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What CAHs Need to Know 

Radiology, Contracts, Emergency Services, Rehab, Visitation, Medical 
Records, Surgery, Anesthesia, QAPI, Organs and Swing Beds
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Speaker
 Laura A. Dixon RN, Esq. 

CPHRM

BS, JD, RN

President, Healthcare Risk 
Education and Consulting, LLC

 1621 York Street

 Denver, Colorado 80206

 303-955-8104
 ldesq@comcast.net
 Email questions to CMS at CAHSCG@cms.hhs.gov or 

qsog_cah@cms.hhsgov (Critical Access Hospitals)
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Part 4 of 4 
Email questions to CMS at CAHscg@cms.hhs.gov



Subscribe to the Federal Register
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https://public.govdelivery.com/accounts/USGPOOFR/subscriber/new



Location of CMS Hospital CoP Manual
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New www.cms.gov/files/document/appendices-table-content.pdf

New Email questions to CAH at qsog_cah@cms.hhs.gov    

http://link.broadcaster3.medpagetoday.com/538ca169dd52b8d6460388c31ugah.3tbn/VCGaDcPoowd0gHbwA9705
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www.cms.gov/manuals/Downloads/som107ap_w_cah.pdf

http://www.cms.gov/manuals/Downloads/som107ap_w_cah.pdf


CAH CoP or State Operations Manual
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Questions to qsog_cah@cms.hhs.gov    

Manuals at  
www.cms.gov/files/document/appen

dices-table-content.pdf



C-Tag Crosswalk
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www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/GuidanceforLawsAndRegulations/CAHs



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



Radiology and Nuclear Medicine 
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Radiology Services           1030

Radiology services must be 
provided by qualified staff,

Can be provided as a direct 
service or through a contract,

And do not expose patients or 
staff to radiation hazards,

Must have services to meet the 
needs of its patients at all 
times,
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Radiology Services 1030
Can offer minimal set or more complex, 

according to needs of the patients including 
nuclear medicine,

Hospital has flexibility to decide the types and 
complexities of radiologic services offered

 Interpretation can be contracted out

Diagnostic, therapeutic, and nuclear medicine, 
must be provided in accordance with acceptable 
standards of practice and must meet 
professionally approved standards for safety 
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Radiology Services        1030
Scope or what you do has to be in P&Ps approved 

by board or responsible party,
 Must be consistent with state law

 If telemedicine is used must comply with telemedicine 
standards

And by standards recommended by nationally 
recognized professions such as the AMA, Radiology 
Society of North America, Alliance for Radiation Safety in 
Pediatric Imaging, ACC, American College of Neurology, 
ACP, and ACR,

 Example would be the ACR  MRI safety standards and   
contrast manual at www.acr.org
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www.acr.org/~/media/ACR/Documents/PD
F/QualitySafety/Resources/Contrast-

Manual/2016_Contrast_Media.pdf?la=en

www.acr.org/-
/media/ACR/Files/Clinical-

Resources/Contrast_Media.pdf



ACR MR Safe Practice
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http://onlinelibrary.wiley.com/doi/10.1002/jmri.24011/pdf



2019 Update to MR Safe Practice
ACR created a multi-disciplinary blue ribbon 

committee to address MRI issues

Announced the coming soon of the ACR Guidance 
Document on MR Safe Practices: 2019 full manual 
with updates and critical new information

 Issues 8 page update

ACR says need a guidance document of risks and 
adverse events from MRIs

Suggests annual MR safety training

Published in J Magn Reson Imaging 2019
16
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Radiology Services   1030
P&P on adequate radiation shielding for 
patients, personnel and facilities which 
includes:
Shielding built into the physical plant

Types of personal protective shielding to use and 
under what circumstances

Types of containers to be used for radioactive 
materials

Clear signage identifying hazardous radiation 
area

18
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Radiology Policies Required
 Labeling of all radioactive materials, including 

waste with clear identification of the material

 Transportation of radioactive materials 
between locations within the CAH; 

 Security of radioactive materials, including 
determining who may have access to radioactive 
materials and controlling access to radioactive 
materials; 

 Periodic testing of equipment for radiation 
hazards; 
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Radiology Policies
 Periodic checking of staff regularly exposed to 

radiation for the level of radiation exposure, via 
exposure meters or badge tests

 Storage of radio nuclides and radio 
pharmaceuticals as well as radioactive waste; 
and 

 Disposal of radio nuclides, unused radio 
pharmaceuticals, and radioactive waste,

 To ensure periodic inspections of equipment,
 Make sure problems are corrected in timely manner and 

have evidence of inspections and corrective actions
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Radiology  Policies   1030
There must be written policies developed and 

approved by the medical staff to designate 
which radiological tests must be interpreted by a 
radiologist,
MR chapter standards apply

Make sure patient shielding aprons are maintained 
properly and inspected

Surveyor will review equipment maintenance 
reports (PM)

Make sure staff know P&Ps
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Radiology  Policies    1030
Supervision must ensure that all files, scans, and 

images are kept in a secure place and are 
retrievable,

Written policy, consistent with state law on which 
personnel can operate radiology equipment and 
do procedures,
Need copies of all reports and printouts,

Written policy to ensure integrity of authentication, 
 See tag 1030 for required signage on hazardous 

radiation areas and more



Tag 1030   Blue Box Advisory
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Emergency Services and 
Contracted Services

24



25

Emergency Procedures     1032  
Must provide medical emergency services as 
a first response to common life threatening 
injuries and acute illness,
Emergency services can be done directly or 

through contracted services

 Individuals providing the services must to be able 
to recognize a patient need for emergency care

Must provide medically appropriate initial 
interventions, treatment, and stabilization of any 
patient who requires emergency services



Agreements              1034
CAH has to have agreements with one or 
more providers or suppliers participating 
under Medicare to furnish services to 
patients

CMS made an exception since distant-site 
telemedicine entity (DSTE) is not required 
to be a Medicare provider

Agreements such as for obtaining outside 
lab tests

26
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Contracted Services     1036
Must have agreement or arrangement with one or 

more providers or suppliers participating under 
Medicare to provide services to patients

Arrangement or agreement with 1 or more 
doctors to provide care

 If referral agreement is not in writing then can 
show that doctors are accepting patients when 
referred (given appointments and seen)

Need P&P for referring patients it discharges who 
need additional care



Lab & Diagnostic Services  1038

 Lab or diagnostic services that are not available at 
the CAH

Want to have an agreement with 1 or more other 
providers

Want to be sure referred patients are accepted 
and treated

Need to make sure basic lab services are available 
to ensure an immediate diagnosis and treatment

Staff can provide services or  can contract for 
services

28
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Contracted Services
Need to have agreement with a lab that can provide 

additional or specialized lab tests
CAH draws and sends tests out
Required to have P&P on this
 If labs that provide additional diagnosis and clinical lab 

services must be in compliance with CLIA and lab will 
be surveyed separately for compliance,

CAH needs evidence that the outside lab has a CLIA 
certificate or waiver
Same is true of radiology services and if done 

outside make sure CAH gets copy of report



Contracted Services Food   1040

CAH can provide food and other services to 
meet inpatient’s nutritional needs

Or CAH can contract out this service
 If contracted out make sure they are aware of the CMS 

food service requirements and assess through QAPI 
process to ensure compliance with the contract also

Must still make sure patient nutritional needs 
are met

Dietary services must be provided as per the 
P&P

30
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Contracted Services       1042
Need to keep list of all services 
provided under contract or agreement
 Try and keep contracts in one place

 Must include service offered, individual or entity that is 
providing it, and whether on or off-site

 Must include if any limit on the volume or frequency of the 
services provided 

 Must include when the services are available

 Update list each time services added or removed

 Ensure the contractor meets the requirements in the 
contract and the performance indicators



Contracted Services     1044
CEO is responsible for operation of all patient 

services furnished in the CAH

This includes those performed directly or by 
contract

Must take action to ensure this

 It includes not only care provided directly to patient 
but also services related to patient care

Housekeeping, instrument cleaning and 
sterilization, laundry, pharmacy services, lab, 
interpreters, security, dialysis, food service etc.
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Rehab

33



Rehab Therapy                      1052  
Standard: Rehab services are provided by qualified 

staff 
 Included PT, OT, and speech-language pathology

Rehab is an optional service
 Can be provided directly or through contracted services

Must have an order, P&P, and be consistent with 
the SOC (American PT Association, American OT 
Association etc.)

Must follow the rehab plan of care requirements and 
be consistent with the state law

34



Rehab Plan of Care (POC) Requirements

Must do POC before treatment is started

Can be done by MD/DO, PA, NP, CNS, 

Can be done by PT, speech-language 
pathologist, or OT who is furnishing the service

The POC must 
 Prescribe the type, amount, frequency, and duration

 Must indicate the diagnosis and anticipated goal

Any change in plan must be in accordance with 
provider’s P&P

35



Visitation

36



Visitation                              1054
Must have P&P and process on visitation

 Including any reasonable restrictions or 
limitations

Discusses JAMA article encouraging open visitation 
in the ICU

 Includes inpatients and outpatients

Discusses role of support person for both

Patient may want support person present 
during pre-op preparation or post-op recovery

37



Reasonable Restrictions 1054
 Infection control issues
Can interfere with the care of other patients

Court order restricting contact

Disruptive or threatening behavior

Room mate needs rest or privacy

Substance abuse treatment plan

Patient undergoing care interventions

Restriction for children under certain age
38



Visitation   1054
Need to train staff on the P&P

Need to determine role staff will play in controlling 
visitor access

Surveyor will verify you have a P&P

Will review policy to determine if restrictions

 Is there documentation staff is trained?

Will make sure staff are aware of P&P on visitation 
and can describe the policy for the surveyor

39



Visitation                              1056
Must inform each patient or their support 
person, when appropriate, of their visitation 
rights

Must include notifying patient of any 
restrictions

Patient gets to decide who their visitors are

Can not discriminate against same sex 
domestic partners, friend, family member etc.

The patient gets to decide
40



Visitation                          1056
Support person does not have to be the same 
person as the DPOA

Support person can be friend, family member 
or other individual who supports the patient 
during their stay

TJC calls it a patient advocate

Support person can exercise patient’s 
visitation rights on their behalf if patient 
unable to do so

41



TJC Help Prevent Errors in Your Care

42www.jointcommission.org/speak_up_help_prevent_errors_in_your_care/



Visitation                              1056
Hospital must accept patient’s designation of 
an individual as a support person
Either orally or in writing

Suggest you get it in writing from the patient

When patient is incapacitated and no advance 
directives on file then must accept individual who 
tells you they are the support person

Must allow person to exercise and give them 
notice of patients rights and exercise visitation 
rights

43



Visitation                              1056
Hospital expected to accept this unless two 
individuals claim to be the support person 
then can ask for documentation
This includes same sex partners, friends, or 

family members

Need policy on how to resolve this issue

Any refusal to be treated as the support 
person must be documented in the medical 
record along with specific reason for the 
refusal

44



Visitation                         1056
Patient can withdraw consent and change their 

mind

Must document in the medical record that the notice 
was given

Surveyor is to look at the standard notice of 
visitation rights

Will review medical records to make sure 
documented

Will ask staff what is a support person and what it 
means

45



Visitation                         1058
Must have written P&P

Must not restrict visitors based on race, color, 
sex, gender identify, sexual orientation etc.

 In other words, if a unit is restricted to two 
visitors every hour the patient gets to pick 
their visitors not the hospital

Suggest develop culturally competent training 
programs

46



CMS Hospital Improvement 
Rule

Medical Records

47



Changes by CMS
CMS final changes to the hospital CoP

Patient has a right to access medical records upon 
an oral or written request

OCR now fining hospitals if you do not provide 
patient timely access to medical records

Can get in hard copy or electronic form

Right to access within a reasonable amount of time

Discusses 2 2016 OCR documents

Document HAI, HACs, and complications
48



Copy of New Law  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



Patient Rights
The CoPs are amended to ensure that the patient 

has a right of access to their medical records

Note the OCR requirements on the difference 
between a patient request for records and an 
authorization

CMS mentions many hospitals are not aware of 
the OCR rules

Note that the federal HIPAA already has this 
requirement so hospitals probably already have a 
policy to this effect

50



Patient Rights
Patient has a right of access to their current

medical records within a reasonable time
 Hospitals will need to update medical records policy

 Hospitals will need to educate nurses, doctors, and other 
staff

 Hospitals will want to have a process for patients who 
want to review their current medical records since most 
are electronic health records

Upon oral or written request
 Most hospitals will have the patient sign the request for 

records in writing
51



Patient Rights
Patients have the right to get their records in the 

form and format they request

 If the records are electronic then on a flash drive, 
CD, email, etc

 If paper medical records then a paper copy

Discusses as agreed to by the hospital and 
patient or patient representative

 If records not available in the form requested by 
the patient (not electronic) then a hard copy must 
be provided

52



Access to Medical Records
Patients have a right to get their records timely

HIPAA says 30 days unless stored off site then 
60 days

Remember, state law can be more stringent

They have a right to get their entire medical record

Patients can request a specific portion of the 
records

The medical record must include the discharge 
planning documents

53



Patient Rights
 Interestingly enough, CMS says with the use of 

technology today they expect the hospital to fill the 
request in far fewer than 30 days

CMS says hospital cannot frustrate efforts of 
patients to get their medical records

This section overlaps with requirements from the 
OCR or Office of Civil Rights

CMS noted in the proposed rules that many 
hospitals were not aware of the OCR lengthy memo 
on access to records issued January of 2016
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OCR Issues
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www.hhs.gov/hipaa/for-
professionals/privacy/guidance/access/index.html#newlyreleasedfaqs



OCR Rights of Patients
OCR issued a FAQ on cost and access to medical 

records in February of 2016 which was amended in 
2017

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

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

OCR is now fining hospitals who fail to get patients 
their records timely and their first fine was $85,000 
for a hospital

56
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www.medscape.com/viewarticle/918173
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www.hhs.gov/about/news/2019/09/09/ocr-settles-first-case-hipaa-right-access-
initiative.html



OCR Rights of Individual Patients
OCR has document on patient rights under HIPAA 

to access their health information

CMS notes many hospitals are not aware of this
 Patients have a right of access to their information

 Includes right to inspect medical records

 Can allow email to make requests or fax

 Would need to verify the identity of the patient

 Can not require person to come in person to request 
records

 Can’t require patient to mail you the authorization
59



OCR Rights of Individual Patients
Patient can request a paper or electronic copy

Must send to patient within 30 days of request

A 30 day extension is available if archived offsite 
and not readily accessible

Can charge for records but no retrieval fee

Discusses the reasons when a hospital may deny 
the request
 Can request copies of x-rays

 Can’t refuse to give copies because hospital bill not 
paid

60



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#



AHIMA Model Release Form

62



HIPAA Access versus Authorization
Based on the OIG Access Guidance to clarify a 

misunderstanding on the patient’s right to access

Access request- the hospital may require a written, 
signed request by the patient  under the access rule
 It must identify the designated person and where to send 

the PHI

 HHS says you cannot require them to sign an 
authorization form when the access rule applies

 The fee limitation applies

 Time frame applies such as 30 days with exception

 Disclosures under the access rule are mandatory
63



The CMS Hospital CoPs on 
Medical Records 

(Clinical Records)

64



65

Medical Records           1102
Must maintain clinical records system in 
accordance with P&Ps,
Must have a system of patient records, ways to 
identify the author and protect security of MR,
Must be sure MR are not lost, stolen, or altered 
or reproduced in authorized manner,
Limit access to only those authorized persons,
HIPAA is important and the OCR has been 
issuing heavy penalties for violation of privacy 
and security,
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Medical Records               1102
Must have current list of authenticated 
signatures (like signature cards),

And computer codes and signature stamps,

Must be adequately protected and 
authorized by governing body,

Must cross reference inpatients and 
outpatients,

 If transfer to swing bed can use one MR but need 
divider,



Medical Record                   1102
Both inpatient and swing bed must have 
MR;

Admission, discharge orders, progress 
notes, nursing notes, graphics, laboratory 
support documents, any other pertinent 
documents, and discharge summaries, 

Must retain MR and file them,
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Medical Records             1102
 Must have system to be able to pull any old MR 

within past 6 years,
 24 hours a day and 7 days a week,
 Inpatient or outpatient,

 Surveyor will verify there is a MR for every patient,

 Will look to be stored in place protected from 
damage, flood, fire, theft, etc.,

 Must protect confidentiality of MR,

 MR must be adequately staffed,
68
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Medical Records           
 Must be legible, complete, accurate, readily 

accessible  and systematically organized (1104)

 To ensure accurate and complete documentation of  
all orders, test results, evaluations, treatments, 
interventions, care provided and the patient’s 
response to those treatments, interventions and 
care. 

 Must have director of MR that has been appointed 
by governing board (1106)
 Must have one unified MR service

 Includes inpatient and outpatient records
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Medical Records               1110
MR must contain:
 Identification and social data, 

Evidence of properly executed informed consent 
forms,

Pertinent medical history, 

Assessment of the health status and health care 
needs of the patient,

Brief summary of the episode, disposition, and 
instructions to the patient; 
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Informed Consent           1110
 Include evidence of properly executed informed 

consent forms for any procedures or surgical 
procedures,

 Specified by the medical staff, 

Any Federal or State laws that require written 
patient consent,

 Informed consent means the patient or patient 
representative is given the information, 
explanations, consequences, and options needed 
in order to consent to a procedure or treatment
 See tag 1140
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Consider 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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Consider List of Procedures 
Aspiration Cyst (complex) Yes

Blood Administration Yes

Blood Patch Yes

Bone Marrow Aspiration Yes

Bone Marrow Biopsy Yes

Bronchoscopy Yes

Capsule Endoscopy Yes

Catherizations, Cardiac & vascular Yes

Cardioversion Yes
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Informed Consent            1110
A properly executed consent form 
contains at least the following:
Name of patient, and when appropriate, 

patient’s legal guardian; 
Name of CAH; 
Name of procedure(s); 
Name of practitioner(s) performing the 

procedures(s); 

Signature of patient or legal guardian; 
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Consent Form Must Include
Date and time consent is obtained; 
Statement that procedure was 
explained to patient or guardian; 
Signature of professional person 
witnessing the consent; 
Name/signature of person who 
explained the procedure to the 
patient or guardian. 
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Medical Records                 1110
MR must contain information such as progress and 
nursing notes, medical history, documentation, 
records, reports, recordings, test results, 
assessments etc. to:

• Justify admission;

• Describe the patient’s progress and support the 
diagnosis; 

• Describe the patient’s response to medications; 
and 

• Describe the patient’s response to services such 
as interventions, care, treatments, 



Medical Records
Must maintain confidentiality of records,

What precautions are taken to ensure 
confidentiality and prevent unauthorized persons 
from gaining access,

MR retention period is 6 years and longer if 
required by state,

When can records be removed ?
AHIMA has practice briefs that can be helpful to 
hospitals at www.ahima.org,
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AHIMA Body of Knowledge
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http://bok.ahima.org/
http://bok.ahima.org/



AHIMA Practice Briefs
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http://bok.ahima.org/searchresults?q=&fs=sour
ce_facet|AHIMA+practice+brief

http://bok.ahima.org/searchresults?q=&fs=source_fa
cet|AHIMA+practice+brief
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Discharge Summary         1110
A discharge summary discusses:

The outcome of the CAH stay,

The disposition of the patient, 

Follow-up care (any post appointments such as 
home health, hospice, assisted living, LTC, swing 
bed services),

 Is required for all hospitals stays and prior to and 
after swing bed admission,

Can delegate to NP or PA if state allows,

See discharge planning standards,
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Discharge Summary            1110
Surveyor will verify MS have specified which 

procedures or treatments need informed consent,

Surveyor will verify consent forms contain all the 
elements,

Will do review of closed and open MR-at least 10% 
of average daily census,
Will look to make sure records are complete and 

accurate

Make sure consent policies include not only CMS 
requirements but state laws and your accreditation 
organization standards



Discharge Summary
Recommendations to avoid unnecessary 
readmissions;
Make the appointment for the patient with the 

PCP before discharge

Dictate the discharge summary as soon as 
patient is discharge

Hospital has the responsibility to get the 
discharge summary or medical record information 
into the hands of the PCP before the first visit

Make appointment within 4 days after discharge
82



History and Physicals          1114
 All or part of H&P may be delegated to other 

practitioners if allowed by state law and CAH such as 
NP or PA  (see also tag 1118 and 1140),

 However MD/DO assume full responsibility,
 MD/DO must sign also,

 Surveyor will look at bylaws to determine when H&P 
must be done,

 Make sure H&P on chart before patient goes to surgery 
unless an emergency
 Important issue with CMS and TJC and AO

 Exception for healthy outpatients not needing  H&P does not apply to 
CAHs 
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Questions Answered by CMS
Question: Does a patient need an H&P done when 

placed in a swing bed when one was done when 
they were in an acute care bed?
 The patient does not require an additional H&P when 

he/she “swings” from receiving acute care services in the 
CAH to now receiving SNF level services in the CAH.

 If from another facility, you must have a H&P done if 
admitted directly to a swing bed

Question: Is an H&P required for an observation 
patient?
 Yes

84
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Response to Treatment           1116
The following must describe the patient’s 
response to treatment;
All orders must be documented,

Reports of treatment and medications,

Nursing notes,

Documentation of complications,

Other information used to monitor the patients 
such as  progress notes, lab tests, graphics,
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Medical Records            1116
Standard: Must make sure MR get filed promptly,

All MR must contain all lab reports,

Radiology reports,

All vital signs,

All reports of treatment include complications and 
hospital acquired infections (HACs),
 Including healthcare associated infections (HAI)

All unfavorable reaction to drugs,

Diagnosis, treatments, tests, and interventions must 
be documented
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Entries in the MR                1118
All entries must be DATED, TIMED, and 

authenticated or sign off each order,
 MD/DO must sign off H&P done by PA  or NP
 MS defines if any orders have to be co-signed

Only those specified in the Medical Staff (MS) P&P 
can write in the MR,
 If rubber stamps used-person must sign they will be 

the only one who uses it,
 Just  DON’T use rubber stamps
 Must have sanctions for improper use of stamp, computer key 

or code signature,

Must date and time when a verbal order is signed off,
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Confidentiality of MR           1120
Must maintain confidentiality of information,
 Access to information limited to those who need to 

know,

 Safeguard MR, videos, and audio,

 Safeguard against loss or destruction

Will verify only authorized people can access MR 
contained in MR department
 Which many call Health Information Management (HIM)

Need to release only with written authorization  of 
patient or authorized representative,
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MR Policies                        1122
Need written P&P that govern the use and removal 

of MR,

Need to have a system to ensure security of the 
medical records
 Need safeguards for EHRs

To include the conditions of release of information,

Remember the federal HIPAA law on MR 
confidentiality and privacy, ARRA, HITECH, and the 
breach notification law,

Written consent of patient required to release  
(1124),
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Retention of MR               1126
Records are retained for at least 6 years from date 

of last entry,

 Longer if required by State or federal law (OSHA, 
FDA, EPA),

 Or if the records may be needed in any pending 
proceeding,

Can be in hard copy, microfilm or computer 
memory banks,

AHIMA  has practice brief on retention periods 
which ties in with the destruction policies,



Retention & Destruction Updated 10/15/2013
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http://bok.ahima.org/doc?oid=300217#.XkgnkjZ8
CuU

http://www.ahima.org/
http://cop.ahima.org/
http://library.ahima.org/xpedio/groups/public/documents/web_assets/bok_home.hcsp
http://library.ahima.org/xpedio/groups/public/documents/web_assets/advanced_bok2.hcsp
https://secure.ahima.org/contact/contact.aspx
http://library.ahima.org/xpedio/groups/public/documents/web_assets/bok2_help.hcsp


Practice Briefs
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http://bok.ahima.org/searchresults?q=&fs=source_f
acet|AHIMA+practice+brief



Retention & Destruction
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http://www.ahima.org/
http://cop.ahima.org/
http://library.ahima.org/xpedio/groups/public/documents/web_assets/bok_home.hcsp
http://library.ahima.org/xpedio/groups/public/documents/web_assets/advanced_bok2.hcsp
https://secure.ahima.org/contact/contact.aspx
http://library.ahima.org/xpedio/groups/public/documents/web_assets/bok2_help.hcsp
http://library.ahima.org/xpedio/groups/public/documents/ahima/bok1_050487.hcsp


AHIMA Sample Destruction Form

94



Federal and State Retention Periods
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Surgery
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Surgical Procedures 1140

 Standard: If a CAH provides surgical 
services it must be performed in a safe 
manner,
 By qualified practitioner with clinical privileges,

What does safe manner mean?

 The equipment and supplies are sufficient so 
the type of surgery can be performed safely,

 Surgery dept must be organized and staffed 
if you have one,
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Surgical Services                 1140
Must follow state and federal laws,

Must follow standards of practice and 
recommendations by national recognized 
organizations (AMA, ACOS, APIC, AORN),

Quality of outpatient surgical services must be 
consistent with inpatient,
Scope of surgical services must be writing and 

approved by MS,
OR must be supervised by experienced staff 

member, address qualifications of supervisor of OR 
rooms in P&P,
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Surgical Procedures           1140
 If LPN or OR tech used as scrub nurses then must 

be under RN who is immediately available to 
physically intervene,

There are also a number of policies and procedures 
that need to  be in place.

AORN have many resources to help meet CMS and 
TJC requirements

Now called Guidelines for Perioperative 
Practice

Must wear clean surgical attire that covers hair
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Surgery Policies                 1140
 Aseptic surveillance and practice, including 

scrub techniques 
 Identification of infected and non-infected cases 

 Housekeeping requirements/procedures 
 Patient care requirements 
 Preoperative work-up 

 Patient consents and releases 

 Clinical procedures 

 Safety practices 

 Patient identification procedures
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Surgery Policies                  1140
 Duties of scrub and circulating nurse, 
 Safety practices, 
 The requirement to conduct surgical counts in 

accordance with accepted standards of practice, 
 Scheduling of patients for surgery,
 Personnel policies unique to the OR, 
 Resuscitative techniques, 
 DNR status, 
 Care of surgical specimens, 
 Malignant hyperthermia, 
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Surgery Policies                  1140
 Appropriate protocols for all surgical 

procedures performed.
 These may be procedure-specific or general in nature 

and will include a list of equipment, materials, and 
supplies necessary to properly carry out job 
assignments. 

 Sterilization and disinfection procedures 

 Acceptable operating room attire 

 Handling infections and biomedical/medical 
waste
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Pre-Operative H&P               1140
 Complete H&P must be done in accordance with 

acceptable standards of practice,

 All or part may be delegated to other practitioners 
(like PA or NP) if allowed by your state law and 
CAH,

 Surgeon must sign and assumes full responsibility,
 See tag 1118

 H&P changes under Appendix A does not apply to 
CAH which allows a pre-sedation assessment, 
instead of a H&P, for healthy outpatients who are 
having outpatient surgery
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H&P 1140

 Need to have H&P on the chart PRIOR 
to surgery,

 An exception is an emergency and then 
need brief admission note on chart,

 Note should include at a minimum critical 
information about the patient’s condition 
including pulmonary status, 
cardiovascular status, BP, vital signs, 
etc. 
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Informed Consent              1140
This includes all inpatient and 

outpatient,

 Is informed of who will actually perform 
the surgery (no ghost surgery),

Must inform patient if practitioner other 
than the primary surgeon will perform 
important parts of the surgical 
procedure,
 EVEN if it is under the primary surgeon’s supervision,
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Informed Consent                 1140
Consent must include:
Name of patient or their legal guardian,

Name of  hospital (CAH),

Name of specific procedure,

Name of person doing the procedure or important  
parts of the procedure other than primary surgeon,

Significant surgical tasks include: opening and 
closing,  harvesting grafts, dissecting tissue, 
removing tissue, implanting devices and altering 
tissue,
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Informed Consent               1140
 Nature and purpose of proposed treatment, Risks, 

consequences if no treatment is rendered, alternative 
procedures or treatments, probability that proposed 
procedure would be successful

 Signature of patient or guardian,

 Date and time consent obtained,

 Statement that procedure explained to the patient or 
guardian,

 Signature of professional person witnessing the consent 
(proposal to change to only witness and they are witness to 
signature only),

 Name of person who explained procedure,
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Informed Consent             1140
 Must disclose information to patient 

necessary to make a decision,

 It is a process and not a form,

 Authorization form signed by a patient who 
does not understand what he is signing is not 
informed consent,

 Given in language patient can understand 
(interpreter and issue of health care literacy),

 See tag 1110
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PACU                             1140
 Must be adequate provisions for immediate post-op 

care,

 Must be in accordance with acceptable standards of 
care (ASPAN),

 Separate room with limited access,

 P&P specify transfer requirements to and from 
PACU,

 PACU assessment includes level of activity, 
respiration, BP, LOC, patient color (Aldrete),
 If no PACU close observation by RN in patient’s room,   
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OR Register                       1140

Register will include;
Patient’s name, id number,

Date of surgery, 

Total time of surgery,

Name of surgeons, nursing personnel, 
anesthesiologist,

Type of anesthesia, 

Operative findings,  pre-op and post-op 
diagnosis, age of patient,
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Operative Report Must Include      1140
Name and id of patient,

Date and time of surgery,

Name of surgeons, assistants,

Pre-op and post-op dx,

Name of procedure,

Type of anesthesia,

Complications and description of techniques and tissue 
removed,

Grafts, tissue, devises implanted,

Name and description of significant surgical tasks done by 
others (see list-opening, closing, harvesting grafts,
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Surveyor in OR                   1140
 Will verify access to OR and PACU is 

limited,
 That there is appropriate cleaning between 

surgical cases and appropriate terminal 
cleaning applied; 

 That operating room attire is suitable for the 
kind of surgical case performed,

 That persons working in the operating suite 
must wear only  clean surgical costumes, 
 AORN has a position statement on this
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Surveyor in OR               1140
That equipment is available for rapid and 
routine sterilization of OR materials, 
Called Immediate Use Steam Sterilization

Equipment is monitored, inspected, tested, and 
maintained by the CAH’S biomedical equipment 
program,

Sterilized materials are packaged, handled, labeled, 
and stored in a manner that ensures sterility e.g., in 
a moisture and dust controlled environment,

P&P on expiration dates is followed, 
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Surveyor in OR             1140
 OR organizational chart show lines of authority 

and delegation within the dept,

 Make sure have the following:

 On-call system (intercom), 

 Cardiac monitor, 

 Resuscitator, Defibrillator,  Aspirator (suction 
equipment),

 Tracheotomy set (a cricothyroidotomy set is not 
a substitute), 
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Surgical Privileges            1142
 Standard: Must designate who is allowed to 

perform surgery,
 Doctors, dentists, or podiatrists, 

 Must conform to P&Ps, 

 Must be within scope of practice laws,

 Review the list of physician privileges to determine 
if current,

 Surgical privileges updated every 2 years,

 Are procedures performed by appropriate 
physicians,
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Surgical Privileges                  1142
 Surgery service must maintain roster 

specifying the surgical privilege,

 Current list of surgeons suspended must 
also be retained,

 MS bylaws must have criteria for 
determining privileges,

 Surveyor will review written assessment 
of the practitioner's training, experience, 
health status, and performance. 
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Surgical Privileges               1142
Surgical privileges are granted in 

accordance with the competence of 
each,

MS appraisal procedure must evaluate 
each practitioner’s training, education, 
experience, and competence,
 As established by the QAPI program, 

credentialing, adherence to hospital P&P, 
and laws,
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Surgical Privileges                1142
 Must specify for each practitioner that 

performs surgical tasks including MD, DO, 
dentists, oral surgeon, podiatrists,

 RNFA, NP, surgical PA, surgical tech et. al.,

 Must be based on compliance with what 
they are allowed to do under state law,

 If task requires it to be under supervision of 
MD/DO this means supervising doctor is 
present in the same room working with the 
patient,
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Anesthesia
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Pre-Anesthesia Assessment   1144
 Pre-anesthesia evaluation must be performed 

immediately prior to the surgery,

 By qualified person to administer anesthetic 
to evaluate risk of anesthesia,

 Must include; notation of risk of anesthesia, 
anesthesia, drug, and allergy history,

 Potential anesthesia problems identified,

 Patient’s condition prior to induction,
 Different from requirements in Appendix A
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Pre-anesthesia  ASA Guideline
Preanesthesia Evaluation 1

 Patient interview to assess Medical history, 
Anesthetic history, Medication history

Appropriate physical examination
Review of objective diagnostic data (e.g., 

laboratory, ECG, X-ray)
Assignment of ASA physical status
Formulation of the anesthetic plan and discussion 

of the risks and benefits of the plan with the patient 
or the patient’s legal representative

 1 www.asahq.org/publicationsAndServices/standards/03.pdf



ASA Guidelines and Standards
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https://www.asahq.org/standards-and-guidelines
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www.asahq.org/standards-and-guidelines/basic-standards-
for-preanesthesia-care



ETCO2  for Moderate and Deep Sedation ASA
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ASA Practice Advisory Preanesthesia Evaluation
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http://asahq.org/For-Members/Practice-Management/Practice-
Parameters.aspx



ASA Standard on Preanesthesia Care
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http://asahq.org/For-Healthcare-Professionals/Standards-Guidelines-
and-Statements.aspx



AANA Website for CRNA
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www.aana.com
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Post Anesthesia Evaluation   
Post-anesthesia follow-up report must 
be written on all inpatients and 
outpatients prior to discharge,
Written by the individual who is qualified to 
administer the anesthesia.

Must include at a minimum:  
Cardiopulmonary status, LOC, follow-up 
care and/or observations; and,

Any complications occurring during PACU. 
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Post Anesthesia ASA Guidelines
Patient evaluation on admission and discharge from 

the postanesthesia care unit
A time-based record of vital signs and level of 

consciousness
A time-based record of drugs administered, their 

dosage and route of administration
 Type and amounts of intravenous fluids 

administered, including blood and blood products
Any unusual events including post-anesthesia or 

post procedural complications
Post-anesthesia visits
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Anesthesia 1145 
 CAH must designate who can administer 

anesthesia,

 MS include criteria for determining privileges, in 
accordance with P&P and scope of practice and 
state law,

 Only by anesthesiologist, MD/DO, CRNA, 
anesthesiology assistant, supervised trainee in 
education program, dentist, podiatrist,

 State exemption process of MD supervision for 
CRNA (1150)
 No supervision required and details the process
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Anesthesia               1145 and 1147
 A CRNA may administer anesthesia 

when under the supervision of the 
operating practitioner or of an 
anesthesiologist who is immediately 
available if needed,

 An anesthesiologist’s assistant (AA) 
may administer anesthesia when 
under the supervision of an 
anesthesiologist who is immediately 
available if needed. 
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Immediately Available Means
Physically located within the OR or in the 
L&D unit; 

And is prepared to immediately conduct 
hands-on intervention if needed; 

And  is not engaged in activities that 
could prevent the supervising practitioner 
from being able to immediately intervene 
and conduct hands-on interventions if 
needed
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Discharge      1149
All patients are discharged in the 
company of a responsible adult, 

Any exceptions to this requirement must 
be made by the attending practitioner 
and documented  in the medical record,

Surveyor will verify that the CAH has 
P&Ps in place to govern discharge 
procedures and instructions, 



Quality

http://www.outpatientsurgery.net/did-you-see-this/2017/01/olympus-gi-benchmarking


CAHs
CMS rewrote all the QAPI requirements for CAHs

Published September 30, 2019 the effective date 
was November 29, 2019

However, CMS gave CAHs 18 months to comply 
with the QAPI requirements

So must be implemented by March 30, 2021
The board is also responsible for make sure that 

QAPI standards are met

Will update the QAPI worksheet  and even though 
not used at CAH so look at this excellent resource
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Hospital Improvement Final Rule
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https://federalregister.gov/d/2019-20736 and 393 Pages



CAH QAPI Program 
Basically CMS is implementing the QAPI standards 

under Appendix A for CAH except no system wide 
QAPI
 CAH QAPI had not been updated since 1993 and did not reflect 

current standards

These replace the existing reactive annual 
evaluation and quality assurance requirements with 
a proactive approach of a QAPI program

The section on evaluation of the diagnosis and 
treatment provided by physicians and non-
physicians has been relocated to a new section 
under “staffing and staff responsibilities”
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CAH QAPI Program 
Note the worksheets have never been used by a 

surveyor at a CAH
 But an excellent resource now that the QAPI standards 

have changed to see how CMS has interpreted them

 The tag numbers in the worksheets are to appendix A and 
we now know what tag numbers are for CAHs- start at tag 
number 1300  

CAHs are encouraged to use the technical 
assistance and services available through the state 
Flex Programs
 This includes the Medicare Beneficiary QA Project 

supported by HRSA’s Office of Rural Health Policy
142



143



New Tag Numbers for QAPI
C-1300

 1302, 1306, 1309, and 1311

 1315 and1319

 1321 and 1325

 Interpretive guidelines and survey procedures to 
follow (probably late spring or early summer 2020)

Existing tag numbers starting at C-330 will remain in 
effect until March 30, 2021
 They are included here for reference
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www.ruralcenter.org/tasc/flexprofile



CAH Checklist & Quality Network
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https://ruralhealth.und.edu/projects/cah-quality-network/cop



CAH QAPI Program 
CAH must develop, implement, and maintain an 

effective, ongoing, CAH-wide, data-driven QAPI 
program (1300)
 Program has to be appropriate for the size and what the 

CAH does

 Must involve all departments

 Must use objective measures to evaluate services

 Must be ongoing and comprehensive

 Board is responsible for QAPI program

 Use objective measures to evaluate processes

 Has a definition of medical error and adverse event (AE)
147



CAH QAPI Program          2021
Design and scope of the QAPI program must be 

appropriate for the complexity of the services (1302)

QAPI program must be ongoing and comprehensive 
(1306)
 Every department needs to report into the QAPI process

QAPI program must use objective measures to 
evaluate services and processes (1309)
 So falls are measured in per 1,000 bed days 

 Determines number of patients who went to surgery today 
and how many had consents and H&Ps on the chart
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CAH QAPI Program          2021
QAPI program must address (1311)

 Indicators related to improved health outcomes

 Prevention and reduction of medical errors

–Such as the medication error rate, adverse 
drug reactions, delays or misdiagnosis, 
retained surgical items, burns, etc.

Adverse events

CAH acquired conditions and 

Transitions of care, including readmissions
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CAH QAPI Program          2021
The board is responsible for the QAPI program 

(1313)
 Board responsible to make sure the QAPI meets these 

requirements

Must focus on measures to improve health 
outcomes to are predictive of desired patient 
outcomes (1319)
 For ones mentioned in tag 1311 (medical errors, AE, 

HAC, transitions including readmissions)

 Look at readmissions to determine their cause and if the 
hospital could have prevented the readmission
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CAH QAPI Program          2021
For each of the ones in the above slide (tag 1311), 

CAH use measures to analyze and track its 
performance (1319)
 There are many ways to help detect medication errors

 The IHI has trigger tools

 Computer assisted software

 Incident reports and QAPI reports

 Direct observation etc.

For each one in 1311 set priorities to improve and 
consider high volume, high risk and problem prone 
areas (1321)
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CAH QAPI Program          2021
The QAPI program must incorporate quality 

indicator data including:(1325)

 Patient care data

Other relevant data, in order to achieve the goals of 
the QAPI program

 As discussed previously, the current QAPI system, 
starting at tag 330, is in effect until March 30, 2021
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CMS Worksheets
Infection Control, Discharge Planning and 

QAPI



CMS Hospital Worksheets History
Memo discusses surveyor worksheets for 
hospitals by CMS during a hospital survey

Addresses discharge planning, infection 
control, and QAPI (quality assessment 
performance improvement)
 Final discharge planning worksheet issued November 26, 

2014

 Remember, will update in 2020 to reflect new changes

Currently being rewritten to include the final   
changes
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Final 3 Worksheets  QAPI
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www.cms.gov/SurveyCertificationG
enInfo/PMSR/list.asp#TopOfPage



Hospitals in Systems
Now allows system wide QAPI
 It is called “unified and integrated QAPI for multi-hospital 

systems”

 Must be part of a hospital system

 But may NOT include the CAH because this section was 
never amended

Under a board that is responsible for 2 or more 
hospitals

Not required but an option for hospitals in systems

Must be consistent with your state law
156



The Current QAPI Requirements
This section will remain in effect until March 30, 

2021

They are included here for reference

They will not be discussed during this program

CAH must periodically evaluate the QAPI program 
(330)
 Surveyor may identify a patient care practice

 May ask staff to tell them about the practice and is it a 
requirement or a standard of practice

 P&P must reflect laws and requirements
157
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Quality Assessment             331
 Must periodically review total program 

 Will look at who is to do this such as the QAPI 
Director

 At least once per year,

 Include services provided and  number of patients 
served,

 Look at volume of service and patients served 
(332),

 Include at least 10% of charts- active and closed 
charts (333),
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Quality Assessment     335

Review all P&Ps also 
Show evidence of how these are 

evaluated and reviewed

Purpose of the evaluation is to 
determine whether the utilization of 
services was appropriate, 

And whether the P&Ps were revised if 
needed,
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Quality Assessment        336
An effective program includes;
 Ongoing monitoring and data collection,

 Problem prevention, identification and analysis,

 Identification of corrective actions,

 Implementation of corrective actions,

 Evaluation of corrective actions,

 Measures to improve quality on a continuous 
basis,
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Quality Assessment               336

QA program to evaluate 
appropriateness of diagnosis and 
treatment and in treatment outcomes,

Facility wide QAPI program (QI),

Can have QAPI by arrangement, 

Surveyor will look at your QI PLAN, QI 
minutes,
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Healthcare Associated Infections 337
 Must evaluate infections,
 Now called HAI or healthcare association infections

 Remember the CMS infection control worksheet

 Must look at medication therapies,

 Must evaluate the quality of care of  LIPs (NP, PA, CNS)  
by doctor on MS or under contract,

 Will look at how their performance is evaluated (339),

 Quality of care and appropriateness of diagnosis and 
treatment by doctors must be reviewed by QIO, hospital 
that is member of network, or as identified in state rural 
health plan (340),
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Quality Assessment              341

 Staff consider the findings and 
evaluations and recommendations and 
take corrective actions including the QIO,

 Take steps to remedial action to address 
deficiencies found through QAPI process,

Will look to see who is responsible for 
implementing actions,

Document the outcomes of all remedial 
actions (343)



Quality Assessment             340
CAH have an arrangement for outside entity to 

review the appropriateness of the diagnosis and 
treatment provided by each MD/DO providing 
services

This includes doctors providing telemedicine 
services

Some CAHs may also prefer to conduct their own 
internal review in addition to the outside review but 
not required
 Outside review may be done by hospital that is a member of the 

same rural health network as the CAH; a Medicare QIO
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Organs, Tissues, and Eyes
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http://clicks.emailcampaigns.net/trkr/?c=13562&g=530291&p=348b2fead338ee9857ae886413abbfd5&u=aa7797c2812a9af04e3385b122b688e7&q=&t=1
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Organ, Tissue, and Eye           1500
 Hospital must have written P&P to address its 

organ procurement,  

 Must have agreement with OPO,
 If OR and hospital has a ventilator

 Must timely notify OPO if death is imminent or if the 
patient has died,

 OPO to determine  medical suitability for organ 
donation,

 Defines what must be in your written agreement 
 Definitions, criteria for referral,  access to your death 

record information



OPO Agreements
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OPO Memo March 14, 2014
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Organ, Tissue, and Eye       1503
 Board must approve your organ procurement 

policy,

 Must integrate into hospital’s QAPI program,

 Surveyor will review written agreement with the 
OPO to make sure it has all the required 
information,

 Check off the long list to ensure all elements are 
present 

 Such as definition of imminent death, what is 
timely notification, allows them access to your 
death records etc.,
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Imminent Death                    1503
Definition of imminent death might include a patient 
with severe, acute brain injury who:
Requires mechanical ventilation (due to brain injury); 

Is in an ICU or ED;  and

Has clinical findings consistent with a Glasgow Coma Score

that is less than or equal to a mutually-agreed-upon threshold; or 

MD/DOs are evaluating a diagnosis of brain death (within 1 
hour) ; or 

An MD/DO has ordered that life sustaining therapies be 
withdrawn, pursuant to the family’s decision (notify them before 

withdrawing life sustaining therapies),

Make sure your staff is aware of the P&P,
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Tissue and Eye Bank              1505

 Need an agreement with at least one tissue 
and eye bank,

 OPO is gatekeeper and notifies the tissue or 
eye bank chosen by the hospital,

 OPO determines medical suitability,

 Don’t need separate agreement with tissue 
bank if agreement with OPO to provide 
tissue and eye procurement,
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Family Notification                1507

Once OPO has selected a potential 
donor, person’s family must be 
informed of the donor’s family’s 
option,

OPO and hospital will decide how 
and by whom the family will be 
approached,
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Organ Donation                    1507
 Person to initiate request must be a designated 

requestor or organized representative of tissue 
or eye bank,

 Designated requestor must have completed 
course approved by OPO,

 Encourage discretion and sensitivity to the 
circumstances, views and beliefs of the families 
(1509),

 Surveyor will review complaint file for relevant 
complaints,
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Organ Donation Training     1511
 Patient care staff must be trained on 

organ donation issues,

 Training program at a minimum 
should include: consent process, 
importance of discretion, role of 
designated requestor, 
transplantation and donation, QI, 
and role of OPO,

 Train all new employees, when 
change in P&P, and when problems 
identified in QAPI process,
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Organ Donation                   1511

 Hospital must cooperate with OPO to review death 
records to improve identification of potential 
donors,

 Surveyor will verify  P&P that hospital 
works with OPO,

Maintain potential donors while necessary 
testing and placement of donated organs 
take place,
 Must have P&P to maintain viability of organs, 



Swing Beds
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Swing Beds  LTC Services
 Must meet following to provide post-hospital SNF care 

(1600),

 Must be certified by CMS,

 SNF services must be in compliance with Subpart B of part 
483 (the swing bed requirements),

 Allows CAH to use beds interchangeable for either acute 
care or SNF level,

 Swings from acute care reimbursement to SNF services 
and reimbursement,

 Will survey swing beds during full survey, or if conducting a 
swing bed complaint or is requesting swing bed approval



4 Swing Bed Changes



Introduction
CMS published the final regulations on September 

30, 2019

 The effective date was November  29, 2019

Regulations are effective 60 days after publication in 
the Federal Register with two exceptions for CAH on 
QAPI  (18 months)  and ASP (6 months)

There were four changes to the swing bed 
regulations

These effect CAH with swing beds and small and 
rural hospitals with swing beds
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Hospital Improvement New Law
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https://federalregister.gov/d/2019-20736 and 393 Pages



PDF Version of New Law
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www.govinfo.gov/content/pkg/FR-2019-09-30/pdf/2019-20736.pdf



Swing Bed Changes
There were four changes for swing beds

This includes CAH and any small and rural hospital 
that has them

The swing bed regulations were completely 
rewritten on October 12, 2018

One change was that Appendix A and W swing bed 
were only the regulations

Hospitals needed to go to Appendix PP, the LTC 
manual, to find the corresponding sections which 
had the interpretive guidelines & survey procedure
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Swing Bed Changes
Dental services
 Previously said facility must assist residents in obtaining 

routine and 24-hour emergency dental care

 Hospitals are addressing emergent dental need under the 
existing CoPs and hospitals have P&P already

 Has deleted this section since duplicative

Activity Program
 Deleted the section that said the facility provide an ongoing 

activity program based on the resident's comprehensive 
assessment and care plan directed by a type of qualified 
professional specified in the regulation
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Swing Bed Changes
Activity Program (continued):

Previously said the facility must provide an ongoing 
program to support the resident in their choice of 
activities
 This was based on their comprehensive assessment and 

care plan

Deleted since swing bed patients are not long term 
residents and only receive services for a short time

However, if the hospital has a patient for an 
extended period of time then expected to do this
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Swing Bed Changes
Social worker
Previously had a section that said if you had 120 

beds or more you had to have a full time social 
worker

This just confused everyone since CAH cannot 
have more than 25 beds and rural hospitals not 
more than100 beds

So this section has been removed

Many wondered why this section was not 
removed a long time ago
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Swing Bed Changes
Resident performing services
 The CoPs had a section that said that patient had the 

right to choose or refuse to perform services and can’t 
require it
 Document need or desire to work

 Is it voluntary or paid and if so must have prevailing rate and 
have in plan of care

 In a LTC maybe the resident who was a chef made special 
pastries on Sunday or a resident helped fold towels for 
physical therapy

 DELETED but can still do if you want and if you do then 
you need a P&P
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Swing Bed Changes
Resident performing services (continued)
Doesn’t make sense since shorter LOS so it was 

REMOVED

CAH tag number 361

Hospitals can elect to still do this if they want

 If they allow residents to perform services then 
must have a policy and procedure

Can never require a patient or resident to do work
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Swing Beds
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Swing Beds  
Must be discharge orders from acute care, progress 

notes and discharge summary and subsequent 
admission orders,

 If patient does not change facilities can use same MR 
with chart separator,

Medicare requires 3 day qualifying stay in CAH or 
qualified hospital prior to admission to swing bed,
 3 day rule only applies to Medicare patients,

Will review at least 2 swing bed closed medical 
records if no swing bed patients are present

Discharge from acute care and admit to skilled bed
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Swing Beds  
No LOS restriction for swing beds but intended to be 

transitional time while recovering to go home or 
waiting placement in a nursing home facility,

No transfer agreement needed between CAH and 
nursing home,

CAH does not have to use the MDS form for 
recording patient assessment,

Swing bed patients receive SNF level of care and  CAH 
is reimbursed for SNF  level, (1608)

Can use same record for swing bed patient but be sure 
to have order for swing bed and discharge orders 
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Eligibility
Must be certified as CAH, and have no more than 25 

beds (1602),
 Tag numbers start at 1600

 Must screen to make eligible for swing bed,

 CMS RO makes the determination if eligible requirements are 
met

 Section on facilities participating as rural primary care hospital 
(1604 and see requirements),

 Have to be in compliance with SNF  rights requirements (1608)

 Residents rights, nutrition, admission and discharge rights, 
social services, comprehensive assessment etc.,



SNF Services
Must be substantially in compliance with following 

SNF requirements: (1608)

 If resident adjudicated incompetent then 
representative acts on their behalf

Patient has right to be informed of his treatment

To be informed in a language he can understand 
(issue of low health literacy and LEP)

To be informed in changes to the plan of care

Choice of a physician who meets requirements like 
licensed and comes to the facility
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SNF Services                    1608
Must make sure resident has information of the name 

and specialty of his or her physician and how to 
contact 

Right to retain and use personal possessions include 
furnishings and clothing as space permit

Access by immediate family and friends and resident 
can change mind

Right to choose or refuse to perform services and 
can’t require it
 Removed unless CAH keeps patients a long time or wants 

to implement this
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SNF Services               1608                   
 Right to receive and send mail  including means other than 

the post office

 Right to access to stationery and postage at resident 
expense

Must notify of any charges not covered by M/M at time of 
admission and periodically and if resident becomes 
eligible for Medicaid

 Has right to personal privacy and confidentiality

 Right to receive written and telephone communications

 To choose their attending physician

 To be informed in a language they can understand
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SNF Services                      1608
Right to secure medical records and to refuse 

release of records

Right to share a room with spouse

Give residents a written copy of their rights

CMS now says to refer to Appendix PP for the 
interpretive guidelines

Also refers to Appendix PP for survey procedure on 
patient rights

Appendix PP is the interpretive guidelines for long 
term care facilities
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Appendix PP LTC  749 Pages
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www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads

/som107ap_pp_guidelines_ltcf.pdf
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Admission, Transfers, Discharge
 Transfer means outside of the facility  (1610)

 Purpose to restrict transfer by facility to prevent 
dumping of high care or difficult residents

 Only when initiated by the facility and not the patient

 May not transfer or discharge a resident unless 
necessary to meet their welfare such as care cannot 
be met in the facility

 Appropriate because no longer needs the services 
provided or facility closes

 Can transfer if resident or others in the facility would 
be endangered due to clinical or behavioral status 



Admission, Transfers, Discharge
Cannot transfer while an appeal is pending unless 

endangers resident’s health or safety and if so must 
document (1610 continued)

Has specific documentation requirements such as 
attempts to meet the resident’s needs and basis for 
the transfer

 Information must be provided to the receiving 
practitioner which include contact information for 
resident’s representative, advance directives, care 
plan goals, discharge summary, contact information 
of the practitioner responsible for the resident’s care
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Admission, Transfers, Discharge 
Notice must be made asap before transfer or 

discharge

 Includes content of the notice such as reason for 
transfer, date, location, statement of the appeal 
rights and phone number

Name and telephone number of the Office of the 
State LTC Ombudsman

 If intellectual and developmental disabilities or 
mental health disorder then information on agency 
responsible such as address, email, and phone 
number
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Admission, Transfers, Discharge
Must provide notice in advance of a facility closing

Must provide and document sufficient preparation 
and orientation for the transfer or discharge

Room changes in a distinct part must be limited to 
moving within a particular building unless the 
resident agrees to the move

CMS states the interpretive guidelines and survey 
procedure for this tag number are referenced to 
Appendix PP
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Freedom from Abuse and Neglect  1612

Resident has a right to be free from abuse, neglect, 
and exploitation

Freedom from misappropriation of property

Freedom from restraint and seclusion including 
chemical restraint

Can use verbal, mental, or physical abuse

Cannot use restraints for convenience or discipline

Can’t employ individuals found guilty of abuse, 
neglect, exploitation, mistreatment or stealing the 
resident’s property
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Admission, Transfers, Discharge 1610

 Includes a finding in the State nurse aide registry

 Includes finding in a court of law that person is unfit 
to be a nurse aide or other staff member

Must have P&P to prohibit and prevent abuse, 
neglect, and exploitation including investigations

Must make sure reported timely and no later than 
24 hours after allegation or within 2 hours if causes 
serious bodily injury
 Report to the administrator of the facility and State Survey 

Agency and adult protective services if state law provides 
them with jurisdiction
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Admission, Transfers, Discharge 
Must investigate thoroughly (Tag 1612)

Must prevent further abuse or neglect

Must report to state survey agency within 5 working 
days

CMS refers to Appendix PP for interpretive 
guidelines and survey procedure

Standard: Provide medically- related social services 
to maintain highest practicable physical, mental and 
psychosocial well-being of each resident (1616) 
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Patient Activities    385  DELETED
Patient activities can be directed by a 
qualified professional who is a qualified 
therapeutic recreation specialist (QTRS) or 
an activities professional who is licensed or 
registered (Deleted whole tag number)
And is eligible for certification as QTRS or 

activities professional by a recognized accrediting 
body on or after Oct 1990 or has 2 years of 
experience in the last 5 years or is a OT 
(occupational therapy) or an OT assistant who 
has completed state training course
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Social Services
Facility must provide medically-related social 
services to attain or maintain the highest 
practicable physical, mental, and 
psychosocial well-being of each resident,
DELTED Need bachelor’s degree in social work or 

human services field (psychology,  rehab 
counseling,  etc.) and 1 year supervised social work 
experience in health care setting if the facility has 
more than 120 beds

Refers to Appendix PP
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Resident Assessments       1620
Must perform comprehensive assessment, care 
plans and discharge planning 
Not required to use RAI or resident assessment instrument

Assessment should include:

Identification and demographic information. 

 Customary routine. 

 Cognitive patterns. 

 Communication and vision. 

 Mood and behavior patterns. 
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Resident Assessments         1620
 Psychosocial well-being. 
Physical functioning and structural problems. 
 Continence. 
 Disease diagnoses and health conditions. 
 Dental and nutritional status. 
 Skin condition. 
 Activity pursuit. 
 Medications 
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Resident Assessments       1620 
 Special treatments and procedures 
 Discharge planning
 Documentation of summary information 

regarding the additional assessment performed 
by completion on the MDS or Minimum Data 
Sheet 
 Documentation of participation in assessment
Must do direct observation and communicate 

with resident and licensed members on all shifts
 Intent to do this to develop care plan
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Assessments                     1620
 Assessment within 14 days after admission but 

states time frames do not apply to CAH

 Assessment if significant change

 Excludes readmissions if no significant change in 
condition

 Very detailed information on what constitutes a 
significant change

 Must do a comprehensive care plan
 Care plan must include measurable objectives to 

met patient’s needs



Assessments   1620
Care plan must include if patient refuses treatment

 Include any specialized services as result of the 
PASARR recommendations (Preadmission 
Screening and Resident Review Process)
 If disagree with the recommendations must indicate a 

rationale in the resident’s medical record

 PASARR is a federally mandated screening and evaluation 
tool that is used to assess people with mental illness or 
developmental disabilities who are being considered for 
nursing facility placements to determine if nursing facility 
placement is appropriate or if these individuals can be better 
served in a more integrative setting
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Assessments                          1620 
Care plan to include:

Goals for admission and desired outcomes

Preferences and potential for discharge
Must document whether wants to return to the 

community

Must document any referrals to local contact 
agencies

Must include discharge plans

Care plan must be developed within 7 days after 
comprehensive assessment done,
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Care Plans                        1620 
 Interdisciplinary team should develop objectives 

to attain highest level of functioning
 Includes attending doctor, NA  and RN responsible for 

the resident, food and nutrition staff, resident and their 
representative and other appropriate staff

Review and revise as necessary such as after 
each assessment

Services provided by staff who are culturally 
competent, qualified and who meet standards of 
quality 



PASARR or RAI
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Discharge Summary            1620 
Resident must have a discharge summary that 
includes;
Recapitulation of the resident’s stay 

Includes diagnosis, course of illness and treatment, 
pertinent lab, x-rays, or consult results

Final summary of the resident’s status

Medication reconciliation

A post-discharge plan of care that is developed with the 
participation of the resident and his or her family, which will 
assist the resident to adjust to his or her new living 
environment 

Refers to Appendix PP for IGs and survey procedure
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Rehab Services 1622
 If specialized rehabilitative services such as, 
but not limited to, 

Physical therapy, speech-language pathology, 
occupational therapy, respiratory therapist and 
mental health rehabilitative services and for 
mental illness and intellectual disability, are 
required in the resident’s comprehensive 
plan of care
Facility must provide the required service

May get from outside source
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Rehab Services                 1622 
Need physician order

 Interpretive guidelines refers to Appendix PP

Survey Procedure refers to Appendix PP
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Dental Services                  1624
 The facility must assist residents in obtaining routine 

and 24-hour emergency dental care 
 May provide or obtain from an outside resources and make appt and 

arrange transportation
 This section deleted although still in manual

May charge a Medicare resident for routine and 
emergency dental services
Must have policy identifying when loss or damage to 

dentures is facility’s responsibility so may not charge 
resident
 Must refer residents within 3 days for lost or damaged 

dentures and document what they eat or drink in the 
mean time
 Refers to Appendix PP



Nutrition                          1626 
Assisted Nutrition and Hydration

This includes NG tubes and gastrostomy tubes
 Both percutaneous endoscopic gastrostomy and 

percutaneous endoscopic jejunostomy, and  enteral 
feeding

Based on assessment must make sure maintains 
usual body weight and electrolyte balance
 Unless can show not possible or resident preference

 Is offered sufficient fluid intake

Appendix PP for IGs and survey procedure
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Nutrition  1626 
 Suggested 

parameters for 
evaluating 
significance of 
unplanned and 
undesired weight 
loss are:

Interval Significant 
Loss 

Severe Loss 

1 month 5% Greater than 5% 

3 months 7.5% Greater than 
7.5% 

6 months 10% Greater than 
10% 



Distinct Units
Any CAH that has a distinct part unit should read 

the section starting with tag number 500

This section will not be covered

There are a few examples of what is in this section

So if you have a separate 10 bed behavioral health 
or rehab unit you need to be aware of these tag 
numbers

Goes from tag 500 to 596 and 700 to 781

C2400 etc on provider agreement and refers to 
EMTALA which is Appendix V
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EMTALA
CAH must report to CMS if they have reason to 

believe they have received a patient who was 
transferred in an unstable medical condition from 
another hospital (2401)

Must post signs as required by EMTALA (2402

Basically this recited the provisions in the EMTALA 
law

 It is 68 pages long and has 12 tag numbers

Goes from Tag 2400 to 2411
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CAH with District Part Units
CAHs can have up to a ten bed behavioral health 

unit or rehab unit (Tag 500)

 If so they are governed under appendix A

Beds are not included in the 25 bed count (501)
 96 hour rule does not apply to these bed either

Must have written criteria for both that apply to all 
patients including Medicare (504)

Must have admission and discharge records that 
are separately identified from those of the hospital 
in which it is located and are readily available (505)
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CAH with District Part Units
Psych unit must have policies that necessary clinical 

information is sent when a hospital patient is 
transferred to the unit (506)

Psych unit must meet all state laws (507)

Must have UR standards for the type of care offered 
in the psych unit (508)

Beds must be separate and not commingled (509)

Psych beds must be serviced by same FI as the 
hospital (511)

Must use accounting system that allocates costs (512)
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CAH with District Part Units
Psych unit must maintain adequate statistical data 

to support the basis of allocation (513)

Must also report its cost in the hospital's cost report 
covering the same fiscal period and using the same 
method of apportionment as the hospital (514)

Must be fully equipped unit and staffed regardless 
of whether there are any psych or rehab patients on 
the first day of the cost reporting period (515)

Any hospital with these two units need to read this 
section and there are more tag numbers 
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AHA Website on CAH
Provides updates,

Directory of resources,

 Federal legislation, OIG report on CAH

Growth of the program,

Grants, Newsletters, 

State hospital association links, and supervision of 
hospital outpatient therapeutic services
 http://www.aha.org/advocacy-issues/cah/index.shtml
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http://www.aha.org/advocacy-
issues/cah/index.shtml



AHA Poster on CAH 
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 Statement of Deficiencies and Plan of 
corrections,

Based on documentation of surveyor worksheet 
or notes and form CMS-2567,
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The End Questions???
 Laura A. Dixon RN, Esq., 

CPHRM

BS, JD, RN

President, Healthcare Risk 
Education and Consulting, LLC

 1621 York Street

 Denver, Colorado 80206

 303-955-8104
 ldesq@comcast.net
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Websites

Tools and Resources Rural Health 
Resource Center at 
http://www.ruralcenter.org/tasc/

 American Association for Respiratory 
Care AARC- www.aarc.org,

American College of Surgeons ACS-
www.facs.org,

American Nurses Association ANA-
www.ana.org
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Websites

Center for Disease Control CDC –
www.cdc.gov,

Food and Drug Administration- www.fda.gov,

Association of periOperative Registered Nurses 
at AORN- www.aorn.org,

American Institute of Architects AIA-
www.aia.org,

Occupational Safety and Health Administration 
OSHA – www.osha.gov,

National Institutes of Health NIH-www.nih.gov,
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Websites

United States Dept of Agriculture USDA-
www.usda.gov,

Emergency Nurses Association ENA-
www.ena.org,

American College of Emergency Physicians ACEP
www.acep.org,

Joint Commission Joint Commission-
www.JointCommission.org,

Centers for Medicare and Medicaid Services CMS
www.cms.hhs.gov,
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Websites

 American Association for Respiratory Care 
AARC- www.aarc.org,

American College of Surgeons ACS-
www.facs.org,

American Nurses Association ANA- www.ana.org,

AHRQ is www.ahrq.gov,
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Websites

American Hospital Association AHA-
www.aha.org,

CMS Life Safety Code page -
http://new.cms.hhs.gov/CFCsAndCoPs/07_L
SC.asp,

COPs available in word and PDR at 
http://www.access.gpo.gov/nara/cfr/waisidx_
04/42cfr485_04.html,

American College of Radiology-
www.acr.org,
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Websites
Federal Emergency Management Agency 

(FEMA)- www.fema.gov,

Drug Enforcement Administration –www.dea.gov  
(copy of controlled substance act),

US Pharmacopeia- www.usp.org, (USP 797 
book for sale),

Rural Assistance Center or RAC at 
http://www.raconline.org/

CAH seminar Oct 2007 handouts at 
http://www.nrharural.org/conferences/sub/CAH.h
tml

http://www.raconline.org/
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Websites
 National Patient Safety Foundation at the AMA-

www.ama-assn.org/med-sci/npsf/htm,
 The Institute for Safe Medication Practices-

www.ismp.org
 U.S. Pharmacopeia (USP) Convention, Inc.-

www.usp.org
 U.S. Food and Drug Administration MedWatch-

www.fda.gov/medwatch
 Institute for Healthcare Improvement- www.ihi.org,
 AHRQ at  www.ahrq.gov,
 Sentinel event alerts at www.jointcommission.org,
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Websites

 American Pharmaceutical Association-
www.aphanet.org

 American Society of Heath-System Pharmacists-
www.ashp.org

 Enhancing Patient Safety and Errors in Healthcare-
www.mederrors.com

 National Coordinating Council for Medication Error 
Reporting and Prevention-www.nccmerp.org,

 FDA's Recalls, Market Withdrawals and Safety Alerts 
Page: http://www.fda.gov/opacom/7alerts.html
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Pa Patient Safety Authority 
www.psa.state.pa.us/psa/site/default.asp
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