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Speaker
▪ Lena Browning 

▪ MHA, BSN, RNC-NIC, CSHA

▪ Consultant, Nash Healthcare 
Consulting

▪ 270-499-0843

▪ Lbrowning@NashHC.com  

▪ Email questions to CMS:                                               
Critical Access Hospitals: qsog_CAH@cms.hhs.gov.             
Acute hospitals: qsog_hospital@cms.hhs.gov.  
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Introduction to the CMS Hospital 

Conditions of Participation (CoPs)
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Why We are Here Today
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The Conditions of Participation (CoPs)

▪ Manual first out 1986

– Multiple updates

▪ Section numbers – “Tag” numbers

▪ Start in the Federal Register 

▪ Interpretive Guidelines  

▪ Survey procedures 

▪ Hospitals should check this website once a month for 
changes
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How to Keep Up with Changes

▪Confirm current CoP 1.

▪Check the survey and certification website monthly 2.

▪ If new manual – check CMS transmittal page 3.

▪Have one person in your facility who has this 
responsibility

▪
1  http://www.cms.hhs.gov/manuals/downloads/som107_Appendicestoc.pdf

▪ 2  http://www.cms.gov/SurveyCertificationGenInfo/PMSR/list.asp#TopOfPage

▪ 3 http://www.cms.gov/Transmittals
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Subscribe to the Federal Register
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https://public.govdelivery.com/accounts/USGPOOFR/subscriber/new



CMS Survey Memos
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www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Policy-
and-Memos-to-States-and-Regions



Example of Survey Memo
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CMS Hospital CoP Manual

▪ https://www.cms.gov/files/document/som107appendicestoc.pdf.
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Also Called State Operation Manual
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Swing Bed and Psyche - Briefly

▪Not covered in this series

▪Swing beds – added to appendix A and W

▪ Appendix T deleted

▪Psych hospital added to appendix A 

▪ Appendix AA deleted

▪ No longer subject to 2 separate on-site surveys
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Important Change to Manual

▪Reference to USP 747 

▪ Changes and additions such as USP 800

▪Did not include detailed requirements of USP

▪Now: compliance with

▪ Federal and state law 

▪ Generally accepted standards of practice 

▪ Guidelines by nationally recognized professional 
organizations
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Hospital Improvement Rule 2019 

▪Regulations effective November 2019 and in 2020

▪ Interpretive guidelines and survey procedures 
pending

▪Same day implemented discharge planning 
standards 

*See appendix for information to access the rules
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CMS Surveyor Training 

Website
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Training Site for Surveyors

17

https://qsep.cms.gov/welcome.aspx



Alphabetical Lists of Training
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CMS Deficiency Reports
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http://www.fiercehealthcare.com/story/hospitals-try-head-falls-risk-assessments-fall-prevention-classes/2016-01-12


Can Access Hospital Deficiency Data

▪ Includes acute care and CAH hospitals 

▪ List tag numbers

▪ Does not include the plan of correction but can request

▪ Questions to bettercare@cms.hhs.com

▪Updated quarterly
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Updated Deficiency Data Reports
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www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/CertificationandComplianc/Hospitals.html
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“Full Text Statements”
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www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/CertificationandComplianc/Hospitals.html



Count the Deficiencies by Tag Number
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Lists by State and Names Hospitals
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www.hospitalinspections.org/



Search for Hospital Survey Reports
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Read the Report
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CMS Survey Memos
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Recent Survey Memos of Interest 

▪ Privacy and confidentiality

▪ CRE and ERCPs, EBOLA

▪ Luer misconnections 

▪ IV and blood and blood 
products

▪ Use of insulin pens issue

▪ Immediate use steam 
sterilization

▪ Texting orders

▪ Ligature risks

▪ Three worksheets

▪ Glucose Monitoring

▪ Single dose vials and safe 
injection practices

▪ Humidity in the OR

▪ Reporting to internal PI 
program

▪ Complaint manual and 
reporting to AO

▪ Deficiencies of hospitals

▪ Equipment Maintenance

▪ OPO

▪ Medication and Safe Opioid 
Use

▪ Legionella
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Memo on Ligature Risk

▪TJC and CMS - safe environment vital to prevent 
patients hanging themselves or strangulation

▪Focuses on the care and safety of behavioral health 
patient and staff

▪No waivers for ligature risk deficiencies 

▪Hospitals cited will be required to provide monthly 
progress reports *

* See Appendix for information on accessing memos
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Memo on Texting

▪Medical record sections – tags 438, 441, and 467 

▪ No amendments made except to CAHs CoPs

▪Texting of orders not allowed

▪Permitted with other patient information:

▪ System secure, encrypted, and minimize the risks to 
privacy and confidentiality

▪ Text consults, emergency notification etc.

▪CPOE is the preferred way to enter an order
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CMS Memo on Texting  #2

32
www.cms.gov/Medicare/Provider-Enrollment-and-

Certification/SurveyCertificationGenInfo/Downloads/QSO-18-
10-ALL.pdf



Memo on Legionnaires’ Disease (LD)

▪ Grows water systems that are 
continuously wet 

▪ Water heaters and filters, 
fountains, water storage tanks, 
eyewash stations, ice 
machines, etc.

▪ 5,000 cases 2014

▪ 15% of associated with hospitals

▪ Check waterborne pathogen 
compliance 

▪ Conduct a facility risk 

assessment

* See appendix for memo 33



CDC Resources Legionnaires’ Disease
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CDC Water Management Program
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www.cdc.gov/legionella/downloads/too
lkit.pdf



Memo re: Complaint Manual

▪Updated compliance manual

▪ 2-day visit if death from restraint or EMTALA Immediate 
Jeopardy

▪ If immediate jeopardy – could have full validation 
survey if the regional office requests

▪ Regional office has discretion

▪ Appendix Q

▪GAO: share complaint information and survey 
findings with accreditation agency 

▪ TJC, DNV, HFAP, or CIHQ
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Memo on Insulin Pens

▪Regurgitation of blood into the cartridge can occur 

▪Need policy and procedure

▪One insulin pen per patient

▪Educate staff regarding the safe use of insulin pens 

▪CDC issues reminder on same and has free flier

37



CDC Reminder on Insulin Pens

38

www.cdc.gov/injectionsafety/clinical-reminders/insulin-pens.html
www.cdc.gov/injectionsafety/clinical-reminders/insulin-pens.html



CDC Flier Insulin Pens
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Insulin Pen Posters and Brochures Available
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www.oneandonlycampaign.org/content/insulin-pen-safety
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Memo on Four Infection Control Breaches

▪Address breaches and when warrant referral to the 
public health authorities

▪ Includes a finding by the state agency (SA) or an 
accreditation organization

▪CMS list breaches to be referred 

▪Referral is to the state authority:

▪ State epidemiologist or State HAI Prevention Coordinator
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Memo on Infection Control Breaches

▪Same needle for more than one individual

▪Same syringe, pen or injection device for more than 
one individual 

▪Re-using a needle or syringe subsequently entering 
a container then using contents for another 
individual

▪Same lancing/fingerstick device on more than one 
individual
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CRE and ERCP Scopes
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Memo on Safe Injection Practices

▪Entries into a SDV for repackaging must be 
completed within 6 hours of initial puncture 

▪ Follow USP guidelines

▪ Only time SDV can be used on multiple patients

▪Any other use is a violation of CDC standards

▪Will be cited under infection control standards

▪ Also includes ASCs, hospice, LTC, home health, CAH, 
dialysis, etc.
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Not All Vials Are Created Equal
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Memo on Safe Injection Practices

▪ Must follow nationally recognized standards of care 

▪ CDC guidelines

– SDV typically lack an antimicrobial preservative

– Once entered – can support the growth of microorganisms

▪ The vials must have:

▪ Beyond use date (BUD)  

▪ Storage conditions on the label

▪ If made in a single dose vial – must buy it in a single 
dose

▪ If only in multi-dose – use on one patient only
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Memo on Safe Injection Practices – cont’d

▪Mark multi-dose expired in 28 days 

▪ Less if manufacturer says

▪Do not take multi-dose vials into the patient’s room 
or operating room

▪Clean the top for 10-15 seconds with alcohol

▪ If repackaged by off-site vendor or compounding 
facility - ask for evidence adhered to 797 standards
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Question 1

▪Our facility requires education on infection control 
practices regarding IV medication for:

▪All Staff

▪All providers and staff
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ISMP IV Push Guidelines
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IV Push Medicine Guidelines

50

Remember; CMS says you have to follow 
standards of care and specifically mentions the 
ISMP so surveyor can site you if you do not 
follow this.



IV Push Medications Guidelines

▪Provide in a ready to administer form

▪Use only commercially available or pharmacy 
prepared prefilled syringes of IV solutions to flush 
and lock vascular access devices

▪Buy in single dose vial

▪Aseptic technique used in preparation 

▪ Includes hand hygiene before and after administration
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IV Push Medications Guidelines – cont’d

▪Diaphragm disinfected – even new

▪ Clean top with sterile approved antiseptic 

▪ Let dry for at least ten seconds

▪Glass ampule - use filter needle 

▪ Unless specific drug precludes such

▪Medication only diluted when recommended by the 
manufacturer 

▪ In per evidence-based practice or approved hospital 
policies
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IV Push Medications Guidelines – cont’d

▪ If dilution/reconstitution required –

▪ In clean, uncluttered, separate location

▪Medication should not be withdrawn from a 
commercially available syringe into another syringe 
for administration

▪Medication should not be drawn up into 
commercially prepared prefilled 0.9% saline flushes

▪ These flush an IV line and are not approved to use to 
dilute medication
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IV Push Medications Guidelines – cont’d

▪Combining medications seldom necessary and may 
result in changes to the medication

▪Never use IV solution or mini bags

▪ As a common source to flush an IV 

▪ Dilutant for more than one patient

▪ Label syringes – unless prepared and immediately 
given

▪Administer medication at rate recommended by 
manufacturer 

▪ Or per evidenced-based practices
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ISMP Subq Insulin

▪ Insulin is a high alert medication

▪ Associated with more medication errors than any other 
drug

▪ 16% of all medication errors

▪ Leading cause of harmful errors (24%)

▪ Results from reliance on only sliding scale to control

– Failure to increase to control blood sugar

– Dosing errors 

– Omissions
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ISMP’s 2020 – 2021 Best Practices *

▪ #5  Purchase oral liquid dosing devices (oral 
syringes/cups/droppers) in metric scale such 
as ml

▪ #15 Verify and document patient’s opioid 
status and type of pain before prescribing

▪ #16 Restrict overrides in ASC to emergently 
needed meds and monitor

* Information available at www.drugtopics.com/latest/ismp-unveils-2020-
2021-best-safety-practice-updates-ashp-midyear
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ISMP Top 10 Medication Errors & Hazards*

▪Extended-release 
opioids

▪Not using smart infusion 
pumps with dose-error 
software

▪Errors with Oxytocin

▪ Infusion pump hazards 
– outside rooms

▪COVID-19 vaccine 
errors

▪ “Syringe pull-back” still 
utilized

▪Dangerous admixtures 
outside pharmacy

▪Med loss with small-
volume infusions

▪Wrong-route errors with 
tranexamic acid (look-
alike vials)

▪Error-prone 
abbreviations, symbols,
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https://www.ismp.org/resources/start-year-right-preventing-these-

top-10-medication-errors-and-hazards-2020
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https://www.ismp.org/resources/start-year-right-preventing-these-top-10-medication-errors-and-hazards-2020


CMS Three Worksheets:

Discharge Planning, Infection 

Control and QAPI

60



Hospital Worksheets

▪ 3 worksheets:*

▪ Discharge planning

▪ Infection control 

▪ QAPI (quality assurance performance improvement)

▪Some questions asked not apparent by reading 
CoPs

▪ Worksheets are a good communication device

▪Consider a team - review and complete as a self 
assessment
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Discharge Planning Worksheet
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Infection Control Worksheet
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QAPI Worksheet
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CDC Vaccine Storage and 

Handling   
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Vaccine Storage and Handling Toolkit *

▪No dorm like refrigerators

▪ Temperature revised: 36 and 46 degrees (previously 35-
46 degrees F) 

▪ State may have specific requirements 

▪Use a medical (biological) refrigerator 

▪ Monitors temperature 

▪ Set at mid range (40 degrees)

* Toolkit - See appendix
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Vaccine Storage and Handling Toolkit

• Educate staff on storage and handling P&Ps

• Document training

• In orientation and annually

• When new vaccines added to inventory

• Keep standard operating procedures (SOP) for storage 
and handling near storage units *

• Will help staff to ensure vaccines are properly managed

• E-mail specific questions to CDC: NIPInfo@cdc.gov

*At A Glance Resource in Appendix 67

mailto:NIPInfo@cdc.gov


Non-Discrimination, 

Interpreters:  

Compliance with Section 1557 

http://www.fiercehealthcare.com/story/hospitals-try-head-falls-risk-assessments-fall-prevention-classes/2016-01-12


Introduction to OCR Section 1557

▪Some provisions in OCR 1557 overlap with CoPs

▪CMS proposed additional sections to the CoPs 

▪ Not added in final rules

▪Surveyor can punt an issue directly to OCR if they 
observe a violation
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OCR Section 1557

▪Two separate signs required

▪ Posted in places like the ED, OB, admitting, etc.

▪Required:

▪ Translation services available at no charge to patient

▪ Person to handle any complaints and must be in their job 
description (2020 changes)

– A policy on such 

– Staff educated on the policy

– Staff are competent

▪FYI – EMTALA has separate required sign
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Nondiscrimination Provision 

▪Section 1557 is the part in the Affordable Care Act 
(ACA) 

▪ Addresses the non-discrimination law

▪Prohibits discrimination based on race, color, 
national origin, sex, age, or disability in certain 
health programs and activities

▪Builds on longstanding non-discrimination rights 
and adds new civil rights protections

71



Final Changes

▪ Judge: cannot force hospital to perform abortions if 
against religious beliefs

▪OCR returned to previous position: “sex” in the 
federal law does not refer to gender identity

▪Provision on termination of pregnancy conflicted 
with OCR 1557 so rewritten to follow the Judge’s 
ruling
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Non-discrimination Law

▪Enhanced language assistance for patients with 
limited English proficiency (LEP)

▪ Interpreters must be qualified

▪Must make sure patients have auxiliary aids
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Examples of Auxiliary Aids and Services

▪ Large print materials and copies of things such as 
patient rights, consent form, etc.

▪TDD phones for the hearing impaired (text telephone)

▪White boards for intubated patients to write on

▪ Lighted magnifying glasses for patients with 
impaired vision

▪ Closed captioned on the TV for hearing impaired

▪Telephone handset with amplifier
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Examples Aids and Services – cont’d

▪Qualified interpreters both onsite and through high 
functioning video remote interpreting

▪Braille materials and displays

▪Optical readers and screen reader software

▪Qualified readers

▪HHS also mentioned other services:

▪ Voice, text, and video-based telecommunication products

▪ Accessible electronic and information technology

▪ Computerized assisted transcription services
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Compliance with Section 1557

▪Must post a sign so patients come in places like 
admitting and the emergency they can see it

▪ OCR has a sample notice

▪ Train all staff

– Make sure staff aware of policy and procedure

▪Post a sign in 15 languages – taglines: interpreting 
services available at no charge

▪ OCR has a list for each state of the 15 top languages

▪ 4 states and DC have 17: CO, MD, RI, VA

▪Have a person in charge to handle any grievances
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List 15 Top Language Spoken in Every State

77

www.hhs.gov/civil-rights/for-
individuals/section-1557/1557faqs/top15-

languages/index.html



Question 2

Recently we have had difficulty finding qualified 
interpreters for our LEP patients.  To substitute we:

▪ 1. Use only clinical staff who are fluent in the 
language

▪ 2. Use clinical staff only in an emergency then use 
an electronic/phone communication system

▪ 3. Use handwritten material the extent we can

▪ 4. Use the Language Line service
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The CMS Hospital CoPs
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Mandatory Compliance

▪ If participate in Medicare or Medicaid must meet 
the COPs for all patients 

▪Hospitals accredited by TJC, HFAP, CIHQ, or DNV 
Healthcare have deemed status

▪Can get reimbursed without going through a state 
agency survey

▪ States can still institute a survey and be more restrictive
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Emergency Preparedness

▪Now primarily Appendix Z

▪E tag numbers

▪Questions on Emergency Preparedness (EP): 
QSOG_EmergencyPrep@cms.hhs.gov 
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Interpretive Guidelines

▪A- Hospitals 

▪W-Critical Access 
Hospitals

▪V-EMTALA

▪Q-Determining 
Immediate 
Jeopardy

▪C-Labs

▪ I-Life Safety Code 
Violations

▪Z-Emergency 
Preparedness
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CMS Required Education

▪ Restraint & seclusion 
(annual)

▪ Abuse, neglect and 
harassment (annual)

▪ Infection control

▪ Advance directive

▪ Timing of medications

▪ Safe opioid use and 
Medication P&P

▪ Radiology

▪ Ligature risks

▪ Medication errors

▪ Drug incompatibility and 
ADR

▪ Organ donation

▪ Standing orders & protocols

▪ IVs and blood and blood 
products P&P (competency)

▪ ED common emergencies

▪ IVs and blood and blood 
products for ED
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Key Areas

▪ Life Safety Code Compliance

▪Patient Rights especially R&S and grievances

▪EMTALA

▪Medication Management

▪Medical record review

▪Performance Improvement (QAPI) 

▪Dietary and cleanliness of dietary

▪Emergency Preparedness
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Key Areas – cont’d

▪ Infection control issues

▪Verbal orders

▪History and physicals

▪Order for respiratory and rehab

▪Order for diet, medications, and radiology

▪Anesthesia

▪Standing orders and protocols

▪Medications within 3-time frames
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Survey Protocol

▪ Off-survey preparation

▪ Entrance activities

▪ Information gathering/investigation

▪ Exit conference

▪ Post survey activities
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Survey Protocol – cont’d

▪ Done through observation, interviews, and 
document review

▪ Federal law allows CMS or Department of Health 
access 

▪ Risk losing reimbursement under Medicare and Medicaid

▪ CAH 10 bed rehab or behavioral health distinct 
units surveyed under section A

▪ Size of team will vary

▪ Can find condition or standard level deficiency
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Compliance with Laws  20

▪ Must comply with all federal, state, and local laws

▪ Will interview CEO or other designated by hospital

▪ Refer non-compliance to proper agency with 
jurisdiction 

▪ OSHA: TB, blood borne pathogen, universal precautions 

▪ EPA: hazardous material or waste issues

▪ Will ask if cited for any violation since last visit
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Compliance with Laws 22, 23

▪ Must be licensed or approved for licensure

▪ Personnel must be licensed or certified if required by state 
(doctors, nurses, PT, PA,  etc.)

▪ If telemedicine: must be licensed in state where 
patient is located

▪ Will verify staff and personnel meet all standards 
required by state law

▪ Will review sample of personnel files
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Board and Medical Staff



Governing Body (Board) 43

▪ Must have:

▪ An effective governing body 

▪ Legally responsible for the conduct of the hospital

▪ Can share a board in hospital system

▪ Written documentation that identifies an individual as 
being responsible

▪ Board ensures MS requirements are met

▪ Which categories of practitioners are eligible for 
appointment to medical staff

▪ As allowed by your state law
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Board Responsibilities

▪Are in the QAPI and antibiotic stewardship sections

▪Result of the changes in Hospital Improvement Rule

▪Consider adding requirements in the board book

▪Educate board members about their responsibility 
for QAPI and infection control
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Governing Body – Systems  

▪No survey of hospital “systems”

▪Cannot just have one policy for the system

▪ Exception: system wide QAPI or infection control

▪ Individual hospital can use a system’s policy 

▪ But must individually adopt it

▪ Such as hospital A adopts the policy of XX Health System

▪Must be clear – hospital elected to adopt a specific 
policy

▪ Minutes need to be clear of one board for two hospitals
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Governing Body – Systems – continued 

▪Each hospital must have their own CNO

▪Cannot have one integrated nursing service 
department 

▪ Can have one CNO to run two hospitals

▪System may choose to operate QAPI program at 
the system level 

▪ Each certified hospital must have its own PI data with 
adverse events and standardized indicators
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Medical Staff and Board 44

▪ Board determines categories of practitioners eligible 
for appointment to the MS 

▪ Physicians, dentists, podiatrists, chiropractors, 
optometrists

▪ Grant privileges and be appointed to the MS

▪ Non-physicians include PA, NP, CNS, CNM, CRNA, CSW, 
clinical psychologist, AA, clinical pharmacist, RD or 
nutrition specialist

▪ Others may be eligible for privileges depending on state 
law and MS bylaws and R/R
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Medical Staff and Board – continued 

▪Board 

▪ Appoints individuals to the MS with the advice and 
recommendation of the MS (Tag 46)

▪ Ensures MS has bylaws which complies with the CoPs 
(Tag 47)

▪ Ensure approval of MS bylaws and rules and regulations 
(Tag 48) and any changes

▪ Ensure MS is accountable to the board for the quality of 
care provided to patients (49)
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Medical Staff and Board – continued

▪ All care given to patients must be by or in 
accordance with the order of practitioner who is 
operating within privileges granted by the Board

▪ Need order for any medications

▪ Need to document the order – even if protocol

– ED nurse starts IV on patient with chest pain and documents it in 
the order sheet
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Board and Medical Staff – continued 

▪ Board ensures criteria for selection of MS members 
is based on: (Tag 50)

▪ MS privileges describe privileging process and ensure 
there is written criteria for appt to MS 

▪ Individual character, competence, training, experience 
and judgment

▪ Make sure under no circumstances staff membership/ 
privileges based solely on certification, fellowship, or 
membership in a specialty society (Tag 51)

99



Medical Staff

▪Hospitals can more fully utilize other practitioners’ 
skills 

▪ NP, PharmD, or RD

▪Podiatrist could serve as president of the MS

▪Others C&P must follow the MS bylaws and R/R

▪Can have categories in Medical Staff (MS) but MS 
must still examine credentials
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Medical Staff

▪ Medical staff must 

▪ Conduct appraisals of practitioners at least every 24 
months

▪ Examine each practitioner’s qualifications and 
competencies to perform each task, activity, or privilege

▪ Includes current work, specialized training, patient 
outcomes, education, currency of compliance with 
licensure requirements
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Board and the Medical Staff

▪ Must consult directly with the individual assigned the 
responsibility for the organization and conduct of the 
Medical Staff or designee

▪ Usually chief medical officer (CMO) or President of the MS

▪ Must occur periodically throughout the year

▪ CMS recommends at least twice a year

▪ Must include matters related to quality of the medical 
care provided 

▪ If multi-hospital system must consult directly with each CMO
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Unified and Integrated Medical Staff  

▪Must be allowed by state law and established P&P

▪ Consistent with MS bylaws

▪MS must have voted and passed by a majority vote

▪Can occur if part of a hospital system consisting of 
separately certified hospitals

▪ Must describe the process for self governance, peer 
review, appointment, C&P, oversight, due process etc.
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Telemedicine  52

▪Medical staff makes a recommendation to use a 
distant site to C&P physicians

▪Board agrees and must enter into agreement with 
distant site hospital (DSH) or distant site 
telemedicine entity (DSTE)

▪ Must be licensed in that state

▪ Provide evidence of C&P and copy of privileges
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Telemedicine – continued 

▪Hospital can rely on the C&P decision of the DSH or 
DSTE

▪The hospital must report to the distant site any 
complaints or adverse events

▪Can have one file with all telemedicine physicians 
or separate files

▪Surveyor will look at documentation:

▪ Granted privileges to each telemedicine physician or 

▪ Relied on the distant site entity to do this
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CEO  57

▪ Board must appoint 

▪ Responsible for managing the hospital

▪ Surveyor will verify

▪ CEO is responsible for managing entire hospital

▪ Board has appointed a CEO

▪ TJC in the leadership standard has more detailed 
information on the role of the CEO
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Care of Patients 63-68

▪ Board must make sure every patient under the care 
of a doctor 

▪ Or: dentist, podiatrist, chiropractor, psychologist, et. al.

▪ Practitioners must be licensed and a member of MS

▪ LIPs (now LPs) can admit 

▪ Still need to see evidence of being under care of MD/DO 

▪ If state law allows

– Needs policies and bylaws to ensure compliance

▪ Exception: separate federal law where no supervision 
required by midwives for Medicaid patients
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Care of Patients – continued

▪ Evidence of being under care of MD/DO must be in 
the medical record

▪ Board and MS establish P&P and bylaws to ensure 
compliance

▪ Board must always ensure doctor on duty or on call 

▪ Doctor of medicine or osteopathy is responsible for 
monitoring care M/M patient 

▪ Will interview nurses:

▪ Able to call the on-call MD/DO and they come to the 
hospital when needed

108



Care of Patients – continued 

▪ Must have policies to ensure Medicare patient 

▪ Monitored by MD/DO who is responsible for any care 

▪ Outside the scope of practice of the admitting practitioner

▪ Patient admitted by: 

▪ Dentist/Dental Surgeon

▪ Chiropractor – limited to manipulations

▪ Podiatrist 

▪ Optometrist

▪ Clinical Psychologist

▪ As allowed by state law
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Institutional Plan and Budget 73-77

▪ Annual operating budget with all anticipated income 
and expenses

▪ Provide for capital expenditures for 3-year period

▪ Identify sources of financing

▪ For acquisition/ improvement of land, buildings and 
equipment

▪ Must be submitted for review

▪ TJC has similar standards in its leadership chapter
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Institutional Plan and Budget – continued

▪ Include acquisition of land and improvement to land 
and building

▪ Reviewed and updated annually

▪ Be prepared under direction of board and a 
committee of representatives from the Board 
administrative staff, and MS (Tag 77)

▪ Verify that all 3 participated in the plan and budget
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Contracted Services – Board Responsibilities

▪ Board responsible for services provided in hospital 
(Tag 83)

▪ Whether provided by hospital employees or under 
contract

▪ Must act under hospital’s QAPI program to assess 
services 

▪ By employees and under contract

▪ Identify quality problems and ensure monitoring 
and correction of any problems
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Contracted Services – continued

▪ Ensure contracted services performed in a safe and 
efficient manner

▪ Increased scrutiny on contracted services

▪ Review QAPI plan to ensure that every contracted 
service is evaluated

▪ Maintain a list of all contracted services (85)

▪ Contractor services must comply with CoPs

▪ Consider adding section to all contracts to address CoP 
requirements
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Emergency Services
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Emergency Services 

▪ EMTALA a separate CoP – Appendix V

▪ Consider yearly education on EMTALA

▪ If have an Emergency Department (ED) must 
comply with this section

▪ If no ED services – Board must ensure hospital has 
written P&P for emergency services

115



Emergency Services  

▪ Qualified RN able to assess patients

▪ MS P&P on how to address emergency procedures

▪ P&P when patient’s needs exceed hospital’s 
capacity 

▪ P&P on appropriate transport

▪ Train staff on what to do in case of an emergency

▪ Should not rely on 911 

▪ Need trained staff to respond to the code or emergency
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Emergency Services  

▪ If emergency services are provided at the 
hospital but not at off-campus department(s) 

▪ Need P&P on what to do when have an emergency 

▪Stabilize and treat patient etc.

▪Call 911 (off campus only!)

▪Provide care consistent with ability

▪ Includes visitors, staff and patients

▪Ensure staff are oriented to the policy
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Medical Records:

Patient Rights & Access
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Patient Rights

▪ In discharge planning standards 2019 and IGs 2020

▪Section that emphasizes patient’s right of access 

▪ In timely manner

▪OCR fining hospitals for access violations

▪Covers difference between a patient request for 
records and when need a HIPAA compliant 
authorization form

▪CMS reminds hospitals to follow the OCR 
documents and notes many hospitals are not aware 
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OCR Rights of Patients

▪OCR issued a FAQ on cost and access

▪Patients who do not get their records timely can file 
a complaint with OCR

▪ One in every 10 complaints related to not getting records 
or not getting them timely

▪OCR is now fining hospitals and providers who fail 
to provide records timely
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2nd OCR Fine On Access to Medical Records
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14th Fine/ Investigation for Access Violation
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Question 3

Our medical records department gets frequent 
requests from patients who are still inpatients but 
want to see their medical records daily. We do not 
give them access to the entire record – only select 
portions.  Is this a concern?

▪Yes

▪No

▪Not sure
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The CMS Hospital CoPs on 

Medical Records
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Medical Record Services 431

▪Standard: must have a MR service 

▪Administrative responsibility for MR 

▪A medical record must be maintained for every 
individual treated or evaluated

▪ One unified MR service responsible for all MR, both 
inpatient and outpatient

▪ An administrator responsible

▪ Surveyors will sample 10% of daily census and at least 
30 records
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Medical Record Services – continued 

▪MR on every patient – cont’d 

▪ Even if request not to bill, hospital must still maintain a 
medical record on the patient

▪ If leaves AMA or before being seen – still need medical 
record

▪Chapter standards apply to radiology films and 
scans, pathology slides, computerized information, 
etc.

▪HIM department structured to meet the needs of the 
hospital and patients

127



Staffing of Medical Records 432

▪Organization must be appropriate for size

▪Must employ adequate personnel to ensure prompt 
completion, filing, and retrieval

▪Must have proper education, skills, qualifications 
and experience to meet state and federal law

▪Ensure proper coding and indexing of records

▪Surveyor will look at job descriptions and staffing 
schedules
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Retention of Record 438

▪ For each patient

▪ Both inpatients and outpatients

▪Must be accurate, complete, retained and 
accessible

▪ Accessible 24 hours a day

▪Use a system of author identification 

▪ Protect security of all records

▪Protected from fire, water damage and other threats
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Medical Records

▪Completed promptly – within 30 days 

▪Kept at least 5 years (439)  

▪Original,  microfilm, computer memory or other electronic 
storage

▪CAH is 6 years

▪Certain medical records may be longer 

▪Required by state or federal law (OSHA, EPA, FDA)

▪Will request records from 48-60 months ago
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Retrieval 440

▪System of coding and indexing 

▪Allows timely retrieval of MR

▪Be able to retrieve by diagnosis and procedure 

▪Support medical care studies

▪Be accessible for departments when needed

▪Ex. – emergency department
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Confidentiality 441

▪Standard: procedure for ensuring confidentiality 

▪Ensure unauthorized individuals cannot gain access 
or alter the medical records

▪Copies only released to authorized individuals and 
written authorization by proper person

▪DPOA, guardian, etc.

▪Original – released only per court orders, subpoenas 

–Usually, will take a certified copy

▪Need policy to ensure confidentiality

▪Surveyor will ask for policy
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Permitted Disclosures

▪May use for payment or healthcare operations 
without the patient’s authorization

▪ Financial – legal – PI – activities of hospital to conduct 
business & support of core functions – case management 
– audit – medical reviews, fraud & abuse detection, etc. 

▪P&P must limit disclosure – minimum necessary

▪Surveyor will observe to make sure MR protected
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Content of Records 449

▪Contain records, notes, reports assessment to 
justify:

▪Admission

▪Continued hospitalization

▪Support the diagnosis

▪Describe the patient’s progress

▪Describe response to medications and to interventions, 
care, and treatment

▪Records must be promptly filed in chart
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Legible and Authenticated 450

▪Entries legible, complete, dated and timed

▪Authenticated by the person responsible for service

▪Specify in MS or hospital policy who can make 
entries

▪Need method to identify author

▪Plus – list of written signatures must be available
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Legible and Authenticated – continued

▪P&P for electronic medical records

▪MS R&R address countersignature when required 

▪Section on standing orders (preprinted order sets)

▪ Sign, date, and time the last page

▪ Include total number of pages – i.e., page 3 of 3

▪ Initial any changes, additions, or deletions
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Medical Records 

▪Rubber stamp – signed statement only that 
individual will use it 

▪CMS issued in a separate Program Integrity manual April 
2010: stamps not allowed

▪Electronic MR – must demonstrate how alterations 
prevented

▪Cannot use auto authentication that says “not able 
to review as not yet transcribed”
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Verbal Orders    454

▪Any physician can sign a VO for another physician

▪On the case or practitioner responsible for care 

▪ If within scope and state law

▪Person who takes VO:

▪Read back 

▪Write it down with date and time

▪When physician/LP authenticates and signs off

▪Must date and time
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Verbal Orders – continued  

▪Sign off as required by state law 

▪If no state law 

▪As required by your hospital P&P 

–Sign off ASAP

▪ If state law designates 24 or 48 hours – must follow

▪Otherwise – no longer than 48 hours

▪Many hospitals sign off within 30 days 

▪However – must still sign off, date and time the entry
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Standing Orders 457

▪Hospitals can use preprinted and electronic 
standing orders, order sets, and protocols only if:

▪ #1 Must be reviewed and approved by MS, nursing 
& pharmacy leadership before use in clinical setting

▪ P&P address how it is developed, approved, monitored, 
initiated by staff and signed off or authenticated and orient 
new staff on standing orders

▪ Must have specific criteria identified in the protocol for the 
order for a nurse or other staff to initiate

– Such as a specific clinical situation, patient condition or diagnosis

▪Must include process for authentication
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Minimum Requirements – continued 

▪ #2 Hospital must document standing order is 
consistent with nationally recognized and evidenced 
based guidelines

▪ Burden is on the hospital to show there is sound basis for 
the standing order
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Minimum Requirements – continued 

▪ #3 Must be subject to periodic and regular review 
by

▪ Medical Staff

▪ Nursing leadership 

▪ Pharmacy leadership 

▪ To determine the continued usefulness and safety

▪At a minimum – annual

▪P&P address how to correct it, revise or modify

142



Minimum Requirement – continued

▪ #4 Must be added to the record at time of initiation 
or as soon as possible after the fact

▪Ensure are dated, timed, and authenticated 
promptly in the medical record

▪ By the ordering practitioner or other practitioner on 
the case

▪ By non-physician if allowed by hospital policy, state 
law, the person state law scope of practice, and 
medical staff bylaws or rules and regulations
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No Standard Definition

▪CMS uses standing orders to include 

▪ Pre-printed orders

▪ Electronic standing orders

▪ Order sets 

▪ Protocols

▪Recognizes the lack of standard definition may 
result in confusion
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Menu Options 

▪Not all preprinted and electronic order sets are 
considered a standing order covered by this 
regulation

▪ Where solely menu options

▪ Actions cannot be initiated by staff – not a standing order

▪ Options do not create an “order set/standing order”
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Standing Order- Nurse Initiation

▪However - where a nurse can initiate without a prior 
specific order 

▪ Policy and practice must meet these regulations

– Does not matter what it is called

▪ Must meet certain pre-defined clinical situations

▪ EX – emergency response or part of an evidenced-based 
treatment where it is NOT practical for a nurse to obtain a 
written order or verbal order

▪Hybrids still require compliance with this section

▪ Order set has a protocol for nurse initiated such as KCl 
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Other Requirements  

▪Must be well-defined clinical situations with 
evidence to support standardized treatments

▪ Appropriate use can contribute to patient safety and 
quality care

▪Can be initiated as emergency response 

▪Can be initiated as part of an evidenced based 
treatment regime where not practicable to get a 
written or verbal order

▪Must be medically appropriate – such as RRT
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Examples

▪Triage and initialing screening to stabilize ED 
patients presenting with symptoms of MI, stroke, 
asthma

▪Post-operative recovery areas like PACU

▪Timely provisions of immunizations

▪HOWEVER – cannot be used when prohibited by 
state or federal law 

▪ EX: no standing orders on R&S
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Order Menus  

▪Example: 

▪ Doctor or qualified practitioner picks from an order set 
menu 

▪ If treatment choices cannot be initiated by nurses or other 
non-practitioner staff 

▪ Then menus are not standing orders covered by this 
regulation

▪Menu options does not create an order set subject 
to these regulations

▪The physician has the choice not to use this menu 
and could create orders from scratch or modify it
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1135 Waivers 

▪Authentication may occur later than 48-hours

▪ If for drugs – used infrequently

▪Dated, timed and authenticated promptly

▪Hospital may use pre-printed/electronic standing 
orders, etc.

▪Requirement of completion within 30-days following 
discharge
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CMS Changes to the Hospital 

H&P CoPs
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Changes to H&Ps

▪Changes in medical records, surgery and MS 
sections

▪Changed H&P for healthy outpatients in hospitals 
and in ASCs (Not allowed in CAHs)

▪Allows flexibility for pre-surgery or pre-procedure 
assessment vs. an H&P in selected surgeries and 
procedures

▪Will amend the MR chapter, interpretive guidelines 
and survey procedures will be published
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H&P Changes

▪Medical Staff policy required

▪Applies to outpatient surgery and procedures only

▪The pre-procedure or pre-surgery assessment 
would still need to be documented in the chart

▪ Examples: appropriate minor things like cataract surgery, 
YAG laser, or capsulotomy which involves minor sedation 
and is done under a local

▪ Not required but an option for hospitals
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H&P Changes – continued 

▪Policy must consider the following:

▪ Age and diagnosis

▪ Type and number of surgeries and procedures to be 
scheduled

▪ Co-morbidities

▪ Level of anesthesia required

▪ National guidelines

▪ Standards of practice for assessment of specific types of 
patients 

▪ Any applicable state laws
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H&P Changes – continued 

▪The assessment completed and documented after 
registration but prior to the surgery or procedure

▪ If assessment is done before registration, would need to 
be updated before the outpatient surgery or procedure

▪Procedures are the ones the MS have decided do 
not need a H&P and need a policy on this

▪Policy needs to indicate consideration of age, 
diagnosis, comorbidities, level of anesthesia etc.

▪ Even if procedure on the list can still decide to do a H&P
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H&P Changes – continued

▪Still need to document any 

▪ Pre-existing medical conditions and 

▪ Appropriate test results in the medical record

▪ Allergies and current medications

▪ASC section mentioned NEJM study:

▪ Many routine tests do not add value or reduce adverse 
medical events (CBC, U/A, CXR, EKG, clotting studies or 
chemistry panels) in patients undergoing cataracts or 
hernias

▪Studies found for other ambulatory surgeries
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History and Physicals
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History and Physical 458 and 461

▪Repeats same provisions as in medical staff section 

▪Tag number 358 and 359

▪H&P done within 24 hours

▪Not older than 30 days old 

▪On chart before patient goes to surgery

▪PA and NP can do 

▪ If allowed by hospital and all state laws allow 

▪Physician reviews and authenticates with date, time, and 
signature
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H&P Admission

▪Must be an updated entry in the medical record to 
reflect any changes

▪Person who does the H&P must be licensed and 
qualified

▪Ex. – family physician does H&P 2 weeks ago for patient 
having CABG today

▪Surgeon would review, update, and determine if any 
changes since it was done and authenticate document
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History and Physicals

▪Can include in progress notes, a stamp sticker, 
check box, or entry on H&P form

▪Should say “H&P was reviewed, the patient 
examined, and no change has occurred in the 
patient’s condition since the H&P was completed”

▪Must be a complete H&P in the chart for every 
patient

▪Except in emergencies and can make entry in progress 
notes
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History and Physicals – continued

▪New regulation expands the number of categories 
of people who can do a H&P

▪ If state law and the hospital allows a PA or NP may 
perform

▪Physician still responsible for the contents 

▪ Must sign off the H&P when done by one of these allied 
health professionals

▪Do PI to make sure all H&P are on the chart 
especially when the patient goes to surgery
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Documentation of Assessment 462

▪For patients who are not required to have a H&P 
but an assessment

▪Assessment

▪ Must be documented in the medical record

▪ After registration but before the surgery or a procedure 
requiring anesthesia

▪ Consistent with the Medical Staff bylaws and P&Ps

▪Repeated in all five sections on H&P in medical 
records, medical staff, and surgery section
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MR Must Contain       463 – 465

▪Admitting diagnosis in chart (463)

▪All consults and findings documented (464)

▪ Information must be promptly filed in the medical 
record, so staff has access to it (464)

▪Must document 

▪Complications  

▪Hospital associated infections (HAI)   

▪Unfavorable reactions to drugs and anesthesia (465)

▪All practitioners should be aware to document 
complications and how to do this correctly
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Informed Consent 466

▪Three separate sections related to informed 
consent in 

▪Patient rights 

▪Medical record

▪Surgical services

▪Properly executed informed consent for procedures 
and treatments specified by MS

▪Need list of all surgeries and procedures

▪As defined now by ACS and AMA

▪With “yes” or “no”
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Minimum Elements

▪Name of hospital

▪Name of procedure or treatment

▪Name of responsible practitioner performing the 
procedure/treatment

▪Statement that benefits, material risks and 
alternatives were explained

▪Signature of patient

▪Date and time form is signed
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Medical Records Section

▪CMS has list of optional elements:

▪Name of practitioner who conducted informed consent 
discussion

▪Date, time and signature of person witnessing the 
patient’s signing the form

▪ Indication/listing of material risk discussed with 
patient/representative

▪Statement physician other than operating practitioners 
(residents) will be performing important tasks

–Per hospital policy

▪Statement qualified practitioners will perform important 
parts of surgery/anesthesia within SOP 
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Medical Records Section    

▪Medical record must contain an informed consent 
for procedures and treatments 

▪Specified as requiring informed consent

▪MS by-laws should address this

▪Consider state laws requiring informed consent for 
invasive procedures

▪ Federal laws for research
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List of Procedures

Procedure Name                           Requires Consent 

▪Ablations   Yes

▪Amniocentesis Yes

▪Angiogram Yes

▪Angiography Yes

▪Angioplasties Yes

▪Arthrogram Yes

▪Arterial Line insertion (performed alone) Yes

▪Aspiration Cyst (simple/minor) No
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Informed Consent Forms

▪Required for all surgeries

▪Exception: emergencies

▪All inpatients and outpatients

▪For all procedures specified

▪Reflect a process

▪Form must follow policies

▪ Include state or federal requirements

▪Contain minimum requirements (mandatory)
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Survey Procedure

▪Verify hospital has assured MS has list of 
procedures and treatments that require consent

▪Verify informed consent forms contain six 
mandatory elements 

▪Compare the hospital standard informed consent 
form to the P&Ps to make sure  consistent

▪Make sure any state law requirements are included
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Record Must Contain    467

▪All orders, nursing notes, reports, medication 
records, radiology, lab reports, and vital signs

▪Orders must be authenticated/signed off

▪All reports of treatment which includes 
complications

▪Any other information used to monitor the patient’s 
condition
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Discharge Summary  468

▪All medical records must have:

▪Discharge summary with outcome of hospitalization

▪Disposition of the patient

▪Provisions for follow up care
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Discharge Summary – continued

▪Follow-up care includes

▪Post hospital appointments 

▪How care needs will be met, and 

▪Plans for home health care, LTC, hospice or assisted 
living

▪Can delegate to NP or PA 

▪ If allowed by state law  

▪Physician must authenticate, date and time it
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Final Diagnosis   469

▪Every medical record must have a final diagnosis

▪Medical records must be completed within 30 days*

(same as TJC)

▪NQF 2010 34 Safe Practices recommends discharge 
summaries be dictated at discharge and sent promptly to 
PCP

▪CMS discharge planning worksheets says PCP needs to 
have before first post hospital visit

▪ Includes inpatient and outpatient charts

▪ * 1135 waiver
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Interoperability NEW 470

▪New standard – 482.24(d)

▪ If hospital utilizes electronic medical record
system must demonstrate:

▪ System notification capacity is 

– Fully operational and used according to all State and federal 
statues and regulations 

– Per hospital’s exchange of patient health information

▪ System sends notification that must include at least:

– Patient name

– Treating practitioner’s name 

– Sending instituting name
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Notification Requirements 

▪Standard – cont’d

▪ To extent permissible under applicable federal and state 
law and regulation 

– And not inconsistent with patient’s expressed privacy preferences

▪ System send notification directly or via intermediary at 
time of

– Registration in emergency department

– Admission to hospital inpatient service
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Notification Requirements – continued 

▪Standard – to extent permissible – cont’d

▪ System sends notifications immediately prior to or at time 
of

– Discharge or transfer from ED

– Discharge or transfer from hospital’s inpatient services

▪Guidelines

▪ Document patient’s refusal

▪ May be multiple notifications 

– ED

– Then admitted
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Reasonable Effort NEW 471

▪ If use an EHR conformant with exchange standards 
– must demonstrate

▪Has made a reasonable effort to ensure 

▪ System sends notice to

– All applicable post-acute care services providers/suppliers 

– Plus – any practitioners/entities which need to receive notice of the 
patient’s status for treatment, care coordination or quality 
improvement activities

– Patient’s established PCP

– Patient’s established primary care practice group/entity

– Other practitioner or other group/entity, identified by the patient as the 
practitioner, or group/entity, primarily responsible for his/her care
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Information Blocking

▪Definition – unless required by law or meets an 
exception:

▪A practice - likely to interfere with access, 
exchange, or use of electronic health information

▪ If by a provider – the provider knows that 

▪ Such practice is unreasonable

▪ Likely to interfere with, prevent or materially discourage 

▪ Access, exchange or use of electronic health information 
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Excluded from Access – Rule Not Apply

▪ 1. Psychotherapy notes separated from rest of 
individual’s medical record

▪Recorded by HCP who is mental health 
professional

▪Documenting or analyzing content(s) of 
conversation during private counseling session, 
group, joint or family session
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Excluded from Access – Rule Not Apply

▪ 2. Information complied in reasonable anticipation 
of or use in:

▪ Civil, criminal or administrative action proceeding

▪Overall – 3 exceptions applicable to health care 
providers where not considered “blocking” 

▪ Result – can “block” patient access to electronic 
information

▪ Must meet all applicable requirements and conditions at 
all relevant times
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1. Preventing Harm Exception

▪Must meet BOTH:  

▪ A reasonable belief practice will substantially 

– Reduce a risk of harm to a patient 

– That would otherwise arise from the access, exchange or use of 
the information

▪ The practice must be no broader than necessary

– Substantially reduce the risk of harm the practice implemented to 
reduce
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Type of Risk

▪Must meet one of the following:

▪ Risk of harm must be determined on individual basis 

▪ Arises from data that is known or reasonably suspected 

– Misidentified or mismatched

– Corrupt due to technical failure 

– Erroneous for another reason

183



Type of Harm

▪Practice likely to/does interfere with access, 
exchange or use of EHI

▪ 1) Implemented pursuant to individualized determination 
of risk of harm

▪ 2) Information that references another person  

▪ 3) Interferes with a legally permissible access, exchange 
or use of EHI not pursuant to determination of risk of harm 

- BUT -

▪ Is consistent with risk determined by the professional or 
from corrupt information 
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2. Privacy Exception

▪Practice is implemented in a consistent and non-
discriminatory manner

▪ Conforms to policies and procedures

– In writing

– Specify criteria used to determine when precondition satisfied

– Implemented with training on P&P

– Documented on case-by-case basis criteria used to determine 
when 

– Precondition satisfied

– Criteria not met 

– Reason why not met
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Privacy Exception - continued

▪Precondition relied on a consent/authorization

▪ If provider received authorization/consent that does not 
satisfy all elements of the precondition must:

– Give the person a consent/authorization that satisfies all required 
elements of precondition or assistance to satisfy all elements

– Not improperly encourage/induce individual to withhold 
consent/authorization

– Provider adopted uniform privacy policies and procedures to 
address restrictive preconditions
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Privacy Exception - continued

▪Denial of access when request under right of 
access {45 CFR 164.524(a)(1)}

▪Request not to share information – unless required 
by law – provider may elect not to provide access, 
exchange or use of EHI if:

▪ Individual requests provider not to provide access, etc, 
without improper encouragement or inducement of the 
request by the provider

▪ Provider documents request w/n reasonable time frame

▪ Practice consistent and non-discriminatory
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Request Not To Share – continued 

▪Provider may terminate persons request for 
restriction to not provide access only if:

▪ Person agrees to termination in writing or requests 
termination in writing

▪ Person orally agrees to termination and agreement 
documented by provider

▪ Provider informs person it is terminating agreement to not 
provide access to extent

– Not prohibited by law

– Only applicable to EHI create or received after provider informed 
person of termination
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3. Security Exception

▪Practice to interfere with access to EHI to protect 
security of the EHI is not blocking when:

▪ Directly related to safeguarding confidentiality, integrity 
and availability of EHI

▪ Tailored to specific security risk being addressed

▪ Is implemented in a consistent, non-discriminatory manner

▪ Organizational security policy has been implemented
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4th Exception – Infeasibility Exception

▪ Is not blocking when not fulfilling a request to 
access EHI is due to infeasibility

▪Conditions to be met:

▪ Uncontrollable events – disasters, PHE, terrorists attack

▪ Segmentation – cannot unambiguously segment the 
requested EHI from remaining electronic information

– Cannot be made available due to individual’s preference or by law

▪ Infeasible under the circumstances (next slide)
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Determination of Infeasibility

▪ In determining circumstances – does not consider 
whether manner requested would have

▪ Facilitated competition with the provider

▪ Prevented provider from charging fee/reduced fee
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Infeasible Under Circumstances

▪Type and purposes for which needed

▪Cost to provider to comply in manner requested

▪Financial/technical resources available to the actor

▪Practice is non-discriminatory and provides same  
access, etc., to others with whom it has a business 
relationship

▪Provider owns/has control over platform, exchange 
or network
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Responding to Requests

▪ If provider does not fulfill a request for access, 
exchange or use of EHI for any reason must:

▪ Provide written reason(s) why request infeasible

▪ Within 10 business days of receipt of request
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Other Important Sections

▪There are other important sections that pertain to 
health information management that are found in 
other sections of the CoP hospital manual

▪There should be documentation in the medical 
record for the following;

▪ Restraint and seclusion (50 pages of standards)

▪ Medications

▪ Pre- and post-anesthesia evaluations
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Final Discussion

Coast Hospital requires an H&P be completed for all 
procedures, including pain management injections. Dr. Z is a 
long-standing member of the medical staff and performs 
limited services, such as trigger point injections.  He has 
consistently refused to perform H&Ps in contradiction to 
hospital policy. Medical Staff has not taken steps to rectify with 
Dr. Z.  Coast is up for state survey after complaints from 2 
patients who had complications following injections.  What, if 
any, citations might Coast receive?

▪ Informed Consent

▪ Medical Staff

▪ Medical Records
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The End Questions???

▪ Lena Browning

▪ MHA, BSN, RNC-NIC, CSHA

▪ Consultant, Nash Healthcare 
Consulting, LLC

▪ 270-499-0843

▪ Lbrowning@NashHC.com
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APPENDIX

▪Resources

▪ Internet Links
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Questions about Psych Hospitals: 
QSOG_PsychiatricHospital@cms.hhs.

gov 



New Regulations to Tag Numbers
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Hospital Improvement Rule
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https://federalregister.gov/d/2019-20736 and 393 Pages



Discharge Planning 201 Pages
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www.federalregister.gov/documents/2019/09/30/2019-
20732/medicare-and-medicaid-programs-revisions-to-requirements-

for-discharge-planning-for-hospitals



CMS Memo on Texting  #2

202

www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertificationGenInfo/Downloads/QSO-18-

10-ALL.pdf



Current Requirements
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www.cdc.gov/vitalsigns/legionnaires/index
.html



CDC  Resource Slides
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www.cdc.gov/stltpublichealth/townhall/2017/downloads/06-
jun-presentation.pdf



Complaint Manual Update
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Infection Control Breaches
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Insulin Pens

209

www.cms.gov/Medicare/Provider-Enrollment-
and-

Certification/SurveyCertificationGenInfo/Polic
y-and-Memos-to-States-and-Regions.html
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Insulin Pen Brochure
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Single Dose Memo
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www.ashpfoundation.org/MainMenuCategories/Practice
Tools/SterileProductsTool.aspx

http://www.ashpfoundation.org/MainMenuCategories/AboutUs/ContactUs
http://www.ashpfoundation.org/MainMenuCategories/SupportFoundation.aspx
http://www.ashp.org/
http://www.ashpfoundation.org/
http://www.ashpfoundation.org/MainMenuCategories/AboutUs
http://www.ashpfoundation.org/MainMenuCategories/ProgramNews
http://www.ashpfoundation.org/MainMenuCategories/CenterforPharmacyLeadership
http://www.ashpfoundation.org/MainMenuCategories/ResearchResourceCenter
http://www.ashpfoundation.org/MainMenuCategories/PracticeTools
http://www.ashpfoundation.org/MainMenuCategories/Awards
http://www.ashpfoundation.org/MainMenuCategories/Education
http://www.ashpfoundation.org/MainMenuCategories/SupportFoundation
http://www.ashpfoundation.org/Controls/
javascript://
http://www.ashpfoundation.org/MainMenuCategories/PracticeTools/Optimizing-Antithrombotic-Management-An-Assessment-Tool-for-Hospitals-and-Health-Systems
http://www.ashpfoundation.org/MainMenuCategories/PracticeTools/Optimizing-Antithrombotic-Management-An-Assessment-Tool-for-Hospitals-and-Health-Systems
http://www.ashpfoundation.org/MainMenuCategories/PracticeTools/Optimizing-Antithrombotic-Management-An-Assessment-Tool-for-Hospitals-and-Health-Systems
http://www.ashpfoundation.org/MainMenuCategories/PracticeTools/BarCodeGuide
http://www.ashpfoundation.org/MainMenuCategories/PracticeTools/MyMedicineList
http://www.ashpfoundation.org/MainMenuCategories/PracticeTools/SterileProductsTool
http://www.ashpfoundation.org/MainMenuCategories/PracticeTools/SterileProductsTool
http://www.ashpfoundation.org/MainMenuCategories/PracticeTools/SterileProductsTool
http://www.ashpfoundation.org/MainMenuCategories/PracticeTools/PPMI
http://www.ashpfoundation.org/MainMenuCategories/PracticeTools/PPMI
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www.cdc.gov/vaccines/hcp/admin/storage/toolkit/storage-handling-toolkit.pdf
www.cdc.gov/vaccines/hcp/admin/storage/toolkit/storage-handling-toolkit-

2020.pdf
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Copy of OCR Final Changes Effective Aug 

2020
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OCR has Sample Notice in English
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www.hhs.gov/sites/default/files/sample-ce-
notice-english.pdf
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You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https:/ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201 1-800-368-1019, 800-537-7697 (TDD) Complaint forms are available at http:/www.hhs.gov/ocr/office/file/index.html.


Appendix Z  Emergency Preparedness
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www.cms.gov/files/document/app
endices-table-content.pdf



Updates to Emergency Preparedness
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www.cms.gov/files/document/append
ices-table-content.pdf
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New website for all manuals
www.cms.hhs.gov/manuals/downloads/som107_Appendixtoc.pdf



OCR Issues

226

www.hhs.gov/hipaa/for-
professionals/privacy/guidance/access/index.html#newlyreleasedfaqs



Second FAQ Feb 2016 and Updated 2017
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http://www.hhs.gov/blog/2016/02/25/ne
w-hipaa-guidance-accessing-health-

information-fees-copies.html#

www.hhs.gov/blog/2016/02/25/new-
hipaa-guidance-accessing-health-

information-fees-copies.html#


