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Accreditation Requirements for Acute Care Hospitals, 2023 edition

Subsequent to CMS changes announced in the Federal Register on June 5, 2023, ACHC is retiring
Standard 07.03.04. Effective June 5, 2023, acute care hospitals will not be surveyed against this
requirement.

As always, contact us at customerservice@achc.org with questions or comments.

07 | Infection Prevention and Control/Antibiotic Stewardship

07.03.04 Employee-health-COWD19-Vaceination-of Hospital Staff For Future Use
= Standard retired STANDARD

REQUIRED ELEMENTS

SCORING PROCEDURE

= Polictesandprecedures=
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ERRATA 2

Accreditation Requirements for Acute Care Hospitals, 2023 edition

Below are additional post-publication edits to standard 03.01.09 the 2023 edition of Accreditation
Requirements for Acute Care Hospitals. Bolding reflects content that is new in the 2023 edition.
Additions for these corrections are underlined. Deletions are indicated with strike-through.

As always, contact us at customerservice@achc.org with questions or comments.

03 | Medical Staff

03.01.09 Exception for outpatient surgical procedures

= Standard language STANDARD

revised to align with - A gssessment of the patient (in lieu of the requirements of standards

CMS CFR 03.01.07 and 03.01.08) must be completed and documented after

§482.22(c)(5)(iii-v) registration, but prior to surgery or a procedure requiring anesthesia

and services, when the patient is receiving specific outpatient surgical or

8482.22(c)(5)(V)(A-C) | procedural services and when the medical staff has chosen to develop and
maintain a policy that identifies, in accordance with the requirements at
paragraph (c)(5)(v) of this section, specific patients as not requiring a
comprehensive medical history and physical examination, or any update to
it, prior to specific outpatient surgical or procedural services.

The assessment must be completed and documented by a physician (as
defined in section 1861(r) of the Act), an oral and maxillofacial surgeon, or
other qualified licensed individual in accordance with State law and hospital
policy.

The bylaws must include a requirement that the medical staff develop and
maintain a policy that identifies those patients for whom the assessment
requirements above would apply. The provisions of this standard do not
apply to a medical staff that chooses to maintain a policy that adheres to
the requirements of standards 03.01.07 and 03.01.08 for all patients.

The medical staff, if it chooses to develop and maintain a policy for the

identification of specific patients to whom the assessment requirements in

in this standard would apply, must demonstrate evidence that the policy

applies only to those patients receiving specific outpatient surgical or

procedural services as well as evidence that the policy is based on:

A. Patient age, diagnoses, the type and number of surgeries and procedures
scheduled to be performed, comorbidities, and the level of anesthesia required
for the surgery or procedure.

B. Nationally recognized guidelines and standards of practice for assessment of
specific types of patients prior to specific outpatient surgeries and procedures.

C. Applicable state and local health and safety laws.

D. A history and physical completed no more than 30 days prior to the date of a
procedure. The policy defines the required elements of the history and physical to
be completed and documented in the medical record.
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Accreditation Requirements for Acute Care Hospitals, 2023 edition

Below are post-publication edits to the 2023 edition of Accreditation Requirements for Acute
Care Hospitals. Bolding reflects content that is new in the 2023 edition. Additions for these
corrections are underlined. Deletions are indicated with strike-through.

As always, contact us at customerservice@achc.org with questions or comments.

07 | Infection Control and Antibiotic Stewardship

07.03.03 Employee health vaccines for healthcare workers

= Added reference to REQUIRED ELEMENTS
a _rer:?‘tei standa)rdd Recommended vaccines for HCWs include:
within the required | covID-19 (see Standard 07.03.04)

elements

» Added clarification SCORING PROCEDURE
to the scoring o For vaccines required by state and federal law, employee vaccination
procedure status is maintained.

09 | Emergency Management

09.01.03 Supplies

* Added specificity to REQUIRED ELEMENTS

required elements In advance of a communicable disease outbreak... ..the hospital determines
the quantities of supplies needed for a one-month period of time:

* PPE: Procedure masks, gowns, gloves, ventilator masks (such as N95

respirator)
* Hand sanitizer and hand soap

» Cleaning chemicals and supplies
» Paper products, such as toilet paper, paper towels
» Others

The hospital has a process to update the Incident Command Center
regarding available equipment and supplies, such as:

» Patient beds

* |CU patient beds

* Mechanical ventilators

* |V infusion pumps

* PPE: Procedure masks, gowns, gloves, ventilator masks (such as N95

respirator)

= Quantities of medications used to treat the communicable disease.
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13 | Life Safety
13.00.01 Life Safety Code compliance

= Standard revised STANDARD

In consideration of a recommendation by the State survey agency or Accrediting
Organization or at the discretion of the Secretary, CMS may waive, for periods
deemed appropriate, specific provisions of the Life Safety Code, which would result in
unreasonable hardship upon a hospital, but only if the waiver will not adversely
affect the health and safety of the patients.

§482.41(b)(2)
15 | Patient Rights and Safety

15.01.04 Participation in decision making

= Typo correction The second Note in the required elements references 10.01.15. That reference
should be 10.01.16.

25 | Pharmacy Services/Medication Use

25.01.03 Security of medications

* Added specificity to REQUIRED ELEMENTS

required elements ... mobile nursing medication carts, anesthesia carts, epidural carts and other
medication carts containing drugs or biologicals must be locked #r=a and
secured area when not in use.

30 | Surgical Services

30.00.11 Surgical informed consent

= Typo correction The reference to standard 15.01.09 in the required elements should be 15.01.04.

]
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ACHC offers programs for acute
care and community-based healthcare
oroviders and suppliers.

Accreditation Certification
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Ambulatory Surgery Center! Office-Based Surgery Stroke
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Foreword

How We Work

Accreditation Commission for Health Care, Inc. (ACHC) offers healthcare
organizations an approach to accreditation founded in sharing knowledge
and expertise to support improvement in patient care and safety and
regulatory compliance.

ACHC offers a range of programs to meet the accreditation, certification, and related education needs of
healthcare organizations across the continuum of care. This manual of ACHC Standards is intended for use
by Acute Care Hospitals. The intent of the standards is to help the individual hospital and, when applicable,
the healthcare system as a whole, maximize its potential to improve outcomes for specific patient populations.
We recognize that facilities may find a variety of ways in which to comply with the accreditation requirements.
For example, a large hospital or one that is part of a multi-facility system may address issues through policies
established at the corporate level. In contrast, a smaller facility may employ a committee of the whole to
create individual policies. Either approach may be fully compliant; our goal is to confirm that required policies
are relevant to the hospital and followed as defined.

The ACHC process supports customer success throughout the accreditation cycle: before, during, and after
the on-site survey.

Account Advisors

Each hospital is assigned an advisor to serve as the primary point of contact with our office. Your Account
Advisor will answer process and billing questions, provide helpful timeline and documentation resources, and
serve as your contact for reporting changes within your facility.

Standards Interpretation

The Standards Interpretation Team, comprised of clinical professionals experienced in hospital settings and
in working with CMS, is easily accessible by phone or email to respond to questions about applicability or
interpretation of requirements at any point in the accreditation cycle and will work with you to understand
deficiencies identified by ACHC Surveyors in order to develop an effective plan of correction.

=
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FOREWORD

Using the Manual

We recommmend that you use this manual as a tool for on-going self-assessment of your facility's adherence
to ACHC Standards. This ensures that your facility is always ready for external review and avoids the need for
a flurry of “ramp up” activities in anticipation of a survey. More importantly, periodic self-assessment supports
a culture of quality with regard to the hospital’s ability to render care, treatment, and services safely and
effectively. At their core, the standards represent a validated risk-reduction strategy for the organization.
Compliance will not prevent every adverse event but will diminish the likelihood of their occurrence.
Manual Format

Chapters 1-34 of this manual describe the requirements that must be met for accreditation. Each requirement
has four components:

STANDARD states the requirement to be met. Where applicable, Medicare Conditions and Standards
1 areindicated by the CfR reference (e.g., §482.xx, §483.xx, §485.xx) immediately after the requirement.
The exact wording used by CMS for Conditions of Participation (CoP) and standards appears in italics.

REQUIRED ELEMENTS/ADDITIONAL INFORMATION provides further detail regarding expectations
2 for full compliance. When the standard comes from the CoP, supplementary detail is taken fromm CMS
Interpretive Guidelines in the State Operations Manual (SOM).

3 SCORING PROCEDURE identifies how ACHC Surveyors evaluate compliance.

4 SCORE identifies the rating options available for the standard.

Scoring

Each standard is identified as Compliant or Not Compliant. Some standards may include an option of
‘not applicable’ based on the scope of services offered by the facility.

COMPLIANT indicates that there is evidence that the facility fully meets the requirement.

NOT COMPLIANT indicates there is less than full compliance with the requirement or no evidence of
compliance with the requirement.

NOT APPLICABLE indicates that the standard does not apply to the facility being surveyed.

Reference to Days

Reference to time frames indicated in “days” refers to calendar days. When the time frame is limited, i.e,,
Monday through Friday, we will use the term “business days.”

=
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CHAPTER 01 |ADMINISTRATION OF THE ORGANIZATIONAL ENVIRONMENT

STANDARD

REQUIRED ELEMENTS/ADDITIONAL INFORMATION

SCORING PROCEDURE

01.00.00 CONDITION OF
PARTICIPATION: Compliance with
federal, state, and local laws

The hospital must ensure that all
applicable Federal, State, and local law
requirements are met.

§482.11

[ ] compliant [ ] NotCompliant

No additional information.

This standard is not met as evidenced by:

Score this Condition based on scoring from
01.00.01 through 01.00.04

01.00.01 Governance plan

The administration and governance of all
facility services is based upon the stated
governance plan of the facility and is
appropriate to the scope and complexity
of the services offered.

There is a written plan for the provision of
services, which supports the governance
plan.

[ ] compliant [ ] Not Compliant

The governance plan, which may be included in the Articles of Incorporation
for the facility, is the foundation for the document(s) known as the "plan for
the provision of services."

Elements within the plan include identification of:
Governance and administration
Organizational relationships

Budget processes, including staffing

Scope of services provided

Mechanisms for planning

S e o

Mechanisms for assessing and improving the structure, processes and
outcomes of services and care

~

Mission Statement (required)
8. Vision Statement and values (may be included)

This standard is not met as evidenced by:

DOCUMENT REVIEW
Verify that:
=  There is a published governance plan,
which is central to the development of

the written plan for the provision of
services.

" The plan for the provision of services
effectively outlines at least the first
seven of the eight major areas listed.
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ACUTE CARE HOSPITAL

Eff. 03.01.2023 | achc.org | Page 1




CHAPTER 01 |ADMINISTRATION OF THE ORGANIZATIONAL ENVIRONMENT

Cum

ACHC,

STANDARD

REQUIRED ELEMENTS/ADDITIONAL INFORMATION

SCORING PROCEDURE

01.00.02 Compliance with laws

The hospital must be in compliance with
applicable Federal laws related to the
health and safety of patients.

§482.11(a)

Eff. 03.01.2023 | achc.org | Page 2

|:| Compliant |:| Not Compliant

Administrative policies outline the intent to conform to all applicable laws.
Reports of surveys, inspections, and complaint investigations are maintained,
by the hospital with copies of corrective action plans and follow-up
communications to and from the appropriate agency.

Review of findings from such reports and follow-up actions and results are
acknowledged in minutes of the governing body.

The hospital shall be in compliance with its own policies and procedures.

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

OBSERVATION, INTERVIEW AND
DOCUMENT REVIEW

= Review all federal, state, and local sur-
veys, inspections and investigations of
the hospital that have occurred since
the last accreditation survey.

= Determine whether:

O required corrective actions have
been completed and monitored for
compliance.

O the hospital is in compliance with its
own policies and procedures.

" Interview the CEO or appropriate
individual designated by the hospital to
determine compliance with federal laws
related to patient health and safety. For
example, ask if the hospital was cited
since its last survey for any violation of
section 504 of the rehabilitation act of
1973 related to denying people with
Disabilities access to care.

o If so, verify that satisfactory
corrections have been made to bring
the hospital into compliance with
that law). Refer or report noted
noncompliance with federal laws
and regulations to the appropriate
agency having jurisdiction (e.g.,

¢ ——
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ACHC,

CHAPTER 01 |ADMINISTRATION OF THE ORGANIZATIONAL ENVIRONMENT

STANDARD

REQUIRED ELEMENTS/ADDITIONAL INFORMATION

SCORING PROCEDURE

accessibility issues, blood-borne
pathogens, standard precautions,
and TB control to OSHA; hazardous
chemical/waste issues to EPA; etc.)

01.00.03 Hospital licensure

The hospital must be —

1.
2.

Licensed; or

Approved as meeting standards for
licensing established by the agency of
the State or locality responsible for
licensing hospitals.

§482.11(b)(1-2)

|:| Compliant |:| Not Compliant

As part of the application process, the hospital must submit:

1. A photocopy of the current license issued by the state or local authority
in which it operates,

2. |Ifitis located within a state that does not license hospitals, evidence that
the responsible state agency has approved the hospital as meeting the
state’s established standards for the licensing of hospitals.

This standard is not met as evidenced by:

DOCUMENT REVIEW

Verify the hospital has:

= Acurrent license from the state or local
authority in which it operates

OR

® |flocated in a state that does not
license hospitals, evidence that the
responsible State agency has approved
the hospital as meeting the State’s
established standards for the licensing
of hospitals.

= Verify that all other required licenses
are current (e.g., pharmacy, incinerator,
CLIA, etc.).

01.00.04 Licensure of personnel

The hospital must assure that personnel
are licensed or meet other applicable
standards that are required by State or
local laws.

i ! P~
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[ ] compliant [ ] Not Compliant
All staff that are required by the State to be licensed must possess a current
license.

The hospital must assure that these personnel are in compliance with the
State’s licensure laws. The laws requiring licensure vary from state to state.
Examples of healthcare professionals that a state may require to be licensed

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

DOCUMENT REVIEW
= Verify that:

0O The hospital has established and
follows procedures for determining
licensure, certification and/or permit

Eff. 03.01.2023 | achc.org | Page 3




CHAPTER 01 |ADMINISTRATION OF THE ORGANIZATIONAL ENVIRONMENT

Cum

ACHC,

STANDARD

REQUIRED ELEMENTS/ADDITIONAL INFORMATION

SCORING PROCEDURE

§482.11(c)

include nurses, MDs/DOs, physician assistants, dieticians, X-ray technologists,
dentists, physical therapists, occupational therapists, respiratory therapists
and hospital administrators.

All staff must meet all applicable standards required by the State or local law
for hospital personnel. This would include, at a minimum:

= (Certification requirements

®  Minimum qualifications

" Training education requirements

= Permits (such as food handlers permits.

When telemedicine is used and the practitioner and patient are in different
states, the practitioner providing the patient care service must be licensed
and/or meet the other applicable standards that are required by State or local
laws in both the state where the practitioner is located and the state where
the patient is located.

by the State for that personnel are
required to be licensed, certified
and/or permitted.

o Staff and personnel licensed,
certified and/or permitted in
accordance with State and local
requirements includes telemedicine
files if applicable.

o Staff and personnel meet all
standards (such as continuing
education, basic qualifications, etc.)
required by State and local laws or
regulations. Verify that the hospital
has a mechanism established and
enforced to ensure compliance.

= Review a sample of personnel files to
verify that licensure and/or other
required credentials information is up
to date. Verify State licensure
compliance of the direct care personnel
as well as administrators and
supervisory personnel.

01.00.05 For future use

01.00.06 Articles of Incorporation
and documentation of actions

The governing body maintains Articles of
Incorporation, bylaws (or governance
policies), and a record of deliberations

Eff. 03.01.2023 | achc.org | Page 4

[ ] compliant [ ] Not Compliant
The required documents are preserved and safeguarded so as to provide a

reasonable means of evaluating ethical and prudent business decisions
impacting patient welfare and safety.

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

DOCUMENT REVIEW

= Determine that Articles of
Incorporation, bylaws (or governance
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ACHC,

CHAPTER 01 |ADMINISTRATION OF THE ORGANIZATIONAL ENVIRONMENT

STANDARD

REQUIRED ELEMENTS/ADDITIONAL INFORMATION

SCORING PROCEDURE

(minutes) leading to actions in specific
areas.

policies) exist and are safeguarded.
Copies may exist in addition to the
original documents.

Request and review records of actions
(minutes) of the governing body.

01.00.07 Governing body
responsibilities

The governance bylaws define the

responsibility for at least the following:

= Adoption and periodic review of
governance bylaws governance
policies.

= Approval and monitoring of
budget(s).

= |mplementation of effective fiscal
accounting system(s).

®  Provision of an organized

professional medical staff
structure.

® An ongoing hospital-wide quality
assessment performance improve-
ment (QAPI) program including a
written plan of implementation.

=  Provision of adequate resources to
implement the programs of
service.

= Provision for the adequacy of the

i ! P~
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|:| Compliant |:| Not Compliant

Governance bylaws (or policies) effectively describe these functions. Addi-
tional components may include:

=" How the governance members are selected and maintain their
affiliation relationship(s) to any higher authority such as ownership
(municipal, city, private, multihospital, etc.).

" The process for strategic planning.

The governing body has a mechanism in place for the review of the
governance bylaws no less than every three years.

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

DOCUMENT REVIEW

Review the governance bylaws

(policies) for acknowledgment and

implementation of the listed

requirements.

Verify that:

O the bylaws include a provision for
periodic review and the governance

bylaws have been reviewed within
the past three years.

O the governing body has completed
a performance evaluation of itself
within the past 12 months.

Note: Responsibilities identified as
noncompliant in the bylaws must be listed
including the CFR number.

Eff. 03.01.2023 | achc.org | Page 5




CHAPTER 01 |ADMINISTRATION OF THE ORGANIZATIONAL ENVIRONMENT

Cum

ACHC,

STANDARD

REQUIRED ELEMENTS/ADDITIONAL INFORMATION

SCORING PROCEDURE

physical plant.

= An annual performance evaluation
by the governing body of itself.

01.01.00 CONDITION OF PARTICIPATION:

Governing body

There must be an effective governing body
that is legally responsible for the conduct
of the hospital.

If a hospital does not have an organized
governing body, the persons legally
responsible for the conduct of the hospital
must carry out the functions specified in
this part that pertain to the governing
bodly.

§482.12

Eff. 03.01.2023 | achc.org | Page 6

[ ] compliant [ ] Not Compliant

The hospital must have a governing body which is effective in carrying out its
responsibilities for the conduct of the hospital. In the absence of an organized
governing body, there must be written documentation that identifies the
individual or individuals that are legally responsible for the conduct of the
hospital operations.

If the hospital is part of a healthcare system that includes several separately
certified hospitals, each with its own Medicare provider agreement and CMS
Certification Number, the governing body of the healthcare system has the
option to act as the governing body of each separately certified hospital,
unless doing so would conflict with State law.

A hospital system also has the option to form several governing bodies, each
of which is responsible for several separately certified hospitals. For example,
a health system operating hospitals in many states might choose to form
regional sub-boards each responsible for the hospitals in its region, or a
health system that has a mixture of types of hospitals may choose to form
one sub-board responsible for its short-term acute care hospitals and another
for its long-term care hospitals.

When deciding whether or not to exercise the option to have a single
governing body for multiple hospitals in the system, another factor for
systems to consider might be Medicare payment requirements at §412.22(e-
h) applicable to certain types of hospitals, i.e., non-grandfathered Hospitals-
within-Hospitals and Hospital Satellites. In such cases where the hospital
system owns both the tenant and the host hospital, using a single governing

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

DOCUMENT REVIEW

= Verify that the hospital has an
organized governing body or has
written documentation that
identifies the individual or
individuals that are responsible for
the conduct of the hospital
operations.

= [f the hospital is part of a hospital

system which uses one governing

body for several of the hospital’s

separately certified within the

system:

o Review the governing body minutes
to determine if it is clear which
actions pertain to which hospitals.

o Select for review several policy and
procedure documents adopted by
the system governing body to
determine if it is clear that they
apply to the hospital being surveyed.
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CHAPTER 01 |ADMINISTRATION OF THE ORGANIZATIONAL ENVIRONMENT

STANDARD

REQUIRED ELEMENTS/ADDITIONAL INFORMATION

SCORING PROCEDURE
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body for both hospitals would jeopardize the payment status of a hospital
that is being paid by Medicare under a payment system excluded from the
Hospital Inpatient Prospective Payment System (IPPS). However, surveyors do
not assess compliance with or enforce the Medicare payment regulations that
govern Hospitals-within-Hospitals or Hospital Satellites.

The Medicare program offers hospital facilities considerable flexibility
regarding how they choose to participate. Based on the geographic and other
institutional limitations set out in the “provider-based” regulation at §413.65,
which addresses provider-based status for hospital facilities in multiple
locations, hospital governing bodies make business decisions about how they
want to participate in Medicare, and they indicate on their Medicare
enrollment application the choices they have made.

It is not uncommon to find multiple hospital campuses with one owner
located in the same geographic area enrolled in Medicare as one hospital. Nor
is it uncommon to see a hospital system choosing to enroll its various facilities
as separately certified hospitals. Various factors enter consideration when the
governing body of a system makes these decisions.

For example, some governing bodies prefer to enroll various campuses as
separate hospitals, out of a concern that problems at one hospital’s campus
might jeopardize the Medicare participation of the other campuses if they
were a multi-campus hospital covered under one Medicare provider
agreement. In other cases, a governing body may see the benefits of
integrating clinical services on multiple campuses into one integrated
hospital. In still other cases, the deciding factor might be the implications for
Medicare reimbursement of graduate medical education, the ease of adding
satellite locations, etc.

CMS defers to the governing bodies of hospitals to weigh the pertinent
factors and permissible options, and to make business decisions in their best
interest when applying to participate in Medicare.

CMS’s hospital certification decisions and issuance of a provider agreement

ACUTE CARE HOSPITAL

Eff. 03.01.2023 | achc.org | Page 7




CHAPTER 01 |ADMINISTRATION OF THE ORGANIZATIONAL ENVIRONMENT

Cum

ACHC,

STANDARD

REQUIRED ELEMENTS/ADDITIONAL INFORMATION

SCORING PROCEDURE

Eff. 03.01.2023 | achc.org | Page 8

and associated CCN follow from these business decisions by a hospital’s

governing body. But once the “hospital,” with whatever component parts, has
been certified, that hospital must independently demonstrate its compliance
with the CoPs, independent of any other facility. (77 FR 29040, May 16, 2012)

If a hospital system has chosen to have a one body act as the governing body
for multiple separately certified hospitals, this does not alter the fact that
each hospital must independently demonstrate compliance with the CoPs.

Examples of what this means include, but are not limited to, the following:

® Each separately certified hospital must be separately and independently
assessed for its compliance with the CoPs, through either State Survey
Agency or approved Medicare hospital accreditation program surveys.
There is no survey of a hospital “system,” since the Medicare provider

agreement and its terms are specific to each certified hospital.

= A system governing body may wish to adopt identical policies and

procedures for many aspects of a hospital’s operations across all of its

hospitals within the system. It has the flexibility to do so, but the

documentation of such policies and procedures must be clear that the
governing body has chosen to apply them to specifically named hospitals.

Also, each hospital must be able to present for inspection the system
governing body policies and procedures that clearly apply to that
hospital. For example:

O A document that says “XX Healthsystem has adopted the following
policy” is not acceptable. Instead, the document must be more
specific, such as, “XX health system adopts the following policy and
procedure for Hospital A, Hospital B, and Hospital C.” Furthermore,
the names of each hospital (Hospitals A, B, and C in this example)
must correspond to the names used for their provider agreements.
For example, if Hospital C is one Medicare-certified hospital with
two inpatient campuses, one called “East” and one called “West,”
it is not acceptable for the policy document to state, “XX health

ACUTE CARE HOSPITAL
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system adopts the following policy and procedure for Hospital A,
Hospital B, and Hospital East and Hospital West.” It would be
acceptable to state, “XX health system adopts the following policy
and procedure for Hospital A, Hospital B, and Hospital C.”

o It also is not acceptable for the policy document to state, “XX
health system adopts the following policy and procedure for
Hospital A, Hospital B, and Hospital East, but not Hospital West.”
Since “Hospitals” East and West refer to separate campuses of
Hospital C, which participates in Medicare as one multi-campus
hospital, it is not appropriate to refer to these separate campuses
of C as “hospitals,” since the XX health system made a business
decision to enroll them as parts of one multi-campus hospital in
Medicare. CMS recognizes that, depending on the particular policy
topic, it may be acceptable to have policies that vary by type of
unit/department within a hospital. The system governing body
could achieve this as follows: “XX health system adopts the
following policy and procedure requiring that a physician be on-site
24 hours per day, seven days per week on the inpatient campuses
of Hospital A and Hospital B, but within Hospital C, only for the East
inpatient campus.”

"  The minutes of the governing body must be written in such a manner
so that it is clear when the governing body has taken actions that
apply to a specific certified hospital.

= Departments of separately certified hospitals with one system governing
body cannot be operationally integrated. For example, if a system has
chosen to operate three separately certified hospitals in relatively close
proximity to each other rather than to have them certified as one multi-
campus hospital, then each hospital must have its own nursing service. It
may not have one integrated nursing service with one Director of Nursing
who manages one nursing staff for all three hospitals. The system cannot
maintain one integrated schedule that assigns nursing staff among the

7~ ————
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different hospitals. The system also cannot move them back and forth
between hospitals on an ad hoc, as needed basis, as if they were one
hospital.

On the other hand, the policies and procedures the governing body
has adopted for the nursing service in each hospital may be identical,
so long as the services operate separately. It is also permissible for the
same individual to be the Director of Nursing for each hospital,
provided that he or she is able to carry out all of the duties of the
position in each hospital, such as managing each hospital's separate
nursing staff. It is also permissible for one nurse to work at multiple
hospitals within the system, in the same way that a nurse may work
for multiple hospitals that do not share ownership, but the nurse must
have separate work schedules for each hospital. Such schedules
cannot overlap.

Although the system may choose to operate a quality
assessment/performance improvement (QAPI) program at the system
level which standardizes indicators measured across system hospitals,
each separately-certified hospital in the system must have a QAPI
program that is specific to that hospital. This is required not only to
demonstrate compliance, but also for the governing body to function
effectively, since reviewing QAPI program results only at the system
level would make it difficult for the governing body to identify and act
upon problems that are localized to one hospital.

For example, the system may choose to use the same quality
indicators or the same methodology to track adverse events across all
system hospitals. But each certified hospital must have its own QAPI
data with respect to these indicators and adverse events. If a system is
tracking readmission rates across all of its hospitals, it must be able to
separate out the hospital-specific results for the governing body’s
review and possible action.

ACUTE CARE HOSPITAL

¢ ——
[
Heab [ Fim

Hl=&1% ams 2AI ars orancs o A0 10




o

ACHC,

CHAPTER 01 |ADMINISTRATION OF THE ORGANIZATIONAL ENVIRONMENT

STANDARD

REQUIRED ELEMENTS/ADDITIONAL INFORMATION

SCORING PROCEDURE

The governing body must function effectively and holds the ultimate
responsibility for the hospital’s compliance not only with the specific
standards of the governing body CoP, but with all of the CoPs. This is the case
regardless of whether the regulatory text for a condition or a standard within
a condition specifically mentions responsibilities of the governing body.

Substantial, i.e., condition-level, non-compliance with one of the other
hospital CoPs may be an indicator that the governing body is not functioning
effectively. However, it is not the policy of CMS that condition-level
noncompliance with any other CoP automatically results in a condition-level
citation of the governing body CoP. Surveyors must consider whether the
manner and degree of the other deficiencies provide sufficient evidence to
conclude that the governing body is not functioning effectively.

01.01.01 Medical Staff: Categories
eligible for appointment

The governing body must:

"  Determine, in accordance with
State law, which categories of
practitioners are eligible
candidates for appointment to the
medical staff.

§482.12(a)
§482.12(a)(1)

i ! P~
T —"
24 KT

H=a1 ans AR are oranes o 010

|:| Compliant |:| Not Compliant

The governing body must ensure the medical staff requirements are met.
The governing body must determine, in accordance with State law, which
categories of practitioners are eligible for appointment to the medical staff.
PHYSICIANS

The medical staff must, at a minimum, be composed of physicians who are
doctors of medicine or doctors of osteopathic medicine.

In addition, the medical staff may include other types of practitioners
included in the definition of a physician in Section 1861 of the Social Security
Act:

= Doctor of dental surgery or of dental medicine.
= Doctor of podiatric medicine.

= Doctor of optometry.

= Chiropractor.

This standard is not met as evidenced by:

DOCUMENT REVIEW

Review documentation and verify that the
governing body has determined and stated
the categories of physicians and
practitioners that are eligible candidates
for appointment to the medical staff or to
be granted medical staff privileges.

ACUTE CARE HOSPITAL Eff. 03.01.2023 | achc.org | Page 11
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In all cases, the practitioner included in the definition of a physician must be
legally authorized to practice within the State where the hospital is located
and providing services within their authorized scope of practice. In addition,
in certain instances the Social Security Act and regulations attach further
limitations as to the type of hospital services for which a practitioner may be
considered to be a “physician.” See 42 CFR 482.12(c)(1) [see 01.01.15] for
detail on these limitations.

The governing body has the flexibility, consistent with State law, to determine
whether practitioners included in the definition of a physician other than an
MD/DO are eligible for appointment to the medical staff.

Note: Information only —Not Required/Not to be Cited

CMS expects that all physician practitioners granted privileges are also
appointed as members of the medical staff. However, if State law limits
the composition of the hospital’s medical staff to certain categories of
practitioners, e.g., only MDs or DOs, there is nothing in the CoPs that
prohibits hospitals and their medical staffs from establishing certain
practice privileges for other categories of physician practitioners excluded
from medical staff membership under State law, or from granting those
privileges to individual practitioners in those categories, as long as such
privileges are recommended by the medical staff, approved by the
governing body, and in accordance with State law. (79 FR 27114 - 27115,
May 12, 2014)

For physician practitioners granted privileges only, the hospital’s governing
body and its medical staff must exercise oversight, such as through
credentialing and competency review, of those other physician practitioners
to whom it grants privileges, just as it would for those practitioners appointed
to its medical staff.

NON-PHYSICIAN PRACTITIONERS

Furthermore, the governing body has the authority, in accordance with State
law, to grant medical staff privileges and membership to non- physician
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practitioners. The corresponding regulation at 42 CFR 482.22(a) allows
hospitals and their medical staffs to take advantage of the expertise and skills
of all types of practitioners who practice at the hospital when making
decisions concerning medical staff privileges and membership. Granting
medical staff privileges and membership to non-physician practitioners is an
option available to the governing bodyj; it is not a requirement.

For non-physician practitioners granted privileges only, the hospital’s
governing body and its medical staff must exercise oversight, such as through
credentialing and competency review, of those non-physician practitioners to
whom it grants privileges, just as it would for those practitioners appointed to
its medical staff.

Practitioners are described in Section 1842(b)(18)(C) of the Act as any of the
following:

= Physician assistant (as defined in Section 1861(aa)(5))

® Nurse practitioner (as defined in Section 1861(aa)(5))

®  (Clinical nurse specialist (as defined in Section 1861(aa)(5))

= (Certified registered nurse anesthetist (as defined in Section 1861(bb)(2))
= Certified nurse-midwife (as defined in Section 1861(gg)(2))

®  (Clinical social worker (as defined in Section 1861(hh)(1))

= (Clinical psychologist (as defined in 42 CFR 410.71 for purposes of
Section 1861(ii))

= Anesthesiologist’s Assistant (as defined at §410.69)

= Registered dietitian or nutrition professional.

Other types of licensed healthcare professionals have a more limited scope of
practice and usually are not eligible for hospital medical staff privileges unless

their permitted scope of practice in their state makes them comparable to the
above types of non-physician practitioners.

Some examples of types of such licensed healthcare professionals who might
be eligible for medical staff privileges, depending on state law and medical

it P~
I-{I.:.A/P m ACUTE CARE HOSPITAL Eff. 03.01.2023 | achc.org | Page 13

H=a1 ans AR are oranes o 010




CHAPTER 01 |ADMINISTRATION OF THE ORGANIZATIONAL ENVIRONMENT

Cum

ACHC,

STANDARD

REQUIRED ELEMENTS/ADDITIONAL INFORMATION SCORING PROCEDURE

staff bylaws, rules and regulations include, but are not limited to:

= Physical Therapist (as defined at §410.60 and §484.4)
®  Qccupational Therapist (as defined at §410.59 and §484.4);
®  Speech Language Therapist (as defined at §410.62 and §484.4).

Furthermore, some States have established a scope of practice for certain
licensed pharmacists who are permitted to provide patient care, services that
make them more like the above types of non-physician practitioners,
including the monitoring and assessing of patients and ordering medications
and laboratory tests. In such States, a hospital may grant medical staff
privileges to such pharmacists and/or appoint them as members of the
medical staff. There is no standard term for such pharmacists, although they
are sometimes referred to as “clinical pharmacists.”

Practitioners may be granted active, courtesy, emergency, temporary, etc.
membership or privileges in accordance with state law and as specified in the
medical staff bylaws, rules, and regulations.

01.01.02 Medical staff appointment

The governing body must:

= Appoint members of the medical
staff after considering the
recommendations of the existing
members of the medical staff.

§482.12(a)(2)

Eff. 03.01.2023 | achc.org | Page 14

This standard is not met as evidenced by:

|:| Compliant |:| Not Compliant
The governing body determines whether to grant, deny, continue, revise, DOCUMENT REVIEW
discontinue, limit, or revoke specified privileges, including medical staff = Confirm there is evidence that the
membership, for a specific practitioner after considering the recommendation governing body considered
of the medical staff. recommendations of the medical staff

before making medical staff
appointments.

In all instances, the governing body’s determination must be consistent with

established hospital medical staff criteria, as well as with State and Federal
law and regulations. = Review records of medical staff

appointments to determine that the
governing body is involved in
appointments of medical staff
members.

Only the hospital’s governing body has the authority to grant a practitioner
privileges to provide care in the hospital.
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01.01.03 Assure medical staff bylaws

The governing body must:

= Assure that the medical staff has
bylaws.

§482.12(a)(3)

[ ] compliant [ ] Not Compliant

The governing body must assure that the medical staff has bylaws and that
those bylaws comply with state and federal law and the requirements of the
Medicare hospital Conditions of Participation.

This standard is not met as evidenced by:

DOCUMENT REVIEW

Verify the medical staff operates under
current bylaws that are in accordance with
federal and state laws and regulations.

01.01.04 Approve medical staff bylaws

The governing body must:

= Approve medical staff bylaws and
other medical staff rules and
regulations.

§482.12(a)(4)

[ ] compliant [ ] Not Compliant
The governing body decides whether or not to approve medical staff bylaws
submitted by the medical staff.

The medical staff bylaws and any revisions must be approved by the
governing body before they are considered effective.

This standard is not met as evidenced by:

DOCUMENT REVIEW
Verify that:

" The medical staff operates under
current bylaws, rules and policies that
have been approved by the governing
body.

= Any revisions or modifications in the
medical staff bylaws, rules and policies
have been approved by the medical
staff and the governing body, e.g.,
bylaws are annotated with date of last
review and initialed by person(s)
responsible.

" The governing body has reviewed and
approved the medical staff bylaws
minimally every three years.
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01.01.05 Medical staff accountability for
quality of care

The governing body must:

= Ensure that the medical staff is
accountable to the governing body
for the quality of care provided to
patients.

§482.12(a)(5)

[ ] compliant [ ] Not Compliant

The governing body must ensure that the medical staff as a group is
accountable to the governing body for the quality of care provided to
patients. The governing body is responsible for the conduct of the hospital
and this conduct includes the quality of care provided to patients.

All hospital patients must be under the care of a practitioner who meets the
criteria of 42 CFR §482.12(c)(1) [01.00.18] and who has been granted medical
staff privileges, or under the care of a practitioner who is directly under the
supervision of a member of the medical staff.

All patient care is provided by or in accordance with the orders of a
practitioner who has been granted privileges in accordance with the criteria
established by the governing body, and who is working within the scope of
those granted privileges.

This standard is not met as evidenced by:

DOCUMENT REVIEW

Verify:

=  The governing body is periodically
apprised of the medical staff
evaluation of patient care services
provided hospital wide, at every
patient care location of the
hospital.

" Any individual providing patient
care services is a member of the
medical staff or is accountable to a
member of the medical staff
qualified to evaluate the quality of
services provided, and in turn, is
responsible to the governing body
for the quality of services provided.

01.01.06 Selection criteria for
appointment to the staff

The governing body must:

= Ensure the criteria for selection are
individual character, competence,
training, experience, and
judgment.

§482.12(a)(6)
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|:| Compliant |:| Not Compliant

The governing body must assure that the medical staff bylaws describe the
privileging process to be used by the hospital. The process articulated in the
medical staff bylaws, rules, or regulations must include criteria for
determining the privileges that may be granted to individual practitioners and
a procedure for applying the criteria to individual practitioners that considers:

= Individual character.
" |ndividual competence.
® Individual training.

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

DOCUMENT REVIEW
= Verify:

0O Granting of medical staff membership
or privileges, both new and renewal, is
based upon an individual
practitioner’s meeting the medical
staff’s membership privileging criteria.

O At a minimum, criteria for
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® Individual experience.
" |ndividual judgment.

The governing body must ensure that the hospital’s bylaws governing medical
staff membership or the granting of privileges apply equally to all
practitioners in each professional category of practitioners.

appointment to the medical staff
granting of medical staff privileges are
individual character, competence,
training, experience, and judgment.

O There are written criteria for
appointments to the medical staff and
granting of medical staff privileges.

01.01.07 Required criteria for
appointment

The governing body must:

= FEnsure that under no
circumstances is the accordance of
staff membership or professional
privileges in the hospital
dependent solely upon
certification, fellowship or
membership in a specialty body or
society.

§482.12(a)(7)

|:| Compliant |:| Not Compliant

In making a judgment on medical staff membership, a hospital may not rely
solely on the fact that an MD or DO is, or is not, board-certified. This does not
mean that a hospital is prohibited from requiring board certification when
considering an MD or DO for medical staff membership, but only that such
certification must not be the only factor that the hospital considers.

In addition to matters of board certification, a hospital must also consider
other criteria such as training, character, competence, and judgment. After
analysis of all of the criteria, if all criteria are met except for board
certification, the hospital has the discretion to decide not to select that
individual to the medical staff.

This standard is not met as evidenced by:

DOCUMENT REVIEW

Verify that written criteria for appointment
to the medical staff and granting of medical
staff privileges are not dependent solely
upon certification, fellowship, or
membership in a specialty body or society.

01.01.08 Telemedicine agreements
with distant-site hospital or distant-site
telemedicine entity

The governing body must:

= Fnsure that, when telemedicine
services are furnished to the hospital’s
patients through an agreement with a
distant-site hospital, the agreement is
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[ ] compliant [ ] Not Compliant

“Telemedicine,” as the term is used in this regulation, means the provision of
clinical services to patients by physicians and practitioners from a distance via
electronic communications. The distant-site telemedicine physician or
practitioner provides clinical services to the hospital patient either
simultaneously, as is often the case with tele-ICU services, for example, or

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

INTERVIEW AND DOCUMENT REVIEW
Ask the hospital’s leadership whether it
uses telemedicine services. If yes:

" Ask to see a copy of the written
agreement(s) with the distant-site
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written and that it specifies that it is
the responsibility of the governing
body of the distant-site hospital to
meet the requirements in accordance
with paragraphs (a)(1) through (a)(7)
of 42 CFR 482.12 with regard to the
distant-site hospital’s physicians and
practitioners providing telemedicine
services. The governing body of the
hospital whose patients are receiving
the telemedicine services may, in
accordance with §482.22(a)(3) of 42
CFR 482.12, grant privileges based on
its medical staff recommendations
that rely on information provided by
the distant-site hospital.

Ensure that, when telemedicine
services are furnished to the
hospital’s patients through an
agreement with a distant-site
telemedicine entity, the written
agreement specifies that the
distant-site telemedicine entity is a
contractor of services to the
hospital and as such, in
accordance with §482.12(e),
furnishes the contracted services in
a manner that permits the hospital
to comply with all applicable
conditions of participation for the
contracted services, including, but
not limited to, the requirements in

Eff. 03.01.2023 | achc.org | Page 18

non-simultaneously, as may be the case with many teleradiology services.

“Simultaneously” means that the clinical services (for example, assessment of
the patient with a clinical plan for treatment, including any medical orders
needed) are provided to the patient in “real time” by the telemedicine
physician or practitioner, similar to the actions of an on-site physician or
practitioner.

“Non-simultaneously” means that while the telemedicine physician or
practitioner still provides clinical services to the patient upon a formal request
from the patient’s attending physician; such services may involve after-the-
fact interpretation of diagnostic tests in order to provide an assessment of
the patient’s condition and do not necessarily require the telemedicine
practitioner to directly assess the patient in “real time.” This would be similar
to the services provided by an on-site radiologist who interprets a patient’s x-
ray or CT scan and then communicates his or her assessment to the patient’s
attending physician who then bases his or her diagnosis and treatment plan
on these findings (see 76 FR 25551-25552, May 5, 2011).

A hospital may make arrangements through written agreements either with a
distant-site Medicare-participating hospital or a distant-site telemedicine
entity for the provision of telemedicine services to the hospital’s patients by
physicians or practitioners who have been granted privileges by the distant-
site hospital or telemedicine entity.

For the purposes of this rule, a distant-site telemedicine entity is defined as
an entity that:

1. provides telemedicine services;

2. is not a Medicare-participating hospital; and

3. provides contracted services in a manner that enables a hospital using its
services to meet all applicable CoPs, particularly those requirements
related to the credentialing and privileging of practitioners providing
telemedicine services to the patients of a hospital.

A distant-site telemedicine entity would include a distant-site hospital that

ACUTE CARE HOSPITAL

hospital(s) or telemedicine entity(ies).
Does each agreement include the
required elements concerning
credentialing and privileging of the
telemedicine physicians and
practitioners?

Does the hospital have documentation
indicating that it granted privileges to
each telemedicine physician and
practitioner?

Does the documentation indicate that
for each telemedicine physician and
practitioner there is a medical staff
recommendation, including an
indication of whether the medical staff
conducted its own review or relied
upon the decisions of the distant-site
hospital or telemedicine entity?
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paragraphs (a)(1) through (a)(7) of
42 CFR 482.12 with regard to the
distant-site telemedicine entity’s
physicians and practitioners
providing telemedicine services.

The governing body of the hospital
whose patients are receiving the
telemedicine services may, in
accordance with §482.22(a)(4) of 42
CFR 482.22, grant privileges to
physicians and practitioners employed
by the distant-site telemedicine entity
based on such hospital’s medical staff
recommendations; such staff
recommendations may rely on
information provided by the distant-site
telemedicine entity.

§482.12(a)(8-9)
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does not participate in the Medicare program that is providing telemedicine
services to a Medicare-participating hospital. (See 76 FR 25553, May 5, 2011).

If a hospital enters into an agreement for telemedicine services with a distant-

site hospital or telemedicine entity, the agreement must be in writing.

Furthermore, the written agreement must specify, in the case of a:

= Distant-site hospital, that it is the responsibility of the governing body
of the distant-site hospital to satisfy the requirements of
§482.12(a)(1-7) with respect to those physicians and practitioners at
the distant-site hospital who furnish telemedicine services under the
agreement. Since the distant-site hospital must also be a Medicare-
participating hospital (see §482.22(a)(3)), it has an independent
obligation to comply with these governing body requirements
concerning medical staff membership and privileging. Nevertheless,
the written agreement between the hospital and the distant-site
hospital must explicitly include a provision addressing the distant-site
hospital’s obligation to comply with these provisions.

= Distant-site telemedicine entity, that the written agreement specifies that

the entity is a contractor providing telemedicine services to the hospital,
and that, in accordance with the requirements governing services under
arrangement at §482.12(e), the telemedicine entity furnishes the
contracted telemedicine services in a manner that permits the hospital to
comply with the Conditions of Participation, including, but not limited to,
the governing body requirements of §482.12(a)(1-7) with respect to those
physicians and practitioners at the distant-site telemedicine entity who
furnish telemedicine services under the agreement.

There are additional requirements for the content of the written agreement,
specified at §482.22(a)(3-4) under the medical staff Condition of
Participation, which are discussed in the interpretive guidelines for those
regulations.

The hospital’s governing body must grant privileges to each telemedicine
physician or practitioner providing services at the hospital under an

ACUTE CARE HOSPITAL
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agreement with a distant-site hospital or telemedicine entity before they may

provide telemedicine services. The scope of the privileges in the hospital must

reflect the provision of the services via a telecommunications system. For
example, a surgeon at a distant-site hospital may provide telemedicine
consultation services at a hospital under agreement, but obviously would not
be able to perform surgery by this means and must not have surgical
privileges in the hospital as part of his/her telemedicine services privileges. If
the surgeon also periodically performed surgery on-site at the hospital, then
he or she would have to have privileges to do so, granted in the traditional
manner provided for at §482.12(a)(1-7) and §482.22(a)(1-2).

In granting privileges to telemedicine physicians and practitioners, the
hospital’s governing body has the option of considering hospital medical staff
recommendations that rely, in accordance with §482.22(a)(3-4), upon the
credentialing and privileging decisions of the distant-site hospital or
telemedicine entity. With respect to the decisions of a distant-site
telemedicine entity, the regulation states that this streamlined privileging
option is available to the hospital for physicians and practitioners “employed”
by the distant-site telemedicine entity. We are interpreting “employed” in
this context to mean “utilized by” the distant-site telemedicine entity to
provide telemedicine services to the hospital under an agreement. Since it is
common for telemedicine entities to contract with, rather than employ, the
physicians and practitioners it utilizes to provide telemedicine services, it
would not be reasonable or consistent with the regulatory intent to interpret
“employed” to mean that the physicians or practitioners are employees of the
distant-site telemedicine entity.

When the hospital’s governing body exercises the option to grant privileges
based on its medical staff recommendations that rely upon the privileging
decisions of a distant-site telemedicine hospital or entity, it may, but is not
required to, maintain a separate file on each telemedicine physician and
practitioner, or may instead have a file on all telemedicine physicians and
practitioners providing services at the hospital under each agreement with a
distant-site hospital or telemedicine entity, indicating which telemedicine

Eff. 03.01.2023 | achc.org | Page 20 ACUTE CARE HOSPITAL
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services privileges the hospital has granted to each physician and practitioner
on the list.

Relying upon the credentialing and privileging decisions of the distant-site
hospital or telemedicine entity is an option available to the hospital’s
governing body, not a requirement. A governing body may, if it so chooses,
require its medical staff to independently review the credentials of and make
privileging recommendations for each telemedicine physician and practitioner
in accordance with §482.22(a)(1-2), rather than permit its medical staff to rely
upon the privileging decisions of the distant-site hospital or telemedicine
entity.

The agreement with the distant-site hospital or telemedicine entity may not
require the hospital to rely upon the distant-site organization’s privileging
decisions.

01.01.09

For future use

01.01.10 Governing body periodically
consults with the medical staff

The governing body must:

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
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[ ] compliant [ ] Not Compliant

In accordance with §482.22(b)(3), there must be an individual member of the
hospital’s medical staff who is assigned responsibility for the organization and
conduct of the medical staff (the “leader” of the medical staff).
§482.12(a)(10) requires that the governing body consult with this individual,
or with someone the leader of the medical staff has designated.

“Direct consultation” means that the governing body, or a subcommittee of
the governing body, meets with the leader(s) of the medical staff(s) either
face-to-face or via a telecommunications system permitting immediate,
synchronous communication. (79 FR 27113, May 12, 2014)

This regulation does not preclude a hospital from having a member of the
medical staff serve as a member of the hospital’s governing body. However,

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

INTERVIEW AND DOCUMENT REVIEW

Ask the CEO:

how the hospital complies with the
requirement for periodic
consultations by the governing
body with the leader(s) of the
hospital’s medical staff, or the
leader’s designee. Can the CEO
provide evidence that such
consultations have occurred, e.g.,
meeting agendas and lists of
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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 of this
paragraph (a) in 42 CFR 482.12.

§482.12(a)(10)

Eff. 03.01.2023 | achc.org | Page 22

membership on the governing body by a medical staff member is not
sufficient per se to satisfy the requirement for periodic consultation. In such
a situation the hospital meets the consultation requirement only if the
medical staff member serving on the governing body is the leader of the
medical staff, or his or her designee, and only if such membership includes
meeting with the board periodically throughout the fiscal or calendar year
and discussing matters related to the quality of medical care provided to
patients of the hospital.

If there were a change in the medical staff leadership or his or her designee,
and the bylaws governing terms and conditions of governing body
membership did not allow for substitution of the new leader of the medical
staff (or his or her designee) on the governing body, then the governing body
would be expected to engage in direct consultation with the individual newly
responsible for the organization and conduct of the medical staff, or his or her
designee.

If a hospital chooses to have the leader of the medical staff, or his or her
designee, serve on the governing body, there is nothing in the regulation
which prohibits the hospital from also including other medical staff members
on the governing body in addition to the leader of the medical staff, or his or
her designee.

In the case of a multi-hospital system that has one single governing body, the
governing body must consult with each separately certified hospital’s medical
staff leader, or his/her designee.

" The consultations do not have to be separate.

"  For example, the system governing body could periodically have a
meeting that includes the leaders of the medical staff, or his/her
designee, from each hospital within the system, so long as there is
discussion of matters related to the quality of medical care provided
to the patients of each hospital.

If the medical staff members at separately certified hospitals in a multi-

ACUTE CARE HOSPITAL

attendees, meeting minutes, etc.

whether the hospital tracks these
consultations by the calendar year
or its fiscal year; ask to see a copy
of the policy that establishes this.
O Is there evidence that the
consultations were “direct?”

o Is there evidence that the governing
body met with the medical staff
leader or designee at least twice
during the previous year?

O Is there evidence that the discussion
concerned matters related to the
quality of medical care in the
hospital?

Ask the leader of the hospital’s medical
staff whether he or she has had
meetings with either the whole
governing body or a subcommittee of it
to discuss the quality of medical care in
the hospital.

0O Has the leader ever requested a
meeting in addition to those
regularly scheduled, to discuss a
matter of urgent concern to the
medical staff? If yes, did the
governing body respond by setting
up a meeting?

o If the hospital shares a unified
medical staff with other separately
certified hospitals in a multi-hospital
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hospital system and the hospital system’s governing body also have opted to
have a unified medical staff (see guidance for §482.22(b)(4)) for some or all of
the hospitals in the system, then the governing body must consult with the
leader of the unified medical staff or his/her designee. In this case, the leader
of the unified medical staff, or the designee, as applicable, is expected to be
aware of the concerns/views of members of the medical staff practicing at
each separately certified hospital using the unified medical staff.

It is up to the governing body as to whether the leader of the medical staff
must make the designation in writing when he or she chooses to designate
another individual for these periodic consultations, or whether the leader of
the medical staff may make informal, ad hoc designations.

It is also up to the governing body as to whether it wishes to establish
minimum advance notice of a designation from the leader of the medical staff
to the governing body.

The requirement for the governing body to consult periodically throughout
the year leaves some flexibility for the governing body to determine how
often during the year its consultations with the leader of the medical staff or
designee would occur, but it is expected that consultations occur at least
twice during either a calendar or fiscal year.

= (“Fiscal year” refers to the Medicare cost-reporting year for the
hospital; in the case of a hospital system with multiple, separately
certified hospitals that have one single governing body and a unified
medical staff, it is possible that individual hospitals have separate
fiscal years. In this case, it would be more practical for the governing
body to use a calendar year basis for determining the frequency of
consultation.)

The governing body is expected to determine the number of consultations
needed based on various factors specific to one or more of the hospitals
within a multi-hospital system. These factors include, but are not limited to,
the scope and complexity of hospital services offered, specific patient

system, the interview with the leader
of the medical staff, or designee,
may have to be conducted by
telephone. Ask the leader how
he/she gathers information about
the concerns/views of members of
the medical staff practicing at the
hospital being surveyed about the
quality of medical care provided at
that hospital.
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populations served by a hospital, and any issues of patient safety and quality
of care that a hospital’s quality assessment and performance improvement
program might periodically identify as needing the attention of the governing
body in consultation with its medical staff.

The hospital must also provide evidence that the governing body is
appropriately responsive to any periodic and/or urgent requests from the
leader of the medical staff or designee for timely consultation on issues
regarding the quality of medical care provided to patients of the hospital. (79
FR 27112, May 12, 2014).

The “year” referenced in the regulation may be either the calendar year or
the hospital’s fiscal year, as identified on its Medicare cost report. Itis up to
the hospital which approach it will take, but it must document the approach
selected and consistently apply it. For example, if a hospital chooses to use
the calendar year, and had only one consultation during a calendar year, it
could not then point out that it had had two meetings during the time period
covered by its fiscal year.

The required consultation must include discussion of matters related to the
quality of medical care provided to the hospital’s patients, or, in the case of a
hospital system with one single governing body and a unified medical staff,
the quality of medical care provided to each separately certified hospital’s
patients.

The hospital’s governing body must adopt policies and procedures addressing

how it implements the requirement for periodic, direct consultation with the
leader of the medical staff, or the designee.

The hospital must have evidence that the required consultations do take

place, such as meeting agendas and lists of attendees, or minutes taken of the

discussion, including who was present, etc., and that matters related to the
quality of medical care provided to patients of the hospital were discussed.
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01.01.11 Chief executive officer (CEQ)

appointment

The governing body must:

= Appoint a chief executive officer
who is responsible for managing
the hospital.

[ ] compliant [ ] Not Compliant

The Governing Body must appoint one chief executive officer who is
responsible for managing the entire hospital.

The CEO is accountable for providing an organizational structure, with
appropriate resources including support staff, to effectively implement plans

This standard is not met as evidenced by:

DOCUMENT REVIEW

Verify that:

the hospital has only one chief
executive officer for the entire
hospital.

§482.12(b) to provide ethical, efficient, effective services.
. . . . = the governing body has appointed
This individual is responsible to governance for day-to-day operations of the the chief executive officer.
entire hospital and is guided by a position description. The position = the chief executive officer s
description, with defined management objectives, serves as the basic . : .
evaluation criteria for the CEO. resp9n5|ble for managing the entire
hospital.
The CEOQ is responsible for insuring that all services provided including those
by arrangement, agreement or contract complies with all standards
requirements.
01.01.12 Care of patients

In accordance with hospital policy, the
governing body must ensure that the
following requirements are met.

Every Medicare patient is under the care

of:

(i) A doctor of medicine or osteopathic
medicine. (This provision is not to be
construed to limit the authority of a
doctor of medicine or osteopathy to

delegate tasks to other qualified
health care personnel to the extent
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[ ] compliant [ ] Not Compliant

Practitioners other than MDs or DOs may join the medical staff if the
practitioners are appropriately licensed and medical staff membership is in
accordance with State law.

Every Medicare or Medicaid patient must be under the care of a licensed
practitioner as defined in this requirement.

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

DOCUMENT REVIEW

Verify that Medicare patients are under
the care of a licensed practitioner as
defined by 482.12(c)(1).
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(ii)

(iii)

(iv)

(v)

and

(vi)

recognized under State law or a
state’s regulatory mechanism.);

A doctor of dental surgery or dental
medicine who is legally authorized to
practice dentistry by the State and
who is acting within the scope of his
or her license;

A doctor of podiatric medicine, but
only with respect to functions which
he or she is legally authorized by the
State to perform;

A doctor of optometry who is legally
authorized to practice optometry by
the State in which he or she
practices;

A chiropractor who is licensed by the
State or legally authorized to
perform the services of a
chiropractor, but only with respect to
treatment by means of manual
manipulation of the spine to correct
a subluxation demonstrated by x-ray
to exist;

A clinical psychologist as defined in
§410.71 of 42 CFR 410.71, but only
with respect to clinical psychologist
services as defined in §410.71 of 42
CFR 410.71 and only to the extent
permitted by State law.

Eff. 03.01.2023 | achc.org | Page 26
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§482.12(c)
§482.12(c)(1)
§482.12(c)(1)(i-vi)

01.01.13 State privilege requirements

In accordance with hospital policy, the
governing body must ensure that the
following requirements are met:

= Patients are admitted to the
hospital only on the
recommendation of a licensed
practitioner permitted by the State
to admit patients to a hospital.

® |fa Medicare patient is admitted
by a practitioner not specified in
paragraph (c)(1) [standard
01.01.15] of 42 CFR 482.12, that
patient is under the care of a
doctor of medicine or osteopathic
medicine.

§482.12(c)(2)
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|:| Compliant |:| Not Compliant

CMS hospital regulations do permit licensed practitioners (e.g., nurse
practitioners, midwives, etc.), as allowed by the State, to admit patients to a
hospital, and CMS does not require these practitioners be employed by an
MD or DO.

= However, CMS regulations require that Medicare and Medicaid
patients admitted by these practitioners be under the care of an MD
or DO.

= Evidence of being under the care of an MD/DO must be in the
patient’s medical record.

= |f a hospital allows these practitioners to admit and care for patients,
as allowed by State law, the governing body and medical staff would
have to establish policies and bylaws to ensure that the requirements
of 42 CFR §482 are met.

MIDWIFE PATIENTS
42 CFR §482.1(a)(5) states, "Section 1905(a) of the Act provides that 'medical
assistance' (Medicaid) payments may be applied to various hospital services.

Regulations interpreting those provisions specify that hospitals receiving
payment under Medicaid must meet the requirements for participation in
Medicare (except in the case of medical supervision of nurse midwife
services. See §440.10 and §440.165 42 of this chapter)."

=  Midwives are not specified at 42 CFR §482.12(c)(1).

Section §482.1(a)(5), when taken together with this requirement (42 CFR
§482.12(c)(2)) means that in a State that permits midwives to admit patients

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

DOCUMENT REVIEW
Verify that:
0 admitting privileges are limited
to those categories of

practitioners as allowed by State
law.

O patients are admitted only by those
practitioners who are currently
licensed and have been granted
admitting privileges by the governing
body in accordance with State laws
and medical staff bylaws.

If the hospital grants admitting
privileges to these practitioners
(midwives), select Medicare and
Medicaid patients (select only
Medicare patients for midwives) that
are admitted to the hospital by these
practitioners.

Determine if the patient is/was under
the care of a physician.
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(and in accordance with hospital policy and practitioner privileges), CMS
requires ONLY Medicare patients of a midwife be under the care of an MD or
DO.

= CMS DOES NOT require Medicaid or other non-Medicare patients
admitted by a midwife to be under the care of an MD or DO.

01.01.14 Physician availability

The governing body must ensure that the
following requirements are met:

= A doctor of medicine or osteopathic
medicine is on duty or on call at all
times.

§482.12(c)(3)

[ ] compliant [ ] Not Compliant

No additional information.

This standard is not met as evidenced by:

INTERVIEW AND DOCUMENT REVIEW
" |nterview nursing staff.

o How do they know who is on call?

o Are they able to contact and speak
with the on-call physician at all
times?

0 When appropriate, does the on-call
physician come to the hospital to
provide needed care?

= Verify the governing body has

established and monitors enforcement
of policies that ensure a physician is on
duty or on call at all times to provide
medical care and onsite supervision
when necessary.

O Review the “call” register to ensure
that a physician is on duty or on call
at all times.
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01.01.15 Medical staff oversight

The governing body must ensure that the
following requirements are met:

A doctor of medicine or osteopathic
medicine is responsible for the care of
each Medicare patient with respect to any
medical or psychiatric problem that—

(i) Is present on admission or develops
during hospitalization; and

(ii) Is not specifically within the scope of
practice of a doctor of dental surgery,
dental medicine, podiatric medicine,

or optometry; a chiropractor; or
clinical psychologist, as that scope is—

(A) Defined by the medical staff;
(B) Permitted by State law; and

(C) Limited, under paragraph (c)(1)(v)
of 42 CFR 482.12, with respect to
chiropractors.

§482.12(c)(4)

[ ] compliant [ ] Not Compliant

CMS hospital regulations do permit licensed practitioners (i.e., doctors of
dental surgery, dental medicine, podiatric medicine, or optometry;
chiropractors; or clinical psychologists), as allowed by the State, to admit
patients to a hospital.

However, CMS does require that Medicare and Medicaid patients who are
admitted by a doctor of dental surgery, dental medicine, podiatric medicine,
or optometry; a chiropractor; or clinical psychologist be under the care of an
MD/DO with respect to any medical or psychiatric problem that is present on
admission or develops during hospitalization that is outside the scope of
practice of the admitting practitioner.

If a hospital allows a doctor of dental surgery, dental medicine, podiatric
medicine, or optometry, a chiropractor, or a clinical psychologist to admit and
care for patients, as allowed by State law, the governing body and medical
staff must establish policies and bylaws to ensure that the requirements of 42
CFR §482 are met.

As applicable, the patient’s medical record must demonstrate MD/DO
responsibility/care.

This standard is not met as evidenced by:

DOCUMENT REVIEW

= Verify that an assigned MD or DO is
responsible for and is monitoring the
care of each Medicare or Medicaid
patient with respect to all medical or
psychiatric problems during the
hospitalization.

= |f non-MD/DOs admit patients, verify
that every Medicare/Medicaid patient is
being monitored by an MD or DO who is
responsible for any medical or
psychiatric problem outside the scope
of practice of the admitting
practitioners.
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01.01.16 Institutional plan and budget

The institution must have an overall
institutional plan that meets the following
conditions:

(1) The plan must include an annual
operating budget that is prepared
according to generally accepted
accounting principles.

(2) The budget must include all
anticipated income and expenses. This
provision does not require that the
budget identify item by item the
components of each anticipated
income or expense.

(3) The plan must provide for capital
expenditures for at least a 3-year
period, including the year in which the
operating budget specified in
paragraph (d)(2) of 42 CFR 482.12 is
applicable.

(4) The plan must include and identify in
detail the objective of, and the
anticipated sources of financing for,
each anticipated capital expenditure
in excess of 5600,000 (or a lesser
amount that is established, in
accordance with section 1122(g)(1) of
the Act (Social Security Act), by the
State in which the hospital is located)

Eff. 03.01.2023 | achc.org | Page 30
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No additional information.

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

DOCUMENT REVIEW

= Verify that an institutional plan and
budget exist, includes items 1-4 in
the standard and complies with all
items in this standard. Do not
review the specifics or format of
the institutional plan or the budget.
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that relates to any of the following:
(i) Acquisition of land.

(i) Improvement of land, building,
and equipment.

(iii)  The replacement,
modernization, and expansion
of the buildings and equip-
ment.

§482.12(d)
§482.12(d)(1-3)
§482.12(d)(4)(i-iii)

01.01.17 Plan submission

|:| Compliant |:| Not Compliant

The plan must be submitted for review to No additional information.
the planning agency designated in

accordance with section 1122(b) of the

Social Security Act (the Act), or if an agency

is not designated, to the appropriate health

planning agency in the state (See part 100

of this title.)

A capital expenditure is not subject to
section 1122 review of the Act (Social
Security Act) if 75 percent of the healthcare
facility's patients who are expected to use
the service for which the capital expenditure
is made are individuals enrolled in a health
maintenance organization (HMO) or
competitive medical plan (CMP) that meets
the requirements of section 1876(b) of the

HFAP “ﬁ-mT-"'m' ACUTE CARE HOSPITAL
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This standard is not met as evidenced by:

DOCUMENT REVIEW

Determine that the hospital’s plan for
capital expenditures has been submitted to
the planning agency designated to review
capital expenditures. In certain cases,
facilities used by HMO and CMP patients
are exempt from the review process.
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Act (Social Security Act), and if the
Department determines that the capital
expenditure is for services and facilities that
are needed by the HMO or CMP in order to
operate efficiently and economically and
that are not otherwise readily accessible to
the HMO or CMP because-

(i)

(ii)

(iif)

(iv)

(v)

The facilities do not provide common
services at the same site.

The facilities are not available under a
contract of reasonable duration.

Full and equal medical staff privileges
in the facilities are not available.
Arrangements with these facilities are
not administratively feasible.

The purchase of these services is more
costly than if the HMO or CMP provided
the service directly.

§482.12(d)(5)
§482.12(d)(5)(i-v)
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01.01.18 Plan review and update

The plan must be reviewed and updated
annually.

§482.12(d)(6)

|:| Compliant |:| Not Compliant

No additional information.

This standard is not met as evidenced by:

DOCUMENT REVIEW

= Verify that the plan and budget are
reviewed and updated annually.

01.01.19 Plan preparation

The plan must be prepared—

(i) Under the direction of the governing
body; and

(ii) By a committee consisting of
representatives of the governing
body, the administrative staff, and the
medical staff of the institution.

§482.12(d)(7)
§482.12(d)(7)(i-ii)

|:| Compliant |:| Not Compliant

No additional information.

This standard is not met as evidenced by:

DOCUMENT REVIEW

= Verify that the governing body,
administrative staff, and medical
staff have participated in the
development of the institutional
plan and budget.

01.01.20 Oversight of the physical
environment

The governing body must be responsible
for providing a physical environment that
is constructed, arranged, maintained,
equipped, and staffed to meet the needs
and services required for patients.
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|:| Compliant |:| Not Compliant

The governing body shall receive and review periodic written reports from
appropriate internal and external sources regarding the adequacy and

deficiencies of the physical environment to assure the well-being of patients.

These reports:

®  Summarize issues relating to the physical environment, construction,
equipment, and staffing needs.

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

DOCUMENT REVIEW

= Assess leadership’s role in
evaluating the staff’'s accountability
in performing their duties.

= Determine the governance has
received physical plant and
equipment reports.
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= Are typically prepared at least quarterly and aggregated into an annual = Determine the governance has
evaluation. acted upon these reports, as
necessary.
The leadership:
=  Provides resources and support necessary for staff to perform their
duties.
" Holds staff accountable to their assigned responsibilities.
01.01.21 Oversight of the QAPI Program . . This standard is not met as evidenced by:
|:| Compliant |:| Not Compliant
The governing body shall be responsible The QAPI plan reflects final approval of the governing body either by date and DOCUMENT REVIEW
for a hospital-wide Quality Assessment signature or by notation as to the date that governance minutes will

Verify that governance has:
Performance Improvement Program that document such approval.

reflects all hospital departments and
services.

= Approved the QAPI plan within the
Hospital staff prepares aggregate summaries for reporting to governance; last twelve months.

these separate findings, as appropriate, for staff and other providers of care
The QAPI plan and its findings are shared and service.
with and reviewed by the governance. -

Received and acted upon summary

findings at least quarterly for both
Such reports are typically documented at least quarterly and aggregated int« Staff and other providers.

an annual evaluation. .
= Received and acted upon an annual

Report formats may vary to include narration, statistical charts, diagrams, and QAPI evaluation for both staff and
"storyboards.” other providers.

= |f the hospital is subject to "open

meetings" requirements due to
ownership by a governmental
agency, or otherwise, the QAPI
reports may be noted in detail in a
governance subcommittee such as
Joint Conference with action being
taken by the full governance in
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open session.

01.01.22 Contracted services

The governing body must be responsible
for services furnished in the hospital
whether or not they are furnished under
contracts.

The governing body must ensure that a
contractor of services (including one for
shared services and joint ventures)
furnishes services that permit the hospital
to comply with all applicable conditions of
participation and standards for the
contracted services.

1. The governing body must ensure that
the services performed under a
contract are provided in a safe and
effective manner.

2. The hospital must maintain a list of
all contracted services, including the
scope and nature of the services
provided.

§482.12(e)
§482.12(e)(1-2)

[] compliant [ ] Not Compliant

The governing body is responsible for assuring that hospital services are
provided in compliance with the Medicare Conditions of Participation and
according to acceptable standards of practice, irrespective of whether the
services are provided directly by hospital employees or indirectly by contract.

Consequently, a list of all contracted services, with the scope and nature of
such service, is maintained.

The governing body must take actions through the hospital’s QAPI program
to:

= assess the services furnished directly by hospital staff and those
services provided under contract.

= identify quality and performance problems.
= implement appropriate corrective or improvement activities.

= ensure the monitoring and sustainability of those corrective or
improvement activities. (See §482.21 QAPI.)

Patient care and patient care associated services, provided under contract
are subject to the same hospital-wide quality assessment and performance
improvement (QAPI) evaluation as other services provided directly by the
hospital.

This standard is not met as evidenced by:

INTERVIEW AND DOCUMENT REVIEW

Verify:

All contractor services provided in
the hospital are in compliance with
the Conditions of Participation for
hospitals.

" The list for contracted services
includes all contractual providers
(including shared service or joint
venture). The list includes the
scope and nature of the services
provided.

" The process used to evaluate the
quality of care for each patientcare
and patient care associated
contracted service.
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01.01.23 For future use

01.01.24 For future use

01.01.25 Policy and procedure review

and approval

The organization has a formal policy that

establishes the process for policy and
procedure approval.

Unless specifically indicated by state,

federal regulations, or elsewhere in this
manual, policies and procedures are to be

reviewed at least every three years.

|:| Compliant |:| Not Compliant

The organization is responsible to ensure its policies and procedures are
current.

The policy approval process may vary depending upon the size, type and
complexity of the organization.

The organization identifies the policies and procedures that require approval
by one or more of the following:

= Governing Body

® Chief Executive Committee

= Medical Executive Committee

®  Chair, Medical Department

=  Chief Nursing Executive

This standard is not met as evidenced by:

DOCUMENT REVIEW

Verify:

The hospital has a formal policy
that establishes the approval
process and frequency of policy and
procedure review.

The hospital ensures all policies are
reviewed at least every three years
and consistent with the
organization’s policy.

01.01.26 Medically-related patient care

services

The hospital shall have an ongoing plan,
consistent with available community and

hospital resources, to provide or make

available social work, psychological, and
educational services to meet the medically

related needs of its patients.

Eff. 03.01.2023 | achc.org | Page 36

|:| Compliant |:| Not Compliant

The hospital should have policies and procedures to provide or make
available medical related services to meet the needs of patients regarding:

= Social work

Psychological, and

Educational services.

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

DOCUMENT REVIEW

Review:

The hospital’s plan for providing
medically related social work,
psychological and educational
needs of its patients.
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®" The documentation of the
agreements (e.g., contracts,
memorandum of understanding, or
letters of agreement) to assure that
services are available to all patients
needing them.

01.02.01 Emergency services

The hospital must ensure the emergency
services requirements are met.

§482.12(f)

[ ] compliant [ ] Not Compliant

No additional information.

This standard is not met as evidenced by:

= Score compliance based on the
outcome of scoring Chapter 20,
Emergency Services if an emergency
department is present.

= |f there is no Emergency Department/
Services, score compliance based on
standards 01.02.03 and/or 01.02.04.

01.02.02 Emergency services
compliance with federal laws

If emergency services are provided at the
hospital, the hospital must comply with
the requirements of 42 CFR §482.55.

§482.12(F)(1)

[ ] compliant [ ] Not Compliant

No additional information.

This standard is not met as evidenced by:

= Score based on the outcome of
scoring in Chapter 20, Emergency
Services.

= |f there is no Emergency
Department/Services, score this as
“not applicable.”
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01.02.03 Policies regarding emergency

care when services are not provided

If emergency services are not provided at

the hospital, the governing body must

assure that the medical staff has written

policies and procedures for appraisal of
emergencies, initial treatment, and
referral when appropriate.

§482.12(F)(2)
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|:| Compliant |:| Not Compliant
This requirement applies hospital-wide (all on-campus and off-campus
locations) to hospitals that do not provide emergency services.

Hospitals without emergency departments must have appropriate policies
and procedures in place for addressing individual’s emergency care needs 24
hours per day and 7 days per week, including the following:

APPRAISAL OF PERSONS WITH EMERGENCIES

A hospital must have medical staff policies and procedures for conducting
appraisals of persons with emergencies. The policies and procedures must
ensure that:

= Asrequired by 42 CFR §482.23(b), an RN is immediately available, as
needed, to provide bedside care to any patient and that,

=  Among such RN(s) who are immediately available at all times, there
must be an RN(s) who is/are qualified, through a combination of
education, licensure, and training, to conduct an assessment that
enables them to recognize the fact that a person has a need for
emergency care.

The policies and procedures for appraisal should provide that the MD or DO
(on-site or on-call) would directly provide appraisals of emergencies or
provide medical direction of on-site staff conducting appraisals.

INITIAL TREATMENT

A hospital must have medical staff policies and procedures for providing the
initial treatment needed by persons with emergency conditions.

Among the RN(s) who must be available at all times in a hospital as required
by 42 CFR §482.23(b) [see standard 16.00.04], 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. The

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

INTERVIEW AND DOCUMENT REVIEW

Interview hospital staff at various
locations. Can they state their duties
and what they are to do if an individual
seeks or needs emergency care at their
location?

Verify that the medical staff has
adopted written policies and
procedures for the management of
medical emergencies.

Review emergency care policies and
procedures. Are they consistent with
the expectations articulated above for
appraisal, initial treatment, and
referral? Do they address emergency
procedures for all on-campus and off-
campus locations?
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STANDARD REQUIRED ELEMENTS/ADDITIONAL INFORMATION SCORING PROCEDURE

on-site or on-call physician could provide initial treatment directly or provide
medical oversight and direction to other staff. This requirement, taken
together with other hospital regulatory requirements, suggests that a prudent
hospital would evaluate the patient population the hospital routinely cares
for in order to anticipate potential emergency care scenarios and develop the
policies, procedures, and staffing that would enable it to provide safe and
adequate initial treatment of an emergency.

REFERRAL WHEN APPROPRIATE

A hospital must have medical staff policies and procedures to address
situations in which a person’s emergency needs may exceed the hospital’s
capabilities.

The policies and procedures should be designed to enable hospital staff
members who respond to emergencies to:

=  recognize when a person requires a referral or transfer, and

® assure appropriate handling of the transfer.

This includes arrangement for appropriate transport of the patient.

Further, in accordance with the Discharge Planning CoP at 42 CFR §482.43(d),
the hospital must transfer patients to appropriate facilities, i.e., those with
the appropriate capabilities to handle the patient’s condition.

The regulation also requires that necessary medical information be sent along
with the patient being transferred. This enables the receiving hospital to treat
the medical emergency more efficiently.

PATIENT TRANSPORTATION AND EMERGENCY MEDICAL SERVICES (EMS)

A hospital may arrange transportation of the referred patient by several
methods, including using the hospital’s own ambulance service, the receiving
hospital’s ambulance service, a contracted ambulance service, or, in
extraordinary circumstances, alerting EMS via calling 9-1-1. There is no
specific Medicare prohibition on a hospital with or without an emergency
department calling 9-1-1 in order to obtain transport of a patient to another

i A
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hospital. Use of 9-1-1 to obtain transport does not, however, relieve the
hospital of its obligation to arrange for the patient’s transfer to an
appropriate facility and to provide the necessary medical information along
with the patient.

A hospital policy or practice that relies on calling 9-1-1 in order for EMS to
substitute its emergency response capabilities for those the hospital is
required to maintain, as described above, is not consistent with the Medicare
CoPs. For example, a hospital may not rely upon 9-1-1 to provide appraisal
and initial treatment of medical emergencies that occur at the hospital. Such
policy or practice should be considered as condition-level non-compliance
with the applicable CoP, 42 CFR §482.55 or 42 CFR §482.12(f).

01.02.04 Off-site emergency care

If emergency services are provided at the
hospital but are not provided at one or
more off-campus departments of the
hospital, the governing body of the
hospital 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.

§482.12(F)(3)
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|:| Compliant |:| Not Compliant

This requirement applies to any off-campus hospital department / location
that does not qualify as a dedicated emergency department in accordance
with 42 CFR §489.24(b) and is part of a hospital that provides emergency
services. Such departments/locations must have and must implement medical
staff policies and procedures for the appraisal of emergencies and referral
when appropriate.

APPRAISAL OF PERSONS WITH EMERGENCIES

A hospital must have medical staff policies and procedures for conducting
appraisals of persons with emergencies at off-campus departments/locations
that are not dedicated emergency departments.

The policies and procedures must ensure that clinical personnel -- who are
qualified, through a combination of education, licensure, and training, to
conduct an assessment that enables them to recognize the fact that a person
has a need for emergency care -- are available during all hours of operation at
the off-campus department/location.

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

INTERVIEW AND DOCUMENT REVIEW

" |nterview off-campus hospital
department staff. Can they state their
duties and what they are to do if an
individual seeks emergency care?

= Review emergency care policies and
procedures. Determine if they address
emergency procedures for all off-
campus locations.
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REFERRAL WHEN APPROPRIATE

A hospital must have medical staff policies and procedures to address
situations in which a person’s emergency needs may exceed the capabilities
of the off-campus departments/locations that are not dedicated emergency
departments.

The policies and procedures should be designed to enable staff members at
such locations to:

"  recognize when a person requires a referral or transfer, and
= assure appropriate handling of the transfer.

This includes arrangement for appropriate transport of the patient along
with the transfer of the patient’s medical information so that the
receiving hospital may treat the medical emergency more efficiently.

INITIAL TREATMENT

Although there is no specific regulatory requirement for such off-campus
departments or locations to provide initial treatment of emergencies,
nevertheless they are expected to provide treatment and stabilization
consistent with the complexity of services, the type and qualifications of
clinical staff, and the resources available at that location.

This expectation is based on the requirements of the Outpatient Services CoP
that hospital outpatient services meet the needs of the patients in
accordance with acceptable standards of practice, outpatient services must
be appropriately organized and integrated with inpatient services, and
outpatient services must have appropriate professional and nonprofessional
personnel available. For example, an off-campus cardiac rehabilitation clinic
would be expected to have the appropriate qualified staff, equipment (such
as a crash cart), and policies and procedures in place to appropriately provide
appraisal, initial interventions, and referral of a patient who experiences a
cardiac emergency.

A hospital policy or practice that relies on calling 9-1-1 in order for EMS to
substitute its emergency response capabilities for those the hospital is
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required to maintain at its off-campus departments/locations, as described
above, is not consistent with the Medicare CoPs. However, given the more
limited emergency capabilities that may be present in some off-campus
departments or locations, calling 9-1-1 to respond to an emergency might be
appropriate. See the hospital emergency services CoP (42 CFR §482.55) for
the emergency requirements for the hospital’s locations that provide
emergency services.
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INTRODUCTION: §482.1 Basis and Scope

HOSPITAL DEFINITION AND REGULATORY ENFORCEMENT AUTHORITIES

“In order to qualify for a provider agreement as a hospital (other than a psychiatric hospital as defined at section 1861(f) of the Act) under Medicare and Medicaid, an
entity must meet and continue to meet all of the statutory provisions of §1861(e) of the Act, including the Condition of Participation requirements. See also 42 CFR
488.3(a)(1) and 42 CFR 489.12. This means the entity must:

= Be primarily engaged in providing, by or under the supervision of physicians, to inpatients (A) diagnostic services and therapeutic services for medical diagnosis,
treatment, and care of injured, disabled, or sick persons, or (B) rehabilitation services for the rehabilitation of injured, disabled, or sick persons;

® Maintain clinical records on all patients [addressed in 42 CFR 482.24, Medical Records];
= Have medical staff bylaws [42 CFR 482.12, Governing Body, and 42 CFR 482.22, Medical Staff];

= Have a requirement that every patient with respect to whom payment may be made under Title XVIIIl must be under the care of a physician except that a
patient receiving qualified psychologist services (as defined in section 1861(ii) of the Act) may be under the care of a clinical psychologist with respect to such
services to the extent permitted under State law [42 CFR 482.12, Governing Body];

=  Provide 24-hour nursing service rendered or supervised by a registered professional nurse, and has a licensed practical nurse or registered professional nurse on
duty at all times...[42 CFR 482.23, Nursing Services];

® Have in effect a hospital utilization review plan which meets the requirements of section 1861(k) of the Act [42 CFR 482.30, Utilization Review];
® Have in place a discharge planning process that meets the requirements of section 1861(ee) of the Act [42 CFR 482.43, Discharge Planning];

® |f located in a state in which state or applicable local law provides for the licensing of hospitals, be licensed under such law or be approved by the agency of the
State or locality responsible for licensing hospitals as meeting the standards established for such licensing [42 CFR 482.11, Compliance with Federal, State, and
Local Laws];

® Have in effect an overall plan and budget that meets the requirements of section 1861(z) of the Act [42 CFR 482.12, Governing Body]; and

= Meet any other requirements as the Secretary finds necessary in the interest of the health and safety of individuals who are furnished services in the institution
[42 CFR Parts 482 and 489, among others].”

Considerations:

Generally, a hospital is primarily engaged in providing inpatient services under section 1861(e)(1) of the Act when it is directly providing such services to inpatients.
Having the capacity or potential capacity to provide inpatient care is not the equivalent of actually providing such care. Inpatient hospital services are defined under
section 1861(b) of the Act and in the regulations at 42 CFR Part 409, Subpart B. CMS guidance describes an inpatient as “a person who has been admitted to a hospital for
bed occupancy for purposes of receiving inpatient hospital services .... Generally, a patient is considered an inpatient if formally admitted as an inpatient with the
expectation that he or she will require hospital care that is expected to span at least two midnights and occupy a bed even though it later develops that the patient can
be discharged or transferred to another hospital and not actually use a hospital bed overnight.” (Medicare Benefit Policy Manual, Chapter 1, §10,
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https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c01.pdf)

The “expectation of a two midnight stay” for an inpatient is that the intent of the physician was that the patient be admitted to the hospital for an inpatient stay as
opposed to that of observation status which is an outpatient service.

Therefore, an average length of stay (ALOS) of two midnights would be one of the benchmarks considered for certification as a hospital.

®" |n making a determination of whether a facility meets the CMS definition of a hospital, CMS considers multiple factors and will make a final determination based
on an evaluation of the facility in totality. Such factors include, but are not limited to, average daily census (ADC), average length of stay (ALOS), the number of
off-campus outpatient locations, the number of provider-based emergency departments, the number of inpatient beds related to the size of the facility and
scope of services offered, volume of outpatient surgical procedures compared to inpatient surgical procedures, staffing patterns, patterns of ADC by day of the
week, etc. Hospitals are not required to have a specific inpatient to outpatient ratio to meet the CMS definition of a hospital.

For surveyors to determine whether or not a hospital is in compliance with the statutory and regulatory requirements of Medicare participation, including the definition
of a hospital, they must observe the provision of care. Medicare requirements at 42 CFR 488.26(c)(2) state that “The survey process uses resident and patient outcomes
as the primary means to establish the compliance process of facilities and agencies. Specifically, surveyors will directly observe the actual provision of care and services to
residents and/or patients, and the effects of that care, to assess whether the care provided meets the needs of individual residents and/or patients.”

Because §488.26(c)(2) and section 1861(e) of the Act refer to patients (plural), hospitals must have at least two inpatients at the time of the survey in order for surveyors
to conduct the survey. However, two inpatients at the time of a survey does not necessarily mean that the facility is primarily engaged in inpatient care and satisfies all of
the statutory requirements to be considered a hospital for Medicare purposes. Having two patients at the time of a survey is merely a starting point in the overall survey

and certification process.

If a hospital does not have at least two inpatients at the time of a survey, a survey will not be conducted at that time and an initial review of the facility’s admission data
will be performed by surveyors while onsite to determine if the hospital has had an average daily census (ADC) of at least two and an average length of stay (ALOS) of at
least two midnights over the last 12 months.

= Average daily census is calculated by adding the midnight daily census for each day of the 12-month period and then dividing the total number by the number of
days in the year.

® For facilities that have multiple campuses operating under the same CMS Certification Number (CCN), the ADC is not calculated individually at each campus. All
locations make up the entire facility and the ADC will be based on the total inpatient census from all campuses. This also includes PPS excluded psychiatric and
rehabilitation units that are part of the facility.

®  The ALOS is calculated by dividing the total number of inpatient hospital days (day of admission to day of discharge, including day of death) by the total number
of discharges in the hospital over 12 months.

= For facilities that have not been operating for 12 months at the time of the survey, an ADC calculated using 12 months as the denominator may falsely result in
an ADC of less than two. Therefore, facilities that have been operating for fewer than 12 months at the time of the survey should calculate ADC based on the
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number of months the facility has been operational but no less than three months. This does not mean that a facility must be operational for at least three
months before a survey can be completed. It merely means that the ADC cannot be calculated using a denominator of less than three months.

If the ADC and ALOS is two or more, the State Survey Agency (SA) or Accrediting Organization (AO) makes the determination that a second survey will be
attempted at a later date.

If the facility does not have a minimum ADC of two inpatients and an ALOS of two over the last 12 months (or less than 12 months for facilities that have not
been operational for at least 12 months), the facility is most likely not primarily engaged in providing care to inpatients and the SA or AO may not conduct the
survey. The SA or AO must immediately contact the CMS Regional Office (RO) to inform them that a survey could not be completed and the RO will review
additional information provided by the SA or AO to determine whether a second survey should be attempted.

When the ADC and ALOS are NOT a minimum of two, the SA or AO do not make the final determination whether a second survey will be attempted. Instead, the
SA or AO must obtain further information from the facility (other factors described below), review the information and make a recommendation to the RO
regarding whether a second survey should be attempted. The SA or AO must provide its recommendation in writing to the RO along with the supporting
information used to make the recommendation. The RO must review the recommendation and information and make a determination on whether a second
survey will be conducted and communicate its decision to the SA or AO within seven business days of receipt of the recommendation. AO communication to the
RO must be via the current established process used for all other written communication to the RO.

If, during a second survey attempt, the facility does not have two inpatients, the survey will not be conducted and the SA or AO must cite condition level non-
compliance with §482.1. In addition, the SA or AO must immediately notify the RO of the situation. The RO will then proceed with either denial of certification
(for initial applicants) in the Medicare program or termination of the provider agreement (for currently participating hospitals). For currently participating
hospitals, the RO will base any termination action on the totality of the situation including consideration of any access to care issues.

Other factors:

Other factors that the CMS Regional Office should consider in determining whether to (1) conduct a second survey or (2) recommend denial of an initial applicant or
termination of a current provider agreement, include but are not limited to:

The number of provider-based off-campus emergency departments (EDs).
The number of inpatient beds in relation to the size of the facility and services offered.
The volume of outpatient surgical procedures compared to inpatient surgical procedures.

|II

If the facility considers itself to be a “surgical” hospital, are procedures mostly outpatient?
Patterns and trends in the ADC by the day of the week.

Staffing patterns. A review of staffing schedules should demonstrate that nurses, pharmacists, physicians, etc. are scheduled to work to support 24/7 inpatient
care versus staffing patterns for the support of outpatient operations.

How does the facility advertise itself to the community? Is it advertised as a “specialty” hospital or “emergency” hospital? Does the name of the facility include
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terms like, “clinic” or “center” as opposed to “hospital”?

The CMS RO should consider all of these factors (and others as necessary) to make a determination as to whether or not a facility is truly operating as a hospital for
Medicare purposes. A determination of non-compliance with §482.1 will not be based on a single factor, such as failing to have two inpatients at the time of a survey.

It is important to note that CMS has the final authority to make the determination of whether or not a facility has met the statutory definition of a hospital after
considering the facility’s entire situation, the recommendations of the State Agency surveyors as well as the evidence submitted by the SAs and AOs.

As stated previously, a facility that meets state requirements for obtaining state status as a hospital is not AUTOMATICALLY considered a hospital for federal survey and
certification purposes without further evaluation and consideration of all relevant CMS requirements.

In addition, approval by the Medicare administrative contractor of an enrollment application does not convey hospital status for CMS purposes.

Hospital status is only conveyed and approved by the CMS RO after a survey has been completed and the results clearly demonstrate that the facility has met all the
federal requirements, including the statutory definition.
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02.00.00 CONDITION OF
PARTICIPATION: Basis and Scope

STATUTORY BASIS

Section 1861(e) of the [Social Security] Act
provides that—

(i) Hospitals participating in Medicare
must meet certain specified
requirements; and

(ii) The Secretary may impose additional
requirements if they are found
necessary in the interest of the health
and safety of the individuals who are
furnished services in hospital.

SCOPE

Except as provided in 42 CFR 488 subpart
A, the provisions of this part serve as the
basis of survey activities for the purpose of
determining whether a hospital qualifies
for a provider agreement under Medicare
and Medicaid.

§482.1
§482.1
§482.1
§482.1
§482.1

a)(1)
a)(1)(i)
a)(1)(ii)
b)(1)
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[ ] compliant [ ] NotCompliant

DEFINITION OF A HOSPITAL

Refer to the INTRODUCTION (above) for the statutory definition of a hospital
in accordance with Social Security Act 1861(e) (the Act).

QUALIFICATION FOR MEDICARE CERTIFICATION

In order to qualify for a provider agreement as a hospital under Medicare and
Medicaid, an entity must meet and continue to meet all of the statutory
provisions of §1861(e) of the Act, including the Condition of Participation
requirements. See also 42 CFR§ 488.3(a)(1) and 42 CFR §489.12.

This means the entity “must be primarily engaged in providing, by or under
the supervision of physicians, to inpatients (A) diagnostic services and
therapeutic services for medical diagnosis, treatment, and care of injured,
disabled, or sick persons, or (B) rehabilitation services for the rehabilitation of
injured, disabled, or sick persons;”

“Generally, a hospital is primarily engaged in providing inpatient services
under 1861(e)(1) of the Social Security Act when it is directly providing such
services to inpatients.”

1. The facility must have at least two inpatients for a survey to be
conducted.

However, just because a facility has two inpatients at the time of a survey
does not necessarily mean that the facility satisfies all of the statutory
requirements to be considered a hospital for Medicare purposes.

Having two patients at the time of a survey is merely a starting point in
the overall survey and certification process.

An assessment of ‘other factors’ that support the requirements is
required. The list of those ‘other factors’ is provided above in the
INTRODUCTION.

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

OBSERVATION AND DOCUMENT REVIEW

= Collect morning census report.

= Verify there are at least two inpatients
at the time of survey. If yes:

O Request and verify:

1) Average Daily Census (ADC) from
previous 12 months is two or more
patients.

2) Average Length of Stay (ALOS)
from previous 12 months is two or
greater midnights. (For facilities in
operation fewer than 12 months,
collect data for the duration of
operation, but not less than three
months.)

o The facility meets the CMS definition
of a hospital, and

e Provides the requisite services of
a hospital, and

e Demonstrates compliance with
the Conditions of Participation.

®  Conduct an assessment of the ‘other
factors’ (see INTRODUCTION for list).
If no:

o The survey cannot be conducted.

o Ask for the following data. Each
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Upon verification that the facility has two inpatients at the time of
survey, the survey will commence and will begin to evaluate whether the
facility meets the definition of a hospital and is in compliance with ALL of
the hospital Conditions of Participation (CoP).

If a facility does not have two inpatients, the survey cannot be
conducted.

HOSPITAL LICENSURE INFORMATION

Section 1861(e)(7) of the Social Security Act requires that for a hospital
located in a state which provides for the licensing of hospitals, the hospital
must be licensed in accordance with state law or approved as meeting
standards for licensing as established by the agency of the state or locality
responsible for the licensing of hospitals.

1.

A facility that meets state requirements for obtaining state status as a
hospital is NOT AUTOMATICALLY considered a hospital for federal survey
and certification purposes without further evaluation and consideration
of all relevant CMS requirements.

While a facility may have a license from a state to operate as a hospital or
may have been approved by a state as a hospital under state or local
standards and authorities, that facility MAY STILL NOT MEET the
Medicare definition of a hospital as per the Social Security Act.

The criteria used by a state to determine that a hospital meets the
requirements for state licensure as a hospital IS NOT THE SAME CRITERIA
used to define a hospital for the purpose of participation in Medicare,
and each state has its own criteria and standards for licensure.

ACUTE CARE HOSPITAL

report must be printed or sent
electronically to the ACHC office for
review prior to surveyor departure.

1) Average Daily Census (ADC):

e Request daily data x 12 months
demonstrating inpatients
Monday through Sunday.

e Look for patterns and trends in
the ADC by day of week. Does
the ADC consistently drop to
zero on Saturdays? Sundays?

2) Average Length of Stay (ALOS):
e Request daily data x 12 months

e For facilities in operation fewer
than 12 months, collect data
for duration of its operation,
but not less than 3 months.

3) The number of provider-based
off-campus emergency
departments.

4) The volume of surgical procedures
for last 12 months:

e Inpatient surgical procedures
e Outpatient surgical procedures

5) Staffing schedules by day of week
and shift for the last 12 months.
(For facilities in operation less
than 12 months, collect data for
the duration of operation, but
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ACUTE CARE HOSPITAL

not less than 3 months.)

o Verify the facility is providing
the appropriate types and
adequate numbers of staff to
support 24/7 inpatient services
(i.e., nursing, pharmacy,
physicians, etc.)

6) Number of inpatient beds in
relation to the size of the facility
and services offered.

e Determine if the number of
inpatient beds could support
emergency or unplanned
admissions from the volumes
of other services offered by the
facility, such as ED patients or
outpatient surgery patients?

® Score at the condition level if the
morning census does not reflect two
inpatients at time of survey.

Note: The ACHC office will review the
administrative data and score at the
condition level, if the facility fails to
demonstrate it meets the CMS definition of
a hospital.
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03.00.00 CONDITION OF PARTICIPATION:

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.

§482.22

[ ] compliant [ ] Not Compliant
The hospital may have only one medical staff for the entire hospital (including
all campuses, provider-based locations, satellites, remote locations, etc.).

The medical staff must be organized and integrated as one body that
operates under one set of bylaws. These bylaws must apply equally to all
practitioners within each category, at all locations of the hospital, and to the
care provided at all locations of the hospital.

For example, a multi-campus hospital may not have a separately organized
medical staff for each campus. In the case of a hospital system, it is
permissible to have a unified medical staff for multiple, separately certified
hospitals.

The single medical staff is responsible for the quality of medical care provided
to patients by the hospital.

This standard is not met as evidenced by:

Note: Score based on the aggregate results
of scoring of ONLY the §482.22 standards
and sub-standards in this chapter.

03.00.01 Eligibility and process for
appointment 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
standard 01.01.12 [42 CFR §482.12(c)(1)])
and non-physician practitioners who are
determined to be eligible for appointment
by the governing body.

§482.22(a)
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[ ] compliant [ ] Not Compliant

The hospital’s governing body is responsible for determining which
types/categories of physicians and non-physician practitioners or other
licensed healthcare professionals (collectively referred to in this guidance as
“practitioners”), may be privileged to provide care to hospital patients.

= All practitioners who require privileges to furnish care to hospital
patients must be evaluated under the hospital’s medical staff privileging
system before the hospital’s governing body may grant them privileges.

= All practitioners granted hospital privileges must function under the
bylaws, rules, and regulations of the hospital’s medical staff.

" The privileges granted to an individual practitioner must be consistent

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

INTERVIEW AND DOCUMENT REVIEW
Verify:

" Hospital and medical staff leadership
can describe the categories of
practitioners who are members of the
medical staff or who may be granted
medical staff privileges.

O Review supporting documentation.

= |f the hospital grants medical staff
privileges and/or membership to
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with state scope of practice laws.

PHYSICIANS

The medical staff must be composed, at minimum, of physicians who are
MDs/DOs. In addition, the medical staff may include other healthcare
professionals included in the definition of a “physician” in Section 1861(r) of
the Social Security Act:

= Doctor of dental surgery or of dental medicine.
= Doctor of podiatric medicine.
= Doctor of optometry.

= Chiropractor.

In all cases the healthcare professionals included in the definition of a
physician must be legally authorized to practice within the state in which the
hospital is located and must provide services within their authorized scope of
practice. In certain instances, the Social Security Act and regulations attach
further limitations as to the type of hospital services for which healthcare
professionals may be considered a “physician.” See §482.12(c)(1) for more
detail on these limitations.

Note: For Information — Not Required/ Not to be Cited

CMS expects that all physician practitioners granted privileges are also
appointed as members of the medical staff. However, if state law limits
the composition of the hospital’s medical staff to certain categories of
practitioners, e.g., only MDs or DOs, there is nothing in the CoPs that
prohibits hospitals from establishing certain practice privileges for other
categories of physician practitioners excluded from medical staff
membership under state law, or from granting those privileges to
individual practitioners in those categories, as long as such privileges are
recommended by the medical staff, approved by the governing body, and
in accordance with state law. (79 FR 27114 — 27115, May 12, 2014)

For physician practitioners granted privileges only, the governing body and

ACUTE CARE HOSPITAL

physicians who are not MDs/DOs or to
non-physician practitioners, the
process used ensures that any
privileges granted is consistent with
state law.

O Review supporting documentation.

Hospital and medical staff leadership
can describe the process by which
they exercise oversight of
practitioners granted privileges only.
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medical staff must exercise oversight through credentialing and competency
review just as they would for physicians appointed to the medical staff.

NON-PHYSICIAN PRACTITIONERS

Any privileges granted to non-physician practitioners must be in accordance
with state law, regulations, and scope of practice.

The governing body has the authority, in accordance with state law, to
appoint non-physician practitioners to the medical staff. The regulation allows
hospitals to take advantage of the expertise and skills of all types of
practitioners at the hospital when making recommendations and decisions
concerning medical staff privileges and membership.

Note: For Information Only — Not Required/Not to be Cited

CMS expects that all practitioners granted privileges are also appointed
as members of the medical staff. However, if state law limits the
composition of the hospital’s medical staff to certain categories of
practitioners, e.g., only physician practitioners, there is nothing in the
CoPs that prohibits hospitals from establishing certain practice privileges
for those specific categories of non-physician practitioners excluded from
medical staff membership under state law, or from granting those
privileges to individual practitioners in those categories, as long as such
privileges are recommended by the medical staff, approved by the
governing body, and in accordance with state law. (79 FR 27114 - 27115,
May 12, 2014)

For non-physician practitioners granted privileges only, the hospital’s
governing body and its medical staff must exercise oversight just as they
would for those practitioners appointed to the medical staff.

Practitioners are described in Section 1842(b)(18)(C) of the Social Security Act
as any of the following:

= Physician assistant (as defined in Section 1861(aa)(5) of the Act).

= Nurse practitioner and clinical nurse specialist (as defined in Section
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1861(aa)(5)).

= Certified registered nurse anesthetist (as defined in Section 1861
(bb)(2)).

= (Certified nurse-midwife (as defined in Section 1861(gg)(2)).
= (Clinical Social Worker (as defined in Section 1861(hh)(1)).

= (Clinical psychologist (as defined in 42 CFR §410.71 for purposes of
Section 1861(ii) of the Act).

= Anesthesiologist’s Assistant (as defined in §410.69).
= Registered dietitian or nutrition professional.

Other types of licensed healthcare professionals have a more limited scope of
practice and are generally not eligible for hospital medical staff privileges
unless the permitted scope of practice in their state makes them more
comparable to the above types of non-physician practitioners.

Examples of such licensed healthcare professionals who might be eligible for
medical staff privileges include, but are not limited to:

® Physical Therapist (as defined at §410.60 and §484.4).
® Qccupational Therapist (as defined at §410.59 and §484.4).
® Speech Language Therapist (as defined at §410.62 and §484.4).

Some states have established a scope of practice for certain licensed
pharmacists permitting patient care services including the monitoring and
assessing of patients and ordering medications and laboratory tests that
make them more like the above types of non-physician practitioners.

" |n such states, a hospital may grant medical staff privileges to such
pharmacists and/or appoint them as members of the medical staff.
There is no standard term for such pharmacists, although they are
sometimes referred to as “clinical pharmacists.”

Practitioners may be granted active, courtesy, emergency, temporary, etc.

ACUTE CARE HOSPITAL
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membership or privileges in accordance with state law and as specified in the
medical staff bylaws, rules, and regulations.

03.00.02 Periodic appraisal of members

The Medical Staff must periodically
conduct appraisals of its members.

§482.22(a)(1)
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[ ] compliant [ ] Not Compliant

The medical staff must at regular intervals appraise the qualifications of all
practitioners appointed to the medical staff/granted medical staff privileges.
In the absence of a state law that establishes a time frame for periodic
reappraisal, an appraisal is conducted at a minimum, every 36 months for
each practitioner.

The purpose of the appraisal is for the medical staff to verify the suitability of
continuing the medical staff membership or privileges of each individual
practitioner, identifying if that individual’s membership or privileges should
be continued, discontinued, revised, or otherwise changed.

Appraisal procedures must evaluate each individual practitioner’s
qualifications and demonstrated competencies to perform each task or
activity for which he/she has been granted privileges within the applicable
scope of practice or privileges for that type of practitioner. Components of
practitioner qualifications and demonstrated competencies would include at
least: 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.

" |n addition to the periodic appraisal of members, any procedure/
task/activity/privilege requested by a practitioner that goes beyond the
specified list of privileges for that particular category of practitioner
requires an appraisal by the medical staff and approval by the governing
body.

® The appraisal must consider evidence of qualifications and

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

DOCUMENT REVIEW

Verify:

The medical staff has a system in
place to reappraise each of its current
members and their qualifications at
regular intervals, or, if applicable, as
prescribed by state law.

The medical staff bylaws identify the
process and criteria to be used for the
periodic appraisal.

The criteria used for reevaluation
comply with the requirements of this
section, state law and hospital bylaws,
rules, and regulations.

The medical staff has a system to
ensure that practitioners seek
approval to expand their privileges for
tasks/activities/ procedures that go
beyond the specified list of privileges
for their category of practitioner.

The medical staff conducts the
periodic appraisals of any current
member of the medical staff who has
not provided patient care at the
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competencies specific to the nature of the request. It must also consider
whether the activity/task/procedure is one that the hospital can support
when it is conducted within the hospital.

Privileges cannot be granted for tasks/procedures/activities that are not
conducted within the hospital, regardless of the individual practitioner’s
ability to perform them.

After the medical staff conducts its reappraisal of individual members,
the medical staff makes recommendations to the governing body to
continue, revise, discontinue, limit, or revoke some or all of the
practitioner’s privileges, and the governing body takes final appropriate
action.

A separate credentials file must be maintained for each medical staff
member.

The hospital must ensure that the practitioner and appropriate hospital
patient care areas/departments are informed of the privileges granted
to the practitioner, as well as of any revisions or revocations of the
practitioner’s privileges.

Whenever a practitioner’s privileges are limited, revoked, or in any way
constrained, the hospital must report those constraints to the
appropriate state and federal authorities, registries, and/or data bases,
such as the National Practitioner Data Bank.

hospital or who has not provided care
for which he/she is privileged to
patients at the hospital during the
appropriate evaluation time frames.

0 Does this method meet state law
and the hospital’s written criteria
for medical staff membership and
for granting privileges?

0 The reappraisal period is conducted
at a minimum every 36 months, or
sooner if required by state law or
other regulation.

03.00.03 For future use

03.00.04 For future use
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03.00.05 Responsibilities of privileged
professionals

The responsibilities for all privileged
practitioners must include:

A. Participating in medical staff
functions, committee activity,
educational, and Quality Assessment
and Performance Improvement
(QAPI) activities.

B. Abiding by Medical Staff bylaws, rules
and regulations.

C. Adhering to ethical practice
guidelines.

[ ] compliant [ ] Not Compliant

No additional information.

This standard is not met as evidenced by:

DOCUMENT REVIEW

Verify:

=  Medical staff bylaws, rules and
regulations include these
responsibilities.

= Through review of sample files,
practitioners attest to these
responsibilities at appointment/
reappointment.

03.00.06 Recommendation for
appointment to governing body

The medical staff must examine the
credentials of all eligible candidates for
medical staff membership and make
recommendations to the governing body
on the appointment of these 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
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[ ] compliant [ ] Not Compliant

An established process includes examining credentials of individual
prospective members (new appointments or reappointments) by the medical
staff including, at least:

= A request for clinical privileges.

= Evidence of current licensure.

® Evidence of training and professional education.
" Documented experience.

= Supporting references of competence.

The medical staff bylaws may require board certification when considering
membership or privileges for an MD/DO but such certification may not be the
only factor that the medical staff considers.

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

INTERVIEW AND DOCUMENT REVIEW

Verify:

= Medical staff bylaws identify the
process and criteria to be used for the
evaluation of candidates for medical
staff membership/privileges.

= (Criteria used for evaluation comply
with the requirements of this section,
state law, and hospital bylaws, rules
and regulations.

= |eadership of the medical staff can
describe methods used to ensure that
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requirements contained in 42 CFR 482.22. The medical staff makes recommendations to the governing body for each all medical staff members and non-
§482.22(a)(2) candidate that are specific to type of appointment and extent of the member practitioners who hold
individual practitioner’s specific clinical privileges, and the governing body privileges adhere to the medical staff
takes final appropriate action. bylaws, rules and regulations and are

afforded the due protections and
process rights provided for under the
bylaws, rules and regulations.

Each practitioner who is a member of the medical staff or who holds medical
staff privileges is subject to all the requirements of the Medical Staff

Condition of Participation.
o Ask for specific examples of actions

The medical staff and the governing body must enforce its medical staff taken.
requirements and take appropriate actions when individual members or other

. . . . . ® Practitioners are made aware of their
practitioners with privileges fail to adhere to the bylaws, rules or regulations.

rights and responsibilities with respect

They must likewise afford all members/practitioners who hold privileges the to medical staff bylaws, rules and
protections and due process rights provided for in the bylaws, rules and regulations.
regulations.

A separate credentials file must be maintained for each individual medical
staff member or applicant.

03.00.07 Duties and responsibilities to
patients

The duties and privileges for all privileged
practitioners include:

A.

Provision of continuous care/supervi-
sion of his/her patients.

Calling for, or responding to, consulta-
tions when required by patient
condition or hospital requirement.

. . This standard is not met as evidenced by:
|:| Compliant |:| Not Compliant

No additional information. DOCUMENT REVIEW

Verify:

= Credentialing documentation
describes duties and obligations for all
credentialed provider categories that
address these requirements.
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03.00.08 Telemedicine privileging
provisions through distant-site hospital

agreement

When telemedicine services are furnished
to the hospital’s patients through an
agreement with a distant-site hospital, the
governing body of the hospital whose
patients are receiving the telemedicine
services may choose, in lieu of the
requirements in standards 03.00.02 and
03.00.06 (42 CFR 482.22(a)(1) and (a)(2)),
to have its medical staff rely upon the
credentialing and privileging decisions
made by the distant-site hospital when
making recommendations on privileges for
the individual distant-site physicians and
practitioners providing such services, if the
hospital’s governing body ensures,
through its written agreement with the
distant-site hospital, that all of the
following provisions are met:

(i) The distant-site hospital providing the
telemedicine services is a Medicare
participating hospital.

(ii)  The individual distant-site physician or
practitioner is privileged at the
distant-site hospital providing the
telemedicine services, which provides
a current list of the distant-site
physician’s or practitioner’s privileges
at the distant-site hospital.
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|:| Compliant |:| Not Compliant |:| Not Applicable

This standard is only applicable if the hospital uses telemedicine services
through an agreement with a distant-site hospital.

The hospital’s governing body has the option, when considering granting
privileges to telemedicine physicians and practitioners, to have the hospital’s
medical staff rely upon the credentialing and privileging decisions of the
distant-site hospital for these physicians and practitioners. This process would
be in lieu of the traditional process required under 42 CFR §482.22(a)(1) and
42 CFR §482.22(a)(2), whereby the hospital’s medical staff conducts its own
review of each telemedicine physician’s or practitioner’s credentials and
makes a recommendation based on that individualized review.

In order to exercise this alternative credentialing and privileging option, the
hospital’s governing body must ensure through its written agreement with
the distant-site hospital that all of the following requirements are met:

" The distant-site hospital participates in the Medicare program. If the
distant-site hospital’s participation in Medicare is terminated, either
voluntarily or involuntarily, at any time during the agreement, then, as
of the effective date of the termination, the hospital may no longer
receive telemedicine services under the agreement.

" The distant-site hospital provides a list of all its physicians and
practitioners covered by the agreement, including their privileges at the
distant-site hospital. The list may not include any physician or
practitioner who does not hold privileges at the distant-site hospital. The
list must be current, so the agreement must address how the distant-
site hospital will keep the list current.

® Each physician or practitioner who provides telemedicine services to the
hospital’s patients under the agreement holds a license issued or
recognized by the state in which the hospital (not the distant-site

ACUTE CARE HOSPITAL

This standard is not met as evidenced by:

INTERVIEW AND DOCUMENT REVIEW

= |f the hospital provides telemedicine
services to its patients under an
agreement with a distant-site
hospital, ask whether the hospital’s
governing body has exercised the
option to have the medical staff rely
upon the credentialing and privileging
decisions of the distant-site hospital in
making privileging recommendations
on telemedicine physicians and
practitioners.

If yes, verify:

0O The written agreement with the
distant-site hospital addresses the
required elements concerning the
distant-site hospital’s Medicare
participation, licensure of
telemedicine physicians and
practitioners, current list of
telemedicine physicians and
practitioners with privileges, and
review by the hospital of the
telemedicine physicians’ and

practitioners’ services and provision of

this information to the distant-site
hospital.

o There is a list provided by the
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(iii)  The individual distant-site physician or

(iv)

practitioner holds a license issued or
recognized by the State in which the
hospital whose patients are receiving
the telemedicine services is located.

With respect to a distant-site
physician or practitioner, who holds
current privileges at the hospital
whose patients are receiving the

telemedicine services, the hospital has

evidence of an internal review of the
distant-site physician’s or
practitioner’s performance of these
privileges and sends the distant-site
hospital such performance
information for use in the periodic

appraisal of the distant-site physician

or practitioner. At a minimum, this
information must include all adverse
events that result from the

telemedicine services provided by the

distant-site physician or practitioner
to the hospital’s patients and all
complaints the hospital has received
about the distant-site physician or
practitioner.

§482.22(a)(3)
§482.22(a)(3)(i-iv)

hos