polled about its 
functionality.   


• The date when AEM program maintenance activities were performed and, if applicable, further actions 
required/taken; and 


• Documentation of any equipment failures (not including failures due to operator error), including whether 
there was resulting harm to an individual.   
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I. The organization shall have policies and procedures which address the effectiveness of its alternate 
equipment management (AEM). In evaluating the effectiveness of the AEM program the organization shall 
address factors including, but not limited to:   
• How equipment is evaluated to ensure there is no degradation of performance, particularly for equipment 


where such degradation may not be readily apparent to staff using the equipment 
• How incidents of equipment malfunction are identified and investigated, including whether or not the 


malfunction could have been prevented, and what steps will be taken to prevent future malfunctions; and 
how a determination is made whether or not the malfunction resulted from the use of an AEM strategy; 


• The process for the removal from service of equipment determined to be unsafe or no longer suitable for 
its intended application; and  


• The use of performance data to determine if modifications in the AEM program procedures are required. 
J. If an organization elects to perform maintenance in accordance with manufacturer recommendations, it shall 


maintain documentation of such recommendations as well as the organization’s maintenance activities. 
K. The organization must have written procedures in place to address disruption and/or loss of all essential 


utilities. 
• These procedures must address both anticipated and unanticipated disruption and/or loss. 


L. Staff providing patient care must be trained on actions to take in the event of a disruption and/or loss of an 
essential utility so that patient safety is not adversely affected. 
• Training must be provided on hire and on at least an annual basis thereafter. 
• The organization determines the scope and content of this training. 


M. The organization must develop and implement a process to report and act upon disruptions and/or loss of 
essential utilities. 


N. Information on the maintenance and safety of essential utility systems, including equipment failure due to 
operator error, is incorporated into the organization’s quality assessment and performance improvement 
program. 


O. All facility equipment, regardless of whether it is leased or owned, and regardless of whether it is maintained 
according to manufacturer recommendations or is subject to alternative equipment maintenance (AEM) 
program, shall be listed in an inventory which includes a record of maintenance activities.   
• Equipment managed through an AEM program must be readily separately identifiable as subject to AEM. 
• Critical equipment, whether in an AEM program or not, must also be readily identified as such 
• The inventory contains the following information for all equipment included.   


• A unique identification number;  
• The equipment manufacturer;  
• The equipment model number;  
• The equipment serial number;  
• A description of the equipment;  
• The location of the equipment (for equipment generally kept in a fixed location);  
• The identity of the department considered to “own” the equipment;  
• Identification of the service provider;  
• The acceptance date; and 
• Any additional information that may be useful for proper management of the equipment.  
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482.41 CE-11: Ventilation, Lighting & Temperature Control 
The organization must assure that there is proper ventilation, lighting and/or temperature control in patient care and 
key support areas. 
A. The organization must assure that there is proper ventilation in at least the following areas: 


• Areas using ethylene oxide, nitrous oxide, gluteraldehydes, xylene, pentamidine or other potentially 
hazardous substances;  


• Locations where oxygen is transferred from one container to another;  
• Isolation rooms and reverse isolation rooms (both must be in compliance with Federal and State laws, 


regulations and guidelines such as OSHA, CDC, NIH, etc.);  
• Pharmaceutical preparation areas (hoods, cabinets, etc.); 
• Laboratory locations.  


B. The organization must assure that there is adequate lighting in all patient care areas and food and medication 
preparation areas. 


C. The organization must assure that temperature, humidity and airflow in rooms where surgeries are performed 
are maintained within acceptable standards to inhibit bacterial growth, prevent infection and promote patient 
comfort.  
• If the organization is unable to maintain temperature, humidity, or airflow within acceptable standards it 


must have a plan in place that addresses the clinical risks and safety needs of patients. 
 


482.41 CE-12: Provision of Emergency Power & Lighting 
The organization must assure that emergency power is provided to critical areas. 
A. There must be emergency power and lighting in at least the operating and interventional procedure suites, 


recovery areas, intensive care units, the emergency department and stairwells.  
B. In all other areas not serviced by the emergency supply source, battery lamps and/or flashlights must be 


available. 
C. The organization must comply with all other applicable provisions of the Life Safety Code, National Fire 


Protection Amendments (NFPA) 101, 2000 Edition and applicable references, such as, NFPA-99: Health Care 
Facilities, for emergency lighting and emergency power. 
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482.41 CE-13: Testing of Emergency Power Generators 
The organization must assure that emergency power is readily available to support patient care. 
Note:  This standard only applies if the organization has these types of emergency power systems. 
A. The organization tests each emergency power generator for at least 30 continuous minutes at least monthly.   


• Tests must be greater than 20 days and less than 40 days apart 
• Tests are conducted with a dynamic load that is at least 30% of the nameplate rating of the generator or 


meets the manufacturer’s recommended prime movers’ exhaust gas temperature.   
• If the organization does not meet either the 30% of nameplate rating or the recommended exhaust gas 


temperature during any test, then it must test the emergency generator once every 12 months using 
supplemental (dynamic or static) loads of 25% of nameplate rating for 30 minutes, followed by 50% of 
nameplate rating for 30 minutes, followed by 75% of nameplate rating for 60 minutes, for a total of 2 
continuous hours.  


B. The organization tests all automatic transfer switches for each emergency power generator at least 12 times 
each year.   


C. At least once every three years each emergency power generator is tested for a minimum of four continuous 
hours using a dynamic or static load that is at least 30% of the nameplate rating of the generator or meets the 
manufacturer’s recommended prime movers' exhaust gas temperature.  


D. If an emergency power generator fails during a test or actual operation, the organization takes appropriate 
action to assure that patient care is not adversely affected. 


E. The organization maintains documentation to demonstrate compliance to the requirements noted in this 
standard. 


 
482.41 CE-14: Emergency Battery Powered Lighting 


The organization must assure that emergency battery-powered lighting is in compliance with Chapter 19.2.9 of the 
2000 Edition of NFPA 101.  
Note:  This standard only applies if the organization has these types of emergency power systems 
A. Monthly, the organization tests battery-powered lights required for egress for at least 30 seconds.   
B. Annually, the organization either tests battery-powered lights required for egress for at least 1½ hours or 


replaces all the batteries.   
C. The organization maintains documentation to demonstrate compliance to the requirements noted in this 


standard. 
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482.41 
 


CE-15: Compliance to the NFPA Life Safety Code 
The organization must meet applicable provisions of the NFPA 101 2000 Edition of the Life Safety Code. 
Note:  After reviewing findings from the State Agency, CMS may waive specific provisions of the Life Safety Code which, if rigidly applied, would 
result in unreasonable hardship upon the facility, but only if the waiver does not adversely affect the health and safety of the patients. 
Note:  The provisions of the Life Safety Code do not apply in a State where CMS finds that a fire and safety code imposed by State law 
adequately protects patients in hospitals. 
Note:  Effective March, 2006 Chapter 19.3.6.3.2, exception number 2 of the adopted edition of the Life Safety Code does not apply to hospitals.  
Doors with roller latches are not permitted. 
A. The organization must comply with applicable provisions – and referenced codes – of the NFPA 101 2000 


Edition of the Life Safety Code for all buildings designated as healthcare occupancy, and/or ambulatory 
occupancy.  


B. For buildings designated as business occupancy, the organization must assure adequate means of egress 
from the building. 


C. The organization must implement temporary life safety measures to compensate for an identified deficiency(s) 
in the Life Safety Code until the deficiency(s) can be corrected. 
• The organization determines the temporary life safety measures required based on the nature of the 


deficiency. It is recognized that some deficiencies (minor) may not require temporary measures 
• The organization implements temporary life safety measures as required.  
• The implementation of temporary life safety measures is documented. 


D. Effective 1/1/15: The organization shall maintain a current set of fire and life safety drawings for each building 
classified as a healthcare or ambulatory occupancy. Drawings deemed to meet this requirement shall have the 
following minimum information displayed:  
• The identification of the facility and building 
• The type of construction of the building 
• The occupancy classification of the building including all use areas, floors and mixed occupancies 
• The areas of the building fully protected by automatic fire sprinkler systems.  
• The locations of all fire rated barriers 
• The locations of all smoke barriers 
• The location and limits of corridors and corridor walls 
• The location and boundaries of all suites including the area in square feet and identified as a sleeping or 


non-sleeping suite. 
• The location and fire rating of all vertical openings including chutes, shafts and exit enclosures. 
• The location of all exits and exterior exits from the building 
• The location of any horizontal exits 
• The location of all hazardous areas   
• The location and documentation of any approved equivalencies or waivers.  
Drawings shall be made available in a minimum readable format of at least 11 inches by 17 inches in size. 
Drawings shall display standard conventions including: 
• Title 
• Scale or graphic scale 
• North arrow and geographic orientation 
• Author or person who prepared the drawing 
• Date created along with any revisions 
• Legend 


 
482.41 CE-16: Fire Inspections by State / Local Fire Control Agencies 


The organization must maintain written evidence of regular inspection and approval by State or local fire control 
agencies. 
A. The organization must maintain documentation demonstrating that deficiencies identified during inspections 


were corrected. 
 
 


CIHQ Acute Care Hospital Accreditation Standards 
Effective October 2014 


Page 23 
 © All Rights Reserved 


  







 


 
42 CFR 


 


 
CIHQ Standards & Requirements 


482.41 CE-17: Fire Response Plan 
The organization must establish a response plan to protect patients, staff, visitors and others in the event of a fire. 
A. There must be a written fire response plan that addresses at least the following. The plan must be available to 


all supervisory personnel, employees to be kept in informed of their duties under the plan, and a copy of the 
plan available at all times in the telephone operator’s possession or at the security center (NFPA 101 LSC 
18/19.7.1): 
• Use of alarms and prompt reporting of a fire; 
• Transmission of the alarm to fire department;  
• Response by staff to fire alarms;  
• Mechanisms to isolate a fire;  
• Evacuation of immediate area / smoke compartment;  
• Preparation of floors and building for evacuation;  
• Extinguishing of a fire; 
• Cooperation with fire fighting authorities. 


B. Staff is trained on the fire-response plan upon hire into the organization and on an annual basis thereafter. 
Training addresses life safety procedures and devices. 


C. All fires are reported to appropriate external agencies as required by State law and/or regulation. 
 


482.41 CE-18: Fire Drills 
The organization must conduct drills to assure that staff and life safety systems respond appropriately in the event of 
a fire. 
A. Drills must be conducted at least once per shift per quarter in all designated healthcare and residential 


occupancies. All drills must include the transmission of a fire alarm signal and simulation of an emergency 
fire condition. 
• For drills occurring between 9PM and 6AM in overnight patient care areas, signal transmission of the fire 


alarm system is required, but the organization may use a coded announcement instead of an audible 
alarm.   


B. Drills must be conducted at least once per quarter in all designated ambulatory occupancies. All drills must 
include the transmission of a fire alarm signal and simulation of an emergency fire condition. 


C. Drills must be conducted at least annually in designated business occupancies where patient care is provided. 
All drills must include the transmission of a fire alarm signal and simulation of an emergency fire condition. 


D. Fire drills must be unannounced. 
E. Each drill is documented and evaluates implementation of the organization’s fire response plan. 
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482.41 
 


CE-19: Inspection & Testing of Life Safety Systems 
The organization must inspect/test its life safety systems. 
A. In accordance with NFPA 72, 1999 Edition, Table 7-3.2, the following are performed: 


• Every quarter, testing of supervisory signal devices (except valve tamper switches);  
• Every six months, testing of valve tamper switches and water-flow devices; 
• Every 12 months, testing of duct detectors, electromechanical releasing devices, heat detectors, manual 


fire alarm boxes and smoke detectors;   
• Every 12 months, testing of visual and audible fire alarms, including speakers;   
• Every quarter, testing of fire alarm equipment for notifying off-site fire responders.   


B. For automatic sprinkler systems, in accordance with NFPA 25, 1998 Edition, the following are performed: 
• Weekly, testing of fire pumps under no-flow conditions;   
• Every six months, testing of water-storage tank high- and low-water level alarms (Section 6-3.5);   
• Every month during cold weather, testing of water-storage tank temperature alarms (Section 6-3);   
• Every 12 months, testing of main drains at system low point or at all system risers (Section 9-2.6);  
• Every quarter, inspection of all fire department water supply connections (Section 9-7.1).  


C. In accordance with NFPA 25, 1998 Edition, the following are performed: 
• Every 12 months, testing fire pumps under flow;   
• Every five years, water-flow testing for standpipe systems; 
• Hydrostatic testing on standpipe occupant hoses five years after installation and every three years 


thereafter.   
D. In accordance with NFPA 96, 1998 Edition, the following are performed: 


• Every six months, inspection of any automatic fire-extinguishing systems in a kitchen.  Discharge of the 
systems is not required;  


• Every 12 months, testing carbon dioxide and other gaseous automatic fire-extinguishing systems.  
Discharge of the systems is not required.  


E. In accordance with NFPA 10, Standard for Portable Fire Extinguishers 1998 Edition (Sections 1-6, 4-3 and 4-
4), the following are performed: 
• Every month, inspection of portable fire extinguishers;  
• Every 12 months, maintenance on portable fire extinguishers.   


F. In accordance with NFPA 80 Standard for Fire Doors and Other Opening Protectives, 2007 Edition (Section 
19.4.1.1) and NFPA 105, 2007 Edition (Section 6.5.2), the following is performed: 
• Newly installed fire and smoke dampers are tested one year after installation (if installed after January 1, 


2008) to verify that they fully close;  
• Existing fire and smoke dampers are tested at least every six years to verify that they fully close; 
• If fire and/or smoke dampers cannot be tested because of accessibility issues, the organization notes the 


location of these dampers and develops a plan to gain access to them within a noted timeframe, or if/when 
the area undergoes construction or renovation. 


G. In accordance with NFPA 90A, Standard for the Installation of Air Conditioning and Ventilation Systems, 1999 
Edition (Section 4-4.1), the following are performed: 
• Every 12 months, testing automatic smoke-detection shutdown devices for air-handling equipment.  


H. In accordance with NFPA 80, 1999 edition (Section 15-3.4), the following are performed: 
• Every 12 months, testing of sliding and rolling fire doors.   


I. Documentation of all tests and inspections required in this standard must include at least the following: 
• Name and date of the test/inspection performed; 
• The required frequency of the test/inspection; 
• Name and contact information, including affiliation, of the person who performed the test/inspection; 
• The NFPA standard(s) referenced for the test/inspection; 
• The results of the test/inspection of each item; 
• If an item failed its test/inspection, evidence that the item was repaired or replaced and retested/inspected. 
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482.41 CE-20: Use of Alcohol-Based Hand-Rub Dispensers 
Notwithstanding any provisions of the 2000 Edition of the Life Safety Code to the contrary, if the organization 
chooses to install alcohol-based hand-rub dispensers in its facility(s), it must assure the following: 
A. Use of alcohol-based hand-rub dispensers does not conflict with any State or local codes that prohibit or 


otherwise restrict the placement of alcohol-based hand-rub dispensers in healthcare facilities. 
B. The dispensers are installed in a manner that minimizes leaks and spills that could lead to falls.  
C. The dispensers are installed in a manner that adequately protects against inappropriate access. 
D. If dispensers are stored in corridors, the corridor must be a minimum of 72 inches. 
E. The maximum individual dispenser fluid capacity shall be 1.2 liters (0.3 gallons) for dispensers in rooms, 


corridors and areas open to corridors and 2.0 liters (0.5 gallons) for dispensers in suites of rooms. 
F. The dispensers shall have a minimum horizontal spacing of four feet (1.2m) from each other.  
G. Not more than an aggregate 37.8 liters (10 gallons) of ABHR solution shall be in use in a single smoke 


compartment outside of a storage cabinet.  
H. Storage of quantities greater than 18.9 liters (five gallons) in a single smoke compartment shall meet the 


requirements of NFPA 30, Flammable and Combustible Liquids Code. 
I. The dispensers shall not be installed over or directly adjacent to an ignition source.  
J. In locations with carpeted floor coverings, dispensers installed directly over carpeted surfaces shall be 


permitted only in sprinklered smoke compartments.  
K. Where minimum corridor width is 72 inches (1830 mm), projections of maximum six inches (152 mm) from the 


corridor wall above the handrail shall be permitted for the installation of hand-rub dispensing units. 
L. The dispensers are maintained in accordance with dispenser manufacturer instructions. 
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482.42 
 


IC-1: Establishment of an Infection Prevention & Control Program 
The organization must develop, implement and maintain an active hospital-wide program for the prevention, control 
and investigation of infections and communicable diseases. 
A. The organization must designate in writing, the individual(s) responsible for directing the program. 


• This individual(s) must be qualified by virtue of education, training and experience to competently direct the 
program. 


• This individual(s) must demonstrate evidence of ongoing education and training in the area of infection 
prevention and control. 


B. The organization must assure that there are adequate resources to support the program.  
• The organization must consider patient census, characteristics of the patient population and complexity of 


the healthcare services it offers in determining the size and scope of the resources it commits to infection 
prevention and control. 


C. The organization must assure that the program addresses all patient care (both inpatient and outpatient) 
settings, as well as departments and services that support the provision of patient care. 


D. The organization is responsible for assuring the following:  
• The activities of the program must be integrated into the organization’s quality assessment and 


performance improvement program; 
• Corrective action must be undertaken to address identified issues arising from surveillance and monitoring 


activities; 
• Staff must be provided with sufficient training appropriate to their job function, in the principles and 


practices of infection prevention and control. 
E. The organization periodically evaluates the infection control and prevention program to assure that it continues 


to meet its needs. 
• The organization determines the scope and content of the evaluation. 
• The evaluation must be performed at least every three years. 


 
482.42 


 
IC-2: Surveillance Program 
The organization must establish, implement and maintain an active infection control and prevention surveillance 
program.  
Note:  Surveillance includes infection detection, data collection and analysis, monitoring and evaluation of preventive interventions. 
A. The surveillance program must be organization-wide in scope.  There must be mechanisms in place to identify 


and monitor infections and communicable diseases occurring in various locations, departments and/or care 
settings. 


 Note:  This does not imply or require that the organization conduct total house-wide surveillance. 
B. Surveillance activities must be conducted in accordance with recognized infection control and prevention 


practices. 
C. Surveillance activities must be documented and reported through the organization’s quality assessment and 


performance improvement program.  This includes at least the following: 
• Identification of the specific patient populations, processes of care and environmental and support activities 


that will be part of the surveillance program; 
• The type of data collected and the frequency of data collection; 
• Analysis of collected data to identify issues, concerns or opportunities for improvement; 
• Actions taken to address any issues, concerns or identified opportunities for improvement. 
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482.42 
 


IC-3: Infection Prevention & Control Policies 
The organization must establish and implement policies that address at least the following: 
A. Maintenance of a sanitary environment; 
B. Prevention of healthcare-acquired infections; 
C. Infection-prevention and control-measure-associated with air-handling systems and ventilation; 
D. Food sanitation; 
E. Cleaning of environmental surfaces such as carpeting and furniture; 
F. Pest and vector control; 
G. Infection prevention-and-control measures for potable water and cooling towers (if any); 
H. Measures to prevent the following in accordance with accepted standards of care: 


• Surgical site infections, including prophylactic antibiotics; 
• Ventilator-associated pneumonias; 
• Central-line-associated bloodstream infections; 
• Urinary-catheter-associated infections; 
• Aspiration of tube feedings; 


I. Measures to prevent infection for the following: 
• Immune-compromised patient; 
• Patients with a tracheostomy; 
• Patients receiving respiratory therapy; 


J. Use, maintenance and testing of negative and positive pressure rooms (if any); 
K. Use and maintenance of portable air filtration units (HEPA filters) and/or other equipment designed to prevent 


the spread of infection; 
L. Preparedness, response and coordination with public-health agencies in the event of bioterrorism; 
M. Authority and indications for obtaining microbial cultures of the environment and patients; 
N. Reporting infections to the local public health authorities. 
 


482.42 IC-4: Management of Multi-Drug-Resistant Organisms 
The organization must establish, implement and maintain processes to effectively manage the presence of multi-
drug-resistant organisms (MDRO). 
A. The organization determines those MDRO that it considers significant in their community and patient 


population. 
B. The organization determines the specific patient populations and/or care settings that implement a 


mechanism(s) to identify patients who may have an MDRO upon admission and/or presentation for care. 
C. The organization implements timely and appropriate precautions on patients with a confirmed MDRO to prevent 


the spread of infection. 
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482.42 IC-5: Management of Communicable Disease Outbreaks 
The organization must develop, implement and maintain processes to appropriately and effectively manage 
outbreaks of communicable diseases within its care settings. 
A. The organization has a process in place to notify and work with public health authorities when an outbreak 


occurs. 
B. The organization must have procedures developed to prevent transmission of disease(s) among patients, 


healthcare personnel and visitors during an outbreak.  At a minimum these procedures must address: 
• Identification and notification of persons who may be infected and/or exposed;  
• Provision of treatment and/or prophylaxis to affected or potentially affected persons. 


C. The organization must have a plan in place to manage the presence of a large number of infected or potentially 
infectious patients.  At a minimum, this plan must address the following logistical and patient care issues: 
• Patient placement within the facility(s) and the need for isolation or quarantine; 
• Availability and replenishment of necessary equipment and supplies, including protective equipment for 


healthcare personnel; 
• Communication and coordination with public health authorities. 


 
482.42 IC-6: Hand Hygiene 


The organization must develop, implement and maintain a program to promote effective hand-hygiene practices by 
healthcare personnel. 
A. The organization follows either the Center for Disease Control (CDC) or World Health Organization (WHO) 


recommendations for hand hygiene. 
B. The organization must demonstrate that it has an active program in place that encourages healthcare 


personnel to engage in effective hand hygiene practices.  At a minimum, the organization must: 
• Educate healthcare personnel on appropriate hand hygiene practices.  The organization determines the 


manner and frequency of this education; 
• Make available alcohol-based – or other effective – hand gel or foam for use by healthcare personnel. 


 
482.42 IC-7: Disinfection & Sterilization Practices 


The organization must assure that equipment, supplies, instrumentation and surfaces are disinfected or sterilized 
appropriately. 
A. Low-level disinfection must be performed in accordance with the manufacturer’s instructions for the disinfection 


agent used. 
B. Intermediate and high-level disinfection must be performed in accordance with the CDC Guidelines for 


Sterilization and Disinfection in Healthcare Facilities, and manufacturer’s instructions for the disinfection agent, 
instrumentation and equipment used. 


C. Sterilization must be performed in accordance with the CDC Guidelines for Sterilization and Disinfection in 
Healthcare Facilities, and manufacturer’s instructions for the instrumentation and equipment used. 
• If immediate use steam sterilization (IUSS) is being performed due to lack of sufficient instrumentation, the 


organization must have a plan in place to obtain sufficient instrumentation over time. The use of IUSS must 
not be for the convenience of the organization or practitioners. IUSS is not acceptable in the following 
situations:  
• For implant devices, except in a documented emergency situation when no other option is available.  
• For post-procedure decontamination of instruments used on patients who may have Creutzfeldt-


Jakob disease (CJD) or other prion-associated diseases;  
• On devices or loads that have not been validated with the specific cycle used; or  
• On devices that are sold by the manufacturer already processed and packaged as sterile and 


intended for single-use only.  
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482.42 IC-8: Infection Prevention & Control Education 
The organization must assure that staff and patients are educated, as necessary, on appropriate infection control 
and prevention strategies. 
A. As appropriate to their job function, staff’ are educated on key infection control prevention and control 


requirements upon hire and on an annual basis thereafter.  This education is documented. 
B. Patients placed in isolation or other precautions due to a communicable disease are educated on their role in 


assuring that said precautions are appropriately implemented.  This education is documented in the patient’s 
medical record. 


 
482.24 IC-9: Leadership Responsibilities for Infection Control 


The chief executive officer, the medical staff, and the director of nursing services must; 
A. Ensure that the hospital-wide quality assessment and performance improvement (QAPI) program and training 


programs address problems identified by the infection control officer or officers; and 
B. Be responsible for the implementation of successful corrective action plans in affected problem areas. 
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482.41 EP-1: Emergency Preparedness Planning 
The organization must develop and implement a comprehensive plan to ensure the safety and well being of patients, 
staff and visitors during emergency situations. At a minimum, the organization must develop and implement 
processes that demonstrate at least the following: 
A. Coordination with Federal, State and local emergency preparedness and health authorities to identify likely 


risks for their area (e.g., natural disasters, bioterrorism threats, disruption of utilities such as water, sewer, 
electrical communications and fuel, nuclear accidents, industrial accidents and other likely mass casualties, etc. 
• The risk assessment must be reviewed at least once every three years or more frequently if necessary; 
• The risk assessment must be revised as necessary to reflect the identification of any new risks or 


significant changes in existing risk. 
B. Specific response procedures to identified risks. 


• The organization determines those identified risks for which it wishes to develop specific response 
procedures. 


C. Integration of the organization’s emergency management command structure with that of its community. 
D. If the organization intends to provide medical treatment to the victims of disaster, the plan must also address 


requirements noted under NFPA 99 (1999 edition) Chapter 11 
 


482.41 EP-2: Emergency Preparedness Plan 
The organization must develop a written emergency preparedness plan appropriate to its scope of services that 
addresses at least the following: 
A. Establishment of an “all hazards” response to emergency situations that is flexible and can be tailored to the 


needs of the organization and the emergency it faces. Use of the Hospital Incident Command Structure (HICS) 
is one method of meeting this requirement; 


B. The needs of each location where the organization provides patient care; 
C. The needs of special patient populations treated by the organization (e.g., patients with psychiatric diagnosis, 


patients on special diets, newborns, etc.);  
D. Security of patients, staff and visitors during the emergency;  
E. Availability and security of pharmaceuticals, food, potable water, supplies and equipment that may be needed 


during emergency/disaster situations;  
F. Communication with external entities such as State and/or local emergency services and other healthcare 


facilities.  This includes a back-up plan in case normal methods of communication are not available; 
G. Communication among staff and physicians within the organization itself;  
H. Qualifications and training needed by personnel, including healthcare staff, security staff and maintenance 


staff, to implement and carry out emergency procedures;  
I. Identification, availability and notification of personnel that are needed to implement and carry out the 


organization’s emergency plans;  
J. Identification of community resources, including lines of communication, and names and contact information for 


community emergency preparedness coordinators and responders;  
K. Provisions if gas, water, electricity supply is not available to the organization; 
L. Transfer or discharge of patients to home or other healthcare settings; 
M. Transfer of patients with equipment to another healthcare setting;  
N. Methods to evaluate repairs needed and to secure various likely materials and supplies to effectuate repairs.  
O. If the organization intends to provide medical treatment to the victims of disaster, the plan must also address 


requirements noted under NFPA 99 (1999 edition) Chapter 11 
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482.41 EP-3: Provision of Emergency Gas & Water 
The organization must have a system to provide emergency gas and water as needed to provide care to inpatients 
and other persons who may come to the organization’s inpatient care site(s). 
Note:  Emergency gas includes fuels such as propane, natural gas, fuel oil, liquefied natural gas, as well as any gases the hospital uses in the 
care of patients such as oxygen, nitrogen, nitrous oxide, etc.  
A. The organization must have arrangements with local utility companies and others for the provision of 


emergency sources of water and gas. 
B. The organization must have a plan to protect emergency gas and water supplies and have a plan for prioritizing 


their use until replenishment occurs.  
• The plan must address the event of a disruption in supply (e.g., disruption to the entire surrounding 


community). 
 


482.41 EP-4: Testing of the Emergency Preparedness Plan 
The organization must test its emergency preparedness plan at least once a year.  In testing its plan, the 
organization must be able to demonstrate the following: 
Note:  A table-top exercise is not sufficient to meet this standard 
Note:  Actual implementation of the emergency preparedness plan may be used in place of a test to meet this standard provided the 
requirements below were met. 
A. The test scenario was designed to address one of the organization’s identified risks; 
B. The test required establishment of the organization’s emergency management command structure; 
C. The scope of the test was sufficient to assess the ability of the organization to implement its emergency 


preparedness plan; 
• The organization determines those sites, settings and services that are required to participate in the test 


and their degree of participation; 
D. There is a documented critique of the test that identifies opportunities, if any, to improve the organization’s 


emergency preparedness; 
E. There is documentation of actions taken to address opportunities for improvement identified by the critique. 
F. If the organization intends to provide medical treatment to victims of a disaster. the plan must also address 


requirements noted under NFPA 99 (1999 edition) Chapter 11 
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482.30 
 


UR-1: Utilization Review Plan 
The organization must have in effect a utilization review (UR) plan that provides for review of services furnished by 
the institution and by members of the medical staff to patients entitled to benefits under the Medicare and Medicaid 
programs. 
Note:  This standard does not apply to organizations where: 
• A Quality Improvement Organization (QIO) has assumed binding utilization review, or 
• CMS had determined that UR procedures developed and required by the State exceed the requirements under 42 CFR 456.50 through 42 


CFR 456.245. 
A. The organization’s UR plan must include a delineation of the responsibilities and authority for those involved in 


the performance of UR activities.  
B. The plan must also establish procedures for the review of the medical necessity of admissions, the 


appropriateness of the setting, the medical necessity of extended stays and the medical necessity of 
professional services. 
 


482.30 UR-2: Utilization Review Committee 
The organization must establish a Utilization Review (UR) Committee to oversee the utilization review function. 
Note:  This standard does not apply to organizations where: 
• A Quality Improvement Organization (QIO) has assumed binding utilization review, or 
• CMS had determined that UR procedures developed and required by the State exceed the requirements under 42 CFR 456.50 through 42 


CFR 456.245. 
A. The governing body delegates oversight of the utilization review function to the UR Committee. 
B. At least two members of the UR Committee must be doctors of medicine or osteopathy. 
C. The UR Committee must be internal to the organization, or if external to the organization, established in a 


manner approved by CMS. 
• If, because of the small size of an organization it is impractical to have a properly functioning internal 


committee, then the committee must be externally established. 
D. Individual(s) on the UR Committee may not engage in review functions when: 


• The individual(s) has a direct financial interest in the organization; 
• The individual(s) was professionally involved in the care of the patient being reviewed. 
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482.30 UR-3: Scope & Frequency of Utilization Review 
The organization must assure that the minimum scope of utilization review addresses the medical necessity of 
admissions, duration of stay and professional services rendered.  
Note:  This standard does not apply to organizations where: 
• A Quality Improvement Organization (QIO) has assumed binding utilization review, or 
• CMS had determined that UR procedures developed and required by the State exceed the requirements under 42 CFR 456.50 through 42 


CFR 456.245. 
A. The organization must establish and use criteria to determine both the appropriateness of a patient’s 


admission, as well as the patient’s required level of care. 
• Review for appropriateness of admission and level of care may be performed prior to, at the time of, or after 


admission. 
B. The organization must establish and use criteria to determine whether or not a patient’s continued inpatient 


stay is both medically necessary and at an appropriate level of care. 
• Review may occur either on all patients or on a sampling of patients as defined by the organization. 


C. If the organization is reimbursed for its inpatient services under CMS’ prospective payment system (IPPS) per 
42 CFR 412, then the following must occur: 
• All cases where the extended length of a patient’s stay is reasonably assumed to be an outlier as described 


in 42 CFR 412.80(a)(1)(i), must be reviewed; 
• All cases that are reasonably assumed to be outlier cases based on extraordinarily high costs, as described 


in 42 CFR 412.80(a)(1)(ii) must be reviewed. 
D. If the organization is not reimbursed under the IPPS per 42 CFR 412, the UR committee must make a periodic 


review, as specified in the UR Plan, of each current inpatient receiving inpatient services during a continuous 
period of extended duration.  
• The organization must define what is considered an extended duration of stay in the UR Plan. If the 


organization uses a different number of days for different diagnosis or functional categories for the period of 
extended stay, there must be a written list with lengths of stay designated for each diagnosis of functional 
category.  


• The scheduling of reviews may be the same for all cases or differ for different classes of cases.  The 
reviews must be within 7 days after the time specified in the UR Plan.  
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482.30 UR-4: Determination of Medical Necessity 
When the organization determines that as a result of utilization review activities, a patient’s admission or continued 
inpatient stay is not medically necessary, it assures the following: 
Note:  This standard does not apply to organizations where: 
• A Quality Improvement Organization (QIO) has assumed binding utilization review, or 
• CMS had determined that UR procedures developed and required by the State exceed the requirements under 42 CFR 456.50 through 42 


CFR 456.245. 
A. When other than a doctor of medicine or osteopathy makes an initial finding that the written criteria for medical 


necessity are not met, the case must be referred to the UR committee or subgroup thereof which contains at 
least one physician.  


B. If the committee or subgroup agrees after reviewing the case that admission or continued stay is not medically 
necessary or appropriate, the attending physician must be notified and allowed an opportunity to present 
his/her views and any additional information relating to the patient’s needs for admissions or extended stay.  


C. When a physician member of the committee performs the initial review instead of a non-physician reviewer and 
he/she finds that admissions or extended stay is not necessary, no referral to the committee or subgroup is 
necessary and he/she may notify the attending physician directly.  


D. If the attending physician does not respond or does not contest the findings of the committee or subgroup or 
those of the physician who performed the initial review, then the findings are final.  


E. If the attending physician contests the committee or subgroup findings or if he presents additional information 
relating to the patient’s need for extended stay, at least one additional physician member of the committee 
must review the case.  
• If the two physician members determine that the patient’s stay is not medically necessary or appropriate 


after considering all the evidence, their determination becomes final.  
• Written notification of this decision must be sent to the attending physician, patient (or next of kin), facility 


administrator and the single State agency (in the case of Medicaid) no later than 2 days after such final 
decision and in no event later than 3 working days after the end of the assigned extended stay period. 


 
482.30 UR-5: Review of Professional Services 


The UR Committee must review professional services provided to determine medical necessity and to promote the 
most efficient use of available health facilities and services. 
Note:  This standard does not apply to organizations where: 
• A Quality Improvement Organization (QIO) has assumed binding utilization review, or 
• CMS had determined that UR procedures developed and required by the State exceed the requirements under 42 CFR 456.50 through 42 


CFR 456.245. 
Note:  “Professional” services include the aspects of care rendered by laboratory personnel, physical therapists, nurses and others, as well as 
services provided by the medical staff.  
A. The review of professional services must include medical necessity and efficient use of available health 


facilities and services.  Areas of focus should include, but are not necessarily limited to: 
• Availability and use of necessary services, i.e., under-use, overuse, appropriate use;  
• Timeliness of scheduling of services;  
• Appropriateness of therapeutic procedures. 
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482.13 PR-1: Recognition of Patient Rights 
The organization must recognize, protect and promote the rights of each patient consistent with federal, state and 
local law and regulation. 
 


482.13 PR-2: Informing Patients of Their Rights 
The organization must inform each patient in writing of his or her rights.  Whenever possible, this information must 
be provided before providing or stopping care. 
A. For inpatient settings, written information shall be provided to each patient, whenever possible, within 24 hours 


of admission. 
B. For outpatient settings, written information shall at least be posted in each registration area in a manner where 


it can be easily seen. 
C. Written information and/or posting shall be provided or explained in a language and manner that the patient can 


understand. 
D. In accordance with 42 CFR 489.27(b), each Medicare beneficiary is to receive the “An Important Message from 


Medicare Notice” (IM) within two days of admission 
E. In addition, the IM is to also be given to each Medicare beneficiary within two days of their anticipated 


discharge. 
• If the initial delivery of the IM occurs within two days of the patient’s discharge, the second delivery of the 


IM is not required. 
F. When a patient who is not incapacitated has designated, either orally to staff or in writing, another individual to 


be his/her representative, the organization must provide the designated individual with the required notice of 
patients’ rights in addition to the patient.  
• In the case of a patient who is incapacitated, when an individual presents with an advance directive, 


medical power of attorney or similar document executed by the patient and designating an individual to 
make medical decisions for the patient when incapacitated, then the hospital must, when presented with the 
document, provide the required notice of its policies to the designated representative.  


• The explicit designation of a representative takes precedence over any non-designated relationship and 
continues throughout the patient’s inpatient stay or outpatient visit, unless expressly withdrawn, either orally 
or in writing, by the patient.  


  
482.13 PR-3: Notification of Hospitalization 


The patient has the right to have a family member or representative of his or her choice and his or her own physician 
notified promptly of his or her admission to the hospital. 
A. For every inpatient admission, the organization must ask the patient whether the hospital should notify a family 


member or representative about the admission. If the patient requests such notice and identifies the family 
member or representative to be notified, the organization must provide such notice promptly to the designated 
individual.  
• When a patient is incapacitated or otherwise unable to communicate the organization must make 


reasonable efforts to identify and promptly notify a family member or patient’s representative. 
• The organization must document that the patient, unless incapacitated, was asked no later than the time of 


admission whether he or she wanted a family member/representative notified, the date, time and method of 
notification when the patient requested such, or whether the patient declined to have notice provided. If the 
patient was incapacitated at the time of admission, the medical record must indicate what steps were taken 
to identify and provide notice to a family member/representative. 


B. For every inpatient admission, the organization must ask the patient whether the hospital should notify his/her 
own physician. If the patient requests notice to and identifies the physician, the organization must provide such 
notice promptly to the designated physician, regardless of whether the admission was scheduled in advance or 
emergent.  
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482.13 PR-4: Patient Grievances 
The organization must establish a process to receive, recognize and respond to a grievance filed by a patient.  
A. The governing body must approve the organization’s grievance process. 
B. The governing body is responsible for managing the grievance process unless it formally delegates this 


responsibility in writing to a committee.  The delegation cannot be made to an individual person. 
C. If a patient wishes to file a grievance, the organization must: 


• Inform the patient of the internal grievance process, including whom to contact to file a grievance; 
• Provide the patient a phone number and address for lodging a grievance with the State agency (the agency 


that has licensure survey responsibility for the organization), and inform the patient that he/she may lodge a 
grievance with the State agency directly. 


D. Unless there are extenuating circumstances, grievances must be resolved within seven days following receipt 
of the grievance. 
• If the grievance cannot be resolved within seven days, the patient must be notified and apprised of when 


anticipated resolution of the grievance will occur. 
E. Written notification(s) to the patient must contain the name of the organization contact person, the steps taken 


on behalf of the patient to investigate the grievance, the results of the investigation and the date of completion. 
The mechanism for prompt resolution of patient concerns regarding quality-of-care issues or premature 
discharge to the appropriate Utilization and/or Quality Improvement Organization.  


F. Data collected regarding patient grievances, as well as other complaints that are not defined as grievances (as 
determined by the organization), must be incorporated in the organization’s Quality Assessment and 
Performance Improvement Program.  


 
482.13 PR-5: Right to Make Informed Decisions 


The patient or his or her representative (as allowed under State law) has the right to make informed decisions 
regarding his/her care.  To assure this right, the organization must do the following: 
A. Assure that each patient / representative is given information on his/her health status, diagnosis and prognosis. 
B. Inform patients / representatives about any significant errors or adverse events involving their care. 


• The organization determines who will inform the patient / representative and how the information will be 
provided. 


C. Establish and implement policies that assure a patient's / representative’s right to request or refuse treatment.  
Such policies should indicate how the patient's request will be addressed. 
• The organization is under no obligation to fulfill a patient's / representative’s request for a treatment or 


service that the responsible practitioner has deemed medically unnecessary or inappropriate. 
D. Inform the patient / representative of any disclosures as required under 42 CFR 482.13(b)(2). 
E. Assure that the patient / representative receives the above information in a manner that the patient can 


understand. 
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482.13 PR-6: Advance Directives 
The patient (both inpatient and outpatient) has the right to formulate an advance directive.  To assure this right, the 
organization must do at least the following: 
A. Provide written information to patients at the time of admission concerning their rights under State law (whether 


statutory or recognized by the courts of the State) to make decisions concerning their medical care including 
their right to accept or refuse medical care and their right to formulate an advance directive; 
• Both inpatients and outpatients have the same rights. The written information must be provided at least to 


outpatients (or their representative) who are in the emergency department, in observation status, or who 
are undergoing same day surgery. The information must be provided at the time of registration. Provision of 
information to outpatients in other care settings is determined by the organization. 


• If an individual is incapacitated or otherwise unable to communicate, the organization may provide the 
advance directive information required to the individual’s family or surrogate in the same manner that it 
issues other materials about policies and procedures to the family of the incapacitated individual or to a 
surrogate or other concerned persons in accordance with State law. 


B. For inpatients, assess and document in the medical record whether or not the patient has executed an advance 
directive; 


C. For outpatients, the organization may determine whether or not to assess for, and/or document the presence 
of, an advance directive; 


D. Not condition the provision of care or otherwise discriminate against an individual based on whether or not the 
individual has executed an advance directive; 


E. Ensure compliance with requirements of State law concerning advance directives and inform individuals that 
complaints concerning advance directive requirements may be filed with the State survey and certification 
agency;  


F. Provide for the education of staff concerning its policies and procedures on advance directives; 
G. Provide and document community education provided by the organization regarding advanced directives; 
H. Provide a clear and precise statement of limitation to the patient if the organization cannot implement an 


advance directive on the basis of conscience.  At a minimum, this statement of limitation should:  
• Clarify any differences between institution-wide conscience objections and those that may be raised by 


individuals in the organization; 
• Identify the legal authority permitting such an objection;  
• Describe the range of medical conditions or procedures affected by the objection.  


I. When a patient who is incapacitated has executed an advance directive designating a particular individual to 
make medical decisions for him/her when incapacitated, the organization must, when presented with the 
document, provide the designated individual the information required to make informed decisions about the 
patient’s care.  
• The organization must also seek the consent of the patient’s representative when informed consent is 


required for a care decision. The explicit designation of a representative in the patient’s advance directive 
takes precedence over any non-designated relationship and continues throughout the patient’s inpatient 
stay or, as applicable, outpatient visit, unless the patient ceases to be incapacitated and expressly 
withdraws the designation, either orally or in writing. 
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482.13 
 


PR-7: Personal Privacy 
The patient has the right to privacy and safety.  To assure this right, the organization must have a policy(s) and 
process(es) in place that address at least the following: 
A. The right to privacy during personal hygiene activities (e.g., toileting, bathing, dressing), during medical/nursing 


treatments and when requested as appropriate; 
B. The right to limiting the release or disclosure of patient information such as the patient’s presence in the facility 


or location in the hospital, or personal information such as name, age, address, income, health information 
without prior consent from the patient; 
• The organization should have procedures in place in accordance with State law to provide appropriate 


information to patient families or significant others in those situations where the patient is unable to make 
their wishes known; 


C. That people not involved in the care of the patient should not be present without his/her consent while he/she is 
being examined or treated, nor should video or other electronic monitoring/recording methods be used while 
he/she is being examined without his/her consent; 


D. A patient’s right to privacy may be limited in situations where a person must be continuously observed, such as 
when restrained or in seclusion when immediate and serious risk to harm self (such as when the patient is 
under suicide precautions or special observation status) or others exists. 


 
482.13 


 
PR-8: Right to Receive Care in a Safe Setting 
Patients have the right to receive care in an environment that is safe.  
A. The organization must address any safety needs presented to them by the patient or identified through patient-


specific assessment activities. 
B. The organization must develop and implement a process(s) to protect patients who may be at risk of physical 


or psychological harm from family, visitors or other individuals while under the organization’s care. 
 


482.13 PR-9: Abuse, Neglect or Harassment 
Patients have the right to be free of abuse and harassment.  To assure this right, the organization must do the 
following: 
A. Screen staff upon hire to determine if they have a prior record (conviction) of abuse or neglect; 
B. Provide staff with information on recognizing patient abuse, neglect and harassment during initial orientation 


and on at least an annual basis thereafter; 
C. Protect patients from abuse, neglect or harassment, including when any allegation of same is being 


investigated; 
D. Investigate and respond to any allegation of abuse, neglect or harassment while under the organization’s care; 
E. Report any incidence of abuse, neglect or harassment while under the organization’s care to the appropriate 


legal authority(s). 
 


482.13 PR-10: Confidentiality of Information 
Patients have the right to confidentiality of their health information. To assure this right, the organization must do the 
following: 
A. Assure that individuals accessing patient health information are designated by law, regulation or organization 


policy as having a need to know; 
B. Assure that patient health information is secure and accessed only by authorized individuals; 
C. Assure that access to patient health information is limited to individuals necessary to provide care, treatment or 


service to the patient. 
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482.13 
 


PR-11: Access to Personal Health Information 
The patient has the right to access their health information within a reasonable timeframe.  To assure this right, the 
organization must do the following: 


A. A. Assure that patients are allowed to inspect and obtain a copy of health information about them and that 
the organization may not withhold information except as permitted by law and regulation 
• The organization must assure that it meets patient requests for information as quickly as its record 
keeping system permits. 


B. Assure that the cost of providing a copy of the patient’s health information not create a barrier to the individual’s 
ability to receive it. 
• The organization may impose reasonable cost-based fees for copying or duplicating medical records or 


other patient health information. 
 


482.13 PR-12: Right to Visitation 
Patients have the right to receive visitors during their hospitalization.  To assure this right, the organization must do 
following: 
A. Inform each patient (or support person where appropriate) of their right to visitation, and develop and 


implement written policies and procedures that recognize the right of patients to receive visitors, including any 
clinically necessary or reasonable restrictions that need to be placed on visitation.  Visitors may be restricted 
for any of the following reasons: 
• The patient requests that visitors be restricted; 
• Restriction is necessary to assure the safety of the patient; 
• During periods when medical care and treatment is being delivered as warranted; 
• If visitors are being disruptive to the therapeutic milieu. 


B. Inform each patient (or support person, where appropriate) of the right, subject to his or her consent, to receive 
the visitors whom he or she designates, including, but not limited to, a spouse, a domestic partner (including a 
same-sex domestic partner), another family member or a friend, and his or her right to withdraw or deny such 
consent at any time; 


C. Not restrict, limit or otherwise deny visitation privileges on the basis of race, color, national origin, religion, sex, 
gender identity, sexual orientation or disability; 


D. Ensure that all visitors enjoy full and equal visitation privileges consistent with patient preferences. 
 


482.13 PR-13: Participation in Care Planning 
The patient has the right to participate in the planning of his/her care.  At a minimum, the patient’s medical record 
must include documentation that the patient was involved in at least the following: 
A. Development and implementation of his/her inpatient treatment/care plan, outpatient treatment/care plan; 
B. Development and implementation of his/her discharge plan; 
C. Development and implementation of his/her pain management plan if the patient is being treated for pain. 
D. When a patient who is not incapacitated has designated, either orally or in writing, another individual to be 


his/her representative, the organization must involve the designated representative in the development and 
implementation of the patient’s plan of care. .  
• In the case of a patient who is incapacitated, when an individual presents the hospital with an advance 


directive, medical power of attorney or similar document executed by the patient and designating an 
individual to make medical decisions for the patient when incapacitated, the hospital, when presented with 
the document, must involve the designated representative in the development and implementation of the 
patient’s plan of care.  
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482.25 MM-1: Establishment of a Pharmacy Service 
The organization must meet the medication needs of the patient.  To meet this requirement, the organization must 
establish a pharmacy service.  In doing so, the organization must assure that: 
A. All pharmacy services are under the direction of a registered pharmacist (Pharmacy Director); 
B. The main pharmacy, as well as all medication storage areas, is under the jurisdiction of the pharmacy service; 


and must be administered in accordance with accepted practice principles. 
C. The scope of pharmacy services must include the procuring, manufacturing, compounding, packaging, 


dispensing, ordering, distributing, disposition, use and administering of all medications, biologicals, 
pharmaceutical chemicals, the use of medication related devices and the provision of pharmaceutical care;  


D. The medical staff is responsible for establishing a multidisciplinary committee composed of representatives 
from nursing, pharmacy, administration and the medical staff that develop medication related policies and 
procedures. The focus of policies and procedures addressing medications is to reduce or minimize errors. 


E. The pharmacy service is integrated into the organization’s quality assessment and performance improvement 
program. 


 
482.25 


 
MM-2: Management & Staffing of Pharmacy Services 
The organization must assure that pharmacy services are adequately managed and staffed. 
A. A single pharmacist (Pharmacy Director) must be responsible for the overall administration of the pharmacy 


service and must be responsible for developing, supervising and coordinating all the activities of the pharmacy 
service. 
• The job description or the written agreement for the responsibilities of the pharmacist must be clearly 


defined and include development, supervision and coordination of all the activities of pharmacy services. 
B. The Pharmacy Director or designee must be actively involved in those committees responsible for establishing 


medication-related policies and procedures. 
C. Pharmacy services must be staffed with sufficient personnel in types, numbers, and training to provide quality 


services, including 24 hour, 7-day emergency coverage, or there is an arrangement for emergency services as 
determined by the needs of the patients and as specified by the medical staff.  


D. There must be sufficient numbers and types of personnel to provide accurate and timely medication delivery, 
ensure accurate and safe medication administration and to provide appropriate clinical services, as well as the 
participation in continuous quality improvement programs that meet the needs of the patient population being 
served. 


 
482.25 MM-3: Availability of Pharmacist Expertise 


The organization must assure that a pharmacist is continuously available to respond to patient care needs. 
A. If pharmacy services are not provided on-site 24/7, then the organization assures that a pharmacist is on-call 


and can respond to patient care needs (in person if necessary) in a timely manner. 
B. The organization has immediately available sufficient texts and other resources on drug therapy.  A pharmacist 


also should be readily available by telephone or other means to discuss drug therapy, interactions, side effects, 
dosage, etc., with practitioners to assist in drug selection and with personnel to assist in the identification of 
drug-induced problems. 
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482.25 MM-4: Management of the Medication Formulary 
The organization must establish and effectively maintain an inventory (formulary) of medications that will be used for 
patient care. 
A. The formulary and any changes to it must be approved by the medical staff. 
B. The formulary must list the medications for dispensing or administration that the organization maintains or that 


are readily available.  
C. In accordance with accepted standards of practice, the medical staff, in consultation with the pharmacy service, 


must develop written criteria for determining what medications are available for dispensing or administration.  
• At a minimum, the criteria include the indication for use, effectiveness, risks (including propensity for 


medication errors, abuse potential and sentinel events) and costs.  
• Medications on the formulary are reviewed periodically based on emerging safety and efficacy information. 


D. Processes and mechanisms must be established to monitor patient responses to a newly added medication 
before the medication is made available for dispensing or administration. 


E. There must be a process to approve and procure medications that are not on the formulary. 
F. There must be a process to address medication shortages and outages, including the following:  


• Communicating with appropriate prescribers and staff; 
• Developing approved substitution protocols;  
• Educating appropriate licensed independent practitioners, health care professionals and staff about these 


protocols;  
• Obtaining medications in the event of a disaster.  


 
482.25 MM-5: Storage of Medications 


The organization must develop and implement processes to assure that medications are appropriately and safely 
stored. 
A. Medications must be stored in accordance with manufacturer’s instructions, as well as law and regulation. 


• If there are no manufacturer instructions, law or regulation, then medications will be stored as instructed by 
the Director of Pharmacy. 


B. The temperature of refrigerators and warmers must be maintained within the parameters of the medication 
stored therein. 
• The organization must be able to demonstrate that temperatures of medication refrigerators and warmers 


were monitored at least daily or more frequently if necessary. 
• If a medication refrigerator or warmer is not within acceptable temperature parameters, there must be 


documentation of action taken by the organization to correct the issue. 
C. Expired, mislabeled or otherwise unusable medications must be removed from storage areas and returned to 


the pharmacy for disposal. 
D. Medication storage areas will be inspected at least monthly or more frequently if required by law, regulation or 


organization policy. 
 


482.25 MM-6: Control & Distribution of Medications 
Drugs and biologicals must be controlled and distributed in accordance with applicable Federal and State laws and 
regulations and in accordance with applicable standards of practice.  
A. Applicable standards of practice include compliance with all Federal and State laws, regulations, and 


guidelines, as well as, standards and recommendations promoted by nationally recognized professional 
organizations that apply to pharmaceutical care and the control and distribution of drugs and biologicals.  
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482.25 
 


MM-7: Tracking of Controlled Medications 
The organization is required to develop, implement and maintain a system to accurately record and track the receipt 
and disposition of all controlled medications (Schedule II, III, IV and V medications as classified by law and 
regulation).  This system must assure at least the following: 
A. Accountability procedures to ensure control of the distribution, use and disposition of all controlled medication;  
B. Records of the receipt and disposition of all controlled medications must be current and must be accurate; 
C. Records trace the movement of controlled medications throughout the service; 
D. All medication records are in order and an account of all controlled medications is maintained and any 


discrepancies in count are reconciled promptly; 
E. Any wastage of a controlled medication is witnessed; 


• The identity of the individual who wasted the controlled medication and the witness are documented; 
F. Loss or diversion of all controlled medications are managed in such a manner as to minimize the timeframe 


between the actual loss or diversion to the time of detection and determination of the extent of loss or diversion; 
G. The Chief Executive Officer and the Pharmacy Director are notified of any diversion or significant loss of 


inventory of a controlled medication. 
 


482.25 MM-8: Security of Medications 
Medications must be secured so that they are not accessible to unauthorized personnel. 
A. Medications listed in Schedules II, III, IV, and V by federal law must be placed behind a locked room or cabinet 


or under the continuous visual observation of authorized staff at all times. Use of a plastic lock to secure 
controlled substances is not permitted because such locks do not prevent unauthorized access. 
• Only individuals who are permitted by law, regulation and scope of practice to access these medications 


are able to do so. 
B. All other medications must be stored in a secure area or placed behind a locked room or cabinet. A secure 


area means that drugs and biologicals are stored in a manner to prevent unmonitored access by unauthorized 
individuals.  The following are considered  - by definition - secure areas: 
• Areas where patients and visitors are not allowed without the supervision or presence of health care 


personnel; 
• Areas in which staff is present and actively providing care to patients or preparing to receive patients (e.g., 


setting up for procedures before the arrival of a patient);  
• Labor and delivery suites and critical care units, provided access to these units is controlled and restricted 


to appropriate staff, patients and visitors; 
• Operative suites, provided the suite is staffed and in active use.  The suite is not considered in active use 


when it is closed.  In addition, if an individual operating room is closed, then that room is not considered in 
active use; 


• Patients who are permitted to self-administer medications may have these medications left at their bedside 
(with the exception of controlled substances) and be considered secured. 


C. The organization must develop and implement a policy assuring only authorized personnel access medications. 
• The policy must describe the categories of personnel who have authorized access to storage areas, as well 


as levels of access for different personnel. Drugs and biologicals may be removed from the pharmacy and 
storage areas only by personnel designated in the policies of the medical staff and pharmacy service in 
accordance with Federal and State law. 


• Non-licensed staff may access medication storage areas if permitted by policy, and access is required as 
part of their job function.  These individuals may not access medication. 
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482.25 MM-9: After-Hour Access to the Pharmacy 
For organizations that do not provide 24/7 on-site pharmacy services, there must be a process to provide 
medications to meet patient care needs when the pharmacy is closed. 
A. After-hour access to the pharmacy by non-pharmacy personnel is forbidden except in clearly emergent 


situations.  The Director of Pharmacy or the pharmacist on call must be immediately notified should any after-
hour access occur. 


B. If medications are needed when the pharmacy is closed, the organization must assure the following: 
• Access is limited to a set of medications that has been approved by the hospital.  These medications can 


be stored in a night cabinet, automated storage and distribution device or a limited section of the pharmacy;  
• Only trained, designated prescribers and nurses are permitted access to medications;  
• Quality control procedures (such as an independent second check by another individual or a secondary 


verification built into the system, such as bar coding) are in place to prevent medication retrieval errors; 
• The organization arranges for a qualified pharmacist to be available either on call or at another location (for 


example, at another organization that has 24-hour pharmacy service) to answer questions or provide 
medications beyond those accessible to non-pharmacy staff;  


• Access is evaluated on an on-going basis, and changes are implemented as appropriate to reduce the 
amount of times non-pharmacist healthcare professionals are obtaining medications after the pharmacy is 
closed.  


 
482.25 MM-10: Management of High-Risk Medications 


The organization shall establish and implement processes to safely manage medications that carry a high risk of 
harm to patients. 
A. The organization must identify those medications from its inventory that will be designated as high-risk.  In 


developing the list, the organization should consider: 
• Medications that pose risk due to look-alike / sound-alike issues; 
• Medications with a narrow therapeutic window; 
• Medications shown in the literature to place patients at risk of harm or injury due to errors. 


B. For each medication designated as high-risk, the organization must develop and implement processes that 
reduce the risk of harm to the patient. 


C. The organization determines the specific risk reduction strategies to be taken. 
 


482.25 MM-11: Emergency Medications 
The organization must assure that medications are readily and immediately available to meet the emergent care 
needs of the patient. 
A. The organization defines those medications that are designated for emergency use. 


• The Director of Pharmacy (or designee) is involved in this process. 
B. The organization assures that emergency medications are available in age-appropriate concentration/dosage 


and in the most ready-to-administer form possible. 
C. The organization assures that emergency medications are stored throughout the facility and can be accessed 


in a timely manner (within five minutes of identified need). 
D. The organization periodically reviews (at least every three years) its designation of emergency medications to 


assure that it continues to meet patient care needs. 
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482.25 MM-12: Investigational Medications 
The organization must assure that patients on investigational medications are appropriately cared for. 
A. There is a process and policy to ensure that investigational medications are safely controlled and administered.  
B. There is a written process for reviewing, approving, supervising and monitoring investigational medications, 


specifying that when pharmacy services are provided, the pharmacy controls the storage, dispensing, labeling 
and distribution of the investigational medication. 


 
482.25 MM-13: Standardized Concentrations 


The concentration of medications available for use should be standardized whenever possible.  
A. The organization identifies those medications whose concentrations have been standardized. 
B. Where possible, the concentration of medication designated by the organization to be “high-risk” is 


standardized. 
 


482.25 MM-14: Concentrated Electrolytes 
The organization must assure that concentrated electrolytes are safely and appropriately managed. 
A. Concentrated potassium may only be stored in the pharmacy. 


• If concentrated potassium is required for cardiac surgery, it is dispensed directly to the perfusionist in the 
operating room on a case by case basis. 


B. Other concentrated electrolytes may be stored outside of the pharmacy provided the following safety 
precautions are taken: 
• There is a clinical need for the concentrated electrolyte to be stored in the area; 
• Only the amount needed for necessary patient care is stored in the area; 
• Specific precautions have been taken to prevent an inadvertent misadministration of the electrolyte. 


 
482.25 MM-15: Management of Hazardous Medications 


The organization must assure that hazardous medications are safely managed. 
A. The organization identifies those medications in its inventory that it considers hazardous. 
B. Processes are developed and implemented to safely procure, store, prepare, dispense and administer 


hazardous medications. 
 


482.25 MM-16: Management of Recalled Medications 
The organization must develop and implement a process to assure that recalled medications are safely managed. 
A. The organization receives information about a medication recall in a timely manner. 
B. The organization determines if a recalled medication is in its inventory and the specific storage locations. 
C. Recalled medications are removed from inventory in a timely manner. 
D. Depending on the nature of the recall, practitioners who order/dispense the medication are notified, as well as 


patients who were dispensed and/or administered the medication, and informed of any necessary actions. 
• The organization determines who will be responsible for notifying the practitioners and patients. 
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482.25 MM-17: Medication from Outside Sources 
The organization must assure that medications administered to a patient that were not procured by the 
organization’s pharmacy are appropriately managed. 
A. The organization defines by policy, whether or not patients may use their own medication(s). 


• If patients are permitted to use their own medication(s), the organization has a process implemented to 
assure that the medication(s) is appropriately identified, managed and administered. 


B. The organization defines by policy, whether or not practitioners may bring in medication from outside the 
organization to be administered to patients. 
• If practitioners are permitted to bring medication(s) from an outside source, the organization has a process 


implemented to assure that the medication(s) is appropriately identified, managed and administered. 
C. The organization defines by policy, whether or not sample medications may be dispensed to patients. 


• If the organization permits sample medications, the organization has a process implemented to inventory, 
secure, and track the dispensing of sample medications and management of recall notifications. 


 
482.25 MM-18: Unused Medication 


The organization must develop and implement a process to safely manage medications that are not used. 
A. The pharmacy must have a system to reconcile medications that are not administered that remain in the 


patient’s medication drawer, slot, etc., when the pharmacy inventories patient medications or restocks patient 
medications.  The pharmacy should determine the reason the medications were not used. 


B. Unused medications are returned to the pharmacy. 
 


 MM-19: Availability of Patient-Specific Information  
The organization must assure that sufficient information about a patient is readily available to personnel involved in 
the ordering, preparing, dispensing, administering and monitoring of medication.  
A. The organization defines by policy, the minimum amount of demographic information that is necessary.  


• At a minimum, the diagnosis and allergy status must be known on all patients receiving medication.  
• When necessary, the patient’s height, weight, pregnancy, and/or lactation status must also be obtained.  


B. For inpatient settings, the organization obtains an accurate list of medications that a patient is currently taking 
upon admission. The list is to include, when available, at least the name, dose, and frequency of the 
medication. For PRN medications, the indication for use should also be determined.  
• If a list of current medications cannot be obtained (or is only partially obtained), the medical record must 


reflect why the information (or remaining information) could not be obtained.  
C. For outpatient settings, the organization obtains an accurate list of medications that the patient is currently 


taking. The list is to include at least the name of the medication. This requirement does not apply to outpatient 
settings that do not prescribe, administer, or manage a patient’s medications 
• For recurrent care settings, the list is to be obtained on the initial visit and updated whenever changes 


occur. 
• For diagnostic and/or procedural-based outpatient settings, the list need only include those medications 


pertinent and relevant to the safe rendering of care to the patient. 
• If a list of current medications cannot be obtained (or is only partially obtained), the medical record must 


reflect why the information (or remaining information) could not be obtained.  
D. The organization develops and implements a process to assure that information is readily available to clinicians 


involved in the patient’s care.  
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482.25 MM-20: Use of Unsafe Abbreviations 
The organization must assure that abbreviations known to increase the risk of a medication error are not used. 
A. The organization identifies by policy, those abbreviations that it considers to be unsafe. 
B. The organization assures that these abbreviations are not used for medication-related documentation in the 


patient’s medical record or in other medication processes. 
• An organization will be considered to have met this requirement if an unsafe abbreviation was used but was 


recognized and corrected before the medication was administered to the patient. 


482.25 MM-21: Use of Protocols and Standing Orders 
The organization must assure that protocols and standing orders involving medications are appropriately developed, 
implemented and maintained. 
A. The standing order / protocol must clearly identify the specific clinical situations, patient conditions, or 


diagnoses in which the order/protocol would be appropriate 
B. The standing order / protocol must be consistent with accepted standards of care and evidence-based care 


practices 
C. The standing order / protocol must be approved by the medical staff 
D. Practitioners and staff responsible for using the standing order / protocol must be oriented to the conditions, 


criteria, initiation, and execution requirements thereof 
E. The standing order / protocol must be added to the patient’s medical record at the time of initiation. 
F. The physician or other practitioner responsible for the care of the patient authenticates the initiation of all 


standing orders either prior to or after the fact 
G. Appropriate use of standing orders / protocols must be monitored as part of the organization’s Quality 


Assessment & Performance Improvement Program. 
H. Standing orders / protocols must be reviewed / revised as necessary, but at least reviewed every three years. 
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482.23 MM-22: Medication Orders 
The organization must assure that medication orders are written in a manner that supports safe patient care.  The 
organization must develop and implement policies that address at least the following: 
A. Who may order medications 
B. In accordance with standard practice, practitioner orders for the administration of drugs and biological must 


include at least the following:  
• Name of the patient; 
• Age and weight of the patients, or other dose calculation requirements, where applicable; 
• Date and time of the order, and the name of the prescriber; 
• Drug name. dose, frequency, and route; 
• Exact strength or concentration, when applicable; 
• Quantity and/or duration, when applicable; 
• Specific instructions for use, when applicable; and 


C. The minimum elements of what constitutes a complete medication order for at least the following: 
• Range orders; 
• Titration orders; 
• Taper orders; 


D. That PRN orders for medication must include the clinical indication for use unless there is only one clinical 
indication for use; 


E. That “resume all medication” orders are prohibited; 
F. Automatic stop orders for medications and biologicals within a time frame specified by the medical staff when 


the discontinuation date or number of doses of a medication is not specified in the order; 
G. When weight-based dosing is required for pediatric medication orders; 
H. In instances of duplicate therapy (two or more PRN medications ordered for the same clinical indication), the 


orders must provide sufficient direction to personnel in determining which PRN medication to administer; 
I. With the exception of influenza and pneumococcal vaccines, which may be administered per physician-


approved hospital policy after an assessment of contraindications, orders for drugs and biologicals must be 
documented and signed by a practitioner who is authorized to write orders by hospital policy and in accordance 
with State law, and who is responsible for the care of the patient; 
• If a medical staff-approved protocol containing medication is designed to address an urgent or emergent 


need, or the timely and necessary delivery of care, the protocol may be initiated by appropriately qualified 
and competent staff prior to obtaining an order.  In these cases, however, an order must be obtained as 
soon as possible afterwards; 


J. Actions that must be taken when an order is unclear or incomplete. 
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482.25 MM-23: Pharmacy Review of Medication Orders 
The organization must develop and implement a process to assure that ordered medications are appropriate for the 
patient. 
A. When pharmacy services are available, all medication orders must be reviewed for appropriateness by a 


pharmacist before the first dose is administered.  
• This requirement does not apply to situations where the medication is administered under the direct 


supervision of a physician or when the medication is needed to treat an urgent or emergent patient care 
need. 


• When pharmacy services are not available, a designee(s) deemed competent by the pharmacist to do so, 
performs the review.  The pharmacist then reviews the orders at the earliest available opportunity. 


B. Review of medication orders should address:  
• Therapeutic appropriateness of a patient’s medication regimen;  
• Therapeutic duplication in the patient’s medication regimen;  
• Appropriateness of the drug, dose, frequency, route and method of administration;  
• Real or potential interactions; 
• Real or potential allergies or sensitivities;  
• Variation from organizational criteria for use;  
• Other contraindications. 


 
482.25 MM-24: Preparation of Medications 


The organization must assure that medications are safely prepared.  All compounding, admixing and dispensing of 
drugs and biologicals must be conducted by a registered pharmacist or under the supervision of a registered 
pharmacist and performed consistent with State and Federal laws.  
A. Only the pharmacy compounds or admixes all sterile medications, intravenous admixtures or other drugs 


except in emergencies or when not feasible (for example, when the product’s stability is short).  
• All staff that compound and/or admix intravenous medications have been trained and deemed competent to 


do so. 
B. A laminar airflow hood or other appropriate environment is used while preparing any intravenous (IV) admixture 


in the pharmacy, any sterile product made from non-sterile ingredients or any sterile product that will not be 
used with 24 hours.  


C. Whenever medications are prepared, the organization assures the following: 
• Staff uses safety materials and equipment while preparing hazardous medications;  
• Staff uses techniques to assure accuracy in medication preparation; 
• Staff uses appropriate techniques to avoid contamination during medication preparation, which include but 


are not limited to the following:  
• Using clean or sterile technique as appropriate; 
• Maintaining clean, uncluttered and functionally separate areas for product preparation to minimize the 


possibility of contamination;  
• Visually inspecting the integrity of the medications.  
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482.25 MM-25: Dispensing of Medications 
Medications must be dispensed in a manner that is safe and meets the needs of the patient. 
A. Only individuals permitted by law, regulation, scope of practice, and organization policy may dispense 


medication. 
B. Quantities of medications are dispensed to minimize diversion and potential adverse events while meeting the 


needs of the patient. 
C. Medications are dispensed in a timely manner.  The organization must have a system that ensures that 


medication orders get to the pharmacy and medications get back to patients promptly.  
D. Whenever possible, medications are dispensed in the most ready-to-administer form available from the 


manufacturer or, if feasible, in unit dose that have been repackaged by the pharmacy.  
• The pharmacy must use the same dose packaging system whenever possible. 


E. Any concerns, issues or questions are clarified with the prescriber before the medication is dispensed.  
 


 MM-26: Labeling of Medications 
The organization assures that medication labeling practices are safe. 
A. Information on medication labels (name of medication, dose, expiration date, etc.) must be displayed in 


accordance with law, regulation and accepted standards of practice. 
B. In addition, any medication that is prepared but not immediately administered must be labeled with the 


following information: 
 Note:  “Immediately administered” means that there was no interruption (however minor) in the process from the time the medication was 


prepared to the time it was administered. 
• Date the medication was prepared; 
• Time the medication was prepared;  
• Identity of the person who prepared the medication; 
• The type of diluent or other substance(s) used in the preparation (if any); 
• As necessary, any directions for use and accessory or cautionary instructions; 
• The name of the patient and if necessary, the patient’s location, if the medication will be administered by 


someone other than the person who prepared it. 
  


482.25 MM-27: Medication Delivery Devices 
The organization must assure that devices used to deliver medication are operated in a safe and appropriate 
manner. 
A. The variety and type of medication delivery devices must be standardized whenever possible. 
B. Staff using medication delivery devices must be deemed competent to do so prior to use. 
C. Medication delivery devices must be operated and maintained in accordance with manufacturer instructions. 
D. The pharmacy must be involved in the evaluation, use and monitoring of medication delivery systems, 


administration devices and automated medication-dispensing machines.  
• The evaluation and monitoring should include the potential for medication errors. 
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482.23 MM-28: Administration of Medication 
The organization must assure that medications and biologicals are prepared and administered in accordance with 
Federal and State law, upon orders from an authorized practitioner responsible for the patient’s care and within 
accepted standards of care. 
A. The organization must develop a policy(s) that outlines who may administer medications.  This policy must be 


approved by the medical staff. 
B. Only individuals authorized by scope of practice and organization policy may administer medications. 
C. Staff administering medications shall receive sufficient training and education to safely do so. At a minimum, 


such training shall address medication preparation and administration topics such as: 
• Safe handling and preparation of authorized medications; 
• Knowledge of the indications, side effects, drug interactions, compatibility,  and dose limits of administered medications; 
• Equipment, devices,  special procedures, and/or techniques required for medication administration; 
• Basic safe medication administration practices 
• Required time frames for medication administration  


D. Staff shall confirm the following prior to each administration of medication 
• The patient’s identity.  Acceptable patient identifiers include but are not limited to: the patient’s full name; an 


identification number assigned by the hospital; or date of birth.  Identifiers must be confirmed by patient wrist band, 
patient identification card, patient statement (when possible) or other means outlined in the hospital’s policy.  The 
patient’s identification must be confirmed to be in agreement with the medication administration record and medication 
labeling prior to medication administration to ensure that the medication is being given to the correct patient. 


• The correct medication, to ensure that the medication being given to the patient matches that prescribed for the patient 
• The correct dose, to ensure that the dosage of the medication matches the prescribed dose, and that the prescription 


itself does not reflect an unsafe dosage level (i.e., a dose that is too high or too low); 
• The correct route, to ensure that the method of administration – orally, intramuscular, intravenous, etc., is the 


appropriate one for that particular medication and patient; and 
• The appropriate time, to ensure adherence to the prescribed frequency and time of administration. 


E. The organization shall identify those medications that do not have scheduled administration times 
F. The organization shall identify those medications that are critical to be administered at scheduled times 


• Critically timed medication must be administered within thirty minutes before or after their scheduled dosing time, for a 
total window of 1 hour. 


G. For those medications that are not critical to be administered at scheduled times:  
• Medications prescribed for daily, weekly or monthly administration may be within 2 hours before or after the scheduled 


dosing time, for a total window that does not exceed 4 hours. 
• Medications prescribed more frequently than daily but no more frequently than every 4 hours may be administered 


within 1 hour before or after the scheduled dosing time, for a total window that does not exceed 2 hours. 
H. Staff must remain with the patient until the patient takes the medication. 


• For intravenous fluids / medications and breathing treatments, this means at least until the infusion / treatment has 
been initiated. 


I. If the patient is being administered a medication for the first time, staff must educate the patient on the 
following: 
• The purpose of the medication; 
• The intended response to the medication; 
• Any significant concerns or precautions that must be taken. 


J. Drugs and biologicals may be prepared and administered on the orders contained within pre-printed and 
electronic standing orders, order sets, and protocols for patient orders only if such orders meet the 
requirements of 42 CFR 482.24(c)(3) 


K. Intravenous medications must be administered only by individuals who have the requisite licensure, scope of 
practice allowance, and training to do so, and in accordance with medical staff approved policies and 
procedures. 
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 MM-29: Patient Self-Administration of Medication 
The organization must assure that patient self-administration of medication is safely and appropriately performed. 
A. The organization determines by policy whether or not patients are permitted to self-administer medications 
B. If patients are permitted to self-administer organization-issued medications, then the following must occur: 


• A practitioner responsible for the care of the patient must issue an order permitting self-administration, and 
the specific medications that are to be self-administered; 


• The capacity of the patient (or the patient’s caregiver/support person where appropriate) to self-administer 
the specified medication(s) must be assessed; 


• The patient (or the patient’s caregiver/support person where appropriate)  must be instructed in the safe 
and accurate administration of the specified medication(s); 


• The security of the medication(s) must be assured  
• The administration of each medication must be documented in the patient’s medical record 


C. If patients are permitted to self-administer their own medications, then the following must occur: 
• A practitioner responsible for the care of the patient must issue an order permitting self-administration, use 


of the patient’s own medications, and the specific medications that are to be self-administered; 
• The capacity of the patient (or the patient’s caregiver/support person where appropriate) to self-administer 


the specified medication(s) must be assessed; 
• The patient (or the patient’s caregiver/support person where appropriate)  must be instructed in the safe 


and accurate administration of the specified medication(s); 
• The medication must be in its original packaging from the manufacturer and/or compounding/issuing 


pharmacy. The medication must be labeled with at least the following information: 
o The patient’s name 
o The name and dose of the drug 
o A “use by” or expiration date. 


• The integrity of the medication must be visually evaluated 
• The security of the medication(s) must be assured  
• The administration of each medication must be documented in the patient’s medical record 
 


482.25 MM-30: Monitoring the Effect of Medications  
The effects of medication(s) on patients must be monitored to assure medication therapy is appropriate and 
minimizes the occurrence of adverse events.  
A. The organization must demonstrate that it has a process in place to monitor the effects of medications 


administered to the patient.  The patient’s overall medical record must support that this monitoring has 
occurred.  This may be evidenced by: 
• Use of clinical and laboratory data to evaluate the efficacy of medication therapy to anticipate or evaluate 


toxicity and adverse effects;  
• Assessing physical signs and clinical symptoms relevant to the patient’s medication therapy;  
• Assessing the patient’s own perceptions about side effects, and, when appropriate, perceived efficacy.  
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482.25 MM-31: Reporting of Adverse Medication Events 
The organization must develop and implement a process to identify and report adverse medication events. 
A. The organization defines what is considered a reportable adverse medication event. 


• Medication errors, incompatibilities and adverse drug reactions are included in the definition. 
B. Adverse medication events are identified and reported in accordance with the process established by the 


organization. 
• Serious adverse drug reactions are reported to the federal MedWatch program. 
• Significant medication error and adverse drug reactions are immediately reported to the patient’s attending 


physician.  If the attending physician is not available, the report may be to a covering physician and the 
attending physician notified as soon as possible. 


C. The organization incorporates reporting of adverse medication events into its quality assessment and 
performance improvement (QA/PI) program. 
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482.24 MR-1: Organization of the Medical Record Service 
The medical records service must be organized, equipped and staffed in accordance with the scope and complexity 
of the organization’s services and in such a manner as to comply with the requirements of this regulation and other 
Federal and State laws and regulations.  
A. There must be an established medical record system that is organized and employs adequate personnel to 


ensure prompt:  
• Completion of medical records;  
• Coding and filing of medical records; 
• Retrieval of medical records.  


B. There must be adequate numbers of qualified personnel to administer the medical record service. 
• Personnel must be employees of the organization.  This does not mean that the organization is prohibited 


from using contract staff to supplement need, but the medical record service itself may not be outsourced. 
 


482.24 MR-2: Establishment of a Unified Patient Medical Record 
The organization must have one unified medical record service that has administrative responsibility for all medical 
records, both inpatient and outpatient records. 
A. The organization must have a mechanism to know the location of all components of a patient’s medical record. 
B. The organization must have a mechanism to assemble components of a medical record in a timely manner 


(within 24 hours) when necessary. 
C. Components must be integrated into a single patient medical record once the patient no longer receives care or 


service. 
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484.24 MR-3: Management of Medical Records 
The organization must maintain a medical record for each inpatient and outpatient evaluated or treated in any part or 
location of the organization.  The organization must establish policy(s) and processes that address the following: 
A. The medical record must be properly filed and retained.  The organization must have a medical record system 


that ensures the prompt retrieval of any medical record of any patient evaluated or treated at any location of the 
organization within the past five years.  


B. The medical record must be accessible.  The organization must have a medical record system that allows the 
medical record of any patient, inpatient or outpatient evaluated and/or treated at any location of the 
organization within the past five years to be accessible by appropriate staff, 24 hours a day, seven days a 
week, whenever that medical record may be needed.  


C. The organization must have a system of coding and indexing medical records.  The system must allow for 
timely retrieval by diagnosis and procedure in order to support medical care evaluation studies. 


D. Medical records must be properly stored in secure locations where they are protected from fire, water damage 
and other threats. 


E. The medical record system must ensure that medical record entries are not lost, stolen, destroyed, altered or 
reproduced in an unauthorized manner.  


F. The organization must ensure that unauthorized individuals cannot gain access to patient records and that 
individuals cannot alter patient records.  Patient records must be secure at all times and in all locations.  


G. The organization must have sufficient safeguards to ensure that access to all information regarding patients is 
limited to those individuals designated by law, regulation and policy, or duly authorized as having a need to 
know.  No unauthorized access or dissemination of clinical records is permitted. 


H. Original medical records must be released by the organization only in accordance with Federal or State laws, 
court orders or subpoenas. 


 
482.24 MR-4: Entries into the Medical Record 


The organization must assure that entries into the medical record are complete, legible and authenticated in 
accordance with law, regulation and the organization’s policy(s). 
A. The organization defines by policy, what is considered a timely entry into the medical record. 
B. The organization, by policy, identifies those types of individuals who are permitted to make entries into the 


medical record. 
• If scribes are used to make entries into the medical record, the entry must reflect the name of the scribe as 


well as the name and title of who the person for whom the scribe was used. 
C. The organization defines by policy, what is considered a legible entry, has a process to identify those 


practitioners whose entries into the medical record are illegible and works to improve the legibility of entries by 
these individuals. 


D. Each individual entry into the medical record must contain sufficient information on the matter that is the subject 
of the entry to permit the medical record to be considered complete. 


E. The organization must have a process to identify the author of each entry into the medical record. 
F. Entries into the medical record must be dated, timed and signed by the individual who made the entry. 


• When rubber stamps or electronic authorizations are used for authentication, the organization must have 
policies and procedures to ensure that such stamps or authorizations are used only by the individuals 
whose signature they represent.  There shall be no delegation of stamps or authentication codes to another 
individual. 


• The organization must demonstrate how it prevents alterations of record entries after they have been 
authenticated.  


• The date and time of an entry must reflect when the entry was actually made into the medical record. 
G. The organization assures that there is no intentional and willful falsification of a patient’s medical record.  
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482.24 MR-5: Minimum Content of the Medical Record 
The medical record must contain information to justify admission and continued hospitalization, support the 
diagnosis and describe the patient’s progress and response to medications and services.  Each patient’s medical 
record must document, as appropriate, the following specific information: 
A. A medical history and physical examination (H&P) completed and documented no more than 30 days before or 


24 hours after admission or registration, but prior to surgery or a procedure requiring anesthesia services.  The 
medical history and physical examination must be placed in the patient’s medical record within 24 hours after 
admission or registration, but prior to surgery or a procedure requiring anesthesia services. 
• The medical staff may define the minimum content of a medical history and physical.  The specific content 


may vary by patient population and care setting. 
• An H&P is not required for a procedure that is not surgical or does not require anesthesia services, which 


includes the use of moderate sedation / analgesia. 
B. An updated examination of the patient, including any changes in the patient’s condition, when the medical 


history and physical examination are completed within 30 days before admission or registration. 
• Documentation of the updated examination must be placed in the patient's medical record within 24 hours 


after admission or registration, but prior to surgery or a procedure requiring anesthesia services. 
C. Admitting diagnosis. 
D. Results of all consultative evaluations of the patient and appropriate findings by clinical and other staff involved 


in the care of the patient. 
E. Documentation of complications, hospital acquired infections and unfavorable reactions to drugs and 


anesthesia. 
F. Properly executed informed consent forms (patient consent) for procedures and treatments specified by the 


medical staff, or by Federal or State law if applicable, to require written patient consent. 
G. All practitioners’ orders, nursing notes, reports of treatment, medication records, radiology and laboratory 


reports and vital signs and other information necessary to monitor the patient’s condition. 
H. Discharge summary with outcome of hospitalization, disposition of case and provisions for follow-up care. 


• A final progress note may be used in lieu of a discharge summary for patients whose length of stay was 
less than 48 hours. 


I. Final diagnosis with completion of medical records within 30 days following discharge. 
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482.13 
 


RS-1: Freedom from Restraint or Seclusion 
Patients have the right to be free from physical or mental abuse, corporal punishment or restraint / seclusion 
imposed as a means of coercion, discipline, convenience or retaliation by staff.  Restraint or seclusion may only be 
imposed to ensure the immediate physical safety of the patient, a staff member or others and must be discontinued 
at the earliest possible time. 
 


482.13 
 


RS-2: Definition of Restraint 
The organization’s policy recognizes that the definition of restraint is: 
A. Any manual method, physical or mechanical device, material or equipment that immobilizes or reduces the 


ability of a patient to move his or her arms, legs, body or head freely; or 
B. A drug or medication when it is used as a restriction to manage the patient's behavior or restrict the patient's 


freedom of movement and is not a standard treatment or dosage for the patient's condition. 
C. A restraint does not include devices, such as orthopedically-prescribed devices, surgical dressings or 


bandages, protective helmets or other methods that involve the physical holding of a patient for the purpose of 
conducting routine physical examinations or tests or to protect the patient from falling out of bed or to permit the 
patient to participate in activities without the risk of physical harm (this does not include a physical escort). 


 
482.13  RS-3: Definition of Seclusion 


The organization’s policy recognizes that the definition of seclusion is: 
A. The involuntary confinement of a patient alone in a room or area from which the patient is physically prevented 


from leaving.  Seclusion may only be used for the management of violent or self-destructive behavior. 
 


482.13 RS-4: Use of Restraint / Seclusion 
Restraint or seclusion may only be used when less restrictive interventions have been determined to be ineffective 
to protect the patient, a staff member or others from harm. 
 


482.13 RS-5: Type or Technique of Restraint / Seclusion 
The type or technique of restraint or seclusion used must be the least restrictive intervention that will be effective to 
protect the patient, a staff member or others from harm. 
 


482.13 RS-6: Planning & Implementing Restraint / Seclusion 
The use of restraint / seclusion must be in accordance with a written modification to the patient’s plan of care and 
implemented in a safe and appropriate manner consistent with organization policy and in accordance with State law. 
 


482.13 RS-7: Initial Order for Restraint / Seclusion 
The use of restraint or seclusion must be in accordance with the order of a physician or other licensed independent 
practitioner responsible for the care of the patient as specified under 4 2  C F R  § 482.12(c) and as permitted 
by State law and hospital policy as having the authority to independently order restraints or seclusion for patients. 
A. Orders must be obtained prior to the initiation of restraint and/or seclusion. 
B. In emergency application situations, the order must be obtained either during the emergency application of the 


restraint or seclusion or immediately (within a few minutes) after the restraint or seclusion has been applied. 
C. The attending physician must be consulted as soon as possible if the attending physician did not order the 


restraint or seclusion. 
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482.13 RS-8: PRN Orders for Restraint / Seclusion 
Orders for the use of restraint or seclusion must never be written as a standing order or on an as-needed basis 
(PRN). 
A. A trial release from restraint / seclusion is considered a PRN use thereof and is not permitted.  If the patient is 


released for this purpose and subsequently requires placement back into restraint or seclusion, then a new 
order must be obtained. The temporary release of restraint / seclusion for the purposes of providing necessary 
treatment or care is not considered a trial release.  


 
482.13 RS-9: Renewal of Orders for Restraint / Seclusion 


Unless superseded by State law that is more restrictive, orders for restraint and/or seclusion must be renewed as 
follows: 
A. Each order for restraint or seclusion used for the management of violent or self-destructive behavior that 


jeopardizes the immediate physical safety of the patient, a staff member or others may only be renewed in 
accordance with the following limits for up to a total of 24 hours:  
• Four hours for adults 18 years of age or older; 
• Two hours for children and adolescents 9 to 17 years of age; 
• One hour for children under 9 years of age.  


B. After 24 hours, before writing a new order for the use of restraint or seclusion for the management of violent or 
self-destructive behavior, a physician or other licensed independent practitioner who is responsible for the care 
of the patient as specified under 42 CFR 482.12(c) and authorized to order restraint or seclusion by 
organization policy in accordance with State law must see and assess the patient. 


C. Each order for restraint used to ensure the physical safety of the non-violent or non-self-destructive patient may 
be renewed as authorized by hospital policy. 


 
482.13 RS-10: Discontinuation of Restraint / Seclusion 


Restraint or seclusion must be discontinued at the earliest possible time, regardless of the length of time identified in 
the order. 
 


482.13 RS-11: Monitoring the Patient in Restraint / Seclusion 
The condition of the patient who is restrained or secluded must be monitored by a physician, other licensed 
independent practitioner or trained staff that have completed the training criteria specified in Standard RS-17 at an 
interval determined by organization policy. 
 


482.13 RS-12: Training of Practitioners Who Order Restraint / Seclusion 
Physicians and other licensed independent practitioners authorized to order restraint or seclusion by hospital policy 
in accordance with State law must have a working knowledge of the organization’s policy regarding the use of 
restraint or seclusion. The training requirements must be specified in hospital policy. 
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482.13 RS-13: Evaluation of a Patient in Restraint / Seclusion for Violent / Self-Destructive Behavior 
When a patient is placed into restraint or seclusion for violent or self-destructive behavior, the following must occur: 
A. The patient must be seen face-to-face within one hour after the initiation of the intervention by a physician or 


other licensed independent practitioner or registered nurse or physician assistant trained in accordance with 
Standard RS-17. 
• If the face-to-face evaluation is conducted by a trained registered nurse or physician assistant, the trained 


registered nurse or physician assistant must consult the attending physician or other licensed independent 
practitioner who is responsible for the care of the patient as specified as soon as possible after the 
completion of the one- hour, face-to-face evaluation. 


B. The face-to-face evaluation must address at least the following: 
• The patient's immediate situation;  
• The patient's reaction to the intervention;  
• The patient's medical and behavioral condition; 
• The need to continue or terminate the restraint or seclusion. 


C. If State law or regulation is more restrictive than this standard, the organization must abide by the State law or 
regulation. 


 
482.13 RS-14: Simultaneous Use of Restraint / Seclusion 


Simultaneous restraint and seclusion use is only permitted if the patient is continually monitored face-to-face by an 
assigned, trained staff member or by trained staff using both video and audio equipment.  This monitoring must be in 
close proximity to the patient. 
 


482.13 RS-15: Documentation of Restraint / Seclusion in the Medical Record 
When restraint or seclusion is used, there must be documentation in the patient's medical record of at least the 
following:  
A. The one-hour, face-to-face medical and behavioral evaluation if restraint or seclusion is used to manage violent 


or self-destructive behavior; 
B. A description of the patient's behavior and the intervention used;  
C. Alternatives or other less restrictive interventions attempted (as applicable); 
D. The patient's condition or symptom(s) that warranted the use of the restraint or seclusion; 
E. The patient's response to the intervention(s) used, including the rationale for continued use of the intervention. 
 


482.13 RS-16: Scope of Staff Training in Restraint / Seclusion 
The patient has the right to the safe use of restraint and seclusion by a trained and qualified staff.  To assure this 
right, the organization must: 
Note:  See Standard RS-17 for the minimum content and documentation requirements for staff training and competency. 
A. Identify those staff who, by their job function, will be involved in the care of a patient placed in restraint and/or 


seclusion. 
B. As appropriate to the staff person’s responsibility and job function, assure that he/she has been trained and are 


able to demonstrate competency in the following: 
• Safe application of restraint; 
• Implementation of seclusion; 
• Monitoring, assessing and providing care for a patient in restraint or seclusion. 


C. Training and competency assessment must occur as follows: 
• Prior to caring for a patient in restraint and/or seclusion; 
• On a periodic basis thereafter as defined by organization policy. 
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482.13 RS-17: Content of Staff Training in Restraint / Seclusion 
Staff must have the education, training and demonstrated knowledge to care for patients placed in restraint and/or 
seclusion. 
A. As appropriate to their responsibility and job function, staff caring for a patient placed in restraint and/or 


seclusion must be trained and deemed competent in at least the following: 
• Techniques to identify staff and patient behaviors, events and environmental factors that may trigger 


circumstances that require the use of a restraint or seclusion; 
• The use of non-physical intervention skills; 
• Choosing the least restrictive intervention based on an individualized assessment of the patient's medical 


or behavioral status or condition; 
• The safe application and use of all types of restraint or seclusion used in the hospital, including training in 


how to recognize and respond to signs of physical and psychological distress (for example, positional 
asphyxia); 


• Clinical identification of specific behavioral changes that indicate that restraint or seclusion is no longer 
necessary; 


• Monitoring the physical and psychological well-being of the patient who is restrained or secluded, including 
but not limited to, respiratory and circulatory status, skin integrity, vital signs and any special requirements 
specified by hospital policy associated with the one-hour face-to-face evaluation; 


• The use of first-aid techniques and certification in the use of cardiopulmonary resuscitation, including 
required periodic recertification. 


B. Individuals who train and deem staff competent must themselves be qualified as evidenced by their education, 
training and experience. 


C. The organization must document in the staff personnel records that the training and demonstration of 
competency were successfully completed. 


 
482.13 RS-18: Reporting of Death Associated with Restraint / Seclusion 


Except as noted below, the organization must report deaths associated with the use of seclusion or restraint. 
A. The organization must report the following information to CMS: 


• Each death that occurs while a patient is in restraint or seclusion; 
• Each death that occurs within 24 hours after the patient has been removed from restraint or seclusion; 
• Each death known to the organization that occurs within one week after restraint or seclusion where it is reasonable to 


assume that use of restraint or placement in seclusion contributed directly or indirectly to a patient's death.  “Reasonable 
to assume” in this context includes, but is not limited to, deaths related to restrictions of movement for prolonged periods 
of time, or death related to chest compression, restriction of breathing or asphyxiation. 


B. Each death must be reported to CMS by facsimile, or electronically as determined by CMS no later than the 
close of business the next business day following knowledge of the patient's death. The patient's medical 
record must contain documentation of the date and time the death was reported to CMS. 


C. When no seclusion has been used and when the only restraints used on the patient are those applied 
exclusively to the patient’s wrist(s), and which are composed solely of soft, non-rigid, cloth-like materials, the 
hospital staff must, in lieu of reporting the death to CMS, record in an internal log or other system, the following 
information. The patient's medical record must contain documentation of the date and time the death was 
entered into the log: 
• Any death that occurs while a patient is in such restraints. 
• Any death that occurs within 24 hours after a patient has been removed from such restraints. 
• Each entry must be made not later than seven days after the date of death of the patient.  
• Each entry must document the following: 


o Patient’s name, date of birth, and date of death, 
o Name of attending physician or other licensed independent practitioner who is responsible for the care of the 


patient. 
o Medical record number, and primary diagnosis 


• The information must be made available in either written or electronic form immediately upon request. 
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 QS-1: Fall Management Program 
The organization must develop and implement a program to reduce the incidence of patient falls that result in injury.  
At a minimum, the organization must do the following: 
A. Conduct a patient-specific fall risk assessment on all patients admitted to inpatient status.  


• The organization determines the scope and content of this assessment. 
• The assessment must be completed within 24 hours of the patient’s admission.  The frequency of any 


further assessment is defined by the organization. 
• Note: This assessment is not required for neonatal, infant, and toddler patients. These patients 


developmental age inherently places them at risk for drop or fall. 
B. For outpatient care areas the organization must at least perform an environmental assessment to identify and 


correct hazards that could contribute to a fall. 
• In addition, there must be a general plan in place to assist patients who inherently or obviously present as a 


fall risk (e.g. provide protective and/or assistive devices, assist with ambulation, etc.). 
C. When a patient is identified as a fall risk, the organization must take steps to protect the patient. 


• The organization determines the interventions that will be employed for the patient.  These interventions are 
then consistently implemented. 


D. Should a patient fall, the organization must assess the patient for any injury and take action as necessary. 
 


 QS-2: Pain Management 
The organization must have a  written policy developed, approved by the medical staff and implemented that 
addresses at least the following: 
A. For inpatient care settings: 


• There is an assessment performed within 24 hours of admission to identify if patients have pain. The 
organization determines the content of this assessment. 


• Patients are reassessed at regular intervals as determined by the organization. The organization 
determines frequency and the content of this reassessment. 


B. For outpatient settings: 
• If a patient complains of pain and/or care is rendered that is likely to produce pain, then the patient is 


assessed for pain. The organization determines the content of this assessment. 
• The organization determines the frequency of reassessment (if any). The organization determines the 


content of this reassessment. 
C. The organization uses patient age and patient-condition appropriate tools to assess pain. 
D. If a patient complains of pain, the organization does the following: 


• Determines the patient’s level of pain 
• Treats the patient’s pain or refers to the patient to an appropriate care setting for treatment 
• If the patient’s pain is treated, the effectiveness of treatment is determined. 


E. Assessments, reassessments, treatments, and effectiveness of treatments are documented in the patient’s 
medical record. 
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 QS-3: Provision of Interpretive / Translation Services 
The organization must assure the adequate availability of interpretive and translation services. 
Note:  This standard applies only to the provision of medically necessary interpretation and/or translation. 
A. Interpretation services by qualified personnel are available to patients. 


• Individuals who provide interpretive services must be fluent in both English and the targeted language, 
have knowledge of basic medical terminology, and know how to interpret appropriately. 


• If family is used, they must meet the above noted requirements and the patient must consent to the use of 
family to provide this service. 


B. Translation services must be provided to patients. 
• The organization determines the medically necessary information that must be available in a translated 


language to patients.  This information is provided when indicated. 
 


482.23 
 


QS-4: Verbal / Telephone Orders 
Verbal (in-person) / telephone orders pose an increased risk of miscommunication that could contribute to a 
medication or other error, resulting in a patient adverse event.  
A. Verbal / telephone orders must be used only to meet the care needs of the patient when it is impossible or 


impractical for the ordering practitioner to write the order or enter it into a computer (in the case of an 
organization with an electronic prescribing system) without delaying treatment.  
• Verbal orders are limited to emergency situations and/or when issued during procedures or actual care 


delivery. 
B. Verbal / telephone orders are not to be used for the convenience of the ordering practitioner. 
C. The organization must have a policy that addresses at least the following: 


• Describe limitations or prohibitions on the use of verbal / telephone orders;  
• Provide a mechanism to ensure validity/authenticity of the practitioner issuing a verbal / telephone order;  
• List the elements required for inclusion in the verbal / telephone order process;  
• Describe situations in which verbal / telephone orders may be used;  
• Define the types of personnel who may issue and receive verbal / telephone orders;  
• Defines a process for clear and effective communication, verification and authentication of verbal / 


telephone orders.  
D. Staff receiving a verbal / telephone order must read the order back to the practitioner to assure that the order 


was understood correctly. 
E. All verbal / telephone orders must be authenticated by the ordering or covering practitioner within a time frame 


established by law or regulation. 
• In the absence of law or regulation, verbal / telephone orders must be authenticated within a time frame 


established by organization policy. 
 


 QS-5: Resuscitative Services 
The organization must assure that resuscitative services are provided in a timely and appropriate manner. 
A. The organization must identify the level of resuscitative services (e.g. basic life support, advanced life support, 


etc) that it will provide in its various settings and care sites. 
B. The organization must assure that there is sufficient, and readily available, age-appropriate equipment, 


supplies and medications to meet the level of resuscitative services provided.  
C. The organization must assure that a sufficient number of staff is readily available to provide the appropriate 


level of resuscitative services. 
D. The organization must assure that staff providing resuscitative services are competent to do so.   
E. The organization evaluates the effectiveness of its resuscitation services and takes action to address identified 


opportunities for improvement. 
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 QS-6: Patient / Family Education 
Patients receive the education necessary to effectively participate in their care. 
Note: When appropriate, this standard applies to the patient’s family and/or significant others 
A. The organization identifies the educational needs of the patient necessary to safely and effectively participate in 


his or her care 
B. Education is provided to the patient that addresses identified needs in a timely manner. 
C. Education is provided in a manner that enables the patient to understand the information. 
D. The effectiveness of the education provided to the patient is determined 
E. The provision of education is documented in the patient’s medical record. 
 


 QS-7: Accuracy in Patient Identification – Effective 1/1/15 
Patients are accurately identified prior to administering medications, performing laboratory and diagnostic tests, 
performing procedures, administering blood and blood products, and obtaining specimens 
A. Patients are identified using two distinct identifiers (e.g. name and birthdate, name and medical record number, 


etc.). If bar code technology is employed, then only one additional identifier is required. 
B. The organization determines the identifiers to be used. However, the patient’s room number may not be used 


as an identifier. 
 


 
 
 
 


QS-8: Critical Test Results – Effective 1/1/15 
Critical results of laboratory and other diagnostic tests are acted upon in a timely manner 
A. The organization identifies those test results that are considered critical. A critical result is a result that is - or 


potentially is - life threatening. 
B. The organization identifies the acceptable length of time it should take for a critical result to be reported to the 


responsible care provider. For the purposes of this standard, the responsible care provider is the individual who 
has the authority and ability to act on the result. 


C. Critical test results are reported to the responsible care provider within the time frame defined by the 
organization 
 


 QS-9: Safe Management of Clinical Alarms – Effective 1/1/15 
The organization assures that alarms on equipment and devices designed to alert staff of a life threatening – or 
potentially life threatening – patient condition are safely managed 
A. Alarms are maintained in the on or active position at all times. Alarms may be temporarily suspended while staff 


are in direct attendance of the patient and performing care, but must be returned to the on or active position 
when care is completed 


B. The volume of alarms is loud enough so that it can be heard and responded to by staff. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
CIHQ Acute Care Hospital Accreditation Standards 


Effective October 2014 
Page 63 


 © All Rights Reserved 
  







 


 
ANESTHESIA SERVICES 
 


 
42 CFR 


 


 
CIHQ Standards & Requirements 


482.52 AN-1: Organization of Anesthesia Services 
The organization must assure that there is effective oversight and direction of anesthesia services. 
Note:  This standard applies to the continuum of anesthesia from moderate sedation/analgesia to general anesthesia 
A. Anesthesia services must be under the direction of one individual (director of anesthesia services) who is a 


qualified doctor of medicine (MD) or doctor of osteopathy (DO).  
B. The governing body approves the criteria and qualifications for the director of anesthesia services.  


• Such criteria must be consistent with State laws and acceptable standards of practice. 
C. The director of anesthesia services provides direction and oversight for all anesthesia-related activities, 


including the following: 
• Establishing the minimum qualifications, criteria and supervision requirements for each category of 


practitioner who is permitted to provide anesthesia services; 
• Policies and procedures that guide the safe management of patients undergoing anesthesia, including 


pre/post anesthesia responsibilities;  
• Establishing and implementing processes to monitor the safety of anesthesia services, including analysis of 


adverse events, medication errors and other pertinent safety indicators; 
• Evaluating the quality and appropriateness of anesthesia services. 


D. The organization must provide adequate resources to support the provision of anesthesia services.  This 
includes, but is not necessarily limited to, the following: 
• Appropriate numbers of trained and qualified staff during all phases of anesthesia care; 
• Sufficient supplies and equipment; 
• Availability of age-appropriate resuscitative services. 


E. The organization must assure that the provision of anesthesia services is incorporated into the organization’s 
quality assessment and performance improvement program. 
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482.52 
 


AN-2: Provision of Anesthesia 
The organization must assure that anesthesia is provided safely. 
Note:  For the purposes of this standard, the term “anesthesia” means deep sedation, monitored anesthesia care, regional anesthesia and 
general anesthesia. This standard does not apply to a patient who is already intubated, placed on a ventilator and is being cared for in a 
monitored setting. 
A. Anesthesia must only be administered by a qualified anesthesia provider.  Please see the glossary for the 


definition of a qualified anesthesia provider including State exemption requirements for CRNA’s as permitted 
under 42 CFR 482.52(c) 


B. The organization must ensure that procedures are in place to rescue patients whose level of anesthesia (e.g. 
deep sedation to general anesthesia) becomes deeper than initially intended. 
• At least one qualified individual must be in direct attendance with the patient during the administration of moderate 


sedation/analgesia with expertise in airway management and advanced life support. 
C. A pre-anesthesia evaluation must be performed by a qualified anesthesia provider on any patient receiving 


anesthesia. 
• The evaluation must be completed and documented within 48 hours prior to the start of anesthesia. 
• Some of the individual elements contributing to the pre-anesthesia evaluation may be performed prior to the 48-hour 


timeframe.  However, under no circumstances may these elements be performed more than 30 days prior to surgery or 
a procedure requiring anesthesia services.  Review of these elements must be conducted and any appropriate updates 
documented, within the 48-hour timeframe. 


D. The pre-anesthesia evaluation must address at least the following: 
• Review of the patient’s medical history, including anesthesia, drug and allergy history; 
• A physical examination of the patient that addresses at least the patient’s cardio-respiratory status and airway; 
• Notation of anesthesia risk according to established standards of practice (e.g., ASA classification of risk); 
• Identification of potential anesthesia problems;  
• Additional information as required in accordance with standard practice;  
• Development of the plan for the patient’s anesthesia care; 
• Discussion with the patient (or patient’s representative) of the risks and benefits of the delivery of anesthesia. 


E. The intra-procedure anesthesia record must reflect that the patient was appropriately monitored and cared for.  
At a minimum, the record must include:   
• Name and hospital identification number of the patient;  
• Name of practitioner who administered anesthesia and as applicable, the name and profession of the supervising 


anesthesiologist or operating practitioner;  
• Name, dosage, route and time of administration of drugs and anesthesia agents; IV fluids; 
• Blood or blood products, if applicable;  
• Oxygen flow rate;  
• Continuous recordings of patient status noting blood pressure, heart and respiration rate;  
• Any complications or problems occurring during anesthesia, including time and description of symptoms, vital signs, 


treatments rendered and patient’s response to treatment.  
F. A post-anesthesia evaluation must be completed on each patient receiving anesthesia within 48 hours following 


anesthesia by a qualified anesthesia provider. 
• The evaluation may not be performed until the patient has left the operative/procedural suite. 
• The evaluation may not begin until the patient has sufficiently recovered from the acute effects of anesthesia. 
• The evaluation must be performed regardless of the patient’s condition no later than the 48-hour mark. 


G. The post-anesthesia evaluation must address at least the following: 
• Respiratory function, including respiratory rate, airway patency and oxygen saturation;  
• Cardiovascular function, including pulse rate and blood pressure; 
• Mental status, temperature, pain;  
• Nausea and vomiting;  
• Postoperative hydration. 


H. The organization must assure that the patient is appropriately monitored and cared for during the post-
anesthesia recovery period in accordance with accepted standards of care. 


I. Patients must be discharged from post-anesthesia recovery only upon the assessment of a qualified 
anesthesia provider or by a trained registered nurse utilizing discharge criteria approved by the director of 
anesthesia services. 
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482.52 
 


AN-3: Provision of Moderate Sedation/Analgesia 
The organization must assure that moderate sedation/analgesia is provided safely. 
Note:  Moderate sedation/analgesia is part of the continuum of anesthesia, but its use is subjected to the requirements of this standard. 
Note:  This standard does not apply to the use of medications for the purpose of treating a patient’s pain. 
Note:  This standard does not apply to a patient who is already intubated, placed on a ventilator and is being cared for in a monitored setting. 
A. The organization must establish and implement policies and procedures based on nationally recognized 


guidelines, that address those care settings and procedures in which moderate sedation/analgesia will be 
provided. 
• In establishing such policies, the organization must take into account the characteristics of the patients 


served, the skill set of the clinical staff in providing the services, as well as the characteristics of the 
sedation medications used in the various clinical settings. 


• The organization must document the specific nationally recognized guideline(s) that it has used in 
developing its policies and procedures. 


B. Only individuals qualified by education, training, law and regulation, scopeof practice and organization policy 
may administer moderate sedation/analgesia. 


C. The organization must ensure that procedures are in place to rescue patients whose level of sedation becomes 
deeper than initially intended. 
• At least one qualified individual must be in direct attendance with the patient during the administration of 


moderate sedation/analgesia with expertise in airway management and advanced life support. 
D. Any patient receiving moderate sedation/analgesia must have a pre-sedation evaluation performed by a 


qualified individual. 
• While the organization may determine the specific content of the evaluation – in accordance with nationally 


recognized guidelines – it must at least include a cardiopulmonary and airway assessment. 
E. Patients receiving moderate sedation/analgesia must be appropriately monitored during the procedure. 


• While the organization may determine the frequency and scope of monitoring – in accordance with 
nationally recognized guidelines – it must at least include vital signs, oxygenation, level of consciousness 
and airway status. 


F. The organization must assure that the patient is appropriately monitored and cared for during the post-sedation 
recovery period in accordance with accepted standards of care. 


G. Patients must be discharged from post-sedation recovery only upon the assessment of a qualified physician or 
by a trained registered nurse utilizing discharge criteria approved by the director of anesthesia services. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


CIHQ Acute Care Hospital Accreditation Standards 
Effective October 2014 


Page 66 
 © All Rights Reserved 


  







 


 
DIETARY (NUTRITION) SERVICES 
 


 
42 CFR 


 


 
CIHQ Standards & Requirements 


482.28 
 


NU-1: Provision of Dietary Services 
The organization must provide dietary services to meet the clinical and nutritional needs of its patients. 
A. There must be an individual full-time employee who has been granted the authority and delegated 


responsibility by the organization’s governing body and medical staff for the operation of dietary services. 
• This individual must demonstrate through education, experience and/or specialized training, the 


qualifications necessary to manage the service, appropriate to the scope and complexity of the food-service 
operations. 


B. The organization must develop and implement policies and procedures that address at least the following:  
• Availability of a diet manual and therapeutic diet menus to meet patients’ nutritional needs;  
• Frequency of meals served;  
• System for diet ordering and patient trays delivery;  
• Accommodation of non-routine occurrences (e.g., parenteral nutrition (tube feeding), total parenteral 


nutrition, peripheral parenteral nutrition, change in diet orders, early/late trays, nutritional supplements, 
etc.);  


• Integration of the food and dietetic service into the hospital-wide quality assessment and performance 
improvement and infection control programs;  


• Guidelines for acceptable hygiene practices of food service personnel;  
• Guidelines for kitchen sanitation;  
• Safety practices for food handling; 
• Emergency food supplies;  
• Orientation, work assignments, supervision of work and personnel performance;  
• Menu planning, purchasing of foods and supplies and retention of essential records.  


C. The organization must be in compliance with Federal and State licensure requirements for food and dietary 
personnel, as well as food service standards, laws and regulations. 
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482.28 NU-2: Staffing for Dietary Services 
The organization must assure that dietary services are adequately staffed. 
A. A qualified dietitian must supervise the nutritional aspects of patient care.  


• Qualification is determined on the basis of education, experience, specialized training, State licensure or 
registration when applicable, and maintaining professional standards of practice.  


B. If a dietitian does not work full time, and/or when the dietitian is not available, the organization must make 
adequate provisions for dietary consultation that meets the needs of the patients.  
• The frequency of consultation depends on the total number of patients, their nutritional needs and the 


number of patients requiring therapeutic diets or other nutritional supplementation. 
C. Responsibilities of the dietitian include, but are not limited to:  


• Approving patient menus and nutritional supplements;  
• Patient, family and caretaker dietary counseling;  
• Performing and documenting nutritional assessments and evaluating patient tolerance to therapeutic diets 


when appropriate;  
• Collaborating with other departments and services to plan and implement patient care as necessary in 


meeting the nutritional needs of the patients;  
• Maintaining pertinent patient data necessary to recommend therapeutic diets as needed to meet the 


nutritional needs of the patients.  
D. There must be a sufficient number of administrative and technical personnel who are competent in the 


performance of their respective job functions.   
 


482.28 NU-3: Food Preparation & Storage 
The organization must assure that food is prepared and stored in a safe manner. 
A. Food must be prepared and stored in a manner consistent with State law and regulation, as well as accepted 


standards regarding appropriate sanitation, temperature regulation and, when necessary, moisture, light and 
ventilation control. 


B. The temperature of patient food refrigerators and freezers must be monitored.  
• The organization must have a mechanism to demonstrate that appropriate temperature control is 


maintained. 
• If appropriate temperature control is not maintained, there is documentation of corrective action taken.  


C. Food products that have been damaged or expired are removed from inventory and either discarded or 
returned to the supplier. 


D. Any open food containers placed into storage must be labeled with the date the container was opened. 
E. If food brought in by the patient’s family is stored, it must be labeled with the patient’s name and date it was 


placed into storage.  
F. The organization must develop and implement a policy that addresses when open food containers and/or food 


brought in by the patient’s family is to be discarded. 
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482.28 NU-4: Menus & Meals 
Menus and meals provided by the organization must be nutritionally balanced and meet the special needs of the 
patients.  
A. Menus are based on current national standards for recommended dietary allowances such as the current 


Recommended Dietary Allowances (RDA) or the Dietary Reference Intake (DRI) of the Food and Nutrition 
Board of the National Research Council. 


B. Current menus must be posted in the hospital kitchen. 
C. Meals are designed to meet the nutritional needs of the patient in accordance with recognized dietary practices 


and in accordance with orders of the practitioner or practitioners responsible for the care of the patients, or by a 
qualified dietitian or qualified nutrition professional as authorized by the medical staff and in accordance with 
State law governing dietitians and nutrition professionals. 


D. Patients who refuse food served should be offered substitutes that are of equal nutritional value in order to 
meet their basic nutritional needs. 


E. If food is brought in by family for the patient, a good-faith effort is made to assure that any dietary restrictions 
are adhered to. 


 
482.28 NU-5: Nutrition Assessments & Care Plans 


The organization must plan a patient’s nutritional care based on the patient’s assessed needs. 
A. Specific screening criteria must be developed to identify patients at potential nutritional risk.  The criteria must 


be appropriate to the patient population served. 
B. Each inpatient must be screened within 24 hours of admission using the criteria to determine if a nutritional 


assessment is warranted. 
• The organization determines who performs the screening, as long as the individual is qualified to do so. 


C. For outpatients, routine screening for potential nutritional risk is not required.  However, practitioners are 
expected to be knowledgeable of the criteria used to identify patients at nutritional risk and have a plan to refer 
these patient’s for a nutritional assessment by a qualified individual if needed. 


D. Once a patient is identified potentially as being at risk, a nutritional assessment must be performed on the 
patient within a timeframe defined by the organization. 
• The nutritional assessment must be performed by a clinical dietitian or other qualified individual. 


E. The following types of patients must receive a nutritional assessment by a clinical dietitian within timeframes 
defined by the organization: 
• All patients requiring artificial nutrition by any means; 
• Patient’s whose diagnosis, medical condition, surgical intervention or physical status significantly interferes 


with their ability to ingest, digest or absorb nutrients. 
F. Patients identified as being at nutritional risk must be reevaluated as necessary to ensure their ongoing 


nutritional needs are met.  
• The organization defines the timeframe(s) for the nutritional reassessment.  
• Nutritional re-assessments must be performed by a clinical dietitian or other qualified individual. 


G. A plan of care is developed and implemented for any patient identified as being at nutritional risk. 
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482.28 NU-6: Ordering of Therapeutic Diets 
Individual patient nutritional needs must be met in accordance with recognized dietary practices. 
A. All patient diets, including therapeutic diets, must be ordered by a practitioner responsible for the care of the 


patient, or by a qualified dietitian or qualified nutrition professional as authorized by the medical staff and in 
accordance with State law governing dietitians and nutrition professionals. 
• Clinical dietitians may alter the texture of a diet without requiring an order from the practitioner responsible 


for the patient’s care.  However, should the texture of a diet be altered, the practitioner must be notified. 
 


482.28 NU-7: Diet Manual 
A current therapeutic diet manual approved by the dietitian and medical staff must be readily available to all medical, 
nursing and food service personnel. 
A. The publication or revision date of the approved therapeutic diet manual must not be more than five years old. 
B. The therapeutic diet manual must be available in each patient care area where nutrition services are provided. 


• If the manual is provided in an electronic format, there must be at least one paper copy available for use 
during prolonged periods of power disruption or when computer systems are not functional. 
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482.43 
 


DC-1: Discharge Planning Evaluation 
The organization must develop, implement and maintain written policies and processes applying to all inpatients that 
result in effective discharge planning.  At a minimum, the organization must: 
A. Identify patients who require an evaluation to determine the need for a discharge plan. The patient or physician 


has the right to request a discharge planning evaluation regardless of identified need. 
B. For patients who require a discharge planning evaluation: 


• Assure that the evaluation is performed at an early stage in the patient’s hospitalization 
• Assure that the evaluation is performed or overseen by qualified personnel such as a registered nurse or 


social worker. Responsible personnel should have experience in discharge planning, knowledge of social 
and physical factors that affect functional status at discharge and knowledge of community resources to 
meet post-discharge clinical and social needs. 


• The evaluation must address, as appropriate, at least the following: 
• The likelihood of the patient needing post-hospitalization services and the availability of those 


services; 
• The patient’s capacity for self-care or return to his/her prior care environment. 


• The evaluation must be completed in a timely manner so that appropriate arrangements for post-hospital 
care are in place prior to discharge. 


• The result of the discharge planning evaluation is discussed with the patient or individual(s) acting on the 
patient’s behalf.  This discussion is documented in the patient’s medical record. 


• The result of the discharge planning evaluation forms the basis for the patient’s written discharge plan. 
 


482.43 DC-2: Discharge Plan 
The organization must develop a written discharge plan for any patient for whom discharge planning services are 
needed. 
Note:  In the absence of a finding by the organization that a patient needs a discharge plan, the patient’s physician may request a discharge plan.  
In such a case, the organization must develop a discharge plan for the patient. 
A. The discharge plan must be developed or overseen by qualified personnel such as registered nurse or social 


worker. Responsible personnel should have experience in discharge planning, knowledge of social and 
physical factors that affect functional status at discharge and knowledge of community resources to meet post-
discharge clinical and social needs. 


B. The discharge plan must be discussed with the patient or individual(s) acting on the patient’s behalf. 
C. The discharge plan must be documented in the patient’s medical record. 
D. The organization must arrange for the initial implementation of the discharge plan.  This includes arranging for 


necessary post-hospital services and care. 
E. If factors present themselves that may affect the appropriateness of the discharge plan, the patient’s discharge 


planning needs are reevaluated and the discharge plan modified as necessary. 
F. The patient and, when necessary, other key individuals are educated on the discharge plan.  
G. The organization must assure that patients receive proper post-hospital care within the constraints of its 


authority under State law and within the limits of a patient’s right to refuse discharge-planning services.  
• If a patient exercises the right to refuse discharge planning or to comply with a discharge plan, this refusal 


must be documented in the patient’s medical record. 
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482.43 DC-3: Discharge Plans Involving Home Health Services or Skilled Nursing Facility Placement 
If the discharge plan for a patient involves the provision of home health services or placement into a skilled nursing 
facility, the organization must do the following: 
A. Provide a list of home health agencies (HHAs) or skilled nursing facilities (SNFs) that are available to the 


patient that are participating in the Medicare program and that serve the geographic area (as defined by the 
HHA) in which the patient resides, or in the case of a SNF, in the geographic area requested by the patient.  
HHAs must request to be listed by the organization as available. 
• This list must only be presented to patients for whom home healthcare or post-hospital extended care 


services are indicated and appropriate as determined by the discharge planning evaluation. 
• For patients enrolled in managed care organizations, the organization must indicate the availability of home 


health and post-hospital extended care services through individuals and entities that have a contract with 
the managed care organizations. 


• The organization must document in the patient's medical record that the list was presented to the patient or 
to the individual acting on the patient's behalf.  


B. The organization must inform the patient or the patient's family of their freedom to choose among participating 
Medicare providers of post-hospital care services and must, when possible, respect patient and family 
preferences when they are expressed.  


C. The organization must not specify or otherwise limit the qualified providers that are available to the patient. 
D. The discharge plan must identify any HHA or SNF to which the patient is referred in which the organization has 


a financial interest, and any HHA or SNF that has a financial interest in the organization under Medicare. 
 


482.43 DC-4: Transfer & Referral 
The organization must transfer or refer patients, along with necessary medical information, to appropriate facilities, 
agencies or outpatient services, as needed, for follow-up or ancillary care. 
A. When a patient is referred or transferred, the organization assures that it provides at least the following 


information to the receiving entity: 
• The reason for referral or transfer; 
• A summary of the patient’s current physical and psychosocial condition; 
• A summary of care that has been provided to the patient; 
• The patient’s current care needs; 
• The patient’s current orders for care and treatment. 


 
482.43 DC-5: Evaluating the Effectiveness of the Discharge Planning Process 


The organization must assure that its discharge planning process is effective and meets patient care needs. 
A. The organization’s discharge planning process must be integrated into its quality assessment and performance 


improvement program. There must be a review of discharge plans to ensure that they are responsive to 
discharge needs. 


B. The organization must develop and evaluate performance measures that address the effectiveness of its 
discharge planning process. 
• At a minimum, the organization must track readmission rates and identify potentially preventable 


readmissions. The organization takes action to address issues identified. 
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482.55 ED-1: Emergency Department Services 
The organization must assure that emergency department services are available to meet patient care needs in a 
safe, effective manner and within established standards of care. 
Note:  This standard applies to organizations that have a designated Emergency Department and/or Urgent Care Clinic that is subject to the 
requirements of an Emergency Department. 
A. The organization’s emergency department services must be under the direction of a qualified member of the 


medical staff.  
• A single emergency services director must be responsible for all emergency services. 


B. Emergency department services must be integrated with other departments and services.  At a minimum, the 
organization must have processes in place that support at least the following: 
• Coordination and communication between services/departments;  
• Physical access for emergency patients to the services, equipment, personnel and resources of other 


departments/services;  
• The immediate availability of services, equipment, personnel and resources of other hospital 


departments/services to emergency patients within timeframes that protect the health and safety of patients 
and is within acceptable standards of practice. 


C. The organization’s medical staff must establish policies and procedures governing the medical care provided in 
the emergency service or emergency department.  


D. A qualified member of the medical staff must supervise the provision of emergency services.  
• The medical staff must establish criteria in accordance with State law, regulations and guidelines, 


delineating the qualifications a medical staff member must possess in order to be granted privileges for the 
supervision of the provision of emergency care services.  


E. The organization must staff the emergency department with the appropriate numbers and types of 
professionals and other staff who possess the skills, education, certifications, specialized training and 
experience in emergency care to meet the written emergency procedures and needs anticipated by the facility.  
• The medical staff must establish criteria in accordance with State law and regulations and acceptable 


standards of practice, delineating the qualifications required for each category of emergency services staff. 
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482.12 ED-2: Provision of Emergency Services at Non-Emergency Department Locations 
The governing body must assure that adequate provisions are made for the availability of emergency services. 
Note:  This standard applies to organizations that do not provide designated emergency services either at their main campus or in any off-site 
location. 
A. If emergency services are not provided at all by the organization, the governing body must assure that the 


medical staff has written policies and procedures for appraisal of emergencies, initial treatment, and referral 
when appropriate.  These policies must assure at least the following: 
• Assuring that there is a trained and qualified registered nurse (RN) immediately available to determine if a 


patient has an emergency medical condition; 
• Provide necessary stabilizing medical treatment within the capabilities of the location.  There must be RN(s) 


who are qualified through a combination of education, licensure and training, to provide initial treatment to a 
person experiencing a medical emergency;  


• Refer or transfer the patient to a facility with the appropriate capabilities to manage the patient’s condition; 
• Meet all other requirements noted under CFR 482.12(f). 


B. If emergency services are provided at the organization’s main campus but are not provided at one or more off-
campus departments, the governing body must assure that the medical staff has written policies and 
procedures in effect with respect to the off campus department(s) for appraisal of emergencies and referral 
when appropriate. 
• Assuring that there are trained and qualified personnel immediately available to determine if a patient has 


an emergency medical condition. 
• Provide necessary stabilizing medical treatment within the capabilities of the location. 
• Refer or transfer the patient to a facility with the appropriate capabilities to manage the patient’s condition. 
• Meet all other requirements noted under 42 CFR 482.12(f). 
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482.27 
 


LB-1: Provision of Laboratory Services 
The organization must maintain or have available laboratory services whenever its patients need those services.  
A. The organization must maintain, or have available, adequate laboratory services to meet the needs of its 


patients at each campus or off-campus location. 
• The organization may make laboratory services available directly, through contractual agreements or 


through a combination of direct and contractual services. 
B. A written description of laboratory services provided (both routine and emergent) must be available to the 


medical staff. 
C. All laboratory services, whether direct or contractual, whether conducted in a lab or in another location, must be 


provided in accordance with Clinical Laboratory Improvement Act (CLIA) requirements.  
• Every laboratory service must operate under a current CLIA certificate appropriate to the level of services 


performed.  The CLIA certification may be accomplished by having one certificate for the entire 
organization’s laboratory services, by having one certificate for each laboratory or by a combination thereof. 


D. The organization’s laboratory services, including any contracted services, must be integrated into its quality 
assessment and performance improvement program.  


E. Patient laboratory results and all other laboratory clinical patient records are considered patient medical records 
and must be treated as such. 


 
482.27 LB-2: Provision of Emergency Laboratory Services 


The organization must provide emergency laboratory services 24 hours a day, seven days a week.  Emergency lab 
services include collection, processing and provision of results to meet a patient’s emergency laboratory needs.  
A. In an organization with multiple inpatient campuses, emergency laboratory services must be available onsite 


24/7 at each campus.  
B. The medical staff must determine which laboratory services are to be immediately available to meet the 


emergency laboratory needs of patients who may be currently hospitalized or those patients who may present 
in an emergent condition.  
• The emergency laboratory services (procedures, tests, personnel) available should reflect the scopeand 


complexity of the hospital’s operation and be provided in accordance with Federal and State law, 
regulations and guidelines and acceptable standards of practice.  


C. For each off-campus location, the medical staff must determine which, if any, laboratory services must be 
immediately available to meet the emergency laboratory needs of the patients.  
• The emergency laboratory services available must reflect the scope and complexity of the hospital’s 


operations at the location and be provided in accordance with Federal and State law, regulations and 
guidelines and acceptable standards of practice.  


• The services must be available during the hours of operation of that location. 
 


482.27 LB-3: Management of Tissue Specimens 
The organization must safely and effectively manage tissue specimens. 
A. The organization must have written instructions for the collection, preservation, transportation, receipt and 


reporting of tissue specimen results. 
B. Policy(s) must state which tissue specimens require a macroscopic examination and which tissue specimens 


require both macroscopic and microscopic examination. 
• The policy(s) must be approved by a pathologist and the medical staff. 
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482.27 
 


LB-4: Management of Potentially Infectious Blood & Blood Components 
The organization must develop and implement policies and processes to assure that infected blood products are 
managed appropriately. 
A. The organization must comply with all requirements noted under 42 CFR 482.27(b) and 42 CFR 482.27(c). 
 


 LB-5: Waived Testing 
The organization assures that any waived laboratory testing is performed in a safe and appropriate manner. 
A. All waived testing performed in a patient care setting must be under the direction of the individual whose name 


appears on the Clinical Laboratory Improvement Amendments of 1988 (CLIA certificate) for that setting.  
B. Waived tests must only be performed at the level permitted by the CLIA certificate for that setting. 
C. Policy(s) must be developed and implemented, consistent with law and regulation, for each waived test 


performed that address at least the following: 
• Identification of which care settings may perform the test; 
• Whether or not the test is to be used for screening or definitive treatment.  If a test is for screening 


purposes, the policy must also state what confirmatory test(s) must be performed; 
• Collection, processing, preservation, labeling and storage of specimens being tested; 
• Performance of the test, including use of materials such as reagents and control solutions, cleaning, 


maintenance, storage and calibration of instrumentation (if applicable) and quality-control requirements. 
D. Staff performing waived testing must be qualified and competent to do so. 


• Competency must be determined prior to the first time staff perform the test and on at least an annual basis 
thereafter. 


• Competency must be assessed using at least two of the following methods:  
 - Performance of a test on a blind specimen; 
 - Observation of routine work by a qualified person; 
 - Monitoring of quality-control performance; 
 - Use of a written exam. 


• Physicians or other licensed independent practitioners may be deemed competent for non-instrument-
based waived tests provided performances of such tests are included in their clinical privileges. 


E. The results of a waived test must be documented in the patient’s medical record.  If the test is quantitative in 
nature, the normal reference values must also be documented in the medical record. 


F. Quality control for waived tests must be performed in accordance with manufacturer instructions and the results 
documented. 
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 LB-6: Tissue Management 
The organization must assure that tissue implanted into a patient is managed in a safe and effective manner. 
Note:  This standard applies to any article or material classified by the FDA as tissue. 
A. Tissue must only be obtained from outside sources that have a current tissue registration with the FDA, and 


current licensure, if required, by the State. 
• This does not apply to autologous tissue- or cellular-based products classified as medical devices by the 


FDA.  
B. There must be a system to document and track each article of tissue.  The organization determines the specific 


method for doing so.  At least the following must be documented: 
• Date and time the tissue was received into the organization; 
• Identify of the person who received the tissue; 
• Type of tissue, lot number and expiration date; 
• Whether packaging was intact and any temperature requirements maintained when the tissue was 


received; 
• Date and time the tissue was removed from storage for implantation; 
• Identity of the person who removed the tissue from storage for implantation; 
• The identity of the patient in whom that tissue was implanted; 
• The name, lot number and expiration date of any materials used to reconstitute or prepare the tissue. 


C. Refrigerators, freezers and nitrogen tanks that store tissue must be maintained at appropriate temperature, as 
well as the following: 
• Plugged into emergency power; 
• Have an alarm that is audible to staff 24/7 to notify the organization when temperature is not maintained; 
• Have the temperature continuously monitored and documented at least daily. 


D. Tissue requiring room temperature storage must have the temperature of the storage area maintained and the 
temperature documented daily. 


E. The organization develops and implements a policy to address adverse events involving tissue. 
F. The organization maintains records of tissue implantation as required by law and regulation. 
 


 LB-7: Management of Blood & Blood Products 
The organization must assure that blood is managed in a safe manner. 
A. The organization receives, stores, dispenses, transports, and administers blood and/or blood products in 


accordance with law, regulation, and accepted standards of care. 
B. The matching of the correct blood or blood component to the correct patient must be verified by two 


practitioners at the time of administration.  One of the practitioners must be the individual who will be 
administering the blood. 
• If it is not possible to have a second individual present to verify the blood at the time of administration, then 


matching of the blood to the patient must be accomplished by bar code technology. 
C. Blood and blood products must be administered only by individuals who have the requisite licensure, scope of 


practice allowance, and training to do so, and in accordance with medical staff approved policies and 
procedures. 
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482.45 OP-1: Organ, Tissue & Eye Procurement 
The organization must develop, implement and maintain a policy(s) and process(s) to assure that organ, tissue 
and/or eye procurement is effectively managed. 
A. The organization must have a written agreement with a designated organ procurement organization (OPO). 
B. The organization must notify in a timely manner, the OPO or a third party designated by the OPO of individuals 


whose death is imminent or who have died in the hospital.  
C. The OPO determines medical suitability for organ donation and, in the absence of alternative arrangements by 


the organization; the OPO determines medical suitability for tissue and eye donation, using the definition of 
potential tissue and eye donor and the notification protocol developed in consultation with the tissue and eye 
banks identified by the organization for this purpose. 


D. Incorporate an agreement with at least one tissue bank and at least one eye bank to cooperate in the retrieval, 
processing, preservation, storage and distribution of tissues and eyes, as may be appropriate to assure that all 
usable tissues and eyes are obtained from potential donors, insofar as such an agreement does not interfere 
with organ procurement. 


E. Ensure, in collaboration with the designated OPO, that the family of each potential donor is informed of its 
options to donate organs, tissues or eyes, or to decline to donate. 
• The individual designated by the organization to initiate the request to the family must be an organ 


procurement representative or a designated requestor.  A designated requestor is an individual who has 
completed a course offered or approved by the OPO and designed in conjunction with the tissue and eye 
bank community in the methodology for approaching potential donor families and requesting organ or tissue 
donation. 


F. Encourage discretion and sensitivity with respect to the circumstances, views and beliefs of the families of 
potential donors. 


G. Ensure that the organization works cooperatively with the designated OPO, tissue bank and eye bank in 
educating staff on donation issues, reviewing death records to improve identification of potential donors and 
maintaining potential donors while necessary testing and placement of potential donated organs, tissues and 
eyes take place. 
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482.45 OP-2: Organ Transplantation 
The organization shall assure that any organ transplantation is performed in accordance with law and regulation. 
Note:  This standard only applies to organizations that perform organ transplantation. 
Note:  For the purpose of this standard, the term “organ” means a human kidney, liver, heart, lung or pancreas. 
A. The organization must be a member of the Organ Procurement and Transplantation Network (OPTN) 


established and operated in accordance with section 372 of the Public Health Service (PHS) Act (42 U.S.C. 
274) and abide by its rules.  
• The term “rules of the OPTN” means those rules provided for in regulations issued by the Secretary of 


Health & Human Services in accordance with section 372 of the PHS Act which are enforceable under 42 
CFR 121.10. 


• No organization is considered to be out of compliance with section 1138(a)(1)(B) of the Social Security Act 
or with the requirements of this standard unless the Secretary of Health & Human Services has given the 
OPTN formal notice that he or she approves the decision to exclude the organization from the OPTN and 
has notified the organization in writing.  


B. The organization must provide organ transplant related data as requested by the OPTN, the Scientific Registry 
and the OPO’s. 
• The organization must also provide such data directly to the Department of Health & Human Services when 


requested. 
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482.53 NM-1: Organization of Nuclear Medicine Services 
If the organization provides nuclear medicine services, it must do so in a safe, effective manner and in accordance 
with law, regulations and established standards of care. 
A. The scope of nuclear medicine services offered by the organization must be defined in writing and approved by 


the medical staff. 
B. The nuclear medicine service director must be a doctor of medicine or osteopathy and must demonstrate 


through education, experience and specialized training that he/she is qualified in nuclear medicine, appropriate 
to the scope and complexity of services offered. 


C. The organization must have written policies, developed and approved by the nuclear medicine service director 
and medical staff, who specify the qualifications, training, functions and experience of personnel responsible for 
performing each type of nuclear medicine procedure.  Qualifications include at a minimum, job title, education, 
experience, specialized training and licensure/certification, consistent with Federal and State law. 


D. Equipment and supplies must be appropriate for the types of nuclear medicine services offered and must be 
maintained for safe and efficient performance.  
• Equipment must be maintained in safe operating condition and inspected, tested and calibrated at least 


annually by qualified personnel. 
E. The organization must assure that the nuclear medicine services are integrated into the organization’s quality 


assessment and performance improvement program. 
 


482.53 NM-2: Provision of Nuclear Medicine Services 
The organization must assure the following are developed and implemented: 
A. Written safety standards for radioactive materials that address, at a minimum:  


• Handling of equipment and radioactive materials;  
• Protection of patients and personnel from radiation hazards;  
• Labeling of radioactive materials, waste and hazardous areas;  
• Transportation of radioactive materials between locations within the hospital;  
• Security of radioactive materials, including determining who may have access to radioactive materials and 


controlling access to radioactive materials;  
• Testing of equipment for radiation hazards;  
• Maintenance of personal radiation monitoring devices;  
• Storage of radio nuclides and radio pharmaceuticals as well as radioactive waste;  
• Disposal of radio nuclides, unused radio pharmaceuticals and radioactive waste.  


B. Nuclear medicine services must be ordered only by practitioners whose scope of Federal or State licensure 
and whose defined staff privileges allow such referrals. 


C. All in-vitro tests and all in-vivo procedures classified under radio bioassay must be performed in accordance 
with the requirements of 42 CFR §482.27. 


D. In-house preparation of radiopharmaceuticals is by, or under the supervision of, an appropriately trained 
registered pharmacist or a doctor of medicine or osteopathy. 


E. The organization must maintain signed and dated reports of nuclear medicine interpretations, consultations and 
procedures. 
• The practitioner approved by the medical staff to interpret diagnostic procedures must sign and date the 


interpretation of tests performed. 
F. The organization must maintain copies of nuclear medicine reports for at least five years. 
G. The organization must maintain records of the receipt and distribution of radio pharmaceuticals. 
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482.23 
 


NS-1: Chief Nurse Executive 
The organization shall have a single licensed registered nurse qualified by education, training and experience to 
direct all nursing services provided.  This individual shall be responsible for: 
A. Establishment of a single organized nursing service with administrative structure and chain of command; 
B. Assuring that all nursing services ultimately reports to him or her; 
C. Assuring that all nursing services are provided or supervised by a registered nurse, and that there is at least 


one registered nurse on duty at all times; 
D. Determining the types and numbers of nursing personnel and staff necessary to provide nursing care for all 


areas of the hospitals; 
E. Representing nursing services (directly or through designee) through attendance and voice on all decision-


making bodies, including the governing body, when nursing services is being discussed; 
F. Approval (directly or through designee) of all nursing-service policies; 
G. Integration of nursing services into the organization’s quality assessment and performance improvement 


program. 
 


482.23 NS-2: Staffing of Nursing Services 
Except as permitted by law, the organization must provide 24-hour inpatient nursing services that are furnished or 
supervised by a registered nurse (RN). 
A. Every inpatient unit/department/location within the organization-wide nursing service must have adequate 


numbers of RN’s physically present at each location to ensure the immediate availability of an RN for the 
bedside care of any patient. 
• There must be at least one RN physically present at each inpatient campus location and on duty at all 


times.  
B. There must be sufficient numbers, types and qualifications of supervisory and staff nursing personnel to 


respond to the appropriate nursing needs and care of the patient population of each department or nursing unit. 
C. The organization must maintain, review and revise as necessary, nurse staffing schedules to meet the patient 


care needs and to make adjustments for nursing staff absenteeism. 
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482.23 
 


NS-3: Delivery of Nursing Care 
The organization must assure that nursing care is rendered to patients in a safe and appropriate manner. 
A. A registered nurse (RN) must evaluate and supervise the care for each patient The initial evaluation must be 


completed within 24 hours of the patient’s admission. 
• Evaluation would include assessing the patient’s care needs, patient’s health status/conditioning, as well as 


the patient’s response to interventions. 
B. An RN must assign the nursing care of each patient to other nursing personnel in accordance with the patient’s 


needs and the specialized qualifications and competence of the nursing staff available. 
C. Each patient that receives nursing care must have a nursing care plan.  


• The nursing care plan must be initiated on admission or establishment of care.  
• The nursing care plan must address each patient’s current nursing care needs, including care goals, as well 


as planning for discharge to meet post-hospitalization needs.  
• The nursing care plan must be based the patient’s nursing care needs (not solely those needs related to 


the admitting diagnosis) and developing appropriate nursing interventions in response to those needs.  
• The nursing care plan must be updated or revised in response to ongoing assessment findings.  
• The nursing care plan must part of the patient’s medical record. 
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482.51 OI-1: Provision of Operative & Invasive Services 
If the organization provides operative or invasive services, it must do so in a safe manner and within accepted 
standards of care. 
A. The organization must assure that both inpatient and outpatient operative and invasive services are designed 


and maintained to a comparable level of care in accordance with the complexity of services offered.. 
B. The organization must assure acceptable standards of practice include maintaining compliance with applicable 


Federal and State laws, regulations and guidelines governing surgical services or surgical service locations, as 
well as any standards and recommendations promoted by or established by nationally recognized professional 
organizations (e.g., the American Medical Association, American College of Surgeons, Association of 
Operating Room Nurses, Association for Professionals in Infection Control and Epidemiology, etc.). 


C. The organization must develop and implement processes to assure the following: 
• Access to operative, invasive and recovery areas is limited to authorized personnel and that the traffic flow 


pattern adheres to accepted standards of practice;  
• The conformance to aseptic and sterile technique by all individuals involved in operative and invasive 


procedures;  
• Appropriate cleaning between cases and appropriate terminal cleaning applied;  
• Donning of attire appropriate for the kind of operative or invasive procedure performed; 
• That equipment is available for rapid and routine sterilization of equipment, supplies and instrumentation; 
• That sterilized materials are packaged, handled, labeled and stored in a manner that ensures sterility;  
• That temperature and humidity of operative suites are monitored and maintained within accepted standards 


of practice. 
D. The organization’s operative and invasive services must be integrated into its organization-wide quality 


assessment and performance improvement program. 
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482.51 OI-2: Staffing for Operative & Invasive Procedures 
The organization must provide adequate staffing for the performance of operative and invasive procedures. 
A. There must be an adequate number of trained and qualified staff to assure the provision of safe patient care 


when operative and invasive procedures are performed. 
B. When surgical procedures are performed, the organization must assure the following: 


• Surgical services must be supervised by an experienced and appropriately qualified registered nurse (RN) 
or physician; 


• Licensed practical nurses (LPN) and/or surgical technologists may serve as “scrub nurses” provided they 
are under the supervision of an RN; 


• Qualified RN’s may perform circulating duties in the operating room.  In accordance with applicable State 
laws and approved medical staff policies and procedures, LPNs and surgical technologists may assist in 
circulatory duties under the supervision of a qualified RN who is immediately available to respond to 
emergencies;  


• Surgical privileges must be delineated for all practitioners performing surgery in accordance with the 
competencies of each practitioner.  The surgical service must maintain a roster of practitioners specifying 
the surgical privileges of each practitioner; 


• If the organization utilizes RN First Assistants, Physician Assistants or other non-MD/DO surgical 
assistants, the organization must establish criteria, qualifications and a credentialing process to grant 
specific privileges to individual practitioners in accordance with Federal and State laws and regulations; 


• When a practitioner may perform certain surgical procedures under supervision, the specific 
tasks/procedures and the degree of supervision must be delineated in that practitioner’s surgical privileges 
and included on the surgical roster. 
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482.51 OI-3: Policies Governing the Performance of Operative and Invasive Procedures 
The organization must establish, implement and enforce policies – consistent with accepted standards of care – 
when operative or invasive procedures are performed that address at least the following: 
A. Scheduling of patients for procedures; 
B. The minimum amount of information that must be available in the patient’s medical record prior to the start of a 


procedure; 
C. Identification and management of patients with an infection; 
D. Management of treatment limitation orders such as “do not resuscitate” during intra-procedure and immediate 


post-procedure care; 
E. Duties of staff that perform scrub and circulating functions; 
F. Procedure-specific or general lists of equipment, materials and supplies necessary to properly perform 


procedures;  
G. Reduce the associated risk of fire when using alcohol-based skin preparations in anesthetizing locations.  This 


includes document the implementation of these precautions in the patient’s medical record; 
H. Safe and accurate labeling and processing of specimens; 
I. Aseptic and sterile surveillance and practice, including scrub techniques;  
J. Timely provision of age-appropriate resuscitation services during pre/intra/post-procedure care, including 


necessary equipment, supplies and the availability of adequate numbers of qualified staff; 
K. Timely provision of services to treat instances of malignant hyperthermia; 
L. Assuring that at least the following equipment is available:  


• Call system;  
• Cardiac monitor;  
• Resuscitator;  
• Defibrillator;  
• Suction equipment; 
• Tracheotomy set (a cricothyroidotomy set is not a substitute).  


 
 OI-4: Preventing Wrong Patient / Wrong Site Procedures 


The organization must establish, implement and enforce processes to prevent the performance of a procedure on 
the wrong patient and/or a procedure on the wrong side/site of a patient. 
Note:  This standard applies to surgical and complex invasive procedures. The organization may choose to apply this standard to other 
procedures if it so wishes. 
A. The organization establishes a process to assure that pertinent and relevant information necessary to assure 


the correct procedure is performed on the correct patient is verified prior to the procedure. The organization 
defines the information and verification process. 


B. The side and/or site of the procedure is marked and verified prior to the start of the procedure. 
• The organization determines those procedures for which marking of the procedural side/site is required, as 


well as the method of marking and who will perform the marking. 
C. Immediately prior to the start of a procedure, all practitioners involved at the start of the procedure verify and 


agree on the following: 
• The identity of the patient; 
• The procedure to be performed; 
• The side and/or site of the procedure if applicable. 
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482.51 OI-5: Informed Consent 
The organization must assure that the patient provides informed consent prior to the performance of any operative 
or invasive procedure. 
Note:  This standard does not apply to procedures that are considered simple and low-risk in nature and are permitted under the general consent 
for care and treatment. 
Note:  For the purposes of complying with this standard, evidence that informed consent has been provided to the patient means that the patient 
has signed the consent form. 
A. The organization must establish, implement and enforce an informed consent policy that addresses at least the 


following:  
• Who may obtain the patient’s informed consent;  
• Which procedures require informed consent;  
• The circumstances under which a procedure is considered an emergency and may be undertaken without 


an informed consent;  
• The circumstances when a patient’s representative, rather than the patient, may give informed consent;  
• The content of the consent form and instructions for completing it;  
• The process used to obtain informed consent, including how informed consent is to be documented in the 


medical record;  
• Mechanisms that ensure the consent form is properly executed and is in the patient’s medical record prior 


to the procedure (except in the case of emergency);  
• If the informed consent process and consent form are obtained outside the organization, how the properly 


executed informed consent form is incorporated into the patient’s medical record prior to the procedure.  
B. Informed consent must be obtained, and the consent form must be placed in the patient’s medical record prior 


to the procedure except in the case of emergency. 
C. The practitioner(s) responsible for the procedure provides informed consent to the patient in a manner 


consistent with the organization’s policies governing the informed consent process. 
D. If there are additional requirements under State law for informed consent, the organization must comply with 


those requirements. 
 


482.51 OI-6: Immediate Post-Operative / Invasive Procedure Care 
The organization must make adequate provisions for immediate post-procedure care needs of the patient. 
A. Care must be provided in accordance with acceptable standards of practice.  
B. There must be a sufficient number of qualified staff to provide immediate post-procedure care. 
C. There must be sufficient equipment, medication and supplies to meet the immediate post-procedure care 


needs of the patient. 
D. The immediate post-procedure (recovery) care area must be physically distinct and separate from the 


operative/invasive suite.  Access is limited to authorized personnel.  
E. If immediate post-procedure care is provided outside of the designated post-procedure (recovery) care area, 


the organization must assure that the patient receives the same level of care as would have occurred in the 
immediate post-procedure (recovery) care area. 
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482.51 OI-7: Post-Operative / Invasive Procedure Report 
The organization must assure that a post-operative / invasive procedure report is dictated or handwritten 
immediately following any surgical or high-risk invasive procedure and entered into the patient’s medical record 
and signed by the surgeon/ practitioner. 
A. The post-operative / invasive procedure report must include at least:  


• Name and hospital identification number of the patient;  
• Date and times of the surgery / procedure;  
• Name(s) of the surgeon(s) and assistants or other practitioners who performed surgical / invasive tasks 


(even when performing those tasks under supervision);  
• Pre-operative / procedure and post-operative/ procedure diagnosis;  
• Name of the specific procedure(s) performed;  
• Type of anesthesia administered;  
• Complications, if any;  
• A description of techniques, findings and tissues removed or altered;  
• Surgeons or practitioners name(s) and a description of the specific significant surgical tasks that were 


conducted by practitioners other than the primary surgeon/practitioner (significant surgical procedures 
include opening and closing, harvesting grafts, dissecting tissue, removing tissue, implanting devices, 
altering tissues);  


• Prosthetic devices, grafts, tissues, transplants or devices implanted, if any.  
 


482.51 OI-8: Record of Surgical Procedures Performed 
The organization must maintain a complete and up-to-date record (log or equivalent) of all surgical procedures 
performed. 
A. The record must include at least the following information:  


• Patient’s name;  
• Age of patient; 
• Patient’s hospital identification number;  
• Date of the operation;  
• Inclusive or total time of the operation;  
• Name of the surgeon and any assistant(s);  
• Name of nursing personnel (scrub and circulating);  
• Type of anesthesia used and name of person administering it;  
• Operation performed;  
• Pre- and post-op diagnosis. 
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482.54 OS-1: Outpatient Services 
If the organization provides outpatient services, it must do so in a safe, effective manner and within established 
standards of care. 
A. All outpatient services provided by the organization must meet the needs of the patients in accordance with 


acceptable standards of practice.  
B. The organization must ensure that equipment, staff and facilities are adequate to provide the outpatient 


services offered.  
C. Outpatient services at all locations must be integrated with inpatient services (e.g., medical records, radiology, 


laboratory, surgical services, anesthesia [including pain management] services, other diagnostic services, etc.), 
as appropriate to the services offered.  
• The organization must have written policies in place to assure the integration of outpatient services, 


including an established method of communication between outpatient service departments to 
corresponding inpatient services.  


D. Outpatient services must be accountable to an individual(s) who directs the overall operation of the 
organization’s entire outpatient services (all locations, all services).  
• The organization must define in writing the qualifications and competencies necessary to direct the 


outpatient services.  
E. Adequate types and numbers of qualified professional and nonprofessional personnel must be available to 


provide patients with the appropriate level of care and services offered by each outpatient location.  
• The types and numbers of qualified personnel are based on the scope and complexity of outpatient 


services offered and the number and types of patients treated as outpatients. 
E. The organization’s outpatient services must be integrated into its organization-wide quality assessment and 


performance improvement program. 
F. Outpatient services must be ordered by a practitioner who meets the following conditions: 


• Is responsible for the care of the patient. 
• Is licensed in the State where he or she provides care to the patient. 
• Is acting within his or her scope of practice under State law. 
• Is authorized in accordance with State law and policies adopted by the medical staff, and approved by the 


governing body, to order the applicable outpatient services. This applies to the following: 
• All practitioners who are appointed to the hospital's medical staff and who have been granted 


privileges to order the applicable outpatient services. 
• All practitioners not appointed to the medical staff, but who satisfy the above criteria for authorization 


by the medical staff and the hospital for ordering the applicable outpatient services for their patients. 
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482.26 RD-1: Provision of Radiology Services 
The hospital must maintain or have available diagnostic radiologic services to meet patient’s needs. All radiology 
services provided by the organization, including diagnostic and therapeutic services, must be provided in 
accordance with acceptable standards of practice and must meet professionally approved standards for safety and 
personnel qualifications.  
A. The scope and complexity of radiology services offered must be specified in writing and approved by the 


medical staff and governing body. 
B. All radiology services, including those provided by contract, must be integrated into the organization’s quality 


assessment and performance improvement program. 
 


482.26 RD-2: Oversight of Radiology Services 
The organization must assure that the provision of radiology services is overseen by qualified medical personnel. 
A. The head of radiology services must be a doctor of medicine or doctor of osteopathy who is qualified by 


education and experience in radiology. 
B. The medical staff must establish the qualifications necessary for radiologist appointment to the medical staff.  
C. There must be written policies developed and approved by the medical staff to designate which radiology tests 


require interpretation by a radiologist.  
D. When telemedicine is provided, the radiologist interpreting the test must meet the requirements noted under 


Standard MS-9. 
E. The organization must assure that processes are developed and implemented that address at least the 


following: 
• Ensuring that radiology reports are signed by the practitioner who interpreted them;  
• Assigning duties to radiology personnel appropriate to their level of training, experience and licensure if 


applicable;  
• Enforcing infection-control standards;  
• Ensuring that emergency care is provided to patients who experience an adverse reaction to diagnostic 


agents; 
• Ensuring that files, scans and other image records are kept in a secure area and are readily retrievable; 
• Ensuring that the medical staff determines which personnel are qualified to use the radiology equipment 


and administer procedures; 
• Training radiology staff’ on how to operate equipment safely, perform tests, and manage emergency 


radiation hazards and accidents.  
 


482.26 RD-3: Availability of Radiology Services to Meet Patient Care Needs 
The scope and complexity of radiology services provided must meet the needs of the patients.  
A. The hospital must maintain or have available diagnostic radiologic services to meet patient’s needs. Radiology 


services may be provided by the organization directly or through a contractual arrangement.  
• Diagnostic radiology services provided under contract may be provided either on the organization’s 


premises or in an adjacent or other nearby, readily accessible facility. 
B. Radiology services must be provided in accordance with acceptable standards of practice and applicable 


Federal and State laws, regulations and professional guidelines. 
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482.26 RD-4: Safety of Radiology Services 
The provision of radiology services, particularly ionizing procedures, must be free from hazards for patients and 
staff.  
A. The organization must develop and implement policies and procedures related to: 


• Adequate shielding for patients, personnel and facilities;  
• Labeling of radioactive materials, waste and hazardous areas;  
• Transportation of radioactive materials between locations within the hospital;  
• Security of radioactive materials, including determining who may have access to radioactive materials and 


controlling access to radioactive materials;  
• Testing of equipment for radiation hazards;  
• Maintenance of personal radiation monitoring devices (badges), including testing staff for radiation 


exposure;  
• Proper storage of radiation monitoring badges when not in use;  
• Storage of radio nuclides and radio pharmaceuticals as well as radioactive waste; 
• Disposal of radio nuclides, unused radio pharmaceuticals and radioactive waste; 
• Methods of identifying pregnant patients.  


B. The organization must have policies and procedures in place to ensure that periodic inspections of radiology 
equipment are conducted and that problems identified are corrected in a timely manner.  
• The organization must ensure that equipment is inspected in accordance with manufacturer’s instructions, 


Federal and State laws, regulations and guidelines and organization policy. 
 


482.26 RD-5: Ordering of Radiology Services 
Radiology services must be provided only on the order of practitioners with clinical privileges or consistent with State 
law, of other practitioners authorized by the medical staff and the governing body to order the services. 
 


482.26 RD-6: Maintenance of Radiology Records 
The organization must maintain records for all radiology procedures performed.  
A. The organization must have written policies and procedures that ensure the integrity of authentication and 


protect the privacy of radiology records.  
• At a minimum, these records include copies of reports and printouts and any films, scans or other image 


records as appropriate. 
• The radiologist or other practitioner who performs radiology services must sign reports of his or her 


interpretations. 
B. Radiology films, image records, scans, reports and printouts must be secure, properly stored, be accessible 


and promptly retrievable for any care, procedure, treatment or test provided or conducted within the past five 
years. 
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482.56 RB-1: Rehabilitation Services 
If the organization provides rehabilitation services, it must do so in a safe, effective manner and in accordance with 
established standards of care and as defined in 42 CFR 484. 
A. If rehabilitative services are provided, they must be organized and staffed in such a manner to ensure the 


health and safety of patients.  
• Acceptable standards of practice include compliance with any applicable Federal or State laws, regulations 


or guidelines, as well as standards and recommendations promoted by nationally recognized professional 
organizations (e.g., American Physical Therapy Association, American Speech and Hearing Association, 
American Occupational Therapy Association, American College of Physicians, American Medical 
Association, etc.).  


B. The scope of rehabilitation services offered by the organization must be defined in written policies and 
procedures and approved by the Medical staff. 


C. There must be an adequate number of qualified staff available when needed to evaluate each patient, initiate 
the plan of treatment and supervise supportive personnel when they furnish rehabilitation services.  
• The number of qualified staff is based on the type of patients treated and the frequency, duration and 


complexity of the treatment required. 
D. The rehabilitative service director must demonstrate through education, experience and/or specialized training 


that he/she has the necessary knowledge, experience and capabilities to properly supervise and administer the 
service(s). 


E. Physical therapy, occupational therapy or speech-language pathology or audiology services, if provided, must 
be provided by qualified physical therapists, physical therapist assistants, occupational therapists, occupational 
therapy assistants, speech-language pathologists or audiologists. 


F. Services must be given in accordance with orders of practitioners who are authorized by the medical staff to 
order the services, and the orders must be incorporated in the patient’s record.  


G. The organization’s rehabilitation services must be integrated into the quality assessment and performance 
improvement program. 
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RESPIRATORY SERVICES 
 


 
42 CFR 


 


 
CIHQ Standards & Requirements 


482.57 RT-1: Respiratory Services 
If the organization provides respiratory services, it must assure that respiratory services are provided in a safe, 
effective manner and in accordance with established standards of care. 
A. The organization must provide the appropriate equipment and types and numbers of qualified personnel 


necessary to furnish the services offered in accordance with acceptable standards of practice.  
B. The scope of diagnostic and/or therapeutic respiratory services offered by the organization must be defined in 


writing and approved by the Medical staff. 
C. The respiratory service director must be a doctor of medicine or osteopathy and must demonstrate through 


education, experience and specialized training that he/she has the qualifications necessary to supervise and 
administer the service properly, appropriate to the scope and complexity of services offered. 


D. There should be written policies for the delivery of respiratory care services that are developed and approved 
by the medical staff.  Appropriate to the scope of services provided, the written policies must address at least 
the following:  
• Equipment assembly, operation and preventive maintenance;  
• Safety practices, including infection control measures for equipment, sterile supplies, biohazardous waste, 


posting of signs and gas-line identification;  
• Handling, storage and dispensing of therapeutic gases to both inpatients and outpatients;  
• Cardiopulmonary resuscitation; 
• Procedures to follow in the advent of adverse reactions to treatments or interventions;  
• Pulmonary function testing;  
• Therapeutic percussion and vibration;  
• Bronchopulmonary drainage;  
• Mechanical ventilatory and oxygenation support;  
• Aerosol, humidification and therapeutic gas administration;  
• Storage, access, control, administration of medications and medication errors;  
• Procedures for obtaining and analyzing blood samples (e.g., arterial blood gases);  
• Each type of respiratory care service provided by the hospital;  
• The qualifications, including job title, licensure consistent with State law, education, training and experience 


of personnel authorized to perform each type of respiratory care service and whether they may perform it 
without supervision;  


• The type of personnel qualified to provide the direct supervision.  
E. If blood gases or other clinical laboratory tests are performed in the respiratory care unit, the unit must meet the 


applicable requirements for laboratory services specified in 42 CFR 482.27. 
F. Services must be provided only on, and in accordance with, the orders of a qualified and licensed practitioner 
G. The organization’s respiratory services must be integrated into its quality assessment and performance 


improvement program. 
H. All respiratory services must be documented in the patient’s medical record in accordance with the requirements 


at 42 CFR 482.24 
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PYSCHIATRIC HOSPITALS 
 


 
42 CFR 


 


 
CIHQ Standards & Requirements 


482.60 PY-1: Admission to the Psychiatric Hospital 
The psychiatric hospital must meet the following requirements: 
Note: This standard applies only to psychiatric hospitals. It does not apply to psychiatric units in general acute care hospitals 
A. Admit only patients whose admission to the hospital is required for active treatment, of an intensity that can be 


provided appropriately only in an inpatient hospital setting, of a psychiatric principal diagnosis. 
B.     Maintain clinical records on all patients as specified in Standard PY-2 
C. Furnish, through the use of qualified personnel, psychological services, social work services, psychiatric 


nursing, and therapeutic activities as specified in Standard PY-3. 
 


482.61 PY-2: Content of the Medical Record 
The medical record of a patient treated in the psychiatric hospital must meet the following requirements: 
Note: This standard applies only to psychiatric hospitals. It does not apply to psychiatric units in general acute care hospitals 
A. Medical records must stress the psychiatric components of the record, including history of findings and 


treatment provided for the psychiatric condition for which the inpatient is treated in the unit. 
B. The identification data must include the inpatient’s legal status. 
C. A provisional or admitting diagnosis must be made on every inpatient at the time of admission, and must 


include the diagnoses of diseases as well as the psychiatric diagnoses. 
D. The reasons for admission must be clearly documented as stated by the inpatient or others significantly 


involved, or both. 
E. The social service records, including reports of interviews with inpatients, family members, and others must 


provide an assessment of home plans and family attitudes, and community resource contacts as well as a 
social history. 


F. When indicated, a complete neurological examination must be recorded at the time of the admission physical 
examination. 


G. Each inpatient must receive a psychiatric evaluation that must: 
• Be completed within 60 hours of admission; 
• Include a medical history; 
• Contain a record of mental status; 
• Note the onset of illness and the circumstances leading to admission; 
• Describe attitudes and behavior; 
• Estimate intellectual functioning, memory functioning, and orientation; and  
• Include an inventory of the inpatient’s assets in descriptive, not interpretative fashion. 


H. Each inpatient must have an individual comprehensive treatment plan that must be based on an inventory of 
the inpatient’s strengths and disabilities. The written plan must include a substantiated diagnosis; short-term 
and long-term goals; the specific treatment modalities utilized; the responsibilities of each member of the 
treatment team; and adequate documentation to justify the diagnosis and the treatment and rehabilitation 
activities carried out.  


I. Progress notes must be recorded by the doctor of medicine or osteopathy responsible for the care of the 
inpatient, a nurse, social worker and, when appropriate, others significantly involved in active treatment 
modalities. The frequency of progress notes is determined by the condition of the inpatient but must be 
recorded at least weekly. 


J. The record of each patient who has been discharged must have a discharge summary that includes a 
recapitulation of the inpatient’s hospitalization in the unit and recommendations from appropriate services 
concerning follow-up or aftercare as well as a brief summary of the patient’s condition on discharge. 
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42 CFR 


 


 
CIHQ Standards & Requirements 


482.62 PY-3: Staffing of the Psychiatric Hospital 
The psychiatric hospital must have adequate numbers of qualified professional and supportive staff to evaluate 
inpatients, formulate written, individualized, comprehensive treatment plans, provide active treatment measures and 
engage in discharge planning 
Note: This standard applies only to psychiatric hospitals. It does not apply to psychiatric units in general acute care hospitals 
A. The hospital must employ or undertake to provide adequate numbers of qualified professional, technical, and 


consultative personnel to 
• Evaluate inpatients; 
• Formulate written, individualized, comprehensive treatment plans; 
• Provide active treatment measures; and 
• Engage in discharge planning. 


B. Inpatient psychiatric services must be under the supervision of a clinical director, service chief, or equivalent 
that is qualified to provide the leadership required for an intensive treatment program. The number and 
qualifications of doctors of medicine and osteopathy must be adequate to provide essential psychiatric 
services. 
• The clinical director, service chief, or equivalent must meet the training and experience requirements for 


examination by the American Board of Psychiatry and Neurology or the American Osteopathic Board of 
Neurology and Psychiatry. 


• The director must monitor and evaluate the quality and appropriateness of services and treatment 
provided by the medical staff.  


• If medical and surgical diagnostic services and treatment are not available within the institution, the 
institution must have an agreement with an outside source of these services to ensure that they are 
immediately available or a satisfactory agreement must be established for transferring patients to a 
general hospital that participates in the Medicare program. 


C. The hospital must have a qualified director of psychiatric nursing services. In addition to the director of nursing, 
there must be adequate numbers of registered nurses, licensed practical nurses, and mental health workers to 
provide nursing care necessary under each inpatient’s active treatment program and to maintain progress 
notes on each inpatient. 
• The director of psychiatric nursing services must be a registered nurse who has a master’s degree in 


psychiatric or mental health nursing, or its equivalent, from a school of nursing accredited by the National 
League for Nursing, or be qualified by education and experience in the care of the mentally ill. The director 
must demonstrate competence to participate in interdisciplinary formulation of individual treatment plans; to 
give skilled nursing care and therapy; and to direct, monitor, and evaluate the nursing care furnished. 


• The staffing pattern must ensure the availability of a registered nurse 24 hours each day. There must be 
adequate numbers of registered nurses, licensed practical nurses, and mental health workers to provide the 
nursing care necessary under each inpatient’s active treatment program. 


D. The hospital must provide or have available psychological services to meet the needs of the inpatients. The 
services must be furnished in accordance with acceptable standards of practice, service objectives, and 
established policies and procedures. 


E. There must be a director of social services who monitors and evaluates the quality and appropriateness of 
social services furnished. The services must be furnished in accordance with accepted standards of practice 
and established policies and procedures. Social service staff responsibilities must include, but are not limited 
to, participating in discharge planning, arranging for follow-up care, and developing mechanisms for exchange 
of appropriate information with sources outside the hospital. 


F. The hospital must provide a therapeutic activities program. 
• The program must be appropriate to the needs and interests of inpatients and be directed toward restoring 


and maintaining optimal levels of physical and psychosocial functioning. 
• The number of qualified therapists, support personnel, and consultants must be adequate to provide 


comprehensive therapeutic activities consistent with each inpatient’s active treatment program. 
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42 CFR 


 


 
CIHQ Standards & Requirements 


482.58 LT.1: Requirements for Hospital Providers of Long Term Care 
Services 
Note: This standard applies to a hospital that has a Medicare provider agreement granted an approval from CMS 
to provide post-hospital extended care services, as specified in § 409.30 of the 42 Code of Federal Regulations 
(CFR), and be reimbursed as a swing-bed hospital, as specified in § 413.114 
A. The hospital must meet the following eligibility requirements: 


• The facility has fewer than 100 hospital beds, excluding beds for newborns and beds in intensive care 
type inpatient units (for eligibility of hospitals with distinct parts electing the optional reimbursement 
method, see § 413.24(d)(5) of the 42 CFR). 


• The hospital is located in a rural area. This includes all areas not delineated as “urbanized” areas by 
the Census Bureau, based on the most recent census. 


• The hospital does not have in effect a 24-hour nursing waiver granted under § 488.54(c) of the 42 
CFR. 


• The hospital has not had a swing-bed approval terminated within the two years previous to application. 
B. The facility is substantially in compliance with the following skilled nursing facility requirements contained in the 


42 CFR. 
• Resident rights (§ 483.10 (b)(3), (b)(4), (b)(5), (b)(6), (d),(e), (h), (i), (j)(1)(vii), (j)(1)(viii), (l),(m)) 
• Admission, transfer, and discharge rights (§ 483.12 (a)(1), (a)(2), (a)(3), (a)(4), (a)(5), (a)(6), and 


(a)(7)). 
• Resident behavior and facility practices (§ 483.13). 
• Patient activities (§ 483.15(f)). 
• Social services (§ 483.15(g)). 
• Discharge planning (§ 483.20(e)). 
• Specialized rehabilitative services (§ 483.45). 
• Dental services (§ 483.55). 


 
 
 


--- END -- 
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GLOSSARY 
Advance Directive 
A document or documentation allowing a person to give direction about future healthcare or to designate another individual to 
make healthcare decisions on his/her behalf. 
 
Adverse Event 
An occurrence that results in temporary or permanent harm to a patient. 
 
Adverse Drug Event 
A medication error, adverse drug reaction, medication incompatibility, or other drug-related occurrence that results in temporary 
or permanent harm to a patient. 
 
Adverse Drug Reaction 
A response to a medication that is noxious and unintended and that occurs at doses normally used in humans for the 
prophylaxis, diagnosis, or treatment of disease or for the restoration, correction, or modification of physiological or psychological 
function. 
 
Alternate Equipment Maintenance Strategies 
• Preventive Maintenance (Time-based Maintenance) – a maintenance strategy where maintenance activities are 


performed at scheduled time intervals to minimize equipment degradation and reduce instances where there is a loss of 
performance.   
 


• Predictive Maintenance (Condition-based Maintenance) – a maintenance strategy that involves periodic or continuous 
equipment condition monitoring to detect the onset of equipment degradation.  This information is used to predict future 
maintenance requirements and to schedule maintenance at a time just before equipment experiences a loss of 
performance.   


 
• Reactive Maintenance (Corrective, Breakdown or Run-to-Failure Maintenance) – a maintenance strategy based upon a 


“run it until it breaks” philosophy, where maintenance or replacement is performed only after equipment fails or experiences 
a problem.  This strategy may be acceptable for equipment that is disposable or low cost, and presents little or no risk to 
health and safety if it fails 


 
• Reliability-Centered Maintenance – a maintenance strategy that not only considers equipment condition, but also 


considers other factors unique to individual pieces of equipment, such as equipment function, consequences of equipment 
failure, and the operational environment.  Maintenance is performed to optimize reliability and cost effectiveness. 


 
Anesthesia 
“Anesthesia” involves the administration of a medication to produce a blunting or loss of: pain perception (analgesia); voluntary 
and involuntary movements; autonomic function; and memory and/or consciousness. 
• General Anesthesia 


A drug-induced loss of consciousness during which patients are not arousable, even by painful stimulation. The ability to 
independently maintain ventilatory support is often impaired. Patients often require assistance in maintaining a patent 
airway, and positive pressure ventilation may be required because of depressed spontaneous ventilation or drug-induced 
depression of neuromuscular function. Cardiovascular function may be impaired. 
 


• Regional Anesthesia 
The delivery of anesthetic medication at a specific level of the spinal cord and/or to peripheral nerves, including epidurals 
and spinals and other central neuraxial nerve blocks, is used when loss of consciousness is not desired but sufficient 
analgesia and loss of voluntary and involuntary movement is required. 
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• Monitored Anesthesia Care (MAC) / Deep Sedation/Analgesia 
Anesthesia care that includes the monitoring of the patient by a practitioner who is qualified to administer anesthesia as 
defined by the regulations at §482.52(a). Indications for MAC depend on the nature of the procedure, the patient’s 
clinical condition, and/or the potential need to convert to a general or regional anesthetic. Deep sedation/analgesia is 
included in MAC.  
Deep sedation/analgesia: a drug-induced depression of consciousness during which patients cannot be easily aroused but 
respond purposefully following repeated or painful stimulation. The ability to independently maintain ventilatory function may 
be impaired. Patients may require assistance in maintaining a patent airway, and spontaneous ventilation may be 
inadequate. Cardiovascular function is usually maintained. 
 


• Moderate Sedation / Analgesia 
A drug-induced depression of consciousness during which patients respond purposefully to verbal commands, either alone 
or accompanied by light tactile stimulation. No interventions are required to maintain a patent airway, and spontaneous 
ventilation is adequate. Cardiovascular function is usually maintained.  


 
Qualified Anesthesia Provider 
• A qualified anesthesiologist;  
• A qualified doctor of medicine or osteopathy (other than an anesthesiologist);  
• A dentist, oral surgeon, or podiatrist who is qualified to administer anesthesia under State law;  
• A certified registered nurse anesthetist (CRNA), who, unless the State in which he/she practices has been exempted by 


CMS, is under the supervision of the operating practitioner or of an anesthesiologist who is immediately available if needed; 
• An anesthesiologist’s assistant who is under the supervision of an anesthesiologist who is immediately available if needed. 
 
Biologicals 
Medicines made from living organisms and their products, including serums, vaccines, antigens, and antitoxins. 
 
Bylaws 
A written document that establishes the roles and responsibilities of the governing body of an organization and/or the organized 
medical staff. 
 
Clinical Laboratory Improvement Act (CLIA) 
Federal legislation that created uniform standards for regulating laboratory testing.  
 
Contract Service 
Service(s) provided through a written agreement with another entity, agency, or individual on behalf of the organization. Contract 
services reviewed for compliance to accreditation requirements are those that directly provide patient care, or provide services 
that directly impact patient care. 
 
Competency 
The ability to safely and effectively perform the essential functions, tasks, skills, duties, and responsibilities of a job position to an 
accepted level or standard of care. 
 
CMS Certification Number (CCN) 
The identification number that is linked to an organization’s Medicare provider agreement. The CCN used to be called the 
"provider number." The CCN identifies the boundaries of an organization in terms of what locations it has identified on its Form 
CMS 855A application (including all subsequent 855A’s submitted with location updates); all of these locations are covered 
under the same CCN. All sites and services rendered under the same CCN must be surveyed as part of the accreditation 
process. 
 
Credentialing 
Obtaining, verifying, and determining the qualifications of an individual to provide care or service 
 
Credentials 
Evidence of licensure, education, training, experience, or other necessary qualifications of an individual. 
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Disinfection 
A process that eliminates many or all pathogenic microorganisms, except bacterial spores, on inanimate objects. In health-care 
settings, objects usually are disinfected by liquid chemicals or wet pasteurization. 
 
Formulary 
A list of medications available for use in the organization when providing patient care. 
 
Falsification of the Medical Record 
Falsification of the medical record includes, but it not necessarily limited to: 
1. Dating and timing the authentication of an entry to make it appear as though the entry was made into the medical record 


other than the date and time when the entry actually occurred. 
2. Entering information into the medical record that does not or could not accurately reflect the clinical condition of the patient 


or information available about the patient at the time the entry was made. 
3. Having the author of an entry into the medical record appear to be someone other than the person who actually made the 


entry 
 


Graduate Medical Education 
The period of didactic and clinical education in a medical specialty which follows the completion of a recognized undergraduate 
medical education and which prepares physicians for the independent practice of medicine in that specialty, also referred to as 
residency education. The term “graduate medical education’ also applies to the period of didactic and clinical education in a 
medical subspecialty which follows the completion of education in a recognized medical specialty and which prepares physicians 
for the independent practice of medicine in that subspecialty. 
 
Grievance 
A complaint made by a patient or surrogate decision maker that cannot be resolved immediately. Any complaint made in writing 
is considered a grievance. 
 
Informed Consent 
A document signed by the patient or surrogate decision maker indicating that he/she has been made aware of the nature, 
benefits, risks, and alternatives of a treatment or procedure. 
 
Interpretation 
Rendition of a spoken message in which the interpreter comprehends the source language and can speak comprehensively in 
the target language to convey the meaning intended in the source language.  
 
Licensed Independent Practitioner 
Any practitioner permitted by law and by the organization to provide care and services, without direction or supervision, within the 
scope of the practitioner license and consistent with individually assigned clinical responsibilities. This language is not to be 
construed to limit the authority of a licensed independent practitioner to delegate tasks to other qualified health care personnel 
(for example, physician assistants and advance practice registered nurses) to the extent authorized by state law or a state’s 
regulatory mechanism or federal guidelines, and organizational policy. 
 
Life Safety Code® 
Set of standards for the construction and operation of buildings intended to provide a reasonable degree of safety during fires. 
These standards are prepared, published, and periodically revised by the National Fire Protection Association (NFPA). 
 
• Temporary Life Safety Measures 


Actions taken to compensate for a deficiency in compliance to the Life Safety Code ® until the deficiency can be corrected. 
Such actions include: 
• Notify the fire department (or other emergency response group) and initiate a fire watch when a fire alarm or sprinkler 


system is out of service more than 4 hours in a 24-hour period in an occupied building.  
• Post signage identifying the location of alternative exits to everyone affected.  
• Inspect exits in affected areas on a daily basis.  
• Provide temporary but equivalent fire alarm and detection systems for use when a fire system is impaired.  
• Provide additional firefighting equipment.  
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• Use temporary construction partitions that are smoke-tight or made of noncombustible or limited-combustible material 
that will not contribute to the development or spread of fire. 


• Increase surveillance of buildings, grounds and equipment, giving special attention to construction areas and storage, 
excavation and field offices.  


• Enforce storage, housekeeping and debris-removal practices that reduce the building’s flammable and combustible fire 
load to the lowest feasible level.  


• Provide additional training to those who work in the hospital on the use of firefighting equipment.  
• Conduct one additional fire drill per shift per quarter.  
• Inspects and tests temporary systems monthly.  
• Conduct education to promote awareness of building deficiencies, construction hazards and temporary measures 


implemented to maintain fire safety.  
• Train those who work in the hospital to compensate for impaired structural or compartmental fire safety features.  


 
Medical Equipment 
Devices intended to be used for diagnostic, therapeutic, or monitoring care provided to a patient in a hospital 
 
Medical Record 
The recording of the care and treatment rendered to a patient. This includes but is not limited to; written documents, 
computerized electronic information, radiology film and scans, laboratory reports and pathology slides, videos, audio recordings, 
and other forms of information regarding the condition of a patient. 
 
Medical Staff – Organized 
Self-governing entity accountable to the governing body that operates under a set of bylaws, rules and regulations, and policies 
developed and adopted by the voting members of the organized medical staff and approved by the governing body. The 
organized medical staff is comprised of doctors of medicine and osteopathy, and, in accordance with the medical staff bylaws, 
may include other practitioners. 
 
Medication 
Any prescription medications, sample medications, herbal remedies, vitamins, nutraceuticals, vaccines, or over-the-counter 
drugs; diagnostic and contrast agents used on or administered to persons to diagnose, treat, or prevent disease or other 
abnormal conditions; radioactive medications, respiratory therapy treatments, parenteral nutrition, blood derivatives, and 
intravenous solutions (plain, with electrolytes and/or drugs); and any product designated by the Food and Drug Administration 
(FDA) as a drug. This definition of medication does not include enteral nutrition solutions (which are considered food products), 
oxygen, and other medical gases. 
 
Medication Error 
Any preventable event that may cause or lead to inappropriate medication use or patient harm while the medication is in the 
control of the health care professional, patient, or consumer. Such events may be related to professional practice, health care 
products, procedures, and systems, including prescribing; order communication; product labeling, packaging, and nomenclature; 
compounding; dispensing; distribution; administration; education; monitoring; and use. - National Coordinating Council 
Medication Error Reporting and Prevention. 
 
• Significant Medication Error 
 A medication error that resulted in harm to the patient or where there is a known potential for harm to occur.  Additionally, if 


the outcome of the error is unknown the error is considered significant. Harm means a temporary or permanent untoward 
effect that required intervention, extended duration of care, or transfer to a higher level of care. 


 
Medication Orders 
A directive given by an authorized individual to prepare, dispense, and administer a medication to the patient. 
 
• Range Orders 


Orders that have a range of dose and/or frequency when being administered 
 


• Titration Orders  
Orders that allow for the adjustment of the dose of a medication to achieve a desired effect 
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• Taper Orders 


Orders that allow for the gradual reduction of a dose and/or frequency of medication to a defined end-point 
 


• Automatic Stop Orders 
Orders that will automatically be discontinued after a defined period of time or number of doses administered 
 


• Weight-Based Orders 
Orders for which the dose is calculated based on the patient’s weight. The calculation (e.g. mg/kg) may be written as part of 
the order, or be required when determining the total dose of a medication 


 
Nurse Executive – Chief 
A masters-prepared or equivalently qualified registered professional nurse responsible for the full-time, direct supervision of 
nursing services and who is currently licensed by the state in which he or she practices.  
 
Nursing 
The health profession dealing with nursing care and services as (1) defined by the Code of Ethics for Nurses with Interpretive 
Statements, Nursing’s Social Policy Statement, Nurses’ Bill of Rights, Scope and Standards of Nursing Practice of the American 
Nurses Association and specialty nursing organizations; and (2) defined by relevant state, commonwealth, or territory nurse 
practice acts and other applicable laws and regulations. 
 
Occupancy 
The purpose for which a building or portion thereof is used or intended to be used. Depending on the organization, occupancies 
may include ambulatory health care occupancy, business occupancy, and healthcare occupancy. 
 
• Ambulatory Healthcare Occupancy 


An ambulatory healthcare occupancy is classified as a building that: 
• Does not provide sleeping accommodations; 
• Does not provide medical treatment or services on a 24-hour basis; 
• Provides anesthesia services; and 
• Renders patients incapable of self-preservation. 


 
• Business Occupancy 


A business occupancy is classified as a building that: 
• Does not provide sleeping accommodations; 
• Does not provide medical treatment or services on a 24-hour basis;  
• Does not provide anesthesia; and 
• Does not render patients incapable of self-preservation. 
 


• Healthcare Occupancy 
A healthcare occupancy is classified as a building that: 
• Provides sleeping accommodations;  
• Provides medical treatment or services on a 24-hour basis; and 
• Patients are incapable of self-preservation. 


 
Orders 
A directive or series of directives issued by an authorized individual for the purposes of care and treatment. 
 
• Standing Orders 


Orders that have been written for a specific patient and may be used repeatedly throughout the patient’s care experience. 
The order, once written, “stands” for the duration of the patient’s care. 
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• Pre-Printed Orders 
Orders or order sets that have been typed, printed, and/or computer generated and electronically stored. Basically, orders 
that are not hand-written. These orders or order sets must be authorized each time they are used. 
 


• Protocol 
An order or series of orders and other directives that have been approved by the medical staff for use in patient care. 
Depending on its nature and/or content, a protocol may or may not be implemented for use without requiring prior 
authorization each time they are used.  


 
• Verbal Orders 


Orders that are communicated face-to-face by the authorized individual to the person receiving the order 
 


• Telephone Orders 
Orders that are communicated via telephone or other communication device (such as text message) by the authorized 
individual to the person receiving the order 


 
Patient 
An individual who receives medical and/or other healthcare related treatment or service. Depending on the context, the term 
“patient” can also mean a surrogate decision maker or person authorized to make healthcare decisions on the patient’s behalf. 
 
Physician 
As defined by the Centers for Medicare & Medicaid Services in Sec. 1861.[42 U.S.C.1395x] of the Social Security Act: 
The term “physician,” when used in connection with the performance of any function or action, means 
(1) A doctor of medicine or osteopathy legally authorized to practice medicine and surgery by the State in which he performs 
such function or action (including a physician within the meaning of section 1101(a)(7)), 
(2) A doctor of dental surgery or of dental medicine who is legally authorized to practice dentistry by the State in which he 
performs such function and who is acting within the scopeof his license when he performs such functions, 
(3) A doctor of podiatric medicine for the purposes of subsections (k), (m), (p)(1), and (s) of this section and sections 1814(a), 
1832(a)(2)(F)(ii), and 1835 but only with respect to functions which he is legally authorized to perform as such by the State in 
which he performs them,  
(4) A doctor of optometry, but only for purposes of subsection (p)(1) with respect to the provision of items or services described 
in subsection (s) which he is legally authorized to perform as a doctor of optometry by the State in which he performs them, or  
(5) A chiropractor who is licensed as such by the State (or in a State which does not license chiropractors as such, is legally 
authorized to perform the services of a chiropractor in the jurisdiction in which he performs such services), and who meets 
uniform minimum standards promulgated by the Secretary, but only for the purpose of sections 1861(s)(1) and 1861(s)(2)(A) and 
only with respect to treatment by means of manual manipulation of the spine (to correct a subluxation) which he is legally 
authorized to perform by the State or jurisdiction in which such treatment is provided. For the purposes of section 1862(a)(4) and 
subject to the limitations and conditions provided in the previous sentence, such term includes a doctor of one of the arts, 
specified in such previous sentence, legally authorized to practice such art in the country in which the inpatient hospital services 
(referred to in such section 1862(a)(4)) are furnished.  
 
Privilege(s) 
Authorization granted by the appropriate authority (for example, the governing body) to a practitioner to provide specific care, 
treatment, or services in the organization within well-defined limits 
 
Primary Source Verification 
Verification of an individual practitioner’s reported qualifications by the original source or an approved agent of that 
source. Methods for conducting primary source verification of credentials include direct correspondence, documented telephone 
verification, secure electronic verification from the original qualification source. 
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Quality Improvement Organization (QIO) 
CMS contracts with one organization in each state, as well as the District of Columbia, Puerto Rico, and the U.S. Virgin Islands 
to serve as that state/jurisdiction's Quality Improvement Organization (QIO) contractor. QIOs are private, mostly not-for-profit 
organizations, which are staffed by professionals, mostly doctors and other health care professionals, who are trained to review 
medical care and help beneficiaries with complaints about the quality of care and to implement improvements in the quality of 
care available throughout the spectrum of care. 
 
Restraint 
Restraint is: 
• Any manual method, physical or mechanical device, material or equipment that immobilizes or reduces the ability of a 


patient to move his or her arms, legs, body or head freely; or 
• A drug or medication when it is used as a restriction to manage the patient's behavior or restrict the patient's freedom of 


movement and is not a standard treatment or dosage for the patient's condition. 
• A restraint does not include devices, such as orthopedically-prescribed devices, surgical dressings or bandages, protective 


helmets or other methods that involve the physical holding of a patient for the purpose of conducting routine physical 
examinations or tests or to protect the patient from falling out of bed or to permit the patient to participate in activities without 
the risk of physical harm (this does not include a physical escort). 


 
Scope of Services 
A written document that outlines the range of clinical and patient care support services provided by the organization either 
directly or through the establishment of contractual agreements. This document is sometimes called the “plan for patient care”. 
 
Seclusion 
The involuntary confinement of a patient alone in a room or area from which the patient is physically prevented from leaving.  
Seclusion may only be used for the management of violent or self-destructive behavior.  
 
Staff 
As appropriate to their roles and responsibilities, all people who provide care, treatment, or services in the organization, including 
those receiving pay (for example, permanent, temporary, part-time personnel, as well as contract employees), volunteers and 
health profession students. The definition of staff does not include licensed independent practitioners who are not paid staff or 
who are not contract employees. 
 
Sterilization 
A process that destroys or eliminates all forms of microbial life and is carried out in health-care facilities by physical or chemical 
methods. Steam under pressure, dry heat, ethylene oxide gas, hydrogen peroxide gas plasma, and liquid chemicals are the 
principal sterilizing agents used in health-care facilities. 
 
• Immediate Use Steam Sterilization (IUSS) 


The process for steam sterilizing an instrument that is needed immediately, not intended to be stored for later use, and 
which allows for minimal or no drying after the sterilization cycle.  
“Immediate use” is broadly defined as the shortest possible time between a sterilized item’s removal from the sterilizer and 
its aseptic transfer to the sterile field. Immediacy implies that a sterilized item is used during the procedure for which it was 
sterilized and in a manner that minimizes its exposure to air and other environmental contaminants. A sterilized item 
intended for immediate use is not stored for future use, nor held from one case to another. 
 


Stored Emergency Power Supply Systems (SEPSS) 
Systems that automatically supply illumination or power to critical areas and equipment essential for safety to human life. 
Included are systems that supply emergency power for such functions as illumination for safe exiting, ventilation where it is 
essential to maintain life, fire detection and alarm systems, public safety communications systems, and processes where the 
current interruption would produce serious life safety or health hazards to patients, residents, individuals served, the public, or 
staff. 
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Supervision 
Overseeing the care, treatment, or service provided by a healthcare practitioner by another healthcare practitioner 
 
• Direct Supervision 


Care and/or treatment rendered while the supervising practitioner is at the patient’s bedside or within the department and 
immediately available to respond to the patient’s bedside. 
 


• General Supervision 
Care and/or treatment rendered while the supervising practitioner is within the facility and immediately available to respond 
to the patient’s bedside. 
 


Surgery 
Structurally altering the human body by the incision or destruction of tissues and is part of the practice of medicine. Surgery also 
is the diagnostic or therapeutic treatment of conditions or disease processes by any instruments causing localized alteration or 
transposition of live human tissue which include lasers, ultrasound, ionizing radiation, scalpels, probes, and needles. – American 
College of Surgeons 
 
Telemedicine 
The use of health care information exchanged from one site to another via electronic communications for the health and 
education of the patient or health care provider, and for the purpose of improving patient care, treatment, or services.  
 
• Telemedicine Distant Site 


The site at which the practitioner providing the professional service is located 
 


• Telemedicine Originating Site 
The site at which the patient is located at the time the service is provided 


 
 
Translation 
Rendition of a written document in which the translator comprehends the source language and can write comprehensively in the 
target language to convey the meaning intended in the source language.  
 
Waived Testing 
Tests that meet the Clinical Laboratory Improvement Amendments of 1988 (CLIA ‘88) requirements for waived tests and are 
cleared by the Food and Drug Administration for home use. These tests employ methodologies that are so simple and accurate 
that the likelihood of erroneous results is negligible, or they pose no risk of harm to the patient, resident, or individual served if 
the test is performed incorrectly. See also Clinical Laboratory Improvement Amendments of 1988 (CLIA ‘88).  
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		GOVERNANCE & LEADERSHIP

		GL-1: Establishment of a Governing Body

		GL-2: Compliance to Law & Regulation

		GL-3: Establishment of a Medical Staff

		GL-4: Leadership Responsibilities

		GL-5: Selection of a Chief Executive Officer

		GL-6: Directing Medical Care of the Patient

		GL-7: Financial Planning & Budgeting

		GL-8: Contract Services

		QUALITY ASSESSMENT & PERFORMANCE IMPROVEMENT

		QA-1: Quality Assessment / Performance Improvement (QA/PI) Program

		QA-2: Collection & Use of Data

		QA-3: Reporting of Adverse Events

		QA-4: Performance Improvement Projects

		QA-5: Leadership Responsibility for Performance Improvement



		MEDICAL STAFF

		MS-1: The Organized Medical Staff

		MS-2: Structure of the Medical Staff

		MS-3: Medical Staff Bylaws

		MS-4: Appointment or Reappointment to the Medical Staff

		MS-5: Granting of Clinical Privileges

		MS-6: Temporary Privileges

		MS-7: Resources to Support Privileges

		MS-8: Fair Hearing Process

		MS-9: Provision of Telemedicine Services by a Distant Site

		MS-10: Graduate Medical Education Programs

		MS-11: Practitioner Health

		MS-12: Performance of an Autopsy



		HUMAN RESOURCES

		HR-1: Verification of Licensure & Certification

		HR-2: Orientation of Staff

		HR-3: Competency of Staff

		HR-4: Management of Contract / Volunteer Staff



		MANAGING THE CARE ENVIRONMENT

		CE-1: Provision of Facilities

		CE-2: Construction & Renovation

		CE-3: Provision of a Safe Environment

		CE-4: Providing a Secure Environment

		CE-5: Smoking

		CE-6: Management of General and Medical Waste

		CE-7: Management of Hazardous Materials & Waste

		CE-8: Management of Medical Equipment

		CE-9: Management of Supplies

		CE-10: Management of Utilities

		CE-11: Ventilation, Lighting & Temperature Control

		CE-12: Provision of Emergency Power & Lighting

		CE-13: Testing of Emergency Power Generators

		CE-14: Emergency Battery Powered Lighting

		CE-15: Compliance to the NFPA Life Safety Code

		CE-16: Fire Inspections by State / Local Fire Control Agencies

		CE-17: Fire Response Plan

		CE-18: Fire Drills

		CE-19: Inspection & Testing of Life Safety Systems

		CE-20: Use of Alcohol-Based Hand-Rub Dispensers



		INFECTION PREVENTION & CONTROL

		IC-1: Establishment of an Infection Prevention & Control Program

		IC-2: Surveillance Program

		IC-3: Infection Prevention & Control Policies

		IC-4: Management of Multi-Drug-Resistant Organisms

		IC-5: Management of Communicable Disease Outbreaks

		IC-6: Hand Hygiene

		IC-7: Disinfection & Sterilization Practices

		IC-8: Infection Prevention & Control Education

		IC-9: Leadership Responsibilities for Infection Control



		EMERGENCY PREPAREDNESS

		EP-1: Emergency Preparedness Planning

		EP-2: Emergency Preparedness Plan

		EP-3: Provision of Emergency Gas & Water

		EP-4: Testing of the Emergency Preparedness Plan



		UTILIZATION REVIEW

		UR-1: Utilization Review Plan

		UR-2: Utilization Review Committee

		UR-3: Scope & Frequency of Utilization Review

		UR-4: Determination of Medical Necessity

		UR-5: Review of Professional Services



		PATIENT RIGHTS

		PR-1: Recognition of Patient Rights

		PR-2: Informing Patients of Their Rights

		PR-3: Notification of Hospitalization

		PR-4: Patient Grievances

		PR-5: Right to Make Informed Decisions

		PR-6: Advance Directives

		PR-7: Personal Privacy

		PR-8: Right to Receive Care in a Safe Setting

		PR-9: Abuse, Neglect or Harassment

		PR-10: Confidentiality of Information

		PR-11: Access to Personal Health Information

		PR-12: Right to Visitation

		PR-13: Participation in Care Planning



		MEDICATION MANAGEMENT

		MM-1: Establishment of a Pharmacy Service

		MM-2: Management & Staffing of Pharmacy Services

		MM-3: Availability of Pharmacist Expertise

		MM-4: Management of the Medication Formulary

		MM-5: Storage of Medications

		MM-6: Control & Distribution of Medications

		MM-7: Tracking of Controlled Medications

		MM-8: Security of Medications

		MM-9: After-Hour Access to the Pharmacy

		MM-10: Management of High-Risk Medications

		MM-11: Emergency Medications

		MM-12: Investigational Medications

		MM-13: Standardized Concentrations

		MM-14: Concentrated Electrolytes

		MM-15: Management of Hazardous Medications

		MM-16: Management of Recalled Medications

		MM-17: Medication from Outside Sources

		MM-18: Unused Medication

		MM-20: Use of Unsafe Abbreviations

		MM-21: Use of Protocols and Standing Orders

		MM-22: Medication Orders

		MM-23: Pharmacy Review of Medication Orders

		MM-24: Preparation of Medications

		MM-25: Dispensing of Medications

		MM-26: Labeling of Medications

		MM-27: Medication Delivery Devices

		MM-28: Administration of Medication

		MM-29: Patient Self-Administration of Medication

		MM-30: Monitoring the Effect of Medications 

		MM-31: Reporting of Adverse Medication Events



		MANAGEMENT OF THE MEDICAL RECORD

		MR-1: Organization of the Medical Record Service

		MR-2: Establishment of a Unified Patient Medical Record

		MR-3: Management of Medical Records

		MR-4: Entries into the Medical Record

		MR-5: Minimum Content of the Medical Record



		USE OF RESTRAINT & SECLUSION

		RS-1: Freedom from Restraint or Seclusion

		RS-2: Definition of Restraint

		RS-3: Definition of Seclusion

		RS-4: Use of Restraint / Seclusion

		RS-5: Type or Technique of Restraint / Seclusion

		RS-6: Planning & Implementing Restraint / Seclusion

		RS-7: Initial Order for Restraint / Seclusion

		RS-8: PRN Orders for Restraint / Seclusion

		RS-9: Renewal of Orders for Restraint / Seclusion

		RS-10: Discontinuation of Restraint / Seclusion

		RS-11: Monitoring the Patient in Restraint / Seclusion

		RS-12: Training of Practitioners Who Order Restraint / Seclusion

		RS-13: Evaluation of a Patient in Restraint / Seclusion for Violent / Self-Destructive Behavior

		RS-14: Simultaneous Use of Restraint / Seclusion

		RS-15: Documentation of Restraint / Seclusion in the Medical Record

		RS-16: Scope of Staff Training in Restraint / Seclusion

		RS-17: Content of Staff Training in Restraint / Seclusion

		RS-18: Reporting of Death Associated with Restraint / Seclusion



		TARGETED PATIENT QUALITY & SAFETY PRACTICES

		QS-1: Fall Management Program

		QS-2: Pain Management

		QS-3: Provision of Interpretive / Translation Services

		QS-4: Verbal / Telephone Orders

		QS-5: Resuscitative Services

		CIHQ Standards & Requirements

		QS-6: Patient / Family Education

		QS-7: Accuracy in Patient Identification – Effective 1/1/15

		QS-8: Critical Test Results – Effective 1/1/15

		Critical results of laboratory and other diagnostic tests are acted upon in a timely manner

		QS-9: Safe Management of Clinical Alarms – Effective 1/1/15



		ANESTHESIA SERVICES

		AN-1: Organization of Anesthesia Services

		AN-2: Provision of Anesthesia

		AN-3: Provision of Moderate Sedation/Analgesia



		DIETARY (NUTRITION) SERVICES

		NU-1: Provision of Dietary Services

		NU-2: Staffing for Dietary Services

		NU-3: Food Preparation & Storage

		NU-4: Menus & Meals

		NU-5: Nutrition Assessments & Care Plans

		NU-6: Ordering of Therapeutic Diets

		NU-7: Diet Manual



		DISCHARGE PLANNING SERVICES

		DC-1: Discharge Planning Evaluation

		DC-2: Discharge Plan

		DC-3: Discharge Plans Involving Home Health Services or Skilled Nursing Facility Placement

		DC-4: Transfer & Referral

		DC-5: Evaluating the Effectiveness of the Discharge Planning Process



		EMERGENCY SERVICES

		ED-1: Emergency Department Services

		ED-2: Provision of Emergency Services at Non-Emergency Department Locations



		LABORATORY SERVICES

		LB-1: Provision of Laboratory Services

		LB-2: Provision of Emergency Laboratory Services

		LB-3: Management of Tissue Specimens

		LB-4: Management of Potentially Infectious Blood & Blood Components

		LB-5: Waived Testing

		LB-6: Tissue Management

		LB-7: Management of Blood & Blood Products



		ORGAN, TISSUE & EYE PROCUREMENT

		OP-1: Organ, Tissue & Eye Procurement

		OP-2: Organ Transplantation



		NUCLEAR MEDICINE SERVICES

		NM-1: Organization of Nuclear Medicine Services

		NM-2: Provision of Nuclear Medicine Services



		NURSING SERVICES

		NS-1: Chief Nurse Executive

		NS-2: Staffing of Nursing Services

		NS-3: Delivery of Nursing Care



		OPERATIVE & INVASIVE SERVICES

		OI-1: Provision of Operative & Invasive Services

		OI-2: Staffing for Operative & Invasive Procedures

		OI-3: Policies Governing the Performance of Operative and Invasive Procedures

		OI-4: Preventing Wrong Patient / Wrong Site Procedures

		OI-5: Informed Consent

		OI-6: Immediate Post-Operative / Invasive Procedure Care

		OI-7: Post-Operative / Invasive Procedure Report



		The organization must assure that a post-operative / invasive procedure report is dictated or handwritten immediately following any surgical or high-risk invasive procedure and entered into the patient’s medical record and signed by the surgeon/ practitioner.

		OI-8: Record of Surgical Procedures Performed



		OUTPATIENT SERVICES

		OS-1: Outpatient Services



		RADIOLOGY SERVICES

		RD-1: Provision of Radiology Services

		RD-2: Oversight of Radiology Services

		RD-3: Availability of Radiology Services to Meet Patient Care Needs

		RD-4: Safety of Radiology Services

		RD-5: Ordering of Radiology Services

		RD-6: Maintenance of Radiology Records



		REHABILITATION SERVICES

		RB-1: Rehabilitation Services



		RESPIRATORY SERVICES

		RT-1: Respiratory Services



		PYSCHIATRIC HOSPITALS

		PY-1: Admission to the Psychiatric Hospital

		PY-2: Content of the Medical Record

		PY-3: Staffing of the Psychiatric Hospital



		LT.1: Requirements for Hospital Providers of Long Term CareServices

		GLOSSARY

		Advance Directive

		Adverse Event

		Adverse Drug Event

		Adverse Drug Reaction

		Anesthesia

		 General Anesthesia

		 Regional Anesthesia

		 Monitored Anesthesia Care (MAC) / Deep Sedation/Analgesia

		 Moderate Sedation / Analgesia



		Qualified Anesthesia Provider

		Biologicals

		Bylaws

		Clinical Laboratory Improvement Act (CLIA)

		Contract Service

		Competency

		CMS Certification Number (CCN)

		Credentialing

		Credentials

		Disinfection

		Formulary

		Falsification of the Medical Record

		Graduate Medical Education

		Grievance

		Informed Consent

		Interpretation

		Licensed Independent Practitioner

		Life Safety Code®

		 Temporary Life Safety Measures



		Medical Record

		Medical Staff – Organized

		Medication

		Medication Error

		 Significant Medication Error



		Medication Orders

		 Range Orders

		 Titration Orders

		 Taper Orders

		 Automatic Stop Orders

		 Weight-Based Orders



		Nurse Executive – Chief

		Nursing

		Occupancy

		 Ambulatory Healthcare Occupancy

		 Business Occupancy

		 Healthcare Occupancy



		Orders

		 Standing Orders

		 Pre-Printed Orders

		 Protocol

		 Verbal Orders

		 Telephone Orders



		Patient

		Physician

		Privilege(s)

		Primary Source Verification

		Quality Improvement Organization (QIO)

		Restraint

		Scope of Services

		Seclusion

		Staff

		Sterilization

		 Immediate Use Steam Sterilization (IUSS)



		Stored Emergency Power Supply Systems (SEPSS)

		Supervision

		 Direct Supervision

		 General Supervision



		Surgery

		Telemedicine

		 Telemedicine Distant Site

		 Telemedicine Originating Site



		Translation

		Waived Testing
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INTRODUCTION 
Disease specific certification is designed to recognize the provision of evidence-based best practice to targeted patient 
populations The Center for Improvement in Healthcare Quality (CIHQ) currently offers certification in three areas: 
 
A. Heart Failure 


The standards for disease specific certification in heart failure are based on recommendations from the American Heart 
Association “Get with the Guidelines® - Heart Failure 2013” 
 


B. Hip & Knee Replacement Surgery 
The standards for disease specific certification for hip and knee replacement surgery are based on recommendations by the 
American Academy of Orthopedic Surgeons and the National Institute of Health. 
 


C. Primary Stroke Center 
The standards for disease specific certification for a primary stroke center are based on the  “Revised and Updated 
Recommendations for the Establishment of Primary Stroke Centers – Brain Attack Coalition, American Heart Association / 
American Stroke Association” - May 2011  


 
 
DISEASE SPECIFIC CERTIFICATION POLICIES 
Disease specific certification is an optional program offered to CIHQ accredited hospitals. Accredited hospitals are not required 
to obtain disease specific certification as a condition of accreditation.  
 
ELIGIBILITY REQUIREMENTS 
In order to obtain/maintain disease specific certification(s), a hospital must: 
• Be accredited by CIHQ. Disease specific certification cannot be granted to a hospital that is not accredited by CIHQ 
• Be in full compliance with CIHQ hospital accreditation policies 
• Be in full compliance with CIHQ hospital accreditation standards or have developed and implemented an acceptable plan of 


correction to come into compliance in areas of deficient practice. 
• Be in full compliance with the applicable CIHQ disease specific certification(s) standards or have developed and 


implemented an acceptable plan of correction to come into compliance in areas of deficient practice. 
• Have provided inpatient care, treatment, and service to at least 5 patients within the 12 months prior to survey for initial 


certification; and at least 10 patients during the prior certification period for recertification. Patients must represent the 
applicable disease specific certification(s) sought. 


• Pay disease specific certification(s) fees in a timely manner 
CIHQ reserves the right to withdraw/deny disease specific certification(s) to a hospital that does not meet/maintain eligibility 
requirements. 
 
AFFECT OF ACCREDITATION STATUS ON DISEASE SPECIFIC CERTIFICATION(S) 
Disease specific certification(s) is tied closely to a hospital’s accreditation status. If a hospital voluntarily withdraws its 
accreditation; or their accreditation is withdrawn/denied by CIHQ, then any disease specific certification(s) is withdrawn/denied 
as well. 
 
RELATIONSHIP BETWEEN DISEASE SPECIFIC CERTIFICATION(S) & HOSPITAL ACCREDITATION SURVEYS 
Disease specific certification(s) is not a separate and distinct survey activity. Rather, it is integrated into the hospital’s 
accreditation survey. Certification standards are a set of focused requirements that a hospital must meet in addition to the 
accreditation standards.  
 
A certification(s) survey occurs during the hospital accreditation survey. Assessment of compliance to certification standards is 
interwoven into the accreditation survey activities. In some cases, the overall length of the survey and/or the number of surveyors 
may be expanded in order to accomplish this function. If a hospital wishes to apply for disease specific certification, and have a 
focused survey outside of its initial or triennial accreditation survey, then CIHQ will work with the organization to develop a 
specific agenda and survey. Please contact CIHQ or details. 
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ALLOCATION OF DEFICIENCIES BETWEEN DISEASE SPECIFIC CERTIFICATION & HOSPITAL ACCREDITATION 
If a deficiency is identified during the disease specific certification(s) portion of a survey, it will either be assigned to a hospital 
accreditation standard or to a disease specific certification(s) standard. Allocation will depend on whether or not the deficiency is 
pertinent specifically to the certification(s) standards.  
• For example, during the certification portion of a survey for hip and knee replacement surgery it is noted that the 


temperature and humidity of an operating room where these procedures are performed are not being monitored.  
There is no specific standard under this certification program that addresses environmental conditions in operating rooms. 
However, the hospital is non-compliant to accreditation standard CE-11 (which addresses temperature and humidity 
monitoring), and would thus be cited under the hospital’s accreditation survey report.  


• In another example, during that same portion of the survey it is noted that a patient underwent a hip replacement and was 
not educated on the importance of post-operative pain management and mobility. This would be non-compliant to the 
disease specific certification standard HK-3, and would be cited under the hospital’s disease specific certification survey 
report. 


 
REQUIREMENTS FOR A CORRECTIVE ACTION PLAN 
The organization is required to submit an acceptable corrective action plan (CAP) to CIHQ within 10 calendar days following 
receipt of their certification survey report for any deficiencies identified, 
A CAP must be developed and submitted for each deficiency identified. In order for the CAP to be accepted, it must address at 
least the following: 
• The specific steps that the organization has taken (or will take) to correct the deficiency. The plan must address both the 


specific finding and the processes that led to the deficiency. 
• A description of how the CAP was (or will be) implemented 
• The monitoring process that has been (or will be) put in place to assure ongoing implementation of the CAP. Documentation 


must include the frequency and duration of monitoring, sample size, and target thresholds. 
• The title of the person responsible for implementing the CAP; and 
• The date the CAP was (or will be) implemented.  
The CAP should be implemented as quickly as possible. The expectation is that – whenever possible – corrective action has 
already occurred by the time the CAP is submitted. Due dates for completion of corrective actions should not exceed 45 days. If 
specific actions require a longer timeframe, please notify CIHQ for assistance and direction. 
 
APPEAL PROCESS 
If an organization wishes to appeal a finding, it must notify CIHQ in writing within 10 calendar days following receipt of the 
certification survey report. The CIHQ Survey Finding Appeal Form must be used to submit appeals. The form is sent along with 
the certification report and includes instruction for submittal. Senior staff will review the appeal, contact the organization for any 
questions, discussion, further information, etc. and issue a determination in writing of the organization’s compliance to the 
standard/requirement in question. 
 
AFFECT OF THE APPEAL PROCESS ON SUBMISSION OF A CORRECTIVE ACTION PLAN 
Initiating the appeal process does not obviate the hospital from submitting an acceptable plan of correction within required time 
frames. The hospital may submit due dates for completion on deficiencies they wish to appeal with enough lead time to allow the 
appeal process to occur and still implement corrective actions in a timely manner should the appeal be denied. The organization 
should contact CIHQ for assistance in this regard. 
 
CERTIFICATION DECISIONS 
CIHQ disease specific certification surveys are pass/fail. Certification will be awarded provided the hospital meets/maintains the 
eligibility requirements noted in this policy. The decision to award a disease specific certification is separate and distinct from a 
decision to award accreditation to a hospital. There is no negative effect on a hospital’s accreditation if it fails a disease specific 
certification. 
 
DURATION OF CERTIFICATION AWARD 
Disease specific certification(s) is generally awarded for a 36 month period. The award date aligns with the hospital’s effective 
date of accreditation. 
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USE OF CIHQ SURVEYORS AS CONSULTANTS 
Due to the integrated nature of the disease specific certification process, CIHQ surveyors are not permitted to independently 
serve as consultants. Hospitals may not employ, retain, contract with, or otherwise utilize CIHQ surveyors for any of the 
following: 
• Provide consulting services or standards interpretation to prepare the organization for a CIHQ disease specific certification 


survey. This does not apply to accessing CIHQ central office staff for official standards interpretation. 
• Providing tools or documents to assist in certification compliance. This does not apply to organizations that utilize CIHQ 


officially approved documents obtained directly from the CIHQ resource library. 
• Provide education programs on CIHQ disease specific certification standards. This does not apply to attendance at CIHQ 


officially sponsored education programs and activities 
• Assist with developing and/or reviewing appeals or corrective action plans for deficiencies identified during a CIHQ disease 


specific certification survey.  
• Conduct mock CIHQ disease specific certification surveys 
 
______________________________________________________________________________________________________


_ 
 
DISEASE SPECIFIC CERTIFICATION STANDARDS: HEART FAILURE 
HF-1: Leadership of the Heart Failure Program 
The organization provides leadership for the heart failure program 
A. The organization identifies a physician leader for the heart failure program who by education, training, and experience is 


qualified to provide medical direction to the program. The physician leader should be a board-certified cardiologist. If the 
physician leader is not a board-certified cardiologist, then the organization must demonstrate that the physician leader has 
comparable qualification. 


B. The organization identifies an administrative leader to oversee the heart failure program. There is a written document that 
defines the duties and responsibilities of the administrative leader. 


 
HF-2: Initial Assessment of Patients Presenting with Heart Failure  
The heart failure patient will receive an appropriate initial clinical assessment of his or her condition 
A. A history and physical examination is performed on patients presenting with heart failure that identifies cardiac and non-


cardiac disorders or behaviors that might cause or accelerate the development or progression of the patient’s condition. 
• The history includes current and past use of alcohol, illicit drugs, current or past standard or “alternative therapies”, and 


chemotherapy drugs 
B. The initial assessment includes an evaluation of the patient’s ability to perform routine and desired activities of daily living. 
C. The initial examination of patients presenting with heart failure includes assessment of the patient’s volume status, 


orthostatic blood pressure changes, measurement of weight and height, and calculation of body mass index. 
D. The various components of the initial assessment are performed within time frames defined by the organization. 


• For inpatients, the overall initial assessment must be completed within 24 hours of admission. 
• For outpatients, the overall initial assessment must be completed on the initial visit. 


E. The initial assessment is performed by an individual(s) with the licensure, education, training, experience, and scope of 
practice to competently do so. 


 
HF-3: Initial Diagnostic Work-Up of Patients Presenting with Heart Failure 
The heart failure patient will receive an appropriate diagnostic work-up as part of an initial evaluation of his or her condition 
A. Initial laboratory tests performed on patients presenting with heart failure include complete blood count, urinalysis, serum 


electrolytes (including calcium and magnesium), blood urea nitrogen, serum creatinine, fasting blood glucose 
(glycohemoglobin), lipid profile, liver function tests, and thyroid-stimulating hormone. 


B. A twelve-lead electrocardiogram and chest radiograph (posterior/anterior and lateral) are performed initially on patients 
presenting with heart failure.  


C. Two-dimensional echocardiography with Doppler are performed during initial evaluation of patients presenting with heart 
failure to assess left ventricular ejection fraction (LVEF), left ventricular size, wall thickness, and valve function. 
Radionuclide ventriculography can be performed to assess LVEF and volumes. 


D. Coronary arteriography is considered for patients presenting with heart failure who have angina or significant ischemia 
unless the patient is not eligible for revascularization of any kind. 


E. The organization determines the time frame for performing the initial diagnostic work-up 
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HF-4: Ongoing Clinical Assessment of Patients with Heart Failure 
The heart failure patient will receive an ongoing clinical assessment of his or her condition 
A. For outpatient settings, an assessment is performed at each patient visit. At a minimum, the assessment must address:  


• The ability of the patient to perform routine and desired activities of daily living, 
• Volume status and weight, 
• Current use of alcohol, tobacco, illicit drugs, “alternative therapies,” and chemotherapy drugs, and 
• Diet and sodium intake. 


B. For inpatient settings, an assessment is performed on at least a daily basis. At a minimum, the assessment must address 
the patient’s: 
• Level of activity and tolerance of activity 
• Volume status and weight 
• Diet and sodium intake. 


C. As appropriate to the patient’s condition and clinical presentation, ongoing assessments also include evaluation of the 
patient’s respiratory status and oxygenation  


D. Ongoing clinical assessments are performed by an individual(s) with the licensure, education, training, experience, and 
scope of practice to competently do so. 


 
HF-5: Clinical Management of Patients in Heart Failure 
The heart failure patient shall be clinically managed in accordance with evidence-based practice and accepted standards of care. 
A. The medical staff develops, approves, and implements evidence-based clinical practice guidelines for the management of 


patients in various stages of heart failure. 
• Current and authoritative reference material is used in developing the clinical practice guidelines.  
• The clinical practice guidelines are reviewed on at least an annual basis to assure that they reflect current evidence-


based practice. 
B. Practitioners responsible for the clinical management of a patient in heart failure have been oriented to the clinical practice 


guidelines. 
C. The medical staff monitors the use of clinical practice guidelines, identifies untoward variation in practitioner practice from 


the guidelines, and takes action to improve adherence to the guidelines as warranted. 
 
HF-6: Availability of Specialized Assessments & Services 
Heart failure patients have timely access to specialized assessments and services 
A. The organization develops criteria to identify the need for rehabilitative, nutritional, and psycho-social services specific to the 


heart failure population 
B. Heart failure patients are screened by qualified staff using the criteria within 24 hours of admission (or as soon as feasible if 


the patient’s condition precludes screening within 24 hours) 
C. Based on the results of the screening, heart failure patients are seen by the appropriate discipline for a full assessment, and 


a plan of care is developed within a time frame determined by the organization. 
D. Reassessments are performed as indicated and within time frames defined by the organization. The plan of care is modified 


when indicated by reassessment findings. 
 
HF-7: Patient Education 
The heart failure patient receives the education necessary to effectively manage his or her condition 
A. As appropriate to the patient’s needs, education is provided on the following: 


• The factors and causes of heart failure 
• Signs / symptoms of worsening heart failure, and when to notify his/her physician or seek care 
• Necessary lifestyle changes – including activity restrictions. 
• Heart failure related treatment – including medications  
• Smoking cessation 
• Dietary considerations – including a low sodium diet 
• Monitoring of volume status and weight change 
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HF-8: Quality Assessment & Performance Improvement 
The heart failure program monitors, improves, and achieves a sustainable level performance 
A. The organization participates in the American Heart Association (AHA) “Get with the Guidelines® – Heart Failure” database 


and submits data to the AHA’s web-based “Patient Management Tool”™. 
• The organization achieves and sustains an 85% (or greater) level of compliance in each of the four achievement 


measures promulgated by the AHA “Get with the Guidelines® – Heart Failure for at least a consecutive 90 day period. 
Awarding of at least a “bronze level” of achievement by AHA is required. 


• The organization identifies opportunities, and takes actions, to improve its performance in complying with the 
achievement measures in the AHA “Get with the Guidelines® – Heart Failure” 


B. The organization participates in CMS required core measures for heart failure 
• The organization identifies opportunities, and takes actions, to improve its performance in complying with the CMS 


required core measures for heart failure. 
 


___________________________________________________________________________________________________ 
 
 
DISEASE SPECIFIC CERTIFICATION STANDARDS: HIP & KNEE REPLACEMENT SURGERY 
HK-1: Leadership of the Hip and Knee Replacement Program 
The organization provides leadership for the hip and knee replacement program 
A. The organization identifies a physician leader for the hip and knee replacement program who by education, training, and 


experience is qualified to provide medical direction to the program. The physician leader should be a board-certified 
orthopedic surgeon. If the physician leader is not a board-certified orthopedic surgeon, then the organization must 
demonstrate that the physician leader has comparable qualification. 


B. The organization identifies an administrative leader to oversee the hip and knee replacement program. There is a written 
document that defines the duties and responsibilities of the administrative leader. 


 
HK-2: Identifying Eligible Patients for a Hip or Knee Replacement 
The organization assures that patients receiving hip or knee replacement meet clinical indications for these procedures. 
A. Objective and industry accepted criteria are used to identify patients who may benefit from hip or knee replacement. The 


organization defines the criteria chosen. 
B. The criteria are used consistently when selecting patients for hip or knee replacement 
 
HK-3: Pre-Operative Preparation of the Patient Receiving a Hip or Knee Replacement 
The hip or knee replacement patient will receive a clinical assessment, diagnostic work-up, and education necessary to 
effectively prepare for surgery 
A. The organization defines the minimum scope of clinical assessment that must be completed on patients prior to surgery. 


Clinical assessments are consistently completed within timeframes defined by the organization. The content of the clinical 
assessment reflects an evidence-based standard of care. The organization identifies the reference material used to define 
the evidence-based standard of care. 


B. The organization defines the minimum clinical laboratory, imaging, and other diagnostic studies that must be performed on 
patients prior to surgery. The studies are consistently obtained within timeframes defined by the organization 


C. The patient receives at least the following education prior to surgery: 
• The purpose and nature of the procedure being performed 
• The anticipated post-operative course of care 
• Steps that will be taken to reduce the risk of post-operative infection and the role of the patient in that process 
• Steps that will be taken to reduce the risk of post-operative complications such as thrombosis  
• The importance of post-operative pain management and mobilization 
Provision of this education is documented in the patient’s medical record 
 


HK-4: Qualifications of Practitioners Performing Hip and Knee Replacement Surgery 
The medical staff assures that only qualified physicians perform hip and knee replacement surgery 
A. The medical staff defines the criteria for granting clinical privileges for hip and knee surgery. In establishing these criteria, 


the medical staff takes into account the education, training, and experience that will be required of physicians to 
competently perform these procedures. 


B. Clinical privileges to perform hip and knee replacement surgery are granted only to physicians who meet established 
criteria. 
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HK-5: Qualifications and Training of Operating Room Staff 
The organization assures that operating room staff is competent in the intraoperative care of a patient undergoing hip or knee 
replacement surgery. 
A. The organization establishes the minimum qualifications of operating room staff that will provide intraoperative care. In 


establishing these qualifications, the organization takes into account the education, training, and experience that will be 
required of staff to competently provide care. 


B. Only qualified operating room staff provides intraoperative care. 
C. Appropriate to job function, the organization assures that operating room staff have been oriented and trained to at least the 


following: 
• The equipment and surgical instrumentation used in performing hip or knee replacement surgery 
• Intraoperative techniques and environmental controls to reduce the risk of an intraoperative infection 
• Patient positioning for surgery and safety related needs 


 
HK-6: Post-Operative Clinical Management of Patients Receiving a Hip or Knee Replacement 
The hip or knee replacement patient shall be clinically managed in accordance with evidence-based practice and accepted 
standards of care. 
A. The medical staff develops, approves, and implements evidence-based clinical practice guidelines for the post-operative 


management of patients following hip or knee replacement surgery. 
• Current and authoritative reference material is used in developing the clinical practice guidelines.  
• The clinical practice guidelines address both the expected normative course of care as well as preventing/addressing 


post-operative complications such as infection or thrombosis. 
• The clinical practice guidelines are reviewed on at least an annual basis to assure that they reflect current evidence-


based practice. 
B. Practitioners responsible for the clinical management of a patient with a hip and knee replacement have been oriented to 


the clinical practice guidelines. 
C. The medical staff monitors the use of clinical practice guidelines, identifies untoward variation in practitioner practice from 


the guidelines, and takes action to improve adherence to the guidelines as warranted. 
 
HK-7: Availability of Specialized Assessments and Services 
Hip and knee replacement patients have timely access to specialized assessments and services 
A. The organization develops criteria to identify the need for rehabilitative services specific to the hip and knee replacement 


patient population 
B. Hip and knee replacement patients are screened by qualified staff using the criteria within 24 hours after surgery. 
C. Based on the results of the screening, hip and knee replacement patients are seen by the appropriate rehabilitative 


discipline for a full assessment, and a plan of care is developed within a time frame determined by the organization. 
D. Reassessments are performed as indicated and within time frames defined by the organization. The plan of care is modified 


when indicated by reassessment findings. 
 
HK-8: Post-Discharge Rehabilitation Services 
When indicated, the hip or knee replacement patient receives post-discharge rehabilitation services 
A. The organization establishes criteria that identify patients who require post-hospitalization rehabilitation services either on 


an outpatient or extended care / rehabilitation facility basis. 
B. Patients requiring post-hospitalization rehabilitation services are identified by using the established criteria 
C. If a patient requires post-hospitalization rehabilitative services, the organization either provides the service (directly or 


through contractual arrangement), or refers/transfers the patient to an entity/setting that provides rehabilitative services. 
 
HK-9: Medical Device Failures / Recall of Implants 
The organization effectively responds to recall notifications regarding hip and knee replacement medical devices 
A. The organization tracks each medical device implanted into the patient 
B. The organization develops and implements a system to receive recall alert notifications from the device manufacturer and/or 


the FDA, and takes appropriate action. 
C. Device failures are reported to the FDA in accordance with Safe Medical Device Act (SMDA) requirements. 
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HK-10: Quality Assessment and Performance Improvement 
The hip and knee replacement program monitors and improves its performance 
A. The organization develops specific indicators to monitor the effectiveness of its hip and knee replacement program. At least 


one of these measures addresses the incidence of post-operative infection. 
B. Data on indicators is collected, aggregated, analyzed and integrated into the organization’s quality assessment and 


performance improvement program. 
C. The organization takes action to improve the effectiveness of its hip and knee replacement program based on identified 


opportunities for improvement. 
____________________________________________________________________________________________________ 


 
DISEASE SPECIFIC CERTIFICATION STANDARDS: PRIMARY STROKE CENTER 
ST-1: Leadership of the Stroke Program 
The organization provides leadership for the stroke program 
A. The organization identifies a physician leader for the stroke program who by education, training, and experience is qualified 


to provide medical direction to the program. The physician leader should be a board-certified neurologist. If the physician 
leader is not a board-certified neurologist, the organization must demonstrate that the physician leader has comparable 
qualification. 


B. The organization identifies an administrative leader to oversee the stroke program. There is a written document that defines 
the duties and responsibilities of the administrative leader. 


 
 
ST-2:  Coordination of Pre-Hospital Services with the Emergency Medical System (EMS) 
Stroke patients have access to timely and effective pre-hospital care 
A. The organization demonstrates collaboration and communication with area EMS in the pre-hospital management of stroke 


patients. 
B. When able, policies and procedures are developed in collaboration with area EMS in the transporting of stroke patients to 


the hospital for timely assessment, intervention, and care. These policies include an understanding that the stroke patients 
are to be transported to the nearest Primary Stroke Center that can provide appropriate care unless there is another life 
threatening emergency that would necessitate taking the patient to the closest facility. 


C. Evidence-based treatment guidelines for the pre-hospital management of a stroke patient are provided to area EMS 
personnel.  


D. The organization collaborates with area EMS in the identification and resolution of quality of care issues addressing the 
timely and appropriate management of stroke patients in the pre-hospital setting. 


E. Cooperative educational activities between the organization and area EMS in the coordination, care, and management of 
stroke patients in the pre-hospital setting is provided at least twice a year. 


 
 
ST-3: Availability of an Acute Stroke Team (AST) 
There is an acute stroke team available to respond to patient care needs in a timely manner 
A. At a minimum, the AST should include one physician and one other qualified healthcare provider (i.e., registered nurse, 


physician's assistant, nurse practitioner) who are available on a 24 hours/day, 7 days/week (24/7) basis.  
B. The AST responds to patients with acute stroke in the emergency department (ED) and inpatient care areas. A member of 


the AST should be at the patient's bedside within 15 minutes of being called. Although it is preferred that members of the 
AST be in-house on a continual basis, a rapid response from outside the hospital is permitted as long as the response time 
remains ≤15 minutes.  


C. Members of the AST must have familiarity and expertise with the recognition, diagnosis, stabilization, and acute care of all 
types of patients with stroke. Evidence-based protocols should be used by the AST members to guide acute care and 
determine which patients should be transferred to other facilities. The protocols should apply to all major stroke types. 


D. Evidence-based treatment guidelines, in the form of pre-printed or electronic order sets, are used in the clinical 
management of the stroke patient. These guidelines must address at least the emergent care of patients with ischemic and 
hemorrhagic strokes, including stabilization of vital functions, initial diagnostic tests, and the use of various medications. 
• The guidelines are available to members of the AST. The guidelines are reviewed on at least an annual basis to assure 


they reflect current standards of care.  
• The organization assures that at least 80% of AST members have been oriented to the current treatment guidelines. 


E. There must be a specific and well-organized system for rapidly notifying and activating the AST to evaluate patients 
presenting with symptoms suggestive of an acute stroke (i.e., pager, cell phone, overhead calling). 
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ST-4: Care of the Stroke Patient in the Emergency Department 
Stroke patients have access to timely and effective emergency department care 
A. Emergency department physicians have knowledge and expertise in the identification and clinical management of a patient 


presenting with an acute hemorrhagic and/or acute ischemic stroke. This includes, but is not necessarily limited to: 
• Effective communication both externally and internally in marshaling resources necessary to provide appropriate and 


timely care. 
• The medical management of stroke patients during the acute phase of illness  
• The recognition, assessment and management of acute stroke complications 


B. For ischemic stroke patients who meet criteria for IV thrombolytic therapy (e.g. patients presenting within three (3) hours of 
symptom onset); 
• The organization assures 24/7 availability of IV thrombolytic medications, associated supplies, and other necessary 


items in the emergency department. 
• Emergency department physicians and nursing staff are trained on the appropriate management of IV thrombolytic 


therapy – including indications for use, contraindications, administration, monitoring requirements, post-therapy 
neurologic deterioration, and education to the patient and/or family.  


• If an eligible ischemic stroke patient does not receive IV thrombolytic therapy, the reason is documented in the 
patient’s medical record. 


C. Evidence-based treatment guidelines, in the form of pre-printed or electronic order sets, are used in the clinical 
management of the stroke patient. These guidelines must address at least the emergent care of patients with ischemic and 
hemorrhagic strokes, including stabilization of vital functions, initial diagnostic tests, and the use of various medications. 
• Treatment guidelines address at least current Class 1-A and Class 1-B recommendations contained in the Guidelines 


for the Early Management of Patients with Acute Ischemic Stroke: A Guideline for Healthcare Professionals from the 
American Heart Association/American Stroke Association.  


• The guidelines are available to physicians and staff in the Emergency Department. The guidelines are reviewed on at 
least an annual basis to assure they reflect current standards of care.  


• The organization assures that at least 80% of emergency department physicians and nursing staff have been oriented 
to the current treatment guidelines. 


D. When needed, emergency department physicians have 24/7 timely access to consultation with a neurologist granted 
privileges by the hospital medical staff and governing body. Timely access is defined as within 30 minutes of need for the 
consult being communicated by the emergency department physician. Consultation may performed by the neurologist in 
person or by telemedicine. 


E. Stroke patients are monitored while undergoing care. Monitoring includes at least;  
• Heart rate/rhythm with automatic arrhythmia detection  
• Blood pressure with noninvasive blood pressure monitoring  
• Oxygenation via oximetry 


 
 
ST-5: Availability of Diagnostic Services 
Stoke patients have timely access to diagnostic services both in the emergency department and the inpatient setting. 
A. Diagnostic brain imaging (e.g. CT, MRI) is available 24/7 for acute stroke patients. A brain image study is performed, 


preliminarily interpreted, and reported to the requesting practitioner within 45 minutes of order. 
• Preliminary interpretation can either be performed on-site or through telemedicine services. 
• The preliminary interpretation must definitively rule out or detect intracranial hemorrhage or other causes of the stroke 


syndrome 
• There should be written documentation that such scans were performed and read within the specified times 
• For facilities without in-house imaging interpretation expertise, teleradiology systems approved by the Food and Drug 


Administration (or equivalent organization) are available for timely review of brain computed tomography (CT) and 
magnetic resonance imaging (MRI) scans in patients with suspected acute stroke 
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B. Laboratory testing is available 24/7 for acute stroke patients. Laboratory studies are obtained, run, resulted, and 
communicated to the requesting practitioner within 45 minutes of order 
• Laboratory tests include, but are not necessarily limited to; 


o Complete blood counts (CBC) 
o Platelet count 
o Prothrombin time (PT) 
o International Normalization Ratio (INR) 
o Blood chemistries 


C. ECG and chest x-rays for acute stroke patients are available 24/7. The studies are performed and the results made 
available to the requesting practitioner within 45 minutes of order 


D. Transthoracic echocardiography and/or trans-esophageal echocardiography) to image the heart is available for all admitted 
patients with stroke. 
 
 


ST-6: Availability of Emergent Neurosurgery 
The applicable stroke patient has timely access to neurosurgery in an emergency. 
A. If the organization does not provide neurosurgical services, it has a written agreement with a hospital that provides said 


service. The agreement addresses the timely transfer of the patient to that facility for emergent intervention. 
• Transfer is initiated in a timely manner so that the neurosurgeon at the receiving facility can see the patient within two 


hours of identified need. 
• The organization evaluates the effectiveness of the transfer agreement on at least an annual basis. At a minimum, the 


evaluation includes reviewing patient transfers to see if they occurred in a timely manner. 
B. If the organization provides neurosurgical services, it assures there is a fully functional and staffed operating room, with a 


neurosurgeon available, within two hours of recognized need for emergent intervention  
 
 
ST-7: Stroke Unit & Nursing Care 
Stroke patients receive inpatient care in a setting designed, staffed, and operated to meet their unique care needs 
A. The organization identifies an inpatient care unit(s) (stroke unit) that will provide care to stroke patients during their 


hospitalization. To the extent possible, stroke patients are admitted / transferred to this care unit(s).  
B. The stroke unit is under the direction of a physician who by education, training, and experience is qualified to provide 


medical direction to the stroke population. This may be the same individual who provides medical direction for the overall 
stroke program. 


C. The stroke unit(s) has sufficient equipment and supplies to provide an appropriate level of care for the stroke population, 
including multi-channel telemetry (preferably computerized) capable of monitoring blood pressure, pulse, respiration, and 
oxygenation.  


D. There is a written protocol that details how changes in a patient's status are detected, how they are documented, and how 
medical staff’ are notified of such changes. Notification of the medical staff of any changes or worsening in vital signs and/or 
neurological status defines who gets called initially (house officer, advanced practice nurse, attending) and when and how 
additional personnel are notified as well as expected response times. 


E. Nursing care provided on the stroke unit is under the clinical direction of a registered nurse who by education, training, and 
experience is qualified to direct nursing care to the stroke population 


F. Nursing staff on the stroke unit follow accepted standards in the assessment, care, and education of the stroke patient 
• The National Institute for Health (NIH) Stroke Scale is used when performing a neurological assessment 
• If nursing staff perform an aspiration risk (swallowing) screening, they are specifically trained to do so 


G. Nursing staff caring for stroke patients on the stroke unit receive initial training and assessment of their competency to care 
for stroke patients – appropriate to their level of responsibility – upon hire or transfer to the stroke unit. While the 
organization determines the specific content of this training, it must address the physical, psychosocial, and educational 
needs of this patient population. 


H. All physicians, physician assistants, advanced practice nurses, and nurses on the stroke unit who provide direct patient care 
or supervise such care must receive at least 8 hours per year of medical education (continuing medical education or other 
types of education) related to cerebrovascular disease 
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ST-8: Availability of Specialized Assessments & Services 
Stroke patients have timely access to specialized assessments and services 
A. The organization develops criteria to identify the need for rehabilitative (physical therapy, occupational therapy, speech 


therapy), nutritional, and psycho-social services specific to the stroke population 
B. Stroke patients are screened by qualified staff using the criteria within 24 hours of admission (or as soon as feasible if the 


patient’s condition precludes screening within 24 hours) 
C. Based on the results of the screening, stroke patients are seen by the appropriate discipline for a full assessment, and a 


plan of care is developed within a time frame determined by the organization. 
D. Stroke patients are provided with post-hospitalization rehabilitative services (physical therapy, occupational therapy, speech 


therapy) as warranted. If these services are not provided by the organization, the patient is referred to another care provider 
as part of discharge planning. 
 


 
ST-9: Patient Education 
The stroke patient receives the education necessary to effectively manage his or her condition 
A. As appropriate to the patient’s needs, education is provided on the following: 


• The risk factors and causes of stroke 
• Lifestyle changes that can reduce the risk of stroke 
• Stroke related treatment – including medications – provided to the patient  


 
 
ST-10: Community Education 
The organization promotes public education on stroke prevention, recognition, and access to services 
A. The organization provides at least two education programs annually to the public in its primary service area about stroke 


prevention, diagnosis, and/or the availability of stroke care services. 
 
 
ST-11: Quality Assessment & Performance Improvement 
The stroke program monitors and improves its performance 
A. There is a database or registry for tracking the number and type of patients with stroke seen, their treatments, timelines for 


receiving treatments, and some measurement of their outcomes. A written system is in place whereby such data can be 
systematically collected, reviewed, and acted on.  
• Specific benchmarks for comparisons are established. At least two relevant patient-care parameters for benchmarking 


are selected each year. Data is collected, aggregated, analyzed, and actions taken to improve performance if 
indicated. 


B. A multidisciplinary quality improvement committee reviews and monitors stroke care quality benchmarks, indicators, 
evidence-based practices, and outcomes 


______________________________________________________________________________________________________ 
 


DISEASE SPECIFIC CERTIFICATION SURVEY PROCESS 
OVERVIEW 
Caring for a specific patient population does not occur in a vacuum. While patients certainly do receive care unique to their 
needs, there is a commonality of need that applies to all patient populations. The CIHQ disease specific certification process is 
designed to reflect this reality. 
 
There are no separate and distinct survey procedures for disease specific certification(s). Assessing compliance to certification 
standards is interwoven into the hospital accreditation survey process. The specific procedures and activities are outlined in the 
CIHQ Hospital Accreditation Survey Activity Guide.  
• For example, a disease specific certification(s) assessment will involve a review of selected documents. These documents 


will be reviewed at the same time as the accreditation survey document review.  
• In another example, surveyors will review both open and closed medical records of patients who reflect the disease specific 


population. For open records, this will occur during the accreditation survey activity of visiting patient care areas. Closed 
records will be pulled as part of the accreditation survey closed record review activity. 
 


--- END --- 
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DNV GL - HEALTHCARE ACUTE STROKE READY CERTIFICATION REQUIREMENTS 


 
Effective Date 


 
This DNV GL - Healthcare Acute Stroke Ready Certification Requirements, ASR 1.0 Effective 
Date:  January 1, 2015. 


 
Federal Laws, Rules and Regulations 


 
The Acute Stroke Ready (ASR) Certification requirements are based in whole or in part of the 
most current recommendations from the Brain Attack Coalition (BAC), American Heart 


Association and the American Stroke Association. (AHA/ASA) and the Center for Medicare and 
Medicaid (CMS) Conditions of Participation 


 
The most current version of Federal law and the Code of Federal Regulations referenced in this 
Certification Program document are incorporated herein by reference and constitute, in part, 


Acute Stroke Ready Certification requirements. 
 


ASRs, through their association to the Hospitals participating in the Medicare and Medicaid 
program, are expected to comply with current Conditions of Participation. When new or revised 
requirements are published, ASRs are expected to demonstrate compliance in a time frame 


consistent with the effective date as published by CMS in the Federal Register and/or as 
required by DNVGL Healthcare. 
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DNV GL - HEALTHCARE ACUTE  STROKE READY CERTIFICATION 


 
INTRODUCTION 


 
The Acute  Stroke Ready (ASR) Certification Program is offered by DNV GL - Healthcare       
(DNV GL- HC) and integrates requirements related to the Guidelines of the Brain Attack 


Coalition, the recommendations of the American Heart Association,  the American Stroke 
Association and to the CMS Conditions of Participation for hospitals (CoPs) 


 
ASRs are designed to be a part of a larger stroke system of care which will include all levels of 
stroke care.The stroke-ready certification will mean that a hospital is equipped to evaluate, 


stabilize and provide emergency care to patients with acute stroke symptoms. The intent of the 
ASR is to provide initial diagnostic services, stabilization, emergent care and therapies to 


patients with an acute stroke who are seen in the emergency department. In most cases, the 
ASR would be in a remote location and not in a densely populated urban or suburban area 
where there might be a nearby PSC or CSC. 


 
An ASR hospital has the infrastructure and capability to care for acute stroke, including 


administration of intravenous thrombolytic therapy (also known as tissue plasminogen activator 
“tPA,” or alteplase).  
 


An ASR has fewer overall capabilities than a Primary Stroke Center, but has staff and resources 
able to diagnose, stabilize, treat, and transfer most patients with stroke. Most acute stroke 


patients may be transferred to a Primary Stroke Center or a Comprehensive Stroke Center that 
would provide ongoing care and/or endovascular procedures, as indicated, after initial 


treatment and stabilization. 
 
If an ASR intends to admit many or most patients with an acute stroke, it is a recommendation 


that the facility develop a stroke unit with elements and procedures similar to those of a stroke 
unit at a PSC. 


 
REGULATORY AND POLICY REFERENCE 
 


• The Medicare Conditions of Participation for hospitals are in 42 CFR Part 482.  
• The DNVGL HC Certification Process, Certification Requirements, and applicable CMS 


State Operations Manual (SOM) provide the policies and procedures regarding 
certification activities. 


• American Stroke Association / American Heart Association - Guidelines for Stroke 


Patients and Establishment of Stroke Systems of Care 
• Brain Attack Coalition – Pathways and Guidelines 


 
Surveyors assess the ASR’s compliance with the ASR Certification Requirements for services 
and locations in which the ASR operates for patient care services.  


 
Organizations seeking and maintaining Acute Stroke Ready certification must participate in the 


Medicare program and be in compliance with the CoPs by the Centers for Medicare and 
Medicaid Services (CMS). Compliance with the CMS CoPs may be demonstrated by maintaining 







Acute Stroke Ready Certification Requirements 


                                                                                                                                 ASR 1.0 


ASR 1.0 2015-02-15  Page 6 of 35 
 


accreditation with DNVGL- HC or another accreditation organization, approved by CMS to deem 
healthcare organizations in compliance with the CoPs. 
 


This Certification Program addresses healthcare organizations that are either applying for    
DNV GL - Healthcare for certification in the Acute Stroke Ready Certification (ASR) Program or 


are currently certified by DNV GL - HC. When a healthcare organization has applied for but not 
received DNV GL - HC certification, it is referred to as an “Applicant Organization.”  When a 
healthcare organization is currently certified by DNV GL - HC, it is referred to as a “Certified 


Organization. 
 


If the Certification Assessment is completed in conjunction with a DNVGL- HC Accreditation 
Survey for the hospital, the assessment will not be announced to the ASR. If the Certification 
Assessment is conducted separate and apart to a DNV GL Accreditation Survey, the ASR will be 


provided advance notice of the upcoming survey not to exceed one month prior to the 
assessment of the ASR.  


 
Surveyor Information Gathering and Investigation  
 


The objective of assessment activities is to determine the ASR’s compliance with the 
requirements through observations, interviews, and document review.  


 
• The surveyors will focus attention on actual and potential patient outcomes, as well as 


required processes.  


• The surveyors will assess the care and services provided, including the appropriateness 
of the care and services within the context of the certification requirements.  


• The surveyors will visit the emergency room, imaging locations and other patient care 
settings as appropriate to the level of services provided by the ASR.  


• The surveyors will review clinical records, staff records, and other documentation 
necessary to validate information gained from observations and interviews.  


• The surveyors will review transfer agreements, telemedicine/tele-stroke capabilities and 


equipment. 
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ABBREVIATIONS AND DEFINITIONS 
 


AANN American Association of Neuroscience Nurses 
 


ASR/Acute Stroke Ready Organization that can provide timely access to stroke care but 
not able to meet all of the criteria for PSCs or CSCs 


 


AIS     Acute Ischemic Stroke 
 


AMA     American Medical Association 
 
ABNN     American Board of Neuroscience Nursing 


 
BAC     Brain Attack Coalition 


 
CDC     Centers for Disease Control and Prevention 
 


CEO     Chief Executive Officer 
 


CFR     Code of Federal Regulations 
 
CMS     Centers for Medicare Medicaid Services 


 
CR     Certification Requirement  


 
CSC     Comprehensive Stroke Center 


 
CSRN     Certified Stroke Registered Nurse 
 


DEA     Drug Enforcement Administration 
 


EMS     Emergency Medical Services 
 
FDA     Food and Drug Administration 


 
GCS     Glasgow Coma Scale score 


 
IAT Rapid local delivery of thrombolytic agent through a micro 


catheter placed near the site of occlusion 


 
ICH Intracerebral hemorrhage 


 
ISMP     Institute for Safe Medication Practices 
 


ISO     International Organization of Standardization 
 


Life Safety Code   Life Safety Code® of the National Fire Protection Association 
 
NIHSS    National Institutes of Health Stroke Scale 
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NFPA     National Fire Protection Association 
 


PRN (prn)    Pro re nata, as the occasion arises, when necessary 
 


Primary Stroke Center/PSC  Primary Stroke Center 
 
acute care phase includes critical care units, intermediate care units, stroke 


units, and general medical units. 
 


Hyper acute phase includes the pre-hospital setting and the emergency 
department (ED)     


 


QMS     Quality Management System 
 


Tele-stroke/Tele-medicine an approach to treating vascular disease that allows a 
neurologist to provide remote treatment for a stroke victim. 
Electronic communications may include telephone, internet or 


video conferencing, providing consultation and diagnostic 
services. 


 
TIA     Transient Ischemic Attack 
 


tPA     tissue plasminogen activator (thrombolytic medication) 
 


Troponin complex of three regulatory proteins (troponin C, troponin I, 
and troponin T) that is integral to muscle contraction in 


skeletal muscle and cardiac muscle. Often elevated after 
stroke. 
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PROGRAM MANAGEMENT (PM) 
 
The ASR shall establish, document, implement and maintain the ASR Program and continually 


improve its effectiveness in accordance with the requirements of this Certification Program. 
 


 
PM.1 SENIOR MANAGEMENT 
 


CR.1   Senior Management is responsible and accountable for ensuring that the following: 
 


CR.1a the ASR is in compliance with all applicable Federal and State laws regarding the 
health and safety of its patients; 


  


CR.1b the ASR is licensed by the appropriate State or local authority responsible for 
licensing of ASR (if applicable);   


  
CR.1c Criteria that includes aspects of individual character, competence, training, 


experience and judgment is established for the selection of individuals working for 


the ASR, directly or under contract and, 
 


CR.1d the personnel working in the ASR are properly licensed or otherwise meet all 
applicable Federal, State and local laws.   


  


 CR.1e responsibilities and authorities are defined and communicated to the ASR. 
 


 CR.1f appointment and qualifications of the medical director for the ASR 
 


CR.1f(i) The medical director for the ASR must have sufficient knowledge of the  
diagnosis and treatment of cerebrovascular disease  


 Note: The ASR medical director does not need to be board certified in 


neurology. The medical director can be an emergency room physician. 
 


 
PM.2 MANAGEMENT COMMITMENT 
 


Senior management shall provide evidence of its commitment to the development and 
implementation of the ASR Program and continually improving its effectiveness by: 


 
CR.1 communicating to the ASR the importance of meeting customer as well as statutory and 


regulatory requirements 


 
CR.2 establishing and assisting in meeting the ASR Programs mission, goals and objectives, 


 
CR.3 ensuring the availability of resources and information necessary to support the operation 


and monitoring of these processes      
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PM.3 PROGRAM LEADERSHIP 


 
The ASR program leadership shall: 


 
CR.1 define in writing the programs mission and scope of service which describes the design, 


implementation and evaluation of the processes needed for the ASR Program service 


delivery.  
 


CR.2 determine criteria and methods needed to ensure consistent, effective care and 
treatment  


 


CR.3 conduct program reviews to determine achievement towards goals, objectives and 
outcomes     


CR.4 monitor, measure, and analyze program processes, and 
 
CR.5 implement actions necessary to achieve planned results and continual improvement of 


these processes 
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QUALITY MANAGEMENT (QM) 
 
 


QM.1 QUALITY MANAGEMENT  
 


The governing body (or organized group or individual who assumes full legal authority and 
responsibility for operations of the Acute  Stroke Ready(ASR)), medical staff, and 
administrative officials are responsible and accountable for ensuring that the ASR implements 


and is included in the host hospital quality management system. The host hospital will assure 
that adequate resources are allocated for measuring, assessing, improving, and sustaining the 


ASRs performance and reducing risk to patients. 
 
CR.1   The ASR must be involved in and implement the host hospitals method for maintaining 


an ongoing system for managing quality and patient safety. 
 


CR.2   The ASR must implement quality assessment and performance improvement efforts to 
address priorities for improved quality of care and patient safety and that corrective and 
preventive actions are implemented and evaluated for effectiveness. 


 
CR.3 The ASR has established programmatic measurable quality objectives and the results are 


analyzed addressed; and  
 


CR.4 Appropriate information from the ASR has been submitted to the host hospital oversight 


group for quality management.   
 


 
QM.2 QUALITY OUTLINE/PLAN 


 
The ASR shall clearly outline its methodology, practice and related policies for addressing how 
quality and performance are measured, monitored, analyzed and continually improved to 


improve health outcomes and reduce risks for patients.  
 


 
QM.3 QUALITY OBJECTIVES 
 


Senior management shall ensure that ASR Program quality objectives, including those needed 
to meet requirements for the ASR Program are established. The quality objectives shall be 


measurable and consistent with the requirements of the ASR Certification Program. 
 
 


QM.4 QUALITY REPRESENTATIVE 
 


A quality representative shall be designated and shall have the responsibility and authority for 
ensuring that the requirements of the ASR program are implemented and maintained. 
 


 
QM.5  DOCUMENTATION AND PROGRAM REVIEW 


 
CR.1 Any variation, deficiency or non-conformity identified by the ASR shall be addressed by 


the stroke committee. Appropriate actions will be determined, applied, and documented.   
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CR.2 Review performed at regular intervals, at a minimum of once a quarter, with an annual 


evaluation of the effectiveness of the ASR program components and metrics. 


 
Note: Documentation of activities may take the form of a Failure, Mode and Effect Analysis, 


Root Cause Analysis, Performance Report, Non-Conformity Report, specific Improvement 
Project analysis, etc.   


 


 
QM.6 SYSTEM REQUIREMENTS 


 
The ASR will participate and follow the system requirements of the host hospital in establishing 
a quality system, the ASR shall be required to have the following as a part of this system: 


 
CR.1  An Interdisciplinary group to oversee the ASR specific quality data that includes the 


medical director of the ASR, the nurse stroke coordinator (or nurse practitioner or 
physician’s assistant) and a quality facilitator. Other discipline representatives and 
practitioners members are at the discretion of the ASR. This interdisciplinary group shall 


conduct quality and programmatic reviews; 
 


CR.2  A written document defining the quality oversight process, to include components of the 
ASR clinical and non-clinical services; 


 


CR.3  Measurable quality objectives; and, 
 


CR.4  Goal Measurement / Prioritization of activities based in some manner on: 
 


 CR.4a problem-prone areas, processes or functions,  
  


CR.4b the incidence, prevalence and severity of problems in these areas, processes or 


functions,  
  


CR.4c and effect on health outcomes, improve patient safety and quality of care. 
 
 


QM.7 MEASUREMENT, MONITORING, ANALYSIS 
 


The ASR should strive to optimize its overall effectiveness of processes and systems of the 
service. This goal should be accomplished by identifying primary performance measures for 
each component and for the system function as a whole (both process and outcomes 


measures) and by employing the methodologies for collaboration with key stakeholders.   
 


Evaluations of the ASR should encompass overall patient outcomes, linkages among key 
components of the ASR, potential problems that impede the care provided under the ASR. 
Furthermore, the ASR should develop performance measures and strategies for measuring, 


refining and reassessing the following key system components: 
 


CR.1 Notification and EMS; including data exchange between EMS, ED and the Stroke Team so 
that relevant pre-hospital data can be incorporated into the evaluation of effectiveness of 
the ASR. 
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NOTE: This data will capture stroke team response time to acute stroke patients, treatments 
  used and patient disposition. It is the discretion of the ASR to determine the collection  


  of this data as to whether this is through written or electronic means and/or may be 
  done  retrospectively through chart reviews. 


 
CR.2 Hyper acute stroke treatment with specific performance measures involving the 


timeliness and effectiveness of the acute treatment of both ischemic and hemorrhagic 


stroke and the prevention of complications. 
 


CR.2a  Door to physician ≤10 minutes 
 
CR.2b Door to stroke team ≤15 minutes 


 
CR.2c Door to CT/MRI initiation ≤25 minutes  


 
CR.2d Door to CT/MRI interpretation ≤45 minutes  
 


CR.2e Order to lab results ≤45 minutes, if ordered 
 


CR.2f Computer link from determined medically necessary by ED physician ≤20 minutes 
 (if applicable) 
 


CR.2g Door to IV tPA bolus (≥50% compliance) ≤60 minutes 
 


CR.2h Transfer of patients to PSC/CSC ≤2 hours of ED arrival (or when medically stable) 
   OR 


CR.2i Door to monitored bed admission ≤3 hours (if admitted) 
 
CR.3 Sub-acute care and secondary prevention including specific measures of patient 


outcomes and avoidance of complications and recurrent strokes.  
 (Core measures, applicable only if patients are admitted) 


 
CR.4 Rehabilitation with performance measures to evaluate patient outcomes (mortality, 


functional status, and community discharge) and the percentage of stroke patient who 
receive the appropriate level of rehabilitation services in the system  


 (applicable only if patients are admitted). 


 
 


QM.8 PATIENT SAFETY SYSTEM 
 
CR.1 The ASR shall follow and participate in the host hospitals program for establishing clear 


expectations for identifying and detecting the prevalence and severity of incidents that 
impact or threaten patient safety.      
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PATIENT CARE SERVICES (PC) 
 
 


PC.1 PLANNING FOR SERVICE DELIVERY  
 


The ASR shall have a plan and develop the processes needed for ASR service delivery. Planning 
of the ASR service delivery shall be consistent with the certification requirements of the 
processes of the ASR Program. In planning service delivery, the ASR shall determine the 


following, as appropriate, a written plan or description of: 
 


CR.1 quality objectives and requirements for the ASR; 
 
CR.2 the need to establish processes and documents, and to provide resources specific to the 


ASR; 
 


CR.3 required verification, monitoring, and measurement, specific to the ASR  
 
CR.4 records needed to provide evidence that the processes meet requirements.  The output 


of this planning shall be in a form suitable for the ASR's method of operations. 
 


NOTE: While ASRs do not usually admit patients, there may be times when it is determined 
that a certain patient can have their care treated in the host hospital. There is no 
specific requirement as to the design and location of a unit that would be considered a 


stroke unit(s). The ASR can define the designation of a unit(s) and/or beds for 
treatment of acute stroke patients. The ASR will identify a specified unit to which most 


stroke patients are admitted and criteria when this may vary. The staff and services 
provided for these acute stroke patients will meet the specified requirements as defined 


under the ASR.  
 
 


PC.2 REVIEW OF REQUIREMENTS RELATED TO ASR SERVICE DELIVERY 
  


The ASR shall review the requirements related to the ASR Program. This review shall be 
conducted prior to the ASR's commitment to provide services to patients and shall ensure that: 
 


CR.1 ASR Program requirements are defined, 
 


CR.2 the ASR has the ability to meet the defined requirements. 
 
CR.3 Records of the results of reviews and actions shall be maintained.    


 
CR.4 When the ASR Program requirements are changed, the ASR shall ensure that relevant 


documents are amended and that relevant personnel are made aware of the changed 
requirements. 


 


 
PC.3 CONTROL OF SERVICE DELIVERY 


  
The ASR shall plan and carry out services under controlled conditions. Controlled conditions 
shall include, as applicable, 
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CR.1 the availability of information that describes the characteristics of the ASR Program, 
 


CR.2 the availability of policies, procedures, protocols, as necessary,  
 


CR.3 the availability, use and monitoring of suitable equipment, 
 
 


 
PC.4 EMERGENCY DEPARTMENT (ED) 


 
CR.1  The ASR is responsible for developing and maintaining pathways, protocols and 


processes to rapidly identify, evaluate and treat potential stroke patients. 


 
CR. 2 Emergency Department practitioners and staff demonstrate knowledge and 


understanding of the stroke protocol in place, including effective communication with 
EMS personnel, notification of the stroke team and initiation of the stroke protocol 
concurrent with the ED evaluation and management. 


 
CR.3 The emergency department practitioners and staff demonstrate knowledge in the 


delivery of acute therapies that can improve a patient’s outcome with a variety of 
strokes, when indicated, including, but not limited to: 


• Intravenous tPA 


• Reversal of coagulopathies 
• Control and reduction of elevated intracranial pressure 


• Control of seizures 
• Blood pressure management  


 
CR.3 Documentation supports (that):  
 


CR.3a The patient has been assessed and treatment decisions made within 60 minutes of 
the arrival to the emergency department.   


 
CR.3b Times of all assessments 
 


CR.3c The patient has been screened for dysphagia before receiving any oral 
medications, food or fluids. 


 
CR.3d The patient has been tested for blood glucose levels before tPA eligibility is 


determined. 


 
CR.3e The emergent ischemic patient has been assessed with the NIHSS by a qualified 


practitioner.  
 
CR.3f Intravenous tPA administered for eligible patients within 3-4.5 hours of onset of 


ischemic stroke 
  


CR.3g The assessment and treatment of signs and symptoms of neurological 
deterioration post IV thrombolytic therapy per AHA/ASA guidelines 
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tPA Monitoring 


Requirements 


During Infusion Post Infusion 


Neurological assessment every 15 minutes during 


the one hour infusion   


Every 15 minutes for the 


first hour after infusion 


  Every 30 minutes for 
next 6 hours 


  Hourly from eighth post- 
infusion hour until 24 


hours after infusion   


Blood Pressure every 15 minutes during 


the one hour infusion   


every 15 minutes for the 


first 1 hour after infusion 


  Every 30 minutes for the 


next 6 hours 


  Hourly from eighth post -


infusion hour until 24 
hours after infusion  


 
CR.3h Recognition, assessment, and management of complications of acute stroke (vital 


signs, neuro status) and the process for notification of deterioration to medical 
staff and others. 


 


CR.3i In the event an eligible patient with ischemic stroke does not receive IV 
thrombolytic therapy, documentation will support the rationale. 


 
CR.4   There are specified timeframes related to the assessment and initial treatment that have 


been addressed with the stroke protocol as applicable to the emergency department.  


(See QM.7 CR.2) 
 


CR.5 Maintain a current and complete call schedule with contact information of the physicians 
on staff and/or available for the ASR. 


 


CR.6 The Emergency department will maintain a log that includes: 
  


CR.6a A log documenting call times, response times, patient diagnoses, treatments, 
outcomes and dispositions will be kept and used for quality data review. 


 


CR.6b Door to needle-time for administration of intravenous tissue plasminogen activator 
(tPA) to eligible ischemic stroke patients shall have as its goal a time of less than 


or equal to 60 minutes. Documentation of these results shall be maintained in a 
log, database or registry and reviewed by the stroke team regularly. 


 
CR.6c ASR must keep a log of times it notifies EMS that it is unable to provide services 


for stroke patients in accordance with local policies and procedures.  


 
CR.6d ASR must keep a log of times that it is notified that referral PSCs/CSCs were not 


able to provide Neurosurgical and/or Endovascular services. 
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PC.5 EMERGENCY MEDICAL SERVICES 
  


The Emergency Medical Service plays a key role with the timely recognition, treatment, 
transfer, and outcomes of patients with acute stroke. The ASR has established a strong 


relationship with the community Emergency Medical Services (EMS). Interagency collaboration 
with development and review of policies/procedures and education is strongly encouraged.  
 


CR.1 A document of cooperation between the ASR and the EMS is in place. This document is a 
written plan for transporting and receiving patients with stroke symptoms via the EMS 
system 


 


CR.2 The hospital collaborates with emergency medical services (EMS) providers to make 


certain of the following: 
 


CR.2a The program has a relationship with EMS providers that include notification when 


a patient with suspected stroke is being transported to the hospital in order to 
activate the stroke alert (refer to applicable state limitations on notification in 
transit). 


 
CR.2b The program has access to treatment protocols utilized by EMS providers and 


prehospital personnel in response to patients reporting symptoms of stroke.  
 


CR.2c The program has stroke patient priority destination protocols utilized by EMS 


providers that address transport of stroke patients, in accordance with law and 
regulation.  


 
CR.2d The program works collaboratively with EMS to establish that personnel have 


specific training in the use of at least one accepted field assessment tool such as 
the Cincinnati Prehospital Stroke Scale or the Los Angeles Prehospital Stroke 
Screen. 


  


CR.2e The program and EMS determine circumstances and alternate protocols in which 
the ASR would be on diversion and not able to accept patients.  


 
CR.2f The program works collaboratively with EMS to establish that personnel have at 


least two hours of annual training in stroke diagnosis and treatment. This EMS 
training may be cosponsored with other healthcare facilities in the community.  
 


Training could address:  
• Reliable identification of stroke patients using a standardized 


assessment tool.  
• Conditions that mimic acute stroke symptoms, such as patients 


presenting with:  


a) Hypoglycemia,  
b) Alcohol and drug intoxication,  


c) Postictal hemiparesis, and  
d) Other non-stroke causes of acute neurological deficits  
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PC.6 TELEMEDICINE/TELESTROKE  
 
CR.1  The organization must have a written description of the type of telemedicine technologies 


available on site at the ASR. 
 Note: This may be a range of technologies from a phone call to live interactive physical 


exam with real time viewing of the patient and/or their neuroimaging studies. 
 
CR.2 There will be a description of the technical requirements (such as speed and resolution) 


of equipment both at the sending and receiving site. 
 


CR.3 The medical professionals providing remote medical guidance will have evidence of 
training and expertise that is required. 


 


CR.4 The telestroke link should be fully established within 20 minutes of when it is considered 
necessary by the ASR physician, in order to meet the 60 minute door to needle time. 


 Note: In other less urgent cases, the time frame may be longer.  
 
 


PC.7 ACUTE STROKE TEAM (AST) 
 


CR.1 The organization must have a designated acute stroke team (AST) with trained 
personnel. All members of the stroke team should have current job description available 
that contains the experience, educational and physical requirements, and performance 


expectations for their role on the stroke team.  
Note: This may be an addendum to a job description or in program specific 


 competencies. 
 


CR.1a The ASR shall define the criteria, qualifications, roles and responsibilities (through 
plan, policy or procedure) required for designation of qualified practitioners, 
professionals and other personnel assigned to the AST.   


 
CR.1b The AST will be comprised of personnel that may be employed, contracted or 


otherwise available in some manner to the ASR to encompass the following: 
 Physicians, nurses or nurse practitioners and physician assistants. 
 


CR.2 The acute stroke team is available and on call 24/7.   
Note: AST may be a separate team or the rapid response team in the hospital 


 
CR.2a The AST should respond to suspected patients with an acute stroke who are in the 


ED or an inpatient unit in the host hospital.  


 
Note: Although their presence in the hospital is preferred, members of the AST may 


 reside outside of the hospital as long as they can be at the bedside within 15 
 minutes of being called. 


 


CR.3 Members of the Stroke Team will receive initial and ongoing education and training with 
focus on cerebrovascular disease with an emphasis on acute care, diagnosis and 


treatment.  
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CR.3a The ASR will require no less than 4 hours of education and training to members of 
the stroke team annually. 


 


 
PC.8 PROTOCOLS 


 
CR.1 The ASR shall develop a stroke pathway (protocol) for the work up, diagnosis and 


treatment of acute stroke patients, including time parameters.  This will be shared with 


emergency department practitioners, EMS providers and if admitted, to ICU and/or 
designated unit for the care of acute stroke patients.  


 
There shall be written protocols for: 
 


 CR.1a TIA 
 


 CR.1b Ischemic stroke 
 


CR.1c Hemorrhagic stroke 


 
 CR.1d Telemedicine/Telestroke consultation 


 
 CR.1e tPA therapy administration and post monitoring 
 


 CR.1f Dysphagia screening (evidence based tool) 
 


 CR.1g Blood pressure and oxygenation management 
 


 CR.1h Transfer 
 


Note: Protocols and or pathways used to rapidly identify and evaluate potential stroke 


 patients shall be available in the ED, acute care areas and stroke designated 
 beds/units (as applicable) and updated at least annually.   


 
CR.2 Early implementation of stroke pathway (protocol) and one call notification to the Stroke 


Team upon entry to the ED or prior upon notification from EMS personnel.    


 
CR.3 The stroke protocols (pathways) will include: 


  
CR.3a standardized order sets for the diagnosis, evaluation and management of the 


acute stroke patient following current AHA guidelines 


 
CR.3b vital signs and neurological function checks 


 
CR.3c blood pressure management parameters 
 


CR.3d blood glucose control 
 


CR.3e parameters to treat fever 
 
CR.3f oxygenation management parameters 
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CR.3g blood tests (including point of care) 
 


CR.3h brain imaging 
 


CR.3i inclusion and exclusion criteria 
 


CR.3 If the ASR does not transfer patients for neurosurgical emergencies, the ASR shall have 


a fully functioning operating room 24/7 and appropriate qualified neurosurgical staff 
within a maximum of two hours when determined to be immediately needed by the 


patient. 
 
CR.4 If the ASR does transfer patients for neurosurgical emergencies, there is a written 


protocol for rapid transfer. 
 


CR.4a There is documentation for any event in which neurosurgical services were not 
available within 3 hours of identified need from the collaborating PSC/CSC stroke 
center. 


 
 


PC.9  TRANSFER AFREEMENT 
 


The ASR has evidence to support that coverage for neurosurgical services is in place or 


arrangements (transfer agreements) have been made with another facility to provide these 
services. 


 
CR.1 The ASR has a written transfer agreement (or understanding) with at least one primary 


stroke center and one comprehensive stroke center.   


 
 Note: one CSC alone is sufficient  


 
The transfer agreement will include: 


  


CR.1a Contact names and phone numbers 
  


 CR.1b hours of operation   


  
 CR.1c transportation options (ground, air) 
  


 CR.1d address 24/7 basis 
 


 CR.1e bypass or diversion plan for additional receiving hospital 
 


CR.1f monitoring personnel required during transfer, dependent on patient’s condition 
and related to the therapy used. 


 


CR.2 There is a written document/ transfer agreement with a transportation vendor that cover 
both ground ambulance and air ambulance transfer options. 
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PC.10 PLAN OF CARE 
 
CR.1  ASR staff shall develop and maintain a plan of care prepared by qualified individuals for 


each patient within 24 hours of admission that reflects the input of other disciplines, as 
appropriate. Documentation of these interdisciplinary findings, including pain assessment 


and interventions shall be included in the plan of care, as appropriate. 
 
CR.2 ASR staff shall develop a standardized plan of care for the emergent stroke patient which 


will include identified individual needs for the patient based on their condition and the 
family’s needs. Documentation of interdisciplinary findings and plans, including but not 


limited to:  
 


CR.2a pain assessment and interventions 


 
CR.2b vital signs and neurological time frames and parameters for management 


 
CR.2c Positioning of head of bed 
 


CR.2d oxygenation 
 


CR.2e Fluid intake 
 
CR.2f Cardiac monitoring 


 
CR.2g Patient/family education 


 
CR.3 The plan of care will include relevant co-morbidities, as indicated. 


 
CR.4 the plan of care will include initial discharge planning for continuing care and treatment 


based on needs, condition and prognosis of the patient. 


 
Note: The plan of care may be in many forms such as included in the protocols, a 


 separate document or standardized format within nursing/admission notes. 
 
 


PC.11  MEDICATION MANAGEMENT 
 


CR.1  The ASR shall have a pharmacy service that meets the needs of the patients.  
Medications will be administered in accordance with accepted professional principles. The 
pharmacy service must have an adequate number of qualified personnel to ensure 


effective medication management services, including emergency services. 
 


CR.2  All medications shall be administered by or under the supervision of nursing or other 
qualified personnel in accordance with applicable Federal and State laws. All drugs and 
biologicals shall be administered only upon the orders of the practitioner responsible for 


the care of the patient in accordance with approved medical staff policies and 
procedures, and accepted standards of practice. 


 
CR.3  All compounding, packaging, and dispensing of medication shall be under the supervision 


of a pharmacist. 
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CR.4 The ASR (through the medical staff or pharmaceutical oversight group) shall select a list 


of medications to be available for the ASR. The list shall be available to all appropriate 


staff at all times. 
 


CR.4a Medications available to the ASR (identified within the formulary) will include IV 
thrombolytic therapy medications for treatment of ischemic stroke. 


 


CR.4b The ASR (through the pharmacy oversight) has protocols in place to ensure that 
IV thrombolytic therapy for treatment of stroke is being using in accordance with 


established guidelines for administration. 
 


CR.5 Emergency department practitioners will have access to appropriately qualified personnel 


for consultation regarding the use of IV thrombolytic therapy, when obtained from a 
physician competent and privileged in the diagnosis and treatment of ischemic stroke. 


 
CR.6 Emergency department practitioners can demonstrate safe use of tPA:  
 


 CR.6a safe time frames for administration of tPA 
 


 CR.6b indications for use 
 
 CR.6c exclusion /contraindication criteria 


 
 CR.6d dosage and mixing instructions 


 
 CR.6e monitoring protocols for identification of post tPA neurological deterioration  


  
Note: A useful strategy is to mix drug and set up the bolus drip and one hour infusion as 


soon as a patient is recognized as a possible tPA candidate.  Some drug 


manufacturers will replace, free of charge, medications that are mixed but not 
used.   


 
Note: Dosing charts and standardized order sets can facilitate timely administration and 


minimize dosing errors. 


 
 


PC.12  DIAGNOSTIC TESTS  
 
CR.1 Laboratory services must be in house and available 24/7 to complete and interpret initial 


tests within 45 minutes of being ordered.   
  


 CR.1a Documentation should include completed diagnostic studies including complete 
 blood count, chemistries, coagulation studies, troponin and, when indicated, an 
 ECG, chest x-ray, pregnancy test, etc. as ordered. 


 
 Note:  If laboratory turnaround times cannot meet this target,  point-of-care testing 
    may be performed  in the emergency department , according to ASR policy.  
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 Note: Glucose testing performed by EMS prior to arrival may be accepted, according 
  with the policy of the ASR and EMS services.  
 


 
CR.2 Basic Magnetic Resonance Imaging (MRI) and non- contrast computed tomography (CT) 


must be available for the ASR.  A MRI technologist and radiology technologist trained in 
CT techniques must be available for the ASR. 


 


CR.2a Documentation should include completed and interpreted CT/MRI exams for 
patients who are candidates for the treatment of tPA within 45 minutes.  


 
CR.2b The brain imaging study should be interpreted by a physician with expertise in 


reading CT or MRI Studies 


 
CR.3 The physician’s evaluation, diagnostic testing including neuroimaging and contact with a 


physician with stroke expertise should be performed concurrently.  
 


CR.3a Concurrent conditions shall be communicated to the consulting physician as well 


as the stroke assessment findings. 
 


 
PC.13  REHABILITATION SERVICES  
 


(applicable only if ASR admits patients other than for palliative, hospice or end of life care) 
 


CR.1  The ASR provides rehabilitation, physical therapy, and audiology or speech pathology 
services. The service(s) shall be provided in a manner that ensures the patient’s health 


and safety.  
 
CR.2   Rehabilitation Services as defined by the medical staff and PSC, and consistent with 


 State and Federal law, shall be performed by competent physical therapists, physical 
 therapy assistants, occupational therapists, occupational therapy assistants, speech-


 language pathologists, or audiologists. Staff shall have experience in the treatment of 
 stroke patients.  
 


CR.3 The ASR shall require physical, occupational and speech therapists to be readily available 
by consultation for patient assessment and therapy during the patient hospitalization. 


Consults and assessments will be completed, when possible, within 24 hours of 
admission or when feasible once the patient is medically stable. 


 


CR.3a If the ASR does not have inpatient rehabilitation services on site, there shall be a 
documented referral protocol in place and knowledge of nearby facilities offering 


this service. 
 
CR.4 The organization shall have a written treatment plan that is in accordance with orders 


from practitioner’s, who are authorized by the medical staff, to order rehabilitation 
services. The orders, treatment plan, results, notes and other related documentation 


shall be maintained in the patient’s medical record. 
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CR.5 The treatment plan and the personnel qualifications must be in accordance with national 
acceptable standards of practice. 


 


PC.14 PATIENT/FAMILY/COMMUNITY EDUCATION 
 


CR.1 The ASR Program will ensure that it provides for the involvement of patients and/or 
family members in: 


  


CR.1a making decisions about the plan of care goals during hospitalization 
  


CR.1b discussing and planning for lifestyle changes to manage disease/condition  
 
CR.1c discussing and planning for post hospital needs, including possible placement  


 
CR.2 Community education shall be offered at least once per year and should stress 


knowledge in the community about the causes, signs and symptoms of stroke as well as 
emerging stroke prevention strategies. 
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MEDICAL STAFF (MS) 


 
MS.1  ADMISSION REQUIREMENTS (if admitted) 


 
Patients are admitted to the Stroke Unit/designated stroke beds only on the recommendation 
of a licensed practitioner permitted by the State to admit patients to the ASR.   


 
CR.1  The medical staff shall ensure that every patient is under the care of a: 


 
CR.1a doctor of medicine or osteopathy who may delegate such care to other qualified 


health care professionals to the extent allowed by State law and qualified as; 


 
 CR.1a(1) a Neurologist or Neurosurgeon, board certified or eligible; or 


 
 CR.1a(2) Physician with expertise in cerebrovascular disease; or 
 


CR.1a(3) other qualified professional with expertise defined by the medical staff 
and ASR. 


 
CR.2  The medical staff shall ensure that: 


 


CR.2a a doctor of medicine or osteopathy with expertise in cerebrovascular disease is on 
duty to supervise patient care, order medications and to manage emergency 


situations.    
      


CR.2b the hospital has designated a doctor of medicine or osteopathy to be responsible 
for the care of each patient presenting to the ASR with a confirmed diagnosis or 
signs of acute stroke at the time of admission or that develops during 


hospitalization 24/7. 
 


 
MS.2  CONSULTATION 
  


CR.1 Medical professionals providing remote consultations have training and expertise to meet 
the host hospital requirements for telemedicine consultations. 


 
CR.2  The medical staff shall define in its bylaws the circumstances and criteria under which 


consultation or management by a physician or other qualified licensed independent 


practitioner is required to address any co-morbidities of the patients under the care of 
the ASR as required. 


 
CR.3 Emergency room physicians have 24 hour access to a consultation about use of tPA from 


a physician privileged in the diagnosis and treatment of ischemic stroke.  


 
Note: May be in person or by telestroke. 
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MS.3 NEUROSURGICAL COVERAGE  
  


CR.1 Neurosurgical coverage is described in a written plan. 
 


CR.2 Neurosurgical services are available within three hours of it being determined as 
necessary. 


 


CR.3 Written protocols for transfer include communication to and from receiving facility. 
 


CR.4 If the ASR does not transfer patients for neurosurgical emergencies, the ASR shall have 
a fully functioning operating room 24/7 and appropriate qualified neurosurgical staff 
within a maximum of two hours when determined to be immediately needed by the 


patient. 
 


 
 
NURSING SERVICES (NS) 


 
 


NS.1 NURSING SERVICE 
 
CR.1 The ASR must have a well-organized nursing service with a plan of administrative 


authority and delineation of responsibilities for delivery of patient care for patients under 
the ASR. 


   
CR.2  There shall be 24-hour nursing services and a registered nurse must supervise and 


evaluate the nursing care for each ASR patient. 


 
CR.2a Nursing staff assigned to the response stroke team should have current job 


description available that contains the experience, educational and physical 
requirements, and performance expectations, including continuing education 
regarding the care of acute stroke patients  


  
 Note: May be in form of addendum to job description or in program specific 


 competencies.  
 


CR.2a(1) Nursing staff assigned to the ASR will require 4 hours of education and 


training regarding the care of acute stroke patients annually. 
 


CR.2b Nursing staff not directly assigned to the ASR shall receive education, training and 
direction for accessing the stroke team as well as basic identification and 
emergency care of acute stroke patients. 


 
CR.3  There shall be adequate numbers of licensed registered nurses, licensed practical nurses, 


supervisory, and other staff to provide nursing care to all patients of the ASR as needed. 
A registered nurse must be immediately available for the bedside care of every patient, 
as required by State law. 
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CR.3a In areas where patients may be admitted, the nursing: patient ratio in the stroke 
unit/dedicated beds or ICU for care of stroke patients should be 1:3 or 1:4. This 
may be modified accordingly based on both volume and acuity of patients. 


  
CR.4  A registered nurse shall make any decisions regarding delegation of nursing care to other 


nursing staff, based on individual patient need and staff qualifications. 
 
CR.5  Non-employee licensed nurses who are working with ASR patients, must adhere to the 


policies and procedures of the ASR. The director of the ASR must provide for the 
adequate supervision and evaluation of the clinical activities of non-employee nursing 


personnel that occur within the responsibility of the nursing service. 
 


 


 
STAFFING MANAGEMENT (SM) 


 
 
SM.1 PERSONNEL (GENERAL) 


  
Personnel performing work affecting conformity to the ASR Program requirements shall be 


competent on the basis of appropriate education, training, skills and experience 
 
CR.1 The ASR shall have a policy and practice for outlining and verifying that each staff 


member possesses a valid and current license or certification as required by the ASR and 
Federal and State law. 


 


 


SM.2 COMPENTENCE, TRAINING AND AWARENESS  


 
The ASR shall: 
 


CR.1 determine the necessary competencies for personnel performing work affecting 
conformity and competency of ASR program requirements, 


 
CR.2 have evidence to demonstrate initial and ongoing training in the care of acute stroke 


patients for individuals assigned to ASR patients 


 
CR.3 where applicable, provide training or take other actions to achieve the necessary 


competence, 
 
CR.4 at least annually, provide continuing education or other equivalent educational activity to 


staff members assigned to the ASR, as determined appropriate by the ASR director and 
as appropriate to the care practitioners’ level of responsibility related specifically to ASR 


services. 
 
CR.5 evaluate the effectiveness of the actions taken, 


 
CR.6 ensure that its personnel are aware of the relevance and importance of their activities 


and how they contribute to the achievement of the quality objectives, and 
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CR.7 maintain appropriate records of education, training, skills and experience in 
cerebrovascular disease 
 


CR.7a Requirement of four (4) hours of initial and annual education for the Stroke  
  Coordinators  


 
CR.7b Requirement of four (4) hours of initial and annual education for nurses in the ED. 
 


CR.7c Requirement of four (4) hours of initial and annual education for ASR medical 
  director    


 
Note: This annual requirement may be met in a variety of ways, including online 


continuing medical credits, attendance at grand rounds, regional and national 


meetings and various educational courses. 
 


 
SM.3  DETERMINING AND MODIFYING STAFFING 
 


CR.1  The method for determining and modifying staffing shall be validated through periodic 
reporting of variance from core staffing, outlining justification and linking that 


justification with patient and process outcomes, including any untoward patient events or 
process failures. 


 


 
SM.4  JOB DESCRIPTION 


 
All personnel, whether clinical or supportive, including contract staff, shall have available a 


current job description that contains the experience, educational and physical requirements, 
and performance expectations for that position. ASR specific requirements may be in an addendum to 
the job description or in program specific competencies 
 
 


SM.5 ORIENTATION 
  


All personnel, whether clinical or supportive, including contract staff, shall receive an 
orientation to specific job duties and responsibilities, and their work environment, as required 
by Federal and State law, the host hospital, regulation and the ASR. The ASR shall determine 


orientation content that must take place prior to the individual functioning independently in 
their job.   


 
 
SM.6 STAFF EVALUATIONS 


 
CR.1  The performance/competency evaluation shall contain indicators that will objectively 


measure the ability of staff to perform all job duties as outlined in the job description 
and additional program specific competencies. 


  


CR.2  The staff shall be evaluated initially and on an on-going basis against indicators that 
measure issues and opportunities for improvement that are identified by variations and 


problem processes identified through the analysis of structures processes and outcomes 
measurement as required by the ASR; 
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CR.3  The ASR shall follow the host hospitals definition for a timeframe, not to exceed one 


calendar year, and a policy and practice for sharing the indicators measurement of 


individual staff members with those staff members that allows for staff feedback. 
 


SR.4  The ASR shall follow the host hospital requirement that each staff member, including 
contract staff, to participate in continuing education as required by individual 
licensure/certification, professional association, law or regulation.  


 
 


 
 
PATIENT RIGHTS (PR) 


 
 


PR.1 SPECIFIC RIGHTS 
 
The ASR shall protect and promote each patient’s rights as required by the host hospital 


policies. The ASR shall inform, whenever possible, each patient and/or legal representative (as 
allowed under State law) of the patient’s rights in advance of providing or discontinuing care 


and allow the patient to exercise his or her rights accordingly. The written listing of these rights 
shall be provided to the patient and /or family and shall include policies and procedures that 
address the following: 


 
CR.1  Patient and/or family participation and means for making informed decisions regarding 


his/her plan of care; 
 


CR.2  Information to the patient and/or family of patient care and to involve the patient and 
family to make informed decisions regarding their planning for care and treatment, 
including the requesting and/or refusing treatment, their health status, not to be 


construed as a demand for the provision of treatment or services deemed medically 
unnecessary or inappropriate; 


 
CR.3  Personal privacy; 
 


CR.4  Provision of care in a safe setting; 
 


CR.5  Confidentiality of clinical records; 
 
CR.6  Procedure for submission of a written or verbal grievance.  


 (See PR.5 Grievance Procedure) 
 


CR.7 Pain Management 
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PR.2 ADVANCE DIRECTIVE  
 
The ASR must allow the patient to formulate advance directives and to have ASR staff and 


practitioners comply with the advance directives in accordance and in participation with the 
host hospital policies as well as Federal and State laws, rules and regulations. 


 
CR.1 The ASR shall document in the patient’s medical record whether or not the patient has 


executed an  advance directive. 


 
CR.2  The ASR shall not condition the provision of care or otherwise discriminate based on the 


patient executing an advance directive. 
 
CR.3  The ASR, through the host hospital, shall ensure compliance with Federal and State laws 


regarding the provision of an advance directive. 
 


CR.4  The ASR, through the host hospital, shall provide education for staff regarding the 
 advance directive. 
 


CR.5 When it is determined that an advance directive exists and is not in the patient’s medical 
record, the ASR will follow the host hospitals written policy for follow-up and compliance 


with the policy.  
 
 


PR.3 LANGUAGE AND COMMUNICATION 
 


The ASR shall communicate with the patient and/or legal representative in language or format 
that the patient and/or legal representative understand. 


 
CR.1  The ASR, through the host hospital policy and practice, provides for competent 


individuals to interpret the patient’s language for individuals who do not speak English or 


provide alternative communication aids for those who are deaf, blind, or otherwise 
impaired. 


 
 
PR.4 INFORMED CONSENT 


 
The ASR shall obtain an informed consent from each patient or authorized representative for 


the provision of medical care under the ASR. The consent shall include an explanation of risks, 
benefits, and alternatives for procedures, diagnostic tests, and participation in activities related 
to the ASR, as defined by the medical staff and State law.  


 
CR.1 IV tPA is recognized as the standard of care - and is approved by the FDA - for qualified 


individuals who present within 3 hours of ischemic stroke onset. If the patient has 
decision-making capacity or a proxy decision maker is present, a documented discussion 
regarding risks, benefits, and alternatives to IV tPA should take place prior to the 


administration of the medication. Unless required by local practices, a signed informed 
consent document is not a prerequisite to the administration of IV tPA in these 


circumstances.  
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CR.2 If the patient lacks capacity and no proxy decision maker can be found after a 
reasonable effort, then the physician may administer the medication based on the 
principle of implied consent for emergency treatment. The physician and other members 


of the health care team should document the patient's absence of decision-making 
capacity, that attempts to contact a proxy decision maker were unsuccessful, and that 


there is an urgent medical need to proceed with treatment in the absence of consent.  
 
CR.3 When the duration of stroke symptoms exceeds the duration indicated by standard of 


care for IV tPA administration, the principle of implied consent for emergency treatment 
is not applicable, and physicians should obtain informed consent. Local practices will 


determine whether a signed informed consent document is necessary in these cases. 
Regardless of whether written or verbal consent is required, physicians should document 
the informed consent discussion in the medical record. 


 
Note: Regulatory precedents set by FDA and the Department of Health and Human Services in 


 the United States and by the World Medical Association internationally support the use of 
 intravenous tPA in patients lacking capacity when an alternative form of consent cannot 
 be obtained within the treatment window. 


 
PR.5 GRIEVANCE PROCEDURE 


 
The ASR shall participate and follow the host hospital formal grievance procedure for 
submission of a patient’s written or verbal grievance to the ASR that provides for the following: 
 


CR.1  The ASR shall follow the host hospital policies on: 


• A list of who to contact 
• review and resolution of grievances  
• Specification of reasonable timeframes for review and response to grievances 


• ASR contact person 
• steps taken to investigate 


• results of the grievance process; and 
• date of completion 


 


 
MEDICAL RECORDS (MR) 


 
 
MR.1 ORGANIZATION  


 
CR.1 Administrative responsibility for medical records shall rest with the medical record service 


 of the host hospital.  
 
CR.2  The ASR shall maintain the host hospitals policies on an accurately written, promptly 


completed medical record for each inpatient and outpatient. 
 


CR.3  The host hospital organization shall have a process for providing services for the 
completion, filing, and retrieval of the medical record. The process for completion of the 
medical record must address timeframes. 


  
CR.4  Authenticity and security of all record entries shall be safeguarded. 
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CR.5  Medical records (original or legally reproduced form) shall be retained for a period of at 
least five (5) years or as required by host hospital, state and local laws. 


 


CR.6  The coding and indexing system shall be designed in such a way that allows for timely 
retrieval by diagnosis and procedure, in order to support medical care evaluation studies. 


 
CR.7  Original medical records shall be released by the organization only in accordance with 


Federal or State laws, court orders, or subpoenas.    


 
 


MR.2 CONFIDENTIALITY 
 
CR.1  Confidentiality of patient records shall be assured.   


 
CR.2  Individuals who are authorized by the patient to receive information from or copies of 


records shall follow processes designed to protect improper or inadvertent release of 
private information to unauthorized individuals. 


 


CR.3  The organization shall also ensure that the medical record cannot be altered or accessed 
by unauthorized individuals. 


 
 
 


MR.3 RECORD CONTENT 
 


CR.1 The medical record shall contain information to:  
 


CR.1a justify treatment and admission (if applicable); 
 
CR.1b support the diagnosis; and, 


 
CR.1c describe the patient’s progress and response to medications and services 


 
CR.2 All entries shall be:  


 


CR.2a legible, complete, dated and timed; and, 
 


CR.2b authenticated by the person responsible for providing or evaluating the services 
provided consistent with host hospital and ASR policy. 


 Note: Authentication may include written signatures or initials. Electronic   


  authentication is permissible. 
  


CR.3 The ASR shall follow the host hospital system to identify the author of each entry into 
the medical record.  


 


CR.4 All orders must be dated, timed and authenticated promptly by the prescribing 
practitioner.   


 


CR.5  Verbal orders must be in accordance with Federal and State law and authenticated within 
time frame required by the host hospital and/or State law.   


 







Acute Stroke Ready Certification Requirements 


                                                                                                                                 ASR 1.0 


ASR 1.0 2015-02-15  Page 33 of 35 
 


CR.5a Telephone or verbal orders are to be used infrequently and when used must be 
accepted only by personnel authorized by the medical staff and in accordance with 
Federal and State law. 


 
CR.5b Verbal orders must be authenticated in accordance with Federal and State law by 


the ordering practitioner or a practitioner responsible for the care of the patient. 
 


 


MR.4  REQUIRED DOCUMENTATION 
 
All records must document the following, as appropriate: 


 
CR.1  Evidence of a physical examination, including a health history must be performed on all 


patients admitted for inpatient care and/or prior to surgery or procedure requiring 
anesthesia services: 


  
CR.2  Admitting diagnosis, 
 (if admitted) 


 
CR.3  Results of all consultative evaluations of the patient and appropriate finding by clinical 


and other staff involved in the care of the patient, 
 
CR.4  Documentation of complications, organization acquired infections, and unfavorable 


reactions to drugs and anesthesia. 
 


CR.5  Properly executed informed written consent forms for procedures and treatments 
specified by the medical staff, or by Federal or State law if applicable, signed by the 
patient or his/her authorized representative. (See PR.4 for tPA consent policy) 


 
CR.6  All practitioners’ orders, nursing notes, reports of treatment, medication records, 


radiology, and laboratory reports, and vital signs and other information necessary to 
monitor the patient’s condition, 
 


CR.6a Documentation indicating reason if an eligible ischemic stroke patient does not 
receive IV thrombolytic therapy. 


 
CR.6b Assessments, interventions and monitoring (i.e. Post tPA) including date and time, 


per protocol and/or hospital policy.  


 
CR.7  Discharge summary with outcome of hospitalization, disposition of case, and provisions 


for follow up care, 
 
CR.8  Final diagnosis with completion of medical records within thirty, (30) days following 


discharge 
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PHYSICAL ENVIRONMENT (PE) 
 
 
The ASR shall participate in the facility and safety management systems for maintaining the 


physical environment in place under the operation of the host hospital, including applicable 
National Fire Protection Association (NFPA) standards, CMS Conditions of Participation and any 
additional accreditation organization (AO) requirements. 
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